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I.

Acronyms
ABC
– 
Abstain, Be faithful or use a Condom

ACORD
– 
Agency for Cooperation and Research in Development

AFHS
– 
Adolescent Friendly Health Services

AHPP 
– 
Adolescent HIV Prevention Programme

ARI 
– 
Acute Respiratory Infection

ART 
– 
Antiretroviral Therapy

ARV 
– 
Antiretroviral

BFHI 
– 
Baby Friendly Health Initiative

CACOC 
– 
Constituency AIDS Coordinating Committee

CAFO 
– 
Church Alliance for Orphans

CBO 
– 
Community-based Organisation

CBS 
– 
Central Bureau of Statistics

CCA
–
 Common Country Assessment

CDC 
– 
Centers for Disease Control and Prevention

CEDAW 
– 
Convention on the Elimination of All Forms of Discrimination against Women
CCLO
– 
Chief Community Liaison Officer

CLO 
– 
Community Liaison Officer

CRC 
– 
Convention on the Rights of the Child
COSDEC
–
 Community Skills Development Centre

DAPP 
– 
Development Assistance People-to-People

ECC 
– 
Early Childhood Care

ECD
– 
Early Childhood Development

EMIS 
– 
Education Management Information System

EMU 
– 
Emergency Management Unit

EOC
– 
Essential Obstetric Care

EPCA 
– 
End of Programme Cycle Assessment

EPI 

– 
Expanded Programme on Immunisation

ESPAG 
– 
Education Sector Partners Advisory Group

ETSIP 
– 
Education and Training Sector Improvement Plan

FBO 
– 
Faith-based Organisation

FHI 

– 
Family Health International

GRN 
– 
Government of the Republic of Namibia

HAART 
– 
Highly Active Antiretroviral Therapy

HIS

– 
Health Information System

IEC 

– 
Information, Education and Communication

IECD 
– 
Integrated Early Childhood Development

IMCI 
– 
Integrated Management of Childhood Illnesses
KAPB 
– 
Knowledge, Attitudes, Practices and Behaviour

M&E 
– 
Monitoring and Evaluation

MFMC 
– 
My Future is My Choice
MIB 
– 
Ministry of Information and Broadcasting

MGECW 
– 
Ministry of Gender Equality and Child Welfare
MTR 
– 
Midterm Review

MOE 
– 
Ministry of Education

MOHSS 
– 
Ministry of Health and Social Services

MPO 
– 
Master Plan of Operations

NAEC 
– 
National AIDS Executive Committee
NAMACOC – 
National Multi-sectoral AIDS Coordination Committee
NAMAS 
– 
Norwegian Association of Namibia

NPC 
– 
National Planning Commission

NGO 
– 
Non-governmental Organisation
NIED 
– 
National Institute for Education Development

OCHA 
– 
Office for the Coordination of Humanitarian Affairs

OVC 
– 
Orphans and Other Vulnerable Children

PEP

– 
Post-Exposure Prophylaxis

PEPFAR 
– 
President’s Emergency Plan for AIDS Relief (U.S.A.)

PMTCT 
– 
Prevention of Mother-to-Child Transmission (of HIV)
RAC 
– 
Regional AIDS Coordinator

RACE 
– 
Regional AIDS Committee for Education

RACOC 
– 
Regional AIDS Coordinating Committee

RDC
– 
Regional Development Committee

SADC 
– 
Southern Africa Development Community

SPDR 
– 
Special Protection and Disparity Reduction

SWAP 
– 
Education Sector-wide Approach

UN 

– 
United Nations

UNAIDS 
– 
Joint United Nations Programme on HIV/AIDS
UNAM 
– 
University of Namibia

UNDAF 
– 
United Nations Development Assistance Framework

UNDP
– 
United Nations Development Programme

UNESCO 
– 
United Nations Education, Science and Culture Organisation

UNFPA
– 
United Nations Population Fund

UNICEF 
– 
United Nations Children’s Fund

USAID 
– 
United States Agency for International Development

WACPU 
– 
Women and Child Protection Unit

WFP 
– 
World Food Programme

WHO 
– 
World Health Organisation

YCHCD 
– 
Young Children’s Health, Care and Development

YHDC 
– 
Youth Health Development Committee

YHDP 
– 
Youth Health Development Programme
II.  
Executive Summary

The end of programme cycle assessment (EPCA) is the final review of the progress and lessons learned during the 2002-2005 GRN-UNICEF Programme of Cooperation. While planning for the next programme cycle, which will last from 2006 through 2010, began in 2004 with the process of drafting the United Nations Development Assistance Framework (UNDAF), the EPCA will inform modifications to the new Programme Plans of Action to enhance their impacts.

This EPCA was undertaken through two concurrent processes: a desk review of programme documentation and field visits by three teams of peer reviewers. The desk review consolidated reporting of results achieved and lessons learned in order to assess the programme’s progress against the objectives set out in the MPO. The field visits provided deeper analyses of key focal areas of the next Programme of Cooperation, including integrated early childhood development (IECD), HIV prevention through small and mass media and social mobilisation, and essential services, care and protection for orphans and other vulnerable children (OVC).
Following discussions of the background and methodology and a brief overview of the 2002-2005 Programme of Cooperation, the four programmes defined in the MPO are addressed in turn, followed by areas for inter-sectoral integration, recommendations and conclusions. Each of the four programme assessments includes reviews of objectives, strategies, achievements, shortfalls and project specifics, and concludes with recommendations for the next programme cycle.
Overall Positive Outcomes
· The Integrated Management of Childhood Illnesses (IMCI) became an official approach at the health facility level, replacing disease-focused diagnostic and treatment procedures.

· The concept of Integrated Early Childhood Development was broadened from a limited focus on pre-school to include the health, nutrition and development of zero-to-three year olds, the most vulnerable age group.

· Prevention of Mother to Child Transmission (PMTCT) into existing Ante Natal Care Services was introduced.
· Infant and young child feeding in the context of high HIV prevalence was incorporated as a critical component of PMTCT.

· MOE and MIB officially adopted and accepted ownership of My Future is My Choice, a life skills HIV-prevention training for 15-to-19 year olds, and Take Control, an AIDS awareness media campaign, respectively. UNICEF started these interventions in the previous programme cycle.
· Initiated in full partnership with MOE, a life skills activity for 10-to-14 year olds, called Window of Hope, transitioned quickly from planning to national implementation within a two-year period.

· The rate of new HIV infections among teenagers reached a plateau.

· High-level commitment to supporting OVC was expressed and acted upon within the government.

· The public rejection of violence against women and children increased, as did the capacity to manage cases of such abuse.
· Decision-makers and the society at large increasingly acknowledged that the nation can lose ground in the fight against poverty because of the impacts of AIDS.

· The Kavango Girls’ Education Initiative led to improvements in the enrolment of girls in school and a fall in the rate of teenage pregnancy.
· Partnerships with local print and mass media were significantly strengthened, resulting in more coverage of children’s and women’s issues in all of the newspapers.
· Awareness and interest in children’s rights among parliamentarians were enhanced through briefings and advocacy papers on critical issues.
· Under the leadership of MOHSS with broad public and private participation, the Coalition for Responsible Drinking was launched in 2004 to mobilise stakeholders to address Namibia’s prevalent alcohol abuse, which underlies high rates of violence, crime and HIV transmission.
· The programme’s effectiveness was enhanced through partnerships with GlaxoSmithKline, ACORD, DAPP, the National ECD NGO Association, the Children’s Hope Project, the Centers for Disease Control and Prevention (CDC), Johns Hopkins University, the Namibian College of Open Learning, the College of the Arts, Lifeline-Childline, Ombetja Yehinga, the Church Alliance for Orphans (CAFO), the Legal Assistance Centre, Men for Change, the White Ribbon Campaign, Women’s Solidarity, Family Health International, the Norwegian Association of Namibia,  UNFPA, WHO, WFP, UNDP and UNESCO.

Lessons Learned

· In order to deliver effective holistic care with a focus on zero-to-three year olds, community outreach programmes for health and early childhood development need to be combined, requiring better coordination between MOHSS and MGECW, integrated communication strategies and linkages to OVC care interventions.

· Staff shortages, high staff turnover and weak technical capacity hindered the planning, management, coordination and implementation of supported activities. The next Programme of Cooperation must plan realistically within capacity constraints. 
· The reliance upon volunteers and youth for implementation raised serious questions regarding the capacity to sustain the interventions and expand them to scale.
· Since fundraising for interventions not directly related to HIV/AIDS was difficult due to Namibia’s status as a middle-income country, the programme experienced implementation shortfalls.
· Communications efforts were too one-directional. The needed shift from deploying top-down media to fostering interpersonal communication did not take place as planned.
· Although the programme investigated key protection issues, findings were not systematically applied through action planning because research was not strategically driven by policymakers’ needs and interests.

· Efforts to mobilise the capacity of communities to prevent violence against women and children and child criminality were begun too late to have an effect during the programme cycle.

· Many OVC were not reached because interventions to support them were disjointed and poorly coordinated, and few moved beyond the pilot stage.

· Efforts to establish income-generating projects encountered sporadic success and many challenges, particularly in terms of planning, support, monitoring, marketing and product quality.
· Advocacy on cross-cutting issues such as alcohol abuse and gender was not linked with programme communication strategies because of limited UNICEF staff capacity as well as the vertical nature of programme implementation.
· Advocacy efforts were not systematically sustained because an advocacy strategy was not defined in advance. Rather, advocacy was planned to address programme issues in an ad hoc manner. 
· The monitoring and evaluation implementation and coordination mechanisms proposed in the MPO were not adequately applied. The required level of government leadership and responsibility was not achieved and the proposed coordinating bodies and committees to oversee the integrated monitoring and evaluation plan (IMEP) were not established. While lack of technical capacity in monitoring and evaluation was a contributing factor, the IMEP itself proved inadequate because many indicators were not SMART: specific, measurable, achievable, realistic and time-bound. As a result, there was not enough clear and verifiable information to determine the magnitude of the programme’s impacts.
Inter-sectoral Linkages

Interventions need to converge on developing community capacity, because the tendency towards vertical implementation within ministerial pipelines compartmentalises essential services while households and communities affected by AIDS need holistic support. Close coordination across ministries and a close examination of the roles and capacities of volunteers are required. 
Focusing on a wide range of issues in different regions undermined the extent to which interventions reinforced one another. Focusing programmes on the same regions and bringing their interventions within a single conceptual framework linked to AIDS will enhance results for children and women.
The fatigue youth are experiencing with respect to Take Control suggests the need for more nuanced, detailed and interesting communications. All three UNICEF programme areas have strong communications components that can complement each other well. All relate to health issues, deal with pressing social problems and have HIV as a dominant or underlying theme. An integrated approach to the design, delivery and distribution of communications will make them more powerful collectively and individually.

The Programme of Cooperation exposed the high turnover and variable commitment among volunteers. Balancing these challenges with ongoing resource constraints and the need for community participation is critical to the cost-effectiveness and sustainability of future interventions.
Forums like those dealing with OVC, AIDS and ECD require the participation of many of the same regional staff and leaders. The burden that having multiple forums imposes on them given their limited technical and managerial capacity and finite time and resources makes it difficult for them to fulfil the committees’ disparate mandates. Integrating the committees and building the capacities of their members is therefore critical.

Programme management and planning will be improved by setting more realistic and measurable objectives, integrating the various reporting demands and formats of partners, and improving institutional capacities for monitoring and evaluation.

Recommendations
1. Use and strengthen existing networks and institutions for community capacity development, sub-national communications coordination and social mobilisation.
2. The Third Medium-term Plan on HIV/AIDS (MTPIII) must serve as the primary guiding framework to plan, design, monitor and evaluate all areas of support for HIV/AIDS, including OVC care and community capacity development.

3. Localise and contextualise communications and social mobilisation to ensure that messages and activities are relevant and understandable, especially to those who are marginalised and vulnerable. Develop guidelines that clearly define accountabilities for sub-national implementation, particularly with respect to the distribution of materials.
4. Reconsider the emphasis of the Programme of Cooperation: it may be most effective focusing resources on helping to bring key strategies to scale, as opposed to investing in low impact, local interventions that require hands-on technical support.
5. Integrate the training, support and monitoring of the home-based caregivers and outreach workers deployed by MGECW, MOHSS and other partners. Develop clear, simple and illustrated instructions for caregivers.

6. Advocate and mobilise resources for the provision of allowances to home-based care volunteers. Provide care groups with bicycles to reach distant households. Train supervisors to monitor the caregivers and provide them with emotional support.
7. Focus on unemployed youth as a deep and largely untapped pool of talent and energy with which to implement activities, including home-based care. Study the deployment of youth by My Future is My Choice and AFHS to understand the factors determining the success and failure of youth involvement.

8. Develop an integrated monitoring and evaluation strategy for all three programmes, preferably one that can be measured through a single survey conducted at the beginning of the last year of each programme cycle. Link the strategy to the monitoring and evaluation objectives of national and international frameworks.

9. Standardise documentation across the three programmes. Establish a format for the log-frame that addresses every goal, objective, result and activity.
10. Focus UNICEF support on interventions with potential for having a high impact on a limited set of priorities.

1.
Introduction

The Master Plan of Operations (MPO) for the 2002-2005 GRN-UNICEF Programme of Cooperation set the requirements for a midterm review (MTR) and an end of programme cycle assessment (EPCA). The 2004 MTR assessed the programme’s progress; identified its constraints, successful strategies and lessons learned; and recommended some minor adjustments, highlighting the need to:

· Strengthen communication for social change with a particular focus on community capacity development. 
· Further develop common communication strategies targeting parents and other key duty bearers with HIV prevention messages.

· Move away from the management of cases of domestic abuse and sexual violence and focus more on prevention, with an emphasis on community-based mobilisation.

· Reduce the number of districts served to better demonstrate the impacts of interventions focused on young children’s health, care and development.
The objectives of this EPCA are to (1) take stock of the accomplishments and constraints in the implementation of the 2002-2005 programme and (2) provide the 2006-2010 GRN-UNICEF Programme of Cooperation with a more in-depth understanding of lessons learned. It is a review of the programme’s overall progress and achievements against the results laid out in the MPO. It focuses in particular on selected programming issues that will carry over into the 2006-2010 cycle, and contributes to the United National Development Assistance Framework (UNDAF) goal of addressing the triple threat of AIDS, food insecurity and weakening institutional capacity.
2.
Methodology

The preparation of this EPCA comprised two concurrent parts. The first was a desk review that assessed achievements against the results laid out in the 2002-2005 GRN-UNICEF MPO. It shed light on how effective UNICEF inputs were in attaining the intended programme results. The second component was a field assessment of some key components of the current country programme to help define more effective approaches for the 2006-2010 programme. It provided a fresh perspective on the past achievements and consolidated lessons to improve future strategies. The desk review and field assessments were cross-checked against one another to ensure their accuracy and strengthen their conclusions.
Desk Review

The desk review was divided into three stages. First, data on the progress indicators defined in the MPO were compiled. Second, UNICEF annual reports, the GRN-UNICEF midterm review and other documents were reviewed to consolidate reporting of progress against the goals, objectives and activities defined in the MPO and revised during the MTR (Appendix 1). Third, a more comprehensive assessment of what the country programme accomplished and did not accomplish was undertaken to gain a better picture of the progress made and the reasons why some expectations were not met.
Field Assessment

The field assessment addressed three key components of the current country programme, focusing on specific issues relevant to the next programme cycle:
1. Integrated Early Childhood Development (IECD)

· Assessed the impact of activities for maternal and child healthcare practices supported by UNICEF, giving particular attention to the Expanded Programme on Immunisation (EPI) and malaria prevention, which are the strategic focal areas of the next country programme.

· Based on this assessment and comparisons of health data across health districts, defined the critical intervention areas where UNICEF’s support will make the greatest impact on child survival.

· Suggested mechanisms and approaches to strengthen the linkages between outreach and improved early childhood care, given the focus on zero-to-three year olds—the most vulnerable age group.

2. HIV Prevention through Small and Mass Media and Social Mobilisation

· Reviewed and recommended strategies to determine how best to shift focus from mass media communication to social mobilisation and interactive communications, with a focus on parents, teachers and adolescents. The strategy for reaching the most influential adults in the lives of young people was to be closely linked to My Future is My Choice and Window of Hope, two UNICEF-supported life skills interventions.
3. Essential Services, Care and Protection for Orphans and Other Vulnerable Children (OVC)
· Reviewed the progress and impact of UNICEF’s support to OVC programming, identifying where it worked, elements to strengthen and weaknesses to avoid.

· To improve care for OVC, suggested methods and approaches to promote community-based early childhood development and strengthen linkages with outreach efforts to ensure access to critical services, particularly in the health sector.

Three peer review groups assessed these components in two regions. Each group was comprised of UNICEF staff, national counterparts and a consultant, who were assigned to review programmes for which they are not responsible in order to ensure objectivity, provide fresh perspectives and strengthen future linkages across programme areas.
The groups conducted interviews with the programme’s stakeholders and beneficiaries based on terms of reference provided to focus their questions. During and after the field visits, the groups debriefed to discuss their observations. The consultant assigned to each group then prepared a report on their findings and recommendations with feedback and approval from the groups. On 19 July, the consultants presented the reports to a combined meeting of all three peer review groups. Based upon feedback from the meeting, final revisions were made. The three peer review group reports are documented separately. Details on each group’s specific objectives, methodology, composition and itinerary are included therein.
Final Report
This document, the final EPCA report, is a synthesis of the desk review, the three field peer reviews and recommendations drawn from the EPCA stakeholders’ workshop held on 9 August 2005. The peer review findings have been added where they are relevant, as indicated throughout the document. For each programme and project, the objectives, accomplishments, results not accomplished and challenges are discussed. On the basis of lessons learned, recommendations on how to improve UNICEF’s future programmes are drawn. The report concludes with overall recommendations and a discussion of issues that may most effectively be addressed through cross-programme cooperation.
3.
Country Programme Overview

Situation in 2002

Although Namibia was classified as a middle-income country, its per capita income of US$2,000 masked enormous inequities inherited from the colonial apartheid era. Some 65 percent of the population of 1.8 million lived on less than US$150 per year. Since independence in 1990, one of the government’s major concerns was to eliminate this disparity, which was prominent across regional and ethnic divides. The government’s consistent allocation of around 40 percent of its annual budget to education and health greatly improved access to these services, though efficiency and quality remained challenges and economic outcomes were not achieved. 
Namibia’s overall social indicators were not significantly above sub-Saharan averages in spite of its impressive expenditure patterns, and some of the gains of the previous decade were diminishing as a result of the AIDS epidemic. The infant mortality rate was 65 per 1,000 live births and the under five mortality rate was 77 per 1,000 live births. The maternity mortality rate remained high at 230 per 100,000 live births. Life expectancy, which had climbed to 61.3 years in 1995, was estimated to have dropped to 52.4 years. By the end of 1999, there were 68,196 reported cases of HIV/AIDS, of which 6,400 were children. In 2002, an estimated 160,000 people were reported to be infected with HIV nationwide, with a prevalence of 22 percent among pregnant women. AIDS accounted for 47 percent of all deaths in hospitals. Poverty remained the single most important reason why children’s rights to survival and development were not being met.

Critical Issues Targeted
The Country Programme sought to address three critical issues that emerged from the situation analysis and the 1999 midterm review of the 1997-2002 GRN/UNICEF Programme of Cooperation. These were:

1. persistent weaknesses in early childcare and maternal healthcare, as reflected in high child and maternal mortality rates and low net enrolment in ECD programmes;
2. the effects of HIV/AIDS on adolescents, as evidenced by the HIV prevalence among 15-to-19 year olds of 11 percent; and,
3. disparity and the vulnerability of ethnic minorities, girls and orphans, which were prominent issues because of historical inequities, cultural beliefs, economic circumstances and the impacts of AIDS.
Programme Structure and Rationale

The overall aim of the country programme was to contribute to the achievement of the Second National Development Plan (NDP II) goals related to the rights of children and women. The country programme focused on the two most critical challenges facing the nation: HIV/AIDS and disparity. Conclusions drawn from the situation analysis pointed to the need to continue efforts to address the critical early years of life through integrated and holistic early childcare and development. These thematic choices were made to address the unmet World Summit for Children (WSC) goals set in NDP I on the survival, development, protection and participation of children, adolescents and women.  

The overall objectives of the country programme were to:

1. strengthen the caring capacity of parents, families, communities and service providers to fulfil the rights of children and women to adequate healthcare and development, resulting in improved nutritional status, reduced morbidity and better learning achievements for children and increased survival for mothers;

2. strengthen the capacity of adolescents, communities and service providers to fulfil adolescents' rights to correct information, appropriate skills and quality services for HIV prevention, leading to a 25 percent reduction in HIV incidence among 15 to 18 year olds; and,

3. expand protection services for vulnerable children and women, and contribute to the elimination of conditions that create or perpetuate disparities.

The country programme objectives were to be reached by focusing on the most critical issues affecting children in two developmental periods, zero-to-10 and 10-to-18 years, by developing the capacities of households, communities and government institutions to enable duty bearers to respect and fulfil their obligations towards children and women.

Two key programme delivery strategies were defined:

· Capacity Development: Interventions were to address capacity gaps of duty bearers, including their acceptance of responsibility, authority to act and access to knowledge, skills and resources. The quality of services was to be improved in the areas of reproductive health, HIV prevention, AIDS care and the protection of vulnerable groups. The capacity to manage programmes at the national and sub-national levels was to be developed.
· Communication and Advocacy: Programme communications and advocacy were to ensure that policies, resources and services were in place and parents, caregivers and communities improved caring practices and protected the rights of children and women. The programme was to help service providers, political and community leaders, and adolescents to improve interpersonal communication. Mass media was to facilitate public debate by providing information on childcare, maternal health, HIV/AIDS and the rights of vulnerable groups.

The programme was designed to ensure linkages across the programme components. The themes of HIV/AIDS and disparity, as well as the objective of strengthening community outreach, were threaded across all components. Improving adolescents’ uptake of reproductive health services was a prominent objective in both programmes one and two.

Not only were the three programmes mutually supportive, they were also complementary in that the first programme focused on the early years of life (zero to 10 years) while the second addressed the adolescent period (10 to 18 years). The third programme, addressing special protection, spanned the full period of childhood. Cross-cutting programme activities such as advocacy, monitoring and evaluation, and supply and logistics formed the support dimension of the fourth programme component.
Funding Performance

Donors provided a total of US$8.7 million to support the 2002-2005 Programme of Cooperation. These donors were the Swedish International Development Agency and the governments of the Netherlands, Germany and New Zealand. The National Committees of Belgium, Germany, Luxemburg and the United States of America provided additional funds to the programme, and the Italian Government, UNICEF’s Emergency Programme Fund and OCHA contributed funds to the emergency response to the drought and floods in Caprivi in 2004. 

Significant support from the set-aside funds of the UNICEF head office eased funding shortfalls during the programme cycle. These timely contributions, totalling US$1.67 million, were instrumental in accelerating start-up support for critical programmes, including those focused on OVC care and ECD for the critical zero-to-three year age group. Set-aside funds are now supporting activities to strengthen child and maternal survival, including the expansion of emergency obstetric care and modified infant and young child feeding practices in the context of HIV. Once established with the set-aside support, these critical interventions subsequently attracted additional donor funds. These interventions would not have otherwise been possible given international funding preference for activities directly related to HIV.
Non-financial Inputs

This report focuses primarily on areas of financial and technical assistance. As in all UNICEF country programmes, there were technical support activities linked to the programming areas which did not have significant or any financial inputs. UNICEF staff committed substantial time and energy to such activities, most of which are not covered in this assessment but deserve mention.  They include:

· In the HIV/AIDS programming area, the assessment of the Namibia HIV/AIDS Medium Term Plan II (MTPII) and the development of MTPIII and Namibia’s first, second and fifth round proposals for the Global Fund for HIV/AIDS, Malaria and Tuberculosis.

· In the broader context of national development, the preparation of Namibia's Vision 2030, the Namibia Millennium Development Goals Report and the National Development Plan II.

· In the education sector, the development of the Education and Training Sector Improvement Plan and the sector’s policy and plan on HIV/AIDS.

· The preparation of Namibia’s report on its compliance with the CRC and the CEDAW.

3.1
 Young Children’s Health, Care and Development Programme

Programme Overview

Critical Issues Addressed
The Young Children’s Health, Care and Development Programme was designed in response to the follow issues:
· Childcare practices were still weak at the household and community levels, as manifest in high rates of child mortality, high prevalence of preventable diseases, low uptake of health services, poor nutrition, low enrolment in early childhood development centres and weak academic outcomes. AIDS was expected to compound these challenges.
· The management of illnesses in health facilities was disease-focused and lacked an integrated approach. Nutritional assessment was mainly for sick children and no growth monitoring system was in place.

· Maternal mortality was an ongoing concern, with low rates of skilled birth attendance and ante- and postnatal care uptake and shortages of trained personnel, supplies and equipment. A quarter of maternal deaths took place during pregnancy, reflecting the inadequacy of essential obstetric services.
· It was estimated that about 4,300 newborns were at risk of contracting HIV from their mothers every year.

· Many adolescents did not use reproductive health services because they were not aware of them, lacked access, could not afford the cost, faced embarrassment, feared the stigmatisation associated with sexually transmitted diseases and held negative attitudes about health staff.
Objectives and Expected Outcomes

The overall objective of the Young Children’s Health, Care and Development Programme was to strengthen the care capacity of families, communities and service providers by:
· reaching 50 percent of all families with information on basic child and maternal care practices;
· ensuring access for 50 percent of all children, including OVC, to quality day care;
· improving the planning and management skills of 80 percent of health programme managers; and,
· raising by 25 percent the utilisation of basic maternity and essential obstetric care integrated with PMTCT.

The programme was multi-sectoral with components in community education, health system support, maternal healthcare and early childhood development. It focused on children younger than 10 years, with an emphasis on children younger than three years. It expected to influence a substantial reduction in mortality, disease burden and malnutrition and to facilitate optimum developmental opportunities for young children.

The programme sought to:
· Assess and document existing practices.

· Equip resource persons to develop key messages and IEC materials for dissemination through multimedia channels.

· Provide training in planning, management, quality assurance, supervision and monitoring for about 300 health programme managers from central and regional offices and 18 out of 37 health districts to improve the coverage and quality of IMCI/ECD, AFHS and basic maternal and essential obstetric care.

· Integrate activities related to PMTCT of HIV into routine maternal and child health services.

· Improve services through training, protocol development, supervision and the provision of equipment and supplies.

· Ensure that 80 percent of orphans and other vulnerable children have access to improve ECD facilities.

· Formalise collaboration among ECD implementing partners, including the National ECD NGO Association and the National ECD Committee.

The programme components were designed to address geographical disparities and vulnerable population groups, specifically orphans, children in need of special protection, communities with a high prevalence of preventable diseases and communities with other low social development indicators. It also intended to direct vulnerable groups to mainstream services. 
Programme Strategies

Communications strategies were to be employed to:

· Strengthen the capacities of parents and communities by building a coalition around children and women through improved knowledge, skills and attitudes. This required advocacy to ensure that appropriate policies, resources and services were in place and focuses on the involvement of service providers; political, religious, traditional and community leaders; communities; adolescents; and vulnerable groups.
· Improve the delivery and management of services by enhancing the flow of information and depth of consultation between families, community volunteers and community leaders by informing them on issues such as childcare practices, child and maternal health services, HIV prevention and care, and the protection of vulnerable groups. This was to stimulate civil society’s interest in holding service providers accountable.
· Mobilise caregivers, mothers, adolescents and vulnerable groups to utilise health, care, prevention and protection services.

Capacity development strategies were to be employed to improve the quality of maternal health, PMTCT, voluntary counselling and testing, and adolescent reproductive health services.

Overall Positive Outcomes
· IMCI became an official approach at the health facility level, replacing disease-focused diagnostic procedures. Through its integration into the nursing curriculum at the University of Namibia, IMCI is becoming an integral component of the health system.
· The concept of Integrated Early Childhood Development broadened from a limited focus on pre-school to become more comprehensive with the inclusion of the health, nutrition and development of zero-to-three year olds, the most vulnerable age group.

· Infant and young child feeding in the context of high HIV prevalence was incorporated as a critical component of PMTCT, broadening PMTCT efforts into the promotion and monitoring of good childcare practices.
· Partnerships with a variety of organisations enhanced the programme’s effectiveness. Efforts to forge public-private partnerships met success with GlaxoSmithKline’s support for IMCI. ECD interventions relied upon NGOs including ACORD, DAPP, the National ECD NGO Association and the Children’s Hope Project. The CDC was a key partner in the rollout of PMTCT services. And cooperation with UNFPA on AFHS and with WHO on EPI, IMCI, malaria prevention and nutrition strengthened United Nations reform.

Lessons Learned
· The projects implemented by the two lead ministries were not integrated and linked at the community level, such that outreach workers promoted either healthcare or early childhood development, but not both. For these efforts to be integrated, MOHSS and MGECW need to work together, communications have to be broadened and linkages must also be made to OVC care interventions.
· Capacity limitations in MOHSS and MGECW limited effectiveness. Staff shortages, high staff turnover and weak technical capacity at all levels, but particularly in health facilities, hindered the planning, management, coordination and implementation of supported activities. The reliance upon volunteerism for community outreach raised serious questions regarding the capacity to sustain the interventions and expand them to scale. Without monetary compensation, the current work-output expectations placed upon volunteers are in many instances unrealistic.
· Many of the targets set in the MPO were not realistic or measurable. In some cases the objectives were overambitious, aiming to reach the majority of a given population with interventions that would take time to develop and bring to scale. Other targets could not be measured because of the lack of reliable data.
· Since fundraising for interventions not directly related to HIV/AIDS was difficult due to Namibia’s status as a middle-income country, the programme experienced implementation shortfalls in IMCI, IECD and maternal health. Given broad governmental, bilateral and multilateral support, expectations were fully met only for PMTCT.
Emergency Response to 2004 Caprivi Crisis

Under this programme UNICEF responded to the emergency in Caprivi Region in 2004. Three years of drought and then floods resulted in the disruption of livelihoods for more than 20,000 people with about 3,000 being displaced. UNICEF and WFP supported the Emergency Management Unit (EMU) of the Office of the President to respond to this crisis. With support from UNICEF’s Emergency Programme Fund (US$76,600) and OCHA (US$23,424), immediate technical assistance and emergency supplies were provided to enable counterpart ministries to assist displaced families. In response to joint appeal, the Italian Government (US$170,000) provided additional funding to support the strengthening of emergency preparedness in the region, including the establishment of a nutrition surveillance system in MOHSS.

UNICEF is a member of the Vulnerability Assessment Committee of the EMU and continues to provide technical input into strengthening national emergency preparedness and response systems, working closely with the other U.N. agencies, NGOs and civil society organisations.

3.1.1
Project 1: Communication for Improved Child and Maternal Care 

Objectives and Planned Results

The objective of project one was to prepare communication strategies and establish networking with institutions to reach 50 percent of families and communities for improved caring practices in the four selected IECD regions. This was to be accomplished through two complementary subproject objectives: (1) to prepare communication strategies to improve maternal and early child care practices and (2) to develop a networking mechanism of existing government extension workers, institutions and agencies to reach families and communities for improved caring practices.

The planned results towards these ends were as follows:

Communications Strategies

1. Existing maternal and childcare practices and resources documented

2. Key messages and IEC package developed

3. Multimedia campaign launched

4. ECD policy and guidelines disseminated

5. Monitoring and evaluation system in place

Networking Mechanisms

1. Database of community-based resource persons established
2. Stakeholders mobilised for promoting materials and ECC practices

Project Strategies

The overall aim was to develop a communication strategy to transmit essential knowledge and skills to parents, guardians and other duty bearers. The communications focused process results areas included: assessing existing care practices; developing and disseminating an information and education package on key childcare themes; addressing attitudes and behaviours that impede childcare and development; preparing and transmitting mass media messages on these and other relevant topics; sensitising community institutions and groups; adapting messages to local cultural practices; and creating a movement for better parenting. The capacity building process results areas were to: enable day care and health workers to integrate parental education into their service delivery; and utilise community resource persons of high social standing in the promotion child health, care and development, the identification of caring practices to replicate and the dissemination of messages.  
What Was Accomplished

UNICEF funded a baseline study on caring practices and resources
 and two rural participatory appraisals that informed the development of a comprehensive IECD/IMCI communications strategy, the messages of which were pre-tested at the community level. The strategy was implemented in 2004, with the printing and distribution of 13 posters with accompanying fact sheets on childcare and development. The EPCA peer reviewers found that the materials and messages were well-developed. In 2005, the project developed the mass media component, focusing on radio broadcasts.

In 2003, a three-day meeting of the National ECD Committee defined the committee’s mandate, drafted its action plan, reviewed the 1996 ECD Policy and suggested how to strengthen its provisions on HIV/AIDS, children younger than three years and OVC. The following year, the committee contracted Namibia Integrated Development Consultants to finalise the review. The consultants held consultative meeting in 10 regions and presented their findings to a national workshop on IECD. In 2005, the committee agreed to postpone the policy’s finalisation because of the government’s restructuring of the ECD sector. The draft policy was adopted as a temporary guide until the new policy is finalised.
In 2004, the 1998 Guidelines for ECD Centres and the checklist used to asses the centres’ standards were reviewed, and MGECW finalised a new checklist and distributed it to all 13 regions.

For monitoring and evaluation, the DevInfo database was introduced to standardise the government’s information processing systems, and MGECW officials were trained in monitoring, evaluation and database management.
In order to enhance networking capacities around IECD, a database of community-based IECD resource persons was established in four focal regions; 148 possible dissemination points for IECD materials were identified; and NGOs working with ECD were coordinated.

What Was Not Accomplished and Why
Lengthy Development Process: While successful in terms of the quality of its outputs, the deliberate and inclusive process undertaken to develop the communications strategy lasted almost three years. This did not leave enough time within the programme cycle to achieve the objectives of reaching parents and communities to improve care practices and positively impact young children’s health.
Translation: Materials have not been translated into local languages, partly due to time constraints but also because of the challenge of cost-effectively managing Namibia’s linguistic diversity. The peer reviewers found that the impact of the materials was compromised because they were not translated.
Distribution: The peer reviewers found that the distribution of materials was very limited, which was the result of shortages of transport at the regional and district levels, weak distribution processes and the lack of a plan from the national level.

Monitoring: The monitoring system was not maintained or updated regularly. The limited computer literacy of key ministry personnel hampered the roll out of DevInfo, and the commitment to effective monitoring was weak.

Community Networking and Linkages: The database of community-based IECD resource persons was not utilised fully. This was because in many instances MGECW did not establish focal persons to do so, and when they did there was a lack of technical capacity and high staff turnover. At the community level there was some degree of integration, though more effort will be required to fully integrate ECD with IMCI. The peer reviewers noted that community volunteers do not have a balanced perspective on IMCI and day care, because MOHSS and MGECW train their outreach workers separately; their IMCI and IECD programme are not linked; MGECW officials tend to view ECD only as pre-school, with no health or nutrition component; and MGECW does not have enough resources for IECD training. The peer reviewers also found that community volunteers lacked strong supervision and information on how to refer patients to services.
3.1.2
Project 2: Health System Support
Objectives and Planned Results

The objective of project two was to contribute to the improved planning, management and coordination skills of health programme managers (from the central and regional levels and 12 districts) with a focus on IMCI.

The planned results towards this objective were as follows:

1. Work planning and management capacity for IMCI improved 

2. Performance assessment and work planning mechanisms revised

3. Monitoring and evaluation system in place
Project Strategies

The overall strategy was to strengthen the capacity of the health system to improve young children’s health and nutrition. This included the training of central, regional and district health managers on IMCI planning, management, assessment, support and supervision; the training and support of community IMCI outreach workers; and the development of a package of quality assurance tools around task analysis, performance standards and monitoring indicators.
What Was Accomplished

IMCI was accepted as an approach for Namibia’s health system with MOHSS adopting it as an official strategy and implementing it in 12 health districts. The University of Namibia, which provides pre-service training for nurses, integrated IMCI into its curriculum. As a result, the number of districts implementing IMCI is expected to grow. The training of health workers in IMCI quality assurance and case management was supported. In order to overcome resource gaps hindering IMCI’s effective implementation, MOHSS was provided insecticide-treated bed nets for malaria prevention, vitamin A and polio and measles vaccines. 

To improve the monitoring and evaluation capacity of MOHSS, UNICEF health workers were trained in data analysis using the Health Information System (HIS) and the IMCI performance indicators were revised. Following the indicator revision, a new monitoring format called the Field Monitoring Checklist was developed and successfully used in visits to four health districts.
What Was Not Accomplished and Why
IMCI: Eighteen health districts were initially targeted for IMCI rollout, but this could not be accomplished because of funding shortfalls and staff shortages and turnover at MOHSS. Thus, the target was adjusted down to 12 during the midterm review. The implementation of community IMCI encountered capacity gaps in terms of resources, staff overload in health facilities and the recruitment and retention of committed volunteer caregivers. 
Monitoring and Evaluation: The use of HIS fell short of expectations because of weak technical capacity among health workers, and because the software and hardware running the HIS database are old. The peer reviewers found that the use of HIS data varies across districts, with some districts using the data in evaluation and planning and others not.
3.1.3
Project 3: Maternal Health
Objectives and Planned Results

The objectives of project three were to increase the utilisation of basic maternal and essential obstetric care (EOC) by 25 percent and to introduce the prevention of mother-to-child transmission (PMTCT) of HIV and adolescent friendly health services (AFHS) in 18 health districts.
The planned results towards these ends were as follows:

Maternal Care

1. Monitoring and supervision systems improved
2. Service providers’ technical capacity strengthened
3. EOC services upgraded and improved

4. IEC package for awareness campaign developed

5. Services made adolescent friendly

PMTCT

1. National policy, strategy and guidelines produced and in place
2. Services established in selected districts for national replication

3. Monitoring and evaluation system in place

Project Strategies

The overall project strategy was to improve the delivery and uptake of maternal and newborn health care by building the capacity of service providers and informing women and communities of health behaviour patterns.

The capacity building components were to: 
· train health workers on how to counsel patients, provide antenatal services, ensure proper hygiene, improve intra-partum practices, deliver proper postnatal care, follow up with mothers and infants, and make their services adolescent friendly; 
· integrate PMTCT services with overall maternal and child health services by teaching health workers how to deliver voluntary confidential counselling and testing, promote proper feeding options for HIV-positive mothers, counsel mothers on protecting themselves from HIV, administer anti-retroviral therapy and treat opportunistic infections;
· provide technical support to district-level health workers for communications, training and monitoring; and,

· mainstream service delivery into regular programmes.

