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District Financing Issues and Implementation in Botswana

Ministry of Health, Botswana

At independence, Botswana’s health care system was largely curative and based on the delivery of hospital
care in urban areas and larger villages. The greatest concern at that time was to improve access to health care
facilities for the rural population, thus the government undertook an infrastructure development program.
It also decentralized the provision of social services, including basic health care, to district and town coun-
cils. The objectives of the decentralization process were to streamline financial allocation to these services,
to increase responsiveness to local needs, to improve access to services, and to increase community partici-
pation.

The Ministry of Health is responsible for general health policy and professional supervision of all health
services in the country. It administers government-run primary services and district and referral hospitals.
The Ministry of Local Government, Lands, and Housing, through the district and town councils, is respon-
sible for providing basic health services. Regional health teams, created in 1972, provide technical supervi-
sion of local government services. Originally supervised by the Ministry of Health, the teams were later
transferred to town and district councils and are now referred to as district health teams because their areas
of operation correspond to district boundaries.

The government established a nationwide network of health facilities, and by 1991, 88 percent of the
population lived within 15 kilometers of a health facility, while 81 percent were within 8 kilometers. How-
ever, accessibility remains a problem in some areas, mainly in the western areas of the country, because of
the sparsely distributed population, the difficult terrain, and the long distances between settlements. Box
15.1 shows the hierarchy of the health system, table 15.1 presents national health indicators for 1981 and
1991, and table 15.2 shows the distribution of health facilities by type and district.

Despite the significant improvements in health status and geographical coverage, other challenges have
emerged. These include the following:

• The rising expectations of consumers of health care regarding what the government can afford to
provide, exacerbated by rapid population growth

• The shortage of trained manpower
• The need to improve the quality of services offered rather than increasing their quantity and to

improve coverage in sparsely populated areas
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• The AIDS epidemic, which threatens to reverse gains made to date
• The need to establish a more equal partnership between providers and users of health services
• The need to explore alternative and more sustainable ways to finance modern health care and to

improve the efficiency of health services.

Given the economic slowdown projected for the coming years, what is the way forward? How does one
strike the right balance?

The Economy and Health Care Financing

The theme for the Eighth National Development Plan (1997–2002) is sustainable economic diversification.
Slower economic growth is projected for the next few years, and therefore government expenditure must be
restricted for the budget to remain sustainable. The objective of economic diversification is to broaden the
country’s economic base away from mining, particularly diamond mining. The health sector theme for the
next five years is “sustainability, appropriateness, and quality in health care.”

In the last few years the demand for health services has increased. People’s expectations tend to be
much higher than what the government can afford to provide and sustain. This led to the adoption of a
national health policy in 1995 that provides health workers with guidelines on when to refer patients, when
to use laboratory services, and so on. The policy also informs patients about the standard and range of
services available to them. It therefore lays the basis for the choice and level of technologies to be used in
public facilities. In addition, it will provide guidance on determining the right balance between primary,
secondary, and tertiary levels of care. The hope is that a more explicit definition of guidelines for care will
improve the current situation, whereby most of the population has access to basic services, while a few have
access to highly sophisticated, expensive services.

The objective is thus to improve the quality of services offered at current cost levels, or better still, at
lower costs. Some of the options open to the ministry include the following:

• Privatizing certain services
• Delineating a minimum package of care
• Exploring alternative and more sustainable ways to finance health care
• Involving consumers of health care in the financing of services.

Privatization

The current system frequently wastes resources. For example, drugs may be overprescribed and
consumables used too readily; X-rays and laboratory investigations may be used excessively; and some
nonclinical services, such as cleaning, maintenance, catering, and laundry services, may be inefficient.
The government will attempt to contain costs and explore cost-effective methods of providing these ser-
vices, including privatization.

Box 15.1. Hierarchy of Health Care Services

1. Referral hospitals in Gaborone and Francistown
2. District hospitals in major villages
3. Primary hospitals in villages with more than 10,000 people in certain remote areas
4. Clinics with maternity wards in villages with more than 1,000 people
5. Clinics without maternity wards in villages with more than 1,000 people
6. Health posts in rural areas with populations of 500 people
7. Mobile health services in remote areas with small, scattered populations
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Minimum Package of Care

To facilitate the optimal use of resources, a minimum package of care has to be defined. The absence of such
a package results in the government subsidizing nonessential services even for those who can afford to pay
for them. The package will therefore define the range and level of services to be offered and, in the process,
also cut down on waste. It will also facilitate cost recovery for those services outside the package, especially
from those who can afford to pay.

District GH PH CWM CWOM TC HPWN HPWON THP THF MS
Maun 1 0 1 7 8 14 1 15 24 44
North East 0 0 5 1 6 26 0 26 32 18
Serowe 1 1 3 15 18 21 8 29 49 26
Bobirwa 0 2 3 5 8 9 3 12 22 16
Kweneng East 1 1 5 10 15 19 4 23 40 47
Southern 2 0 8 10 18 14 11 25 45 29
Gantsi 0 1 4 1 5 13 0 13 19 241
Mahalapye 1 1 6 7 13 20 6 26 41 15
Kgatleng 1 0 5 5 10 14 2 16 27 48
Kasane 0 1 2 0 2 10 0 10 13 3
Kgalagadi 0 1 4 1 5 11 1 12 18 21
Tutume 0 1 6 8 14 17 9 26 41 20
Boteti 1 2 1 6 7 11 0 11 21 50
Gumare 0 1 4 1 5 9 7 16 22 33
Gaborone 2 0 4 14 18 0 0 20 0 0
Francistown 1 0 2 11 13 5 0 5 19 1
South East 1 0 2 6 8 4 2 6 15 23
Lobatse 2 0 0 6 6 0 0 0 8 4
Selebi Phikwe 2 0 2 9 11 0 0 0 13 0
Kweneng West 0 1 3 5 8 10 1 11 20 28
Good Hope 0 1 4 5 9 9 14 23 33 17
Hukuntsi 0 0 2 0 2 9 0 9 11 3

KEY: GH General hospitals.
PH Primary hospitals.
CWM Clinic with maternity facilities.
CWOM Clinic without maternity facilities.
TC Total clinics (clinic with maternity facilities).
HPWN Health post with nurse.
HPWON Health post without nurse.
THP Total health posts.
THF Total health facilities.
MS Mobile stops (facilities).

