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1. Introduction 

This report reflects on my teaching sabbatical at the University of Botswana (UB), 

with particular attention to analysis of planning challenges, academic and clinical 

engagement, educational culture, and broader health-system contexts and lessons 

learned.  

The experience highlighted both the remarkable strengths of the institution and the 

systemic challenges facing health and medical education in under-resourced 

settings.  

Special attention is given to the psychological impact on physicians working under 

such constraints. Attention is given also to the national economic pressures, the 

impact of HIV/AIDS on health outcomes, and the importance of strengthening local 

medical training and educational leadership. 

 

2. Botswana: Historical and Economic Background 

Pre-colonial and protectorate period 

Botswana’s history begins with the San and Khoi peoples, followed by the 

establishment of Tswana chiefdoms. In 1885, Tswana leaders sought British 

protection, creating the Bechuanaland Protectorate. Independence was achieved on 

30 September 1966 under President Seretse Khama. Despite limited resources, 

Botswana has maintained a stable democracy and governance. 

Post-independence transformation  

Discovery of diamonds (1967) and partnership through Debswana (1978), generated 

rapid macroeconomic growth and infrastructure development. Botswana’s 

transformation from one of the poorest countries at independence to an upper-

middle-income economy has been remarkable, primarily driven by its diamond 

resources. For decades, Botswana’s economy depended heavily on diamonds, which 

accounted for a large share of GDP. Diamonds became central to national revenue, 

funding education, health, and public services.  

However, in recent years, global diamond demand has declined sharply due to 

technological shifts, increased competition from lab-grown stones, resulting in 

reduced output and lower revenues. Debswana cut production targets by around 

40% in 2025, reflecting depressed global prices and shifting market.  

These developments have contributed to reduced government revenue and 

challenges in funding public services, including health care. These economic 

constraints exacerbate existing challenges such as rising youth unemployment (over 

30% in some regions). 

  



3. Public health challenges 

Botswana confronted one of the world’s highest HIV prevalences, implemented 

ambitious antiretroviral programs and Botswana has tried to achieve UNAIDS 

“95-95-95” targets, 95% of all people living with HIV to know their HIV status, 95% of 

all people with diagnosed HIV infection to receive sustained antiretroviral therapy, 

and 95% of all people receiving antiretroviral therapy to have viral suppression. It is 

also important with treatment adherence and prevent opportunistic infections.  

In 2025, Botswana’s President declared a public health emergency due to shortages 

of essential medicines and medical supplies. Major hospitals reported interruptions in 

treatments for chronic conditions, and inflated prices of essential drugs.  

Botswana faces a dual disease burden, communicable diseases, notably HIV and 

TB, alongside rising non-communicable diseases such as diabetes and hypertension. 

Adult HIV prevalence remains high at 16–21%, despite significant progress in testing, 

treatment, and prevention. HIV/AIDS continues to contribute substantially to morbidity 

and mortality, particularly among adolescents and marginalized populations. 

This economic situation has stressed a health system that must manage both 

communicable and non-communicable diseases while dealing with funding shortfalls. 

The gap between health needs and service availability reflects broader structural 

vulnerabilities in Botswana’s political and economic model. 

Economic fluctuations, youth unemployment, and diversification challenges place 

strain on public services, including health care. These dynamics contextualize clinical 

workload, staffing shortages, and resource decisions experienced during the 

sabbatical. 

 

4. University of Botswana: Historical Context 

 

The roots trace back to Pius XII College (1946) in Lesotho, which eventually evolved 

into several regional universities including the University of Basutoland, 

Bechuanaland, and Swaziland (UBBS) in 1964. After Lesotho withdrew in 1975, UB 

became fully independent, opening with 300 students and led to the establishment of 

the University of Botswana as an independent institution in 1982.  