The communications components were to: open channels of discussion and action on maternal health by enhancing community mobilisation efforts; emphasise how families, partners and communities can support HIV-positive mothers to make healthy choices for themselves and their babies; and advocate at the national level for PMTCT, voluntary confidential counselling and testing, HIV prevention efforts and adolescent friendly health services.
What Was Accomplished

The health system’s capacity to deliver maternal healthcare was strengthened through the development of a routine maternal mortality auditing system; the training of midwives, traditional birth attendants and doctors; the provision of EOC supplies to selected districts; and, as part of the HIV prevention strategy, the development and implementation of an integrated supportive supervision (ISS) tool. 
In order to increase the uptake of maternal health services by teen mothers, AFHS was expanded to three health districts in 2002 and 2003, which brought the total number of districts served to nine, and nine trainers-of-trainers (health workers and adolescents) were trained in six districts.
Progress in PMTCT was rapid during the programme cycle as a result of its high prioritisation by MOHSS, advocacy by UNICEF and other partners, and funding from the CDC, the U.S. Agency for International Development, French Cooperation and UNICEF. Initiated in the first year of the programme cycle, all state hospitals are now providing PMTCT services.
During this cycle the national PMTCT/ARV/VCT roll out plan was developed and printed with UNICEF support. The PMTCT/ARV Management Information System was also introduced and health workers were trained in all PMTCT/ARV implementing regions. Supervisory visits to all PMTCT/ARV implementing regions were conducted as well as annual PMTCT/ARV annual reviews.

A major component of UNICEF’s support for PMTCT was assisting MOHSS in the completion and dissemination of the Infant and Young Child Feeding Policy in the context of high HIV prevalence. UNICEF also contributed to the PMTCT rollout with support for the production of integrated PMTCT guidelines for health workers; the monitoring of PMTCT services; the revision of PMTCT and HAART training materials for health workers and other cadres; the development of the regional PMTCT/ARV plans and the national PMTCT/ARV implementation and training plan; the Baby Friendly Hospital Initiative; and the creation of national and sub-national management and coordination mechanisms. Supplies and equipment for PMTCT were also provided. In terms of monitoring and evaluation, UNICEF supported the harmonisation of reporting formats at the two PMTCT learning sites in 2002 and the integration of PMTCT indicators into HIS.
What Was Not Accomplished and Why
Maternal Mortality Audit: The maternal mortality audit and protocols did not progress beyond the draft stage due to a lengthy approval process. As a result, they are still not being applied to improve maternal health interventions.

PMTCT: Weak human resource capacity, staff shortages and high staff turnover are challenges to improved maternal health and the roll out of PMTCT services. These capacity constraints affect all health services, especially in regions with a high HIV prevalence. Despite these constraints, funding from other development partners ensured the successful introduction and ongoing scale up of  PMTCT services.
The peer reviewers noted other challenges. Some rural clinics do not have the capacity to carry out HIV tests and expectant mothers who are HIV positive are often given Nevirapine to take home because they may not return to a health facility for delivery. The distance from households to health facilities and the stigma associated with HIV limit access to and uptake of voluntary testing and counselling.

Infant and Young Child Feeding Policy: The peer reviewers found that nurses are often providing conflicting advice on infant feeding, specifically with respect to breastfeeding for women who can afford formula, the duration of exclusive breastfeeding and the supplementation of breast milk with water. These are challenges to be addressed.
Adolescent Friendly Health Services (AFHS): Although health workers were trained in AFHS, the strategy did not take root because they did not view AFHS was part of their core duties and they were not held accountable for doing so. This was compounded by the emphasis on using adolescent volunteers as AFHS implementers under programme two, which lessened the health workers’ sense of responsibility. Therefore, when the participation of adolescent volunteers weakened, as often occurred, there was no one to lead implementation in many facilities. As with IMCI, the target for AFHS coverage was also adjusted down to 12 districts.
3.1.4
Project 4: Collective Promotion of ECCD
Objectives and Planned Results

The objective of project four was to ensure access to 80 percent of all childcare facilities and the provision of quality day care to 50 percent of all children including orphans and vulnerable children in the four selected IECD regions. This was to be accomplished through two complementary subproject objectives: (1) to ensure the provision of quality day care for 50 percent of all children in the four selected regions and (2) to ensure that 80 percent of all childcare facilities provide free quality day care for orphans and vulnerable children.
The planned results towards these ends were as follows:

Access for 50 percent of Children to Quality Day Care

1. 80 percent of existing day care workers in the four selected regions trained in ECD
2. Mentoring programmes expanded to the Omaheke and Otjozondjupa Regions
3. NECD NGO Association management capacity strengthened
4. Management capacity of the division of Community Development, Regional ECD Committees, CCLOs and CLOs strengthened in the four selected regions
5. Family visitors programme expanded to two additional regions
80 percent of Childcare Facilities Provide Free Quality Day Care to OVC

1. Four regional ECD Committees established and strengthened in the selected regions
2. Mechanisms for ensuring access for OVC established
3. Monitoring and evaluation system in place
Project Strategies

The overall project strategy was to improve the capacities of ministries and organisations working with early childcare to coordinate their activities at the national, regional, district and community levels. The specific components of this strategy included: establishing and strengthening coordination mechanisms like committees and taskforces; support the National ECD Committee and the Take Control Media Campaign on HIV/AIDS to facilitate the rallying of partners around key issues for childcare and development; encouraging collective problem solving and constructing new social relationships and dependencies at the community level; assisting communities to enlist participating day care centres for the training of childcare workers; and helping the government to provide training opportunities and ensure acceptable standards in these institutions.
What Was Accomplished
Access to ECD care was improved through technical assistance to MGECW on how to support ECD centres; the training of ECD caregivers and community liaison officers on IECD topics; the expansion of a mentoring programme for ECD centre heads to two regions; and the production and distribution of a parental education manual. A key component of this strategy was the family visitors programme, which sent outreach volunteers into communities to inform parents and guardians about IECD, focusing on care practices for zero-to-three year olds.
The coordination of ECD interventions was strengthened through administrative, managerial and networking support for the National ECD NGO Association and the establishment of Regional ECD Committees in nine of the 13 regions.

ECD services for OVC were extended in four selected regions by establishing an incentive mechanism for ECD centres to enrol them for free and training ECD caregivers on their special needs.

Mechanisms for monitoring and evaluation of ECD were improved through the training of the Directorate of Community Development; the development and testing of a standardised checklist for evaluation; and the establishment of an IECD database in four regions.
What Was Not Accomplished and Why
Training: The training of ECD workers was not brought to scale due to financial and staffing capacity gaps in MOE, under whose mandate ECD training falls. As a result, the majority of children remain beyond the reach of skilled ECD care and most existing ECD centres are of low quality.

Volunteer Outreach: Relying on volunteers to strengthen ECD showed mix results. High volunteer attrition inhibited the effectiveness of the family visitors programme. The lack of support for the volunteers’ livelihoods, such as monetary or in-kind compensation, was the key factor underlying the attrition. 
ECD Trust Fund: After due consideration, the ECD Trust was not established because of the government’s shift in focus to the OVC problem. Instead, a national fund for OVC was established.
ECD Committees: Although trained, the ECD Committees did not have the desired impact due to the lack of planning and resources, weak commitment from stakeholders and inadequate management and coordination capacity. They tended to meet inconsistently, sustained low levels of participation and did not receive the level of guidance necessary from MGECW because of its capacity gaps.
Monitoring and Evaluation: Although monitoring mechanisms were established and training on their use was provided, they were not applied systematically because of ongoing technical capacity constraints and weak commitment. As a result, no evaluation of ECD services was done during the programme cycle.
3.1.5
Recommendations

1. Focus on delivering essential services and reaching intended beneficiaries quickly without compromising quality. It may be necessary to sacrifice participatory approaches in the interest of reaching the target populations with vital interventions. More realistic objectives need to be set in terms of the number of intended beneficiaries, given the limited outreach and staff capacities of MOHSS and MGECW.
2. Translate materials into local languages. Focus on the most widely understood dialects and the broadest cultural identifiers, acknowledging that comprises will have to be made on these scores.
3. Build the national capacity to distribute and facilitate the use of IEC materials. CCLOs, CLOs, community activators, outreach workers and others charged with material distribution need transportation, supervision and training on how to use the interactive materials that were designed.
4. Reconsider the extent to which new and additional sub-national coordination mechanisms like the ECD committees can be relied upon. They are not effective without the commitment and support of high-level decision-makers, which has been lacking. If they are to continue to be a programmatic focus, strengthen their capacity by integrating them with effective committees and limiting their terms of reference.

5. Advocate for the integration of MGECW and MOHSS community outreach efforts around IECD, including their training, guidelines, supervision, monitoring and support, in order to converge services for the most vulnerable age group, zero-to-three year olds, in the context of diminishing household and community capacities because of AIDS.

6. In order to overcome the human resource shortage in MOHSS, advocate and leverage resources for retaining existing health workers, attracting some from abroad and training new ones locally.
7. Although pre-school ECD centres will not be a focus of the next programme cycle, the experience of working with MGECW on this issue is informative for other important focal areas, like IECD and OVC care. Given MGECW’s capacity limitations in terms of personnel and community-level institutions, consider the extent to which it can be effective for the implementation of essential services. When possible, utilise other channels such as schools, health facilities and churches to promote of IECD care practices and support OVC.

8. Provide incentives for community volunteers, including transport costs, food packs, identification cards, tote bags, t-shirts, uniforms or official letters of acknowledgement.

9. Make programme targets measurable in their definition, avoiding indicators with no baseline for denomination such as “percentage of ECD workers trained” when the number of ECD workers is unknown.
3.2
 Adolescent HIV Prevention Programme

Programme Overview
Critical Issues Addressed

The Adolescent HIV Prevention Programme was designed in response to the following issues:

· The national HIV-infection rate was on the rise, reaching 20.4 percent in 2000. For teenagers it was steady but high in the range of 11 to 12 percent.

· Many Namibians became sexually active at an early age, with an estimated mean age of first intercourse of 16 to 17 years. Almost half of young women had become pregnant by the age of 19.
· Awareness of contraceptives was high, but use was low.

· Awareness and practices around the transmission of HIV were weak.
· Adolescent girls often had little control over how and when sex took place.

· It was difficult for adolescents to access reproductive health services because the services were perceived to lack confidentiality, offer limited privacy and not provide individual attention. The attitudes of health workers were also seen as a barrier.
Objectives and Expected Outcomes

The goal of the AHPP was to strengthen the capacities of adolescents, communities and service providers to fulfil adolescents’ rights to correct information, appropriate skills and quality services for HIV prevention, contributing to a 25 percent reduction in HIV incidence among 15 to 18 year olds by communicating for an enabling environment, developing capacity for HIV prevention through life skills and helping adolescents to participate in friendly health services.

The programme was to focus on mobilising adolescents for action to prevent HIV as an entry point to fulfilling their rights to development and participation. To do so, the programme was to:
· Create a supportive and enabling environment within communities for young people to access information, skills and services by reaching at least 70 percent of parents, teachers and providers of health and youth services with selected information and social mobilisation activities to stimulate interpersonal communication for risk-reduction behaviours by adolescents.
· Reach a minimum of 100,000 15-to-18 year olds cumulatively over the four-year period and at least 3,500 (25 percent) out-of-school youth (OSY) each year with the life skills training ‘My Future is My Choice” (MFMC).
· Ensure that at least 90 percent of adolescents in schools have opportunities for ongoing life-skills development through peer-education activities.
· Develop, pilot and start the national implementation of life-skills activity for 10-to-14 year olds in schools.
· Ensure that at least 70 percent of health facilities and 100 percent of youth facilities in 12 health districts involve adolescents in the provision of adolescent friendly health services, and that at least 90 percent of adolescents in these 12 districts have access to a minimum “one star” adolescent friendly health services (AFHS).
Programme Strategies

Communications strategies, employing mass and small media, social mobilisation and advocacy campaigns, were to be employed to:

· change social and cultural perspectives on adolescents’ roles and responsibilities;

· address cultural practices and social norms that place adolescents at risk;

· strengthen adolescents as actors in meeting their rights to protection from HIV;

· provide information on reproductive and sexual health to protect adolescents from unsafe, unwanted and forced sex;
· facilitate the exchange of correct sexual health information among peers;
· have parents, family members, community members, teachers and health workers provide adolescents with correct sexual health information;
· mobilise community leaders and decision-makers to assist parents, community members, teachers, health personnel, youth and social workers to meet adolescents’ rights to sexual health information; 
· get the private and public sectors to work as partners for adolescent's rights; and, 
· create demand among parents and communities for teachers and service providers to meet adolescents’ rights to sexual health information.
Capacity development strategies were to be employed to:

· Provide life skills to adolescents to enable them to meet their rights to health and development. For the older age group, peer facilitation was to be the implementation strategy. For 10-to-14 year olds, teachers and older adolescents were to play more significant facilitation roles. Adolescents, teachers and service providers required training in project management.
· Enable duty bearers involved with education, health and youth programmes at the national and regional levels to produce quality, well-targeted and action-oriented communications
· Ensure the provision of affordable and user-friendly services for HIV prevention and STD control by training service providers and adolescents in pre-test, post-test and follow-up counselling.
· Address adolescent pregnancy and substance abuse by strengthening counselling and health services and facilitating the participation of adolescents and community members in the provision of these services.
Overall Positive Outcomes
· Initiated in the previous programme cycle as direct interventions by UNICEF, My Future is My Choice, a life-skills HIV-prevention training for 15-to-19 year olds, and Take Control, an AIDS-awareness media campaign, were fully transferred in ownership to MOE and MIB respectively. 
· Initiated in full partnership with MOE, Window of Hope, a life skills activity for 10-to-14 year olds, transitioned quickly from planning to national implementation within a two-year period.
· The HIV prevalence rate among pregnant 15-to-19 year olds tested, which had been levelling off since 1998, dropped slightly from 11 to 10 percent between 2002 and 2004, indicating that the rate of new infections among teenage girls who attend antenatal care had reached a plateau.
· A number of partners were mobilised in support of the programme. The Take Control Task Force generated wide participation, notably including financial support from Johns Hopkins University. The Namibian College of Open Learning (NAMCOL) distributed Take Control materials to out-of-school youth. The United Nations exhibited cross-agency unity with joint UNICEF-UNFPA programming for AFHS and HIV prevention. Social mobilisation efforts were undertaken in partnership with Ombetja Yehinga, a local NGO. And radio programmes to mobilise young adolescents for HIV prevention were developed and implemented with Lifeline-Childline and the College of the Arts.
Lessons Learned
· Take Control’s communications efforts were found to be too one-directional. The needed shift from deploying top-down media to fostering interpersonal communication did not take place. As outlined in the MPO, behaviour change interventions need an interpersonal approach in order to be effective.
· The capacities of MIB, MOE, HAMU and their regional structures need strengthening if their UNICEF-supported HIV prevention efforts are to fully take root. MIB still largely depends on UNICEF’s financial and technical support for the implementation of Take Control. While to a large extent the capacity gaps within MOE were addressed with the formation of HAMU and the rise of the RACEs at the regional levels, My Future is My Choice is still falling behind implementation targets because of capacity issues.
· Relying of adolescent volunteerism for programme implementation was found to be unsustainable. As observed during the rapid assessment of AFHS in early 2005,
 the emphasis on adolescent peer counsellors absolved health workers of their responsibility for AFHS, which led to many challenges, particularly when the peer counsellors dropped out of the programme.
3.2.1
Project 1: Communication for an Enabling Environment
Objectives and Planned Results
The objectives of project one were to orient at least 70 percent of parents, teachers and providers of youth and health services to encourage risk reduction behaviours by adolescents, and to ensure that at least 90 percent of adolescents have correct sexual health information. This was to be accomplished through two complementary sub-project objectives: (1) to reach adolescents, parents, teachers and service providers through mass and small media campaigns and (2) to mobilise parents, teachers, school committees, religious groups, youth organisations and political leaders to stimulate interpersonal communication about risk-reduction behaviours.

The planned results towards these ends were as follows:

Mass and Small Media

1. Mass media campaign strategy developed and implemented

2. Small media campaign strategy developed and implemented

3. Project M&E data collected
  Social Mobilisation

1. Social mobilisation strategy developed and implemented
2. Advocacy strategy developed and implemented

3. Model developed to reach parents and teachers through media and interpersonal communication for creating an enabling environment for adolescent behaviour change.

Project Strategies

The project’s overall focus was to create an enabling environment for young people to realise their rights to HIV prevention services. The project operated on two assumptions: that information is a key component to behaviour change and that there are specific, strategic duty bearers who are vital to ensuring young people’s access to information, skills and services regarding HIV prevention.

The project’s communication strategies were to:
· Disseminate action-oriented messages to promote healthy behaviours; stimulate interpersonal communication; and change taboos, ideologies and social norms harmful to adolescent participation, gender equity and reproductive health rights.
· Through advocacy, mobilise decision-makers at the national, regional and community levels to take up their responsibilities and obligations to assist parents, communities, teachers and health and youth workers in the fulfilment of their obligations to provide adolescents with sexual health information.

· Advocate for multi-sectoral collaboration and public-private partnerships for adolescents’ rights.
Its capacity building strategies were to:

· Strengthen the abilities of communication partners and service providers to produce quality, targeted and action-oriented information for adolescents and adults through participatory research and message development. 
· Develop the organisational skills of media partners to run advocacy and communications campaigns geared towards challenging social norms and stereotypes. 
What Was Accomplished

Small and mass media efforts were supported as part of the Take Control National Media Campaign, which was initiated in the previous programme cycle. In 2002, the Take Control Secretariat was handed over to MIB and many other partners joined UNICEF in support of the initiative.
While the production of small and mass media materials was ongoing, the relevance of the Take Control messages was strengthened through the application of research on the audience’s knowledge and behaviour,
 Take Control’s effectiveness and coordination,
 and how to reach parents;
 as well as through annual youth consultations. From the lessons learned, the Take Control strategy was redefined away from oversimplified “ABC” messages. This led to the development and rollout of a new Take Control campaign built around mutually reinforcing messages with a consistent look and feel. The peer reviewers found that familiarity with the Take Control media, especially its videos, was high.
The centrepiece of the social mobilisation strategy was the Open Talk newsletter. The peer reviewers found Open Talk to be well known and viewed as useful. While gathering learners’ input at schools, the Open Talk editor facilitated the establishment of AIDS awareness clubs, which the peer reviewers found to be functioning and active. Clubs were also supported with an activity guide, helping them to play prominent roles in mobilisation events that targeted wider audiences. These events were effective at mobilisation and useful towards promoting cross-sectoral coordination. Ombetja Yehinga, a local NGO, was supported to mobilise youth and teachers around reproductive health through drama, fashion, newsletters and magazines.
The peer reviewers confirmed that the small media and social mobilisation efforts mutually reinforced one another.
What Was Not Accomplished and Why
Planning: Strategic plans for the media campaign and the social mobilisation efforts were not produced. The Take Control Task Force did make annual plans, but they were not followed closely. No mapping of resources and needs was done. In spite of these deficiencies, the new Take Control campaign was cohesive and coordinated, but overall the project responded to opportunities without a clear guiding vision. Planning was particularly weak for the advocacy component of the social mobilisation sub-project objective. The planning deficiencies for the media and social mobilisation interventions were largely the result of weak capacity in MIB to lead and coordinate the media campaign and staff turnover within UNICEF.
Messaging and Media: The peer reviewers found that the efficacy of the media was undermined by fatigue with the messages and by the lack of translation of many items. They observed that youth are interested in more detailed information, such as that related to alcohol abuse, violence against women and unemployment. They also found that few informants were familiar with the television slots, probably because televisions are not widely available in many areas.
Social Mobilisation: The social mobilisation activities did not reach far beyond schools. Out-of-school youth and parents did not have access to or were unaware of the social mobilisation mechanisms. Likewise, religious groups and political leaders were not systemically mobilised. This was the result of the unbalanced funding within the project, whereby media were allocated a greater share; the lack of a plan; the limited reach of NGOs working in this area; the lack of a clear understanding of the entry points; and weak capacity and accountability of MIB and the regional governmental structures.
The peer reviewers found that access to Open Talk was a limiting factor. In many rural communities, newspapers were ineffective distribution channels given their limited reach and cost. The distribution mechanisms of MOE and MIB were also not very effective. Many out-of-school youth could not get Open Talk, even though awareness of its format and topics was high among them. The parents the peer reviewers interviewed were not familiar with Open Talk at all. In terms of how Open Talk is used, it is just read by individuals and not employed in lessons, workshops or other forums for mobilisation.
The peer reviewers found that AIDS awareness clubs lack focus and are unsure of their purpose. The clubs want to do outreach activities but lack actions plans, idea handbooks, teacher guidelines, lists of resource people and other forms of support to build their capacity.
Open Talk Fun Days are not well known. The Fun Days only mobilise in-school youth and they do not seem to have an outreach strategy. The cross-sectoral coordination promoted by national days does not appear to last beyond the day. People living with HIV and youth groups are underutilised potential mobilisers.

The interpersonal communication component of the strategy was not fully developed because it was not a primary focus of the project. Rather, it was attached to mobilisation efforts that had other objectives, specifically support for AIDS awareness clubs and NGOs, notably Ombetja Yehinga. The clubs were not guided on how to engage community and intergenerational communications activities.
Monitoring and Evaluation: Although the project had records of the numbers materials produced, messages broadcasted and events sponsored, it lacked measurable indicators and reliable data with which to judge its impacts. The indicators to measure behaviour change were unclear and no baseline survey was done. These deficiencies were the result of the definition of unrealistic indicators in the MPO and the infrequency of reliable data collection in Namibia.
Distribution: The distribution of materials and monitoring thereof were weak. MIB did not assume these responsibilities because of its capacity gaps. The lack of transportation from the regional offices to schools and communities and the inadequacy of distribution plans were also major factors. 
The peer reviewers found that distribution channels for small media are not known by everyone, the distribution guidelines are unclear and the materials are not reaching every school. At some of the schools the materials did reach, there were concerns that they were just being “dumped off” with no guidance or follow-up. They also found that relying upon MOE circuit inspectors to distribute Open Talk resulted in delays.
3.2.2
Project 2: Capacity Development through Life Skills
Objectives and Planned Results

The objective of project two was to ensure that at least 90 percent of adolescents have the appropriate skills required for HIV prevention. This was to be accomplished through three complementary sub-project objectives: (1) to reach a minimum of 100,000 15 year olds cumulative and 25 percent of out-of-school youth between the ages of 15 and 18 each year with My Future is My Choice (MFMC) life skills education; (2) to get a life skills training activity for 10-to-14 year olds operational in schools; and (3) to provide opportunities for ongoing skills development through peer education activities.
The planned results towards these ends were as follows:

MFMC
1. National and regional Youth Health Development Programme operational structures for young people in and out of school maintained, strengthened and expanded
2. Project data collected
3. Handover of MFMC national secretariat to the HIV/AIDS Management Unit and regional institutionalisation under the Regional AIDS Committees for Education
Life skills for 10-to-14 year olds

1. Framework for life skills education for the upper-primary level developed
2. Curricula of carrier subjects revised; revised curriculum taught
3. Extracurricular life skills intervention for 10-to-14 year olds developed and implemented
Peer education

1. Peer education promotional strategy developed and implemented
2. MFMC/AIDS awareness clubs established
Project Strategies

The overall strategy, focused on capacity building, was to positively influence adolescents’ sexual health knowledge, practices and behaviour by imparting life skills through a participatory training process. 
For 15-to-18 year olds, this was a continuation of the strategy employed through MFMC in the 1997-2001 Programme of Cooperation. Specific components of the MFMC strategy included: building the capacity of partners to implement, monitor and report on MFMC; including young people in the implementation of the intervention; and developing the capacity of key partners to effectively manage and expand the MFMC interventions.

For 10-to-14 year olds, the idea was to reach children with information and develop their life skills before they establish patterns of risky behaviour. The specific components of the strategy were to use a mix of curricular and extracurricular participatory training activities and to develop the capacity of teachers to support the life skills activities. 
The strategies for both age groups were linked with the reaching of parents and opinion leaders under project one, to ensure they support an enabling environment for adolescents. 

The project was also to support a strategy for increasing the management capacity of selected duty bearers at the national and regional levels in the ministries responsible for education, health and youth.
What Was Accomplished

From 2000 through 2004, MFMC reached more than 48,353 15-to-19 year olds with its widely known and highly regarded 10-session life skills training course. From 1997 through 2005, the intervention reached almost 160,000 adolescents. The courses are facilitated by out-of-school youth, who were trained with UNICEF support. At the outset of the programme cycle, the volunteers were recruited and monitored by inter-sectoral Regional Youth Health Development Committees. The capacities of these committees were strengthened. In 2003, MOE declared MFMC an official extracurricular activity. MOE further institutionalised the intervention by assuming responsibility for its implementation under the Regional AIDS Committees for Education (RACEs) in 2004 and by putting it under the full control of the HIV/AIDS Management Unit in 2005. By the end of the programme cycle, eight regions had started to shift the management of MFMC to the education sector. An assessment of MFMC in 2004 confirmed the high demand for the intervention, and a study in 2003 found that half of 15-to-19 year olds surveyed had gone through MFMC.
The MFMC course was thoroughly revised based upon a field assessment that recommended the incorporation of important topics like living with HIV and the re-sequencing of some activities.

In 2003, a life skills intervention for 10-to-14 year olds called Window of Hope was initiated. It was designed to have curricular and extra-curricula components. For the curricular component, there was an audit of sexual health themes in the existing subject curricula for the senior primary phase and a nationwide study on how and whether HIV/AIDS components in the existing syllabi were taught. A national workshop agreed on a framework to comprehensively integrate HIV/AIDS education into the Natural Science & Health Education and Social Studies curricula, which were revised accordingly.


For the extracurricular component, life-skills interventions in the SADC region were reviewed to identify one to replicate in Namibia. When it was determined that no existing interventions had the desired qualities, a new AIDS awareness club format was drafted. It comprised eight modules with a total of 44 structured sessions plus optional activities. These were developed, pre-tested and checked for cultural and gender sensitivity. Facilitator manuals, an implementation booklet and training manuals for the “junior” and “senior” phases of the intervention were developed and printed. At least two education officers from each region were trained. They in turn trained more than 850 teachers to facilitate the junior modules, covering about half of all primary schools. Training for the senior modules began in 2005. Resource boxes, badges, certificates and activity booklets were provided for the clubs. The early feedback from schools was positive, with the demand from students far exceeding the current facilitation capacity. MOE declared the initiative an official extra-curricular programme in 2004.
Social mobilisation through peer education was attempted through Ombetja Yehinga, an NGO providing periodic support to AIDS awareness clubs during the Education Sector AIDS Awareness Weeks. The peer reviewers noted that there was energy in the AIDS awareness clubs.

What Was Not Accomplished and Why
My Future is My Choice: The numbers of young people enrolled in MFMC were approximately 50 percent below the target of 25,000 per year. This was a result of weak capacity among the Regional Youth Health Development Committees to manage funds and monitor implementation; staff turnover in the Directorate of Youth Development; high turnover of youth facilitators; and an unrealistically high target. The quality of the trainings was inconsistent because of variable commitment and skills among the volunteers. 
Window of Hope: The curricular component could not be implemented because MOE decided to delay the implementation of all new curricula until 2007 for administrative reasons.
Peer Education: The peer education spin-off from life skills was not structured and had no strategy because of funding shortages and limited capacity among implementing partners. A needs assessment of secondary school AIDS awareness clubs indicated that the variable commitment of teachers impacted the clubs’ effectiveness, and that the clubs often lacked IEC materials, which suggested weaknesses in the distribution capacities of the Regional Youth Health Development Committees and the RACEs. Beyond MFMC, out-of-school youth were not mobilised because no mechanism was established to do so. Since these youth are by definition not uniformly involved with institutions, they are inherently difficult to reach.
3.2.3
Project 3: Adolescent Participation in Friendly Health Services
Objectives and Planned Results

The objective of project three was to ensure that at least 70 percent of health facilities and 100 percent of youth facilities in 18 health districts involve adolescents in the provision of adolescent friendly health services, and at least 90 percent of adolescents in these districts have access to “one star” adolescent friendly health services (AFHS). The objective was to be reached through two complementary sub-project objectives: (1) to ensure the provision of peer counselling services in 70 percent of health facilities in the selected districts and 100 percent of youth health facilities in four regions and (2) to ensure that 90 percent of adolescents in the 18 districts have access to a minimum level of AFHS. As in programme one, the number of targeted health districts was adjusted down to 12 during the midterm review.
The planned results towards these ends were as follows:

Peer Counselling

1. 70 percent of health facilities and 100 percent of youth facilities have peer counsellors
2. Project monitoring and evaluation operational
Certification

1. Mechanisms in-place and operational for the certification of health facilities adolescent friendly
2. Health facilities have adolescent consultative committees (ACCs)
Project Strategies

The overall strategy, focused on capacity development, was to support MOHSS and the Directorate of Youth Development to establish to adolescent friendly health services. The specific components of the strategy included: assessing whether or not each health facility had undertaken the processes required to be “adolescent friendly”; developing basic peer counselling capacity with a focus on HIV prevention, STD management, adolescent pregnancy, sexual violence and substance abuse; establishing in each facility an Adolescent Consultative Committee to ensure that young people participate in the implementation of adolescent friendly services; and involving communities in the provision and promotion of adolescent friendly services. This project linked to the maternal health component (project three) of the Young Children’s Health, Care and Development Programme, which planned to strengthen the capacity of service providers to be adolescent friendly.  

What Was Accomplished

In 2002, the AFHS initiative was developed and a guide for its implementation was produced. Implementation began in 2003. This project focused on the adolescent participation component of the broader AFHS strategy, specifically the establishment of Adolescent Consultative Committees (ACCs) and peer counselling services at each health facility. When functioning, the committees undertook bi-annual needs assessments. Two members of each committee served as members of the Health Facility Committee. The peer counsellors assisted with the distribution of condoms and IEC materials. Over the course of the programme cycle, 182 AFHS peer counsellors, 48 trainers of trainers and 363 health workers were trained and ACCs were established in each of the 109 health facilities in the 12 focal districts.

In terms of monitoring and evaluation, the AFHS implementation guide included an exit survey and assessment tools. These tools were pre-tested and revised in 2003. A rapid assessment of AFHS was conducted in 2005.
AFHS certification tools were developed in 2002 and the certification process became operational in 2003, with 29 percent of health facilities in nine districts certified as “one star.”

What Was Not Accomplished and Why
Voluntary Youth Participation: A large proportion of health facilities lost their volunteer peer counsellors to attrition and did not have replacements, seriously undermining the sustainability of the intervention. The indications were that the lack of remuneration for the volunteers was the prime factor in their turnover. Even where trained peer counsellors were working, they did not appear to be functioning well. Their involvement in facility decision-making was low. 
Adolescent Consultative Committees: By 2004, the ACCs were nearly non-functional. Where they existed, they had a limited understanding of their roles and responsibilities and did not carry out their assigned duties, even though they were trained. The committees were not regularly involved with facility decision-making. Since they relied upon health workers for guidance, they had difficulties objectively evaluating the facilities.
Capacity: Particularly since the ACCs and peer counsellors were weak, health workers were crucial to the implementation of AFHS. Their turnover, heavy workload and rotation between facilities undermined the intervention’s effectiveness.
Organisation: Dividing the social mobilisation component of AFHS in this project from its service-delivery component in programme one was inefficient. It divided funding streams and led to confusion among counterparts, who had to deal with different staff for what was, from their perspective, the same intervention. 
Monitoring and Evaluation: It was not possible to judge the impact of the AFHS interventions because no baseline study on the services was conducted. The monitoring of AFHS services was devolved to the regional MOHSS staff, who did not have the training to gather and process data regularly and effectively.
Project Management: The initial design of having the AFHS split between two UNICEF programmes, with service delivery under programme one and demand creation under programme two, confused implementing partners and made monitoring difficult. As a result, the two elements were combined under programme one during the midterm review. 
3.2.4
Recommendations

1. Engage target audiences more effectively by making media more detailed and by addressing wider contextual concerns such as crime, violence against women, unemployment, substance abuse and sexual health.

2. Increase the use of radio broadcasts in local languages to take advantage of the medium’s wide reach. Produce more videos, preferably localised but at least with sub-titles in the main vernaculars. Produce print materials to be used in conjunction with videos.

3. Devote more resources to social mobilisation and integrate more tightly with the small and mass media efforts. For instance, the peer review group suggested using the Open Talk Fun Days solely for training AIDS awareness clubs. 

4. Provide AIDS awareness clubs with idea handbooks, teacher guidelines, lists of resource people, guidance on devising actions plans and other forms of support to build their capacity.
5. Focus on school boards as a mobilisation channel. As the interlocutors between MOE and parents, they have an existing platform from which they can activate parents around HIV prevention, OVC support and communication skills development.
6. Complement national days with on-going projects and processes to sustain the mobilisation, for instance by integrating the days into the work plans of AIDS awareness clubs and strengthening the capacities of RACOCs and other forums to deepen their routine coordination.
7. Develop a sustainable pipeline to fund outreach activities with other contributors to avoid a dependency on UNICEF alone.
8. Build the small media distribution capacity of partners. Include cover letters with the packets delivered to schools to convey ideas as to how to use the materials.
9. Distribute Open Talk through other newspapers such as New Era to reach communities that do not receive The Namibian.

10. Define realistic, specific and measurable indicators and targets. For instance, it is difficult to determine the percentage of people encouraging risk-reduction behaviours or having correct sexual health information. Use indicators in the Demographic and Health Surveys, since they are more accurately measured. Set goals that challenge the programme and its partners, but at realistic levels based on capacity. 
11. Reconsider the reliance on uncompensated or lowly paid volunteers for programme implementation based upon the high turnover of MFMC facilities, AFHS peer counsellors and Adolescent Consultative Committee members.
12. Shift the focus on peer counsellors from clinics to schools where they have wider access to their peers and a better developed support structure.
13. Integrate AFHS into the existing primary healthcare system, as opposed to having it as a parallel, nominally but not actually adolescent-run structure.
3.3
Special Protection and Disparity Reduction Programme
Programme Overview
Critical Issues Addressed

The Special Protection and Disparity Reduction Programme was designed in response to the following issues:

· Data on educationally marginalised children, OVC, children in conflict with the law, sexual abuse and domestic violence were inadequate for gauging the scope of these issues and planning responses to them.
· Children in conflict with the law were often treated violently, detained for lengths of time beyond the legal maximum, kept with adults in custody and denied legal representation.
· Violence against women and adolescent girls remained a widespread problem. Long distances to the nearest police station, the lack of trust in the police and unfriendly services deterred survivors from seeking official help.

· About 11 percent of primary school-age children were not attending school. Most were from San or Ovahimba communities. Although the gender balance in school enrolment was even nationally, girls were dropping out disproportionately in Kavango Region.
· Despite a policy prohibiting the denial of education for financial reasons, in the absence of reimbursement mechanisms many schools continued to avoid enrolling children who could not contribute to school funds.
· As a result of AIDS, the number of orphans was increasing dramatically and their natural support structures—extended families—were becoming overburdened.
Programme Objectives and Expected Outcomes

The goal of the SPDR programme was to contribute to an enabling environment that will reduce disparities by expanding key protection services for the most vulnerable children and women.

In order to achieve this goal, the programme was to:

· Ensure that 80 percent of all legislation related to the rights of children and women was in conformity with the CRC and CEDAW.

· Increase awareness and fulfilment of obligations towards all children’s and women’s rights.

· Contribute to a reduction in the incidence of woman and child abuse.

· Improve the management of reported cases of abuse.

· Reduce the number of cases of children in conflict with the law.

· Ensure that educationally marginalised children and orphans have increased fulfilment and protection of their rights.
Programme Strategies

Communications strategies were to be employed to:

· Generate understanding and knowledge on disparities and vulnerability by producing and disseminating research on the extent and causes of persistent inequity and vulnerability in Namibia; the reasons why children come into conflict with the law; the treatment children receive in the criminal justice system; the community conditions related to domestic violence and abuse; the relationship between being an orphan and dropping out of school; the educational status of children on commercial and communal farms, street children and children from informal settlements; possible safety nets for children and women living with HIV; and the impacts of AIDS on the provision of basic social services.

· Strengthen community capacity to recognise violations and omissions of human rights by identifying duty bearers, holding them accountable, simplifying training and information materials, and increasing awareness.
· Advocating for the drafting and speedy passage of legislation and policies in accordance with the CRC and CEDAW, focusing on the reallocation of resources from national to regional and community-based service providers to boost protection services at the lower levels and the adjustment of social safety nets to accrue benefits to women and children living with HIV/AIDS and orphans. 

Capacity development strategies were to be employed to:

· Expand and improve the protection of children who come in conflict with the law by establishing a national information system on juvenile offenders; supporting the expansion of services for the administration of juvenile justice through the development of guidelines to ensure uniform application of laws and policies; providing assistance for the implementation of preventative and aftercare services for children in conflict or at risk of coming in conflict with the law; and assisting NGOs and churches to provide safe homes, implement diversion and aftercare programmes, and monitor and evaluate juvenile justice programmes in collaboration with government partners.

· Strengthen the abilities of the police, community liaison officers, community activators, social workers, prosecutors and magistrates to deal sensitively with survivors of abuse and intervene quickly to protect them through in-service training; institutionalised training; training of trainers; study tours; the provision of technical and material support; advocacy; and the introduction of improved management and supervision practices.

· Expand services for survivors of abuse in rural areas by creating places of safety; improving co-ordination and collaboration among shelters, police and counsellors; and empowering the Council of Traditional Leaders to assist in the assessment of violence against women and the protection of children and women in homes and communities.

· Develop affirmative action strategies to reduce disparities and marginalisation by supporting the Inter-sectoral Task Force on Educationally Marginalised Children (EMC), its member NGOs, self-help groups and other institutions.

· Design, implement and monitor community-based and home-based family care programmes for women and children impacted by AIDS through technical and financial support.
Overall Positive Outcomes
· High-level commitment to supporting OVC was achieved. During the programme cycle, the President made OVC care a top priority; the Cabinet established a Permanent Task Force on OVC, the government approved an OVC policy; and the government and its partners undertook a Rapid Assessment, Analysis and Action Planning exercise
.
· The public awareness and acceptance of violence against women and children as a key issue for the country increased through intensive media campaigns, the improvement of case-management capacity and the establishment of outreach facilities nationwide.
· Decision-makers and the society-at-large increasingly acknowledged that the nation scan lose ground in the fight against poverty because of the impacts of AIDS on health, education, government services, community networks and families.

