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IMPORTANT:
To complete this funding request, please:
-

Refer to the accompanying Funding Request Instructions: Tailored to Material Change;
Refer to the Information Note for each component as relevant to the funding request, and
other guidance available, found on the Global Fund website;
Ensure that all mandatory attachments have been completed and attached. To assist with
this, an application checklist is provided in Annex of the Instructions;
Ensure consistency across documentation before submitting.

Applicants are encouraged to submit a joint funding request for eligible disease components
and resilient and sustainable systems for health (RSSH).
Joint TB/HIV submissions are compulsory for a selected number of countries with highest
rates of co-infection. See the related guidance for more information.
This funding request includes the following sections:
Section 1: Context related to the funding request
Section 2: Program elements proposed for Global Fund support, including rationale
Section 3: Planned implementation arrangements and risk mitigation measures
Section 4: Funding landscape, co-financing and sustainability
Section 5: Prioritized above allocation request
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SECTION 1: CONTEXT
This section should capture in a concise way relevant information on the country context and
highlight the need for material change to programming. It should refer to the existing and latest
sources of information available, particularly (but not limited to) national health plans and other
national strategy documents. This information is critical for justifying the choice of interventions
under the funding request.
To respond, refer to additional guidance provided in the Instructions.
1.1 Background: Material Change triggers
Indicate below the area(s) of change that most accurately describes the need for revising the
programming of certain areas.
Refer to the Instructions and the Operational Policy Note on Access to Funding and Grant-making
(forthcoming) for material change definition and triggers.
Epidemiological contextual updates
Are there any relevant changes in the country’s epidemiological context as compared to
the previous funding request (e.g. important changes in trends in incidence/notification
rates or prevalence, key drivers of the epidemics, emerging high risk behaviors,
drug/insecticide resistance, or coverage of interventions in the general population or
specific key populations based on the latest surveys or other data sources)?
National policies and strategies revisions and updates
Are there new approaches adopted within the national policy or strategy for the disease
program (e.g. Test and Treat guidelines for HIV, short-term regimens for MDR-TB, shift
in interventions from Malaria control to pre-elimination, expanded role of the private
sector)?

☒ Yes
☐ No

☒ Yes
☐ No

Investing to maximize impact towards ending the epidemics
Referring to available evidence and inputs from technical partners and key stakeholders,
does the current program continue to be relevant, and is it progressing and generally on
track to achieve results and impact?
Alignment with 2017 – 2022 Global Fund Strategy Objectives 2 and 3

☒ Yes
☐ No

Objective 2 to Build Resilient and Sustainable Systems for Health
Are changes in Resilient and Sustainable Systems for Health (RSSH) investments
needed in order to maximize Reproductive Maternal Neonatal, Child and Adolescent
Health impact, (RMNCAH) or other RSSH areas?

☒ Yes
☐ No

Objective 3 to Promote and Protect Human Rights and Gender Equality
Is there a need for intensifying efforts to address human rights and gender-related
barriers to service access and to ensure appropriate focus on interventions that respond
to key and vulnerable populations?
Effectiveness of implementation approaches

☒ Yes
☐ No

Are the current implementation arrangements effective to deliver on the program
objectives and anticipated impact (including the Principal Recipient and the main subrecipients)?

☒ Yes
☐ No

Sustainability, transition and co-financing
Are there changes in domestic or international financing (e.g. due to withdrawal of a
major donor or significant increase in domestic allocation/funding), resulting in material
impact on funding availability for programmatic interventions and sustainability?

☒ Yes
☐ No

Is your country’s 2017-2019 Global Fund allocation for the disease component is
significantly lower as compared to the current grants’ spending levels?

☒ Yes
☐ No

Others:
Specify: n/a
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Based on the answers to the questions above, Swaziland has identified six triggers for material
change (Table 1). These triggers lead the country to propose certain modifications to the current
Global Fund-supported program in order to maximize impact. The updated and enhanced approach is
particularly geared to contribute towards greater targeting and sustainability of the national response.
Table 1: Triggers for Material Change and Strategic Modifications for Increased Impact
Trigger for Material Change

Relevant changes in the
country’s epidemiological
context

National policies and strategies
revisions and updates

Changes in Resilient and
Sustainable Systems for Health
(RSSH) investments needed in
order to maximize Reproductive
Maternal Neonatal, Child and
Adolescent Health impact,
(RMNCAH) or other areas.
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Strategic Modifications for Increased Impact
Innovation for “last mile” impact towards treatment targets.
New (July 2017) data from the 2016-2017 Swaziland HIV
Incidence Measurement Survey (SHIMS 2) reveal remarkable
progress. Since the first SHIMS was conducted in 2011,
population viral load suppression has more than doubled and
HIV incidence has nearly halved. However, concerted efforts to
sustain these gains are needed over the next three years. While
the SHIMS 2 results reveal that achieving the 90-90-90 targets
th
is a near reality in Swaziland, recent data from the 15 National
HIV Semi- Annual Review (NaHSAR 15; data from JulyDecember 2016) and a 2015 key populations mapping exercise
highlight the need for innovative approaches to find, test, treat
and support the hardest to reach populations in order to reach
90% coverage. Incidence also still remains persistently high
among adolescent girls and young women.
Recent data from the TB program paints a similar picture. New
epidemiological data presented at NaHSAR 15 and in the 2016
Annual TB program report highlight the need for innovative
approaches to reach the 90-(90)-90 targets for TB. Further, the
WHO’s new 2016 TB data for Swaziland shows significant
improvement in closing the gap in missed cases, yet
underscores the need for an innovative final push.
Exploit new policy opportunities for increased impact. New
opportunities exist based on the recent national policy change to
roll out test-and-start (October 2016), differentiated care
(“CommART”) (June 2016), routine viral load testing (April
2017), shorter MDR-TB regimen (January 2017), the new
national strategy to end violence (2017-2022), the new MDR-TB
guidelines, the country’s launch of the “Three Frees”
1
Framework (May 2017), among other new policies and
strategies. Modifications are also required in light of lessons
learned from the May 2017 Independent Joint Mid-Term Review
of HIV, TB and PMTCT Strategic Plans, which identified several
opportunities for the country to accelerate progress towards
achieving the targets in the three plans. In addition, the recentlyapproved national frameworks on HIV self-testing as well as preexposure prophylaxis (PreP) offer new opportunities for
innovation.
Enhance integration for greater impact against the diseases.
This means finding and exploiting linkages and synergies
between the two diseases and across program areas. It also
includes offering a standard package of care in high volume
facilities, in line with the new Essential Health Care Package
(EHCP II). Linkages across the RMNCAH continuum of care will
be strengthened as well as the integration of data collection
tools and systems, trainings, and program reviews. This will lead
to greater sustainability through improved impact and costsavings.
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A need for intensifying efforts to
address human rights and
gender-related barriers to
service access and to ensure
appropriate focus on
interventions that respond to key
and vulnerable populations.

Take a more location- and population-specific prevention
approach. This means tailoring and differentiating services for
key and vulnerable populations in underserved and/or higha
burden regions and Tinkhundla. This includes channeling
resources to where they will have the greatest impact, leading to
a more focused and strategic response. In particular, this
involves a significantly enhanced focus on HIV and TB
prevention, including linkages to SRH and GBV services, among
adolescents and young people, especially highly vulnerable
adolescent girls and young women. It is also related to tailored
and targeted prevention among key populations, both for HIV
(sex workers, men who have with men, people who use drugs)
and TB (children, mine workers, prisoners, factory workers).
This is also linked to an increased focus in the country on
piloting and implementing tailored HIV- and TB-sensitive
social protection mechanisms for orphans and vulnerable
children.

Changes in domestic or
international financing (e.g. due
to withdrawal of a major donor or
significant increase in domestic
allocation/funding), resulting in
material impact on funding
availability for programmatic
interventions and sustainability.

Implement a phased transition to ensure that MSF-supported
TB activities can be gradually absorbed into government
budgets. Médecins Sans Frontières (MSF) is the major funding
partner for Swaziland’s TB response. In June 2018, MSF is
closing down its program in Manzini (where they have significant
clinical, patient and laboratory support), Mbabane (where they
have significant laboratory support in the National TB Reference
Lab) and Shiselweni (where they have significant laboratory
support). This Global Fund grant will be used to enable a
responsibly managed transition, ensuring that there are no
major program disruptions or reversed impact against the
disease.

The country’s 2017-2019 Global
Fund allocation for the disease
component is significantly lower
as compared to the current
grants’ spending levels.

Harness technical, allocative and implementation
efficiencies, implementing the strategies in Swaziland’s
Investment Case (Umgubudla). This means investing more
strategically to achieve greater impact with fewer resources,
identifying and prioritizing high-impact and cost-effective
interventions. This grant also leverages synergies among
several major funding partners, ensuring alignment and
complementarity of investments. Further, while the country
deems the current implementation arrangements to be largely
effective to deliver on the program objectives and anticipated
impact, modifications to enhance implementation efficiency will
be pursued, informed by findings and recommendations of the
recent (July 2017) Global Fund Grants Implementation Review.

All of the modules, interventions and activities prioritized in this funding request are aligned to the five
strategic modifications in Table 1. As such, the proposed investment will be focused on programmatic
changes that enable and enhance: (1) innovation for impact; (2) treatment access and outcomes; (3)
TB, HIV and RMNCAH integration; (4) location- and population-specific prevention; (5) a phased
transition of certain donor-supported activities; and (6) realizing technical and allocative efficiencies.
th

All prioritized interventions are informed by the latest evidence, including the 15 National HIV SemiAnnual Review (NaHSAR 15) (Annex 1), SHIMS 2 (Annex 2) the Independent Joint Mid-Term Review
of HIV, TB and PMTCT Strategic Plans (Annex 3) and the evaluation of the Extended National
Multisectoral HIV and AIDS Framework (eNSF) (2014-2018) (Annex 4). They are also guided by the
relevant national strategies (Annexes 5-7), latest (2016) national annual reports (Annexes 8-10), and
inputs from a diverse array of country stakeholders through a widely consultative country dialogue
process (Annexes 11-15).
a

Swaziland has four regions (Hhohho, Manzini, Lubombo and Shiselweni), 55 Tinkhundla/Constituencies and 385 Chiefdoms.
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1.2. Summary of country context
Given the above,
a) Describe the reasons for programmatic changes which form the basis of your funding
request, as applicable (e.g. refocusing to high impact interventions, epidemiological changes,
alignment with the latest normative guidelines, changes to funding landscape, etc.)
b) As applicable, specify how these changes relate to key and vulnerable populations and
human-rights and gender considerations;
c) Describe how the request builds on lessons-learned from existing and other donors’
programs.
Elaborating on Table 1 in Section 1.1, this section provides more in-depth background and rationale
for the programmatic changes proposed. This section is intentionally presented along the six strategic
program modifications in Table 1 (not by disease component), for a more integrated proposal.
Strategic Program Modification #1: Innovation for “last mile” impact
In July 2017, new data from the second Swaziland HIV Incidence Measurement Survey (SHIMS 2)
was released. The first SHIMS was in 2011. SHIMS 2 shows a dramatically improved epidemiological
context which has important implications for this funding request. The survey highlights that achieving
b
the 90-90-90 targets is a near reality for Swaziland (Figure 1). Population viral load suppression
2
(VLS) among adults (age 18-49) was found to be 71.3% - a two-fold increase from 2011 (34.8%).
3
There is no meaningful geographic variation in HIV incidence or VLS in Swaziland.
Figure 1: Progress Towards the 90–90–90 Targets in Adults, Disaggregated by Sex (%)

