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EXECUTIVE SUMMARY 

 

The country leadership has exhibited clear political will and led by example in making 

improvement of the health of the population a priority. Accordingly, the Ministry of Health and 

Wellness (MoHW) is restructuring and effecting a paradigm shift back to Primary Health Care 

with a leaner Head office and stronger semi-autonomous, decentralized District health services. 

This approach will facilitate faster progress toward Universal Health Coverage (UHC) and 

improved health outcomes.  

WHO Country Office (WCO) Botswana continues to provide timely, quality, strategic and 

evidence-based technical advice/guidance in key priority areas identified by the Government of 

Botswana. The office has been designated as a CSU Model 3 office under the ongoing 

transformation of the WHO Africa Region. It has a staff complement of 15, comprising of 6 

National Professional Officers, 8 General Staff and a single International Staff member.  Due to 

the relatively small numbers, members of staff have to undertake multiple roles in order to meet 

the country’s needs for support and collaboration. 

As part of the on-going Transformation Agenda within WHO, a compliance training for staff 

was organized by WCO Botswana and supported by WHO AFRO focusing on a range of topics 

including accountability, risk management, internal control, key performance indicators (KPIs), 

procurement, human resources and programme management, budget finance and assets 

management including fixed assets. One major aim of this reform is for the WCO to be more 

strategic and effective in providing support to the country in addressing health issues. As a result, 

the WCO is regularly monitoring KPIs in these and other functional areas to appraise its 

performance and support to the country.  

Owing to the dedicated leadership of the government and close collaboration with the WCO, 

there have been a number of achievements in the health sector and beyond as illustrated in detail 

in this document. Notable amongst them are the adoption of the Treat All Strategy that ensures 

that all HIV/AIDS patients are treated; improved guidelines for drug resistant tuberculosis and 

sustained efforts to ensure the elimination of malaria. In addition, a comprehensive National 

Multi-sectoral Action Plan (NCDMAP) 2017-2022 was signed in December 2017. The plan 

assumes an All of Government and All of Society approach in line with the National Policy on 

Health of 2012 and the Health in All Policies Action Plan 2016-2019. The NCDMAP will be 

driven by inter-sectoral actions to empower individuals and communities to gain control over the 

determinants of their health. 

The main challenge remains to identify and close existing gaps to meet global, regional and 

national targets as well as sustain the momentum to maintain those that have already been 

achieved for the UHC and SDG agenda. It is hoped that with more effort combined with recent 

developments and commitments by the country, the progress made could be sustained while 

improving on other areas to ensure that targets are achieved. 
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BACKGROUND 

 

 

Botswana is an upper middle income country with an estimated population at 2.2 million and   

GDP per capita of USD7, 123.00. Approximately 64% of the population lives in urban areas. 

The country  has a well-established, well-funded and fairly well-functioning health system. The 

bulk of service provision is by government through a fairly effective, heavily subsidized Primary 

Health Care system that enables 95% and 84% of the population to be within 8km and 5km of 

the nearest health facility respectively (Ministry of Finance 2013).  

Services in the public sector are virtually free (U$0.50) and are supplemented by a smaller 

pricier private sector. The major health challenges are HIV/AIDS (16.8% prevalence) with co-

morbidity with TB, and Non-Communicable Diseases that account for an estimated 32% of 

deaths. Martenal mortality is unexpectedly high at 127/100 000 (Statistics Botswana 2017).  

Most of the statistics above suggest that Botswana is not getting commensurate value for the 

level of investment it makes in health given that the country has consistently surpassed the Abuja 

target of 15% of national budget for health over the years. Health, has for many years, been 

accorded the second largest portion of the national budget at 6.3% of GDP (MoHW 2016). 

Health outcomes are therefore expected to have been better than is currently the case. 
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PROGRAMME PERFORMANCE 

 

HIV/AIDS  
 

Botswana has made major strides and emerged as a global leader and best practice in national 

HIV response since 2002. The declaration by former President Festus Mogae on the need for 

Botswana to own the response and provide free ARVs to all citizens who need them made the 

country one of the few in the Region to undertake this challenge. This has largely contributed to 

the reversal of the scourge, increase in lifespan, reduction in mortality and of mother to child 

transmission from previous >40% to less than 2% (Sep 2017). The country has continued to 

successfully adapt WHO normative guidance on HIV prevention, treatment and care.  

The HIV Response in Botswana is coordinated by the National Aids Coordinating Agency and 

enjoys support from various partners such as the UN agencies, (UNAIDS, UNFPA, UNDP, ILO, 

UNWOMEN, UNICEF),  PEPFAR (CDC, USAID, DFD, Peace Corps), civil society, 

Tebelopele, Bofwa, ACHAP, PCI, ITECH, FHI360, JHPIEGO, Botswana Harvard Partnerships, 

UPENN, BoMMHI with the Ministry of Health and Wellness as the chief implementer. 

Achievements 

Treat-All Strategy : In 2016, the country took yet another bold step in adapting the WHO 2015 

guidelines recommendation, the  test and treat approach, coined “Treat all” strategy for all HIV 

infected persons. The strategy ensured that approximately 160 000 individuals who would have 

been left out of the treatment programme by the previous treatment eligibility criterion of CD4 

350 cells/ml, were eligible for treatment. Since implementation of Treat All, the ARV treatment 

coverage had reached an estimated 87% by September 2017. 

Adoption of effective treatment regimen: In 

addition to the adoption of the Treat All 

strategy, the country revised and improved 

on the 1
st
 line ARV treatment regimen to 

include dolutegravir (DTG). DTG has been 

found to be more tolerable, with less side-

effects and vulnerability to resistance and 

treatment failure.  The inclusion of DTG as 

part of the first line drug regimen for HIV 

positioned Botswana as one of the few early 

adopters in the African Region.  A phased 

DTG roll out plan is in place, for the first 

year prioritizing pregnant women, TB 

patients, newly diagnosed HIV subjects, and 

those already failing other treatment regimens. The patients found to be stable on the previous 

 
His Excellency President Khama launching the Treat All 

Strategy in Oodi, July 2017 
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regimen like Atripla, were not to be switched to DTG yet, until the clinical guidelines committee 

had met and evaluated all evidence in country to advise on switching all other clients, especially 

with the expected generic fixed dose combination in 2018.     

 

HIV Testing Services: To reach the global target of 90-90-90, WCO Botswana supported the 

review of the country’s HIV Counseling and Testing programme. The results of the evaluation 

informed the development of the Strategic Plan and guidelines.  The strategy included adoption 

of new testing innovations like populations focus including key populations like youth; 

prioritization of testing sites for increased yield; adoption of the WHO serial testing algorithm; 

test-for-triage in the communities and HIV self-testing approaches.   

 

Voluntary Medical Male Circumcision (VMMC): Botswana as one of the 14 priority countries 

in the African Region for investments in implementing and scaling up VMMC, adopted this 

approach, in addition to other HIV prevention interventions such as the promotion of monogamy, 

consistent and correct condom use and behavior change intervention. VMMC is called Safe Male 

Circumcision (SMC) locally. During the SMC Rola Kepese (take off the cap) accelerated 

campaign in 2016, different implementation models were  tested with varying successes, these 

included : i) a task shifting to nurses doing the actual cutting of the foreskins and suturing of the 

wound sites, ii) community mobilization approaches and school campaigns. By the end of the 

campaign, the country reached a target of 56% of intended circumcisions, 18 000 out of a target 

of 35 000.  

 

The programme strategy was also revised and aligned with the WHO Framework on 

Implementing VMMC (2017 – 2021).  The new strategy seeks to address challenges experienced 

by the programme, which include: low numbers of men volunteering for the intervention, client 

mobilization approaches that don’t increase services uptake particularly among key target 

populations.  

National Strategic Framework III: On the request of MoHW, WCO supported NACA on the 

development of the third NSF (NSF III) following the expiration of the previous one by the end 

of the 2016/2017 fiscal year. The country’s achievements in NSF II included reducing the HIV 

incidence and AIDS related mortality. NSF III aims to address other key issues including 

targeting more affected geographical areas and populations; innovative financing; improving 

access to HIV related services like Gene Xpert diagnostics for HIV/TB comorbidities and 

upscaling prevention interventions.  

  

Multi Program Reviews: The country undertook the multi-program assessment following the 

WHO initiative to minimize the cost of review implementation and logistics without  

compromising on quality. This new approach to undertaking program evaluations adopted by 

WHO Regional office for Africa, makes for efficiency gains by ensuring that resources for 

undertaking  evaluation of field work and logistics are not duplicated but shared and the 

programs plan and conceptualize the reviews together. This approach also ensures that the 
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programs do not lose the specificity of outcomes assessment that would reflect program 

achievements and/or gaps, for attention in the next phase of the program. It further ensured that, 

program evaluations were led by one consultant/expert working with in-country team leads.  

The advantages realized by undertaking this approach, were the realization of areas of 

duplication, program integration, and costs saved. Some of the cross cutting observations were 

that all programs implementation rates were different in different districts, and poor quality and 

completeness of data. Some program activities undertaken depended on the availability of an 

active self-driven district level program lead, some information updates among facilities and 

districts were not uniform. Programs are using the findings and program specific 

recommendations to fine tune their interventions, and development of program specific 

interventions.  

Botswana National HIV Drug Resistance Laboratory assessment: The HIV drug resistance 

laboratory has been testing patient samples for drug resistance for more than a decade. The 

country had the laboratory assessed by a team from WHO-HQ for accreditation and possible 

positioning as a regional hub for reference. The assessment picked up some organizational and 

staff capacity issues. The laboratory has started implementing some of the recommendations 

with the development of the Botswana HIV Drug Resistance Strategy as the immediate target for 

2018.  

Prevention of Mother To Child Transmission of HIV 

Since inception, the prevention 

of mother to child transmission 

of HIV (PMTCT) has recorded 

major achievements in terms of 

access, testing of pregnant 

mothers, uptake of HIV 

prophylaxis and treatment and 

the proportion of new-borns 

tested at 6 weeks.  There have 

also been significant 

achievements in program uptake 

over time eg. maternal ARVs 

coverage from 93% in 2011 to 

95% in 2016.   

