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1 STATUS AT A GLANCE 
 

1.1 Introduction  
Botswana was one of the 189 countries that adopted the United Nations General 
Assembly Special Session on HIV and AIDS (UNGASS) Declaration of Commitment in 
2001. The Declaration reflects global consensus on a comprehensive framework to 
achieve the Millennium Development target of halting and beginning to reverse the 
spread of the HIV and AIDS epidemic by 2015. Under the terms of the Declaration, 
success in national HIV and AIDS responses is measured by the achievement of 
concrete, time-bound targets that call for careful monitoring of progress in 
implementing commitments. The United Nations (UN) Member States who signed the 
Declaration committed themselves to regularly report in the progress made on their 
county’s response to the AIDS epidemic. The UN Secretary-General assigned the 
Joint United Nations Programme on HIV and AIDS UNAIDS Secretariat the 
responsibility of developing the reporting process, accepting reports from Member 
States, and preparing a regular report for the General Assembly.  
 
Against this background, Member States who signed the Declaration submit UNGASS 
Country Progress Reports to the UNAIDS Secretariat every two years. The first 
UNGASS Country Progress reports were submitted in 2003, followed by 2005 and 
2008. This 2010 Country Progress Report is therefore the fourth of such reports. In 
line with the UNGASS Reporting Guidelines for 2010 (UNAIDS, 2009a), the report is 
designed to highlight progress made since the last UNGASS report (and thus focuses 
on the period between January 2008 and December 2009), identify problems and 
constraints, and recommend actions to accelerate achievement of the targets 

1.2 The 2010 UNGASS Report-Writing Process 
To undertake the development of this report, a consultant was engaged by the 
National AIDS Coordinating Agency (NACA) and given the following Terms of 
Reference:  
 

 To review previous UNGASS reports 
 To collect data for the National Composite Policy Index 
 To analyse all collected data 
 To produce a narrative report 
 To facilitate a stakeholder consensus workshop 

 
A Technical Working Group made up of representatives from Civil Society 
Organisations, the Private Sector, Development Partners, NACA and other 
Government Ministries was convened to guide the report-writing process, while the 
Monitoring and Evaluation (M&E) Division at NACA coordinated the overall report-
writing process.  

 
The process began with a presentation of an Inception Report by the consultant to 
the Technical Working Group. The presentation mainly focused on the proposed 
approach to the process, particularly the methods of data collection (document and 
literature review; key informant interviews, and stakeholder group meetings), as well 
as on agreeing on a feasible work-plan.  
 
The document and literature review was done concurrently with the data collection 
over a period of two weeks. Thereafter the consultant synthesized the data and 
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wrote the different sections of the report. The first draft of the report was sent to the 
Technical Working Group, through NACA for comments. The comments were 
incorporated and a second draft was developed. The latter draft was presented at a 
national consensus building workshop held on the 11th March 2010. The workshop—
attended by a wide range of representatives from the different partners in the 
national response (see list in Annex A)—enabled partners to review each section of 
the report and to provide feedback and any outstanding or additional information. 
After the workshop the consultant incorporated all comments and additional data into 
a final draft which was submitted to NACA for approval. 

1.3 Status of the Epidemic 
Botswana is one of the nine Southern African countries that continue to bear the 
global burden of HIV and AIDS, with each country having an adult prevalence of 
more than 10 percent. The 2008 Botswana AIDS Impact Survey (BAIS) estimated 
that 17.6 percent of the population aged 18 months and above was HIV positive in 
that year. The corresponding figure in the 2004 BAIS was 17.1 percent. It is 
therefore evident that HIV prevalence in the country is levelling off around 17 
percent. In the same vein, the preliminary results of the 2009 HIV and AIDS Sentinel 
Surveillance show that HIV prevalence among pregnant women aged 15-49 years1 
has been hovering around 33 percent since 2005. However, both BAIS and Sentinel 
Surveillance data show that HIV prevalence among young people aged 15-24 years 
has been declining consistently since 2001.  
 
A study by NACA (2008b) projected that by 2009 there would be about 331 432 
adults aged 15 years and above living with HIV in Botswana. The corresponding 
figure for children aged 0-14 years was 19 125.  
 
According to the 2008 BAIS, females have a higher HIV prevalence, estimated to be 
20.4 percent compared to the 14.2 percent for males in 2008. This pattern was also 
observed in the 2004 BAIS. In the latter, HIV prevalence was highest among the 30-
34 year age-group for both females and males. In the 2008 survey, prevalence is 
now generally highest in the next age band (40-44 years). This age cohort effect is a 
sign of a successful HIV treatment program resulting in high survival rates. 
 
Consistent with previous BAIS results, urban areas had higher HIV prevalence rates 
than rural areas in the 2008 survey.  

1.4 Policy Overview 
Botswana has embraced the “Three-Ones” principle: the National AIDS Coordinating 
Agency (One national coordinating body) was established in 1999; the Botswana HIV 
and AIDS Response Information System (BHRIMS (One agreed national monitoring 
and evaluation system) was put in place in 2001; and the first National Strategic 
Framework or NSF I (One agreed HIV and AIDS Action Framework that provides the 
basis for coordinating the work of all partners), covered the period 2003-2009. 
Following an in-depth review of the NSF I, a second National Strategic Framework 
(2010-2016) was approved in December 2009.  
 
Several policies, plans and legislative pieces have also been developed to support the 
national response. For the current reporting period these include: the National 
Operational Plan for Scaling-up Prevention (2008); the National HIV Treatment 

                                                 
1  These are women presenting to ante-natal clinics for their first visit for their current 
pregnancy.  
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Guidelines published by the Ministry of Health in 2008; the new National Guidelines 
for HIV Testing and Counselling, published by the Ministry of Health in 2009; the 
Public Service Act of 2008 which prohibits discrimination or prejudice of employees 
because of an HIV positive status; and the Domestic Violence Act; No. 10 of 2008 
which provides survivors of domestic violence with protection. In the context of HIV 
and AIDS this Act is important for removing barriers to accessing HIV prevention, 
treatment, care and support services for women and girls. The Children’s Act of 2009 
provides, among other things, guidelines for the provision of care and support for 
orphans and other vulnerable children.  
 
This supportive policy and legislative environment reflects the consistent 
commitment of the political leadership on HIV and AIDS which has prevailed since 
the epidemic was declared a national emergency. The top political leadership, for 
example, has consistently spoken out and supported the national HIV and AIDS 
response at the highest level. 

1.5 Programmatic Overview 
There has been significant progress in developing and launching several national 
prevention, treatment and support programmes. For example, the Prevention-of-
Mother-to-Child Transmission of HIV (PMTCT) was introduced in 1999; the National 
ART programme was implemented and rolled-out in 2002; Routine HIV Testing was 
introduced in 2004; and HIV testing was further enhanced through an increase in 
voluntary counselling and testing centres throughout the country. In addition the 
National Orphan Care and Home-Based Care programmes provide important care 
and support for those infected and affected by the epidemic.  
 
In the current reporting period, key national programmes that were launched are the 
Multiple Concurrent Partnership Programme launched by NACA in 2009 to address 
one of the key drivers of HIV transmission in Botswana—overlapping sexual relations 
with more than one person; the Safe Male Circumcision Programme, launched in 
2009 by the Ministry of Health with the aim of reducing the risk of HIV transmission 
in males through circumcision; and the Botswana National AIDS Prevention Support 
Programme, a World Bank-sponsored initiative to assist the Government of Botswana 
to increase the coverage, efficiency and sustainability of targeted and institutional-
based HIV and AIDS interventions. These programmes are described in more detail 
in Section 3 of this report.  

1.6 UNGASS Indicators  
In keeping with the mandates of the UNGASS Declaration of Commitment the 
UNAIDS Secretariat collaborated with other stakeholders in 2002 to develop a series 
of core indicators to measure progress in implementing the Declaration. These 
indicators are divided into three categories:  
 

 National commitment and action indicators. These focus on policy and 
the strategic and financial inputs for the national HIV and AIDS response. 
They also capture programme outputs, coverage and outcomes. 

 National knowledge and behaviour indicators. These cover a range of 
specific knowledge and behavioural outcomes  

 Impact indicators. These indicators focus on the extent to which national 
programme activities have succeeded in reducing HIV infection and its 
associated morbidity and mortality. 
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The indicator table below shows, to the extent possible, a summary of Botswana’s 
levels and trends in the various indicators since the first UNGASS report in 2003. 
Further analysis of the levels and trends is provided later in Section 3 and, where 
deemed appropriate, in other parts of the report.   



 
 

7 

Table 1.1 UNGASS Indicators by year of UNGASS Progress Report  
Year of UNGASS Progress Report UNGASS  INDICATOR 

2003 2005 2008 2010 
Sources/Comments 

Financial Inputs for the National Response  
1. Domestic and international spending by categories and 

financing sources (US$ Million)1 
69.8 165.0 351.6 348.2 Source: National AIDS Spending Assessment by NACA 

 
Comment: Data for the reporting period 2006-2008 was not available at 
the time of writing the 2008 UNGASS report and hence estimates were 
reported then. For the current reporting period these have been updated 
from 148.6 to 351.6 Million USD. The US$348.2 reported in this report is 
the total financial inputs for 2008. Data for 2009 was not available at the 
time of writing of this report.  

Policy Development and Implementation Status  
2. National composite Index Presented as an Annex 
National programmes       
3. % of donated blood units screened for HIV in a quality 

assured manner  
100.0 

 
100.0 

 
100.0 

 
100.0 

 
Source: National Blood Transfusion Services   

4. % of adults and children with advanced HIV infection 
receiving antiretroviral therapy  

7.3 
 

62.7 
 

82.3 
 

89.9 
 

Source: National ART Programme  

5. % of HIV-positive pregnant women who received 
antiretrovirals to reduce the risk of mother-to-child 
transmission  

34.3 
 

60.3 
 

91.0 
 

94.2 
 

Source: PMTCT Programme, Ministry of Health 
 

Comment: Data include only women who delivered who were 
diagnosed with HIV infection during ANC. The registers and 
data collection tools have since been revised to disaggregate 
PMTCT during ANC and labour/delivery 

6. % of estimated HIV-positive incident TB cases that received 
treatment for TB and HIV  

Not 
required 

Not 
required 

Data 
Unavail. 

Data 
Unavail. 

Comment: Although the TB monitoring system in Botswana  is 
well developed, it still requires integration with the HIV 
monitoring system in order to accurately assess referrals for 
HIV treatment 

7. % of women and men aged 15-49 who received an HIV test in 
the last 12 months and who know their results  

Not 
required 

Not 
required 

Data 
Unavail 

41.2 Source: BAIS III 

8. % of most-at-risk populations that have received an HIV test 
in the last 12 months and who know their results  

Not 
required 

Not 
required 

Data 
Unavail 

Data 
Unavail 

Comment: Efforts were made in the BAIS III to measure this. 
However the data and measures proved inappropriate. A 
Mapping exercise is currently underway to define and estimate 
most-at-risk  populations in Botswana  

9. of most-at-risk populations reached with HIV prevention 
programmes (PMTCT, VCT/RHT, and IPT) 

Not 
required 

Not 
required 

Data 
Unavail 

Data 
Unavail 

See comment under Indicator 8 above  

10. % of orphaned and vulnerable children aged 0-17 whose 
households received free basic external support in caring for 
the child   

3.3 34.3 No new 
data 

31.2 Source: BAIS III.  
 

Comment : This indicator refers only to the last 12 months for 
psychological, and socioeconomic support related questions and 
not the UNGASS recommended three (3) month 

11. % of schools that provided life skills-based HIV education in 
the last academic year 

 

100.0 100.0 100.0 100.0 All primary and secondary schools in the country have teachers 
that are trained in, and are currently teaching, life-skills-based 
education, which has HIV and AIDS as a major component 



 
 

8 

Year of UNGASS Progress Report UNGASS INDICATOR 
2003 2005 2008 2010 

Sources/Comments   

Knowledge and behaviour    
12. Current school attendance among orphans and among non-

orphans aged 10-14 
Not 

required 
Not 

required 
Data 

Unavail. 
Data 

Unavail. 
Through the National Orphan Care Programme and universal 
education policy almost all children in Botswana attend school 
regardless of their orphanhood status.  

13. % of young women and men aged 15-24  who both correctly 
identify ways of preventing the sexual transmission of HIV 
and who reject major misconceptions about HIV transmission 
or prevention  

36.3 37.6 No new 
data 

42.1 Source: BAIS III 

14. % of most-at-risk populations who both correctly identify 
ways of preventing the sexual transmission of HIV and who 
reject major misconceptions about HIV transmission or 
prevention  

Data 
Unavail 

Data 
Unavail 

Data 
Unavail 

Data 
Unavail 

See comment under Indicator 8 above 

15. % of young women and men aged 15-24 who have had 
sexual intercourse before the age of 15 

Not 
Required 

7.0 Data 
Unavail. 

3.5 Source: BAIS III 

16. % of women and men aged 15-49 who have had sexual 
intercourse with more than one partner in the last 12 months 

Not 
Required 

Not 
Required 

Data 
Unavail. 

11.2 Source: BAIS III 

17. % of women and men aged 15-49 who have had sexual 
intercourse with more than one partner in the last 12 months 
reporting the use of a condom during last sexual intercourse 

Not 
Required 

Not 
Required 

Data 
Unavail. 

81.1 Source: BAIS III 

18. % of female and male sex workers reporting the use of a 
condom with their most recent client 

Not 
Required 

Not 
Required 

Data 
Unavail. 

Data 
Unavail. 

See comment under Indicator 8 above  

19. % of men reporting the use of a condom the last time they 
had anal sex with a male partner (MSM, aged 10-64 years) 

Not 
Required 

Not 
Required 

Data 
Unavail. 

Data 
Unavail. 

See comment under Indicator 8 above  

20. % of injecting drug users reporting the use of a condom the 
last time they had sexual intercourse 

Not 
Required 

Not 
Required 

Data 
Unavail. 

Data 
Unavail. 

See comment under Indicator 8 above  

21. % of injecting drug users reporting the use of sterile injecting 
equipment the last time they injected 

Not 
Required 

Not 
Required 

Data 
Unavail. 

Data 
Unavail. 

See comment under Indicator 8 above  

 
 
 
 
 
 
 
 
 
 



 
 

9 

Year of UNGASS Progress Report UNGASS INDICATOR 
2003 2005 2008 2010 

Sources/Comments 

Impact   
22. % of young women and men 15-24 years of  age who are HIV 

infected  
Not 

Required 
13.0 Data 

Unavail. 
8.0 BAIS III 

23. % of most-at-risk populations who are HIV infected Not 
Required 

Not 
Required 

Data 
Unavail. 

Data 
Unavail. 

See comment under Indicator 8 above  

24. % of adults and children with HIV known to be on treatment 
12 months after initiation of antiretroviral therapy 

Not 
Required 

92.0 84.9 93.2  Results are shown for patients starting ARVs in 2007 and 
their survival through 2008 – data are not yet available 
for 2009 because data for patients starting ARVs in 2008 
and followed-up during 2009 are not yet complete.  

 Estimates are from survival analysis of electronic patient-
level data and therefore the survival function is calculated 
over the full data and evaluated at 12 months and not 
calculated directly from the numerator and denominator 

25. % of infants born to HIV infected mothers who are infected 20.7 11.5 4.8 3.8  The number of HIV-infected mothers was estimated as 
the number of mothers with a positive HIV test during 
ANC plus the number of mothers with positive HIV test 
during labour/delivery. 

 Transmission rates were estimated as the weighted 
average of the estimated transmission rate from women 
who received antiretrovirals (2.5%) and the estimated 
transmission rate from women who did not receive anti-
retroviral (25%). The overall rate was weighted by the 
percentage of HIV-infected pregnant women who 
received antiretrovirals to reduce the risk of mother-to-
child transmission (Indicator 5). 

Notes:  
 Not Required means that countries were not required to report on that indicator in the given year 
 Data Unavail means that there was either no data, insufficient data or no appropriate data to calculate the indicator in the given year.  
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2 OVERVIEW OF THE AIDS EPIDEMIC 
 
 
2.1 Status of the Epidemic   
Botswana is one of the nine Southern 
African countries that continue to 
bear the global burden of HIV and 
AIDS, with each of the countries 
having an adult prevalence of more 
than 10 percent. The 2008 Botswana 
AIDS Impact Survey (BAIS)—the 
third of periodic nationally 
representative behavioural surveys—
estimated that 17.6 percent of the 
population aged 18 months and 
above was HIV positive. The 
corresponding figure in the 2004 
BAIS was 17.1 percent. It is therefore 
evident that HIV prevalence in the 
country is levelling off at around 17 
percent.  
 
The levelling off of the HIV prevalence is also evident when preliminary results of the 
2009 HIV and AIDS Sentinel Surveillance are examined. As Figure 2.1 below shows, 
prevalence among pregnant women aged 15-49 years presenting to an ante-natal clinic 
for the first visit for their current pregnancy has been hovering around 33 percent since 
2005.  
 
Figure 2.1: Trends in HIV prevalence among pregnant women aged 15-49 

years, Botswana 2001-2009 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: 2009 Sentinel Surveillance Report  
 
Of the estimated 350 557 people living with HIV in Botswana as at end of 2009, 19 125 
were children aged 0-14 years and about 331 432 were adults aged 15 years and above 
(Box 2.1). Box 2.1 shows these and other summaries of the HIV and AIDS epidemic in 
Botswana.  

