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FOREWORD

e Addressing the health and nutrition of
women, children, and adolescentss a priority and a key
developmentalagendaof the Governmentof the
Republic of Namibia (GRN). It is imperativéherefore
that the Ministry of Health and Social Services (MHSS
which is mandated to provide and oversee public health
the country, it also leads the development of guidin
frameworks, reviews, monitors, and evaluates heal
Programmes for women, children, and adolescents. T
Ministry further collaborates with the public and private
sectors stakeholders to achieveotdcomes, ensuring the
healthof the nation,anduplifting the socialdeterminants

of health. National commitments, as evidenced in Vision 2030, the Harambee
Prosperity Plan (HPP) 2048020, the National Development Plans (NDPs) and the

Mi ni stryaos Strategic Pl an, prioritise t he
young people irNamibia. In addition, Namibia is a signatory to global commitments,
i ncl udi ng t he Gl obal Strategy f or Wo me n 6

(2016-2030); the Every Newborn Action Plan (ENABhdorsed at the World Health
Assembly (WHA) in 2014, aimedt ending preventable maternal and child deaths by
2035;the Abuja Declarationsignedby African Union MemberStatesn 2001 ,aimedat
increasing investment in health, particularly, to ensure that Member Sllatesde 15%

of national budget to health care. This strategic investment in health will propel
countries to achieve the Sustainable Development Goals (SDGs), Global Nutrition
Targets by 2030, as well as other key health goals and targets.

As Namibiastrivesto achievethe SDGs,critical actionis neededo specificallyaddress
maternal, child health, and nutrition targets. This national strategy is therefore guided
by, andalignedwith thefollowing resolutionscontainedn the Every NewbornAction
Plan(ENAP) (WHA 67.10):preventionof birth defectgWHA 63.17);universalhealth
coverage (UHC) of maternal, newborn and child health interventions (WHA 58.31);
women,healthanddevelopmen{WHA 45.25);newbornhealth(WHA 45.22);andthe
updatedGlobal Strategyfor Wo me nCbhsi ,I dand®m @ ¢ e sHeatm201& 2030
(WHA 69.2), which was revised in 2022. In addition, a resolution was passhd at
77th World Health Assembly 2024, to accelerate progress towards reducing materna
newborn and child mortality in order to achieve SDG targets 3.1 and 3.2.

NAHONAL RMNCAH&N SFRATEGY 2025/2026 - 2029/2030

Becausde¢hedeterminant®fw o me andcsh i | dhealtharegssbroad,theupdated
globalstrategyhastranslatedhe holistic approactof the SDGsinto a seriesof precise
actions. These encompass multiple sectors, and are supported by an accountabili
frameworkdesignedo meetthe settargetsfor endingpreventableleathof newborn
andyoungchildren,andsubstantiallyeducingmaternamortality. Thestrategyalso
acknowledges the unique health and nutrition challenges facing young people, as we
astheir pivotalrole alongsidewvomenandchildrenaskey driversof changdan the post
2015era.lt takesa lifecycle approachhataimsfor the highestattainablestandards

of health and wellbeing physical, mental and socialat every age, cognisant that

a per sonods heal t h at each st age hasf |
cumulative effects for the next generation. In addition, it adopts an integrated and

s.

_.,
)
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multisectoral approach, recognising that healilhancing factors including nutrition,
education, water, clean air, sanitation, hygiene and infrastructure are essential to
achieving the SDGs.

In developing this integrated National Strategy for Reproductive, Maternal, Newborn,
Child andAdolescenHealthandNutrition (RMNCAH&N), Namibiahasembracedhese
principles and approaches. Furthermore, the importance of involving all stakeholders,
in a wholesociety, wholegovernment approach is acknowledged. The sixth National
Development Plan (NDP6) currently under development, further ensures strategic
investmeits in health, specifically the health and nutrition of Namibian women,
children and adolescents health. The development of this strategy was also guided by
evidence from the review of reproductive, maternal, newborn, child and adolescent
healthandnutritionin Namibia,aswell asresultsfrom the Second\ationalEmergency
ObstetricandNeonatalCare(EmONC)assessmenthe HealthSystemReview(2021),

and the review of NDP5.

GiventhatN a mi bUHG@ iddexis morethan70%,implementinghis strategywith
fidelity will propel Namibia closer to achieving UHC. Lastly, it is the expectation that
this strategywill betheoverarchingdocumenguidingthe implementatiorof activities
aimedataddressinghehealthandnutrition of all women,children,andadolescents

in Namibia. ‘

Dr ESPERANCE LUVINDAO, MP
MINISTER
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CHAPTER 1

1. Introduction

s Chapter 1 pr ovi des a compr ehenshaiomal over vi
context,settingthe stagefor understandindts healthsystemanddevelopment priorities.

The geography populationdynamics,and economicstatusof the country as anupper

middle-income nation are outlined, and social challengessuch as inequality and

di spariti es i n service access ar e hi ghl i ght
governance structures, and key policies guiding health care delivery and concludes by
introducing the national frameworks supporting reproductivdemal, newborn, child,

and adolescent health, and nutrition (RMNCAH&N).

1.1 Country Context
1.1.1Geography and Political Context

Namibia is located in the southestern part of Africa, with a geographical area of
approximately 824,000 kit The country is bordered by the Atlantic Ocean to the west,
Angola and Zambia to the north, Botswana to the east and South Africa to the south
andsoutheastFigurel). The NamibDesertstretcheslongthe entirewestcoast of the
country, while the Kalahari Desert ruakbng the southeastern border with Botswana.
GeographicallyNamibiaconsistof five distinctareasthe CentralPlateau, the Namib
Desert, the Great Escarpment, the Bushveld, and the Kalahari Desert, of which the
central, southern, and coastal areas are mostly arid.

Accordingto the2023populationandhousingcensuseport,N a mi hdtagpopsilation
standsat 3,022,401 with a populationdensityof 3.7 persongperkm?, makingNamibia
one of theleast densely populated countries in the wér@f the total population, o
females (1,548,177) outhnumbered males (1,474,224). The difference in the proportion3
of male and female populations in the 2024 census report is comparable to the 201%
census results.

Administratively, Namibia has 14 regions: Zambezi, Kavango East, Kavango West,
Kunene, Ohangwena, Omusati, Oshana, and Oshikoto in the north; Omaheke
Otjozondjupa, Erongo, and Khomas in central Namibia; and Hardap and //Kharas in th
sout h. N a onal Ipopaadias densdtigsi vary considerably, with almost two
thirds of the population living in the four northern regions, and less thantemt
living in thesouth. Thecapitalcity of Windhoekis locatedin theKhomasregion (Figure

1).
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1.1.2 Socialand EconomicDevelopmentContext

Namibia is ranked as an uppaiddle-income country (UMIC), which according to the
World Bank is defined as a country that has a Gross National Income (GNI) per capita
of betweenUSD 4,045andUSD 12,525.N a mi bGANhpérsapitain 2023was USD
4,7422 which is closer to the lower band of the per capita GNI classification for-upper
middle-income countries$. While this is a good indicator for economstatus and
investment purposes, it has become its Achilles heel when it comes to attracting foreign
direct aid, particularly in the health sector. Since the reclassification,Namibia is
consideredneligible for aid, anddonorsupporthasdecreasedbr critical programmes
suchasHIV/AIDS, TuberculosigTB), Malaria,immunisationandnoncommunicable
diseases (NCDs).

Grossdomestigroduct(GDP)measurethenationalincomeandoutputforac ou nt r y 6
economy. The GDP is equal to the tagapenditures for all final goods and services
producedvithin thecountrywithin astipulatedperiod.N a mi bGDBwasworthUSD
12.31billion in 2021 ,accordingo official datafrom theWorld Bank,representin@®.01
percenof theworld economyTheGDPdecreasetb 12.54in 2019from 13.68in 2018,
decliningto 10.58in 2020.1n 2021 however,a slightrecoveryin growthwasrecorded

(12.31), and a further increase to 12.4 in 2022 (Figure 2).

FIGURE 2: Namibia GDP 2014 - 2023 (World Bank, 2023)
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Life expectancys definedasa statisticalmeasuref howlongapersommaylive, based
on demographic factors such as gender, current age, and most importantly the year of
their birth, or atagezero.Life expectancystill variesgreatlybetweerdifferentregions
andcountriesof theworld. The biggestimpactson life expectancyarequality of public
health,medicalcare,anddiet. As of 2020,Japanwith anaveragdife expectancyf 85
years and Singapore (84 years), were the countries with the highest life expectancy,
whilethelowestlife expectancys mostlyrecordedn countriesontheAfrican continent.



Figure 3 presents the average life expectancy at birth, by sex, in Namibia fronno2014
2023.In 2023 life expectancwtbirth for femalesn Namibiawasabout71.3years, and
63.3yearson averagdor males.This datashowsanincreasdn life expectancyn the

last 10 years, from 62.3 and 56.3 for females and males respectively, positioning
Namibia above the average in Africa, at 61 years for males and 64 for females. The
average global life expectancy in 2022 was estimated at 70 years for males, and 75
years for females by the global data and business intelligence platform Statista.

FIGURE 3: Life expectancy at birth, by sex in Namibia, 2014i 2023 (World Bank, 2023)
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The2021HumanDevelopmentndex(HDI) producedy theUnitedNationsDevelopment
Programme (UNDP) is a summary measure for assessingdomgprogress in three
basicdimensionf humandevelopmentalong andhealthylife, accesd¢o knowledge,
and a decent standard of Il i ving. Nami bi a o :
country in the medium human development category, and ranked at 139 out of 191
countries and territories.

/2030

Namibia however faces significant challenges in terms of inequality, ranked as one ofg]
thew o r Imdsbueequakountrieslts Gini coefficientof 59.1in 2015wassecondnly

to SouthAfrica. Geographicatlisparitiesin botheconomicopportunitiesandaccesdo
services are large and widening. High levels of inequality result in starkly different
poverty rates across different groups, including by age and gender.

ERY 2025/2026 - 20

The government of Namibia (GRN) has continued to pursue policies and programme
to reduce poverty and bolster sustainable development as reflected in Vision 203
t he country®o6s over all devel opment-yearg e n
NDPs. The current NDP5 covers the period 2017/18 to 2021/22 and is structure
around four main pillars: economic progression, social transformation, environmental
sustainabilityandgoodgovernancé Humancapitalandsocialdevelopmentonstitute
thetwo subareasof thesocialtransformatiorpillar, with i ¢ a p andthéaéghhuman
r e s o uastheaggesab NDPS5 thus prioritisesincreasednvestmentsn the health
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sectorwith theaim of developingandnurturinga healthyandproductiveworkforce.
It alsorecogniseshe needto acceleratelemographidransitionaspartof the social
transf or mati on agenda t hr ough
enhancechild survivalandimproveeducationandgeneralempowermenbfw o me n . 0O
Thecurrentadministrationsinceits inaugurationn 2015,hasalsoprioritisedthefight
againstpovertyandhungerlaunchingthefirst HarambedrosperityPlan(HPPI)in

2016, followed by HPPIIin 2021.HPPII hasfive pillars - Effective GovernancendService
Delivery, Economic Advancement, Social Progression, Infrastructure Development and

International Relations and Cooperation, and seeks to accelerate development in these

i

nvest

priority areas including the elimination of hunger (Figure 4). Vision 2030, NDP5, and
HPPII together provide an overarching national development framework for Namibia.

Effective
Governance

Accountability &
Transparency

Strengthening the
National Anti-Corruption
Mechanisms

Improved Performance &
Service Delivery

Enhanced Citizen
Participation & Engagement.

Enhancing Security
& Rule of Law

Harambee Prosperity Plan i
2021 - 2025

@ @

Economic Social Infrastructure International
Advancement Progression Development Relations and
Cooperation

Zero Deaths from
Hunger Poverty Energy Supply Security

Delivery of Urban Land,
Housing & Sanitation
Water Supply Security
Improved Access to

Healthcare

Improved Access to Quality
Education & Sports

Arresting Gender Based
Violence and Violence
Against Children.

One Namibia, One Nation
Peace, Reconciliation, Security and Stability

FIGURE 4: Harambee Prosperity Plan
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1.1.3 Health SystemContext

N a mi bhealthéestoris currentlygovernedy theNationalHealthPolicy Framework
20102020(NHPF) 3 with areviseddraftframeworkin processatthetime of publishing

t hi s strategy. I nf or med by Vi si on 2030, N
free of di seases, ® @tohveerr tiyn satnrdu memet gsu ad e nhoyno
commitment towards improved healthcare delivery include the Public Health and
National Environmental Health Act (2015), International Health Regulations (IHR)

(ratified 2007, Hospitals and Health Facilities Act (1994), NDP5 (2012022),
Medium-Term Health Strategic Framework (20172022), Country Cooperation

Strategy (CCSIll), andMHSS Strategic Plan 2017/4821/22. Several policies are

currently under review and mumber of bills have been approved, and are awaiting
enactment, including the Mental Health Bill, and the Food and Safety BiIll.

The need for increased investments in the health sector to harness a healthy and
productive workforce are detailed in the social transformation pillar of NDP5. The
MHSS StrategidPlan(2017/2018 2021/2022js in the processof beingreplacedoy a

new National Health Sector Strategic Plan.

The following elements constitute the Namibian healthcare system context, and are
discussed in detail below:

leadershippandgovernance;

servicedelivery,

healthworkforce,

healthinformationsystems,
medicalproductsyaccinesandtechnologiesand
healthfinancing.

~oQoUTp

TABLE 1: Health System Context Elements

3
The Ministry of Health and Social Services (MHSS) has the mandate for nationwide health services delivery and %
focuses mainly on the public sector. To deliver on its mandate, MHSS has established the following directorates at S
national and regional level: ﬁ

o
1. Primary Health Care Services >
2. Social Welfare Services §
3. Special Programmes >
4. Finance and Procurement D
5. Tertiary Health Care and Clinical Support Services 2
6. Policy and Planning g
7. Human Resources Development >
8. Human Resources Management and General Services %
9. Health Care Technology & Facility Management 5
10.  Atomic Energy & Radiation Protection Authority §
11. Health Information & Research o
12. General Management z
13. Pharmaceutical Services. &
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The overall vision of N a mi b NH#®B (2010-2015) is for fi &ealthy nation, which is free of poverty and
i n e q u avithithe yigsjon of MHSS A t provide a determined leadership to make health and social welfare
services effective, and efficient; to facilitate conditions for organised communities, households and individuals to
take control of their health and to liaise with other sectors and partners driven by a shared commitment to
healthofthenat i on. 0

The National Health Act of 2015 serves as the framework for a structured uniform health system within
Namibia.® The Act also seekstofi ¢ 0 n s olaws telatingto state hospitals and state health services, and to
regulate the conduct of state hospitals and state health services; to provide for financial assistance for special
medical treatment of State patients; and to provide for incidentalma t t dtfugher.empowers the Minister to
fi i ni formaategimplement, monitor, evaluate and develop policies required for optimal service delivery or
performance and to protect, promote, improve and maintain the health of the p o p u | adnd @so designates
the Permanent Secretary as the chief health officer
Regional Health Board for every region, and a DistThe
state hospital and state health service falls under the responsibility and control of the Minister.

B. SERVICE DELIVERY

Health services in Namibia are mostly provided through the public health system via a network of interlinked
facilities, consisting of the national referral hospital (Windhoek Central Hospital), intermediate hospitals, public
district hospitals, health centers, and clinics. MHSS currently manages about 475 public health facilities (43
hospitals, 60 health centers, 496 clinics and 3 intermediate hospitals). In addition, about 1,150 outreach points have
been established across the country to compl epealat
geospatial features of vast land area, sparse population distribution, and lack of ready access to static health
facilities in several communities. As of October 2024, 53 outreach points had been upgraded to health posts
across various regions.

The private sector owns about 11% of the health facilities in the country, thereby complementing the services
provided by the state. Services provided by the private sector are, however, mostly urban-based and delivered
through multiple channels, including medium-si zed hospitals, doctorsdé cor
and nursing homes. Faith-based health services are entirely subsidised by the government.

A policy on community-based healthcare (CBHC) was developed in line with the 1992 Primary Health Care/
Community-Based Healthcare guidelines to complement the work of the government in its effort to provide
much needed health and social services to communities, within the overall objective of improving national health
outcomes.® As such, the CBHC policy is a strategy for achieving the goals of primary health care (PHC), and
reinforces its concepts and principles by addressing all health-related matters affecting communities directly.
Clinics, health centers, mobile outreach services, Community-based Organisations (CBOs), Non-Governmental
Organisations (NGOs), Faith-based Organisations (FBOS), private sector organisations and practitioners, and
community-hased traditional health practitioners form the structure or network for the provision of community- based
healthcare services in the context of PHC.

C. HEALTHCARE WORKFORCE

The policy framework for human resources in health is provided by the Human Resource Strategic Framework,
which spans a 30-year period (1997- 2027),°and the ten-year Human Resources Strategic Plan 2020-2030.
Within MHSS, human resources development is coordinated by the Directorate of Policy, Planning and Human
Resources Development, while human resource management is under the Directorate of General Services and
Administration.

¥ A
Vol



Key findings from the Health Care Workforce Status Report 2022 reported that MHSS has a total of 19,976

staff members, of which 81% are government-funded, and 19% donor funded.* The US Presi den
Plan for AIDS Relief (PEPFAR) funds 17% of healthcare workers (HCWSs), and the remaining 2% are funded by the

Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM), and Cuban volunteers. There is a concern around

sustainability of these positions in the event of dwindling donor funding, given that donor funded HCWs play a pivotal

role in the delivery of services contributing to the control of the HIV and AIDS epidemic, and the attainment of

UHC.

The report further noted a variation in staffing levels across regions, directorates, facilities, and HCW cadres.
Across the regions, staffing levels range from as low as 46%in Kavango East to 68%in Oshana. Staffing levels for
the Intermediate Hospitals and Windhoek Central Hospital are at an average of 71% while at the national
level, six directorates have less than 50% of their approved posts filled. Very low staffing levels were also
noted among HCW cadres in nutrition and dietetics, eye care, pharmacy, medical technology, psychology,
physiotherapy, and occupational therapy. These findings suggest a more targeted recruitment to specialised
services is needed in understaffed regions, directorates, facilities, and service settings to alleviate work
pressure and improve availability, accessibility and quality of health services. The inequitable distribution of
workforce across and within health sectors, geographically and by service and service settings, was also noted
in the 2017 World Health Statistics.

The report furthermore revealed gender disparity with respect to senior leadership positions in the Ministry,
despite 72% of the health workforce being female. Males are mainly in middle to executive management posts,
while females occupy most of the lower management and technical levels, suggesting a need for continued
affirmative action to minimise gender disparity.

Inadequate local capacity for the training of health professionals means that Namibia is heavily reliant on
foreign-trained professionals. To address this challenge, GRN is gradually expanding opportunities for in-country
training, such as the introduction of new nursing training programmes in recent years, and sponsoring training for
health professionals abroad. Currently, the training of medical doctors, pharmacists and radiographers is only
undertaken at the University of Namibia (UNAM), with the training of registered nurses conducted at UNAM, the
International University of Management (IUM), Welwitschia University, and other training institutions.

The National University of Science and Technology (NUST) undertakes the training of environmental health
practitioners, biomedical technicians, and laboratory technologists. The lack of postgraduate clinical training
for various groups of health professionals is one of the major human resources challenges confronting Namibia.

D. HEALTH INFORMATION SYSTEM

Na mi bpast lkealth information system (HIS) has been described asfi ¢ 0 n s iofs tarigeingmber of
systems and databases that have little interoperability, completed by processes that are largely paper-based,
and having either fragmented or nonstandard f o r m&everal initiatives in recent years have seen a move
towards a more unified and integrated service. The MHSS Directorate of Health Information and Research
acts as general coordinator and steward for Namibian HIS, responsible for the National Health Management
Information System (NHMIS). In addition to facility-based data, health-related information and data are also
obtained from the surveillance system, systems and programme assessments/review processes, and periodic
surveys such as the Demographic and Health Survey (NDHS). This is however, a cost-intensive undertaking,
and last conducted in 2013. The use of routine health facility data could be prioritised, between long waiting
intervals of data from population-based surveys like NDHS. As such, reliance on NDHS data compromises
programming and monitoring of health programs. Other relevant policies and plans relating to the health
information system are in place.
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The Health Strengthening System (HSS) review report revealed several achievements made toward
strengthening Health Management and Information Systems (HMIS) from 2009 to 2020. These include amongst
others, the migration of the District Health Information System (DHIS) system from the desktop-based DHIS1.4
to the second version, web-based DHIS2, significantly improving access. DHIS2 is a routine data monitoring
system that provides a single platform to capture and aggregate all health data. The DHIS2 platform provides for
enhanced integration of data, and for making data available to stakeholders for decision-making. In an effort
to increase human resources in the Health Information unit Namibia recently introduced an academic degree
programme in Health Information Management. An eHealth strategy is currently in process and focuses on the
digitalisation of the Health Information System.

ICD-10 is the 10th revision of the International Classification of Diseases, a medical classification list by the
World Health Organization. It contains codes for diseases, signs and symptoms, abnormal findings, complaints,
social circumstances, and external causes of injury or diseases. It allows for more precise classification of some
conditions, and up-to-date auditing of the HIS. The adoption of this coding system provides a global common
language for recording, reporting and monitoring diseases, as well as comparison and sharing of data in a
consistent and standardised manner between hospitals, regions and countries.

Despite these initiatives however, HIS in the country remains fragmented. Several disease programs have silo
databases that do not feed into the central DHIS2 system. This has presented challenges when consolidating
national reports as one would have to navigate through different systems to gather the data. Some gaps also
exist in terms of data quality and the use of data for decision-making, particularly at sub-national level.
Moreover, HMIS staff numbers at the Ministry and in the regions remain low despite efforts to increase HMIS
workforce capacity through university qualifications. While data is currently being collected manually and later
captured into DHIS2, it is prudent to implement digital solutions from point of care (POC) level upward. Some
data collection tools are no longer in synch with the DHIS2 central data management tool. For example, tools
for recording Antenatal Care (ANC) services recorded up to a minimum of 8 antenatal contacts while the DHIS2
system was only capturing up to 3 visits.

E. MEDICAL PRODUCTS, VACCINES AND TECHNOLOGIES

Namibia operates a government-owned and nationally driven integrated pharmaceutical supply chain, whereby the
Central Medical Store (CMS) within the MHSS structure oversees the procurement, storage and distribution of all
pharmaceuticals and clinical supplies for use in health facilities in the public sector, including essential
medicines, surgical supplies, and laboratory investigation materials. The Division of Pharmaceutical Services in the
Directorate of Tertiary Health Care and Clinical Support Services provides coordination and direction for all
pharmaceutical matters in Namibia. CMS is a sub-division within the Division of Pharmaceutical Services, and
distributes directly to the two Regional Medical Stores (RMSs) in Rundu and Oshakati, and to about 45 health
facilities across the country, including most of the district hospitals.

An assessment of the national supply chain carried out in 2013 noted that fi t fpublic health supply chain
in Namibia has many strengths, evidenced by their strong performance across most functional areas and
existence of key processes and systems i n-canplamcewitd
day-to-day warehousing Standard Operating Procedures (SOPs), high staff turnover rates, limited training for new
staff, and fundamental changes to procurement processes put the performance of the CMS in these areas at risk
in the near and long term. 0 To improve supply c leline,
recommendations made included: re-invigorating compliance to SOPs and processes, evaluating
procurement policies and procedures, and implementing a robust performance management system to assess its
key functions of procurement, warehousing, and transportation.




