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INTRODUCTION 

 
1. Namibia has the seventh highest rate of HIV across the world,1 and HIV is the number one 

cause of death in the country.2 It is estimated that around 210,000 adults and children in 
Namibia are living with HIV, which is approximately 8.4% of the country’s total 
population.3 Whilst the number of people currently living with HIV is still steadily 
increasing, the number of new infections is decreasing.4 There are several reasons for this, 
including a rise in the general population, and an expansion of access to antiretrovirals 
(HIV medication) in Namibia, meaning that more people infected with HIV are living 
longer lives. In fact, 180,000 of those infected with HIV can now access antiretrovirals5 
and, in 2018, UNAIDS congratulated Namibia for increasing access to treatment.6 
However, there is still much work to be done in Namibia, particularly in terms of women 
and girls, as over 60% of those aged over 15 and living with HIV are women.7 

 
2. This Stakeholder Report focuses on two key issues for women and girls living with HIV 

in Namibia: (1) the effect of HIV-related stigmatisation on women and girls, and (2) 
prevention of mother-to-child transmission of HIV. We make recommendations to the 
Government of the Republic of Namibia on these two key issues, implementation of which 
would also see Namibia moving towards achieving Sustainable Development Goal 5 
which aims for gender equality. 

                                   

A. Namibia and International Law 
 

3. It is widely agreed that taking a human rights approach to tackling HIV is both progressive 
and effective.8 Namibia is a party to seven of the nine core international human rights 
treaties,9 for which the government should be commended. Particularly relevant for the 
regulation of the right to health, including in the context of HIV, is the International 
Covenant on Economic, Social and Cultural Rights (‘ICESCR’), which Namibia ratified 
in 1994. Article 12(1) International Covenant on Economic, Social and Cultural Rights 
states that: 

1. The States Parties to the present Covenant recognize the right of everyone to the 
enjoyment of the highest attainable standard of physical and mental health.  

2. The steps to be taken by the States Parties to the present Covenant to achieve the full 
realization of this right shall include those necessary for:  

(a) The provision for the reduction of the stillbirth-rate and of infant mortality and for 
the healthy development of the child; … 

(c) The prevention, treatment and control of epidemic, endemic, occupational and other 
diseases;  

(d) The creation of conditions which would assure to all medical service and medical 
attention in the event of sickness.  
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4. Also relevant to the right to health, and in particular ensuring access to antiretrovirals, is 
Article 27 of the Universal Declaration of Human Rights, which states, “[e]veryone has 
the right…to share in scientific advancement and its benefits,”10 and Article 15(1)(b) 
ICESCR, which recognises the right of everyone “[t]o enjoy the benefits of scientific 
progress and its applications.”11 
 

5. Furthermore, Namibia should abide by the International Guidelines on HIV/AIDS and 
Human Rights (‘International Guidelines’), which were published by the OHCHR and 
UNAIDS to ensure that Member States were implementing international human rights 
standards on HIV in practice.12 There are twelve guidelines in place, followed by 
recommendations for implementation and guidance on how to enact international human 
rights laws.13 
 

 
B. Implementation of Recommendations from Cycle Two in 2016 

 
6. Namibia received 219 recommendations in the Second Cycle, of which 191 were accepted 

and 28 were noted.14 This is a laudable response to the UPR recommendations, but it is 
also important that accepted recommendations are subsequently implemented by the 
government.15  
 

7. Only four of the 219 recommendations focused on HIV/AIDS, which is a disappointingly 
low number for such a serious issue. Whilst high numbers of recommendations can be 
counter-productive,16 there were many other key points regarding HIV that UN Member 
States could have recommended on in 2016. Member States should ensure all key areas 
are being covered in Namibia’s third cycle of review in 2021. 

