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Section 1: Executive Summary

Background Information 
1. The second National Multi-sectoral HIV and AIDS Strategic Plan (NSP) 2006-2008 was launched in 2006 and comes to an end in 2008. As the NSP comes to an end, a Joint Review was commissioned to assess the extent to which it was implemented and its performance in terms of achieving the objectives and targets set therein. The process was facilitated by the National Emergency Response for HIV and AIDS Council (NERCHA) with technical support from Technical Support Facility (TSF) for Southern Africa
2. The Joint Review has considered achievements made, identified gaps and challenges that were encountered during the implementation process, lessons learnt and emerging issues. The review has also considered partnerships and relationships with other stakeholders, and development partners.  

3. The Joint Review focused on five thematic areas of the NSP i.e. management and coordination of the national response, prevention, care, support and treatment, impact mitigation and monitoring and evaluation. Under each of these thematic areas the review focused on sub thematic areas that constitute the programme areas.   

4. The Joint Review used a combination of methodologies that included consultations with the Steering Committee, NERCHA Council, Directorate and staff, Core Team, Technical Working Groups, stakeholders’ at national and regional levels, and one to one interviews with selected key informants. The key informant interviews were drawn from government, development partners, civil society and private sector. A comprehensive desk review of literature was conducted. The Joint Review Team also held regional stakeholder’s consultations in Lubombo, Manzini, Shiselweni and Hhohho regions. A Peer Review Team was constituted to review the draft reports.   
General Findings of the General Joint Review 
The strategic framework

5. HIV and AIDS epidemic is treated as a national disaster in Swaziland, following the declaration by His Majesty the King in 1999. In the response to the disaster, Swaziland adopted a multi-sectoral and decentralised response approach. In addition Swaziland has adopted and mainstreamed the 3-Ones principles suggested by UNAIDS for coordination and management of a multi-sectoral response. The Joint Review notes that the implementation of the national response is premised on meaningful involvement and participation of the communities. 

Vision:

6. The NSP notes that the vision of the Kingdom of Swaziland in responding to HIV and AIDS is to “halt or reverse the epidemic by 2015”. The assumption that the NSP makes is that by 2015 the national response will result into improved quality of life which will be characterised by reduced HIV and AIDS related morbidity, mortality and social economic impacts vision. The NSP has articulated response interventions around prevention, care, support and treatment, and impact mitigation. 
Mission

7. The Joint Review noted that the NSP mission is to scale up the multi-sectoral national response to HIV and AIDS and create an effective comprehensive, decentralised, expanded well coordinated and sustainable enabling environment”. The regional consultations and interviews with the key informants indicated that stakeholders associated themselves with this mission statement. The formation of the sectors (5) and sub sectors (18) is an indicator of the movement towards mainstreaming the multi-sectoral concept. The National Decentralisation Policy has equally facilitated the formation of decentralised institutions including Regional Multi-sectoral HIV and AIDS Committee (REMSHACC), Tinkhundla Multi-sectoral HIV and AIDS Committee (TIMSHACC), and the Chief’s Multi-sectoral HIV and AIDS Committee (CHISHACC).

NSP Policy Environment and Political Commitment
8. The Government of Swaziland demonstrated strong political commitment during the period of the NSP. This is evidenced by the adoption the National Multi-Sectoral HIV and AIDS policy (2006), and increased financial support. NERCHA reports directly to the Prime Minister and holds regular briefings with Parliamentarians. As the policy environment evolves coordination has also shifted from thematic to sectors and is now focused on using regional decentralised institutions. This was found to be a good strategic move, but will require strengthening of regional and sub sectors to ensure effective collaboration, coordination and operationalisation of the three ones concept.  

The Role, Design and Focus of the NSP

9. The Joint Review notes that the NSP set itself three roles. The first role was, to facilitate the development of, a strategic framework for coordinating an effective national multi-sectoral and decentralised response to HIV and AIDS. The second role was to establish an enabling policy environment, for action. The third role was to facilitate increased service and programme delivery. The Joint Review found that these three roles have been achieved as evidenced by the number of stakeholders involved in the response.    

10. The NSP has provided focused response based on national priorities, that are responsive to community needs while at the same time addresses, Swaziland’s international commitments such as the Millennium Development Goals (MDG) and Universal Access. The NSP strategies also target identified epidemic drivers.  

11. The design of the NSP was found to be performance based and provided opportunities for the involvement of a wide range of stakeholders, depending on institutional mandate and programme interest. It was anticipated the implementation of the NSP could be meaningfully measured. However, while some of the objectives were specific, measureable and timed, others were not. Some of the objectives, lack clarity, were too broad, or did not have a corresponding measurement indicator. A key challenge of the NSP is the failure to identify strategic partners to take leadership of the implementation of the activities. Attempts were made to address this problem when the Operational Plan 2006-2007 was developed. The Joint Review observed that the operational plan was not adequately used and consequently had compromised the implementation of the NSP as planned. 

The Relevance and Effectiveness of the NSP

12. During the Joint Review consultations, stakeholders found the NSP to be relevant as it was found to be responsive to their needs. The effectiveness of NSP in informing and guiding the response could not be established given lack of appropriate and relevant information. 

Partnerships and Strategic Alliances

13. The Joint Review found that the NSP had made significant progress in leveraging partnerships with the development partners, private sector and civil society. This is illustrated by the emerging partnerships in the implementation of the national response especially at regional and community levels. 

The Overall Achievements of the NSP

14. The Joint Review identified the following as some of the key achievements of the NSP. 

a) The decentralised structures i.e. REMSHACC, TIMSHACC and CHIMSHACC have been established. 

b) The 3-One principles have been fully mainstreamed at national level. At regional level, One Coordinating Authority (REMSHACC) and One M&E framework are functional. The regions are yet to initiate regional planning.   

c) Key HIV and AIDS services such as PMTCT, ART, home based care and HTC have been scaled up and rolled throughout the country. 

d) 11 sub sectors have developed their own strategic plans that to a large extent are aligned to the NSP. The Ministry of Health and Social Welfare strategic plan is aligned to the NSP and has been cascaded down to the regional level.

e) The M&E system has been revisited and refined. Stakeholders are conducting routine reporting through the SHAPMoS for non health data, and Health sector HIV M&E system for health data.

f) In the area of research and surveys the Swaziland Demographic and Health Survey, the 10th Sentinel Surveillance, Swaziland Vulnerability Assessment Report, and the Services Availability Mapping among others have been concluded. 

g) Funding for HIV and AIDS increased considerably. In 2007 alone NERCHA managed more than E140 million. 

h) Swaziland has developed National Universal Access targets and a road map to achieve these targets.  
15. The table below highlights some of the policies that were developed and adopted during the period of the NSP:

Table 1: Policies and guidelines developed during the period of NSP II

	Year 
	Document 

	2006
	Paediatric HIV/AIDS Treatment Guidelines 2006 

	2006 
	National Multi-sectoral HIV and AIDS Policy  (June 2006)

	2006 
	Post Exposure Prophylaxis Guidelines (November 2006)

	2006
	Prevention of Mother to Child Transmission of HIV 2nd Edition

	2006 
	National Guidelines for ART and PEP – for adults and adolescents (November 2006)

	2006
	Scientific and Ethics Guidelines for Awarding Research

	2006
	National Health and Social Welfare Policy  (May 2006)

	2006
	HIV Testing and Counselling National Guidelines (June 2006)

	2006
	National Guidelines on Community Home Based Care

	2006
	National Guidelines for Antiretroviral Treatment and Post Exposure Prophylaxis  (Nov 2006)

	2006
	National Disaster Management Bill 

	2007 
	TB-HIV National Policy Guidelines for Collaborative Activities (June 2007)

	2007
	Education Sector Policy on HIV and AIDS (December 2007)

	2007
	Draft Policy on Safe Male Circumcision (MC) (December 2007)


Gaps and Challenges of the NSP

16. The following is a summary of the strategic gaps and challenges that the Joint Review identified.  

a) Lack of adequate human resources capacity: It was generally observed that regions, sectors and sub sectors did not have adequate and experienced human resources. The civil society was found to be the most affected of all the sectors. The critical capacity gaps relate to monitoring and evaluation, and strategic planning for HIV and AIDS
b) Regional and Community planning: While regions are expected to assume the role of regional coordination and programme planning for the regional multi-sectoral response, their capacity was found to be limited.    

c) HIV and AIDS Information and Data: Availability and access to strategic HIV and AIDS information was found to be a daunting challenge. Information was found to be fragmented and its management largely un-coordinated. Most of the readily available information was outdated and had little value for the purpose of determining future strategic programme directions.       

d) 3-Ones principles: Even though the concept has been embraced by most stakeholders, mainstreaming had not been adequately done at sector and regional levels. 

e) HIV and AIDS Reporting: The Joint Review noted that there was low level reporting of HIV and AIDS by some sectors and sub sectors.       

f) Joint Planning and Budgeting: The Joint Review found that while the country had embraced the concept of multi-sectoral approach to planning and budgeting, the concept had not been operationalised except in the case of Global Fund proposal development.   

g) The Multi-sectoral Planning Framework: The Joint Review found that the timeframe (3 years) for the NSP was too short to allow meaningful implementation of activities and subsequent evaluation to measure outcomes and impact trends. The design of the plan did not also articulate adequately roles and responsibilities of the sectors, sub sectors and regions. This is in addition to lack of articulating effective strategies for mainstreaming gender, and Human rights based approach to programming. These are better articulated in the context of a National Strategic Framework (NSF) for HIV and AIDS.     

h) Policy Development: Policy formulation and adoption was found to have been a slow process during the NSP period. In the area of Impact Mitigation, all the 10 identified draft policies in 2006 were still in draft form. Only one – the Disaster Management Bill was adopted in 2006. The challenges attributed to the delays, were lack of capacity at the line ministries and in the office of the Attorney General.   

SWOT Analysis

17. The following NSP SWOT analysis was based on the information generated through the literature review, the key informants, including consultations with the Technical Working Groups (TWG) and through the regional consultations.  

Table 2: SWOT Analysis of the National Response 
	Strengths
	Weaknesses

	· The national and regional coordinating structures are established and have a legal framework and mandate. 

· The 3-Ones principles have been adopted and mainstreamed. 

· The national response has strong political support. Currently NERCHA is under the office of the Prime Minister

· Government and donor funding has increased. 

· The NERCHA management board is committed to the vision of halting and reversing the epidemic by 2015. 

· NERCHA has a strong working relationship with civil society at sub sector levels. 
	· Joint planning process is at infancy stage. 

· Weak mainstreaming of gender and human rights 

· Decentralised structures are not strong enough to be effective and efficient in regional coordination and planning for HIV and AIDS. 

· Human resources capacity is inadequate 

· Private sector coordination is weak 

· Lack of clarity among stakeholders on the role of NERCHA. 

· Communities are not adequately mobilised and engaged in the national response. 

· Inadequate monitoring of the response outside government structures.  

	· Opportunities
	· Threats

	· NERCHA can strategically re-position itself for effective coordination of the multi-sectoral response.
· Marketing of the NSP across all sectors 

· Strengthening of partnerships and alliances especially with development partners and civil society organisations.

· Integration of universal access (UA) into the national M&E system and harmonisation with other indicators i.e. Millennium Development Goals (MDG) indicators. 

· Revision of the National M&E indicators to align them with the next NSP/NSF

· Revision of the NERCHA Act to align it with current developments. 
	· Failure to strategically re-position itself to provide policy guidance on the national response could make NERCHA redundant. 

· Being seen as ineffective. The failure to follow through decisions made and in particular those that impact partners could lead NERCHA being seen as an ineffective and hence irrelevant. 

· Inability to mainstream effective participatory approaches that are seen to be inclusive rather than exclusive by the wider stakeholders. 


Lessons Learnt 

18. The potential of the national multi-sectoral coordination had not been realised given lack of capacity in the regions. This is coupled with lack of clarity on the role of decentralised institutions within the context of 3-Ones principles.  

Emerging Issues 

19. The following were identified as strategic emerging issues: 

a) Integration of M&E, planning and programme development: In order to ensure efficiency and effectiveness, there is an increasing consensus that M&E should be part of the planning and programme development. This would ensure that planning is supported by evidence, and allows for adequate harmonisation of indicators and other parameters used for programme implementation and performance.  
b) SHAPMOS: SHAPMOS is assumed to be the national M&E system while in essence it is the routine data and information system. Stakeholders would want to see SHAPMOS become the “national M&E system” that routine data and health based data would feed into.  

Thematic Areas Findings

20. The following is a summary of the Joint Review of the thematic areas. The summary covers only the strategic issues considered necessary for consideration in the next Joint Planning Process. The thematic areas covered are a) Management of the National Response, (b) Prevention, (c) Treatment , Care, and Support (d) Impact mitigation and (e) Monitoring and Evaluation.    

Management of the National Response 

21. Swaziland adopted the multi-sectoral and decentralised approaches and the 3-Ones principles articulated by UNAIDS for the management and implementation of the national response. Coordination is being done through the regional structures. Sectors and sub sectors continue to support their affiliate organisations operating in the regions and communities, while at the same time providing support to regional coordinating structures. The joint review noted that regional structures were to a large extent functional. However the capacity of regional structures and sub sectors was found to be weak and needed strengthening. The weakest sectors were found to be civil society and the private sectors. In the case of civil society, it was attributed to lack of adequate financial and human resources, while in the case of private sector the issue was more of lack of commitment and strong leadership at the level of corporate management.    

22. The Joint Review found that the communities were mobilised. Their involvement in community responses to HIV and AIDS had improved significantly compared to the period of the previous strategic plan. In-spite of these developments, meaningful and effective community driven interventions were found to be limited. The participation of vulnerable groups such as sex workers was also found to be inadequate. The full potential for involvement and participation by PLHIV had not been fully explored. The need to strengthen community based systems for HIV and AIDS programming and service delivery was found imperative. 
23. The concept of joint planning at national level has gained momentum as experienced during the preparations of the GFATM proposals. At the regional and community level planning for HIV and AIDS was found to be limited and mainly driven from the national level. The need to create space for regions and communities to undertake their own HIV and AIDS planning aligned to the national framework was strongly recommended.  

24. The overall implementation of NSP is premised on the National Multi-Sectoral Action plan 2006/07. The implementation of the specific Action Plan activities could not be adequately assessed due to lack of information. However, 11 out of 18 sub sectors had developed and were implementing their own strategic plans. While most of these plans were aligned to the NSP, it is only the MOHSW strategic plan that was found to be explicitly aligned to the NSP.  

25. Resource mobilisation gained momentum and funding had significantly increased. However, while actual funding was on the rise, the donor base remained small. It is evident that the response is dependent on two other donors outside of the government of Swaziland whose funding is tied to specific time frames. Dependence on a few donors may create sustainability challenges in the long term. 

26. The Joint Review findings confirmed that stakeholders’ perceive advocacy and communication as important components of the operationalisation of the NSP. In-spite of this understanding the extent to which the component was implemented was found to be limited. Advocacy was not adequately mainstreamed in the operations of regional structures, sectors and sub-sectors.  Most advocacy interventions were found to be ad hoc in nature.

27. The joint review did not find specific evidence on adequate planning for mainstreaming cross cutting issues. Where mainstreaming occurred, it was ad hoc with the exception of poverty alleviation, where a number of strategies were initiated to support poverty alleviation among vulnerable groups. Gender mainstreaming initiatives were found to be catered for in the three year gender programme. Mainstreaming of cross cutting issues is a core strategy for NSF planning framework.  There was no evidence that show the use of human rights based approach to programming by sectors.   

Prevention 

28. Prevention remained the key strategy in the fight against HIV and AIDS. Interventions were designed to facilitate increased awareness and comprehensive knowledge of HIV and AIDS. Swaziland had achieved 100% awareness of HIV and AIDS among people aged 15 years and above. The level of comprehensive knowledge was estimated at 52.1% for females and 52.3% for men. It is the objective of Swaziland to achieve 100% comprehensive knowledge of HIV and AIDS among all people. 
29. The failure to achieve 100% was attributed to a number of factors including inadequate reach and intensity of interventions and inadequate targeting of epidemic drivers. The review also noted that most interventions were short term,   ad hoc in nature and fragmented. To a large extent inter- institutional synergy was lacking. The review observed that interventions were being carried out as “business as usual” without being informed by best practices or consumer acceptance surveys. Prevention with the positives had also not been mainstreamed sufficiently enough to contribute to stigma reduction and consequently increase programme uptake.

30. Despite these challenges in behaviour change, available evidence confirmed that there was an emerging trend in the decline of prevalence among young people aged 15-24 years.       

31. Swaziland had achieved a 100% blood safety. The major source of blood was identified as young people. The review noted a decline in adult blood donors. The key challenge in sustaining 100% blood safety was is ensuring that the key source of safe blood (young people) remained HIV negative. It was also evident that the current safe blood supply could only meet 75% of the demand. 

32. The coverage for ANC had increased to 97% of all the health facilities. Swaziland had also introduced paediatric ARV. PMTCT management guidelines had been developed. The key challenge with ARV remained to be stigma associated with HIV. Provision of paediatric ARV services were also not adequately rolled out to all health facilities in-spite of PMTCT increased coverage. The continued preference of home deliveries by some women is an emerging concern with regard to access and utilisation of ART. Delivery quality assurance cannot be guaranteed in such circumstances.  

33. HIV and AIDS workplace programme and polices exist in nearly all public sector institutions and nearly 20% of the large companies. Most programmes have focused on prevention. In the absence of comprehensive workplace programmes in most companies, provision of care, support and treatment was found to be limited.  The key challenge was found to be lack of guidelines to inform the development of HIV and AIDS workplace programmes. Services provided varied from one organisation to another. This calls for the development of a minimum package for HIV and AIDS in the workplace. Capacity to develop and implement such programmes was found to be largely lacking. 

34. The provision of male and female condoms had improved reaching to approximately 8.4 million condoms in 2008.  There were more male condoms compared to female condoms. Condom use during high risk sex was reported to have increased to 55% for females and 68% for men. The greatest challenge with condoms is ensuring that condoms are used consistently and correctly by all users. Monitoring condom use and distribution was found to be a major challenge. The Joint Review noted that the draft National Condom Strategy had not been finalised.     

35. Swaziland had introduced syndromic case management of sexually transmitted infections (STIs) in all health facilities. STI clinical surveillance was coordinated from 24 health facilities, 6 in each region. Capacity development to deal with STIs is a continuous activity under the Ministry of Health and Social Welfare.  However interventions had not adequately targeted groups at most risk such as sex workers, men who have sex with men (MSM) and long distance truck drivers. It was also evident that STI patients still delay in seeking health care making it difficult to treat infections on time and contact tracing remains a challenge. 

36. Post Exposure Prophylaxis (PEP) services were introduced in 2005 and national guidelines developed in 2006. Training has been conducted for some of the groups such as the Police and Fire Brigade. The Joint Review noted that services had not been fully mainstreamed in work place programmes. 

37. The joint review noted that 20% of the general population had tested for HIV and knew their status between 2005 and 2008. In 2007, alone 53,246 people tested and knew their status. Testing services are available through health facilities and VCTs. The demand for HTC was found to be on the increase.

38.  Political support and resource allocation for HIV and AIDS was found to be biased towards care, support and treatment at the expense of prevention. 

39. According to the results of the National AIDS Spending Assessment (NASA, 2007) HIV prevention was inadequately financed compared with the resources allocated for care, support and treatment and impact mitigation. Consequently many of the interventions tend to last the period funding is available. This has contributed to the inadequate reach, coverage and intensity mentioned above.  

40. Literature review showed that sigma associated with HIV and AIDS, was still prevalent and persistent in communities. Stigma is a major barrier for HIV prevention especially when it becomes an obstacle in accessing and utilising available services such as PMTCT, condoms, ART, and partners’ disclosure of one’s HIV status.
Care Support and Treatment 

41. Access and utilisation of ART services were found to have increased. This was s attributed to the increased number of facilities providing ART and a strengthened human resources capacity. This was complemented by the existence of appropriate management guidelines, policies and availability of ARV drugs. Nutrition was being provided in health facilities that were also providing ART. In-spite of the increased access and utilisation of ART services, demand for ART is still not met. Not everybody in need of ART has been enrolled. 

42. TB remains a major concern in the context of HIV and AIDS. The Joint Review noted that 50% of the mortality of PLHIV was due to TB. Evidence suggests that Swaziland is experiencing an increase in TB cases in an environment where the cure and detection rates of TB cases had not increased. It is evident that cases of MDR and XDR have emerged.  The co-infection rates are also noted to be on the increase. 

43. Treatment and management of opportunistic infections was compromised by inadequate supply of appropriate drugs, other than in the case of TB. 

44. HIV Testing and Counselling enhanced early identification of HIV positive persons and provision of early treatment. However, it was noted that HTC is not a preventive strategy but rather a facilitator and hence the need to consider HTC from an integrated environment with other services. This highlights the importance of “provider initiated” HTC. The Joint Review also noted that availability of VCT services in the community was essential. The Joint Review noted the need to improve on the quality of counselling especially counselling for children under age. The involvement of Traditional Health Practitioners (THP) in counselling was underscored 

45. It was evident that community based care and support was largely driven by MOHSW in partnership with civil society organisations and community volunteers. Delivery of CBCS service was found to be constrained by inadequate supply of materials, skills and experience among service providers as well as poor coordination. The referral system was found to be weak and inadequately coordinated. The review noted that the burden of care fell mainly to women. The involvement and participation of men was largely lacking. Services also varied from one place to another. The need for a minimum package that addresses issues of quality was found to be necessary. This will enhance monitoring of service provision.

46. The NSP stated that there was limited access to palliative services (2006). In 2008, the Joint Review observed that the status has not changed much. The key challenges identified included the definition of palliative care, lack of human resources and management guidelines. These challenges are compounded by inadequate availability of palliative drugs. 

47. With regard to strengthening working relationships and collaboration with traditional health practitioners, nothing substantive has been achieved. The only evidence available is their representation in forums such as NERCHA council and technical working groups. A key results area that was anticipated was the registration of traditional health practitioners and development of some form of policy guidelines. This has not been achieved either. Efforts to develop a collaborative framework had not yielded results. 

48. The introduction and provision of alternative therapies remained un-regulated and uncoordinated. The Joint Review noted that the Alternative Medicine Practice Act has not been finalised in-spite of the importance of doing so given the impact of alternative therapies on ART adherence. 

Impact Mitigation 

49. The provision of impact mitigation services targeted vulnerable groups. These vulnerable groups were identified as OVC, PLHIV, bereaved and elderly (BVE), widows and persons living with disabilities (PWD). The Joint Review also noted that addressing the needs of these groups was compromised by lack of adequate information. 

50. With the adoption of the constitution it was anticipated that appropriate revision of the Acts and drafting of bills would be enhanced and would accelerate the provision of services. The Joint Review noted that the Children’s Protection and Welfare Bill and the Domestic Violence and Sexual Offences Bill were revised. They are yet to be presented to Parliament for approval and adoption. The National Multi-Sectoral HIV and AIDS policy was developed and adopted in 2006. The Disaster Management Bill became an Act in 2006. Following the adoption of Decentralisation Policy, NERCHA supported the decentralisation of the multi-sectoral coordinating structures to regional level. This has facilitated the provision of services to vulnerable groups especially OVC and the bereaved elderly women. 

51. Other policies that were in draft form prior to 2006 had remained in draft form by 2008.  Similarly Swaziland had hoped that after three years of adopting the constitution, all children of school going age would have been enrolled in primary schools. The Joint Review found that this had not been done.  

52. A number of advocacy dialogues and training were conducted on the rights and obligations of PLHIV and other vulnerable groups. The training and community dialogues raised public awareness about their basic rights. 

53. In the areas of social protection and livelihood support, a number of vulnerable groups benefited. Basic social services such as shelter, water and sanitation support were provided to a total of 630 vulnerable households in 2006. Social grants to the elderly, destitute and widows were provided to support strengthening of livelihoods. Measuring progress in this area was difficult as baseline information was not available. While social security had been introduced, the system was not comprehensive enough and inclusive of all people in need of such service. The social grants were also found to be small and were being provided by multiple stakeholders who were not effectively coordinated.  Micro-credit schemes on the other hand were found to be limited and had not necessarily benefited eligible households.

54. Psychosocial support and training was being provided to caregivers who in turn were responsible for counselling OVC, PLHIV and other vulnerable groups in their care. The Joint Review noted challenges associated with un-approved child adoption by people outside of Swaziland. Child foster care was mainly localised.  Lack of care skills remains a challenge for most caregivers.

55. Food and nutrition support was provided to vulnerable groups as part of the strategy to mitigate food-insecurity at household level. Different projects such as the Indlunkhulu, National Care Points (NCPs) and Social centres were established to support provision of food and nutrition to vulnerable groups. Challenges associated with food production included erratic weather conditions, and sustained crop production.   

56. In education the government and other partners continued to provide school grants to OVC. The government further provided free school textbooks and stationery, while organisations such as UNICEF were supporting the identification and registration (birth) of all children to enable them enrol in schools. To alleviate school congestion UNICEF was supporting the piloting of volunteer teachers. 

57. Community-driven impact mitigation interventions were found to have focused more on capacity building of community structures. Capacity building was extended to community structures such as Chiefs and Bandlancane. Also included was training on the rights of children and women. Training of Lihlombe Lekukhalela was scaled up to all the 360 chiefdoms. The Joint Review observed that coordination of these interventions was limited and disorganised, hence monitoring was difficult. 

58. The key challenges with impact mitigation service provision were mainly associated with poor coordination and lack of baseline information that compromised monitoring efforts. Available data was not disaggregated by age or gender to allow more articulate analysis.   

Monitoring and Evaluation 

59. The Joint Review noted that the M&E system was developed prior to the development of the NSP. As an on-going process the National M&E system wasreviewed and strengthened in many ways. The multi-sectoral coordinating structures were established and decentralised to regions and communities. Sectors and sub sectors were supported to strengthen their own M&E systems through training and financial support. The M&E Technical Working Group was consolidated and strengthened. Similarly the structures within the health sector were strengthened and coordination between health sector and the SHAPMoS improved. In-spite of these developments, the overall capacity for M&E remains inadequate. This is more so with civil society and the private sectors.  

60. Training and mentoring for M&E personnel from different organisations and regional structures was conducted. Human resources capacity has also been strengthened especially at regional level. However human resource capacity and funding remains the greatest challenge for M&E. However, the Joint Review noted that funding during the period of NSP had increased substantially compared to the funding available prior to the launch of NSP.

61. The Technical Working Group represent the existing partnership arrangement to facilitate the development of the M&E system including supporting, sharing of information and data. However inter-agency partnerships were not very visible. 

62. The Joint Review noted that a National M&E Action Plan was developed in 2005 and operationalised during the period of the NSP and. a costed road map to support the plan’s operationalisation was developed in 2006. Similarly the health sector developed its own M&E action plan covering the period of the NSP.   

63. The NSP indicated the need for survey and surveillance and for specific behavioural studies to be conducted. To a large extent this was achieved. The Swaziland Demographic and health Survey was conducted in 2007, and the 10th Round of Sentinel Surveillance in 2006. A number of other studies including the Mode of Transmission (MOT), Vulnerability Assessment Committee (VAC) report, Services Availability Mapping (SAM) and STI survey were also conducted. 

64. SHAPMoS Data was installed at NERCHA and MOHSW as a strategy to improve data management. An audit of the SHAPMoS data was also conducted. Improved data management has enabled efficient and sustained production of the QSCR reports. 

65. Routine data reporting was found to be low and inconsistent. It was noted that sometimes reporting was late, compromising the compilation of national reports. The Joint Review further noted that several organisations were not reporting for a number of reasons including lack of capacity, clarity on the indicators and difficulties in using the SHAPMoS reporting tools. The joint review noted that there was an intention to produce an indicator description reference list. This has not been produced.  

66. With regards to HIV and AIDS Research, the joint review noted that 13 researches were conducted on HIV and AIDS. An assessment of HIV and AIDS research practice in Swaziland was completed in 2007. A key finding of the assessment is the lack of adequate capacity for conducting and coordinating research.  The need for a HIV and AIDS research unit was noted. In the absence of a research depository, such a unit could pioneer the process of establishing one.

Identified Priorities in the Next Planning 

67. The following are areas that were prioritised for consideration during the next NSP/NSF development
Table(s) 3 (a) – (d): Identified thematic priority areas

(a) Management of the National Response 

	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Institutional arrangement 
	Strengthening national  coordination
	· Mainstreamed 3-one principles to achieve 

· effective coordination of  the national multi-sectoral HIV and AIDS response at all levels 



	(b) 
	Strengthening regional coordination
	· Mainstreamed 3-one principles to achieve 

· effective coordination of  the regional multi-sectoral HIV and AIDS response at all levels

	(c) 
	Strengthened development partners coordination
	· Harmonization and alignment of development programmes within 3-ones principles

	Planning and programme development
	Strengthening joint planning
	· National and Regional multi-sectoral HIV and AIDS plan 

	(d) 
	(e) 
	· Development of skills in gender mainstreaming and use of HRBAP

	Monitoring and Evaluation 
	Strengthening the M&E System at all levels, including alignment of other partner M&E systems  
	· One national M&E framework for all HIV programmes in the country.

	Resource Mobilisation and Management 
	· Development partners diversification 

· Resource tracking 
	· Increased resource availability at all levels. (+ small grants for CBOs)

· Efficient use of available resources


(f) Prevention 

	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Behaviour and Social Change 
	· Reduced HIV incidence and prevalence 

· improved knowledge of HIV and AIDS


	· HIV and AIDS free generation

· Improved knowledge and adoption of key prevention behaviours

· reduced new infections and risk behaviours
· Reduced  HIV infections

	HIV Testing and Counselling 
	Increased proportion of people who know their status services 

	· Increased uptake of counselling and testing for HIV

· Increased number of people who know their status.

· Increased disclosure of one’s status to partners 

	PMTCT
	Increased population coverage of pregnant women receiving ARV for PMTCT through expansion of PMTCT services and community mobilization to improve uptake of the services at the facility and community level 
	· Reduced new paediatric HIV infections

	Work Place Programme 
	Bring services closer to industrial areas 
	· Reduced absenteeism 

· High productivity

· Reduced illnesses and deaths 

	STI’s and Male Circumcision (MC)
	· Increased number of male receiving circumcision

· mproved management of STI’s and MC 
	· Reduction of STI’s and improved knowledge about MC.

	Blood  Safety
	Mentoring and motivational program for blood donors 
	· Safe and sufficient amounts of blood.

