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Acronyms

ACHAP African Comprehensive HIV/AIDS Partnerships
ART Antiretroviral Therapy
AIDS Acquired Immune Deficiency Syndrome
BONASO Botswana Network of AIDS Service Organisations
BONELA Botswana Network on Ethics Law and HIV/AIDS
CHBC Community Home-Based Care
DMSAC District Multi-Sectoral AIDS Committee
GEMSA  Gender and Media Southern Africa
HIV Human Immunodeficiency Virus
MISA Media Institute for Southern Africa
NACA National AIDS Coordinating Agency
NGO Non-government Organisation
OVC Orphan and Vulnerable Children
SADC Southern African Development Community
SIDA The Swedish International Development Agency
STD Sexually Transmitted Disease
TSP Tirelo Sechaba Participants
UNAIDS The Joint United Nations Programme on HIV/AIDS
UNDP United Nations Development Programme
UNICEF The United Nations Children s Fund
WHO World Health Organisation
WIA Women in Action
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During 11-15 May 2009, Gender and Media
Southern Africa (GEMSA) conducted a policy
audit of care work in Botswana. GEMSA
aimed to evaluate current and future provisions
for care-givers in the country, to identify policy
gaps, and to provide recommendations on
how stakeholders can strengthen the care
work programme. Ultimately, the findings
from this report will contribute to a model
home-based care policy for the Southern
African Development Community (SADC)
region. It will build on recent government
and international commitments to improving
the lives of care-givers. These include the
SADC Protocol on Gender and Development,
which is designed to ensure gender equality
in every sphere of life. Article 27 (c) stipulates:

State parties shall by 2015: Develop and
implement policies and programmes to ensure
appropriate recognition of the work carried
out by care-givers, the majority of whom are
women, allocation of resources and
psychological support for care-givers as well
as promote the involvement of men in the
care and support of People Living with HIV
and AIDS.

To accurately reflect on conditions in the
country, GEMSA held three focus group
meetings and a series of interviews.
Researchers identified participants through
desktop research and discussions with
organisations involved in care work. The first
meeting brought together 10 community
home-based care (CHBC) organisations. The
second focus group drew 6 civil society
organisations involved in gender and HIV
and AIDS, such as the Botswana Network of
AIDS Service Organisations (BONASO), the
Botswana Network on Ethics Law and
HIV/AIDS (BONELA) and Women in Action
(WIA). GEMSA also conducted an interview
with a representative from the Joint United
Nations Programme on HIV/AIDS (UNAIDS).
Finally, GEMSA held several interviews with
government employees. The third focus group
brought together 5 health workers and 1

home-based care coordinator. GEMSA also
interviewed the Gaborone district CHBC
coordinator. From the Ministry of Health,
GEMSA spoke to Mrs Mudanga who gave
insights to care work in Botswana.

Through these meetings and desktop review,
GEMSA retrieved key research, policies,
guidelines and commentary on care work in
Botswana. The research revealed that
Botswana has had a CHBC programme since
the early 1990s. The government developed
the programme in response to growing
capacity constraints in the health sector,
caused by the AIDS epidemic. Government
developed a guideline, which that was later
revised in 1996, on CHBC. Stakeholders
continue to use this guideline today. To support
the work of volunteers, the government
provides a monthly transportation allowance
and clinical supplies.

The CHBC programme has succeeded in
impacting people infected and affected
by HIV and AIDS. However, given the
changing AIDS epidemic, the current
programme relies too heavily on an
outdated guideline. The government
needs to broaden the focus of CHBC to

Executive Summary
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The Commission on the Status of  Women (CSW) Fifty-third
session, was held at the United Nations in NYC from 2–13
March 2009.  This session’s focus was: ‘The equal sharing of
responsibilities between women and men, including care-giving
in the context of HIV/ AIDS’. 
The session brought together government bodies, non-government organi-
sations, multilaterals and community-based organisations to address the
challenges faced by care-givers and strategize on how govern-ments and
donors can support these individuals, as well as increase men’s participation
in care work. The global community put forward a number of
recommendations to help influence and strengthen government policies
on care work.
Web link: http://www.un.org/womenwatch/daw/csw/53sess.htm#agreed)



address the needs and wellbeing of
volunteers.

The government is currently conducting an
evaluation of home-based care. This presents
an opportunity to update guideline and
implement stronger provisions and support

for care-givers. In particular, the government
should explore the possibilities of volunteer
incentives to fairly compensate care-givers
for their contribution to the health sector. The
table below summarises the issues, findings
and recommendations on home-based care
in Botswana.
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OPPORTUNITIES

BOTSWANA:

ISSUE RECOMMENDATIONPOLICIES

Remuneration

Training and
Professional
Recognition

Logistic and
Material Support

• Engage stakeholders in a
discussion on fair, sustainable
government provisions.

• Assess the CHBC budget to see
how the government can
restructure it to better
accommodate, and potentially
pay care-givers.

• Explore the possibility of
developing a system where only
a few volunteers receive payment,
based on the number of hours
and services provided.

• Explore other incentives such as
free health care and food
packages.

• Consider moving towards a
standardised, mandated training
programme.

• Clinics should provide greater
clarity on their training sessions.

• Explore the possibility of
accrediting training to help
professionalise CHBC and create
a career path within the sector.

• Improve management and
evaluation of systems to
accurately predict community
needs.

• Promote smoother, more efficient
communication between
departments to minimise
backlogs.

• Provide clear guidelines on
transportation reimbursement and
explore alternative forms of
transport such as bicycles.

• Scrutinise the CHBC budget to
make room for new concessions

At present only donor
organisations provide
financial incentives for
CHBC volunteers working
at non-government
organisations (NGOs). The
government feels that by
remunerating care-givers,
they would destroy the spirit
of volunteerism which they
call a service form the
people rather than
volunteering.  Furthermore,
it is unclear whether the
government has the
capacity to provide a
sustainable income to
volunteers.

The government currently
has no mandated, minimum
level of training and has no
accreditation of this training.
 Nurses train CHBC
volunteers at the clinics on
issues of tuberculosis,
adherence, diet and how to
care for patients. Normally
the training lasts about a
week. As new issues arise,
the clinic provides care-
givers refresher courses.

Many care-givers working
for NGOs receive training
from either clinics or other
civil society organisations.

The government provides
CHBC volunteers with a
transportation allowance of

The government is
currently reviewing the
CHBC programme.
During this evaluation
they could explore and
strategise on providing
volunteers with incentives
and request ideas and
feedback from
stakeholders.

