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“HIV/AIDS is the greatest leadership challenge in Africa today. Across the board, we 
see how HIV/AIDS and its wider social and economic impacts are standing in the way 
of the sustainable development of Africa. The Commission on HIV/AIDS and Gov-
ernance in Africa was established to help African leaders mount an effective response 
to this insidious long-term threat. We aim to press home to our leaders and decision 
makers the message that HIV threatens their capacity to govern and to help them 
implement policies to fight back.”
K.Y. Amoako, Chairman of CHGA and Executive Secretary, Economic Commission for Africa 
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Under the Chairmanship of the Executive Secretary of the Economic Commission 
for Africa (ECA), K. Y. Amoako, the Commission on HIV/AIDS and Governance 
in Africa represents the first occasion on which the continent most affected by HIV/
AIDS will lead an effort to examine the epidemic in all its aspects and likely future 
implications. The challenge for CHGA is to provide the data, clarify the nature of 
the choices facing African governments today, and help consolidate the design and 
implementation of policies and programmes that can help contain the pandemic in 
order to support development and foster good governance. 
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2 About CHGA Interactive

The central task for CHGA is to provide recommendations for African policy makers 
on their response to the challenges posed by the HIV/AIDS pandemic. CHGA is 

concerned with ensuring that findings and recommendations of the Commission should 
reflect the experiences of the widest possible constituency. A central plank in ensuring this 
is the CHGA Interactive.

CHGA Interactive is driven by a series of specifically organized sub-regional consultations or 
‘public hearings’, unique for a UN Commission, on the following themes: orphans, gender, 
treatment and care, legal frameworks, prevention of mother-to-child transmission, human 
capacity and food security/rural livelihoods (For a schedule of the meetings in 2004, please 
refer to Appendix A). 

Under the auspices of CHGA Commissioners, each CHGA interactive session provides an 
opportunity for a wide range of stakeholders and constituents to not only share experiences 
and discuss the way forward in their sub-regional context, but also to identify key messages 
to facilitate the commission’s advocacy work and key policy recommendations. 

Four groups are particularly important as participants in this process:

•  African policy makers. CHGA interactive provides an opportunity to solicit their 
views and to ensure that their core concerns are adequately reflected in the Commis-
sion’s Final Report.

• Associations of people living with HIV and AIDS. These organizations are key stake-
holders with unchallengeable legitimacy on all issues surrounding the HIV/AIDS epi-
demic. CHGA seeks to engage with these to elicit their views, as well as receive their 
guidance on prioritization of the Commission’s core recommendations.

• CSOs including community based organizations, and local and international NGOs 
directly involved in service delivery. CHGA Interactive seeks to engage these in policy 
dialogue and formulation, so that their experience can be distilled into policy recom-
mendations, and CHGA recommendations can be useful to their activities.

• Public policy and advocacy organizations concerned with governance and democ-
racy, human rights, peace and security. This includes a range of specialist CSOs, wom-
en’s associations, trade unions and professional associations, churches and faith-based 

CHGA is meant to 
do much more than 

produce a report. The 
issue we are dealing 
is much too urgent. 

The CHGA Interactive 
is about bringing out 

African solutions to the 
challenges that HIV/AIDS 

poses for our societies, 
and about finding 

ways to implement the 
solutions quickly.”

Alan Whiteside, CHGA 
Commissioner

About CHGA Interactive
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organizations, and some research institutes. Interaction with these is key to ensuring 
that CHGA’s recommendations draw on the wealth of experiences that these organiza-
tions have accumulated, and that CHGA recommendations are relevant to the con-
texts that these are engaged in.

Context

Today, increasing resources, coupled with the decreasing costs of treatment and the emer-
gence of simpler treatment regimes, provides an opportunity to scale up national AIDS 
treatment and care responses. A range of challenges remain in the way of scaling up 
AIDS treatment within African contexts, however. First, there are challenges related to 
the limited capacity of health systems, such as the low and declining number of health 
professionals, high drug prices, long-term financial sustainability, inadequate laboratory 
and patient care infrastructure, poor patient follow up, and sustainability of drug sup-
ply. Second, scaling up treatment also requires fostering stakeholder buy-in on all fronts: 
involvement by the private sector, NGOs, FBOs and communities, as well as ensuring 
equitable access to treatment and care and overcoming stigma.

A related issue is preventing mother-to-child transmission of HIV (PMTCT), as well 
as determining what services aimed at PMTCT should comprise and who such servic-
es should aim to include. PMTCT includes interventions such as services to keep the 
mother healthy, preventing transmission through providing antiretroviral treatment and 
alternatives to breastfeeding, and keeping the mother and other household member alive 
as long as possible for the benefit of the child. Scaling up treatment and PMTCT were the 
two key issues tackled at the CHGA Interactive in Botswana.

