
PEPFAR SOLUTIONS 

PLATFORM (BETA) 

Page 1 of 9 

 

CFM: Improving mother-baby pair retention 

in integrated maternal and child health and 

HIV services in Eswatini 
 

COUNTRY: Eswatini     IMPLEMENTING PARTNER: AIDSFree 

 
In the Kingdom of Eswatini, loss to follow-up of mother-baby pairs (MBP) hinders the determination of 
HIV-exposed infants’ final HIV status and the provision of critical maternal, newborn, and child health 
(MNCH) services. The Community Focal Mother (CFM) model has demonstrated success in improving 
retention in integrated MNCH and PMTCT care through the determination of PMTCT final outcome at 
18–24 months using community-based follow-up of MBP. CFMs are trained and visit all MBP in their 
home before they miss a visit to encourage MBP to continue attending the health facility for care. This 
model has seen 100 percent retention in care of enrolled MBP since its inception in 2017; all children 
have completed their child welfare visits per the MOH (MOH)-recommended schedule and received key 
health services (See Table 1).  
 

WHAT WAS THE PROBLEM? 
 
The Kingdom of Eswatini has the highest HIV prevalence in the world, yet fewer than half of HIV-
exposed infants are retained in care long enough to receive their final HIV status at 18–24 months. 
Mothers and infants receive care together at child welfare visits through 18-24 months postpartum/of 
age, but there are high rates of loss to follow-up (LTFU) of MBP after the six-week visit. This poor 
retention in care limits the impact of prevention of mother-to-child HIV transmission (PMTCT) services 
as well as linkage to antiretroviral treatment (ART) for HIV-positive infants and HIV care and treatment 
services for HIV-positive mothers. Loss to follow-up of MBP also prevents them from receiving critical 
MNCH services, including immunizations, growth monitoring, and supplements for infants – and family 
planning, infant feeding counseling, and cervical cancer screening for mothers.   

 

WHAT IS THE SOLUTION? 
 
CFMs are trained to provide proactive community-level follow-up of all MBPs at their homes to 
encourage them to attend all child welfare visits at the health facility. In 2017, the Strengthening High 
Impact Interventions for an AIDS-free Generation (AIDSFree) Project initiated this model in Eswatini in 
six Chiefdoms in the Shiselweni Region, comprising three health facilities. Health facilities enroll all MBP, 
regardless of HIV status, at the six-week postpartum visit and assign them to a CFM for follow-up in the 
community. CFMs visit mothers with new babies at their homes to create a plan to help them attend all 
child welfare visits in the following 18-24 months and to discuss challenges that might prevent them 
from completing all visits. Each month, CFMs update this care plan with anticipated changes in the 
MBP’s location or the child’s caregiver, problem-solve barriers to completing visits, provide referrals to 
MBPs who have missed a visit, and ensure that the baby’s Child Health Card is up-to-date. Rather than 
waiting to conduct defaulter tracing after missed appointments, this proactive model has CFMs work 
with MBP before any are lost to follow-up and provide support to prevent missed visits.   
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The Kingdom of Eswatini MOH has made efforts to integrate all MBP care to improve access and uptake 
of necessary health services (including HIV testing and ART services) by aligning them with child welfare 
visits. By encouraging clinic attendance together for monthly visits and helping mothers plan for the 
next visit, CFMs ensure that both mothers and infants receive HIV testing services per the MOH 
protocol. By having CFMs visit all homes in the community with new babies, not just those with HIV-
exposed infants, this model also reduces concerns of HIV stigma and accidental disclosure – key barriers 
to HIV care in Eswatini. In addition to HIV services, this retention in care model also helps MBP receive 
critical MNCH services, including immunizations and growth monitoring for infants, and family planning 
counseling, infant feeding counseling, and cervical cancer screenings for mothers. While designed to 
improve PMTCT final outcome rates, by ensuring retention in care, CFMs help improve uptake of other 
crucial MNCH services. This integrated PMTCT and MNCH outreach can improve outcomes for HIV 
testing and early infant diagnosis, as well as address gaps in follow-up of mothers and infants during the 
critical period of 18-24 months.    
 