· Increased pool of blood donors who are negative 


(g)  Care Support and Treatment 

	Service Delivery Area
	Key Results Area 
	What we want to achieve

	ART 


	Scaling Up, ART Literacy & Patient follow-up 


	· Uptake 

·  Adherence

·  Paediatric ART 

	(h) 
	Health Systems Strengthening 
	· Improved of delivery of services 

	HIV/TB Management 


	· Improved DOTS Strategy, Integrating TB to CBCS and Healer Based Care 
	· Reduced TB cases    

·  Reduced mortality

·  Improved cure rate

	(i) 
	Provide & expand isolation facilities 
	· Reduced threat of MDR/XDR 

	(j) 
	Integrate TB/HIV management
	· Reduced burden of TB

	Rehabilitation 


	Expand sites (one hospital per region)


	· Improved Access

· Improved quality of life of patients disabled by side effects of treatment

· Increased support for org. involved in service delivery

	Community

Based Care Services 


	· Establish a budget line for CBCS for each region

· Strengthen regional and community based structures to coordinate and deliver CBCS 
	· Improved capacity (availability of services, supplies, training for community health workers who in turn will train family carers & coverage)

· Improved quality of care

	Traditional Health Practitioners. (Healer’s Based Care)


	· Improved coll. between Traditional healers and Health Sector 

· Improved patient management & improved adherence collaboration between the sectors
	· Create an enabling environment for collaboration between the sectors  Establish a regulatory body for practice of traditional medicine  
· Providing  TB, HIV(ART) literacy to TH Practitioners


(k) Impact Mitigation 

	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Adoption of policies and systems strengthening


	Increased number of children enjoying social  security


	· Guidance in service delivery and coordination

· Adequate budgeting

· Coordination and Joint planning

	(l) 
	Urban/rural assessments of needs
	· Equitable distribution of resources and services

	Social protection and livelihood support 
	Improvement in the knowledge of the rights of the children. 
	· Improved livelihood for OVC and other vulnerable groups 

	Psychosocial support 
	Expanded service provision 
	· Reduced emotional trauma and improved coping mechanisms 

	food and nutrition support 
	Food production 
	· Availability and access to food for all OVC and vulnerable groups 

	Educational support 
	OVC school enrolment and retention in schools
	· Maintain all OVC in school and reduce dropout rates  

	Community driven interventions 
	Community participation and ownership 
	· Community involvement in development and implementation of community based impact mitigation interventions. 


(m) Monitoring and Evaluation, and HIV and AIDS Research  

	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Human resources and capacity 
	A strengthened human resources capacity (recruitment, retention, an skills development) 
	Improved data collection, analysis and  reporting 

	Research and evaluation agenda
	Coordination and research capacity 
	Availability and accessibility of strategic information 

	HIV information systems and databases 
	Improved HIV and AIDS data and information management 
	Improved decision making and, better planning coordination of information on HIV and AIDS


Key Recommendations

68. The following are the recommendations selected for priority action: 

Management of the National Response 

a) Strengthen joint planning and budgeting at all levels 

b) Integrate programming and M&E planning during programme development 

c) Mainstream HRBAP and Gender frameworks in joint planning  

d) Consider shifting from National Strategic Plan (NSP) Framework to National Strategic Framework (NSF). The duration for the NSF is suggested to be five years. 

e) Strengthen mainstreaming of 3-Ones principles at regional and community level

f) Mainstreaming Gender in all HIV and AIDS related interventions 

g) Mainstream HIV and AIDS in all workplace programmes and development programmes
h) Develop a donor diversification strategy and plan
i) Provide funding for small grants to CBOs operating at regional and community level. Such grants could be managed by the regional coordinating structures. 
j) Intensify advocacy work – for increased political support and community support.
k) Strengthen Management capacity especially in monitoring and Evaluation and service delivery. 

l) Strengthen community systems and institutions for HIV and AIDS planning and implementation of community based activities. 
m) Develop a national HIV and AIDS advocacy agenda and framework.
n) Expand information dissemination mechanisms especially at regional and community levels.
Prevention 

a) Revisit BCC strategies to include strategies for Social change.  

b) Conduct formative studies/research to inform the social change approach strategies. 

c) Develop appropriate strategies to address stigma and discrimination.

d) Develop a national framework or guidelines to inform work place programme development / establish a minimum package for HIV prevention.
e) Decentralise HTC outside of health facilities.  

f) Develop and implement new prevention strategies such as male circumcision (MC) and TB/HIV diagnosis at same site. 

g) Review of the essential drug list to incorporate changes in the STI case management 

Care, Support and Treatment 

a) Expand treatment literacy and access. 

b) Strengthen capacity for paediatric ART.
c) Strengthen capacity for managing TB/HIV co-infection. 

d) Consider the use of generic drugs for HIV and AIDS. This will require a review of existing policies  

e) Review existing policies to allow Task shifting that will enable qualified and experienced nurses to provide selected services currently being provided by doctors only.  

f) Review the essential drug list to accommodate the OI and palliative care drugs.
g) Develop a policy or guidelines to facilitate coordination and operations of   traditional health practitioners and facilitate collaboration with the health sector.
h) Develop policies and guidelines on the introduction and supply of alternative therapies to the communities.  

i) Develop coordination guidelines for CBCS and palliative care guidelines. 

j)  Expand paediatric care and support 

Impact Mitigation

a) Advocate for adoption of various draft policies.  

b) Conduct a comprehensive policy review on policies that has impact on HIV and AIDS.
c) Improve coordination and harmonisation of impact mitigation services

d) Advocate for timely implementation of government policies  

e) Review Education Policy to include impact mitigation policy guidelines particularly those that impact on OVC. 

f) Strengthen community support systems for extended impact mitigation services. 

g) Establish regional M&E data basis. 

Monitoring and Evaluation

a) Develop standard curriculum to train M&E personnel.
b) Develop a national M&E indicator reference Manual. 
c) Establish a HIV and AIDS Research Council or Unit, and develop a research agenda.  

d) Intensify dissemination of research and other studies data and information.  

e) Convert SHAPMOS to be the real national data base for HIV and AIDS, and find alternative name for routine data system. 

Section 2:  Background Information

Background Information

69. The Joint Review was commissioned by the Multi-Sectoral Steering Committee composed of representatives from the various stakeholders and facilitated by National Emergency Response Council on HIV and AIDS (NERCHA). The review was premised on the understanding that the Second National Multi-sectoral HIV and AIDS Strategic Plan (NSP) 2006-2008 is coming to an end by 2008, and the need to establish the basis for the development of a successor plan.   

Objectives of the Joint Review

70. The objective of the Joint Review was to establish the extent to which the NSP was implemented and to measure its performance in terms of the achievements of the objectives and attainment of the targets based on the agreed indicators. The process was meant to identify gaps and challenges, lessons learnt and emerging issues that were encountered during the process of implementation.  

71. The process was informed and guided by the following objectives that were used as the specific Terms of Reference (ToR)

a) Applying existing and new evidence to undertake a comprehensive review and document the extent to which the objectives and targets of the NSP 2006-2008 have been met. 

b) Review Swaziland HIV and AIDS epidemic situation. 

c) Identify and document major results, gaps, underlying issues, and challenges. 
d) Review existing strategies, result areas and targets, taking cognisance of the Universal Access (UA) targets, Mode of Transmission (MOT)] to measure where incidence is likely to occur, NASA, SDHS and Mapping of NMP to assess demand of services at community level. 
e) Propose strategies for sustainable financing for HIV and AIDS across sectors and sub sectors. 
f) Review systems for M&E and revise indicators for monitoring the implementation.
g) Apply a Country Harmonization and Alignment Tool (CHAT) to determine the extent of partners’ alignment to the NSP and Monitoring and Evaluation (M&E) framework. 
h) Identify and document key emerging issues.

i) Make recommendations to be addressed in the new NSP.

j) Assess capacity to develop and manage programs identified in the NSP.

Scope of the Review

72. The scope of the review was limited to the implementation of activities in the five thematic areas of the NSP i.e. prevention; care, support and treatment; impact mitigation; the management of the national response and monitoring and evaluation. Swaziland had adopted a multi-sectoral approach and hence the review considered the involvement and participation of the various stakeholders at national and regional levels in the implementation of the NSP.

The Methodology and Process used for the Joint Review

73. The review used a number of methodologies to collect both qualitative and quantitative data. The methods used included consultations with stakeholders, key informant interviews, Focus Group Discussions (FGD) and in-depth literature review. 

74. Consultations were held with the Multi-Sectoral Steering Committee, Core Team, Technical Working Groups (TWGs) and with stakeholders’ representatives during regional consultations. Regional consultations were held in Lubombo, Manzini, Shiselweni and Hhohho. Further consultations were held with NERCHA Council, Directorate and the staff. The consultative meetings with the Multi-Sectoral Steering Committee and the Core Team were used to further articulate the objectives, terms of reference and scope of the Joint Review. The meetings also considered the Joint Review strategies, work plan and deliverables. 

75. Technical Work Groups and regional consultations were used to establish the perceptions of the stakeholders of the extent to which the NSP was implemented and achievement made. The consultations were used to identify gaps and challenges, emerging issues and lessons learnt during the NSP implementation. The consultations were organised in form of FGD around thematic areas.

76. One to one interviews were conducted with selected representatives of the various sectors and sub-sectors. The consultants used purposive sampling technique to identify key informants. Information was captured on pre-designed tools (questionnaires).  The FGD were held with a variety of stakeholders during the regional consultations, with TWGs, and the Multi-Sectoral Steering Committee. 

77. A comprehensive desk review was undertaken to establish implementation and performance evidence that was supportive of the achievement of NSP objectives and targets. Documents reviewed were obtained from a variety of sources including NERCHA, Ministry of Health and Social Welfare (MOHSW), other government ministries, civil society organisations, development partners (including UN agencies) and the private sector. Such documents included recent progress reports and studies, project documents, concept papers, policies and guidelines. 

Stakeholders Participation in the Joint Review Process

78. The opportunity for stakeholders’ participation in the joint review process was provided by way of regional consultations, participation in the FGD and one to one interviews in addition to participation in the TWG meetings. Stakeholders also provided the consultants with a wide range of documents for literature review based on their on-going activities.  

Limitations of the Review Process

79. The Joint Review encountered the following limitations:

a) Time constraint: The time allowed was not adequate for the review process. The coverage and scope could have been expanded given more time to allow in-depth review of stakeholders’ participation, involvement and scrutiny of specific activities being implemented. 

b) Access and availability of strategic Information and data: Strategic information and data was found to be fragmented. Access to information was not easy given the nature of information management at stakeholders or sub sector levels. Some of the available data was found to be old and not necessarily relevant to the period of the Joint Review. 

c) Stakeholders’ awareness of NSP: During the regional consultations, some stakeholders were not fully familiar with the NSP and hence their contributions were mainly based on programme implementation rather than direct linkages with NSP. For those who had received the strategic plan, they had not fully familiarised themselves with the contents. The discussion was therefore limited to areas of interest and general knowledge of the national response to HIV and AIDS.
Section 3: HIV and AIDS in Swaziland – A Situation Analysis

Socio-Economic Background Data

80. The Kingdom of Swaziland is landlocked with a surface area of 17,364 square kilometres. The Swaziland Population and Housing Census (SPHS 2007) estimated the population of Swaziland at 953,524 people. In 2007, The Vulnerability Assessment Committee (VAC) indicated that 80% of the population is rural based and 46% of the population is aged between 15 and 49 years.

81. Swaziland is divided into four administrative regions i.e. Hhohho, Lubombo, Manzini and Shiselweni. Manzini has the largest industrial site in the country while Lubombo has most of the agriculture plantations. The country is further divided into 55 constituents known as Tinkhundla, and 360 chiefdoms and towns.

82. According to the Swaziland Household Income and Expenditure Survey (SHIES, 2001) the prevalence of poverty was estimated at 69%. 
83. Vulnerability Assessment Committee (VAC) noted that the same prevalence (69%) in 2007. Through the implementation of the Poverty Reduction Strategy and Action Plan (PRSAP), the Government of Swaziland is committed to reduce the incidence of poverty from 69% (2001) to 30% by 2015 with the possibility of eradicating poverty by 2022. PRSAP aims at addressing critical development issues such as reducing the gap between the rich and the poor. Currently the PRSAP indicates that 20% of the richest persons in Swaziland hold 54.6% of the wealth. The Gross Domestic Product (GDP) was projected to grow by 2.8% in 2007 (VAC 2007). 

84. The PRSAP also hopes to curb the spread of HIV by promoting strategic prevention interventions and expanding opportunities for comprehensive care and impact mitigation for those already infected or affected by AIDS. By so doing the strategy will promoting the development of sustainable human capital. Other areas of focus will include improving access to basic education and primary health care, ensuring food security, and improving agriculture productivity (PRSAP 2006).

85. Life expectancy declined from 60 years in 1997 to 31.3 years in 2004 (Whiteside et   2007). It is anticipated that this will drop further to less than 30 years mainly due to HIV and AIDS by the year 2010 (MOHSW, 2006). 

HIV and AIDS Situation Analysis

86. HIV and AIDS has remained the greatest challenge to sustainable human development since the first case of HIV was diagnosed in 1986. The epidemic in Swaziland is generalised (NSP 2006) as it has affected people of all ages in the society.  This is illustrated by the results of the Swaziland Demographic and Health Survey (SDHS 2007) in the table below.

Table 4: HIV prevalence rates by age and gender (SDHS 2007)

	Age
	2-4
	5-9
	10-14
	15-19
	20-24
	25-29
	30-34
	35-39
	40-44
	45-49
	50-54
	55-59
	60+

	Male
	5
	4
	3
	10
	38
	49
	46
	38
	28
	22
	24
	10
	7

	female
	6
	5
	2
	2
	12
	28
	44
	45
	40
	28
	28
	17
	7


87. The SDHS 2007 found a national prevalence rate of 19% (women 22% and men 15%). The prevalence rate among people aged 15-49 years was estimated at 26%. Prevalence is particularly high among widows, women who are divorced or separated persons. 56% of widowed women and 68% of widowed men are said to be HIV positive (SDHS 2007). 

88. The SDHS found that HIV prevalence rates were high in Hhohho (29%) followed by Lubombo (26%), Manzini (25%) and Shiselweni (23%).

89. A review of the prevalence rates based on sentinel surveillance of women attending antenatal clinic indicates an increase every two years. However, the 2006 surveillance indicate a drop from 42.8% in 2004 to 39.2% in 2006. According to UNAIDS the current level of prevalence is among the highest in the world. Table 5, below reflects the prevalence rates by year. 

Table 5: HIV Prevalence rates in Swaziland (Sero-Surveillance)
	Year 
	1992
	1994
	1996
	1998
	2000
	2002
	2004
	2006

	Prevalence rates
	3.9%
	16.1%
	26%
	31.6%
	34.2%
	38.6%
	42.8%
	39.2%


Source: MOHSW – Sentinel surveillance reports (various)

90. The number of people estimated to be living with HIV is estimated at 171,120 (MOHSW M&E unit 2007). Of these 20,000 are assumed to be children under the age of 15 years. 

91. According to the Swaziland HIV Estimates and Projects report (HEP, 2007), the demand for ART increased from 63,775 in 2006 to 73,696 in 2008. The demand has increased as a result of increased access to HTC and expanded community mobilisation, education and awareness. By the end of 2007, 24,535 (42.1% of people in need) people were receiving ART, out of 35,181 people enrolled on the Pre-ART programme. The ART programme (MOHSW), has also reported that people to follow, dropped or stopped treatment accounted for 3.16% and 1.83% died while on treatment (QSCR Vol 3, 2007).  The number of people on regimen one accounts for 98.24% (24,102) while those in regimen 2 accounts for 1.76% (433). The capacity to provide ART has been strengthened over the last three years. Facilities providing ART have increased from 17 in 2005 to 22 in 2008.  About 80% of adults with tuberculosis (TB) were also infected with HIV (VAC 2007, pg 31). The VAC report (2007) also noted that HIV increased death rates and caused over-crowding in hospital beds. Provision of ART services was being re-organised to be offered as a an integrated package to include ART and paediatric care in all health facilities (Universal Access Road Map 2007)  

92. Prevention of Mother to Child Transmission (PMTCT) services were rolled out to 92% of health facilities that were offering the minimum package for prevention of HIV to infants and young children ((MOHSW 2008, pg22). A total of 110 health facilities were involved out of the national total of 162 health facilities. 

93. By 2007, approximately 13,278 women were identified as in need of PMTCT. Of these 8542 were enrolled for PMTC in 2007.  The uptake was reported to have increased by 64.8% by the end of 2007 (UNAIDS HIV/AIDS data sheets). The impact on reducing mother to child transmission could not to be verified for 2008. However, for 2005, PMTCT interventions had reduced MTCT by only 2% (UNGASS 2005). 

94. In 2007, of 33,840 women who tested for HIV, 37.1% (12,562) were positive and were eligible for ARV for PMTCT. About 7,376 (96.9%) infants received the infant dose at delivery.  6 out of 10 infants of HIV positive mothers were reached with prophylactic treatment. By the end of 2007, 14 health facilities were offering HIV testing for infants aged 6 weeks to 9 months through DNA PCR. While PMTCT had been rolled to 92% of health facilities, there is no information on 4 out of 10 positive ANC clients and their infants regarding their uptake of PMTCT services at birth (MOSHW)    

95. The number of orphaned and vulnerable children (OVC) as a result of HIV and AIDS were estimated to be 69,000, (VAC, 2007, pg 3). 23% of children under the age 18 were found to be orphans, 12% were vulnerable and 31% of all children orphaned were vulnerable too (SDHS 2007). There are several interventions in place to support OVC. Government in partnership with other development partners were providing schools fees, legal services, psychosocial support, shelter, water, sanitation, and protection through schools and community based institutions. 150 KaGogo Centres in 360 Chiefdoms and 415 Neighbourhood Care Points were established in 2006 (UNGASS Country Report 2008). The interventions for OVC are informed by the National Plan of Action for OVC 2006-2010.    

96.  HIV and AIDS is said to have caused a resurgence of tuberculosis. About 80% of adults with tuberculosis (TB) were also infected with HIV (VAC 2007, pg 31). Pulmonary tuberculosis (TB) was identified as the most common.

97. By the end of 2007, approximately 5,442 people were receiving home based care. However the actual number of people in need of care could not be established due to lack of data. By December 2006, Swaziland had 1872 active home based care volunteers. Male involvement is still relatively low. It is estimated that the volunteers made 21,335 persons visits by December 2006.
98. With regard to prevention, Swaziland had achieved 100% universal awareness of HIV and AIDS. However comprehensive knowledge of HIV and AIDS remained relatively low at 52.1%for women and 52.3% for men aged 15-49 years. 87% of women and 83% of men aged 15-49 know the risk of getting HIV can be reduced by using condoms and limiting sexual partners. Over 90% of adults know where to get condoms (SDHS 2006/2007). 
94. The adoption of key prevention behaviours has not gained sufficient momentum. 44% of women and 58% of men were still engaging in risky sexual behaviours (SDHS 2007) such as high risk sex. In 2005 Swaziland identified (UNGASS 2005) the people at most risk as in and out school youth, sex workers, seasonal and factory workers, the army and long distant truck drivers. Three years later the status has not changed. The Mode of Transmission (MOT, 2008) study indicates that high rates of infection are also occurring among stable relationships including marriages. 

99. The impacts of HIV and AIDS are said to be deepening levels of poverty by dissipating household incomes, causing a decline in savings, reduction in investments and the cost of health care and labour is on the increase (VAC 2007 pg 31). The burden of care and support has equally increased at household and community level and the epidemic is disrupting traditional social safety nets.  The epidemic is likely to affect the overall population structure, with possible decline in population growth (Whiteside 2006). Financial resources otherwise earmarked for socio-economic development are being diverted to mitigate the impacts of HIV and AIDS, including ART, social grants for orphans and vulnerable children, and the elderly. The impact on human resources has necessitated the government to introduce a zero growth human resource strategy. According to Whiteside (2006) HIV and AIDS changes the overall size of the labour force, as well as the age and skills composition of the present and past populations. In so doing HIV and AIDS affects the accumulation of human capital as well as productivity. 
Section 4: The Strategic Orientation, Policy Environment and Design of the NSP
Overview

100.  The NSP was launched in 2006 with a timeframe of three years i.e. 2006 to 2008. The Joint Review notes that the design revolves around three thematic programme areas of prevention; care, support and treatment, and impact mitigation. This is in addition to two programme support areas of management and coordination, and monitoring and evaluation. Under each these thematic areas the NSP has articulated sub thematic areas with defined objectives, strategies and core indicators.  Table 6 below illustrates the structure of the NSP. 

Table 6: The NSP Thematic and Sub Thematic Areas
	Thematic

Areas
	
	Prevention
	
	Care, Support and treatment
	
	Impact Mitigation
	
	Management of the National Response

	
	(n) 
	
	(o) 
	
	(p) 
	
	(q) 
	

	Service Delivery Areas
	(r) 
	Behaviour change communication
	(s) 
	Antiretroviral therapy
	(t) 
	Legal, Ethics & social rights provision & protection
	(u) 
	Institutional arrangements

	(v) 
	(w) 
	
	(x) 
	
	(y) 
	
	(z) 
	

	(aa) 
	(ab) 
	Blood safety
	(ac) 
	Management of OIs / pre-ART
	(ad) 
	Social protection and livelihoods support
	(ae) 
	community mobilisation

	(af) 
	(ag) 
	
	(ah) 
	
	(ai) 
	
	(aj) 
	

	(ak) 
	(al) 
	Prevention of PMTCT
	(am) 
	Management of TB & HIV infection
	(an) 
	counselling and emotional care
	(ao) 
	planning and programme dev.

	(ap) 
	(aq) 
	
	(ar) 
	
	(as) 
	
	(at) 
	

	(au) 
	(av) 
	Prevention of HIV & AIDS in the workplace
	(aw) 
	HIV testing and counselling
	(ax) 
	Food and Nutritional security  support
	(ay) 
	Resource mobilisation and management

	(az) 
	(ba) 
	
	(bb) 
	
	(bc) 
	
	(bd) 
	

	(be) 
	(bf) 
	Condoms logistics, promotion and management
	(bg) 
	Community home base care
	(bh) 
	Educational Support
	(bi) 
	Advocacy and communication

	(bj) 
	(bk) 
	
	(bl) 
	
	(bm) 
	
	(bn) 
	

	(bo) 
	(bp) 
	Prevention and management  of STI
	(bq) 
	Palliative care
	(br) 
	Community Driven Impact mitigation  program
	(bs) 
	Monitoring and Evaluation

	(bt) 
	(bu) 
	
	(bv) 
	
	(bw) 
	
	
	

	(bx) 
	(by) 
	PEP & universal precautions
	(bz) 
	Traditional and alternative health practices
	(ca) 
	(cb) 
	(cc) 
	HIV and research

	(cd) 
	(ce) 
	
	(cf) 
	
	
	
	
	

	(cg) 
	(ch) 
	HTC  / VCT
	(ci) 
	
	
	
	
	Cross Cutting Issues 

	
	(cj) 
	
	a. 
	
	
	
	
	

	
	(ck) 
	
	a. 
	
	
	
	
	 Mainstreaming Gender, Poverty and  Humans rights

	
	(cl) 
	
	a. 
	
	
	
	
	(cm) 

	
	(cn) 
	
	a. 
	
	
	
	
	(co) 


101. The Joint Review further notes that the implementation of the above activities is through a multi-sectoral approach, involving a wide range of stakeholders. The stakeholders were categorised under five sectors and eighteen sub sectors. The implementation of the activities is informed by 70 objectives, 114 core indicators and 112 strategies. To operationalise the implementation a one year (2006/07) costed Multi-Sectoral Action Plan was developed. 

102.  Through literature review, the Joint Review noted that the action plan prioritised specific activities for implementation. Table 7 below outlines the areas that were prioritised. The extent to which these activities were implemented is covered under the respective thematic review sections (Sections 5 to 8).       

Table 7: NSP prioritised focus
	Prevention 
	Impact Mitigation on OVC
	Health Sector 
	Coordination and management 
	Monitoring and Evaluation 
	HIV and AIDS Research 

	· Adult and youth (out of school) behaviour change

· Delay in start of sex for in school youth

· Knowledge   
	· Physical well being 

· Education and skills 

· Early Childhood Care and Development services, counselling and emotional care

· Caring for the carer   
	· PMTCT

· ART and Pre-ART

· HIV/TB co-infection 

· Laboratory services 
	· Institutional arrangement 

· Community mobilisation and decentralisation

· Coordination: planning and programme development 

· Resource mobilisation and management  

· Advocacy and communication 

· Cross cutting issues 
	· Refinement and implementation of a National M&E system

· Development of national M&E capacity 

· Promote evidence based responses and planning 


	· Build research capacity 

· Mobilise funding for research 

· Facilitate establishment of research and Ethics Committee


The Strategic Orientation of the NSP 

The Strategic Orientation 

103. The NSP strategic orientation was found to be premised on the national response vision to halt and reverse the epidemic by 2015. To achieve this vision NSP defined its mission as to “scale up the multi-sectoral national response to HIV and AIDS and create an effective comprehensive, decentralised, expanded well coordinated and sustainable enabling environment”

104. It is evident from the consultations and interviews that for the NSP to achieve the vision, meaningful involvement and participation by sectors, sub sectors and beneficiary communities was critical. A review of the NSP document reveals a written recognition of this understanding.  

105. It is on the above premise that Swaziland adopted a multi-sectoral and decentralised approach to the implementation of the national response to HIV and AIDS. As part of mainstreaming the approach five sectors and eighteen sub sectors were established as illustrated in table 8 below. In addition decentralised multi-sectoral coordination institutions were established at regional and community levels. These institutions include the Regional Multi-Sectoral HIV and AIDS Coordinating Committees, (REMSHACC), Tinkhundla Multi-sectoral HIV and AIDS Coordinating Committees (TIMSHACC) and Community Multi-sectoral HIV and AIDS Coordinating Committees (COMSHACC). 

Table 8: Sectors and sub-sectors
	Sectors 
	Sub Sectors 

	Public Sector 
	· Public Sector on HIV and AIDS Coordinating Committee (PSHACC)

	(cp) 
	· Swaziland Uniform Services (SUSAH)

	(cq) 
	· Ministry of Health and Social Welfare

	(cr) 
	· Parliament 

	(cs) 
	· Swaziland National Youth Council (SNYC)

	(ct) 
	· African Mayors Initiative  for Community Action on AIDS at the Local Level (AMICALL)

	Civil Society 
	· Coordination Assembly of Non Government Organisations (CANGO)

	(cu) 
	· Swaziland National Network of People Living with  HIV and AIDS (SWANNEPHA)

	(cv) 
	· Church Forum 

	(cw) 
	· Media Institute for Southern Africa  (MISA)

	(cx) 
	· Traditional Healers organisation (THO)

	(cy) 
	· Federation of Disabled Persons in Swaziland (FODSWA)

	Traditional sector 
	· Khulisa Umntfwana

	(cz) 
	· Regiments 

	Private Sector
	· Business Coalition on HIV and AIDS (BCHA)

	(da) 
	· Unions 

	(db) 
	· Academia 

	Development partners 
	· United Nations agencies 

	(dc) 
	· Bilateral partners 

	(dd) 
	· Multilateral Partners 


106. Swaziland has also adopted and mainstreamed the 3-Ones principles as articulated by UNAIDS for national HIV and AIDS response management. The principles include having one national coordinating authority, one national strategic plan and one monitoring and evaluation framework.    

The Policy Environment and Political Commitment
107. In order to strengthen an enabling and supportive environment for the national response, the Joint Review found that Swaziland had developed the National Multi-Sectoral HIV and AIDS policy, and several programme specific policies and management guidelines. These policy instruments have enabled the involvement of a wide range of stakeholders at different levels of the response. 

108. From an operational point of view the Joint Review noted that Swaziland had a policy shift that moved coordination of the national response from being sector based to regional coordination through the decentralised institutions. The shift is premised on the need to strengthen effectiveness and harmonisation at regional and community levels.   

109. Swaziland has demonstrated strong political commitment during the period of the NSP. The membership of the NERCHA council continued to be multi-sectoral in nature. The Council reports directly to the Prime Minister. Swaziland had also formed the Parliamentary Committee on HIV and AIDS that ensures that HIV and AIDS issues remain in the national political, social and development agendas. The political commitment is further demonstrated by the increased government funding and support. In 2007 alone, government funding increased from E25 million to E30 million. 

110. Swaziland has made a development and political commitment to reduce poverty by 50% by 2015, and to eradicate it by 2022. Poverty has been identified as a key driver for HIV and AIDS. The strategic plan address the challenges associated with poverty through the Impact Mitigation thematic area. 

The Role, Design and Focus of the NSP 

111. Literature review indicates that the NSP set itself three roles. The first role is to facilitate the development of a strategic framework for effective coordination of the national multi-sectoral and decentralised response to HIV and AIDS. The second role is to establish an enabling policy environment for the national response. The third role is to facilitate increased service and programme delivery. The Joint Review found that these roles were achieved as demonstrated in Section 5 (Management and Coordination) of the report. 

112. The review also noted that the NSP focused on strategic actions that would have significant impacts in contributing to the process of “halting or reversing” the epidemic by 2015. The implementation of these actions, through the NSP Action Plan has yielded results as documented in Sections 6 to 8 of the report. 

113.  An analysis of the design of the NSP reveals that the framework provides a comprehensive coverage of key service delivery areas, and creates opportunities for a wide range of stakeholders’ involvement in the implementation ranging from policy formulation, programme planning and coordination, to services delivery. The design further creates the environment for accountability through regular monitoring and reporting, and performance measurement against the objectives and targets. However, the review noted that not all core indicators were measurable. Literature review further indicates that the core indicators were revised and 89 were finally adopted and used. Analysis of the core indicators is contained in Section 9 (Monitoring and Evaluation) of the report. 
114. With regard to NSP objectives, the review found that: 

a) All the objectives had a specified timeframe. The set time frame was either 2007 and or 2008.  

b) Some objectives were specific and were measurable. These are objectives that clearly identified what was to be measured, had set targets and had an established baseline.  

c) Some objectives had clear targets, but lacked sufficient clarity on what was to be measured. These are objectives whose language included more than one measurable element in the same objective without indicating which element is to be measured. 

d) Most objectives did not have baseline information.

e) Some objectives were not measurable at all as the targets were not set, the objectives lack clarity or were double edged. 

f) In addition, some of the objectives did not have corresponding core indicators in the NSP document to allow performance measurement. 
115. The review noted that the NSP design had missed the opportunity to articulate and spell out the roles and responsibilities of the various stakeholders beyond identifying the lead agencies for specific activities. Defining the roles and responsibilities is critical in enhancing effective coordination and management of the response especially in the context of sectors, sub sectors and development partners’ involvement.  However, it is worth mentioning that such detailed information is usually contained in National Strategic Frameworks (NSF) for HIV and AIDS, as opposed to National Strategic Plans (NSP). 

The Relevance and Effectiveness of the NSP

116.  The NSP was found to be relevant in consolidating the multi-sectoral and decentralised approach for the management, coordination and implementation of the national response to HIV and AIDS. It provided policy guidelines in terms of identifying national priorities, key epidemic drivers, and marginalised interest groups. By doing so, it was able to effectively keep the national focus on strategic intervention areas and consequently inform resource allocations for the national response.  While some stakeholders have not directly attributed their planning and programme development to NSP, the review found, that most stakeholders especially at sector and sub sector levels had made reference to the NSP during their programme development process. Out of the 18 sub sectors, 11 have developed their own strategic plans that are indirectly or directly informed by the NSP.   

