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Promoting health and well-being for all is among the most urgent challenges of our time. Addressing it requires more than isolated efforts. It demands sustained, transdisciplinary collaboration among researchers, communities, donors, civil society organizations, and governments. When these partners work together as equals, grounded in local knowledge and shared purpose, innovative and lasting solutions become possible. 
[bookmark: bookmark=id.4itu0gqytf41]
The College of Health’s Center for Global Health (CGH) at Oregon State University advances this vision by fostering globally engaged, equity-centered research, teaching, and partnerships that translate knowledge into action. Through long-term, reciprocal collaboration, CGH addresses complex health and social challenges in low- and middle-income settings while strengthening local capacity and leadership. 
Within CGH, the Botswana Global Health Initiative (BGHI) is a flagship, place-based initiative that brings this mission to life. BGHI is dedicated to developing sustainable, locally relevant responses to health and social challenges facing families and communities in Botswana and beyond. Guided by CGH’s core values of excellence, impact, and equity, BGHI advances high-quality research, innovation, and community engagement to create meaningful, lasting change. 

At the heart of BGHI's work is a commitment to translating knowledge into practice. The initiative explores, develops, and shares practical solutions that communities, government institutions, and civil society organizations can implement to address real-world challenges facing vulnerable populations. This applied, community-centered approach ensures that research conducted through CGH and BGHI is rigorous, responsive, and actionable. 
Supported by the Robert & Sara Rothschild Endowment Fund, BGHI operates as a collaborative partnership anchored in the Center for Global Health and implemented in close coordination with key partners in Botswana, including academic institutions, government ministries, and community-based organizations. Together, these partners design and implement sustainable, community-driven initiatives that aim to:

1. Improve health infrastructure by supporting accessible, high-quality systems that respond to community needs.
2. Strengthen health services and systems through research-informed innovation that enhances effectiveness and resilience.
3. Empower youth through education, employment, and skill-building opportunities that foster leadership and long-term well-being.
4. Address health disparities by advancing equity-focused strategies that prioritize underserved and marginalized populations.
5. Foster sustainable solutions that are locally owned, scalable, and capable of producing lasting impact. 

Through a multifaceted approach that integrates research, teaching, and engagement, BGHI exemplifies CGH’s commitment to partnership-driven global health practice. BGHI works closely with local partners to ensure its efforts are culturally grounded, ethically driven, and aligned with community priorities. 
Together, the Center for Global Health and the Botswana Global Health Initiative continue to transform challenges into opportunities, advancing a healthier, more equitable future in which all individuals can thrive. 

Key Partners

The Botswana Global Health Initiative collaborates closely with a diverse group of institutional, governmental, and philanthropic partners, including  

· Ministry of Health, Government of Botswana
· Botswana National Library Services, Government of Botswana
· Ministry of Youth and Gender Affairs, Government of Botswana
· College of Health, Oregon State University
· Oregon State University Foundation
· Robert and Sara Rothschild Family Foundation

BGHI partners form the foundation of a multisectoral approach that prioritizes local leadership, shared accountability, and long-term sustainability. 

Community Context: Maunatlala, Botswana

Our 2025 work took place in Maunatlala, a village of approximately 5,000 residents in Botswana’s Central District, at the foot of the Tswapong Hills near the Lotsane River, about 221 miles from Gaborone. The community is served by two primary schools, one junior secondary school, a community health clinic, the Maunatlala Community Library, and a newly built Community Engagement Center. These institutions serve as critical hubs for health care, education, and social engagement.

Since 2017, the Maunatlala community has been a committee partner, offering a dynamic learning environment shaped by the insights and leadership of community members, traditional leaders, youth, educators, healthcare providers, and government employees. This long-standing partnership reflects a shared commitment to co-learning, mutual respect, and community-driven problem-solving.

Priority Areas and Community-Driven Focus

Guided by priorities jointly identified by community members and government partners, our work in Maunatlala focused on four interrelated health and social challenges:

1. Strengthening youth sexual and reproductive health (SRH) capacity
2. Assessing HIV testing, counseling, treatment, and continuity of care services
3. Reducing gender-based violence and advancing gender equity
4. Developing locally appropriate and sustainable menstrual health and hygiene strategies

Student interns and project staff collaborated with youth leaders, teachers, library staff, clinical personnel, and local organizations to raise awareness, facilitate dialogue, and encourage community participation. The emphasis throughout was on identifying culturally grounded, feasible solutions within existing systems and sustainable beyond the project period.

Data Collection and Analytic Approach

Data were collected using a mixed-methods qualitative approach, including in-depth interviews, systematic participant observation, focus group discussions, community surveys, resource mapping, record review, and visual documentation. Consistent with our SCOPE approach, data collection and preliminary analysis were conducted simultaneously in the field, allowing for real-time reflection, validation, and adaptation.

Analytic strategies emphasized concept saturation and triangulation, with repeated engagement with field notes and transcripts to identify meanings, patterns, and contradictions. Data were organized into broad thematic categories, and relationships among themes were explored using content analysis, narrative analysis, conversation analysis, and grounded theory. This iterative and reflective process ensured that findings accurately reflected community perspectives while maintaining methodological rigor.

Purpose and Use of Findings

This report synthesizes the perspectives of multiple partner groups and centers the lived experiences, priorities, and aspirations of the people of Maunatlala. As community partners, our goal was not to privilege a single narrative, but to integrate diverse yet complementary viewpoints into a shared evidence base. Findings are intended to support positive change by informing local action, strengthening health and social support services, and guiding decision-making among community and government partners. 