The government is
currently reviewing the
CHBC programme.
During this evaluation
they could explore and
strategise on new training
programmes and request
ideas and feedback from
stakeholders. Botswana is
currently working with
PEPFAR in a partnership
to strengthen caregivers
and address their needs.

The government is
currently reviewing the
CHBC programme.
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OPPORTUNITIES

BOTSWANA CONTINUED:

ISSUE RECOMMENDATIONPOLICIES

The government is
currently reviewing the
CHBC programme.
During this evaluation
they could explore and
strategise on strengthening
psychosocial support for
caregivers and request
ideas and feedback from
stakeholders.

The government is
currently reviewing the
CHBC programme.
During this evaluation
they could explore and
strategise on strengthening
inter-sector partnerships
and request ideas and
feedback from
stakeholders.

The government is
currently reviewing the
CHBC programme.
During this evaluation
they could explore and
strategise on strengthening
the gender balance in
CHBC groups and request
ideas and feedback from
stakeholders.

Psychosocial
support

Inter-sector
Collaboration
and Information
Dissemination

Gender
Equality in
CHBC

P151 per month and
clinical supplies; technical,
counselling and materials.
They have also allocated
funds of more than P12
million to care work in
Botswana.

The government provides
psychosocial support
through supervisors at the
clinic or through the social
welfare officer. Moreover,
as part of Ministry of
Health s monitoring of
CHBC, government
representatives often visit
volunteers to discuss their
challenges.
CHBC organisations often
facilitate discussions for
volunteers to share their
challenges and frustrations.

The government facilitates
discussions across sectors,
through bodies such as the
District Multi-Sectoral AIDS
Committee (DMSAC), and
village committees. In these
forums people from
different areas come
together to discuss and
strategise on HIV and AIDS,
social and development
issues in the country.

The CHBC guidelines do
not address the gender
disparity in CHBC.

for volunteers.
• Fund provisions that have the most

meaningful impact on the lives
and work of CHBC volunteers.

• Increase the capacity of nurses
and social workers who are often
overstretched and suffering from
burnout.

• Implement a report back session
with volunteers on concerns raised
during evaluations.

• Incorporate stress management
and exercises on how to cope
with the loss of patients in
volunteer training.

• Encourage peer counselling so
volunteers can support one
another.

• Engage individuals involved in
CHBC by hosting a national
conference where the Ministry of
Health shares the outcomes of the
evaluation of CHBC and addresses
challenges and gaps in the current
system.

• Review outdated policy
guidelines, encourage feedback
from stakeholders and launch new
documentation and plans.

• Communities should approach
and sensitise men on issues of
equality from an early age.

• The Ministry of Health should
actively recruit and engage men
in volunteering. They should also
raise awareness on sharing
responsibilities in care work.

• Improve volunteer incentives.
• Sign the SADC Protocol on

Gender and Development.
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There is M&E that the government supervises
through supervisory visits, review meetings,
monthly reports, trainings, research-
E.g. In 2005 training need assessment
of volunteers. Currently capacity assess-

ment of civil society organisations
providing HBC, will also cover community
based volunteers. M&E is outlined in the
guidelines.
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HIV and AIDS in
Botswana

Lesedi Selogelo (social worker) + Tebogo Momene
(counselee), Botswana Retired Nurses Society at
Tlokweng.                          Photo: Janine Morna

1 Republic of Botswana.Botswana National Strategic Framework
for HIV/AIDS 2003-2009 (Gaborone: Pyramid Publishing,
2003), p15

2 World Health Organisation (WHO), Joint United Nations
Programme on HIV/AIDS (UNAIDS) and United Nations
Children s Fund (UNICEF. (2008). Epidemiological Fact Sheet
on HIV and AIDS: Core data on Epidemiology and response:
Botswana: 2008 Update. Retrieved June 5, 2009, from
http://apps.who.int/globalatlas/predefinedReports/EFS2008/f
ull/EFS2008_BW.pdf, p4

3 Ibid
4 WHO, UNAIDS, UNICEF. Epidemiological Fact Sheet on HIV

and AIDS: Botswana, p5
5 WHO, UNAIDS, UNICEF. Epidemiological Fact Sheet on HIV

and AIDS: Botswana, p10
6 WHO, UNAIDS, UNICEF. Epidemiological Fact Sheet on HIV

and AIDS: Botswana, p11

HIV/AIDS in Botswana

Botswana diagnosed its first AIDS case in
1985. Since then, the population of people
living with HIV and AIDS has soared. High
morbidity and mortality rates due to HIV/
AIDS caused Botswana to slip down the
United Nations Development Programme
(UNDP) Human Development Index from 71
in 1996 to 122 in 1999/2000.1 The Botswana
government declared HIV/AIDS as a national
emergency and introduced many interventions
to curb the spread of the virus and support
those infected.

In 2007, UNAIDS and the World Health
Organisation (WHO) estimated between
280˚000 and 310˚000 adults and children
were living with HIV in the country.2 Of this
group, between 160˚000-180˚000 were
women (15 years and above).3 During that
year between 6˚600- 17˚000 people died of
AIDS.4

Botswana has relatively strong antiretroviral
therapy (ART) coverage. UNAIDS/WHO

reports that in 2007, between 100˚000-
130˚000 people needed ART, and between
86˚000- 99˚000 people received ARVs.5 ART
coverage is between 69%-91%.6

Gender disaggregation was noted in an
interview with Mudanga that there is a project
through public health which promotes men
involvement in health issues, also through
men sector and through PMTCT. Though they
have not succeeded, they are aware women s
presence in care work, of which the majority
are women. There is need to continue to make
strides to close the gaps.
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Introduction to Care Work

Home-based care plays an important role in
Botswana. Government entities and civil
society organisations all service the industry.
Most home-based care volunteers are women
who relieve the pressure off primary care-
givers by helping them to care for family
members.

During the early 1990s, the rapid growth of
HIV and AIDS in Botswana created a demand
for health care beyond the capacity of existing
health facilities. The government of Botswana
viewed CHBC as a solution to this crisis. They
felt it was the best method to care for the
terminally ill because:
• The extended family is traditionally the

greatest resource for the terminally ill. The
family is often available and capable of
sharing responsibility for care with social
welfare workers.

• Studies have shown people with AIDS
prefer to die at home.

• Hospitals would not be able to manage
the future number of AIDS patients and
maintain the same quality of service.

Government thus gave clinics a mandate to
recruit and coordinate community care-givers.
These volunteers would help to provide
palliative care and report to clinics on patients
progress. Many civil society organisations
also establ ished home-based care
programmes, which supported the efforts of
their government counterparts.

