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Acronym and Word List

AE Adverse Event

AGYW Adolescent Girls and Young Women

ARV Antiretroviral

ART Antiretroviral Therapy

CANGO Coordinating Assembly of Non-Governmental Organizations
CCM Country Coordinating Mechanism

CEE Core Essential Element

CIHTC Community-Initiated HIV Testing and Counseling
CMIS Client Management Information System
CMS Central Medical Stores

CoAg Cooperative Agreement

CQI Continuous Quality Improvement

CS Civil Society

CSO Central Statistical Office

E Swazi Emalangeni (1 lilangeni equals 1 rand)
EID Early Infant Diagnosis

eNSF extended National Multi-Sectoral Strategic Framework for HIV & AIDS
EQA External Quality Assessment

DMPPT Decision Makers Program Planning Toolkit
EU European Union

FDI Foreign Direct Investment

FP Family Planning

FSW Female Sex Workers

GKoS Government of the Kingdom of Swaziland
GF Global Fund

HCW Health Care Worker

HR Human Resources

HRH Human Resources for Health

HRIS Human Resources Information System

HTC HIV Testing and Counseling

HTS HIV Testing Services

IM Implementing Mechanism

KP Key Population

LES Locally Employed Staff

LTFU Lost to Follow Up

MCH Maternal and Child Health

MBP Mother-Baby-Pair

MER Monitoring, Evaluation and Reporting

MICS Multi Indicator Cluster Survey

MNCH Maternal Newborn and Child Health

MOF Ministry of Finance

MoH Ministry of Health

MSF Médecins Sans Frontiéres

MSM Men who have sex with men

NACS Nutritional Assessment, Counseling, Support
NARTIS Nurse-led ART initiation in Swaziland
NERCHA National Emergency Response Council on HIV and AIDS
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NCP Neighborhood Care Points

ODA Overseas Development Assistance

ovC Orphans and Vulnerable Children

PCV Peace Corps Volunteer

PEP Post Exposure Prophylaxis

PEPFAR/S Presidents Emergency Plan for AIDS Relief/Swaziland
PFSCM/SCMS Partnership for Supply Chain Management/Supply Chain Management System
PHC Primary Health Care

PHU Public Health Unit

PIHTC Provider Initiated Testing and Counseling

PLHIV People Living with HIV

PMTCT Preventing Mother-to-Child Transmission

POART PEPFAR Oversight and Accountability Response Teams
POC Point of Care

PP Priority Populations

PPP Public Private Partnership

PrEP Pre-exposure Prophylaxis

PSNU Priority Sub-National Unit

QA Quality Assurance

QI Quality Improvement

QM Quality Management

QMS Quality Management System

RHM Rural Health Motivator

RHMT Regional Health Management Team

RTK Rapid Test Kit

SAPR Semi-Annual Program Report

SGBV Sexual and Gender Based Violence

SI Strategic Information

SIAPS Systems for Improved Access to Pharmaceuticals and Services
SID Sustainability Index Dashboard

SIMS Site Improvement through Monitoring System

SOP Standard Operating Procedures

SNAP Swaziland National AIDS Program

SNU Sub-National Unit

SWABCHA Swaziland Business Coalition on HIV/AIDS
SWAGAA Swaziland Action Group Against Abuse
SWAMMIWA Swaziland Migrant Mineworkers Association
Tinkhundla Government Administrative Unit (Below Regional Level)
T&S Test and Start

TWG Technical Working Group

UNAIDS Joint United Nations Programme on HIV/AIDS
UNICEF United Nations Children’s Emergency Fund

VL Viral Load

VMMC Voluntary Medical Male Circumcision

WB World Bank

WHO World Health Organization
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1.0 Goal Statement

The overarching goal of the PEPFAR/Swaziland (PEPFAR/S) program is to support the
Government of the Kingdom of Swaziland (GKoS) to control the HIV epidemic and reverse its
impact per the extended National Multi-Sectoral Strategic Framework for HIV and AIDS (eNSF)
2014-2018 through:

1. Averting 15% of deaths amongst people living with HIV (PLHIV), particularly those with
HIV/TB co-infection;
Alleviating socio-economic impacts of HIV/AIDS among vulnerable populations;
Improving efficiency and effectiveness of the national response.

PEPFAR/S will work with GKoS to intensify program implementation in all regions of this small,
homogenously high-prevalence country with a substantial mobile population. The ambitious and
achievable timeline is to reach “Attained” status for all age bands, sexes, and risk groups in
prioritized sub-national units (PSNU) by the end of COP17 through support for testing 345,596
people of whom 33,957 will be initiated on treatment. All four regions are classified as scale-up-
to-saturation where PEPFAR/S will prioritize high volume hubs and their spokes. Further,
PEPFAR/S will decongest facilities and increase access to ART refills through innovative mobile
and community models reaching priority populations (PPs), key populations (KPs) and hard to
reach poor rural populations. Combination prevention interventions will focus on adolescent girls
and young women (AGYW) ages 15-29 with the “DREAMS package,” adult males ages 20-39, and
orphans and vulnerable children (OVC), especially adolescents and 10-14 year olds for risk
avoidance.

The program will implement efficient and innovative approaches to achieve these goals.
PEPFAR/S will expand Test and Start (T&S) services in all regions, while simultaneously providing
technical support to GKoS to improve service delivery models. New approaches to testing will be
scaled up and monitored regularly. PPs and KPs will have access to and increase use of
comprehensive packages of health and social services. PEPFAR/S will scale-up demand for and
provision of condoms, lubricants and voluntary medical male circumcision (VMMC) focusing on
15-29 years-olds. OVC, especially adolescents, will have access to HIV services, including testing
and treatment. Reducing gender-based violence is also a priority. PEPFAR/S will support national
expansion of Viral Load (VL) testing to monitor adherence.

The program introduced three innovative game changers in COP16. These game changers have
been embraced by the GKoS and in COP17 the program will:

e Expand chiefdom-led coordination and scale up of community action plans for male
engagement programs to rapidly increase HIV service uptake among men, decrease
stigma, and reduce sexual and gender-based violence (SGBV);
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e CommlLink services will be implemented nationwide to improve linkages for early
enrollment in HIV treatment, especially targeting men (see section 4.1 for an update); and

e Expand the use of unique personal identifiers to include clients reached at facilities
through mobile services and at the community level from time of diagnosis to sustained

treatment and viral suppression.

Key performance and cost indicators have guided the identification of priority sites, populations,
and approaches. Innovations will be closely monitored and scaled-up or adjusted when needed.
There has been a reduction in program expenditures across all regions as a result of
regionalization, except in Shiselweni where expenditures are expected to increase due to the new
expanded configuration of our support in collaboration with MSF. Provision of comprehensive
HIV services to hard-to-reach populations may entail additional expense. Potential impacts of the
2015/16 drought and economic slowdown on performance will be closely monitored during
COPr7;.

GKoS and PEPFAR/S are confident that these goals are achievable in this timeframe and are
motivated to control the HIV epidemic and achieve an AIDS-free generation in this small country

so unduly burdened.
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2.0 Epidemic, Response, and Program Context

2.1 Summary statistics, disease burden and country profile

Swaziland’s population is projected to be 1,159,250 in 2018; 36% will be <15 years old, and 76% will
live in rural settings. The GDP at market prices was $4.118 billion in 2015. GNI per capita is $3,550,"
and the Gini coefficient is 0.51, indicating high inequality in wealth distribution. About 20% of

" http://data.worldbank.org/country/swaziland#cp_wdi
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children aged o0-17 years are orphans, and 71% are either orphans or vulnerable.” Swaziland is fully
committed to Sustainable Goal 3 - promoting healthy lives for all.

HIV prevalence for children aged 2-14 years is 4%,* 28% for adults aged 15-49 years (men: 22%);
women: 33%),> and 14% for adults 50+ years.* Among men, 35-39 year-olds have the highest
prevalence (47%) while among women, 30-34 year-olds have the highest prevalence (54%).> This
is a generalized epidemic affecting all prioritized subnational units (PSNU = regions). Overall HIV
prevalence in 2017 is 27% in Hhohho, 31% in Manzini, 28% in Shiselweni, and 30% in Lubombo.?
Among 4,833 TB patients in 2015, 3,401 (70%) were co-infected with HIV.® Reliable projected HIV
prevalence data are available at the regional and national levels. The SHIMS 2, 2016 results will
provide more updated epidemiological data.

HIV incidence among adults 15-49 years old is 1.8/100 person-years (men: 1.5; women: 2.1).> The
age groups with highest incidence are men aged 30-34 years (3.1) and women aged 20-24 years
(4.2) and 35-39 years (4.1).> Modeled estimates from Spectrum suggest incidence is declining from
2.2 in 2013 to 1.9 in 2016 to 1.6 in 2020° (Figure 2.1.1).

Ministry of Health (MoH) changed the national treatment eligibility guidelines from CD4 count
<500 cells/mm? to T&S in October 2016.

* NERCHA (2014). Swaziland Multiple Indicator Cluster Survey 2014

> NERCHA (2015). Swaziland HIV Estimates and Projections Report 2015

* Central Statistical Office (2008). Swaziland Demographic and Health Survey 2006-2007
> Ministry of Health (2011). Swaziland HIV Incidence Measurement Survey (SHIMS)

® Ministry of Health (2015). National TB Report 2015
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Figure 2.1.1: Trends in estimated HIV incidence in adults 15-49, Swaziland (2013 - 2020)

Trends in estimated HIV incidence in adults 15-49, Swaziland
(2013 - 2020)
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—Male 1.89 1.79 1.64 157 152 1.46 1.41 134
Female 2.60 2.46 2.27 2.17 2.09 2.01 1.94 1.85

Below, Figure 2.1.2 shows the national 9o-9o-9o cascade projected for APR1y. The remaining
percentage for saturation in pillar two is 3%, although there are regional, age, and sex variations.

Figure 2.1.3 describes the national demographic, disease burden, and ART coverage by 5 year age
groups, sex, and region. The four regional pyramids show variations in demographic distribution
and disease burden (Figure 2.1.4).
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Figure 2.1.2: Swaziland national clinical cascade and unmet need, projected end COP16
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Figure 2.1.3: Swaziland national population, PLHIV, & TX_CURR pyramid, COP17
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Figure 2.1.4: Swaziland regional population, PLHIV, and TX_CURR pyramids, COP17
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Table 2.1.5 Host country government results

Total F<15 M<i5 Fi5-24 Mis-24 Fa5+ Ma2s+
N % N % N % N % N % N % N %
Total Population (2018) 1,159,250 | 100 205,986 | 17.8 | 214,418 | 18.5 | 126,469 | 10.9 | 123,431 | 10.6 | 275478 | 23.8 | 213,468 | 184 A, 2018
B, 2017*
0, * * )
HIV Prevalence (%) 28 3.7 4.0 14.2 6.8 33.3 22 | 2007
AIDS Deaths (proj. 2018) 2,935 100 200 6.8 204 7.0 147 5.0 103 3.5 1,226 41.8 1,055 35.9 B, 2017
# PLHIV (proj. 2018) 233,923 100 6,073 2.6 6,150 2.6 17,569 7.5 8,271 3.6 114,189 | 48.8 81,671 34.9 B, 2017
Incidence Rate (Yr) 1.79 2.5 11 2.1 15 B, 2017
New Infections (Yr) 9,143 100 256 2.8 263 2.9 2,728 23 1,239 13.6 2020 229 2,638 289 B, 2017
Annual births 32,559 100 16,056 | 49.3 | 16,503 | 50.7 A, 2018
% of Pregnant Women with o 3 D. 201
at least one ANC visit 30,433 995 2015
Pregnant women needing L0451 100 B. 201
ARVs 35 20
Orphans (maternal, paternal, " . + + X X A, 2018
double) 98,360 13,817 14,451 18,758 19,444 15,917 15,973 G, 2010
Notified TB cases (Yr) 4,833 H, 2015
% of TB cases that are HIV+ 3,401 70 H, 2015
% of Males Circumcised 92,373 28% 22,281 | 37% 50,674** | 33% 19,418 18% I, 2016
Estimated Pop of MSM* 5,719 100 F, 2015
MSM HIV Prevalence 17 [, 2012
Est. Pop of FSW 12,274 100 G, 2015
FSW HIV Prevalence 70 [, 2012
Est. Pop Females 15-29 years 183,435 | 100 A, 2018
Est. HIV Prev. Females 15-29 B 201
years 333 » 2017
Est. Pop Males 20-39 years 181,060 | 100 A, 2018
Est. HIV Prev. Males 20-39 92 B, 2017
years
*Age 0-9 years, ‘Age 10-14 years, “Age 15-17 years, **Age 15-29 years

A: Swaziland Population Projections 2007-2030

F: Swaziland KP Size Estimate Study, 2015

B: Swaziland HIV Estimates and Projections 2015

G: Swaziland Multiple Indicators Survey 2014

C: Swaziland Demographic and Health Survey 2007

H: National TB Program Report 2015

D: National Sexual and Reproductive Health Report 2015

I: Swaziland Behavioral Surveillance Survey 2012

E: MoH and HMIS data 2015
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Table 2.1.6 National 9o-90-9o Cascade: HIV diagnosis, treatment, and viral suppression

Epidemiologic Data

HIV Treatment and Viral Suppression

HIV Testing and Linkage to ART Within

the Last Year
Total HIV Prevalence | Estimated On ART ART Viral Tested for Diagnosed Initiated on
Population (%) Total PLHIV as of Coverage (%) Suppression HIV? HIV Positive’ ART
Size PLHIV diagnosed APR16° (%)? (#) (#) (#)
Estimate 2018° (#) (#)
2018 (#)
(#)

Total 1,159,250 28 233,923 203,497 167,881 71.8 815 455,046 35,616 28,041
<15 years 420,404 3.7 (F), 4.0 (M) 12,223 13,154 9,509 778 66.7 114,254 3,645 1,416
15-24 years 249,900 14.2 (F), 6.8 (M) 25,679 24,903 16,013 62.4 68.8 129,939 8,890 4,844
25+ years 448,946 33.3 (F), 22.2 (M) 196,021 165,440 142,359 72.6 83.9 210,853 23,081 21,781
MSM 5719* 17° 972 n/a n/a n/a n/a n/a n/a n/a
FSW 12,274* 70’ 8,592 n/a n/a n/a n/a n/a n/a n/a
PWID n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Females 15-29 183,435 20 37,516 35,640 32,000 85.3 76.5 122,909 8,190 7,304
Males 20-39 181,060 28 51,060 31,112 25,138 49.2 79.4 57,991 5,974 4,491
OVC10-17 70,093 n/a n/a n/a n/a n/a n/a n/a n/a n/a
MilitaI’Y * * * * * * * * * *

Size estimates are considered sensitive

1 Swaziland Population Projections 2007-2030

2 Swaziland HIV Estimates and Projections 2015
3 MoH, HMIS
4. KP Size Estimate Study 2015

5. Swaziland Bio-Behavioral Surveillance Survey 2012
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Figure 2.1.7 National and PEPFAR Trend and Targets for Individuals Currently on
Treatment, Swaziland 2017-2020
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2.2 Investment profile

Funding Landscape: Despite Swaziland’s classification as a lower middle-income country,
indicators (such as a weak business climate and low foreign investment) reflect a low-income
country status. High HIV prevalence and uneven distribution of resources remain major health
and social concerns. Sixty-three percent of Swaziland’s population live below the poverty line.

Swaziland received approximately US$507 million in Overseas Development Assistance between
2011/12 and 2014/15, averaging US$127 million annually. The health sector has been the largest

beneficiary of external assistance with the HIV/AIDS and TB epidemics with a significant
response from development partners.

Economic growth slowed down recently, and the continued low performance of the South African
rand, to which the Swazi lilangeni is tied, has resulted in price increases for products imported
from outside the currency zone. The GKoS has continued the freezing of unfilled government
positions due to fiscal constraints for an unspecified amount of time. The 2015-2016 regional
drought severely affected Swaziland; parts of the country are still experiencing drought conditions
with poor harvests. This has long-term ramifications for the rural poor and especially PLHIV.
PEPFAR contributed $2.1 million in 2016 towards drought relief efforts implemented by the GKoS.
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PEPFAR is the largest contributor to the response, followed by GKoS, and then by the Global Fund. Since 2009, GKoS remains
committed to funding ARVs and HIV test kits, however PEPFAR and Global Fund have provided stop-gap support and provision of
specific hard to procure commodities. Donors support critical areas in care and treatment, such as technical assistance and some HR.
Viral load scale-up requires additional donor support. PEPFAR/S and Global Fund are major procurers of reagents and testing
equipment. At GKoS’s 2015 request, PEPFAR/S agreed to supply all condoms. PEPFAR/S is the main supporter of prevention
programming including VMMC, key population and priority population prevention interventions.