· By raising community awareness, establishing girls’ clubs and facilitating weekend study groups, the Kavango Girls’ Education Initiative led to improvements in the enrolment of girls in school and a fall in the rate of teenage pregnancy.
· Partnerships with several organisations were engaged in support of the protection of children and women. The Church Alliance for Orphans (CAFO) was started and expanded to strengthen the capacities of faith-based organisations to support OVC. The Legal Assistance Centre assumed a lead role in promoting juvenile justice and printed several documents to raise awareness of violence against women and children with UNICEF support. Two NGOs, Men for Change and the White Ribbon Campaign, were supported to sensitise men on domestic violence. UNICEF worked with Women’s Solidarity to conduct workshops in schools to sensitise children on violence. UNICEF joined with UNAIDS, WFP and USAID in support of the rapid assessment, analysis and action planning on OVC. And the Namibian Association of Norway (NAMAS) was an instrumental partner in promoting education for marginalised children.
Lessons Learned
· Although the programme investigated key protection issues, findings were not systematically applied through action planning because research was not strategically driven by policymakers’ needs and interests.
· The programme did not reduce incidences of abuse and children in conflict with the law because it focused on the policy environment and case management. Efforts to mobilise the capacity of communities to prevent abuse and child criminality were begun too late to have an effect during the programme cycle.

· Interventions to support OVC were disjointed and poorly coordinated, and few moved beyond the pilot stage. As a result, their geographic scope was limited and many OVC were not reached. Going forward, OVC programmes need to be integrated within the context of the national action plan so that comprehensive social and economic support is provided.
· Capacity at the community level was not adequately addressed. Efforts to establish income-generating projects encountered sporadic success and many challenges, particularly in terms of planning, support, monitoring, marketing and product quality. Community-outreach programmes experienced high attrition rates and low levels of commitment among volunteers. Interventions in this arena need to be refined and developed.

3.3.1
Project 1: Research and Communication

Objectives and Planned Results

The objectives of project one were to ensure that 80 percent of all pending legislation related to children and women is in conformity with the CRC and the CEDAW and to increase awareness and fulfilment of obligations towards all children’s and women’s rights.
The planned results towards these ends were as follows:

Legislation

1. Documentation and secondary research on key protection rights and critical legislation topics compiled and distributed
2. Public and influential parties sensitised and mobilised for government action on key policies and legislation
3. Parliamentarians sensitised as duty bearers on their obligations to ensure speedy enactment of legislation related to children’s and women’s rights
4. Protocols and policy guidelines based on children’s and women’s legislation developed and disseminated
5. Project monitoring evaluation systems established and maintained
Awareness

1. Primary and secondary research undertaken on possible violations of the rights of vulnerable and marginalised children and women, including assessment and identification of critical duty bearers
2. Research-based recommendations and findings disseminated and translated into action areas by targeted duty bearers
Project Strategies

The overall project strategy was to communicate pressing issues related to children’s and women’s rights to key duty bearers. The components to this strategy included: supporting research on the extent and causes of persistent inequity and vulnerability; setting up regular reporting and information systems; conducting an education campaign on rights through the mobilisation and training of traditional authorities and community leaders; advocating for increased reporting by the mass media on children’s rights, especially those of vulnerable groups; studying emerging situations that lead to violations of the rights of marginalised groups; and advocating for and supporting law reform and policy development, specifically regarding the speedy enactment of the Child Care and Protection Bill, the Children’s Status Bill, the Maintenance Bill and the Domestic Violence Bill.

What Was Accomplished

A networking forum was created to provide an opportunity for stakeholders to share experiences and research. Research results commonly informed programme developments and in some instances influenced national policies and priorities. Partly as a result of UNICEF’s consistent advocacy, lobbying, and communications, Parliament enacted legislation in compliance with the CRC and the CEDAW. In response to the lack of awareness of policies regarding children’s and women’s rights, protocols and guidelines for professionals on relevant legislation were written. In collaboration with the government and UNDP, project monitoring was improved through a baseline survey of gender-based violence. 
What Was Not Accomplished and Why
Monitoring and Evaluation: The project encountered difficulty in its efforts to set up a national database of gender-based violence that could inform programming. The absence of a data collection and monitoring system limited the value of the project’s research efforts. 

Influence: The project’s research had limited influence on policy because the process of identifying research topics was not systematic. The government assumed only limited ownership of the project’s research, leading to the sporadic application of results and recommendations. Moreover, research did not adequately reach target audiences because there was no distribution strategy, nor a clear vision as to how findings were to be used.
3.3.2
Project 2: Special Protection 

Objectives and Planned Results

The objectives of project two were to reduce the number of cases of children in conflict with the law not administered in accordance with the CRC, contribute to the reduction of incidences of abuse and improve the management of reported cases of abuse. The objective on children in conflict with the law was the first sub-project objective and the reduction and management of cases of abuse comprised the second.
The planned results towards these ends were as follows:

Children in Conflict with the Law

1. New diversion programmes developed and existing ones strengthened and expanded
2. Policy guidelines developed and promoted
3. National monitoring system fully functioning in the Central Bureau of Statistics
4. Pilot programme on referral and assessment centres developed and implemented in Khomas and Oshana Regions
5. Prevention and community-based programmes developed
Protecting Women and Children from Abuse

1. Awareness on the problem of women and child abuse created in society
2. Stronger deterrents for abuse put in place
3. Mechanisms for effective response to handling cases of women and child abuse established, including the availability and effective use of post-exposure prophylaxis (PEP) and rape kits
Project Strategies

The overall project strategy was to increase the capacity of duty bearers to protect the rights of women and children. The components of this strategy included: developing guidelines on the implementation of juvenile justice; training service providers in the legal and social support systems; assisting in the development of diversion and rehabilitation options suitable to local conditions; helping to establish a national information system on juvenile justice; working on the prevention of abuse; expanding protection services for abuse victims; and training social workers on community mobilisation for the increased protection of children’s rights, especially on the identification and utilisation of local community resources. 

What Was Accomplished

The government’s capacity to properly manage cases of abuse was strengthened. Police, social workers, doctors, nurses, prosecutors and other professionals were trained on how to gather evidence, counsel victims and gain convictions of perpetrators. Service providers were networked for the sharing of best practices and the integration of their case management. The rotation of police officers was limited to sustain their engagement of and familiarity with cases. Multimedia awareness campaigns were developed to educate communities on how to identify, manage and prevent abuse. 
Through ongoing advocacy and support, the Child Justice Bill was brought close to finalisation. Permanent secretaries were briefed on the bill and their roles in support of it.
What Was Not Accomplished and Why

Range of Strategies and Capacity: Due to the definition of an overambitious set of strategies in the MPO and the limited capacity of partners, many activities were not implemented under juvenile justice and the prevention of violence against women and children. Insufficient human and financial resources were challenges to addressing violence against woman and children at a national scale. It has taken almost eight years to draft the Child Justice Bill because of weak capacity within the Ministry of Justice.
Community Involvement: Community involvement was not mobilised for the prevention of domestic and gender violence because efforts in this arena did not begin until the last year of the programme cycle. With such a late start, on the identification of available local resources and the determination of how they could be linked with formal services could be completed.
3.3.3
Project 3: Ensuring Access to Services for Vulnerable Children
Objectives and Planned Results

The objective of project three was to ensure that educationally marginalised children and orphans have increased fulfilment and protection of their rights by the end of 2005. The was to be accomplished by two complementary sub-project objectives: (1) to ensure that 60 percent of orphans have access to basic education, medical care, counselling and protection from loss of property and (2) to ensure that primary education reaches at least 50 percent of all children from educationally marginalised groups.
The planned results towards these ends were as follows:

Services for Orphans

1. A monitoring and reporting system to detect the exclusion of orphans established in health, education and social services
2. Capacities of communities and families to care for orphans strengthened in high HIV prevalence pilot areas
3. Regional and community-based OVC support programmes established in three selected regions
4. Best practices on orphan care documented and distributed
5. Property and inheritance rights training developed and implemented
Educationally Marginalised Children

1. Pilot project Omaheke San Education strengthened and expanded to at least one other region

2. Community-based model developed for increased access to basic education for San children in Otjozondjupa
3. Protection mechanisms for girls’ right to basic education in Kavango established
Project Strategies

The overall project strategy was to increase the capacity of duty bearers to fulfil the rights of children to services. The components of this strategy included: assisting the establishment of monitoring and reporting systems to detect exclusion of orphans from basic social services; working with concerned ministries to ensure compliance with exemption regulations to ensure orphans’ access to basic social services; and employing affirmative action strategies to fulfil the rights to education for marginalised San children in two regions and for girls in Kavango Region.
What Was Accomplished

The project’s efforts to support OVC grew out of the conclusions drawn at first OVC National Conference in 2001. Concurrent with the development of the government’s five-year strategic plan for OVC, a National Policy for OVC was written and technical assistance was provided to strengthen the government’s strategic planning capacity, leading to the formulation and costing of a cross-sectoral national plan of action.

At the local level in three regions, interventions were undertaken to strengthen familial, communal and institutional capacities to identify and care for orphans. Faith-based networks and government counterparts at regional level were engaged to improve caring capacities of extended families and other OVC caregivers. In order to ensure to sustained livelihoods, community members were trained in project management, will and report writing, psychosocial support, simplified bookkeeping procedures and home-based care.
The Church Alliance for Orphans (CAFO) was established with UNICEF support, joining the main denominations under one umbrella to increase their capacity for OVC care and support. Within two years the alliance mobilised 380 churches into 68 committees in 68 localities.
Programme interventions for education were limited to two regions. In Omaheke, a UNICEF-supported intervention improved the enrolment rates of San children. This model was expanded to achieve similar results among the San children in Otjozondjupa Region. Much of the project’s focus was on strengthening institutional capacity and raising awareness among communities around issues related to education access. In Kavango, efforts were made to ensure that girls enrolled and stayed in school, leading to a significant increase in the enrolment and academic performance of girls, as well as a reduction in teenage pregnancy. 
While not funded directly, the Education Sector-wide Approach (SWAP) was given considerable technical support under the leadership of MOE, the European Union and the Government of Sweden. As an active member of the Education Sector Partners Advisory Group (ESPAG), UNICEF, along with UNESCO, contributed technically to the Education and Training Sector Improvement Plan (ETSIP), led by MOE and the World Bank.

What Was Not Accomplished and Why

Monitoring and Evaluation: Due to limited implementation capacity and insufficient networking amongst the various stakeholders, uniform data systems could not be established. This absence of a common monitoring system posed particular challenges for delivering interventions to those in need of assistance. Towards the end of the programme cycle, MGECW began the process of conducting a nationwide household census on issues related to OVC. 

Education for Marginalised Children: Despite positive outcomes for San education in the two focus regions, the limited capacity of the Inter-sectoral Task Force on Educationally Marginalised Children and the lack of an integrated strategy limited the programme’s benefits for marginalised children nationally.
OVC Strategy: The national action plan for OVC was finalised late in the programme cycle. Therefore, OVC interventions were not being implemented according to a clear strategy. Coordination among stakeholders in this arena was weak. 

Income-generating Activities: The peer reviewers observed weaknesses in efforts to support OVC through income-generating projects. Although some of these projects showed direct benefits to OVC, others benefited children only indirectly. Overall, it was observed that starting a small business and donating income to others were not always compatible in poor communities.
Home-based Care: While the peer reviewers observed that it is feasible for home-based caregivers to support sick adults and OVC, it was clear that volunteer caregivers are severely strained emotionally, physically and financially. Concerns were expressed that relying upon volunteers to implement OVC care under the already overburdened home-based care strategy is not realistic, because without incentives the attrition of trained volunteers appeared to be high.

3.3.4
Recommendations

1. In order to enhance the effect of research on policy, coordinate research planning with counterparts and parliamentarians so that outputs respond to their priorities. When necessary, undertake research in support of advocacy to generate a consensus on priorities.

2. Develop a clear communication strategy to mobilise communities and individuals at a national scale to confront the growing problem of violence against women and children.

3. Strengthen capacities to coordinate the activities of all stakeholders working in support of OVC in line with the Action Plan for the OVC Permanent Task Force.

4. Coordinate community outreach across the health and education sectors, focusing on home-based caregivers as implementers and school boards as mobilisers.
5. Separate income-generating activities from service delivery. Mobilise government agencies and partners better suited to small-business development to expand interventions around microfinance and business skills training.
6. Build human, technological and organisational capacity to improve monitoring and evaluation.
3.4
 Cross-Cutting Programme Support
Programme Overview

Critical Issues Addressed

· Programmes one, two and three were mutually dependant upon one another and, therefore, demanded horizontal mechanisms for their implementation.

· While the political will to address issues related to the rights of women and children was growing, there was still work to be done to translate this into concerted national action with adequate political support.

· No routine system was in place to establish and monitor indicators relevant to the rights of children.
Programme Objectives and Expected Outcomes

The goal of cross-cutting programme support was provide a coordination and support mechanism for the effective delivery of the country programme in terms of planning, implementation, technical assistance, resource mobilisation and utilisation, accounting and reporting of the processes, results and differences made for children and women in the country.

In order to achieve this goal, the programme was to develop high-quality sector-specific and sector-convergent:

· service, information, education and communication packages;
· advocacy, research, monitoring and evaluation initiatives;

· reports on progress and results; and,

· a rolling update of the situation of children and women in Namibia, documentation and presented periodically.

Programme Strategies

The programme’s communications strategies were to employ public information and advocacy to sensitise the nation on human rights and raise the demand for their fulfilment. Its capacity-building strategies were to enable the central and regional governments to supervise and oversee GRN-UNICEF social-development programming through knowledge and skills development and stakeholder alliances.

3.4.1
Component 1: Advocacy

Objectives and Planned Results

The objective of component two was to intensify political will and mobilise popular support for addressing HIV/AIDS and disparity as the cornerstones of fulfilling children’s and women’s rights.
The planned results towards these ends were as follows:

· Awareness among cabinet members, parliamentarians, regional governors and other political leaders increased
· Key children’s legislation passed
· Awareness among civil society of children’s and women’s rights raised
· CRC and CEDAW report compiled and disseminated
· Programme managers’ understanding of CRC and CEDAW enhanced
· In-depth reporting on children’s rights in the media increased
Component Strategies

The overall strategy of this component was to build alliances among national, regional and local leaders and stakeholders for increased fulfilment of children’s and women’s rights. This involved three distinct approaches:
· Interpersonal contacts with targeted audiences by all professional staff, led by the Country Representative and the Communications Officer.

· UNICEF-led activities including press conferences, disseminating public information materials, developing websites and releasing briefs for parliamentarians.

· Activities organised by NGOs or counterpart ministries with support from UNICEF.

What Was Accomplished

Strong linkages were established with local print and mass media through regular field visits that raised publicity for issues not normally seen as newsworthy. After two years of such media visits, children’s and women’s issues received more coverage in all of the newspapers.
Awareness and interest in children’s issues among parliamentarians were enhanced through regular luncheons at which programme managers briefed them on critical issues affecting children. Advocacy papers that highlighted children’s issues in concise lay language also drew the attention of legislators and other influential citizens.

A Coalition for Responsible Drinking was launched in 2004 to mobilise stakeholders in government, NGOs and the private sector to address Namibia’s prevalent alcohol abuse, which underlies high rates of violence, crime and HIV transmission.
What Was Not Accomplished and Why

Cross-sectoral Integration: Advocacy on cross-cutting issues such as alcohol abuse and gender was not linked with programme communication strategies because of limited UNICEF staff capacity as well as the vertical nature of programme implementation.
Strategy: Advocacy efforts were not systematically sustained because an advocacy strategy was not defined in advance. Rather, advocacy was planned to address programme issues in an ad hoc manner. 

Targeting on an Evidential Basis: Although information and data analysed in the Common Country Assessment informed advocacy in 2004 and 2005, the targeting of efforts on the basis of evidence was weak because of the slow implementation of DevInfo.
3.4.2

Component 2: Integrated Monitoring and Evaluation

Objectives and Planned Results

The objective of component three was to ensure that the Programme of Cooperation was closely monitored and evaluated during its phases of implementation, leading to mid-course corrections targeted at maximum efficiency and reaching objectives by the end of the programme cycle.
The planned results towards these ends were as follows:

· Baseline surveys and studies conducted
· Project progress and performance reviews and reporting done
· Mid-term review completed
· Critical programme interventions evaluated
· Studies, research and periodic surveys undertaken
· End-of-cycle evaluation and review done
· Outputs disseminated through various donor and inter-sectoral channels
· A database and catalogue of programme studies maintained by UNICEF and NPC
· Programme monitoring and evaluation activities linked to national planning mechanisms
Component Strategies

The overall strategy of the component was to monitor and evaluate the “big picture” of national goals and objectives as well as the narrower focuses of the country programme. This included monitoring the status of children’s and women’s rights, the emergence of new problems affecting children and women, the implementation of interventions, the utilisation of financial resources and the effectiveness of management. 
What Was Accomplished

A comprehensive monitoring and evaluation framework was developed at the start of the programme cycle as planned in the MPO. Annual integrated monitoring and evaluation plans (IMEPs) were prepared using a number of tools and indicator matrices to systematically monitor progress against planned results and thus inform progress reviews and annual reports.

Participatory mid- and end-year project progress and performance reviews were completed with counterparts and partners. At these meetings, annual work plans were agreed upon with implementing partners.
Annual reviews were conducted under the leadership of the NPC. These assessed the progress of each programme. Completed in 2004, a midterm review of the Programme of Cooperation led to some minor mid-course corrections to improve progress and outputs.
In discussion on the End of Programme Cycle Assessment outputs at the stakeholders workshops, it is recommended that UN agencies including UNICEF adopt the UNDAF monitoring and evaluation system in their new country programmes to create uniformity and ease of oversight by the National Planning Commission.

Numerous studies were supported during the programme, as listed in the annual reports. Contributions included studies related to HIV prevention, sexual health, ECD and OVC.
What Was Not Accomplished and Why

Overall, the monitoring and evaluation implementation and coordination mechanisms proposed in the MPO were not adequately applied. The required level of government leadership and responsibility was not achieved and the proposed coordinating bodies and committees to oversee the IMEP were not established. While lack of technical capacity in monitoring and evaluation was a contributing factor, the IMEP itself proved inadequate because many indicators were not SMART: specific, measurable, achievable, realistic and time-bound.
While annual reviews and regular reporting provided feedback on country programme progress and activity implementation, the IMEP did not provide clear and verifiable information on the magnitude of the programme’s impacts. The GRN is calling for future monitoring and evaluation requirements to be harmonised across development partners and donor agencies.
3.4.3

Cross-Sectoral Issues and Linkages
Discussion

The three focal areas for UNICEF’s next country programme areas are: (1) maternal and child survival, (2) HIV prevention and mitigation, and (3) protection for vulnerable women and children. The following are issues that cut across more than one of them.
Community-Capacity Development
There are clear and pressing needs for programmes to converge on developing community capacity. The tendency towards vertical implementation within ministerial pipelines must be overcome. This is particularly critical within the context of AIDS, which not only created the need for community-level prevention responses, but has also made health and protection issues more critical. How to link community health, integrated early childhood development and OVC care is the biggest challenge. It requires close coordination across MOHSS and MGECW, as well as a close examination of the roles and capacities of volunteers in light of their needs for financial, professional and emotional support. 

Regional Convergence and Programme Linkages
The 2002-2005 Programme of Cooperation focused on a wide range of issues in different regions. This undermined the extent to which the programmes reinforced one another, a drawback that was magnified by the fact that interventions not directly focused on AIDS encountered funding shortfalls. Focusing programmes on the same regions and bringing their interventions within a single conceptual framework linked to AIDS will enhance results for children and women.
Integrated Programme Communication

One of the areas where the programme was most effective was in communication. Take Control and the development of the ECC IEC package were high-value activities. However, the fatigue youth are experiencing with respect to Take Control suggests the need for more nuanced, detailed and interesting communications. All three UNICEF programme areas have strong communications components that can complement each other well. All relate to health issues, deal with pressing social problems and have HIV as a dominant or underlying theme. An integrated approach to the design, delivery and distribution of communications will make them more powerful collectively and individually.

Volunteerism versus Sustainability

UNICEF’s experience during the programme cycle with MFMC and AFHS peer counsellors, the AFHS Adolescent Consultative Committees and community health workers pointed to the same problems: high turnover and low commitment among volunteers. Balancing this with ongoing resource constraints and the need for community participation is critical to the cost-effectiveness and sustainability of future interventions. It is clear that training uncompensated volunteers for programme implementation is not a cost-effective option on a national scale.
Regional Forum Overload and Capacity Gaps
Forums like those dealing with OVCs, AIDS and ECD require the participation of many of the same regional staff and leaders. The burden that having multiple forums imposes on them given their limited technical and managerial capacity and finite time and resources makes it difficult for them to fulfil the committees’ disparate mandates. Integrating the committees and building the capacities of their members is therefore critical.

Result-based Management and Monitoring and Evaluation
Measuring results is critical for programme effectiveness, efficiency, accountability and funding. The ability to do so depends on setting objectives that are SMART: specific, measurable, achievable, realistic and time-bound. It is also imperative that the government and its partners integrate their various reporting demands and formats. This needs to occur at the local level as well, so that, for instance, there are not separate mechanisms for counting OVC and determining the extent of domestic violence. The institutional arrangements around monitoring and evaluation are weak and demand greater focus on building the capacity to collect, process, analyse and report data.
3.4.4

Recommendations
1.

Use and strengthen existing networks and institutions for community-capacity development, sub-national communications coordination and social mobilisation. These include Regional AIDS Coordinating Committees (RACOCs), Constituency AIDS Coordinating Committees (CACOCs), Regional AIDS Committees for Education (RACEs), Regional Development Committees (RDCs), traditional and religious hierarchies, community outreach networks, health facilities, schools, school boards and water-point committees. Avoid creating new networks and institutions. The RACOCs, CACOCs, RACEs and RDCs need to be strengthened not just as coordinating bodies, but also as agencies for local planning, implementation, oversight, monitoring and assessment.
2.

The Third Medium-term Plan on HIV/AIDS (MTPIII) must serve as the primary guiding framework to plan, design, monitor and evaluate all areas of support for HIV/AIDS, including OVC care and community capacity development. This will require the establishment of closer linkages with national HIV/AIDS coordination mechanisms such as NAMACOC and NAEC.
3.

Localise and contextualise communications and social mobilisation to ensure that messages and activities are relevant and understandable, especially to those who are marginalised and vulnerable. While a top-down approach is to be avoided, develop guidelines that clearly define accountabilities for sub-national implementation, particularly with respect to the distribution of materials. Integrate local resource people, such as HIV-positive activists and home-based caregivers, into the communication strategy and design materials for their use.
4.

Reconsider the emphasis of the Programme of Cooperation: it may be most effective focusing resources on helping to bring key strategies to scale, as opposed to investing in low-impact, local interventions that require hands-on technical support. In the peer-review process, it was noted that UNICEF’s lack of a field presence inhibits its ability to support the government at that level. In contrast, UNICEF is strong in advocacy, high-level technical assistance and resource mobilisation. The programme might have a greater impact concentrating on those areas.
5.

Integrate the training, support and monitoring of the home-based caregivers and outreach workers deployed by MGECW, MOHSS and other partners. Develop clear, simple and illustrated instructions/job aids for caregivers. More than a checklist, the instructions should walk caregivers through basic diagnostic procedures and lead them to one of only a few courses of action. Any warning sign that cannot be addressed by one of those courses leads to a referral, either to the clinic, the school, the police or the MGECW Community Activator. This would require a lot of development and refinement, but the potential for simplifying the training and enhancing the effectiveness of caregivers is enormous.
6.

Advocate and mobilise resources for the provision of sustenance allowances to home-based care volunteers. Several interviewees said that N$200 per volunteer per month is sufficient. Even incentives like food packages may improve effectiveness and retention. Provide care groups with bicycles to reach distant households. Train supervisors to monitor the caregivers and provide them with emotional support.
7.

Focus on unemployed youth as a deep and largely untapped pool of talent and energy with which to implement activities, including home-based care. Study the deployment of youth by My Future is My Choice and AFHS to understand the factors determining the success and failure of youth involvement.
8.

Develop an integrated monitoring and evaluation strategy for all three programmes, preferably one that can be measured through a single survey conducted at the beginning of the last year of each programme cycle. Link the strategy to the monitoring and evaluation objectives of MTPIII, the Millennium Development Goals, the global norms for the CCA process, the UNDAF and other national and international frameworks. Strengthen the capacity of the monitoring and evaluation unit of NPC, and give it regular feedback. Advocate for the conduct of national surveys more often. Since situations change quickly, rapid assessments should be done annually. Mobilise resources for these purposes.
9.

Standardise documentation across the three programmes. Establish a format for the log-frame that addresses every goal, objective, result and activity. This should be done for each programme’s annual report, which would then feed easily into the UNICEF annual report. Except when reports are intended for audiences unfamiliar with Namibia, full situation analyses are not necessary. Only include changes in the situation, as observed through experience or data, and refer to previous analyses for everything else that has not been updated.
10.

Focus UNICEF support on interventions with potential for having a high impact on a limited set of priorities. Lessons learned from the 2002-2005 programme cycle indicate that too many strategies and activities were identified, targets were unrealistic and the geographic scope of labour-intensive, local interventions was too broad. The concentration of limited resources on a few high-impact objectives must be a guiding principle in the design of the next country programme. 
3.4.5

Conclusions
Strong leadership from the government enhanced progress towards key objectives, notably through its rollout of PMTCT; management of Take Control and Window of Hope; mobilisation in support of OVC; and introduction of key policies for children. Parliament’s drafting and passage of legislation in accord with the CRC and the CEDAW improved the legal standing of children and women.
Communications efforts were productive and achieved important successes, including the development of high-quality materials on IECD and maternal health; high levels of awareness of Take Control, Open Talk and their HIV-prevention messages; and increased recognition of the impacts of AIDS on services, the orphan situation and the prevalence of violence against women and children. The communication strategy can be improved by integrating messages to make them more interesting and mutually reinforcing, translating them more regularly, providing deeper local contexts and involving community members in their d
evelopment and delivery.

The use of volunteers is a weak strategy for implementation at scale. Many volunteers from poor communities cannot afford to commit their time, resources and energy without compensation. Many are forced to quit, which equates to an inefficient use of training resources, and their work outputs are highly variable. Incentives improve volunteers’ performance and commitment, but resource constraints make it unlikely that they will be deployed. Moreover, incentive programmes raise new challenges in terms of administration and accountability. On balance, given the imperatives for community involvement and outreach, volunteers are necessary, but ways to reward and support them must be developed and implemented.
Interventions not directly related to HIV or AIDS, such as IMCI, IECD and women and child abuse, are not attracting adequate donor support. This led to implementation delays and shortfalls. Since all of the country programme’s interventions are related to AIDS in terms of addressing its effects (communicable diseases, poverty, orphans, service degradation) or the causes of its spread (gender roles, lack of information, substance abuse), they can be integrated programmatically and conceptually as HIV prevention and AIDS mitigation.
Integration across programmes is weak, which reflects inadequate coordination among ministries and other partners and, to a lesser extent, the design of the 2002-2005 Programme of Cooperation. As a result, services and information are delivered vertically, for instance focusing only on general child health but not vulnerable groups like orphans. Given the cost and difficulty of reaching most communities in Namibia and the holistic needs of children, families and communities, an integrated approach is essential.
While it is desirable to empower youth by involving them in programme implementation, the experiences working with them in My Future is My Choice and AFHS pointed to challenges around sustaining their involvement and commitment. These challenges need to be better understood before youth are built into another programme strategy as service providers.
Capacity gaps in partner ministries and NGOs are ongoing issues, particularly with respect to shortages of skilled personnel like doctors, nurses, social workers and teachers; the weak commitment to monitoring and evaluation; the lack of skills and tools required for effective monitoring and evaluation; the lack of transportation; and the ability to monitor and support local interventions. Ways must be found to rectify and work around these capacity gaps.
The country programme’s monitoring and evaluation strategy was weak. Many of its indicators were impossible or very difficult to measure in Namibia. Data was collected infrequently and erratically, and much of it was of dubious quality. A lot of useful research was produced, but several reports were poorly done. It is not possible to determine with reasonable certainty whether or not the situation of Namibian children worsened or improved during the programme cycle. In terms of the programme’s impacts, enough was documented to establish that they were positive, but their magnitudes are unknown. Building the commitment, skills and technical infrastructure to collect and analyse data is essential.
Greater convergence of UNICEF-supported interventions in the regions most affected by AIDS will ensure a higher capacity to achieve results. Efforts to link with partners in the U.N. system and leverage the support of major donors, such as PEPFAR, the Global Fund for AIDS, Tuberculosis and Malaria, and the European Union, need to be further strengthened.

Logical Framework Analysis
GRN-UNICEF 2002-2005 Programme of Co-operation

I.  Young Children’s Health, Care and Development Programme

	Programme Goal

	Strengthen the caring capacity1 of families, communities and service providers2 by:

· Reaching 50% of all families with information on basic child & maternal care practices, 

· Ensuring access to 50% of all children including orphans & other vulnerable ones to have quality day care, 

· Improving the planning & management skills of  80% of health programme managers.
.


	Project 1: Communication for improved child & maternal care
	Progress status/Key activities
	Assessment

	Project Objective

To prepare communication strategies and establish networking with institutions to reach 50% of families and communities for improved caring practices in the four selected Integrated Early Child Development (IECD) regions
	Programme communication strategies for IECD care practices were developed and printed materials were tested, produced and distributed to four regions (Ohangwena, Omaheke, Omusati and Otjozonjupa).  Some networking tools were put in place though application has not been to the intended extent of establishing links with other community outreach mechanisms.  The percentage of families and communities reached cannot be ascertained due to lack of data/surveys.  Given the limited number of materials distributed and the delays in sub-regional dissemination and use, the reach can be determined to be quite limited at this stage.


	The preparation of the communication strategy for IECD and IEC package development were done in a thorough and participatory way resulting in a well-balanced set of messages and materials.  However, the process took longer than planned and since the programme cycle is shorter than the usual 5 years, actual reach to families and communities was very limited.  The wider dissemination of the package through local languages and use of mass media (audio and visual) have not yet been completed.  Communication efforts were more one-directional and top down with limited use of interpersonal and interactive modes.



	Subproject Objective 1.1

To prepare communication strategies (based on knowledge of existing child & maternal care practices) on improving maternal and early child care practices

	Results 1.1.1

Existing maternal & childcare practices and resources documented

Indicative activities

· baseline study of current practices & resources

· regional workshops


	In partnership with Ministry of Gender Equality and Child Welfare (MGECW), the Ministry of Health and Social Services (MOHSS) and several Non Government Organisations (NGOs), a baseline survey of maternal and childcare practices and resources in Namibia,
 and two Participatory Rural Appraisals were supported.
 These served as the empirical guides to the project’s subsequent interventions.
	As a “first step” in the process of strategy and materials development, the completion of the baseline study on existing practices and resources for IECD/IMCI was considered by partners as a solid foundation and reference guide.  It fills a long-term gap in information on care practices, especially in early stimulation, mental and psycho social development.



	Results 1.1.2
Key messages & IEC package developed

Indicative activities:

· technical support for the development of IEC materials 

· appropriate pre-testing carried out

· translate message into local languages
	In 2003, the IECD/IMCI Communications Strategy was formulated and messages and materials were developed and pre-tested. Community members in the four focal regions contributed in workshops and through surveys.
 The materials were not translated into local languages.


	All intended activities were completed with the exception of the translation into local languages.  Through feedback on use of the print materials from field workers, required updates and translation into the local vernacular will need to be done in the next programme cycle.



	Results 1.1.3

Multi-media campaign launched

Indicative activities:

· develop distribution plans

· identify & access local media

· regional workshop for pre-testing of messages and materials.

	1,000 packages comprising of 13 posters and fact sheets on key ECD themes were produced. By end 2004, 250 packages were delivered to the Otjozondjupa and Omaheke Regions and 2,500 to the Omusati and Ohangwena Regions. The distribution was delayed due to a lack of transport.  91,000 A4-size posters about IECD for children to colour in at ECD centres were also produced.
 
As part of multimedia campaign 6 radio messages and 13 interviews/documentaries have been developed in 2005 though not yet broadcasted.

	While distribution of print materials to the regions was done as planned, sub-national distribution and application/use plans were not systematically done.  Thus, the distribution of materials has been very limited.  Identification and accessing of local media will also need to be done in the next programme cycle to maximise reach to the intended audiences.

	Results 1.1.4

ECD policy & guidelines disseminated

Indicative activities:

· popularisation workshops
	In 2003, the National ECD Committee defined its’ mandate, drafted an action plan and reviewed the 1996 ECD Policy.  Suggestions were made on how to strengthen the policy provisions on HIV/AIDS, children younger than three years and OVC.
  The following year, the Namibia Integrated Development Consultants were contracted to finalize the review and consultative meetings were held in 10 regions.  The findings were presented to a national workshop on IECD
 and the document was revised seven times. In 2005, the National ECD Committee agreed to postpone the policy’s finalization because of the government’s restructuring of the ECD sector.  Workshops to popularise the revised policy will take place in October and November 2005 to help speed up its finalisation and approval.

In 2004, the 1998 Guidelines for ECD Centres were reviewed and the revised checklist used to assess some ECD centres’ standards.  The new checklist was distributed to all 13 regions.
 


	The draft revised ECD policy now accommodates issues for 0-3 years and HIV/AIDS, which is a major and positive development towards a holistic and fully integrated approach to IECD which up to now is still very focussed on the pre-school years and primary school readiness.

The standardised guidelines for assessing ECD centres are a positive step in ensuring quality of services which are primarily in the private sector and community based.  They will also contribute to efforts to standardise content of the teaching-learning processes.

While the policy has not been finalised, the new approach with a more clearly defined focus on 0-3 year olds and linkages with HIV/AIDS is now accepted as a norm.  The inclusion of this new approach to IECD in the Education and Training Sector Improvement Plan (ETSIP) is a clear indication of the application of the new policy.



	Results 1.1.5
Monitoring & evaluation system in place

Indicative activities:

· develop reporting format

· prepare baseline reports

· maintain monitoring system
	During the first half of the programme cycle, the ICARE database and its integration with DevInfo were supported with technical and financial inputs.  Training to the MGECW staff on monitoring, evaluation and database management was provided annually.  The merged system has been disseminated to the 4 selected regions with training conducted for relevant personnel.

	The successful integration of DevInfo into the national ICARE database is a positive achievement.  However, due to lack of regular maintenance and updating of data, this has not brought the expected improvement in reporting.  These constraints are primarily due to limited staff capacity and turnover. 



	Subproject Objective 1.2

To develop networking mechanism of existing government extension workers and institution/agencies to reach families/communities for improved caring practices

	Results 1.2.1

Database of community-based resource persons established
Indicative activities:

· mapping of community resource persons

· planning & identifying distribution points
	In 2003, a database of community-based IECD resource persons in the four focal regions was established and 148 possible dissemination points for IECD materials were identified.
 


	While regional distribution points were identified in 4 selected regions, the lack of funds, staff turnover and weak organisation at regional level resulted in these distribution points not being utilised.  However, the fact that inventories of regional resource persons are available at regional offices and updated regularly is a value addition that can be used for future application.


	Results 1.2.2

Stakeholders mobilised for promoting materials and Early Child Care (ECC) practices  

Indicative activities:

· support networking strategies 

· workshops


	In 2002, the MGECW ECD Coordinator was sponsored to attend a workshop in Eritrea on “Policy Implementation in ECD” as well as six government staff to Kenya for an exposure visit.
 In 2004, the following networking and mobilisation activities were supported: (a) an information-sharing meeting with NGOs working with ECD in order to strengthen their cooperation; (b) ECD planning meetings with constituency representatives in Omusati and Ohangwena; (c) the National ECD-NGO Association’s Annual General Meeting, which six NGOs and 124 constituency representative attended; and (d) an event celebrating the Day of the Namibian Child, which 1,027 children ages three to six years, 97 caregivers from 43 ECD centres and MGECW representatives attended.

Twenty two Community Mobilisers were trained in pre-testing and use of the developed communication package. Exchange visits of 14 family visitors and Government extension workers was facilitated to Omusati region which allowed the sharing of experience and best practice.  Regional mobilisation workshops for key stakeholders were held in the 4 selected regions and ECD committee members were trained and a Parental Education Manual was developed.

The Ministry of Gender Equality and Child Welfare (MGECW) is currently documenting the Family Visitors programme which is also providing information on the number of families reached with the revised IEC materials.


	Some efforts are being made to further strengthen integration of activities for ECD by the MOHSS and MGECW, with MOHSS designating a national ECD coordinator to participate in the NECD Committee. At the regional level the MOHSS is now represented in the Regional ECD Committee.  A significant shift from pre-school to a stronger 0-3 year focus in ECD led to the development of a Parental Education Manual in 2005, focusing on issues affecting children within the 0 to 3 years age group.  

However, no joint MOHSS-MGECW training of volunteers has taken place to give outreach workers a balanced perspective of priorities. There are also no links between the MOHSS and MGECW IMCI/IECD programmes at the health district level where both interventions are being implemented.  Hence, outreach is being done in a parallel manner as either IMCI or ECD. A broader interpretation of ECD beyond day care and pre-school services is required, especially at the sub-national level.  Similarly, greater ownership of IECD by MOHSS is also essential to ensure linkages for reaching 0-3 year olds. 
The next country programme will need to focus on further strengthening the capacity and effectiveness of family visitors to promote a holistic approach to family health, especially for the most vulnerable households in their communities.




	Project 2:  Health System Support
	Progress status/Key activities
	Assessment

	Project Objective

To contribute to the improved planning, management and co-ordination skills of health programme managers (from central, regional and 12 district levels) with focus on IMCI/ECD and Adolescent Friendly Health Services (AFHS).
	Through support for Integrated Management of Childhood Illness (IMCI), the case management capacity of health workers in 12 districts has been improved according to systematic field monitoring reports.  Efforts to improve the planning capacity of MOHSS, particularly in data collection and monitoring and expansion of AFHS were undertaken.  While there has been no evaluation of whether skills have been improved or applied, the quality of health district planning documents and annual reporting has improved as ascertained by national level managers.


	A major achievement of this intervention is that IMCI has become the official approach at the health facility level in some districts, replacing disease focused diagnostic procedures. 
The IMCI approach was also contributed to more systematic monitoring and reporting of childhood illness in sub-national monthly reporting and strengthened planning and performance monitoring mechanisms at district level. 

	Results 2.1

Work planning and management capacity improved for IMCI

Indicative activities:

· assess training needs

· prepare training materials

· train health workers and promote convergence /integration of services
	An assessment of capacity and training needs was completed in 2002 which recommended the introduction of IMCI as the primary approach at the health facility level. IMCI was introduced in 12 health districts with 426 health workers trained and a further 92 health workers on IMCI facilitation skills.  EPI mid level management modules were adapted to the local context, printed and distributed. 303 health workers have been trained in IMCI case management (What’s the difference with the 426 trained? – isn’t it the same IMCI training?).  An IMCI pre-service training handbook was developed and introduced in the 12 districts.

