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I. EXECUTIVE SUMMARY

Introduction

Deeply entrenched gender inequities perpetuate
the HIV/AIDS pandemic in Botswana and Swazi-
land, the two countries with the highest HIV

prevalence in the world.10 The legal systems in both
countries grant women lesser status than men,
restricting property, inheritance and other rights.
Social, economic and cultural practices create, enforce
and perpetuate legalized gender inequalities and dis-
crimination in all aspects of women’s lives. Neither
country has met its obligations under international
human rights law. As a result, women continue to be
disproportionately vulnerable to HIV/AIDS. This is most
starkly demonstrated by the association of gender dis-
criminatory beliefs and sexual risk-taking documented
in this report. In Botswana, participants who held three
or more gender discriminatory beliefs had 2.7 times
the odds of having unprotected sex in the past year with
a non-primary partner as those who held fewer beliefs.
In Swaziland, those surveyed who held 6 or more dis-
criminatory attitudes had twice the odds of having mul-
tiple sexual partners than those who held less than 6.

Despite their distinct demographic and policy pro-
files, the epidemic in each country exemplifies many of
the key dimensions of the pandemic that is ravaging the
southern African region: 11 an infection primarily trans-
mitted through sexual practices rooted in women’s dis-
empowerment and lack of human rights and facilitated
by poverty and food insufficiency. Young women are dis-
proportionately affected: 75 percent of HIV-positive 15-
25 year olds in sub-Saharan Africa are female.12

Conducting a population-based study in each country,
Physicians for Human Rights (PHR) found four key factors
contributing to women’s vulnerability to HIV: 1) women’s
lack of control over sexual decision making, including the
decision of whether to use condoms; 2) persistent HIV-
related stigma and discrimination, hindering testing and
engendering individuals’ fears of learning their HIV sta-
tus; 3) gender-discriminatory beliefs held by the majority
of those surveyed — reflecting and accepting women’s
inferior legal, cultural and socio-economic status — that
are predictive of sexual risk-taking; and 4) the failure of
leadership to demonstrate the will and allocate the

resources to prioritize and implement actions to promote
the equality, autonomy and economic independence of
women and people living with HIV/AIDS (PLWA).

In both Botswana and Swaziland, a substantial per-
centage of PHR community survey participants who had
been tested for HIV reported that they could not refuse
the test. The continuing extraordinary prevalence of HIV
in Botswana, particularly among women, demonstrates
that campaigns, scaled-up HIV testing, including routine
testing, and anti-retroviral (ARV) treatment are not
enough. Women must be empowered with legal rights,
sufficient food and economic opportunities to gain
agency of their own lives. Men must be educated and
supported to acknowledge women’s equal status and
throw off the yoke of socially- and culturally-sanctioned
discriminatory beliefs and risky sexual behavior. 

HIV/AIDS interventions focused solely on individual
behavior will not address the factors creating vulnerability
to HIV for women and men in Botswana and Swaziland,
nor protect the rights and assure the wellbeing of those
living with HIV/AIDS. National leaders, with the assistance
of foreign donors and others, are obligated under interna-
tional law to take immediate steps to change the unequal
social, legal and economic conditions of women’s lives
which facilitate HIV transmission and impede testing, care
and treatment. Without these immediate and comprehen-
sive reforms, they cannot hope to halt the deadly toll of
HIV/AIDS on their populations.

Methods
This study was designed and implemented by Physi-
cians for Human Rights and two local field partners:
the Faculty of Nursing at the University of Botswana in
Gaborone, Botswana, and Women and Law in Southern
Africa Research Trust (WLSA) in Mbabane, Swaziland. 

Community Surveys
The surveys were conducted in Botswana in November
and December 2004 by 26 trained local field researchers
and in Swaziland in May 2005 by 21 trained local field
researchers. Participants were adults, age 18-49,13 ran-
domly selected from households in the five districts of
Botswana with the highest number of HIV-infected indi-
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viduals14 and in all 4 regions of Swaziland.15 The study
design was a stratified two-stage probability sample,
constructed with the assistance of statisticians from the
Central Statistics Office in each country. Up to two repeat
visits were made to interview selected individuals. 

The survey instruments, which consisted primarily of
close-ended questions, were pilot tested on 20 individuals
in each country, and subsequently revised.16 All surveys
and consent forms were translated into the local language
(Setswana or siSwati) and back-translated into English. 

PLWA Interviews
To provide more detailed insights into the patterns of
experiences of people living with HIV/AIDS, qualitative
interviews were conducted with self-identified PLWA in
November and December, 2004, in Botswana, and in
May, 2005, in Swaziland.17 Interviews were semi-struc-
tured, consisting primarily of open-ended questions.
The questions were translated at the time of the inter-
view, when needed, by a trained local field researcher.18

In Botswana, PLWA interview subjects were 24 mem-
bers, leaders, volunteers or counselors from support
groups for people infected or affected with HIV/AIDS
from Gaborone, Serowe and surrounding villages and
rural areas. In Swaziland, 58 individuals were recruited
in the Mbabane and Manzini areas from voluntary coun-
seling and HIV testing (VCT) patients, members of sup-
port groups and clients of HIV-related services. 

Human Subject Protections
For all surveys and interviews, informed consent was
obtained from participants. All interviews, except key
informant interviews, were anonymous, and all were
conducted in a private setting. Study subjects were not
compensated. The research protocol and instruments
were approved for Botswana by the Human Subjects
Committee at the University of California, San Fran-
cisco and the Botswana Ministry of Health Research
and Development Committee, and for Swaziland by a
PHR Ethics Review Board19 and the chairperson of the
Ethics Committee of the Swaziland Ministry of Health.

BOTSWANA
Country Background 

Government, Population and Economy 
Prior to the advent of the HIV/AIDS epidemic in 1985,
Botswana had some of the best health indicators in the
region. A country of 1.64 million people,20 Botswana is a

stable parliamentary democracy and relatively prosper-
ous country, largely due to its diamond mining indus-
try.21 There is a high level of income inequality, however,
and nearly a quarter of the population lives under the
poverty line of US$1 per day.22 The official unemploy-
ment rate is nearly 24 percent23 and over half the popu-
lation in rural areas depends on subsistence farming.24

HIV Prevalence and AIDS Policy
Botswana consistently reported the highest HIV prevalence
in the world until surpassed by Swaziland in 2004. Despite
the availability of VCT and preventing mother to child
transmission (PMTCT) services, and the introduction of a
program (“Masa” or new dawn) of universal access to ARVs
in 2002, HIV testing rates and treatment participation
remained low.25 In response, in January 2004, the Govern-
ment introduced a policy of “routine testing.” While the ini-
tial policy was unclear, the Government has subsequently
stated that the policy is one of “opt-out” testing.26 By mid-
2005, Botswana reported a significant increase in HIV test-
ing and ARV treatment enrollment.27 Botswana has
implemented national HIV/AIDS prevention education on
the ABC (abstinence, be faithful, use condoms) model.28

With generous support from international donors, includ-
ing the US President’s Emergency Program for AIDS Relief
program (PEPFAR), Botswana has augmented its national
response, financially and in terms of research and the cre-
ation of health infrastructure for testing and treatment.29

