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ABSTRACT 

Determination of eligibility for disability pension is a challenging area in view of the 

complexities surrounding defining and measuring disability. Currently there is an 

absence of eligibility criteria for the disability pension in Namibia, and people with 

disabilities have described the process of getting the disability pension as extremely 

difficult. To improve the process of determining eligibility for disability pension 

knowledge of the current factors associated with approval or rejection of disability 

pension should be available. 

The study aimed to explore and describe characteristic factors of approved and rejected 

disability pension applications and, to identify factors associated with determination of 

eligibility for disability pension in the Khomas Region. The objectives of the study were 

to describe socio-demographic and medical factors that characterize approved and 

rejected disability pension applications in the Khomas Region and to identify factors 

positively or negatively associated with rejection of disability pension applications in the 

Khomas Region.  

A quantitative, analytic, case-control study design based on records was used. The 

population consisted of all disability pension applications processed between 1 January 

2008 and 31 December 2010 in the Khomas Region. The population size matched the 

estimated sample size.  Cases were the rejected applications for a disability pension and 

controls were those applications that were approved. A data extraction form was used to 

collect data from disability pension application forms. Data were analyzed using Epi 
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info statistical package version 3.5.1. Ethical considerations were observed during all 

stages of the study. 

Low educational level, unemployment, lack of income, and having a permanent health 

condition are factors that typically characterize disability pension applications in the 

Khomas Region. At 95.0% CI, considering Odds Ratios and p<0.05, there was a high 

association between rejection of disability pension applications and: being fit for open 

labour employment setting; and a lower disability percentage. Approval of disability 

pension applications was highly associated with: disability that will worsen; mental 

functions affected; reduced life expectancy and being unfit for any type of employment 

setting. A multiple logistic regression analysis revealed that personal care abilities; 

possible intervention to restore work ability of applicant; and percentage of disability 

were significant in determining disability pension eligibility in the Khomas Region. 

The factors associated with determination of eligibility for disability pension in the 

Khomas Region followed the international trends. However, the process can be 

improved through responsive policy formulation and the development of clear eligibility 

criteria to make the assessment more objective and holistic.  
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CHAPTER 1 

INTRODUCTION 

1.1  ORIENTATION TO THE STUDY 

It is acknowledged that there is a need worldwide to provide economic assistance to 

people with disabilities due to the strong link between disability and poverty. Availing  

equal socio-economic opportunities to people with disabilities is one of the policy 

objectives  that has been reiterated and reinforced for a long time in most developed 

countries  and, more recently  in developing countries (African Union, 2006; Mutasa, 

2010). One approach that is being used in Namibia to assist people with disabilities is 

the provision of a monthly disability pension. Disability pension applications have 

increased significantly over the past few years, in both developed and developing 

countries (Govender, 2009). As a result the disability pension is gradually becoming the 

subject of a growing body of research on how such a pension is reaching the intended 

beneficiaries as well as its socio-economic impact on the beneficiaries’ lives in 

developing countries (Ellis, Devereux & White, 2009). 

 

According to the World Health Organization (WHO), there are over a billion people (or 

about 15.0% of the world’s population including children) who are estimated to be 

living with disability (WHO, 2011). Disabilities are diverse in the society hence the state 

of being a person with disability is not a singular, two-dimensional phenomenon but 

rather a complex process that deserves to be understood as part of the human condition 
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and not simply something that represents a physical or mental deviation from the 

‘normal’ (Altman & Barnartt, 2006). The definition of disability, and its operational 

measurement, varies greatly among studies (Freedman, Martin & Schoeni, 2002; 

Hashimoto et al., 2010; Perenboom, Van Herten, Boshuizen & Van Den Bos, 2004).  

 

In the context of human existence, disability is an evolving concept therefore definitions 

are problematic especially for purposes of determining eligibility for disability benefits, 

such as the disability pension. However, the International Classification of Functioning, 

Disability and Health (ICF), developed by the WHO, has advanced the understanding 

and measurement of disability (WHO, 2001). The ICF was developed through a long 

process involving academics, clinicians and, more importantly, persons with disabilities. 

As a result the way disability is construed has changed substantially in recent years: 

from a previous predominantly medical focus on the individual and his/her impairments 

and deficits to a social focus and, more recently, to a bio-psychosocial model.  

 

The ICF uses the bio-psychosocial model to define disability as problems in bodily 

functions or structure; problems related to activity and problems related to social 

participation (WHO, 2011). Broadly speaking, disabilities can be classified as physical, 

sensory, communication, mental, and learning disabilities. Causes of disability can be 

classified into three broad groups of origin: biological/genetic factors; disease; and 

injuries which can be due to unintentional or intentional causes (Association for Health 

and Environment Development, 2004). The major causes of disability in Southern 
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Africa are disease, birth related or congenital abnormalities, and accidental injuries 

(Eide, Nhiwathiwa, Muderedzi & Loeb, 2003). 

 

Disabilities can be temporary or permanent. For example, a temporary disability could 

be an uncomplicated femoral fracture that prevents a person from working. Such a 

temporary state would change following healing of the fracture allowing the person to 

resume working. An example of a person with a permanent disability could be due to 

amputation of a lower limb hence permanent impairment, which may result in inability 

to work. Furthermore, permanent disabilities can be static or progressive. Static 

disabilities are those that remain constant as they do not improve nor do they get worse. 

An example would be a spinal cord injury. Progressive disabilities are those that worsen 

over time, such as multiple sclerosis. Disabilities might have a negative impact on the 

socio-economic well being of affected individuals and their families irrespective of 

whether the disability is temporal or permanent (Guernsey, Nicoli & Ninio, 2007). 

 

Often people with disabilities have a lower socio-economic status compared to the 

general population (WHO, 2001). Statistics reported by the United Nations (UN) 

indicate that one in five of the world’s poorest people has a disability, and 82.0% of 

people with disabilities in developing countries live below the poverty datum line 

(Gooding, 2006). For many policy makers a more pressing justification for disability 

benefits is this close link between disability and poverty. The vicious poverty-disability 

cycle shows that disability increases the risk of poverty while poverty creates the 



4 

 

conditions for increased risk of having a disability. For example, people who have 

disabilities are less likely to be involved in labour force participation, while people in 

poverty are more predisposed to disabilities associated with undernourishment, poor 

sanitation, overcrowding and lack of health care services (Emmett, 2006).The physical 

and attitudinal barriers to participation in education, labor market and general 

community development activities that people with disabilities encounter restrict them 

from economic participation (Braithwaite & Mont, 2008).  

 

People with disabilities experience additional financial costs in their daily life 

irrespective of their financial status. Examples of such costs include transport costs to 

access health services, paying caregivers or even purchasing of assistive devices if state 

health facilities are unable to provide such (Mitra, 2005). Social assistance is seen as an 

intervention to assist people with disabilities to get out of the above mentioned poverty-

disability cycle. This intervention enables people with disabilities to access services and 

employment opportunities (United Nations, 1993). 

 

The UN’s standard rules on the equalization of opportunities for persons with disabilities 

give a more precise statement on the role of social assistance as income maintenance, 

placing the element of extra costs within this. Rule 8 on income maintenance and social 

security states that:  

States should ensure the provision of adequate income support to persons with 

disabilities who, owing to disability or disability-related factors, have 
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temporarily lost or received a reduction in their income or have been denied 

employment opportunities. States should ensure that the provision of support 

takes into account the costs frequently incurred by persons with disabilities and 

their families as a result of the disability (United Nations, 1993). 

 

The determination of eligibility for disability pension is of great social and financial 

importance (Spanjer et al., 2010).  In many countries an assessment of disability that 

focuses on eligibility for disability benefits, such as pension, allowances or insurance, is 

controversial (de Boer, Donceel, Brage, Rus & Willems, 2008). The government of 

Namibia provides social assistance in four categories: old age pension; child 

maintenance grant; foster care grant; and disability pension. The distribution percentage 

of the social assistance budget among the four is 64.0% (old age); 21.0% (child 

maintenance); 3.0% (foster care), and 12.0% (disability pension). This study focuses on 

disability pension provided by the Namibian government. This study excludes   

disability benefits provided   by the Government Institutions Pensions Fund (GIPF); 

parastatal organizations, such as the Motor Vehicle Accident (MVA) Fund, and the 

Social Security Commission (SSC). In Namibia the Ministry of Labour and Social 

Welfare is responsible for administering the disability pension. However, determination 

of eligibility for this pension is the responsibility of the Ministry of Health and Social 

Services (MoHSS) in which medical practitioners play a major role of assessing 

applicants.  
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In settings where legal criteria are available, they are usually formulated in general and 

broad terms offering a wide range of decision-making latitude to the medical 

practitioners responsible for assessments (Meershoek, Krumeich & Vos, 2007). In other 

settings the assessments are carried out in complex organisational settings with high 

workloads, inappropriate space, and limited technical expertise in disability evaluation 

(Ydreborg, Ekberg & Nilsson, 2007). The basic concepts of what constitutes disability 

vary and this has led to variations in approaches to determine eligibility for disability 

pension (Gronvik, 2007; WHO, 2011). 

 

The three commonly used approaches to determine eligibility for disability pension 

globally are: a medically based universal approach; a means testing approach; and an 

assessment panel approach. These approaches are discussed in-depth in Chapter 2. In 

most countries, including Namibia, the actual assessment of functional limitations is 

carried out by a medical practitioner (Wahlstrom & Alexanderson, 2004; de Boer et al., 

2008).  

 

Personal, medical, educational, occupational, socio-economic, and environmental 

phenomena may influence a disability status and consequently the decision on disability 

pension eligibility (Mansson & Rastam, 2001; Mutasa, 2010). People who cannot find 

gainful employment as a result of physical or mental incapacity are entitled to a 

disability pension. However, there are several factors that can influence disability 

pension eligibility decisions. Such factors include inter alia: disease features, job 
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features, interaction between these two, social positions, social welfare features and 

personal characteristics (Karlsson, Carstensen, Gjesdal & Alexanderson, 2008). 

 

1.2  STATEMENT OF THE PROBLEM 

The Namibian national policy on disability stipulates that a disability pension should be 

provided to all persons who are entitled to such a pension. However, the policies and 

procedures provide no clarity on defining neither entitlement nor what the factors that 

determine a disability are. This may lead to discrepancies in determining eligibility for 

disability pension (Government of the Republic of Namibia, 1997a). Records reveal that 

among all applications for disability pension in the Khomas Region, some are approved 

while others are rejected. However, the factors associated with approval and rejection of 

disability pension applications in this region have not been documented. In the absence 

of defined eligibility criteria, it is unclear why some disability pension applications are 

rejected. The rejection of a disability pension might pose concerns given that there are 

no set criteria for rating who should be disqualified. 

 

During the national Namibian survey on disability and rehabilitation, people with 

disabilities described the process of getting a disability pension as being extremely 

difficult (Government of the Republic of Namibia, 1995). Furthermore, the survey report 

confirms that there is a lack of clear criteria and procedures for the MoHSS to grant 

disability pensions. The National Poverty Reduction Strategy of 2002 emphasized the 
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need to have clear and simplified criteria to determine   eligibility for disability pension 

and other aid grants (Government of the Republic of Namibia, 2002).  

 

Medical practitioners complete a medical report when assessing a disability pension 

applicant. However, both aforementioned ministries do not have records of the history of 

the development of this disability pension medical report thus there is no evidence of its 

validation. While information about the applicant can be supplied on the medical report, 

there are no established threshold scores or levels that differentiate those who are 

approved from those who are rejected. Research has not yet been done to establish 

whether the current decisions to approve or reject disability pension applications in the 

Khomas Region are evidence based. 

 

The absence of appropriate tools, guidelines and training, combined with high levels of 

poverty worldwide, are considered to lead to subjective, discretionary decisions and lack 

of uniformity in determining eligibility for disability pension (Gooding & Marriott, 

2007). Improving the process of determining eligibility for disability pension will be 

difficult if the current factors associated with approval or rejection of disability pension 

applications in the Khomas Region are unknown. 
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1.3  PURPOSE OF THE STUDY 

The purpose of this study is to explore and describe characteristic factors of approved 

and rejected disability pension applications, and to identify factors associated with 

rejection of disability pension applications in the Khomas Region. 

1.4  OBJECTIVES OF THE STUDY 

i. To describe socio-demographic and medical factors that characterize approved 

and rejected disability pension applications in the Khomas Region.  

 

ii. To identify factors associated with rejection of disability pension applications in 

the Khomas Region.  

 

1.5  SIGNIFICANCE OF THE STUDY 

This study is important because the researcher needs objective information on eligibility 

for disability pension since he is a coordinator of the National Community Based 

Rehabilitation Program who engages the communities on issues of empowerment and 

equalization of opportunities for people with disabilities. Results of this study could 

provide information to educate potential applicants about disability pension eligibility 

during outreach activities, workshops, and community meetings to prevent unnecessary 

or incomplete applications, thereby resulting in a reduction in costs and time for both the 

applicants and hospital service providers (Govender, 2009). 
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Within the Division Disability Prevention and Rehabilitation, which is one the divisions 

of the MoHSS, the research could provide pertinent information to review the national 

policy on disability and to develop national guidelines and strategies in terms of 

determining disability pension eligibility criteria to ensure that the disability pension is 

granted fairly. Thus the research could provide the legislator with evidence for informed 

decision-making in terms of the disability pension eligibility. Furthermore, the results of 

this study could   reveal whether the disability pension in the Khomas Region is 

approved or rejected according to the stipulation of the National Pensions Act (Act 10 of 

1992).  

 

Results of this study could bring clarity on factors used by the Chief Medical Officer 

(CMO) when deciding the eligibility of disability pension applicants in the Khomas 

Region. When factors associated with rejection for disability pension are known they 

can be considered when developing criteria for determining eligibility for a disability 

pension. Samson (2006) noted that there is a huge knowledge gap on criteria used for 

targeting cash-transfers to persons with disabilities in developing countries. The results 

of this study could therefore add to the body of knowledge about social assistance for 

people with disabilities particularly with regards to targeting recipients for the disability 

pension. 
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1.6  DEFINITIONS OF KEY CONCEPTS 

 

Disability: 

Disability is an umbrella term for impairments, activity limitations and participation 

restrictions. Impairment can be viewed as a problem in body function or structure. An 

activity limitation reflects a difficulty encountered by an individual in executing a task 

or action. A problem experienced by an individual in involvement in life situations such 

as education or employment, can be regarded as a participation restriction (WHO, 2001). 

In terms of this research the concept ‘disability’ refers to  any health condition or 

impairment which interacts with the environmental barriers making an individual unable 

to work or provide a service in order for him or her to earn a living (Government of the 

Republic of Namibia, 1992b; WHO, 2011).  

 

Disability pension: 

Disability pension is a form of pension given to those people who are permanently or 

temporarily unable to work due to a disability (Subbarao, 1998; Devereux, 2001). In 

Namibia, the National Pensions Act (Act 10 of 1992) defines disability pension as a 

pension paid to a ‘disabled person’, meaning any person who, owing to any physical or 

mental disability, is incapable of obtaining from any employment or the practicing of 

any profession or trade, or from the rendering of any service, the means needed to enable 

him or her to adequately provide for his or her own maintenance, and has attained the 

age of 16 years and  is  below 60 years (Government of the Republic of Namibia, 
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1992b). In terms of this study disability pension is also used to refer to ‘disability grant’ 

or ‘disability allowance’ as used in different countries. 

 

Disability pension application: 

A disability pension application is a medical report for disability pension completed by a 

state employed medical practitioner after assessing an individual for the purpose of 

determining eligibility for disability pension (Annexure A). The completed medical 

report for disability pension contains socio-demographic, medical, and work capacity 

information about the applicant. The application is then forwarded to the CMO who 

reviews the information therein and makes a final decision to approve or reject the 

application for disability pension. 

 

Approval of disability pension application: 

Approval of disability pension application refers to when the CMO, as delegated by the 

Namibian Permanent Secretary, certifies that an applicant for disability pension  does  

have a disability and should be paid the disability pension either on temporary or 

permanent basis. Temporary approval can be from one to a maximum of five years. This 

implies that the applicant has to reapply for the disability pension once the specified 

period lapses (Government of the Republic of Namibia, 1992b). Permanent approval is 

granted until the recipient is 60 years old and thereafter the disability pension is 

converted to the old age pension. Approval of a disability pension is recorded on the last 

page of the disability pension application in a field square named “recommended” 
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followed by another  record  for the duration of the approval and  number of years if the 

approval is not permanent (Annexure A). In terms of this research both temporary and 

permanent approvals are combined and referred to as approved disability pension 

applications. 

 

Rejection of disability pension application: 

Rejection of disability pension application is when the delegated CMO certifies that an 

applicant for disability pension does not deserve to be paid a disability pension either on 

temporary or permanent basis. Rejection of a disability pension application is marked on 

the last page of the disability pension application in a field square named “disapproved” 

(Annexure A). In terms of this thesis all applications marked ‘disapproved’ are referred 

to as rejected disability pension applications.   

 

Factor: 

A factor is anything that contributes to or is associated with a particular outcome 

(Soanes, 2007). In this study factor refers to the variables, listed on the medical report 

for disability pension, that are considered when an applicant is assessed for the purpose 

of determining eligibility for disability pension. 

 

Association: 

Association is when a relationship exists between two variables such that, as one 

changes the other changes in a predictable way. Two variables are associated if statistics 
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prove that some of the variability of one can be accounted for by the other. An 

association can be positive or negative. In a positive association, one quantity increases 

as the other one increase. For example, statistics demonstrate that smoking increases the 

risk for lung cancer. In a negative association, an increase in one quantity corresponds 

to a decrease in the other.  For this study associations will be determined using Odds 

Ratios (ORs), 95.0% Confidence Intervals (CI) and Chi-square p- values less than 0.005. 

 

The Khomas Region: 

The Khomas Region is one of the 13 administrative regions in Namibia. It is the region 

in which Windhoek, the capital city of Namibia is located. The region has the highest 

population in the country compared to other regions. In 2001 the population of the 

Khomas Region was 250,262.00 and the projected population during the period of this 

study was 336,617.00 (Government of the Republic of Namibia, 2003, 2006). The 

majority of residents are from high density locations and informal settlements. Most of 

the people use cheaper public health services instead of the more expensive private 

health services (Regional Network for Equity in Health in Southern Africa [EQUINET], 

2005). Public health facilities in the Khomas Region include the Windhoek Central 

Hospital (the highest referral hospital), the Katutura Intermediate State Hospital, the 

Katutura Health Centre, the Khomasdal Health Centre, and eight clinics (Ministry of 

Health and Social Services, 2010).  
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1.7  ETHICAL CONSIDERATIONS 

The research committee of the University of Namibia approved the research proposal 

prior to the commencement of the study (Annexure B). Prior to the commencement of 

the study written permission  was obtained from MoHSS (Annexure C and D)  and, the 

Ministry of Labour and Social Welfare (Annexure E and F), to use patients’ records 

from the offices of the pension officer for the Khomas Region. The study only focused 

on reviewing of records, therefore confidentiality and anonymity were guaranteed by not 

recording applicants’ names on the data extraction forms. There was no foreseeable 

harm either to the disability pension applicants whose records were used or to the 

disability pension officers who retrieved the records. Instead inclusion of the records in 

this study was deemed important in terms of contributing to clarify factors currently 

used to determine eligibility for the disability pension. This research should ultimately 

contribute to the development of fair criteria for assessing disability pension 

applications. 

