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Abstract
Purpose of Review The MaxART Consortium—led by the Eswatini Ministry of Health—implemented multiple interventions
between 2012 and 2017 to achieve UNAIDS 90–90–90 targets.We summarize key findings from community outreach strategies
in support of the first 90 goal, and from the Early Access to ART for All (EAAA) trial on the implementation of a “Treat All”
strategy to achieve the second and third 90 goals within a government-managed public health system.
Recent Findings The MaxART Consortium demonstrated that “Fast Track,” a problem-solving approach, was effective at
increasing testing coverage in the community. Compared with baseline data at 3 months prior to the start of the Fast Track,
there was a 273% proportional increase in HIV tests conducted among adolescent males, adolescent females, and adult men, and
722% over baseline for adolescent males. The MaxART EAAA trial further showed that implementation of the Treat All policy
was associated with significant two-fold shorter time from enrollment into care to ART initiation than under the standard CD4+
cell threshold-based treatment guidelines. Finally, through the MaxART trial, Eswatini was able to identify areas for further
investment, including addressing the system-side barriers to routine viral load monitoring, and designing and implementing
innovative community-based approaches to reach individuals who were not more routinely accessing HIV testing and counseling
services.
Summary As low- andmiddle-income countries adopt the Treat All approach in their national HIV care and treatment guidelines,
further implementation science research is needed to understand and address the system-level barriers to achieving the benefits of
Treat All for HIV-infected individuals and those at risk.
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Introduction

Over the past decade, randomized controlled trials and obser-
vational studies have demonstrated that starting individuals
with human immunodeficiency virus (HIV) on antiretroviral
therapy (ART) immediately upon diagnosis improves their
health and reduces HIV transmission [1–4]. Extrapolating
these results, mathematical modeling predicted that scaling
up a “Treat All” approach (also known as “universal test and
treat,” “early access to ART,” “immediate ART,” or “test and
start”) held the potential to reduceHIV incidence rate to below
epidemic levels in high-prevalence settings [5, 6]. To achieve
these promising projections, however, 81% of HIV-positive
individuals would need to be on treatment, and 73% of HIV-
positive individuals virally suppressed. Strengthening the HIV
care and treatment cascade is, therefore, central to the success
of Treat All in ending the AIDS epidemic.

The 2014 Joint United Nations Programme on HIV/AIDS
(UNAIDS)’ announcement of the 90–90–90 targets served as
a call to action in support of Treat All, urging policymakers
and practitioners to diagnose 90% of all HIV-positive persons,
to provide antiretroviral therapy (ART) to 90% of those diag-
nosed, and to achieve viral suppression for 90% of those on
ART by 2020 [7]. Yet, between 2012 and 2014, few countries
in sub-Saharan Africa, which represent 65% of new HIV in-
fections globally, were on track to meet those targets [8–10].
Doubts were raised about the feasibility and impact of intro-
ducing a Treat All approach before most countries had met the
90–90–90 targets, which were set against previous CD4+ cell
count threshold-defined guidelines [11••]. Specifically, there
were concerns about the potential for poor retention as pro-
grams expanded and patient volumes increased, reducing the
time and resources available to manage the additional demand
on fragile health systems [12, 13]. These concerns were broad-
ly supported by empirical evidence from ART programs in
sub-Saharan Africa [14••, 15].

In Eswatini, HIV was first reported in 1986 and quickly
escalated to epidemic proportions. By 2006, the country was
facing one of the world’s most severe HIV epidemics with an
adult HIV prevalence of 26% among adults 15–49 [16]. With
an annual adult HIV incidence of 1.36%, the numbers in need
of ART and the costs to manage their care and treatment were
expanding each year [17]. In response, the government scaled
up its national HIV prevention and treatment programs, in-
cluding rolling out a voluntary medical male circumcision
program [18]. In 2011, further systems strengthening invest-
ments were made—including the introduction of nurse-
initiated ART, roll-out of point-of-care CD4 testing, improve-
ments to commodity and supply chain management, and ex-
panded community mobilization and demand creation
campaigns—to dramatically scale up HIV testing, improve
access to ART, and reduce loss to follow-up for those on
ART [19]. By 2014, the country had achieved its ambitious

targets: more than 315,000 people were being tested annually
for HIV, 91% of people in need of ART (at CD4 count of ≤
350, the national treatment threshold at that time) were on
treatment, and loss to follow-up for those on treatment was
reduced from 22 to 9% [19].

