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Foreword 

The statistics presented in this strategic plan are a tragic reminder that HIV remains the greatest challenge for sustainable human development in Botswana. Women and girls are the most affected by the epidemic with 20.4% of women compared to 14.2% of men living with HIV. A review of the epidemic drivers shows that women are affected, most by the majority of the drivers. This situation is compounded by the biological make-up, which heightens their vulnerability to HIV.  Botswana is concerned with the impact of HIV and AIDS on women and girls. If more women continue to be infected the likelihood of achieving an AIDS free generation or the millennium development goals would remain a distant dream.  
Vision 2016 has called on all development and social sectors to generate and implement specific interventions that will provide comprehensive and quality prevention, treatment, care and support, and impact mitigation services. The National Strategic Framework for HIV and AIDS: 2010-2016 is intended to guide other sectors in developing their own HIV responses. In response to this call, the Women Sector has developed this strategic plan to inform a multisectoral and decentralised HIV and AIDS response for women and girls.

The strategic plan has used a human rights-based approach to programming in order to ensure that duty bearers and rights-holders are accountable to their actions. The application of evidence-informed strategies will facilitate a shift in the planning paradigm from business as usual to a result-focused gender sensitive response that addresses the human rights and needs of women and girls. In shifting the paradigm the strategic plan aims to revolutionise the response in order to accelerate national efforts towards an AIDS free generation, and contribute to the reduction of new HIV infections among women and girls, and deaths among those with TB/HIV co-infection by 50% by 2016. It is also anticipated that the paradigm shift will contribute towards zero tolerance on stigma and discrimination associated with HIV and AIDS. 

To achieve better outcome results, the participation of women and girls in all aspects of the response is not only necessary but it is a critical success factor for the strategic plan. Effective and sustained leadership especially by women leaders at all levels will be important to achieving the objectives of the plan. Through meaningful participation by women and in collaboration with men, social and cultural norms and practices that put women at risk of HIV infection will be addressed in a meaningful manner. Botswana has committed itself to address behavioural, structural and biomedical drivers of the epidemic. Specific interventions have been articulated in the strategic plan around prevention, treatment, care and support in addition to systems strengthening and strategic information management. 

An enabling social, policy and legal environment will be a pre-requisite for the successful implementation of the plan, coupled with the right investment in prioritised interventions. It is clear that we must intensify and increase coverage of interventions, and advocate for integration of services to achieve efficiency in the response. We must focus on risks and vulnerabilities as they related to women and girls. And finally our coordination and management, monitoring and evaluation of the response for women and girls must be strengthened. 

It is time that we, Batswana keep the promise – of no new infections among women and girls, and reduce morbidity of women with TB living with HIV and AIDS. It is our moral duty.  Pula 

Hon. Edwin J.  Batshu
Minister 

Ministry of Labour and Home Affairs       
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Glossary of Terms used in the Strategic Plan 

	Term 
	Description 

	Baseline 
	A quantity, value or fact used as a standard for measuring other quantities and values. Represents the current status.

	Bi-directional
	Describes the linking of sexual and reproductive health with HIV related policies and programmes and the linking of HIV with SRH-related related polices and programmes

	Combination prevention strategy 
	Seeks to achieve maximum impact on HIV prevention by combining behavioural, biomedical and structural strategies that are human rights-based and evidence-informed. The foundations for combination prevention strategy is “know your epidemic” and “ know your response”


	Discordant couples 
	A situation where one of the partners is HIV positive and the other is HIV negative

	Empowerment 
	Action taken to overcome the obstacles of structural inequality that have previously placed a person in a disadvantaged position. 

	Gender
	A concept that denotes the manner in which women and men are differentiated and ordered in a given social-cultural context. 

	Gender mainstreaming 
	A process of ensuring that gender dimensions are included in development policies, legislation, programmes and service delivery and specific actions articulated and costed.  

	Gender responsive
	A term used to refer to interventions that respond to unique needs, and address specific risks and vulnerabilities affecting women and men differently. 

	Incidence 
	Number of new cases of HIV infection arising in a given period in a specified population. Incidence is usually measured every twelve months.

	Post Exposure Prophylaxis
	Refers to antiretroviral medicines prescribed to a person as soon as possible after events with high risk of exposure to HIV (within 72 hours after the event). 

	Prevalence 
	Quantifies the proportion of individuals in a population who are living with HIV at a specific point in time.

	Risk
	The probability that a person may acquire HIV infection. 

	Sex 
	A biological construct defining the physical differences that males and females are born with

	Universal access
	Implies maximal coverage of HIV prevention, treatment, care and support services for those who require them (with a minimum of 80%).

	Vulnerability 
	Results from a range of factors
 that are often beyond the ability of a person to control that increases the possibilities of their exposure HIV infection


Executive Summary

Introduction 

The Women Sector Strategic Plan is a five-year (2012-2016) multisectoral and decentralised response for women and girls in the context of HIV and AIDS.  In developing the plan a human rights-based approach to programming, complemented by evidence and results-based management approach has been used. The plan was developed to provide a strategic framework that will guide and inform the planning, coordination, implementation, monitoring and evaluation of human rights and gender responsive HIV interventions that target women and girls in Botswana. It is also intended to facilitate mainstreaming of gender sensitive interventions in other sector’s strategic or operational plans and the translation of national, regional and international commitments into a scaled-up response to address the needs of women and girls in the context of HIV.  A pre-requisite for the implementation of this strategic plan is the existence of an enabling social, policy and legal environment. 

The strategic plan is aligned to other key national, regional and international policy frameworks including the Constitution of Botswana, Vision 2016, National Development Plan (NDP)-10, National Strategic Framework (NSF) II, National Operational Plan (NOP), key national policies, Millennium Development Goals (MDGs), the Southern African Development Community (SADC) Gender Protocol and the National Mainstreaming Guidelines. The implementation of the strategic plan will be guided by a set of principles that focus on ensuring that stakeholders, protect, respect but also endeavour to fulfil the rights and needs of women and girls. 

To achieve this objective, strategies will focus on and address issues such as risks and vulnerabilities of women, behavioural, structural and biomedical drivers of the epidemic as they affect and relate to women and girls. It is evident that the epidemic is rapidly spreading along the fault lines of socioeconomic development such as gender inequality, poverty, food insecurity and gender-based violence (GBV) among others. This is in addition to negative social and cultural norms and practices.

Taking cognisance of the New Investment Framework, and shrinking resources for HIV and AIDS in general, the strategic plan has established the following four priorities for the Women Sector response:
	Priority 1:
	Prevention of new HIV infections among women and girls 

	Priority 2:
	Strengthening of an enabling social, policy and legal environment for the fulfilment of women’s and girls rights and their empowerment in the context of HIV 

	Priority 3:
	Facilitation of evidence-informed policies, programmes and resources allocations that respond to women’s and girls needs at all levels of the response

	Priority 4:
	Acceleration of universal access to integrated multi-sectoral services for HIV, TB, sexual and reproductive health services


Effective strategies and programmes have been identified, and will be implemented to realise the above priorities and to achieve the following impact level results. 

	Outcome 1:
	New HIV infections are reduced among women and girls aged 10 - 64 by 50% by 2016

	Outcome 2:
	The rights of women and girls are protected, respected and fulfilled by 2016

	Outcome 3:
	Botswana attains zero discrimination and stigma associated with HIV and AIDS directed at women and girls by 2016 

	Outcome 4:
	100% of women and girls with HIV still alive 12, 24 and 36 months after the initiation of antiretroviral therapy 

	Outcome 5:
	Mortality among women and girls co-infected with TB/HIV reduced by 50% by 2016


The strategic plan has further articulated specific outcome level results for the various programme areas. Output results are reflected in the results framework (annex 1) and will be further elaborated in the sector’s national operational plan and the Monitoring and Evaluation (M&E) plan. 

The response for the Women Sector Strategic Plan is organised around the four NSF II clusters for instance prevention of new HIV infections, systems strengthening, strategic information management and scaling-up treatment, care and support for women and girls. The selection of programme areas, strategies and interventions is premised on available evidence generated through “know your epidemic and Response” (KYER) analysis and complemented by evidence generated by other research work.   

Prevention of New Infections of HIV

Prevention of new infections remains a priority for Botswana.  Prevention interventions will focus on two prioritised areas for instance reduction of sexual transmission of HIV, and elimination of mother to child transmission.

The interventions related to reduction of sexual transmission of HIV revolve around the following six priority programme areas - condoms use, safe male circumcision, Multiple and concurrent partnerships (MCP) HIV testing and counselling (HTC), gender based violence (GBV), alcohol and drug abuse, and control of sexually transmitted infections (STI). Services around these programmes are provided by other sectors especially the health sector. However, the Women Sector has a strategic role to play based on their mandate and comparative advantage, in ensuring that services are available, accessible and are being utilised by women and girls. In fulfilling this role, the women sector in collaboration with its strategic partners and alliances will – 

i. Promote correct and consistent use of male and female condoms 

ii. Advocate for the integration of a gender communication strategy in all safe male circumcision programmes

iii. Create awareness, mobilise women, girls and men to promote the reduction of multiple and concurrent partnerships, inter-generational sex, and address issues of sexual debut. 

iv. Mobilise women and girls to create demand for HIV testing and counselling targeting couples including discordant couples, and women most at risk such as sex workers, and migrant populations.
v. Advocating for the implementation of policies, legislation and programmes that prevents sexual and gender based violence, alcohol and drug abuse. 

vi. Advocate for accelerated programme on prevention and control of sexually transmitted infections among women and girls. This will also include creating awareness on the linkages between HIV and STIs.

These strategies will mainstream interventions that address negative social and cultural norms, and practices that continue to fuel the spread of HIV. Social and behaviour change communication will be integral components of these strategies. 

Overall the implementation of prevention interventions will apply the “combination prevention strategy” that builds and strengthens synergy between the various programme strategies, enhances the reduction of duplication of efforts, and support intensification of interventions and increased coverage. Further the combination prevention strategy supports integration of prevention interventions particularly with sexual and reproductive health programmes. 

Botswana is committed to the elimination of mother to child transmission (eMTCT) of HIV. This intervention will have three sub components. First, supporting accelerated implementation of interventions that reduce and eventually eliminate mother to child transmission of HIV.  Second advocate for sustained provision of ART, nutrition and psychosocial support to keep mothers alive. Finally, ensuring protection of sexual and reproductive health rights of women and girls living with HIV. In this context, prevention of unwanted pregnancies will be a priority. Across the sub-components men will be mobilised to participate in a more meaningful and partnership manner.  

Systems Strengthening

Efficient and effective service delivery and better health outcomes are largely dependent on available systems. Through the strategic plan the Women Sector will advocate for strengthening health, community and social protection systems. Effective and functional systems will enhance availability, access, and utilisation of services by all people and in particular women. Strong systems will improve coverage, quality of services, and efficiency in resource use and  service delivery. 

The process of systems strengthening will focus on capacity building, strengthening leadership and governance, improving social, policy and legal environment, service delivery and sustainable financing mechanisms, strategic information management, consolidating and strengthening existing strategic partnerships and alliances.  

Among the priorities for systems strengthening will be coordination and management, and monitoring and evaluation of the Women Sector response. This will include a review and development of coordinating structures at all levels and the participation of civil society  organisations. The capacity for effective leadeship and governance will be strengthened. Roles and responsibilities of the various stakeholders, and coordinating structures will be clarified. Advocacy work will be intensified to ensure increased use of empirical evidence in decision making, planning and resource allocation. 

The capacity of the sector secretariat will be strengthened to ensure that the coordination system is effective and efficient within the sector and between the Women Sector and other sectors. Resource will be mobilised to support the implementation of the strategic plan. 

Strategic Information Management

In the case of strategic information management, the Women Sector Strategic Plan will focus on three priority areas

i. Creating an enabling environment for M&E within the sector and among the sector participants 

ii. Strengthening the Women Sector capacity to generate empirical data and information on women and girls that is sufficiently disaggregated.  

iii. Creating demand to use available evidence to inform decision making, planning and resource allocation, and service delivery. 

Capacity will be developed and the M&E system strengthened to collect, collate, analyse, report and use routine data and information to improve programmes and service delivery. The strategic plan will review and improve on existing mechanisms for data and information dissemination, including feedback to stakeholders. The sector will promote a culture of monitoring, evaluation and reporting on progress from time to time.  Indicators, tools and targets will be reviewed and harmonised and stakeholders trained on their use.  

Stakeholders’ capacity for research will also be strengthened. Linkages will be consolidated between the sector database with other relevant M&E systems such as BHRIMS, HIMS, Bureau of Statistics, EIMS, and the justice system among others. 

Scaling-up Treatment, Care and Support for Women and Girls 

In scaling up treatment, care and support, the strategic plan will focus on two areas for instance advocating for scaled-up ART programme and accelerated implementation of strategies that address TB/HIV co-infection among women and girls. In both cases the emphasis will be to ensure universal access to integrated multi-sectoral services for HIV, TB and sexual reproductive health services. 

A key role for the sector will be to intensify its advocacy work to ensure equitable distribution of services, accessibility and utilisation of such services by women and girls. Communities will be mobilised and awareness created on available services and how to access and use them. The involvement of civil society will enable the sector to track treatment defaulters, and identify emerging challenges including stigma and discrimination.  

In the case of TB/HIV co-infection, the Women Sector will intensify community mobilisation to encourage women and girls to seek early diagnosis of TB, and testing for HIV. Support will be provided to community-based organisations (CBOs) to support communities in service delivery. The Sector will lobby the Health sector to ensure that TB/HIV services are rolled out to all health facilities. 

The capacity of CBOs will be strengthened to support community based care services including referral to other services including care and support of women and girls who are exposed to sexual and gender-based violence. 

Overall, the Women sector will advocate for roll out of essential services to ensure equitable distribution and universal access to treatment care and support services.  

Section 1: Introduction
1.1 Background Information

The Women Sector Strategic Plan is a five-year strategy that will guide the implementation of the national response for women and girls in the context of HIV. The strategic plan is intended to stimulate a paradigm shift from business as usual to a human rights-based response that is evidence-informed and focused on specific results. The strategic plan takes cognisance that Botswana has a gender-, generalised epidemic that has affected women and girls more than men. Although the strategic plan is sector driven, its strategies are multi-sectoral and all sectors will be involved in the response, given that women and girls are the majority in all sectors. In addition, tackling the gender-related drivers and impacts of the epidemic requires the involvement of all sectors. 

The plan intends to make women and girls issues the responsibility of all sectors based on their mandate and comparative advantage in responding to the issues.  This will require a systematic mainstreaming of women and girl’s issues in the other sector operations, and calls for a nuanced knowledge and understanding of gender and HIV.  Only by so doing, can the current efforts and political commitments be translated into positive actions that address issues of women, girls and HIV.

