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Summary 
EGPAF is a leading global organization that supports the provision of prevention, care, and treatment services for HIV 
and AIDS. EGPAF currently supports research, implementation, and advocacy activities in the United Sates, India, and 
13 countries in Africa, through which over 5,400 sites are enabled to provide lifesaving antiretroviral therapy and services 
to prevent the transmission of HIV to infants.

In Countdown to Zero, Global Plan towards the Elimination of New HIV Infections among Children by 2015 and Keeping 
Their Mothers Alive, the global normative bodies set a goal of reducing the number of new infections among children by 
90% and reducing the number of AIDS-related maternal deaths by more than 50%1. To achieve this goal, health systems 
limitations must be addressed to ensure early uptake of services, retention of mothers and their infants during pregnancy 
and throughout the postnatal period, and adherence to recommended regimens. However, strategies are also needed 
to galvanize and empower communities to confront and address the myriad social barriers that inhibit optimal health 
outcomes for mothers, infants, and families living with and affected by HIV and AIDS.

Since 2008, EGPAF has implemented a strategy aimed at increasing ownership and participation in PMTCT efforts, 
through dialogue. The community dialogue methodology utilizes facilitated dialogues to generate locally appropriate 
solutions. This document describes EGPAF’s experience implementing this strategy in conjunction with a range of donors, 
local and national stakeholders.
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Abbreviations and Key Definitions

AIDS	 acquired immunodeficiency syndrome

ANC	 antenatal care

ART	 antiretroviral therapy

ARV	 antiretroviral

DBS	 dried blood spot

EGPAF	 Elizabeth Glaser Pediatric AIDS Foundation

EIMC	 early infant male circumcision 

FBO	 faith-based organization

HIV	 human immunodeficiency virus

HTC	 HIV testing and counseling

liguma labomake	 a traditional gathering in which women share experiences

MOH	 Ministry of Health

MTCT	 mother-to-child transmission (of HIV)

NGO	 nongovernmental organization

PMTCT	 prevention of mother-to-child transmission (of HIV)

RHMT	 regional health management team

sidla inhloko	 a traditional gathering of men to eat a cow’s head

STI	 sexually transmitted infection
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background

Globally, there are an estimated 34 million people living with HIV and AIDS, the majority of whom are unaware of 
their status2. More than 6.65 million people living with HIV and AIDS have access to lifesaving antiretroviral (ARV) 

medications, and the numbers of individuals newly infected with HIV and of those dying from HIV-related causes are in decline.

In low and middle income countries, between 2002 and 2010, the percentage of women tested for HIV during pregnancy has 
increased from less than 8% to 35%, and the coverage of ARV medications for preventing pediatric HIV infections has increased 
from less than 9% to 48% in the same period. The countries of Eastern and Southern Africa, which are disproportionately affected 
by the HIV epidemic, have made particular progress in scaling up coverage of prevention services among pregnant women. In 
2010, 64% of pregnant women in this region received the recommended regimens for preventing pediatric HIV infections (in 
sub-Saharan Africa, coverage stood at 49%). In spite of this progress, there is much left to be done—according to the most recent 
reliable estimates, approximately 390,000 children become infected with HIV in 20103. 

In Swaziland, EGPAF employs a community dialogue approach to tackle the root social and behavioral barriers to enhanced 
uptake of critical prevention and care services. Mounting evidence from reproductive health and maternal and child health 
applications of the dialogue approach indicates that the approach bears promise for helping HIV-affected communities confront 
and address the myriad social issues that inhibit optimal care-seeking behaviors as they pursue the elimination of new pediatric 
HIV infections.

This brief will cover:

•	 An overview of the community dialogue approach, including its theoretical underpinnings;

•	 A detailed description of the EGPAF community dialogue methodology and its implementation in Swaziland;

•	 Some insights from implementing this methodology in Swaziland;

•	 Audience-specific tools that have been developed to guide the dialogue process 

EGPAF’s Global Programs 
The Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) is a leading global organization that supports the provision of 
prevention, care, and treatment services for HIV/AIDS. EGPAF currently supports research, implementation, and advocacy 
activities across 13 countries in Africa, as well as India and the United States, through which more than 5,400 sites are enabled to 
provide lifesaving antiretroviral therapy (ART) and services to prevent the transmission of HIV to infants.

In 2009, more than one in five pregnant women who received medicines that could prevent transmission of HIV to their infants 
did so through EGPAF-supported programs. By December 31, 2011, EGPAF had provided more than 14.2 million women with 
services to prevent transmission of HIV to their infants, and more than 12.4 million women had been tested for HIV through 
Foundation-supported programs4. 

