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ABSTRACT

The global village is overwhelmed by disasters coupled with other threats such
as HIV and AIDS which continue to challenge human populations, in particular
people living with disability. This review explores ways in which this group of
the population in Botswana can be empower ed to mitigate the adver se effects of
disasters. Evidence fromthe authors’ workinthisfield aswell asexisting literature
is used to support some of the arguments raised. The main tenet is that people
living with disabilities in Botswana are secondary targets of services and
programmes and they are not adequately empower ed. Thework highlights several
methods of increasing resilience to disaster situations and related challenges
for this population group to include among others the inclusion of people living
with disability in disaster risk management to enable them to reduce their
vulnerability and build their capacity. Thereisneed for community based capacity
building (special training), comprehensive disaster related information to suit
people living with disability and HIV and AIDS, and designing relevant early
warning systems.
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INTRODUCTION
Disastersin generd have become seriousglobal threatsthat cannot be overlooked by any
group of people. Internationa and regiona strategies, frameworks, and programmes have
been developed to guide and build capacity against disasters. The United Nations
Organi zation, the Red Crossand Red Crescent movements, and other organizationshave
takenthelead in building safety and resiliencein threatened communities. These efforts,
however, seem to marginalize specia populationsthat are morevulnerableto disasters
through circumstances beyond their control. Peoplelivingwith disabilitiesand chronic
ilInesses frequently find themselvesin threatening situations. In thisregard, disaster
interventions cannot be considered as comprehensive and inclusive when some doubly
vulnerablegroupsare excluded. Disastersaffect all categoriesof peopleincluding the
young, the elderly, the sick, women and children, peopleliving with disability, and the
economically deprived. TheWorld Bank (2004) statesthat 600 million peopleworldwide
wereliving with physical sensory (deafness, or blindness), intellectua or mental health
impairment significant enough to makeadifferenceinther daily lives. Theseindividudsare
not immunefrom disasters of whatever typein their communities. It isprojected that 80
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per cent of the600 millionlivein devel oping countries(International Federation of the Red
Crossand Red Crescent Societies (IFRC), 2007). By nature of their disability they are
particularly vulnerable and suffer frequently serious harm from disastersthat further
complicatestheir socio-economic condition. Furthermore, HIV (which makespeoplemore
vulnerableto various hea th hazards) has affected 60 million people worl dwide some of
whom livewith disability. In addition, over 95 per cent of peoplelivingwithHIV and
AlIDSresideinlow and middleincome countries. Each day, it isestimated that 14,000
new infectionsoccur worldwide of which morethan 50 per cent are young people below
the age of twenty-five (World Bank, 2003). HIV isahealth hazard with the ability to
decimate the workforce, create large numbers of orphans, exacerbate poverty and
inequality, and put tremendous pressure on health and socid services (World Bank, 2003).
In Botswana, according to the 2008 BotswanaHIV and AIDS Impact Survey 111 (BIAS
[11) conducted by the Central Statistics Office (2009), the national prevalencerate of HIV
was 17.6 per cent compared to 17.1 per cent (BIASII survey of 2004) whilethe national
incident ratewas 2.9 per cent. The BIASIV survey ison-going and results are expected
to be published soon. Therefore, disaster incidentsincreasethe complexity of challenges
faced by thosewho areHIV positiveand living with disability. World Heal th Organisation
(2005) gtatesthat the number of personswith disabilitiesisincreased by new generations
of survivorswith amputations, spinal cord injuries, head trauma, multiplefractures, and
mental illness. Thisstudy ishence desiged to explorevariousways peopleliving with
disability in Botswanacan be empowered to mitigate against the adverse effects of disaster
and HIV/AIDS.

