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Botswana’s Strategy to Combat 
HIV/AIDS
Lessons for Africa and President Bush’s 
Emergency Plan for AIDS Relief

J. Stephen Morrison and Heather Hurlburt

Introduction

The conference on which this report is based was called at a moment of optimism 
and possibility in the struggle against HIV/AIDS. In the United States, President 
George W. Bush’s historic $15-billion Emergency Program for AIDS Relief has 
spurred new attention to how funds can best be invested and successes best trans-
lated to other countries struggling against AIDS.

Botswana’s exceptional leadership in confronting the epidemic, its determina-
tion to fight the disease and offer its citizens the hope of comprehensive prevention, 
treatment, and care, combined with its openness to creative forms of outside sup-
port and involvement, have created a broad commitment to that country’s efforts.

In that spirit, on November 12, U.S. Senators Bill Frist and Russell Feingold, 
cochairs of the CSIS Task Force on HIV/AIDS, convened a meeting of officials and 
experts from Botswana and its international partners. Joined by Senators Lamar 
Alexander and Norm Coleman—who had recently returned from a visit to 
Botswana—Senator Frist urged the meeting to examine lessons from Botswana for 
the new U.S. initiative. Senator Feingold urged that special attention be paid to how 
the acute vulnerability of young women and girls impacts HIV/AIDS transmission 
and programs.

President Festus Mogae of Botswana began the proceedings with a review of key 
decisions made in Botswana’s decision to undertake a comprehensive program of 
prevention, treatment, and care. The discussion turned to a frank examination of 
challenges faced in Botswana, suggestions for the way forward, and a discussion of 
how examples from Botswana might be incorporated into planning for President 
Bush’s HIV initiative.

The conference was driven by extraordinary cooperation from the government 
of Botswana, which sent a senior delegation, led by President Mogae and compris-
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ing government, private-sector, and aid officials, to review Botswana’s fight against 
HIV/AIDS—its vision, its experience, and the obstacles encountered along the way.

This report presents, first in summary and then in more detailed form, an 
expanded account of the group’s conclusions, augmented by additional discussions 
with participants and additional information from the government of Botswana. It 
dwells in some detail on the obstacles and challenges that have arisen in imple-
menting Botswana’s anti-HIV/AIDS program, because these suggest lessons for 
new programs. It is above all a tribute to that country—to the leadership that made 
the program possible, that made it successful, and that has made its lessons an 
important study for all who share Botswana’s vision of a generation without HIV/
AIDS.

Summary: Botswana’s Vision, Successes, and Obstacles

Botswana’s political leadership has produced impressive results on HIV/AIDS. 
Starting in the late 1990s, that nation confronted the HIV/AIDS epidemic, 
acknowledging that more than 38 percent of its adults were HIV positive. The gov-
ernment rapidly increased funding from under $5 million annually in 1999 to more 
than $69 million in 2002 and a substantial increase in 2003 to over $110 million. It 
built innovative and far-reaching partnerships, in particular with the Centers for 
Disease Control and Prevention, the Harvard AIDS Institute, and the Africa Com-
prehensive HIV/AIDS Partnership (ACHAP), which brings together the Merck 
Company Foundation, the Bill and Melinda Gates Foundation, and the govern-
ment of Botswana. It began a program of free antiretroviral (ARV) treatment, 
which has grown to be the largest program of its kind in sub-Saharan Africa. Late in 
2003, it decided on an innovative program of routine testing for HIV, a step to 
break through the reluctance, lack of information, and stigma that prevent people 
from acting against the disease.

Botswana’s progress demonstrates again the centrality of leadership, beginning 
at the highest level. President Mogae’s willingness to acknowledge the epidemic, 
take ownership of the fight against it, and buck traditional norms in his own society 
and in relations with the donor community has had important payoffs. Botswana 
has moved to own the multi-actor response to HIV/AIDS at the highest levels; has 
been willing to challenge the donor community to make plans better suited to the 
country’s needs; and aided in curbing recruitment practices that divert scarce 
skilled talent out of key government agencies, either to serve in nongovernmental 
entities or take up employment outside Botswana. National leadership has resulted 
in strong and partially successful pressure on Botswana’s own bureaucracy to move 
past delays and bottlenecks that could have sunk entire programs, to acknowledge 
and rectify problems as they occur, and to insist on radical departures such as rou-
tine testing and use of rapid testing technology. Botswana’s insistence that it would 
care for its HIV-positive citizens is in large part responsible for, in the words of one 
conference participant, moving the global debate from “treatment is impossible to 
treatment is very difficult.”
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Botswana decided on a comprehensive approach, including prevention, treat-
ment, and care. It realized that the three elements reinforce one another—a core 
lesson for the design of new programs. And it insisted on approaches rooted in evi-
dence of effectiveness.

Botswana’s openness to the international community, and the readiness of 
public and private organizations to experiment with groundbreaking public-pri-
vate partnerships, has produced a wealth of new, productive mechanisms for 
channeling funds, experience, and expertise where they are needed most. Some 
partnerships are focused on specific aspects of the disease, some reflect donor 
expertise, and others are comprehensive, closely intertwined with the government 
of Botswana’s own decisionmaking process. The novel relationships formed among 
global business, nongovernmental and governmental aid agencies, the UN, and the 
government of Botswana offer models of practical, coordinated, and multi-sector 
assistance that will have benefits far beyond Botswana and, perhaps, beyond the 
HIV/AIDS issue as well.

These partnerships have helped create centers of medical excellence that are 
attracting talent from around the world—and hold promise of training a genera-
tion of professionals from across Africa. Increasingly, these centers of excellence 
offer Botswana’s people quality care, counseling, treatment, and research, includ-
ing cutting-edge HIV vaccine and microbicide research.

Though Botswana’s rate of progress initially seemed slow, it now appears that 
the lag time of 12 to 18 months observed in there may be inevitable before the take-
off that now appears to be under way—and before important visible results begin 
to match the upfront investment of significant resources.

Likewise, Botswana’s initial pace in standing up voluntary counseling and test-
ing (VCT) centers was slow and criticized, but now that the network is functioning 
well, it appears that the initial insistence on high standards is showing results. 
Botswana’s decision to make HIV testing a routine part of medical treatment 
throughout the country could be a further breakthrough.

A new realism in how care can be administered in resource-poor settings, where 
medical expertise is limited, has produced some strong new models of care. The use 
of counselors trained outside of academic settings, for example, helped overcome a 
key bottleneck to testing and raise uptake rates for antenatal HIV services from well 
below 50 percent to over 60 percent and rising.

Challenges

Yet even with all these successes, Botswana continues to have the highest rate of 
HIV prevalence in the world. The speed of the country’s response and the innova-
tion in many of its programs have made start-up difficult. 

The exceptional mobility of Botswana society is a central, driving factor in the 
HIV/AIDS epidemic, carrying the virus to even the remotest areas. A typical 
Motswana1 moves among several homes—workplace, home village, cattle post, and 
arable farm. Government employees are commonly transferred every two years, 
while rapid construction of roads, hospitals, and schools involves constant move-



4 Botswana’s Strategy to Combat HIV/AIDS

ment of construction teams. And Botswana straddles a major southern African 
trucking route, which has given rise to a booming commercial sex trade.

Conference participants focused on four key obstacles.

Lack of Resources, Particularly Skilled Personnel
Botswana officials pointed out their needs in almost every sector, from infrastruc-
ture and funding to simple physical space. Above all, though, the country’s lack of 
skilled personnel—in medicine, in administrative and management fields, and in 
applied behavioral research—has hampered implementation and slowed scale-up. 
Moreover, outside donors have aggravated the problem by hiring talented Bat-
swana away from actual implementation programs. Steps toward new models of 
training, program management, and productive outside involvement—including 
having international partners assist the government in hiring and training its own 
employees—have begun but are far from sufficient to solve the problem.

Relations among Partners
Although the public-private partnerships formed in Botswana represent new and 
promising models, they remain imperfect. Some partnerships are tightly focused 
on specific programs, others are comprehensive; some are run directly from inter-
national headquarters, others are locally rooted and intertwined with the 
government in both formal and informal ways; some are nongovernmental, some 
academic, and some are based in the private sector. This diversity increases the 
need for coordination among donors2 and between donors and the government. 
Such coordination has been highly uneven, and donor willingness to conform to 
host government priorities and coordinate smoothly with government officials is 
still not where it might be. For its part, the government takes on a heavy oversight 
burden as it attempts to push donors to follow its lead. New partnerships also face 
challenges of establishing accountability, dealing with personnel and management 
issues, and establishing cooperation on the ground in Botswana, not just in Lon-
don, Geneva, or Washington, D.C. Perhaps most important is meeting the 
challenge of ensuring that outside partners have strategies in place to ensure 
sustainability.

Cultural Obstacles
President Mogae’s leadership and donor support—in demolishing the wall of 
silence surrounding HIV/AIDS and speaking out on the particular needs of 
women—have not been enough to prevent gender roles, stigma, and the limited 
presence of civil society organizations from posing major challenges. Women’s 
lower status, limited sexual rights, and circumscribed economic opportunities pose 
serious problems that have barely begun to be addressed. Stigma continues to over-
shadow the lives of the HIV positive, engendering fear of retribution and 

1. The language of Botswana is Setswana. A single citizen of Botswana is a Motswana; two or
more citizens are Batswana.

2. Donors include international organizations, bilateral agencies, private corporations, foun-
dations, and educational institutions.
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marginalization, inhibiting full use of VCT and other HIV services and, more gen-
erally, preventing them from becoming a major resource in the country’s response. 
Botswana society’s limited experience with advocacy from outside government, 
including religious, economic, and community-based nongovernmental organiza-
tions (NGOs), as well as the strenuous conservatism of some major groups, have 
made implementing community-based programs and employing people-to-people 
strategies very difficult.