Table 2.2.1 Annual Investment Profile by Program Area- FY 16 [REDACTED]

Table 2.2.2 Annual Procurement Profile for Key Commodities- FY 16

Total % % Global %World % Other
Program Area Expenditure  PEPFAR® Fund? % UNDP' %UNFPA' %UNICEF' Bank* MSF' CHAI* % Govt*® Donors’
ARVs $17,743,699 13.5% 0.0% 0.0% 0.0% 0.0% 0.0% 04% 0.0% 85.9% 0.2%
Rapid test kits $44,806 46.3% 0.0% 0.0% 0.0% 0.0% 0.0% 53.7% 0.0% 0.0% 0.0%
Other drugs $1,986,019 0.0% 0.0% 1.0% 0.0% 0.0% 02% 105% 0.0% 87.0% 1.3%
Lab reagents $7,065,309 1.0% 49.7% 0.0% 0.0% 0.0% 0.0% 41% 0.0% 30.3% 15.0%
Condoms $384,582 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
VMMC kits $242,019 95.7% 0.0% 0.0% 0.0% 0.0% 0.0% 0.4% 0.0% 0.0% 3.9%
Viral Load commodities $1,110,469 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
MAT $0 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Other commodities $6,335,852 22.7% 55.5% 0.0% 0.6% 7.5% 0.4% 13% 0.0% 0.0% 11.9%
Total $34,912,755 16.2% 20.1% 0.1% 0.1% 1.4% 0.1% 1.9% 0.0% 54.7% 5.4%

Data sources

1. NASA

2. Expenditure Analysis FY16

3. Global Fund Disbursment Report- HIV Round 7
4.Resource Mapping

5. NASA Report

6. Government Budget estimates

Other donors include : JICA , EU
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Table 2.2.3 Annual USG Non-PEPFAR Funded Investments and Integration

Total USG Non- # Co- PEPFAR
Funding Source Non-PEPFAR PEPFAR  Funded COP Co- Objectives

Resources Resource IMs Funding
USAID MCH $0 $0 o $0 N/A
USAID TB $0 $0 o] $0 N/A
USAID Malaria $0 $0 o $0 N/A
Family Planning $0 $0 o $0 N/A
NIH $0 $0 0 $0 N/A
CDC NCD $0 $0 0 $0 N/A
Peace Corps $1,062,000 $0 o] $0 Volunteer

Support

DOD Ebola $0 $0 o $0 N/A
MCC $0 $0 o $0 N/A
Total $1,062,000 $0 o $0 N/A

Table 2.2.4 PEPFAR Non-COP Resources, Central Initiatives, PPP, HOP [REDACTED]
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2.3 National sustainability profile update

The key finding from the Sustainability Index Dashboard (SID) conducted collaboratively with
external stakeholders in 2016 remains unchanged. In early 2016, PEPFAR/S met with the MoH
and National Emergency Response Council on HIV and AIDS (NERCHA) to plan the SID process.
Subsequently, UNAIDS, MoH, NERCHA, and PEPFAR/S co-convened the stakeholder meeting
with participants from the MoH, Global Fund, civil society, PLHIV and private sector
representatives, bilateral and multilateral stakeholders, and other development partners.
Participants broke into four domain subgroups, discussed, and completed the SID questionnaire
based on the pre-populated data. PEPFAR/S team members facilitated each subgroup. Groups
agreed on responses, recorded data sources, and documented points of clarification and context.
The full group reconvened at the end of the day, reviewed the completed tool, discussed the
findings, and identified priorities.

The following were identified as strengths:

1. Planning and Coordination (9.50, [ET e eaat): NERCHA and MoH effectively lead the
HIV response in Swaziland. Nonetheless, participants agreed that additional efforts are
needed to address duplication and gaps among partners. Coordination of the multi-sectoral
response could also be strengthened.

2. Domestic Resource Mobilization (8.57, (B L dataat): The GKoS has been explicit with
the amount of funding (both domestic and external resources) going toward the HIV/AIDS
response; MoH and NERCHA are involved in the budgeting and implementation.



Table 2.3.1: Program priorities (PP) SID elements identified as sustainability
vulnerabilities

No.

Domain

Score

PP

Description

Donors

1.

Epidemiolo
gical and
Health
Data

5.0,
yellow

High

Additional capacity needed for
epidemiologic and M&E
activities. Additional support
required to continue the roll out
of the CMIS and the use of a
unique identifier to track
individuals through the
prevention and treatment
cascades. There is also a lack of
reporting for viral load testing at
clinics.

PEPFAR
GF

Laboratory

574,
yellow

High

Lab strategies are not operational
at all levels of the system.

Monitoring of point of care
testing QA/QI needs
improvement, particularly
community-based testing.

PEPFAR
GF
CHAI
MSF

Human
Resources
for Health

533,
yellow

High

The skills and education mix
from pre-service and numbers of
HCW are not adequate.
Currently, there is a need to
continue to rationalize HR
numbers and skill sets with client
volume at facilities and urgent
need to expand this to
community cadres this year.

The HRIS Report identifies
vacancies.

PEPFAR
GF
CHAI

Commodity
Security
and Supply
Chain

6.33,
yellow

High

Commodity management
especially between hub and
spoke facilities remains weak and
with the roll-out of CommART,
additional support is needed by
PEPFAR this year. PEPFAR will
continue to assist GKoS in
forecasting and tracking, and
strengthen GKoS capacity in
contracting and financing.

PEPFAR
GF
CHAI
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Table 2.3.2: PEPFAR and other donor investment in SID elements
2016
2013 2014 2015 (Projected) Source
GKoS 33,155,125 36,587,574 40,246,331 43,466,038 A
PEPFAR 32,362,551 36,591,662 41,700,046 48,800,000 B
Global Fund 5,640,475 7,072,338 6,250,132 5,586,594 A
Other Donors 1,713,889 17,547,321 17,253,663 15,405,094 A
Private Sector 5,640,475 7,072,338 6,259,132 5,586,594 A
Out of Pocket n/a n/a n/a n/a

A: Financial Gap Analysis for GF proposal
B: PEPFAR Expenditure Analysis

2.3.4 Stigma, discrimination, violence and human rights

PEPFAR/S is committed to end stigma, discrimination and violence. All PEPFAR/S programs aim
to reduce stigma and discrimination to increase access to HIV prevention treatment and care
services for all populations especially those who are most vulnerable and marginalized including
OVC, AGYW, FSW and MSM. Some of PEPFAR/S programs that address stigma, violence and
human rights include:

e Support CANGO and its CSO consortia to develop and implement advocacy plans to ensure stigma-free
access to services for children and adolescents

e Establishment and support for a model child friendly court so that rape and abuse cases can
be adjudicated quickly while minimizing secondary trauma to the survivor

e Community-led initiatives to address deeply rooted social, cultural and gender norms as well
as stigma that create barriers to the up-take of HIV services

e Engaging men through the traditional chiefdom structures and adolescent male mentoring
camps (Lihawu) that promote positive masculinity and health seeking behaviors. These
initiatives involve men in creating a protective, environment for AGYW and actively
addressing SGBV

e Changing HCW attitudes through transformative sensitization activities during which KP
‘ambassadors’ and facility staff openly discuss their feelings and experiences regarding stigma
and discrimination

e (reating a KP responsive police force through series of trainings and seminars from the
national level to field officers to facilitate an understanding of KP issues and their human
rights. The seminars provide practical ways to deal with stigma and address violence against
KPs. Regional and field offices of the Royal Swazi Police have designated a ‘KP friendly’ officer
who can assist KPs when they need help.
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The PEPFAR/S interagency team is actively working to support a sustainable enabling

environment including:

e With the relevant sections of the US Embassy, PEPFAR/S will develop a plan and timeline to
measure, document and mitigate stigma, discrimination and violence

e All PEPFAR/S have participated in the Non-Discrimination and Gender & Sexual Diversity
Training. We have an interagency POC has been designated.

e The Embassy has established an inter-agency Gender Equity Working Group that meets every
two weeks and helps raise awareness about gender issues.

2.3.5 Coordination among US Government Agencies

Ambassador Peterson is a strong proponent of the whole of government approach and ensures
collaboration between PEPFAR and other USG offices. PEPFAR/S is a small team. Interagency
coordination is facilitated by a number of factors: the entire team sits together in one space
within the US Embassy, except Peace Corps; the team has weekly all staff meetings; and agency
heads meet weekly with the Ambassador and DCM.

2.4 Alignment of PEPFAR investments geographically to disease burden

Figure 2.4.1 Map of Swaziland PLHIV by region, treatment coverage by region, and PEPFAR
expenditure by region, 2016

Swaziland: People Living with HIV (PLHIV),
Treatment Coverage, and Total PEPFAR Expenditure

[ Figure 1. Number of PLHIV by region Figure 2. Percent treatment coverage Figure 3. Total PEPFAR expenditures

Lubombo

Shiselweni 18%
N
A 0 120 Kilometers
Figure 1. Figure 2. Figure 3.
Number of PLHIV by region Percent treatment coverage Total PEPFAR expenditures
[ J40as2 [ Js8% [ ]s3.090460
[ 46746 B 7% [ s5.793469 |
I 59766 B 9% I 55885477 |
Il 7255 I s0% I 56427899

Data Source: Central Statistics Office, Swaziland; PEPFAR Author: PEPFAR Swaziland SI Team
Date: o7March, 2017 Usage: Internal Use Only
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2.5 Stakeholder engagement

Host country government: PEPFAR/S meets with the Secretary to Cabinet and the Principal
Secretaries’ Forum representing all the ministries, at least annually to provide briefings on the
overall program and results. In addition, PEPFAR/S holds monthly meetings with the MoH and
NERCHA and presents the POART results and data pack with targets and program priorities,
geographic focus, and program progress shifts. PEPFAR/S met with MoH and NERCHA technical
leads to discuss and agree on PEPFAR-supported targets.

GF and other external donors: Swaziland HIV and TB grants were signed October 2015.
Concept notes for HIV and TB are due in August 2017. PEPFAR/S will be actively involved in
concept note development and is engaged with GF to address potential duplication. Consultations
with Fund Portfolio Manager are on-going. PEPFAR/S also continuously shares financial and
programmatic information with the GF and CCM members. CHAI, MSF and the UN family are
also key partners. UNAIDS assisted in convening the SID stakeholders meeting in 2016 and
facilitating feedback meetings on COP with the UN.

Civil Society (CS)/community engagement: PEPFAR/S convened several meetings with
CANGO and the Civil Society umbrella coordination group to provide updates on POART. A
large stakeholder meeting that included Civil Society was held in February 2017 to gather input for
COP17. PEPFAR/S broadly shared information with Civil Society about the COP17 strategic
direction prior to the D.C. Management Meetings (DCMM), feedback from the DCMM and drafts
of the Strategic Direction Summary (SDS).

Private sector: PEPFAR/S currently collaborates with SWABCHA, SWAMMIWA, and companies
with male-dominated workplaces (construction companies, plantations, lumber companies, and
mines) and has a PPP with Coca Cola and the Matsapha Town Council that is a model that could
be replicated with other companies. PEPFAR/S has had initial discussions with the Swaziland
Royal Sugar Corporation to explore potential for collaborative efforts. PEPFAR/S anticipates
expanding relationships with the private sector in COP17.

PEPFAR Engagement with Civil Society Organizations for COP17

DATE Meeting/Communication Objectives

February 1, 2017 Pre-Washington, DC Shared the COP process and timelines, initial
strategies, e.g., age pivots and reaching men as
well as plans for reaching 90-90-90

March 8, 2017 Post Washington, D.C. Share DCMM Outbrief presentations with
Stakeholders

March 10, 2017 Pre-Johannesburg Share draft SDS with Stakeholders for review
and feedback

TBD Post-Johannesburg Communicate the outcome of the COP
submission

On-going Quarterly POART meetings POART feedback
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3.0 Geographic and Population Prioritization

No geographic prioritization changes will occur in COP17; all PSNUs are scale-up to saturation
with the goal to reach “Attained” by the end of COP17. PEPFAR/S estimated the regional HIV
burdens using the latest UNAIDS prevalence projections and Central Statistics Office population
projection estimates for 2018. The estimates of regional PLHIV for COP17 are 81,730 in Manzini;

61,634, in Hhohho; 48,980 in Lubombo; and 41,579 in Shiselweni.

Table 3.1 Current PSNU prioritization

Total

Prioritization PLHIV/% of # Current # of # of
Area allPLHIV ~ °RART - SNU SNU
for COP17 COP17y COP16 COP17y
Attained n/a n/a n/a n/a
Scale-up 233,923
Saturation (100%) 164,716 4 4
Scale—up n/a n/a n/a n/a
Aggressive
Sustained n/a n/a n/a n/a
Central Support n/a n/a n/a n/a
Table 3.2 Key targets COP17 PSNU prioritization
CQPV.PSNU TX NEW | TX CURR  HTC_POS HTC_TST  OVC_SERV | KP_PREV | PP_PREV | VMMC
Prioritization
TOTAL 34086 170,923 35,542 345,596 64,682 10,777 15,385 | 22,051
Attained -- -- -- -- -- -- -- --
S . 34086 170,923 35,542 345,596 64,682 10,777 115,385 | 22,051
aturation
Aggressive -- -- -- -- -- -- -- --
Sustained -- -- -- -- -- -- -- --
Other -- -- -- -- -- -- -- --

Within the four PSNUs, facilities were further prioritized by volume of clients on treatment:
sustained (high volume >901, low volume 100-227), scale up 228-9o1, central support <100 (Figure

3.1).
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Figure 3.1 Distribution of TX_Current by Site Type (FY 16)
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Prevention prioritization:

The country is divided into 55 administrative units called Tinkhundla. PEPFAR/S will expand
combination prevention programming in the 19 'DREAMS" Tinkhundla to increase dose and
coverage of priority populations (PPs) with an evidence-based package of interventions. Further,
in the five urban Tinkhundla out-of-school adolescent girls and children of FSW will be targeted
along with the YW and Men; and in two Tinkhundla, Mpolonjeni and Ntfonjeni, YW and Men will
be targeted along with the AG (Figure 3.2). PEPFAR/S will continue the work with local
government and traditional structures in the DREAMS Tinkhundla and will expand and build on
the efforts in the game changer Tinkhundla. For KP programming, PEPFAR/S will continue to
work in the current hotspots and will expand to new/or emerging areas. PEPFAR/S will expand
mobile outreach and community led interventions to serve PPs and KPs in accessible locations
with tailored approaches.
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Figure 3.2 DREAMS COP17: Additional target groups by Tinkhundla

DREAMS COP17: additional target groups by tinkhundla
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Usage: Internal Use Only
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Population prioritization
Populations for treatment

Further analysis of the second 9o reveals treatment coverage by region, age, and sex (Figure 3.3). Significant gaps remain among

children ages 5-14 for both sexes and men ages 20-29 in all regions.

Figure 3.3 Current on treatment at APR16 by age, sex, and PSNU
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Populations for prevention

PEPFAR/S priority populations for combination prevention are adolescent girls and young women (AGYW) (15-29 years), men (20-39
years), and OVC (primarily 10-17 with a specific focus on the 10-14 year olds for risk avoidance). PEPFAR/S will increase its focus on the
most vulnerable age/sex segments, including out-of-school AG, and mobile males including the military. The PP are based on
epidemiologic, risk, and contextual factors including:

e High HIV prevalence among women 20-24 at 30%’;

e Almost half of the population is under 20 years old;

¢ High incidence: men aged 30-34 years (3/100 p-y) and women aged 20-24 years (4/100 p-y);

¢ 50% of HIV-positive men unaware of their HIV status and have high viral load’;

e High prevalence of SGBV: 38% of women aged 18-24 years experienced sexual violence;’

¢ 15% of young women aged 18-19 years are living with HIV compared to less than 5% of their male peers®;
e AGYW report having unprotected sexual relations with men 5-10 years older than them®

e 71% of children are classified as orphaned and vulnerable®

e High incidence amongst military men aged 20-34 years old.

7 SHIMS 2011
8 MICS 2014
*VACS 2007
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4.0 Program Activities for Epidemic Control in Scale-up Locations and
Populations

4.1 Targets for scale-up locations and populations

Swaziland prioritized all regions (SNU) as scale-up-to-saturation in COP17; hence, all targets are classified as scale-up-to-saturation.

Table 4.1.0: ART targets in scale-up sub-national units for epidemic control

PEPFAR Target
Total PLHIV PEPFAR . PEP FAR Newly current on ART PEPFAR ART National ART
SNU (COP1y) Expected current initiated (COP17) (COP17) Coverage Coverage (COP17)
on ART (COP16) TX_NEW TX CURR (COP1y)
0
Manzini 81,730 45,673 10984 55707 68% 90%
0
Hhohho 61,634 44,123 7329 47831 i78% 90%
0
Lubombo 48,980 36,003 11,038 44422 cL 90%
0
Shiselweni 41,579 20,085 4735 22963 BB 81%
0
Total 233,923 149,393 34,086 170,923 3% 88%
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4.1.1 Targets by entry stream for adults and pediatrics newly initiating ART in scale-up PSNUs

Tested Identified Newly
Entry Streams for ART for HIV Positive Initiated
Enrolment (APR (APR (TX_NEW)
COP17y) COP17y) APR COP17y
Index Testing 32,312 8,724 7,545
Inpatient Services 6,248 425 382
PITC  Tuberculosis 4,822 767 690
VMMC 15,656 501 451
Adults Other PIT(; 46,683 6,396 5,756
CBTC Inde>‘< Testing 28,861 6,349 5,479
Mobile 51,788 4,557 4,102
VCT VCT co-located 28,659 3,726 3,353
VCT standalone 24,854 2,485 2,237
Clinical care patients not on ART 2,037 1,333
PITC Index Testing 6,587 461 392
Pediatrics Other PIT(.T 86,899 1,825 1,551
CBTC Index Testing 5,764 231 196
Mobile 6,685 140 119
Total 345,817 38,624 34,086
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Table 4.1.2 VMMC coverage and targets by age bracket in all regions

Cumulative
VMMC
Pop size done Current FY17 VMMC_ Expected
Target estimate  (2009-2016) Coverage  VMMC _CIRC CIRC Coverage
SNU Populations  (SNUs)*  current age (APR16) targets (COP17) (COP1y)
All 10-14 years 60,846 22281 37% 4,418 7,976 57%
Regions 15-29 years 154,262 50674 33% 13,428 13,230 50%
30+ years 109,914 19418 18% 770 844 19%
Total 325,022 92,373 28% 18,616 22,050 41%
Table 4.1.3 Target populations for prevention interventions to facilitate epidemic control
Population Size Estimate Coverage Goal DREAMS Tinkhundla Only
Target Populations (scale-up PSNUs) (scale-up PSNUs, COP17) Population Size Coverage Goal COP17 Targets
Estimate (COP1y)
Females 15-29 years 183,435 35% 105,741 51% 60,255
Males 20-39 years 191,060 25% 88,865 41% 47,401
KP (FSW) 12,274 60% n/a n/a 7,364
KP (MSM) 5,719 60% n/a n/a 3,431
Military * 6,300

*This is considered sensitive
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Table 4.1.4 Targets for OVC and linkages to HIV services

Target # of active beneficiaries receiving

Estimated # of Orphans and Target # of active OVC (COP17 support from PEPFAR OVC programs whose
SNU Vul bl Chl?ld Target) HIV status is known in program files (COP1;
ulnerable Children
OVC_SERV Target)
ovc
Hhohho 94,121 17,186 6,874
Manzini 107,162 19,491 7,796
Lubombo 81,278 16,166 6,466
Shiselweni 68,157 10,915 4,366
TOTAL 350,718 63,758 25,502

30| Page



4.2 PP prevention

PEPFAR/S combination prevention program will build on and expand successful community
leadership and engagement programming. PEPFAR/S will work with community leaders to
reinvigorate and intensify focus in the areas of communication and skills building, and differentiated
service delivery models for specific population segments. In addition, PEPFAR/S will strengthen
monitoring and use of local data to improve programming, coverage, and outcomes.