4

However, as the country approaches epidemic control, finding, testing, treating and supporting the
hardest to reach populations will require modifications, employing innovative and intensified efforts.
Indeed, over the past three years, program data shows that national testing yield has stagnated at
5
around 6% (Figure 2). Given that of the estimated 218,000 people living with HIV (PLHIV) (Spectrum
estimates), 185,300 (85%) already know their status, finding those who do not yet know their status is
increasingly difficult.
b

By 2020, 90% of all people living with HIV will know their HIV status, 90% of all people with diagnosed HIV infection will
receive sustained antiretroviral therapy and 90% of all people receiving antiretroviral therapy will have viral suppression.
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Figure 2: Trends in National HIV Testing Yield in Swaziland, 2010 to 2016

Stagnation of testing yield
signals the need for more
innovative approaches

While SHIMS 2 shows progress towards 90-90-90, significant gaps remain in treatment cascades for
men, youth and key populations. SHIMS 2 data show that while 88.6% of HIV-positive women know
their status, just 77.5% of men do.7 While VLS is generally quite high, young people (<24 years old)
are significantly less likely to be virally suppressed (Figure 3). This signals the need to modify the
treatment program to specifically target populations and age groups that are being left behind.
Implementing the country’s new National Policy Guidelines For Community-Centred Models of ART
Service Delivery (“CommART”) is an important modification to improve this.
Figure 3: Population Viral Load Suppression among All HIV-Positive People, By Age and Sex8

For key populations, a 2015 mapping study found that 18.5% of sex workers and 31.1% of men who
9
have sex with men (MSM) in Mbabane reported never having tested for HIV. The mapping also found
that less than half of facilities surveyed reported providing antiretroviral therapy (ART) for either MSM
10
or female sex workers in the past four weeks. A recent (2017) survey conducted by the
Swaziland Association for Crime Prevention and Rehabilitation of Offenders (SACRO) among people
who use drugs in Manzini found that just 61% of male drug users and 56% of female drugs users had
11
had HIV test in the past 6 months. Less than 4% reported testing for Hepatitis B and C. Swaziland’s
last behavioural surveillance survey estimated HIV prevalence to be 17.1% among MSM and 69.7%
12
among female sex workers. The SACRO survey found that self-reported HIV prevalence among
13
people who use drugs was 52% among women and 28% among men.
Human rights barriers to accessing services hamper coverage among key populations. Studies show
61.7% of MSM in Swaziland are afraid to seek healthcare, linked to legal discrimination as a result of
14
their sexual orientation and stigma from healthcare settings. A November 2016 joint stock-taking
exercise by PEPFAR, Global Fund and the government (Annex 16) revealed the need to expand the
peer outreach system and implement innovative outreach strategies for reaching key populations who
15
have never tested for HIV and/or other STIs. Thus, program modifications will be informed by
lessons learned.
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SHIMS 2 also reveals a significant decrease in new infections. Among adults (18-49) HIV incidence
16
was found to be 1.4% in 2016-2017, a 44% decrease from the 2011 estimate (2.5%). In particular,
17
the results show a decline in HIV prevalence among women age 18-29 years (Figure 4) which is
directly linked to declining incidence among this group. However, incidence rates still remain high.
Figure 4: Trends in HIV Prevalence Among Women in Swaziland, Disaggregated by Age

18

The conclusion of SHIMS 2 is that sustaining and improving this progress will require continued
19
expansion in HIV prevention and treatment programs, especially for men and young women.
Strategic modifications are made in this funding request in line with this conclusion.
For TB, new data similarly suggests a need for innovative approaches for “last mile” impact against
c
the 90-(90)-90 targets for TB. In recent years, Swaziland has been experiencing a dramatically
declining trend in TB incidence, from 1,382/100,000 in 2014 to 397/100,000 population in 2016. As
the gap between incidence and notification rate continues to narrow (Figure 5) – with a current case
detection rate of 84% - it has become even more difficult to find cases (yield from current cohort of
active case finders is 2-3%). However, given that 16% of TB cases are still being missed, there is
need to modify the current active case finder (ACF) strategy to be more targeted and to improve
clinical diagnostic capacity. This will also increase progress towards the second (90) in the End TB
Strategy. In addition, this data on declining case notifications also underscores the importance of
completing the TB prevalence survey (begun in the last Global Fund grant) so that the true burden of
TB in the country is determined.
Figure 5: Estimated TB Prevalence, Incidence and Notification Rate (Actual) in Swaziland
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Swaziland is classified by the WHO among the 30 high burden TB/HIV countries. Further, there is
evidence of an ever increasing burden of DR-TB, with the current estimated incidence at 69/100,000
population, threatening to hamper, or even reverse national gains in addressing the TB epidemic. A
recent tracking survey in Swaziland found that of 251 ex-mineworkers, 38 showed symptoms of TB
21
and 12 were found to have active TB. It I therefore crucial to focus on “last mile” impact to find and
treat missed cases – especially among TB key populations.
c

By 2020, reach at least 90% of all people with TB and place all of them on appropriate therapy. As part of this first target,
reach at least 90% of key populations (the most vulnerable, underserved, at-risk populations). Lastly, achieve at least 90%
treatment success for all people diagnosed with TB through affordable treatment services, adherence to complete and correct
treatment, and social support.
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Along with innovative approaches to find missing TB cases and initiate them on appropriate therapy,
modifications will be made on TB’s third 90 - to increase the treatment success rate. Indeed, the
Independent Joint Mid-Term Review of HIV, TB and PMTCT Strategic Plans (hereafter referred to as
“the Joint MTR”) found that the National TB Control Programme (NTCP) is off track in meeting the
22
targets of increasing the treatment success rate of DS-TB and DR-TB to 90% by 2019. Currently,
23
the treatment success rate is 79% for DS-TB and 70% for DR-TB with data showing a plateau in
recent years (Figure 6). Modifications here are linked to increased patient support, elaborated below.
Figure 6: Treatment Outcomes of All Forms of DS-TB Cases in Swaziland (2012-2016)

24

Despite high co-trimoxazole preventive therapy (CPT) (99%) and ART (75%) uptake in TB-HIV
patients, mortality remains high - at 12% for all forms of DS-TB (Figure 6), 14% for people living with
HIV (a figure that has remained since 2012), and 18% for DR-TB. Treatment failure rates are not
25
decreasing. To improve treatment success and reduce mortality, this funding request prioritizes
community-level care and expanded patient support as strategic modifications. Lessons learned from
26
MSF demonstrate that these modifications can improve outcomes.
Strategic Program Modification #2: Exploit New Policy Opportunities
Building on the new treatment cascade data presented in strategic program modification #1, a
convincing case for tailoring Swaziland’s treatment program to fully implement test-and-start - a new
policy opportunity - is made in the country’s HIV Investment Case (Annex 17). Test-and-start for HIV
is modelled to avert 66,850 new HIV infections and 14,475 AIDS-related deaths between 2014 and
27
28
2030, and expected to reduce TB incidence among people living with HIV by 53%. However, testand-start cannot be fully exploited without optimizing HIV testing as an entry point to ART.
Responding to the HIV testing gaps mentioned above, opportunities exist to exploit Swaziland’s new
HIV self-testing implementation framework (Annex 18) as part of this strategic modification. Scaling
up access to self-testing builds on lessons learned from a Médecins Sans Frontières (MSF) pilot,
which shows that this approach may be a promising strategy for reaching men, young people and key
populations. So far, out of 667 people reached, 45% of self-testers in the pilot have been men and
24% have been young people age 15-24 (Figure 7). By comparison, 2016 program data for standard
29
30
HIV testing shows that men made up 35% of all testers and young people (age 15-24) just 8%.
Eleven female sex workers and MSM have also been reached with self-testing in this pilot study.

Proportion of people reached
with HIV self-testing

Figure 7: HIV Self-Testing Uptake in MSF Pilot in Swaziland (May – August 2017)
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Other new policy opportunities that this funding request exploits include Swaziland’s new MDR-TB
guidelines on Bedaquiline and Delamanid (Annex 19) and the guidelines on the short course MDR-TB
treatment regimen (Annex 20). Both these guidelines require that patients be given nutrition and
32,33
transport support.
Exploiting this new policy opportunity is also guided by lessons learned from
partners. Figure 8 below displays program data (July-December 2016) on the MDR-TB death rate.
Manzini and Shiselweni – where patient support is currently provided by MSF – have death rates that
34
are dramatically lower compared to Hhohho and Lubombo where support is not routine. This funding
request builds on MSF lessons, expanding patient support in line with new guidelines.
35

Figure 8: DR-TB Deaths at 6 Months, By Region (Program Data July - December 2016)
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As stated in Table 1, opportunities for increased impact through new policy frameworks are exploited
in this funding request. Teen clubs under the new CommART policy and the new routine viral load
testing approach will help ensure adolescents and young people living with HIV have improved
outcomes. These include (but are not limited to) the new national strategy to end violence (201736
2022), the new MDR-TB guidelines, the country’s launch of the “Three Frees” Framework (May
2017), national PrEP and HIV self-testing implementation frameworks, and the Joint MTR.
Strategic Program Modification #3: Enhance TB, HIV and RMNCAH Integration
A key integration opportunity will intensify is the availability of integrated HIV, TB and RMNCAH
services. While Swaziland is making strides in responding to the co-epidemics, with the country being
among only five countries reporting >90% ART uptake among TB/HIV co-infected patients in 2016 (up
from 35% in 2010), gaps in optimal integration still remain. The Joint MTR highlights that there are still
ART sites that do not serve as basic management units (BMUs) for TB (111 TB BMUs vs 170 ART
37
sites). More recently, there are now 118 BMUs. This is a missed opportunity given the TB/HIV co38
infection rate is 70%. The country’s TB NSP aims to have at least 145 BMUs by 2019 (Annex 7, p.
vii)). A costed assessment on the readiness of facilities to provide TB treatment guides modifications
39
in this proposal. Ensuring integrated service delivery at community level will also be pursued. In
addition to TB/HIV integrated services delivery, not all ANC sites offer ART (183 ANC sites vs 170
ART sites), which presents another missed opportunity for HIV and RMNCAH integration. Improving
pediatric outcomes by strengthening the platform for integrated management of childhood illnesses
(IMCI) is a new priority that will be linked with existing government-funded programs.
40

