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Abstract

To help persons living with HIV (PLHIV) in Eswatini initiate antiretroviral therapy (ART), the 

CommLink case-management program provided a comprehensive package of linkage services 

delivered by HIV-positive, peer counselors. Of 1250 PLHIV participants aged ≥ 15 years 

diagnosed in community settings, 75% reported one or more barriers to care (e.g., fearing 

stigmatization). Peer counselors helped resolve 1405 (65%) of 2166 identified barriers. During 

Test and Treat (October 2016–September 2018), the percentage of participants who initiated ART 

and returned for ≥ 1 antiretroviral refills was 92% overall (759/824); 99% (155/156) among 

participants without any identified barriers; 96% (544/564) among participants whose counselors 

helped resolve all or all but one barrier; and 58% (59/102) among participants who had ≥ 2 

unresolved barriers to care. The success of CommLink is attributed, at least in part, to peer 

counselors who helped their clients avoid or at least temporarily resolve many well-known barriers 

to HIV care.
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Resumen
Para ayudar a las personas que viven con el VIH (PVVIH) en Eswatini a iniciar la terapia 

antirretroviral (TARV), el programa de gestión de casos CommLink proporcionó un paquete 

integral de servicios de la vinculación prestados por consejeros pares VIH positivos. De los 1.250 

participantes de las PVVIH de 15 años o más diagnosticados en entornos comunitarios, el 75% 

informó una o más barreras para la atención (por ejemplo, por temor a la estigmatización). Los 

consejeros pares ayudaron a resolver 1.405 (65%) de 2.166 barreras identificadas. Durante el 

período de prueba y tratamiento (octubre de 2016 - septiembre de 2018), el porcentaje de 

participantes que iniciaron TARV y recibieron ≥ 1 recargas antirretroviral fue del 92% en general 

(759/824); 99% (155/156) entre los participantes sin barreras identificadas; 96% (544/564) entre 

los participantes cuyos consejeros ayudaron a resolver todas o todas las barreras excepto una; y 

58% (59/102) entre los participantes que tenían ≥ 2 barreras no resueltas para la atención. El éxito 

de CommLink se atribuye, al menos en parte, a los consejeros pares que ayudaron a sus clientes a 

evitar o al menos temporalmente resolver muchas barreras conocidas para la atención del VIH.
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Introduction

As part of the 95-95-95 initiative to control the HIV epidemic in sub-Saharan Africa, 

countries are aiming to diagnose, and initiate and retain on ART ≥ 90% of all PLHIV [1]. To 

help achieve this aim, the World Health Organization (WHO) recommends community-

based HIV testing, including testing biologic children and sexual partners of all consenting 

PLHIV (index testing) [2]. To optimize prevention of HIV transmission and AIDS-related 

morbidity and mortality, WHO recommends that all PLHIV without contraindications 

initiate ART within 7 days of diagnosis [3].

Fifteen studies in sub-Saharan Africa, however, suggest that only 18–51% of PLHIV 

diagnosed in community settings enroll early in HIV care and initiate ART when referral is 

the only linkage service [4]. Two studies in Eswatini (formerly Swaziland), a country with 

an estimated HIV prevalence of 27.3% among adults aged 15–49 years, suggest that fewer 

than one-third of PLHIV diagnosed in community settings enroll in HIV care within 6 

months of diagnosis in the absence of linkage services [5-7]. Even under Test and Treat 

policies in which all persons are eligible to receive ART, low (< 50%) community-to-facility 

ART initiation rates persist, and exceptionally few community-diagnosed clients initiate 

ART within 7 days of diagnosis when given only a referral [8-17]. These findings suggest 

that PLHIV diagnosed in community settings in sub-Saharan Africa are particularly 

vulnerable to the many barriers to HIV care that have been identified since ART became 

available [18-29].