2.2 Variations in HIV Prevalence  
Like its predecessors, the BAIS III revealed considerable variation in HIV prevalence 
across districts and population groups. The following subsections present some of these 

Box 2.1: Botswana HIV and AIDS 
Estimates and Projections: 2009 
 Adults aged 15 to 49 prevalence: 

24.6%   
 Adults aged 15 and above living with 

HIV: 331 432  
 Women aged 15 and above living with 

HIV: 192 403  
 Children aged 0 to 14 living with HIV: 

19 125  
 Deaths due to AIDS: 8 732  
 Orphans due to AIDS aged 0 to 17: 61 

840 
Source:  HIV and AIDS in Botswana, 
Estimated Trends and Implications 
(NACA, 2008b) 
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key variations in a descriptive format. That is, only the summary of the variations are 
presented; no attempt has been made to analyse the causality or behavioural modelling.   
 
Further analysis of the BAIS III data is still ongoing, thus variations by other basic 
socioeconomic and demographic characteristics are not currently available.  
 
Variation by district and place of residence 
There is considerable variation in prevalence across districts, with the general pattern 
being that the northern and north-eastern parts of the country were more affected by HIV 
(with prevalence generally between 16 and 25 percent) compared to those districts in the 
southern and western parts where the prevalence was generally in the 10-15.9 percent 
range. The Figures 2.2 below, taken from the Statistical Report of the 2008 BAIS (Central 
Statistics Office, 2009), illustrate.  

 

Figure 2.2 HIV prevalence by district, Botswana, 2008 

  

 

Similar to the pattern observed in the 2004 BAIS, the results of the 2008 BAIS further 
showed that HIV was highest among people living in towns, followed by those in cities. 
The lowest prevalence was found among those living in rural areas of the country. 
However, the difference in prevalence between rural and urban areas in general was 
much narrower in 2008 compared to 2004 (Table 2.1).  

 

Table 2.1 HIV prevalence by place of residence, Botswana 2004 and 2008 

Place of Residence 2004  2008 
Cities 20.2 19.1 
Towns 21.3 22.1 
Urban Villages 17.4 16.6 
Total Urban 18.5 17.9 
Rural 15.6 17.1 
Total  17.1 17.6 

Source: Central Statistics Office (2009). Preliminary Botswana HIV/AIDS Impact Survey II Results: 
Stats Brief.  Gaborone, Central Statistics Office   
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Variation by sex 
Consistent with results of previous AIDS impact surveys in Botswana, and following the 
trend in other sub-Saharan African countries, women and girls continue to be 
disproportionately affected by HIV. In 2008 HIV prevalence among females (20.4 
percent) was relatively higher than among males (14.2 percent).  
 
Variation by age 
Figure 2.3 below shows variation by age for both males and females. The figure shows 
that for females HIV prevalence is highest in the 30-34 years age-group, followed by age-
group 35-39 years. Males, on the other hand, show their highest prevalence at ages 40-
44 years, followed by those aged 35-39 years. For both males and females the 
prevalence is relatively lower at younger ages (19 years and below) and older ages (55 
years and above). A clear descending trend starts at age-group 50-54 for males and at 
age-group 55-59 for females.  
 

Figure 2.3 HIV prevalence by age and sex, Botswana, 2008 
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Source: Central Statistics Office (2009). Preliminary Botswana HIV/AIDS Impact Survey II Results: 
Stats Brief.  Gaborone, Central Statistics Office   
 
Figure 2.4 compares the period and cohort prevalence, and it shows that for each age-
group, prevalence did not change much in the four years between the 2004 and the 2008 
BAIS.  

 

Figure 2.4 Period and Cohort HIV prevalence by age, Botswana 2004 and 2008 

 
Source: Central Statistics Office (2009:7) 
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The figure 2.4 shows that the period comparison of HIV prevalence by age shows a shift 
in the HIV prevalence peak from the 30-33 year age-group in 2004 to the 34-37 year age 
group in 2008. The cohort comparison suggests that those who were HIV positive in 2004 
have survived to the next age-group in the 2008 survey   due to a successful ART 
treatment program.  
 
Variation by marital status and educational attainment 
 The 2008 BAIS also explored variation in HIV prevalence by educational attainment 

and marital status. The results, shown in Table 2.2 below, show that overall females 
who are cohabiting with male partners, widowed men, and people with no education 
tend to be the most affected by HIV.  

 

Table 2.2 HIV prevalence by marital status and educational attainment, Botswana, 
2008 

HIV Prevalence Socio-demographic characteristic  
Male Female 

*Marital status  
Never married 
Married 
Living together 
Separated 
Divorced 
Widowed 

Educational attainment 
No education 
Non-formal 
Primary 
Secondary 
Post-secondary 

 
15.7 
22.3 
31.9 
48.8 
31.4 
56.2 

 
26.0 
23.1 
18.0 
15.2 
13.1 

 
31.9 
20.2 
36.6 
32.6 
27.1 
35.8 

 
30.8 
31.2 
22.7 
26.8 
19.3 

Source:  Central Statistics Office (2009). Preliminary Botswana HIV/AIDS Impact Survey II 
Results: Stats Brief.  Gaborone, Central Statistics Office   

Note: *For marital status analysis was restricted to the legal age of marriage which is 18 
years and above. 

 
The 2009 Sentinel surveillance results also show similar results to those in Table 2.2. The 
data show that, among other things:  
 
 Married pregnant women had the lowest HIV prevalence rate (26.0 percent), while 

those classified as living together had the highest HIV prevalence of 39.6 percent. 
 Generally, HIV prevalence seems to be lower among those pregnant women with 

higher levels of education.  
 The highest HIV prevalence is observed among the self-employed pregnant women 

(39.9%), and the lowest among their unemployed counterparts (31.8%). 
 Even though the lowest prevalence is noted among the unemployed, this group 

constitutes over 60 percent of all HIV positive pregnant women. 
 Pregnant women who were farmers and labourers had the highest HIV prevalence 

(more than 40 percent), followed by domestic helpers and store workers (more than 
35 percent). 
 

2.3 HIV Incidence Estimates 
 
The BAIS for the first time included measurement of HIV incidence as an objective for 
measuring the impact of HIV. Incidence testing has been carried out on dried blood spot 
samples collected during the 2008 BAIS using the BED assay (an epidemiologic tool for 
estimating HIV-1 incidence with cross-sectional data). Efforts are still underway to analyse 
the data and make the necessary adjustments for estimating and interpreting HIV 
incidence.  

 
2.4 Factors Influencing the Spread of HIV  
Research has shown that a number of factors underlie the patterns of HIV prevalence 
presented in the foregoing section. These include, among others, engaging in multiple 
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and concurrent sexual partnerships, adolescent and intergenerational sex, alcohol abuse, 
HIV and AIDS-related stigma and discrimination, as well as gender-based violence and 
sexual abuse 
 
Multiple and Concurrent Sexual Partnerships 
Multiple and Concurrent Partnerships, or MCP, have been widely recognised as key drivers 
of HIV transmission in Botswana. Concurrent partnerships are relationships whereby an 
individual has overlapping sexual relationships with more than one person. It can also be 
described as the overlap of one or more sexual partnerships for a period of one month or 
longer (Mah & Halperin, 2008), in past three months (Colvin et al. 1998); or in the past 
year or 12 months (Global Program on AIDS, 1996 cited in Setswe, 2008). Multiple 
partnerships, on the other hand, are sequential or serial partnerships whereby an 
individual engages in a sexual relationship with only one partner, with no overlap in time 
with subsequent partners (Setswe, 2008)  
 
A 2003 study by Carter et al (2007) found that 23 percent of Batswana men and women 
aged 15–49 years who had sex in the last 12 months reported a concurrent sexual 
partnership at some time while in a relationship with one or more of their most recent 
sexual partners. A similar percentage (23.8 percent) reported having more than one 
partner in the previous 12 months while 18.6 percent of sexually active respondents 
reported both concurrent and multiple partnerships. In the 2008 BAIS, 11.2 percent of 
men and women aged 15-49 years reported that they had sex with more than one 
partner in the 12 months prior to the survey. Although this figure seems low it is 
worrisome given the elevated risk that each of the members of any given group of sexual 
partners (sexual network) is exposed to over time. That is, as one person may have two 
to three sexual partners, so too could each of those partners have sexual relations with 
two or three additional people. Thus, a single individual may be linked to a large number 
of unknown sexual “partners”, and as soon as one person in the network is infected, the 
risk to all others is increased (Halperin & Epstein, 2004).  
 
Adolescent and Intergenerational Sex 
As shown earlier in Figure 2.3, HIV infections are much higher for girls than for boys in 
the 15–24 age-group and beyond. Early exposure to older men with a longer sexual 
history is considered to have accounted for the higher infections among adolescent girls, 
thereby bringing into play intergenerational sexual intercourse as a significant risk factor. 
Studies (for example, Nkosana, 2006) have shown that some of the major factors that 
appear to drive intergenerational sexual relationships in Botswana are monetary gain and 
material support. Overall, the greater the economic asymmetries between partners, the 
greater the value of a gift, service, or money exchanged for sex, and the less likely the 
practice of safe sex.  
 
Alcohol and High-Risk Sex 
Several studies undertaken over the last few years have highlighted the importance of 
the strong linkage between alcohol consumption and elevated risk of HIV infection.  
Weiser et al (2006) reported a strong relationship between heavy drinking and multiple 
high risk sexual behaviours, including intergenerational sex, among both men and women 
in Botswana. By the same token, a qualitative study undertaken in liquor outlets in the 
towns of Mahalapye and Selebi-Phikwe by Pitso (2004) noted that heavy alcohol 
consumption reinforce myths, misperceptions and fears about sexuality and condom use. 
The 2008-2010 National Operational Plans for Scaling up Prevention also points to the 
significance of the relationship between the abuse of alcohol and the risk of HIV infection.  
  
Stigma and Discrimination 
HIV and AIDS-related stigma leads to discrimination, silence and shame, with the results 
that there are delays in diagnosis, and a limit to the delivery of behaviour change 
interventions to reduce HIV transmission, and access to relevant treatment and care 
services to reduce morbidity, mortality and negative impact.   
 
Gender Violence and Sexual Abuse 
One explanation for the gender differential in HIV prevalence and incidence rates is that 
women are anatomically more vulnerable to HIV and other STIs than men (Temah, 2007). 
However, a growing strand of literature is showing that women’s socioeconomic position, 
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particularly economic dependency, is one of the most powerful drivers of HIV infection. It 
has been shown, for example, that women’s comparatively limited access to, and control, 
of economic resources makes it more likely that they will exchange sex for money or 
favours, less likely that they will negotiate safe sexual practices, and less likely that they 
will leave a relationships that they perceive to be violent or risky –all of which are 
associated with risk to HIV infections (Jewkes et al, 2003; Auerbach, et al, 2006; Temah, 
2007).   
 
High population mobility  
Botswana is characterised by constant population mobility which makes the country to 
have one of the most mobile populations in the world (Ministry of Health,1997). 
Traditionally Batswana have three abodes: the principal home in the village, the cattle 
post for pastoral farming, and the lands for arable farming. With increasing urbanisation 
some people have a fourth home in an urban area. For decades people have shuttled 
between these domiciles in a complex pattern varying across seasons and stages of 
individuals’ life cycles. An additional source of the high population mobility in the country 
is the decentralised public service that consistently locates and relocates the workforce 
across an array of districts where their services are most required (Mokomane, 2004). As 
a result, it is not uncommon for married couples to live separately for long periods of time, 
and for young people to live away from their parental guidance. Being away from the 
security and stability of home and family increases the likelihood of engaging in high-risk 
sexual behaviours such as multiple and concurrent partnerships and intergenerational sex.   
 
2.5 Implications for the Future   
In 2005 the National AIDS Coordinating Agency (NACA) commissioned two studies to 
examine the economic and demographic impact of HIV, and their future implications. The 
summary results of these studies were presented in the country’s 2008 UNGASS report.  
 
In the current reporting period, NACA commissioned, and published the results of, a 
study that estimated trends and implications of HIV and AIDS in Botswana using sentinel 
surveillance and BAIS II data. The conclusions of this study can be summarised as follows 
(see NACA, 2008; Stover et al, 2008 for more details):  
 
 The successful expansion of the national antiretroviral therapy (ART) programme has 

increased coverage to over 80 percent of those in need of treatment. This expansion 
has had significant benefits, reducing the annual number of AIDS deaths by half, and 
as a result, and reducing the number of new orphans each year by half. 

 Due to the high number of new infections over the years, an estimated 24,000 adults 
become eligible for ART each year. In consequence, the need for adult ART will 
increase by nearly 60 percent by 2016. This presents a major challenge to maintain 
the current levels of high coverage. 

 The Prevention of Mother-to-Child Transmission of HIV (PMTCT) programme 
represents a major success with over 90 percent of HIV-positive women receiving 
antiretrovirals to prevent transmission of HIV to their children. The programme has 
averted an estimated 10,000 child infections since its inception in 1999. The combined 
effects of the PMTCT programme and the child treatment programme have averted an 
estimated 11,000 child AIDS deaths. With fewer new child infections the need for child 
treatment is also reduced. 

 Some HIV prevention programmes have been expanded and scaled up. High coverage 
has been achieved for voluntary counseling and testing and AIDS education in the 
schools. But these programmes have not been enough to make a significant difference. 
The proportion of adults with more than one sexual partner remains very high. A high 
level of partner concurrency contributes to rapid transmission of new infections. New 
approaches are therefore urgently needed.  

 At the current rate of new infections prevalence will remain at very high levels and the 
burden to expand treatment programmes in the future will continue to grow. 
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3 NATIONAL RESPONSE TO THE EPIDEMIC  
 

3.1 Background to the National Response  
The historical evolution of the national HIV and AIDS response in Botswana started with 
the setting up of the National AIDS Control Programme under the Ministry of Health in 
1986 (a year after the diagnosis of the first AIDS case in the country). This was followed 
by the development of a one-year Short Term Plan in 1987 and a broad-based five-year 
(1987-1993) First Medium Term Plan (MTP I). The latter aimed at expanding the response 
to the emerging epidemic into the domains of public health through information and 
education campaigns, and the expansion of testing and laboratory services.  
 
As the epidemic intensified, reaching an HIV prevalence of 13 percent in 1995 (Ministry of 
Health, 1997), it became clear to the Government that HIV and AIDS were not only 
health problems, but that they were also development issues that cut across all sectors. 
Therefore the Second Medium Term Plan (MTP II), which covered the 1997-2003 period, 
was designed to provide a platform for a multi-sectoral national response. The MTP II 
created much of the multi-sectoral coordination structures that exist today. The Plan, 
however, was not without weaknesses. One of its main limitations was that it did not 
clearly highlight implementation responsibilities of the various sectors. Its objectives, 
indicators and funding requirement were also not explicit. The review of the Plan 
therefore led to the formulation of the National Strategic Framework for 2003-2009 (NSF 
I)—which is the first of the “Three-Ones” principles—the One agreed HIV and AIDS Action 
Framework that provides the basis for coordinating the work of all partners. In addition to 
rectifying the limitations of the MTP II, the NSF I was aimed at consolidating the multi-
sectoral national response by providing the relevant structures and guidance to all sectors 
so as to enhance their engagement. To achieve this, the NSF I advanced five goal areas  
 

i. Prevention of HIV infection;  
ii. Provision of treatment, care and support;  
iii. Strengthened management of the national response to HIV and AIDS;  
iv. Psychosocial and economic impact mitigation; and  
v. Provision of a strengthened legal and ethical environment.  

 
Over the period of the NSF I (2003-2009) a number of developments and achievements, 
particularly in the prevention and treatment areas, were made. For example, Routine HIV 
Testing was introduced in 2004, HIV testing was further enhanced through an increase in 
voluntary counselling and testing centres throughout the country; and the National ART 
programme was implemented and rolled-out.  Against the background of these and other 
achievements it was deemed necessary and timely for the country to re-focus its priority 
to areas that address the roots of the epidemic and the country’s ability to effectively deal 
with it. Thus a second National Strategic Framework for 2010-2016 period (NSF II) was 
developed and was launched in February 2010. The NSF II emphasises the need to 
sustain and strengthen the achievements of the NSF I through four priority areas:  
 

i. Preventing new HIV infections 
ii. Systems Strengthening 
iii. Strategic Information Management; and  
iv. Scaling Up Treatment, Care and Support 

 
The NSF II was developed through a consultative and inclusive process that involved 
several consultations including a central-level workshop through which senior 
representatives from government, civil society, the private sector, religious organisations 
and development partners had an opportunity to evaluate and agree on emerging priority 
areas and lay the foundation for further consultations. Additionally four local-level 
consultative workshops for district stakeholders were held in the four major centres of 
Gaborone, Francistown, Ghanzi and Maun. Consultative meetings were also held with 
specific groups such as Youth; the Media; Organised Labour; monitoring and evaluation 
and research practitioners; private sector; and civil society. Like its predecessor, the NSF 
II also views HIV and AIDS as a complex and multi-dimensional problem that require a 
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multisectoral national response. To this end, the country multisectoral approach to 
addressing the epidemic prevails.  
 
3.2 Legal Environment 
Botswana has general anti-discrimination legislation in place contained in the Constitution 
of the country. However, there exist some laws that present obstacles to effective HIV 
and AIDS prevention, treatment, care, and support for vulnerable population sub-groups 
such as same-sex couples and sex workers. Notwithstanding this, it is noteworthy that 
the country has, over the years, developed laws and amendments that create an enabling 
environment for accelerating the national HIV and AIDS response. For the current 
reporting period such laws include:  
 
 Domestic Violence Act No. 10 of 2008. This Act was passed to protect women in 

domestic relationships, and it also seeks to provide survivors of domestic violence 
with protection. Through the Act, it is now possible to act on cases or threats of 
domestic violence. This is important against the wide evidence showing that women 
are more vulnerable to HIV and AIDS through violence or the fear of violence, which, 
in turn, deters them from accessing HIV and other healthcare services, insisting on 
condom use, and disclosing their status to their partners.  