There is high unmet need for family planning (24%), especially for women living with HIV (63.7%).
41
HIV prevalence among pregnant women is 41.1%. Swaziland’s country action plan for accelerating
progress towards improving maternal health identifies integration of family planning into ART,
42
PMTCT, TB and RMNCAH services as a top priority. The 2016 report on the assessment of quality
of maternal and neonatal care in Swaziland also found that family planning was not fully integrated
43
with post-natal care (PNC). Program modifications will be made to ensure that integrated
community-level activities are strengthened to support treatment initiation and adherence among
pregnant WLHIV in particular.
Another strategic modification for further integration will be implemented in line with the updated
essential health care package (EHCP II). The 2016 draft EHCP II is a revised package from the first
EHCP, launched in 2012. EHCP II prioritizes the building blocks of systems for health to focus on the
delivery of integrated packages of prevention and care, by all levels of facilities. EHCP II explicitly
44
mentions reaching mothers, children, and people living with HIV with this integrated package.
Integrated data collection through Swaziland’s Client Management Information System (CMIS) is
another area for strategic modification. CMIS is an electronic platform to capture patient-level data to
monitor quality of care. In line with the new eHealth strategy (2016-2020), strategic modifications will
improve interoperability of the system with the Laboratory Information System and Commodity
Tracking System (Annex 21, p. 6). Additional modules can also be added to CMIS.
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Strategic Program Modification #4: A Location- and Population-Specific Prevention Approach
The 2017 eNSF review found that 45% of all new HIV infections are occurring among adolescents
45
and youth age 15-24 years. Adolescent girls and young women (AGYW) are disproportionately
affected by HIV and TB in Swaziland. HIV prevalence increases dramatically from adolescence (1519 years) to young adulthood (20-24 years) among women (Figure 9). Further, while SHIMS 2 reveals
that overall, new infections have fallen by nearly half (44%) since SHIMS 1 (2011), age and genderrelated disparities for young women have gotten worse. In SHIMS 1, young women age 20-24 years
were 4.4 times more likely to be infected than their male peers (31% compared to 7%). In SHIMS 2,
46
they are 5 times more likely (20.9% compared to 4.2%) (Figure 9). Among men, prevalence hikes
later on at age 25-29 years).
Figure 9: Age- and Gender-Related Disparities in HIV Prevalence among Young People

47
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Social and structural factors as well as gender-related barriers to accessing services drive this
gender-related disparity. Swaziland has high rates of teenage pregnancy, at 16.7% in 2015 and
48
2016. The 2015 Annual Education Census found that pregnancy was the top reason (41%) that girls
49
drop out of school. A mapping has been done to identify priority locations/hot spots for teenage
50
pregnancy, though HIV remains largely generalized throughout the country. Swaziland also has high
rates of gender-based violence (GBV) (with 38% of 18-24 years old having experienced sexual
51
violence during their lifetime ) and significant gaps in GBV service referrals (two out of every three
52
cases going unreported). As such, the program will be modified to ensure all HIV prevention
programs for AGYW enhance SRH and GBV linkages.
Lessons from the DREAMS program (supported by PEPFAR) demonstrate the efficacy of “layering”
health, education and empowerment interventions for AGYW, addressing social and structural
53
aspects. Layering has been shown to improve referral and linkages to services. In addition, new
data is available to guide the location-based targeting of AGYW, creating demand for increased
service uptake. A 2016 national survey on young people’s utilization of sexual and reproductive health
(SRH) services is available (Annex 22). Given that pharmacies and hospitals are a key entry point for
service uptake among AGYW (particularly for condoms, STI treatment and emergency
contraceptives), these facilities will be prioritized for referrals, linkages and affordability schemes
54
(vouchers) to stimulate greater service uptake (Figure 10).
Figure 10: Point of Access for SRH Services among Swazi Youth, by Age and Sex (2016)

55

Strategic modifications will also be employed in this grant to take a more location- and populationspecific approach to HIV prevention among key populations. The modifications are informed by
updated population size estimate survey data for MSM and sex workers (Figure 11).
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Figure 11: Population Size Estimates of Key Populations in Select Hotspots (2015)

56

A 2017 survey estimated that the population of drug users in Swaziland is in the range of 790-2060.

57

For TB, a more population-focused approach to prevention is also necessary. The Joint MTR
revealed the need to focus the TB program on neglected high incidence populations, particularly
58
adolescents, men and the elderly. Figure 12 makes it clear that there are particular age- and
gender-related disparities in Swaziland’s TB epidemic, with men age 55-64 years being 2.5 more
likely to be diagnosed with TB than women of the same age. However, AGYW are disproportionately
affected by TB compared to their male peers, likely linked with the disproportionate HIV prevalence
among AGYW age 15-24 years. Modification to address HIV and TB vulnerability among AGYW are
prioritized. As a result targeted screening of more vulnerable groups/sub-populations by active case
finders will be done, including ensuring TB screening of AGYW.
Figure 12: TB Case Notifications in Swaziland, Disaggregated by Age and Sex (2016)

59

There is also need for strategic modifications for TB prevention programs among key populations.
The recent (May 2016) regional Green Light Committee (rGLC) mission found that prisoners in
Swaziland require increased attention due to high risk and incidence of TB and DR-TB and
60
inadequate service coverage. As of 2015, only half of correctional facilities (5/10) had been reached
61
by the NTCP via establishment of critical linkage and referral services for prisoners. The rGLC made
a key recommendation to strengthen routine surveillance of DR-TB among key populations –
especially mine workers, ex-mine workers and families, prisoners and correctional facilities staff and
PLHIV - through decentralization and integration of TB services, establishment of linkages,
dissemination of appropriate data collection and reporting tools, and careful monitoring and evaluation
62
of these key populations. Modifications to the Global Fund program are proposed to address this.
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Strategic Program Modification #5: Implement a Phased Transition for MSF TB Program
By the end of June 2018, MSF will transition out of Manzini for clinical, patient and laboratory support,
Mbabane NTRL for laboratory support and Shiselweni for laboratory support. This Global Fund grant
will support a responsibly managed transition, ensuring that there are not major program disruptions
or reversed disease impact. Other partners are also supporting the transition. A letter from MSF
Operational Centre Amsterdam (OCA) regarding this transition is attached (Annex 23).
The main modification to the Global Fund program to address the MSF transition is to increase
investment in DR-TB patient support. In this funding request, the country proposes a near double
increase in the number of patients receiving food, transport and treatment support (from 205 patients
in the current grant to 384 in the next one). The program will also absorb key lab human resources
(HR) and other lab support in Shiselweni.
Specifically to support the Global Fund grant’s role in enabling a smooth transition, MSF has provided
a clear breakdown of how many patients are currently being supported, with what, and where (Annex
24). Currently, MSF OCA is supporting 650 DR-TB patients with transport and monthly food packages
in Manzini (50 at Mankayane, 100 at Matsapha and 500 at the National TB Hospital (NTBH). MSF
Operational Centre Geneva (OCG) is supporting an additional 93 patients with transport support in
Shiselweni (30 at Nhlangano TB Ward and 63 in the community) and 125 with food vouchers.
Between MSF OCA and MSF OCG, stipends and transport is provided for 419 treatment supporters.
Other partners are contributing to a smooth MSF transition. In the Matsapha clinic, AHF has already
absorbed non-DR-TB and non-laboratory activities in April 2017 with mainly HIV clinical activities
(7000-8000 HIV patients) and have agreed to absorb the clinical management of the DR-TB program
and laboratory activities starting April 2018. AHF will run the Matsapha clinic relatively independently.
In the Mankayane hospital, MSF’s activities will wind down in December 2017. The current Global
Fund grant has already begun to absorb MDR-TB patient support here. For clinical management, the
Ministry of Health is being engaged around absorbing activities. For the NTBH, MSF will phase out its
activities by the end of June 2018. This is the major space where the Global Fund grant will absorb
patient support for MDR-TB patients while the transition is ongoing. Clinical management at this
centre is currently being discussed with government. For HR absorption, ICAP will support some TB
screening officers (former called cough officers) at the Mankayane hospital and the NTCP will seek to
provide a doctor. By June 2018, MSF lab support in Shiselweni will close. PEPFAR will step in to
support some HR, but the bulk will be taken over by government.
Strategic Program Modification #6: Harnessing Efficiencies
Swaziland’s total Global Fund allocation has decreased by about one third, from $80.4 million in the
2014-2016 funding cycle to $51.3 million in the 2017-2019 funding cycle. This has implications for a
program looking to scale-up its high-impact activities. In light of the allocation reduction, the country
will make two specific modifications to harness technical, allocative and implementation efficiencies.
First, a stronger focus will be placed on the high-impact areas modelled in the Investment Case
(Umgubudla): (1) ART, (2) VMMC, (3) subsidies and social grants for AGYW (a modified version of
which is in the matching funds request), (4) PMTCT and (5) TB/HIV activities. Ambitious scale up of
these five interventions will bring down the cost per HIV infection averted from $1,135 in 2014 to $250
63
64
by 2030 and translate into a 70% financial savings for the TB program in the long-term.
Second, the work being done by the Ministry of Health in partnership with Oxford Policy Management
(OPM) shows that if Swaziland continues on its current efficiency improvement trend, but with greater
65
focus, there would be more than $48 million a year in savings to benefit from.
Third, efficiency gains have also been identified in light of the recent Global Fund Grants
Implementation Review Report (Annex 25). Heeding several of the design-stage report
recommendations (Annex 25, p. 9), the funding request development team has: (1) Ensured
validation of priorities during the funding request writing: In addition to the dialogue documents in
Annexes 11-15, 30 sets of comments were received on the zero draft and the writing team
participated in a mock technical review panel process. (2) Done a detailed costing of interventions at
the design stage; A senior costing consultant has been engaged through the UNAIDS TSF to support
detailed budgeting as part of the funding request. (3) Accessed technical support from development
partners: Six consultants (2 from UNAIDS, 2 from KNCV, 1 from UNICEF and 1 from WHO) have
been engaged to support the process. (4) Conducted regular financial gap analyses: Since 15 June
2017, weekly Funding Gap Task Team meeting have been held to inform the funding request.
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SECTION 2: FUNDING REQUEST (Within Allocation)
This section should describe and provide a rationale for the program elements proposed for this
funding request. Attach and refer to completed Programmatic Gap Table(s), Funding Landscape
Table(s), Performance Framework and Budget.
To respond, refer to additional guidance provided in the Instructions.
2.1 Funding request
Describe the funding request for the disease program(s) by specifying the changes to the current
funded program, taking into account the existing programmatic and financial gaps that now need to
be addressed, and how the changes in certain program areas affect the scope/scale of the Global
Fund investments.
Additionally, outline in particular:
a) The changes to the (i) Performance Framework such as impact on targets, geographic
coverage, or the diversity/quality of the service packages, (ii) budget
b) How the proposed revisions will ensure:
i.
continued scale up where feasible;
ii.
effective and efficient use of Global Fund investments;
iii.
maximum impact for ending epidemics HIV/AIDS, TB and malaria;
c) How the proposed investment ensures appropriate focus on building resilient and
sustainable systems for health, and key and vulnerable population programs as applicable.
For joint applications: ensure the answer appropriately reflects the separate disease programs in
addition to cross-cutting modules where appropriate, and expected coordination and resulting
efficiencies and impact achieved from the joint programming.
66