The PHIAs from Zimbabwe, Zambia, and Malawi demonstrate that a large proportion of youth under
30 do not know their status. Swaziland’s analysis of ART coverage shows adolescent boys and girls 15-
19 and men 20-39 are lagging behind. The MICs 2014 observed a 15% decrease in knowledge and more
than a 20% increase in PLHIV stigma compared to the 2010 survey. The following factors contribute to
an urgent need for a robust combination prevention program: unemployment, slow recovery from the
2015/16 drought, high levels of sexual and gender based violence, and transactional intergenerational
sex.

The key areas for strategic direction are:

¢ Information/Communication and skills building
o Nuanced and culturally adapted HIV information and messages
o Youth accessible channels and approaches (including social media)
o Multiple entry points
e Refined targeting and coverage
o Improved population segmentation
o Differentiated service delivery models and approaches and more effective linkages
¢ Community leadership and ownership to promote
o Increased demand for and access to HIV services
o Structural and normative changes and protective behaviors
o A coordinated HIV response that meets local needs

HIV fatigue and inadequate messaging may have led to the striking reduction in knowledge about HIV
transmission. To reinvigorate HIV communication, PEPFAR/S with NERCHA and the MoH health
promotion unit will develop and produce youth and data informed age/sex tailored prevention
messages and job aids. Complex concepts such as viral load and the types of sexual intercourse and
partners that increase risk will be thoughtfully crafted, culturally adapted, and channeled through
youth and male accessible means such as social media, mobile networks and communication
platforms such as WhatsApp. Finally, smart use of data can have a powerful impact on knowledge,
behavior and norms. PEPFAR will support innovative ways to communicate Swazi specific data for
different audiences at all levels.

Lessons from DREAMS implementation demonstrated that interventions must be more nimble and
utilize multiple different entry points to reach a broader swath of the target populations, including the
most vulnerable and hard to reach mobile populations such as out-of-school youth, seasonal workers,
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and unemployed job seekers. While PEPFAR/S will continue to use effective entry points such as
schools, clubs, sports and cultural gatherings, in COP17, it will explore other entry points and a variety
of delivery models and with different intensity.

In COP17, PEPFAR/S will continue to target AGYW and adolescent OVC with the comprehensive
DREAMS package including mobile sexual and reproductive health services and HTS in addition to
male centered interventions in the 19 focus Tinkhundla. Following the demonstration project with
Female Sex Workers (FSW), PrEP will be expanded for use by at risk young women. PEPFAR will reach
the most vulnerable and high risk groups using evidence and outcome-based approaches that are
adapted to the different sub-populations’ needs and lifestyles. Fresh, creative and state-of-the-art
messaging through youth and male friendly channels will reinforce the comprehensive interventions,
and will have the added value of a broad nationwide reach. PEPFAR/S will expand the age segments of
DREAMS and priority populations for AGYW from 15-29 and men 20-39. Prevention with OVC will
focus on the adolescents 10-17 and with the 10-14 year olds especially for risk avoidance. Children of
FSW and adolescent girls will be targeted in the five urban Tinkhundla along with YW and men, and
YW and men will be included in two previously AG only Tinkhundla. PEPFAR/S will increase coverage
in select “game-changer” chiefdoms.

Building on its successful community and male engagement program in the 19 DREAMS Tinkhundla
and lessons from the COP16 “Chiefdlom Game-Changer” PEPFAR/S will continue to strengthen the
community platform to promote prevention and treatment of new infections and retention in care.
Supporting the chiefdom structures has shown to increase the uptake of core services, including HTS,
ART, PMTCT, and VMMC especially among men. In COP17, local government and traditional leaders
will be provided with leadership, planning and management skills and tools they need to effectively
lead and coordinate the local HIV response. Reducing gender-based violence (GBV) as well as creating
a safe environment for AG will be paramount. Local leaders and community cadres will assure clients
are connected to health and social services including CommLink and they will provide an important
foundation for a coordinated CommART program. Through performance-based support, Chiefs and
their inner councils will be assisted to monitor progress and utilize their data to improve coordination
and guide program implementation.

Gender norms and GBV will continue to be infused throughout all communications and in DREAMS
and community interventions. Clinic partners will reinforce quality post violence care and access to
PEP. PEPFAR/S will continue to work with gender champions, such as CANGO and SWAGAA, to
advocate for key legislation, including the Sexual Offences and Domestic Violence Bill. In COP17
PEPFAR/S will conduct a rapid analysis for the creation of a GBV hotline.

PEPFAR/S will launch an aggressive condom and lubricant promotion program in COP17 focused on
improving youth and KP access and on correct and consistent use, with an anticipated distribution of
17 million condoms, up from 11 million distributed in COP15. PEPFAR/S will support a market
segmentation assessment to improve programming. It will assess the effectiveness of the category
youth brand (got it, get it) and the national campaign (free or not).
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The Umbutfo Swaziland Defence Force (USDF) implements community-based activities among
soldiers, their sexual partners, and surrounding communities to promote safer sexual behaviors and
practices. In COP1y, the USDF will use key prevention strategies including peer education and
interpersonal communication (including drama/edutainment) during recruit training and quarterly
outreach to battalions through existing counselors to address social and gender norms, SGBV, STIs,
alcohol and drug abuse, and promotion of condom use. This systematic expansion of existing
prevention activities within the military emphasizes close collaboration with existing interagency KP
prevention activities surrounding military bases. In addition, DOD will plan for a PrEP pilot (n=50)
amongst young HIV negative military men, and develop provider initiated prevention education
during the annual routine military medical examination and refine the HTS strategy.

In COP17, PEPFAR/S will expand its KP program to reach an estimated 60% coverage of FSW and men
who have sex with men (MSM). As recommended by the November 2016 KP stock taking exercise,
PEPFAR/S will conduct hot-spot mapping and micro-planning to improve targeting, reach and
coverage. PEPFAR/S will strengthen and extend successful models of service delivery including peer
outreach, mobile clinical and psycho-social services, and peer navigators. Drop-in centers for safe
spaces and support will be explored in high density areas. KP peer navigators will work with MoH and
clinic partners to oversee the roll-out of T&S and CommART in hotspots. PrEP for HIV-negative FSW
will be continued and will be expanded to MSM. PEPFAR/S will continue to build on and expand its
successful program with the Royal Swazi Police, health care workers and municipalities to reduce
violence against KP and maintain environments that protect human rights and promote uptake of HIV
services.

4.3 Voluntary Medical Male Circumcision (VMMC)

PEPFAR/S will continue to support the National VMMC Strategy and Operation Plan (2014-2018) that
was informed by a robust age- and location-disaggregated VMMC database, used to analyze yield from
different service delivery modalities and approaches, and the VMMC Decision Makers Program
Planning Toolkit (DMPPT) 2.0 model, which defines the most immediate and greatest magnitude of
impact at the lowest cost by segmenting 10-49 year old males.

VMMUC activities will be prioritized across all four regions because all are designated as scale-up-to-
saturation. The VMMC service delivery model consists primarily of outreach and mobile sites, with
very few static sites; thus, accurate yield data requires more complex analysis than facility yield. The
program maintains a high-quality database with age, location, and service delivery approach (mobile,
outreach, and static) disaggregated data. This data will be reviewed monthly with MoH and
implementing partners to inform and improve programming. Furthermore, demand creation
approaches will be closely monitored on a monthly basis and adjusted as necessary.

Based on APRi6 results, the Swaziland VMMC program is making steady progress towards the age
pivot. PEPFAR/S continues to implement and document innovative strategies aimed at increasing
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VMMC uptake among males aged 15-29. In COP17, PEPFAR/S will continue to analyze data at a
granular level with the aim of expanding successful models and scaling down activities that do not
yield the desired results. Focusing on high schools and male mentoring camps (Lihawu Camps) have
proven to be successful tactics to attract older males. Other promising approaches include; engaging
community leaders, door-to-door follow-up of clients, one-on-one sessions and working with
DREAMS partners to increase VMMC demand in the DREAMS Tinkhundla. In addition, a number of
innovative approaches are planned, including: generating VMMC demand among Boy Scouts;
engaging “blue-collar” companies and working with the uniformed forces. The program will also
leverage CIHTC and other prevention efforts to ensure referrals of HIV negative males to VMMC. In
addition, HIV positive clients identified through the VMMC program will actively be linked into
treatment.

The current PEPFAR/S VMMC award is performance-based, and the local partner has established cost-
saving models aimed at reducing the VMMC unit expenditure. These approaches are expected to
continue showing positive results during the COP16 expenditure analysis.

In COP17, PEPFAR/S will assure quality standards are in place by building both external quality
assessments (EQA) and continuous quality improvement (CQI) activities within the program.
PEPFAR/S will ensure implementation of all PEPFAR, national, and WHO standards, guidelines, and
policies. PEPFAR/S will ensure that all clients accessing VMMC services receive comprehensive
instructions on recommended post-procedure wound care, particularly to reduce the risk of tetanus
infection. In addition, PEPFAR/S will continue to support the national program to implement adverse
event (AE) reporting recommendations as espoused by the WHO and the 2015 PEPFAR Reporting
Protocol for VMMC Client Death and notifiable AE. In addition, PEPFAR/S worked with headquarters
to institutionalize VMMC continuous quality improvement (CQI) activities within the national
program. Through this exercise, the VMMC program has been able to address the gaps identified
during the SIMS assessments and thereby ensuring client safety at all times. In COP17, a VMMC
program will begin for 812 military clients focusing on the 18-29 year old age groups.

4.4 Prevention of Mother-to-Child Transmission (PMTCT)

In line with the WHO recommendations, all HIV positive pregnant women are offered anti-retroviral
treatment regardless of their immunological status across all health facilities in Swaziland. In addition,
all HIV positive pregnant and breastfeeding women on ART will have VL monitoring every six months
until cessation of breastfeeding and annually thereafter. In COP17, PEPFAR/S will focus on ensuring
that all health facilities implement comprehensive and quality PMTCT services across all four regions,
prioritizing support to scale-up and high volume sustained facilities, including support for lay cadres
and laboratory services. PEPFAR/S will review the performance of facilities regularly using volume
analysis, yield, and quality of service delivery to determine their status within site categorization.
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In an effort to ensure the delivery of quality PMTCT services, PEPFAR/S will support building and
enhancing the capacity of HCWs through NARTIS trainings, comprehensive clinical mentoring,
supportive supervision, and on-site trainings. PEPFAR/S adheres to the WHO PMTCT four-pronged
approach and will use PMTCT as an entry point to support the broader maternal newborn and child
health (MNCH) platform, including family planning. This platform will also provide an opportunity to
reach partners and family members with HTS and linkages to treatment. PEPFAR/S will continue
supporting nutritional assessment, counseling, and referrals of MNCH clients for food by prescription

services.

PEPFAR/S will continue to support mentor mothers at high-volume sustained sites and scale-up sites
to provide HTS, adherence and nutritional counseling, assisted disclosure support, SGBV screening,
partner testing, and client follow-up. In collaboration with the Global Fund, PEPFAR/S will also
support mentor mothers in surrounding communities to ensure strong bi-directional client referrals
and increase retention of mother-baby pairs in care. In addition, PEPFAR/S will support the expansion
of support groups for pregnant and breastfeeding women. PEPFAR/S will continue working through
the traditional structures (chiefdoms) to increase demand for PMTCT services and retention in care.
PEPFAR/S will also use mHealth technologies as appointment reminders in an effort to keep pregnant
and breastfeeding women in care. Furthermore, the expansion of the CMIS will enable the PMTCT
program to track early retention on ART.

PEPFAR/S will continue collaborating with the UN agencies and other stakeholders in providing
national level TA for HIV/FP integration efforts, HIV/TB services, and supply chain management to
leverage competencies and resources to ensure the delivery of a robust national PMTCT program
through Technical Working Group (TWG) participation and joint planning. SIMS assessments found
that most sites have met or surpassed national standards. However, some common issues were
observed across sites, including failure to document facility-community referrals. This is because the
national registers do not capture these data. PEPFAR/S is working with the national program and

partners to ensure resolution.

4.5 HIV testing services (HTS)

In the 2011 SHIMS study, 62.4% of PLHIV reported being aware of their HIV status. Since then,
PEPFAR/S has scaled up HTS through PIHTC and CIHTC initiatives. Although Swaziland has an HIV
prevalence of 26% among adults >15 years (DHS 2007), the adjusted expected HIV yield for
undiagnosed positives is 7.7%. This means that Swaziland is close to reaching the first go. However,
identifying the remaining undiagnosed positives will require significant efforts and improved linkage
to care. To reach the first go by end of COP17, an estimated 345,596 people will need to be tested in
order to find 35,542 currently undiagnosed PLHIV.

GKoS adopted the WHO 2013 integrated HIV management guidelines in 2014 and the WHO T&S
guidelines in September 2016. The age for consent for HIV testing is 12 years. There is also an
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emphasis on ensuring correct HTC results and connection/linkage to appropriate prevention (e.g.
VMMC), care, and treatment services. Lay counselors perform testing, and expert clients provide
linkages to treatment and prevention services.

The COP16 gender analysis revealed high levels of stigma and that men are reluctant to know their
status. Systemic issues, such as long queues/inconvenient clinic hours, especially affect men and deter
testing. Negative provider attitudes and lack of confidentiality also impact youth and KP access.

PEPFAR/S has scaled up HTS through PIHTC and CIHTC initiatives (Figure 4.5.1).

PIHTC: Facility based testing

This approach provides the highest number of tests and also contributes the highest number of
positives due to the volume of people tested. At facilities HTC is provided in an opt-out approach. It is
worth noting that due to the fact that yield is determined by those who attend facilities, there is little
room for improving yield.

CIHTC: Community based testing

Since COP15 there has been increased focus on supporting partners in the community (Figure 4.5.2).
There are two types of partners supported; those that focus on finding positives and those that provide
testing as part of a broader comprehensive package of care. In the latter, the outreach is not only
geared towards identifying undiagnosed PLHIV but also contributes to HIV negative people knowing
their status and linkage to prevention services. In the former, yield has been greatly improved by
weekly data reviews, to monitor yield and focus on approaches that are the most efficient.

Figure 4.5.1 Quarterly trend of HTC_TST_POS facility vs community
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Figure 4.5.2 Trend of HTC yield facility vs. community
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Figure 4.5.3 HTC_TST facility vs. community
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HTC entry points

The graph below shows where in FY16 HIV positive clients were identified and the yield at those
testing sites. At the facility, OPD and VCT identified the most positive clients. At the community
level, mobile outreach and VCT stand-alone contributed most.
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Figure 4.5.4 FY16 HTC_TST_POS proportion and yield by entry point
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We only have cost data for PSI's community testing. If we look at the cost per positive identified, we
see index case finding and hotspot testing, especially after hours were most cost effective.

Figure 4.5.6 PSI CIHTC cost/PLHIV and yield by entry point
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However, to date, the highest volume of positive clients at the community level has been identified
through hot spot site testing, street testing, and specific testing campaigns.

Figure 4.5.7 PSI CIHTC cost/PLHIV and PLHIV identified by entry point
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As a result of this analysis, in COP17 there will be renewed efforts to improve the numbers of positive

clients identified from family members and partners of index clients.

In terms of identifying specific priority populations, the following charts show which entry points are

best at identifying positive clients by age and sex.
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Figure 4.5.8 Distribution of Tests: Modality by Age & Sex
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Figure 4.5.9 Distribution of males by entry point and age
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Figure 4.5.10 Distribution of females by entry point and age
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Target populations include men, KPs, and partners and families/partners of PLHIV. In COPi17,
PEPFAR/S will continue to scale up HTS within OVC programs and target AGYW aged 15 to 29 years in
DREAMS Tinkhundla.

For all approaches there is an intensified linkage to care and treatment as well as prevention services.
Linkage is critical given the efforts and costs of identifying an infected person. Linkage has been a
focus of PEPFAR/S since 2015. In June 2015, PEPFAR/S with CDC-Atlanta started a Community
Linkages (CommLink) Intervention, which is aimed at facilitating linkages to care from community to
facility. Linkage rates are 96% with a median of 6 days from consent to ART initiation. The results are
similar across all demographic. Twenty-six percent of clients were previously diagnosed by out of care
and were reinitiated into care (see 4.11.a for additional information).