Bureaucratic Obstacles
Leadership at the highest levels, Botswana’s experience shows, does not by itself 
translate into leadership and action at every level. Every bureaucracy faces the chal-
lenge of inertia, and Botswana’s has proven to be no different. A special national 
coordinating agency for HIV/AIDS is sometimes isolated from the mainstream 
powerful agencies, and a proliferation of coordinating mechanisms (especially 
those involving the international partners) adds to the burden on a new and small 
agency. Botswana’s unmatched economic success since independence has been 
nurtured by a culture of fiscal prudence, centered within the Ministry of Finance 
and the Office of the President. This ethos is praiseworthy but can make powerful 
government decisionmakers reluctant to move quickly against HIV/AIDS, espe-
cially when information is lacking about long-term impacts, partner intentions, 
cost, and sustainability. The dispersion of ideas, plans, and strategies to the local 
level remains less swift and certain than it might be, and relations between local 
government and community also pose challenges.

Botswana’s Achievements, Vision, and Strategy

President Festus Mogae of Botswana opened the conference with an address (see 
page 17) focused on the state of Botswana’s response to HIV/AIDS, with additional 
commentary by U.S. Senators Bill Frist and Russell Feingold, cochairs of the CSIS 
HIV/AIDS Task Force, as well as Senators Lamar Alexander and Norm Coleman.

Botswana’s HIV prevalence rate was estimated in 2002 sentinel surveillance 
studies at 35.4 percent of people aged 15 to 49. Although this does represent a sig-
nificant decline from 38.5 percent in 2000 and 36.5 percent in 2001 (some of which 
is due to more refined studies), Botswana continues to have the highest prevalence 
rate in sub-Saharan Africa. It is estimated that GDP growth may be slowed by 1.5 
percent per year, and national economic productivity has already declined. Life 
expectancy is projected to fall from 65 years to 40 years in the 2000–2005 period. 
Infant and maternal mortality rates have also worsened, while HIV-related illnesses 
today account for about 60 percent of all acute medical (as opposed to surgical) 
hospitalizations.

President Mogae’s leadership—in declaring HIV/AIDS a national emergency, 
in creating and chairing a National AIDS Council, and in having himself publicly 
tested for the virus—was reciprocated by a range of outside donors, including UN 
agencies, U.S. and other government donors, and private-sector support from the 
Bill and Melinda Gates Foundation, the Merck Company Foundation, Pfizer Phar-
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maceuticals, GlaxoSmithKline, the Turner Foundation, Firefight Incorporated, 
Bristol Meyers Squibb, the Harvard AIDS Institute, the Baylor College of Medicine, 
the University of Pennsylvania, and others.

Botswana now spends over $100 million annually, of its own resources, on its 
national HIV/AIDS response, which is over 60 percent of the total expenditure on 
HIV. The government has set itself the goal of achieving an AIDS-free generation 
by 2016, focusing on promoting prevention, particularly among young people. 
This strategy includes offering therapy to prevent mother-to-child transmission, 
increasing condom use, and promoting abstinence and faithfulness. Programs have 
increased the percentage of women coming to prenatal care centers and tested for 
HIV to above 60.

Testing and counseling is an important part of this effort. Botswana has worked 
with the U.S. Centers for Disease Control and Prevention (CDC) to establish 16 
centers and test more than 65,000 people, giving it one of the most-tested popula-
tions in Africa. More centers, and a push toward routine testing, are planned to 
keep this percentage rising.

The government has also recognized that treatment—both to preserve a gener-
ation of Batswana workers and to promote testing and prevention—is also a 
necessary part of its HIV/AIDS response. In 2002, the government of Botswana 
introduced no-cost ARV therapy in its public health facilities. As of late 2003, 
14,000 people had been enrolled in the government program with more than 9,000 
receiving ARVs (an additional 6,000 receive ARV treatment through the private 
sector)—the highest number in any African country—at 12 sites, due to increase to 
18 by the end of 2004.

The effort in Botswana is not a finished product. Human and technical 
resources remain a significant challenge. Skilled health and other workers have 
been lost to the disease and to the better-paying programs of outside NGOs and 
donors, thus ironically reducing Botswana’s ability to cooperate with the donors. 
Botswana is now recruiting from other African countries to fill some of these gaps. 
Information technology and infrastructure development have proceeded more 
slowly than had been hoped. Longstanding procedures both of Botswana’s govern-
ment and its outside partners have also sometimes slowed progress. The status of 
women remains an unsolved problem, as government, society, and donors strain to 
confront honestly the pressures faced by women and girls in societies affected by 
HIV/AIDS.

Botswana’s HIV/AIDS initiative has shown significant potential to achieve pos-
itive spillover effects for other public health priorities. For example, the availability 
of programs to prevent mother-to-child transmission of HIV is bringing pregnant 
women into clinics for testing in greater numbers—and thus improving prenatal 
care generally. Prevention programs have helped reduce the incidence of other sex-
ually transmitted diseases. The effects of antiretroviral drugs in improving 
workforce productivity are awakening employers to the broader benefits of worker 
health programs. And Botswana’s efforts have attracted the attention of policymak-
ers and others from a range of states in Africa, Asia, and elsewhere threatened by 
HIV/AIDS.
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Strategic Resource Requirements for Success

Although Botswana is among Africa’s wealthiest and most stable economies, the 
demands of a frontal assault on HIV/AIDS far exceed its resources. The resource 
gap is first and foremost financial, but yawning gaps in human resource capacities 
and physical and technical infrastructure have, at any given moment, proved 
equally serious obstacles to a successful, fast-paced attack on the disease. Program-
ming not thoughtfully implemented can actually worsen these gaps, while well-
designed, innovative, and nontraditional approaches can surmount some obstacles 
and allow rapid progress to continue.

The reality is that resources are being diverted from development to HIV/AIDS, 
confronting the government—and thoughtful donors—with the longer-term chal-
lenge of fighting not just HIV/AIDS, but poverty, malnutrition, and associated 
diseases that allow the virus to thrive.

The government of Botswana currently funds over 60 percent of its fight against 
HIV/AIDS, with just 30 percent coming from donors—a contribution that few 
other governments in Africa, or elsewhere, could manage. However, even with the 
impressive commitment of Botswana, the UN, donor governments, and the private 
sector, total funding for HIV/AIDS currently runs at $157 million per year. It is 
projected that several times that amount will ultimately be needed to bring the epi-
demic under control.

Botswana needs additional financial support for every segment of the chain of 
service providers for HIV/AIDS: facilities for testing and counseling, treatment, 
and patient observation; facilities for laboratories, medical storage, and research; 
centers for child and adult day care, hospices, and orphanages; and space for man-
agement and administration.

But above all, Botswana continues to face a gap in human resources that slows 
program implementation. Some of that gap is caused or exacerbated, unintention-
ally, by the very outside donors who seek to help the country fight HIV/AIDS.

At independence in 1966, Botswana had only a few university graduates. Today, 
it must still send its medical students abroad—and very few of them return. The 
country’s nursing programs turn out 300 nurses a year, of whom between one-
third and two-thirds immediately leave, recruited to fill nursing shortages in 
wealthier nations. Also troubling is the extent to which knowledgeable and experi-
enced health and administrative professionals have been aggressively recruited by 
private and public donors establishing themselves in the country—denuding hos-
pitals and ministries of the staff who could implement donor programs and train 
new staffers. This is especially problematic for government planners, who find this 
phenomenon unpredictable and a politically complicating factor in building sup-
port for international partnerships. In one approach to the problem, the ACHAP 
partnership has begun working with the government to support placement of the 
partnership’s program personnel in government positions.

The scale of the human capacity problem is evident in Botswana’s plans for 
nationwide distribution of antiretroviral drugs. In the next five years, as currently 
envisioned, that program alone will require an additional
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� 215 doctors,

� 325 nurses,

� 430 social workers and counselors, and

� 150 pharmacists.

The human resources gap also shows up as a skills gap. Botswana government 
officials identified a range of areas in which they feel training is urgently needed, 
not just the latest in therapy and care, but much more basic skills in program plan-
ning, management and evaluation, advocacy and public speaking, proposal 
development and writing, and nongovernmental capacity building.

Insufficient human resources can slow or hamper HIV/AIDS programming in a 
variety of ways. At the broadest level, a lack of leadership and management skills 
makes it difficult to move from strategic planning to implementation. Strategic 
plans may lack operational planning, monitoring and evaluation, or be improperly 
or insufficiently costed. A lack of analytical skills and experience may mean finan-
cial and structural flaws—whole target groups may be missed. For example, it has 
now been recognized that men need specific targeted approaches—as has long been 
the case for women—something that closer data analysis might have registered 
sooner. Likewise, the interface between the last official service provider and the 
community is often lacking, because of limited experience in community 
organizing.