Training in IMCI has also been fully integrated into the curricula of the nursing faculty at the University of Namibia. To date 60 UNAM students graduated with knowledge and skills in IMCI case management. 
21 health workers from the 12 districts have been provided skills in Participatory Rural Appraisal and 35 extension workers trained in participatory approaches. They in turn have trained community volunteers on early recognition of child illnesses and referral to the nearest health centre. Community IMCI has been established in all 12 districts.  Supplies provided include 2,000 ITNs and 300,000 Vit A capsules.


	Data from clinic attendance registers in IMCI districts indicate that child patients receive systematic, quality care in terms of assessment, classification and counselling for illnesses.  A review of IMCI implementation in 2005 also noted that EPI coverage in the 12 districts has improved and exit interviews conducted with parents indicate that they appreciate the integrated case management approach and the more thorough counselling provided by the health worker.  However, the case management component has been the primary focus at the expense of the other components of IMCI. Hence, district HIS analysis and use for improved planning and monitoring, streamlining local planning and supervisory support and community IMCI have not been applied in an integrated manner.  The integration of in-service case management training into the MOHSS budget will be essential for the approach to be institutionalised.

These challenges will need to be addressed by the MOHSS as IMCI is scaled up nationally. The training period in case management is being shortened to reduce time away from the health facility. Supervision systems also need to be strengthened.  The process of enquiry and assessment takes time, which is difficult when facilities are under staffed. However, field observations indicate that trained staff are able to selectively utilise the appropriate correct parts of the IMCI approach as the case and local health environment demands, which indicates the versatility of the method while strengthening the holistic approach.



	Results 2.2

Performance assessment and work-planning mechanisms revised.

Indicative activities:

·  revise IMCI performance indicators including malaria management, routine immunisation, Growth Monitoring and Performance (GMP),  prevention of HIV/AIDS and community IMCI.

·  training in quality assurance for IMCI.
	IMCI performance indicators were revised in 2003
 and 50 health workers from the 12 districts were trained in IMCI quality assurance from 2002 to 2004.

A rapid assessment of EPI was undertaken in 2002 and an inventory and analysis of national cold chain system was completed in 2003. Based on identified gaps, cold chain equipment was supplied with the support of the Japan International Cooperation Agency (JICA). Training in malaria epidemic monitoring was conducted in 2004.

Quarterly reports from the District Coordinating Committee include performance indicators on cases managed, health worker supervision, EPI, malaria cases, the availability of drugs and growth chart data on nutrition taken from health passports. 
  The MOHSS undertakes supervision visits to the 12 districts to review quality assurance, crosscheck data from the HIS and provide support where needed.


	Revised indicators for assessing IMCI performance are available in the 12 districts and training to maintain the quality of the process were completed.  Supervision visits to verify data quality and use are taking place. Field visits confirm IMCI data can provide concise, quantitative information for monitoring the quality and performance for children’s health services when systematically applied.  Challenges remain on quality guidance and supervisory support from the national and regional levels to maintain IMCI performance, even purely on case management, apart from applying the holistic and integrated approach.  

	Results 2.3

Monitoring and Evaluation system in place

Indicative activities:

· introduce integrated support supervision

· develop monitoring formats

· prepare baseline monitoring report

· maintain monitoring system
	District monitoring was strengthened by integrating IMCI performance indicators into the Health Information System (HIS).  70 health workers at national level and from the 12 districts have been trained in IMCI/HIS data analysis. Monitoring formats were updated and a field-monitoring checklist was developed to provide additional data for analysis.  HIS staff received further training in data management and analysis in 2004.
  In addition to monitoring monthly reports through the HIS, district monitoring and supervision visits were also undertaken. 
	Systems for monitoring and evaluating IMCI performance are established in all 12 districts and fully integrated with HIS. District reports demonstrate varying use of these systems to monitor IMCI performance and inform district management decisions.  Challenges in optimising use of available monitoring information are linked to staff shortages and weak capacity to maintain and update monitoring data.
  




	Project 3: Maternal Health
	Progress status/Key activities
	Assessment

	Project Objective

To increase the utilisation of basic maternal and emergency obstetric care by 25% and introduce the Prevention of Mother–to- Child– Transmission (PMTCT) of HIV in 12 districts.

	While the quality of basic and emergency obstetric care was strengthened through skills strengthening for both health workers and Traditional Birth Attendants, the degree of progress in the uptake of basic maternal and emergency-obstetric care during the programme cycle is not known. A national task force to accelerate action to reduce maternal mortality has been established and an assessment of availability and quality of EmOC services are to be completed in 2005. 

During the programme period PMTCT services have been rolled out to all 13 regions in the country, covering 25 out of 35 hospitals.


	The Millennium Development Goal Report of 2004 confirmed slow progress in reducing maternal mortality.  Insufficient attention has been given to quality and availability of EmOC, which will need further attention in the next programme cycle.  

The rapid roll out of PMTCT in conjunction with adult ARV treatment to almost all the hospitals has been a major breakthrough.  UNICEF support has focussed on infant and young child feeding practices in the context of HIV/AIDS, which has been adopted as an integral part of PMTCT policy and guidelines.

	Subproject Objective 3.1

To increase the utilisation of basic maternal and Emergency Obstetric Care (EmOC) by 25% in 12 districts

	Results 3.1.1
Improved monitoring and supervision systems

Indicative activities:

· develop training  package 

· testing,  approval and distribution

· UN process indicators application for EmOC needs assessment


	Tools for supervising basic maternal and emergency obstetric care (EmOC) were developed by the MOHSS and introduced in the 12 districts.  A needs assessment of EmOC practices will be undertaken in the last quarter of 2005 using UN process indicators.
	Monitoring and supervision systems were strengthened for basic maternal and emergency obstetric care.  The results of the EmOC needs assessment will provide specific information to support the maternal and adolescent reproductive health component in the next country programme.       

	Results 3.1.2

Service providers technical capacity strengthened

Indicative activities:

· training plan prepared

· prepare protocols

· training
	Refresher training was provided to 25 midwives and training for 25 doctors in essential obstetric care (EOC) in the 12 districts.
  The training curriculum for Traditional Birth Attendants (TBA) was revised, published and disseminated nationally. A refresher course was provided for 20 trainers-of-trainers of TBAs. Maternal-health service providers’ technical capacity was improved through training and supervision.
   EmOC guidelines were developed and await approval. Training on EmOC and Safe Motherhood was conducted for 125 health workers. 


	Doctors, midwives and health worker skills in essential and emergency obstetric care have strengthened through training and improved systems of supervision and updated guidelines.  While institutional deliveries are promoted, nearly 60% of deliveries still take place at home. Improved training for TBAs and linkages to the health facility will be needed to ensure safe deliveries and timely referrals to EmOC facilities. 

	Results 3.1.3

EmOC services upgraded/improved

Indicative activities:
· development of training package

· training

· audit/review maternal mortality


	Maternal death audit tools were developed in 2003 for approval.
 A government task force to oversee a maternal death audit and strengthen efforts to reduce maternal mortality was established in 2005.

A needs assessment of EmOC to take place in late 2005 will be used to strengthen provision and monitoring of EmOC services.  

	Though training and revision of EmOC guidelines were done, actual improvement of EmOC services cannot be ascertained.  Advocacy on introducing maternal death audits and for greater attention to addressing maternal mortality has led to the establishment of a high level national task force including all stakeholders to accelerate action.      



	Results 3.1.4

IEC package for maternal health awareness campaign developed

Indicative activities:

· workshops for awareness and consensus


	Individual IEC materials on essential and emergency obstetric care were not developed although aspects of safe motherhood were integrated into the IEC strategy and materials produced and disseminated for IECD and IMCI.  Workshops for awareness and consensus building have yet to take place. 


	The failure to develop specific IEC materials on maternal health was a weakness of this programme. Elements included in the IMCI/ECD communication strategy were insufficient given the scale of the problem.  High level focus on strengthening maternal care through the national task force will consolidate and renew efforts of all stakeholders towards reducing maternal mortality and will include a communication strategy. 



	Results 3.1.5

Services made adolescent friendly

Indicative activities:

· training of health workers

· training of adolescents
	Adolescent Friendly Health Services (AFHS) were expanded to three health districts in 2002 and 2003 bringing the total number of districts served to nine, out of the targeted 12.  AFHS performance indicators for Adolescent Friendly Health Services were revised in 2003.
  Nine trainers of trainers (health workers and adolescents) and 112 peer counsellors (adolescents) were trained in three districts 
 and AFHS Certification Guidelines were developed and used.

This initiative has established AFHS in 9 districts through the training of facility health workers, volunteer peer counsellors and the establishment of Adolescent Coordination Committees to oversee and support the service.  Guidelines established promote improved quality and consistency of information as well as for centres to be graded based on agreed performance criteria.  

An assessment of AFHS was undertaken in 2005 to gauge progress and inform possible corrections to the current approach.

	The MOHSS recognises the need to make health services more attractive to adolescents, offering convenient and confidential information on sexual reproductive health and HIV prevention. While responding to critical information needs of the age group, various challenges remain. These include the sustainability of the volunteer approach, constraints of facility health workers to be accountable for the services and to provide oversight and supervision and the lack of effort in the workings of the  Adolescent Consultative Committees (ACC).  The AFHS assessment in 2005 highlighted these and other issues which will inform a review and re-thinking of the overall approach.



	Subproject objective 3.2

To introduce Prevention of Mother-to-Child Transmission (PMTCT) of HIV interventions in 12 districts.

	Results 3.2.1

National policy, strategy & guidelines for PMTCT produced & in place

Indicative activities:

· Assist policy/guideline formulation

· Assessment of existing systems/services

· Assist in Breastfeeding & IYCF Policy for HIV


	Integrated PMTCT guidelines for health workers were produced. The Infant and Young Child Feeding (IYCF) policy was revised and guidelines developed, printed and 5,000 copies distributed. A health worker’s guide on IYCF was also developed including safe motherhood and breastfeeding, and guidelines on PMTCT and ART made available.  PMTCT monitoring guidelines were also produced.  A total of 1,500 home based care kits were procured and distributed and the Baby Friendly Hospital Initiative (BFHI) assessed. 
	With significant donor support the MOHSS has been able to rollout PMTCT/HAART to all regions in the country. While supporting this rollout, UNICEF assistance has focused on revising the Infant and Young Child Feeding Policy in the context of HIV/AIDS and the development of accompanying health worker guidelines. These were successfully completed and have been fully integrated into the national PMTCT programme.
 



	Results 3.2.2

PMTCT services established in selected districts for national replication

Indicative activities:

· Assist in preparation of protocol/guidelines 

· Training 

· Selected provision of supply & equipment.
	PMTCT was introduced in 2002, known as the Comprehensive PMTCT, since it aimed to provide Nevirapine for PMTCT, plus HAART for HIV-positive children, mothers and their partners.  The PMTCT and HAART training materials for health workers and other cadres were revised and technical and financial support was provided for the development of the regional PMTCT/ARV plans and the national PMTCT/ARV implementation and training plan.  Government staff attended training in the Baby Friendly Hospital Initiative (BFHI) in Gaborone and two workshops on BFHI and breastfeeding were supported at the University of Namibia.  

National and sub-national management and coordination mechanisms were established (the PMTCT/ARV Committees) and subsequent meetings supported.  PMTCT/ARV Management Information Systems (MIS) were introduced at regional and district-level and managers from the PMTCT programme attended an international workshop on HIV and infant feeding
 and undertook a fact finding mission in PMTCT and BFHI to Botswana.

Required supplies and equipment to assist the rollout of PMTCT services were provided including vehicles, computers, IEC equipment and supplies
.

	Through support from all donors, particularly from the Center for Disease Control (CDC), the MOHSS has now rolled out PMTCT to almost all hospitals in a short period of three years, which has been a major achievement. Within this rapid and well funded process, particular care has been taken to develop and fully integrate correct information on IYCF practices; ensuring mothers are provided an informed choice of feeding options that minimise the risk of newborn HIV infection.  However, the counselling and follow up support for infant feeding practices post delivery remains a challenge. 

Approximately 90% of pregnant women attend antenatal care services. In 2005, 35% of these have accessed PMTCT services.  Increased uptake of PMTCT was linked to the national roll out of HAART and further progress of PMTCT (and HAART) is only constrained by limited staff capacity in health facilities to handle the rapidly growing demand.

The universal availability of PMTCT is expected to make a significant contribution to reduced HIV infection in the country. 


	Project 4: Promoting Collective Childcare
	Progress status/Key activities
	Assessment

	Project Objective

To promote collective childcare by ensuring access to 80% of facilities including households, home-based, informal and organised care, and providing quality day care to 50% of all children including OVC in four  selected IECD regions.


	Collective childcare was promoted through a number of strategies in the 4 regions to increase access to child care services and improve the quality day care facilities.  While access was strengthened through improved outreach by MGECW staff and family visitor programmes, the ECD orphan-care project provided opportunities for OVC to attend ECD centres while improving the quality of the facility. Regional ECD Committees now established, provide a coordinating forum allowing more effective planning and supportive convergence of government, NGO and private ECD initiatives. 

The quality of ECD was improved through upgrading the skills of ECD workers including government staff, family visitors and staff at ECD facilities.  The innovative mentoring programme was strengthened and expanded and a criteria for assessing the quality and performance of ECD centres established and operatinoalised. The National ECD Association provided a good avenue to reach the numerous ECD workers in the informal sector for both registration and supervision purposes.  

While the majority of activities under this objective were completed, the percentage coverage to ensure access to facilities could not be ascertained due to lack of baseline and coverage data on the number of children reached and informal ECD centres operating in the 4 regions. 

	At the national level, the concept of Integrated Early Childhood Development (IECD) has broadened from the limited focus on pre-school to include health, nutrition and development of 0 to 3 year olds - the most vulnerable group.  The successful building of networks and partnerships by the MGECW with NGOs, church-based groups and private facilities is an important step for introducing quality and performance standards for ECD which has been mostly unregulated. The foundation for ensuring quality control has been laid for further expansion under the ETSIP bringing together the MoE and MGECW.

Innovate approaches to strengthen outreach and access to ECD services such as the use of family visitors and increased OVC access to day care facilities have been developed for the MGECW to further expand.  Given the persistent focus on pre-school (4-6 year olds) side of the approach, especially at the sub-national level, the need to broaden the focus to the early years of 0-3 is essential to translate the revised policy into action for the most vulnerable age group.



	Subproject Objective 4.1

To ensure the provision of quality day care
 for 50% of all children in the 4 selected IECD regions including orphans and vulnerable children especially children 0-3years

	Results 4.1.1  
80% of existing day-care workers in the 4 selected IECD regions trained in ECD.

Indicative activities:

·  updating of training modules

·  preparation of training plans 

·  training of trainers

·  development of parental training manual
	From research in existing care practices (activity 1.1.1) training modules were updated and training plans prepared.  From 2002 to 2004,  80 ECD caregivers in Otjozondjupa  (MGECW)
,  110 in Omusati (DAPP and MGECW)
,   21 in Omaheke (MGECW)
, and more than 18 in Ohangwena (MGECW)
 were trained in ECD care practices, totalling 260 in the 4 regions
.  A two-week follow-up refresher training for 17 national trainers was conducted through the Centre for Early Childhood from Cape Town. Due to weak information on the total number of ECD workers in the regions
, it is not possible to know the percentage reached through these trainings.  A training manual on parental care practices will be introduced in 2005.

	The acknowledged importance and steps to promote early stimulation, mental and psycho-social development in the early years were incorporated into the revised materials on ECD care practices.  While good progress was made in reaching and upgrading the quality of ECD services in the 4 regions, training coverage was less than anticipated due to capacity gaps within the implementing ministry and the lack of a budget for ECD training in the MoE.



	Results 4.1.2

Mentoring 
 programme expanded in Omaheke and Otjozondjupa regions.

Indicative activities:

· identify regions

· develop mentoring plan


	Omusati, Ohangwena, Omaheke and Otjozondjupa were selected as the focal regions for piloting the mentoring project
.   In 2002 the Children’s Hope Project in Windhoek
  reached 38 ECD centres and 1,300 children
  and 22 ECD facilities and 567 children in 2003
.   In 2003 mentoring activities were expanded in Omaheke (six mentors trained) and Otjozondjupa (seven mentors trained).
   Guidelines for ECD workers were developed and plans to support other ECD centres were prepared and used to manage mentoring visits.  A total of 74 facilities benefited from the mentoring project with 54 caregivers acquiring skills and 2,304 children benefiting from this approach. 


	The mentoring approach is a unique and effective way to provide improved ECD services to centres in the same area.  Noting the positive experience in Windhoek, this approach was replicated in two of the four proposed regions. Further expansion was not possible due to limited capacity in the implementing ministry.  The approach is also very labour intensive with limited potential for wide coverage, especially in rural areas. 

	Results 4.1.3
National ECD NGO Association management capacity strengthened.

Indicative activities: 

·  support the establishment of ECD committees

·  technical support to NECD,
	The Executive Committee and staff of the National ECD NGO Association were provided training, technical support and assistance with administrative overheads
.  Through the ECD NGO Association’s network 
  a total of 228 Association members were oriented on their roles and responsibilities as ECD care givers.  This training was provided by National ECD trainers and Community Liaison Officers (CLOs). 


	After efforts to strengthen the management capacity of the NECD Association, it has proved to be an effective avenue to reach a significant number of ECD centres nationally, creating an avenue for upgrading skills and strengthening ECD and care practices. As ECD services are provided by private facilities, this approach offers the MGECW an effective channel to reach and monitor the effectiveness of ECD services. However, after 8 years of receiving technical and financial support for administrative costs and activities from UNICEF, the Association will need to show its capacity to operate independently. 


	Results 4.1.4
Management capacity of the division of Community Development, Regional ECD Committees, Chief Community Liaison Officers (CCLO) and Community Liaison Officers (CLO) strengthened in the 4 selected IECD regions.

Indicative activities:

· training

· technical support

· convergence /integration of services
	The capacity of the Directorate of Community Development of the MGECW was strengthened through staff secondment and training in ECD planning, management, monitoring and evaluation.  5 capacity building workshops were undertaken for CCLOs, CLOs and Community Activators (CAs) in the 4 regions and from the MGECW national office.  CLOs and CAs from Ohangwena and Omaheke took part in exchange visits to Omusati and Otjozondjupa to gain knowledge and share experience. The Directorate of Community Development trained Regional ECD Committees
 and technical support was provided to the MGECW through funding of a Technical Assistant  for two years
. 


	All intended activities were completed, building the management capacity of the Directorate staff in the 4 regions.  Exchange visits provided effective opportunities to share good practice and increased the level and knowledge of ECD. 

Challenges remain with the weak coordination of outreach services between the MGECW ECD Directorate and MOHSS which supports community IMCI. Greater convergence and synergy of effort to ensure required integrated ECD to reach all vulnerable households requires further attention.

 

	Results 4.1.5
Family visitors
 programme expanded to two additional regions

Indicative activities:

· identification of family visitors

· identification of regions


	In 2002, the NGO Agency for Cooperation and Research in Development (ACORD) trained family visitors in Omaheke; first 32 visitors on communication and leadership skills, then  31 visitors on ECD.  Family-visitor ECD training manuals were produced and disseminated. The NGO Development Assistance People-to-People (DAPP) was also supported to train 170 family coordinators in Omusati where its programme reaches approximately 3,373 families.

In 2003, a joint ACORD-MGECW initiative was initiated to train family visitors in Omaheke and 33 ACORD family visitors who supported 335 households in Aminuis, Omaheke.  ACORD’s family visitors conducted an exchange visit with DAPP’s family coordinator programme in Omusati where 195 DAPP family coordinators assist 1,835 families
. How are these two sets of families different?

In 2004 a family visitors programme was introduced in Ohangwena in partnership with the Namibia Red Cross Society (13 volunteers) and a similar programme in Tsumkwe, Otjozondjupa in partnership with Total Child Namibia (8 volunteers). Support also allowed Total Child Namibia to expand its family visitor programme in Omaheke.  A refresher course for DAPP’s family coordinators was held
 and workshops on parental education were completed.  ECD materials and other supplies were also provided.


	The family visitors programme is providing an effective and pragmatic strategy to reach into households to promote early child development and care practices.   Recognising this, the MGECW promoted and supported the expansion of this approach to 4 regions; 2 more than planned.  This expansion was accompanied by revised/adapted ECD materials and training of the family visitors in leadership and communication skills.

Working with NGOs has proved very effective in promoting outreach for early childcare practices and this partnership will need to be further strengthened in the next country programme with stronger linkages with the implementing ministries for 0-3 early child care to reach the most vulnerable households and developing the capacity of communities for OVC care and support. 



	Subproject Objective 4.2

80% of all childcare facilities including households, home-based, informal & organised care will provide free quality day care for orphans and vulnerable children especially children 0-3years

	Results 4.2.1

Regional ECD Committees established and strengthened in the 4 selected IECD regions

Indicative activities:

· annual work planning meetings

· support the process of establishing a Trust Fund
	In 2002 Regional ECD Committees were established and training provided in 9 of the 13 regions
.  Of these, only 4 have meet on a regular basis.  The proposed ECD Trust Fund was not established.


	This intervention experienced mixed success with the activities and performance of the Regional ECD Committees varying, depending on the motivation of individual members.  Overall these Committees are one of various regional forums which similar compositions. Competing demands, limited capacity and at times, overlapping mandates has resulted in poor attendance. Integrating the committees (for example combining ECD and OVC has taken place in some regions with good results) and further building the capacities of their members is required.  ECD Trust funds were not established as these were not seen as a priority by the regional authorities.


	Results 4.2.2

Mechanisms for ensuring access established (orphans & vulnerable children)

Indicative activities:

· monitoring and follow-up visits to participating ECD facilities

· procurement of selected materials


	In 2003, the ECD orphan-care project was supported in 4 regions, offering in-kind incentives of ECD materials and supplies for centres to enrol OVCs free of charge.  A total of 378 facilities benefited from the project
 and by 2004, 419 OVC received free access.
 


	Ensuring access of OVC to ECD centres requires a number of approaches. The provision of material support to the centres can be effective in opening doors to OVC. However, it requires close supervision to ensure access of OVCs matches the sustained benefits being provided.  Scaling up this approach has potential provided funds and supervisory capacities are available.

 

	Results 4.2.3

Monitoring & evaluation system in place

Indicative activities:

· develop reporting formats and ECD facilities audit

· establish monitoring plan

· maintain monitoring system
	Staff of the Directorate of Community Development received training on monitoring and evaluation and standard checklists to assess the quality and services provided by ECD centres were developed.
  A database was established using DevInfo and EPI Info to collect and update performance data on ECD centres in 4 regions and is being maintained by the Directorate. No evaluation was undertaken.


	Assessment and monitoring systems have been established, representing the first important steps in ensuring quality ECD care provision in a service sector which lies in the private and unregulated sector.  Although staff shortages and weak capacity hinder the Directorate’s efforts to properly regulate the ECD sector, there is a strong will to achieve now that monitoring systems are in place.

 


GRN-UNICEF 2002-2005 Programme of Co-operation

II.  Adolescent HIV Prevention Programme

	Programme Goal

	The goal of the Adolescent HIV prevention programme (AHPP) is to strengthen the capacity of adolescents
, communities and service providers to fulfil adolescents’ rights to correct
 information, appropriate skills
 and quality
 services for HIV prevention, contributing to a 25% reduction in HIV prevalence among 15 to 18 year olds. 

	Project 1: Communication for an Enabling Environment
	Progress status/Key activities
	Assessment

	Project Objective

Contribute to at least 70% of parents, teachers and youth/health facility service providers encouraging risk reduction behaviours by adolescents, and at least 90% of adolescents have correct sexual health information. 
	Parents, teachers, and health workers have received information and life skills promoting risk reduction behaviour for adolescents through a number of channels including mass and small media.  Social mobilisation has been supported through AIDS Awareness Clubs, Open Talk and briefings of political and traditional leaders.  TV spots were produced on encouraging parents to speak to their children and work was done with teachers under the life skills programme and with health workers under adolescent friendly health services (AFHS).

Awareness of HIV&AIDS can be regarded as almost universal according to most studies. Knowledge of two or more ways to prevent HIV is 77% among 15-19 year old females (84% among the 20 – 24 group), while male youth score 89 and 93% respectively (15 – 19 and 20 – 24).  An informal national survey (2003) showed that 96% of teachers feel confident in their basic knowledge about sexual health, HIV and AIDS and 89 percent feel comfortable talking about sexual health issues with their learners.
 
	The Take Control campaign maintained its high public profile, with focus on a new theme of Be a Hero. Communication activities would have benefited from the Integrated Strategic Communication Plan for HIV/AIDS: 2004-2009
 pending approval which would provide greater strategic focus to the plethora of communication activities carried out.  The mass and small media components were stronger than the interpersonal communication and more work to develop channels for this second area is required.

In the absence of a baseline data it is not possible to measure progress against the objective set. Young people receiving correct sexual health information has been achieved through Take Control, Open Talk, NGO activities and life skills (MFMC and WOH) and AFHS interventions. 



	Sub-project Objective 1.1

To reach 70% of parents, teachers and youth/health facility service providers and 90% of adolescents through mass and small media. 

	Result 1.1.1

Mass media campaign strategy developed and implemented. 

Indicative activities:

· development of strategy 

· audience research

· TV & radio adverts developed and pre-     tested and broadcasted
	The Take Control HIV & AIDS Media Campaign Task Force developed an Integrated Strategic Communication Plan for HIV/AIDS: 2004-2009
  in 2003 which included both mass and small media. This Plan was further modified in 2004 and now awaits approval by the Ministry of Information and Broadcasting (MIB).   Within the framework of the multi-year plan, annual campaign briefs were prepared.  Pre-testing and future planning for small and mass media materials was undertaken in 2003-2005 involving youth consultations. Development, pre-testing, translation and broadcasting of television and radio adverts, videos, documentaries, quiz shows and small media materials were supported particularly around AIDS Awareness Week and World AIDS Day.
	The Integrated Strategic Communication Plan for HIV/AIDS still awaits final approval.  The current draft strategy is broad and will require further refinement to provide clear direction to the Take Control Media campaign, especially on the interpersonal dimensions of behaviour and social change communication.



	Result 1.1.2

Small media campaign strategy developed and implemented. 

Indicative activities:

· development of strategy

· audience research

· materials produced, translated tested and  distributed


	Print materials have been developed and distributed through various channels, particularly through NAMCOL, a major channel to reach out of school youth, reaching nearly 20,000 young people.  Print media for Take Control were produced by the MOHSS, the Legal Assistance Centre and the Social Marketing Association. 

A compilation of studies on young people and HIV/AIDS was supported in 2003 to provide indicative baseline for the Adolescent HIV Prevention programme. The Take Control campaign planned in 2004 was based on the findings of the study with an approach of ‘Be Your Own Hero and Take Action’.  All the small and mass media components are developed to encourage young people to take action.
	Small media materials were produced regularly and to a high quality.  Responsibility for small media distribution has not been handed over to the MIB due to lack of capacity. This has led to weak follow up of the distribution processes with materials not being received at their destination, undermining the effectiveness of this communication element.



	Result 1.1.3

Project M&E data collected .

Indicative activities:

· Knowledge, attitudes, practices and behaviours (KAPB)  baseline and impact designed 

· KAPB baseline and impact implemented and reports produced

· Focus Group Discussion (FGD) process evaluation designed 

· FGD implemented and reported

· collection of production, printing and distribution data

· collection of feedback reports 

· annual and mid-term review meetings


	In 2002, a KAPB survey was completed with focus group discussions.
   By integrating the results of the KAPB survey with existing studies on youth and HIV, a baseline study was prepared in 2003.
 

Data on production and printing were compiled through annual reports
 and through Take Control programme audit. Annual meetings with youth reviewing mass and small media materials provide detailed recommendations on improvement.

A follow-up KAPB impact study will be undertaken at the last quarter of 2005.  Annual and mid term reviews were held with counterparts and all stakeholders.


	A collection of KAPB surveys and studies put together in 2003 was developed to serve as a baseline to provide indication on the knowledge and skills of adolescents. However it has proved difficult to measure programme achievements against these baseline surveys and studies. As a result a second KAPB study will take place in 2005 to provide comparable information with 2003 and establish reliable baseline data for the next country programme.   



	Sub-project Objective 1.2

To reach parent, teachers school committees, religious and youth organisations and political leaders through social mobilisation activities to stimulate interpersonal communication (IPC) for risk reduction behaviours.      

	Result 1.2.1

Social mobilisation strategy developed and implemented.
Indicative activities:

· development of  strategy

· identification of partners

· development of list of partners and roles

· community mobilisation events
	Parents,
 teachers, health workers
 and parliamentarians were mobilised with information on HIV/AIDS prevention and mitigation through different programme interventions.  A social mobilisation strategic plan was developed in 2004 and awaits approval.
  Project partners were listed in the assessment of Take Control in 2004.
 

The social-mobilisation activities of NGOs (Ombetja Yehinga), MOE and MIB were supported, particularly leading up to and during the Education Sector AIDS Awareness Weeks and the World AIDS Days. Video documentations are also produced and sent to Regional AIDS Coordinators and Regional Information Officers to facilitate discussions with communities on issues related to HIV/AIDS.  An annual presence at the ‘Windhoek Show’ reached young people with information on HIV/AIDS prevention. 

AIDS Awareness Clubs (AAC) were established in all schools implementing My Future is My Choice (MFMC) where adolescents completing the course were expected to reach out to other youth, especially those out of school, with life skills information.  For the last three years Ombetja Yehinga has facilitated discussions in AACs on issues of condom use, sexual health and sexual abuse.  Theatre has been effectively used to communicate with communities and other schools.  Exchange visits among AACs across the regions have been effective for sharing experience and increasing motivation.
The Open Talk newsletter, written by youth was regularly produced and disseminated as an insert in the national daily paper and copies sent to schools and HIV/AIDS forums in all regions. The ‘Open Talk’ production team has also facilitated discussions on HIV/AIDS issues in AACs. 
	Many social mobilisation activities take place annually, reaching a variety of targets, helping to maintain the high awareness of HIV/AIDS issues and risk reduction.  However, these efforts need to be improved with a systematic approach. The MIB social mobilisation strategy, once finalised, may provide direction and convergence for the many social mobilisation activities being undertaken.

Though the effectiveness of AACs has not been systematically assessed, field observations show that support and involvement of principals and teachers are critical for sustained efforts.  NGO support helps strengthen the dialogues though the coverage through this approach is limited.

The sub-national distribution and use of Open Talk in schools and other forums remains a challenge.  Alternative approaches to the production, dissemination and interactive use of Open Talk needs to be further explored in the next programme.  



	Result 1.2.2

Advocacy strategy developed and implemented 

Indicative activities:
· development of strategy

· identification of key opinion leaders 

· development of list of opinion leaders

· briefings conducted by opinion leaders to key duty bearers
	An advocacy strategy for Take Control was incorporated into the draft Integrated Strategic Communication Plan for HIV/AIDS.
  In 2002, a Take Control media briefing was held to influence key duty bearers and opinion leaders and in 2004 a luncheon was organized for parliamentarians to brief them on Window of Hope, a life skills programme for 10 to 14 year olds.


	With the Plan still in draft form, advocacy activities with politicians and opinion leaders have been guided by current campaign activities and remains sporadic and done according to opportunities rather through a planned and strategic approach.   

	Result 1.2.3 

Develop a model for reaching parents and teachers through media and interpersonal communication for creating an enabling environment for adolescent behaviour change.

Indicative activities: 

· inventory on institutions  reaching parents and materials available for interpersonal communication

· model for intervention developed

· model tested 
	An inventory/mapping exercise was undertaken in 2004 to identify organisations reaching parents. Based on information collected and working with key NGO’s, a booklet on Let’s Talk  was developed and distributed for piloting by partners and the regional education structures. Feedback received will be used to strengthen the second edition of the booklet. 

Open Talk also includes specific sections designed to stimulate teacher to learner and parent to child discussion.

The Window of Hope senior windows include activities between parents and children. A radio programme targeting the 10-to-14 age group introduced the “Parents Corner.”

Other potential avenues to reach parents include school boards and through church groups. These are still being researched.
	Let’s Talk represents the first aid to support parent –child communication and has been well received by partners. Through initial research and wide discussions with partners and stakeholders, an approach to reach parents through existing interventions is being developed.  

Funding and measuring the impact of interventions to reach parents and teachers has proved difficult and will remain a challenge.

Given the late start of this aspect, model completion will only be in 2006.


	Project 2  Capacity Development Through Life Skills
	Progress status/Key activities
	Assessment

	Project Objective

To ensure that at least 90% of adolescents have the appropriate skills required for HIV prevention.


	Between 2002 and 2004 more than 48,353 15-to-19 year olds participated in My Future is My Choice.
  Window of Hope, a new life skills intervention for primary schools was developed. 

According to one study, 74% of males and 65% of females profess confidence to use condoms correctly
.
The project only reached 65% of adolescents against a target of reaching 75,000 over three years. Slower than expected implementation was due to a number of factors including weak sub-national management and slower disbursement of funds.  Two of the most populous regions were not able to implement the programme for a year due to delays in finalising financial reports.
	There is a shortage of accurate data on adolescents’ skills as well as behaviour as the envisaged Behavioural Surveillance Survey, to which technical contribution was made by FHI and UNICEF, did not take place.

The placement of sub-national management of MFMC with the Regional AIDS Committees for Education (RACE) in 2005 is expected to facilitate quicker implementation of the life skills programme. 



	Sub-project Objective 2.1

To reach a minimum of 100,000 15 year olds cumulative over 4 years with My Future is My Choice (MFMC) life skills education and 25% of out-of-school youth between the ages of 15 to 18 each year with MFMC.

	Result 2.1.1

National and Regional Youth Health Development Programme (YHDP) operational structures for young people in and out of school maintained, strengthened and expanded.  

Indicative activities:

· capacity training for committees

· committee meetings

· 
	Guidelines on administration, budgeting, accounting and monitoring for the Regional Youth Health Development Committee (RYHDC) were revised in 2003 and Committees trained in their use.
   In 2003 various RYHDC were unable to function effectively impeding the smooth implementation of MFMC activities. In 2004 a decision was taken by the MOE to transfer the management of MFMC to the RACE. 
	Despite regular capacity training on management, financial accountability and monitoring, a number of RYHDC were not able to effectively oversee the management of MFMC, due to multiple work commitments of staff of various Ministries volunteering to serve on the RYHDCs. The transfer of management to RACE will be completed by end 2005 which will place accountability in one Ministry. 

	Result 2.1.2

Project M&E data

Indicative activities: 

· quarterly data collected

· National Steering Committee  supervisory field visits reports

· annual/ mid-term review meetings.
	Monitoring forms used by the RYHDCs for MFMC were streamlined and the committee members were trained on monitoring.
 RYHDCs where active, submitted quarterly reports. No supervisory field-visit reports were submitted by the National Steering Committee of MFMC. Annual reports for the Adolescent HIV Prevention Programme
 and a Country Programme Mid Term Report were produced.

	Although systems were established, monitoring of MFMC by the National Steering Committee proved weak. This, along with the difficulties of the RYHDC in managing MFMC regional activities contributed to MOE’s 2004 decision to reassign management responsibility for MFMC.



	Result 2.1.3

Handover of MFMC National Secretariat to HAMU and regional institutionalisation under RACE.

Indicative activities:

· plan for phased handover to HAMU/RACE developed

· capacity training for RACE


	Agreement to handover of the MFMC national secretariat was reached during the 2004 Mid Term Review.  A focal person at HAMU was appointed and the coordination functions of the Unit were defined. Management mechanisms, including guidelines for RACE were developed and the process of transferring responsibility in 9 regions started in early 2005.
	Institutionalisation of MFMC management under the RACE is a positive move to improve the sub-national management and over sight of MFMC. Strengthening the capacity of RACE will also be required and plans for this are being developed by HAMU. Priority needs to be given to appointing Regional Coordinators for the RACE for remaining vacancies. National level coordination through HAMU will also require sustained capacity development.


	Project 2 Capacity Development through Life Skills
	Progress status/Key activities
	Assessment

	Sub-project Objective 2.2

Life skills training activity for 10 to 14 year olds operational in schools

	Result 2.2.1

Framework for life skills education for upper primary level developed.

Indicative activities: 

· review of SADC models for life skills education

· guidelines developed


	The Window of Hope (WOH) life skills training for 10-to-14 year was developed in 2002 drawing on experience of MFMC and other life skills in the SADC region and launched in 2003.  WOH has two components; a curricular component (the life skills education provided through two carrier subjects) and a school-based extra-curricular component (‘Window of Hope Clubs’).


	The framework for life skills education for upper primary level was completed in a very thorough approach.  The model is now being recognised in the region as one of the best well-conceptualised and comprehensive approaches.



	Result 2.2.2

Curricula of carrier subjects revised and revised curriculum taught 
Indicative activities: 

· competencies determined

· curricula revised

· curriculum guide developed

· curriculum taught
	In 2003, the WOH curricular working group selected Natural Science & Health Education and Social Studies as the two carrier subjects for life skills and HIV education. The scope and sequence for HIV/AIDS competencies were developed, according to which the curricula for the two subjects for Grade 5-7 were revised. While the process was completed by end 2004, they will not be implemented until 2007, when the new upper primary curricula will be finalised.
 
	Curriculum revision took more time than anticipated due to the extensive consultations.  However, curricula revisions and curriculum guidelines were finalised with the National Institute for Education Development (NIED).  The decision of the MOE to delay the implementation of the revised upper primary school curricular means these activities will only be completed in the next programme cycle.

	Result 2.2.3

Extracurricular life skills intervention for 10-14 year olds developed and implemented

Indicative Activities: 

· framework agreed

· materials developed

· trainers trained

· teachers trained


	From 2003 to 2005 the WOH extra-curricular component was developed as per the framework agreed by the working group. Eight modules with a total of 44 sessions were developed and printed as teacher manuals. 850 primary-school teachers were trained to facilitate the Junior Window of WOH for grade 4-5.  The Senior Window for grade 6-7 will be rolled out in 2005/2006.


	The Junior and Senior Windows for grades 4-7 represent the first life skills training programme for 10 to 14 years olds in the region and has been well received by Government and partners. Funding provided by the Government was instrumental in rolling out the WOH programme.   



	Sub-project Objective 2.3 

To provide opportunities for on-going skills development through peer education activities

	Result 2.3.1

Peer education promotional strategy developed and implemented

Indicative activities: 

· development of promotional strategy 

· guidelines developed

· partners orientated
	An attempt was made to promote peer education through the channel of AACs by providing a forum for clubs in Open Talk, to keep clubs motivated. In addition, IEC materials produced under Project 1 were distributed to clubs by the RYHDCs.


	No overall promotional strategy was developed. Open Talk’s capacity to actively engage clubs was limited.  This aspect will need to be reconsidered in the design of the next component action plan.



