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Executive summary

As part of the “Maximizing ART for Better Health and Zero 
New HIV Infections” (MaxART) programme implemented by 
the Eswatini Ministry of Health (MoH) and six consortium 
partners between 2011 and 2017, the MoH asked then STOP 
AIDS NOW! (now: Aidsfonds) to assist in analysing gaps in 
the way that different partners were engaged in community 
health systems strengthening. 

The MoH recognises the importance of community efforts 
in reaching national and international agreed targets for 
health and indicated that it would like to move towards a 
more structured and sustainable community health system. 
As part of a restructuring process the Ministry is reviewing 
the possibility of setting up a Community Health cluster.

The objective of this assignment was to undertake an 
assessment of the different approaches that have been 
implemented within the communities by different 
development partners (health in general and HIV specific) 
in Eswatini and place them within the Global Fund to Fight 
AIDS, Tuberculosis and Malaria (GFATM) framework for 
community systems strengthening leading to an analysis 
of gaps in strengthening the Community Health Systems 
response in Eswatini.

In consultation with the MoH, the consultants drew up 
a list of partners involved in community health activities 
and 33 organisations were identified and interviewed. 
They included civil society, iNGOs, Ministry of Health 
relevant departments and two other relevant government 
institutions.

The GFATM framework for Community Systems 
Strengthening served as a framework for analysis as 
it allows for identifying gaps in the response. The six 
components of the framework are: 1) Enabling environment 
and advocacy; 2) Community networks, linkages, 
partnerships and coordination; 3) Resources and capacity 
building; 4) Community activities and service delivery; 5) 
Organisational and leadership strengthening; 6) Monitoring, 
evaluation and planning.

The report provides an overview of how civil society 
organisations, international NGOs, development partners, 
the Ministry of Health and other government departments 
are working across the six components of the framework 
for Community Health Systems Strengthening in Eswatini, 
and the gaps of their work. It highlights gaps across the 
different areas and does not describe the many good 
examples of community work in Eswatini, amongst others 
as implemented by the MaxART programme. 

The biggest gaps found for each of the GFATM elements are 
the following:
1. Few efforts are geared towards the creation of an 

enabling environment and advocacy: while 63% of 
organisations say they work towards this objective, in 
actual fact less than 1/3 did mention activities and 17% 
was geared at creating more ownership of community 
leaders for CHSS programmes. There was little to no 
activity towards advocacy for improving the policy, legal 
and governance environments, and towards the social 
determinants of health. 

2. INGOs and national CSO partners invest barely 
in strengthening community networks, linkages, 
partnerships and coordination: less than half of the 
organisations are coordinating their activities at one 
level or the other (as participants in existing groups) and 
only 1 iNGO was actual training community leaders in 
coordinating their partners. None of the organisations 
were working towards strengthening coordination and 
partnerships in a more comprehensive system linking 
communities to the national level.

3. Most organisations focus on community activities 
and service delivery, yet there is little comprehensive 
PHC and many focus on a single disease or activity: 
organisations working on service provision at 
community level (93%) are doing this mostly according 
to their own project objectives in the absence of clear 
guidance from the government about a minimum 
package of services to be delivered in communities. 
There are many organisations implementing projects 
with a single focus. The variety in services provided is 
large.

4. There are big differences in approaches for 
strengthening (human) resources and capacity building 
and community volunteers receive more training and 
resources as compared to RHMs: 
n Only 5 out of 30 organisations train existing 

community cadres (RHMs, council members, 
community leadership) and most of these were 
governmental organisations. For the other 
respondents most training efforts were for specific 
target groups within their specific projects that 
do not necessary lead towards better and more 
comprehensive service delivery in all communities in 
Eswatini. 

n Community Volunteers (CVs) received more support 
in their work than RHMs. They were more often 
trained: 70% CVs versus 47% RHMs; they more often 
received a stipend or incentives: CVs 53% versus 
20%; they were more often supervised: 70% versus 
40%; they used manuals or other guidance for their 
programme more often: CVs 57% versus 30% RHMs.
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n If stipends or incentives were given there was a 
major difference in the height of these with CVs 
being better resourced than RHMs. 18 organisations 
reward volunteers and 6 reward RHMs. There are 
large discrepancies in what one gets and some 
receive results-based payments.

n There was also a difference in the tasks that 
were implemented by CVs and RHMs. Apart from 
community mobilisation/ motivating for services 
and support and conducting home visits that was 
done by both, the CVs have more specific tasks 
related to the programme implementation and are 
also involved in training, facilitation, monitoring, 
reporting and mentoring. The RHMs are more often 
assisting the organisations with a variety of activities 
such as client follow-up, case identification, and 
mostly with referrals.

5. Partners do not directly work towards strengthening 
organisational and leadership capacity: organisations 
by and large interpret this element as accessing 
communities through the leadership formally asking for 
permission, rather than assisting leadership with tools 
and capacity to take charge of community activities.

6. There is no common framework for planning, 
monitoring and evaluation of community work: most 
organisations have their own system and 25% do not 
use any system at all. 23 organisations mentioned 19 
different ways of monitoring their work and different 
cadres are used by different organisations.

The respondents were also asked to give their views on 
what they saw as being the main challenges and to give 
recommendations for improving community responses. 

The main challenges experienced by the respondents 
basically are all linked to the lack of clear policies and 
guidelines that govern all aspects of community work across 
the six components in Eswatini. Below are just a few of the 
most commonly mentioned challenges:

n Lack of a clear policy from the national level MoH 
that outlines a clear structure and way of work for 
community health systems

n Lack of a governing board / coordination mechanism 
of partners in the community to avoid duplication 
of activities and create awareness of efforts in 
communities, and identify underserved communities

n Lack of collaboration between funders to avoid 
duplication of the same projects and competition 
between partners

n Lack of standardisation of recruitment for RHMs and 
community volunteers (minimum age, retirement, 
literacy level, pension) and incentives

n Lack of clearly defined entry points for community 
health care workers, their training package, and 
supervision

n Not enough equipment and resources
n Lack of integration of remote community system 

into the formal health system
n Lack of decentralisation of decision making powers 

at national level to regional and lower levels
n Creating a demand for local services without 

providing services locally
n Lack of feedback to and sufficient involvement 

of community leadership
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Despite considerable efforts with encouraging results of 
the Eswatini government and MoH more specifically to 
strengthen the responses to HIV and AIDS, a systematic 
approach for community responses is yet to be developed. 
Now that such good progress has been made in reducing 
incidence and providing lifelong ARVs to PLHIV it becomes 
increasingly important to strengthen community systems 
not only for HIV and AIDS, but also for the most common 
public health problems and disease programmes.

Key recommendations were made by different respondents 
and discussed later with the MoH, resulting in the following 
set of recommendations.

The most important is a call from many respondents for a 
policy and strategic framework set by the government that 
guides community work in Eswatini in the decades to come. 

Recommendation 1: The Ministry of Health needs to 
develop a strategy that provides an enabling environment 
for all different partners to work in across all six elements 
of the CHSS framework. This should be elaborated as part 
of the upcoming national 5-year strategic plan for the 
health sector as a whole, to be implemented as of 2019. 
Recommendation 2: The MoH should develop a structure 
for regulating, overseeing and guiding all community 
health work. 
Recommendation 3: The MoH should regulate the 
minimum standards for service delivery at community 
level and plan for all communities to be covered by at 
least this minimum package of services. 
Recommendation 4: As part of the regulations for 
standard of care there is an urgent need to review what 
human resources are needed at community level, clarify 
their roles and remuneration packages and bring clarity 
and harmonisation about RHMs and volunteers. 
Recommendation 5: The backbone of the community 
system lies with the community leadership that needs to 
be engaged and empowered to take up the role. 
Recommendation 6: Community health work needs to be 
funded.

The way forward
Implementing the recommendations of this report 
require a strong commitment and vision from the MoH, 
recognising the importance of community health and 
building on successes of different community interventions. 
The recommendations of this mapping exercise will lead 
towards strengthening the existing health system with 
a well-structured community component. The MoH can 
use the momentum created by the new “Health Bill” to be 
approved in 2018 or 2019, whereby the ministry will have 
a regulatory mandate for the health sector.

There are a number of steps that would help kick-starting 
this process which include:

n Discuss the recommendations of the report in the 
Senior Health Management Team meeting of the 
MoH and decide how the recommendations can 
become part of the strategic planning process for the 
Ministry that will start soon.

n The capacity in the ministry to ensure that 
recommendations are taken forward in the strategy 
to be developed is limited at this moment. It will 
require a team led by a senior public health medical 
officer with support from a dedicated team of 
experts and some technical assistance.

n A task force led by the MoH, with a strong vision 
and strategic thinking power, should guide the 
development of the broader MoH strategy’s 
community component. It should also support in 
the implementation of the different steps once 
the Community Health Cluster has been formally 
approved. Develop an operational plan for the cluster 
and support resource mobilisation. 
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 1.1  Background 

In 2011, Aidsfonds (previously STOP AIDS NOW!), in 
collaboration with the Ministry of Health in Eswatini and 
six consortium partners launched a pioneering project 
in Eswatini: “Maximizing ART for Better Health and Zero 
New HIV Infections” (MaxART). The goal of MaxART, was 
to improve the lives of people living with HIV and prevent 
new HIV infections in Eswatini. This idea received generous 
funding from the Dutch Postcode Lottery’s Dream Fund 
(8.8 million Euro) as it attempted to catalyse a fundamental 
shift in the way the international community approaches 
the HIV epidemic. The consortium proposed a new and bold 
approach to virtually eliminate new HIV infections, even 
in the most difficult of circumstances. Eswatini, then the 
country with highest prevalence of HIV in the world, was 
selected as the country to test if this dream could come true. 