The Motho le Motho Kgomo fundraising campaign, in which citizens donated cattle 

and other resources, is a powerful symbol of public commitment to higher education 

and shared responsibility for national development, establish UB as a “people’s 

university”. Today UB enrolls approximately 16 000 students across eight faculties. 

 



 

 



 

Monument outside UB  



5. Medical Education and the Development of Local Training in Botswana 

Establishment of the Medical School 

For many years, Botswana did not have a national medical school and relied on 

sending students abroad for training. This external training strategy, although 

necessary at the time, proved costly and did not reliably ensure that graduates 

returned to practice in Botswana. In response, the Government of Botswana and the 

University of Botswana (UB) established the Faculty of Medicine in 2009 to build local 

capacity and address chronic shortages of physicians.  

The medical school launched with its first class of 36 students in a five-year Bachelor 

of Medicine and Bachelor of Surgery (MBBS) program, and the first graduates 

completed their training in 2014.  

 

Curriculum Design and Teaching Approach 

The MBBS program follows an integrated, problem-based curriculum tailored to 

Botswana’s health needs, including a strong emphasis on public health, maternal and 

child health, infectious diseases such as HIV/AIDS and tuberculosis, family medicine, 

and rural health care.  

Medical students undergo clinical training at multiple urban and rural sites across the 

country, including Gaborone, Maun, Mahalapye, Lobatse, Molepolole, and Serowe. 

Students rotate through diverse clinical sites, strengthening links between academic 

theory and clinical health needs.  

 

Postgraduate Training and Specialist Development 

In addition to undergraduate training, UB has developed Master of Medicine (MMed) 

residency programs in several specialties, such as Internal Medicine, Pediatrics, 

Family Medicine, Public Health, Anesthesia, Emergency Medicine, and Pathology.  

These programs combine in-country training with international or regional placements 

allowing doctors to complete most of their specialist training inside Botswana and 

have contributed to the graduation of more specialist doctors, reducing dependence 

on foreign training.  

 

Faculty Development and Partnerships 

The Department of Medical Education (est. 2015) provides faculty training, curriculum 

support, assessment expertise, and mentorship. International partnerships have 

played a role in the school’s establishment and growth. Collaborations with 

institutions such as the University of Witwatersrand (South Africa), the University of 



Pennsylvania, and Harvard University helped design the curriculum, build faculty 

capacity and research, while keeping decision-making and leadership locally 

anchored (Botswana–UPenn Partnership). 

 

Impact and Local Context 

Since its inception, the medical school has graduated multiple cohorts of locally 

trained doctors who are increasingly integrated into Botswana’s health system. The 

program’s emphasis on rural clinical exposure aims to retain physicians across the 

country and steadily build the capacity to run more of its own postgraduate training 

programs. Over time, this has meant moving from reliance on visiting external faculty 

toward developing sustainable, home-grown expertise among residents, specialists, 

and academic staff. 

 

 

 

The hospital where I spent most of my time in Gabarone. 

  



6. Preparation and Planning 

I visited Botswana in March 2025 and met the leadership of the Faculty of Medicine 

at the University of Botswana, Prof. Billy Tsima, Acting Dean, Dr. Japhter Masunge, 

Acting Deputy Dean, Associate Professor Julius Mwita, Internal Medicine, Head of 

Medicine at Princess Marina Hospital in Gaborone. 

Significant administrative and logistical challenges were encountered prior to and 

during the visit.  

Pre-departure health and vaccination guidance was limited and at times inconsistent, 

particularly with respect to malaria prophylaxis, which varies by region in Botswana.  

The visa process was marked by delayed communication, and visa documents were 

misplaced upon arrival, necessitating repeated follow-up. These delays resulted in 

last-minute travel adjustments that incurred additional costs. 

Notification that a practicing license would be required was received late in the 

process. Obtaining this license involved expensive notarized documentation and 

multiple visits to the honorary consulate after arrival, creating further financial burden 

and administrative delay.  