Ensure also that that the funding request meets the focus of application requirement
in the allocation letter

as outlined

As highlighted in Section 1.1, the proposed investment will be focused on strategic modifications to
the current Global Fund grant that enable and enhance: (1) innovation for impact; (2) treatment
access and outcomes; (3) TB, HIV and RMNCAH integration; (4) location- and population-specific
prevention; (5) a phased transition of certain donor-supported activities; and (6) realizing technical,
allocative and implementation efficiencies.
At impact level (by 2020), this proposed program aims to:
• Reduce TB/HIV mortality by 33%, from 84/100,000 population in 2016 to 56/100,000
population by 2020.
• Reduce mother-to-child transmission of HIV by 50%, from 2% in 2016 to 1% by 2020.
• Reduce TB incidence by 19%, from 397/100,000 population in 2016 to 323/100,000
population by 2020.
Additional impact is expected in the longer term (by 2030), since this proposed program is invested in
support of Swaziland’s Investment Case (Annex 17). The Investment Case is modelled to:
• Reduce new TB cases among people living with HIV by 53%, and cure an additional 3,800
67
people of TB by 2030
68
• Reduce new HIV infections by 78% and reduce AIDS-related deaths by 29% by 2030
69
• Reduce the cost per HIV infection averted from $1,135 in 2014 to $250 by 2030 and
translate into a 70% financial savings for the TB program in the long-term
This investment will also contribute to regional and global targets, including those in the ESA
Ministerial Commitment, UNAIDS Fast-Track Strategy, the WHO End TB Strategy, the 2016 Political
Declaration on HIV and AIDS and the Sustainable Development Goals:
• Achieve 90-90-90 targets for HIV and 90-(90)-90 targets for TB by 2020
• Fewer than 200,000 new HIV infections and an 80% reduction in TB incidence by 2030
• Reduce early and unintended pregnancies among young people by 75% by 2020
• Expand community-led service delivery to cover at least 30% of all service delivery by 2030
• End HIV and TB as public health threats by 2030
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An overview of the modules and interventions prioritized for funding is presented below in Table 2.
Table 2: High-Level Summary Budget for Swaziland’s TB/HIV and Cross-Cutting RSSH Request
Module and Intervention
Module: Prevention programs for general population
Behavioral interventions as part of programs for general population
Medical male circumcision
Module: Prevention programs for adolescents and youth, in and out of school
Behavioral change as part of programs for adolescent and youth
Linkages of HIV, RMNCH, and TB programs for adolescents, girls, and young women
Community mobilization and norms change
Socioeconomic approaches
Other intervention(s) for adolescent and youth
Module: Comprehensive prevention programs for sex workers and their clients
HIV testing services for sex workers
Behavioral interventions for sex workers
Module: Comprehensive prevention programs for MSM
HIV testing services for MSM
Behavioral interventions for MSM
Module: Comprehensive prevention programs PWID and their partners
Behavioral interventions for PWID
Module: Prevention programs for other vulnerable populations
Behavioral interventions for other vulnerable populations
Module: Prevention of mother-to-child transmission
Prong 4: Treatment, care and support to mothers living with HIV, their children and families
Other intervention(s) for PMTCT
Module: HIV Testing Services
Differentiated HIV testing services
Module: Treatment, care and support
HIV care
Differentiated ART service delivery
Viral load
Treatment monitoring - Drug resistance surveillance
Treatment adherence
Prevention, diagnosis and treatment of opportunistic infections
Other intervention(s) for treatment
Module: TB/HIV
TB/HIV collaborative interventions
Key populations (TB/HIV) - Others
Other TB/HIV intervention(s)
Module: TB care and prevention
Case detection and diagnosis
Treatment
Community TB care delivery
Other TB care and prevention intervention(s)
Module: MDR-TB
Treatment: MDR-TB
Module: Procurement and supply chain management systems
Supply chain infrastructure and development of tools
National product selection, registration and quality monitoring
Other procurement supply chain management intervention(s)
Module: Health management information systems and M&E
Routine reporting
Analysis, review and transparency
Surveys
Program and data quality
Module: Integrated service delivery and quality improvement
Improving service delivery infrastructure
Module: Human resources for health (HRH), including community health workers
Capacity building for health workers, including those at community level
Retention and scale-up of health workers, including for community health workers
Other health and community workforce intervention(s)
Module: Community responses and systems
Community-based monitoring
Community led advocacy
Social mobilization, building community linkages, collaboration and coordination
Module: Program management (grant management)
GRAND TOTAL
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Amount ($)

%

$97,400
$499,826

0.21%
1.06%

$1,204,806
$377,240
$1,437,905
$222,000
$784,000

2.55%
0.80%
3.05%
0.47%
1.66%

$36,462
$131,616

0.08%
0.28%

$54,462
$138,216

0.12%
0.29%

$134,796

0.29%

$104,556

0.22%

$2,159,758
$87,490

4.57%
0.19%

$1,670,810

3.54%

$426,337
$13,972,104
$4,961,744
$800,000
$45,963
$14,207
$355,503

0.90%
29.60%
10.51%
1.69%
0.10%
0.03%
0.75%

$1,281,150
$22,500
$1,132,097

2.71%
0.05%
2.40%

$1,144,547
$9,557
$2,261,451
$3,999,151

2.42%
0.02%
4.79%
8.47%

$1,682,854

3.56%

$878,938
$100,000
$506,616

1.86%
0.21%
1.07%

$1,368,307
$366,000
$850,000
337,341

2.90%
0.78%
1.80%
0.71%

$367,311

0.78%

$168,000
$382,154
$50,000

0.36%
0.81%
0.11%

$39,000
$30,000
$40,000
$475,955
$47,210,126

0.08%
0.06%
0.08%
1.01%
100%
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Module: Prevention programs for the general population
Funding is requested to do targeted school-based voluntary medical male circumcision (4680
procedures) among 10-14 year olds. This modification complements the investments of other
partners. The USAID/PEPFAR funded stream is focusing on the 15-29 year age group, aiming to
70
circumcise 60% in the 15-29 year age group (with 22,000 procedures planned for 2018). Focusing
on young adolescents also builds on past successes and lessons learned. The VMMC program
(supported by Global Fund) has demonstrated a comparative advantage in reaching boys in the 10-14
age group with a strong focus on primary school-going boys. Indeed, from April 2016 - May 2017,
1152 out of 1600 (72%) procedures performed were among boys 10-14 years. The rationale for
prioritizing VMMC is clearly linked to increased impact in Swaziland. Even with just moderate scale-up
of VMMC to 55% in men (10–49) would result in an estimated 13,300 (13%) fewer new HIV infections
71
and 1,300 (2%) fewer AIDS-related deaths by 2030 (Figure 13).
Figure 13: Impact of VMMC on New HIV Infections and AIDS-related Deaths in Swaziland
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Funding is also requested to support the development of an HIV risk assessment tool that can be
used in clinical or group behaviour change settings. Community consultations will be held (including
key and vulnerable populations) to gather input, and technical assistance (TA) will be secured to
develop the tool.
Condom promotion remains a core pillar in Swaziland’s HIV response. The country is currently
developing a new condom strategy, to be launched by the end of 2017. All condom procurement,
distribution and demand creation to cover the country’s full need for the next three years will be
covered by PEPFAR (see programmatic gap table). Specifically, PEPFAR plans to procure 17 million
73
condoms in 2018. A quantification forecast indicates that Swaziland will require 15,246,480 male
condoms and 405,345 female condoms in 2018, which indicates that PEPFAR is (more than)
74
covering the country’s full need. It is expected these investments will continue through 2021.
Module: Prevention programs for other vulnerable populations
Evidence from South Africa has documented high rates of transactional sex and violence perpetrated
by transport operators (among others), especially involving AGYW. In one study, almost 40% of
respondents agreed to the question “If a girl gets gifts from a taxi driver, she can’t refuse to have sex
75
with him” and 8% agreed that if she does refuse sex after receiving gifts she deserved to get
76
beaten. Anecdotal evidence suggests a similar phenomenon is occurring in Swaziland.
As such, funding will support a focus on transport operators (taxi and bus drivers). This group is
distinct from long-distance truck drivers in Swaziland’s HIV response. For transport operators, funding
will support risk reduction and service provision through the deployment of 45 transport operator
peer outreach workers for 36 months to provide tailored peer-education sessions, serving a large
population of 15,000 transport operators. They will use the HIV prevention toolkit to deliver
interpersonal communication, distribute of commodities (condoms, lubricants and HIV self-test kits),
provide treatment adherence support and do linkage and referral to HIV and TB prevention and care
77
and treatment services. These peer educators will operate in twelve towns.
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Module: Prevention programs for adolescents and youth, in and out of school
Funding is requested to conduct semi-annual community events called “AGYW activations”
where demand generation and HIV/SRH service provision will be done. The activations will be
held in 13 high-density low-income areas where there are high recorded rates of teenage
78
pregnancy. The objective of the AGYW activations is to engage AGYW on risk reduction strategies
and stimulate increased demand for and uptake of HIV/SRH (including a focus on contraception). This
activity responds to a key ask for greater access to health information and quality youth-friendly health
services, raised by AGYW during country dialogue (Annex 11, p. 10). Mobile services will be offered
onsite during the activations, delivering the newly defined core prevention package for adolescent
79
80
girls (15-19 years) and young women (20-24 years). Peer champions who are adolescents living
with HIV will provide experiential motivation for AGYW on positive health dignity and prevention
(PHDP) (linking them to existing teen clubs and the U-Report platform). There will be youth-friendly
branding, interactive and entertaining methodologies. Local role models will mobilize AGYW to attend
by using social media and other existing platforms (i.e. the UNFPA-supported “Tuneme” mobi site). In
the 2016 communiqué on HIV prevention among young people in Swaziland, young people called for
81
targeted and relevant information using social media and local role models.
Funding is requested to support the life skills education (LSE) program in schools. This proposed
investment complements those of Swaziland’s government, which has recently developed a new
secondary school LSE curriculum (as of 2016) and new primary school LSE curriculum (to begin in
2019). Global Fund, UNICEF, UNFPA and UNESCO, in partnership with the Ministry of Education
and Training, has already invested in-service teacher training, but there is a need for funding to
support the pre-service teacher training on the new LSE primary curriculum. Support will also
be provided for monitoring the implementation of the current LSE curriculum in secondary
schools. Funding will also go towards developing an on and offline digital computer platform to
make both the primary and secondary curriculums more engaging for young people. The country aims
to ensure that by 2020, at least 75% of young people (10–24 years) are reached with LSE in schools.
As part of the in-school program, funding is requested to distribute dignity packs for 5300 girls
(including sanitary pads and soap), which help keep girls in school. Expansion of this activity to reach
an additional 16,500 AGYW with dignity packs is included in the PAAR. Evidence from the region has
shown that providing menstrual hygiene products to school-going girls increases school attendance
82
83
(by 17.1%) and has been linked to reduced STI prevalence (by 45%). Program evidence from
implementation of this activity in the current grant is pointing to reduced absenteeism and improved
self-esteem among recipients. As strategic modifications, the contents of the dignity packs have been
reduced (to lower costs and make them more girl-focused) and vulnerability assessments will be done
to deliver the packs only to the most vulnerable (in close collaboration with the Deputy Prime
Minister’s Office). Further, funding is requested for technical assistance to conduct a viability and
sustainability study and develop a national plan on the provision of sanitary wear, and
documenting lessons from other contexts (including models in Kenya and South Africa).
Funding is also requested to continue with evidence-informed methodologies for out-of-school
youth and tertiary institutions, including the Stepping Stones approach (risk reduction sessions
and integrated HIV/SRH/TB mobile services). Funding will support 149 outreach workers in the 20
84
Tinkhundla , and 20 outreach workers in 10 tertiary institutions. A key modification to this program
will be revising the incentive structure, moving away from stipends for attendance and instead funding
competitive play/skills building. To inform the adaptations, funding is requested to first conduct an
evaluation of the current approach. The need for adaptations is driven by lessons learned from
current implementation of Stepping Stones and other participatory methodologies, which show that
there is a need to condense the curriculum or make it more flexible, gear it more around outcomes,
and link participants to services. Modifications will be made to promote sustainability by embedding
the approach within the chiefdoms and homesteads (for out-of-school youth) and into institutional
85
structures (for tertiary). Evidence shows this leads to greater sustainability of these interventions.
The rationale for prioritizing the Stepping Stones approach is based on recent data showing that
family values and peer-influence are key factors driving SRH service uptake (Figure 14). This survey
86
also shows that young women turn to their peers as the greatest source of SRH information.
Embedding the program in the chiefdoms and taking a homestead approach will also drive service
uptake through influencing family values. Prioritizing this investment among out-of-school girls is
based on the midline results from the Sitakhela Likusasa cash transfers impact evaluation, which
found that out-of-school girls in Swaziland have an HIV prevalence that is 3.5 times higher than in87
school girls (12.5% vs. 3.6%). This further confirms the protective function of keeping girls in school.
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Figure 14: Factors Determining Uptake of SRH Services among Youth in Swaziland, by Sex
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Given that women and young people are disproportionately affected by violence (73% and 18% of all
cases in 2016, respectively) (Figure 15) funding is requested to address sexual and gender-based
violence (SGBV) as a key social and structural driver of HIV. Specifically, norm shifting on genderbased violence will be integrated within the above group sessions and activations. This activity will
build on lessons learned from what is being done in the DREAMS Tinkhundlas and make use of a
new tool (developed by PEPFAR partner HC3 - see Annex 26). This tool includes modules on power
and violence. A recent systematic review found that HIV interventions which include aspects of
89
gender or power were five times more likely to be effective than those which do not. Prioritizing
community engagement is in line with Swaziland’s new National Strategy and Action Plan to End
Violence 2017-2022, which identifies community participation as a guiding principle (Annex 27, p. 15).
Figure 15: Reported Incidents of Violence in Swaziland, Disaggregated by Age and Sex (2016)
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National efforts to strengthen adolescent-friendly service provision are ongoing. UNFPA and PEPFAR
are funding training of health care workers and clinical mentors in 140 health facilities on adolescent
and youth friendly services, including integration of RMNCAH, TB and NCDs within HIV service
delivery platforms, as well as providing AGYW-competent services and managing GBV. To
complement PEPFAR and UNFPA’s investments in health care worker training, funding is requested
from Global Fund to conduct an assessment on the compliance of health facilities to the new
(June 2017) national standards for adolescent and youth friendly SRH services (Annex 28).
The proposed investment complements and adds value to the considerable investment in AGYW from
91
PEPFAR , UNICEF, UNFPA and other partners, including $10,019,319 from PEPFAR for the
DREAMS program over F716 and FY17. However, gaps remain for Global Fund investments to
92
supplement. PEPFAR’s planned program for COP17 will cover just 35% of women age 15-29.
Note: See attached matching funds request for catalytic activities on HIV prevention for
AGYW. Where the allocation activities are focused on ensuring availability of AGYW-friendly
services and support, the matching funds are geared at enabling access to these services for
extremely vulnerable subsections of the AGYW population, including those who are out of
school, living in high-density low-income areas, or are pregnant and/or teenage mothers.
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Module: Comprehensive prevention programs for men who have sex with men
To create demand for other combination prevention services and support linkage and referral to care,
funding is requested to recruit, train, and retain 12 MSM peer outreach workers from MSM-led
93
organizations who will operate in 10 hot spot sites. These peer educators will provide tailored
peer-education sessions using the stepping stones approach, interpersonal communication,
distribution of commodities (condoms and lubricants – procured through PEPFAR), provide treatment
adherence support and do linkage and referral to services, including STI and TB screening and
treatment. Integrated HIV, TB, STI and risk reduction services will be provided at mobile sites in these
94
areas, supported by PEPFAR, based on the government’s defined core package for MSM and
guided by global normative guidance for implementing comprehensive HIV and STI programs with
95
this group (“MSMIT” ). Lubricants for MSM will also be distributed (by peers), but the commodities
are purchased though PEPFAR. The country aims to ensure that by 2020, 90% of MSM (at least
2,250) are reached with a defined package of prevention services (see performance framework).
In the current Global Fund program, there is one MSM HTS counsellor who complements the peer
outreach services, roving with the mobile clinic. Augmenting the current program, two additional
formally-trained (full 6-week course) MSM HTS counsellors will be recruited, trained and
retained to provide outreach and peer-led HTS services. The MSM HTS counsellors are expected
to increase HIV testing coverage among MSM in Swaziland. The rationale for this new intervention is
based on the country context section (Section 1.2) that a 2015 mapping study found that 31.1% of
96
men who have sex with men reported never having tested for HIV. Further, among randomized
trials, HIV testing rates among MSM have been shown to be significantly higher in peer-led
97
interventions versus control groups. The MSM HTS counsellors will also distribute HIV self-test kits
and provide pre/post-test counselling (a key priority raised during country dialogue – Annex 14, p.3).
Module: Comprehensive prevention programs for sex workers and their clients
Section 1.2 flags the high HIV prevalence among sex workers is 69.7%.
disproportionate HIV burden is high rates of STIs (Figure 16).