 
8. More positively, each of the four recommendations in 2016 focused on a different issue 

and all four were supported by Namibia.17 
 

9. South Africa (para. 137.119) recommended that Namibia should “[i]mplement policies 
dealing with the stigma and discrimination against people living with HIV/AIDS.”18 
Stigma and discrimination continues to be a barrier for those living with HIV, as discussed 
in Section C below, and there is still much to be done by the Namibian government to 
implement this recommendation. 

 
10. Canada (para. 137.191) recommended that Namibia should “[i]ssue clear directives to 

health officials to prohibit the sterilization of women living with HIV/AIDS without their 
informed consent.”19 This was a serious human rights violation that had been discussed in 
Namibia’s first cycle UPR in 2011. The National Women’s Health Network had “called 
on Namibia to take remedial action to prevent further sterilization of HIV-positive women 
without their informed consent,”20 and two specific recommendations were made on this 
point in 2011 from the United Kingdom (“[i]nvestigate reports of forced or coerced 
sterilisation in HIV-positive women and that it takes steps to ensure women are educated 
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about the effects of sterilisation and options available to them”)21 and Canada (“[i]ssue 
clear directives to all health officials prohibiting the sterilization of women living with 
HIV/AIDS without their informed consent”).22 These two recommendations were 
accepted23 and also implemented, as the sterilisation of women without their informed 
consent was prohibited by the 2016 UPR.24 Despite this, when the Supreme Court of 
Namibia ruled that forced sterilisation was unconstitutional, the Court still “failed to 
consider the level of discrimination and bias faced by women living with HIV in practice 
in Namibia.”25 This lack of acknowledgement and understanding of the stigma women 
face limits the positive action taken by the government in terms of HIV, indicating that 
there is further work to be done by the Namibian government, as discussed in Section C. 
 

11. Oman (para. 137.192) asked Namibia to “[i]mplement policies and programmes aimed 
at preventing HIV/AIDS infections.”26 Whilst, on its face, it seems that further policies 
and programmes would likely assist in preventing HIV infections, this recommendation is 
far too broad to ensure any meaningful implementation. Recommendations from Member 
States would be more effective if they provided details of specific policies and programmes 
to be employed.27 Specific recommendations can easily be formulated through utilising 
information provided in the Compilation and Stakeholder Reports. 

 
12. Ukraine (para. 137.193) suggested that Namibia should “[i]ntensify the efforts in fighting 

against HIV/AIDS, in particular, to improve access to health-care services in rural areas.”28 
However, the HIV infection rate continues to be higher in rural areas and, as there is a 
higher number of women living in rural areas than men, this also affects women more 
greatly.29 There is an inequality in the number of healthcare professionals available in the 
urban areas compared to the rural communities; with a high number of vacancies being 
left unfilled in rural areas.30 Furthermore, access to contraception, most specifically, 
condoms, is sporadic in the rural communities, leaving those living in rural areas more 
susceptible to HIV transmission.31 More work is needed by the government to implement 
this recommendation, in particular relating to healthcare in rural areas. 

 
13. A key point noted is that only one HIV-related recommendation specifically mentioned 

women in 2016. UN Member States should particularly focus their efforts on making 
suggestions to improve the safeguarding of the rights of women and girls with HIV in 
Namibia in the third cycle. 

 

C. Further Points for Namibia to Consider 
 

Effect of HIV-related Stigmatisation on Women and Girls in Namibia 

14. The stigma faced by those living with HIV in Namibia is widespread and has a damaging 
effect upon the positive impact of the government’s education and awareness raising of 
the nature of HIV, the transmission of the disease, and the healthcare and treatment plans 
for those infected. For example, 13% of those who undertook a UNAIDS survey stated 
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that they would not buy vegetables from a shopkeeper who had been diagnosed with 
HIV,32 and there is a direct link between HIV stigmatisation and depression in Namibia.33 
Moreover, this stigma particularly affects women and girls, despite the commentary on 
International Guideline 6 stating that, “States should also ensure that their laws, policies, 
programmes and practices do not exclude, stigmatize or discriminate against people living 
with HIV or their families.”34 

 
15. On its face, Namibia adheres to this, as it has a number of legal provisions and policies in 

place to combat stigma and discrimination. For example, Article 10 of the Namibian 
Constitution seeks to protect people from discrimination35 and this includes those infected 
with HIV. Furthermore, its National Policy on HIV/AIDS states that “the adverse effects 
of stigma and discrimination are key barriers to effectively combating the epidemic. 
Commitments to...reducing stigma and discrimination [are] thus central to an effective 
response to HIV/AIDS.”36 Stigmatisation on the basis of HIV/AIDS is also a criminal 
offence, according to this National Policy. 