Therelationship between disaster, disability,and HIV and AIDS

Disagters, disahility, and HIV and AIDS place humanity at varying levelsof vulnerability
within socio-economic environments. It isintriguing that the combination of theseand the
complexity that existsbetween them istakenfor granted and remainssubtle. Natural and
humaninduced disasters causeirreparable psychol ogica damageandinjuriesthat resultin
permanent disfigurement and worsen conditionsfor those a ready disabled and livingwith
HIV and AIDS(Harding, 2007). Thecommon disaster hazardsin Botswanaare droughts,
flooding, windstorms, wild land fires, motor vehicleaccidents, structurd fires, pestinfestation,
HIV & AIDS, animal diseases, other epidemics, and asylum seeker / illegal immigrants
influx, strongwinds, and transport accidents (United Nations Devel opment Programme,
2009; EM-DAT, 2009; International Resource Group, 2001).

Although there are arguments surrounding the classification of disastersinto two,
man-made and natural, expertsbelievethat all disastersresult from human behaviour in
related geo-physical environments. Therefore, a disaster occurs when natural or
technol ogical hazards have animpact on human beings and their environment (IFRC,
2000). Kellenberg and M obarak (2008) arguethat natural disastersworldwidekilled an
estimated 2.69 million peopleand caused US$955 billion in economic damages between
1970and 2001, withlossestwenty timeslarger in devel oping countries. Themaost common
disaster in Botswanaisdrought. However, in the year 2000 therewasacyclonewhich
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originated from the M ozambique Channel that resulted inthe heaviest floodsever recorded
inthehistory of thecountry (International Resource Group, 2001). Continudly, Botswana
has experienced 14 natural disastersfrom the period of 1980 to 2010 with 95.5 per cent
of the peoplereported to bekilled by the epidemic while 4.5 per cent in that period were
killed by floods. Similarly, 84.8 per cent of the peoplewere affected by drought, while
12.4 per cent were affected by flood, and 2.8 per cent were by epidemics (EM-DAT,
2009.) Theavailability of economic and social resourcesin devel oped countriesenables
those affected to withstand more successfully the effects of ahazardousevent or process
than poorer popul ationsin devel oping societies. Furthermore, the poor arevulnerableto
disastersbecausethey havefewer resourcesand less capacity to prevent or copewiththe
impacts (United Nations Environment and Policy (UNEP), 2002).

Disastersdo not only cause economic hardship but also social and health related
problems. Rock and Corbin (2007) arguethat mgor disastersof any kind causeamultiplicity
of socid and economic difficultiesand wresk havocinthelivesof individuds, families, and
communities. Thiscannot be over emphasized for peoplelivingwith disabilitieswho are
HIV positiveand aready suffering prejudice, discrimination, and stigmeatization. Disability
includesmentd retardation, visua and hearingimpairment, communication disorder, learning
difficulties, and cerebra pal sy, which affect not only the person’sphysica andintellectua
functioning but al so their interaction with others (Armando, Mora esand Sheafor, 2011).
Disability makes people morevulnerableto hazardsthan those considered ‘ normal.” The
vulnerability resultsfromtheir physiologica andintellectud limitationsand their dependence
onsignificant othersfor survival. Human vulnerability refersto acondition or process
resulting from physical, socid, economic, and environmental factorswhich determinethe
likelihood and scale of damage from the impact of a given hazard (United Nations
Development Programme, 2008).

Thedgituationin Mozambique, for instance, confirmsthat, though discrimination
and gigmataketheir toll, poverty and disability reducethedignity and theautonomy of the
people (Disability and Development Partners, 2008). The concernisthat discrimination of
peopleliving with disabilitiesmultipliesthebarriersthey haveto ded withinorder tolivea
normal day-to-day life. Gender discrimination exposeswomen and children livingwith
disability to suffer morefrom disastersand HIV and Al DSthan other groups. The Botswana
Millennium Development Goals (M DG) Report (2007) statesthat poor householdsare
madevul nerableto hunger by inflationwhich erodesrea incomesof farmerswhich enables
themto subsist in poor seasons. Amongst the poor and vulnerable groupsin Botswanaare
peoplelivingwith disability as, according to Handicap I nternationa (2006), peopleliving
with disability arehighly over- represented among the poor with about 82 per cent living
below thepoverty line,