 

The Government of Botswana 

aims at eliminating the Mother 

To Child Transmission (eMTCT) 

of HIV after a decade of implementation of PMTCT. It has significantly reduced MTCT from an 

estimated 40% in 1999 before intervention to 1.4% after interventions in 2016. With these 

 
Figure 1: PMTCT performance 2002-2016 (Source: MoHW 
PMTCT Data (2017)) 
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achievements, Botswana is among the few countries in the Southern African region considered 

eligible for elimination and thus preparations were initiated in 2017. A National Validation 

Committee (NVC) was appointed to provide oversight. The assessment will be carried out in 

2018-2019 biennium and its outcome will inform Botswana’s option. 

Challenges  

I. Poor public knowledge on Treat All;   

II. Supply Chain hiccups that need systemic attention; 

III. Low uptake of prevention programs such as Male Circumcision;  

IV. Long turnaround times for results, inadequate staff capacity and use of older equipment 

V. DTG is still in a brand form and availability of the generic fixed doses would aid in quick 

rollout while improving patient adherence; 

VI. Monitoring, evaluation and surveillance challenges at district and facility levels, with 

reliance on some paper based patient registers 

VII. Poor coverage of key populations such as MSM and sex workers.  

 

TUBERCULOSIS 
 

There has been a steady decline in both estimated prevalence and notification rates for all types 

of tuberculosis (TB) over the last decade. In 2002, notification rate was 623/100,000 population 

whereas the 2016 rate was 237/100 000 population, a significant decline of about 50%. 

Treatment outcomes have also improved with the success rate standing at 76% in 2016. 

 

 
 Figure 2:TB Case Notification Rate  Source: BNTP Surveillance Report Data 2016 
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Achievements 

Training of Trainers on Teaching Methodologies  

The Botswana National TB Program through WHO support conducted a training of trainers’ 

(TOT) workshop for 45 participants from across the country. The objective of the training was to 

build a network of trainers with skills in training methodologies that will enable them to 

capacitate the District Health Care workers on TB management.  

Revision of DR -TB Management Guidelines 

The MoHW revised the national guidelines for management of drug resistant TB to align with 

the new WHO guidelines through support from WHO and other partners. The new changes that 

have been incorporated into the new guidelines include the following:  

I. Adoption of GeneXpert MTB/RIF rapid test as the initial diagnostic test for all presumptive 

PTB cases in both adults and children.  

II. The psychosocial support to ensure that patients taking the second line Anti-TB drugs adhere 

to treatment and are shielded from stigmatization and discrimination; 

III. Establishment of a pharmacovigilance system to facilitate the reporting and recording of 

adverse reactions to second line Anti- TB drugs to the Drug Regulatory Unit;   

IV. Introduction of new drugs, delamin and bedaqualine clofazimine, as part of the standardized 

MDR-TB regimen;  

V. Replacement of Capreomycin with Amikacin because of its unwanted ototoxicity side effect.  

 

MDR-TB mortality assessment  

Owing to the high mortality rate of MDR-TB, where 20 out of every 100 patients die while on 

treatment, the MoHW with assistance from WHO conducted mortality audit of the deceased in 

all the six specialized MDR-TB sites; Mahalapye, Serowe, Francistown, Maun, Gantsi and 

Gaborone focusing on the characteristics of the deceased patients.  

The main findings were  that 75% of the deceased were HIV positive of which 82% were on 

ART. Half of the patients had hearing loss, hepatitis and renal failure, which are most likely the 

adverse effects of the toxic second-line drugs.   

Some of the recommendations of the assessment include:  

I. Scaling up the usage of Gene Xpert for the diagnosis for all presumptive TB as it could also 

detect drug resistance and facilitate early initiation of treatment  

II. Improvement of the TB/HIV collaborative interventions especially ART uptake and TB 

screening among HIV clients;  

III. Establishmen of a platform for regular dialogue between Central Medical Stores and the 

National TB Program for forecasting in order to reduce drug stock outs.  
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TB Program Review  

The National TB Program jointly with other programs – HIV, Hepatitis and STI conducted 

integrated programs review through technical assistance of WHO.  The overall objective was to 

assess the extent to which the respective program strategic plans were implemented and to  

inform development of new ones. 

One of the main findings of the review was strong political commitment evidenced by resourcing 

for implementation resulting in Botswana achieving core MDG treatment success rate target for 

new cases by end of 2015. There is also a robust laboratory diagnostic capacity using Xpert 

MTB/Rif as the initial diagnosis for all presumptive cases.  

On the other hand challenges identified were gaps in the Drug Resistant TB management, stock 

out of critical laboratory commodities, especially Xpert cartridges and the inconsistent use of 

Childhood TB diagnostic algorithm especially in RMNCAH settings.   

Some Review Recommendations were to: 

I. Conduct a planned joint TB and HIV prevalence survey to establish the best estimate of TB 

burden in the country so as to inform planning;  

II. Urgently consider conducting Drug Resistant TB Survey to update  country’s DR-TB  profile  

III. Introduce  shorter MDR-TB treatment regimens consistent with WHO guidelines  

IV. Introduce new child-friendly anti-TB drug formulation 

 

Development of Child TB Management Framework 

 

Nationally, pediatric TB cases account for about 7% of annual TB notifications. This might mean 

an under-reporting considering that WHO estimates that childhood TB should be about 15-20% 

of the national burden in countries with high TB burden like Botswana.  

Based on this, MoHW through technical support from WHO, developed childhood TB 

management framework to address current childhood TB management gaps: weak diagnosis of 

pediatric TB, unfriendly drug formulations, inadequate knowledge of HCWs on childhood TB 

management, missed screening opportunities at maternal and child health services, PMTCT and 

others.  The framework further outlined the need to have coordination structures; focal person 

and technical committee for childhood TB and collaboration in RMNCAH settings.   

Challenges in the TB Program Implementation 

 

I. Rising prevalence of DR-TB cases 

II. High rates of TB/HIV co-infection 

III. Non-functioning Gene Xpert TB diagnostic  machines in a significant number of centres 

IV. Sub-optimal management of childhood TB 

 

Next Steps  

V. Advocate for equipment ( gene Xpert machine)  Service contract with relevant companies  
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VI. Introduce new MDR-TB regimen  

VII. Optimize TB screening among HIV subjects 

VIII. Optimize management of TB in children 

 

MALARIA 
 

Progress towards Malaria Elimination in Botswana  

In 2009, the Botswana National Malaria Program (NMP) conducted a comprehensive program 

review, which recommended that the country should advance to the malaria elimination phase. 

Accordingly, two strategic plans were developed (2011-2015 and the extended strategic plan 

2014-2018) to guide malaria elimination. During the 2016/17 biennium, WCO focused on 

building the country’s capacity to implement the recommended interventions for the malaria 

elimination phase, which include effective and prompt case management, Integrated Vector 

Management (IVM), building capacity of health workers on surveillance, monitoring and 

evaluation as well as epidemic preparedness and response. Implementation of these key 

interventions has further contributed to the reduction of the malaria burden in the country. 

Achievements 

Epidemiology and Trends 

Botswana made notable 

progress in reducing the 

malaria burden, both in malaria 

incidence and attributed deaths. 

Malaria deaths reduced from 

22 in 2014 (case fatality rate: 

16 per 1000 confirmed malaria 

cases) to 8 in 2017 (case 

fatality rate: 5/1000 confirmed 

malaria cases). However, 

malaria confirmed cases 

increased from 1316 in 2014 

(incidence rate: 0.16/1000 

population) to 1612 in 2017 

(incidence rate: 0.75/1000 

population). This may be real or as a result of increased use of laboratory tools for diagnosis. 

 

During the 2016/2017 transmission season, many cases were reported in Zone A strata while 

those of the other two Zones have remained low over the last four years (See Figure ccc). 

 
Figure 3: Transmission trends by years since 2014 
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However in 2017, Zones B and C reported higher number of cases when compared to the 

previous years. Of the 1646 cases, Okavango district accounted for more than 60% (981).   

 
Figure 4: Malaria stratification map (2011) showing three 
epidemiological zones of the country's malaria situation 

 

The morbidity trend, Figure 5 below, shows progressive reduction towards set target of malaria 

elimination of achieving zero indigenous cases. There was gradual reduction of malaria cases 

until 2016 with an increase of cases during the 2017 outbreaks  

 
Figure 5: Malaria trends of confirmed and unconfirmed cases from 
2000 to 2017 
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Indoor Residual 

Spraying (IRS) 

The IRS coverage still 

remains below the 

WHO recommendation 

of a minimum of 85% in 

a country at the 

elimination phase like 

Botswana 

More disturbing is the 

fact that coverages of 

some districts in 2016 

are less than in 2014. 

Therefore, in May 2016 

and August 2017, WCO and the NMP held the IRS review and planning meeting to assess the 

performance of the previous exercise and to plan for the next. The participants were districts IRS 

supervisors and DHMT heads and administrative staff. The output of the meeting was districts 

IRS implementation plans.   

 

Integrated Vector Management (IVM) AFRO II Project 

Botswana has successfully started implementation of the multi-Country Project on Integrated 

Vector Management (IVM). This project focuses on demonstrating the effectiveness of 

diversified, environmentally sound and sustainable interventions, and strengthening national 

capacity for innovative implementation of IVM for disease prevention and control.  The 

inception workshop was held in 2017 to create a common understanding on the project goals, 

objectives and targets. It also aimed to agree on stakeholder engagement process, produce 

country specific costed 5-Year demonstration plans, develop country specific detailed project 

Year 1 work plans and budgets, and agree on next steps / actions. 

Post-assessment of the Malaria epidemic 

In August 2017, WCO with support from WHO/AFRO technically supported MoHW to conduct 

a post-malaria epidemic assessment. This was done through documents review and visits to five 

malaria endemic districts to understand the quality of malaria epidemic preparedness and 

response as well as the determinants of malaria epidemics. Gaps in the uptake of available 

malaria interventions and lack of clarity on complementarity of IRS and LLINs were noted. 

Accordingly, WHO proposed recommendations directed to guiding the country to implement 

EPR planning and implementation in readiness for future malaria epidemics including taking into 

account adverse effects of climate change and variability.  

 
Figure 6: IRS coverages in districts from 2014-2016 (source): 
National Malaria Programme reports 
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Malaria Programme Review 

Malaria programme review, a management tool for evidence-based appraisal of a country’s 

malaria situation, was undertaken with technical support from WHO and supported by other 

partners.  This programme performance review was done to determine progress made on the 

implementation of the current strategic plan (2014-2018) and identify challenges and resource 

needs. These will facilitate evidenced-based strategies for the development of a new strategic 

plan.  