Recognizing the promise of Treat All, Eswatini’s government
sought to better understand the requirements for successfully
implementing this strategy nationally. While the clinical evi-
dence was mounting, critical implementation questions about
the feasibility of scaling this intervention through routine, public
health sector health systems remained unanswered. How would
starting HIV-positive patients on ART upon diagnosis impact
their clinical outcomes?What would be the social and behavioral
impacts of starting asymptomatic patients on a lifetime treatment
immediately following their HIV diagnosis? Would Eswatini’s
health workforce be able to cope with the additional patient vol-
umes? At this time, there was little evidence to inform the design
and roll-out of a Treat All policy in the “real-world” setting of a
public sector health system.

In 2014, the Eswatini Ministry of Health, alongside their
partners in the MaxART Consortium—including the Clinton
Health Access Initiative (CHAI), Aidsfonds, Eswatini
National Network of People Living with HIV/AIDS
(SWANNEPHA), the Southern African AIDS Information
Dissemination Service (SAfAIDS), the South African Centre
for Epidemiological Modelling and Analysis (SACEMA),
and University of Amsterdam—launched a 3-year stepped-
wedge randomized controlled trial, Early Access to ART for
All (EAAA), in its public sector health system to assess the
impact of providing early access to ART versus the then-current
CD4 threshold-based care and treatment guidelines on retention
and viral suppression [20]. The trial utilized a multidisciplinary,
mixed-methods approach to assess the impact of Treat All on
patient satisfaction and experiences of ART initiation, adher-
ence, and retention; patient welfare; provider satisfaction; health
care expenditures; and the affordability of this strategy when
rolled out as a national policy in Eswatini.

In September 2015, 1 year after the start of the MaxART
trial, the World Health Organization (WHO) endorsed Treat
All in its global treatment guidelines, recommending that all
people living with HIV should start ART irrespective of dis-
ease stage and at any CD4 cell count [21]. Between July and
December 2016, seven sub-Saharan African countries
adopted Treat All in their national HIV care and treatment
guidelines: Burundi, Kenya, Malawi, Rwanda, Uganda,
Zambia, and Eswatini [22••]. By mid-2018, 84% of low-
and middle-income countries had adopted Treat All [23].

With UNAIDS’ 2020 deadline on the horizon, Eswatini’s
initial experience implementing Treat All can offer valuable
insights on the system challenges and potential solutions for
achieving the 90–90–90 targets in this manner. Here, we re-
view lessons learned by Eswatini through the MaxART trial
experience.
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The First 90: Knowledge of HIV Status

Meeting the goal of viral suppression among at least 73% of
HIV-positive individuals on ART requires first identifying
and diagnosing 90% of people living with HIV [24]. At the
end of 2017, UNAIDS estimated that 75% of people living
with HIV globally knew their HIV status, meaning that 5.7
million additional HIV-positive individuals needed to be of-
fered a test, accept the test, and correctly diagnosed to achieve
the first 90 [25]. Closing the testing gap has proven to be a
significant limitation of the Treat All approach, particularly so
when considering young adults and men who are less likely to
access health services.

Historically, testing strategies have focused on facility-
based testing by targeting pregnant women attending antenatal
care clinics (ANC) and by patients voluntarily presenting
themselves at testing centers, who are often further along in
their disease progression. This strategy has resulted in higher
coverage of testing in women, nearly 70% of all adults tested,
primarily driven by testing uptake in ANC [26]. Widescale
testing of pregnant women, coupled with the provision of
ART to those testing positive, is likely largely responsible
for the impressive gains made towards eliminating mother to
child transmission by PMTCT programs. While the gains in
identifying and treating HIV-positive adult women have been
high, adolescents, young adults, and men—groups who have
proven harder to reach via existing testing modalities—are
being left behind.

Community Mobilization and Demand Creation for
HIV Testing and Counseling

As of 2012, more than one in three HIV-positive infected
adults in Eswatini were unaware of their status [27]. This
public health gap was recognized as a priority and a critical
part of the foundation that needed to be in place before a
national Treat All policy could be successfully introduced.
Between 2011 and 2017, Eswatini nearly tripled the number
of HIV tests conducted each year, primarily by introducing
and scaling up provider-initiated HIV testing services and
through multiple community-level interventions.
Community engagement has been shown to improve the ef-
fectiveness of demand creation for HIV testing and counsel-
ing, and Eswatini’s strategy to increase its HIV testing
uptake—especially among hard-to-reach populations includ-
ing men and adolescents—was no exception [28]. Before the
MaxART trial, Eswatini worked first to improve uptake for
HIV testing and counseling (HTC) through several targeted
community mobilization and systems strengthening initia-
tives, for example, demand-creating community dialogs,
male-focused health days, and training for traditional commu-
nity leaders.