98

Part of what is driving this

Figure 16: Self-Reported HIV Prevalence and STI Symptoms among Sex Workers (2015)
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To create demand for services and support linkage and referral to care, funding is requested to retain
100
the 18 existing sex worker peer outreach workers who will operate in 17 hot spot sites. Similarly
to the MSM module, funding is requested to add one additional formally trained (full 6-week
course) sex worker HTS counsellor (to the existing one in the current Global Fund grant). In
addition, modifications to the program will be made to recruit, train and retain four peer outreach
workers who are long distance truck drivers (LDTD) - two in Ngwenya and two in Lavumisa - to
target this high-risk group. Two will be absorbed from the Northstar Alliance regional grant when it
ends in December 2017, and the other two will be new recruits. For the ones absorbed from
Northstar, the country is engaging its partners to seek bridging funding (between Dec. 2017 and Oct.
2018). The peer educators for sex workers and for LDTDs will provide tailored peer-education
sessions using the stepping stones approach, interpersonal communication, distribution of
commodities (condoms and lubricants), provision of treatment adherence support and do linkage and
referral to services, including STI and TB screening and treatment. LDTDs are also vulnerable to TB,
due to the cramped and overcrowded overnight accommodation used while on the road, so those
peer educators will integrate TB prevention and linkage to care. With Global Fund resources, the
country plans to absorb these. The rationale for adding this group of peer educators to the Global
Fund program (a strategic modification) is based on evidence from Swaziland’s recent modes of
transmission analysis, which found that the clients of sex workers (who include truck drivers)
101
accounted for 8.73% of new HIV infections in 2016/2017.
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The rationale for prioritizing Ngwenya and Lavumisa (as part of a population- and location-specific
modification), is based on available data, showing that these are hot spots of vulnerability. In a 2013
102
survey in Ngwenya, 26% of LDTDs and 50.6% of female sex workers were HIV positive. Further,
103
58.3% of LDTDs in Ngwenya reported not always carrying a condom.
HIV prevalence was also
found to be disproportionately high among young sex workers in Ngwenya, at 28.2% among sex
104
workers age 18-20 and 41% among sex workers age 21-25.
It will be critical for several of the
recruited sex worker peer educators to be young sex workers, to reach this group. In addition, recall
from Figure 11 in Section 1.2 that there is a high density of sex workers in Lavumisa - 6.52% of the
105
adult population.
Figure 16 also makes the heightened HIV prevalence in Lavumisa clear.
For sex workers and their clients (including LDTDs), integrated HIV, STI and risk reduction services
will be provided at mobile sites in these areas, supported by PEPFAR. Global Fund support is
requested to complement PEPFAR’s investment in mobile service delivery by stocking the PEPFARsupported mobile clinics with medical supplies. Through CommART policy, these mobile clinics
will be accredited as ART initiation sites, to offer on-site same-day treatment initiation. The core
package of services will be in line with the government’s defined core package for female sex
106
workers
and guided by global normative guidance for implementing comprehensive HIV and STI
107
programs with this group (the “SWIT” ). The country aims to reach 90% of sex workers (at least
3,724) by 2020 with a defined package of prevention services (see performance framework).
These proposed activities complement and align to the investments from the US government.
PEPFAR is planning to invest $2,047,187 in programs for these two key populations in COP17. In
addition, in COP17, PEPFAR will be providing PrEP services to 1,300 clients, including MSM, sex
workers and young women and high-risk pregnant women (building on the three demonstration
projects currently ongoing, led by PEPFAR, CHAI and MSF). CDC will be doing a training of health
care workers to offer key populations-competent services.
Module: Comprehensive prevention programs for people who inject drugs and their partners
An important modification to the current grant is to add peer outreach activities for people who inject
drugs (PWID). This modification is informed by country dialogue, where key populations strongly
advocated for the inclusion of PWID in the Global Fund program (Annex 12, p.3). It is also informed
108
by the 2017 SACRO study in the Manzini region. Recall from Section 1.2 that 52% of female PWID
109
and 28% of male PWID self-reported being HIV positive. Three quarters of female PWID reported
that they were both living with HIV and also sharing syringes and needles. More than half the male
110
PWID (54%) reported that they shared both needles and syringes. The survey identified Fairview,
111
Kakhoza and Makholweni as PWID hotspots.
However, the survey also highlights significant risk
among people who use drugs more broadly. As such, peer outreach in this proposal will not be
isolated to injecting users alone.
Responding to these findings, funding is requested to recruit, train, and retain five peer outreach
workers from communities of people who use drugs to provide tailored peer-education sessions
using a harm reduction approach, distributing commodities, providing treatment adherence support
and doing linkage and referral to services (including referrals for screening for Hepatitis B and C).
Peer-led outreach is prioritized for this group, in line with the most recent global normative guidance
112
(the “IDUIT”).
As with sex workers, data suggests there is a specific need to target young drug
users. The SACRO study found that at least half of PWID surveyed in Manzini region reported starting
113
injecting as adolescents. Recruitment of young peer PWID outreach workers will be prioritized as a
result. Funding will also support a national size estimation study, to further expand on the SACRO
baseline study, as well as network strengthening for the PWID network in the country (“Tingwazi”).
Module: Prevention of mother-to-child transmission
The focus of the PMTCT funding request is honed in on Prong 4. If the program is optimized, the
114
Investment Case shows that vertical transmission could be reduced by 81% by 2030. Specifically,
funding is requested to support a specialized cadre of expert clients called “mentor mothers”, who are
women living with HIV (WLHIV) and have gone through the PMTCT program who provide
psychosocial and follow up support for improved ART uptake, adherence and retention in care for
mothers and babies. The funding will support stipends (including airtime) for 300 mentor mothers,
who will be a mix of the existing cohort (in the current Global Fund grant) and new mentor mothers
(where replacements are needed). Funding will also support the recruitment of a national mentor
mothers coordinator who will sit at the SRH Unit within the Ministry of Health.
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Four main modifications to the current program will be made, for increased impact. First, for the new
mentor mothers, the country will prioritize the recruitment of AGYW mentor mothers to specifically
address PMTCT among teenage and young mothers. Second Family planning literacy for mentor
mothers and service providers will also be prioritized. Third, mentor mothers will be given clearer
guidelines on how they split their time between community and facility. Fourth, the work of the mentor
mothers will be guided by the evidence in Swaziland’s Investment Case, which points to high unmet
need for family planning, sero-conversion during pregnancy, high rates of mixed feeding and low
115
continuum of care as key risk factors.
Evaluations have shown that exposure to structured mentor mother support is associated with better
116
retention in care.
VLS at 6-months postpartum is also higher among mentor mother-supported
117
women.
This activity will aim to reverse a recent trend of increasing HIV-infected infants at 6-8
118
weeks (2% in 2011 to 3% in 2016). The rationale for modifying the mentor mother program with this
grant is based on the assessment of the quality of maternal and neonatal care which found that only
one in five health care facilities met the standards for having referral and feedback mechanism in
119
place and where patients are followed after referral to higher facilities. Figure 17 shows there are
significant “leaks” in the PMTCT cascade where once mother/baby pairs leave the facility, they are
not navigated to return and receive test results (67%) or get initiated onto ART (47%).
Figure 17: National PMTCT and Child Welfare 6-8 Weeks Cascade (HMIS, May 2017)
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This investment complements partner support for Prong’s 1, 2 and 3. Strengthening the integration of
family planning in HIV services will be done through scaling up the UNFPA-supported pilot on
competency-based family planning service delivery, improving supervision and mentorship of family
planning provision in ART sites. UNITAID will be procuring 22 point-of-care early infant diagnosis
(EID) machines and their reagents up to 2019. After this, funding is requested for POC EID reagents.
Module: HIV Testing Services
Modifications to the current HTS program will include three new and enhanced testing strategies: selftesting, index testing, and targeted testing. Piloting new testing platforms is a key recommendation in
121
the country’s Investment Case. The Investment Case also recommends expanding and integrating
122
provider-initiated HTS , which has been included in the PAAR.
As of July 2017, SHIMS 2 showed that while 88.6% of HIV-positive women know their status, just
123
77.5% of men do. To address this gap in testing among men, funding is requested to provide
targeted HIV testing with integrated health services (including TB screening) in male
dominated work and social settings targeting men (age 25+), as well as recruiting and retaining
male counsellors to promote testing in work, social, religious and community settings. Specifically,
funding will support 12 male counsellors doing indexing and 8 male counsellors in male dominated
work places. The male counsellors will also be tasked with boosting male involvement in PMTCT as
well as male involvement in family planning, complementing investments in that module. Importantly,
these counsellors will also do linkage to treatment for clients who test positive, and linkage to ongoing
prevention services for those who are negative. Through the existing HIV testing technical working
group, there will be close coordination with the PEPFAR program (“commlink”, implemented by PSI),
which also targets testing for testing.
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Given that one of the strategic modifications in this proposed program is to harness technical and
allocative efficiencies, high-yield cost-effective HTS strategies are prioritized. Specifically, evidence
shows that the most cost-effective strategies are index testing, hot spot site testing, street testing, and
offering HIV testing in bars/taverns (“shebeens”) and after hours (Figure 18). PEPFAR data indicates
that these methods have yields above 20% (recall from Figure 2 that national yield has stagnated
124
around 6% over the past three years) and have costs at or below US $20/PLHIV identified.
Figure 18: Cost-effectiveness & Yield for HIV Testing Services in Swaziland, by Entry Point
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All the lay cadres in this grant – including key populations peer outreach workers, adolescent peer
outreach workers (Stepping Stones), the active case finders (see TB modules below) – will be trained
to deliver HIV self-test kids, do orientation on pre- and post-test counselling, and provide strong
linkages to care. For this targeted HTS, the country will be piloting and evaluating the new and
innovative approaches as highlighted in Figure 18. Funding is requested to procure standard and
self-test kits to support these pilots. The procurement of HIV test kits will be shared among
Government (18%), PEPFAR (67%) and the Global Fund (18%).
Module: Treatment, care and support
126