EGPAF-supported has also led the way in providing care and treatment services, placing a particular emphasis on the inclusion 
of children. As of December 2011, more than 1.6 million individuals, including more than 125,000 children, had been enrolled 
in EGPAF HIV care and support programs. Since enrollment began, more than 850,000 individuals have begun ARV treatment. 
Nearly 70,000 of those are children under the age of 15.
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The EGPAF/Swaziland Country Program 
EGPAF has supported the government of the Swaziland since 2004, with the goal of preventing pediatric HIV infection and 
reducing HIV-related morbidity and mortality among women, children, and families. EGPAF works with the Ministry of Health 
(MOH) and health facilities to strengthen the health-care system through technical assistance and capacity development.

In 2011, the government of Swaziland expressed a commitment to work towards attaining the virtual elimination of mother-to-
child transmission (MTCT) of HIV by the year 2015. HIV prevalence among pregnant women in the country is 41.1%5. With 
approximately 33,000 deliveries registered every year, therefore, about 13,563 infants are HIV-exposed during delivery. In 2009, 
an estimated 2,300 infants became infected during pregnancy, delivery, and breastfeeding. With the introduction of the 2010 
WHO guidelines for prevention of mother-to-child transmission (PMTCT), more-efficacious treatment regimens are being made 
available for HIV-infected women and their infants, making elimination of pediatric HIV a possibility in Swaziland. 

EGPAF’s approach is family-centered, supporting the MOH strategy to implement the four prongs of PMTCT i. The key 
strategies focus on increasing access to PMTCT, including (a) scaling up comprehensive PMTCT services, (b) strengthening the 
maternal and child health platform, (c) reducing missed opportunities for service delivery, and (d) working with communities to 
address cultural norms that limit service uptake6. 

Social Barriers to Uptake, Retention, and Adherence in PMTCT services 
In Swaziland, where patriarchy is the dominant form of social organization, deeply entrenched and gender-inequitable attitudes 
pose a strong challenge to attaining the government’s target of eliminating pediatric HIV7. For instance, Swazi definitions of 
masculinity encourage high levels of sexual risk-taking by men, and inhibit care-seeking behaviors (Swazi men are expected to be 
‘strong’ and sexually virile). Though men are traditionally described as the sole decision-makers on sexual and reproductive health 
issues, the burden of care-seeking and care-giving is often placed upon women - reproductive health is perceived as “women’s 
responsibility” and clinics are largely regarded as “women’s spaces.” 

Health belief dualism (combined use of traditional and biomedical health methods) is commonplace, and child birth is  
viewed as a ‘natural process’ which should ordinarily require little intervention. As a result, mothers often present late in 
pregnancy for antenatal care, and home births are common place8. These health-limiting social and cultural beliefs, compounded 
by high levels of HIV and AIDS stigma and denial, are associated with delayed uptake of maternal health services, poor adherence 
to prevention regimens, institutional births, and uptake of postnatal care, all of which must be addressed to achieve sustainable 
PMTCT outcomes. 

EGPAF recognizes that to achieve elimination of new pediatric HIV infections, communities cannot be passive recipients of 
information and services, but must be instrumental in developing solutions to their health problems. As such, EGPAF-Swaziland 
utilizes a community dialogue methodology to build platforms for communities to discuss issues that are often left un-confronted 
because of taboo, stigma and shame. This engagement process builds community agency to become catalysts in transforming 
community beliefs and attitudes towards the issue of pediatric HIV. 

The EGPAF/Swaziland Community PMTCT Dialogue Approach 
EGPAF started implementing its community dialogue approach in 2008, in response to the numerous sociocultural barriers 
that affect maternal, newborn, and child health. The community dialogues utilize guided discussions to explore the root causes 
of delayed care-seeking, sexual risk-taking, gender inequities, stigma, and poor communication about general and reproductive 
health issues among couples. Community dialogues seek to reverse limiting traditional beliefs and cultural perceptions through 

i The four prongs of programs to prevent the transmission of HIV among infants includes primary prevention of HIV among girls and women of reproductive 
age; prevention of unwanted pregnancies among women living with HIV; ensuring women living with HIV have access to antiretrovirals to prevent HIV being 
passed to babies during pregnancy, delivery and breastfeeding; and HIV treatment, care, and support for women living with HIV and AIDS and their children 
and families
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the strong involvement of men, providing a forum that draws participants from as many parts of the community 
as possible to exchange PMTCT information face-to-face, share personal stories and experiences, honestly express 
perspectives, clarify myths about health issues, and develop responses to community concerns as well as opportunities to 
promote health-seeking behavior. 