 
16. However, the protections laid out in the Namibian Constitution and its National Policy are 

not going far enough to protect women and girls. Physical and sexual violence is a “key 
driver” of the transmission of HIV37 and “[v]arious studies have put the proportion of 
adolescent girls and/or young women who have experienced sexual violence or abuse to 
be…around 50% in Namibia.”38 Potentially half of the women and girls in Namibia are at 
risk of HIV infection and as such are at risk of experiencing discrimination and 
stigmatisation. This is even more concerning as it has been found that such stigma and 
discrimination has led to women being afraid of seeking out testing for HIV and ultimately 
not receiving antiretroviral treatment.39 The government must focus its efforts on tackling 
stigma and discrimination against women and girls infected with HIV in Namibia, with 
two points of priority, namely, community support and education. 

 
17. A positive approach to overcoming HIV-related stigma for women is through fostering a 

supportive community environment. International Guideline 8 provides that “States should 
support the establishment and sustainability of community associations comprising 
members of different vulnerable groups for peer education, empowerment, positive 
behavioural change and social support.”40 Yet women and girls with HIV in Namibia often 
do not have the benefit of such support.41 Non-governmental organisations have put a great 
deal of effort towards engaging community projects and strategies around inclusivity, for 
example, Frontline AIDS works in Namibia to end stigma and improve education in 
communities.42 Whilst these NGOs carry out invaluable work, they often lack the requisite 
financial support.43 This lack of support also extends to women and girls accessing 
healthcare in the community. For example, many HIV-infected pregnant women face 
stigmatisation both from their general community and healthcare professionals, whilst 
children are often refused HIV testing and treatment as these professionals are unaware of 
the legal provisions allowing for testing without parental consent in certain 
circumstances.44 Feeling safe within your community environment, particularly in terms 
of seeking healthcare support, is imperative for women and girls infected with HIV. 
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18. Further education is needed in Namibia, to inform the general population about the realities 
of living with HIV, including transmission and treatment, along with the damaging effects 
of stigmatisation. It is particularly important that this is included within the training of 
healthcare professionals, to instil the requirement for treating all patients equally. Although 
formal education and training is necessary, it is not the only way of tackling stigmatisation. 
International Guideline 9 provides specific ways that the public can be educated on this 
issue, as “[p]ublic programming explicitly designed to reduce the existing stigma has been 
shown to help create a supportive environment which is more tolerant and 
understanding.”45 The Government of Namibia should seek to implement this, using 
different types of media, “including creative and dramatic presentations, compelling 
ongoing information campaigns for tolerance and inclusion and interactive educational 
workshops and seminars,”46 especially as this approach to educating people on HIV, as a 
way of reducing stigma, has been supported by scientific studies and academic literature.47 
The government should make use of these studies, looking to the successful 
implementation of these educative materials as a guide. Importantly, the rural communities 
must also be considered, ensuring that they have access to this media. 

 
19. It must be noted that Namibia has particularly deep-rooted gender roles and cultural norms, 

which often lead to negative consequences for women and girls, including in the context 
of HIV.48 Whilst this presents a bigger challenge, through careful work with the 
community the government can tackle the issue of stigma. 