Having identified these human resource gaps, Botswana officials have proposed 
some strategies for dealing with them. To expand the number of caregivers, they 
seek to

� Retrain professionals in oversubscribed areas to work in areas of greatest need 
(social work/counseling);

� Train health care professionals and technicians to provide care, support, and 
welfare services as well;

� Establish regional training centers and even recruit from other African coun-
tries for staff, on the assumption that these people will later return home and 
spread skills;

� Offer postgraduate training to senior professionals, while increasing exchange 
fellowships and study visits;

� Encourage donors to provide train-the-trainer programs using methods that 
have proven successful in Botswana; and

� Make a policy of using lay (nonuniversity-trained) counselors, a strategy that 
has already proven effective in expanding coverage for Botswana’s Prevention 
of Mother-to-Child Transmission (PMTCT) program from below 50 to over 60 
percent of pregnant women.

Other suggested strategies are to empower nurse assistants to perform a 
broader array of tasks and use lay people to assist with testing and primary care.
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Sustaining Public-Private Partnerships

Botswana’s HIV/AIDS crisis has sparked an unprecedented number and breadth of 
public-private partnerships, drawing together Botswana government entities, UN 
agencies, government donors, private companies, educational institutions, founda-
tions, and medical centers. Although problems remain, the public-private 
partnerships are improving, and it is clear that the private-sector participation 
brings important benefits: finances and expertise, but also skill transfer, prestige, 
and a more focused and results-oriented approach.

At the same time, these partnerships continue to face significant challenges in 
Botswana, and their smooth functioning is by no means a given. They cannot in 
themselves resolve challenges such as the human resource deficit, communications 
breakdowns within the government, and what one participant described as “wide-
spread institutional inertia.” Focused on single issues, as they often are, they are ill-
suited to draw vital connections among problems—for example, poverty, diseases 
other than HIV, long-term training needs—that the host country faces. Coordina-
tion with government efforts and with the programming of other donors is 
imperfect and will require intense effort.

Representatives from three promising, innovative, and complex new partner-
ships outlined their experience in Botswana.

ACHAP
The African Comprehensive HIV/AIDS Partnership brings together the govern-
ment of Botswana, the Bill and Melinda Gates Foundation, and the Merck 
Company Foundation/Merck and Co., Inc., to develop a comprehensive response 
to the epidemic in Botswana. It has managed, supported, and funded programming 
in HIV prevention, care, and treatment. ACHAP had its share of start-up problems. 
It took more than a year to complete an agreement between AHCAP partners and 
the government of Botswana, and ACHAP management has been publicly criti-
cized for insufficient consultation with government policymakers, along with key 
donor agencies and embassies.

However, its evolving efforts to work better within Botswana’s existing strate-
gies and systems, integrating ACHAP’s more than 300 programs into them, have 
shown much recent progress. ACHAP has also made a concerted effort to spur pri-
vate-sector workplace programs across both the mining and banking industries, in 
partnership with ACHAP’s own efforts. Merck and Gates have each committed $50 
million to the partnership over five years. After three years, approximately 60 per-
cent of the funds are committed, and disbursement is projected to be complete by 
2007. A leadership transition in November 2003 has put Tsetsele Fantan in place as 
project leader. By virtue of her work at Debswana Diamond Company, Botswana’s 
leading mining company, co-owned by the government of Botswana and De Beers, 
Fantan incorporates both domestic and private-sector sensibilities in the leadership 
of the program.
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BOTUSA
BOTUSA is a partnership between the U.S. CDC and the government of Botswana, 
which has focused on control of tuberculosis and sexually transmitted diseases, set-
ting up voluntary testing and counseling sites across the country, and operational 
research on mother-to-child transmission of the HIV virus. Eighty percent of the 
Botswana population now has such a center within 50 kilometers, which is steadily 
increasing the rate of testing. BOTUSA also established and funds an innovative 
radio drama that covers issues of AIDS transmission, stigma, treatment, and care, 
which reaches 70 percent of the population.

Botswana/Harvard Institute
In place since 1996, this program established the first antiretroviral clinic in a gov-
ernment facility, at the Princess Marina Hospital in Gaborone. The institute now 
focuses on practical research to evaluate participation and treatment strategies and 
provides technical expertise for Botswana’s HIV intervention programs. Its efforts 
have resulted in Botswana’s involvement in the search for an HIV/AIDS vaccine.

Empowering Women and People Living with HIV/AIDS

Among the key lessons of Botswana’s fight against HIV/AIDS is the critical impor-
tance—and at the same time the critical difficulty—of empowering people living 
with the disease, particularly women. Across sub-Saharan Africa, women constitute 
58 percent of HIV-positive adults. In Botswana, 67 percent of infected 15- to 49-
year olds are women. Young women age 15 to 19 are three times more likely to be 
infected as young men. Botswana and its partners moved quickly to address the 
needs of women and children, opening Africa’s first national program aimed at 
preventing mother-to-child transmission of the disease in 1998. President Mogae’s 
leadership in fighting denial, stigma, and abuse of women has also been exemplary, 
including his groundbreaking decision to take an HIV test and publicize the results.

Yet women’s social position and the slow pace of efforts to change disadvanta-
geous laws and social attitudes have blocked efforts to empower women to combat 
and defend themselves against the disease. More broadly, underresourced nongov-
ernmental organizations and a weak tradition of civil sector organizing, as well as 
broad social conservatism, have left people living with HIV/AIDS an underappreci-
ated resource. Though Botswana’s leadership was relatively quick to breach the 
walls of denial surrounding HIV/AIDS, many in and outside the country failed to 
appreciate how quickly denial was replaced with stigma—and how hard that would 
be to combat.

Early on, programming in Botswana focused on the importance of women in 
preventing transmission of the disease, especially to children, but the position of 
women in society means that the real challenges are long term and require cultural 
change, reform of the legal system, access to education, and economic 
empowerment.
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Legally, a married Motswana woman is a minor, with no independent legal 
standing, no right to refuse sex with her husband, and no authority over her 
finances or her labor. The government has recognized the need for legal reform, but 
progress has been slow. Little legal information or support for women is available, 
and as the country experiences an escalation of sexual abuse, its only shelter for 
battered women has just 22 beds and can at best accommodate 40 people. With 
limited access to education and economic resources, women remain apt to fall into 
“transactional” sex, for money or status, and will be counseled to obey their part-
ners even in very hostile situations.

Women’s low status also creates problems in traditionally feminine fields that 
are key to the fight against HIV/AIDS—most prominently nursing. The field’s low 
status is compounded by the fact that, in contrast to predominantly male sectors of 
the civil service, Botswana’s nurses receive inadequate housing benefits and are 
constantly transferred from one part of the country to another.

At the same time, interventions focused on women have left men out, as vital 
actors in preventing HIV/AIDS and in empowering women. Experts now believe 
that prevention efforts should be focused on both women and men, emphasizing 
men’s role in preserving their own health and the health of their families. Men, they 
point out, are necessary partners in the empowerment of women, and such efforts 
will have to find ways to work with traditional leaders and power structures.

Beyond gender issues, global experience has shown that combating stigma and 
empowering infected people and affected communities is key to combating the epi-
demic. Both have proceeded slowly in Botswana, because society is quite 
conservative socially, and citizen initiatives have been relatively rare. Empower-
ment of people living with HIV/AIDS is crucial to teach treatment literacy—basic 
understanding of the effects of disease and the potential of treatment—and to fight 
the poverty underlying the epidemic. In Botswana, the citizen’s groups that have 
sprung up have tended to involve poor, rural women, and these groups are grossly 
underfinanced. The challenge for governments and outside donors alike remains 
finding effective ways to make sociocultural issues part of the nationwide war on 
HIV/AIDS—and not private, unbreachable terrain.

Decisionmaking and Coordination

Botswana’s rapid, comprehensive program has required that every sector of the 
government incorporate HIV into strategic plans, coordinate in new ways, and 
adopt procedures to address the epidemic. Progress in adapting governmental pro-
cesses has been impressive and deserves special attention. The government’s 
openness to international partnerships (including with the UN, the U.S. govern-
ment, universities, foundations, and the private sector) has been an important tool 
for introducing new ideas and processes. But the innovation has also brought many 
domestic and international players to the table and required traditional players to 
find new ways of acting.

It is not surprising then, that the massive effort has produced strains and that 
unexpected gaps appear when ministries are required to confront novel situations. 
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For example, the BOTUSA partnership has established 17 voluntary counseling and 
testing centers in an exemplary program; unfortunately, tests from those clinics are 
not accepted in clinics run by the Ministry of Local Government. This requires 
individuals who have already gone through testing to submit to a second round of 
testing in order to receive care. Representatives of community-based organizations 
complain that funds are not delivered until they have complied with educational 
requirements established for traditional programs. Government officials note that 
international partners often arrive with specific programs unsuited to Botswana’s 
environment.

Botswana has created admirable institutions of coordination to integrate HIV 
planning into national decisionmaking. Its National AIDS Council brings together 
key decisionmakers from government, civil society, the traditional sector, private 
business, NGOs, and donors for coordination and problem solving. President 
Mogae sits on the council and is actively involved in its work, calling agencies to 
account and demanding follow-up. Parliament is also involved and has formed 
committees at the district level to help get messages out locally. And external 
donors have formed a “partner coordination forum” that now works to develop 
common understanding, identify actual monies spent, and compare progress with 
gaps in Botswana’s comprehensive response.

Nevertheless, as one participant pointed out, there are four different coordina-
tion mechanisms—and government officials acknowledged that government 
coordination and decisionmaking still have room for improvement. The National 
AIDS Council appears to be isolated from some powerful decisionmakers in the 
government unless the president intervenes personally. That is not sustainable for 
the myriad actions needed in a comprehensive campaign on this scale.