Another review noted considerable problems with compliance with the national standard treatment guidelines on
the part of health workers in public sector facilities. Namibia has taken commendable actions in updating the
essential drug list to embrace life-saving commodities advocated for by the Global Strategy for Women,
Children and Adolescent Health strategy. In addition, there is also the need to build capacity of health workers
as well as monitor and ensure compliance with national standards in every aspect of pharmaceutical and
health commodity management.

The Directorate of Pharmaceutical Services has advanced pharmaceutical supply management through digital
innovation. The MoHSS Pharmaceutical Information Dashboard is a web-based platform that enhances near
real-time visibility of essential medicines, vaccines, and clinical supplies across all levels of care in Namibia. It plays
a critical role in supporting timely and evidence-based decision-making by enabling early identification of stock
imbalances, facilitating rapid redistribution, and improving overall supply chain responsiveness to prevent
stock-outs and reduce wastage. The dashboard consolidates data from the Electronic Dispensing Tool (EDT),
implemented at all district hospitals and some primary health care facilities; the Facility Electronic Stock Card
(FESC), used at all district and referral hospitals; SYSPRO at the central level; and National Pharmaceutical
Management Information System (PMIS) indicators.

Moreover, the NHPF and MHSS strategic plan set out a broad Essential Medicines and Medical Supplies
(EMMS) goal of ensuring that quality, affordable and efficacious medicines, and medical products are available
through timely supplies, and provide a basis for adequate treatment interventions in health facilities. The
MHSS strategic plan outlined two indicators for tracking progress toward this goal: i) percentage availability of
essential medicines, and ii) percentage of quantity demanded that is supplied by CMS at service level. Based
on the HSS review, CMS managed to supply 90% of medicines and medical products that health institutions
ordered in 2020 against the set target of 90%. However, the review could not obtain any data on the indicators
for tracking the availability of essential services at the facility level.

F. Health Financing

For many years, Namibia has been classified as an upper middle-income country with a very unequal distribution of
wealth, which magnifies health inequalities in the country. In July 2025, Namibia was downgraded to a lower middle-
income status by the World Bank. This requires that Namibia reassess its economic and health financing strategies,
given that Healthcare financing in Namibia is mainly tax-based. The main share of funding is spent on financing
hospital care, HIV and AIDS and the health wage bill, while reproductive health and primary care services are
expected to manage a minimal budget. Almost 80% of donor funding is allocated to the HIV and AIDS response.
A quarter of total health spending is paid by private sector employers as contributions towards insurance coverage
managed by Medical Aid Funds (MAFs), with the insured however still reporting very high out-of-pocket
payments. Furthermore, GRN spends about 10% of total employee remunerations on the government-
subsidised insurance enrolment of public employees into the Public Service Medical Aid Scheme (PSEMAS). This
subsidy further increases inequities as it means that 25% of government health spending caters to only 12% of
the population.

As the largest funder of healthcare, GRN is committed to strengthening the health sector and is considering
changes to health financing to achieve the UHC agenda as indicated in NHPF 20107 2020, making efforts
towards growing the health budget towards the realisation of this aim. The MHSS strategic plan 2017/18-
2021/22 prioritised adequate government funding for health as a critical component to achieving this target
by the end of the implementation period, and has put measures in place to track budgetary allocations and
expenditure for the health sector. The budget allocated for pharmaceuticals supply has increased significantly over
the years. The UNICEF 2022/23 health budget brief reported total government expenditure exceeding the
15% target for African Union member states for the health sector. With a sector allocation of 16.6% of total budget
in 2022/23 and average per capita spending estimated at USD 407 (NAD 6,500), health spending in Namibia
is one of the highest in the Southern African Development Community (SADC) region.*
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1.1.4 National Framework for Reproductive, Maternal, Newborn, Child
and Adolescent Health & Nutrition

One of the key priorities of GRN,and particularly MHSS, is improving thehealth

and nutrition status of Namibian women, children, and adoles®erte. high levelof
commitment directed towards thegemiority areas is witnessed by the national
commitmentarticulatedn HPP(20162020),particularlyPillar 3 (ImprovedAccessto
Public Healthcare) with a focus on reducing maternal and infant mortality, including
morbidity and infectious diseases, improved nutrition and UHC coverage.

In addition,NDP5 (strategidmplementatior8.6) articulateghe healthandnutrition
targets to be attained during the period 2Q022. The strategy for ensuring the
healthandwellbeingof all Namibianssncompassdhefollowing programmes:

HumanResourcdevelopment,

Medical EquipmentManagement,
EmergencyMedical RescueServicedEMRS),
Pharmaceuticebervices,
PhysicallnfrastructureDevelopment,
HealthResearclandHealthInformation,and
PublicHealthThreats.

@ opa0Tp

The Public Health Threats programme is comprised of the following projects, and aims
to enableindividuals and communitiesto preventand control communicableand
noncommunicable diseases, and to reduce morbidity and mortality rates due to these
diseases and conditions across the life course.

i. Wo me nCohsi ,| dandAm@®d4 e sHeatmnt s 6
ii. Communicableand NoncommunicabldDiseases,

iii. CommunityBasedHealthServicesand

iv. Nutrition.

The strategic priorities, outcomes and focus areas of theZAB Country Cooperation
Strategyalsofocuson, andprioritise NCDs,communicablaliseasedRMNCAHN, and
health systems strengthenitig.

The 20182022 Namibia RMNCAH&N National Strategywas developed with the
overarching goal to improve the quality of care related to sexual and reproductive,
maternal, newborn, child and adolescent health, and nutrition across the continuum with
an emphasison integration (Figure 5). The integration agendasynchronises the

mi ssi on of MHS S At o provi de i ntegrated,
heal t h and soci al wel f ar e services t hat
Thi s strategy was inf or med by otheupdated i g n

GlobalStrategyfor Wo me rnCéhs ,| dandd i ® $ e sheadthithie NefwbornAction
Plan,andEndingPreventablélaternalMortality (ENAP andEPMM)®1° by 2035,ending
the AIDS epidemicby 20302° GlobalNutrition Target8! andthe SDGs??




FIGURE 5: Integrated package for the health of women, children and adolescents
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1.1.5 Rationale and process for updating the Namibia National Strategy for
Wo me n o s , Newbor n, Chil dr e n 6 fNutriaon d Adol
(2018 2022)

Rationale

Theexpirationof theNationalRMNCAH&N Strategy(201871 2022)requiredNamibia

to revise its strategy for the next five years (2028530). As we approach the SDG
midpoint, between their 2015 launch and 2030 deadline, there is a critical need for
Namibiato acceleratectionsto achievethe healthtargetsrelatedto RMNCAH&N, in

line with its nationalobjectivesWhile someprogresdhasbeenmadetowardsachieving
nationalhealthobjectivesandthe SDG 3 targetselatedto the healthof women children

and adolescents, the maternal mortality ratio and ufidemortality rate remain high,
with inadequatecoverageof high impactinterventionsacrossthe continuum of care
and inequities across regions. Skilled birth attendance has however improved fro
88.2% in 2013 to 95% in 2020 (Maternal Mortality Inegency Group¥? In addition,

the COVID-19 pandemichas had a wide-ranging impact on essentialservices for
women, children and adolescentsn Namibia, as with most countriesin the African
region.

0%6 - 2029/2030

Realising the slow progress in improving coverage of-effective RMNCAH&N
interventions in the WHO African Region, the Regional Committee forAthia
Regionmeetingin August2022in Lome, Togo, (comprisingHonourableMinistersfor
Health), called on countries to, among others, take actions to improve RMNCAH&N
interventions towards the achievement of the SDG goals and targets of the globa
strategy.
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This revised National RMNCAH&N Strategy (202%30) builds on the modest
achievementsmmw o me o @ is | cmde d 6 s e fheaalthdutingtbeimplementation

of the 20182022 strategy, and uses the lessons learned to provide guidance on
strengtheninghe healthsystemandscaleup coverageof costeffective RMNCAH&N
interventions, focusing on equity, quality, and primary care approaches, and with
improved demand and access to services.

Process

Cognisant of thenmulti-programmatic and multisectoral approach embedded in this
strategy plan, stakeholders from government ministries, development partners, training
institutions, NGOs and CSOs engaged in a participatory process through all stages of
its development.

The planning processfor revision of the RMNCAH&N Strategycommencedwith

a situational analysis utilising available information from the 2022 Health Sector
Performance Review Report and other related national and international documents.
Key inputs from the first consultation workshop based on contributions from
stakehol der s, i nput s of t he second st ak
strategy andfinalisationof theupdatedRMNCAH&N Strategywerecollatedfor final

approval (Figure 6).

Additionally, anextensivedeskreview of awide rangeof relevantiteraturepertaining

to RMNCAH&N globally, regionally and nationally was commissioned, as well as a
comprehensiveeview of national,regional,and global guidelinesand programsto

i denti fy potenti al gaps i n Nami bi ads C
examples of good practice.

FIGURE 6: Process of RMNCAHEN strategy update
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CHAPTER 2

2. Introduction

BN Chapter 2 presents an overview of the health situation of women,
newborns, children, and adolescents in Namibia as informed by the HSS report and
other relevant data sources i.e., DHIS, and WHO Global Health Observatory. This
situational analysis incorporates andsnarises recent information obtained frahe
National RMNCAH&N Strategy (2012022) review, inputs from stakeholders
meetings, and the desk review of relevant national and international instruments
pertainingto RMNCAH&N.

Thematic areas, policy guidelines governing these areas, national programme initiatives
as well as performance trends for each of these thematic areas, challenges, and
interventiondo addresthechallenge®f RMNCAH&N arepresentedbelow.

2.1 Current Status of Women, Children and Adolescents in Namibia

Maternal health traditionally encompassesntenatalcare, delivery, and postnatal

care. Namibia has recorded progress in reducing maternal neonatal, infant and child
morbidities and mortalities, however the annual rate of reduction is insufficient to meet
the SDG 2030 targets. Currently in Namibia, statistics show neonattdlityoat 24
deaths per every 1,000 live births, whilst under 5 (U5) mortality is at 41/1,000 live
births? Overall, neonatal deaths are reducing at a slower pace than the U5s. The
maternal mortality ratio (MMR) is also high at 139/100,000 live births, and twice the
setgoalof 70 deathgper100,0002** Consideringhat2030is merely5 yearsaway,the
setMMR targetwill not be achievedtthe currentate,hence the call for accelerating

the reduction in maternal, neonatal and child morbidities and mortalities.

Healthcareservicegrovidedby CHWsandHealthExtensionWorkerswasintroduced

in 2014. The focus of these cadres includes htotb®muse visits, and encouraging
early attendance of ANC through information, education, and communication (IEC)
messaging to all women of reproductive age, amongst others. To this end, mobi
outreachhealthservicesncludingANC andpostnatatarewereestablishedo caterfor
hardto-reach communities.

- 2%29/2030

Moreover,the integrationof serviceswith the aim to minimisewaiting timesis ongoing.

In 2021, MHSS launched the ANC guidelines in line with the Ilatest WHO
recommendationgp guide healthcaregprofessionalgo provide integratedantenatal care
services to all pregnant women and adolescent girls. This is achieved through a continuu
of care for the delivery advidencebased interventions likely to improve maternal, foetal,
and neonatal health and survival. Key components of the guidelines indhmtger signs
enforcement, emergency preparedness,ncreased number of ANC visits from 4 to 8,
early initiation of ANC upon detection of pregnancy, and obstetric ultrasound assessmen
before 24 weeks. There is a need to update healtkers on the revised ANC guidelines.

A revision of the Intrapartum Guidelines is in progress, consistent with WHO
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recommendations for intrapartum care for a positive childbiekperience. These
guidelineshighlight the importanceof womancentered



NATIONAL RMNCAH&N STRATEGY 2025/2026 - 2029/2030

care to optimise the experience of labor and childbirth for women and their babies
through a holistic, human rightsased approach. Updated recommendations for the
management of obstetric complications are also included. In addition, the Maternity
Record was revised and aligned to the intrapartum care guidelines,incorporating

the Labour Care Guide (LC@&)Training of healthcare workers on the LCG was also
conducted.

Consi stent wi t h Go al 3 of HP P 1, 6l mpr
improved and increased public health infrastructure, MHSS in collaboration with
partners, constructed six functional maternity waiting homes. The Program for
Accelerating he Reduction of Maternal and Child Mortality (PARMaCM) funded the
construction of maternity waiting homes in Okongo, Gobabis and Opuwo districts.
Additional waiting homeswererenovatedy MHSSin OnandjokweEngelaandOshakati
districts?® The SocialSecurityCommissionSSC)is fundingthe ongoingconstruction

of new maternity waiting homes in Katima Mulilo and Outapi districts.

Since 2009, data on maternal and newborn deaths has been captured through the
Maternal, Peri/neonatal Death Reviews. The 2PQ81 triennial report for the
confidential enquiry into maternal, stillbirth and neonatal deaths in Namibia was
finalisedanddisseminatedOverall,98% of birthsaredeliveredin hospitalsandANC
attendancéor womenwho died, or losttheir babyduring pregnancyor afterbirth, was

high. AlImost45% (65/145)of maternaldeathsoccurredatanintermediatéhospital,

24% (35/145) at district hospitals and 14.5% (21/145) at the national hospital. Eleven
(7.6%)of the maternadeathsoccurredathome.Beingovertheageof 35, instrumental

birth, andbirth by Caesareasectiornweresignificantrisk factorsfor eithermaternal

deathor nearfatality. HIV -positivewomenhada 2.2 timeshigherrisk for mortality 2°

The Maternal and Newborn Quality Improvement of Care (MaNICare) project was
launchedand piloted, and is underimplementationin selecteddistricts. Namibia is

a signatory to, and has committed to the Global Targets and Milestones for Every
NewbornAction PlanandEndingPreventabléaternalMortality (ENAP andEPMM).
Integrated management of neonatal and child illness (IMNCI) as wddlaagaroo
Mother Care (KMC) are being implemented for sick, and low birth weight newborns.
Revision of the posmhatal care (PNC) guidelines are in progress and will address
changes in PNC scheduling, from the current 6 hours, 6 days, 6 weeks and 6 months
timeframe to the WHO-recommende@4 hours,3 days,7 days,6 weeks.PNCfollow-

up contacts are also advised for a positive postnatal experience.

Addressinghe RMNCAH&N objectiveto 6 E mlbdformsof malnutrition,andaddresshe
nutritional needs of adol escent girl s,
2022 Baby Friendly Hospital Initiative (BFHI) guidelines were reviSaa)d training

of healthcare workers is underway to promote, protect and advocate for breastfeeding
practicesWHO recommendegarlyinitiation of breastfeedingvithin half anhourafter

birth. Breastfeeding is an effective prevention tool against malnutfitiexclusive
breastfeeding has been documented to reduce childhood illnesses, especially diarrheal
diseases which contribute to malnutrition. Most of the nutrition intervention coverage
indicatorsarehowevemotlinked to the RHIS, andarethereforeunderreportedasthey

arenot measuredStrengtheningdatacapturing monitoringandreportingon nutrition
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is crucial in this regard. Consideration is given for inclusion of the national food and
nutrition security policy and its implementation plan, coordinating mechanisms such as
theFoodandNutrition Servicel FNS)council, FNSinter-ragencysteeringcommittee, and
Technical Working Groups (TWGS).

While progreshasbeenmadetowardsachievingnationalhealthobjectivesandSDG 3
target s rel at ed to womenos, chil dr eno6s
ratio and U5 mortality rate remain high, with inadequate coverage of high impact
interventions across the continuum of care and inequities across regions. Different
health departmentandprogrammesncludingRMNCAH&N needto contributeto the
strategic directions, goals and strategies of the next generation National Health Sector
Strategic Plan (NHSP).

Regarding the Expanded Program on Immunization (EPI), a cohort register has been
updatedo includenewvaccinesAdditionally, the Effective VaccineManagementEVM)
assessment, and comprehensive Improvement Plan (clP)2P@20was conducted,

and recommendations are being implemented. National vacciradiaarage for the

first doseof MeaslesandRubellaVaccineshasimproved.New vaccinegCOVID-19) will

be added to the routine EPI schedule. Second dose of Inactivated Polio Vaccine (IPV)
andboosterdoseof PneumococcaConjugatevaccines(PCV) needto be addedto the

routine immunisation schedule. GRN also plans to introduce human papillomavirus
(HPV) vaccines in the public health sector in the near fiture.

Despite these achievements, a delayinalisation of guiding documents for health
workers, revision of policy documents in line with new developments, as well as
inconsistent implementation of EPI service delivery strategies dunadequate human
and materialresourcesare someof the challengeghathavebeenencountered. There

is a needto acceleratethe implementationof the HPV vaccine in public health
facilities, and to conduct regular refresher training for healthcareproviders on
AdolescentFriendly Health Services(AFHS) and AdolescentSexual Reproductive
Health Rights (ASRHR). The introduction of Lo#gting Reversible Contraception
(LARQC) in institutions of higher learning is required.

Visual Inspection with Acidic Acid (VIA) for cervical cancer screening needs to be
institutionalised. Vacancies in health facilities and implementation of task shifting
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Health and Rights (SRHR) could go a long way to address SRHR supplies andg

commoditiesFinally, strengtheningntegrationof SRHR/HIV/GBV atPHClevelis of
paramount importage.

5

As countriesaroundthe world countdownto the endpointof the Global Strategy

f or Wo me n 06 s Chi l dr en 6 s -2080), a datmdp & seededtd s
achieve the highest attainable standard of health for all women, children and
adolescentsto transformthe future and ensureevery newborn, mother and child

not only survives, but thrives. In this regard, WHO/AFRO has called on countries to
takeactionsto improvecoveragef costeffectiveRMNCAH&N interventiondowards
achievement of the goals and targets of the global strategy, and thus UHC for all.
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2.2 Maternal Health

Basedon availabledatarecordedor theperiod2017to 2022 ,overallprogresgor most

of the maternal,newbornand child health indicatorswere reportedto be on track

to surpass the 2030 targets. Tperformance trend for these core indicators will be
discussed in this chapter.

2.2.1Policy documentsand guidelines

Maternal, child, newborn and adolescent health targets are aligned to Vision 2030
HPPII, Agenda2030for Sustainabl®evelopmentAU Agenda20633° andthe Global
Strategyfor Wo me i€ $ | dandAmd @ ¢ e sHeatm(20562030)3! Vision 2030
expresses, among ot her s, t he countryo©os
live births by 20332 Namibia has also ratified the International Labour Organization
(ILO) Maternity ProtectionConventiomo. 183, EPMM, andotherlegalinstrumentgor
reducing maternal morbidity and mortal?y.

Thekey policy documentindguidelinesrelatingto maternahealthin Namibiainclude
the following:

TABLE 2: Key policy documents and guidelines relating to maternal health

MATERNAL HEALTH

Namibia National Health Policy Framework (2010-2020)*

Namibia National Strategy for Wo me nG i, | d melmd@ o, e s tealthtasddNutrition (2018-2022)
Health Sector Performance Review Synthesis Report (April 2022)*

Namibia (2013) Demographic and Health Survey

Ministry of Health & Social Services HIS, 2011

Ending Preventable Maternal Mortality (EPMM)

Namibia National ART Guidelines 2019%

Family Planning Guideline®

National Guidelines for Antenatal Care for a Positive Pregnancy Experience (2020)%
National Development Plan 5 (2017 i 2022)

Health Strategic Framework (2017 i 2022)

The Country Cooperation Strategy (CCSIII)

Too T oo T oo To Joo To Joo To T To

2.2.2 National programme and serviceinitiatives

The MHSS-driven Maternal Newborn Health (MNH) programmehas the following
specific objectives, to:

» Strengthenutilisation of MNH policies, guidelines, protocols, and service
standards by all service providers.

» Provide skilled attendanceduring pregnancy,childbirth, and the postnatal
period at all levels of the health care system.

» Equip all health facilities with required equipment and supplies in accordance
with national health standards.
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» Strengthencommunityoriented IEC and BehaviouralChangeCommunication
(BCC) strategies.

» Strengthemonitoringandevaluationactivities at district and nationallevels.

» ImplementMaternaland NewbornQI of Care(MaNICare)

» AchieveEPMM milestones.

» Implement Every Newborn Action Plan (ENAP), Integrated Managementof
Neonatal and Child lllness (IMNCI), Kangaroo Mother Care (KMC).

» Strengthenthe role of community healthworkersin maternaland neonatal
health at community level.

2.2.3 Performance trends
A. Impact Indicators

i). Maternal Mortality Rates

TheNHPFandMHSS strategicplanidentified MNH asa public healthpriority. MMR

in Namibia has been on the decline over the last decade. According to comparative
MMR estimategseportedby MMEIG, WHO, UNICEF, UNFPA, World Bank,andthe UN
PopulationDivision for the period200G-2020,Namibiamodestlyreducedts maternal
mortality rateby 28% betweer2015and2020(299 per100,000LB in 2015to 215per
100,000 LB in 2020). While this is commendable, the rate of prograssli$icient to
propelNamibiato achieveSDG 3.1 by 2030atthecurrentmaternaimortality rateof 215

per 100,000LB (Figure7). Thec o u n tAmnyabRate of Reduction(ARR) of 7.93%
between 2010 and 2020 fell short of the estimated global ARIR.@26 for the same
period.lt is now estimatedhatto achievethe SDG globaltargetof 70 per100,000LB,
countries of the world (including Namibia) now need to achieve and sustain ARR of
11.6% until 2030.

FIGURE 7: Trends in maternal mortality estimates 2000-2023. (Source: MMEIG 2025)
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The confidential enquiry into maternal deaths, stillbirths and neonatal deaths fer 2018
2021 revealed that half of maternal deaths (51%, 75/145) were from direct causes, 38%
(55/145) from indirect causes and in 11% (16/145) the cause could not be lesthblis
Obstetric hemorrhage (19.3%, 28/145,), hypertensive disorders (12.4%, 18/145),
pregnancies with abortive outcome (9.6%,14/145), and pregmatatgd infections
(5.5%, 8/145,) were the leading causesof direct maternaldeathsin Namibia. Hepatitis

E (11.7%, 17/145,), cardiac disease (8.2%,12/145,) TB and other maternal infections (each
7.5%,11/145)were the most commonindirect causesof maternalmortality.

Based on this review, the Maternal and Peri/Neonatal, Still Births Death Review
Committeeconcludedhat57%(82) of thecasesverepreventableandanindicationof
poorquality of care.Improvementsn the quality of caremay haveeffecteda different
outcome, and is essential for preventing these deaths in the future.

2.2.4 Servicecoverageand quality indicators

1) Antenatal care

In Namibia,ANC servicesarereadilyavailable andfreeof chargan all healthfacilities

across the country. Over the past decade, Namibia has adopted the principles of the
Focused Antenatal Care (FANC) model. The FANC approach suggests at least four ANC
visits, and has been widely embraced by other- lamd middleincome countries.
However, only 64% of pregnant women globally had the recommended minfouwrm
visitsduring2007 2014 .Evidencaduringthelastfew yearsshowshattheFANC model

is associated with more perinatal deaths (stillbirths) than ANC models that comprise at
least eight contacts between the pregnant woman and the healthcare provider.
Furthermoreywomenwerealsonotsatisfiedwith thequality of antenatatare theywere
receiving during their focused ANC visits. Basedon WHO recommendations on
antenatal caréor a positive pregnancy experience, ANC models with a minimum of
eight contacts are now recommended to reduce perinatal mortality and improve
womenos experience of car e. FANC i s n o

In this regard, consistent with the latest global evidence and WHO recommendations,
Namibia has adopted the standard ANC model with eight contacts and developed the
NationalGuidelinesfor a PositivePregnancyExperience2020to guidehealthworkers

in the provision of integrated ANC services to all pregnant women and adolescent girls,
for the delivery of evidenebased interventions to improve maternal, foetal and
neonatal health and survival. The new ANC model aims to ensure equitabletaccess
and appopriate utilisation of quality ANC services provided by appropriately skilled
healthcarevorkersto enablethe clientto achievea positivepregnancyexperienceand
outcomeFigure8 depictsN a mi bperfrénancen termsof ANC contactdor 2020

2024.