 Public Service Act of 2008. Of particular interest and relevance to the national HIV 
and AIDS response is Section 7 (e) of this Act. It prescribes that: 

“In making decisions in respect of the appointment, or other matters affecting human 
resource management, every appointing authority and every supervising officer 
shall…not discriminate against any employee on the basis of sex, race, tribe, place of 
origin, national extraction, social origin, colour, creed, political opinion, marital status, 
health status, disability, pregnancy or any other ground…” 

The practical effect of this provision is that no employee shall be given unfavourable 
treatment or prejudice because of an HIV positive status. Hence, employees will not be 
denied promotions or opportunities for further education because they are HIV positive. 
Furthermore, the provision entrenches the job security of employees living with HIV. The 
Act also protects job seekers from discrimination as their HIV status will not be used as a 
basis for employment.  

However, one of the inherent limitations of the Act is that it only applies to public service 
officials and excludes private sector employees who are in the majority of cases victims of 
prejudice and discrimination in the workplace because of their actual or presumed HIV 
positive status (BONELA, 2009). BONELA suggests that this gap needs to be plugged by 
amending the Employment Act to be consistent with the new Public Service Act.  

 The Children’s Care Act of 2009. Among other things, this Act provides guidance 
for  the provision of care and support for orphans and other vulnerable children. 

3.3 Financial Inputs for the National Response 
 
INDICATOR 1: Domestic and international AIDS spending by categories and 
financing sources [US$ 348.4 Million] 
 
Unlike in many sub-Saharan African countries where funding for HIV and AIDS 
prevention, treatment and care has depended largely on external sources the national 
HIV and AIDS response in Botswana has been funded primarily by public revenue. At the 
time of writing this report, the country’s National AIDS Spending Assessment (NASA) 
report for 2009 was not available. The most current report was that for the 2006-2008 
period, the figures of which indicated that a total of BWP2.3 billion (approximately 348.4 
million US Dollars) was spent on the national response in 2008. This is a slight decrease 
from the UD$351.6 reported in the 2008 UNGASS report and the US$165 million and the 
US$69.8 million reported in the 2006 and 2003 reports respectively.  
 
Of the 2008 funds, 66 percent was from public sources; 32 percent from international 
partners, and 2 percent from private funds. The National Funding Matrix (Annex B) shows 
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a more detailed breakdown of the funding by categories and financing sources. All in all, 
the Matrix and Figure 3.1 below show that most of the funds were used for treatment, 
followed by support for orphans and other vulnerable children, and HIV prevention. 
 
Work is currently ongoing to institutionalize the National Spending Assessment (NASA). 
Spending for 2009 has been estimated to be .... , however it includes public and 
international spending only. 
 
Figure 3.1 Spending Priorities for the National HIV and AIDS Response, 

Botswana 2006-2008 

 
Source: Botswana National AIDS Spending Assessment, 2006—2008; Summary of Preliminary 

Results 
 
3.4 Policy Development and Implementation Status  
In addition to the NSF II described earlier other national plans developed and/or launched 
during the current reporting period to enhance the national response include:  
 
 The National Operational Plan for Scaling-up Prevention 2008-2010, launched 

by NACA in 2008. The Plan presents an aggressive prevention implementation 
programme that will fill the gaps in current programming and intensify, unify and 
scale up the response. It also ensures that resources are allocated to interventions 
with the greatest potential impact for preventing new HIV infections, and it also 
provides a framework for addressing cross-cutting issues such as capacity 
strengthening for effective implementation; coordination and management; and 
research monitoring and evaluation within the existing framework of the national M&E 
system (the Botswana HIV Response Information Management System).  

 The revised ARV Treatment Guidelines published by the Ministry of Health in late 
in 2008. These guidelines are consistent with, and correlated to, existing guidelines 
for PMTCT, testing and Tuberculosis (TB). The new guidelines more effectively address 
such issues as initiation of therapy, TB/HIV co-infection, treatment failure and 
management, and management of opportunistic infections. 

 The new National Guidelines for HIV Testing and Counselling that were 
published by the Ministry of Health in 2009.  These guidelines cover the procedural 
and operational requirements for both Voluntary Counselling and Testing and Routine 
HIV Testing.  They also outline directions for scaling up service provision as well as 
monitoring and evaluation. 

 The National HIV and AIDS Policy has been revised and a draft is available and 
ready to the forwarded to Cabinet for approval.  

 
National Composite Policy Index    
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INDICATOR 2: National Composite Policy Index (NCPI). Areas covered: Strategic 
Plan and Political Support; Human Rights; Civil Society Participation; Monitoring 
and Evaluation 
The National Composite Policy Index measures the extent to which countries have 
developed policies and strategies on HIV and AIDS in the broad areas of: strategic 
planning; political support; HIV prevention, treatment, care and support; human rights; 
and civil society involvement. A number of specific policy indicators are identified for each 
of these policy areas. The composite index is an average of rankings (on a scale 0 – 10) 
of the components. Detailed results of the NCPI for the current reporting period are 
shown in Annex C, and they can be succinctly summarised as follows:  
 
 The political support that has been present in Botswana since HIV was declared an 

emergency is still continuing. This is evident in, among other things, senior 
government officials and the top political leadership consistently speaking publicly and 
favourably about efforts to halt the spread of the epidemic. In addition the National 
AIDS council is chaired by the former President of Botswana and deputized by the 
current Vice-President. There is also continuing and increasing government budget 
allocation for the national HIV and AIDS response.  

 The country has in place a national multisectoral strategic framework to respond to 
HIV and AIDS. The framework—developed through a consultative and inclusive 
process—prioritises areas of intervention to maximize impact of the national response 
to HIV and AIDS.  

 Although Botswana has non-discrimination laws and regulations which specify 
protection for most-at-risk populations there are, at the same time laws, regulations 
and policies in the country that present obstacles to effective HIV  prevention,  and 
access to treatment, care and support for these populations. For example, there are 
laws that penalise sex work and same-sex relationships. 

 Civil society has, over the years, been a key player in the national HIV and AIDS 
response, actively participating in strategic fora and committees such as the National 
AIDS Council, the Technical Working Group of the national monitoring and evaluation 
(M&E) system, the Country Coordinating Mechanism (CCM), and the National 
Technical Advisory Committee for HIV Prevention. However, civil society’s effective 
participation continues to be constrained by lack of skilled human resources as well as 
financial resources.  

 M&E efforts have improved since the last UNGASS report in 2008. However, there still 
exist multiple reporting tools and channels; a challenge therefore still remains to 
harmonise reporting systems. M&E progress and challenges are discussed in more 
detail in Section 7 of this report.  

 The country is implementing a wide range of recommended treatment, care and 
support services. There is also access to regional procurement and supply 
management mechanisms for critical commodities such as ART drugs, condoms and 
other essential drugs.  

3.5 National Programmes   
Since HIV and AIDS was declared national emergency, Botswana has embarked on a 
number of HIV prevention efforts to reduce the spread of HIV. The first national Strategic 
Framework 2003-2009 had “Prevention of HIV infection” as the first of its five goals. 
Against this background a number of prevention programmes were established during the 
period of the plan and were presented in previous UNGASS reports. These include the 
Prevention of Mother-to-Child Transmission (PMTCT) programme, established in 1999; 
and the Routine HIV Testing, introduced in 2004.  
 
Like its predecessor, the recently launched second National Strategic Framework 2010-
2016 has “Preventing New HIV Infections” as the first of its four priorities. Against this 
background national programmes introduced in the current reporting period echo the 
Government of Botswana’s goal of achieving “Zero New Infections by 2016”. These 
programmes are:  
 

 The National Multiple Concurrent Partnerships (MCP) Campaign, launched in 
March 2009 to address MCP in the country. Marketed under the name O icheke 
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(“check yourself”), the campaign addresses MCP in all its forms, but it has a strategic 
focus on young women engaged in MCP for personal or material gain (18-24 years), 
men engaged in MCP for sexual variety (25-35 years); and intergenerational sexual 
partnerships between older men and young, vulnerable girls (Matlhare, 2008). The 
campaign’s approach is based on the premise that sustained behaviour change can 
only be achieved if there is a desire to change within the individual, and if there is an 
enabling environment. To this end, the campaign adopts consumer-centred messaging 
developed to promote the relevant benefits of behaviour change and to shift the 
values and norms. These messages are disseminated through multimedia channels 
that promote reflection, catalyse discussion and debate, leverage supportive cultural 
norms and encourage those at risk to identify ways to overcome barriers to change. 
This happens through a combination of standalone messaging, as well as the 
integration of MCP messages into existing HIV and AIDS and sexual and reproductive 
health activities. 

 The Safe Male Circumcision Programme, launched by the Ministry of Health in 
2009. The project—launched following a series of studies that showed that 
circumcision can reduce a man’s risk of HIV infection—aims to circumcise nearly 
500,000 men over five years in an effort to prevent the spread of HIV. Hospitals 
countrywide are scheduling and performing the procedure, and as at mid-May 2009, 
50 healthcare providers, including 27 physicians, had been trained to perform surgical 
circumcisions. Television and radio advertisements are used to encourage men to visit 
clinics to undergo a safe circumcision surgery (Kaiser Foundation, 2009). The ministry 
of Health is training Sectors on Safe Male Circumcision. Workplace programs are 
educating men on SMC. 

 The World Bank-sponsored Botswana National AIDS Prevention Support 
Programme (BNAPS) was launched in July 2009 to assist the Government of 
Botswana to increase the coverage, efficiency, and sustainability of targeted and 
evidence-based HIV and AIDS interventions through (i) strengthening NACA’s 
institutional management and coordination capacity; and (ii) financing strategic and 
innovative HIV and AIDS-related prevention and mitigation activities in the public 
sector, civil society and private sector. The programme will continue until June 2014. 
During this period, it will spend US$7.5 million on the first component (NACA’s 
institutional strengthening); US$20 million on HIV prevention activities in six 
Ministries: (Health; Works and Transport; Labour and Home Affairs; Education; Local 
Government; and Youth, Sports and Culture); and a total of US$22.5 million will be 
spent on HIV prevention activities of civil society organisations in the country 

 
Blood safety 
 
INDICATOR 3: Percentage of donated blood units screened for HIV with an 
external quality assured scheme [100%] 
 
As reported in previous UNGASS reports, the National Blood Transfusion Service aims to 
ensure that all donated blood units in Botswana are screened for transfusion-
transmissible infections such as HIV, Hepatitis B, and others, so that only those units that 
are non-reactive on screening tests are released for clinical use. As a result, universal 
(100 percent) screening of all donated blood is performed in Botswana. Laboratories in 
Botswana use standard operating procedures for the screening of blood units and for 
other laboratory tests. For the current reporting period (1st January 2008 and 31st 
December 2009), a total of 43 008 units of donated blood were screened using quality 
assurance methods, and out of those 28 746 units were transfused.  
 
Antiretroviral therapy  
 

INDICATOR 4: Percentage of adults and children with advanced HIV infection 
receiving antiretroviral therapy [89.8%] 
 
Botswana was the first African country to provide antiretrovirals (ART) free of charge to 
its citizens through the National ART programme known as MASA. The public programme 
is now available in 30 hospitals and 130 satellite clinics countrywide. As of December 31st 
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2009, 125 991 people were being treated by the public sector (112,613 directly by the 
public facilities and 13,378 out‐sourced through a public-private partnership) and 19,199 
people were being treated directly by the private sector. Figure 3.2 shows the uptake of 
ART in MASA sites during the current reporting period.  
Figure 3.2 ART Uptake on MASA Sites, Botswana, January 2008-December 
2009 

0

20000

40000

60000

80000

100000

120000

Adults on ART Children on ART Total on ART 

A
R

T 
U

pt
ak

e

Jan-Mar 2008 Apr-Jun 2008 Jul-Sep 2008 Oct-Dec 2008 Jan-Mar 2009 Apr-Jun 2009

Jul-Sep 2009 Oct-Dec 2009

 
Source: Adapted From the National AIDS Council Quarterly Report (October to December 2009)  
 
The total of 145,190 persons on treatment as at end of 2009 was estimated to account 
for 89.8% of those with advanced HIV infection in need of ART according to the 
Estimation and Projection Package (EPP) and Spectrum mathematical models (increasing 
from 117,045 and 80.7 percent respectively in 2008). The increase in uptake is also 
reflected in the 2009 Sentinel Surveillance data which show that a total of 30.6 percent of 
all pregnant and HIV positive women in 2009 were on ART as compared to 18.2 percent 
in 2007. 
 
It is noteworthy that the distribution of ART clients in Botswana tends to be highly 
concentrated in cities and less concentrated in the urban and rural villages, thus reflecting 
the strategic location of ART sites as they were selected to serve places with the highest 
population density.    
 
Prevention-of-Mother-to Child-Transmission of HIV  

 
INDICATOR 5: Percentage of HIV-positive pregnant women who received 
antiretroviral to reduce the risk of mother-to-child transmission [94.2%] 
 
The Government of Botswana established the first national Prevention of Mother-to-Child 
Transmission (PMTCT) programme in Africa in 1999. PMTCT’s primary goal is to prevent 
transmission of HIV to unborn babies from their infected mothers. Pregnant women who 
present themselves to antenatal care services (ANC) are offered HIV testing and those 
found HIV positive are advised to enrol in the programme. The PMTCT achieved 
significant uptake in 2002 following the start of the ARV programme and it increased as 
lay counsellors were deployed to ANC clinics in 2003, and routine HIV testing became 
national policy in 2004.  
 
Data from the Ministry of Health show that the proportion of pregnant women in 
Botswana tested for HIV infection during antenatal care has increased from 49 percent in 
2002 to 91 percent in 2009. Uptake of PMTCT interventions among those testing positive 
has increased from 27 percent in 2002 to 94 percent in 2009. Figure 3.3 below shows the 
uptake during the current reporting period.  
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Figure 3.3 PMTCT Uptake, Botswana, January 2008-December 2009 
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Source: Adapted From the National AIDS Council Quarterly Report (October to December 2009)  
 
Treatment of Tuberculosis  
 
INDICATOR 6: Percentage of estimated HIV-positive incident TB cases that 
received treatment for TB and HIV  

Botswana is not reporting on this indicator as no data is available 
 
Generally, Tuberculosis (TB) is the single most common cause of death in HIV infected 
individuals. Thus, effective management of TB has a significant impact in reducing 
mortality. It is against this background that all districts in Botswana are required to report 
monthly to the Botswana National TB Programme of the Ministry of Health the number of 
newly registered HIV positive TB-patients who are enrolled on ART. Although the TB 
monitoring system in Botswana has been developed , it still requires integration with the 
HIV monitoring system in order to accurately assess referrals for HIV treatment. In 
consequence, the country has not been able to report on the UNGASS Indicator 6.  
 
HIV testing  
 
INDICATOR 7: Percentage of women and men aged 15-49 who received an HIV 
test in the last 12 months and who know their results [41.2%] 
 
Voluntary counselling and testing (VCT) for HIV is one strategy that has been shown to 
enhance safe sexual behaviour and hence lead to a lower risk of HIV infection. 
Counselling is particularly important because it may lead to behaviour change by helping 
people evaluate their current level of risk, providing them with the motivation and self-
efficacy to curb primary and secondary infections, and allowing them the opportunity to 
engage in problem solving regarding challenging scenarios such as negotiating condom 
use (Denison et al, 2006). 
 

In Botswana VCT is administered by four main service providers: the Botswana Family 
Welfare Association (BOFWA), the Botswana Christian AIDS Intervention Programme 
(BOCAIP), Tebelopele (an NGO with a network of VCT centres in all the 24 health districts 
in the country), and through Routine HIV Testing (RHT)—the routine, but non-mandatory 
HIV testing that is offered to all public health centre clients. RHT was introduced in all 
health facilities in Botswana in January 2004. Figure 3.4 shows the RHT uptake for the 
current reporting period.  
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Figure 3.4 RHT Uptake, Botswana, January 2008-December 2009 
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Source: Adapted From the National AIDS Council Quarterly Report (October to December 2009)  
 
The increasing uptake of HIV testing shown in Figure 3.4 is further reflected in the in the 
2008/2009 Annual Report of Tebelopele which shows that the network’s clients uptake 
increased from a total of 3 783 in 2000 to 650 000 as at March 31st 2009. The number of 
repeat testers at Tebelopele also increased from 5.2 percent in 2000 to 35.7 percent in 
2008/2009 mainly due to ongoing campaign to encourage people to test for HIV as part 
of a healthy lifestyle. Out of a total of 163 095 people seen in Tebelopele centres 
countrywide in 2008/2009, 98.2 percent received counselling and testing while 1.8 
percent received counselling only.  
 
The 2008 BAIS findings revealed that 41.2 percent of the population aged between 15-49 
years had been tested for HIV in the last twelve months and they know their results.  
 

INDICATOR 8: Percentage of most-at-risk populations that have received an HIV 
test in the last 12 months and who know their results  

Botswana is not reporting on this indicator as no data is available 
 
There is currently no appropriate data to analyse the extent of condom use, and indeed, 
any sexual behaviour of most-at risk populations (MARPs) in Botswana. This is largely 
because the lifestyles of these groups, for example, same-sex relationships and sex work 
are illegal in the country. As a result these groups of people are usually not easy to 
identify as they fear being arrested or stigmatized. To overcome the paucity of data 
relating to these populations, a MARPS rapid assessment was carried out in 2009 and it 
was agreed that there was need to do the following, both of which are currently under 
way:  
 

 Develop an Operational Plan for MARPs.   
 Carry out a situation analysis including mapping of MARPS during the first half of 

2010. this will entail a desk review and qualitative assessment, followed by a 
mapping and size estimation. 