In 2003, President Mogae established an ad hoc committee of key senior offi-
cials with the power to decide issues. This is a promising and flexible initiative. It is 
unclear how issues are presented to that group or how often it has met. One sugges-
tion at the conference was to have this ad hoc committee focus on specific action 
items prepared by the national AIDS coordinator in coordination with interna-
tional partners.

The challenges grow when international partners are added to the mix. Each 
new partner, however welcome, brings new requirements. Many arrive in country 
with their own preferences, perspectives, and regulations—such as U.S. “buy 
America” rules. Partners have too often arrived with their minds made up on what 
to fund, without stopping to look at what Botswana’s own strategic plan has prior-
itized and what is already underway. “The nightmare of coordination,” said one 
participant, “is when there are donor agencies coming with their own agenda, with 
their own ideas, to a country and [saying] you will get our money as long as you 
implement what we are telling you to do.” Partners’ own budget cycles, each one 
different, often prevent the kind of long-term commitment that projects—and 
host-country planners—need in order to succeed and be sustained. Others have 
worked with the government to develop priorities and programs, a process that can 
slow the delivery of services and lead to impatience among possible beneficiaries.

Many of these problems have been amply documented in other countries and 
other development arenas over the years. On the ground in Botswana, however, 
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participants noted that partners had not done enough to coordinate among them-
selves. Although donors meet often, these meetings do not always affect 
decisionmaking, and too often, partners do not even use the same data to assess 
progress and decide on new programs. Some programs are isolated, with little 
chance for interaction and learning from other efforts. As long as coordination on 
the ground is weak, little prevents donor agencies and governments from compet-
ing—“chasing headlines,” duplicating existing structures, and funding in the same 
area rather than fanning out to support a truly comprehensive approach.

Conference participants offered a number of lessons for improving coordina-
tion both among donors and with the government of Botswana. First, the process 
should be driven by the host country—and proceed from its strategic plan. Pro-
gramming should be based on the principle of additionality—not replacing or 
duplicating what is already being done but adding on to it. Partners should also 
coordinate among themselves, reducing the need for the government to arbitrate 
disputes over priority or to identify duplication among partners. Joseph Huggins, 
U.S. ambassador to Botswana, has offered to host regular sessions in Botswana, and 
in other countries this function could be taken up by the U.S. ambassador, the UN 
resident representative, or other influential partner representatives. Partners and 
hosts should work together to create simple, flexible, and common procedures that 
allow quick responses, as well as mechanisms that deal with problems where they 
originate, not higher up.

Joint programming should be more common. African participants recalled 
how Arab donors had, in the past, accepted the appraisals of other institutions in 
making their funding decisions, thus saving time and money.

In every new country it is predictable that there will be gaps; where they will 
occur, however, is unpredictable. It is vital that each country have an adaptable, 
quick-reacting structure for identifying and resolving problems at the senior work-
ing level. Political leaders can set direction and strategy, but they cannot be 
expected to follow and resolve each operational problem that arises. Coordinating 
structures that are entirely independent of the usual decisionmaking structures 
must have a link at the senior working level to the bureaucracy—in the sort of role 
that the ad hoc committed established by President Mogae promises to play in 
Botswana. Operational coordination of this kind must be integrated and authorita-
tive to be effective.

Implications of Botswana’s Experience for Africa and 
President Bush’s Emergency Program for AIDS Relief

Botswana’s experience shows that a can-do approach and the intense engagement 
of leaders can make things happen in the fight against HIV/AIDS. Botswana’s 
progress toward offering antiretroviral therapy to all citizens who need it has also 
done a great deal in moving the debate on whether HIV/AIDS can be treated—as 
one participant said, moving that debate from “treatment is impossible to treat-
ment is very difficult.” Botswana also shows that the most effective solutions will 
come from the ground up and not from any one-size-fits-all approach. The absence 
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of a high degree of community participation from the outset slowed progress and 
the impact of Botswana’s programs on behavior. The comprehensive, multi-sec-
toral approach that has been adopted in Botswana will clearly be the necessary 
model elsewhere as well. And as frustrating as the speed of Botswana’s progress has 
sometimes been, government and private-sector experts agree that the pace has 
improved over time and that there are no quick fixes.

Botswana’s experience will not be perfectly replicable, particularly given its high 
per capita income levels and the availability of public-sector resources. Principles 
will be the same, but other countries will have to adjust priorities according to the 
resources available. Nonetheless, conference participants agreed that Botswana’s 
experience had produced a number of lessons that should inform the efforts of 
other countries as well as donor programs such as President Bush’s Emergency Pro-
gram for AIDS Relief.

� Leadership and Innovation. The role of leadership in fighting HIV/AIDS has 
been much discussed, and certainly Botswana would not have made the 
progress it has without the leadership shown by President Mogae at the highest 
level. But cadres of leaders at the national and regional levels are also necessary 
to make the transition from planning to implementation smooth, successful, 
and rapid. The government’s willingness to adopt new approaches has been 
critical, and leadership among international partners—especially willingness to 
consider flexible and unconventional responses—has also been vital to 
Botswana’s success with groundbreaking public-private partnerships.

� Resources and Infrastructure. The challenges of the response to HIV/AIDS go 
well beyond money, including the gaps in human resources, government 
capacity, and physical infrastructure already noted, but also encompassing 
underresourced nongovernmental and faith-based organizations willing and 
able to take up the fight at the community level. Smart approaches to develop-
ing human resources, such as the train-the-trainer models that have worked 
successfully in Botswana, can help overcome human resource gaps while 
thoughtless approaches can actually worsen them.

� A Comprehensive, Evidence-led Approach. Botswana decided to pursue preven-
tion, treatment, and care—a mutually reinforcing cycle that makes for an 
effective program. Choices about what programs will work must be made 
locally, not dictated from foreign capitals, and should be based on evidence of 
what works, not preconceptions rooted in belief or anecdotes from other 
countries.

� Coordination. The government must lead coordination efforts, but interna-
tional partners can assist by better coordinating among themselves. These 
efforts should be led in-country by influential lead partners such as the U.S. 
ambassador or UN resident representative. As one participant said, “we can 
have all the meetings we want in Washington, New York, Geneva, [but] if we’re 
not structuring ourselves and structuring our approach in a way that coordina-
tion can happen on the ground, we’re not ever going to get the seamless array of 
services that we desire…. We’re not ever going to be as efficient as we need to be 
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in order to achieve our goals.” Within governments, it is critical that there be a 
means at the senior working level to anticipate and resolve problems as they 
arise. Political leadership alone is not enough, and HIV coordinators will need 
access to the usual decisionmaking processes of the country.

� Gender and Stigma. Marginalization, stigma, and discrimination run deep. 
They remain even when the wall of silence around HIV/AIDS has fallen and 
must be addressed with long-term, comprehensive approaches. Strategies that 
empower women—legally, economically, politically, and psychologically—are 
also strategies that will help combat HIV. Efforts to reach and empower women 
will have a direct and beneficial effect on prevention (in Botswana, more 
women abstain from unsafe sexual activity than men), testing (four times as 
many women have been tested than men), treatment, and care. Botswana’s 
routine testing program has the promise of increasing awareness among the 
population and thus addressing stigma.

� Civil Society. The gap between civil society and the state is real and represents a 
threat to the success of many HIV/AIDS programs if not addressed. Advocacy 
groups, such as those that helped shape the new routine testing program, and 
community-based organizations have important roles to play in stimulating 
ideas, addressing societal concerns, and building support for long-term pro-
grams to combat the disease.

� Scaling Up. Much has been done in Botswana that should be scaled up, made 
regional, or applied elsewhere. As one participant pointed out, this requires 
stepping back to take an in-depth look at what has been accomplished and how, 
both locally and globally.

� Fit with Overall Infrastructure. Those responding to the HIV/AIDS crisis must, 
finally, keep in mind how the country’s overall health infrastructure is affected 
and how the country can best aspire to progress when it achieves, in Botswana’s 
terms, “an AIDS-free generation.”

Conclusion

The launch of the President Bush’s Emergency Plan for AIDS Relief and the estab-
lishment within the Department of State of the position of U.S. global AIDS 
coordinator offer important opportunities for the United States to strengthen its 
global leadership in the fight against HIV/AIDS. As one conference participant 
noted, these developments provide an opportunity to bring together in a more 
coordinated way the many different U.S. government agencies working on interna-
tional HIV/AIDS. The United States is well positioned to improve strategic 
alliances with key partners, including other donor nations, multilateral partners 
such as the Global Fund, the World Health Organization, and UNAIDS, and per-
haps most important, with the leaders and the people of the nations most acutely 
affected by the pandemic. The United States has a choice and unfolding opportu-
nity to support and expand partnerships among governments, NGOs, 
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communities affected by the epidemic, faith-based organizations, foundations, cor-
porations, and activists, all of whom will be essential components of a vigorous 
response. U.S. programs can demonstrate the importance of an integrated 
approach to the epidemic, that includes care, treatment, prevention, mitigation, 
and research.