 

1.8 SUMMARY 

An outline of the study is provided in this chapter. The chapter presents the statement of 

the problem; purpose of the study; objectives; significance of the study; definitions of 

key concepts and ethical considerations. The focus of the next chapter is a review of 

relevant literature. This is done to address definitions of disability and discuss disability 

pensions as well as approaches for determining eligibility for disability pension and 

factors associated with approval or rejection of disability pension applications. 



16 

 

CHAPTER 2  

LITERATURE REVIEW AND CONCEPTUALIZATION 

 

2.1  INTRODUCTION 

Chapter 1 provided an introduction and background to the study. A review of literature 

that discusses disability is presented in this chapter. The review also describes the link 

between disability and poverty as well as the concept of disability pension. There is also 

a discussion on different approaches for determining eligibility for disability pension. 

The chapter highlights the challenges in determining eligibility for disability pension 

and identifies some knowledge gaps in the local disability evaluation procedures. 

Furthermore, this chapter discusses factors associated with approval and rejection of 

disability pension applications in developed and developing countries. 

 

2.2  DISABILITY 

The UN convention on the rights of persons with disabilities, to which Namibia is a 

signatory, states that: “Persons with disabilities include those who have long-term 

physical, mental, intellectual or sensory impairments which, in interaction with various 

barriers, may hinder their full and effective participation in society on an equal basis 

with others.” (United Nations, 2006, p. 4). 

 

In Namibia, the National Pensions Act (Act 10 of 1992) defines a ‘disabled’ person as 

any person who, owing to any physical or mental disability, is incapable to obtain an 
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income needed to enable him or her to adequately provide for his or her own 

maintenance from any employment or the practicing of any profession or trade, or from 

the rendering of any service. The ‘disabled’ person must be a Namibian citizen or 

permanent resident in order to qualify for the disability pension and must be not less 

than 16 years old and not older than 60 years old (Government of the Republic of 

Namibia, 1992b). 

 

In the current world report on disability document, certain health conditions have been 

documented as being highly associated with disability ultimately leading to the need for 

disability pension or other disability benefits for those affected. The report broadly 

categorizes health conditions linked to disability as infectious diseases, chronic 

conditions and injuries (WHO, 2011). Tuberculosis (TB) and the Human Immune 

Deficiency Virus (HIV) are some of the most prominent infections leading to a disability 

in which the affected individual may become unable to work and earn a living (WHO, 

2008). Diabetes, cardiovascular diseases, mental disorders, and cancer, are the most 

common non-communicable diseases associated with disability (WHO, 2005). Road 

traffic injury, occupational injury, and violence, have also long been associated with 

disability (WHO, 2002; WHO, 2009). 

 

2.2.1  Models defining disability 

The understanding of disability has shifted from the medical model, to the social model 

and presently to the bio-psychosocial model (Mpofu & Oakland, 2010). This shift 
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implies that disability has to be conceptualized in terms of the impairments and 

environmental barriers that can make an individual unable to earn a living. 

 

In the past disability was often defined as a physical, mental, or psychological condition 

that limits a person’s activities (de Kleijn-De Vrankrijker, 2003). This was interpreted 

according to a medical model: the disability was linked to various medical conditions 

and thus viewed as an abnormality in the affected individual causing inability to 

function. In terms of this model interventions focused on medical rehabilitation and 

social assistance only (Shakespeare & Watson, 1997). To a large extent this model can 

be used as the first stage when determining eligibility for disability pension since it 

makes provision for a more objective measurement of anatomical or physiological 

impairment. 

 

The focus shifted to the social model of disability which conceptualizes disability as 

arising from the negative interaction of a person’s health condition or impairment with 

the environment. The environment could be physical infrastructure, cultural practices or 

policies guiding access to goods and services (Hughes & Paterson, 1997). If the 

environment is designed for the full range of human functioning, and incorporates 

appropriate accommodations and supports, then people with functional limitations 

would not be viewed as ‘disabled’ in the sense that they would be able to fully 

participate in society (Mont, 2007). This statement implies that the physical 

environment, for example, can be modified to accommodate people with disabilities. 
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This creates a disability friendly environment and fewer numbers of people would be 

categorized as ’disabled’. According to the social model, disability is the outcome of the 

interactions of persons and their environment and is therefore neither person nor 

environment specific (Hurst, 2003; Smart, 2005). According to this model determination 

of eligibility for disability pension should bring to perspective the negative effects of the 

environment in which the person lives. 

 

More recently the focus has shifted to the bio-psychosocial model which incorporates 

the useful aspects of both the medical and social models (Peterson & Elliott, 2008). The 

bio-psychosocial model integrates diagnostic medical information with psychosocial 

aspects of life, such as personality traits, coping abilities, stress, and social support 

(Elliott, Kurylo & Rivera, 2002). This model has influenced the evolving of the WHO’s 

International Classification of Impairments, Disabilities and Handicaps (ICIDH) into the 

current International Classification of Functioning, Disability and Health(ICF) (WHO, 

2001; Mpofu & Oakland,2010). The ICF requires that an individual’s appraisals of 

environmental assets and liabilities, personal body functions, and his/ her ability to 

participate in desired personal and social activities, are considered along with 

professional classification of functioning, disability, and health (Peterson & Threats, 

2005; WHO, 2001). The bio-psychosocial model definition of disability provides a 

framework for a more objective and holistic assessment for determining eligibility for 

disability pension. 
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Combining aspects of the three models, Zheng et al., (2011) summarize the dimensions 

of disability by defining it  as one or more abnormalities in anatomical structure or the 

loss of a particular organ or function (either physical or psychological) affecting a 

person’s ability to carry out a normal activity and to participate fully in study, work, 

community and social life. Furthermore, disability can lead to limited access to 

education, health care and rehabilitation services, to the detriment of people with 

disabilities, their families and local communities, health-care systems and social security 

systems. 

 

2.2.2  The International Classification of Functioning Disability and Health (ICF) 

The ICF describes disability as an umbrella term for impairments, activity limitations 

and participation restrictions (WHO, 2001). Impairments are problems in body function 

or structure, such as a significant deviation or loss. For example, paralysis or blindness 

would be considered as being impaired. Activity limitations are difficulties an 

individual may have in executing activities: walking or eating, for example. 

Participation restrictions are problems an individual may experience during 

involvement in life situations. For example, facing discrimination in employment or 

public transport services due to the individual’s specific impairment. Disability refers to 

difficulties encountered in any or all three areas of functioning mentioned above. In the 

ICF disability and functioning are viewed as outcomes of interactions between health 

conditions (diseases, disorders and injuries) and contextual factors. In the latter there are 

external environmental factors (for example, social attitudes, architectural 
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characteristics, legal and social structures, as well as climate and terrain) and there are 

also internal personal factors. These  include gender, age, coping styles, social 

background, education, profession, past and current experience, overall behaviour 

pattern, character and other factors that influence how disability is experienced by the 

individual (WHO, 2001). 

 

The interaction of an individual’s health condition with contextual factors, 

environmental and personal factors determines whether a person is classified as 

‘disabled’. Figure 2.1 illustrates the interaction between the ICF components. 

 

 

 

 

 

 

 

Figure 2.1  The interactions between the components of the International 

Classification of Functioning Disability and Health (ICF) (WHO, 2001) 

 Body functions refer to physiological functions of body systems (including 

psychological functions). 
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 Body structures refer to anatomical parts of the body such as organs, limbs 

and their components. 

 Activity refers to the execution of a task or action by an individual. 

 Participation refers to involvement in a life situation. 

 

2.3  DISABILITY AND POVERTY 

Although defining disability is complicated and controvesial, the relationship between 

disability and poverty is commonly accepted. The previously mentioned vicious 

poverty-disability cycle (see p.3) results in a situation where people with disabilities are 

amongst the poorest of the poor (Yeo & Moore, 2003). In reality not all people with 

disabilities are poor. Apart from direct costs of disability, such as payment of medical 

bills or assistive devices, disability can place a constraint on an individual’s capacity to 

earn a living through reduced ability to work or inaccessibility of work environments 

and employment discrimination (Mitra, 2005).  

 

A study done in the United Kingdom (UK) by Zaidi and Burchardt (2003) reflect that 

extra costs of disability are substantial and that these costs rise with the severity of 

disability. The previously mentioned authors also established that a household with a 

chronically ill individual needs 40.0% more income to reach the income level of a 

healthy reference household. These findings are supported by Chowdhury (2005) who 

reported that a dependent with severe impairments is three times more expensive to take 

care of than someone without disability. In rural India it was reported that the direct cost 



23 

 

of a chronic illness or impairment, in terms of equipment and treatment, averaged three 

months of a person’s income (Erb & Harris-White, 2001). Furthermore, in developing 

countries people with disabilities are usually considered to be the responsibility of their 

families (Elwan, 1999). Thus family members take the role of full time caregivers and 

they are then unable to take up employment opportunities, resulting in loss of income. 

 

2.4 DISABILITY PENSION 

In light of the previously highlighted evidence on the association between disability and 

poverty, social assistance to people with disabilities is fundamental. Social protection is 

both a human right and an empowerment agenda among the African Union member 

states including Namibia (African Union, 2006). Social assistance to people with 

disabilities can include financial assistance, in-kind transfers and vouchers or fee 

waivers for selected services. However, the information available suggests that the 

majority of regular and predictable transfer schemes for people with disabilities are 

cash-based (Gooding & Marriott, 2007). The disability pension is part of the 

government’s disability targeted safety net program to protect people with disabilities 

against chronic incapacity to earn a living (Mitra, 2005). In Namibia the National 

Pensions Act 10 of 1992, and the National Policy on Disability of 1997, provide the 

legal direction on the general administration of the disability pension. The disability 

pension is a public funded cash transfer for people who are unable to work due to 

disability. 
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Several countries have disability pension schemes specifically for persons with 

disabilities. The monthly amounts paid to people with disabilities vary from country to 

country. For example, amounts reported in 2009 converted to US dollars were as 

follows: Lesotho US$16.60, Bangladesh US$3, Brazil US$125, South Africa US$92, 

Mozambique US$1.14 and Namibia US$58.44 (Gooding & Marriott, 2009).   

 

The annual cost of a disability pension in Namibia has increased over six fold; from 

N$23.2 million in 1998 to over N$150 million in 2010 as per calculation using the 

current number of disability pension recipients as reported by officials in the Ministry of 

Labour and Social Welfare according to monthly payment printouts (K. Strauss, 

personal communication 23 October 2011; Subbarao, 1998). The increase has been 

attributed both to the raise in individual monthly payment amount and the increased 

number of applicants as a result of increased societal awareness on the availability of the 

disability pension over the years.  

 

Some within the disability movement feel that the disability pension is associated with 

‘welfarist’ attitudes towards people with disabilities. They argue that it is important to 

provide skills and jobs rather than a disability pension (Swartz & Schneider, 2006). 

Contrary to the latter statement, others in the disability sector stress that the disability 

pension should not be viewed as creating dependency, but rather as enabling 

development by providing economic empowerment for overcoming many of the barriers 
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faced by persons with disabilities, and thus equalising  opportunities (Guthrie et al., 

2001).  

 

The disability pension has a poverty reduction effect (Levine, Van der Berg &Yu, 2009; 

Loeb, Eide, Jelsma, Toni & Maart, 2008). In support of the latter statement the poverty 

reduction effect of the disability pension in Namibia has been found to be effective in 

reducing more severe forms of poverty (Levine et al., 2009). One rationale for providing 

disability pension to people with disabilities as a poverty reduction measure is to support 

them to meet the previously mentioned extra financial costs associated with having a 

disability. Another rationale is to provide a form of income replacement for people with 

disabilities who are frequently excluded from employment (Whitworth, Wright & 

Noble, 2006). 

 

From the researcher’s point of view the disability pension is an essential source of 

income especially to those who do not have any other source of stable income. However, 

the disability pension should not be regarded as the only approach to assist people with 

disabilities. It is crucial for people with disabilities to also be empowered with 

appropriate knowledge, skills and environments in order for them to maximise their 

potential in economic productivity and general socio-economic development of their 

own communities.  
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In Namibia the disability pension program is the only social grant program for the 

working age population who cannot work due to disability. This pension does not 

require any prior contributions by the recipients whereas contributions are required for 

disability social security or insurance schemes. All disability pension recipients get the 

same financial compensation in Namibian dollars. Unlike in developed countries’ 

disability programs, the Namibian disability pension does not offer services, or 

incentives for its beneficiaries to return to work or obtain some form of income 

generation occupation (Mitra, 2009). This scenario may cultivate a culture of 

dependency and learned helplessness among people with disabilities. Alternatively, 

provision of a disability pension should be linked to some form of sustainable income 

generation: for example, protected employment, vocational rehabilitation or income 

generating projects for people with disabilities. The disability pension is often the main 

source of income and sometimes the only one for the recipients and members of their 

households (de Paoli, Gronningsaeter & Mills, 2010). 

 

Some countries that provide disability pensions have scaled amounts depending on the 

severity of disability. Australia and South Africa make use of a two-tier system in which 

the amount paid to beneficiaries depends on the severity of their conditions. Disability 

pension recipients with severe disabilities receive higher amounts than those with 

moderate disabilities or chronic illnesses which require care but not permanent home 

care (Guthrie et al., 2001). Currently Namibia offers a flat rate for disability pensions 

despite differences in severity of disability among recipients.  



27 

 

A scale of benefits depending on the need could be introduced in light of evidence. For 

example, the amount spent on monthly medical expenses for the recipients of disability 

grants in South Africa varies from R7.00 to R1000.00, the amount on extra care from 

R19.00 to R780.00, the amount on therapy or treatment from R1 to R500.00,and the 

amount on other expenses from R10.00 to R800.00 (de Koker, Waal & Vorster, 2006). 

These different needs mean different levels of income are required by people with 

disabilities to meet their disability-associated monthly expenses. In Namibia free health 

care services are provided in public health facilities for people with disabilities. 

However, people with disabilities have to pay for transport to/from their homes and the 

health facilities. Furthermore, if there is need for home care they have to pay the 

caregiver. 

 

2.4.1  Introduction of the disability pension in Namibia 

Non-contributory state pensions for the elderly, and people with disabilities, were 

introduced in South Africa in 1928 (Sagner, 2000).  These pensions were introduced to 

Namibia (the former South West Africa) in 1949 under the colonial rule of South Africa; 

only Whites were eligible during these early years. In 1965 Coloureds also began to 

receive pensions and Blacks commenced receiving pensions only in 1973 (Devereux, 

2001).  

 

During the pre-independence era from South Africa the pension system was both 

discriminatory and regressive; the poorer ethnic groups received a lower pension than 
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the wealthier ethnic groups. Table 2.1 shows the social pension payment schedule for 

Namibia in 1990 at independence for both old age and disability pension. It shows that 

the highest monthly amount was R382.00 for Whites and the least was R55.00 for the 

Owambo, Kavango and Caprivi ethnic groups. 

 

Table 2.1 The social pension payment schedule for Namibia in 1990 

Ethnic group Pension per month 

1R = 1N$ 

Percentage of White 

White R382 100% 

Coloured R192 50% 

Rehoboth “Baster” R150 39% 

Tswana R100 26% 

Damara R75 20% 

Herero, Nama R65 17% 

Owambo, Kavango, Caprivi R55 14% 

Source: (Devereux, 2001) 

 

In 1990, upon achieving independence from South Africa’s colonial rule, the new 

government of Namibia passed The National Pension Act of 1992. This meant a policy 

direction shift aimed at equalizing pensions across ethnic groups and removing 

discriminatory laws and practices (Government of the Republic of Namibia, 1992a, 

1992b). By 1994 all racial disparities in payments of pensions were eliminated when a 

standard rate was imposed by the government (Devereux, 2001). 

 

The National Pensions Act of 1992 also allowed for the possibility of means testing to 

be introduced. However, no attempts were made to act on this provision for several 

years. In 1997 the government’s integrated poverty reduction strategy recommended the 
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introduction of a means test in order to reduce inequality as well as poverty 

(Government of the Republic of Namibia, 1997b). The National Poverty Reduction 

Action Program reiterated the need for a simplified means test that would  ensure that 

those people most in need get the financial support (Government of the Republic of 

Namibia, 2002). 

 

In 1998 the Department of Social Services drafted an amendment to the National 

Pensions Act of 1992. The amendment was aimed at introducing a means test in order 

that those persons, who received more than one pension and, those with other assets, 

should not be eligible for the pension (Government of the Republic of Namibia, 1998). 

There was neither disagreement nor agreement over the principle of introducing means 

testing. However, the parliamentarians disagreed on the mechanism for means testing. 

The draft amendment to the act was submitted to parliament during 1998 but was 

withdrawn by the Department of Social Services before being read and debated 

(Devereux, 2001). According to the director of Social Services, the major reason was the 

realisation that only a small number of pension recipients were not in poverty. The 

majority of recipients were already in poverty thus the administration of a means test 

that targeted to eliminate a very small group of people would not be cost-effective (B. 

Katjuongua, personal communication 21 December 2011). 

 

The act defines disability pension as a non-contributory pension that provides a monthly 

income to Namibian citizens or permanent residents between the age of 16 and 60 years 
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who are unable to adequately provide for their own maintenance due to their physical or 

mental disability. Children below the age 16 years with disabilities apply for the child 

maintenance grants through the Ministry of Gender and Child Welfare; for people above 

60 years the disability pension is automatically converted to a universal old age pension. 

People who are suffering from alcoholism or drug addiction, those who refuse treatment, 

and those who are obtaining long term care as in-patients in a state treatment facility are 

not eligible for the disability pension (Government of the Republic of Namibia, 1992b).  

 

2.4.2 Disability pension assessment tools 

In Namibia the medical report for disability pension is the official communication of the 

Ministry of Health and Social Services to the Ministry of Labour and Social Welfare 

certifying whether a disability pension applicant is eligible. This report provides the 

demographic details of the applicant and the results of the medical examination. Medical 

practitioners are responsible for completing this form. When completing the medical 

report for disability pension, medical practitioners are required to record factors about 

the applicant such as: gender; highest educational level; previous occupation; body 

system affected; diagnosis; cause of disability; duration of disability; percentage of 

disability; progression of disability; possible interventions to restore applicant’s 

function; functioning capacity with respect to work; work settings suitable for the 

applicant; ability of applicant to adequately provide for own maintenance and effects of 

disability on life expectancy. In addition, some records can be attached to the medical 
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report for disability pension. For example, reports from allied health professionals such 

as occupational therapists/social workers/ audiologists. 

 

Other countries have standardized assessment tools for determining eligibility for 

disability benefits.  In the UK the personal capacity assessment tool has 14 categories: 

walking; sitting, lifting and carrying; speech; continence; walking up and down stairs; 

rising from sitting; manual dexterity; vision; remaining conscious without having 

epileptic or similar seizures during awake hours;  standing; bending and kneeling; 

reaching; and hearing (Zeitzer, 2002). In this UK assessment the applicant is scored 

against the abovementioned physical and mental activities. A set threshold score is used 

to determine eligibility for disability pension.  

 

Australia has adopted the ICF for use in assessing disability. An adult is defined as 

‘disabled’ if determined so by the Adult Disability Assessment Tool (ADAT). This tool 

defines what encompasses moderate, severe, and profound disability (Guthrie et al., 

2001). Firstly, the tool has a claimant questionnaire which gathers information on how 

well an individual manages his/her daily life. Secondly, a professional questionnaire is 

used as an objective assessment of execution of personal activities of daily living, such 

as grooming, feeding and bathing. The responses are coded and each has a score. To 

determine eligibility for disability pension the scores are totaled and compared to a set 

threshold score. Furthermore, there is a list of chronic illnesses covering all illnesses that 

qualify for assistance. Such an approach could be relevant in Namibia once the illnesses 
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considered to deserve disability pension have been determined. South Africa has 

initiated the process of developing uniform, simplified and more effective assessment 

procedures with regard to grants for people with physical, mental and sensory 

disabilities (Guthrie et al., 2001). 