 
An attempt was also made to get information on MARPS from BAIS III data, however with 
BAIS being a cross-sectional household survey, it was not feasible to obtain accurate data 
on men who have sex with men, and on sex workers. 

Reach of HIV prevention programmes   

 
INDICATOR 9: Percentage of most-at-risk populations reached with HIV 
prevention programmes  

Botswana is not reporting on this indicator as no data is available 
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As stated above, there is currently no appropriate data to adequately examine the sexual 
behavior of most-at-risk populations in Botswana. Attempts have however been  made by 
civil society organisations, particularly the Botswana Network on Ethics Law and HIV and 
AIDS (BONELA) to reach most-at-risk populations with HIV prevention programmes. For 
example, in January 2009 BONELA’s Prevention Research Initiative for Sexual Minorities 
(PRISM) programme launched a Needs Assessment Report on the Lesbian, Gay, Bisexual 
and Transgendered community in Botswana. According to BONELA, the report highlighted 
that some of the key barriers preventing most-at-risk population accessing HIV 
prevention services, and exercising their rights to access such services was a lack of 
knowledge about what those services and rights are, as well as the discriminatory and 
exclusive practices of many organisations providing those services. To this end the report 
made it clear that there is an urgent need to educate society at large—at both individual 
and organisational levels—on prevention, human rights and the general wellbeing of 
most-at-risk populations. 
 
Care for orphans and vulnerable children   
 

INDICATOR 10: Percentage of orphaned and vulnerable children aged 0-17 
years whose households received free basic external support in caring for the 
child [31.2%] 
 
HIV and AIDS have orphaned a large number of children in Botswana. In response the 
Government of Botswana through the Ministry of Local Government established the 
National Orphan Care Programme in 1999 to provide food baskets, support with 
educational necessities, psychological counselling and to facilitate the waiving of school 
fees for orphans.  
 
Figure 3.5 shows that the number of registered orphans decreased consistently in the 
current reporting period. This decrease is also reflected in the decrease in Indicator 10 
since the last UNGASS report. These decreases could partly be a reflection of the fact that 
more people are on ART treatment thus resulting in fewer deaths, fewer orphans, and 
fewer number of households receiving free basic external support in caring for orphans 
and other vulnerable children. It could also be partly due to the national assessment 
conducted in 2006 which led to a reduction in the number of registered orphans, mainly 
due to streamlining of the support structure to exclude people who were found not to 
qualify to be in the Orphan Care Programme.  
 
Figure 3.5 Number of Registered Orphans, Botswana, January 2008-December 2009 
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Source: Adapted From the National AIDS Council Quarterly Report (October to December 2009)  
 
Life-skills-based education  
 
INDICATOR 11: Percentage of schools that provided life-skills-based HIV 
education in the last academic year [100%] 
 
Botswana has taken cognisance of the fact that life-skills-based education helps young 
people to understand and assess the individual, social and environmental factors that 
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arise and lower the risk of HIV transmission. As a result all primary and secondary 
schools in the country have teachers that are trained in, and are currently teaching, life-
skills-based education, which has HIV and AIDS as a major component. To further 
capacitate teachers in this area, the Ministry of Education and the Centers for Disease 
Control (CDC)-Botswana developed, in the current reporting period, a comprehensive set 
of culturally appropriate, behaviour change-focused and interactive national materials to 
educate primary and secondary school students about HIV and AIDS and other sexually 
transmitted diseases, and to teach them skills to make healthy choices. It is expected 
that by September 2010, all 31 000 teachers in the primary and secondary schools in the 
country will be prepared to use the materials in their classrooms.  
 
3.6 Knowledge and Behaviour   
 
Knowledge  
 
INDICATOR 12: Current school attendance among orphans and non-orphans 
aged 10-14  

Botswana is not reporting on this indicator as no data is available 
 
Orphanhood is frequently accompanied by prejudice and increased poverty, factors that 
can further jeopardize children’s chances of completing school education. It is important 
therefore to monitor the extent to which support programmes succeed in securing the 
educational opportunities of orphaned children. There is currently no data available to 
calculate this indicator in accordance with the UNGASS guidelines (UNAIDS, 2009a:50). 
However the current practice in Botswana suggests that there is very little difference in 
school attendance of orphans and non orphans. Firstly, one of the main objectives of the 
National Orphan Care Programme discussed earlier, and also in Section 4 of this report, is 
to ensure that orphans remain in school by waivering school fees and providing the 
children with educational necessities.  
 
Secondly, Botswana has achieved universal access to primary education, which provides a 
strong basis for the higher goal of 10 years of basic education (the 10-14 age group is 
covered by these years). From 1995-2000, the estimated net enrolment rate for children 
aged 7-13 was consistently above 95 percent, peaking at 100 percent in 1999 and 2000. 
Over the same period, the gross enrolment ratio was at least 11 percentage points higher 
than the net enrolment ratio. In addition to improved access to education, progression 
from one level of study to another has also improved (Ministry of Education, 2009). These 
statistics indicate that there is wide school attendance among children in Botswana, 
regardless of the orphanhood status.  
 
INDICATOR 13: Percentage of young women and men aged 15–24 who both 
correctly identify ways of preventing the sexual transmission of HIV and who 
reject major misconceptions about HIV transmission [42.1%] 
 
The risk of acquiring HIV infection, especially among young people, has been known to be 
high and to be driven by, among other things, lack of functional knowledge about the 
modes of HIV transmission. In recognition of this the Government of Botswana in 
collaboration with civil society organisations and development partners has over the years 
embarked on a number of behaviour change communication and media campaigns to 
provide young people with appropriate information and skills to make informed, 
responsible choices about sex and relationships, and to prevent the spread of HIV. This is 
in addition to life-skills based education provided in schools as described above. 
 
Available evidence suggests that such efforts are bearing some fruit. For example, the 
results of the 2008 BAIS showed that the overall percentage of respondents aged 15-24 
who both correctly identified ways of preventing HIV and who reject major 
misconceptions about HIV transmission was 42.1 percent, up from the 37.6 percent and 
the 36.3 percent revealed by the 2004 BAIS and 2001 BAIS respectively. 
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INDICATOR 14: Percentage of most-at-risk populations who both correctly 
identify ways of preventing the sexual transmission of HIV and who reject major 
misconceptions about HIV transmission  

Botswana is not reporting on this indicator as no data is available  
 
See comment under Indicator 8  
 
Sexual behaviour  
 
INDICATOR 15: Percentage of young women and men aged 15–24 who have had 
sexual intercourse before the age of 15 [3.5%] 
 
The positive impact of behaviour change communication and media campaigns is further 
reflected in the decreasing trend in the age at sexual debut. According to the BAIS III 
results, only 3.5 percent of young people aged 15-24 years reported that they had sex 
before the age of 15 years, down from the 7.0 percent reported at the time of 2004 BAIS.  
 
INDICATOR 16: Percentage of women and men aged 15–49 who have had 
sexual intercourse with more than one partner in the last 12 months [11.2%] 
As stated earlier in the report, research points to the fact that the drivers of HIV 
transmission in Botswana include multiple concurrent sexual partnerships. Results of the 
2008 BAIS show that among the population aged 15-49 years, the percentage of those 
who have had sexual intercourse with more than one partner in the last 12 months is 
11.2 percent. This indicator is important for understanding the overall number of people 
with multiple partners, but it does not contain any information about how many of these 
partnerships are concurrent.  To address this, the UNAIDS Monitoring and Evaluation 
Reference Group has developed a new indicator for concurrent partnerships that focuses 
on the number of people who have more than one partner at the same time.  The 2008 
BAIS did not include one of the key questions to measure this, but other research in 
Botswana can provide useful supplemental information on concurrent partnerships.  In 
particular, in late 2007 Population Services International conducted a nationally 
representative survey that examined sexual behaviours, and found that 17.5% of men 
and 17% of women reported having concurrent partnerships at the time of the survey.  
This is among the highest nationally representative figures reported globally, and shows a 
gender symmetry that is very unusual. 
It can be expected that as the MCP programme expands throughout the country, this 
figure will be considerably reduced by the time of the next UNGASS report.  
 
Condom use  
 
INDICATOR 17: Percentage of women and men aged 15–49 who had more than 
one sexual partner in the past 12 months reporting the use of a condom during 
their last sexual intercourse [81.1%] 
 
Public sector condom distribution in Botswana is managed by the Central Medical Stores, 
(CMS) a department of the Ministry of Health. Between January and December 2009 the 
CMS distributed a total of 19,815,800 male condoms. Female condoms were also 
distributed albeit on a smaller scale. In addition to the free provision of both male and 
female condoms at all government health facilities ,in the  workplace and non-traditional 
sites, there continues to be procurement and distribution of condoms by civil society 
partners, particularly Population Services International Botswana (PSI). In 2009 PSI 
distributed 9,741,346 condoms (both the Lovers Plus brand, which are sold, and freely 
distributed). 
 
These high volumes of distributed condoms largely explain the high proportion for 
Indicator 17. However, that close to 20 percent of sexually active people still do not use 
condoms during high risk sex warrants attention.  
 
INDICATOR 18: Percentage of sex workers reporting the use of a condom with 
their most recent client 
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Botswana is not reporting on this indicator as no data is available 
See comment under Indicator 8  
 
INDICATOR 19: Percentage of men reporting the use of a condom the last time 
they had anal sex with a male partner  

Botswana is not reporting on this indicator as no data is available 
See comment under Indicator 8  
 
INDICATOR 20: Percentage of injecting drug users reporting the use of a 
condom the last time they had sexual intercourse 

Botswana is not reporting on this indicator as no data is available 
 
Safer injecting and sexual practices among injecting drug users are essential, even in 
countries where other modes of HIV transmission predominate, because: (i) the risk of 
HIV transmission from contaminated injecting equipment is extremely high; and (ii) 
injecting drug users can spread HIV (e.g. through sexual transmission) to the wider 
population. Botswana is, however, not reporting on this indicator as no data is available 
 
Use of sterile equipment  
 
INDICATOR 21: Percentage of injecting drug users reporting the use of sterile 
injecting equipment the last time they injected 

Botswana is not reporting on this indicator as no data is available 
 
See comment under Indicator 20  
 
3.7 Impact   
 
HIV prevalence  
 
INDICATOR 22: Percentage of young people aged 15–24 who are HIV infected 
[8 percent]  
 
Although young females continue to be at higher risk of HIV infection than their male 
counterparts (Figure 2.3), an encouraging development revealed by the BAIS III results is 
the notable overall declines in HIV prevalence aged 15-24 years: 8 percent in 2008, down 
from the 13 percent reported in the 2004 BAIS. The downward trend in this age-group is 
also reflected in the Sentinel Surveillance data which show that HIV prevalence among 
young pregnant women has been consistently decreasing since 2005 (Figure 3.6). 
 
Figure 3.6 HIV prevalence among pregnant women aged 15-29, Botswana 
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Source: Ministry of Health (2009) Botswana Generation HIV/AIDS Sentinel Surveillance Preliminary 
Results  
 
INDICATOR 23: Percentage of most-at-risk populations who are HIV infected   

Botswana is not reporting on this indicator as no data is available 
 
See comment under Indicator 8 
 
Treatment  
 
INDICATOR 24: Percentage of adults and children with HIV known to be on 
treatment 12 months after initiation of antiretroviral therapy [93.2%] 
 
Botswana’s ART programme has been very successful at retaining patients in care and 
maintaining low rates of mortality. Survival is monitored through analysis of electronic 
patient-level data entered on-site at ARV facilities and it indicates that overall, over 93 
percent of the 11,295 patients who initiated therapy at a hospital in 2007 were still 
receiving care at a hospital 12 months later. Therefore, this analysis assumes that all who 
remained in care at 12 months were still on ARV therapy. Data from patients lost to 
follow-up were censored as many were likely to have transferred their HIV treatment and 
care to clinics (analyses of the electronic patient-level data are underway to definitively 
quantify survival on therapy including losses to follow-up). 
 
INDICATOR 25: Percentage of infants born to HIV infected mothers who are 
infected [3.8%] 
 
Botswana’s effective PMTCT programme provides HIV testing and ARV intervention to 
most pregnant women as most of these women attend ANC and deliver in the healthcare 
setting. For HIV positive pregnant mothers whose CD4 count is 250 or above and who 
present no clinical signs of AIDS, prophylaxis (Zidovudine) is administered from 28 weeks 
of pregnancy through to delivery, while those whose CD4 count is lower than 250, 
treatment (ART) is administered immediately. The latter group stays in ART even after 
delivery while the former stops Zidovudine treatment at delivery depending on the results 
of the tests carried out at that stage. Therefore, transmission rates have been maintained 
below 5 percent, and piloting of universal ART for pregnant women in Botswana in 2010 is 
expected to further decrease transmission rates. 
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4 BEST PRACTICES   
 

4.1 Introduction  
The Guidelines on Construction of Core Indicators for the 2010 UNGASS reporting 
instructed that, for the purpose of sharing lessons learned with other countries, this 
section  
 

“should cover detailed examples of what is considered a best practice in-
country in one or more of the key areas, such as political leadership; a 
supportive policy environment; scale up of effective prevention 
programmes; scale-up of care, treatment and/or support programmes; 
monitoring and evaluation, capacity building; infrastructure development” 
(pg 79). 

 
Taking into consideration the following criteria needed in selecting a ‘Best Practice”: ’ 
Effectiveness, Ethical Soundness, Relevance, Reliability and Sustainability (UNAIDS, 
2000), participants at the national consensus-building workshop identified the following 
national programmes as some of Botswana’s best practices that are worth sharing with 
the global community. It is noteworthy that the first two were also identified as best 
practices by a national exercise commissioned by NACA in 2007 to identify and document 
such best practices on HIV and AIDS (NACA, 2007). 
 

4.2 Best Practices   
 
Prevention of Mother to Child Transmission (PMTCT) Programme 
The Botswana PMTCT Programme (Prevention of Mother to Child Transmission) was 
introduced in 1999 when it was piloted in the country’s two main cities of Gaborone and 
Francistown. This initiative made the Government of Botswana the first in Africa to 
establish a national PMTCT programme 
 
By July of 2000 national roll out commenced and all public health facilities were offering 
the service by November of 2001. The PMTCT programme provides prophylaxis 
(Zidovudine) to all eligible positive pregnant women, and a 12 month supply of formula 
feed to babies who have been exposed to HIV. The programme has successfully adapted 
the UN framework on HIV and infant feeding. The PMTCT programme has a specific child 
survival goal: to improve both the development and survival of the child through the 
reduction of morbidity and mortality.  
 
Over the years the PMTCT programme has had major achievements in terms of access, 
testing of pregnant mothers, HIV positive mothers taking up HIV prophylaxis and 
treatment (See Figure 3.3), and the proportion of new-borns tested at 6 weeks (down 
from the 18 months as was the case in the past). This largely explains the steady 
decrease in the proportion of infants born to HIV positive mothers who are infected 
(UNGASS indicator 25). As shown in Table 1.1 this proportion decreased from 20.7 
percent at the time of the 2003 UNGASS report to 3.8 percent in 2007.  
 
Other achievements that the programme can certainly take credit for in recent times are 
the scaling up of male involvement. This appears to have had additional benefits, not only 
in PMTCT, but more broadly across the public health domain. It is now less frowned upon 
to see men playing an active role in parent and child health as opposed to the old ‘mother 
and child health’ (MCH) practice. Psycho‑social support and couples counselling are 
additional value added and vital support services that are offered as part of the 
programme. 
 
Despite the phenomenal success of the programme, it is not without challenges. It is 
common practice for mothers to leave babies with grandparents or other caregivers. 
These caregivers are often not aware that the child has been exposed to HIV. This poses 
a problem to health workers who are bound by ethics not to disclose such information and 
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therefore to test the child at the required time. Another problem associated with babies 
being left with the grandmother or other caretakers is the safe preparation of formula 
feed. Repeated pregnancies by women who are HIV positive and already on ART is yet 
another serious challenge to the programme. It obviously implies unsafe sex, thereby 
increasing the possibility of re-infection and the transmission of a of drug–resistant strain 
of HIV, as well as having a debilitating effect on the health of the women..  
 
Routine HIV Testing  
Routine HIV Testing (RHT) is provider initiated testing that has been adopted as an 
integral part of clinical services provided in public health facilities. It provides an opt-out 
policy for HIV testing. Other health facilities such as the Botswana Family Welfare 
Association have also adopted this policy. The RHT process includes simplified pre-test 
education, HIV testing and post-test counselling. RHT does not endorse mandatory or 
coercive HIV testing. This is generally well accepted by those who are offered the test, 
with testing uptake rates as high as 91.7 percent in the October–December quarters of 
2009 (RHT programme data from National AIDS Council report). 
 
Antiretroviral Therapy 
A mixture of political will, sound macro‑economic planning and the escalating HIV 
prevalence in the country all played a role in Botswana becoming the first country on the 
African continent to introduce and roll out an anti‑retroviral programme on a large scale. 
The programme, named MASA (a Setswana word for ‘new dawn’) was launched in 2004 
and has since brought hope, light and signified a new beginning for many. As stated 
earlier, the programme is now available in 30 hospitals and 130 satellite clinics in the 
country and its current uptake of 89.8 percent (at the end of  2009), among those in 
need of treatment, is a definite increase from the 63 percent noted at the end of 2004. 
 
MASA is revered by many not only for its ability to prolong life but more so for the 
tangible change that it brings about in the quality of life. The programme provides a care 
package that goes beyond the mere provision of life saving of drugs (at no cost). Valuable 
dietary information along with a supplementary food basket forms part of the programme. 
This has additional benefits. For example, the infected individual get to take care of 
themselves; it reduces the dependency burden; and the care and support provided by the 
programme is seen to have immense psycho‑social benefits as well as prevention benefits 
to be gained. MASA also exemplifies the function of the Private Public Partnership (PPP) 
where private hospitals, medical practitioners, and mine hospitals provide treatment, care 
and support services to the public as an extension of government services.  
 
