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WHAT WAS THE PROBLEM?  
Tuberculosis (TB) is the leading cause of morbidity and mortality among people living with HIV (PLHIV). 
Early antiretroviral therapy (ART) is recommended for all persons with TB/HIV co-infection, with multiple 
trials demonstrating that it reduces mortality and loss-to-follow-up, particularly in persons with 
advanced HIV disease. Despite this evidence, only 84 percent of HIV-positive TB patients received ART 
worldwide in 2017 leaving important gaps in ensuring that 90 percent of PLHIV are initiated on ART 
(World Health Organization [WHO], Global Tuberculosis Report 2017). One limiting factor may be that 
TB and HIV clinics are often physically separate, and thus are run by different programs. Separate and 
uncoordinated clinical care imposes heavy burdens on co-infected patients, potentially compromising 
adherence, retention, and treatment outcomes.  

WHAT IS THE SOLUTION? 
This activity involves implementing and measuring performance of high impact TB/HIV collaborative 
activities, as recommended by the WHO and supported by epidemiologic, clinical trial, and 
programmatic evidence. Specifically, activities included in this solution derive from successful examples 
of TB/HIV integration in Eswatini, where core elements of success included: 
  
1) Political commitment:  

Political commitment to improve TB/HIV collaborative activities began as far back as 2007, when the 
National TB/HIV Coordinating Committee (NCC) was formed, with representation from the Eswatini 
National AIDS Program, the National Tuberculosis Control Program, implementing partners, civil 
society, and community partners. Over several years, they agreed to implement WHO-recommended 
collaborative TB/HIV activities, to train public and private sector healthcare workers, and to roll out 
aggressive social mobilization and communication strategies. The NCC has since met quarterly to 
deliberate on progress and to discuss the continued way forward.  
 

2) Decentralization of TB and HIV treatment services:  
Beginning in 2008, the Eswatini HIV program rapidly decentralized HIV services to primary health care 
clinics and the TB program increased the number of Basic Management Units (BMUs).  In addition to 
clinical services, laboratory services such as testing for viral load and TB diagnostic testing (the latter 
using the GeneXpert platform) were expanded and moved closer to patient care facilities. This 
ensured that facilities do not refer patients for lab testing, but rather collect samples and use the 
national sample transportation system to send samples and receive results. This facilitated diagnostic 
evaluation of TB disease and TB case-finding among PLHIV and safe initiation of isoniazid preventive 
therapy (IPT).  
 
 



 
 

3) Task shifting: 
As part of the service decentralization effort, in 2008 the Ministry of Health (MOH) created a new 
policy to allow nurse-led ART initiation and provision in Eswatini (NARTIS). This greatly expanded the 
capacity to treat PLHIV and permitted TB BMUs and clinics to provide ART to PLHIV. 
 

The above core activities allowed for the integration and co-location of TB and HIV services, which was 
achieved in 2009 in all regions and all TB treatment sites under a “one stop shop” model.  

WHAT WAS THE IMPACT?  
Along with the above policy changes, integrated service delivery, training, and social mobilization 
campaigns have yielded high impact results. These successes are demonstrated here through three main 
data sources: PEPFAR and Eswatini MOH program data, Eswatini’s Annual TB Program Report in 2017, 
and an evaluation project.  
 
In 2018, PEPFAR program data showed that 98 percent of TB patients had a known HIV status, of whom 
68 percent were HIV-positive and 97 percent were receiving ART (Figure 1).  
 
Figure 1. High levels of HIV testing and linkage to ART in TB patients (data from PEPFAR Panorama, 
Quarter 2: Jan-June 2018, Quarter 4: May-September 2018) 

 

Overall, through TB/HIV collaborative activities, ART uptake among HIV-positive TB patients has 

increased from 66 percent in 2012 to 94 percent in 2017. 
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Figure 2. Increased ART initiation through TB/HIV Collaborative Activities from 2012-2017 (graph from 

Eswatini Annual TB Program Report, 2017, p. 20) 

 

 
The integrated TB-HIV model has also had an impact on TB incidence and TB-related death rates. 

Between 2007 and 2013, the death rate from TB decreased from 19 percent to 9 percent (Eswatini 

MOH, 2014).  Estimated TB prevalence and incidence rates have also fallen precipitously since 2013 (see 

Figure 3 below). In 2017, 97 percent of diagnosed TB cases were initiated on TB therapy, up from 85 

percent in 2012 (Eswatini Annual TB Program Report, 2017, p. 15).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Figure 3. Declining prevalence and incidence of TB, especially after implementation of integrated TB-HIV 
model in 2012 (graph from Eswatini Annual TB Program Report, p. 16) 

 

 

A retrospective cohort evaluation of the integrated TB/HIV program (conducted between July and 

November 2014) found that 99 percent of HIV-infected TB patients initiated ART within six months of TB 

treatment initiation (Pathmanathan, 2018). This is much higher than published results from other 

integrated and non-integrated settings in sub-Saharan Africa. Among PLHIV not already on ART at TB 

treatment initiation, almost 90 percent initiated ART within eight weeks per national guidelines. Forty 

percent of whom initiated ART within two weeks (Table 1, Pasipamire, USAID ASSIST Project).  