Women’s Rights
Botswana has a dual system of civil and customary law,
and the extent of women’s rights varies depending on
which system is applied. Though reforms were made in
2004 to civil law regarding married women’s status,
implementation has been incomplete and customary
law, under which women are subordinated to men, is
unaffected by the reforms.30 Moreover, civil laws that
circumscribe women’s property and other rights, which
also remain severely restricted under the traditional
system, are still in place, disenfranchising women in
most instances.31 Intimate partner violence and marital
rape are not criminalized in Botswana and there are
few resources for women living in situations of vio-
lence.32 Economically, women are significantly disad-
vantaged compared with men and normatively have
little control over their sexuality and reproduction.33

The Government has promulgated several ambitious
national policies related to gender, including, in 1996,
the National Policy of Women and Development. 34 Sev-
eral population health and gender equality indicators
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attest to improvements for women in Botswana in the
last decade.35 Policies are limited, however, by being
operational only at the national level,36 in isolation from
many Batswana women, and by a lag in implementa-
tion. As a result, political and social change addressing
gender inequalities in Botswana has progressed, albeit
slowly, as a result of the initiation and insistence of a
small but active civil society of women’s, PLWA and
human rights organizations working on these issues.37 

PHR Study Findings38

Participant Characteristics
Fifty-two percent of the 1,268 respondents in the com-
munity survey were women and the mean age was 28.7
years. The majority, 77 percent of women and 70 per-
cent of men, lived in an urban area or urban village out-
side of one of the main cities. Fifty percent of women
and 41 percent of men were either married or living
with a sexual partner. A greater proportion of women
than men surveyed had monthly household incomes
less than or equal to 1000 pula (US$220) per month (50
versus 39 percent) and one or more dependents (73
versus 60 percent) and were unemployed (34 versus 27
percent). More women than men also reported experi-
encing difficulty getting enough food to eat in the past
twelve months (28 percent compared with 19 percent). 

Of the 24 PWLA informants, 21 were women. The
mean age was 32 years and 5 were married or living
with a sexual partner. Five were employed, all in posi-
tions relating to HIV/AIDS activities. Twenty-three out of
the 24 were receiving ARV treatment and one was not,
due to lack of resources for transport. 

Gaps in HIV Knowledge
The majority of participants in the community survey
correctly answered questions about modes of HIV pre-
vention and transmission: 82 percent of women and 89
percent of men met this standard.39 Ninety-nine per-
cent of Batswana community respondents were aware
of sexual transmission as a mode of HIV infection and
97 percent correctly identified the protective role of
condoms when used consistently and correctly. A
minority of respondents believed that HIV could be
transmitted by mosquito bites (29 percent of women
and 22 percent of men), public toilets (29 percent of
women and 17 percent of men) or sharing meals with
an HIV-positive person (19 percent of women and men),
and that praying (10 percent) or traditional medicine (8
percent) could prevent HIV infection. 

Experiences with HIV Testing and Barriers 
to Testing
While 84 percent of community survey participants
reported access to testing, 52 percent of women and 44
percent of men had tested for HIV. Examination of the
most common facilitators and barriers to testing
reported by participants suggest that expanding testing
interventions, including media messages and routine
testing, will not be sufficient to increase uptake without
targeted measures to address the fear of knowing one’s
status and lack of readiness to test. Projections of stigma
and discrimination should one test HIV-positive and dis-
close one’s status, and concerns about maintaining liveli-
hoods and supporting dependents, appear to underlie
some of these fears. A majority reported a perception that
they could not refuse the test, which highlights the
importance of assuring the voluntariness of testing.

Participants Tested
Of the 605 participants who had tested, 43 percent of

women and 63 percent of men tested at VCT centers.
Fifteen percent had tested under the routine testing
program. Experiences with routine testing as compared
with testing at a VCT site differed in two respects: 6 per-
cent of those tested by routine testing reported poor
treatment related to testing compared with 2 percent of
those tested by VCT; and 93 percent routinely tested
received pre-test counseling, versus 97 percent for VCT.

Ninety-three percent reported that it was their deci-
sion to get the test and 98 did not regret testing. How-
ever, 62 percent of women and 76 percent of men
believed they could not refuse the test. The majority
informed their partner of the test (85 percent) and
nearly all who had tested denied experiencing partner
violence as a result (99 percent). Most received pre-test
(96 percent) and post-test counseling (93 percent of
women and 87 percent of men). 

Facilitators to testing, for more than three-fifths of
those tested, were public education messages on tele-
vision or radio, knowing that treatment was available
and knowing that test results would be confidential.40

Women’s and men’s reported facilitators to testing dif-
fered. Women were more likely to report encourage-
ment from PMTCT. Men were more likely to report
treatment availability, advice from family or friends or
encouragement from someone who had tested, media
messages and confidentiality as influential factors. 

Participants Not Tested
The most common barrier to testing, for the 658 indi-

viduals in the sample who had not tested, was being
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afraid to know one’s positive status (49 percent of
women and men). Forty-three percent reported having
no reason to believe they were infected. Proportionally
more women reported lack of permission from a spouse
or partner (10 percent of women versus 3 percent of
men). More men identified frequent migration (25 per-
cent of men versus 15 percent of women), not wanting to
change sexual practices (39 percent of men compared
with 27 percent of women) and concerns about social
support (20 percent men, 12 percent of women). 

Routine Testing 
Fifty-four percent of respondents had heard of “rou-

tine testing” before the survey. After an explanation,41

82 percent of community survey participants were “very
much” or “extremely” in favor of the policy overall,
agreeing that it would facilitate access to testing (89
percent) and treatment (93 percent) and may result in
less discrimination against HIV-positive people (60 per-
cent) and less violence against women (55 percent). 

On the other hand, survey participants projected
some negative outcomes. Forty-three percent of the
community survey respondents believed that opt-out
testing could cause people to avoid seeing their health
provider for fear of being tested. Fourteen percent
thought that routine, opt-out testing could lead to more
violence against women. 

PLWA Experiences and Opinions Regarding 
Barriers to Testing and Routine Testing

PLWA interviewed suggested that many women
feared that testing, regardless of outcome, could jeop-
ardize their primary relationship by leading to aban-
donment by partners. Men, on the other hand, were
influenced by cultural norms that sanctioned multiple
sexual partners for men. Men’s low participation in
testing was also attributed to a climate of AIDS denial
which fostered failure to take responsibility to prevent
HIV transmission through knowing one’s status and
practicing safe sex. Many interview participants also
mentioned HIV-related stigma and discrimination as a
barrier to testing. For women, stigma was multiplied,
characterized by prejudice against PLWA and belief in
norms of monogamy and virginity for women. 

Women don’t want to be tested because of stress,
stigma and discrimination. Women are also afraid
to lose their partners. When women tell their
partners they are HIV-positive, the men run away.
This happened to me. My partner left. My partner
initially encouraged me to get tested when he saw
I was sick. He refused to get tested himself. 

A key facilitator to testing for the PLWA interviewed
was the availability of ARVs. Interviewees voiced strong
support for the idea of routine, opt-out testing, prima-
rily as a means to reduce HIV-related stigma and thus
facilitate increased testing. They expressed concerns,
however, that counseling would no longer be universal,
leaving individuals unprepared to learn their status and
cope with the consequences of a possible positive test. 