National Orphan Care Programme  
The National Orphan Care Programme is an HIV and AIDS mitigation programme through 
which the government, led by Ministry of Local Government, provides care and support to 
orphans. As part of the Family Care Model, Botswana sought to integrate both Community 
Home Based Care and Orphan Care programmes into a family focused support system. 
The Orphan Care programme ensures that orphans remain in school; they are provided 
with appropriate nutritional supplements and are helped to overcome the feeling of loss 
and trauma following the death of parents. This is done through the free provision of food 
baskets, free schooling, support with educational necessities and psychosocial counselling, 
among other things.  
 
Government’s support to orphans is complemented by active participation of relatives and 
non-government organizations; a functioning tripartite relationship between government, 
the community and the private sector. 

4.3 Conclusion  
The 2007 Documenting of National Best Practices on HIV and AIDS (NACA, 2007) and the 
2008 UNGASS Progress Report present other best practice innovations in the country 
covering different aspects of the national response: prevention; provision of treatment 
care and support; strengthened management of the national response; and provision of a 
strengthened legal and ethical environment.   
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5 MAJOR CHALLENGES AND REMEDIAL ACTIONS   
 

5.1 Introduction   
In the 2008 UNGASS Country Progress Report, a number of challenges faced by the 
public sector, civil society, private sector and development partners in their efforts to 
achieve the UNGASS goals and targets were highlighted. This section presents the 
challenges as outlined in the 2008 report, and reports on the progress made regarding 
each identified challenge. Challenges experienced in the current reporting period, and 
proposed remedial actions to address the challenges are also discussed.  

5.2 Sector-wide Challenges in 2008 and Progress Made  
 

Public sector Progress since 2008 
Challenge 1: Poor coordination and harmonisation of 
the different stakeholders to ensure maximum impact of 
the multi-sectoral response 

 NACA received technical assistance in the form of a 
Development Assistance Coordination Advisor who 
assists with aspects of partnership coordination. 

 After years of inactivity the Botswana HIV and AIDS 
Partnership Forum—the advisory arm of NACA—was 
revived in 2008 with new Terms of Reference. 
Research and anecdotal evidence indicate that the 
Partnership Forum continues to grow in strength and 
purpose and efforts are underway to ensure it 
produces substantive inputs into the national 
response.   

 In late 2009 NACA commissioned an assessment of 
coordination, harmonisation and alignment within the 
HIV and AIDS national response in Botswana. The 
report of the assessment is currently being finalised. 
It is expected that the results of the assessment will 
be used to further improve programming, 
management and coordination functions as well as to 
foster increased levels of engagement, participation, 
harmonization, and alignment by all national and 
international partners in the national HIV and AIDS 
response.  

 Key principles of joint planning and review, and 
mutual accountability for results, are being worked 
out in the development and implementation of the 
second National Strategic Framework operational 
plan. 

Challenge 2: Poor policy implementation due to long 
consultative processes that often result in delays in 
policy implementation 

 The revised National HIV and AIDS policy is being 
finalised. 

Challenge 3: Mainstreaming—there has not been 
sufficient clarity on the concepts of mainstreaming HIV 
and AIDS to move the process forward. Additional 
challenges for mainstreaming include implementation 
capabilities as well as leadership for the process. 
 

 NACA in conjunction with other partners is working 
with the Public Sector Reforms Unit to move the 
mainstreaming strategy onto the reforms agenda. In 
particular, NACA did the following:  

o Collaborated with the Southern African 
Development Community (SADC) to pursue 
mainstreaming agenda on a regional basis; 

o Collaborated with UNDP to review constraints to 
mainstreaming and make recommendations for 
effective mainstreaming to take place; 

o Developed a concept paper for effective 
mainstreaming; and  

o Undertook training of focal persons on 
mainstreaming and developed action plans to 
move the agenda forward.  

 Mainstreaming has been written into the new National 
Development Plan and the expectation is that this will 
give new impetus to the mainstreaming strategy 

Challenge 4: Resource constraints. Given that 
Botswana is now classified as an upper middle class 
country, many donor agencies are pulling out of the 
country to focus on poorer countries. This has resulted 

 Botswana National HIV and AIDS Prevention Support 
Programme will augment funds to partly address this 
challenge. 

 Bilateral relationships have been established to 
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in financial and skilled manpower shortages in many 
areas 

provide the necessary technical skills for the national 
response. For example, as part of an agreement 
signed in 2002, Cuban health professionals work in 
several hospitals and clinics that specialise in 
treating those living with HIV and AIDS in Botswana. 
Another example is the American Peace Corps 
volunteers who are assigned as counterparts to 
District AIDS Coordinators in schools, clinics and 
NGOs, an effort to close capacity gaps in the 
implementation of HIV and AIDS programmes at the 
district level,  

 the EU Non State Actors programme—a This is a 
Government of Botswana programme supported by 
the European Union—is  providing non-State actors 
in the country with skills, capacity and financial 
resources that can enhance their meaningful and 
effective contribution to development process 
including the national HIV and AIDS response.   

Civil Society  
Challenge 1: With the departure of many donor 
agencies from Botswana many local civil society 
organisations have been left competing for the little 
funds that are available and finding it difficult to fund 
their activities or programmes. 
 

 The situation has not improved particularly as the 
country did not get successive Global Fund rounds of 
funding. Nevertheless the country continues to 
submit Global Fund proposals with a strong civil 
society capacity-building and implementation 
responsibility. 

 A civil society capacity-building strategy is under 
development. It is proposed that funding be put in 
one basket and  distributed according to 
programmes in place. 

 The Botswana National HIV and AIDS Prevention 
Support Programme (BNAPS) which has a strong 
civil society implementation and capacity-building 
component will greatly assist in overcoming this 
challenge. 

Challenge 2: Many local NGO’s are poor at networking 
and forming strategic partnerships with other NGO’s in 
the regional and in the international arena to broaden 
their scope of work, and to increase donor support for 
those programmes that might need regional intervention 

 Some progress has been made in this area; 
although some civil society organisations have 
initiated partnerships, efforts are still being made to 
address the challenges  

 
Challenge 3: Some civil society organisations 
(CSOs)often fail in their mandates and they close down 
because of poor financial management, poor labour 
practices and lack of accountability 

 The BNAPS Programme is providing capacity 
strengthening to civil society organisations in five 
districts in the first two years and will then expand 
coverage to the rest of the districts.  

 Training on project management, computer skills 
development, M&E etc is taking place 

Challenge 4: Lack of skilled and trained manpower, 
especially in the area of managerial and technical 
assistance hampers the delivery of effective and efficient 
services by civil society organisations 
 

 Skilled and trained manpower remain inadequate. 
Where skilled people are found, insufficient 
remuneration remains a challenge as this has to be 
considered within the broader overall available 
programme finances. There is also no guarantee of 
continued employment as the staff are often given 
one to two year contracts. In consequence there is a 
high turnover as people look for more permanent 
employment.  

 Civil society organisations continue to rely largely on 
volunteers which is a good sign for sustainability but 
remains a challenge in terms of overall speed of 
service delivery 

Private Sector 
Challenge 1: The Botswana Business Coalition on 
AIDS’s has a staff of three people—but is expected to 
cover the entire country. This is inadequate and results I 
problems of coordination and management. 

 Three additional staff (Programme manager, Finance 
Manager, Writer/Editor) were employed in 2008. 
M&E Officer will be recruited during 2010/2011. 

Challenge 2: Except for a few large companies that are 
mainly in the mining and financial services area, very 
few companies have HIV and AIDS policies.  

 The mainstreaming guidelines under development 
will greatly assist to further address this challenge  

Development partners 
Challenge 1: Poor clarity of roles and responsibilities  The second National Strategic Framework (NSF II) 
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among stakeholders which often leads to duplication of 
efforts and delay of implementation on intervention 
strategies.  

clearly spells out the roles and responsibilities of 
each sector.  

 Operationalisation of the second NSF through a 
comprehensive National Operational Plan will help 
eliminate or limit duplication. 

Challenge 2: Problems of poor coordination and 
harmonisation of the multi-sectoral response adversely 
affect efficiency and effectiveness of developmental 
partners. 
 

 The Botswana HIV and AIDS Partnership Forum and 
the assessment of coordination, harmonisation and 
alignment within the HIV and AIDS national 
response, discussed earlier, will help address this 
challenge. 

Challenge 3: Lack of local capacity to implement 
specialised programmes and projects 
 

 Capacity in information, education and 
communication; behaviour change; and M&E is 
beginning to improve because of capacity-building 
offered by development partners in these areas 

Challenge 4: Bureaucratic procedures of different 
organizations are also a challenge as they often result in 
delays in the disbursement of funds for important 
national projects 

 See responses for challenges 1 and 2 (Development 
Partners).  

 

5.3 Challenges in the Current Reporting Period and Proposed Remedial 
Actions  
 

Challenges in current reporting period Proposed remedial actions 
 
Public Sector 
 Reduced budget allocations and expenditure as a 

result of the global economic crisis 
 Behaviour-focused interventions have been given 

less attention than the bio-medical interventions 
 Low level of leadership commitment at district and 

community levels compared to national level. 
 

 Increased international technical and financial 
support 

 Re-engineering of processes. For example. Some 
important policies and procedures such as the 
Wellness Policy and the Public Service Code of 
Conduct on HIV/AIDS Review have not been 
approved or implemented.  

Civil Society 
 Inadequate financial and technical support, as well 

as lack of capacity  to mobilise resources for 
sustainability of their programmes 

 Reduced financial support from  donors due to the 
global economic crisis  

  High turnover of employees 
 Increased workload and fatigue for national 

partners as a result of different donor 
programmatic and financial requirements.   

 Improve coordination of support to CSOs through 
shared funding. 

 Training of civil society organisation in financial 
planning and accountability. 

 M&E capacity building at grassroots level. 
 Develop a staff retention strategy .  

Private Sector 
 Lack of capacity to mobilise resources 
 Sustainability of BBCA 

 Implementation of the Botswana Business 
Coalition on AIDS’ Sustainability Strategy.  

 Strengthen  Public-Private Partnerships to 
address inadequate financial and technical 
support. 

Development Partners 
 Financial challenges largely owing to the  global 

economic crisis 
 High turn over of staff in projects supported by 

development partners.  
 Harmonisation, coordination and alignment of 

development partners’ support still remain a 
challenge.  

 Bureaucratic procedures of different partners 
resulting  in delays in the disbursement of funds 

 Creation of a common fund and sharing of 
additional resources. 

 Manage limited resources by collaboration of 
efforts, in order to harness opportunities and 
achieve better coverage.  

 Implement recommendations of the coordination, 
harmonisation and alignment needs assessment. 

 Conduct customer satisfaction surveys to identify 
areas that need improvement  in  service delivery 
Re-engineering of processes to improve service 
delivery 

  
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6 SUPPORT FROM THE COUNTRY’S DEVELOPMENT 
PARTNERS   

 

6.1 Introduction  
Although the Botswana government is providing the bulk of funding for HIV and AIDS 
programmes in the country, development partners are important players in the national 
HIV and AIDS response. As the National Funding Matrix in Annex B shows, most of the 
development partners’ funds are used for activities and programmes related to treatment, 
OVC support and HIV prevention.  

6.2 Key Support Received Since Last UNGASS Progress Report 
Since the last UNGASS report, two major programmes were launched by development 
partners to provide financial and technical support as well as capacity-building for the 
national HIV and AIDS response. These are:  
 

i. The Botswana National AIDS Prevention Support programme, discussed 
earlier in the report, will provide about US$50 million between 2009 and 2014 to 
assist the Government of Botswana as well as the private sector and civil society to 
increase coverage, efficiency, and sustainability of targeted and evidence-based HIV 
and AIDS interventions in the country. 

ii. The European Union supports the Government of Botswana’s Non-State Actors 
(NSA) Capacity Development Programme. This programme, implemented 
through the Ministry of Finance and Development Planning, is aimed at providing 
NSAs in Botswana with skills, capacity and financial resources that can enhance their 
meaningful and effective contribution to development processes including the 
national HIV and AIDS response 

 

6.3 Challenges in 2008 and Progress Made 
Several key areas of support needed by national partners from development partners 
where highlighted in the 2008 UNGASS report. These included improved harmonization 
and alignment of support with national policies and procedures; increased funding and 
capacity building; up-scale of support for prevention; and strengthening of civil society, 
with particular focus on addressing the absorption capacity. A number of initiatives and 
activities that have the potential to address these issues were launched or took place 
during the current reporting period. Key among these are: 
 
 The revival of the Botswana HIV and AIDS Partnership Forum (BAPF). Set up in 2003 

the BAPF is an the advisory body to  NACA established to provide a platform for 
information-sharing on HIV and AIDS issues and to promote increased and 
harmonised support for initiatives aimed at scaling up the national response in line 
with the NSF I (NACA, 2008). After some years of inactivity, the Forum was revived in 
2008 with the following new Terms of Reference to help provide substantive inputs 
into national response to HIV and AIDS. 

 
‐ to provide an opportunity for NACA to update members on progress, achievements 

and challenges in the implementation of the national strategic framework and 
make recommendations to address identified gaps; 

‐ to recommend and advocate to key stakeholders for support to areas where 
accelerated resources may be required from identified programmatic gaps and 
priorities within the framework of the national strategic framework; 

‐ to provide a platform for members from different sectors represented to inform 
the Forum of relevant initiatives undertaken either on a bilateral or multilateral 
basis within the context of their contribution to the national response, and how 
these initiatives link to the national strategic framework and are coordinated with 
NACA; and 
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‐ to identify key policy and programmatic issues and needs on HIV and AIDS, and to 
provide necessary support to address them;  

The membership of the Forum is open to all key stakeholders of the national response 
through their self-coordinating and network entities including: NACA, line Ministries; 
bilateral and multilateral development partners; civil society umbrella organisations; the 
private sector; research institutions and academia; the media; and Parliamentary AIDS 
Committee. The forum meets every quarter. The Forum secretariat  is provided by NACA.  
 
The Terms of Reference and composition of the forum is expected to greatly improve 
coordination, harmonisation and alignment in the national response and do reduce 
duplication and overlaps in development partners’’ support. A Steering Committee of the 
Forum was also established in 2008 to help drive the work of the Forum and identify key 
outputs and outcomes as well as providing a clear link between the Forum and other 
mechanisms or structures in the country. The steering committee is set to be the focal 
point for joint planning and review under the second NSF. 
 
 An assessment of the coordination, harmonisation and alignment of partners in the 

national response was commissioned by NACA in November 2009. It is expected that 
the results of the assessment will be used to further improve coordination functions as 
well as foster increased levels of engagement, participation, harmonization, and 
alignment by national and development partners. 

 

6.4 Current Challenges and Remedial Actions Needed 

Despite the above remedial actions, development partners still faced some challenges 
during the current reporting period. These included financial challenges (mainly due to 
the global economic crisis) which affected development partners’ support to government 
and civil society organisations. High turn over of staff in projects supported by 
development partners remained a major challenge. Other challenges, discussed earlier in 
Section 5 were:  
 

 Poor clarity of roles and responsibilities among stakeholders which often leads 
to duplication of efforts  

 Weak coordination among partners  which adversely affect input of 
developmental partners; 

 Bureaucratic procedures of different organizations which often result in delays 
in the disbursement of funds 

 
To overcome financial challenges development partners suggest the harmonisation of 
development support efforts through  pooled funding and mobilisation of additional 
resources.. High staff turnover, on the other hand, can be addressed by putting in place 
longer employment contracts that will afford skilled workers more job security and ensure 
continuity in the implementation of projects.   
 
For national partners, the following are some of the actions that are deemed important 
for development partners to undertake to ensure achievement of the UNGASS targets: 
 

 The development partners need to improve coordination amongst themselves;  
 Active participation and involvement on national commemorative activities 

such as the World AIDS day; 
 Organised continuous capacity building and technical support for national 

partners to build requisite skills; 
 Greater involvement in operations research  
 Mentorship of civil society organisations on the interpretation and application of 

UNGASS targets to civil society programmes;  
 Better coordinated technical assistance; 
 Strategic information management and sharing;  
 Support in assessing  progress   in the national M&E system. 
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7 MONITORING AND EVALUATION  
 

7.1 Introduction 
The Monitoring and Evaluation (M&E) of the national HIV and AIDS response in Botswana 
is carried out through the national M&E system known as the Botswana HIV and AIDS 
Response Information System (BHRIMS). Established in 2001 as the third of the “Three-
Ones” principle—One agreed national Monitoring and Evaluation system—BHRIMS has the 
following objectives according to the first national strategic framework 2003-2009:  
` 
1. To establish a monitoring and evaluation infrastructure; 
2. To support the storage and analysis of all available HIV and AIDS  data at different 

levels in the country; 
3. To improve the accessibility of HIV and AIDS  information and data; 
4. To increase the utilisation of available reports and data for action; and 
5. To maintain institutional memory of the National HIV and AIDS response 
 
In order to deliver on these objectives a national M&E task force, known as BHRIMS 
Technical Working Group (TWG) was formed in 2003, with the following specific Terms of 
Reference, to: 
 

 Provide technical guidance in the implementation of the BHRIMS concept; 
 Provide Technical guidance on the BHRIMS policy, strategies and plan of action; 
 Provide technical guidance in the Finalization of the National Core and Performance 

Indicator; 
 Provide technical guidance in the development of Process indicators for Sectors 

and Districts; 
 Provide technical guidance in the harmonization and development of data 

collection tools and realistic pathways; 
 Provide technical guidance in the development and implementation of capacity 

building plan on M&E for the country; and 
 Provide technical guidance in the utilization of generated M&E data in the country.  

