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Executive Summary 
 
Botswana has had a stable democratic government and good governance since 
independence in 1966. It has experienced a record sustained high average economic 
growth of about 9 percent, fueled by the diamond mining industry, and is the only 
country in Africa listed among the 13 ‘economic miracles’ of the world during the 
period 1960-2005. 
 
The total fertility rate (TFR) remains high in sub-Saharan Africa, with 25 countries 
showing a TFR greater than 5.0. In contrast, Botswana has experienced the greatest 
fertility decline in the region (during 1980-2006) with a remarkable decrease in TFR 
from 7.1 in 1981 to 3.2 in 2006. The Botswana national family planning program, which 
was adjudged as the strongest in Africa, contributed to the remarkable decline. In 
addition to the family planning program, other factors that contributed to the fertility 
decline were  

• increased age at first birth 
• prolonged breastfeeding 
• increased female education 
• women’s participation in the labor force, and  
• improved survival of children. 

 
The government showed strong commitment to meeting the family planning needs of 
Batswana by integrating maternal and child health/family planning (MCH/FP) and 
sexually transmitted infection (STI) services right from the outset in 1973. Thus, when 
women visit health facilities for MCH services (antenatal care, postnatal care, 
immunizations, and STI), they are also offered FP services. With the advent of the HIV 
epidemic in the 1990s, HIV/AIDS services were also integrated in MCH/FP. These 
integrated services offered daily in a vast network of primary health care facilities in 
both rural and urban areas made FP services widely available in the country. This was 
complemented with outreach services at mobile stops and home visits to reach out to 
those who do not utilize the static services. The free MCH/FP services and the 
availability of health services (every Motswana is within 8 to 15 kilometers‘ radius of 
the nearest health facility) facilitated access to family planning services. 
 
Other components that strengthened the family planning program were: pre-service 
and in-service training of service providers; a condom social marketing program (a 
multimedia campaign); information, education and communication (IEC) that focused 
on the training of service providers and the development of IEC materials; training of 
nongovernmental organizations (NGOs) to improve outreach services to the youth and 
collaboration with private providers of family planning; improvement of the 
contraceptive logistics system; and strengthening of the monitoring and evaluation 
system. 
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Knowledge of at least one family planning method increased between 1984 and 1996, 
from 75 percent to 97 percent. Additionally, use of modern contraceptives increased 
steadily among all women ages 15 to 49, from 16 percent in 1984 to 29 percent in 1988 to 
40 percent in 1996 and finally to 42 percent in 2000. The pill was the most popular 
contraceptive during the 1984-1996 period but the use of male condoms increased 
dramatically from 1 percent in 1984 to 15 percent in 2000. The prevalence of injectables 
also increased, rising from 1.1 percent in 1984 to 8.1 percent in 2000. Data on 
contraceptives supplied by the central medical stores to the health facilities (1993 to 
2005) and family planning attendance records show that the more widespread use of 
male condoms is attributable to the effective multimedia HIV campaign for dual 
protection. 
 
Some of the lessons learned might be applicable to high-fertility countries, including 
these six lessons:  

• Integrate MCH, FP, and HIV/AIDS services at all levels of the health care 
delivery system. 

• Generate demand for family planning services.  
• Strengthen program management through regular supervision and 

monitoring.  
• Promote and invest in the education of girls.  
• Promote policies that favor female participation in the labor force.  
• Promote prolonged breastfeeding. 
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Figure 1. Map of Botswana 

 
Source: World Bank Map Design Unit 
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Introduction 
Botswana is one of the few upper-middle-income countries in sub-Saharan Africa. It is a 
landlocked country in Southern Africa bordered on the west by Namibia, with South 
Africa to the south and southeast, Zimbabwe to the northeast, and Zambia and Angola 
to the north (Figure 1). The population has nearly tripled since 1971, growing from 
649,083 to 1,841,263 in 2008. There are more females than males with a sex ratio of 92 
males per 100 females (Table 1) (CSO, MOH 2009). More than four-fifths of the 
population live in the eastern part of the country, while vast areas in the west are 
sparsely populated (the Kalahari Desert makes up about 84 percent of the total land 
area). (CSO, MOH 2009).  

Nearly 60 percent of the population is urban. Setswana is the national language and 
English the official language. According to the 2001 Botswana census, 72 percent of 
Batswana are Christians, followed 21 percent who profess no religion. The Muslim 
population makes up less than 1 percent.   

Botswana has had a stable democratic government and good governance since 
independence from the United Kingdom in September 1966. Over the past four 
decades, the nation has experienced a record sustained high average economic growth 
of about 9 percent, fueled by the diamond mining industry, and it is the only country in 
Africa listed among the 13 ‘economic miracles’ of the world during 1960-2005 (CGD 
2008;   World Bank 2009). Poverty is reported to have declined from about 59 percent in 
1985-86 to about 30 percent in 2002-03 (CSO, MOH 2009).  The government spends 
about 18 percent of its total budget on health, which is higher proportion than the Abuja 
Declaration’s target of 15 percent (Abuja Declaration 2001).  
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Table 1. Botswana at a Glance  
 
Population, total (million)a 1,841,263 
Population growth (annual  percent) 1.9 
Population ages 0 -14 (% of total) 35.4 
Population ages 15 - 64 (% of total) 59.5 
Population ages 65 and above (% of total) 5.2 
Dependency ratio 68.1 
Sex ratio (males per 100 females) at birth 92.4 
Urban population (% of total) 59.6 
GNI per capita, PPP (current international $)        11,850  
Population living below US$1 per day  23.4 
Health expenditure, total (% of GDP) 8.3 
Health expenditure, public (% of GDP) 4.5 
Health expenditure per capita (current US$) 431.1 
Average number of children per household 1.46 
Total fertility rate (births per woman) 3.2 
Adolescent fertility rate (births per 1,000 women ages 15 - 19) 118 
Contraceptive prevalence (% of women ages 15 - 49) 42 
Life expectancy at birth, female (years) 60 
Infant mortality rate (per 1,000 live births) 48 
Maternal mortality ratio (maternal deaths per 100,000 live births) 193 
Prevalence of HIV (% of population ages 15 - 49) 17.6 
Births attended by skilled health staff (% of total) 98 
Antenatal care with health personnel (%) 97 
DPT immunization coverage (% by age one) 98 
Nurses and midwives (per 1,000 people) 1.31 
Physicians (per 1,000 people) 0.184 
Literacy rate, adult female (% of females ages 15 and above) 81.8 
aEstimate, based on the 2006 Botswana Demographic Survey population of 1,773,240 and a 1.9% growth 
rate. 
 
 
 
Botswana’s Health Care System 
Unlike in most countries, in Botswana both the Ministry of Health (MOH) and the 
Ministry of Local Government are responsible for providing health care at different 
levels of the health system. The country has a six-tiered health care delivery system: 
mobile stops, health posts, clinics, primary hospitals, district hospitals, and referral 
hospitals (Mogobe et al. 2007; Lesetedinyana et al. 1989; CSO, MOH 2007). 