 

Prevention of Mother-to-Child Transmission (PMTCT) of HIV in Namibia 

20. Article 2(a) of the ICECSR provides that steps must be taken to ensure “[t]he provision 
for the reduction of the stillbirth-rate and of infant mortality and for the healthy 
development of the child.”49 In terms of HIV, in order to fully realise Article 2(a) this 
requires the prevention of mother-to-child transmission (‘PMTCT’) of the disease.  
 

21. International Guideline 8 provides that “States should ensure that all women and girls of 
child-bearing age have access to accurate and comprehensive information and counselling 
on the prevention of HIV transmission and the risk of vertical transmission [i.e. mother-
to-child transmission] of HIV.”50 Namibia has made significant progress in this area. In 
2019, 95% of HIV-positive pregnant women had access to antiretroviral treatment,51 which 
will dramatically decrease the number of babies born with HIV. 
 

22. However, there is still much work to be done. It was estimated that 4% of babies born in 
2019 contracted HIV through vertical transmission, including through breastfeeding.52 
Furthermore, according to figures from March 2016 – March 2019, a consistent trend 
shows that less than a quarter of women sought antenatal care in the first trimester of their 
pregnancy.53 As such, there has been an increase in new HIV diagnoses “either late in 
pregnancy or at labor and delivery.”54 It is therefore imperative that women seek early 
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antenatal care in order to ensure that HIV-infected women begin antiretroviral treatment 
to avoid vertical transmission.  

 
23. The data shows that “[p]regnant adolescent girls and young women in particular are less 

likely than older pregnant women to know their HIV status before starting antenatal 
care.”55 When they become pregnant, they will not be aware of the urgency in seeking first 
trimester antenatal care. Moreover, even when young women are aware of their HIV-
positive status, they can find it more difficult to engage with treatment for a number of 
reasons, including the risk of violence or stigma and discrimination, and the need to travel 
long distances and wait for lengthy periods of time at healthcare clinics.56 

 
24. A further problem with PMTCT is the difference in practice between the public and private 

sectors. Data relating to PMTCT in the private sector is not sent to or amalgamated with 
Namibia’s National Health Information System.57 This is a cause for concern. In total, 20% 
of antiretroviral treatment is administered through private sector healthcare facilities.58 
Having a clear and comprehensive data set is imperative to ensuring that there is a reliable 
national overview not only of PMTCT, but also other, wider HIV statistics in Namibia. 
The amalgamation of public and private healthcare data should be a priority for the 
Namibian government, looking to other success stories across the globe for guidance and 
financial support.59 

 

D. Recommendations 

 We recommend that the Government of the Republic of Namibia should: 

i. Fully engage with the International Covenant on Economic, Social and Cultural 
Rights, in particular Article 12(1) in the context of HIV. If there are difficulties in 
this Article being fully realised, the government should raise this during the treaty 
body review. 

ii. Continue to prohibit the sterilisation of women with HIV without consent, ensuring 
that all healthcare professionals across the country also forbid this practice. 

iii. Actively seek out opportunities to work with NGOs who are encouraging 
supportive community environments for women with HIV, providing financial 
support where possible. 

iv. Ensure that all healthcare professionals are trained comprehensively on the laws 
and policies surrounding HIV in Namibia, to ensure that all who need it can access 
testing and treatment. 

v. Ensure that all people in Namibia are educated about how HIV is transmitted and 
the dangers of stigmatisation, particularly for women and girls. This should include, 
but is not limited to, formal education and training, and other, alternative sources 
of media. 

vi. Investigate why over 75% of women do not seek antenatal care in their first 
trimester. From the findings of this investigation, formulate relevant and sensible 
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policies to ensure that early antenatal care becomes the norm in Namibia, in order 
to ensure that any HIV-infected women begin antiretroviral treatment to avoid 
vertical transmission. 

vii. Ensure that the private sector’s data on PMTCT is merged with national data, 
allowing comprehensive statistics to be produced in order to take the necessary 
action to further limit vertical transmission of HIV from mother-to-child. Should 
financial assistance be needed to do this, it should be sought from the UN and 
developed nations. 
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