HIV-Related Stigma and Discrimination 
Fear of knowing one’s HIV-positive status was rooted in
the existence of HIV-related stigma and discrimination
in Botswana and the fear of being subject to social
exclusion and poor treatment if that status is suspected
or disclosed. Both stigmatizing views and fear of stigma
were reported by a majority of those surveyed, though a
lessening of stigma and discrimination since the advent
of treatment was also reported. PLWA interviewed con-
firmed the latter views. At the same time, many
reported experiences of poor treatment and all agreed
that women bore the brunt of discriminatory experi-
ences in Botswana. This was believed to be a result of
the lack of women’s rights and women’s low status.

Stigmatizing/Discriminatory Attitudes
More than half of those surveyed, 54 percent of

women and 51 percent of men, reported at least one
stigmatizing or discriminatory attitude toward PLWA.42

For certain attitudes, persistent discriminatory beliefs
may reflect lack of knowledge regarding transmission
of HIV. For example, 23 percent of women and men
would not buy food from a shopkeeper or food seller
they believed to have the AIDS virus. At the same time,
there was clear support for the rights of PLWA among
those surveyed: 97 percent of women and men believed
that HIV-positive students who are not sick should be
allowed to attend school and if a teacher has HIV but is
not sick, that they should be allowed to continue teach-
ing. Sixty-nine percent of women and 58 percent of men
in the community survey thought that there was less
discrimination in Botswana since the advent of ARV
treatment. 

Fear of Stigma or Discrimination
All community survey respondents were asked to

project potential consequences if they were to test HIV-
positive and disclose their status to others. Overall,
men exhibited a higher level of projected fears than
women.43 Fifty percent of women and 57 percent of men
thought they would be treated as a social outcast, 40
percent of women and men expected to lose friends
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and 28 percent of women and 34 percent of men pro-
jected that they would be treated badly at work or
school. Thirty percent agreed that testing positive
would result in the break up of their marriage or rela-
tionships.

PLWA Experiences with Disclosure
PLWA interviewed reported that stigma and discrim-

ination had lessened over time in Botswana, crediting
this to the availability of ARV treatment and to the
activism of PLWA. They reported positive experiences
with disclosure of their status.

I told my elder sister and my mother. They
accepted my status. They were upset to start but
felt better about it when they knew that you can
get well if you take the treatment. 

Nevertheless, PLWA reported that stigma and dis-
crimination persist in Botswana, resulting in poor
treatment at home, work and in the community, partic-
ularly for women. They attributed this to gender
inequality, specifically, the expected norms of behavior
that disenfranchise women, entrench gender stereo-
types and sanctify male power and discriminatory atti-
tudes towards women.

There is more stigma for women who are HIV
positive. Some women are sex workers; people
think if you have HIV, you are a prostitute. 

Women are valued less in our society. Men are
the only ones making the decisions. The leaders
in our country are all men. 

Sexual Practices: Risk-Taking and 
Risky Circumstances 
Sexual behavior that increases the risk of HIV trans-
mission — having multiple sexual partnerships and not
using condoms in a correct and consistent manner —
was prevalent among participants in the community
survey. The findings suggest that targeting individual
behavior change will have very limited success without
taking into account the limited power of women to con-
trol sexual decision making and the entrenchment of
gender norms that encourage risk-taking practices
among men.

Women’s Lack of Control
Eighty-nine percent of community survey partici-

pants reported having engaged in sexual intercourse.
Of those sexually active,44 30 percent of women and less

than 2 percent of men reported that their partner alone
made the decision whether or not to have sex. Five per-
cent of women and 31 percent of men agreed that they
themselves alone made that decision. Regression
analyses45 confirm the association between lack of con-
trol over sexual decision making and sexual risk:
women who reported that their partner usually or
always decided whether or not to have sex had nearly
two times the odds of having multiple partners as oth-
ers surveyed.46

Multiple Sexual Partners
Multiple sexual partners (serial or concurrent) in the

past year were reported by 25 percent of women and 40
percent of men.47 Of those who had ever had sex, 8 per-
cent of women and less than 5 percent of men reported
not having a sexual partner in the past year.

Reasons for Unprotected Sex
Forty-six percent of sexually active community sur-

vey participants reported having sexual intercourse
without a condom over the past year. Eleven percent of
sexually active respondents had unprotected sex with a
non-primary partner in the past year.48 The most com-
mon reasons for unprotected sex were that the belief
that condoms decrease sexual pleasure (46 percent of
women and 69 percent of men); a partner’s refusal (53
percent of women and 13 percent of men); and wanting
to become pregnant (32 percent of women and men). 

As the reasons suggest, women’s lack of control was
evident in reports of condom non-use. Fifty-three per-
cent of women surveyed, compared with 13 percent of
men, reported not using a condom in the past year in at
least one instance because their partner refused; 22
percent of women, versus 7 percent of men, agreed that
they had no control over whether their partner used a
condom or not. 

PLWA — Women’s Experiences of Lack of Control
and Unprotected Sex

PLWA reported that women’s lack of control in sex-
ual relationships and economic dependence on men
underlie women’s lack of autonomy in deciding
whether to have sex. 

I was given things in exchange for sex. I had trouble
saying no to sex because he was supporting me. …
After he gave me money, I felt I had to have sex.

Similar coercive dynamics mitigate against condom
use, even when a woman knows she may be at risk of
HIV infection.
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I trusted my husband; he did not know his status.
My husband had other partners. He refused to
use a condom. I could not say no. We fought
because I said no to sex without a condom. He
abused me physically because of this, and after-
wards I was afraid to say no. 

Several interviewees, female and male, had reduced
their number of sexual partners and increased condom
use after learning of their status. Women who reported
no change said that they lacked control over sexual
decision making. One 22 year-old woman, nine months
pregnant, explained that she had reduced her number
of partners but not changed her patterns of condom
use because “If he refuses, I have no say.” 

Gender Norms and Beliefs and Vulnerability to
HIV/AIDS
Gender discriminatory beliefs — accepting and reflect-
ing women’s inferior legal, cultural and socio-eco-
nomic status — were held by a majority of those
surveyed. Regression analyses demonstrate that these
beliefs predict engagement in the sexual risk-taking
that renders women and men vulnerable to HIV infec-
tion. PLWA experiences confirmed that the conse-
quences of such beliefs are devastating, and the way
forward lies in social, economic, legal and cultural
reform. Such legal reform would find overt support
among the majority of community survey participants. 

Prevalence of Gender Discriminatory Beliefs and
Beliefs in Women’s Rights

Among community survey participants, 5 percent of
women and 10 percent of men reported no discrimina-
tory attitudes; 68 percent of women and 65 percent of
men reported one to two such attitudes; and 26 percent
of women and 25 percent of men reported three or
more.49 Each specific belief was held by a minority of
those surveyed. For example, 19 percent of all commu-
nity survey respondents agreed with the statement that
it is more important for a woman to respect her spouse
or partner than it is for a man to respect his spouse or
partner. Where there were differences between
responses of women and men, they were quite small or
statistically insignificant. 

Eighty-eight percent of women and 84 percent of men
reported believing in equal rights for women in the legal
sphere, pointing to a divergence between participants’
attitudes and the existing legal system in Botswana.
Ninety percent agreed that women should be legally
entitled to inherit their husband’s property or estate. 