	Result 2.3.2

MFMC/AIDS Awareness Clubs established.
Indicative activities: 

· club manuals disseminated

· schools orientated

· teachers trained 

· adolescents trained 

· clubs formed

· clubs doing activities
	Eighty two AIDS Awareness Clubs were formed in 2002.
  Fifty five youth facilitators were trained and the facilitators’ manual was revised in 2003.
   An activity book for Clubs to use during AIDS Awareness Week was developed, printed and distributed in 2004.
 5,000 Club manuals were disseminated.  Schools and teachers were oriented through Regional Contact Teachers.  Open Talk includes an AAC corner in each issue. 
	AACs are established and participate in special events including AIDS Awareness Week and World AIDS Day. The potential for these Clubs is yet to be tapped as they represent a substantial source of volunteers willing to help others, particularly those affected by HIV/AIDS.  This potential will be further investigated in the next country programme.

AACs have worked particularly well where there is NGO support or where teachers have taken a keen interest in mentoring the clubs. Systems to collect data on AACs need to be strengthened. 


	Project 3 Adolescent Participation in Friendly Health Services
	Progress status/Key activities
	Assessment

	Project Objective

To ensure that at least 70% of health facilities and 100% of Youth facilities, in 12 health districts (covering 11 regions) involve adolescents in the provision of Adolescent Friendly Health Services.

At least 90% of adolescents in these 12 districts have access to “one star” adolescent friendly facilities. 
	At the end of August 2005, 53% of health facilities in the 12 health districts had Adolescent Friendly Health Services (AFHS) established with peer counsellors supported by Adolescent Consultative Committees (ACC). 
The means to measure the percentage of adolescents with access to AFHS was not introduced. In addition, the Health Information System (HIS) maintained by the health workers does not capture the 10 -19 year olds which is the age prescribed for adolescents and their access to reproductive health services.   
While assessment procedures to award ‘stars’ to adolescent friendly facilities exist only a limited number have been assessed due to the centralisation of procedures.  
	While there is considerable demand for confidential AFHS, this initiative has faced several challenges.  These include the sustainability of peer counsellors which have high rates of attrition and the level of supervision health workers provided.  A rapid assessment of the AFHS done in 2005 confirms the need to re-design the adolescent participation component including ACCs.  It serves as a basis for re-designing the approach.

As noted in the Mid-Term Review, the splitting of AFHS into two projects under different programmes was not effective.  Adolescent participation became more emphasised with less accountability placed on the health system’s responsiveness.

	Sub-project Objective 3.1

To ensure the provision of peer counselling services in 70% of health facilities in eleven regions and 100% of youth health facilities in four regions

	Result 3.1.1

70% of health facilities and 100% of youth facilities have peer counsellors

Indicative activities: 

· finalisation of peer counselling package

· training of peer counsellors
	AFHS peer-counselling activities began in 2003 after the finalisation of peer-counselling training modules and resource manuals. 182 peer counsellors were trained in nine districts. 
   Youth officers from three Multi Purpose Youth Centres were trained to assist in peer counselling training.  

While planned activities were completed, AFHS were introduced into 104 health facilities in 12 health districts which fell short of the expected result of 109 health facilities.
	While training and placing peer counsellors was successful, maintaining voluntary youth participation remains a major challenge.
 No reliable data was available as to how many health facilities had managed to retain their peer counsellors. The drop out of the peer counsellors is high due to lack of monetary incentives, continuation of education or seeking gainful employment. 

	Result 3.1.2

Project M&E operational 

Indicative activities: 
· improve quarterly monitoring 

· exit surveys developed and undertaken 

· supervisory field visits/ reports

· annual/ mid-term review meetings
	Guidelines for the ACC to monitor the implementation of AFHS which include exit surveys were developed and introduced in 2002
 and were pre-tested/revised in 2003.
  Quarterly monitoring reports from health centres were generally weak and irregular with few exit interviews being completed and analysed.  In 2005 an AFHS rapid assessment was conducted and AFHS monitoring is proposed to be decentralised.
  Annual and Mid Term Review meetings were held with stakeholders.


	Proper use of the monitoring instruments has remained a challenge resulting in weak data to assess the performance.  Monitoring and support of the peer counsellors by health workers has been limited. An additional constraint has been the line of accountability between health clinic, regional and national levels. The degree of decentralised accountability to the region level did not materialise, making effective supervision difficult. 

	Sub-project Objective 3.2

To ensure that 90% of adolescents in 11 regions have access to a minimum of “one stars” level of AFHS

	Result 3.2.1

Mechanisms in-place and operational for the certification of health facilities adolescent friendly

Indicative activities: 

· develop certification guidelines 

· training of youth officers and peer educators on certification

· certifications undertaken
	AFHS certification tools and check lists were developed in 2002
 and the process became operational in 2003. 31 percent of health facilities in 12 districts have been awarded “one star”
.  Youth officers and peer educators were not trained on certification as this is centralised at national level in the MOHSS.


	As certification procedures were not decentralised, regular inspections did not take place and the process itself began to lose its significance.  This is to be corrected by MOHSS national managers.

	Result 3.2.2

Health facilities have Adolescent Consultative Committees.

Indicative activities: 

· orientation guidelines developed

· facility staff briefed 

· establish  committees 


	The ACC guidelines developed in 2002 also served as implementation guidelines. The training manual for health workers was revised. The health workers, Health Facility Committees and Community Own Resource Persons including members of Communities were oriented to support Adolescent Consultative Committees. 
   In 2003, ACCs were established in each of the 83 health facilities in the 9 health districts.  Badges and t-shirts were printed for committee members and 18 trainers of trainers were trained.
  However by 2004, a number of ACC’s were not functioning properly due to limited supervisory support from health workers.


	The approach of using ACC to monitor the implementation of AFHS is a good approach in fostering adolescent participation in sustaining the friendliness of health workers. However this approach has not worked due to limited support rendered by health workers to ACCs and needs re-thinking.  The AFHS rapid assessment will provide additional understanding to develop alternative supervisory and support mechanisms to the peer counsellors, ACCs and health workers. 


GRN-UNICEF 2002-2005 Programme of Co-operation

III. Special Protection and Disparity Reduction Programme

	Programme Goal

	To expand key protection services for the most vulnerable children and women, and so contributing to an enabling environment that will reduce disparities.



	Project Objective

To ensure that 80% of all pending
 legislation related to children and women is in conformity with the Convention of the Rights of the Child (CRC) and the Convention of the Elimination of Discrimination Against Women (CEDAW); and to ensure increased awareness and  fulfilment of obligations towards all children and women’s rights by the end of 2005.
	Pending legislation reviewed and confirmed as conforming to the CRC and CEDAW were the Child Justice Bill, the Children’s Status Bill and the Child Care and Protection Bill.

A Rapid Assessment, Analysis and Action Planning (RAAAP) exercise on OVC was completed and formed the basis of the National OVC Policy and National Action Plan finalised in 2005. 

Though national debate and media coverage indicate an increased awareness of child and women’s protection issues, no systematic assessment was undertaken to confirm an increased awareness and fulfilment of obligations towards all women’s and children’s rights. 

Various activities took place with key decision makers and opinion leaders; including briefings for parliamentarians on passing pending legislation and other critical issues related to the protection of women and children. Traditional leaders and community representatives were informed about identified rights violations of women and children including areas where traditional and cultural practice does not confirm with the law. 
	Significant successes were the passing of the Combating of Domestic Violence Act and introduction of the National Policy on OVC.  The Coalition on Responsible Drinking represents an innovative partnership between the public and private sector to reduce alcohol abuse which remains a significant factor in cases of violence and abuse and unsafe sex. Less progress was made on the Child Justice Bill which remains in draft form. Finalisation is pending the costing of implementing the Bill, including financial implications of establishing a Directorate of Child Justice. 




	Project 1: Research and Communication
	Progress status/Key activities
	Assessment

	Sub-Project Objective 1.1  

To ensure that 80% of all pending legislation related to children’s and women’s rights is in conformity with the CRC and CEDAW by the end of 2005.

	Result 1.1.1

Documentation and secondary research on key protection rights and critical and legislation topics compiled and distributed.

Indicative activities:

· Critical protection issues to be research are identified

· Research on identified topics in selected areas done. 
	Compliance of  key legislation with the CRC
 and the CEDAW
was completed and studies were done on the situation of orphan and vulnerable children (OVC) in Namibia
; cases reported at the Windhoek Women and Child Protection Unit
; the interface between orphans, street children and child labour
; the costing of exempting OVC from paying contributions to school development funds
;  the situation of San learners in Tsumkwe
;  ensuring access to education for OVC through safe and supportive hostels
;  the programmes, interventions and data regarding educationally marginalised children
;   girls’ education in the Kavango Region
; and the Africa Girls’ Education Initiative in Namibia
. Reports on the findings of each were produced.


	Critical protection issues were identified and researched to inform programme design and policy formulation.  While the defined results have been obtained, dissemination and application of the findings have not been systematic.  Where done systematically, as in the case of OVC, national planning and policy instruments were influenced with positive outcomes noted by the stakeholders. 

	Result 1.1.2 

Public and influential parties sensitised and  mobilised for government action on key policies and legislation
Indicative activities:

· strategy to sensitise and mobilise influential parties developed

· action plans on the passing of key legislation drawn up

· a communication strategy on child abuse and alcohol abuse
	In partnership with Multimedia Campaign
 and the Legal Assistance Centre, action plans were developed and sensitisation meetings with influential parties were hosted. 

Strategies to sensitise and mobilise influential parties on critical issues including child and alcohol abuse were developed by the Advocacy Unit under the Cross-cutting programme, with its own resources. These included;

· Presentation to the National Assembly on OVC, alcohol abuse and child justice;

· Establishment of the Coalition for Responsible Drinking – a public – private sector partnership to promote responsible drinking, recognising alcohol as a major underlying cause of violence and sexual abuse of children and women;

· Media visits to Women and Child Protection Units to sensitise the public to the unacceptable extent of violence perpetrated against women and children

· The preparation of periodic advocacy papers on OVC, girls’ education and the most critical children’s issues related to the impact of HIV/AIDS in health and education.
A communication strategy for special protection was developed on the basis of the Global Child Protection Communication Strategy. 

	Mobilisation efforts raised public support and action calling for the passing key legislation on women and children including the Combating of Domestic Violence Act and the “Vulnerable Witness Act”.  

The Coalition for Responsible Drinking is a unique partnership with the mutual aim of reducing alcohol abuse. Support from the alcohol industry and other private companies and institutions offer an exciting opportunity for extensive targeted communication.  With a growing membership, the Coalition will continue to increase in strength and influence in the next country programme.

	Result 1.1.3  

Parliamentarians sensitised as duty bearers on their obligations to ensure speedy enactment of legislation related to children’s and women’s rights

Indicative activities:

· Workshops for parliamentarians on key legislation on children’s and women’s rights held

· Communities mobilised to lobby their political representatives on key legislation
	As noted under 1.1.2, presentations and briefings for the National Assembly were held on pending legislation related to domestic violence, OVC, alcohol abuse and child justice.  Line ministries and civil society organisations supported a multi-media campaign on violence against women including TV and radio slots raising public awareness and support for the draft Combating of Domestic Violence Act.  In 2004, a series of public marches in support of the Domestic Violence Act were organised in different towns across the country accompanied by extensive media coverage.  These activities all culminated in the approval of the Combating of Domestic Violence Act the same year.

	Timely briefings and presentations to parliamentarians on the Combating of Domestic Violence Act and the Vulnerable Witness Act were well received and helped increase support and momentum towards Cabinet approval.  This was particularly important for the Domestic Violence Act which had earlier failed to secure substantial support in the house for a number of months.

Less successful was the prolonged efforts to lobby parliamentarians for final Cabinet approval of the Child Justice Act which remains in draft.  

	Result 1.1.4

Protocols and policy guidelines based on children and women’s legislation developed and disseminated. 

Indicative activities:

· Protocols and policy guidelines finalised and disseminated

· programme managers trained on guidelines and protocols   


	Protocols, implementation and policy guidelines for professionals dealing with rape cases were developed and disseminated through a series of workshops facilitated by the Women and Child Protection Units (WACPU) under the Namibian Police (NamPol).  These were attended by police officers, social workers, medical doctors, prosecutors and magistrates. Over 100 professionals
 from all regions received training on the code of conduct and protocols for managing cases of rape and abuse. 

	The training on the protocols and guidelines were acknowledged as very useful in supporting participants in their correct management of cases of rape and abuse.  However, actual application was not assessed systematically. 

	Result 1.1.5 

Project monitoring evaluation systems established and maintained.

Indicative activities:

· Data collected

· Field visits reports

· Annual and mid-term reviews

· Preparation of annual reports for the Programme Review Committee

· Baseline survey for WACPU and child justice conducted
	Project monitoring systems were established and data was collected. Good examples of monitoring systems were replicated to other WACPU
. The programme completed field-visits reports, annual reviews and a Mid-Term Review with all stakeholders.  A baseline review of cases reported at the Windhoek WACPU was completed in 2003
 and further collection of WACPU data was commissioned in 2005 building a more complete data set for baseline purposes
.  A baseline study on child justice was not done as it was delayed and considered too late in the programme cycle since this component will not be continued.

	A major constraint on assessing progress on reducing abuse on women and children is the lack of detailed baseline data. While the Bureau of Statistics at NamPol maintains good records on the number and types of cases, these are not published for routine monitoring purposes.  The collecting more comprehensive and disaggregated data in 2005 will provide baseline information for the next country programme.  The child justice area has not been given much attention by the Ministry of Justice (MoJ) and the bill has dragged on for 8 years.



	Subproject Objective 1.2

To contribute to increased respect, protection, facilitation and fulfilment of all children’s rights by targeted and critical duty bearers by the end of 2005.

	Result 1.2.1

Primary and secondary research undertaken on possible violations of the rights of vulnerable and marginalised children and women, including assessment and identification of critical duty bearers.

Indicative activities:

· Focus group discussions study on violation of rights

· Critical duty bearers identified


	The documentation and research cited in 1.1.1 systematically reviewed possible violations of the rights of marginalised children and women. These studies also identified roles and responsibilities of duty bearers including parliamentarians, regional councillors, traditional and community leaders, parents, and government extension workers.  Five workshops were held in 2005 for identified duty bearers on issues of women’s rights, violations and harmful cultural and traditional practices.

	Identified areas of rights violations formed the basis of workshops for key individuals who have the ability and responsibility to take positive action.  While the workshops were well attended and plans of action agreed, further follow up is necessary to assess whether positive change has come about. 

	Result 1.2.2

Research based recommendations and findings disseminated and translated into action areas by targeted duty bearers.

Indicative activities

· Research findings disseminated

· Research recommendations incorporated  into action plans
	Research findings were disseminated. The proposed action plan in the Rapid Assessment, Analysis and Action Planning (RAAAP) on the OVC Report
 is under consideration for translation into action areas by the MGECW and other duty bearers.
	Recommendations from key research projects were used to influence policy formulation.  The formulation of the National OVC Policy benefited from the recommendations of the OVC Situation Analysis (RAAAP).  The results of other secondary research and policy reviews could have been more widely and systematically disseminated, contributing more effectively to advocacy with identified duty bearers and will need to be done in conjunction with the advocacy efforts.




	Project 2  Special Protection
	Progress status/Key activities
	Assessment

	Project Objective

To contribute to the reduction of incidences of women and child abuse; to improve the management of reported cases of abuse; and to reduce the number of cases of children in conflict with the law not administered in accordance with the CRC.
	Reports of women and child abuse and other crimes that were traditionally under-reported increased, as noted from statistics published by the NamPol Bureau of Statistics.  While this could be due to increased awareness and indignation on the violations, it is still considered to be grossly under-reported.

There has been an improvement in case handling with the establishment of the Women and Child Protection Units staffed by specifically trained police officers and social workers, and in the capacity of the justice system to handle children in accordance with the CRC facilitated by specific training and the introduction of diversion programmes. However, current monitoring systems are unable to show whether the number of child-justice cases properly handled has increased. 
	This increase in case load has been accompanied by greater capacity of the WACPU to manage such cases.  Accurate data is not available on how the handling of cases has been improved. Whether child cases are diverted or remain within the normal courts is often decided by the prosecutor. Monitoring systems of children in conflict with the law require further strengthening by the MoJ.

The general increase in reporting can be considered an indirect indicator for improved quality service at the WACPUs. A growth in public indignation of violence against women and children is also reflected in high profile press and media coverage of reported incidences and more stringent judgments have been made. 

	Subproject Objective 2.1

Children in Conflict with the Law 

To ensure that at least 80% of all cases of children in conflict with the law in urban areas and at least 60% in rural areas are administered according to the CRC by the end of 2005.

	Results 2.1.1

New diversion programmes developed and existing ones strengthened and expanded.

Indicative activities:

· Possible diversion options identified for each of the magisterial areas

· HIV/AIDS incorporated in diversion programmes


	All 53 magisterial areas in the country implemented diversion programmes for children in conflict with the law with diversion programmes developed and introduced as planned contributing to an increasing number of children being diverted from regular criminal procedures.  HIV/AIDS issues were incorporated into the life-skills manuals used by diversion programmes which were translated into local languages and widely disseminated.  


	Diversion options were not fully explored because since the Child Justice Bill is still pending approval by Cabinet and the other major partner in Child Justice, the Austrian Development Cooperation had planned and budgeted to provide this support. The incorporation of HIV/AIDS into the life skills manuals was an important contribution. 

	Result 2.1.2

Policy guidelines developed and promoted.

Indicative activities:

· Policy guidelines drafted

· Key role-players on policy guidelines trained

· Best practice models documented
	Stakeholder workshops were supported to increase public support and strengthen political will to enact the Child Justice Bill and a brochure summarising the Bill.
   Ministers, parliamentarians and members of the Parliamentary Standing Committee on Legislation were briefed on the Child Justice Bill. A tour by the Justice Ministry allowed assessment of police holding cells in which children were detained and the tour report was used to lobbying of the Ministers of Justice, Home Affairs and Prisons on child justice.
  Information and advocacy meetings were held with key Permanent Secretaries to brief them on the Child Justice draft legislation and their respective roles. Regional Child Justice forums were strengthened through field visits and technical support.
  Juvenile-justice best practices were not documented.


	After considerable advocacy and lobbying, the Child Justice Bill still awaited approval by Cabinet in late 2005. In the absence of enacted legislation, policy guidelines could not be drafted. Concerted efforts have been made to educate justice and other child care workers on the provisions in the Child Justice Bill. Regional child justice forums have also been trained on their respective roles and responsibilities as provided for in the draft Bill. All these efforts provide a good foundation for effective implementation of the Child Justice Bill, once it is passed. 

	Result 2.1.3

National monitoring system for Child Justice Bill fully functioning in Central Bureau of Statistics (CBS) in the National Planning Commission (NPC).

Indicative activities:

· Statistics on children in conflict with the law compiled and disseminated
· Information management system developed and fully functioning.

	A national monitoring system for children in conflict with the law was not developed and statistics on the issue were not compiled. Management systems were strengthened with the development and dissemination of guidance matrix
 of diversion responsibilities in the magisterial areas.
	As the Central Bureau of Statistics was not able to take on the development of a national monitoring system for children in conflict with the law, the alternative is the proposed Directorate of Child Justice in the Ministry of Justice once the Bill is passed.  The guidance matrix which has been developed should greatly contribute to clarifying roles and responsibilities in the diversion process.

	Result 2.1.4

Pilot programme on referral and assessment centres developed and being implemented in Khomas and Oshana regions.

Indicative Activities:
· Key programme managers
 trained on pilot programme 

· Proper procedures to ensure that children are diverted 24 hours a day established


	It was proposed to pilot referral and assessment centres in the two regions following a visit of justice and social workers to Australia.  The pilots did not go ahead due to capacity and funding constraints.
	These activities were not pursued as this was an area of support to be provided by the Austrian Development Corporation.  Ultimately the proposed pilots did not take place.



	Result 2.1.5

Prevention and community based programmes developed.

Indicative activities:

· Institutionalize pre- and in-service training of police officers on child abuse and child justice 

· Develop a communication strategy for child justice
	Pre and in-service training was provided for the police on child abuse and child justice and the police training manual was revised. A communications strategy for child justice was not developed.

Strengthening of regional fora on child justice took place but was constrained by the lack of an enabling legislation. Community based programmes to reduce women and child abuse were not fully developed.
	The absence of the Child Justice Bill, regional fora have only had limited success despite support in monitoring and evaluation. The links between the national level Inter Ministerial Committee (IMC) and regional level fora were not fully defined resulting in the IMC providing only limited oversight and guidance to regional interventions.  

Updating of the police manual according to the provisions of the Bill has institutionalised child justice in the core police training curriculum. A feasibility study underway will provide a blueprint for the Ministry in its plans to set up a separate Directorate. The communication strategy for child justice was not developed as it was too late in the programme cycle.




	Project 2 Special Protection
	Progress status/Key activities
	Assessment

	Subproject Objective 2.2

Women and Child Protection from Abuse

Contribute to the reduction in the incidence of women and child abuse and to improve the management of reported cases of abuse by the end of 2005.


	The skills of social workers, police and medical doctors on the management of rape trauma and abuse cases and on office skills were upgraded. Task protocols for different actors were developed to strengthen the multi-agency management of WACPUs.
 WACPU commanders were trained in human resource management and supervisory support
 and regular officers in crisis intervention services for rape victims. A National Stakeholders’ Conference on Domestic Violence and Sexual Abuse was held in 2004 providing a platform to agree on ways to better coordinate cases. The training of police officers and social workers on complying with the laws applicable to the WACPUs, managing case effectively and monitoring and evaluation was completed.


	The increase in reports of women and child abuse and other cases traditionally under reported is an indication of increased awareness and willingness of victims to report abuse. While accurate data on how the handling of cases has been improved is not available, the general increase in reporting can be considered as a proxy indicator for improved quality of service at the WACPUs. 

	Result 2.2.1

Awareness on the problem of women and child abuse created in the society.

Indicative activities:

· Media strategy developed

· Workshops and community events on abuse for men, including boys


	WACPU Chief Officers were trained to conduct workshops on the Domestic Violence Act to inform women of their rights
 and public outreach activities through town and community meetings took place.
 A media strategy was developed and workshops for men about the abuse of women and children were held.  The White Ribbon Campaign was supported to expand its prevention and outreach programmes on violence and abuse which directly target men and boys.

	WACPU staff  are better equipped to manage cases of violence and abuse and communities responded positively to the issues discussed in the outreach programmes. The White Ribbon Campaign is a much needed approach that addresses the specific gender dimensions of violence in Namibia by focussing on the awareness, support and involvement of men.

	Result 2.2.2

Stronger deterrents for abuse put in place. 

Indicative activities:

· Laws passed on punishing abuse perpetrators publicised

· Community-based responses to abuse developed.
	The Combating of Domestic Violence Act was passed. Regional workshops were supported in all 13 regions to raise awareness on the Act, publicise punishments that can be given to perpetrators of violence, and promote community-based responses to prevention and managing cases of abuse.
	Regional workshops were very well attended by traditional leaders and key opinion makers and community based responses were drawn up. Further follow up is required to assess how these plans were operationalised. Given the pervasive nature of domestic violence, increased communication and prevention strategies within communities is an important strategy that needs to be systematically addressed in the next country programme.   



	Result 2.2.3 

Mechanisms for effective response to handling cases of women and child abuse established, including PEP and rape kits made available and used effectively.

Indicative activities:

· PEP and rape kits available at Woman and Child Protection Units

· Voluntary testing and pre- and post test counselling on HIV/AIDS available to victims of sexual abuse.


	Training in the use of Preventive Emergency Prophylaxis (PEP) and rape kits was provided to doctors and WACPU staff.  Rape Kits were supplied for use by medical doctors when examining victims and suspects of sexual abuse.  Training in voluntary testing and pre- and post-test counselling was provided to health workers attached to the WACPU making these services available for victims of sexual abuse.

	The availability of PEP and Rape Kits and pre and post test counselling are indicators of improved service delivery for women and child protection. Some difficulties have been experienced in delays in getting results of tests due to increase in samples submitted and the limited capacity of laboratories.


	Project 3  Ensuring Access to Services for Vulnerable children
	Progress status/Key activities
	Assessment

	Project Objective

To ensure that educationally marginalized children and orphans have increased fulfilment and protection of their rights by the end of 2005.


	Activities were undertaken to contribute to the fulfilment and protection of the rights of educationally marginalised children and orphans through interventions leading to increased enrolment and retention of San children, girls and orphans and vulnerable children. The National OVC Policy ensures the protection and fulfilment of OVC rights and the National Action Plan provides clear guidance on priorities for regional plans of actions.  

Data provided by the Ministry of Education Management Information Systems (EMIS) indicated a 30 percent improvement in enrolment figures for San children in Omaheke even though support was discontinued in 2003 to the implementing NGO due to financial irregularities.  

Monitoring data collected by the Kavango Girls Education Initiative shows an increase in girls’ enrolment and retention as well as a decrease in the rate of teenage pregnancy.
	The success of the Kavango Girls Education Initiative has demonstrated the benefits of a good approach and effective partnership the public and private sectors to encourage girls to enrol and stay in school. Approaches and models developed in Kavango are being replicated in other regions.
The high level of commitment to supporting OVC is demonstrated in the rapid completion of the National OVC Policy and the subsequent development of regional Action Plans. Overall, continued gaps in baseline data on OVC has made effective monitoring of interventions problematic. The pilot household survey of OVC is a positive step to address this and support more targeted assistance for OVC in the next country programme. 



	Sub-Project Objective  3.1  

Orphans
To ensure that at least 60% of orphans have access to basic education, medical care, counselling and protection from loss of property by the end of 2005.

	Result 3.1.1

A monitoring and reporting system to detect exclusion of orphans established in health, education and social services.

Indicative activities:

· Reporting system put in place

· Communities awareness raised on the reporting system.


	The MGECW initiated an OVC survey in late 2005 to establish a common data set
.  A monitoring and reporting system to detect the exclusion of orphans from health, education and social services will be developed in 2006.

A major partner, the Family Health International (FHI), helped develop an M&E toolkit for OVC activities.  This toolkit is the basis for the MGECW to conduct a pilot household survey taking place in late 2005 which may be expanded to all regions in 2006.


	Reliable data on the number and location of OVCs is hindered by the lack of a commonly agreed registration system by government and the increasing number of Civil Society organisations proving assistance in this area. 



	Result 3.1.2 

Capacity of communities and families to care for orphans strengthened in high prevalence pilot areas.

Indicative activities:

· Community and family coping capacities assessment done

· Action plan developed on community and family strengthening 

· Evaluation/assessment


	A Rapid Assessment, Analysis and Action Planning Report,
 (RAAAP) assessing community and family coping capacities was completed in 2004 and the report finalised with input from the MGECW, WFP, UNAIDS and other partners working with OVC.  The report was a foundation for the National OVC Policy and the National Plan of Action for OVC which were adopted at the Third OVC Conference in February 2005. The costing of the NPA will also be completed in 2005 allowing a budget provision request to be submitted to the National Assembly.  


	The successful completion of the RAAAP with a wide participation from civil society organisations and UN agencies was a landmark in developing an inclusive national response. 

The findings and recommendations of the EPCA peer review on home based care initiatives are being incorporated into the next country programme design in which strengthening the capacity of vulnerable households to mitigate the impact of HIV/AIDS is a central theme.  

	Result 3.1.3

Regional and community based OVC care and support programmes established in 3 selected regions.

Indicative activities:

· Community based OVC plans of actions developed in the 3 regions

· Regional OVC forums established with clear terms of reference


	Regional OVC Forums were established in all 13 regions leading to develop and implementation of community action plans for OVC.
   

Omusati, Otjozonjupa and Caprivi regions were supported in developing multi-sectoral OVC action plans with the establishment of community OVC care groups reaching over 2,000 households caring for orphans.

Regional OVC Plans of Action were developed and discussed at the Third National OVC Conference in 2005.  The Church Alliance for Orphans (CAFO) was also established under the Council of Churches of Namibia with sub-national committees in all 13 regions.  Over 350 CAFO committee members were trained in management, psychosocial support, pastoral counselling, community assessments, community-based approaches and feeding schemes. Fifty Committee leaders were trained in financial management.
  Community capacity was strengthened to provide psychosocial support, and home-based care groups were established. Support was provided to self-sustaining livelihood initiatives under the management of regional MGECW staff.


	Of the 3 regions supported, only Caprivi and Otjozondupa recruited social workers in 2004, limiting implementation capacity.  In the 2 regions these social workers are responsible for all child welfare related issues including registration and accessing benefits which severely limited their time for OVC development activities.  The chairing of the OVC Forums is also the responsibility of the social worker although in their absence this was done by the Community Liaison Officer.  Regional OVC forums, like those for ECD and AIDS require participation of the same regional officers and the burden of multiple meetings results in irregular attendance.  The need to streamline and integrate these committees, possibly as sub-committees of the Regional Development Committee or the Regional AIDS Coordination Committee, will need to be addressed in the next programme.



	Result 3.1.4

Best practices on orphan care documented and distributed.

Indicative activities:

· Communities with best practices identified

· Best practices compiled  and printed


	Although this result area has been delayed, orphan care best practices will be documented in 2005.
	Findings will directly inform community capacity development interventions in the next programme.



	Result 3.1.5

Property and inheritance rights training programmes developed and implemented.

Indicative activities:

· Key components of the training programme identified

· Schedule for the training in different communities finalised
	Multi media materials such as brochures, video and radio documentaries on inheritance rights and other challenges facing OVC were developed and used to raise public awareness.  A will-writing booklet was developed and translated into local languages
 and disseminated, and workshops to educate parents about the importance of wills were held.
  Training on inheritance rights and will writing was completed in the 3 regions with the support of the Legal Assistance Centre.   A Southern Africa Conference on Property Inheritance Rights for Women was held in 2005 in partnership with FAO and other UN agencies.  It was well attended by government workers, civil society organisations and community representatives which highlighted the many problems women face in inheriting property.
	The injustices related to the failure to enforce established laws has have been well highlighted by the series of public awareness activities and conferences supported. Sub-national activities through the MGECW on the importance and process of preparing wills has also been very well received.  However, no assessment has taken place to determine the application of this practice.

The discourse generated by the National Conference demonstrated the continuing problems faced by women in retaining their property and the continuing challenges faced in implementing the law which at times goes against traditional and cultural practices.   

	Subproject Objective 3.2

Education for Marginalized Children

To ensure that primary education reaches at least 50% of all children from educationally marginalized groups (EMC) by the end of 2005.

	Result 3.2.1

Pilot project Omaheke San Education strengthened and expanded to at least one other region and community-based model developed for increased access to basic education for San children in Otjozondjupa

Indicative activities:

· training of community education mobilisers

· mediation between communities and schools
	The Omaheke San Trust secured the collaboration of school principals and enrolled 113 San children through community mobilisers, who served as mediators between San communities and schools.
  As a result enrolment of San children in Omaheke rose 45 percent to a total of 30 percent attending school.  Support to the Omaheke Trust was curtailed after financial irregularities were noted.  Support was then extended through the Namibian Association of Norway in Tsumkwe in the Otjozondjupa Region.  Community mobilisers were trained to help San parents enrol their children and on sensitising hostel staff and teachers on the specific needs of San learners.
  Due to regional staff constraints the San education efforts in Otjozondjupa developed slowly in 2004
 but gained momentum in 2005 with assignment of new staff by MOE. 


	Although support to the Omaheke San programme was withdrawn, the sustainability of the model posed questions. Although contributing to significant increases in enrolment of San children, the approach was overly reliant on direct NGO management and failed to secure full Education Ministry ownership. While the same model was replicated in Otjozondjupa, strong leadership by the MOE with a supportive role of the NGO proved more successful, resulting in accelerated learner enrolment and teacher capacity development. Regional level oversight with hands-on NGO involvement has shown to be essential for project success and sustainability.



	Result 3.2.2

Protection mechanisms for girls’ right to basic education in Kavango established.

Indicative activities:

· study to investigate causes for gender imbalances

· gender awareness campaigns

· Programmes to promote the girls education initiative in Kavango Region developed.
	A study, to investigate gender imbalances in school enrolment in Kavango Region, revealed the favouring of boys over girls, teenage pregnancies, “sugar daddy” relationships and relationships between teachers and students to be important factors deterring girls from attending school.
  Subsequent support to the Kavango Girls’ Education Initiative provided a range of mutually supporting interventions to encourage girls to enrol and stay in school. These included training to school inspectors, advisors and teachers in gender-sensitive teaching methodologies
; sensitised regional staff to the importance of focusing on girls’ education; training of teachers on the MOE Teenage Pregnancy Policy; established girls’ clubs in schools; initiated weekend classes for girls; and promoted awareness of issues like teenage pregnancy, early marriages and the overall low performance of girls through community meetings.
 Trained regional staff then trained teachers under their supervision. Interventions to promote girls’ education are now integrated into the regional 5-year business plan. Extensive mobilisation efforts involving the Teachers Union (NANTU), NGOs and women’s groups have also taken place.  

	Initial capacity constraints in the MOE was addressed which led to a gradual uptake and expansion of responsibilities in the Inspectorate and Advisory Services. The regional office has now taken full ownership of the model and through the 5 year regional plan, continues to allocate capital and human resources to further improve girls’ enrolment and retention.  This is a very successful intervention which while contributing to increased enrolment and retention of girls, may be linked to a recorded drop in teenage pregnancies also being seen in the region.

 

	Result 3.2.3

Best practices documented and promoted for national application in terms of school fund exemption guidelines, school feeding, child-friendly hostels etc.

Indicative activities:

· collection and analysis of disaggregated data 

· workshops for school managers
	Three studies making use of available disaggregated data were completed to determine how to improve access of educational services for OVC and educationally marginalised children.
 A strategic planning workshop was conducted with key education officials and indicative actions were undertaken as part of the annual action plan of the Task Force for Educationally Marginalised Children (EMC).  Workshops for school managers were also held. 

	The documentation of disparities and corresponding programme recommendations yielded limited results in terms of policy and programme improvements but have informed the development of the Education Sector Training and Improvement Plan (ETSIP) currently being finalised with World Bank support.

	Result 3.2.4

OVC have access and are completing basic education 

Indicative activities:

· develop school-based programs to ensure access to and completion of basic education for OVC

· provide support to the Ministry of Education to establish an Education Fund and School Development Exemption Facilities


	Effort to improve and sustain access to education for OVC and other educationally marginalised children included lobbying and awareness-raising with key partners in the education sector.
   Through NGO partnerships, action plans to establish circles of support for OVC have been developed and operationalised in Caprivi and Omusati regions. 

The Education Act of 2001 makes provision for school development fund exemptions for OVC. A costing study
 on exempting OVCs (based on 2001 census data) was prepared by the MOE and forms the basis for developing the National Education Fund currently being reviewed by the Ministry of Finance (MOF). Pending agreement on the Education Development Fund, activities were confined to trainings for education officials on fee exemption guidelines and provisions as per the Education Act.  


	The expansion of the circles of support model, a community based support mechanism for OVC, is a positive step in replicating good practice.  The use of the cascade model for capacity development has proved particularly useful in Caprivi region, resulting in full Ministry ownership. 

The drafting and costing of the Education Development Fund by the MOE was a crucial step to introducing an exemption process for OVC education. The implementation of the Education Development Fund has been incorporated into the ETSIP.
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1:
 

INTRODUCTION

As part of the GRN/UNICEF End of Programme Cycle Review of the Young Children’s Health, Care and Development Programme 2002 – 2005, a peer review team conducted field visits to Engela and Okakarara Health Districts.  The objectives of the field visits were to provide the new GRN/UNICEF Programme of Cooperation with a more in depth understanding of the processes and outcomes achieved and the lessons learned in the current country programme. The assessment mainly focused on selected elements, or projects of the current country programme that will carry over into the new programme cycle for 2006 to 2010.  The new programme will focus on getting back to the fundamentals of child survival – high impact interventions that focus on IMR/ Under five Mortality Rate reduction through immunisation, malaria, early childhood care for 0-3 year olds, nutrition, growth monitoring and promotion.

The relevant objectives of the 2002-2005 programme for the field visit are: 

1. Prepare communication strategies (based on knowledge of existing child & maternal care practices) on improving maternal and early childcare practices and action

2. Develop networking mechanism of existing government extension workers & institution/agencies to reach families/communities for improved caring practices

3. Health system support
2: 

METHODOLOGY

The peer review team was made up of representatives from the Government of Namibia, University of Namibia, UNICEF and an independent consultant:

Penofina Lucia Eises: Ministry of Gender Equality and Child Welfare (MGECW).

William Heuva: Ministry of Information and Broadcasting

Marjorie Katjire: University of Namibia (UNAM)

Khin-Sandi Lwin: UNICEF
(day 3&4 Okakarara)

Rushnan Murtaza: UNICEF (day 1 Engela)

Vivienne Tjapepua: UNICEF

Auriol Ashby: Consultant

The team visited Engela health district from 27-28th June and Okakarara Health District from 29th-30th June 2005. Engela District was one of the first 6 Districts selected for the introduction of Integrated Management of Childhood Illnesses (IMCI) in 2000.  IMCI was only introduced into Okakarara District in 2004.  The team as a whole, held focus group discussions with the two District Co-ordinating Committees and the Regional Management team in Otjozondjupa.  The Chief Community Liaison Officer (MGECW) for Ohangwena and Otjozondjupa each attended one of these meetings. A full list of people met and questions asked can be found in Appendix 1 and 2.

The two District Primary Health Care Supervisors (PHCS) accompanied the team for the two day field visit, which gave opportunities for further probing and discussions. Individual discussions took place with the Community Liaison Officer in Engela and nurses in 3 clinics. Team members observed the implementation of IMCI as nurses examined three caregivers with young children.  These caregivers were later interviewed for their views on services.

Focus group discussions were held with pregnant women attending Ante Natal Care and three groups of community volunteers trained in aspects of IMCI and Integrated Early Childhood Development.  One Community meeting was held where Participatory Rural Appraisal (PRA) techniques were used in the previous year to identify community health issues.

The Principal Medical Officer (PMO) in Engela reported that this was their fifth assessment by various interested parties.  All groups visited in Engela had prepared a presentation of their work for us.

3: 

FINDINGS

Health System Support

Coverage of IMCI-trained health workers

The number of the district’s nurses trained in IMCI is a significant factor in the overall impact of the programme.  In Engela, over the five year period, 60 health workers have been trained in IMCI case management: 46 remain at operational level, and 6 at management level (4 at district and 2 at regional level). Although ten more staff need to be trained, the District Coordinating Committee (DCC) reported that all health facilities are implementing the IMCI approach.  

Okakarara district started IMCI in 2004 when 6 nurses were trained, one of whom has left.  The historic shortage of nurses in the district has lead to an entrenched practice of rotating rural clinic nurses with those in the hospital wards.  Only Coblenz clinic, which serves the Ongongoro community, has a permanent nurse who has been trained in IMCI.  Two more nurses will be sent for IMCI training this July, including one who will support the community volunteers at Okamatapati.  Both regional and district levels of MoHSS recognise that most of the nurses need to be trained before there is any significant impact.  Both districts have plans to send more nurses for IMCI Case Management training.

