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Executive Summary 

Namibia has made significant progress in HIV treatment, yet the epidemic remains gendered: 
women's HIV prevalence stands at 15.7%, nearly double that of men, and one in three women has 
experienced spousal violence. These are not separate problems. Gender-based violence and 
HIV share the same structural roots in gender inequality, reinforce each other through 
concrete biological and psychosocial pathways, and demand a coordinated response. Recent 
cuts to international health funding have disrupted prevention and community services, 
making integrated approaches more effective and more urgent. Drawing on randomized 
controlled trials and community studies from across sub-Saharan Africa, this brief presents 
evidence for four intervention levels (clinical integration, community mobilization, psychosocial 
support, and patient-centred prevention) and translates them into concrete recommendations 
for the Namibian Ministry of Health and Social Services. Together, they offer a realistic path 
toward Namibia's 2030 commitment to a society free from discrimination and violence, and 
toward the goals of SDG 3 and SDG 5. 
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Introduction 

The double burden 

By 2020, Namibia had put over 98% of 
people living with HIV on antiretroviral 
therapy (ART), well above the global 90% 
benchmark (Government of Namibia, 
2026). Yet, who carries the burden of the 
epidemic has not changed: women’s 
HIV prevalence stands at 15.7%, 
nearly double the 9.3% recorded 
among men, with young women and 
girls facing the greatest exposure 
(Government of Namibia, 2026). This is 
not unique to Namibia. Across sub-
Saharan Africa (SSA), which accounts 
for 68% of all people living with HIV 
globally, women are consistently more 
at risk than men (Sia et al., 2020). 
Gender-based violence (GBV) is central 
to understand why. Experiencing 
violence, especially from an intimate 
partner, raises women’s HIV risk directly, 
while also making it harder to access 
testing, stay on treatment, or use 
prevention methods like pre-exposure 
prophylaxis (PrEP) (Kiruthu-Kamamia et 
al., 2025; Garcia et al., 2023). Both 
problems grow from the same roots: the 
economic dependence, educational 
disadvantage, and deeply embedded 
social norms that limit women’s power 
within relationships and communities 
(Abramsky et al., 2014).  

Gender-Based Violence (GBV) 

“All acts perpetrated against individuals based 
on their sex that cause or could cause physical, 
sexual, psychological, or economic harm, 
including the threat of such acts or the 
deprivation of fundamental freedoms” 
(Government of Namibia, 2026, p.vii). 
 

 

Scaling the problem in Namibia 

Among Namibians, there is little 
ambiguity about which women’s rights 
issue demands the most urgent 
attention: 52% name GBV as the top 
priority for government action, and more 
than half describe violence against 
women as common in their 
communities (Keulder & Amakoh, 2022). 
The evidence supports this perception, 
as National survey data show that 33% 
of ever-married women between the 
ages of 15 and 49 have experienced 
spousal violence, with some regions 
recording rates as high as 49% 
(Government of Namibia, 2026). What 
makes these figures especially 
concerning is how few women seek 
support: only 21% of those who 
experienced violence turned to any 
source of help, and among women with 
no formal education, that share falls to 
just 11% (Government of Namibia, 
2026). The wider regional picture 
reinforces the scale of this persistent 
issue. Across SSA, roughly 44.4% of 
women have experienced GBV, and 
women and girls accounted for 63% of 
new HIV infections in 2020 (Garcia et al., 
2023). 

 

Why action is needed now 

The pressure on Namibia’s response has 
intensified sharply. Cuts to US 
Government development funding 
have reduced access to PrEP for 
adolescent girls and young women 
(AGYW), weakened community health 
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worker programs, and forced the 
suspension of outreach, testing, and 
counselling services (UNAIDS, 2025). 
The organizations closest to affected 
communities – peer-led groups, local 
NGOs, community health posts – are 
absorbing greater need with shrinking 
capacity (UNAIDS, 2025). For a country 
that worked hard to build one of the 
strongest HIV treatment rates in the 
region, the risk of falling back is real. 
Namibia’s own policy framework points 
the way forward. The National Gender 
Equality and Equity Policy (NGEEP) 
commits to a society free from 
discrimination and violence by 2030, 
and places the Ministry of Health and 
Social Services (MoHSS) at the center of 
delivering gender-responsive care to 
those affected by GBV (Government of 
Namibia, 2026). Meeting the goals of 
SDG 3 and SDG 5 requires more than 
just expanding biomedical tools, it will 
take integrated approaches that treat 
GBV and HIV as the connected 
challenges they are (Asong Tazinya et 
al., 2022). The following sections lay out 
the evidence for how that can be done. 