Associations of Discriminatory Beliefs with 
Sexual Risk-Taking

Analysis of the community survey data demonstrates
that holding gender discriminatory attitudes is predic-
tive of the sexual risk-taking that increases vulnerability
to HIV. Participants who held three or more gender dis-
criminatory beliefs had 2.7 times the odds of having
unprotected sex in the past year with a non-primary
partner as those who held fewer beliefs.50 Certain spe-
cific beliefs were also associated with unprotected sex
for women or men; for example, women who believed
that a man may beat his spouse or partner if he believes
she is having sex with other men had 2.8 times the odds
of unprotected sex with a non-primary partner.51

PLWA — Women’s Economic Dependence on Men
In interviews, PLWA highlighted women’s depend-

ency on male partners as the most significant contribu-
tor to women’s greater vulnerability to HIV when
compared to men. Testimony also revealed that
women’s lesser status in Botswana fosters ongoing
harm to women even after they become infected, and
moreover, increases the precariousness of their ability
to meet basic needs for food, shelter and transport. 

Most women depend on men. We started income
generation projects, so women can tell men to ‘go
away’ if they don’t use a condom. Because if men
go away [now], we will be eating our children
tomorrow. 

Failures of Leadership on HIV/AIDS 
When asked general questions about the degree to
which leaders had addressed the problem of HIV/AIDS in
Botswana, 46 percent of women and 38 percent of men
in the community survey did not believe that political
leaders had done enough. Forty-seven percent of women
and men reported that their own village chiefs had not
done enough. Thirty-seven percent of participants did
not believe that their church leaders had done enough. 

PLWA interviewed gave mixed reports on leadership,
and leaders as role models, for the HIV/AIDS response
in Botswana.

…Some [leaders] are good and some are not. At a
panel discussion last week in one village, few
came. …There is one chief who is very good, who
knows what I am talking about when I talk about
HIV. He likes each and every activity [that we do].
As a chief and a counselor, you have to be an
example to the community. 
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Recommendations 

To the Government of Botswana: 

I. Comprehensively Advance Women’s Human
Rights and Address Violations

• Systematically end gender discrimination in mar-
riage, inheritance, property and employment laws
and harmonize laws with international human rights
instruments. 

• Strengthen and enact pending Domestic Violence Bill
to end impunity for gender-based violence and
ensure women have recourse and protection from
violence in all its forms.

• Reform and strengthen the Women’s Affairs Depart-
ment by partnering with civil society organizations in
the process of drafting the gender policy and the
report to Committee on the Elimination of Discrimi-
nation against Women (CEDAW); support documen-
tation of discrimination to inform policymaking and
implementation of reforms.

II. Mitigate Poverty and Meet Basic Needs

• Expand existing aid programs to assist vulnerable
populations, in particular PLWA and poor women, to
meet basic needs for food sufficiency, potable water
and irrigation, and shelter. 

• Provide skills training and sustainable programs,
directed at creating economic opportunities particularly
for women, PLWA and families affected by HIV/AIDS.

III. Eradicate HIV/AIDS-Related Stigma and 
Discrimination and Assure PLWA Rights 

• Adopt comprehensive legislation and policy address-
ing HIV/AIDS and employment, and strengthen
enforcement of prohibitions against discrimination. 

• Adapt a systematic and coordinated approach to pub-
lic education, addressing key knowledge gaps in pre-
vention, support and rights, including messages that
address risk, vulnerability and fear of stigma directly
and integrate gender concerns.

• Support those seeking testing with resources to over-
come barriers such as lack of food or transport and
with protection from discrimination and partner vio-
lence through guidelines and training of personnel.

To the US Government: 

• Mandate that the Government ensure that the “3 Cs”
(confidentiality, counseling and informed consent)

are implemented and monitored in all HIV testing
programs; provide technical assistance as necessary.

• In PEPFAR reauthorization legislation, clearly identify
gender inequality as a key issue propelling the AIDS
pandemic, and require that a gender focus be incorpo-
rated into PEPFAR-funded prevention, treatment and
care programs. Increase PEPFAR’s investment in pro-
grams that promote women’s and girls’ access to
income and resources, support primary and secondary
education for girls and strengthen women’s legal rights. 

To All Donors: 

• Mobilize resources, including financial, informational
and technical assistance to build skills and capacity
in the Ministries, Attorney General’s Office and Par-
liament to draft and implement gender reforms.

• Provide training, technical assistance and financial
resources to women’s organizations and other civil
society actors to undertake advocacy, civic education
and mobilization, and popular campaigns relating to
women’s rights.

• Support PLWA organizations and networks to
increase their visibility and services by funding the
expansion and coordination of national networks,
training officers for NGOs and support capacity build-
ing for community mobilization efforts. 

SWAZILAND
Country Background 

Government, Population and Economy 
Swaziland is the last absolute monarchy in Africa and the
smallest country in the southern hemisphere, with a
population of less than 1.14 million.52 The King serves as
head of state with legislative and judicial powers.53 Polit-
ical parties have been banned since the declaration of a
state of emergency in 1973, though their current status
is unclear.54 It remains to be seen what political and civil
liberties reforms will take place under the new Constitu-
tion which took effect in February 2006. The Swazi econ-
omy is one of stark inequity and widespread poverty; 69
percent of the population lives below the poverty line55

and more than 80 percent practices subsistence farm-
ing.56 The UN World Food Programme projects that it will
provide food to 200,000 people in Swaziland in 2007.57

HIV Prevalence and AIDS Policies
Swaziland saw its HIV prevalence rise in a steep ascent
over ten years, from 3.9 percent in 1992 to 38.6 percent
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in 2002.58 When this data was reported in 2004, Swazi-
land surpassed Botswana as the country with the high-
est HIV prevalence in the world.59 The most recent
surveillance, based on data collected in 2006, marks the
first time that prevalence among pregnant women has
decreased, from 42.6 percent in 2004 to 39.2 percent.60

In 1999 King Mswati III declared HIV/AIDS a national
disaster.61 The National Emergency Response Com-
mittee on HIV/AIDS (NERCHA) was created in 2001 to
oversee and coordinate a comprehensive and multi-
sectoral approach to managing the epidemic. By its
own admission, however, Swaziland has been slow to
ramp up and coordinate its HIV/AIDS response.62 While
the current (second) national strategic plan and its
implementing policy include human rights, gender
equality and equity as three of its guiding principles,63

Swaziland has in the past failed to put into practice the
laudatory language of its national policies. Program
implementation has lagged and remained small-scale.
The government undertook a controversial national
prevention education campaign for the first time in
2006,64 created a VCT network only over the past few
years and launched a free ARV program in 2004. The
latter has been plagued with problems regarding
access and a sufficient supply of drugs.65 Substantial
donors to Swaziland include the Global Fund to Fight
HIV/AIDS, Tuberculosis and Malaria, the European
Union and the United States. 