Phase 1 focused on the implementation of innovative, 
evidence-informed, and rights-based interventions, aligned 
with the country’s HIV treatment guideline (at that time 
PLHIV with CD4 count below 350 cells/mm3). Special 
attention was given to community interventions forming 
an essential part for increasing uptake of HIV testing, 
treatment and retention in care. Also, linkages between 
the community and the health facility were strengthened, 
to increase the uptake of services and improve retention 
in care. MaxART targeted the general population with a 
particular focus on hard to reach men and adolescents and 
embraced community owned and driven solutions. 

During Phase 2 of MaxART (2014-2017) the consortium 
embarked on the Early Access to ART for All implementation 
study. The aim was to evaluate the feasibility, acceptability, 
clinical outcomes, affordability, and scalability of offering 
ART to all People living with HIV (PLHIV) in Eswatini’s 
government-managed health system. 

In 2015 the MaxART (Maximising ART for All) project 
reviewed which community interventions had been 
implemented in phase 1 of the project and concluded 
that there were still considerable gaps in strengthening 
community health systems more holistically in view of a 
more comprehensive and sustainable response to HIV in 
communities[1]. The main conclusions were: 

n the MaxART programme provided a good example 
of how investing in a community approach can yield 
results in terms of scaling up HIV testing, uptake 
of ARV treatment and retaining people in care. By 
the end of 2013, all three targets of Phase 1 were 
achieved with over 250,000 people tested annually 
for HIV and 91% of people in need of ART were on 
treatment. The proportion of patients on treatment 
lost to follow-up, showed an increase from 11% to 
23% between 2011 and 2012, but the cohort of 2013 

shows that only 9% of PLHIV were lost to follow up. 
This highlighted the importance of a community 
approach for reaching UNAIDS 90-90-90 targtes

n more attention is needed for strengthening 
organisational and planning capacity, human 
resources, and locally owned M&E systems in the 
communities, 

n there is still a lack of clarity of how best to embed 
a sustainable community response within the 
Eswatini’s existing structures and how civil society 
can support these processes structurally. 

Apart from MaxART, several other development partners2 
are also investing in communities and to a certain extent 
also towards systems strengthening. These were not part of 
the review done in 2015.

As follow up from the case study report on MaxART 
community interventions, this assessment was conducted 
for the Ministry of Health (MoH) of the Kingdom of Eswatini 
with support from Aidsfonds, one of the MaxART Early 
Access to ART for All implementation study consortium 
partners. The MoH recognises the importance of 
community efforts in reaching national and international 
agreed targets and indicated that it would like to move 
towards a more structured and sustainable community 
health system. As part of a restructuring process the 
Ministry is considering setting up a Community Health Unit.

The objective of this assignment is to do an assessment 
of the different approaches that have been implemented 
within the communities by the different partners (health in 
general and HIV specific) in Eswatini and place them within 
the Global Fund to Fight AIDS, Tuberculosis and Malaria 
(GFATM) framework for community systems strengthening. 
The gap analysis will show opportunities for strengthening 
the Community Health Systems response in Eswatini 
and gives recommendations for the next steps for the 
Government in Eswatini.

 1.2 The importance of Community Health 

  Systems Strengthening 

There are several international agreements and strategies 
that guide the response to HIV and AIDS, such as the 
sustainable development goals[2] (SDGs) and the UNAIDS 
2016-2021 strategy called “On the Fast Track to End AIDS[3]”. 
The first target is about reaching the 90-90-90 agenda 
meaning that “by 2020, 90% of people living with HIV (PLHIV) 

1. Introduction

2 Amongst others EU/WB Health project with the community score card (implemented 
by World Vision), HC3 community engagement guidelines and many other 
partners working in communities on service delivery like USAID and PEPFAR funded 
programmes and the GFATM with CANGO and its members.
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will know their HIV status, 90% of all people with diagnosed 
HIV infection will receive sustainable ART and 90% of all 
people receiving ART will have viral suppression”. There is 
increasing international recognition that many of these 
targets can only be reached through a well-coordinated 
response at community level. 

The 2016 WHO (World Health Organisation) Consolidated 
guidelines on the use of antiretroviral drugs for 
treating and preventing HIV infection[4] provide 
specific recommendations for a public health approach 
including community responses.3 The guidelines include 
recommendations for expansion of service delivery for 
reaching the 37 million PLHIV, such as improvement of 
quality of care of treatment, integrated service delivery. 
There is a specific focus on community centred and 
community-led health care approaches and shared 
responsibilities for effective programme delivery. 
Civil society organisations (CSOs) and non-governmental 
organisations (NGOs) have played an important role in 
reaching affected communities. They have the ability to 
identify community needs and react to these through 
engaging with amongst others vulnerable groups. CSOs 
are often the ones providing services at this level and 
can advocate for improved programming and policy 
environment that enables their work and the responses in 
the communities. 

The importance of community responses was highlighted by 
Schwartlander et al[5] who describe a strategic investment 
framework for the HIV and AIDS response that intends to 
support better management of national and international 
HIV and AIDS responses. This framework includes critical 
enablers and describes major efficiency gains through 
amongst others community mobilisation, community 
centred design and delivery, and highlight the importance of 
local responses to change the risk environment. Community 
responses are seen as the key modality in achieving 
prevention and treatment goals, protection and realisation 
of human rights, outreach to hidden and marginalised 
populations, stigma reduction increased treatment 
adherence and reduced loss to follow up. The assumption 
is that the capacity of communities needs strengthening 
for taking up this role and need to take into account the 
need for remunerations of community and lay workers 
and the importance of training, guidance, supervision and 
participation of people living with HIV.
The concept of community (health) systems strengthening 
is not always clearly understood. The following definitions 
are used in this report.4, 5

The increased attention to community responses led to the 
development of a Community Systems Strengthening (CSS) 
approach by the Global Fund, that stimulated countries 
to apply for specific CSS interventions in their concept 

notes. The tools developed (in 2014) for this provide a good 
framework for intervention development[6]. The framework 
is used in this assignment as it disentangles key elements 
that need to be in place for a community system to work 
well.

The goal of this community systems strengthening 
approach developed by the GFATM is “to develop the roles 
of key affected populations and communities, community 
organizations and networks, and public- or private-sector 
actors that work in partnership with civil society at the 
community level, in the design, delivery, monitoring and 
evaluation of services and activities aimed at improving 
health. CSS has a strong focus on capacity building and on 
human and financial resources, with the aim of enabling 
communities and community actors to play a full and 
effective role alongside health and social welfare systems.” 

The Global Fund framework contains six core components 
(see figure 1):

1. Enabling environments and advocacy – including 
community engagement and advocacy for improving 
the policy, legal and governance environments, and 
affecting the social determinants of health. 

2. Community networks, linkages, partnerships and 
coordination – enabling effective activities, service 
delivery and advocacy, maximizing resources and 
impacts, and coordinated, collaborative working 
relationships. 

3. Resources and capacity building – including human 
resources with appropriate personal, technical 
and organizational capacities, financing (including 
operational and core funding) and material resources 
(infrastructure, information and essential medical and 
other commodities and technologies). 

Communities are “formed by people who are 
connected to each other in distinct and varied ways. 
They are diverse and dynamic. Community members 
may be connected by living in the same area or by 
shared experiences, health and other challenges, living 
situations, culture, religion, identity or values.” 

Community systems have been defined as “community-
led structures and mechanisms used by community 
members and community-based organizations (CBOs) 
and groups to interact, coordinate and deliver their 
responses to the challenges and needs affecting their 
communities.” 

Community systems strengthening (CSS) is “an 
approach that promotes the development of informed, 
capable and coordinated communities and community-
based organizations, groups and structures.”

3 In these guidelines WHO recommends ART for all people living with HIV.
4 The Global Fund (2010). Community Systems Strengthening Information Note.
5 The Global Fund (2011). Community Systems Strengthening Framework.
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4. Community activities and service delivery – accessible 
to all who need them, evidence-informed and based on 
community assessment of resources and needs. 

5. Organizational and leadership strengthening – 
including management, accountability and leadership 
for organizations and community systems. 

6. Monitoring and evaluation and planning – including 
M&E systems, situation assessment, evidence-building 
and research, learning, planning and knowledge 
management. 

When reviewing some of the literature around community 
health systems strengthening most studies focus on the 
topic of human resources, some described country cases 
and others look at factors that increase effectiveness of 
these programmes. Some of the important lessons from this 
limited literature search are summarised below.