TheFRC World Disaster Report (2007) statesthat disastersdo not discriminate
but affect minoritiesand majorities, the able-bodied and personswith disabilities, young
and old, men and women. According to Kgevu (2013), in Botswana, therate of people
living with moderate or severedisability isestimated to be 11 to 15 per cent or 58,716 to
96,125 of the entire popul ation of about 2 million. However, the effects on the disabled
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exacerbatetheir dready compromised Situation. TheWorld Bank (2004) findsthat disabled
persons areamong the poorest and most stigmatized and marginalized of al theworld's
citizens. Furthermore, conditionsrelated to poverty like poor nutrition and lack of access
to health servicesor safeliving and working conditions, create disabilitiesthat can occur
from birth to old age. As aresult poverty is considered a cause and consequence of
disability (Handicap International, 2006). Human immunodeficiency virus(HIV) thatis
spread most commonly by having unprotected sexua intercoursewith aninfected partner
can enter the body through thelining of thevirginal, vulva, penis, rectum or mouth during
sexual contact (Pelchen-Matthews, Kramer, & Marsh, 2003). Thereareseveral mythsin
Botswanaregarding peoplewith disabilitiesand the belief that they do not have sexual
fedlings, cannot lead afull and productivelife, they are dependant, and alwaysneed hel p.
Asaresult, thereisagreat dedl of stigmaand discrimination with the society.

Thoseliving with disabilitieswho areHIV positiveare marginaized or pushedto
the extreme of commundl living (IFRC, 2007). Thisisworsened by thefact of being poor
and suffering the aftermath of disasterslikewindstormsand floods. Auxter (2008) states
that people with disabilities are vulnerable to HIV because they are economically
disadvantaged. Many of them do not work and are not provided with government
assistance. Although thereisalarge amount of research on HIV and AIDS, there are
limited numbers of studies on the effects of disaster, disability, and HIV on special
populations. Asaresult there are no stati sticsin Botswanaon peoplewith disabilitieswho
areHIV positive. There aretwo categories of peopleliving with disability, which are,
thosewho acquireHIV and need treatment and HIV positive peoplewho acquiredisability
asaresult of beinginfected. During adisaster evacuation, peopleliving with disability who
areHIV postiveareusudly not included amongst themost vulnerable. Their medication
may get lost or omitted in the emergency list and they may not have accessto food and
water which may lead to poor nutrition and medication adherencefailure (IFRC, 2007).

Duetotheir limited mobility they aremost likely to bel eft behind duetoinaccessible
facilitiesand transportation systemsthat do not cater for their disability. Asaresult of
family break up during disasters community home-based care and community-care
rehabilitation becomethe only hopefor the peopleliving with disability who are HIV
positive. Economic vulnerability isamajor determinant of HIV and AIDS prevalence
amongst peopleliving with disability. Their possiblelow economic statusand exposureto
disastersand HIV arecritical factorsfor consideration in risk reduction and need to be
accordingly assessed and addressed. The susceptibility to poverty for disabled personsis
related to barriersto knowledge and participation in the economic development of their
communities. Assuch, thereisan interface between di scrimination and abuse because of
gender, age, language, colour, race, culture, disability, disease (including HIV status), and
geographiclocation (Asian Development Bank, 2005). Gender mainstreaming in poverty
reductioniscritical because poverty impactsdifferently onwomen and men, in particular
when coupled with crisesand HIV and AIDS. Vision 2016 Council (2009) expects
Botswana, by 2016, to be discrimination -free society inrelation to religion, language,
ethnicorigin, and disability or misfortuneyet the policiesare not reflecting the phil osophica
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principles. Thereduction of risk and vulnerability to disastersand HIV for specid populations
increasestheir capacity and reslienceto hazardsthat threstentheir lives. Thevulnerability
isreduced by addressing gender discrimination and poverty while protecting thosewith
specia needsand providing education and awareness on how they could be supported. In
thiscase, womenliving with disability who areHIV positive have specid needsto agreater
extent than men of the same status. This should be taken into account in the design of
community based and national disaster programmesand servicesintended to build their
capacity.