Surveillance, Monitoring and Evaluation 

With its history of malaria epidemics, the success of eliminating malaria in Botswana hinges on 

strong surveillance and a prompt and robust response system. In this connection, WHO 

continued to support the country to review the case-based surveillance data collection tools, 

implement the case-based surveillance system, and to build capacity on data capturing and 

analysis of epidemiological trends for decision making at the national and district levels.  

WCO with support from the Regional Office trained newly recruited malaria surveillance 

officers to strengthen the existing capacity on surveillance for elimination. The AFRO/CDS 

Cluster Director, Dr Magda Roballo, addressed participants through a video call from the 

Regional Office in Brazzaville. The purpose of the training was to sensitize the officers on the 

national strategies and guidelines on malaria elimination, particularly, surveillance procedures in 

elimination settings at both national and district levels.  

WCO supported the National Malaria Programme (NMP) to include the required elimination and 

core indicators in the Malaria Real Time Reporting System that was developed in 2017, and this 

will assist NMP to get complete and timely reports from the districts and facilities. In September 

2017, DHIS2 (Real Time Reporting Tool) was rolled out to 16 districts.  A total of 177 Android 

tablets were distributed to the health facilities in the 16 districts to use for Real Time Reporting. 

However, the number of tablets was not yet adequate to cover all health facilities, and the 

MoHW is expected to procure more for better coverage.  

Global Fund Cross Boarder Malaria Elimination Initiative 

WCO provided technical support to the country to develop a proposal for malaria elimination 

that was submitted to the Global Fund. Following approval of the grant, WCO continued to 

facilitate the project implementation in the country. There are however, challenges with 

absorption rate of project funds and WCO is supporting the country to speed up implementation.  

Cross-border malaria Elimination initiatives 

WCO in collaboration with the Elimination 8(E-8) Secretariat and national E-8 coordinator, 

established four malaria health posts/facilities along the borders with Zimbabwe, Namibia and 

South Africa. They were established to implement cross border malaria initiatives to detect 

malaria among  migrant populations. The focus is on migrant populations and local communities 
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at border districts.  Program activities were started in August 2017 in Chobe, Okavango, 

Bobirwa and North East.  

Botswana is part of the E-8 grant, and therefore implements joint activities with other 

elimination countries. Accordingly, WCO and IST/Harare and NMP hosted regional training on 

laboratory microscopy refresher training and competency assessment with participants from 

Namibia, Zimbabwe and Botswana  

Malaria Case management 

WCO supported the NMP in finalizing the malaria Diagnosis and Treatment Policy guidelines to 

include high quality anti-malaria medicines (Primaquine, and Artesunate) and COMBO RDT. 

Also supported were the development, printing and implementation of the malaria laboratory 

quality manual, standard Operating Procedures (SOPs), and logbooks with a view to improve 

laboratory quality assurance system. This was followed by a series of capacity building 

workshops to train health workers on malaria QA/QC system, laboratory diagnosis on 

microscopy and the new RDTs, and data capturing. 

Furthermore, the WCO supported the National Training of Trainers workshop on Management 

of Severe malaria in order to address malaria deaths attributable to knowledge gaps of health 

workers. Malaria deaths are a serious concern and a challenge as the country is in elimination 

phase and should be reporting zero malaria death. Prior to the 2016/17 malaria transmission 

season, WCO supported the introduction, procurement and implementation of primaquine and 

artesunate treatment, which are crucial for gametocydal clearance in the population.  

Challenges 

1. Malaria epidemics in Botswana remain a big threat to malaria elimination gains. The country 

experienced malaria epidemics in 2014-15 and 2016-17 seasons. The 2017 epidemic was 

associated with heavy rainfalls with floods in some parts of the country. This climate change 

in Botswana is attributed to the El Niño weather phenomenon. The substantial annual 

variation in observed malaria transmission highlights the fragility of the gains so far made in 

fighting malaria, and underscores the need to be vigilant and with ready surveillance tools. 

2. Population movements between Botswana and neighboring countries increase the likelihood 

of imported malaria, thereby contributing to an increase in malaria cases and perhaps 

outbreaks. 

3. Shortage of resources compromises vector control implementation geared towards 

elimination. This includes shortage of manpower, transport, GR equipment amongst others. 

4. Delays in case reporting according to the national guidelines (within 24hours). This is mainly 

due to non-availability of transport to send notification forms from the health facilities to the 

district and national level teams. Contact tracing, foci investigation are not done fully also 

due to transport challenges and HR shortage. 
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5. The lack of entomological studies that is critical for of the entomological surveillance in an 

elimination setting. This is largely due to the lack of a functional insectary.  

6. IRS and LLINs coverages in Botswana fall short of the target set by WHO guidelines of 

100% and 90% respectively. This could jeopardize the goal of having a malaria free 

Botswana by 2018.  

 

Next Steps 

1. There is urgent need to develop new malaria stratification maps at lowest administrative level 

informed by changing epidemiological profile, Test Positivity Rate (TPR) and entomological 

surveillance data;  

2. WCO to prioritize supporting NMP to update and finalize the IVM strategy and the 

Insecticide Resistance Management (IRM) Plan as they are critical for informing vector 

control interventions; 

3. WHO to intensify advocacy beyond the  MOHW for malaria elimination as a national 

agenda;  

4. WHO and RBM to continue to advocate and lobby for implementation of MPR 

recommendations and convince policy makers to put in place the recommended structure for 

the programme with a view to improve capacity. 

 

Conclusion 

The just ended programme performance review of the National Malaria Strategic Plan (2014-

2018) concluded that the country is on track to elimination. However, with the above stated gaps, 

Botswana may miss the malaria elimination target as a result of suboptimal vector control 

activities, weak data systems and failure to report on key data elements, unless urgent mitigation 

actions are taken. Very importantly, it was identified that a lot more effort is still required to shift 

the mind-set of both the MoHW and the relevant non-health sectors to regard elimination as a 

critical task that requires strong collaboration.  

WCO Botswana aims to help the country to close the identified gaps and to accelerate the 

national malaria elimination efforts, including escalating it to a national agenda. It will also 

continue to play its catalytic role on capacity building, strengthening partnerships and inter-

sectorial actions, including involvement of the private sector in the malaria elimination agenda.  

 

HEPATITIS  
 

Hepatitis programme in Botswana was initially not formalized but sporadic outbreaks were 

responded to at the facility level. The increasing global evidence of hepatitis as part of the HIV 

co-morbidity resulted in the MoHW’s decision to formerly establish the hepatitis program within 

the broader HIV response. The country also adapted the WHO Global guidelines to structure  

interventions.   
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Achievements:  

Hepatitis Situational Analysis:  This was conducted with the intention of formalizing the 

program and to guide the national strategy development. Different stakeholders were interviewed 

and desk review conducted. The findings of the review included that, the country was already 

undertaking some uncoordinated activities in hepatitis response within different programs. For 

example, EPI program was excelling in birth dose coverage with Hep B vaccinations at more 

than >90%, but coverage in health workers remained low.     

Challenges  

1. Though the focal person was recently appointed, there was no established programme; 

2. Coordination of Hepatitis interventions need to be improved; 

3. The clinical guidlines for hepatitis treatment need standardizing. 

 

Next Steps: 

1. Development of the National Hepatitis Strategy; 

2. Integration of Hepatitis variables into HIV facility tools and national reporting tools; 

3. Conduction of Hepatitis campaigns to build public awareness. 

 

REPRODUCTIVE MATERNAL NEWBORN CARE ADOLESCENT HEALTH  (RMNCAH and NUTRITION) 

 

MATERNAL HEALTH  

Maternal mortality situation 

Maternal mortality remains a major challenge in the country with minimal reduction from 189 in 

2011 to 127deaths / 100, 000 live births in 2015. This is especially critical as the country failed 

to achieve the two-third reduction in maternal mortality in line with the Millennium 

Development Goal 5, which targeted 82 deaths per 100,000 live births by 2015.    

In 2016 and 2017, maternal mortality dropped to 85 and 73 deaths respectively.  These are 

however absolute numbers of maternal deaths as the ratio is yet to be calculated by the Statistics 

Botswana. Like all the previous years, major causes of maternal mortality have not changed. 

Haemorrhage, abortion related causes and eclampsia were the leading causes of death in 2016. 

These major causes are preventable, implying that taking precautionary measures will further 

reduce the mortality.  This trend is similar to the one observed in a retrospective analysis on 

maternal mortality conducted in 2012-2014. The 2011 – 2014 analysis revealed that 70-75% of 

deaths occurred as a result of preventable causes.  

 

Interventions geared towards maternal mortality reduction 



15 
 

 
 

In 2016, the MoHW in 

collaboration with WHO 

convened a high level national 

summit on reduction of 

maternal mortality with 

participation of stakeholders 

including District Health 

Management Teams (DHMT), 

all hospitals management teams 

and professional and regulatory 

bodies. The summit aimed at 

getting all stakeholders to 

deliberate on the unacceptably 

high rates of maternal and 

newborn mortality and propose 

strategies to accelerate their 

reduction.  A total of 123 

participants attended the summit, which culminated in DHMTs developing plans for reduction of 

maternal mortality for their respective districts. 

Within a month of the national summit on maternal mortality reduction, another meeting was 

convened with the aim of finalizing and validating DHMT plans that were developed during the 

summit.  In this meeting, districts gave an up-date of progress in the implementation of plans one 

month after the summit.  The meeting provided a forum for peer review of DHMT plans as well 

as sharing experiences in its implementation.    

As part of the continuing efforts to reduce maternal deaths in hospitals, where most deaths occur, 

the MoHW in collaboration with UNFPA and WHO targeted the seven hospitals with highest 

maternal mortality rates. A workshop was organised for these hospitals, namely, Scottish 

Livingstone, Mahalapye, Sekgoma Memorial, Bobonong Primary, Letsholathebe II Memorial 

hospitals, as well as Princess Marina Hospital and Nyangabwe Referral Hospitals.   

Prior to the workshop, these facilities were assisted in auditing their maternal death records 

mainly to determine the main causes of death and provide recommendations for mitigation.  

During the workshop, hospitals shared audit experiences out of which they developed maternal 

mortality reduction plans. Consequently, maternal mortality dropped in the seven high burden 

hospitals, with one of these facilities reporting zero deaths.   