 

2.5 THE PROCESS OF OBTAINING DISABILITY PENSION IN THE 

KHOMAS REGION 

Potential applicants, who either have a disability, or the caregiver for a person with 

disability, obtain information about the disability pension from community members, 

health workers or the media. Having obtained the information a potential applicant then 

makes a decision to apply. A medical report form for disability pension can be obtained 

from pension officers in the Ministry of Labour and Social Welfare or from the social 

workers in MoHSS. The person with a disability would then go, or be taken, to the 

nearest state health facility where there is a state medical practitioner in order to be 

assessed in terms of the prescribed medical report.  

 

In the Khomas Region disability pension applications can be done at the Katutura Health 

Centre, the Katutura Intermediate Hospital and the Windhoek Central Hospital. Only 

those who reside in the region are allowed to apply for disability pension in the Khomas 

Region. Medical practitioners in each department, for example, psychiatry, surgery, or 

ophthalmology, independently assess and evaluate applicants and complete the medical 

report for disability pension in their respective departments. Completed medical reports 
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include the respective medical practitioners’ recommendations to either approve or 

reject the application.  

 

These completed reports are then forwarded to the CMO based at the Khomas Regional 

Health Directorate offices. The CMO has been delegated by the Permanent Secretary of 

Health and Social Services to make a final decision on the eligibility for disability 

pension (Government of the Republic of Namibia, 1992b). The CMO does not 

physically examine the applicant but analyses the completed application and makes a 

decision on the eligibility of the applicant for disability pension based on the 

information supplied in the medical report for disability pension. If the CMO cannot 

make a decision using the provided information he/she can send the application  back to 

the medical practitioner for  reassessment of the applicant or request to be furnished with 

more information  in order to make a decision.  

 

The CMO can either approve or reject an application. Approval can be temporary or 

permanent. A temporary disability pension can be granted for one year up to five years. 

At the end of the period an applicant has to reapply for the disability pension. A 

permanent disability pension is intended to last until a person enters the old age pension 

program. In this study the decisions of the CMO are divided into two outcome 

categories: approved and rejected. This means that in this study all approved 

applications, despite the differences in duration, are classified as approved. All 

applications that were rejected fall into the other outcome category. 
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The CMO then sends all applications to the pension officers in the Ministry of Labour 

and Social Welfare. The rejected applications are archived and all of the approved 

applications are processed for payment. The data gathering system, in the Ministry of 

Labour and Social Welfare, clusters the records according to pay points. This often 

presents technical complexities in retrieval of data on trends of disability pension over 

specified time periods. 

 

The 1991 statistics from the National Housing and Population Census reflect that people 

with disabilities constituted 3.0% of the population (Government of the Republic of 

Namibia, 1991). In 1995 only 25.0% of people with disabilities in Namibia were 

recipients of the disability pension (Subbarao, 1998). The 2001 National Housing and 

Population Census revealed that people with disabilities in Namibia had increased to 

5.0% of the population (Government of the Republic of Namibia, 2003).  In 2002 a large 

household survey revealed that the proportion of people with disabilities receiving 

disability pension stayed fairly constant at 26.0% (Loeb et al., 2008). In South Africa, 

where means testing is used to determine eligibility for disability pension, 43.0% of all 

people eligible for disability pension in 2002 were actually receiving the disability 

pension (van der Westhuizen & van Zyl, 2002).  

 

Considering that the disability pension in Namibia is not means tested, the previously 

mentioned disability pension percentage coverage of 26.0% is regarded to be very low. 

Such low percentage coverage of disability pension has been attributed to complex, 
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time-consuming and costly bureaucratic administrative processes. In addition, low 

public awareness of entitlements, and the limited spread of service delivery points to the 

potential beneficiaries, also contributes to the lower disability pension coverage 

(Gooding & Marriott, 2007). It is also evident that in some developing countries over 

60.0% of people with disabilities are unaware of the existence of disability pension in 

their country (World Bank, 2007). 

 

During the period of this study in Namibia the disability pension was paid on a flat rate 

monthly amount of N$500.00 (about US$63.00) is paid to each approved disability 

pension applicant. According to the officer responsible for statistics in the Ministry of 

Labour and Social Welfare by end of September 2011 there were 25 647 people on 

disability pension in Namibia. This translates to a total monthly amount of N$ 

12,823,500.00 that is spent on disability pension by the government (K. Strauss, 

personal communication   23 October 2011).  

 

Coverage of the target population for the disability pension is difficult to accurately 

measure and as such the 26.0% disability pension coverage for Namibia may not be 

accurate. This is because information on the number of beneficiaries as a proportion of 

the total number of those eligible is difficult to credibly determine using housing and 

population census data because such statistics have been collected using different 

measures to those used for determining eligibility for disability pension (Community 

Agency for Social Enquiry [CASE], 2005).  
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In Namibia payments of pension payments can be electronically done through a bank or 

post office, posted by cheque to recipients’ homes, or paid in cash from vehicles fitted 

with cash dispensing machines. Disability pension recipients are issued a smart card that 

includes biometric data. No beneficiary should have to travel more than 10 kilometres to 

reach a pay-out point (International Monetary Fund, 2006).  

 

2.6 APPROACHES FOR DETERMINING ELIGIBILITY FOR DISABILITY 

PENSION 

Governments typically have three goals with respect to their disability programs. Firstly 

to provide economic security of persons with disabilities, secondly to encourage work 

among persons with disabilities, and thirdly to keep government costs low (Honeycutt & 

Mitra, 2005). To reach these goals there is a need for implementation of procedures and 

processes to ensure that those entitled for disability pension are not deprived of their 

right to social protection while on the other hand controlling unnecessary payment of 

government’s funds to those who are not eligible and are capable to work and earn a 

living. 

 

The determination of eligibility for disability pension is a challenging area for most 

medical practitioners (Govender, 2009; Overland, Overland, Johansen & Mykletun, 

2008). To determine eligibility for disability pension requires the need to first ascertain 

the presence of a disability. Ascertaining disability can be extremely complex and 

includes facing ideological, technical and administrative challenges, such as deciding on 
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an acceptable definition of disability (Gooding & Marriott, 2007). Disability is an 

evolving term that remains difficult to define let alone measuring it (WHO, 2011). The 

question a disability assessment has to answer is individual and categorical: “Does this 

person qualify for a disability pension or not?”  Since disability is contextual, and 

fluctuates according to social and environmental conditions, makes it difficult to make a 

decision, to approve or reject an application (Swartz & Schneider, 2006). 

 

Persons with disabilities form a very heterogeneous group and the challenge of 

determining eligibility for disability pension can be particularly acute in the case of 

invisible impairments, such as lower back pain, or episodic ones, such as certain mental 

illnesses (Gooding & Marriott, 2007). As a consequence a disability assessment is 

inherently prone to classification errors with some persons who are not ‘disabled’ 

receiving disability pensions  (inclusion error) while others who are rejected are truly 

‘disabled’ (exclusion error) (Mitra, 2010). It is important to note that inclusion errors 

can be as a result of the subjective nature of disability assessments as well as fraud in 

some situations (Zeitzer, 2002). 

 

In practice it is very difficult to determine whether or not a person is able to work as is 

the aim of assessment of eligibility for disability pension. Research, that examines the 

targeting effectiveness of disability programs, was done almost exclusively in developed 

countries (Benitez-Silva, Buchinsky & Rust, 2004; Mitra, 2010). Since disability is an 

umbrella term for impairments, activities and participation restrictions, determination of 
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eligibility for a disability pension can be done using different approaches: a medically 

based universal approach, a means testing approach, and assessment panels. 

 

2.6.1  Medically based universal approach 

The medically based universal approach evaluates a person’s limitations as defined by 

the medical condition (Kroskstad, Magnus, Skrondal & Westin, 2004). Medical 

practitioners are principally responsible for recommending whether or not an applicant 

is eligible for disability pension (Govender, 2009; Kroskstad et al., 2004; Kroskstad, 

Johnsen & Westin, 2002). Logically applicants for disability pension with medical 

conditions regarded as severe and long term have a greater probability of being eligible 

for disability pension. An applicant becomes eligible for the disability pension without 

any further non-medical evaluation when this approach is used based on the reports of 

medical practitioners in terms of them confirming the presence of anatomical or 

functional limitations. The disability pension provided on this basis is universal in that 

everyone who is certified as having a disabling condition is eligible for the disability 

pension despite their economic wellbeing (Gooding & Marriott, 2007; Willmore, 2001). 

 

Medical practitioners who assess disability pension applicants may refer the applicants 

for further assessment by other health professionals, such as occupational therapists, 

physiotherapists, social workers, behavioural scientists or specialists with specific 

competence to improve assessments (Jarvholm & Olofsson, 2002). When the assessment 

is finalized the medical report for disability pension, with recommendations, is either 
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forwarded to the next level for final approval or is forwarded to authorities responsible 

for processing the payments depending with the country’s regulations. 

 

In situations where medical practitioners complete a medical certificate/report for 

disability pension and forward it for final approval by a CMO or medical board, there 

are higher chances of the medical practitioners’ recommendations being accepted 

(Jorvholm & Olofsson, 2002). This statement is supported by Ydreborg et al., (2007) 

who reported that the  up to 90.0%  of  judgments in the social insurance board follow 

the recommendations of the medical practitioner who completed the medical certificate. 

Such decisions are based on assessment of an  applicant's reduced work capacity due to 

medical reasons,  and the judgement is based on a medical certificate and 

recommendations thereof  (The National Insurance Board, 2002). Thus 

recommendations on the medical report for disability pension sent to the CMO for final 

approval are of great importance. This implies that the state’s medical practitioners have 

a major function in completing medical reports for disability pension since they are 

required to provide details of diagnoses and treatment, functional limitations, possible 

further interventions, prognosis, and, finally, whether the applicant will be able to work 

or not (Soderberg & Alexanderson, 2005).  

 

It is difficult for medical practitioners to give a specific diagnosis and it is more difficult 

to determine prognosis about recovery and future work capacity when disability pension 

applicants somatise their mental symptoms and/or when health problems and symptoms 
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are vague (Hussey, Hoddinott, Wilson, Dowell & Barbour, 2004; Overland et al., 2008). 

Applications from persons who have neuro-psychiatric conditions are more time-

consuming and often demand an extended assessment to obtain clarification of their 

medical status (Mitra, 2005). Complicated medical problems, high unemployment rates 

and poverty; language difficulties and cultural differences, may complicate the 

assessments and make it difficult for medical practitioners to decide on eligibility for 

disability pension (Ydreborg et al., 2007). To contextualize this statement, language 

difficulties, and cultural differences in particular, could be common because Namibia 

has many expatriate medical practitioners. 

Tremendous variations in disability ratings can be found when the same set of patients is 

assessed by different medical practitioners (Lax, Manetti & Klein, 2004; Wolfson, 

Doctor & Burns 2000). To decrease such variation the United States Social Security 

Administration (SSA) planned to develop functional standardized assessment tools that 

accurately measure an individual’s functional abilities and that are universally accepted 

by the public, the advocacy community, and health-care professionals (Spanjer et al., 

2010). Guidelines and protocols might further narrow the differences in assessment 

among medical practitioners (Streiner & Norman, 1995). 

 

In the absence of standard procedures and criteria the state medical practitioners are the 

weakest link in determining eligibility for disability pension (Overland et al., 2008). 

This is because medical practitioners are often torn between the desires to relieve 

suffering among their patients and the responsibility to control state benefit payouts. 
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Medical practitioners end up awarding disability pension to those who would otherwise 

not be eligible (Hussey et al., 2004). The role of medical practitioners’ in state health 

facilities implies finding a balance between advocating for the applicant’s expectations 

to receive the disability pension and their health needs, and acting as a ’gatekeeper’ on 

behalf of the state by restricting unwarranted access to this public benefit-scheme 

(Overland et al., 2008). The execution of this function is difficult when specific factors 

used to determine eligibility for disability pension are unknown, as is the current 

situation in Namibia. 

 

In a South African study on HIV/AIDS, disability grant and antiretroviral treatment 

adherence, many medical practitioners stated that there were no clear national guidelines 

concerning eligibility for the disability pension (de Paoli et al., 2010). From one 

perspective this gave them some flexibility in evaluating disability pension eligibility 

whereas from another perspective it also increased the pressure on them to make a 

decision that might be unethical. This can be illustrated by the following quotations from 

some of the medical practitioners who were interviewed in the South African study:  one 

medical practitioner said: “The most difficult thing about being a doctor is that you have 

to write disability grants. It is like you are God. You just have to look at the person’s 

face and decide about whether they qualify or not” (de Paoli et al., 2010, p. 17). This 

indicates that a decision to approve disability pension may be very subjective in the 

absence of well defined criteria.  
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Another medical practitioner said: “I always enquire about their employment. If they are 

employed, and their general health condition is good, I do not offer disability grant. In 

cases where there is no income through employment, I offer disability grant” (de Paoli et 

al., 2010, p. 17). This indicates to some extent the socio-economic status of a disability 

applicant can be considered to determine eligibility for disability pension. The same 

action may be interpreted as if the extra costs faced by people with disabilities are not 

considered when determining eligibility for disability pension.  

 

In a similar study on sickness certification in the UK general practitioners described 

conflict of interest surrounding determination of eligibility for sick pay. One general 

practitioner said: “I consider my relationship with a patient possibly more important than 

being that government officer that says you shall get no sick pay because you are fit for 

work” (Hussey et al., 2004; p.3). In the absence of established criteria there can be bias 

among medical practitioners in determining eligibility for disability pension. In a South 

African survey, regarding social grants capability, the results reflected that senior social 

security officials expressed concerns on the implementation of the disability pension 

program because of difficulties in conducting medical assessments (van der Westhuizen 

& van Zyl, 2002).  

 

Most medical practitioners receive little or no training in the process of conducting 

assessments for disability pension (Mitra, 2010). With shortages of such practitioners, it 

is a challenge to the health systems to provide disability assessments thereby reducing 
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accessibility of disability pension to people with disabilities (Thomas, 2005). 

Furthermore, where health resources are limited medical practitioners may feel resentful 

if expected to do other tasks hence could try to avoid work which they see as more 

administrative, such as assessments for grants rather than the clinical work for which 

they were trained (Watermeyer, Swartz, Lorenzo, Schneider & Priestly, 2006). 

 

Medeiros, Diniz and Squinca (2006) note that the ambiguities in defining who has a 

disability indicate that the disability application forms designed to guide the examination 

process are considered by many clinical teams as being  inefficient. In addition, many 

doctors who are working as assessors have not received specific training for the 

assessment hence generate a risk that the disability targeting system may lack uniformity 

(Govender, 2009). As a result medical practitioners end up giving secondary importance 

to the application forms and the legal definitions of disability and tend to use their 

discretion to determine eligibility for disability pension (Watermeyer et al., 2006). 

 

Equating an anatomical or functional limitation with inability to work or earn a living, 

may not be the case depending on many other aspects, such as the applicant's age, 

education, income, previous work experience, and skills (Zeitzer, 2002 ). Assessments 

of capacity to work is particularly challenging for medical practitioners given that 

barriers preventing people with disabilities from working are complex (Ydreborg et al., 

2007). The barriers include inaccessible physical environments and negative attitudes 

and discrimination of society. Other barriers to employment, such as low self-esteem, a 
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lack of social, technical and practical skills, and low educational attainment, might also 

need to be considered when determining eligibility for disability pension (Gooding & 

Marriott, 2007; Mitra, 2005).  

 

It is also notable that very few human beings are not biologically capable of doing some 

kind of work and most people with severe physical and intellectual impairments are 

capable of some form of labour activities (Medeiros et al., 2006). Therefore, defining 

‘inability to work’ requires more of an understanding of the local labour markets than 

just clinical knowledge.  People with the same impairment can have very different 

needs, depending on social, economic, physical and environmental factors, as well as 

support structures and resources available to them (Guthrie et al., 2001). Thus a holistic 

assessment procedure should include all the needs of an applicant and not only the type 

and severity of all types of impairment or illness. 

 

To a greater extent measuring impairment can be more objective compared to other 

socio-economic characteristics (Cocchiarella & Lord, 2001). Clearly articulated medical 

standards and assessments tools, that ascertain disability, can be used by medical 

practitioners trained in assessing disability (Wind, Gouttebarge, Kuijer, Sluiter& Frings-

Dresen, 2009). For accountability and transparency there should be a quality review 

system. For example, medical practitioners should know that a percentage of their 

decisions will be randomly selected and subject to quality reviews by higher level 

authorities so that they must document why they did or did not award benefits. There 
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should also be a heavy reliance on objective findings such as signs, symptoms and 

laboratory findings to back up any decisions made. However, medical standards should 

only be the first level of assessment and further socio-economic assessments should be 

done to obtain a holistic understanding of the applicant before making a decision on 

eligibility for disability pension (Zeitzer, 2002). 

 

Despite some technical challenges that haunt the medical based approach to determine 

eligibility for disability pension it has its strengths and advantages. There is growing 

evidence that cash-transfers that are allocated according to category (for example, old-

age or disability) and then applied universally without means testing are very effective 

in tackling vulnerability (Barrientos & Lloyd-Sherlock, 2002). Universal disability 

pensions are simple to manage and have much lower administrative costs than the 

conflict-ridden means-tested ones (Devereux, 2001; Inter-Regional Inequality Facility, 

2006). 

 

2.6.2  Means testing approach 

Means testing is a way of measuring a person’s income and assets to determine 

eligibility for disability pension (Hussey et al, 2004; Gooding & Marriott, 2007). In its 

purest form this approach implies that a person with a severe disability who has a high 

income will not be eligible for disability pension (Szymendera, 2004). When using 

income based means testing, the value of an applicant’s assets and earnings should not 

exceed a specified amount of money for him/her to be eligible to receive a disability 
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pension (Devereux, 2001; Gooding & Marriott, 2009; Kroskstad et al, 2002; Kroskstad 

et al., 2004). The earnings of spouses are also taken into account when the income based 

test is applied to a married applicant; usually there is a threshold amount for married 

applicants which are higher than the threshold of single applicants (South African Social 

Security Agency [SASSA], 2011). However, the initial evaluation, or part of the 

evaluation, should still be medical to ascertain if the applicant has a disabling condition 

(Zeitzer, 2002). 

 

Some research studies reflect that a diagnosis of a health condition alone does not 

predict service needs, level of care or functional outcomes (Jelsma, Maart, Eide, Toni & 

Loeb, 2008; Kroskstad et al., 2002). The presence of a disease or disorder cannot solely 

be an accurate predictor of being eligible for disability pension, work performance, 

returning to work potential, or likelihood of social integration (WHO, 2001). This is the 

reason why some countries shifted from the universal approach to the means testing 

approach to determine eligibility of applicants for disability pension (Gooding & 

Marriott, 2007; Mitra, 2005).  

 

Mitra’s (2005) study   of several countries providing disability pension revealed that 

Namibia and Kyrgyzstan were the only countries that did not use means testing to 

determine eligibility for disability pension. However, for Namibia the National Pensions 

Act 10 of 1992 makes provision for means testing to be done but there is evidence that it 

has not yet been put into effect (Government of the Republic of Namibia, 1992b). 
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In the United States of America the process of determining eligibility for the 

Supplemental Security Income (SSI) for people with disabilities requires a means test. 

