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Executive summary 

The MaxART Programme

In 2011, Aidsfonds, in collaboration with six consortium 
partners1 and under leadership of the Ministry of Health 
of the Kingdom of Eswatini (formerly Swaziland) launched 
the pioneering Maximizing ART for Better Health and Zero 
New HIV Infections (MaxART) programme in Eswatini. The 
ambitious goal of the programme was to improve the lives 
of people living with HIV and prevent new HIV infections 
in Eswatini by dramatically improving the uptake of HIV 
testing, care and treatment services and demonstrating that 
early access and initiation on antiretroviral treatment (ART) 
can significantly improve clinical outcomes for people living 
with HIV and reduce new infections. 

The programme, which was made possible through the 
generous funding from the Dutch Postcode Lottery’s Dream 
Fund and the Embassy of the Kingdom of the Netherlands in 
Mozambique, was structured in two phases. The first phase of 
MaxART (2011-2014) supported a number of interventions and 
systems strengthening activities aimed to achieve universal 
access to HIV testing and treatment services, improving the 
health of the people of Eswatini. The second phase (2014-
2017), the Early Access to ART for All implementation study, 
aimed to evaluate the acceptability, affordability, feasibility, 
scalability and clinical outcomes of offering early access to ART 
to people living with HIV in the country. 

The targets of phase 1 included dramatically scaling-up 
HIV testing to 250,000 people per year; improving access 
to antiretroviral therapy (ART) so that 90% of those in need 
at the then current eligibility requirements (CD4 less than/
equal to 350) were on treatment and reducing loss-to-
follow-up of clients on treatment from 22% to 10% by 2014. 
By the end of phase 1, the country had indeed achieved 
the ambitious targets of the MaxART programme, with 
over 250,000 people tested annually for HIV, 91% of people 
eligible for ART (at CD4 count of ≤350cells/ml) on treatment 
and loss to follow up of people living with HIV reduced from 
22% to 15%. The results achieved throughout the first phase 
of the MaxART programme showed how collaboration 
between government, civil society organisations, research 
institutes, healthcare workers and communities can produce 
good results in terms of improving the health of the people 
of Eswatini. More information on the results of phase 1 can 
be found in the MaxART Final Report Phase 12. 

1 MaxART consortium partners include: Eswatini Ministry of Health, Aidsfonds 
(formerly known as STOP AIDS NOW!), Clinton Health Access Initiative (CHAI), 
SAfAIDS, University of Amsterdam (UvA), South African Centre for Epidemiological 
Modelling and Analysis (SACEMA), Global Network of People Living with HIV (GNP+) 
and Swaziland National Network of People Living with HIV/AIDS (SWANNEPHA).

2 Jenniskens, F. (2015) MaxART final Report Phase 1 . Available at: https://aidsfonds.
org/work/maxart-phase-ii-early-access-to-art-for-all/resource/maxart-final-report-
phase-1

Figure 1: Multidisciplinary approach of the MaxART Early Access to ART for All implemtation study
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The achievements of the first phase of the project laid the 
ground for the second phase, the MaxART Early Access to 
ART for All implementation study. Ultimately, the study 
aimed to inform national decisions with regards to forward 
planning for HIV programs in the country and in other high-
burden countries in the Southern African region struggling 
to manage the HIV epidemic. 

On the 1st of September 2014, the second phase of MaxART, 
the Early Access to ART for All implementation study was 
launched in 14 facilities and surrounding communities 
in the Hhohho region of Eswatini. The study comprised a 
strategic mix of multidisciplinary implementation strategies 
and research methodologies including implementation and 
social science research, economic evaluation and incidence 
modelling, community mobilisation and the establishment 
of a community advisory board (Figure 1).

The different components of the study were implemented 
by the various MaxART consortium partners, each bringing 
their expertise to ensure the project’s success. Details on the 
study design, target population, implementation timeline 
and procedures are explained in detail in chapter 1 and in 
the study protocol publication3. 

Key Study Findings

The MaxART Early Access to ART for All implementation 
study has been a unique project, testing the real-life 
implications of providing early antiretroviral treatment 
(ART) to all people living with HIV through the government 
managed health system of the Kingdom of Eswatini. The 
results show that early ART is acceptable, feasible, affordable 
and effective in preventing new HIV transmissions and 
improves the health and well-being of people living with 
HIV. The potential of early ART opens a new era in HIV 
prevention and treatment, with the possibility of ending HIV 
and AIDS. 

The study’s primary objective was to measure the impact 
of early ART on retention and viral suppression. In addition, 
our research looked into the impact on ART initiation, 
adherence, disclosure and costs per patient per year. The 
study also explored the role of Traditional Leaders in 
community mobilization and the role of the Community 
Advisory Board in the programme.

Clinical outcomes: Early Access to ART for All has a 
substantial effect on retention and a large effect on viral 
suppression: During Standard of Care and Early Access to 
ART for All respectively, the 12-month retention rates were 
80% and 86%, and the viral suppression rates at 12 months 
post-ART initiation among those we were retained that long 
were 4% and 79%. 

Economic Evaluation: The average public-sector costs per 
ART patient-year remain essentially the same under the 
Standard of Care and Early Access to ART for All: simple 
mean cost per patient-year across Standard of Care was 
$215, compared to $219 under Early Access to ART for All. 
Differences in funding requirements for implementing 
Early Access to ART for All will thus be largely driven by the 
number of patients receiving treatment, which will increase 
substantially, rather than by changes in the efficiency of 
service delivery. 

Estimated costs of community related activities for 
implementing Early Access to ART for All vary widely across 
broad categories due to a mix of fixed (equipment rental) 
and variable costs (travel distance, food). The costs for 
the Community Advisory Board were high due to initial 
investments in training as the Community Advisory Board 
was a new structure and has been established under 
MaxART. Future funding and planning for implementing 
Early Access to ART for All or ‘Test and Treat’ programmes 
can use these cost estimates for different settings to ensure 
that scarce resources for community mobilization are used 
to largest possible health and social benefit. 

Social Science: Social science research showed that early 
initiation of ART did not negatively affect adherence, 
disclosure or pressure to start ART. Most clients responded 
positive starting ART early. On the other hand, some clients 
need some time to come to terms with the diagnosis and 
the prospect of lifelong treatment before initiation on ART. 
Interestingly, the interviews with health providers showed 
that they encourage early ART initiation to avoid visible signs 
of illness by using anticipated stigma in community. The 
preventive benefits of early ART were generally not used to 
motivate people to start ART.

The study also showed that HIV positive clients’ reasons 
for discontinuation of ART are a complex, inextricably 
interwoven chain of events rather than a single occurrence. 
During this process, clients usually initially take action to 
navigate the challenges they face before they eventually 
decide to stop ART. Mobility is often the first event in 
such a process. Mobility commonly results from complex 
deliberations weighing economic, social and other 
circumstances, and becomes a problem because the health 
system poorly caters to the reality of people’s mobile lives.

3 Walsh et al. (2017) Impact of early initiation versus national standard of care of 
antiretroviral therapy in Swaziland’s public sector health system: Study protocol for a 
stepped-wedge randomized study,” Trials, vol. 18, no. 1
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Incidence Modelling: Mathematical modelling suggests 
that Early Access to ART for All, is likely going to have a 
game-changing, long-term impact on the HIV epidemic in 
Eswatini, with an expected 70% to 75% lower HIV incidence 
by 2032. Early Access to ART for All alone is insufficient for 
Eswatini to reach the HIV incidence control threshold by 
2032, for that, additional interventions will be necessary , 
in particular those that lead to a reduction in the number 
of people engaging in unprotected sex acts with a high 
number of sexual partners. The Eswatini ‘Test and Start’ 
programme is likely to be highly cost-effective in averting 
HIV infections, especially when evaluated over time 
windows wider than the first five years after its introduction 
as national policy. 

Community mobilization: Gaining the support of 
different stakeholders within the community and forming 
community coalitions is essential to increase community 
engagement and ensure participation of members of the 
targeted community in raising community awareness on 
Early Access to ART for All and creating demand for HIV 
services. Working with Traditional Leaders to encourage 
testing and health-seeking behaviour proved to be effective 
and should be replicated in different and similar settings. 

Community mobilisation increased awareness, created 
demand for services and was instrumental in case finding of 
HIV positive people in the communities. 

Community Advisory Board (CAB): The Community 
Advisory Board provided an effective link between the 
community, the Ministry of Health, and the research team. 
Through feedback systems organised by the Community 
Advisory Board, the Ministry of Health knew what was 
going on within facilities and make necessary changes to 
enhance clients’ rights. A toll-free line was the most popular 
reporting mechanism. 

Overall, the study results from this “real world” health 
systems study strongly support the scale-up of Early Access 
to ART for All in Eswatini and in countries with similar 
HIV epidemics and health system. The study provides 
important policy lessons for implementation and budgeting 
recommendations for ministries of health. 

An overview of the key activities, achievements and results 
of the MaxART EAAA implementation study is visualized in 
Figure 2.

Figure 2: Overview achievements and results MaxART Early Access to ART for All implementation Study
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Recommendations

Based on the results and conclusions of the MaxART Early 
Access to ART for All implementation study, we have the 
following recommendations for implementing Early Access 
to ART for All in Eswatini or similar contexts: 

n Communication strategy: Develop a communication 
strategy at the national level to create an enabling 
environment and clear messaging targeting health 
care workers, clients, their partners and families, and 
communities at large. Messages should be delivered 
through a variety of methods and activities, including 
sensitization meeting with key community actors and 
traditional leaders. Targeted and tailored messaging 
should be used for different population groups.

n Community involvement and mobilisation: Engage with 
and strengthen existing community structures, train 
community leaders and mobilize community members 
to increase the uptake of HIV testing, care and support 
services and improve community knowledge on HIV 
and early ART. Orientation of community members and 
obtaining community buy-in is essential for acceptance 
of new health services. Community involvement and 
mobilisation should be adequately resourced and the 
MaxART cost estimates can be used for future planning 
and budgeting to ensure that scarce resources for 
community mobilization are used to largest possible 
health and social benefit. 

n ART initiation: Health care worker education and 
engagement is critical to improving acceptability of 
early ART and should be part of the roll-out strategy. 
In addition, appropriate assessment of client readiness 
to enroll on ART should be implemented and reasons 
for delayed initiation documented. Tailor facility level 
counselling for early ART initiation and education on 
treatment literacy for “healthy clients”. Do not advocate 
specifically for same day initiation (for non-priority 
groups), but rather ensure client readiness to start 
treatment.

n Retention in care: Pay attention to how referral 
systems and inter-facility communications can be 
improved to support health care workers to provide 
care to mobile clients who need temporary access to 
HIV care in different localities. Interventions to prevent 
disengagement from care must consider the varied, 
complex and processual nature of factors involved in 
individuals’ care trajectories, and recognize the key 
issues around re-engaging with care. Interventions to 
prevent loss to follow-up should be comprehensive, 
multifaceted, and address the organization of healthcare 
as well as be tailored to the situations and needs of 
individual clients. Health workers must be trained 
to identify signs of disengagement from care and to 
intervene at any point in the chain of events to help 
clients re-engage with care. A concise and practical 
decision-making tool that would help staff to attend 
more closely to clients’ dilemmas and needs and identify 
solutions is needed. Mobility, as a potential starting 
point for a chain of events that leads to loss to follow-up, 
should be a focus in this instrument.
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n Health system linkages: Optimize mechanisms for 
linking community systems to health systems and 
for linking clients from HIV testing and counseling 
services to care in the health facility. Intensified client 
management is required to enroll newly diagnosed 
clients in care and enrolment of pre-ART clients in care 
requires a proactive strategy.

n Human resources: Invest in human resources and equip 
health facilities with the minimum required human 
resources to absorb additional workload, provide 
adequate training and mentoring for health care 
workers at facilities and community health workers, 
and adequately fund community mobilization and 
community based volunteer activities. Integrate this 
work into the national health system.

n Infrastructure: Optimize patient flow in facilities to 
improve the efficiency of service delivery and data 
capture. 

n Laboratory and sample transport: Support national 
health laboratory services to optimize/strengthen 
sample transport system and return of viral load results 
to facilities.. Optimize HCW training and systems to flag 
clients in need of viral load and promote client education 
and demand creation for viral load testing. 

n Feedback Mechanisms and monitoring: Continuously 
monitor the implementation in health care facilities and 
among community members, and improve quality based 
on feedback from health care workers and community 
members. Continuously monitoring the ART uptake and 
client retention in care using national data will provide 
information on the acceptability of early initiation.

n Data management and quality: Support for routine 
mentorship of data management at facility level and 
ensure training and capacity-building to improve data 
quality.

n Community Advisory Board: Community Advisory 
Boards should be well-integrated in existing community 
structures to provide valuable feedback for research 
teams and/or policymakers. Facility and community 
visits and a toll-free telephone line are practical methods 
for the Community Advisory Board to monitor the 
implementation of early access to ART. Challenges that 
need to be addressed in the terms or Reference or the 
implementation plan at the onset of the Community 
Advisory Board are: independence of the board, budget 
and costing of activities, trainings and capacity building, 
and emotional support for Community Advisory Board 
members.

Executive summary
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 1.1. Rationale 

Recent advances in HIV research show that early and 
expanded access to antiretroviral therapy (ART) could have 
a significant impact on HIV incidence. For example, results 
from the HIV Prevention Trials Network 052 (HPTN 052) 
study showed a 96% reduction in HIV transmission and a 
41% decrease in HIV-related morbidity from early initiation 
of ART4. Further analysis of the HPTN 052 cohort confirmed 
that early HIV treatment not only has long-term clinical 
benefits to individuals, but is also cost-effective for low- and 
middle income countries. More recently, the START study5 
showed that a 53% reduction in adverse outcomes among 
those treated early, even their CD4 counts greater than 500 
cells/mm3, compared to for whom treatment was initiated 
later, waiting until their CD4 cell counts dropped below 350 
cells/ mm3 .

Evidence from these recent trials has provided proof 
that earlier ART initiation reduces the patient’s risk of a 
whole host of negative health outcomes, including AIDS-
defining illnesses, opportunistic infections, tuberculosis 
(TB) and death. It has now been accepted as the global 
recommendation that earlier and broader ART initiation 
can reduce the incidence of HIV. This is because an 
overwhelming majority of people on ART achieve viral 
suppression which reduces the risk for HIV transmission  
to zero. 

Although the epidemiological rationale for offering 
treatment irrespective of CD4 count is clear, there 
are behavioral and operational questions that remain 
unanswered. In order to inform national decisions regarding 
future planning for HIV programs, ministries of health 
are seeking the empirical evidence that will alleviate 
their concerns about the implementation of an Early ART 
strategy. Such concerns include the potential patient, 
provider and community challenges associated with testing, 
linking, initiating, and retaining asymptomatic individuals 
on ART. Scaling up Early ART will substantially change 
the mix of patients with the introduction of many more 
asymptomatic patients and an increased volume of more 
complex pediatric, pregnant, and potential second-line 
patients. Without persuasive evidence, governments may 
delay the implementation of an Early ART strategy due to 
concerns about cost and feasibility.
The Kingdom of Eswatini, with the world’s highest HIV 
prevalence rate, relatively small geographic size and 
population, and strong government leadership, is uniquely 
positioned to evaluate the implementation of an Early ART 
strategy within its current health system. 

The country has been one of the hardest hit countries 
by HIV and AIDS. The HIV epidemic in Eswatini is hyper-
endemic, which means that it is characterized by a high HIV 

incidence (i.e. rate of new HIV infections), and that a large 
fraction of the general population is infected with HIV. 
Indeed, according to the most recent figures from UNAIDS, 
210,000 adults and children were living with HIV in Eswatini 
in 2017, and among 15 to 49 year-old adults, the prevalence 
of HIV infection was 27.4%6. 

Over the past three decades, the country has responded 
to the national emergency that HIV and AIDS pose with 
an increasingly wide and intense range of prevention and 
treatment strategies. Of the wide range of HIV-related 
interventions and programmes, the HIV treatment 
programme has arguably seen the greatest uptake and 
expansion. 

In earlier World Health Organization (WHO) guidelines, 
access to antiretroviral therapy (ART) was initially restricted 
to people with advanced disease, who were at the highest 
risk of opportunistic infections and death. However, over the 
past eight years, access to ART has gradually broadened, as a 
result of shifts in the CD4 count threshold for ART eligibility 
and inclusion of priority populations such as pregnant 
women and patients co-infected with TB. Concurrently, the 
country has made great strides in increasing the coverage 
and frequency of HIV testing and counselling.
Despite these advances in the HIV response, Eswatini 
continues to struggle to contain the HIV epidemic and is 
continuously looking towards evaluating and implementing 
approaches that could be an effective way to both improve 
the health of the population and turn the tide on new HIV 
infections.

The MaxART Early Access to ART for All implementation 
study is one of the first studies in the “treatment as 
prevention” field that has been designed to answer critical 
implementation questions and determine the “real world” 
potential and evaluate the realities of implementing an Early 
ART strategy through a government-managed health system 
in a resource-limited setting. The results of this study aim 
not only to inform the future direction of Eswatini’s HIV 
prevention and care strategy, but also the regional and 
global dialogue about the feasibility of implementing a 
treatment for all strategy in high-prevalence countries.

1. Introduction

4 Cohen MS, Chen YQ, McCauley M, Gamble T, Hosseinipour MC, KumarasamyN, et 
al. Prevention of HIV-1 infection with early antiretroviral therapy. N Engl J Med. 
2011;365:493–505

5 The INSIGHT START study group. Initiation of antiretroviral therapy in early 
asymptomatic HIV infection. N Engl J Med 2015; 373: 795–807.

6 UNAIDS. URL: http://www.unaids.org/en/regionscountries/countries/swaziland last 
accessed 25 August 2018.
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 1.2. The MaxART programme 

In 2010, Aidsfonds and Clinton Health Access Initiative 
submitted an ambitious proposal to the Dutch Postcode 
Lottery to create a programme that would not only save 
countless lives in the Kingdom of Eswatini, but also had the 
potential to make a profound contribution to the global 
discourse and evidence base around HIV treatment as a tool 
for prevention. The vision of MaxART was to reach all people 
in Eswatini who are in need of treatment, with an ultimate 
goal of preparing the country for the possibility of ending 
the HIV epidemic and be exemplary for the Southern African 
region.

In 2011, the MaxART programme was launched and was 
led by the Ministry of Health in partnership with members 
of the MaxART consortium which included Aidsfonds, 
Clinton Health Access Initiative (CHAI), the Swaziland 
Network of People Living with HIV and AIDS (SWANNEPHA) 
and the Global Network of People Living with HIV (GNP+), 
SAfAIDS, the University of Amsterdam (UvA) and the South 
African Centre for Epidemiological Modelling and Analysis 
(SACEMA).

The programme was implemented in two phases. The 
first phase (2011-2014) of MaxART supported a number 
of interventions and systems strengthening activities 
aimed to achieve universal access to HIV testing and 
treatment and improve the health of the people of Eswatini. 
The achievements of the first phase laid the ground for 
MaxART’s second phase (2014-2017), the Early Access to ART 
for All implementation study, which aimed to evaluate the 
acceptability, affordability, feasibility and clinical outcomes 
of offering Early access to ART to all people living with HIV in 
the country.

MaxART phase 1 focused on implementing innovative, 
evidence-informed and rights-based interventions, all 
aligned with the country’s HIV treatment guidelines at 
that time (CD4 count below 350 cells/ml).The programme 
targets included: scaling-up HIV testing to 250,000 people 
per year; scaling-up HIV treatment to reach 90% of all 
eligible individuals on ART and reducing loss-to-follow-up of 
clients on treatment from 22% to 10%. The implementation 
approach used to achieve these targets included:

n A continuum of care focus: different interventions along 
the HIV continuum of care: mobilizing communities, HIV 
testing, enrollment in care, ART initiation and retention 
in care;

n Combining health system and community system 
strengthening interventions, informed by social science 
research and within a human rights framework;

n Multidisciplinary partnership of government programs, 
networks of people living with HIV, civil society, and 
research institutes, under leadership of the Ministry of 
Health of Eswatini;

n Collaboration with other in-country implementers, 
contributing to broader efforts to improve health 
outcomes in Eswatini. 

 By the end of phase 1, the country achieved the ambitious 
targets of the MaxART programme, with over 250,000 
people tested annually for HIV, 91% of people eligible for 
ART (at CD4 count of <350cells/ml) on treatment and lost 
to follow up of PLHIV reduced to 15%. The involvement of 
Swaziland National Network of People living with HIV/AIDS 
(SWANNEPHA) helped the consortium to operationalise 
human rights based responses and the concept of Greater 
Involvement of People Living with HIV and AIDS (GIPA). 
Linkages between communities and health facilities were 
strengthened, to increase the uptake of services and 
improve retention in care. Community based interventions 
formed an essential part of increasing uptake of HIV 
testing, treatment and retention in care. MaxART targeted 
the general population with a particular focus on hard to 
reach populations in Eswatini (men and adolescents), and 
embraced community owned and driven solutions. Social 
science research and human rights monitoring generated 
evidence on the barriers and opportunities related to scaling 
up HIV testing, treatment adherence, care and support. The 
success of phase 1 laid the foundation for the next phase of 
MaxART: implementing the Early Access to ART for All study. 
More detailed information about MaxART phase 1 can be 
found in MaxART phase 1 final report 7 and in the report 
‘Strengthening Community Systems for HIV Treatment 
Scale-up. A Case study on MaxART community interventions 
in Swaziland’8 .

The achievements of the MaxART programme’s first phase 
laid the ground for MaxART’s second phase: The MaxART 
Early Access to ART for All implementation study. This report 
provides an overview of the MaxART Early Access to ART for 
All implementation study activities and presents the key 
results and lessons learnt from the different components of 
the MaxART study.

7 Jenniskens, F. (2015) MaxART final Report Phase 1 . Available at: https://aidsfonds.
org/work/maxart-phase-ii-early-access-to-art-for-all/resource/maxart-final-report-
phase-1 

8 Jenniskens, F. (2015) Strengthening Community Systems for HIV Treatment Scale-
up. A Case study on MaxART community interventions in Swaziland’ Available at: 
https://aidsfonds.org/work/maxart-phase-ii-early-access-to-art-for-all/resource/
strengthening-community-systems-for-hiv-treatment-scale-up

https://aidsfonds.org/work/maxart-phase-ii-early-access-to-art-for-all/resource/maxart-final-report-phase-1
https://aidsfonds.org/work/maxart-phase-ii-early-access-to-art-for-all/resource/maxart-final-report-phase-1
https://aidsfonds.org/work/maxart-phase-ii-early-access-to-art-for-all/resource/maxart-final-report-phase-1
https://aidsfonds.org/work/maxart-phase-ii-early-access-to-art-for-all/resource/strengthening-community-systems-for-hiv-treatment-scale-up
https://aidsfonds.org/work/maxart-phase-ii-early-access-to-art-for-all/resource/strengthening-community-systems-for-hiv-treatment-scale-up
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 2.1. Study Aim and Objectives 

MaxART put into practice the evidence that early ART has 
not only individual health benefits, but also contributes 
to the prevention of HIV transmission. This was one of the 
first studies in the treatment as prevention field that was 
designed to answer critical implementation questions (i.e. 
acceptance and retention among patients initiated on ART 
at higher CD4 thresholds), and determine the “real world” 
potential of this intervention. The MaxART Early Access to 
ART for All implementation study was designed in response 
to those questions posed by the country’s policymakers 
about the impact of an Early Access to ART for All approach 
on their national HIV/AIDS care and treatment program. 

The study aim was to assess the feasibility, acceptability, 
clinical outcomes, affordability, and scalability of the 
intervention: offering ART to all HIV-positive individuals 
regardless of DC4-count or stage of disease in Eswatini’s 
public health system. This way the study would generate 
the evidence needed to better understand what is required 
to successfully implement an Early Access to ART for All 
approach in a public health system in sub-Saharan Africa.

The specific study objectives included: 
1. To determine the impact of an Early Access to ART for All 

approach on retention and viral suppression; 
2. To assess the role of the involvement of people 

living with HIV, traditional leaders, civil society, and 
communities for implementing an Early Access to ART 
for All approach; 

3. To determine the social and institutional processes 
throughout implementation to help interpret differences 
in health service delivery and client experiences of ART 
initiation, adherence, and retention before and after the 
intervention; 

 4. To capture the impact of Early Access to ART for All on 
economic outcomes to inform policy adoption decisions 
in Eswatini and similar sub-Saharan African settings; 

5. To ensure that all aspects of the study are conducted in 
accordance with human rights and ethical standards. 

2. Study overview

Figure 3: Original stepped wedge study design

 2.2. Study Design 

The study was implemented over 3 years (September 
2014 – August 2017) using a randomised stepped wedge 
design with open enrolment for all HIV positive individuals 
aged 18 years and older across 14 health facilities and 
surrounding communities in Eswatini’s Hhohho region. 
As illustrated in Figure 3, all sites started in the Standard 
of Care stage, and thereafter, each site had a four-
month transition period until all sites were in the EAAA 
(intervention) stage. The sites started implementing the 
intervention of ART irrespective of CD4 count (“Early Access 
to ART for All) on the first day of the transition period. The 
clinical mentoring team was available at the site during the 
transition period to support the health workers and ensure 
a smooth introduction of the intervention. The order in 
which each site transitioned to the intervention stage was 
randomized with the health workers and study participants 
blinded to the timing so as to minimize bias. In addition to 
the implementation at facilities, a variety of community-
based activities are also being implemented ensuring that 
communities take an active leadership role in the study.
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Starting from October 1, 2016, Eswatini changed the 
national HIV treatment guidelines to provide ART treatment 
to all clients in all health facilities nationwide, regardless of 
CD4 count of WHO stage of disease. In order to minimize 
the effects of the national roll-out of ‘Test and Start’ on 

the study it was decided to move the final step, step 7, 
to October 2016, instead of January 2017. As a result, 
the study design for MaxART EAAA study was revised 
accordingly and step 7 coincided with the national roll-out 
of Test and Start.