To improve the capacity of health workers in managing obstetric emergencies, Botswana adapted 

the WHO/AFRO pocket book on the management of Emergency Obstetric and Newborn Care 

(EmONC, 2013) for use by health workers.  However, new evidence and WHO 

Recommendations on Antenatal Care released in 2017 has necessitated up-dating of the 

guidelines for relevance and effectiveness.     

 
Figure 7: Number of maternal deaths in selected facilities, 
2016 and 2017. (Source: MoHW MMR Audit Data – up to 
Oct 2017) 
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Nutrition   

Poor nutrition in children under the age of 5 years remains a challenge in Botswana. Re-analysis 

of the national household survey (BFHS IV) using the 2006 WHO Growth Standard indicated 

that 31.2% of children under the age of 5 years were stunted, 11.9% underweight and 8.6%  

wasted. (Nutrition Strategy 2012-2016). This clearly shows no improvement in child nutrition 

over the years. It calls for urgent attention in implementing the interventions to address these 

persistently high numbers of under-nourished children in the country.  

The European Union (EU) supported the MoHW in the revision of the Infant and Young Child 

Feeding policy while WHO contributed to the revision with the infusion of 2016 WHO 

recommendations for infant and young child feeding. WHO assisted MoHW with installation of 

WHO Anthro Software for assessing growth and development of children thereby strengthening 

the Botswana National Nutrition Information System (BNNSS). The software is used for 

improving processing of nutrition data for under-five children.  

Integrated RMNCAH & Nutrition Strategy 

Botswana was among the first set of countries in the Africa Region to conduct integrated 

RMNCAH and Nutrition review in 2015. Based on the results of the review, the country 

developed the integrated RMNCAH and Nutrition Strategy 2018 – 2022 in line with the Global 

Strategy for Women’s, Children’s and Adolescents Health 2016- 2030. This is one of the 

Region’s KPIs and Botswana has partially achieved it.  The strategy developed was achieved 

through the concerted efforts of WHO with the provision of a lead consultant. UNICEF provided 

consultants for PMTCT and newborn sections of the strategy while UNFPA supported to the 

process through provision of local office technical support.    

CHILD & ADOLESCENT HEALTH PROGRAM 
 

Infant and under-five programs 

As shown in Figure 7 infant and under-five mortality rates were reduced to the levels close to the 

MDG 4 targets of 22 death /1000 live births.  This could be due to a number of factors working 

in combination, including the reduction of mother–to –child transmission of HIV to as low as 

1.4%  in 2016, high coverage of immunization, the development and implementation of the  

Accelerated Child Survival Strategy and development (ACSSD) which covered a wide range of 

high impact interventions for improvemed child survival.  However, while infant and under-five 

mortality rates have been measured over the years, the newborn mortality rates have not been 

estimated. 

A newborn bottleneck analysis was conducted in 2016, with technical support from both WHO 

IST and AFRO, to identify gaps and possible solutions in the newborn health.  The results of the 

Bottleneck Analysis informed the development of the newborn care section in Integrated 

RMNCAH and Nutrition Strategy 2018 - 2022.  Furthermore, one of the gaps identified was lack 
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of clinical guidelines for newborn care which were then developed with support from WHO and 

UNICEF in 2016. Lesotho and Zimbabwe participated in the workshop mainly to learn the 

process of analysis for replication in their countries.  

Integrated Management of Childhood Illnesses (IMCI) program is implemented country –wide 

since early 2000. Efforts to strengthen the program are ongoing.  Monitoring tools for IMCI were 

developed and are currently implemented in 15 districts with up-scaling envisaged to cover the 

entire country in the next biennium. Four Regional Focal Persons are in place to support and 

mentor IMCI trained health workers in order to improve quality of care of children. 

IMCI/ICATT training was conducted for completing nursing students in both 2016 and 2017. 

MoHW has initiated distance learning using ICATT as an interactive tool.  So far, six health 

workers have enrolled into the program since October 2016 and have undergone and completed 

distance learning for 8 weeks with mentoring from MoHW and IMCI Regional Coordinator. 

MoHW IMCI National coordinator and IMCI focal persons at DHMT level were trained on the 

use of ICATT and subsequent to that, they up-dated the IMCI chart booklet and other related 

manuals and protocols. 

WHO /IST provided technical 

support for MoHW to conduct 

IMCI/Health Facility survey 

in five districts in 2017.  The 

five districts were selected 

based on the fact that IMCI 

mentoring tools and other 

supporting materials were 

piloted in these districts.  

Health workers were trained 

and mentored on the use of 

the materials.   

The 2017 survey revealed that 

although 81% of health 

workers (nurses) managing 

children were trained on 

IMCI, only 17% of sick 

children attended to in health 

facilities were checked for the 

three danger signs (vomiting, convulsions and lethargic).  However, there was slight 

improvement in the proportion (53%) of health workers checking for the presence of cough, 

diarrhoea and fever compared to 36% in a 2012 survey. The results underscore the need for 

follow-up after training and mentoring of health workers as important elements in addressing the 

gaps identified in program implementation. Figure 7 shows the comparative performance of the 

health worker in the assessment of the sick child between 2012 and 2017 surveys. 

 
Figure 8: Health workers performance on IMCI priority 
indicators in assessing sick children. (Source: MOHW 
IMCI/HFS 2017) 
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Adolescent Health 

Teenage pregnancy rate remains high in Botswana. The results of the Botswana Youth Risk 

Behavioural and Biological Surveillance Survey (BYRBBSS 2016) conducted among students 

aged 13 to 19 years in 2016 estimated teenage pregnancy rate as 13.4%. The survey also revealed 

that 22.2% of the respondents were forced on their first sexual intercourse, while 13.4% were 

involved in transactional sex. The same study revealed that 18% of students had ever smoked 

cigarettes, 36% had ever used alcohol and 8.2% had used marijuana.  

WHO Supported MoHW to take stock of program gaps and developed focused activities to 

address identified gaps. Capacity was also built for program officers to identify gaps and 

solutions to address the gaps.  WHO / AFRO also provided support to further dialogue on the 

challenges and gaps both at national and district levels with recommendations for improvement 

of the situation provided.  

Management of Gender Based Violence 

According to WHO (2013) estimates, 35% of women globally and 45% in the African Region 

have experienced intimate partner violence and/or non-partner sexual violence in their lifetime.   

In Botswana gender based violence is rampant with a third of women having experienced some 

form of gender-based violence in their lifetime (2012 GBV Indicator Study). To address the 

situation, WHO assisted MoHW to adapt and finalize the guidelines on “Health Care for Women 

Subjected to Intimate Partner Violence or Sexual Violence” in 2017. The guideline will be 

piloted in selected districts in the next biennium.      

Family Planning Program 

MoHW introduced a number of family planning commodities such as implants, vaginal ring and 

contraceptive patch in 2016 in order to increase contraceptive choices for women. In the same 

year (2016), WHO released new recommendations on “Contraceptives and HIV”.  In view of 

these new developments and WHO recommendations, the country up-dated reference materials 

and guidelines used by health workers in the provision of family planning services. 

The Medical Eligibility Criteria for Contraceptives Wheel (MEC Wheel) was revised in line with 

the new WHO recommendations in family planning. This was also done to include new methods 

of family planning the country introduced into the MEC Wheel and other protocols. In addition, 

Family Planning Procedures Manual was also updated to align with the revised MEC Wheel. All 

there were made possible with support from WHO/IST. 

Challenges 

1. In Botswana 95% of women deliver in health facilities but due to poor quality of care most of 

them die during child birth depicted by poor adherence to EmONC guidelines.  

2. Health workers are not made accountable for the deaths of women and thus disciplinary 

measures are hardly employed for gross negligence. 
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3. Not all health facilities have Maternal Death Surveillance and Response (MDSR) committees 

in place for auditing and discussing causes of death to avoid recurrence.  

4. The Under-five and the newborn mortality are not estimated on annual basis and this 

hampers program monitoring and prompt response. 

5. Although training on IMCI has achieved 60% coverage, follow-up after remains very weak. 

6. The recommendations for the 2012 IMCI Health Facility Survey were not universally 

implemented across the country, as evidenced by the 2017 results which revealed similar 

implementation gaps to 2012. 

7. Adolescent health remains a challenge as observed from BRYBBS 2016 survey. 

Next Steps 

1. Maternal and Newborn quality of care needs to be improved. In the next biennium, WHO 

will support MoHW to conduct quality of care assessment as well as develop an 

implementation plan to address quality gaps with focus on mentoring Health care personnel 

and ensuring adherence to guidelines 

2. Focus training and mentoring on hospitals with high burden of maternal mortality, including 

the emerging facilities with high maternal mortality. This will include strengthening 

institutional MDSR 

3. Strengthen  Adolescent Health programs with focused interventions. This will require 

improving the standards of care for adolescents in Youth Friendly Health services; 

4. Follow-up of health workers after IMCI / ICATT training to monitor implementation, given 

that training has not resulted in improved care for the sick child; 

5. Pilot the GBV and intimate partner violence clinical guidelines 

6. Elimination of MTCT based on WHO elimination guidelines   

 

EXPANDED PROGRAMME ON IMMUNIZATION (EPI) 

 

The EPI of Botswana was formally 

established in 1979 with only 7 vaccines, 

namely Small Pox, BCG, DPT, Tetanus 

Vaccine, Measles and Oral Polio vaccines. 

The country expanded the immunization 

program to include older age groups and 

incorporated new vaccines. The newer 

vaccines introduced over the years are 

indicated in Table 1.  

 

 

 
Minister of Health and Wellness Honourable 

Makgato giving a child polio drops 
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Table 1: Vaccine introduction timelines 

Year Vaccine 

Introduced 

Name of Vaccine Introduced 

1995 Hepatitis B Birth dose Vaccine, 

2010 Measles (Monovalent)Dose 2, Pentavalent ( HepB-Hib-DPT) 

2012 Rotavirus vaccine, Pneumococcal Vaccine 

2013 Human Papilloma Virus Vaccine (HPV) 

2015 Inactivated Polio Vaccine (IPV) 

2016 Measles Rubella (MR) vaccine 

 

Immunizations: 

Botswana has shown exceptional commitment to the implementation of the Global Vaccine 

Action Plan (GVAP) (2012-2020) as well as the Polio Eradication and End Game Strategic Plan 

(PEESP) 2013-2018. The country introduced the Inactivated Polio Vaccine (IPV) in September 

2015 as part of the global request to enhance polio eradication. On April 18
th, 

2016, Botswana 

successfully switched from trivalent Oral Polio Vaccine (tOPV) to the bivalent Oral Polio 

Vaccine (bOPV). The Switch report was submitted to WHO on April 28
th

 2016 after a thorough 

verification by the Switch Validation Committee. Botswana became one of the first set of 

countries that completed the exercise in the region within the stipulated time frame.  The results 

of the post-Switch assessment showed 0% detection of tOPV in the cold chain system and 99.5% 

and 93.5 % availability of bOPV and IPV vaccines respectively in all 27 monitored facilities 

which formed 29% of the health facilities up and above the 10% minimum that the global switch 

process required. 