 

A closer look at the problem 

How GBV and HIV reinforce each 

other 

The link between GBV and HIV operates 
through concrete, well-documented 
pathways. Coerced or unprotected sex 
exposes women directly to infection, 
and the physical consequences of 
assault increase biological vulnerability 
(Ukamaka Nwokedi et al., 2026). But the 

damage extends well beyond the 
immediate act of violence. Living with 
IPV poses an extra burden on mental 
health as rates of depression and 
anxiety are substantially higher among 
affected women, which makes it harder 
for them to maintain the routine that HIV 
treatment demands (Leight et al., 2023). 
Among adolescents, these effects are 
also persistent: longitudinal evidence 
shows that exposure to sexual abuse 
and IPV is directly associated with ART 
non-adherence, with stigma, poverty, 
and family violence identified as the 
mechanisms cutting young people off 
from care (Cluver et al., 2023). The 
potential threat of a partner’s reaction 
means that disclosing HIV status or 
attending medical appointments can 
carry a real risk and makes consistent 
HIV care additionally harder (Kiruthu-
Kamamia et al., 2025). HIV also feeds 
back into violence risk. A diagnosis or 
just a suspected status can trigger 
abuse from partners or family members, 
meaning the two epidemics actively 
sustain each other (Ukamaka Nwokedi 
et al., 2026). Addressing one without the 
other is therefore not a sustainable 
strategy. 

 

Intimate Partner Violence (IPV) 
A form of GBV in which a current or former 
partner causes physical, sexual, or 
psychological harm. IPV commonly begins in 
early relationships and has well-documented 
consequences for women’s mental health, HIV 
risk, and access to care (Leight et al., 2023; 
Jewkes et al., 2019; Garcia et al., 2023). 
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Who is most at risk? 

The burden is not shared equally. 
Adolescent girls and young women face 
the steepest risks, shaped by earlier 
sexual debut, less power within 
relationships, and higher rates of 
transactional sex (Ukamaka Nwokedi et 
al., 2026; Sia et al., 2020). Education 
offers meaningful protection, as women 
without formal schooling are more likely 
to experience violence and far less likely 
to seek help when they do (Government 
of Namibia, 2026). In Namibia, 
geography adds further inequality: GBV 
prevalence ranges from 19% in Omusati 
to 49% in Kavango, while help-seeking is 
as low as 7% in Otjozondjupa 
(Government of Namibia, 2026). At the 
structural level, poverty, 
unemployment, and alcohol misuse 
are among the primary drivers of GBV 
identified in Namibia’s national data, 
alongside gender norms that 
concentrate decision-making power in 
men’s hands and laws that are 
inconsistently enforced (Government of 
Namibia, 2026). Child marriage and 
early sexual debut raise young women’s 
exposure to HIV and violence in parallel 
(Sia et al., 2020). Women in low- and 
middle-income countries carry a 
disproportionate share of this burden 
(see Fig. 1) precisely because these 
conditions are most entrenched 
(O'Mullan et al., 2024; Sabri et al., 2022). 

 

Figure 1: HIV rates in Namibia, 2023, per 100k. (World 
Population Review, n.d.) 

 

The gap in the current policies  

Namibia’s existing infrastructure 
establishes a solid base with high ART 
coverage, legal protections, and a range 
of social services for vulnerable groups 
that are already in place (Government of 
Namibia, 2026). The problem is 
fragmentation. Most intervention 
strategies have focused either on 
secondary care for GBV survivors or 
on biomedical HIV prevention tools 
and rarely on both at once (Settergren et 
al., 2018). Provider-centred models have 
failed to account for the psychosocial 
realities shaping whether women can 
use the services available to them 
(Asogun et al., 2026). Reflected in the 
low number of GBV survivors in Namibia 
who seek help from any source, we see 
that the reach of what currently exists is 
clearly not enough. As can be seen in 
Tab. 1, IPV is the only cause among 
Namibia’s top ten to have increased 
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over the past decade, rising to fifth place 
in terms of combined death and 
disability. This brief presents evidence 
that points toward a different approach: 

integrated, multi-component 
interventions that work across clinical, 
community, and individual levels 
simultaneously. 