The Strategic Plan is aligned to, and will contribute to the results of National Strategic Framework (NSF) II: 2010-2016, and the National Operational Plan. The Women Sector Strategic Plan is a living strategy that will be reviewed during the five-year period to ensure its continued relevance. 
Successful implementation of the plan will depend not only on the active involvement and participation of women and girls, but also on the strategic partnerships that exist or those that will be established especially with civil society organisations. Strengthened community, health and social systems are critical to the successful implementation of the strategic plan activities. 
1.2 Conceptual analysis informing the development of the Women Sector Strategic Plan
Botswana population is estimated at 2,038, 228 million people (2011)
. According to NDP 10, women (921,585) are more than men (851,655). Population growth is estimated at 1.9% (CSO, 2011) and available evidence indicate that population growth has been affected by the HIV and AIDS epidemic
 (NDP 10, 2009). According to BAIS III (2008) 17.6% of the population is living with HIV. HIV prevalence is higher (20.4%) among females compared to males (14.2%) in 2009
.
The epidemic in Botswana remains the greatest challenge to sustainable human development. Although the main mode of transmission is heterosexual, the epidemic is spreading along the fault lines of socioeconomic development such as gender inequality, poverty, food insecurity and gender-based violence (GBV) among others. The problems are compounded by behavioural practices such as multiple and concurrent partnerships (MCP), low and inconsistent use of male and female condoms, low levels of male circumcision and the presence of sexually transmitted infections. 
The gender bias of the epidemic has placed heavy burden on women, ranging from being the most infected, the majority primary caregivers, the most disadvantaged economically to not enjoying equal rights especially in sexual relationships. However, the gender inequalities in the context of HIV are much deeper than in sexual relationships and deeply rooted cultural and economic systems. Stigma and discrimination has often compromised women’s ability to seek, access and utilise health care including HIV and AIDS services. Until recently women could not own property without the consent of their male partners, or have access to development financial resources. Without some of these resources women have increasingly become more susceptible to violence and abuse, putting them at risk of HIV infection. Female-headed households are more likely to be poorer compared to male-headed households, and their vulnerability to HIV infection is bound to be high
. 
In such circumstances the socioeconomic impacts affecting women and girls, manifest in various forms ranging from household vulnerability, narrowing of livelihood options and households’ inability to meet basic needs, deepening poverty, to weakened traditional safety nets and service delivery system
. The effects of poverty are more profound, manifesting themselves in different forms from inequality in income consumption, social exclusion, ill health, relative deprivation of basic needs, vulnerability to HIV infection and violence. With the current trends of the epidemic impacts, it is unlikely that Botswana will realise all its Vision 2016, High Level Meeting (HLM) commitments and the Millennium Development Goals targets, that have direct impact on women, girls and HIV. The reduction of new HIV infections will equally remain an illusive target. 
It is evident that addressing women, girls and HIV issues including gender equality has gained momentum in the last few years. Policy and legal instruments have been developed to provide technical and policy guidance on how to deal with the HIV and AIDS issues affecting women and girls. Among them are the Botswana Constitution, Vision 2016, the National Development Plan (NDP) 10, the National HIV and AIDS policy, the National Policy on Gender and Development. The Government has shifted its planning and policy paradigm from “Women in Development” to “Gender and development”.
At the work place the Public Service Code of Conduct on HIV and AIDS in the Workplace (Directorate of Public Service Management, 2001), the Policy on HIV and AIDS in the Workplace (Ministry of Labour and Home Affairs, 2003), reinforce these provisions. From a regional perspective, the Southern African Development Community (SADC) Gender and Development Protocol
 also address the issues of gender-based violence, stigma and discrimination. The Domestic Violence Act (2008) addresses gender based violence and provides for legal remedies. The government has also ratified the Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW) 1996 and committed itself to address MDGs that aim to promote gender equality and empowerment of women, and combat the spread of HIV. The NDP 10 has mainstreamed gender as a cross cutting issue in all development aspects.

These frameworks and strategies have not produced the desired results. In most cases policies are not adequately implemented, and legislation is not enforced, the interventions remain under-funded and not well integrated into the national AIDS responses or the broader national socioeconomic development strategies. Gender related interventions are often “adds-on” rather than firmly anchored within the national response. These interventions often deal with symptoms rather than underlying causes, and the impact of the epidemic is often not reflected in the policies or materials committed to the fight against HIV or gender inequality.  Gender inequality has remained pervasive and cuts across all issues of social and economic life.
These challenges are associated partly to inadequate use of available evidence in decision-making, planning and implementation of strategies. Where such evidence is not available, efforts to generate data remains low, and data is not necessarily disaggregated
 in a manner that it can be used effectively.  
1.3 The purpose of strategic plan  
The Women Sector Strategic Plan has been developed to: 

i. Provide a strategic framework that will guide and inform the planning, coordination, implementation, monitoring and evaluation of human rights and gender responsive HIV interventions targeting women and girls in Botswana. 
ii. Support the mainstreaming of women, girls and HIV issues in other sector strategic or operational plans 

iii. Facilitate the translation of national, regional and international commitments into a scaled-up response to address the rights and needs of women and girls in the context of HIV

iv. Support the strengthening of an enabling social, policy and legal environment for a gender and human rights response to HIV for women and girls. 
1.4 The priorities and results of the Women’s Sector response to HIV  

Botswana has established the national priorities for the HIV and AIDS multi-sectoral response in the National Strategic Framework II.  Drawing on those priorities, the Women Sector Strategic Plan has further articulated the following specific priorities for women and girls. 

	Priority 1:
	Prevention of new HIV infections among women and girls. 

	Priority 2:
	Strengthening of an enabling social, policy and legal environment for the fulfilment of women’s and girls rights and their empowerment in the context of HIV.  

	Priority 3:
	Facilitation of evidence-informed policies, programmes and resource allocations that respond to women and girls needs at all levels of intervention. 

	Priority 4:
	Acceleration of universal access to integrated multi-sectoral services for HIV, TB and, sexual and reproductive health services.


The implementation of these priorities will further contribute to the achievement of the following impact results. 

	Outcome 1:
	New HIV infections are reduced among women and girls aged 10 - 64 by 50% by 2016.

	Outcome 2:
	The rights of women and girls are protected, respected and fulfilled by 2016.

	Outcome 3:
	Botswana attains zero discrimination and stigma associated with HIV and AIDS directed at women and girls by 2016. 

	Outcome 4:
	100% of women and girls with HIV still alive 12, 24 and 36 months after the initiation of antiretroviral therapy. 

	Outcome 5:
	Deaths related to TB among women and girls living with HIV reduced by 50% by 2016.


The following strategies will be applied and associated specific activities around each strategy developed and implemented to achieve the above results. 

Table 1: Priorities and key strategies of the Women Sector Strategic Plan  
	
	Priorities for Women
 sector 
	Key strategies 

	1
	Prevention of new HIV infections among women and girls 


	1.1 Prevention of sexual transmission of HIV will be addressed through a set of prioritised strategies that include – condom use, male circumcision, reduction of multiple and concurrent partnerships (MCP), HIV testing and counselling (HTC), elimination of gender-based violence (GBV), control and management of sexually transmitted infections (STIs)
1.2 Elimination of mother to child transmission 



	2
	Strengthening an enabling social, policy and legal environment for the protection, respect and fulfilment of women’s and girl’s rights and their empowerment in the context of HIV 


	2.1 Facilitate the review and strengthening of existing policies and legal environment 
2.2 Strengthen strategic partnerships and alliances especially with civil society organisations 

2.3 Strengthen leadership and governance that promotes and protects women’s and girls rights in the context of HIV
2.4 Advocate for increased and sustainable financing for women, girls and gender equality Interventions in the context of HIV

2.5 Support the mainstreaming of gender issues in other NAC sectors, and HIV-related policies and strategies

	3
	Facilitate evidence-informed policies, programmes and resource allocation that respond to women’ and girls at all levels 
	3.1 Strengthen stakeholder’s capacity to generate and use evidence 

3.2 Generate the evidence through available of means including routine monitoring, research and special studies, and surveys 

3.3 Facilitate “Know your epidemic and Know your response” situation analysis with emphasis on risks and vulnerabilities of women and girls
3.4 Facilitate joint programming between and among sectors and other key stakeholders

	4
	Accelerate universal access to integrated multi-sectoral services for HIV, TB, sexual and reproductive health services.   


	4.1 Improve access to and uptake of ART treatment, care and support services for women and girls living with HIV and AIDS
4.2 Strengthen and scale up TB and HIV collaborative efforts.  
4.3 Strengthen provision of a comprehensive sexual and reproductive health services and SRH rights of women and girls  
4.4 Strengthen care and support for women and girls infected and affected by HIV 


The “know your epidemic” and “response” situation analysis is intended to generate the empirical evidence necessary for making informed choices and decisions while planning and programming for interventions for women, girls in the context of HIV. Such information will include disaggregated data such as sex, age, education, economic status, and marital status among others. The studies will establish the critical epidemic drivers and the strategic routes of transmission of HIV, better understanding of gender inequality and negative gender norms and the specific risks, vulnerabilities and impact of HIV on women and girls.  

1.5 The process of developing the strategic plan 
The development of the strategic plan involved a wide range of participatory strategies. The situation analysis process consisted of literature review and stakeholder consultations in selected districts on issues of women, girls and HIV. Additional consultations (interviews) were organised with key stakeholders at national level. Further consultations were organised with the Multi-sectoral Technical Working Group (TWG). This process culminated in a consultative retreat to discuss the priority areas, strategies and results. The strategic plan document was extensively, reviewed by TWG members and development partners. 
Section 2: The Situation and Response Analysis of Women, Girls and HIV 

2.1 Situation analysis 

2.1.1 The epidemiology and trends of HIV – a gender perspective
Botswana has a generalised HIV epidemic. The prevalence rate among the general population is estimated at 17.6%  (BAIS III, 2008) compared to 17.1% in 2004 (BAIS II). In 2008, a total of 16,216 new infections occurred that translates to 2.9% incidence rate (BIAS III (2008).  Incidence analysis shows that it was higher among females (3.5%) compared to their male (2.3%) counterparts. Between 2001 and 2009, the incidence among children below 15 years dropped by 78%, from 4,082 (2001) new infections annually to 886  (2009)
The epidemic has a gender bias
 with higher prevalence (20.4%) among females compared to males (14.2%) in 2008
. An analysis show a similar trend reported in BAIS II in 2004 of 19.8% among females and 13.9% for males. Prevalence among pregnant women is estimated at 32.5% in all districts.
 Among women the highest incidence is in the age group 25-29 years (8.73%) followed by 35-39 (7.81%). 
According to Modes of Transmission (MOT, 2009) report, most of new infections are likely to come from low risk sex relations such as widowed persons (56.2%) or those separated from their spouses (48.8%). Similarly people with non-formal education (28.6%) and those with no education (28.4%) have equally exhibited high levels of HIV prevalence.  Table 2 below compares HIV prevalence, and incidence between women and men by age
.

Table 2: HIV prevalence and incidence by sex and age 

	Age 
	Prevalence rate
	
	Incidence rate 

	
	Male
	Female
	All
	
	Male
	Female
	All

	1.5-4
	2.3
	2.1
	2.2
	
	1.64
	1.56
	1.60

	5-9
	4.6
	4.8
	4.7
	
	2.30
	0.79
	1.54

	10-14
	3.5
	3.5
	3.5
	
	0.85
	1.23
	1.04

	‘15-19
	2.4
	5.0
	3.7
	
	0.50
	0.78
	0.65

	20-24
	7.4
	16.0
	12.3
	
	2.24
	4.12
	3.27

	25-29
	16.0
	33.9
	25.9
	
	2.03
	8.73
	5.39

	30-34
	28.6
	48.9
	39.7
	
	2.66
	6.83
	4.61

	35-39
	37.3
	42.8
	40.5
	
	5.50
	7.81
	6.80

	40-44
	43.6
	38.4
	40.6
	
	7.57
	4.68
	5.88

	45-49
	27.7
	31.2
	29.8
	
	8.13
	6.74
	7.29

	50-54
	28.8
	22.2
	24.8
	
	1.92
	4.41
	3.48

	55-59
	19.5
	25.1
	22.8
	
	2.24
	3.84
	3.18

	60-64
	16.7
	14.4
	15.4
	
	5.50
	1.84
	3.44

	65+
	12.6
	8.8
	10.4
	
	-
	1.76
	1.03

	Total
	14.2
	20.4
	17.6
	
	2.26
	3.47
	2.89


Source: Botswana AIDS Impact Survey III, 2008 

HIV prevalence is lowest (2.2%) among 1.5 to 4 year olds and highest (40.6%) among people aged 40-44 years.  However the highest HIV incidence of 7.3% was reported among the age group 30-45 years. The age group 15-19 has the lowest incidence of 0.7% followed by the age group 10-14 with an incidence rate of 1.4%. Available evidence indicates that HIV prevalence decreases steadily as education levels increase
. Those with no education or non-formal education have the highest HIV prevalence of 28.4% and 28.6% respectively, compared to those with education higher than secondary school, whose prevalence is estimated at 16.7%. HIV prevalence is also highest among people who are widowed (39.6%) and lowest in the population that have never married (16.1%). 
Although HIV prevalence remains high, there are signs that it is stabilising and declining. HIV prevalence among pregnant women aged 15-49 decreased from 37.4% in 2003 to 32.4% in 2006. HIV prevalence among 15-19 years has equally declined from a peak of over 30% in 1995 to 17.5% in 2006 and from 30.6% in 2003 to 29.4% in 2006 for age group 20-24 years. Botswana has witnessed an overall prevalence reduction among young people aged 15 to 24 years from 12.6% in 2004 to 8% in 2008. Similarly there has been a significant reduction among pregnant young women from 28.6% in 1998 to 17.2% in 2007. 

In 2009, Botswana Estimates and Projections for HIV and AIDS indicated that approximately 316,363 people were living with HIV. Among them were 179,151 (57%) females, 137,212 (43%) males and 15,888 (5%) children less than 15 years
. By 2009, AIDS related deaths accounted for 9,104 deaths among which 4,326 were women
. 
2.1.2 Sources of new infection

It is estimated that 14,312 new infections will occur in the next 12 months
 among people aged 15-49 years. Analysis of infections trends indicates that the majority of those newly infected will be women and girls. Majority (56.4%) of new infections will occur among the low risk heterosexual group that includes married couples and people living together or cohabiting, and individuals engaged in casual heterosexual sex. Their partners will contribute an estimated 28.5% of new infections. Men who have sex with other men and their partners will contribute 5.71%, while sex workers and their clients will contribute 6.38%. The Modes of Transmission (2010) also notes that small proportions of new infections will occur as a result of medical injections, blood transfusion, and injecting drug use (IDUs).  
2.1.3 Epidemic Drivers 

The National Strategic Plan for HIV and AIDS 2010-2016 indicates that the epidemic is being fuelled through a combination of behavioural, structural and biological drivers. Most of the drivers identified affect women more than men. The following are the drivers that are considered to contribute more significantly to new infections among women and girls. 
Multiple and Concurrent Partnerships: In 2008 (BAIS III) 21% of males reported having sex with more than on sexual partner compared to 2.3% females. HIV prevalence among people reporting having multiple partnerships was 16% for males and 34% for females. Available evidence indicates that casual heterosexual sex contributes significantly to the proportion of new infections
. In Botswana many people disapprove of the practice of MCP despite the fact that society norms tacitly acknowledge and tolerate it. Migratory labour, sex for pleasure, transactional sex, combined with excessive alcohol consumption has been identified as among the factors that contribute to MCP. Having a higher overall number of sexual partners, having a high turnover of sexual partners that are concurrent and having concurrent sexual partners are all risk factors for HIV infection. 

· Gender-Based Violence and Sexual Abuse: Gender-Based Violence involves a wide range of abusive practices ranging from physical, sexual, emotional and intimate partner violence that put women at risk of HIV infection. These practices are reinforced by negative pre-existing social, cultural and economic inequalities between men and women. Women and girls with the least power in their relationships are at the highest risk for both sexual violence and HIV infection, both stemming from their inability to control or negotiate for safe sex with their intimate partners
. Where women attempt to exercise some rights this is often challenged through acts of violence particularly in marriage or in other stable relationships
. In such circumstances, cases of marital rape are common and are often not reported to authorities. Power and control disparities also contribute to men’s reluctance to use condoms
.
· Stigma and Discrimination: Stigma and discrimination remains the single most significant social challenge in HIV prevention, treatment care and support as it perpetuates the culture of silence on ones HIV status. Stigma and discrimination is more prevalent among women for fear of rejection or violence in all spheres of life. Among the greatest challenges in protecting women and girls from stigma and discrimination are inadequate implementation of policies and enforcement of legislation. 