WHAT WAS THE IMPACT? 
 
Baseline Data on Retention in Care: Comparison to baseline data reveals the success of the CFM model 
in improving retention in care. Baseline data collected in 2017 at the three intervention clinics showed 
that retention in care in the 2015 cohort of infants dropped sharply after the six-week visit to 70 percent 
/ 64 percent of infants (HIV-exposed / unexposed) at the six-month visit and 46 percent / 39 percent at 
12 months (Figure 1). AIDSFree has seen 100 percent retention in care of HIV-exposed and unexposed 
infants enrolled in the program to date for all age-appropriate visits per the MOH schedule (Table 1).   
 
Figure 1. Low retention rates at child welfare clinics after six weeks of age prior to intervention (2015 
Birth Cohort) 
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Table 1. Retention Rates at Three AIDSFree Eswatini Community Focal Mother Facilities (July 2018—
Rolling Enrollment, N=332) 
AIDSFree Eswatini Community Focal Mother Activity—
Retention in Care Indicators 

       July 2018* 

Child Welfare Visit Completed 

6 Month 
Visit 

9 Month 
Visit 

12 Month 
Visit 

18 Month 
Visit 

# Enrolled infants expected / # who completed child 
welfare visit (%) 

238/238 
(100%) 

178/178 
(100%) 

104/104 
(100%) 

2/2 
(100%) 

# Enrolled HEIs expected / # who completed child welfare 
visit (%) 

61/61 
(100%) 

47/47 
(100%) 

26/26 
(100%) 

2/2 
(100%) 

* Rolling enrollment with on-going data collection through 18–24 months 

 
Linkage Back to Care: While the model focuses on preventing missed visits, CFMs are also able to 
provide referrals to link children back to care. When a MBP has missed a child welfare visit, CFMs issue 
MOH referral forms to refer them back to care at the health facility. Since June 2017, CFMs have issued 
52 referral forms to those who missed scheduled facility visits, and all 52 referrals were completed and 
linked back to care. This proactive approach to identifying defaulters and linking them back to care has 
reduced the rates of LTFU and improved maternal and child health service uptake at the health facilities.  

 
HOW DOES IT WORK? 
 
INDIVIDUAL LEVEL 
Mother-Baby Pair Enrollment: Mothers with new babies are made aware of the program when they 
visit the health facility for their six-week postpartum visit. A nurse or health facility staff member 
discusses the benefits of the program with them, provides them with information in siSwati (local 
language), and talks through any questions or concerns they have about receiving home visits– mothers 
are informed that their choices are respected and that they can choose to refuse home visits. Mothers 
who agree to home visits complete an enrollment form with their contact information. CFMs use that 
information to contact the mother to arrange the initial home visit. Subsequent visits are arranged at 
each home visit, and if the MBP is later unavailable, the CFM calls her to arrange another time for the 
next home visit.  
 
Home Visits: CFMs conduct monthly home visits with new MBP, with follow-up visits as needed. During 
these visits, they encourage the mothers to attend child welfare care per the MOH schedule. At each 
home visit, CFMs review the MOH Child Health Card and develop a care plan with the mother to prepare 
for clinic visits and anticipate potential changes in location of the mother and/or baby, or changes in the 
baby’s caregiver, which are reviewed at each subsequent home visit. CFMs record what was discussed 
during the meeting – e.g., challenges faced by the mother attending clinic visits, an action plan to 
address challenges, mother’s plan for completing next clinic visit on time, and schedule for next home 
visit with the MBP. 
 
Role of CFM: CFMs are trained on HIV and PMTCT basics, communication skills, confidentiality, the MOH 
child welfare care service package, and reading the MOH Child Health Card. While some may have 
previous volunteer experience, CFM training stresses the importance of adherence to clinic visits for the 
baby’s and mother’s health. Their emphasis is on encouraging clinic visit attendance and preventing 
defaulters. Their role is focused to allow them to concentrate on problem solving and proactive planning 
and follow-up with MBP. Each CFM follows 15-20 MBP. CFMs complete a home visit with each mother-
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baby pair every month, usually visiting one to three MBPs per day, but the schedule of the home visits 
and visits per day varies based on geographical factors and mother-baby pair availability. 
 