Partnerships and Strategic Alliances

117. During the NSP period, partnerships and strategic alliances were established on the premise that the challenges of HIV and AIDS transcended institutional boundaries and hence called for concerted action. As a strategy towards strengthening partnerships NERCHA has taken the lead to facilitate the re-launching of the Partnership Forum and the convening of the Sector Directors Forum.  A comparison between the current NSP and its predecessor reveals that the current NSP managed to leverage partnerships especially at sub thematic and programme area that involved funding, technical assistance or service delivery. The existing partnerships with development partners, civil society, and other public sector institutions were being consolidated and strengthened, while new partnerships such as Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM), the President’s Emergency Programme for AIDS Relief (PEPFAR), Italian Cooperation were established among others. From the literature review and key informants it was found that the partnership relationships had enhanced resource flows, increased access to technical assistance, emerging best practices and strategic information.

118. The review found that partnerships with the private sector and the media were inadequately developed and hence their participation and involvement in the national response was compromised. The implementation process had equally not capitalised on the existing partnerships such as those with sex workers, People living with HIV and AIDS, traditional health practitioners and traditional leaders for purposes of accelerating targeted interventions.  

The Overall Achievements 

119. The review has noted that significant progress was made in the implementation of the NSP between 2006 and June 2008. The following are the key achievement identified through the Joint Review process. Additional programme level achievements are listed in the respective thematic area sections. 

a) The establishment and consolidation of decentralised structures i.e. REMSHACC, TIMSHACC and COMSHACC.  

b) The adoption and mainstreaming of the 3-Ones principles at national and regional levels. At the regional level, one coordinating authority (i.e. REMSHACC) and One M&E framework were found to be functional. The regions had not initiated regional plans yet.  

c) Scaling up of key services such as PMTCT, ART, community based care and support services, HTC, condom distribution, and syndromic management of STI through health facilities. 

d) Programme planning and development has improved significantly. Eleven (11) sub sectors have developed their own strategic plans aligned to the NSP. The Ministry of Health and Social Welfare strategic plan has been cascaded down to the regional level

e) The M&E system has been revised and fine tuned. The 114 indicators were reviewed and 89 were adopted for use during the NSP period. 

f) Stakeholders were reporting both through the SHAPMOS (routine data) and Health sector M&E system.

g) Specific surveys have been conducted. The Swaziland Demographic and Health Survey, and the 10th Sentinel Surveillance were completed.  Other studies included the MOT, VAC, SAM and STI.
h) Funding for HIV and AIDS had increased considerably. In 2007 alone NERCHA managed over E140 million.  

i) Swaziland has developed Universal Access (UA) Targets and a road map to achieve them. 

j) Several policies and programme guidelines were developed during the NSP period. Table 10 below illustrates some of the policies and guidelines that the review identified. 

Table 9: Policies and Guidelines developed during the period of NSP II

	Year 
	Document 

	2006
	HIV Testing and Counselling National Guidelines. 

	2006
	National Guidelines for Antiretroviral Treatment and Post Exposure Prophylaxis. 

	2006 
	National Guidelines for ART / PEP – for adults and adolescents.

	2006
	National Guidelines on Community Based Care and support services.

	2006
	National Health and Social Welfare Policy.

	2006 
	National Multi-Sectoral HIV and AIDS Policy.

	2006
	Paediatric HIV and AIDS Treatment Guidelines.

	2006 
	Post Exposure Prophylaxis Guidelines.

	2006
	Prevention of Mother to Child Transmission of HIV- 2nd Edition.

	2006
	Scientific and Ethics Guidelines for Awarding Research.

	2007
	Draft Policy on Safe Male Circumcision.

	2007
	Education Sector Policy on HIV and AIDS.

	2007 
	TB-HIV National Policy Guidelines for Collaborative Activities.


120. The following are selected programme specific achievements worth noting: 

a) Swaziland has achieved 100% blood safety. 

b) Swaziland has achieved 100% awareness of HIV and AIDS among people aged between 15 to 49 years (SDHS 2007). Among people aged 50 years and above the level of awareness is estimated at 96% for women and 97% for men.

c) Comprehensive knowledge of HIV and AIDS is estimated at 52.1% for women and 52.3% for men.

d) PMTCT coverage has increased to 92% of public health facilities. 

e) 119 public health facilities are currently providing HTC. It is estimated that a cumulative 20% of the general population have tested and know their HIV status. 

f) By 2007, the condoms distribution had reached 8,429,938. 

g) The uptake for ART increased from 13,006 (2005) to 24534 (2007). The number of public health facilities offering ART increased from 16 (2005) to 26 sites with 31 outreach facilities.  

h) The government introduced a social security system and micro grants as part of the HIV and AIDS impact mitigation. Education support, shelter, food and sanitation were being provided for OVC. 

Strategic Gaps and Challenges 

121. The following are the overall gaps identified through the Joint Review process. Detailed programme specific gaps are identified in the respective thematic sections.  

a) Planning and programme development: Although most sectors and sub sectors were involved through a participatory process in the development of the NSP, the use of NSP to inform and guide sector and sub sector programming was found to be inadequate. This was attributed to two factors. First lack of clarity in the NSP on the roles and responsibilities of sectors and sub sectors in responding to the NSP in the context of a national multi-sectoral response framework to HIV and AIDS. Second, lack of experienced and adequate human resources. The most affected sector is civil society. 

b) Regional and Community planning: While the regions have mainstreamed the first two 3-Ones principles i.e. one coordinating authority and one M&E framework, they are yet to develop a common Regional Action Plan. This is a critical element if effective regional coordination and management of the response is to be realised at regional level. 

c) HIV and AIDS Information and Data: Access and utilisation of strategic HIV and AIDS data and information was found to be a challenge not only for implementing partners but also for policy and decision makers. The Joint Review noted that generally information is available. The challenge is in most cases that the information is not readily available or accessible. Information dissemination channels were also limited. 

d) 3-Ones principles: Even though the concept has been embraced by most stakeholders, mainstreaming has not been done adequately at sector and sub sector levels. 

e) Monitoring and Evaluation: The SHAPMoS and the Health Monitoring systems were found to be functional but required strengthening to increase efficiency, effectiveness and reliability of data. Particular areas of attention identified included, the definition of indicators, clarity around some of the indicators, and the feasibility of collecting the required information. 

f) Inadequate reporting: Routine reporting of HIV was found to be low and inadequate. Some organisations were found not to be reporting at all. This was attributed to lack of capacity, lack of clarity on some indicators, some of the activities were not covered in the SHAPMoS reporting tools and hence stakeholders were not obliged to report. Some people felt that there was no need, to report as feedback was not provided timely.

g) Institutional Capacity: The review found a general lack of capacity among the implementing partners. The specific areas identified included lack of adequate and skilled human resources, funding, inadequate management and service delivery systems. This had implications on institutional capacity for programme planning and absorbing available resources.  

h) Policy Development: Policy formulation and adoption had been a slow process during the NSP period. In the area of impact mitigation, all the 10 identified draft policies in 2006 were still in draft form by June 2008. The failure to finalise the policies was attributed to lack of drafting capacity at the Attorney General’s office on one hand, and laxity on the part of the officers responsible at the respective line ministries.   

SWOT Analysis

122. The following SWOT analysis of the NSP was developed based on the information generated through literature review, key informants and focus group discussions during regional consultations and meetings with Technical Working Groups.   

Table 10: SWOT Analysis of the National Response 

	Strengths
	Weaknesses

	· The national and regional coordinating structures are established and havea legal framework and mandate. 

· The 3-Ones principles have been adopted and mainstreamed. 

· The national response has strong political support. Currently NERCHA is under the office of the Prime Minister

· Government and donor funding has increased. 

· The NERCHA management board is committed to the vision of halting and reversing the epidemic by 2015. 

· NERCHA has a strong working relationship with civil society at sub sector levels. 
	· Joint planning process is at infancy stage. 

· Weak mainstreaming of gender and human rights 

· Decentralised structures are not strong enough to be effective and efficient in regional coordination and planning for HIV and AIDS. 

· Human resources capacity is inadequate 

· Private sector coordination is weak 

· Lack of clarity among stakeholders on the role of NERCHA. 

· Communities are not adequately mobilised and engaged in the national response. 

· Inadequate monitoring of the response outside government structures.  

	· Opportunities
	· Threats

	· NERCHA can strategically re-position itself for effective coordination of the multi-sectoral response.

· Marketing of the NSP across all sectors 

· Strengthening of partnerships and alliances especially with development partners and civil society organisations.

· Integration of universal access (UA) into the national M&E system and harmonisation with other indicators i.e. Millennium Development Goals (MDG) indicators. 

· Revision of the National M&E indicators to align them with the next NSP/NSF

· Revision of the NERCHA Act to align it with current developments. 
	· Failure to strategically re-position itself to provide policy guidance on the national response could make NERCHA redundant. 

· Being seen as ineffective. The failure to follow through decisions made and in particular those that impact partners could lead NERCHA being seen as an ineffective and hence irrelevant. 

· Inability to mainstream effective participatory approaches that are seen to be inclusive rather than exclusive by the wider stakeholders. 


Lessons Learnt around the operationalisation of NSP

123. The critical success factor of the national response lies in meaningful community participation, involvement and ownership of interventions. To realise this collective and intensive community mobilisation and engagement is necessary based on a participatory process that would ensure adequate and gender balanced engagement. Unless communities accept services, uptake will remain low, stigma would continue to be prevalent, and the possibilities for addressing the strategic epidemic drivers such as multiple and concurrent partners, secrecy and denial, inter-generation sex and early sex at the peoples level will diminish. 

124. The review learnt that a greater impact on the epidemic could also be realised if there were concerted and strategically targeted actions based on individual organisational expertise, mandate, capacity and resources. These can only be achieved through a meaningful joint planning process for a comprehensive but strategically position multi-sectoral National Strategic Framework (NSF) for HIV and AIDS. The lessons learnt from the process of developing the GFATM proposals could serve as the stepping stones.    

Emerging Issues 

125. The following were identified as the emerging issues. Programme specific issues are discussed in the relevant sections of the report. 

a) Joint Planning: The need for meaningful joint participatory planning process was found to be an emerging concern for most stakeholders. The call is not only for involvement in the planning process but also the ownership of the product thereafter. The involvement of regional coordinating institutions was identified as essential.  

b) Strategic Information Management: The need for efficient and effective management of strategic HIV and AIDS information and data emerged as a key issue to be addressed during the joint planning process for the next National Strategic Framework (NSF). Access to information was singled out as the most important challenge to be addressed.

c) Integrating planning and programme development with M&E: The planning process in most cases was found to be running parallel to M&E planning. It is evident that having the two systems run parallel don’t add value to the development and quality of the measurable objectives, targets and indicators. What emerged was the need to integrate the two systems during the entire planning process.   

d) SHAPMoS: The current perceptions are that SHAPMoS is the national M&E system while in essence it is the routine data and information system. It is evident from the consultations that stakeholders would want to see SHAPMoS become the “national M&E system” that combines the routine data system and the health sector HIV and AIDS M&E. 

Section 5: Management of the National Response

Background Information 

126. This section of the report focuses on issues related to the management and coordination of the implementation of the NSP. The section covers six sub thematic areas i.e. institutional arrangement, community mobilisation, planning and programme development, resource mobilisation and management, advocacy and communication. The NSP had included monitoring and evaluation and, HIV and AIDS research as part of this thematic area. However, the Joint Review has treated them as the fifth thematic area.  

Institutional Arrangement 

Contextual Analysis 

127. The key focus of activities under this sub thematic area was strengthening institutional arrangements for effective coordination and management of the multi-sectoral and decentralised national response to HIV and AIDS. The interventions were further intended to strengthen political commitment, clarify roles and responsibilities of partner organisations, clarify the mandates and functions of umbrella bodies and steer the implementation of the national response from “business as usual” to focused and targeted interventions. The NSP was intended to support interventions that addressed the concerns of inadequate coverage by the business sector and limited opportunities for information sharing. The review noted that to a large extent these issues had been addressed. 

128. Swaziland adopted a multi-sectoral and decentralised approach to the management and coordination of the national response to HIV and AIDS. Swaziland had also adopted and mainstreamed the 3-Ones management principles as articulated by UNAIDS i.e. having one national coordinating authority, one monitoring and evaluation framework, and one national strategic plan or framework for HIV and AIDS.   

129. NERCHA was established by an Act of Parliament as the National Coordinating Authority. In line with the multi-sectoral approach NERCHA facilitated the formation of five (5) sectors, eighteen (18) sub sectors and the establishment of decentralised regional institutions to facilitate the coordination process. NERCHA has redefined its coordination role moving from a thematic management approach to a more functional approach. In 2007, NERCHA developed a Strategic Management Plan that has served to inform and guide the directorate in performing its coordination role. 

130. The review noted that the decentralised coordination modality had changed over time from a thematic to sector based and finally to regional coordination. Coordination through sub-sectors changed mainly because most of them did not have physical presence at regional level making coordination more challenging. There were also concerns by community based organisations (CBOs) that the sub-sector coordination modality did not seem to add value in the process. 

131. The review identified the decentralised regional structures as the Regional Multi-Sectoral HIV and AIDS Coordinating Committee (REMSHACC), Tinkhundla Multi-sectoral HIV and AIDS Coordinating Committee (TMSHACC) and The Community Multi-sectoral HIV and AIDS Coordinating Committee (CHIMSHACC. The regional coordinating structures are supported by NERCHA and the Ministry of Regional Development and Youth Affairs (MRDYA). 

132. In recognition of the weak institutional capacity for coordination NERCHA has continued to provide financial support to regions and the sub-sectors for capacity building and strengthening particularly in the areas of human resources, technical, and improvement of logistics management. NERCHA continued facilitating inter-sectoral partnerships, transfer of skills, knowledge and best practices.  

133. One of the emerging issues is the demand to support regional structures develop capacity for regional planning, and M&E data management. All the regions expressed the need to have regional strategic or operational plans aligned to the national strategic plan. During the regional consultations they expressed interest to mainstream and fully operationalise the 3-Ones principles.   

134. A lesson learnt during the period of the NSP is that establishment of the decentralised coordinating structures alone is not enough to ensure an efficient and effective coordination and implementation of the national response. There is need to empower the regional institutions to become semi autonomous in terms of decision making and resource management based on national guidelines and budget allocations.   

Achievements 

135. The following achievements were noted in the context of the institutional arrangement for a multi-sectoral and decentralised coordination of the national response: the Joint Review found that the objectives were met and the following achievements were made:

a) Swaziland adopted and mainstreamed the 3-Ones principles at national level and partially at regional level. The principles are being cascaded down to sectors and sub-sectors levels.  

b) NERCHA is fully functional and re-structured to re-position itself for effective coordination and management guided by its Strategic Management Plan

c) Coordination had improved with the establishment of regional institutions, sectors and sub-sectors. 

d) Sub-sectors were being financially supported to strengthen their national and regional level coordination capacity with the anticipation that their operations would be supportive of the regional coordinating institutions.   

e) Community institutions are increasingly getting involved and participating in the coordination and management of HIV and AIDS activities. 

Gaps and Challenges 

136. The following is some of the gaps and challenges identified in the context of institutional arrangement.  

a) The mainstreaming of 3-Ones principles has been slow and challenging at sector, sub-sector and regional levels due to inadequate capacity and institutional preparedness for change.   

b) Coordination and harmonisation of some development partners with national coordination mechanisms has remained a challenge in-spite of the re-launching of the development partners forum.   

c) The relationship between NERCHA and the decentralized coordination structures needs to be clearly defined and communicated to different stakeholders especially those operating at regional level. The decentralised structures operate under the Ministry of Regional Development and Youth Affairs while NERCHA operate under the office of the Prime Minister. 

d) The capacity of regional coordinating structures was found to be weak and needed to be strengthened. 

Recommendations 

137. The following recommendations are made

a) Priority should be given in mainstreaming the 3-Ones principles in all regional coordinating structures sectors and sub sectors. Technical assistance should be provided as appropriate. 

b) The capacity of regional coordinating structures needs to be strengthened to be able to effectively provide leadership, effective and efficient coordination of other sectors and sub sectors operating in their respective areas. The diagram below illustrates the proposed modality for coordination and reporting. 


c) The solid lines in the diagram represents the proposed official reporting channel, while the dotted lines represented information sharing between sectors and sub sectors with their affiliated organisations. 

d) The roles and functions of the coordinating structures should be articulated, documented and disseminated. Such a document should also articulate the conceptual understanding of the multi-sectoral and decentralised approaches within the context of the defined roles and functions.  
e) All regions should be supported to initiate and develop multi-sectoral regional action plans with inputs from all other stakeholders operating in the region including the respective communities.
f) The role of NERCHA should be clearly defined and shared with all stakeholders especially with all the sectors, sub sectors and regional coordinating structures.
Community Mobilisation

Contextual Analysis 

138. Community mobilisation is seen as the entry point for effective and meaningful community participation, involvement and ownership of the response initiatives. The NSP noted that community mobilisation was one of the weak areas that required prioritised action. In particular the plan observed inadequate community mobilization often resulted in duplication, fragmentation of intervention and limited ownership. As a result the potential for community solutions was compromised. 

139. UNAIDS has noted that the benefits for effective community mobilisation are significant. It has further observed that a motivated and mobilised community is often aware of their vulnerability both individually and collectively. The community is also motivated to do something about their vulnerability based on practical knowledge of issues and options they have. They also participate in decision making with regard to what actions to take as a community and seek outside assistance and cooperation where and when necessary (UNAIDS, 1997).  The process often results in the identification of effective community solutions. However community action in the response to HIV and AIDS depends on community empowerment and capacity development in addition to the involvement of people living with HIV and AIDS (PLHIV) and other interest groups. 

140.  The Joint Review noted that during the period of the NSP communities were mobilised. This is illustrated by the number of people participating in specific interventions such as counselling and testing, people seeking early treatment for opportunistic infections, the on-going peer education work and the number of support groups and community driven initiatives that have emerged at community level.  

141. The review found that people living with HIV and AIDS are increasingly being involved at different levels through their networks and support groups. PLHIV are represented at the NERCHA council and the Global Fund Country Coordinating Mechanism (CCM). They also serve as “expert clients” in programmes such as Prevention of Mother to Children Transmission programme (PMTCT) and ART. However, their potential has not been realised and their involvement needs to be strengthened and scaled up.

142. Similarly people with disability are increasingly being involved in the national response through their respective networks. It is estimated that 3% of the population was people living with some form of disability. The review noted that there was no specific statistics of people with disability living with HIV and AIDS. The Federation of Disability in Swaziland (FODSWA) is an active partner in the national response and continues to promote meaningful involvement of people with disability (PWD). People with Disability were represented in the Joint Review Steering Committee and the NERCHA council. 

143. Community mobilisation targeted other vulnerable groups including orphans and vulnerable children, women, bereaved elderly persons and sex workers among others. The Joint Review found that the NSP had not clearly defined strategies for engaging interest groups in the response beyond mobilisation. Neither has sectors and sub sectors come up with effective strategies.

144. While the review noted that community mobilisation had overall improved and increased community participation in the national response, the need to sustain community involvement is imperative. New and effective strategies in community mobilisation and engagement such as “community conversations and dialogue” are worth exploring and mainstreaming. This would contribute to community planning and programming for HIV and AIDS. Consequently communities would be able to address gender imbalances and observe basic human rights.  

145. The formation of community based coordination structures such as COMSHACC and TIMSHACC was found to facilitate efforts to reduce duplication of efforts and fragmentation of interventions. The process was found to be consolidating and strengthening community participation and ownership of interventions. This finding is evidenced by the number of community driven initiatives such as those documented in Section 8 of the report. 

146. A key emerging issues was the apparent lack of adequate involvement by men in community responses. The challenge is attributed to lack of targeted interventions that address the needs and social challenges that face men in the context of HIV and AIDS and culture practices.  

Achievements 

147. Community mobilisation has increased programme uptake, community involvement and participation in community driven interventions, and to a large extent has been a major contributing factor to the increased level of awareness of HIV and AIDS among the general population. 

148. The literature review shows that a cumulative 20% of the general population had tested for HIV and AIDS and knew their HIV status. In 2007, 194,100 people participated in HIV prevention programmes. These statistics serve to illustrate that community participation has made some progress but the potential for community involvement in the national response is yet to be realised.

Gaps and Challenges 

149. The review noted that, while communities are mobilised, sustaining their interest and participation was a challenge. This was partly due to inadequate levels of community ownership and meaningful involvement in decision making processes.

150. Male participation in community driven interventions was found to be limited. Community mobilisation strategies were of generic nature and lacked meaningful targeting of males and in particular addressing socio-cultural barriers that prevent male involvement. 

151. The review observed that mobilisation of vulnerable and special interest groups was limited. In-spite of the unique challenges faced by such groups, mobilisation strategies treated them as any other community group and hence missed the opportunities to mobilise them through targeted interventions. Stigma remains a barrier in mobilising vulnerable groups.  

Recommendations 

152. The following recommendations are suggested.

a) Training in community mobilisation should be strengthened and intensified at community level and effective use of community institutions such as the Sikhulu be explored.
b) Targeted mobilisation strategies should be developed for purposes of reaching vulnerable and marginalised groups. This is particularly important in the case of mobilising men. 

Planning and Programme Development 

Contextual Analysis 

153. The NSP identified a number of challenges that were faced in the context of HIV and AIDS planning and programme development. These challenges were identified as top down planning approach, lack of evidence based planning, lack of joint annual planning and budgeting, and to a large extent the planning process was fragmented. The implementation of NSP was intended to address these challenges. 

154. A review of NSP implementation reveals that Swaziland adopted a multi-sectoral and participatory approach to HIV and AIDS planning and programmed development. This is evident in the processes taken leading to the development of the NSP Action Plan, the National Multi-sectoral HIV and AIDS policy, and the development of UNGASS country reports. The principle of participatory planning is even more visible in the planning processes around the Global Fund proposal development. 

155. The establishment of the decentralised structures also signals the intention to decentralise the programme planning process. While the intentions exist, the processes to operationalise and harmonise a multi-sectoral planning framework are yet to be articulated. The joint review noted that the entry points for regional and community planning would be “mapping of existing services” and identification of regional priorities. These should be aligned or informed by national priorities while at the same time taking cognisance of specific regional needs and priorities. 

156. The review also noted that planning process was often divorced from the M&E at the crucial initial stages. Consequently planning and M&E were seen to run parallel and only tend to converge when the strategic plans were finally developed and activities were due for monitoring. The modality compromises the effective articulation of SMART objectives, targets and indicators. The need to harmonise and integrate the processes is not only essential but also strategic. 

157. The consultations highlighted the lack of understanding and appreciation between strategic planning and operational planning. These are concepts that will need to be clearly defined in the next strategic plan. For purposes of the Joint Review, strategic planning was defined as the process of identification and articulation of strategic issues to be addressed that have significant impact on the response, while operational planning is the definition of actual strategies, activities and implementation modalities.    

158. The review noted that at national level planning and programme development remained fragmented and individual organisations tended to plan at institutional level. The review further noted that this may be changing as evidence by the efforts around GFATM proposal development that used the joint planning processes. The UN agencies continue to undertake joint planning through the United Nations Development Assistance Framework (UNDAF). UNDAF’s HIV and AIDS priority areas match those of the NSP. UNDAF has identified HIV and AIDS as and poverty reduction as overriding issues. 

159. The use of the NSP as a national planning framework for HIV and AIDS was not fully embraced by all sectors. However, of the 18 sub sectors, 11 had developed their own strategic plans that were aligned or addressed issues identified by the NSP. The key challenge was identified was the “planning process” itself. The development of the NSP and the subsequent development of the National Action Plan confused stakeholders on whether to use the National Action Plan as their implementing guide or develop their own plans. 

160. This challenge can be addressed by moving from a “national strategic plan” to a “National Strategic Framework (NSF) for HIV and AIDS” modality. The NSF modality serves as a strategic guide for stakeholders in terms of identifying strategic and priority interventions, articulates broad but effective strategies for operationalising the NSF interventions at implementing partners’ level, and provides guidelines on the roles and responsibilities of the stakeholders in reporting and accountability. The costing for NSF is more of an indicative nature for purposes of resource mobilisation and tracking as opposed to being an actual activity budgeting that is addressed through the sector or sub sector operational plans.  

161. The review noted that there were no specific guidelines on how the sectors and sub-sectors would use and or customise the NSP for their sector planning. When the Multi-Sectoral Action Plan was developed, the plan provided detailed information on specific activities, the budgets and lead agencies. This by implication replaced the need for organisations to develop their own strategic or operational plans. Individual sectors preferred to choose the most convenient strategies in operationalising the NSP. An example is the development and decentralisation of the Ministry of Health and Social Welfare Strategic Plan.      

162. The NERCHA annual report (NERCHA, 2006/7) noted that the regions and sub sectors will require to be, capacitated to develop their own strategic plans. Stakeholders also identified lack of skills and experience on how to align sector plans with NSP.  The challenge was mainly with regard to aligning sector or sub sector strategic objectives and performance indicators with those of the NSP
163. During, the consultation process stakeholders observed that the time frame of three years for a national strategic plan was too short for the implementation of activities and measurement of outcomes or impact. Most of the development partners were found to be moving from a two or three year planning cycle to a slightly longer period. GFATM for example encourage and support interventions that run for a five year period. NERCHA serves as the Principal Recipient for the GFATM. Given the need for improved coordination and harmonisation of the national response, alignment of timeframes is essential.  

164. The urge to support development of regional action plans emerged as a key concern for regional and community representatives. This was premised on the community need to identify community solutions and act on them. The feeling was that while the NSP provided a good guide for action, it failed to provide specific strategies for addressing regional and community specific problems. As a result the need to build and strengthen institutional capacity and community planning systems was identified as a priority area for action.  

Achievements 

165.  Analysis of information based on the sub thematic areas, indicates that current planning and programme development processes have enhanced the scaling up coverage of some services such as ART, PMTCT, HTC, condom distribution and community outreach.  

166. Eleven (11) of the eighteen sub sectors have developed their own sector strategic plans that are aligned to the NSP. 
Gaps and Challenges 

167. The review identified the following gaps and challenges associated with HIV and AIDS programme planning and development.  

a) The concept of joint planning has yet to be the norm rather than the option in HIV and AIDS programme planning and development from a multi-sectoral perspective.
b) In most cases planning and programme development processes were divorced from M&E at crucial stages, and hence compromised effective design of SMART objectives, targets and indicators. 

c) In the absence of regional plans, regional specific challenges were not being addressed and communities and beneficiary groups were not adequately involved in the planning and implementation process. The regions were also not using available M&E data to improve their services provision.

d) The regions and communities lacked sufficient capacity for programme planning and development within the context of a multi-sectoral and decentralised approach. 

e) The concept of regional and community involvement in programme planning and development has not adequately been conceptualised and the policy issues around them articulated. In particular the understanding of the linkages between national, regional and community plans, priorities has not been thought through to allow adequate contribution of community based interventions to the national response. Consequently ownership of national response initiatives by communities is often compromised or goes largely un-noticed. 

f) The current perception is that the NSP is a NERCHA strategic plan. While this perception is not correct it has a negative impact on the utilisation of the strategic plan as a national action framework for HIV and AIDS.

Recommendations / Priority Areas for Action

168. The following recommendations are made to address the above challenges: 

a) Ensure integration of the planning and programme development processes with M&E to allow harmonisation and alignment of performance indicators. 

b) Promote and support joint planning and budgeting processes, taking the bottom up approach to ensure regional and sub sectors participation.   

c) Adopt the National Strategic Framework for HIV and AIDS planning framework coupled with the use of gender and human rights based approach frameworks to replace the current “National Strategic Plan Framework”.

d) Increase the timeframe for the NSP from three to five years.

Resource Mobilisation and Management 

Contextual Analysis 

169. The NSP identified a number of challenges that were faced in the context of resource mobilisation and management. These challenges were identified as insufficient local funding, limited sector and sub sector funding, inadequate systems to ensure efficient resource flows and lack of adequate skilled and experienced human resource capacity. Over the period of the NSP concerns emerged with regard to the national capacity to absorb available resources on one hand and on the other hand the capacity of NERCHA to efficiently track all resources earmarked for the national multi-sectoral HIV and AIDS. The current system is able to track resources channelled through NERCHA. It is unable to track resources disbursed directly to sectors or sub sectors by development partners and other donors.    

170. The literature suggests that local funding increased substantially since the NSP was launched in 2006. Government funding increased from E25 million to E30 million in 2007. During the same period the total funding for HIV and AIDS managed by NERCHA Directorate amounted to E140, 671,559. Of this, substantial funding came from Global Fund under rounds 2 and 4. GFATM funding for Round 7 has been approved but disbursement will only start in October 2008

171. Besides the Global fund and the Government of Swaziland, Italian Corporation, European Union (EU), the United States Government (USG) and the United Nations (UN) system have increased funding for the national response. Table 11, below illustrates the sources of funding for HIV and AIDS in 2006 by donors and the recipient organisations.

Table 11:  Donor financial contributions in 2006 

	Funding Sources
	Funding in million US$ 
	Recipient organizations

	United States Government
	7.1
	MOHSW & national NGOs

	European Union
	0.9
	SNAP, MOHSW & National NGOs

	Global Fund
	17.0
	MOHSW & National NGOs & umbrella

organisations.

	Government of Swaziland
	1.6
	MOHSW, MOE, NGOs, umbrella organisations.

	United Nations
	14.1
	NGOs & umbrella organisations.
National NGOs, Local NGOs,

Ministries 

	Italian Cooperation
	0.3
	MOHSW


Source: UNAIDS Accenture financial Flow project, 2007. 

172. Analysis of financial data shows that the national response is dependent on two major donors outside of the Government of Swaziland. The funding is provided for specific activities within a specific period of time. This is an indication that while funding has increased substantially, donor diversification has not. This may pose a threat in the event that one of the key donors withdrew their support.    

173. Attempts were made to generate local level information on AIDS funding as part of developing the 2006-2008 national strategic plan. Although the exercise did not yield adequate results, subsequent efforts by NERCHA and UNAIDS generated what could be considered very useful baseline information. One such effort was a financial flow study supported by UNAIDS (UNAIDS, 2007). 

174. The study also noted that there were no systems for tracking financial resources channelled outside of NERCHA directly to implementing partners. The review found that reporting and accountability for financial resources was inadequate and sometimes problematic given the lack of adequate capacity with implementing partners. The existing SHAPMoS routine data collection tools do not include an indicator for reporting on financial resources received or used within a given quarterly operational period.   