Women’s Rights
A dual civil and customary law system denying equal
rights to women remains a powerful determinant of
women’s subordination to men and resultant gender
inequity in Swaziland. Swazi women are economically
disadvantaged as compared with men.66 While the new
Constitution contains some potential victories for
women’s human rights, including the right of women to
be free from customs to which they are opposed,67 the
situation is unclear pending the passage of implement-
ing laws and clarification through test cases in the
courts.68 It is also uncertain as to whether widespread
popular education efforts will be promulgated, and with
sufficient strength, to address the unequal status of
women in Swazi law and society. Swaziland has yet to
approve a national gender policy, though it has several
gender focal points in government ministries charged
with drafting programs and mainstreaming gender
issues.69 Though a small and politically repressive
country, Swaziland has a vibrant civil society working to
promote the rights and concerns of women and PLWA
and to establish democratic governance.

PHR Study Findings 

Participant Characteristics70

Half of the 788 individuals in the community survey
sample were women, and the mean age was 29 years. A
greater proportion of women than men reported low
incomes (90 versus 84 percent), one or more depend-
ents (72 versus 62 percent), not completing high school
(64 versus 52 percent) and food insufficiency in the past
year (38 compared with 29 percent). Of the food insuffi-
cient, 65 percent reported that food or water shortages
had affected their health care decisions; 82 percent
said that these shortages had affected their ability to
support dependents; and 85 percent reported that
shortages had made them economically dependent on
someone else. 

Fifty-seven percent of women and 47 percent of men
were either married or living with a sexual partner. A
quarter of marriages were polygamous. Slightly more
than half of participants were urban residents. 

Forty-five of the 58 PLWA interviewed were women
and the mean age was 34 years.71 Forty-eight reported
that they had been affected by lack of food or water at
some point and 36 reported hunger as a consequence.
Forty were urban residents. Thirty-two were married or
living with a sexual partner, 3 were in polygamous mar-
riages and 12 had been widowed in their lifetime.
Nearly all had one or more dependents and 40 had not
completed high school. Forty-three were receiving
some form of care and treatment for AIDS, most com-
monly ARVs (33 individuals)72 or food/food supplements
(17 interviewees). 

Gaps in HIV Knowledge
Eighty-one percent of community survey participants
scored as having correct knowledge based on their
responses to survey questions, with no statistically sig-
nificant differences overall between women and men.73

Almost all respondents (98 percent) in the community
survey understood that HIV could be transmitted by sex-
ual intercourse without a condom and that using a con-
dom correctly every time you had sex could prevent it (96
percent of women and 90 percent of men). Being faithful
with one uninfected partner (91 percent) and abstinence
(93 percent) were also identified as effective prevention
methods. At the same time, a minority believed that HIV
could be acquired through mosquito bites (34 percent) or
sharing meals with an HIV-positive person (17 percent),
and that praying (18 percent) or traditional medicine (7
percent) could prevent transmission. 
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PWLA interviewed suggested the possibility that
people may have knowledge of HIV transmission and
prevention but rely on myths to avoid or deny their own
responsibility regarding the infection of others. Men’s
refusal to use condoms was described as subject to
misinformation concerning their role in causing AIDS,
stigmatized as something non-Swazi or not masculine,
and derided as decreasing enjoyment of sex. Some of
those interviewed suggested that these excuses stem
from men’s denial of their own HIV-positive status or
wish to rationalize not testing in order to avoid having to
change risk-taking behavior. 

Experiences with HIV Testing and 
Barriers to Testing
HIV testing in Swaziland appears to hinge on psycho-
logical readiness, coupled with issues of access to test-
ing. Fifty-nine percent of community survey
participants reported access to testing, but 78 percent
had not tested. More women (25 percent) than men (18
percent) had tested for HIV. Far outstripping other fac-
tors, the most common facilitator for testing was the
desire to know one’s HIV status. At the same time,
many of those tested perceived some coercion associ-
ated with testing. The most common barrier to testing
was lack of readiness to know one’s status. PLWA simi-
larly perceived themselves as self-motivated to test, by
illness or by wanting to know their status. They sug-
gested that lack of emotional capacity, fear of stigma
and not wanting to change behavior underlie lack of
readiness to test for men. Women’s lack of personal
autonomy and fear of blame from partners were
reported as barriers specific to women. 

Participants Tested
Of the 170 community survey participants who had

tested, the most common facilitator reported was
wanting to know their status (58 percent); the second
most common reason was concern about a sexual con-
tact (11 percent).74 This likely reflects, at least in part,
the lack of other facilitators in Swaziland, such as wide-
spread media campaigns and universal ARV treatment. 

Women’s and men’s experiences with HIV testing did
not differ in statistically significant ways. While most
tested voluntarily, 13 percent reported that they did not
make the decision to test and 41 percent felt they could
not refuse the test. Ninety-four percent of those surveyed
found out their test results. Five percent reported ill treat-
ment in the community related to testing and 4 percent
that they regretted testing; 6 percent reported that some-
one learned their results from the testing center or doctor

without their permission. Eighty-four percent received
pre-test counseling and 75 percent post-test counseling.
Seventy-three percent reported that their partner knew
that they had tested; of these, 2 percent reported being
hurt or threatened on account of this disclosure.

Participants Not Tested
For the 616 participants in the community survey

who had not tested, the most commonly reported barri-
ers to testing were not being ready to know their status
(43 percent), not being sick (28 percent) and the believ-
ing that they had no risk of being infected (14 percent). 

Several types of testing programs, including VCT,
couples testing, mobile testing and routine (opt-out
testing) were described to all community survey partic-
ipants for their opinions of whether each would be
appropriate for them and which would be best. More
than half chose VCT as best (59 percent), followed by
couples testing (27 percent); 8 and 6 percent, respec-
tively, chose mobile or routine testing. 

PLWA Experiences and Opinions Regarding Bar-
riers to Testing

Of those interviewed, 29 were motivated to test by
being sick and 24 by wanting to know their status. Half
felt that physical access to testing was a problem in
Swaziland, including lack of transportation and suffi-
cient clinic hours and queues, and that there was a
dearth of testing sites. Interviewees connected readi-
ness to test and access:

There are not enough testing centers. Many peo-
ple are waiting in line for the testing facilities. No
one likes to wait in line. Even if you wanted to test,
when you are in line, many things could come into
your mind no matter how prepared you were to
test. Then you would have time to think about your
fears, and will not keep waiting in line. 

Forty-three of those interviewed reported that barri-
ers to testing differ based on sex, and that men in par-
ticular were less willing to want to know their status.
Participants identified lack of women’s empowerment
as a key barrier to testing for both sexes.

Women are afraid of their men; that is the main
barrier for women. If they test, they can be hurt by
their men who will blame them for the HIV. For
men, it is pride that prevents them from testing.
Men know that they can do whatever they want
without consulting their wives. So they don’t need
to test if they don’t want to. 
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HIV- Related Stigma and Discrimination 
HIV-related stigmatizing and discriminatory attitudes
towards PLWA, and fear of being stigmatized for sus-
pected HIV-positive status, were reported by the major-
ity of community survey participants. While nearly all
the PLWA interviewed had disclosed their status, hurt-
ful and inequitable treatment was prevalent and coexis-
tent with experiences of acceptance and support. By
interviewees’ accounts, female PLWA in particular suf-
fered discriminatory treatment, the result of HIV-
related stigma multiplied by gender inequity.