In COP17, PEPFAR/S support will:
(1) Increase the supply of CIHTC with improved targeting;
(2) Increase informed demand for CIHTC;
(3) Continue to improve linkages to HIV care and treatment for individuals who test positive and
linkages to VMMC for men who test negative;
(4) Improve national monitoring and evaluation systems for HTC; and
(5) Develop a sustainable Swazi-owned program.

The HTC program will continue to engage community leaders to mobilize PPs and communities with
low HTC uptake (identified through GIS mapping), especially targeting men. Expansion of the game
changer in COP16 with the engagement of chiefdoms, through a performance-based support will
mobilize communities; will especially target men, to T&S.
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Index testing to reach families and partners of clients: Efforts to increase the number of families and
partners of clients at both facility and community sites will be a major emphasis of the HTS program
in COP17.

After-hours promotions: PEPFAR/S will continue to reach people who have work commitments and
reside in busy locations through after-hours promotions. At the community level, counselors are
placed in the late afternoon and evening at crossroads and busy bus terminals to reach clients with
HTS. At the facility level, hours of operation will be extended to afterhours and Saturdays in specific
high volume clinics.

Workplace: PEPFAR/S, in collaboration with SWABCHA, SWAMMIWA, and other partners, targets
male-dominated workplaces (construction companies, plantations, lumber companies, and mines). In
COP17, PEPFAR/S will continue to target miners, ex-miners, and their families through SWAMMIWA.

HBHTS for index clients: In COP17, Home-Based HTS will continue to reach partner(s), family
members, and neighbors of index clients. It will also be used as a mop-up strategy in areas where HIV
transmission is likely to take place, e.g., homesteads near bus terminals, truck stops, FSW hotspots,
mines, informal border crossings, and factory workers’ residences.

Stand-Alone Site: PEPFAR/S will continue to support seven stand-alone sites under the New Start
brand in Swaziland.

Mobile sites: In COP17, mobile clinics for preventive care, including HTS and early initiation as in the
CommlLink model, will continue outreach and also community ARV refills.

Testing for KPs and PPs

In KP hotspots, MSM and FSW will be targeted with a comprehensive package of services including
HTC, condoms, lubricants, STI, FP and other SRH services, enrollment and linkage to care and
treatment services. A youth-focused package of these services will be offered to AGYW in the DREAMS
Tinkhundla.

Increasing HIV testing outreach to military clients will emphasize increased systematic targeting of
active duty military and improved linkage to treatment. Improved targeting will occur through
advocacy to update the military testing policy to reach 100% within two years, expand opt-out facility
PIHTC by non-physicians and at outlying military clinics, expand facility index case testing for spouses
& partners of military PLHIV, quarterly HIV testing campaigns at military bases, continue testing at
high yield entry points (e.g., Co-located TB clinic), task shifting to USDF nurses with improved stable
staffing of the outlying military general medical clinics to permit expansion of VCT co-located services,
and testing through a new VMMC program and small PrEP pilot. Improved linkage will occur through
development of a military case management service (including confidential patient tracking that
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coordinates with the civilian Linked Care Management Program) and advocate for military unique
identifiers in HMIS.

4.6 Facility and community-based care and support

The care package includes direct service delivery for psychosocial and adherence support, and TA
support for patient monitoring, FP integration, clinical services for SGBV and PEP and QA/QI.
PEPFAR/S works with MoH-funded Rural Health Motivators (RHM), community partners, mentor
mothers, and expert clients to provide care and support services at the community level. This will be
expanded to support community-based ART refills where possible. CIHTC partners will enroll all new
HIV-positive clients into care at the point of diagnosis using mobile/static services with integrated
HTC and care services and referral. Regional clinical partners will strengthen pain management for
terminally ill HIV-positive patients.

PEPFAR/S supports cervical cancer screening for HIV-positive women (Visual Inspection with Acetic
Acid (VIA) and cryotherapy) at three high volume sites. In COP17, PEPFAR/S will supply each site with
a culposcope for loop electrosurgical excision procedure (LEEP) when necessary.

Positive Health Dignity and Prevention (PHDP) activities will be strengthened by introducing
activities to provide ART for the HIV-positive partner in a discordant relationship. Efforts are currently
ongoing to strengthen NACS. Facilities were supplied with instruments for measuring weight and
height and job aides for calculating BMI. Site mentoring and QI projects are also ongoing.

PEPFAR/S adapted the Engender Health Stigma/Discrimination Reduction and Infection Prevention
and Control Training manual for use in training all health facilities, starting with high-volume sites to
help address issues of stigma around HIV and discrimination of KPs.

4.7 TB/HIV

Swaziland has a high HIV prevalence, highest rate of TB incidence (566 cases/100,000),° and high
TB/HIV coinfection rate (71% of TB patients are co-infected); and 4.2% of TB patients have MDR TB.
Progress has been made: 97% of notified TB patients had a known HIV status; 79% of co-infected
patients started ART. Case notification rate is 900/100,000; and the TB treatment success rate of TB-
infected PLHIV is 71%.

As ART coverage increases, there has been a decline in TB cases.

® WHO World TB Report, 2015
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Figure 4.7.1: TB cases decline as ART coverage increases"
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The revised national TB/HIV policy states that all TB treatment facilities should provide HTC, care,
and treatment to ensure early enrollment of co-infected patients in ART. In January 2016, a study to
characterize TB/HIV activities was completed in collaboration with MoH, PEPFAR/S, and CDC-
Atlanta. The objectives of the study were to evaluate the ICF cascades in HIV care and treatment
settings; to evaluate the provision of ART for HIV-positive TB patients; and to evaluate TB infection
control measures. For the ICF cascade, the study found that overall screening was excellent (97%). Of
those screened, one-fourth had a positive screen. However, of those with a positive screen, only half
had a reported diagnostic evaluation. This was the single greatest point of loss from the cascade. It is
unclear if the drop is due to tests not ordered, specimens not received in the lab, results not received
by clinicians, or results not reported. Gene Xpert was used for diagnosis in 87% of cases. Of those with
a TB evaluation, 65% received a positive diagnosis. All patients with a TB diagnosis received TB
treatment. IPT uptake was universally low at 7.3%. Higher levels of IPT use in some facilities indicate
that programmatic conditions for IPT use exist. Approximately 90% of PLHIV not already on ART
initiated within eight weeks of TB treatment initiation. Infection control practices showed clear

' Haumba, et al. Declining tuberculosis notification trend associated with strengthened TB and expanded HIV
care in Swaziland. Public Health Action. 5:2 (2015).
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deficits. There is a need for site-specific IC plans and accountable persons/committees, HCW training,
consistent use and availability of N-95 masks, and confidential HIV and TB testing for HCWs with
services, treatment, and reassignment offered if positive.

Swaziland uses the WHO four symptom screen questionnaire at all out-patient departments, in-
patient wards, and HIV clinics. TB screening among the general population has been transitioned to
GF and GKoS. SIMS visits show that over 97% of HIV+ clients are normally screened for TB. Sputum
from all TB suspects (both TB and HIV sides) is analyzed using Gene Xpert as the first line of
diagnosis. SIMS visits identified gaps in IPC and IPT (100% of facilities scored either red or yellow in
IPT). Many facilities have neither an IPC focal person nor plan. Efforts are currently ongoing to
remedy this gap. Mentoring activities for IPT have been intensified and QI projects have been
instituted.

The PEPFAR/S CIHTC partners collaborate with the national TB partner to integrate TB screening for
newly-diagnosed HIV-positive clients into HTC services at the community level. Likewise, the KP
partner integrates TB screening with their mobile services.

Figure 4.7.2 TB/HIV Cascade from TB Clinics
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Figure 4.7.3 TB/HIV Cascade from HIV Clinics
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As noted, IPT coverage is low. In COP17, PEPFAR/S will continue the expansion of IPT to all facilities
and strengthen TB infection prevention and control (IPC). PEPFAR/S also plans to introduce POC
chemistry tests to improve monitoring of patients on MDR-TB treatment. The use of Bedaquiline, and
other WHO-approved drugs for MDR-TB patients will be continued through a compassionate
donation from USAID. PEPFAR/S will also support an initiative, with the miners’ union, to strengthen
diagnosis and treatment of TB and HIV in miners and their families.

Pediatric TB diagnosis and management will be improved by introducing better diagnostic tools,
management algorithms, and clinical mentoring. Community-based support services for TB screening,
contact tracing, and compliance with TB treatment will be expanded. Active case finding among
pregnant women will be strengthened using evidence from the PMTCT/ART integration-funded TB
screening tool evaluation. PEPFAR/S will collaborate with the WB and GF to strengthen TB diagnosis

and treatment for miners and ex-miners.

Nationally, PEPFAR/S supports a TB/HIV point person at Swaziland National AIDS Program (SNAP).
Regionally, TB/HIV coordinating bodies are being revitalized and capacitated to help in planning and
coordinating joint TB/HIV activities. In an effort to make the national TB hospital a center of
excellence, viral load testing capacity was put in place in the TB hospital laboratory.

TB/HIV activities are part of the integrated clinical package for the regional partners. The regional
partners will support all public facilities for decentralized TB/HIV services using DSD.

Swaziland TB/HIV activities align with core activities for reducing HIV related mortality. PEPFAR/S
continues to support improvements in supply chain management for TB drugs and testing supplies.
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4.8 Adult treatment

PEPFAR/S supports nearly 80% of clients on ART in Swaziland at MoH facilities. Decentralization
models were initiated in 2007, using the hub-and-spoke system. Auld, et al showed that down-referral
and spoke-initiation were protective against both LTFU and overall attrition. Currently, almost 60% of
new ART enrollment is in spoke facilities. Given the uniformly high HIV burden in the country,
PEPFAR/S anticipates increased enrollment at spokes, especially as we approach saturation and the
spokes are used to mop up the hard to reach PLHIV in the communities. In COP17, PEPFAR/S will
focus on continued scale-up of ART coverage in line with new national guidelines through
strengthening decentralization of integrated clinical services, improving linkages to care and scaling
up community-based ARV delivery.

Engaging men is key to achieving epidemic control. Early HIV testing, linkage, and retention programs
targeting men (Section 4.5) could significantly improve the impact of Swaziland’s ART program on
HIV incidence and HIV-related mortality. Without increased testing and ART enrollment for HIV-
infected men, HIV incidence among young females (15-24) will not decline as fast as anticipated. If
VMMC is the intervention to protect young HIV-negative men, then early HIV testing, linkage, and
retention is the package for HIV-positive older men—both for their own health, as well as a protective
intervention for AGYW. This will be complemented by provision of PrEP to vulnerable young women.
In COP14, PEPFAR/S rationalized its clinical support with only one partner per region providing
integrated comprehensive clinical services (PIHTC, care, treatment, TB/HIV and PMTCT). The
regional partners support all public facilities in the region. This approach ensures consolidation of
comprehensive services in all PEPFAR/S-supported facilities while maximizing efficiencies through
program synergies, combined trainings, mentoring, and QI activities. PEPFAR/S will facilitate close
linkages between DREAMS partners and regional clinical partners to ensure PPs access to early ART as
part of a complete package of combination prevention.

Achieving the Second go:

It is estimated that there will be 233,923 PLHIV in Swaziland during COP17: 74% were on treatment as
of September 30, 2016. To reach the second 9o, PEPFAR/S will need to enroll 34086 people on
treatment in COP17. The expected TX_CURRENT for COP17 is 170923 patients; this covers 73% of all
PLHIV and should translate to over 81% coverage of all PLHIV across the country (the remaining
proportion contributed by MSF and the private sector). To achieve this, an increased level of effort is
needed in Lubombo and Shiselweni regions as data shows that these regions have the biggest gap, in
terms of reaching the second go. New ART initiation of military men depends on improved case-
finding and continued HRH support at the military ART site and improved task-shifting to previously
trained (PEPFAR-supported) USDF nurses to expand existing capacity. T&S has been implemented at
MoH facilities since September 2016 and at the military facility since November 2016.

Facility based ART service will be complemented by ART initiations in mobile clinics around the
country. This will improve access to services for people who live in hard to reach areas and those who
are not comfortable accessing services in health facilities.
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Service delivery:

The GKoS provides the infrastructure/space and most HR, while PEPFAR/S provides TA for program
implementation, lay cadre HCWs, strategic information (SI), and evaluation capacity. In COP17,
PEPFAR/S will expand community-based ART initiations and scale up community ART refills to help
decongest health facilities. Community-based ARV delivery strategies are being scaled up and regional
clinical partners will collaborate with community partners to strengthen linkages and facilitate early
ART enrollment (see table below for ART delivery models. Swaziland is already implementing an

efficient package of services as per WHO guidelines).

A new model of community and facility coordination is being introduced in COP17 - Linked Case

Management.

Figure 4.8.1 Linked Case Management Schema
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The program has five components:

1) Regional expansion of CommLink to provide testing and linkage services in all regions under

management of Regional Health Management Team

2) Scale-up of linkage-case-management services at high volume facilities under management of

Regional Health Management Team
3) Active engagement with family and partners of index clients for testing and referral

4) Referrals to other facilities in the same region and in other regions will be facilitated (CMIS

with unique identifiers should be in place)
5) Referrals to community services will be facilitated
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Laboratory monitoring and Viral Load Scale Up (The third go):

Patient monitoring will shift from CD4 to routine VL monitoring for process and cost efficiencies. In
addition the use of chemistry and full blood count for clinical management of patients will be
streamlined. Swaziland received central funding for VL scale-up. These funds will strengthen VL
monitoring by supporting testing (procurement of two additional instruments and support for lab
technologist recruitment and training), sample transportation, lab information systems, and early
return of lab results through SMS. It also provides support for training nurses and communities in VL
literacy and training of newly recruited laboratory technologists. In COP17, PEPFAR/S will support
sample transportation and decentralization of VL testing for scale-up of routine VL monitoring, while
GF will supply VL reagents and additional lab technologists. PEPFAR/S and GKoS developed SOPs and
algorithms to guide clinicians on the use of VL. These SOPs also outline strategies for step-up
adherence and when to switch to second or third-line ART.

SIMS assessments showed the following problems in the facilities; testing interruptions in 83%; lack of
SOPs in 50%; insufficient quality testing monitoring in 50%; poor results and information
management in 67%; absence of a quality management system in 67% and lack of quality assurance in
POCT in 60% of facilities. These findings are shared with the IPs and MoH, and intensive partner
support is required to address these issues in the facilities.

Differentiated models of care

Swaziland has developed guidelines and SOPs for the roll out of differentiated models of care. These
documents address the different approaches to providing care for stable and unstable HIV positive
patients in Swaziland. The approaches are described in the table below.

Table 4.8.1: Differentiated models of care in Swaziland

Usual Care | Mainstream Care | For clients who require more clinical attention and support from
the health care system. These are unstable clients and include the
following: newly initiated (within 6 months), young children,
those with challenges in adherence, clients failing treatment and
those with opportunistic infections and co-morbidities.

New ART Stable ART clients are fast tracked to receive their refills by
Delivery skipping the consultation step and also creating a fast flow system
Approaches to expedite the dispensing of drugs. Skipping the consultation step

Fast-Track Model | does not mean skipping collection of visit details of the patient. All
patients seen under the fast track model will have their data
updated in the electronic systems and appointment registers as
outlined in the SOPs.
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Facility-Based General TGs: ART patients undergo rapid group clinical
Treatment Groups | assessments and collect their ART medicines at facilities as groups
with clear provision and guidance for patients to undergo
individual clinical assessment through an open door policy only if
indicated. Prepacking of the drugs is required to enable dispensing
at the ART clinic.

Teen Clubs: Similar to the treatment groups but are specifically
designed to cater for the age-appropriate needs of adolescents and

teenagers.
Community-Based | These are groups of 2-6 clients who take turns to visit the facility
ART Groups | to get refills for group members. The group will conduct meetings
(CAGs) in their communities for collection of booklets (prior to clinic

visit) and distribution of drugs and return of booklets (after the
clinic visit). The client visiting the facility will have a full clinical

visit.
ART Outreach | Mobile teams from facilities take the available services to the
Model community. As many services as possible should be provided in

the most appropriate manner in this model.

4.9 Pediatric treatment

In October 2016, Swaziland adopted the WHO 2015 ART consolidated guidelines recommending ART
for all children regardless of immunological status.

In line with the WHO recommendations, all HIV positive children under 15 on antiretroviral treatment
will be monitored for viral suppression at six and 12 months after ART initiation and annually
thereafter. The program will ensure a high-coverage and quality EID program by supporting the
national sample transportation system, training and mentoring HCWs, and CQI activities. In
addition, PEPFAR/S will support the roll-out of birth testing following the conclusion of ongoing birth
testing pilots.

In response to the high LTFU of HIV-exposed children at 18 months, the program will expand the
implementation of the Mother-Baby-Pair (MBP) initiative to more facilities. The aim of the initiative is
to encourage mothers and their children to visit health facilities as a pair and more frequently through
provision of a package of services for both the mother and the baby. In addition, mHealth
technologies will be used as appointment reminders for mothers to bring HIV exposed children for the
18-24 months exit testing.

The pediatric program will expand index testing in an effort to identify undiagnosed HIV-positive
children and link them to treatment. Active case-finding of children whose family members are newly
diagnosed HIV-positive through high yield entry points will be strengthened. In addition, the program
will also strengthen HIV testing in high-yield entry points, such as in-patient departments, out-patient
departments, nutrition corners, and TB units through placement of HTS counselors and training and
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mentorship of health care workers. In addition, the program will also work closely with the OVC
program to expand HIV testing among orphaned and vulnerable children.