One of the requirements of the five step disability test is that eligible applicants must 

earn less than US$810 per month (Szymendera, 2004). Ireland also offers means tested 

social assistance programs to persons with severe disabilities who require full-time 

home care and caregivers (Guthrie et al., 2001). In Brazil the continuous cash benefit 

program (BCP) is a monthly cash transfer paid to poor individuals with disabilities who 

are unable to work because of disability (Medeiros et al., 2006). The BCP threshold for 

persons to be eligible is a family per capita income of less than 25.0% of the value of 

minimum wage (below US$1/day in December 2005). Family per capita is evaluated by 

means of a questionnaire that gathers information on occupational status of family 

members and the declared income of all sources of each member. However, there is no 

standardized protocol to test the trustworthiness of the declared information but 

verification thereof resides with the social worker conducting the evaluation (Medeiros 

et al., 2006). 

 

In South Africa people with disabilities who meet the requirements of a means test are 

entitled to disability grants. The South African Social Security Agency (SASSA) 

administers the disability grant. To qualify for the disability grant a single person should 

not have assets that exceed R752 400.00 and the joint marital assets of a ‘disabled’ 

married applicant should not exceed R1, 504 800.00. However, the value of a house that 

a person lives in is not taken into account regardless of who it belongs to. For the 
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income threshold, a single person should not earn more than R3 740.00 per month or 

more than  R44 880.00 per year; and a married person’s joint income with his/her spouse 

should not  exceed R89 760.00 per year, or R7 480.00 per month. The assets and income 

of a spouse are taken into account whether they are married in or out of community of 

property (SASSA, 2011).  

 

The decision to limit disability pension to those considered unable to adequately provide 

for their own maintenance on the basis of a means test is controversial. This is because 

means testing for disability pension often focuses on the income of the applicant rather 

than the added expenditures brought by disability (Gooding & Marriott, 2007). 

Difficulties surrounding means tests include: administrative challenges in accurately 

measuring individual or household income; maintaining an accurate database of 

applicants’ income status, and hard moral choices of selecting the poorest in a 

community where poverty is widespread (Devereux, Marshall, MacAskill & Pelham, 

2005).  

 

Some disability organisations argue that the extra costs associated with disability can be 

interpreted to  mean that  disability pension should be provided to all regardless of 

income levels, in order to equalise opportunities (Inter-Regional Inequality Facility, 

2006). The extra costs faced by people with disabilities imply that the general poverty 

line may not be appropriate to judge the poverty status of a person with disability 

(Medeiros et al., 2006; Mohapatra, 2004). If a fixed measure of income is used to assess 
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eligibility for disability pension this could mean that people with disabilities would not 

get the assistance needed to achieve the same outcomes as those who do not have 

disabilities. Therefore, when using this approach it is recommended that consideration 

should be given to the extra financial needs and costs incurred by a person with 

disability. For example, costs incurred for several follow-up hospital visits, home 

adaptations and assistive devices, or even payment of a caregiver (Dube, 2005). 

 

Developing countries generally lack the administrative capacity required to run 

disability targeting cash transfer programs (Mitra, 2005). Means testing requires an 

administrative infrastructure for successful program implementation for the collection of 

adequate information of applicants and for monitoring disability determination decisions 

(Mitra, 2005). Furthermore, means testing is costly, as was noted in the United States of 

America. Disability benefits accounted for only 15.0% of social security’s total benefit 

payments for its old-age and survivors and disability insurance programs,  whereas 

administering the disability benefits accounted for 45.0% of the agency’s annual 

administrative expenses (Old-Age and Survivors Insurance and Disability Insurance 

Trustees, 2004). These administrative costs include those incurred: in the initial 

screening, in  delivering benefits, and in  undertaking periodic assessments to determine 

if applicants are still eligible, since some disabilities may be temporary and income may 

change over time. 
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The administrative requirements associated with means testing are also generally 

thought to be the main barrier to a greater up-take of disability grants among poor rural 

households in South Africa, for example (Samson, MacQuene & van Niekerk, 2006). 

This is because peripheral rural areas in most African countries, including Namibia, 

have the least access to the official identification documents necessary for one to access 

a disability pension. Furthermore, the income test discriminates against households with 

many dependants since the same threshold of earnings is used for small and big families. 

This means that in a very big family each individual utilises far less income compared to 

a smaller family with the same income (Samson et al., 2006). As a result the nature of 

this means test has been described as controversial, complex, and demanding huge 

administrative resources. The total expenses incurred in attempting to implement 

effective means testing cannot be justified; money spent could instead be channelled into 

providing a universal grant to more recipients (Guthrie et al., 2001). 

 

The use of means testing heavily depends on a country’s incidence of disability, 

administrative capacity, and expected administrative costs.  In countries where people 

with disabilities are over represented among the poor, a means test can effectively allow 

poor people with disabilities to access the disability pension (Mitra, 2005). Despite a 

provision in the Namibian National Pensions Act for means testing, it has not been used 

due to foreseen administrative challenges of estimating incomes, especially in rural areas 

given the role subsistence economy and the nature of the extended family (World Bank, 

1995). In view of the high administrative costs and complexities of means testing, some 
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provinces in South Africa have resorted to community-based targeting in the form of 

assessment panels to determine applicants who are eligible for disability grants. 

 

2.6.3  Assessment panel approach 

While means testing by administrators and government officials is complex and costly, 

especially in developing countries, the community may be in a better position than 

program administrators to determine eligibility for disability pension (Simchowitz, 

2004; Swartz & Schneider, 2006). The use of a community assessment panel could 

potentially reduce the complexity and cost of disability targeting (Gooding & Marriott, 

2007). Some provinces in South Africa use assessment panels to determine eligibility for 

disability grants in view of a concern that a district surgeon makes the final decision on 

eligibility without meeting an applicant in person (CASE, 2005). Arguably if the 

assessment panels are adequately trained and monitored, they may well be more capable 

of identifying those most in need of disability pension (Gooding & Marriott, 2007).  

 

The assessment panel may, but is not required to, have medical practitioners as part of 

their composition. Assessment panels may have flexible membership but should include: 

a senior social security official; a rehabilitation therapist; a disability sector or a 

reputable member of the community (for example, a priest), the chief magistrate, or a 

person who is familiar with the community and its circumstances; and a member from 

the medical fraternity, such as a doctor, or specialist doctor, if necessary (Gooding & 
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Marriott, 2007; Mutasa, 2010). The panellists are required to evaluate information and 

determine eligibility for disability pensions.  

 

Since the panellists are members of the same community as that of the disability grant 

applicants they (the panellists) are able to observe applicants over a long period of time. 

The panellists are therefore more competent to detect ‘invisible’ disabilities compared to 

medical practitioners who undertake a quick assessment. A mixed panel of 

representatives benefits from the diverse experience and insights of the different 

professional and community backgrounds of the panel members. Arguably, this method 

offers applicants a fairer and more reliable service while reducing corruption (Swartz & 

Schneider, 2006). In addition this approach may allow for the use of locally relevant, 

appropriate, and transparent definitions of disability which may differ from those in 

western medical models (Erb & Harris-White, 2002).  

 

The introduction of assessment panels was perceived as a move closer to the social 

model approach which takes into account environmental and social barriers faced by 

people with disabilities. However, this more flexible and context-specific process has its 

own challenges (Mitra, 2005). In some provinces there is considerable variation in 

practices of assessment panels when awarding disability grants which brings to the fore 

questions on equity (Simchowitz, 2004). Furthermore, there are no detailed uniform 

criteria for assessment, leading to uncertainty and variability between individuals in the 

eligibility criteria and interpretation thereof.  
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In some cases an assessment panel fails to include medical or rehabilitation staff yet a 

medical evaluation is an essential baseline for determining eligibility for disability 

pension (Zeitzer, 2002). Without any medical baseline, the system becomes subject to 

political and financial corruption and perceived as unfair and subjective. The result is 

reported to be a loss of control, the absence of a consistent set of rules for assessment 

and a high degree of subjectivity (Steele, 2006; Swartz & Schneider 2006; Whitworth et 

al., 2006). 

 

 Furthermore, assessment panels based on cultural norms can be discriminatory 

depending on some cultural practices and stigma (Howell, 2001). Community-based 

targeting that pertains to disability is unlikely to work in communities where persons 

with disabilities are socially excluded (Mitra, 2005). Many people want their medical 

status to be private thus the effectiveness of using the assessment panel approach could 

be limited if, for example, the panel included their neighbours.  

 

2.7 FACTORS ASSOCIATED WITH DETERMINING ELIGIBILITY FOR 

DISABILITY PENSION 

Clarity on the factors that differentiate between approval and rejection for disability 

pension promotes transparency and fairness on the part of medical practitioners or 

administrators involved in assessments for disability pension (Gooding & Marriott, 

2007). This is also vital to protect against abuse of the disability pension facility by non-

qualifying applicants. Several factors, such as age, gender, poverty and unemployment, 
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educational level, previous occupation, social class, body system affected, percentage of 

disability and functional abilities, can be considered when using the previously 

discussed approaches for determining eligibility for disability pension. 

 

Old age has been documented in developed countries as a factor associated with 

approval of disability pension. Presumably this is due to the association of old age and 

chronic medical conditions and reduced chances of finding employment especially 

between the age of 50 and 60 years (Govender, 2009; Kivimaki et al., 2007; Mitra, 

2010). These findings correspond with disability trends in developed countries where 

age is closely and positively associated with disability (Eide et al., 2003). However, in 

Southern Africa (including Namibia) there is a relatively even distribution of disabilities 

across age categories (Eide, Loeb, Van Rooy & Fuller, 2001). This phenomenon may 

give a different association between age and disability pension eligibility. 

 

Literature on the association between gender and eligibility for disability pension show 

mixed results. In some countries females have higher chances of receiving disability 

pension while in other countries males have statistically greater risk for receiving 

disability pension. Kavimaki et al. (2007) found the risk for disability pension to be 

higher in women compared to men in Norway. Furthermore, Borg (2001) also found the 

relative risk of being granted disability pension higher among females compared to 

males: 27.0% of female applicants were approved for disability pension while only 

14.0% of male applicants were approved.  
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A study on the predictors of disability pension among Danish men and women revealed 

that there was a higher disability pension rate among women compared to men 

(Albertsen, Lund, Christensen, Kristensen & Villadsen, 2007). However, some studies in 

developing countries show that males and females are equally likely to be on disability 

pension (Mitra, 2010). The percentage distribution of people with disabilities in Namibia 

is almost equal between males and females: males =50.6% and females =49.4% 

(Government of the Republic of Namibia, 2003). However, no studies have been done to 

find the association between gender and approval/ rejection for disability pension in 

Namibia. 

 

Poverty and unemployment have been identified as important factors for people to 

apply for disability pension. It is known that people of low socioeconomic status have 

worse health status and higher health care requirements than people of high 

socioeconomic status because of many diseases associated with poverty (Beckman, 

Hakansson, Rastam, Lithman & Merlo, 2006). Therefore, they have a higher probability 

of having disability and eventually being in need of a disability pension (Kroskstad et 

al., 2002; Jelsma et al., 2008). The disability pension has been documented as more 

prevalent in low socioeconomic groups and among the unemployed (Albertsen et al., 

2007).  

 

A study done in South Africa reveals that many disability pension applicants displayed 

no medical condition or disability; instead they only had financial needs (Govender, 
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2009). However, when all of the participants were asked directly they mentioned a 

medical condition as the reason to apply for disability pension even though the medical 

practitioners could not find proof of the existence of such medical conditions or 

impairments. Destitute people tend to explore a wide variety of means of survival; 

application for disability pension is one of the options (Aliber, 2001).  

 

Generally low education levels are associated with receiving disability pension. In 

terms of this study educational levels are divided into five levels: those who have never 

attended school; those who ended their education at primary school level, junior and 

secondary school levels, respectively; and those who attended tertiary education 

institutions, such as a college or university. Level of education has remained a predictor 

of disability pension, the particular attenuator in this association being a low intelligence 

quotient (IQ) level (Johansson, Leijon, Falkstedt, Farah & Hemmingsson, 2011). 

Disability pension recipients were found substantially less educated and three times 

more likely to be illiterate compared to non-recipients of disability pension (Mitra, 

2010). Bruusgaard, Smeby and Claussen, (2010) found a dramatic increase in the 

prevalence of persons granted disability pension with decreasing years of education 

across all levels of education.  

 

Type of previous occupation has been documented as a factor associated with 

eligibility for disability pension. In terms of this study types of previous occupation are 

divided into four categories: those who have never been employed; those who were in 
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unskilled employment; skilled employment; and professional employment. In their study 

Mansson, Rastam, Eriksson and Israelsson (1998) reflect that the chances of being 

granted disability pension was higher among disability pension applicants who had the 

least skilled previous occupation. The cumulative incidence of disability pension 

according to a previous occupation was higher for unskilled (17.0%), followed by 

semiskilled (11.0%) and 6.0% for professional occupations, respectively. Furthermore, 

the Relative Risk (RR) for being granted a disability pension was 2.5 among the 

unskilled category and 1.6 among the semiskilled and skilled.  Those who had no 

previous occupational history were found to have a higher RR of receiving disability 

pension (Kivimaki et al., 2007).  

 

Former employees in work places with high employee development and supplementary 

training programs have a lower risk of receiving disability pension compared to former 

employees at work places without such programs (Albertsen et al., 2007).  Other 

previous occupation-related factors that have been associated with an increased risk for 

disability pension include: heavy work, work in uncomfortable positions, long working 

hours, noise at work, and repetitive muscle strain. Psychosocial work environmental 

factors include:  mental job strain, non-stimulating work, substantial complexity, low 

decision latitude, high demands, lack of social support from supervisors, and low skill 

discretion (Albertsen et al., 2007). 
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Social class as depicted by the area where the person with disability resides and its 

socioeconomic characteristics also seem to affect an individual's likelihood of 

receiving a disability pension (Johnell et al., 2006). Socioeconomic characteristics 

relevant to this study refer to the disability pension applicants’ earning levels in terms of 

enabling them to provide for their own maintenance.  Low social class has been 

associated with approval for disability pension (Govender, 2009; Kroskstad et al., 2002). 

In their analysis Kroskstad et al. (2004) established that people residing in the 

intermediate and most deprived areas had an increased relative risk of receiving a 

disability pension compared to people residing in more affluent areas. Members of a 

given ethnic group with disabilities tend to identify themselves, and be identified by 

others, on the basis of specific characteristics (Beckman et al., 2006). They share a 

number of economic, social, and cultural characteristics in addition to a common 

geographic origin and language; they exhibit a related probability of receiving disability 

pension. 

 

Injuries, infections and non-communicable diseases have been documented as some of 

the causes of disabilities among disability pension applicants (Kivimaki et al., 2007). 

However, there is lack of literature on the association between the cause of disability 

and the decision to approve or reject disability pension applications. Scarcity of such 

literature could be as a result of greater focus being placed on the effect of the disability 

on a person’s ability to work and earn a living rather than what caused the disability 

(Hussey et al., 2003). 
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In most countries, musculoskeletal conditions and mental disorders are the two 

diagnostic groups that are most often associated with receiving disability pension 

(Kivimaki et al., 2007; Layard, 2006). Back pain diagnoses have been documented as 

recurrent and one of the main diagnoses behind disability pension eligibility (Borg, 

Hensing & Alexanderson, 2004). In developing countries HIV/AIDS significantly 

contributes to inability to work thereby raising the need for disability pension especially 

in settings with inadequate medication and nutrition (de Paoli et al., 2010). In Namibia 

an HIV positive status is no longer a guarantee that one will receive a disability pension 

(Maletsky, 2005). However, the association between HIV/AIDS and determination of 

eligibility for disability pension in practice has not been documented in the Khomas 

Region. 

 

Physical and cognitive functional abilities are assessed to determine eligibility for 

disability pension. These mentioned functional abilities will determine capacity in 

performance of Activities of Daily Living (ADLs) by disability pension applicants. 

However, in some studies results reflect that there is no association between degree of 

difficulty in both physical and cognitive functional domains and the eventual outcome of 

approval or rejection of disability pension (Govender, 2009; Kroskstad et al., 2002). In 

South Africa it has also been found that people receiving disability pension do not 

necessarily have limitation in some physical and/or cognitive functional domains 

(Govender, 2009).  
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The physical and cognitive functional components listed on the Namibian medical report 

for disability pension can be viewed as less comprehensive compared to the functional 

areas that are considered in other countries that have adopted the use of the ICF as a 

guide for the assessment of eligibility for disability pension (Guthrie et al., 2001). The 

ICF gives a wide range of functions and how they can be measured. It also provides and 

defines ADLs that can be assessed with some degree of objectivity. The responses on 

the Namibian disability pension application form  are either ‘yes’ or ‘no’ and  are 

restrictive when assessing physical and/or cognitive functions(Altman & Barnartt, 

2006). Instead, a measurement of difficulty to perform a function can be better 

understood if it is rated as being, for example, mild; moderate; severe or complete 

(WHO, 2001).  

 

Percentage of disability or scoring of impairments can be used to classify or establish 

levels of disability when determining eligibility for disability pension. In some countries 

numerical scores, or points, are used to determine eligibility for disability pension. In 

Australia impairments tables are used and applicants who have impairments of 20 points 

or more are eligible for the disability support pension (Australian Government, 1991). 

 

According to Swedish legislation, people whose work capacity is permanently reduced 

by at least 25.0% as a result of physical or mental illness or impairment are eligible for 

disability pension (The National Insurance Board, 2002). In India,  in order to  qualify 

for a disability certificate a person must have a physical examination by a medical 
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practitioner and be considered ‘disabled’ by at least 40.0% of ‘normal’ physical or 

mental capacity (Whitworth et al., 2006). However, in India there is no clear guidance 

for medical assessors; implementation of the disability test is difficult and subjective. 

There is also evidence suggesting that this widens the space for frequent use of bribes 

within the system as people seek to ensure that their applications are approved 

(Pellissery, 2005; Whitworth et al., 2006). 

 

In Mauritius eligible citizens for disability pension are those who are certified by a 

medical board as either permanently or substantially incapacitated to work by 60.0% of 

expected functional level (Madotyeni, 2000). In some of South Africa’s provinces the 

reports from the district medical officer attempt to reflect the level of disability suffered 

by the individual as a percentage. Where the report reflects more than 50.0% 

disablement the person is entitled to receive a disability grant (Guthrie et al., 2001). 

 

In Namibia the medical report for disability pension requires the medical practitioners to 

state the percentage of disability. However, there are no guidelines on what percentage 

of disability should determine eligibility of an applicant. Moreover, since there is no 

standard or scale used to estimate percentage of disability medical practitioners use their 

discretion. This may expose the process to bias, prejudice, and corruption. The 

association between percentage of disability and eligibility for disability pension has not 

been documented in Namibia. 
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The probability of obtaining a disability pension may depend on other types of factors 

that are operating on different levels (Suominen et al., 2005). It is known that a patient's 

ability to communicate information and articulate his/her health and/or socioeconomic 

needs influence the provision of health care and disability pension (Ostlund, Borg, 

Wide, Hensing & Alexanderson, 2003). Decisions to grant disability pension may also 

be based on a combination of many factors which may individually not guarantee an 

approval. It is therefore essential for all previously discussed factors to be considered 

collectively when determining an applicant’s eligibility for a disability pension 

(Kroskstad et al., 2002). 

 

Most of the studies focus on describing factors associated with approval for disability 

pension. According to the principles of justice, transparency, and fairness, it is also 

imperative to identify the particular factors associated with rejection of disability 

pension applications. This will not only help those who are rejected to understand the 

reasons why they were not eligible but will also empower those who want to appeal 

against the rejection of their applications. Furthermore, such information is also helpful 

for educating potential applicants about what to expect during the disability assessment 

as well as the basis of the outcome decision of their application for disability pension. 