Leadership

The PMO at Engela hospital has been supportive of the programme for several years and appreciates the impact it is having.  He heads the District Coordinating Committee of the programme and they have discussed ways to strengthen it.  The PMO sees that the health workers They phone him to discuss cases and he feels that the training in IMCI case management is good.  He reported that exit interviews with patients leaving health workers have been conducted and they were satisfied.  (The Team’s interviews confirmed this.) 

By contrast, the PMO of Okakarara hospital, who has been in an “Acting PMO” position for one year was not informed of the team’s visit until the morning of our arrival and had not been trained in IMCI in Namibia.  She appreciated the improved case management on the paediatric ward by some nurses.   However, it seemed as if the district level staff do not support the PHCS in his efforts to establish clinic or community-based IMCI. The nurse manager did not show commitment to IMCI - “Case management is a challenge and time consuming. It will take 2 years for IMCI to be visible”. The PHCS received more support from the Regional Management Team (RMT) but they recognised that almost half his time is spent on these “additional” programmes.  The RMT seemed convinced by the benefits of the IMCI approach but they recognised that it will take many years for it to be fully implemented, given cuts in their budget for basics such as cleaning materials and on-going critical staff shortages.  There was no evidence that the RMT worked with the Ministry of Gender Equality and Child Welfare (MGECW) - the RMT did not seem to know the Chief Community Liaison officer (CCLO) of this “joint” programme.

The Okakarara IMCI programme has invested considerable effort in sensitising and orientating stakeholders to the programme.  Seventeen people from various GRN ministries and NGOs attended a 2 day orientation in May 2004.  In July 2004, 13 of them were trained for 10 days in community IMCI and they now form the IMCI Working Group.  Members include the Chief health Programme Administrator (CHPA) and the Senior Health Programme Administrator (SHPA) at regional level of the MoHSS, the PHCS, a Principal registered nurse, two nurses, one social worker, the Chief Liaison Officer (CLO) in Otjiwarongo, the Community Activator (CA) in Okakarara, the Red Cross, the Rural Development Planner and an extension officer from the Ministry are “performing fantastically”. of Agriculture, Water and Forestry (MAWF), a teacher from the Health Promoting School’s programme, a Youth Officer from Ministry of Youth, National Youth Service, Sports and Culture (MYNYSSC) and an Early Childhood Development ECD Caregiver.  The PHCS has called upon some members to co-facilitate the training of community volunteers, otherwise it is not clear how else the members support the programme.  

HIS data analysis

Graphs produced from the Engela District Health Information System (HIS), showed increased coverage in a number of key indicators since 2000 including OPV3 & DPT3, BCG, measles and scheduled vaccinations for under 1 year olds and improved ANC coverage.    The District management demonstrated use of the HIS to identify weak areas which they interpreted as requiring attention – notably falling PNC coverage to 64%, growth monitoring of under 5 yrs to 65% and low Tetanus (TT2) coverage in pregnant women (41%).  They are implementing plans to reverse these trends.

In Okakarara, with only 6 nurses trained (approximately 14% of the operational staff), and the rotation of trained IMCI nurses on a three monthly basis with those untrained, the overall impact of the programme is not realised.  It seemed that the Health Information System (HIS) analysis is done at regional level, but the results are not relayed to the operational level.  Only the District Primary Health Care Supervisor (PHCS) said he was able to notice impact through the HIS data emerging from one clinic where an IMCI-trained nurse was stationed for a few months.  The IMCI Working Group is not using the HIS statistics to reinforce the positive impacts which should emerge from implementation.
IMCI Case Management

The two clinics focused on by the team were exceptional in that they screened all patients attending outpatients at their district hospitals.  In Engela, 11,600 Namibians and many Angolans are served by the clinic which is staffed with 8 nurses – 4 registered nurses trained in IMCI in 2002, 1 untrained registered nurse, 2 enrolled nurses and 1 nursing assistant.  The high case load of the nurses clearly made it difficult to implement full IMCI screening of all babies and young children, which can take up to 30-60 minutes per child.  Experienced nurses were able to screen children using IMCI more efficiently and they cut examination time down considerably.  It is difficult to judge how far efficiency jeopardises thoroughness; one nurse observed by the team, missed that a child was severely malnourished and gave no information on nutrition to the parent.

Nurses in Engela cited their ability to now differentiate between various ARI infections and the health status of a child with diarrhoea.  This has resulted in a dramatic reduction in the widespread use of antibiotics as a cure all for everything.  Patients said they noticed a lot of improvement – health workers took longer, asked more questions, informed them on what symptoms they should look out for and how to cook food for the child.

Okakarara clinic has a total of between 80-120 patients/day.  The EPI case load for the month of June was approximately 100, and there were 165 ANC check-ups.  The Team felt that with this case load, it should be possible to implement IMCI. 

The Engela DCC conducts quarterly supervision of all health workers and this includes the availability of drugs, EPI, growth monitoring charts in passports and interviews with care givers.  Apart from the institutionalised follow-up training after 4 -6 weeks of the initial course, no follow-up IMCI training has been given to those nurses trained in 2002.  The nurses felt that this was not sufficient.

PMTCT feeding policy implementation

Of those interviewed in both districts, the nurses, community volunteers and most of the mothers in Ante Natal clinics all knew that HIV+ mothers should breastfeed exclusively for 4 months, with no additional water or food given, and they knew that there should be no mixed feeding with breast milk. Several women said that they received conflicting advice from their mothers that giving water is alright. One nurse advises HIV+ mothers who can afford to buy baby food, not to breast feed at all.

ANC

Although Engela district had an 83% ANC attendance in 2000, this dropped to 67% in 2002 and rose to 76% in 2004.  Attendance at ANC clinics is one of the messages in the communication strategy which the district is promoting.  One nurse pointed out that rural ANC clinics could not take blood for HIV testing and many women found the distance to hospital was too far to travel.  The distance was confirmed by the volunteers at Okakwe as being a major constraint.  At Engela clinic the nurse reported that most Namibians want to be tested; they get their test results but do not come for ANC follow-up.  The Engela clinic gives the expectant mother Niviroprine to take home as so many deliver their babies elsewhere.  

One pregnant woman interviewed in Engela, said she had been tested for HIV, been given advice on the need to eat good food, been given pills to protect her against malaria and others for her blood.  She said that the radio had persuaded her to come for ANC.

The group of ANC women in Okakarara started visiting ANC when they were 4 – 5 months pregnant. They were not kept informed by the nurses of their progress; they were given no information on the routine urine tests, even when they asked.  Some of the women got information during the first visit but there was no information during the follow up visits. They get most of information from relatives, sisters and mothers. One 17 year old pregnant woman was never informed about HIV.  The community volunteers in Okakarara district said that women were afraid to get tested for HIV so they did not attend ANC.  This points to an urgent need for improved communication skills in the ANC clinics and possibly a radio campaign.

Malaria

More than 23,000 cases of malaria occurred in Engela district during 2004. 2,500 bednets were distributed throughout the whole district of Engela.  The community health workers (CHW) in Onangwe tell their communities to get rid of stagnant water; to use bednets and to burn a local plant which send mosquitoes away.  It seemed that Malaria was not integrated into the IMCI programme and that more action is required.

Summary Findings of Findings for Health System Support
Leadership commitment, at both regional and district levels within the MoHSS, is vital for the implementation of IMCI to allocate sufficient resources and to provide support and encouragement to implementing staff. The implementation of IMCI, on a district-wide basis, requires many years to develop the necessary human resources and this requires on-going commitment from national, regional and district levels.  In some cases, skills in IMCI case management have been enhanced with additional communication skills, gained through PRA training. There is little doubt that improving communication skills would raise the quality of health service delivery.  

To further strengthen IMCI, resources are still required to strengthen the capacity of MoHSS leadership at all levels, to provide refresher courses in IMCI case management and to improve communication skills between people. 

Community IMCI / IECD

Overview of both Districts

In Engela district, the DCC believes that it can currently maintain support to the four pilot communities but as 7 health workers have already left the district, it does not wish to expand community IMCI this year.  The two vehicles donated by UNICEF to the IMCI programme in 2000 have been crashed and written off. This puts a severe strain on the MoHSS’s outreach coverage to 31 points, clinic supervision and community IMCI and the DCC pleaded for another vehicle.  At present their one old vehicle is used to drop the outreach team in one community and it picks them up in the evening.  In Engela, four nurses specialise in outreach which includes EPI, school visits, screening and community based care.  When there are staff shortages at the main Engela clinic, outreach is cancelled.

Okakarara has 163 outreach points.  Accessing a vehicle and staff for outreach are major constraints.  Only 2 areas were reached in May and 4 in June.  The PHCS with support from the regional level, successfully mobilised three communities, using some PRA techniques in September 2004.  In October, CBRPs were identified and a training needs assessment was carried out.  The two communities in which the CBRPs had a higher level of health knowledge were then selected for IMCI training.  20 CBRPs were trained over a five day period during April 2005 in two modules – nutrition and HIV/AIDS.  The PHCS accessed the modules from the IMCI national coordinator.  The third community’s CBRPs will be trained in August 2005, one year after the sensitisation.  This community was clearly disappointed and frustrated by the long gap between mobilisation and training and this should be avoided in future. 

Participatory Rural Appraisal (PRA)

16 health workers were trained in PRA in Engela – 8 remain at the operational level, 1 at district level and 3 at regional level.  PRA was used in four pilot communities in Engela, and malaria, diarrhoea, AIDS and malnutrition were selected as priority concerns.  2,500 bednets were distributed, VIP pit latrines were constructed for promotion, lifestyle modification was promoted to reduce HIV infections, and nutrition projects were supported.  The DCC wants to train 2 more health workers in facilitation skills.

The team held a meeting with the Ongongoro community, in Okakarara district, which was mobilised using PRA in June 2004.  The report of the workshop showed that the PRA had been applied very broadly and did not focus on those most at risk – the 0-3 year olds.  Community concerns focused on HIV/AIDS and alcohol abuse. Harmful traditional beliefs in treating diarrhoea emerged but were not challenged except by the councillor.  Gender inequalities and marginalization of the San were apparent.

PRA often seems to produce community action plans which need to be supported with a small fund.  This forces the community to prioritise activities.

Communication Strategy for IMCI / IECD

The main output of the IMCI/IECD Communication Strategy is 15 illustrated posters with detailed notes for community facilitators printed on the reverse side of the posters.  The MoHSS, MGECW and UNICEF worked together to identify the 15 key community practices which would promote child health, care and development from pregnancy onwards. These messages were developed in four regions, with extensive community participation and the package of 15 posters were developed in English. The community IECD volunteers in Okakwe reported that the pictures speak for themselves and they are easy to use.  They introduce the topic on the poster and then give further information for example encouraging parents to make toys from local materials.  Although, the volunteers were not restricted to their four selected topics, they could not use the other posters until both sides had been translated.

The distribution of the posters is also a concern.  They were available to MGECW volunteers in Engela but the CLO in Okakarara only received a few the week we arrived.  Only two copies seemed to have been shared with the MoHSS district levels.  No-one at district level knew how to access more.

People from both districts cited their main sources of information was from the radio, community meetings, school and the health workers in Engela.  The community volunteers in Okamatapati requested videos on good caring practices, which they can show in the community.

Community Health Workers in Engela

Engela DCC is implementing their IMCI community strategy using community health workers who were trained for 3 days/week over a 6 month period in a broad programme in 1995. Of the 30 originally trained as community health workers, 17 remain from a number of nearby communities and these were re-trained together with some new volunteers, for 10 days in IMCI in 2003.  They showed the Team a number of protein-rich foods with which they encourage mothers to fortify mahangu porridge for young children.  These included beans, mopane worms, marula and palm nuts, melon and a number of other seeds.  They hold community meetings and make house to house visits.  They requested First AID kits, refresher training in particularly in HIV/AIDS and some wanted more information on malnutrition.  

There was no IECD element in their training or work.  The DCC is aware that they have not been progressing with the IECD component.  The PMO and CCLO agreed that they should work together after the IMCI /IECD meeting in November 2004, however neither party made any moves to carry this forward.

Community IECD volunteers in Engela

The MGECW uses a cascade approach to training.  The CCLO trained Community Liaison Officers and Community Activators.  22 community people were selected and trained as Trainers of Trainers (TOTS) in IMCI / IECD communication strategies, from all 11 constituencies in Ohangwena.   The two TOTS have to cover the whole constituency and only 4 out of the 22 people trained remain to implement the strategy.  

 The 13 community volunteers who had been selected and trained by the TOT in Okakwe for three days in April 2005 included a retired teacher, a traditional birth attendant, a councillor, church leader, 6 ECD teachers and 3 parents; three were men.  A second group were trained in May 2005 but the budget could not stretch further. The training was not done together with the MoHSS but focused on the 15 posters of the communications strategy.  The volunteers selected the following messages as their focus:

· Enrol your children in ECD centres

· Children develop and learn through play

· Take care of yourself and the unborn child by going to ANC

· Give attention to children with disabilities and OVC

These community volunteers carefully target traditional leaders meetings in the community, church congregations, schools and they go house-to-house, using the posters.  The team met six volunteers who agreed that the posters were a good focal point but they were of limited value as they were not in Oshiwambo.  Nevertheless, people were really interested in the information and wanted to share the information with others.  

The community volunteers insisted that the Team made visits into the community and we were shown two individual cases of older children who were not in school.  This reinforced our perception that their focus was not 0-3 year olds.

Community Based Resource Persons in Okakarara

The 10 Community Based Resource Persons (CBRPs) of Okamatapati, were enthusiastic, mostly young volunteers and included the young headman of the San community.  They had smart MoHSS IDs and bags for their leaflets and record book.  They worked in the community on certain days as a group, when they would all wear black and white in the absence of a uniform, which they requested.

They visited house to house and also to the schools. They conducted meetings with the communities and involved the San community. They went to the clinic and assisted with weighing. The gave emphasis to exclusive breastfeeding for teenage mothers. They demonstrated the correct use of condoms  and distributed them in shebeens.  They did not have any female condoms. Weekly themes were decided upon by the CBRPs. They promoted HIV testing but the testing was not locally available and they were not even sure where to get tested.  As with other community volunteers, there was no focus on the vulnerable 0 – 3 years age group.

MGECW Involvement in Okakarara

The Community Liaison Officer, MGECW, for the district missed the training in IMCI / IECD in 2004.  She has no budget for training ECD care-givers and she only received the 15 posters the day before our visit.  The CLO has established an ECD working group in the town.  As with her CCLO, she equated ECD only with pre-schools. 

Support and Monitoring

The CHW in Engela reported that now they were rarely visited by the district level MoHSS due to transport constraints; before they were given information with the reporting forms.  They seemed to be reliant on district level supervision rather than using the clinic staff. Monitoring forms have been designed on which each CHW records information about their work such as how many households she has visited, the numbers attending community meetings, what topics were discussed and any problems encountered.  The Team observed the PHCS collecting about four of these forms from the CHWs.  Similarly, the CBRPs in Okakarara were supported by the PHCS rather than by their clinic nurse.

The IECD volunteers of Okakwe were supported by their local TOT volunteer, on a monthly basis.  This provided regular local support as the MGECW only has one vehicle for the entire region.  However, they have not developed a volunteer monitoring form and they were very interested to receive that of the MoHSS volunteers from the PHCS.

Incentives

The Engela DCC was very aware that with no financial incentives to offer, alternative means of support and encouragement are important.  All volunteers have received bednets for malaria prevention and they each receive an annual letter of appreciation from the Ministry.  They have also discussed offering them free medical care and giving them preference if they apply for MoHSS jobs.  It would be worth finding out why so many TOTs dropped out in Engela district.  Were they not committed from the start?  Is it the lack of incentives?  Engela DCC members believed that where CHW receive incentives, such as in Omaheke, Walvis Bay and Khomas Regions, the community health programmes were stronger.  The DCC, MGECW officials and all the volunteers we met, recommended that financial incentives should be provided to community IMCI / IECD volunteers.  

Clear identification seemed very important to all volunteers.  Incentives provided to volunteers in the Family Visitors Programme met with approval from the CCLO, which included umbrella, T shirt and bag.

Summary Findings of Community IMCI / IECD

Community IMCI / IECD is able to reach households whose members may not be able or willing to attend the clinic.  Volunteers are able to identify children and mothers in need. They can provide easy access to information on young children’s health, care and development.

The motivation of community volunteers is impressive and this shows that even without financial incentives, many are prepared to contribute to the health of their community.  Critical factors motivating them include adequate encouragement and acknowledgement of their contribution from the ministries responsible for them, regular support, supervision and training. Other incentives such as Ministerial IDs, T shirts and bags provide them with recognition and status within the community.  Undoubtedly, financial incentives would reduce the drop-out rate of trained volunteers and would provide leverage for increased activities and accountability.

The core functions of the lead ministry greatly influenced the choice of IMCI / IECD practices selected by the volunteers or communities.   It is likely that the staff of each ministry are only comfortable to train in their area of expertise but no joint training has been initiated in either district to give a balanced choice of priorities.  There is a need to standardise the training so all IECD /IMCI volunteers receive the same information.

Volunteers have to respond to a range of problems which they encounter during their IMCI / IECD community work. Regular supervision should constantly reinforce the need to focus on the most vulnerable households and the 0-3 year olds.  Vulnerable groups should include female headed households, grandmother and OVC-headed households.  In Okakarara, it seemed that the San were seen as most vulnerable, at the expense of these other groups. 

There are no links between the MoHSS and the MGECW IMCI / IECD programmes in either district.  Consequently the community programmes are not integrated but are either ECD or IMCI focused.  The MGECW’s experience in community mobilisation shows a good understanding of the need to involve community leaders and encourage community support to volunteers.  MGECW operational staff need to be further sensitised on broadening the interpretation of ECD beyond promoting ECD centres, towards a more integrated IECD / IMCI programme. The MGECW seems to have almost no budget for IECD training which further threatens the programme.
Supervision and support of the volunteers requires strengthening.  The MGECW model of training a TOT at local level to support a group of volunteers reduces the reliance for supervision on the ministries, both of which have serious transport constraints. An alternative model would be to encourage the local clinic nurse to supervise the volunteers, especially if she sees that their work is benefiting hers.  The clinic could also supply volunteers with ORS and condoms.  To strengthen and foster the relationship, the clinic nurses could be involved in the volunteer’s training but should not be fully responsible for it.

The volunteers also need support and referral information to deal with people’s burning issues and stronger partnerships with other service providers such as schools, the MoE, Women and Child Abuse Centre, NBC and HIV/AIDS programmes are required.  Multi-sectoral committees such as the Village Development Committee or the Village Health Committee may be of use.

The communication strategy has been successfully developed but poorly implemented in that the posters remain in English and their distribution has been very limited. 

Apart from the promotion of bednets, which are not affordable for many, combating malaria does not seem to have been addressed within the programme.

4:

 RECOMMENDATIONS

Health System Support

1.
The national IMCI level should continue to foster regional and district programme leadership through periodic visits that promote the IMCI programme, encourage the MoHSS and MGECW staff to cooperate and give moral support to health workers and community volunteers.

2.
Refresher courses in IMCI for health workers are required to strengthen case management.  [It was noted that the Regional Health Training Centres currently do not have the capacity as their main focus is ART and PMTCT training.  Only two staff members of the national Health Training Centre (NHTC) were trained during 2000.]

3.
Health workers should be trained in the vernacular to gain a deeper perception and thereby improve service to the community. (Engela is planning this).  IMCI materials should also be translated into the vernacular to facilitate the process.

4.
Health workers should be trained in communication and counselling skills to deal sensitively with their patients, particularly concerning HIV issues and with children.

5.
National and Regional Health Training Centres should be encouraged to train nursing students attending their course.

6.
MoHSS and MGECW should have a budget line for IMCI / IECD programming.

7.
A nurse at district level should share the responsibility of implementing IMCI to reduce the workload of the PHCS.

8.
Engela District requested a need to replace some of the equipment provided in 2000.

Community IMCI / IECD

1. UNICEF, MoHSS and MGECW should make a tangible effort to work together to promote caring practices for 0 – 3 years.  (e.g. joint training of community volunteers; support and monitoring of volunteers should be a shared responsibility). 

2. The MGECW should widely disseminate the holistic strategy for Young Child’s (0-3) Health Care and Development to enable all levels of the ministry, and Regional ECD Committees to promote it.  

3. Local level ECD committees (or similar multi-sectoral body), made up of local service providers and volunteers working in the community, should share up-to-date, localised information on accessing services and referral systems. (Examples required include accessing grants, children with disabilities and OVC out-of-school, children being refused entry into Grade 1 as they did not attend an ECD centre, exemption from school fees, cases of child abuse.)  

4. Information, explaining referral systems to service providers should be compiled in local languages and widely distributed.

5. The local clinic nurse, who should not rotated, should be involved in the training of community volunteers and be the first point of support and supervision for community IMCI.

6. Standardised monitoring forms for volunteers and their supervisors, in both MoHSS and MGECW, should be developed for the programme.

7. Incentives for community volunteers are an essential component of the programme.  These should include financial incentives, visible IDs and bags to preserve the IMCI / IECD posters, record books, monitoring forms and stationery. Other incentives suggested include T shirts or similar “uniform” and bicycles to reach more remote households.

8.
The IMCI / IECD posters, which target households, should be urgently translated into local languages and widely distributed to health workers, community activators and to community volunteers of both ministries.  A poster devoted to the prevention, diagnosis and early treatment of malaria should be added.

9
.NBC TV should be lobbied to focus on educational issues in the afternoon and radio coverage of health and IECD issues should be expanded.  The involvement of men and boys in programmes should be promoted.

5: APPENDICES

Appendix 1

People Consulted

Engela District Coordinating Committee:

Dr Alex Alagba

Principal Medical Officer: Engela District 

Ms Tresia Handjaba

PHC Supervisor Engela District

Ms Emmy-Else Hango

Nurse Manager, Engela Hospital

Also attended by:

Ms Kayoo


Chief Community Liaison Officer: MGECW, Ohangwena Region

Mr T. Mwandingi

Snr Community Activator, MGECW

Ms K. Hamalwa

Registered nurse, Engela clinic

One pregnant woman, aged 24, outside Engela hospital

Focus group discussions

9 Community Health Workers: 
Onangwe community: Engela District

6 IECD community volunteers
Okakwe community

Ms T Kamati 
Trainer of Trainers (ECD) of Okakwe volunteers

Matias Kepato 
Headman for Onondoua, Okakwe volunteer

2 Students from UNAM: Community Development

Okakarara District Coordinating Committee

Dr C.K. Nhau
PMO, Okakarara District hospital

Mr Immanuel Sheehama
Nurse Manager Okakarara District

Mr Abner Nakambunda
PHC Co-ordinator: Okakarara District

Ms Rahimisa Ndjarakana
Social Worker: Okakarara District

Otjozondjupa Regional Management Team

Dr A Brandt
Chief Medical Officer Otjozondjupa Region

Mr P Angala
Chief Health Programme Adminstrator: Otjozondjupa Region

Ms Kasiringua
Chief Community Liaison Officer:MGECW:





Otjozondjupa Region

7 CBRPs

Okamatapati

23 community members
Ongongoro

Appendix 2

Review Programme Schedule and Assessment tools

Objective 

To gather information through observation and asking questions on implementation of Young Children’s health, Care and Development interventions in selected regions for the country programme 2002 – 2005 in order to obtain baseline data and also strengthen the women and children’s interventions for the next country programme.

Tasks

1. Observe the case management of two children by health workers in selected health clinics

2. Get statistic 2002 – 2004 for utilization and coverage of essential services including EPI, Malaria control, PMTCT, ANC

3. Interview selected health workers on their perceptions on IMCI approach

4. Observe the availability of essential drugs, Vitamin A and ORS.

5. Interview the community members on the extent, distribution, awareness of key family and community practices

6. Find out from the health workers how the children and mothers are reached in remote areas. Confirm the findings with the mothers in the outreach area in Okakarara.

7. Find out from the hospital manager the coverage and uptake of PMTCT services including feeding of infants

8. Interview the community members on whether the posters are reaching the beneficiaries

9. Interview mothers on household and feeding practices

DAY 1 MONDAY: 27/06/05

	TIME
	ACTIVITY
	FACILITATOR

	09.30 -  11.00
	Meeting with District Co-ordinating Committee including the Chief Community Liaison Officer.
	Dr A Alagba, participants

	11.00 - 13.00
	Interviews:

· mothers with babies waiting in the health facility

Health workers in the clinic Observation of clinical IMCI
	Review Team

	13.00 - 14.00
	Lunch
	

	14.00 - 15.00
	Interview pregnant women in front of Engela hospital
	Review Team

	15.20 - 16.30
	Visit to Onangwa Community Gardens

-      Interview community members
	PHCS and Review Team

	16.30 - 18.00
	Consolidation of the day’s deliberations
	Review Team


DAY 2: TUESDAY: 28/06/05

	TIME
	ACTIVITY
	FACILITATOR

	09.00 -  12.00
	Meeting with Okakwe community volunteers  


	Review Team and CLO

	12.00 - 15.00
	-      Interview community members
	Review Team and CLO

	16.00 - 
	Return to Windhoek
	


DAY 3: WEDNESDAY: 29/06/05

	TIME
	ACTIVITY
	FACILITATOR

	07.00 -  10.00
	Travel to Okakarara
	

	10.00 -  11.00
	 Meeting with District Co-ordinating Committee
	Mr Abna Nakambunda, PHCS

	11.00 - 13.00
	Observation of Clinical IMCI

· Interview mothers in Okakarara clinic
· Interview health workers in the clinic
	Review Team

	13.00 - 14.00
	Lunch
	

	14.00 - 16.00
	Meeting with community members in Ongongoro, PRA
	Mr Abna Nakambunda, PHCS with Review Team

	16.00 - 18.00
	Consolidation
	Review Team

	
	Return to Otjiwarongo
	


DAY 4:  THURSDAY: 30/06/05

	TIME 
	ACTIVITY
	FACILITATOR

	08.15 - 08.45
	Meeting with Regional Medical Team including Chief Liaison Officer: Ministry of Gender Equality and Child Welfare
	Dr Brandt: Director

Ms Kasiringua: Chief Community Liaison Officer

	08.45 - 15.00
	Travel from Otjiwarongo to Okamatapati to meet CBRPs
	Mr Abna Nakambunda & Review Team

	15.00
	 Return to Windhoek
	


Assessment Tools

Interview mothers waiting in the health facility: 

1. Why are you visiting this clinic today?

2. Is it the first time you visit this health facility

3. Have you been here before

4. If Yes: How was your child treated/managed

5. Are you satisfied with the service you received (Explain)

6. Did you breast feed your child? If No Why?

7. Do you know the benefits of breast feeding?

8. Where do you get information on health issues for and the child?

9. Is your child immunized?

10. Where was the child immunized?

11. Do you know Malaria?

12. How do you know of it?

13. Have you received bednets?

Interview Guide of Pregnant women

1. Since you fall pregnant have you visited the clinic for pregnant women?

2. If No: Why?

3. If Yes:  How many times? What kind of service did you get? 

4. After delivery how are you going to feed your newborn baby?

5. If plan to breastfeed ask: How long are you going to exclusively breastfeed?

Observation Guide on Clinical IMCI

1. Assessment

2. treatment

3. Give immunization and Vitamin A

4. Assess, Counsel on Feeding

5. Time for managing the case

6. Check the availability of essential drugs, Vitamin A, vaccines and anti malaria drugs

7. Check the availability and functioning of Cold Chain Equipment. Check the temperature for storage.

Interview Guide with Caretaker of the sick child

1. Ask the caretaker to show you the antibiotic or the prescription. Then ask:

· How much will you give? 

· How many times a day will you give it?

· For how many days

· When should you return for follow up?

· Now that your child is sick how much fluid will you give?

· What signs would indicate that you should bring your child back immediately to the health facility?

· Are you satisfied with the treatment you got from this health facility?

· If No, let the caretaker give reasons for dissatisfaction.

Interview Guide with Community members

· Can you give us examples of good childcare practices that promote child health and development?

· From whom do mothers learn about good child care practices?



Show some posters to the community members and ask if they have ever seen them and where.

· In what ways do you find them useful?

· What organized community groups are promoting good child care practices?

· What do these groups do?

· How else can we encourage community members to take their children for immunization, to feed them well and to play with them?

· Do you have a community action plan?  When did you draw it up? How much have you carried out?

Interview Guide with health workers

· Are you trained in IMCI Case Management?

· When were you trained?

· Was there a follow up after training?

· What change has IMCI approach done to your work?

· Are you trained in Community IMCI (PRA)?

· If Yes in what ways has PRA helped you to get IMCI messages across to community members?

· Which the key household and community practices are implemented in your community? 

· Why did you select the said practices?

· How did the IEC materials help you?

· What are the constraints in the uptake of PMTCT?

· Can you make any recommendations to strengthen the IMCI approach in clinical and community setting?

Interview Guide with DCC

· What are the top five health problems in the district?

· What % of health workers are trained in IMCI?

· Which IMCI practices are you promoting and why?

· What improvements has the IMCI approach brought in the communities and health facilities?- Evidence? 

· Are your monitoring tools adequate?

· What is your % coverage for outreach services? How often?

· What activities do you do that target households and communities to improve child survival, growth and development? 

· What % of communities are implementing some key household and community practices?

· What support, materials and supervision do you provide community volunteers? – by whom? How often?

· How has the % uptake of EPI, PMTCT, ANC changed since the programme began?

· What more can be done to strengthen clinical IMCI?

· What more can be done to improve childcare practices at household and community level?

Interview Guide with Community volunteers trained in IMCI

· How many community members were trained, when, and how many are still active?

· What activities do you do to encourage households and communities to use good childcare practices?

· What changes do you see in caring practices?

· What materials, advice, support do you get for your work? From whom and how often?

· What would help encourage more mothers to adopt improved caring practices?
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Acronyms
COSDECS 
–
Community Skills Development Centres

HAMU 

– 
HIV/AIDS Management Unit (MOE)

IEC 


– 
Information, Education and Communication

MGECW 

– 
Ministry of Gender Equality and Child Welfare 

MIB 

– 
Ministry of Information and Broadcasting

MOHSS 

– 
Ministry of Health and Social Services

MOE 

– 
Ministry of Education

MWACW 

– 
Ministry of Women’s Affairs and Child Welfare

OVC 

– 
Orphans and Other Vulnerable Children

RAC 

– 
Regional AIDS Coordinator

RACE 

– 
Regional AIDS Committee for Education

RACOC 

– 
Regional AIDS Coordinating Committees

VTC 

– 
Vocational Training Centres

1. 

BACKGROUND 

As the current GRN/UNICEF Programme Co-operation draws to a close an End of Programme Cycle Assessment was undertaken.  The assessment was a joint exercise done in partnership with National Planning Commission and the various ministries involved in programme implementation.  The findings will inform the development of the next country programme of cooperation 2006-2010.

The objective of the end of cycle assessment is to provide the new GRN/UNICEF Programme of Cooperation with a more in depth understanding of the processes and outcomes achieved and the lessons learned in the current country programme. The assessment was divided into two parts. The first was a review of documentation to assess achievements of each programme component against the results laid out in the Master Plan of Operation 2002 to 2005.  The second part of the assessment consisted of a Peer Review Group (PRG) to assess each of the three programme components with a focus on achievements and lessons generated over the past four years. This report reflects the findings and recommendations of the peer assessment of one of the three UNICEF Country Programme components, the Adolescent HIV Prevention Programme (AHPP). In the current programme cycle 2002-2005, the AHPP has three arms: Communication for an Enabling Environment mainly undertaken with the Take Control campaign under the lead of the Ministry of Information and Broadcasting;  Life Skills for Adolescents with the Ministry of Education; and Adolescent Friendly Health Services with the MOHSS.

The next country programme 2006-2010 will have four components to the Adolescent HIV Prevention:

· Behaviour Change communication with and for youth and adolescents

· Mass media communication

· Inter-personal interactive communication with young people, parents and professionals

· Research

The programme will work in conjunction with the Ministry of Education as the prime partner. 

2. 

METHODOLOGY 

To inform and guide the next country programme, this assessment will focus on selected elements of the current country programme that will carry over into the new programme cycle for 2006 to 2010 and contribute to the three United Nations Development Assistance Framework (UNDAF) Outcomes. As recent evaluations have been done on the Life Skills for Adolescents, and as the Adolescent Friendly Health Services will no longer be part of this programme, this assessment focuses on Communication for an Enabling Environment.

The aims of the peer review were to review and recommend strategies 1) to strengthen the reach of mass media communication and 2) to adopt a systematic approach to social mobilization and interactive communication, with a focus on duty bearers. The links between this component and the life skills interventions as well as with other UNICEF programmes should be teased out. 

The peer review group consisted of six members.

· Ms. D. Yates, Consultant

· Ms. J. Nakuta, MGECW

· Ms. A. Ngaringombe, MOHSS

· Ms. D. Roos, UNICEF

· Ms. C. Kaunatijike, UNICEF

· Mr. A. Segurola Ezcurra, MGECW

The review group visited Katima Mulilo in the Caprivi Region and Okakarara and Otjiwarango in the Otjozondjupa region. These regions were chosen as they reflect different contextual realities of Namibia – the high density agricultural areas of the Northeast, and the more isolated primarily pastoral central regions. Caprivi region has the highest HIV prevalence rate in the country at 41%. The visit to Caprivi took place on 20 – 21 June and to Otjozondjupa on the 22-23rd June 2005. In both regions the team met with groups of in-school youth through HIV/AIDS Awareness Clubs, out-of-school youth, school boards, and government officials. The programme with a full list of meetings and people interviewed is attached. 

· Mr. G. Kalungi, Regional AIDS Co-ordinator for Education, Caprivi region.

· AIDS Awareness Club members from Ngweze Secondary School, Katima Mulilo, Caprivi region.

· School Board members from Ngweze Secondary School, Katima Mulilo, Caprivi region.

· Mr. Seibeso, Youth Officer, Caprivi region.

· Youth networks members from Caprivi region.

· Mr. Mbuche, Regional AIDS Co-ordinator, Caprivi region. 

· Mr. Simasiku MIB Officer (did not take place as Regional Information Officer in Caprivi who was out of town).

· AIDS Awareness Club members from Okakarara Secondary School, Otjozondjupa region.

· School Board members from Okakarara Secondary School, Otjozondjupa region.

· Mr. Geingob, Youth Officer, Otjozondjupa region.

· Youth networks members from Otjozondjupa region.

· Mr. J. Guidao-Oab, Regional AIDS Co-ordinator, Otjozondjupa region.

· Ms. S. Swartz, Regional Information Officer, Otjozondjupa region.

· Ms. M. Hess, Regional AIDS Co-ordinator for Education, Otjozondjupa region.

The peer review group for this component was requested to concentrate on distribution channels of the communication materials, including social mobilization activities, the use of the materials, and any activities arising out of the exposure to the materials or to social mobilization campaigns. For this purpose, the group had a list of questions for the different target groups prepared by the AHPP programme staff. Questions for the following groups can be found in the Annex: 

· In-school youth, 

· Out of school youth,

· Parents and teachers

· Youth officers,

· Regional Education, Information, and AIDS Coordinating Officers

These questions formed the basis for focus group discussions with youth and parents and semi-structured interviews with officials which took place in the regions. The team had a file of all the small print media that had been produced by the Take Control Campaign with assistance of UNICEF. The review team decided to designate a different lead facilitator for each meeting to help guide and focus the discussion, although all team members were able to ask questions or seek clarity as needed. One team member was designated to take detailed minutes for the session. Every evening a de-briefing meeting was held and a final meeting was held on the last day to confirm the findings and recommendations emerging from team.

Constraints

It was very valuable having members from different sectors and with different experiences in the HIV field on the team. It may have been useful to have one member of the team – either from UNICEF or the lead ministry – who was more intimately familiar with the projects to give additional insights and clarification. A staff member from AHPP would have both eased the inquiry process and gathered his or her own impressions and learnt relevant lessons about the impact of the various communication interventions and outreach activities.

Except for in one instance, all team members attended every interview and meeting. While this ensured a consistency in the questions and interpretations, it may have been slightly intimidating to those interviewed! A team of three might have been sufficient. 

The team was unable to meet the MIB officer in Caprivi which meant some issues regarding distribution were not corroborated.
Informants did not always differentiate between Take Control materials and other materials which they received from other sources. The team attempted to get clarity on this as much as possible, but some comments are general comments about IEC materials.

The terms of reference for the peer review group had a narrow scope, focusing primarily on one aspect of the communication programmes - the distribution channels of printed materials. In the course of the field work the team came across a wealth of opinions, experiences, and suggestions covering wider concerns related to adolescent prevention. These are reflected in the findings and recommendations in the sections below.

3. 

FINDINGS 

The findings have been divided into the different task assigned to the review group by the AHPP UNICEF Programme Manager.

3.1 Assess the distribution channels and use of selected print material

3.1.1 Distribution
The designated distribution channels for information are not known by everyone. A clearer guideline for distribution of all materials is required. In Otjozondjupa the MIB officer is the focal point for the Take Control materials. In Caprivi the Officer was not available, so the situation in that region remains unconfirmed. At the one school in Caprivi that was visited there was no evidence of Take Control materials on the HIV corner.

The means of delivery is just as important as the actual information provided. Almost all of the informants mentioned that they would welcome HIV speakers as a means of learning more about HIV. Information, accompanied by a credible, local person, was seen as much more effective than the print materials alone. This was particularly true for adults such as parents who may be less comfortable with reading, especially small print. 

3.1.2 Use
In Otjozondjupa the RAC and MIB use the print materials in their outreach to constituencies and rural communities. In this regard they felt that more materials needed to be produced in local languages especially for marginalized groups, citing San communities as an example with little access to the necessary information in their own language. 

The group found little other evidence of use of print materials. At one stage the team heard material was “dumped off at schools.”   

3.2 Discuss the distribution and use of Open Talk

3.2.1 Distribution
All informants were familiar with Open Talk, although the distribution of Open Talk appears somewhat un-even. In some regions it seems it is through the RACE coordinator who then distributes copies to Circuit inspectors who distributes copies to schools. The schools stated that they kept the copies in the school library as they received so few copies. The system of using circuit inspectors also takes time and copies are delayed.  

Out-of-school youth have little access to Open Talk except through the newspapers, which they often do not have funds to purchase. In other cases it seems to have been the responsibility of the National Youth Council and Regional Youth Officers to circulate copies to youth organizations. Besides visiting the Youth Officer and reading a copy, the youth interviewed had not had access to Open Talk at any established point such as a clinic, a library, or a centre. Despite this, in-school and out-of-school youth all seemed familiar with Open Talk - the topics covered and the format used.