19



20

FIGURE 8: Antenatal care contacts performance 2020 - 2024 (Source: DHIS data)
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The data shows an increase in the number of pregnant women with three (3) or more
contacts, from 64% of total women at delivery in 2020, up to 70.7% in 2024. This is
partly attributed to the COVIEL9 pandemic response which had direct implications on
implementation of outreach services, especially the far and remote areas. This
performance is below the 80% target set in the 2 RMNCAH&N strategy. There

is a need for a more targeted approach aimed at increasing ANC coverage including
community mobilisdon and sensitisation on the importance of ANC services.

TheGovernmenadvocatesor all pregnantvomento acces®ANC, andmoresoduring
the 1st trimester or as soon as pregnancy st abl i s hed. Thi s de mo |
commitment to improve maternal, foetal and neonatal health and suiivacbrs such

as the negative attitude of healthcare workers, long distances to and from health
facilities, lack of transport money to travel to and from the health facilities, lack of
knowledge regarding ANC, attitude towards pregnancy and others, ward &=u
hindrances to the utilisation of ANC services and contributed to low uptake of ANC
care. These findings imply the need to devise apprapimerventions for increased
ANC uptake in the country.

i) Childbirth

The time of birth is critical to the survival of women and their babies, as the risk of
morbidity and mortality increases considerably if complications arise. In line with the
targets of SDG 3 to ensure healthy lives and promotelvedatig for all at all ges,and

the new Global Strategyfor Wo me n@hsi, | dancAndbosl e sHeelth (REL®
2030),globalagendasreexpandingheir focusto ensureghatwomenandtheir babies

not only survivelabourcomplicationdgf theyoccur,but alsothrive andreachtheir full
potential for health and life.

In 2018, WHO releasedecommendationfor intrapartumcarefor a positivechildbirth
experience. This recommendation promotes the delivery of a package of labor an
childbirth interventionsthat is critical to ensuringthat giving birth is not only safe
butalsoa positiveexperiencdor womenandtheir families. It highlightshow woman
centredcarecanoptimisethe quality of labourandchildbirth througha holistic, human
rights-based approach. By outlining a new model of intrapartum care that is adaptable

RCAH&N STRATEGY 2025/2026 - 2029/2030
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to individual country contexts, the guideline enables substantialtessigs through
reduction in unnecessary interventions during labour and childbirth. Namibia has
adaptedheserecommendationt® local contextanddevelopedheNationalGuidelines

for IntrapartumCarefor a positivechildbirth experienceTheimplementatiorof these
guidelines is in progress.

Cover age of Skill ed Bi rth Attendant s (s
quality of care received during delivery, and birth outcomes for the mother and the
newborn.Ensuringthat all births are assistedby skilled health personnelis critical

for reducing maternal and newborn deaths. Therefore, a trained health worker with
midwifery skills (SBA) is recommendedbr all deliveries.SBA coveragesstimatesan

increase from 92% in 2015 to 95% in 2020 (MEIG Namibia profile, 2022).

Namibia has adopted a health facility childbirth policy. Health facility childbirths
provideaccesdo SBAswho monitorthe healthof motherandbabyduringlabourand
delivery,andcanintervenequickly if any complicationsarise.This cangreatlyreduce

the risk of maternal and neonatal mortality and morbidity, as it creates opportunities for
postpartum care, support for breastfeeding, improved outcomes, and access to
emergencybstetriccare.Thenumberof total deliveriesversusshe numberof deliveries

which occurred in health facilities remain relatively proportionate, ranging between
94% and96% (Figure9). To addressomeof the geographicathallengesn accessing
maternal health services and improve access to skilled care and facility deliveries,
several maternity waiting homes were constructed in selected regions of the country
during the reporting period.

FIGURE 9: Health facility deliveries rate (Source: DHIS)
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Namibia has adopted a health facility childbirth policy. Health facitityidbirths
provide access to SBAs who monitor the health of mother and baby during labor and
delivery,andcanintervenequickly if anycomplicationsarise.This cangreatlyreduce

the risk of maternal and neonatal mortality and morbidity, as it creates opportunities for
postpartum care, support for breastfeeding, improved outcomes, and access to
emergencybstetriccare.The numberof total deliveriesversushe numberof deliveries

which occurred in health facilities remain relatively proportionate, ranging between
94% and96%.In aneffort to addressomeof thegeographicathallengesn accessing
maternal health services and improve access to skilled care and facilitgrigelj
several maternity waiting homes were constructed in selected regions of the country
during the reporting period.

iii) Postnatal Care

The postnatal period, defined here as the period beginning immediately after the birth
of the baby and extending up to six weeks (42 days), is a critical time for women,
newborns, partners, parents, caregivers, and families. Yet, during this period, the
burden of maternal and neonatal mortality and morbidity remains unacceptably high,
and opportunities to increase maternal vibeling and to support nurturing newborn
care have not been fully utilised. PNC care services are a fundamental component of
the coninuum of maternal, newborn and childcare, and key to achieving the SDGs on
reproductive maternalandchild health,includingtargetsto reducematernalmortality

ratios and end preventable deaths of newborns.

In this regard, WHO released recommendations on maternal and newborn care for
positive postnatal experience with the aim to improve the quality of essential, routine
postnatal care for women and newborns, #mlultimate goal of improving maternal
andnewbornhealthandwell-being.WHO recognizesaad p o s postriatakex per i ence 06
as a significant endpoint for all women giving birth and their newborns, establishing

the platform for improved short and long-term health and well-being.

Postnatal care services aagailable across Namibia, and mostly provided at PHC
clinics and health centers.However,N a mi bRNE& 6esviceis currently basedon

the old WHO model, which recommends PNC within 6 hours, 6 days and 6 weeks aftery
birth. The country is about to move to the new model, which specifies two full
assessments on the first day, followed by three additional visitsday 3 (within 48

72 haurs), between days 7 and 14, and 6 weeks after birth, in line with the WHO
positive postnatal experience recommendatiorguréi 10 represents the trends in PNC
coverage services.

While the targetsetfor this performancandicatorwas90%, PNC attendancevithin

2 days postlelivery was recorded at its lowest in 2020 (66%), higheg023 (84%),
and dropped to 79% 2024. To achieve the 90%rget, there is need for strengthening
PNC service delivery to facilitate early recognition of complicationsand prompt
actions, and referral and management for improved maternal and nenratahes.

NATIONAL RMNCAH&N STRATEGY 2025/2026 - 2029/20
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FIGURE 10: Maternal postnatal care coverage (Source: DHIS II)
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iv) Emergency Obstetric and Newborn Care Processindicators

A nationalEmergencyObstetricandNewbornCare(EmONC)assessmentascarried

out in 2016 to determine the capacity of public sebealth facilities in Namibia in
termsof EmergencyObstetricsandNewbornCare(EmONC) SighalFunctions(SF) #°

These are interventions targeted to reduce maternal and newborn mortality and
morbidity from seven leading direct obstetric complications. Key findings from the
EmONC assessment were as follows:

i. Only 5% (six) of the 123 health facilities could perform all the expected EmONC
SF.

ii. All hospitals are designated to provide Comprehensimergency Obstetric and
Newborn Care (CEmMONC) functions. However,only 17% (six) of hospitals
provided all nine CEmMONC functions, none of the 78 health centres and clinics
(although designated to provide Basic EmMONC (BEmONC) provided all the
BEMONCSF.

iii. Manualremovalof placentayemovalof retainedproductsandAssistedvaginal
Delivery (AVD) were the least performed SFs in hospital, health centres and
clinics. The number of functional BEmMONC facilities was at O in 2016 while a
slightincreasevasnotablein the numberof facilities with functional CEmONC
from 5 in 2016 to 6 in 2021.

A more up to date EmMONC assessment needs to be conducted to facilitate momaitaring
programming, as well as a folleuwp (2nd) EmONC assessment to obtain realestid real
time progresson the implementationof this interventionin the country.
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2.3 Neonatal Health
2.3.1Policy documentsand guidelines

The key policy document and guidelines relating to newborn care and neonatal health
in Namibia include the following:

TABLE 3: Key policy documents and guidelines relating to neonatal and newborn health

NEONATAL AND NEWBORN HEALTH

National Roadmap for Elimination of Mother-to-Child Transmission of HIV and Congenital Syphilis (2020-
2024)%

Namibia National Health Policy Framework 2010-2020

Namibia Child Survival Strategy (2014-2018)*

Plan for Elimination of New Paediatric HIV Infections and Keeping Mothers Alive 2011/12-2015/16%
Every Newborn Action Plan (2014-2018)*

National Policy on Sexual, Reproductive and Child Health (2013)%

National Guidelines on Infant and Young Child Feeding*

National Policy on Infant and Young Child Feeding*’

Baby Friendly Hospital Initiative (2022)

Expanded Programme on Immunisation Strategy (2018-2022)*

National Guidelines for Antenatal Care for a Positive Pregnancy Experience (2020)*

o o To To T o To To o To  To

2.3.2 National programme and serviceinitiatives

In responséothed ¢ hsi ul rdv égalt@attionforumheldatGeorgetowrJniversityin
WashingtonpPC in 2012, MHSSwith the collaborationof UNICEF andWHO developed

and implemented a child survival strategy to reduce child mortality to below 20/1000
live births by 2035. The Every Newborn Action Plan (ENAP) roadmap for action, charts
the path towards ending preventable newborn mortality, reducing disability and ending&
preventable stillbirths. ENAP was prepared in response to country demand, based of!
the most recent evidence on dadfective clinical interventions and lessons from
courtries in which the rates of newborn mortality and stillbirth have been reduced, and .
newborn health outcomes improved. Meeting the recommendations in the plan will also§

202920

support attai nment of t he GIobAadIoISétsrcaetn%gs

Health,UHC for all andthe SDGs.Namibiais oneof the93 countries implementing the
recommendations of ENAP and monitoring their progress.

NATIONAL RMNCAH&N STRATEGY 202
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2.2.3PerformanceTrends
A. Impact Indicators

1) Stillbirth Rate

Stillbirth refers to babies born with no signs of life at or after 28 weeks of pregnancy.
Stillbirths and neonatal deaths continue to account for most deaths among women,
children and adolescents, but at the same time rettev@®west investment along the
continuumof care.Stillbirth rateswererecordedat17/1000total birthsin 2021.Almost

all intrapartum stillbirths are preventable with the provision of quality care during
childbirth. Many antepartum stillbirths can be prevented through high quality ANC. By
2030, all countries are expected to have reached the target of 12 or lbssmeéaaths

per 1000 live births, and continueto reducedeath and disability, ensuring that no
newborn is left behind. The confidential enquiry into maternal, stillbirths and newborn
mortality revealedhatthe maincause®f stillbirthsweresepsisbirth trauma, placental
insufficiency,anomaliescord prolapse andintrauterineasphyxia.However, caution
should be exercised in the interpretation of these findings, as a large pafrdeaths

were classifiedasd u n k n dNenetlbelessthis providesan overview of the current
situation in Namibia in terms of reporting, collecting and aggregating data, reviewing
stillbirths and neonatal deaths and classifying them accordingly. This also provides an
opportunity in gauging how and where improvements to data collecéiorbe made
during subsequent review periods.

i) Neonatal Mortality Rate

Neonatal deaths refer to deaths within the first 28 days of life. The Maternal Perinatal
and Neonatal Deaths Review (MPNDR) 2e2@1 identified the following common
specific causes of neonatal mortality in Namibia: birth asphyxia, neonatal sepsis,
meconium aspiration, respiratory distress, prematurity, and congenital abnormality.

i) Trendsin NeonatalMortality Rates

Tr ends i n Nami bi ads Neonat al Mor t HLI i tvy
Preventingneonatalmortality is a crucial public health goal and severalstrategies

can help reduce the risk of these deaths: adequate prenatal care, management of pre
existing medical conditions, lifestyle changes i.e., smoking, drinking alcohol, or using
drugs during pregnancy, early detection and treatment of complica®ngell as
access to higlquality obstetric care. Namibia has witnessed a steady decelerated
reduction in neonatal mortality. In 1990, NMR was recorded at 29 per 1000 LB and
deaeased to 16 in 2004, followed by a continual rise to 28 in 2018, and a subsequent
steadydeclineto 24 in 2024.Thisfigure howeverepresentenly a minimal reduction,
atarateof 1.2%onaverageopveraperiodof 30years Accordingto theUnitedNations
InterrAgency Group on Childhood Mortality Estimation (UNIGME) NMR in Namibia is

at 24 in 2025.

To accelerate reduction in NMR, and to reach the ENAP target of 12 or less newborn deaths
per 1000 live births, the following four indicatorshave beenformulated:

i. four ormoreANC contacts,

ii. birthsattendedoy skilled healthpersonnel,
iii. PNCwithin 2days,and

iv. carefor bothsmallandsick newborns.
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By 2030, UNICEF and WHO expect all countries to have reduced neonatalashelath
disability, ensuring that no newborn is left behind, and substantial progress is made
towards improving newborn health and survival.

FIGURE 11: Trends in neonatal mortality rates, 1990-2023 (United Nations Inter-agency Group for Child
Mortality estimation report, 2025)

Neonatal mortality rate: Probability of dying between birth and exactly 28 days of age, expressed per 1,000
live births.
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2.4 Child Health
2.4.1 Policy documentsand guidelines

Thekey policy documentndguidelinesrelatingto child healthin Namibiainclude:

TABLE 4: Key policy documents and guidelines relating to child health

CHILD HEALTH

Namibia National Health Policy Framework 2010-2020

Health Sector Strategic Plan (2014 i 2018)

National Policy on Sexual, Reproductive and Child Health (2013)

Namibia Child Survival Strategy (2014-2018) (aligned to NDP4)

Malaria Strategic Plan (2010-2016)%

National Malaria Vector Control Guidelines (2014)%

National Guidelines on Infant and Young Child Feeding (May 2011)

National Policy on Infant and Young Child Feeding

Strategic Plan for Nutrition (2011-2015)%

Namibia Strategic Plan for Expanded Programme on Immunisation (2018 - 2022)
National Guideline for the Prevention of Mother-to-Child Transmission of HIV (2017)%

Too To To T o T o T o To o
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2.4.2 National Programme and Servicelnitiatives

A Child Survival Strategy (2014): To contribute to the accelerated reduction of U5
morbidity and mortality to reduce the U5 mortality rate to 24 by 2018, and below 20
per 1000 live births by 2035.

A EPI Strategy (2018): To acceleratéhe reductionof vaccinepreventablanorbidity
and mortality in children under 5 years old, towards achievement of Millennium
Development Goal (MDG) 4 and beyond.

A Sexual Reproductive Health Policy (2013)To enhance the attainment of the
highest possible standard of sexual reproductive health, child health and nutrition
for the Namibian populationthrough provision of equitable,accessible, and
affordable health and nutrition information and services.

2.4.3 Performance Trends
A. Impact Indicator

1). Childhood mortality: Infant and under-five mortality rate

Infant mortality rate (IMR) relatesto the probability of dying betweerbirth andthe

first birthday, while child mortality rate (CMR) relates to the probability of dying
betweerthefirst andthefifth birthday,andunderfive mortality rate(USMR) relates

to the probability of dying between birth and the fifth birthday. To reduce child
mortality, variousinterventionsaarebeingimplementedatdifferentlevels,including
healthcare systems, communigised approaches, and individual practices. Namibia
hasadoptedhelntegratedManagemendf NeonatabndChildhoodlliness(IMNCI)
approach with the focus on the following steps:

i. assessmerandclassificationof the sick child,
ii. treatingthechild,

iii. follow-up, and

iv. counsellingthe mother.

The implementation of this approach is widely scaled up to cover all health facilities in
thecountry.Overthe past30 years,notableprogressvasachievedn the prevention of
childhood illnesses and management of child health. Figure 12 illustrates infant
mortality ratetrends.Accordingto UNICEF, IMR in Namibiadecreaseffom 56/1000

in 1990to 38/1000in 2023%* This performancesignifiesanannualdecreaseateof less

than 1%. The SDG targets for U5 mortality are set at 25 deaths per 1000 live births.
Nami bi ads Uusb mortality i s at 41 and t her
achieve the 2030 targets (Figure 13).
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FIGURE 12: Infant mortality (UNICEF Mortality Estimate, 2023)

Infant mortality rate: Probability of dying between birth and exactly 1 year of age, expressed per 1,000 live births.
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FIGURE 13: Under-5 mortality rates

Under-five mortality rate: Probability of dying between birth and exactly 5 years of age, expressed per 1,000 live births.

90

0€0¢/620¢ - 920¢/520C ADF1LVHLS N¥HVONINY TVNOILVYN

30

P14V

ceoe

120C

0coc

6102

810C

L102

910C

ST0C

102

€10T

(444

1100

010z

6002

800C

£002

900C

S002

v00T

€00C

200T

T00C

000z

6661

8661

L661

9661

S661

V66T

£661

2661

1661

0661

28



NATIONAL RMNCAH&N STRATEGY 2025/2026 - 2029/2030

B. Coveragelndicators

1) Childhood immunisation services

Childhood immunisation coverage refers to the percentage of children in a given
populationwho havereceivedherecommendegaccinesaccordingo theirage WHO
recommends a series of vaccines for children to protect them from a range ofvaccine
preventable diseases such as Measles, Polio, Hepatitis B, and others. Childhood
immunisationcoveragdas animportantindicatorof the overallhealthof a community,

as it can help to prevent the spread of infectious diseases and reduce morbidity and
mortality rates in children. High coverage rates can also contribute to herd immunity,
which meanghateventhosewho arenot vaccinatedareprotectedoecausehe disease

is less likely to circulate in the community.

The recommended vaccines and their schedules in Namibia are consistent with WHO
recommendations, which suggests that children receive the following vaccines:

BCG vaccine(againstlTuberculosis),

HepatitisB vaccine,

Polio vaccineat birth and Penta(DPT-HepB-Hibl)) vaccine

MeaslesRubella (MMR)

Rotavirus,PneumococcalPCV)

Oral Polio Vaccine(OPV)

Inactivated Polio Vaccine (IPV) vaccines for surviving infants fromnseeks
after birth.

o o o o o o o

Other vaccines that may be available include Tetanus and Diphtheria (Td) for women
of reproductiveage,andDiphtheriaandTetanugDT) asa boosterdoseatfive andten

years of age. The Influenza vaccine has been available in private health facilities. The
Ministry is introducing the HPV vaccine in the public sector, starting with gidg 9
years old.

According to WHO, high immunisation coverage is achieved when at least 90% of
children receive the recommended vaccines. However, the actual coverage rates may
vary depending on factors such as access to healthcare, parental attitudes towards
vaccination, and cultural beliefs. It is important for healthcare providers and
policymakers to work towards improving childhood immunisation coverage rates to
protect the health and weédkeing of children and communities.

A comparison of childhood immunisation indicators (Figure 14) shows an overall
decrease in uptake of Perdtitom 100% in 2020, to a little under 80% in 2024. Measles
Rubella 2 is still under 70% below the 90% target. This can be attributed to challenges
related to geographical distribution of the population, including distance and physical
terrains.
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FIGURE 14: Comparison of childhood immunisation indicators (source: WHO GHO and RHIS) and
administrative coverage of the same period
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i) Prevention and managementof common childhood ilinesses
Childhood illnesses are a common concern for parents and caregivers worldwide.
Children are particularly susceptible to various illnesses due to their developing
immunesystemsandfrequentexposurdo pathogenin theirenvironmentChildren

from lower income households remain at higher risk of childhood morbidities and
mortalities due to water, sanitation and hygiene (WASH) conditions, diarrheal
diseases and malnutrition. However, with the right preventive measures and effective
managemerdtrategiestheimpactof theseallnessesanbeminimised,ensuringhe
well-being and health of children.

Prevention plays a crucial role in reducing the incidence and seveggnohon
childhood illnesses. It involves adopting practices that promote a safe and health
environment, immunisations to protect against vacpmwentable diseases, and
educatingparentsandcaregiversaboutproperhygieneandsanitationpractices By
implementing preventive measures, the risk of children falling ill can be significantly
reducedcandafoundationestablishedor theiroverallhealthanddevelopment.

2029/2030

<

RgTEGY 2025/2026

The prevention and case management of childhood illnesses programme focuses
diseasesuchasMalaria,Pneumonial B, anddiarrhoeamalnutrition,comprehensive
care of children infected with, or exposed to, HIV, including infant HIV testiggrly
Infant Diagnosis), and provision of antiretrovirals, prevention and response to child
maltreatment, and prevention of harmful practices and care for children with
developmentatielays.includingtreatmentandrehabilitationof childrenwith congenital
abnormalities and disabilities. With regards to Malaria, data related to the proportion
of children who slept under any net for malaria prevention, either an Insecticide
Treated\et(ITN) oralLong-LastinglnsecticidalNet(LLIN), wasnotavailableduring
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the review process. This will be collected through the appropriate mechanisms during
the implementation of the 2025/262029/30 RMNCAH&N strategy.

The process of prevention and management of childhood illness entails assessment and
classificationof the sick child, treatment,provision of appropriatefollow-up, and
counselling for parents or caregivers, in accordance with local and international
guidelinessuchasIMNCI guidelinesandWHO hospitalcarefor childrenpocketbook.

Data related to the following coverage indicators: i. the proportion of children with
diarrhoea who received oral rehydration therapy, ii. the proportion of U5 chiwdithn
fever who took any antimalarial for fever, or those who took artemisiaged
combinationtherapy iv. theproportionof U5 childrenwith suspecte@dcuterespiratory
infection who received appropriate antibiotics, and v. the rate ofsesaleng for U5s

with acute respiratory infection is best collected through the periodic patient care
auditing process, and should be linked to the quality improvemensy&bm. The QI
processassistswith identification of poor performance seekspossiblecontribuing
factors to the poor performance, and uses available data to improve performance.

2.5 Adolescent Health

Adolescents constitute the segment of a population agé® years of age. The SADC
SRHR Strategy 2019030 supports member states pyoviding a policy and
programming framework that improves SRHR of all people living in SADC, and
contributes towards Member States meeting the SDGs and related commftments.

Someof thesecommitmentsare:

a. ensurethat adolescentsand young people both in and out of school have
access to good quality, comprehensive,-aggropriate, scientifically accurate
life skills-based Comprehensive Sexuality Education (CSR)th linkages to
youth-friendly SRH services,

b. Advancingthe SRHRof adolescentthroughensuringaccesdo quality, people
centred SRHR services and build the capacity of healthcare workers to deliver
these services;

c. Protecting adolescents from child marriage through limiting the age of consent
to marriage to 18 years, and

d. Reducing the criminalisation of adolescents engaging in consensual sexual
relations.