Key program directions include: strengthening the diagnosis and management of pediatric clients on
treatment through on-site training and mentorship of health care workers; and improving follow-up
and tracking of exposed infants to ensure that all HIV positive children are linked to treatment
without delay. Lay providers will support adherence preparation of caregivers for ART initiation,
adherence monitoring, counseling and support, and patient tracking to improve retention. In addition,
PEPFAR/S will support CQI activities at facilities in an effort to ensure that facilities are able to use
their own data to identify program gaps and develop corrective action plans to address the identified

gaps.

Swaziland relies on community lay cadres and rural health motivators (RHMs) to support patient
tracking. In COP17, PEPFAR/S will strengthen and scale up this approach and support community-led
programs, such as working through the traditional structures, partnerships with neighborhood care
points (NCP) and support for the mobile outreach from the Public Health Units (PHUs) to ensure
early diagnosis of pediatric HIV, enrollment on treatment, and retention in care.

In addition, PEPFAR/S will support the procurement of all pediatric ARVs through the central GHSC-
PSM mechanism.

4.10 Orphans and vulnerable children (OVC)

Recently released national data from the Multi-Indicator Cluster Survey (MICS 2014) show that the
percentage of children classified as OVC increased from 45% in 2010 to 71% in 2014, with the Lubombo
and Shiselweni regions presenting the highest rates with 75% and 73% respectively. Orphanhood has
decreased from 24% to 20%, but 41% of adolescents aged 15-17 have lost at least one parent; 54% of
children have a chronically ill parent.

Two years after the National Children’s Coordination Unit was dissolved, a new Children’s Services
Department was established in the Deputy Prime Ministers’ office. PEPFAR will engage closely with
the nascent department as it embarks on the development of regulations for implementation of the
Children’s Welfare and Protection Act (2012), and ensure that PEPFAR service delivery to OVC is
closely coordinated with the national response.

PEPFAR advocacy contributed to another positive development that will benefit child survivors of
violence. The 2015 court directive disallowing the hearing of cases involving sexual violence against
minors in local magistrate’s courts has been revoked, removing a key barrier to access to justice

In COP17, the OVC program will continue implementation in all four SNUs with a main focus on
DREAMS Tinkhundla. In line with the DREAMS strategic direction for COP17 and expanding the
DREAMS package to AG in urban areas, the OVC program will be implemented across all 19 DREAMS
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Tinkhundla, adding the five urban Tinkhundla to the 14 Tinkhundla in which the OVC program
operated in FY 16 - 17.

The OVC program will focus primarily on direct service delivery, with adolescents aged 10-17 making
up 80% of targeted beneficiaries, with additional emphasis on girls. OVC, aged 18-19, will be eligible
for services if they meet specific vulnerability criteria, including ALHIV and OVC who are still in
school.

The program will prioritize the following target populations:

e Children and adolescents living with HIV

e Children and adolescents who have lost one or both parents
e Children and adolescents whose caregivers are PLHIV

e Children of Female Sex Workers (FSW)

e HIV exposed infants

e Children who have been neglected or abused

¢ Adolescent girls not in school

e Adolescent girls at risk of engaging in transactional sex

e Pregnant teenagers and teenage mothers

To reach the most vulnerable OVC, the program will, in addition to community and household level
targeting, strengthen entry points such as clinical platforms, PLHIV support groups, traditional
leadership structures and FSW networks.

The OVC service packages are guided by the PEPFAR principles of keeping children healthy (including
aware of their HIV status), safe, stable and schooled. Vulnerability assessments will be conducted at
enrollment, and a case management approach will be used for regular reviews, referrals and phased
graduation. A family based approach will ensure that interventions benefit not just the index child, but
all vulnerable children in the household. Service delivery will be needs-based and layering of services
will be tracked and documented.

A summary of the service packages for adolescent girls and boys is provided below. Girls will be
provided with the comprehensive DREAMS package. Risk assessments for HIV testing will be
introduced in line with PEPFAR OVC guidance.
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Table 4.10.1 OVC Package by Sex

OVC Girls aged 10-17 OVC Boys aged 10-17

Secondary education support Secondary education support

Mentoring and safe spaces

HIV risk assessment and referral to | HIV risk assessment and referral to HTC
HTC

Referrals to AFHS, FP, condoms Referrals to AFHS, condoms, and VMMC

Employability skills (15-17 year olds)

Parenting skills for caregivers Parenting skills for caregivers

Household economic strengthening | Household economic strengthening for
for caregivers caregivers

GBV prevention, post-abuse care GBYV prevention

Children aged o - 36 months, including HIV exposed infants, will receive the following package:

Table 4.10.2 OVC Package for
Infants (aged 0-36 months)

Parenting skills for ECD (health,
nutrition, early stimulation,
positive discipline)

Retention in care for HIV exposed
infants and HIV+ mothers

Referral to HTC, FP and PrEP for
mothers

Employability/livelihood skills for
young mothers

Facilitate access to social services

To strengthen the GBV and violence against children response, technical assistance to the Directorate
of Social Work will be provided to operationalize case management for children at risk of abuse or
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survivors of violence against children, involving essential NGO service providers as well as social
workers and community cadres. Effective approaches for primary SGBV prevention will be identified,
and evidence informed strategies will be implemented to ensure that vulnerable girls are aware of
what constitutes GBV and where to seek services. PEPFAR will conduct a rapid assessment to
establish a GBV hotline.

Peace Corps-Swaziland (PC/Swaziland) contributes to the PEPFAR/S OVC program through two
frameworks: community health and youth development, which both address HIV prevention and
impact mitigation. Their services include psycho-social care and support activities; establishment of
OVC community gardens to improve food security and nutritional status; income-generating activities
to improve their economic status; and capacity-building for OVC caregivers. PC/Swaziland also places
a strong emphasis on health through life skills and sexual and reproductive health.

With PEPFAR support, Peace Corps will fund 20 community Health Volunteers who will be placed in
rural communities. Volunteers will support activities that strengthen community-facility linkages and
implement programs for AGYW and OVC. Additionally, as HIV/AIDS implementation in
PC/Swaziland is cross-sectoral, Volunteers in both sectors (Community Health and Youth
Development) will be trained and engaged in HIV/AIDS related activities. Many Health Volunteers in
particular will be placed within the poorer regions of Lubombo and Shiselweni to conduct community-
based activities, targeting OVC and caregivers at different community intervention points. PCVs and
their counterparts will work to improve the well-being of OVC in eligible households, as well as to
strengthen primary care-givers through activities such as trainings for parents and caregivers on
parental skills, initiation of referrals for social and clinical services, running support groups, and
supporting school clubs and camps. Through camps, youth clubs, and peer groups, Volunteers will
organize and provide life skills training to ensure young people aged 14-18 grow to be responsible
members of their communities. In addition, with PEPFAR support, PC provides funds for PCV-
generated small grants projects that serve community needs. These projects target OVC and their
families to improve household income and food security. Volunteers also help link OVC to partners
that offer child protection, education, and HIV services. Peace Corps Volunteers will not conduct HIV
risk screening or conduct case management documenting whether the beneficiary’s HIV status is
known.

Swaziland’s first OVC Monitoring Evaluation and Reporting (MER) 1.5 Outcomes Survey was
completed in FY 17 with a cohort from the adolescent program. In COP17, a second round of data

collection will be conducted enabling tracking of child wellbeing outcomes as defined by MER.

Partner management will include monthly management meetings, quarterly partner visits to review
partner data and full progress reviews at Q2 and Q4 as well as field visits and SIMS visits.
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Program Area 4.11: Addressing COP17 technical considerations

PEPFAR/S has made good progress toward the 9o-90-go targets, however to achieve “attained” and to
sustain epidemic control, a targeted and tailored approach for each population segment is required. In
COP17, PEPFAR/S will consolidate its gains and focus on the right populations with impactful,
evidence-based interventions, scale-up across SNUs and intensifying efforts in hot-spots and areas of
high transmission. Figure 4.11.1 provides a summary of PEPFAR/S key approaches by population in
relation to the COP17 primary technical considerations: Focus on prevention and treatment on
adolescents and young adults under 30; implementing a strategic mix of HIV testing modalities; and
retaining clients on ART to achieve viral suppression. Ensuring access to quality sustainable delivery
systems is cross cutting.

Figure 4.11.1 Key interventions for priority populations

Population Served

AGYW/
Peds oveC Men 15-19 Men 20-39
« PMTCT * DREAMS package |+ Youth friendly Engagement through
+« Mentor mother s PrEP* services traditional structure
Prevention |- incentives « Condoms * VMMC VMMC
+ Condoms Condoms
* Community * DREAMS on « CommlLink CommlLink
outreach Wheels * Youth friendly Male friendly services
* Mentor mother |* Youth friendly services Index testing
g HTC * Index testing services * Index testing Engagement through
bt . -
<  Index testing traditional structure
£ Workplace
© engagement
S
E * Improve * CommART * CommART CommART
pediatric * Youth friendly * Youth friendly Youth friendly services
ART clinical care services services Engagement through
* Family traditional structure
approach
* Increase EID » Decentralized e Decentralized Decentralized testing
Viral Load/ | coverage testing testing Engagement through
Retention |* Decentralized | Teen clubs » Teen Club traditional structure
testing

a. Increased focus on prevention and care services for under 30 years old
a.1 Prevent and treat new infections among young adults

PEPFAR/S will focus on the following priority and key populations, providing a combination of
evidence-based prevention interventions including behavioral and structural interventions, PrEP for
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those at high risk, VMMC for HIV negative young men, and HIV treatment for all adolescents and
young adults identified as HIV positive.

Figure 4.11.2 Priority populations

oVC Adolescent Girls Young Women
primarily 10-17, and 15 - 19 20-29
a focus on 9-14 y/o Prevalence: 10.1* Prevalence: 32-47%**

for GBW risk
avoidance

Young Men

Population: 353,178
F1% are OVCT

For OVC/AGYW, PEPFAR/S has been implementing the comprehensive DREAMS package in 19
Tinkhundla. In COP17, PEPFAR/S will expand activities to assure coverage of all PPs in the 19
Tinkhundla and will build on the lessons from the first phase of DREAMS programming. With an
RPCV consultant, PEPFAR/S has been conducting an on-going analysis of the progress of the each
component of the DREAMS package and the layering of the interventions. (Figure 4.11.3 shows the
layering of interventions with the different DREAMS populations).
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Figure 4.11.3 Layering of DREAMS interventions
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This analysis, in addition to regular partner coordination meetings and monitoring has allowed
PEPFAR/S to make important course corrections. For example in COP 15/16 PEPFAR/S found that
retaining out-of-school youth and YW living in the urban/peri-urban areas in group sessions was
challenging. Thus, the curriculum was adapted to allow for shorter, more intensive engagement. In
COP17, the shorter curricula delivered through more personalized adapted approaches (peer
mentoring, interpersonal communication and outreach, employment skills), coupled with messaging
through social media and network applications will reach these mobile populations. ‘DREAMS on
Wheels’, are showing promise in reaching the most vulnerable and hard to reach AGYW. These are
attractively branded mobile vans, staffed with young providers that provide comprehensive services
(risk assessment, HTS, STI screening, sexual reproductive health and family planning counseling,
contraceptives and condoms, TB and GBV screening, other non-communicable disease screening, and
T&S) and referrals and linkage to treatment and other services. In COP17 this approach will be
expanded.

OVC adolescents, especially OVC girls, are extremely vulnerable. In an enrollment assessment for the
OVC/DREAMS adolescent program, 66% were found to be vulnerable. It is critical to reach this
population with combination prevention as well as social protection and care services. PEPFAR/S has
fully integrated HIV prevention programming with OVC services and is making substantial progress in
ensuring that the HIV status of OVC is known and that HIV positive OVC and linked to care.
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Figure 4.11.4 OVC Cascade
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To reach men, vans branded for males, “Esangweni” provide male friendly comprehensive and
confidential services including T&S are dispatched to accessible places and at hours that are
convenient for men. Using culturally adapted approaches such as engaging men through the
traditional chiefdom structures is increasing the up-take of testing, treatment and VMMC as well as
promoting positive male norms to reduce GBV, child marriage, and intergenerational sex. Data from
the PLACE study will assist PEPFAR/S in targeting the male partners with tailored messages and
approaches.

In COP17, PEPFAR/S will aggressively scale up promotion and distribution of condoms and lubricants
along with intensified skill building on the correct use of condoms. PEPFAR/S anticipates distribution
of 17 million male and female condoms. A market segmentation study will assess the current category
brand (get it-got it) and provide concrete recommendations to market increased use of condoms
among different populations especially youth.

PEPFAR/S will use the information from the PrEP demonstration project that starts in April 2017 with
FSW and vulnerable young women in the urban Manzini - Mbabane corridor to expand availability of
PrEP to other vulnerable women and MSM.

PEPFAR/S is showing steady progress in its VMMC program and attaining the age pivot. In Q1, 51% of
males circumcised were in the 15-29 year old age group, and coverage in 14 of 55 Tinkhundla is
between 38 and 74%. One of the most successful programs to attract un-employed, out-of-school

58| Page



adolescent and young males 15-20 is the innovative male mentoring “Lihawu” Camps. During these
three day camps young men receive a package of interventions addressing sexual reproductive health,
financial management, life skills and positive masculinity.

Figure 4.11.5 Quarterly trend of males 15-29 circumcised

Trend of Proportion of Males Circumised Aged
15-29 by Quarter
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Figure 4.11.6 Male circumcision ages 15-29 per Tinkhundla

MC coverage 15-29 per Inkhundla, up to
December2016, Swaziland
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a.2 Improved testing and linkages for under 30 and men

Linkage is critical given the efforts and costs of identifying an infected person, especially for those
under 30 years and men. Linkage has been a focus of PEPFAR/S since 2015. In June 2015, PEPFAR/S
with CDC-Atlanta started a Community Linkages (CommLink) Intervention, which is aimed at
facilitating linkages to care from community to facility. CommLink includes point-of-care CDg,
accompaniment to health facility by an expert client, index client testing, STI screening, hypertension
and diabetes screening, and a seven-day course of cotrimoxazole for all HIV-positive clients. Mobile
units are strategically placed in communities and act as a central point for receiving pre-ART care
immediately following a positive HIV test. Starting March 1, 2017, in keeping with the T&S policy,
positive clients will be re-tested by another staff person and if positive receive a 14 day supply of ARVs.

Figure 4.11.7 CommLink evidence-based services: Overview

CommlLink Evidence-based Services: Overview
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The results of CommLink are encouraging (Figure 4.11.7). Ninety-six percent of clients are in ART care
at the end of 9o days. This high percentage of linkages is similar across all demographic including sex
and age, and among newly and previously diagnosed, out-of-care clients. Sixty percent of the clients
were 34 years old or younger and 60% were male. Also encouraging is the fact that 26% of clients had
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previously dropped out and were re-initiated into care. The percent initiated on ART was prior to the

introduction of the T&S policy.

Figure 4.11.8 CommdLink Enrollment in HIV Care Qutcomes
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Even prior to T&S, there was rapid enrollment in care and initiation of ART (figure 4.11.8).
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Figure 4.11.9 Clinical Cutcome Intervals in Days
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b. Increased testing yield and improving testing modalities — Self Testing

Current HIV testing services approaches do not reach those still undiagnosed, especially men,
adolescents (particularly girls), key populations and other populations at high risk of HIV infection. In
Swaziland, as in other countries, services are not accessible or people are concerned about lack of
privacy and fear of stigma and discrimination. Many people living with HIV only present at health care
facilities late, when they are already ill, reducing their chance of successful treatment.

HIV Self Testing is an approach that will be scaled up in COP17 and could radically change the current
situation in Swaziland and narrow the testing gap by addressing barriers to testing uptake. It can
empower people to learn about their status on their own, when and where it is convenient to them
and provide those who self- test positive with the necessary information and support to facilitate
getting into care and treatment. HIV Self Testing will be offered at the community- and household-
level (index testing) can help to identity people early in the course of HIV infection, before they
develop signs and symptoms of HIV infection and AIDS and also ensure early treatment initiation.

In 2016, Swaziland was added to the STAR project. The STAR project is the largest evaluation of HIV
Self Testing ever done. Together, PSI, the World Health Organization (WHO), London School of
Hygiene and Tropical Medicine, Liverpool School of Tropical Medicine and University College London
and local research partners are evaluating distribution models to scale up HIV Self Testing in five
African countries (including Swaziland) in a four-year project funded by UNITAID. The project aims
to distribute a total of 2.7 Million test kits. STAR is already generating public health evidence to inform
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WHO normative guidance. The present work in Swaziland will support development of national-level
policy on HIV Self Testing, explore demand and acceptability and guide COP17 scale up.

c. Improved retention and viral suppression

c.1.Improved retention - Efforts to decongest high volume clinical sites

According to national guidelines for decentralization, stable ART patients at the hub can be down-
referred to a nurse-managed PHC (spoke) closer to the patient’s home, where PHC nurses can initiate
new ART-eligible patients on ART. An evaluation of the hub and spoke model showed increased
retention at spoke sites."

The concentration of PLHIV receiving ART in high-volume urban clinics is partly a consequence of the
initial GKoS policy that required physicians to provide ART; stable clients continued to seek services
where they were initiated, leading to congestion at these facilities. In 2007, GKoS initiated nurse-led
ART in Swaziland (NARTIS) and decentralization using a hub-and-spoke model to decongest high-
volume facilities and increase treatment access. In this model, central ART initiation facilities (hubs)
are linked with surrounding primary healthcare clinics (PHC) (spokes).

PEPFAR/S works with MoH to decongest high volume sites and increase the proportion of scale up site
level targets. In fiscal year 2016 there were 113 ART sites; 33% (37 sites) served 80% of the ART clients.