The SCOPE Strategy: Sustainable Community Partnership and Empowerment

All activities in Maunatlala are guided by our Sustainable Community Partnership and Empowerment (SCOPE) strategy, a model designed to move beyond extractive or short-term engagement toward genuinely community-driven, scalable solutions. SCOPE is grounded in the belief that the most effective and sustainable solutions emerge from those who understand their communities best and are most invested in their long-term well-being.

SCOPE emphasizes:
· Shared power and co-creation, rather than top-down intervention
· Evidence-informed action, using science and data to guide decisions
· Cross-sector collaboration, linking academia, communities, civil society, and government
· Local ownership and capacity building, ensuring durability beyond external funding

By fostering high-functioning cross-sector partnerships, SCOPE provides a clear pathway to scale successful initiatives and sustain impact over time. It offers a replicable framework to advance health, equity, and social well-being in Botswana and in other settings facing similar challenges.



 SECTION I: STRENGTHENING YOUTH SRH CAPACITY – Purva more
[bookmark: _heading=h.3cuk6u3xog9f]INTRODUCTION

The persistent lack of comprehensive sexual and reproductive health (SRH) education remains a critical public health concern in Botswana. Adolescents and youth continue to face significant challenges, including early sexual debut, unintended pregnancy, gender-based violence, and HIV infection (The Fifth Botswana AIDS Impact Survey 2021 [BAIS V]). Although the Government of Botswana has made concerted efforts to implement Comprehensive Sexuality Education (CSE) within formal school settings, many young people, particularly in rural communities, continue to experience limited access to relevant, timely, and contextually appropriate SRH information and services. 

Multiple structural and sociocultural barriers contribute to uneven implementation and effectiveness of CSE. Cultural taboos surrounding discussions of sexuality, limited teacher training and comfort, and minimal youth involvement in program design have constrained the reach and impact of school-based CSE initiatives, especially in non-urban settings. As a result, existing curricula often emphasize biological and disease-focused content while overlooking the relational, social, and rights-based dimensions of SRH that adolescents identify as most relevant to their lived experiences.

In response to these gaps, there is growing recognition of the need for culturally grounded, contextually responsive, and youth-centered CSE approaches (UNESCO et al., 2018). This study contributes to that effort by engaging community partners in co-creating a culturally relevant CSE framework for Botswana. The co-creation and adaptation process was guided by the Sustainable Community Partnership and Empowerment (SCOPE) framework, which emphasizes shared power, local ownership, and long-term sustainability. SCOPE ensured that curriculum content reflected local values, vernacular expressions, and social realities, while remaining aligned with international standards established by UNESCO and UNFPA. This participatory approach builds on principles of community-based participatory research (CBPR), while extending them through a structured focus on implementation, scalability, and cross-sector collaboration.  

Peer-led sex education initiatives have emerged as a complementary and promising strategy for enhancing the reach and effectiveness of culturally relevant CSE (Knibbs & Price, 2009; Mason-Jones et al., 2023). By engaging young people with shared social identities and expressions, peer-led models create safe and relatable environments for discussing sensitive SRH topics (Abdi & Simbar, 2013). These approaches are grounded in social and behavioral theories, particularly Social Learning Theory, which emphasizes peer modeling and normative influence in shaping health behaviors (He et al., 2020; Lightfoot et al., 2007).

Evidence from Sub-Saharan African countries demonstrates that peer-led interventions can significantly increase SRH knowledge, improve self-efficacy, and promote safer sexual behaviors (Sun et al., 2018). In Botswana, peer-delivered HIV prevention initiatives, particularly those focused on PrEP, have shown positive effects on attitudes and confidence related to HIV prevention (Lavoie et al., n.d.). Emerging evidence also supports the feasibility and acceptability of mobile-based peer interventions among adolescent girls and young women in the region (Wekesah et al., 2019). Collectively, these findings underscore the potential of peer-led approaches to complement formal CSE frameworks while enhancing youth engagement and empowerment. (Zhukov et al., 2023). 
Despite these advances, research on culturally co-created, peer-led sexuality education in Botswana remains limited, especially in rural settings. This study, therefore, examines how culturally relevant, peer-led CSE programs can be adapted, implemented, and sustained to meet adolescents' SRH needs in rural Botswana. By emphasizing co-creation and youth participation, the study contributes to national and regional agendas for inclusive, evidence-informed sexuality education that bridges policy frameworks and local realities.

[bookmark: _heading=h.37zplt4cra1e]METHODS

Study Design, Setting, and Participants

This study employed a mixed-methods community-based approach that integrated qualitative and quantitative data to explore the feasibility and acceptability of peer-led sexuality education initiatives and to co-create a culturally relevant CSE framework for Botswana. The design was grounded in SCOPE principles, emphasizing collaboration and local ownership throughout all stages of the study (Jost et al., 2022; Khanna et al., 2019; Kowal et al., 2025; Yang et al., 2025a; Yang et al., 2025b). The study was conducted in one village in Botswana, selected based on prior engagement. Participants included community partners (such as village development committee members, teachers, nurses, and community development officers), potential peer educators (aged 17-32 years), and adolescents aged 14-20 years. The selection of participants reflected intentional diversity in age, gender, and community role to capture cross-sectoral perspectives on CSE design and delivery.