Substanceiseis ofteninitiatedin adolescencandadolescentarethereforemoreprone

to substance abuse and associated health conditions. Prolonged heavy use of drugs
and/or alcohol may result in an array of serious health conditions. Thus, addressing
Substance Use Disorders (SUDs) from a life stage perspective, with assessment and
treatmentipproachesicorporatingco-occurringdisorderds necessaryo successfully

i mpact t he adol eescent 6s over all heal t h.

Adolescents are also at a higher risk of motor vehicle accidents due to their relative
inexperience, impulsive behaviour, and tendency to take risks. Preventing adolescent
motor vehicle accidents involves a combination of educational, behavioural, and
regdatory interventions.
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Additionally, high exposure to violence tends to be associated with high levels of
emotional disordersin adolescentssuggestingan urgent need for interventions

to reduce exposure to violence in young people. National programme and service
initiatives should consider integrating these approaches in adolescent health service
delivery packages.

In Namibia, as in other countries, adolescents become sexually active at a very young
age, with limited protection against Sexually Transmitted Infections (STIs), including
HIV and unwanted pregnhancies. Despite this known sexual activity, adolescents still
facesignificantbarriersto accessindgRH services According tothe NationalAdolescent
Friendly Health Services Standards (NSAFHS) of 2024, cultural norms, balidfs
practices, and health facility operating hours, coupled with the unwelcoming attitudes
of health service providers, lack of confidentiality and no privacy at health facilities,
often discourages adolescents from accessing needed sétvices.

Namibia has raffirmed the East and South Africa (ESA) commitment and will

conti nue wi t h t he i mpl ement atdasedHIVarnd CSE,

Heal t h E>dEmbeaded vatiminbthe ESA commitment is the scorecard on SRH
which aims to hold SADC Member Statesaccountableby tracking the progressof

the targets of the SADC SRHR strategy and the SDGs. Member states report on their
progress every two years. To achieve this vision SADC Member States will fast track
the following outcomes:

» Reductionin theratesof teenaggregnancies.

» Creationof anenablingenvironmentor adolescentandyoungpeopleto make
healthysexualandreproductivechoicesthatenhanceheir lives andwell-being.

» Ensureuniversalaccesdo integratedcomprehensiv&RH servicesparticularly
for young people, women and key, and other vulnerable populations, including
in humanitarian settings.

» Elimination of sexual and gendbased violence and other harmful practices,
especially against women and gffis.

2.5.1.Policy documentsand guidelines

The key policy documents and guidelines relating to adolescent health in Namibia
include the following:

TABLE 5: Key policy documents and guidelines relating to adolescent health

ADOLESCENT HEALTH

Namibia National Health Policy Framework 2010-2020

Health Sector Strategic Plan (2014 i 2018)

SADC SRHR Strategy (2019-2030)

National Policy on Sexual Reproductive and Child Health (2013)
National Standards for Adolescent Friendly Health Services (2011)
National School Health Policy (2008)

National Youth Policy (2018)%

Eastern and Southern Africa Score Card (2019-2030)

ESA Commitments (2022-2030)%

Minimum Initial Service Package®

National Guidelines on Family Planning (2019)

T To T T T o To To I T To
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2.5.2 National programme and servicenitiatives

A UNAM-led assessmenf the utilisation of AdolescentFriendly Health Servicesin
the Otjozondjupa region of Namibia revealed the following:

i. poorserviceutilisationby adolescengirls,

ii. poorcondom usemong thesexually activestudyparticipants,

ii. non-participationof adolescengirls in healthcarecommitteesand

iv. lack of participation in development and distribution of IEC materials amongst
adolescents.

Some of the key recommended strategies to accelerate active participation of
adolescents theimplementatiorof the AFHS standardsparticularlyin Otjozondjupa
regionandNamibiaatlarge,is theuseof innovativechanneldor thedeliveryof IEC

health messaging targeted at adolescents such as the introduction of online health
informationservicesandharnessingf socialnetworkingsystemso effectively reach
adolescent audiences.

2.5.3Performancetrends
A. Impact Indicator

Namibiahasratifiedthe SADC SRHRStrategyandis committedto its strategicoutcomes,

which include the reduction of unplanned pregnancies and unsafe abortion; reduction
of teenage pregnancies; universal access to integrated, comprehensive SRH services,
particularly for young people, women, and key and other vulnerable populations,
including in humanitarian settings, ensuring SDGs 3.7 and 5.6, amongst others.
Moreover, in 2021the Ministers of Education, Health, Gender, and Youth, together
with senior government officials recommitted themselves to step up efforts to ensure
adol es c eonutnsgd paenodp lye 6 s access t-faendy SBHi g u g
services in the ESA region, and to work in partnership with young people, parents, civil
society, and community and religious leaders to achieve the goals set out in the 2013
ESA Commitment.

While datarelatedto mortality ratefor adolescents Namibiais unavailableaccording

to estimateslevelopedyy the 2022UN IGME reportfor Sub-Saharamfrica, asteady
reduction in the adolescent mortality rate was noted from 1990 to 2021, from 12 per
1,000 to 6/1,000 amongst the age groupl¥) and from 18/1000 (1990) to 10/1000
(2021) for the age group 1L59. This translates into an annual reduction rate 2.1
(10-14) and 1.9 % (1-89) respectively for that period. Nearly 3.8 million adolescent
deaths occur globally among adolescents agaedlQ@/ears, and a combined 71% of
these in sutsaharan Africa (9.4 million, 50%) and Southern Asia (4.0 million, 219%b).
Thelowestadolescentortality wasrecordedn AustraliaandNew Zealandat 0% (10-

14) and 2% (1819), at an ARR of 2.8% and 2.4% respectively.

Strengtheningefforts to reduceadolescenmortality ratesrequirescollaboration with
multiple stakeholders and a comprehensive approach that addresses various factors
contributing to mortality. This includes improved access to quality healthcare,
promotionof SRHeducationhealthylifestyles,physicalactivity, andpropernutrition
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initiatives, discouragingobaccoandalcoholuse,andproviding mentalhealthsupport,

reducing injuries and accidents, empowering and educating adolescents, and skKkill

development, as well as strengthening data collection and monitoring.

Figuresl5aandl15bshowschooldropoutby regions,andreasorduring2024.Overall,

regions with the highest school dropouts were Ohangwena (1,741) followed by Kavango

East(1,562),andKunene(1,383).Similarly, schooldropoutsassociateavith pregnancy

were the highest in these same regions. Conversely, //Kharas (310), Oshana (375) and

Erongo (484) had the least school dropouts. Main reasons cited for dropouts include

early marriage, followed by pregnanosiated and distance.

FIGURE 15a: School dropout by region (Source: EMIS, 2024)
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FIGURE 15B: School dropout by reason (Source: EMIS, 2024)
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In addressinghe SRHneedsf adolescentseferences madeto the MHSSAdolescent

and Young People job aid, and the revised Family Planning guidelines and related
protocols,to includelong-term actingreversiblecontraceptivesnethods.Therevision

of the School Health Policy and a multisectoral approach to reduce adolescent pregnancy
is a crucial initiative for consideration.

B. Coveragelndicators

Accordingto the2014MHSSjoint review,AFHS werebeingimplementedn 19 outof 34
healthdistrictsin thecountry. TheNamibiaPlanned?arenthoodssociation(NAPPA)
hastrainedapproximatelyl,366HealthExtensionwWorkers(HEW) from 25 districtsin

11 regionsin AFHS, while 72 officersfrom theHealth,EducatiorandGendeministries

have been trained on school health. Recent data related to the current status of AFHS,
as well as the number of personnel who are trained in AFHS in the country was not
confirmedduringthisreviewprocessPost2014review,MoHSS, in collaborationwith
UNFPAandWHO, introducedandsupportedhedeliveryof integratechealthservices.

The trained healthcare workers has increased over the daoadding through the

roll out of the Adolescent Job Aid

The Minimum Initial Service Package (MISP) for SRH in Crisis Situations was introduced
- a series of crucial, lifesaving activities to respond to the SRH needs of affected
populations at the onset of a humanitarian crisis. Other coverage indicators and
initiatives for monitoring during the 2025 - 2030 RMNCAH&N strategyinclude the
following:

» Adolescencgob aid trainingswererolled outin all theregions.

» Revisionof the SchoolHealthPolicy wasfinalised.

» Revivalof schoolhealthtaskforcesin all regionswascompleted.

» Namibia has re-affirmed the ESA commitmentand will continue with the
implementation of CSE (Skilbased HIV & Health Education in Namibia)

» Substancebuseprogrammesrein place.

» Suicidepreventionprogrammesvereinstituted.

» RoadSafetyandaccidentawarenesgiitiativeshavebeenintroduced.

2.6 Sexual and Reproductive Health
2.6.1 Policy documentsand guidelines

The Government developed a National Policy on Sexual, Reproductive and Child Health
(2012)to guideMHSS, partnersaandstakeholderg healthanddevelopmentto deliver
quality sexual, reproductive, child health and nutrition services to the Namibian
population.Recognisingthat SRH is a fundamentahumanright as enshrinedin the
constitution of the country, GRN is committed to the assurance of quality SRH among
the population,which contributes to improved quality of life, and is key to seocio
economic deelopment of the nation. The strategic assessment on unintended
pregnancies;ontraceptiorandunsafeabortionwasdevelopedo facilitatea situational
analysis around this area. The findings from this assessment will inform the revision of
official SRH policies.

Underpinning the national SRH policy is the SADC SRHR strategy which advocates for
improved SRHR services to reduce morbidity and mortality, unlock human development
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potential, and meet the SDGs and the targets of the AU Maputo Plan of Action22306

in the SADC region. The vision of this strategyis to ensurethat all peoplein SADC

enjoy a healthy sexual and reproductive life, have sustainable access, coverage, and quality
SRHR services, information and education, and are able to fully realise and e’ezugise

SRH rights, as integral to sustainablehumandevelopment.

OtherSRHrelatedpolicy documentandguidelinesincludethefollowing:

TABLE 6: Key policy documents and guidelines relating to SRH

SRH

Namibia National Health Policy Framework (2010-2020)

Health Sector Strategic Plan (2014 i 2018)

Family Planning Guidelines and Related Protocols to include LARC Methods (2019)

National Cervical Cancer Prevention Guidelines®

Combination Prevention guidelines and a standard package for health services identified for target
population

National Essential Medicine List (NEMLIST)®

Standard Treatment Guidelines®

SADC-SRHR-Strategy (2019-2030)

ESA Strategy

o To o o To To To o I

2.6.2 National programme and serviceinitiatives

Theservices covered under the SRH agenda in Namibia include the following issues:
family planning; sexually transmitted infections; cervical cancer prevention and
control; and sexual and gendmaised violence. Below are some of the programmes and
initiatives supporting these thematic areas:

» Strategicassessmendn unintendedpregnanciescontraceptionand unsafe
abortion resumed background paper developed.

» Menstrualhealth and hygiene study undertakenand key recommendations
identified.

» National Formative Study on Child Marriage undertaken, and key
recommendations presented to cabinet.

» Revisionof the SchoolHealthPolicy.

» Forecasting of family planning and maternal health commodities undertaken to
guide future procurement.

» Signed Ceoperation Agreement for Receipt and Use of Implanon/NXT (CARUI)
betweenthe MHSS and the manufacturerof implants.

» Minimum Initial Service Package (MISP) for Reproductive Health in Emergency
readinessaassessmerdand action plan.

» Developmentandsigning of the FP2030Commitmentfor Namibia.

2.6.3 Family planning programme performance

Family planning (FP) and accesscuntraceptives are crucial, both for individualsd
society. They are essential components of SRHR, and are critical for achieving
sustainable development and improving the Welhg of individuals, families, and
communities:improved health outcomes,empowermentof women, reduction of

: ¥ \
: B
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poverty,environmentasustainabilityandimprovedsocialandeconomiaevelopment.
Namibia has reduced the unmet family planning need from 12.3% in 2012 to ¥0.6%
2023, according to the FP203amily planning estimation tool. Injectables, male
condoms,and oral contraceptivesare the most commonmethod of contraceptiof?

in Namibia. lUDs and female condoms are the least utilised contraceptive methods.
Studiesare neededto determinethe acceptabilityand availability of thesemethods

in public health facilities. Figure 16 illustrates contraceptive use by type from 2020
2024. Namibia introduced implants in the public sector in 2018, with keen interest by
youngwomenandwomento accesshis method. The HIS systemneedso ensurethat
indicators of all modern contraceptive methods, e.g., implants are integratedtiwéhin
HIS system for proper monitoring and decision making.

FIGURE 16: Contraceptive use by type, 2020-2024 (Source: DHIS)
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2.6.4 Performancetrends: HIV and AIDS, PMTCT and other STls

i) HIV and AIDS PMTCT

Namibia is committed to control the HIV epidemic and eventually &lflxis-related
deaths by 2030. To realise efficient epidemic control, interventions include provision
of quality ART treatment care and support and HIV prevention services to all persons
in need, as stipulated in the National HIV policy of 2007, and iraboHation with
relevant stakeholders.

G R N deadershipand rapid adoptionof new internationalguidelinesand best practices

such as the elimination of HIV MTCT has also resulted in high HIV treatment and
Prevention of Motheto Child Transmission (PMTCT) coverage levels. PMTCT
programme data in Namibia suggests that close to 100% of pregnant women attending
ANC were tested for HIV, and about the same number were on ART.
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Despite this progress, over the course of FY19 a total of 1,138 women were newly
diagnosed HIVpositive, either late in pregnancy or at labour and delivery. Figure 18
indicates PMTCT/ANC/HIV treatment at between@®8%. Conversely, infants being
treated wih the paediatric antiretroviral Nevirapine (NVP), from birth t8 @eeks,
increasedrom 69%in 2020to 72%in 2024.Latediagnosiof HIV duringthe PMTCT
continuum places mothers at substantial increased risk of HIV MTCT (Figure 17).

FIGURE 17: Trends in HIV testing, PMTCT rate and PMTCT maternal coverage amongst pregnant women

receiving antenatal care 2020-2024 (Source: HIV programme data)
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i) Other SexuallyTransmitted Infections (STIs)
SexuallyTransmittednfections(STIs)areassociatewvith increasedHlV transmission,
infertility, andothersexualhealthcomplicationsSTlsarediseaseshataretransmitted
via sexual intercourse, especially unprotected oral, anal, and vaginal sex. STls are a
serious public health problem and can cause complications antelongequelae e.qg.,
infertility. They can be spread to sexual partners and increaseskhefriHlVV/ AIDS
transmission and acquisition. The syndromic management approach is used for th
treatment, care, and control of STIs in Namibia. Early case dmteatid effective
management of STls is crucial in controlling HIV infection. The strategic objective of
the programme is to reduce the incidence of STI cases and their related complication
throughimprovedSTI casemanagementapacitybuilding amonghealthcarevorkers,

and strengthened STI surveillance, monitoring, and evaluation.

30
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According to the 2021/2022 programme report, the prevalence of Ur&tseharge
Syndrome (UDS) was reported at 34%, Vaginal Discharge Syndrome (VDS) 30%, lower

abdomi nal Pain (LAP) 10 %, and Geni twad UIEcer
cn

reportedat 17% (Spectrum2022). According to the MHSS DHIS2 annual report of
2023/2024, the regions with the highest numbers of STIs were Khomas (22,740) foIIowed°5
by Ohangweng11,535),and Otjozondjupa(9,734).It is worth noting that UDS in men

is used as a proxy for measuring the impact of STI prevention and control programs
Namibia. STl control efforts at the national level are coordinated mainly at the
Directorate of Special Programs by the HIV/STI subdivision (Figure 18a).
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During the fiscal year 2023024, the five regions with the highest STI caaese
Khomas, Ohangwena, Zambezi, Otjozondjupa, and Oshana, while the least STI cases
were recorded in Omaheke, //Kharas and Kavango West regions (Figure 18b).

FIGURE 18A: Cases and rates of STI syndromes, 2020-2024 (Source: HIMS)
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FIGURE 18B: Total number of STI cases per region in 2024 (Source: HIMS)
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iii) Cervical CancerPerformanceTrends

Namibia has a population of 855,578 females, aged 15 years and older who are at risk
of developing cervical cancer. HPV infection is the leading cause of cervical cancer.
HPV is asexuallytransmittednfectionthatcancausechangesn thecells of thecervix

that can lead to cancer. Current estimates indicate that 375 women are diagnosed with
cervical cancer annually, and 214 die from the disease (Figures 19 and 20). Cervical
cancer ranks as the second most frequent cancer among women in Namibiag and th
second most frequent cancer among women between 15 and 44 years of age.

FIGURE 19: Cervical cancer incidence rate in 20 to 64 year age group (Source: Globocan, 2022)%

Age-Standardized Rate (World) per 100 000, Incidence, Females, age [20-64], in 2022

Cervix uteri
Population ASR (W) Population ASR (W)
Eswatini 148.5 Mauritania 37.5
Malawi 1155 Somalia 373
Zimbabwe 91.7 Ghana 363
Lesotho 90.8 Ethiopia 314
Zambia 90.1 Congo, Republic of 295
Uganda 79.0 South Sudan 87
Guinea 783 Rwanda 284
Mozambique 771 Sierra Leone 273
Comoros 700 Central African Republi. 26.9
Tanzania, United Republ. 69.5 Cape Verde 256
Mali 59.8 Sao Tome and Principe 255
The Republic of the Gam. 592 Togo 252
Burundi 57.7 Benin 235
Botswana 56.8 Nigeria 231
Madagascar 56.1 Djibouti 220
Liberia 549 Eritrea 216
South Africa 50.7 Burkina Faso 213
senegal 417 Mauritius 166
Kenya 457 Moracco 165
Guinea-Bissau 456 France, La Réunion 157
Namnibia 45 Niger 14.0
ASR (World) per 100 000 Equatorial Guinea 442 Libya 15
I 59.4-148.5 I Not applicable Gabon 35 Algeria 106
I 44.1-50.4 No data
[ 29.9-44.1 Angola 421 Sudan 97
21.8-29.9 Congo, Democratic Repub. 420 Tunisia 75
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The trend in cervical cancer in Namibia has been fluctuating over the past five years&
o

In 2015, 295 women were diagnosed with cervical cancer, increasing to 343 in 2016.2
A slight reduction was recorded in 2017 (321), and a significant further reduction to 9
121 wasnoticeabldn 2018.However,despiteimplementatiorof the NamibiaCervical
Cancer Screening and Treatment Programme in 2019, an alarming increaseasc354
were recorded(Figure 21). This could be due to lack of regularscreeningand early
detection. This trend needs further investigation and the strengthening of community
mobilisation, information, communication, and education programmes. There is a neecﬁ
for wide scaleup of visualinspectionwith aceticacid (VIA) programmesn high HIV
burden settings and hard to reach populations in all regions, to improve uptake an
timely management of cases.
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FIGURE 20: Cervical cancer mortality rate in 20 to 64 year age group (Source: Globocan, 2022)

Age-Standardized Rate (World) per 100 000, Mortality, Females, age [20-64], in 2022

Cervix uteri
ASR (W) Population

Eswatini 88.1 Mauritania 27
Malawi 82.9 Ethiopia 207
Zimbabwe 57.2 South Sudan 216
Lesotho 56.8 Central African Republi. 214
Mozambique 56.1 Ghana 201
Uganda 54.8 Gabon 198
Zambia 54.5 Rwanda 190
Guinea 492 Burkina Faso 172
Comoros 426 Sierra Leone 16.9
Burundi 423 Congo, Republic of 167
Tanzania, United Republ. 392 a0 Tome and Principe 160
The Republic of the Gam. 362 Togo 158
Madagascar 353 Benin 157
Liberia 346 Djibouti 157
Mali 335 Eritrea 150
Guinea-Bissau 207 Cape Verde 138
Chad 294 Nigeria 104
Senegal 292 Niger 100
Botswana 201 Moracco 80
Equatorial Guinea 287 France, La Réunion 7.0
Somalia 283 Libya 65

ASR (World) per 100 000 Kenya 278 Mauritius 57

I 37.4-88.1 N Not applicable Congo, Democratic Repub. 277 Algeria 53

I 27.5-37.4 No data

N 203278 Cameroon 272 Sudan 52

14.5-20.3 South Africa 254 Tunisia 33
14188 Angola 247 Egypt 14

Céte d'Ivoire. 243
Namibia 229
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FIGURE 21: Trend in cervical cancer cases, 2014-2020 (Source: Cancer Association of Namibia data,
2020)
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Cervical cancer can however be prevented through primary HPV vaccination, secondary
cervical cancer screening, treatment of precancerous lesions, and tertiary prevention
through early detection and management. HPV vaccination, which is ideally given to
girls aged 913 years in resourd@mited settings, and for both girls and boys where
resources permit, works as a prophylactic vaccine by boosting the immune system to
better fight and clear HPV virus from the body at later exposure.
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The goal of cervical cancer screening is to identify women who are at risk of developing
cervical cancerand to provide them with appropriateinterventionsto preventthe
disease. There are several methods for cervical cancer screening including a PAP smear,
HPV DNA testing,andVIA orL u g addidesgVILI). In Namibiathetwo mainscreening
testsare VIA andthe PAP smearwhich involves collecting cells from the surfaceof

the cervix and examiningthem under a microscopeto detectany abnormalchanges.

VIA or VILI is a low-cost method of cervical cancer screening that involves applying a
solution to the cervix to make abnormalcells more visible.

Thefrequencyof cervicalcancerscreeninglepend®naw o m a agéasdrisk factors.

WHO recommends that women should begin cervical cancer screening at the age of 25,
and should continue to be screened regularly until the age of 65. At the tithes of
review, Namibia was revising the 2018 ComprehensiveCervical CancerPrevention
(CECAP)guidelinesto align with theWHO guidance.

In 2019,WHO launchedhecervicalcancerliminationstrategyin whichthefollowing
ambitious targets were set for all countries to achieve by 2030:

a. 90% of all girls vaccinatedor HPV beforeagel5,
b. 70%of all adultwomenscreenedby age35, andagainby age45, and
c. 90% of womenidentifiedwith precanceroukesionstreated.

Until recently, HPV vaccination was not available to the majority of the target group,
but has recently been approved for use in public health facilities in Namilvias Hlso

noted that most women are not screened regularly for cervical cancer, warranting
increasedcommunity sensitisation.Moreover, a high proportion of trained nurses

do not screendue to lack of interestand competingactivities, and most nursesare

not trained in the recommended screening methods. Regular refresher training for
healthcare providers on AFHS and ASRHR is required. The RMNCAH&N stakeholders
review meeting recommended institutionalisation of VIA, cervical cancer screening, and
the increaed access to LARC and other modern contraceptive methods in institutions
of higher learning in Namibia.

There is no comprehensive cervical cancer prevention and control strategy or
implementation plan in place, and considerable programmatic challenges with the
implementatiorof the screeningprogrammehavebeendocumentedCervicalscreening

is notfully integratednto otherSRHservicesjncludingFP,PNCandART/TB clinics
atfacility level. Also, cervicalcancempreventionandcontrolis not partof the standard
curriculum for health extension workers. At the time of this review, advanced plans for
introductionof theHPYV vaccinein July 2025wereunderwaymakingit astandard part

of the national immunisation schedule. Screening coverage is further challenged by th
current PAP smear approach that relies on cytology for diagnosis. The long turnaroun
time (over 2 weeks) in cytological procedures and recurrent delaysciiving
cytology reports are also a challenge.