Thechallengesof disasters, HIV and AIDS, and disability

HIV and AIDS present anumber of challengesto theinfected and affected biologically,
socidly, economicaly, and technologicaly. Thisisworsened whenthepersonislivingwith
multipledisabilitiesand family membersareill-equipped to assst him or her to managethe
challenge. At times, the condition may beeconomically draining, makingit difficult for the
family or carer to providefor other needs. Disability outside HIV ischaracterized by
complex social and economic factorsthat the person should confront and overcomeina
positivemanner. For example, stigma, discrimination, illiteracy, poverty, unemployment,
and marginaization arecommon featuresin society.

Wisner (2002) states that people with disabilities have additional situational
characteristicsthat could increasetheir vulnerability to harm andlossin, for instance, an
earthquakeanditsaftermath:! Theseinclude: lower incomethan thenon-disabled; livingin
unreinforced, low-rental buildings near urban centres; and living outside care-giving
indtitutionssuch asnursing homesor hafway houseswith nolegidated obligationsto prepare
for emergencies, livinginsdecaregiving ingtitutionswhich may lack featuresdesignedto
enhancethe safety of residentssuch asprovisionfor safeevacuation, non-structura hazard
mitigation, reservewater, and power supplies; and living ontheir own. In consequence,
they suffer thesocid distance or stigmaassociated with being labelled “ disabled’ or ‘sick’
inasociety valuing self-sufficiency and independence.

United Nations Officefor the Coordination of the HumanitarianAffairs(UNOCHA)
(2009) showsthat in 2008 therewere 104 internationally reported disastersand 99 %
wereclimatereated. In addition, thenumber of peopleinAfricaaffected by naturd disasters
annually doubled between 1988 and 2008 from 9 millionto 16.7 million. Drought accounts
for 75 per cent of these disasterson the continent and it decreasesgrain yieldsand causes
theextinction of severd plantsand animal species. UNOCHA (2009) reported that floods
washed away 230, 000 hectaresof cropsand |eft nearly 8 million peoplefood insecureas
well asat heightened vulnerability. InAngola, 60 peoplewerekilled, 220,000 affected,
81,000 displaced, and about 4,000 houses were destroyed. These reports do not show
whether these peoplewereliving with physical or any other form of disability. In either
casg, itisdifficult to know with certainty which popul ation group was serioudly affected
becausethefigures put together peopleliving with disability who are HIV positiveand all
others. Botswanaformulated adisagter policy in 1996 with themandateto provideguidelines
for al sectorsand institutional level stoimplement disaster preparedness and emergency
response. However, active participation of al the sectorsincluding the private sector and
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non-governmental organisationsisachalenge. Thereisno specificlegidationto support
theimplementation of disaster risk reduction (Office of the President, 2010) henceno
measures and guidelinesarein placeto assist peopleliving with disability who are HIV
positive.

Empower ment Statusfor peoplelivingwith disability in Botswana

Servicesto peopleliving with disabilitieswere pioneered and provided by non-governmenta
and community based organizations supported by the Ministry of Health through the
Botswana Council for the Disabled (BCD). One other measure that the Botswana
Government took wasthe establishment of the Special ServicesUnit under theMinistry of
Health which provided disabled people with: social welfare services such ascommunity
based rehabilitationintheform of whed chairs, hearing testsand hearing aids, physotherapy,
and occupational therapy. Botswana adopted the 1982 World Health Organization
Programme of Action Concerning Disabled Personsto“ provideinternational and nationa
measuresto ensurethefull participation of disabled peoplein socid lifeand thedeve opment
of their societies’” with emphasis on prevention, rehabilitation, and equalization of
opportunities. It encouragesdisabled personsto organi zethemseal vesin order to be heard
according to Resolution No. 37/52 adopted by the General Assembly on December 3,
1982. A nationa policy on carefor peoplewith disability was approved and adopted by
government in 1996 after the advent of HIV & AIDS. However, it doesnot cover issues
of HIV& AlIDSand disasters (BotswanaMinistry of Health, 1996).