One specific intervention that was particularly effective in
increasing Eswatini’s HIV testing coverage was “Fast Track,”
a problem-solving approach designed by General Electric that
is used to address a well-defined challenge within a 90-day
timeframe [29]. Eswatini applied this strategy to rapidly in-
crease the historically low uptake of HTC among men and
adolescents. As a first step, the local government and commu-
nity leaders held two planning and scoping meetings to iden-
tify the composition of the intervention teams, set targets, and
develop an action plan. Once the Fast Track strategy was
launched, the team assessed progress towards their pre-
defined targets at 30, 60, and 90 days. Over 3 months, 35
out of 55 country’s constituencies were included in the Fast
Track intervention, engaging 5,000 community members as
team members. The Fast Track teams held 570 events,
reaching 86,485 people through door-to-door campaigns.
Compared with baseline data at 3 months prior to the start of
the Fast Track, there was a 273% proportional increase in HIV
tests conducted among adolescent males, adolescent females,
and adult men, and 722% over baseline for male adolescents
across all Fast Tracks (Fig. 1) [30]. The success of the Fast
Track program underlines the importance and potential impact
of engaging community leaders to assist with outreach to
hard-to-reach populations in rural settings.

Optimizing HIV Testing and Counseling Services

Within Eswatini’s health facilities, men and women experi-
enced barriers related to complicated clinical processes, long
waiting times in designated queues that compromised confi-
dentiality, and low-quality counseling services. Health
workers felt overburdened by the frequent changes in HIV
treatment guidelines, increasing workloads, lack of incentives,
and protocol constraints [31]. These findings informed the
development of an upgraded HIV counseling toolkit, particu-
larly for provider-initiated HTC in the public sector health
facilities.

Increasing provider-initiated HTC (PIHTC), especially in
outpatient departments, contributed substantially to overall
increases in HTC. Between 2009 and 2013, HTC nearly dou-
bled and the PIHTC contribution increased from 37 to 59% of
total tests [32]. A representative sample survey of people liv-
ing with HIV further supported the need for normalizing test-
ing, as 81% of participants had not been tested for HIV prior to
their positive test, only 39% through PIHTC, and over 50%
sought testing because they were falling ill [33].

Eswatini has made significant progress towards
decentralizing and optimizing its HIV testing services to reach
those who do not know their status. According to the most
recent data, 85% of the country’s HIV-positive individuals are
aware of their status, and the positivity rate dropped from 8 in
2012 to 5.5% in 2017 [34, 35]. As a result, to reach the first 90,
the Ministry of Health has now introduced a targeted testing
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strategy through index testing, HIV self-testing, and a HIV
testing service eligibility assessment, specifically targeting un-
derserved populations (children, adolescents, men, and key
populations).

The Second 90: Treatment Uptake

The loss to care between diagnosis and ART initiation has
traditionally been the largest “leak” in the HIV care and treat-
ment cascade. As of 2017, 41% of all people living with HIV
globally—and 21% of those aware of their HIV status—were
not receiving ART [25]. A concern about the Treat All policy
was that more asymptomatic HIV-positive individuals would
be, for the first time, eligible for ART and would rapidly
increase the number of HIV-positive individuals enrolled in
care and treatment, which shifts both the perceived and actual
workload of health workers and ART-related attitudes and
behaviors. Programs need to close these evidence gaps related
to the attainment of the second 90 target.

Linkages to Care and Treatment

In Eswatini, as expected, the MaxART trial found that Treat
All was associated with significant two-fold shorter time from
enrollment into care to ART initiation than under the CD4
threshold-based treatment guidelines (standard of care) [36].
Under standard of care, only 16% (95% confidence interval
(CI) 15–18) of clients initiated on ART on the same day as
their test versus 61% (95% CI 59–63) under Treat All [36].