Qualitative Data Collection

To better understand perceptions and needs regarding sexuality education, semi-structured interviews and focus group discussions (FGDs) were conducted with 23 community stakeholders and 11 potential peer educators. These sessions explored attitudes toward CSE, contextual barriers to implementation, perceptions of peer influence, and ideas for localizing educational materials. Interviews were conducted in English and Setswana, audio-recorded with consent, and transcribed verbatim. Data collection followed ethical protocols approved by the Institutional Review Board and was aligned with participatory reflection cycles to ensure continuous feedback from participants.

Quantitative Data Collection

Complementing the qualitative phase, quantitative feedback surveys were administered to 34 community partners and 57 youth participants to gather feedback on the CSE module. Participants rated the importance of each module. Data were entered and analyzed using descriptive statistics to identify local needs for CSE. 

[bookmark: _heading=h.j92tsz2fczw2]SUMMARY OF FINDINGS

Qualitative Findings

Findings from qualitative interviews and focus groups indicate that peer-led education shows promise, particularly in resource-limited settings such as rural Botswana, where access to SRH education is constrained by cultural, institutional, and infrastructural barriers. Although SRH education is formally emphasized, community partners in the study described the current curriculum as “science-only” or “incomplete,” lacking the depth needed to address students’ needs. Partners readily acknowledged the limitations of classroom instruction and discomfort discussing SRH issues. Both educators and caregivers reported difficulty initiating open, age-appropriate conversations about SRH.
Despite these challenges, participants expressed strong support for implementing CSE in rural Botswana. Adolescents and youth consistently emphasized that they often rely on and trust their peers to discuss SRH and other sensitive topics. They noted that having a peer educator their age would make sessions more approachable, comfortable, and relatable.

While there was general acceptance and support for peer-led education, community partners also highlighted perceived barriers to implementing peer-led CSE. One such barrier was the need for someone from the community to take full ownership of overseeing implementation, as people often move for jobs in Botswana. Another barrier was the youth’s overall confidence and self-efficacy in driving such an extensive initiative. Lastly, local acceptance was also highlighted by peer educators as a perceived barrier. Peer educators reflected that, in a tight-knit community, familiarity can limit credibility, as people become reluctant to accept information from someone they have known all their lives. 

Quantitative Findings

Participants prioritized modules on families, human rights, relationships, and violence prevention over science-focused topics such as sex, reproduction, and the human body. Although 86.8% of participants endorsed “Families,” only 11% selected “Reproduction,” reflecting a strong preference for social and relational learning themes over purely biological ones. One possible explanation for this pattern is that schools in Botswana traditionally emphasize science-based components of sexuality education, such as anatomy, reproduction, and HIV transmission. As a result, students may already be familiar with these factual topics through formal instruction but have had limited exposure to the value-based, emotional, and interpersonal aspects of sexual and reproductive health.

High endorsement of modules such as FAMILIES, RELATIONSHIPS, DECISION-MAKING, and CONSENT indicates that youth are seeking more holistic, discussion-oriented learning that links sexual health to real-life relationships, family dynamics, and personal decision-making. This trend underscores the need to expand existing school curricula beyond biological content to include the social, cultural, and ethical dimensions of sexuality education, particularly in peer-led or community-based settings where open dialogue feels safer and more relatable.
[image: A graph of people with numbers
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[bookmark: _heading=h.z78ksi8usjwb]CONCLUSION

This study shows that culturally relevant, peer-led sexuality education is feasible and highly accepted in rural Botswana. Youth and community members clearly preferred discussion-based, relational learning to purely biological instruction. Peer-led approaches, co-created with community partners, can bridge existing gaps in SRH education delivery. Although challenges such as youth confidence and community acceptance persist, the findings indicate strong potential to integrate peer-led CSE into community and government structures to enhance engagement and sustainability. Ultimately, empowering young people as educators can make sexuality education more inclusive, relatable, and effective in improving SRH outcomes in Botswana. 







[bookmark: _heading=h.kok22wxo1p3h][bookmark: _heading=h.jxsyixbaf1vb]Section II: Assessing HIV Services – Benjamin Roberts
[bookmark: _heading=h.g1f3hft8bcj3]INTRODUCTION

The human immunodeficiency virus (HIV) is a complex medical issue with biological, psychological, ethical, and cultural implications (Singh & Banerjee, 2011). It is estimated that up to 44.6 million people are currently living with HIV, and of that burden, 25.7 million are in sub-Saharan Africa (UNAIDS, n.d.). Due to the multifaceted nature of HIV, responses to this global issue have historically required international collaboration and innovative community-centered interventions (Spicer et al., 2020; Kleinman, 2010). Over the last two decades, HIV prevalence in Botswana has decreased from 38.8% to 20.8% (United Nations, 2002; Selato et al., 2023). Botswana has dramatically improved the quality and access to HIV care along the HIV care continuum while simultaneously achieving health indicator goals set by UNAIDS and the World Health Organization (Thornton, 2022). USAID estimates that at least 25% of the funds supporting Botswana’s HIV response are provided by external donors, such as the United States, which recently withdrew support from a majority of its international health development programs (RTAC et al., 2021; Zakumumpa, 2021). 