The community dialogue approach seeks to do the following:

•	 Foster a family-centered approach to PMTCT by increasing men’s health-seeking behavior and involvement in 
PMTCT

•	 Correct myths and misconceptions about sexual and reproductive health issues through the provision of health 
information

•	 Engage communities in identifying their own health needs and in prioritizing interventions

•	 Bring the voices of people into policy development, and integrate community concerns and decisions into national and 
decentralized plans

What Is a Community Dialogue?

Bingham et al. define the dialogue-based community-engagement process as “an iterative turn-taking process in which 
each participant seeks to clarify what others believe and understand, as well as one's own beliefs and understanding 

(that) focuses on interpersonal context, including family relationships and social support networks as entry points for 
social change”9. Interpersonal communication approaches that recognize health decision-making as dynamic, iterative, and 
continuously subject to peer and social influences have long been utilized in public health10. A growing body of literature 
describes the effectiveness of the community dialogue approach in reproductive health11, maternal and child health 
efforts12. More recently, the approach is being applied at scale to HIV prevention efforts13.

Community dialogue draws upon a theoretical framework that recognizes individuals as agents capable of contributing 
to the interpretation and creation of new knowledge for local use through their participation in peer networks14. 
Unlike traditional information, education, and communication activities, the dialogue recognizes and builds upon 
community agency, capacity for reflective discourse, and collective action through two-way communication. Unlike a 
debate, a dialogue emphasizes listening to deepen understanding. It develops common perspectives and goals, and allows 
participants to express their own interests.

A community dialogue enables communities to be aware of the practices that are adverse to their members’ health  
and provides a forum to plan interventions. Community dialogues foster a spirit of unity within the community as  
they work together to seek and bring to fruition, solutions to their health issues. Community leaders are given an 
opportunity to exert a positive influence on the community by encouraging health-seeking behavior and discouraging 
risky health behavior. 
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How Do Community Dialogues Contribute to 
Achieving PMTCT Goals?

Dialogues help achieve goals for the prevention of mother-to-child transmission (PMTCT) in the following ways:

•	 Enable the entire community to be involved in preventing mother-to-child transmission of HIV; all attendees (men, women, 
youth, community leaders, etc.) can participate in discussions

•	 Raising critical consciousness about the relationship between stigma and health outcomes

•	 Facilitating the discussion of topics that would not normally be talked about in other forums and providing opportunities for 
reflective discussion

•	 Providing an avenue for men to receive information on health issues

•	 Helping identify barriers to positive change and uncovering innovative ideas

•	 Launching new initiatives and strengthening the impact of existing community improvement partnerships

•	 Focusing corporate and organizational investment toward greater community benefit

•	 Generating local media attention to male involvement issues and PMTCT

•	 Giving voice to marginalized and underserved segments within the communities

•	 Enabling leaders of all sectors see their role in building healthy, sustainable communities

The Community PMTCT Dialogue Model

The Community Entry Process 
The community dialogue can be organized to respond to various social issues. In some cases, a specific event or series of events 
may present the perfect opportunity to introduce the dialogue. Whatever the objectives of the dialogue, it is critical to gain the 
support and buy-in of key institutions and gatekeepers at the inception. If executed with care, the community entry process 
should secure leadership buy-in and consensus around the priority groups and the roll-out process. 

Successful community entry is contingent upon identifying all relevant structures and authorities whose formal and informal 
approval is necessary for successful implementation at all levels, including community leaders and community health-care workers, 
regional health management teams, and facility staff. In EGPAF-Swaziland’s model, the community entry process started with 
discussions with the Sexual and Reproductive Health Unit (SRHU) of the Ministry of Health, under which PMTCT activities 
are coordinated nationally in Swaziland. These initial discussions were intended to ensure alignment with the national work plan 
and priorities. Planning meetings were held with regional health management teams (RHMTs) to select the priority communities. 
Management personnel from health facilities in these communities were instrumental in constituting a planning committee 
including staff members from the health facility, community development workers, and one or two members of the chief ’s  
inner circle. 