Participants

CHGA Interactive – Botswana was attended and chaired by the following Commission-
ers: Ms. Awa Coll-Seck, Ms. Milly Katana, Ms. Joy Phumaphi, and Mr. Alan White-
side. Participants were drawn from civil society, national and international NGOs, CBO’s 
FBOs, UN agencies, public health care providers and a number of other stakeholders in 
the fight against HIV/AIDS (Please see Appendix A). 

Structure of the meeting

The meeting lasted for two days. The first day consisted of plenary sessions which opened 
up a broad discussion among participants on the issues identified for the meeting: scal-
ing up treatment, and PMTCT. One session was set aside for each issue, and experts in 
the field briefly introduced each session. Presentations were brief, leaving ample room for 
participants’ dialogue, contribution and identification of core areas and messages. The 
presentations and speakers were the following:

CHGA Interactive - Botswana

HIV/AIDS has a 
gross impact on our 
communities. It is young 
people that are dying, 
and the death of young 
people is the death of a 
country. We have to try 
to keep these people 
from dying.

Dr. N. P. Mazonde, 
Permanent Secretary, 
Ministry of Health, 
Botswana 
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Treatment:

Dr. Ernest Darkoh, Botswana National ARV Program: 

The Masa Antiretroviral Program in Botswana: Challenges and Lessons Learned

Dr. Haruna Jibril, Department of Pediatrics, Princess Marina Hospital, Gaborone:

Pediatric HIV/AIDS Care in Princess Marina Hospital: Initial Response to Treatment in Chil-
dren

Prevention of mother-to-child transmission:

Dr. Connie Osborne, UNICEF: 

Emerging Issues and Best Practices in Scaling up PMTCT Strategies in Botswana

Dr. Jean A. Kalilani, WHO: 

MTCT of HIV in AFRICA: Emerging Issues and Challenges

The second day was set aside for more technical, in-depth discussion. Participants first 
met for a plenary session, introduced by a presentation on public-private partnerships 
in ART provision. Subsequently, participants split into two issue-based working groups, 
elaborating on the core areas identified in the previous days’ discussions. The afternoon 
was spent in the plenary, presenting recommendations from the working groups and dis-
cussing the way forward. 

Public-Private Partnerships:

Duncan Thela, Associated Fund Administrators Botswana:

Facilitating Access to ART: Pula Medical Aid Fund and Botswana Public Officers’ Medi-

cal Aid Scheme (BPOMAS) through Managed Care Programme (MCP)

CHGA Interactive - Botswana
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The Botswana experience:  What does it take to roll out ART in an 
African context?

Lessons learned:

• Testing is the key entry point for all actual and potential interventions (treatment, 

support and prevention, including PMTCT), and must be widely available.

• The main workload is follow-up. Monitoring and evaluation systems therefore 

need to be set up early.

• Each new site experiences the same ‘teething problems’, therefore spread as 

wide as possible after initial pilot with the information available.

• Phased rollout generates perverse demand, so programmes should scale up 

quickly. Building health capacity is an incremental process, which accelerates 

and facilitates speedy rollout.

• The sickest come forward for testing/treatment first and overwhelm programme 

capacity. There is therefore a need to establish criteria for treatment that go be-

yond ‘first come first serve’ and clinical criteria.

• Public-private partnerships can help accelerate implementation and act as cata-

lysts for action.

(adapted from Ernest Darkoh: The Masa Antiretroviral Therapy Program in Botswana: 

Challenges and Lessons Learned)
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3 Discussion Outcomes

During the plenary as well in the working groups, a number of experiences, reflec-
tions and suggestions emerged. These have been structured and clustered into 

two main groups of factors that affect the delivery and uptake of treatment as well as 
of prevention of mother-to-child transmission, and, more generally, the response to the 
HIV/AIDS epidemic: (i) health system related factors, and (ii) socio-cultural factors.

Health system related factors

Strengthening health systems and integrating services

African public health infrastructure is generally weak. Health care coverage in most 
countries is low, and human and financial resources, as well as logistical support and 
procurement systems inadequate. Participants raised and strongly supported the need to 
strengthen these systems. While participants saw HIV/AIDS as much more than a health 
issue, the response in terms of treatment and PMTC requires a health system response, 
and HIV/AIDS burdens already overstretched African health infrastructure. 

Participants also identified a need to strengthen systems for patient tracking and moni-
toring, for data collection and documentation, and for systems for drug procurement as 
well as safe drug storage. The Botswana experience is that follow-up is the main workload. 
Monitoring systems therefore need to be in place early. In order to maximise the use of 
available resources and services, participants and presenters stressed the need to integrate 
HIV/AIDS-related services with the general public health system, such as integrating 
HIV into family planning and reproductive health services. Sustainability and reliability 
of supply at all levels of supply chain was raised as crucial. 