To improve linkage to care among PLHIV diagnosed in community settings in Eswatini, we 

implemented a community-based HIV testing, mobile HIV care, and peer-delivered, linkage 

case management program (CommLink), based in part, on initial successful outcomes of a 
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similar program in Tanzania [30, 31]. Like the Tanzanian program, CommLink provided a 

comprehensive package of U.S. Centers for Disease Control and Prevention (CDC) and 

WHO recommended linkage services with the objective to enroll ≥ 90% of clients in 

facility-based HIV care within 3 months of diagnosis [30-33]. Although recommended by 

CDC in 2014 and WHO in 2016, evidence did not exist at the start of CommLink that a 

peer-delivered case management model providing a comprehensive package of linkage 

services could help nearly all clients diagnosed in community settings avoid or overcome the 

diversity of real and perceived barriers that prevent early ART initiation and retention [23, 

31, 32].

This paper reports a process and outcome evaluation of CommLink. Processes evaluated 

include uptake of CDC and WHO recommended linkage services, and the types and 

frequencies of barriers that peer counselors identified. Outcomes evaluated include ART 

initiation and receipt of at least one antiretroviral refill at healthcare facilities, by client 

demographic characteristics, and number of resolved and unresolved barriers to care. Our 

findings may be important for programs and countries considering the scale up of CDC and 

WHO recommended linkage services and how these services might be improved to 

overcome barriers to achieve ≥ 90% early ART initiation and retention for PLHIV diagnosed 

in community settings.

Methods

In close collaboration with the Eswatini Ministry of Health and CDC, CommLink was 

implemented by Population Services International (PSI) in the Hhohho, Manzini, and 

Lubombo regions of Eswatini in two phases of recruitment: Phase I, June 2015–March 2017, 

and Phase II, April 2017–March 2018. Case management was completed for the last Phase 

II client in September 2018.

Phase I

Phase I methods of CommLink has been previously reported [31]. Briefly, CommLink was 

implemented by two outreach HIV testing teams, each operating with a modified van 

(mobile unit) in rural and urban catchment areas in the Hhohho and Manzini regions (Fig. 

1). Teams included approximately three test counselors, three HIV-positive expert-client 

(peer) counselors, and a nurse. Peer counselors are an official cadre of the Eswatini Ministry 

of Health who are trained to provide ART-adherence counseling and supportive services in 

healthcare facilities [34]. Conducted in accordance with national guidelines, HIV testing was 

offered to persons encountered at homesteads, worksites, bars, and high-traffic urban 

locations [35]. Identified PLHIV were introduced to peer counselors for post-test counseling 

and screening for CommLink eligibility. Consenting PLHIV who had not received HIV care 

or ART in the prior 90 days were eligible for CommLink. PLHIV who requested referrals to 

facilities outside of regions where CommLink operated were ineligible to receive case 

management services but still received point-of-diagnosis medical services and referral (Fig. 

1).

In accordance with CDC and WHO recommendations, the CommLink package of linkage 

services included point-of-diagnosis HIV medical services and peer-delivered counseling, at 
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least two additional (three total) face-to-face HIV counseling and psychosocial-support 

sessions, one-time free transportation to a healthcare facility (if requested), escort and 

treatment navigation services during at least the first healthcare visit, weekly telephone 

support and appointment reminder calls, and HIV testing of partners and family members 

[31-33].

Medical services were provided by nurses in mobile units parked at test locations. Services 

included physical assessment and WHO clinical staging, CD4 cell-count testing, syndromic 

treatment for sexually transmitted infections, and a 7-day course of cotrimoxazole. National 

treatment guidelines expanded ART eligibility twice during CommLink, resulting in the 

following ART-eligibility periods: (1) June 2015–November 2015 (CD4 count < 350/μL); 

(2) December 2015–September 2016 (CD4 count ≤ 500/μL); and (3) October 2016–

September 2018 (any CD4 count, Test and Treat). During these periods, community-based 

ART was not authorized by the Eswatini Ministry of Health and ART was not provided by 

CommLink nurses.

During follow-up calls and face-to-face counseling sessions, peer counselors reminded 

clients about upcoming facility appointments; provided psychosocial support, and 

informational and motivational counseling on early enrollment in HIV care and ART 

adherence; encouraged and facilitated disclosure and index testing when appropriate and 

safe; and identified and helped resolve barriers to enrollment and retention in HIV care. 

Follow-up counseling sessions were provided at healthcare facilities, or at the client’s home 

or other preferred location. For consenting clients, index testing and point-of-diagnosis 

medical services were offered to the main sexual partner and all family members at or near 

the client’s home.