175. The National AIDS Spending Assessment (NASA) study commissioned by NERCHA and supported by UNAIDS concluded that the country spent a total of SZL 257, 218,500 (38,390, 819) in the fiscal year 2005/6 and SZL346, 128,448 (US$49,446,927) in 2006/7. Funding growth over the two funding periods was estimated to be 30%. This signifies a substantial increase in available resources to the national response. Funding from the Government of Swaziland as proportion of available funding declined from 40% in 2005/6 to 30% in 2006/7.  The table below indicates how funds earmarked for HIV and AIDS was allocated by sectors 

Table 12:  Funding allocation by Service providers (2005/6 & 2006/7) 

	Recipient sector
	2005/6
	2006/7

	(de) 
	SZL
	%
	SZL
	%

	Public sector
	212,595,191
	82.5
	254,929,242
	73.6

	Non-governmental sector
	46,653,321
	16.5
	82,472,152
	23.8

	Bilateral and multilateral donors
	1,397,505
	0.5
	2,274.824
	0.7

	Other providers not classified elsewhere
	792,597
	0.3
	5,401,441
	1.6

	Rest of the world spending
	
	
	1,035,956
	0.3


Source: National AIDS Spending Assessment 2005/6 and 2006/7

176. The NASA report indicates that resource allocation in 2005/6 on thematic basis was 30% for care, support and treatment, 26% for Orphans and Vulnerable Children (OVC), and 24%for prevention. Analysis on spending during 2006/7 fiscal year indicates that 31% of available funding was spent on OVC, 19% on care, support and treatment, and 17% on prevention. No specific financial data was available on the allocation and spending on HIV and AIDS research, monitoring and evaluation, and coordination and management of the response respectively. The Joint Review could not establish the extent to which the Abuja declaration of providing 15% of government funding to health sector had been achieved. 

177. The review observed that even though prevention remained a national priority strategy for the fight against HIV and AIDS, spending on prevention declined in both fiscal years 2005/06 and 2006/7. Inadequate funding for prevention may in the long term compromise the effectiveness and sustainability of other interventions. 

178. With regard to financial resource utilisation and management the review identified inadequate, skilled and experienced human resources for the national response as a key challenge. This was seen to have significant implications on the national capacity to absorb available resources earmarked for HIV and AIDS response. The inability to absorb resources was noted in the context of the GFATM funding. An emerging concern was the long term sustainability of interventions, given the challenges associated with stigma, inadequate adoption of key prevention behaviours at a personal level and inadequate absorptive capacity for resources.
179. One of the key lessons learnt, was that meaningful community involvement and participation in the various activities was the key to ownership and a good strategy for sustainability.   

Achievements 

180. The following are the key achievements identified in the context of resource mobilisation and management. 

a) Government has maintained its commitment to continue funding HIV and AIDS as demonstrated by the increased funding in 2007 from E25 to E30 Million. 
b) Strong development partners commitment to support the national response as shown in table 11 above.
c) The national commitment to accountability and transparency in resource allocation and use. 
Gaps and Challenges 

181. The following gaps and challenges were identified.

a) While funding has increased, demand has not been fully met and is likely to increase as the epidemic unfolds. The inadequate funding for civil society and community interventions illustrate this gap. Funding to civil society organisations relative to public sectors was found to be approximately 23% of all available HIV and AIDS funding.  

b) The general perception of the stakeholders was that disbursement of available funding was not made in timely manner from national to lower level structures. The review noted that the current systems for resource flow management were inadequate in facilitating resource flows to communities. The role of regional coordinating structures in this context was equally not adequately articulated.

c) Even though prevention remains a national and global priority strategy, in country funding for prevention was found to be inadequate and on the decline. The potential negative impact on other interventions was enormous.  

d) While overall funding has increased the donor base has not been diversified and the status poses potential sustainability threat.  It also creates dependency on a few donors.    

Recommendations 

182. The following recommendations are made to address the above challenges

a) Substantially increase funding for prevention while maintaining and or increasing the levels of funding for the other programme components. 

b) Provide adequate funding for civil society organisations based on identified needs and availability of strategic or operational plans showing how funding will be used and benefit communities.

c) Provide funding to regional coordinating structures to provide small grants to community based organisations in their respective regions. This would be in line with the recommendations of the Accenture Financial Flow Report of 2007. 

d) Strengthen strategies for monitoring and tracking resource flows outside of NERCHA. This should include a revision of the SHAPMoS routine monitoring tools to allow organisations to report on funds received and used during specified periods.   

e) Develop strategies for donor base diversification and funding sustainability.

f) Review and strengthen existing resource disbursement mechanisms including identifying strategic role for regional (REMSHACC) coordinating institutions such mechanisms. 

Advocacy and Communication 

Contextual Analysis 

183. The NSP identified advocacy and communication as important components of the national response to HIV and AIDS. It is through these two action areas, that HIV and AIDS issues are kept and maintained on the national and community social, economic and political agenda. In 2006, the NSP noted that “if there is no strong advocacy and lobbying undertaken soon, the prevalence rate of HIV and AIDS in the country will continue to be high for the unforeseeable future since the problem has not been accorded the attention it deserves”. The NSP further noted that the response to HIV and AIDS was treated as “business as usual” by policy makers and implementing partners. This observation was later confirmed by the fact that in 1999, the epidemic was declared a national disaster that demanded an emergency response and by 2006, the “emergency responsive mode” was not visible. By 2008, the review found that advocacy work around HIV and AIDS had not gained sufficient momentum. 

184. The NSP noted (2006) that the government had not been lobbied enough to increase its investment in the national response to HIV and AIDS that was commensurate to the magnitude of the epidemic. There were concerns on the weak enabling environment for a multi-sectoral national response. However, the review found that government financial support had increased considerably over the three year NSP period. The review could not establish adequately whether the funding level was “commensurate to the magnitude” of the epidemic given that no specific financial projections needs were available covering the period of the NSP. However, the review observed that HIV and AIDS issues had been maintained on the social, political and economic agendas.   

185. The NSP concern on “non-factual statements” on HIV and AIDS were attributed to inadequate levels of awareness and knowledge prior to 2006. Although there are still misconceptions and myths around HIV and AIDS, the level of awareness had increased significantly. The Swaziland Demographic and Health Survey (2007), indicates that the level of awareness of HIV and AIDS among people aged 15-49 was almost 100%. However, the level of comprehensive knowledge was still low. In the case of people aged between, 15-24 comprehensive knowledge was estimated at 52.1% for women and 52.3% for men. The inadequate level of comprehensive knowledge points to the need for increased advocacy and communication on HIV and AIDS.  

186. Universally, civil society organisations are acknowledged as effective in advocacy work. The NSP noted that there was not enough capacity for advocacy work among the stakeholders including civil society organisations. The Joint Review, through regional consultations and interviews with key informants found that capacity has not been adequately developed. A contributing factor is lack of appreciation of the role of advocacy and communication in the national response. This has contributed to lack of prioritisation and funding for advocacy and communication in most cases. The absence of a harmonised national advocacy agenda and strategy may compromise the effectiveness of existing advocacy interventions. 

187. With regard to information sharing and communication, the NSP noted that there were limited opportunities and forums. While this has not changed significantly, some progress has been made. At regional level, the decentralised coordinating structures were organising forums for information sharing and dissemination around key reports on HIV and AIDS.  The sub-sectors were also increasingly involved in information dissemination at regional and community level through workshops and seminars. 

188. At national and policy level NERCHA continued to provide regular briefings with parliamentarians and development partners as part of its advocacy and communication strategy. Similarly scheduled briefings are held with the NERCHA Council and the office of the Prime Minister

189. The demand for authoritative and objective information that is evidence based is emerging across the sectors. This indicates the needs to strengthen existing structures such as the regional coordinating structures, the National HIV and AIDS Information Centre and civil society organisations to be more efficient and effective in information management.  

190. A key lesson learnt during the period was that access and utilisation of strategic information in planning and policy advocacy was limited. This was further found to have implications on the quality, comprehensiveness and compliance with services standards and best practices.  

Achievements 

191. The following achievements were made:

a) The initial advocacy work facilitated the adoption and institutionalisation of the multi-sectoral and decentralised approaches to HIV and AIDS, and the development of the National Multi-Sectoral Policy on HIV and AIDS.

b) HIV and AIDS issues have remained in the national and community social and political agendas. This is evidenced by the continued involvement by the Prime Minister, the Queen Mother, and the Parliamentarians in the national response. 

c) The emerging enabling environment is being strengthened and consolidated.

d) Information management and dissemination is improving. The dissemination of the SDHS 2007, QSCR, the 10th Sentinel Surveillance reports and other research studies demonstrate the improving trend. Literature review indicates that during the period of the NSP a total of 13 HIV and AIDS related research studies were conducted and reports produced and disseminated.  

e) The National HIV and AIDS Information Centre was established. The centre facilitates documentation and dissemination of HIV and AIDS related information to a wide range of stakeholders and serves also a resource centre
Gaps and Challenges 

192. The review observed that advocacy and lobbying had not been mainstreamed sufficiently enough in the core programme operations by sectors and sub sectors. This may be attributed to lack of capacity for advocacy, the absence of an advocacy agenda and strategy, and funding. 

193. A critical gap in information dissemination is the limitations in strategies and tools. Information dissemination tools such as regular periodical publications, newsletters and reports are limited and not easily accessible to people especially at regional and community level. Available and access of popular versions of key reports such as the SDHS at community level remains a challenge. Research reports remain in report form at organisational level and in most cases they are not produced in a manner that placed them into the public domain.

Recommendations 

194. The following are recommendations to improve advocacy and communication:

a) Develop capacity for advocacy and lobbying at national, regional and community level. 

b) Develop a national HIV and AIDS advocacy framework based on priority areas identified in the next NSF. The framework should incorporate a national advocacy agenda and clearly defined strategies.  

c) Diversify channels and tools for HIV and AIDS information dissemination. This may include ensuring easy access to a national HIV and AIDS website.

d) Popularise (market) essential documents such as the SDHS, Sentinel surveillance, etc. Popular versions preferably in the local language should be considered. 

e) Decentralise the operations of the National Information Centre.

Cross Cutting Issues 

Contextual Analysis 

195. The NSP identified human rights, gender, poverty, disability and socio-cultural factors among the cross cutting issues that required to be mainstreamed across all the thematic and sub thematic areas. During the Joint Review consultation, it become evident that the issue was not whether or not mainstreaming should be undertaken but rather how it could be done. This has remained the key question among implementing partners.

196. Available literature shows that successful HIV and AIDS interventions are often those that have used the human rights and gender based planning frameworks. The human rights approach tends to ensure that roles and responsibilities are clearly articulated and the intended beneficiaries understand their rights and limitations. During the period of the NSP 61% of the sub-sectors developed their strategic plans. However, key informant interviews revealed that sector plans were not necessarily informed by the gender framework and human rights based approaches to programming due to lack of capacity and experience in the use of the frameworks.  Analysis of both the NSP and the subsequent Action Plan 2006/2007, do not show the extent to which the human rights based approach to programming were used.. However attempts were made at community level to create awareness of human rights issues by civil society organisations.   

197. Most service provision systems ensured equal access by men and women especially in the areas of care, support and treatment and impact mitigation. Participation by men in some programmes such as HIV Counselling and Testing (HTC), PMTCT, and Community based care and support including palliative care services (CBCS) was found to be limited.   

198. A three year gender programme was developed by the government in collaboration with other partners to operationalise, the Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW). While this convention is not directly designed with HIV and AIDS in mind, it has significant implications in facilitating interventions that address NSP HIV and AIDS gender concerns. Among such issues is gender based violence, sex workers, freed to choose and use services such as PMTCT for women among others. Once the convention is domesticated, the implementation of gender based interventions will be accelerated.
199. The Joint Review was not able to establish the extent to which the objectives were implemented due to a number of reasons. First not all the indicators provided by the NSP were included in the SHAPMoS monitoring and reporting system and hence data was not collected. Second, information from implementing partners, from which an assessment could be made, was also not available. 
Achievements 

200. They following achievements were identified through the consultative process and literature review. 

a) The level of awareness of the need to use gender and human rights frameworks for planning has increased among sectors and sub sectors. 
b) Service provision has ensured equal access and utilisation by men and women. 

c) A gender programme was developed and is likely to contribute significantly to mainstreaming of gender in all aspects of HIV and AIDS planning and programming once CEDAW has been domesticated. 

d) Interventions on creating human rights awareness at community are being implemented by civil society organisations.

e) Institutional capacity that would eventually enable stakeholders to mainstream gender and human rights in all aspects of planning and programme development was being strengthened. Selected stakeholder  have been trained on mainstreaming of gender and HIV and AIDS in their programmes

f) The involvement of vulnerable and marginalised groups such as people with disability, OVC and sex workers was found to be gaining momentum. 
Gaps and Challenges 

201. The review found that the concept of mainstreaming cross cutting issues into the thematic and sub thematic areas was not well understood. The consultations also identified lack of capacity and experience in mainstreaming cross cutting issues into HIV and AIDS interventions. Consequently, consideration of the issues often fell by the wayside and never given the attention or priority, they deserve. 

202. Performance indicators were not included in the monitoring tools and consequently data could not be collected. Implementing partners had no obligation to report on their efforts in mainstreaming cross cutting issues.  

Recommendations 

203. There are two recommendations being made for mainstreaming cross cutting issues into other thematic areas. 

a) Build and strengthen the capacity of sectors, sub sectors and regional coordinating structures for mainstreaming.
b) Develop clear action oriented guidelines on mainstreaming strategies. The guidelines should also contextualise the issues. 

Table 13: Priority Action Areas 

	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Institutional arrangement 
	Strengthening national  coordination
	· Mainstreamed 3-one principles to achieve 

· effective coordination of  the national multi-sectoral HIV and AIDS response at all levels 



	(df) 
	Strengthening regional coordination
	· Mainstreamed 3-one principles to achieve 

· effective coordination of  the regional multi-sectoral HIV and AIDS response at all levels

	(dg) 
	Strengthened development partners coordination
	· Harmonization and alignment of development programmes within 3-ones principles

	Planning and programme development
	Strengthening joint planning
	· National and Regional multi-sectoral HIV and AIDS plan 

	(dh) 
	(di) 
	· Development of skills in gender mainstreaming and use of HRBAP

	Monitoring and Evaluation 
	Strengthening the M&E System at all levels, including alignment of other partner M&E systems  
	· One national M&E framework for all HIV programmes in the country.

	Resource Mobilisation and Management 
	· Development partners diversification 

· Resource tracking 
	· Increased resource availability at all levels. (+ small grants for CBOs)

· Efficient use of available resources


Section 6:  Prevention

Background Information 

204. Prevention remains the priority strategy in the fight against HIV and AIDS. The NSP identified eight (8) sub thematic areas where action taken would lead to the adoption of key prevention behaviours. While these sub thematic areas provided a broad scope for a multi-sectoral response, the National Multi-Sectoral Action Plan for HV and AIDS 2006/07 prioritised actions around sexual behaviour change among adults and out of school youth, interventions that addressed delayed sexual debut, and development of comprehensive knowledge of HIV and AIDS.  

205. The NSP further identified 14 epidemic drivers that needed to be addressed. The review found that the drivers were addressed in various ways by different stakeholders. The extent to which action was taken could not be objectively verified due to lack of adequate information. However the following was noted.

a) Recent studies (Soul city) indicated that the number of people engaged in multiple concurrent sexual partners is on the decline. 

b) The government and other stakeholders had initiated interventions that target poverty reduction. The government  has made commitment to reduce poverty from 69% (2001) to 30% (2015) and  eradicate it by 2022 (PRSAP)

c) Condoms availability increased and distribution expanded significantly. The number of condoms available  increased from 5,441,372 in 2006 to 9,998,930 in 2008 (SDHS 2007)

d) Provision of syndromic treatment of STIs was rolled out to all health facilities in the country and National BCC Strategy for Prevention of STIs was developed and operationalised.  The number of STI cases diagnosed increased from 27,856 in 2006 to 98,917 (MOHSW Quarterly Report 2007)

e) A three year programme addressing gender inequalities including abuse of power by men in sexual relationships, and a draft bill on gender violence has been developed. 

f) A draft National strategy on stigma reduction has been developed, with the intention that the strategy will address the issues of secrecy and denial of HIV Infection.

g) As will be seen in the achievements section below early sex and inter-generational sex were addressed through life skills based education in schools          

207. The other drivers i.e. cultural belief and practices, decline in moral values, high mobility and momentum of the population, and alcohol and drug abuse were mainly addressed through the general BCC and IEC interventions.

209. Through literature review it was observed that a number of other prevention challenges emerged during the course of the NSP implementation. These challenges included significant new infections emerging from stable relationships the impact of men who have sex with other men on prevention, and the introduction of male circumcision as significant prevention strategy.   

210. The Mode of Transmission (MOT) study conducted in 2007 noted that stable relationships are emerging as an important mode of transmission. This is seen in the context of married, co-habiting and regular relationships. There is reported increase of people testing HIV positive from stable relationships. It is important that more research be conduct to establish beyond doubt this assumption.    

211. Traditionally it is accepted that sex workers are primarily female. However recent studies (Mndzebele, 2007) indicate a minority but growing group of male sex worker who serve both men and female clients. The illegality of homosexuality (MSM) and lesbian practices in Swaziland, in conjunction with the associated taboo, explains the hidden character of same-sex relationships.  As a consequence, the importance of same-sex transmission within the epidemic has not been systematically researched.   

212. Male circumcision (MC) is now generally accepted as a strategic prevention strategy. When it was introduced in 2006 in Swaziland, it was received with a lot of enthusiasm by many stakeholders. However, the review noted that given the insufficient information dissemination on the strategy, the communities are receiving mixed and confusing messages. The concern is based on the perception that once circumcised then you are protected from infection and similarly you are unlikely to transmit infection. These are misconceptions that need to be addressed alongside cultural issues around male circumcision. Swaziland has a MC policy and an implementation strategy. 

Behaviour Change Communication (BCC)

Contextual Analysis 

213. The objective of this sub thematic area is to promote adoption of key prevention behaviours based on the level of awareness and knowledge of HIV and AIDS. The NSP noted that a key challenge is the failure of society to translate awareness and knowledge of HIV and AIDs into desired behaviour change. The current HIV prevalence rates are an indication of the continued involvement in risky behaviour practices and the failure to adopt and maintain key prevention behaviours and strategies by sections of the society.  

214. The Global HIV Prevention Working Group has noted that this failure is not unique to any one single country including Swaziland. The failure has been attributed to the following factors. First, the inability to reach individuals and targeted communities with the level of coverage and intensity required to make significant impact. Second, prevention interventions are carried out as business as usual. They are often not informed by best practices, consumer acceptability surveys, and are generic in nature. The review noted that implementation of prevention activities is also fragmented, isolated and lack inter-organisational synergy especially at community level. At national level resource allocation for prevention including BCC has been the least and on the decline in the last two fiscal years. This has implications on sustaining essential prevention activities at the consumer level.  

215. The review further noted that while communities were mobilised, they were not adequately engaged in a meaningful manner to ensure their active involvement, commitment and retention in community based prevention activities. It is also evident that stigma associated with HIV and AIDS is still prevalent in the Society and has been a barrier to people adopting prevention behaviours and subsequently accessing and utilising HIV prevention services.   

216. A review of the current BCC approach and strategies indicate that the approach targets the individual, while adoption of key HIV prevention behaviours is influenced by the totality of individual, social, cultural and community factors. This includes the key role played by power relationships and gender inequality. The strategies had not addressed issues around social change. Addressing behaviour and social change simultaneously may be the turning point for achieving the desired behaviour change. 

217. Although the NSP identified microbicides and vaccines as important emerging issues, the key informants did not identify these as emerging issues. However the country is preparing itself for possible clinical trials involving laboratory studies for microbicides.  Swaziland is also likely to be involved in clinical trials for vaccines in the near future and a principal investigator has already been identified.  In addition literature review indicates that the use of microbicides is an emerging global prevention intervention that is increasingly gaining momentum. It is strategic as it relates to empowerment of women.   

Achievements 

218. In-spite of the challenges associated with behaviour change the review found significant progress had been made. The following are notable: 

a) The level of HIV and AIDS awareness among people aged 15 years and above is estimated at almost 100%.  

b) The level of comprehensive knowledge among 15-24 years is estimated at 52.1% for women and 52.3% for men. This target group is able to correctly identify several ways of preventing HIV and are able to reject major misconceptions associated with HIV and AIDS. (SDHS 2007). The implementation of the National Youth Behaviour Change Strategy and the HIV Prevention and Behaviour Change Communication Strategy for Young people (10-24 years) has contributed to these results.
c) Recent studies indicate a gradual decline in the number of people engaged in concurrent multiple partners. The NSP identified concurrent multiple partners as a key epidemic driver. . 

d) The number of people participating in prevention programmes increased from 58,849 in 2006 to 194,100 in 2007. (SDHS 2007). BCC information is available through a wide range of outlets such as schools, radio, television, newspapers, leaflets, posters and billboard (SDHS 2007).

e) The above interventions have contributed to a decline in HIV prevalence from 42.6% in 2004 to 39.2% in 2006 based on sentinel surveillance. The SDHS has placed the national prevalence rate at 19% of the general population aged 2 to 60 years, and 26% among the population aged 25 to 49 years.  

f) In schools, health clubs have been introduced and focus more on the prevention interventions. Among others. 43.5% primary  and 70.8% secondary schools provided life skills based education in the last academic year (UNGASS: 2008). The clubs use specific activities such as sports, arts and culture, recreation/entertainment, games and health interventions to encourage youth participation and retention in the clubs (SNYC 2006). A life skills manual for youth peer educators was developed.  

g) Swaziland has developed a draft National Behaviour Change Communication Strategy for prevention of sexually transmitted infections (2006-2008). The development was premised on the understanding that prevention and early treatment of sexually transmitted infections could reduce vulnerability to HIV infection. 

Gaps and Challenges 

219. The review identified the following gaps and challenges associated with behaviour change communication:

a) The literature review and the consultations with key informants indicate that BCC interventions lack the intensity and sustained coverage required to create significant impact. The review also noted that interventions are fragmented, isolated and did not capitalise on inter-agency synergy and competitive edge. 
b) The impact of behaviour change interventions were found to have been compromised by the lack of addressing social change at the same time. 

c) While communities were mobilised, there are no sufficient and effective strategies to engage and sustain their participation in prevention activities. 

d) The involvement of local traditional leaders, and traditional health practitioners in supporting community based behaviour change interventions was found to be limited.  

e) Role models have significant impact on youth behaviour change. Currently youth role modelling is largely lacking, as adults or people in leadership positions engaged in risky behaviours such as inter-generational sex that also involve young people.

f) The role of the media in promoting behaviour change and prevention strategies in general was found weak and un-coordinated. 

g) Stakeholders recognise the impacts of stigma in preventing adoption of key prevention behaviours. In-spite of this recognition, the draft National Strategy on Stigma Reduction has remained in draft form. 

h) The role of the religious and faith based organisations in HIV prevention has not been adequately articulated, and hence their involvement is not adequately coordinated. The Church Forum focused on Christian religious organisations. Other faiths are not adequately organised.   
i) Equally the involvement of PLHIV in the context of “positive prevention has not been addressed.

Recommendations 

220. The implementation of the following recommendations will lead to the adoption of key prevention behaviours and subsequently contribute to desired behaviour and social change.

a) Develop targeted BCC interventions that are informed by best practices and founded on consumer acceptability and needs assessment. Service delivery should be intensified and sustained within the targeted group. 
b) Strengthen coordination and collaboration among BCC service providers especially at regional and community levels. 

c) Integrate interventions on “social change” with BCC strategies. 

d) Mobilise and engage community leaders including traditional health practitioners in a meaningful manner.  

e) Articulate and strengthen the role of the media and religious and faith based organisations in HIV prevention. 

f) Accelerate the finalisation of the draft National Strategy on Stigma Reduction. 

g) Articulate the role of the religious and faith based organisations in HIV prevention and strengthen coordination among them.  

h) Strengthen the existing community based structures to play a more meaningful role in HIV prevention. 

i) Intensify life skills education and formation of HIV and AIDS youth clubs in schools and communities.

Blood Safety 

Contextual Analysis 

221. The NSP noted that “transfusion of contaminated blood is an extremely efficient way of transmitting HIV infection”. The NSP aimed at promoting activities that would support the attainment of 100% blood safety within NSP period. The country already screens blood for HIV-1 and 2, syphilis and hepatitis B. Blood safety has improved as the country continued to use antigen (NSP 2006-08) screening that allows detection of HIV infection during the widow period. Swaziland has also targeted school children aged 15-19 years as safe sources of blood. .  The NSP noted a loss of adult blood donors.. 

222.  While the country has achieved 100% blood safety, it is only able to supply 75% of blood demanded by hospitals in Swaziland. Additional safe blood will be required. This demands the expansion of safe blood sources including revisiting adult blood donors. To achieve this goal, the need to intensify education and adoption of key prevention behaviours is imperative. 
Achievements 

223.  The review noted the following achievements.

a) The country has achieved 100% blood safety. 

b) HIV prevalence among donors reduced from 2% in 2004 to 1.5% in 2008. 

c) Blood collection increased from 6000 units in 2004 to 7700 units in 2007. The target was 10,000 units by 2008. 

d) A blood donor recruitment department is established and phlebotomists trained.  

e) A draft National Blood Safety policy and guidelines were developed. The guidelines outline procedures for blood screening, storage, distribution and transfusions. 
f) Swaziland is also using World Health Organization (WHO) clinical guidelines on clinical use of blood.
Gaps and Challenges 

224.  The demand for blood exceeds current supply. The country requires approximately 18,000 to 20,000 units of blood annually based on the standard 2% requirement of the total population (UNGASS: 2008). 

225.  The greatest challenge is maintaining a safe source of blood. Currently that source is seen as young people who are presumed to be free of infection. BCC and life skills interventions seem to have contributed to a decline in prevalence rate from 32.5% in 2002 to 29.3% in 2004 among 15- 19 year olds, giving hope of an expanded pool of  safe blood.   

226.  The decline in adult donor prevalence is also a worrying factor. First because it simply creates additional shortage and secondly inter-generational sex is identified as one of the epidemic drivers. If inter-generation sex is not stopped, sustaining young people as a source of safe blood would be difficult
Recommendations 

227.  The following recommendations are made.

a) Develop targeted youth BCC interventions to ensure behaviour and social change, and accelerate adoption of key prevention behaviours among youth.    

b) Intensify mobilisation of adults who are HIV negative as new blood donors. 

c) Finalise and adopt the National Blood Policy and the accompanying technical guidelines and donor recruitment strategies. 

d) Strengthen, expand and decentralise laboratories services to all regions. 


Prevention of Mother to Child Transmission

Contextual Analysis 

228. Prevention of mother-to-child transmission (PMTCT) of HIV is a key strategy that aims at reducing HIV incidence in infants. It is estimated (MOHSW, Sukati: 2007) that 6000 babies will be exposed to HIV each year based on the prevalence rate (39.2% in 2006) among women attending antenatal clinic (ANC). It is also suggested that 50% of these babies would be infected with HIV if there is no adequate prevention measures in place. It is on this premise that PMTCT services were initiated (2003) and scaled up during the period of NSP. 

229.  The review noted that PMTCT services were integrate in the MCH setting, as a strategy of ensuring that services are available country wide. The roll out of the PMTCT programme was premised on the understanding that 93% of pregnant women attend ANC and ART drugs were available in most health facilities.  

230. The review found that interventions for PMTCT included the use of antiretroviral prophylaxis, safe delivery in a health facility and safe infant feeding practices. In addition, HIV infected women and exposed infants were being followed on regular basis for clinical care and treatment including family planning to prevent unwanted pregnancies.

231.  By 2007, 37.1% (12,562) of all women (33,840) who tested for HIV were positive and were eligible for ARVs for PMTCT. 7376 infants (58.7%) received the infant dose at delivery (QSCR 2007). 

232. About 6 out of 10 infants born from HIV positive mothers are reached with prophylactic treatment in health facilities offering PMTCT. However, assuming PMTCT probabilities of 0.35 in the absence of ARV treatment and 0.26 with a single dose of Nevirapine (USAID, 2007, p23), there could have been in 2007 up to 450 additional HIV positive infants from the 4,947 positive mothers who did not enter the delivery statistics and might not have benefited from PMTCT intervention. This raises challenges with monitoring provision of critical services such as the PMTCT.

233. To ensure uptake, service providers were addressing the challenges identified by the NSP in 2006 that included inadequate male participation in PMTCT, gender inequality particularly with regard to decision making, stigma, and insufficient public awareness around PMTCT. 

234. The review noted that civil society and PLHIV were involved in community mobilisation for PMTCT. At health facility level the provider initiated HIV testing and counselling using the opt-out approach enabled more mothers to be tested for HIV. Pregnant women were said to be more comfortable being tested by the nurse at the ANC clinic. However, linkages and referrals from PMTCT to other care programs were said to inadequate. 

235. The participation and involvement of PLHIV was found to facilitate the outreach for PMTCT and equally alleviated pressure on human resources at health facilities. Their role as peer educators and counsellors was found to be important in creating an enabling stigma free environment. 

236. During the regional consultations, participants expressed concern on the potential threats to safety resulting from “home deliveries”. The review noted that in-spite of delivery services being available country wide through health facilities some women (24%) preferred home delivery.

Achievements 

237. The following are the achievements made in providing PMTCT services

a) National PMTCT Guidelines and an operational manual covering the period 2007–2011 were developed. 
b) A PMTCT training manual and IEC materials has been developed.  

c) The Service Availability Mapping (SAM, 2006) indicated that PMTCT services were available country wide. The number of health facilities providing PMTCT increased from 16 in 2004 to 110 in 2006

d) The overall coverage of ANC is 92% of health facilities.    

e) The number of pregnant women who received education on HIV prevention, HIV testing and counselled increased from 65% in 2005 to approximately 90% by end of the first quarter in 2008. 

f) The coverage of HIV infected pregnant women who received antiretroviral prophylaxis for PMTCT increased from 36% in 2005 to 64% in 2007. As part of a comprehensiveness PMTCT services, CD4 cell counts for HIV infected pregnant women are taken and those in need of treatment are initiated. 

g) Swaziland introduced paediatric HIV care in 2007. By December 2007, 18 health facilities were offering HIV testing for infants aged 6 weeks to 9 months through the DNA PCR testing
. In 2007, alone a total of 2,517 DNA PCR tests were performed on 7,376 infants (34%) who received infant dose at delivery

Gaps and Challenges:

238.  The following gaps and challenges were identified during the joint review process.  

a) Although Swaziland has rolled out PMTCT services countrywide (92% of health facilities), there is no information on 4 out of 10 ANC positive clients and their infants who were eligible for ARVs for PMTCT.. 

b) According to the Vulnerability Assessment Committee report (2007) 50% of health facilities do not meet the minimum WHO requirements to provide safe delivery. This is a major challenge for PMTCT given the importance obstetric care in preventing mother to child transmission. 

c) While PMTCT services are offered for free about 24% of women prefer to deliver at home. The quality of services is questionable and the risk of HIV infection during delivery is increased. 

d) Stigma is still persistent and was identified as a barrier to PMTCT uptake or adherence. 

e) Lack of well established referral mechanisms and linkages to ART for care and treatment services and to family planning services for prevention of unwanted pregnancy among the HIV infected women.