Study overview

Figure 4: Revised stepped wedge study design
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 2.3.  Multidisciplinary Consortium and  
 Study Components 

The MaxART Consortium brought together a unique 
and comprehensive group of multi-disciplinary partners, 
combining government programs, global and local networks 
of people living with HIV, academic institutions, and local 
and international NGOs. Together, the partners had the 
combined expertise to link community and facility-level 
initiatives and research. Each consortium partner brought 
in its own expertise, resulting in a consortium that was 
well-positioned to address the many perspectives required 
to develop a robust and successful implementation study 

on early treatment for all. Appendix 1 outlines the different 
consortium partners and the project management and 
governance structure.

A multidisciplinary, mixed-methods approach was 
adopted to meet the study aim, including clinical support, 
community mobilization, and a communications strategy, 
clinical data analysis, social science research, economic 
evaluation, incidence modeling and the establishment of 
a Community Advisory Board.

Figure 5: MaxART Early Access to ART for All implementation study overview
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2.3.1.  Early Access to ART for All 
implementation activities 

Health System support
In order to successfully implement Early Access to ART for All 
in the 14 study facilities and be able to collect and interpret 
the necessary clinical data on viral load and suppression, 
three essential groups of activities were designed and 
implemented: 1) health facilities and health providers were 
supported in the transition towards Early Access to ART 
for All by clinical mentoring; 2) laboratory support was 
provided; and 3) support in clinical data collection was 
continuously provided. These activities ensured successful 
study implementation and strengthened the health care 
system by providing continuing education and support to 
health care workers.

Community Mobilization and Communications Strategy
Community mobilization was used to educate and sensitize 
communities on early ART and create demand for uptake 
of health services. A comprehensive communication 
strategy was designed to address the complex personal, 
cultural, social and sexual considerations that influence 
decisions around HIV testing and ART initiation. Messages 
were delivered through a variety of methods and activities, 
such as sensitization meeting with key community actors, 
including traditional leaders, to gain their support in 
communicating about Early Access to ART for All in their 
communities. Community dialogues targeting community 
members were conducted using edutainment and working 
with other implementing partners to provide on-site HIV 
testing services for active case finding at community level. 
Community-based volunteers were trained to deliver 
information, education, and communication materials 
during door-to-door visits, where Community-based HIV 
Testing and Counseling was provided during community 
events and linkage to care was ensured through working 
with expert clients and HIV testing partners. People living 
with HIV support group members were equipped with skills 
and tools to provide treatment literacy to people living with 
HIV and to share information on Early Access to ART for 
All in their communities. These activities were conducted 
within a 20–30-km radius around each of the 14 study 
health facilities. 

Community Advisory Board
A Community Advisory Board was established to ensure 
that all aspects of the study and implementing Early Access 
to ART for All were conducted in accordance with human 
rights and ethical conduct as stated in the study protocol. 
The involvement of the Community Advisory Board provided 
insight into the priorities, perceptions and preferences 
of the community throughout the implementation and 
research process. 

2.3.2.  Early Access to ART for All research 
components 

Clinical research
The primary research question of Early Access to ART for 
All focused on evaluating the impact the new treatment 
strategy will have on retention rates and viral suppression 
among clients who are initiated regardless of CD4 count 
compared to those initiated according to current national 
ART guidelines. The primary endpoints of the study were:

1. Retention: Proportion of ART-ineligible clients retained 
in care at 12 months.

2. Viral suppression: Proportion of ART-ineligible clients 
who are alive, retained in care, and whose viral load 
is below 1,000 copies/ml at 6 months following ART 
initiation.

These two primary endpoints are key indicators of clinical 
ART performance. Both primary endpoints are well-known 
proxy indicators for the long-term HIV-related health 
outcomes HIV mortality and HIV transmission9. 

Social Science research
Social science research methods were used to asses how 
earlier treatment initiation affects the HIV testing and 
counselling services and on how social, economic and 
structural processes, affect delayed initiation, (non-)
adherence, and retention before and after facilities have 
transitioned to Early Access to ART for All. These objectives 

9 Data was also collected for secondary end-points (12-month mortality rate, visit 
adherence, drug resistance, tuberculosis, HIV disease progression, ART uptake, 
retention and viral suppression at each 6 monthly time point following enrollment) 
but this report only describes the results for the primary endpoints retention and 
viral suppression. Data-analysis for the other end-points is ongoing/ to be scheduled.

Study overview
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were met by conducting mixed-methods research in a 
sample of nine of the 14 study sites including a random 
quantitative survey, semi-structured interviews with health 
providers and patients, and participant observation.

Economic Evaluation 
The study aimed to quantify empirically the causal impacts 
of Early Access to ART for All on a range of important 
economic outcomes, including healthcare expenditure, 
resources use, and patients’ welfare. In addition, the cost-
effectiveness of Early Access to ART for All was estimated 
through a predictive economic evaluation. To this end, 
a comprehensive costing study was conducted, which 
included systematic assessments of both the government 
and private activities for Early Access to ART for All and the 
unit costs for these activities. As part of the costing study, 
the national health sector budgets and expenditure reports 
were regularly reviewed and data relevant to early ART were 
recorded. Community mobilization costs have an influence 
on the facility-level costs (e.g. through HIV testing rates) and 
the endpoints measured in this study. Thus, to capture the 
overall cost of the ART for All approach, it was important 
to also perform costing of the additional community-level 
activities undertaken in preparation of, and to support 
ART for All. A time and motion study was conducted to 
determine how much time healthcare providers spent on 
different HIV treatment-related activities. Finally, patient 
exit interviews were used to measure private healthcare 
expenditure and the patient and provider time required 
under Early Access to ART for All.

Incidence modelling
Incidence modelling was conducted in order to inform the 
national policymaker’s interpretation of the study, as well 
as long-term planning of a national Early Access to ART 
for All approach. A mathematical model was developed to 
simulate (1) The future impact of the national Test & Start 
programme or Early Access to ART for All on HIV incidence 
over three time horizons: 5-year, 10-year and 15-years in 
the whole of Eswatini; (2) The cost-effectiveness of the 
national Test & Start programme or Early Access to ART for 
All on HIV incidence over three time horizons: 5-year, 10-
year and 15-years, in the whole of Eswatini; and (3) The past 
impact of the evolving ART access policy on HIV incidence in 
Eswatini for the period October 2001 - October 2016. 

Community Actors research 
Qualitative research was conducted to understand the 
role of key community actors (traditional & religious 
leaders, traditional healers, community-based volunteers, 
support group members and community advisory board 
members) in implementing the Early Access to ART for 
All implementation study in communities as well as in 
encouraging health seeking behavior at community level. 
The study explored the enabling and disabling factors that 

community actors encountered in the execution of their 
role regarding community mobilization and sensitization for 
Early Access to ART for All. This report describes the results 
for traditional leaders and community advisory board 
members. Further data analysis is needed to report on other 
community actors. 

Data collection
In accordance with the different study components, data 
was collected in the 14 study facilities and its surrounding 
areas for each of these components. Each study components 
used their own data collection tools and strategies. The 
details of data collection methods for all study components 
are described in Appendix 2. 
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 3.1. Health system support activities 

3.1.1  Clinical mentoring 

Clinical mentoring activities strengthened health care 
systems by providing on-going education and support to 
health care workers (HCWs). A clinical mentoring team 
(consisting of 4 nurses and a clinical site coordinator) 
assisted the 14 study facilities to integrate Early Access to 
ART for All activities by:

n Educating and training health care workers on Early 
Access to ART for All activities; 

n Ensuring adequate enrolment and monitoring of study 
participants as per standard operating procedures 
(SOPs);

n Maintaining ethical standards and high quality of care at 
facilities; 

n Conducting feedback sessions to provide continuous 
feedback about the progress of Early Access to ART for 
All and give facility staff an opportunity to discuss their 
achievements, challenges and next steps.

Training Attendance by Cadre 
During the study period, more than 400 unique HCWs have 
been trained in different components of the study. Training 
sessions covered the following topics: the general concept 
of Early Access to ART for All; benefits of early ART; global 
evidence; study specific facility activities; communication/
counselling related to early ART and monitoring of viral 
load. In order to encourage a dynamic team environment, 
trainings were given to all facility staff, including non-
medical staff. Overall, nurses accounted for 30% of staff 
trained, followed by 19% support staff and 16% facility 
based expert clients and Mothers to Mothers (M2M’s ) 
as shown in Figure 5. Total training attendance varied by 
facility with a significant higher attendance in Piggs Peak 
Hospital compared to the other facility sites . 

Feedback Sessions 
Throughout the study period, 7 feedback sessions were 
held per facility. The feedback session were well attended 
by nurses and support staff with an average attendance of 
12 staff members per facility.

3.  Early Access to ART for All 
implementation activities 

Figure 6: Training attendance by cadre
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3.1.2. Laboratory support 

The primary goal of laboratory support in the study context 
was to provide strategic support to the Swaziland Health 
Laboratory Services (SLHS) at both central and decentralised 
levels, enabling them to provide both routine, as well as 
non-routine laboratory tests to meet study objectives. 
Included in this, was the strategic deployment of Point Of 
Care CD4 testing machines as well as quality assurance 
and capacity building for POC testing, viral load testing and 
resistance tests. 

At the time of the Early Access to ART for All study’s launch, 
the MaxART laboratory component consisted of only 1 
laboratory technician. By the second half of the year, a 
laboratory analyst was hired to lead on the Early Access 
to ART for All study laboratory aspects, and support the 
continuous laboratory needs. This ensured sufficient 
capacity for the instalment of an additional Biocentric 
viral load platform in August 2017 to Mbabane National 
Reference Laboratory to support the increased viral load 
monitoring need in the country. Activities related to 
laboratory support are described below: 

Placement of Point of Care CD4 Machines
At the beginning of the study, only 5 facilities had access to 
Point of Care CD4 testing. To support the study, 2 Point of 
Care CD4 testing devices were donated by Aidsfonds and 6 
devices with connectivity packs were provided by Alere as 
a loan donation. The additional Point of Care CD4 testing 

devices substantially broadened the scope of CD4 testing 
access enabling health care workers to offer clients CD4 
testing on site. 

Prior to the provision of the Point of Care CD4 testing 
devices, CD4 testing using conventional laboratory services 
required collecting blood samples at clinics and sending 
them to regional laboratories for testing which provided 
results to facilities 2 to 3 weeks later. This system resulted 
in long turnaround times for CD4 results, a loss of some 

Figure 7: Point of Care (POC) CD4 tests by month (September 2014-August 2017) 
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blood samples results during the transportation process and 
a financial and time burden on clients, who would have to 
visit the health facility multiple times. When using the Point 
of Care CD4 test devices results are available in 20 minutes. 
The number of CD4 tests varied significantly between 
facilities and were influenced by availability of trained staff, 
breakdown of Point of Care CD4 testing devices as well as by 
stock out of testing device cartridges as shown in figure 6.

Point of Care CD4 testing device user training and support
The MaxART team worked closely with the Ministry 
of Health to organize and conduct trainings for both 
phlebotomists and nurses who operate the Point of Care 
CD4 testing devices. At a minimum, 2 staff per facility 
received training, which helped to ensure minimum 
disruption to CD4 testing access due to healthcare worker 
illness or leave. The MaxART team provided initial and 
refresher Point of Care CD4 testing device user trainings 
for the study sites that previously did not have a device 
and 30 health care workers in 7 facilities were trained 
during the study period. The laboratory analyst and clinical 
mentoring site coordinator supported regular training needs 
assessments and investigated any issues around Point of 
Care CD4 testing at participating facilities. 

New Viral Load Monitoring Platform (Biocentric Platform)
The WHO 2013 Consolidated guidelines for HIV recommend 
routine viral load monitoring to be accessible for all ART 
patients. Consequently, the MaxART team, in collaboration 
with Médecins Sans Frontières (MSF), supported the 
Swaziland Health Laboratory Services (SHLS) in the 
placement and validation of a donated Biocentric platform, 
which was an addition to the existing National Roche 
Platform, to be used for viral load testing. Through the 
course of the validation study, the Early Access to ART for All 
laboratory analyst provided on-the-job training and capacity 
building to National Reference Laboratory (NRL) staff on a 
weekly basis to ensure that all staff were fully competent 
on using both the Biocentric viral load analyzer and existing 
Roche platform. 

During the study period, 9,471 viral load samples were 
received for processing of which 9,162 (97%) samples were 
processed. Baseline viral loads, pre-ART and ART initiation 
samples, accounted for 4,130 (45%) samples and the ART 
monitoring viral loads accounted for 5,032 (55%) samples. 
A total of 309 samples was rejected. Rejection was due 
mainly due to sample haemolysis (n=17; 6%) and run errors 
(n=251; 81%). 

Table 1: Viral load statistics
Parameters All (n=9,471)

Baseline n (%) 4,130 (43.6%)

ART monitoring n (%) 5,032 (53.1%)

Rejected n (%) 309 (3.3%)

Table 2: HIV drug resistance statistics
Pre-ART samples n(%) ART samples n(%) Total n(%)

Total Number of samples send 2,715 72 2,787

Total Number of results received 2,344 (86%) 59 (82%) 2,403

Resistance to at least 1 ARV 358 (13%) 47 (65%) 405 (15%)

HIV drug resistance testing
Plasma samples for all study clients were stored in case drug 
resistance testing was required. Drug resistance testing 
was carried out for Early ART for All clients, who were on 
ART, with two consecutive unsuppressed viral loads. The 
laboratory analyst ensured correct labeling and storage of 
those samples and prepared shipment of frozen samples 
to the British Columbia Centre for Excellence in HIV/AIDS in 
Vancouver, Canada for analysis every six months since the 
initiation of the study. 

During the study period, 2,787 samples were requested 
for HIV drug resistance from British Columbia Centre for 
Excellence in HIV/AIDS. Two thousand seven hundred and 
sixteen (97.4%) samples were for pre-ART clients while 
72 samples were for ART clients. 

Forty clients (out of the 59 receiving HIV drug resistance test 
results) with confirmed drug resistance were changed to a 
second line ARV drug regimen. 
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Strengthening the National Sample Transport System 
Breakdowns in the National Sample Transport System 
(NSTS) system influenced laboratory sample collection 
throughout the study. System breakdowns occurred due 
to the physical breakdown of cars, shortages of fuel and/
or unavailability of NSTS drivers. As a result, MaxART study 
vehicles often provided short term support to cover sample 
transport service routes to minimize the impact of an 
unreliable NSTS. Additionally, CHAI assisted the Ministry of 
Health in analyzing the current sample transport system 
and supported the NSTS to optimize transportation routes 
and schedules within existing resources to bring about a 
more sustainable solution to sample transport issues. 

3.1.3. Data management 

To ensure timely, comprehensive and high-quality data, 
the data management team was responsible for collecting 
and cleaning all clinical data to inform clinical primary 
and secondary objectives of the Early Access to ART for All 
study. At the start of the study, the team consisted of a data 
scientist, a data analyst and a data officer. With increasing 
volume of patients throughout the study, the team grew to 
seven data officers in the last study year. 

During the study period, data officers visited facilities on a 
weekly basis, capturing complete clinical data from client 
chronic care files into the study database. To ensure data 
quality, the data team in collaboration with the Harvard 
School of Public Health generated error reports for data 
cleaning. The team also collaborated with facility staff and 
the study’s clinical mentoring team to identify gaps in data 
and client monitoring to support mentoring activities. 

In addition to data collection, data officers supported 
facilities to upgrade their filing system by providing 
material support such as hanging folders as well as human 
resources to move filing systems from either patient name 
or appointment month to a numerical system. The re-
organization not only supported the facility staff in locating 
and updating patient files, but also increased the efficiency 
of data collection.

In total, 3,405 clients were enrolled into the study between 
September 1st, 2014 and August 31st, 2017 across all 14 
study facilities. The median age of the client’s was 33 years 
old and 62% were female.

Early Access to ART for All implementation activities
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 3.2.  Communication strategy 

One of the main ways of ensuring universal access to HIV 
care and treatment is through correct messaging and 
effective communication. The MaxART Early Access to ART 
for All team and the Ministry of Health worked together to 
ensure early ART messages were accurately communicated 
to communities, individuals, and healthcare providers. With 
the primary core message of “Early treatment for better 
health,” the MaxART team implemented a communication 
strategy that addressed the following barriers and concerns:

n	 Willingness of people to start ART while (still) feeling 
healthy; 

n	 Anticipated challenges around adherence to and 
retention in care; 

n	 Stigma and disclosure to partners; 
n	 Healthcare providers’ attitudes towards early ART;
n	 Misinformation, misconceptions and misunderstandings 

about ART.

Activities included:

n	 Development and distribution of Information Education 
Communication Materials for clients and communities 
and Job Aids for health care workers;

n	 Capacity building of health care workers, support staff 
and community resource groups through interpersonal 
communication trainings; 

n	 Building networks and strengthening collaboration with 
in-country partners;

n	 Provision of technical input on communications 
activities of implementing partners.

During the 3-year study period, a total of 508 people 
were trained in providing correct Early Access to ART for 
All messages as shown in table 3 and 8 different kinds of 
Information, Education and Communication (IEC) materials 
were developed (Table 4):

Table 3: Total number of people trained in providing Early Access to ART for All messages
Activity Cadre trained No. of participants

Media Workshop News reporters and editors 22

Interpersonal Communication Training Community Based Volunteers 197

Interpersonal Communication Training Support Group members 226

Early Access to ART for All orientation 
session

Facility-based healthcare workers 63

TOTAL 508

Table 4: Information, Education and Communication materials developed
Material developed Target audience Objective

MaxART Early Access to ART for All posters Facility clients Create awareness on Early Access to ART for All

MaxART Early Access to ART for All posters Community members

What health care workers need to know: 
Early Access to ART for All

Health care workers Informing health care workers about the new 
approach of Early Access to ART for All

Viral load flyer Clients on ART Educating clients on the importance of viral load 
monitoring and creating demand

Clients charter
People living with HIV

Education on clients rights

Early Access to ART for All counselling 
flipchart

Facility staff Supporting provision of correct and 
comprehensive counselling messages

Early Access to ART for All counselling 
flipchart

Rural health motivators Supporting Rural Health Motivators to provide 
correct and comprehensive counselling 
messages in the community about Early Access 
to ART for All

Early Access to ART for All bus stickers Community members Create awareness on Early Access to ART for All 
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 3.3. Community Mobilization 

An important element of the Early Access to ART for 
All implementation study was to engage with existing 
community structures to mobilize community members 
in the study implementation sites to increase the uptake 
of HIV testing and care services. The main mobilization 
strategy used was demand creation community dialogues 
targeting specific groups, particularly youth and men, in 
various ways, such as social gatherings including soccer 
games, chiefdom meetings, dip tanks and at companies. 
During community events, mobile testing services were 
available on site provided through partnerships with in-
country development partners, specifically Population 
Services International (PSI) and AIDS Healthcare Foundation 
(AHF). Expert clients were available for same day linkage to 

health services when clients opted for it. For those clients 
that did not link on the same the day they were followed 
up and linkage was tracked for 90 days as per the PSI 
community linkages operating procedures. 

The first step of community mobilization involved 
orientation and capacity building of traditional leaders 
(chiefs and inner council members) to inform them about 
Early Access to ART for All, the study and gain their support. 
In addition, community-based volunteers and support group 
members were also oriented on the study and provided with 
trainings in order for them to effectively deliver messages 
during community meetings and door to door visits and 
effectively link community members to health facilities. 

Table 5: Number of traditional leaders and community based volunteers trained 
Orientation meetings /training Total Number of 

participants 

Orientation meetings on Early Access to ART for All for Traditional Leaders 450

Trainings on health education on HIV testing, Early Access to ART for All and treatment 
adherence for community based volunteers

743

Trainings on Early Access to ART for All and the role of Traditional Healers and Religious 
Leaders in health promotion 

177

The trained traditional leaders and community based 
volunteers implemented a variety of community 
mobilization activities, focusing on creating awareness on 

Early Access to ART for All, encouraging HIV testing and 
treatment adherence. Table 6 shows that Demand Creation 
Community Dialogues reached a total of 7,234 people. 

Table 6: Number of dialogues implemented and people reached per year 
Time 2015 2016 2017 Total 

Number of dialogues 
implemented 

6 45 44 95

Number of people reached 2,596 2,836 1,802 7,234

Number of people tested 364 355 843 1,562

Number of people tested 
positive

13 54  
(23 male, 31 female

48 
(38 male, 10 female)

115  
(61 male, 41 female)
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The community dialogues targeted different groups and 
were organized using interventions most suited to the 
target group (e.g. drama, workplace dialogues or road 
shows). The target groups included: men (dialogues at 
cattle dipping tanks or workplaces e.g. transport operators 
in bus ranks, construction workers, policemen, army 
officials etc.), youth (dialogues at soccer matches, youth 
bashes), women (dialogues at community centres), sex 
workers in hotspots. 

Community-Based Volunteers reached a total of 14,302 
people with health information with the door-to-door visits. 
Of these, 5,148 people were referred to health facilities. 
From the people referred to health facilities, a total of 1,804 
reported to have actually accessed health services.

 3.4.  Support groups of people living  
 with HIV 

In order to better understand the characteristics of existing 
support groups in the study communities, a mapping 
exercise was conducted in 10 Tinkhundlas in the Hhohho 
region. A total of 84 support groups (1,983 members) were 
identified. Support groups comprised both people who were 
affected by HIV (family, friends etc.) and people living with 
HIV. Of the 84 support groups identified, 37 support groups 
from the study area were oriented on Early Access to ART 
for All and equipped with skills to further provide support 
and disseminate information in their communities. The key 
roles of support group members for Early Access to ART for 
All was to educate community members and their families 
on the benefits of early ART, conduct door-to-door visits, 
provide psychosocial support, and encourage treatment 
adherence. In addition to the trainings, quarterly feedback 
sessions were conducted with support groups to get an 
understanding from people living with HIV on how Early 
Access to ART for All was being implemented. 

 3.5. Community Advisory Board 

A Community Advisory Board was established to protect 
community interests and to provide substantive input into 
all aspects of the study in accordance with community 
values, culture and social perspective. The Community 
Advisory Board aimed to ensure that all aspects of the study 
were conducted in accordance with human rights and 
ethical standards and acted as a voice of the community 
and study clients by participating in the process of 
monitoring the study’s implementation. The Community 
Advisory Board provided insight into the priorities, 
perceptions and preferences of the community throughout 
the implementation and research process and informed the 
research team of local concerns that affected successful 
implementation of Early Access to ART for All and improved 
treatment outcomes for PLHIV. 

The Community Advisory Board consisted of 24 members 
of whom 13 were residing in the areas where the study 
was being implemented, and the other 11 were national 
community representatives from different parts of the 
country. Members represented diverse groups in the 
community such as people living with HIV, women, youth, 
faith based organizations, key populations (men who have 
sex with men and sex workers), traditional leaders, and 
community health workers. 

The Community Advisory Board was led by a Chair and Vice 
Chair who were closely supported by the secretariat, based 
at SWANNEPHA, whose role was to provide administrative 
and coordination support. 

The Community Advisory Board members used a variety 
of mechanisms to engage with community members or 
receive information including; visits to health facilities, 
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engaging with communities during community meetings 
and gatherings, a toll-free telephone line coordinated and 
manned by the Community Advisory Board secretariat and 
anonymous suggestion boxes at study facilities. 
The Community Advisory Board conducted 19 health 
facility visits to hear views, experiences and concerns from 
clients and health care workers about Early Access to ART 
for All implementation, such as ethical and service delivery 
concerns which needed attention by the research team or 
the Ministry of Health. In addition to visits to study facilities, 
the Community Advisory Board conducted 22 community 
visits in the study area and participated in community 
meetings, support group meetings and community 
mobilization dialogues. 

The Community Advisory Board held quarterly meetings to 
discuss the information they gathered from the community 
and to provide feedback and recommendations to the 
research team and Ministry of Health. As Figure 7 and 8 
show both concerns as positive feedback was shared with 
the Community Advisory Board through the mobile phone 
line and suggestion boxes. Issues that needed urgent 
attention were immediately shared with the chair of the 
Community Advisory Board and, if needed, with the Ministry 
of Health, study team or other relevant organizations. 

Early Access to ART for All implementation activities

Figure 8: Feedback topics toll free mobile phone line  
(total calls: 226)

Figure 9: Feedback topics from the suggestion boxes  
(total suggestions: 68)
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 4.1. Clinical Research Results 

In total, 3,405 ART naïve10 clients have been enrolled into the 
study between September 1st, 2014 and August 31st, 2017 
across all 14 study facilities. The median age of the clients 
was 33 years old (IQR: 28, 42) and 62% were female. Table 
8 provides an overview of the characteristics of the clients 
and table 9 gives an overview of the clinical characteristics 
of the clients. 