As the country with the highest HIV prevalence in the world (27.3% in 2016 ), continued investment
in the country’s ART program is absolutely vital for sustained impact. Recall from Table 1 that one of
the triggers for material change in this grant is the new (October 2016) test-and start policy. This
requires infused investments in the country’s treatment program from all partners. PEPFAR will cover
rd
all pediatric ARVs for the next three years, alongside 3 line paediatric ARVs that are covered
through a donation from Janssen Pharmaceuticals (a branch of Johnson & Johnson). The
government of Swaziland funds a significant portion of ARVs and OI drugs, and commits to fully fund
all first line ARVs for the country - a key sustainability measure (see letter of commitment from
Ministry of Finance in Annex 32).
To continue treatment scale-up in line with the test-and-start policy, funding is requested to procure
second and third line adult ARVs and drugs for certain opportunistic infections (Kaposi’
Sarcoma and Fluconazole prophylaxis for cryptococcal meningitis, as part of the new late presenters
127
package ). Swaziland’s Investment Case demonstrates that universal access to ART can reduce
128
new infections by 46% by 2022 (relative to 2014 levels) and yield financial cost savings by 2035.
Along with supporting test-and-start as new national policy, the rationale for continued investment in
ART in Swaziland is based on evidence that significant gaps in coverage persist among certain
populations in certain locations. Despite relatively high treatment coverage nationally (77% as of April
129
2017 ), when the data is disaggregated by age and sex, it becomes clear that significant gaps
130
remain among men ages 20-29 years in all regions (Table 3). SHIMS 2 data also underscores the
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need to focus on treatment scale up among young adults age 18-24. The low treatment coverage
among men in their twenties is linked to the high rates of new infections among AGYW (recall Figure
9), given that 14.5% of AGYW (15-24 years) had a sexual partner in the past twelve months who was
131
10 or more years older than they are.
Treatment scale-up is therefore increasing ART coverage
among this group.
Table 3: Adult ART Coverage (PEPFAR Sites), Disaggregated by Age (Years) and Sex (2016)
Manzini

Hhohho

Lubombo

Shiselweni
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National

Age

15-19
20-24
25-29
30-34
35-39
40-44
45-49
50+

Male

Female

Male

Female

Male

Female

Male

Female

Male

Female

59%
23%
35%
62%
79%
93%
75%
68%

66%
79%
92%
100%
93%
89%
89%
80%

42%
18%
35%
68%
76%
92%
100%
100%

71%
89%
94%
96%
81%
86%
92%
97%

53%
21%
34%
53%
60%
69%
59%
66%

99%
100%
100%
83%
66%
65%
48%
53%

52%
23%
34%
50%
60%
61%
51%
61%

71%
84%
84%
82%
67%
65%
73%
73%

51%
21%
35%
60%
71%
82%
73%
75%

74%
91%
93%
95%
80%
79%
76%
76%

Another national policy change that warrants material change is the move to routine viral load testing.
Funding will support scale up in routine viral load monitoring by procuring lab reagents. The
investment in VL reagents complements new commitments from PEPFAR, following their initial
investment in equipment for the viral load scale up. Starting in the first year of the next Global Fund
grant, PEPFAR will cover Roche VL reagents in three regions (Hhohho, Manzini and Lubombo).
Global Fund is requested to fund the reagents for the Biocentric system in Shiselweni (currently
supported by MSF), ensuring there is no gap after MSF leaves in June 2018.
Funding is also requested to support five viral load technologists and four data clerks across the
four current sites, to cope with the increased volume. This also complements PEPFAR’s investments
in 10 viral load technologists, and another 5 who will be moved from MSF budget to government after
the MSF transition in June 2018. This investment builds on the foundational investments from
PEPFAR, which provided a once-off infused investment in 2016 to expand viral load lab capacity to
the four current sites. Global Fund investment is requested to ensure that scaled up VL capacity is
fully operational going forwards. Under the current guidelines, all 218,406 PLHIV should receive at
least one viral load test per year. Preliminary laboratory demand indicates that the country will be able
133
to move from current VL testing coverage, which was about 25% as of December 2016 , to doubling
this figure in the next year. Ambitious targets are set in this funding request to scale up VL coverage.
Some funding for CD4 monitoring is still requested to do baseline CD4 among all patients in order to
identify those eligible for the late presenters package (CD4 <100). Indeed, about 30% of clients are
still presenting at a CD4 count of less than 200. Further, funding is requested to do adult and
children genotyping for HIV drug resistance. This will complement the investments from UNICEF
to do some of the pediatric genotyping.
Given the country’s recent policy changes for universal test-and-start as well as routine viral load
testing, there is a commensurate need to invest in treatment literacy and demand creation for these
services. Funding is requested to develop a new comprehensive treatment literacy manual, and
support treatment literacy trainings for support group leaders, based on a revised treatment
literacy manual. This manual will be modified to include PHDP and family planning, helping to
address this key gap for women living with HIV in Swaziland. Recall from Section 1.2 that there is
134
high unmet need for family planning (24%), especially for women living with HIV (63.7%). The new
manual will be comprehensive, addressing issue for both adults and adolescents living with HIV. It will
be used at the community, both by the support groups and the partner-supported teen clubs and will
be aligned to the new guidelines on differentiated ART (Annex 29).
In addition, the support groups will do demand creation for differentiated ART delivery in line with the
national guidelines (Annex 29). This demand will help facilities to scale up enrollment of stable clients
who are eligible for CommART. Additional funding for the functionality of support groups (two
vehicles) is included in the PAAR.
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Module: TB/HIV
135