· Adolescent and Inter-generational sex: Early sexual debut is significantly associated with increased risk of HIV infection, the likelihood of having multiple partners, low use of condoms at first sex and higher overall numbers of concurrent sexual partners. It also increases biological susceptibility to infection of adolescent and young girls.  Shifts towards later sexual debut correlate with prevalence declines in a number of African countries
. In most cases inter-generational sex is closely related with transactional sex where young girls exchange sex with older men for material support. This is also the reverse case for young boys with older women. 
· Alcohol and High-risk sex: The NSF II notes that the association between alcohol and the risk of contracting HIV has been a concern in Botswana for a number of years
. Alcohol, and to some extent drug use, have a dis-inhibiting effect on safer sex as a product of diminishing rational decision-making and responsible sexual practice. Excessive alcohol consumption is also associated with gender based violence, higher risk of HIV infection from unprotected sex with non-regular partners (three to four times higher), multiple and concurrent sexual partnerships, and increases the likelihood for paying for or selling sex. It also contributes to lack of adherence to HIV or TB treatment
.
2.2 Response analysis 

The National AIDS Council established the Women Sector to coordination of the response on the needs and rights of Women and girls in the context of HIV and AIDS.  As part of its mandate the sector promotes gender equality, gender sensitive and responsive policies, programmes, and in particular strategies that address the bi-directional relationship between gender and HIV and AIDS. 

The Sector became operational in 2004 and was launched in 2007 by His Excellency President Festus Mogae. Since then it has established strategic partnerships and alliances with civil society organizations, Community-Based Organizations, Faith-based Organizations (FBO) and government departments that are implementing interventions that address HIV as it affects women, girls and HIV.
Stakeholders have been mobilized and engaged in the response. Since the inception many of them have continued to report on the progress of their response to HIV and AIDS as it affects women, girls. This has improved tracking of interventions and activities being implemented. The secretariat has used such information to raise policy issues at the level of National AIDS Council meetings or with other sectors. A review of the reports indicate among the issues raised the re-enrolment of young girls back into the education system after pregnancy, mainstreaming of gender sensitive and responsive HIV interventions in other sectors policies and programmes, and accelerating the implementation of key HIV prevention strategies targeting women and girls. 

The sector participated and contributed to the development of NDP 10, NSFII, the National Operational Plan, the review of the Policy on Women in Development Women and the development of the National Policy on Gender and Development, and the National HIV and AIDS policy. The sector further participated in the development of the National Guidelines for HIV and AIDS mainstreaming. The participation was strategic to ensure that the policy frameworks mainstreamed gender sensitive and responsive strategies and interventions that addressed the needs of women, girls in relation to HIV and AIDS.
The Sector has conducted social mobilisation workshops to sensitise Communities, Community Leaders and Community-Based Organisations on the risks and vulnerabilities as they related to women and girls. Sensitisation has also covered other issues including gender-based violence, epidemic drivers affecting women and girls, and their human rights. 
Strategic partnerships have been established with civil society organisation that over time have enabled scaling up some of the interventions for women and girls. The sector is further forging strengthened partnerships with the Men and Health Sectors. The sector was instrumental in facilitating capacity development for service providers’, health workers, domestic workers, communities, gender officers and the Parliament Select Committee on the gender dimensions of HIV and AIDS, and socioeconomic development. 
 The following are other achievements that have been made-  

· In 2009, a situation analysis on gender-based violence was conducted and the findings disseminated. 

· The Ministry of Health has developed Policy Guidance to Male involvement in SRH, HIV and AIDS and gender-based violence prevention and management (2008)
· The Government has enacted the Domestic Violence Act (2008). 

· A National Policy on Gender and Development has been completed (2010)

· A draft National HIV and AIDS Policy has been completed (2010)  

· In 2010, the NSF II and NOP have incorporated targeted strategies that address gender inequality, status of women, stigma and discrimination among others 
· BAIS III (2008) attempted to disaggregate data on women and girls as part of the overall analysis.

2.3 Gaps and Challenges
The following are the strategic gaps and challenges of the Women Sector’s response to women, girls and HIV. 
Table 3: Gaps and Challenges 

	Area Assessment 
	Capacity Gap Analysis 

	Capacity for gender planning and programming 
	Inadequate capacity among stakeholders to develop evidence-informed and results focused plans on gender and HIV.    

	Capacity of the Sector secretariat 
	The Secretariat of the Women Sector does not have sufficient human and financial resources, and technology to effectively coordinate the multi-sectoral response on women and girls in relation to HIV. 

	Rights of Women and Girls in the context of HIV
	Inadequate protection, respect and fulfilment of women and girls’ rights. Stigma and discrimination, gender inequality, violence against women and girls, remain widespread. These injustices discourage women and girls from seeking the information and services they need to protect themselves, adopt safe behaviour changes, or access treatment, care and support services.

	Policies and legislation 
	Existing policies and legislation are inadequately implemented and enforced. Monitoring of implementation or compliance also remains weak. Existing customary and statutory laws especially those related to inheritance are not adequately harmonised. 

	Strategic Information 
	Strategic data and information on women, girls and HIV is largely lacking. Where such data exists, it is fragmented and not always disaggregated appropriately making it difficult to use the information in decision-making, policy formulation, planning and resource allocation.  

	Documentation of best practices
	Best practices on the national response on women and girls and HIV are not systematically documented and shared. 

	Gender- Based violence
	While policies and legislation to combat GBV, the implementation and in particular enforcement remains weak.  

	Leadership 
	Although political will exist to provide strong leadership for the HIV response on women and girls, this has not been adequately translated into practical action. The involvement and participation of women leaders at all levels also remains inadequate. 

	Prevention Interventions targeting women and girls 
	Prevention interventions targeting women and girls are limited and fragmented. Implementation lacks intensity and the coverage necessary to have significant impact. Prevention interventions targeting women and girls are equally not integrated in the overall national HIV and AIDS and health care responses.  

	Gender mainstreaming 
	Mainstreaming of gender and human rights in HIV and AIDS responses, and in development work in other sectors remains weak, inadequate and under-resourced. 

	Advocacy
	In the absence of an advocacy agenda, social mobilisation on issues and rights of women and girls remains fragmented and hence has compromised its effectiveness. Civil society organisations that are expected to spearhead advocacy remains weak. 

	Monitoring and Evaluation 
	The monitoring and evaluation system for the Women Sector remains under-developed and fragmented. 

	Strategic Partnerships and alliances 
	Networking, sharing of experiences, knowledge and skills among existing partners remain weak and fragmented. Roles and responsibilities are inadequately clarified.  


Section 3: Strategic orientation of the Women Sector Strategic plan
The following section describes the strategic orientation of the Women Sector in responding to the needs and challenges of women and girls in the context of HIV.  

3.1 Mandate 

The mandate of the sector is to “Advocate scaling up of universal access to integrated multi-sectoral services for HIV, TB and sexual reproductive health services to improve the quality of life of women and girls”  
3.2 Vision 

The vision of the Women Sector of the National AIDS Council is to have an “AIDS free generation of women and girls by 2016 and beyond”.  
3.3 Mission 

The mission of the Women Sector is to “improve the social, policy and legal environment that will support the protection, respect and fulfilment of women and girls rights in the context of HIV and AIDS response. And by so doing influence a national HIV and AIDS response that is characterised by gender equality, zero new HIV infections, zero discrimination and stigmatisation, and zero gender-based violence. 
3.4 Strategic policy and planning orientations 

The planning paradigm 

The development of the strategic plan has used a human rights based approach. The approach aims to ensure that the rights of women and girls to universal access to HIV prevention, treatment, care and support services inform the planning, implementation and monitoring processes. The approach further seeks to empower the rights holders (women and girls) to claim their rights and the duty bearers to protect those rights in the context of HIV and AIDS. This will ensure that the implementation of the response supports human rights principles such as non-discrimination, inclusion and participation, and will address the root causes that put women and girls at risk of HIV infection. 
Evidence-informed and Results Focused 

In addition to the human rights-based approach, the Strategic Plan has also used evidence-informed and results focused approaches in its planning. The evidence will be used to articulate specific strategies that address issues of gender inequality, equity, mainstreaming of specific interventions that address women and girl’s rights and needs into all other sector operational plans, reduce new infections, deaths among women and girls associated with AIDS, TB/HIV co-infection, reduce stigma and eliminate all forms of discrimination. The strategies articulated in the plan will further promote meaningful participation and engagement with men and boys in the responses that affect women and girls.    

Gender mainstreaming 
Botswana has adopted simultaneous mainstreaming of HIV, gender and human rights in development programmes. National mainstreaming guidelines have been developed. The Women Sector will promote and advocate for gender mainstreaming in all sectors and national development programmes. Mainstreaming will expand the scope of the Women Sector response to HIV and making it possible for other sectors to address gender-based epidemic drivers. The Women Sector will work with other partners to strengthen the capacity of key stakeholders in critical areas such as gender analysis, gender budgeting, and the human rights-based approach to gender planning. Sectors will be encouraged to generate sex-disaggregate data to inform programming.   
Alignment with other National, Regional and International Strategic Policy Frameworks

The Women Sector Strategic Plan is aligned to several national, regional and international policy frameworks. This is necessary to anchor the HIV response for women and girls in the broader national socioeconomic development. The alignment also complements national gender mainstreaming efforts. 
i. Botswana Constitution: The Constitution provides for equality, non-discrimination, social and legal protection of all people including women and girls’. The strategic plan will advocate for the protection, respect and fulfilment of women and girls’ rights. 
ii. Vision 2016: The Women Sector Strategic Plan has prioritised prevention of new HIV infections, and provision of comprehensive and quality treatment, care and support for women and girls. This will contribute to the Vision’s aim of an AIDS free generation and in the absence of a cure, that PLHIV will have access to comprehensive treatment, care and support by 2016. 
iii. National Development Plan (NDP) 10: NDP 10 has mainstreamed gender as a cross cutting issue. The Women Sector Strategic Plan will support the process of institutionalising gender mainstreaming   
iv. NSF II and NOP: The Women Sector Strategic Plan is aligned to the national priorities outlined in the NSF II and NOP. Interventions in the Women Sector Strategic plan will complement those of the NOP to achieve the NSF outcome results.
v. National HIV and AIDS policy (draft):  The national policy constitutes the basis for national planning for HIV and AIDS. The Women Sector Strategic Plan has aligned its policy and strategic orientations to the national policy. 
vi. National Policy on Gender and Development: The policy calls for gender sensitive and responsive interventions on HIV and AIDS, anchored on the human rights-based approach. This Strategic Plan has adopted the human rights-based approach as the basis of its planning and advocacy work. It also advocates for meaningful gender and human rights mainstreaming. 
vii. Millennium Development Goals (MDG): The strategic plan will complement implementation of interventions that contribute to the achievement of the MDG’s targets on gender equality and women’s empowerment, prevention of new HIV infections among others. 
viii. SADC Protocol on Gender and Development:  The protocol addresses a wide range of issues that are core to the Women Sector response. These include development of gender sensitive strategies that promote and accelerate universal access to prevention of new HIV infections, access and utilisation of treatment, care and support services, provision of psychosocial support, elimination of GBV, and protection, respect and fulfilment of the rights of women and girls. These issues constitute the core of the Women Sector response to HIV and AIDS.  
ix. HIV and AIDS mainstreaming strategy: The Women Sector Strategic Plan will complement national efforts in HIV mainstreaming as articulated in the National HIV and AIDS Mainstreaming Strategy. In particular it will advocate for sectors to mainstream targeted and costed interventions for women and girls response. 
x. High Level Meeting: The Women Sector Strategic Plan has taken cognisance and will contribute to the achievement of Botswana’s commitments to the recommendations of the High Level Meeting (HLM) in the context of HIV and AIDS.
The strategic plan has also taken cognisance of other initiatives such as the Global campaign - “UNiTE To End Violence Against Women” launched in 2008 by the UN Secretary General. The campaign calls for the adoption and enforcement of national policies and laws that address and punish all forms of violence against women; strengthen data collection on the prevalence of gender-based violence, and the implementation of a multi-sectoral national action plans.  
The strategic plan also responds to the global operational plan by UNAIDS on the “Agenda for Accelerated Country Action for Women, Girls, Gender Equality and HIV 2010–2014” that support the implementation of the UNAIDS Action Framework: Addressing Women, Girls, Gender Equality and HIV.
3.5 The Guiding Principles 
The Women Sector response to HIV and AIDS will be guided and informed by the following;
i. Human Rights-Based Approach: The strategic plan aims to ensure that fundamental rights (for instance equality, non-discrimination) of women and girls are protected, respected and fulfilled. This will also include sexual and reproductive health rights of women and girls. Available evidence indicates that strategies that target gender equality contribute to a reduction of risk and vulnerability to HIV infections. 
ii. Evidence-informed Policies and Programmes: The impact of the epidemic on women and girls needs a revolutionary rather than an evolutionary response to deliver better outcomes. Such a response must be anchored on empirical evidence on the status of the epidemic, and on strategies that work. Use of evidence will facilitate the paradigm shift from business as usual to a focused and targeted response that aims for specific measurable and describable results. 

iii. Gender Equality and sensitivity: The strategic plan will support and promote gender sensitive and responsive policies, legislation and operational strategies that address social, economic and cultural inequalities that in turn tend to fuel the spread of HIV among women and girls.
iv. Participation: Women and girls’ participation in decision-making processes and in the planning and implementation of programmes are a basic human right and a pre-requisite for the attainment of better health outcomes and for sustainability of the response. During the implementation of the strategic plan, stakeholders will advocate for scaling-up strategies that promote meaningful participation at all levels. On the other hand, communities will be mobilised to support community-based interventions that address the needs and rights of women and girls.  
v. Strategic Partnerships and Alliances: Given the complexities and the gender bias of the epidemic, successful implementation of the strategic plan will depend on existing strategic partnerships and alliances, and establishing new ones with public and private sector institutions and civil society organisations.  

vi. Male Engagement: The role of men and boys in successful implementation of strategies that benefit women and girls is critical. During the implementation of the strategic plan efforts will be made to establish meaningful partnerships and collaborative efforts with the Men Sector, 
vii. Leadership: Women’s response to HIV and AIDS demands that women and girls take an effective leadership role.
Section 4: The Strategic Interventions of the Women’s Sector Strategic Plan
The interventions of the Women Sector Strategic Plan are aligned to the following four priorities of the national HIV and AIDS multi-sectoral response as outlined in the NSF II 2010-2016    
Priority 1: 
Prevention of new HIV infections 
Priority 2:
Systems strengthening 

Priority 3: 
Strategic information management 

Priority 4: 
Scaling up treatment, care and support
The following section presents specific strategies and programmes that will guide the implementation of Women Sector multisectoral and decentralised response that is intended to translate political commitments in these priority areas into a scaled-up response on the rights and needs of women and girls in the context of HIV
4.1 Prevention of new HIV infection among women and girls  - an overview
Prevention of new infections is the priority strategy in the fight against the spread of HIV. Botswana has committed itself to Vision 2016, to work towards an AIDS free generation by preventing new infections among adults and children. The Women Sector prevention strategies will address HIV risks and vulnerabilities among women and girls. This will also inform strategies that address gender based epidemic drivers and other factors influencing new infections among women and girls. 