Botswana too stands at an important moment of opportunity and challenge, as 
it begins to scale up an ambitious national plan of prevention, treatment, and care; 
as it seeks to translate unparalleled political leadership into effective action at the 
local government and community levels; as it moves to refine and expand innova-
tive public-private partnerships forged over the last decade and test new models of 
care; and as it confronts the enduring challenges of stigma and discrimination asso-
ciated with HIV, the acute vulnerabilities of women and girls, and critical gaps in 
skilled personnel. Botswana’s openness to innovation and its willingness to refine 
and adapt its responses based on an ever expanding body of evidence and lessons 
learned will make it an important partner for the United States in the implementa-
tion of President Bush’s AIDS initiative. Continued analysis of Botswana’s efforts 
and their impact, as well as continued high-level dialogue with Botswana’s leader-
ship on the country’s successes and challenges, should inform U.S. strategies in 
Africa and beyond and will almost certainly strengthen the effectiveness of the U.S. 
global response to HIV/AIDS.

As the CSIS Task Force on HIV/AIDS seeks to build bipartisan consensus on 
critical U.S. policy initiatives and strategies, it will continue to solicit and profile the 
perspectives of key stakeholders and leaders in Botswana’s fight against HIV/AIDS.
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Appendix A. Keynote Addresses

President Festus G. Mogae, Republic of Botswana3

Mr. Moderator, Program and Executive Director of the CSIS Task Force on HIV/
AIDS, Your Excellencies, members of the diplomatic corps, senior officials of the 
United States government and of the Botswana government, distinguished repre-
sentatives of our partner organizations in our fight against HIV, distinguished 
ladies and gentlemen, I welcome this opportunity to address this important inter-
national conference on Botswana’s efforts to combat HIV/AIDS that has been 
kindly hosted by the United States Center for Strategic and International Studies 
and funded by the Gates Foundation. As partners, we should regularly interact with 
each other at political, managerial, and operational levels.

I should also take this opportunity to congratulate Ambassador Randall Tobias 
on his recent appointment as United States Global AIDS Coordinator. With his dis-
tinguished career in the private sector, Ambassador Tobias is particularly well 
placed for this leadership role. My government and I look forward to working in 
close collaboration with him. I am particularly pleased that Ambassador Tobias vis-
ited Botswana in early October and was able to make an on-the-spot assessment of 
our HIV/AIDS programs.

As many of you are aware, Botswana is the country most severely affected by the 
HIV/AIDS pandemic. We have the unfortunate distinction of having one of the 
highest HIV/AIDS prevalence rates in the general population globally. The 2002 
sentinel surveillance studies estimated that we have an HIV prevalence rate of 35.4 
percent in the 15 to 49 age cohort, with about 258,000 people infected out of a total 
population of 1.7 million. This, you will be surprised to note, marks a decline from 
the 38.5 percent in 2000 and 36.5 percent in 2001. Of course one of the factors 
responsible for this seeming improvement is the death rate. As some people have 
died, statistically there are fewer people living with HIV, relatively speaking. HIV/
AIDS is therefore undoubtedly the most serious development and health challenge 
that Botswana is facing.

The impact of HIV/AIDS on socioeconomic development is already being felt. 
It is estimated that economic growth, as measured by GDP growth, could be slowed 
by up to 1.5 percentage points annually. Life expectancy has declined from 65 years 
to about 56 as shown by the 2001 national population census. And several health 
and social indicators, such as infant mortality and maternal mortality, have suf-
fered a reversal. As the pandemic affects mainly those in the most productive years, 
national productivity has declined. And the workforce in all sectors has been signif-
icantly affected.

In the early years of this pandemic, its effects were not so clear to the ordinary 
person. But now its impact is clear for all to see. Our cemeteries are filled with the 
headstones of people in their 20s and 30s. Our health and social services are strug-
gling to cope with the strain. Pediatric medical wards are frequently running above 

3.  Adapted from transcript provided by the Kaiser Family Foundation.
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capacity. HIV/AIDS related illnesses account for about 60 percent of occupancy in 
medical facilities. And our meager human resources in the health sector are severely 
stretched—in fact, to the limit. Faced with an unprecedented challenge that threat-
ens the very fabric of our society, we in Botswana have had to develop a 
comprehensive, multi-sectoral response to this pandemic.

In the year 2000, I declared HIV/AIDS a national emergency and began to chair 
the National AIDS Council, the policymaking body on HIV/AIDS in the country. 
In the same year, the National AIDS Coordinating Agency was established to lead 
the coordination of the multi-sectoral response. To cope with a pandemic of such a 
massive scale requires resources well beyond the capability of a small economy such 
as ours. Therefore the people of Botswana and I, personally, are extremely grateful 
for the support that has been provided to us by, among others, the United States 
government. Our thanks also go to private-sector organizations, such as the Bill 
and Melinda Gates Foundation, the Merck Company Foundation, Firefight Incor-
porated, Bristol-Meyers Squibb, and academic institutions such as the Harvard 
AIDS Institute, the Baylor College of Medicine in Texas, and others. We are also 
grateful to other development partners including the United Nations agencies for 
their committed support in our struggle.

The UN system is particularly helpful in bringing to us best practices from 
other parts of the world in both management and coordination aspects of the pan-
demic. While we greatly appreciate this support, we firmly recognize the 
importance of commitment of our own resources as a nation to the fight against 
HIV/AIDS. Our government has significantly increased funding for the national 
HIV/AIDS response, and currently direct expenditure by the government is esti-
mated at about $70 million annually, which is about 70 percent of total expenditure 
on AIDS. From the outset we have recognized that with a generalized mature epi-
demic, such as ours, any long-term control must forecast a strong, comprehensive, 
and innovative preventive strategy; prevention of HIV’s transmission therefore 
remains our most important priority and is a key aspect of the mobilization of our 
society.

In this regard, key interventions in the current national strategic framework for 
HIV/AIDS include significantly increasing the number of people within the sexu-
ally active population, especially those in the 15 to 24 age cohort, who adopt key 
HIV-prevention behaviors. It is also a stated aim to decrease HIV transmission 
from HIV-positive mothers to their babies and adopt safe blood-transfusion prac-
tices. Prevention is further predicated on promoting abstinence, faithfulness to 
partners, as well as use of condoms. Building capacity of teachers in order for them 
to impart key prevention messages to the youth at an early age is also a key aspect of 
prevention. Furthermore, targeted programs are aimed at specific population 
groups considered more vulnerable to HIV infection.

Condoms are freely available in all health facilities, workplaces, and other places 
of convenience throughout the country. We started providing free male condoms 
in government facilities in order to increase options available to women in terms of 
protection against sexually transmitted infections including HIV/AIDS. Consistent 
use of condoms during each sexual encounter still remains our greatest challenge in 
this area. It is our hope that with persistent information and education our people 
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will use condoms more regularly, as well as more effectively. As a nation we’re cog-
nizant of the fact that our future lies in protecting adolescents and youth from HIV/
AIDS transmission. In fact our national mission has the ambitious goal of achieving 
an AIDS-free generation by 2016. We have thus attached great importance to 
strengthening youth and adolescent sexual reproductive health programs. The 
Ministry of Health, in partnership with the African Youth Alliance, funded by the 
Bill and Melinda Gates Foundation, coordinates a project targeting adolescent sex-
ual and reproductive health, adapting sexual reproductive health programs to make 
them more effective and accessible to young people. Botswana is one of the four 
countries benefiting under this program in Africa, which has a budget of $7.9 mil-
lion over five years in Botswana. Implementing partners are the United Nations 
Fund for Population Activities, the Program for Appropriate Technology in Health 
(PATH), and Pathfinder International. This program is currently being imple-
mented in 10 out of 24 districts in the country and is in its third year of 
implementation. The plan is to roll it out to the rest of the country as and when 
resources permit.

Another intervention my government introduced was the prevention of 
mother-to-child transmission program in 1999. The program was slow to take off 
due largely to the problem of stigma. Many women were unwilling to be tested. 
Human resources have also been a major constraint. I am happy to inform you that 
introduction of lay counselors has helped in increasing the number of women 
counseled and tested. Currently more than 90 percent of women coming to antena-
tal care clinics are being pre-test counseled. However, we are still facing the 
challenge of increasing our testing figures above the current 60 percent and increas-
ing the uptake to above 39 percent. To further minimize transmission of HIV in the 
community, treatment of sexually transmitted infections has been strengthened. As 
a result of this there has been a downward trend in the prevalence of sexually trans-
mitted diseases, which is a side benefit.

Prevention of new infections alone is, of course, not sufficient. It is for this rea-
son that 18 months ago my government, with the support of ACHAP, a partnership 
with the Gates Foundation and Merck Company Foundation, introduced antiret-
roviral therapy in our public health facilities at no cost to citizens. As a result of this 
partnership, 14,000 people have been enrolled, of whom over 9,000 are receiving 
antiretroviral drugs in government health facilities and a further 5,800 in private 
health facilities. The 12 sites offering ARV therapy will be increased to 18 by the end 
of next year. This should extend coverage significantly. It is encouraging to know 
that as a result of this intervention many people who were on their deathbeds are 
back on their feet and are productively engaged and fending for themselves and 
their families. We are grateful to Bristol-Meyers Squibb through its Secure the 
Future program, which has offered to assist us in introducing antiretroviral therapy 
in one of our rural areas. The major challenges in the introduction of ARV therapy 
have been human resource constraints, infrastructure, stigma and the cost of drugs 
and reagents. We are, of course, grateful for the price reduction in the cost of these 
life-saving drugs by the multinational pharmaceutical companies and hope to see 
further reductions particularly in the area of reagents. Human resource constraints, 
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especially, pharmacists, doctors, and health technicians, continue to be a challenge. 
We look to you, our friends and well-wishers, for support in this area as well.