In Phase II, CommLink expanded to four mobile-clinic outreach teams and provided the 

same package of services in three of the four regions of Eswatini (Fig. 1). Peer counselors 

were retrained on the importance of helping clients disclose their HIV-status to partners and 

family members, and to help provide index testing when appropriate and safe. All Phase I 

and II clients were managed through enrollment in HIV care and at least the first 

antiretroviral refill if initiated on ART for up to 90 days. Case management sometimes 

exceeded 90 days to help ensure clients received refills or needed additional supportive 

services.

Process and Outcome Indicators

Peer counselors recorded program processes and outcomes on CommLink case-management 

forms (Supplementary Files). Process indicators included eligibility screening and 

participation consent of eligible clients (Form 1a in Electronic Supplementary Material); 

weekly telephone contact calculated from completed telephone logs (Form 1b in Electronic 

Supplementary Material); receipt of point-of-diagnosis medical services (Form 1c in 

Electronic Supplementary Material); receipt of HIV-care transportation services, and number 

of clinic visits during which escort and treatment navigation services were provided (Form 

1d in Electronic Supplementary Material); receipt of at least three face-to-face counseling 

sessions (Form 1d in Electronic Supplementary Material), and counseling on the importance 

of disclosure and partner and family member testing (Forms 1d and 2 in Electronic 

MacKellar et al. Page 4

AIDS Behav. Author manuscript; available in PMC 2022 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Supplementary Material), and assessment of barriers to enrollment and retention in HIV care 

(Forms 1d and 3 in Electronic Supplementary Material).

Outcome indicators included disclosure to at least one partner or family member, and index-

testing outcomes including participation in CommLink of HIV-positive partners, family 

members, or associates (e.g., friend) (Form 2 in Electronic Supplementary Material); 

resolution of identified barriers to enrollment or retention in HIV care (Form 3 in Electronic 

Supplementary Material); and enrollment in HIV care, ART initiation, and receipt of at least 

one antiretroviral refill (Form 4 in Electronic Supplementary Material) (Supplementary 

Files). Barriers to care were considered resolved when peer counselors believed that they no 

longer interfered with or prevented early enrollment or retention in HIV care. Enrollment in 

HIV care was defined as having received HIV medical services at least once at a healthcare 

facility. Enrollment in HIV care, ART initiation, and receipt of antiretroviral refills were 

abstracted from patient healthcare cards or facility medical records.

Data Management and Analyses

All data were double-entered into CSPro v5.0, routinely evaluated for completeness and 

logic consistency, and cleaned and validated using program forms or clinic records. Process 

and outcome indicators are reported as percentages for nominal and ordinal variables, and as 

medians and interquartile ranges (IQR) for ratio-scaled variables. Prevalence estimates with 

95% confidence intervals and statistical tests for group differences were not calculated 

because CommLink clients were not sampled from a defined population and represent the 

program population of interest. All data were analyzed using SAS 9.4 (SAS Institute Inc., 

Cary, NC, USA).

Human Subjects

CommLink was approved by the Eswatini Ministry of Health and anonymized program data 

were submitted to and analyzed at CDC under an approved non-research determination. All 

adult clients and parents or legal guardians of children aged < 15 years who participated in 

CommLink provided oral informed consent to receive follow-up services in accordance with 

Eswatini national guidelines [35]. CommLink clients could opt out of specific services and 

could discontinue the program at any time. Family members and sexual partners of 

CommLink clients were offered testing only with the consent of CommLink clients.

Results

Process Indicators

From June 2015 through March 2018, 1686 PLHIV were identified during CommLink 

outreach events and index testing. Of these, 1655 (98%) were screened for CommLink 

eligibility and 294 (18%) were ineligible. Most ineligible PLHIV were currently receiving 

HIV care (47%), were referred to a healthcare facility outside the operating area (15%), or 

resided in another country (10%). Of 1361 eligible clients, 1278 (94%) consented to 

participate. Of consenting clients, 28 (2%) were < 15 years of age and were excluded from 

analyses. Of clients aged ≥ 15 years, consent rates were similar by sex (men, 95%; women, 

93%), age group in years (15–24, 94%; 25–34, 93%; ≥ 35, 95%), and program phase (Phase 
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I, 92%; Phase II, 96%). Most clients were men, ≤ 34 years of age, newly HIV diagnosed, 

and from rural areas (Table 1).