Table 2 shows the number and characteristics of health facilities. The MOH runs the 
primary, district, and referral hospitals, sets national polices, and is responsible for 
health personnel training, while the Ministry of Local Government manages the clinics, 
health posts, and mobile stops (Mogobe et al. 2007). In 1976, a joint Primary Health Care 
Coordinating Committee was set up to coordinate the two ministries’ activities.  
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Additionally, in most towns private hospitals and clinics also provide family planning 
services. Three mining hospitals serve as district/regional hospitals and provide 
services to the public in the mining communities.   
 
Primary health care is provided through an extensive decentralized network of health 
facilities in the 24 health districts. Health services are accessible in both urban and rural 
areas, with 84 percent of the population living within five kilometers of a primary 
health care health facility (CSO, MOH 2007). The differentials in health indicators 
between rural and urban areas are not wide, since health facilities are readily accessible 
in rural areas (Langeni-Mndebele 1997). The hospitals are open 24 hours a day and the 
clinics are open from 7:30 a.m. to 4:30 p.m. (with someone on call to attend to 
emergencies) (Mogobe et al. 2007). Health services are virtually free at the public 
facilities, requiring only a nominal charge of 5 Botswana Pula (US$0.70 at the exchange 
rate of 1 US$=7.2 Pula). It is worth noting that the maternal child health and family 
planning services are exempted from the nominal fee. Paved roads connect most 
villages, making referrals relatively easy even in the rural areas. Ambulances are 
available at the lower-level health facilities for transfers to hospitals. The government 
also has a contract with Netcare 911 to provide air ambulance services in emergencies.  

Table 2. Health Facilities in Botswana 
 
Level Number Characteristics  
Mobile stops 528 Outreach services by registered nurses/midwives and health 

education assistants; two-way radio communication system or 
telephones 

Health posts 341 Registered nurse and midwives, family welfare educators; 
telephones; ambulance available for referral 

Clinics 259 Registered nurses and midwives; sometimes doctors; 
telephones; some provide normal delivery services; 
ambulance/transport for referral available 

Primary hospitals  17 Nurses, midwives, and medical officers; basic emergency 
obstetric care; telephones 

District hospitals 14 Comprehensive emergency obstetric care; telephones 
Referral hospitals 3 Comprehensive emergency obstetric care; specialized care; 

telephones 
Source: 2004 Health Statistics Report (CSO, MOH 2007) 

Effect of HIV/AIDS on Health Indicators 
Botswana was experiencing remarkable improvements in health indicators until the 
advent of the HIV/AIDS epidemic in the 1990s. Despite significant progress in health 
since then, HIV/AIDS remains a major health issue. Its prevalence rate is 17.6 percent 
(CSO, 2008 BAIS), the second highest rate in the world. Co-infection with HIV/AIDS 
and tuberculosis dramatically increased the number of deaths in the 1990s (CSO, MOH 
2009).  For instance, while life expectancy rose from 1971 to 1991 from 55.5 years to 65.3 
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years, as result of the HIV epidemic in the 1990s it had fallen to 54.4 years by 2006 (CSO, 
MOH 2009). Without HIV, life expectancy would have been about 70 years by 2000 
(World Bank 2009).  Similarly, the infant mortality rate dropped from a high of 97.1 
deaths (per 1,000 live births) in 1971 to a low of 37 deaths in 1996, but then increased 
again to 56 deaths in 2001. It has since decreased to 48 deaths (per 1,000 live births) in 
2006, perhaps a result of the coordinated national response to the HIV/AIDS epidemic 
(CSO, MOH 2009).  

The WHO International Statistical Classification of Diseases, 10th Edition (ICD 10) was only 
recently applied to maternal deaths in the country’s routine health information system 
(HIS), so accurate data for maternal mortality is only available for 2005-2007. As shown 
in Figure 2, HIV/AIDS as a major cause of maternal mortality might be on the decline 
(CSO, MOH 2008).  Estimates of maternal mortality ratio (MMR) from the 1980s would 
have illuminated the effect of HIV/AIDS. All the same, if the 2005-2007 MMRs from the 
recently instituted Botswana Maternal Mortality Monitoring System are accurate, 
Botswana is among the countries in sub-Saharan Africa with the lowest maternal 
mortality (WHO 2007).   

Nevertheless, the National AIDS Control Program, which was established in 1989, has 
coordinated a strong national response (including both prevention and treatment) to the 
epidemic. Routine HIV testing has been carried out in all public hospitals since October 
2003, and the provision of free antiretroviral drugs began in January 2002. 
 
Figure 2. Total and HIV-Specific Maternal Mortality Ratio in Botswana  
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Decline in the Total Fertility Rate   
The total fertility rate (TFR) has fallen remarkably since 1981, declining from 7.1 to 3.2 in 
2006 (Figure 3). This was the steepest decline in fertility in Sub-Saharan Africa during 
that period (Annex 1) and by 1988 all socio-economic groups had experienced decline in 
fertility (Lesetedinyana 1989; Langeni-Mndebele 1997). Similarly, teenage fertility has 
declined from 23.7 percent of all births in 1988 to 11.8 percent in 2006 (CSO, MOH 2009).  
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However, disparities in fertility still persist. For instance, the TFR among rural dwellers 
is 4.6, compared with a rate of 2.4 among city and town dwellers and 3.2 in the urban 
villages (CSO, MOH 2009). Further, TFR among women with a university education is 
2.6, in stark contrast to the rate of 5.8 among women with no education; and among 
women with a secondary education the rate is 3.3.  

Some of the factors that could account for this reduction in fertility are: higher age at 
first birth, lower infant mortality, prolonged breastfeeding, higher education, use of 
contraceptives, and child fostering. That was the finding from a multivariate regression 
analysis conducted using the 1988 Botswana Family Health Survey (BFHS), which 
treated the total number of children ever born to women ages 15-49 as the dependent 
variable (Langeni-Mndebele 1997). The 1996 Botswana Family Health Survey attributed 
the decline to urbanization, women’s participation in the labor force, education and 
increased contraceptive use. Still other authors have suggested that the strong national 
family planning program contributed immensely to the decline in fertility (Thomas and 
Muvandi 1994; Ngom and Zulu 1994; Letamo and Oucho 2002; CSO, FHD MOH 2009). 
Indeed, in 1991 the Botswana national family planning program was adjudged as the 
strongest in Africa (Ross et al. 1992).  

In the next section we describe how the readily accessible strong national family 
planning program and the concomitant increased use of modern contraceptives 
contributed to the TFR reduction. We then examine the contribution of other proximate 
determinants of fertility such as age at first birth, duration of breastfeeding, postpartum 
abstinence, infertility as a result of the HIV/AIDS epidemic, and induced abortion. The 
role played by socio-economic factors, including female education, labor participation, 
urbanization, and improved survival of children, is also described. In the Conclusion 
we summarize the lessons learned and implications for other Sub-Saharan African 
countries as well as suggestions on how to strengthen the Botswana family planning 
program.  
 
Figure 3. Total Fertility Rate in Botswana, 1981-2006 (Selected Years) 
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Note adjusted TFR for 1981 and 1984 according to 1988 BFHS.  
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National Family Planning Policy and Program 
Although the government did not articulate a national population policy until 1997, 
from the outset the government showed strong commitment to meeting the family 
planning needs of Batswana by establishing the Maternal and Child Health/Family 
Planning (MCH/FP) unit (under Primary Health Care) in 1973 (Letamo and Letamo 
2002; Letamo and Oucho 2002; Lesetedinyana et al. 1989). Thus, the family planning 
program was integrated into primary health care. Using the vast network of health 
facilities in both rural and urban areas, this approach was key in making family 
planning services readily available (Baakile et al. 1996).  
 