In addition, the Botswana Council for the Disabled was established in 1985 to
coordinateservicesprovided by thecivic society organi sationsto peopleliving with disability
and to advocate on their behalf. According to University of Botswana(2009) the purpose
of thecouncil istheoverall coordination of associations/organi zationsinvolved with the
welfareof peoplewith disabilitiesaswell asthe promotion of associ ations/organizations of
andfor peoplewith disabilitiesand monitoring of their activities. [tsobjectivesare:

i To advocate on behaf of peoplewith disabilities

i Promote standards within its member organi zations so asto encourage quality
programming for peoplewith disabilities

i Undertake regular visits to its members to discuss, advise and assist where

necessary

v Advocateto securefunding for itsmembersfrom government
Y Publish aquarterly newdetter

M Organizeworkshopsfor itsmember organizations

Vil Undertakeregular visitstoitsmembersto discuss, adviseand assist

However, about 66.2 per cent of disabled peopleliveinrura areasswhereservices
arelimited or do not exist at all. In areport to the Southern Africa Federation, Obed
(1998) statesthat although Botswanahasadisability policy, the actual servicesdid not
reach peoplewith disabilitiesbecause of inadequate resources. Thereisaneed to consider
treeting psycho-emotiona impairment arising from disaster, especidly post-traumetic stress
disorder (PTSD) (Davidson and M cFarlane, 2006; Priestley and Hemingway, 2007). Itis
thekey to effectiverecovery from disaster because of itslink to physical safety and survival.
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Dissstersareeventsthat chalengetheindividua’ sadaptive capacity oftenleadingto adverse
mental health outcomes. Moreover, taking antiretroviral therapy hasbeen found to result
inclinical fatiguewhich can cause depress on complicated by the effectsof being disabled.
When disabled people are HIV positive and faced with disaster hazards, thereisa
heightened possibility of non-adherenceto antiretrovira therapy (Rasmussenetal. 2011,
Ferrando et al, 1998). HIV & AIDS and disaster policies do not address challenges
faced by thosewho experience disaster and public transport that does not accommodate
peoplewith disabilities. Therearedtill architectural and design barriers, limited accessto
information for thevisualy impaired and thedeaf, and no recreationd andtraining facilities
specificaly for peoplelivingwith disability to ded with disasters.

Pudul ogong Rehabilitation Centrein Mochudi and Camphill Trustin Otsearetwo
centresworking with childrenwith disability which werevisited to obtaininformation about
servicesfor peopleliving with disability. Podulogong isarehabilitation centrefor children
living with disability, especidly theblind and the desf. It does not have acomprehensive
disaster, disability and HIV & AIDS programme and amultifaceted policy to addressthe
issues. However, it hasadraft hedth and safety policy that focuseson domestic firehazards
and related risks but does not include other hazardslikeflood and heavy rain.

The centrehhas safety measurestoimprovesignsto aert itscommunity on hazards
threatening their livesespecialy when such dangersarisewithin theschool . It must develop
protocolsfor travelling outs dethe centrewhich must beclearly communi cated when students
are on trips. The routes should be clearly marked so that they can be appropriately
approved. The centre needs disaster risk management system and a preparedness plan.
Thereisneed for suitablesignsfor visualy impaired peopleto indicate areas of potential
danger and aert them when thereare disasters on campusthrough useof asiren. However,
these processesdoesnot carter for studentswith hearing impairment and henceremain at
risk to disasters.