This shift in international funding is central to the impetus for this research, which aims to evaluate Botswana’s HIV service delivery and response system using a multi-scalar approach: national, district, and community-level cohorts of public health professionals. This study addresses two primary objectives. Specific Aim 1 focuses on exploring the function of Botswana’s system for HIV service delivery, while Specific Aim 2 seeks to better understand how variations in health system structure impact key HIV-related outcomes and service accessibility across the country. This study of Botswana’s health system aims to center the voices of healthcare professionals to produce practical knowledge for improving health services nationwide. In an unprecedented time, when key partners like USAID and PEPFAR have withdrawn significant funding and support, it is imperative to work collaboratively within Botswana’s system to identify solutions to improve HIV service delivery and response. This study utilizes a novel approach to evaluate Botswana’s system for HIV service delivery and response in this ever-changing funding landscape.

[bookmark: _heading=h.kpwumw4dl2at]Methods

This study will use the Sustainable Community Partnership (SCOPE) strategy and Complex Adaptive Systems (CAS) theory to examine policies, practices, and BAIS V outcomes related to HIV services within Botswana’s tri-level healthcare system (Khanna et al., 2019; Charmichael & Hadzikadic, 2019). The SCOPE strategy enhances engagement with individuals across all levels of Botswana’s HIV service delivery system. This research design acknowledges potential structural hierarchies within Botswana’s health system and employs a mixed-methods approach to investigate unique challenges and outcomes at each level of service delivery. The model prioritizes the voices of those involved in HIV service delivery across the three predefined levels. Participant subgroups reflect the diverse range of domestic and international personnel participating in HIV service delivery in Botswana, aiming to authentically describe the system. I completed a round of stakeholder mapping in July 2024, during which the research questions were validated among personnel at various levels of Botswana’s health system. This round of stakeholder mapping confirmed the relevance, necessity, and novelty of this research project. Both Oregon State University and the Ministry of Health of Botswana provided Institutional Review Board approval. 
Table 1: Study Participants

	Cohort type: 
	Number of IDIs/FGDs:
	Type of participant with inclusion criteria:

	National Level
	17
	Local Public Health Professionals 
This role includes clinical providers, government healthcare programmers, NGO workers, and community health workers. 

	
	17
	Civil Society Organizations, Non-Governmental Organizations, and International Non-Governmental Organizations
This role includes personnel working in Botswana with work related to HIV at the national level.

	District Level
	12
	Local Public Health Professionals
This role includes clinical providers, healthcare administrators, community health workers, NGOs, INGOs, and CSOs at the district level.

	Community Level
	11
	Local Public Health Professionals
This role includes clinical providers, healthcare administrators, community health workers, NGOs, INGOs, and CSOs at the community level.

	Total:
	57







Between June and August 2025, we conducted 57 in-depth interviews with public health professionals at the community [11], district [12], and national [34] levels in Botswana. Verbal informed consent was obtained, and theoretical saturation guided our data collection. We used semi-structured interview guides to explore the following questions: 1) What is Botswana’s nationwide system for HIV service delivery, and 2) What are the differences, if any, in priorities for the HIV response nationally, regionally, and at the community level? 

Qualitative data will be analyzed using Qualitative System Mapping (QSM) and Mechanism Mapping to explore subsystems within HIV service delivery. BAIS V data will be analyzed using Geographic Information System (GIS) tools to assess health system accessibility. The overall data analysis will follow a convergent parallel design: we will conduct separate analyses using the methods described, compare and relate the data, and interpret the mixed-methods data together in a summative report.












Figure 1: The Convergent Parallel Design Applied to this Study.
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It is important to note a dynamic temporal characteristic of this data, which was collected during a period of political change, financial challenges, and governmental departmental restructuring in Botswana. This research was conducted recently, following the announcement that primary care nationwide had been transferred from the Ministry of Health to the Ministry of Local Government. During data collection, it was announced that the National AIDS and Health Promotion Agency (NAHPA) had shifted from the Office of the President to the Ministry of Health. 

These internal shifts, though within the same system, had direct impacts on the function, services, and HIV response across the different levels of HIV service delivery in Botswana. The HIV delivery system follows the cascade of care, with services focused on the following steps: 1) diagnosis; 2) linkage to care (LTC); 3) retention in care (RiC); 4) adherence to antiretroviral therapy (ART); and 5) viral suppression (Kay et al., 2016). This research aimed to explore the implementation of the HIV cascade by interviewing participants by location type. This study design enabled us to identify how different cohorts deliver services and the specific challenges they face in specific service delivery sectors. Preliminary findings have revealed variations in barriers to HIV service delivery and in HIV-related priorities identified by study participants among the three study cohorts.
 
Preliminary Data Analysis

We used in-depth thematic qualitative codebooks to organize our findings and to clarify differences in responses across the cohorts. In our preliminary analysis, we used 5 primary themes and 21 subthemes to evaluate the 57 qualitative interviews. 







Table 2: Qualitative Themes

	Theme
	Sub-Theme
	Descriptions
	Example

	Testing
	Unavailability of VLS testing.
	Unavailability of VLS testing: This refers to the recognized the unavailability of VLS testing.
	“At the moment, we are not collecting blood samples. I think this is the fourth month also. People are just coming, and we are just giving drugs without knowing.” 

	
	Barriers to testing for HIV.
	Barriers to testing for HIV: This is used to identify specific barriers to HIV testing
	“Since December, we have not been having test kits.” 

	
	Entities involved in testing.
	Entities involved in testing: This is used to identify who is responsible for HIV testing
	“But nowadays, the moment that patient tested positive for the HIV, we (clinic) have drugs.” 



