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Foreword (by NERCHA)

The Government of Swaziland presents the National Strategic Framework (NSF) on HIV and AIDS for
2009 -2014.

This is a product of a highly consultative process involving all stakeholders in the response to HIV and
AIDS. Consultations were held at the national level, decentralized regional consultative meetings, with
sector representatives and programme implementers. The process also benefited from international
support from various organizations including UNAIDS, UNDP, UNIFEM, World Bank, Global Fund to
Fight AIDS, Tuberculosis and Malaria, WHO, UNICEF, PEPFAR, Technical Support Facility, Italian
Cooperation and many others. This highly interactive process ensured that the NSF addresses current
needs and epidemic trends in Swaziland, drawing on new global and national knowledge and information
on HIV and AIDS. The team of consultants that assisted the country to develop this framework included a
specialist on gender and human rights issues. Swaziland’s approach is to mainstream these concerns at
all levels, and indeed, to mainstream our HIV and AIDS response into our national development agenda.
There were also specialists in Health Sector response planning, Monitoring and Evaluation, Resource
Mobilization and Costing, and HIV prevention. The National Strategic Framework (NSF) uses a Results
Based Approach and evidence based planning. This has not only brought new thinking and a sharpened
focus, but also facilitated mainstreaming of the Three Ones principles.

Consultations started in June 2008 with the establishment of a multisectoral Steering Committee to
oversee the process on behalf of the Government of Swaziland. The joint review of the National
Multisectoral Strategic Plan on HIV and AIDS 2006-08 (as well as the entire response to the epidemic)
was done between June and August 2008. The Steering Committee then engaged in the process of
developing the National Strategic Framework from September 2008 to February 2009. Final compilation
and editing was completed in March 2009, in consultation with technical working groups.

The response has developed in the light of much better knowledge about the epidemic in Swaziland. The
ante-natal clinic prevalence surveys conducted every two years indicate that the epidemic has stabilized
(albeit at a very high level). These data show that in 2004 prevalence amongst pregnant women aged 15-
49 years was 42.6%, in 2006 it dropped to 39.2% and in 2008 it had picked up again to 42.0%. The First
Swaziland Demographic and Health Survey was released in 2007 and provided in-depth knowledge of
the epidemic from a representative national sample of the whole adult population (men and women). We
are more aware of where new infections are likely to come from, based on the Modes of Transmission
study conducted in 2008 which also identified strategies to respond.

This National Strategic Framework presents an opportunity for the national response to be more effective
in preventing infections, enhancing care, treatment and support, and mitigating the impact of HIV and
AIDS, and if we succeed, in making an impact in the development agenda of the country. Swaziland aims
to sustain the success rate in treatment of people living with HIV, ensuring that Orphans and Vulnerable
Children enjoy equal rights and the care they need, and that we scale up effective evidence-based
prevention strategies. The NSF plans further support for systems strengthening across all levels to
sustain the collaboration and achievements gained in implementing the last NSP. Swaziland will
strengthen its monitoring and evaluation efforts to enable implementers to recognize and reinforce good
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performance, and improve or reprogram activities that are not on track, to ensure that the response
delivers on the intended results

This is an exciting time when there are opportunities to increase the resource base to fund an effective
response to the development challenges posed by the epidemic in collaboration with our development
partners.
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Glossary

The following are definitions of terms used in the National Strategic Framework (NSF)

Term Description

Broad systems | A system that incorporates several approaches that address issues in a holistic but
approach strategic manner.

Chiefdom A primary level of local government which is lower in level than the Inkhundla

Coordination

The process of bringing together and supporting stakeholders to efficiently and
effectively achieve the common goals articulated in the national multi-sectoral HIV
and AIDS policy and strategic framework.

Describable Can be correctly described to avoid mis-interpretations or assignment of other
meanings.

duty bearer A person who has a legal obligation to provide services to another person.

Epidemic threshold | The level at which HIV epidemic cannot sustain itself. Below the threshold the
epidemic is likely to plateau (or decline).

Evidence  Based | A process in which planners use available evidence to inform their choices and

Planning decisions on interventions and strategies to achieve specific desired results.

Gender A social construction of sexual characteristics

Health facility

An institution where health care is provided

Health sector

Includes public, private and traditional institutions that provide health care
services.

Homestead A unit of residence comprised of more than one household
Household A unit of residence comprised of one family
Impact mitigation A strategy used for alleviating negative social and economic effects on the lives of

people, society and economy contributed to by the burden of the HIV and AIDS
epidemic, poverty, or income inequalities etc.

Impact result

Long term positive changes in the lives of people, condition(s) or organisation(s).

Inkhundla A constituency composed of a number of chiefdoms

Inputs Resources (human, information, finance) required to support activity
implementation to produce outputs.

Outcome A change in behaviour (values, attitudes, practices etc) of, or the use of new
capacities (laws, policies etc) by target group (people and institutions).

Output Operational changes or new capacities (knowledge, skills and equipment, products
and services) which result from the completion of activities within a specified
intervention in a given time.

Programme A set of organised activities or interventions that are intended to contribute to a
common outcome.

Region An administrative geographic area with clearly identifiable boundaries. Swaziland
has 4 administrative regions (Hhohho, Lubombo, Manzini, and Shiselweni).

Regional A decentralised multi-sectoral coordination mechanism institutionalised at regional

Coordination level involving diverse stakeholders.

Result A measurable or describable change in the lives of people or organisations
resulting from a cause and effect relationship or programme intervention.

Results Based | A management strategy that ensures that actions and interventions achieve their

Management stated impact and outcome level results.

Results based | An evidence-based strategic planning framework that focuses on impact and

planning outcome results.
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Results Framework

A framework showing part of all of the chain linking inputs and activities to outputs,
outcomes, and impacts.

Rights Holder

A person who is legally entitled to some benefit(s) or service(s) provided by a duty
bearer

Sector

A segment of society that has common characteristics or interests, or a segment of
the economy with a distinct mandate (i.e. health, agriculture etc). The NSF defines
two “blocs” of sectors i.e. the public and the non-governmental (including private)
(see annex 2).

Thematic area

An operational area or broad topic with a common central theme or focus. NSF
has four thematic areas i.e. (i) prevention, (ii) treatment, care and support, (iii)
impact mitigation and (iv) response management.

vulnerability

Vulnerability is defined as the extent to which a unit of interest i.e. group of people,
homestead, household, or individual is able to protect itself from unwanted
exposure to negative impacts, whether these impacts come from outside or inside.
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The National Strategic Framework Structure

The Swaziland National Strategic Framework (NSF) is organized in the following seven sections.

Section 1:

Contains introductory sections and the executive summary that provides the reader with an
overview of the content of the entire NSF and includes NSF Results Framework.

Section 2:

Provides background information to the NSF. It gives an overview of the country’s
economy, social, political, historical, administrative context and response to HIV and AIDS.
The process of developing the NSF, outlining the purpose of the NSF and the guiding
principles that has informed its development.

Section 3:

Articulates the epidemiological situation and provides with information on the trends, the
stage and the macro-level impacts of the epidemic. It has also identified and described the
drivers of the epidemic in Swaziland.

Section 4:

Highlights the achievements of the national response to date and the challenges and gaps
that were experienced during the NSP |l implementation. The section articulates the
opportunities for the national response in the context of the NSF. It further provides
information on the policy and legal environment necessary for the operationalisation of the
NSF.

Section 5:

Constitutes the core of NSF. It describes Swaziland’s strategies in the four thematic areas
of Prevention, Treatment Care and Support, Impact Mitigation and Response
management. Under each thematic area specific priority programmes and operational
strategies are described. Details on the impact and outcome level results are given,
baselines and targets are stated for each of the thematic and programme areas. A
situation analysis for each programme is presented, achievements are highlighted and a
gap analysis conducted. Finally, a strategic direction and strategies for each of the
programmes necessary for effective implementation are included.

Section 7:

Annexes to the NSF.
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Section 1: Executive Summary and Results Framework

Introduction

This document describes a five year (2009-2014) National Multisectoral Strategic Framework (NSF) for
HIV and AIDS for the Kingdom of Swaziland. The planning of the NSF is evidence based and results
focused, and has embraced, and mainstreamed, gender and human rights dimensions. The development
of the framework is also informed by the National Multi-sectoral HIV and AIDS Policy (2006). The new
planning paradigm will enable implementation of the framework to focus on measureable and important
impacts and outcomes. The NSF has built on the achievements and lessons --positive and negative--
learnt through developing and implementing the second National Multisectoral HIV and AIDS Strategic
Plan (NSP Il 2006-2008).

The Purpose of the NSF

The purpose of the NSF is to bring together stakeholders to scale up and mainstream decentralised and
effective response strategies to contribute to the NSF results, based on the comparative advantage of
each stakeholder or sector.

The Process of Developing the NSF

The NSF was developed in four stages: (i) joint review of the National Multisectoral Strategic Plan on HIV
and AIDS 2006-2008, (ii) development of the NSF, (iii) development of Regional Action Plans and the
National Action Plan, and finally (iv) costing of the framework. One of the recommendations of the joint
review was to shift the planning paradigm to an evidence-based results management approach. The
process was broadly participatory and involved stakeholders from communities, civil society, People
living with HIV (PLHIV), Traditional Health Practitioners (THP), private sector, development partners
(including United Nation agencies and donors) and Government institutions. Stakeholders were involved
through technical working groups, regional consultations and programme consultations.

The NSF Guiding Principles

eFocus on prioritized and measurable impacts and outcomes

eUse available evidence to inform the choice of interventions

eAddress gender equality and equity

eMainstream HIV and AIDS in sector policies and programmes to ensure an effective internal and
external response, and expand the scope of the multi-sectoral response.

ePromote meaningful involvement of PLHIV

eAdopt and mainstream the three ones principles at all levels of the response

eSupport knowledge management related to HIV and AIDS

eSupport and strengthen Swaziland’s efforts to address its regional and international HIV and AIDS
related obligations.
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NSF Results Framework

A key feature of the NSF is a results framework that starts with evidence and baselines, articulates
specific measurable results (impacts, outcomes and outputs) and links resources to results. The national
overarching development result, to which the NSF aims to contribute, is:

“‘Swaziland Human Development Index (HDI) improved from 0.542 in 2008 to 0.55 in 2014

The HDI combines life expectancy, literacy and educational attainment, and per capita income. Including
it in the NSF emphasizes the integration and mainstreaming of HIV in Swaziland’s national development
effort.

Impact level results have been articulated for the four thematic areas of the NSF. Thematic areas are
made up of a number of programmes, for which outcome level results are articulated. In the National
Action Plan and Regional Action Plans, output level results are identified to contribute to the achievement
of the outcome results.

Data sources have been identified for all results indicators. Impact and outcome results will be monitored
using independent data sources wherever possible, collected through well-developed and rigorous
methodologies, such as the DHS. Processes for participatory annual implementation reviews and
planning have been defined, and are described in Annex 2.

The NSF Thematic and Programme Areas

The NSF programmes are grouped under the four thematic areas of a) Prevention, b) Treatment, Care
and Support, c) Impact Mitigation and d) Response management. Specific interventions under each of
the programmes have been selected based on evidence of their efficacy, their feasibility, the availability
of resources (financial, technical and human) to support implementation, and their potential to address
one or more of the key epidemic drivers.

(a) Prevention

Prevention remains critical for the national response to HIV. Effective prevention will also have long term
collateral benefits for treatment, care and support and impact mitigation. The prevention interventions are
designed to reduce exposure to HIV, reduce the probability of transmission when exposed, and influence
change in societal norms, values and practices that tend to impact on peoples’ ability to adopt key
prevention behaviours.

The strategic direction for prevention is to ensure that interventions reduce incidence rates to levels at
which the epidemic starts declining. Hence the following are the two thematic impact level results.

1.The rate of HIV incidence per year is reduced from 3% in 20082 to below 2.3%?2 by 2014.
2.% of young people aged 15-19 years who are HIV infected is reduced from 10.1% for women in
2007 to 8% in 2014 and from 1.9% in 2007 for men to 1.5% in 2014

The NSF target is to reduce annual HIV incidence rates from 3% to at least 2.3% by 2014, the estimated
threshold level below which the epidemic will start to contract. An additional impact level result is that
interventions will contribute to a reduction of infections among young people aged between 15 to 19
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years from 10.1% in women and 1.9% in men# (2007) to 8% in women and 1.5% in men by 2014. To
achieve these results, the following strategies and programme have been prioritised.

eSocial and behaviour change communication programmes

eReduction of multiple concurrent partners among sexually active population

eIncreased and comprehensive knowledge of HIV and AIDS

eScaling up of prevention of mother to child transmission of HIV

eMale circumcision of HIV negative men, with 15-24 being a priority age group. However the
programmes will also ensure infant circumcision.

In addressing change in societal norms, values and practices, the specific interventions will include
improving comprehensive knowledge on HIV, addressing sexuality and reproductive health, multiple
concurrent partners and empowerment of women and girls. Exposure to HIV infection will be reduced
through interventions to discourage early sexual debut, multiple concurrent partners, and inter-
generational sex. Abstinence and being faithful will also be promoted. To reduce the probability of
infection the NSF aims to scale up ART for PMTCT, male circumcision and promote condom use.
Strategies will be promoted to support condom use at first sex as studies have shown that people who
have used condoms at first sex are more likely to continue using condoms thereafter.

With regard to focusing on young people, prevention will target programmes that keep children in school,
and address out of school youth where no formal opportunities exist to provide life skills.

Prevention programmes will address key epidemic drivers including multiple and concurrent partners
(MCP), sexual debut, intergenerational sex, income inequality, mobility and migration, commercial sex,
gender inequalities and sexual violence, and low and inconsistent use of condoms.

While prevention will focus on priority interventions, there are other interventions that need continue
because of their importance in sustaining the gains already achieved in prevention. These programmes
include HIV Testing and Counselling (HTC); Blood Safety and Universal Precautions; Post Exposure
Prophylaxis (PEP), integration of prevention programmes for key populations at risk, treatment of
sexually transmitted infections (STI) and HIV and AIDS workplace programmes.

Voluntary Counselling and Testing (VCT) in the community will be provided for people who want to know
their HIV status. VTC is an entry point for community-based programmes to support people who test
negative to maintain their status, and support those who test positive to life positively and access
treatment and care when needed. All blood will continue to be screened for HIV in a quality assured
manner to ensure 100% blood safety.

Although there is no empirical evidence of STI control as an effective population-level prevention
strategy, STI management is important as a health intervention in its own right; to reduce individual
susceptibility to HIV; and as an entry point for BCC for people with high risk sexual behaviours.
Swaziland has initiated treatment for viral STIs such as herpes. Genital ulcers caused by herpes have
been identified as increasing the chances for infection and so treating genital herpes and ulcers would
reduce susceptibility to infection.

Support for mainstreaming of HIV and AIDS in sector programmes and policies covers (i) internal
response programmes that will cater for prevention at the workplace and provide care for carers; and (ii)
external responses through which sectors address the challenges of HIV and AIDS associated with their
external services and/or development programmes.
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The coordination of prevention interventions will be facilitated by a national multi-sectoral Prevention
Technical Working Group (TWG). The TWG will constitute technical sub committees responsible for
specific programme development (i.e. PMTCT, condoms, MC etc).

(b)Treatment, Care and Support

Treatment, care and support of PLHIV remain an important part of the national response to HIV and
AIDS. The thematic area consists of six programme areas: HTC, pre-ART and opportunistic infections,
ART (including paediatric ART), Management of TB/HIV co-infection, provision of community-based care
services (including palliative care), care and support by Traditional Health Practitioners (THP). The
treatment, care and support priority interventions are the provision of ART and treatment of TB/HIV co-
infection.

The programmes are designed to complement each other and create an effective synergy. They are
expected to contribute to improving the quality of life of PLHIV including children living with HIV, and to
increase life expectancy. Quality of life is relatively difficult to measure (and would require special
surveys), so the impact level result for this thematic area is:

| Life expectancy increased from 40.25 years in 2008 to 44 years, by 2014 \

Treatment, care and support interventions will improve quality of life through the provision of
comprehensive treatment, care and support programme for people with HIV and TB/HIV co-infection. The
programme will support testing for HIV and screening for TB to be conducted in either service’s provision
sites. While clinical services will be provided at health facilities, additional care and support will be
provided at community level. It is anticipated that traditional health practitioners will support the
programmes by providing quality counselling, referral and by promoting adherence.