To gain a deeper understanding about the acceptability of
earlier ART initiation, the MaxART trial included a social
science component designed to examine why some newly
diagnosed HIV-positive clients chose to delay initiating
ART. While most clients responded positively to starting
ART early, some needed more time to accept their diagnosis
and the prospect of lifelong treatment before they were willing

to initiate ART [37]. For individuals enrolled in pre-ART care
under the previous threshold-based treatment guidelines, the
Treat All policy was inconsistent with previous messages
about not needing ART until specific criteria were met.
Some clients weighed the benefits of treatment against its
potential side effects (i.e., nausea, vomiting, skin darkening)
when considering a lifetime of ART. In interviews with health
workers, it was found that they were encouraging asymptom-
atic clients to initiate early to avoid the visible signs of illness
and the subsequent stigma from their community. Health
workers were generally found not to be communicating the
preventive benefits of ART to clients during their initiation
counseling [37].

The MaxART trial findings are consistent with those of
another implementation study in the Shiselweni Region in
Eswatini, led by Médecins Sans Frontières (MSF), that found
that the cumulative 3-month ART initiation for patients of-
fered ART under Treat All was greater than those offered
ART under CD4 threshold-based guidelines, 91% versus
74% (p < 0.001) respectively [38]. A recent analysis in six
African countries also showed rapid ART initiation under
Treat All with 82% of patients starting ART within 30 days
of enrollment [22••].

Retention

As countries have adopted Treat All, the ART population has
rapidly expanded, raising concerns about the impact of loss to
follow-up. Since most countries in sub-Saharan Africa have
only adopted Treat All within the past few years, limited lon-
gitudinal data are available to assess the impact of Treat All on
retention in “real-world” public sector health systems. The
controlled setting of clinical trials may not be generalizable
to the context of resource-limited health systems. Initially,
practitioners were concerned that implementing Treat All
would adversely impact the performance of public sector
HIV treatment programs [20]. On the provider side, some

Fig. 1 Total HIV tests completed
across 35 Fast Tracks over
3 months during Fast Track as
compared with baseline of
3 months prior, and proportional
increases over baseline
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hypothesized that Treat All would alter the capacity or moti-
vation of health workers to provide ART, while on the patient
side, some were concerned that Treat All would have a nega-
tive effect on the patient experience at potentially
overburdened health facilities, which, in turn, could affect
ART retention and viral suppression [39].

In Eswatini, similar hesitations were initially expressed, but
the MaxART trial found that the opposite was true. After the
introduction of Treat All, self-reported adherence and disclo-
sure levels remained high, and there was an observed im-
provement in patient interactions with the health system.
Overall, there was a highly significant 60% (95% CI 15–
220%) improvement in retention at the end of the study period
under Treat All compared with standard of care [40]. At
12 months, retention among patients who initiated ART ear-
lier was greater than those in the standard of care: 86% (95%
CI 83–88%) and 80% (95% CI 77–83%), respectively.
Patients’ reasons for stopping ART were the result of a com-
plex chain of events, but a recurring theme among respondents
was that stopping ART was related to their relocation to an-
other town or community that was far from the facility where
they received their HIV care and treatment [41]. While longer
follow-up is necessary to evaluate long-term impacts under
Treat All, the MaxART trial found that there was neither a
short-term beneficial effect of a Treat All approach on mortal-
ity nor any evidence of harm [42].

Similar results were reported by another public sector treat-
ment program in rural South Africa, showing an 18% im-
provement in 12-month retention for patients who were im-
mediately initiated on ART compared with those who started
ART when their CD4 count fell below 350 cells/μl [14••].
Results from Eswatini and other low–middle-income coun-
tries suggested that offering patients ART immediately at di-
agnosis could improve retention in care, counter to the caution
raised when Treat All was proposed. It will be important to
continue examining retention over a longer period under Treat
All to ensure these gains are sustained.

One key factor influencing retention is patient satisfaction
with HIV care services. Dissatisfied patients are typically less
likely than satisfied ones to return for follow-up visits. Treat
All could influence patient satisfaction relative to a CD4
threshold-based eligibility approach, due to either longer wait
times at facilities or the negative impact of ART side effects
experienced by asymptomatic patients [14••, 43]. MaxART
showed that Treat All policies did not affect patient satisfac-
tion in Eswatini. The proportional odds ratios comparing
EAAA to control were 0.91 (95% CI 0.66, 1.25) for overall
patient satisfaction and 1.04 (95% CI 0.61, 1.78) for satisfac-
tion with wait time, 0.90 (95% CI 0.62, 1.31) for satisfaction
with involvement in treatment decisions, 0.86 (95% CI 0.61,
1.20) for satisfaction with consultation time, and 1.35 (95%CI
0.93, 1.96) for satisfaction with respectful treatment [44]. At
the same time, observational data fromMaxART showed that

both overall patient satisfaction and for satisfaction
subdomains declined over time in both the EAAA interven-
tion and the standard-of-care arms, indicating that there are
other mechanisms than this policy change that influenced pa-
tient satisfaction, such as increases in patient volume and de-
creasing patient satisfaction with increased time on ART [44].