Support for CFM: AIDSFree serves as the CFMs’ primary supervisor. CFMs meet twice per month at the 
clinic with AIDSFree supervisors and health facility focal persons to receive assignments of new MBP, 
discuss home visits, review tools/data collected, request additional support, and troubleshoot any 
challenges encountered during home visits. CFMs receive a monetary stipend in an amount determined 
by similar lay worker stipends in Eswatini. The stipend is dispensed monthly based on successfully 
completing their assigned monthly home visits. Additionally, CFMs are provided with airtime vouchers 
to support follow-up calls to mothers, as well as a support package which includes a t-shirt, name badge, 
a tote bag, and a sun hat.  
 
SERVICE DELIVERY LEVEL 
Role of Health Facilities: Health facilities’ role includes participation in the selection of CFMs along with 
enrollment of MBP and assignment to a CFM. Health facilities also designate a focal person to 
communicate with the CFMs regarding MBP’s progress, challenges mothers report in attending clinic 
visits, mothers who have transferred out, and other issues. The health facility focal person also 
participates in supportive supervision with the CFMs on a twice-monthly basis. 
 
Improvements in Service Delivery: Eswatini has integrated MNCH care at the child welfare visit in order 
to streamline service delivery and improve service uptake. For infants, child welfare care encompasses 
monthly growth monitoring, immunizations, vitamin A supplementation, deworming, and early 
childhood development services. Mothers also receive critical health services at these child welfare 
visits, including family planning counseling, infant feeding counseling, and cervical cancer screening. 
Retention in this care is critical, as improving this also increases the uptake of these key health services 
during the postpartum/postnatal period. A data review of infants enrolled in home visits demonstrates 
that they have all been retained in child welfare care and have received all key health services per the 
MOH schedule.  
 
All infants who present at the six-week visit are enrolled, regardless of HIV status. Lactating mothers 
receive HIV testing at all child welfare visits per the MOH schedule, as incident HIV infection during 
pregnancy and breastfeeding contributes to a significant proportion of infants with HIV in high incidence 
settings.1 UNICEF continues to emphasize the need for increased efforts to identify children who acquire 
HIV despite PMTCT efforts – half of children who contract HIV during pregnancy, delivery, or 
breastfeeding are not on ART.2 While to date, two infants have tested HIV-positive, no incident maternal 
HIV infections have been identified in the enrolled mothers. By encouraging clinic attendance together 
for monthly visits for all MBP, this model supports both mothers and infants to receive HIV testing 
services per the protocol for PMTCT, leading to better outcomes. It also avoids HIV stigma and 
accidental disclosure in the community by having CFMs visit all homes with new babies, not just those 
with HIV-exposed infants. 
 
While AIDSFree CFM training reviews the importance of viral suppression for HIV-positive mothers – and 
CFMs emphasize timely facility attendance in integrated MNCH/PMTCT mother-baby care – they do not 
review maternal ART cards for viral load (VL) results for ART adherence/VL testing-specific follow-up. 
However, AIDSFree conducted a review of available maternal VL data, as not all mothers receive ART 

                                                 
1 World Health Organization. (2017). Preventing HIV during pregnancy and breastfeeding in the context of PrEP. 
2 UNICEF. (2018). Women: At the Heart of the HIV Response for Children. 
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services at the facilities where they seek child welfare services with their infants. Of the 67 HIV-positive 
mothers enrolled in home visits who receive ART services at the three intervention facilities,3 60/67 (83 
percent) had documented up-to-date VL testing per the Eswatini MOH algorithm,4 and 59/60 (98%) 
were virally suppressed as of July 2018. One enrolled mother is known to be not virally suppressed and 
is currently enrolled in facility-based enhanced adherence counseling (known as stepped-up adherence 
counselling, or SUAC, in Eswatini). AIDSFree did not collect baseline/comparison maternal VL data.  
 