Botswana immunization program is robust and the demand for vaccines throughout the country 

is quite commendable. Effort to further strengthen advocacy for immunizations is done through 

the annual commemoration of the African Vaccination Week. In April 2016, small communities 

such as Molomoojang settlement in Mabutsane District hosted the African Vaccination Week 

(AVW). Attendance at these semi remote areas was remarkably high with community leaders in 

the forefront of advocacy for immunizations.   

Following the AVW was the month of accelerating high impact interventions throughout the 

country. This event is held annually in May and November to help with improve the program 

performance by reaching out to all eligible for vaccination and other High Impact Interventions 

(HIIs) namely Vitamin A supplementation, Oral Rehydration Therapy (ORT), exclusive breast 

feeding promotion, growth monitoring, nutrition screening, mass distribution of LLITNs in 

Malaria endemic districts, deworming and promotion of hand washing.  

 

 



23 
 

 
 

Surveillance 

Botswana committed to disease surveillance, and became one of the first set of countries in the 

region to eliminate neonatal tetanus for over 2 decades ago. It has maintained measles 

eradication indicators for the past six years since the introduction of the Measles Dose 2 vaccine 

in 2010. Through measles surveillance, the country detected an outbreak of rubella infection 

among its <5 population. This triggered an immediate remedial action that led to the successful 

introduction of the MR vaccine in 2016.   

AFP surveillance is also ongoing, using both passive and active search in detecting the suspected 

cases. By the end of August 2016 the AFP detection rate was 2.1/100,000 per population under 

15 years. Although in 2016 Stool adequacy was 63 % it increased to 79% in 2017 with AFP 

detection of 2.0/100,000.   

The Measles Rubella vaccine was introduced in 2016 and was followed by the Post-MR and 

Deworming SIA introduction evaluation in August 2016. The result of the verified 

administrative coverage was 95.4% for MR and 99.7% for deworming. On the other hand, the 

survey results showed the coverage for MR and deworming at 96.6 % and 94% respectively.   

In 2017, the EPI program conducted a number of major activities to address challenges identified 

in the previous years. The year began with national launch of the 5
th

 African Vaccination Week 

(AVW) on April 24
th

 in Kgatleng district. This was the country’s first national launch of the 

AVW. The event drew a large number of community leaders as well as the MoHW management 

and WHO officials.  Below is a  list of other major activities and dates of implementation in 

Table 2. 

Table 2: List of activities implemented in 2017 to address challenges in performance of EPI 
indicators 

Activity 

Effective Vaccine Management Assessment (EVMA) 

Adverse Events Following Immunization (AEFI) Surveillance establishment  and training  

Rotavirus Surveillance establishment and Training   

Comprehensive EPI Review Program Review (cEPIR)  

Comprehensive Multi Year Plan (cMYP)  

 

The recent relative poor performance of the EPI and Surveillance indicators urged the WHO 

country office and MOHW to work collaboratively to address these critical gaps since 2016. A 

slight improvement was recorded on some of the indicators in 2017. For instance, in Quarter 4 of 

2017 there was 97% completeness of reports, with cumulative Pentavalent 3 vaccine coverage of 

96% and Measles Dose 1 coverage of 95%. Penta1-Penta3 drop-out rate was 10.5%.   
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Partnership landscape and achievement: 

The achievements made in the Botswana EPI were a result of the strong collaboration between 

the MoHW and WCO with support from WHO/IST/ESA and Regional office teams. The 

collaboration and team spirit have further cemented the partnership.  

 

Effective Vaccine Management Assessment (EVMA): 

The EVMA was conducted in May 2017. It consists of 9 point assessment (criteria) tool that 

covers a broad range of vaccine management indicators. Table 3  shows the results of the 

assessment. 

Table 3: EVMA performance at the various levels/Stores 

Criterion Scores by Store type 

Central 

Store 

District Store Health Facility 

Store 

E1: Vaccine arrival 46% - - 

E2: Temperature 51% 56% 60% 

E3: Storage capacity 85% 76% 78% 

E4: Building, Equipment, Transport 91% 86% 83% 

E5: Maintenance 81% 48% 60% 

E6: Stock management 82% 56% 26% 

E7: Distribution 70% 41% 43% 

E8: Vaccine management 96% 78% 80% 

E9: IMS, Supportive functions 68% 17% 22% 

 

The country did well in three areas storage capacity, building and equipment and vaccine 

management across all levels (Central/National, District and health facility levels.  

Adverse Events Following Immunizations (AEFI):  

An Adverse Events Following Immunization surveillance system with clear guidelines was 

established in June 2017. An oversifgt committee was established primarily to monitor and 

report on the AEFIs in the country. The AEFI global targets are 10/100,000 population of 

surviving infants per year. Botswana reported 11 mild cases in 2017.  

Rotavirus Surveillance system  

Botswana introduced the Rotavirus Vaccine in 2012 and surveillance system in July, 2017. Four 

sites were identified as Rotavirus surveillance sites, which include two national referral hospitals 

and two district hospitals. In 2017, there were 29 samples sent to the laboratory for analysis from 

the sites and 57% of these were Rotavirus positive.   
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Comprehensive EPI Review (cEPIR) 

For many years, Botswana had failed to conduct a comprehensive EPI review except a desk 

review that was carried out in 2011. Therefore the 2017 Botswana comprehensive EPI review 

could not have come at a better time. Challenges of the EPI and Surveillance indicators have 

become  more critical than ever. Below are some of the findings: 

 

I. Government funding of health and immunization was found to be decreasing contrary to the 

GVAP’s recommendation.    

II. Ten health districts were reviewed.   There was evidence of existing supportive supervision 

in four of the districts visited. Relevant documents for legal framework to support children's 

right including right to immunization (Public Health Act (Chapter 63:01) and Children's Act, 

2009 (No. 8 of 2009), National Health Sector Strategic Plan (NHSSP) 2017 – 2023 as well as 

EPI comprehensive Multi Year Plan (cMYP) 2012 – 2016) were found in those facilities. 

III. Cold chain storage capacity was adequate.Cold chain replacement plan existed with 

standardization of cold chain equipment.  

IV. Vaccine stock outs were recorded in some of the facilities 

V. VPDs Surveillance:  The health facilities staff knew case definition of measles, AFP and 

NNT.  

VI. However, in the visited health facilities, there was no list of active surveillance sites and 

hence active surveillance was not conducted.  Community based surveillance structure was 

not well established.   

VII. AEFI Surveillance: Although staff members knew the procedure for reporting AEFI using 

case investigation forms at all levels, the surveillance system was not sensitive enough to 

pick AEFI.   

VIII. Service Delivery and Demand: Immunization services are provided in all health facilities 

including private health facilities.  Need to strengthen social mobilization and community 

involvement was identified. 

IX. Advocacy, Communication and Social Mobilization: The national health policies and plans 

all included a very strong component of health promotion. However, District communication 

plans did not reflect EPI activities for demand creation.   

X. Data Recording, Monitoring and New Vaccine Introduction: There is a system in place for 

data management (DHIS2) as well as recording tools (register, tally sheets and CWC 

registers) in all 8 of the 10 districts visited. Data quality issues were observed. 

 

Comprehensive Multiyear plan (CMYP) 2018-2022: 

The cMYP 2018-2022 is a systematic multiyear strategic plan that was developed in order to 

strategically address the findings of the comprehensive EPI review and other assessments.   The 

2018/2022 cMYP development was based on the evidence of the EVMA, the CEPIR, and the 

2015 DQS recommendations.   
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Challenges 

Botswana’s EPI programme challenges include the following 

Table 4: Challenges and opportunities in EPI Programme in Botswana 

Challenges Opportunities 

a. Data quality issues Capacity building in M&E 

b.  Distribution of vaccines to the peripheral 

facilities 

Government 100% financing for vaccination is 

very encouraging and lays foundation for 

sustainability and improvement of resources 

c. Inadequate resources especially at district 

level leading to infrequent support 

supervision 

Opportunity to implement MIC strategy within 

GVAP, increase immunization coverage and 

achieve national objectives. 

d. Absence of Active search and failure to 

involve communities in surveillance 

Strengthened decision-making (NITAG), 

Increased political commitment and financial 

sustainability 

e. Inadequate commitment in the EPI 

program observed among district 

management was observed. 

The adaptation of the GIS/ISS online 

monitoring tool is bound to make a difference 

in the monitoring of the program. 

 

Priorities for the 2018-2019 Biennium:  

1. Country to establish a NITAG to monitor and assist in EPI research and other 

technical objectives 

2. Strengthen the ICC for resource mobilization and sustainability of the program 

especially surveillance 

3. Give priority to close surveillance system gaps to improve on the surveillance indicators 

4. Utilize the ISS tool to closely monitor surveillance activities and enhance prompt and 

timely reporting and strengthen support supervision 

 

Conclusion: 

The biennium 2016/2017 was an eventful period. A number of outstanding activities were 

conducted that were long overdue such as the establishment of the Rotavirus Surveillance, 

EVMA and the AEFI Surveillance. The assessments and reviews  conducted elucidated the 

system gaps to allow evidence based planning. In the next biennium priority will be given to 

addressing the recommendation of the EPI reviews with the view to improve the immunization 

service quality and EPI Surveillance especially AFP Surveillance. The newly established 

surveillance systems such as the Rotavirus surveillance, AEFI, and the CRS have to be closely 

monitored to meet the required targets and improve the quality of the immunization service 
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delivery. Activities that drive the Polio Eradication Endgame Strategy and Measles Eradication 

will be strengthened for the country to be certified Polio and Measles free by 2019 and 2020 

respectively. 