2029/2030

PRATEGY 2025/2026

As of March 2025, Namibia hastrained about400 facility-basedhealthcarewvorkers in
cervical cancer screening (VIA PAP), and about 260 community healthcare warkers
demand creation for cervical cancer screening. At the time of this review, 40 HCWs have
beentrainedin HPV DNA testing.However,due to frequentstaff changegshere
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remains a need for further training of healthcare providers to ensure that services
continue.Gapsexist in community awareness and there is a need to strengthen demand
creation activities on cervical cancer preventionto improve knowledge, change
behaviour,and promote service uptake. This will contributeto achievingthe 90

70-90 targets for cervical cancer elimination through increased vaccination coverage,
screening coverage, and early treatment of confirmed cancer. Geography, distance,
finances, and time also constitute formidable barriers to access, particularly pooong
households and rurblassed women.

2.7 Nutrition

Optimal nutrition is a basic need crucial to the realisation of Vision 2030, NDP5, and
theSDGsandHPPII. Undernutritionplaysa majorrole in theglobalburdenof disease.
Malnutrition is cited as one of the major causesof deathin childrenunder5 years

old. Malnourished children are more likely to drop out of school, less likely to benefit
from schooling, and more likely to earn less income as adults. Reducing malnutrition
among children can potentially put Namibia on track to achieving all thesSDiae
existing range of costeffective health sector interventionsto improve nutrition
makes nutrition interventions one of the best approaches to improving health service
efficiency and quality.

Namibia has adopted the Scaling Up Nutrition agenda with a view to eliminating all
forms of malnutrition,andMHSS hasdevelopedelevantguidelinesandimplemented
relevant interventions to meet the related national goals. Infant and young children
feeding (IYCF) counselling services and support are offered at all health facilities and
therecentWHO recommendationsavebeenincorporatednto thelYCF guidelinesto

bring themto date. WhereasVIHSS hasindicatedcommitmentagainsthe marketingof
breastmilk substitutes, the breastfeeding policy is not being consistently implemented
dueto somechallengesandsomehealthfacilities still requestlientsto bring formula

milk with them to the hospitals.

Health clinics provide well baby services with growth monitoring services as an
integrated and core aspect of healthcare services. Namibia is implementing the
Nutrition Assessment, Counselling and Support (NACS) programme to address
malnutrition in children, adolescentspregnantwomen, and postpartumwomen up

to 6 months, and people living with HIV and TB. While NACS services are available
in all regions, they are not on offer in all 343 health facilities nationwide. Relguhnt

aids, equipment, supplieand tools as well as IEC materials are readily available in
implementing facilities. Many health workers are trained in NACS and inpatient
management of severe acute malnutrition (SAM) in hospitals. Management of acute
malnutrition is carried out at vanis levels of the health systdncommunity, clinic,

health centre and hospital levels. Children with moderate acute malnutrition (MAM)
aretreatedwith Readyto-UseSupplementarffood(RUSF),andSAM withoutmedical
complications is managed at the primagare level, and at home using high energy,
vitamin and mineral rich RUTF. However, children with SAM and who have no appetite,
or have medical complications, are referred to hospitals for management, and are then
followed up by a nearby health facility on discharge. Services are also integrated into
other service delivery points.
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2.7.1Policy documentsand guidelines

Nationallnfant and Young Child FeedingGuidelines
RevisedFoodandNutrition SecurityPolicy (2021)

FoodandNutrition SecurityPolicy ImplementatiorAction Plan(2021)
Baby Friendly Hospital Initiative Guidelines(2022).

o o o o

2.7.2 National program serviceinitiatives

A Globalhungernndex(2022)
A HumanDevelopmenReport(UNDP, 2020/21)
A Revised?022BFHI guidelines.

2.7.3 Performance trends

Data on the malnutrition status of women and for U5 children was not available at the
time of review. Data obtained from The Global Hunger Index (GHdnd low birth
weight rates and malnutrition fatality rates in Namibia were consulted to inform this
research.

I). Global Hunger Index (GHI)

GHlI is atool designedo comprehensivelyneasureandtrackhungeratglobal,regional,
andnationallevels,reflectingmultiple dimension®f hungerovertime. Eachc ount r y 6 s
GHI score is calculated based on a formula that combines four indicators:

A Undernourishment: theshareof the populatiorwith insufficientcaloricintake.

A Child stunting: the shareof children U5 who havelow heightfor their age,
reflecting chronic undernutrition.

A Child wasting: the share of children U5 who have low weight for their height,
reflecting acute undernutrition.

A Child mortality: theshareof childrenwho die beforetheirfifth birthday,partly
reflecting the fatal mix of inadequate nutrition and unhealthy environments.

In combination GHI capturegshe multidimensionahatureof hungerusinga 100-point
scal e, wi t h t he s e v e 1M9.0;tMpderate: 40i0O.9; &Bsriouk: o |
20.0 34.9; Alarming: 35.04 9 . 9 and extremel vy al ar mi ng

%9/2030

Nami bi aébs position has i mproved f-20d4n a
to a moderateGHI scorein 2022. This suggestsan absoluteimprovementof

-4.20r 18%.However,alot morestill needd4o bedoneto arrestmalnutritionratesin

the country. More wpo-date local programme data is needed to inform paicy
practice, monitoring and programming.

(]
D
-

TABLE 7: GHI - Namibia (Source: Global Health Index)

Absolute Percentage

Year 2000 2007 2014 2022 change since  change since
2014 2014
GHI score 254 26.8 22.9 18.7 -4.2 -18.3
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Stunting and under wei ght ar e t wo i mport
and overall health. These terms are often used to assess child development-and well
being, particularly in the context of growth and malnutrition. Underweight refers a
chi | d 6 s-foramge isigniifitantly below the standard growth curve for their age
group. It indicates acute malnutrition, typically caused by a recent lack of adequate food
intake. Underweightchildren may appearthin and frail due to insufficient calorie
consumption. Namibia recorded a marginal increase of 0.2% in the percentage of
children under five years who were underweight at health institutions from 2016 to
2020 (Figure 22).

FIGURE 22: Proportion of U5 children stunted and overweight (Source: MHSS, 2024 Smart Survey)
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FIGURE 23: Proportion of U5 children underweight and wasted (Source: Namibia MHSS 2024 Smart
Survey)
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Stunting referstoa h i | d 6-fer-apgessigngfitamntly below the standard growth curve

for their age group. Stunting among U5 children increased by 0.8%, from 12128%0

in 2020 (Figure 23). Addressingunderweightand stunting in children requires a
comprehensive, multisectoral approach involving healthcare, education, social
services, and policy changes to create an environment that supports healthy child
development.

i) Low Birth Weight

There is a welkstablished correlation between low birth weight (LB\and
malnutrition. Malnutrition during pregnancy can lead to poor foetal growth and
developmentresulting in a low-birth-weight baby. Low birth weight is defined as

a birth weight of less than 2,500 grams (5 pounds, 8 ounces), and is associated with
increased risk of infant mortality, developmental delays, and chronic health problems
later in life. Malnutrition in pregnancy can occur due to a variety of factarkidimg
inadequate food intake, poor diet quality, nutrient deficiencies, and infections. To
reducetherisk of LBW andmalnutritionduringpregnancyit is importantfor pregnant
womento havea healthyandbalancedliet, with adequaténtakeof key nutrientssuch

as protein, iron, folate, and calcium. It is also important to address any underlying
medical conditionsor infections that may contribute to malnutrition. Prenatalcare

can help identify and address these issues and improve health outcomes for both the
mother and baby.

LBW continuedo beasignificantpublic healthproblemglobally andis associateavith

a range of both sherand longterm consequences. Overall, it is estimated that 1% %
20% of all births worldwide arelow birth weight, representingnore than 20 million
birthsayear. This RMNCAH&N reviewnotesthe highestLBW ratein Khomasregionat
14.2%,followed by KavangoEastregionat 12.6%,and//Kharasregionat11.7.Regions
with lowestLBW ratewereOhangwenaDmusatiandKavangoWestat6.7%,7.0%and
7.2% respectively (Figure 24).
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Evidencebased interventions to prevent LBW, its components (preterm birth and
small for gestational age) and their associated morbidity and mortality, with emphasis
on communitysettingsneedto be consideredo targetthe hardestit regions.

iii) Malnutrition CaseFatality Rate (CFR)

Malnutrition can lead to increased morbidity and mortality, particularly in vulnerable
populations such as children, pregnant women, and older adults. The case fatality rate
of malnutrition depends on various factors, including the severity of malnutritien
presencef otherhealthconditions,andaccesdo healthcareSAM is alife-threatening
condition that can lead to high case fatality rates if left untreated. According to WHO,
the casefatality rateof SAM canrangefrom 5% to 60%,dependingyn the contextand
severity of the situation.

Improving access to adequate nutrition, healthcare, and other interventions can help
prevent and treat malnutrition, and reduce the associated morbidity and mofithkty.
malnutritionCFRin Namibiadecreasedffom 12.4in 2020,to0 8% in 2024 (Figure 25).
Effective strategiesfor reducing CFR include promoting breastfeedingjmproving

access to nutriefrich foods, providing vitamin and mineral supplements, and
addressing underlying health issues such as infections and chronic diseases.

FIGURE 25: Malnutrition case fatality rate (Source: DHIS, 2024)
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CHAPTER 3

3. Introduction

IS Chapter 3 outlines the vision, mission, guiding principles, goals, and
primary targets of th@ MNCAH&N Strategy. It aligns with national health policies
and global commitments to improve the health and-taseilhg of women, newborns,
children,andadolescentsn Namibia.lt setsthe foundationfor strategicactionsaimed

at accelerating progress toward national and global health goals by 2030.

3.1 Vision, Mission, Principles, Goals and Objectives and Primary
Targets

Thevision, mission,goalandobjectivesof this Strategydrawfrom, andarealignedwith

the Global Strategyfor Wo me nCohsi ,| dandAm ® 4 e sHeatmandNéa mi bi a 6 s
Health Policy and National Health Sector Plan, while the targets are in line with the
GlobalTargetsandMilestonesor EveryNewbornAction PlanandEndingPreventable
MaternalMortality (ENAP andEPMM).

3.1.1 Guiding principles

The guiding principles of this Strategy are asfollows:

Country-owned and governmentled

The Strategy is fully owned by thgovernment and people of Namibia and its
implementation will be purposefully driven by the government. The Strategy fully
accordsvith NDP5,theHPPII,andNHPF(2010-2020),andwill contributetowardsthe
achievement of the overall national visiand goals for the health and developmeht

Namibians.

Right to health

2029/2030

All Namibians have the right to enjoy good health through access to primary care and
referral level services according to need.

Equity and fairness

Health and socialvelfare services will be affordable, and the principle of equity and
fairness will underpin the commitment expressed in the Strategic Plan.

Integration of services

Services shall be integrated at various levels of the health system to improve
effectiveness and efficiency in service delivery.

NATIONAL RMNCAH&N STRATEGY 2025/2026
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Quality -driven and innovations

Quality of careis, andwill be,apivotaldimensiorof all healthservicesandwill bea
cornerstonén thepromotionandprovisionof serviceghatrespondo, andmeetthe

needs of women, children newborn and adolescents. As part of the effort to ensure
quality, this Strategyembodieghe principlesof innovation,to challengenormsand
produce transformative results.

Intersectoral collaboration

Thehealthsectorwith activelycollaboratewith otherrelevantsectorsaswell asensure

active collaboration within the health system, between puahd private health sub
sectors, to implement the Strategy and achieve the desired goal of improved health and
well-being of women, children, newborn and adolescents.

Community participation and involvement

Communities and constituent households will be empowered for health aetiwhs,
community systems and structures strengthened and mobilised to actively participate
in the implementation of the Strategy, including decisimaking processes, relevant
service delivery, and participatory monitoring and evaluation.

Adolescent empowerment anéngagement

Adolescents in Namibia shall be empowered and fully engaged to play an active role in
planning and implementation, as well as monitoring and evaluation of relevant
activities and services, in recognition of their rights as well as potential to contribute
meaningfullyto healthdevelopmentSignificantattentionshallalsobe paidto making

health services adolesceniendly and adolescemesponsive so as to maximize
adol escent s©o6 upt ake of services, and o p

Gender equity and mainstreaming

Gender equity and considerations shall be mainstreamed into all health development
processes and actions to ensure that health services are-gensidve and responsive,

to appropriately meet the varied needs of women and their partners, boys arasgirls,
well as male and female adolescents.

Synergywith national health and developmentagendaand goals

This Strategy will align with, and contribute toward, the achievement of the broad health
policy objectives and the national developmental goal of the Namibian government and

its people.

Evidencebased

This Strategy and its strategic action is based on evidence of what works globally and
nationallyi’ so as to facilitate the achievement of desired outcomes and impact in an
efficient and coseffective way, and in the shortest time possible.
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Accountability

This Strategyis developedin the recognitionthat the lives of every woman, child
and adolescent in Namibia count, and there is a need for accountability towards their
attainment of health as guaranteed in the constitution.

3.1.2 Goal

To accelerate health development and reduction of preventable maternal, newborn,
child and adolescent morbidity and mortality in line with the national development
vision and framework.

3.1.3 Objectives

Theobjectivesof this RMNCAH&N Strategy2025/26- 2029/30remainconsistentvith

the Vision2030 objective of attaining the goal of eliminatpitysical, psychological,

and social ailments. The RMNCAH&N Strategy is furthermore aligned to the Global
Strategy f or Wo me n 6 s , Chi | d-eo80nwihish stives Adol
for aworld in which everywoman,everychild, andeveryadolescent everywherd is

able to not just survive, but to thrive through transformation.

To realize these objectives, every pregnant woman and every newborn, without
exception, must have access to higlality, affordable services before, duremd after

the time of birth. Accessible services are especially important for populations that are
underserved and marginalised, especially remot,e and nomadic populations, including
comprehensive specialised and intensive care services where appropriate.

Setting out these objectives provides a framework for addressing maternal, neonatal,
and child health challenges currently facing Namibia, and aims to develop and
restructure new and existingterventions to improve and increase their impact on
maternal, neonatal, and child survival to achieve national and international targets.
Cognisanbf, andcommittedto the signedinternationakreatiesandnationalpriorities,
thefollowing objectiveswill guidethedevelopmenof theRMNCAH&N StrategidPlan
2025- 2030in summary(Table8). Implementatiommndtargetsof theseobjectivesare
discussed in detail in the next chapters.

NATIONAL RMNCAH&N STRATEGY 2025/2026 - 2029/2030




TABLE 8: Objectives and primary targets of RMNCAH&N Strategic Plan (2025-2030)

THRIVE

By realising health and rights in all
settings for women, children and

By driving a global-centered
movement for comprehensive
change for women, children and

By ending preventable deaths of
women, newborns and children, and

NATIONAL RMNCAH&N STRATEGY 2025/2026 - 2029/2030

adolescents, as well as stillbirths.

» Reduce maternal mortality from
139 to 140/100 000 by 2030 and
to less than 70 (EPMM Global
Target) by 2030.

» Reduce still birth rate from 17 to
9/1000 of total births.

» Reduce neonatal mortality from
24 t0 10/1000 LB by 2030.

» Reduce under five mortalities
from 39 to 30/1000 LB by 2030.

» End epidemics of HIV,
tuberculosis, malaria, neglected
tropical diseases and other
communicable diseases.

» Reduce premature mortality from
NCDs.

»

»

»

»

»

»

»

adolescents

Ensure universal access to sexual
and reproductive healthcare
services and rights in 50% of
health facilities by 2030.

Reduce adolescent pregnancy
rate from 19 to 15% by 2030.

End all forms of malnutrition, and
address the nutritional needs of
adolescent girls, pregnant and
lactating women and children.

Reduce stunting in U5 children
from24 to 12%.

Reduce wasting in U5 children
from 6 to 4% by 2030.

Reduce overweight in U5 children
from 3 to 2.5% by 2030.

Reduce anemia in adolescent
girls (15-19) from 19% to 11% by
2030.

Reduce anemia in women of
reproductive age from 21% to
10% by 2030.

Promote health and wellbeing.

End all forms of malnutrition, and
address the nutritional needs of
adolescent girls, pregnant and
lactating women and children.

Ensure universal access to SRH
services and rights.

adolescent health, and sustainable

»

»

»

¥

»

development

% of healthcare workers trained
on the clinical handbook for the
healthcare of survivors subjected
to IPV and/or sexual violence,

aggregated by age, gender and
region.

Number of GBV survivors,
including children receiving
healthcare as a result of abuse,
aggregated by age, gender and
region.

% sexual assault cases
receiving PEP and emergency
contraceptives aggregated by
age, gender and region.

Reduce the proportion of women
and girls aged 15 and older
subjected to sexual violence in
the last 12 months:
A Age 15-19 years from 4.5 to
1.5% by 2030.
A Age 15-49 years from 3.7 to
1.2% by 2030.

Reduce the proportion of young
women aged 20-24 who were
married or in a union before age
18 to 4%.

Create enabling and conducive
environment for women,
newborn, children and
adolescents e.g. AFHS, maternity
waiting homes, BFHI etc.

Eliminate all harmful practices,
and all discrimination and

violence against women, girls
and boys, and including men.
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CHAPTER 4

4. Introduction

I Cchapter 4 presents the Reproductive, Materridéwborn, Child and

Adolescent priority interventions with corresponding objectives and set targets. The
prioritisation of these strategies is aligned to the Global Targets and Milestones for

ENAP andEPMM, andtheGlobalStrategyfor Wo me nCéhs ,| dan@®Ardéod ,e scent s b
Health (20162030). The latter is a bold roadmap for ending all preventable maternal,
newborn and child deaths, including stillbirths, by 2030, and improving their overall

health and welbeing.

These groups at the heart of the SDG agenda. The need to ensure effectiveness and
efficiency in programming towards achieving optimal health and-leaithg of women,
newborn, children, and adolescents in Namibia in the context of avadaldierojected
resources, and without compromising quality and equity, are prioritised interventions

in this Strategy. The determinationof priority interventionsis based on available
evidence on the potential impact of various interventions against the background of the
burden of health problem among women, newborn, children, and adolescents in
Namibia. The priority interventions and the related delivery channels (facility, home,
community) for each intervention are presented below.

4.1 Objectives, Intervention Packages and Targets

TheGlobalStrategyfor Wo me nCéhsi ,|I danddAdolescentdlealth20162030aims

to achieve the highest attainable standard of health for all women, children, and
adolescentstransformthe future and ensurethat every newborn,mother and child

not only survives, but also thrives. It puts women, children and adolescentshattihe

of the new UN SDGs. The objectives, interventions and targets are outlined in Table 9.

TABLE 9: Objectives, intervention packages and targets

Outcome Indicators
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Reduce maternal mortality ratio from 139 to 60/100 000, by 2030 [at an annual reduction rate of 16%).
Reduce neonatal mortality rate from 24 to 10, by 2030, at a ARR of 2.8.

Reduce under five mortality rate from 41 to 24, by 2030, at a ARR of 3.4.

Reduce mortality rate among 0-9-year-olds from 19 to 6, by 2030, at ARR of 2.6.

Reduce adolescent mortality rate of 10-14-year-olds, from 38 to 11, and that of 15 i 19-year-olds from 5 to 2.
Reduce adolescent birth rate (10 -14, 15 -19-year-olds) from 0.3 to 0.15.

Reduce prevalence of stunting in under 5 children (SDG 2.2.1) from 29% to 17% at an ARR of 2.2.

Reduce MTCT rate for HIV from 5% to 2% by 2030.

Reduce prevalence of anaemia in women of reproductive age from 21% to 16% at an ARR of 1%.

10 Reduce stillbirth rate (fresh and macerated) from 17 to 9, by 2030, at an ARR of 1.6.

THEMATIC AREA INTERVENTION PACKAGES TARGETS

Maternal Health | a. Pregnancy 1. Pregnant women with ANC
contacts during the 1st
A Health Education and Promotion packages (pregnancy and pre-pregnancy). trimester (before 24 weeks).
A Nutritional information, education, counselling and interventions, including | 2 Proportion of women and
counselling about healthy eating and physical activity, and provision of iron and neonates with early routine
folic acid supplements. postnatal follow up care
A Offer preventive measures: Tetanus toxoid vaccination, and malaria (within two days).
prevention, including the use of intermittent preventive treatment in 3. Proportion of pregnant
pregnancy (IPTp) and sleeping under insecticide treated nets. women (15-49 years) tested
A Counselling on post-partum family planning and postnatal care. for HIV.
A Birth preparedness and complication readiness education and counselling. 4 Pro_porno_n of women who
A Management of emergency conditions, including premature rupture of the dellyer Via caesarean
membrane, risk of preterm delivery, danger signs recognition and other section.
complications. 5 Proportion of women in
A Maternal assessment, monitoring, screening, detection and management of preterm labour receiving at
health risks and conditions Ieas? one doge of ante natal
A Promotion of antenatal uptake with minimum of 8 contacts: with the first cortlcos_termds,
contact in the first trimester (up to 12 weeks of gestation), two contactsin | 6 Proportion .OT pregnant
the second trimester (at 20 and 26 weeks of gestation), and five contacts in women receiving magnesium
the third trimester (at 30, 34, 36, 38 and 40 weeks). sulphate and antibiotic
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A Routine monitoring with Labour Care Guide with timely and appropriate 7. Number of qugrterly national
care. maternal/perinatal death

A HIV counselling and testing (if status now known or not already tested) and review meeting reports.
prevention of mother-to-child transmission. 8. Number of regions reporting

A Management of normal labour and delivery. the number of maternal

A Active management of third stage of labour with the use uterotonics for deaths to the national level
the prevention of postpartum haemorrhage (PPH) during the third stage of onamonthly basis.
labour.

A The WHO has introduced the fourth stage of labour, and the Namibia
Intrapartum Care Guideline has incorporated this guidance to ensure
monitoring of women 4 hours after delivery for all births including delayed
cord clamping (DCC).

A Hygienic management of the cord at irth, including use of chlorhexidine
where appropriate.

A Induction of labour with appropriate medical indications.

A Basic emergency obstetrics and neonatal care facility package:
administering antibiotics; administering uterotonic drugs (oxytocin),
administering anticonvulsants (Magnesium Sulphate); manual removal
of the placenta; removal of retained products following miscarriage or
abortion; assisted vaginal delivery, preferably with vacuum extractor; basic
neonatal resuscitation care.

A The comprehensive emergency obstetric and newborn care package that
includes all the basic functions above plus Caesarean sections, safe blood
transfusion and provision of care to sick and low-birth weight newborns,
including resuscitation.

A Facility-based childbirth with a skilled birth attendant.

A HIV counselling and testing (if status now known or not already tested) and
prevention of mother to child transmission.

A Management of post-partum haemorrhage.

A Respectful maternity care including (effective communication and
companionship during labour and childbirth.)

A Analgesia for pain relief including non-pharmacological methods e.g.
relaxation techniques for pain management, encouraging oral fluid and
food intake including maternal mobility and position.

AEncourage the adoption of a birth
apply techniques to reduce perineal trauma and facilitate spontaneous
birth.

A Avoid routine/ liberal use of episiotomy and application of manual fundal
pressure to facilitate childbirth during the second stage of labour.

THEMATIC AREA INTERVENTION PACKAGES TARGETS




Maternal Health | c. Postnatal care

A Care in the facility for at least 24 hours after an uncomplicated vaginal birth
including:

A Physiological assessment of the woman.

A Oral analgesia for perineal pain relief.

A Provision of postnatal care in first 24 hours for every birth: Discharge from
health facilities should be delayed for at least 24 hours, and visit carried out
to women (and babies) with home births within the first 24 hours.