Given the success of the CFM in proactively retaining MBP, and linking those who miss visits back to care 
– which also ensures that mothers are receiving key services including ART and VL testing per the MOH 
schedule – the Sexual and Reproductive Health Unit (SRHU) is initiating plans to train Global Fund-
funded mentor mothers using the AIDSFree CFM model and training materials in late 2018. The role will 
be expanded with an enhanced focus on maternal ART adherence support, including follow-up of 
mothers who default from ART care or seek ART services in facilities separate from their child welfare 
care. This enhanced role has the potential to improve maternal ART adherence and VL, thereby helping 
to reduce vertical transmission. 
 
Table 2. High rates of viral load testing and viral suppression among mothers enrolled in AIDSFree 
Eswatini Community Focal Mother Intervention (July 2018) 

AIDSFree Eswatini Mother-Baby Pair Retention in Care  
Enrolled Mothers—Viral Load Status (July 2018) 

 
Number 

Enrolled mothers receiving ART care in three implementing facilities 67 

Enrolled mothers with up-to-date viral load test in the implementing facilities 60/67 (83%) 

Pending / undetermined viral load data* 7 

Enrolled mothers with up-to-date VL test who are virally suppressed 59/60 (98%) 

Enrolled mothers not virally suppressed (enrolled in EAC/SUAC) 1/60 (2%) 

* Data pending on 7 enrolled mothers’ viral load testing status and results. 

 
HEALTH SYSTEMS LEVEL 
The CFM model strengthens health facilities’ access to community-level information about MBP’s 
location and mobility, which can improve facility data quality. MBP that were previously recorded as lost 
to follow-up can be identified by CFMs as transfers-out to other health facilities, which can then be 
confirmed by the receiving facility.  
 
This intervention also offers an opportunity for health facility staff to identify data quality issues in the 
health facility register. At home visits, CFMs record information from the Child Health Cards and are able 
to ensure it matches what was recorded in the health facility register. This helps facility staff to identify 
when information has been left out of the register and correct register data quality issues early. 
 
LOCAL ENVIRONMENT  
AIDSFree sought to address potential socio-cultural and behavioral barriers to the access and use of 
health services by involving men and traditional structures throughout the planning and implementation 

                                                 
3 Note: There are currently 87 HIV-positive mothers enrolled in the Community Focal Mother program, however, 20 mothers 
(23%) are seeking ART services in alternate health facilities outside the three intervention facilities often citing stigma 
concerns/confidentiality preferences. CFMs continue to follow these MBP and encourage them to remain in care. 
4 The 7 mothers without documented viral load testing are being followed at facility level and those found to be eligible will be 
offered viral load testing conducted according to the MOH guidelines. 



PEPFAR SOLUTIONS 

PLATFORM (BETA) 

Page 6 of 9 

 

process. In Eswatini, the Chief’s Inner Councils (ICs) plays a key role in overseeing the welfare of their 
community members, and have been involved at all stages of the intervention. To select CFMs, the ICs 
nominated mothers and participated in interviews for CFM candidates. The ICs were later formally 
introduced to the candidates that successfully completed the CFM training. Since that time, every two 
months, CFMs present the successes and challenges they have faced at their respective Chiefdoms’ IC 
meetings. This allows CFMs an opportunity to work directly with their IC to develop an action plan to 
address challenges with solutions for, and by, the community. These meetings are an opportunity to 
increase male engagement in improving the uptake of maternal and child health services and to stress 
the importance of MBP clinic visits to all community members. 
 
NATIONAL ENVIRONMENT   
AIDSFree has implemented this intervention in close collaboration with the MOH, with regular reporting 
to the Sexual and Reproductive Health Unit and the PMTCT Technical Working Group. Eswatini is 
focused on improving its rates of PMTCT final outcome and has supported this program with strong buy-
in. One challenge, however, is that MBP are currently not yet linked in MOH facility registers – linking 
mothers and their infants in multiple registers continues to impact data collection and reporting. Future 
national efforts to link MBP are anticipated. 
 
AIDSFree has also successfully engaged regional or facility social workers in the event that a CFM 
identifies an issue of concern in a home that she visits. Linkage with the social workers have been very 
effective in allowing them to work with the concerned parties and address the situation using the 
guidelines stipulated by the Deputy Prime Minister of the Kingdom of Eswatini. 
 
