
low levels of execution and effec-
tiveness of disease control pro-
grammes are observed. Absent or
weak control of government over
the behaviour of health service
providers, and of beneficiaries of
health services over the use of 
public funds, undermine effective
implementation.23

Recent international health partner-
ships propose to leverage greater
resources for scaling up for the
MDGs. These initiatives seek a focus
on results and a clear link between
resources allocated and health out-
comes. Doing this requires strength-
ening health systems as a means of
achieving development outcomes –

both directly and by influencing other
donors – and call for greater coher-
ence in the health aid architecture.24

There is a growing agreement 
about the importance of supporting
robust sectoral plans, and about 
the desirability of ensuring full coher-
ence with existing efforts on health
systems strengthening. Key issues
related to these new initiatives
include development and quality 
of scaling-up plans, monitoring
processes and selection of countries,
as well as flow and management 
of funds.25

In this context, a consensus is 
emerging on five principles for aid:

• Rewarding performance in a 
predictable way through compacts.

• Aligning development assistance to
country systems.

• Results-based financing.

• Establishing benchmarks and out-
come indicators for health-systems
development.

• Developing innovative and 
equitable financing strategies.

Rewarding performance in a

predictable way through compacts

Along with the renewed emphasis on
results, there is an emerging consensus
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could yield important insights into
the ways that current policy process-
es function and might be improved.
Some significant problems – such as
building institutional capacity and
obtaining strategic intelligence for
steering and monitoring resource
flows and health-system perform-
ance – are already well recognized
by practitioners. 

It is clear that there is much work 
to be done in gathering evidence and
knowledge on ways to build capaci-
ties for policy formation, regulation
and steering that can inform gover-

nance of the health sector as a whole,
as well as the organization of a con-
tinuum of maternal, newborn and
child care at the district level.

III. Improving the quality and

consistency of financing for

strengthening health systems 

Finding the money to finance health
care is a significant obstacle to 
scaling up in low-income countries,
where health-care sectors already
face huge budget shortfalls. Policies
determining government health-
financing can have a profound effect
on health outcomes for children 
and women, through subsidizing 
or taxing critical services affecting
maternal, newborn and child sur-
vival, health and nutrition or by 
supporting equitable cost-sharing
mechanisms. 

Adequate financing of the health 
sector, in addition to fighting specific
diseases, is imperative for effective,
sustainable scale-up. The less than
optimal outcomes from earlier and
current support to the health sector
have largely been attributed to 
several factors, namely:

A lack of evidence and country-based
budgeting for health outcomes. Given
the predominance of disease-specific
initiatives, national strategies for
maternal, newborn and child health
often do not give sufficient attention
to a multi-sectoral approach to
achieving health outcomes, removing
systemic bottlenecks to service deliv-
ery or adequately budgeting for
health strategies – including the 
costs of removing bottlenecks to the
supply of and demand for primary
health-care services.

Slow progress and weak alignment to
country processes and harmoniza-
tion. Linkages between the health
sector and broader development
processes at country level (public 
sector and budget reform, poverty
reduction strategies, macroeconomic
and fiscal planning, etc.) often
remain tenuous in low-income 
countries. Monitoring systems for
tracking resource flows, progress 
and outcomes are often largely inade-
quate, and there is limited progress 
in translating global commitments on
aid effectiveness into concrete action
at country level – most particularly 
in relation to the provision of pre-
dictable long-term financing and 
the reduction of fragmented aid 
leading to high transaction costs, 
in line with the Paris Declaration 
on Harmonization and Aid
Effectiveness. 

Insufficient focus of funding in
addressing obstacles to strengthen-
ing health systems. Despite an
increasing commitment by the 
global community to health goals,
countries still experience critical
shortages in funding to build up
their health systems – including
financing for producing and retain-
ing key human resources, providing
incentives for performance, building
procurement and logistics systems
and facilitating transfers to poorer
households to address demand-side
obstacles to better health. As more
and more funds are mobilized for
specific diseases such as HIV, an
increased imbalance is often
observed at country level, with
health service delivery and financing
mechanisms required to absorb the
funds made available for special 
initiatives often absent. As a result,
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Context and challenge: AIDS is a foremost cause of 
maternal, newborn and child death in southern Africa. 
In Botswana, almost 1 in every 4 people aged 15–49 is
infected with HIV. The risk to children begins before birth;
one third of pregnant women aged 15–24 in Botswana are
HIV–positive. Maternal HIV-positive status leads to an
increased rate of stillbirths and deaths in the neonatal 
period and infancy, even if HIV is not transmitted to the
child. Women who contract HIV during pregnancy or while
breastfeeding have a high risk of passing the infection to
their newborn. Moreover, mothers are increasingly at risk
of death, leaving behind babies with diminished chances 
of survival. AIDS is a significant cause of disability and
death in babies and children beyond one month. 

Interventions and approaches: In Botswana, prevention of
mother-to-child transmission of HIV (PMTCT) was initiated 
in 1999 with strong political commitment and high resource
allocation. From the outset, the Government of Botswana
planned for national coverage of interventions. Services 
are provided free of charge to women and children and
integrated into existing maternal and child health services.
These interventions include safe obstetric practices, 
counselling, HIV testing, prophylaxis or treatment for 

HIV infection as indicated, and testing of babies for HIV
infection at six weeks of age. Antiretroviral therapy is 
also provided to qualifying mothers and their families.
Rigorous monitoring and evaluation is implemented and
supply chains closely managed. 

One of the central success factors in Botswana was the 
unified coordination mechanism around a single national
scale-up plan. PMTCT was fully integrated with maternal
and child health services, but ongoing adjustments were
made to increase quality and service uptake. Political 
commitment was important, as was cohesive programme
management. Community participation and male involve-
ment were also crucial elements to support women 
who chose not to breastfeed and to facilitate follow-up 
paediatric care and support.

Results: In Botswana, the programme expanded to 
nationwide coverage by 2004. By 2005, 54 per cent of 
HIV-positive mothers were receiving antiretroviral drugs
during pregnancy. 

See References, page 108.

Botswana: Going to scale with HIV prevention and 

treatment using community partnerships
Focus

On
The shortage of health workers in develop-
ing countries must be addressed in national
plans to reverse its negative impact on the
health of mothers, newborns and children.
A health worker examines a child at the
regional centre for AIDS prevention and 
protection, Russian Federation.  
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