The National AIDS Control Programme
developed operational guidelines on CHBC
in 1992, which they later revised in 1996. To
better inform the guidelines and provide
baseline data to monitor the programme, the
Ministry of Health conducted a study on
CHBC for terminally ill AIDS patients in
Botswana. They found7:
• Terminally ill AIDS patients tended to rely

on assistance from hospitals rather than
clinics. As a result, hospitals were facing

greater pressure than clinics. Researchers
also found that many patients turned to
spiritual and traditional healers before
diagnosis (at which point he/she would
often revert to modern medical facilities).
The biggest financial barrier to patients
seeking medical care was the cost of
transport to and from the hospital or clinic.

• The link between the patient and the clinic
is stronger than the link between the
patient and the hospital after diagnosis.

• Households have the human capital to
take care of a terminally sick family
member, though many of these individuals
require training. The medical personnel
and social welfare officers expressed
different views on whether the average
household had the material resources to
care for patients at home.

• The quality of care at hospitals was higher
than the level of care provided in the
home, mainly due to lack of supplies.
However welfare officers felt that patients
received closer attention and better
emotional support within the home.

• The majority of households do not
receive financial support either from
the government, churches, village
organisations or non-governmental
organisations. Most patients were not
visited by health workers or welfare
officers. Only two social welfare
institutions participated in home-based
care: The Botswana Red Cross Society and
the Social Welfare Department. The
secrecy surrounding a pat ient s
HIV status made it difficult for civil
society organisations to become
involved in CHBC.

Based on these findings, researchers
recommended that Ministry of Health equip
clinics with the inputs needed to treat
terminally ill AIDS patients. Under the new
system, hospitals would communicate with
clinics about a patient s health and refer
terminally ill patients to their homes.
Researchers also recommended that people

overviewoverview
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involved in home-based care educate
communities about the quality of service,
effectiveness of treatment and low cost of
modern health facilities, to deter them from
consulting spiritual and traditional healers.
To address the low capacity of household
care, researchers suggested the Ministry of
Health provide training and protective clothing
for care-givers, food and clothing for patients,
counselling, as well as other material inputs
such as disinfectants, linen, blankets,
mackintosh tops and mattresses. They also
suggested financial support for households
earning below P200 a month. Finally,
researchers emphasised the importance of
including non-government organisations
(NGOs) at the initial stage of the CHBC
programme, to boost their participation.
However, in order to create an enabling
environment for NGO s to support HIV
affected and infected households, government
would have to reduce secrecy and stigma
around HIV/AIDS through education and
awareness programmes.

The AIDS/STD unit within the Ministry of
Health incorporated many of these findings
into the revised 1996 CHBC guidelines. This
document continues to direct and organise
home-based care in the country. Today,
institutional care facilities are still scarce and
Botswana relies heavily on the CHBC
programme. Botswana s National Strategic
Framework for HIV/AIDS 2003-2009 calls for
expanded coverage of CHBC and Orphan
and Vulnerable Children (OVC) programmes
by addressing both supply and demand issues.
It is important for the country to establish
structures and best practices to address the
changing epidemic. The government
developed policies to address care work in
the following documents: Community and
Home Based Care Operational Guidelines
(1996), which operationalise the National
HIV/AIDS Policy (1993 and review: 1998).
There is also National Health Policy and
National HIV/AIDS Strategic Framework 2003-
2009(as a follow up of the 1997 Mid Term
Plan- 2003) and implemented immediately.

The Ministry has adopted an integrated
approach in the actual implementation of the
programmes.

Care Workers in Botswana

According to Dorothy Massi, the chairperson
of BLH Hospice, [care work] is about
patience and love and involve[s] respecting
people s confidentiality and caring for the
sick.  Irene N. Tshwene from Tlokweng Home-
Based Care reiterated that their group of
volunteers work out of compassion for the
community. They receive support from
health personnel, which enables them to do
their job.

Home-based care starts within an individual s
home, and extends to volunteers in the
community. These volunteers are either
recruited by government clinics or members
of civil society organisations. NGOs help to
fill resource and capacity gaps in CHBC.
Home-based care volunteers include both
the elderly and the youth.

All  the CHBC groups interviewed
acknowledged that they have few male care-
givers. Violet Madiye, a supervisor at Tirisanyo
Catholic Commission CHBC, felt that the
main reason for this is the lack of remuneration
for volunteers. She explained that most men
are breadwinners who need to sustain their
families. Benjamin Motlhalamme, a technical
supervisor at Gabane CHBC, stated that the
men did not participate in care work because
of societal roles and expectations.

Many CHBC groups work closely with the
government clinic to provide palliative care
in their areas. Hospitals refer patients to the
clinics for home-based care. Then, the nurse
and social worker for the area conduct home
visits to assess a patient s needs. The nurse
will either send clinic volunteers to provide
care, or alert an independent CHBC group.
Often, members of the community will also
approach home-based care organisations if
they believe someone is in need of care.

While clinics and home-based care groups
work closely together, interviewees
commented that they were not aware of any
government forum where care-givers
from different areas and organisations could
discuss their challenges and successes.
Only groups receiving funds from larger donor
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organisations, such as Otse Home Based Care,
met with other grantees to network and share
experiences. Government employees however
pointed to several multi-sector bodies where
home-based carers could share their views.
These included the District Multi-Sectoral
AIDS Committee (DMSAC), home-based care
organisations and village committees.
Moreover, the Botswana Network of AIDS
Service Organisations (BONASO) provides a
platform for CHBC groups to share knowledge
and information and scale up advocacy
initiatives.

The majority of CHBC groups, civil society
organisations and government health
workers interviewed were not familiar with
any of the policies or guidelines on
home-based care. This might be related to
the fact that the current guidelines are
almost 13 years old, and many new people
may have entered the sector since its
initial release. Benjamin Motlhalamme
from Gabane CHBC critiqued that a
partnership cannot exist if one side is hording
information and documents. The government
needs to establish stronger links between
policy-makers and individuals involved in
CHBC to ensure all stakeholders have a
clear understanding of roles, responsibilities
and activities.

When GEMSA asked the CHBC groups to
reflect on their greatest challenges, most
volunteers sited lack of remuneration and
incentives. Volunteers want to be recognised
for their contribution and work, particularly
because they have relieved the government
of a significant burden and ensured the success
of the home-based care programme.

Since the government initiated the CHBC
programme, life and conditions have
changed in Botswana. People need to pay
to send their children to secondary school
and put food on their tables. Without
remuneration, volunteers struggle to take
care of their families. Moreover, CHBC
groups and other civil society organisations
state it is becoming increasingly difficult
to attract and retain volunteers without
comprehensive compensation.  Financial
incentives encourage commitment and

motivate people to work.