Introduction of these interventions has made us realize that the entry point for 
all these programs is knowledge of one’s HIV status. It is for this reason that, in 
collaboration with the U.S. government, we will introduce voluntary counseling 
and testing centers. A total of 16 of these centers are in operation. So far, well over 
65,000 people have taken advantage of the services offered in these centers and have 
been tested. As we roll out all our programs to the rest of the country, there is need 
for more of these centers, and we hope it shall be possible to establish more of these 
centers all over the country under the auspices of President Bush’s Emergency Plan 
for AIDS Relief. To further increase the number of those tested, we have decided to 
introduce routine testing in our facilities starting early next year. It is our hope that 
placing HIV on the same level as other diseases, in addition to increased public 
education, will help reduce stigma.

In order for us to sustain the gains we have so far made, it is critical for us to 
address the behavior of our people. We shall use every means possible to strengthen 
our behavior-change strategies. With the assistance of our other collaborators, such 
as the Baylor College of Medicine, the University of Pennsylvania, and the Harvard 
AIDS Institute, we have a number of such projects of which the outcome should be 
of interest and benefit to the rest of the world. These include development of resis-
tance to ARV drugs, the viral structure of our local strains, response to certain drug 
combinations in children, the use of antiretrovirals in breast-feeding mothers, and 
tuberculosis treatment. In addition to these areas of research, these partners are 
also helping in the training of our healthcare providers in the area of HIV/AIDS.

We have had successes and challenges in our anti-AIDS programs. The level of 
awareness of HIV/AIDS and its socioeconomic implications in the public has risen 
considerably. There is more public discussion and openness than there was three 
years ago. All community leaders have become active proponents of our various 
programs. This is a system to break down barriers and promote common under-
standing by the general public. This is a major success, although we still have a long, 
long way to go, especially in reducing stigma. We have initiated the prevention of 
mother-to-child transmission program, community home-based care, and ARV 
programs. We train and recruit skilled human resources.

As many of you know, we have established solid partnerships with the interna-
tional community, the private sector, NGOs, community-based organizations, 
faith-based organizations, youth, women’s groups, people living with HIV/AIDS, 
as well as academic institutions. All of these groups are represented at this meeting. 
Our coordination mechanisms at the central and local government levels, the 
National AIDS Council, and the district multi-sectoral AIDS committees, among 
others, are fairly well established and functioning well. But these mechanisms will 
be tested by the scale of the epidemic and by the sheer number of programs 
introduced.

Equipment and retention of skilled human resources is problematic in the pub-
lic sector, NGOs, and community-based organizations. At the beginning of the 
program, we lost many of our skilled health and other workers to our cooperating 
partners, including NGOs, all of whom pay better than the government. When our 
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development partners require expertise, they too recruit from government and 
other national institutions. This is cost effective for them, as locals cost substan-
tially less than expatriates. This is a dilemma we face: because when they do so, they 
reduce our own ability to cooperate. We’ll attempt to address this problem through 
more training of our own people, recruiting qualified personnel from other African 
countries—since those are the only ones we can afford to recruit—and by “multi-
scheming” our available personnel.

Information technology capability will also be enhanced. Decisionmaking will 
be decentralized to the local authorities, as and when appropriate, and to other lev-
els in line with our capacity to take on the roles delegated. We are constantly 
adapting our administrative procedures for procurement, staff recruitment, infra-
structure development, etc., to improve speed of delivery and effectiveness. And we 
remain open to considering whatever new initiatives could further improve 
delivery.

The government of Botswana and other stakeholders will need the support of 
development partners to adequately staff, operate, and manage our HIV/AIDS pro-
grams and to improve their efficiency. It should be borne in mind that one impact 
of the pandemic has been to reduce our own capacity to deal with it, since many of 
our own people have died. We have recruited others. They too have died. And to 
the extent that we have suffered these losses, our management capacity to deal with 
HIV/AIDS has been diminished. And that is why we have done some things less 
quickly than we had intended or had hoped. With regard to infrastructure develop-
ment, we have not developed the number of facilities we had planned. Neither have 
we developed them at the pace we wanted because of technical capacity constraints 
within our own construction industry—again partly a question of available skills. 
Government will continue to accord high priority to HIV/AIDS projects. But, as it 
will be appreciated, the development of other key infrastructures such as roads, 
power, water supplies, etc., is also indirectly linked to the delivery of HIV/AIDS 
programs.

Distinguished guests, ladies and gentlemen: my government and I are deter-
mined to wage a decisive battle against HIV/AIDS. Every effort is being made to 
substantially increase involvement in the various HIV/AIDS programs. But the 
time and resource constraints—human, material, financial, and infrastructural—
frustrate our efforts. And on other occasions, our own procedures have not been 
helpful to the speedy delivery of HIV/AIDS programs. The same sometimes applies 
to procedures, preferences, and processes of partners, each of whom would like to 
be met individually as often as possible. All these have contributed to the slow utili-
zation of resources provided by partners and ourselves—the so-called absorptive 
capacity constraint. I am confident that we can all work together and strengthen 
coordination mechanisms so that we can achieve the goals of our national strategic 
framework. It is critically important that for the various programs to be scaled up 
and new ones introduced, the constraints I have referred to be fully addressed.

In conclusion, I should emphasize that mitigating the effects of HIV/AIDS on 
our population is also a major concern. People whose lives are prolonged must lead 
fully productive lives for as long as possible. They too must benefit from opportu-
nities for employment, training, and self-actualization. In addition, they require 



22 Botswana’s Strategy to Combat HIV/AIDS

care, support, and most importantly, our love and respect. Caring for orphans, of 
whom 42,000 are presently registered, will be a particularly daunting but not an 
insurmountable challenge. People living with HIV/AIDS and those affected are 
human beings no less deserving of human dignity.

I am accompanied by the Honorable Minister [Gladys Kokorwe], assistant 
minister of local government, and various government officials and representatives 
of civil society organizations who shall later speak to you on various topics of inter-
est. We hope to continue to engage with you in the implementation of our national 
strategic framework for HIV/AIDS. The national strategic framework outlines our 
major policy and program interventions. It is a document I commend to all our 
partners. I trust that you will stay the course with us and remain committed to 
more innovative and forward-looking approaches to the fight against the HIV/
AIDS pandemic. Together we shall overcome. I thank you for your attention and 
thank you for your kindness in organizing this meeting.

Ambassador Randall Tobias, U.S. Global AIDS Coordinator
Thank you very much. It indeed has been good to renew our acquaintance of over 
a decade ago, and I very much look forward to working with you in the days ahead. 
Helene [Gayle] has obviously adopted a philosophy I’ve long used and that is when 
in doubt, attribute it to Winston Churchill and you can’t go wrong. President 
Mogae and distinguished guests, I truly am delighted to be here. It is a privilege to 
be among so many of you here today who know Botswana, who care about 
Botswana, and who are committed to helping the people of this wonderful country. 
My thanks to Steve Morrison and the Center for Strategic and International Studies 
for staging this event today, and more importantly for doing the work that has led 
to the ability to have this event today. I’m not sure that Steve knows it, but more 
than a decade ago in one of my former lives, I spent a period of time on the advisory 
board of CSIS, and so for me this is a bit of a homecoming, and I’m delighted to be 
back in your company.

Our subject here is public-private partnerships. I could probably save us all a lot 
of time by simply saying I’m in favor of them. As our nation’s first global AIDS 
coordinator with the direct responsibility for coordinating and overseeing all of the 
U.S. government’s international AIDS assistance all around the world—and I 
should add here parenthetically, I’ve found it important to point out to people that 
the president did not ask me to be the 14-country AIDS coordinator; the president 
asked me to be the global AIDS coordinator—for very important reasons, we’re 
going to be focused on trying to coordinate everything that we are doing around 
the world. But at any rate in taking on this role President Bush has indeed entrusted 
me with an awesome responsibility. But as Helene [Gayle] said, at the same time 
this has without a doubt become the greatest privilege of my life and my career to 
be a part of this, notwithstanding the fact that the greatest personal sacrifice associ-
ated with this is that my eight grandchildren are not running in and out of my 
office the way I have been used to in Indianapolis. But I’ve found already that I’m 
partially making up for that need for child affection with the opportunity to see all 
the orphans and other affected young people around the world who are a constant 
reminder to us about a big part of why we are engaged in this effort.
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The magnitude of the challenge we face is indeed almost unimaginable, and to 
address this pandemic we must begin by doing something as simple as increasing 
awareness. Let me give you just one fact—a fact that perhaps you already know, but 
one that I have found useful to pass on to anyone who would listen anytime I have 
an opportunity. And that is that if 20 fully loaded Boeing 747 jumbo jets had 
crashed yesterday, killing everyone on board, which would have totaled some 8,500 
men, women, and children, that would have been the equivalent to the number of 
people who actually did die yesterday around the world of AIDS. And it is a global 
tragedy that repeats itself every single day of the year. I think that statistic just helps 
people put it in a context of how they would react to something else if it actually 
happened and realize how we are taking this too much for granted without people 
really having it in the center of their radar screens.