Stigmatizing/Discriminatory Attitudes
Sixty-one percent of women and men held at least

one stigmatizing or discriminatory attitude toward peo-
ple with HIV.75 Certain attitudes may reflect incomplete
knowledge about the transmission of HIV, for example,
27 percent that they would not buy food from an HIV-
positive seller. Others appear to reflect social stigma or
prejudice: that PLWA should not be able to marry or
have an equal opportunity to serve in Parliament (19
percent) or should be denied jobs (10 percent) or prop-
erty rights (8 percent).

Fear of Stigma or Discrimination
Women surveyed exhibited a higher level than men

of projected fears of being stigmatized and experienc-
ing discrimination should they test positive for HIV.76

Some responses did not differ significantly based on
sex: a majority of women and men expected to lose
friends and be treated like a social outcast by their
community and more than a third expected bad treat-
ment at work or school. Greater proportions of women
feared abandonment or violence from partners: 44 per-
cent of women (versus 34 percent of men) feared the
break up of their marriage or relationship and 27 per-
cent of women (8 percent of men) predicted intimate
partner abuse upon disclosure of the participant’s HIV-
positive status. 

PLWA Experiences of Disclosure and its 
Consequences

PLWA interviews indicate that, despite many positive
experiences with disclosure, stigma and discrimination
persist as an unjust and demoralizing fact of life for
Swazi PLWA. Fifty-five of the 58 interviewed said that
they had told someone of their status, whether a sexual
partner, parent or some other relative or close friend.
Most reported positive consequences from telling oth-
ers. Thirty-six reported receiving support from fami-
lies, though achieved piecemeal or over time.

At the same time, 32 PWLA interviewed reported that,
once their status was disclosed, they had experienced
some form of stigma and social exclusion. Sixteen lost
friends and 14 experienced poor or unequal treatment at
school, work, hospitals or other public places. 

I told my boss my status. He fired me. His excuse
was that I am too sick, but really he did not want
to work with someone who is HIV-positive.

Twenty of the PLWA interviewed believed stigma and
poor treatment were worse for HIV-positive women
than for men in Swaziland. This situation was attributed
to normative assumptions concerning sexual practices
and gender roles that ascribed HIV-positive status to
“bad women” and blamed and condemned them for
“spreading” the virus.

Women tend to be discriminated against because
it is assumed they became infected because they
are promiscuous. But in men promiscuity is con-
doned in most circles.

Sexual Practices: Risk-Taking and 
Risky Circumstances 
Women’s lack of autonomy and the entrenchment of
social and cultural norms that encourage multiple sex-
ual partnerships for men and facilitate unprotected sex
come through clearly in the community survey results.
While a majority of PLWA interviewed reported a reduc-
tion of risk-taking in their sexual practices after learn-
ing their status, women’s experiences stood out for the
persistent lack of control over sexual decision making
they reported.

Women’s Lack of Control
Eighty-eight percent of participants in the commu-

nity survey reported ever having engaged in sexual
intercourse. Forty percent of sexually active77 women
reported that their partner alone decided when to have
sex, compared with 3 percent of men. Conversely, 47
percent of men, and only 5 percent of women, agreed
that “I alone decide when I have sex.” 

Multiple Sexual Partnerships
Eight percent of women compared with 39 percent of

men in the community survey reported having more
than one sexual partner (serial or concurrent) in the
past 12 months. Of those who had at least one partner
in the past year, one percent of women and 21 percent
of men reported having more than one partner (serial
or concurrent) in the past month.
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Reasons for Unprotected Sex
Among sexually active participants, 78 percent of

women and 67 percent of men reported not using a
condom at some time over the past year. Two percent of
women, and 13 percent of men, said that they had
engaged in unprotected sex with a non-primary partner
in the past year.78

Eighteen percent of women, compared with 3 per-
cent of men, reported that their partners had sole deci-
sion-making authority with respect to condom use.
Thirty-four percent of women, compared with 4 percent
of men report not being permitted to use a condom by a
sexual partner at least once in the past year. 

Abstinence
Forty-five percent of women surveyed and 40 per-

cent of men reported that they were currently practic-
ing abstinence in order to prevent HIV transmission.79

Of those who ever had sex, however, 19 percent of
women and 7 percent of men reported having no sexual
partners in the past year and 20 percent of women and
17 percent of men reported no partners in the past
month. Knowledge of the efficacy of abstinence, and
desire to practice it, in contrast to actual experience of
barriers such as lack of control or social pressure to
have sexual partners may account in part for this dis-
crepant response. 

PLWA — Women’s Lack of Autonomy
The link between women’s lack of economic

resources and sexual partnership choices came
through clearly in the PLWA interviews. 

Women are having sex because they are hungry.
If you give them food, they would not need to have
sex to eat. 

At the same time, 38 of 58 interviewees reported that
there was social pressure on men to have multiple sex-
ual partners.

Women have multiple partners because they
need money. With men, it’s Swazi pride that you
can get any woman you want. 

PLWA interviewed reported that women often have lit-
tle power to refuse sex to their partners, even in the con-
text of long-term relationships, or to demand the use of
condoms from a husband or boyfriend, even when they
knew or suspected that he had multiple partners. Women
who refused sex were beaten or accused of being unfaith-
ful or prostituting themselves. Sixteen female PLWA

interviewed, compared with none of the men, reported
that they no control over the decision of whether or not to
have sex in their current relationship(s). 

When I’m about to have sex, it reminds me of my
HIV status. I wouldn’t want to have sex at all, but I
can’t refuse my husband. 

Fifty of those interviewed reported that learning
their HIV status was a catalyst for a number of changes
they regarded as positive, including reducing the num-
ber of sexual partners they had and increasing their
use of condoms. Women, however, reported losing
interest in sexual relationships or not being able to find
a partner, or a partner with whom they felt comfortable
disclosing their HIV-status or could successfully insist
on condom use. 

Gender Norms and Beliefs and Vulnerability to
HIV/AIDS 
A picture emerged from the community survey results of
women and men endorsing social expectations of
women’s role as subservient to male sexual partners,
ceding power in relationships to men and being primarily
valued by childbearing as a measure of their worth in
families. Holding discriminatory beliefs predicts sexual
risk-taking. At the same time, a majority of survey par-
ticipants believed in women’s rights. The views of PLWA
confirm that Swaziland’s HIV/AIDS epidemic is rooted in
unequal intimate relationships, norms and legal struc-
tures that disempower women in favor of men. 

Prevalence of Gender Discriminatory Beliefs and
Beliefs in Women’s Rights

Ninety-seven percent of community survey partici-
pants held at least one gender discriminatory belief.80

Sixty-one percent of women and 80 percent of men held 3
or more discriminatory beliefs and 24 percent of women,
compared with 44 percent of men, held 6 or more. 

At least one-third of men agreed that: 1) men should
control significant decisions in relationships (33 per-
cent); 2) it was more important for a women to respect
her spouse or partner than for a man to do so (33 per-
cent); 3) women should not insist on condom use if
their partner refuses (35 percent); and 4) a man could
marry a second wife if his current spouse does not bear
children (36 percent). Fewer women, 17 to 27 percent,
held these beliefs. 

Support for women’s rights was articulated by the
majority of those surveyed. For example, 85 percent of
women and 75 percent of men were in favor of women’s
non-discriminatory access to employment and 80 per-



1 2 E P I D E M I C  O F  I N E Q U A L I T Y :  W O M E N ' S  R I G H T S  A N D  H I V / A I D S  I N  B O T S W A N A  &  S W A Z I L A N D

cent of women and 63 percent of men endorsed prop-
erty ownership for women. 