In the context of treatment, care and support, HTC is an important entry point. Testing identifies people
with HIV and enables health providers to determine the nature of care to be provided. The first option is
that people who test positive could be enrolled on Pre-ART. Efforts will be made to ensure that clients are
retained on Pre-ART as long as possible. The second option will be if the person tests positive and meets
the criteria for ART, to be enrolled on ART directly. Once enrolled on ART the aim is to ensure that
PLHIV adhere to treatment.

Given that TB is a major cause of death for PLHIV, collaboration between the two programmes will be
strengthened. The Ministry of Health has already initiated such efforts. Key areas of programme
collaboration identified in the NSF include effective referral systems and provision of testing for both HIV
and TB in designated HIV and TB sites. A key concern is the potential implications of emergence of multi
drug resistant (MDR) Tuberculosis and extensively drug resistant (XDR) Tuberculosis.

Community-based Care Services (CBCS) will be strengthened and expanded to cater for the increasing
number of people in need. The capacity of CBCS service providers will be strengthened to improve on
the provision of medical, psychosocial and material support, and also to scale up palliative care.

Strategies have been articulated for strengthening collaboration with Traditional Health Practitioners in
the provision of counselling, treatment literacy, and referral services.

Services will be scaled up in a number of programme areas to ensure comprehensive coverage and
equity. To enable this, given the shortage of skilled human resource, “task shifting”, will be promoted to
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allow certain services currently being provided by medical doctors to be provided by qualified nurses.
This will require a policy review to institutionalise “task shifting”.

(c) Impact Mitigation

The core focus of impact mitigation is to reduce the negative impacts associated with HIV and AIDS on
society - in particular on homesteads, households and individuals by addressing strategic issues of
vulnerability. The relationship between impact of HIV and vulnerability is seen as reciprocal. On one
hand, social and economic circumstances such as poverty, abuse, violence, prejudice and ignorance (i.e.
pre-existing vulnerability before HIV infection) increase an individual's susceptibility to HIV infection and
therefore fuel HIV transmission. In other cases, HIV positive status can generate and reinforce
vulnerabilities that further worsen the quality of life of the person affected. Vulnerable groups that the
programme will focus on include OVC, PLHIV and the elderly. Interventions will focus on homesteads,
households and individuals. Swaziland has established criteria for vulnerability, notably: death of an adult
in the household in the past 12 months, presence of an ill adult who requires care, presence of an
orphaned child.

It is intended that the implementation of identified impact mitigation interventions will achieve the
following thematic impact level result:

% of households with vulnerable individual/s®, that are able to cope with the impact of HIV
has increased from 72% in 2008 to 80% by 20147

The following interventions have been identified to contribute to the achievement of the above impact
level result.
eFood and nutrition for vulnerable households and individuals
eEducation support for OVC
*OVC socialisation and protection
eProvision of psychosocial support
eStrengthening of community systems, including identification and support of alternative sustainable
livelihoods, as well as the strengthening of community-based institutions to support interventions
that are community initiated and driven. Attention will be paid to care for carers at community
level to ensure sustainability of services. Stakeholders will complement existing government
support to community-based interventions.
eStrengthening social protection systems through improved capacities of Department of Social
Welfare and the National Children’s Coordination Unit (NCCU). This will involve linking the
informal social protection systems to the formal social protection systems. The capacity of NCCU
and the Department of Social Welfare to coordinate and monitor implementation of impact
mitigation for individuals, households and families affected by HIV and AIDS will be
strengthened.

In the case of OVC, support will range from access to Early Childhood Care and Development (ECCD),
primary education, food and nutrition requirements, health care, and adequate shelter. The programmes
will also ensure that OVC have a caregiver and receive psychosocial support. Existing strategies for
effective and positive OVC socialisation and protection will be strengthened. In this regard the new NCP
strategy provides an avenue to reach OVC with a holistic, integrated and comprehensive service
package.
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Nutritional and psychosocial support will be provided to those people in need. Strategies will be
developed and implemented to reduce or eliminate stigma and discrimination against PLHIV. They will
also be supported in efforts to identify and engage in alternative and sustainable livelihoods that are likely
to raise their household income and improve household food security.

The impact of HIV and AIDS has been significant among the elderly. In the first instance the elderly often
loose their main source of support when their adult children fall sick. Second, they assume the role of
caregivers and breadwinners at an age when they are not economically productive. The programme will
mitigate impact on the elderly by strengthening community systems to support them.

(d) Response Management

This component, response management, will focus on six key areas: (i) coordination and partnerships; (ii)
strategic and action planning, programme development and project management; (iii) capacity
development; (iv) mainstreaming, policy development and advocacy; (v) resource mobilisation; and (vi)
monitoring and evaluation. The strategic direction is to ensure effective overall coordination, equitable
distribution of quality and comprehensive services and the decentralisation of the planning processes. It
also aims towards mainstreaming the HIV response at all levels and creation of an enabling policy
environment.

The impact level result for this thematic area is:

The coordination of the national multi-sectoral HIV and AIDS response is effectively managed
mainstreamed and owned by all stakeholders with adequate resources mobilised and partnerships
strengthened.

Swaziland has established multi-sectoral coordination structures at regional and sector levels. These
include the Regional Multi-Sectoral HIV and AIDS Coordinating Committee (REMSHACC), Tinkhundla
Multi-sectoral HIV and AIDS Coordinating Committee (TMSHACC) and the Chiefdom Multi-sectoral HIV
and AIDS Coordinating Committee (CHIMSHACC). Other structures include the Regional Health
Management Teams (RHMT) under the Ministry of Health, and the Municipality HIV and AIDS Teams
that are coordinating the urban response. The NSF has re-defined the two categories of sectors: the
government sectors include all the government ministries, while the non-governmental sectors include
civil society, private sector, and traditional Health Practitioners, among others. NSF will facilitate capacity
building and strengthening for these institutions to provide effective and comprehensive coordination
aligned to the three ones principles.

NSF has put in place strategies to re-position NERCHA to provide strategic policy guidance and overall
national coordination, leaving the regional and sector coordinating structures to facilitate coordination at
their operational level. The NSF will attempt to harmonise coordination modalities among different
stakeholders, in particular development partners. In addition, it aims to align their programmes with
national action plans. The strategic framework will consolidate existing partnerships, especially with
Government agencies, civil society and development partners, and facilitate the establishment of new
ones. Private Public Partnerships (PPP) will be strengthened. The NSF recognises that the challenges of
HIV and AIDS transcend institutional boundaries and hence require collaboration based on comparative
advantage.

The strategic framework has further decentralised the planning process and resulted in a National Action
Plan and Regional Action Plans. Individual sectors will be supported to develop their own operational
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plans aligned to NSF. Support will also be given to action planning at sector and community levels, which
will eventually contribute to some communities developing their own action plans.

The NSF thematic areas identify programmes that aim to achieve the impact and outcome level results.
In some cases, specific programme documents need to be developed to articulate programme level
policies, quality standards and, where applicable, articulate operational guidelines and provide strategic
direction. Programme development will mainstream participatory and multi-sectoral strategies.

The NSF provided guidelines for mainstreaming HIV and AIDS in sector policies and developing
programmes to ensure that sectors respond to both internal and external needs related to addressing HIV
and AIDS. A key activity will be reviewing relevant policies that mainstream HIV and AIDS. To ensure
effective implementation of the NSF, a strong advocacy component is planned.

The NSF will be used as the main document for national resource mobilisation. However, individual
organisations have been encouraged to undertake independent resource mobilisation to support their
respective activities aligned to NSF. Strategies for management and tracking resources for HIV and AIDS
resources will be mainstreamed in all sector operations.

The NSF includes a planned comprehensive assessment of the national capacity required to implement
the planned activities. It is on the basis of the findings of the assessment that capacity will be built or
strengthened. A key area of focus for the NSF is ensuring adequacy of qualified and skilled staff at all
levels.

During the period of the NSF the national M&E framework will be mainstreamed in all the sectors and
regions, in line with the three ones principles. The M&E framework will be reviewed and aligned to the
requirements for the NSF. Capacity will be strengthened for effective implementation of the M&E. As
regards HIV and AIDS research, the NSF proposes the establishment of a Research unit, development of
a focused research agenda, and strengthening of the use of research and evaluation information to
inform policy and programme development.
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Section 2: Background Information

2.1 Country Context

The Kingdom of Swaziland is landlocked with a surface area of 17,364 square kilometres. The estimated
population of Swaziland is 1,018,449 people? (Male: 481,428, Female: 537,021). 52% of the population is
under the age of 20 years and 79% of the people live in rural areas?".

Swaziland is divided into four administrative regions |SWAZILAND \
ie. Hhohho, Lubombo, Manzini and Shiselweni. o= e,

Manzini has the largest industrial site in the country | __ ., 4 "r:__?_
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.« Rocklands
& *
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chiefdoms and towns. K.FMBQBANE L Miba € | MOZAMBIQUE
, , , , N 4 siteki
Swaziland became an independent kingdom in 1968, | ... . ¥ wanaini | =y
with His Majesty the King as the Head of State and | o 7 LUBOMBO !
. . . Sidvokodvo 1
the Prime Minister as the Head of Government. : MANZINI =< o E
i M:lr\k'a:,-anc / Siphofaneni i
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Although manufacturing contributes a growing share " e Sl 2 sicheia e SN
of the Swaziland gross domestic product (GDP), the L Mtk L
economy is largely agriculture-driven. Most industries coum 2% SHISELWENI e o
process agriculture produce including sugar, wood | armica  “héngano .
pulp and food canning. Other agricultural products e ;
Lawmisa ',

Include Com, CItrUS frUltS, |IVeStOCk and plneapples —_—— IntermationalBoundary T O,

O] NationalCapital 4

Swaziland is classified as a Lower middle income || % owie: Copyh 200 Compare ichase Limked |
country2? with per capital income of US$2,580 (2007).

Swaziland has a high dependence on South Africa for its imports (80%) and exports (60%). Economic growth
has slowed down in the last twenty years from 9% in 1986 to 2.8% in 200623. The economic slowdown has
been largely due to fluctuations in the performance of the agriculture sector caused by erratic climatic
conditions -- in particular a persistent drought, and changes in prices of agriculture products in the world
market. The majority of the people are dependent on subsistence agriculture which has also been affected

by erratic climatic conditions.

The Swaziland Household Income and Expenditure Survey (SHIES, 2001) estimated that 69% of the
population lived in poverty. The Poverty Reduction Strategy and Action Plan (PRSAP 2006) noted that urban
poverty is on the rise. Through the implementation of the PRSAP, the Government of Swaziland is committed
to reducing poverty level to 30% by 2015, with the longer term goal of eradicating poverty by 2022.

The PRSAP also aims to curb the spread of HIV by promoting strategic prevention interventions and
expanding opportunities for comprehensive care, support and impact mitigation for those already infected
with HIV or affected by AIDS. By so doing the strategy will promote the development of sustainable human
capital. Other areas of focus for the PRSAP include improving access to basic education, primary health
care, and improving food security and agricultural productivity (PRSAP 2006).
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2.2 National response to HIV and AIDS - Contextual Analysis

The national response to HIV in Swaziland has been driven through the implementation of five consecutive
plans: an initial Short Term Plan (STP) 1987-1988; Medium Term Plans | (1990-1992) and Il (1993-1996),
and two National Multi-sectoral HIV and AIDS Strategic Plans (NSP | 2003-2005 and NSP Il 2006-2008).
Each plan has ushered in changes on how the national response was to be managed and governed. In 2003
the National Emergency Response Council on HIV and AIDS (NERCHA) was established to coordinate the
multi-sectoral response. In 2006 the National Multi-sectoral HIV and AIDS Policy was adopted. In 2006, HIV
and AIDS decentralised coordinating structures were established in line with the National Decentralisation
Policy of 2005.

While Swaziland has made significant efforts to control the epidemic, HIV prevalence remains among the
highest in the world. Sentinel surveillance data show that prevalence among women attending antenatal
clinics increased from 3.9% in 1992 to 38.6% in 2002.There is evidence of prevalence stabilising as it shifted
from 42.6% in 2004 to 39.2% in 20062* and is at 42% in 2008.

The persistent extremely high HIV prevalence and the devastating impact of HIV on Swazi society
necessitate a new approach in the national response. This thinking has informed the development of the new
National Strategic Framework (NSF).

The joint review of the NSP II conducted in June/July 2008, suggested a more strategic approach in the
national response based on available evidence and focusing on achieving specific results, in addition to
meaningfully mainstreaming gender and human rights approaches in the HIV and AIDS planning and
programmes. This approach has necessitated a shift from the traditional strategic planning process to the
National Strategic Framework planning modality that creates the opportunity for a results based management
approach, while at the same time creating opportunities for decentralised regional and sector planning within
the context of the three one principles. The NSF approach is premised on the need to harmonise and
synchronise the various interventions with national response priorities thereby creating synergy, rationalising
the use of available resources and focusing on prioritised and specific results. It is on this premise that the
National Strategic Framework for HIV and AIDS 2009 — 2014 has been developed. The approach is guided
and informed by a set of principles described in section 2.4 below.

2.3 The Purpose of the NSF

The purpose of the NSF s to:

i.Guide the implementation of a multi-sectoral, relevant, comprehensive and effective HIV and AIDS
response in Swaziland using Results Based Management (RBM) and the three one principles.

i.Enable the scaling up of evidence-based and decentralised HIV and AIDS response strategies that
have mainstreamed gender and human rights, address national priorities and have significant
potential to reverse or start halting the epidemic by 2014.

iii.Facilitate mainstreaming of international commitments to which Swaziland is a party in the national
targets and contribute towards the country achieving these targets

The implementation of NSF will contribute to specific measureable and important impact, outcome and
output levels results as outlined in the results framework. To achieve these results, priority interventions and
strategies have been identified and articulated. It is anticipated that the interventions will result in fewer new
HIV infections, and reduced HIV related morbidity, mortality and socio-economic impacts.
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2.4 The Guiding principles

The review of the NSP Il in June/July 2008 concluded that the high prevalence level, the devastating impacts
of HIV on Swazi society and the challenges experienced during implementation of the plan necessitated a
new approach. The development of the new NSF was informed by the following principles.

Vi.

Vii.

viii.

Result-Based Management of the HIV Response: Planning, implementation and
monitoring/oversight of HIV and AIDS interventions at all levels will focus on achieving stated
measurable results or change.

Evidence-Based Planning: The development of the NSF is informed by available evidence of
strategies that have worked and have the potential to contribute to the desired impact and outcome
level results while addressing the key drivers of the epidemic.

Gender Equality and Equity: Stakeholders will address gender inequalities that contribute towards
fuelling the HIV epidemic, by incorporating gender dimensions in all aspects of HIV programming to
reduce gender vulnerability and risks of HIV transmission, while at the same time improving equal
access to HIV and AIDS services

Mainstreaming Human Rights Approaches: Stakeholders will mainstream the use of human rights
approaches in HIV programming to ensure respect and protection of basic human rights for people
living with HIV and AIDS, vulnerable groups and those affected. In addition the human rights
approach will work towards universal access to services for all people in need, and ensure good
governance, transparency, and accountability by duty bearers and rights holders.

Systems approach and Mainstreaming: The NSF will consolidate and link programmes and create
synergy between the programmes through a systems approach and mainstreaming. In the context
of mainstreaming, consideration is given to how HIV and AIDS services link with, complement and
support the wider development mandate of government, and vice versa. For example consideration
in this NSF will be given to how HIV services in the health sector can and should support health
systems strengthening and how poverty reduction and strengthening sector interventions can have a
positive impact on people’s lives and on their ability to protect themselves against HIV infection and
the socio-economic impacts.

Promote Greater Involvement and Empowerment of People living with HIV and AIDS (GIEPA):
Stakeholders will embrace and operationalise the principle of meaningful involvement and
participation of PLHIV in the national HIV response at all levels.

‘Three Ones’ Principle: Stakeholders will harmonise their operations with the three one principles
i.e. having one national (a) coordination authority, (b) strategic framework, and (c) monitoring and
evaluation framework.

Community engagement and participation in, and ownership of HIV and AIDS interventions.
Communities will be supported, empowered and their systems strengthened to ensure that
interventions at community level are driven and owned by the communities themselves.
Stakeholders will ensure adequate support and strengthening of community solutions, the use of
existing infrastructure, equity and sustainability of interventions.

Knowledge Management: Stakeholders will make efforts to share and learn from each other based
on their “hands-on” experiences, existing and emerging best practices on HIV and AIDS.