Planning a PMTCT Community Dialogue 
In Swaziland, planning teams hold a minimum of three (3) meetings prior to a dialogue. The purpose of the pre-dialogue 
meetings is to bring the planning team together and develop a shared vision, discuss the issues that need to be addressed at the 
community dialogue, identify the target population, and work on logistics for the community dialogue. 
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Selecting the planning team 
While the local clinic or health facility provides a 
convenient coordination point, other organizations working 
with the local clinic and the local community should be 
part of the planning and implementation process in order 
to foster shared ownership of the activity. A team approach 
to convene a dialogue will help to build ownership and 
equitably distribute the tasks involved. 

In Swaziland, the planning team has included 
representatives from EGPAF and the National Health 
Education Unit; RHMTs; Regional Health Promotions 
Officers; health facility staff members; and community 
members, including rural health motivators and those 
working in youth structures.

Conducting a rapid situation analysis with the members 
of the planning team 
It is important for all members of the planning team 
to understand the unique communication needs of the 
community in order to ensure that the community dialogue 
addresses these needs effectively. Before detailed planning 
for the dialogue commences, the members of the planning 
committee should explore the major health issues, myths, 
misconceptions, threats, power structures, communication 
channels, resources, and assets of their community. The general steps outlined below may be helpful in guiding the situation 
analysis:

•	 Examine the general trends and patterns for the major PMTCT outcomes (e.g. What proportion of women took the maternal 
ARVs? What proportion of infants took the infant ARVs? What proportion of infants returned for testing at 6 – 8 weeks? What were 
the general results for infants tested at 6 – 8 weeks? etc )

•	 Explore the main gaps contributing to these trends and identify the desired changes (e.g. Do women present for ANC early 
enough? What are the rates of institutional deliveries? etc.)

•	 Discuss and examine the social and behavioral obstacles to change (e.g. What are the specific health beliefs and health-seeking 
behaviors in this community? What are the prevalent myths and misconceptions – if any? Do specific gender and power structures 
limit access and utilization of health services for certain populations? etc.)

•	 Describe current community context (e.g. Are most people unaware of the health status of their communities? Are communities 
in denial? Are community leaders and major institutions willing and ready to consider the need for change and find solutions to the 
major challenges? Are people resistant to change and unwilling to work together? etc.)

•	 Examine potential resources (e.g. What are the major communication channels? What kinds of community structures could be 
mobilized? What are the media outlets? etc)

Defining the broad aims and target population  
After completing the situation analysis, the planning committee should come to some consensus on the broad issues to be 
highlighted and discussed during the dialogue, and identify the key groups that should be targeted. The following questions may 

During the initial community dialogues in KaMfishane, the 
clinic staff and the Shiselweni regional health team as well 
as EGPAF staff held sole responsibility for planning, and 
other partners were informed about the date, the venue, 
and what they were required to do. 

Without being briefed on the goals and aims of the 
community dialogue process, officers from participating 
partner non-governmental organizations (NGOs) tended 
to dominate the conversation, stifling the opinions of male 
community members—the community members expected 
the NGO officers to lead the discussions as they had from 
the beginning of the planning. 

For subsequent dialogues, local partners who intend to 
participate in the dialogues have been involved in the 
planning meetings, where the importance of getting the 
community’s opinions is stressed and roles are clarified 
(NGO staff are expected to answer only health-related 
questions or ask a follow-up question on a submission).
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guide the selection of the aims and target population:

•	 What are the largest health gaps and challenges in this community?

•	 Are there a few root causes (myths, misconceptions, practices, beliefs) driving these health issues?

•	 Which age, social, or gender groups appear to be more affected by the key health issues?

•	 Why are specific groups more affected than others by the key health issues?

•	 Which age, social, or gender groups have an influence on the health outcomes of the most affected groups?

Developing a mobilization plan  
Prior knowledge of the community is important for identifying the mechanisms that will work best to gather a broad cross-section 
of the community for the dialogue. For this reason, it is important to have a community member as part of the planning and 
coordinating team. A combination of the following mechanisms can be used to invite people for the community dialogue:

•	 Seek audience with community leaders

•	 Ask community leaders and other influential members of the community to help rally the public

•	 Identify appropriate media for the audience to be reached—for example, a radio announcement

•	 Post announcements in grocery stores, pharmacies, or schools in the community

•	 Invite yourself to various group meetings in the community to get the word out

Developing an implementation plan 
The planning committee develops a plan of action for the community dialogue and ensures that commitments are secured from 
health facility staff, local NGOs, and community institutions to realize this plan. Clear roles and responsibilities should be 
assigned, covering the planning and implementation of the dialogue.