Housing arrangements were confirmed only one week prior to arrival, by which point 

alternative accommodation plans had already been made. 

Access to institutional resources was also delayed. More than one month elapsed 

before Wi-Fi credentials and workspace were provided. 

Taken together, these challenges required substantial time and financial resources 

and significantly reduced the time available for effective preparation and teaching. 

These experiences highlight the value of clearer, more structured pre-departure 

guidance and more proactive institutional support to ensure smoother arrangements 

for future visiting faculty. 

 

7. Tasks, Responsibilities, and Academic Activities 

Teaching and clinical engagement 

During the visit, responsibilities encompassed a broad range of teaching, clinical, and 

academic activities. Teaching commitments included the delivery of lectures and 

case-based sessions, bedside teaching in endocrinology, diabetes, and internal 

medicine, and clinical supervision of residents and medical students. The 

international perspective that I gave on medical care was appreciated. Active 

involvement in assessment was demonstrated through participation in OSCE 

(observed structured clinical examinations) and written examinations of residents. 



Clinical engagement included participation in endocrinology and diabetes outpatient 

clinics, as well as bedside teaching within hospital settings. Academic contributions 

extended to the delivery of grand rounds, including sessions on rare endocrine 

conditions and disorders of sex development (DSD), and collaborative teaching 

activities with the department of obstetrics and gynecology as well as department of 

pediatrics.  

Engagement with the wider academic community was maintained through regular 

attendance at faculty meetings and morning clinical conferences. 

In addition, regional outreach activities were undertaken through visits to regional 

hospitals, including Scottish Livingstone Hospital in Molepolole and Mahalapye. 

Collaboration with multidisciplinary clinical teams included knowledge exchange and 

clinical education with Harvard University. 

I was also invited to graduation ceremonies at the University of Botswana, which was 

a festive and joyful event.  



 

Graduation ceremony for University of Botswana 



8. Health System Challenges and Psychological Impact on Physicians 

Physicians working within the Botswana health system operate under structural 

constraints that exert a significant psychological burden. Chronic shortages of 

essential medicines, limited laboratory and diagnostic capacity, create persistent 

clinical uncertainty and stress. These conditions, combined with high patient volumes 

and limited institutional support, contribute to emotional exhaustion, and risk of 

burnout among healthcare professionals. 

A consequence of these conditions is moral distress. Physicians are frequently 

confronted with situations in which the clinically appropriate course of action is known 

but cannot be implemented due to resource scarcity. Repeated exposure to 

preventable morbidity and mortality under such circumstances generates feelings of 

guilt, frustration, and ethical conflict, and may lead to secondary traumatic stress and 

compassion fatigue. Several discussions regarding these matters, with especially 

junior doctors were common for me. 

For visiting physicians, these challenges may be compounded by ambivalence 

regarding their contribution. Short-term clinical or educational engagement can evoke 

feelings of inadequacy when continuity of care cannot be assured or when limitations 

remain unchanged. Such environments heighten moral stress not only for local 

physicians but also for visiting faculty, who may feel uncertain about how best to 

respond and help for example residents. Clear role definition, realistic expectations, 

and host–visitor agreements are therefore critical in aligning intentions with 

achievable impact. 

Evidence suggests that protective factors can buffer these stressors. Structured 

psychological support, opportunities for reflective practice, and organizational 

recognition of moral and emotional burden are essential for clinician well-being and 

highlight the importance of addressing not only material resource gaps, but also the 

psychological and ethical dimensions. 

Safety, System Pressures, and Empowerment  

Clinical work within the Botswana health system was conducted under conditions that 

were at times ethically and emotionally demanding. Limited infection-control 

resources, including the absence of personal protective equipment in settings with 

open tuberculosis, along with restricted access to diagnostic tools and essential 

medications, created clinical strain.  