Community health workers:

n	 An overview publication written by Lehmann and 
Sanders of 2007[7] for WHO, reviews the importance 
of community health workers (CHW) and their 
impact on health outcomes. The authors conclude 
that what works is proper selection of community 
health workers, continuous education, involvement 

and training of health service staff and curricula and 
appropriate supervision. There is a need for political 
leadership and substantial and consistent provision 
of resources. They did not find evidence that 
voluntarism works in the long run.

n	 Several studies have focused on CHWs and factors 
that influence their performance[8]. Key factors 
described include: the specific community context 
and health system policy and practice such as the 
availability of a CHW and human resources policy 
and governance structure[9]. Performance is also 
influenced by experiences, mind sets and values that 
shape the behaviour of different actors and how they 
relate to each other[10].

n	 A review by Perry[11] et al in 2014 described the 
history of CHW and analysed the literature on 
the effectiveness of these programmes. There 
is compelling evidence that CHWs are critical 
for helping health systems achieve their targets 
and major improvements were made in reducing 
childhood undernutrition, improving maternal and 
child health, expanding access to family-planning 
services, and contributing to the control of HIV, 
malaria, and tuberculosis infections.

Figure 1 Global Fund framework for community systems strengthening

Input Output

CC1: Enabling 
environments and 

advocacy 

Strengthening interventions

CC3: Resources and 
capacity building

CC4: Community 
activities and service 

delivery

CC5: Organisational 
and leadership
strengthening

CC6: Monitoring, 
evaluation and planning

CC2: Community 
networks, linkages, 

partnerships and 
coordination

Quality services 
are equitably 

available and used 
by the community

Interventions 
coverage increased 
and risky behavior 

reduced

Health is improved 
at the community 

level

Outcome Impact
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Country case studies:

n	 Lundford et al[12] described two cases in Ethiopia 
and Tanzania in 2015 and used the term close-
to-community providers (CTC). They used an 
improvement of Community Health Systems 
Strengthening approach building on formal and 
informal networks in a community that supported 
CTC in addressing gaps in community-based health 
services. They concluded that their CHSS model 
could result in sustainable community-based 
programs, especially for HIV where the continuum 
of care extends beyond the facility and into the 
community.

Factors influencing the effectiveness of Community 
systems interventions:

n	 George et al[13] describe the concept of community 
capability (based on literature analysis) as the 
interplay between: 1) what communities have 
(physical and financial assets, information and skills, 
external linkages), 2) how communities act (breadth 
of participation, cohesiveness and efficacy), and 
3) for whom communities act (leadership, conflict 
solving). 

n	 The studies that were reviewed highlight the 
importance of participatory health system 
interventions at the community level specific to 
different contexts. All interventions should take 
into account pre-existing power dynamics and 
the influence of introducing new resources and 
expectations. Understanding social processes 
are critical for developing realistic expectations, 
adequate resources and design of supportive and 
collaborative actions for community empowerment.

 1.3 Eswatini context and existing 

  community systems 

The Kingdom of Eswatini is a small land-locked country 
bordering the Republic of South Africa and Mozambique. Its 
population is just over 1.4 million people and the country is 
characterised as a lower middle-income country. About 80% 
of the population lives in rural areas. Before the onset of 
the HIV epidemic, the country was having economic growth 
rates of 8-9% per year, which stands now at 1.6% (2013). The 
first case of HIV was discovered in 1986. Eswatini Incidence 
Measurement Survey Study (SHIMS) of 2011[14] showed 
an HIV prevalence rate of 31% among adults aged 18-49 
similarly to the rate found in 2007, indicating a stabilising 

epidemic. These were the highest rates ever seen in the 
world. Eswatini has placed great importance on addressing 
the HIV epidemic and was one of the first countries in the 
world that introduced the ART treatment for all policy in 
2016 (Test and Start). MaxART and Médecins Sans Frontières 
(MSF) have been implementing pilot studies on early 
access to HIV treatment in two districts of Eswatini since 
2014 and the promising lessons learnt have contributed to 
Test & Start being adopted even before the studies were 
completed[15].

The National AIDS Conference “From AIDS Crisis to 
Opportunities: what the world can learn from Swaziland” 
was held in July 2016. The conference provided space for 
reflection on where the country was in meeting HMK 
Mswati III’s vision of an AIDS Free Swaziland by 2022. One of 
the key highlights of the Conference was the launch of the 
Swaziland HIV Investment Case (Umgubudla) by the Prime 
Minister as the national blue print to Fast Track ending AIDS. 

The Swaziland HIV Incidence Measurement Survey Study 
(SHIMS) 2017 showed the results of the strides that 
Swaziland made with HIV incidence dropping from 2.5% per 
year to 1.4% (44% reduction in new infections). Viral load 
suppression increased from 48% in 2011 to 73%. And more 
than 80% of known PLHIV receive ART. Based on the SHIMS 
results analysis, Swaziland is getting close to reaching the 
90-90-90 targets with 85% knowing their status, 87% on 
ART and 92% being virally suppressed[16].

In order to sustain these efforts in the future, the MoH 
recognises that further investments in Community Health 
systems are crucial. Hence it is a good moment in time to 
take stock of what has been done at community level in 
Eswatini, what has been achieved and which lessons can be 
drawn to further guide a more systematic, sustained health 
response that is owned at the community level and has 
clear lines of accountability.

Most of the investments in the health sector have been 
geared towards health systems strengthening and towards 
specific disease programmes. The essential systems and 
linkages between the communities and facilities towards a 
more sustainable system have received less attention. The 
National Development Strategy of Swaziland[17] reflects 
the vision of the Kingdom to eliminate HIV by 2022. One of 
the strategies mentioned is that structures and mechanisms 
for coordinating, monitoring and evaluating development 
programs are to be created at Tinkhundla centres with the 
Ministry of Tinkhundla Administration and Development 
(MTAD) in the driver seat. This is echoed by the extended 
National Strategic Framework (eNSF)[18] guiding the HIV 
response. The strategy acknowledges the importance of 
strengthening community systems and indicates that the 
MTAD has an important role to play. 



13

In Eswatini, communities are organised through the 
traditional set-up with the Inner Council as an important 
decision-making body amongst others on health. The Inner 
Council at Chiefdom level6 is the main decision-making body. 
It is made up by traditional leaders and community members. 
The “Bucopho7” links the traditional system with the local 
government system (“Inkundla Level” level or constituency 
level), which in turn links with the regional administration. 
Each constituency has several chiefdoms, usually 4-6 each. So 
called “chief runners” link the community members with the 
Chiefdom headmen (Indvuna yemucuba). Figure 2 shows a 
graphic explanation of this system8. 

There are several structures under the leadership of the 
Indvuna. The National Emergency Response Council on HIV 
and AIDS (NERCHA) has Kagogo “administrative offices” 
centres in each community (chiefdom). These centres have 
coordinators for the HIV response, which are called Kagogo 
centre clerks. Each chiefdom, constituency and region has 
a Community HIV committee. Most communities also 
have PLHIV support groups. There are also Neighbourhood 
Care Points (NCPs) where Orphans and Vulnerable Children 
(OVCs) receive food. 

The Ministry of Health has been supporting a volunteer 
health cadre in Eswatini since 1976. These are called Rural 
Health Motivators (RHMs). They are selected at community 
level and receive a monthly stipend of 350 SZL9 if funds are 
available. They are responsible for health and social issues 
within the chiefdoms. RHMs have worked with community 
members on promoting health for a variety of primary 
health care topics and have been an important link between 
community members and health services. Most RHMs are 
women. There have been ongoing discussions about what 
education levels RHMs should have, their stipends, their 
training and continuous education, mentoring and support 
system, but as yet there is no policy on this.

Apart from the government, there are many other actors 
in the communities such as the private sector, Non-
Governmental Organisations (NGOs), Community Based 

Introduction

Figure 2: Community organisation in Eswatini

6 There are 400 chiefdoms in Eswatini whose chiefs can report directly to His Majesty 
the King.

7 The Bucopho is the Inkhundla local government council, which comprises of elected 
representatives from the chiefdoms. The Indvuna Yenkhundla is the political head and 
chairs this council

8 Figure developed by F.Jenniskens for the Community Score Card Operational Manual. 
F.Jenniskens and P. Najman. For EU-WB Health, HIV and TB project. April 2014.

9 Eswatini Lilangeni: The equivalent of 350 South African Rand.
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Organisations (CBOs), Faith Based Organisations (FBOs) 
often using different community health service delivery 
systems. These organisations often use a different 
cadres, called community volunteers. Depending on the 
organisation recruiting them, their roles often include the 
work of RHMs, but often includes other activities such as 
targeted programme activities. 

The concept note for the GFATM (2014) highlighted some 
key challenges at this level such as lack of clear linkages, 
referral mechanisms to support service delivery, track 
community contribution to care, support and treatment 
and community information does not always filter into 
national M&E systems (HMIS and SHAPMOS10). Capacity 
assessments have shown that organisations and individuals 
providing services at community level have technical and 
organisational capacity constraints ie: inadequate skills; 
absence of accreditation, standardised training curricula; 
limited financial resources, lack of harmonised guidelines 
and standards of operation for provision of quality 
community-based care11.

10 SHAPMOS is a routine data collection system to collect community level information 
on non-health HIV services in Eswatini, managed by NERCHA. Tinkundla data 
captured at the regional level are fed into an online n national database on a 
quarterly basis.

11 Draft Concept note TB and HIV to the GFATM. September 2014
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2. Methodology

In this report we define Community Systems Strengthening 
(CSS)[19] as “an approach that promotes the development 
of informed, capable and coordinated communities and 
community-based organisations, groups and structures”. 
Community Health Systems Strengthening is therefore CSS 
with a focus on achieving better health outcomes.