A commitment for Swaziland to address its regional and international HIV and AIDS
obligations and adherence to international HIV related protocols: Stakeholders will take due
cognisance, will adapt and customise regional and international protocols to ensure compliance and
contribute to meeting Swaziland’s regional and international commitments on HIV and AIDS.
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2.5 The Process of preparing the NSF and Stakeholders’ Participation

The process of developing the NSF involved four stages: (i) a joint review of the National Multi-sectoral HIV
and AIDS Strategic Plan (NSP) 2006-2008, (ii) development of the NSF, (iii) the development of Regional
Action Plans and the National Action Plan, and (iv) costing of the framework. One of the recommendations of
the joint review was a shift in the planning paradigm from traditional strategic planning to an evidence-based
and results focused management approach. The conceptualisation and development of the NSF embraced
this approach.

The process was participatory and involved different stakeholders from communities, civil society, People
living with HIV (PLHIV), Traditional Health Practitioners (THP), private sector, development partners
(including United Nation’s agencies and donors) and government institutions. Stakeholders were involved
through technical working groups, regional consultations and programme consultations. These stakeholder
groups and consultations identified the priorities for the NSF based on available evidence of interventions
that had the potential to a) reduce new infections and hence HIV incidence rates, b) provide quality and
comprehensive treatment, care and support and c) mitigate the impacts of HIV and AIDS especially among
vulnerable groups. The evidence came from national, regional and international studies and from the NSP
evaluation report. The stakeholders further developed and agreed on criteria for the selection of NSF priority
interventions.

Representatives of all stakeholders working through the technical working groups were further involved in
determining the impact, outcome and output level results the NSF aims to achieve, using a Results Based
Management (RBM) approach. Stakeholders set and agreed on the NSF mid-term and final targets. Once
developed, the NSF Results Framework (Table 1) was presented to and further discussed with a wider group
of stakeholders for consensus, validation and agreement. During the validation process, stakeholders also
ensured that gender, human rights and strategies for community participation were adequately addressed in
the NSF.

The NSF development process was facilitated by a team of consultants both international and national which
was served by a Secretariat. The process started in June 2008 and concluded in February 2009. Throughout
the process the team of consultants were located in a central place in the capital city of Mbabane to facilitate
accessibility to all interested parties, stakeholders to engage with the consultants, inform and influence the
direction of the NSF. The consultants held meetings in the four regions of the country both during the joint
review and action planning processes to ensure wide participation of all stakeholders in the process. The
general public was informed of the NSF process and consultations through the media.

NERCHA (Council) appointed a Steering Committee whose composition was drawn from all stakeholders to

manage the process from the joint review to the NSF and Action Plan development process. The NSF was
presented to NERCHA at the end of the process for validation.
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Section 3: The Epidemiology and Impact of HIV in Swaziland

Swaziland has the World’s highest HIV prevalence rate of 26% (31% women and 20% men)2> among people
aged 15-49 years, and has a high estimated HIV incidence rate of 3% compared to other countries in the
region. This means that, of every 100 HIV-negative persons in Swaziland, 3 will become infected with HIV
every year. In 2008, an estimated 44 HIV-negative adults were infected every day26.

It is essential to focus on HIV incidence when determining the effectiveness of HIV prevention programmes.
A “mission critical” objective is to lower the annual incidence rate, so as to reduce the number of newly-
infected persons every year.

Table 2 summarises key data on the HIV epidemic in Swaziland. The rest of this section summarises what is
known about HIV prevalence and incidence trends, sources of new infections and key risk factors. This
information is necessary in understanding the epidemic and especially where and how new infections are
occurring, helping to articulate the best possible strategies and programmes to prevent new infections.

Table 2: Summary of the HIV epidemic in Swaziland

Adult HIV prevalence, 2007 26%

Estimated number of adults & children living with HIV, 2007 Range between 171 000 to 187,937
Women as percent of adults living with HIV/AIDS 59%

Annual rate of new HIV infections in adults aged 15 to 49 3%

Projected number of new infections in adults in 2008 13,060

Projected number of new infections in children in 2008 3,147

Projected AIDS deaths amongst adults in 2008 9,247

Projected AIDS deaths amongst children in 2008 2,711

Estimated (total) number of orphans in 2008 Range between 110 460 to 117 373

Sources: NERCHA and UNAIDS (2007a); SDHS (2007); Swaziland Housing and Population Census preliminary
results, 2008

3.1 HIV prevalence levels and trends

Swaziland has an endemic hyper HIV epidemic, with HIV firmly established in, and spreading through, the
general population. Swaziland’s HIV epidemic has reached unprecedented levels with 26% of the
reproductive-age population aged 15-49 years infected?’. HIV infection is also present in a considerable
proportion of adults aged 50+ years (14%) and young children aged 5-14 years (3%)28. Figure 1 summarises
HIV prevalence by sex and age group in Swaziland and shows how the female-to-male ratio of infection is
dramatically different in different age groups, and how rapidly HIV prevalence increases in women between
the age groups 15-19 (12% HIV positive), 20-24 (38% positive) and 25-29 (49% HIV positive).

National Strategic Framework for HIV and AIDS 2009-2014 Page | 19




Figure 1: HIV prevalence by sex and age group, and female to male prevalence ratios in Swaziland, 2007
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National adult HIV prevalence is showing evidence of stabilising at this high level after having peaked
between 2004 and 2006. In the latest HIV sentinel Surveillance (2006) data from ANC clients?, a downturn
in HIV prevalence has been observed, particularly amongst young women. As ART coverage improves and
more people live longer, AIDS related deaths are expected to fall and stabilise at around 12,000 adults and
children per year for at least the next 4 years®.

3.2 New Infections: How new infections are transmitted

It has been estimated that there would be around 16,200 new infections (adults and children) in 2008, rising
to just under 18,000 new infections by 2012%!. Most (90%) new infections occur, through heterosexual
contact. Other minor sources of new adult infections are through anal sexual intercourse and needle-sharing
amongst injecting drug users. Only 1% of tertiary students in Swaziland reported having tried heroin in
200232, This is not expected to be a major factor influencing transmission.

The sources of infection among children aged 14 years and younger include mother to child transmission,
sexual abuse, or children engaging in sexual activities at an early age®. Of infants born to HIV positive
mothers, 21.5% are HIV positive34,

3.3 Risk Factors and Drivers of the Epidemic>’

Given that the main mode of HIV transmission in Swaziland is heterosexual, specific sexual behaviours,
described below, put people at risk of HIV infection.

Multiple Concurrent Partners (MCP) is generally defined as a sexual behaviour characterised by having
more than one sexual partner in the same time period. Swazi men are more likely to have multiple partners
than women. According to the SDHS (2007), 2% of women and 23% of men aged 15-49 years who had sex
in the 12 months preceding the survey had sex with two or more partners.
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Early sexual debut: The median age of sexual debut in Swaziland is low, estimated at around 16. With the
average age of marriage at 26, there is a ten year period of premarital sex, often with more than one partner.
The SDHS showed that 51% of young women and 29% of men had sex before age 18. These are also the
age groups at which HIV prevalence amongst young women increases sharply: from 12% (for women aged
15-19) to 49% (for women aged 25-29). The increase is more dramatic between age bands 15-19 and 20-24
from 12% to 38% (16 points) compared to between 20-24 and 25-29 (11 points).

Low and inconsistent levels of condom use: There is generally a low level of condom use in Swaziland,
although the more casual the sexual encounter, the more likely that a condom is used due to increased risk
perception3®. According to SDHS, condom use is lowest among married couples and long-term partners with
only 12% of married women reporting using condoms®’. Between 50% and 40% of young men and women
said they use condoms. Condom use amongst out of school young people is very low (37%), making this a
key specific group that NSF should target. Consistent use of condoms with partners other than the married
partner is important. Condom use is highest among people with multiple partners, but also has much room to
increase: 55% of women and 68% men who had more than one sexual partner in the past 12 months
reported having used condoms the last time they had sex. The probability of using a condom during higher
risk sex increases with educational attainment in men and women, and is higher in younger age groups than
older adults. Condom use appears not to have changed greatly in recent years, but more people now report
that they will not have sex with their partner if they believe that the partner is unfaithful and refuses to use a
condom.

Inter-generational sex: According to the SDHS, 7% of young women who had engaged in high risk sex in
the last twelve months reported having sex with a man ten years or more older than them. This proportion is
higher among older girls living in rural areas, but decreases with higher levels of education. SDHS further
found that, on average, there was a 4-year difference between the age of young women in school and their
first sexual partner, and an age difference of 8 years between young women out of school (age 15 to 24) and
their first sexual partner. 10% of women said that their first sexual partner was ten years or older than them.

Income inequality (poverty): Various studies® show that it is not poverty per se that drives the epidemic,
but rather income inequality (which is high in Swaziland). Income inequality is associated with more young
people engaging in what has been referred to as ‘consumption sex’ and taking more risks in the process.

Mobility and Migration: A significant percentage of Swazis are mobile: 42% were away from home or
assigned duty station more for than five days at a time, at least 5 times in the past 12 months3, mostly for
work-related reasons. HIV prevalence amongst these short-term mobile people is more than double that in
the general population. Oscillatory migration is a significant factor in sexual behaviour and therefore new HIV
infections. The Family Health International (FHI) Behavioural survey (2002) showed that only 30% of
seasonal workers used a condom at last non regular sex, and 71% of them were married. A regional study
confirmed that patterns of risky sexual behaviour differed for men and women who are away from each other,
and that one also needed to focus on the non-travelling partner40.

Commercial sex: Overall, there is lack of local data on the estimated number of sex workers and the level of
HIV prevalence among this group in Swaziland. A survey done in 2002 by Family Health International found
that the majority of female sex workers (64%) were young women under age 25. The survey also found
some male sex workers. With an average of one client per day and a part-time approach to sex work, some
of the sex workers in Swaziland are not full time. The FHI study (2002) confirmed this 28% of sex workers
were employed in other jobs. Reported condom use with paying clients was 90% (of which 74% consistent),
reported condom use with non-paying partners was 60%.

The lines between formal sex work and transactional sex are blurred. The extent of transactional sex (sex in
return for gifts or favours) is unclear, but qualitative research has shown that the transfer of money, gifts or
services have long been and remain an important and expected part of courtship and sexual relationships in
the region#!. The lack of data indicates a need for more research to better understand sex work in Swaziland.
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Gender inequalities and sexual violence: Many cultural norms and values on gender relations that help
drive the epidemic persist. From a cultural perspective men have a large degree of control over women.
Values and norms uphold men’s privileges and have tended to constrain women’s autonomy. These values
and norms are deep-rooted, and gender discriminatory beliefs are held by many men and women,*? also
facilitating tacit acceptance of sexual violence. Sexual violence#3 and gender based violence (GBV)* are
serious human rights and public health issues, which affect women and girls of all ages, from all cultures,
countries and socio-economic backgrounds. The 2007 ‘National Study on Violence against Children and
Young Women in Swaziland’ found that violence against female children is highly prevalent in Swaziland,
with approximately 1 in 4 females having experienced physical violence as a child. Overall, the prevalence of
forced intercourse prior to age 18 was 5%, and the prevalence of coerced intercourse prior to age 18 was
9%. The study importantly noted that the risk of violence continues into young adulthood. Among 18-24 year
old females in Swaziland, nearly 2 in 3 had experienced sexual violence. Overall, 48% of females reported
that they had experienced some form of sexual violence in their lifetime, and 21% reported that they had
experienced some form of sexual violence in the preceding 12 months. Boyfriends and husbands were the
most frequent perpetrators of sexual violence, and incidents of sexual violence most frequently occurred in
the home of either the respondent or a friend, relative or neighbour. Over half of all incidents of sexual
violence were not reported to anyone, and less than 1 in 7 incidents resulted in a female seeking help from
available services.

Low Levels of Male Circumcision: Randomised controlled trials on male circumcision (MC) in South
Africa%®, Kenya* and Uganda*’ showed the potential for MC to reduce HIV infection by almost 60%.
However male circumcision in Swaziland remains low. It is reported that male circumcision was banned by
His Majesty King Mswati Il who ruled the country in the 19t century, based on the understanding that men
recovering from the procedure would be less able to defend the country*é. No country has yet rolled out MC
as a prevention strategy, although several countries are planning to do so, and it is increasingly becoming
accepted as important in countries with very high prevalence, and the World Health Organisation and
UNAIDS are supporting scaling up of male circumcision.

Alcohol and drug abuse: The SDHS (2007) noted that engaging in sexual intercourse while under the
influence of alcohol can impair judgement, compromise power relations, and increase risky sexual behaviour.
This perception is also shared in a recent systematic review of alcohol use and sexual risks in Sub-Saharan
Africa that showed a consistent association between alcohol and sexual risk taking*. The review further
showed that men are more likely to drink and engage in higher risk behaviours, whereas women’s risks were
often associated with their male partners’ drinking. The study also links alcohol and sexual risks with sexual
coercion and poverty.

One of the obvious challenges with excessive alcohol usage is diminished capacity to make rational
decisions including the use of condoms. Reduced use of alcohol would contribute to less risk taking and
possibly adoption of key prevention behaviours.
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Section 4: The National HIV and AIDS response to date

The following section presents a summary of the achievements, challenges and gaps of the national
response, and the opportunities for a more effective response in the NSF. The section articulates the policy
and legal environment in which the response needs to be implemented and managed.

4.1 Achievements

Swaziland has made significant progress in addressing HIV and AIDS. A wide range of interventions have
been rolled out throughout the country, contributing to the following achievements.

I.HIV and AIDS awareness and knowledge levels are relatively high in Swaziland, with some effect seen
on behaviours. Swaziland has achieved universal awareness of HIV and AIDS among all people
aged 15 to 49 years (99.8% women and 99.3% men). Of the age group 50 years and older 96%
women and 97% men have also heard about HIV and AIDS. Comprehensive knowledge of HIV and
AIDS currently stands at 52% for both women and men0. According to the SDHS (2007), 85% of
women and 93% men know that correct and consistent use of condom can reduce the risk of getting
HIV infection, and a relatively high percentage of people with risky sexual behaviour are acting on
that knowledge: condom use in the last sexual act by men and women 15-49 years who have more
than one sexual partner was estimated at 68% and 55% respectively. The study by CIET Trust5!
indicates that the rate of multiple concurrent partners’ in Swaziland has declined slightly.

ii.Coverage of health facility-based HIV prevention services has increased. The coverage for HIV positive
women receiving ART prophylaxis for PMTC increased from 36% in 2005 to 65% by June 2008.
Women accessing antenatal care who received counselling and testing for HIV increased from 65%
in 2005 to 90% during the first quarter of 2008. Facilities providing PMTC also increased from 16
(2004) to 110 2006.

iii.Blood safety: Swaziland has achieved 100% HIV blood safety. By 2008, Swaziland was able to meet
75% of demand for HIV-safe blood by health facilities.

iv.Growing numbers of people are on ART: By 2007, the number of PLHIV in need of ART was estimated
at 58,25052 and 62,769 in 2008. By September 2008, 30,337 people (48.3%) were receiving ART. Of
these 2,124 were children. The number of facilities providing ART increased from 16 in 2005 to 26
sites with 40 outreach sites in 2008. The outreach sites are satellite stations of the core 26 sites.

v.Joint Management of TB-HIV co-infection has started: Sixty percent (60%) of all TB cases (5,804)
registered in 2007 were tested for HIV. The TB treatment rate was estimated at 42% in 2007

vi.HIV testing: By 2007, 36% of women and 17% of men aged 15 to 49 years had tested for HIV and knew
their results (SDHS 2007). HTC was provided in 119 sites (SDHS 2007).

vii.Impact Mitigation: The following impact mitigation achievements were made

*By 2008, 92% of OVC were attending school.

eAccess to food by OVC increased through Neighbourhood Care Points (NCPs), the school
feeding programme, the establishment of food gardens and revival of traditional food
production by chiefs for vulnerable members of the society.