 

Cause 2013 rank 2023 rank Change in deaths per 100k, 
2013-2023 

HIV/AIDS 1 1 ↓ -48.0 

Lower respiratory infect 2 2 ↓ -16.6 
Road injuries 5 3 ↓ -3.5 
Stroke 3 4 ↓ -8.7 
Interpersonal violence 7 5 ↑ +0.2 
Tuberculosis 4 6 ↓ -12.9 
Ischemic heart disease 8 7 ↓ -2.2 
Diabetes 9 8 ↓ 0.0 
Neonatal disorders 6 9 ↓ -13.8 
COPD 11 10 ↓ -2.8 
    

Table 1: Top 10 causes of death per 100k in 2023 and rate change 2013-2023, all ages combined. Adapted from 
Institute for Health Metrics and Evaluation IHME (n.d.), self-colored highlighting 

 

Evidence Base & Approach 

This brief draws on the best available 
evidence from comparable settings 
across SSA to identify what works in 
addressing the intersection of GBV and 
HIV among women. To assess the 
effectiveness of specific interventions, 
the analysis prioritizes high-quality 
study designs: randomized controlled 
trials (RCTs), cluster randomized 
controlled trials (cRCTs), and 
longitudinal cohort studies conducted 
in low- and middle-income countries, 
including Kenya, Uganda, Zambia, 
Malawi, South Africa, and Ethiopia. 
Systematic reviews and meta-
analyses examining GBV prevalence 
and HIV outcomes across SSA provide 
an additional layer of evidence, allowing 
patterns to be assessed across multiple 

contexts rather than relying on single-
study findings. 

Limitations in external validity are 
acknowledged throughout and it is 
recognized that evidence generated in 
one country does not transfer 
automatically to Namibia, and local 
adaptation remains essential. The 
brief also notes a gap running through 
the literature: most interventions were 
designed and evaluated before the 
current funding crisis, making their 
scalability under resource constraints 
an open question (UNAIDS, 2025; 
Kiruthu-Kamamia et al., 2025). 
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Evidence on interventions 

Integrating GBV services into HIV 

care 

Bringing GBV support into HIV clinical 
settings reduces the practical and 
social barriers that prevent women 
from accessing either service in 
isolation. A program at Lighthouse Trust 
HIV clinics in Malawi built standardized 
screening and referral into routine HIV 
consultations: staff were trained to 
identify signs of GBV, and clients could 
access post-exposure prophylaxis (PEP), 
psychosocial support, and emergency 
contraception within the same visit, 
without pressure to accept referral 
(Kiruthu-Kamamia et al., 2025). Clients 
reported greater continuity of care and 
stronger feelings of support. GBV 
service utilization at the clinics rose 
which demonstrates that integration 
lowers the threshold for help-seeking, 
as well as the logistical barriers (Kiruthu-
Kamamia et al., 2025).  

Mental health support can be 
integrated into HIV care by the same 
logic, and at comparable cost. A 
randomized controlled trial in Kenya 
trained lay providers – women with high 
school education and a ten-day 
structured program – to deliver 
Interpersonal Psychotherapy (IPT) inside 
an HIV clinic. Participants receiving IPT 
had significantly lower odds of major 
depressive disorder and post-
traumatic stress disorder compared to 
controls, with all improvements 
sustained at six-month follow-up and 
apparent reductions in physical IPV also 
observed (Meffert et al., 2021). The 

model’s relevance for Namibia is 
precisely its feasibility: specialist mental 
health services are largely unavailable in 
low-resource settings, but trained lay 
providers embedded in existing HIV 
infrastructure can achieve outcomes 
that would otherwise be out of reach 
(Meffert et al., 2021). 