Associations of Beliefs with Sexual Risk-Taking
In regression analyses, those surveyed who held 6 or

more discriminatory attitudes had twice the odds of
having multiple sexual partners than those who held
less than 6.81 Holding certain individual beliefs pre-
dicted sexual risk-taking. For example, women and
men who felt that men should control decisions in rela-
tionships with women had more than 1.5 times the
odds of having multiple sexual partnerships82 and
nearly twice the odds of having unprotected sex with a
non-primary partner.83 Conversely, beliefs in women’s
rights were associated with decreased odds of sexual
risk: participants who agreed that women should be
able to end relationships with men had 50 percent
decreased odds of having unprotected sex with a non-
primary partner than did those who disagreed.84

PLWA — Prevalence and Significance of Gender
Inequality and Discrimination 

Interviewees discussed the link between the lack of
women’s rights and women’s, and men’s, vulnerability
to HIV.

Here in Swaziland, the husband is the one that
bosses you around so there is nothing you can do
without him. My rights lie with my husband. He
decides whether we use condoms. I don’t have a
choice about prevention. 

Wife inheritance was one traditional discriminatory
practice given as an example of this association.

When you have lost your husband, you have to
take another husband in the family. For example,
my husband died of HIV. I am supposed to marry
his brother. I got a good counselor, and she
advised me not to marry his brother.

Failures of Leadership on HIV/AIDS 
The need for mobilization of political will by the leader-
ship in Swaziland to reform discriminatory legal and
social structures, address the effects of poverty on vul-
nerable populations, educate the general public and, by
their personal actions, set a good example to address the
HIV/AIDS crisis in Swaziland, came through clearly in the
surveys and interviews. Nearly half of participants voicing
an opinion in the community survey found fault with each
category of leader in every domain. National political
leaders and chiefs were found lacking across the board

by the majority of those surveyed. Criticism was levied in
particular on national leaders (73 percent) and chiefs (89
percent) for not spending enough on HIV prevention and
on all leaders, including the King (77 percent), for not set-
ting a good example by their personal behavior.

In contrast to the poor marks (41-64 percent) given
to leaders in terms of providing assistance to PLWA and
others affected by HIV/AIDS, nearly all of those sur-
veyed agreed that PLWA should receive food or other
assistance from the government (98 percent). They also
nearly universally supported income generation proj-
ects for HIV-positive women to decrease the impact of
HIV/AIDS in Swaziland (98 percent).

Whereas 90 percent of participants in the community
survey agreed that violence is an important contributor
to the spread of HIV in Swaziland, more than half
believed that chiefs (67 percent), national leaders (59
percent) and the King (57 percent) had not done enough
to protect women and children from abuse, and 40 per-
cent agreed that church leaders had not done enough.

PLWA — the Need for Urgent Action
PLWA interviewed discussed mixed feelings about

leadership. They cited barriers to ARV treatment, such
as inaccessibility in terms of distance and transport
costs, long queues and drug shortages. More than half
of interview participants commented on the dire nature
of the situation.

I think the whole African nation will be cut in half
by this. Of course I’m worried about the Swazi
nation — the nation will die. 

Recommendations

To the Government of Swaziland:

Comprehensively Advance Women’s Human
Rights and Address Violations

• Systematically end discrimination in marriage, inher-
itance, property and employment laws, and harmo-
nize laws with international human rights
instruments, to ensure that women and men enjoy
equal status under civil law and to enable women to
have equal access to economic resources, such as
credit, land ownership and inherited property. 

• Enact domestic and sexual violence legislation to end
impunity for gender-based violence and ensure
women recourse and protection from violence in all
its forms, including marital rape.
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• Build capacity in the Attorney General’s Office and the
Gender Desk at the Ministry of Home Affairs. 

II. Mitigate Poverty and Meet Basic Needs

• Mobilize donors, local organizations and farmers to
assist vulnerable populations, in particular PLWA
and poor women, to meet basic needs for food suffi-
ciency, potable water and irrigation, and shelter.

• Undertake efforts to strengthen rural livelihoods,
including providing land for communities and PLWA
for both subsistence and commercial farming to
improve nutrition and raise resources.

• Provide skills training and sustainable programs
directed at creating economic opportunities particularly
for women, PLWA and families affected by HIV/AIDS. 

III. Eradicate HIV/AIDS-Related Stigma and 
Discrimination and Assure PLWA Rights 

• Create a coordinated media campaign, including tele-
vision and radio messages on prevention and testing,
including messages that address risk, vulnerability
and stigma directly and integrate gender concerns.

• Work with PLWA groups and other civil society organ-
izations to create or adapt and widely disseminate
information on prevention, testing and treatment.

To the US Government: 

• Increase and sustain funding, including through
USAID, for HIV/AIDS prevention, testing and treat-
ment in Swaziland and assure that funded programs,
including public education campaigns, promote
women’s rights and empowerment. 

• In the short-term, increase funding to the World Food
Programme; in the longer term, adopt policies and
legislation that promote the local population’s capac-
ity for self-sufficiency in food production.

To All Donors:

• Mobilize resources, including financial, informational
and technical assistance to build skills and capacity
in the Ministries, Attorney General’s Office and Par-
liament to draft and implement gender reforms.

• Provide training, technical assistance and financial
resources to women’s organizations, the PLWA net-
work and organizations and other civil society actors
to foster collaborations and undertake political advo-
cacy, civic education and community mobilization.

• Increase food aid and aid for other basic needs, par-
ticularly to poor women and PLWA, including sup-

porting food and farming initiatives and economic
empowerment programs to foster local capacity.

• Assist the government to scale-up and monitor cur-
rent HIV testing and ARV treatment programs.

Human Rights Obligations
Botswana and Swaziland have acceded to, signed or
ratified international human rights instruments that
prohibit the disparities and abuses documented in this
report and safeguard human rights essential to the
prevention, care and treatment of HIV/AIDS.85 These
include the International Covenant on Civil and Political
Rights (ICCPR),86 the International Covenant on Eco-
nomic, Social and Cultural Rights (ICESCR),87 the Con-
vention on the Elimination of Discrimination Against
Women (Women’s Convention),88 the Convention on the
Rights of the Child,89 the African “Banjul” Charter on
Human and People’s Rights90 and the African Charter
on the Rights and Welfare of the Child.91

Women’s Inequality and Discrimination 
Against Women
International law requires the promotion of gender
equality in every aspect of life. Legal equality92 and
legal capacity “identical to that of men and the same
opportunities to exercise that capacity”93 are explicitly
required, and the rights to contract, administer prop-
erty and have equal access to the justice system are
singled out for special notice.94 The Women’s Conven-
tion also directs states to eliminate discrimination
against women.95 It obligates party states to modify
their legal and cultural systems to comport with the
principle of gender equality.96 CEDAW, the monitoring
body for the Women’s Convention, has issued a General
Recommendation that specifically speaks to the elimi-
nation of gender discrimination in the context of
national AIDS policy, suggesting that countries “inten-
sify efforts in disseminating information to increase
public awareness” of HIV/AIDS in women; incorporate
women’s needs and rights into program planning and
“give special attention … to the factors relating to the
reproductive role of women and their subordinate posi-
tion in some societies … .”97