4.  MaxART Early Access to ART for All 
implementation Study Results

Table 7: Baseline Characteristics of study clients
All ART naïve (n=3405)

Median age at study enrolment (year) (Q1, Q3) 33 (28, 42)

Age group n (%)

18-<20 74 (2%)

20-<30 1,151 (34%)

30-<40 1,222 (36%)

40-<50 584 (17%)

50-<60 253 (7%)

60+ 121 (4%)

Sex n (%)

Male 1,298 (38%)

Female 2,107 (62%)

Marital Status n (%)

Married 1,679 (51%)

Divorced 38 (1%)

Widowed 167 (5%)

Single 1,439 (43%)

Marital Status missing n (%) 82 (2%)

Education n (%)

Illiterate 88 (4%)

Primary 885 (36%)

Secondary 800 (32%)

High School 619 (25%)

Tertiary 85 (3%)

Education missing n (%) 928 (27%)

10 ART naïve: When a person with HIV has never taken antiretroviral therapy (ART)
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Table 8: Clinical Characteristics of study clients
All ART naïve (n=3405)

BMI at study enrolment n (%) 3,305 (97%)

Underweight <18.5 163 (5%)

Normal 18.5-<25 1,733 (52%)

Overweight 25-<30 810 (25%)

Obese >=30 599 (18%)

BMI at study enrolment missing 100 (3%)

CD4 at enrolment n (%) 2,958 (87%)

<350 1,436 (49%)

350-500 665 (22%)

>500 857 (29%)

CD4 missing at enrolment 447 (13%)

WHO clinical stage at enrolment n (%) 2,961 (87%)

Stage 1 1,874 (63%)

Stage 2 677 (23%)

Stage 3 or 4 410 (14%)

WHO clinical stage missing at enrolment 444 (13%)

TB screening n (%) 3,257 (96%)

TB screening negative at study enrolment 2,967 (87%)

TB screening positive at study enrolment 290 (9%)

TB screening missing at study enrolment 148 (4%)

Viral load at enrolment (copies/ml) n (%) 3,071 (90%)

<1000 349 (11%)

1000-<50‚000 1,260 (41%)

50‚000-<100‚000 363 (12%)

>=100‚000 1,099 (36%)

Missing viral load at enrolment 334 (10%)
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The preliminary data analysis showed that there were 
statistically significant increases in retention from the time 
of enrollment at the clinics among clients immediately 
initiated to ART compared to those whose initiation was 
delayed until their met standards of care for initiation, and in 
viral suppression in clients under Early Access to ART for All 
compared to those whose initiation was delayed. In Standard 
of Care and Early Access to ART for All respectively, the 
12-month retention rates were 80% (95% confidence interval 
(CI): 77-83) and 86% (95% CI: 83-88), and the 12 month viral 
suppression rates 6-months post-ART initiation were 4% 
(95% CI: 2-7) and 79% (95% CI: 75-83). Early Access to ART for 
All had a substantial effect on retention (hazard ratio (HR) 
1.60, 95 % (CI) 1.15-2.21, p=0.005) and a large effect on viral 
suppression 6 months after ART initiation among those who 
were retained that long (HR 14.51, 95% CI 7.31-28.79, p<0.001). 
Currently, additional analysis is being finalized to further 
understand these results, in particular the large difference 
between the viral load results for respectively Standard of 
Care and Early Access to ART for All11. It should be noted that 
it is difficult to isolate the impact of Early Access to ART for All 
on viral suppression, because the differences by definition in 
time from enrollment into the clinic to initiation mean that 
those in Standard of Care who make it to initiation without 
dying, transferring or otherwise being lost to follow-up could 
be quite different in their risk profile from those who are 
initiated immediately after enrollment.

4.2. Economic Evaluation Results

Even though ARVs are provided free of charge in Eswatini, 
patients at the study clinics incurred a considerable cost to 
attend ART care. While costs saved by the health system have 
been advanced as the main argument for differentiated ART 
care, many such care models (e.g., community-based ART 
dispensing) could also substantially alleviate the economic 
burden faced by patients to be on ART.

Table 10 shows detailed cost comparisons for Early Access 
to ART for All vs. Standard of Care. Early Access to ART for All 
effects were small and insignificant for overall costs and most 
cost categories. Early Access to ART for All effect estimates 
were $4 (95%CI -20 to 28) for average facility-level total cost 
per ART patient-year (p=0.75). The simple mean cost per 
patient-year across Standard of Care was $215 (95% CI: 123-
316) compared to $219 (95% CI: 138-293) in Early Access to 
ART for All. There was marginal increase of 5 patient-years 
(95% CI: -1 - 9) due to Early Access to ART for All (p=0.08). 

Figure 10: Study diagram showing number of enrolled participants by clinic pair and steps

11 The results of this additional analysis will be included in the scientific article we aim 
to submit end of 2018/early 2019.

Figure 9 shows the number of enrolled participants by clinic 
pair during the 7 steps of the stepped-wedge study design. 
The sample size was larger for Step 1 because existing pre-ART 
participants were enrolled into the study, while at later steps of 

the study, only participants who were newly diagnosed or who 
had previously disengaged from pre-ART care were available for 
enrolment. As a consequence, more participants were enrolled 
during the control period than the intervention period. 

Steps (4 month periods)

Group Clinic 1 2 3 4* 5 6 7** 8 9 Total

1
1 67 58 34 14 20 20 13 15 4 245
2 81 27 23 10 8 18 13 13 7 200

2
3 27 13 17 6 14 12 13 12 8 122
4 37 12 56 14 19 16 8 5 5 172

3
5 27 13 10 13 14 9 15 5 1 107
6 50 27 33 34 25 23 17 11 6 226

4 7 20 5 6 10 4 8 4 5 14 76
8 163 87 83 116 109 78 43 57 62 798

5
9 93 45 30 17 22 18 6 19 22 272

10 64 28 29 29 18 35 15 16 7 241

6
11 59 23 30 34 30 27 24 21 10 258
12 54 16 34 20 9 26 23 16 13 211

7
13 16 18 18 22 12 7 17 6 4 120
14 112 63 36 27 34 33 24 10 18 357

Total 870 435 439 366 338 330 235 211 181 3405
*  Eswatini’s ART guidelines for ART initiation changed from a CD4 count threshold of ≤350 cells/µl to ≤500 cells/µl on December 1, 2016.
**  Eswatini’s national ART guidelines for ART initiation changed a CD4 count threshold of ≤500 cells/µl or less to a universal test and treat 

approach on October 1, 2016.
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It means the average public sector costs per ART patient-
year showed to remain essentially the same when Early 
Access to ART for All is implemented.

To capture the overall cost of the ART for All approach, 
the additional community-level activities undertaken in 
preparation of, and to support ART for All were calculated as 
well.

During the observation period, 311 events were carried 
out as part of the Early Access to ART for All study at a 

total combined cost of $90,448. Of this total, 54% were 
associated with community mobilization activities with 
mean cost of $348 (95% CI: 137,559) for activities ranging 
from dialogue with people living with HIV to broader 
community. The cost of Information, Education and 
Communication materials production and printing was 
$4,404 (95% CI: -7217, 16024) or 15% of total, while the cost 
of running a community advisory board (CAB) was $348 
(95% CI: 137,559) or 23% of total. Remaining costs were 
associated with orientation of the media and community 
leaders as well as monitoring and evaluation activities.

Table 9: ART patient-year cost under Early Access to ART for All and Standard of Care )
Early Access to ART for All* Standard of Care* p-value

Total $219 (123-316) $215 (138-293) 0.75

ARVs $95 (91 -99) $95 (92-98) 0.76

Personnel $100 (6-194) $99 (28-170) 0.94

TB $4 (0-8) $1 (0-3) 0.04

Labs $19 (10-28) $20 (12-29) 0.70
* Estimates and 95% CI are adjusted for fixed time effects and random clinic effects

Table 10: Average cost of community events in support of Early Access to ART for All  
in Eswatini

Events Mean cost per event (USD) (95%CI)

General Orientation $1,267

Media Orientation Workshop $933

Information, Education and Communication material $4,404 (-7217, 16025))

Community Mobilization Events $231 (198-265)

Community Dialogue -- general $650 (382-917)

Community Dialogue – targeted $336 (264-408)

Dialogues with Existing Community Resource Groups $216 (173-260)

Dialogues with PLHIV $138 (121-155)

Inner Council Dialogue $146 (104-187)

M&E $145 (98-192)

Community Advisory Board (CAB) $348 (137-559)

CAB F2F/Key meetings $582 (400-764)

CAB Information, Education and Communication material $487 (-487-1461)

CAB Quarterly review meetings $511 (456-567)

CAB Site visits $113 (77-149)

CAB Toll Free Line $59 (42-77)

CAB Training $2,047 (-903-4997)
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Results show that average public-sector costs per ART 
patient-year in Eswatini are essentially the same under 
Standard of Care and Early Access to ART for All. These 
results also show the first comprehensive set of estimates of 
the costs of community related activities carried outside the 
healthcare facilities to support UTT. The costs vary widely 
across broad categories due to mix of fixed (equipment 
rental) and variable costs (distance traveled, food), while 
CAB costs were high due to initial capital investment 
needed in training support. 

 4.3. Social Science Research Results 

Social Science quantitative research results
To analyse changes in disclosure, adherence, stigma, sexual 
behavior and experiences of ART initiation in relation to the 
introduction of Early Access to ART for All, a questionnaire 
was administered, including both close and open-ended 
questions, with a group of people living with HIV who had 
been initiated on ART with a CD4 count < 350 or WHO stage 
3 or 4 (referred to as the control), and were compared with a 
group of people who initiated ART in the Early Access to ART 
for Allprogram who had a CD4 count > 350 or WHO stage 1 
or 2 at time of ART initiation (referred to as intervention t0). 
A follow-up interview was then done at 6 months with the 
intervention clients to compare changes over time regarding 
their experiences, which is referred to as intervention t1. 
The highlights of the findings based on the quantitative 
data gathered are presented below.

Disclosure
In all groups high disclosure rates to partners and family 
members were found, but only a small percentage (12.1% 
in the control group and 16.2% in the intervention group t0) 
reported having disclosed to someone other than partner 
or family (Figure 11). About two thirds in all groups said 
that they had kept their HIV status a secret to most people 
(64.6% in control, 68.5% in t0, and 62.5% in t1). This confirms 
qualitative insights which revealed that disclosure was 
generally reserved for one’s immediate family, and few 
people reported disclosure to non-family members.

A significant difference was observed however in terms of 
feared disclosure: more people in the intervention group 
(16.0%) were worried that visiting a health centre may 
disclose their status compared to the control group (9.2%). A 
plausible explanation is that more people in the Early Access 
to ART for All group were asymptomatic and thus feared 
inferred disclosure due to regular visits to a facility more 
than the control group.

Figure 11: Disclosure to partner, family and others

Adherence
High adherence was reported in all groups, with 14.6% 
in the control vs. 16.4% of the Early Access to ART for All 
clients reporting they had missed a dose of ART in the last 
30 days. There was no significant difference in self-reported 
adherence between the control sample and that of Early 
Access to ART for All clients. A small change over time (10.3% 
in t1 reported to have missed a dose) was observed but 
this was non-significant. Because the differences between 
the groups are too small and non-significant regression 
analysis for questions of adherence and disclosure was not 
conducted. 

Patient experiences of testing and ART initiation
A positive finding from the survey research was that the 
introduction of Early Access to ART for All significantly 
improved the diagnostic availability of CD4 count and viral 
load test and related communication between patients 
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and health care worker (figure 12). How sustainable this 
change in diagnostic availability is should be a topic for 
future monitoring and research because the additional 
point-of-care CD4 machines and support with regard to 
sample transport challenges will not continue beyond the 
MaxART study. With regard to giving back viral load results 
a significant improvement was noted over time since 62.9% 
of the intervention t1 clients reported to have been given 
back the results (compared to 12.9% in the control, and 
40.0% at intervention t0). At intervention t1 clinical mentors 
worked on improving the logistics around viral load tests and 
how the results were explained to patients, which probably 
contributed to the improvement in giving back test results in 
intervention t1, but the increased time dedicated to giving 
back the results might have led to less time for the other 
topics. An example of a slight (non-significant) decrease in 
the amount of time to ask questions in the intervention t1 
(69.1%) as compared to control (80%) was noted. 

Figure 12: Health care interactions at ART initiation

Sexual behaviour
Furthermore, it was noted that sexual behaviour did not 
change with the introduction of Early Access to ART for All, 
for example the difference between reported condom use 
was non-significant; 79.7% in the control group compared to 
76.8% in the intervention group. 

Perceptions of starting ART early
An encouraging result was that a significant change 
in perceived benefit of starting ART immediately after 
diagnosis irrespective of CD4 count in the Early Access to 
ART for All clients (76.7%) as compared to the control group 
of which 55.3% saw a potential benefit. This perceived 
benefit also improved over time, because in the t2 sample 
92.8% thought there was a benefit of starting ART early. 

In the study, only 21.5% of those who started ART in the 
intervention group reported feeling ill at the time of ART 
initiation, which shows that the majority of patients start 

ART despite feeling healthy. The most cited reasons to 
start ART in the intervention group were wanting to avoid 
becoming sick or being informed that you can start ART 
regardless of your health status or CD4 count. In addition, 
those that did not feel ill at ART initiation reported being 
more adherent than those that did feel ill, which indicates 
that feeling healthy was not a barrier to adherence for the 
majority of participants in this study.

Social Science qualitative research results
This paragraph describes the highlights of the findings of 
three qualitative sub-studies on 1) clients who delayed their 
ART initiation, 2) clients who discontinued taking ART and 3) 
experiences of health care providers.

Clients with delayed ART initiation
Thirteen clients who tested HIV positive and delayed their 
ART initiation at one of the study facilities were interviewed. 
The respondents were 21–68 years of age. The majority (10) 
were female. Not all clients had consciously delayed ART: 
one described being advised to delay initiation because 
of her course of co-trimoxazole (antibiotics), another was 
seemingly unaware of having delayed and one reported that 
a delay in receiving the CD4 count results, had meant that 
6 months passed between being diagnosed under MaxART 
and initiating ART. At the time of interview, most clients had 
already begun ART; however, two had yet to do so.

Clients’ reasons for delaying ART were embedded in 
lengthier accounts of engagement with HIV testing, 
treatment and self-care over the life course. This included 
multiple previous HIV tests at different health facilities, 
sometimes separated by a number of years: ten respondents 
had tested positive before receiving the diagnosis under 
the MaxART study. Respondents described the need for 
time to come to terms with a diagnosis, particularly if it was 
unexpected. For those who had tested positive prior to the 
“Test and Start” roll-out, messages about how ART was not 
obligatory still resonated and individuals with high CD4 
counts recounted how they kept healthy. Clients’ decisions 
were also influenced by concerns about the possible health 
impacts of ART. With disclosure a sensitive issue for most, 
there were also anxieties about ART giving inadvertent 
indication of their HIV status. In the following section, these 
themes are elaborated.

Clients who discontinued taking ART
Retention on antiretroviral therapy is critical for the 
successful adoption of Early Access to ART for All, and 
for achieving the UNAIDS 90-90-90 targets. Therefore, 
HIV positive clients’ reasons for discontinuing ART in 
the MaxART study were explored. Clients who stopped 
ART refill for three months or longer from the date of 
last appointment and who were not registered as either 
deceased or transferred out from the two study sites, 
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were classified as lost to follow-up (LTFU) in the MaxART 
database. The two study sites were purposively selected 
because they were high-volume sites and reported the 
highest number of LTFU clients in the study database. From 
the two selected facilities, 145 clients were identified as 
LTFU. Of the 145 clients, 93 (64%) could not be reached 
when called. Fifty-two clients (36%) were successfully 

contacted by phone. Of these, 26 were actively attending 
the facility but records had not been updated (referred to as 
‘active on ART’), 14 had transferred out from the (“mother”) 
facility where the client initiated ART to a new one, and one 
person had died. During the call, eleven clients (three males 
and eight females) confirmed having discontinued ART (see 
Table 12).

Table 11: Outcome of contact tracing of the initial Lost To Follow-Up (LTFU) selection
Lost To Follow-Up client categories Total (N=145)

Unable to contact 93 (64%)

Contacted 52 (36%)

Confirmed Lost To Follow-Up 11 (21%)

Active on ART 26 (50%)

(Self)Transferred Out 14 (27%)

Died 1 (2%)

All eleven confirmed Lost To Follow-Up clients (three males 
and eight females), and one treatment supporter were 
approached for an interview. One client refused, another 
evaded the researchers, not keeping four consecutive 
appointments. In one case, although the client could not be 
traced, her treatment supporter was interviewed. Hence the 
qualitative research is based on nine semi-structured face-
to-face interviews with HIV-positive clients identified and 
one interview with a treatment supporter.
 
Initially most respondents reported mobility (relocating 
residence) as the main reason for discontinuing ART. 
Further probing revealed more complex circumstances: 
sub-optimal care from health care providers, severity and 
prolonged medication side effects, fear of stigma, lack of 
food and social networks became entwined in the process 
leading to discontinuation of ART. In-depth analysis of 
individual cases revealed several intersecting reasons 
that occurred consecutively, as a “chain of events”. Thus, a 
series of contiguous and linked events led to their eventual 
discontinuation of ART. 

Health care providers experiences with Early Access to  
ART for All
Early Access to ART for All has implications for health 
care staff workload in areas of high HIV prevalence and 
for understandings of ART and HIV. The experiences of 
health care providers implementing Early Access to ART 
for All, based on 25 interviews with staff at eight facilities 
implementing Early Access to ART for All, were therefore 
explored. 

Health care staff encouraged early ART to their clients by 
promoting its overall health benefits and the possibility 
of avoiding disclosure and HIV-related stigma in the wider 
community. Messages on the preventive benefits of Early 
Access to ART for All varied: some staff downplayed this 
to avoid discouraging condom usage. Staff suggested that 
initiating ART immediately after testing could improve 
linkage-to-care but recognized that overly hasty initiation 
could have implications for adherence. Viral load testing was 
seen as a potentially useful tool to monitor clients’ response 
to ART. 

The practicalities of implementing Early Access to ART 
for All had implications for the duration of health staff’s 
interaction with clients or potential clients. This was caused 
by the extra time investment needed upfront with patients 
to explain the rationale for early ART and viral load tests. 
These changes also led to additional questions to which 
staff had to respond. Staff also mentioned an increased 
bureaucratic burden of “paperwork and stickers”, placing 
additional demands on their time. Increased time spent on 
initiation had implications for the time spent on other tasks, 
such as ART refills for returning clients (which often involved 
questions as well as collecting and checking medication).
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 4.4. Incidence Modelling Results 

The incidence modelling component of the MaxART EAAA 
study aimed to estimate the impact that Eswatini’s ART 
programme has had thus far, and is likely to still have on 
HIV incidence among its adult population, specifically 
estimating:

n The future impact of the national roll-out of Early Access 
to ART for All (“Test & Start”) on HIV incidence over three 
time horizons: 5-year, 10-year and 15-years (Oct 2016 – 
Sept 2031), in the whole of Eswatini.

n The cost-effectiveness of the national roll-out of Early 
Access to ART for All (“Test & Start”) on HIV incidence 
over the same time horizons in the whole of Eswatini.

n The past impact of the evolving ART access policy on 
HIV incidence in Eswatini for the period October 2001 - 
October 2016. This is the era of gradual ART programme 
expansion until the moment that Eswatini moved to 
implement the “Test & Start” programme nationwide.

The future impact of national roll-out of Early Access to 
ART for All on HIV incidence
Assuming that Eswatini is able to maintain its high uptake 
and frequency of HIV testing among the general population, 
combined with high rates of retention in care, treatment 
adherence and viral suppression, our model projections 
indicate that the national roll-out of Early Access to ART 
for All (“Test & Start”) will lead to a rapid and sustained, 
fundamental change in HIV incidence. In the last year of the 
simulation period (1 October 2030 to 30 September 2031), 
the projected HIV incidence among 15-49-year-old adults 
was 75% lower in the “Test & Start” scenario, compared to 
the counterfactual (0.4 versus 1.6 per 100 person-years). 

Figure 13: Modelled HIV incidence for “Test & Start” and counterfactual scenarios
Red lines represent output from the Test and Start scenario, while green lines denote the counterfactual 

scenario (CD4 cell count threshold for ART eligibility remained at 500 cells/microliter from mid 2013 
onwards). The thick lines are the model predictions from LOESS models with smoothing span = 0.2
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Although some simulations in the Test and Start scenario 
led to a complete elimination of HIV transmission (zero new 
infections), the average model behaviour does not indicate 
that Eswatini will reach the control threshold of 0.1 infection 
per 100 person-years by the end of 2031. This finding 
could be explained by the very high degree of variation 
(heterogeneity) in sexual activity levels in the calibrated 
models. In all four of the models that passed the goodness-
of-fit test and that were subsequently used in this analysis, 
the population distribution of sexual partner turnover rates 
had a long right tail. What this means is that there was 
a small subset of people who had a very high number of 
sexual partners. The implication of highly heterogeneous 
sexual activity levels is that even when most people’s HIV 
infections get diagnosed not long after it occurs and most 
initiate ART soon thereafter, there is a small core group of 
highly sexually active individuals who maintain sustained 
HIV transmission in the population.

Over the first five years of “Test & Start” programme (1 
October 2016 to 30 September 2021), the annual number 
of new HIV infections is projected to be 29% (in the first 
year) to 67% (in the fifth year) lower than if the CD4 cell 
count threshold for ART eligibility had remained at 500 cell/
microliter (Figure 14). 

Figure 14: Relative number of new HIV infections per year

After an initial widening of the gap in annual incidence 
between the two scenarios, the impact of “Test & Start” 
on the number of new HIV infections per year stabilises 
and even shrinks somewhat in the last five years of the 
15-year evaluation period. The reason for the first phase 
of increasing impact is that there is a delay between the 
moment that ART policy changes and the moment people 
who would not have been eligible for ART initiation get 
diagnosed with HIV infection and start ART. In addition, 
there is positive feedback in the sense that over time, there 
are more indirectly averted HIV infections (people remained 
HIV negative because “Test & Start” averted HIV infections 

among their partners, who would otherwise have infected 
them). The reason for the stabilisation and shrinkage of the 
HIV prevention impact is that the counterfactual scenario 
also shows a downward trend in HIV incidence over time, 
albeit on a longer time scale.

The future cost-effectiveness of national roll-out of Early 
Access to ART for All for HIV prevention
The incremental cost-effectiveness ratio (ICER, US dollars 
per averted HIV infection) summarises how cost-effective 
an intervention is projected to be. A key variable in this 
equation is the time window for which both the incremental 
cost and incremental effectiveness are calculated. Figure 
15 shows ICER values for time windows of 1 to 15 years. At 
the start of the programme, there is a dramatic increase 
in cost, compared to the counterfactual scenario, because 
under “Test and Start” a sizeable group of people with CD4 
cell counts above 500 cells/microliter are initiated on ART. 
However, this large upfront investment initially translates 
into only a modest number of averted HIV infections. As a 
result, the ICER in the first year of the programme (by the 
end of 2017) is estimated to be more than 4,000 US dollar 
per averted HIV infection.

Figure 15: Incremental cost-effectiveness ratio of national 
roll-out of Early Access to ART for All for HIV prevention

However, over time the “Test & Start” programme becomes 
increasingly cost-effective. Indeed, considering a 15-year 
time horizon, the average cost per averted HIV infection 
was estimated at 269 US dollar. There are two mechanisms 
causing this improving cost-effectiveness over time. Firstly, 
while initially high, the annual cost for the “Test & Start” 
programme decreases over time. In contrast, the annual ART 
programme cost in the counterfactual scenario increase 
over time (Figure 16). This is because in the counterfactual, 
more people get newly infected, who require ART towards 
the end of the time window.
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Figure 16: Normalised annual cost of the ART  
programme under the “Test & Start” scenario (red) and 

counterfactual (green) scenario
Red line represent output from the Test and Start scenario, 

while green lines denote the counterfactual scenario  
(CD4 cell count threshold for ART eligibility remained at 

500 cells/microliter from mid 2013 onwards) 

Moreover, many of the people who were already living with 
HIV but did not meet the ART eligibility criteria will have 
transited into ART care by the end of the counterfactual 

scenario. In other words, maintaining a threshold of 500 CD4 
cells/microliter does not necessarily avert the cost of ART, 
it merely defers it to a later point in the future. The second 
mechanism behind the improving cost-effectiveness as the 
time window gets wider, is the increase in HIV prevention 
effectiveness, from a relative decrease in annual number of 
HIV infections of ~ 30% in the first year of “Test & Start”, to 
~ 70% in the last 10 years of the programme.

The past impact of the evolving ART access policy on HIV 
incidence
Another model comparison analysis was conducted to infer 
what the impact of the evolving ART access policy on the 
HIV incidence has been up to the moment that Eswatini 
moved to implement the “Test & Start” programme. Now, 
the counterfactual scenario represents the hypothetical 
case of Eswatini never having adopted any ART programme 
whatsoever (Figure 17). Under this counterfactual, the 
simulations suggest that the HIV incidence among 
15-49-year-old adults would have been 3.3 per 100 
person-years by the end of 2016. The model simulations 
estimated that by the end of 2016, the HIV incidence among 
15-49-year-old adults was 1.8 per 100 person-years. Taken 
together, the analysis indicates that Eswatini’s evolving ART 
access policy, characterised by a continued increase in ART 
coverage, had already lowered the HIV incidence by 45% by 
the time the “Test & Start” programme was adopted.