Interpersonal Psychotherapy (IPT) 
A time-limited psychotherapy that addresses 
depression by working through interpersonal 
difficulties. In the Kenyan trial, IPT was delivered 
by lay providers following a ten-day training, 
making it a scalable option for HIV care settings 
with limited specialist capacity (Meffert et al., 
2021). 
 

Community mobilization and norm 

change  

Changing the conditions that produce 
GBV requires working at the community 
level, not just within clinics. The SASA! 
program in Kampala, Uganda, engaged a 
broad range of community stakeholders 
– activists, local leaders, health workers, 
and police – in structured discussion of 
power and gender inequality. A cluster 
randomized controlled trial found that 
women in intervention communities 
were significantly less likely to have 
experienced physical IPV in the past 
year, men’s sexual concurrency was 
lower, and acceptance of a woman’s 
right to refuse sex increased among both 
women and men (Abramsky et al., 
2014). This shows that behavioral 
change is possible, as it is necessary 
to reach a gender-just society.  

In Ethiopia, the Unite for a Better Life 
(UBL) intervention delivered several 
participatory sessions to men, women, 
and couples through the traditional 
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coffee ceremony. When delivered to 
men, UBL significantly reduced 
women’s experience of past-year IPV 
and men’s self-reported perpetration. 
Women in the couples’ arm showed 
significantly higher HIV knowledge and 
increased condom use (Sharma et al., 
2020). The use of an existing cultural 
institution to carry the intervention is 
directly transferable to Namibia, where 
community trust is a prerequisite for 
sustained engagement. Evidence from 
economic support programs reinforces 
why the community component 
matters: financial assistance alone has 
not produced consistent reductions in 
IPV, pointing to the need for norm 
change alongside any material support 
provided (Hémono et al., 2025). 

Psychosocial and therapeutic 

approaches 

For women already navigating both HIV 
and GBV, therapeutic intervention 
addresses what biomedical care alone 
cannot. A randomized controlled trial in 
Zambia evaluated the Common 
Elements Treatment Approach (CETA), a 
modular cognitive-behavioral treatment 
designed for delivery by lay providers. 
Among women receiving CETA, IPV 
scores were significantly lower at 12 
months compared to controls, and male 
partners showed significant reductions 
in hazardous alcohol use, which is one 
of the primary drivers of GBV (Murray et 
al., 2020).  

The Stepping Stones and Creating 
Futures intervention, evaluated in a 
cluster randomized controlled trial 
among young men in South Africa, 

combined gender-transformative group 
sessions with livelihood support. 
Results showed reductions in men’s 
perpetration of sexual IPV and 
improvements in gender attitudes, as 
well as strengthened women’s 
livelihood, though effects on physical 
IPV did not reach statistical significance 
(Gibbs et al., 2020). Taken together with 
the Zambia findings, the evidence 
supports a layered approach: 
community-level norm change works 
best when paired with targeted 
clinical and therapeutic support for 
those most severely affected. At the 
same time, it requires a behavioral shift 
of those who perpetrate it and may not 
focus on women only; this result 
therefore presents promising evidence.   

Patient-centred HIV prevention 

While access to biomedical prevention 
tools remains important, delivery 
models can shape whether women use 
them. A randomized trial across rural 
outpatient facilities in Kenya and 
Uganda tested a dynamic choice 
prevention (DCP) model offering 
structured options in prevention 
product, HIV testing method, and 
service location, supported by 24-hour 
clinician access and personalized 
adherence planning. Time covered by 
PrEP or PEP was more than twice as high 
in the DCP arm compared to standard 
care, and uptake of community-based 
visits increased from 8% to 52% over the 
study period (Koss et al., 2024). The 
model worked because it met women 
where they were while simultaneously 
reducing the cost and risk of accessing 
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services in contexts where visits 
themselves can be a source of exposure 
to partner aggression or stigma. 