" Auld A, et al. Evaluation of Swaziland’s Hub-and-Spoke Model for Decentralizing Access to Antiretroviral
Therapy Services. ] Acquir Immune Defic Syndr. 69:1 (2015).
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Figure 4.11.9 Tx_CURR Volume Analysis for FY16
TX_CURR Volume Analysis for FY16
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Proportion of Sites

Below are the trends of the numbers and proportion of sites serving 80% of ART clients in FY14, FY15
and FY16, showing an increase suggesting decongestion.

Figure 4.11.10 Trends of sites and proportion of sites serving 80% of ART clients
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Additional support for decongestion is seen below. There is a 290% increase in New ART clients
initiated in “Scale Up” sites versus 17% in “High Volume” sites. In FY16, 47% of initiations were done in
“Scale Up” sites.
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Figure 4.11.11 Trends of Tx_NEW by site type and proportion by site type
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d. Support a sustainable, quality service delivery model

PEPFAR has put in place a cooperative agreement with the MoH which specifically tasks the MoH with
developing sustainable quality services across the country. The cooperative agreement positions the
MoH, through the national Quality Management Program (QMP), to lead the development of
management systems at the national, regional and facility level. The management system framework
that is being used is the ISO goo1:2015 which has a comprehensive list of requirements including: clear
scopes of function, roles and responsibilities, targets and objectives, process flows, standards and
guidelines, internal and external audits, customer satisfaction surveys, periodic management reviews
at which the management teams at the various levels (national, regional and facility) assess progress
against predetermined indicators (process, output, impact).

Regional implementing partners are also expected to work closely with the QMP in establishing and
supporting quality improvement committees, and in identifying, implementing and documenting QIP.
The expectation is that through TA over a sustained period, the Quality Management System
(including Quality Improvement and Quality Assurance) will be entrenched with the MoH.

4.12 Commodities

Stock-outs of commodities are not anticipated through COP17 because of the multiple funding streams

available (GF, PEPFAR and MoH).

Specific measures have been put in place to prevent stock-out, namely:

e Through CHAI, a team is working with Ministry of Finance controller’s office to ensure that
adequate funds are disbursed on time, based on forecast requirement. For laboratory
commodities, a weekly meeting is held with laboratory staff, finance controller to track available
funds and orders placed with suppliers

e MoH has submitted a request to include RTKs (Determine) into the Global Fund grant as an
alternative source of funds

65|Page



¢ The national stock levels for COP16 will be maintained between 6-10 months for key ARV
commodities (centrally)

e Quarterly stock review meetings (supply planning) are held to monitor stock and address risks of
stock-out that may arise

Although there are different funding streams, these all contribute to the national supply chain plan
which is revised on a quarterly basis. A national quantification committee is responsible for all
quantification activities for health commodities. All requirements are set nationally and individual
funding entities are then allocated a portion of the requirement to support.

The Central Medical Store provides warehousing and distribution for all commodities procured by
government and donors. GKoS has, in the past few years, committed to the procurement of most HIV
related commodities. Due to the accelerated scale up of patients on treatment coupled with fiscal
challenges, the GKoS has requested partial assistance from partners. PEPFAR proposes supporting a
small percentage of second line as well as pediatric ARVs.

413 Collaboration, integration and monitoring
a. Strengthened cross technical collaborations and implementation

PEPFAR/S participates in a number of forums that improve collaboration and coordination between
MoH, GFATM and PEPFAR. These include but are not limited to:

e CCM: coordinates all GFATM activities in the country. PEPFAR and MoH among other
stakeholders sit on this body.

e Technical Working Groups: these are chaired by the MoH and NERCHA, and are designed to
coordinate Activities within the different program areas. PEPFAR agencies are members of
these TWGs.

e PEPFAR also engages directly with MoH and GFTAM on a regular basis.

The above engagements ensure that there is collaboration and no duplication in implementation.

b. Strengthening IP management, monitoring and implementation of innovative strategies

Weekly and monthly review of data helps to identify problems early and prepare corrective actions to
address them. For HTS it has helped identify entry points that have good yield and volumes and
ensure that the correct strategies for case identification are employed. Regular partner meetings are
convened to share best practices. Weekly review with testing partner of their data resulted in more
efficient and cost-effective testing with increased yield.”
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Trend of HTC Yield Facility vs. Community
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c. Improved integration of key health system interventions, including HRH and laboratory
(viral load activities)

c.1. Improving HRH systems

HRH investments will be carefully calibrated to ensure PEPFAR/S facilities have appropriate numbers
of staff with correct skills sets aligned with site volume, site classification and differentiated models of
care. PEPFAR/S will continue to provide TA to the MoH for the implementation of its staffing norms
to ensure recruitment and deployment for optimal staffing levels. To track utilization of
performance/productivity of providers, modules for pre-service and quality improvement will be
added to the human resource information system (HRIS).

Swaziland has adopted a task shifting approach through the NARTIS model. However, the policy to
effectively implement task shifting is not in place. PEPFAR/S continues supporting lay cadres (expert
clients, HTC counselors, mentor mothers, phlebotomists, and cough monitors) facilitate de facto task
shifting and optimizing client flow within facilities, and enables the delivery of differentiated care

packages through appropriate clinical and lay cadres.
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An absorption plan will be developed for the placement of lab technicians and pharmacy technicians
whose pre-service training is being supported by PEPFAR and who are expected to graduate in COP17.
Newly qualified nurses will complete a HIV/TB competency module as part of their entry into practice
requirements. As part of the CommLink, PEPFAR/S will support the training of additional community
HTC counsellors.

To address the lack of standardization and coordination at community level and to ensure successful
CommART roll-out, an analysis and mapping of existing community-based cadres supporting the HIV
response will be conducted. Based on the analysis, standardized packages for the different community
cadres will be developed to define scopes of work, supervision and reporting structures as well as
benefit packages for pilot implementation in select PEPFAR supported community sites.

c.2. Improving viral suppression

A team of health professionals comprising of laboratory, nursing and expert client personnel are
working to increase the percentage of clients with a documented high VL result (>1000 copies) that get
timely clinical follow-up. This is being done through the development of tools to track samples leaving
the clinic to the VL testing lab, results return to the facility, a register for high VL results, and action
taken within two days of receipt of the results (this includes calling the patient for step-up adherence
counseling).

d. Improving efficiencies of service delivery through improved models of care delivery across
community and facility sites

Swaziland has rolled out differentiated models (See section 4.8 for a description of the different
approaches) of care to:

e Define service delivery for stable and unstable patients on ART

e Improve efficiency of service delivery for patients on ART

e Improve adherence to care and hopefully viral suppression for patients on ART by
streamlining HIV services and improving support structures for the patients, both in the
community and the facility.

Paipamire et al. looked at implementation of combination ART refills models in rural Swaziland and
found high retention in care (96% for facility based treatment clubs, community adherence clubs and
77% for comprehensive outreach care). There is a clear need to understand the limitations of these
models of care as we roll them out.
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5.0 Program Activities for Epidemic Control in Attained and
Sustained Locations and Populations

Swaziland has not reached “Attained or Sustained” in any SNU.

6.0 Program Support Necessary to Achieve Sustained
Epidemic Control

Please see Appendix 6 for Table Six.

Programmatic gap 1: Inadequate QA/QI/QM processes in place within the laboratory and at
Point-of-Care sites

This gap continues to be a critical to achieve sustained epidemic control. Significant deficiencies are
still observed in the quality of service delivery in certain areas within facilities. However, progress was
made towards laboratory accreditation. All PEPFAR-supported labs had internal baseline SLIPTA
audits and three labs obtained a three star SLIPTA rating. In COP17, we will continue implementing
the WHO step-wise accreditation process in these laboratories.  The laboratories that received the
three star rating will apply for accreditation.

Proficiency testing of HIV testing in the laboratories and at point-of-care sites remains an essential
activity. All labs participated in PT retraining and testing and obtained satisfactory results. In COP17,
we will expand PT to all entry points at 221 clinical facilities. To improve sustainability, technical
assistance will be provided to the MOH so that it can produce PT panels.

For continued clinical services it is essential that there be efficient forecasting and regular stock
inventory of laboratory supplies. In COP 16, there was refresher training on Forecasting and Inventory
management. Additionally, guidelines on forecasting, stock inventory management, and equipment

maintenance were developed and implemented.

PEPFAR has put in place a cooperative agreement with the MOH which specifically tasks the MOH
with developing sustainable quality services across the country. The cooperative agreement positions
the MOH, through the national Quality Management Program (QMP), to lead the development of
management systems at the national, regional and facility level. The management system framework
that is being used is the ISO goo1:2015 which has a comprehensive list of requirements including: clear
scopes of function, roles and responsibilities, targets and objectives, process flows, standards and
guidelines, internal and external audits, customer satisfaction surveys, periodic management reviews
at which the management teams at the various levels (national, regional and facility) assess progress
against predetermined indicators (process, output, impact).
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Regional implementing partners are also expected to work closely with the QMP in establishing and
supporting quality improvement committees, and in identifying, implementing and documenting QIP.
The expectation is that through TA over a sustained period, the Quality Management System
(including Quality Improvement and Quality Assurance) will be entrenched with the MOH. Increasing
the number of facilities with HIV QM/QI systems in place is vital. In COP16, 50% of lab technologists
are being trained on implementing QMS according to ISO 15,189s. The remaining 50% will be trained
in COP17.

PEPFAR/S is confident that GKoS can, in the near future, close the gap to prevent identification of
false positives, ensure continuity of services and reduction in testing interruptions, and allow for
appropriate and timely intervention when issues are identified through developed QA systems.

Programmatic gap 6.1.2: Inadequate IT and management systems to track drug procurement
orders, use and distribution

Commodity availability is critical for achievement of each of the three 9o’s. While progress has been
made in addressing this barrier on-going efforts are needed to improve commodity management
tracking and contracting processes. Furthermore, roll-out of CommART will require an added level of
commodity tracking at the community level.

PEPFAR/S updated the COP 16 benchmark progress with more concrete measurable activities and
added the updates on progress including development of procurement guidelines and SOPs, training
procurement team, rolling out the LMIS in select labs, and annual procurement planning with MOF.

Bottlenecks in procurement of commodities exist at both the MOF and supplier levels; however CHAI
is working with MOF to improve financing procedures. The Global Fund is supporting hardware and
establishment of the new warehouse management system, while PEPFAR/S will provide TA when
needed and support the transition from the PEPFAR/S supported RX solution system to the new one.
In addition PEPFAR/S will work to ensure interoperability of LMIS with the system. There have been
some delays in the startup of the GF warehouse system, and there remains an urgent need to establish
a steering committee to help guide the roll-out of the new warehouse management system and ensure
integrity of data during the transition period.

Programmatic Gap 6.1.3: Inadequate number and skills mix of HR at community, facility and
for laboratory services

Achieving 9o-9o-9o depends on adequate staff with the right skills in different cadres at different
levels of care. Swaziland continues to make stepwise progress in improving the recruitment and
deployment and aligning staff and cadres to the volumes of clients. However, Swaziland has an
inadequate number and skills mix of Human Resources (HR), which impacts the quality and the
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continuity of services. Thus, much remains to be done to strengthen the HR system including tracking
through a robust Human Resource Information System (HRIS). In particular the scale up of T&S, viral
load testing and the roll out of CommART will place additional pressures and needs on the HR system.

PEPFAR/S re-worded the barriers and updated the COP 16 benchmark progress with more concrete
measurable activities. PEPFAR/S continues to strengthen the linkages between community and
facilities which will be increasingly important with the roll out of CommART. Efforts to align staff at
PEPFAR supported sites in accordance with site classification and client volume that began in COP 15
is well underway. Finally PEPFAR/S continues to support pre-service lab and pharm techs who will be
deployed to high volume sites to support viral load scale up and ARV dispensing.

Programmatic Gap 6.1.4: Inadequate capacity to roll out the CMIS at facility and national level

A robust electronic CMIS using a unique identifier, will allow Swaziland to track patients through the
cascade and significantly improve patient level management. When completely operational the CMIS
will positively impact the quality of data collected and will facilitate data use for continued program
improvement. The roll out of the CMIS is a multi-year effort that involves complex coordination
across ministries and between facilities and regional and national level. Progress is being made,
although some unforeseen delays, including the provision of hardware, as well as an underestimate of
the time to sensitize all the various stakeholders could result in PEPFAR/S falling short of the COP 16
benchmark to roll out CMIS to 134 facilities. The other benchmarks for COP 16 are on track.
PEPFAR/S re-worded and updated the COP 16 benchmark progress with more concrete measurable
activities.

6.2 Critical Systems Investments for Achieving Priority Policies

Test and Start as a treatment policy and program is critical for Swaziland to achieve UNAIDS’ 9o 9o
9o. This year significant progress was made towards this milestone. The GoKS adopted the T&S policy
in September 2016. Final Guidelines were adopted by all facilities and community providers (T&S fully
integrated into mobile/community sites/services for hard to reach populations). In COP17, activities
will focus on communication and messaging, and community interventions to promote understanding
of guidelines and uptake of T&S. Additionally, PEPFAR/S will support implementation of the MOH’s
CommART policy and program.

Continued key system barriers include limited financial resources to close the coverage gap;
infrastructure barriers (limited physical space for storage, lab and clinical services); and health
management information system barriers (inadequate coverage of patient level information systems).
In COP17, PEPFAR/S will continue support to the MOH for forecasting commodity and drug
requirements for on-going T&S needs. PEPFAR/S will continue its’ close collaboration with the GF for
resource planning and additional procurement. Although limited in our ability to provide new facility
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space, we will provide shelving to 10 identified facilities and monitor space needs at all supported
facilities. The CMIS system will continue to be supported and rolled out in COP17.

7.0 Staffing Plan [REDACTED]
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APPENDIX A REQUIRED

Table A.1 SNU Prioritization

SNU COP15 APR16 COP16 APR17 COP17 APR18
Prioritization Achievement Prioritization Achievement Prioritization Achievement
of TX_CURR of TX_CURR of TX_CURR
Targets Targets Targets
(Expected) (Expected)
Manzini Scale—qp 122% Scale—UP 08% Scale—U‘p 08%
Saturation Saturation Saturation
Hhohho Scale—U.p 19% Scale—UP 08% Scale—UP 98%
Saturation Saturation Saturation
L le- le- le-
ubombo Scale U.p 117% Scale U'p 08% Scale UP 08%
Saturation Saturation Saturation
hisel i le- le- le-
Shiselweni Scale UP 69% Scale U'p 8% Scale U‘p 08%
Saturation Saturation Saturation
Table A.2 ART Targets by Prioritization for Epidemic Control
PEP
Expected Taget  PPEAR oy
Total curll? ent on Additional patients curreﬁt on Newly Cov
Prioritization Area PLHI required for 80% ART initiated
\% ART coverage ART (APR FY 18) erag
(APR FY 17) g (APR FY18) X NEW e
TX_CURR - (AP
R18)
Attained n/a n/a n/a n/a n/a n/a
Scale-Up Saturation 233,923 149,393 8,408 170,923 34,086 73%
Scale-Up Aggressive n/a n/a n/a n/a n/a n/a
Sustained n/a n/a n/a n/a n/a n/a
Central Support n/a n/a n/a n/a n/a n/a
Commodities (if not n/a n/a n/a n/a n/a n/a
included in previous
categories)
Total 233,923 149,393 8,408 170,923 34,086 70%
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APPENDIX B REQUIRED

Table B.1.1: Total Funding Level

Applied Pipeline New Funding Total Spend
$US9,766,998 $US59,042,697 $US68,809,695

Table B.1.2 Resource Allocation by PEPFAR Budget Code

PEPFAR Budget Code Budget Code Description Amount Allocated
MTCT Mother to Child Transmission $798,134
HVAB Abstinence/Be Faithful Prevention $610,359
HVOP Other Sexual Prevention $5,856,375
IDUP Injecting and Non-Injecting Drug Use

HMBL Blood Safety $304,971
HMIN Injection Safety

CIRC Male Circumcision $3,979,818
HVCT Counseling and Testing $4,960,165
HBHC Adult Care and Support $11,343,576
PDCS Pediatric Care and Support $2,465,152
HKID Orphans and Vulnerable Children $7,021,750
HTXS Adult Treatment $8,102,218
HTXD ARV Drugs $5,542,172
PDTX Pediatric Treatment $463,180
HVTB TB/HIV Care $1,733,194
HLAB Lab $150,575
HVSI Strategic Information $1,128,651
OHSS Health Systems Strengthening $1,681,722
HVMS Management and Operations $2,900,684
TOTAL $59,042,697

B.2 Resource Projections [REDACTED]
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APPENDIX C

Section 6.0 Tables: Program Support Necessary to Achieve Sustained Epidemic Control
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Table 6.1.1: Key Programmatic Gap #1: Significant deficiencies in the observed quality of service delivery within certain areas within facilities (HTC/Lab/POCT)