*QVC were also being provided with medical, emotional and social material support: 41% of
OVC were receiving at least one form of external support.

oAt least 22% of very sick persons were receiving at least one form of external support.
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i.Decentralised coordination structures have been established: Within Swaziland’s multi-sectoral

approach and the ‘three ones” principles, decentralised coordination structures (REMSHACC,
TIMSHACC and CHIMSHACC) have been established. 311 of 360 planned KaGogo centres (OVC
community care centers) have been established. To expand and strengthen coordination outside of
government systems, non-governmental structures (including in the private sector) have been
established. Public sector institutions are increasingly being engaged in the national response based
on their respective institutional mandate.

ii.Data for monitoring and evaluating the national HIV response is much improved: Between 2006 and

2008, the Swaziland Demographic and Health Survey (SDHS), the 11t Sentinel Surveillance round,
the Swaziland Vulnerability Assessment Committee (VAC) Reports, a Mode of Transmission Report
(MOT) and Services Availability Mapping (SAM) among others were conducted. Swaziland
developed Universal Access targets for prevention, care and support, and impact mitigation services.
A road map for M&E was developed, and the national M&E framework is in place. Both health and
non-health routine programme monitoring is on-going and being carried out by different
stakeholders, with the Ministry of Health facilitating health sector monitoring.

iii.Partnerships: Swaziland has continued to strengthen and consolidate existing partnerships and

strategic alliances, and establish new partnerships with development partners, United Nations
agencies, donors, civil society and private sector institutions. Swaziland has established the
Swaziland Partnership Forum on HIV and AIDS and a Donors Forum.

iv.Resource Mobilisation: Swaziland has made significant efforts to mobilise the resources required to

implement the national response. In the last two fiscal years 2005/06 and 2006/07, government and
development partner funding for HIV and AIDS increased significantly.

4.2 Challenges and Gaps

The following challenges were identified and documented during the joint review of the NSP II, in June/July

2008.

HIV population prevalence of 19%% and incidence (3%) rates in Swaziland remain the highest in the
region. One of the findings of the MOT study is that people continue to engage in risky behaviours
and that the coverage and intensity of HIV prevention programmes has been inadequate and they
are often ad hoc, generic and fragmented. Prevention interventions continue to be “business as
usual” and not adequately informed by evidence of what works, best practices and consumer
acceptability surveyss4. Risk behaviours have not changed enough — especially concurrent multiple
partnerships, and condom use outside of mutually monogamous relationships.

In treatment, care and support, adequate access and utilisation of services has been constrained by
inadequate human resources and a relatively weak health system coupled with the barriers of stigma
and discrimination.

iii. The joint review suggested “task shifting” to allow qualified and competent nurses to deliver selected

services to augment existing physician capacity. This would require policy changes in the role and
responsibilities of nurses and a review of the essential drug list to allow nurses to prescribe selected
drugs. The joint review also noted that poverty was increasingly becoming a barrier to accessing and
adhering to treatment as lack of transport money, food, proper shelter, water and sanitation affected
people’s ability to access and adhere to treatment and care services.
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iv. Regarding impact mitigation, adequate coordination of services remains a challenge. Community
systems are under-developed and under-resourced®. Lack of adequate capacity compromise their
potential to support an effective and efficient HIV and AIDS social service delivery system.

v. A results-based management approach has not been applied in Swaziland for HIV and AIDS
planning previously. The review suggested that this approach, and stronger incorporation of gender
and human rights frameworks in HIV programming would lead to more effective HIV and AIDS
planning and programme development.

vi. Mainstreaming and application of the three-one principles had only taken place at national level. At
regional level, attempts had been made to mainstream M&E and use one coordinating regional
authority (the REMSHACC). Multi-sectoral joint planning had not been introduced; however, several
sectors and communities had developed sectoral strategic plans.

vii.The sectors have not yet synchronised their M&E systems to the national M&E Framework. Reporting
by implementing partners is generally poor, and often late. This is attributed to lack of capacity,
particularly in data compilation and analysis prior to reporting. Poor reporting compromises the
comprehensiveness of the M&E information. There are also delays in feedback to the implementing
partners as reports are produced late.

viii. The impacts of HIV and AIDS are being felt across all sectors of society and economy. The epidemic
has negatively impacted demographic trends, including increasing mortality and morbidity and
dependency ratios. The number of orphans due to AIDS is projected to increase from 60,000 in 2006
to around 110,000 by 2015. In the 2005/06 Budget speech, the Minister of Finance in Swaziland
stated that rising unemployment and food insecurity, and HIV and AIDS had together resulted in a
3% increase in poverty in the last fiscal year. Life expectancy has fallen from 56 years in 1997 to 40
in 2006%6. AIDS is robbing communities of their bread winners and leaders and the knowledge, skills
and capacity necessary to sustain livelihoods and raise children. HIV threatens traditional community
coping mechanisms (safety nets) and food security>’.

AIDS is reversing the socio-economic gains since independence®®, by compromising investments in
health care, education, agriculture and human capital. As more people succumb to the epidemic, a
vicious cycle is created - the capacity to absorb and utilize existing resources for socio-economic
development is reduced contributing to deepening poverty. It is anticipated that the annual
population growth rate will decline from 2.9% in 1997, to about 2.1% by 2015. Increased
expenditures on health care and funerals, and lower incomes (due to morbidity) will cause a decline
in personal savings and a reduction in investments, in addition to an overall increase in the cost of
health care and labour®®. Although it is difficult to measure the specific impact of HIV and AIDS on
agriculture, it is generally accepted that the epidemic is reducing productive capacity through people
falling sick and being unable to work and through absenteeism to attend funerals or provide care.
The cost of replacing highly skilled persons is high, especially in skills-scarce economies.

In addition to these broad challenges and gaps, programme (intervention) specific gaps and challenges are
identified and articulated in Section 5 of the NSF under each of the programme interventions.

National Strategic Framework for HIV and AIDS 2009-2014 Page | 25



97 | 98eq

$102-600C SATY PUD ATH -A0f YLOMIUD.L] 213211415 [PUOIDN

Ayanoe 1o 108foid ueyy Jsyyed Buipuny 4SN / swwelbold 10} 8)eJ0ApYe
suonuaABul SAIY PUB AJH ul Juswabebus Ajunwwod usybusiGe
ABajens jixa Jouop pue Abajesns Ajigeuleisns e dojgasge

Buipun; swweisbosd wusy Buo| ueyy Jayies Buipuny (j0slosd) wiusy uoySe
diysioumo Aunwiwod syenbapeuje
saibajel)s JIxe Jouop paulspune

Aliqeuieysng

solbajens

4SN Yim sawwelboid A|H Jioyy ubije 0} siauped abeinoouge | jeuoneu yim sawwelboud Jsuped juswdojaasp Jo uonesiuowley sjenbapeuje Juswdojarsp

souo Bunsixe usyjbuais pue ajepljosuod ‘sdiysiounied mau abioe uoneuIpJ002 sisuled Jo Juswdojeaap sjenbapeuje sdiysiauped
Bululel) 3|\ poSIPIEPUE]S JO doeTe

[9A9] AJUNWIWIOD Je $10}09]|02 |9A8] Ajlunwiwiod pue 10joss ‘|euoifial je s|iis Fg|\ ajenbape jo joeTe uojenjeAs

EJEP UleJ) pue ‘s|00} asiuowey pue ubisep-al ‘Jamoduew usyjbusiSe wo)sAs |\ [eUONEN BU) pawealjsulew pue pajdope aAey SI0j08S |8 JONe | pue Bunojuop

SSOUBAIJOaYD
pue Aouslols ainsus 0} swajsAs Buisixe anoidwi pue usylbusiGe

uoiesi|nn juelb jo Buodss pue Bulojuow J0ode
swia)sAs Bunjoel) pue Juswasingsip Juelb ajenbapeuje

JuswiaBeuey Juels

018 uonesado Jo sepow pue

suonouny Jybisiano apiroid o} sdnois) Bupuopy [ealuyos | poddnge | spiepuels 8oiaies ‘Aoljod swwelBold sajenoide jey) Juswnoop swwelboid Juswdojaneq
‘gjelidoidde se padojaasap a9 ||Im SjUBWINJOP [B21UYD8) slielboide | [euoneu [edluyds) e Aq psuuojul pue papinb aie seale swwesboid | JoNe awwelboid

sayoeosdde apim J0joss Uil Joddnge uoijeulpJoo9 Jouop sjenbapeuje

suonnyisul J0joss ajeAud paseq

0} Buipnjoul ‘eseq Jouop AjisieAlp pue UonesIjiqow 82nosal Jonpuo)e | swweibosd uey) Jayjes j108loid 8q 0} anunuod Buipuny ‘Buipuny sjenbapeule
Buipuny Jo $82IN0S puE SJoUop 4O 3BpaMOUY J00qe uonesl|igow
uonesijiqow aainosal pue Bunum [esodoud ur Buluies; exepspune suonenobau juelb ‘Bunum [esodoid ‘uonesijigow 82IN0Sa Ul SIS JO YoeTe 90IN0S9Y
$8INJONJIS UONBUIPJ00D AJUNWILWIOD sanljiqisuodsal pue $ajoJ Uo Ajiejd Jo YoeTe Juswabeuew

Joddns pue si0j08s |8 40} SWNIO) UONBUIPIO0D 8y} Usylbuaige

S|oAg| ||e 1e so|diounid seuo aaiy) jo Buiweasulew;uondope aje|dwoouje

pue uoneulpioo)

uejd poddns Jasjun|on e ysijgeisJe

JuswuoIAUS Yiom Buljgeus pue ‘yuswdojersp Jealed
‘afeyoed aaadwod e uo paseq Abajess uonusial yeis e dojpasge
"JJB1S padusliadxa pue paj|iis [BUOKIPPE INIoaYe

uonuye yels ajebiiw o) saibsjelis ayenbapeu) e
$80In0SaJ Uewny paoualiadxa pue pa||iys ajenbapeu| e

$92IN0Say uewnH

uonebniw Ioj saibejeng paysebbng

deg Ayoede) jo uonduosag

JUBLUSSASSY JO ealy

sdeny Kyroede)) ¢ 9[qe .

"aWel) dwIy paloads ayy ulyim
S)|nsaJ [9A3] aWwoaINo pue 1oeduwi SH SaASIYOER SN B ey} ainsud 0} pashuoud aq jim jey) sdeb awweiboid pue Ajoededs JSN paniuapl Jo Alewwns e si € 9|qe]

sisAjeuy sdeg SN €'¥




LT | 98ed

$102-600C SATY PUD ATH -A0f YLOMIUD.L] 213211415 [PUOIDN

PasN
[ejoL

EEIVER (£002) 7102 Ad %G 0} 2002 U!
%S %01 yiesH %S'1 09%G’ | ¢ WO} paonpal s siayjow +A[H 0} uiog sjuejul pajosjul AH §0 % (8) ¥'Z’S 1J1Nd
%0G %02 ejep oN UMIq Jajje sAep G ulypIm pasiownuld usaq aAey oym skoq uiogmau Jo 9% (q)
sonsiels
SESIVENS (£002) 102 A9 % 08 0} 2002 uoIsIawnaILY
%08 %08 YiesH %< 8 Ul %g'8 WO} Pasealou] S| pasiownalld aJe oym gz — G| pabe usw jo % () €26 9elN
710¢ Ul %G/ 01 L00C Ul %9 Wol
(002) pasealoul SI SyJUoW g1 1se| ayy ul Jeuped [enxas Bunigeyoo-uou ‘[elliew-uou
%G/ %Z. SHAs %29 B UM XS JSE| 1B WOopu0d Jo asn ay buodal $z-G| pabe sjdoad Bunoh jo 9,  (B)
(8002) '710¢C Ul %S¢ 01 800¢ Ul
%G %/ INY %1 8¢ 9% "9 WOJ) paonpaJ pajoajul A\|H aJe oym $z-G| pabe uswom jueubaid Jo o, (§)
uswi 1o} %Gz
pue  UsWOM | % = US|\ 1002) 102 AQ UsW J0} %G’z pue UsWOM o}
1o} %G'e %9 %G=USI\ | %G'E Uey} SS8| 0} /00Z Ul USW IO} %G PUB USWOM IO} %/ WOJ) paonpal s G|
UBY}l  SSO7 | = UBWOAA SHas o, /= USWOp\ | obe a10j8q 8sIN02IBIUI [BNXSS PeY Oym SIeak $Z-G| pabe usw pue uswom Jo %(s)
%eyL= U | %EZ= US| (2002) 7102 AQ %8¢ e paulejulew S| UsWom
%8'€= %9 €= %G'gz= US|\ | 0} PUB #10Z Ul %E ¥} O} 200 Ul %G8 WO UsW Joj paonpai s| Jeak ise|
UBWON UBLIOAN SHAS | %8 e=uawop | dYs Ul Jouped suo Ueyy aiow Yim xas pey oym y2-G| pabe sjdoad Bunok jo o,  (p) uonyeindod
%¢] = US|\ (,002) (67-G pue yz-G| abe Aq pajebaibbesip) v|0g |eioush
%,9= US|\ %G| ouez=Usy | AQ UBW 10} %9 O} %EZ PUB USLUOM IO} %] O} %z WOl PaoNnpal S| Syjuow ) 104
%= UBWOA\ | = USWO SHAS | %g= uswopy | ) ¥sel au} ul sisuped Juaunouod sjdiynw pey oym -Gl pebe ajdoad Jo %  (9)|  souwesBold
710¢ Ul %8. 0} L00¢ Ul %G WoJj pasealoul si uoissiwsuel) A\|H jnoge uo
(2002) suondaouoosiw Jolew sy 108l oym pue AJH JO UOISSIWSUBI) [enxas 8y} Je3IUNWWO9
%8/ %9 SHAS %25 Bunuanaid jo sAem Ajnuapl Aj0ali0d Yioq oym 4z-G| pabe ajdoad Bunoh jo 9,  (q) abueys
(£002) 7102 Ad %8 0} L00Z Ul %S Wolj paseasoul si sieah 6y-G|, pabe inoiAeyaq
%8/ %S9 SHAsS %25 Usw pue uswom Buowe gq|y pue AIH Jo abpamouy aaisusyaidwo) (e)z'z's| pue  |e1oog

v10¢

110

sjabie]

921n0g
ejeq

auljaseg

s}nsay |9Ad7 8W0NQ

uolnuaald
awuweJsbouid

sden) owwreiSo1J pue sjadie ], ‘sowodnQ — JIomawelj synsay JSN :+ 9[qeL

Buipuny

_ sajlepow |




8¢ | o3ed $102-600C SATY PUD ATH -A0f YLOMIUD.L] 213211415 [PUOIDN
Surersold wioyur 03 0[/600T 19K [eIouBUL U P2JONPU0D oq [[IM AdAING |
EEIIVES (£002) y10C papiwsuesL
%S| %81 UiedH %0¢ Aq %S| 0} 002 Ul %0Z Woy paonpai si s1aojn [eyush Jo sousjersld 8y16°2'G Ajlenxag
sonsnels
ERIINELS 10z Aq sauljepinb jeuoneu sixejAydo.d
%001 %0S UiesH elep ON Jad se sa0IMeS d3d ponledal aney 43d Jo pesu ul idoad Jo %00, 872G | ainsodxy  )sod
%GZ= USN (2002) 7102 Aq usw Joj
%0b %6 = US|\ | %0¥% 0} %6 PuUE USWOM 10} %0G O} %¢¢ WO} pasealoul SI Snels Jisy) Bupsa] pue
% 0¥ = USWOAN\ | SHAS %2 = USWOA | MOUY PuB sujuow z| Jse| auj ul AIH Joj pejsa} 6-G| pabe 8jdoad Jo % %L'2'S | Buasunoy AIH
sonsnels
SOINSS JuaI[0 JUBo8l Jsow
ejeq oN ejeq oN YesH elegON | JI8Y} UM Wopuoo e Jo asn sy} Buiodes siexiom xas sjews) J0 % (p)
sonsnels
SO0INBS
BJe ON ejeq ON UjleeH ,ereq ON "paonpai si pajosjul AIH 8Je oym uoijendod ysi je Jsow Jo % (q)
¥10¢ ul %0. 03} 800¢
solsiels Ul 9%z'9p WOoJ) paseatoul SI UOISSIWSURS AJH Inoge suondsouoosiw suolne|ndod
S0INSS (8002) Jolew 108fes oym pue A|H Jo uoissiwsuel) [enxas ayy bBunueasid oy 10}
%0, %95 YyesH oz9py |40 shem Ajuspr Ajosiioo yiog oym ysu je suopendod Aey jo % (e)9°Z'G | uoguanaid  AH
7102 Ad %0.
(2002) 0} /00Z Ul %9z WoJy pasealoul sey xas 1se| ayy Buunp wopuoo e buisn
%0/ %0S SHAS %97 pauodal aney oym siauped jusunouod ajdiynw yim usw Jo 9% (q)
%09
= US|\ %6 = US\ ¥10¢ awabeuepy
%0 %EY AQ %0. 0} L00Z Ul USW 10} %@} PUE USWOM JOj %E WO pasessoul pue uonnqulsiq
%0. G=UBWOMN\ | SHAS | =uswopy | S!Xes isiy Buunp wopuod e Buisn pspodes 4z-G| sjdoad Bunok Jo % (e)g'Z'S | ‘esn  wopuoy
102 Ad %06 0} 2002
(£002) Ul %G9 WO} pasealoul SI SYuow z| 1se| 8y ul 1D LIN 8onpai 0} sixejkydoud
%06 %08 sonsnels %G9 A4V JO 9Sin00 B paAledal oym uswiom jueubaid aamsod AH 0 % ()