Source: Ministry of Health data.

Table 15.2. Health Facilities by Type and District, 1996

Indicator 1981 1991

Infant mortality rate (per 1,000 live births) 71.0 37.0
Child mortality rate (per 1,000 children under five years old) 109.0 52.0
Life expectancy at birth (years) 55.9 60.2
Crude birth rate (per 1,000 population) 49.1 40.4
Crude death rate (per 1,000 population) 14.4 9.7

Source: Government of Botswana (1981, 1991).

Table 15.1. National Health Indicators, 1981 and 1991
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Category 1991/92 1992/93 1993/94 1994/95 1995/96 1996/97a

Capital  29,475  31,726  40,135  51,794  38,749  57,881
Recurrent 102,169 132,426 174,330 197,499 197,576 279,798

a. Estimates.
Source: Government of Botswana data.

Table 15.3. National Health Expenditure Trends, 1991/92–1996/97
(P thousands)

Alternative and Sustainable Ways to Finance Health Care

Health care provided by the government and by mission facilities is essentially free, with only nominal fees
paid for each curative contact. Fees were set in 1975 at 40 thebe (US$0.13), and were only revised in 1993 to
P 2 (US$0.60). Several factors led to the adjustment of the fees, of which one of the most important was that
the cost of collecting the fees had become higher than the amount collected. At the time of setting the fees in
1975 the fees collected accounted for almost 5 percent of the Ministry of Health’s recurrent expenditure, but
by 1993 this figure had fallen below 0.5 percent. Increasing the charge to P 2 probably resulted in fees ac-
counting for about 1 percent of recurrent expenditure at most. The fees remain far below cost recovery
levels. In addition, they go to the central revenue pool, which is a disincentive to active collection. There is
a strong case for retaining a proportion of the fees at the facilities so as to improve services.

Several studies are planned for the next five years to explore alternative and more sustainable ways to
finance health care in Botswana. Some of the areas to be covered include the following:

• Determining patterns of current spending on health by both the formal and informal sectors
• Comparing trends in government expenditure with trends in the private sector
• Examining the government’s ability to sustain current expenditure trends
• Assessing affordability and ability and willingness to pay
• Investigating the feasibility of a national health insurance scheme.

The need for health expenditure data by level of facility and by unit costs within facilities cannot be
overemphasized. Information on expenditures is currently aggregated. Facilities have no incentives to cut
down on costs, and individual facilities probably have no idea about their costs or where waste occurs.

An exploration of potential new sources of revenue for local authorities is under way. Even at the mac-
roeconomic level, the government will attempt to put in place appropriate cost recovery strategies to ensure
that resources are used efficiently, and that the government’s budget remains in balance.

Involving Consumers of Health Care

Consumers of health care need to participate more in the financing of services. Efforts will be directed
toward educating the public about what goes into the provision of health services and how much they cost.
Their expectations and demands have tended to be much higher than the government can afford, perhaps
partly because of a lack of information. The spirit of self-reliance seems to have been eroded in the authori-
ties’ attempts to improve coverage and access to health care. One of the aims of the next five-year plan is
therefore to revive the spirit of self-reliance. The national health policy, which identifies all stakeholders and
their respective roles, will be widely publicized as a first step toward addressing the problem.

To facilitate improved quality of health services, health facilities, particularly referral hospitals, need to
be given more authority to run their institutions, including managing funds and all other activities of their
institutions. Currently, everything is centrally planned. However, the current share of the government bud-
get devoted to health care must be maintained until other sources of financing can be identified. Table 15.3
shows recent trends in health expenditure.
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Implementation Strategies

Management skills must be in place before more authority can be handed over to individual facilities. One
of the priorities identified in the five-year plan is the adoption of more innovative management systems.
Information management systems will also be strengthened.

Another impediment to overcome concerns the increased financial accountability of local authorities.
Whether local authorities can mobilize more resources is not certain. The government plans to continue
examining ways to reduce local authorities’ financial dependence on the central government. The reform of
local authority finances has already begun through the new system of revenue support grants. Under this
system, local authorities are expected to expand their revenue base through property taxes, service charges,
higher cost recovery from utilities, and so on. A revenue-sharing formula that automatically allocates a
specified share of designated national revenues to local authorities is set for each authority. For example, the
formula could be 50 percent from own source revenue for a particular local authority and the other 50
percent from the central government. The onus would therefore be on the local authority to ensure that it
did indeed raise the money, otherwise it would encounter shortfalls that would not be covered as was
previously done through deficit grants. The annual grants from the central government to local authorities
are therefore fixed according to this formula. Consultants are currently examining the development of local
authority own source revenue.

Conclusion

Botswana does not have much experience to share, as most of the initiatives are still in their infancy. The
reform process is motivated more by the need to be prepared for difficult times ahead rather than problems
already at hand. The government believes that if a determined effort to influence health expenditure is not
made now, it will run into serious problems in the future. It thus plans to undertake a number of studies to
generate information that will enable policymakers to make informed decisions.
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