In parallel with formal teaching and clinical supervision, attention was given to 

workplace culture as a means of fostering resilience, collaboration, and 

empowerment. One illustrative initiative was that I organized an informal social 

gathering—a braai with karaoke—bringing together residents, specialists, and the 

Head of Medicine. The informal setting helped soften rigid hierarchies, facilitated 

open dialogue, and encouraged more interaction across professional levels. 



Participants reported feeling more confident in expressing ideas, asking questions, 

and engaging in discussions, as well as developing a stronger sense of belonging 

and shared responsibility within the institution. Creating spaces where junior 

clinicians could participate more freely can contribute to a more inclusive and 

supportive learning environment.  

 

9. Comparison Between Host and Home Institutions 

Observations on Educational Culture and Pedagogical Context 

The educational culture encountered at the University of Botswana (UB) differed in 

several important respects from that of my home institution in Sweden, particularly in 

relation to pedagogical practices, research engagement, and the balance between 

clinical service and teaching.  

Teaching and supervision often reflected a hierarchical model in which critique took 

precedence over structured, formative feedback. Opportunities for guided 

preparation, mentorship, and reflective discussion were limited, and instances of 

public criticism were observed, suggesting a relative lack of emphasis on 

pedagogical training and learner-centered approaches. 

Engagement with research and clinical evidence tended to remain at a surface level, 

with discussions frequently focusing on statistical results rather than critical appraisal, 

contextual interpretation, or methodological limitations. This appeared to be 

influenced in part by the limited availability of relevant local research. 

Clinical service requirements were substantial and consistently prioritized, 

constraining the time available for supervision, mentorship, and reflective learning. 

These conditions reflect broader systemic pressures common in 

resource-constrained settings, including workforce shortages, heavy clinical 

workloads, and institutional imperatives to maintain essential health services.  

Despite these challenges, the teaching period was professionally rewarding. A 

recurring and striking impression were the strong commitment, motivation, and 

resilience of students and junior doctors, who demonstrated considerable dedication 

to learning and patient care despite limited resources and pedagogical support. 

These experiences provided valuable insight into the significant educational potential, 

highlighting opportunities for future pedagogical development. 

 

10. Recommendations 

For UB and Host Institutions: 

Structured pre-departure and arrival processes are essential. This includes timely 

provision of information regarding visas, licensing requirements, housing, institutional 



expectations, and clinical roles. Formal orientation programs and clear role 

descriptions for visiting academics and clinicians would support smoother integration 

and reduce uncertainty.  

Given the psychological and ethical demands of working in resource-constrained 

settings, the development of institutional psychological support mechanisms for 

clinicians and trainees is strongly recommended. Importantly, visiting faculty should 

be intentionally integrated into long-term, locally defined capacity-building strategies 

rather than short-term engagements. 

 

For Sending Institutions: 

Comprehensive pre-departure preparation is equally important. This should include 

training in cultural context, local disease patterns, health system structures, and 

global health ethics, as well as post-return debriefing to support reflection and 

psychological processing. Introducing seminars on moral and ethical challenges in 

global health can better prepare clinicians for work in such environments. Sending 

institutions are also encouraged to prioritize sustained institutional partnerships over 

short-term missions and to support collaborative research initiatives that address 

locally relevant clinical and educational questions through joint projects. 

 

11. Summary and Conclusion 

The sabbatical at the University of Botswana provided invaluable professional 

insights into education, health systems, and global health ethics. While logistical and 

systemic barriers were substantial, the commitment of students and clinicians was 

striking. The University of Botswana exemplifies national commitment to locally 

grounded medical education and health-system development. Despite economic 

challenges, an ongoing HIV epidemic, and resource limitations, UB continues to 

produce skilled doctors and specialists.  

Sustainable collaboration requires clarity, mutual respect, capacity building, and 

attention to the psychological well-being of health workers. Experiences such as this 

can meaningfully add to Swedish medical education and strengthen future 

partnerships.  
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One of Botswana’s elephants! 