The benefits of reducing HIV infections among women and girls are many including a reduction on the burden of care on health systems, the possibility of an AIDS free generation, improved maternal health care, reduction in child mortality and malnutrition. Fewer children would be orphaned or made vulnerable by HIV and AIDS. Resources currently committed for treatment, care and support would be freed for use in other socio-economic development such as education, poverty reduction, food security, nutrition and infrastructure in addition to overall human capital development. From this premise preventing new infections among women and girls significantly improves the possibilities of attaining the goals of Vision 2016, NDP 10, the MDGs and NSF II results.  

During the implementation of prevention interventions, stakeholders will promote and support dynamic, rights-based and evidence-informed mix of structural, behavioural and biomedical interventions that are tailored and targeted to meet the needs of women and girls.  Implementation of targeted interventions will be accelerated, intensification and coverage increased. 
Strategic partnerships and alliances (especially with the Men’s Sector, and Health sector) will be strengthened to ensure improved coordination and harmonisation of interventions. Health, community and social protection systems will be strengthened to support a comprehensive multi-sectoral sexual and reproductive health response for women and girls in the context of HIV and sexual reproductive health.   
In preventing new infections among women and girls, two strategies have been prioritised for instance reduction of sexual transmissions and elimination of mother to child transmission (eMTCT). In the case of sexual transmission several complementary interventions ranging from reduction of multiple and concurrent partnerships, improved condom use, safe male circumcision, HIV testing and counselling, to gender based violence, alcohol and drug abuse, prevention and control of STIs will be implemented. It is anticipated also that scaling up provision of ART will complement prevention strategies. Recent medical studies show the potential of ART, in reducing the viral load, and making it difficult to transmit HIV. The Government of Botswana has also revised the ART CD4 eligibility criteria to CD4 350.  
The prioritisation of prevention interventions is premised on the available national, regional and international evidence of their efficacy. The process is further supported by the principles of the New HIV and AIDS Investment Framework that call for evidence-based prioritisation, improvement of efficiencies, and maximisation of benefits. The framework recognises the need for the application of the combination prevention strategy, taking note that interventions need to be delivered as a package. In order to ensure maximum impact, the framework has articulated the critical enablers and programme enablers of the response. The following diagram illustrates the components of the New Investment Framework       
Diagram 1: Investment Framework
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The social enablers of the framework make possible environments conducive for sound AIDS responses (for example HIV testing, legal and policy environment, mass media) while the programme enablers create demand for and help improve performance of key interventions (for example programme management, operations research, activities to improve retention on ARV). These strategies are essential for the Women Sector Response.
4.1.1 Reduction of sexual transmission of HIV 
The primary mode of HIV transmission in Botswana is through sexual intercourse. Reducing sexual transmission of HIV is critical in preventing new infections among women and girls. New infections are influenced by a combination of behavioural, structural and biomedical drivers. Some of the behaviours are deep rooted in cultural practices, embedded in societal norms and are often influenced by economic factors. According to the Mode of Transmission report, some of the risky sexual behaviours are associated with inadequate knowledge of HIV, unequal power relationships especially in stable sexual relationships and economic factors (for instance transactional sex) among others. 

The Women Sector Strategic Plan has adopted the “Combination Prevention Strategy” for implementing the prioritised interventions. The approach takes cognisance that while individual strategies are necessary and important, on their own they are not sufficient to realise the intended results and hence the need for collective contribution. The table below illustrates the structural, behavioural and biomedical strategies addressed in the strategic plan. 
Table 4: The Combination prevention Approach 

	Structural
	Behavioural
	Biomedical

	· Facilitate policy review and law reform – to create an enabling social, policy and legal environment  

· Reduction of gender and income inequalities, poverty

· Address negative gender, social and cultural norms

· Improve access to education for girls and boys 

· Stigma and discrimination reduction 

· Facilitate legal aid


	· Reduction of MCP and intergenerational sex. 

· Prevention of GBV

· Increase the age of sexual debut 

· Promote consistent and correct use of male and female condoms 

· Address alcohol and drug abuse 

· Empower women and girls to negotiate for safe sex.
	· Integration of a gender communication strategy in all safe Male circumcision programmes

· Elimination of MTCT

· Advocate for non – occupational post exposure prophylaxis (PEP) for victims of sexual abuse and rape survivors 

· Mobilise women and girls to take HTC 

· Prevention and control of sexually transmitted infections (STIs). 

· Integration of HIV services with Sexual and reproductive health 

	Cross cutting issues 
· Social and behavioural change communications

· Policy, legislation and advocacy, strategic partnerships, 

· Mainstreaming of gender and human rights in all HIV and AIDS programmes

· Capacity development – gender analysis, budgeting, gender-based M&E




The combination prevention strategy will promote and support dynamic, rights-based and evidence-informed mix of structural, behavioural and biomedical interventions that are tailored to meet the needs of women and girls. The primary focus of the interventions is to address risks and vulnerabilities of women and girls. The implementation of the strategy will also contribute significantly to intensifying targeted interventions and increasing coverage. The process will also address issues of duplication of efforts, harmonization and improved coordination of prevention interventions. 
The following are the prioritised strategies for the reduction of sexual transmission of HIV among women and girls. Social and behaviour change strategies are contextualised and infused in the specific strategies that are also aligned to the mandate and comparative advantage of the Women Sector. 
i. Promote correct and consistent use of male and female condoms.
ii. Advocate for integration of a gender communication strategy in all safe male circumcision (SMC) programmes.
iii. Promote reduction of multiple and concurrent partnerships (MCP) among women, girls and their partners. 

iv. Increase demand for HIV Testing and Counselling (HTC) with emphasis on couple and partner counselling including discordant couples through community mobilisation. 

v. Facilitate the implementation of strategies that address sexual and gender based violence (GBV), alcohol and drug abuse, negative social norms and cultural practices that fuel the spread of HIV, 

vi. Advocate for the implementation of strategies for prevention and control of sexually transmitted infections (STIs)
Sexual and reproductive health services will be integrated in the above strategies. The above strategies are intended to reduce HIV risks and vulnerabilities among women and girls. This entails improving personal perceptions of risk and vulnerabilities and adopting safe sexual behaviours. Implementation of these strategies will require a revolutionary approach including zero tolerance on non-compliance of policies and legislations that protect the rights of women and girls. Better outcome results in prevention will be achieved through targeted interventions, intensified implementation and expanding geographical and client coverage. Advocacy will be conducted among implementing partners to reduce fragmentation of interventions, duplication of services, and improve coordination at all levels. Strategic linkages between prevention and treatment including HTC, ART, prevention and control of sexually transmitted infections will be consolidated and strengthened. 

4.1.1.1 Promote correct and consistent use of male and female condoms
Condoms have an efficacy of up to 95%
 in preventing HIV infection when used consistently and correctly. In Botswana condoms are currently available throughout the country. Free condoms are distributed through health facilities, public and private institutions, and through community based condom outlets. Condoms are also socially marketed at subsidised cost. Additional condoms are sold through commercial outlets. In Botswana the level of knowledge and awareness of condoms is considered to be high. 
According to BAIS III (2008), 43% of youth aged 15-24 years correctly identified ways of preventing sexual transmission of HIV, including condom use. Seventy eight per cent (78%) of respondents in the same age group reported the use of condom every time they had sex with a non-regular partner over the 12 months period before the survey. BAIS III also indicates that 81.1% of women and men aged 15-49 years reported using condoms in a non-regular relationship
. Among men aged 15-24 years having sex with men, 73.3% reported using of a condom the last time they had sex.
 . The PSI/Botswana’s 2010 TRaC national survey showed that only 56.3% of 18-34 year-olds consistently used condoms with their non-marital, non-cohabiting partners in the previous 12 months. However, the TRaC survey reveals that only 69% of the population has access to condoms indicating inadequate coverage.
Condoms are the most popular (40%) family planning method for women and girls including those living with HIV, followed by pills and injections at 15.5%
.  

In the case of female condoms uptake has remained very low with an estimated condom prevalence rate of 0.1% as compared to 10% for male condoms in 2010
.  This is partly attributed to the general acceptance of the female condom by both men and women and the fact that female condoms are considered relatively expensive compared to male condoms.  
Despite the increased efforts in condom education and awareness, consistent and correct use of male and female condom remains a daunting challenge, especially during higher risk sexual intercourse. Available evidence indicates that women and girls continue to be disempowered in negotiating for condoms use with regular and or with sex-paying partners. 
Gaps and Challenges:

i. Inconsistent use of male and female condoms, including among regular partners
ii. Low levels of availability and acceptability of the female condoms.

iii. Female condoms are considered to be relatively expensive compared to the male condoms 

iv. Inadequate access to condoms by sex workers, and men who have sex with other men 
v. Stock out of condoms at community and district levels. 
vi. Inadequate access to condoms by young people through user friendly outlets  
Priority Actions 

To achieve the desired condom outcomes, the following strategies will be used:
i. Intensify condom education and awareness among women and girls, and their male counter parts including negotiation skills.
ii. Increase availability and distribution of female and male condoms through user friendly outlets for all women and girls, including those living with HIV, women with disabilities, female sex workers and discordant couples. 

iii. Promote female condom acceptability and use. 
iv. Strengthen safe sex and condom use negotiation skills for women and girls.  
v. Advocate for accelerated integration of condom services in other health care services such as safe male circumcision, prevention and control of STIs among women and girls, PMTCT. 
Effective implementation of the strategies above will contribute to the achievement of the following outcome level result 

Table 5: Correct and consistent use of condoms 

	Outcome results: 
	Men and women aged 15-49 who had 2 or more sexual partners in the last 12 months who reported using a condom during the last sexual intercourse increased from 81.1% in 2011 to 95% by 2016



4.1.1.2 Advocate for the integration of a gender communication strategy in all safe male circumcision programmes.  
Botswana has adopted safe male circumcision as one of the key prevention strategies. Recent randomised studies have shown that safe male circumcision can reduce the probability of HIV infection in a man by up to 60%. Even though safe male circumcision has been adopted in Botswana as a HIV prevention strategy, medical circumcision remains low. By 2008, only 11.8% of men reported having been circumcised. Circumcision was highest (20.8%) among 55-59 year olds.
  Among male youth 15-19, and 20-24 years, 5% and 10% respectively were circumcised. Among those aged 30-49 years, where the infection is concentrated only 16% were circumcised (BAIS III, 2008). The NDP 10 has set a target of 80% of 0-49 HIV negative men to be circumcised by March 2016. 

The long-term benefits of male circumcision for women are many. As more men get circumcised and continue to use condoms consistently the risk of infecting their female partners is reduced. Likewise the probability of a woman having cervical cancer is reduced. The sexual behaviour of a woman influences her risk of contracting cervical cancer. Early sexual intercourse and multiple partners are now recognised to increase the risk of cervical cancer
. 
Safe male circumcision services could equally be used as an entry point for education and awareness among men on gender and sexual reproductive health rights (SRHR). During pre and post counselling services for safe male circumcision, services providers could reach men and their partners with information on HIV risk reduction, contraception, stigma reduction, and gender equality especially as it related to sexual decision-making.
Male circumcision could also affect women negatively. Men who are circumcised may not wish to continue using condoms and hence expose their female partners to unsafe sex. Women who refuse to engage in unsafe practices may be exposed to physical and sexual violence.
 
The Women Sector will collaborate with the Men and Health sectors respectively to advocate for accelerated safe male circumcision programme throughout the country. Women will be mobilised to support their male partners and in particular regular sexual partners to get circumcised.  Individual and couple counselling will be provided leading to HTC and male circumcision itself.  Education and awareness on male circumcision will be integrated in all other prevention interventions targeting women and girls especially sexual and reproductive health services, prevention and control of STIs, PMTCT, and HTC. Referral system will be strengthened.
Botswana has developed a safe male circumcision policy and an operational plan March 2010 to April 2016. Male circumcision is available in all primary and health districts, and selected other health facilities.  
Gaps and Challenges 

i. The focus for male circumcision has targeted men, without significant mobilisation of women. Women have significant influence on whether their male partners get circumcised. 
ii. Adult male circumcision remains low and hence compromises the immediate benefits for women. 

iii. Integration of MC with other health services such as STI, condom use, or PMTCT is not adequately done.  

Priority Strategies 

i. Advocate for women’s participation in all aspects of safe male circumcision policy and program development to ensure that their needs, concerns and HIV risks and vulnerabilities are addressed

ii. Mobilise women to support their male partners seeking safe male circumcision 
iii. Intensify education and awareness among women and girls on the long-term benefits of male circumcision
iv. Use the opportunity of safe male circumcision to sensitise men and their partners on women rights, SRHR issues, HIV risk reduction, including through good quality counselling
v. Empower women with knowledge and provide skills in decision-making regarding the circumcision of their infants
vi. Integrate condom provision, HTC, STI prevention and control, social and behaviour change
vii. Monitor resources to ensure that they are not diverted away from HIV prevention programmes for women  

viii. Facilitate development and inclusion of gender indicators in safe male circumcision programme monitoring and evaluation plans 
ix. Develop clear and correct messages and train the media on safe male circumcision issues relevant to women 
The implementation of the above strategies contributes to prevention of new infections among women in the long-term. In the short term Women’s Sector advocacy work will contribute to the following result.

Table 6: Safe male circumcision  
	Outcome results: 
	Safe male circumcision programmes will have integrated a gender sensitive communication strategy by 2016.  

	
	Men aged 15-49 years who are circumcised who had more than one sexual partner in the last 12 months who reported using a condom during their last sexual intercourse with a non-regular partners increased by 81.1% in 2008 to 95% by March 2016


4.1.1.3 Promote reduction of multiple and concurrent partnerships (MCP), among women, girls and their partners
The practice of having multiple and concurrent partnerships is prevalent in Botswana. It is more prevalent among men than women, often putting women at risk of HIV infection. In 2008, 22.7% of males and 10.4% females’ aged 15-49 had more than one sexual partner. In 2011, 32.9% of young people aged 15-29 reported having more than one sexual partner.
 Eighty one 81% of people aged 15-49, who had sexual intercourse with more than one partner in the last 12 months, reported using a condom (BAIS III 2008, UNGASS 2009). Among young people aged 15-24, who had sex with non-regular partner reported regular use of condom every time they had sex (BAIS III) 
 In the wake of HIV, communities do not appreciate the practice despite that society norms tacitly acknowledge and tolerate it.  Migratory labour such as people moving to the field for prolonged periods of time tend to influence MCPs. Combined with excessive alcohol consumption most people involved in MCP engage in higher risk sexual practices. Having a higher overall number of sexual partners, having a high turnover of sexual partners and having concurrent sexual partners are all risk factors for HIV infection. 

The strategic plan will advocate and promote the implementation of a variety but complementary strategies that address the core drivers of MCP.  Such strategies will include mobilising and engaging women community leaders who will in turn engage male leaders. Strategies will address social and cultural norms around MCP; promote correct and consistent use of condoms, advocate for increased providing safe male circumcision and prevention of STIs. Stakeholders will intensify social and behaviour change interventions that improve risk perceptions and promote safe prevention behaviours such as partner reduction, consistent use of condoms, and HTC. 
Gaps and Challenges 

i. Slow integration of MCP in social and behaviour change communication strategies, and in HIV prevention and health care programmes.  

ii. Interventions targeting MCP are often sporadic, lack intensity and coverage remains low. 

iii. Social mobilisation is often ad hoc and Sporadic social mobilisation 

iv. Weak coordination of activities 
v. Cultural perceptions around MCP 

vi. Lack of adequate political leadership to address MCP

vii. Inadequate coverage and intensity of interventions 

Priority strategies   

The following strategies will be accelerated to reduce the number of women and girls that engage in MCP

i. Intensify the coverage of education, and awareness programmes related to MCP. 

ii. Advocate for social policies that address cultural and social norms and traditional values that tend to fuel the practice of MCP. 

iii. Advocate for women and girls economic empowerment to reduce their dependence on men and hence reduce MCP. Effective interventions in this area will also contribute to a reduction on transactional and inter-generational sex. 