 

2.8 SUMMARY 

This chapter provided a review of literature on defining disability, disability and 

poverty, disability pension, approaches for determining eligibility for disability pension 
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and the factors associated with eligibility for disability pension. Literature shows that 

disability assessments remain a complex domain. Clear eligibility criteria for disability 

pension, as well as transparent decision making, remain a priority focus (WHO, 2011). 

Several factors have been reportedly linked with eligibility for disability pension. 

However, there are some factors listed on the medical report for disability pension in 

Namibia whose association with approval or rejection for disability pension has not been 

documented elsewhere. Chapter 3 describes the research methodology and design used 

in this study. 
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CHAPTER 3 

RESEARCH METHODOLOGY 

3.1  INTRODUCTION 

Chapter 2 provided an overview of the literature review and conceptualization of the 

study. The current chapter focuses on the research methodology and design used in this 

study. The purpose of this study was to explore and describe characteristic factors of 

approved and rejected disability pension applications, and to identify factors associated 

with rejection of disability pension applications in the Khomas Region. To address the 

purpose of the study a quantitative, analytic, case-control study design is described. The 

population, sample and sampling used in this study are described. The data extraction 

form, validity and reliability, procedures for data collection, and data processing, are 

also described. Ethical considerations that were followed in this study are outlined in 

this chapter. 

 

3.2  RESEARCH DESIGN 

Quantitative research is a formal, objective, systematic process in which numerical data 

are utilized to obtain information about the world (Carter, 1996). In this study, a 

quantitative, analytic, case-control design based on a record audit was used to determine 

the association between variable factors and disability pension eligibility outcomes. 

Numerical data were used to descriptively describe the factors characterizing disability 

pension applications. Quantitative analytic research designs aim to determine the 
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relationship between an independent variable and a dependent or outcome variable in a 

population (Wakefield, & Fleming, 2009). For this study the relationship between 

various factors and approval or rejection for disability pension need to be determined. 

 

Analytical study designs are used when investigating the association between an 

outcome and possible causes or exposure factors. Cohort studies and case-control studies 

are examples of analytical studies (Stommel & Wills, 2004). For this study a case-

control design is relevant since use is made of the cases and controls regarding the 

outcome of approval or rejection of disability pension applications. However, there is a 

need to determine the association between various factors and the outcome: approval or 

rejection of disability pension applications. 

 

Case-control study designs compare cases and controls. Cases are those subjects with a 

particular attribute; controls are subjects without the particular attribute (Mann, 2003). 

In this study the cases are the rejected disability pension applications and the controls 

are the approved disability pension applications. The aim of case-control studies is to 

compare exposure factors to outcomes. Some of these exposure factors are: the body 

system affected, diagnosis, percentage of disability to outcome of disapproval of 

disability pension application (Thompson & Dowding, 2009). Possible predictors of an 

outcome can be identified through this method. The aforementioned exposure factors are 

compared to the outcome of either approval or rejection of disability pension 

applications. Furthermore, a case-control study design can be used to determine the 
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relative importance of predictor variables in relation to the outcome of approved or 

rejected disability pension applications (Mann, 2003). Case-control studies only 

establish associations between variables without manipulating them. In addition, case-

control studies are useful in generating hypotheses which may need further testing by 

stronger experimental designs (Jekel, 2007). 

 

This study was based on the records of disability pension applications. Therefore the 

completed disability application forms were reviewed. The association between the 

outcome (approval or rejection) and independent variables (factors on the medical report 

for disability pension) was determined without manipulating the variables – hence this is 

a case-control study design. Furthermore, this research paradigm is positivistic in nature, 

meaning that objective, quantifiable measures and techniques allow a researcher to 

attach meaning to the quantified research results.  This research paradigm reflects a pure 

scientific model with measures of validity, reliability and extrapolation to similar 

research populations.   

 

3.3  RESEARCH METHOD 

3.3.1  Population 

A research population is the entire group of people about which information is collected 

and to which the results of the research can be generalized. The target population for this 

study includes records of disability pension applications in the Khomas Region. Only 
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disability pension applications reviewed by the Khomas Region Chief Medical Officer 

(CMO) between 1 January 2008 and 31 December 2010 were included as the target 

population. As stated above records of rejected disability pension applications constitute 

the cases, while approved disability pension applications constitute the research control 

group. 

 

3.3.2  Sample and sampling 

A sample is a sub-set of a population that represents the whole population from which it 

has been extracted. Sampling is the process of selecting units, such as people, records or 

organizations from a population of interest so that by studying the sample, the results 

may fairly be generalized to the population from which they were chosen (Trochim, 

2000). Simple random sampling can be used to extract the required sample size from the 

population in a case-control study design. However, for this study sampling was not 

done because the retrieved records matched the estimated sample size as revealed 

subsequently. 

 

The sample size for this study was estimated using Epi Info version 5.3.1 statistical 

package sample size calculator for 95.0% confidence interval, 80.0% power, a ratio of 

1:4 (case: controls), 35.0% expected frequency of exposure for priority socio-

demographic, medical and functional characteristic factors  in the controls and an odds 

ratio of 1.5. Therefore, the estimated sample size according to the Epi info sample size 

calculator is 260 cases and 1 040 controls, respectively. The retrieved data yielded 267 
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rejected and 1114 approved records, respectively, for the period 1 January 2008 to 31 

December 2010. Of all the retrieved disability pension applications, 18 approved and 

seven rejected were found to be either distorted or had significant data elements missing 

and as such were not included in this study. Therefore, subtracting the excluded 

applications gives a total 1096 approved applications and 260 rejected applications that 

were included in this study. 

 

The estimation according to the Epi-info of 260 rejected records matches the total 

number of the population for the rejected applications for disability pension. The 

estimation according to the Epi-info of 1040 for the approved records is lower than the 

number of 1096 for the population for the approved applications for disability pension. 

Therefore, all the retrieved records that were complete were included in this study since 

the total retrieved records were in the range of the estimated sample size. Hence, the 

cohort of all retrieved records was included in this study to meet the estimated sample 

size requirements derived from Epi Info version 5.3.1 thus no sampling was done. 

Figure 3.1 shows the schematic diagram of the selection process of the study population 

and sample, excluding the distorted records and those with missing significant data 

elements. 
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Figure 3.1  Schematic diagram of the study population selection process 

 

3.4  THE DATA EXTRACTION FORM 

The medical report for disability pension was used to identify data elements (also 

referred to as variables in this study) that could be collected for this study. A data 

extraction form (Annexure G) was developed to extract desired data elements directly 

from the medical report for disability pension. The variables of interest were categorized 

into socio-demographic factors, medical factors and work capacity factors. The socio-
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Controls= 1096 
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demographic factors include: age; gender; income; education level and occupational 

history. Medical factors include: body system affected; diagnosis; type of disability; 

nature of disability; cause of disability; percentage of disability and effects of disability 

on life expectancy. Work capacity factors include: functional abilities; physical and 

psychological capacity with respect to work. 

 

3.5  PILOT OF THE DATA EXTRACTION FORM 

A pilot study was conducted to develop, to adapt, or to check the feasibility of 

techniques for gathering data and to determine the reliability of measures (Hopkins, 

2000). In addition the pilot study was done to check the feasibility of collecting data 

using the data extraction form, to adapt the data extraction form and ensure reliability of 

the data extraction form. Ten completed disability pension application records were 

selected at random from the sampling frame. These records were not excluded from the 

study firstly because the information on the record does not change unlike when human 

subjects are being used where responses or circumstances are anticipated to change 

when pilot subjects are included in the actual study (Peat, Mellis, Williams, & Xuan, 

2002). Secondly the records were included in the study to avoid a sample size less than 

the calculated estimate for the cases. Variables were extracted onto the data extraction 

forms to assess if the information on the medical report for disability pension could be 

captured exhaustively.  
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The researcher realized that some data elements were constantly missing from the 

processed medical report for disability pension and these were: duration of previous 

employment; results of other investigations; job motivation; working habits; and speed 

of production. The data elements that were constantly missing were excluded from the 

data extraction form. 

  

3.6  VALIDITY AND RELIABILITY OF THE DATA EXTRACTION FORM 

Validity and reliability determine the precision of the research instrument in providing 

results that can be generalized to a population (Hopkins, 2000). Both validity and 

reliability are related and have a continuum relationship (Trochim, 2000). Research 

should be tested for validity and reliability. Improving validity and reliability is useful 

for reducing errors in research. 

 

Possible errors in case-control studies can be random errors and systematic errors. 

Random errors result in low precision of the epidemiological measure. The later could 

be due to imprecise measuring or too small sample sizes. To decrease random errors the 

sample size has to be sufficiently large. Furthermore, confidence intervals can be used to 

quantify the degree of random error. Systematic errors or bias cause low validity of the 

epidemiological measure. This could be due to selection bias, information bias or 

confounding factors (Hassan, 2006). Selection bias was not addressed in this study 

because no sampling was done. Systematic errors can be decreased by using the same 

selection criteria for the samples and clear definition of terms as well as good measuring 
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methods, restriction of the study, matching and using multivariate regression to account 

for confounders in analysis (Pearce, 2005). 

 

3.6.1  Validity 

Validity refers to the overall ability of the research method used to answer the research 

question. Fraenkel and Wallen (2006) define validity as referring to the appropriateness, 

correctness, meaningfulness and usefulness of the inferences researchers make based on 

the data collected. For this study content validity is relevant because the important 

variables from the disability pension application forms should be included in the data 

extraction form. To ensure content validity, the researcher extracted variables directly 

from the original medical reports for disability pension. The medical reports for 

disability pension are official records used by medical practitioners to document 

findings after assessing disability pension applicants and the CMO’s decision on 

eligibility for disability pension. Furthermore, experts’ comments on important variables 

to be included on the data extraction form were obtained from medical practitioners 

involved in disability assessments. 

 

Data were extracted from the processed disability pension applications in the offices of 

the pension officers for the Khomas Region. By using records recall bias is prevented, 

thus increasing validity (Hassan, 2006). All records included in the study depicted a 

final decision by the CMO namely, approved or rejected. To decrease confounding, the 

final stage of data analysis was done using multiple logistic regression analysis. 
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3.6.2  Reliability 

Reliability refers to the consistence of the measurement techniques used and how 

replicable the measures are on a retest (Burns & Grove, 2005; Hopkins, 2000). A data 

collecting tool is considered reliable if it produces consistent results over repeated 

testing. Reliability also refers to how well the data collection tool measures the attributes 

it is designed to measure (Rindskopf, 2001).  The data extraction form was piloted and 

this revealed that there was consistency on the variables collected from the disability 

pension application forms. The sample size for this study was sufficient in numbers thus 

increasing reliability. 

 

3.7  DATA COLLECTION 

Data collection is the precise, systematic gathering of information relevant to the 

research purpose or specific objectives, questions, or hypothesis of a study (Burns & 

Groove, 2005). The use of existing records is an acceptable research source and an 

important source for researchers in health (Polit & Beck, 2004). For this study data were 

gathered using a data extraction form. Thus the approach of using a data extraction form 

is appropriate for this study as the required data elements were extracted directly from 

the available disability pension applications. Data were directly extracted from the 

completed medical reports for disability pension that were completed between January 

2008 and December 2010. The names and identity numbers of the disability pension 

applicants were not included on the data extraction form. The outcome decision of 

approval or rejection was obtained from the last page of each medical report for 
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disability pension where there is a decision made by the CMO as well as an official date 

stamp and signature.  

 

Disability pension applications were stored in the office of the Khomas Region pension 

officers according to the pay-points in the region. Access to the records is restricted 

since only the pension officers had access to the data storage. Therefore, the researcher 

was provided with manageable batches of about 150 records per day throughout the data 

collection period. The incumbent pension officers provided the researcher with office 

space. The researcher designated two days per week for data collection: 27 June 2011 to 

26 July 2011. All data extraction forms were allocated with an identity code labeling 

them as A1 up to A1096 for the approved applications and D1 up to D260 for the 

rejected applications.  

 

3.8  DATA PROCESSING 

Analysis of data is a process of inspecting, cleaning, transforming, and modeling data 

with the goal of highlighting useful information, suggesting conclusions, and supporting 

decision-making (Ardagna & Zhang, 2010). All variables that were captured on the data 

extraction forms were entered on Epi Info version 5.3.1 statistical package for analysis. 

This package was selected since it enables a wide range of data analysis including 

descriptive statistics and statistical calculations such as Chi-square tests, Odds Ratios 

(OR), Confidence Intervals (CI) and regression analysis. This statistical package also 

enables redefining and coding of variables to explore and analyze different relationships 
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between the variables and outcomes, which is according to the research design and 

purpose of this study. Furthermore, this statistical package was locally available and 

readily available for use.  

 

Descriptive statistics permit researchers to describe, summarize and make sense of a 

particular set of data (Johnson & Christensen, 2004). For this study descriptive statistics 

were used to describe the socio-demographic and medical factors that characterize the 

disability pension applications. The distributions of the variables that describe the 

characteristic factors among the approved and rejected disability pension applications 

are presented mainly in numerical data and bar graphs. This is the first part of the 

analysis. 

 

The second part of the analysis focused on results of statistical analysis, using Odds 

Ratios, Confidence Intervals and Chi-square values. The Odds Ratio is a relative 

measure of risk,  that tells how much more likely it is that someone who is exposed to 

(or possessing a certain) factor under study will develop the outcome as compared to 

someone who is not having the same exposure factor (Westergren, Karlsson, Andersson, 

Ohlsson, & Hallberg 2001). For this study, rejection for disability pension is the 

outcome; the exposure factors are the socio-demographic factors, medical factors and 

work capacity factors listed on the medical report for disability pension.  
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If the Odds Ratio is equal to one then there is no association between the factor and 

rejection for disability pension. If it is greater than one it means there is a positive 

association between the factor and rejection of application for disability pension. If it is 

less than one then there is a negative association between having the factor and being 

rejected for disability pension (Westergren et al., 2001).   

 

The Chi-square test is used to determine whether there is a significant difference 

between the expected frequencies and the observed frequencies in one or more 

categories. When a calculated Chi-square p-value is less than an arbitrary value for 

example p<0.05; there is a significant association (Pearce, 2005). The confidence interval 

is a range of values around a measurement that conveys how precise the measurement is. 

A 95.0% confidence interval means that one would expect 95.0% of the interval 

estimates to include the population parameter. Wider confidence intervals in relation to 

the estimate itself indicate decreased reliability while narrower confidence intervals 

indicate that the estimated value is relatively stable thus increased reliability (Van 

Blerkom, 2009). 

 

Odds Ratios were generated and reported on for the association between decision to 

reject disability pension and individual variable factors. The 95.0% Confidence Intervals 

were calculated for the Odds Ratios and a p-value of 0.05 on a Chi square test was used 

to determine significance of association between each variable factor and rejection for 

disability pension.  
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In research statistical analysis can be used to describe the association between multiple 

factors and the outcome decision through a multiple logistic regression analysis (Guido, 

Winters, & Rains, 2006). In the final stage of the analysis in this study, a multiple 

variable logistic regression was done to identify factors associated with the outcome of 

approval or rejection of disability pension applications. The purpose of multiple logistic 

regression analysis is to isolate the relationship between an exposure variable and the 

outcome variable from the effects of one or more other variables or confounders 

(Allison, 1999).  

 

3.9  SUMMARY 

Chapter 3 presented the research methodology and design used in this study to achieve 

the research purpose. The study population, sample and sampling, compilation of the 

data extraction form its pilot, validity, and reliability, were described. Data collection 

and data processing were also discussed. Chapter 4 presents the results of the study and 

discussion.  
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CHAPTER 4 

ANALYSIS OF DATA 

4.1  INTRODUCTION 

The previous chapter focused on the research design and methodology of this study. In 

this chapter the results of the study are presented and discussed. Both descriptive 

statistics and statistical analyses for significance of association are used to present the 

findings. Initially the participation rate among the study population is presented. 

Descriptive statistics are then used to present the characteristic factors of applications 

that were approved and those applications that were rejected for disability pension in the 

Khomas Region during the period under study. Odds Ratios (OR), Confidence Intervals 

(CI), and Chi-square p-values results are used to show significance and strength of 

positive or negative association between exposure factors and rejection of application 

for disability pension. Results of the multiple logistic regression analysis are also 

presented.  

 

4.2  PARTICIPATION RATE AMONG THE STUDY POPULATION 

A total of 260 cases and 1096 controls were included in this study. Twenty-five (25) 

applications could not be included in the study as indicated in Chapter 3 (p.68). Figure 

4.1 shows the study profile of the cases that were included in the study and those that 

were excluded from the study. 
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Figure 4.1:  Compilation of the study cases 

 

Figure 4.2 shows the compilation of the control groups included in the study and those 

that were excluded from the study. 

 

 

 

 

 

Figure 4.2:  Compilation of the study controls 

The seven records from the cases and 18 records from the controls could not be included 

in the study due to one or more of the reasons below:  

 some pages were missing from the medical report 

Cases Identified: 267 

(100%) 

Cases Included: 260 

(97.4%) 

 (98,4%) 

 

Cases Not included: 7 

(2.6%) 

 (1.6%) 

 

Controls Identified: 1114 

(100%) 

 

Controls Included: 

1096 (98.4%) 

 

Controls Not included: 

18 (1.6%) 
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 many data elements were missing from the medical report 

 significant parts of the medical report were distorted or illegible  

 

4.3  DESCRIPTIVE RESULTS OF DATA ANALYSIS AND DISCUSSION  

In this section descriptive statistics are used to present the results on the socio-

demographic and medical factors characterizing approved and rejected applications for 

disability pension in the Khomas Region during the period 1 January 2008 to 31 

December 2010. Firstly, tabulated results are presented numerically in terms of 

frequencies and percentages (see subsections 4.3.1 and 4.3.2). A graphic format is used 

in the subsequent sub-sections to present the qualifying and disqualifying factors that 

transpired from disability pension applications among the cases and controls 

individually, followed by discussions on each factor.  

 

4.3.1  Socio-demographic characteristic factors on approved and rejected 

applications 

Table 4.1 presents the frequency and percentage distribution of the study sample by 

priority socio-demographic characteristic factors as extracted from the disability pension 

applications. The socio-demographic factors presented in this section are: gender, age, 

educational level, occupational level, type of occupation presently suitable for applicant, 

and ability of applicant to provide income for his or her own maintenance. The results in 

this table reflect that the socio-demographic factors that characterize the approved and 

rejected disability pension applications are: male gender, old age, lower educational 
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level, no previous occupation, no suitable occupation for applicant and an in ability to 

economically provide for one’s maintenance. 