Good practice: The Family Care Model

“Splitting services into one programme for children and one for adults is impractical, and 
does not address the family’s needs as a unit – and we know how important the family is 
in African societies. The Family Care Model is an inherently African model. What we do 

Our health 
systems are weak, and 
we have insufficient 
human resources to 
address the epidemic 
adequately. 
This is a governance 
issue. It is very important 
for this commission to 
address.

Discussion Outcomes
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through the Family Care Model is that when a pregnant woman or a mother comes for 
ANC, we ask her if she would like testing. If she consents, we ask her whether she can 
bring her husband or her partner so he can be counselled and tested too. If the child is an 
orphan, we work with whoever is the primary care giver. The family arena is a good setting 
for providing support and care.”

Dr. Haruna Jibril, Princess Marina Hospital

Insufficient human capacity

Many participants made the point that African countries are generally experiencing a 
shortage of health care professionals. With the need to increase HIV-related services, the 
shortage becomes even more apparent. Participants raised concern over whether it is fea-
sible to train the number of new staff needed. Also, the burden on existing staff is im-
mense, and participants discussed the need to motivate existing staff in order to retain the 
few professionals that Africa has. Critical staff shortages include shortages of pharmacists 
and technicians to dispense treatment, creating bottlenecks for the rapid rollout of treat-
ment in Africa. ‘Brain drain’ and ‘poaching’, resulting in qualified staff leaving in search of 
economic betterment or improved working conditions, is a challenge in Africa.

One way forward could be to increase partnerships with NGOs, FBOs and other organi-
sations for these to take over certain components in the continuum of treatment and care. 
The role of lay counsellors, including PLWHA, was also emphasised. 

A second way forward is to examine the qualification systems for health care professionals, and 
investigate possibilities for fast-tracking the education for health professionals such as nurses 
and medical doctors, in order to rapidly increase the number of available professionals. 

Partnerships and coordination

A range of actors need to be involved in the fight against HIV/AIDS in order to make the 
response as effective and sustainable as possible. This includes the public sector, beyond 
the health sector, the private sector, and the voluntary sector. In Botswana, a number of 
public-private partnerships deliver treatment and care, and local companies are also sup-
porting in a number of ways, from donations in kind or in cash, to workplace programmes 
for prevention and treatment. NGOs and FBOs are key partners, particularly in preparing 
communities for treatment, channelling people towards the appropriate services, and in 
pre- and post-test counselling and other forms of support. 

A need was identified for more resources to be channelled to the communities; and for com-
munities to mobilise to increase openness and knowledge, but also to increase demand for 
services. Participants raised the point that decentralisation of services also must include a degree 
of decentralisation of control, to ensure ownership of the programme by those who implement 
it, but also to ensure targeting to local needs. The need for strengthening trust and areas of co-
operation between all sectors, including the international community, was emphasised strongly. 
‘Too many cooks spoil the broth’, and participants emphasised the need for coordination of 
different initiatives.

There are so many 
actors involved and 
already so much 
fragmentation of 
programmes that our 
health workers spend 
most of their time 
training for the different 
programmes.
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Making choices: getting the priorities right 

As governments, donors, civil society and communities turn their attention to HIV/
AIDS, a concern that HIV/AIDS may be ‘crowding out’ other diseases was raised. This 
point was not contested, but it was pointed out that rather than see this as a problem, 
the additional resources for HIV/AIDS should be seen as an opportunity to place greater 
attention on human development. The issue of earmarked funds was also raised, and par-
ticipants stated that donors’ and partners’ priorities did not always tally with the national 
priorities. Presently, attention is rightly given to treatment, but this should not take place 
at the expense of prevention. The need to sustain prevention efforts, as well as continue to 
develop effective prevention methodologies, was raised as important in itself, but also as a 
way to reduce the ever-increasing demand for costly treatment.

Human rights

While participants emphasised human rights and a rights-based approach, there also 
emerged a need to reinterpret human rights in the context of the pandemic. An example 
was used of a parent who violates a child’s right to health and life by not letting the child 
access treatment. Confidentiality between partners was also raised. Experiences men-
tioned were that counselling and testing the partners together, and supporting the couple’s 
or family’s post-testing process, is more appropriate than testing partners individually and 
leaving it to them to choose whether to disclose to each other or not. 

How to establish priority for treatment when services are limited was also discussed. While 
everyone has the right to treatment, there must be certain criterias to distinguish between 
those in need. The Botswana experience is that providing treatment on a first come, first 
served-basis is neither equitable, nor justifiable. An example was mentioned, where the 
sickest people were treated first. This meant that those who were not as ill were in the 
queue for so long that they fell sick while waiting for their turn, whereas early treatment 
provision could have helped them stay healthy. Participants stated that the criterias for 
treatment should be based on need rather than clinical criteria. Botswana, for example, 
has the following prioritisation among PLWHA: pregnant women and their partners, 
children older than 6 months, TB patients, and persons with a CD4 count lower than 200 
and/or an AIDS defining illness.