Recommendations

239. The Joint Review has made the following recommendations

a) Scale-up current community mobilization strategy for PMTCT with emphasis on men. The community mobilisation should also include improving access to PMTCT information. 

b) Strengthen the role and involvement of PLHIV in community mobilisation and PMTCT community outreach. This strategy would also help to address stigma and discrimination.   

c) Strengthen referral services between PMTCT and other service providers. 

d) Strengthen the capacity of all health facilities to provide comprehensive PMTCT services including testing and counselling. 

e) Strengthen youth friendly PMTCT services including access especially for young people.  
Prevention of HIV and AIDS in the Workplace  

Contextual Analysis 

240.  It is estimated that 40% of employers and employees are currently living with HIV and AIDS in Swaziland (BCHA 2006). The NSP noted the potential of HIV and AIDS to cause a decline in productivity and a decline in labour force as more people circum to AIDS. Given the large number of people who are in the workplace, a systematic introduction of HIV and AIDS workplace programmes translates into strategic business sense.  

241.  In 2006, the NSP noted that the challenges of introducing workplace programmes were associated with the lack of a national policy and guidelines to inform the development of HIV and AIDS workplace programmes. The impact of stigma and discrimination were also noted as major barriers to any effective programme. Of particular concern was the low level of corporate political commitment and response to HIV and AIDS within the context of corporate social responsibility. 

242.  At the time of the review, the suggested national HIV and AIDS workplace police and guidelines had not been developed. The capacity of the Swaziland Business Coalition was noted to be weak and needed capacitating to re-position itself as a key service provider in private the sector. In the public sector outside of the Ministry of Health and Social Welfare a number of public institutions had developed strategic plans and introduced HIV and AIDS workplace policies.    

243. Existing workplace programmes were mainly concentrated in large and medium companies. Small enterprises don’t have workplace programmes. Given the scale of their business, they find it not meaningful to start such programmes, other than the most basic ones such as condom distribution, peer education and referrals.

244.  A review of the beneficiaries of the HIV and AIDS work place programmes indicated that domestic workers were found to be a category that has been marginalised from the mainstream HIV and AIDS response in-spite of their vulnerability and risk of sexual abuse. In addition casual workers in large companies or farms were equally marginalised from accessing mainstream services. 

245.  Casual workers were even more vulnerable given their low wages and poor access to housing. As a result, the review noted that such workers tended to engage in risky sexual practices to complement their wages.

246.  To address some of these challenges, some private sector based HIV and AIDS workplace programmes were establishing partnerships with the communities where they operated. Partnerships had emerged from companies associated with sugar cane production, timber and forestry related activities and large commercial firms. Swaziland Investment Promotion Authority (SIPA) supported a study on stigma and discrimination in the business environment that has to some extent informed business sector interventions. 
247.  The following are the achievements that were noted through literature review and key informant interviews. 

a) The Public Service HIV and AIDS Coordinating Committee (PSHACC) has developed a draft HIV and AIDS workplace policy for Swaziland Government employees (2005) and a Strategic Plan (2006 – 2008).  

b) The Ministry of Health and Social Welfare HIV and AIDS workplace programme was expanded to include the entire health sector. The programme has been decentralised to 11 health facilities mainly government hospitals.  60 Healthcare workers were trained on HIV and AIDS in the workplace.   

c) The Swaziland Uniformed Service Alliance on HIV and AIDS (SUSAH) had developed its own programme and policy.  Peer educators were identified and trained, and IEC materials developed.  A training manual for uniformed services was developed. 

d) The private sector programmes are coordinated through the Business Coalition for HIV and AIDS (BCHA).  BCHA provides technical assistance to other private sector companies in the development of workplace programmes and policies. According to BCHA, 16 private sector companies have developed HIV and AIDS workplace policies and programmes. Most of the programmes focused on awareness and education, training of peer educators, condom distribution, counselling and referral services. Some large companies had established health facilities that were providing on-site treatment including STIs and provision of ART. 

e) The ILO /Swaziland workplace programme had embarked on HIV and AIDS workplace education in collaboration with US Department of Labour. The programme focused on developing interventions that reduce HIV and AIDS risk behaviour among targeted workers and discrimination against people living with HIV in the workplace.  Part of the programme is training of service providers and institutional strengthening of participating companies. 

f) By the end of 2006, a total of 2,179 employees participated in HIV and AIDS workplace programmes in the public sector.
Gaps and Challenges

248.  The following challenges were identified: 

a) Lack of guidelines for developing HIV and AIDS workplace programmes. In 2005, the government developed draft guidelines for HIV and AIDS in the workplace. At the time of the review, the guidelines were still in draft form.

b) Lack of skills and experience in developing such programmes. In the absence of policy guidelines this was considered a daunting challenge. The cost of running institutional based workplace programme was considered prohibitive by the small and medium companies. To them it did make economic sense.  Lack of experience and resource has contributed to inadequate or no mainstreaming at all of HIV and AIDS in corporate functions ranging from management, finance, policy, human resources to service delivery.

c) Given the nature of the employer, providing services for domestic workers in the context of workplace programmes was found to be problematic, difficult to fund or monitor. It was also found to be not cost effective. 

d) The coordination of private sector workplace programmes was found weak and lacked strategic orientation. Key informants attributed this to lack of strong leadership, and private sector it as “doing business as usual”.     

Recommendations

249. The following recommendations are intended to rejuvenate the private sector commitment and response to HIV and AIDS. 

a) Develop a National Policy on HIV and AIDS in the Workplace Programmes

b) Develop a guide on “how to establish, manage and implement HIV and AIDS workplace programmes. Such a guide should articulate the minimum package for workplace HIV and AIDS programmes

c) Provide training to identified HIV and AIDS workplace Coordinators and focal Point Persons in the public and private sectors institutions.  

d) Strengthen the institutional capacity of BCHA to effectively coordinate and monitor the performance of workplace programmes. Encourage popular participation by private sector institutions.

e) Develop a monitoring framework specifically for private sector aligned to the national M&E Framework. 

Condom Logistics, Promotion and Management   

Contextual Analysis  

250. The NSP identified differential availability and affordability of male versus female condoms, limited availability and access, low condom use and conflicting views and messages on the promotion of condom use as strategic issues for addressing for implementation.  

251. The review noted that condoms are distributed for free by the government through health and public facilities or through collaborating organisations including civil society. Socially marketed condoms are managed by Population Services International (PSI). The review also noted that condoms are available from commercial outlets such as pharmacies and retail shops. 

252.  To address the challenges the government in collaboration with other stakeholders developed the National condom Strategy. The draft strategy is yet to be finalised and adopted. With regard to issues of availability and access the number of available condoms increased from 5,441,372 in 2006 to 9,998,930 in 2008. New outlets for free condom distribution were established at district and community levels. Distribution of condoms by PSI increased from 1.7 million in 2006 to 2.9 million in 2007. These figures include PSI branded, as well as condoms sourced from the Ministry of Health and Social Welfare (MOHSW).

253.  The situation with female condoms has not changed much. During the period of the NSP (2006-2008), the number of female condoms distributed annually through MOHSW facilities and through collaborating partner outlets decreased from  216,462 in 2006 to 171,799 in 2007 (MOH/SW Condom records, 2007). However this figure exceeds the target set in the NSP of 80,000 female condoms. By the time of the review there were approximately 465,868 female condoms available for distribution and about 42 000 were expected before the end of 2008, bringing the total figure to 507,868 (MOHSW, Condom Records, June 2008). 

254.  Consistent and correct use of condoms has remained a challenge. The SDHS 2007 reported a drop in consistent condom use by females with their regular and non-regular partners, whereas it had slightly increased for men. All user rates were higher for males than for females. Condom use at the last higher-risk intercourse was (SDHS 2006-07) was found to be 55% for females and 68% for men. Condom use in last sexual act by women and men in the age bracket 15 – 49 with more than one sexual partner stood at 55% and 68% respectively (DHS: 2007). However there was no clear evidence that condoms were being used correctly and consistently.

255. With regard to education and awareness campaigns around condoms significant progress has been made. Knowledge among men and women respectively who know that correct and consistent use of condom can reduce the risk of getting the HIV virus was estimated at 85% to 94% for women and 76 to 93% for men (SDHS, 2007). 88% of women and 89% of men knew of the male condom and where to source it. Only 46% of women and 28% of men knew of the female condom and where to source it. 

256.  The government in collaboration with other partners have addressed the strategic issues identified above in different ways. Female condoms availability has increased, and education and awareness around condoms have also intensified. Available data indicate that condom use has increased.  The interventions particularly at community level have attempted to address the conflicting views and messages on condom.     

257.  During the consultative process the review noted that demand for condoms for other sexual orientations was emerging as a concern by marginalised groups such s men who have sex with other men (MSM)or lesbians. The Mode of Transmission (MOT) study identified MSM as area for consideration in the context of emerging epidemic drivers. 

258.  In addition, it is evident that there is conflicting messages on male circumcision versus condom use. The misperception is that circumcision would replace the need to use condoms especially in stable relationships, as some men believe circumcision prevention infection.  
Achievements
259.  The following achievements were made.

a) A draft National Condom Strategy is developed

b) Condom availability from government sources increased from 5,441,372 in 2006 to 9,998,930 in 2008. New outlets for free condom distribution were established at district and community levels.

c) Socially marketed condoms increased from 1.7 million in 2006 to 2.9 million in 2007. These figures include PSI branded and as well as condoms sourced from MOHSW

d) Female condom distribution increased from 216,462 in 2006 to 171,799 in 2007 (MOH/SW Condom records, 2007). This figure exceeds the NSP target of 80,000 female condoms. Additional condoms were available for 2008 in the tune of 507,868 (MOHSW, Condom Records, June 2008). 

e) Condom use at last higher-risk intercourse was (SDHS 2006-07) found to be 55% for females and 68% for men. 

f) Condom use in last sexual act by women and men in the age bracket 15 – 49 with more than one sexual partner stood at 55% and 68% respectively (DHS: 2007). 

g) Knowledge among men and women respectively who knew that correct and consistent use of condom can reduce the risk of getting HIV virus was estimated at 85% to 94% for women and 76 to 93% for men (SDHS, 2007). 88% of women and 89% of men knew of the male condom and where to source it. Only 46% of women and 28% of men knew of the female condom and where to source it. 

h) Regional condom warehouses were in the process of being constructed. The Lubombo warehouse was functional. 

i) A National Condom Technical Committee has been established. 

Gaps and Challenges

260.  The following are key challenges that were identified by the review in relation to the condom logistics management

a) The National Condom Strategy (developed in 2005) is still in draft, in-spite of the fact that consistent and correct use of condoms has been identified as one of the key prevention behaviours

b) The concept of the Condom Distribution Network is seen as good practice but it has not been further articulate and operationalised. 

c) The VAC 2007, noted that in-spite of the availability of condoms, distribution was compromised by inadequate logistics capacity and systems.   

d) The marketing of female condom was found to be low compared to male condom. 

e) It is generally acknowledged that young people in schools are sexually active. The need to ensure that they remain HIV free is also acknowledge. However provision of condoms in school is not allowed. 

f) Gender inequality and power imbalance continue to affect women’s ability to negotiate for safe sex including condom use.

g) The inconsistent use of condoms by partners in stable relationships was identified (MOT study) to contribute to increasing infections in stable relationships. 

h) Disposal management of used condoms was identified as a challenge especially in urban and semi urban areas. 
Recommendations

261.  The following recommendations are made:

a) Revise and finalise the 2005 National Condom Strategy. 

b) Intensify targeted education and awareness interventions on the condoms.  

c) Strengthen condom distribution mechanisms and strategies. This should include expansion of condom outlets at the community level in rural areas. 

d) Re-consider the policy of preventing condom distribution in schools. The consideration should take into account moral, religious and cultural issues. 

e) Explore non traditional outlets of condom distribution to ensure adequate reach including marginalised and difficult to reach community groups.

f) Conduct a situation analysis to establish the extent condoms are actually being used consistently and correctly.   
Prevention and Management of Sexually Transmitted Infections  

Contextual Analysis 

262.  The NSP noted that untreated sexually transmitted infections (STIs) increase the risk of HIV transmission in the event of unprotected sex. This is evidenced by the number of HIV infections among people with STI. The NSP noted that this is particularly the case with ulcerative types of STIs (infections characterized by genital ulcers)
.  

263.  All health facilities in the country offer syndromic management of STI. Twenty four (24) of these health facilities are also designated to participate in STI clinical surveillance.  The success and effectiveness of the syndromic case management is yet to be evaluated

264. The number of STI cases diagnosed increased from 27,586 in 2006 to 98,719 in 2007 (MOHSW: four quarter report, 2007).  HIV prevalence among female STI patients was 60% of those diagnosed compared to 49% in the case of men. The overall age specific HIV prevalence among STI patients was found to be high in all age groups, with the exception of children below 15 years and adults above 60 years. The highest prevalence was among people aged 25-39 years.

265.  In-spite of syndromic management of STI being available in all health facilities, early health seeking behaviour among STI patients is considered to be low. The review learnt that, in most cases majority of STI patients would in the first instance, seek treatment from traditional health practitioners and only attend to formal health facilities when the infection has advanced. This was found to have two policy implications.

266.  First, traditional health practitioners are often the first contact with STI clients. Their role and participation in the management of STIs and HIV has not been adequately addressed, let alone their collaboration with conventional medicine doctors. Referral is weak and often does not exist. Their experience and level of knowledge and expertise in diagnosing particular cases of STI may be limited and hence compromise treatment. Second, the level of awareness among the STI clients on the quality of services is doubtful. Similarly, health seeking behaviour is compromised by Stigma associated with STIs. This raises fundamental questions on the quality and specificity of interventions in terms of targeting vulnerable groups.  

267.  Since 1996 when the ministry adopted the syndromic management of 80 percent of service providers from the outpatient department and clinics have been trained. The NSP identified limited capacity for clinical laboratories support to STI management in addition to poor supervision of service providers. The review also noted the inadequate targeting of high risk populations. Monitoring was found to be inadequate. Sex workers, Men who have sex with other men, long distance drivers and partners of clients diagnosed with STI were identified as among the population at most risk.  

268.  An emerging concern is the absence of adequate strategies for treating viral STIs as these are not adequately addressed under the syndromic management approach. Availability of key drugs was raised as key concern. 

Achievements

269.  The following are the recommendations related to prevention and management of STIs 

Syndromic management of STI services are available in all health facilities. 80% of nurses have been trained. There is a move to integrate the training manual into the pre-service training. 

a) Twenty four (24) of the health facilities are also designated to participate in STI clinical surveillance.

b) The number of STI cases diagnosed increased from 27,586 in 2006 to 98,719 in 2007 (MOHSW: four quarter report, 2007). This reflects a change in health seeking behaviour among STI patients.
c) A draft National Behaviour Change Communication Strategy for Prevention of Sexually Transmitted Infections was developed. 

d) Currently the health sector is training doctors on the proper management of STI to strengthen STI care and treatment. 
e) As a strategy to improve coordination of STI Services, the government established the post of the STI Focal Person at the ministry. 

f) The training manual on syndromic management for use by all health care providers has been reviewed to incorporate HIV Testing and Counselling and the management of survivors of sexual violence. 

Gaps and Challenges 
270. The following gaps and challenges were identified:

a) Since the inception of the syndromic case management the programme has not been evaluated to assess its effectiveness and emerging challenges if any.  

b) Service providers have experienced challenges in contact tracing due to the nature of clients that is highly mobile, especially with youth, truck drivers and sex workers. 

Recommendations

271.  The review considered the following recommendations 

a) Conduct an evaluation of the syndromic case management programme to establish impact and emerging challenges and service delivery gaps.  

b) Strengthen partner contact and tracing especially among the vulnerable and those considered to be at high risk. 

c) Develop targeted interventions for high risk groups such as commercial sex workers, long distance truck drivers, men who have sex with other men. 
d) Strengthen clinic and laboratory capacity to support diagnosis and management of STIs such as procurement of STI diagnostic equipment and supplies (RPR kits)
e) Strengthen the capacity of doctors and pharmacists in the public and private sectors to support the implementation of syndromic management of STIs
f) The Ministry of Health and Social Welfare should consider the establishment of a centre to promote and support STI research.
Post Exposure Prophylaxis and Universal Precautions 

Contextual analysis 

272.  Post Exposure Prophylaxis (PEP) was introduced in 2005 in Swaziland and included in the NSP as one of the key prevention strategies. The NSP concerns were mainly associated with the low level awareness of accidental exposure to HIV, insufficient availability of protective materials and limited sensitization and availability of PEP services. At the time (2006) the NSP noted that there was no well articulated PEP strategy and services were not readily available. Services were restricted to specialised health facilities. In addition the provision of PEP services were constrained by the requirement of the service provider to undertake a HIV test and counselling. 

273.  The vulnerability assessment survey (2007) found that more than 50% (3 out of 6) of the hospitals reported not having supplies to ensure the safety/protection of staff from HIV such as goggles, aprons and boots. (VAC: 2007).  The findings of a formative survey on “access to HIV and AIDS care among health care workers in Swaziland” found that 45% of respondents in government facilities had difficulty in accessing PEP as compared to 55% who had little or no difficulty in the mission, NGO or private facilities. The current policy assumption is that PEP services are made available to clients within one hour of having contact with a health care worker. In spite of this assumption the Vulnerability Assessment Committee (VAC) 2007 confirmed that health facilities lack capacity to provide PEP services in emergency situation as is the case in gender based violence.  

274.  One of the key lessons learnt in the context of providing PEP services is the persistent fear of infection. This has contributed to some health workers failing to access PEP after occupational exposure.  

Achievements 

275.  The following achievements were made.

a) The National PEP Guidelines were developed and disseminated in 2006. 

b) Awareness and educational workshops were conducted for most at risk groups such as police, Fire Brigade, health workers in health facilities.. 

c) PEP services were made available to victims of sexual abuse.

d) Universal precautions sensitizations had been done for health care workers. 

Gaps and Challenges 

276.   The following gaps were identified.

a) Availability of PEP services is limited to some health facilities, while problems requiring the PEP services are country wide. 

b) Insufficient human capacity to provide PEP services country wide. 

Recommendations

277.  The following recommendations are made. 

a) PEP services should be rolled out and integrated with other health services.  

b) Staff should be capacitated to provide comprehensive and quality PEP services.

c) Education and awareness on PEP should intensified at health facilities, workplace and in the community. PEP awareness should be integrated in the BCC outreach interventions.

d) Strengthen training of high risk groups such as health workers, police and Fire Brigades (Uniformed forces). 

e) Strengthen psychosocial support for survivors of sexual violence to enable them cope with stigma and access PEP services.

f) Reinforce the use of universal precautions on HIV prevention in the context of PEP

g) Strengthen the reporting for PEP through the health sector M&E system.
HIV and AIDS Testing and Counselling  

Contextual analysis 

278.   HIV and AIDS Testing and Counselling (HTC) include both the 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, HIV and for survivors of sexual violence. Services are also offered through free standing centres, 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.

279.  The NSP identified a number of HTC strategic issues that needed to be addressed. These included inadequate HTC coverage and accessibility, scaling up of HTC services, management of client initiated HTC and confidentiality.   

280.  While HTC is not a preventive strategy, it is  an important entry point for HIV prevention. Knowing about ones status helps in making informed decision on the course of action to take. In particular the intention of the NSP is that once people know their status they could take one of the following actions. 

281.  For those who are negative, they could adopt prevention behaviours that would keep them negative, while those who test positive could seek early care and support including accessing ART, IPT or PMTCT as the case may be.  

282.  It is evident from the key informant interviews that HTC as the entry point to prevention, had contributed to reduction of stigma and discrimination. Provider Initiated HTC was based on the need to provide comprehensive treatment. The client initiated HTC was found to be premised on the need to know one’s status and or for purposes of enabling quality treatment.   

283.  The call to diversify testing and counselling was increasingly emerging from both potential service beneficiaries during the regional consultations, and from sections of the development partners, who would like to see the strengthening of community based voluntary HTC facilities. This was premised against the background of services decentralisation and the multi-sectoral involvement. 

284.  It is evident from the consultations that stigma remains a major barrier to accessing HTC.  This illustrates the prevalence of “fear to know”, and the anxiety of what would happen post testing. These may be reflective of the failure of BCC services to impact and empower people to a level their can cope effectively with stigma. 
Achievements 
285.  The following achievements were made. 

a) A cumulative 20% (200, 580) of the general population had tested and know their HIV status (QSCR - 2007) between 2005 and 2007.  In 2007 alone a total of 53,246 tested for HIV and know their status

b) HTC guidelines were developed and disseminated to sector and sub sectors. 

c) A draft HTC Quality Assurance Strategy was developed. 

d) A training manual and strategy for provider initiated HTC was developed. The manual was adapted from WHO guidelines. 

e) Draft standard operating procedure manual for client initiated HTC was developed.

f) A National HTC Task Force was established. 

Gaps and Challenges 
286.  The following gaps and challenges were identified. 

a) Provision of counselling and testing for children under the age of 12 years is not well articulated and support by policy guidelines. This has implications on the requirement for consent from a parent as opposed to any other person taking care of the child while seeking support from counsellors. 

b) Stigma remains a major barrier to testing and disclosure of one’s HIV status. 

c) The review has noted a general lack of experienced and skilled counsellors for minors (under 12 years) and discordant partners

d) It was noted from regional consultations that testing supplies and commodities (testing kits) in some facilities were inadequate and limited the number of people who can test at certain times. The review established the problem to be more of distribution rather than shortage of supplies. 

e) Men were said not to be testing. 

Recommendations

287.  The following recommendations were made to facilitate improvement of HTC service delivery 

a) Intensify targeted HTC campaign at community level. Special attention should be paid to groups most at risk such as sex workers and out of school youth among others. 

b) Increase and expand availability and access to HTC by supporting the establishment of community based HTC facilities. 

c) Finalise and disseminate the HTC Quality Assurance strategy 

d) Develop counselling skills for children and discordant partners   

e) Intensify interventions targeting stigma reduction. 

f) Strengthen regional laboratory facilitates to support HTC. 

g) Make HIV Testing easy by reviewing the algorithm and considering inclusion of innovations strategies such as oral quick and finer prick methodologies
Priority thematic areas 

288.  The table below presents areas that were identified as priority for consideration when developing the next strategic framework for HIV and AIDS.

Table 14: Priority Action Areas
	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Behaviour and Social Change 
	· Informed interventions based on evidence 

· Why, What, How and When?

· Continuously monitor interventions  and results
	Reduced  HIV infections

	HIV Testing and Counselling 
	· Scale up of HTC

· (Increasing people accessing HTC) 
	· Change of behaviour 

· Access ART early

· Disclosure

	Work Place Programme 
	· Bring services closer to industrial areas 
	· Reduced absenteeism 

· High productivity

· Reduced illnesses and deaths 

	STI’s and Male circumcision
	Improved management of STI’s and MC 
	Reduction of STI’s  and improved knowledge about MC.

	Blood  Safety
	Mentoring and motivational program for blood donors 
	Safe blood (HIV free blood)


Section 7:  Care, Support and Treatment

Background Information 

289.  Care, support and treatment are key elements in the national response to HIV and AIDS. The overall goal is to reduce morbidity and mortality due to HIV and AIDS, in addition to reducing social and economic impacts. 

290.  The NSP in its design has addressed these issues through seven inter-related sub-thematic areas. These areas have been identified as Antiretroviral therapy, management of opportunistic infections and pre- antiretroviral therapy, HIV testing and counselling, management of tuberculosis and HIV infection, palliative care, community based care and support, traditional and alternative health therapies.

291.   A majority of the activities under this thematic area fall within the jurisdiction of the health sector. The sector has been defined to include public and private institutions providing health care services in the country. The Ministry of Health and Social Welfare, through the Swaziland National HIV & AIDS Programme (SNAP) has taken the lead to develop the health sector Response through the “Health Sector Strategic Plan for HIV and AIDS 2006-2008”. The plan is aligned to the NSP.  

292.  The following section reviews the progress made and the challenges encountered since the launch of the NSP in 2006. 
Antiretroviral Therapy 

Contextual Analysis 

293.   Provision of ART is critical in alleviating the social economic impact of HIV and AIDS among PLHIV. The Swaziland HIV Estimates and Projection Report (2007) estimated that 171,185 people will be HIV positive by 2007. Of these 58,250 people (53,721 adults and 4,529 children) were identified to be in need of ART. Hence the need to strengthen ART service provision by building on the momentum gained in the achievement of the 3 by 5 initiative in 2005.  

294.  The NSP addresses strategic issues such as the demand and capacity to provide ART, the ability of existing systems to provide supportive services and the critical issue of access to food and micro-nutrients for ART patients. 
295.  The review noted that there has been significant progress in the delivery of ART services. The number of individuals receiving ART increased dramatically during the period of the NSP. This number increased from 13,006 in 2006 to 24, 535 in 2008 comprising of 8,125 males, 14286 females and 2,124 children. This increase is attributed to increased and improved capacity to deliver ART services. The number of sites providing ART increased from 16 in 2005 to 26 sites and 31 outreach clinics by the end of first quarter in 2008. 

296.  Support services have improved significantly. These includes the strengthening of laboratory facilities, increased availability of CD4 count machines from 1 to 10, and provision of additional staff such as  doctors, nurses, and technicians. 

297.  With regard to the NSP intention to improve access to food and micro nutrients the review noted that most of ART patients were being provided with corn soya blend during refill visits. By 2006, ten sites (hospitals and health centres) were distributing corn soya blend to 7, 503 beneficiaries who were on ART and in 2007, the number of sites increased to 24. However the review noted that in-spite of the increase in sites the number of beneficiaries dropped  from 7,503 to 6,983.

298.  ART services continue to encounter challenges as the epidemic unfolds. The number of children accessing ART remains low (9%) compared to the recommended target of 15% of the total number of people on ART. Treatment adherence for children was cited as a challenge particularly when parents are unable to go to health facilities for refill for them as they are working. 

299.  The Joint Review noted that some people opted out of the ART treatment in favour of care and support from traditional health practitioners and by substituting ARV with alternative therapies.  Similarly, the role of traditional health practitioners has not been defined and strategies for cooperation established. In this case treatment adherence was said to have been compromised. Stigma was identified as a major barrier to ART adherence.

300.  The number of people in need of ART is estimated at 58,250 in 2007. The proportion of estimated children in need of ART who are on ART is 46%. The current coverage accounts for 40% only. In order to meet the demand, scaling up ART services is imperative. A plan has already been developed to accelerate the scaling up process.

Achievements 

301.  The following achievements were made with regard to provision of ART.

a) The sub thematic objective to increase the number of PLHIV receiving ART by 75% by 2008 was fully met and exceeded by 13% (1,775 people). 

b) Nutritional support was provided through health facilities offering ART. 

c) Early Infant diagnosis with DNA PCR testing was introduced in 2007. DNA PCR
 was being carried out in all hospitals and selected other health facilities. 

d) Coordination of ART programme was strengthened through provision of additional  human resources including a National ART coordinator, Paediatric ART officer, Case manager and Expert Client Coordinator

e) The ART programme was rolled out to 26 with 31 outreach facilities for refills by early 2008.  

f) 52 PLHIV were actively involved as expert clients providing adherence counselling and following people on ART. 

g) CD4 count machines were increased from 2 in 2005 to 10 in 2008.

h) A HIV drug resistance protocol and early warning indicators for HIV drug resistance were developed in 2006.  To date all patients are monitored for early warning indicators to drug resistance. 

i) Paediatric HIV and AIDS Treatment Guidelines were produced in 2007.

j) By 2008, all children on ART were receiving food packages. 

k) A manual on Dry Blood Sport (DBS) training was approved and paediatric mentoring support provided by partners to various clinics, health centres and hospitals. 

Gaps and Challenges 

302.  The review noted the following strategic gaps and challenges. 

a) Patients start ART too late when their CD4 cell counts is very low. This has contributed to increased high mortality among patients on ART.  

b) Lack of integration between PMTCT and ART programs has lead to few eligible pregnant women being initiated on HAART. Some clinics failed to identify and refer eligible pregnant women because they could not offer CD4 cell count testing.

c) Lack of integration of ART/VCT centres within the facilities has compromised efficiency in service delivery. 

d) Access to ART was limited to a few health facilities. This has implication on utilisation, coverage and adherence. Distance to ART sites for refills was identified as a barrier to treatment adherence given the time and cost it takes

e) The management of TB in HIV infected children and the treatment of severe HIV infection with antiretroviral drugs is complicated by the potential multiple drug interactions.

f) Inadequate disclosure by some ART patients to their partners for fear of rejection and or stigmatisation could lead to poor adherence. 

g) Alternative medicine and faith healers have negatively contributed to adherence with their claims for treatment of HIV and AIDS. 

h) Procurement for opportunistic infection drugs is compromised by a number of reasons. First, drugs are considered expensive and secondly lack of adequate capacity for procurement planning including quantification and forecasting. 

i) Distribution of drugs was found to be constrained by lack of adequate and efficient management systems. 

j) The laboratory policy is still in draft form and hence cannot be used to strengthen laboratory services. 

k) Physical rehabilitation has been largely gone unrecognized or sometimes even ignored due to the lack of information linking HIV and AIDS and disability.

Recommendations 

303.  The gaps and challenges associated with the provision of ART could be addressed through the following recommendations. 
a) Roll out ART services to all health facilities. 
b) Integrate ART services with HTC/VCT and PMTCT. The concept is to attempt to establish a “one stop shop” for services. 

c) With regard to strengthening human resources, consideration should be made for policy changes to allow “task shifting” to enable nurses to initiate treatment. This should be coupled with capacity building and strengthening. 

d) Introduce expert clients for paediatric support in hospital settings. Partnership and collaboration with networks of PLHIV will be desirable.

e) Strengthen drug procurement and distribution systems including the capacity for planning and forecasting demand and supply. Consideration should also be made for procurement of generic drugs. 

f) Roll out and integrate DNA PCR services in all facilities providing child welfare services

g) Increase the number of working viral load machines and decentralise them. 


Management of Tuberculosis (TB) and HIV Infection 

Contextual Analysis 

304.  TB continues to be a leading cause of death for people living with HIV and AIDS. The co-infection of HIV/TB has been a major source of concern since the emergency of the epidemic. TB/HIV co-infection was estimated at 76% in 2007. Consequently, the NSP prioritised the management and treatment of the co-infection as a strategy to reduce mortality among PLHIV.  

305.  The NSP has further articulated interventions to address the re-emergence of the TB epidemic as a result of HIV and AIDS, Limited coverage of DOTS, emergence of drug resistance, insufficient focus on paediatric tuberculosis care and limited access to food and micro-nutrients to complement treatment. The review found that these issues have been largely addressed and work is continuing.  
306.  The review noted that TB epidemic was escalating. Notified cases rose from 8,664 (781 per 100,000) in 2005 to 9,659 (1008 per 100,000) in 2007. The detection rate for pulmonary smear positive TB cases increased (13.7%) from 44% in 2005 to 57.7% in 2007.The target for WHO is 80% for detection. The treatment success rate for pulmonary smear positive TB cases remained at 42% in 2007 indicating no change from 2005 (MOH Swaziland National TB control programme Report 2007). 