The key questions include:

n Which different approaches have been used in the 
promotion of community health and how have they 
contributed to a more sustained community system?

n What are the major gaps in the response (using the 
CSS framework) 

n What can be learned from the current interventions 
and how can Eswatini best focus on developing a 
sustainable health sector response at community 
level to reach better health outcomes?

The Global Fund framework for Community Systems 
Strengthening described above (see fig 1) was used as 
the analytical framework and questions were categorised 
around the 6 components mentioned at the input level.
Initially the approach was to ask key partners for their 
reports and strategies. Hereto, the MoH send a letter to 
the main partners identified as working at community 
level asking for their main strategies and experiences and 
reports. However, the response was low and therefore the 
main methodology for this assessment changed towards 
interviewing key informants from the Ministry of Health 
and implementers of community interventions in person. 
The list of key informants was developed jointly with the 
MoH to ensure that all important partners were included 
(annex 2 shows organisations that were interviewed).

A questionnaire was developed with sub questions 
for each of the 6 components of the CHSS framework 
described above. The last questions focused on reflections 
on the future of CHSS in Eswatini (see annex 1 for the 
questionnaire) and included recommendations for 
improving CHSS. The questions were a mix of open 
questions and yes or no options. During analysis the open 
questions were categorised so that most common answers 
could be tabulated. Organisations could provide more 
answers to the same question. In the tables presented in 
this report answers that received counts of 2 or less are not 
presented.

The interviews took place between March and July 2017. 
All interviews were audio recorded and answers were 
entered in a spreadsheet for further analysis. Analysis took 
place between October and December 2017 and reporting 
in February/March 2018. After review of the MoH the final 
version was ready in August 2018.

In total 33 organisations were interviewed (see annex 2).  
For the purpose of analysis these were grouped as follows:

The questions relating to service provision and 
implementation of programmes were asked to all except the 
development partners as they work through implementing 
partners. The group of development partners were mainly 
asked about their views and recommendations on how to 
strengthen CHSS. 

Type of organisation Number 
inter-

viewed

Civil society (Eswatini NGOs, FBOs and 
CSOs)

13

Development partners 3

International NGOs (all NGOs with an 
international link)

9

Ministry of Health (national and regional 
level)

6

Other Government 2
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The results of this assessment are depicted as numbers 
and percentages including the denominator, as not all 
respondents provided answers to all questions. The first 
table provides an overview of how many respondents 
answered the main questions (yes or no). The rest of the 
results provide explanations to these responses.

 3.1 Mapping activities of organisations 

  working in communities across the 

  CHSS framework 

A.   How do organisations work across the 
6 components of the CHSS framework?

Table 1 shows the number (and percentage) of different 
types of organisations working on the 6 components of the 
GFATM framework. These were answers provided without 
prompting or explaining the questions, nor providing 
definitions of what was meant with the question. As the 
3 development partners were not working directly at 
community level, they were not included in the analysis.

Enabling environment and advocacy: Of all respondents 
63% said they undertook activities to create an enabling 
environment. This was 100% for the government 
respondents, but only 52% for CSOs and iNGOs (12 out of 23).

Community networks, linkages, partnerships and 
coordination: Only 14 out of 30 organisations mentioned 

they were coordinating their activities (47%). 50% said they 
were working with national umbrella bodies and only 20% 
were implementing any training activities for enhancing 
partnerships and coordination.

Resources and capacity building: Few respondents (33%) 
were undertaking capacity development activities and 60% 
provided some kind of resources to communities. 

Community activities and service delivery: The highest score 
of 93% was given to provision of services in the community, 
which was expected as this was also the group we were 
identifying as respondents. Most of the organisations were 
working with the community leadership (87%) and 73% 
were using planning, monitoring or evaluation tools for their 
work, meaning that still 27% of organisations do not use any 
tools.

Organisational and leadership strengthening: Most of 
the civil society organisations and iNGOs worked with 
volunteers in the communities (80%) that they recruited 
themselves (70%), trained themselves (70%), supervised 
(70%), used some form of guidance and training manuals to 
support them (67%) and 53% provided them with a stipend 
or incentive. Most of them also worked with RHMs (87%), 
but much less was done to train them (47%), supervise 
them (40%), using manuals or guidance for them (30%) and 
provided incentives or stipends (20%).

Monitoring and evaluation and planning: Only 42% 
of all organisations were evaluating their community 
programmes.

3. Results
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Table 1: Comparison of CHSS 
components across organisational type 
(N=30)

Civil 
Society

iNGOs  Ministry 
of Health 

Other 
Govern-

ment 

Total

(n=13)
Count

(n=10)
Count

(n=6)
Count

(n=1)
Count

Count %

Enabling environment and advocacy (n=30)

# who undertook any activities towards the 
creation of an enabling environment for CHSS 
in Eswatini or any advocacy activities towards 
reaching this

5 7 6 1 19 63%

Community networks, linkages, partnership and coordination (n=30) 

# coordinating these activities 5 4 4 1 14 47%

# working with national umbrella bodies for NGOs, 
FBOs or other civil society networks 

5 5 4 1 15 50%

# implementing any training or capacity 
development for enhancing coordination and 
partnerships 

3 2 1 0 6 20%

Resources and capacity building in general (n=30)

# who undertook any capacity development 
activities 

5 3 2 0 10 33%

# who provided resources to communities 10 6 2 0 18 60%

Human Resources and capacity building: Community Volunteers (n=30)

# working with community volunteers 11 8 4 1 24 80%

# recruiting community volunteers themselves 9 7 4 1 21 70%

# training community volunteers 9 7 4 1 21 70%

# who gave a stipend or incentives 8 5 3 0 16 53%

# who supervise community volunteers 10 7 4 0 21 70%

# who used any manuals of other guidance for their 
programme 

8 5 3 1 17 57%

Human Resources and capacity building: RHMs (n=30)

# working with RHMs  12 9 4 1 26 87%

# who trained RHMs 5 6 3 0 14 47%

# who gave a stipend or incentives 3 1 2 0 6 20%

# who supervised RHMs 5 5 2 0 12 40%

# who used any manuals of other guidance for their 
programme 

3 4 2 0 9 30%

# who worked with any other health workers in the 
communities 

8 4 1 0 13 43%

Community activities and service delivery (n=30)

# who provided services in communities 13 10 4 1 28 93%

Organisational and leadership strengthening (n=30)

# who worked with community leadership 13 7 5 1 26 87%

Monitoring, evaluation and planning (n=30)

# who used any planning, monitoring or evaluation 
tools

11 7 3 1 22 73%

# who have evaluated their community work 6 5 1 1 13 43%
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B. What were the main objectives and 
strategies used?

All organisations were asked for the main objectives of their 
work and which strategies they used for implementing their 
activities.

Table 2 presents the most common objectives of the 
organisations interviewed (multiple answers could be 
given by one organisation). Objectives with less than 2 
organisations working on it are not mentioned in this 
chapter. 

Most of the organisations were working towards increasing 
demand for and access to Sexual Reproductive Health 
and Rights (SRHR) and HIV information and services (41%) 
and 28% was doing this through outreach into different 
communities, others specifically focused on strengthening 
the referral system and link clients to clinics (22%). Another 
19% supported PLHIV and 19% worked towards retaining 
PLHIV and TB patients in care. None of the civil society and 
iNGO implementers had specific objectives addressing 

coordination, linkages and support to relevant ministries to 
facilitate community health systems development. Yet all 
development partners and different ministries mentioned 
this as an objective. 

Table 3 shows that 70% of the organisations were using 
community mobilisation strategies for reaching their 
objectives and 23% involved the community leadership in 
this. Only 20% were supporting the leadership in taking 
ownership. Other strategies included training of expert 
clients or community members and door-to-door visits and 
other home-based visits.

Table 2: Community work in 
Eswatini: Objectives 

Civil 
Society

Devel-
opment 
partners

 iNGOs Ministry 
of Health

Other 
Govern-

ment

Total (n=32)

(n=13)
Count

(n=2)
Count

(n=10)
Count

(n=6)
Count

(n=1)
Count

Count %

Objectives of the Community work in Eswatini

Increase demand for, access to and 
uptake of SRH (incl. HIV) information 
and services

5 2 5 1 0 13 41%

Outreach of Health Care Services to 
vulnerable / high risk populations for 
HIV/ hard to reach

4 1 2 2 0 9 28%

Strengthen the national referral system 
/ facilitate client linkage to services 3 1 2 1 0 7 22%

Helping PLHIV (legal rights, water, 
sanitation, livelihood resilience, food 
security, income generating, saving 
schemes, palliative care)

3 0 2 1 0 6 19%

Strengthen adherence and care 
retention (PLHIV/TB)

2 1 1 2 0 6 19%

Coordination, linkage of and support to 
relevant ministries in the Health Sector 
to facilitate community development

0 3 0 1 1 5 16%

To increase survival of the under-fives 
and promote safe motherhood

1 0 3 0 0 4 13%

Active case finding in communities  
(HIV, TB)

0 0 2 1 0 3 9%
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C. What was done in terms of creating an 
enabling environment and advocacy?

Respondents were asked to describe which activities 
they were undertaking in terms of creating an enabling 
environment12 or advocacy activities. 