In 1979, the MCH/FP unit along with the Nutrition and Health Education units became 
the Family Health Division under the Department of Public Health. In 2002, the 
MCH/FP unit became a division on its own under the Department of Public Health and 
was renamed the Sexual and Reproductive Health (SRH) Division. SRH has these four 
units under it: Adolescent SRH unit, Family Planning unit, Maternal and Newborn Care 
unit, and a Monitoring and Evaluation (M&E) unit. Similarly, Child Health became a 
separate division.  
 
Pertinent milestones of the Botswana family planning program are shown in Box 1. 
During 1988-1996, the MOH implemented the Botswana Population Sector Assistance 
Project (BOTSPA) with the overall objective of strengthening family planning and STI 
services including HIV/AIDS. This integrated program was funded by USAID and the 
Government of Botswana (Trayfors et al. 1996). It is noteworthy that the decline in the 
TFR began in the 1980s, before BOTSPA was implemented (Baakile et al. 1996). 
Currently, the family planning program receives funding from the national government 
and UNFPA and technical support from the WHO. UNICEF supports the Maternal and 
Neonatal Care program.   
 
Family Planning Services in Public Health Facilities 
Public health facilities have been providing family planning along with MCH services 
(including immunization, antenatal care, delivery, and postnatal care) since 1973, and 
the quality of services at rural and urban facilities is comparable (Lesetedinyana et al. 
1989). Prior to 1984, when the MCH/FP services were fully integrated, each of the 
services -- such as antenatal care, postnatal care, and immunizations -- was offered on 
different days of the week. Since then, family planning services have been available 
daily at the vast network of health facilities, particularly at the lower level health 
facilities. For instance, clinics in the Gaborone district, which has the highest number of 
annual family planning visits, accounted for 99.8 percent of all family planning visits in 
2004 (CSO, MOH 2007). This indicates that even in the capital city, the lower level 
health facilities account for almost all family planning attendances.  
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To improve the quality of services, the MOH embarked on an intensive training 
program for health personnel, nursing students, and tutors. Topics covered included 
the integration of MCH/FP services, family planning clinical skills, contraceptive 
logistics, family life education, and nutrition. Additionally, several family welfare 
educators were trained for home visits and community outreach activities at mobile 
stops. The target was to train 60 family welfare educators per year and, indeed, 
approximately 600 were trained between 1973 and 1989 (Lesetedinyana et al. 1989). In 
addition, the number of fixed facilities that offer MCH/FP services grew from 50 in 
1973 to more than 441 in 1989 (Lesetedinyana et al. 1989). Family Planning Policy 
Guidelines and Service Standards were developed in October 1987 and reviewed in 
September 1994.   
 
Subsequently, a family planning logistics manual (contraceptive commodities and 
drugs) was developed to ensure that contraceptives were always available at the health 
facilities. Currently, women who visit most MCH/FP clinics are routinely screened for 
cervical cancer (Pap smear). Additionally, HIV counseling and treatment are integrated 
into MCH/FP services. Typically, MCH/FP clients first go for initial counseling and 
testing for HIV before they are attended by a midwife for a contraceptive method 
choice. At the health facilities, the midwife or health education assistant (HEA) gives 
health education talks in the waiting room prior to individual consultation.   
 
The contraceptive methods currently available at the health facilities are the pill, male 
condom, female condom, injectable (Depo-Provera), intrauterine device (Copper T), 
male sterilization, and female sterilization. The last two are only offered at the hospitals. 
However, implants have not been approved for use. After a pilot study, which was 
initiated in 1996, the National Standing Committee on Drugs declined to approve 
Norplant for use.   
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Box 1. Timeline of Important Events in the Botswana Family Planning Program 
 

1973 The Maternal and Child Health/Family Planning (MCH/FP) Unit (under Primary Health care) is 
established. Family planning is integrated into MCH right from the outset. 
 

1979 
 

The MCH/FP Unit along with the Nutrition and Health Education units becomes the Family 
Health Division. 
 

1987 
 

Family Planning Policy Guidelines and Service Standards are developed. 
 

1998 
 

Family life education is introduced into school curriculum. 
 

1989 
 

Family planning logistics manual (contraceptive commodities and drugs) is developed. 
 

1989 
 

National AIDS Control Program is established. 
 

1991 
 

Abortion is made legal (through the Penal Code (Amendment) Act of 1991) in any of these three 
circumstances:  rape or incest; to save a woman’s life; if there is a fetal impairment. Two doctors 
must consent, and the procedure must be done in the first 16 weeks of pregnancy.  
 

1994 
 

The Family Planning General Policy Guidelines and Service Standards are reviewed 
 

1994 
 

Family Welfare Educators Program is introduced. 
 

1997 
 

National Population Policy is developed. Goal is to decrease TFR from 4.0 (in 1996) to 3.4 in 2011.  
(Note: This goal was achieved by 2009). 
 

1996 
 

Family Planning Procedures Manual is developed. 
 

2000 
 

Adolescent Sexual & Reproductive Health: A Trainers Manual is developed for service providers.    
 

2002 
 

The National Sexual and Reproductive Health Framework is developed. 
 

2003 Adolescent Sexual and Reproductive Health Implementation Strategy is developed.  
 

2001 
 

Marriage Act 2001 is enacted, raising the legal age for marriage from 14 to 18 with parental 
consent and to 21 if there is no parental consent. 
 

2005 
 

Department of Public Health is reorganized. MCH/FP Unit becomes the Sexual and 
Reproductive Health Division.  
 

2006 Maternal death is classified as a notifiable event (recommendation submitted for Public Health 
Act) 
 

2008 
 

Family planning manual and family planning trainers manual (Adolescent Sexual & Reproductive 
Health) are revised. 
 

2008 A strategy for reproductive health commodity security is finalized. 
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Botswana Population Sector Assistance Project (BOTSPA) 1988-1996 
The BOTSPA was implemented in 1988 to strengthen the then existing family planning 
program and was evaluated by Trayfors et al. in 1996. Although the findings of that 
evaluation were mixed, the project made great strides. Some of the key achievements 
were these:  

• Among modern contraceptives, condom sales increased dramatically as a result 
of the Condom Social Marketing program;  

• Reporting on the family planning program improved considerably; and  
• MOH Central Medical Store (CMS) ensured fewer stock-outs of contraceptive 

commodities and STI drugs.  
The key components of the BOTSPA along with recent updates where applicable, are 
described below.  
 
Condom Social Marketing Program. A Condom Social Marketing Program was 
established in November 1992 and implemented by the Botswana Population Services 
International (PSI). Youth and men, who typically do not use public family planning 
services, were targeted by this program, which had the dual purpose of preventing both 
HIV infection and pregnancies. A branded product, Lovers-Plus condoms, was created 
and distributed either free of charge or at an affordable price of 0.50 Botswana Pula per 
condom (US$0.07 at the exchange rate of 1 US$=7.2 Pula) per pack. These male 
condoms were made widely available in bars, hotels, private clinics, markets, salons, 
gas stations, pharmacies, and hotels. Key distributors, wholesalers, and retailers with 
national reach were identified and trained to distribute the products.  
 