SCALABILITY 
The model is focused on MBP retention in care to allow CFM to concentrate on problem solving and 
proactive follow-up at the community level before a mother misses a visit. This approach allows CFMs to 
direct their efforts towards targeted monthly home visits with a larger cohort of MBPs. By keeping CFMs 
focused, this model allows for the rapid scale-up in communities. Keeping the ratio of 15-20 MBP per 
one CFM is recommended as is regular evaluation of CFM workload by the supervising team.  
 
At the request of the MOH, AIDSFree is currently working closely with the SRHU to plan national rollout 
the CFM model to increase the number of infants who know their final HIV status at 18-24 months and 
improve the rate of PMTCT final outcome determination throughout the Kingdom of Eswatini. Under the 
leadership of the SRHU, AIDSFree has developed a full training package, standard operating procedures 
(SOPs), and job aids. The MOH will be able to roll out the program nationally via a cadre of “mentor 
mothers” that are being hired with funding from the Global Fund. The role is anticipated to provide 
proactive follow-up of MBP and expand to also focus on maternal ART adherence support for those who 
default in care or seek ART services at separate facilities from their child welfare care. This model could 
also be integrated into larger training packages, including potentially exploring the initiation of proactive 
follow-up during the postpartum period with continuous MBP follow-up through 18-24 months. In other 
contexts, enrollment could be considered at the seven-day visit, or at delivery, if retention at the six-
week visit is low. 
 
MANAGEMENT & OVERSIGHT 
 
PEPFAR Team Involvement:  The PEPFAR team requested AIDSFree technical assistance to design and 
implement a community-based intervention through traditional Eswatini structures to address LTFU of 
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MBP with low rates of PMTCT final outcome determination. PEPFAR team members were involved in the 
design and planning process and MBP community-level follow-up is included in the Eswatini 2018 
PEPFAR Country Operating Plan. 
 
Implementing Partner: AIDSFree designed and implemented this activity in close collaboration with the 
MOH, providing training and supportive supervision for CFMs in six Chiefdoms, and has developed a full 
package of training materials and job aids for national scale-up by the MOH. AIDSFree engaged U.S. 
government implementing partners in Eswatini, including mother2mothers, HC3, PACT, ICAP, and others 
in the landscape analysis and design of the program.  
 
Monitoring: AIDSFree developed and used community-level monitoring tools and job aids to support 
the implementation and close monitoring of the program. No additional facility-level tools were 
required; all program materials utilized existing MoH registers and referral forms for reporting and 
documentation. Monitoring of Child Health Cards by CFMs improved data quality in health facility 
registers, addressing one aspect of the retention in care rates by allowing health facilities to document 
MBP as transfers-out to a new health facility instead of as LTFU. A focal person identified at each of the 
three health facilities works closely with the CFMs and allows them to access health facility registers. 
 
Communications and Feedback Loops: AIDSFree ensured early and continuous engagement for MOH 
leadership in the activity design, with full buy-in and leadership by the MOH as they lead the discussions 
for national scale-up. Results of the intervention were continuously shared with all partners, PEPFAR, 
implementing partners, and MOH via the national PMTCT technical working group. The CFM activity had 
the full collaboration and support of Eswatini traditional structures (Chiefdoms) with ongoing 
communication of successes and challenges for the development of community-led solutions and 
community support for retention in care for all MBP. Regular communication between CFMs, the 
supervising team, Chiefs’ ICs, and MOH social workers allowed the program to address barriers to care 
from the community and household members. 
 
BUDGET 
 
Start-up Costs: Start-up costs include an initial landscape analysis for identification and outreach to 
community leaders as well as the identification and training of CFMs. This process also helps ensure full 
community buy-in and to also determine if there are existing community cadres that may be well-placed 
to absorb the CFM role without loss of program effectiveness. 
 