Table 4 shows that 19 out of 30 (63%) organisations 
mentioned that they implemented activities towards the 
creation of an enabling environment and advocacy at 

community level, yet when asking more specifically what 
this entailed the responses were limited. 33% promoted 
engagement and dialogues between communities and 
health services, 17% supported the community leadership 
in taking ownership of the programmes and 10% were 
advocating for women’s health and rights and SRHR. 

Table 3: Community work in 
Eswatini: Strategies

Civil  
Society

Develop-
ment 

partners

 iNGOs Ministry 
of Health

Other 
Govern-

ment

Total (n=32)

(n=13)
Count

(n=2)
Count

(n=10)
Count

(n=6)
Count

(n=1)
Count

(n=32)
Count

 %

Strategies of the Community work in Eswatini

Mobilisation of people through 
outreach services and traditional and 
existing community structures (RHMs, 
peers, churches, schools, health days, 
campaigns, group debates, support 
groups)

10 1 6 3 1 21 70%

Involvement of community leadership 2 0 4 1 0 7 23%

Support and sensitisation of community 
leadership to take ownership of 
programs

2 1 1 2 0 6 20%

Door to door promotion, provide 
information, screening for various kinds 
of support (educational)

3 0 1 1 0 5 17%

Home based visits / care to facilitate 
referrals and care

1 1 1 2 0 5 17%

Training expert clients to assist 
communities with uptake of services 
and adherence to treatment

1 0 2 2 0 5 17%

Training of community members / 
volunteers / peers to enhance client 
referrals

3 0 2 0 0 5 17%

Table 4: Activities towards the  
creation of an enabling environment  
for CHSS

Civil  
Society

 iNGOs Ministry 
of Health

Other  
Govern-

ment

19 out of 30 
answered this 
question af-

firmative
(DPs excluded= 

63%)

(n=5)
Count

(n=7)
Count

(n=6)
Count

(n=1)
Count

Count  %

Description of activities 

Promote engagement and dialogue between 
communities and health services to improve linkages 
and services

2 4 3 1 11 33%

Support and sensitisation of community leadership to 
take ownership of programs

1 1 3 0 5 17%

Advocacy for women health and rights to access 
Maternal Health, and SRH services of women, girls and 
young people

2 1 0 0 3 10%

12 including community engagement and advocacy for improving the policy, legal and 
governance environments, and affecting the social determinants of health. 
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D. What was done for strengthening 
community networks, linkages, 
partnership and coordination?

Respondents were asked to name the coordination 
mechanisms they worked with including umbrella bodies 
for NGOs. They were also asked to explain the kind of 
capacity development they were undertaking for enhancing 
coordination. 

Table 1 showed that only 47% of the organisations were 
coordinating their activities. Different mechanisms were 
mentioned such as participating in a consortium of 
partners for service provision (4), participate in community 
meetings on relevant topics (3), participate in bi-annual 
partner workshops (1), communicate with partners to solve 
specific problems in a community (1), participate in monthly 
coordination meetings (1) and participate in the monthly 
regional health management team meetings (1). Some of 
the answers did not relate to coordination of work.

30% of the organisations were meeting as members of 
CANGO and 7% were participating in Technical Working 
Groups from the government either at national or regional 
level. 

Six organisations (20%) mentioned they were undertaking 
training or capacity development for enhancing 
coordination and partnerships. Three of them were technical 
trainings that did not relate to improving coordination 
or partnerships. Only one iNGO was training community 
leaders in coordinating their partners.

E. What activities were undertaken for 
strengthening (human) resources and 
capacity building?

For the questions on human resources the same set of 
questions was asked for community volunteers (CVs) 
and for rural health motivators (RHMs). These questions 
focused on recruitment, training (including on which topics), 
on stipends, enumeration or incentives and supervision 
mechanisms.

Only 10 organisations indicated they undertook capacity 
development activities in their community programmes. 
Two were training community leadership and two were 
training RHMs (MoH) and one trained council members. 
The rest of the organisations were training specific target 
groups such as nurses, day care givers, day care mentors, 
adolescents, expert clients, high risk populations, men, 
parents, PLHIV, programme officers, supervisors, teachers, 
women and para-legal volunteers.

When specifically asking about the role of Community 
Volunteers and Rural Health Motivators in their 
programmes, the organisations identified the following 
tasks for these two different cadres (see table 5). There are 
two main tasks the same for both groups, being community 
mobilisation/ motivating for services and support and 
conducting home visits. The community volunteers 
have more specific tasks related to the programme 
implementation and are also involved in training, 
facilitation, monitoring, reporting and mentoring. The RHMs 
are more often assisting the organisations with a variety of 
activities such as client follow-up, case identification, and 
mostly with referrals.
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Table 5: Organisations 
working with volunteers

Total (n=25) Organisations working 
with RHMs

Total (n=26)

Count  % Count  %

Main Tasks of Community Volunteers Main Tasks of RHMs

Community mobilizers/motivators 
for services and support

12 48%
Community mobilizers/motivators 
for services and support

12 44%

Conduct home visits (provide 
information, screening, adherence, 
defaulting)

6 24%
Conduct home visits (provide 
information, screening, adherence, 
defaulting)

3 11%

Assist with coordination of and 
facilitation during events and 
activities

5 20%
Assist with coordination of and 
facilitation of support groups 1 4%

Educate the community on health 
issues

5 20%
Educate the community on health 
issues

4 15%

Expert Clients (Conduct community 
dialogues, defaulter-tracing, 
support group supervision, training 
support groups on treatment 
literacy)

6 24%

Assist Expert Clients

2 7%

Case Identification in the 
community, and linking cases with 
facilities

2 8%
Case Identification in the 
community 2 7%

Capacity building (Training of 
traditional community leadership, 
establishing development 
committees)

1 4%

Assist with client follow up

3 11%

Report writing 1 4% Identify target beneficiaries 1 4%

Training and monitoring of support 
groups

1 4%
Information dissemination

1 4%

Mentors/Peer educators 3 12% Provide counselling 1 4%

Assist with referrals 7 26%

Assist the organisation in 
identifying gaps in providing 
services to the community

1 4%
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When comparing the topics in which they train community 
volunteers and Rural Health Motivators some of the topics 
were the same such as health service programmes, but 
Community Volunteers (52%) were more often trained in 

these than the RHMs (29%). The RHM training were less 
comprehensive and did not include training of community 
leadership and programmatic issues (see table 6). 

When it came to payment of stipends or incentives there 
were large differences between the two groups (see 
table 7). When looking at the number of organisations 
working with community volunteers 18/24 (75%) were 

compensating them, while only 6/26 (23%) of organisations 
were compensating RHMs. Furthermore, if an honorarium 
was given this was much lower for the RHMs and in general 
what RHMs were offered was much less. 

Table 6: Topics of training: 
Community Volunteers 

21 organisations were 
training Community 

Volunteers

Topics of training: RHMs 14 organisations 
were training RHMs

Count  % Count  %

Health services and programmes 
(immunisations, SRH, ANC, PMTCT, 
Adherence, Treatment literacy, 
Nutrition, HIV, TB, GBV issues, 
WASH, Environmental)

11 52%

Health services and programmes 
(immunisations, SRH, ANC, PMTCT, 
Adherence, Treatment literacy, 
Nutrition, HIV, TB, GBV issues, 
WASH, Environmental)

4 29%

Mobilising for uptake of services 3 14% Mobilising for uptake of services 2 14%

Counselling skills 2 10% Counselling skills 1 7%

Facilitation skills 2 10% Facilitation skills 2 14%

Service Promotion 2 10% Service Promotion 3 21%

Roles and duties in the 
community

2 10%
Comprehensive maternal, new 
born and child health

1 7%

Communication skills
1 5%

Build capacity on health education 
sessions

1 7%

Capacity building (Training of 
traditional community leadership, 
establishing development 
committees)

1 5%

Patient follow-up and referral 
(Linking client to care)

1 7%

Comprehensive maternal, new 
born and child health

1 5%
Thematic health topic

1 7%

Comprehensive Sexuality 
Education

1 5%
Social justice interventions

1 7%

Conducting home visits
1 5%

Programme Curriculum and 
Policies

1 7%

Palliative care 1 5% Project objectives 1 7%

Peer education skills 1 5%

Project/Programme Tools 1 5%

Programme Curriculum and 
Policies

2 10%
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Table 7: Community  
Volunteers 

18 organisations  
were giving stipends  

or incentives

Rural Health Motivators 6 organisations were 
giving stipends or 

incentives

Count  % Count  %

Nature of Stipends / Incentives Nature of Stipends / Incentives

Monthly Honorarium (between 
250 and 1000 Elangeni1)

4 22%
Monthly Honorarium (between 
250 and 350 Elangeni)

4 67%

Monthly Honorarium (between 
1000 and 2000 Elangeni) 7 39%

Results based payment (# of follow 
ups / # of cases identified / # of 
prevention sessions held)

2 33%

Results based payment (# of 
follow ups / # of cases identified / 
# of prevention sessions held)

2 11%
Work equipment and materials/
tools 2 33%

Work equipment and materials/
tools

3 17%
Allowances (transport, airtime)

1 17%

Allowances (transport, airtime)

8 44%

Paid in kind (attend local and 
international events, participation 
in income generating activities, 
presents)

1 17%

Paid in kind (attend local and 
international events, participation 
in income generating activities, 
presents)

1 6%

Refreshments

1 17%

Refreshments 1 6%

Pension contribution 1 6%

Uniform 2 11%

Bag to carry kit 1 6%

Bicycles / GIS gadgets as mode of 
transport

1 6%

Daily Honorarium 1 6%

Monthly Honorarium (amount 
unknown)

1 6%
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F. Which activities were undertaken 
for community services and service 
delivery? 