 

Table 1: Most HIV-positive TB patients initiated ART within 2 months of beginning TB treatment  

Sex  ≤ 2 weeks to 
ART initiation 
Number 
(percent)  

2- 8 weeks to 
ART initiation 
Number 
(percent)  

8wks-6 months 
to ART initiation 
Number 
(percent)  

> 6 months to 
ART initiation 
Number 
(percent)  

Total  
 
Number 
(percent)  

Male  67  
(44.3 percent)  

69  
(45.7 percent)  

12 
 (8.0 percent)  

3 
 (2.0 percent)  

151  
(100 percent)  

Female  45  
(40.7 percent)  

66  
(53.2 percent)  

11  
(8.9 percent)  

2 (1.6 
percent)  

124  
(100 percent)  

Total  112 
(40.7 percent)  

135  
(49.1 percent)  

23  
(8.4 percent)  

5  
(1.8 percent)  

275 
(100 percent)  

  

Among the subset of PLHIV who were part of the study, 97.3 percent had TB screening documented at 
their last HIV care or treatment visit within the study period (Pasipamire, USAID ASSIST Project, p. 5). 
Although only half of those with a positive TB screen had a documented diagnostic evaluation (including 
sputum smear microscopy, culture, Gene X-pert, or chest X-ray; still a weakness within the program), all 



patients with a TB diagnosis received TB treatment, with a treatment success rate of 85 percent (Figure 
4) (ibid, p.5 – 11). 

 
Figure 4. High rates of success for HIV-positive TB patients on TB treatment, August to October 2015 

(data from Pasipamire, USAID ASSIST Project)  

 

Unfortunately, only 7 percent of those eligible for isoniazid preventative therapy (IPT) were documented 
to have received it, indicating a persistent challenge that is being addressed aggressively by the Eswatini 
TB and HIV programs (Pasipamire, USAID ASSIST Project, p. 9).  

 

HOW DOES IT WORK?  
 
Individual Level 
Integrated TB/HIV activities are relevant for all persons with TB or undergoing evaluation for TB, (i.e., 
those with “presumptive TB”), and all PLHIV. The WHO has long recommended the integration of HIV 
services with other relevant clinical services (such as those for TB) to improve program quality and 
efficiency. This also aligns with the principle of patient-centered care, and the foundational intention of 
integrating services was to improve care by reducing individual-level barriers. For example, integrating 
and/or co-locating HIV and TB treatment services may significantly reduce patient attrition between 
program sites (during treatment initiation or follow up visits/refills) due to time constraints, 
transportation costs, doubts and/or hesitation, lack of support or treatment navigation, etc.  
 
Service Delivery Level 
The package of collaborative TB/HIV activities recommended by WHO and Eswatini’s national guidelines 
includes testing TB patients and those with presumptive TB for HIV infection using provider initiated HIV 
testing and counseling (PITC). The Eswatini MOH HIV treatment guidelines recommend that all TB/HIV 
co-infected patients start ART within the first two weeks after TB treatment initiation, irrespective of 
CD4 cell count. HIV patients are screened for TB at every visit, GeneXpert MTB/RIF is used as the first 
test of choice for TB diagnosis, and IPT is recommended per national guidelines for all PLHIV without 
active TB. 
 
The integrated approach to TB and HIV in place in Eswatini facilities, now the national standard, has 
been fully scaled. It is characterized by ART clinics offering TB screening, diagnosis, and IPT, in addition 
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to routine HIV services. Co-located TB clinics offer HIV testing, cotrimoxazole preventive therapy, and 
early ART initiation and follow-up (including defaulter tracing), in addition to routine TB services. All 
patients co-infected with TB and HIV receive treatment for both diseases at TB clinics (where their HIV 
chronic care records are temporarily located) and long-term ART is subsequently continued at ART 
clinics following completion of TB treatment. Linkage of patients between ART and TB clinics is 
coordinated, especially at large facilities, by expert clients and nursing support. 
 
In addition, diagnostic services have been decentralized to facilitate faster TB diagnosis among PLHIV. 
There are currently 28 sites with GeneXpert machines; all 174 ART sites and 125 TB BMUs have access to 
these machines through the National Sample Transportation System. 
 
Health Systems Level 
In 2012, Eswatini adopted the revised WHO TB/HIV policy recommendations. This was done after over 
five years of collaborative TB/HIV programs and implementation research to inform country-specific 
policy and guidelines, including ART provision for TB patients using a “one stop shop” approach where 
people can be screened for TB and HIV, and can pick up treatment for both diseases at one site.  
As described above, success of this model was driven by several health-system level factors, including 
creation of national and regional TB/HIV coordinating committees and champions; close collaboration 
between Swaziland National AIDS Programme (SNAP), the National TB Control Programme (NTCP) and 
community partners; declaration of TB as an emergency for PLHIV; decentralization of treatment 
services to primary health clinics; task-shifting of ART initiation to TB clinic nurses; and social 
mobilization and educational campaigns to garner community and healthcare worker support. The NCC 
is co-chaired by program managers from SNAP and NTCP, with TB/HIV focal points from both agencies 
sharing secretariat roles. 
 