As you know, I am new to this role. I am a field-oriented kind of a leader, and 
so I want to begin by telling you just a bit about my first week on this job. On Fri-
day, October 3, I was privileged to be confirmed by the United States Senate. The 
following Monday I was sworn in here in Washington, and I immediately left town 
before I learned any bad habits. And on Friday of that week, October 10, my fifth 
day in this role, I was meeting with President Mogae in his office in Gaborone. That 
was about as quickly, Mr. President, as I could figure out how to get there. During 
that initial meeting I was deeply impressed, as I know you all must have been this 
morning, by President Mogae’s knowledge and eloquence on the subject of HIV/
AIDS and by his profound personal commitment to the health of his people and his 
nation, including his vision and commitment to make Botswana the first African 
country to commit to providing AIDS treatment to all eligible citizens. And despite 
this incredible commitment, there remains a huge challenge to convince people of 
the need to get tested, of the need to know their status, and to adjust their behavior 
accordingly.

On behalf of President Bush, I want to take the opportunity today to note that 
the people and the government of the United States are honored to be a partner 
with you, Mr. President, with your government, and with the Botswana people, as 
we all strive to work together in full cooperation with public-private partnerships, 
faith-based and community-based organizations, universities, foundations, inter-
national organizations, other donor governments, and many, many others in 
battling the AIDS pandemic in Botswana and elsewhere around the world. When 
he signed the U.S. Leadership Against HIV/AIDS, Tuberculosis, and Malaria Act, 
which created the position I have now assumed and authorized the Emergency Plan 
for AIDS Relief, President Bush said the United States of America has the power 
and we have the moral duty to help. Certainly I share the president’s commitment 
to combating this grave threat to human life and human dignity with all the inge-
nuity and creativity and energy and sense of urgency that together we can muster. 
President Bush has charged me and every one of us working under his plan with 
achieving some very specific goals: eliminating 7 million HIV/AIDS infections over 
the next five years; putting 2 million AIDS patients under treatment; and providing 
care and support for 10 million people infected or affected by AIDS, including 
orphans and vulnerable children. Everything that we will do will be specifically 
directed toward the achievement of those goals.
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I am pleased to be joined in that effort by two outstanding deputy coordinators 
that I have now appointed. Dr. Joseph O’Neill, the former director of the White 
House Office of National AIDS Policy is now a deputy global AIDS coordinator and 
the chief medical officer. Many of you know him, and if you don’t you will meet 
him later today when he is on the agenda. Also Ambassador John Lange, the former 
U.S. ambassador to Botswana, a man that I’m sure is known well to many of you, 
serves as my other deputy, and Ambassador Lange is here someplace. Right over 
here. I’m very pleased to have both of them on board. As I’ve said to a number of 
people, it seemed logical to me when I was asked to take this on that if I have a 
deputy on one hand whose first name was “doctor,” and a deputy on the other 
hand whose first name was “ambassador,”—that kind of gave me the resources that 
we probably needed to begin to get this effort focused.

As a precursor to the Emergency Plan, President Bush announced a program of 
preventing mother-to-child transmission. And since the first funds were commit-
ted to this program in June of last year, we have approved initial implementation 
plans in all 14 of the focused countries, the same focused countries that we’re look-
ing at in the new Emergency Plan. The money in the mother-to-child program is 
going toward media campaigns to encourage healthy behavior, increasing volun-
tary counseling and testing, training health care workers and community members 
in counseling and the prevention of mother-to-child transmission, treating moth-
ers and their children, including through the appropriate use of antiretroviral 
treatments and counseling on infant feeding, and building health care infrastruc-
ture, including renovations, procurement systems, laboratories, and information 
technology, which as was mentioned this morning will have a lasting impact on the 
improvement of health care systems in general. This assistance shores up health 
and medical infrastructures. It gives families a fighting chance, and most impor-
tantly it is saving lives. The president’s initiative seeks to ensure that the efforts of 
all of our partners meet high standards of excellence and accountability toward the 
goals that have been established.

On February 20 of this year, Congress appropriated money for the president’s 
international mother-to-child prevention initiative, and just over 100 days later 
nearly half of two-years’ worth of funding was already being put to work. I think 
that is an extraordinary pace of action and certainly one that I intend to keep up as 
we expand our efforts to incorporate now the new and much broader Emergency 
Plan. As most of you know, the President’s Emergency Plan, which will incorporate 
the mother-to-child transmission program as one of its elements, begins in the year 
2004 at a level of something over $2 billion for the first year alone, steadily increas-
ing until we reach a total of $15 billion over the five years of the program.

This is a unique moment in time politically in our country if you stop and think 
about it. How often is it that the Congress of the United States is debating a pro-
gram on a very much bipartisan or nonpartisan basis, and the point of the debate is 
whether to give the president the money he has asked for or more. And I think this 
demonstrates the unprecedented support that exists for what we are about to do. 
This is a moment in time when the sun and the moon and stars have truly all come 
into alignment, and we need to take advantage of this opportunity to help the peo-
ple of the world for whom these funds are directed.
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The $15 billion includes about $5 billion to continue bilateral HIV/AIDS pro-
grams that the U.S. government is currently running in some 75 countries around 
the world. It also includes nearly $9 billion in new money to specifically target 14 
heavily impacted focus countries in Africa and the Caribbean, including Botswana. 
And it includes an additional $1 billion contribution to the Global Fund to Fight 
AIDS, Tuberculosis, and Malaria, which will bring the total U.S. contribution to the 
Global Fund to over $1.6 billion. This huge new program will start in Botswana and 
11 other countries in Africa and 2 in the Caribbean.

And Botswana in many ways is at the center of this effort and this AIDS epi-
demic and consequently has been included as a central part of the president’s plan. 
With its focused approach on prevention and treatment and care, I think without 
question the president’s plan offers great hope for those nations and those popula-
tions that are most affected by this pandemic. Our efforts in Botswana will be led, as 
they will in each of the focus countries where we will be working, by the U.S. 
ambassador leading a team of U.S. government people from many agencies and 
departments all across the government. The approach that we are putting together 
will represent a very new way of doing business for the U.S. government. We intend 
to tear down the walls between and among U.S. government departments and enti-
ties and implement an integrated approach tailored to fit the local needs on a 
country-by-country basis.

I have been describing to people my experience in higher education as a trustee 
and the chair of trustees at Duke University for a number of years, where people in 
that kind of environment are used to getting promoted from assistant professor to 
associate professor to professor and getting tenure by focusing on the fact that they 
are in the Chemistry Department or the Microbiology Department or the Political 
Science Department, or the Department of Obstetrics and Gynecology. Problems 
in a research university no longer present themselves as chemistry problems or as 
microbiology problems. They present themselves as problems that require a very 
integrated, interdisciplinary approach. HIV/AIDS is not a USAID problem, or a 
Department of Defense problem, or a CDC problem. It is a problem for which we 
need to identify and address the best capabilities and resources of the U.S. govern-
ment and all the partners that we can find wherever we can find them, and put 
those capabilities to work in an integrated way, and that is indeed what we intend to 
do. I have asked all the people involved to please leave their uniforms at the door. I 
don’t want to know where they’re from. And so far, they’re way ahead of me in 
terms of their enthusiasm for taking that approach.

I am particularly pleased that Ambassador Joseph Huggins, the U.S. ambassa-
dor to Botswana is here with us today. And Ambassador Huggins, if I could ask you 
to stand so everybody could see who you are. They can probably see even if you’re 
sitting. Ambassador Huggins and his colleagues from various parts of the U.S. gov-
ernment in Botswana are and will be working closely with Botswana’s Ministry of 
Health and others in President Mogae’s government to implement the Emergency 
Plan. I mentioned it briefly this morning, but let me just say another word or two 
about the approach that we are taking.

We have a group of people from the field and from here in Washington who are 
working as we speak in finalizing our approach. It’s my hope that in the next 30 to 
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45 days we’re going to have a set of RFPs [requests for proposals] to release on what 
we are calling our track one activities. Those are programs that we can identify that 
clearly need to be done where we can identify people who have a track record, are 
on the ground today, are doing those kinds of things, and with relatively low risk we 
can provide some quick funding, get some things scaled up, and get some things 
moving as quickly as we can. And those are the activities that we’re thinking about 
as track one. Track two, which we’re doing in parallel, will have some longer-term 
considerations. Considerations like sustainability, for example. And we will be 
looking for relationships with current partners, with new partners, programs that 
exist today, programs that don’t exist today, but opportunities to turn over every 
rock we can and figure out every way we can to move forward as effectively and as 
aggressively as we can. And it’s my hope that in the early part of 2004 we will be in 
a position to move forward with those activities.

The programs, the activities, the approaches that we are taking as part of the 
President’s Emergency Plan, need to shake hands with, in this case, President 
Mogae’s objectives and priorities and plan for the government of Botswana so that 
we’re all heading in the same direction. And at the same time we’re looking for 
every way we can to simplify things and coordinate things with everyone else who is 
trying to help. We have all heard the startling statistics about those affected by AIDS 
in Botswana, and thanks to the many experts that have addressed you this morning 
and those yet to engage you, you already know or you will know the details of many 
of the programs that are working as a result of the strong partnerships that have 
already been formed to address these problems. In Botswana alone UNICEF esti-
mates there are 78,000 orphans under the age of 15. Due to the effect of AIDS on 
life expectancy, large numbers of these children will die prematurely. These chil-
dren, this future generation, are but one example of a segment of the population 
that desperately deserve and need our support. I think we have the tools needed to 
confront the global HIV/AIDS pandemic, and we are certainly prepared to apply 
those tools in working with the government of Botswana and other foreign govern-
ments, with people in communities living with HIV/AIDS, with faith-based and 
community-based groups, and with the private sector. In short, we cannot do what 
the president has laid out to do without effective, sustainable relationships with 
partners from every segment and sector of society. It is absolutely critical to the 
achievement of what we are setting out to do. In addition to our bilateral efforts, 
the Global Fund to Fight AIDS, Tuberculosis, and Malaria will also continue to play 
a vital role in our overall efforts on behalf of the United States, as will our work with 
other multinational organizations such as the World Health Organization, 
UNAIDS, and the World Bank.