For people living with HIV/AIDS, participants stated that there is still is stigma and 
discrimination, but as more people are tested, receive treatment and are open about their 
status, there is anecdotal evidence that stigma is decreasing. 

We need to see 
interlinkages between 

the issues we are 
dealing with and get 
our priorities right. 
Linkages are between 
diseases: malaria and 
HIV reinforce each other, 
and so we need to 
focus on both. Linkages 
with the donors: Donors 
need to understand that 
you can’t just provide 
treatment without 
strengthening the health 
system. Linkages with 
actors on all levels: As 
a government, you can 
have the best policy, 
but how do you actually 
implement it?

Awa Coll-Seck, CHGA 
Commissioner

Discussion Outcomes
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Need for more evidence-based tools

In all the areas discussed, the participants identified a strong need for documentation of 
projects and programmes, to facilitate coordination and sharing of African experiences. 
There is also a need for more clinical research in an African context, for example on 
treatment provision to children. Research on how to reach out, and how to best organize 
programmes, is also needed. Participants particularly highlighted the urgent need for op-
erational research to provide tools for programme implementation. 

Socio-cultural factors

Stigma and related negative cultural values

Participants discussed and agreed that there are a number of cultural values that constrain 
full participation in available services such as treatment programmes. These are linked to 
traditional culture and religion in a number ways. HIV is mainly a sexually transmitted 
disease, and tradition and religion have maintained taboos around open discussion of 
sexuality, as well as maintained gender roles which suppress women. There is therefore a 
need for open discussion on sexuality and gender issues in communities, for prevention 
purposes, to involve men in work on HIV/AIDS, but also to increase awareness of and 
demand for voluntary counselling and testing, and treatment. 

The traditional view of disease as punishment or result of witchcraft, rather than as a virus 
transmitted through certain routes, has also facilitated the spread of the virus. A need for 
health literacy in communities was therefore identified.

Availability of testing and treatment seems to decrease stigma. Some participants raised 
the need to treat HIV/AIDS as a disease among others, saying that setting HIV/AIDS 
apart may increase the stigma.

Women: addressing gender inequalities

Women now comprise more than half of those infected in Africa. The majority of women 
infected in Africa are infected by their regular partner, and younger women are more 
vulnerable to infection. This merits special attention to women’s roles, but also to the role 
of men. Participants particularly linked the low economic status of women and women’s 
financial and social dependence on men to women’s inability to negotiate safer sex or the 
husband’s/ partner’s fidelity. On a general level, economic empowerment of women will 
therefore also have spin-offs such as facilitating women protecting themselves against HIV 
infection. 

In the context of HIV testing and treatment, women are more often in touch with the 
health care system, for example through visiting ante-natal clinics (ANC). This means 
that women are easier to reach with information and other medical interventions, and 

HIV gets the best 
and worst out 

of our communities. 
Gender inequalities, 
power struggles, poverty 
- with HIV they are 
manifesting themselves. 
But HIV also gives us 
opportunity to deal 
with discrimination and 
poverty in a more hands 
on way.

Milly Katana, CHGA 
Commissioner 

Let’s move towards 
developing and 
documenting solutions 
that are the product 
of African sweat and 
African tears. Let’s 
move towards delivery 
of these solutions. And 
let’s move quickly.

Joy Phumaphi, CHGA 
Commissioner
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participants discussed how services could be better integrated to maximise the benefits of 
the individual woman’s contact with the health care provider. 

The services mentioned are to a large degree services targeted at women, such as ANC. 
Some participants raised whether there might be a need for men-friendly services, while 
other participants feared that targeting services too much to groups such as men (or youth) 
might fragment service provision. Examples of ways to reach men through their partners 
were given, including requesting mothers to bring their partners, and for counselling and 
testing to be done of couples rather than of the member of the couple individually. 

Treatment and care needed for children

While treatment is available for adults, there is not enough knowledge or specialised treat-
ment available for children. Participants stated that there are inadequate fiscal and human 
resources available for treatment of children. There is therefore a need for more resources 
towards treating children, as well as more knowledge on treatment of children. 

Participants also raised the need for more knowledge and evidence-based strategies for 
working with children, for example on how to handle disclosure of a child’s HIV status (to 
the child and to others), and supporting adherence in children of different ages.

There are good examples of treating children, such as the family care model developed 
in Botswana. There is therefore local knowledge on treating children, and also on using 
children to involve the mother and the wider family in the treatment programme. A pro-
gramme for children can therefore be an entry point to treatment and care for the whole 
family.