Many participants cautioned that CHBC
volunteers are vulnerable and society needs
to be weary of exploiting them. Because
volunteers are not paid, they are
not protected by any labour
laws. Many interviewees felt it
was important to ensure that no
volunteer was worse off as a
result of their participation in
the CHBC programme.

Some in terv iewees  a l so
expressed dissatisfaction with
the government s current
transport and clinical supply
provisions. Presently, care-
givers receive a transportation
allowance and supplies from
their local clinic, such as
gloves and nappies, to enable
them to do their work. A few
CHBC groups stated that after
the government assessed their
organisation, they determined
only a few volunteers were
eligible for the allowance.
Moreover Violet Madiye,
f rom Ti r i sanyo Cathol ic
Commission CHBC, indicated
that her faith-based NGO was
inel igible for  the grant .
Other participants stated that
poor planning sometimes
led to inconsistent supplies
of materials at clinics. Nonofo
Tlhomelang, a nurse and
district home-based care
coordinator described some
of the difficulties in getting
supplies to remote clinics.
The CHBC groups called
fo r  be t t e r  suppor t  and
provisions such as badges,
wages and protective clothing. Civil
society organisations requested govern-
ment funding to help facilitate their work.
Though BONASO, DMSAC and the
National AIDS Coordinating Agency (NACA)
currently helps to fund HIV and AIDS
projects with the assistance of government
monies.

           All interviewees
had different levels
of skill, experience
and competency.
Irene N. Tshwene
from Tlokweng

Home-Based Care
felt she had not
received enough

training and needed
refresher courses.

Violet Madiye
from Tirisanyo

Catholic
Commission

CHBC wanted
the training to
incorporate
psychosocial
support for

care-givers.      .



Primary care-givers face similar challenges
related to lack of resources and support.
Interviewees commented on the eroding
extended family networks, exacerbating
the difficulties in caring for a terminally ill
relative. They also commented on the
burden of care on women in the household,
who are traditionally responsible for looking
after the sick.

Through registry of Societies and AG s
chambers, and have guidelines but no
regulatory body. The government of
Botswana wants to regulate this system
as they already have standards for care
work.

Government Response to Care Work

The Botswana government quickly responded
to the needs of terminally ill AIDS patients
and developed a comprehensive system of
CHBC in the 1990s. They recognised, much
earlier than their counterparts in the SADC
region, the importance care-givers can play
in supporting people infected and affected
by HIV and AIDS. To launch their CHBC
programme, the government sensitised and
mobilised all stakeholders and succeeded in
forging important inter-sector links. They also
implemented structures to monitor the
progress of CHBC. The main provisions of the
1996 CHBC guidelines are as follows:
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Botswana Retired Nurses Society’s vegetable
Garden at Tlokweng.   Photo: Janine Morna



Key Provisions of the 1996 Operational Guidelines for Community Home Based Care
for People with AIDS in Botswana

Definition

CHBC is the care-given to individuals in their natural environment by their families. It is supported by skilled social
welfare officers and communities who help to meet spiritual, material and psychosocial needs. The target group
for this programme is any person with diseases relating to HIV /AIDS and all other chronically ill patients. Social
welfare officers include nurses (who will play the lead role), social workers, district health education and nutrition
officers and other allied health professionals.

Goal

The goal of the programme is to prevent HIV transmission and to reduce the impact associated with HIV and AIDS
on the infected and affected.

Objectives

• To ensure optimum level of care for all terminally ill patients in order to avoid the dumping syndrome .
• To avoid unnecessary hospital admission.
• To provide clinical care in the home, including giving medications.
• To provide nursing care in a home setting.
• To provide an ongoing counselling service to both PWAs and their families.
• To refer terminally ill patients to social welfare and other appropriate agencies for material support.
• To establish a functional referral system between hospitals, district health teams, clinics and districts.

Specific Objectives and Action Points for CHBC Groups Caring for People Living with HIV and AIDS

• Determine health and health-related needs of the patients/clients and their families.
• Develop a plan of action for the identified health needs. This may include mobilising communities, discussing

intervention plans with the care-givers and their patients, and identifying resources for implementing the plan.
• Provide continued bio-psycho-social support and care to the client/patient and family.
• Identify community support groups.
• Educate and train social welfare officers, patients/clients, care-givers and community groups on managing the

client at home. To achieve this, assess the training needs for the different target groups, develop an action plan
and solicit resources to address those needs, equip the different target groups with knowledge, attitudes and
skills on CHBC (including providing guidelines and regular updates on new trends), as well as monitor and
evaluate the training programme.

• Establish a comprehensive referral system in order to ensure continuity of care. The guideline describes specific
actions to ensure the efficient and timely discharge of patients, adequate services and supplies, roles and
responsibilities, cooperation across sectors, and adequate records to track patients. The guideline also provides
specific criteria for referrals and a clear list of indicators for all those involved in CHBC to collect.

Monitor and evaluate CHBC by developing tools, writing and reviewing reports, observing care/teaching activities
and conducting meetings at ward and village levels to appraise CHBC activities. Ideally, the programme should
be evaluated every quarter. Care-givers should use a checklist for monitoring on a daily basis. The Ministry of
Health will conduct a baseline study on needs and resources for people infected and affected by HIV and AIDS.

11
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The guideline identifies the following four target and progress indicators:
o Each patient with HIV-related diseases/AIDS who is discharged from the hospital is brought to the clinic by a

nurse from the hospital. He/she will transfer the responsibility for follow-up to the clinic staff.
o After the hospital discharges a patient, he/she or their family, has received at least one/two home visits by a

health worker during a one month period.
o At least one family member involved in caring for a person with HIV/AIDS has acquired basic knowledge about

AIDS at home.
o The health facility administers each patient and/or family member with supplies/materials for home-based care

(as determined by the patients needs).

In addition to providing CHBC, the guideline states that stakeholders disseminate information on HIV/AIDS to
individuals, families and communities for the promotion and maintenance for quality care to HIV/AIDS infected
and affected persons. The guideline also stipulates that care-givers offer a counselling on HIV/AIDS and STD
prevention and care and help clients to live positively. In order to avoid burnout, the guideline recommends
counsellors also receive counselling through support groups.