Figure 17: Modelled HIV Incidence in the scenario of no ART 
The thick line is the model prediction from a LOESS model with smoothing span = 0.2
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 4.5. Community Leaders Research Results 

In this paragraph we present the findings of qualitative 
research that was conducted to understand the role 
of traditional leaders in implementing Early Access to 
ART for All and in encouraging health seeking behavior 
at community level. We also explored the enabling and 
disabling factors that community actors encountered in the 
execution of their role regarding community mobilization 
and sensitization for Early Access to ART for All. 

Roles of traditional leaders in community mobilization and 
sensitization for Early Access to ART for All implementation 
Traditional leaders acted as both community mobilizers 
and role models in their communities. In addition, they 
facilitated community meetings and health awareness talks 
and coordinated collaboration with other community actors. 

Community mobilizers
Mobilizing community members to take up HIV testing 
and treatment services was one of the main self-reported 
roles by the traditional leaders. Ninety percent (90%) of 
the traditional Leaders interviewed indicated that they 
had performed this role in their community. Mobilization 
was done through various ways, for instance, through 
community meetings where they encouraged community 
members to take up the services. Some of the traditional 

Leaders mobilized communities by having specific meetings 
with community members to share information about early 
ART.

“ .. I sometimes go around from one 
chiefdom to another holding meetings 
around the community. I need to also push 
the programme to the people because 
people tend to listen to you when you hold 
a certain position in the community.”  
– Inner council member from Mayiwane community

Results from the interviews with the religious leaders and 
traditional healers further confirmed and acknowledged the 
pivotal role played by the traditional leaders in mobilizing 
communities to take up HIV services. One Religious Leader 
from Nkhaba community said: 

“ …. they (traditional leaders) play a pivotal 
role in the community in terms of spreading 
information within the community, they 
are the ones responsible for calling the 
meetings and majority of people are 
attending.”
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Role models
Traditional leaders also mentioned they acted as ‘role 
models’, being an example to their community members. 
The study showed that 80% of the traditional leaders 
interviewed reported to have tested publicly for HIV to 
set a good example to their communities. They tested for 
HIV at platforms where services were brought close to the 
communities, for example at community dialogues where 
testing was provided in mobile clinics. Traditional leaders 
suggested that testing publicly helps to reduce fear of 
testing and self- stigma among community members on the 
myths of HIV testing. 

One Inner Council member who is a Village head from 
Nkhaba Hhohho community said:

“ …. I have led by example in the Early Access 
to ART for All programme, I tested for HIV in 
the public and it’s known and many people 
have replicated the good thing.” 

An Inner council member who is also a religious leader 
re-affirmed the assertion of being a role model in the 
community by saying: 
 

“ I am a Pastor and a role model in my 
community, I got tested for HIV and I know 
my status. I always encourage people to get 
tested for HIV and know their status. As a 
Pastor, I tell my congregants in church, and 
even at funerals, to get tested so they know 
their status and can be helped by the Early 
Access to ART for All programme ’’  
– Pastor (Ndzingeni Community) 

The interviews also showed that 34% of the traditional 
leaders who were tested, have publicly shared their HIV 
status. They used this as a strategy to encourage other 
community members to fight stigma and discrimination. 
Those traditional leaders, who were found to be HIV 
positive, have also helped to share positive and encouraging 
messages on adherence to medication using themselves as 
examples. 

One secretary of the Inner Council from Ntfonjeni 
community said: 

“ I have been an example in my community 
when it comes to the issues of HIV and 
AIDS. I have shared my HIV status to my 
fellow community members. Therefore, 
whenever I meet someone looking sick I 
always advise him or her to be tested for 
HIV.” 

Positive messages, which discourage stigma and 
discrimination, are very important in motivating community 
members to access health services. The results clearly 
demonstrated that the majority of the Traditional Leaders 
have been taking a leading role in spreading stigma 
reduction messages to cultivate the spirit of tolerance and 
acceptance amongst community members. 

“ As a role model in my community, I have 
a big role to play in telling people about 
the Early Access to ART for All programme, 
sharing of information and encouraging 
people not to stigmatize others after they 
learn that he/she is HIV positive. HIV should 
be treated same as other diseases such as 
diabetes and hypertension.”  
–  Chairman of the Inner Council (Mhlangatane 

community)

Facilitating Community Meetings & Health Awareness Talks
All respondents identified facilitating meetings and/
or health awareness talks as one of their prime roles in 
the implementation of Early Access to ART for All. These 
meetings were used as a catalyst for traditional leaders 
to disseminate HIV information to community members 
and served as a platform for demand creation for HIV 
services. As a strategy to reach men, the traditional leaders 
also conducted dialogues that targeted men and they 
implemented these dialogues mainly at the local cattle 
dipping tanks.

The results demonstrated that traditional leaders created 
time to discuss about HIV and the early ART whenever they 
held their community meetings. These meetings were 
usually held once or twice a week and are attended by 
community members of all age groups. Spreading messages 
on HIV through such platforms reaches to the wider 
community. 

The remarks from the Inner council member from 
Endzingeni Chiefdom demonstrates that the issue of Early 
Access to ART for All was part of their agenda at most 
community meetings: 

“ As an inner council secretary, after 
addressing all other issues, we then talk to 
the people about Early Access to ART for All 
as we have that chance at the Umphakatsi. 
We sit with them, and we encourage them 
to test for HIV and start treatment as soon 
as they find that they are HIV positive for 
them to stay healthy.” 
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Accounts from other community groups confirmed that, 
most of the traditional authorities were utilizing the 
community meetings to disseminate information about 
early ART. Ninety-two percent (92%) of the Community 
Based Volunteers interviewed also confirmed that they 
worked together with the Traditional Leaders through 
community meetings where they were given time to share 
information on HIV and Early Access to ART for All.

 One of the Community Based Volunteers from Mayiwane 
Chiefdom mentioned:

 “ During the community meetings which are 
held either on Wednesdays and Saturdays, 
and are usually a meeting with the youths, 
they (traditional leaders) are very keen if 
you come and ask for a time slot to talk 
about Early Access to ART for All, they 
always agree.”

Coordination and working closely with other community 
groups 
The results from the study demonstrate that traditional 
leaders had a role in coordination and worked closely with 
other community groups (CBVs, SGs) to encourage health 
seeking behavior. 94% of the Traditional Leaders reported 
that they have been coordinating the activities of the other 
community groups in the implementation of Early Access to 
ART for All. Such consolidated efforts formed a formidable 
voice to encourage community members to seek for HIV 
related services. 

“ As Bucopho, my duty is to coordinate the 
activities the CBVs do in the community 
in spreading the Early Access to ART for All 
program, organizing meetings from time 
to time and encouraging people to test and 
those found to be HIV positive then start 
treatment immediately.” 
–  Bucopho (Chiefdom secretary) (Nkhaba 

community) 

Sentiments from a traditional leader (Village Head) 
from Mhlangatane community also confirmed the close 
partnerships in working with the community groups in the 
dissemination of HIV information:

“ I work closely with the CBVs in the 
community to encourage people to test for 
HIV/AIDS. We as leaders of the community 
have to lead by example by testing first 
and give the platform to the rest of the 
community.”

In addition, evidence gathered from support group 
members provided a clear picture that the Traditional 
Leaders have played a pivotal role in the coordinating the 
community groups. Eighty-seven percent (87%) of the 
Support Group members confirmed that the Traditional 
leaders helped them in doing their duties in the Early Access 
to ART for All programme.

“ Traditional Leaders are important, we are 
working well together and when we face 
challenges they are the ones to help us and 
serve us by also giving the people clarity 
about who we are and why are we busy 
spreading this messages about EAAA.” 
–  Support Group member (Ekuvinjelweni 

Community)
 
Enabling and disabling factors encountered by traditional 
leaders for community mobilization and sensitization for 
Early Access to ART for All
The study identified factors that enabled and hindered the 
execution of community mobilization and sensitization 
by the traditional leaders in the Early Access to ART for All 
programme. 

Enabling Factors
Orientating the traditional leaders on the study and training 
on the key messages on Early ART was essential enabling 
them to successfully implement their role. The trainings 
assisted in demystifying some of the beliefs and attitudes 
and managed to equip them with knowledge on the study 
and HIV in general. This made the cascading and spreading 
of HIV information easier since they were now better able to 
respond to questions related to HIV. The orientation process 
also brought a sense of ownership over the programme to 
the traditional leaders.

Programme visibility and Information, Education and 
Communication materials proved to be an indispensable 
tool in easing the implementation of Early Access to ART for 
All. These communication materials were translated to the 
local language Siswati and were used as reference materials 
for study information and Early ART. Community based 
health workers and support group members were provided 
with T-shirts with messages such as ”Know your HIV status.” 
and ”Start treatment early” and such messages helped in 
spreading information on HIV and promoting conversation 
around health issues.

Disabling Factors
Stigma and Discrimination: It was mentioned that stigma 
and discrimination is still common within families and 
communities. Family members are afraid to disclose their 
HIV status in fear of judgement from family members and 
community members and they fear that CBVs disclose their 
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status within the community, which withholds them to test 
for HIV or start ART.

Socio-economic factors: High poverty levels were identified 
as one of the factors that hinder the mobilization of 
communities for Early ART. Some community members 
do not have adequate nutritious food to take after they 
commence on ART and therefore are reluctant to start 
ART early. Linked to the high poverty levels, community 
members expect refreshments whenever they attend 
community meetings. It came out that some organizations 
provide such refreshments for the people attending the 
meetings while the Early ART for All programme was not. 
Therefore, some community members preferred to go 
where they were given some food.

Knowledge gap: There is still a knowledge gap on the 
understanding of ART among community members. For 
example, some people think they will get sicker when they 
are enrolled on ART, and older people think they cannot get 
HIV because they are old and no longer sexually active. Such 
inaccurate knowledge makes community members hesitant 
to engage in Early Access to ART for All. 

Religious Factors: There are still some churches that believe 
in and promote faith healing and do not allow their 
members to go to clinics for medical attention. Members 
of such churches are hard to reach since it is against their 
church doctrine to seek health services. 

 4.6. Community Advisory Board Research  
 Results 

In this section we present the findings of qualitative 
research that was conducted to understand the experiences 
of Community Advisory Board members and ‘on the ground’ 
practices with implementing the MaxART Early Access 
to ART for All study. The interviews explored the views of 
Community Advisory Board members on their role in the 
community and in health research; how the Community 
Advisory Board integrated into and collaborated with 
existing community structures; and the mechanisms 
members used in reaching communities and the challenges 
faced by Community Advisory Board members in their role. 

Scope and roles of the Community Advisory Board
Community Advisory Board members mentioned three 
broad areas that they focused on while implementing their 
work namely: protecting the community by monitoring 
human rights, Communication, education and advocacy  
and liaising between the community and the study team. 

Protecting the community by monitoring human rights
Community Advisory Board members monitored the 
protection of human rights and ethical standards by 
monitoring issues of privacy and confidentiality for clients; 
ensuring that clients were informed of the study prior 
to enrollment and that informed consent was provided 
by clients; monitoring that quality health services were 
provided in the health facilities and observing health care 
worker well-being and working conditions in facilities. 

“ The role for the Community Advisory 
Board actually, is to focus on the rights 
of people, the rights of health providers. 
Also part of our role is to also look at the 
rights of the clients, to ensure privacy, 
confidentiality and also are people getting 
a clear understanding of the Early Access 
to ART for All program. So that the patients 
won’t feel like they are forced to start the 
treatment…” 
– CAB member 3

Communication, education and advocacy
Community Advisory Board members described 
communicating about the study, educating people about 
HIV, advising people on general health issues beyond 
information on the study and advocating for people in 
their communities to start HIV treatment early. They 
shared study specific information such as study purpose 
and participation, study facilities, and encouraged people 
to enroll in the study by providing information on the 
benefits of starting ART early and dispelling rumours and 
misconceptions about early ART. Messages were not limited 

MaxART Early Access to ART for All implementation Study Results
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to early ART, as Community Advisory Board members 
also encouraged community members to test for HIV and 
provided advice on general health issues. 

The Community Advisory Board members residing in the 
areas where the study was being implemented mostly 
used informal ways of observing and listening to people as 
mechanisms to gather insight on the study implementation. 
CAB members mentioned visiting the study facility in their 
area and joining the clients in listening to educational health 
talks as strategies to gather information. They sometimes 
also sat in the waiting lines amongst the people, observed 
interactions between healthcare workers and clients, 
initiated casual conversations with clients and gathered 
information on their views on the study, on general service 
delivery at the facility and what needs to be improved. 

Another strategy that enabled the Community Advisory 
Board and research team to hear and address community 
concerns was through using a toll free telephone line. To our 
knowledge, this mechanism hasn’t been used in research 
studies in relation to CABs engaging communities. In this 
study, the toll-free telephone line was a 24 hour mobile 
service, managed by the Community Advisory Board 
secretary and it allowed community members and CAB 
members to call ‘free of charge’ and report any issues to the 
Community Advisory Board. 

One strong common sentiment expressed by Community 
Advisory Board members was that they viewed themselves 
as community members first rather than Community 
Advisory Board members, talking to people about the study 
en Early Access to ART for All was not viewed as additional 
responsibility but rather as part of daily life. Members 
used the existing community structures as well as their 
social networks to talk about the study, to share on the 

benefits of early ART and to encourage people to test for 
HIV. Community Advisory Board members mentioned 
sharing information during community meetings, women’s 
meetings, support group meetings for PLHIV, when visiting 
health facilities, at cattle dipping dams, in public buses, bars 
and churches.

Liaising between the community and the study team
Information from the communities and insight from 
the CAB members were discussed during CAB meetings, 
and recommendations were provided. CAB members’ 
interactions with community members allowed them 
to obtain input from the communities, and thus the 
discussions that occurred during CAB meetings not only 
covered the views of the individual CAB members but also 
reflected feedback from community members. This allowed 
for more culturally representative views on the issues being 
highlighted by CAB members

“ As we are working in the communities, 
we become the eye and ear of the board 
because they [study team] couldn’t have 
managed to visit all the communities on 
their own.” 
– Focus group participant 2

Challenges in implementing the Community Advisory 
Board
A few challenges affecting the functioning of the 
Community Advisory Board were identified through the 
interviews. The challenges identified included: budget 
allocations, dependence of the Community Advisory Board 
on the study team and concerns about Community Advisory 
Board sustainability, structure of Community Advisory 
Board meetings, dealing with emotional issues from 
community members, and lack of community awareness 
of the existence of the Community Advisory Board in some 
communities.

Budget allocations
Community Advisory Board members mentioned that the 
budget allocated for Community Advisory Board functioning 
was inadequate. The lack of a car dedicated for Community 
Advisory Board visits to facilities was stated as a limitation, 
especially since the study was being implemented in the 
mountainous Hhohho region, the lack of a car made it 
difficult for members to travel to some facilities, especially 
in the rainy season. Although a Whatsapp group was 
provided to facilitate CAB communication and a toll-free 
hotline could also be used to contact the CAB secretary, CAB 
members also mentioned that provision of airtime to CAB 
members would have facilitated better communication 
between CAB members themselves. 



41

Dependence on the study team
The Community Advisory Board relied on SWANNEPHA for 
aspects of their functioning including scheduling meetings, 
contacting CAB members, providing transport to visit 
health facilities, providing transport reimbursements and 
scheduling training. The reliance on the MaxART research 
team, especially in relation to providing transport for 
visits to health facilities, was highlighted as a challenge. 
In addition, members expressed concern about the 
sustainability of the Community Advisory board. Non-study-
specific Community Advisory Board allow for independent 
functioning of a Community Advisory Board and encourages 
sustainability and a relationship between the Community 
Advisory Board and the community that lasts beyond 
the duration of one study. To address this challenge, we 
engaged the Research Department of the Ministry of Health 
of Eswatini to advocate for continuation of the Community 
Advisory Board beyond MaxART. 

Structure of Community Advisory Board meetings
Overall, the Community Advisory Board functioned well 
in terms of dynamics and working relationships and 
words such as ‘respectful and ‘open-space’ were used to 
describe the environment during Community Advisory 
Board meetings. However, there were some limitations 
highlighted with regards to the structure and functioning 
of the Community Advisory Board. Since meetings were 
often held at a central location, at the SWANNEPHA offices 
in the city of Mbabane, this meant that some Community 
Advisory Board members had to travel long distances to 
attend meetings. The long travel affected the length of 
the Community Advisory Board meetings, which usually 
averaged 5 hours and was insufficient to cover meeting 
agenda items. 

Dealing with emotional issues from community members
A relationship of trust between Community Advisory 
Board members and the community is valuable for the 
functioning of the Community Advisory Board and allows 
for community members to be open and to share their 
experiences with members. The issues discussed, however, 
were not limited to issues pertaining to the study, and 
also included personal and emotional issues that required 
expertise outside of the CAB members’ scope. CAB 
members acknowledged that listening to some of these 
issues made them emotional and they did not know how 
to adequately support people who came to them and 
trusted them with their personal issues. This challenge was 
addressed by developing a referral list containing the names 
of other organizations (such as those addressing gender-
based violence) with expertise in dealing with issues that 
were beyond the scope of the study and the Community 
Advisory Board.

Lack of community awareness
It was highlighted that it was challenging to work in 
communities as a Community Advisory Board member if 
you had not been introduced properly to the traditional 
authorities. When the study was established, there was 
some variation in terms of how the Community Advisory 
Board members were introduced in communities. In some 
communities, they were introduced to traditional leaders at 
the Inkhundla level (the upper tier), with the understanding 
that their existence would be communicated to members 
of the inner council during community meetings, while 
in other communities they were introduced directly to 
the inner council during their meetings. The lack of an 
effective and direct introduction in some communities was 
highlighted as a as part of a mid-term review and thereafter, 
another round of Community Advisory Board introductions 
was done in all the study communities.

Benefits of participating in the Community Advisory Board
Although the interviews did not directly explore the 
motivations of Community Advisory Board members for 
joining the Community Advisory Board, the members 
reported that being in the Community Advisory Board 
had been beneficial to them. Benefits included learning, 
recognition and helping. 

They described Community Advisory Board meetings as a 
place to learn and the areas of learning included HIV, ethics, 
learning about each other and the different communities 
where they reside and learning how to work with different 
groups of people. 

CAB members expressed pride in being part of the 
Community Advisory Board and mentioned the recognition 
it came with in the community. 

CAB members also mentioned that they helped a lot 
of people in the community with their work. Many 
Community Advisory Board members already had roles in 
the community that facilitated working with people e.g. 
rural health motivators, but the concept of helping people 
as expressed in these interviews was in line with their role 
as Community Advisory Board members. Examples of the 
help offered included educating people on benefits of early 
ART and helping them to decide to take treatment, taking 
people who had dropped out of care back to clinic to resume 
treatment. 

MaxART Early Access to ART for All implementation Study Results
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The overall goal of the MaxART Early Access to ART for All 
implementation study was to inform the government on 
feasibility and effectiveness of implementing Early Access 
to ART for All. In October 2016, the Ministry of Health of 
Eswatini decided to adopt and implement Early Access to 
ART for All nationwide based on interim results with the 
Test and Start programme. MaxART and MSF Early Access to 
ART for All studies provided the Ministry with preliminary 

lessons learnt and recommendations at that time and the 
Early Access to ART for All study teams provided valuable 
recommendations to the Ministry how to roll-out early ART 
on national level. Now the study has come to an end, this 
report describes the final conclusions and recommendations 
for further consideration of the government of Eswatini 
and other countries in the Southern African region who are 
(considering) implementing Early Access to ART for All. 

5.  MaxART Study Conclusion and 
Recommendations

Figure 18: Overview achievements and results MaxART Early Access to 
ART for All implementation Study
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Activities and Achievements (A selection)

Average public-sector 
costs per ART patient-year 
in Swaziland remain the 

same under Early ART

12-month retention rate 
increased from 

80% to 86%

Results

Early ART does not negatively 
affect adherence, disclosure or 
pressure to start ART. Client's 
perceived benefit increased 

significantly

COMMUNITY 
ADVISORY BOARD

19 
facility and 

22 community visits  

226
toll-free hotline calls 

37 
support groups 

oriented on Early ART
 (1,201 people)

Viral suppression rates at 
12 months post-ART 

initiation increased from 
4% to 79%
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 5.1. Conclusion 

Our results from this ‘real world’ health systems study 
strongly support the scale-up of Early Access to ART for 
All, implemented with both health system as community 
system components, in Eswatini and countries with similar 
HIV epidemics and health systems. 

Adopting Early Access to ART for All improves the 
performance of the health system in providing ART to 
people living with HIV. The observed improvement in 
retention and viral suppression are key indicators of ART 
success. 

Early initiation of ART did not negatively affect adherence, 
disclosure or pressure to start ART. A significant increase 
in perceived benefit of starting ART immediately was 
observed. Early Access to ART for All improved the 
interaction with healthcare workers, however, this might 
be due to the extensive training that formed part of the 
intervention. Preventive benefits of early ART were generally 
not used by health care workers to motivate people to 
start ART but rather, health providers encouraged early 
ART initiation by using anticipated stigma in community 
to encourage ART initiation to avoid visible signs of illness. 
Although potentially reducing logistical barriers, early ART 
initiation does not necessarily accommodate some clients’ 
need for time to come to terms with the diagnosis and the 
prospect of lifelong treatment. 

The modelling component showed that Early Access to ART 
for All, currently implemented as ‘Test and Start’ nationwide 
in Eswatini, is likely going to have a game-changing, long-
term impact on the HIV epidemic in Eswatini, with a 70% to 
75% lower HIV incidence by 2032 , compared to the scenario 
in which the CD4 cell count threshold for ART eligibility had 
remained at 500 cell/microliter from 2013 onwards.

The modeling results also show the Test & Start programme 
is likely to be highly cost-effective in averting HIV infections, 
especially when evaluated over time windows wider than 
the first five years of its existence. Failing to implement Early 
Access to ART for All would not only come at the price of 
a high, sustained HIV incidence rate, it would also lead to 
higher future costs of the national ART programme.

As the economic evaluation shows that average public-
sector costs per ART patient-year for Early Access to ART 
for All are essentially the same as for ‘Standard of Care’ 
in Eswatini, differences in funding requirements for the 
national roll-out of Early Access to ART for All will be largely 
driven by the increased number of patients receiving 
treatment, rather than by changes in the efficiency of 
service delivery. 

Although the MaxART study clearly shows the success of 
Early Access to ART for all, it should be noted that Early 
Access to ART for All alone is insufficient for Eswatini to 
reach the HIV incidence control threshold of 0.1 per 100 
person-years by 2032. For that, additional interventions will 
be necessary for example those that lead to a reduction 
in the number of people engaging in unprotected sex acts 
with a high number of sexual partners. We also need to 
consider HIV positive clients’ reasons for discontinuation 
of ART, which are a complex, inextricably interwoven chain 
of events. During these processes, clients take action to 
navigate the challenges they face before deciding to stop 
ART. Mobility (temporary or permanent relocation far from 
the health facility where HIV treatment was obtained) is 
often the first event in such a process. Mobility commonly 
results from complex deliberations weighing economic, 
social and other circumstances, and becomes a problem 
because the health system poorly caters to the reality of 
people’s mobile lives. Mobility alone did not necessarily 
threaten continued treatment; rather it became a problem 
in the context of the organization of HIV care in the public 
health system. 