A Chlorhexidine should be used as appropriate after home deliveries.

A Prevention, early detection and management of pregnancy and childbirth-
related complications.

A Management of post-partum hemorrhage.

A Prevention and management of eclampsia.

A Prevention & treatment of maternal anaemia.

A Detection & management of post-partum sepsis.

A Screening and management of post-partum depression.

A Detection and management of health risks and pre-existing conditions.

A Routine post-partum screening for cervical cancer in appropriate age group.

A Screening for HIV and initiation or continuation of antiretroviral therapy.

A Early detection of maternal morbidities.

A Health education and health promotion.

A Nutrition and lifestyle counselling, management of inter-partum weight.

A Postnatal contact with and appropriately skilled health care in the health
facility.

A Promotion, protection and support of exclusive breastfeeding for 6 months.

A Family planning advice with specific reference to birth spacing as well as
education and counselling on contraceptives.

Neonatal Health A Fetal assessment, monitoring and interventions 1. Proportion of infants who
A Essential Newborn Care: Neonatal resuscitation with bag and mask, skin were breastfed within the
to skin contact of mother/father baby, initiation of breastfeeding within 30 first hour of birth.
minutes, initiation of prophylactic ART for HEI and care for small babies. 2. Proportion of infants less
A Kangaroo Mother Care (KMC) for small babies, extra support for feeding than six months who are
small and preterm babies with breast milk, presumptive antibiotic therapy exclusively breastfed.
for newborns at risk of bacterial infection) 3. Newborn vaccination
A Sick Newborn Care: Continuous positive airway pressure to manage babies coverage (SDG 3.b. 1).
with respiratory distress syndrome, Detection and case management 4. Proportion of facilities
of possible severe bacterial infections, Management of newborns with providing essential newborn
jaundice and selected health conditions, Detection & management of care including skin to skin
genetic problems, Kangaroo mother care for small babies and Maternal & approach services.
perinatal death audits). 5 Proportion of infants who
were initiated on prophylatic
ART for HEI .

6. Proportion of facilities
(hospitals) providing KMC for
management of LBW babies
nationally.

7. Proportion of health facilities
implementing e-birth
notification systems.

8. Number of sick and small
newborn care units at district
and referral level hospitals.

THEMATIC AREA INTERVENTION PACKAGES TARGETS
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Child Health A Exclusive breastfeeding for 6 months; continued breastfeeding and 1. Proportion of HF

(under 5 years) complementary feeding from 6 months. implementing prevention

A Dietary counselling for prevention of undemutrition, overweight and and management of
obesity. childhood illnesses

A Periodic vitamin A supplementation and deworming where appropriate; Iron (IMNCI) including malaria,
supplementation, where appropriate; case management of malnutrition pneumonia, TB and
cases. diarrhoea.

A Routine immunization (including Haemophiles influenza, pneumococcal, 2. Paediatric ARV coverage.
and rotavirus vaccines). 3. Proportion of under five

A Prevention and case management of childhood illnesses including malaria, children who slept under
pneumonia, TB, and diarrhoea. insecticide treated nets (ITN)

A Comprehensive care of children infected with, or exposed to, HIV, including in malaria endemic regions.

infant HIV testing (early infant diagnosis) and provision of antiretrovirals.

A Prevention and response to child maltreatment; and prevention of harmful
practices.

A Care for children with developmental delays, including treatment and
rehabilitation of children with congenital abnormalities and disabilities.

A Implement Revitalised Baby-Mother Friendly Health Initiative.

Stillbirths A Develop and implement plans and policies for improving maternal and Reduce stillbirth rate from 17 to
newborn survival and health and for preventing stillbirths, in line with the less than 9/1000 total births by
recommendations in the 6Every Newbor | 2030[atanannual reduction rate

A Have a preparedness and response plan that includes promoting maternal of +-2%).
and newborn survival and health and preventing stillbirths and have (ENAP target=<12/1000 total births
a coordinated mechanism in place for its implementation, ensuring by 2030).
procurement of emergency supplies and monitoring survival and health
outcomes.

A Have allocated sufficient domestic and international resources to
strengthen their health systems and implement their plans for improving
maternal and neonatal survival and health and for preventing stillbirths.

A Have adopted and implement the WHO standards for respectful, effective
maternal and newborn care, including prevention of stillbirths and care
after death.

A Develop and implement strategies and plans to increase the number,
distribution, mentoring and retention of personnel for maternal and
newborn health and to enhance their competence for respectful maternal
and newborn care, prevention of stillbirths and care after death.

A Ensure timely procurement, equitable distribution and access, appropriate
use and maintenance of essential medical commodities and products
(equipment, technologies and diagnostics) to facilitate the delivery of high-
quality, affordable maternal and newborn care, including care to prevent
stillbirths.

A Routinely track, collect and use data to monitor Every Newborn targets
for newborn mortality and stillbirths, coverage targets to 2025 and the
quality of care, using routine data or, if appropriate, data from surveys or
assessments of service readiness, including consideration of inequalities at
national and subnational levels

A Generate and use emerging evidence, including knowledge exchange, to
improve maternal and newborn health and survival and to end preventable
stillbirths.

A Develop and implement accountability mechanisms to improve newborn
health and prevent stillbirths, including coordination of stakeholders,
and processes to count and review deaths, and have promoted a shift in
potentially harmful social norms.
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Objective 2: THRIVE: Promote the health and wellbeing of women, newborn, children and adolescents
Outcome Indicators

Increase coverage of essential health services (is defined as the average coverage of essential services based on tracer
interventions that include reproductive, maternal, newborn and child health, infectious diseases, non-communicable
diseases and service capacity and access, among the general and the most disadvantaged population).

Increase proportion of women aged 15 i 49 years who make their own informed decisions regarding sexual relations,
contraceptive use, and reproductive healthcare.
Reduce Prevalence of malnutrition (wasting and overweight) in under five children (SDG 2.2.2.)
Reduce unmet family planning need.

SRH

A Ensure universal access to sexual and reproductive health-care services
and rights UHC from the Namibian context constitutes universal health
care which will ensure the equitable provision of healthcare services for all
Namibians, irrespective of social class.

A Achieve universal health coverage, including financial risk protection,
access to quality essential health-care services and access to safe,
effective, quality and affordable essential medicines and vaccines for all by
2030.

A Implement a system for Women of Childbearing Age (WCBA) (15-49) in
making decisions regarding sexual relations, contraceptive use, and sexual
reproductive health care.

A Increase coverage to EmONC facilities to the population accessible within 2
hours of travel time.

A Ensure universal access to sexual and reproductive health-care services
and rights.

A Implement revised family planning guidelines and related protocols to
include long-term acting reversible and mixed methods of family planning.

A Introduce the use of combination prevention guidelines as well as a
standard package for health services identified for target population

A Reinforce adherence to the National cervical cancer prevention guidelines.

L

10.

1L

12.

THEMATIC AREA INTERVENTION PACKAGES TARGETS

Proportion of females

157 49 years subjected to
violence (physical, sexual) in
the last 12 months.
Proportion of population
with physical access to the
closest EMONC health facility
within 2 hours of travel time.
Proportion of facilities
offering integrated
management of RMNCAHEN,
Communicable and NCDs
services.

Proportion of higher learning
instutitions introducing VIA,
Cervical cancer screening
and LARC in curricula.
Proportion of health
facilities with SRHR refresher
trainings conducted for
healthcare providers (x 2
trainings per region per
year).

Proportion of PHC facilities
with integrated SRHR/HIV/
GBV.

Number of HF providing
basic seeking emergency
obstetric care (BEmONC).
Number of HFs providing
comprehensive seeking
emergency obstetric care
(CEmONC.

% of women of reproductive
age (157 49) who have their
need for family satisfied with
modern methods.
Proportion of eligible women
screened for cervical cancer
(VIA, PAP, and HPV).
Proportion of women
screened for cervical cancer
who have received results.
Proportion of screen women
with abnormal results.
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THEMATIC AREA INTERVENTION PACKAGES TARGETS

Adolescent
Health

A Health promotion, including information, education and behavioural
counselling: (Information, education and counselling will be provided to
adolescents regarding all relevant areas of health and development to
improve their health knowledge as well as health-related attitudes and
behavior, including uptake of relevant health services).

A Including pubertal development and healthy lifestyles; relationship, gender
equality and sexuality; abstinence, safer sex and pregnancy prevention
methods, including the use of dual methods of protection.

A HIV prevention, HIV testing services, and prevention and treatment of
other forms of sexually transmitted infections; diet and nutrition; gender-
based violence, physical violence, and bullying; prevention of tuberculosis;
substance use and mental health, any forms of violence and other leading
causes of morbidity and mortality among adolescents e.g. suicide and road
traffic accidents.

A The use of e-health and mobile communication technology interventions
will be considered as part of the effective and innovative approaches to
reach adolescents with health information and education. Information
will also be provided to adolescents to facilitate their participation and
engagement in health programs.

A Promote adolescent-friendly health services including:

- Routine immunisation (e.g. human papilloma virus (HPV), hepatitis B,
diphtheria-tetanus, rubella, measles)

- Promotion of healthy behaviour (e.g. nutrition, physical activity,
avoidance of use of tobacco, alcohol or drugs and menstrual hygiene)

- Prevention of early and unwanted pregnancy and STIS, including HIV

- Psychosocial assessment (such as using the HEADSSS checklist - home,
education/ employment, eating, activity, drugs, sexuality, safety, suicidal
thinking and depression status), and screening for key health problems,
including sexual and reproductive health issues, drug use, exposure to
gender-based violence, substance use, and mental health issues.

A Counselling and psychosocial support for health concerns and related
services for adolescent mental health and well-being.

A Preventing adolescent motor vehicle accidents requires a combination of
educational, behavioural, and regulatory interventions.

A Screening and management of health problems, including HIV, HPV and
STls, post-abortion care and counselling, nutritional health, and mental
health.

A Referrals for relevant health conditions, social support services, and/or
other adolescent- health service settings such as schools and service-
provision CSOs.

A The school will be used as a cost-effective platform to reach adolescents
with health information, education and counselling, as well as relevant
health services.

A The broad dimension of school health services will include menstrual
hygiene management education, water, sanitation, and hygiene issue,
nutrition, and comprehensive sexuality education.

A The health- promoting school initiative will be promoted as an approach
for strengthening school health issues including health education,
comprehensive sexuality education (CSE), school hygiene interventions,
menstrual hygiene management education.

A Government must also strengthen the referral mechanisms between
schools and healthcare providers to better measure and track uptake of
services by young people.

L

Reduce early and unintended
pregnancies among young
people by 75% by 2030 (ESA
commitment Target).
Reduce leading causes of
morbidity and mortality
among adolescents e.g.
suicide, drug and alcohol
abuse, violent behaviours
and road traffic accidents by
50% by 2030.

Proportion of schools with
integrated CSE curriculum.
Proportion of facilities
providing health promotion
programmes and BCC
initiatives such as radio
dramasandiiedut ai n
interventions.

Proportion of facilities
adolescent friendly services
with integrated RMNCAH&N
related services.
Proportion of facilities
introducing psychosocial
assessment with HEADSSS
(Home Education
Employment Activities
Drugs Sexuality Suicide/
Depression).

Proportion of adolescent
girls (157 19) subjected

to violence (physical and
sexual) in the last 12 months.
Proportion of adolescent
girls (157 19) screened for
HIV.
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THEMATIC AREA INTERVENTION PACKAGES TARGETS

Adolescent A Government commitments towards a comprehensive package of

Health information, services and commodities that is free and available in all health
facilities, as well as in secondary schools, colleges and universities.

A Promotion of adolescent participation in skills-building through training of
adolescent peer educators, establishment of adolescent-friendly spaces in
health facilities, and training of health workers on adolescent responsive
SRHR etc.

A Implement revised family planning guidelines and related protocols that
include long-term acting reversible contraceptives methods and mixed
methods of family planning and GBV clinical guidelines for health care of
survivors subjected to intimate partner violence or sexual violence.

A Introduce the proposed of intervention packages to target out-of-school
adolescents:

- Strengthen the use of adolescents and young people job aid, non-
formal education programmes, vocational training programs, life skills
education Programmes, mentoring programmes, and health education
programmes.

- Introduce the use of combination prevention guidelines as well as a
standard package for health services identified for target population

- Community-based programmes and child protection programs to
provide support to adolescents who have experienced abuse, neglect,
or exploitation.

- Improving resource mobilisation and more effective Public Resource
Management Systems to catalyse youth social enterprise and skills
capacity building.

Nutrition Infant and Young Child Feeding nutrition packages:

A Early Initiation of breastfeeding (within the first hour), Baby and Mother
Friendly Health Facilities on infant and young children feeding.

Address Micronutrient Deficiencies through:
A Periodic Vitamin A Supplementation, Salt lodization, Food Fortification
and Periodic iron/folate supplementation.
A Zinc/ORS Combination Treatment of Diarrhoea.
Maternal Nutrition
A Integrate key nutrition messages during ANC and PNC.
Nutrition Surveillance
A Programme planning and emergency preparedness.
Management of Severe and Moderate Malnutrition
A Improve commodity supply chain for moderate and severe acute
malnutrition (MAM / SAM).
A Maintain nutrition equipment: Mid-Upper Arm Circumference (MUAC)
tapes, weighing scales and height measuring boards.
A Intensify and expand competency-based training of health workers and

community health workers on management of SAM.

Adolescent Nutrition

A Integrate periodic iron/folate supplementation through FP.
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Outcome Indicators

Reduce neonatal mortality rate from 24 to 10, by 2030, at a ARR of 2.8.
Reduce under five mortality rate from 41 to 24, by 2030, at a ARR of 3.4.
Reduce mortality rate among 0-9-year-olds from 19 to 6, by 2030, at ARR of 2.6.

Reduce adolescent birth rate (10 -14, 15 -19-year-olds) from 0.3 to 0.15.

8. Reduce stillbirth rate (fresh and macerated) from 17 to 9, by 2030, at an ARR of 1.6.

Reduce prevalence of stunting in under 5 children (SDG 2.2.1) from 29% to 17% at an ARR of 2.2.

Reduce maternal mortality ratio from 139 to 60/100 000, by 2030 [at an annual reduction rate of 16%).

Reduce adolescent mortality rate of 10-14-year-olds, from 38 to 11, and that of 15 i 19-year-olds from 5 to 2.

THEMATIC AREA INTERVENTION PACKAGES TARGETS

Maternal Health A Introduce eight or more antenatal care contacts.

A With the first contact in the first trimester (up to 12 weeks of gestation), two
contacts in the second trimester (at 20 and 26 weeks of gestation), and five
contacts in the third trimester (at 30, 34, 36, 38 and 40 weeks).

A Increase births attended by skilled health personnel in health facilities.

A Institute early routine postnatal care (within 2 days)

A Every mother and baby should have a total of four postnatal visits with
the schedule stated below, and home visits should be carried out by
appropriately skilled health workers.

1

90% coverage of four or
more antenatal care contacts
by 2030 (EPMM Target 1).
Proportion of women with
four or more ANC contacts.
Proportion of births attended
by skilled health personnel
(SDG 3.1.2).

Early routine postnatal care
contact at health facility
onday 3,day 7i 14, and 6
weeks.

80% global coverage of
early postnatal care by 2030
(EPMM target).

% of women aged 207 24
years who were married or
in a union before the age of
18 years (SDG 5.3.1).

Adolescent A Eliminate all harmful practices and all discrimination and violence against

Health young women, girls and boys.

A Implement GBV clinical guidelines for health care of survivors including
adolescents subjected to intimate partner violence or sexual violence.

End Child Marriage by 2030
(UNFPA-UNICEF Global
Programme Target).

Sick Child Health A strengthen the implementation of IMNCI at all levels, including community
IMNCI (iCCM).

A Facilitate at least one level inpatient unit to care for small and sick
newborns per region, with respiratory support including provision of
continuous positive airway pressure.

A Improve the quality of care given to sick children in health facilities through
a system for reviewing the outcomes of each child admitted.

A A system should keep records of all children who died in the hospital,
trends in case fatality can be compared, and the treatment given can be
discussed with staff with the aim of identifying any problems and findings
solutions.

A Clinical audit meetings to discuss near-miss events or deaths in children
can be helpful.

A Audit of hospital paediatric care can be carried out by comparing the quality
of care given against standard guidelines.

80% of regions/ districts have at
least one level-2 inpatient unit to
care for small and sick newborns,
with respiratory support including
provision of continuous positive
airway pressure (ENAP target)
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CHAPTER O

5. Introduction

I Chapter 5 outlines 14 strategic pillars aimed at reducing maternal,
newborn, child, and adolescent morbidity and mortality in Namibia. These include
strengthening the health workforce, improving quality and equity of care, expanding
costeffective interventions, anohcreasing sustainable funding. Additional priorities
involve enhancing data systems, logistics, multisectoral partnerships, and community
engagement. Targeted programming for adolescents and children, and scaling up
responses to gendbased iolence are emphasised. Collectively, these strategies
supportresilienthealthsystemsandequitableservicedeliveryacrosstheRMNCAH&N
continuum.

5.1 Implementation Strategies and Priority Actions

The goal of strategic priorities in maternal, newborn, and child health (MNCH), and
adolescent health is to improve the health and -b&lhg of women, newborns,
children, and adolescents in Namibia, through reducing maternal and newborn
mortality and morbidity, improving accessto quality care and services,promoting

the health and development of children and adolescents, and strengthening health
systems and community engagement.

Specifically, the strategic priorities in MNCH, and adolescent health and nutrition,
include improving maternal and newborn health through antenatal, delivery, and
postpartum care; promoting early and exclusive breastfeeding; preventing and
managing childbod illnesses; ensuring access to immunisations; preventing and

managing adolescent health issues, including sexual and reproductive health; and
strengthenindpealthsystemdo ensuresquitableaccesso quality healthcardor all.
By focusingonthesepriorities, it is hopedthatmaternabndchild healthoutcomeswill
improve,childrenandadolescentwill behealthierandcanreachtheirfull potential.
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Thefollowing 14 implementation strategiegereidentified to addresshe priority
areas and targets set in the previous chapters:

TABLE 10: Strategic pillars of the RMNCAH&N Strategy

Strategy Key Strategic Pillar

1. HR Capacitation 5.1.1 Strengthen human resources in health for RMNCAH&N
2. QoC RMNCAH&N 5.1.2 Improve the quality and equity of RMNCAH&N Care

3. Cost-effective
interventions

5.1.3 Increasing coverage and equity of cost-effective interventions

5.1.4 Improve the funding for, and cost-efficiencies of public health and RMNCAH&N
programming

5. Logistics management | 5.1.5 Strengthen logistics management systems for RMNCAH&N commodities

6. Strengthen
partnerships

7. Multisectoral

4. Increased funding

5.1.6 Strengthen partnerships with community structures and systems

5.1.7 Improve multisectoral engagement and collaboration

engagement
8. Data generation 5.1.8 Improve data generation and utilisation for programming and accountability
9. Improved research 5.1.9 Improve research, innovation and knowledge management

10. Response and

- 5.1.10 Strengthen response and resilience
resilience

11. Maternal mortality 5.1.11 Reduce maternal mortality

12. Neonatal, infant child
health programming

5.1.12 Targeted neonatal, infant and child health programming

13. Adolescent SRHR 5.1.13 Targeted interventions for adolescent sexual reproductive health and rights

14. Sexual and GBV
(SGBV)

5.1.14 Improve detection, prevention and management of sexual and gender-based violence

5.1.1 Strengthenhuman resourcesin health for RMNCAH&N

Nami bi ads operati onal pl ans a digtribugsonh,r at e
mentoring and retention of personnel for maternal and newborn health, andaoce
theircompetencéor respectfumaternabndnewborncare andpreventiorof stillbirths
andcareafter death,shouldbe developedandimplemented An appropriately skilled
health workforce in adequate number and equitably distributed is key to improving
health service delivery on a national platform. The RMNCAH&N Strategy should be
linked to the National Strategy for HRH for increased human resourgexita
Addressingthe existing RMNCAH&N -related HRH inadequaciesn Namibia is
therefore a crucial task for the health and vbeling of women, newborns, and
adolescents. The following planned priority actions are aimed at strengthemniag hu
resourcein RMNCAH&N (Tablell).

"
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TABLE 11: Strategic activities for strengthening human resources in health for RMNCAH&N

Strategic Activities

Implement the Affirmative Action Plan to ensure gender-responsive training and retraining for existing health workers to
build greater capacity, and to be able to offer integrated services at sub-national level.

Implement reform of CHW cadres, including task-sharing and task-shifting to increase the number of CHWSs as per the
national HRH strategy.

Review the pre- and in-service curriculum, to improve capacity for technical performance and effective care delivery.

Promote gender-appropriate and gender-responsive mentoring for healthcare workers at all levels, strengthen
supportive supervision, and improve regular monitoring of performance.

Recruit additional health workers with an appropriate gender balance, particularly in the areas of greatest inadequacies,
to improve health workforce in the public sector, as well as the equitability of the workforce.

Implement staff retention strategies to retain experienced and specialised staff across all levels of care.

5.1.2 Improve the quality and equity of RMNCAH&N care

High-quality maternal and newborn health care are essential health sewigels,

must be sustained to protect the lives and health of women and children. The country
should adopt, implement and monitor the WHO standards for respectful, effective
maternal and newborn care, including prevention of stillbirths and care afteratedth,
have a system for learning from experience. VWdeNeloped and implemented
RMNCAH&N plans and policies in line with WHO guidelines, and with achievable
targets for improving maternal and newborn survival and health, and for preventing
stillbirths, shauld bein place.Thesetargetsshouldincludecoreimpactindicatorssuch
asMMR, NMR andSBR,andbeadoptedcatregionalanddistrictlevel. Moreover,plans

for addressing maternal and newborn morbidities and mortality, as well as stillbirths
should be developed, costed and implemented, including a strengthened legal and
policy frameworkto supportmaternalandnewbornhealth.Theseplansshouldinclude

ENAP andEPMM coveragdarget42020-2025),includingessentiahewborncare,and

the care of both small and sick newborns.

o
The report on the confidential enquiry into maternal deaths, stillbirths and neonatal &S
deaths review for 2018021 revealed that 56.6% (82/145) of maternal deaths were
preventabledueto poorquality of care.Improvementsn quality of caremay produce
better outcomes, and prevent these deaths in the future. Most case files reported
combinationof a multitude of factors, indicating that solutionsmay not be simple,
but rather require a complex, multisectoral approach. To improve the quality of care,
and to reduce both maternal and perinatal mortality, all facilities need to have an
adequate number of appropriately trained staff. Maternity and neonatal aare te
consisting of doctors and nurgaidwives need to contain a balance of diverse skills,
with experienced staff available to guide more junior staff.

2029/2

Poor quality of care contributes significantly to RMNCAH&N morbidity and mortality in
Namibia. Improving the quality of care (QoC) across all levels and for all RMNCAH&N
related services is, therefore, a major priority in achieving the goals and objectives ofz
the Plan. The context of this Plan should serve to catalyse efforts towards improvingz
QoC, building on previous tentative steps in this regard. The WHO QoC Framework =
providesa platformfor reviewandcritical actionsto improvequality of careacrossall
domainsof RMNCAH&N in Namibia(Figure26).
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A key focus of t he SDGs i s t o 0thaandeeinn o
this Strategy is equity. Because poor communities and vulnerable populations generally
have worse RMNCAH&N outcomes,efforts to improve QoC and expandaccess to
interventionsmust be equitable,to ensuremeaningfuland transformationalresults. A
national assessmento determinethe barriersto service accessibilityby lower socie
economic status and remote populations is essential to the degigadigf RMNCAH&N
services. Implementation of WHO QoC standards and introduction of the masewhal
perinatal death surveillanceand response(MPDSR) flagship programme isvital for
improving the quality of maternaland newborncare.