CHBC Stakeholders

• Doctors, nurses, social workers, physiotherapists.
• Members of the Council of the Health Departments Clinic like: the senior district medical officers, matrons,

nurses, social workers, AIDS coordinators, district health education and nutrition officers.
• Community members including: Families, civil society organisations, community leaders, village health

committees, politicians, community leaders, general practitioners, volunteers and Tirelo Sechaba Participants
(TSP).

Roles and Responsibilities

• The hospital. This facility is responsible for identifying, diagnosing and counselling patients. They will identify
the home address and care-giver and indicate the type of care the patient should receive on a referral form.
The hospital will discharge the patient after health officials assess the home setting.

• The Council Health Department Headquarters. They will receive the CHBC referral forms (people with HIV/AIDS
will grant consent for this action) and notify the relevant clinic and/or health post. They also assist in the
assessment of the home setting before the client is discharged, inform other partners caring for the patient and
conduct home visits. The department also supervises, coordinates and reviews CHBC activities, provides
supplies, as well as collects records and lists of HIV/AIDS patients on CHBC.

• The clinic. After receiving the referral forms, nurses from the clinic visit the patient s home to assess and plan
for home care. They also arrange follow-up visits by social workers and other people involved in care. Staff
from the clinic discuss health problems with the district health team, liaise with community organisations,
devise plans with the patient and care-giver, compile a list of HIV/AIDS patients on CHBC in the catchment
area, provide outpatient treatment for opportunistic infection, and give the patient s family supplies necessary
for care.

Management and Coordination

To allow effective and efficient inter-sector collaboration on CHBC, the guideline proposes the following management
and coordination structure:
• Developing CHBC managers in different sectors at different levels.
• Assessing managerial needs for target groups at different levels.
• Monitoring and evaluation of services at all levels.
The guideline suggests developing specific criteria to select mangers and train them on identified needs.



Today, the government provides CHBC
volunteers a transportation allowance of
P151 per month. The council and clinic
supplies volunteers with items like gloves,
disinfectants and napkins. The social welfare
officer helps to distribute food packs to patients
who qualify.

The guideline clearly provides the necessary
structures for efficient, coordinated palliative
care. However, in light of the changing AIDS
epidemic in Botswana, the government needs
to update the guideline. It is unclear whether
it covers the scope of work taking place and
the needs of stakeholders. Today, volunteers
want better recognition and compensation
for their work. Additionally, the government
needs to better disseminate the guideline so
all members of the CHBC programme can
monitor and improve its efficacy. Most
interviewees had never seen or heard of the
document.

1.1 The Ministry of Health has recognised
the need to re-examine CHBC. They are
currently conducting an evaluation of
the programme to determine how it can
be strengthened. In particular the
allowance could be increased.
Documents should be translated to other
languages. NGOs can help with
translations.

Other Policies Impacting CHBC

The Botswana government s position on
volunteerism significantly impacts the material
support for care-givers. They believe
volunteerism is linked to the spirit of nurturing
and supporting one s community and giving
a service. The government maintains that
incentives for CHBC volunteers would destroy
this spirit and create expectations the
government could not fulfil. Many in the
sector view care work as a responsibility, not
a profession.

Other policies impacting CHBC volunteers
include social welfare policies for people
living with HIV and AIDS, as many volunteers
are also HIV positive. This includes
supplementary food when they are sick.
Primary care-givers, such as orphans, are
eligible for free schooling and uniforms and
monthly food packs.

Funding for CHBC

According to the Botswana National Strategic
Framework for HIV/AIDS 2003-2009, the
country will fund care work activity through
support from:
• The African Comprehensive HIV/AIDS

Partnerships (ACHAP) who provided

13
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The organisational arrangements for the programme include:
• District AIDS Committee which will act a s forum for information exchange.
• AIDS Technical Committee with members of the district health team and the hospital to advise on AIDS-related

technical issues and coordinate CHBC within the health sector.
• One senior staff member designated as the focal point, coordinator, for AIDS within the primary hospital,

district hospital(s) and district health department. In a hospital this would normally be a medical officer or a
senior nursing officer. At least 40% of the focal point s work should be designated for AIDS work.

Material and Financial Support for the CHBC Programme

Basic supplies for the programme include: gloves, bed pans, catheter and uro-bags, mackintosh and draw sheets,
cotton wool, gauze and swabs, bandages, disposable pads, incontinence sheets, soap, washing detergents, liquid
bleach, disinfectant iodine, syringes, needles, Kleenex or disposable towels, crutches, wheel chairs, plastic aprons,
dressing packs, saline for dressings and a community home based care bag. Care-givers would also have access
to a range of medications and multivitamins for their patients. Social welfare officers should determine and provide
supplementary food for clients who qualify.

District Health Departments, civil society and family members will help to finance CHBC activities in Botswana.



$1 740 000 over a 3 year period to support
increasing and enhancing the provision
of HIV care and clinical expertise across
intermediate and advanced levels of
health care,8  $2 601 000 for KITSO
training and education programme on
HIV/AIDS for doctors, nurses, counsellors
and pharmacists ,9  $1 355 000 over a 5
year period to small community based
projects focusing on prevention and
care of HVI/AIDS10  and $352 609 for 3
years for community-based orphan care
programmes.11

• The Botswana Harvard Partnership who
provided $900 000 over 2.5 years and
$300 000 over a 5 year period for training
health care providers to care for those
affected by HIV/AIDS.12

• The United Nations Development
Programme (UNDP) provided $130 000
from 2002-2003 to support people living
with HIV and AIDS.13

• The Swedish International Development
Agency (SIDA) gave $642 000 from 2002-
2004 for mainstreaming HIV/AIDS into
the local government planning and
delivery system.14

• The United Nations Children s Fund
(UNICEF) gave $794 00 from 2003 -2007
for care of OVCs by increasing access to
care-givers and quality services.15

The government has allocated the following
amounts for CHBC to increase the number
of skilled health workers (doctors, nurses)
providing accurate diagnosis and treatment
of opportunistic infections, as well as to
minimise the impact of the epidemic on those

infected/ affected, on public services and on
the economy.16

The government acknowledged that they had
allocated P12 million to care work, and there
has not been any other documents to verify
this as reported by Mudanga in an interview

Government Assessment of CHBC

Mudanga also informed GEMSA that despite
government s efforts, their assessment is that
the strategies are good, but implementation
is the challenge, e.g. Training and material
support. Allowances are not adequate looking
at the standard of living in Botswana. Good
and comprehensive policies, strategies,
manuals and guidelines (some in Setswana)
have been produced to raise awareness of
care work. Volunteers get protective clothing
at the clinic and they also have good
collaboration with civil society who also fund
them.