 

Table 4.1  Frequency and percentage distribution of total study sample by priority 

socio-demographic characteristic factors 

 

Characteristic Factor 

 

Categories 

Frequency (Number) Study sample 

Percent (%) 

Gender Female 633  46.7 

 Male  723  53.3 

 Total 1356 100 

Age 17-20 71 5.2 

 21-30 260 19.2 

 31-40 344 25.4 

 41-50 306 22.6 

 51-59 375 27.6 

 Total 1356 100 

Highest education level No formal education 513 37.9 

 Primary school 363 26.8 

 Junior secondary 215 15.9 

 Senior secondary  239 17.7 

 College/University 23 1.7 

 Total 1353 100 

Previous occupation None 817 61.3 

 Unskilled 328 24.6 

 Semi-skilled 164 12.3 

 Professional 23 1.7 

 Total 1332 100 

Suitable employment None 471 36.6 

 Settlement scheme 89 6.9 

 Sheltered employment 430 33.4 

 Light work 178 13.8 

 Open labour market 119 9.2 

 Total  1287 100 

Applicant’s ability to provide 

for own income 

Unable to provide 1061 78.6 

 Able to provide 289 21.4 

 Total 1350 100 



82 

 

4.3.2 Medical characteristic factors on approved and rejected applications   

Table 4.2 presents the frequency and percentage distribution of total study sample by 

priority medical characteristic factors as extracted from the disability pension 

applications. The medical factors presented are: affected body system, cause of 

disability, duration of disability, percentage of disability, progression of disability, 

possible intervention to restore function, and effects of disability on the life expectancy 

of the applicant. The table on the next page reflects that the medical factors that 

characterize the approved and rejected disability pension applications are as follows: 

affected musculoskeletal body system, permanent disability, disabilities with unknown 

causes, disability that will worsen, disabilities with no possible further intervention to 

restore work ability, and disabilities that do not affect life expectancy of the applicants. 
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Table 4.2  Frequency and percentage distribution of total study sample by priority 

medical characteristic factors 

 

Characteristic Factor 

 

Categories 

Frequency 

(Number) 

Study sample 

Percent (%) 

Body system affected Cardiovascular system 91 5.5 

 Respiratory system 94 5.6 

 Alimentary system 21 1.3 

 Urinary system 7 0.4 

 Nervous system 345 20.6 

 Musculoskeletal system 569 33.9 

 Mental functions 270 16.1 

 Other body systems 279 16.6 

 Total  1676 100 

Cause of disability Disease (non-communicable) 244 18.0 

 Genetic/Congenital 245 18.1 

 Injury 305 22.5 

 Unknown 343 25.4 

 Total 1353 100 

Duration of disability Temporary 93 6.9 

 Permanent 1208 89.2 

 Unknown 53 3.9 

 Total  1354 100 

Percentage of disability  Lower (5%-70%) 439 54.4 

 Higher (71%-100%) 368 45.6 

 Total  807 100 

Progression of disability Improve 50 3.7 

 Constant 540 40.0 

 Worsen 606 44.9 

 Unknown  154 11.4 

 Total 1300 100 

Possible intervention to restore 

function of applicant 

Appliance  

(Assistive device) 

68 5.1 

 Medication 242 18.0 

 Rehabilitation 87 6.5 

 Surgery 60 4.5 

 None 885 65.9 

 Total  1342 100 

Effects of disability on 

applicant’s life expectancy 

No effect 697 52.2 

 Reduce 575 43.0 

 Unknown 64 4.8 

 Total 1336 100 
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4.3.3  Gender distribution among the cases and controls 

Figure 4.3 shows the gender distribution among the cases and controls in this study. 

 

Figure 4.3:   Gender distribution among the cases and controls (n= 1356) 

 

The results reflect that there were more males than females who applied for disability 

pension during the period covered in this study: 723 (53.3%), and 633 (46.7%), 

respectively. This distribution follows the national gender distribution among people 

with disabilities in Namibia (Government of the Republic of Namibia, 2003).  

 



85 

 

4.3.4  Age group distribution among the cases and controls 

Figure 4.4 shows the age group distribution among those approved and rejected for 

disability pension. 

 

Figure 4.4:   Age group distribution among the cases and controls (n=1356)  

 

The data presented in this figure reveal that older age groups comprised the most 

applications for disability pension in the Khomas Region. The 51-59 years age group 

had the most applicants 375 (27.7%) while the 17-20 years age group had the least 

applicants 71 (5.2%) for disability pension. These findings are supported by the 

literature which shows that since older age is more associated with chronic medical 
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conditions and limited ability to work this leads to the need for disability pension (Eide 

et al., 2003; Govender, 2009).  

 

4.3.5 Educational level distribution among the cases and controls 

Educational levels were divided into five categories namely: (none) those applicants 

who never attended school, (primary) those applicants who attended school from grade 

one to grade seven, (junior secondary) those applicants who attended grades eighth and 

ninth, (senior secondary) those applicants who attended grade 10 to grade 12, and 

(tertiary) those applicants who attended college and/or university level. 

Figure 4.5 shows the educational level distribution among the cases and controls. 

 

Figure 4.5 Educational level distribution among the cases and controls (n=1353) 
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According to the results presented in Figure 4.5   the lowest number of applications were 

for persons who had a tertiary education representing 1.7% (n=23) of all applicants. The 

majority of the applicants for disability pension only had primary education or had never 

attended school, namely 64.7% (n= 876).  This group constitutes the majority of the 

applications regarding the educational level of cases and controls.  Low education level 

seems to be common among disability pension applicants not only in the  Khomas 

Region but also among disability grant applicants in both developed and developing 

countries, such as Sweden and South Africa, respectively (Johansson et al., 2011; 

Govender, 2009; Mitra, 2010).  

 

Possible explanations might be that people with disabilities may not have access to 

education due to inaccessible school environments, social exclusion or impairments that 

hinder learning (Gooding & Marriott, 2007; Mitra, 2005). Consequently, without 

education the chances of a person getting employment are reduced. Applying for 

disability pension in order to obtain some form of income becomes an option to alleviate 

poverty (Aliber, 2001), even though the person may not be truly ‘disabled’ as per 

definition. 

 

4.3.6 Previous occupational level distribution among the cases and controls 

Previous occupational levels were divided into four categories: professional (those who 

were employed in jobs that require a diploma or degree qualification, such a nurses and 

engineers); semiskilled (those who were previously in jobs that require some basic 
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training, such as drivers and carpenters); unskilled (those who previously worked in 

general labor/menial jobs, such as cleaners and handymen); none (those who had never 

had a job).  Figure 4.6 shows the previous occupational levels for the cases and controls. 

 

 

Figure 4.6:  Previous occupational level distribution among the cases and 

controls (n= 1332) 

 

The results show that smallest category of applicants were those who had previous 

professional employment (1.8%). The majority of disability pension applicants had no 

previous occupation (61.3%). They were followed by those previously employed in 

semiskilled jobs (12.3%) and those who were in unskilled employment (24.6%). These 

results conform to the international patterns that show that more disability pension 
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applications are among the unskilled as well as those with no previous occupation 

(Kivimaki et al., 2007; Mansson et al., 1998).  

 

It is also important to note that the response to the question on previous occupational 

history may not be reliable because an evaluating medical practitioner may not be able 

to confirm the response. Since some applicants may believe that mentioning 

involvement in a job could reduce their chances of getting approval for disability 

pension means that some would rather not mention any previous or even current 

occupation (de Paoli et al., 2010). This could deceivingly show higher numbers of 

applicants with no previous work history. However, such higher numbers of applicants 

with no previous employment also confirms the findings of higher unemployment levels 

among people with disabilities in Namibia (Eide et al., 2001). 

 

4.3.7  Distribution of affected body systems among the cases and controls 

The results in Figure 4.7 show the distribution of affected body systems among the cases 

and controls. The musculoskeletal system was the most frequently affected system 

among the disability pension applicants, followed by the nervous system and mental 

functions. These findings are in accord with international findings particularly for 

musculoskeletal and mental functions being the commonly affected systems among 

disability pension applicants (Kivimaki et al., 2007; Layard, 2006).   
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Figure 4.7:  Distribution of affected body systems among the cases and 

controls (n=1676) 

  

Disabilities that were linked to visual impairment and HIV/AIDS related conditions 

were often classified under the ‘other system’ affected category. Some applicants had 

more than one affected system since an individual can be affected with impairments in 

more than one body system (Frieg & Hendry, 2001). For example, many injuries to the 

nervous system will automatically affect the musculoskeletal system. 
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4.3.8  Frequency of diagnoses among the disability pension applicants 

The top ten diagnoses among the applicants in order of  priority  were schizophrenia 

(97), HIV related conditions (93), visual impairment (86), mental retardation (learning 

disabilities) (83),  epilepsy (78), stroke (64), fracture of lower limbs (60), peripheral 

nerve injuries (PNI) (57), back pain (54), and osteoarthritis (46). However, it is 

important to note that if the important Namibian communicable diseases of  TB and  

multiple drug resistant (MDR) TB  were  to be combined they would replace 

osteoarthritis in the top ten diseases. For this study TB nad MDR TB are not combined. 

Figure 4.8  on the next page shows the frequencies of diagnoses among the applicants 

for disability pension between January 2008 and December 2010. However, only the top 

ten diagnoses were presented in terms of their distribution among the cases and controls 

in Figure 4.9.  
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Figure 4.8. Frequency of diagnoses among the disability pension applicants (n=1356) 
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Figure 4.9:  Distribution of the top ten diagnoses among the cases and controls  

 

Results of the study reflect that all applications with a diagnosis of schizophrenia were 

approved (100.0%). Less than 2% of the applicants with stroke and mental retardation 

(learning disabilities) failed to  get their applications approved.  On the other hand 

16.0% of the applicants with HIV related conditions  were rejected for disability pension 

which means that having an HIV related condition does not mean automatic eligiblity 

for disability pension as is usually  perceived by general society. This shows conformity 

of the Khomas Region with the ministerial directives of removing automatic disability 

pension for HIV positive applicants in Namibia (Maletsky, 2005). Applicants with 

epilepsy and lower limb fractures had the highest percentage of rejections: 43.0% and 
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41.0% respectively. It was also noted that some medical practitioners classified epilepsy 

as  mental functions  being affected while others classified it as the  nervous system  

being affected. Such variations in classification  highlight  differences in understanding 

of this disability among medical professionals and the community  at large resulting in a 

high rejection of applications with this diagnosis. 

 

4.3.9  Distribution of the causes of disability among cases and controls 

The causes of disability among disability pension applicants were classified into five 

categories namely; injury, infection, genetic/congenital, disease (non-communicable) 

and unknown as shown in Figure 4.10.  

 

Figure 4.10:  Distribution of the causes of disability among cases and controls 

(n=1353) 



95 

 

According to the results the majority of the applicants had disabilities with unknown 

causes which were mainly attributed to mental illnesses. Disabilities caused by injury 

had the highest percentage of rejected applications 90/302 (29.5%)  followed by those 

with unknown causes 70/273 (20.4%). The smallest percentage of rejected applications  

was for disabilities caused by non-communicable diseases 19/225 (7.8%). Injuries, 

infection, and non-communicable diseases, are well documented as  the most common 

causes of disability among disability pension applicants (Kivimati et al., 2007).  

 

When Epi Info is used to analyze the relationships between disagnoses and cause of 

disability the following results are obtained:  injuries  were the causes of  disabilities  of  

the  majority of the applicants. Disasbilities with a genetic/congenital cause mainly 

included mental retardation (learning disabilities), schizophrenia, congenital 

malformations and sensory impairments. HIV and TB were the main infections leading 

to disability. Back pain was the third commom diagnosis caused by injury. However, 

more back pain cases were caused by non-communicable diseases.  It was noted that 

visual impairments were the most frequent diagnosis among disabilities caused by non-

communicable diseases. 

 

4.3.10  Distribution of the duration of disability among cases and controls 

Duration of disability was divided into three groups:  temporary; permanent; and 

unkown. Figure 4.11 shows the distribution of duration of disability among cases and 
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controls.

 

Figure 4.11:  Distribution of the duration of disability among cases and controls 

(n= 1354) 

 

Applicants with permanent disability were the majority  (89.2%), followed by those with 

temporary disability (6.9%) and the least number of applications were from applicants 

who had disabilities with unknown duration (3.9%). This result is supported by regional 

and international literature which show that disability pension is  mostly allocated to  

those applicants who are permanently unable to work (Mitra, 2005; Whitworth et al., 

2006).  
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4.3.11  Distribution of progression of disability among cases and controls 

Progression of disability was divided into four categories: improve (disability will 

improve); constant (disability will remain unchanged); worsen (disability will get 

worse);  and unknown (the way disability will change with time is unknown). Figure 

4.12 shows the distribution of progression of disability among cases and controls. 

 

Figure 4.12:  Distribution of progression of disability among cases and controls 

(n= 1350) 

Results reflect that 3.7% of the applicants had disabilities that could improve, 40.0% had 

constant disabilities, 44.9% had disabilities that could worsern and 11.4% had unnkown 

progression. Applicants with disabilities that were projected to worsern were the 

majority and had the least percentage of rejections 50/606 (8.3%), while those with 



98 

 

disabilities with an unknown progression had the highest percentage of rejections 75/154 

(48.7%). Among the applicants whose disability was projected to improve 41/50 

(82.0%) got approval for disability pension. The approval to receive disability pension 

for people who have potential to recover and be able to work can be viewed as a work 

disinscentive especially if there is potential loss of employment through for example 

layoff (Mutasa, 2010). As a result such applicants would rather rely on the disability 

pension and not seek employment. 

 

4.3.12 Possible interventions to restore work ability among the cases and 

controls  

The possible interventions for improving the functioning of the disability pension 

applicants were divided into five categories: appliances (assistive devices); medication; 

rehabilitation (physiotherapy, occupational therapy, speech and language therapy and 

psychological services); surgery; and none. Figure 4.13 depicts the interventions that 

could possibly improve the work ability of the disability pension applicants. 
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Figure 4.13:  Possible interventions to restore work ability among the cases and 

controls (n=1342) 

 

The majority (66.0%) of the applicants had disabilities that could not be improved by 

any intervention. Eighteen percent (18.0%) needed medication; 6.5% needed 

rehabilitation; 5.0% needed appliances, and 4.5% required surgery. These results show a 

predominantly medical approach towards interventions targeting people with 

disabilities; the focus being on the person and his/her impairments and not considering 

other interventions such as work environment adaptations, livelihoods and 

empowerment   (de Kleijn-De Vrankrijker, 2003; Shakespeare, & Watson, 1997). 
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4.3.13  Suitable employment settings among the cases and controls 

The types of employment considered suitable for applicants by the medical practitioners 

were divided into 5 categories namely; none, settlement scheme, sheltered employment, 

light work and open labor market according to the responses given on the medical 

reports. Figure 4.14 shows the suitable employment settings among the cases and 

controls  

 

Figure 4.14:  Suitable employment settings among the cases and controls 

(n=1287) 
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Disability pension applicants who were considered not fit for any type of employment 

setting were classified in the ‘none’ and ‘settlement scheme’ categories, and these were 

44.0% of all the applicants. The remainder of applicants (56.0%) could do some form of 

work as they were classified under the other three employment categories: sheltered 

employment; light work; and open labour market.  This finding corresponds with the 

results of a study that reveals that most people with severe physical and intellectual 

impairments are capable of some form of labour activities (Medeiros et al., 2006). It was 

found in this study that there was higher percentage of rejection for disability pension in 

the open labor market employment category. Contrary to the stipulation of the National 

Pensions Act (Act of 1992), some applicants 35/119 (29.0%) who were identified as 

suitable for open labour market were approved for disability pension in the Khomas 

Region. This does not conform to the stipulation of the National Pensions Act (Act 10 of 

1992), which states that:   

Disability pension is paid to any person who, owing to any physical or mental  

disability, is incapable to obtain from any employment or the practicing of any  

profession or trade, or from the rendering of any service, the means needed to  

enable him or her to adequately provide for his or her own maintenance, and has  

attained the age of 16 years and below 60 years (Government of the Republic of  

Namibia, 1992b, p.3). 
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4.3.14  Ability to adequately provide for personal maintenance among the cases and 

controls 

Figure 4.15 shows the distribution of applicants in the cases and control groups who 

were found to either be able to adequately provide for their own maintenance or not able 

to do so. Seventy-nine percent (79.0%) of the applicants were unable to adequately 

provide for their own maintenance. This finding concurs with other findings in the 

reviewed literature indicating that poverty is a major factor behind application for 

disability pension in Africa (Aliber, 2001; Beckman et al., 2006; Govender, 2009). 

 

Figure 4.15:  Ability to adequately provide for personal maintenance among the 

cases and controls (n=1350) 
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To some extent the findings also highlight the vicious poverty-disability cycle (Emmett, 

2006). In the category of those who were able to provide for their own maintenance 

136/289 (47.0%) of the applications were rejected and 121/1062 (11.0%) in the category 

that could not provide for their own maintenance were rejected disability pension. This 

is evidence that there is no means testing approach being implemented in Khomas 

Region even though to some extent the economic well being of applicants can be 

evaluated during assessment for disability pension. 

 

4.3.15  Effects of disability on life expectancy among the cases and controls 

The effects of disability on life expectancy were divided into three categories: reduced; 

no effect; and unknown. Figure 4.16 shows the effects of disability on the life 

expectancy among the cases and controls. 

Figure 4.16:  Effects of disability on life expectancy among the cases and controls 

(n=1336) 
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Interpretation of the presented data reveals that more applicants 697/1336 (52.0%) had 

disabilities that medical practitioners regarded as not affecting life expectancy. They 

were followed by those with reduced life expectancy as 575/1336 (43.0%) and those 

with disabilities with an unknown effect on life expectancy as 64/1336 (5.0%).  In terms 

of the presented data in the above figure of the three categories, the highest percentage 

of applications that  was  rejected for disability pension was in the ‘no effect’ category 

167/697 (24.0%).  

 

4.4  STATISTICAL ANALYSIS RESULTS OF THE STUDY AND 

DISCUSSION 

In this section statistical analysis results on the association between the variable factors 

and the outcome decision for disability pension applications are presented and discussed. 

The results of statistical analysis on the significance of association between each 

individual factor and rejection for disability pension applications are presented using p-

values, Odds Ratios (OR) and Confidence Intervals (CI) for each factor.  

 

The explanation on interpretation of the results to reach a conclusion on association 

between variable factors and the outcome at 95.0% CI is as follows: 

If p < 0.05 it means there is an association between the factor and the CMO’s decision to 

reject the application for disability pension. 
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If p > 0.05 it means there is no association between the factor and the CMO’s decision to 

reject the application for disability pension. 

If OR=1 it means there is no association between the factor and the CMO’s decision to 

reject the application for disability pension. 

If OR>1 it means that variable has a positive association with rejection of the application 

for disability pension.   

If OR <1 it means that variable factor has a negative association with rejection of 

disability pension application. 

If CI crosses 1 this means there is no statistical significance. 

 

4.4.1  Association between gender and rejection of disability pension application 

The statistical analysis results in Table 4.3 show that there is no association between 

gender of the applicant and the CMO’s decision to reject application for disability 

pension in the Khomas Region. Results of the three parameters indicate that there is no 

association as described as follows: (p=0.959) which is >0.05; (OR =0.99) almost 1; and 

CI (0.75-1.30) crosses 1. These findings show similarities in developing countries as 

opposed to developed countries in which males have higher odds of receiving disability 

pension (Mitra, 2010). 
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Table 4.3  Association between gender and rejection of disability pension 

application 

 

Gender 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

Female         

Male 

121 

139 

512 

584 

0.99 0.75-1.30 0.959 No association 

 

4.4.2  Association between age and rejection of disability pension application 

In order to determine whether younger age is associated with rejection of disability 

pension application, the applications were divided into two age categories above and 

below the median age of 41 years: younger (< 41 years) and older (41 years and older). 

In the results shown in Table 4.4 the age factor had p=0.362 and CI (0.87- 1.49), this 

shows that there is no significant association between the younger age category of 

applicants and rejection for disability pension. 