7.2 Major Achievements  
BHRIMS has been able to meet its objectives over the years, albeit with challenges.  
Among key achievements are the following: 
 
 Development of an M&E system with defined national indicators which are aligned 

with global ones to guide regular data collection and reporting. The system has also 
achieved some level of harmonization at district, national, regional and global levels. 
Accordingly, data collection tools have been developed and a system of data 
generation designed to yield requisite data at regular scheduled intervals.  This 
includes quarterly programme performance reports and biennial reports on national 
commitments such as SADC and UNGASS.  For outcome and impact monitoring and 
evaluation data is collected through an annual Surveillance programme and a 
population-based survey (Botswana AIDS Impact Survey) which is conducted every 
four years. 

 Development and implementation of a national M&E training curriculum has led to 
major improvement in both the quantity and quality of M&E expertise at different 
levels and sectors of the national response.  This has in turn fed positively into the 
quality of M&E products such as reports and general practice, thus contributing 
significantly to the emergence of an M&E culture in the country.    

 Development of M&E infrastructure. Heavy investment has been made in providing 
modern equipment required for a fully functional M&E system.  This includes 
computers, projectors, internet service, and use of email for information sharing and 
dissemination. 

 Deployment of District M&E Officers has improved M&E capacity at this critical level of 
the national response.  Together with M&E training, this has contributed immensely to 
the growth of M&E in Botswana. 
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 Development of a national evaluation agenda guided by stakeholders priorities as a 
strategy to deliver user-relevant information to promote utilization of M&E products in 
programme management decision making. 

 Development of a National M&E Framework for HIV Prevention. 

7.3 Challenges in 2008 Report and Progress Made  
2008 Challenge Progress made 
Disharmony within 
the national M&E 
system 

 A consultancy coordinated at national level by NACA and 
led by the Ministry of Local Government is currently 
underway. The purpose of the consultancy is to document 
the current HIV data flows in Botswana, identify its 
strengths and weakness in relation of data quality, and 
propose alternatives. 

 Alignment and harmonization of M&E systems has been 
prioritised in the NSF II 2010–2016. The process of 
developing an operational plan to implement the objectives 
is ongoing  

Staggered 
development of 
eBHRIMS 

 Progress has been made in ensuring that data at the 
district level can be captured electronically; however, 
linkages to transfer the data electronically to the national 
level still need to be developed 

Absence of a 
consistent and 
reliable 
information 
dissemination 
system 

 NACA website was launched in February 2010 and this will 
provide a platform for information sharing.  National 
documents such as NSF II, BAIS III report, HIV Prevention 
Strategy, UNGASS 2010 Country Report, upcoming 
national events (World AIDS day and national HIV/AIDS 
Conference etc. will be available on the website). Other 
sectors will also be supported by linking them to the 
website.   

 The NSF II includes a strategy for information 
dissemination and knowledge management. 

 An email list of all district M&E officers is currently used to 
send reports to the officers and the District AIDS 
Coordinators for their use and for information 
dissemination.  

7.4 M&E Challenges in the Current Reporting Period  
Notwithstanding the achievements outlined above, BHRIMS has faced some challenges. 
For the current reporting period these included:  
 
 Inadequate human resources – despite efforts noted above to develop M&E in the 

country, significant gaps still exist in this area, especially at the programme level. 
Trained staff deviate from M&E functions as they progress professionally, which raises 
the need for replacement. In some cases, responsibility for M&E is not clearly defined, 
making it difficult for targeted training.  This has tended to frustrate the philosophy of 
BHRIMS that seeks to promote generation of strategic information at all levels instead 
of a “conveyor belt” through which data is transmitted from collection points to the 
national level.  

 Weak linkage between the M&E system and data generation points – data 
collection in the programme context is assigned to staff who have specialized core 
mandates, and therefore do data collection only when they have spare time from their 
core duties. This tends to compromise data completeness, quality, processing and 
reporting.  

 Inadequate harmonisation of M&E systems-when it was established, BHRIMS was 
envisioned to create a “one stop shop” for all HIV and AIDS information. This has 
turned out to be a challenge mainly due to lack of harmony between the various 
subsystems that feed into it. As a result there exists a real risk of duplication. Most 
importantly however, is the systems’ shortfall in meeting some information needs for 
stakeholders. This challenge is exacerbated by evolving information needs resulting 
from changing programme focus as strategies are adjusted to tackle emerging 
challenges. 
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 Slow implementation of the national evaluation agenda – evaluation is a 
necessarily rigorous and thorough undertaking, requiring high level of technical 
expertise. It is also relatively expensive, especially in cases where comprehensive 
designs are employed. To this end, inadequate human resources, particularly skilled 
and technical staff, makes the managing of evaluations to ensure delivery of expected 
output a major challenge. These factors have tended to combine and slacken 
implementation of the national evaluation agenda. 

 Limited research and evaluation capacity in the national response. This 
remains a challenge, even though efforts are currently underway in some districts 
between NACA and the Ministry of Local Government to build research capacity.  

 

7.5 Proposed Remedial Actions 
The following remedial actions are recommended to address the challenges discussed 
above.  
 
Challenges in current reporting period Proposed Remedial Action 
Inadequate human resources Need to advocate for the 

development of a scheme of service 
for M&E Officers (Cadre) 

Weak linkages system between the M&E 
system and data generation points 

Advocate for the integration of M&E 
into the day-to-day running of 
organizations that generate data. 

Inadequate harmonization of M&E system Revitalization of the BHRIMS 
Technical Working Group.  

Slow implementation of the national 
evaluation agenda  

 Resource mobilization 
 Determine and share 

responsibilities among partners. 
Limited capacity for research and 
evaluation in the national response 

Continue to build research and 
evaluation capacity  
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ANNEX A: List of participants at National Consensus 
building Workshop   
 
 

NAME DESIGNATION ORGANIZATION 
TSELAYAKGOSI, Monica, A. Programme Planning Manager NACA 
BAINGANA, Emmanuel  Monitoring & Evaluation UNAIDS 
BODIKA, Stephane Monitoring & Evaluation/Surveillance AOW BOTUSA 
BURTON, Reginah Principal IEC Officer NACA 
CHIBATAMOTO, Peter  Policy Advisor NACA 
CHINGOMBE, Innocent Monitoring & Evaluation ACHAP 
EMMANUEL, Joshua, A. Chief CAPP UNICEF 
JOHN, Botswelelo, B.  Ministry AIDS Coordinator Ministry of Health  
KASPER, Toby Country Representative PSI 
KIBASSA, Colleta UNICEF Advisor UNICEF 
LEDIKWE, Jenny Monitoring & Evaluation I-Tech/University of Washington 
LEE, Anne Peace Corps Volunteer BONEPWA+ 
MAAPATSANE, Keitumetse Chief Health officer Ministry of Local Government 
MAINA, Irene Partnership Advisor UNAIDS 
MAKUNGA, Boitumelo Wellness Coordinator Attorney Generals Chambers 
MAROWA, Evaristo Country Coordinator UNAIDS 
MATLHARE, Richard National Coordinator NACA 
MBISE, Malebogo Senior Admin Officer Ministry of Agriculture 
MKHWELI, Bonnet Development Assistance Coordination 

Advisor 
NACA 

MOLAPISI, Osman Ministry AIDS Coordinator Ministry of Agriculture  
MOTSATSING, Daniel Executive Secretary BONASO 
NCUBE, Buhle HIV Officer WHO 
NKWE, Nthabiseng Advocacy Officer BONELA 
PHATSHWANE, Frank Coordinator BBCA 
PHETOGO, R. HIV/AIDS Coordinator Botswana Defense Force 
RADIFALANA, Tiny Ministry AIDS Coordinator Ministry of Minerals, Energy and 

Water Resources  
RAMOSWEU, Matshidiso Programme Manager Tebelopele 
RATSATSI, Bojelo Senior Staff Officer, Health & Safety Botswana Police Service 
REETSANG, T.D Ministry AIDS Coordinator Ministry of Trade and Industry 
THEKISO, Thatayotlhe Monitoring & Evaluation BOCAIP 

 
UNGASS SECRETARIAT 
Name  e-mail Address 
MMELESI, Mpho mmmelesi@gov.bw 
LEGWALE, Matshelo  mtlegwale@gov.bw 
MOROKA, Ofentse  omoroka@gov.bw 
MOTHATE, Tiro tmothate@gov.bw 
MOSWEUNYANE, Seeletso smosweunyane@gov.bw 
NTSHOLE, Ofentse orntshole@gov.bw 
SELATO, Robert rselato@gov.bw 
REETSANG, Evelyn ereetsang@gov.bw 
KEBADUMETSE, Onkabetse okebadumetse@gov.bw 
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ANNEX B: National Funding Matrix  
 
 
National Funding Matrix 2008 
 

COUNTRY: Botswana 
 
Contact person at the National AIDS Authority/Committee (or equivalent) 
 
Name: Mr. R. Matlhare 
 
Title: National Coordinator 
 
Contact Information for National AIDS Authority/Committee (or equivalent).  
 
Postal Address:  National AIDS Coordinating Agency 
    Private bag 00463,  

Gaborone, BOTSWANA 
 
TEL: +267 371-0314 
FAX: +267 371-0312 
Email: rmatlhare@gov.bw 
 

Reporting Cycle: 2008 calendar year 
 
Local Currency: Botswana Pula (BWP) 
 
Average exchange rate with US Dollars during the reporting cycle:  
 
 2008—1 BWP ≈ 0.1478 US$ 

 
Methodology 
Methodology is described in detail in the Botswana National AIDS Spending 
Assessment (2006-2008) report available from the National AIDS Coordinating 
Agency at the above address.  
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ANNEX C: National Composite Policy Index  
 
 

COUNTRY: Botswana 
 
Name of the National AIDS Committee Officer in charge of NCPI submission and 
who can be contacted for questions, if any:  
 
Mr R. K. Matlhare 
 
Signed:________________________________ 
 
Postal Address:  National AIDS Coordinating Agency 
    Private bag 00463,  

Gaborone, BOTSWANA 
 
TEL: +267 371-0314 
FAX: +267 371-0312 
Email: rmatlhare@gov.bw 
 
 
 
 

Date of submission: 31 March 2010 
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NCPI RESPONDENTS  
 
NCPI - PART A [Administered to government officials] 

Respondents to Part A 

[indicate which parts each respondent was queried on] 

 
 
 
 

Organization 

 
 
 
 

Names/Positions AI AII AIII A. IV A.V 

Administration of Justice C. Hirschfeld   √ √  

Ministry of Health M. Anderson   √ √ √ 

Ministry of Health T. Chadborn   √ √ √ 

Ministry of Health B.B. John   √ √  

Directorate of Public Service 
Management 

M.C. Moncho   √ √  

Ministry of Agriculture M. Mbise   √ √  

Ministry of Education and Skills 
Development 

P. Bareetsi   √ √  

Ministry of Education and Skills 
Development  

T.C. Zulu   √ √ √ 

Ministry of Infrastructure, Science and 
Technology 

T. Molemogi   √ √  

Ministry of Labour and Home Affairs E. Pule   √ √  

Ministry of Labour and Home Affairs M. Thathana   √ √  

Ministry of Local Government and 
Housing 

M. Tau   √ √  

Ministry of Minerals, Energy and 
Water Resources 

T. Radifalana   √ √  

Ministry of Trade and Industry T.D. Reetsang   √ √  

National AIDS Coordinating Agency Mr. BC Molomo √ √    

National AIDS Coordinating Agency Mr. R. Matlhare   √   

National AIDS Coordinating Agency Ms. M. Mmelesi     √ 

National AIDS Coordinating Agency B. Fidzani     √ 

National AIDS Coordinating Agency L. Moremi   √ √  

Office of the Auditor General C. J. Muke   √ √  

Office of the President O.M. Kgabo   √ √  

 
NCPI - PART B [Administered to civil society organizations and development 
partners] 

Respondents to Part B 

[indicate which parts each respondent was queried on] 

 
 
 
 

Organization 

 
 
 
 

Names/Positions B.I B.II B.III B.IV 

African Comprehensive HIV/AIDS 
Partnership 

I. Chingombe   √ √ 

Botswana Network of AIDS Service 
Organisations  

B. Mothuba  √ √ √ 

Botswana Network on Ethics, Law and 
AIDS 

U. Ndadi √    

ITech J. Ledikwe   √  

Tebelopele M. Boima   √ √  

Tebelopele M. R. Sokwe  √ √  

UNFPA J. Shongwe  √   

WHO B. Ncube  √ √ √ 
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Part A [Administered to government officials] 
 

I STRATEGIC PLAN 
 
1.  Has the country developed a national multisectoral strategy to respond to HIV?  

Yes No Not Applicable (N/A) 

 
Period covered: 2003-2009 (first National Strategic Framework) and 2010-2016 (second National 
Strategic Framework) 
 

IF YES, complete questions 1.1 through 1.10.  
 
1.1 How long has the country had a multisectoral strategy? 
 

Number of Years: 8 Years 

 
1.2 Which sectors are included in the multisectoral strategy with a specific HIV budget for their 

activities? 

Sectors Included in strategy Earmarked budget 

Health Yes Yes 

Education Yes Yes 

Labour Yes Yes 

Transportation Yes Yes 

Military/Police Yes Yes 

Women Yes Yes 

Young people Yes Yes 

Any of the following: Agriculture, Finance, Human Resources, Justice, Minerals and Energy, Planning, Public Works, 
Tourism, Trade and Industry  
 
IF NO earmarked budget for some or all of the above sectors, explain what funding is used to 
ensure implementation of their HIV-specific activities? 
 

Through programmes, some of which are cross cutting. The budget is program specific not sector 
specific 
 
1.3 Does the multisectoral strategy address the following target populations, settings and cross- 

cutting issues? 
Target populations  

a. Women and girls 

b. Young women/young men  

c. Injecting drug users 

d. Men who have sex with men  

e. Sex workers 

f. Orphans and other vulnerable children 

g. Other specific vulnerable subpopulations* 
Settings 

h. Workplace  

i. Schools 

j. Prisons 

Cross-cutting issues 

k. HIV and poverty 

l. Human rights protection 

m. Involvement of people living with HIV 

n. Addressing stigma and discrimination 

o. Gender empowerment and/or gender equality 

 
a. Yes 

b. Yes 

c. Yes 

d. Yes 

e. Yes 

f. Yes 

g. Yes 

 

h. Yes 

i. Yes 

j. Yes 

 

k. Yes 

l. Yes 

m. Yes 

n. Yes 

o. Yes 
* Sub-populations other than injecting drug users, men who have sex with men and sex workers, that have been locally 

identified as being at higher risk of HIV transmission (e.g., clients of sex workers, cross-border migrants, migrant workers, 
internally displaced people, refugees, prisoners). 

 
1.4 Were target populations identified through a needs assessment? 
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Yes No 
 

IF NO, explain how were target populations identified? 
 
 Consultation and consensus 
 Other research initiatives  

 
1.5 What are the identified target populations for HIV programmes in the country? 

 HIV positive populations 
 Orphans and vulnerable children 
 Sex workers 
 HIV negative populations 
 Pregnant women 

 
1.6 Does the multisectoral strategy include an operational plan? 

Yes No 
 
1.7 Does the multisectoral strategy or operational plan include: 

a. Formal programme goals? Yes  

b. Clear targets or milestones? Yes  

c. Detailed costs for each programmatic area?  No 

d. An indication of funding sources to support programme 
implementation? 

 
 

 
No 

e. A monitoring and evaluation framework?  No 

 
1.8 Has the country ensured “full involvement and participation” of civil society* in the development of 

the multisectoral strategy?  
 

Active involvement Moderate involvement No Involvement  
 

IF active involvement, briefly explain how this was organised: 
 As part of the technical working groups 
 As part of reference groups (steering committees) 
 As part of those being consulted 
 As part of appraisal processes  

 
1.9 Has the multisectoral strategy been endorsed by most external development partners (bi-laterals, 

multi-laterals)?  
Yes No 

 
1.9 Have external development partners aligned and harmonized their HIV-related programmes to the 

national multisectoral strategy?  
 

Yes, all partners Yes, some partners No 
 
2. Has the country integrated HIV into its general development plans such as in: (a) 

National Development Plan; (b) Common Country Assessment /UN Development 
Assistance Framework; (c) Poverty Reduction Strategy; and (d) sector-wide 
approach?  

 
Yes No N/A 

 
2.1   IF YES, in which specific development plan(s) is support for HIV integrated? 

a. National Development Plan Yes   

b. Common Country Assessment / UN Development Assistance Framework Yes   

c. Poverty Reduction Strategy  No  

d. Sector-wide approach   N/A 

e. Other:     

* Civil society includes among others: networks of people living with HIV; women’s organizations; young people’s 
organizations; faith-based organizations; AIDS service organizations; community-based organizations; organizations of 
key affected groups (including men who have sex with men, sex workers, injecting drug users, migrants, 
refugees/displaced populations, prisoners); workers organizations, human rights organizations; etc. For 
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the purpose of the NCPI, the private sector is considered separately. 
 

 
2.2 IF YES, which specific HIV-related areas are included in one or more of the development 
plans? 
 

HIV-related area included in development plan(s) 

HIV prevention Yes  

Treatment for opportunistic infections Yes  

Antiretroviral treatment Yes  

Care and support (including social security or other schemes) Yes  

HIV impact alleviation Yes  

Reduction of gender inequalities as they relate to HIV prevention/treatment, care 
and/or support 

Yes  
 

Reduction of income inequalities as they relate to HIV prevention/treatment, care 
and /or support 

Yes  
 

Reduction of stigma and discrimination Yes  

Women’s economic empowerment (e.g. access to credit, access to land, training) Yes  

 
3. Has the country evaluated the impact of HIV on its socioeconomic development for 

planning purposes?  
 