Given that Swaziland has a TB/HIV co-infection rate of 74% (70% for DS-TB and 79% for DR-TB) ,
integrated and collaborative services and activities must be increasingly prioritized. As such, funding
is requested to support a joint-nutrition program, whereby adults and children who are co-infected with
HIV and TB are given a nutrition assessment, counselling as part of the standard package of
care, with the provision of therapeutic nutrition for those who are malnourished. Co-infected
malnourished patients have been prioritized for nutrition support in the within allocation request, with
nutrition for non-co-infected HIV and TB patients who are malnourished contained in the PAAR.
Specifically, funding will support the procurement of ready-to-use therapeutic and supplementary food
called “Plumpy’Nuts”. This will be provided in all 118 health facilities currently providing
comprehensive HIV and TB services, as part of the country’s late presenter’s package. TB LAM tests,
which are also part of the late presenters’ package, are being covered by PEPFAR. Recall from
136
Section 1.2 that there is a missed opportunity in that not all ART sites are TB BMUs.
During the
course of the grant, as more sites become accredited, funding will support the rollout of the nutritional
support to these sites. In addition, an effort will be made to provide nutritional support through
community outreach services, to increase access.
Funding is also requested to support a cadre of 31 adherence officers, who are attached to
facilities but travel to communities and ensure follow-up and linkage to care for HIV and TB
patients. As part of this activity, improved integration of duties will be pursued for ART adherence (in
collaboration with HIV expert clients), TB treatment adherence, and adherence to other chronic
medications. The revised rural health motivator (RHM) curriculum will be used (see RSSH module).
A priority key population for integrated TB and HIV services in Swaziland is prisoners. Recall from
Section 1.2 that the recent rGLC mission found that prisoners in Swaziland require increased
137
138
attention. One study found 127% occupancy rate among Swaziland’s prisons. Overcrowding is a
human rights consideration which, paired with poor ventilation, drives disproportionate rates of TB.
139
Evidence has shown that TB incidence among prisoners is double that of the general population.
Responding to this evidence, funding is requested to train (on site) 50 prisoners to be peer
outreach workers, prioritizing 10 prisons (5 peer educators per prison) where there are no on-site
clinics. These peer outreach workers will conduct awareness about HIV and TB risk reduction, create
demand for HIV and TB services, provide psychosocial support and do linkage and referral to care
and support after release from incarceration. Funding is also requested do a mapping of factory
sites in the country, after which the program will train (on site) 125 factory worker peer outreach
workers, as another high-risk group for both TB and HIV in Swaziland. One study found that 50.3% of
140
factory workers in Swaziland – many of whom are vulnerable women – are living with HIV. Working
in crowded and confined spaces also increases vulnerability to TB.
Module: TB care and prevention
Funding is requested to optimize and enhance active case finding through a more targeted
approach by the 369 active case finders (ACF) (one per chiefdom). The ACFs are credited with
helping to close the gap in missing cases (recall Figure 5). During country dialogue, the ACFs were
also said to have saved costs on the part of the client – an overall efficiency factor (Annex 15, p.8).
The funding will support the ACF stipends as well as mentoring and supportive supervision of the
cadre. Where new ACFs need to be recruited, this will be done in close collaboration with civil society
and community-based TB organizations and traditional structures. Currently, the ACFs do door-todoor screening as well as indexing from facilities to communities. Going forward, the ACFs work will
be modified to become more targeted, replacing the door-to-door approach with a systematic
approach of prioritizing TB contacts first; followed by children (<5 years); people living with HIV;
mineworkers, ex-mineworkers and their wives and families (an important gender-related consideration
raised by the TB community during country dialogue - Annex 13, p.3); prisoners; and other high risk
groups (see Annex 30 for more detail on this targeted approach). The targeted approach will be
guided by new software for geospatial mapping (GIS) which has just arrived in Swaziland. A mapping
of mine workers and ex-mine workers has already been done in the Lubombo region between July
and September 2016 (Figure 19). Similar GIS mappings will be done for other high-risk groups,
further guiding the targeted ACF approach. The targeting will also be enhanced by close collaboration
between the ACFs and the transport operator and truck driver peer educators, to offer integrated
peer-outreach services.
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Figure 19: Mine Workers and Ex-Mine Workers Homestead and Facility GIS Mapping (2016)

Epidemiological data among TB high risk groups in Swaziland provides the rationale for this
modification. A recent tracking survey in Swaziland found that of 251 ex-mineworkers, 38 showed
symptoms of TB and 12 were found to have active TB. The study also showed ex-mineworkers to
142
have high rates of DR-TB. Therefore, targeting is expected to lead to increased yield for the ACFs.
The strategic targeting of mineworkers, ex-mineworkers and their families in this proposal has several
clear complementarities with the recently-renewed TB in the Mining Sector (TIMS) regional Global
Fund grant. First, the ACFs will refer mine workers and ex-mineworkers to the occupational health
centers supported by the TIMS grant, increasing legal support and access to compensation – a key
human rights consideration. Second, the ACFs will link active mineworkers to the cross border referral
system, ensuring continuity of care at home as well as in South Africa (where many Swazi
mineworkers are employed). Third, collaboration and coordination with the 9 ACFs supported by the
TIMS grant (in Shiselweni and Lubombo regions) will enable further coverage as well as sharing of
lessons learned. Coordination through the TB technical working group will ensure complementarity
between the work done by the TIMS-supported ACFs and those supported by the national grant.
In addition, the training for the ACFs will be upgraded to address a wider range of related health
issues, including but not limited to: distribution of HIV self-test kits and provision of pre- and post-test
counselling, symptomatic screening of diabetes; sensitization and health education and referral for
other lung diseases (lung cancer, silicosis and chronic obstructive pulmonary diseases); and checking
in on HIV co-infected patients to ensure treatment adherence. This is part of the strategic modification
to enhance integration in this grant (recall Table 1). It is important to note that the ACFs, which began
in the current grant in June 2016, are intended as a “mop up” exercise. It is envisioned that at the end
of this grant (September 2021) the exercise will be complete and this cadre will be dissolved, having
closed the gap in missing cases and delivered a strong advocacy, communication and social
mobilization (ACSM) messaging in communities.
To improve TB case detection in children (<5 years) and TB prophylaxis uptake of those screened
negative of TB, funding is requested to support presumptive TB children to further access x-ray
and doctors consultation at hospitals and health centers after screening by nurses in peripheral
clinics. Currently, childhood TB diagnosis is centralized and patient support will help to address this
barrier. The country aims to reach 630 children in the 3 years (see performance framework).
Through the approach to expand TB case detection in children (<5 years) better integration of
childhood TB screening will be pursued within RMNCAH platforms, as well other neonatal and
childhood illness management platforms. This is in addition to strengthened contact tracing
activities (improved documentation, tracking and investigation of contacts) as well as preventive
therapy for those screening negative. The need to improve childhood TB case detection is based on
trend data which shows a decline in childhood TB case notification from 12% of all notified cases in
2011 to 6% in 2016.
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Along with community strategies, funding will also go towards intensified case finding at facilities
through continued support to 60 TB screening officers, deployed in high volume clinics. These
are complemented by the 60 screening officers supported by PEPFAR. As the Client Management
Information System (CMIS) is scaled up, it will be possible to streamline the screening officer cadre as
a cost-saving and sustainability measure for the program. Recall that harnessing cost-savings and
efficiencies is a strategic program modification prioritized in this grant (recall Table 1).
In total, Swaziland has 49 GeneXpert machines (all procured through Global Fund), which is enough
to meet the country’s need. Of these machines, 21 are new and have come with a uninterrupted
power supply (UPS). Funding is requested to support the capacity of lab diagnosis, including the new
more sensitive GeneXpert ultra cartridges. To ensure optimized use of GeneXpert machines,
funding is also requested for services agreements for all 49 machines and uninterrupted power
supply for the 28 machines that do not currently have this. Cartridges are only required for year
one, after which government will absorb this expense. This investment in TB lab support
complements PEPFAR’s commitment to fully cover TB lab reagents.
The rationale for the inclusion of service agreements and maintenance of the GeneXpert machines is
based on a recent TB epidemiology review, which found varying degrees of GeneXpert machine
utilization across the country, with the highest burden of testing (i.e. demand higher than capacity) in
143
Hhohho and Lubombo (Figure 20). Machine downtime is a key barrier to optimization of GeneXpert
use, which can be due to modular failure or power supply interruptions leading to sample loss and
delays. For instance, the Joint MTR found 25% of GeneXpert machines had modular failure with no
144
service agreements, indicating the need to invest in maintenance plans in this grant.
Figure 20: Burden of Testing on GeneXpert Machines (Left) and Net Utilization Rate (Right)
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It is important to note that the government of Swaziland is committed to support all first line, second
line, childhood formulations and new TB medicines for all the TB patients in the country. The country
is also currently receiving a donation of new TB drugs from USAID.
Funding will also support demand creation and treatment literacy, including community activities,
TB/HIV campaigns, meetings with community leaders to promote health education, treatment support
groups, and soccer games with promotional materials and life skills.
Lastly, funding is requested for technical assistance (TA) to the National TB Control Program
(NTCP). The TA will support the program to translate the findings from national prevalence survey
and the drug resistance survey into the TIME (TB-HIV Impact Modelling and Estimates) and the
OneHealth Tool. This will allow the country to evaluate cost-effectiveness of planned strategies and
interventions and their impact on Swaziland’s TB epidemic. The NTCP is also seeking TA for the
development of a childhood TB roadmap and strategy, utilizing the childhood TB Benchmarking tool
developed by KNCV. TA will also assist with the GIS mapping (including mapping of TB key
populations), and assist with implementation of patient support as MSF phases out.
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Module: Multidrug-resistant TB
There is evidence of an ever-increasing burden of MDR-TB, with the current estimated incidence of
69/100,000 populations threatening to hamper - or even reverse - national gains in addressing the TB
146
epidemic.
To address this, funding will support transport allowance, nutritional support and
community treatment supporters for 384 DR-TB patients. The transport allowance supports
treatment adherence, enabling patients to travel for daily injections and to travel to hospitals for refills.
The nutritional support also helps with adherence, as well as offsetting some of the catastrophic costs
some patients experience such as missing work.
The number of patients to be supported in this proposal is nearly double the amount in the current
grant (which supports 205 patients in two regions), meant as a strategic modification to support a
smooth transition from MSF support. Recall from Section 1.2 that MSF OCA and OCG are currently
supporting close to 800 DR-TB patients. Support for the remaining 406 DR-TB patients is included in
the PAAR.
The rationale for prioritizing patient support also based on the high death rates among DR-TB patients
(Figure 21). Among current DR-TB patients, 18% died and 10% are lost to follow up. With the funding
requested here for patient support, the country anticipates reducing deaths to <5-10% and LTFU to
<5%. The 2016 Annual TB Report notes that this high death rate could be associated with patients
147
stopping treatment and coming back when they have deteriorated , hence the need for stronger
community-level treatment support.
148

Figure 21: DR-TB Treatment Outcomes, Disaggregated by Resistant Type (2016)