 

Table 4.4 Association between age and rejection of disability pension application 

Age  

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

<41years (Younger)  

41years+ (Older) 

133 

127 

595 

501 

 

1.13 

 

0.87- 1.49 

 

0.362 

No association 
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4.4.3  Association between level of education and rejection of disability pension 

application 

Results in Table 4.5 show the association between level of education and rejection of 

disability pension application. Among the different categories of highest levels of 

education the ‘none’ category is the only educational factor positively associated with 

the decision to reject disability pension applications in the Khomas Region. This 

conclusion is reached by considering that (p=0.037) is <0.05, (CI=1.02- 1.76) does not 

cross 1 and (OR=1.34) showing a positive association. There is no association between 

rejection of disability pension application and the following educational factors since all 

their p-values are (> 0.05); primary education (p=0.303), junior secondary (p=0.966), 

senior secondary (p=0.489) and tertiary education (p=0.069). 
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Table 4.5:  Association between educational level and rejection of disability pension 

application 

 

 

4.4.4  Association between affected body system and rejection of disability 

pension application 

Table 4.6 shows results of the statistical analysis on the association between affected 

body system and rejection for disability pension in the Khomas Region. There is no 

statistically significant association between rejection of disability pension application 

 

Highest 

educational level 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval 

(CI) 

p-value Conclusion 

No education 

Other levels 

113 

147 

400 

696 

 

1.34 

 

1.02- 1.76 

 

0.037 

Significant 

positive 

association  

Primary school 

Other levels 

63 

197 

300 

796 

 

0.85 

 

0.63- 1.16 

 

0.304 

No 

association 

J. Sec School 

Other levels 

41 

219 

174 

922 

 

0.99 

 

0.68- 1.44 

 

0.966 

No 

association 

Sec. School 

Other levels 

42 

218 

197 

899 

0.88 0.61- 1.27 0.489 No 

association 

Tertiary level 

Other levels 

1 

259 

22 

1074 

0.19 0.02- 1.40 0.069 No 

association 



109 

 

and the following body systems being affected which have p-values >0.05: 

cardiovascular; respiratory; alimentary; and urinary. Affected musculoskeletal system is 

a factor positively associated with rejection of disability pension applications in the 

Khomas Region as this system is  two times more than when any other body systems are 

affected (OR= 2.07). Mental functions affected and nervous system affected, are 

negatively associated with rejection of disability pension applications with OR of 0.14 

and 0.71, respectively. The category ‘other system affected’ is also negatively associated 

with rejection for disability pension with an OR of 0.61. The category ‘other systems 

affected’ refers to those conditions that medical practitioners could not classify under the 

previously listed body systems for example most visual impairment were classified 

under this category.  
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Table 4.6:  Association between affected body system and rejection of disability 

pension application 

 

4.4.5  Association between cause of disability and rejection of disability pension 

application 

Table 4.7 shows the statistical analysis results for the association between cause of 

disability and rejection for disability pension. There is a positive significant association 

between injury as a cause of disability and rejection of disability pension application. 

Dsability pension applicants with disabilities caused by injury are two times more likely 

to be rejected for disability pension compared to applicants with anyother casue of 

 

Body system affected 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% Confidence 

Interval (CI) 

p-Value Conclusion 

Cardiovascular 

system affected 

Yes 

No 

238 

22 

1027 

69 

1.38 0.834- 2.269 0.210 No 

association 

Respiratory system 

affected 

Yes 

No   

237 

23 

1025 

71 

1.40  0.8574-2.2892  
 

0.177 No 

association 

Alimentary system 

affected 

Yes 

No  

258 

2 

1077 

19 

0.44   0.1017 -1.8985  
 

0.258 No 

association 

 

Urinary system 

affected 

Yes 

No   

260 

0 

1089 

7 

- - 0.196 No 

association 

Nervous system 

affected 

Yes 

No  

207 

53 

804 

292 

0.71   0.5068- 0.9807  
 

0.037 Significant 

negative 

association  

Musculoskeletal 

system affected 

Yes 

No  

113 

147 

673 

422 

2.07 
1.5778 -2.7279  

 

0.000 Significant 

positive 

association   

Mental functions 

affected 

Yes 

No  

249 

11 

837 

259 

0.14 
0.0768 -0.2653  

 

0.000 Significant 

negative 

association 

Other system 

affected 

Yes 

No  

222 

38 

855 

241 

0.61 
0.4184 -0.8815  

 

0.008 Significant 

negative 

association 
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disability with OR=2.17. Non-communicable disease for example, arthritis as a cause of 

disability is negatively associated with rejection of disability pension applications with 

p=0.000; CI (0.19-0.50) and OR=0.31. 

Table 4.7:  Association between cause of disability and rejection of disability 

pension application 

 

Cause of disability 

 

Cases 

 

Controls 

Odds Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

Injury 

Other 

90 

170 

215 

881 

2.17 1.61- 2.92 0.000 Significant 

positive 

association 

Infection 

Other 

38 

222 

178 

918 

0.88 0.60- 1.29 0.520 No 

association 

Genetic 

Other 

41 

219 

204 

892 

0.82 0.57- 1.18 0.284 No 

association 

Non-communicable disease 

Other 

19 

241 

225 

871 

0.31 0.19- 0.50 0.000 Significant 

negative 

association 

Unknown 

Other causes 

70 

190 

273 

823 

1.11 0.82- 1.51 0.502 No 

association 

 

4.4.6 Association between duration of disability and rejection of disability 

pension application 

Table 4.8 shows results of statistical analysis of the association between duration of 

disability and rejection of disability pension applications in the Khomas Region. There 
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is a positive association between having a disability with unknown duration and 

rejection of disability pension application. An applicant with a disability of an unknown 

duration is 49 times more likely to be rejected for disability pension compared to 

someone with a temporary or permanent disability. The results show that having a 

permanent disability is negatively associated with rejection for disability pension with 

p=0.000; CI(0.16- 0.32) and OR=0.22.  

 

Table 4.8: Association between duration of disability and rejection of disability 

pension application 

 

Duration of 

disability 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

Temporary 

Other 

18 

242 

75 

1021 

1.01 0.60- 1.73 0.963 No association 

Permanent 

Other 

192 

68 

1016 

80 

0.22 0.16- 0.32 0.000 Significant 

negative 

association 

Unknown 

Other 

48 

212 

5 

1091 

49.40 19.44- 126 0.000 Significant 

positive 

association 

 

4.4.7 Association between progression of disability and rejection of 

disability pension application 

Table 4.9 shows the results of statistical analysis on the association between progression 

of disability and rejection of disability pension applications. The results show that there 

is a positive association between having a disability with an unknown disability 
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progression and rejection of disability pension application in the Khomas Region. Odds 

Ratio of 5.22 indicates that applicants with unknown disability progression are five 

times likely to be rejected for disability pension compared to other categories of 

disability progression. A significant positive association between disabilities that are 

constant in progression and rejection of disability pension application also exists with 

OR=1.41. On the other hand there is a negative association between disabilities that will 

worsen and rejection of disability pension application in the Khomas Region with 

OR=0.23. There is no association between rejection of disability pension application and 

having a disability that will improve. 

 

Table 4.9: Association between progression of disability and rejection of disability 

pension application 

 

Progression of 

disability 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

Unknown 

Other 

75 

185 

79 

1017 

5.22 3.67- 7.43 0.000 Significant 

positive 

association 

Constant 

Other 

121 

139 

419 

677 

1.41 1.07- 1.85 0.014 Significant 

positive 

association 

Improve 

Other 

9 

251 

41 

1055 

0.92 0.44- 1.92 0.830 No association 

Worsen 

Other 

50 

210 

556 

540 

0.23 0.17- 0.32 0.000 Significant 

negative 

association 
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4.4.8 Association between percentage of disability and rejection of 

disability pension application 

Sixty percent (60.0%) of applicants were given a percentage for their disability. The 

disability percentages ranged from 5.0% to 100.0%. The median disability percentage 

among all applicants who were allocated a disability percentage is (70.0%). The 

percentages of disability were divided into two categories: percentages below the 

median (disability perccentage less than 70.0%) and those equal to or higher than the 

median (disability percentage equal to or above 70.0%). Table 4.10 shows the results of 

the statistical analysis of association between lower disability percentage and rejection 

of disability pension application in the Khomas Region. The result shows a positive 

association between lower disability percentage and rejection of disability pension 

application. An applicant with a disability perecentage below 70.0% has about 14 times 

more chances of being rejected for disability pension compared to an applicant with a 

disability perecentage equal to or above 70.0%. 

 

Table 4.10:  Association between percentage of disability and rejection of disability 

pension application 

 

Percentage of 

disability 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

<70.0% 

70.0% +  

114 

9 

325 

359 

 

13.99 

 

6.98- 28.04 

 

0.000 

Significant 

positive 

association 
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The fact that 40.0% of applicants were not given a percentage of disability indicates that 

a disability percentage is not necessarily required when determining eligibility for 

disability pension in the Khomas Region. Possibly some medical practitioners are not 

allocating a percentage of the applicants’ disabilities due to the absence of a guiding tool 

for measuring disability percentage in the Khomas Health  Directorate. The absence of a 

guiding tool for determining disability percentage is not unique to the Ministry of Health 

and Social Services in Namibia. According to literature some countries do not have a 

guiding tool for determining disabilitydisability percentage whereas other countries do 

have the tools for determining disability percentage for disability pension applicants 

(Whitworth et al., 2006).  

 

4.4.9 Association between intervention needed to restore work ability and 

rejection of disability pension application 

Table 4.11 shows results of statistical analysis on the association between possible 

interventions needed to restore work ability of the applicant and rejection of disability 

pension application. There is a positive association between a need for medication to 

restore work ability of the applicant and rejection of disability pension application. 

Applicants who required medication for restoration of their work ability were three 

times more likely to be rejected for disability pension compared to applicants in need of 

other interventions to restore work ability (OR=3.00). The absence of any possible 

intervention to restore work ability of an applicant is negatively associated with rejection 

of disability pension application with OR=0.37. No association was found between 
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rejection of disability pension applications and being in need of rehabilitation, 

appliances (assistive devices) or surgical interventions.  

 

Table 4.11:  Association between intervention needed to restore work ability and 

rejection of disability pension application 

 

Intervention 

needed 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

Appliance 

Other 

17 

243 

51 

1045 

1.43 0.81- 2.53 0.210 No association 

Medication 

Other 

87 

173 

155 

941 

3.00 2.24- 4.16 0.000 Significant 

positive 

association 

Rehabilitation 

Other 

18 

242 

69 

1027 

1.11 0.65- 1.89 0.710 No association 

Surgery 

Other 

12 

248 

48 

1048 

1.06 0.55- 2.02 0.868 No association 

None 

Other 

120 

140 

765 

331 

0.37 0.28- 0.49 0.000 Significant 

negative 

association 
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4.4.10 Association between suitable employment setting and rejection of 

disability pension application 

Table 4.12 shows the results of statistical analysis on the association between an 

employment setting that is suitable for an applicant and rejection of disability pension 

application. There is a significant negative association between being unfit for any form 

of employment setting and rejection of disability pension application with a CI of (0.10- 

0.24). The results show a significant positive association between being fit to work in 

the open labor market and being rejected for disability pension. The result shows that an 

applicant who is fit for open labour market employment is 14 times more likely to be 

rejected for disability pension compared to other categories. This result validates a clear 

difference among the cases and controls with regards to being suitable to work in the 

open labour market in the current procedure for determining eligibility for disability 

pension in the Khomas Region. Being unfit for any employment setting and being fit for 

sheltered employment are negatively associated with rejection for disability pension 

with OR of 0.16 and 0.68, respectively. 
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Table 4.12:  Association between suitable employment setting and rejection of 

disability pension application 

 

Suitable employment 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval 

(CI) 

p-value Conclusion 

None 

Other 

25 

235 

446 

650 

0.16 0.10- 0.24 0.000 Significant 

negative 

association 

Light work 

Other 

36 

224 

142 

954 

1.08 0.73- 1.60 0.702 No 

association 

Settlement 

Other 

14 

246 

75 

1021 

0.77 0.43- 1.40 0.393 No 

association 

Sheltered  employment 

Other 

66 

194 

364 

732 

0.68 0.50- 0.93 0.015 Significant 

negative 

association 

Open labor market 

Other 

84 

176 

35 

1061 

14.47 9.46- 22.14 0.000 Significant 

positive 

association 

 

Even though suitable employment settings for the applicants is divided into two 

categories, namely: ‘none’ and ‘settlement’ (those who cannot do any form of work), 

and ‘light work’, ‘sheltered employment’, and ‘open labour market’ (those who can do 

some form of work), there is a significant association between being able to do some 

form of work and rejection for disability pension: p=0.000, OR= 4.59 and CI =3.14-

6.74. This result shows that applicants who are able to do some form of work are more 

than four times likely to be rejected for disability pension. 
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4.4.11 Association between available functional abilities of applicant and 

rejection of disability pension application 

The results in the Tables 4.13, to 4.15 present the association between functional 

abilities and rejection of disability pension applications. The abilities are presented with 

respect to general functioning, physical ability and psychological ability respectively. 

The statistical analysis shows a positive association between having normal physical and 

psychological functions, and rejection of disability pension application with all having 

p-values of zero. For the majority of the listed abilities in the respective tables, there are 

six to seven times more chances of an application being rejected if the ability is normal 

compared to abnormal functions. Higher ORs were present for personal care abilities 

and ability to follow instructions. An applicant with normal personal care is 18 times 

more likely to be rejected for disability pension compared to applicants with abnormal 

personal care. In addition an applicant who is able to follow instructions is 10 times 

more likely to be rejected for disability pension compared to those who lack this ability. 
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Table 4.13: Association between general functioning of applicant and rejection of 

disability pension application 

 

Abilities present 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-

value 

Conclusion 

Mobility 

 

Normal 

Abnormal 

171 

88 

468 

627 

2.603 1.942- 3.493 0.000 Significant 

positive 

associations 
Conduct own 

affairs 

Normal 

Abnormal 

229 

30 

566 

529 

7.134 4.714- 10.855 0.000 

Personal care Normal 

Abnormal 

250 

9 

660 

435 

18.308 9.037- 38.455 0.000 
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Table 4.14: Association between physical ability of applicant and rejection of 

disability pension application 

 

 

 

 

Physical abilities 

present 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% Confidence 

Interval (CI) 

 

p-value 

 

Conclusion 

Seating Yes 

No 

236 

23 

634 

462 

7.48 4.80- 11.66 0.000 Significant 

positive 

associations Standing Yes 

No 

191 

68 

337 

759 

6.33 4.66- 8.58 0.000 

Walking Yes 

No 

188 

71 

300 

796 

7.03 5.19- 9.52 0.000 

Balance Yes 

No 

174 

85 

287 

809 

5.77 4.31- 7.73 0.000 

Climbing Yes 

No 

166 

93 

251 

845 

6.01 4.50- 8.03 0.000 

Endurance Yes 

No 

170 

89 

261 

924 

6.11 4.56- 8.18 0.000 

Coordination Yes 

No 

206 

53 

491 

605 

4.79 3.46- 6.63 0.000 

Fine motor Yes 

No 

216 

43 

475 

621 

6.57 4.63- 9.30 0.000 

Hand grips Yes 

No 

218 

41 

469 

626 

7.10 4.98- 10.12 0.000 

Posture Yes 

No 

213 

46 

450 

646 

6.65 4.73- 9.35 0.000 
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Table 4.15: Association between psychological ability of applicant and rejection of 

disability pension application 

 

Psychological abilities 

present 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-

value 

 

Conclusion 

Following 

instructions 

Yes 

No 

245 

14 

686 

409 

10.43 6.00- 18.13 0.000 Significant 

positive 

associations Concentration Yes 

No 

237 

22 

608 

488 

8.65 5.50- 13.60 0.000 

Communication Yes 

No 

238 

21 

587 

509 

9.83 6.19- 15.60 0.000 

Monotonous work Yes 

No 

230 

29 

603 

493 

6.48 4.33- 9.71 0.000 

Criticism Yes 

No 

227 

32 

560 

536 

6.79 4.60- 10.01 0.000 

Social appearance Yes 

No 

229 

30 

563 

533 

7.23 4.85- 10.77 0.000 

 

4.4.12  Association between ability to adequately provide for personal 

maintenance and rejection of disability pension application 

The results in Table 4.16 show the results of statistical analysis on the association 

between ability of applicant to provide for his/her personal maintenance and rejection of 

disability pension application. There is a positive association between ability to provide 

for one’s personal maintenance and rejection of disability pension application. The odds 
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of being rejected if an applicant can provide for his/her personal maintenance is about 

seven times that of an applicant who cannot (OR=6.9). 

 

Table 4.16:  Association between ability to adequately provide for personal 

maintenance and rejection of disability pension application 

Ability to adequately 

provide for personal 

maintenance 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

Can provide 

Cannot provide 

136 

121 

153 

940 

6.90 5.067- 9.415 0.000 Significant 

positive 

association 

 

 

4.4.13 Association between effects of disability on life expectancy and rejection of 

disability pension application 

Results in Table 4.17 present the statistical analysis results of the association between 

effects of disability on life expectancy and rejection of disability pension applications. 

There is a significant positive association between having a disability that does not 

affected life expectancy and rejection of disability pension application: an applicant with 

a disability that does not affect life expectancy is almost two times more likely to be 

rejected (OR=1.92).  There is a significant negative association between having a 

disability that reduce life expectancy and rejection of application for disability pension 

(OR=0.41).  
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Table 4.17: Association between effects of disability on life expectancy and rejection 

of disability pension application 

 

Effects of 

disability on life 

expectancy 

 

Cases 

 

Controls 

Odds 

Ratios 

(OR) 

95% 

Confidence 

Interval (CI) 

p-value Conclusion 

Unknown 

Other 

12 

248 

52 

1044 

0.97 0.51- 1.85 0.930 No association 

No effect 

Other 

167 

93 

530 

566 

1.92 1.45- 2.54 0.000 Significant 

positive 

association  

Reduced 

Other 

68 

192 

507 

589 

0.41 0.30- 0.56 0.000 Significant 

negative 

association  

 

When the category of disabilities with an unknown effect on life expectancy is removed 

from the analysis which results in two remaining categories namely (unaffected and 

reduced); applicants with unaffected life expectancy are two times more likely to be 

rejected for disability pension compared to those with a reduced life expectancy since 

OR=2.35. The results is of the other two parameters are p=0.000, and CI (1.71-3.23). 

 

4.5  RESULTS OF THE MULTIPLE LOGISTIC REGRESSION 

This section presents the results of the multiple logistic regression analysis which is the 

last part of the statistical analysis. All variables were assessed on their individual 

association with rejection of disability pension application in section (4.4). A multiple 

logistic regression model was fitted to account for confounders and find the factors 

significantly associated with the outcome of approval or rejection of disability pension 
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application when all the factors are combined with each other. A standard p-value of 0.2 

was used as the criteria for inclusion of variable factors into the final model. A multiple 

logistic regression model produced the table in Annexure H. Factors with p-values less 

than 0.05 are significantly associated with the outcome decision of approval or rejection 

for disability pension in the Khomas Region. When the factors are simultaneously 

considered the following show a significant association with the outcome decision of 

approval or rejection of disability pension applications: 

 Type of work (employment setting) suitable for applicant 

 Personal care capacity 

 Possible intervention to improve work ability of the applicant 

 Percentage of disability 

 Mental functions affected  

 

4.6  SUMMARY 

This chapter covered the presentation and discussion of the results of the study. Factors 

were described and discussed with regard to their frequency and percentage distribution 

among approved and rejected disability pension applications, and their statistical 

significance of association with rejection for disability pension in the Khomas Region. 

Results of a multiple logistic regression analysis were presented to identify a group of 

factors that were significant in determining approval or rejection of disability pension 
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applications when all the factors were simultaneously considered.  The following factors 

were positively associated with rejection of disability pension applications in the 

Khomas Region during the period of the study: 

 No previous education 

 No previous occupation 

 Musculoskeletal system affected 

 Disability caused by injury 

 Disability with unknown duration 

 Disability percentage below 70.0% 

 Disability with unknown progression 

 Disability that is constant 

 Disability that can be improved by medication 

 Normal functioning capacity with respect to work 

 Fit for open labour market employment 

 Able to adequately provide for own maintenance 

 Unaffected life expectancy. 