6¢ | 93ed $102-600C SATY PUD ATH -A0f YLOMIUD.L] 213211415 [PUOIDN

UQYEMAPUN 3q 0} A3AING

solsiels SIaYI0M
SERIVEN (8002) 102 A %G1 0} 800Z Ul %/ W0y paseasou s| poddns [ealbojoyohsd UjeaH lo}
%51 %01 UiesH %/ Buiob-uo peaAIBoBs BSABY Oym Sieyiom Ujesy Jo Jequnu 8yl 6'¢’S | Moddns pue alen
sonsiels
S80INI8S 10z Aq a1ed
%09 ejeq ON UjesH zeleq ON anel|jed paniedal aAey aled aAneled jo paau ul ajdoad Jo %09 (q)
102 A %06 0} L00Z (s1e9 anner|jed)
Ul %@°// WOoJ} paonpal si Wway) Joj a1ed 0} Yoddns jgleula)Xa 2ISEq S99IAIAS
(£002) POAIBOBI JOU BABY SP|OYasnoy asoym syjuow g | ised auj uiyjm paip aAleljIqeyay
%09 %S9 SHAsS %8'LL oym Jo xois AJan usaq arey oym siesk G-g| pabe sjdoad jo % (e)g'g’'g | pue $299
sonsiels uonidduI-09 AIH
$8JIAIBS L00¢ 7102 A9 %001 0} 2002 U! %/ LG WO} paseatoul s \[H pue g1 1o} pue siso[ndJaqny
%001 %S8 yiesH %L LS Jusljesl) paniadal Jey) sased g| Jusploul aalisod AJH pojewse jo 9, L'¢’G | Jo  juawabeuepy
sonsiels
S82INISS (1opusb pue abe Aq pajebaibbesip) 710z Aq LYY JO uoneniul
%58 %S/ Yl|eaH %S9 oy} Joje sieak 9aly) Juswiyeal) uo paufeldl [ Yy uo ajdoad Jo %G8 9'¢'G LV
sansiels
$8JINIBS 7102 Aq LYV Jo uoenul
%08 %09 UesH elep oN [hun paulejal swwelboid | Yy-aid uo pajjolus ajdoad Jo %08 1se9|lY  §'€°G 14v-aid
%0¥ (£002)
= U\ %6 = US\ 10z Aq usw Joy
%0¥ %zl %0% O} %6 pue USWOM 10} %(0G O} %ZZ WO} pasealoul Snejs Jiay) Buijjesunoy
%0% = UBWOM | SHAS = USWOA\ | MOUY pue syjuow g} Ise| 8y} Ul AJH 10} pasa) 67-G| pabe sjdoad Jo 9% ¢’ | pue Bunsal AIH

1102 uoddng pue ale quawjeal |

221nog
sjabie] ejeq auljeseg S)|nsay [9Ad7 8Wo9INQ awwesboid

| sonsnes | suonoayu] |




0¢ | o8ed

$102-600C SATY PUD ATH -A0f YLOMIUD.L] 213211415 [PUOIDN

Buluayibuang
(2002) 7102 A9 %t swajshg
%pl %1z SIID %8z 0} 800Z Ul ¢9%8¢ WOl paonpal sjqesaujnA paispisuod sjdoad Jo % 64’6 Aunwwo?
7102
(£002) | A9 %06 0} 2002 Ul %G Wol} pasealoul s} AQ 8y} Joj Buned ul Joddns Moddng
%08 %0Z | SWID/SHAS %S [eUOROWS [BUIBIX® BAIBOBI Ployasnoy asoym /}-Q pabe DAQ JO % 8%'G |  le1oosoydhsd
7102 Ad %08 OAO Jo
ﬁoomv 0] /00¢ ul %@ wod} pasealoul SI co__.oQoa pue uoljesljeroos m_u_>oLQ uoljd9jold pue
%08 %05 | SWID/SHAS %8 0} zoHoddns |eussjxe paniedal pjoyssnoy 8soym /-0 OAO 0 % L'p'G |  uonesijeioog
(£002)
%E6 =
sueydio-uopN 710¢ 27\0
%06= Aq %001 01 sueydio uou 1o} %¢a pue sueydlo Joj %06 Woj paseaoul 10} Joddng
%001 %001 SINID/SHAS wcmc&O SI ¥71-01 Ummm sueydio uou pue sueydio Buowe aduepuajje |00Yd3s 9'y'q uolneanp3
102 Aq usw spjoyasnoH
() %€ (IN) %S (IN) %01 | 04 %E Pue UsWom 1o} %| 0} 00Z Ul Usl Jo} %(} Pue USLIOM IO} %¢ a|qeJaunp
(W) %] (M) %] | SINID/SHAS | (M) %g | wok peonpa si 'gl> sI ||Ng 9SOUM 6-G| pabe usw pue uswom Jo % (q) 10} Moddng
(8002) 7102 AQ %02 0} uonLINN
%02 %SZ | SWID/SHAS %62 8002 Ul %6Z W04} paonpal S| pajunjs a1e oym sAY Japun usIp|iyo Jo % (e)z'y's | pue poo4

sjabie]

921n0g
eleq

auljaseg

uonebii Joedw)

S}Nsay [9A87 awoo3nQ

awwelboud




[¢ | 98eq

$102-600C SATY PUD ATH -A0f YLOMIUD.L] 213211415 [PUOIDN

uoljen|eAs
'¥10¢ Aq ejep pue
} } IdON } AIH painsse Ayjenb pue Ajawy sepiroid weyshs J9N AIH [BUOBOUN} Y 01'G'G Buniojiuop
4SN uonejuswa|duul yawdojanag
v v IdON v Jo} pausyibuaus sanunwiwod pue siauped ‘siojoas ‘suoibal jo Aoedery 666 Ayoedes
92IN0S

Kjjenuuy Kjjenuuy IdON auop JoN | Buiueuy pue sauobajed Aq syjuow aAjam} ise| sy} ul Buipuads Sy Ssessy (q)
(vL02) Y102 Juswabeueyy
%001 agl VSYN agl Aq pasn Ajanoaye pue pasijiqow $82Inosal [eoueul JSN 8} JO %001 ()8'6'g 32In0say
Kaeaoapy pue
juawdojanaq
‘¥10Z Aq saio1jod 10109s Kaijod
[ rA IdON I JueABja) pue Aoy Ul S|V puB AJH pawealnsulew aAeY SI0JIas dIIqNd  2'G°G | Bulweassulely
awabeuepy
yolold  pue
‘v10Z Aq sanuoud SN 0} paubije pue yswdojanag
A A IdON A padojenap sewwelboid Sq|y pue AIH eAaisusyaidwod pue sjenbepy  9°G'G awuweibo.id
buiuueld
7102 Ad sjybu uewny uonoy
¥ ¥ IdON ¥ pue Japuab ‘Juswabeuew paseq s}nsai UO paules} aJe SI0j08s pue suoifey  G'6'G | pue 2163jess
asuodsal sdiysiauped
SAlV PUB AJH [BJ0}08S-iNW 8y} JO Juswabeuew pue UOBUIPIO0D 10} pue
9l 9 IdON $10J99S 9] | pausyibuass senuNWWOod pue sisuped ‘siojss ‘suoibal Jo Ajoede)  €6'G |  uoiRUIPIOO)

v102

102

221nog

Juswabeueyy asuodsay

PasN [ejol

syabie]

eleq

auljeseg

S)|nsay [9Ad7 8Wo9INQ

awwelboud




ze | 93eq $102-600C SATY PUD ATH -A0f YLOMIUD.L] 213211415 [PUOIDN



4.4 Opportunities for the national response

The adoption of the NSF planning framework has created a number of opportunities for the national
response.

i.The NSF will shift the implementation of the national response to evidence-based and results-
focused management.

i.NSF has integrated gender and human rights in HIV and AIDS programming. The roles of duty
bearers (service providers) and rights holders (service beneficiaries) have been articulated.
The NSF will enhance the capacity of service providers to adequately integrate gender and
human rights in sector programme planning, financing and service delivery.

iii. The NSF provides the opportunity to expand coverage and improve the equity of services by
rolling out essential services, while at the same time emphasising service quality. The
expansion of services coverage will ensure that all communities have access to a minimum
package of strategic services.

iv.NSF has institutionalised a joint planning process and in particular has created the opportunity for
the development of Regional Action Plans that are synchronised with the NSF. The
decentralised planning process will be cascaded to community level. Over the course of the
NSF period, communities will be empowered to develop their own action plans.

v.In monitoring and evaluation, the NSF takes advantage of the willingness of stakeholders to
adopt and mainstream the national M&E framework, improve on reporting mechanisms and
expand the scope of stakeholders’ use of M&E data to improve the quality of services. The
NSF provides a systematic capacity building and strengthening strategy to ensure effective
adoption and operationalisation of the M&E system.

vi.,The NSF has further articulated the need for HIV and AIDS resource tracking for funds
channelled through government and those provided directly to implementing partners, and the
participatory planning process has increased awareness of the importance of this, and
willingness to help achieve it.

4.5 Policy and Legal Environment

Since 1999, the epidemic in Swaziland has been recognized as a national disaster. The country has
developed and implemented multi-sectoral HIV and AIDS strategic plans. Several policies, legal
instruments and programme specific technical guidelines have been developed, including the National
Multi-sectoral HIV and AIDS Policy (2006). HIV and AIDS are an important consideration in the National
Development Strategy (NDS, 1999) and the Poverty Reduction Strategy and Action Programme
(PRSAP, 2006).

The National Multi-sectoral HIV and AIDS Policy aims to “create an enabling environment for the
national response to HIV and AIDS”. The policy has institutionalised the adoption and application of the
three ones principles in Swaziland. It guides and informs the development of National Strategic Plans,
the National Strategic Framework for HIV and AIDS 2009-2014 as well as specific programmes and
service delivery. During the joint review of the NSP Il in June/July 2008, the policy was found to have
remained relevant and valid.

The NSF is aligned with and complements other national development strategies such as the National
Development Strategy (NDS) and the Poverty Reduction Strategy and Action Plan (PRSAP). The NDS
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has called for “strengthening the fight against HIV/AIDS pandemic” while the PRSAP’s goal is to
‘completely stop any new infections, reverse the spread of HIV and AIDS and reduce the vulnerability
of affected individuals and families by 2011”. The PRSAP identified poverty as an underlying factor that
drives the HIV epidemic and has embedded in it, strategies to curb the spread of HIV. These strategies
are designed to alleviate poverty among the vulnerable groups, reduce the income gap between the
rich and the poor and ensure equity in prevention, treatment, care and support and impact mitigation
services.

Swaziland is also committed to fulfilling its international obligations as party to the UNGASS Declaration
of Commitment on HIV and AIDS (UNGASS 2001), (MDG 2000), The Abuja Declaration and Plan of
Action (2001), the Maseru Declaration on HIV and AIDS, The Convention on the Elimination of all forms
of Discrimination Against Women (CEDAW), the UN Convention of the Rights of the Child and the
Universal Human Rights Declaration, and aiming to attain the Millennium Development Goals.

4.6 The NSF Risk Assessment and Risk Management Strategies

The NSF has identified the following risks that may compromise its implementation and has articulated strategies
to mitigate them

Table 5: Risk Assessment and Risk Management Strategies

Risk

Risk Management Strategy

Inadequate  or  weak
capacity and systems for
implementation

A national capacity assessment will be conducted and a framework to
address capacity gaps will be developed. Implementation of the framework
will be at all levels

Inadequate Resources

eCapacity for resource mobilisation will be strengthened through skills
development

eAdvocacy with government and development partners to increase
funding for HIV and AIDS.

Impacts of stigma on
services uptake

Stigma reduction advocacy work will be conducted at community level and
in the workplace. PLHIV will be recruited as expert clients to support
advocacy work

Inadequate targeting of | Technical assistance will be provided to all sectors, implementers and
resources  to  priority | communities in developing action plans that are aligned to NSF and hence
interventions. address national priorities

Inadequate community | All stakeholders will be involved in community mobilisation and

participation and ownership

empowerment through community dialogues and meetings

Poor performance reporting
by implementing partners

The capacity of sectors and community-based organisations will be
strengthened to collect data and report on their performance, and use the
data to improve their performance

Mismanagement and poor
accountability of resource

Organisations will be trained in financial management and accountability
procedures and strategies

Weak enabling | eAdvocacy work will be conducted to establish policy and legal
environment instruments that support and promote an enabling environment
ePolicy makers will be sensitised and trained on key policy and legal
matters
Programme implementers | An effective monitoring system at regional and national level will be applied

stop their operations due to
unforeseen circumstances

to monitor performance of organisations including early detection of
potential organisational threats that may contribute to organisations closing
operations
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10 | Poor governance and | Leadership and governance training and capacity building will be provided
leadership

12 | Limited  alignment  of | Advocacy work will be carried out with sectors and partners to have their
stakeholders plans to NSF | plans aligned to NSF and encourage them use the RBM approach

13| M and E remains | Capacity will be developed to strengthen strategies to improve and sustain
inadequate monitoring and evaluation systems and activities

14 | Weak programming in | Capacity will be developed for programme development using RBM,
some areas of response Gender and human rights approaches. The focus will be on programme

areas identified in the NSF
15 | Limited understanding of | Provision of technical assistance to sectors in conceptualising,

mainstreaming of response
to HIV and AIDS

understanding and developing strategies for mainstreaming of HIV and
AIDS will continue to be provided. Training on mainstreaming will be
provided to all sectors
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Section 5: Strategic Programme Intervention

5.1 Criteria for prioritising programme Interventions

The Swaziland National Strategic Framework for HIV and AIDS 2009-2014 consists of four thematic
areas: (i) HIV prevention, (i) HIV treatment, care and support (iii) HIV impact mitigation and (iv)
Response Management.

Each of the programme areas consists of specific sub-programmes that are referred to as intervention
areas. The following criteria were used to select the priority intervention areas for the NSF.

i.Evidence-based Planning: Interventions were selected on the basis of available evidence of
what has worked in the past or has significant potential to achieve desired results - to reverse
the epidemic or improve the quality of life of people infected and affected.

ii.Focus on Results: The planning of the NSF moved from “business as usual’ to a results-
focused approach. For each programme area a specific impact level result has been identified
with corresponding outcome level result/s. NSF performance will be measured by 2011 (mid-
term) and 2014 (end of NSF period).

iii.Feasibility of interventions: Consideration was given to the feasibility of the intervention.

iv.Resource availability: Consideration was given to the potential availability of financial, human,
physical and information resources required for implementing the NSF and associated National
and Regional Action Plans. In identifying the specific activities, further consideration was given
to the activity cost effectiveness and long term sustainability.

v.Addressing the drivers of the Epidemic: The results-based approach necessarily demanded
that the interventions prioritised by NSF address key epidemic drivers and HIV risk factors.

vi.Sustainability of NSF Interventions: Consideration of the sustainability of NSF interventions
revolves around five pillars i.e. financial, community ownership, organizational development,
services availability and coverage, and accountability. To a large extent sustainability is
dependent on current and potential capacity to be strengthened during the period of the NSF.
Strategies to achieve sustainability are further articulated in Annex 1.

The specific NSF prioritised interventions under each programme area are described in the pages that
follow.

5.2 Prevention Programmes

Prevention remains absolutely critical in the national response to HIV and AIDS. Investing in prevention
also has collateral benefits in treatment care and support and in impact mitigation. So far, prevention
efforts have not been effective enough to halt and start reversing the epidemic, and new infections
continue to outpace the number of people placed on treatment.

Effective prevention interventions are those that are selected on the basis of empirical evidence of their
efficacy in preventing new infections. They also collectively or individually target the key behavioural
and biological drivers of the epidemic. The main mode of transmission in Swaziland is heterosexual;
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specific behaviours that put people at risk of HIV infection include multiple concurrent partners, low age
of sexual debut, low and inconsistent use of condoms during sex in which there might be exposure to
HIV, intergeneration sex, and commercial sex; and contextual factors that contribute are income
inequality, mobility and migration, and gender inequalities. These epidemic drivers are discussed in
detail in section 3 of the NSF.