For adolescent girls and young women, 
peer-led and community-embedded 
service delivery has shown promising 
impact. When women perceive 
providers as trustworthy and 
environments as safe, engagement is 
stronger and more sustained, 
particularly among those in stigmatized 
or high-risk situations (Asogun et al., 

2026). Formalizing GBV response 
capacity within prevention programs 
through staff training on trauma-
informed care, structured referral 
networks, and standard operating 
procedures can be built into existing 
infrastructure without requiring parallel 
systems (Garcia et al., 2023). Given the 
funding constraints now facing 
Namibia’s community health programs, 
models that maximize reach within 
existing structures are a necessary 
policy adoption (UNAIDS, 2025). 

 

Policy Recommendations  

The following recommendations translate the evidence presented above into concrete 
steps for the Ministry of Health and Social Services. They are organized around the four 
intervention levels identified in this brief and are designed to complement rather than 
replace existing programs. None requires building entirely new infrastructure, each 
intervention works with and through what Namibia already has established in the past. 

Policy recommendation Target group Implementation Review  
Integrate GBV screening and 
referral pathways into all HIV 
clinics, including training for lay 
staff to identify GBV and provide 
first-line support, post-exposure 
prophylaxis, and psychosocial 
referral within the same visit 

Women 
attending HIV 
care, particularly 
AGYW 

Pilot first in high-
prevalence 
regions, then 
national roll-out 

Review of GBV 
utilization rates 
and ART-
retention after 
approximately 
18 months 

Train lay providers to deliver 
Interpersonal Psychotherapy 
(IPT) and CETA inside HIV and 
community health facilities, 
targeting women with 
depression, PTSD, and IPV 
exposure 

HIV-positive 
women 
experiencing 
GBV; male 
partners with 
dangerous 
alcohol use 

Integrate into 
existing 
community 
health worker 
training 
curriculum 

12-month review 
of depression 
and PTSD 
remission rates; 
IPV recurrence 

Scale community mobilization 
programs based on SASA! and 
UBL, to engage women, men 
and community leaders through 
existing community structures 
and culturally relevant formats  

Women and men 
in high-GBV 
regions; 
community 
leaders, health 
personnel, 
police 

Pilot first in 
regions with GBV 
prevalence and 
low help-seeking 
rates; adapt to 
local cultural 
context 

Review of IPV 
rates, gender 
attributes and 
GBV help-
seeking rates  
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Adopt dynamic choice PrEP 
delivery models in outpatient 
facilities, offering flexible 
testing options, out-of-facility 
visits, and 24-hour clinical 
access 

Primarily AGYW; 
women in 
abusive 
relationships 

Integrate into 
existing 
outpatient 
departments 

Review of PrEP 
coverage and 
continuity 
among AGYW 

Establish and enforce 
standard operating 
procedures for GBV response 
across all HIV prevention and 
treatment sites, including staff 
training on trauma-focused care 
and referral networks 

All health facility 
staff; GBV 
survivors across 
age groups 

National rollout 
through Ministry 
of Health and 
Social Services 

Annual review of 
standard-
adherence and 
referral 
completion rates  

    
Table 2: Evidence-based policy recommendations 

Limitations  

The evidence base for this brief has 
strengths, but also some constraints. 
Most intervention studies were 
conducted outside Namibia, for 
example in Uganda, Kenya, Zambia, 
Ethiopia, and Malawi, and therefore, 
transferability to the Namibian context is 
not automatic. Cultural adaptation, 
local health system capacity, and 
community trust all shape whether 
results observed elsewhere can be 
replicated. Several studies also rely on 
self-reported measures of IPV and help-
seeking behavior, which can be subject 
to social desirability bias and likely 
underestimate true prevalence. 
Namibia’s primary national data source 
on GBV, the NDHS, dates from 2013, 
meaning current prevalence and help-
seeking patterns may look quite 
different. Effect sizes from community 
mobilization trials, while promising, 
were not always statistically significant 
across all outcomes. For example, 
Jewkes et al. (2019) found trends rather 
than significant effects for school-based 

interventions, and Gibbs et al. (2020) 
showed significant results only for 
sexual IPV perpetration. These gaps do 
not undermine the presented 
recommendations, but they underscore 
the need for evaluating the pilot roll-outs 
before national scale-up, and for 
ongoing investment in Namibia-specific 
data collection and studies. 
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