7 Republic of Botswana. Botswana National Strategic Framework
for HIV/AIDS 2003-2009, p85

8 Ibid.
9 Republic of Botswana. Botswana National Strategic Framework

for HIV/AIDS 2003-2009, p86
10 Republic of Botswana. Botswana National Strategic Framework

for HIV/AIDS 2003-2009, p88
11 Republic of Botswana. Botswana National Strategic Framework

for HIV/AIDS 2003-2009, p85
12 Republic of Botswana. Botswana National Strategic Framework

for HIV/AIDS 2003-2009, p86
13 Republic of Botswana. Botswana National Strategic Framework

for HIV/AIDS 2003-2009, p88
14 Ibid.
15 Republic of Botswana. Botswana National Strategic Framework

for HIV/AIDS 2003-2009, p102. The table shows costs in
Botswana Pula millions; inflation assumed to be 8%, exchange
rate US$1 = BWP6.
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Remuneration

Many CHBC volunteers would like the
government to compensate them for their
work. They feel a monthly payment would
help them to support their families and
minimise stress. The volunteers believe they
have contributed significantly to the CHBC
programme and lessened the burden on
government health facilities. They would like
the community and the government to
recognise this contribution. CHBC groups are
also calling for remuneration as they are facing
difficulties attracting and retaining volunteers.

At present only donor organisations provide
financial incentives for CHBC volunteers
working at NGOs. The government feels that
by remunerating care-givers, they would
destroy the spirit of volunteerism although
there is consideration of payment in the future.
One clinic employee said that by
professionalising and paying for care work,
many uneducated older volunteers would be
left out of the system. Furthermore, it is unclear
whether the government has the capacity to
provide a sustainable income to volunteers.
Resource constraints make the issue of
remuneration particularly challenging.

To address the challenges surrounding
remuneration, the government must first
engage stakeholders. Conditions in Botswana
have changed many perceptions and attitudes
on volunteerism. This dialogue may yield
fruitful suggestions on fair, sustainable
government provisions.

Next, the government needs to thoroughly
assess the CHBC budget to see how they can
restructure it to better accommodate, and
potentially pay, care-givers. The government
might be able to increase their capacity to
provide financial incentives by adopting the
Botswana Red Cross Society s approach to
remuneration. To ensure their volunteers are
not exploited, the Red Cross pays people who
work more than a specific minimum number

of hours per week. The government may
develop a system where only a few volunteers
receive payment, based on the number of
hours and services provided.

Short of remuneration, the government can
explore other ways to develop an incentive
package for volunteers. This could include
subsidies and other benefits such as free health
care and food packages.

Training and Professional Recognition

Training is critical for volunteers as they are
exposed to many risks when caring for people
living with HIV and AIDS. Many care-givers
received training through clinics or civil
society organisations. All interviewees had
different levels of skill, experience and
competency.  Irene N. Tshwene from
Tlokweng Home-Based Care felt she had not
received enough training and needed refresher
courses. Violet Madiye from Tirisanyo Catholic
Commission CHBC wanted the training to
incorporate psychosocial support for care-
givers.

The government currently has no mandated,
minimum level of training and there is no
accreditation. Nurses train CHBC volunteers
at the clinics on issues of tuberculosis,
adherence, diet and how to care for patients.
Normally the training lasts about a week. As
new issues arise, the clinic provides care-
givers refresher courses.

As a result of the current training system, the
government has no standardised level of
competency amongst care-givers. They cannot
exercise any quality control over the type of
care provided by volunteers across the country.
Moreover, they cannot ensure care-givers are
equipped with the necessary skills to respond
to the demands of their work.

To address these challenges, the government
may consider moving towards a more

Key issues
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standardised training programme. All new
volunteers (both with the government and
civil society organisations) should go through
the training so they have the same level of
skill, knowledge and competency to care for
a patient. Clinics should provide greater clarity
on how and when care-givers should be
trained. The government should also consider
accrediting training, as this will help to
professionalise the services offered by
volunteers and create a potential career path
within CHBC. Mudanga informed GEMSA
that the government is considering
accreditation as this will enhance employment
chances in other health care areas.

Materials and Logistic Support

The government provides CHBC volunteers
with a transportation allowance of P151
per month and clinical supplies. Some of
the concerns of care-givers included the fact
that not all NGOs and volunteers within
certain groups were eligible for the transport
grant.

In addition, some volunteers complained of
the inconsistent provision of clinic supplies.
They cited an example where, for 3 months,
they did not have access to any nappies. These
shortages have been linked to poor
management. Remote areas face particular
challenges securing resources.

Care-givers are requesting more support
through the provision of badges, protective
clothing, bags etc. The government has the
opportunity to address gaps in material
provisions through its current evaluation of
the CHBC programme.

Foremost, better management and evaluation
of systems will help the government accurately
predict community needs. Smoother, more
efficient communication between departments
may also help to minimise backlogs. To avoid
frustration and disappointment from care-
givers, the government should provide clear
rationale and guidelines regarding the
transportation payment. They may also look
into alternative forms of transportation such
as bicycles.

Greater scrutiny of the CHBC budget may
allow for new concessions for volunteers. The
Ministry of Health should fund provisions that
have the most meaningful impact on the
lives and work of CHBC volunteers.

Psychosocial Support

Burnout and stress are common amongst
health workers. CHBC volunteers face both
the challenges of caring for terminally ill
patients, as well as trying to maintain their
families with little or no pay. Primary care-
givers also face similar difficulties caring for
s ick family members and fr iends.

CHBC organisations often facilitate discussions
for volunteers to share their challenges and
frustrations. At the Botswana Red Cross
Society, volunteer care-givers meet every
week where they discuss their experiences
with an officer who will refer them to a nurse
or social worker if if they need further
counselling.

The government provides psychosocial
support through supervisors at the clinic or
through the social welfare officer. Moreover,
as part of Ministry of Health s monitoring of
CHBC, government representatives often visit
volunteers to discuss their challenges. Through
these forums, the government has recorded
burnout and stress in health workers. They
have responded by putting together a task
force to investigate how the country could
care for the carer.

Despite the strong systems in place, care-
givers such as Benjamin Motlhalamme from
Gabane CHBC were concerned their
complaints were not going from the clinics
to decision and policy-makers. Furthermore,
volunteers failed to get feedback and responses
on the outcomes of discussions with
government officials.

To address these challenges, the government
will need to strengthen and develop new
CHBC structures. This includes increasing the
capacity of nurses and social workers who
are often overstretched and also suffering
from burnout, as well as implementing a
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report back session with volunteers on
concerns raised.