Additionally, a successful multimedia campaign, known as It’s my Life, was 
implemented in 1994 and 1995, involving print media, call-in radio shows, T-shirts, and 
peer education. The campaign had the added effect of stimulating the demand for the 
free condoms distributed by government health facilities. 
 
The three-year target of 2 million condom sales was exceeded, with sales reaching 2 
million in 1995. This highly subsidized program cost US$1,242,000 between November 
1992 and March 1996, with actual sales revenue of only $115,000.   
 
Information, Education and Communication. The Information, Education, and 
Communication (IEC) component of Family Planning and STI Prevention was 
implemented by the Health Education unit of the Department of Public Health (now the 
Health Promotion and Education Division). Unlike the Condom Social Marketing 
Program, the focus of the IEC is improving clinical services. Nurse-midwives and HEAs 
receive IEC training based on materials developed at the national level and distributed 
to health facilities. However, IEC materials such as posters and flip charts are 
occasionally inadequate at the facility level. 
 



 10 

Workplace Education. The MOH Occupational Health unit in collaboration with the 
National AIDS Control Program implemented the Botswana HIV/AIDS Prevention in 
the Workplace component. This was an outreach program to reach men at their 
workplaces since they rarely frequent the regular public reproductive health facilities. 
Approximately 800 peer educators were trained, and condoms were distributed to over 
100 industries. A handbook, posters, and brochures were also developed and 
distributed.  
 
Training for Reproductive Health. This component entailed both pre-service and in-service 
training. For the pre-service training, the nursing and midwifery curricula were revised. 
The midwifery training entailed both family planning and HIV/STI, making possible 
the integration of the two services from the outset, while general nurses took courses on 
family planning and contraceptive methods. Additionally, practicing nurse-midwives 
received on-the-job training. The trainers manual, Adolescent Sexual & Reproductive 
Health: A Trainers Manual for Service Providers, was developed in 2000, and in 2002 
MOH trained 16 national “trainers of trainers” as part of the African Youth Alliance. 
Subsequently, an average of 146 service providers per year were trained during 2003-
2007 (Figure 4). 
 
Figure 4. Service Providers Trained for Youth-Friendly Services (2003-2007) 
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NGO Programs in Reproductive Health. To complement the strong government programs, 
the Population Council was contracted to strengthen the capacity of NGOs to improve 
outreach services to youth. A number of NGOs participated, including the Botswana 
Family Welfare Association (BOFWA); the Young Women’s Christian Association 
(YWCA), which provided counseling services for adolescents; and the Botswana PSI, 
which as noted earlier made condoms available to youth through social marketing and 
peer education. 
 
Contraceptive Logistics System. Currently, a single huge national CMS located in 
Gaborone procures medicines and supplies, including contraceptives, for the whole 
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country and distributes them directly to health facilities using MOH trucks. Scheduled 
deliveries are made to each health facility for contraceptives along with other drugs and 
supplies. However, there are no regional warehouses to facilitate this process. As part 
of the BOTSPA, the CMS and the distribution system were also strengthened to reduce 
stock-outs at health facilities. In 1995 it was reported that stock-outs of the family 
planning commodities and STI drugs were less frequent than they had been in 1991. 
Nevertheless, the CMS currently has limited storage capacity given the increase in the 
number of health facilities over the years and the large quantities of antiretroviral drugs 
(ARVs) that are procured to meet the demands of the HIV epidemic. Apparently, 
difficulties in the procurement and distribution of ARVs have not affected the supply 
and distribution of contraceptives. All the same, in May 2009 there were stock-outs of 
Depo-Provera and Norinyl (combined pill) at some clinics, which was attributed to the 
lack of communication of information on stock balances of contraceptives at the health 
facilities to the CMS.  
 
Monitoring and Evaluation of the Family Planning Program 
The main sources of data for the monitoring and evaluation (M&E) of the family 
planning program are the Botswana Family Health Surveys (1984, 1988, and 1996) and 
the routine Health Information System (HIS) via Annual Health Statistics Reports. The 
Central Statistics Office has a Health Statistics Unit that oversees the HIS in the MOH. 
The Health Statistics Unit is located within MOH. The health facilities under the 
Ministry of Local Government send their monthly summary sheets (known as MH 
1049s) to the District Health Team, which in turn collates health services statistics 
including family planning and forwards them to the HSU and a copy to the SRH 
Division. The hospitals under the MOH, on the other hand, send their monthly 
summary sheets directly to the HSU. The HSU analyze the data from all health facilities 
and produces annual reports covering all services/programs including family planning. 
Additionally, the M&E unit of the Sexual and Reproductive Health Division liaises with 
the HSU to ensure the accuracy of the data on family planning. However, the annual 
reports are not timely and are a few years behind schedule.  The national family 
planning program provides feedback during scheduled biannual conferences with 
managers of the District Health Team, annual reports, supervision visits to the health 
facilities, and during seminars and workshops.   
 
Knowledge of Family Planning and Contraceptive Method Mix. Knowledge of at least one 
family planning method increased from 75 percent in 1984 to 97 percent in 1996 (CSO, 
FHD MOH 2009). In 1996, knowledge about the source of contraceptives was 96 
percent, and this did not vary much by age, marital status, or education, indicating that 
family planning services were then widely available throughout the country.  
  
As a result of the strong family planning program, use of modern contraceptives 
increased in the 1980s and 1990s. As shown in Table 3, the modern contraceptive 
prevalence rate (CPR) among all women ages 15-49 rose steadily -- from 16 percent in 
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1984 to 29 percent in 1988 to 40 percent in 1996 to 42 percent in 2000 (Lesetedinyana et 
al. 1989; CSO, FHD MOH 2009; Manyeneng et al. 1985; CSO, MOH, and UNICEF 2001).  
Moreover, use of traditional methods of contraception decreased from 7.5 percent in 
1984 to 0.3 percent in 1996.  
 
The pill was the most popular contraceptive during 1984-1996, but the use of male 
condoms increased steadily from 1.0 percent in 1984 to 15.5 percent in 2000. The 
prevalence of injectables also increased, from 1.1 percent in 1984 to 8.1 percent in 2000. 
By contrast, neither male nor female sterilizations have ever been popular. The uptake 
of female condoms has also been dismally low. The use of intrauterine devices actually 
decreased from 4.1 percent in 1984 to 1.7 percent in 2000. Thus, family planning clients 
rely on three main methods: male condom, pill, and Depo-Provera.  
 
Data from the CMS and HIS corroborate this change in the contraceptive mix. Data on 
contraceptives supplied by the CMS to the health facilities (1993 to 2005) also indicate 
that condoms have become more popular while use of the intrauterine device has 
waned considerably (Table 4). Condoms supplied increased by a ratio of 3.6 while IUD 
decreased by a ratio of 10. Further, during 2005-2008, the uptake of female condoms 
was very low compared to male condoms. The increased use of male condoms is 
attributed to the effective multimedia HIV campaign for dual protection (Letamo and 
Oucho 2002). Similarly, data from the HIS show that the condom has become the most 
popular contraceptive (Table 5).  
 