Barriers to Service Delivery:

Participants at each level of service delivery reported challenges and barriers to providing HIV services, with the following sub-themes: 1) funding, 2) unanswered government requests, 3) HIV-related medications and testing supplies, 4) human resources, and 5) training capacity. Although barriers overlapped across the health systems in which participants worked, the ways these issues affected participants and the populations they served varied. 

1. Regarding funding, interviews with community and district-level personnel revealed day-to-day impacts, including the cessation of programs that promote equitable healthcare and insufficient funds to pay site employees. Participants at the national level more often referenced funding in the abstract and farther out in time, discussing how current funding will affect healthcare access and outcomes in the coming months and years. 

2. Participants at the community level reported that unanswered government requests severely undermine their ability to provide HIV-related care. This was somewhat common among district-level participants and uncommon among national-level participants. The community and district-level cohorts identified unanswered government requests for transportation and cleaning services, ARV supply, and human resources, all of which affect the ability to provide consistent HIV services to clients.

3. Participants in each cohort identified the HIV medication supply as a barrier to providing HIV services in Botswana. Participants in community and district-level cohorts reported severe challenges with inconsistent ARV supplies, rationing practices, and concerns about how these issues could affect ARV adherence and overall viral suppression in their communities. Many national-level participants did not mention this barrier, and those who did offered limited explanations of its direct impact on patient health. The most severe finding revealed by these interviews was the absence of viral load and CD4 testing in rural, peri-urban, and urban settings from November 2024 through this data collection period in June to August of 2025. This stoppage in testing affects all persons living with HIV and their ability to monitor their condition. It also affects those who newly contracted HIV, preventing them from receiving a baseline viral load and CD4 test. This also impacts Botswana’s PMTCT program, as it affects the ability to treat HIV-positive pregnant women accurately and to identify the HIV risk factor for newborns. These negative impacts of this barrier were noted across all cohorts.

4. Human resources was a significant thread across all cohorts, with explicit recognition of the immense impact of personnel hired through civil society organizations and internationally funded programs. The interviews described civil society roles as augmenting government health positions, working with government-funded healthcare workers, and engaging with community members. Each cohort expressed serious concern about the recent defunding of many of these community partners and recognized that these roles needed to be covered by the government to adequately reach patient populations. 

5. All cohorts mentioned training capacity. This conversation was also closely linked to themes of funding and human resources. Training capacity was directly referenced by healthcare providers, including their ability to serve people during Infectious Disease Control Clinic (IDCC) hours and the lack of available ARV prescribers. Training was also discussed as having its own unique barriers, including funding, transportation, and a lack of available training environments and personnel in rural areas.

Cohort Specific Priorities

Community Level:

Study participants in the community-level cohort identified specific priorities associated with the following topics: 1) ARV supply, 2) training on ARV prescribing, 3) a resource to connect with the community on HIV-related programs and adherence, 4) viral load and CD4 testing, 5) a clean and safe clinic environment, and 6) transportation.

District Level: 

Study participants in the district-level cohort identified the following topics to be prioritized for improving HIV service delivery, including: 1) viral load and CD4 testing for adults, 2) viral load and CD4 testing for infants, 3) human resources, 4) transport, 5) unanswered government reports, and 6) a service gap left by the discontinuation of CSO programs. 

National Level:

Study participants in the national-level cohort identified a range of priorities, including: 1) human resources and support for Civil Society Organizations, 2) improving primary healthcare, 3) system integration across government organizations, 4) adequate funding, 5) ARV supply, and 6) HIV, viral load, and CD4 testing.

The cohort-specific priorities are integral to a better understanding of variation in public health professionals' priorities across different levels of service delivery and response, as well as geographic location. Further evaluations and assessments of our extensive qualitative data will assist us in a deeper characterization and comparison of the level-specific preliminary priorities listed above. 

[bookmark: _heading=h.7jnd93nzc7x6]CONCLUSION

The preliminary findings from this research outline specific barriers and priorities in HIV service delivery and response. Although responses across cohorts shared similarities, the interviews largely focused on power dynamics at different levels of service delivery. During national-level interviews, participants broadly discussed their work on programs and policies across the country. In contrast, the district- and community-level cohorts discussed specific challenges in implementing these programs. This divide meant that conversations about the same program differed depending on whether participants were involved in program creation or implementation. A deeper analysis of this data will employ qualitative models to examine health system function and efficiency and to explore shifting priorities in HIV services among public health professionals across different cohorts.

One study participant reflected on the lack of HIV testing capacity and what this means for the system of HIV service delivery in Botswana.

“The challenge is that now it's like you are walking blindfolded, like you wouldn’t know, even when they say they are taking treatment, but you wouldn't actually know, because viral load is telling us how the body is reacting. Sometimes patients say they have been taking ARVs, but blood tests, such as viral load, show otherwise. I think it's very dangerous how we are doing it. We're just hoping the information clients are giving us is precise and true. Yeah, it's a challenge.”

This quote elucidates the challenges Botswana faces in providing high-quality, consistent HIV services and explains how systemic challenges are affecting both service providers and clients. 

[bookmark: _heading=h.29tx9b2o0rgk]This research employs a novel approach to evaluate the dynamic structure and function of Botswana’s HIV service delivery and response system, providing timely insights to improve Botswana’s multi-level service delivery system. Next steps in the analysis will further assess the system for HIV service delivery and response and use data from the Fifth Botswana AIDS Impact Survey (BAIS V) to conduct a spatial analysis of HIV service accessibility. The completion of this research will provide valuable information to a range of partners in Botswana to improve HIV services nationwide. 