A key variable is determining how many CFMs should be trained and assigned to each Chiefdom and 
health facility. The number of CFMs will vary by several factors, including: the number of MBP enrolling 
per health facility; geographic considerations in each Chiefdom; and maintaining the ideal ratio of CFMs 
to MBPs (1 to 15-20). To determine the number of MBP likely to enroll per health facility, AIDSFree 
estimated expected birth cohort size by facility with previous year birth cohorts. When determining the 
number of CFMs required for each Chiefdom (or region/district in other settings), it is essential to 
consider CFMs’ workload ability. Discussions with Chiefs’ ICs on the geographical considerations of each 
Chiefdom helped to determine how many CFMs were needed to keep the distance traveled for home 
visits reasonable. Potential CFM attrition must also be considered; at least one “replacement” CFM per 
Chiefdom should be trained in the event that CFMs are no longer able to continue in their role after the 
training. The recommended ratio is for each CFM to follow 15-20 MBP. Some CFMs may be following 
fewer MBPs due to how many babies are in care at their assigned health facility, but all CFMs should be 
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paid the same stipend each month. Once the number of CFMs is identified, candidates are recruited and 
trained by the program coordinators and supervisors. The scale of the training will vary by the size of the 
program, but for example, in Eswatini, one training was held with the program coordinator and two 
supervisors to train 25 CFMs to cover three health facilities in six Chiefdoms in one region of the 
country. 
 
Cost Drivers: The cost drivers for the implementation of the CFM model include: (1) training of CFMs, (2) 
ongoing supportive supervision – which includes biweekly group meetings at the implementing health 
facilities, particularly important to ensuring strong bi-directional communication with facilities; (3) a 
monthly stipend for CFMs as well as a support package (t-shirt, tote bag, sun hat); and (4) the printing of 
materials, including the community register, care plans, and home visit checklists.  
 
Table 3. Cost Considerations 

Start-up  Cost Considerations Anticipated Costs 

Landscape 
analysis 

 Identification of community structures 

 Review of potential for integration into existing 
community-level programs 

 Data and mother-baby pair service integration review 

 Stakeholders meetings 

 Travel to visit health facilities, 
meet with stakeholders, 
abstract data for birth cohort 
size 

Identification 
and outreach to 
community 
leaders 

 Community meetings 

 MOH outreach 
 Travel to community meetings 

Adaptation of 
materials 

 Review of national PMTCT and child welfare services guidance 

 Development of community register 

 Update of standard operating procedures to reflect 
country context / guidelines 

 If involving MOH or other 
stakeholders, costs to convene 
meeting—venue, 
transportation, per diem, etc. 

Facility 
sensitization 

 Coordination with MOH / health facilities  Travel to health facilities 

Selection and 
interviews of 
candidates 

 Coordination with MOH / health facilities 

 Communication with community structures 
 Travel to conduct candidate 

interviews 

On-going  Cost Considerations  

Program 
Management 

 Weekly / bimonthly facility visits  
 Regular travel to health 

facilities 

Training / 
Refresher 
training 

 Training of Trainers (TOT)—3-day TOT with program 
coordinator and supervisors 

 CFM Training—5-day training with program 
management and CFM candidates (1 CFM for every 
anticipated 15-20 MBP) 

 Recommendation: 1 program manager and 2 Community 
Advisors for 25 CFMs  

 Refresher training(s)—as needed, recommended yearly  

 TOT and CFM training costs - 
venue, meals, transportation, 
and other costs for participants 
and trainers 

 Printing of training materials 

Data Collection 
 M&E staff (2-3) to collect program implementation and 

monitoring data from health facilities 

 M&E staff LOE 

 Travel to health facilities 
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Support 
package 

 Stipend (based on review of similar Community Health 
Worker cadre stipends in the region / country) 

 Phone airtime  

 T-shirt, tote bag, sun hat, and other considerations 

 Monthly stipend and air time 
for each CFM who completes 
home visits 

 Initial support package 
materials 

Printing of 
materials 

 Ongoing printing including community register, care 
plans, and home visit checklists 

 Printing costs 

HQ 
Backstopping 

 Program Manager (1) 

 Community Advisors (2) 

 Staff salary and benefits for 
program management and 
oversight 

 