The Third 90: Viral Suppression

At the individual level, viral load suppression may serve as a
proxy for ART adherence and treatment effectiveness. In ad-
dition, community-average viral load may serve as a proxy for
the risk of transmission and thus the effectiveness of a Treat
All policy [45]. As such, to achieve the third 90 and the targets
for Treat All, viral load (VL) monitoring was put forward by
the WHO as the global standard of care in 2013,
recommending it for all patients on ART for more than
6 months to support earlier detection of treatment failure due
to resistance and differentiate treatment failure from potential
adherence issues [46].

At the time of the 2013 WHO recommendation, however,
the high cost and logistical challenges of implementing rou-
tine VL monitoring in national HIV care and treatment pro-
grams meant that most resource-limited countries were con-
tinuing to use CD4 for clinical monitoring. In sub-Saharan
Africa, of the 11 million patients on ART, only five million
had access to viral load testing in 2015 [47]. The laboratory
capacity required to conduct VLmonitoring varies significant-
ly across sub-Saharan Africa: for example, in 2015, 91% of
people living with HIV in South Africa had received one VL
result, compared with only 19% in Malawi [48].

In Eswatini, MaxART found an improved viral suppres-
sion rate at 12 months post-ART initiation of 79% (95% CI
75–83) among the Treat All arm compared with 4% (95% CI
2–7) in the standard of care arm in the intent to treat analysis
[40]. This analysis only includes those who had sufficient
follow-up to satisfy ART initiation criterion, survived
6 months beyond initiation, and received at least one viral load
measurement beyond this 6-month point; thus, this compari-
son is potentially biased. Analyses comparing viral suppres-
sion rates—even in randomized trials—need to be carefully
thought through. Nevertheless, these results highlight signifi-
cant gaps in Eswatini’s health system’s capacity to provide
routine viral load monitoring: 80% of participants in the stan-
dard of care and 66% in the Treat All arm never received a
viral loadmeasurement between 180 days post-ART initiation
and the end of their follow-up in the study. The health system
challenges observed during the trial mirrored the broader lo-
gistical issues faced by the country as it worked towards
rolling out routine viral load monitoring.

Before the WHO’s guideline change in 2013, Eswatini’s
Ministry of Health—in partnership with MSF—had already
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started piloting routine VL monitoring with enhanced adher-
ence counseling for patients with detectable VL in a region of
the country supported by MSF [49]. The country had VL
testing capacity in its National Reference Laboratory, but it
had historically only been used for “targeted monitoring” for
patients with suspected treatment failure. This study found
that routine VL monitoring was feasible in Eswatini’s high-
prevalence setting but that it required strong programmatic
and clinical supervision to ensure timely receipt of test results
and linkage of test results to patient records. Only 52% of
eligible patients in this study received a VL test over the 12-
month study period.

In the MaxART trial, multiple challenges in the implemen-
tation of routine viral load at the facility level were identified,
such as the unavailability of daily sample transport to the
national referral laboratory and the timing of sample pickup
in the morning, leaving patients who arrived in the afternoon
unable to have a viral load test taken. Lack of sample transport
was further compounded by the fact that the facilities in the
study did not have access to centrifuges or refrigerators. Since
dried blood spot (DBS) testing for routine monitoring load
was not available, these infrastructure issues challenged the
processing of plasma preparation for the viral load tests.
Sample transport is not a unique challenge in HIV care, and
as countries continue to decentralize services, expanding ac-
cess to point-of-care viral load testing would improve the
timeliness of viral load monitoring.