ThecentrehasanHIV & AIDS programmefor peoplewith disability whichincludes
theAIDS club providing peer-to-peer counselling, male circumcision for students, and
workshops supported by the National AIDS Coordinating Agency and the Botswana
Family Welfare Associ ation to educate both students and staff membersonHIV & AIDS
issuesaswel | and sexua reproductivehedth; Trandation of information from Digtrict M ulti-
Sectoral AIDS Committeesand readablefor studentsismade available; HIV & AIDS
lessonsarepart of the school curriculums; and condom di stribution on campusfor students
isprovided. It wasaffirmed that 100% of studentsunderwent HIV counsdlling and testing
inthecurrent year (2013). Camphill Trust hasaschool for young peoplelivingwith physica
disabilitiesand adisaster preparedness committeewhich wasformed after afire outbreak
inthe school kitchenin 2011. However, the committeeisnot trained on disaster risk
reduction except for fire outbreaks. It does not have adisaster policy to guideaction and
preparedness, and lacks knowledge on rel ated processes. Onceinawhileafiredrill is
conducted and awhistleisblown to assess school responsiveness. In the past teachers
and students used to respond to the whistle but currently they do not takeit serioudly.
Someof the effortsinclude keeping updated fire extinguishers, classroomsequipped with
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smokealarms, and emergency exit burglar barswhich are easily removable by children.
However, only 4 of the 15 teachershad beentrained infirst aid in 2011. The school needs
fird adand disaster risk reductiontraining. HIV & AlIDSisincludedintheschool curriculum
asatopic unlikedisaster risk reduction. Guidance and counsdling classesextensively cover
HIV & AIDSalthoughthereislittieon HIV & AIDSand disability.

CONCLUSIONAND RECOMMENDATIONS

Disaster risk reduction is meant to decrease peopl€’svulnerability and increasetheir
appreciation of self-worth and control of their own destiny. Thiscan be done through
community based disaster approaches. The approach should positively discriminatein
favour of special populationsbecause of their vulnerability. These are peopleliving with
disability who areHIV positiveincluding children, the el derly, expectant mothers, and
pregnant women. It should not be assumed that these people areimmunefromHIV and
disasters. They areinfact, possibly more susceptible dueto the circumstances of their
lives. They need special preparedness and response packages which will include
maintenance of hedlthy lifestyles. Theseinterventions should seek to reducethe burdenon
peopleliving with disability from societal and cultural practicesthat exacerbatetheir
margindization/vulnerability to disasters. Thereisneed for educationa awareness, training,
and mitigation measuresfor thisspecia population group based on their special needs.
The educational material should bein alanguagethat they understand and that enables
them to act in atimely manner. Thiswill reduce dependence and enhancelife skillsfor
thoselivingwith disability.

Theinadequate levelsof community preparednessfor disaster in Botswanacall
for disaster profiling at local |evel sand adesign of community based disaster risk reduction
whichwill lead to capacity building at I nternationa Resource Group (2001). Theseinitiatives
must beinclusveof peoplelivingwith disability tomilitateagaing disaster rlated challenges.
A community based approach is appropriate for Botswana which works with the
government to develop inclusive policiesand practices. Disability isnot aninevitable
consequenceof physca and cognitiveimpairment and, smilarly, disasterisnot aninevitable
natural hazard (Priestley and Hemingway, 2007). Thereisneed for acapacity building
programme for disabled persons that prepares them to be resilient to disaster and to
enhancetheir participationin community development. A community based approach
considersthe community asthe primary focus of attention. It intendsto correct thetop-
down approach in devel opment planning and disaster risk management whichincorporates
knowledge of neglected local needsand appreciatesthe potentia of indigenousresources
and capacities(Mmatli, 2007; Maripeand Maundeni, 2010; Victoria, 2008). Theinclusion
of peopleliving with disability in disaster risk management would enablethem to reduce
their vulnerability and build their capacity. Thereisaneed for synergy between community
home-based care, community-based rehabilitation, and community based disaster risk
reduction to ensurethat peopleliving with disability who areHIV positivereceiveoptimal
sarviceddivery.
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