The above strategies will contribute to the achievement of the following outcome result. 
Table 7: Multiple and concurrent partnerships (MCP) 

	Outcome results: 
	Among males and females aged 15-49 who had more than two sexual partners in the last 12 months reduced from 22.7% for males and 10.4% for females in 2008, to 10% for males and 5% for females by 2016.


4.1.1.4 Increase demand for HIV Testing and Counseling (HTC) with emphasis on couple and partner counseling including discordant couples through community mobilization
HIV testing and counselling is an important entry point for treatment and critical strategy for HIV prevention. Getting tested for HIV provides the opportunity to adapt safe behaviours in case a person is not HIV positive, and if HIV positive, testing and knowing the results opens the door to seek early treatment. HTC services are available countrywide through health facilities, stand alone VCT, and in some cases through mobile VCT services.  Health facilities offer, “Provider Initiated Testing and Counselling (PITC)” as part of clinical care and disease prevention. Testing and counselling services are offered as a package to enable individual to choose safe behaviours. The services integrated with other services including eMTCT, PEP, Prevention of STIs, male circumcision and ART

By 2008, 60.5% of the population aged 10-64 had tested and knew their results where males were 60.9% and women were 62.7%. Most HIV testing took place in urban areas (61.2%) as compared to rural areas (59.5%)
.  However, by 2009, 34% of the general population had tested and received their results (UNGASS, 2009).

Available evidence shows that stigma and discrimination has remained a barrier to HTC especially for women and girls. During the implementation of the sector strategic plan, efforts will be made to scale up HTC services, especially to “hard to reach” women and girls groups such as those working on farms, who live in remote areas, and other socially difficult to reach groups such as sex workers, and women who have sex with other women.

Women living with HIV will be recruited to facilitate social and community mobilisation. Couple or partner testing and counselling will offer an excellent entry-point for male involvement and partner communication in HIV prevention especially in discordant couple cases. Special efforts will be on improving partner counselling (including discordant couples) and disclosure and treatment adherence.  

Gaps and challenges: 

i. Low levels of HIV testing and counselling. Some people test and don’t collect their HIV results. 

ii. Anecdotal information shows that men have used their female partners as proxy for their own HIV status. If a female partner tested and is HIV negative the male partner would assume he to is HIV negative.  

iii. Stigma remains a key barrier to testing. Majority of the people especially women and girls are afraid of being rejected, isolated, of fear of violence in the event they tested HIV positive.   
iv. HTC services are not easily accessible by all women and girls especially those most at risk   
v. Inadequate monitoring of post testing among discordant couples. 

vi. The frequency of repeat testing is low, even though most people are sexually active throughout the year. 
Priority Strategies 
To achieve the desired results the following strategies will be used 

i. The Women Sector will partner with community-based organisations, health and social workers, to mobilise communities and students in tertiary institutions of learning to create awareness and demand for HTC. 

ii. Promote HIV HTC among most at risk women and girls
iii. Facilitate targeted campaigns on reduction of stigma and discrimination against women and girls as this may relate to HIV testing and counselling.

iv. Facilitate the development and implementation of interventions that empower women and girls in discordant relationships to live positively, enhance partner disclosure, access and adhere to treatment. 
v. Advocate for couple counselling including discordant couples.  

vi. Advocate for the integration and provision of HTC in SRH services 

vii. Facilitate the use of HTC as an entry point to sensitise women and their male partners on their SRH rights 

viii. Advocate for the integration of education on gender and human rights in the general HIV testing and counselling guidelines.  

The above strategies will contribute to the following outcome result 

Table 8: HIV Testing and Counselling (HTC)  

	Outcome results: 
	Women aged 10-64 years who received an HIV test in the last 12 months and who know their results increased from 60.5% in 2008 to 85% by 2016


4.1.1.5 Facilitate implementation of strategies that address sexual and gender based violence (GBV), alcohol and drug abuse, negative social norms and cultural practices that fuel the spread of HIV, 

Sexual and gender-based violence are a common occurrence in society. Sexual violence involves physical, sexual, emotional and intimate partner violence. Violence against women is rooted in pre-existing social, cultural and economic inequalities between men and women. The social and cultural norms around such acts prevent victims from seeking protection, care and support services. Many of such incidents often go un-reported to authorities. 

Sexual and gender based violence increases the risk and vulnerability of HIV infection among women and girls. Sexual assault has been linked to high risk of HIV infection. Women and girls with the least power in their relationships are at the highest risk of both sexual violence and HIV infection, both stemming from their inability to control or negotiate the actions of their intimate partners
. From a cultural perspective, women have limited control over sexual decision-making. Where women attempt to exercise some of their rights, this is often challenged through acts of violence particularly in marriage or other stable relationships
. Direct risks of sexual violence include HIV transmission occurring during rape if the perpetrator is HIV positive. Power and control disparities also encourage multiple and concurrent partnerships among men that influence their reluctance to condoms use
. 
Alcohol consumption is prevalent in Botswana.  In 2008, 48.9% males and 27.7% women aged 10-64 reported ever having taken alcohol. 66% men and 60% women who had sex when drunk in the last twelve months (prior to the BAIS survey) reported having used a condom
. With respect to drugs 3% of respondents reported (BAIS III, 2008) taking drugs for recreation. Of these 5.7% were males with only 0.5% females. Anecdotal information suggests that most incidents of gender-based violence are associated with excessive alcohol and drugs consumption. However, there is very little empirical data to inform policy and planning on the implications of alcohol and drug consumption on sexual partnerships and its implication for HIV transmission.
Botswana is committed to addressing gender-based violence, alcohol abuse and drug use. In 2008, the Government enacted the Domestic Violence Bill Act (#10 of 2008). The Government is currently developing the regulations to operationalize the bill. The Penal Code Cap 08:01 was also reviewed to address issues of rape, incest and defilement. However, the Domestic Violence Act or the Penal Code is silent on issues of marital rape. The revisions have made provisions for punishment in the case of rape where the perpetrator is aware of his/her positive HIV status.   
The Women sector will advocate for community systems strengthening to support interventions that address and mitigate sexual and gender based violence including rape such as education and awareness, law enforcement, and community protection. Advocacy will target community leaders and in particular women leaders and other duty bearers. Training will be conducted for community based service providers on GBV incidents management. Strategic partnerships will be established with civil society and the law enforcement institutions. The referral system will be strengthened to legal and protection services.

The sector will intensify advocacy with Ministry of Health, and Ministry of Local Government to strengthen the provision of post exposure prophylaxis (PEP), legal assistance and law enforcement.

Women community based organisations will be supported to establish programmes that address gender based violence in the context of HIV. Such services may include but not limited to temporary shelter, provision of legal aid, family-centred trauma counselling and referral.  

Gaps and challenges 

i. Inadequate awareness and understanding of the linkages between GBV and HIV infection.

ii. Inadequate enforcement of existing policies and legislation that address GBV. 

iii. Lack of targeted interventions and integrated HIV and GBV responses 

iv. The culture of silence and tolerance on GBV. 

Priority Strategies  

To achieve the desired results the following strategies will be used 

i. Facilitate community awareness creation and education on GBV. Increased awareness and understanding of GBV is intended to break the silence and community tolerance on GBV

ii. Advocate for review of existing legislations and policies that are barriers to the protection, respect and fulfilment of women and girls sexual and reproductive health rights.
iii. Strengthen the capacity of law enforcement officers and duty bearers such as chief, health-care and social workers, to enforce policies and legislations that outlaw and prevent GBV, and their role in identifying and referring cases of GBV.
iv. Facilitate development and implementation of community and institutional based interventions on GBV, such as legal literacy campaigns for women, interventions to support victims of violence to access support services 
v. Develop integrated HIV/GBV services (one-stop centres)
The above strategies will contribute to the achievement of the following outcome result.

Table 9: Sexual and gender based violence   

	outcome results: 
	Sexual, Reproductive and Health rights of women and girls are protected, respected and fulfilled by all duty bearers by 2016.  

	
	100% of women and girls exposed to GBV in need of PEP received PEP by 2016.


4.1.1.6 Strengthening prevention and control of sexually transmitted infections (STIs). Advocate for the implementation of strategies that prevention and control of STIs.
In 2008, HIV prevalence among STI clients in Botswana was estimated at 38.7%. Of these 39.6% were males and 38.4% were females. During the same period 2.4% of men and 7.5% of women who had sex in the last twelve months preceding BAIS III study reported having genital discharge. 2.4% men and 2.8% women also reported having genital ulcers and / or open sores
. HIV-infected women are also at a higher risk of developing cervical cancer, which in 99% of the time is caused by sexually transmitted human papilloma virus
The Government of Botswana introduced the syndromic management of STIs and technical guidelines developed in line with the World Health Organisation (WHO) international guidelines. Prevention and control of STIs services are being offered in nearly (663 facilities) all health facilities. 
Treatment of STIs is, therefore, an important public health intervention in that, together with prevention interventions, will reduce the prevalence of STIs in the population, and thus reduce HIV infections attributable to STIs. Additionally, STI’s are important in their own right because they cause considerable disease burden and expenditure, particularly in women and girls. Therefore, STI prevention and control for the general population and in particular women and girls should be a priority intervention as a component of sexual and reproductive health services. It is also evident that almost all measures for preventing sexual transmission of HIV and STIs are the same, so are the target audiences in most cases. In addition clinical services offering STIs care and support are important access points for people at high risk of HIV infection for testing, diagnosis, information and education
. 

Awareness of STIs at community level is considered low and hence in most case seeking care and support is often compromised. Stigma associated with STI and HIV is major contributor to people seeking health care late. On the other hand STI services have not been adequately integrated in other services such as male circumcision, condoms, HTC, sexual and reproductive health services (SRH).  

Service providers workers with women and girls will be supported to develop and implement specific interventions targeting women, girls, HIV and STIs. Advocacy will be carried out with the MOH to expand comprehensive STI services country wide, especially in health facilities at community level in addition to integrating STI services with other relevant services. 

Gaps and challenges 

The following gaps and challenges will be addressed 

i. The double stigma associated with STIs and HIV makes it difficult for STI patients to seek medical care early enough.  

ii. Inadequate awareness and knowledge of STIs and their implications of HIV among communities. This has in part contributed to low demand for STI services. 
iii. Inadequate integration of STI with other HIV and health services.  

Priority Strategies 

i. Facilitate community education and awareness on STIs and their implications on HIV infection among women and girls 

ii. Advocate for the integration of STIs prevention and control services with other prevention strategies especially HTC, condoms, male circumcision, sexual and reproductive health information 

iii. Use STI counselling, diagnosis, and treatment as an access point for women at high risk of HIV, including sex workers  

The above strategies will contribute to the achievement of the following outcome result. 

Table 10: Sexually transmitted infections (STIs)

	Outcome results: 
	Women and girls aged 10-64 years have comprehensive knowledge of STIs and their implications on HIV infections by 2016. 

	
	Women and girls aged 10 years and above attending health facilities that are appropriately diagnosed, treated and counselled for STIs increased by 50% by 2016.  


4.1.2 Elimination of Mother to Child Transmission (eMTCT) of HIV
Botswana aims to achieve an AIDS free generation by 2016. Children and youth are considered to be the window of hope in this context. While the primary focus of the eMTCT programme is to prevent new infections among infants born of HIV positive mothers, the programme also aims at preventing mothers from dying, un-intended pregnancies especially among women and girls living with HIV, and providing support to the women and girls and their families. Among women and girls who previously knew that they were HIV positive 11.1% had first pregnancy, 26.7% second, 15.7% third, and 14.4 had four or more

In Botswana eMTCT services are available in all health facilities (643) that also provide maternal child healthcare. Uptake for eMTCT has increased from 49% in 2002 to 98% in 2010. 93% of all eligible HIV infected pregnant women have been enrolled on either HIV prophylaxis or ART.  92.7% of HIV positive mothers in need of treatment are receiving Highly Active Antiretroviral Therapy (HAART). 

To ensure adequate coverage and availability of services, the Government has introduced task shifting allowing other qualified health workers to provide eMTCT service and has established the Public Private Partnerships (PPP) that has enabled the outsourcing of 16,444 patients. eMTCT technical guidelines have been developed and service providers oriented on their use. 
Use of modern contraceptives has equally increased (51%, in 2007) among women aged 15-49 years. According to Botswana AIDS Impact Survey (BAIS) III, (2008) male condoms were the most preferred (42%) of all contraceptives. eMTCT is integrated in other health services especially sexual and reproductive health services available in all government health facilities
. The “opt-out” testing strategy has accelerated the uptake of eMTCT.

Today Botswana has been able to reduce MTCT from 40% without interventions to 4% in 2010. 
As part of strengthening the eMTCT programme, Botswana has introduced HIV DNA PCR for early infant diagnosis of HIV from as early as 6 weeks. Health facilities collect and submit Dried Blood Spot (DBS) specimens for HIV DNA PCR test at designated laboratories. This practice emphasises the importance of enrolling mothers and children on PMTCT programmes with a comprehensive continuum of care including following up HIV-exposed children until the child’s HIV status has been confirmed and the child is 2 years old, or is no longer at risk. Optimising the impact of PMTCT programmes requires that:

i. Women of reproductive age, and especially pregnant women, as well as their partners receive HIV prevention services;

ii. Pregnant women and mothers living with HIV receive longitudinal care, treatment and support, including sexual and reproductive health care for their needs;

iii. All children born to HIV infected mothers (HIV-exposed children) receive essential postnatal care that includes early diagnosis of HIV and cotrimoxazole prophylaxis from as early as 6 weeks of age in order to optimise their overall survival; and

iv. Children who become HIV infected despite eMTCT interventions can access care and treatment from as early after diagnosis as possible without waiting for immunological and/or clinical criteria in the first year of life.

Stakeholders participating in the implementation of the Women’s Sector Strategic Plan will advocate for increased and coverage of PMTCT services, and the strengthening the linkages with ART programme. The strategy is to ensure that quality and comprehensive PMTCT services are accessible by women and girls through a variety of clinical settings such as maternal, new born, and child health clinics, HIV treatment centres, VCT, sexually transmitted infection clinics, and other sexual and reproductive health care and family planning clinics. 

By offering a comprehensive eMTCT package, Botswana will eliminate paediatric HIV and ensure a free HIV generation. The global target for eliminating mother to child transmission is less than 5% by 2015. eMTCT services include HIV testing and counselling (including partners), care, treatment and support of both HIV infected pregnant women and their HIV-exposed babies. The eMTCT protocol has also been revised to provide for longer treatment period for mothers and their infants

Gaps and challenges: 

i. Inadequate access to ART by adolescents, including young women enrolled on eMTCT in need of ART for their own health
ii. A weak referral system to treatment, care and support

iii. Mothers often find it difficult to disclose HIV status to their children
iv. Weak supply chain of management system for eMTCT commodities and supplies

v. Inadequate post natal linkages to eMTCT, resulting to lost to follow HIV exposed babies for HIV testing, and hence weak linkages to treatment and care
  
vi. Delays in scaling up of triple ARV prophylaxis for eMTCT due to inadequate funding 

vii. Inadequate targeting of most at risk women and girls population groups  
viii. Lack of adequate policy guidance for HIV positive women wishing to have children.  

ix. Stigma continues to negatively impact on eMTCT services uptake

x. Inadequate male involvement in eMTCT. 

xi. Limited integration of SRH and HIV and AIDS services including eMTCT.