3.2.2 Use
All informants were positive about the topics covered in Open Talk and the way that youth were involved in the production of the content of the paper. People thought that the topics were relevant and useful. 

The issues around protection – ABC – are well known and in fact there appears to be a degree of saturation with this message. Youth are interested in more detailed in-depth information around HIV, and in more contextual issues such as alcohol abuse, violence against women, crime and unemployment. This was reported by all informants.

The youth network under the National Youth Council in Caprivi had taken the initiative to develop radio programmes based on Open Talk, but when issues were delayed, they were unable to produce the shows. A radio talk on local language stations to go with each addition of Open Talk seems like a viable format for disseminating the messages to a wider audience. 

No one believed that parents read Open Talk, and as correlating evidence school board parents were not able to comment on it. 

There was no other evidence of how Open Talk was used. It seems that it is read by individuals, but not discussed or shared in lessons, workshops, school board meetings or other fora.

3.3 Review the visibility and familiarity with the mass media and inter-personal audiovisual material 

Key informants were all familiar with examples of the Take Control media, especially the videos. Take Control is however not the sole provider of information and thus many of the comments received were not focused on Take Control media only, but on the selection available in the different regions. The MoHSS, the Legal Assistance Centre, and the Social Marketing Association were all important sources of information for those interviewed. 

Audio-visual materials are more appreciated than print materials among adults and community members. Youth and learners reported that the entertainment value provide by videos encouraged participation. Videos were considered by all to be the most powerful medium, especially if they featured people and situations with whom the regions could identify – the closer the identification the better.  In Caprivi a strong lending system has been developed for the videos, but unfortunately it only reaches those close to Katima who can come in to borrow the videos. 

Different government officials used the videos in different ways, most often as an accompanying activity to a workshop or sometimes as a stand alone community awareness raising activity. In some cases, the videos would be followed by a discussion on the topics arising. The quality of those discussions is probably quite critical in maximizing the benefit of these inter-actions with community members.

Very few informants were familiar with the television slots. 

Since the work with parents is only now beginning to be developed, the team did not expect, nor did they find, much awareness from parents of UNICEF/GRN activities. The school board members were all eager for more involvement in the HIV campaign, especially with regard to talking with their children and youth, addressing the myths of HIV, and tackling cultural and social practices and beliefs which may add to children’s risk of contracting HIV.

3.4 Appraise the social mobilization aspect of the communication programme  

3.4.1 AIDS Awareness Clubs
HIV/AIDS Awareness clubs are functioning in the schools and have committed and articulate youth involved. The Clubs also seem to have interested teachers as adult mentors. The Clubs however seem to lack focus and remain unsure of their purpose. They want to reach out to youth in their schools and communities but seem to have little capacity to do so. The Clubs require additional support in order to have an outreach function. This support may include a sample plan of action; an ideas handbook; guidelines to the active teacher; list of resource people in the area; support from RACE etc. 

3.4.2 Open Talk Fun Days
The Fun Days were not generally known. They are only for in-school youth, and seem to have little or no ripple effect within schools or communities. Their use as an outreach strategy seems minimal.  Reconstituted as leadership training for HIV Clubs, they might serve some purpose. 

3.4.3 National Days
National Days have been exceptionally useful in mobilizing responses, but are not enough. On-going projects and processes are needed. Many committees and groups only meet for a national event, such as Population Day, Condom Use Day, or AIDS Awareness Week. A more structured continuous plan is required. 

National Days are also useful in promoting coordination and synergies between sectors. However the coordination does not appear to last beyond the Day. This may be because of a dependency on the funds and lack of a shared medium or long term plan.

3.4.4 Community Awareness Raising
Parents as duty bearers have an important role to play in educating and informing their children about social mores, sexual and reproductive health, tolerance, and gender equality. For parents to fulfill their role, they require targeted IEC materials with accompanying support programmes. Printed or audiovisual materials without face-to-face elements may have little impact. In order to reach parents it was suggested that school boards be trained and receive information. The school board felt workshops with parents might be a useful strategy. Parents do come to the school at least three times a year and these sessions could be used to raise awareness about the roles of parents in education about sexuality.

Video showings have some effect as social outreach and mobilization. An active RAC or RACE coordinator can use the videos in different settings to reach adults. This depends largely on the personalities involved and the available structures, such as constituency AIDS Committees or school boards to coordinate the showings. 

People living with HIV are a huge under-utilized resource. PLWHA can be very productively used in awareness and outreach work as they bring the touch of reality into the discussions. Likewise, youth clubs in school and youth groups out of school can be harnessed as more active participants in outreach work. 

Parents are beginning to see the need to open up with their children “to tell the truth and preserve life.”

4. 

RECOMMENDATIONS

4.1 Relevance of material

4.1.1 As recommended in the mid-term review of the Medium Term Plan for HIV/AIDS (MTP2) more locally based IEC material is required. The positive emphasis on national level campaigns needs to be complemented by specific, targeted information.  IEC and behaviour change materials should be produced in close cooperation and in conjunction with regional IEC sub-committees so that local people are pictured, the local language is used and local themes are highlighted. This cannot be emphasized enough. 

4.1.2 More videos should be produced, preferably at regional level, but at least with sub-titles, or in a few of the main languages. Print materials to be produced in conjunction with videos to be used as support and complementary material.  The recent video produced by children in the Oshikoto region, through the Children’s Voices project, may have some lessons and recommendations to make on how to produce local videos in a participatory, cost effective manner. 

4.1.3 Undertake an audit of the topics and the language groups covered by materials from all sources. Based on the audit, assist in production of IEC materials for potentially marginalized groups, including those with disabilities and from minority language groups.

4.1.4 Open Talk and other behavior change material needs to move away from the prescriptive protective messages, the dos and don’ts, and look at wider contextual concerns of the targeted communities. For youth these concerns include: crime prevention; addressing violence against women; unemployment; how to start projects; alcohol and drug abuse, and sexual health.  For in-school youth a major concern was sugar daddies and relationships between learners and teachers.

“We are informed about protection but we need examples of young people who have been successful in their business, in order for us to keep busy. When youth go back to the villages the only entertainment is sex.”

4.2 Distribution and Dissemination

Covering letters should be provide with all information that is distributed highlighting distribution channels, target groups, age and any other particular information concerning the topics and possible uses of the material.

As part of the decentralization process a stronger information and education communication (IEC) committee of RACOC should meet regularly and develop into the focal point for information sourcing. RACOC and the IEC sub-committee to take responsibility for providing information on the mandated distribution channels of all available IEC and behavior change information.  The possibility of a regional lending library for videos with generators and video machines could be considered. 

The Ministry of Education, and the Ministry of Youth Service, Sport and Culture, have a number of facilities that could become venues for outreach activities, especially the showing of videos.  These include Multi-Purpose Centres, Community Skills Development Centres, Community Libraries, and a host of others.  Once videos have been produced, a distribution and usage plan of action for each region should be pulled together. Such venues should also be used as distribution points for Open Talk.

4.3 Outreach

The educational triangle of parent, teacher and learner needs to be more fully activated in the new country programme for HIV prevention. 

School Boards meet regularly and sometimes at cluster level, creating another possible platform for outreach. Parents could be reached through a school board awareness and training programme, already begun in some regions and in line with the Policy on HIV for the Education Sector.  This training should include an assessment of the needs of children in their communities, risk factors faced by children and youth, and how to talk to children and youth about sexual and reproductive health and other topical issues. 

Contact teachers and teachers in charge of HIV Clubs need support and direction to fulfill their responsibilities. In the new programme, UNICEF  may want to consider supporting the Ministry of Education to develop a pack for AIDS Awareness Clubs which includes IEC materials, guidelines on running a club; samples of activities undertaken by Clubs, list of resource people in the region, and possible a training component for the club executive.

It may be better to look at what platforms already exist for outreach to learners and out-of-school youth and build on these rather than to establish somewhat artificial mechanisms such as Fun Days. The schools themselves often have outreach activities that they would like to expand. 

Radio programmes, complementing Open Talk, should be piloted in several regions and assessed. Additional radio programmes targeting parents could also be developed.

4.4 Capacity Development of Partners

A sustainable pipeline for funding of outreach activities could be developed with UNICEF as one of many contributors to avoid a dependency on UNICEF alone for materials and for undertaking of activities. This pipeline would ideally be managed through the Regional AIDS Coordinating Committees. 

The impact of materials is unquestionably reduced if delivered without any accompanying personal contact. Building capacity of key people at regional and local level to address the questions raised by IEC materials, to present videos and facilitate discussions, to mobilize outreach activities, should be a key strategy for the next country programme with MEC. Identifying these key people and assisting with their training and deployment is critical.

The reason why learners don’t take this virus seriously is that people don’t come to talk about it to us.

 The importance of involving PLWH in the programme as speakers and as facilitators cannot be over-emphasized. Through the Steps for the Future video series and training project, a cadre of such facilitators and public speakers are being trained. They form an important resource that can be used by UNICEF and its partners. Finding other PLWH who are able to take that role in the region could be a key strategy of the social mobilization programme.

The Regional AIDS Coordinators for Education (RACE) are key people in the regions. Currently they are almost exclusively volunteers. These volunteers urgently require government counterparts with whom to work. They also require guidelines and priority action plans to be effective in those positions. Key areas for RACE Coordinators could be:

· Training teachers to work with HIV/AIDS Awareness Clubs

· Providing the Clubs with resource materials such as lists of speakers, videos, sample plan of action; fund raising ideas etc.

· Coordinating training of school boards to reach parents 

· Linking with tertiary and community institutions such as COSDECs, vocational training centres, teacher colleges, community libraries etc.

4.5 Synergies with other UNICEF Programmes
Youth are an under-utilized resource for community capacity development. They have the potential and interest in assisting with projects for example those addressing the needs of vulnerable children and households. Youth groups and members of youth networks have some under-utilized capacity in terms of energy, enthusiasm, knowledge, and awareness. They should be seen as partners, not just as the target group, for adolescent and youth prevention. Concretely, the new country programme may want to explore how to integrate youth in all the three programmes areas. There are already some examples of youth being involved in projects addressing vulnerable children and families.  

The Window of Hope Teachers and My Future My Choice Facilitators are examples of people already in the field who could be used as part of capacity initiatives discussed above. It is unclear if the contact people at schools trained by RACE are the same as the Window of Hope facilitators. The possibility of using youth and NGOs to assist with Window of Hope after-school programmes should also be explored. Links between Window of Hope extra-curricular and HIV Awareness Clubs or Kids Clubs should also be clarified. 

Developing programmes that address the whole continuum of HIV including prevention, care, treatment and impact mitigation should be explored. These would cut across programme borders, but could possibly answer more adequately the needs of youth as lived, including care of those at home with HIV, assisting with ARV treatment regimes, developing community support for OVC etc. 

Videos on other topics beside prevention, for example on orphans and vulnerable children, should be included in all distribution channels and people trained in their screening.

4.6 Summary of Recommendations:

Relevance:

· Continue with more locally targeted materials featuring local languages, situations, and individuals

· Expand production and distribution of videos in the local language, complemented by accompanying print materials

· Move away from general protective messages in OT to contextual concerns of youth: 

· gender violence
 -
sugar daddies
-
crime

· income opportunities
 -
unemployment
-
alcohol abuse

Distribution and Dissemination

· Consider a different mix between the 2 distribution channels for Open Talk to allow for more copies to be distributed at centres frequented by youth such as: 

· multi-purpose centres   
- libraries  

-clinics

· Activate regional IEC sub-committees to coordinate distribution of all materials

· Ensure covering information on target audience, suggested use, etc. filters all the way down the chain

Outreach

· MEC to look at ways of strengthening Awareness Clubs 

·  training of leaders

· provision of a resource pack with plans and activities

· training of focal teacher.

· Discontinue Fun Days and consider instead additional support to existing locally organised events e.g. population day, condom day, HIV Week etc.

· Develop radio programmes to complement Open Talk and to reach parents

Capacity Development of Partners

· Continue and expand the support to parents as key duty-bearers through school-board awareness and mobilization 

· Build capacity of key people at regional and local level to address the questions raised by IEC materials, to present videos and facilitate discussions, to mobilize outreach activities  -    link with PLWH such as Positive Speakers 

· Look at how RACE coordinators can link with tertiary institutions including Teacher colleges, COSDECS, VTC , community libraries etc to reach out-of-school youth

Synergies with other Programmes

· Explore how youth groups and networks can become full partners not just beneficiaries in all three programmes: e.g. OVC and HBC projects, ART compliance, as well as in behaviour change and prevention.

· Consider how to rationalise school focal people

· Ensure videos and print materials on all topics – orphan care etc. - are distributed through same channels to address the continuum of prevention, care, treatment and support.

ANNEXES

Annex 1: Schedule for field trip to Caprivi and Otjozondjupa

20 June – Katima Mulilo

12.00 Meeting with a group of adolescents from Ngweze Secondary school (Life-skills teacher 066 253 293)

14.00 Meeting with the school board at Ngweze Secondary school 

16.00 Meeting with Regional AIDS Coordinator for Education (Mr. Gabriel Kalungi 066 253288 / 081 2791124)

21 June – Katima Mulilo

08.00 Meeting with Youth Officer (Mr. Seibeso – Regional Government Bld.)

09.00 Meeting with youth networks (Mr. Kenneth 081 2839534)

11.00 Meeting with Regional AIDS Coordinator (Mr. Mbuche 081 1281552) 

12.00 Meeting with Regional Information Officer (Mr. Simasiku 081 2537599)

15.00 Back to Windhoek

22 June – Okakarara

12.00 Meeting with a group of adolescents from Okakarara Secondary school

14.00 Meeting with school board

16.00 Drive to Otjiwarongo

23 June – Otjiwarongo
08.00 Meeting with Youth Officer (Mr. Geingob 067 302 268). Regional Council

Building.

09.00 Meeting with youth networks (Mr. Geingob 067 302 268).

11.00 Meeting with Regional AIDS Coordinator (Jacobs Guidao-Oab 067 303 0702) 

12.00 Meeting with Regional Information Officer (Sylvia Swartz 067 304 468 / 081 280 9251)

14.00 Meeting with Regional AIDS Coordinator for Education (Melanie Hess 081 2359635)             
Annex 2: Interview guidelines
Interview guideline - Adolescents

Purpose – Assess use and distribution of Open Talk among in school and out of school youth. Assess impact of Open Talk “Fun Days” and role of AIDS Awareness Clubs and youth networks

1. Open Talk newsletter (for both in and out of school youth)

· Have they seen any?

· Do they see it regularly? Name some issues discussed.

· Where do they see it? How do they get it?

· Where would they like to see it/where should it be available?

· Who else should see it? Where?

2. Social mobilization: Open Talk “Fun Days” (in-school youth)

· What material do they receive in the session?

· How do they use them afterwards?

· What other material would they like to receive in the session?

· Who comes to the session?

· What difference, if any, has the session made in their lives?

· Does the session inspire any follow-up action? What?

· Are there any new engagements formed after the session?

· Does the session stimulate interest in AIDS Awareness Clubs (AAC)?

· If so, how is this interest translated into action?

3. AIDS Awareness Club (in-school youth)

· Who is part of it?

· How often do they meet? What do they do in the meetings?

· What are their activities?

· Does the Open Talk session stimulate new membership of AAC?

· Does it stimulate new activity? What?

4. Youth networks (out-of-school youth)

· Have they met any Youth Officer or been part of any youth networks?

· How? Where?

· What have they done? What are their activities?

Interview guideline – Parents and Teachers

Purpose – Assess whether parents are aware and engaged with activities related to young people when it comes to HIV/AIDS prevention

Mass media and inter-personal print materials and audio visual materials

· Have they seen the TV speak outs and video drama?

· Did it stimulate any new engagements? What?
Open Talk session

· Do they know of it? 

· Do they find it useful?

· Who comes to the session?

· What difference, if any, has the session made in the family and community?

Open Talk newsletter

· Have they seen it?

· Do they read it?

· Do they discuss it with their adolescent children?
Interview guideline – RAC, RACE & RIO

Purpose – Assess their use and distribution of materials as they are our key channels in the regions

1.
Mass media print materials  

· How do they get it?

· What materials have they seen? Show materials and check if they have seen all the materials. Which ones have they not seen?

· Where have they seen the materials?

· Are the materials widely visible?

· Where should the materials be visible? 

· From the catalogue, discuss which other materials they want to see more of. Where?

· How did they distribute it?

2.
Inter-personal print materials and video film

· What materials have they received? Show materials and check if they have received all the materials. Which ones have they not?

· What have they done with all the materials?

· Have they organized any activity with the materials?

· What?

· Have they had any discussions on the materials?

· With whom?

· From the catalogue, discuss which other materials they want to see more of. What will they do with them?

· Has the RIO received the video film? What has he/she done with it?

Interview guideline – Youth Officer
1. 
Open Talk newsletter

· Have they seen any?

· Do they see it regularly?

· When do they get it?

· What do they do with it? Have they organized any activity around it? What?
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I.

Acronyms

CCLO 
– 
Chief Community Liaison Officer

CLO
– 
Community Liaison Officer

ECD 
– 
Early Childhood Development

EPCA 
– 
End-of-Programme-Cycle Assessment

FBO 
–
 Faith-based Organisation

HAMU 
– 
HIV/AIDS Management Unit (MOE)

IEC 
–
 Information, Education and Communication

MGECW 
– 
Ministry of Gender Equality and Child Welfare (formerly MWACW)

MIB 
– 
Ministry of Information and Broadcasting

MOHSS 
– 
Ministry of Health and Social Services

MOE 
– 
Ministry of Education

MWACW 
– 
Ministry of Women’s Affairs and Child Welfare (now MGECW)

NGO 
– 
Non-governmental Organisation

NPC 
– 
National Planning Commission

OVC 
–
 Orphans and Other Vulnerable Children

SPDR 
– 
Special Protection and Disparity Reduction (UNICEF programme)

II.

Introduction

As part of its End-of-Programme-Cycle Assessment (EPCA), UNICEF sent three teams of peer-reviewers to the field to assess specific aspects of its current country programme. Their objectives were to gather local perspectives and provide recommendations for improving the implementation of initiatives to be carried over to UNICEF’s next programme cycle.

This report is the product of the eight peer reviewers who assessed the OVC component of the Special Protection and Disparity Reduction (SPDR) Programme. According to UNICEF’s 2002-2005 Master Plan of Operations, the component’s objective is to ensure that 60 percent of orphans have access to basic education, medical care, counselling and protection from loss of property by: 1) implementing a monitoring and reporting system to detect the exclusion of orphans from health, education and social services, 2) strengthening the capacity of families to care for orphans in high prevalence areas, 3) establishing regional and community-based OVC plans of action in the three selected regions, 4) documenting and distributing best practices on orphan care and 5) developing and implementing property and inheritance-rights training programmes. All five of these sub-objectives will carry over to the next programme cycle.

The specific goals of the SPDR peer reviewers were to 1) review the progress and impact of UNICEF’s support to OVC programming in the Caprivi and Otjozondjupa Regions; 2) identify what worked well, the elements to strengthen and the weaknesses to avoid and address; 3) suggest methods to promote community-based early childhood development; and 4) recommend approaches to strengthen linkages with outreach services, particularly those of MOHSS, to ensure access to critical services.
III.

Methodology

The peer reviewers conducted 15 stakeholder interviews, eight in Caprivi and seven in Otjozondjupa, and drew upon their own knowledge and experience. The peer reviewers were:

· Ursula Gawanas, MGECW

· Christophe Goossens, UNICEF

· Anna Kangombe, NPC

· Thomas Kruger, MOE

· Vince O’Hara, Consultant (Facilitator and Rapporteur)

· Moelanjane Rukeeu, Total Child Namibia

· Marianne Shalumbu, MGECW

· Dr. Tesfaye Shiferaw, UNICEF

MGECW staff and the SPDR section chief selected the interviewees, who were:

Caprivi Region (20-21 June 2005)

· Eliot Muchila, Chief Community Liaison Officer, and Eugenia Ngenda, Social Worker, MGECW

· The eight members of the Kulyashomuyeyi Bakery Project, Sumudono (three men, five women)

· The members of the Kwena Maize-Meal Grinding Project, Kwena (very large, diverse group)

· The members of the Mafuta Feeding Centre, Mafuta (three women present)

· The members of the Moombochima Women’s Group, Ngoma (members did not arrive for meeting)

· Cassie Chipere, Africare

· Jane Wachilwa, Catholic AIDS Action

· Greta Chimbodza, Social Worker, MOHSS

Otjozondjupa Region (22-23 June 2005)

· Beverley //Gowases, Social Worker, and Ms. Urika, Liaison Officer for Gender Mainstreaming, MGECW

· Corie Tjivahe, OVC Programme Manager, Orwetoveni Multi-purpose Help Centre

· Elsie Vilas, Home-based Care Group Coordinator and Counsellor, Otjiwarongo Multi-purpose Help Centre

· Sylvia Swartz, MIB

· Ms. Angala, Primary Healthcare Administrator, MOHSS

· Anna Kapukare, Nevanda Farm 

· Monalisa, Teacher, Try Again Group (OVC Centre Orwetoveni)

On 21 and 23 June, the peer reviewers debriefed to make all evaluations and recommendations known. Mr. O’Hara recorded all views and wrote this report to reflect them. While the group came to a consensus on most issues, in order to take advantage of the rich diversity of the peer reviewers’ backgrounds, they were encouraged to think freely and engage debate. Therefore, every peer reviewer did not agree on some viewpoints expressed in this report, as noted with clauses such as, “Some peer reviewers think…”

The SPDR section chief produced a checklist of 13 issues to explore (Appendix 1). Although the peer reviewers covered them all, they did so at varying depths. The group tended to delve into the issues that the interviewees knew best and emphasised most. As a result, this report was guided largely from the bottom up.
IV.

Findings

1.


Strategy

In Caprivi and Otjozondjupa, UNICEF, in cooperation with MGECW, has supported income-generating projects, home-based care groups, ECD, feeding centres, will-writing promotion and Regional OVC Forums. From 2002 to June 2005 the SPDR programme disbursed N$484.370.33 to Caprivi and N$224,240.00 to Otjiwarongo for OVC initiatives.

OVC programmes in the two regions are not being implemented according to a clear strategy. UNICEF, MGECW, MOHSS, Catholic AIDS Action, Africare and other organisations have pursued a variety of approaches that are inconsistent and uncoordinated.

Likewise, the peer reviewers observed that MGECW’s UNICEF-supported OVC activities are responses to opportunities as opposed to initiatives within a strategy. MGECW’s OVC-care services are dependant upon the outreach capacities of the CCLOs, CLOs and Social Workers, who do not have the time or resources to cover the regions on their own. The activities do not rely upon existing institutions.

Some peer reviewers emphasised that bureaucracy is inhibiting the implementation of a clear and comprehensive OVC-care strategy and the delivery of rapid assistance to OVC.

2.


Coverage

From what the peer-reviewers observed and heard from UNICEF’s partners, it is clear that many if not most OVC in the two regions are not getting the care, services and support they need. As a result, the human rights of many OVC are unfulfilled. This is due to factors including the long distances of many households from services and the limited scope of existing projects and initiatives.

3.

Effectiveness of Household and Community Capacity-Building                             

         
Interventions

There are four community-based OVC projects that UNICEF supports through MGECW in Caprivi and six or seven (the exact number was not provided) in Otjozondjupa. Of the six the peer reviewers visited, two directly benefit OVC. These are the Mafuta Feeding Centre in Caprivi and the Try Again Group (OVC Centre Orwetoveni) in Otjiwarongo.

3.1 

Direct Service Delivery

The peer reviewers visited only one project, the Mafuta Feeding Centre, that received UNICEF support for direct service delivery. Through MWACW, UNICEF trained the centre’s volunteers on HIV/AIDS, malnutrition, growth monitoring, ECD, community mobilization, will writing and other themes, and helped to construct and equip the centre. The centre appears well-organised. Most important, its coverage is comprehensive, in that it feeds and supports most if not all of the OVC who live within walking distance—131 children in all. It was reported that the children’s academic performance has improved as a result.

The centre’s success is related to the leadership provided by the nearby health clinic, as well as Mafuta’s proximity to Katima Mulilo, where the centre raises funds from businesses. WFP and other partners also support the centre.
3.2

Income-generating Projects

The rationale behind UNICEF’s support for income-generating projects is to empower households and communities to earn money with which they can assist OVC.

The group visited five income-generating projects. Three were operational.

3.2.1 
Direct Benefits to OVC

Of the three, the income-generating activities of one, the Try Again Group, translate into direct benefits to OVC. In 2002, the group received about N$15,000 from UNICEF through MWACW to generate income by gardening, sewing and making floor polish. Although the garden did not succeed, the sewing and floor-polish making activities do earn money that is spent on the group’s OVC crèche, which cares for about 20 children. The Municipality of Otjiwarongo pays for the crèche’s rent, water and electricity.

3.2.2      Indirect Benefits to OVC

The other two operational income-generating projects show only indirect benefits to OVC. These are the Kulyashomuyeyi Bakery in Caprivi and the Nevanda Farm near Otjiwarongo.

The Kulyashomuyeyi Bakery bakes bread and sells it to schools and small businesses in five surrounding villages. The bakery’s members reported a gross income of N$1,000 in the week prior to the peer reviewers’ visit. Their bakery started when the MGECW CCLO gave them an oven that, in 1996, UNICEF purchased for another income-generating project, which failed.

The bakery’s members expressed the desire to directly help OVC, but it was clear that their primary objective was to develop a viable business. They have paid all of the money they have earned to themselves or reinvested it into their operation. With their take-home earnings, the members pay their children’s school fees and feed their families.

With her profits from produce sales, the head of the Nevanda Farm supports about 30 people, more than half of them children. All of the farm’s school-age children are enrolled in hostel schools thanks to its earnings. Although UNICEF funded the farm head’s training in gardening skills, she made it clear that helping OVC was not her foremost goal. Her intent is to make money to support herself and her family.

The peer reviewers note that the indirect benefits to OVC, households and communities from small businesses like Kulyashomuyeyi Bakery and Nevanda Farm are important. Some peer reviewers admire the entrepreneurialism of the bakery members and farm head, believing that their efforts and spirit are the best way to develop household and community capacity. However, some peer reviewers think that it is entirely inappropriate for them to use UNICEF funds primarily for personal gain.

3.2.3 
Non-operational Projects

The Kwena Maize-Meal Grinding Project, which will receive a hammer mill from UNICEF, has not yet moved beyond the preparation phase. The group behind the project appears highly motivated and believes that there is demand for maize-meal grinding services in their area. However, they did not have a clear plan regarding how their efforts would benefit OVC.

The Moombochima Women’s Group reportedly accomplishes little. The group members did not arrive for their meeting with the peer reviewers.

3.2.4   
Challenges for Income-generating Projects

It was reported that income-generating projects often struggle because demand is limited, they compete with each other for buyers
 and the quality of their products is low. Moreover, in all cases tension was evident between the need for project members to earn money for themselves and their desire to help OVC.

3.2.5 
Other Observations Regarding Income-generating Projects

· UNICEF-supported training was effective and appreciated.

· Aspiring entrepreneurs need training in planning, management, bookkeeping, accounting and finance. The current technical support they receive is insufficient.

· The involvement of men was minimal, which some peer reviewers think is not right.

· The consistency of involvement by MGECW and UNICEF is inadequate. There is little follow-up support or monitoring.

3.3 

Potential for Replicating Successes

The peer reviewers think that the successes of the Mafuta Feeding Centre and the Try Again Group would be difficult to replicate on a national scale because they are based upon building new institutions, which is not cost effective. In the case of Mafuta, the centre was built next to a school, which should feed the children instead.
 While there is a need to build ECD centres like Try Again Group in all communities,
 this is a long-term goal that will not be attained in time to serve the needs of most of today’s OVC.

4.


Home-based Care and Volunteerism

The peer reviewers agree that home-based care is a key strategy to fulfilling the rights of OVC. One reviewer emphasised that the most vulnerable children, those younger than three years, cannot speak and thus seek help. The progression of their diseases is rapid and they die quickly. Therefore, in communities where care giving is weak,
 health outreach to households is necessary to ensure the survival of young children. With respect to older OVC, outreach is crucial for monitoring their health and nutrition, helping them with chores, identifying abuse, providing psychosocial support, informing them of their entitlements and, when needed, referring them to other sources of support.

During their visits to Caprivi and Otjozondjupa, the peer reviewers spoke with four people involved with home-based care groups that UNICEF has supported, as well as several others who are familiar with home-based care in general.

4.1


Potential for Combining Health and OVC Care

In Caprivi, Catholic AIDS Action and the women who run the Mafuta Feeding Centre provide home-based care to both OVC and adults. They assist sick people of all ages with treatment and chores, and they provide psychosocial support and other assistance, such as help with school uniforms and fees, to OVC.

The care groups in Otjozondjupa that the peer reviewers heard about focus primarily on home-based health care. They are based at clinics and MOHSS trains them with UNICEF support. In the course of their rounds assisting sick people they encounter OVC, whom they often assist.

Based on these observations, the peer reviewers conclude that it is feasible and desirable for home-based caregivers to provide both health and OVC services.

The advantage of combining these responsibilities is that it makes optimal use of existing institutions—clinics—that are located close to the majority of Namibians. Moreover, irrespective of the OVC crisis, the health system needs home-based caregivers to mitigate its workload, which is expanding rapidly due to AIDS and the associated rise of opportunistic diseases. Home-based caregivers provide health services that require few skills (ARV monitoring, tuberculosis treatment, etc.), which enables nurses and doctors to focus on the cases that demand their expertise. Since these outreach workers are needed in communities anyway, it makes sense to utilise them in support of OVC. It is necessary, however, to deploy more of them to share the added burden.

4.2 

Challenges that Caregivers Face

The difficulties most often heard from home-based caregivers relate to their volunteer status. In every discussion about volunteers the following points were repeated:

· People are poor and cannot afford to work for free.

· Those who volunteer do so (a) out of devotion to the cause or (b) because they want training that can help them get paid jobs.

· Volunteers are emotionally, physically and financially overstretched.

· Many volunteers feel abandoned or demoralised.

· Many cannot take the strain and quit.

· Volunteers need emotional and financial support.

Caregivers are also short of medical supplies such as gauze and alcohol, and sometimes they encounter verbal abuse when they arrive at households without food, soap or other material gifts. As such, they sometimes buy supplies with their own money.

Another serious challenge for caregivers is their lack of transport, which severely limits the number of households they can serve or reach at all. Some caregivers said that all they need are bicycles; one said she needs a car.

The peer reviewers were also told that volunteers lack clear guidelines.

4.3 

Incentives

The peer reviewers think that providing allowances to home-based care volunteers is essential to this strategy’s success on a national scale. While there are examples home-based care groups that are effective without any material incentives, relying upon goodwill alone results in a lot ineffective care groups and, in turn, a lot of households not getting the services they need.

In Otjozondjupa, the peer reviewers learned of high attrition rates among caregivers that MOHSS trained with UNICEF funds. According to reports, the Okahandja care group, which was trained recently, is already losing members. The Otjiwarongo and Grootfontein care groups initially lost about half of their members. Now that the Municipality of Otjiwarongo is providing volunteers with food packages, the rate of attrition in its care group has slowed. The peer reviewers were told that the retention and effectiveness of the Grootfontein group improved when the Red Cross started managing it and providing the volunteers with stipends of N$200 per month (there is uncertainty regarding this point, however). Counting the Okakarara care group, which is considered effective and has retained all but a few volunteers even though it receives no incentives, the region has lost between 40 and 50 percent of its trained volunteer caregivers (no timeframe is available for this estimate).

Incentives can strengthen the volunteers’ record-keeping, reporting and accountability. The peer reviewers were told that caregivers who the Red Cross and Catholic AIDS Action support receive their incentives only when they submit their logbooks or arrive at monthly meetings. 

Aside from the questions of effectiveness, coverage and accountability, some peer reviewers find it unjust to expect poor people to do the groundwork for free, while those of us working for government and development agencies sit in offices, stay in lodges, collect per diems and get paid.

Several peer reviewers emphasized that when pay is offered, some will volunteer only for the money. Therefore, a sound selection process and monitoring are essential.

4.4 

Selection Process

The peer reviewers were told that selecting good volunteers is not easy. In Otjozondjupa, the selection process reportedly works as follows. MOHSS calls for applications via radio and community meetings. The applicants submit their names to their regional councillor, who forwards a list to MOHSS. Then MOHSS and the Regional AIDS Coordinator go through the list to select for ethno-linguistic balance and other unspecified attributes.

It was reported that the success of the care group in Okakarara is related to how the volunteers were selected. The peer reviewers were told that before becoming caregivers, the women volunteered for the district AIDS committee, so that they were (a) accustomed to volunteering and (b) committed to the cause. This suggests that criteria such as these should be placed ahead of factors like ethno-linguistic balance. Perhaps more information on the applicants is needed before they are selected and trained.

The peer reviewers agreed that the required level of education for volunteers must be clear, since they must at least be literate to follow instructions and make records. 

5.


Foster-care and Maintenance Grants

Bureaucracy is hindering the distribution of entitlements to families caring for OVC. The processing of grants usually takes three-to-six months, and many families are ineligible for reasons unrelated to need. The peer reviewers learned of the following reasons why:

· Most regions have only one MGECW Social Worker; some do not have any. The Social Worker must investigate and report on every single Foster-care Grant request in the region, and then defend each application in court.

· Maintenance Grants need the approval of the Chief Social Worker at the MGECW Head Office in Windhoek. Thus, all of the grant requests have to pass through one office—a major bottleneck.

· The grant applications require extensive documentation: certified copies of birth certificates, identification cards, marriage certificates, school reports, death certificates, proofs of imprisonment, proofs of disability grants, proofs of old-age grants, and/or pay slips. Many applicants do not have the documentation, for instance because the parent died and was buried at home with no death certificate issued; the child’s birth was not registered; or the child or the parents came from Angola or Zambia.

6.


The OVC Regional Forums

The interviewees in Caprivi and Otjiwarongo indicated that the OVC Regional Forums have not been effective. They do not meet on schedule, coordinate activities or fulfil their self-assigned tasks. Their objectives are unclear, and their members’ roles and accountabilities are vague. The peer reviewers noted that forums like these are viewed by their members as extra work. Decision-makers do not attend. Rather, they send underlings who are not always motivated, and they commonly send a different one each time. This erodes the forums’ continuity and efficacy.

The peer reviewers agreed on the following points:

· The OVC Regional Forums will not be effective unless decision-makers and influential people, notably the regional governors, attend. 

· Due to the forums’ weaknesses, the coordination among organizations working for OVC is insufficient. It is unclear which organizations are doing what, and it is suspected that some organizations are getting involved with OVC only for the money, with the result that multiple organizations are doing the same things. 

7.


Abuse of OVC

In both Caprivi and Otjozondjupa, the most commonly cited problems that OVC experience are physical abuse by parents and teachers and rape.

8.


Monitoring and Evaluation

Given a near total lack of documentation, record-keeping and reliable data, it is difficult to discern the effectiveness of interventions, such that planners and evaluators must rely upon theory built upon impressions as opposed to science based upon statistics.

It is impossible for the government and its partners to know the impacts of their efforts or the progress or regress of living standards.

When requested to provide data, officials and volunteers at every level could provide only very rough estimates. For instance, the peer reviewers were unable to determine: exactly how many OVC projects MGECW is supporting in Otjozondjupa; the number of people and OVC living in communities; the number of UNICEF-trained home-based caregivers there are in Otjozondjupa; and how much money income-generating projects had earned. As a result, the peer-reviewers expressed scepticism regarding the accuracy of the information provided during some interviews.

9.


Additional Observations

· Many OVC are unaware of their rights, like to maintenance grants, exemptions from school and clinic fees, etc.

· Many people do not know what “vulnerable children” means, and there is no common definition.

· There is a clear willingness within many communities to assist OVC, but they lack support to start and sustain their initiatives.

· The Otjiwarongo Municipality is to be commended for its OVC programmes.
V.


Recommendations

1.


Strategic Implementation on a National Scale

1.1 
Advocacy

Advocate for the quick finalisation, approval and implementation of the National Plan of Action for OVC. While the plan awaits final approval, build the next country programme around the National Plan of Action adopted by the Third National Conference on OVC and endorsed by MGECW. Although the focus of UNICEF’s OVC interventions will be on the five selected regions, advocate for quickly bringing the Nation Plan of Action to national scale, and help to mobilise resources towards that end. 

1.2
Prioritisation

Prioritise the activities listed in the National Plan of Action, focusing first upon meeting the basic needs of OVC as quickly as possible, as well as potential “quick wins,” meaning interventions that, with enough investment, can have an immediate impact.
 Activity 2.2 in the National Plan of Action—increase the numbers benefiting from the school-feeding programme—should be at or near the top of the list. More cooperative and empowering programmes can follow.

1.3
UNICEF’s Role

Several peer reviewers emphasise that UNICEF should focus on its strengths in advocacy, technical assistance and resource mobilisation, towards the end of helping the government bring its strategy to scale, as opposed to expending funds on low-impact, local interventions.

1.4 
Direct versus Indirect Interventions

Some peer reviewers think that UNICEF should focus on direct service delivery as opposed to income-generating projects, community mobilisation and other interventions that work to meet basic needs indirectly. The rationale behind this point of view is as follows:

a. Communities and households are weakening because of AIDS. Therefore, relying upon them to meet the basic needs of OVC will be ineffective. 

b. Given the scale of the OVC crisis, it is urgent that we meet basic needs now. Waiting for households and communities to develop their capacities will take too long and leave a generation behind.

c. In order to empower OVC, they must be fed, healthy and educated, which, given the circumstances, is best achieved through direct services like school-feeding and health outreach.

2.


Coordination

2.1 

MGECW as Leader

Strengthen the capacity of MGECW to lead the implementation of the National Policy on Orphans and Other Vulnerable Children, as it is charged by the policy (p.3). Advocate for all ministries and organisations working with OVC to coordinate their activities around the National Plan of Action through MGECW. However, work to avoid bureaucratic delays to the provision of essential services.

2.2 

Accountability

Advocate for the assignment of leadership and accountability for the implementation of activities to one agency, noting that, for many activities, the proposed National Plan of Action diffuses responsibility across several agencies. 

3.


Income-generating Projects

3.1 

Business Development versus Service Delivery

Separate small-business development (income-generating projects) from service delivery. Some peer reviewers think that UNICEF should not be involved with income-generating projects at all, because fostering entrepreneurialism is not among its core competencies. Instead, UNICEF should encourage organisations better geared toward micro-lending and business training to scale up these important interventions.

3.2 

If Income-generation is Packaged with Service Delivery…

Be clear on the project’s purpose and intended beneficiaries. Allow small-business ideas to come from the bottom up, as people at the community level know best what products they can produce and sell. Train project members in business skills, such as conducting feasibility studies, marketing and bookkeeping. Ensure that projects are feasible before investing in them. Monitor the projects closely.