HEALTH PROMOTION, SOCIAL DETERMINANTS OF HEALTH, NON-

COMMUNICABLE DISEASES, MENTAL HEALTH, TOBACCO, ALCOHOL, ROAD 

SAFETY, VIOLENCE, INJURIES AND DISABILITY AND COMMUNICATIONS 

  

Botswana has a strong track record of Primary Health Care with near universal health coverage 

as 90% of citizens are within a 5 km radius of a health facility. Public health services are heavily 

subsidized, requiring only U$0.50 for any type of service. The National Health Policy espouses a 

Social Determinants of Health approach, which promotes an All of Government and All of 

Society approach, making Health Promotion central to health and development.  

The challenge for the country across programmes has often been the lack or use of old strategic, 

operational, normative or regulatory frameworks. Therefore for the 2016-2017 biennium, WHO 

aimed to strengthen government capacity for efficient implementation by strengthening 

capacities through reviews and development of strategic guiding/operational documents, training 

of personnel and enhancement of inter-sectoral actions for health and development across the 

key programme areas highlighted in this section. 

HEALTH PROMOTION AND SOCIAL DETERMINANTS OF HEALTH 

 

WHO supported the MoHW to develop a 3 year plan on Health in All Policies to guide Health 

Promotion and strengthen inter-sectoral action for Health and development. Collaboration on 

Health and development was established between WHO, the University of Botswana (WHO 

Collaborating Centre for Nursing and Midwifery Development) and MoHW. The collaboration 

was named, the Health and Development Partnership. The key purpose of the partnership is to 

synergise comparative advantages of the partners and other stakeholders to strengthen Health 

Services through development of Human Resources for Health, providing evidence to inform 

policy and service planning as well as informing, empowering and mobilizing communities for 

health and development.  

The major successes for the fledgling partnership to date are the strengthened engagement 

between the partners and the popular public lecture series. Three highly successful lectures were 

delivered in 2017. The Minister of Health and Wellness presented the inaugural lecture focussing 

on addressing the Social Determinants of Health. A Paramount Chief (Traditional Leader) 

delivered the second lecture on Community Engagement while the WHO Regional Director for 

Africa gave the third lecture on transforming Africa’s health and leaving no one behind! These 

lectures generated meaningful debate, ideas and evidence to inform health and social 
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development, and further lectures are planned for 2018. WHO and partners will also support 

research, documentation and on occasion publish with collaborating centre.  

Sustainable Cities: A successful high-level advocacy and sensitization workshop was conducted 

for Gaborone City Councillors on Healthy and Sustainable Cities, with particular focus on health 

parks as a strategy to promote Physical Activity (active lifestyle) and NCD prevention. The City 

Council was amenable to providing land and cost-sharing upkeep of the parks with MoHW and 

other stakeholders. The Councillors were led by the City Deputy Mayor. Capacity building and 

sensitization workshops for council and MOHW staff have also been conducted. 

Botswana has a very strong School Health Programme. WHO has been supporting the MoHW 

to pilot the Health Promoting School Initiative in selected schools. A highly successful Pilot 

(Primary School in Lobatse Town Council) was chosen and showcased as a best practice and 

benchmark for other schools to emulate. The school hosted a delegation from Ghana on a 

benchmarking mission on Health Promotion and Health in All Policies.  

The school models inclusive education as it 

enrols students with special needs and therefore 

the environment has been adjusted to 

accommodate them. The school also showcases 

community engagement and partnerships for 

health and education. It has projects and 

activities sponsored by various businesses in 

town including bee-keeping, piggery, rabbit 

keeping and a vegetable garden. It also has a 

sick bay and counselling room also sponsored 

by corporate citizens.  

Other sectors visited to show Health Promotion 

and HiAP are the Motor Vehicle Accident 

Fund, a parastatal that deals with Road Safety, Rehabilitation and Accident Insurance; the 

Department of Environmental Affairs that protects health from negative impacts of 

economic/structural developments; Office of the President that provides social security and 

protects vulnerable people from poverty and unemployment. Mauritius and Seychelles also 

visited Botswana to benchmark on Health Promotion and Health in All policies. 

WHO convened brainstorming sessions with the Southern African Development Community 

(SADC) Secretariat to consider possible joint actions going forward for the benefit of SADC and 

WHO Member States in line with WHO/SADC MoU.  A list of key actions was drafted for 

implementation. 

  

 
Ministries of Health and Wellness and Basic 

Education with WHO and the visiting Ghana 

delegation appreciating a school garden with 

provision for learners with disabilities 
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NON-COMMUNICABLE DISEASES (NCD) 

 

WHO supported the development of a 

costed National Non-communicable 

Diseases Multi-sectoral Action Plan 

(NCDMAP) 2017-2022. The plan was 

developed through various stakeholder 

engagements. Although implementation is 

already on-going, the plan will be officially 

launched in 2018 at a function that will 

engage various stakeholders, particularly 

the private sector and civil society, for buy-

in and to make a contribution to the 

national NCD targets. NCD Management guidelines were also developed and incorporated into 

the National Primary Care guideline manual. The country is likely to meet most of the UN 2018 

NCD milestones. 

To promote and support the UN delivering as one approach, NCDs were incorporated in the 

UNDAF. They form part of the UN-Government of Botswana annual operational plans and are 

constantly monitored. In order to ensure sustainable funding for Health Promotion and NCD 

Prevention and Control, a Health Promotion Fund Order merging the Alcohol and Tobacco Levy 

Funds was proposed and drafted. The Fund Order is a legal document earmarking the levy funds 

for NCD prevention and Health promotion. WHO provided technical guidance and continues to 

provide high level advocacy for implementation of the Fund Order. WHO advised on this option 

in lieu of a Health Promotion Foundation as Government has imposed a moratorium on new 

parastatals. In the interim, WHO has been appointed to the national Alcohol Levy Management 

Committee. 

Significant advocacy and public education activities including commemoration of selected health 

days such as the SADC Healthy Lifestyles Day, World Health Day, World No Tobacco, Cancer, 

Diabetes and Mental Health Days were successfully carried out with communities in different 

parts of the country. This forms part of community engagement and empowerment, promotion of 

ownership and strengthening of health literacy and leadership.  

ALCOHOL  

Together with UNDP, WHO supported the MoHW to conduct a desk review and stakeholder 

perception assessment of the National Alcohol policy. Work on the policy and development of a 

national strategic plan is in progress. 

TOBACCO CONTROL 

The Tobacco Control Bill was discussed for the first time at Cabinet before submission to 

parliament. Plans are underway to get it signed into law by the end of 2018. In the meantime, 

 
WR (right) doing physical activity with staff of Land 

Boards and Local Authorities 
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lawyers, attached as legal advisers to different ministries and the Chambers of the Attorney 

General were trained to strengthen their capacity for tobacco control. The training of lawyers 

was done in partnership with the Attorney General’s Chambers, Anti-Tobacco Network, the 

Campaign for Tobacco Free Kids and MoHW . A media training to ensure adequate media 

information, education and mobilization was conducted.  

Botswana also conducted her first Global Adult Tobacco Survey to assess consumption and 

impact of tobacco in the population. The results will inform policy and tobacco control 

interventions. Analysis and publication will be done in the second quarter of 2018. A Fact sheet 

and technical report will also be developed disseminated.  

VIOLENCE INJURIES AND DISABILITY  

 

The country has been offering rehabilitation services without properly documented normative 

guidance. To fill this gap, a Rehabilitation policy and Strategic plan were developed after a 

comprehensive situational analysis that included a desk review, focus group discussions, key 

informant interviews and visits to facilities and key stakeholders. A draft WHO Rehabilitation 

Assessment tool was piloted and used to collect further information. Two summits with service 

providers and general stakeholders were also held to gain further insights into service provider, 

user and advocate perceptions and solicit their inputs. The policy and strategy were developed in 

a multi-stakeholder workshop. The drafts are being discussed and reviewed with different key 

stakeholders, particularly service providers and consumer representatives such as District 

Councils and stakeholder Associations. The two documents will be finalized in 2018. 

MENTAL HEALTH 

 

WHO supported a desk review and key informant interactions for both the Mental Disorders Act 

and the Mental Health policy. A Multi-sectoral Technical Advisory Committee was established 

and is helping to guide the review process. Drafting instructions for the law are being finalized 

for approval by cabinet to enable revision of both instruments.  
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ROAD SAFETY 

WHO facilitated the visit of The United 

Nations Secretary General’s Special Envoy on 

Road Safety/FIA President, Mr Jean Todt, to 

Botswana to advocate for Road Safety and 

encourage the country to build on her 

commendable efforts. Mr Todt had 

consultations with the Ministers of Transport 

and Communications and Basic Education. 

Discussions during his visit included 

possibilities for inclusion of Road Safety in 

the school curriculum and other forms of 

partnerships between the two sectors. He also 

addressed a one day Summit of the National 

Road Safety Committee highlighting the need 

to strengthen monitoring and evaluation and urging the country to sign and ratify (become party 

to) UN Conventions related to Road Safety. 

WHO also supported the country during the Launch and observation of the 4
th

 UN Global Road 

Safety week. This was coordinated by the Ministry of Transport and Communication in 

collaboration with the Kgatleng District community and Road Safety Stakeholders including the 

media, civil society and private sector.  

To ensure direct round the clock technical guidance and support on Road Safety, WHO has been 

added to the National Road Safety Committee, a statutory body founded by an Act of Parliament 

to coordinate Road Safety. Both the WHO Representative and WCO technical focal point are 

now members.  

COMMUNICATIONS  

 

A media and stakeholder database has been developed but is still work in progress. WHO 

information materials are continually and strategically shared with stakeholders. WHO chaired 

the UN Botswana Communications Group in 2017 and coordinated successful commemorations 

of UN Day focusing on domestication and propagation of the SDGs and highlighting SDH, 

NCDs, Climate Change and Emergencies as strategic synergy points for the UN and Government 

cooperation. WHO will develop a comprehensive WCO Communication Strategy in 2018 and 

will support finalization of the MoHW Corporate Communication Strategy in addition to 

strengthening the capacity of the Public Relations and Communications Unit staff. 

Challenges and Constraints  

The main challenge is the frequent changes in senior management at MoHW. This might delay 

action on critical matters.  