Relevant Indicator| Budget Activity Associated Relevant SID
Key Systems Barrier Outcomes expected after 3 years of investment Year One (COP/ ROP16) Annual Benchmark Year Two (COP/ ROP17) Annual hi k | or posed COP17 Codels) Budget Implementing | Element and Score
Tool Amount Mechanism ID (if applicable)
o d-guality-oflab e 90% of labs have improved lab 1-Conti itation-pi Hab 1) 17 additional labs achieve a 3 star rating 1) Continue implementing WHO
Quality Management Systems through Quality Improvement Projects, All PEPFAR supported labs to have internal baseline |affiliated with scale-up sites 2) 3labs step wise accreditation process in
resulting in SLIPTA audits 1) 22(reach accreditation 3) 22 labs laboratories.
1) 3 Labs reaching accreditation labs participated in internal baseline SLIPTA audits. |receive quality improvement support LAB_ACC 2) Address all identified non- HBHC $40,000 [REDACTED]
2) 17labs achieving a three star rating 2) 3 labs obtained a 3 star SLIPTA grading conformances.
3) 58 total labs and POC receiving generalized quality improvement Update: Ongoing 3) For 3 star facilities address all
nonconformances and apply for
= e-hanetng-of ph < H: 2 e hanehing Bt . Hs—| 1) 50% of labs have reduced number of 1) Conduct monthly reviews of
90% of labs have reduced number of testing interruptions through 1) Refresher training on Forecasting and Inventory testing interruptions as measured by gaps in tally cards to ensure adequate
efficient forecasting and regular stock inventory man?gement, o ; 2) Develop log book. N A 2) Lab log bookvand stock. ) ) HBHC $15,000 [REDACTED)
Inadequate and implement guidelines on forecasting, stock 80% of facilities receive quarterly supervision | tally card reviews |2) Technical assistance to labs
QA/QI/QM processes inventory management, and equipment mentoring visits through quarterly monitoring 5
in place within the maintenance. Update: Complete and supervision visits 9. Quality
laboratory and at  |1) Improved level of HIV testing Proficiency at all entry points in facilities P eHevelofProficieneyFesting-and-Hi- 1) Expand PT to all entry points at 221 1) Produce and administer PT Management (7.76)
Point of Care sites  |2) MOH produces Proficiency Testing panels for all entry points at 100% |testirg-@A-Establish a routine process to produce  [facilities panels for all entry points. Every
of facilities quarterly and complete proficiency testing in all labs. 2) MOH produces PT panels for all entry quarter.
Update: All labs participated in PT and obtained points at 50% of facilities LAB_PT and SIMS 2) Monitoring and mentorship HBHC $30,000 [REDACTED]
satisfactory results, based on MOH minimum visits on laboratory QC and EQA
standard of 1 PT/20 testers/facility. done quarterly by the lab partner
3) Compile summary of the PT
results for analvsic and undate
¢ ber-offaeiit ith—HA-QM/Ql-syst : y Quratity & st Remaining 50% of lab technologists trained Train remaining 50% of lab
Tec trained and cc tin i ing QMS according to on implementing 1SO 15,189s technologist on implementing
150 15,189 50% of Lab technologist trained on implementing HRH Support ¢ 15 1895 HBHC $15,000 [REDACTED]
QMS according to 150 15,1885 MER indicator
Update: complete
1SO 9001 Certification in 4 hospitals (one in each region). 1) Hire regional technical staff for ISO support. 1) QMS manual completed in each of the 4 0
Update: complete - 5 HQ and regional staff hired facilities. 2)
2) Roll out ISO awareness training to all senior staff |80% of facility staff trained on the QMS
at directorate, regional and facility level. system. 3) HBHC
3) Provide ISO awareness training has been Develop the QMS in the 4 facilities and IS0 Report OHSS $390,000 [REDACTED]
provided to all RHMT members, and to 40% of obtain a stage 1 certification.
designated staff in 4 regional hospitals. Update:
Ongoing
o ber-of-Qt 160 Health Facilities have 3+ th e-Fortk £t 1) Staff in 160 facilities trained in QM. 2) QIP 1) Staff in remaining 80 facilities
Lack of personnel with |established HIV QM/Ql systems 1) |are reported in all 160 facilities. trained in QM.
the technical capacity Staff in 80 health facilities trained on Quality 2) QIP are reported in all 160 9. Quality
to implement Improvement Project (QIP). SIMS facilities. HBHC $80,000 [REDACTED] | Management (7.76)
QA/aQm/aQl 2) At least one QI Initiative reported in each facility.
Update: ongoing
Hrp ¢ and-utilization—and-QA-ofdat All 112 of PEPFAR supported facilities improved 1) Train a core team of 2-5 staff
PEPFAR supported facilities improved the completeness, quality, d-oAofdat 1) Train facility the completeness, quality and utilization of in each of 112 of facilities to
utilization of the data they collect to 90%. staff to do DQA. Update: DQA is completed by the data they collect to 80% + |DQA
' ! SIMS, NaHSAR
regional SI team with support from IP and ReHSAR*  |2) Improved assessment and HBHC $10,000 [REDACTED]
2) PEPFAR supported facilities improved the quality utilization of the QA data
and utilization of the data they collect by 30% 3) Track DQA issues from
Update: ongoing RESHAR and NAHSAR
TOTAL

* National HIV Semi-Annual Review (NaHSAR) and Regional HIV Semi-Annual Review (ReHSAR).




Table 6.1.2: Key Prog

rammatic Gap #2: Inadequate and irregular supplies of drugs, reagents and test kits

4) Establish a team consisting of MOH, MOF and
Central Medical Stores to plan funding requirements
based on the national forecasts.

Update: ongoing

priorities.

Relevant q
Key Systems Indicator or Budget | Activity Budget ssodated R erent
;aryrsier Outcomes expected after 3 years of investment | Year One (COP/ ROP16) Annual Benchmark Progress| Year Two (COP/ ROP17) Annual Benchmark Proposed COP17 acti Measurement Codeg(s) Amount COPg]J Implementing and Score (if
Mechanism ID applicable)
Tool
1) Implement a supplier monitoring system.
Update: Activity will be impl ted in COP 17.
B .a €A IV.I V‘.NI © implemented in 1) 50% of suppliers tracked with supplier 1) Develop a supplier database and prequalification system for
. L Setting up guidelines and SOPs/ procedures for o " . Drug
*Betterplanningand-trackinginplacefor . . monitoring system. 2)|all suppliers. Develop preferred supplier listing
. procurement function and contract management is procurement or
P 2 1) 100% of - q Procurement Procedure Manual approved by |process. 2) .
o " " o priority for this year. " y . _ | requisition order
identified suppliers tracked on supplier monitoring ARy A e ryameet] the Swaziland Public Procurement Regulatory |Submit Procurement Procedure Manual to the Swaziland Public forms, Quarterl
Inadequate ITand  |system. 2) 90% of drug orders received, |- i 4 " |Agency (SPPRA). Procurement Regulatory Agency (SPPRA) and follow up the ston’:k Judits v
Management from foreign and domestic suppliers, complete and 3) 60% of drug orders are received complete |approval process. 6. Commodity Security
2) Devel P 1t P d M: land ts at th HTXS OHSS 150,000 REDACTED,
systems to track on schedule. 3) 80% of PEPFAR- SZJP‘(‘:sV)i?ijrr? rro(lceucrz::‘uniz‘t::mu;id ;nru: uaI:te and on schedule 4) Stock 3) Develop Key Progress Indicators (KPIs) for contract rep:arl;:al © [ d and Supply Chain (6.75)
drug procurement  |supported facilities have conducted at least 4 stock rocuremenf rocesses and contract mana gement audits done monthly for ARVs at centraland  |management 4) Conduct monthly warehouse and
orders, usage and  |audits per year E date: On :in 8 © |facility level. stock audits of ARVs at central and facility level, capture in the e-| facility level
distribution. 3)pDeveio sfandga.rd Jist of drugs to be audited, 5) 75% of PEPFAR-supported facilities have LMIS. Begin to develop commodity tracking system for MSH \:larteri
. P 8 o conducted at least quarterly stock audits per |CommART. 5) Train M v
materials and tools (stock cards) for stock auditing car staff responsible for stock audits reports
and training plan for training responsible staff. y P
Update: Ongoing
1 i i
5 PP P
1) Provide TA to government to create a post, 1) Key performance indicators (KPIs) for
. . . advertise and recruit a suitable candidates to manage | contract management monitored by 1) Train newly hired personnel in procurement, SOPs, and
ok s
(including 2 senior and ;uniur ———— 8 2) Procurement team trained on a supplier contract |2) Salary benchmark for remaining 2) ibility of the to - re ort's HTXS OHSS 175,000 [REDACTED] a'nd Suppl CXain © 72)
contract ifﬁcersl I P management software. procurement staff complete. operationalize the management information system P PRl )
Update: Part of e-government strategy. Government |3) Staff recruited in line with Feasibility (eProcurement).
position for contract has men’
been created and interviews are ongoing.
Warehouse Management System operational 1) Report produced on the technical and
Update: MSH provides TA when needed to Global
Fund at national level to support roll-out and pilot system modifications needed, for Warehouse
Warehouse Management System interoperable with Warehouse Management Sp:tem s a Global and } Management System, eLMIS and CMIS 1) Provide TA to move toward interoperability of systems, Final 6. Commodity Securit
CMIS and eLMIS to track inventory to facility/patient supported ool MgSH involv‘;ment includes ensurin interoperability 2) Steering including scoping, and feasibility analysis of 3 systems interoperability [HBHC HTXS 175,000 [REDACTED] a;1d Suppl Czain © 7‘2)
level . PP ) ; . . g committee established to assure effective interoperability report PRl :
integrity of data and supporting transition fromthe | "\ S e and other
RX_Data_Solution system to the Warehouse 8
stakeholders
Management System.
1) e-LMIS will be operational in an additional
eight hospitals and health centers, all
i 15) labs and 13 mother (hub)]
1) An effective national e-LMIS in place together with ;:;“”‘:Z:E( ) labs an mother (hub) 1) Continue system roll-out to an additional 8 Hospitals and
her IT soluti h as PIPELINE ANTIMED health t I ing (15) lab: d 13 'mother’ (h
other IT solutions such as and QU | Bevelop-sndimph ystermto-trackordersr |2) e-LMIS will be updated to include offine | 1621t centers, all remaining (15) labs, and 13 mother' (hub)
to improve quantification and notification process at functionality and logistic program facilities 2) E-LMIS usage
central and facility level on the minimum and T T e u\remen\t/s Bistic prog Update e-LMIS to include offline functionality and logistic (number and P—
maximum stock levels. = 0 . q N . program requirements date of log-ins |HBHC HTXS|  $1,000,000 [REDACTED] i v ) Y
i L up plans drafted, to track consumption of stock 3) Training complete on e-LMIS, warehouse N . i and Supply Chain (6.75)
2) 90% of facilities have stock levels within the ik— management system and CMIS 3) Train users at facility level on e-LMIS, warehouse by facility) and
minimum and maximum levels 5 A & v . . management system, and interface with CMIS stock levels
. . ) Update: ongoing 4) 75% of ART facilities (115) will have stock i N .
3) e-LMIS will be integrated with the warehouse levels within the minimum and maximum 4) Begin work to integrate with the warehouse management
Procurement management system and linked to CMIS. levels 5)70% off system/CMIS.
X 3
process constraints facilities have logged into and use LMIS. (80
Inadequate IT and facilities)
systems to track
drug procurement
2 Bevel e-impl SOP-to-
orders, usage and i L4 P
i MOH-and
distribution.
MOF-1) Establish an annual procurement plan to 1) Increase amount received from MOF
inform funding disbursements from MOF.
. i i against MOH request for medicines by 20% Quarterly and
. . . . p ) CIETC] v over the 60% received in last cycle. 2) MOH 1) Continue TA to MOH and MOF to streamline/enhance annual review of . y
consultation with MOH and other user departments . " . ) 6. Commodity Security
a A . H protects or "ring-fences" full amount allocated | national procurement planning process and establish processes | procurement OHSS 100,000 [REDACTED] .
MOH in full control of their annual budget of including the laboratory and CMS. - ) o ) and Supply Chain (6.75)
L . . L N by MOF for medicines, to protect from to protect full annual allocation for medicines process with the
medicines 3) Review provisions within supplier contracts. N
encroachment and spending on other MOH and MOF.

TOTAL




Table 6.1.3 HRH

benefit package, supervision and reporting structure  4)
pilot implementation of standardized package in select
PEPFAR supported community sites

Relevant Relevant SID
5 Outcomes expected after 3 years of Indicator or - Budget | Activity Budget a o Element and
Key Systems Barrier N B! Y Year One (COP/ ROP16) Annual Benchmark Year Two (COP/ ROP17) Annual Benchmark Proposed COP/ROP 2017 Activities B Y Budget |, blementing Mechanism
investment Measurement Code(s) Amount Score (if
Tool
* Adequate numbers of trained Community 1. Provide adequate numbers of trained Community
1st 90: Fhe-is-a-projected-| HTC counselors to test and link clients to care |HTC counselors
inereasetn HTC targets i y-testingthstitutionalized-+ 2 tonak icieney-testing oty N .
1) 51 additional community HTC counselors trained 7. Human
for “T&S” that require an |gquatity-resultsforF&S See table 6.1.1 for PT  |resutts—See table 6.1.1 for PT activities ) y . ) 1) Partners will support the training of HTC counselors and Included in
. L ) ) - 2) Comm/ART and Comm/Link established in 50% of Partner reports . ) . . [REDACTED] Resources for
increased number of activities 3. Strengthen linkages between community and clinical . the implementation of Comm/link partners' TBB
3 ) ) ) ) PEPFAR supported communities. Health (6.33)
trained Community HTC [ Clear linkage between community and sites Update:
counselors clinical sites Ongoing
The-MOH- the-staffi 1 taffi
& %
2nd 90: tnitiation-of P = 1) TA to MOH to develop a quality improvement module
. ; : . ystems-to-suppertstaffing up-faetities— : N
clients-tested-wittrequire- [ quisite—skil = tothe | 3_tdentify-and-deploy. iHary-stafft PPORTES for HRIS. 2) Continue to provide TA at
NARHS trainee-purses- 1) QI system for HR in place and used by MOH national level for the implementation of staffing norms and
L PEREAR-program 1) Staff levels for all PEPFAR supported sites are ) Ql sy p 3 v . HRH-CURR ) ) P 8
) . . 2) 100% of PEPFAR supported sites have the appropriate ) appropriate recruitment and deployment of staff 7. Human
. Needsbased fstaffthatwit defined according to treatment packages and patient ) ) ) iy ) reviews )
faeilities- Inadequate . volume 2)75% of number of staff with the correct skill set (including Nartis (completed accordingly 3)TAat OHSS S 150,000 [REDACTED] Resources for
human resources at site . N trained nurses) according to site definition/categorization 3 National, Regional and site level to assure that staffing Health (6.33)
) 3 ) HEW— PEPFAR supported sites have the appropriate number | N ) annually) . . . .
level with required skill . . ) ) ) ) in order to provide quality care for HIV/TB numbers and skill sets (including NARTIS trained nurses) are
) MOH implements and tracks staffing norm of staff with the correct skill set (including NARTIS ) ) S )
set for quality HIV care, |, . y ) . . . . aligned to site volume and classification at all PEPFAR sites.
N . implementation at site level. Site level staffing |trained nurses)according to site
including NARTIS q n . - oapiar 1 i
and national recruitment systems define definition/categorization in order to provide quality
correct numbers and skill sets of HR according |care for HIV/TB Update: Ongoing
to work load counts.
A-odule-in-the-HRISis-being-developed-t
%
ek e & £ HRIS MODULE to-track
P & 1
3rd 90: ViraHead-testing.|kab-and y-to-retain-quatifiecg s Ao v
is-eriticatf itoring- | s-The-entrrint . f . f I-guatified
. N r_‘_ . ~ 1) Approximately 25 additional Lab Techs and 20 Pharm 1) Develop absorption plan for Lab and pharm Technologists
patients-onARTand- iy Y-S5t ; ) . . y
g viratsupp . by-PERFAR ineluding-the-p Aty N " Techs will graduate from pre-service training to support | HRIS Pre-Service [with MOH/HRMC & MOPS
. " le B Thie il VL scale-up and tracked in the HRIS. Module linked |2) Incorporate lab and Pharm Tech absorption into the
{Please-see-the-Appendix + 5 5 ) . N o
) VR caps-that the-NARTS L o Techs ot high-vel 2) Absorption plan completed and used to recruit & place| with the SNC |annual staff requisition for budget process
. - Pharm Techs at high volume sites database to  |3) Develop HRIS pre-service module OHsS 100,000 [REDACTED, 13. LAB (B.10)
Various clinical support  |trainirg Re-tota-the st sites-1) Approximately 25 Lab Techs and 20 Pharm tecs N 8 o L . ) P P N N $100, [ ] ( )
; . ) L 3) Approximately 75 newly qualified nurses with sit for inform 4) Upgrade HRIS system with pre-service module for VL
cadre graduates are not  [1) 75 lab techs and 60 pharmacy techs will will graduate from pre-service training and be deployed . 3 o ) 5 N N
) . 5 o ) ) the entry into practice examination with a HIV/TB recruitment of |tracking and analytics
being sufficiently graduate from pre-service training and be to high volume sites to support VL scale-up and ARV N N N
. . 3 . ; . competency module new graduates |5) Link HRIS pre-service module with SNC database to
produced or strategically |deployed and tracked to support achievement |dispensing. They will be tracked in the HRIS ) . ) N ©
) . 4) HRIS Pre-Service Module links with SNC database inform recruitment of new graduates
deployed, absorbed by of 90-90-90 targets. 2) 2) Develop a plan with the SNC to implement the entry
Government and tracked [225 newly qualified nurses will take the entry [into practice examination HIV/TB competency module.
into practice examination that includes an Update: Ongoing
HIV/TB competency module
1) Develop concept and proposal for a multi sector
coordination structure 2) conducta
comprehensive situation analysis of the current
Lack of standardization ~ [Operational Structure in place to assure 1) Agreement regarding a national Multi-sector structure | TBD HRH for [community HIV response and existing cadres
and coordination of coordination of community cadres and to for the coordination of community cadres Community HIV |3) Define skill sets and numbers of community cadres that
community cadres ensure numbers and skill sets are in alignment [N/A - New COP 17 activity 2) Analysis and mapping of current community cadres Response  |would be optimal to support HIV response (services and OHss | $ 450,000 [REDACTED]
supporting the HIV with community HIV services and complete 3) Draft quarterly ) at level- Develop
response interventions. standardization package for community cadres developed reports packages for different community cadres including JD,