The joint review of the NSP | noted that a key challenge with prevention interventions was the failure to
reach targeted individuals or key populations with the level of coverage and intensity required to make
a significant impact. It also observed that prevention interventions were being carried out as ‘business
as usual’; they were not adequately informed by evidence, best practices, and consumer acceptability
surveys. They were found to be frequently generic in nature and failing to address specific challenges
within key populations. Equally, communities were found to be inadequately mobilised and not engaged
in @ meaningful manner to ensure their active and sustained participation, involvement, commitment
and retention in prevention initiatives.

The NSF interventions are prioritised to achieve the following impact level results and are grouped into
two categories. Priority One interventions are those which evidence suggests have the potential to
reduce Swaziland’s HIV incidence rate from 3% in 2006 to 2.3% by 2014. NSF will also promote and
encourage the use of emerging new technologies for prevention, particularly microbicides and male
circumcision.

Impact a)The rate of HIV incidence per year is reduced from 3% in 2008 to below 2.3%% by 2014.

level

results (b)% of young people aged 15-19 years who are HIV infected is reduced from 10.1% for
women in 2007 to 8% in 2014 and from 1.9% in 2007 for men to 1.5% in 2014

Priority One interventions are the following:
eSocial and behaviour change communication programmes
eReduction of multiple concurrent partnerships among all sexually active population
eIncreased and deepened knowledge of HIV and AIDS
eScaling up PMTCT
eMale circumcision particularly of HIV negative men aged 15-24 and new born children.
eIntegration of prevention programmes targeting key populations at risk (migrant populations, sex
workers, male and female youths)

Priority Two interventions are those that need to continue because of their importance in sustaining the
gains already achieved in prevention or within the general response to HIV and AIDS. These
interventions include the following:

eHIV Testing and Counselling (HTC)

eBlood safety and Universal Precautions

ePost Exposure Prophylaxis (PEP)

eTreatment of Sexually Transmitted Infections (STI)

Strategic Direction: The NSF strategic goal is to implement interventions that will reduce HIV
incidence rates to a level (3% to 2.3%) where the epidemic cannot sustain itself. By doing so,
Swaziland will halt and starting reversing the epidemic.

Priority Strategies: The following are the core prevention strategies that cut across the prevention
programme:
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I.Implement programmes that that will support changes in societal norms, values and practices
influencing adoption of key prevention behaviours. Interventions will include improving
comprehensive knowledge about HIV, addressing sexuality and reproductive health, and
multiple concurrent partners, and empowerment of women.

ii.Implement interventions that reduce exposure to HIV infection, focusing particularly on multiple
concurrent partners, early sexual debut, inter-generational sex and condom use, especially at
first sex.

ii.Implement interventions that will reduce the probability of infection, notably provision of ARV
for PMTCT, ARV for PLHIV, PEP, and male circumcision.

iv.Advocate for the creation of a supportive environment that in particular enhances the chances for
preventing exposure to infection and empower women and girls to make informed decisions on
their sexual reproductive health.

The following programme will be implemented, aiming to achieve the outcomes listed.

5.2.1 Social and behaviour change communication programmes for the general
population

Outcomes (Target for 2014) Baseline Target 2011
a)Comprehensive knowledge of HIV and AIDS among women and men 52% 65%
aged 15-49 years is increased from 52% in 2007 to 78% by 2014
b) % of young people aged 15-24 who both correctly identify ways of 52% 63%

preventing the sexual transmission of HIV and who reject the major
misconceptions about HIV transmission is increased from 52% in
2007 to 78% in 2014

c) % of people aged 15-49 who had multiple concurrent partners in the | 2% W (2007) 1.5% W
last 12 months is reduced from 2% to 1% for women and 23% to 6% | 23% M (2007) 13% M
for men by 2014 (disaggregated by age 15-24 & 25-49)

d) % of young people aged 15-24 who had sex with more than one 3.8% (W) 3.8% (W)
partner in the last year reduced for men from 28.5% in 2007 to 28.5% (M) 23% (M)
14.3% in 2014 and for women is maintained at 3.8% by 2014

e) % of women and men aged 15-24 years who had sexual intercourse | 7% women 5% (W)
before age 15 is reduced from 7% for women and 5% for men in (2007) 3% (M)
2007 to less than 2.5% for women and men by 2014 5% men (2007

f) % of pregnant women aged 15-24 who are HIV infected reduced 38.1% 37%
from 38.1% in 2008 to 35% in 2014

g) % of young people aged 15-24 reporting the use of condom at last 62% 72%

sex with a non-marital, non-cohabiting sexual partner in the last 12
months is increased from 62% in 2007 to 75% in 2014

Situation Analysis: At the individual level, much work has been done to try to change the course of
HIV epidemic by educating individuals about HIV risks and advocating individual-level behaviour
change (behaviour-change communication (BCC)). However, recent studies show that people often
knowingly engage in sexual behaviour that places their health at risk. Campbell (2003) writes: “The
forces shaping sexual behaviour and sexual health are far more complex than individual rational
decisions, based on simple factual knowledge about health risks, and the availability of medical
services”. Sumartojo (2000) comments in a similar way: “Many view behaviour as personally motivated
or resulting exclusively from a person’s conscious decisions. The role of the structural environment is
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often overlooked, and structural interventions may be perceived as going beyond the traditional role of
public health.” There is conclusive evidence that BCC programmes focused on individuals only have
not been very successful in changing the course of the HIV epidemic. They appear to be necessary, but
not sufficient.

Therefore, social change communication is a necessity — “there is now a growing consensus that BCC
Strategies must be complemented by more participatory approaches that work through and address
broader underlying social and economic influences” (Gregson et al., 2004). It is a relatively new
concept, and is an evolution of the commonly adopted BCC approach. Whereas BCC is a collection of
communication tools, messages and techniques to motivate individuals to change their own behaviour,
social change communication involves also changing norms in society about acceptable and
unacceptable sexual behaviour. How to bring about such social change is still a matter for more debate
and evidence-gathering (Gorgens-Albino et al., 2008) but it can and must be done.

From the epidemiological data about the drivers of the epidemic in Swaziland (higher risk sexual
behaviours that drive the heterosexual transmission of HIV), community leaders need to be targeted
with social change communication programmes to change social norms regarding those behaviours,
and populations who display these behaviours need to be targeted with behaviour change
communication programmes. Priority populations for SCC/BCC efforts are:

a) Couples who live together or are married: (dealing with extramarital relationships, condom use and
multiple and/or concurrent sexual partnerships

b) Youth aged 15 to 24 (married and unmarried, because there are high rates of premarital sex, age-
disparate sex, transactional sex, and low levels of marriage — combined with high prevalence
amongst young women aged 20 to 24 and low HIV prevalence amongst 15 to 19). The NSF will
prioritise age groups where there is potential for significant impact in preventing new infections --
girls 10-14 years (3%),15-19(12%) and boys 15-24 with emphasis on age group 15-19 (2%), and
20-24 (12%).

c) Persons who migrate temporarily for work purposes: (as HIV prevalence was higher amongst those
who travel regularly or frequently than those who seldom travel); and

d) Community leaders and other public persons who set and influence norms and values about
sexuality, sexual behaviour and HIV related stigma. They include chiefs, parliamentarians,
Government senior staff, teachers, pastors, and traditional health practitioners and healers.

e) Populations at risk and people with disability. Prevention interventions will also target key population
such as sex workers and OVC. OVC are more vulnerable to sexual abuse.

Figure 2: Comprehensive HIV knowledge amongst males in Africa

Achievements: In Swaziland, the
focus has been on IEC and BCC -
a draft national strategy on
Behaviour Change Communication
for prevention of  Sexually-
Transmitted infections (2006 -
2008) was developed, and
communication  activites  were
implemented in schools, through
the media, and peer education.
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Swaziland is estimated at 52% for both women and men, while awareness is approximately 90% for
both men and women (Figure 2).

Gap analysis: The 2008 HIV Response Joint Review identified the gaps in terms of the intensity and
sustainability of BCC efforts, as well as the fragmentation of efforts, limited involvement of the
community, including faith based organisations and the media, and a focus on individual behaviour
change, instead of changing social norms, values and attitudes around acceptable sexual behaviour,
stigma and discrimination.

Strategic direction: The strategic orientation of the intervention is to influence change in social norms
and values that influence the spread of HIV at community level and support adoption of key prevention
behaviours at individual levels. This is a shift from IEC and general BCC, to a sharp focus on changing
specific risk behaviours

Strategies: The implementation of this intervention will be guided by the following strategies:

i. A national strategy to guide stakeholders in planning MCP interventions will be developed.

i. Develop targeted and/or strengthen existing prevention programmes to increase coverage,
intensity, and improve the synergy of social and behaviour intervention, and strategies. Such
strategies will also promote inter-organisational collaboration based on comparative advantage
to reduce fragmentation, and duplication of efforts. Programme planning will be informed by
evidence, best practices, and consumer acceptability. Interventions will also target community
leaders to influence change in negative social norms and community behaviours.

ii. Specific interventions that focus on reduction of risk behaviours will be developed bearing in
mind key populations most at risk. Such interventions will address multiple and concurrent
partners at community level (as well as individual BCC to discourage MCP).

iv. Identify and promote programmes that keep girls in school and empower them to make
informed decisions on their sexual reproductive health.

v. Develop and use targeted specific social and behaviour change communication materials that
focus on specific behaviours, especially key epidemic drivers.

5.2.2 Male Circumcision

Outcome Baseline | Target 2011
% of men aged 15 — 24 years who are circumcised increases from 8.2% in 8.2% 50%
2007 to 80% by 2014 (2007)

% of newborn boys who have been circumcised within 5 days after birth No Data 20%

Situation Analysis: It has been proven that male circumcision reduces the probability of transmission
from HIV positive females to HIV negative males by 60%%. As a result WHO and UNAIDS recommend
the inclusion of male circumcision in HIV prevention in high prevalence countries (WHO and UNAIDS,
2007). Swaziland will focus on young people aged 15-24 years as a priority target group. This age
group has been identified by the National Policy (draft) on Safe Male Circumcision for HIV Prevention
for a number of reasons. First, the age group 15-19 has a low prevalence rate (2%), so there is high
potential for preventing infections. HIV rates begin to rise among men aged 20 to 24 (12%), and their
female peers already have very high prevalence (38%), so male circumcision provides an additional
key prevention strategy for these young men. It will also target new born children. Advocacy work will
also continue to encourage other age groups to consider male circumcision.
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Tsela & Halperin (2006) found high acceptability of male circumcision with only 2% saying that MC "is
not culturally acceptable” in Swaziland. Concerning MC'’s protective effects, only 21% of men in 2006
believed it reduces HIV risk and 31% did not know of any disadvantages (FLAS, 2006). Of the men who
had been circumcised, only 63% were counselled before the procedure (FLAS, 2006). Catch up
strategies to conduct mass male circumcision will be required to reach this target. In order to avoid such
mass male circumcision fifteen years down the line, neonatal male circumcision services will be offered
in the main hospitals.

Achievements: Male circumcision has been included in the package of prevention interventions to
reduce HIV infection in Swaziland, but has not yet been rolled out nationally. A policy on male
circumcision was developed in November 2007, and an operational plan in 2008. Some male
circumcision procedures have already taken place: Family Life Association of Swaziland (FLAS), for
example, has performed 1,961 MC procedures since October 2007. Hospitals have carried out MC for
various reasons.

Gap analysis: The SDHS confirms that only 8% of men reported being circumcised in 2007. Facilities
designated to perform MC are not able to cope with current demand for circumcision services. If male
circumcision is not supported with strong education campaigns, coupled with advocacy for continued
condom use, it may have negative impact on the success already achieved in condom use. Anecdotal
information indicates that some men see circumcision as an alternative prevention strategy to condom
use. Women are most likely to be affected by any potential relaxation on condom use that male
circumcision may trigger.

Strategic Direction: The inclusion of MC as an additional prevention strategy aims to reduce the
probability of male infection and hence to reduce exposure among women partners.

Strategies: The following strategies will be used to support male circumcision
i.  Conduct advocacy campaigns and education on male circumcision with strong advocacy for
continued use of condoms.
ii. Disseminate the male circumcision policy among key stakeholders.
ii. Strengthen the capacity of health facilities to cope with demand for male circumcision services.
iv. For long term sustainability and to avoid future need for “catch up” mass circumcision, NSF will
also promote and support circumcision of neonates.

5.2.3 Prevention of Mother to Child Transmission

Outcomes Baseline Target 2011

a) % of HIV infected infants born to HIV positive mothers is reduced 21.5% (2007) 10%
from 21.5%5 in 2007 to 5% by 2014

b)% of HIV positive pregnant women who received a course of ARV 65% 80%
prophylaxis to reduce MTCT in the last 12 months is increased (2007)
from 65% in 2007 to 90% by 2014

Situation Analysis: The risk of mother to child transmission (MTCT) can be reduced to less than 2%
by interventions that include antiretroviral (ARV) prophylaxis given to women during pregnancy and
labour and to the infant in the first weeks of life, as well as obstetrical interventions including elective
caesarean delivery, and safer infant feeding practices®’. Provision of other sexual and reproductive
needs of HIV positive persons increase the opportunities for achieving a comprehensive HIV response.
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Persons living with HIV continue to be sexually active, and therefore need services to support them to
(a) use contraceptives to avoid unwanted pregnancies; and (b) gain practical advice on how they could
negotiate for safer sex to avoid transmission in their sexual partnerships (Eisele et al, 2008).

Achievements: In Swaziland, a four pronged approach to prevention of HIV infection in women and
infants has been adopted including primary prevention of HIV; prevention of unintended pregnancies
among HIV positive women; reduction of mother to child transmission among HIV positive women and
provision of treatment, care and support for HIV positive women and their families. Care of HIV
exposed infants and diagnosis of HIV infection in infants are part of PMTCT services. Currently,
PMTCT services are available in 110 out of 162 health facilities® which means that 68% of health
facilities offer the minimum package for prevention of HIV infection in infants and young children
(MOHSW 2008). The minimum package of services for PMTCT consists of comprehensive ANC for
pregnant women, HTC; ART or ARV prophylaxis for prevention; infant feeding and young child
counselling and support; follow up services and a continuum of care including linkages to care and
treatment. In 2007, out of the estimated 40,000 expected pregnancies, 34,690 (87%) pregnant women
were tested for HIV. Out of the total number of women in need of PMTCT services, about 65%5%°
received ART for PMTCT in 2008. New guidelines for provision of combination ARV therapy and
HAART for PMTCT have been developed and are being implemented in a few sites and roll out is
planned to ensure all ANC clients receive combined ART for PMTCT and ART for eligible women.

Gap analysis: Due to health systems related challenges, HIV infected women are not able to receive
the care they need in a timely manner for various reasons including the following:

i.Laboratory services are centralised at hospitals and health centre level,

ii.Due to lack of regular transport, HIV positive women tested at rural clinics do not receive test
results quickly. The turn-around time is estimated at 4 weeks.

ii. Current maternal and newborn care services in the country are sub-optimal.

iv.Management of labour, immediate postpartum and newborn care in hospitals remains
inadequate. This may increase the risk of MTCT.

v.Linkages and referral to other care programmes are weak and tend to compromise the provision
of comprehensive PMTCT care services.

vi.Inadequate male involvement, stigma and insufficient public awareness around PMTCT have
compromised acceptance and uptake of PMTCT services.

vii.While PMTCT data capture is going on very well, tracking of specific indicators for quality
improvement has not yet been established. The rapid expansion of PMTCT services in the
country requires periodic quality improvement measurements and hence the need to establish
a quality improvement system. Community education, engagement and male involvement are
crucial for PMTCT uptake, and so is reduction of stigma associated with HIV.

Strategic Direction: The thrust of PMTCT is to enable HIV+ women to avoid unwanted pregnancies, to
reduce transmission to children born of HIV positive mothers, and increase longevity of children born
HIV positive.
Priority Strategies: the following strategies will be used:

i.  Strengthen and expand PMTCT service provision at community level health facilities.

ii. Implement innovative programme interventions to involve male partners, significant family
members and communities to create a supportive environment for PMTCT

National Strategic Framework for HIV and AIDS 2009-2014 Page | 42



iii. Intensify awareness and education on PMTCT among communities, in particular among male
spouses.

iv. Strengthen tracing mechanisms of ANC clients and their infants at birth.

v. Strengthen the linkages between PMTCT and paediatric ART.