307.  The review found that in the last two years the TB programme received considerable support from government and development partners. However the support focused on programme restructuring, setting up systems, carrying out assessments, developing guidelines and establishing strategies for collaboration between TB and HIV activities at different levels of service delivery. While these efforts have laid the foundations for effective service delivery, the positive impacts on reducing TB morbidity and mortality are yet to be seen. 

308.  It was observed that there has been an increased political commitment to TB since 2006, following the Maputo Regional Meeting of Health Ministers on the threat of Multidrug Resistant Tuberculosis and extreme multidrug resistant tuberculosis (MDR/XDR). Efforts were made to restructure the National TB programme which has resulted in the separation of programme management from clinical management of tuberculosis and the creation of regional coordinators positions. The government is in process of completing the construction of a national TB hospital. 
309.  Emerging challenges associated with TB/HIV co-infections include fears by some health workers of treating patients suspected of having multi-drug resistant TB. This issue has not been adequately addressed by health management. 

Achievements 

310.  The following achievements were made

a) Collaboration between TB and HIV programme is being scaled up particularly in the area of training. Training was conducted for TB nurses in HIV Testing and Counselling and TB screening in HIV care settings. ART nurses were also trained in TB screening. A collaboration arrangement has been finalised between SNAP and the TB programme
b) A standardized TB and HIV data collection tool has been developed for capturing HIV related data in TB facilities.
c) 60% of all TB cases (5804) registered were tested for HIV in 2007. 

d) The treatment success rate for TB in 2007 was estimated at 42%.

e) The government has constructed a TB isolation hospital. However it is yet operational. 
Gaps and Challenges 

311.   The following were identified as key gaps and challenges in the management of TB/HIV services. 

a) The emergency of multi drug resistance (MDR) cases. In 2007, 60 MDR cases were recorded. Anecdotal information also suggests that a number of extreme multi drug resistance (XDR) cases have also been identified. 

b) Despite the fact that TB is a treatable disease, it is still a leading killer of PLHIV.  

c) The capacity of laboratory services is limited. This is demonstrated by 55% of TB cases that are initiated without smear examination.

d) While the emerging problem of drug resistance is recognised, there is little and reliable information on the extent of MDR/XDR problem. In addition the country does not have isolation facilities for MDR/XDR cases.  

e) Treatment is compromised by inadequate TB recording and reporting system at all levels.

f) The TB detection rate is too low compared to the WHO targets of 80%. 

g) Lack of isolation facilities has compromised the effective application of DOTS. Patients are not isolated prior to sero-conversion.
Recommendations 

312.  The following recommendations are suggested:

a) Given the impact of TB on HIV patients, TB should be treated with the sense of urgency it deserves.

b) Health facilities should be capacitated to provide the basic service for TB such as sputum collection.  

c) Swaziland should consider introducing the new fast MDR TB tests. 

d) Efforts should be made to encourage health care workers in TB wards to know their HIV status. HIV positive health care workers should be offered the option to transfer to avoid co-infection. 

e) CBCS programme should include TB services. TB care should be rolled out to the community and a greater role of PLHIV articulated. 
Management of Opportunistic Infections and Pre-Antiretroviral Therapy 

Contextual Analysis 

313.  The NSP strategic issue under this sub-thematic area were identified as inadequate national capacity to manage opportunistic infections. The NSP recognised that providing prevention and treatment of opportunistic infections reduced the degree of vulnerability to HIV infections. The consultations noted that people with advanced HIV infection are more vulnerable to opportunistic infections because of the weak immune system. The most common opportunistic infections in Swaziland were identified (Annual Report on ART Programme, 2006) tuberculosis, chronic diarrhoea, herpes zoster, pneumocystis, pneumonia, kaposi sarcoma, oral pharyngeal candidiasis, generalized pruritic dermatitis, cytomegalovirus and toxoplasmosis.

314.  The review observed that Swaziland health system has made significant efforts in addressing opportunistic infections. However in some cases those efforts have been negated by inadequate availability of drugs particularly at clinics level.  Such a situation has resulted in a number of patients being referred to hospitals that did not also have the required drugs. The cost of some opportunistic infection drugs appears to be an inhibiting factor to procurement. Such drugs are generally procured on the basis of availability of funds. The central medical stores do not have a line budget for OIs as compared to the cases of most other drugs.  

315.  Treatment of opportunistic infections in the context of HIV and AIDS could also have been compromised by the fact that the Pre-ART programme is still in its infancy stage. In addition the definition of treatment of opportunistic infection has tended to limit the scope for service delivery. Interviews with key informants suggest the change of such reference to comprehensive HIV care which would encompasses prophylaxis, treatment of opportunistic infections, psychosocial support, sanitation, health education and nutritional support.
Achievements 

316.  Two major achievements were noted in the context of treatment and management of opportunistic infections i.e. 

a) Provision of syndromic management of STIs rolled out country wide. 

b) Health care providers have been trained in syndromic management.

c) Analysis of other services such as community mobilisation and BCC, indicate trends in behaviour changes associated with health care seeking behaviours. This has significant implications on early diagnosis and treatment of OI


Gaps and Challenges 

317.  The following gaps and challenges were identified:

a) There is inadequate capacity for planning drug procurement,  drug projection, and drug distribution. The current management system was said to be weak.   

b) Only doctors are allowed to prescribe certain drugs. While this has been the tradition, current nurses have demonstrated the knowledge and experience to handle some of the prescriptions but are not allowed to do so. It will require a policy decision that would allow nurse to prescribe certain drugs. 
Recommendations 

318.  The following recommendations are made:
a) The Central Medical Stores should review its budgets and introduce provision for funding procurement of opportunistic infection drugs. 

b) Drug distribution and usage monitoring should be strengthened to avoid lack of drugs at any one time in health facilities. 
c) The development of the Pre-ART programme should be accelerated. 

d) The rules that govern the drug list should be reviewed to allow greater role for nurses and facilitate task shifting to alleviate human resource constraints. Task shifting should be accompanied by capacity building and strengthening for nurses. 

HIV Testing and Counselling 

Contextual Analysis 

319.  HIV Testing and counselling (HTC) has been identified as the entry point for HIV prevention, treatment, care and support in Swaziland (HTC and Counselling National Guidelines, 2006). At a personal level, it is seen as a strategy to empower individuals to make informed choices and decision on their lifestyles in a HIV and AIDS environment. 

320.  The NSP support for HTC is premised on the understanding that unless people know their HIV status, provision of treatment care and support not to mention prevention would be difficult. The review findings indicate that it is no longer people not wanting to test but more of what happens after testing. The review noted that people are afraid of being stigmatised or rejected. In-spite of these challenges it was evident that HIV testing and counselling has picked up momentum.  HTC was offered from two perspectives. Provider initiated testing and counselling was provided at health facilities where patients presented themselves for treatment. Provider initiated testing is primarily offered for purposes of enhancing the quality and comprehensiveness of treatment care and support. The client initiated testing and counselling is based on the client needing to know their HIV status or as consent for paving way for comprehensive treatment.    

321.  The review noted that the number of facilities offering HTC had increased to 119 by 2008. Accumulative 20% (200,580) of the general population had tested by 2008 and knew their HIV status. In 2007 alone, 53,246 people tested of whom 47% were HIV positive (QSCR, 2007).  This figure represents only 5.6% of the national population (estimated at 953,253). Swaziland had set a baseline for 2006 at 3% (Road towards Universal Access Report, 2007).

322.  The findings of the review reveals that male uptake in HTC was low. This was attributed to the fact that majority of counsellors are women, and culturally men are unwilling to emotionally express themselves to women. Men have also not been adequately mobilised compared to women. 

323.  Consultations with key informants and regional consultations indicated that young people did not find HTC facilities in the health settings as user friendly. Young people are said to have preferred VTC facilities in the community and preferably managed by young people.. 

Achievements 

324.  The following were the key achievements made.

a) By 2007, 26.5% of the population had ever taken a HIV test and had received their results (SDHS 2007). 

b) The National HTC Guidelines were developed and adopted in 2006.

c) Between 2005 and end of 2007 an accumulative number of 200,580 people had tested for HIV

d) 119 sites were providing HTC of which 110 are Health facilities.
e) National HTC Core Team was formed and operational at decentralised structures.  

f) Over 80% of health workers were trained on HTC, based on standardised manual

Gaps and Challenges 

325.  The following gaps and challenges were identified

a) The current HTC campaign has primarily focused on the nursing cadre while other cadres are not adequately targeted. 

b) The provider initiated testing and counselling was not offered in all health facilities. 

c) Men were said not coming forward to test due stigma, attitudes and cultural barriers. 

d) Currently children under 12 years were not receiving counselling..

Recommendations 

326.  The following recommendations are suggested.

a) Provider initiated counselling and testing should be up scaled in all potential facilities.

b) Targeted efforts focusing all exposed persons and children should be initiated. These could largely be through the mobilisation of lay counsellors including PLHIV in the community. 

c) Efforts must be made to increase the number of people who test for HIV, and know their HIV status.  

d) Strengthen partner notification systems (e.g. partner cards like STI cards) and encourage partner testing. 

e) Collaboration with traditional health practitioners and faith healers in HTC advocacy should be encouraged, articulated and formalised. 

Community Based care and support 

Contextual Analysis 

327.  Community home based care (CBCS) services were introduced to alleviate the burden of care in health facilities given the impact of HIV and AIDS and other chronic illnesses. While the importance of CBCS is acknowledged, service provision has been compromised by limited capacity, weak referral system and limited access to CBCS materials and supplies. The review findings indicate that efforts in strengthening the capacity of CBCS were primarily directed to strengthening institutional systems as opposed to the improvement of skills and expertise of CBCS service providers.  
328.  CBCS services are provided through the clinic home based care nurses and community health workers (Rural Health Motivators (RHM) and community Care givers from NGOs and support groups). Materials used are usually sourced from Tinkhundla CBCS containers, Hospice at home and health facilities. These materials were identified to include latex gloves, detergents, soap, vaseline, disposable napkins, bandages, first aid medication (e.g. panado, ORS) and  in some cases food supplements. The family care givers concept was introduced and is being piloted in Sithobela Inkhundla to address the problem of turnover among community carers and sustainability volunteers.

329.  At the community level CBCS is seen from a broader perspective that included provision of care and support to community empowerment that enabled communities to cope with the challenges of HIV and AIDS, including stigma. It is one area that attracted more partnerships with community based and civil society organisations than any other area. It is also the only sub thematic area that has demonstrated meaningful strategies for community involvement and participation. .

Achievements 

330.  The following achievements were identified.

a) A supportive Supervision Manual for supervisors of Community health workers has been drafted and Home Based Care guidelines have revised
b) The review noted that there were 5,443 home based care clients of whom 40% were men and 60% women by the end of first quarter 2008.

c) CBCS is supporting community based initiatives such as gardening for support groups. The gardening was used as a strategy to improve household food security. 

d) CBCS has proved to be a good entry point for community mobilisation and support for clients who are on ART. 

e) CBCS provided the opportunity for PLHIV participation in the response to HIV and AIDS as volunteers, peer educators or expert clients. 

f) In the area of waste management the environmental health department in the Ministry of health is piloting a double pit latrine initiative, with 1000 latrines constructed that would also be used for waste management of disposables from home based care. 

Gaps and Challenges 

331.  The following gaps and challenges were identified.

a) The performance of CBCS could not be adequately assessed given the lack of data and documentation of activities taking place. Lack of documentation was attributed to three facts. First, the lack of capacity among CBCS service providers. Second, services are mainly provided by volunteers who have no obligation to produce reports and finally there are no data collection tools available for CBCS. 

b) Coordination of CBCS was identified as problematic and ad hoc in nature. 

c) The referral system was found to weak and un-coordinated. The problem was compounded by lack of adequate patient discharge planning and the absence of linkages between the caregivers and health facilities. 

d) The fear of infection among caregivers. The review noted that some of the TB caregivers were infected through provision of care.
e) CBCS is inadequately resourced and hence provision of comprehensive and quality services is compromised. 

f) Male involvement in home based care was found to be too low at 2%.  

Recommendations 

332.  The following recommendations are suggested.

a) Strengthen the capacity for caregivers through training in basic care skills. 

b) Strengthen coordination of CBCS service providers. The role of decentralised coordination institutions should be explored and articulated. 

c) The role of traditional health practitioners in CBCS should be articulate and modalities for cooperation and coordination between them,   health facilities and CBCS care points strengthened.

d) A volunteer allowance should be considered. This will increase retention and sustainability of services. 

e) Minimum quality guidelines for CBCS should be developed and disseminated to all service providers

Palliative Care 

Contextual Analysis 

333.  The NSP recognised the importance of palliative care in the context of HIV and AIDS response. This recognition was found to be aligned to the WHO recommendation that in countries with a high burden of HIV infection, palliative care should be part of a comprehensive care and support package that is provided at all levels. The NSP underscored the need to address the limited accessibility of palliative care services, the inadequate human resources capacity to provide such service and the lack of a national framework to guide the delivery of services. 

334.  The review noted that no major development took place with regard to the implementation of this sub thematic area. For example the number of facilities that offer palliative care remain at the same level as in 2006. The Hospice at Home is still the only facility that has outreach services to the four regions of the country, with limited additional coverage by Salvation Army to a few communities around Mbabane. The results of the review indicate that these facilities are over stretched given the demand for services. 

335.  In the health facilities provision of palliative care is compromised by existing guidelines. None of the existing clinics can carry out pain management of the most common opportunistic infections (Herpes zoster, peripheral neuropathy, skin cancer-Kaposi Sarcoma, cervical cancer and meningitis) given that most clinics cannot prescribe certain drugs. The practice has been clinics referring patients to the nearest hospital which could be a number of kilometres away. Anecdotal information also indicates that some hospitals are also not equipped to provide palliative care.

336.  The existing definition of palliative care was found to be limiting. It was suggested through the key informants and technical working groups that the definition requires to be broadened in line with the WHO definition. The WHO defines palliative care as an approach that helps to improve the quality of life of patients and their families through the prevention and relief of suffering by means of early identification, assessment and treatment of pain and other problems including  physical, psychosocial and spiritual. 

Achievements 

337.  The review did not identify any achievements under this sub thematic area. 

Gaps and Challenges 

338.  The following gaps and challenges were identified 

a) There is a general lack of capacity to provide palliative care. Services are limited to a few health facilities and resources are not adequately allocated to ensure palliative care service development. 

b) The role of palliative care in CBCS is critical, and yet drugs are not easily accessible. The restrictions imposed by the drug list have constrained the provision of quality care and support
Recommendations 

339.  The following recommendations are made.

a) Strengthen and expand palliative care services through health facilities.

b) Mainstream palliative care in community based care and support. 

c) Redefine palliative care in line with the WHO definition.

d) Expand the scope of pain management drugs to increase choices in pain management. 

e) Develop policy and national guidelines for palliative care. 

Traditional and Alternative Health Therapies 

Contextual Analysis 

340.  The intention of the NSP was to strengthen collaboration and partnerships with traditional health practitioners (THP) and providers of alternative health therapies. It is evident from the consultations that THP is an important stakeholder in the national response to HIV and AIDS. The review noted that many people consult traditional health practitioners much earlier than seeking treatment at a health facility. The Joint Review noted that views and opinions of traditional health practitioners matter to most people and cannot be ignored in a multi-sectoral environment.  

341.  The review further noted that no specific efforts were made to develop the partnership or collaboration with THP. However, it was noted that Ministry of Health, with support from WHO had attempted to develop some guidelines for cooperation and collaboration with THP that are have not been concluded. 
342.  NERCHA has made some efforts to pave the way for collaboration with THP through their own organisations. For example THP are represented in the NERCHA Council, they also constitute one of the five sectors. THPs are represented in the Technical Working Groups convened by NERCHA and have representation in the Steering Committee for the Joint Review.  

343.  With regards to alternative health therapies, the review noted that currently there is no policy or similar guidelines regulating the introduction and provision of alternative therapies in Swaziland. However the MOHSW has revised the Swaziland National Pharmaceutical Policy (SNPP) in an attempt to provide a regulatory framework for alternative therapies and traditional medicine. 
344. The revised draft policy states that the practice of traditional medicine and other alternative health care practices shall be regulated by the complementary and Alternative Medicine Practice Act. At the time of the review the Act was in draft form. The revised policy is yet to be approved by Cabinet and hence its provisions cannot be applied. 

Achievements 

345.  There were no specific programmatic achievements established under these sub thematic area, other than the participation of the THP in the NERCHA council and similar institutions. 

Gaps and Challenges 

346.  There are a number of challenges that were established under this section as revealed by key informants and in the regional consultations: 

a) The Ministry of Health and Social Welfare has reviewed the first Swaziland National        Pharmaceutical Policy (SNPP) that was adopted in October 2000. The revised draft policy is among other issues, addressing the traditional and alternative health therapies and espouse for the establishment of the Medicines Regulatory Authority and a Pharmacy Council which will be responsible for the regulation of all aspects of medicines and the pharmaceutical profession respectively. These can only be operationalised once the policies are approved and adopted. 
b) The key challenges with alternative therapies, is quality assurance. Currently there are no mechanisms for controlling or ensuring that imported therapies meet Swaziland’s quality standards.  
c) As much as there is wide spread use of traditional health practitioners and traditional medicine, currently there is no policy framework and or arrangement for cooperation between the Health sector and THP. .

Recommendations 

347.  The following recommendations are made

a) Swaziland needs to urgently put in place a regulatory framework and body to guide the practice of traditional healers and alternative medicine practitioners. This should include a code of conduct that would regulate practitioners from making false claims on treatment and cure, among others. 
b) Develop the capacity of TB, HIV and AIDS particularly treatment literacy with THP and alternative medicine practitioners.
c) There should be a stronger approach to tackle persons who claim to have a cure for HIV and AIDS and who encourage patients to stop taking their ARVs.
d) A framework for cooperation between traditional health practitioners and western medicine should be developed through a participatory and consultative manner. Such a framework should clearly articulate roles and responsibilities of the various parties. 

e) The Finalisation and adoption of current draft policies and Acts should be accelerated, given that the epidemic is considered a national disaster.  

Priority thematic areas 

348.   The table below presents areas that were identified as priority for consideration when developing the next strategic framework for HIV and AIDS.
349. Table 15: Care, support and Treatment: Priority Action Areas. 
	Service Delivery Area
	Key Results Area 
	What we want to achieve

	ART 


	Scaling Up, ART Literacy & Patient follow-up 


	· Uptake 

·  Adherence

·  Paediatric ART 

	350. 
	Health systems strengthening 
	· Improved of delivery of services 

	HIV/TB Management 


	Improved DOTS Strategy, Integrating TB to CBCS and Healer Based Care 
	· Reduced TB cases    

·  Reduced mortality

·  Improved cure rate

	351. 
	Provide & expand isolation facilities 
	· Reduced threat of MDR/XDR 

	352. 
	Integrate TB/HIV management
	· Reduced burden of TB

	Rehabilitation 


	Expand sites (one hospital per region)


	· Improved Access

· Improved quality of life of patients disabled by side effects of treatment

· Increased support for org. involved in service delivery

	Community Based Care Services 


	· Establish a budget line for CBCS for each region

· Strengthen regional and community based structures to coordinate and deliver CBCS 
	· 1.Improved capacity (availability of services, supplies, training for family carers & coverage)

· 2.Improved quality of care

	Traditional Health Practitioners  (Healer’s Based Care)


	· Improved coll. between Traditional healers and Health Sector 
· Improved patient management & improved adherence
	· Create an enabling environment for collaboration between the sectors 

· Establish. a regulatory body for the practice of traditional medicine  

· 2.Providing  TB, HIV(ART) literacy to TH Practitioners


Section 8: Impact Mitigation

Contextual Analysis  

353.  The overall goal of the impact mitigation thematic area is to mitigate the social, economic and psychological impacts of HIV and AIDS on the population and in particular vulnerable groups. Vulnerable groups have been identified as OVC, PLHIV, people with disabilities (PWD), widows and bereaved vulnerable elderly (BVE). Vulnerability of these groups is compounded by poverty and HIV and AIDS.

354.  This thematic area addressed six sub thematic areas i.e. legal, ethical and social rights protection, social protection and livelihood support, counselling and emotional care, food and nutrition security support, educational support and community-driven impact mitigation programs.  The extent to which these sub thematic areas were implemented is reviewed below.  

Legal, Ethical and Social Rights Provision and Protection

Contextual Analysis 

355.  The legal, ethical and social rights provision and protection framework within which the rights of vulnerable groups are to be protected is one of the major intervention areas of the NSP. This is seen as an important area given the inadequate legislation to protect vulnerable groups. Although the country is a signatory to international conventions such as the Convention on the Rights of the Child (CRC) and the Convention on the Elimination of all Forms of Discrimination Against Women (CEDAW), the legal framework in the context of protecting vulnerable groups was found to be inadequate. . Three years after the launch of the NSP, policies that were in draft form, had not been finalised..  These draft policies are highlighted in table 14 below.    

Table 16: Draft policies by 2006

	Policy Document 
	Status in 2006
	Status in 2008 

	1. Agriculture Sector Policy
	Draft
	Draft

	2. Disaster Management Bill 
	Draft
	Become an Act in 2006.

	3. Education Sector HIV and AIDS Policy 
	Draft
	Draft reviewed 

	4. Gender Policy 
	Draft
	Draft

	5. Land policy 
	Draft
	Draft

	6. National Food Security Policy 
	Draft
	Draft

	7. National Policy on Children 
	Draft
	Draft submitted to Cabinet

	8. NGO Policy 
	Draft
	Draft

	9. Poverty Reduction Strategy 
	Draft
	Adopted & Launched 2007

	10. Social Welfare Policy 
	Draft
	Draft being reviewed for finalisation 


356.  The challenge has been lack of adequate human resources to support the final drafting of the policies for presentation to Cabinet for approval and adoption. This situation is likely to change as the government, through the Attorney General’s Office has received support for a two year program from the Commonwealth secretariat (beginning September, 2007) to support the drafting of policies and bills and aligned them to the constitution. At the time of the review, it was noted that the Children’s policy, the Social Welfare policy and the Education sector policy drafts had been reviewed and were awaiting submission to cabinet.   

357.  The review noted that the Constitution was adopted in 2005, provided the necessary legislative framework for the protection of the rights of citizens including OVC and other vulnerable groups. The adoption of the relevant policies would therefore facilitate the enactment of the necessary laws that would create an enforceable environment for the protection of vulnerable and marginalised groups.   

358.  The NSP had projected to support public awareness creation on the rights and obligations of PLHIV and other vulnerable groups. Although there were a number of capacity building and advocacy initiatives undertaken, the review was unable to objectively verify whether this was achieved given the lack of information.

Achievements 

359.  The following are the achievements that were noted under this sub thematic area. 

a) The Disaster Management bill became an Act in 2006.
b) The amendment of the Criminal Procedure and Evidence Act resulted in the establishment of the Children’s Court in 2006

c) The National Multi-Sectoral and HIV and AIDS policy was adopted in 2006.

d) The adoption of the Decentralisation Policy in 2006 facilitated the decentralisation of the HIV and AIDS multi-Sectoral response to regions and communities.  

e) The establishment of the National Children’s Coordinating Unit (NCCU) in July 2007 influenced the revision of the Children’s Policy. 
f) Communities in 360 chiefdoms were trained on legal education and services. 

g) A three year gender programme was developed with the hope it would accelerate the domestication of CEDAW.
h) A mobile birth registration process of children was initiated. This has facilitated the registration of 64,489 children in all the 360 chiefdoms by December, 2007 compared to 24% of children in NCPs who had birth certificates in 2004. All major hospitals now can initiate birth registration of newborn children upon delivery.

i) A total of 7,171 persons were trained on the rights of PLHIV, widows, OVC, PWDs and the elderly in 2007 compared to 935 in 2006 (QCSR : 2007). 

j) The Equal Status of Married Person’s Bill was adopted. 

k) The Domestic Violence and Sexual Offences Bill was drafted. 

Gaps and Challenges 

360.  The following challenges and gaps were identified.

a) There has been a considerable delay in the finalization and adoption of policies and bills due to lack of adequate capacity. 

b) Despite the importance of CRC and CEDAW, none has been domesticated. 
c) While PWD have been identified as a vulnerable group, there are no policy guidelines to inform and guide service provision, access and utilisation by them.

d) There are challenges in harmonising legal interpretation of issues between the common and customary laws especially as those issues relate to the rights of the children. 

Recommendations 

361.  The following recommendations are suggested.

a) Facilitate a review of the laws and policies to ensure mainstreaming of HIV and AIDS concerns. 

b) Facilitate review of appropriate laws to align them with CRC and CEDAW with emphasis on addressing issues that impact on the spread of HIV and AIDS and the welfare of vulnerable groups 
c) Facilitate the finalisation and adoption of the outstanding draft policies and bills especially those that were in draft form in 2006.

d) Support community mobilisation and education on basic human rights in the context of HIV and AIDS.

Social Protection and Livelihoods

Contextual Analysis 

362.  Erratic weather conditions, poverty and HIV and AIDS have exacerbated the degree of vulnerability in most population groups in the country. The NSP estimated that for 2005/6 fiscal year 226,640 people would suffer food shortages. By 2007, the number of people in need of food assistance had reached 410,000 (VAC 2007). Majority of the people are those who depend on subsistence farming as their main source of livelihood. The impacts of poor weather conditions have resulted in breakdown of the traditional social safety nets. 

363.  Gender and disability was identified as having contributed to vulnerability among women and children and hence warranting provision of social protection. This is against a background of a patriarchal society where power relations consider men as superior and women as subordinate, a situation that has compromised women’s abilities to negotiate for safe sex.

364.  The epidemic has had a gender bias with women and the girl child bearing the burden of care and support. As a result women are unable to undertake other social and economic activities and the girls often fail to attend school in order to provide care and support. Women’s ability to address livelihood issues was compromised. . 

365.  The NSP had intended that interventions will facilitate the harmonisation of the provision of basic social services such as shelter, clean water and sanitation for vulnerable households headed by OVC, PLHIV, PWD and the elderly in addition to facilitating the introduction of a comprehensive social security system and scaling up of access to economic and livelihood development schemes by the affected households. 

366.  The review noted that a number of achievements were made. However measuring specific level of success was difficult given the lack of baseline data and information.  Available data (QSCR 2007, p.11) indicates that a total of 630 vulnerable households accessed water, sanitation and shelter in 2006. No figures were available for 2007/8. Available statistics were also not disaggregated by the type of service or gender to allow a more meaningful analysis of the impact. 

367.  The establishment of the Young Heroes program had resulted in the provision of cash to 950 OVC for their food and clothing needs. Cash grants were also introduced to support OVC in addressing their food requirement and needs that are not necessarily met by the food rations. These cash grants have facilitated the acquisition of a wide range of items which would otherwise not have been accessible to OVC. In addition to supporting OVC with such needs as school fees, uniform, clothing, civil society organisations were also assisting in the development of income generating activities. 

368.  While material support was important for OVC, provision of cash grants helped them to purchase other items not already covered in the material support scheme.  The Jointed Review noted that sustaining this kind of support would require policy guidelines. 
369.  The review noted that food received from the National Care Points (NCP), by the OVC, was not necessary sufficient for the affected household. The competition for food was found to create tension.  
370.  Interviews with service providers and caregivers indicated that OVC receiving support also tended to change their social conduct from being good to being negative and disobedient. Overall, at the community level social support seem to contribute to a decline in the community spirit of caring and support. 

371.  In order to facilitate the coordination of food distribution activities, the Disaster Management Agency has created partnerships with civil society organization and UN Agencies that are working at the community level with the affected vulnerable groups. Different operational zones have been designated to various organizations to ensure wide coverage and avoid duplication. Furthermore various committees have been set up to oversee different components of disaster management processes. Such committees include the Food Crisis Committee, Water Crisis Committee, Storms Disaster Committee and the Vulnerability Assessment Committee (VAC) which are multi-sectoral in nature with representatives from various government ministries, UN agencies and civil society organizations.  

Achievements 

372.  The following are the key achievements 

a) Communities are being supported to initiate income generating activities.

b) Communities are also forming micro credit and savings schemes.  

c) Social support groups are being established. A total of 187 support groups for PLHIV were established. 

d) The QSCR report indicates that there were 8,725 people and 378 households that received social grants or financial support in the last quarter in 2007

e) A national study on violence against children and young women in Swaziland was completed in 2007 which indicated that one in three females experienced some form of violence as a child, one in four experienced physical violence as a child, three in ten experienced emotional abuse as a child. 

f) Following the establishment of the Domestic Violence and Child protection and Sexual Offences Unit in the Royal Swaziland Police Force, in 2006, 11 out of 24 Police Stations had child friendly rooms for interviewing children and an additional 5 Police Stations in 2007 bringing the total to 16. The target is to support all 24 Police Stations establish child friendly services. 
g) There has been an increase in the number and training of Lihlombe Lekukhalela who serve as Child Protection Committees in the communities responsible for the protection of children particularly from all forms of abuse.  

h) Trainings on children’s rights, protection and how to deal with child abuse and improve monitoring of such cases has been provided to all Senior Police Officers. 
Gaps and Challenges 

373.  The following gaps were identified.

a) The review found that services were inadequately coordinated resulting in fragmentation and duplication of services in spite of coordination mechanisms being in place. Most services are donor driven resulting in parallel services being provided to some communities. 

b) Provision of service to PWD was found to be fragmented, un-coordinated and ad hoc. Key services were also not accessible to PWD. 

c) Gender inequality has negatively impacted on women especially in decision making about their sexuality and access to HIV and AIDS services. 

d) The current social security systems was found not comprehensive enough and did  not cover all vulnerable groups as intended by the NSP. The focus on elderly and selected PWD marginalises other vulnerable groups. 

e) The mushrooming of un registered foster families may compromise the provision of services as competition increases and quality standards fall. Many people want to be foster families because of the support they would get as a result.
Recommendations  

374.   The following recommendations are made.

a) Strengthen coordination mechanism at regional and community level. The role of community institutions such as Tinkhundla should be strengthened. 
b) Provide guidelines for service provision that are aligned to the minimum package of services. 

c) Develop a comprehensive social protection framework that is inclusive of all vulnerable groups. 

d) Harmonise the coordination and provision of services for PWD. The ideal situation would be to develop one coordination unit responsible for PWD. 

e) Scale up and strengthen Micro-credit schemes. Access to micro-credit and training should also be made available to able children to improve their livelihood at household level
Counselling and Emotional Care 

Contextual Analysis 

375.   It is generally agreed that HIV and AIDS has long term social and mental impacts on those affected and infected. The greatest impact is on children especially orphans and vulnerable children. The intention of the NSP is to promote and support counselling and emotional care that would provide the basis for coping with emotional distress. The NSP noted that inadequate mental and emotional care for OVC and care givers and other vulnerable groups, as well as issues of adoption and fostering of OVC were challenges that had not been adequately addressed. 