Strategies 
i. Facilitate community mobilisation for pregnant women and girls living with to enrol on the eMTCT programme

ii. Facilitate male mobilisation to participate in the eMTCT programmes 
iii. Advocate for integration and strengthening of eMTCT services with other HIV and health care services especially with sexual reproductive health services 
iv. Advocate for integration of sexual and reproductive health rights (SRHR) with HIV and health services with special consideration of HIV positive women, their rights to access quality and comprehensive services including contraceptives 
Table 11: Elimination of mother to child transmission

	Outcome 3
	Infants born to HIV positive mothers who are HIV positive reduced to less than 1% 
by 2016

	Outcome 4
	96% of HIV infected pregnant women and 98% of children in need of ART for their own health are provided with ART by 2016


4.2 Systems Strengthening 

Systems strengthening has been defined as efforts to improve the functioning of a system for better health and social outcomes. Effective systems supports scaling up of effective strategies and services, improves access, utilisation, coverage, quality and efficiency of service delivery. In the context of women, girls and HIV three systems health, community and social protection systems will be strengthened. The interactions between these systems are essential for an efficient and effective service delivery. 

In the context of the this strategic plan, systems strengthening will focus on critical elements that have the likelihood of improving the health outcomes for women and girls in the context of HIV. These are illustrated in the table below. The systems strengthening elements described in the table are adapted from those articulated in the current health, community and social systems strengthening frameworks. 
Table 12: Components of systems strengthening 

	Component 
	Description 

	Capacity development
	Skilled and competent human resources are a pre-requsite for efficient service delivery. The focus will be to develop appropriate skills and competencies.  

	Leadership and governance 
	Community, religious and political women leaders will be mobilised, sensitised and trained on women, girls and HIV issues. Emphasis will be on women and girls rights (for instance protection, respect and fulfilment) and strategies that address social, cultural and societal norms that negatively impact on women and girls.  

	Coordination and management
	Coordinating structures will be established and clearly defined. Role and responsibilities including communication and reporting channels will be articulated. The composition of coordinating structures at national, district and community levels will be multisectoral in nature with representation from public and private sectors and civil society organisations

	Policy, legal issues
	The focus will be on policy reviews and law reforms to address punitive instruments, and others have become barriers in HIV and AIDS service delivery for women and girls. 

	Service Delivery systems 
	The focus will be on strengthening the synergy, efficiency and effectiveness between community, health and social protection systems leading to timely delivery of quality and comprehensive (sufficient) services. 

	Strategic Information 
	Strategic information provides the evidence required to make informed choices and decisions in planning, resource allocation and planning. Health, community and social protection systems will be strengthened to ensure effective management of strategic information related to women, girls and HIV. Women’s organisations will be capacitated to collect, analyse and use M&E data.

	Strengthening strategic partnerships and alliances 
	Efforts will be made to strengthen strategic partnerships and alliances with other sectors (for instance Men’s sector), and with civil society organisations. This is necessay given their mandate and comparative advantage in service delivery. 

	Sustainable Financing 
	The strategy will be to improve systems that support efficient and effective use of financial resources and leverage additional resources to support targeted interventions for women and girls. Sustainable financing should be considered as a critical entry point for HIV and gender mainstreaming in other sector mandates and programmes. 


Health and community systems strengthening are much more developed in Botswana compared to social protection system. The social protection systems includes efforts to protect women and girls from abuse, exploitation,  protection, respect and fulfilment of their rights. Social protection system also support meaningful engagement and involvement by women and girls in efforts that protect their rights.  Effective social protection will start with strenghtening community-led structures to protect women and girls in particular, strengthening community-based organisations, including women’s organisations. 

Advocacy work will focus on targeting duty bearers to stregngthen legal and judicial systems that protect women and girls from discrimination, abuse, and ensure that their rights are respected and fulfiled.   

4.2.1 Strengthening social, policy and legal environment 
The existence of an enabling social, policy and legal environment is a pre-requisite for successful implementation of HIV response for women and girls. The goal of strengthening the social, policy and legal environment is to first have a society that protects, respects and fulfils the human rights of women and girl’s. Human rights are about responsibilities and accountabilities. Protection of women’s rights in the context of HIV is not only the right thing to do, but also protects women’s health and public health. When the human rights principles of non-discrimination, participation, inclusion, transparency and accountability ensure that women have full participation in planning, implementation and evaluation of HIV programmes, the national HIV response will better meet their needs. By providing strategic HIV information and services that work for women and girls, women and girls do not get infected with HIV and infected are able to live, work and take care of their children in a normal lifestyle. 

It is for this reason that the Women’s Sector Strategic Plan has used the human rights approach. The approach seeks to strengthen the capacity of rights holders to claim their rights and duty bearers to fulfil their obligations regarding such rights in a responsive manner.
In the context of the Women’s Sector response, advocacy work is intended to place and maintain issues of women, girls and HIV on the national socioeconomic development and political agenda. Advocacy will target community, religious and political leaders focusing on strategies that ensure that women’s and girl’s rights are protected, respected and fulfilled. Specific interventions will focus on reducing stigma and eliminating all forms of discrimination against women and girls in addition to increasing access to legal aid by women and girls.  

In the context of policy and legislation, advocacy will be intensified to support the review and strengthening of existing policies and legislation to ensure that they adequately address issues of women, girls and HIV, and in particular gender inequality, gender based violence, income inequalities, women and girls’ inheritance and property rights. Strategies will be put in place to transforming gender norms, promoting women’s employment, income and livelihood opportunities and advancing education for women and girls. Similarly specific strategies will be developed and mainstreamed in all sector operations, addressing reduction of stigma and discrimination associated with HIV status, gender and sex orientation.  During the implementation process advocacy will be intensified to encourage duty bearers (Government and civil society organisations) to increase access for women and girls to legal aid services. While the Government has initiated a programme to provide legal aid, the capacity of service providers will need to be strengthened. The role of the media not only in publicising cases that deserve legal aid but also in creating awareness and mobilising communities will be essential.
Special attention will be paid to harmonising the common law and customary law, where there is conflict that impact on women and girls negatively, and in ensuring their alignment to the provisions of Botswana Constitution. The constitution is the supreme law of the land.  

Gaps and Challenges 

i. Lack of awareness among key stakeholders of existing policies and legislations that are intended to protect and empower women and girls.  

ii. Limitations of existing laws: sex work and same sex relationships are criminalised; marital rape is not addressed in the marriage act or the Domestic Violence Act. Although rape is criminalised, law enforcement remains inadequate. 
iii. Inadequate implementation and enforcement of existing legislations and policies that protect and or empower women and girls.  

iv. Poor coordination and collaboration between the various systems that aim to facilitate protection and the well being of women and girls in the context of HIV

v. Failure to adequately engage at community level

vi. The operations of women’s civil society organisations remain fragmented 

vii. Stigma and discrimination associated with HIV and AIDS is still prevalent despite all the efforts to address them at the community and the workplace.
Priority Strategies  

The following strategic actions will be carried out. 

i. Intensify awareness and education of women’s and girl’s rights, and the existing policy and legal instruments that are intended to protect them through community based “know your rights campaign”
ii. Intensify advocacy work with leaders to have a more meaningful and sustained involvement and participation in promoting protection, respect and fulfilment of women’s and girl’s rights. 

iii. Intensify and expand coverage of advocacy work among leaders to support strategic interventions, especially around multiple and concurrent partnerships, inter-generational sex, alcohol and drug abuse. 

iv. Intensify advocacy among Legislators and policy makers to review policies and legislation that negatively impact on women and girls in the context of HIV. 

v. Strengthen the capacity of duty bearers to enforce and monitor compliance with women’s and girls human rights.  

vi. Invest to address the intersections between HIV vulnerability and gender inequality and violence against women and girls
vii. Advocate for the review and implementation of the legislation related to women’s property and r inheritance rights
viii. Advocating for inclusion and participation of women (including women living with HIV) at all levels of programme planning and decision-making processes related to HIV and AIDS.
The above strategies will contribute to the following outcome results 

Table 13: Policy, Legislation and Advocacy 

	Outcome result: 
	An enabling policy and legal environment strengthened by 2013 and sustained by 2016


4.2.2 Coordination and management systems for the Women’s Sector response HIV and AIDS 

Effective and efficient coordination mechanisms are key determinants for successful implementation of national multi-sectoral HIV response for women and girls. This is largely dependent on the existence of a strong political leadership, effective institutions, policies and legislation and more importantly on the clarity of roles and responsibilities of partner organisations at all levels of the response.     

The National AIDS Council has the ultimate responsibility for coordinating the national HIV and AIDS response. National AIDS Coordinating Agency provides the Council with the day-to-day technical support. The Women Sector has been mandated to facilitate the development and implementation of national response for women and girls. 

At national level the Women Sector secretariat will facilitate coordination of the multi-sectoral response around issues of policy, joint planning and programming, resource mobilisation, technical assistance, networking, monitoring and evaluation as they are related to women and girls.   

Existing strategic partnerships and alliances will be consolidated and while others established where they don’t exist. The role of women’s civil society organisations will be clarified and consolidated. Women umbrella (networks) organisations will be strengthened to further facilitate effective coordination within their respective constituencies. The sector will forge partnerships with the Men’s Sector, given the impact of men and boys on the health of women and girls. 

Decentralised structures at district and communities will also be strengthened to provide coordination and leadership at their respective levels. The secretariat of the sector will be reviewed and strengthened. A key consideration will be the strategic location of the sector in the context of its ability to influence policy decision-making and programming for women, girls and HIV in other sectors. 
Gaps and Challenges 

The following challenges will be addressed 

· The capacity for coordinating the national response for women and girls remains weak. The operational system for the sector is underdeveloped and hence service delivery has been compromised.  

· Women civil society organisation’s coordination is fragmented and largely un-coordinated between the umbrella organisations and with the Sector secretariat. Roles and responsibilities are inadequately clarified.  

· Coordination of resource mobilisation is fragmented and ad hoc. Tracking resources earmarked for women, girls and HIV response remains a daunting challenge.

· Mainstreaming of HIV, gender and human rights in the context of women and girls remains weak and inadequate.  

Priority Strategies  

The following strategies will be implemented to strengthen coordination and management of the Women Sector response to HIV.

i. Strengthening the capacity of the Sector Secretariat in terms of human resources, finance and infrastructure to support effective and efficient sector coordination. This will also entail intensifying dissemination of sector initiatives including information on the sector strategic plan. 

ii. Strengthening the coordination and management mechanism will also include a review and development of effective decentralised structures at national, district and community levels.   

iii. Strengthening of civil society organisations coordination at national, district and community levels. This is necessary given the strategic role civil society organisations play in advocating for the protection, and fulfilment of women and girls human rights. 

iv. Promoting Women’s Leadership at all levels of society. For an effective response the role of women leaders in influencing how communities and the general society respond to the human rights and needs of women and girls in the context of HIV is critical.  

v. Strengthening networking among the various and diverse stakeholders involved in the HIV and AIDS response for women and girls. 

vi. Facilitate coordination of mobilisation and tracking of resources earmarked for women’s, girls and HIV.

vii. Intensify advocacy on mainstreaming of HIV, gender and human rights in the context of women and girls in other NAC’s and national development sectors. 

viii. Strengthening the capacity of the women’s sector secretariat to coordinate and M&E the women sector response, on gender analysis 
The above strategies will contribute to the achievement of the following outcome result. 

Table 14: Coordination and Management of the Women’s sector response to HIV and AIDS

	Outcome result: 
	Effectiveness of coordinating structures improved to 5 (NCPI
 rating) in 2015/16


4.2.3 Resource Mobilisation and management for women, girls and HIV response 

The implementation of the Women’s Sector Strategic Plan will require sustained resource mobilisation, effective and efficient resource use and tracking and management systems. Without adequate financing, the vision of women and girls having universal access to HIV and AIDS services cannot be realised. In this context, the strategic plan will accelerate advocacy with government, private sector, international development partners and civil society organisations to increase their funding for women, and girls related HIV and AIDS initiatives. The Women Sector’s secretariat will provide strategic leadership in resource mobilisation and allocation to strategic priorities areas. Currently targeted interventions on women, girls and HIV are under-funded. 

Women leaders will be capacitated to undertake advocacy work at their level for increased funding. At operational level they have an oversight responsibility of tracking how resources are being used for the benefits of women and girls. This will require regular briefings by the Women’s Sector Secretariat.
Gaps and challenges: 

i. Inadequate capacity for resources mobilization especially among civil society organizations working with women and girls.  

ii. Inadequate targeted interventions for women and girls. 
iii. The private-public partnership to support women and girls response remains under developed.  

Priority Strategies  

i. Facilitate the development and operationalize a sustainable resource mobilisation strategy for the Women Sector.
ii. Facilitate capacity building in gender analysis and budgeting. 
iii. Support capacity development for resource mobilisation for women’s civil society organisations.

iv. Facilitate the develop and institutionalisation of resource tracking system

v. Facilitate domestic resource mobilisation to support civil society organisations interventions 

The above strategies will contribute to the following outcome results. 

Table 15: Resource mobilisation and management   

	Outcome result: 
	100% of the national response financial resource needs as costed in the WSSP mobilised and efficiently managed by 2015/16


4.3 Strategic Information Management 

Botswana has adopted evidence and results based approaches for the overall planning, coordination and management, and resource allocation for the HIV and AIDS multi-sectoral response. The adoption demands the implementation of an M&E system capable of generating empirical evidence, in addition to facilitating the use of such evidence. Currently BHRIMS represent such as system. However, despite the existence of BHRIMS, data on women and girls remains inadequate, fragmented and often not disaggregated in a manner that it can easily be used for policy and planning. 

The Women Sector will require a comprehensive and robust national monitoring and evaluation system that focuses on women and girls and complements BHRIMS and other systems. Such a system would be designed to manage the sourcing, collection, collation, analysis, reporting and use of routine input and output monitoring data on women, girls and HIV. The system would focus on measuring the output, outcome and impact results over specified time periods. In doing so, the system will guides the process of data collection, processing, presenting and using the relevant information for decision making and planning, and hence promote “evidence and results based management” decision making.   

The existing system remains inadequate as many of the baselines needed for policy and planning cannot be established. In most cases there has not been provision for some data to be reported and hence the absence of necessary baseline data. 

The Women’s Sector strategic plan will focus on strengthening its M&E sub-systems targeting the following three priority areas  

i. Creation of an enabling M&E environment where systems are harmonised and aligned to provide strategic information on women, girls and HIV

ii. Supporting the routine HIV and gender data collection, analysis and reporting. 

iii. Promoting the use of evidence generating through routine monitoring, evaluation and research around women, girls and HIV issues. 

4.3.1 Creating an enabling M&E environment 

The sector will make efforts to strengthen an enabling policy environment for M&E that will be characterised by a clearly defined M&E road map and operational system. Stakeholders will agree on a common set of results, targets and indicators that will be used to measure progress for the women’s and girl’s response. At the operational level stakeholders will align and harmonise their results, targets and indicators with the national ones outlined in this strategic plan. Support will be provided to ensure existing M&E structures monitoring and reporting on gender and HIV at national, district and sector levels are functional. 