Youth and adolescents

Participants, particularly those representing youth, pointed out that existing prevention 
strategies inadequately reach youth, as methods used do not communicate well with 
young people. It was recommended to engage youth fully in developing prevention for 
this group, in order to better target messages and programmes.

Discussing health care and HIV/AIDS-related services for youth, several participants 
pointed out that youth ‘fall between the cracks’ in present health care. Pediatry in Bo-
tswana covers children up to the age of 13, and most services are aimed at young children. 
There is therefore a need to provide services aimed at youth and adolescents. Participants 
pointed out that there are lessons to be learnt from family planning/reproductive health 
programmes and services, and that HIV/AIDS-related information and services would 
benefit from these lessons as well as integration with these services.  Participants discussed 
whether separate services for youth are warranted. While some feared fragmentation, oth-
ers drew on lessons from reproductive health programmes and stated that there is a need 
for confidential services where youth can go without fearing reproachful attitudes from 
staff, and without fearing to meet parents or other adults from the community.

Participants also raised that health services aimed at youth may not be the best use of re-

Discussion Outcomes

The first step to 
stigma is to treat people 
differently. What we have 
now in Botswana, where 
everyone is tested unless 
they specifically opt out, 
with treatment available, 
is much better. Now 
we’re treating HIV/AIDS 
like anything else. And 
stigma is going down.

Young people are 
faced with different value 
systems and different 
messages at home 
and at school. At home 
sexual matters will be 
a very taboo subject, 
while at school pupils will 
even be taught how to 
use condoms. We need 
to work on harmonizing 
these conflicting 
messages that young 
people are faced with.
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sources, as youth in general are healthy and do not use health services. Taking information 
and services to the youth, either in schools, or places where youth meet outside of school, 
therefore also needs to be further explored.

The main aim of the CHGA Interactive was to provide input for CHGA’s messages 
on scaling up treatment, and prevention of mother-to-child transmission. During 

the discussion, participants also raised a range of other issues that were deemed key to re-
sponding to the HIV/AIDS epidemic in Africa. This section summarizes the key messages 

We should not 
forget that this is 

a young epidemic - it is 
the young who are the 
most affected.

Joy Phumaphi, CHGA 
Commissioner

Sub-regional Experiences
Banu Khan, National AIDS Director - Botswana

“NACA comprises of many important stakeholders, such as the government, NGOs and 
FBOs. As many other countries, we have adopted the three ones: one agreed action framework, 
one national AIDS coordinating authority, and one agreed country-level monitoring and 
evaluation system. We do have the formal policy frameworks in place for action. We are 
now at a critical moment in time, where the need is to engage all sectors, including the 
business sector and the civil society, in order to get the maximum out of the resources that 
are available to us. It is incumbent on all of us to pull together to really make an impact.”

Joana Mangueira, National AIDS Director  - Mozambique

“One challenge that all coordinating bodies have is to create conciliatory partnerships. We 
work with different areas of government to ensure that our plans are in accordance, and 
work closely with civil society partners. NAC has three focus areas: prevention, treatment, 
and mitigation. With civil society, we are training people to work in and with communities, 
mobilizing individuals and networks. Our treatment targets are very ambitious, and we 
are creating a monitoring system to be on the ground in three months. We have energized 
all efforts, creating a sense that the best way to fight AIDS is action, action, action.”

Sibusiso Dlamini, National AIDS Director - Swaziland 

“We have three main areas of concern in our work. The first is prevention, to ensure that 
those that are HIV negative stay that way. Second, to ensure that those who have HIV 
receive quality care and support. The third concern is mitigation of the impact of HIV/
AIDS. There are many actors in this field, so communication and coordination is very 
important. In NERCHA, we don’t implement programmes, but coordinate and facilitate 
communication between those who do. We focus on areas such as VCT, clinical management, 
home based care, nutrition, orphans and vulnerable children, and HIV in the work place.”  
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from the meeting on how to move forward. The messages, aimed at African policy makers, 
demonstrate that participants believe that African policy makers can make tremendous 
improvements in the fight against HIV/AIDS, provided that policy makers take leader-
ship and move ahead on these issues as a matter of urgency.

Rapid scaling up of free treatment 
• HIV/AIDS-related treatment is available only to a very limited number of those 

who need it in Africa. Treatment provision needs to be rolled out rapidly, using 
available resources and knowledge. Programmes should start at scale, rather than 
start small and scale up.

• To ensure maximum use of limited resources, low-cost generic drugs should be 
used as far as possible, and investigations made into the feasibility of producing 
generics on the continent. 

• HIV/AIDS-related services must be provided free of charge, in order to maximize 
uptake. 