The following factors were found negatively associated with rejection of disability 

pension applications in the Khomas Region during the period of study; therefore these 

factors are associated with approval of disability pension applications: 

 Unskilled previous occupation 

 Nervous system affected 
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 Mental functions affected 

 Disability caused by non-communicable diseases 

 Permanent disability 

 Disability that will worsen 

 Absence of possible intervention to improve work ability of applicant with 

disability 

 Unfit for any type of employment 

 Reduced life expectancy 

 

The multiple logistic regression analysis showed that factors that are significantly 

associated with approval and rejection of disability pension applications in the Khomas 

Region during the period of study considering a p-value of 0.05 are: type of employment 

setting suitable for applicant; personal care capacity; possible intervention to restore 

work ability of the applicant; percentage of disability and mental functions affected. 

Chapter 5 provides conclusions, recommendations and limitations of this study based on 

the findings. 
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CHAPTER 5 

CONCLUSIONS, RECOMMENDATIONS AND LIMITATIONS OF 

THE STUDY 

5.1  INTRODUCTION 

In Chapter 4 results of this study were presented and comparatively discussed with 

identified local, regional and international literature. Conclusions drawn from the study 

are presented in Chapter 5. Recommendations are then formulated and presented within 

the local context. Limitations of this study, with regards to data sources and literature are 

highlighted. 

 

5.2  CONCLUSIONS 

The purpose of this study is to explore and describe characteristic factors of approved 

and rejected disability pension applications, and to identify factors associated with 

rejection of disability pension applications in the Khomas Region. To reach the purpose, 

two objectives were formulated focusing firstly on describing the socio-demographic 

and medical factors that characterize approved and rejected disability pension 

applications in the Khomas Region and secondly on the association between the 

identified characteristic factors and rejection of disability pension applications in the 

Khomas Region. The conclusions that are based on the objectives are presented below. 
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5.2.1  Conclusions with regard to the first objective 

First Objective: To describe socio-demographic and medical factors that characterize 

approved and rejected disability pension applications in the Khomas Region 

To meet the first objective information on the characteristic factors of disability pension 

applicants was extracted from the completed disability pension applications using a data 

extraction form. Collected data were analyzed using Epi info version 5.3.1 statistical 

package to find the distribution of the characteristic factors among approved and 

rejected disability pension applications. 

 

Conclusions: The study confirms universal phenomena that low education, a history of 

unemployment, and lack of income are factors that characterize disability pension 

applicants (Govender, 2009). It was found in this study that there were higher 

percentages of rejection for disability pension in the Khomas Region are among 

disability pension applicants who had no education; no employment history; an adequate 

income as well as those capable of working in the open labour market employment 

setting. The study found that the following disability pension applicants usually have 

their applications approved: those who have higher educational levels; those who were 

previously employed in professional jobs; and younger applicants. 

  

The findings reveal that the most affected body systems among disability pension 

applicants are: musculoskeletal system, nervous system, and mental functions 
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respectively. Chronic conditions such as schizophrenia, HIV related conditions, visual 

impairment, and mental retardation, featured prominently among the disability pension 

applicants. The study found that the percentage of rejected applications was greater for 

persons with disabilities with unknown duration or progression, especially epilepsy, and 

those in need of medication to restore their work ability. The study found that the 

percentage of approved applications was higher amongst those applicants who had: an 

affected urinary system; mental functions affected (especially schizophrenia); and 

conditions that will worsen. This group of approved applicants included those whose 

work ability could not be restored by any type of intervention. 

 

Medical practitioners regarded the majority of the health conditions among disability 

pension applicants as not affecting their life expectancy. A predominantly medical 

model is being used to determine interventions needed to restore work ability of 

disability pension applicants. The majority of disability pension applicants are capable 

of performing some form of productive labour activities, especially in sheltered 

employment. Some disability pension applicants who were considered fit for open 

labour market, by assessing medical practitioners, are receiving disability pension. 

However, statistically there is a significant difference between the approved and rejected 

applications with regard to being suitable for open labour market employment. 
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5.2.2  Conclusions with regard to the second objective 

Second Objective: To identify factors that are significantly associated with rejection of 

disability pension applications in the Khomas Region.  

 

A case- control design was used to achieve this objective. The cases were the applicants 

who were rejected and the controls were those that were approved for disability pension. 

To further analyze the results from the first objective, statistical tests for significance of 

association were conducted at 95.0% Confidence Intervals to determine the evidence of 

association between each factor and the outcome decision of rejection for disability 

pension. Results of the Odds Ratios, p- values and Confidence Intervals determined the 

associations. Finally a multiple logistic regression analysis was done to find the 

association between the variable factors and the outcome decision to reject or approve 

disability pension applications when multiple factors are involved. 

 

Conclusions: It was found that a significant positive association exists between 

rejection for disability pension and the following factors individually: no education; no 

previous occupation; disabilities caused by injury; lower percentage of disability; 

disabilities with unknown duration; fit for open labour market; and unaffected life 

expectancy.  On the other hand the following factors were negatively associated with 

rejection of disability pension applications: disabilities caused by non-communicable 

diseases; unaffected musculoskeletal system; permanent disability; and disability which 

did not have any possible interventions to restore work ability of the applicant. 
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When all factors were combined and simultaneously analyzed then the multiple logistic 

regression analysis showed that there is an association between approval and rejection of 

disability pension applications and the following factors: type of employment setting fit 

for applicant; personal care abilities; mental functions affected; possible intervention to 

restore function; and percentage of disability. 

 

5.3  RECOMMENDATIONS 

Several recommendations emanated from the study. Possible stakeholders who could act 

on these recommendations include; Ministry of Health and Social Services, Ministry of 

Labour and Social Welfare, Ministry of Education, the disability movement, and the 

community at large.   

 

5.3.1  Recommendations for the Ministry of Health and Social Services 

 A policy and guidelines should be developed to guide assessments for disability 

pension to ensure harmonization and integration of assessment for disability pension 

with the administration of the pension. This should be in collaboration with the 

Ministry of Labour and Social Welfare. The time frame should be within the next 

one or two financial years to be in keeping with the ministerial strategic plan.  

 

 In order to reduce the inclusion errors in which people suitable for open labour 

market receive disability pension, there is a need to develop a standardized 

comprehensive objective assessment tool which is researched in collaboration with 
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the Ministry of Labour and Social Welfare. It is ideal for the assessment tool to be 

based on the ICF which has a sound theoretical basis for measuring impairments in 

body structure, body function, activity limitations and participation restrictions. 

Furthermore the (ICF) may provide an appropriate conceptual structure to balance 

the medical and social approaches for assisting people with disabilities rather than 

the current purely medical model being used in the Khomas Region. This could also 

contribute to the transparency and legitimacy of the disability pension scheme since 

such schemes are open to constant criticism about their capacity to select the right 

people for a pension (de Boer at al., 2008). Furthermore, the reasons for rejections 

should be clear (Medeiros et al., 2006). Further consultations and collaboration could 

be done with South Africa, in which some provinces are currently developing 

disability assessment procedures. 

 

 Since disability is not only a medical problem there should be involvement of other 

stakeholders involved in determining eligibility for disability pension. The Khomas 

Region has the highest number of state-employed allied health professionals, such as 

occupational therapists, physiotherapists, social workers, and psychologists. It would 

therefore be noble to establish procedures that emphasize interdisciplinary 

evaluation of disability pension applicants. This is relevant when considering that 

functional assessments and social issues are not the fields of expertise of medical 

practitioners hence involvement of other allied health professionals would mean that 

applicants are provided a fair evaluation. The respective Primary Health Care and 
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Social Services Directorates can play a leading role regarding this recommendation 

in the next financial year. 

 

 Implement on-going training for medical practitioners and allied health professionals 

involved in assessments for disability pension in terms of disability assessment 

protocols and tools in the Khomas Region. This task can be done by the CMO 

annually to ensure a mutual understanding of the terms used on the disability 

pension application forms and their interpretation. Voipio (2006) argues that one of 

the key means of achieving efficient, co-ordinated and sensitive administrative 

systems is to invest substantial resources in the training of personnel involved. 

 

 Medical practitioners could be provided with a list of operational definitions of 

elements on the current disability pension application for example, what is referred 

to as mobility versus walking. This could be done by the CMO in consultation with 

other healthcare providers. The process can be repeated whenever the elements on 

the disability pension application form are changed. 

 

 A guide to estimate percentage of disability or impairment is needed to help medical 

practitioners comfortably estimate the given percentage of disability since medical 

practitioners frequently leave out this question on the medical report.  
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 A rating scale should be used for each task which shows the extent of difficulty in 

performing the task, such as walking,  instead of ‘yes’ or ‘no’ responses to an 

assessment of an applicant’s capacity to perform work. 

 

 To reduce complex assessments and delays in processing of some disability 

pensions, a chronic illnesses list, based on the Australian model, should be 

developed for Namibia to identify clinically confirmed conditions that could be 

eligible for the disability pension. For example, schizophrenia with a more than 

50.0% degree of debilitation even with medication. The Directorate of Tertiary 

Health Care can play a leading role in this task which can be included in their five 

year plan. 

 

 To prevent injuries a prevention strategy, based on the WHO guidelines, should be 

developed since injuries were the highest known cause of disability among disability 

pension applicants. The ministry through National Level Disability Prevention and 

Rehabilitation Division in collaboration with MVA Fund and National Road Safety 

Council could collaborate in this task.  

 

 Maternal and child health program in the Ministry should collaborate with the 

Disability Prevention and Rehabilitation Division to developing strategies for 

disability prevention during pregnancy and to reduce congenital disabilities since 

disabilities with genetic or congenital causes were found to be significantly high in 
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this study. This can be tackled through joint annual planning among the responsible 

program officers.  

 

 Community Based Rehabilitation (CBR) should be strengthened, particularly the 

empowerment components. Sheltered employment or protected workshops can be 

introduced to empower many disability pension applicants who are able to work in 

sheltered employment. Through CBR, health promotion can be done to educate 

society on eligibility for disability pension to enable potential applicants to be better 

prepared for the assessments. This would minimise unnecessary applications and 

improve transparency of the process (de Boer et al., 2008). 

 

5.3.2  Recommendations for the Ministry of Labour and Social Welfare 

 A review of the current disability pension application form should be initiated in 

order to add other significant environmental and social factors with well defined 

parameters when assessing disability. Such a review could follow the international 

shift from only relying on a purely medical approach of determining eligibility for 

disability pension to include social and human rights components. 

 

 A social assistance strategy could be developed to remove environmental and 

attitudinal barriers for people with disabilities who can work thus enabling their 

integration into mainstream society, and to provide disability pension only to those 

who cannot permanently provide for themselves financially. 
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 A consideration should be given to the principles of equity by introducing at least 

two levels of payment for disability pension depending on the severity of disability 

rather that the current flat rate. This is because disability levels differ even among 

those who are approved for disability pension, some can manage personal care while 

others need 24 hour care.  

 

 For people with profound disabilities who depend on a care-giver, a care-giver 

allowance could be introduced. South Africa and Australia are examples where such 

systems are functioning well. Currently in Namibia if a care-giver is a family 

member, for example, then he/she is usually not able to work for a living. However, 

home-based care is not always done in a professional manner due to lack of care-

giver skills and the level of care is often at a very low standard. In addition home-

based care leads to isolation of recipients of care from social interaction.  In view   of 

these disadvantages of such care it would be preferable to provide day-care centers, 

community houses, and protected employment workshops, in order to enable more 

professional care for disability pension recipients within their communities. 

 

 In accordance with the African Union’s Livingstone Declaration, a reliable long term 

funding for social protection should be ensured considering the ever increasing 

number of applicants for disability pension. Developmental partners and government 

could collaborate to ensure a sustainable budget. 
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 As the numbers of disability pension applicants continue to increase, there will be 

need to introduce well researched ways to conduct some form of means testing that 

is less costly. The National Pensions Act of 1992 already has a provision for a means 

test to be introduced. 

 

 A database with user friendly software that allows easy retrieval of information that 

is not only based on pay points may improve efficiency in handling data within and 

between the Ministry of Labour and Social Welfare and the Ministry of Health and 

Social Services. The officers responsible for information and technology in the 

Ministry of Labour and Social Welfare could execute this task in the next financial 

year. 

 

5.3.3  Recommendations for the Ministry of Education 

 A review of the capacity of special schools can be done by this ministry. Options for 

education should be provided for learners who because of their impairments are 

unable to cope with main stream education. Special education should be 

strengthened for individuals who have lesser learning ability so that they can receive 

relevant skills training, to prepare them for certain non-academic jobs. Introduction 

of skills training curricula and specially trained teachers for such learners can go a 

long way in educationally empowering individuals with disabilities, especially 

mental retardation (learning disabilities) who are the seriously excluded from 

education and employment. 
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 A school placement policy guiding enrolment of learners with disabilities in 

mainstream school should be developed. Inclusive education should be strengthened 

to enable school placement assessments for children with disabilities to be done by 

professionals, such as occupational therapists, speech and language therapists and 

clinical/child psychologists for children with disabilities who attain the school going 

age. 

 

5.3.4  Recommendations for the disability movement 

 People with disabilities should mobilise themselves into recognised Organizations 

for People with Disabilities (OPDs) and engage in advocacy for accessible systems. 

Quarterly outreaches to their communities could be implemented to provide 

information and awareness about the disability pension program.  

 

 OPDs should actively participate in the development of ‘fair’ criteria for disability 

pension eligibility once the Ministry of Health and Social Services initiates the 

process. This could ensure that processes of determining eligibility for disability 

pension are effective and responsive to the needs of people with disabilities as 

recommended by the UN convention on the rights of persons with disabilities. 

 

 Non-Governmental Organizations (NGOs), faith based organizations, and civil 

organizations, should complement the government’s social support to people with 

disabilities through provision of other necessities such as assistive devices; vouchers 
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to access services; and income generating activities. This could be achieved through 

action plans that purposely target people with disabilities. 

 

5.3.5  Recommendations for future research 

 There is a need to research the effects of language difficulties and cultural 

differences between medical practitioners and disability pension applicants when 

determining eligibility for disability pension. 

 

 Future research could be undertaken to determine the impacts of the disability 

pension program on the lives of people with disabilities who are receiving disability 

pension. 

 

 The situation of people with epilepsy need further research to establish its prevalence 

and the reasons why high percentages of disability pension applicants with epilepsy 

are being rejected for disability pension.  

 

 Empowerment options for people with disabilities in Namibia could be researched in 

order to guide policy directions. 

 

 Local studies on the effects of different types of disabilities on life expectancy could 

provide results that could better inform the medical practitioners to judge the effects 

of different disabilities on the life expectancy of people with disabilities in Namibia. 

 Studies to find out disability targeting inclusion and exclusion could be conducted. 
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 Further research to determine factors that differentiate applicants who are approved 

for disability pension for short term and those for permanent disability pension. 

 

 The impact of rejection for disability pension on the lives of disability pension 

applicants who are rejected for disability pension could be researched in future by 

following up the people whose applications were rejected for disability pension. 

 

5.4  LIMITATIONS OF THE STUDY 

5.4.1  Limitations with regards to data sources 

Secondary data sources were used in this study. The researcher had no control on how 

the original data were collected. Other data elements could have been interpreted 

differently by medical practitioners who completed the medical reports for disability 

pension. Another challenge for this study was that some data elements were missing 

from the records. To counteract this, those records with significant data elements 

missing were excluded from the study.  

 

5.4.2  Limitation with regards to literature 

There is great scarcity of local studies on factors associated with eligibility for disability 

pension thus the literature review focused more on international studies.  
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5.5  CONCLUDING REMARKS 

The study has managed to describe the factors characterizing disability pension 

applications and those factors currently associated with approval and rejection of 

disability pension applications in the Khomas Region. Therefore the overall aim and 

objectives of this study have been achieved.  

 

It is concluded that factors associated with determination of eligibility for disability 

pension in the Khomas Region follow the international trends. However, there is room 

for much improvement particularly pertaining to the factors captured by the current 

disability pension application form. The proposed recommendations could contribute 

towards the development of clear eligibility criteria for disability pension. This will 

ensure fair and holistic disability assessments culminating in needs oriented 

interventions for all people with disabilities.  
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ANNEXURE A: MEDICAL REPORT FOR DISABILITY PENSION 
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ANNEXURE B: UNIVERSITY OF NAMIBIA APPROVAL LETTER 
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ANNEXURE C: REQUEST TO THE MINISTRY OF HEALTH AND 

SOCIAL SERVICES FOR PERMISSION TO CONDUCT STUDY  
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ANNEXURE D: MINISTRY OF HEALTH AND SOCIAL SERVICES 

APPROVAL LETTER 
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ANNEXURE E: REQUEST TO THE MINISTRY OF LABOUR AND 

SOCIAL WELFARE FOR PERMISSION TO CONDUCT STUDY 
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ANNEXURE F: MINISTRY OF LABOUR AND SOCIAL WELFARE 

APPROVAL LETTER 
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ANNEXURE G: DATA EXTRACTION FORM 

 

 

 

DATA EXTRACTION FORM 

 

1. GENDER  

2.  AGE  

 

3. HIGHEST 

EDUCATIONAL 

LEVEL 

None Primary Junior 

Sec 

Senior Sec University/ 

collage 

     

 

4. BODY SYSTEM AFFECTED YES NO 

Cardiovascular system   

Respiratory system   

Alimentary system   

Urinary system   

Nervous system   

Musculoskeletal system   

Mental functions   

Other system   

 

5. DIAGNOSIS  

 

6. CAUSE OF 

DISABILITY 

Injury Infection Genetic/biological Disease Unknown 

     

 

7. DURATION OF 

DISABILITY 

Permanent Temporary Unknown 

   

 

8. PERCENTAGE OF 

DISABILITY 

 

 

9. PROGRESSION OF 

DISABILITY 

Constant Improve Worsen Unknown 

    

 

10. POSSIBLE 

INTERVENTION TO 

IMPROVE FUNCTION 

Appliance Medication Rehabilitation  Surgery Unknown 
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OF APPLICANT 

11. FUNCTIONING ABILITY OF APPLICANT Normal Abnormal 

Mobility   

Conducting Own Affairs   

Personal Care   
 

12. PHYSICAL CAPACITY WITH RESPECT TO ABILITY TO WORK YES NO 

Seating   

Standing   

Walking   

Balance   

Climbing   

Endurance   

Coordination   

Fine motor skills   

Handgrips   

Usual posture   

13. PSYCHOLOGICAL ABILITY WITH RESPECT TO ABILITY TO 

WORK 

YES NO 

Following instructions   

Concentration   

Communication   

Monotonous work   

Dealing with criticism   

Social appearance   

 

14. TYPE OF 

WORK FIT FOR 

APPLICANT 

Open labour 

market 

Sheltered 

employment 

Light 

work 

Settlement 

scheme 

None 

     

 

15. APPLICANT UNABLE TO ADEQUATELY PROVIDE 

FOR HIS/HER OWN MAINTANANCE 

YES NO 

  

 

16. EFFECTS OF DISABILITY ON 

LIFE EXPECTANCY 

Reduced No change Unknown 

   

 

17. DECISION BY CHIEF 

MEDICAL OFFICER 

Approve Reject 
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ANNEXURE H: MULTIPLE LOGISTIC REGRESSION OUTPUT 

 