Table 6.1.4 Key P

ic Gap #3: Client

Systems

Outcomes expected after 3

Year Two (COP/ ROP17) Annual

Relevant Indicator

Activity Budget

Implementing

Relevant SID

Key Systems Barrier N Year One (COP/ ROP16) Annual Benchmark or Measurement Proposed COP/ROP 2017 Activities Budget Code(s) N Element and Score
years of investment Benchmark Amount Mechanism N N
Tool (if applicable)
1. External Quarterly data quality assessment of the CMIS at OHSS
250,000 [REDACTED;
facility level and Report to MOH HVSI $ [ ]
1-Devek taffina-ph o & testaff
1D, hasad - P gP &
P .
of SID- 2.CMIs and risk lan REDACTED,
Inadequate capacity in berof—+ d-staff . P i d
. . " 2-Develop-a-t &—pt o CMIS rolled out to an additional 130
MOH Strategic Functional CMIS system with . . 5. Human
f N bil - Ji facilities by Q4 FY18 representing P
Information Department ability to track unique clients |, o ) » 0 0 ke facitit ; 1 coverage of 100% of all health facilities IHM report |3 pevelop plan to address recommendations of the mid term Resources for
to roll out CMIS and along the clinical cascade - e ; ! - and ing of [REDACTED] Health
. A N CMIS rolled out to 134 facilities by Q4 FY17 in Swaziland assessment; and stress-testing of system HBHC
support facilities i.e., enhanced patient level ) . I $1,270,500
d trackin representing coverage of 50% of all health facilities in HTXS
ERECETTIE E g Swaziland Update: ongoing 4. Scale up of CMIS to another 130 public health facilities and
recruited by HMIS/MOH for CMIS (PBAC, row 76)
5. Pilot development of a module for community-based services [REDACTED]
making it possible to link CMIS with community HIV services and
interventions
1D« HNR) tudv—for-the - -of-CMH
- 3 ¥
completed
/4 tud 2D ! ! ! for-CMH Hout
3 ¥ - P P
completed thy try—AHocat by
L B L4 it 4
Inad te fi ial
rzzoj(r]:ez teo :Ja::;it GKoS prepared to allocate 3- "'{ = 2 ot ; by o Security and. LAN and WAN assured at 1HM report AdvocacY with Ministry to assure security for equipment at facilities HBHC $13,000 [REDACTED]
eMis budget resources for the Feasibility study complete that informed roll-out and targeted facilities and continued support for the LAN and WAN
maintenance of CMIS, and implementation plan of CMIS on track, resources for
resources for completion of  |gaps to be discussed with global fund for possible
roll-out secured inclusion in concept note  Multiple Ministries
engaged Update: ongoing
1. Sensitize facilities on the need and process to collect
nique ID 13. Epidemiologi
Health facility staff not |Health facility staff SUIEIY - . 400,000 unique clients (30% of . - L : . HagE
e ) . . 2. Set up monitoring and reporting system . N IHM quarterly Continued sensitization of HCW and facility staff and active and
sensitized to importance | consistently collect unique N " N population) registered by Q4 FY 18 . . . HBHC $300,000 [REDACTED]
N N N " 80,000 unique clients registered by Q4 of FY16. . N report registration of clients Health Data
of collecting unique ID  |identifier N N (>=50% of ART clients registered)
(>=10%of ART clients registered)
Update: Ongoing
Patiertevel-dataentryis - 1) 1) TA to MOH for PD, recruitment and hiring an additional 8
eurrent Government will have hired 6 skilled technical staff, engineers and HMIS analysts 2)
A full compliment of staff, network and IT engineers and HMIS analysts. 1) 8 technical positions absorbed and 1100 additional health care workers trained in the use of CMIS
_ |including 60 technical staff 2) 2050 health care workers trained on use of CMIS. filled by MOH at regional and national 3) Training for MOH Strategic Informational department staff to 5. Human
Inadequate HR at facility with the skills to sustain a Update: ongoing level to support the expanded roll out IHM quarterly extract analyze and use data, and to maintain CMIS soft/hardware. HBHC $180,000 [REDACTED] Resources for
level to enter data report HTXS

TOTAL

functional CMIS at national,
regional, and facility level

of CMIS 2) SID staff
utilize CMIS data for the national
NaHSARs

Health




Table 6.2.1: Test and START

Relevant Relevant SID
. Outcomes expected after 3 Year One (COP/ ROP16) Year Two (COP/ ROP17) Indicator or Proposed COP/ROP 2017 Budget | Activity Budget . . Element and
Key Systems Barrier A . Implementing Mechanism )
years of investment Annual Benchmark Annual Benchmark Measurement Activities Code(s) Amount Score (if
Tool applicable)
1) _Fina»lizatior? of T&S Final Guidelines adopted by 1) Forr_mlete d_i?semination of
guidelines to include all WHO I R guidelines facility and
. \ all facilities and community R . .
new guidance's for treatment roviders (T&S full community services Included in the
1) Full implementation of a and care for exposed infants p . Y Guidelines 2) Communication and TBB of clinical and 2. Policies and
. o . integrated into i ) HTXS ) [REDACTED]
national guidelines for T&S Update: Implementation mobile/communit NASHAR messaging and community community Governance
started in October 2016 and ) A Y interventions promote partners
X K T sites/services for hard to ) =
. o mobile T&S will begin in reach populations) understanding of guidelines and
Need for final guidelines on March 2017. pop . uptake of T&S
T&S Clinical
. - . . 2) Training and mentoring of Included in the L.
2) P t the T 2) 100% of HCWs t 2. Pol
) ‘rowde raining on the T&S |2) 00/040 s trained in paljtr?er health care workers in PEPFAR HTXS TBB of clinical [REDACTED] eltdes e
Policy T&S policy training log dsi Governance
2) Full implementation of SOP books/SIMS supported sites partners
ini ice si Incl in th
for linicalservice stes. 3) Leverage WHO to assist 3) COMM/ART for stable Partner 3) Implementation of MOH TBgCol;dceI:i:ilcnal aid
MOH to implement efficiency |patients active in 19-25 P ) HTXS R [REDACTED]
. . . reports Comm/ART policy community
model for service delivery Tinkundla
ITSUPPOTTToO VIO TOT partners
1) Mobilize and utilize funds
1) Completed costing reports for fng&S . update: Annual forecasting and NASHAR forecasting commodity and drug
use by the MOH with indication forecasting for rz uiréd quarterly tracking of TX_New annual requirements for on-going T&S OHSS [REDACTED]
of funding sources (MOH, GF, commodit?es to sj ort TRS provide costing for MOH and forecast needs 2) (Table 6.1.2) and
PEPFAR) PP stakeholders Collaboration between PEPFAR PEPFAR M&O
completed by Q4 of FY 15. i .
Limited financial resources [7)209% increase in national HIV e Lot e = (teChf?|C3| staff
todl . Update: MoH funding for ARVs Expect a 10% increase (2017/18). time) 14.
O close coverage gap budget to support HIV activities . . .
(HRH, drugs, and lab has been constant at E261 Forecasted need for 2017/18 HTXS [REDACTED] Financial/Expendit
! g ’ million (2015/16, 2016/17). E368 million. ure Data
commodities).
3) Establish quality control
process to monitor funding and See Table 6.1.2 OHSS See Table 6.1.2 [REDACTED]

service delivery




1. Decentralization and
increased number of spoke sites
providing ART services.
Implement just-in-time

1. Address supply chain

L barriers and strengthen drug See Table 6.1.2 HTXS See Table 6.1.2 [REDACTED] 6. Service Delivery
commodity distributions and o
elimination of facility level stock supply monitoring system.
outs in all PEPFAR supported
facilities.
2.1) Scale up mobile and
2.1) Seate-up-Pilot of mobile 2.1).Seate-up Pilot of mobile  |community clinical facilities
clinical facilities providing ART |clinical facilities providing ART |providing ART services to low 2.1) Review results of pilot and Included in the
services in communities with low |services in communities with |access populations and Partner plan/execute expansion TBB of clinical and . .
Infrastructure barriers:  |access, inehueing——2.2) |low access. communities in 19 Tinkhundla |reports 2.2) Expand after hours testing HTXS community [REDACTED] CEsicabeery
limited physical space for |5 ovision of after hour testing  |2.2) 2 facilities expand after ~ |2.2) Scale up of after hours and initiation sites partners
storage, lab and clinical  |3nq injtiation. hours testing services testing services to 8 additional
service sites
2. Support facilities to have
adequate storage (space,
shelving, climate control) to
3. Supported facilities have support provision of 3-6
adequate storage (space, months of drugs. Update old |Newly classified health Partner 1. Provide shelving to 10 Included in the
shelving, climate control) to shelving from CMS warehouse |centers have adequate reports identified facilities 2. HTXS TBB of clinical [REDACTED] 6. Service Delivery
support provision of 3-6 months |(global fund support for new |storage for a 3 month supply Monitor space needs partners
of drugs to the patients. warehouse an shelving) has
been provided to all hospitals
and mother facility health
centers
1. Establishment of patient level
information system (CMIS) in the . .
sentinel (including all PEPFAR ;:;122:2;;2::?:3;”
suppgned hub aAnd scale up) PEPFAR supported hub and HBHC [REDACTED] 6. Service Delivery
Health management facilities to monitor the cll.mcal scale up facilities.
information system barriers: cascade status bo_th at patient
Inadequate coverage of level and population level. See Table 6.1.4 See Table 6.1.4
patient level information
systems 2. Establish patient level
information system (CMIS) in X .
2. Functional computer system in|all PEPFAR su;porteii hub)and HBHC [REDACTED] 6. Service Delivery
50% of facilities. scale up facilities.
3. Recruit appropriate staff to HBHC [REDACTED] 6. Service Delivery

TOTAL

run the system.




Table 6.3 Other Proposed

For each activity,
indicate which of the
following the activity

Associated

addresses: 1) First 90; | Outcomes expected after 3 years of Relevant Indicator or Budget | Activity Budget Relevant SID Element and Score
Activity ) N N . U Year One (COP/ROP16) Annual Benchmark Year Two (COP/ROP17) Annual Benchmark 4 Y E Implementing ) )
2) Second 90; 3) Third investment Measurement Tool Code(s) Amount e e (if applicable)
90; or 4) Sustained Epi
Control. (Teams may
select more than one.)
Finance
Governance
Non conformances to quality standards awis ¢ revi ¢ facilit . | Directorate, RHMT and Four facilities conduct ams . t "
management reviews at racility regional review repol agenaa,
QMS management reviews 1%/2"/3rd addressed at national regional and . 8 e QMS management reviews (FaHSAR - Facility HIV ) port, ag ’ |HBHC $20,000 [REDACTED] 7. Quality Management
. and National level . . minutes, etc.
facility level Semi-Annual Review)
. - Development of clear roles and responsibilities |Clear roles and responsibilities for managers at Completed appraisal forms,
Development of clear roles for Managers have job descriptions that are
P 1%/2"/3rd g ) P for managers at National Regional and facility [National Regional and facility level are developed | job descriptions in facilities [OHSS $0 [REDACTED]  |2. Policies and Governance
managers appraised annually. N
level. and implemented. (SIMS)
. . . TA to RHMT for coordination and supervision of
s tt o Commlink teams fully integrated in E + Client 4c link t in all f
upport to government ror Xper ients an .ommiink teams in all four
PP g‘ . 1%/2"/3rd RHMT management and coordination  |N/A - New COP 17 activity p A RHASAR HBHC $350,000 [REDACTED]  |2. Policies and Governance
RHMT Coordination regions, RHMT hold quarterly coordination
structure .
meetings
HRH - Systems/Institutional
Inst & Org Development
QM certification 1%/2"/3rd QWS certification of 4 high volume | Development of a QMSin facilities and for |6 ;1069 1 Certifications OHSS [REDACTED] | 7. Quality Management
facilities RHMT
Existing KP/LGBTI organizations (3) and
MSM/FSW 2 i i
tst/anapsraang [(P/LBTI CS08 manage outreach orgmtiont g rogem g
B ity ildi f KP i N/A - New COP 17 activity : P; OHSS 350,000 REDACTED, . Civil iety E
CBO capacity building sustained epi control components O P programming and /) ew CO activity 1) 30% of the CBOs have action plans and artner reports S IL ] 3. Civil Society Engagement
have advocacy skills - .
benchmarks for organizational improvements
based on ranid assessment:
Laboratory
25 students received practical training . . .
Establishment of a skills lab 3rd 90 as required by final year student Establishment of a skills lab within SHLS for No activities planned for COP 17 na HLAB [REDACTED]  |N/A

handbook

final year MSL students




Strategic Information

Integrated Disease Surveillance

Functional Integrated Disease

Support to MOH Epidemiology & Surveillance

13. Epidemiological and Health

st/nd . . . . . .
Monthly (at least 10) Epi Bulletins published Monthly Epi Bulletin email |HVSI 250,000 REDACTED,
& Response system 1/2%/3rd Surveillance & Response system Unit v ) Ep P v EP $ [ ! Data
. Strengthened capacity of Scientific . Functional Online IRB submission system - 100% | Rhinno online submissions 13. Epidemiological and Health
Support to MOH Research Unit | 1%t/2" Support to MOH Research Unit HvsI 300,000 REDACTED,
PP /2% /3rd Ethics Committee (national IRB) PP IRB submissions to the SEC made online system $ [ ] Data
Establishment of a national data coordinating
Support to Central Statistical st jand Improved national health data - y center - 100% of data requests facilitated and . " q
S t to Central Statistical Offi NDCC electi d HVSI 250,000 REDACTED, 8
Office 17/2"/3rd infrastructure upport to Central Statistical ice fulfilled by NDCC (National Data Coordinating electronic records S IL )] |5. Public Access to Information
Contor)
1) Functional and responsive pediatric
surveillance system - 90% of HIV exposed infants
Support to MOH Epidemiology recorded and 95% of HIV infected infants 1) Pediatric HIV surveillance
& surveillance Unit and (SNAPS)| 4 Improved national pediatric HIV and . followed-up electronic database 2) 13. Epidemiological and Health
N/A - New COP 17 activity HVSI 100,000 REDACTED,
Swaziland National AIDS /2% /3rd HIVDR surveillance / ew acivity 2) Functional and responsive HIV DR surveillance Lab information system $ [ d Data
Program system - Quarterly testing of nationally database
representative sample, and Reports of testing
results released one month after testing at latest
National HIV program reports reflecting
Support to MOH M&E Unit 1%/2"/3rd 90-90-90 progress and improved Support to MOH M&E Unit Included in table 6.1.4 Partner reports HVSI [REDACTED]  |5. Public Access to Information
national data quality
S t idity Il 13. Epidemiological and Health
upport fag avicity assay ro 1st Lag avidity institutionalized N/A - new COP 17 activity Lag avidity assay roll out across the country NASHAR HBHC $82,230 [REDACTED] o =moecalandlyeal
out across the country Data
50% of hotspots are mapped, and MOH KP unit
1st/2nd/3rd and KP Unit in MOH tracks KP programmin, and implementing partners (including KP/LGBTI 13. Epidemiological and Health
KP Hotspot mapping / . / " . P . 8 8 N/A - new COP 17 activity P . 8P ) ( 8 _/ Partner reports HVSI $50,000 [REDACTED] 2 4
sustained epi control |coverage in all hotspots nationally CBOs) use the information to develop micro Data
plans and monitor coverage of interventions
RSP have institutionalized KP violence Structural interventions with the Royal Swazi
KP Stigma and discrimination and stigma reduction and select Police Force, select clinics and facilities, and with
reducfion sustained epi control |facilities (5) are centers of excellence for|N/A - New COP 17 activity key gatekeepers in Municipalities to support KP Partner reports HVOP $145,000 [REDACTED]  |2. Policies and Governance
KP friendly services with KP competent violence prevention and response and reduction
providers in stigma and discrimination
1st 2nd 3rd sustained .
MER 1.5 Survey for OVC epi control Ovc health outcomes tracked N/A - new COP 17 activity Mandatory MER 1.5 survey for OVC Survey Results HKID $200,000 [REDACTED]  |15. Performance Data
1) Development of an online Decision Makers
Program Planning Tool (DMPPT) 2.0 tool that will
assist the Swaziland VMMC program understand
MC coverage by SNU and age group and VMMC
Three tools to have been customized unmet needs and set appropriate targets.
DMPPT, Site capacity tool, GIS |1st and sustained epi [and integrated within the Swaziland . 2) Development of an online site capacity and
paciy P Intes N/A - new COP 17 activity ) Develop o pactty Partner reports HVSI $250,000 [REDACTED] (15, Performance Data
Dashboard control national VMMC program by the end of utilization tool that will assist the program
CoP17 understand the capacity of each of the sites
supported, monitor performance of sites
3) Development of an online GIS Dashboard that
will assist the program visualize general VMMC
geographic and demographic information
Market segmentation
survey/assessment to improve 80% condom coverage among key and GKoS, CBOs, NGOs and implementing partners
targeted condom promotion sustained epi control N & B ey N/A - new COP 17 activity. use the results of the market segmentation to Survey report HvVOP $130,000 [REDACTED]  |14. Financial / Expenditure data

and distribution for priority and
key populations segments

priority populations

design specific condom promotion interventions




Systems Development

Strengthen case management
to prevent child abuse

TOTAL

1stand 2nd 3rd 90 and
epi control

Strengthen community and government
case management systems to prevent
and respond to child abuse

Children at risk of abuse and survivors of abuse
are identified and receive social and HIV
services through functional referrals

Children at risk of abuse and survivors of abuse
are identified and receive social and HIV services
through functional referrals

Partner reports

HKID Included in TBB [REDACTED] 6. Service Delivery
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