I was pleased to meet very recently with Dr. Richard Feachem of the Global 
Fund to discuss our joint commitment to trying to harmonize the efforts of the 
fund and the President’s Emergency Plan in Botswana and in all of the countries 
where we are focusing. A true public-private partnership, the nations of the world 
in cooperation with international organizations, nongovernmental organizations, 
the private sector, and local community groups came together to establish the Glo-
bal Fund almost two years ago, and since then it has become an indispensable 
component of the worldwide struggle against AIDS and a very important element 
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of the United States’ approach to this effort. The president’s plan directly comple-
ments the mission of the Global Fund as well as the bilateral efforts of other nations 
and other partnerships. We are all attacking the same problem, we are all serving 
the same people, and we will get a lot more done if we do it together.

One of the goals of the president’s plan is to expand our partnerships, and we 
will create new partnerships as well as expand and deepen our productive estab-
lished relationships with all sectors of society. Coming from 40 years in the private 
sector as I do, I have an acute awareness of what that sector has, I believe, to offer—
creative new public-private partnerships that can combine finances, technical 
expertise, prestige, and the potential to transfer skills to governmental and nongov-
ernmental bodies. And Botswana serves in many respects as a laboratory for an 
incredible array of partnerships with American institutions—the U.S. government, 
biomedical institutions, foundations, and corporations. These include the type of 
comprehensive programs that the Merck Company and the Merck Foundation and 
the Gates Foundation have embarked on with ACHAP, the close cooperation 
between the Harvard AIDS Institute and the government of Botswana, and the 
excellent work of Baylor University and Bristol Myers Squibb. The new institutions 
that are arising from these partnerships in Botswana are centers of excellence that 
will be of importance not only to Botswana but potentially to the surrounding 
region. These public-private partnerships also provide a base for addressing the 
next generation of issues, the clinical enduring challenges that are being examined 
in today’s conference—how to build a greatly enlarged pool of skilled personnel, 
how to extend services effectively to local communities, how to build up the non-
governmental sector, and how to empower women and persons living with the HIV 
virus. Over time these partnerships, I believe, will create new enduring linkages 
between Botswana and important segments of American society that heretofore at 
least—at least for some of them—had not been engaged extensively in Africa. It 
probably will come as no surprise to anyone that I place a great deal of value on 
looking for ways to build these kinds of partnerships, and I will certainly work to 
foster such partnerships globally as we try to take advantage of the best that all sec-
tors can contribute to this worldwide fight against AIDS.

Botswana has the foundation to serve as a model for working together in order 
to bring about change. Perhaps more critical than any other element in this model 
of how it should be done is President Mogae’s obvious inspired and energetic lead-
ership, which, as I study what has worked and what has not worked around the 
world, it’s clear that that is one of the critical elements if this battle is to be won on 
a country-by-country basis. And with the political will and the commitment of 
both President Mogae and President Bush, I believe that the people of Botswana 
have every reason to hope. I am privileged to have the opportunity to join with you 
here today and in the months and years ahead as part of that effort. Thank you very 
much.
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Appendix B. Conference Agenda

A Conference Hosted by the CSIS HIV/AIDS Task Force
Hart Senate Office Building, Room 902
Washington, D.C.

Wednesday, November 12, 2003

8:30 a.m. – 9:00 a.m. Registration

9:00 a.m. – 9:30 a.m. Welcome
J. Stephen Morrison, Executive Director,
CSIS Task Force on HIV/AIDS
Senator Bill Frist (R-Tenn.
Senator Russell Feingold (D-Wis.)

9:30 a.m.–10:30 a.m. Keynote Address

Moderator: Senator Bill Frist

Speaker: His Excellency Festus Gontebanye Mogae, P.H., 
M.P., President of the Republic of Botswana

Focus: Botswana’s achievements, future vision, and 
strategy for surmounting obstacles and enlisting 
critical external support

Congressional Input: Senator Lamar Alexander (R-Tenn.)
Senator Russell Feingold
Senator Norm Coleman (R-Minn.)

10:30 a.m.–11:30 a.m. Strategic Resource Requirements for Success

Moderator: Jennifer Cooke, Deputy Director, CSIS Africa 
Program

Speaker: Gladys Kokorwe, Assistant Minister, Botswana 
Ministry of Local Government

Focus: Map out key human, financial, and infrastruc-
ture requirements in the next phase of 
Botswana’s national response

Discussant: Michel Sidibe, Director, Regional and Country 
support, UNAIDS

12:00–1:30 p.m. Sustaining Public–Private Partnerships

Luncheon

Introduction: Helene Gayle, Director, HIV, TB, and Reproduc-
tive Health Program, Bill and Melinda Gates 
Foundation



J. Stephen Morrison and Heather Hurlburt 29

Keynote Address: Ambassador Randall Tobias, U.S. Global AIDS 
Coordinator

Roundtable Discussion on Botswana Partner-
ships

Moderator: Todd Summers, President, Progressive Health 
Partners

Leadoff Speaker: Kereng Masupu, Botswana National AIDS Coor-
dinating Agency

Other participants: Ibou Thior, Project Director, Botswana Partner-
ship for HIV Research and Education, Harvard 
AIDS Institute

Donald de Korte, African Comprehensive HIV/
AIDS Partnerships (ACHAP)

Peter Kilmarx, CDC Representative/Botswana

Christoph Benn, Director, External Relations, 
The Global Fund to Fight AIDS, TB and Malaria

1:45 p.m.–2:45 p.m. Empowering Women and People Living with 
HIV/AIDS

Moderator: Paula Dobriansky, Undersecretary of State for 
Global Affairs, U.S. Department of State

Speakers: Vivian Gunda, Coordinator, Botswana Women's 
NGO Coalition

Tsetsele Fantan, African Comprehensive HIV/
AIDS Partnerships (ACHAP)

Duma Gideon Boko, Chairman, Botswana Law-
yers Task Force on HIV/AIDS

David Ngele, National Coordinator, Botswana 
Network of People Living with HIV/AIDS

Discussants: Janet Fleischman, Chair, CSIS HIV/AIDS Task 
Force Committee on Gender

Terje Anderson, Executive Director, National 
Association of People Living with AIDS (United 
States)

3:00 p.m.–4:00 p.m. Means to Better Mobilize Diverse Ministries 
and Bring Greater Coherence among Donors

Moderator: James O’Brien, Principal, The Albright Group

Speaker: Modise Modise, Permanent Secretary, Office of 
the President, Government of Botswana

Discussant: Christoph Benn, Director of External Relations, 
The Global Fund to Fight AIDS, TB, and Malaria
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4:15 p.m.–5:45 p.m. Implications of Botswana’s Experience for 
Africa and President Bush’s Emergency Pro-
gram for AIDS Relief

Moderator: Princeton Lyman, Council on Foreign Relations

Lead Remarks: Joseph O’Neill, Deputy Coordinator and Chief 
Medical Officer, Office of the Global AIDS Coor-
dinator

Discussants: Helene Gayle, Director of the HIV, TB, and 
Reproductive Health Program, Bill and Melinda 
Gates Foundation

Michel Sidibe, Director of Regional and Country 
Support, UNAIDS

Professor Thandabantu Nhlapo, Embassy of 
South Africa

5:45 p.m.–6:00 p.m. Closing Comments

Gladys Kokorwe, Assistant Minister, Botswana 
Ministry of Local Government

J. Stephen Morrison, CSIS
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Appendix C. Delegation from Botswana

President Festus Gontebanye Mogae
P.H., M.P., Government of Botswana

First Lady Barbara Mogae
Government of Botswana

Mr. Modise Modise
Permanent Secretary, Office of the 

President, Government of Botswana

Dr. Kereng Masupu
Botswana National AIDS Coordinating 

Agency, Government of Botswana

Mrs. Gladys Kokorwe
Assistant Minister, Botswana Ministry of 

Local Government, Government of 
Botswana

Mr. Howard Moffat
Superintendent, Princess Marina 

Hospital and personal physician to 
the President, Government of Botswana

Dr. Segolame Ramotlhwa
Chief Pharmacist, Ministry of Health, 

Government of Botswana

Dr. Joshea Obita
AIDS Coordinator, Ministry of Local 

Government, Government of 
Botswana

Mr. Samuel O. Outlule
Senior Private Secretary to the President, 

Government of Botswana

Mr. Nkoloi Nkoloi
Senior Personal Secretary to the 

President, Government of Botswana

Mrs. Vivian Gunda
Coordinator, Botswana Women’s NGO 

Coalition

Mr. David Ngele
National Coordinator, Botswana 

Network of People Living with HIV/
AIDS

Dr. Ibou Thior
Project Director, Botswana Partnership 

for HIV Research and Education, 
Harvard AIDS Institute

Mrs. Tsetsele Fantan
Project Leader, African Comprehensive 

HIV/AIDS Partnerships (ACHAP)

Mr. Duma Gideon Boko
Chairman, Botswana Lawyers Task 

Force on HIV/AIDS
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