Recognizing these implementation challenges at the study
sites, a “Know Your Viral Load” campaign was introduced to
create demand from patients, focused on highlighting the im-
portance of VL monitoring. The campaign aimed to empower
patients to proactively request VL testing during their follow-
up visits with health workers, thus informing patients and
reminding clinical staff about this new test available to support
HIV care and treatment. Reminder stickers were placed in
appointment booklets, noting the expected month for a repeat
viral load test, the last test date, and the last viral load test
results. During the follow-up period, the median time to first
VL from ART initiation was significantly lower in the group
who received the “Know Your Viral Load” campaign
(intervention) than the control: 208 days (95% CI 203–212)
compared with 257 days (95% CI 248–266), respectively.
After adjusting for sex, age, and CD4 at ART initiation, the
hazard ratio for time to receiving a first VL monitoring test
was nearly 3-fold higher in the intervention group than in
standard of care (95% CI 1.62–5.27, p < 0.0001). These re-
sults informedMinistry of Health’s nationwide roll-out of new
patient booklets, which now include the reminder stickers.

Today, access to viral load monitoring in Eswatini has im-
proved significantly as the country works to make HIV care
and treatment services more patient-centered. In 2018, the
country had performed 177,156 viral load tests, close to
15,000 tests per month; 55% of people living with HIV on

ART had a viral load test in 2018 [50]. There have also been
significant investments to decentralize and strengthen the
country’s laboratory services. There are now four laboratories
performing viral load monitoring across the country.
Centrifuges and refrigerators were bought for all mini-
laboratories across the country to facilitate the preparation of
the viral load plasma samples. Recognizing the delays with
the sample transport system, the country is now using DBS for
children under the age of 15; DBS is also used for monitoring
viral loads among adolescents on ART who attend treatment
support “Teen Clubs,” which happen on Saturdays when the
laboratories are closed.

As countries increase access to ART under a Treat All
approach, these results from the MaxART trial demonstrate
the importance of empowering patients to be active partici-
pants in their care as countries work to expand access to high-
quality, well-resourced routine VL monitoring. Achieving the
90–90–90 targets requires not only a scale-up of laboratory
equipment but also investments in training and messaging to
inform patients and health workers about the benefits and
importance of regular VL measurements.

While much global effort has been made to increase the
uptake and coverage of routine VL monitoring for patients on
ART, access to VL monitoring is still limited. Scale-up of VL
testing has been challenging due to insufficiently trained lab-
oratory personnel, high cost of establishing and operating cen-
tralized laboratories, and challenges with sample transport and
result delivery, all of which lead to long turnaround times [51].
Point-of-Care (POC) VL technologies can address some of
these gaps by allowing tests to be conducted directly in the
health facilities. This way, results can be made available in
less than 2 h. Potential advantages of POC include reduced
patient loss to follow-up between elevated VL and clinical
action, such as enhanced adherence counseling or switching
to second-line treatment regimens. POC may also lead to im-
proved targeted testing, such as in pregnant and breastfeeding
women, for faster identification and management of treatment
failure. Additionally, POC VL could enable faster identifica-
tion of stable patients who could benefit from decentralized
service delivery, further reducing the burden on the client and
the health system.

Conclusion

In this review, we have shown that it is possible to maintain
and advance progress towards achieving the 90–90–90 targets
in high-prevalence countries, such as Eswatini, that have
adopted the Treat All policy. These gains have been possible
due to Eswatini’s early and deep commitment to strengthening
and expanding HIV testing and counseling services,
expanding ART access, and building up laboratory capacity.
Additionally, through the MaxART trial, the country
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identified areas where it needed to invest further to accommo-
date the additional patient volumes and clinical monitoring
requirements under the Treat All policy, by addressing the
system-side barriers to routine viral load monitoring and de-
signing and implementing innovative community-based ap-
proaches to reach individuals who were not accessing routine
HIV testing and counseling services. Today, Eswatini is con-
tinuing to work towards making its interventions even more
patient-centered and -targeted, including examining how to
best engage communities and traditional leaders to support
the national decentralization efforts further.

As countries that were early adopters of a Treat All policy
accrue further follow-up data, there will be further valuable
lessons to be learned about the impact of Treat All on the HIV
care cascade when moving from a CD4 threshold-based
guideline to one where every HIV-positive person is started
on ART regardless of CD4 cell count. To plan properly for
transitioning to a Treat All policy, countries need to anticipate
the operational and programmatic implications. Countries will
need to close their HIV testing gaps to achieve the full benefits
of a Treat All policy, including working closely with commu-
nities to find and engage hard-to-reach populations, and en-
sure that system-side barriers to HIV care and treatment, such
as access to routine viral load monitoring, are removed.
Continued investment in reaching the 90–90–90 goals will
support the successful implementation of Treat All.
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