Traditional leaders are a major actor in successfully 
implementing HIV programmes at community level. 
Traditional leaders fulfil several roles for implementing 
Early Access to ART for All and with appropriate and 
accurate engagement they can meaningfully support 
health programmes to access communities. They model 
good health seeking behaviour thus encouraging uptake of 
services. Together with other key actors from community 
structures, traditional leaders can improve acceptability 
of HIV programmes and support stigma reduction efforts 
as well as support treatment retention and adherence. 
Capacity building in terms of training and sharing 
information with traditional leaders and other community 
resource persons about new health programmes and 
collaborating with them for the implementation of 
new interventions is essential for the sustainability and 
effectiveness of health programmes in communities.
The Community Advisory Board showed to be a valuable 
mechanism for community feedback, both for monitoring 
the implementation of Early ART at community level and for 
linking the research team with community members. 
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 5.2. Recommendations 

Based on the results and conclusions of the MaxART Early 
Access to ART for All implementation study we have the 
following recommendations for implementing Early Access 
to ART for All in Eswatini or similar contexts: 

n Communication strategy: Develop a communication 
strategy at the national level to create an enabling 
environment and clear messaging targeting health 
care workers, clients, their partners and families, and 
communities at large. Messages should be delivered 
through a variety of methods and activities, including 
sensitization meeting with traditional leaders and other 
key community actors. Targeted and tailored messaging 
should be used for different population groups.

n Community involvement and mobilisation: Engage with 
and strengthen existing community structures, train 
community leaders and mobilize community members 
to increase the uptake of HIV testing, care and support 
services and improve community knowledge on HIV 
and early ART. Orientation of community members and 
obtaining community buy-in is essential for acceptance 
of new health services. Community involvement and 
mobilisation should be adequately resourced and the 
MaxART cost estimates can be used for future planning 
and budgeting to ensure that scarce resources for 
community mobilization are used to largest possible 
health and social benefit. 

n ART initiation: Health care worker education and 
engagement is critical to improving acceptability of 
early ART and should be part of the roll-out strategy. 
In addition, appropriate assessment of client readiness 
to enroll on ART should be implemented and reasons 
for delayed initiation documented. Tailor facility level 
counselling for early ART initiation and education on 
treatment literacy for “healthy clients”. Do not advocate 
specifically for same day initiation (for non-priority 
groups) but rather ensure client readiness to start 
treatment.

n Retention in care: Pay attention to how referral 
systems and inter-facility communications can be 
improved to support health care workers to provide 
care to mobile clients who need temporary access to 
HIV care in different localities. Interventions to prevent 
disengagement from care must consider the varied, 
complex and processual nature of factors involved in 
individuals’ care trajectories, and recognize the key 
issues around re-engaging with care. Interventions to 
prevent loss to follow-up should be comprehensive, 
multifaceted, and address the organization of 
healthcare as well as be tailored to the situations and 

needs of individual clients. Health workers must be 
trained to identify signs of disengagement from care 
and to intervene at any point in the chain of events to 
help clients re-engage with care. A concise and practical 
decision-making tool that would help staff to attend 
more closely to clients’ dilemmas and needs and identify 
solutions is needed. Mobility, as a potential starting 
point for a chain of events that leads to loss to follow-up, 
should be a focus in this instrument.

n Health system linkages: Optimize mechanisms for 
linking community systems to health systems and 
for linking clients from HIV testing and counseling 
services to care in the health facility. Intensified client 
management is required to enroll newly diagnosed 
clients in care and enrolment of pre-ART clients in care 
requires a proactive strategy

n Human resources: Invest in human resources and equip 
health facilities with the minimum required human 
resources to absorb additional work load, provide 
adequate training and mentoring for health care 
workers at facilities and community health workers, 
and adequately fund community mobilization and 
community based volunteer activities. Integrate this 
work into the national health system.

n Infrastructure: Optimize patient flow in facilities to 
improve the efficiency of service delivery and data 
capture. 

n Laboratory and sample transport: Support national 
health laboratory services to optimize/strengthen 
sample transport system and return of viral load results 
to facilities.. Optimize HCW training and systems to 
flag clients in need of viral load and promote client 
education and demand creation for viral load testing. 

n Feedback Mechanisms and monitoring: Continuously 
monitor the implementation in health care facilities and 
among community members, and improve quality based 
on feedback from health care workers and community 
members. Continuously monitoring the ART uptake and 
client retention in care using national data will provide 
information on the acceptability of early initiation.

n Data management and quality: Support for routine 
mentorship of data management at facility level and 
ensure training and capacity building to improve data 
quality.
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n Community Advisory Board: Community Advisory 
Boards should be well-integrated in existing community 
structures to provide valuable feedback for research 
teams and/or policy makers. Facility and community 
visits and a toll-free telephone line are practical methods 
for the Community Advisory Board to monitor the 
implementation of early access to ART. Challenges that 
need to be addressed in the terms or Reference or the 
implementation plan at the onset of the Community 
Advisory Board are: independence of the board, budget 
and costing of activities, trainings and capacity building, 
and emotional support for Community Advisory Board 
members.
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Linking, learning and lobby has been an important element 
of MaxART throughout the programme period. There has 
been a strong focus promoting collaboration and exchange 
for partners to learn from each other. Also, the consortium 
developed MaxART communication materials and attended 
events at national and international level to regular share 
updates with the HIV community on study progress 
and interim findings. In addition, scientific papers were 
written and published to spread findings within the wider 
research and policy making community. The final results 
of the MaxART study were presented at the International 
Aids Conference 2018 in Amsterdam, where thousands 
of experts and leaders in HIV and AIDS programming and 
activism came together to learn and strategize. We were 
also able to generate quite some press coverage for MaxART 
and Eswatini. 

Collaboration and learning
Throughout the project bi-annual Face-to-Face meetings 
were organised in Eswatini for MaxART partners to share 
experiences, results and knowledge, and were used to 
address challenges and lobby opportunities. For example, 
during the February 2016 meeting, it was agreed that 
intensified demand creation was needed to achieve the 
expected enrolment targets for the study; we therefore 
modified the approach based on the needs. During the 
July 2016 meeting, emphasis was given to translating pre-
conclusions of the study into lessons to inform the Ministry 
of Health in the Test and Start approach.

These face to face sessions were also used to fill any 
knowledge or capacity gaps identified among the partners. 
For example, in August 2017 we included two learning 
sessions in the meeting addressing “Qualitative or 
anthropological research methods and modes of analysis” 
by Prof Ria Reis and “Economic Evaluation methods and 
modes of analysis” by Stacia Finch. These sessions were 
highly appreciated by the participants. 

Communication and dissemination materials
Between the start of MaxART phase 1 in 2011 and the final 
presentation of results at the International AIDS Conference 
2018 in Amsterdam, we developed and distributed 10 
MaxART Newsletters in which progress and news was 
shared. The newsletters addressed different topics and 
included interviews, updates, pictures, infographics 
etc. Information on the programme was also shared 
on Aidsfonds’ website and through annual reports. In 
addition, the partners invested in developing presentations, 
posters, and factsheets for the wide variety of events in 
which MaxART participated. A short documentary on the 
achievements of MaxART phase 1 was developed in 2015. 
The film has been distributed online and available on the 
Aidsfonds website; it was shown at AIDS 2016, in Durban. 
A factsheet and an animation video on the implementation 

study and the study findings were developed for the 
International AIDS Conference in 2018. All resources are 
online at Aidsfonds’ website and will be highlighted when 
sharing the end report with the MaxART e-newsletter 
mailinglist.

Linking, learning and lobby 
MaxART participated in and organised a large number of 
linking, learning and lobby activities throughout the study 
period and has presented the programme, study results and 
learnings at numerous national, regional and international 
conferences, workshops and meetings. The programme has 
also supported Ministry of Health and programme staff 
to present their work and get exposure to international 
conferences and for learning purposes and to discuss with 
fellow policymakers. Consortium members have also been 
supported in writing abstracts and Aidsfonds provided 
support in developing and printing of conference posters 
where required.

Specific sessions and workshops were organized to share 
learnings with regional experts and policy makers as part 
of the Regional Linking and Learning component. Key 
regional linking and learning activities included Satellite 
Sessions at AIDS2016, the INTEREST workshop 2017, the 
Swaziland National Health and Research Conference 2017 
and ICASA2017. For the social science regional linking and 
learning the “Social Science of Universal Test and Treat 
Network” (SSUTT) was established and a 2-day workshop 
was organized in Mozambique in cooperation with Eduardo 
Mondlane University in Maputo, with staff members and 
students from the departments of social science and the 
humanities working in the field of HIV/AIDS. Maputo’s social 
science group and the NIH in Mozambique were linked to 
the SSUTT network as one of the results. For the Human 
Rights Regional Linking and Learning component, the 
highlight was an exchange visit to the Aurum Institute in 
South Africa to discuss Community Advisory Board. Finally, 
special attention was given to the AIDS2018 conference, 
where we presented the final results of our study during an 
official IAS press conference, an oral late breaker session and 
an official satellite session. 

A list of all presentations, publications and learning events 
and products is provided in Appendix 3. 

6. Linking, Learning & Lobby

12 Walsh et al. (2017). Impact of early initiation versus national standard of care of 
antiretroviral therapy in Swaziland’s public sector health system: study protocol for a 
stepped-wedge randomized study. Trials. Available at: http://rdcu.be/u6Zd

http://rdcu.be/u6Zd
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Scientific Articles
The study protocol, outlining our study design and 
methods has been published in Trials12. So far results of our 
study have been published through two articles (on HIV 
misdiagnosis and reasons for discontinuation of ART) in 
the Journal of the International AIDS Society13,14 and two (on 
health care provider experiences and delayed ART initiation) 
in International Health15,16. In addition, an opinion statement 
“Strengthening universal HIV ‘test-and-treat’ approaches 
with social science research” was published in AIDS17 and 
an article in AIDS Care explored the concept of Treatment 
as Prevention in the Swazi context18. Ten19 other scientific 
articles have been submitted (and are under review by 
the journals) or are in de the final stages of writing and 
are expected to be submitted end of 2018, early 2019. All 
publications will be listed on the Aidsfonds international 
website. 

13 Khan et al. (2017). Identification of misdiagnosed HIV clients in an Early Access to ART 
for All implementation study in Swaziland. Journal of the International AIDS Society. 
Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5625592/ 

14 Shabalala et al. (2018) Understanding reasons for discontinued antiretroviral 
treatment among clients in test and treat: a qualitative study in Swaziland. Journal 
of the International AIDS Society. Available at: https://onlinelibrary.wiley.com/doi/
full/10.1002/jia2.25120

15 Pell et al. (2018). ‘Then her neighbour will not know her status’: how health providers 
advocate antiretroviral therapy under universal test and treat. International 
Health. doi.org/10.1093/inthealth/ihy058. Published by Oxford University Press 
on behalf of the Royal Society of Tropical Medicine & Hygiene (RSTMH). Available 
at: https://academic.oup.com/inthealth/advance-article/doi/10.1093/inthealth/
ihy058/5076194

16 Pell et al. (2018) False starts in ‘test and start’: a qualitative study of reasons for 
delayed antiretroviral therapy in Swaziland. International Health. Available at: 
https://doi.org/10.1093/inthealth/ihx065 

17 Camlin et al. (2016) Strengthening universal HIV ‘test-and-treat’ approaches with 
social science research. aids. Available at: https://www.ingentaconnect.com/
content/wk/aids/2016/00000030/00000006/art00019

18 Vernooĳ et al. (2016) Access for all: contextualising HIV treatment as prevention in 
Swaziland. AIDS Care. Available at: https://www.tandfonline.com/doi/full/10.1080/0
9540121.2016.1178954

19 Three economic evaluation articles, one article with the clinical outcomes, one with 
the modelling results, three other social science articles, and one on the Community 
Advisory Board and one on the role of Traditional Leaders.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5625592/
https://onlinelibrary.wiley.com/doi/full/10.1002/jia2.25120
https://onlinelibrary.wiley.com/doi/full/10.1002/jia2.25120
https://doi.org/10.1093/inthealth/ihy058
https://academic.oup.com/inthealth/advance-article/doi/10.1093/inthealth/ihy058/5076194
https://academic.oup.com/inthealth/advance-article/doi/10.1093/inthealth/ihy058/5076194
https://doi.org/10.1093/inthealth/ihx065
https://www.ingentaconnect.com/content/wk/aids/2016/00000030/00000006/art00019
https://www.ingentaconnect.com/content/wk/aids/2016/00000030/00000006/art00019
https://www.tandfonline.com/doi/full/10.1080/09540121.2016.1178954
https://www.tandfonline.com/doi/full/10.1080/09540121.2016.1178954
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A governance structure was established to support the 
successful implementation of the MaxART study. The 
MaxART Advisory Board and Steering Committee provided 
overall oversight and technical guidance for the study. The 
primary research team, comprising the study investigators, 
provided oversight and guidance on study implementation 
progress. An in-country Study Advisory Group was created 
to support the study by bringing in the perspectives and 
experience of local government and partner organizations 
that are currently involved in the ongoing HIV response 
in Eswatini. As mentioned above, a Community Advisory 
Board was established to provide substantive input into 
all aspects of this implementation study, in accordance 

with community values, culture, and social practices. An 
independent Data and Safety Monitoring Board (DSMB) 
monitored the study regularly. The primary responsibilities 
of the DSMB were to: 1) periodically review and evaluate 
the accumulated study data for participant safety, study 
conduct and progress, and, when appropriate, effectiveness 
and 2) make recommendations to the primary research 
team and ultimately to the MaxART Steering Committee 
concerning the continuation, modification, or termination 
of the study. Finally, a strong research implementation 
team was in place to implement the study and ensure a 
successful, well-coordinated effort to meet the study’s 
objectives. 

Appendix 1 
MaxART Consortium and governance 

World’s second-largest
private charity donor

MINISTRY OF HEALTH 
KINGDOM OF SWAZIL AND

MaxART Consortium Members: Eswatini Minstry of Health, Aidsfonds, Clinton Health Access Initiative, SAfAIDS, Global 
Network of People Living with HIV (GNP+), Swaziland Network of People Living with HIV and AIDS (SWANNEPHA), University 
of Amsterdam, SACEMA and NERCHA. 

Figure 19: MaxART programme governance structure
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Clinical research
The data for the clinical endpoints were collected at 
study facilities on an ongoing basis as individuals were 
enrolled into the study and returned for follow-up visits 
at the facility, using national chronic care file paper-based 
data collection forms. Where possible, data was collected 
from existing data sources (i.e. patient’s chronic care files, 
facility registers). Data were also collected from individual 
study participants at each visit. For data collected on-site 
outside of existing Eswatini Ministry of Health procedures, 
paper-based data collection forms were used. Two copies 
of these forms are kept: one copy in the patients’ clinical 
file and the second copy as part of the study records. An 
electronic database was developed to organize all study-
related data. Data clerks were responsible for daily entry 
of data from paper forms into the electronic database. All 
data were encrypted to ensure patient confidentially before, 
during, and after the study. The principal investigator, study 
statistician, and data manager have access to the final study 
datasets.

Individuals enrolled in the study and initiated on ART 
continue to receive care and treatment through the 
country’s government health system even after the study 
has completed.

Economic Evaluation
As Eswatini and many other countries in sub-Saharan Africa 
are adopting 2015 WHO guidelines and introducing an Early 
Access to ART for All strategy, it is critical to understand 
the cost implications of this change to inform long-term 
financial planning. The MaxART study aimed to quantify 
empirically the causal impacts of Early Access to ART for 
All on a range of important economic outcomes, including 
healthcare expenditure, resources use, and patients’ 
welfare. In addition, the cost-effectiveness of the Early 
Access to ART for All approach was estimated through a 
predictive economic evaluation. Results from one of the 
first empirical costing studies of Early Access to ART for All 
under the “real world” conditions of scale-up in public-sector 
primary-care clinics as well as empirical cost estimates 
of community mobilization implemented as part of Early 
Access to ART for All in Swaziland are presented in this 
report.

From September 2014 through August 2017, comprehensive 
data on facility-level ART costs were collected from 14 
facilities transitioning from standard of care (SOC) to 
EA Early Access to ART for All AA as part of the study. 
The perspective of the public-sector was adopted and a 
“bottom-up costing” approach was used, extracting data 
from facility budgets, expenditure reports, and patient 
records. An activity-based allocation method for costs 
shared with non-ART patients was used. Costs included 
costs of medications, laboratory services, direct and indirect 

personnel, equipment and administrative services. The 
effect of Early Access to ART for All on average costs per ART 
patient-year was estimated using a multilevel generalized 
linear model. The model was adjusted for time fixed effects 
and clinic random effects. 

Data from community partners supporting the transition of 
fourteen public health facilities from the previous standard-
of-care (SOC) to Early Access to ART for All as part of a 
stepped-wedge implementation trial was also collected. The 
activities included community dialogues and mobilization 
events to educate both targeted and broader community as 
facilities introduced Early Access to ART for All. A bottom-up 
costing of sub-activities for total unit cost estimation was 
conducted, with mean costs of each activity type presented 
in USD ($).

 A time and- motion study was also conducted to determine 
how much time healthcare providers spend on the different 
HIV treatment-related activities, including consultation 
time, physical examination, counselling, and interpreting 
laboratory results. Finally, patient exit interviews were used 
to measure private healthcare expenditure and the patient 
and provider time required under an EAAA protocol. 

Social Science Research 
The Early Access to ART for All approach to HIV care has a 
range of potential consequences for HIV- and ART-related 
attitudes and behaviours, particularly because it entails 
clients initiating a life-long course of treatment when 
seemingly healthy. The approach also has important 
implications for health systems in areas of high HIV 
prevalence, which are often under-resourced. With a view 
to informing the design and future roll-out of the study 
investigated the social and behavioural consequences 
resulting from extending the availability of ART in Hhohho 
Region. 

The overarching objectives of the social science research 
were to: 

n Triangulate findings on ART initiation, adherence, and 
retention to analyze social and structural factors that 
may affect the uptake of services; 

n Contribute to a deeper understanding of reasons for 
delayed initiation, non-adherence, and non-retention 
by doing in-depth qualitative interviews with clients 
testing HIV-positive; and 

n Document social and institutional processes throughout 
implementation which help interpret differences in 
health service delivery before and after the intervention. 

Appendix 2 
Study Data collection details
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A mixed methods approach was used to address the 
research objective. The following data collection techniques 
were employed:

Quantitative data
A questionnaire-based survey with a random sample of 
clients tested HIV positive at nine health facilities sites was 
conducted during control phase, and during intervention 
phase at six (t0) and 12 (t1) months. The nine sites were 
purposefully selected to include larger and smaller facilities 
and based on previous research in these facilities. Changes 
in disclosure, adherence and in how patients experienced 
the process of immediate ART initiation (i.e., confidentiality, 
informed consent, enacted stigma, disclosure strategies, 
and sexual and reproductive health desires) were assessed.
The baseline survey was conducted between September 
2014-November 2015. The baseline included a random 
sample of 369 HIV-positive clients who initiated ART less 
than 12 months prior to the interview. A follow-up survey 
was conducted six months after the site’s last day of the 
first transition month with a random sample of 233 clients 
who initiated within six months of the site’s transition 
to the Early Access to ART for All strategy (intervention 
stage). The second follow up survey was conducted at 12 
months after the site’s last day of its first transition month. 
The second follow-up included interviews with 97 of the 
respondents who had participated in the first follow-up. 
This approach for a comparison of the experiences of those 

initiated on ART and their adherence before and after the 
intervention, at 6 months and at 12 months. Questionnaire 
data were entered into MS Excel. Cross-checks were 
undertaken on all entries for quality control purposes. 
The data were imported into STATA to produce summary 
statistics and regression models.

Qualitative data
Participant observations of pre- & post-test counselling, 
ART initiation and adherence counselling in nine facilities at 
three different points in time were conducted: i) at baseline 
before the site transitions to the intervention stage, ii) in the 
second month during transition and iii) seven months after 
the first transition month. Observations were recorded as 
field notes.
Semi-structured interviews with health providers to assess 
their experiences and attitudes about Early Access to ART 
for All throughout MaxART were conducted. Two rounds of 
informal interviews were conducted with health providers: 
the second month into the transition and then again four 
months after the last month of transition. 

In round one, 25 health facility staff were interviewed at 
eight facilities. In round two, 32 staff were interviewed at 
seven facilities. An exhaustive diversity sampling approach 
was taken to recruiting staff for interview at each facility: 
depending on the facility size, either all available health staff 
involved in HIV testing & counselling and ART provision or 

Table 12: Overview of respondents and data collection techniques.
Data collection technique Respondent type n

Questionnaire-based survey Baseline/ control HIV-positive clients who initiated ART less 
than 12 months prior to the interview in the 
period before transition to EAAA

369

Intervention (t0) HIV-positive clients who initiated within six 
months of the transition to EAAA 

233

Intervention (t1) HIV-positive (t0) clients interviewed in 
follow-up 1, 12 months after the transition 
to EAAA

97

Semi-structured interviews Round 1 Expert clients, nurses, counsellors 25

Round 2 Expert clients, nurses, counsellors 19

Community-based volunteers 28

In-depth interviews HIV-positive clients who delayed ART 
initiation (not initiated on ART three months 
after enrolment in EAAA)

13

HIV-positive clients enrolled in MaxART who 
were not virally suppressed after six months 
on treatment 

9

HIV-positive clients who discontinued ART 
after 3 months

10
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at least one staff member per staff cadre (expert clients, 
senior nurses, nurses) were interviewed. Throughout the 
duration of the study, additional interviews were conducted 
with 36 community-based volunteers who assisted the 
implementation of MaxART (six CBVs in six different study 
implementation sites).

The interview guide included questions on experience of 
the MaxART study, in terms of its impact on HIV testing and 
counselling, ART initiation and ART adherence processes. 
Respondents were asked about their knowledge of the 
study, how they explained it and its benefits to prospective 
participants. 

In-depth interviews were conducted throughout the 
duration of the study with 33 HIV-positive individuals. This 
included: 13 clients who delayed temporarily or indefinitely 
ART initiation (defined as not initiated on ART three months 
after enrolment in Early Access to ART for All); 10 clients 
who had discontinued ART for three months or longer from 
the date of last appointment; and nine clients who were not 
virally suppressed after six months on treatment identified 
through the Early Access to ART for All database.

All semi-structured and in-depth interviews were 
conducted in SiSwati, audio-recorded, transcribed verbatim 
and translated to English. Together with field notes the 
transcripts underwent qualitative content analysis using 
QSR NVivo.

Modelling
The incidence modelling component of the MaxART Early 
Access to ART for All study aimed to estimate the impact 
that Eswatini’s ART programme has had thus far, and is likely 
to still have on HIV incidence among its adult population, 
specifically estimating:.

n The future impact of the national Test & Start 
programme (national roll-out of Early Access to ART for 
All) on HIV incidence over three time horizons: 5-year, 
10-year and 15-years (Oct 2016 – Sept 2031), in the 
whole of Swaziland.

n The cost-effectiveness of the national roll-out of Early 
Access to ART for All on HIV incidence over the same 
time horizons in the whole of Swaziland.

n The past impact of the evolving ART access policy on 
HIV incidence in Swaziland for the period October 2001 - 
October 2016. This is the era of gradual ART programme 
expansion until the moment that Eswatini moved to 
implement the Test and Start programme nationwide.

A data driven simulation study was conducted to estimate 
the impact of the Early Access to ART for All on HIV 
incidence during the study period in the catchment area 
of the study sites. Secondly, a larger projection study was 

conducted to estimate the impact of a national Early 
Access to ART for All program on HIV incidence over three 
time horizons: (1) five years, (2) ten years, and (3) 15 years 
(Oct 2016–Sept 2031) for the entire country of Eswatini. 
Outcome indicators for both analyses are the incidence 
rate ratio, number of HIV infections averted, the number 
of HIV-negative life-years gained, the number of life-years 
gained, and the number of additional person years of ART 
provided (only for the national-level analysis). Outcome 
indicators for the first analysis were calculated using model 
output from both the control and Early Access to ART for All 
phases of the clinics, weighted for the population size of the 
clinic catchment area and the amount of time spent in each 
phase. Besides population-average outcome indicators, the 
outcome indicators stratified by age group and gender were 
also calculated. 

For the estimation of the impact of a national Early Access 
to ART for All program on HIV incidence, two scenarios were 
contrasted against one another. In the control scenario, 
the country maintained its current national treatment 
guidelines for the entire simulation period. In the Early 
Access to ART for All scenario, a shift to universal treatment 
was simulated from October 2016 onwards. The rates of 
HIV diagnosis, ART initiation, viral suppression, and program 
retention among HIV-positive patients with CD4 cell counts 
> 500/mL in the intervention scenario were equal to those 
inferred from the narrow, data driven simulation study.
An epidemiological model was calibrated to historic data 
on key demographics (population growth rate, crude birth 
and death rates, geographical population density), historic 
HIV prevalence data (stratified by age group and gender), 
historic ART program size data (number of people on ART, 
by age group and gender), and recent HIV incidence data, 
by age group and gender20. As parameters for the sexual 
behaviour in the model population are typically difficult 
to estimate directly from empirical data, due to selection 
bias and social desirability bias in sexual behaviour surveys, 
these model parameters were inferred through an iterative 
Approximate Bayesian Computation algorithm with wide 
prior distributions21.

Of the 2800 parameter combinations that were run during 
the calibration process, four combinations produced 
model output with RMSEs below the threshold of 0.2. Five 
simulations were subsequently run with each of these 
parameter combinations, leading to 20 simulations per 
scenario. While the model output of these simulations 
matched most of the target statistics well, there was 
a systematic bias in the simulated historic scale-up of 
the ART programme. On average the ART coverage was 

Appendix

20 Kingdom of Swaziland. Ministry of Health. Annual HIV Programs Report 2015.
21 Delva W, Leventhal GE, Helleringer S. Connecting the dots: network data and models 

in HIV epidemiology. AIDS. 2016;30:2009–20.
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underestimated in the simulations, with bias increasing 
substantially from 2014 onwards. It should be noted, 
however, that there is considerable uncertainty around 
the target statistics. For the last data point (mid 2016), the 
uncertainty interval ranged from 0.65 to 0.9. The effect 
of this underestimation is that the analysis may have 

underestimated the past impact of the evolving ART access 
policy on HIV incidence. Comparison of HIV incidence 
in 2011 and 2016-2017 between simulation output and 
empirical estimates from the SHIMS data hints at this  
(Table 14)

Community Leaders Research
In line with the MaxART study objectives, qualitative 
research was conducted to understand the role of 
key community actors (traditional & religious leaders, 
traditional healers, community-based volunteers, support 
group members and community advisory board members) 
in implementing the Early Access to ART for All study in 
communities as well as in encouraging health seeking 
behavior at community level. The study further explored 
the enabling and disabling factors that community actors 
encountered in the execution of their role regarding 
community mobilization and sensitization for Early Access 
to ART for All. Although the study involved multiple types 
of key community actors, the results presented in this 
report focus on findings from interviews and focus group 
discussions conducted with traditional leaders. 