[bookmark: _heading=h.yqnpkctih8xj]Section III: understanding gender-based violence – Kylie Glover
[bookmark: _heading=h.gnve0msyg0zz]INTRODUCTION

Addressing and responding to gender-based violence (GBV) has been identified as a priority by the Government of Botswana. Rates of GBV in Botswana are among the highest globally, with an estimated 65% of women reporting having experienced some form of GBV during their lifetimes. Alarmingly, 29% of women reported experiencing intimate partner violence (IPV) in the past 12 months, yet only 1.2% of those cases were reported to the police during the same period (Africa Directorate, 2019). GBV is associated with profound and lasting consequences, including physical injury, poor mental health outcomes, and increased vulnerability to sexually transmitted infections (STIs) or HIV. Notably, 25% of women who reported a lifetime experience of physical IPV also reported living with HIV, a substantially higher prevalence than among women who have not experienced IPV (Machisa & van Dorp, 2012). 

Within this broader national context, the Maunatlala community has identified GBV as a pressing community health concern and has partnered with the Botswana Global Health Initiative (BGHI) to address this issue. Through community-engaged research in Maunatlala, this study sought to understand how GBV is conceptualized and experienced in the community, the systems currently in place to recognize and respond to GBV, and community-generated ideas for strengthening local GBV prevention and response efforts.

Data were collected through focus group discussions (FGDs), in- depth interviews (IDIs), and responses from the Maunatlala Household Survey. Target populations included women aged 18–45, men aged 18–60, the community GBV officer, health workers at the Community Health Clinic, educators at the primary and junior secondary school levels, and representatives from the Office of Social and Child Development. Survey responses to the questions, “If you or someone you knew was being hurt or abused in their home, would you know where to go for help?” and “If yes, have you ever used these resources for yourself or someone else?” were analyzed to anonymously assess community awareness and utilization of GBV- related resources.

Evidence of successful national- and community- level education campaigns emerged throughout the research, reflecting notable progress and growing community awareness. However, substantial gaps and barriers remain. Addressing GBV is increasingly urgent given Botswana's worsening economic context following reductions in foreign aid and persistently high unemployment, both of which exacerbate household stressors and vulnerability to violence (World Bank, 2025).

METHODS

Data were collected using a mixed-methods qualitative approach, including focus group discussions, in-depth interviews, a community survey, and resource mapping. The Maunatlala Community Survey was administered door-to-door by trained young adult community volunteers to ensure confidentiality, trust, and community participation. Resource mapping was conducted through windshield surveys and site visits to community centers and schools, with particular attention to GBV-related messaging, educational materials, or referral information in public spaces, including clinics, schools, the Maunatlala Library, and the Maunatlala Community Engagement Center.   

A total of seven in-depth interviews and ten focus group discussions were conducted, at which point concept saturation was reached. Participants were recruited by Maunatlala-based research aides who played a critical role in community coordination and engagement. Interview participants included the community GBV officer, school guidance and counseling teachers, department heads, and clinic staff. Focus groups included three groups of women aged 18-45 and three groups of men aged 18-60; recruiting younger men proved challenging within this context. The study nevertheless sought to engage participants with direct experience of GBV as well as those involved in GBV response and education efforts. While participation from the community social worker in the Office of Social and Child Development was sought, this individual did not consent to participate. Importantly, information relevant to this role was provided by multiple other key participants, allowing for triangulation across perspectives and ensuring that the absence of this interview 

All interviews were transcribed and translated before analysis. Qualitative data were manually coded and analyzed thematically, with primary analytic categories including understanding of GBV, actors involved in GBV, GBV response mechanisms, and referral systems. 

[bookmark: _heading=h.im8cd4ah9wwa]SUMMARY OF FINDINGS

Most participants could define multiple forms of GBV, including emotional, physical, sexual, and financial abuse, and described its impacts on individuals, families, and the broader community. Perceptions of GBV's seriousness varied by age, with older participants expressing greater concern than younger ones. Importantly, evidence of shifting attitudes emerged in the form of increased recognition of non-physical forms of GBV. Survey findings showed that 88% of respondents knew where to seek help for GBV, yet only 20% had accessed GBV-related services for themselves or others.

Discussions of GBV largely focused on perpetrators and victims in the context of intimate partner and parent-to-child violence. Both male and female participants acknowledged that women can also be perpetrators of GBV. The GBV officer emphasized sexual abuse of children as a critical concern, although this issue was rarely raised by other participants outside school-based contexts.

Referral systems were categorized into pathways involving the police, school personnel (including heads of department and guidance and counseling teachers), the community social worker, medical personnel, and the Village Child Protection Committee. The community social worker was consistently identified as the primary actor responsible for child welfare cases involving physical, sexual, or emotional abuse. However, participants reported that the social worker was largely inaccessible, did not conduct community outreach, and provided minimal counseling support. The social worker’s refusal to participate in the study further underscored a significant gap in the local GBV response infrastructure.

Teachers and clinic staff reported uncertainty about their authority to report cases of violence against children without parental consent, even when parents were the alleged perpetrators. This finding contrasts with explicit provisions in The Children’s Act and highlights a critical tension between legal mandates and prevailing social norms—an area warranting further investigation.