Local Environment 
Throughout the initial scale up of this model, local leaders, civil society, and communities were involved, 
especially in the development and roll out of social mobilization and communication strategies. For 
example, during the 2010 FIFA World Cup, the MOH and their partners created a mass mobilization 
“KICK TB” campaign that engaged school children, educators, family members, community leaders, and 
high profile local soccer teams. 
 
National Environment 
The success of this model relied on several shifts in the national environment, including declaration of 
TB as an emergency, creation of national TB/HIV guidelines in alignment with WHO recommendations 
and formation of the TB coordinating committees as previously described. Major policy shifts were 
those allowing nurse-led ART initiation and management (including TB nurses) and decentralization of 
TB and HIV treatment to primary health centers. All policy shifts first required the development and 
ratification of policy, and then trainings for relevant providers and stakeholders.  
 
Scalability 
Collaborative TB/HIV activities in Eswatini are part of a well-integrated, comprehensive and now long-
standing package of care. At present, all TB clinics in all regions of the country are providing HIV testing 
of all TB patients, as well as HIV care and treatment to TB patients who are HIV-positive. Persistent areas 
for improvement include completion of the TB diagnostic testing for PLHIV with a positive symptom 
screen, and TB preventive therapy for all eligible patients.  
 



While TB/HIV activities were initially largely funded through donor support (PEPFAR, Global Fund, MSF), 
domestic financing has played an ever-increasing role since 2010 through the Government of Eswatini. 
 
This model should be fully replicable in other low-resource settings.  
 
Key elements for success of this activity were the passionate political commitment demonstrated by 
both the National TB and HIV programs (in response to recognition of TB among PLHIV as a national 
emergency) and the mentorship and supportive supervision provided by implementing partners. 
Cohesive and multi-layer coordination strategies, training of healthcare workers (including NGOs and 
private sector), and social mobilization and communications strategies were also essential factors of 
success.  
 
MANAGEMENT AND OVERSIGHT 
PEPFAR Team Involvement: The PEPFAR team sits on the NCC, and financially supports the holding of 
the NCC meetings.  PEPFAR implementing partners (IPs) provide TA on program 
coordination/implementation of TB/HIV collaborative activities to the NTCP, and have thus helped 
inform the development and implementation of TB/HIV collaborative activities in Eswatini. Through the 
National HIV Semi-Annual Review (NaHSAR) and Regional HIV Semi-Annual Review (ReHSAR), both 
supported by PEPFAR, the national program and all involved stakeholders jointly review TB/HIV program 
data on a regular basis to measure success and identify gaps for further improvement. PEPFAR also 
supported the 2016 collaborative TB/HIV program evaluation protocol to systematically evaluate TB/HIV 
activities implementation, which led to the identification of this integrated model as a successful 
solution. 
 
Implementing Partner: PEPFAR IPs provide supportive supervision and mentorship to the facilities to 
develop, implement, and maintain integrated TB/HIV services in the country.  
 
Monitoring: The NaHSAR and ReHSAR programmatic reviews are described above, and progress is also 
reviewed at the quarterly NCC meetings. In addition, CDC/PEPFAR funded a protocol-driven evaluation 
of TB/HIV collaborative activities in 2016 with the following objectives:  

 
1) Evaluate the Intensified Case Finding (ICF) cascade in HIV care and treatment settings 
2) Evaluate provision of ART for HIV-positive TB patients 
3) Evaluate the implementation of infection control measures in health facilities 
4) Validate PEPFAR TB/HIV indicators and explore reasons for discrepancies  
 

Using a mixed methods approach, the evaluation reviewed records and abstracted TB/HIV data from 11 
selected health facilities, reviewing a total of 2,058 records for the ICF cascade, and 466 for ART 
provision (results as summarized previously under the “What Was the Impact” section). Forty-three 
healthcare workers participated in the Knowledge, Attitudes and Practices toward Tuberculosis Infection 
Prevention and Control (KAP TBIC) assessment. The full report is attached as an appendix. 
 
Cost of Solution: This solution is part of a wholesale re-orientation of the program and it is difficult to 
isolate the costs of TB/HIV integration from overall program costs. Integration itself only required 
funding for convening the NCC, training nurses at the TB BMUs in HIV care principles, and printing of 
new registers. The other aspects of the TB/HIV program, including expansion and decentralization of lab 
infrastructure, are more expensive. 
 



Efficiency Measures: Through the feedback received at the NAHSAR/REHSAR meetings, best practices on 
TB/HIV collaborative activities are rolled out that should improve efficiencies and can potentially lead to 
reduced costs. 
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