Organisations were asked to indicate which services they 
were providing and to whom. They were also asked for the 
coverage and reach of their activities, but these answers 
were not clear enough to analyse further.

Of all the organisations interviewed, 93% is providing some 
kind of services in the community. Table 8 shows the most 
common services that were provided: information and 

education about HIV, TB and SRHR (33%), HIV counselling 
and testing (23%), screening for (Sexual Transmitted 
Infections (STIs), TB and Non-Communicable Diseases 
(NCDs) (23%) and linking, follow up, referrals and case 
finding (20%). Other services mentioned (mostly once) 
ranged from Male Circumcision, Information Education 
and Communication (IEC) for OVCs, services for PLHIV, 
community treatment support, community development, 
condom distribution, first aid, legal advice, immunisations, 
HBC, IEC for maternal and neonatal care, counselling, 
treatment literacy and service for under-fives.

G. Which activities were undertaken 
for organisational and leadership 
strengthening?

Respondents were asked to describe how they were working 
with community leadership and what their experiences 
have been in doing so. They were asked to give an indication 
of how they engaged in the programme and if the 
leadership owned the programme and if in what way.

Most organisations (63%) access communities through 
their leadership and 40% explain their project in meetings 
at chiefdom level (see table 9). Another 40% also explains 
the project at the constituency level. Only one organisation 

engages the traditional leaders for championing the project 
and one provides grants to the community leaders to 
conduct community activities. 

Organisations were asked to qualify the engagement of 
the leadership in the programmes and 33% mentioned 
they were good at mobilising community members for 
meeting and community dialogues, 30% experienced their 
active involvement and ownership of the programme, 15% 
demanded feedback and information about progress and 
11% were supervising and monitoring the volunteers. Lastly, 
11% said community leaders would always prioritise their 
own agenda’s first. 

Table 8: Service delivery provided in 
the communities 

Civil  
Society

iNGOs Ministry 
of Health

Other 
Govern-

ment

28 out of  
30 organisations 
provided services 

(denominator is 30)

(n=12)
Count

(n=7)
Count

(n=6)
Count

(n=1)
Count

Count  %

Kind of Service Delivery 

Information and Education on SRH (incl HIV), TB 5 3 2 0 10 33%

HIV Testing and Counselling 4 3 0 0 7 23%

Screening (STI/TB/NCD) 3 4 0 0 7 23%

HIV Case finding, Linkage, Follow Up and Referral 
services

2 3 1 0 6 20%

Primary Health Care Services at community level 2 2 0 0 4 13%

General Health Services (Diabetes, Hypertension, 
NCDs)

2 1 0 0 3 10%

SRH services 2 1 0 0 3 10%
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Table 9: Working with the community 
leadership

Civil 
Society

iNGOs Ministry 
of Health

Other 
Govern-

ment

26 out of 30 are 
working with com-
munity leadership 

(denominator is 30)

(n=13)
Count

(n=7)
Count

(n=5)
Count

(n=1)
Count

Count  %

Description of approach 

Access community through leaders 10 4 4 1 19 63%

Explain the project to the Community Development 
Officers (CDO) at a chiefdom level meeting

4 3 4 1 12 40%

Explain the project to the constituency leaders at 
their meeting and agree on project and feedback

4 5 2 1 12 40%

H. What was done in terms of planning, 
monitoring and evaluation?

Respondents were asked to describe their planning cycle, 
who was involved in it, to describe the monitoring process 
and again who was participating in it. They were also asked 
if their programme was evaluated. 

From all the organisations 73% are using some form of 
planning and monitoring tools and systems for their 
community work, yet most of them are using their own 
systems and strategies for this. In total 31 different 
descriptions were given of how this is done. The most 
common was that 23% involved the beneficiaries to voice 
and prioritise issues during the planning phase, 22% carried 
out assessments to inform planning and 13% mentioned 
that the head office develops the work plan for the year 
based on activities and available resources.

Most of the planning was done by project staff and 
coordinators (43%), but in 23% community leaders were part 
of this process. Sometimes volunteers and support group 
members were part of this process (13%).

19 different ways of monitoring were mentioned by 23 
organisations. Most used monthly reporting formats 
(34%). Some used mobile phones for monitoring, others 
had weekly team meetings at the level of the organisation, 
other did quarterly supervision and used these for reporting 
and monitoring, one did unscheduled supervision and 
some used mentors to review progress. Only 13% used 
standardised reporting tools.

There were a lot of different people involved in monitoring 
such as staff of the organisations, volunteers, support group 
members, M&E focal persons from different projects, RHM 
trainers and RHMs, managers of clinical teams, managers of 
community services, local health facilities and community 
leaders.

 3.2 Reflections on CHSS in Eswatini by the 

  organisations interviewed 

The key challenges that were most often mentioned by the 
organisations (28 answered) working with communities 
are listed below for each element of CHSS framework. 
These answers reflect interviewees own words but were 
summarised for readability.

Enabling environment and advocacy:
n Lack of a clear policy from the national level MoH 

that outlines a clear structure and way of work for 
community health systems

n No clear views on sustainability of community 
interventions

n Community systems strengthening is often not part 
of the planning of projects

n Partners often insensitive to community structures

Coordination, community networks, linkages and 
partnerships:

n Lack of a governing board / coordination mechanism 
of partners in the community to avoid duplication 
of activities and create awareness of efforts in 
communities, and identify underserved communities

n Lack of collaboration between funders to avoid 
duplication of the same projects

n Competition between partners
n Linkage between iNGOs and MoH community 

systems needs strengthening
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(Human) Resources and capacity building:

n Lack of standardisation of recruitment for RHMs and 
community volunteers (minimum age, retirement, 
literacy level, pension) and incentives

n Lack of human resources to strengthen community 
health systems

n Lack of clearly defined entry points for community 
health care workers, their training package, and 
supervision

n Insufficient provision, support and supervision of 
RHMs resulting in high turn-over of community 
cadres

n Lack of motivation of CHW placed in rural areas (lack 
of proper facilities, supervision, equipment, supplies, 
staff etc.)

n Negative attitudes of Health Care Workers (HCWs) 
on task shifting, client interaction etc.

n Not enough equipment and resources

Community activities and service delivery

n Lack of integration of remote community system 
into the formal health system

n Lack of decentralisation of decision making powers 
at national level to regional and lower levels

n Lack of decentralisation of services from the facilities 
into the communities

n Creating a demand for local services without 
providing services locally

n Lack of consolidated services to a family by one 
trained multidisciplinary team

Organisational and leadership strengthening

n Projects are disadvantaged (no change, no 
coordination, no focus) by lack of community 
ownership and leadership

n Lack of feedback to and sufficient involvement 
of community leadership

Planning, Monitoring and evaluation

n Top down approach imposed on communities
n Lack of using collected data to analyse and make 

informed decisions

The organisations interviewed had very many ideas 
on how to improve community health systems. The 
key recommendation from the partners are listed in 
Annex 3 and are further extrapolated in the chapter on 
recommendations. 
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Despite considerable efforts with encouraging results of 
the Eswatini government and MoH more specifically to 
strengthen the responses to HIV and AIDS, a systematic 
approach for community responses is yet to be developed. 
Now that such good progress has been made in reducing 
incidence and providing lifelong ARVs to PLHIV it becomes 
increasingly important to strengthen community systems 
not only for HIV and AIDS, but also for the most common 
public health problems and disease programmes. 
 
Table 1 provides an overview of how civil society organisations, 
international NGOs, development partners, the Ministry of 
Health and other government departments are working across 
the six elements of the framework for Community Systems 
Strengthening in Eswatini. This table provides a somehow 
flattering picture of the situation and when asking more deeply 
about what organisations actually do in terms of strengthening 
the system itself the gaps became clear. 

The biggest gaps found for each of the GFATM elements are 
the following:

1. Few efforts are geared towards the creation of an 
enabling environment and advocacy: while 63% of 
organisations say they work towards this objective, 
in actual fact less than 1/3 did mention activities 
and 17% was geared at creating more ownership of 
community leaders for CHSS programmes. There was 
little to no activity towards advocacy for improving 
the policy, legal and governance environments, and 
towards the social determinants of health. 

2. iNGOs and national CSO partners invest barely 
in strengthening community networks, linkages, 
partnerships and coordination: less than half of 
the organisations are coordinating their activities 
at one level or the other (as participants in existing 
groups) and only 1 iNGO was actual training 
community leaders in coordinating their partners. 
None of the organisations were working towards 
strengthening coordination and partnerships in a 
more comprehensive system linking communities to 
the national level.

3. Most organisations focus on community 
activities and service delivery, yet there is little 
comprehensive PHC and many focus on a single 
disease or activity: organisations working on service 
provision at community level (93%) are doing this 
mostly according to their own project objectives in 
the absence of clear guidance from the government 
about a minimum package of services to be delivered 
in communities. There are many organisations 
implementing projects with a single focus. The 
variety in services provided is large.