5.2.4 Condom Use and Distribution and Management

Outcomes Baseline Target 2011

a)% of young people 15-24 who report using a condom during first sex | 43% W (2007) 50% W
is increased from 43% for women and 49% for men in 2007 to | 49% M (2007) 60% M
70% by 2014

b)% of men with multiple concurrent partners who report using a | 26% M (2007) 50%
condom during the last sex increases from 26% in 2007 to 70%
by 2014

Situation analysis: Condoms form a barrier between the HIV virus and an individual and if used
correctly, reduce the risk of exposure to HIV (Holmes et al, 2004). However, it is essential that condoms
are used correctly and consistently — only then are condoms 90% to 95% effective against HIV
transmission (Pinkerton and Abramson, 1997).

Achievements: A zero-draft national condom strategy was developed to inform and guide the
procurement, distribution, education and social marketing of condoms. Condom logistics and
warehousing has improved with the building of a condom warehouse in the regions, and new outlets for
distribution of socially-marketed condoms. To improve coordination and management, a national
condom technical committee has been established.

Gap analysis: Condom use levels are between 50 and 60% during higher risk sex (SDHS, 2007).
Knowledge of the female condom is low with only 46% of women and 28% of men knowing where to
source it (SDHS 2007). The majority of women are not able to negotiate successfully for condom use.
The national condom policy is yet to be finalised, and condom logistics are inadequate in-spite of the
establishment of regional warehouses. Although it is generally acknowledged that unprotected sex
takes place in schools and prisons, government policy does not encourage provision of condoms in
either. Disposal of used condoms is also problematic. Critical gaps in the condom management
programme are (a) challenges with the distribution system (need to get the commodity as close to end
user as possible); and (b) measuring usage of condoms. There are also challenges in condom
education, which is sporadic, ad hoc and fragmented, rather than sustained and consistent.

Strategic direction: The NSF interventions will continue to increase and expand the availability and
distribution of condoms, and focus on promoting increased, consistent and correct use of male and
female condoms.

Priority Strategies:

I.  Finalise and disseminate the national condom strategy.
i.  Intensify education on male and female condom use with emphasis on consistent and correct
use all the time.
iii. ~ Expand condom distribution through community-based institutions including KaGogo Centres
and NCPs.
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iv.  Strengthen condom management systems and distribution logistics at all levels and in
particular at community level.

5.2.5HIV Prevention for Key Populations at Risk

Outcomes Baseline Target 2011
(@) % of key populations at risk who both correctly identify ways of 46.2% 56%
preventing the sexual transmission of HIV and who reject major (2008)

misconceptions about HIV transmission is increased from
46.2% in 2008 to 70% in 2014

(b) % of most at risk population who are HIV infected is reduced No data No data

(c) % of female sex workers reporting the use of a condom with No data No data
their most recent client

Situation Analysis: Key populations at risk are those populations who have higher HIV prevalence and
display behaviour that puts them at higher risk of HIV infection. From an epidemiological view, in a
generalised epidemic, controlling HIV infections amongst these key populations at risk may not have a
significant impact on reducing new infections (depending on the distribution of new infections) and does
not prevent the HIV epidemic from sustaining itself. However, as a human rights issue prevention
interventions will be targeted at some of these key populations at risk. The key populations at risk, for
which some evidence exist, are prison populations, sex workers, and migrant workers with oscillatory
migration patterns, and uniformed services. Other potential key populations at risk, for which no data
exist and for whom data need to be collected, are: men having sex with men (MSM) and injecting drug
users.

In Swaziland, men and women who spend time away from home are much more likely to be HIV
positive than those who do not travel for work purposes’®. Therefore, it is imperative that public and
private sector employers protect their workers against HIV transmission to augment the support and
information that these persons will receive in their communities through other HIV prevention
programmes (such as programme targeting married couples and the youth).

Hence the need for employers to develop and implement HIV and AIDS workplace programmes, that
offer a minimum package of services. Workplace programmes for workers in the informal employment
sector, such as domestic workers, have been found not to be cost effective; they are difficult to execute
and monitor, and are virtually non-existent in Swaziland. Where workplace programmes exist they are
fragmented and mainly in large and well resourced companies.

Achievements: HIV workplace policy has been developed for public sector employees, and for the
uniformed forces. MOH has expanded its workplace programme to cover all employees in the health
sector. A few private sector institutions have developed HIV and AIDS workplace programme. Private
sector response is coordinated by the Business Coalition on HIV and AIDS (BCHA). The MOH has
started a programme for sex a worker that focuses on provision of condoms and STI treatment.

Gap analysis: Several workplace policies are still in draft form and have not been finalised due to lack
of capacity, skills and experience. Only a few companies have developed workplace programmes and,
in the absence of an agreed minimum package, such programmes are not standardised. The problems
with workplace programmes are compounded by the fact that there is no mandating factor to assign

National Strategic Framework for HIV and AIDS 2009-2014 Page | 44



people to be responsible for workplace programme, people have their own jobs, and HIV programmes
are seen as of secondary importance.

Quality and reliable data are largely lacking for most of the key populations. This is attributed to lack of
prioritisation of such populations in prevention programmes. Similarly, programmes that specifically
target key populations are lacking.

Strategic Direction: The NSF has not only used the RBM approach but also a human rights based
approach to planning, and hence the need to address population groups that have higher HIV
prevalence and display risky behaviours, from a human rights perspective.

Strategy:
i.  Develop and distribute targeted social and behaviour change communication materials.
i. ~ Develop and disseminate guidelines for establishing HIV and AIDS workplace programmes
iii. — Sensitise sectors whose primary responsibility is not health and HIV and AIDS to mainstream
HIV and AIDs in sector programmes and corporate functions.
iv.  Programmes that target specific key populations will be developed and implemented by the
appropriate stakeholders.

5.2.6 HIV Counselling and Testing

Outcomes Baseline | Target 2011
% of people aged 15-49 tested for HIV in the last 12 months and know their 22% W 40% W
status increased from 22% to 50% for women and 9% to 40% for men by 9% M 25% M
2014 (2007)

Situation analysis: There is no evidence to support HTC as a prevention strategy. However, testing
and counselling is an essential service for people to know their HIV status. A recent meta-analysis of
research about the effectiveness of VCT as an HIV prevention measure has shown that “VCT recipients
were significantly less likely to engage in unprotected sex when compared to behaviours before
receiving VCT, or as compared to participants who had not received VCT. VCT had no significant effect
on the number of sex partners. While these findings provide only limited evidence in support of VCT as
an prevention strategy, neither do they negate the need to expand access to HIV testing and
counselling services” (Denison et al., 2007:363). Other studies have shown positive behavioural
outcomes for HIV positive persons (Eisele et al., 2008), but negative outcomes for HIV negative
persons who either increase or maintain their high risk behaviour after testing negative (Corbett et al.,
2007; Potts et al., 2008). This raises the importance of ensuring that HTC quality control is ensured, so
that all persons are given comprehensive information to reduce their high risk behaviour.

In Swaziland, HIV Testing and Counselling (HTC) is both provider and client initiated. One hundred
and nineteen (119) facilities were offering HTC out of 162 health facilities. Services include testing and
counselling for PMTCT, and HIV testing for survivors of sexual violence. HTC Services are offered
through free standing centres, VCT and Outreach HTC services. While HTC is not a preventive
strategy, it is an important entry point for HIV prevention. Knowing one’s status helps people to make
informed decisions and choices on their sexuality. A key strategy that has worked is couples
counselling. Promoting couples testing and counselling makes it possible to identify the long-term
sexual partners of HIV positive persons and then empower them with the information and education
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they need to make informed decisions about their sexual and other practices to avoid re-infection, or
infecting their partners.

HTC will also provide the opportunity to identify HIV negative persons and work with them to ensure
that they remain negative. This proposition will require the development and operationalisation of
community-based interventions that empower people with life skills that keep them HIV negative.

Achievements: By 2007 26.5% (SDHS 2007) of the population had ever taken a HIV test and had
received their results (SDHS 2007). HTC was provided in 119 facilities. In 2007 alone a total of 53,246
tested for HIV and knew their status (QSCR). HTC guidelines were developed and disseminated to
sectors. A training manual and strategy for provider initiated HTC were developed by adapting the
WHO guidelines. A draft standard operating procedure manual for client initiated HTC was developed
and a National HTC Task Force was established.

Gap Analysis: Provision of counselling and testing for children under the age of 12 years is not well
articulated or supported by policy guidelines. This has implications in requiring consent from a parent
as opposed to any other person taking care of the child who is seeking support from counsellors.
Stigma remains a major barrier to testing and disclosure of one’s HIV status. The Joint Review noted a
general lack of experienced and skilled counsellors for minors (children under 12 years) and discordant
partners. It was noted from regional consultations that testing supplies and commodities (testing kits) in
some facilities were inadequate, limiting the number of people who can test at certain times. The review
established that the challenge related more to distribution than supply. Overall HIV testing was found to
be inadequate.

Strategic direction: The NSF thrust is to promote the concept of people knowing their HIV status and
hence facilitate making informed decisions and choices on the sexual and social practices that
influence infections.

Priority Strategies:

i.  Develop an advocacy strategy focusing on “know your HIV” status.

i. Expand VCT services in the community, by decentralising services to qualified and competent
organisations including civil society.

ji. ~Advocate for VCT as a core component of HIV and AIDS workplace programmes, and
support public private partnerships to scale up VCT.

iv.  Develop programmes that support people who test HIV negative to remain negative. NSF will
identify best practices in the region and adopt them in Swaziland.

5.2.7 Blood safety

Outcomes level | % of sampled blood transfusion units that meet the WHO quality assurance standards
results

Situation Analysis: Since the transfusion of blood or its products is an extremely efficient way of
transmitting HIV, screening blood and blood products for HIV before using them is an essential public
health intervention as it directly reduces possible accidental exposure of patients to HIV.

Achievements: Swaziland has established a blood donor recruitment department, and developed a
blood safety policy in 2000 and guidelines in 2001. Swaziland uses WHO clinical guidelines on the use
of blood and has trained phlebotomists. The country has initiated a voluntary blood donor system
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targeting school children aged 15 to 19 years. The strategy helped to increase the number of blood
units collected from 6,000 to 7,700 units by 2007. Swaziland has attained 100% blood safety.

Gap analysis: Despite the achievements, the voluntary blood donor system has not been able to
collect a sufficient quantity of blood units to meet demand for safe blood. In 2007, Swaziland met only
75% of the hospital demand for safe blood. This was in part due to loss of adult blood donors as they
were not motivated enough to donate blood. While there is need to encourage adults to donate blood,
the potential to achieve targets could be realised by targeting school children whose potential as safe
blood donors has not been exploited fully. There are 42,450 children aged 15 to 19 in secondary
schools in Swaziland - a large potential pool of new blood donors.

Strategic Direction: The objective is to maintain the 100% blood safety.

Priority Strategies:
i.  Strengthen and maintain technological capacity to screen blood and blood products to ensure
100% blood safety.
ii. Recruit additional donors by conducting community and school outreach education and
advocacy programmes focusing on young people as potential safe blood donors.

5.2.7Post-Exposure Prophylaxis

Outcomes Baseline | Target 2011
100% of people in need of PEP have received PEP services as per national No data 50%
guidelines by 2014

Situation Analysis: In a country such a Swaziland with a high HIV prevalence of 19%, it is expected
that a sizeable proportion of health care patients are HIV positive. It is also expected that there will be
increased risk of infection with rape considering the trauma to the genital tract. Post-exposure
prophylaxis (PEP) is a necessary secondary prevention measure in health care settings, since there will
always be instances in which primary preventions fail and healthcare workers or patients may be
accidentally, or through unsafe procedures, exposed to the risk of HIV transmission. The vast majority
of incidents of occupational exposure to blood borne pathogens, including HIV, occur in health care
settings. PEP for HIV consists of a comprehensive set of services to prevent infection developing in an
exposed person, including: first aid care; counselling and risk assessment; HIV testing and counselling;
and, depending on the risk assessment, the short term (28-day) provision of antiretroviral drugs, with
support and follow up.

Achievements: Since the last NSP in which concerns were raised about the limited sensitization and
availability of PEP services, national PEP guidelines have been developed and disseminated. Staff
from emergency services, fire, police, prisons and health sectors were trained in PEP and services are
being made available to those in need, including victims of sexual abuse. PEP registers from the 22
health facilities which provide PEP services showed that 432 clients accessed PEP in 2007.

Gap analysis: The main gaps identified were the limited availability of PEP services in health facilities
and insufficient human capacity to provide PEP services country wide. There is also low awareness of
PEP among people: people do not know what it is or how to access it. There is also no clarity as to
whether PEP is for the general population or not.
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Strategic Strategy: The strategic orientation for NSF is to ensure that PEP services are rolled out
throughout all health facilities and are accessible to those who qualify based on the criteria set in the
national guidelines, especially for victims of rape.

Strategy:
i.  Strengthen the capacity of health sector especially nurses to provide PEP at community-based
health facilities.
i.  Create awareness of PEP services among the general population.
jii.  Implement innovative PEP programme interventions aimed at reducing risk of HIV transmission
among sexually abused children, young girls and women

5.2.9 Sexually Transmitted Infections

Outcome Baseline Target 2001
The prevalence of genital ulcers is reduced from 20% in 2007 to 15% 20% 18%
by 2014. (2007)

Situation analysis: The prevalence of STls in Swaziland continues to escalate. Data from the HIMS
indicate that they are amongst the top 47' conditions reported in the country’s outpatient department
and clinics. Available evidence shows that the presence of an STl in a HIV negative person, especially
genital ulcerations, increases the risk of sexually transmitted HIV as interruption in the skin enables
infection. New epidemiological data suggest that that there has been an increase in genital herpes, a
viral STI responsible for most genital ulceration. According to a genital ulcer survey conducted in 2003
in Swaziland, genital herpes increased from 12% in 1980 to 60% in 2003. Epidemiological findings in
Swaziland show that genital herpes is a leading cause of genital ulcer syndrome in the country.
According to the sentinel surveillance data (10t round, 2006), 62% of patients with genital ulcers were
found to be HIV positive. These data have facilitated changes in the STI treatment protocol to
incorporate management of viral STls. Furthermore research has proved that HIV infected women are
at a higher risk for cervical cancer, which in 99% of the time is caused by the human papiloma virus.

Although other studies indicate that STl is not a very effective prevention strategy, this does not change
the fact that STI treatment is an important public health intervention in its own right and as such STI
control for the general population should be a priority intervention as part of sexual reproductive health.
Moreover, on an individual level, presence of ulcerative STls increases susceptibility to HIV infection,
further reason for STl treatment.

Achievements: Swaziland has incorporated the treatment of all possible STl aetiologies including viral
infections in the STI treatment protocol. 24 health facilities have been designated as STI clinical
surveillance sites. Capacity development to deal with STls is a continuous activity under the Ministry of
Health. The number of STl cases declined by 13.3% from 115,886 in 2006, to 100,501 in 2007. This
includes a decline in genital ulcers from 22% in 2006 to 20% in 2007.

Gap analysis: While STI treatment was available throughout the country, interventions have not
adequately targeted key populations such as sex workers, men who have sex with men (MSM) and
long distance truck drivers. STI patients frequently delay seeking health care, making it difficult to treat
infections on time and contact tracing remains a challenge. Other challenges facing the management of
STls include inadequate laboratory diagnostic capacity for STls, monitoring of drug resistance, and
training of doctors in syndromic management.
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Strategic direction: In the context of the NSF, the thrust of the STl interventions will be to prevent and
reduce the prevalence of sexually transmitted infections among people aged 15-49 years with a key
focus on ulceratic STls.

Priority strategies
i.  Strengthening behaviour change communication for sexually transmitted infections.
i.  Strengthening national capacity to provide STl services.
iii. — Strengthening partner notification and establishment of an active contact tracing system.
iv.  Include STI treatment as part of the package for sexual reproductive health services.
v.  Scale up cervical cancer screening among HIV positive females.

5.2.10 Management of Prevention Programmes

The Prevention thematic area has more active stakeholders than any other area of the national
response. Involvement of all stakeholders, in particular civil society organisations, will be critical to
successful implementation of the planned activities. The active stakeholders in prevention represent all
government and non-governmental sectors.