376.  In reviewing the progress made, the Joint Review observed that mental health services were centralized and access by people in need was limited. In responding to these challenge caregivers in the community were trained to provide counselling and emotional care to OVC, PLHIV and the elderly. In the absence of baseline data and statistical information on service delivery, it was difficult for the Joint Review to establish the extent this objective was achieved.  The review further noted that the problem was compound by the fact the target groups were mobile and tracking system had not been developed.  In-spite of these challenges some progress was made as shown in the following section. 

Achievements 

377.  The following achievements were made

a) A psychosocial support manual and training kit was developed in 2006. The manual and the kit were used to train approximately 10,000 caregivers in all 360 chiefdoms. 

b) A total of 5,236 vulnerable people received counselling and emotional care support in the last quarter of 2007 (QSCR: 2007).  Counselling was provided by religious organisations to those in need. 

c) A survey of psychosocial support for children in Swaziland, and a study on the impact of training caregivers at NCPs on psychosocial support for OVC were conducted in 2007.

d) A National Psychosocial Support Strategy and an Operational Plan were developed under the leadership of the NCCU

e) Counselling and awareness creation through the “Know your HIV status” created demand for HIV testing among the target group.

f) Health personnel have established an HIV and AIDS workplace policy.  One of the main components of the policy is caring for carers which addresses counselling and emotional care needs of caregivers within the health sector.

Gaps and Challenges 

378.  The following challenges were identified.

a) The quality of training offered to caregivers on psychosocial support was found to be inadequate. The one week duration of the course was found to be too short. 

b) The review noted that there were no user friendly guidelines and checklist for caregivers to guide them in service provision. 
c) The health sector workplace policy is only applicable to health personnel and is not extended to other caregivers who need the services and particularly those operating outside of public sector. 

d) Mental health personnel have not been mobilized to assist in training of those providing counselling.

e) The review found that “care for carers” services were limited and not strategically structured and mainstreamed in the core services provision.

f) Provision of counselling for children was said to be inadequate. SDHS noted that only 4.6% of the children surveyed reported having had some form of counselling. 

g) Referral system was found to be weak and inadequate. 

h) Lack of awareness of available psychosocial service providers constrained access and utilisation. 

Recommendations 

379.  To address the above challenges the following recommendations are made. 

a) Standardise the requirements for caregivers to ensure quality of service.

b) Develop and mainstream care for carers programmes. 

c) Strengthen the monitoring of services related to psychosocial support. 

d) Develop a register (directory) of psychosocial services providers
Food and Nutrition Security Support

Contextual Analysis

380.  Household food insecurity has increased largely due to erratic weather conditions, poverty and HIV and AIDS. The country experienced recurring droughts in the past six years. This has resulted in many vulnerable populations needing food assistance. The review noted that food assistance was provided and coordinated by the Disaster Management Agency, in collaboration with other partners.  

381.  By 2006, 69% of the population was living under the poverty datum line (PRSAP). This population was said to be living on US$1 a day. As a result the affected population could not manage to purchase their minimum household food requirement, and hence they were classified as in need of food. The NSP concern was that many people failed to have at least one nutritious meal per day. In an environment of HIV and AIDS, vulnerability to infection increases among the poor and hungry and for those on ART adherence is compromised.  

382.  A number of interventions were initiated to respond to the challenges. As a result a total of 407,000 identified in need of food received some food support in 2007. This figure corresponds to the Vulnerability Assessment Committee (VAC) survey which estimated that about 410,000 persons would require food support in 2007 (National Nutrition Bulletin: 2007, p.4). To complement food provision, some partners (Save the Children) established half cash grant and half food ration approach to some households. The initiative was found to have reached 4,500 people in 7,650 affected households. Among them were 147 child headed households.  The review noted that other options of providing support other than cash such as Food for work, and voucher system had not been tried in Swaziland. 

Achievements 

383.  The following achievements were made.

a) A total of 94,859 persons from 21,287 households in 142 communities received food and nutrition support (QSCR: October to December, 2007)

b) The Indlunkhulu project was scaled up in all chiefdoms to mitigate food insecurity among the OVC, particularly in child headed households. 

c) The concept of Junior Farmer Fields has been introduced in communities mainly for orphans to equip them with farming skills to engage in income generation.

d) A number of service providers (NGOs) were providing food parcels to households with vulnerable groups such as OVC, PLHIV, BVEs and child headed households. 

e) Implementing partners were supplying OVC and PLHIV with farm inputs to establish backyard gardens. Fencing materials was provided to ensure that gardens are protected and secured particularly from livestock. The backyard gardens have improved the diets of beneficiaries as they now have a regular supply of vegetables. 

f) Neighbourhood Care Points (NCPs) have increased from 300 in 2005 to 625 in 2008. This has reached over 30,000 children (UNICEF: 2006). 

g) There are currently 37 social centres in the 12 cities and towns throughout the country providing cooked food for vulnerable groups in urban centres. 

h) Most of the NCPs and social centres have vegetable gardens that supplement the diet and ensure a nutritious meal for the children. 

i)   The MOAC has also established vegetable nurseries to supply vegetable seedlings for use in gardens by NCPs, social centres and OVC in the Shiselweni region.

Gaps and Challenges 

384.  The following challenges were identified.

a) There were no clear guidelines to inform nutrition requirements for PLHV, OVC and other vulnerable groups. 

b) Lack of a comprehensive community food security strategy, may compromise long term sustainability of interventions. Such strategy also needs to be aligned to the national food security strategy. 

c) The Nutritional Council was found to be weak in spearheading the nutrition agenda in the context of HIV and AIDS.

d) Lack of farm land in urban areas was found to be a barrier in establishing backyard gardens or urban framing. This has direct impact on provision of sufficient food to support the nutritional requirements of OVC living in urban areas. 

e) Generally coordination among key organisations involved in provision of food or supporting food production was found to be weak. .  

Recommendations 

385.  The following recommendations are made.
a) Strengthen coordination of service providers and facilitate collaboration with community based coordinating structures. 
b) Develop services monitoring systems at community level linked to existing regional and national systems. 
c) Strengthen institutional capacity of Nutrition Council to effectively facilitate the implementation of the nutritional agenda and in particular as it relates to HIV and AIDS.

d) Revise the farm inputs procurement procedures to avoid situations where farm inputs are received late for ploughing. 

Educational Support 

Contextual Analysis 

386.   The education sector is among the most affected by HIV and AIDS. Some of the direct impacts include poor enrolment of OVC, school drop outs given the inability to meet basic needs and even to provide care and support to relatives. Increasing poverty levels currently at 69% has become a barrier for vulnerable households sending children to schools. This is apparent in child headed households and those headed by vulnerable elderly women.  

387.   The NSP intended to ensure that at least all OVC and other disadvantaged youth had access to formal or non-formal education. The intention was premised on the importance of education in facilitating increased awareness and comprehensive knowledge of HIV and AIDS among children and hence contributing to the adoption of key prevention behaviours such as abstinence.  The intention was built on the strength of the constitution adopted in 2005 that indicated that after three years of adoption, every eligible child would have been enrolled in a formal school. The SDHS 2007, noted that 90% of OVC were attending school and 10% had not been enrolled. 

388.  The review noted that several interventions had been initiated by government in collaboration with other development partners, NGOs, FBOs, and CBOs to support vulnerable communities to send children to schools. Grants were being provided to cater for school fees, and purchase basic commodities. Government grants had increased from E16 million in 2003 to E47 million in 2007 (UNGASS: 2008, p.31). The Department of Social Welfare is providing support in form of school fees, uniforms and stationery. Approximately 4,164 children in primary, secondary as well as high schools had benefited from this support. 

389.  While the introduction of school grants had the positive side of ensuring that eligible children and in particular OVC were enrolled in schools, it also contributed to over-crowding. To address this challenge UNICEF was piloting the employment of volunteer teachers in schools. The review learnt that the project had reached out to 44 schools with the objective of covering all schools by 2010.  

390.  A pilot project was initiated to develop schools as centres for care and support. The project aims at empowering school communities to provide care and support to children, teachers and families affected by HIV and AIDS. In addition the schools were to be strengthened to promote and support the rights of girls and orphans. The project had reached out to 40 schools at the time of the review   

Achievements 

391.  The following achievements were noted.

a) School grants had been introduced for education support by government and other partners. The grants have accelerated the enrolment of OVC in schools. 

b) Government have introduced free textbooks and stationery for all children in primary schools.

c) 90% of the OVC were attending schools (SDHS). 

d) Sebenta National Institute, was reoriented to address school going OVC in their basic literacy classes in a non-formal setting originally planned for adults. A special curriculum i.e. Non-Formal Upper Primary Education (NUPE) was developed to enable children attending Sebenta classes to sit for the primary school certificate. In addition, life skills education was being offered. Current skills being taught include knitting, sewing and cooking.  The skills prepare OVC to start income generating activities. 

e) A high school for the deaf is anticipated to become operational by 2009. Currently deaf children can only access education up to primary school level. 

f) The school feeding scheme was re-introduced in most primary schools to mitigate the impact of HIV and AIDS and enhance school attendance and retention. The Sebenta programme also has a school feeding program. A total of 74,563 children from 173 schools benefited from the programme in 2007.

g) In 2006, 891 young people benefited from the Junior Farmer Fields life skills program in 5 sites and this figure increased to 2,965 in 21 sites in 2007.  

h) The Early Childhood Care and Development (ECCD) programme was introduced to provide pre-school teacher training focusing on child development needs. 

Gaps and Challenges 

392.  The analysis of available information established the following gaps and challenges.

a) Monitoring of education support, especially education grants to OVC was found to be weak and un-coordinated. Data collected was also not disaggregated by gender and age making analysis and decision making challenging. 

b) The Education grants did not cover purchase of uniforms. 

c) Access to education beyond primary school level by children with hearing impairment was compromised by lack of facilities.. 

d) Even though efforts were being made to ensure that all children have a birth certificate, this has remained a challenge for many OVC. 

e) The SHAPMoS data collection tools did not include reporting on OVC services in the community by service providers. This has compromised the availability of reliable data for decision making and planning. 
f) Even though the constitution indicates that within three years of its commencement, every Swazi child will have the right to free primary education, this constitutional provision had not been implemented

Recommendations 

393.  The following recommendations were made. 
a) Strengthen monitoring of service being provided to OVC.  

b) Increase and expand the education grants and improve their management especially with regard to grants payment by government. Such grants should also cover purchase of school uniforms. Develop and increase the number of schools catering for children with disability. 
c) The capacity for sign language also needs to be strengthened. . 

d) Accelerate the identification of OVC and other children and their registration for birth certificates. 

e) Waive the requirements for birth certificates for OVC to be registered in schools and parents death certificates for OVC to access government school grants, especially for child headed households.   

f) The Constitutional requirement for all children to be enrolled in schools should be implemented.  

Community Driven Impact Mitigation Programme 

Contextual Analysis 

394.  The key issues of concern for the NSP under this sub thematic area were two. First the apparent lack of meaningful involvement and participation by communities in impact mitigation interventions. Second, that existing interventions were not packaged with other social services of interest to OVC and other vulnerable groups such counselling, protection and caring of the sick.  , The NSP focused on strengthening the capacity of community structures, such as the extended family structures, support groups of PLHIV, care givers, Umphakatsi and Inkhundla to provide integrated impact mitigation services.   

395.  The review noted that a number of interventions such as Inkhunkhulu, KaGogo Centres and the Neighbourhood Care Points were established before the NSP. While these interventions were found to be important in the community response, the joint review could not find any evidence of the community involvement in their choice and planning.  The focus of these interventions has been improving access to food and strengthening community food security.  

396.  There are 301 KaGogo centres spread out in chiefdoms and urban centres.  The Joint Review noted that KaGogo centres were revived during the period of the NSP to facilitate community mobilisation and participation in HIV and AIDS interventions.  The centres serve as secretariats and coordination points for community activities. They also facilitate data collection on OVC in the community.  

397.  The Regional Multi-sectoral Coordination Committee (REMSHACCs) has trained community members and Tinkhundla leaders on HIV and AIDS service delivery. This is within the context of decentralised service delivery. Capacity was strengthened in other community structures such as the Chiefs and Bandlancane on a pilot basis. Partnerships are emerging between communities and community based organisations (CBOs) and with civil society organisations. 
Achievements 

398.  The review noted the following achievements.

a) 301 KaGogo Centres were established in Chiefdoms and urban centres. 

b) Caregivers have been trained on the management of NCPs, ECCD, and support groups. They have also been trained on how to start income generating activities.

c) The training of Lihlombe Lekukhalela (LL) committees has been scaled up in all 360 chiefdoms in the country focusing on child protection. 

d) Training was conducted on legal rights for 300 communities. Topics covered during the training included legal rights, making of wills, inheritance issues and the rights of OVC and PLHIV.  

Gaps and Challenges 

399.  The following challenges were identified.  

a) Community driven impact mitigations were found to be limited. The scope and potential of communities in this area had not been adequately explored. 

b) The scope of the current interventions was still focused on provision of food and has not integrated essential social services such as psychosocial support, counselling and protection. 

c) The community capacity for project identification and planning was inadequate. . 

Recommendations / Priority Areas for Action

400.  The following recommendations are made 

a) Diversify the scope of community based impact mitigation interventions. 

b) Strengthen community capacity to identify, plan and implement community based impact mitigation interventions. 

c) Expand the scope of existing interventions to include not only direct benefits such s food and clothing but also psychosocial support, counselling and protection.  

Priority Action Areas    

401.  The table below presents areas that were identified as priority for consideration when developing the next strategic framework for HIV and AIDS.

Table 17:  Impact mitigation –priority action areas
	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Adoption of policies and systems strengthening


	Creation of a conducive environment 


	· Guidance in service delivery and coordination

· Adequate budgeting for services 
· Coordination and Joint planning

	402. 
	Urban/rural assessments of needs
	· Equitable distribution of resources and services

	Social protection and livelihood support 
	Skills development 
	· Improved livelihood for OVC and other vulnerable groups 

	Psychosocial support 
	Expanded service provision 
	· Reduced emotional trauma and improved coping mechanisms 

	Food and nutrition support 
	Food production 
	· Availability  and access to food for all OVC and vulnerable groups 

	Educational support 
	OVC school enrolment 
	· Enrolment and retention of OVC in school.  

	Community driven interventions 
	Community participation and ownership 
	· Initiation of projects 


Section 9: Monitoring and Evaluation

Background Information 

403.  The review focused on the assessment of the institutional and operational arrangements of the national monitoring and evaluation (M&E) framework for the national multi-sectoral response to HIV and AIDS at national, regional and community levels in addition to sectors and sub sectors.  The process included a review of the existing guidelines, data collection tools, reporting formats and the linkages between HIV M&E stakeholders. The review further considered the extent M&E information and data was being shared disseminated and utilised,  and finally consideration was given to the issues of HIV and AIDS research, the research agenda, and funding for M&E.   

404.  The NSP focused mainly on capacity building and strengthening of the national M&E system at national, regional and community level and within the sectors and sub sectors. This was premised on the appreciation of the insufficient M&E in the previous strategic plan and the need to ensure a multi-sectoral involvement in a decentralised institutional arrangement of the national response.  

405.  The existing M&E system concentrated on tracking the performance of the national multi-sectoral response to HIV and AIDS using core indicators established for each sub thematic areas. The review considered how Swaziland complied with its international obligations and commitments with regard to the Millennium Development Goals (MDG’s), United Nations General Assembly Special Session (UNGASS), the Abuja and Southern Africa Development Cooperation (SADC) Declarations on HIV and AIDS respectively. 

406.  In ensuring a comprehensive review of the national M&E system the consultants used the twelve components of a functional M&E framework. These components are: 

i. Organizational structures with HIV &E functions

ii. Human capacity for HIV M&E

iii. Partnerships to plan, coordinate and manage the HIV M&E system

iv. National multi-sectoral HIV M&E plan

v. Annual costed national HIV M&E work plan

vi. Advocacy, communications, and culture for HIV M&E

vii. Routine HIV programme monitoring

viii. Surveys and surveillance 

ix. National and sub-national HIV databases

x. Supportive supervision and data auditing 

xi. HIV evaluation and research

xii. Data dissemination and research 

Organisational Structures with M&E Functions 

Contextual Analysis 

407.  The 3-Ones principles suggest the use of one framework for monitoring and evaluating the national multi-sectoral responses to HIV and AIDS. Such a framework ideally should be coordinated by one authority. The review noted that the adoption of the 3-Ones principles in Swaziland strengthened the use of the existing National HIV and AIDS M&E system to monitor and evaluate the performance of the NSP. The current M&E system was developed prior to the development of the NSP. However, it was later reviewed and attempts were made to harmonise it with NSP particularly in the case of indicators.  

408.  The National HIV and AIDS M&E system is made up of two sub sects. The first sect is the Swaziland HIV and AIDS Monitoring System (SHAPMoS) that supports monitoring of non health sector HIV interventions. SHAPMoS was launched in 2006. The second sect is the Swaziland National AIDS Programme (SNAP) M&E that was established in 2005. The focus of the second sect is monitoring and evaluating health sector HIV and AIDS responses. It was observed that coordination of the two sects was vertical at regional and community level, and only converged at the National M&E System where information was consolidated into national reports such as the Quarterly Services Coverage Reports (QSCR). The National HIV/AIDS M&E system was coordinated by NERCHA.   

409.  The review found that SHAPMoS was decentralised to the regions and communities through the decentralised coordinating structures. At the regional level coordination was facilitated by the Regional Multi-Sectoral HIV and AIDS Monitoring and Evaluation Coordinating Committee (REMSHACC), while at the community level coordination was through Tinkhundla Multi-Sectoral HIV and AIDS Monitoring and Evaluation Coordinating Committee (TIMSHACC) and the Community multi-sectoral HIV and AIDS Monitoring and Evaluation Coordinating Committee (COMSHACC). NERCHA was responsible for coordinating not only the SHAPMoS, but also the national M&E system at national level.

410.  The SNAP- M&E was coordinated by the MOHSW HIV and AIDS M&E unit that is linked to the Health Management Information Systems (HMIS). The health sector HIV and AIDS M&E system was decentralised through the health facilities where nurses are responsible for data collection and preparation of reports. Such reports once compiled are then forwarded to the regional HMIS M&E office for consolidation and onward transmission to SNAP M&E national office. HIV-related routine data collected through the HMIS is submitted to the SNAP M&E unit where it is analyzed and then forwarded to the National HIV M&E office at NERCHA. 

411.  Coordination of SHAPMoS at regional level is facilitated by the Regional HIV and AIDS Monitoring and Evaluation Coordinators (REMACs). The REMACs work in collaboration with the HIV and AIDS Regional Coordinators (RC) under the Ministry of Regional Development and Youth Affairs (MRDYA). The HIV and AIDS Regional Coordinators are responsible for the overall coordination of HIV/AIDS activities in the regions. 

412.  To facilitate coordination and provision of technical support, a multi-sectoral Technical Working Group (TWG) was established. This group has the technical and policy oversight responsibility for the National HIV and AIDS M&S system. The TWG is also responsible for reviewing progress made in the implementation of the NERCHA annual M&E work plan.

413.  The findings indicates that SHAPMoS was perceived as the National HIV and AIDS M&E system while in fact it was focused on non-health HIV and AIDS data. The challenge is that the name SHAPMoS is more reflective of a national data system as opposed to a sect.

Achievements 

414.  The review noted the following achievements

a) The SHAPMoS coordinating unit was established in 2006. 

b) During the period of the NSP, there was increased funding for M&E.  Approximately E1, 700, 000.00 was received from the Government of Swaziland and E500, 000.00 from GFTAM. 

c) The M&E system has been decentralised to regions and communities. The systems were found to be functional. 

Gaps and Challenges 

415.  The following gaps and challenges were identified.

a) SHAPMoS is perceived as the national M&E system when it is not. 

b) While the regional M&E coordination structures were found to be functional, their capacity was found to be weak. This is evidenced by the inability of regional M&E systems to adequately analyse M&E data and make use of some of the data for regional level planning. 

c) Collaboration between the SHAPMoS and SNAP M&E at regional level was found to be very limited and compromised the concept of multi-sectoral and 3-Ones principles in the case of M&E. 

d) The community institutions such as TIMSHACC and COMSHACC lacked the skills and experience for data collection and compilation. 

e) The current M&E systems have not adequately integrated M&E systems from other sectors outside of public institutions such as civil society and development partners. 

Recommendations 

416.  The following recommendations were made

a) Transform SHAPMoS to be truly the National M&E System and find another wording for non health data M&E. 

b) Strengthen the links between SHAPMoS and SNAP M&E especially during the planning processes. 

c) Facilitate strengthening linkages between civil society and development partners M&E systems with the national M&E system.   

Human Capacity for HIV M&E

Contextual Analysis 

417.  A functional national M&E system is one that has adequate skilled and experienced human resources at all levels. The national M&E system defined the set of skills and qualifications required to ensure effective operations at national regional and community level. It was envisaged that where capacity was inadequate it was to be strengthened during the NSP period through formal and in-service training, mentorship, and internships 

418.  The review findings noted that the National Coordinator for the National M&E system had been recruited and a Technical Advisor seconded by UNAIDS. The role of the Technical Advisor is to assist the strengthening and development of the M&E system including decentralisation to regions, sectors and sub sectors. In 2006, the SHAPMoS secretariat had recruited the core staff including the SHAPMoS Manager and two M&E officers.  Similarly the SNAP M&E Unit, (MOHSW) at national level had recruited a National Coordinator, three Information Officers and Assistant Information Officers respectively, in addition to support staff.  The Health Management Information Systems (HMIS) Data clerks were also recruited in 2007 to improve data processing. At sector and sub sector levels the review found that some partners had also appointed HIV M&E focal point persons. 

419.  While HIV M&E human resources development was an on-going process, the review found that overall there was inadequate skilled and experienced human resource capacity. The most affected sectors were civil society and the private sector. Many of the personnel appointed to perform M&E functions were not necessarily M&E professionals.  This had necessitated more skills development. 
420.  The review further noted that efficiency and effectiveness of the National M&E system was compromised by the high rate of attrition at all levels. It was further noted that some of the vacant positions had not been filled on time. In the case for SHAPMoS, the review noted that in the absence of the Data Manager and Data Clerks the operations had slowed down data processing and M&E information dissemination. The position of the HIV and AIDS Research Officer had also not been filled. Inadequate human resources do not only compromises operational efficiency of the system but also access and availability of M&E information for use in programme planning and decision making.    

421.  The failure to recruit the HIV and AIDS Research Officer contributed to the poor implementation of the NSP projected activities related to HIV and AIDS research. Consequently activities such as articulating and setting up the HIV national research agenda, coordination of HIV research activities and updating of the HIV research database among others are still outstanding. 

Achievements 

422.  Most of the achievements in this category were mainly associated with M&E training for staff at all levels, sectors and sub sectors. The following trainings were conducted. 
a) An introductory training on M&E concepts was conducted in June 2006 for 20 participants. In October 2007, training of trainers was undertaken with 16 participants drawn from NERCHA, CANGO, BCHA, SWANNEPHA, SNYC, AMICAALL, PSHACC and SIMPA. In August 2007, the second training on M&E concepts was conducted for the same participants who attended the first training in June. The trained focused on data quality, analysis and use. The attendance in this course included 10 HMIS staff, 20 SNAP staff, and 4 staff members from the National TB Programme. 

b) In October 2007, training was conducted on HIV Estimates and Projections for the national HIV M&E staff, the MOHSW and selected representatives from other partners. People were trained on the UNAIDS estimation methodology using the Spectrum and Estimation and Projection Package (EPP) software. This trained resulted in the updated 2007 Swaziland HIV estimates on HIV prevalence. 

c) The recruitment of core staff for SHAPMoS and SNAP M&E units. 

d) Development of the M&E Human Resource Capacity Assessment Tool in 2008. 

e) M&E mentorship was provided to REMACs in all the regions. This has contributed to enhancing a culture for monitoring and evaluation among partner organisations.  

f) The MOHSW has embarked on a programme to building and strengthen the capacity of regional HMIS M&E officers in data collection and management.

Gaps and Challenges 

423.  The following gaps and challenges were indentified.

a) The review noted the inadequacy of experienced and skilled HIV M&E human resources at all levels, sectors and sub sectors. The most affected were civil society and the private sector. Many of the personnel appointed to perform M&E functions were not necessarily M&E professionals. 

b) Attrition of M&E trained and experienced staff has negatively impacted on the effectiveness and efficiency of the M&E systems. 

Recommendations 

424.   The following recommendations are made.

a) A more organised and modulated M&E curriculum should be developed. This would enable adequate planning for M&E training and also provide guidelines for career development in M&E. Such a programme should go beyond basic training to more sophisticated data analysis methodologies. The modulated curriculum could be provided in phases. 

b) The curriculum should integrate refresher courses on basic M&E and SHAPMoS including SiSwati M&E training modules and data collection tools for community level data collectors. 

c) It is recommended that a review be conducted of the positions that are vacant after the development of the next NSP, and relevant positions filled in line with the needs of the M&E system for the next NSF. 

Partnerships to Plan Coordinate and Manage the HIV M&E Systems 

Contextual Analysis 

425.  The efficiency and effectiveness of a National M&E system is dependent on existence of functional systems and more strategically on the coordination among the various partners. The current M&E system was found to have a dual coordination system. First the SHAPMoS is coordinated by NERCHA at national level and at the regional level by the decentralised institutions (REMSHACCs, TIMSHACCS, and COMSHACCS) discussed above. The Health Sector M&E is coordinated through the Ministry of Health and Social Welfare. Both HIV and AIDS M&E systems converge at the national level where coordination is facilitated by NERCHA.  There are also five sectors and eighteen sub sectors that either has well developed M&E systems or systems are currently being developed. These sectors and sub sectors are described in Section 5 of the report. 

426.  The multi-sectoral and decentralised approach adopted for the implementation of the National M&E system demands adequate coordination and collaboration among the various partners. Alignment by each collaborating partner to SHAPMoS or the SNAP M&E is necessary for coordination and reporting purposes. 

427.  It was also evident that stakeholders confuse SHAPMoS with the National HIV and AIDS M&E system. The Joint Review noted that SHAPMoS represent non-health HIV and AIDS information. What was also evident was that the national M&E system did not have a unique or its own identity similar to SHAPMoS. 
428.  The review found that a multi-sectoral M&E Technical Working Group (TWG) was established in 2003. The TWG was established to support the implementation of the National M&E System, and the national M&E Road Map. The work of the TWG is facilitated by NERCHA. 

Achievements 

429.  The coordination of the M&E system has improved significantly with the strengthening of regional M&E coordinating structures, the development of human resources, and training that were undertaken between 2006 and 2008. 

Gaps and Challenges 

430.  The following gaps and challenges were identified.

a) M&E coordination with development partners and civil society organisations remains a challenge. In most cases development partners have their own M&E systems that are not fully aligned to the National M&E system. With regard to civil society organisation, M&E is not fully developed and adequately managed and hence systematic and sustained coordination is problematic. 

b) Within the context of coordination communication between the various partners was identified as an important challenge. Without organised communication, coordination is compromised.   

c) The review noted that coordination structure, roles and responsibilities are not clearly defined and hence operationalising coordination remains a challenge. 

d) The TWG was found to be an important element in the national M&E coordination structure. The 2005 Operational Plan articulated specific Terms of Reference regarding the management, composition and mandate of the TWG. Similarly the 2006 -2008 National HIV M&E Road map outlined the coordinating strategies for the M&E TWG. The review observed that while progress was made in strengthening the TWG, the composition has not been consistent, and the participation has been ad hoc.

e) The review noted that the National M&E Roadmap had not been fully implemented in line with the planned activities. 

f) Coordination of the M&E was found to have been compromised by the different partner organisation mandates. Harmonisation and alignment was not adequately done at the time of planning. 

Recommendations 

431.  The following recommendations were made.

a) Coordination mechanisms, roles and responsibilities especially at national level should be clearly defined in the context of the 3-Ones principles. 

b) The composition of the M&E TWG should be reviewed and aligned to emerging needs. The criteria for membership should be enforced to allow consistency in decision making and sector and sub sector representation. 

c) The National M&E Road Map should be reviewed and aligned to the next National Strategic Framework for HIV and AIDS. 

d) SHAPMoS should be converted to be the national M&E system that incorporates both non-health (routine) and health M&E systems. Appropriate names should be found to distinguish between the three components. 

National and Multi-Sectoral HIV M&E Plan

Conceptual Analysis 

432.   The success of a national multi-sectoral M&E depends of on the extent of strategic planning behind it. In 2005, an M&E operation plan was developed (volume1). The plan articulated the conceptual structure of the National M&E, defined the components and outlined the management structures and processes required to ensure the effective and efficient functionality of the system. The plan further outlined data sources for national HIV Indicators, M&E information Products and dissemination strategies. 

433.  Given that the national M&E plan was developed a year (2005) before the NSP (2006), the need to re-establish data needs, standardise indicators and data collection tools and procedures were recognised by the NSP. This was in addition to identifying the roles and responsibilities for the coordination and implementation of the system at different levels, sectors and sub sectors. 

434.   In addition to the National M&E Plan a Road Map was developed to guide the implementation process by stakeholders. While the Road Map was not fully implemented, it served as an important guide in the process of capacity building and systems development. 
435.  The review noted that attempts were made to harmonise the implementation of the M&E operational plan with NSP. This necessitated the review of the NSP’s 114 indicators in 2006, of which 89 indicators were agreed upon. 

Achievements 

436.  The following achievements were made.

a) The 2006-2008 National HIV M&E Road Map was developed and disseminated. The Road Map was costed and identified implementation responsibilities among the collaborating partner organisations.  

b) The 114 NSP indicators were reviewed in 2006, of which 89 were adopted and applied in measuring the performance of the NSP. The review also attempted to harmonise and align the NSP Indicators and those of the Operational Plan. 

c) The Health sector developed its M&E plan covering the period 2006-2008.  The plan was aligned to the sectors strategic plan that was aligned to the NSP. The sector has reviewed their earlier M&E plan and replaced it with a plan covering the period from 2009 to 2011. 
Gaps and Challenges 

437.  The following challenges were identified. 

a) The NSP was not explicitly aligned to the 2005 M&E Operational Plan.  Inadequate harmonisation of indicators meant that data collection was compromised.   

b) Implementation of the 2006 – 2008 national HIV M&E Road Map was not fully accomplished. Some of the surveys that were projected had not been done. .  

c) The operationalisation of the HIV and AIDS research programme component was not undertaken. The failure was attributed to lack of strategic articulation of the HIV and AIDS research agenda, and coordination mechanism. 
d) Not all of the 12 components of a functional M&E had been included in the National M&E Plan or the Road Map.       

e) The review noted that not all the sectors or sub sectors had developed their organisational M&E plans. Where M&E plans did not exist, reporting was not normally done.  
f) It was evident that emerging programmes had not adequately aligned their indicators to the National M&E system. .   
Recommendations 

438.  The following recommendations were made.

a) The development of the next National Strategic Framework (NSF) for HIV and AIDS should integrate M&E planning process right from the conceptualisation stage in-order to ensure adequate harmonisation and alignment of the two plans. This will also ensure that all aspects of the NSF, that require monitoring and reporting have corresponding measurable indicators and tools either in the SHAPMoS or the SNAP M&E systems. 

b) All sectors should align their M&E systems with the national M&E system and where practicable use the same framework for monitoring and reporting.  

c) M&E planning capacity should be developed particularly with civil society organisations and the private sector. 