The findings of the forthcoming 2009 Botswana Family Health Survey report will give a 
more up-to-date picture of the contraceptive method mix. All the same, Meekers et al. 
(2001) indicated that teenagers considered condoms to be not easily accessible, 
especially at public health facilities where they said their sexuality was questioned 
when they went to them for the free condoms (Meekers et al. 2001). In response, in the 
recent years, condoms have been made more readily available at condom dispensers, 
and at night security personnel at the health facilities distribute condoms.    
 
Some women discontinue contraceptives for one reason or the other. Using the 1988 
Botswana Family Health Survey, Ngom and Zulu (1994) estimated the contraceptive 
discontinuation rate to be 12 percent within a year of initiation of the contraceptive 
(Ngom and Zulu 1994). Reasons for discontinuing contraceptives, according to the 1996 
survey, included health problems (accounting for 49.5 percent) followed by wanting a 
child (15.5 percent), partner disapproval (6.7 percent), method failure (5.5 percent), and 
inconvenience (3.3 percent). Notably, cost of contraceptives and non-availability were 
only mentioned by 0.1 percent and 0.9 percent respectively, indicating that family 
planning services were accessible. However, unmet need for family planning was not 
estimated in the 1996 Botswana Family Health Survey.  
 
 



 13 

Table 3. Current Use of Modern Contraceptive Methods (1984-2000)  
 
 1984a 1988b 1996c 2000d 
Pill 8.5 17.7 17.7 14.3 
Intrauterine device 4.1 4.5 3.1 1.7 
Injectables 1.1 3.2 5.7 8.1 
Diaphragm/foam/jelly 0.1 0 0 0.1 
Female condoms 0 0 0 0.5 
Male condoms 1.0 1.3 11.3 15.5 
Female sterilization 1.2 2.2 2.4 1.2 
Male sterilization 0 0.1 0 0.2 
Implants 0 0 0 0.4 
Total 16 29 40.2 42 

aBotswana Family Health Survey 1984. 
bBotswana Family Health Survey 1988. 
c Botswana Family Health Survey 1996. 
d Botswana Multiple Indicator Survey 2000 (CSO, MOH, and UNICEF 2001).  

 
Table 4. Contraceptives Supplied to Public Health Facilities by MOH Central 
Medical Store by year, 1993 and 2005-2008 
 
Contraceptives 1993a 2005 2006 2007 2008 
Male Condoms (100's) 68,684 246,605 271,899 150,978 222,246 
Female condoms (100's) 0 2,572 8,014 5,380 6,454 
Intrauterine device (IUD) 19,200 1,917 2,683 1,921  
Depo-Provera 57,000 110,113 142,797 167,251 102,161 
Pill      
  Combined low dose, 100 cycles 5,700 2,622 3,788 1,647 6,352 
  Progesterone-only low dose, 100 cycles 1,900 163 1,267 1,197 3,025 
  Combined high dose, 100 cycles 0 197 2,895 4,173 7,278 
  Subtotal for pill 7,600 2,982 7,950 7,017 16,655 
aThese were the numbers procured in 1993. Data on numbers supplied was not obtained.  
Source: Central Medical Store. These figures assume that all the contraceptives procured or distributed 
per year were all eventually used by clients. 
 
 
Table 5. Contraceptive Method by Family Planning Attendances, 1998-2003 
 
Contraceptives 1998 1999 2000 2001 2002 2003 
Pill 154,178 145,225 118,244 119,016 104,721 137,959 
IUD 8,253 7,700 5,808 5,719 4,228 6,355 
Injection 99,503 106,481 103,327 119,189 124,516 182,336 
Condom 491,434 617,030 482,412 536,197 559,523 860,969 
Sources: Health Statistics Report 2004 (CSO, MOH 2007). 
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Availability and Quality of Family Planning   
Although no formal assessment of the quality of the family planning program has been 
undertaken in recent years, the quality of the family planning services might not have 
been adversely affected by the HIV epidemic. As noted earlier, STI/HIV/AIDS services 
have been integrated into MCH/FP from the outset. Indeed, dual protection is on the 
rise with a dramatic increase in the numbers of condoms distributed (Baakile et al. 
1996).  
 
The 1996 situational analysis by Baakile et al. provided some information on the quality 
of family planning and STI/HIV services, which hitherto was not obtained from the 
routine HIS or national household surveys (Baakile et al. 1996). This analysis entailed 
451 service provider interviews in 186 health facilities, comprising 20 hospitals, 121 
clinics, and 45 health posts; observation of 406 service provider-client interactions in 
consulting rooms; and exit interviews with 386 family planning clients and 724 MCH 
clients.  
 
It was reported that most health facilities had basic infrastructure and equipment for 
the provision of MCH/FP and STI/HIV/AIDS services. Moreover, three selected 
contraceptives -- the pill, condoms, and injectables (Depo-Provera) -- were available in 
over 90 percent of the facilities, although the full range of modern contraceptive 
methods was lacking in some facilities. Over 70 percent of the service providers 
interviewed reported using modern contraceptives themselves. A majority of the staff 
had received training in MCH/FP and STI/HIV/AIDS services. Record keeping was 
very good and monthly reports were submitted to the next administrative level. 
Further, district medical officers had conducted supervisory visits in the prior six 
months to 92 percent of the selected health facilities.  
 
All the same, some drawbacks were noted. For instance, although a majority of clients 
were satisfied with the services, some would have preferred longer consultation time 
with service providers. Some clients indicated that they were not offered information on 
the full range of contraceptives. Additionally, IEC materials particularly flip charts, 
were lacking in most facilities. To buttress this point, during supervisory visits in May 
2009 it was noted that IEC materials were not on display in selected health facilities.  
 
Proximate Determinants of Fertility 
In this section, we describe the influence on the fertility decline of other proximate 
determinants such as age at first birth, breastfeeding, infertility, and abortion. Increased 
age at first birth and prolonged breastfeeding appear to be have played a role.  
 
Age at First Birth vs. Age at Marriage  
The proportion of married reproductive-aged women is considered one of the 
proximate determinants of fertility. It is expected that the higher the age at marriage, 
the less likely women are to be exposed to sex thereby leading to fewer births and lower 
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fertility. However, in Botswana premarital childbearing is common, with some young 
women making the deliberate decision to marry after giving birth. Indeed, the 
proportion all women age 15 and above who are married has declined from 42.9 percent 
in 1971 to 17.9 percent in 2001 as shown in Figure 5 (Langeni-Mndebele TT. 1997). In the 
same period, the proportion of never-married has increased from 37.0 percent to 46.5 
percent. Considering that childbearing is not restricted to married women, the age at 
first birth is a better determinant of fertility in Botswana than age at marriage (Kwesi 
Gaisie 1995; Letamo and Letamo 2002; Langeni-Mndebele 1997).  
 
Indeed, according to the 1988 Botswana Family Health Survey, the median age at first 
birth was five years younger than the median age at marriage, indicating that some 
women were giving birth prior to marriage. The median age at first birth was nearly 20 
years in 1988. Secondary analysis of the 1988 Botswana Family Health Survey showed 
that an increase in age at first birth of one year was associated with a 27 percent 
reduction in fertility (Langeni-Mndebele 1997). However, there is no other data (from 
censuses or surveys) on median (or mean) age at first birth to allow for a trend analysis. 
All the same, as noted earlier, births to teens decreased by half between 1988 and 2006. 
This gives some indication that the age at first birth has increased in recent decades and 
this might have contributed to the decline in fertility in Botswana.  
 