To better allow care-givers to cope with stress,
the government should incorporate training
on stress management and on how to handle
the loss of patients. The training should also
encourage peer counselling so volunteers can
support one another.

Finally the government could develop a forum
for CHBC volunteers from all over the country
to share their experiences. By coordinating
volunteers and organisations, these groups
are better positioned to scale up advocacy
efforts and apply for funding. Efforts to
strengthen the capacity CHBC volunteers
ultimately help to relieve the pressure and
stress off primary care-givers.

Inter-Sector Collaboration and
Information Dissemination

While many CHBC groups work closely with
government clinics, there is often a break in
communication between policy and decision-
makers, and the implementers of the CHBC
programme. Many interviewees, both within
the government and the CHBC groups had

not seen the guidelines on CHBC. They were
thus unable to comment specifically on the
provisions of the programme.

The government has attempted to address
these issues through multi-sector bodies such
as the District Multi-Sectoral AIDS Committee
(DMSAC), home-based care organisations
and village committees. In these forums
people from different areas come together to
discuss and strategise on HIV and AIDS, social
and development issues in the country.
Moreover, through the Botswana National
Strategic Framework 2003-2009, the
government has called for greater
collaboration between the Ministry of Health
and the Ministry of Local Government in the
implementation of CHBC.

To improve collaboration and information
dissemination, the Ministry of Health can
work through existing multi-sector bodies.
They can also engage individuals involved in
CHBC by hosting a national conference where
they share the outcomes of the evaluation of
CHBC and address challenges and gaps in
the current system. After re-assessing and
potentially amending the guidelines, the
government should launch and share new
documentation and plans with all

Care-giver Constance Setlhabi, Botswana Retired Nurses
Society, exercising at Tlokweng.   Photo: Janine Morna



stakeholders. This will help to disseminate
critical information and ensure care-givers
are part of the decision-making process and
vision for CHBC in Botswana.

Gender Equality in CHBC

The CHBC programme still relies pre-
dominantly on women. The current guide-
lines fail to address the gender disparity
and no actions are in place to actively
recruit men. However, the Botswana
government recently established the men s
sector , made up of members from male
dominated fields. Participants believed
that this forum would help to engage men
in what is traditionally believed as women s
work , such as CHBC.

Cultural stereotypes and lack of remuneration
are the biggest barriers to men s participation
in home-based care. Robert Letsatsi, a
programme officer for Women in Action
(WIA), commented that even the social
infrastructure in Botswana impedes men s

involvement in care and child-raising. He
comments, that in some hospitals, a man is
not allowed to take his wife through the birth
of his/her child.

To address these challenges, society needs to
re-examine the traditional roles of men and
women. Communities should approach and
sensitise men on issues of equality from an
early age. The Ministry of Health should also
actively recruit and engage men in
volunteering. Through information and
awareness-raising, the government can
promote care work as everybody s
responsibility. Moreover, by improving the
incentive package for volunteers, so
participants are able to support their families,
the Ministry of Health will attract more men
to care work.

To achieve the goal of gender equality in all
spheres of life, the Botswana government
should also sign the SADC Protocol on Gender
and Development. The document provides
key targets to help countries improve gender
balance by 2015.
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Botswana Retired Nurses Society, Tlokweng.
Photo: Janine Morna
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Conclusions and Recommendations
The CHBC programme has benefitted from
strong political commitment to treat and curb
the spread of HIV and AIDS. Before many
other countries, the Botswana government
implemented and supported home-based
care. Today, the country can draw on the
experiences of volunteers and health workers
to support and monitor the programme.
Moreover, by creating a clear budget for
CHBC, the government can ensure the
programme operates smoothly and
sustainably. The government can proudly
reflect on how it brought different sectors and
communities together to address the HIV and
AIDS crisis. The people of Botswana can
similarly congratulate themselves for taking
the initiative to develop CHBC groups early
in the AIDS epidemic.

The CHBC programme has succeeded in its
initial goal of reducing the impact associated
with HIV and AIDS on the infected and
affected. However, it is now time for the
programme to broaden its focus and also
consider the needs and wellbeing of care-
givers. Many volunteers worry about

supporting their families and suffer from
burnout and stress. Moreover, because of the
varying levels and standards of training, CHBC
volunteers are not equally skilled and
knowledgeable about their work. The
programme has also failed to attract equal
numbers of male volunteers.

If the CHBC continues to operate the same
way it did in the 1990s, it will not be able
attract and retain volunteers and is not keeping
up with the changes in the care work sector.
Moreover, since volunteers are not covered
by the labour law, they can easily be exploited
under the system.

The government has taken the first important
step to addressing the programme s
weaknesses by conducting an evaluation of
CHBC. Findings from this assessment will
help the government to revise the outdated
1996 guidelines and strengthen CHBC,
particularly for care-givers.

GEMSA recommends the following actions
to ensure weaknesses in CHBC are adequately
addressed:

Botswana Retired Nurses Society, Children Playing,Tlokweng.
Photo: Janine Morna
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WHEN

BOTSWANA: RECOMMENDED ACTIONS

ACTION RESOURCES
REQUIRED

WHO

As part of the
government s
assessment of
the CHBC
programme.

As part of the
government s
assessment of
the CHBC
programme.

As part of the
government s
assessment of
the CHBC
programme.

As part of the
government s
assessment of
the CHBC
programme.

Logistic and
workshop
expenses for
meeting with
stakeholders.

A sustainable
pool of funding
for volunteer
incentives.

Logistic and
workshop
expenses for
meeting with
stakeholders on
these issues.

Funding for
training.

Logistic and
workshop
expenses for
meeting with
stakeholders on
these issues.

Re-structured
funding for new
volunteer
provisions.

Logistic and
workshop
expenses for
meeting with
stakeholders on
these issues.

Remuneration

• Engage stakeholders in a discussion on
fair, sustainable government provisions.

• Assess the CHBC budget to see how
government can restructure it to better
accommodate, and potentially pay, care-
givers.

• Explore the possibility of developing a
system where only a few volunteers
receive payment, based on the number
of hours and services provided.

• Explore other incentives such as free
health care and food packages.

Training

• Consider moving towards a standardised,
mandated training programme.

• Clinics should provide greater clarity on
their training sessions.

• Explore the possibility of accrediting
training to help professionalise CHBC
and create a career path within the sector.

Material and Logistics Support

• Improve management and evaluation of
systems to accurately predict community
needs.

• Promote smoother, more efficient
communication between departments to
minimise backlogs.

• Provide clear guidelines on transportation
reimbursement and explore alternative
forms of transport such as bicycles.