The 1250 clients aged ≥ 15 years received services for a median of 59 days (IQR, 43–79). 

During this period, nearly all clients received recommended linkage services including 

point-of-diagnosis HIV care (98%); treatment navigation at healthcare facilities (95%); 

weekly support calls and appointment reminders (89%); at least three face-to-face 

counseling sessions (94%); counseling on the importance of disclosure of HIV-status and 

HIV testing of partners and family members, if needed (99%); and assessment and 

counseling on real and perceived barriers to HIV care and ART (99%).

Excluding weekly calls, > 90% of clients in all demographic and counselor-client groups 

received recommended services (Table 1). Although proportionally fewer male (84%) than 

female counselors (93–94%) either made or documented weekly calls, male counselors 

contacted 96% of their 545 clients by phone at least five times.

Peer counselors met their clients at 83 different healthcare facilities a median of 2 (IQR, 1–

2) times to provide treatment navigation services; 290 (23%) clients were met at facilities 3–

5 times. Clients were typically met at healthcare facilities by appointment; 10% requested 

and were provided transportation to facilities by car one time (Table 1).

Peer counselors identified 2166 enrollment or retention barriers (median, 1; IQR, 1–3) of 

1234 clients who received at least one session on barriers to care. The most frequent 

identified barriers involved being too busy (33%), stigmatization (19%), alcohol use (16%), 

non-disclosure of HIV status (15%), perceived wellness (14%), partner response (13%), and 

ART side effects (11%) (Table 2). Although similar proportions of women (26%) and men 

(25%) had ≥ 3 barriers, proportionally more men than women had barriers that involved 

being too busy, non-disclosure, and alcohol use (Table 2). Proportionally more clients aged 

15–24 years (30%) than clients aged ≥ 35 years (21%) had ≥ 3 barriers, and proportionally 

more had barriers that involved stigmatization, partner response, perceived wellness, costs, 

and denial. Proportionally more rural (30%) than urban (16%) clients had ≥ 3 barriers, and 

excluding non-disclosure, proportionally more had most other types of barriers (Table 2).

Outcome Indicators

Disclosure and Index Testing—Of the 1250 clients, 1048 (84%) reported disclosing 

their HIV status to at least one sexual partner or family member. Proportionally more clients 

in Phase II than Phase I reported disclosing their HIV-status to a partner or family member 

[94% (562/598) vs. 75% (486/652)], and had ≥ 1 partners, family members, or associates 

HIV tested through CommLink [41% (245/598) vs. 18% (117/652)]. Of 537 persons tested, 

253 (47%) were HIV positive and had not received HIV care in the prior 90 days, 214 of 

whom were aged ≥ 15 years and eligible for CommLink, and 210 (98%) consented to 

participate.

Resolving Barriers to HIV Care—During case management, peer counselors helped 

resolve 1405 (65%) behaviors overall, and > 60% of barriers across demographic groups 

except urban clients (50%) (Table 2). Although differences exist across demographic groups, 
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peer counselors helped resolve proportionally more barriers that involved disrespectful 

providers, poor medical care, ART side effects, being too busy, and denial, than barriers that 

involved costs, partner response, prayer, and alcohol use (Table 3).

By the end of case management, peer counselors helped resolve 100% (994/994) of 

identified barriers of 482 (39%) clients (range of identified barriers per client: 1–10), and 

54% (326/605) of identified barriers of 279 clients who had one remaining unresolved 

barrier (range of identified barriers per client: 1–8). Of the 165 clients who had ≥ 2 

remaining unresolved barriers, peer counselors helped resolve 15% (85/567) of identified 

barriers (range of identified barriers per client: 1–11). At the end of case management, 761 

identified barriers remained unresolved (median unresolved barriers 0, IQR 0–1), and 279 

(23%), 91 (7%), and 74 (6%) clients had 1, 2, ≥ 3 unresolved barriers, respectively (Table 2).

HIV-Care Outcomes—In all ART-eligibility periods combined, 1215 (97%) clients 

enrolled in facility-based HIV care a median of 3 days (IQR, 1–7) from HIV diagnosis. 