Figure 5. Proportion of Married Women Aged 15 Years and Above, 1971-2001 
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Source: 1971-2001 censuses 
 
Cohabitation. Although studies have shown that nearly all women will want to have 
children, cohabiting unions have been on the rise, with Botswana being among 
countries with the highest prevalence of such unions in Sub-Saharan Africa (Pitso and 
Carmichael 2003; Mokomane 2005; Mokomane 2006). There are several reasons for 
cohabitation, including labor migration, decline in polygyny, more educated women, 
and enhanced legal right of unmarried women. During the 1940-1970 period, about a 
third of the adult males were migrant laborers working at mines in South Africa (Kwesi 
Gaisie 1995). The long absence of fathers took a toll on families, with female-headed 
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single-parent families becoming more common. This also had the effect of delayed 
marriage or increased proportion of unmarried women. Given that polygyny had 
become rare in Botswana, the relative shortage of young males was said to have 
increased the proportion of unmarried women (Kwesi Gaisie 1995). In addition, the 
2001 Marriage Act gave unmarried women land and business rights unlike married 
women, making marriage less attractive to women.  
 
Mokomane (2006) provides a critique of other authors’ explanations of cohabitation and 
explains that premarital childbearing is a prelude to marriage (Mokomane 2006). He 
argues that labor migration to South Africa cannot account for the increasing 
cohabitation, considering that external labor migration has declined since 1980s as a 
result of the development of the mining industry in Botswana. Further, he contends that 
Lesotho has a higher level of labor migration to South Africa and yet has a low age at 
first marriage and higher proportion of marriage. He explains that the highly mobile 
population encourages cohabitation rather than marriage (Pitso and Carmichael 2003). 
Most people have multiple residences, with homes in the village, cattle post, farming 
land, or urban center. Thus, internal migration to mining towns or urban centers is 
another contributing factor. Besides, public service employees are frequently 
transferred from one district to another.  Regarding polygyny, the author contends that 
polygyny is also common in Swaziland and Namibia and yet cohabitation is also 
common in these countries.  
 
Child Fostering. Analysis of the 1988 Botswana Family Health Survey indicated that child 
fostering (the act of giving one’s child to another to raise) was associated with lower 
fertility (Langeni-Mndebele 1997). The reason could be that young women give their 
children to family members to take care of them while they further their education or 
advance their careers. This is in contrast to studies in West Africa, where fostering out 
to the extended family makes room for more births. However, Pennington (1991) in his 
study of the Herero (the ethnic group with the highest fertility in Botswana) indicated 
that the relationship between fertility and fostering is not clear-cut.    

 
Prolonged Breastfeeding and Postpartum Abstinence  
Cultural norms, such as prolonged breastfeeding and postpartum abstinence, might 
have also contributed to the fertility decline (Langeni-Mndebele 1997). In 1984, 73 
percent of women breastfed for more than a year (Manyeneng et al. 1985). Similarly, the 
1988 Botswana Family Health Survey indicated that the mean duration of breastfeeding 
was 19 months, half of women abstained from sex in the first year after delivery, and 
nearly half of women had not resumed their menses one year postpartum. The 2000 
Multiple Indicator Survey also reported that 53 percent of children ages 12-15 months 
were still being breastfed. The prolonged breastfeeding (which delays the resumption of 
menses after delivery) coupled with postpartum abstinence contributed to longer birth 
intervals (Letamo and Letamo 2002). 
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Effect of HIV on Fertility 
Given the high HIV prevalence among reproductive-aged women, the question is 
whether this contributed to the fertility decline in Botswana. Using cross-sectional data 
in three rural districts in neighboring Zimbabwe (also experiencing an HIV epidemic), 
Terceira et al. (2003) reported that HIV might have accounted for about a quarter of the 
total fertility rate decline (Terceira et al. 2003). The study controlled for potential 
confounders such as age, marital status, contraceptive use, and birth history in a 
multivariate logistic regression analysis. It found that the odds of pregnancy at the time 
of the survey among HIV-positive women were 38 percent lower than among HIV- 
negative women (Odds ratio [OR] 0.62 with 95 percent confidence interval [CI] 0.46-
0.81). Similarly,  the odds of birth in the year prior to the survey among HIV-positive 
women was 16 percent lower, but this was not statistically significant (OR= 0.84, 95 
percent CI 0.69-1.03). The major drawback of this study was that it was not a cohort 
study with accurate information on the duration of the HIV infection or the time when 
women became HIV positive (Lee et al. 2000). Other studies in Sub-Saharan Africa, 
including Uganda and Cameroon, have also reported lower fertility among HIV- 
positive women (Gray et al. 1998; Fabiani  et al. 2006; Kongnyuy and Wiysonge 2008).  
 
Similarly, Lee et al. (2000), using data on the duration of infection in the U.S. state of 
Maryland showed that the longer the duration of HIV infection, the lower the total 
fertility rate (Lee et al. 2000). Some of the reasons for lowered fertility among women 
with HIV/AIDS are reduced frequency of sex or use of contraceptives to prevent giving 
birth to an infected baby, amenorrhea due to weight loss, spontaneous or induced 
abortion, and tubal occlusion due to pelvic inflammatory disease secondary to STI 
coinfection (Gray et al. 1998; Fabiani et al. 2006). While no such studies have been 
conducted in Botswana, it is possible that the HIV epidemic might have contributed to 
the fertility decline, but again the fertility decline was well underway in the 1980s prior 
to the epidemic. Moreover, the widespread use of antiretrovirals might have actually 
blunted the effect of HIV on fertility, since women could take the risk of having a baby 
knowing that mother-to-child transmission could be reduced with antiretrovirals.  

 
Induced Abortion 
Women in some countries consider induced abortion as a means of menstrual or 
fertility regulation. High levels of induced abortion could lead to lowered fertility. 
However, in Botswana it is uncertain whether induced abortion contributed to the 
fertility decline since there is no accurate data on abortion rates (Letamo and Letamo 
2002; Mogobe 2007). Abortion was illegal, with no exceptions, until October 1991 when 
the law was changed to grant three exceptions: in cases of rape or incest; if childbearing   
poses a risk to the physical or mental health of the woman; or if there is (or is a risk of) 
fetal impairment (UN Secretariat 1999). Additionally, a medical doctor must carry it out 
in a health facility in the first 16 weeks of pregnancy with the written consent of another 
doctor. When abortion was illegal, unsafe abortions were one of the major causes of 



 18 

maternal mortality. Indeed, septic abortion accounted for 16 percent of all maternal 
deaths in 2007 (CSO, MOH 2008).  

 
Socio-economic Factors 
Socio-economic and cultural factors typically do not affect fertility directly, but they can 
influence fertility decline through the proximate determinants described earlier. In 
Botswana, increased female education, women’s participation in the labor force, 
urbanization, and improved survival of children might have contributed to the fertility 
decline. There was no pertinent information on the role of religion in fertility.  
 