Advocacy work will be carried out to promote a national culture of monitoring and evaluation of HIV and gender among the implementing partners, sharing of information, experiences and providing feedback to collaborating partners particularly those involved in primary data collection and activities implementation. Attempts will be made to consolidate and strengthen the sector M&E system creating linkages with other databases (such as BHRIMS, and Central Bureau of Statistics). Coordination of the M&E system will be strengthened at all levels. 

Gaps and Challenges   

i. A weak M&E system for the Women Sector.

ii. Inadequate coordination among stakeholders working on women, girls and HIV response. Many organisations don’t report their progress to the sector’s secretariat. 

iii. Insufficient culture and commitment for monitoring and reporting, 

iv. Data quality – currently data quality is compromised by various factors including the different data collection tools in use, lack of supervision and skills in data analysis        

Priority strategies  

i. Review and strengthen the M&E system consolidating linkages, with other stakeholders systems. 

ii. Harmonise and align national indicators, result and targets. 

iii. Strengthen the capacity of M&E personnel at all levels with appropriate M&E skills 

iv. Develop and implement systems for data quality assurance  

4.3.2 Strengthening the national capacity to generate empirical data and HIV information
Strategic information on women and girls is a pre-requisite for policy formulation and programming on women, girls and HIV response. Currently systems for collecting such information are under-developed, dis-functional or fragmented. Where data is available is not disaggregated (by age, sex, and or geographical location) making it difficult to use it effectively in evidence-informed strategy development. 

Stakeholders will be capacitated to generate reliable, accurate and comprehensive data that is disaggregated by age, sex among others and is human rights sensitive. User-friendly data collection tools will be developed and reporting systems harmonised. Specific M&E guidelines for the Women Sector response will be developed and disseminated to all participating stakeholders. Stakeholders will be required to monitor and report on their progress without necessarily violating their institutional rights and data confidentiality. 
Capacity will also be developed among the implementing partners on research. That capacity will be used to facilitate surveys and surveillance, behavioural and bio-medical studies where required to generate new information, knowledge and or to confirm existing findings. Specific surveys will be conducted to determine coverage, access and quality of services and emerging challenges as they related to women, girls and HIV  
Gaps and challenges

i. Many of the people assigned to do M&E are not M&E specialists and have not been provided with adequate M&E training or orientation. 

ii. Inadequate M&E capacity at all levels. Capacity development has been ad hoc and not adequately focused on key capacity gaps as they related to women and girls response for instance collecting disaggregated data (age and sex).  

Priority Strategies 

i. Strengthen the M&E system to monitor, evaluate and report on women’s sector response to HIV and AIDS, 

ii. Strengthen information and knowledge management on women, girls and HIV
i. Strengthen the capacity to collect information on the epidemic among women and girls notably looking at the specific determinants and incidence by age, sex and geographic location
ii. Strengthen the capacity of policy makers, service providers to use evidence in planning, resource allocation, and policy formulation 

iii. Promote and strengthen capacity for research on women, girls and HIV issues

iv. Facilitate training of M&E personnel especially among the women’s participating civil society organisations and in the sector secretariat
v. Promote data collection processes that are participatory and involve women at all levels including at CBO level
vi. Review and ensure that the NSF II and NOP M&E system is gender sensitive –during the MTR
4.3.3 Generating demand for the use of evidence in decision making, planning and in coordination of the Women’s and Girls response to HIV 

Although Botswana has adopted evidence and results based management approaches, there is limited evidence on how stakeholders are using gender and HIV data in decision-making and strategic planning.    

During the period of the strategic plan advocacy work will be intensified to ensure that available empirical evidence is being used adequately. Innovative mechanisms for data dissemination will be developed and operationalized to ensure that data is readily available. 

Gaps and challenges 

i. Disaggregated data is not readily available. Where data is available it is often in technical formats that make it difficult for many people to use it. 

ii. Lack of awareness on the importance of evidence and results based decision-making and planning processes. 

Priority Strategies 
i. Facilitate training on evidence and results based management approaches  

ii. Accelerate the analysis and dissemination of data and related information 

Table 16: Monitoring and Evaluation     

	Outcome result: 
	Availability and implementation of evidence-informed policies, programmes and resource allocations for women’s and girls response to HIV and AIDS


4.4 Scaling up Treatment, Care and Support for Women and Girls   

4.4.1 Universal Access to integrated multi-sectoral services for HIV, TB and Sexual Reproductive Health services 

Universal access to comprehensive prevention, treatment, care and support for women and girls is strategic to improving the overall quality of life. In Botswana, services delivery has adopted an integrated approach that includes HIV counselling and testing, ART, management of opportunistic infections, management of TB/HIV co-infection, eMTCT, PEP, sexual and reproductive health, prevention and control of STIs, nutrition, home based care and a functional referral system among others. Health, community and social protection systems are being strengthened to support services delivery. 

The provision of these services is the domain of the health sector. The role of the Women sector will be to advocate scaling up of comprehensive and quality services, including most difficult to reach and most at risk women and girls populations. Secondly, the sector will mobilise women and girls and encourage them to access and utilise the services. The aim is to ensure increased uptake, coverage and a reduction of morbidity and mortality rates among women and girls. 
While the approach will be comprehensive, special attention will be paid to improved access and utilisation of services related to ART and management of TB/HIV co-infection especially by adolescent girls living with HIV.  ART services will be integrated with other appropriate health care services including sexual and reproductive health services. Provision of nutrition will be improved especially in households with women and girls living with HIV and AIDS that are classified as “food-insecure”. 
With regard to alleviating the burden of care on women, the Women Sector will advocate for review and strengthening of care systems including male involvement and day care centres. Civil Society organisations will be strengthened to provide complementary care and support. The Women Sector will lobby the Ministry of Health and Ministry of Local Government respectively to ensure that systems in place are reviewed and improved to reduce the burden of care on home.    
The focus for the Women Sector will be scaling up provision of ART and management of TB/HIV co-infection. Inevitably the process of addressing these areas, issues of managing opportunistic infections, nutrition and others will be integrated.  

4.4.1.1 Scaling up provision of ART to women and girls
Botswana has a fairly well established ART programme. ART services have been rolled out to most health facilities. By the end of February 2010, 150,122 patients were on ART. Of these 5% were children under 12 years while 61% (91588) were women and 39% (58534) men. 12.8% (19,199) of the patients on ART were outsourced to private clinics through the PPP programme. By 2010, Botswana had reached the Universal Targets (UA). However, pockets of hard to reach target groups remains a challenge.   

The Women sector will intensify its advocacy and stakeholders mobilisation to ensure that services are equitably distributed, accessible and are being utilised by those in need. Communities will be mobilised and awareness created on services available ranging from screening and treatment of opportunistic infections, provision of ART prophylaxis, monitoring of viral loads, nutritional support, treatment literacy, prevention of re-infections, counselling and psycho-social support, amongst others. 

To ensure effective ART service delivery for women and girls, the strategic plan will forge strategic partnerships and alliances with civil society and the private sector. The involvement of CSOs will enable to identify and provide the required support to treatment defaulters, and/or emerging challenges, including stigma and discrimination in services delivery. 
Efficiencies in treatment, care and support service delivery, will be enhanced by adopting and implementing the principals of “Treatment 2.0 Framework for Action”. The framework calls for simplification of treatment and procurement practices, innovation in strategies that have higher impact, ensuring equitable distributions of services and that the services are accessible and affordable. The framework calls for decentralisation and integration of services. 

To achieve the benefits of Treatment 2.0 framework, the Women sector will advocate for optimisation of drug regimens, provision of point of care and other simplified diagnostic and monitoring tools, reduction of cost of service delivery, and intensified community mobilisation.  

Gaps and Challenges

i. ART is not accessible by all people who need it. With the adoption of CD4 350 criteria the number of people not receiving ART inevitably will increase. 

ii. Stigma and discrimination remains major barriers to ART services uptake.
iii. Inadequate integration of ART services with other health care services such as TB, maternal and child health services (including family planning), and Primary Health Care (PHC) in general. 

iv. Inadequate psychosocial support for women and girls considered as difficult to reach groups 
v. Inadequate sexual reproductive health education for adolescents living with HIV.

vi. Inadequate monitoring and treatment of cervical cancer. 

Strategic priorities

i. Advocate for sustained acceleration of the implementation of the ART scale up strategy taking cognisance of the new eligibility criteria of CD4 350. 

ii. Advocate for scale up provision of ART to all health facilities and outsource to private sector.   
iii. Support community based women organisations to conduct sensitization on create awareness on strategies for reduction and discrimination reduction. 
iv. Advocate for accelerated integration of ART services with other health services and in particular sexual and reproductive health services. 
v. Mobilise community and sector based partnerships to support the ART uptake 
vi. Facilitate intensification of awareness and education on treatment adherence. 
vii.    Strengthen psychosocial support services for people living with HIV especially children

viii. Support the development and implementation of a clear strategy for educating adolescents living with HIV on sexual and reproductive health issues

ix. Intensify awareness of cervical cancer and advocate for early diagnosis and treatment among women and girls.  

Table 17: Provision of ART

	Outcome result: 
	100% of women and girls in need of ART enrolled on ART by 2016. 


4.4.1.2 TB/HIV co-infection 
Tuberculosis (TB) is believed to have a direct co-relation to the HIV epidemic since HIV is the major known individual risk factor for the development of TB. By 2009, 68% of TB patients were screened for HIV. Between 60-80%
 of all TB patients are also co-infected with HIV. According to the WHO, TB is the most life threatening opportunistic disease, even in those receiving ARVs, and it has been shown to be a leading cause of death
 in Botswana. TB/HIV collaborative services are being provided in 630 facilities with 104,000 patients enrolled. Botswana reported TB case detection rate of 59%, a success rate of 73% and cure rate of 51%. This is partly due to the intensified implementation of the 3Is and provision of IPT
.   
It is therefore imperative that more concerted efforts are undertaken to prevent and treat TB in women and girls living with HIV. If not addressed on time, TB could make women and girls more vulnerable. The risk of transmitting to TB to their children is equally high. In case access to health services is difficult, TB diagnosis then becomes even more challenging. 

Currently “Three I’s” strategy that entails Intensified Case Finding (ICF), provision of Isoniazid Preventative Therapy (IPT) and TB Infection Control (IC) is being used. However, there are still several aspects that need to be addressed, particularly with regards to IPT provision and Intensified case finding. 

The joint management of TB and HIV is considered an important component of the Treatment, Care and Support strategy since TB is the most prevalent of the OI’s to affect PLHIV. Without effective management, TB prevalence can affect the success of the ART programme. 

The Women Sector strategic plan will intensify community mobilisation to encourage women and girls to seek early diagnosis of TB, and testing for HIV, followed by appropriate treatment in case of one being diagnosed with TB or infected with HIV. Advocacy work will also focus on scaling up of services countrywide. 
Gaps and Challenges 

i. Inadequate community awareness of TB/HIV interactions. 
ii. Inadequate roll-out / scaling up of TB/HIV co-infection collaborative actions 

iii. Limited reinforcement of infection control standards in health care facilities and congregate settings

iv. Inadequate monitoring and follow up of TB patients living with HIV 
Priority strategies  

i. Intensify community awareness and education on TB/HIV interactions. 
ii. Advocate for accelerated roll out / scaling up of TB/HIV collaborative actions 

iii. Accelerate HIV testing in TB patients and their enrolment on ART. 

iv. Strengthen the capacity of health facilities to provide TB/HIV services including diagnosis, testing, counselling, and referral services  

v. Conduct community mobilisation to create awareness of the interactions between TB and HIV. 

vi. Build community capacity to support community home-based TB and HIV interventions and in particular adherence to treatment. 

Table 18: Management of TB/HIV co-infection
	Outcome result: 
	Deaths related to TB among women and girls living with HIV reduced by 50% by 2016. 


Section 4: Annexes

Annex 1 – Results Framework – be inserted / completed once the results are approved
	Code
	Impact results 
	Code
	Outcome  results 
	Code
	Output results  

	1
	New HIV infections are reduced among women and girls aged 10 - 64 by 50% by 2016
	1.1
	Men and women aged 15-49 who had 2 or more sexual partners in the last 12 months who reported using a condom during the last sexual intercourse increased from 81.1% in 2011 to 95% by 2016

	1.1.1
	Women and girls reached with targeted social and behaviour change programmes increased by 50% 2016

	
	
	
	
	1.1.2
	Community based condom outlets and service centres that reported no condom stock out increased to 95% by 2016

	
	
	1.2
	Safe male circumcision programmes will have integrated a gender sensitive communication strategy by 2016.  
	1.2.1
	50% of women and girls aged 10 years and above reached with individual and/or small group level information on safe male circumcision sexual and reproductive health rights by 2016

MC programme guidelines integrating gender sensitisation components 

All men circumcised being sensitised on women’s rights 

	
	
	1.3
	Among males and females 15-49 years who had more than two sexual partners in the last 12 months reduced from 22.7% for males and 10.4% for females in 2008, to 10% for males and 5% for females by 2016.
	1.3.1
	Women, girls and males aged 10-49 years reached with anti-MCP messages increased by 20% by 2016

	
	
	1.4
	Women aged 10-64 years who received an HIV test in the last 12 months and who know their results increased from 60.5% in 2008 to 85% by 2016
	1.4.1
	Couples who were counselled and tested in the last 12 months increased by 50% in 2016 

	
	
	
	
	1.4.2
	Health and non-health facilities with adequate capacity to provide HTC increased by 50% in 2016

	
	
	1.5
	Sexual and Reproductive and Health rights of women and girls are protected, respected and fulfilled by all duty bearers by 2016.  
	1.5.1
	50% of women and girls reached with individual and/or small group level interventions on sexual and reproductive health rights by 2016

	
	
	1.6
	100% of all women who have been exposed to a form of GBV received PEP treatment at a health facility by 2016.
	1.6.1
	Community awareness of gender based violence and PEP improved

Access to PEP improved


	Code
	Impact 
	Code
	Outcome 
	Code
	Output 

	1
	New HIV infections are reduced among women and girls aged 10 - 64 by 50% by 2016
	1.7
	Women and girls aged 10-64 years have comprehensive knowledge of STIs and their implications on HIV infections by 2016. 
	1.7.1
	80% of women and girls aged 10 years and above reached with individual and/or small group level information on sexually transmitted infections by 2016

	
	
	1.8
	Women and girls aged 10 years and above attending health facilities that are appropriately diagnosed, treated and counselled for STIs increased by 50% by 2016.  
	1.8.1
	100% of health facilities have capacity to offers comprehensive STI treatment by 2016

	
	
	1.9
	Infants born to HIV positive mothers who are HIV positive reduced to less than 1% 
by 2016
	1.9.1
	Infants born to HIV-infected mothers (HIV-exposed infants) started on cotrimoxazole prophylaxis increased to100% by 2015

	
	
	
	
	1.9.2
	100% of HIV exposed infants receiving HIV DNA PCR test at six (6) weeks of birth by 2016

	
	
	1.10
	96% of HIV infected pregnant women and 98% of children in need of ART for their own health are provided with ART by 2016
	1.10.1
	Pregnant women who were counselled during the ANC for their most recent pregnancy, who were offered and accepted a HIV test and received their test results in the last twelve months increased to 95% by 2016

	
	
	
	
	1.10.2
	Females aged 15-49 (including those living with HIV) accessing comprehensive family planning package increased by 50% in 2016

	
	
	
	
	1.10.3
	Male participation in eMTCT programme increase by 50%in 2016

	
	
	
	
	
	

	2
	The rights of women and girls are protected, respected and fulfilled by 2016
	2.1
	An enabling policy and legal environment strengthened by 2013 and sustained by 2016
	2.1.1
	HIV and AIDS implementing partners capacity developed / strengthened in the areas of human rights-based approach, evidence-informed and results-based management approaches by 2016