FIGURE 26: Quality of care for pregnant women and newborns i the WHO vision (Source: Tuncalp et al.,
2015)
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TABLE 12: Strategic activities to improve the quality and equity of RMNCAH&N care

Strategic Activities

Develop standards, action plans, guidelines and policy statements for RMNCAH&N care i based on the WHO QoC
Framework.

Develop quality-driven standards for adolescent healthcare and develop appropriate interventions for adolescent health
using the Global Accelerated Action for the Health of Adolescents (AA-HA) framework as guidance.

Operationalise the quality assurance strategy for health services.

Establish effective quality improvement systems for high quality RMNCAH&N services and strengthen quality
improvement structures at all levels, a including quality improvement committees and teams.

Strengthen the accountability system for quality performance, including a regulatory framework for healthcare
professionals, as well as MPDSR.

Explore and evaluate approaches to motivate staff to improve quality of care.

Improve RMNCAH&N access and QoC in disadvantaged communities and vulnerable populations.

Ensure the provision and availability of relevant inputs and resources i human, infrastructure, logistic support and other
systems across all levels.

Strengthen efforts towards universal access to healthcare for all women, men, children and adolescents.

Facilitate the expansion of the MCH Quality of Care Improvement (QoC/Ql) Collaborative (MANICARE) to include all
district hospitals.

Facilitate the implementation of MPDSR, and strengthen regional notification and reviews.
Develop national safe-, and post-abortion care guidelines.

Facilitate the finalisation and implementation of the ANC, intrapartum, PNC and newborn care guidelines.

5.1.3 Increasing coverageand equity of costeffective interventions

TheWHO 2022Reporton UHC revealedhatinequitiesin servicecoveragda measure

of the uptake and use of needed health services) is on an upward trend in the African
region.However,thelargestimprovemenis in servicesaddressingnfectiousdiseases,
comparedo thoseaddressindNCDsandRNMCAH. ServicedargetingNCDshavethe

lowest improvement.

Moreover, within programme areas, the report further highlighted deepening
inequalities in service utilisation in surveyed countries. For instance, the data shows
variation of 24 index points between the highest and lowest population groups for the
RMNCAH&N subindex score.

282912030

TABLE 13: Strategic activities for increasing coverage and equity of cost-effective interventions

Strategic Activities

Finalise and implement the essential health service package for enabling individuals and communities to have equitable
access to quality essential health services without suffering financial hardship.

Prioritise high burdened regions or those with poor performance to implement targeted RMNCAH&N interventions
towards improved national indicators.

Interventions should address the 2 dimensions of continuum of care:
Life course and community to health facility, and
Capacity strengthening at national and regional levels.

NATIONAL RMNCAH&N STRATEGY 2025/2026 -



NATIONAL RMNCAH&N STRATEGY 2025/2026 - 2029/2030

5.1.4 Improve the funding for, and costefficiencies of public health and
RMNCAHN programming

Refocusing investment on the greatest burden of deaths and disability will result in real
change f or wo menos and chil dr enoés heal
childbirth and the first month of life is the smartest investment, with a quadrupta:ret
saving mothers and newborns, preventing stillbirths, reducing disabilities, and paving
the way for optimal child development and lifelong health and-bithg.

Despit e Nami bi ads commendabl e over all
approximates the Abuja Declaration 15%, there are significant gaps with regards to the
funding of the public health sector.In addition, most of the programmeareas of
RMNCAH&N have not attracted sufficient funding by the government, and have relied
more on donor support, which is increasingly dwindling. Some RMNCAH&N
programme areas do not have a dedicated budget line in the budget. The country should
thereforeaim to allocate suf@ient domestic and international resources to strengthen
health systems, and implement plans for improving maternal and neonatal survival and
health, and for preventing stillbirths. Improving equitable access to RMNCAH&N
services,quality of services,humanresourcescapacity, other strategies, andey
activitiesfor achievingthegoalsandobjectivesof this Plandemandncreased funding.
Concomitantly, there is the need to improve @ffitiency of programming irthe
healthsectorto getii m o hhrea&lthfor them o n eandwijth greateffocuson high impact
interventions, accountability, and casitimising approaches, particularly in the face

of national economic challenges.

TABLE 14: Strategic activities to improve the funding for, and cost-efficiencies of public health and
RMNCAH&N programming

Strategic Activities

Identify and implement innovative approaches to improve health and RMNCAH&N funding nationally.

Advocate for budget lines for each key RMNCAH&N area, and commitment of budget to each RMNCAH&N related
budget line.

Develop and strengthen partnerships and coordination of MHSS with other Offices, Ministries and Agencies (OMAS),
health development partners and the private sector i both non-, and for-profit i to increase funding outputs for
RMNCAH&N.

Promote an evidence-based approach, high impact interventions, and promote cost-efficiencies of public health and
RMNCAH&N programming

Joint planning, implementation, monitoring and evaluation among health sector partners and units.

Strengthen mechanisms for accountability regarding RMNCAH&N resources, and roles and responsibilities of
stakeholders.

Advocate for increased funding towards RMNCAH&N, including domestic resource mobilisation.

5.1.5 Strengthenthe logisticsmanagementystemsor RMNCAH&N
commodities

Lifesaving commodities including essential drugs for maternal and neonatal care,
vaccines, contraceptives, and relevant laboratory matériate critical to providing

high quality services that effectively respond to the health needs of clients hmieet t
expectations, as well as produce the desired health effect. In this respect, current
challenges with the commodity logistic management system resulting in non
availability or inadequacy of commodities and supplies need to be addressed.
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TABLE 15: Strategic activitiesfor strengthening the logistics management systems for RMNCAH&N
commodities

Strategic Activities

Review the logistic management system for improved performance.

Finalise the Inventory Gap analysis report on cold chain storage system for vaccines, and address the gaps.

Update the National Essential Medicine list to include omitted lifesaving commodities and products.

Ensure timely procurement, equitable distribution and access, appropriate use and maintenance of essential medical
commodities and products (equipment, technologies and diagnostics) to facilitate the delivery of high-quality, affordable
maternal and newborn care, including care to prevent stillbirths.

A standard package of commodities for Essential Health Services that include Essential Newborn & Small and Sick
Newborn Care should be integrated into the budget allocation.

Strengthen implementation of the quantification process by Central Medical Store as well as advocate for essential
maternal and newborn care equipment for regions (fetoscope/dopplers, ambubags, fetal monitors etc.).

5.1.6 Strengthen partnerships with community structures and systems

Community engagement is an important process towards ensuring ownership at the
local level and sustainability of efforts and results. In this regard, the inclusion of social,
behaviouraland community engagemenimechanismsand tools are crucial. The
individual and households are nested in the community system and its dynamics, and
their healthbehavioris greatlyinfluencedby thecommunity. Thecommunitystructure,
including leadership systems, faitased institutions, and CBOs are potentially great
allies in expanding access to health services and delivering critical services, including
home visits, promotion of key child health household practices,jgioovof peetto-

peer and psychosocial support, tracking and responding to abuse of ¢lsiédnesl and
gendefbasedsiolence,monitoringuptakeof servicesandensuringaccountability with
regards to health outcomes, including maternal and perinatal mortality.

TABLE 16: Strategic activities to strengthen partnership with community structures and systems

Strategic Activities

Actively engage community leaders, religious leaders and other key stakeholders to promote the participation of women
and diverse groups in RMNCAH&N committees, and to engage in dialogue on mechanisms for improving the health of
women, children and adolescents at the local level.

Consistently involve community stakeholders in the development, implementation and monitoring and evaluation of
health-related plans and actions.

Enhance gender equality in community health systems, for example through provision of training and stipends for CHWs.

Strengthen structures at the community level for including involvement of women-led and diverse CBOs in RMNCAH&N
plans and actions.

Intensify social mobilisation at the community level for key RMNCAH&N issues such as breastfeeding, and adolescent
health.

NATIONAL RMNCAH&N STRATEGY 2025/2026 - 2029/2030
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5.1.7 Improve multisectoral engagementand collaboration

Healthis ultimatelybestservedusinga multisectorabpproachandseverabthersectorsalso
contributesignificantlyto optimalRMNCAH&N outcomesTheschoolsystemfor example

is critical to adolescenhealthasa costeffectiveplatformfor sexualityeducationscreening
and detection of healgoroblems, and provision of healtblatedservicesncluding WASH
interventions, and mental health and wellness support services. Broadcast, digital and g
mediaareessentiabcrossall RMNCAH&N domainsfor improving healthinformationand
education, and as a voice for accountability, while the Ministry of Gender and NAMPOI
among others, are potent partners in addressing the issue of sexual andbgeader
violence.

TABLE 17: Strategic activities to improve multisectoral engagement and collaboration

Strategic Activities

Establish and strengthen existing platforms for multisectoral dialogue, joint planning, implementation and monitoring of
results.

Establish new partnerships and develop framework for more result-oriented public-private-partnerships, and enhanced
engagement of the private sector in health partnerships and programmes.

Strengthen multisectoral coordination and accountability structure.

5.1.8 Improve data generationand utilisation for programming and
accountability

Data systems, and the evidence they generate, are strategic to effective decision
making, monitoring of progress and equity in programme implementation, and
assessingesults achieved.There is a needto strengthendata systemsto ensure

that they satisfactorily address all elementBREINCAH&N, including appropriate age
specifications in data collection instruments and processes. Data should also be
disaggregated by age, gendeagcial, and geographic factors, to facilitate adequate
focuson constituengroups.Theentirespectrunof thedatasystemshouldbe assessed

to ensure the timely generation and dissemination of high quality and reliable data, with
high a degree oftoverage and completion. A thriving culture of data demand,
dissemination, and utilisation in decisiomaking needs to be vigorously cultivated and
promoted to improve programming, and to drive accountability.
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TABLE 18: Strategic activities to improve data generation and utilisation for programming and
accountability

Strategic Activities

Strengthen the use of routine health facility data between long waiting intervals, and retrieval of data from population-
based surveys like NDHS to improve monitoring, programming and accountability for RMNCAH&N.

Review health facility registers and the monthly summary form for DHIS 2 to ensure that they adequately capture
data for monitoring globally agreed and country relevant indicators, for programming and progress monitoring for
RMNCAH&N.

Ensure that the key indicators for all areas of RMNCAH&N, particular areas where there are significant gaps, are
incorporated into NDHS.

Explore the potential for conducting Multiple Cluster Indicator Surveys about mid-way in the periodicity of the NDHS to
improve the monitoring of population-level results and impact indicators.

Promote research, including epidemiological, operations, and implementation research, as well as strengthen
monitoring and evaluation for improved assessment of efforts and outcomes, and contribute to the functioning of data
systems.

Promote data demand by health planners, community leaders and other stakeholders, and the use of data for planning
and accountability at all levels.

Strengthen the mechanism for data quality assurance and public dissemination of results, including increasing use of
online sources.

Publish annual report on the state of implementation of this Strategic Plan and the status of wo me nodtsi, | dan@ n 6 s
adol eshealth.t s o

Harmonise data generated from different data capturing systems to improve accuracy and completeness.
Disaggregate data to expose health inequalities and those being left behind, to achieve UHC.

Institute national and regional accountability processes for periodic review and monitoring of progress towards agreed
national targets, through annual review and planning meetings with regions.

Introduce scorecards for accountability, including the development and implementation of accountability mechanisms to
improve newborn health and prevent stillbirths.

MPDSR processes need reinforcement at all levels of RMNCAH&N care.
Revival of MNH TWGs and sub-committees to strengthen QI for maternal and newborn health.

Facilitate the alignment of data capturing and reporting systems with data collection tools (linked to ENAP & EPMM
milestones and key indicators in RMNCAH&N.

Improve civil registration and vital statistics (CRVS) e-Noatification of births and deaths, for data accuracy and Medical
Certificates of Cause of Death (MCCD) completion.
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5.1.9 Improve research,innovation and knowledgemanagement
Locally generated data and using emerging evidence, including knowledge exchange,

is key to improving maternal and newborn health and survival and to end preventable
stillbirths.

TABLE 19: Strategic actions for research, innovation and knowledge management

Strategic Activities

Advocate and collaborate with MHSS Research Division to conduct research around RMNCAH&N.

Identify and gather innovations, and indigenous knowledge management and practices aimed at improving RMNCAH&N.
Develop a repository for RMNCAH&N-related information.

More specifically, based on the analysis of the available data from desk and literature reviews, the following areas need
continuous research and evaluation:

Explore the most successful strategies for improving the quality of care provided by health workers.
Investigate the underlying factors to perinatal mortality in Namibia disaggregated by region.

Elucidate the patterns and prevalence of cervical cancer in the country.

Investigate bottlenecks in data collection, analysis and review processes at different administrative levels for
RMNCAH&N programming and monitoring.

Determine the prevalence of malnutrition especially in U5s and pregnant women per region.

Strengthen multilateral collaboration with training institutions, as well as both public and private healthcare institutions
forimplementation of the research agenda.

Use findings from evidence-based studies to inform policy and practice, and to ultimately reduce preventable maternal
and neonatal morbidities and mortality.

5.1.10 Strengthenresponseand resilience

Given emerging diseases, recurrences of pandemics, increase in Blcibsmic
fluctuation, climate change and increase in humanitarian situations, it is vital to put
plans in place which support the most efficient strategies aimed at building back, or
rebuilding the healthcare system.

TABLE 20: Strategic activities for response and resilience

Strategic Activities

Build resilient health systems to better prepare, respond and mitigate impact of current and future health emergencies.
Promote self-care interventions as well as development of, and training on, Minimum Initial Service Package (MISP).

Review the existing emergency preparedness and response plan to include RMNCAH&N interventions with a
coordinated mechanism for its implementation, ensuring procurement of emergency supplies and monitoring survival
and health outcomes.

Review and strengthen national emergency strategic plan to mitigate the impact of climate change and disease
outbreak.

Strengthen coordination with private companies and stakeholders for better emergency preparedness efforts.
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5.1.11 Reducematernal mortality

Obstetric haemorrhage, hypertensive disorders, pregnancies with abortive outcomes,
and pregnancyrelatedinfectionsremainthe leadingcausesof direct maternal deaths

in the country. MHSS is committed to accelerate efforts in the reduction of maternal,
newbornand child morbidity and mortality through implementationof a minimum
package of maternal, neonatal, child and adolescent health and family planning
services, with the aim to improve mother and child health outcomes. The RMNCAH&N
Strategy aims to promote and safeguard the wellbeing of patients and healthcare
workers by ensuring that appropriate policies and guidelines arplaice, and
consistently implemented at all levels of the healthcare system.

TABLE 21: Strategic activities to reduce maternal mortality

Strategic Activities

Strengthen supply chain management for reproductive health commodities and essential equipment.

Increase access to contraception to help prevent unintended pregnancies and reduce the need for unsafe abortions,
through improving education on contraceptive methods and their availability.

Strengthen the capacity of HCWs in providing RMNCAH&N services.

Strengthen community support systems in responding to sociocultural and religious and harmful practices that
negatively impact RMNCAH&N. Support the process to finalise the enactment of the legal framework for traditional
health practice.

Provide comprehensive life skills-based education and disease prevention to help adolescents and young adults make
informed decisions about sexual activity and contraception, and ultimately reduce unintended pregnancies.

Standardise RMNCAH&N quality improvement initiatives and scale up high impact interventions.

Strengthen prevention and management of communicable and non-communicable diseases contributing to maternal
mortality.

Reduce stigma surrounding abortion. Legal restrictions and lack of information surrounding abortion prevents women
from seeking safe abortion services, leading them to turn to unsafe methods. Addressing this stigma through education
and public awareness campaigns can help reduce the risk of unsafe abortion.

Improve post-abortion care services to reduce the risk of complications from unsafe abortions by ensuring access to
health facilities, and training of healthcare providers on provision of effective post-abortion care services.

Increase empowerment of women by providing education, access to job creating opportunities, and other resources to
give women greater control over their lives and their reproductive health decisions.

Address societal issues such as poverty, gender inequality, and lack of access to education and healthcare to help
reduce the incidence of unintended pregnancies and unsafe abortions.
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5.1.12 Targeted neonatal, infantand child health programming

Despite the reduction in mortality rates amongst the age gidupdgars from 26 to 10
deaths per 1,000 live births (19902021), subSaharan Africa has the highddb
mortality rates. Globally, the causes of death amongst this age group include NCDs,
drowning, HIV and AIDS, injuries, and Respiratory Tract Infection (RTI), amongst
others.

TABLE 22: Strategic activities for neonatal, infant and child health programming for the 0-5 age group

Strategic Activities

Conduct analysis of the evidence for priority interventions that address the major causes of mortality, morbidity and
determinants of health and wellbeing in children U5.

Promote delivery strategies and platforms for scaling up evidence-based interventions for children aged 0-5 years in the
context of UHC.

Develop enabling policies and intersectoral actions that enable implementation of cost-effective interventions.

Targeted interventions on IMNCI including cIMNCI.

Support the implementation of the Integrated Early Childhood Development (IECD) policy.

Strengthen competency-based training and skills of HCWs.

Strengthen Immunisation against Vaccine Preventable Diseases (VPDs) and ensure sustainable supply and delivery of
vaccines, and cold chain equipment.

5.1.13 Targeted interventions for adolescent sexual reproductive health
and rights

Adolescencés auniquestageof humandevelopmenandanimportanttime for laying
thefoundationsof goodhealth,thusneedingspecialattentionin nationaldevelopment
policies,programmesandplans.The strategicactionsareintendedto promoteoverall
health and wellbeing of adolescentsto reducemorbidity and mortality. According

to the WHO Global Health Estimates of 2021, the main causes of mortality among
younger adolescents were HIV/ and AIDS, TB, Lower Respiratory Tract Infections, road
injury and drowning.

TABLE 23: Strategic activities for adolescent health

Strategic Activities

Support the Ministry of Education and other stakeholders to operationalise the Integrated School Health and Safety
policy and prevention of Learner Pregnancy and Management Policy.

Strengthen integration and multisectoral collaboration for adolescent evidence-based health interventions.
Build the capacity of HCWSs to provide adolescent-friendly SRH services, including maternal health care.
Develop and implement innovative strategies to reach out-of-school, and the most vulnerable adolescents.

-



5.1.14 Improve detection, prevention and management of sexual and
genderbased violence

Violence against women and girls constitutes a profound violation of hairan

rights, often remaining concealed, stigmatised, and inadequately recognised by health
professionals and other service providers. In Namibia, despite the existence of a
comprehensiveolicy andlegalframework,womenandgirls continueto faceviolence
throughout various stages of their lives, whether at home, in schools, or within their
communitiesGlobally,andin Namibia,onein threewomenexperienceghysicaland/or

sexual violence, with most cases perpetrated by intimate partners. Notably idamib
women continue to experience violence during pregnancy, and a significant noimber
cases go unreported. Strategic actions are aimed at prevention and management of GBV
and Intimate Partner Violence (IPV).

TABLE 24: Strategic activities to improve detection, prevention and management of SGBV

Strategic Activities
Scale-up GBV services including services for Violence Against Children (VAC) and adolescents.

Promote multisectoral collaboration and community engagement on GBV.

Include GBV care/management in the pre- and in-service training curriculum of HCWs.

Create awareness about reproductive health, VAC and GBV.

Provide appropriate services for those who have undergone early childhood marriages and harmful cultural practices.
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CHAPTER 6

6.Introduction

s Chapter 6 outlines the implementation and coordination framework
essential for delivering the RMNCAH&N Strategy in Namibia. It highlights a
multitiered structure involving national, regional, district, and community levels

to ensure integrated, equitable, and efficient execution of programmes. Strong
partnerships across government units, development partners, and communities will
drive coordinated action and accountability. The need for costed annual work plans,
clearr ol e s , and robust governance to achi eve

6.1 Implementation and Coordination Framework

This Strategid”lanbringstogethemprogrammeshataredomiciledin differentunits
anddepartments within MHSS in the national interest of improving the health and
well-beingof women ,childrenandadolescents acosteffectiveandefficientmanner.

In the implementation of the Plan, each unit, and department will continue to play
their role in line with specified national mandates, leveraging on partnerships with
stakeholders including line ministries, development and implementing partners, as
well as community and service recipients. To operationalise the strategy, annual work
plansmustbedevelopedtnationalandregionallevelsby programmerea(for each

of thel4regions)thatwill contributeto theachievemenof thegoals,objectivesand
targetsin this context,a strongpartnershipandcoordinationframeworkis required

for success.

6.1.1 National level

National SteeringCommittee

The NationalSteeringCommitteeprovidedfor in the 2013 NationalPolicy on Sexual,
Reproductive, and Child Health (SRCH) shall the Steering Committee for this
Strategy and shall be formally referred to hereafter as the Integrated RMNCAH&N
(IRMNCAH&N) National Steering Committee. The membership of the committee
shall be genderand stakeholder representative to promote equity gexder
responsiveness. The Committee will provide strategic direction and overall policy
guidance for the implementation of this Strategy. The roles and responsibilities are a
definedin theNationalPolicy on Sexual ReproductiveandChild Health.TheMinister

(or designate) will serve as the Chair of the Committee, with the Executive Director
(formerly Permanent Secretary or designate) as the Deputy. The Directorate of PH
will serve as the secretariat.

GY 202%/2026 - 2029/2030

National Technical Working Group

The Technical Committee specified in the 2013 National Policy on SRCH willbew
known as the IRMNCAH&N Technical Working Group (TWG). The roles and
responsibilitief the TWG areoutlinedin the Policy. Broadly,the TWG will articulate

the technical strategic technical guidance in line with the overall policy direction
speci fi ed by t he Nati onal Steering Co
implementatiordimensiorof thepolicy guidancagivenby the SteeringCommitteeand
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provide general guidance to the implementation to be carried out by each programme
area. The TWG will serve as the clearing house for Programme Managers and the
fulcrum for the integration of implementation ideas and plans. The Deputy Executive
Director(formerly DeputyPermanenecretaryshallbethe Chairof the TWG andthe
Director,PHCdirectorwill behis/herDeputy.The Departmenof Family Healthin the

PHC Directorate will serve as the secretariat for the implementation of partnership at
the natiamal level.

6.1.2 Regionaland district levels

The Regional RCH Committee specified in the 2013 National Policy on SRCH wiill
henceforth be the Regional Integrated RMNCAH&N Committee and will perform the
rolesspecifiedin thePolicyin this contextfor theregion. TheRegionalDirectorwill be

the Chair of the Committee. The District equivalent will similarly serve in the manner
describedor theregionwith respecto the District. The headof the District Teamwill

head the District IMNCAH Committee.

6.1.3 Community level

Thecommunityhealthsystemconstitutesa critical partof the systemdor healthin the
contextof this Strategy andstrengtheninghe communityhealthsystem jncluding

the operations of CHWSs, arsdipporting other community healtlecision organs,

is animportantelementwithin theframeworkof strategymplementationAt every
community level (village/settlement), a Community Health (IRMNCAH&N) Committee/
Village Health Committee shall be established in consultation with the community
leadership, and the committee will have as part of its membership a representative
of the community chief or leader, CHW, women leaders in the community, (or
representativesfdhe community women), a youth representative, and any other
community influencers.