A qualitative design using in-depth interviews and 
focus group interviews was used. Purposeful sampling 
was used to identify and select community actors who 
were oriented on the EAAA study and messaging during 
community mobilization activities. Participants were 
randomly selected from the attendance registers used to 
document attendance during orientation and training on 
the EAAA study. Signed informed consent were obtained 
for the interviews and verbal consent was provided by 
participants for the focus group discussions. The interviews 
were conducted by trained research assistants using the 
local language, Siswati. All interviews and focus groups 
were recorded with digital voice recorders and files were 
transferred into laptop computers at the end of a session. 
Verbatim transcripts were developed from interviews & 
focus group discussions and translated to English. Interviews 
were analyzed by thematic content analysis using QSR 
International’s Nvivo 7 based on the initial research 
questions. Data were systematically classified and organized 
by major themes and concepts.

Figure 20: Total number of Key Informants Interviewed

Community Advisory Board Research
Data was collected through 2 focus group discussions 
(FGDs) and 13 semi-structured interviews with Community 
Advisory Board members. All 24 Community Advisory 
Board members were invited to participate in the FGDs; 
6 were unable to attend due to logistical reasons. The FGDs 
each included 9 Community Advisory Board members and 
covered a broad range of topics, including Community 
Advisory Board composition and recruitment, the activities 
of Community Advisory Board members, the mechanisms 
used to engage with communities, and the challenges faced 
in their role. Themes emerging from the FGDs were explored 
further in semi-structured individual interviews, which were 

Table 13: simulated and empirically estimated HIV incidence in 2011 and 2016
SHIMS 

Point estimate
SHIMS

95% Confidence 
interval

Model estimate
(15-49-year-olds)

HIV incidence in 18-49-years-olds in 2011  
(per 100 person-years)

2.4 2.1 - 2.8 2.8

HIV incidence in 15-49-years-olds in 2016-2017  
(per 100-persons-years)

1.5 1.0 - 2.0 1.8
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conducted with 13 Community Advisory Board members. 
Signed informed consent was obtained for the semi-
structured interviews and verbal consent was obtained 
from FGD participants after the facilitators explained the 
rationale for the FGDs. 

All interviews were conducted by trained research assistants 
and administered in either Siswati or a mix of English and 
Siswati. Interviews and FGDs were recorded using digital 
voice recorders and files were transferred onto laptop 
computers at the end of a session. Verbatim transcripts 
were developed and translated by research assistants to 
English. Data were coded manually and thematic content 
analysis was used to identify the main themes. Preliminary 
codes were based on initial research questions, and 
substantive topics that emerged during the first reading of 
the transcripts were subsequently included. KM conducted 
line-by-line coding in consultation with GK and BS, who also 
discussed initial findings.
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Appendix 3 
Overview of Presentations, Events, Scientific 
Articles and other learning products

Published Articles
Journal Title Author(s) Date

Vliruos AIDS in South Africa: simulating the impact of early HIV treatment 
(Explaining Simpact model)

Wim Delva, Flemish Interuniversity Council) December 2014

Ghent University magazine “Durf Denken” (Dare to think) Modellen bouwen tegen aids. (Dutch Article: “Building models against 
AIDS”)

Interview with Wim Delva (SACEMA) February 2015

AIDS, official Journal of the AIDS Society Strengthening universal HIV ‘test-and-treat’ approaches with social 
science research (a position statement). 

Camlin, Carol S.; Seeley, Janet; Viljoen, Lario; Vernooĳ, Eva; Simwinga, 
Musonda; Reynolds, Lindsey; Reis, Ria; Plank, Rebeca; Orne-Gliemann, 
Joanna; McGrath, Nuala; Larmarange, Joseph; Hoddinott, Graeme; 
Getahun, Monica; Charlebois, Edwin D.; Bond, Virginia

March 2016

Aids Care Access for all: contextualising HIV treatment as prevention in Swaziland Eva Vernooĳa, Mandhla Mehlo, Anita Hardon and Ria Reis July 2016

Medicine Anthropology Theory Navigating multipositionality in ‘insider’ ethnography Eva Vernooĳ April 2017

Trials “Impact of early initiation versus national standard of care of antiretroviral 
therapy in Swaziland’s public sector health system: study protocol for a 
stepped-wedge randomized trial.

“Fiona J. Walsh, Till Bärnighausen, Wim Delva, Yvette Fleming, Gavin 
Khumalo, Charlotte L. Lejeune, Sikhathele Mazibuko, Charmaine Khudzie 
Mlambo, Ria Reis, Donna Spiegelman, Mandisa Zwane and Velephi Okello

August 2017

Journal of the International aids Society (JIAS) Identification of misdiagnosed HIV clients in an Early Access to ART for All 
implementation study in Swaziland .

Shaukat Khan, Emma Mafara, Munyaradzi Pasipamire, Donna Spiegelman, 
Sikhathele Mazibuko, Nombuso Ntshalintshali, Anita Hettema, Charlotte 
Lejeune, Fiona Walsh, Velephi Okello

August 2017

International Health False starts in ‘test and start’: a qualitative study of reasons for delayed 
antiretroviral therapy in Swaziland

Christopher Pell, Eva Vernooĳ, Nelisiwe Masilela, Njabulo Simelane, 
Fortunate Shabalala, Ria Reis 

March 2018

Journal of the International AIDS Society “Understanding reasons for discontinued antiretroviral treatment among 
clients in test and treat: a qualitative study in Swaziland”

Fortunate S Shabalala, Eva Vernooĳ, Christopher Pell, Njabulo Simelane, 
Nelisiwe Masilela, Donna Spiegelman, Boyang Chai, Shaukat Khan and Ria 
Reis

July 2018

International Health “’Then her neighbour will not know her status’: how health providers 
advocate antiretroviral therapy under universal test and treat”

Christopher Pell, Ria Reis, Njabuliso Dlamini, Eileen Moyer and Eva Vernooĳ July 2018

http://www.communicatie.ugent.be/export/Durf-Denken/februari-2015.pdf
http://www.communicatie.ugent.be/export/Durf-Denken/februari-2015.pdf
http://www.ingentaconnect.com/content/wk/aids/2016/00000030/00000006/art00019
http://www.ingentaconnect.com/content/wk/aids/2016/00000030/00000006/art00019
http://www.tandfonline.com/doi/full/10.1080/09540121.2016.1178954
http://www.medanthrotheory.org/read/7272/navigating-multipositionality-in-insider-ethnography
http://rdcu.be/u6Zd
http://rdcu.be/u6Zd
http://rdcu.be/u6Zd
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5625592/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5625592/
https://doi.org/10.1093/inthealth/ihx065
https://doi.org/10.1093/inthealth/ihx065
https://onlinelibrary.wiley.com/doi/abs/10.1002/jia2.25120
https://onlinelibrary.wiley.com/doi/abs/10.1002/jia2.25120
https://academic.oup.com/inthealth/advance-article-abstract/doi/10.1093/inthealth/ihy058/5076194?redirectedFrom=fulltext
https://academic.oup.com/inthealth/advance-article-abstract/doi/10.1093/inthealth/ihy058/5076194?redirectedFrom=fulltext
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Oral Presentations
Conference  Title Presenter(s) Date 

3rd National Health and Research Conference 2014, 
Investing in Health for Development, Ezulwini, Eswatini

Age and gender issues affecting uptake of HIV services: Implications for 
Early Access to ART for All

Eva Vernooĳ (UvA) October 2014

Implementation science as a tool for informing heath investment: Early 
Access to ART for all. 

Dr. Okello (Ministry of Health, Eswatini) October 2014

Ghent University Research Seminar Uncovering the (lack of) social science behind mathematical models of 
behaviour change for HIV prevention; MaxART Early Access to ART for All 
modelling component.

Wim Delva (SACEMA) Dec-14

9th INTEREST workshop, Zimbabwe, Harare Early Access to ART for All (EAAA) Implementation Study in Swaziland Dr. Mazibuko (Ministry of Health, Eswatini) May 2015

ASSHH conference, Stellenbosch, South Africa Standardizing practices: the (un)intended effects of participant 
observation in a Treatment as Prevention implementation study in 
Swaziland. 

Eva Vernooĳ (UvA) July 2015

IAS pre-conference, Vancouver, Canada Early Access to ART for All (EAAA) Implementation Study in Swaziland: 
Lessons from trial and cohorts - early experiences

Fiona Walsh (CHAI) July 2015

AIDS Impact, Amsterdam, the Netherlands The (un)making of Treatment as Prevention in Swaziland Eva Vernooĳ (UvA) July 2015

IAPAC 2015, Paris, France Early Access to ART for All (EAAA) Implementation Study in Swaziland. Early 
experiences

Dr. Okello (Ministry of Health, Eswatini) October 2015

Pre-conference for AIDS 2016, Durban, South Africa UN 90-90-90 Target Workshop: A Vehicle for Knowledge Translation of 
Treatment as Prevention’

Dr. Okello (Ministry of Health, Eswatini) July 2016

AIDS 2016, Durban, South Africa Satellite session “Exploring critical social science questions for the 
implementation of ‘universal test and treat’ approaches to HIV prevention 
and care in Sub-Saharan Africa”

Ria Reis (UvA), Fortunate Shabalala (UVA) July 2016

11th INTEREST Workshop, Lilongwe, Malawi “Early ART in the Community: Experiences from.

Support Groups in Hhohho, Swaziland” Sibongile Mnisi (SWANNEPHA) May 2017

Eswatini National Health and Research Conference 2017, 
Eswatini

Per –patient costs do not increase under Early Access to ART for All: 
Evidence from Swaziland

Shaukat Khan (CHAI) November 2017

Identification of misdiagnosed clients in an Early Access to ART for All 
implementation study in Swaziland

Shaukat Khan (CHAI) November 2017

False starts in ‘test and start’: understanding delayed initiation of ART in 
Swaziland”

Njabuliso Dlamini (UvA) November 2017

ASSHH/AIDS2018 pre-conference, Amsterdam, the 
Netherlands

‘A million copies of HIV’: A qualitative study about the ambiguous 
meanings of viral load testing in Eswatini

Eva Vernooĳ (UvA) July 2018

International AIDS Conference AIDS2018, Amsterdam,  
the Netherlands

Universal test and treat (UTT) versus standard of care for access to 
antiretroviral therapy in HIV clients: The MaxART stepped-wedge 
randomized controlled health systems trial in Eswatini (official IAS press 
conference)

Dr. Okello (Ministry of Health, Eswatini) July 2018

Universal test and treat (UTT) versus standard of care for access to 
antiretroviral therapy in HIV clients: The MaxART stepped-wedge 
randomized controlled health systems trial in Eswatini (late breaker)

Dr. Okello (Ministry of Health, Eswatini) July 2018

Empirical cost of community mobilization activities to support the scale-
up of Universal Test and Treat in Eswatini

Shaukat Khan (CHAI) July 2018

From trials to programmes: Lessons learned from four trials of Universal 
Testing and Treatment (UTT) in Sub-Saharan Africa (bridging session)

Fiona Walsh (CHAI) in panel July 2018

Appendix

http://www.communicatie.ugent.be/export/Durf-Denken/februari-2015.pdf
http://www.communicatie.ugent.be/export/Durf-Denken/februari-2015.pdf
http://www.ingentaconnect.com/content/wk/aids/2016/00000030/00000006/art00019
http://www.ingentaconnect.com/content/wk/aids/2016/00000030/00000006/art00019
http://www.tandfonline.com/doi/full/10.1080/09540121.2016.1178954
http://www.medanthrotheory.org/read/7272/navigating-multipositionality-in-insider-ethnography
http://rdcu.be/u6Zd
http://rdcu.be/u6Zd
http://rdcu.be/u6Zd
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5625592/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5625592/
https://doi.org/10.1093/inthealth/ihx065
https://doi.org/10.1093/inthealth/ihx065
https://onlinelibrary.wiley.com/doi/abs/10.1002/jia2.25120
https://onlinelibrary.wiley.com/doi/abs/10.1002/jia2.25120
https://academic.oup.com/inthealth/advance-article-abstract/doi/10.1093/inthealth/ihy058/5076194?redirectedFrom=fulltext
https://academic.oup.com/inthealth/advance-article-abstract/doi/10.1093/inthealth/ihy058/5076194?redirectedFrom=fulltext


5958 MaxART Early Access to ART for All  implementation study (2014-2018) Final Report Appendix

Events, sessions and workshops
Conference/Event Title Presenter(s) Date

Community Deliver event, Washington, USA, 2016 Event Communities Deliver - The Critical Role of Communities in ending 
AIDS

Dr Velephi Okello (Swaziland MOH), Lois Chingandu (SAfAIDS), Louise van 
Deth (STOP AIDS NOW!)

February 2016

11th INTEREST Workshop 2017, Lilongwe, Malawi Good Participatory Practice: Community Advisory Boards (CABs), an Early 
Morning Session

“Wim Vandevelde (GNP+), Gavin Khumalo (SWANNEPHA), Sonto Magagula 
(MaxART CAB chair), Charmaine Khudzie Mlambo (MaxART), Mandisa 
Zwane-Machakata (SAfAIDS)

May 2017

MaxART Official Close-Out Celebration, Mhlangatane 
Inkhundla, Hhohho region, Eswatini 

MaxART Official Close-Out Celebration with speeches from the Regional 
Health Administrator, Louise van Deth (Aidsfonds) Margriet Schreuders 
(Dutch Postcode Lottery), Ambassador Pascalle Grotenhuis (Embassy of 
the Kingdom of the Netherlands),Gerald Macharia (CHAI), Lois Chingandu 
(SAfAIDS) Hon. Minister of Health Sibongile Ndlela-Simelane and 
testimonies of a client, health care worker and traditional leader

MaxART Consortium November 2017

Eswatini National Health and Research Conference 2017, 
Eswatini

Special Session - Early Access to ART for All : research-based evidence 
for implementing Test & Start with the results from the Swaziland Early 
Access to ART for All (EAAA) studies in Swaziland and a panel discussion 
with representatives of Minsitries of Health of Eswatini, Zimbabwe and 
Mozambique

MaxART Consortium, Minsitries of Health of Zimbabwe and Mozambique 
and MSF. 

November 2017

19th INTERNATIONAL CONFERENCE ON AIDS AND STIs IN 
AFRICA (ICASA), Abidjan, Ivory Coast

“The Crucial Role of Community Actors in implementing Test & Start in 
Africa and how to adequately fund them. 
Presentations: MaxART EAAA study overview, MaxART Early Access to ART 
for All communication Strategy, MaxART sub-study ‘Assessing the roles of 
traditional and religious leaders, support groups, and community based 
volunteers in the implementation of Early Access to ART for All: overview 
and results.
Panel discussion with Lois Chigandu (SAfAIDS Director), Chief Mr 
Jubiphathi Magagula (Traditional leader from Swaziland), Dr. Velephi 
Okello (Ministry of Health, Eswatini) and -Lee Waldorf (Stephen Lewis 
Foundation). 

MaxART Consortium December 2017

Presenting the rationale for Community Advisory boards (CAB), using 
the example of the MaxART, Swaziland CAB with speakers from UNAIDS, 
Treatment Action Campaign, GNP+, AFROCAB, Ministry of Health of 
Eswatini and other CABs from the region

MaxART Consortium December 2017

 Eduardo Mondlane University, Maputo, Mozambique Two day international workshop “How to Practice Social Science in Medical 
Trials: Theory, Methods and Themes”. 

University of Amsterdam (Prof. Ria Reis and Alfred Adams), Social Science 
Universal Test & Treat Network (Dr Lindsey Reynolds), Eduardo Mondlane 
University, Maputo, Mozambique (staff members and students from the 
departments of social science and the humanities working in the field of 
HIV/AIDS), Ministry of Health Mozambique

June 2018

International AIDS Conference AIDS2018, Amsterdam, the 
Netherlands - MaxART Satellite Session: “Results of the 
MaxART Implementation Study in Swaziland: Early Access 
to ART for All in government managed health settings in 
Southern Africa”

Overview MaxART Early Access to ART for All study and clinical findings Dr Nomthandazo Lukhele (Ministry of Health, Eswatini) July 2018

Cost analysis of Universal Test & Treat in Eswatini Shaukat Khan (CHAI) July 2018

The crucial role of communities in implementing Universal Test & Treat: 
experiences from Eswatini

Khudzie Mlambo (MaxART) July 2018

The role of context in successful implementation of UTT in Eswatini.  
Insights from Social Science Research in MaxART.

Ria Reis (UvA) July 2018

Test & Start implementation in Swaziland and the future of the national 
response 

Hon. Minister of Health of Eswatini July 2018

International AIDS Conference AIDS2018, Amsterdam, 
the Netherlands - Social Science of Universal Test and 
Treat Network Satellite Session: “Population Mobility: 
Challenges for Universal HIV Testing and Treatment”

Gendered livelihoods, mobility and HIV care engagement (Satellite title ‘ Fortunate Shabalala (UvA) July 2018
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Poster presentations
Conference Title Presenter(s) Date

18th International Conference on AIDS and STIs in Africa 
(ICASA) 2015, Harare, Zimbabwe

Communicating Treatment as Prevention in the Context of providing 
Antiretroviral Treatment for All: Material Development and Assessment.

Emma Mafara, Margaret Thwala, Eva Vernooĳ, Nompilo Gwebu, Mandhla 
Mehlo, Gavin Khumalo and Voyi Voyi Lukhele.

29 November - 4 December 
2015.

18th International Conference on AIDS and STIs in Africa 
(ICASA) 2015, Harare, Zimbabwe

The importance of community leaders in acceptance of new HIV 
Interventions - key strategy for Early Access to ART for All

Margaret Thwala-Tembe, Nompilo Gwebu, Emma Mafara, Gavin Khumalo 
and Ms Lois Chingandu.

29 November - 4 December 
2015.

18th International Conference on AIDS and STIs in Africa 
(ICASA) 2015, Harare, Zimbabwe

Involvement of communities in the roll-out of Early Access to ART for All: A 
coordinated approach 

Nonhlanhla Dlamini, Mandisa Machakata, Nompilo Gwebu, Emma Mafara, 
Sibongile Mnisi and Margaret Thwala.

29 November - 4 December 
2015.

18th International Conference on AIDS and STIs in Africa 
(ICASA) 2015, Harare, Zimbabwe

Trends in CD4 Count and Viral Load at Presentation for HIV Treatment in 
Swaziland. Authors: 

Sikhathele Mazibuko, Shaukat Khan, Fiona Walsh, Charmaine Khudzie 
Mlambo, Donna Spiegelman, Charlotte Lejeune, Benvy Caldwell  and 
Velephi Okello.

29 November - 4 December 
2015.

National Swaziland Conference: “From AIDS Crisis to 
Opportunities. What the world can learn from Swaziland”

Exhibition stand displaying MaxART Early Access to ART for All materials, 
films, etc.

Lungile Dlamini (MaxART Consortium). 12-14 July 2016

Conference on Retroviruses and Opportunistic Infections 
(CROI) 2017, Seattle, USA

Patients’ Out-of-Pocket Expenditures for ART in Swaziland Shaukat Khan (CHAI) February 2017

Per-Patient Costs do not increase under immediate Art For All: Evidence 
From Swaziland

Shaukat Khan (CHAI) February 2017

11th INTEREST Workshop 2017, Lilongwe, Malawi “Targeted Demand Creation Community Dialogues. 
An effective methodology for HIV case finding”

Mandisa Zwane-Machakata (SAfAIDS) May 2017

“Experiences of the MaxART Early Access to ART for.
All community advisory board in Swaziland”

Gavin Khumalo (SWANNEPHA) May 2017

“Early ART in the Community: Experiences from.
Support Groups in Hhohho, Swaziland”

Sibongile Mnisi (SWANNEPHA) May 2017

“Should non-pregnant adults be offered antiretroviral.
therapy immediately after HIV diagnosis?.
The views of HIV patients in Swaziland”

Cebele Wong (CHAI) May 2017

Swaziland National Health and Research Conference Experiences of the MaxART Early Access to ART for All community advisory 
board (CAB) in Swaziland.

Gavin Khumalo (SWANNEPHA) November 2017

Targeted Demand Creation as Effective Methodology for Case Finding of 
HIV positive cases.

Mandisa Zwane-Machakata (SAfAIDS) November 2017

International AIDS Conference AIDS2018, Amsterdam, the 
Netherlands

Impact of a “test and treat” strategy on retention in a public sector health 
system setting: Swaziland’s MaxART trial, 2014-2017

Shaukat Khan (CHAI) July 2018

The Causal Costing Analysis of Test and Treat for ART clients: Evidence from 
a step wedge health systems implementation trial in Swaziland 

Shaukat Khan (CHAI) July 2018

Know your Viral Load”: Impact of viral load demand creation on viral load 
monitoring in Swaziland

Anita Hettema (CHAI) July 2018

Traditional leaders play a key role in the roll out of early ART at community 
level

Mandisa Zwane (SAfAIDS) July 2018

Time to antiretroviral therapy initiation under Early Access to ART for All in 
Swaziland: A  stepped-wedge implementation trial 

Fiona Walsh (CHAI) July 2018

Changes in disclosure, adherence and patient experiences of 
communication following the ‘Early access to ART for all’ intervention in 
Swaziland

Marjan Molemans (UvA) July 2018

Appendix
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MaxART Newsletters, Factsheet and Video

6th MaxART Newsletter From Evidence to Action - Evaluating Early Access to ART for All MaxART Consortium January 2015

7th MaxART Newsletter Engaging Communities is Key! MaxART Consortium December 2015

8th MaxART Newsletter Access Equity Rights now! MaxART Consortium June 2016

9th MaxART Newsletter MaxART informs “Test & Start” approach MaxART Consortium February 2017

10th MaxART Newsletter Near an HIV free generation? It’s happening in Eswatini. MaxART Consortium July 2018

Factsheet MaxART Early Access to ART for All 
implementation study Results

Maximizing ART for Better Health and Zero New HIV Infections. Early 
Access to ART for All - a real-life implementation study

MaxART Consortium July 2018

Animation Video MaxART appraoch and results Maximizing ART for Better Health and Zero New HIV Infections in Eswatini MaxART Consortium July 2018

Online news items, blog posts
Medium Title Author(s) Date

Evidence for Impact Newsletter CHAI Viral Load Testing Uptake in a Public Health System: Lessons Learned Lungile Dlamini (MaxART) & Anita Hettema (CHAI) December 2016

Aidsfonds (former STOP AIDS NOW!) website MaxART informs “Test & Start” approach Aidsfonds March 2017

CHAI website Preventing HIV/AIDS in Swaziland CHAI April 2017

Aidsfonds (former STOP AIDS NOW!) website Swaziland: new infections halved in five years as HIV treatment scales up Aidsfonds July 2017

press coverage around the international AIDS Conference 
AIDS2018, Amsterdam, the Netherlands

New HIV data from sub-Saharan Africa highlight challenges and reasons 
for hope. Official Press Release. 

International Aids Society. July 2018

Universal test and treat greatly improves retention in care Keith Alcorn, NAM AIDSmap July 2018

Praten over hiv in Swaziland doe je tĳdens het koken van het koeienhoofd 
(only in Dutch)

Niels Posthumus, Trouw (Dutch national newspaper) July 2018

Aids Swaziland gestuit dankzĳ loterĳ (only in Dutch) René Steenhorst, De Telegraaf (Dutch national newspaper) July 2018

Als een derde met hiv kampt (only in Dutch) Niels Posthumus, Vice Versa (Dutch magazine on international 
development)

July 2018

Hiv/aids: niet alleen slecht nieuws uit Afrika (only in Dutch) Rinke van den Brink, NOS (Dutch News Network) July 2018

AIDS2018 Keynote Address Bill Clinton - highlighting the success in the 
aidsresponse of Eswatini

International Aids Society. AIDS2018 Conference July 2018

Een exclusief interview met Bill Clinton (only in Dutch) Eva Jinek, KRO-NCRV (Dutch Television) July 2018

Clinton: Swaziland voorbeeld voor succesvolle aidsbestrĳding (only in 
Dutch)

Aidsfonds July 2018
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Appendix 4 
MaxART newsletters edition 6-10
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 From Evidence to Action – 
 Evaluating Early Access to ART for All 

Foreword

It gives me great pleasure to 
announce that on 1 September 
2014 MaxART started implementing 
the demonstration project Early 
Access to ART for All. We put into 
practice this ambitious approach 
that has the potential to improve 
the lives of so many individuals. 
We are now well underway!

In this unique collaboration of 
partners, I am undertaking a 
coordinating role and ensure that 
all activities are responsive to the 
realities of people living with and 
aff ected by HIV. The motivated 
multi-disciplinary team makes me 
proud and I am hopeful that this 
approach will provide evidence 
towards achieving the target of zero 
new HIV infections in Swaziland.

Charmaine Khudzie Mlambo-Pato, PhD
MaxART Senior Research Manager

EDITION 6  |  JANUARY 2015

Three-year study
The three-year study has a 
randomised ‘stepped wedge’ design 
with open enrolment for all people 
aged 18 years and older across 
fourteen health facilities, with a 
population catchment of circa 
118,000 individuals in Swaziland’s 
Hhohho region. The primary 
objective is to measure the impact 
on retention and viral suppression. 
The secondary objective is to 
measure the impact on ART 
initiation, adherence, drug resistance, 

tuberculosis, HIV disease progression, 
costs per patient per year, and new 
HIV infections. The project expects 
to enrol and follow up 4,353 clients 
not yet on ART, among whom 2,376 
with newly diagnosed HIV infection. 
An estimated 40 percent will 
be men and 60 percent women. 
A strategic mix of multidisciplinary 
research methodologies will be 
applied and community participation 
is an integral part of this 
implementation research (described 
at the back of this newsletter). 