4. There are big differences in approaches for 
strengthening (human) resources and capacity 
building and community volunteers receive more 
training and resources as compared to RHMs: 

 •  Only 5 out of 30 organisations train existing 
community cadres (RHMs, council members, 
community leadership) and most of these were 
governmental organisations. For the other 
respondents most training efforts were for specific 
target groups within their specific projects that 
do not necessary lead towards better and more 
comprehensive service delivery in all communities 
in Eswatini. 

 •  Community Volunteers (CVs) received more 
support in their work than RHMs. They were more 
often trained: 70% CVs versus 47% RHMs; they 
more often received a stipend or incentives: CVs 
53% versus 20%; they were more often supervised: 
70% versus 40%; they used manuals or other 
guidance for their programme more often: CVs 57% 
versus 30% RHMs.

 •  If stipends or incentives were given there was 
a major difference in the height of these with 
CVs being better resourced than RHMs. 18 
organisations reward volunteers and 6 reward 
RHMs. There are large discrepancies in what one 
gets and some receive results-based payments.

 •  There was also a difference in the tasks that 
were implemented by CVs and RHMs. Apart from 
community mobilisation/ motivating for services 
and support and conducting home visits that 
was done by both, the CVs have more specific 
tasks related to the programme implementation 
and are also involved in training, facilitation, 
monitoring, reporting and mentoring. The RHMs 
are more often assisting the organisations with a 
variety of activities such as client follow-up, case 
identification, and mostly with referrals.

5. Partners do not directly work towards 
strengthening organisational and leadership 
capacity: organisations by and large interpret this 
element as accessing communities through the 
leadership formally asking for permission, rather 
than assisting leadership with tools and capacity to 
take charge of community activities.

6. There is no common framework for planning, 
monitoring and evaluation of community work: 
most organisations have their own system and 
25% do not use any system at all. 23 organisations 
mentioned 19 different ways of monitoring their 
work and different cadres are used by different 
organisations.

4. Conclusions



28  Community Health Systems Strengthening in Eswatini

In this chapter reflections from the different respondents 
(annex 3) about the main challenges of CHSS in Eswatini 
and how these can be addressed are brought together with 
lessons learned and experiences reflected in the literature. 
Also, specific recommendations from the MoH itself after 
reading the first version of the report, are incorporated in 
this section.

The most important is a call from many respondents for a 
policy and strategic framework set by the government that 
guides community work in Eswatini in the decades to come. 

Recommendation 1: The Ministry of Health needs to 
develop a strategy that provides an enabling environment 
for all different partners to work in across all six elements 
of the CHSS framework. This should be elaborated as 
part of the upcoming national 5-year strategic plan 
for the health sector as a whole, to be implemented as 
of 2019. It should include a description of community 
response structures, entry points and linkages from higher 
to community level, guidance for community health 
workers and volunteers including remuneration packages, 
minimum standards for service delivery, a section about 
how community work should be resourced (human and 
financially) and a framework for monitoring. Hereto 
decisions need to be made about decentralisation of 
decision-making powers to what level. The strategy should 
include an investment and financial plan that includes CHSS. 
Finally, a set of tools should be developed for use by all 
partners which include tools for coordination, partnerships, 
engagement and responsibilities of communities, engaging 
and championing leadership, planning, monitoring and 
evaluation. 

Recommendation 2: The MoH should develop a structure 
for regulating, overseeing and guiding all community 
health work. Current discussions in the ministry focus 
around clustering of programmes. A cluster for Community 
Health, that addresses all 6 elements of the CHS system 
described in this report, would be a good way forward 
and provide the necessary guidance and coordination 
to all different partners and stakeholders. This should 
include the nomination of a professional team at national 
level that includes at the minimum a Medical Doctor 
with Public Health specialisation supported by a team 
of community health nurses. It needs key focal persons 
overseeing and coordinating CHSS efforts at each level 
of the system (national, regional, constituency) that can 
support multidisciplinary community health teams. The role 
of umbrella bodies such as CANGO and others vis-à-vis the 
government should be clarified and mandates should be 
strengthened. A financing mechanism needs to be part of 
this coordination effort in which development partners can 
contribute funds.

Recommendation 3: The MoH should regulate the 
minimum standards for service delivery at community 
level and plan for all communities to be covered by at 
least this minimum package of services. Creating strong 
linkages between communities and health facilities are 
essential for linking the needs of the people with the 
services that are delivered. Considerations need to be made 
about which system will best suit the needs of communities 
in Eswatini, for example using a family health approach, 
implementing outreach services with mobile clinics etc. 
Regulation includes: 1) definition of packages for service 
delivery including who will receive which services, when, 
where and how; 2) deployment of service providers at 
which level, where and with which qualifications; 3) training 
and standards of care; 4) supervision; 5) referral systems 
from community to nearest clinic and to higher secondary 
and tertiary level; 6) quality assurance, monitoring 
and evaluation. There are calls for more clinics, better 
infrastructure, transport, increased opening times of clinics 
based on flows and needs.

Recommendation 4: As part of the regulations for 
standard of care there is an urgent need to review what 
human resources are needed at community level, clarify 
their roles and remuneration packages and bring clarity 
and harmonisation about RHMs and volunteers. There 
is a limit to what can be asked from volunteers and 
professionalisation of community cadres (CHWs) is shown 
to be effective in several other countries. Professionalisation 
includes decision-making about what kind of health 
professionals (i.e community health nurses) should work in 
the communities and how they can be supported by RHMs 
and volunteers. For the existing RHMs and volunteers there 
is an urgent need to standardise recruitment (minimum age, 
capacity level, literacy levels, retirement age, remuneration, 
regulation of incentives etc), reporting structures, roles 
and responsibilities, supervision, training and professional 
development packages, reporting mechanisms and the 
kind of resources that are needed at community level. The 
government (MoH) should set the standards, while other 
partners can assist in the implementation.

Recommendation 5: The backbone of the community 
system lies with the community leadership that needs 
to be engaged and empowered to take up the role. 
Community leadership needs to be empowered and 
champion the planning, budgeting, design, monitoring 
and evaluation of their own specific community health 
interventions in an inclusive manner. The national 5-year 
strategic plan for the health sector should lay out what 
needs monitoring at what level and how reports will flow up 
and down the system. It should include planning and M&E 
tools. 

5. Recommendations
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Recommendation 6: Community health work needs 
to be funded. Oftentimes community health systems 
strengthening receives one of the lowest priorities in the 
overall health system and therefore is poorly funded and 
resourced. Yet it is at this level that much of the health 
prevention activities take place and efficiency gains can 
be achieved if the right services are delivered close to the 
people. The MaxART programme has shown the importance 
of a community approach in increasing HIV testing, 
treatment and retention. Government resources should be 
reserved for creating a basic infrastructure for community 
health and development partners should be able to 
contribute to these efforts through for example a common 
basket.

 The way forward 

Implementing the recommendations of this report 
require a strong commitment and vision from the MoH, 
recognising the importance of community health and 
building on successes of different community interventions. 
The recommendations of this mapping exercise will lead 
towards strengthening the existing health system with 
a well-structured community component. The MoH can 
use the momentum created by the new “Health Bill” to be 
approved in 2018 or 2019, whereby the ministry will have a 
regulatory mandate for the health sector.

There are a number of steps that would help kick-starting 
this process which include:

n Discuss the recommendations of the report in the 
Senior Health Management Team meeting of the 
MoH and decide how the recommendations can 
become part of the strategic planning process for the 
Ministry that will start soon.

n The capacity in the ministry to ensure that 
recommendations are taken forward in the strategy 
to be developed is limited at this moment. It will 
require a team led by a senior public health medical 
officer with support from a dedicated team of 
experts and some technical assistance.

n A task force led by the MoH, with a strong vision 
and strategic thinking power, should guide the 
development of the broader MoH strategy’s 
community component. It should also support in 
the implementation of the different steps once 
the Community Health Cluster has been formally 
approved. Develop an operational plan for the cluster 
and support resource mobilisation. 
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Questions Description  
of answers 

Remarks

General questions CHSS

1 Has your organisation been involved in Community 
work in Swaziland? (can be funding or implementing, 
please mention; if funder please mention which 
organisations are funded by them to avoid double 
counting)

Y/N

2 What were the objectives of this work?

3 Which strategies did you use?

Human resources

4 Did you work with community volunteers? Y/N

4.1 Did you recruit these yourselves? ( if yes describe 
mechanism)

Y/N

4.2 What was their main task?

4.3 Did you train them? Y/N

4.4 If so, in which topics and what way? (probe once or 
at regular intervals)

4.5 Did they receive a stipend or incentives? Y/N

4.6 If so, please describe the nature of these?

4.7 Did you supervise them? Y/N

4.8 If so how was this done and by whom?

4.9 Did you use any manuals of other guidance for your 
programme?

Y/N

4.10 Can you share these with us?

Annex 1: Questionnaire used for  
interviewing respondents

 Questionnaire for Community Health Systems Strengthening in Swaziland

Name of organisation

Name(s) of person(s) spoken to

Job title

Date of interview

List of resources recieved (electronic and hard copy)

Who is funding the community work?
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5 Did you work with RHMs? Y/N

5.1 Did you recruit these yourselves? ( if yes describe 
mechanism)

Y/N

5.2 What was their main task?

5.3 Did you train them? Y/N

5.4 If so, in which topics and what way? (probe once or 
at regular intervals)

5.5 Did they receive a stipend or incentives? Y/N

5.6 If so, please describe the nature of these?

5.7 Did you	supervise them? Y/N

5.8 If so how was this done and by whom?

5.9 Did you use any manuals of other guidance for your 
programme?

Y/N

5.10 Can you share these with us?

5.11 Did you work with any other health workers in the 
communities?

Y/N

5.12 If yes, please describe

Service delivery

6 Which kind of service delivery did you provide in the 
communities? (probe for health-related services, 
linkages to clinics, treatment support, any other 
mechanisms or activities in the community)

6.1 What was your target area? (probe for names of 
regions, constituencies)

6.2 What was your coverage in these areas? (if not 
known ask for estimate, I am after the number of 
total number of communities in target area and 
number of communities served)

6.3 Can you share any data about this programme?

Enabling environment and advocay

7 Did you undertake any activities towards the 
creation of an enabling environment for CHSS 
in Swaziland or any advocacy activities towards 
reaching this?