4.



Home-based Care
4.1 

Incentives

Advocate and mobilise resources for the provision of sustenance allowances to home-based care volunteers. Several interviewees said that N$200 per volunteer per month is sufficient.
 Even incentives like food packages may improve effectiveness and retention.

4.2

 Combining OVC Care with Other Forms of Outreach

As the proposed Nation Plan of Action suggests, utilise outreach volunteers mobilised by MOHSS, MGECW, FBOs and NGOs for OVC care, which requires providing OVC-care training to caregivers currently focused primarily on other issues. Consider the roles that school boards and school HIV/AIDS committees can play in delivering home-based care.

4.3 

Tools and Materials

Provide care groups with bicycles to reach distant households and medical supplies to restock their hygienic kits.

4.4

 Guidelines

Develop clear, simple and illustrated instructions/job aids for caregivers. The guidelines that UNICEF promotes for nurses implementing IMCI are an excellent model. More than a checklist, the instructions should walk caregivers through basic diagnostic procedures and lead them to one of only a few courses of action. Any warning sign that cannot be addressed by one of those courses leads to a referral, either to the clinic, the school, the police or the MGECW Community Activator. This would require a lot of development and refinement, but the potential for simplifying the training and enhancing the effectiveness of caregivers is enormous.

4.5 

Monitoring and Support

Train supervisors to monitor the caregivers’ and provide them with emotional support.

4.6 

Coordination and Scale

The expansion of the responsibilities of home-based care groups from tuberculosis treatment, to ARVs, to primary healthcare and now to OVC requires more training for volunteers, better coordination both within MOHSS and across ministries, and a rapid and massive expansion of the number of trained caregivers.

4.7

 Selection

Make the volunteer selection process competitive, first and foremost on the basis of qualifications and motivation. One peer reviewer suggests that competitive selection can be a mechanism for improving volunteer accountability. The mechanism works by encouraging rejected applicants to monitor accepted ones, with the reward for reporting delinquency being reconsideration for the position.

5.


Community-based Early Childhood Development

Ensure that growth monitoring and young children’s healthcare and development are a part of home-based caregivers’ training and responsibilities.

6.


Grant Distribution

In order to speed the distribution of grants without compromising checks against misuse: 

· Hire more social workers, which may require higher levels of remuneration.

· Hire clerks to relieve social workers of their administrative burdens.

· Delegate the investigation of grant claims to Community Liaison Officers and Community Activators.

· Decentralize the decision on Maintenance Grants to the MGECW regional office.

· Work with MIB to inform traditional authorities, schools, clinics and outreach workers on how to identify and assist those eligible for grants.

· Make the documentation requirements less rigorous, perhaps allowing sworn statements as substitutes.

7.


Regional OVC Forums

7.1 

Terms of Reference

Limit the scope of the forums’ terms of reference. Focus them on (a) coordinating organisations’ activities to ensure that the coverage of OVC services is maximized, (b) mobilizing resources and (c) advocating for OVC. Ensure that the terms of reference define the roles and accountabilities of each member. 

7.2 

Combining with Other Forums

Make the forums sub-committees of the RACOCs in order to bring them into an established monitoring and support system, and/or combine the OVC and ECD forums.

7.3

 Leadership

Sensitize decision-makers to the forums’ importance.

8.


Media

Continue developing small and mass media campaigns to promote healthy behaviours; reduce stigma, discrimination and abuse; inform people about their rights to grants and services; mobilise leadership; and increase sensitivity toward OVC.

9.


Monitoring and Evaluation

Focus on the documentation of work plans, financial records, activities, conditions observed, etc. This requires expenditures on training, logbooks and monitoring. Record-keeping can be in the local vernacular.

Train communities on how to identify and register OVC, and give traditional leaders prominent roles in the process. Implement a standardised registration mechanism.
Advocate for the conduct of national surveys more often and regularly. Since situations change quickly, rapid assessments of OVC should be done annually. Mobilise resources for these purposes.
10.

Other Recommendations

10.1

Traditional Leaders

Involve traditional leaders in the community-based activities of every ministry. Their support is crucial to sustaining projects. Talk to them about how to identify and assist those who need help.

10.2 
Vulnerability

Define and expand the concept of vulnerability. In many communities all children are vulnerable.

10.3 
Community Networking

Strengthen the linkages between communities; they can and should learn from each other.

10.4 
Self-sufficiency

Withdraw support from communities once they are able to care for themselves. Reallocate it to other communities in need until every community can support itself and government expenditure can be scaled back. Indicators of self-sufficiency include household income (excluding government transfers) and the rates of both strict and broad unemployment.

12.

Potential Areas for Coordination among the Components of 

           
the Next   UNICEF Country Programme 

Synergize the efforts of UNICEF’s three components. Within the context of AIDS, family- and community-capacity building underlies every intervention.
12.1 
Home-based Care

Integrate the critical aspects of the three components of the UNICEF Country Programme into home-based caregivers’ training and duties. With clear and simplified guidelines and enough human resources to limit the number of households each serves, home-based caregivers can deliver basic primary healthcare, promote HIV-prevention and support OVC. In this way they can work like activists, campaigning for resources, education, protection and health.

11.2

Communications

Combine the communications of each component to make messages more nuanced, diverse, detailed and interesting.

11.3 
Youth

Focus on unemployed youth as a deep and largely untapped pool of talent and energy with which to implement activities.

11.4 
School Boards

Utilise school boards to mobilise parents to support OVC, promote IECD and spread AIDS awareness.

Appendix 1: Checklist of Issues to Cover

1. Capacity Development at ministerial and community level

a. Did you receive any trainings and have it been useful

b. How have you used the training that you have received 

c. Are the areas that you need to be assisted   to improve your projects 

2. Direct support to communities/projects 

a. Did your projects receive any assistance from the MGECW

b. How were these funds used 

c. Did it improve your project and how

d. How best can the MGECW and UNICEF assist you further in your project

e. Do you think that this intervention in your project is sustainable

3. Direct or indirect benefit to OVC

a. Do you have any OVC participating in your projects and how

b. What assistance have you rendered to OVC

c. Have you seen any changes in the lives of orphans and their families

d. How best can your project involve orphans and their families

e. What are the biggest challenges/needs orphans are facing and how best can it be addressed  

4. Functions of the regional OVC forums

a. Involvement in planning

b. Are there any activities in the annual action plan that you are responsible for and how do you go about implementing it 

c. Have you done any field visits to the various community groups that are being supported through this project and if so, what are your general impressions 

d. How does this action plan link to your own internal action plan

e. How regular do you meet as a committee and do you normally have specific points that you discuss

5. Technical support and financial assistance from UNICEF

a. Do you receive enough guidance from UNICEF in your project planning and implementation

b. What do you suggest UNICEF should do better to improve their assistance to your Ministry

c. Do you understand the objectives of this projects

d. Are you satisfied with the process that UNICEF is using to advance funds to your Ministry

e. If no, what can UNICEF do improve in advancing funds to the regions

6. What are the main challenges that you experience in implementing UNICEF funded programmes and how can it be addressed 

7. Which ministry or organization should play a key role and in what aspect

8. Do you think there was enough consultation during planning OVC interventions for your region

9. Do you think that the interventions that were carried out were effective

10. Were the implemented activities culturally acceptable 

11. What are the things that the project is doing well

12. What are the areas that the project should improve on

13. What lessons can we learn from the past 3 years that we can take to the new country programme

Appendix 2: Interviews in Caprivi Region

20 June 2005

Eliot Muchila, Chief Community Liaison Officer, MGECW

There are four OVC projects that have UNICEF support in the Caprivi Region:

· Kulyashomuyeyi Bakery, Samudono

· Kwena Maize Meal Grinding Project, Kwena

· Mafuta Feeding Centre, Mafuta

· Moombochima Women’s Group, Ngoma

The Region has an OVC Forum comprised of the Church Alliance for Orphans (CAFO), Africare, Catholic AIDS Action, The Red Cross, MOHSS, MOE, teachers, headmen and others. It used to meet monthly, and would like to meet monthly again. It does not have Terms of Reference; it uses the guidelines that Doris Roos from UNICEF provided. 

MGECW has not started providing direct support to families, aside from Foster Grants and Maintenance Grants. Africare is also providing grants to orphans, particularly to those that are coming from Zambia, since they do not have Namibian documents. Catholic AIDS Action has been active in helping families. They are building homes for the elderly, providing assistance with groceries, school fees and clothing, and giving psycho-social support.

MOE has been training teachers on counselling skills. So far they have reached 93 of the Region’s 97 schools. 

Mr. Muchila did not know how involved the Regional Councillors are involved in OVC support.

He identified two top priorities: 1) feeding orphans and 2) empowering families to feed themselves, particularly through income-generating projects that they initiate.

Kulyashomuyeyi Bakery, Samudono

The group behind this bakery is comprised of five women ages 34 to 36 and three men ages 32 to 44. They joined together in 1996 to generate income for themselves and their community. They began with sewing and brick-making, which earned them enough money to pay school fees for their children and construct a building for their group and buy chairs, sewing machines and a long table. In 2002, Mr. Muchila brought them a wood-burning oven that UNICEF had bought in 1996 for another project, which had collapsed. Over the years their fortunes waxed and waned. They stopped their activities until a couple of months ago when they used community funds to repair the oven and restart the bakery. Now they sell bread to about five communities in their area, mostly to schools and small shops. Their treasurer estimated that they grossed N$1,000 in income the week prior to our visit. He was unable to report earnings for any other period. 

The group hesitated to discuss the services they provided to OVC. They said that they were supporting about 35 orphans by paying school fees, making clothes and giving them bread. They said there were about 200 orphans in their community of 600 members. The leader of the group said that they would like to split their earnings evenly between donations to OVC, savings for their business, investments into their business and salaries for themselves. He added that they were experiencing a drought and that they were suffering. The group needs the income that they generate for themselves.

Their vision is to expand their bread-making business. They provided a long list of things they need to reach their goals:

· Transport (bicycles)

· Dough-mixing machines

· Training in baking, business management and book-keeping

· Shelter

· A scale

· A generator

· Cement

· Two axes

· A scraper

· Three dishes

· A rake

· Plastic Dream 100 litre

· Cash box

· Baking gloves (8 pairs)

· A hammer mill

· Three knives

· Eight two-litre containers

· 16 aprons

· 140 bread pans

· Four plastic dishes

· Eight two-piece overalls (bakery uniforms)

· Four brushes

They were also adamant that they need a water point, because the nearest one is about 500 metres away and sometimes it does not function. They emphasized the need for bicycles. Currently they walk more than 10 kilometres (one way) to deliver bread. The nearest clinic is about 7 kilometres in distance.

When asked what other opportunities there are to produce goods that people would buy, they listed vegetable gardening and maize grinding.

They were grateful for the support they have received from UNICEF and MGECW, but said that it has not been enough.

Peer-reviewer Reactions:

· Their motivation was impressive. They had thought a lot about their goals and what it would take to achieve them.

· The quality of their bread is very good. No further training on how to make bread appears necessary.

· Their work environment is concerning, as they lack proper utensils and are at-risk of burns and other injuries. In addition, they do not have a roof over the oven, which makes it impossible to bake when it rains.

· This is not really an OVC project. It is small-business development, which is undoubtedly important for the community. The stove that UNICEF bought has provided a key tool for the group to earn much-needed income. In this sense, it is building community capacity, with important indirect and marginal direct benefits to OVC.

· While the group would benefit from further in-kind donations of tools, there is a clear need for micro-lending. The group has a market and thus should be able to repay micro-loans and invest in their business gradually.

· It is questionable whether or not such a small business could donate one-quarter of its income to OVC and still make the investments it needs to grow.

· Competition from another bread-maker in the area may not be sustainable in such a small market. Other small-business initiatives would have to focus on other opportunities, which are very limited.

· The group members reported that they have already lost two members to AIDS. Therefore, the children have to be empowered to take care of themselves. OVC should be involved with the planning and execution of activities, because the adults will not be around forever.

· The relationship between the MGECW officials (Mr. Muchila and Ms. Ngenda) and the group appears strong. 

Kwena Maize Meal Grinding Project, Kwena

A group of 20 villagers organized to start an income-generating project to help support OVC. Since the nearest hammer mill—a hand-powered machine that grinds maize—was located quite far from Kwena, they saw an opportunity. Hammer mills are much in demand, since the traditional method is to pound maize with a pole, which is tiresome. With the income it would earn from the mill, the group would buy maize and school uniforms for OVC. MGECW identified the project’s potential and purchased a hammer mill for the group with UNICEF funds. At the time of our visit, the mill yet to be delivered, but the group had begun preparing for its arrival. The members got the headman to allocate a parcel of land for their activities. They cleared the site and started cutting poles to build shelter for the machine. They still have to decide how much money each member will contribute to buy nails to put the shelter together.

Once they get the hammer mill going, they want to expand their activities. They would like to start a vegetable garden to diversify the children’s diets, and they want to get a sewing machine. They do not know how many of the approximately 86 orphans in the community of about 800 they will be able to support, or how they will divide their income between the orphans and themselves.

In addition to the hammer mill, a sewing machine and nails, the group needs a fence to protect the garden and training. The OVC Regional Forum is supervising the project, and its members decided that the group should be trained on how to use the hammer mill when MGECW hands it over.

The OVC in Kwena, located some 35 kilometres from Katima Mulilo, are already getting external support. WFP is providing the community with food, and The Red Cross is supporting a home-based care group, which includes some of the members of the meal-grinding project. The nearest clinic is about 20 kilometres away.


Peer-reviewer Reactions:

· The impressions of peer reviewers regarding the group’s motivation were mixed: some felt it was high, others were doubtful.

· It is great that the headman is already committed to the project. He was in attendance at our meeting.

· It was good that the group thought about its income-generating opportunities and identified a project that would fulfil unmet demand within the community. Thus the project appeared feasible.

· The group probably will need a lot of assistance in managing the project

· It was difficult to take much more away from this meeting, since the group had not started producing and could not identify any challenges thus far encountered.
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Mafuta Feeding Centre, Mafuta

In 2000 a nurse at the Mafuta Clinic held a meeting to call for volunteers to support the AIDS-affected families in the community. There was a large turnout, but most people, who could not work without compensation for financial reasons, left when it became clear that the work would not be paid. Those who did volunteer did so, according to the group’s leader, “from the bottom of our hearts.” 

In 2001 the volunteers got training on HIV/AIDS, malnutrition, growth monitoring, ECD, community mobilization, will writing and other themes. The group went out into the community and looked after sick parents. Soon orphans started emerging. The group approached some businesspeople in Katima Mulilo, only 10 kilometres away, initially to get help for the children’s education. The response was great. The support from the business community, combined with large infusions of resources from UNICEF through MGECW, enabled the group to construct a cement compound comprised of a dining room, storage closets and a shaded cooking area. Some community members chipped in with pots, plates and other goods. MGECW provided seats, tables, kitchen utensils, 10 heads of cattle and two bicycles. Today the centre, staffed by nine volunteer women, feeds 116 OVC twice daily. This represents the number of OVC within walking distance of the centre; there are others who need care but live too far to reach the centre by foot. The children in their care are all under age 15; the centre does not have attendance statistics disaggregated by age and gender. The women also provide psycho-social support and HIV/AIDS counselling, lead them in games, singing and dancing, and tend to a vegetable garden they use to enrich the children’s diets. Every Wednesday, when their work at the centre is done, the women go out into the community to provide home-based care and to learn about the circumstances of the children’s lives. The group uses its two bicycles to reach households beyond walking distance, but since there are nine women in the group, they need more transportation to maximize the impact they could have.

Until last year, the centre relied upon the business community to provide all of its food. Sometimes it was not enough. Now WFP donates all of mealy pap that the centre distributes. Businesses still contribute bread and rice. The headman recently gave the centre four-to-five hectares of land to cultivate, which is now fallow. The head of the home-based care group said that if all external food support were withdrawn, the volunteers would now be able to grow enough food on their own.

When asked what problems they experience, they mentioned that they need bathrooms and bathtubs to clean the children and their clothes, as well as toilets, toiletries and towels. Then they emphasized that they needed support for themselves. The head of the home-based care group said that even though they are volunteers, they have families. As they are not receiving anything for their work, they feel abandoned. When they get home in the evening, they are very tired, and sometimes they do not have food for themselves. Since they have to tend to their own fields in addition to running the centre, just a “few coins” would make a huge difference by enabling them to hire someone else to cultivate their land. They have thought about fundraising, but they need guidance on how to do it.

The group attributes its success to the strong bonds within the community. They plan together and are well-coordinated. For instance, the local school helps identify kids who need help. Some community members aspire to join the group as well. The group has trained eleven people from the community, some orphans older than age 18, to assist with home-based care.

The group’s goals are to start a kindergarten, farm chickens and cultivate the land the headman allocated to them, particularly with cassava, which they noted is good for dry conditions.


Peer-reviewer Reactions:

· This is an impressive project that is off to a great start and having a significant impact. Particularly noteworthy is the extent of its coverage, in that it is serving most if not all of the OVC within walking distance.

· The peer-reviewers empathized with the women’s need for support. One peer-reviewer mentioned that she knows of a woman in Omusati whose husband divorced her because she devoted so much time to this type of volunteer work. It did not seem fair that the women did the jobs of social workers, cooks, cleaners and gardeners without getting paid.

· While fundraising locally would probably work in Mafuta, given that it is close to Katima Mulilo, in more remote areas it cannot be relied upon to generate the enough resources to give volunteers the support they need to provide the coverage of care that is needed.

· The group’s garden and plans to sow drought-resistant crops are evidence that agricultural training has had an impact.

· The centre did not have a structured programme.

· While it is great that the centre is feeding so many children, some peer-reviewers observed that the environment of the centre was not conducive to the children’s intellectual and emotional growth. Perhaps this would improve if the group achieved their goal of starting an ECD centre.

· The centre is established and, by its own account, can sustain itself. WFP can withdraw and redirect its aid to more remote areas and less established projects.

· The centre has much to share with other communities, particularly in terms of community mobilization and networking. It could serve as an OVC-care resource centre.

Moombochima Women’s Group, Ngoma

No representative from the group came to meet the peer-reviewers. We were told that the group members were attending a funeral. However, we were forewarned that it was likely that they would not show up; therefore, the excuse of a funeral was taken with scepticism.


Peer-reviewer Reactions

· Ineffectiveness of this group can be taken as evidence of the failure of relying upon only the goodwill of volunteers to care for OVC. It is likely that if the volunteers were given stipends, they would be active.
· One peer-reviewer suggested that their assistance be redirected to Kulyashomuyeyi Bakery in Samudono.

Cassie Chipere, Africare

Ms. Chipere is in-charge of Africare’s operations in Caprivi. She came to the office only last year. She noted that UNICEF appears to be sponsoring a lot of OVC projects through MGECW. She particularly liked how UNICEF was bringing together various organizations to coordinate their programmes through the OVC Regional Forum.

She highlighted the following needs:

· Skills development / training for Community-based Organisations

· Better linkages between the OVC Regional Forums and the National OVC Task Force: currently one representative per region sits on the Task Force; this should be increased to two per region

· More support for the Regional Social Workers – they are badly overstretched

· Improved structures at the constituency and village levels – build new and strengthen existing ones

· Coordination of fundraising – the OVC Regional Forums should fundraise together so that the various organizations are not in competition with one another: UNICEF could play a big role here

What does Africare do in Caprivi?

· Works with 20 schools, rolling out to 60, to provide psycho-social support to OVC and caregivers

· Training MGECW Community Activators and teachers

· “Resource Exchange”: gives block grants to schools to support “non-construction infrastructure” in exchange for their exemption of OVC from paying school fees – serving 600 OVC per year

· Household food security: supporting community and household gardens and distributing food with WFP and MGECW

Caprivi is the only region in which it is focusing on OVC in particular, but it is serving OVC nationwide as part of its food-distribution programme.

Jane Wachila, Catholic AIDS Action (CAA)

CAA is funded mostly by foreign donors. It is reaching OVC through its home-based caregiver programme. In Caprivi, it has 2,500 OVC registered in nine communities. It has seven home-based care groups with 127 members who are: identifying OVC and homes in needs of support; providing school uniforms; and holding Christmas and Easter parties and vacation camps for OVC.

CAA is experiencing the following challenges in Caprivi:

· Visits by home-based caregivers run the risk of stigmatizing the family.

· CAA has to overcome prejudice against Catholics.

· A lot of home-based caregivers are dying. Many feel overburdened and need psycho-social support themselves.

CAA gives each home-based care group N$200 per month to use as they see fit. In addition, they provide each caregiver with N$20 at every monthly meeting and N$100 at Christmas and Easter.

CAA has received UNICEF support through MGECW to support a camp in Bukalo. One-hundred children attended the five-day camp. The support, valued at N$10,000, was in the form of transport and catering. 

Greta Chimbodza, Social Worker, MOHSS

· The line ministries are involved with OVC, but the leadership needs to be improved. NGOs and other ministries want to share more of the burden, but the leading ministry is not acting effectively.

· One critical area in need of improvement is feedback from the national and international levels. For example, the OVC Regional Forum would benefit from feedback from UNICEF.

· The monitoring of projects must also be improved. They should be monitored at least quarterly to identify problems and to provide them with timely assistance.

· Caregivers need to training on the basic of bookkeeping.

· Every community needs to be motivated to take care of their OVC. In the villages the huts in which OVC live are falling apart. Communities could improve them, but they are just waiting for the government to act.

· OVC projects could take-off and meet the scope of the challenge if there were enough manpower. There needs to be more than two social workers (one each in MGECW and MOHSS) per region.

· The caregivers need motivation, particularly given the recurring droughts and floods, which strain their capacities to survive. Food-for-work would help a lot.

· The number of OVC receiving Foster Grants and Maintenance Grants was not available. Most of those assisted have one parent surviving. Not many Foster Grants have been approved. A big challenge is that many families do not have death certificates.

· The issue of overcoming the bureaucracy hindering the distribution of grants to OVC was raised with the OVC Regional Forum and supposed to be taken up with the Ministry of Home Affairs; but nothing concrete has happened yet.

· OVCs need to be prepared for adult life. They need vocational and other training to prepare them for the future.

· The line ministries need to re-focus and come up with a programme to reach all OVC in the region. Peripheral areas are not benefiting much from the current initiatives.

Appendix 3: Interviews in Otjozondjupa Region
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Beverly //Gowases, Social Worker, and Ms. Urika, Liaison Officer for Gender Mainstreaming, MGECW

MGECW (MWACW) OVC programming in Otjozondjupa began in 2002. Since then, they have used UNICEF funding to:

· Help the OVC Centre Orwetoveni to establish three income-generating programmes: a garden, a floor polish production facility and a sewing project (2002). 

· Train home-based caregivers in will writing (2003). 

· Provide technical training to the Nevanda and Otjiwarongo Garden Projects, among others.

· Buy a vehicle, a copier and a scanner for the MGECW regional office.

Currently, MGECW has seven or eight OVC projects in Otjozondjupa. The main source of support for OVC in the region comes from the ministries and other stakeholders on the OVC Regional Forum. Ms. //Gowases is the chair of the forum. Members include:

· Catholic AIDS Action: has emergency fund to replace Foster Grants and Maintenance Grants if they cannot be secured

· MIB: disseminates information on OVC

· MOE: exempts OVC from paying school fees

· Ministry of Agriculture: Trains projects on gardens

· Lutheran Church Action Plan (LCAP): giving money and in-kind contributions (clothing, blankets, etc.), as well as spiritual counselling, to OVC.

The forum is supposed to meet three times per year. There are monthly OVC Forums at the constituency level. Two people from each constituency are represented on the regional forum.

The challenges Ms. //Gowases and Ms. Urika experience:

· The social worker is overloaded. The distances are too vast to ensure that all children get grants. Each Foster Grant requires a report and a court appearance by the social worker.

· MGECW has no mandate to repossess materials from projects that are not progressing. They need a mandate from UNICEF to do so. (Dr. Tesfaye of UNICEF responded that the ministry already has that mandate.)

· The distribution of funds from UNICEF is delayed, even if they submit the liquidation on time.

· Farmers, who own much of the land in the region, are not sensitive to the OVC problem, although most children of farm workers are in school. The farmers’ union is not involved with the OVC Regional Forum.

· There is no regular monitoring or supervision by UNICEF or MGECW.

· The follow through of volunteers is bad. They are not getting anything out of it, so they quit.

· There is a lack of markets to sustain income-generating projects. The quality of their products is low, and the various projects produce the same things, so they compete with one another for sales, resulting in a lot of products going unsold. Similar problems have been experienced in Omahake.

· Male involvement in OVC projects is limited.

· Although UNICEF’s MPO is useful as a guide, it is difficult to understand. It needs to be simplified structurally and linguistically.

Their achievements include:

· The involvement of stakeholders

· Projects have benefited OVC

In order to reach all OVC:

· There needs to be a social worker in every community or at least in every constituency.

· We need to involve traditional leaders, because they know who is in need. They need to be sensitized and should be on the OVC Regional Forum.

· Volunteers need an incentive or an allowance.

· Feasibility studies need to be conducted before projects are started. This requires training, because ministry personnel do not know how to do these studies.

Corie Tjivahe, OVC Programme Manager, Orwetoveni Multi-purpose Help Centre

The centre, run by the Otjiwarongo Municipality, care for the most severely affected orphans, only those that do not receive government grants. Currently, it is caring for about 42 OVC, ages four months to 16 years. It does not receive UNICEF funds. The municipality pays for building maintenance and the staff, while Otjiwarongo’s twin town in the Netherlands pays for activities.

No survey has ever been conducted to determine the number of OVC in Otjiwarongo, but Mr. Tjivahe has heard that a business is running a soup kitchen that feeds 500 to 1,000 children. In order to determine which children to accept into the centre from the thousands who could use its support, there is a committee comprised of the centre head and representatives from the Welfare Office, the Hospital and MOHSS. They only accept children who live in the municipality. Those that they cannot accommodate are referred to Lutheran Church Action Plan.

The centre provides the children with three meals per day, and has shower facilities to clean the children regularly. It has an afternoon programme that devotes one day each to spirituality, reading, visual arts and drama. On weekends, the centre staff take the children on field trips, for instance to the nearby crocodile farm, to the Waterberg Plateau or to a museum. The children sleep at their homes, not at the centre, and most all of those who are of age are enrolled school or kindergarten. All the children are exempt from school fees, because they are not getting government grants.

The centre keeps children in the programme until they begin receiving government grants or they turn 18. The longest a child has been with them is seven years, but most children move on after three-to-six months, which is the time it usually takes for government grants to be approved. Mr. Tjivahe acknowledged that it can be difficult for the children when they are told they can no longer come to the centre, but he thinks that it is important to free up spaces for OVC who do not get any government support. The centre has a volunteer counsellor to help the children and their families with these and other emotional issues.

The centre is run by two staff members and 12 volunteers, which are comprised of two cooks, five youth volunteers and five afternoon-programme teachers. In addition, the centre works with a group of 15 volunteer home-based caregivers. In return for their service, the cooks and the home-based caregivers get a food package worth about N$50 each week. The youth volunteers receive no compensation. Likewise, the afternoon-programme teachers, who have full-time jobs and work at the centre only once per week, contribute their services for free.

The centre would like to start a programme to guide foster parents, but it may not be possible due to a lack of funds.


Peer-reviewer Reactions

· UNICEF should visit the centre as model for what can be done when communities are able to mobilize significant resources. The Otjiwarongo Municipality is to be commended for its well organized and effective programme.

· One peer reviewer made the point that the centre should focus on children under three years of age, since they are the most at risk of dying. Moreover, he suggested that the centre should reduce the number of meals it serves per day from three to two and utilize that cost savings to serve more children. The group at-large acknowledged these suggestions as worthy for further consideration.

· Although this is an excellent programme, it is not a model that can be replicated nationally. Budgetary data was unavailable, but it appears too costly per capita. The success of this model is dependant upon the centre’s location within a relatively wealthy urban centre. Even so, the number of children the centre serves is a tiny fraction of the number of OVC in Otjiwarongo.

Elsie Vilas, Home-based Care Group Coordinator and Counsellor, Otjiwarongo Multi-purpose Help Centre

Ms. Vilas is a volunteer. She is a mother of four who works at the centre 8 a.m. to 5 p.m., Monday through Friday. She is suffering from stomach cancer.

Forty people have been trained to be home-based caregivers in her group. All but 15 have dropped out because the work is very tiring but not paid. “Burnout is very quick,” Ms. Vilas said.

In the morning, the caregivers sign in at the hospital and see who has been discharged. They go to those people’s houses to find out what they need. In particular, they do follow-up visits for people on ARV treatment and perform the directly observed treatment short-course (DOTS) for tuberculosis sufferers. They also provide other care as needed. Since the group does not have any transport, they do all of their visits by foot. Currently, there are 28 families, 25 adult individuals and nine children under the group’s care.

The community’s response to the group is trusting, but patients have very high expectations. The caregivers are often pressured to bring food and other goods to the patients, and are denigrated when they do not. As result, caregivers end up giving a lot of their own money on top of their time.

Ms. Vilas said that the way to get home-based care groups functioning well is the provide them with a small amount of money, like N$200 or N$250 per month, since the volunteers often complain about not having basic things like soap and food. With a bit of compensation, “then maybe they’ll feel glad and help more,” she said.

Aside from monthly allowances, the group’s most urgent needs are transportation (bicycles would suffice) and materials like gauze and alcohol to refill their hygienic kits.

Business community has not provided the group with any support. They tried to get businesspeople onto the OVC Regional Forum, but they withdrew. Businesspeople are getting tired of being petitioned for contributions, but perhaps they would donate if the number of solicitations were reduced by coordinating fundraising efforts through the forum.

The most common problems that orphans are having and Ms. Vilas is hearing about are abuse by parents and teachers and rape.

Ms. Sylvia Swartz, MIB

MIB is not very involved with OVC. It is trying to establish an OVC communications strategy. Last November it launched a mass media campaign on OVC. IEC materials on OVC, in various media, need to be developed. The vision is for IEC targeting AIDS-impact mitigation, focusing on poverty, food security, community capacity and sensitization to OVC issues.

Last year Ms. Swartz joined the OVC Regional Forum. She thinks it is not facilitating networking or coordination, which is a major failure. “If we can’t put together our resources,” she said, “we cannot have an impact.”

She thinks that UNICEF’s OVC programming should focus on equipping people with skills at the community and regional levels. The OVC Regional Forum needs technical support.

Ms. Angala, Primary Healthcare Administrator, MOHSS 

Ms. Angala is responsible for training and managing home-based care for the region. She said that except of the one in Okakarara, the home-based care groups supported by MOHSS are not functioning well, because the volunteers are not provided with allowances. The best performing group in the region is the one in Grootfontein, which was trained and is supported by The Red Cross, which provides the volunteers with monthly stipends of N$200 per month.

Overall, the ministry has trained 92 home-based caregivers in four constituencies:

· Okahandja: The group just started and some volunteers are already dropping out.

· Otjiwarongo: More than half have dropped out. Now the municipality is supporting the volunteers with food packages, which has reduced the rate of attrition. (Note: this is the same group that Ms. Vilas spoke about, as documented above.)

· Okakarara: The rate of attrition has been low. Ms. Angala thinks this is because the group leader is committed and the volunteers, who came from the constituency AIDS committee, were well-selected. Perhaps the volunteers were accustomed to community service.

· Grootfontein: Ten volunteers dropped out initially. The remaining volunteers were incorporated into The Red Cross home-based care group.

UNICEF provided N$12,000 for training the Otjiwarongo, Okahandja and Okakarara Constituencies. The ministry plans to train volunteers in the remaining constituencies: Otavi, Kalkfeld, Omatako and Tsumkwe. Five volunteers per constituency have been selected. They will be brought to Otjiwarongo for a five-day training in July. The previous trainings have been done in the constituencies, to reduce the costs of accommodation for the training. However, since the remaining constituencies are small, and there are not enough funds to train a large number of volunteers in each constituency, it was decided that it would be more cost effective bring the volunteers together in Otjiwarongo to train them all at once.

Challenges:

· The region needs many more caregivers, but the ministry does not have the budget to train and support them. Ms. Angala estimates that, to provide HIV/AIDS services alone, large towns like Otjiwarongo, Grootfontein and Okahandja need more than 50 home-based caregivers to provide full and effective coverage. Such numbers would allow the group to divide up into blocks, share the burden and reach everyone. In each village there should be at least two caregivers, so that if one is sick, the other can continue working.

· Many of the volunteers are young and want to get trained mostly because they want credentials with which to get paid work.

· Those who are committed to care giving often find that the work is overwhelming. Since they are not even provided with taxi money, they have to go to the households by foot. And they are not able to bring anything, like food, to the sick people, leading to emotional exhaustion.

· The ministry has developed a recordkeeping protocol for the caregivers, but it is not functioning well. The records are supposed to be entered into a daily register, sent to the district management and then compiled and conveyed to the regional office in regular reports. Ms. Angala noted how The Red Cross only distributes stipends when the volunteers turn in their records, and thus their data collection is functioning more effectively.

· Selecting good volunteers is not easy. The ministry calls for applications via radio and community meetings. The applicants submit their names to their regional councillors, who forward a list to MOHSS. Then the ministry and the Regional AIDS Coordinator go through the list to select for linguistic balance and other attributes.

Impacts:

· Awareness of HIV/AIDS and its impacts is higher.

· The caregivers are finding a lot of people with disabilities “behind the house” who they have been able to register for benefits.

Peer-reviewer Reactions:

· Judging by the numbers provided, a very rough estimate of the volunteer home-based caregiver attrition rate in the region is 45 percent:

92 trained - 25 lost in Otjiwarongo - 10 lost in Grootfontein - perhaps 6 lost in Okakarara and Okahandja = 51 volunteers remaining ( 41 volunteers lost ( 41/92 = .45

23 June 2005

Anna Kapukare, Nevanda Farm, just north of Otjiwarongo

MGECW trained Ms. Kapukare in gardening with UNICEF funds. According to Ms. //Gowases of MGECW, about 15 people attended the training, which cost about N$5,000. MGECW also gave her fencing.

The government resettled Ms. Kapukare and her husband on the 1,300-hectare farm in 1996. Mr. Kapukare was a supervisor for TransNamib, earning N$1,800 to N$2,000 per month. His is now retired and receiving a pension.

Ms. Kapukare has an orchard with lemon, orange, tangerine, date and mango trees, and a garden with spinach, onions, tomatoes, cabbage and other vegetables. She has an irrigation system fed by a borehole. She owns at least 17 cattle and three horses, and she is raising pigeons and chickens. She is collecting devil’s claw, a wild, medicinal root that is exported and sells for high prices locally.

She received money from Alpha Cement, a local business, through MGECW to buy her orange trees, and she spent N$3,000 to N$4,000 of her own money to buy her other trees. She raised the money buy selling her produce. Presumably her husband’s income has been invested into the farm as well.

She sells her produce directly to customers on the side of the highway that runs past her farm and in Otjiwarongo at the open market and door-to-door. She also gets private orders through MGECW employees who promote her goods. She tried selling her produce to the Spar supermarket in town, but the manager wanted to pay less than she could get elsewhere. For instance, Spar offered her N$3 per head of cauliflower, while she could get N$5. The Spar sells heads of cauliflower for N$8 to N$15, depending on the season. She has never experienced the problem of producing more than she could sell.

While Ms. Kapukare’s work has no direct connection to OVC, she has six male and three female employees. Altogether the farm is supporting about 30 people, including a family from Tsumkwe that was homeless when she met them. She is paying the school and hostel fees of 15 children, six of whom are studying in Grootfontein, five in Otjiwarongo and four in Windhoek. There are other children living on the farm who are below school age. Recently she donated food and blankets to orphans in Windhoek.

The challenges she faces are related to a shortage of money with which to invest into her business. She needs transportation, insecticides, shade netting, a borehole pump and other things. She was unaware that if she owned her farm she would be able to mortgage it to raise capital (the government owns all communal and resettled land). She has a savings account in a local bank.

Peer-reviewer Reactions:
· Although the UNICEF funds spent on Ms. Kapukare were intended to directly benefit OVC, and as such they were technically misused, the indirect benefits to children are clear. As with the Kulyashomuyeyi Bakery in Caprivi, assistance to the Nevanda Farm is an issue of small-business development. Ms. Kapukare would clearly benefit from access to loans, and if she held the title to her land, she could probably get one commercially. Since that is not possible, this case again demonstrates the need for micro-lending.

· Some peer reviewers thought that Ms. Kapukare should take more direct action to support OVC, for instance by starting an ECD centre.

· At least one peer reviewer thought that she is already doing plenty for development in Namibia and that she should focus on improving her business. Instead of starting an ECD centre herself, perhaps she should speak with an unemployed neighbour about doing so. She could support the centre by paying the fees of the children she sends there, by giving donations as her finances allow, and by connecting the centre head with the people she knows at MGECW.

Monalisa, Teacher, Try Again Group (OVC Centre Orwetoveni)
Monalisa is a volunteer teacher at this OVC-centre / crèche. She was supposed to go for training, but that has not yet happened. 

In 2002 the centre received N$15,000 from UNICEF through MWACW to start three income-generating activities: floor-polish making, gardening and sewing. The garden has failed, since the plot is chocked for water by a large tree. From January to June of this year, the 20 members of the income-generating group have earned about N$800, which they used to buy bread, material and apples for the children. When they earn enough money, they pay themselves a small amount, maybe N$50.

The municipality does not fund the centre directly, but it donated the two buildings that now house the classroom and the workshop and it provides water and electricity for free. The Try Again Group works with the Orwetoveni OVC Help Centre (documented above) to accommodate as many children that need assistance as possible. As with the Orwetoveni OVC Help Centre, once children start receiving Maintenance Grants or Foster Grants they are removed from the programme.

Currently, the centre serves about 20 OVC ages four to six years. They come from poor households and abusive families. Monalisa teaches them the basics: the ABCs, writing and saying their names, reading in English, hygiene, the Ten Commandments, counting, etc. 

Monalisa supports herself with the money she receives from her baby’s father. She has two kids, one at home and one in school. Her dream is to become a social worker. She does not mind volunteering.

Monalisa reported that the centre needs chairs, tables, books, training, a first-aid kit and a bigger classroom.
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� Assuming that Namibia has a population of 2 million and each household has an average of 5.1 people, there are roughly 392,200 households in the nation. Assuming that one-fifth of households need home-based care, we need to reach about  oHom78,440 households. Assuming that a volunteer can care for 20 households, we need about 3,922 volunteer caregivers. If we give each volunteer a sustenance allowance of N$200 per month, we need about N$9,412,800 annually. Training, monitoring, administration, bookkeeping and transportation (bicycles) costs must be added, but even with those expenses, an effective, nationwide home-based care programme appears affordable.
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