	
	
	
	
	2.1.2
	100% of public sectors have reviewed their policies and programmes, and mainstreamed HIV, gender and human rights strategies in their workplace and development programmes


	Code
	Impact 
	Code
	Outcome 
	Code
	Output 

	3
	Service delivery efficiency and effectiveness improved 
	3.1
	Effectiveness of coordinating structures improved to 5 (NCPI rating) in 2015/16
	3.1.1
	National, district and community coordinating structures and systems are capacitated to effectively and efficiently coordinate and manage the Women Sector response

	
	
	3.2
	100% of the national response financial resource needs as costed in the NSP mobilised and efficiently managed by 2015/16
	3.2.1
	A resource mobilisation strategy developed and implemented

	
	
	3.3
	Availability and implementation of evidence-informed policies, programmes and resource allocations for women’s and girls response to HIV and AIDS
	3.3.1
	The M&E system provides 100% of the indicator values (targets and baselines) of the Women Sector Strategic Plan 

	
	
	
	
	3.3.2
	100% of public sectors have conducted gender analysis and incorporated gender and HIV dimensions in their work plans by 2016

	4
	Botswana attains zero discrimination and stigma associated with HIV and AIDS directed at women and girls by 2016 


	4.1
	Less stigma and discrimination: % of women and men aged 15 – 49 expressing accepting attitudes towards women living with HIV 
	4.1.1
	80% of women and girls aged 10 years and above reached with individual and/or small group level information on stigma and discrimination reduction strategies by 2016
communities sensitised on rights on women living with HIV

	
	
	
	
	
	

	5
	100% of women and girls with HIV still alive 12, 24 and 36 months after the initiation of antiretroviral therapy  


	5.1
	100% of women and girls in need of ART enrolled on ART by 2016.
	5.1.1
	Approved health facilities prescribing and dispensing ART increased from 70% in Sept. 2010 to 85% in 2013 and 100% of health facilities by 2016

	
	
	
	
	5.1.2
	HIV+ female patients screened for cervical cancer annually increased from 20% in 2010 to 45% in 2013 and 75% by 2016

	
	
	5.2
	Deaths related to TB among women and girls living with HIV reduced by 50% by 2016.
	5.2.1
	HIV patients routinely screened for TB at every visit increased from 25% in 2010, to 60% by 2013 and 85% by 2016

	
	
	
	
	5.2.2
	TB/HIV co-infected patients eligible for HAART according to national guidelines initiated on HAART increased from 75% in 2010 to 85% by 2013 and 95% by2016


Annex 2: Roles and responsibilities of stakeholders 
The following are roles and responsibilities of selected key stakeholders in the Women’s Sector Strategic Plan response. The roles and responsibilities are premised on their institutional mandate and comparative advantage.

4.2 Primary Stakeholders

	Stakeholder
	Roles and Responsibilities

	Ministry of Labour and Home Affairs - Women’s Affairs Department
	· Strengthen the Ministry’s portfolio for women to give it a leadership role in shaping the programmatic response to the gendered dimensions of HIV and AIDS; 

· Facilitate inter sectoral linkages to strengthen national efforts to achieve gender equality;

· Strengthen the capacity of the Ministry for monitoring the status of the epidemic as it impacts on women and girls, including most as risk populations.

	Women Sector Members
	· Purpose:  to stimulate, guide, develop, strengthen and Coordinate the Women Sector response to HIV and AIDS on behalf of the national AIDS Council 
· Terms of Reference:
· Establish / strengthen women sector specific program on HIV and AIDS

· Review existing sector programmes and policies with the view to mainstream HIV and AIDS (prevention, care and support)
· Establish / strengthen appropriate structure(s) for coordinating an effective women sector response to HIV and AIDS

· Identify, mobilise and sustain active involvement of all key stakeholders in the response within the women sector

· Facilitate, guide and ensure development and implementation of policies for prevention and mitigation of impacts of HIV and AIDS within the sector – through NAC and other relevant structures)

· Determine resource needed for effective planning, implementation, monitoring and coordination of HIV and AIDS programmes and policies within the women sector 

· Initiate development of appropriate legislation to ensure an effective and efficient women sector response to HIV and AIDS 

· Identify research needs to provide necessary information for policy and program development within the women sector 

· Initiate and coordinate periodical reviews of the women sector plan on HIV and AIDS to monitor progress and incorporate emerging scientific and socioeconomic information of HIV and AIDS.

· Strengthen networking with other sectoral committees on HIV and AIDS 

· Provide quarterly reports to NAC on the progress of implementation of women sector projects and programmes on HIV and AIDS 

· Address any other matter relevant to effective response to HIV and AIDS within the sector 
· Strengthen commitment to the Women Sector agenda on gender equality and HIV and AIDS;

· Translate the Women Sector Strategic Plan into annual work plans;

· Promote inter-sectoral synergies and linkages to strengthen and sustain Strategic Plan activities.

· 

	Men Sector Members
	· Enhance engagement with the Women Sector to address cross-cutting issues that affect women, girls, men and boys;

· Engage with the Women Sector to identify synergies between the Women and Men Sector Strategic Plans;

· Collaborate with Men Sector members to strengthen facility level health and social services for men and boys.

	National AIDS Coordinating Agency (NACA)
	· Provide leadership and programme support to the Women Sector to enable alignment between the Women Sector Strategic Plan and the NSF II / NOP;

· Provide guidance to the Women Sector for harmonizing its interventions with the NOP and other sectoral HIV and AIDS strategies and programmes;

· Hold leadership accountable for performance against set gender equality results and recommend remedial action where progress is slow;

· Facilitate the involvement of key stakeholders in support of the Women Sector Strategic Plan;

· Provide technical support for the monitoring and evaluation of the Women Sector Strategic Plan. 

	Ministry of Health
	· Provide coordination support to Women Sector HIV and AIDS and SRH interventions;

· Engage the Women Sector in the implementation of the NOP to strengthen overall gender responsiveness;

· Engage with the Women Sector for the design, development and implementation of gender responsive HIV and AIDS programmes that address SRH and behaviour change;

· Collaborate with Women Sector members to strengthen facility level services for women and girls;

· Strengthen the Ministry’s leadership role in the advocacy for and development of gender responsive HIV and AIDS related policy and legislation.

	Ministry of Local Government
	· Provide support to Women Sector interventions at district and local level;

· Identify and mobilize community structures in support of gender responsive HIV and AIDS planning and programme implementation;

· Work in collaboration with the Women Sector to mainstream gender into the HIV and AIDS work done through the District Multi-sectoral AIDS Committees (DMSACs);

· Support the Women Sector in coordinating and managing the provision of HIV and AIDS services for women and girls at the district level through the DMSACs).

	Ministry of Education and Skills Development
	· Engage with the Women Sector to explore synergies between their respective HIV and AIDS strategic Plans and the NOP;

· Strengthen the Ministry’s leadership role in the development of the policy environment that deals with gender equality, HIV and AIDS and education policy and practice;

· Collaborate with the Women Sector to strengthen the gender responsiveness of behaviour change interventions.

	National Apex Bodies, Coalitions and Networks
	· Participate in programme coordination for implementation of the Women Sector Strategic Plan

· Coordinate involvement of civil society organizations in the implementation of the Women Sector Strategic Plan at national, district and community levels;

· Support the implementation of the Women Sector Strategic Plan through resource mobilization;

· Participate in systems strengthening activities for civil society organizations that are implementing elements of the Women Sector Strategic Plan.

	Ntlo ya Dikgosi
	· Engage with the Women Sector to facilitate the participation of traditional leadership structures as change agents for gender transformation;

· Work with the Women Sector and other strategic role players to strengthen the capacity of traditional leadership to integrate gender and HIV and AIDS for effective community level responses. 

	Civil Society Organisations 

(NGOs, FBOs and CBOs)
	· Participate at all stages of the implementation of the Women Sector Strategic Plan;

· Provide resources, expertise and leadership for the effective implementation of gender responsive programmes;

	District Development Committees
	· Articulate and identify priority areas for prevention and mitigation responses at district and community levels;

· Translate the Women Sector Strategic Plan into annual community level gender responsive plans;

· Support the monitoring and evaluation of Women Sector Strategic Plan activities at district and community level;

· Strengthen the leadership role of civil society organizations in advocating and lobbying for gender equality in the context of HIV and AIDS;

· Where relevant mobilize resources for the Women Sector Strategic Plan at district and community level.

	District Multi-Sectoral AIDS Committees (DMSACs)
	· Coordinate and strengthen the implementation of the HIV and AIDS programmes and strategies at district and community levels;

· Articulate and identify priority areas for prevention and mitigation responses at district and community level;

· Translate the Women Sector Strategic Plan into annual work plans;

· Guide the monitoring and evaluation of the Women Sector Strategic Plan at district and community level;

· Where relevant mobilize resources for the Women Sector Strategic Plan at district and community level. 

	Village Multi-Sectoral AIDS Committees (VMSACs)
	· Motivate implementers and community members to engage with the Women Sector Strategic Plan at the village level;

· Share information and identify priority gender and HIV and AIDS interventions at the village level;

· Mobilise Village Development Committees to engage with Women Sector Strategic Plan activities.

	Development Partners
	· Support the resourcing of the Women Sector Strategic Plan;

· Provide relevant and strategic gender knowledge and expertise for the effective implementation of Women Sector Strategic Plan activities;

· Assist the Women Sector with technical expertise for the monitoring and evaluation of Women Sector Strategic Plan interventions.  

	National AIDS Council
	· Provide overall policy guidance, strategic leadership and technical direction for the national response;

· Provide strong political endorsement for the national response within a gender equality framework linked to the NSF II priority areas;

· Provide overall policy support for the Women Sector Strategic Plan.

	Parliamentary Special Committee on HIV and AIDS
	· Advocacy for gender equality with all relevant HIV and AIDS role players in their constituencies; 

· Resource mobilization to implement gender responsive HIV and AIDS initiatives in their constituencies;

	Ministerial Task Force on HIV and AIDS
	· Mainstreaming of HIV and AIDS into the development plans and other national policies and programmes

· Alignment and harmonization of national policies and programmes.

	Global Fund Country Coordination Mechanism (CCM)
	· Ensures harmonization and alignment to national priorities;

· Coordinates the development and submission of proposals for national priority needs to the Global Fund;

· Advocacy for strengthening gender equality interventions.

	Ministry of Finance and Development Planning
	· Resources mobilization, allocation and disbursements;

· In collaboration with NACA, ensures adequate financial resources are made available to the various ministries to carry out HIV and AIDS prevention, care, treatment and support programmes;

· Ensure effective planning for HIV and AIDS at the national and ministerial level working in collaboration with NACA.

	Ministry of Presidential Affairs and Public Administration
	· Create and sustain a supportive and enabling environment in which an effective gender transformative HIV and AIDS response can be implemented;

· Promote the mainstreaming of gender and HIV and AIDS into the management of the public service;

· Strengthen linkages with other national gender equality initiatives that are working to mitigate the socio-economic impact of HIV and AIDS on women and girls;

· Promote awareness of the policy and legal issues around gender and HIV and AIDS through legal education programmes across the civil service.

	Ministry of Youth, Sports and Culture 
	· Develop and facilitate the implementation of specific HIV and AIDS programmes for out school adolescent and youth girls
· Mainstream HIV and gender in sports and athletics with a special focus on areas where women and girls are actively involved. 
· Support integration of gender sensitive HIV services in community and social and cultural services.

	Private Sector
	· Support and enable initiatives that seek to enhance the health status of women in the workplace;

· Mobilise additional resources for planned Women Sector activities, including the financing of events and research. 

	The Media
	· Work proactively with the Women Sector to promote the health and social needs and status of women and girls through gender responsive reporting and messaging; 

· Collaborate with the Women Sector to strengthen media gender and HIV and AIDS capacity through training and technical support.


                                                                                        





� HYPERLINK "http://flagspot.net/images/b/bw).gif" ���


Republic of Botswana  





























�


























��



NAC Women Sector


Women Affairs Department, Ministry of Labour and Home Affairs





1st May 2012


�
�





































































National AIDS Council 


    Women Sector                     Strategic Plan








Accelerating Action for Women and Girls, on HIV and AIDS





  2012 - 2016








� UNAIDS Terminology Guidelines (October 2011)


� This may include personal factors such as lack of knowledge and skills required to protect oneself, and others; factors pertaining to the quality and coverage of services such as inaccessibility of services due to distance, cost etc., and societal factors such as social and cultural norms, practices beliefs and laws that stigmatize and disempower certain populations such as women and girls.  
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� MFDP, 2009, National Development Plan 10, April 2009 to March 2016.  pg. 13, 14


� BIAS III


� NACA (2001): Report - Scoping exercise for the needs assessment for a comprehensive national HIV/AIDS programme  


� National Operational Plan, pg. 1.


� SADC Gender Protocol Baseline Barometer, Southern African Gender Protocol Alliance, 2009.


� Note: Data will be disaggregated by sex, age, geographical (rural and urban), and other categories as deemed necessary. 


� NACA (2010): Modes of Transmission Study


� BIAS III


� MOH (2009) ANC Sentinel Surveillance quoted in MOT 2010, (pg. 38)


� BAIS III, 2008
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� Mullick, et al. (2007) Behavioural and Contextual Factors Driving HIV Epidemic pg. 55.
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� Gay j. et al : What works for Women and Girls – Evidence for HIV and AIDS interventions. Open Society Institute.  


� MOH (2012): The National Condom Strategy and Implementation Plan 2012-2016


� BAIS II;  and The National Condom Strategy and Implementation Plan 2012-2016
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� MOH (2012): The National Condom Strategy and Implementation Plan 2012-2016


� Data will be disaggregated by age: 15-24 and 25 and above focusing on women.  


� BAIS III, 2008, pg. 50


� Geddes and Grosset (2000): Medical Dictionary 


� UNAIDS (2007): Safe Voluntary informed male circumcision and Comprehensive HIV Prevention Programming – Guidance for decision makes on human rights, ethical and legal considerations 


� ACHAP (2011): Report- HIV prevention in Southern African for Young people with a focus on young women and girls in Botswana  


� NACA, CSO (2008): Botswana AIDS Impact Survey III, pg. 274 and pg. 276 


� Moroka, T. 2007. Intimate Partner Violence, Alcohol Abuse and STIs/HIV Transmission Risk Behaviours in Botswana: Implications for Public Policy and Service Delivery. Social Sciences Research Council / Open Society institute / University of Botswana. Gaberone.
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� SIAPAC (2008): Formative Research on Multiple and concurrent Partners, Cross Generatioal Sex and Transactional sex  
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� WHO (2006): Global Prevention and Control of Sexually Transmitted Infections 2006-2015


� MOH: Strategic Plan for Elimination of Mother to Child Transmission of HIV in Botswana 2012-2015


� MOH (2008): Rapid Assessment of SRH and HIV/AIDS linkages, 


� MOH: Strategic Plan for Elimination of Mother to Child Transmission of HIV in Botswana 2012-2015 


� Strategic Plan for eMTCT 2012-2015 – Outcome 3


� NCPI stands for National Composite Policy Index


� GFATM Round 10 gap analysis 


� WHO Three “I’s meeting, Intensified Case Finding, Isoniazid Preventative Therapy and TB Infection Control for people living with HIV, April 2008


� GFATM Round 10 gap analysis 


� Data will be disaggregated by age: 15-24 and 25 and above focusing on women.  


� Strategic Plan for eMTCT 2012-2015 – Outcome 3
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