 
Hon Minister of Transport and Communications 

(white shirt) and WR (blue jacket) appreciating the 

operation of a speed  trap by Police Traffic Unit on 

highway 
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Emerging issues and opportunities  

NCDs, Mental Health, Road Safety and Rehabilitation are gaining prominence and so is Health 

in All Policies (HiAP) as a tool for addressing the social determinants of Health and improving 

inter-sectoral action. Both the Minister and Assistant Minister have made HiAP and NCD 

prevention cornerstones of their public engagements. These will get considerable attention in 

WHO support in the 2018/19 biennium.  

Conclusion 

The year 2017 was very busy, eventful and successful in many respects. Major strategic 

milestones were reached at policy, legal, regulatory and technical levels. Advocacy for public 

health got a major boost from the visits of the WHO Regional Director for Africa and the UN 

Secretary General’s Special Envoy for Road Safety. There was also significant mileage in 

partnerships as evidenced by the Health and Development partnership, re-affirmation of the 

WHO/SADC MoU and selected successful engagements with various sectors in and outside 

government. The next biennium will focus on strategic support for concerted implementation and 

monitoring of programmes. 

PUBLIC HEALTH AND ENVIRONMENT (PHE)  

 

African Ministers of Health and Environment adopted the Libreville Declaration on Health and 

Environment in Africa 2008 in which they committed themselves to jointly address 

environmental determinants of human health and ecosystems integrity. However, progress made 

across the Region in the implementation of the Declaration has been slower than anticipated. The 

adoption of the Sustainable Development Goals (SDGs) also generated renewed efforts in 

addressing environmental determinants of health.  

National Environmental Health Policy 

The Ministry of Health and Wellness (MoHW), with support from WHO, developed national 

health policy aimed at harmonizing health and environment policies and Acts from various 

players in the country. National Environmental Health Policy will serve as an overarching policy 

to address environmental determinants of health and will address a range of environmental health 

challenges in public health in Botswana. Environmental health strategic plan with monitoring 

and evaluation framework, implementation plan and regulatory framework will be developed to 

guide implementation of this policy. 

Rural climate resilient water safety plan (CR-WSP) training 

Provision of safe drinking water and safe sanitation remains a priority for health and 

environment interventions in Botswana. Ensuring access to safely managed water and sanitation 

services for all is one of the SDGs (Goal 6.1 - 6.3).  Water safety planning is a comprehensive 

risk assessment and risk management approach that encompasses all steps in a drinking-water 
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supply chain, from catchment to consumer. The approach is inherently flexible and applicable to 

systems of all sizes and resource levels. 

In keeping with this, the MoHW with WHO support, held a rural climate resilient water safety 

plan (CR-WSP) training in July 2017. The participants were Environmental Health Officers from 

selected districts and national levels in Botswana. Participants were also drawn from Ministry of 

Minerals, Energy and Water Resources (MMEWR).  The purpose of this training event was to 

strengthen national capacity for the development and implementation of rural CR-WSPs, the 

water supply system. The practical field sessions were undertaken in the community of 

Ramapathe in South-East district. This training was the first of its kind in Botswana. 

Training workshop on occupational health and safety of Health workers 

WHO country office supported MoHW to undertake a three day training workshop on 

occupational health and safety of workers in accordance with International Labour 

Organization/World Health Organization (ILO/WHO) work improvement in healthcare facilities 

(HealthWise) tool. A total of thirty experts from the main health care facilities in Botswana were 

trained to raise their perception in recognizing occupational health and safety risks and to 

develop preventive measures. The training also involved a site visit to Princess Marina Hospital, 

one of the major referral hospitals, to identify occupational hazards and assess the effectiveness 

of safety measures in place. 

Development of national policy guidelines on occupational safety and workers health 

WHO in country and from Headquarters supported a national workshop for senior Human 

Resource officers, programme officers from MoHW and Ministry of Labour including Labour 

Unions to review the Botswana policy on occupational Health and safety of workers. In addition, 

the participants discussed key areas for consideration concerning workers protection and 

occupational health and safety of health workers.  

The key outcomes of this workshop were recommendations on ways of improving occupational 

health and safety of workers. The recommendations will be used to develop national policy 

guideline on occupational health and safety of workers that will be aligned to the ILO/WHO 

Global Framework on occupational safety and health of workers. Furthermore, WHO assisted in 

a recent restructuring of the MoHW that entailed re-positioning of occupational health in the new 

structure, including defining the functions of occupational health for internal customers (workers 

in the national health system) and external customers (workers in other sectors).  

Challenges 

There is inadequate capacity in the Environmental and Occupational Health Division to 

coordinate stakeholders from other sectors for joint implementation of key activities of health 

and environment in line with WHO guidance. There has also been slow progress in finalizing the 

national environment policy 
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ANTIMICROBIAL RESISTANCE CONTAINMENT (AMR) 

 

AFRO RD Dr Moeti (2
nd

 right) with the British High Commissioner to Botswana Her Excellency Katie Ransome 

(3
rd

 right), WR and the Multi-sectoral AMR technical working group 

Botswana has endorsed the WHA 2015 resolution on taking action on rational use of antibiotics 

to curb the increasing rate of antimicrobial resistance wich risks disease outbreaks with little or 

no treatment options.  The AMR is primarily due to irrational use of antibiotics. The Global 

Action Plan (GAP) on AMR adopted at WHA 2015 uses the “One Health” approach with OIE 

and FAO, realizing that, antibiotics use in other sectors can affect human health. The GAP was 

meant to guide member states in developing national action plans 

Achievements  

Governance Structures: The country has taken to responding to AMR in a multi-sectorial 

approach. With guidance from WHO, a forum made up of Permanent Secretaries and other 

senior officials of relevant Ministries was constituted, with the secretariat at the MoHW. The 

multi-stakeholder Governance Forum is chaired by the Ministry of Health and Wellness 

Permanent Secretary. It commissioned the development of the National Action Plan on AMR.   

A situational Analysis was carried out through multi-stakeholder interviews and a desk review 

which yielded recommendations for the AMR response in Botswana.  The end result was the 

Botswana National Action Plan (NAP) on AMR (2018 – 2023). The NAP is aligned to the GAP 

and country context. It was developed with extensive stakeholder interactions. It identified 

immediate priorities, and outlined implementation and monitoring modalities.  

Challenges  

I. There are major issues of regulation that would need to be attended to, as the use of 

antibiotics in other sectors is not as tightly controlled as in the human sector; 
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II. Poor awareness of the rational use of antibiotics by both health care workers, veterinarians, 

farmers, retailers/traders and the public.  

Next Steps  

I. TWG to implement the NAP through different relevant sectors; 

II. The Governance forum of Permanent Secretaries to monitor implementation of the NAP and 

reporting to Global Reports Mechanism; 

III. There is need for intensive education campaigns to bridge the identified knowledge gap.  

 

HEALTH SYSTEMS STRENGTHENING   
 

Restructuring of the MoHW: In September 2015, the Botswana Cabinet of Ministers approved 

the restructuring of the MoHW . WHO was then requested to support the MoHW in the 

implementation of the approved structure. The restructuring  aimed at creating a leaner top, and 

more services and HR in the lower levels of the structure. The philosophical approach was to 

ensure that the districts were empowered to carry out more functions than they were in the past. 

The roadmap guiding the process was developed with all the critical milestones. It also included 

the constitution of the Restructuring oversight team chaired by the Deputy Permanent Secretary, 

and reporting to the Honorable Minister of Health and Wellness via the office of the Permanent 

Secretary. The recommendations on the implementation modalities, including the layout of the 

structures at the national/central, districts and communities, Job Effectiveness Descriptions for 

relevant identified positions were then developed and endorsed by the Honorable Minister.  The 

MOHW then put together the implementation team, made up of senior government executives to 

oversee the process.  

National Health Accounts: In 2015, representatives from MoHW and WCO participated in a 

regional training for the use of SHA 11 in institutionalizing the National Health Accounts. The 

SHA 11 is a process that simplifies and facilitates effective and timely analysis of the NHA 

yearly. Following the training, WHO assisted the MoHW to generate their NHA. However, there 

were challenges experienced such as the unavailability of data, inability of coding into the tool, 

and HR constraints. The plan in the future is to work with stakeholders to automate data sharing 

with government, thereby enabling the timely generation and release for stakeholder utilization 

into their planning processes.  

Health Financing Strategy: Following the situational analysis of the health financing landscape 

in Botswana, there was a need to respond to the recommendations in the report. These included 

the necessity for the country to focus the resources better, reduce wastage and mobilize resources 

to reach the intended target.  The TWG was then set up and with support from partners, the 

MoHW is finalizing the development of the strategy.  
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NEGLECTED TROPICAL DISEASE ELIMINATION 

  

The 2014 NTDs mapping revealed Soil Transmitted Helimenthes (STH) prevalence of over 20% 

in 9 districts. The survey for Lymphatic Filariasis (LF) was done in only 6 districts bordering 

endemic countries, and was  1% in Chobe, which  was later nullified through validation 

mapping.  

Achievements  

Lymphatic Filariasis Mapping in Chobe district. 

MOHW through support from WHO conducted validation mapping to verify 1% Lymphatic 

Filariasis earlier identified in the Chobe district. The mapping covered children aged 9-14 in all 

schools and the findings successfully nullified the presence of LF in the Chobe district. 

 
Blood collection in progress 

 
Blood processing in progress 

 

The success of the mapping was facilitated by collaboration between the NTDs programme, 

School health (Child Health deworming) and Ministry of Education.  

First Mass Drug Administration  

Through technical and financial support from WHO, the MoHW and Ministry of Education and 

Skills Development conducted a joint activity of the under-five deworming and first mass drug 

administration (MDA) of Albendazole for STHs among 5- 13 school children. The MDA was 

conducted in 9 districts with 20% STHs prevalence, which is the threshold for MDA.  The 

districts included Chobe, Jwaneng, Lobatse, Mahalapye, Ngami, Okavango, Selibe-Phikwe, 

Gantsi and Kgatleng. About 67,000 children were given Albendazole treatment.  

Challenges in the NTDs Implementation 

I. Although there is a focal person, coordination of NTDs is still not smooth because the 

diseases are still managed in different departments like Malaria Vector Control Unit 

(Schistosomiasis) and TB (Leprosy) and Blindness unit for Trachoma.  