The GBV response was further analyzed across themes of stigma, systemic and community-level barriers, institutional responses, community engagement, and outreach or education efforts. Although participants noted the existence of a GBV support group, it was inactive at the time of data collection. Similarly, the Village Child Protection Committee was nonfunctional, and no former members were available for interview. Youth participants reported that kgotla meetings were largely ineffective in reaching young adults on issues related to GBV prevention or mediation.

Resource constraints emerged as a major barrier to an effective GBV response. The GBV officer lacked transportation, limiting outreach to surrounding villages, and schools reported insufficient educational materials on GBV. Participants also expressed limited confidence in legal and systemic responses, citing a lack of privacy at police stations, perceived stigma when reporting GBV, and weak accountability for perpetrators, including low bail amounts and repeat offenses.
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Menstrual health and hygiene (MHH) is increasingly recognized as a vital component of public health, gender equity, and human rights. Despite affecting nearly half the global population for a significant portion of their lives, menstruation remains heavily stigmatized and under-researched, particularly in low- and middle-income countries. In Botswana, efforts have been made to improve access to sexual and reproductive health education, yet MHH remains inconsistently addressed. Reports indicate that many girls lack adequate information and support before menarche, leading to confusion, embarrassment, and fear (UNICEF Botswana, 2021). The research conducted in Maunatlala aimed to gain insight into menstrual health within a rural community context and to understand how MHH affects individuals who do and do not menstruate. The study focused on three key areas, behaviors, beliefs, and outcomes, to capture a holistic view of menstrual experiences. This approach provides important evidence on menstrual management practices, support systems, information-seeking behaviors, and the internalized ideas, taboos, and social norms that shape menstrual experiences. It also highlights the physical, psychological, social, and economic consequences of menstruation, offering insights to inform future research and community-based interventions. 

By generating evidence on the lived experiences of menstruating individuals, identifying barriers to education and product access, and amplifying the voices of youth, caregivers, and educators, research can inform more inclusive, context-appropriate interventions. Importantly, MHH intersects with broader Sustainable Development Goals (SDGs), including quality education (SDG 4), gender equality (SDG 5), and good health and well-being (SDG 3).

[bookmark: _heading=h.tvty5d3prk6]METHOD

Project objectives included 1) assessing existing menstrual health and hygiene programs in Maunatlala, 2) evaluating access to menstrual products, and 3) identifying opportunities to strengthen information dissemination and community support systems. Additionally, this work sought to identify gaps in current initiatives and policies related to menstrual health and to generate actionable recommendations to enhance menstrual health education and product accessibility for girls and women in the community.

The team conducted an exploratory study of menstrual health and hygiene, as well as current sanitation practices. The primary aim was to understand existing behaviors, beliefs, educational exposure, and cultural factors influencing menstrual management, and to identify gaps in these systems. Qualitative research was conducted through focus group discussions and in-depth interviews with students, teachers, caregivers, and community members. These sessions explored personal experiences, cultural beliefs, and perceptions surrounding menstruation. Discussions were conducted primarily in Setswana and later transcribed and translated into English with the assistance of research assistants. The qualitative data were systematically coded to identify key themes and subcodes related to behaviors, beliefs, and outcomes. Quantitative research was carried out through the Maunatlala Household Survey, distributed across the community by trained youth volunteers. Additional surveys were administered to students and teachers at Maunatlala Junior Secondary School. Responses were compiled and analyzed using spreadsheets to identify patterns in menstrual product use, hygiene practices, and access to information. This combination of qualitative and quantitative data provided a comprehensive understanding of the community's menstrual health experiences and challenges.
A key component of the strategy is sharing research findings with the community. Therefore, we presented our preliminary findings and recommendations to community members in Maunatlala to gather feedback.
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Three main findings stood out from the research, including health information-seeking behaviors, beliefs about menstrual health and sexual and reproductive health (SRH) education, and the consequences of misinformation or delayed education. Quantitative data on sanitation and menstrual health and hygiene were collected through the Maunatlala Household Survey, administered by local volunteer youth in the community (see Table 2).

Health Information Seeking Behaviors

Community members, particularly adolescents, engage in both active and passive information-seeking about menstruation. Many girls and young women reported learning about menstruation in formal settings, such as schools and programs led by nurses or NGOs. Informal sources, including parents, peers, and other community members, also played a significant role.

Despite these opportunities, access to accurate and comprehensive menstrual health information remains inconsistent. Some teachers reported being excluded from menstrual health sessions led by health professionals, limiting coordination and continuity in education. Overall, menstrual health knowledge in Maunatlala often depends on external actors and occasional programs rather than being systematically integrated into school or community education structures.

Beliefs About Menstrual Health and Sexual and Reproductive Health Education

Participants held diverse views on how, when, and by whom menstrual health and broader SRH education should be delivered. Many emphasized that schools play an essential role, yet menstruation is often not formally included in the curriculum. Some believed parents, particularly mothers, should be more involved, while others stressed coordinated efforts among parents, teachers, and healthcare workers.

A recurring belief emphasized the importance of including boys in menstrual health education to promote understanding, reduce stigma, and foster mutual respect. Participants also called for practical, comprehensive content, including guidance on menstrual product use, hygiene, and management in school and home settings. These findings indicate strong community support for structured, inclusive, and age-appropriate menstrual and SRH education, though gaps in curriculum content and coordination continue to limit effectiveness.