Relevance for Southern Africa
Early Access to ART for All will inform 
Swaziland’s HIV guidelines and provide 
valuable insights for the Southern 
African region about shifting treatment 
guidelines and the implementation 
of ‘Treatment as Prevention’. The 
demonstration project also contains 
a regional and international linking 
and learning component.

For more information, visit 
www.stopaidsnow.org/
treatment-as-prevention

Content:

Clinical Mentoring – 
To Support Health Care 
Workers

Economic Evaluation – To 
Measure Cost-Eff ectiveness

Community Advisory 
Board is the Voice of the 
Community
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NEWSLETTER

‘As the inner council, we 
want to support you. We 
will ensure the community 
members attend the 
dialogues.’

Mshingishingini Indvuna, Babe Jeremiah 
Sibandze

EARLY ACCESS 
TO ART FOR ALL

CLINICAL 
MENTORING

Supporting health care 
workers with Early ART

CLINICAL 
DATA

Analysing health 
outcomes

Creating demand for HIV 
treatment services

SOCIAL 
SCIENCE

Analysing social and 
cultural processes

Eff ective messaging 
for Early ART

COMMUNITY 
MOBILISATION

Measuring 
cost-eff ectiveness

ECONOMIC 
EVALUATION

COMMUNICATIONS 
STRATEGY

Predicting HIV 
incidence

INCIDENCE 
MODELING

COMMUNITY ADVISORY BOARD

Better health and zero new HIV infections in Swaziland

Research

1 Goal

Implementation

Acting as a link between communities 
and research team

Charmaine Khudzie 

Mlambo-Pato, PhD

Stepped Wedge Study Design
20152014

Step 1: 

Step 2: 

Step 3: 

Step 4: 

Step 5: 

Step 6: 

Step 7: 

20172016

Stepped Wedge Study Design

Standard of Care Transition Period Early Access to ART for All

Facility 1 + 2

Facility 3 + 4

Facility 5 + 6

Facility 7 + 8

Facility 9 + 10

Facility 11 + 12

Facility 13 + 14

In the past few years, Swaziland 
achieved the highest annual 
HIV testing rate ever and near-
nationwide access to antiretroviral 
therapy (ART). Among many 
interventions leading to this success 
is the MaxART programme. The 
achievements of the programme’s 
fi rst phase (2011-2014) lay the 
ground for MaxART’s second phase 
(2014-2017): the Early Access to 
ART for All demonstration project.

The project puts into practice the 
exiting evidence that early ART has 
not only individual health benefi ts, 
but also contributes to the 
prevention of HIV transmission. 
The aim is to assess the feasibility, 
acceptability, clinical outcomes, 
aff ordability, and scalability of the 
intervention: off ering ART to all 
HIV-positive individuals regardless 
of CD4-count or stage of disease in 
Swaziland’s government-managed 
health system.
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The Swaziland Ministry of Health, STOP AIDS NOW!, and the Clinton Health Access Initiative (CHAI) initiated the MaxART programme in Swaziland. The programme partners include the Swaziland Network of People Living with HIV and AIDS (SWANNEPHA) and the Global Network of People Living with HIV 
(GNP+), the National Emergency Response Council on HIV/AIDS (NERCHA), national and international non-governmental organisations including the Southern Africa HIV & AIDS Information Dissemination Service (SAfAIDS), social scientists from the University of Amsterdam and researchers from the South 
African Centre for Epidemiological Modelling and Analysis (SACEMA).

The MaxART Consortium gratefully acknowledges the extensive contributions of all partners who support initiatives within the project as well as broader eff orts to strengthen health outcomes across Swaziland. These include, but are not limited to, PEPFAR/CDC/USAID, WHO, UNAIDS, PSI, EGPAF, ICAP, 
MSH, URC, Baylor, FLAS, AHF, M2M, Lusweti, and World Vision.

Do you want to contact MaxART staff ? Please send an e-mail to: Charmaine Khudzie Mlambo, Senior Research Manager of the MaxART programme:kmlambo@clintonhealthaccess.org or Eliane Vrolings, Overall Coordinator of the MaxART programme: evrolings@stopaidsnow.nl

 Community 
 Mobilisation – 
 To Boost Uptake 

MaxART’s community 
mobilisation promotes 
community literacy and 

awareness and buy-in to boost uptake 
of Early Access to ART for All services 
at the nearest health facilities that 
implement the intervention. 

Continuation of community 
engagement is crucial to create 
demand for HIV services and early 
treatment. Moreover, the training 
and involvement of Swazi leaders 
will open doors and secure ownership 
of the intervention. Community 
mobilisation interventions include 
orientation meetings with community 
stakeholders, such as chiefs and 
inner councils among others. Other 
interventions are ‘Demand Creation 
Community Dialogues’ and door-to-
door visits through the community-
based volunteers, and engagement of 
traditional healers and church leaders. 

 Clinical Mentoring – 
 To Support Health 
 Care Workers 

Clinical mentoring 
activities ensure successful 
study implementation 

and will strengthen health care 
systems by providing continuing 
education and support to health 
care workers. 

The team consists of three clinical 
mentors and a clinical site coordinator. 
The team assists health care workers 
in the fourteen study facilities to 
integrate Early Access to ART for All 
activities. In addition they ensure 
adequate enrolment and monitoring of 
study participants, while maintaining 
ethical standards and high quality of 
care provided at the facility.

 Social Science 
 Research – To Examine 
 Socio-cultural 
 Processes 
 

The social science 
component in the Early 
Access to ART for All 

study has two objectives. 

It will explore the diff erences in 
health services that are impacting 
eff orts to initiate ART before and 
after facilities have transitioned 
to Early Access to ART for All. 
It assesses how earlier treatment 
initiation aff ects the HIV testing 
and counselling services. In addition, 
this research will focus on how 
social, economic and structural 
processes, aff ect delayed initiation, 
(non-)adherence, and retention 
before and after facilities have 
transitioned.

 Economic Evaluation 
 – To Measure Cost- 
 Eff ectiveness 
 

The economic evaluation is 
designed to measure the cost-
eff ectiveness of implementing 

Early Access to ART for All. 

The cost-compoment will be 
determined through a comprehensive 
costing exercise covering costs at 
the level of the health care facility, 
higher health system structures, 
and community-level activities. 
The economic evaluation adds a 
component to the eff ectiveness 
outcome by administering a 
questionnaire that assesses patients’ 
socio-economic status, for instance 
employment status, and quality of life.

Ms Sonto Magagula is the Chair 
of the Community Advisory Board 
(CAB) of Early Access to ART for All. 
She is a retired nurse and practicing 
traditional healer in the Hhohho 
region. A short interview.

What is the role of the CAB?
‘The CAB comprises members from 
diverse backgrounds, such as church 
leaders, traditional leaders, youth 
representatives, community health 
workers, key population representatives, 
and academics. I believe, as CAB 
members, we are the voice of the 
community in the Early Access to ART for 

All study. We ensure that the study team 
is aware of and respects the cultural, 
individual and socio-economic status of 
communities and consider these factors. 
We also ensure that all study activities 
are responsive to the realities of people 
living with HIV, and that the participants’ 
rights and dignity are respected.’

What are the benefi ts of the CAB 
for the communities in Hhohho?
‘The CAB will be an independent 
channel for study participants to 
share their concerns and get more 
information about the study and 
about the study progress. The CAB 

also participates in community 
mobilisation activities. We hope that 
the project achieves zero new HIV 
infections and better health for 
the Hhohho communities as well 
as community participation in the 
HIV response and empowerment on 
health right issues.’

 Community Advisory Board is the Voice of the Community 

 Clinical Evidence – 
 To Evaluate Health 
 Outcomes 
 

The primary research 
questions of Early Access 
to ART for All focus on 

evaluating the impact the new 
treatment strategy will have on 
retention rates and viral suppression 
among clients who are initiated 
regardless of CD4 count compared 
to those initiated according to 
current national ART guidelines. 

The secondary analyses of the project 
will focus on the impact on ART 
initiation rates, adherence, rate of 
drug resistance and tuberculosis, 
HIV disease progression, and rates 
of new HIV infection. The data to 
evaluate each of these outcomes 
will be collected from an estimated 
4,353 enrolled client records in the 
participating facilities throughout 
the project. Data completeness and 
quality is continuously monitored 
and improved. 

 Modelling – 
 To Calculate Results 
 

Modelling will be used to 
estimate impact of the 
intervention on HIV incidence 

and the long-term consequences of 
a sustained Early Access to ART for 
All policy far beyond the study. 

An epidemiological simulation model is 
developed to bridge the gap between 
direct observations and the unobserved 
indicators of the impact of Early 
Access to ART for All. First, the model 
reconstructs the Early Access to ART 
for All demonstration project. Then 
the virological, clinical and behavioural 
collected data will be combined with 
computer simulations. This way 
the model enables us to estimate the 
impact of the intervention on HIV 
incidence, stratifi ed by gender and 
age groups. It also gives insight into 
potential long-term changes in HIV 
incidence and ART program size 
when Early Access to ART for All 
is implemented nation-wide in 
Swaziland’s government-managed 
health system.

‘We may not be scientifi c 
experts, but we have the 
community expertise.’

Ms Sonto Magagula, Chair Community 
Advisory Board

Ms Sonto Magagula
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 Engaging Communities is Key! 

Foreword

It is my believe that people 
themselves are the agents of change. 
In the AIDS response, community 
members are more likely to accept 
any change that comes their way 
through community mobilisation. 
This is one of the outcomes of the 
Early Access to ART for All study.

An important lesson learned is that 
the design and implementation of 
health interventions that leave out 
its consumers does not yield the 
intended results. I urge that 
community engagement be 
maintained, as it will ensure a 
sustainable, acceptable and practical 
solution towards the country’s 
commitment to the realisation of 
Early Access to ART for All and the 
90-90-90 global targets.

Margaret Thwala-Tembe
Country Representative, SAfAIDS

Engaging communities is 
key to reach the goal of zero 
new HIV transmissions. This 

is why community mobilisation is an 
important component of the second 
phase of the MaxART programme 
(2014-2017) in Swaziland: the early 
Access to ART for All (EAAA) 
implementation study. The 
communities surrounding selected 
facilities are targeted with awareness 
raising activities on the availability 
of ART and the benefi ts of early 
HIV treatment. An increasing number 
of people now openly share their 
HIV status, which encourages others 
to have a test and enrol for ART.

The fi rst step of community 
mobilisation is raising awareness 
among the traditional leaders, such 
as chiefs and ‘tindvunas’ (chiefdom 
headmen), soliciting for their buy-in 
for community activities and getting 

EDITION 7  |  DECEMBER 2015

their permission to implement 
activities in their chiefdoms. Following 
the orientation of traditional leaders 
and inner councils, community-based 
volunteers are trained about 
interpersonal communication. At 
community level they together form a 
resource pool consisting of rural 
health motivators, caregivers 
(‘banakeleli’), support groups, expert 
clients and community police. 
The volunteers are equipped with 
tools, including education and 
communication materials, reporting 
tools and a T-shirt for ease of 
identifi cation. Their task is to spread 
messages on EAAA and treatment 
adherence through door to door visits. 
In addition, religious leaders and 
traditional healers are trained on the 
intervention and its benefi ts, enabling 
them to encourage community 
members to remain on treatment 
and refer people to facilities.

Community dialogues
Once the leaders agree, SAfAIDS 
staff  conducts dialogues in the 
communities. During the meetings, 
information about the available 
nearby ART services is provided. 
Moreover, a drama group presents 
an edutainment to depict resistance 
that might exist among some 
community members and how these 
could be resolved for the benefi t 
of the entire community. The 
participants then split into groups 
– men, women, and youth – and 
further discuss the benefi ts of ART, 
barriers and solutions. 

Community mobilisation ensures 
that the people themselves are 
actively involved in creating a healthy 
community and stopping the spread 
of HIV.

Content:

Engaging Communities 
is Key!

Dialogue in
Maphalaleni Chiefdom

‘Face HIV Head-On’

Training on Human Rights

Key Figures on
EAAA study

As of 1 September 2015, six facilities 
were successfully transitioned to the Early 

Access to ART for All intervention phase.

1,859 ART-naïve clients were enrolled, 
among whom 68% female

(31% aged 21-29 years) and 32% male
(44% aged 30-39 years) between

1 September 2014 and 31 September 2015.

In September 2015, 282 existing or newly 
diagnosed pre-ART clients were off ered 

ART regardless of CD4. Of those initiated
on ART, 185 people (85%) were willing

to start ART on the same day.

NEWSLETTER

‘Through the community 
dialogues, I learned to 
appreciate the 
importance of modern 
health care. I will now 
encourage my family to 
use health services 
without delay.’

 Community dialogue participant

Margaret Thwala-Tembe

7 Community dialogues 
conducted reaching: 

Community 
Mobilisation

120 

Trained on interpersonal communication and 
given tools (IEC materials, T-shirt and bag)

Community-Based 
Volunteers 

people237

adults1,315 youth845 people2,249
Reached through door to door visits 
by community-based volunteers:

215 Traditional Leaders (Chiefs, 
Tindvunas and Inner Council Members) 

Oriented in 14 chiefdoms surrounding 
Ntfonjeni and Ndzingeni Tinkundlas

40 Religious 
Leaders 25 Traditional

Healers

Trained on Early Access 
to ART for All

246 Community-Based
Volunteers 

Oriented on 
Early Access to ART for All

Accessed onsite HTC services:
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 Social Science 
 Research 

During MaxART phase 2, social 
science research is undertaken 
in study communities to 

understand how Early Access to ART 
for All is understood, explained and 
practiced by community-based 
volunteers and traditional leaders. 
Research activities include observations 
of orientations, training sessions and 
community dialogues, as well as 
qualitative interviews with a selection 
of community-based volunteers and 
inner council members.

 Training on Human 
 Rights 

The members of MaxART’s 
Community Advisory Board 
(CAB) facilitate exchange of 

information between the communities 
and the programme team. Thirteen 
core members attended two training 
programmes.

The training in November 2014 focused 
on the roles and responsibilities of CAB 
members, issues related to HIV and 
AIDS, and interpersonal communications 
skills. The training in August 2015 also 
paid attention to human rights and 
ethics, to ensure that members 
know about people’s right to access 
HIV treatment, care and support, for 
example. The Board comprises people 
from diverse backgrounds, such as 
youth representatives and community 
health workers.

18th International Conference 
on HIV/AIDS and STIs in Africa 
(ICASA 2015). 
29th November – 4th December 
2015, Harare, Zimbabwe

The theme of the conference is 
‘AIDS in the Post 2015 era: linking 
Leadership, science and human rights.’

MaxART has four poster 
presentations at the conference 
and two delegates from the Ministry 
of Health are supported to present 
their posters. 

EventsCommunity-based volunteers 
are extremely valuable for in 
mobilising their communities 

to participate in community dialogues 
during the launch of Early Access to 
ART for All. One of the volunteers who 
played a pivotal role in preparing and 
conducting a community dialogue is 
Ms Thembelihle Emmett. ‘As women, 
we are mothers.’

When contributing to a women’s 
group discussion during a community 
dialogue in Mshingishingini, 
Ms Emmett urged that women need to 
pioneer the use of Early Access to ART 
for All services. ‘Note that behind every 
healthy and successful home there is 
a woman. Hence we need to face HIV 
head-on by ensuring that we live as 
good examples to our families.’

Community-based volunteer
‘Taking an HIV test is a good start and, 
if the virus is found in your blood, enrol 
for the Early Access to ART for All 
services. We appreciate the Ministry 
of Health for bringing HIV treatment 

 Dialogue in Maphalaleni Chiefdom 
After the nearby health 
facility transitioned to the 
Early Access to ART for All 

intervention, a community dialogue 
was conducted in Maphalaleni 
Chiefdom on Thursday 22 October 
2015. The chair of the meeting, 
community leader (‘bucopho)’ Mr 
Maphevu Dlamini, pointed out that 
the intervention is now commonly 
referred to as ‘shesha’, which means 
early or fast.

The senior nursing sister Ms Magagula 
explained that people do not have to 
wait until their CD4 cells drop but can 
take up ART immediately after an 
HIV-positive diagnosis. The nurse also 

informed the community about 
practicalities, for instance that blood 
sample transportation days are Monday 
to Wednesday.

Edutainment
During the meeting, the Pelepele 
Drama Group off ered edutainment 
about early access to ART and 
treatment adherence. After this, one 
of the topics the participants discussed 
was young people’s concerns to get 
tested and their fear to disclose their 
HIV status to a new partner. A total 
of 96 community members attended 
the dialogue, and 46 people accessed 
HIV testing and counselling services 
on site.

 ‘Face HIV Head-On’  Support Groups 
Support groups play a 
signifi cant role in the second 
phase of the MaxART 

programme. The group members 
encourage people to enrol in ART and 
adhere to treatment. 
 
Support groups also aim to minimise 
self-stigma and societal stigma. 
The Swaziland National Network of 
People Living with HIV and AIDS 
(SWANNEPHA) has approximately 
250 support groups situated in the four 
regions of the country. Community-
based volunteers are part of the 
groups. They provide psychosocial 
support to new members and promote 
Early Access to ART for All through 
home visits.

 Publication 
In 2014, MaxART commissioned a
case study on Community Systems 
Strengthening eff orts during phase 1. 
The study report describes the diff erent 
community interventions implemented 
and the results. As of 2011, there was 
a sharp increase in HIV tests done and 
people living with HIV put on ARV 
treatment. The testing rates went up 
for the two target groups of phase 1, 
men and adolescents.

closer to us. Before it was at a distant 
clinic. Having these services here at 
Mshingishingini is even better. As a 
community-based volunteer, I will 
mobilise my fellow community 
members boldly, considering that free 
services are within our reach. This is 
a good move for the health of our 
families and the entire community 
of Mshingishingini.’

Pelepele dr
ama group
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The Swaziland Ministry of Health, STOP AIDS NOW!, and the Clinton Health Access Initiative (CHAI) initiated the MaxART programme in Swaziland. The programme partners include the Swaziland Network of People Living with HIV and AIDS (SWANNEPHA) and the Global Network of People Living with HIV 
(GNP+), the National Emergency Response Council on HIV/AIDS (NERCHA), national and international non-governmental organisations including the Southern Africa HIV & AIDS Information Dissemination Service (SAfAIDS), social scientists from the University of Amsterdam and researchers from the South 
African Centre for Epidemiological Modelling and Analysis (SACEMA).

The MaxART Consortium gratefully acknowledges the extensive contributions of all partners who support initiatives within the project as well as broader eff orts to strengthen health outcomes across Swaziland. These include, but are not limited to, PEPFAR/CDC/USAID, WHO, UNAIDS, PSI, EGPAF, ICAP, 
MSH, URC, Baylor, FLAS, AHF, M2M, Lusweti, and World Vision.

Do you want to contact MaxART staff ? Please send an e-mail to: Charmaine Khudzie Mlambo, Senior Research Manager of the MaxART programme:kmlambo@clintonhealthaccess.org or Eliane Vrolings, Overall Coordinator of the MaxART programme: evrolings@stopaidsnow.nl

‘I should be the one 
testing fi rst, so that 
I know my status 
as your chief.’
Chief of Maphalaleni

Men discussing early ART
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 Access Equity Rights Now 

Foreword

MaxART’s goal is to realise access 
to HIV testing and treatment for 
everyone in Swaziland, in line with 
the theme of this year’s 
International AIDS Conference - 
Access Equity Rights Now. In my 
role as the secretary of the 
Community Advisory Board I am 
committed to seeing that the 
ethical and human rights standards 
of clients and health care workers 
are upheld as the Early Access to 
ART for All study is implemented.

We know that key populations
and isolated communities need 
our special attention. This 
newsletter provides examples of 
obstacles and solutions in the 
second phase of MaxART. I am 
proud of the important role that 
the Community Advisory Board 
plays in helping to achieve the 
programme’s objectives.

Gavin Khumalo
Secretary Community Advisory 
Board

Lack of privacy and long 
queues at facilities hinder 
people’s access to HIV 

treatment and their ability to fulfi ll 
their rights. These are some of the 
challenges faced in the second phase 
of the MaxART programme, the early 
Access to ART for All implementation 
study (2014-2017). The programme, 
which aims to achieve zero new HIV 
transmissions in Swaziland, is 
committed to respecting the rights 
of all people involved. To this end, 
the Community Advisory Board was 
established. A number of lessons 
learned have emerged from the 
Board members’ visits to health 
facilities and communities. Concerns 
are addressed as quickly as possible. 

The Community Advisory Board was 
established in 2014 to ensure that the 
ethical and human rights of study 

EDITION 8  |  JUNE 2016

participants and healthcare providers 
are respected in the fourteen pilot 
facilities in Swaziland. Many positive 
responses have reached the 
Community Advisory Board from these 
interactions with clients, healthcare 
workers and communities. However, 
the Board has also seen issues that 
potentially hinder access to healthcare 
and infringe on people’s rights. Long 
queues due to staff  shortages for 
example, discourage clients, 
particularly men, from accessing 
services. Traditional healers who off er 
quicker treatment sometimes become 
the preferred healthcare providers, 
according to some people.

Key populations most aff ected
In addition, healthcare workers’ 
attitudes and widespread stigma and 
discrimination impact upon access 
equity rights. Those most aff ected by 

this are key populations, particularly 
young people and women of 
childbearing age. In some facilities 
services were provided in one room, 
and this privacy challenge also leads 
to lack of confi dentiality, often forcing 
some people to rather use facilities 
outside their communities.

MaxART’s clinical mentoring team has 
contributed tremendously to 
improving healthcare workers’ 
attitudes and enhancing the patient 
fl ow at a number of facilities. 
Moreover, community awareness 
activities by SWANNEPHA and SAfAIDS 
have provided opportunities for 
dialogue on stigma and discrimination 
and how this aff ects early ART 
enrolment. CAB information collection 
boxes and a free cellphone line (8383) 
also help to give a voice to community 
members. These are some of the ways 
we work to realise access equity rights.

Content:

‘We cannot stand the 
humiliation’

HIV care is brought to 
isolated community

AIDS 2016 pre-conference

‘ I was surprised to 
experience a welcoming 
attitude from a nurse 
who used to be 
problematic. This made 
me feel more 
comfortable in accessing 
my HIV treatment.’ 

 Female client at a clinic, Swaziland

Gavin Khumalo

The Community 
Advisory Board
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2%
Role of Community 

Advisory Board 
unclear

3%
Sample transport 

issues
3%

Privacy

Cases reported to the 
Community Advisory Board

5%
Lost 

results 5%
Domestic

issues

6%
Confiden-

tiality

10%
Socio-economic

issues

10%
Healthcare

worker
attitude

16%
Staff shortage

18%
Shortage of 

drugs

22%
Other

Total of 
128 cases

Facility Visits
45 cases

Community Visits
19 cases

Toll free line
64 cases
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Looking at the almost 
desolate village, once a 
vibrant community during 

the height of the asbestos mine’s 
operations in Bulembu, one cannot 
help but wonder how the remaining 
people survive. Initially, accessing 
HIV care was quite challenging, but 
fortunately local services are 
currently off ered. 

Getting to the village from the nearest 
town, Pigg’s Peak, is a gruelling 
nineteen-kilometre journey even in a 
high-clearance vehicle. The gravel road 
has hairpin bends winding up a steep 
hill with a scary cliff  drop on one side, 
which is why very few transport 
operators service this area. On arrival 
in Bulembu, the community’s six-
member Inner Council is found eagerly 
waiting to hear from the Early Access 

 ‘We cannot stand the humiliation’ 
‘This is our business and we 
do not intend to stop. But 
the way we are treated, we 

will die from all kinds of sicknesses, 
because we cannot stand the 
humiliation,’ said a sex worker in one 
of the Early Access to ART for All 
communities in Swaziland. Sex 
workers miss out on health services or 
access them too late because of 
healthcare workers’ attitudes. 

The right to equitable access to 
appropriate health services is a 
universal right and should be made 
available to all, regardless of 
profession. However, sex workers 
often experience barriers. Some health 
workers treat them diff erently from 

other clients because they know them 
from the streets where they work. 
During a dialogue targeting key 
populations in one of the Early Access 
to ART for All communities, concerns 
about healthcare workers’ attitudes 
were highlighted. 

Clients are running away
While it is common in Swaziland to 
discourage ‘bad’ behaviour by 
alienating people in hopes they will 
change and fi t into society, for key 
populations this is a barrier to 
accessing medical care, including HIV 
treatment. Sex workers often face 
humiliation and out of fear of being 
recognised at the local health facility, 
many opt for more remote health 

services. This is a setback for the 
Early Access to All implementation 
study in aff ected communities as 
clients are running away from the 
health facilities off ering services.

 HIV care is brought to 
 isolated community 

 AIDS 2016  
 pre-conference 
The MaxART Early Access to ART for 
All implementation study will be 
presented during the pre-conference 
of the 21st International AIDS 
Conference (AIDS 2016), taking 
place 18-22 July 2016 in Durban, 
South Africa.