Along with enabling a smooth MSF transition, this investment complements government investments
in DR-TB treatment. In line with the 2016 WHO guidelines, Swaziland is implementing the new shortcourse DR-TB treatment regimen (paid for by government), and new drugs (currently under USAID
donation). Global Fund investments will complement the government’s investment in the shorter
regimen and USAID’s new drug donation by providing patient support, in line with the country’s new
DR-TB guidelines on Bedaquiline and Delamanid (Annex 19) and the guidelines on the short course
DR-TB treatment regimen (Annex 20), both of which require that patients be given nutrition and
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transport support.
There is clear evidence of impact on reduced death rates in the regions where
patient support is currently being provided (by MSF) (recall Figure 8 from Section 1.2).
Also at community-level, funding is requested to strengthen ambulatory care and community MDRTB management, by retaining eight doctors and twelve nurses in the DR-TB decentralized sites
and supporting community outreach activities. Until recently, people were hospitalized for their
DR-TB treatment. The country is prioritizing ensuring that people can receive their treatment at home,
decongesting facilities and improving infection control (given that almost half of DR-TB cases are new
cases). Funding is included in the PAAR to improve infection control at household level, building on
the lessons learned from MSF about how to effectively partition households. The rationale for
prioritizing community-level DR-TB management is based on evidence from MSF’s program, which
found improved treatment success with community models of care (Figure 22).
Note: All of these proposed interventions will be guided and informed by the forthcoming
results of the TB prevalence survey (anticipated before the end of 2018). If these results
warrant dramatic shifts in approach, reprogramming may be necessary.
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Figure 22: Médecins Sans Frontières Data on DR-TB Treatment Success, By Model of Care
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Module: Procurement and supply chain management systems
Strengthening the procurement and supply chain management systems in the country will focus on
rolling out the system to facilities. This builds on existing Global Fund investments to strengthen the
PSM at a central level. It is relevant to note that the Ministry of Health is currently developing its first
Procurement and Supply Chain Management Systems Strategy. It is expected that this strategy will
help strengthen the implementation of this grant by improving quantifications, lead to more timely
procurement and reduce stock outs.
Funding is requested to support the scale-up of the warehouse management system (WMS),
starting with the larger facilities then cascading downward. In detail, funding will support WMS sale-up
to one laboratory warehouse, five regional hospitals and two specialized hospitals. All this scale up
will happen in year one of the grant. As part of this scale-up, funding is also requested for hardware
and software support, including servers, computers, licensing, and configuring MS Nav to produce
LMIS reports for commodity tracking. Funding will also go towards ensuring that warehouses are
adequately staffed, and that quality assurance and quality control is performed.
The rationale for prioritizing improved stock-taking, quantifying and commodity tracking systems is
based on evidence from a 2015 study in Swaziland that found that the majority of patients (71%) did
not receive all of their prescribed medicines at each visit to the hospital in the past six months and
152
stock-outs at the Central Medical Stores ranged from 30 days to over 180 days. In addition, data
th
reported at the 15 National HIV Semi-Annual Review (NaHSAR) in June 2017 indicated that for TB
153
commodities there are stock outs at some facilities (Figure 23) while there is overstocking at others.
Figure 23: Percentage of TB Facilities Stocked out With At Least One Tracer Product
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This requested investment complements the considerable political will on behalf of the government of
Swaziland - at the highest level - to address PSM issues related to stock outs. In May 2017, the Prime
Minister of Swaziland established an inter-ministerial task team on health service delivery. The PSM
investments requested here respond to the findings of the task team’s July 2017 report regarding the
status of the supply of medicines and medical supplies in Swaziland (Annex 31). This report
recommended that the Warehousing and Inventory Management Sector implement good inventory
management systems and put in place LMIS for essential medicines (Annex 31, p.89).
Module: Health management information system and monitoring and evaluation
The central focus of this module is to improve the use of strategic information for decision-making and
prioritization of funds. This is especially critical given the strategic modification to harness efficiencies.
Building on existing Global Fund investments, funding is requested to continue the scale-up of CMIS
from 128 facilities to 139, by procuring all related equipment for the 11 additional facilities (1
hospital and 10 clinics). Funding will also support the retention of four senior M&E analysts and four
HMIS officers to capacitate the M&E unit. To make better use of the CMIS and promote data use for
decision-making, funding will go towards training and mentoring 20 health workers. The introduction
of geospatial analysis to inform decision making is included in the PAAR. For maximum impact, the
training will prioritize larger volume facilities. Funding will support supervisory visits and data audits.
There are myriad reasons justifying investment in the continued rollout of CMIS in Swaziland. Chief
among them is the collection and use of age- and sex-disaggregated data. For example, the national
HTS register aggregates people age 25-49 years into one data category, but CMIS disaggregates by
five-year age bands (Figure 24). CMIS also enables the country to discern between people who newly
test for HIV and repeat testers, through the use of a unique identifier. Given that this funding request
prioritizes reaching those who have never tested before – including men, AGYW and key populations
– CMIS will support this intervention. CMIS also significantly improves the country’s linkage and
referral system, reducing loss to follow-up. With an embedded module for this in CMIS, electronic
referral is now possible (to other CMIS facilities). A 2016 cohort study of 16,423 people on ART in
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Swaziland found 10.3% attrition from the ART program 12 months after initiating on ART.
Figure 24: HIV Testing Numbers and Positivity, Disaggregated by Five-Year Age band, As
156
Collected through CMIS (July – December 2016)
Total HIV Testing Numbers
Number and Proportion who test positive

Also to improve the use of strategic information for decision-making, funding is requested for
technical assistance (TA) to support data analysis, optimizing the use of the age- sex-, and
location-disaggregated data. This TA will also support cohort analyses and provide capacity building
of the M&E unit. Further, funding will support integrated HIV and TB quarterly supervisory visits,
covering all ART sites (with some visited more than once) and semi-annual program reviews for
the TB program, complementing partner (PEPFAR) investments in HIV semi-annual program
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reviews. The semi-annual program reviews will incorporate the feedback from the quarterly
supervisory visits. Funding will also support maintenance of the existing national key populations
monitoring and evaluation system, improving routine reporting and data analysis.
Funding is also requested to conduct an ANC sentinel survey and to finalize the TB prevalence
survey. The ANC is critical, given that the last one was done in 2010. The TB prevalence survey which has begun under the current grant – is vital for guiding Swaziland’s TB response over the next
three years. The results of the TB prevalence survey are anticipated in the first year of this proposed
grant, guiding the entire program. Funding is also requested to conduct a second Service
Availability Readiness Assessment (SARA). The first of its kind is being conducted under the
current grant, though the SARA has been designed to be conducted every three years.
Module: Integrated service delivery and quality improvement
Funding is requested to procure medical equipment for 12 high volume facilities. This investment
is part of a process of strengthening primary facilities to provide all services as outlined in the
157
Essential Health Care Package (EHCP II) of Swaziland. Recall from Section 1.2 that this is a key
opportunity for integrated service delivery. Improving integrated service delivery – especially for
adolescents – is a key priority in Swaziland’s National Development Strategy (Annex 34, p. 39). The
investment in equipment for EHCP II also responds to the finding from the Report on Assessment of
Quality of Maternal and Neonatal Care in Swaziland that essential equipment and supplies were not
158
readily available for emergency treatment.
Funding is also requested to ensure quality service
delivery though upscaling International Standards Organization (ISO) certification in three
facilities. ISO certification is currently in progress in three facilities, with support from PEPFAR.
Module: Human resources for health, including community health workers
Funding will go towards training 600 rural health motivators (RHMs) - 150 per region - using their
revised curriculum. This revised curriculum focuses more in integration across HIV, TB, malaria and
other diseases, so this training is in line with the strategic modification to enhance integration. RHMs
are Swaziland’s formalized cadre of community health workers. Training for an additional 4,400 RHMs
is included in the PAAR. This training complements the government’s investment in RHM salaries.
Investment in RHMs is based on their substantial reach in communities, particularly among clients on
HIV and TB treatment (Figure 25). In 2016, RHMs reached about 80,000 clients and 50,000
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households per quarter, translating to 25.6% of all households in Swaziland. A 2017 study found
that investing in RHM training may lead to increased confidence and trust among communities
160
receiving their services.
Figure 25: Number of Rural Health Motivator Clients on HIV and TB Treatment (2016)
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Recall from Section 1.2 that the country has an updated essential health care package (EHCP II)
162
which prioritizes the delivery of integrated packages of care services, by all levels of facilities. To
support its roll out, funding is requested to train at least 100 health care workers in accordance
with the new EHCP II package, focusing on the integration of HIV and TB services with cervical
cancer training, mental health at primary health care, IMCI, and related non-communicable diseases.
Swaziland TB/HIV Funding Request

28 August 2017│ 29

Lastly, funding is requested to review staffing norms. The need for this investment is related to the
high number of lay cadres currently being supported and the need to streamline this for greater
efficiency (Figure 26). Another rationale is that the health sector is implementing a staffing norm which
was developed in 2016 with support from USAID. However, the data used for the staffing norm was
collected in 2012, which is outdated based on the current number and distribution of facilities. Global
Fund resources to update the staffing norms are intended to update this review and ensure efficient
distribution of current staff.
Figure 26: HRH Distribution by Funder (Left) and by Cadre (Externally Funded Only) (Right)
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Module: Community responses and systems
Greater emphasis on community responses is a necessity if Swaziland is going to end the three
diseases as public health threats by 2030. As such, funding is requested to strengthen the capacity of
communities to advocate for improvements in the availability, accessibility and quality of services.
This advocacy support will also follow up legal rights issues affecting PLHIV, TB patients and key
populations. Specifically, investment is requested for advocacy training, followed by the delivery
of small advocacy grants to key populations’ organizations to advocate for improvements to
the legal and policy environment. Anecdotal evidence brought before the CCM points to recent
police raids and other human rights barriers to accessing services for key population’s, driving this
population underground and making it very difficult for organizations to deliver services in hot spots.
In addition, institutional capacity building at the community level is prioritized. This includes
strengthening the coordination and organizing of all community actors in the targeted
Tinkhundla. This will function to strengthen communities’ coordination system to support integrated
service delivery at community level. This investment will complement PEPFAR/ICAP funding to
support coordination at the national level, specifically around quarterly review meetings between the
two programs. It will also complement government efforts to establish a national collaborative TB/HIV
committee (co-chaired by the two program managers), which meets quarterly.
Further, a needs assessment for the community level response will be performed, followed up
with strategic planning to strengthen community systems. The main aim of this assessment will be to
identify and exploit efficiency gains to be realized by a more streamlined and coordinated community164
level response. This will be modelled after good practice in the region.
Lastly, funding is requested to strengthen mechanisms for data quality assurance for civil society
organizations and community health workers to ensure feedback and supervision are in place.
Funding will also support a review of the community information system that is already there, aiming
to reduce duplication between the Ministry of Health workforce and the civil society and nongovernmental organizations working at community level.
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SECTION 3: OPERATIONALIZATION AND RISK MITIGATION
This section describes the planned implementation arrangements and foreseen risks for the
proposed program(s).
To respond, refer to additional guidance provided in the Instructions.

3.1

Implementation arrangements summary

Do you propose major changes from past implementation arrangements,
e.g. in key implementers or flow of funds or commodities?

Yes

☒ No

If yes,
a) Outline the reasons and the key changes from past implementation arrangements to give
an understanding of grant operationalization. You can provide an updated
Implementation Arrangements Map;
b) Detail how representatives of women's organizations, key populations and people living
with the disease(s) as applicable will actively participate in the implementation of this
funding request;
c) Include a description of procurement mechanisms for the grant(s).

While no major changes are proposed from past implementation arrangements, several minor
improvements are prioritized to increase efficiency of grant implementation.
First, the country’s TB grant will be extended (by three months) so that it begins in October 2018 at
the same time as the HIV grant. Then, both grants will run until September 2021. This is an important
move to ensure greater integration – a key strategic modification in this grant and an important
sustainability and efficiency factor.
Second, improved coordination among key players for certain program areas will be improved,
especially for AGYW programming (Figure 27). This is important in the context of infused investment
in this area, both from PEPFAR, Global Fund, EU, UNICEF, UNFPA and other partners (see Funding
Landscape Table). Coordination through technical working groups and other planning fora will be
enhanced.
Figure 27: Geographic Coordination Between PEPFAR and Global Fund AGYW Investments
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Lastly, the country plans to address several of the recommendation in the recent grants
implementation review (Annex 25). While the CCM plans to discuss these recommendations and
create an action plan after the submission of this funding request, the country wishes to inform the
Global Fund of this planned action for improved efficiency during implementation.
Swaziland TB/HIV Funding Request

28 August 2017│ 31