Female Education  
Higher female education is associated with lower fertility, since educated women are 
more likely to delay age at first birth, to use contraceptives, and to have lower ideal 
family size. The 1994 Botswana Revised National Policy on Education established access 
to basic education as a fundamental right (ESU, CSO 2006).  Education was free until 
2006, when school fees were instituted for secondary schools1

 

. As result, Botswana is 
one of the few countries where more females are educated than males, with a high 
female literacy rate (the percent of females ages 15 and above) of 81.8 percent. 
According to the 2003 Literacy Survey report, the female literacy rate (percent of 
females ages 10-70) increased from a low of 36.0 percent in 1981 to a high of 77.6 percent 
in 2003 and has been consistently higher than male literacy rates (Figure 6) (CSO, MOH, 
and DNE 2005).  

In addition, female enrollment is higher than male enrollment at the University of 
Botswana, the only university in the country, as shown in Table 6 (ESU, CSO 2006).  
As noted earlier, TFR markedly declined among women with higher education. Clearly, 
female education contributed to the fertility decline (Blanc and Rutstein 1994; CSO, 
MOH 2009; Lesetedinyana et al 1989; Langeni-Mndebele 1997).  
 
 
 
 
 
 
 
 
 
 
                                                 
 
1 Primary education is still free; junior secondary tuition, Pula 300 per year; senior secondary, Pula 450 
per year, and technical colleges, Pula 750 per year. Bursary and social welfare services are available for 
those who cannot afford.  
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Figure 6. Literacy Rate (percent) by Sex, Ages 10-70 (1981-2003) 
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Table 6. Enrollment at the University of Botswana by Sex, 1996-2006 
 

Year Male Female Total  percent 
Female 

1996 3,812 3,485 7,297 47.8 
1997 4,128 3,879 8,007 48.4 
1998 4,525 4,073 8,598 47.4 
1999 5,011 4,584 9,595 47.8 
2000 5,738 5,483 11,221 48.9 
2001 6,318 5,968 12,286 48.6 
2002 6,573 6,648 13,221 50.7 
2003 7,757 7,871 15,628 50.4 
2004 7,537 8,187 15,724 52.1 
2005 7,416 8,294 15,710 53.0 
2006 7,601 8,638 16,239 53.2 

Source: Education Statistics 2006, Education Statistics Unit 
 
 
Women’s Labor Force Participation 
Women are economically active but not to the extent commensurate with the sex 
differentials in education noted earlier (LSU, CSO 2008; CSO, MOH 2004). According to 
the 2002/3 Household Income and Expenditure Survey, of the economically active 
persons (labor force) ages 12 and above, 48.5 percent were females while 51.5 percent 
were males. Among women ages 15-49, 73.7 percent were employed, with the majority 
in paid employment by cash. Increased women’s participation in the labor force might 
have also contributed to the fertility decline. 
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Urbanization 
As noted earlier, in 2006 urban women had lower TFR (2.4) than rural women (TFR of 
4.6) (CSO, MOH 2009).  Since the percentage of the population that is urban has 
increased dramatically, from 9.1 percent in 1971 to 59.6 percent in 2006, urbanization 
might have also played a role in the TFR reduction.  
 
Improved Survival of Children  
According to the demographic transition theory, improved survival of children 
(decrease in infant mortality rate) as a result of improved public health explains the 
transition from high fertility to low fertility (McCarthy 2001; Bloom et al. 2003; Gelbard  
et al. 1999). Considering that infant mortality decreased drastically during the 1970-2000 
period, from 97.1 deaths per 1,000 live births in 1971 to 37.4 deaths per 1,000 live births 
in 1998, the increased survival of children might have been a factor in women’s (or 
couples’) decision to have fewer children.  
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Lessons Learned and Implications for Other Sub-Saharan African Countries   
Botswana’s national family planning program has been one of the strongest in Sub-
Saharan Africa. While fertility has declined remarkably in Botswana, about 25 countries 
in sub-Saharan Africa still have TFRs higher than 5.0 births per woman. Some of the 
lessons learned from the family planning program might be applicable to those 
countries, include the following: 
 
1.  Ensure access to and quality of family planning services.  
 
Integrate MCH/FP/HIV/AIDS services at all health facilities. 
The family planning program is not a vertical program. The fully integrated services 
have made it easier for clients who visit primary health facilities for services such as 
antenatal care, postnatal care, immunization, and HIV counseling to be offered family 
planning services as well. This has increased the uptake of family planning. Moreover, 
integrating MCH/FP services was an integral part of the pre-service midwifery training 
curriculum, family welfare educators’ curriculum, and regular in-service training.  
 
Provide family planning services at all levels of the health care delivery system. 
The vast network of family planning clinics within reach in villages and towns has 
increased the availability of family planning services. Besides, the quality of services 
provided in rural areas was similar to those offered in urban areas.  
 
2.  Generate demand for family planning services. 
Outreach services via mobile stops and home visits by family welfare educators have 
brought services to the doorstep of women who do not visit the clinics. Additionally, a 
strong behavior-change communication campaign using multimedia generates demand 
for family planning.  
 
3.  Strengthen program management.  
Regular interaction among the national family program staff, District Health Teams, 
and health facilities through scheduled biannual conferences, supervision visits to the 
health facilities, seminars and workshops has allowed two-way feedback to improve the 
program. The M&E unit at the SRH division also follows up on health facilities that do 
not submit the routine monthly summary sheet.  
 
4.  Promote and invest in the education of girls. 
The government’s investment in the education of girls was also instrumental in 
reducing fertility, as evidenced by the low fertility among educated women. Educated 
women are able to make informed choices, and being in school, in and of itself, also 
delays the age at first birth. Several studies have shown that female education has 
positive effects on most health indicators, including infant mortality and maternal 
mortality.   
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5.  Promote policies that favor female participation in the labor force.   
 
6. Promote prolonged breastfeeding. 
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The Way Forward: How to Strengthen the Botswana Family Planning Program 
The family planning program has made great strides and has already achieved the 2011 
National Population Policy target of a total fertility rate of 3.4. However, the 
contraceptive prevalence rate (CPR) target of 65 percent, also to be reached by 2011, is 
far from being achieved (Letamo and Oucho 2002). Fertility is still a high of 4.6 among 
rural women and the national CPR is below 50 percent. The following suggestions 
might address some of the current shortcomings of the family planning program.  
 
1.  Strengthen contraceptive logistics management information system. 
There were stock-outs of Depo-Provera and Norinyl in some clinics in May 2009. The 
CMS does not have accurate information on stock balances of contraceptives at the 
health facilities, which makes forecasting at the CMS difficult. This can be resolved with 
accurate and timely (monthly) reporting of stock levels at the health facilities to the 
CMS and with training of pharmacy technicians and pharmacists on logistics MIS and 
the building of capacity in supply-chain management.    
 
2.  Offer the full range of contraceptives.   
Currently, family planning clients use three main methods (male condom, pill, and 
Depo-Provera), all of them short-term methods. The long-term methods, such as 
sterilization and intrauterine device, are less popular, while implants are nonexistent. 
The National Standing Committee on Drugs could review new methods, such as Ortho 
Evra Patch, NuvaRing, and Implanon, to ascertain their appropriateness for Batswana 
women. Additionally, during seminars, workshops, and in-service training programs, 
the nurses/midwives should be encouraged to counsel clients on the full range of 
contraceptives to allow clients to make informed decisions. Further, condoms should 
continue to be promoted for dual protection (pregnancy and HIV prevention) but 
clients must be made aware of condoms’ relatively low contraceptive efficacy.   
 