The principal investigator of MaxART’s 
implementation study, Dr Velepho 
Okello, will explain the study on 
17 July, during the conference prior
to AIDS 2016 entitled ‘UN 90-90-90 
Target Workshop: A Vehicle for 
Knowledge Translation of Treatment 
as Prevention’.

 Publications 
The coming months will see 
two valuable publications of 
the Social Science of 

Universal Test and Treat Network 
launched, while a position statement  
was recently published. 

■    Position statement in AIDS, offi  cial 
journal of the AIDS society 
(March 2016), highlighting the ways 
in which social sciences provide 
crucial contextual evidence on 
how treatment and prevention is 
implemented and scaled up. Read 
the article here: bit.ly/1NphpOH

■    Article about the contextualisation 
of HIV Treatment as Prevention in 
Swaziland, by PhD researcher and 
MaxART’s social science coordinator 
Eva Vernooĳ  and colleagues, 
launched coming July during AIDS 
2016 in a special edition of AIDS 
Care. Freely available online.

■    Article about the role of family 
support in the lives of adolescents 
living with HIV, by PhD researcher 
Fortunate Shabalala and colleagues, 
in another forthcoming special 
edition of AIDS Care. Freely available 
online.

to ART for All community mobilisation 
team.

Transportation costs
‘We are a somewhat isolated 
community that fi nds it diffi  cult to
get to Pigg’s Peak because of 
transportation costs,’ explains Babe 
Brown Ngwenya, the Inner Council 
Secretary. The community Headman’s 
deputy, Make Queen Mdluli, adds that 
public transport to the area ends at 
3:30 pm, which is quite inconvenient 
for people who have to wait in long 
queues at the hospital. Mdluli says 
they are grateful to the government 
for supporting a community-based 
private healthcare provider, Wiseman 
Sisamala, who provides free HIV 
counselling and testing, CD4 count 
testing and pill refi lls. This, she says, 
has resulted in fewer funerals.

MINISTRY OF HEALTH 
KINGDOM OF SWAZIL AND

The Swaziland Ministry of Health, STOP AIDS NOW!, and the Clinton Health Access Initiative (CHAI) initiated the MaxART programme in Swaziland. The programme partners include the Swaziland Network of People Living with HIV and AIDS (SWANNEPHA) and the Global Network of People Living with HIV 
(GNP+), the National Emergency Response Council on HIV/AIDS (NERCHA), national and international non-governmental organisations including the Southern Africa HIV & AIDS Information Dissemination Service (SAfAIDS), social scientists from the University of Amsterdam and researchers from the South 
African Centre for Epidemiological Modelling and Analysis (SACEMA).

The MaxART Consortium gratefully acknowledges the extensive contributions of all partners who support initiatives within the project as well as broader eff orts to strengthen health outcomes across Swaziland. These include, but are not limited to, PEPFAR/CDC/USAID, WHO, UNAIDS, PSI, EGPAF, ICAP, 
MSH, URC, Baylor, FLAS, AHF, M2M, Lusweti, and World Vision.

Do you want to contact MaxART staff ? Please send an e-mail to: Charmaine Khudzie Mlambo, Senior Research Manager of the MaxART programme:kmlambo@clintonhealthaccess.org or Martine Weve, Overall Coordinator of the MaxART programme: mweve@stopaidsnow.nl

Newsfl ash:

Key fi gures on Early Access 
to ART for All study

1 September 2014 – 31 March 2016

As of January 2016, 8 facilities were successfully 
transitioned to the Early Access to ART for All 

implementation phase.

2364 ART-naïve clients were enrolled in the study 
among whom 65% female (36% aged 20-29 years) 

and 35% male (46% aged 30-39 years)

2133 had CD4 available at enrolment of 
whom 32% were ineligible under current 

standard of care guidelines (CD4≤500)

1774 clients were initiated on ART 
regardless of CD4 count

 Watch and read: 
 MaxART phase 1 results 
Activities and results of the fi rst 
phase of MaxART are now available 
on video and in an end-report.

Swaziland has made great progress 
towards reaching the objectives set in 
the fi rst phase of MaxART: signifi cantly 
scaling-up HIV testing to 250,000 
people annually, 76 per cent of those 
in need are receiving treatment 
(according to the new WHO 
guidelines: ART initiation from CD4 
count under 500), and 92 per cent of 
people on antiretroviral therapy are 
retained in care. The video and end-
report provide accessible summaries.

Watch the video: 
vimeo.com/156376264

Read the end-report: 
stopaidsnow.org/maxart-fi nal-report-
phase-1
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Foreword

On 1 October 2016, the ‘Test & Start’ 
approach was adopted in all health 
facilities of Swaziland. The lessons 
learned from the Early Access to 
ART for All studies have continued 
to provide the Ministry of Health 
with information showing that 
implementing Test & Start would 
not be a mammoth task. 
Furthermore, using the lessons 
learned, a national communications 
strategy will ensure harmonization 
of information related to Test & 
Start and provide guidance for 
health workers communicating to 
clients who start ART.

Swaziland is one of 144 low- and 
middle-income countries that have 
adopted Test & Start. I’m delighted 
that Swaziland has taken great 
strides towards becoming an 
AIDS-free country.

Dr Velephi Okello
Deputy Director of Health Services - 
Clinical (Ministry of Health, Swaziland)

Principal Investigator MaxART’s Early 
Access to ART for All implementation 
study

Swaziland took an amazing 
step forward towards the 
goal of ending AIDS 

countrywide. In 2016, the Ministry 
of Health offi  cially introduced 
‘Test & Start’ as an approach for HIV 
testing and treatment. MaxART and 
Médecins Sans Frontières have been 
implementing pilot studies on early 
access to HIV treatment in two 
districts of Swaziland since 2014 
and the promising lessons learnt 
have contributed to Test & Start 
being adopted even before the 
studies have been completed.

Test & Start allows for people who 
are ready to initiate on antiretroviral 
therapy (ART) immediately after an 
HIV-positive diagnosis in an eff ort to 
improve their health. Swaziland is 
implementing two Early Access to ART 
for All implementation studies, one 

EDITION 9  |  FEBRUARY 2017

being conducted in Hhohho (MaxART) 
and the other in Shiselweni (Médecins 
Sans Frontières) which are designed 
to inform the Ministry of Health on 
the feasibility, acceptability, clinical 
outcomes, aff ordability and scalability 
of off ering early ART to all HIV-positive 
individuals in Swaziland. Preliminary 
lessons learned are now contributing 
in informing the Test & Start roll-out.

90-90-90 targets

By introducing the Test & Start 
approach, the Swaziland Ministry of 
Health aims to achieve universal access 
to ART and the UNAIDS 90-90-90 

targets by 2020. Test & Start is also 
informed by epidemiological research 
that shows that when people begin 
ART soon after they are diagnosed 
with HIV - regardless of CD4 count - 
HIV incidence in the population will 
be signifi cantly reduced.

Lessons learned
The Early Access to ART for All study 
demonstrates that it is necessary 
to test the right people, in the right 
places, with the right strategies. 
Another lesson learned is that it is 
important to ensure that individuals 
are linked to care and initiated early 
on ART. The last lesson learned is 
that measures to ensure quality care 
should be in place to maximise 
retention and viral suppression. 
The Test & Start approach puts these 
fi ndings into practice to improve the 
lives of people living with HIV.

Content:

What’s in it for me?

‘I took the medicines that 
same day’

Next steps in MaxART study

study

Dr Velephi O
kello
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 MaxART informs ‘Test & Start’ approach 

‘ Test & Start will 
contribute greatly to 
Swaziland’s eff orts to 
achieve the UNAIDS 
90-90-90 targets by 
2020. It will also reduce 
new HIV infections.’ 

 
Dr Velephi Okello

Facts and Figures
Early Access to ART for All study results, 
1 September 2014 - 31 October 2016:

■ 14 health facilities successfully 
transitioned to the Early Access to ART 
for All implementation phase

■ 2,931 ART-naive clients were enrolled in 
the study, among whom 63% females 
(38% aged 20-29 years) and 37% males 
(46% aged 30-39 years)

■ 2,660 clients had a CD4 count done and 
were available for enrolment

■ 2,395 clients were initiated on ART 
irrespective of CD4 count

64%
144,412
people

Know HIV status

Current status 90-90-90 targets in Swaziland

67%
151,287
people

54%
122,750
people

Virally suppressed

Ensure individuals are linked to care 
and initiated on ART
• On-site health care worker training, 

mentoring and  facility performance 
feedback meetings

• Patient centred engagement strategy, 
service integration and individual case 
management 

• Pro-actively identifying and enrolling 
pre-ART clients

Ensure high quality of care that 
maximizes retention and viral 
suppression
•  Addressing operational challenges for 

viral load monitoring scale up
• Improve viral load knowledge health 

care workers and clients
• Facility performance feedback meetings 

and appointing viral load facility focal 
person

source: UNAIDS 2016 Estimates

Test the right people, in the right places
• Targeted community mobilization 

strategies and integrated messaging
• On-site testing services during 

community events
• Work-place  testing

Lessons learned from 
Early Access to ART for All 
to fill the gaps:

Receive ART

Number of people living with HIV 
in Swaziland: 226,920 people

90% of the people living with HIV 
are aware of their status; 
90% of them receive ART; and 
90% of them are virally suppressed.

bringing services
closer to people

implementing
‘treatment as prevention’

mobilising
communities

reaching out to 
youth and men
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Lungile, nearly 21 years old, 
lives in the Hhohho region in 
Swaziland. She dropped out 

of school in the seventh grade. When 
she was 19, her boyfriend told her 
he was HIV-positive. But she didn’t 
believe him because he looked so 
healthy.

Lungile became pregnant after a 
condom burst. Four months into her 
pregnancy, she discovered that she 
was HIV-positive. She was tested while 
attending antenatal classes in the 
clinic. Lungile: ‘I met a very good nurse 
in the clinic. She advised me to start 
HIV treatment as quickly as possible. 
She also encouraged me to talk about 
my status with someone I trusted, so 

 What’s in it for me? 
Swaziland’s ambition is to 
increase access to HIV 
services. Communicating the 

benefi ts of these services is essential. 
What’s in it for me? Will it be a waste 
of my time? Is the treatment good for 
me? The Test & Start communications 
strategy will inform the government’s 
approach on the national roll-out. 

To be successful, Test & Start needs 
appropriate messages and channels 
for diff erent target groups, namely 
people living with HIV, health 
providers and the general public. 
The messaging is guided by the 
communications strategy of the study 
conducted by MaxART and Médecins 
Sans Frontières. For example, bus 
stickers were reported more eff ective 
than posters. This was discovered 
when people indicated the stigma 

associated with reading a public poster 
on HIV. It was felt that everybody 
reads a message inside a bus during 
the trip. So, over time, interventions 
have been adapted to be more in-line 
with prevailing circumstances.

Test & Start communications strategy
All lessons learned will contribute in 

informing the national Test & Start 
communications strategy. In addition, 
Early Access to Art for All information 
materials, such as brochures, are 
being adapted to fi t the government’s 
strategy. What’s more, MaxART’s 
Communications Associate is a member 
of the Test & Start Communications 
Task Team.

 ‘I took the medicines 
 that same day’ 

 Publications 

■  Longing for Belonging: Adolescents’ 
experiences of living with HIV in 
diff erent types of families in 
Swaziland, a PhD thesis by 
Fortunate Sindisiwe Shabalala, 
successfully defended on January 
18, 2017 at the University of 
Amsterdam. stopaidsnow.org/
longing-for-belonging 

■  Task shifting or shifting care 
practices? The impact of task 
shifting on patients’ experiences 
and health care arrangements in 
Swaziland by Thandeka Dlamini 
and Eileen Moyer, University of 
Amsterdam, conducted in phase 2 
of MaxART: stopaidsnow.org/
task-shifting

■  Lost to Follow Up: Rethinking 
Delayed and Interrupted HIV 
Treatment among Married Swazi 
Women, a publication by Thandeka 
Dlamini and Eileen Moyer of 
University of Amsterdam, 
conducted in phase 1 of MaxART. 
stopaidsnow.org/lost-to-follow-up 

■  Viral Load Testing Uptake in a 
Public Health System: Lessons 
Learned from an Early Access to 
ART for All Study in Swaziland was 
published in the Clinton Health 
Access Initiative’s ‘Evidence for 
Impact’ newsletter: bit.ly/2j2TqdH

 HIV testing at 
 dip tank sites 

Attending ‘dip tank’ meetings 
is one way to reach men 
in Swaziland. The aim is to 

increase utilization of HIV testing 
services. 

Fewer than 25 per cent of all men 
in Swaziland use HIV testing and 
counselling services. A lesson learned 
is to test in the right places. MaxART 
and Populations Services International 
(PSI) now meet men at livestock dip 
tank sites to provide HIV services. 

that this person could support me. 
The nurse further explained the benefi ts 
of Early Access to ART. I wanted to 
protect my unborn child and I took the 
medicines that same day.’

Supportive relatives
She told her mother about her status. 
Her mother thanked her for being 
open with her so she could support 
her. Later, her other relatives were 
informed. Although saddened by the 
news, they were supportive. Lungile: 
‘I was extremely excited when I 
went for my ART refi ll last October 
and heard that my viral load was 
undetectable. This has encouraged 
me to continue taking my pills, so 
I remain healthy.’

The Swaziland Ministry of Health, STOP AIDS NOW!, and the Clinton Health Access Initiative (CHAI) initiated the MaxART programme in Swaziland. The programme partners include the Swaziland Network of People Living with HIV and AIDS (SWANNEPHA) and the Global Network of People Living with HIV 
(GNP+), the National Emergency Response Council on HIV/AIDS (NERCHA), national and international non-governmental organisations including the Southern Africa HIV & AIDS Information Dissemination Service (SAfAIDS), social scientists from the University of Amsterdam and researchers from the South 
African Centre for Epidemiological Modelling and Analysis (SACEMA).

The MaxART Consortium gratefully acknowledges the extensive contributions of all partners who support initiatives within the project as well as broader eff orts to strengthen health outcomes across Swaziland. These include, but are not limited to, PEPFAR/CDC/USAID, WHO, UNAIDS, PSI, EGPAF, ICAP, 
MSH, URC, Baylor, FLAS, AHF, M2M, Lusweti, and World Vision.

Do you want to contact MaxART staff ? Please send an e-mail to: Charmaine Khudzie Mlambo, Senior Research Manager of the MaxART programme:kmlambo@clintonhealthaccess.org or Eliane Vrolings, Overall Coordinator of the MaxART programme: evrolings@aidsfonds.nl

Newsfl ash:

 Next steps in MaxART 
 study 
While Test & Start is being rolled out, 
the implementation of MaxART’s Early 
Access to ART for All study continues. 
The end-date of data collection 
remains 31 August 2017.

To minimise any potential for bias, the 
fi nal step in the study was moved 
forward three months. In this way, the 
transition of the fi nal two facilities 
from control to intervention phase 
coincided with the initiation of Test & 
Start. Results will be presented in 
Swaziland end-2017 and during the 
International AIDS Conference 2018. 

‘ You are doing a good 
thing to bring the 
services to us. But also 
bring the medication 
to us. So when I test 
positive, I can get the 
tablets.’ 

 Man during a dip tank meeting

Number of people 
reached during 

11 dip tank meetings

MINISTRY OF HEALTH 
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■ Attendance ■ Tested ■ Tested Positive

16

222

547

bringing services
closer to people

implementing
‘treatment as prevention’

mobilising
communities

reaching out to 
youth and men
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 STOP AIDS NOW! going  
 forward as Aidsfonds 
As of December 2016 STOP AIDS 
NOW! and Aids Fonds joined forces in 
one brand: Aidsfonds. Read more: 
bit.ly/2jz7Q5i
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Foreword

Early Access to ART 
for all: Eswatini’s 
success story 
As a country severely hit by the 
HIV epidemic, Eswatini decided to 
embark on an ambitious journey 
towards achieving an AIDS-free 
nation. In 2011, off ering HIV 
treatment regardless of CD4 was still 
considered unethical. However, the 
MaxART study proved that it is not 
only possible, but also eff ective and 
aff ordable to provide ART to all 
people living with HIV. I am proud to 
present MaxART’s groundbreaking 
results in this tenth and fi nal 
newsletter. The excellent leadership 
of the Ministry of Health has taken 
Eswatini to being an example for the 
region and the world. Yes, ending 
AIDS, it’s possible. 

Louise van Deth
Executive director Aidsfonds

Our dream
In 2011, we had a big dream: to 
ensure early access to ART for all 
people living with HIV in Eswatini 
(formerly known as Swaziland), with 
the ultimate goal of ending the 
HIV epidemic. Bold and unearmarked 
support of the Dutch Postcode 
Lottery enabled us to develop our 
dream into the MaxART programme 
and implementation study: A unique 
possibility to assess feasibility, 
acceptability, clinical outcomes, 
aff ordability, and scalability of off ering 
ART to all people living with 
HIV regardless of CD4-count in a 
government-managed health system.

MaxART programme 
The Ministry of Health took the lead 
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in our collective eff ort of a multi-
disciplinary group of partners. 
We supported 14 clinics in Hhohho 
region to make the successful 
transition to providing ART to all. We 
invested in training of health workers 
and strengthening health systems to 
enhance testing and improve services 
and data collection. We informed 
communities and linked them better 
to formal health services. We reached 
out to specifi c target groups, including 
men and young people. And we made 
sure that there were continuous 
feedback loops between communities, 
health services and the Ministry. 

Results
Our research shows that Early Access 
is acceptable for clients and retention 

increased. Providing early ART 
proved to have a large eff ect on viral 
suppression and does not enhance 
public sector costs. It did not 
negatively aff ect adherence and 
disclosure. In other words, MaxART 
demonstrated that providing Early 
Access to ART through the public 
health system is feasible, acceptable 
and highly eff ective. Our results 
strongly support the scale-up of 
Early  Access to ART for All in Eswatini 
and countries with similar HIV 
epidemics and health systems. 
Through early ART we can build an 
HIV free generation. 

Content:

‘MaxART fi ts perfectly into 
DreamFund’s objectives’

‘We felt the urgency to act 
– MaxART introduced an 
innovative approach’

Louise van D
eth

Ph
ot

o 
by

 A
dr

ia
an

 B
ac

ke
r

 Near an HIV free generation? 
 It’s happening in Eswatini 

‘There is no fear in the 
communities. People talk 
freely on their HIV status 
because they are 
empowered on health 
issues.’ 

 
 Sibongile Mnisi, regional coordinator 
Hhohho region at SWANNEPHA
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Conclusion:

 
CLINICAL

MENTORING 

14 
facilities 

succesfully 
transitioned

>400
healthcare 

workers trained

Early Access to ART for All is effective, feasible, acceptable, affordable and scalable

COMMUNICATIONS
STRATEGY

508
healthcare workers, 

support staff and 
community resource 

groups attended 
capacity building 

workshops on 
interpersonal 

communication

EARLY ACCESS
TO ART FOR ALL 

COMMUNITY MOBILISATION 

450
inner council members,  

67 traditional healers and  110 religious 
leaders oriented

743 
community based 

volunteers oriented, 
reaching 

36,516 people, 
18,467 referred

92
demand creation 

community dialogues 
conducted reaching 7,234 

people, 1,562 utilised 
HIV testing services, 

115 tested HIV positive

Activities and Achievements (A selection)

Average public-sector 
costs per ART patient-year 
in Swaziland remain the 

same under Early ART

12-month retention rate 
increased from 

80% to 86%

Results

Early ART does not negatively 
affect adherence, disclosure or 
pressure to start ART. Client's 
perceived benefit increased 

significantly

COMMUNITY 
ADVISORY BOARD

19 
facility and 

22 community visits  

226
toll-free hotline calls 

37 
support groups 

oriented on Early ART
 (1,201 people)

Viral suppression rates at 
12 months post-ART 

initiation increased from 
4% to 79%

Facts and Figures

Early Access to ART for All study results, 
1 September 2014 - 1 August 2017

n 3405 clients enrolled in the study 
(38% male; 62% female)

n 2101 clients had CD4 count 
<500 at enrolment

n 857 clients had CD4 count 
>500 at enrolment

n 1225 clients between 18 and 
30 years old at enrolment

n Viral load of 3071 clients known 
at enrolment
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 ‘MaxART fi ts perfectly into 
 DreamFund’s objectives’ 

The Dutch Postcode Lottery is the 
main funder of our MaxART 
programme. Margriet Schreuders, 
Head of Charities, explains the 
Lottery’s enthusiasm for this initiative 
in Eswatini.

What is the core value of the Dutch 
Postcode Lottery’s funding policy?
“We believe that non-governmental 
organisations are the drivers of social 
change. They address injustices, make 
voices heard and promote innovations. 
With our funding we want to enable 
them to do their work. That’s why our 
funding is mostly unearmarked, 
long-term and does not come with a 
high administrative burden.”

And how about the DreamFund?
“Our DreamFund gives organisations 
a chance to develop and implement 

high-risk projects with potentially 
large benefi ts. MaxART fi ts perfectly 
into DreamFund’s objectives: it is 
innovative, high-risk but has the 
potential to improve the lives of 
millions of people.”

What aspect of MaxART are you 
most proud of?
“I’m greatly impressed by the 
leadership of Aidsfonds. This project is 
truly visionairy, and required fl exibility 
and cleverness to overcome barriers 
and initial resistance. MaxART 
illustrates how extraordinary things 
can be achieved under the right 
leadership and with the right 
investments. We use this success 
in our conversations with other 
donors to encourage longer-term, 
unearmarked funding based on trust 
and collaboration. 

 ‘We felt the urgency to act – MaxART 
 introduced an innovative approach’ 

 Publications 
Scientifi c publications of the MaxART 
implentation study can be found on 
the Aidsfonds website: 
http://bit.ly/maxART

 MaxART proudly 
 presents…   

You can fi nd MaxART at AIDS2018 
where it will present study results and 
lessons learned during a satellite 
session. Furthermore an animation 
video and factsheet are available 
showcasing the activities and results 
of the MaxART study. The fi nal report 
will be published in September 2018.

The Swaziland Ministry of Health, STOP AIDS NOW!, and the Clinton Health Access Initiative (CHAI) initiated the MaxART programme in Swaziland. The programme partners include the Swaziland Network of People Living with HIV and AIDS (SWANNEPHA) and the Global Network of People Living with HIV 
(GNP+), the National Emergency Response Council on HIV/AIDS (NERCHA), national and international non-governmental organisations including the Southern Africa HIV & AIDS Information Dissemination Service (SAfAIDS), social scientists from the University of Amsterdam and researchers from the South 
African Centre for Epidemiological Modelling and Analysis (SACEMA).

The MaxART Consortium gratefully acknowledges the extensive contributions of all partners who support initiatives within the project as well as broader eff orts to strengthen health outcomes across Swaziland. These include, but are not limited to, PEPFAR/CDC/USAID, WHO, UNAIDS, PSI, EGPAF, ICAP, 
MSH, URC, Baylor, FLAS, AHF, M2M, Lusweti, and World Vision.

Do you want to contact MaxART staff ? Please send an e-mail to: Charmaine Khudzie Mlambo, Senior Research Manager of the MaxART programme: kmlambo.IC@clintonhealthaccess.org or Eliane Vrolings, Overall Coordinator of the MaxART programme: evrolings@aidsfonds.nl

Newsfl ash:

‘ With many years of 
HIV education done in 
Swaziland, it’s now up 
to the people to act 
accordingly to save their 
lives.’ 

 Joskei Magagula, community 
headman of Zinyane

‘ Most remarkable about 
Early Access to ART is 
that we no longer have 
many very sick people, 
which has resulted 
in the hospital wards 
being emptier than they 
used to be.’ 
Matron Siphiwe Mahlalela, Pigg’s 
Peak Government Hospital
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FA
RTwo questions for Peter Ehrenkranz, 

US Centers for Disease Control and 
Prevention (CDC) in Swaziland - HIV 
Care and Treatment Lead (2009-2011), 
Country Director (2012-2014)

What is the best part of the MaxART 
programme?
“In 2011, when the Swaziland 
HIV Incidence Measurement Survey 
(SHIMS) showed a national 
HIV prevalence rate of 31%, it was 
clear that something audacious was 
needed to accelerate the fi ght against 
this devastating epidemic. 
Conveniently, “something audacious” 
was exactly what the Dutch Postcode 
Lottery was looking to fund. Designing 
and implementing the MaxART 
programme helped to build the crucial 
partnership between the Ministry of 
Health, implementing partners and 
donors. Everybody was feeling the 
urgency.” 

What makes the HIV response in 
Swaziland diff erent from approaches 
in other countries?
“Swaziland systematically uses data to 
inform programming decisions. The 
best example of this is a national 
HIV data review, called by the Ministry 

of Health every 6 months. This 
meeting brings implementers and 
donors together with key Ministry of 
Health leaders from both frontline 
facilities and cross-cutting central 
units like supply chain, laboratory, 
and monitoring and evaluation. 
The participants share results, 
successes, and challenge each other to 
improve in a setting of peer-to-peer 

accountability. When the 2017 SHIMS 
2 survey revealed that the rate of 
HIV infections had declined by 44%, 
everyone was fi lled with pride. I am 
certain that the semi-annual reviews 
were key to this success. I give 
tremendous credit to both the 
Ministry of Health and the partners 
for continuing to lead and support 
the reviews.”
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