The Clinic Health Committee will be comprised of the head of the government health
facility in the community,the headsof a secondaryand a primary schoolin the
community,andrepresentativef CHWSs,aswell asreligiousandtraditionalleaders.
TheCommitteewill meeteverytwo monthsandmakeinputsto thedeliberationsat

the district level through its reports and submissions, and interact with the District
CommitteephysicallywherenecessaryThe committeewill providelocal contexts

into programmingeffortsto ensurehatthe programmemplementatiorresponsés
appropriateo thelocal context,andis culturally sensitive Thecommitteemembers

shall also serve as a structure to promote community participation and involvement in
theimplementatiorof thestrategy aswell aspromotecommunityownershipof the
varioushealthprogrammesk-urthermorethe communitycommitteewill serveasa

local accountability mechanism.

6.1.4 Implementation framework in summary

The RMNCAH&N Framework shall be implemented over a-fpear period at national,
regional and district levels, and annual work plans should be developed to implement
the key actions and interventions. The implementation of this Plan will require
harmonised and integrated actions by MHSS and other line ministries, regional and
district managementeams,partnerorganisationsand community structures.




MHSS will provide leadership in implementing the plan, but will do so basddeon
principlesof partnershigandcollaboration At nationallevel, costedannualork plans

shall be developed jointly by MHSS and implementing partners (other government
agenciesUN partnerscivil societyandNGOsandvariousprivatesectors)focusedon
thekeyprogrammesSRH, nutrition,adolescentd11S, MCH, HIV andAIDS, amongst
others.

This Plan will subsequently be operationalised through annual work plans which will
bedevelopedy regionsanddistrictsin alignmentwith achievingthe objectivesof the
2026/262029/30RMNCAHN&N Strategy.

Risks and challenges

Major risks and challenges to successful execution of the strategy include: the health
sector 0s dependence o n -thaemental pkercentaga ofi n g ;
Governmentoudgetspendingon health,aswell as misalignmentof partnerfunding

to global declarations and cooperation frameworks/plans within the Ministry.
Inefficiencies including adopting a silo approach in programme implementation can
potentially pose risks to the successful implementation of this Strategy. National,
regional and global palemics also remain a risk.

To overcomeor mitigatetheserisksandchallengesMHSSandpartnerswill strengthen
andsustaimadvocacyor investingin women,c hi | camde dd 6 b e frealthfiort s 6
N a mi bsocelédnsleconomiadevelopmenthroughouthelifetime of the Strategy.

The implementation of these programme services through an integrated approach will
contributeto the maximisatiornof resourcautilisationandefficiencies.

Moreover,attheregionalanddistrictlevels,therelevantMHSS managemerdtructures
shall provide leadership and stewardship roles.
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CHAPTER /

7.Introduction

I Chapter 7 sets out the monitoring, evaluation, research, and
accountability framework essential for tracking progress in implementire
RMNCAH&N Strategylt outlinesaresultsorientedapproachithatemphasisesegular

data collection, evidendeased decisiomaking, anadcontinuous learning. The chapter
highlights mechanisms for periodic reviews, national performance indicators, and
gendefresponsive research to inform programming. Together, these effortdoaim
promote transparency, improve service delivery, and ensure accountability for the
health and welbeing of women, children, and adolescents in Namibia.

7.1 Monitoring and Evaluation, Research and Performance
Indicators and Accountability Framework

The monitoring and evaluation framework for this Strategy embodies regular
monitoring activities, periodic evaluation, and research activities that will take place
intermittently in the lifespan as needed. The monitoring and evaluation proogefl as

as related research are intrinsic parts of the data systems that can contribute to improved
accountability, which is one of the underlying principles of this Strategy.
Accountability encompasses three interrelated ideas: monitoring, review and action.
Strengtlening the national health management information system and the alageall
system, as well as improving national capacity to monitor and evaluate are fundamental
to improvingaccountabilityfor RMNCAH&N.

7.1.1 Monitoring and evaluation process

Monitoring of activities shall take place regularly and at every levehture that
the implementation of the plan is on track, and to allow for corrective actions and
adjustments of the plans when necessary. The National TWG shall meet at least twic
ayearto specificallyreviewimplementatiormreports,andthe progresdeingmade as
well asnewtechnicalimpetusthatmaybenecessaryThereportswill culminatein
anAnnualJointReviewProcesdhatwill involve stakeholdersatvariouslevelsaswell
asrepresentativesf internationadevelopmenpartnersto reporton progres=of the
stateof women,c h i | damdadoléssenthealthin Namibia.

- 2029/26B0

A mid-term review shall be conducted in 2028, and anarérm evaluation will be
conducted at the end of theyBar period of the Plan in 2030. The atéatm review will
provide an opportunity to review progress made, and the associated factors; and r
strategisefor the secondhalf of the Strategyperiod.Additionally, routinecollection of
facility data for programming shall be strengthened, and a quarterly review of data an
data triangulation introduced.
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7.1.2 Research

Research shall be a critical part of the implementation agenda for this Planlland
complementthe monitoring and evaluationprocess.Researchwill also provide
opportunitiesfor innovation,for examplejn termsof developingandapplyingnew
implementation approaches, and evaluating them for scaling up. As such,-gender
sensitive and gendeesponsive research will be actively promoted to infamnen
developmentimplementationmonitoringandevaluationof healthpromotionpolicies
andprogrammesandintegratedacrossall levels.Efforts will incorporatebothexisting
andongoingresearclactivities,aswell asnewresearclactivities.

An annual National Research RMNCAH&N Agenda will be developed following the
AnnualJointReview:theresearchmaybediversein naturejncludingepidemiological,
basic, operational,and implementationscience,as the need arises. Such research

will be funded by the government and its partners to improve understanding of the
RMNCAH&N situation and the health status of women, children, and adolescents in
Namibia,andclearlyidentify associatedactors.Researcltanalsoafford stakeholders

the opportunityto evaluatemplementatiorstrategiesandapproache$or their impact,
costeffectiveness and other outcomes, as well as to analyse policy implementation and
effectiveness. The government will also invest in building the research dcepaxdit
relevant health workers to strengthen their critical thinking skills, appreciate and
facilitate the application of evidence to their work, and incorporate relevant research
elements, for example, operational research into theirtaldgay activities for
improved outcome.

7.1.3 Performance indicators

The following core indicators for monitoring the implementation of the Strategy are
consistenwith therecentGlobalReference.ist of Healthindicatorswhich categorizes

each indicator into one of the four domains: health status, risk factor, coverage, or health
systems (Table 23). These indicators are also aligned with the SDG indi¢héors,
Global Strategyfor Wo me nGhsi,| dandeAdobescentHealth,and the ENAP and
EPMM fr amewor ks. They further refl ect
prioritieswhichwill bemonitoredregularlyandreportednwith respecto RMNCAH&N.

Table 25 on the following pages presents the core indicators for monitoring the
implementation of the Strategy.

t



TABLE 25: Core indicators for monitoring implementation of the Strategy

Year 3 Year 5
INDICATORS FOCAL Baseline Year 1 Year 2 (Mid Term Year 4 (End Term
GROUPS 2024/2025| 2025-2026 | 2026-2027 | Review) |2028-2029 | Review)
2027-2028 2029/2030
OUTCOME
('\ggtggnfllm‘;‘im rf?;:‘) Mothers 10%)3(%0 101028/00 101005/00 103%00 103%00 10800/00
MMEIG 2025) : : : : : :
Neonatal mortality rate
(SDG 3.2.2) (baseline from Newborn 24/1,000 | 21/1,000 | 18/1,000 | 16/1,000 | 13/1,000 | 10/1,000
UNGME 2025)
Stillbirth rate
(disaggregated by fresh Newborn 17/1,000 | 15/1,000 | 13/1,000 | 11/1,000 10/1,000 | 9/1,000
and macerated)
Infant mortality rate Infants 14/1,000 13/1,000 12/1,000 11/1,000 10/1,000 | 9/11,000
U5 mortality rate (SDG
3.2.1) (Baseline from Children 41/1,000 | 38/1,000 | 35/1,000 | 31/1,000 | 28/1,000 | 25/1,000
UNGME 2025)
Mortalty rate (0-9 age Children 19 15 12 95 75 6
group)
Adolescent mortality rate | oo conts | 375 29.4 23 18 14 1
(10-14 age group)
Adolescent mortality rate Adolescents 75 5 4 3 204 5
(15-19 age group)
Total fertility rate (births per Women of
b P reproductive 37 3.6 35 3.2 3.0 2.9
woman)
age
Adolescent birth rate per
1000women inthatage | ), 0cconis | 03 0.28 0.27 0.25 0.23 0.21
group [disaggregated also
by (10- 14, 15-19] (SDG 3.7.2)
Prevalence of LBWY and Children 10% 10% 9.8% 9.5% 9.0% 85 %
small for gestational age
Prevalence of stunting in . o 0 0 0 0 0
US children (SDG 2.2.1) Children 29.5% 27% 25% 22% 20% 17.5%
Prevalence of wasting in . 0 0 0 0 0 0
US children (SDG 2.2.2) Children 6.7% 6.2% 5.5% 5.3% 5.0% 4%
Prevalence of overweight . 0 0 0 0 0 0
in US children (SDG 2.2.2) Children 2.2% 2.0% 1.8% 1.7% 1.6% 1.5%
Prevalence of anemia in Adolescents | 19% 17% 15% 13% 12% 11%
girls aged 15-19.

DATA SOURCES: Routine Health Information System (RHIS), HMIS, data from supervisory visits, surveys, DHICS, DHIS2,

MICS, NDHS
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TABLE 25: Core indicators for monitoring implementation of the Strategy (contd.)

INDICATORS

HIV PMTCT: MTCT rate

FOCAL
GROUPS

Mothers

Baseline
2024/2025

OUTPUT INDICATORS

1.3%

Year 1
2025-2026

1.2%

Year 2
2026-2027

1%

Year 3
(Mid Term
Review)
2027-2028

0.8%

Year 4
2028-2029

0.7%

Year 5
(End Term
Review)
2029/2030

0.6%

Proportion of infants who
were breastfed within the
first hour of birth

Infants

83.5%

86%

90%

95%

4.5%

4%

Percentage of infants
<6 months who are fed
exclusively with breast milk

Infants

60%

65%

75%

8%

7%

5%

Proportion of females
(15-49 years) subjected to
physical violence in the last
12 months.

Women,
Adolescents

13.8%

12%

10%

9%

%

4%

Proportion of adolescent
girls (15-19 years) subjected
to sexual violence in the
last 12 months.

Adolescents

4.5%

4%

3.5%

3%

2.5%

1.5%

Proportion of women
and girls aged 15-49
years subjected to sexual
violence in the last 12
months.

Women,
Adolescents

3.7%

3.5%

3%

2%

1.5%

1.2%

Percentage of women aged
20-24 who were married
or in a union before age 18
(SDG5.3.1)

Adolescents

8.5%

8%

%

6%

5%

4%

Facility-based childbirths
with a skilled birth
attendant (SDG 3.1.2)

Women

88%

90%

92%

96%

98%

99%

Pregnant women with ANC
contacts during the 1st
trimester (before 24 weeks)

Women

41%

44 %

49 %

54%

59%

64%

Proportion of women with
8 or more Antenatal Care
contacts

Women

64.2%
(3 or more)

70%
(4 or more)

80%
(4 or more)

90%
(4 or more)

95%
(4 or more)

98%
(4 or more)

Proportion of women and
neonates Early Routine
Postnatal follow-up care
(within 2 days)

Women and
Neonates

71.9%

75%

80%

85%

90%

95%

Caesarean section rate

Women

15%

15%

15%

15%

15%

15%

Proportion of pregnant
women (15-49 years) tested
for HIV

Proportion of population
covered by Emergency
Obstetric Care (EmONC)
health facilities within 2
hours of travel time

Women

Women and
Children

99.5%

1 for
500 000
population

100%

20%

100%

40%

100%

60%

100%

80%

100%

100%
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& 6 weeks after childbirth

Year 3 Year 5
INDICATORS FOCAL Baseline Year 1 Year 2 (Mid Term Year 4 (End Term
GROUPS 2024/2025| 2025-2026 | 2026-2027 | Review) | 2028-2029 | Review)
2027-2028 2029/2030
OUTPUT INDICATORS
HIV PMTCT Women and 1% 0.5% 0.3% 0.2% 0.1% <0.1%
Children
Newborn Vaccination Increase | Increase
coverage [EPI] (SDG 3.b.1) Neonates 80% 85% 90% 95% uptake by | uptake by
g o 60% 80%
Contracentive prevalence Women and No Increase | Increase | Increase | Increase | Increase
rate Pvep Adolescents baseline uptake by | uptakeby | uptakeby | uptake by | uptake by
data 25% 35% 50% 60% 80%
Care-seeking for symptoms No Increase | Increase | Increase Increase Increase
of neumo?ﬂa ymp Children baseline uptake by | uptakeby | uptakeby | coverage coverage
P data 25% 35% 50% by 90% by 100%
Coverage of diartheal No Increase Increase Increase
treatmgn t Children baseline coverage coverage coverage 92% 95%
data by 50% by 60% by 75%
Vitamin A supplementation | 0 79 % 82 % 85 % 90 % 100% 100%
coverage
Proportion of facilities
providing ENC including Neonates No data 100% 100% 100% 100% 100%
skin-to skin-approach
Proportion of infants who
were initiated prophylactic Neonates 99% 100% 100% 100% 90% 95%
ART for HEB
Proportion of facilities
(hospitals) providing KMC Neonates 70% 75% 80% 85% 98% 100%
for management of LBW
babies nationally
Proportion of HF
implementing e-birth Women and 0
notification system (SDG Neonates 36 36 36 38 42 45%
16.9.1)
Proportion of women in
preterm labor receiving at | Women and 90% 92% 94% 95% 80% 90%
least one dose of antenatal Neonates
corticosteroids
Proportion of pregnant
women receiving
magnesium sulfate and Women and Increase by 0 0 0 0
antibiotic prophylaxis Neonates 50% 60% 0% 100% 100%
for improved neonatal
outcomes
Early routine PNC contact Women and
at HFs on Day 3, Days 7-14 Neonates Data N/A 70% 80% 85% 90% 95%

/ f
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TABLE 25: Core indicators for monitoring implementation of the Strategy (contd.)

INDICATORS

Proportion of HF
implementing prevention
and management of
childhood illnesses (IMNCI)
(malaria, pneumonia, TB
and diarrhea)

FOCAL
GROUPS

Children

Baseline
2024/2025

OUTPUT INDICATORS

100%

Year 1
2025-2026

100%

Year 2
2026-2027

100%

Year 3
(Mid Term
Review)
2027-2028

100%

Year 4
2028-2029

100%

Year 5
(End Term
Review)
2029/2030

100%

Pediatric ARV coverage

Neonates

90%

95%

95%

97%

98%

98%

Proportion of U5
children who slept under
insecticide-treated
nets (ITNs) for malaria
prevention

Children

8%

25%

50%

75%

90%

100%

Proportion of facilities
introducing system for
monitoring MR for children
5 -9 years per 1000 (for
facilitation of programming
for this age group in future)

Children

No
baseline

28%

35%

50%

70%

80 %

HIV PMTCT: Maternal ART
coverage

Mothers

97%

98%

99%

99%

99.5%

100%

Proportion of schools with
Integrated CSE curricula

Adolescents

10%

20%

30%

40%

50%

60%

Proportion of facilities
providing health promotion
programmes and BCC
initiatives e.g., radio
dramasandiedut ai
interventions

Adolescents

No
baseline
data

60%

70 %

80%

90%

95%

Proportion of facilities
offering AFHS with
integrated RMNCAH&N-
related services

Adolescents

N/A

100%

100%

100%

100%

100%

Percentage of women of
reproductive age (15-49)
satisfied need for FP with
modern methods

Women and
Adolescents

80%

85%

90%

95%

100%

100%

Proportion of HFs
introducing psychosocial
assessment with HEADSSS
(Home, Education and
Employment, Activities,
Drugs, Sexuality, Suicide/
Depression)

Adolescents

No data

10%

20%

30%

40%

50%
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Year 3 Year 5
INDICATORS FOCAL Baseline Year 1 Year 2 (Mid Term Year 4 (End Term
GROUPS 2024/2025| 2025-2026 | 2026-2027 | Review) | 2028-2029 | Review)
2027-2028 2029/2030
OUTPUT INDICATORS
Routine HPV vaccination No
Adolescents baseline 50% 60% 70% 80% 90%
coverage
data
Proportion of HFs offering
integrated management Women and 0 0 0 0 0
of RMNCAH&N, and Adolescents N/A 100% 100% 100% 100% 100%
communicable & NCDs
Proportion of higher
learning institutions Women and
introducing VIA, cervical N/A 50% 70% 80% 90% 100%
. . Adolescents
cancer screening & LARC in
curricula
Proportion of HFs with
SRH refresher trainings Women and
conducted for health care N/A 50% 70% 80% 90% 100%
. o Adolescents
providers (2 trainings per
region, per year)
Proportion of PHC facilities Women and
with integrated SRHR/HIV/ N/A 50% 70% 80% 90% 100%
Adolescents
GBV
Proportion of adolescent
girls (15-19 years) screened | Adolescents 94.4% 95% 96% 97% 98% 100%
for HIV
Proportion of pregnant
women (15-49 years) Mothersand | g 5y, 95% 96% 97% 98% 100%
Adolescents
screened for HIV
Number of sick and small
. No
newborn care units at Children baseline Increase by | Increase by | Increase by | Increase by 75
district and referral level 30% 40% 50% 60%
. data
hospitals
Proportion of quarterly
maternal/perinatal death Women and Nq
. ) baseline 50% 60% 70% 80% 90%
review meetings reports Neonates data
per year
Regions reporting monthly
number of maternal deaths Women and 8/14 14 14 14 14 14
. Neonates
to the national level
HFs providing Basic Women and 28
Emergency Obstetric Care children 0 6 10 15 20 (2 per
(BEmONC) region)
Hospitals providing 14
Comprehensive Emergency ng?;r:?]d 5 7 8 10 12 (1 per
Obstetric Care (CEmONC) region)

/ f
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TABLE 25: Core indicators for monitoring implementation of the Strategy (contd.)

Year 3 Year 5
INDICATORS FOCAL Baseline Year 1 Year 2 (Mid Term Year 4 (End Term
GROUPS 2024/2025| 2025-2026 | 2026-2027 | Review) | 2028-2029 | Review)
2027-2028 2029/2030
OUTPUT INDICATORS
Proportion of girls aged
9-15 vaccinated with Hpy | ~dolescent 4x 10 70 85 90 100
. girls aged 9-15
vaccine
Proportion of facilities
providing screening for, Women and 50% 65 % 70 % 75 0% 85 % 95%
and management of Adolescents
cervical and breast cancer
Percentage of women Women aged
screened (using VIA, Pap 9 65% 75% 75% 85% 90% 97%
. 20+ years
smear, and HPV testing)
Percentage of eligible Women aged
women screened with HPV 20+ egrs 0 15 35 50 65 80
DNA testing y
Percentage of women Women aged
screened and received the 9 60 75 75 80 90 95
20+ years
results
Percentage of women with | Women aged 15 15 20 15 10 5
abnormal screening results 20+ years

7.1.4 Accountability mechanism
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Accountability is a cyclical process to assess progress, recognise sudeasfy
problems, take remedial action and hold all parties to account. Regular maternal and
perinatal death review at various levels, Annual Joint Review of the State of Women,
Chi | dandAdol@ssentdiealthin Namibiawill be conductedlt looksatcommitments

and what happened and, where appropriate, provides practical recommendations on
what might be done better. In the context of this Strategy, accountability for the
improved health of women, children, and adolescents shall be promoted and ensured
through thefollowing:

i. Strengthening the data systemsfor RMNCAH&N:

A sectorwide system strengthening effort is advocated, including improving human
resources capacity; strengthening the system and processes for data collection to ensure
accuracy, completeness, gendmand agedisaggregation and high degree of quadity

data being reported; and, ensuringwide disseminationand easy accessibility of
availabledataandresults.In thisrespecDHIS2 shallbe strengthenedndexpandedo

coverall coreRMNCAH&N indicatorsandtheresultsof theavailabledataanalysedand
disseminatednline for easyaccessibility,and reportson RMNCAH&N presented
quarterlyto theNational RMNCAH&N TechnicaMWorking Group.




ii. Improved monitoring, reporting, dissemination and utilisation of RMNCAH&N
data at all levels:

Advocacy mechanisms will be harnessed to promote wide availabilityenéfler
sensitivedata to drive action at community, district, regional, and national levels

to improve the healthand well-being of women, children and adolescentsThe use

of dashboardsscorecards,and other innovative, attractive and low-literacy data
presentation methods will also be promoted to increase the awareness of the
appreciatiorfor aswell asutilisationof RMNCAH&N datafor action.

iii. Joint Annual Reviewof RMNCAH&N statusand performance:

JointReviewof RMNCAH&N statusshallbecarriedoutregularlyonanannuabasisi

either independently or as part of the national health system ré&viewnonitor the
implementation of policy and programme actions relating to the health of mothers,
children,andadolescentsl he processshouldbetransparenandinvolve awide group

of stakeholders, including CBOs, to enhance its impact. The report of the review shall
be distributed widely at national and saoational levels and launched annuatby
promote knowledge of its existence and potential for use.

iv. Development, printing and distribution/dissemination of an annual i St aft
Wo me n , Chil dr enos and Adol escent s He ¢

This publication will present a critical analysis of the health status of wogtdliren
and adolescents, and serve as a tool for strengthening advocacy for improved funding
and system performance for IRMNCAH&N and the health and-laaithg of women,
children and adolescents. The publication will also encompass tracking and trend
analysisof resourcesnadeavailablefor RMNCAH&N activitiesat nationaland sub
national levels by government and its partners as it relates to RMNCAH&N, and
present a report cdir o f each r e gperformanse. Thda report will ba n d
launched nationally at the highest political levély the President or Minister of Health

T as part of an annual RMNCAH&N week that shall be commemorated by the country,
and feature high level media engagement and paftiperAwards shall be publicly
presented to geographical areas, institutions, and teams with outstanding performanc
and/or innovative approaches to improving the health status of warnidghren and
adolescents. The RMNCAH&N Repocard, which is part of the report, willalso be
personallypresentedy the Minister to the Memberof Parliamentrepresenting each
political constituency in the country.

5029/2030

v. Strengtheningthe systemfor Maternal, Perinatal and Neonatal Death Reviews:

Maternal, Perinatal and\eonatalDeath Reviews have been conductedin Namibia

but there are challengeswith the periodicity, regularity, and availability of results

as well as the optimal use of the report. The 2014 report of the review, for example
covered April 2010 to March 2012 (a twwear period), followed by another report two
years later. Concerns have been raised about easily accessibility andrédeeafagse

to positively impact the health systemand maternal,perinataland neonatal
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deaths. Steps will be taken to ensure more regular reviews, the results of which shall be
published in a timely manner and disseminated widely, including electronically to
enhance its impact. Dialogues and professional discussions shall be promoted around
the reviews and steps defined to use the result for improved impact. The result will also
bedisseminatethroughPolicy Briefs, ReviewSummariesinfographicsandother easy

to read materials to promote wide dissemination and use of the results.

vi. Developmentof an accountability roadmap:
Specificeffortsshallbemade|jn line with thecall by theglobalcommunity to formally

developandoptimally implementa nationalaccountabilitymapfor RMNCAH&N for
Namibia.
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