II. Funding is uncertain.  
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Next steps  

I. Advocacy for more political commitment  

II. Revision of the master plan 

III. Administration of second  MDA  

IV. Post surveillance to measure the impact of both the first and second  MDAs   

V. Mapping of Trachoma  

 

INTEGRATED DISEASE SURVEILLANCE AND RESPONSE (IDSR)  

 

The MoHW has been implementing Integrated Disease Surveillance and Response (IDSR) 

programme since 2003 in all District Health Management Teams (DHMT) and currently 

conducts surveillance for epidemic-prone and diseases of Public Health Importance.  The 

Programme works collaboratively with other sectors like Animal Health department, 

Environment Unit, Immigration, Water, Trade, WHO and CDC.  

The routine information had shown some gaps in the program implementation such as delayed 

reporting, lack of utilization of data by District health care workers. These gaps highlighted the 

need to build capacity, and have training guidelines and trained resource persons at both National 

and DHMT levels.  

Achievements  

Adaptation of the IDSR Facilitator and Participants Training Manuals 

The IDSR program, through technical support from WHO, adapted AFRO training modules 

(both facilitators and participants) to the country’s context. The objective was to establish 

standardized training materials that would be used to train trainers of trainers who will in turn 

cascade training to the District Health Care workers.  

IDSR Training 

 

Through technical and financial support from WHO, and using the Integrated Disease 

Surveillance and Response training modules, 56 participants from 16 districts as well as the 

national level were trained as trainers of trainers. The emphasis of the training was on the 

identification of cases using standard case definitions analysis, interpretation, and submission of 

reports. The training also provided an opportunity to highlight the importance of laboratory 

services in disease surveillance, outbreak prepared, response and management of epidemics.    

At the end of the training the participants enrolled in the WHO IDSR online training platform to 

consolidate the knowledge gained after which they were awarded certificate of completion.  
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Challenges in IDSR implementation 

 

I. Inadequate district level capacity on the IDSR implementation 

II. Delayed reporting of district level data to national level 

III. Passive Emergency Management Committees 

 

Next steps  

I. Trainers to cascade training to the other health care workers in the districts;  

II. Review and update the terms of reference for the existing District Emergency Management 

Committee (DEMC); 

III. Investigate reasons for late or incomplete reporting from districts  

IV. Develop events based reporting system.  

 

EFFECTIVE AND EFFICIENT HUMAN RESOURCE AND TECHNICAL ASSISTANCE  
 

WHO Botswana continues to provide best practice, evidence-based technical advice in key areas 

jointly identified with the Government of Botswana. The Botswana WCO which has a staff 

complement of 15,  has been designated a CSU Model 3 office by the Regional Office. The staff 

complement comprises of six  National Professional Officers, eight  General Staff members and 

one International Staff member who is the WHO Representative. Due to the size of the office, 

the CSU staff undertake multiple roles and tasks, which has potential shortfalls.  

The Botswana WCO budget award was US$2,601,066 for the 2016-17 biennium for the cost of 

both salaries and program activities. The planned costs amounted to US$2,918,912. The budget 

implementation rate against award budget was 93% whilst budget implementation rate against 

planned costs was 83%. Whilst the funding was not adequate to meet planned activities, there 

were no salary gaps and activities were prudently implemented. 

The office also prioritized and did more with less and intensified efforts to mobilize resources 

internally and externally to complement resources awarded. However, resource mobilization 

from external sources was relatively difficult due to the classification of the country as an upper 

middle income country. 

As part of the on-going transformation agenda, a compliance training was organized by WCO 

Botswana focusing on a range of topics like accountability framework, risk management, internal 

control framework, key performance indicators, procurement, HR management, programme 

management, awards, budgets and fixed assets. 

The WCO human resources were restructured to address the growing need for the country to 

address the emerging health challenges posed by NCDs. Currently, the Ministry of Health is 

going through a restructuring exercise and there might be a need for the WCO to further 

restructure its clusters to serve the country better. 
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The WCO is in the process of training its partners in understanding the WHO Business Rules 

using a standard Handbook for the African Region.  

Finally, key performance indicators and a Compliance Roadmap have been established to ensure 

that weekly and monthly progress on the agreed goals with MOHW is monitored. 

For people management, the Organization has increased its emphasis on training, coaching and 

mentorship. A buddy training model has been adopted to assist staff members to learn technical 

skills from each other. 

The WCO has made strides to improve effectiveness and efficient management of resources as 

demonstrated by improvement in both Managerial and Technical KPIs. However, only the 

suppliers’ management aspect of the Managerial KPIs remains sub-optimal. There are on-going 

efforts to improve on this through continuous engagement with suppliers for timely settlement of 

their invoices and signing of Long Term Agreements with suppliers through the One UN process 

of the UN Botswana Operations Management Team. 

INFORMATION AND COMMUNICATION TECHNOLOGY (ICT) RESOURCES 

 

ICT Equipment: 

At the beginning of the biennium, the office was running on two old HP servers (purchased and 

commissioned in 2010). With the assistance from the WHO Regional Office for Africa 

(WHO/AFRO), two new servers were purchased in the third and fourth quarters of 2017 

respectively. 

With respect to workstations, staff members in the country office mainly use PCs and laptops 

purchased in 2013 with central printing using Ricoh printers, which were acquired in January 

2016. There is a centralised UPS system for stable and reliable power supply and this was 

commissioned at the beginning of January 2016. 

The office now has a Polycom Video Conferencing system and a Bosch conferencing system for 

meetings and conference calls. Both systems were purchased and successfully set up in January 

2016. They have remained functional since their installation. 

Status of Network Link 

WHO Botswana has two (primary and secondary) ICT network links. The primary service is via 

a VSAT satellite connection for GPN phone system, email and intranet (i.e. for corporate 

systems). On the other hand, the secondary internet link is provided by a local ISP.  
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Challenges 

The office’s allocated funds for the biennium were not adequate to support the optimum ICT 

infrastructure needs. AFRO’s assistance to purchase two new servers was much appreciated. 

There was a minor internet connection breakdown at the end of September 2016, which lasted 

for about two days, which IST/ESA-ICT and HQ assisted to resolve. During this point, intranet 

and email were affected but phones where still working. 
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WHO PRESENCE AND PARTNERSHIPS 

 

   

WHO held high level advocacy meetings to seek partnerships and collaboration towards 

supporting the country’s efforts on Health. High level meetings were held with The Acting 

President of Botswana His Honour Vice President Mokgweetsi Masisi, Ministers of 

Government, Ambassadors and Heads of Diplomatic Missions and Multi-lateral Organizations, 

Development partners, Private Sector and Civil Society Organizations.  

 

 

 
His Honour Vice President Masisi receiving WHO 

strategic documents from WR during a courtesy 

visit 

 RD Dr Moeti (left) Her Excellency Katie Ransome 

the British High Commissioner to Botswana 

(centre) and WR Dr Ovberedjo after exploratory 

talks in the WR’s Office  

 

 

 

 

 
His Excellency Ambassador Paul Miller of the US 

(back row, centre) with some WCO staff during his 

visit to the WCO  

 L-R: Assistant Minister of Health and Wellness, 

WR, PS Health,  UN Resident Coordinator and 

other UNCT members at World AIDS Day 

commemoration 

   

 

 (Left): Minister of Local Government and Rural 

Development Hon. Slumber Tsogwane and WR in 

a meeting about opportunities for collaboration 
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  Enhanced Laboratory diagnostics (National 

Reference Lab) 

   

 

 

 
His Excellency EU Ambassador to Botswana and 

SADC Mr Alexander Baum, his colleague and the 

WCO Botswana team 

 WR addressing the public at the commemoration 

of the 4
th

 UN Global Road Safety Week  

   

 

 

 
WR with SADC Executive Secretary after a high 

level advocacy meeting  
 WHO staff member educating people on WHO 

work during the commemoration of UN Day 
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Minister of Finance and Economic Development 

Hon. Kenneth Matambo and WR sharing a light 

moment after a courtesy meeting 

 WCO staff with the Compliance team after the 

compliance training workshop 
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REGIONAL DIRECTOR’S VISIT 

 

The WHO Regional Director for Africa, Dr Matshidiso Moeti, was in Botswana on an Official 

State Visit from 3-5 October 2017. Dr Moeti interacted with the Botswana Acting President, His 

Honour Vice President Mokgweetsi Eric Masisi. Both parties expressed appreciation of the 

enduring and mutually beneficial relationship between Botswana and WHO and committed to 

sustaining it.  Dr Moeti also met with Minister of Health and Wellness, Honourable Dorcas 

Makgato and discussed possible areas for support. She also met with the SADC Executive 

Secretary with whom she discussed possible areas for collaboration under the current MoU 

between the two organizations. Dr Moeti also visited health facilities in Gaborone and 

Molepolole.  

She visited the University of Botswana where she later gave a well-attended public lecture on 

Transforming Africa’s Health: Leaving no one behind! The lecture was attended by the 

Assistant Minister of Health, Chairman of Ntlo Ya Dikgosi/Traditional Leaders, Ambassadors, 

UN Heads of Agencies, Heads of Development Partners, Corporates, Academia, Senior Civil 

Servants, Civil Society, Students, Media as well as health and social services professionals. 

 

 

 

Acting President His Honour Vice President Masisi 

(centre) with RD Dr Moeti (in blue), Minister of 

Health and Wellness Hon. Makgatho (in gold and 

green), Permanent Secretary for Health and 

Wellness Ms Halabi and WR 

 RD interacting with an audience of politicians, 

Diplomats, UN agencies, Development partners, 

Traditional and religious  Leaders, private sector, civil 

society, academia and general public at the University of 

Botswana after her public lecture presentation 

   

 

 

 
RD and the SADC Executive Secretary Dr 

Stergomena Lawrence Tax  (centre) and their teams 
 RD appreciating cryotherapy services for cervical cancer 

at Bontleng clinic 
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RD and team on a tour of the new Sir Ketumile 

Masire Teaching Hospital  
 RD and Assistant Minister (to her right) chatting with 

former miners at the TB in the mines project 

   

 

 

 
RD, Assistant Minister, Deputy Permanent Secretary 

and Medical staff outside the Neonatal ward at 

Scottish Livingstone Hospital 

 RD interacting with the media at a press conference. To 

her immediate left is Hon. Minister of Health and 

Wellness, Permanent Secretary, Hon. Assistant Minister 

and WR on her right. 

   

 

  

Dr Moeti in a group photo with the WCO Botswana 

staff 
  

 

 

 