Yes No N/A 
 

3.1   IF YES, to what extent has it informed resource allocation decisions? 5 
 

Low High 

0           1           2           3           4           5 
 
 
4. Does the country have a strategy for addressing HIV issues among its national 

uniformed services (such as military, police, peacekeepers, prison staff, etc)?  
Yes No 

 
4.1 IF YES, which of the following programmes have been implemented beyond the pilot stage to 

reach a significant proportion of the uniformed services? 
 

Behavioural change communication Yes  

Condom provision Yes  

HIV testing and counselling Yes  

Sexually transmitted infection services Yes  

Antiretroviral treatment Yes  

Care and support Yes  

 
 

If HIV testing and counselling is provided to uniformed services, briefly the approach 
taken to HIV testing and counselling (e.g. indicate if HIV testing is voluntary or mandatory etc):  
 

Voluntary testing and counselling  using public facilities as well as their dedicated 
facilities.  
 

 
6. Does the country have non-discrimination laws or regulations which specify protections 

for most-at-risk populations or other vulnerable subpopulations? 
 

Yes No 
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7. Does the country have laws, regulations or policies that present obstacles to effective 
HIV prevention, treatment, care and support for most-at-risk populations or other 
vulnerable subpopulations?  

Yes No 
 
7. Has the country followed up on commitments towards universal access made during 

the High-Level AIDS Review in June 2006?  
Yes No 

 
7.1 Have the national strategy and national HIV budget been revised accordingly? 

Yes No 
 

7.2 Have the estimates of the size of the main target populations been updated?  
Yes No 

 
7.3 Are there reliable estimates of current needs and of future needs of the number of 

adults and children requiring antiretroviral therapy?  
 

Estimates of current and future needs Estimates of current needs only No 
 

 
7.4   Is HIV programme coverage being monitored?  

 
Yes No 

 
(a) IF YES, is coverage monitored by sex (male, female)?  

 
Yes No 

 
 

(b) IF YES, is coverage monitored by population groups?  
 

Yes No 
 

 (c) Is coverage monitored by geographical area? 
 

Yes No 
 

IF YES, at which geographical levels (provincial, district, other)? 
 National and district 
 
Briefly explain how this information s used: 
 For programme and policy formation, implementation, monitoring and evaluation.  
 
? 

 
7.5   Has  the  country  developed  a  plan  to  strengthen  health  systems,  including  
infrastructure, human resources and capacities, and logistical systems to deliver drugs?  

 
Yes No 

 
 

Overall, how would you rate strategy planning efforts in the HIV programmes in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 
 
What are remaining challenges in this area: 

Limited resources and limited implementation capacity. 

 



 
 

50

II POLITICAL SUPPORT  
 
Strong  political  support  includes:  government  and  political  leaders  who  speak  out  often  about 
AIDS  and  regularly  chair  important  AIDS  meetings;  allocation  of  national  budgets  to  support HIV 
programmes; and, effective use of government and civil society organizations to support HIV 
programmes. 

 
1. Do high officials speak publicly and favourably about HIV efforts in major domestic 

forums at least twice a year? 
 

President/Head of government Yes 

Other high officials Yes 

Other officials in regions and/or districts Yes 

 
2. Does the country have an officially recognized national multisectoral AIDS coordination 

body (i.e., a National AIDS Council or equivalent)? 
 

Yes No 
 

2.1   IF YES, when was it created? 
Year: 1998  

 
2.2  IF YES, who is the Chair? 

 
Name: F.G Mogae Position/Title: Former President of the Republic of Botswana

  
2.3  IF YES, does the national multisectoral AIDS coordination body: 

 

Have terms of reference? Yes 

Have active government leadership and participation? Yes 

Have a defined membership? 

IF YES, how many members? 40 

Include civil society representatives? 

IF YES, how many? 10 

Include people living with HIV? 

IF YES, how many?  

Include the private sector? 

Yes 

Yes 

Yes 

Yes 

Have an action plan? Yes 

Have a functional Secretariat? Yes 

Meet at least quarterly? 

Review actions on policy decisions regularly? 

Actively promote policy decisions? 

Provide opportunity for civil society to influence decision-making? 

Strengthen donor coordination to avoid parallel funding and 
duplication of effort in programming and reporting? 

Yes 

Yes 

Yes 

Yes 

 
Yes 

 
4. Does the country have a mechanism to promote interaction between government, civil 

society organizations, and the private sector for implementing HIV 
strategies/programmes?  

 
Yes No N/A 

 
IF YES, briefly describe the main achievements: 
 Information sharing;  
Consensuse building 
 Harmonisation 
 Alignment 
 Coordination of assistance 
 
Briefly describe the main challenges:  
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 Meaningful partnership where there is less reliance on Government 

 
4. What percentage of the national HIV budget was spent on activities implemented by 

civil society in the past year? 

Percentage: 10-15 %  
 
5. What kind of support does the National AIDS Commission (or equivalent) provide to 

civil society organizations for the implementation of HIV-related activities? 
 

Information on priority needs Yes  

Technical guidance Yes  

Procurement and distribution of drugs or other supplies  No 

Coordination with other implementing partners Yes  

Capacity-building Yes  

Other: Operational costs including wages and salaries.  Yes  

 
6. Has the country reviewed national policies and laws to determine which, if any, are 

inconsistent with the National AIDS Control policies? 
  

Yes No 
 

6.1   IF YES, were policies and laws amended to be consistent with the National AIDS Control 
policies? 

 
Yes No 

 

Overall, how would you rate the political support for the HIV programme in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 

 Strengthened political support 
 Resource mobilization and allocation 

 
What are remaining challenges in this area: 

 
Cascading of the political support 
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III PREVENTION  
 
1. Does the country have a policy or strategy that promotes information, education and 

communication (IEC) on HIV to the general population? 
 

Yes No N/A 
 

1.1 IF YES, what key messages are explicitly promoted? 
√ Check for key message explicitly promoted 

 

a) Be sexually abstinent   

b) Delay sexual debut   

c) Be faithful   

d) Reduce the number of sexual partners   

e) Use condoms consistently   

f) Engage in safe(r) sex   

g) Avoid commercial sex   

h) Abstain from injecting drugs N/A 

i) Use clean needles and syringes   

j) Fight against violence against women   

k) Greater acceptance and involvement of people living with HIV   

l) Greater involvement of men in reproductive health programmes   

m) Males to get circumcised under medical supervision   

n) Know your HIV status   

o) Prevent mother-to-child transmission of HIV   

 
1.2 In  the  last  year,  did  the  country  implement  an  activity  or  programme  to  promote  

accurate reporting on HIV by the media? 
 

Yes No 
 
2. Does the country have a policy or strategy promoting HIV related reproductive and 

sexual health education for young people?  
 

Yes No N/A 

 
2.1 Is HIV education part of the curriculum in: 

 

Primary schools? Yes  

Secondary schools? Yes  

Teacher training? Yes  

 
2.2 Does the strategy/curriculum provide the same reproductive and sexual health education 

for young men and young women?  
 

Yes No 
 

2.3 Does the country have an HIV education strategy for out-of-school young people? 
Yes No 

 
3. Does the country have a policy or strategy to promote information, education and 

communication and other preventive health interventions for most-at-risk or other 
vulnerable sub-populations? 

Yes No 
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IF NO, briefly explain: 
 

The Research Triangle Institute recently started some work on Most At Risk Populations 
(MARPS). RTI and Ministry of Health are in the process of developing a strategy for  

 MARPS. 
 

IF YES, how were these specific needs determined? 
 

They were determined as specific needs of districts and communities as identified in the sentinel 
and BAIS I and II surveys. 

 
 
4.1   To what extent has HIV prevention been implemented? 

 

HIV prevention component The majority of people in need have access 

Blood safety Agree    

Universal precautions in health care settings Agree   

Prevention of mother-to-child transmission of 
HIV 

 
Agree 

  

IEC* on risk reduction Agree   

IEC* on stigma and discrimination reduction Agree   

Condom promotion Agree   

HIV testing and counselling Agree   

Harm reduction for injecting drug users   N/A 

Risk reduction for men who have sex with men   N/A 

Risk reduction for sex workers   N/A 

Reproductive health services including sexually 
transmitted infections prevention and treatment 

 
Agree 

  

School-based HIV education for young people Agree   

HIV prevention for out-of-school young people    

HIV prevention in the workplace Agree   

 
 

Overall, how would you rate the efforts in the implementation of HIV 
prevention programmes in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 

 Percentage of pregnant women who accessed quality PMTCT services was 91% in 
2007. 

 Condom procurement and distribution by Central Medical Stores between July and 
September 2007 to all government health facilities was 1,893,900 (male 
condoms), PSI sold and distributed more than 6.8 million condoms. 

 
 
What are remaining challenges in this area: 

Behavioural change 

 
* IEC = information, education, communication 
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Overall, how would you rate policy efforts in support of HIV prevention in 2009? 

 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 
What are remaining challenges in this area: 

   

 
5. Has the country identified specific needs for HIV prevention programmes? 
 

Yes No 
 
 

IF YES, how were these specific needs determined? 
 They were determined as specific needs of districts and communities as defined in the sentinel 

surveillance and BAIS I & II surveys 
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IV TREATMENT, CARE AND SUPPORT  
 
1. Does the country have a policy or strategy to promote comprehensive HIV 

treatment, care and support? (Comprehensive care includes, but is not limited to, 
treatment, HIV testing and counselling, psychosocial care, and home and 
community-based care). 

 
Yes No 

 
1.1 IF YES, does it address barriers for women? 

  
Yes No 

 
1.2 IF YES, does it address barriers for most-at-risk populations? 

  
Yes No 

 
2. Has the country identified the specific needs for HIV treatment, care and support 

services? 
 

Yes No 

 
IF YES, how were these determined? 

Statistics from Routine Programme Monitoring and Evaluation data. Data from  HIV 
surveys were also Used to forecast through projections and modelling. 

 
 

2.1 To what extent have the following HIV treatment, care and support services been 
implemented? 

 
HIV treatment, care and support service The majority of people in need have access 

Antiretroviral therapy Agree   

Nutritional care Agree   

Paediatric AIDS treatment Agree   

Sexually transmitted infection management Agree   

Psychosocial support for people living with HIV and their 
families 

 
Agree 

  

Home-based care Agree   

Palliative care and treatment of common 
HIV-related infections 

 
Agree 

  

HIV testing and counselling for TB patients Agree   

TB screening for HIV-infected people Agree   

TB preventive therapy for HIV-infected people Agree   

TB infection control in HIV treatment and care facilities  
Agree 

  

Cotrimoxazole prophylaxis in HIV-infected people Agree   

Post-exposure prophylaxis (e.g. occupational exposures 
to HIV, rape) 

Agree   

HIV treatment services in the workplace or treatment 
referral systems through the workplace 

  
Don’t Agree 

 
 

HIV care and support in the workplace 
(including alternative working arrangements) 

Agree   

Other: [write in] Agree   
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3. Does the country have a policy for developing/using generic drugs or parallel 
importing of drugs for HIV? 

 
Yes No 

 
4.  Does the country have access to regional procurement and supply management 

mechanisms for critical commodities, such as antiretroviral therapy drugs, condoms, 
and substitution drugs? 

 
Yes No 

 
IF YES, for which commodities?:  

 
Antiretroviral therapy drugs, condoms and substitutional drugs for treatment 
of opportunistic infections. 

 

Overall, how would you rate the efforts in the implementation of HIV treatment, care 
and support programmes in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 

 Periodic review of clinical guidelines with eligibility (CD4 count 250) 
 Task shifting scales up ARV therapy 
 Extending prescribing and dispersing to clinics 

 
What are remaining challenges in this area: 

 Inadequate human resources 
 Issues of medication adherence 
 Inadequate mechanisms to measure quality of care 

 
5. Does the country have a policy or strategy to address the additional HIV-related 

needs of orphans and other vulnerable children?  
 

Yes No N/A 

 
5.1   IF YES, is there an operational definition for orphans and vulnerable children in the 
country? 

 
Yes No 

 
5.2   IF YES, does the country have a national action plan specifically for orphans and 

vulnerable children? 
 

Yes No 
5.3   IF YES, does the country have an estimate of orphans and vulnerable children being 
reached by existing interventions?   

 
Yes No 

 
IF YES, what percentage of orphans and vulnerable children is being reached?  

Close to 100 percent.   
 

Overall, how would you rate the efforts to meet the HIV-related needs of orphans 
and other vulnerable children in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 
 
What are remaining challenges in this area: 
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I MONITORING AND EVALUATION 
 
1.  Does the country have one national Monitoring and Evaluation (M&E) plan? 
 

Yes In progress No 

 
1.1  IF YES, years covered: 2003-2009  

 
1.2 IF YES, was the M&E plan endorsed by key partners in M&E?YES 

 
Yes No 

 
IF  YES,  was  the  M&E  plan  developed  in  consultation  with  civil  society,  
including  people living with HIV? 

 
Yes No 

 
 

1.4  IF YES, have key partners aligned and harmonized their M&E requirements 
(including indicators) with the national M&E plan? 

 
Yes, all partners Yes, most partners Yes, but only some partners No 

 
 

IF YES, but only some partners or IF NO, briefly describe what the issues are: 
 
Reporting lines have clearly been outlined, however there still remains a challenge 
to harmonize reporting with partners, leading to some programmes having to 
report the same information twice. 

 
 
2. Does the national Monitoring and Evaluation plan include? 
 

a data collection strategy 

IF YES, does it address: 

routine programme monitoring 

behavioural surveys 

HIV surveillance 

Evaluation / research studies 

 
Yes 

 
 

Yes 

Yes 

Yes 

Yes 

 
No 

 
 
No 

No 

No 

No 

a well-defined standardised set of indicators Yes No 

guidelines on tools for data collection Yes No 

a strategy for assessing data quality (i.e., validity, reliability) Yes No 

a data analysis strategy Yes No 

a data dissemination and use strategy Yes No 

 
3. Is there a budget for implementation of the M&E plan? YES 
 
 

Yes In progress No 
 

3.1 IF YES, what percentage of the total HIV programme funding is budgeted for M&E 
activities? approx 1% in the2009 budget 

 
3.2 IF YES,  has full  funding been secured?  

Yes No 
 
 
4. Are M&E priorities determined through a national M&E system assessment? 
 

Yes No 
 
 

IF NO, briefly describe how priorities for M&E are determined: 
 
Through the BHRIMS Technical Working Group 
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5.  Is there a functional national M&E Unit? 
 

Yes In progress No 
 

5.1   IF YES, is the national M&E Unit based 
 

in the National AIDS Commission (or equivalent)? Yes No 

in the Ministry of Health? Yes No 

Elsewhere? Yes No 

 
5.2   IF  YES,  how  many  and  what  type  of  professional  staff  are  working  in  the  national  

M&E Unit? 
 

Number of permanent staff: 

Position:  Full time / Part time? Since when?: 

M&E Advisor 
Chief Research Officers x2 
Principal Research Officer 
Senior Research Officer  
Assistant Research Officer  
Assistant Research Officer x2 

Full time 
Full time 
Full time 
Full time 
Full time 
Full time 

2003 
2009 
2009 
2009 
2008 
2007 and 2009 

 
5.3 IF YES, are there mechanisms in place to ensure that all major implementing 

partners submit their M&E data/reports to the M&E Unit for inclusion in the national 
M&E system? 

Yes No 
 
 

IF YES, briefly describe the data-sharing mechanisms: Data from facilities is compiled by M&E 
officers and programme officers at district level and sent to the relevant ministry or Head Quarters 
for aggregation into a national report, which is then forwarded to NACA for compilation of the 
National AIDS Council report. 

 
What are the major challenges? Data quality and completeness of data reported and timeliness of reporting 

 
 
6. Is there a national M&E Committee or Working Group that meets regularly to 

coordinate M&E activities? 
 

No regularly Yes, but meets irregularly Yes, meets 

 
6.1   Does it include representation from civil society? YES 

 
Yes No 

 
IF YES, briefly describe who the representatives from civil society are and what their 
role is: The BHRIMS TWG is chaired by Civil Society (BONASO). 

 
7. Is there a central national database with HIV- related data? YES 
 

Yes No 
 

7.1 IF YES, briefly describe the national database and who manages it 
 

There is a central repository of National data managed by the Monitoring and Evaluation at NACA 
 

7.2  IF YES, does it include information about the content, target populations 
and geographical coverage of HIV services, as well as their implementing 
organizations? 

 
a. Yes, all of the above 
b. Yes, but only some of the above: 
c. No, none of the above 
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7.3   Is there a functional* Health Information System? 
 

At national level Yes No 

At sub-national level 
IF YES, at what level(s)? 
Data is entered into e-BHRIMS (cris) at district level [write 
in] 

Yes No 

 
(*regularly reporting data from health facilities which are aggregated at district level and sent to 
national level; 
and data are analysed and used at different levels) 

 
8.  Does the country publish at least once a year an M&E report on HIV and on, including 

HIV surveillance data? 
 

Yes No 
 
9.  To what extent are M&E data used 
 

9.1   in developing / revising the national AIDS strategy?: 
 

Low High 

0           1           2           3           4           5  
 
 

Provide a specific example:  
 Development of the NSF II 
 
What are the main challenges, if any? 
 Timeliness of the availability of data for informaing policies and strategies 
 

 
9.2   for resource allocation?: 

 
Low High 

0           1           2           3           4           5  
 
Provide a specific example: 

Resource allocation in the National AIDS Spending Assessment 
 
What are the main challenges, if any? 