• A bottleneck to treatment provision is bureaucratic and cumbersome procedures 
for administration of drugs to patients, as well as lack of adequate staff. Govern-
ments need to streamline procedures in order to maximize use of staff time, as 
well as minimize patient waiting time. Without compromising quality and safety, 
this may include revising referral systems within hospitals and clinics, revising 
systems for drug procurement and qualification, and increasing staff capacity to 
administer the prescribed drugs.

• There is a lack of research into treatment provision in resource-limited settings, 
and lack of clinical research into ART provision for children. Operational research 
into service and programme provision is also scarce, as are research-based tools 
for programme implementation. More clinical as well as programmatic research 
is therefore needed to provide the clinical knowledge and programme tools in 
order to provide ARV treatment in Africa.

4 Messages

Messages
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More PMTCT: a wider range of services to more 
households

• 700 000 children are born HIV-infected every year. Most of these infections can be 
avoided with the right interventions, but in Africa these are available only to a very lim-
ited degree. Prevention of HIV transmission from mother to child must be scaled up 
rapidly, including interventions to keep the mother alive to postpone orphanhood.

• PMTCT strategies need to have a broad view of what constitutes PMTCT, from pri-
mary prevention in the mother and her partner, to prevention of unplanned pregnan-
cies among HIV positive women, to direct prevention of transmission of HIV from 
mother to child, as well as target the child, the mother and the whole household. 

• A number of linkages are needed in order to provide effective programmes, 
including links with primary prevention, with family planning and reproductive 
health services, and with other programmes for treatment and care for members 
of the household. 

• Existing PMTCT strategies are generally not available to African women. There 
is therefore a need to develop viable PMTCT strategies for Africa. This includes 
availability of elective cesarean section on a case-by-case basis, ARVs to mother 
and baby, practical alternatives to breastfeeding, and strengthening nutrition, 
providing nutritional support where needed. 

Increased coordination at all levels

• Lack of coordination is a bottleneck in provision of HIV/AIDS-related services, 
from prevention through to treatment, care and support. 

• Services within different parts of the health care system, such as family plan-
ning/reproductive health services, need to be integrated with HIV/AIDS-related 
services in order to maximize effect. 

• Programmes and strategies need to be coordinated with existing structures in the 
community. 

• Referral systems need to be revised to ensure that patients receive required serv-
ices, including prescribed medication. 

• Different actors need to coordinate efforts to ensure consistent messages, to avoid 
duplication, and to ensure maximum benefits of efforts. 

Partnerships are key to an effective response

• Partnerships, between public, private and voluntary sectors, including between 
civil society organisations, communities, and faith-based constituencies, are key 
to an effective response. Each bring valuable contributions to prevention the 
spread and curbing the impact of HIV/AIDS.

• The international community and the donor community are important partners in the 
fight against HIV/AIDS. Donors need to partner with governments in order to not 
impose conflicting demands and multiple frameworks on countries. The ‘three ones’ 
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framework is a step in the right direction. While accountability should be maintained, 
countries need to be able to allocate resources to meet real needs within the country.

• People living with HIV/AIDS are key partners in the fight against HIV/AIDS, and 
need to be involved at all levels of the response, partnering with other actors.

• Youth represent an opportunity for an AIDS-free generation, and should be key 
partners in developing and implementing strategies and services. 

• Subordination of women and gender inequality underpins the epidemic, and women 
and men need to work in partnership in order to halt the further spread of the virus.

Strengthening of health care systems 

• HIV/AIDS places undue demands on already overburdened African health 
infrastructure. Strengthening these health care systems with human and financial 
resources is crucial to scaling up HIV/AIDS related services such as counseling, 
testing and availability of treatment and care. 

• Governments need to develop innovative strategies for increasing human 
resources, as well as for retaining those human resources that do exist. 

• The international community should support governments by working against 
the present ‘brain drain’ and ‘poaching’ of skilled African staff.

Treatment and prevention must advance together

• Treatment and prevention reinforce each other, and increased attention to treat-
ment must not ‘crowd out’ prevention efforts. Prevention is important in itself, 
while it also reduces demand for treatment, and treatment increases openness, in 
turn important for prevention. The majority of the population are HIV negative, 
and need help to retain that status.

• In aspects of PMTCT, treatment is crucial for prevention of infection of the 
baby. Strategies to address the underlying drivers of the epidemic, such as poverty 
and gender imbalance, influence prevention as well as treatment positively.

Rights-based and ethical approach 

• Human rights must underpin and guide the response to the epidemic, address-
ing stigma and ensuing discrimination. In resource-constrained African settings, 
hard choices have to be made about how resources are allocated. Human rights 
and ethics must underpin guidelines for making these choices.

• Stigma leads to discrimination and violations of human rights, and drives people away 
from services and information. There are indications in Botswana that availability and 
‘normality’ of testing and treatment lead to lowering of stigma, and more needs to be 
done on all fronts to counter the stigma that still is attached to HIV/AIDS.