Across demographic, diagnostic, and counselor-client groups, nearly all clients enrolled in 

HIV care, and most initiated ART and received at least one antiretroviral refill during case 

management (Table 4). The percentage of all clients initiated on ART increased from 66% 

(90/137) during the CD4 < 350/μL ART-eligibility period, to 81% (235/289) during the CD4 

≤ 500/μL period and 96% (795/824) during Test and Treat. Of 632 newly diagnosed clients, 

the median CD4 count at ART initiation increased from 306 (IQR, 203–422) during the CD4 

< 350/μL ART-eligibility period to 416 (IQR, 256–628) during Test and Treat.

During Test and Treat, 795 clients initiated ART at a healthcare facility a median of 4 days 

(IQR: 1–8) after diagnosis [570 (72%) ≤ 7 days of diagnosis], and 701 (88%) received ART 

on the same day as their first facility visit. Of all clients, ≥ 90% initiated ART and received 

at least one antiretroviral refill overall, and across demographic, diagnostic, and counselor-

client groups (Table 4). The 759 clients who received an antiretroviral refill returned to a 

facility a median of 14 days (IQR, 14–16) after ART initiation.

Nearly all clients enrolled in HIV care and received at least one antiretroviral refill, if ART 

initiated, among those who did not report any barriers, or whose peer counselors helped 

resolve all or all but one barrier (Table 4). The proportion of clients who initiated ART and 

received at least one antiretroviral refill decreased with the number of unresolved barriers to 

care, falling well below 90% for clients with ≥ 2 unresolved barriers to care (Table 4).

Of the 1234 clients on whom barriers to care were assessed, 1141 (92%) enrolled in care and 

received an antiretroviral refill if ART initiated (linked), and 93 (8%) did not enroll in HIV 

care (n = 28) or did not receive at least one antiretroviral refill, if ART initiated (n = 65) (not 

linked). Clients who were not linked had proportionally more total identified and unresolved 

barriers of nearly all types than those who were linked (Table 5). Although peer counselors 

helped resolve at least some of all types of barriers for clients who were not linked, they 

resolved proportionally more barriers of each type among those who linked to care (Table 5).
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Discussion

Of 1250 adult PLHIV diagnosed in community settings in Eswatini who participated in 

CommLink, a peer-delivered, community-based program that provided a comprehensive 

package of CDC and WHO recommended linkage services, nearly all clients received 

recommended services and enrolled in HIV care within a few days of participation in the 

program. During Test and Treat (when all persons are eligible for ART regardless of CD4 

count), ≥ 90% initiated ART and returned for at least one antiretroviral refill among all 

demographic groups including men, young adults, clients diagnosed in urban and rural areas, 

and those who had a counselor of a different gender. Of those initiated on ART, 88% were 

initiated at their first clinic visit enabling 72% to receive rapid ART (≤ 7 days of diagnosis) 

in accordance with WHO recommendations.

CommLink findings are consistent with those from a similar program in Tanzania that 

enrolled in HIV care 93% of 4206 clients within three months of diagnosis [30]. Outcomes 

from these two peer-delivered, linkage case management programs stand in contrast to 

studies in sub-Saharan Africa including two from Eswatini suggesting that in the absence of 

linkage services, only a minority of persons diagnosed in community settings enroll early in 

HIV care, exceptionally few receive ART within 7 days of diagnosis, and that many delay 

their enrollment in care for years [4-17]. Notably, in one study conducted in Lesotho, after 

consenting participants were initiated and provided a 30-day supply of ART in their homes, 

but no other linkage service except counseling and referral, only 69% obtained an 

antiretroviral refill at a healthcare facility within three months of initiation [13]. The 

importance of helping newly diagnosed PLHIV avoid or resolve barriers to care as soon as 

possible is underscored by the findings in one report that mortality one year after HIV 

diagnosis increases with the number of barriers to care identified at diagnosis [29].