Consequences of Misinformation or Late Education

Gaps in menstrual health education and misinformation were found to have tangible consequences for students’ health-seeking behaviors. Many participants reported not receiving timely or accurate information, leading to confusion, fear, or delayed access to guidance from trusted adults or healthcare providers. Teachers and parents acknowledged that students often lack critical knowledge due to inconsistent education, poor communication, or the normalization of menstrual pain.
These findings underscore the need for accurate, age-appropriate, and consistent menstrual health education to reduce stigma, prevent misinformation, and encourage timely health-seeking behaviors within the community.

Table 1. Recurring Themes and Representative Quotes

	Theme
	Representative Quote

	Menstrual health Behaviors

	1.1 Product Use and Access
	“They do buy for themselves but when they get finished or if the child does not have the pads or the parents have not yet come to provide for their child we do have the Guidance and Counselling department that’s where pads donation are being kept and once they have a donation they give me some and the girls will have access to them through our office” - Matron

	1.2 Menstrual Hygiene Practices
	“For me at my place they know that we don’t dispose used pads in toilets so those used pads they wash them and dry them up and burn them after they dried up…” – Caregiver 

	1.3 Social and Emotional Support Systems 
	“So it's up to you as a parent to make them comfortable so that we can have a conversation because if you don't then once they have the experience and a problem they won't know what to do so it's up to us that the parent has such organization through difficulties.” – Caregiver 

	1.4 Health Information Seeking Behaviors 
	“we do discuss about menstrual cycle also self-hygiene that when they grow up they get to the stage where they start their periods and how they should take care of themselves during that time, and we do have the health talks where we cover the menstrual cycle and how they should take of themselves.” – Matron 

	Menstrual Health Beliefs

	2.1 Taboos and Cultural Beliefs
	“your first day to get your period you would be isolated into a house and that will be called (BOTHEI) BEING GROOMED TO BE A BETTER WOMAN  while isolated there is nothing that will happen to you in that house or if you want to go outside you will have to cover your head with a blanket as if you have just gave birth to a baby and you only go out in the morning and night not during the day and there were things that you have to avoid like going through herd of cattle’s or crossing over a wood on the ground…” – Caregiver

	2.2 Stigma, Shame, and Gender Norms
	“No, they are involved its only that they are new to this levels here so that is why we are seeing them laughing at the girls when they start their periods. For instance in my class someone started their period and they said “heyyyyy, haha” and I just notice that they are not aware.” – Educator 

	2.3 Perceptions of Products
	“As youth we have not accepted ourselves when it comes to our periods that’s why one can isolate herself when she is in her periods because she feels that she is dirty when she is on her periods, so as for these reusable pads I don’t think for me I can manage...” - Caregiver 

	2.4 Beliefs about SRH and Menstrual Education
	“…there are a lot of topics missing. Um, like the use of the sanitary pads and how to dispose them properly and how to wear them properly. That is not taught in the education system. Yeah it’s not in the curriculum. Even the parents aren’t apart of the team. Why can’t the parents be involved because when the students came from Oregon State, they used to have organized lessons with the family and friends. So they would combine parents with the children and then they would teach them together so they… I was thinking about adding that in again, so that they can feel free, even at home. The situation whereby maybe the child is not just free, maybe to the parents like “these are the changes that I’m experiencing, you made that traumatic for me”. But if you can have in our curriculum where maybe you call the organizations from outside and then involve the parents and then they teach each other so that they can feel free when it comes to these issues of menstruation and body changes.” – Educator 

	Menstrual Health Outcomes

	3.1 Health and Emotional Impacts
	“When at school and get her period, she won’t say or even ask her class mates not even the teacher and she will end up not moving but seat still as she will be afraid to move and she will attract all the attention to her by not moving…” – Caregiver 

	3.2 Menstrual Related Exclusion
	“once you have your period you don’t get to play like you used play because some they don’t know how to handle themselves when they are on their periods, but as for my daughter I taught that once you receive your periods you have to monitor how she handle herself more especially when she is with boys because they will end up criticizing her because of her period…” – Caregiver 

	3.3 Consequences of Misinformation
	“Definitely at school they are being taught, but the question is that, when they are being taught is it not too late? I think that in form one, topics like teenage pregnancy and even menstruation and all others, I know they are being taught in form one but they are being taught too late so maybe they should be taught a bit earlier. With other parents they believe that once you start talking to them about this, it is more like encouraging them because then they are more interested in trying it. So that is what is one of those things that make parents uncomfortable, believing that “ahh once we start teaching them about this that’s when they will start to see.” I see it definitely when they reach a certain age, that curiosity they want to know and to try it.” – Caregiver 

	3.4 Economic Burden 
	“Nowadays in Botswana the prices have gone high so not everyone is able to have the products to have the products to use during menstruation and even the ____ people or the students most are in boarding school they have a lack of pads or products that they can’t use during menstruation. Those are the problems you always hear or talk about.” – Caregiver 





Table 2. Menstrual Health and Hygiene Indicators

	Sanitation facility

	Yes
	367
	96%

	No
	15
	4%

	Sanitation access place (N = 367)

	Home
	358
	98%

	School
	3
	1%

	Other
	6
	2%

	Access to menstrual hygiene products

	Yes
	329
	86%

	No
	53
	14%

	Menstrual products used (N=329)

	Pads
	311
	95%

	Tampons
	16
	5%

	Cloth
	2
	1%

	Place to access menstrual products (N =329)

	Pharmacy/ Local shops
	319
	97%

	Clinics
	4
	1%

	Schools
	3
	1%

	Other
	3
	1%
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