Annual Costed National HIV M&E Work Plan 

Contextual Analysis 

439.   Monitoring the implementation and performance of any strategic plan is universally accepted as a good practice. However, it is also evident that while M&E plans are normally developed as stand alone or integrated plans, they are usually under-resourced both in terms of human resources, finance or technology. This is primarily because, M&E work plans normally focus on monitoring programme activities and in many cases fail to identify the resource required to do so. The need for costed national HIV M&E work plans is vital.    

440.  The review found that the National M&E road map was costed. The M&E roadmap incorporates nine of the ten HIV data sources i.e. two routine and seven episodic data sources. Available evidence also shows that funding was sourced to support the implementation of the plan. However, the review observed that the funding was limited given the scope of resource requirement for a national multi-sectoral and decentralised M&E system. 

Achievements 

441.  The following achievements were noted.

a) A three year M&E Road Map was developed and costed in 2006 and is reviewed annually. Funding was sourced to support the implementation of the road map..  

b) The health sector HIV M&E plan 2006 – 2008 is also costed and to a large extent funded. The sector plan is aligned to the national HIV M&E Road Map.

Gaps and Challenges 

442.   The following gaps were identified.

a) The available resources for M&E are not commensurate to the demand for a multi-sectoral M&E system funding. The lack of effective and efficient M&E systems especially with civil society and the private sector was mainly attributed to lack of funding. The suggestion of the 3-Ones principles is that the M&E budget should be 10% of the national HIV/STI budget or 5 -10% of the combined national HIV/AIDS/STI/TB Malaria budget (NASA, 2005). t.  
b) A review of the Road Map indicates that costing capacity and experience for a national multi-sectoral M&E system was not adequate. This is demonstrated by activities in the road map that were not costed and or activities that were under costed. The implication is a compromised implementation capacity of the road map.  
c) One of the challenges in monitoring funding for the M&E is similar to that of programme funding monitoring where donor supports some implementing partners directly. NERCHA does not have the capacity or the system in place to track funding channelled directly to implementing partners. . Hence establishing the actual national funding for M&E will remain problematic.  

Recommendations 

443.  The following recommendations were made. 

a) All sectors and sub sectors should be encouraged and supported to develop M&E plans and have them costed.. As part of tracking M&E activities and funding, costed copies of annual M&E plans should be deposited with the National Multi-Sectoral M&E Unit at NERCHA. The information should be integrated into the existing database for tracking purposes.   

b) The SHAPMoS monitoring tools should be reviewed to make provision for monitoring existence and implementation of costed annual M&E plans. 

Advocacy, Communication and Culture for HIV M&E

Contextual Analysis 

444.   Advocacy for a functional M&E system is important to ensure knowledge of and commitment to HIV M&E System among policy makers, program managers and other stakeholders. Leadership and political support is essential to sustain commitment. It is also generally understood that knowledge of and commitment to HIV M&E is often dependent on the existence of a supportive M&E culture especially among key implementing partners.

445.   The review noted that general advocacy work was not mainstreamed in the day to day business of stakeholders let alone advocacy for M&E. The culture for M&E started gaining momentum during the NSP period and the incoming of the Global Fund to Fight AIDS, TB and Malaria. The review found that communication and reporting was usually as matter of “funding compliance” as opposed to being the norm or good business practice.  The National HIV and AIDS Communication Strategy did not articulate specific strategies for M&E.  The review has observed that this is a component that is not fully developed.    

Achievements 

446.  The following achievements were made

a) The National HIV and AIDS Communication Strategy was developed.

b) An M&E information pack was prepared in 2006. The pack contains Information pamphlets and a CD on SHAPMoS and the M&E plan.  

c) Training was conducted for Media houses on HIV M&E, and HIV and AIDS, 

d) Radio jingles were developed and broadcasted, while posters were also produced and disseminated.

e) Advocacy and communication on HIV and AIDS, including HIV M&E advocacy takes place during the QSCR dissemination workshops at the regional level. Similarly the health sector conducts advocacy and communication work during the SNAP M&E dissemination workshops. 

f) Production and distribution of the QSCR was sustained during the NSP period. The last available report was the 4th quarter report, volume 3 of 2006/07. 

g) Approximately 128 hours of airtime on both radio and television was used for HIV content.

Gaps and Challenges 

447.   The following gaps and challenges were identified. 

a) In the absence of a national advocacy agenda, advocacy work remains un-coordinated and ad hoc resulting to minimal impact. 

b) The Joint Assessment of the status of M&E in Swaziland in early 2008 indicated that advocacy to improve reporting rates was minimal. 

Recommendations 

448.   The following recommendations were made

a) Develop and coordinate a national advocacy agenda to support scaling up of M&E funding in all sectors and sub sectors to the desired level of 10% as recommended by the  3-Ones principles. 

b) Disseminate and promote the use of the National HIV and AIDS Communication Strategy by all the sectors and sub sectors. 

c) Strengthen advocacy activities in the next National Strategic Framework for HIV and AIDS in Swaziland. 

Routine HIV Programme Monitoring

Contextual Analysis 

449.   Routine monitoring of HIV and AIDS service provides evidence based information on programme performance. These data is essential in programme planning, development and tracking of services coverage. Current Routine HIV and AIDS data is generated through SHAPMoS and the MOHSW HIV and AIDS M&E. 

450.   SHAPMoS collects non-health HIV and AIDS information. This information is defined as any services that are not of medical or clinical nature provided outside of the health sector.  The review found that routine data collection used a pre-designed register for purposes of recording qualitative and quantitative information. The compilation of this information is done by Regional HIV offices and submitted to NERCHA. 

451.  The MOHSW collects programme data through health facilities and community-based health interventions through monthly or quarterly summary sheets. Data is captured both manually and electronically. Health facility supervisors are responsible for submitting data to the regional health offices. The data is then forward to the HMIS HIV M&E unit. However, the review found that the 26 ART facilities send their data directly to the MOHSW HIV M&E Unit.  The data is then collated and compiled into monthly reports.  A quarterly report that includes data from the monthly reports is finally compiled for inclusion in the QSCR together with SHAPMoS data. The QSCR reports on fourteen service provision areas that covering prevention, care & support and impact mitigation.

452.  Through the regional consultations, and key informants, the review found that some service providers operating at regional level were not reporting on their activities. Analysis of the available information reveals three challenges. First, the SHAPMoS reporting format may not have included all the components that require reporting at regional level. It is on this premises that regional coordinating structures (REMSHACCs), indicated the need to capacitate them to collect not only data required at national level but also data specific to the region for regional use. Second, the organisations may not have the capacity and resources to collect and compile the routine data for purposes of reporting and would prefer to use available resources for service delivery regardless of the importance of reporting. And finally, the scenario supports the argument that regional M&E coordinating structures are weak and needs capacitating to track organisations that are not reporting.  

Achievements 

453.  The following achievements were noted.

a) The National Multi-Sectoral HIV and AIDS Monitoring and Evaluating System produced a document titled “Guidelines for Swaziland’s HIV and AIDS Programme Monitoring System (SHAPMoS)” in May 2006. These Guidelines introduced the national M&E system; described the benefits of SHAPMoS; define the data collected by SHAPMoS; explained SHAPMoS Reporting system and outlined the role of stakeholders in SHAPMoS. 

b) While routine data reporting was found to be low, it had improved compared to the period before NSP was launched. 

c) Routine reporting from health sector exceeded 90% and timeliness of data submission from health facilities improved significantly during the period of the NSP.      

d) The QSCR was introduced in 2006 and its production has been maintained since then. It has become a key source for M&E information. Its dissemination has provided a convenient feedback mechanism to partner organisations. 

e) The MOHSW has deployed data clerks to health facilities who are responsible for collecting and entering data into the routine programme data system. 

Gaps and Challenges 

454.  The following challenges were identified.

a) Available M&E guidelines have not defined indicators and the data that needs to be collected. This may have contributed to poor reporting on some indicators or mis-reporting due to different interpretations. It is evident from the literature review that there was intention to publish an indicator description document. The review noted reference to a Volume 2 titled “The Swaziland National M&E System for HIV and AIDS Indicator Reference List” that was not r published.   
b) Routine data reporting was considered to be low. In addition it was found that reporting had the tendency to be late. This is illustrated by the number of organisations reporting late.  For the period October to December 2008, QRCS Reporting Period only 70 out of 176 organizations that were trained in SHAPMoS reported. 

c) Capacity for data collection, compilation and reporting was found to be inadequate. Many organisations are under resourced for M&E both in terms of funding and human resources. It was also noted that routine data reporting was affected by staff attrition and inadequate volunteers. The review noted that community M&E volunteers were de-motivated given lack of basic incentives.  

d) MOHSW Regional AIDS Coordinators (RACs) are often by- passed by community level programmes that report directly to the MOHSW SNAP at national level which is contrary to the principle of “a one coordinating mechanism” for HIV and AIDS as articulated in the 3-Ones principles.    

e) Although NERCHA is responsible for coordinating the National Multi-sectoral M&E system, a national HIV and AIDS database has not been fully developed. The review also noted the importance of linking such as database with existing national databases.
f) Currently reporting by implementing partners was based on funding requirement. Implementing partners expressed concern of the many and different formats currently in use given the different donor requirements. This challenge was attributed to lack of harmonisation of different M&E systems with the National M&E system. 

Recommendations 

455.  The following recommendations were made. 

a) Develop and disseminate an indicator reference guide that adequately describes the indicators and the data to be collected. 

b) Strengthen the role of the REMSHACCs in supervising and monitoring data collection at regional. This role should also include training of implementing partners on the use of data collection tools.  

c) Develop an M&E human resource retention strategy for experienced M&E Capacity and an incentive strategy for volunteers.    

d) Strengthen the operationalisation of the 3-Ones principles on M&E in all the regions, sectors and sub sectors. At regional level the role of REMSHACCs is vital.   

e) Develop a national HIV and AIDS database linked to other systems such as the Central Statistics Office. 

f) Harmonise M&E reporting in line with the 3-Ones principles. 

Surveys and Surveillance 

Conceptual Analysis 

456.   Biological and behavioural HIV surveillance including general population surveys are important sources of information for determining the factors that contribute to the spread of HIV and emerging trends in defined time intervals. HIV surveys and surveillance exercises are considered as episodic data sources. The National HIV and AIDS Road Map identified eight (8) episodic data sources for Swaziland as: Biological Surveillance, Behavioural Surveillance, Population Surveillance, Facility Survey, National Workplace Survey, Vulnerability Survey, Condom Survey and NASA. These monitoring systems provide evidence based data necessary for programme and interventions planning. In contrast to routine programme monitoring data which informs output indicators, surveys and surveillance data inform impact and outcome indicators. 

Achievements 

457.  The following achievements were noted.

a) The sentinel surveillance has been conducted since 1992 among pregnant women attending antenatal clinic, STI and TB patients. The last sentinel surveillance was conducted during the period of NSP in 2006. 

b) The first population based survey (Swaziland Demographic and Health Survey) was conducted in Swaziland in 2006. Data from the SDHS 2007 has been used in the establishment of the 2007 national HIV estimates.

c) The 2006-2007 Service Availability Mapping (SAM) was conducted in 2007. The survey aimed at determining the availability of health services, infrastructure requirements and human resources necessary for services provisions. The HIV and AIDS component of the survey focused on determining availability of services such as PEP, PMTCT and ART as well as training offered to health workers. The findings from SAM indicate that health facilities in all the regions were providing most services indicated in the NSP and in particular in the Health Sector HIV and AIDS Strategic plan. 
d) The Vulnerability Assessment Survey (VAC) was conducted in 2007. The survey assessed the levels of acute and chronic food insecurity, malnutrition, and the capacity of health facilities to respond to humanitarian crisis. Data was collected from sampled households and health facilities in rural areas in all the four regions. The VAC Survey Report indicates that out of 183,510 PLHIV approximately 58,070 were vulnerable to food insecurity. 

e) The Mode of Transmission (MOT) study was conducted in 2008. The study identified populations that were at the greatest risk of HIV infection, the epidemic drivers and assessed the extent resources available for prevention, are aligned with the national priorities. 

Gaps and Challenges 

458.  The following gaps and challenges were identified.

a) While the SDHS 2007 was a good beginning for Swaziland, the need to conduct other population based surveys such as Multiple Indicator Cluster Surveys (MICS), Core Welfare Indicator Questionnaire (CWIQ) and AIDS Indicator Survey (AIS) are necessary for data and information triangulation and validation.. 

b) The NSP identified high risk groups such as sex workers and mobile populations as needing targeted interventions. While the interventions were not developed, the absence of evidence based data makes it difficult to develop effective interventions. The need for behavioural studies on high risk groups including men who have sex with other men (MSM) are necessary. The last such study on sex workers was conducted in 2001.  

c) The Condom Survey and HIV and AIDS Workplace Survey are among the studies that the NSP had identified to be carried out between 2006 and 2008. Both the surveys were also included in the National HIV and AIDS 2006-2008 Road Map. These were not conducted in-spite of their importance.  

d) There was no evidence based information on how data generated from surveys and surveillances was being used to inform programme planning and development, or in decision making especially on resource allocation. This was partly attributed to the insufficient dissemination of the information.

Recommendations 

459.  The following recommendations were made

a) Dissemination of survey and surveillance results should be intensified not only to implementing partners but also to policy makers. The roles of the print and broadcast media in M&E information dissemination should be articulated and strengthened. Similarly the role of regional HIV and AIDS coordinating structures should be strengthened.

b) A review of the studies that were planned during the current NSP should be reviewed in light of emerging evidence from the studies listed under the achievements section. A new prioritised list of studies should be suggested for inclusion in the next NSF. Consideration should be given to available capacity, or the potential to mobilise such capacity to undertake such studies.    

Supportive Supervision and Data Auditing

Contextual Analysis 

460.  Supportive supervision of HIV service delivery organizations involves assessment of the work done and providing feed-back and guidance on how to improve such work. Data auditing on the other hand is the process of validation of the completeness and accuracy of HIV data. Both this aspects are seen as part of a process to strengthen M&E capacity. 

461.  Analysis of information from the regional consultations indicated that data auditing was not normally conducted at regional level but rather at the national level. Where such audits were conducted, the process was seen to impede capacity building of regional officers by depending on external auditors. Supervision was however conducted by personnel from the National M&E units. Part of the supervision included mentoring of regional data collectors. In 2007, the MOHSW M&E unit recommended the decentralisation of data audits to regions and facilitate capacity building and strengthening.    

Achievements 

462.  The following achievements were made. 

a) There is a functioning mechanism through the REMACs to ensure supervision and data auditing for SHAPMoS.  SHAPMoS supervision guidelines were compiled and a data auditing plan was developed in 2006. Data audits are carried out by REMACs on a sample of 12 HIV implementer organizations per quarter per region.  The data audit reports are produced quarterly.

b) Additional support was received from MEASURE Evaluation to strengthen the data quality for SHAPMoS reporting.  MEASURE conducted four quarterly site visits in 2007 to support regional coordinators and M&E officers implementing SHAPMoS. The aim of the quarterly visits was to guide capacity building and coordination to improve data collection, availability, utilization and demand.  This will ensure that systems to capture data, transfer datasets and produce strategic Information at a regional level are developed.

c) The Health Sector M&E data audit tool was developed in 2007. This tool is used to assess the quality of routine programme data per quarter.   MOHSW personnel at national level have been trained on supportive supervision and data auditing

Gaps and Challenges 

463.   The following gaps and challenges were identified

a) Selection of the 12 facilities and community based programmes for data auditing was not conducted according to the data audit and mentorship guidelines.  This contributes to selection bias. For example, an audit exercise could be repeatedly focused on facilities that are easily accessible and known to demonstrate good practice which in turn could present a picture of overall good regional data. 

b) REMACs have other responsibilities with the MRDYA which are not specific to SHAPMoS implementation. This limits the extent to which REMACs fulfil their roles with respect to SHAPMoS. 
c) A cited obstacle to conducting regular supervision and data auditing is the lack of transportation and given that some of the facilities selected for data auditing are remote and inaccessible. 

d) A finding noted in the November 2007 MOHSW M&E Assessment report is that there is no Quality Assurance system. Data audits for health sector HIV M&E are not systematically done. For a Quality Assurance system to be implemented, five strategic issues were highlighted: Establishment of an MOHSW M&E Unit; Revision of HMIS in line with decentralization policy; capacity development, retention of Health Information officers; ICT strengthening and effective information use. 

e) Supportive supervision at all levels was found to be weak for both the health sector and SHAPMoS. 

f) The absence of an indicator protocol such as the suggested Swaziland National M&E System for HIV and AIDS Indicator Reference List (Volume 2) contributes to ineffective data auditing.  An efficient data auditing system requires that indicator protocol is in place. 

Recommendations 

464.  The following recommendations are made. 

a) A precise plan for data auditing and supervision for M and E data and information needs to be created. The plan must be aligned to the recommendations of the November 2007 MOHSW Assessment report. 

b) The roles and responsibilities for REMACs with respect to the SHAPMoS should be communicated to all stakeholders. 

c) The capacity of REMACs to conduct supervision and data audits should be strengthened through increased resources such as transportation facilities

HIV Evaluation and Research 

Contextual Analysis 

465.  comprehensive HIV Evaluation and Research Agenda incorporates: governance structures; ethical procedures; a prioritized agenda of biomedical, social and programme evaluations/research; mechanisms for using evaluations and research findings in planning, policy and programme decision-making processes. The NSP intentions were two fold. First to increase the number of HIV and related studies that are carried out in the country and second to reduce the number of research studies that are carried out without approval by the health ethics and scientific committee as a strategy to facilitate the utilisation of research results.

466.  The NSP also had hoped that a national agenda for HIV and AIDS research would be developed and coordination improved. One of the NSP’s observations was that the National Research Council was defunct. The University of Swaziland had not developed an alternative research coordination mechanism.

467.  As Swaziland moved to a more evidenced based management approach to HIV and AIDS, development of HIV and AIDS research was imperative.   

Achievements 

468.  The following achievements were noted 

a) An assessment of HIV and AIDS Research Practice and Use in Swaziland was completed by in March 2007. The assessment focused on reviewing existing research; research regulation, coordination, agendas and strategies; research capacity; research ethics and utilization of research findings. 

b) The 2007 National AIDS Spending Assessment (NASA) established that in 2006/7 research funds had increased to US$128,145.  

c) A  Research Inventory that listed all HIV related research done for Swaziland was completed in 2006. The Inventory listed 286 different forms of research that had been undertaken from 1991 to 2006. Table 16 documents formal research undertaken during the period of the NSP. . 

Table 18: List of HIV-related Research Undertaken in Swaziland during 2006
	Year 
	Research Focus 
	Title 

	2006
	Impact mitigation
	The Socio-Economic Impact of HIV/AIDS in Swaziland

	2006
	Impact mitigation
	A Comparison of the Socio-Economic Impact of HIV/AIDS on Rural Livelihoods in Malawi and Swaziland

	2006
	Prevention
	HIV/AIDS: Traditional Systems of Health Care in the Management of a Global Epidemic

	2006
	HIV/AIDS response
	Transcending organisational autism in the UN system response to HIV/AIDS in Africa

	2006
	Community responses
	Helping Ourselves: Community Responses to AIDS in Swaziland

	2006
	Impact mitigation
	The Impact of HIV/AIDS and drought on local knowledge systems for agro-biodiversity and food security in Swaziland

	2006
	Decision making
	Sexual discourse and decision-making by urban youth in AIDS-afflicted Swaziland

	2006
	Management of national response
	Relationships, partnerships and politics in the lives of the urban poor in AIDS-afflicted Swaziland

	2006
	M&E
	Report of the Strategic Information Assessment in Swaziland

	2006
	Human rights
	HIV and AIDS Stigma Violates Human Rights in Five African Countries.

	2006
	Impact mitigation
	The gendered impact of HIV/AIDS on education in South Africa and Swaziland: Save the Children's experiences.

	2006
	Impact mitigation
	HIV/AIDS: The Impact on Poverty and Inequality

	2006
	Care, support & treatment
	Repositioning postnatal care in a high HIV environment: Baseline results from Swaziland


Source: NERCHA 2007

Gaps and Challenges 
469.   The gaps and challenges in HIV Evaluation and Research which were observed from this JRP correlate with the key findings of the 2007 CADRE Assessment. Overall, there is no institutional framework for regulating or coordinating HIV research and there is limited local capacity to conduct HIV research according to standardised research procedures. Additionally, there is a weakness in research ethics. 

Recommendations

470.  The following recommendations are made

a) A national capacity for research including programme monitoring and evaluation should be conducted. Partnerships with relevant and appropriate institutions should be established to ensure application of best practices in HIV and AIDS research. 

b) A HIV and AIDS Research coordinating unit should be established and strengthened to facilitate research and the use of research information. 

c) A depository for HIV and AIDS research should be established. The research unit suggested above could serve as the depository. This could be located at the resource centre at NERCHA.
National and sub-national HIV Databases 

Contextual Analysis 

471.  A computerised HIV and AIDS national database is a pre-requsite for a national response. Such database should be easily accessible by stakeholders to for information and data to inform policy formulation, programme management and improvement. The management of such database must have clearly defined roles and responsibilities, including personnel operating at decentralised structures that have impact on the database management. 

472.   The review noted the need to link the national database with other national databases. In addition the need to link existing databases at sector and sub sector level with the national database is not only necessary but strategic in operationalising the 3-Ones principles.    433. At community level paper-based data collection is a preferred method for reporting. This is an added dimension to the factors that need to be considered in developing a computerised national database. . 

Achievements 

473.  The SHAPdata was installed at NERCHA in 2006 for routine non-health sector HIV programme data monitoring for SHAPMoS implementation. The MOHSW HIV M&E database that is used for ART was upgraded in 2007. Both the SHAPMoS and MOHSW HIV M&E databases conform to national and international reporting requirements. 

Gaps and Challenges 

474.   The following gaps and challenges were identified.

a) There is no common national database for the current different HIV data sources. Although there are databases for the routine HIV programme data (SHAPMoS and MOHSW HIV M&E data), the linkages  between the two database systems are weak and compromise the concept of a one national M&E system, and hence one national HIV and AIDS database. 

b) Paper –based reporting formats for some of the regional community level health –based HIV programmes which are part of the existing HMIS presents a challenge when it comes to consolidating data for a national database.  

Recommendations

475.   The following recommendations were made.

a) Prioritize establishment of a national database system to ensure harmonized information HIV and AIDS information management. .  

b) Procure a central server for health sector routine data at national level and install databases for the health sector at regional level within the M&E offices

Data Dissemination & Use 

Contextual Analysis

476.   The main objective of M&E is to generate data and information to guide policy formulation, programme planning and operations. This can only be achieved by efficient planning and operationalising a data dissemination plan linked to national and other strategic planning cycles and processes. The 2005 National Multi-Sectoral HIV and AIDS Monitoring and Evaluation System operational plan suggested methods for data dissemination to stakeholders. 

Achievements 

477.  The following achievements were noted. 
a) Regional quarterly feedback workshops by REMACs where the QSCR is disseminated to all stakeholders commenced in 2006.

b) Health sector reports are disseminated quarterly and annually for the different programmes to all stakeholders. The September 2007 draft HMIS policy framework has addressed creation of a schedule for HIV data dissemination and use. 

Gaps and Challenges 

478.  The following gaps and challenges were identified

a) Dissemination of timely information through the quarterly QSCR dissemination is periodically behind schedule due to late reporting by SHAPMoS implementers. 

b) The Joint Review could not find evidence that data published in the QSCR was being used by stakeholders to improve their services. . 

c) From the key informant interviews conducted among policy makers, the use of available HIV information to assist in decision making was found to be limited. Although the 2006 National HIV M&E Roadmap highlights data dissemination, the absence of a detailed national data use plan with an agreed time frame tend to compromise the importance of M&E information.  

d) Advocacy for correct data use by different end-users remains a challenge. This highlights the need to integrate the agreed data dissemination and use strategy with the HIV M&E advocacy.  A plan for a suitable approach to integrate these two HIV M&E Framework components while addressing the identified priority components requires all-inclusive technical guidance.

Recommendations

479.  A detailed data use plan that links data needs with specific information products and a timetable needs to be compiled. Such a plan should be informed by a consumer survey. 
Priority Action areas 

480.  The table below presents areas that were identified as priority for consideration when developing the next strategic framework for HIV and AIDS.

Table 19: Monitoring and Evaluation –priority action areas
	Service Delivery Area
	Key Results Area 
	What we want to achieve

	Human resources and capacity 
	A strengthened human resources capacity (recruitment, retention, an skills development) 
	Improved reporting 

	Research and evaluation agenda
	Coordination and research capacity 
	Availability and accessibility of strategic information 

	HIV information systems and databases 
	National database 
	Improved coordination of information on HIV and AIDS


Section 10: General Conclusions

481.  The conclusion of the Joint Review is that most of the interventions identified in the NSP were implemented. The degree of implementation varied from one sub thematic area to another and from one activity to another depending on demand, resources availability and capacity to deliver such services.  Although the implementation modality varied from one implementing partner to another, the core of the activities implemented were aligned to the intentions of NSP.    

482.  The structure and the composition of the sub thematic areas were comprehensive, and provided adequate space for different stakeholders’ participation in the context of the multi-sectoral and decentralised approach premised on individual institutional mandate.  The NSP was  found to have had too many objectives, indicators and strategies. While these are important in an attempt to be inclusive rather than exclusive, it  also poses challenges from a strategic planning point of view, as the interventions then lack the element of being targeted, indicators and objectives become expensive to track and measure..   

483.  The adoption of the multi-sectoral and decentralised approach and the operationalisation of the 3-One principles were found to have improved the efficiency and effectiveness of the management of the national response. Similarly the shift from thematic to sector and finally to regional based coordination modality complemented the efficiency of the management process. While stakeholders accept the concept of 3-Ones, the principles are not fully mainstreamed in all sectors of the national response.  

484.  Similarly, while regional coordinating structures are established, their capacity is yet to be fully developed and consolidated. Strengthening their capacity is important as Swaziland moves towards developing the 3rd strategic framework with the possibility for a greater role of such institutions in regional and community planning including planning for M&E data management at their level.   

485.  The role of NERCHA, sectors and sub sectors is not clearly understood in the current coordination modality. It is the understanding that sectors and sub sectors would maintain facilitation roles with their affiliate organisations, while at the same time supporting regional structures strengthen and consolidate management and coordination processes. NERCHA would focus on coordination and management of the national response, leaving implementation of specific activities to implementing partners.   

486.  Community mobilisation and engagement in the national response, requires new and innovative strategies that allow communities to initiate community based interventions, own and drive them. This is particularly important in prevention and impact mitigation thematic areas. Community advocacy work is an essential part of the process that needs mainstreaming. This is an area that was not adequately addressed in the out-going NSP. 

487.  The degree of implementation of most of the activities identified in the sub thematic areas of the NSP varied from one activity to the other. However, it is evident that attempts were made to implement most of the activities. The implementation did not necessary follow the NSP structure. For example some activities followed guidelines under the GFATM, PEPFAR or other development partners’ project agreements. What was found to be important was not the modality followed, but the fact, that the interventions were aligned to the NSP in terms of what NSP wanted to achieve as the outcome of different interventions.     

488.  Prevention remained the priority strategy for the fight against HIV and AIDS. A wide range of interventions were initiated and implemented by different stakeholders. The expectations were that these interventions would have significantly contributed to behaviour change and the adoption of key prevention behaviours. However, while progress was made, it is important not to be complacent. It is difficult for example to explain that a large number of condoms were being distributed and that the level of awareness of HIV and AIDS was quite high and yet infection rates are among the highest in the region.. 
489.  The declining trend in funding prevention poses serious threats to the national response. . It is important to treat, care and support those already infected, but it is more strategic to address the root problem – this being prevention of new infections.       

490.  The challenge with prevention interventions is that they are not making enough impact desired for an epidemic described as a national crisis. It is evident that there is inadequate reach and intensity of interventions targeting specific groups of people or even addressing strategic epidemic drivers.  Many of the interventions are short term, ad hoc and fragmented and have not been informed by consumer acceptance surveys or best practices. What the NSP noted in 2006 prevails today i.e. interventions were being carried out as “business as usual”. 

491.  A major area of concern for prevention and care is the role and participation of the private sector in developing and implementing appropriate interventions. 

492.  In the areas of care, support and treatment, the greatest challenge remains access and availability of services closer to the people. It is important to acknowledge that most services have been rolled to nearly all the health facilities. But rolling out and having capacity to delivery services are different issues. Human resource capacity, availability of drugs, health care management policies remains key challenges. Stigma associated with HIV and AIDS has not been adequately addressed and is still prevalent in health facilities as it is in the general community. 

493.   With regard to impact mitigation, significant progress was made in alleviating the suffering of vulnerable groups and in particular OVC. The interventions were found to be appropriate for the purposes they were set to address. However community ownership was limited as interventions are driven from outside. Long term sustainability is questionable. The interventions are also compromised by lack of coordination and adequate management of the various service providers. Lack of data, adequate monitoring and scaling up of interventions remain problematic.  

494.  The monitoring and evaluation, has improved significantly during the period of NSP. The SHAPMoS and SNAP M&E systems are in place and decentralised. Among the various partners it is no longer the question “why we should monitor and evaluate” interventions but rather “how it can be done more efficiently” in a resource scarce environment. 

495.   It is clear that the need to have one M&E system is more critical than ever before. From this premise helping sectors and sub sectors develop and align their M&E systems adequately with the National M&E systems is seen as a priority. Similarly strengthen national capacity for M&E and HIV and AIDS research are not only essential but strategic in the implementation of the next NSF. 

496.  As Swaziland moves towards the development of the next strategic framework for HIV and AIDS, it is important to mainstream the concepts of “joint planning” as a strategy to ensure that the different interventions actually address national priorities and contribute to the same indicators and objectives. This is also important given the need for joint budgeting and harmonisation of budgets. The process will ensure equity is resource allocation and will address the current imbalance as seen in the case of prevention.     

497.  The joint planning also would help to deal with issues of “derailment”. The incoming of major donors with specific interventions tend to derail national strategic frameworks as activities are implemented parallel in-spite of the fact that such programmes are essentially supposed to support national programmes.       
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� According to MOHSW (2008), Swaziland lacks data on the actual proportion of children testing HIV positive 18 months after the PMTCT intervention. Data collection is being adapted to provide these figures in the future.
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