Three-quarters of CommLink clients disclosed a variety of well-known real and perceived 

barriers to HIV care [18-29]. Having too many responsibilities at work or to care for family 

members, concerns about loss of confidentiality and stigmatization, excessive alcohol use, 

fear of partner response or loss, and perceived wellness and low perceived need for 

immediate care were the most frequently reported barriers. Proportionally more young 

adults and those from rural areas had ≥ 3 barriers to care, and the frequency of several types 

of barriers varied by age group, sex, and urban/rural residence. As reported elsewhere, these 

variations in barriers to care underscore the need for client-centered counseling and 

differentiated services to meet diverse individual needs and circumstances [2, 3, 18-29, 33].

Over an average 2-month case-management period, CommLink peer counselors helped 

resolve 65% of over 2000 identified barriers, and the 61% of clients whom they helped 

resolve all or all but one barrier were nearly equally as likely to initiate ART and return for 

an antiretroviral refill (94–97%) during Test and Treat, as those who had no identified 

barriers to care (99%). Excluding alcohol use, Commlink peer counselors helped resolve 

more than 60% of all types of identified barriers, and at least half of identified barriers 

across demographic groups.
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As a client-centered program based on strong client-counselor relationships, CommLink 

peer counselors focused on understanding their client’s circumstances, and used their 

personal experiences living with HIV to help clients cope with their diagnosis, plan when 

and how to tell sex partners and family members when appropriate and safe, and enroll in 

and navigate HIV care and adhere to ART [2, 32, 33]. Encouragingly, gender differences 

between peer counselors and clients did not affect uptake of services and enrollment in HIV 

care. Most peer counselors had extensive experience working as ART-adherence counselors 

in healthcare facilities and were keenly motivated to help their clients. During their initial 

session, peer counselors routinely disclosed their HIV status to clients and showed their own 

treatment cards emphasizing that living successfully with HIV is not only possible but 

normal. They re-assured clients that they had someone to call upon whenever they needed 

help as they cope with the considerable individual, social, and medical implications of HIV 

diagnosis.

Although CommLink findings are encouraging, in the absence of a contemporary control 

group, resolution of identified barriers to care and near universal ART initiation and return 

for antiretroviral refill cannot be directly attributed to CommLink services, including peer-

delivered, linkage case management. Given the consistent low uptake of HIV care among 

community-diagnosed clients and well-known diversity of barriers to care, however, it is 

likely that the package of recommended services helped many clients avoid or resolve 

barriers, and enroll in and return for HIV care [4-29].

In addition to peer counselors, CommLink clients received psychosocial and informational 

support from HIV test counselors and nurses who delivered consistent messages about the 

importance of early enrollment in care and ART initiation, and guidance on which facilities 

might be best for their circumstances. Receiving point-of-diagnosis medical services in the 

community reinforced messages on the importance of immediate care and likely helped 

motivate some clients to enroll early in facility-based care. Regular telephone follow-up was 

fundamental for building strong client-counselor relationships, and enabled peer counselors 

to coordinate treatment navigation at facilities, help manage treatment side effects, and 

assess disclosure and index-testing plans. Regular calls, often initiated by clients, helped 

provide real-time support when questions, adverse experiences, and fears emerged.

To ensure all clients were knowledgeable and reasonably comfortable in receiving care and 

ART, peer counselors stayed with their client for the duration of at least their first facility 

visit and most met their clients at subsequent visits. As part of treatment navigation, they 

introduced clients to facility-based ART adherence counselors and healthcare staff, and 

ensured they understood the stations and sequence of care, and when and how best to access 

care at specific facilities. Peer counselors also provided adherence counseling for 

cotrimoxazole and ART, and helped to affect transfers to other facilities when needed. The 

presence of peer counselors not only helped avoid or mitigate adverse experiences, but 

improved ART access as some providers had more confidence in prescribing ART on the 

first clinic visit because they knew patients had a dedicated case man-ager who provided 

adherence support for up to 90 days. The support from the Eswatini Ministry of Health was 

fundamental to the success of the program by requesting all healthcare staff support new 

treatment-navigation services provided by community peer counselors.
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Finally, peer counselors played an important role in helping clients disclose their HIV status, 

and test over 500 partners, family members, and associates. Non-disclosure of HIV status is 

a particularly important barrier to enrollment and retention in HIV care, and testing partners 

and family members is essential for enabling effective treatment support for all PLHIV 

family members [2, 19-28, 33]. Encouragingly, reported disclosure to partners or family 

members increased from Phase I (75%) to Phase II (94%), suggesting that our focus on 

resolving this specific barrier may have been effective.