At national level, a Prevention Technical Working Group, operating under the auspices of NERCHA
facilitates the coordination of the national interventions, meeting quarterly. The TWG provides technical
guidance on prevention issues across sectors. The membership of the technical working group is drawn
from interest groups. The key role of the TWG is the development of programme policies, technical
guidelines and protocols, standards, and operational manuals to ensure compliance with the set quality
standards. The technical working group is supported by a number of technical sub committees that
focus on individual programme areas, ensuring adequate information dissemination on critical issues to
all stakeholders, and playing a key role in programme development and operationalisation of policies
and technical guidelines. The TWG recommends to NERCHA the establishment of other prevention
technical sub committees as need arises. The existing sub committees are the following.

I.PMTCT Sub Committee. This emanated from the formation of the Clinical Technical Working
Group (CTWG) which was spearheaded and led by the Ministry of Health. This is a functional
and effective committee.

ii.National Condom Committee: This committee requires strengthening. It is not very functional.
The absence of a national condom strategy is one potential reason for the challenges around
this sub-committee.

iii.National Male Circumcision Technical Sub-Committee:

iv.HTC Technical Sub Committee

v.Blood Safety Sub-Committee.

5.3 Treatment Care and Support

HIV has severely impacted mortality and morbidity trends in Swaziland. According to the 10t Sentinel
Surveillance Report, the crude death rate in Swaziland has increased as a result of AIDS mortality from
9.9 to 22.7 deaths per 1,000 population and is projected to reach 30.2 deaths per 1,000 population by
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2011. WHO estimated that in 2006, 64% of all deaths in the country were due to AIDS (WHO 2007).
Life expectancy at birth has fallen from 56 years in 1997 to 40.2 years in 200872

Compounding the HIV disease burden is the high and escalating Tuberculosis (TB) epidemic. TB is a
leading cause of death for PLHIV in the country given the high HIV/TB co-infection (80%, MOHSW
(2006). Multi-drug-resistant (MDR) TB and extensively drug resistant TB (XDR-TB) have been identified
in some patients. In 2007, 98 cases of MDR-TB were identified’3. The death rate amongst patients with
MDR-TB is estimated at around 30%, while the death rate associated with XDR-TB is around 50%
(Brandon Keim 2008).

HIV treatment, care and support should be provided by the health sector for people living with HIV, to
help reduce morbidity and mortality due to HIV and AIDS and to improve their quality of life. The health
sector is defined to include public and private institutions and traditional health systems providing health
care services in the country. It also includes alternative medicine that has not been formally integrated
in the health sector. It is anticipated that implementation of the interventions outlined below will result in
more years of healthy life. Quality of life requires detailed surveys, so the following simpler impact level
result for treatment, care and support was selected:

Impact-level | Life expectancy increased from 40.274 years in 2008 to 44 years, by 2014
Result

The priority focus for NSF for treatment, care and support is three pronged. First NSF will support
provision of HIV Testing and counselling (HTC) as strategy to get people know their HIV status and
seek health care early enough. Second, NSF will promote and support provision of Pre-ART services to
delay the enrolment on PLHIV on ART and finally to have as many people in need of ART as possible
receiving ART.

The NSF has articulated interventions that will reduce AlDS-related mortality and morbidity and delay
PLHIV progressing to the 4t clinical stage of HIV infection to full-blown AIDS. Antiretroviral Therapy will
be provided and adherence to treatment regimens will be promoted. The prevalence of TB will be
reduced by successfully treating TB cases in addition to treating opportunistic infections and chronic
conditions related to HIV and AIDS. The success of the programme will depend on a number of factors;
additional resources, and active collaboration between key stakeholders including public and private
health care providers and traditional health practitioners will be critical.

The following programmes will be implemented to achieve the above stated outcome level result:
i. HIV Testing and Counselling
ii. Pre-ART and Opportunistic conditions
iii. Anti-retroviral therapy that will also include paediatric ART.
iv. Tuberculosis and HIV co-infection
v. Community Home Based Care
vi. Care and Support by Traditional Health Practitioners

5.3.1 HIV Testing and Counselling

Outcome level results Baseline | Target 2011
% of people aged 15-49 tested for HIV in the last 12 months and know their | 22% W 40% W
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| status increased from 22% to 50% for women and 9% t0 40% for menby 2014 | 9% M | 25% M |

Situational Analysis: HIV Testing and counselling (HTC) has been identified as the entry point for HIV
prevention, treatment, care and support in Swaziland’. It is seen as a strategy to empower individuals
at a personal level to make informed choices and decisions in seeking appropriate health care. People
who do not know their status may delay seeking prophylaxis, diagnosis of opportunistic conditions and
enrolment on antiretroviral treatment. HTC services will be provided to increase testing opportunities
and enable people who test positive to seek appropriate care and prevent transmission to their
partner/s. HIV testing and counselling (HTC) services will be both provider and client initiated.

Achievements: One hundred and nineteen (119) facilities out of 162 health facilities were offering HTC
in 2007. Services are also offered through free standing centres, Voluntary Counselling and Testing
(VCT) and Outreach HTC services. In health facilities, HTC is provided as part of clinical care and
disease prevention. HTC services have been integrated into outreach health care services to increase
availability and access to HIV testing. By 2007, 26.5% (37% women and 17% men) of the population
age 15-49 had ever taken a HIV test and had received their results’8. In 2007 alone, 53,246 people
tested of whom 47% were HIV positive?”. In 2006, the National HTC Guidelines and training manual
were developed. A national HTC Core Team/Task Force was formed and operational at decentralised
structures. Over 80% of health workers were trained on HTC, based on a standardised manual. A draft
HTC Quality Assurance Strategy was developed.

Gaps: The current HTC campaign has primarily focused on the nursing cadre while other cadres are
not adequately targeted. Provider initiated testing and counselling was not offered in all health facilities.
The SDHS (2007) reports that 65% of women who gave birth during the two-year period reviewed
received HIV counselling during antenatal care for their most recent birth. The quality of counselling is
not sufficient to effect behaviour change that results in disclosure and access to services. Male uptake
of HTC was low as reflected by the 17% of men reporting ever having been tested and received test
results for HIV at the same time (SHDS 2007). For both males and females, testing rates are lower
among those in rural areas and with less education. Stigma and cultural barriers are believed to be the
main cause. The review reported that young people did not find HTC facilities in health settings to be
user friendly. Young people said they preferred VCT facilities in the community and preferably to be
managed by young people. The review also noted that currently children under 12 years were not
receiving testing and counselling services. Problems with distribution of test kits resulted in stock-outs
in some facilities. Anecdotal information indicated that low levels of disclosure of status, particularly by
women attending antenatal care could be improved by more couple testing and counselling.

Strategic direction: the strategic direction for the NSF for HTC is to promote the concept of people
knowing their HIV status and seeking health care as early as possible.

Strategies for the HIV Testing and Counselling Intervention

The NSF focus for the HTC intervention should direct itself to the following strategies:

i. Scaling up HTC service by a) increasing the number of both free standing and provider
initiated testing and counselling sites nationwide, b) targeting both key and rural populations,
c) improving the ratio of male to female counsellors, d) increasing youth friendly facilities and
e) Integrating HTC in reproductive health services and antenatal services.

i.  Expanding the scope for provision of HTC by involving other cadres and groupings in the
delivery of HTC including traditional health therapists, PLHIV and communities.
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ii. ~Development of targeted programmes aimed at increasing couple/partner testing and
counselling and disclosure of HIV status among spouses and partners.

iv.  Strengthening quality assurance for testing and counselling services. Consideration should be
given to task shifting some services to lay counsellors.

v.  Operationalise task shifting among nurses, coupled with capacity building.

vi.  Strengthening advocacy work to improve service delivery and service uptake with special
emphasis on hard to-reach places and groups.

5.3.2 Pre-Art and Opportunistic Infections

Outcome level result Baseline Target 2011

At least 80% of people enrolled on pre-ART programme retained until No data 60%
initiation of ART by 2014

Situational Analysis: Management of opportunistic conditions (Ols)’® decreases morbidity and
mortality related to HIV infection. Early diagnosis of HIV enables better management of infections and
can slow progression to AIDS. The existence of a pre-ART programme also is known to reduce
morbidity due to HIV infection and increase the period before clients become eligible for antiretroviral
treatment. The most common opportunistic conditions in Swaziland were identified in the 2006 Annual
Report on ART Programme as tuberculosis, chronic diarrhoea, herpes zoster, pneumocystis, bacterial
pneumonia, Kaposi's sarcoma, oral pharyngeal candidiasis, generalized pruritic dermatitis,
cytomegalovirus, cervical cancer and toxoplasmosis. (TB is addressed separately given its epidemic
nature). The 2008 NSP review observed that Swaziland’s health system has made significant efforts in
management of opportunistic conditions. However in some cases those efforts have been undermined
by inadequate availability of drugs, particularly at clinic level. Some patients have been referred to
hospitals that also did not have the required drugs. The cost of some opportunistic infection drugs
appears to be an inhibiting factor to procurement. Also, the central medical stores do not have a budget
line for some drugs needed for HIV-related opportunistic conditions.

Achievements: Monitoring data are not available to report on achievements in this area.

Gaps: The country’s pre-ART programme is still in its infancy but plans exist for its strengthening. Only
seven facilities consistently report on clients who receive pre-ART services so there is significant under
reporting of the number of clients enrolled in pre-ART. The pre-ART programme lacks a monitoring
system that would track services provided, the number of patients progressing to ART and the average
period of progression. The referral system from HTC into care and treatment is inadequate, resulting in
many HIV clients not being enrolled into pre-ART.

Procurement of some drugs for the treatment of opportunistic conditions is not consistent and drug
stock-outs interrupt the provision of services. There is also inadequate capacity for procurement
planning including quantification and forecasting drugs needed for opportunistic conditions. Only
doctors are allowed to prescribe certain drugs for opportunistic infections and conditions, yet a majority
of the patients are seen by nurses in peripheral health facilities. While this has been the tradition,
currently nurses have demonstrated the knowledge and experience to handle some of the prescriptions
but operational policy guidelines limit their involvement. In the absence of a vibrant Pre-ART
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programme, a number of patients start ART too late, with low CD4 cell counts and often very sick,
leading to high mortality among patients initiating ART.

Strategic Direction: Introduction of a comprehensive package of care that defines pre-ART services
to be made available to PLHIV that would delay the development of symptomatic disease, ensure
retention and appropriate progression to ART.

Priority Strategies:

. Strengthening systems - primarily those that address registration, monitoring and tracking of
clients, and procurement planning of drugs for opportunistic conditions.

i. ~ Strengthening linkages and referral systems between the ART programme and other
complementary programmes such as HTC and PMTCT

iii. Policy review in relation to the essential drug list and task shifting

iv. Build and strengthen capacity to transfer skills in the context of task shifting in order to improve
diagnosis and enable effective operationalisation of the task shifting concept.

v. Conduct a cost benefit analysis for drugs to treat opportunistic conditions.

5.3.3 Antiretroviral Therapy (ART)

Outcome level results Baseline Target 2011
(a)85% of people on ART retained on treatment three years after the | 65% (2008) 75%
initiation of ART by 2014 (disaggregated by age and gender)

Note: it is anticipated that 75% of adult males and females 15 years and above in need of ART and 80% of
eligible children (under 15) will be enrolled on ART by 2014. The strategic focus of NSF goes beyond access and
enrolment to ensuring adherence and enhancing survival rate.

Situational Analysis: PLHIV are likely to develop AIDS within several years of becoming infected,
unless they are provided with ARVs that reduce viral replication and therefore increase the time until
their immune systems have been compromised to the extent where they develop AIDS. By 2008,
62,769 PLHIV were in need of ART, compared to 52,909 in 20077°. Effective treatment with ARVs will
result in numerous benefits including a longer life, disappearance of symptoms, improved quality of life,
delayed disease progression and decreased hospitalization. Drug resistance can occur if patients on
ARVs do not adhere strictly to their treatment regimens. In Swaziland 64% women and 36% men were
accessing treatment and 53% (2,510) of eligible children were accessing ART by 2nd quarter 2008.

Stigmas, fear of abuse and youth unfriendly services remain obstacles for people to access treatment.
Some women are unable to disclose their status within their families and to their in-laws for fear of
rejection and stigmatisation, and often drop out of treatment. Other women are said to hide their tablets
from their husbands in fear of being ostracized, resulting in poor compliance with treatment schedules.
Men are said to stigmatise themselves and are afraid to test for HIV. When they test and are found to
require ARVs, they default on treatment as they do not want their communities to know that they are on
ARVs. Available records also indicate that most men who are on ARVs access treatment from private
service providers rather than from the public health facilities.

Youth are said not to be accessing testing because they prefer young counsellors who are not readily

accessible in most health facilities. This has impacted negatively their knowledge of their status and
accessing the appropriate services, including timely treatment.
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Achievements: By September 2008, 30,337 (48% of people in need) people were receiving ART,
compared to 13,000 in 2005. 98% of PLHIV on ARVs are on the first line ARV regimen, with the others
(2%), on the 2d line regimen as a result of their inability to tolerate first line drugs and absence of other
options.

Provision of ART services has improved with the development of treatment guidelines, protocols and an
operational plan. The number of facilities providing ART increased from 17 in 2005 to 29 public and
private facilities in 2008. In addition, 40 outreach sites were established and serviced by personnel from
the 29 sites. Swaziland has developed a public-private partnership between government and private
practitioners. The partnership allows government to purchase and supply ARVs to private doctors who
in turn provide ART services for free, and subsequently report to the Ministry of Health. Laboratory
services for CD4 counts have greatly improved. The overall quality of ART services has improved
through training more than 40% of health workers (doctors and nurses) working in ART clinics from
public and private sites, in integrated management of adult and adolescent illnesses. The introduction
of a) early Infant Diagnosis with DNA PCR in some health facilities in 2007; b) fixed dose combination
tablets from time of birth; and c) management of malnutrition in HIV positive children and provision of
nutritional supplements has improved paediatric HIV and AIDS care and treatment.

Swaziland has also introduced a computerised (electronic) patient and drug management system that
enables keeping track of patients on ART and ARV stock levels to prevent stock-outs.

Gap Analysis: Despite the commendable progress, the ART programme still faces a number of
challenges. ART service delivery is time consuming given limited delegation to nurses and community
health workers. Patients start ART too late when their CD4 cell counts are very low, raising mortality
among patients on ART. ART is not yet available in all health facilities and some regions have more
sites than others which impacts on equity of services, coverage and adherence. As mentioned above
there are some observable gender disparities in accessing ART.

There is relatively poor integration of PMTCT, ART programmes and VCT centres. Claims by some
alternative medicine therapists, traditional health therapists and faith healers that they are able to treat
HIV and AIDS have had a negative effect on adherence to treatment. The cost of drugs for
opportunistic infections is considered to be high. There is also inadequate capacity for procurement
planning including quantification and forecasting. As noted in the situation analysis, stigma and denial
among individuals, groups and communities results in fear of disclosure by some ART patients,
contributing to poor adherence to treatment. Physical rehabilitation needs have largely gone
unrecognized or sometimes even been ignored due to lack of information on the links between ART
and disability (ART side effects can include a variety of disabling neuropathies).

Strategic Direction for ART: The NSF hopes to increase access to ART by all people in need and
improve adherence, retention on treatment, and treatment outcomes.

Priority Strategies:
The following strategies will be implemented to achieve the outcome level results.

i.  Develop a strategy to strengthen and expand the provision of paediatric ART that would also
facilitate building linkages between ART and PMTCT.
ii. ~ Strengthen and improve laboratory services for ART, and related services.
ii. ~ Roll out ART services countrywide to increase availability and access.
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iv.  Promote community involvement and participation - particularly people living with HIV and
other groupings including men, traditional health practitioners (THPs) to play a significant role
as treatment partners, expert clients and advocates for ART.

v.  Strengthen collaboration between TB and HIV programmes, with a focus on integration and
coordination of services to optimise the use of resources and increase access to HIV and TB
care. The strategies should also strengthen the capacity for testing for HIV and diagnosis of
TB at the respective HIV and TB facilities.

vi. Develop strategies in critical areas, such as task shifting, to expand service delivery and
maximise the use of available human resources to provide comprehensive services.

vii.  Strengthen support services and system strengthening for procurement and monitoring
delivery of services.

vii. ~ Conduct a national study on gender impact of access to ART
ix.  Strengthen community strategies for reducing stigma and discrimination.

5.3.4 Management of Tuberculosis and HIV co-infection

Outcome level results Baseline | Target
2011

% 8%of estimated HIV positive incident TB cases that received treatment for TB | 57.7% 85%

and HIV is increased from 57.7% in 2007 to 100% by 2014

Situational Analysis: Tuberculosis is a chronic disease caused by M