• Scrutinise the CHBC budget to make
room for new concessions for volunteers.

• Fund provisions that have the most
meaningful impact on the lives and work
of CHBC volunteers.

Psychosocial Support

• Increase the capacity of nurses and social
workers who are often overstretched and
suffering from burnout.

• Implement a report back session with
volunteers on concerns raised during
evaluations.

Relevant government
ministries such as the
Ministry of Health and
the Ministry of Labour,
CHBC volunteers,
CHBC groups, health
workers and home-
based care
coordinators.

Relevant government
ministries such as the
Ministry of Health, the
Ministry of Labour and
the Ministry of
Education, CHBC
volunteers, CHBC
groups, health workers
and home-based care
coordinators.

Relevant government
ministries such as the
Ministry of Health,
CHBC volunteers,
CHBC groups, health
workers and home-
based care
coordinators.

Relevant government
ministries such as the
Ministry of Health, the
government social
welfare department,
CHBC volunteers,



As part of the
government s
assessment of
the CHBC
programme.

As part of the
government s
assessment of
the CHBC
programme.
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WHEN

BOTSWANA: RECOMMENDED ACTIONS

ACTION RESOURCES
REQUIRED

WHO

Funding to
follow up on
recommendations
from the Caring
for the Carer
evaluation.

Funding to
increase the
number of health
workers to
improve capacity.

Funding for
regular feedback
between
government and
volunteers.

Logistic and
workshop
expenses for
meeting with
stakeholders on
these issues.

Funds for the
national
conference on
CHBC.

Funds to raise
awareness and
campaign for
greater
involvement of
men in care work.

• Incorporate stress management and
exercises on how to cope with the loss
of patients in volunteer training.

• Encourage peer counselling so volunteers
can support one another.

Inter-sector Collaboration and Information Dissemination

• Engage individuals involved in CHBC by
hosting a national conference where the
Ministry of Health shares the outcomes
of the evaluation of CHBC and addresses
challenges and gaps in the current system.

• Review outdated policy guidelines,
encourage feedback from stakeholders
and launch new documentation and
plans.

Gender Equality in CHBC

• Communities should approach and
sensitise men on issues of equality
from an early age.

• The Ministry of Health should actively
recruit and engage men in volunteering.
They should also advertise care work
as everybody s responsibility.

• Improve volunteer incentives.
• Sign the SADC Protocol on Gender and

Development.

CHBC groups, health
workers, social welfare
officers and home-
based care
coordinators.

All stakeholders

All CHBC
stakeholders, the
government of
Botswana, local
communities.

By re-assessing the current CHBC programme,
and encouraging feedback and ideas from all
stakeholders, the government of Botswana has
several opportunities to strengthen home-based
care and provisions for volunteers.

The advent of ART is radically changing the nature
of CHBC. However, as HIV positive individuals
build resistance to treatment, Botswana may face
another AIDS crisis. The country needs to capitalise
on its experiences, to implement structures that
broaden and strengthen CHBC for the future.



Community Based Health Care Groups
• Taung Home-Based Care
• Volunteers, BLH Hospice
• Gabane Home-Based Care
• Tirisanyo Catholic Commission CHBC
• Volunteer, Tlokweng Main Clinic
• Otse Home-Based Care
• Volunteer, Lesetlhana Clinic
• Volunteer, Siga Home Based Care
• Volunteer, St. Conrad s Clinic, Home-Based Care

Civil Society Organisations and United Nations Entities
• Botswana Red Cross Society
• Botswana Network of AIDS Service Organisations
• Botswana Network on Ethics Law and HIV/AIDS
• Women in Action
• Botswana Media Women s Association
• Lifeline
• Joint United Nations Programme on HIV/AIDS

Government Representative
• Home-Based Care Coordinator, S.E.D.C
• Nurse, BLH Hospice
• Assistant Health Educator, Siga Home-Based Care
• Health Education Assistant, St. Conrad s Clinic
• Health Education Assistant, Ramotswa Station Home-Based Care
• Health Education Assistant, Lesetlhana Clinic
• District Nurse and CHBC Coordinator, Gaborone

Ministry of Health
• Mrs Mudanga- Care Work Coordinator with the Ministry of Health

ANNEX A: Interviewees

Number

27
12
7

7
-

24
3

BOTSWANA: RESEARCH

Interviewees

Total Number of Interviewees
Total Number of Care-Givers Interviewed
Total Number of Civil Society/United Nations Organisations
Interviewed
Total Number of Government Representatives Interviewed
Total Number of Representatives from the National AIDS
Council Interviewed
Total Number of Female Interviewees
Total Number of Male Interviewees

ANNEX B: Research Statistics
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ANNEX C: Care Work Campaigns

Please refer to Annex A. While GEMSA did not find any specific campaigns for care-givers,
many of the groups interviewed, advocated and supported better rights for CHBC volunteers.
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ANNEX D: Care Work Research

TITLE: Baseline Study for the Community Home Based Care Programme for Terminally Ill
HIV/AIDS Patients in Botswana

WHEN: 1996

WHO: Republic of Botswana, AIDS/STD Unit, Ministry of Health

METHODOLOGY:  Researchers collected primary data through administering questionnaires
to households which have terminally ill HIV/AIDS patients, clinics and hospitals, social welfare
officers and non-government organisations. Responses were coded and tracked. Researchers
also examined secondary reports and documentation.

FINDINGS: The government conducted a baseline study to inform their CHBC guidelines and
provide pre-intervention data for monitoring. The researchers found:
• Terminally ill AIDS patients tended to rely on assistance from hospitals rather than clinics.

They also found that many patients turned to spiritual and traditional healers before diagnosis
(at which point he/she would often revert to modern medical facilities). The biggest financial
barrier to patients seeking medical cater was the cost of transport to and from the hospital
or clinic.

• The link between the patient and the clinic is stronger than the link between the patient
and the hospital after diagnosis.

• Households have the human capital to take care of a terminally sick family member, though
many of these individuals require training.  The medical personnel and social welfare
officers expressed different views on whether the average household had the material
resources to care for patients at home.

• The quality of care at hospitals was higher than the level of care provided in the home,
mainly due to lack of supplies. However welfare officers felt that patients received closer
attention and better emotional support within the home.

• The majority of households do not receive financial support either from the government,
churches, village organisations or non-governmental organisations. Most patients were not
visited by health workers or welfare officers. Only two social welfare institutions participated
in home-based care: The Botswana Red Cross Society and the Social Welfare Department.
The secrecy surrounding a patient s HIV status made it difficult for civil society organisations
to become involved in CHBC.
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