Nonetheless, many CommLink clients (16%) had not disclosed their HIV status to any 

partners or family members, and by the end of case management, nondisclosure and 

concerns about partner response or loss were among the most frequent unresolved barriers of 

those not linked to care. Not surprisingly, peer counselors were not able to help resolve all 

barriers for all clients, and they resolved few barriers (27%) among the 93 clients who were 

not linked to HIV care, suggesting that an important minority of clients (8%) were not 

helped by the comprehensive package of services. Our findings that clients not linked to care 

had more total and unresolved barriers to care of each type compared with those who linked 

affirms one report that it is the number of barriers, rather than barriers of a specific type, that 

is most predictive of not enrolling or remaining in HIV care [29].

Further research is needed to assess how services might be improved to meet the linkage 

needs of all clients. Barriers that peer counselors were less successful in helping resolve 

involved alcohol use, strong religious beliefs, partner response or loss, and costs associated 

with transportation or lost work. These findings suggest that peer counselors may need to 

provide or coordinate additional services from available substance-use, social-support, 

church, or other programs to address these specific client needs.

Findings from CommLink are subject to at least five limitations not already described. First, 

although counselors used a standard instrument to measure 12 different barriers to care, the 

total and median number of identified barriers is likely an underestimate because the number 

of avoided barriers cannot be estimated in the absence of a control group. Clients are likely 

to report more barriers that would otherwise have been avoided if they were provided a 

comprehensive average 2-month package of linkage services from the point of diagnosis. 

Second, peer counselors exercised their own judgement in determining when identified 

barriers were resolved and the validity of their judgement for each individual barrier is 

unknown. Importantly, resolved barriers in this report are restricted to the case management 

period only and are not assumed to be extinguished. Barriers to HIV care likely emerge, 

intensify, resolve, and can re-emerge over time as individual circumstances change [18-29]. 

Third, although the peer-delivered, linkage case management program in Tanzania achieved 

similar results as CommLink, the generalizability of our findings to other populations is 

unclear [30]. A comprehensive package of peer-delivered linkage services may be less 

effective when important structural, policy, or societal barriers exist. In Eswatini, 

decentralized HIV care was available throughout rural and urban areas during CommLink, 

and the Ministry of Health recommended ART initiation at the first clinic visit in 2015, 2 

years before WHO [3, 35].
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Finally, while it is reassuring that nearly all CommLink clients received at least one 

antiretroviral refill if initiated on ART, longer-term retention on ART is unknown. Although 

avoiding or resolving barriers to care soon after diagnosis may promote retention on ART, 

one-third of CommLink clients who linked to care had one or more unresolved barriers and 

may thus be at higher risk from defaulting from ART. Findings from a study on the cost-

effectiveness of CommLink compared with standard linkage services on ART initiation and 

retention at 12 months and longer, including risk of defaulting from care among CommLink 

clients with unresolved barriers, will be reported in 2021.

Conclusions

Providing a comprehensive package of CDC and WHO recommended services, built on a 

peer-delivered, linkage case management model, helped > 90% of adult clients diagnosed in 

community settings in Eswatini initiate ART at a healthcare facility and return for at least 

one antiretroviral refill. The success of the program is attributed, at least in part, to HIV-

positive peer counselors who helped their clients avoid or overcome many well-known 

barriers to care. To strengthen client-centered services and improve early ART initiation and 

retention, HIV prevention and treatment programs should consider routinely monitoring and 

evaluating resolved and unresolved barriers to HIV care as part of standard counseling and 

psychosocial-support services. In 2019, the Eswatini Ministry of Health adopted linkage 

case management as standard of care for clients diagnosed in both facility and community 

settings, and PSI with the support of CDC expanded CommLink services to all four regions 

in Eswatini [36]. The U.S. President’s Emergency Plan for AIDS Relief recommends peer-

delivered linkage case management, including routine assessment and resolution of barriers 

to HIV care, as a potential solution that countries should consider as part of differentiated 

care models to help achieve 95-95-95 [37].

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Fig. 1. 
Eswatini CommLink Operating Areas. Phase I, June 2015–March 2017, and Phase II, April 

2017–September 2018
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