Competing priorities such treatment versus prevention 
 
 

9.3   for programme improvement?: 
 

Low High 

0           1           2           3           4           5  
 

Provide a specific example: 
 National AIDS Council Report 
 BAIS report 

 
 

What are the main challenges, if any? 
Data use at the facility level and service delivery level is low 

 
10. Is there a plan for increasing human capacity in M&E at national, sub-national and 

service-delivery levels?: 
 

a. Yes, at all levels 
 

b. Yes, but only addressing some levels: 
 

c. No 

 
10.1 In the last year, was training in M&E conducted 
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At national level? Yes No 

IF YES, Number trained: 40 (M&E training) 

At sub-national level? Yes No 

IF YES, Number trained: 70 (District research training) 

At service delivery level including civil society? Yes No 

IF YES, Number trained: 15 (M&E training) 

 
10.2 Were other M&E capacity-building activities conducted other than training? 

 
Yes No 

 
IF YES, describe what types of activities: 

 The National M&E training curriculum was revised 
 District research training and mentoring  

 
 
 
 

Overall, how would you rate the M&E efforts of the HIV programme in 2009? 

2009 Very poor Excellent

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 

 Successfully conducted the 2008 BAIS 
 Development and implementation of an M&E training curriculum 
 Development of a national Evaluation Agenda 
 

What are remaining challenges in this area: 
 Inadequate Human Resources 
 Weak linkages between the M&E system and data generation points 
 Limited integration of M&E into planning 
 Capacity challenges and resource challenges 
 Slow implementation of the national evaluation agenda 
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Part B 

[Administered to representatives from civil 
society organizations and development 

partners] 
 
I HUMAN RIGHTS 
 
1. Does the country have laws and regulations that protect people living with HIV against 

discrimination? (including both general non-discrimination provisions and provisions 
that specifically mention HIV, focus on schooling, housing, employment, health care etc.) 

 
Yes No 

 
 
2. Does the country have non-discrimination laws or regulations which specify protections for 

most-at-risk populations and other vulnerable subpopulations? 
Yes No 

 
2.1   IF YES, for which populations? 

 

a.  Women Yes  

b. Young people Yes  

c.  Injecting drug users   Not applicable 

d. Men who have sex with men  Not applicable 

e.  Sex Workers Not applicable 

f.  Prison inmates  No 

g. Migrants/mobile populations  No 

 
 
 
 
 
 
IF YES, briefly explain what mechanisms are in place to ensure these laws are implemented: 
 

Use of the court system by aggrieved persons law enforcement agencies. 
 
Briefly describe the content of these laws: 

 Domestic violence act regulates relationships in families; among people living together; relatives 
living with couples/ families, etc. 

 Children’s Act looks at children’s right in relation to the UN Convention on the Rights of  the Child  
 
Briefly comment on the degree to which they are currently implemented: 

 Domestic Violence Act was passed in 2008. In 2009 awareness was raised about the Act. 
 Children’s Act was passed in 2009  

 
 
 
 
 
 
3. Does the country have laws, regulations or policies that present obstacles to effective 
HIV prevention, treatment, care and support for most-at-risk populations and other 
vulnerable subpopulations? 

Yes No 
 

3.1   IF YES, for which subpopulations? 

a.  Women   

b. Young people   

c.  Injecting drug users   
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d. Men who have sex with men Yes  

e.  Sex Workers Yes  

f.  Prison inmates Yes  

g. Migrants/mobile populations Yes  

 

 
 
 
 
4. Is the promotion and protection of human rights explicitly mentioned in any HIV 

policy or strategy? 
 

Yes No 
 
IF YES, briefly describe how human rights are mentioned in this HIV policy or strategy: 
 

There is mention of respect of human rights in the National Strategic Framework looking 
at ethics, law and human rights. 

 
 
5. Is there a mechanism to record, document and address cases of discrimination 

experienced by people living with HIV, most-at-risk populations and/or other 
vulnerable subpopulations?   

Yes No 
 

IF YES, briefly describe this mechanism: 
 

 Document cases of discrimination through the Legal AID programme. Take up cases; legal 
representation on the HIV/AIDS cases and social responsibility/ humanization basis. 

 Police 
 Ombudsman 

 
 
6. Has the Government, through political and financial support, involved people living 

with HIV, most-at-risk populations and/or other vulnerable subpopulations in 
governmental HIV-policy design and programme implementation? 

 
Yes No 

 
 
 IF YES, describe some examples: 
 

 There is BONEPWA+, forums such as the National AIDS Council, CCM, Government and 
NACA 

 There is a rehabilitation programme for sex workers 
 There is the People living with HIV/AIDS week before 1st December every year. 

If YES, briefly describe the content of these laws, regulation or policies: 
 There are laws that penalise sex work. 
 There are laws that penalise same sex engagement; referring to “canal knowledge 

against the order of nature”. The law on homosexuality is however silent. 
 
Briefly comment on how they pose barriers: 

 Admission of sex work is against the law- sex workers cannot disclose this to health 
workers, as such impedes on any programmes that may be targeted towards this 
group. 

 Sex workers have 10+ partners per night, experience repeated STIs because of the 
nature of sex work. It is difficult to trace STI partners “Partner tracing”. 

 It is difficult to report abuse, sexual violence, rape,etc. 
 Homosexuals cannot disclose sex and anal STIs, as such no preventative measure 

have been put in place for them. 
 Prison mates have no access to condoms but treatment. 
 Immigrants have no access to free ARV treatment and all other diseases. 
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7. Does the country have a policy of free services for the following: 
 

a.  HIV prevention services Yes  

b. Antiretroviral treatment Yes  

c.  HIV-related care and support interventions Yes  

 
IF YES, given resource constraints, briefly describe what steps are in place to implement 
these policies and include information on any restrictions or barriers to access for different 
populations 
 

 
8. Does the country have a policy to ensure equal access for women and men to HIV 

prevention, treatment, care and support? 
 

Yes No 
 

 
8.1   In particular, does the country have a policy to ensure access to HIV prevention, 

treatment, care and support for women outside the context of pregnancy and 
childbirth? 

 
Yes No 

 

9. Does the country have a policy to ensure equal access for most-at-risk populations 
and/or other vulnerable subpopulations to HIV prevention, treatment, care and 
support?  

 
Yes No 

 
9.1 IF YES,  does  this  policy  include  different  types  of  approaches  to  ensure  equal  access  for 

different most-at-risk populations and/or other vulnerable sub-populations? 
Yes No 

 
10. Does the country have a policy prohibiting HIV screening for general employment 

purposes (recruitment, assignment/relocation, appointment, promotion, 
termination)?  

 
Yes No 

 
11. Does the country have a policy to ensure that HIV research protocols involving 

human subjects are reviewed and approved by a national/local ethical review 
committee? 

 
Yes No 

 
11.1 IF YES, does the ethical review committee include representatives of civil society including 

people living with HIV?  
 

Yes No 

 
12. Does the country have the following human rights monitoring and enforcement 

mechanisms? 
 

– Existence  of  independent  national  institutions  for  the  promotion  and  protection  of  
human rights, including human rights commissions, law reform commissions, 
watchdogs, and ombud- s persons which consider HIV-related issues within their work 

 
Yes No 

 
– Focal points within governmental health and other departments to monitor HIV-related 

human rights abuses and HIV-related discrimination in areas such as housing and 
employment 

Yes No 
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– Performance  indicators  or  benchmarks  for  compliance  with  human  rights  standards  

in  the context of HIV efforts 
Yes No 

 
13. In the last 2 years, have members of the judiciary (including labour courts/ 

employment tribunals) been trained/sensitized to HIV and human rights issues that 
may come up in the context of their work? 

Yes No 

 
14. Are the following legal support services available in the country? 
 

– Legal aid systems for HIV casework 
Yes No 

 
– Private  sector  law  firms  or  university-based  centres  to  provide  free  or  reduced-cost  
legal services to people living with HIV  

 
Yes No 

 
– Programmes to educate, raise awareness among people living with HIV concerning their 

rights 
 

Yes No 

 
15. Are there programmes in place to reduce HIV-related stigma and discrimination? 
 

Yes No 

 
IF YES, what types of programmes? 

Media Yes  

School education Yes  

Personalities regularly speaking out Yes  

 

Overall, how would you rate the policies, laws and regulations in place to promote and 
protect human rights in relation to HIV in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 
The domestic violence act no 10 of 2008 was passed to protect women in domestic 
relationships. Evidence shows that women are more vulnerable to HIV/AIDS through 
violence or fear of violence.  
 
The public service act of 2008 which protects employees from unfavourable treatment 
because of HIV positive test. 
 
The childrens care act of 2009 provides guidance for the provision of care and support for 
OVC. 
What are remaining challenges in this area: 

 There are no HIV specific laws regulating the Private Sector employment. There are 
still dismissals of HIV+ persons in this sector without any reasonable
accommodation or empathy for the sick person. 

 The law criminates sex work and Men Who Sleep with other Men (MSM) and this
makes it difficult to get services. 

 People who are HIV+ are criminalized in case of rape case, those HIV+ get steeper
sentences for rape compared to other people. 
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Overall, how would you rate the effort to enforce the existing policies, laws 
and regulations in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
People employed in the Public Sector will not be discriminated against in general. 
 
What are remaining challenges in this area: 

The same as in 2007. 
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II CIVIL SOCIETY* PARTICIPATION  
 
1. To what extent has civil society contributed to strengthening the political 

commitment of top leaders and national strategy/policy formulations? 
 

Low High 

0           1           2           3           4           5  

 
 
 

Comments and examples: 
The prevention, Treatment and Advocacy project, which is aligned to the goal of reduction 
of new infections has enlisted the support and participation of members of the Parliament 
at its formative stages. 

 
2. To what extent have civil society representatives been involved in the planning and 

budgeting process for the National Strategic Plan on HIV or for the most current activity 
plan (e.g. attending planning meetings and reviewing drafts)? 

 
Low High 

0           1           2           3           4           5  
 
 

Comments and examples: 
 Civil Society participation in the technical review processes of the National Strategic Plan. 
The plan is still to be costed. 

 
 
 
3. To what extent are the services provided by civil society in areas of HIV prevention, 

treatment, care and support included in 
 

a. the national AIDS strategy? 
 

Low High 

0           1           2           3           4           5  

 
b. the national AIDS budget? 

 
Low High 

0           1           2           3           4           5  

 
c. national AIDS reports? 

 
Low High 

0           1           2           3           4           5  
 
 

* Civil society includes among others: networks of people living with HIV; women’s organizations; 
young people’s organizations; faith-based organi- 
zations; AIDS service organizations; community-based organizations; organizations of key affected 
groups (including men who have sex with men, injecting drug users, sex workers, migrants, 
refugees/displaced populations, prisoners); workers organizations, human rights organizations; etc. 
For 
the purpose of the NCPI, the private sector is considered separately.
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4. To what extent is civil society included in the monitoring and evaluation (M&E) of the 
HIV response? 

 
a. developing the national M&E plan? 

 
Low High 

0           1           2           3           4           5  

 
b. participating in the national M&E committee / working group responsible for coordination 

of M&E activities? 
 

Low High 

0           1           2           3           4           5  

 
c. M&E efforts at local level? 

 
Low High 

0           1           2           3           4           5  
 
 

Comments and examples: 
M&E is still largely undeveloped at community level with little or no systems. 

 
 
 
 
5. To what extent is the civil society sector representation in HIV efforts inclusive of 

diverse organizations (e.g. networks of people living with HIV, organizations of sex 
workers, faith-based organizations)? 

 
Low High 

0           1           2           3           4           5  
 
 

Comments and examples: 
Networks of people living with HIV are included together with faith based communities but the 
challenge is with organizations of sex workers as they are perceived to be operating outside the 
legal framework. 

 
 
 
6. To what extent is civil society able to access: 
 

a. adequate financial support to implement its HIV activities? 
 

Low High 

0           1           2           3           4           5  
 

b. adequate technical support to implement its HIV activities? 
 

Low High 

0           1           2           3           4           5  
 
 

Comments and examples: 
The Civil Society is highly constrained both technically and financially to be able to 
implement its programmes effectively. 

 
 
 
7. What percentage of the following HIV programmes/services is estimated to be provided 

by civil society? 
 

Prevention for youth <25% 25-50% 51–75% >75% 
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Prevention for most-at-risk-populations 
- Injecting drug users <25% 25-50% 51-75% >75% 
- Men who have sex with men <25% 25-50% 51-75% >75% 
- Sex workers <25% 25-50% 51-75% >75% 

Testing and Counselling <25% 25-50% 51–75% >75% 

Reduction of Stigma and 
Discrimination 

 
<25% 

 
25-50% 

 
51–75% 

 
>75% 

Clinical services (ART/OI)* <25% 25-50% 51–75% >75% 

Home-based care <25% 25-50% 51–75% >75% 

Programmes for OVC** <25% 25-50% 51–75% >75% 
 

*ART = Antiretroviral Therapy; OI=Opportunistic infections 
**OVC = Orphans and other vulnerable children 

 

Overall, how would you rate the efforts to increase civil society participation in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
Participation in strategic for a and community, National AIDS Council, BHRIMS, CCM, etc. 
 
What are remaining challenges in this area: 

 
Meaningful and deliberate support to ensure that Civil Society programmes are actually 
initiated and implemented. 
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III PREVENTION  
 
1. Has the country identified the specific needs for HIV prevention programmes? 

 
Yes No 

 
 

IF YES, how were these specific needs determined? 
 

These are areas such as male circumcision, reduction of multiple concurrent partnerships, PMTCT, 
etc that are determined resulting from research outcomes. 

 
 

1.1   To what extent has HIV prevention been implemented? 
 

HIV prevention component The majority of people in need have access 

Blood safety Agree   

Universal precautions in health care settings Agree   

Prevention of mother-to-child transmission of 
HIV 

 
Agree 

  

IEC* on risk reduction   N/A 

IEC* on stigma and discrimination reduction Agree Don’t Agree N/A 

Condom promotion Agree Don’t Agree N/A 

HIV testing and counselling  Don’t Agree N/A 

Harm reduction for injecting drug users  Don’t Agree N/A 

Risk reduction for men who have sex with 
 

  N/A 

Risk reduction for sex workers Agree Don’t Agree N/A 

Reproductive health services including 
sexually transmitted infections prevention 
and treatment 

 
Agree 

 
Don’t Agree 

 
N/A 

School-based HIV education for young people Agree Don’t Agree N/A 

HIV Prevention for out-of-school young 
l  

Agree Don’t Agree N/A 

HIV prevention in the workplace Agree Don’t Agree N/A 
* IEC = information, education, communication 

 
 

Overall, how would you rate the efforts in the implementation of HIV 
prevention programmes in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 
 
What are remaining challenges in this area: 
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IV TREATMENT, CARE AND SUPPORT  
 
1. Has the country identified the specific needs for HIV treatment, care and support 

services? 
 

Yes No 

 
IF YES, how were these specific needs determined? 

 
No specific knowledge/ details on the selection process say for home based care but for treatment, 
studies informed policy decisions and the national roll out of the ART programme was  as a result 
of consultations with multi sectoral partners and the determined leadership at the national level. 

 
 

1.1   To what extent have HIV treatment, care and support services been implemented? 
 

HIV treatment, care and support service The majority of people in need have access 

Antiretroviral therapy Agree   

Nutritional care  Don’t Agree  

Paediatric AIDS treatment Agree   

Sexually transmitted infection management Agree   

Psychosocial support for people living with HIVand 
their families 

 
Agree 

  

Home-based care Agree   

Palliative care and treatment of common 
HIV-related infections 

 
Agree 

  

HIV testing and counselling for TB patients Agree   

TB screening for HIV-infected people Agree   

TB preventive therapy for HIV-infected people Agree   

TB infection control in HIV treatment and care 
facilities 

 
Agree 

  

Cotrimoxazole prophylaxis in HIV-infected 
people 

Agree   

Post-exposure prophylaxis (e.g. occupational 
exposures to HIV, rape) 

Agree   

HIV treatment services in the workplace or 
treatment referral systems through the workplace 

Agree   

HIV care and support in the workplace 
(including alternative working arrangements) 

Agree   

Other programmes: 

 Peer counselling and peer education in the 
workplace 

 General health education  

Agree   

 
 

Overall, how would you rate the efforts in the implementation of HIV treatment, care 
and support programmes in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 
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Since 2007, what have been key achievements in this area: 
 

 Reduction in waiting lists 
 Increase in qualifying CD4 count from 200 to 250 

 
What are remaining challenges in this area: 
Repeat pregnancies by women on ART 

 
2. Does the country have a policy or strategy to address the additional HIV-related needs 

of orphans and other vulnerable children? 
 

Yes No N/A 

 
2.1   IF YES, is there an operational definition for orphans and vulnerable children in the 
country? 

 
Yes No 

 
2.2  IF YES, does the country have a national action plan specifically for orphans and 

vulnerable children? 
 

Yes No 

 
2.3  IF YES, does the country have an estimate of orphans and vulnerable children being 
reached 

by existing interventions? 
 

Yes No 

 
IF YES, what percentage of orphans and vulnerable children is being reached? %  

Close to 100 percent of those who are registered 
 

Overall, how would you rate the efforts to meet the HIV-related needs of orphans 
and other vulnerable children in 2009? 

2009 Very poor Excellent 

0 1 2 3 4 5 6 7 8 9 10 

Since 2007, what have been key achievements in this area: 
 
Access to the food basket and school needs has improved  
 
What are remaining challenges in this area: 
At 18 years orphans are weaned put of the programme and they face challenges such as 
poverty, unemployment and other psychosocial needs.  

 
 
 
 