This report documents numerous instances of gen-
der inequality and discrimination. The legal systems in
Botswana and Swaziland grant women lesser legal sta-
tus than men, and restrict their capacity to contract and
own property, among other rights. Social, economic and
cultural practices create, enforce and perpetuate legal-
ized gender inequalities and support and allow discrim-
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ination in all aspects of women’s lives. The demographic
profile of survey participants illustrates the various
impacts of the inequitable situation of women, who are
poorer and more food insufficient than men in both
countries. The findings present strong evidence of how
many women lack control over matters of sexuality and
reproduction, including the decision whether to have
sex or use condoms. This represents a failure to secure
reproductive rights for women. The starkest evidence of
persistent gender discrimination is the prevalence of
gender discriminatory beliefs among participants in the
community surveys. Furthermore, the predictive associ-
ation of these beliefs with sexual risk bolsters the con-
clusion that the failure to promote rights for women
corresponds to a failure of these governments to comply
with the obligation to protect women, and men, from
potential HIV infection, among other harms.

Discrimination Against PLWA
Discrimination based on any ground is prohibited under
human rights law, including “race, color, sex, language,
religion, political or other opinion, natural or social origin,
property, birth or other status.”98 The UN Commission on
Human Rights has explicitly confirmed that health status,
including HIV/AIDS, is a prohibited basis for discrimina-
tion.99 The study findings demonstrate that discrimination
on the basis of HIV status occurs in Botswana and Swazi-
land. The absence of legislation specifically protecting
the rights of those living with HIV/AIDS, in addition to edu-
cational or other measures, speaks to the governments’
failure to protect the rights of PLWA. As the study findings
show, the perceived need for secrecy and projected fears
of being stigmatized and experiencing bad treatment
should an individual test positive for HIV have clear impli-
cations for whether individuals will take preventive meas-
ures and seek testing or care. As with gender
discriminatory beliefs, affirmatively addressing these
fears is the responsibility of states charged with ensuring
equality for those within its borders. 

Failure to Progressively Realize the Right to Health
In conferring the obligation to ensure the right to
health, the ICESCR states that, “[t]he States Parties to
the present Covenant recognize the right of everyone to
the enjoyment of the highest attainable standard of
physical and mental health.”100 Among other obliga-
tions, states must take steps to realize “[t]he preven-
tion, treatment and control of epidemic, endemic … and
other diseases” and “[t]he creation of conditions which
would assure to all medical service and medical atten-
tion in the event of sickness.”101

In General Comment 14 to the ICESCR, the UN Com-
mittee on Economic, Social and Cultural Rights (ESC
Rights Committee) explained that the right to health “is
closely related to and dependent on the realization of
other human rights …” set forth in the Universal Decla-
ration of Human Rights and the two Covenants.102 It
“embraces a wide range of socio-economic factors that
promote conditions in which people can lead a healthy
life, and extends to the underlying determinants of
health,” such as access to food and water, sanitation,
housing, and health-promoting labor and environmen-
tal conditions.103 Popular participation in all levels of
decision-making regarding health is an aspect of the
right,104 which encompasses availability, accessibility,
acceptability and quality.105

In many respects, for example the persistent food
insufficiency, economic deprivation and gender inequal-
ity described previously, Swaziland is not meeting its
right to health obligations. The survey and the interviews
describe a situation where a significant proportion of
participants, in particular women and PLWA, lack access
to sufficient food, safe living conditions and a secure
work situation, which translate into an elevated risk of
becoming infected with HIV or being less able to cope
with positive status. Swaziland community survey partic-
ipants fault leadership across the board for failing to
support people infected or affected with HIV/AIDS with
subsistence levels of food, water, shelter and land and to
spend sufficient resources on HIV prevention. Swazi-
land’s obligations under the ICESCR require that the
Government take such steps to implement its national
HIV/AIDS policy, and in particular, adopt a gender per-
spective in terms of both strategy and implementation.

Denial of the Right to Life
The ICCPR states: ”[e]very human being has the inher-
ent right to life. This right shall be protected by law. No
one shall be arbitrarily deprived of his life.”106 In Gen-
eral Comment 6, the Human Rights Committee, moni-
tor of the ICCPR, stated that positive measures to
protect the right to life include interventions to reduce
infant mortality and increase life expectancy and “espe-
cially … to eliminate malnutrition and epidemics.”107

It should be evident that the drivers and impacts of the
HIV/AIDS epidemic detailed in this report fall squarely
within the mandate of the protection of the right to life. In
order to meet their obligations under the ICCPR, affirma-
tive measures must be taken by Botswana and Swaziland
to correct food insufficiency; lack of correct information
about HIV prevention and transmission; lack of access and
literacy concerning life-saving ARV treatment; and the
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persistence of gender and HIV-related discrimination that
increase vulnerability to HIV/AIDS. While both countries,
and in particular Botswana, have taken steps to address
the epidemic, for example by establishing testing and
treatment programs, the study findings identified persist-
ent gaps in these programs, as evidenced by the propor-
tions of community respondents who had not tested for
HIV. Moreover, survey participants in both countries iden-
tified their leaders’ failure to take positive measures, as
required by the ICCPR, to address the pandemic. 

Donor States’ and International Organizations’
Obligations for International Assistance and
Cooperation 
Human rights obligations are not only borne by states to
their own citizens. Under the human rights framework,
third parties, including foreign donors, corporations, and
international and inter-governmental organizations, also
have obligations not to violate rights nor impede their
realization, and to structure their aid policies and pro-
grams consonant with the protection of rights. The ESC
Rights Committee has noted that this obligation rests
with all States under international law, and is particu-
larly the responsibility of more developed countries.108

The US, through PEPFAR and other aid programs, and
the UN agencies, among other donors to Botswana and
Swaziland, are obliged under international human rights
law to assist Botswana and Swaziland to address the
failures discussed here. In particular, it is incumbent on
these third parties to encourage immediate measures to
reform discriminatory laws and enact protections for

women and PLWA; to provide funds and technical assis-
tance for legal aid, sustainable food programs and the
scaling-up of HIV testing and treatment; and to facilitate
capacity-building and cooperation between the govern-
ments and civil society in each country and in the region.
Without such efforts, fragmented and uncoordinated aid
and policies may create obstacles to remedial interven-
tions by the countries to address the human rights
abuses that perpetuate the HIV/AIDS pandemic. 

Conclusion
In the struggle to prevent HIV and alleviate the suffering
caused by the AIDS pandemic, realization of human
rights is imperative and essential, particularly for
women who bear the brunt of the epidemic. Botswana
and Swaziland, though different in many respects, are
accountable for failing to meet many of the same
human rights obligations. The study findings describe
the deleterious impacts of gender inequality and dis-
crimination, discrimination on the basis of HIV-positive
status, failure to provide essential information and
access to HIV testing and treatment, and the life-
threatening consequences of the lack of adequate food
to meet basic needs, particularly for women. Imple-
mentation of the recommendations outlined in this
report will be challenging, requiring prioritization,
resources and political will, but remedial actions are
urgent and essential if women in Botswana and Swazi-
land are to gain control over their lives and freedom
from the threat of HIV/AIDS. 
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