Y/N

7.1 If so, can you describe these? (probe for working 
with the MoH or other ministries, working groups, 
advocacy or strategy development around 
community interventions etc)
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Community networks, linkages, partnerships and coordination

8 Did you coordinate these activities and at which 
level?

Y/N

8.1 Please name the partners you were working with and 
how the coordination mechanisms works and who 
leads it. 

8.2 Did you work with national umbrella bodies for 
NGOs, FBOs or other civil society networks?

Y/N

8.3 Can you describe the ones you are working with and 
at what level this coordination took place?

8.4 Did you implement any training or capacity 
development for enhancing coordination and 
partnerships?

Y/N

8.5 Is so, can you describe the focus of these?

8.6 Is your strategy for this laid down in a programme 
document or manual?

Y/N

8.7 Can you share this with us?

Capacity development and resources

9 Did you undertake any capacity development 
activities?

Y/N

9.1 What were your target groups for this? (please probe 
and list all)

9.2 Please describe what kind of capacity development 
you undertook for each group?

9.3 Can you share any materials?

10 Did you provide resources to communities? Y/N

10.1 If so can you describe these? (probe for financial, 
materials, communication materials etc)

Organisational and leadership strengthening

11 Did you work with the community leadership? Y/N

11.1 Can you describe the approach you used for working 
with them?

11.2 What have your experiences been with the 
community leadership?

11.3 How was their engagement in the programme?

11.4 Did they take ownership for the programme and in 
what way?

Planning, monitoring and evaluation

12 Did you use any planning, monitoring or evaluation 
tools?

Y/N

12.1 Can you describe the planning cycle?

12.2 Who were involved in the planning?

12.3 Can you describe the monitoring process?

12.4 Who was involved in monitoring?

12.5 Have you evaluated your community work? Y/N

12.6 Can you share the report and /or findings
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Reflections in future CHSS in Swaziland

13 What would be for you the best approach for 
further strengthening community health systems in 
Swaziland?

14 What do you see as the main challenges?

15 What are for you the opportunities?

16 Are you a member of any technical working group on 
Community work?

17 Please indicate which one(s)?

18 Could you tell us how well this mechanism works?

19 Is there scope for improvement and can you give 
some recommendations?

20 Do you have any other question or recommendation 
with regards to CHSS?

Annex: Questionnaire used for interviewing respondents
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Annex 2: List of respondent organisations

Name of organisation

Women in Law 
Acts of Faith 
Nazarene Compassionate Swaziland 
SWAPOL 
Luke Commission 
Siphilile 
Bantwana 
Khudhumisa 
SWANNEPHA 
NATICC 
Khulisa Umntwana 
Cabrini Ministries 
Family Life Association of Swaziland(FLAS)
FHI360
HC3
PSI 
Elizabeth Glaser Pediatric AIDs Foundation 
SAfAIDS 
Swaziland Red cross 
MSF
University Research Council (URC)
World Vision Swaziland 
MOH - Rural Health Motivators Unit 
TB Program 
PHU	Matron
MOH -Palliative Care Unit 
Public Health Unit - Manzini Region
SNAP Expert Client Unit
USAID 
EU 
UNFPA 
Ministry of Tinkhundla Administration and Development 
NERCHA
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Annex 3: Key recommendations for the different 
organisations working with communities

Enabling environment and advocacy

n	 Need for a robust policy and structure from MoH for CHSS that can guide us in the next few 
decades

n	 Clearly define and standardise the community’s response structures and community entry 
point and linkages from higher to community level. MoH should set the standards and 
include the development of a set of tools for all to use 

n	 A holistic approach by the community leadership (and structure) to look at general 
community health including a governing and coordinating body for all health-related 
activities at community level

n	 Advocate for CHSS and resources to strengthen this component as a building block of the 
Health System

n	 Need for the country to decentralise the decision-making power at national level to regional 
level

n	 Develop a framework that can guide new NGOs on community engagement
n	 Strengthen existing community structures for sustainability and value community as a 

resource
n	 Channelling donor money to the MoH instead of NGOs in order to handle and allocate 

budgets through MoH
n	 Involving the right people (understanding and having a vision for community work as well 

as the medical side) is key for strategic planning at a country level

Coordination, community networks, linkages and partnerships

n	 Put a national and regional governing body / coordination mechanism in place to avoid 
duplication of activities and create awareness of efforts in communities, and identify 
underserved communities

n	 Establish a governing body / coordination mechanism to monitor and evaluate all health-
related activities at chiefdom level

n	 Have key focal persons at regional level to support multidisciplinary community teams
n	 Strengthen mandate and coordination between organisations working at community 

level, CANGO (Co-ordinating Assembly of Non-Governmental Organisations as the partner 
umbrella body) and the MoH, as there are groups/organisations that work outside this 
structure

n	 Funders should be encouraged to collaborate with each other to avoid conducting the same 
projects and confusing communities

n	 Continue working through established structures (schools, clinic, hospital, RHMs, HBCs, 
community health committees, support groups, community education, traditional 
structures, etc)

n	 Improve the linkage between iNGOs and MoH community systems
n	 Strengthen the coordination with community leadership

(Human) Resources and capacity building

n	 Appoint a focal person for Community Health Systems Strengthening (CHSS) in MoH
n	 Harmonisation of RHMs and community volunteers and other community health workers 

in terms of reporting structures and supervision, training packages, responsibilities, report 
content, and capacity in addressing health related issues

n	 Standardization of recruitment (minimum age, retirement, literacy level) and incentives for 
community health workers

n	 Choose and identify the best kind community workers and invest in them
n	 Harmonise volunteers and other cadres’ responsibilities across projects sensibly and 

incentivise them appropriately to increase motivation and effectiveness
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n	 Improve stipends for volunteer work
n	 Government led training and capacity building program for RHMs to equip them better for 

community work
n	 More trained people working in the community to provide services to the community and 

fill vacancies
n	 Introduce health workers as a pilot at chiefdom level should bring services closer to the 

community
n	 Adequate resources (HR, equipment, medicines, HBC packages)
n	 Offer young people opportunities to work in the CHSS environment
n	 More technical assistance

Community activities and service delivery

n	 Strengthening community systems by taking services to the community relieves the burden 
faced by facilities

n	 Clearly define the link from the community system to the health facilities
n	 Ensuring communities take responsibility of their health and accessing services and involve 

community members in determining the functioning of a community health system
n	 Build clinics closer to where people are
n	 Increase or decrease clinic opening times based on client flow and needs
n	 Continue with Community score cards as it is a participatory community process and the 

stakeholders are also enthusiastic about it
n	 Need for the country to decentralise the services from the facilities into the communities
n	 Recommended that the government should consider all community systems to centre 

around and start with the family
n	 Consolidate services to a family with one trained multidisciplinary team to provide all the 

carers to a family
n	 Improve transport options for those in rural areas to access services and for health units to 

provide effective supervision
n	 Review the community to facility referral system to contribute to a regional referral system 

with clarity on which stakeholders are involved

Organisational and leadership strengthening

n	 Engage with and empower community leadership and communities to plan, budget, design, 
monitor, evaluate and identify best practices for acceptable community health systems

n	 Engage with and empower community leadership and communities to prioritise their needs 
through informed decision making

n	 Work on ownership by and enthusiasm of community leadership
n	 Revive chiefdom HIV (or broader health) committees to coordinate activities at community 

level

Planning, monitoring and evaluation

n	 Learn from other countries/ experiences with Community System Strengthening
n	 MOH to share learnings and best practices on community Health systems for HIV with 

other sectors
n	 Recommend a library of manuals from all community partners since nothing exists 

currently in the MOH
n	 Conduct a process evaluation (what works for whom, revisit strategies for improvement or 

change, evaluate staffing and resources) including challenges and barriers to see if and how 
they are being addressed

n	 Provide adequate information to inform levels in the HMIS and CBIS of activities and 
progress

n	 HMIS - needs to be analysed to assess actual reporting of indicators and to identify areas to 
strengthen and improve links between the community based HIS and HMIS

n	 Improve and incorporate reporting of social and non-clinical data by community cadres and 
build systematic M&E system

Annex 3: Key recommendations for the different organisations working with communities
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