Messages
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Appendix A - CHGA Interactive Schedule

Location Themes Date Partner Concept Papers

Botswana
Scaling-Up 
treatment and 
Care

July 26-27 UNAIDS, WHO
Access to Treatment and Care

PMTCT strategies for Africa

Ethiopia
HIV/AIDS and 
Food security;  
Rural Livelihood

October 
12

ECA Sustainable 
Development 
Division

HIV/AIDS and Food Security: 
Ethiopia

The impacts of HIV/AIDS on the 
Elderly

Ghana 
The world of 
work; Legal 
frameworks

November 
18-19 ILO, UNAIDS

HIV and Human Capacity: 
Zambia

HIV and Human Capacity: 
Mozambique

Cameroon
Feminization 
of HIV/AIDS; 
Orphans;  

December 
13-14

 African Centre 
for Gender and 
Development, 
UNAIDS

Gender and HIV/AIDS

Orphans in Africa

Appendix A - CHGA Interactive Schedule
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Appendix B - Final List of Participants

I - CHGA COMMISSIONERS

Ms. Joy Phumaphi
Assistant Director General
Family & Community Health
WHO

Dr. Awa Marie Coll-Seck
Executive Secretary
Roll Back Malaria Partnership Secretariat
C/o World Health Organization

Ms. Milly Katana
Health Rights Action Group
Kampala, Uganda

Prof Alan Whiteside
Director
Health Economics & HIV/AIDS Research Division (HEARD)
University of Natal

II-BOTSWANA GOVERNMENT OFFICIALS

MINISTRY OF HEALTH

Dr. Patson Mazonde
Deputy Permanent Secretary
Ministry of Health

Appendix B - Final List of Participants
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Dr. Ernest Darkoh
Operations Manager
Botswana National ARV Programme
Ministry of Health/ACHAP

Mr. Segolame L. Ramotlhwa
Deputy Operations Manager
ARV Project
Ministry of Health

Ms. Tshego Motsemme
EPI/IMCI Manager
FHD MoH (EPI/IMCI)
Ministry of Health

Dr. William Jimbo
AIDS/STI Unit
Ministry of Health

MINISTRY OF LOCAL GOVERNMENT.

Mr. Tekane Tekane
Policy Advisor (M&E)
ACU MLG

NACA

Dr. Banu Khan
National Coordinator
National AIDS Coordinating Agency
Gaborone, Botswana

III-GOVERNMENT OFFICIALS FROM THE 
REGION

Ms. Joana Abrantes Mangueira
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Executive Secretary 
National AIDS Council
Maputo, Mozambique

Mr. Sibusiso Dlamini
National Coordinator- Cure and Support
National Emergency Response Counsel on HIV/AIDS (NERCHA)
Mbabane, Swaziland
Dr. Owen Mugurungi
AIDS Coordinator
Ministry of Health and Child Welfare

IV- INTERNATIONAL ORGANIZATIONS

UNDP

Mr. Bjørn Førde
UN Resident Representative
UNDP

Mr. Marx Garekwe
Communications Officer
UNDP

UNFPA

Dr. Agathe Lawson
UNFPA Representative
Gaborone, Botswana

UNAIDS
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Dr. Kwame Ampomah
UNAIDS Country Coordinator
Gaborone, Botswana

Ms. Irene Maina
Programme Associate
UNAIDS Botswana
Gaborone, Botswana

Ms. Boitshepo Giyose

Project Coordinator

UNAIDS Botswana
Gaborone, Botswana

UNICEF

Mr. Gordon Jonathan Lewis
UNICEF Representative
Gaborone, Botswana

Dr. Connie Osborne
HIV/AIDS Project Officer
UNICEF
Gaborone, Botswana

Dr. Tewabech Bishaw
Programme Coordinator
Gaborone, Botswana

WHO

Dr. Jean Alfazema Kalilani
WHO Representative
P.O. Box 1355
Gaborone, Botswana

Dr. Eyob Tsegaye
Medical Officer
WHO

Plot 22 Kama Crescent Gaborone
Gaborone, Botswana

UNHCR

Mr. Benny B. Otim
UNHCR Representative 
UN PLACE 22 KHANA Crescent
P.O. Box 288
Gaborone, Botswana

ECA

Dr. Nana Poku
Director of Research, CHGA
UNECA
Addis Ababa, Ethiopia

Dr. Hilda Tadria
Regional Advisor
UNECA
Addis Ababa, Ethiopia

Ms. Bjorg Sandkjaer
Demography Officer, CHGA
UNECA
Addis Ababa, Ethiopia

Ms. Maite Irurzun-Lopez
Economic Officer, CHGA
UNECA
Addis Ababa, Ethiopia

Ms. Virginie Mongonou
Assistant Research Officer, CHGA
UNECA
Addis Ababa, Ethiopia