During 2007-2008, Norinyl (containing 0.05mg Mestranol [estrogen] and 1mg 
Norerthisterone [progesterone]), a high-dose oral contraceptive pill, was more available 
than Nordette (0.03 mg ethinyl estradiol [estrogen] and 0.15 mg of levonorgestrel 
[progesterone]), a low-dose pill. Given that high-dose contraceptive pills (estrogen of 
0.05mg or more) generally have more side-effects than low dose pills, the use of Norinyl 
should be evaluated. Also: Certain drugs, such as rifampicin (a tuberculosis drug), are 
known to interact with the pill and make it less effective, so other contraceptive 
methods besides the high-dose pill should be offered to clients in such circumstances. 
 
3.  Make IEC materials more available at MCH/FP clinics. 
The Health Promotion and Education division should coordinate with the SRH division 
to make IEC materials more available at the clinics. The Health Promotion and 
Education division will have to be proactive in sending adequate quantities of newly 
developed and existing educational materials to District Health Teams for distribution 
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to the health facilities. The private health facilities should also be provided with training 
and IEC materials.  
 
4.  Strengthen the SRH Monitoring and Evaluation Unit. 
Ensure adequate staffing and training of the M&E unit of the SRH division in order to 
produce timely annual SRH reports, quarterly brief statistics/reports to facilitate 
feedback to District Health Teams and health facilities. The M&E unit should continue 
to work closely with the Health Statistics Unit to ensure accuracy and completeness of 
data on SRH.  
 
5.  Strengthen the integration of SRH and HIV/AIDS. 
Although service providers at the health facilities provide both family planning and 
HIV/AIDS services, SRH (including family planning) and HIV/AIDS programs are 
coordinated by different departments within the Ministry of Health (the the 
departments of Public Health and HIV/AIDS Prevention and Care respectively). A 2008 
assessment of the Integration of SRH and HIV/AIDS in Botswana revealed that there is 
more integration of the services at service delivery points than at the policymaking 
level. This indicates that there is the need to strengthen the integration and 
collaboration of the two departments.   
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Annex 2. Fertility reduction (1980-2006) in countries with TFR more than 6.0 in 1980 
 
Country Name Region TFR 

1980 
TFR  
2006 

Difference 
between  
1980 and 2006 

Botswana Sub-Saharan Africa 7.1 3.2 3.9 
Namibia Sub-Saharan Africa 6.5 3.3 3.2 
Comoros Sub-Saharan Africa 7.2 4.0 3.2 
Zimbabwe Sub-Saharan Africa 7.0 3.8 3.2 
Cape Verde Sub-Saharan Africa 6.6 3.5 3.1 
Cote d'Ivoire Sub-Saharan Africa 7.4 4.6 2.8 
Swaziland Sub-Saharan Africa 6.2 3.5 2.7 
Ghana Sub-Saharan Africa 6.6 4.0 2.6 
Rwanda Sub-Saharan Africa 8.5 5.9 2.6 
Kenya Sub-Saharan Africa 7.4 5.0 2.4 
Sao Tome and Principe Sub-Saharan Africa 6.3 4.0 2.4 
Togo Sub-Saharan Africa 7.0 4.9 2.1 
Sudan Sub-Saharan Africa 6.4 4.4 2.1 
Cameroon Sub-Saharan Africa 6.4 4.4 2.0 
Malawi Sub-Saharan Africa 7.5 5.7 1.9 
Zambia Sub-Saharan Africa 7.1 5.3 1.9 
Mauritania Sub-Saharan Africa 6.3 4.5 1.8 
Gambia, The Sub-Saharan Africa 6.5 4.8 1.7 
Senegal Sub-Saharan Africa 7.0 5.3 1.7 
Burkina Faso Sub-Saharan Africa 7.7 6.1 1.6 
Benin Sub-Saharan Africa 7.1 5.5 1.6 
Madagascar Sub-Saharan Africa 6.5 4.9 1.6 
Congo, Republic Sub-Saharan Africa 6.1 4.6 1.6 
Ethiopia Sub-Saharan Africa 6.8 5.3 1.5 
Guinea Sub-Saharan Africa 7.0 5.5 1.5 
Nigeria Sub-Saharan Africa 6.9 5.4 1.5 
Eritrea Sub-Saharan Africa 6.5 5.1 1.4 
Tanzania Sub-Saharan Africa 6.6 5.3 1.4 
Mozambique Sub-Saharan Africa 6.5 5.2 1.3 
Niger Sub-Saharan Africa 8.1 7.0 1.1 
Somalia Sub-Saharan Africa 7.2 6.1 1.1 
Mali Sub-Saharan Africa 7.6 6.6 1.0 
Angola Sub-Saharan Africa 7.2 6.5 0.7 
Chad Sub-Saharan Africa 6.8 6.3 0.5 
Uganda Sub-Saharan Africa 7.1 6.7 0.4 
Congo, Dem. Rep. Sub-Saharan Africa 6.7 6.3 0.4 
Liberia Sub-Saharan Africa 6.9 6.8 0.1 
Guinea-Bissau Sub-Saharan Africa 7.1 7.1 0.0 
Sierra Leone Sub-Saharan Africa 6.5 6.5 0.0 
Burundi Sub-Saharan Africa 6.8 6.8 0.0 
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Bhutan  East Asia and Pacific 6.5 2.3 4.2 
Lao PDR East Asia and Pacific 6.4 3.3 3.1 
Solomon Islands  East Asia and Pacific 6.7 4.0 2.7 
Micronesia, Fed. Sts. East Asia and Pacific 6.2 3.8 2.4 
Nicaragua  Latin America and Carribean 6.1 2.8 3.3 
Honduras  Latin America and Carribean 6.2 3.4 2.9 
Haiti  Latin America and Carribean 6.1 3.6 2.4 
Guatemala  Latin America and Carribean 6.1 4.2 1.9 
Iran, Islamic Republic Middle East and North Africa 6.6 2.1 4.5 
Libya  Middle East and North Africa 7.3 2.8 4.5 
Algeria  Middle East and North Africa 6.8 2.4 4.4 
Syrian Arab Republic  Middle East and North Africa 7.3 3.2 4.1 
Oman  Middle East and North Africa 7.2 3.1 4.1 
Jordan  Middle East and North Africa 7.0 3.2 3.8 
Saudi Arabia  Middle East and North Africa 7.1 3.4 3.7 
Yemen, Republic Middle East and North Africa 8.7 5.6 3.1 
Djibouti  Middle East and North Africa 6.7 4.1 2.6 
Iraq* Middle East and North Africa 6.5 .. .. 
Afghanistan* South Asia  7.8 .. .. 
Maldives  South Asia  6.9 2.7 4.2 
Pakistan  South Asia  7.0 3.9 3.1 
Source: World Development Indicators (World Bank) for all countries except Botswana, for which data 
was obtained from the Central Statistics Office.  
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