Ms. Fabian Assegid
Communication and Knowledge Coordinator, 
CHGA
UNECA
Addis Ababa, Ethiopia
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V - CIVIL SOCIETY

BAMALETHE LUTHERAN HOSPITAL

Dr. Ruth Pfau
Chief Medical Officer
Bamalethe Lutheran Hospital
Ramotswa, Botswana

Ms. Widzani Sello
Chief Registered Nurse
Bamalethe Lutheran Hospital
Gaborone, Botswana

BAYLOR CLINIC OF EXCELLENCE

Prof. G. Anabwani
Director
Baylor Clinic of Excellence
Gaborone, Botswana

Ms. Kelogetswe Montshiwa
Administrative Manager
Botswana Baylor Children’s Center
Gaborone, Botswana

BBCA

Mr. Jeffrey Makgolo
Private Sector HIV/AIDS Coordinator
Botswana Business Coalition on AIDS 
Gaborone, Botswana

Mr. Kabelo Ebineng 
Managing Director
AFA Botswana Pvt. Ltd.
Gaborone, Botswana
 

BOFWA

Ms. Cally Ramalefo
Executive Director
Botswana Family Welfare Association
Gaborone, Botswana

BONASO

Mr. David Mbulawa
Finance/Programme Officer
BONASO
Gaborone, Botswana

BONELA

Mr. David C. Ngele
Ex-Director
Botswana Network on Ethics, Laws, HIV/AIDS
Gaborone, Botswana

BOTUSA

Dr. Peter Kilmarx
Director
BOTUSA CDC Project
Gaborone, Botswana

Dr. Ralph Ntumy
PMTCT Section Chief
BOTUSA CDC Project
Gaborone, Botswana
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Ms. Monica Smith
PMTLT Counseling Advisor
BOTUSA CDC Project
Gaborone, Botswana

BOTSWANA HARVARD PARTNERSHIPS

Dr. Ibou Thior
Project Director
Botswana Harvard AIDS Institute Partnerships
Gaborone, Botswana

Rev. Rupert Hambira
Senior Education Community Advisor
Maiteko a Tshireletso Vaccine Initiative
Botswana Harvard Partnership for HIV Research & Education
Gaborone, Botswana

CEO-YOHO

Mr. Vuyisele Otukile
Youth Health Organization
Gaborone, Botswana

CEYOHO

Mr. Robert M. Letsatsi
Project Coordinator
Centre for Youth of Hope
Gaborone, Botswana

GTZ

Dr. Vitalis Chipfakacha
German Technical Cooperation (GTZ)
Gaborone, Botswana
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HOLY CROSS HOSPICE

Ms. Molseraele Mogotsi
Nurse
Holy Cross Hospice
Gaborone, Botswana

HUMAN PEOPLE TO PEOPLE (TCM)

Mr. Kilford Zimondi
Deputy Project Coordinator
Human People to People/TCM
Gaborone, Botswana

POPULATION SERVICES INTERNATIONAL

Ms. Lisa Jamu
Deputy Country Representative
PSI
Gaborone Botswana

PRINCESS MARINA HOSPITAL

Dr. Haruna B. Jibril
Senior Consultant Pediatrician
Princess Marina Hospital
Gaborone, Botswana

Dr. Howard Moffatt 
Hospital Superintendent
Princess Marina Hospital
Gaborone, Botswana

TSHEPONG COUNSELLING NETWORK

Ms. Oné Tabengwa 
Tshepong Counselling Network
Gaborone, Botswana
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UNIVERSITY OF BOTSWANA

Prof. Sheila Tlou
HIV/AIDS Coordinator
University of Botswana
Gaborone, Botswana

MEDIA

Ms. Jen Mud
Journalist
AFP-Botswana
Gaborone, Botswana

Mr. Sello Motseta
AP + IRIN News
Gaborone, Botswana

Ms. Thato Chwaane
Journalist
MMEGI
P/Bag BR 50
Gaborone, Botswana

Mr. Malebogo Gaolebogwe
Reporter
BOPA
Gaborone, Botswana

Mr. Baxter
Editor
Reuters
Gaborone, Botswana
Mr. Charles Rautenbach
Photo Journalist
BOPA
Gaborone, Botswana

Ms. Mirriam Gondwe
Journalist
Gaborone, Botswana

Ms. Kesego Kebelaele
Journalist
Radio Botswana
Gaborone, Botswana

Ms. Sethamiso Moritshane
Journalist
Community Reporter Newspaper
Gaborone, Botswana

Ms. Linet Habana
Reporter
BTV
Gaborone, Botswana

Mr. L. Lucas
Journalist
B.B.C.
Gaborone, Botswana