1.	 Logistics  
a.	 Secure the date, venue, shelter, furniture, and refreshments 
b.	 Set an agenda or program for the day’s activities 
c.	 Plan other activities for the day (e.g. HIV testing and counseling - HTC, blood pressure checks, 
	 blood glucose checks) 
d.	 Invite guests or other people of influence in the community

2.	 Implementation planning  
a.	 Assign roles and responsibilities for the crucial dialogue activities (e.g., key speeches;  
	 edutainment opportunities such as music, dance, or drama; mobile services) 
b.	 Assign roles and responsibilities for post-dialogue activities (e.g., writing and disseminating a report, 
	 providing feedback to the community, conducting follow-up activities) 
c.	 Develop a budget (if needed)

3.	 Identification of facilitators who should be part of the pre-dialogue meetings 
a.	 Ensure there is one same-gender facilitator for each of the major target groups 
	 that will participate in the dialogue 
b.	 Ensure there is at least one health facility staff member or technical resource person on site to answer 
	 questions that arise during the dialogue
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Conducting the Community Dialogue

It is best to start the day’s activities moderately early, with a pre-
dialogue meeting to ensure coordination across partners and to 

reassign roles and responsibilities if necessary. While health services 
should be prepared early in the day, it is advisable that they be made 
available later in the day, after the day’s activities have commenced. 
This will safeguard against the temptation to utilize services without 
participating in the community dialogue activities.

In general, the community dialogues start with a feature presentation, 
which will serve as a conversation trigger (as depicted in figure 1 to the 
right). This could be a short drama presentation, movie clip, or audio 
piece. The feature presentation is intended to be an entertaining way to 
start discussion and thinking on the day’s issue. 

Breakout sessions are ideal and, if well facilitated, will allow members 
from homogenous groups to discuss their perspectives on an issue of 
importance to the theme or health concerns of the dialogue. Table 1 
presents a sample agenda from the Swaziland community dialogues.

The Conversation Trigger 
In Swaziland, the oral tradition is a cornerstone of community life. 
History and tradition are handed down across generations by spoken 
word. However, community members may not be comfortable dealing 
with the health system and health issues through dialogue, and may be hesitant to initiate honest and open conversation. A feature 
presentation such as a skit, drama performance, forum theater, audio narration, or movie clip is a useful device for presenting 
health issues in a format that is accessible and familiar to people, and reflects their daily realities.

The ideal conversation trigger should be short, impactful, and creative. To avoid conflict and controversy, it should not be 
politicized or sensationalized. 

The Starter Conversation  
Following the conversation trigger (the feature presentation), a brief facilitated conversation on the audience’s reactions can help 
to open the space for reflective dialogue, particularly if the conversation focuses on the links between the conversation trigger and 
what participants observe in their communities, peer groups, social circles, and personal lives.

Service Provision at the Community Dialogue 
The communities with the largest health service uptake challenges are also likely to be underserved with critical health services. 
Providing on-site services is an opportunity to address any challenges with health service access that the community—or segments 
of the community—might be facing. The convenience of services provided at community-level might also be a powerful incentive 
for community members to participate in a dialogue. Where possible, integrated services that meet the needs of a broad cross-
section of the population (or a few key segments) should be provided.

Because services are often provided in makeshift structures, managing the confidentiality and privacy of interactions between 

CONVERSATION TRIGGER

ADULT MEN
Follow guided

discussion
for men

Follow guided
discussion
for women

Follow guided
discussion
for youth

ADULT WOMEN YOUTH

STARTER CONVERSATION

OPEN HEALTH BOOTHS

BREAKOUT SESSIONS

SMALL GROUP REPORTS

RECONVENE FOR FACILITATED
PLENARY DISCUSSIONS

Figure 1
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Table 1. Sample Agenda

 Time frame Item Responsible 
party

Notes

9:00 a.m.
Pre-dialogue 
meeting

EGPAF community 
linkages team

All partners, NGOs, facilitators, scribes, and resource 
persons meet to allocate tasks in facilitation, share 
discussion tools, etc.

10:00–10:05 a.m.
Opening prayer 
(optional)

Local clergy 
selected by area 
chief

10:05–10:15 a.m. Welcome remarks 
by community 
representative

Chief’s 
representative

10:15–10: 25 a.m. Why we are here 
(PMTCT overview)

EGPAF 
representative

10:25–10:30 a.m.
Introduction 
of guests, 
organizations, 
services

Master of 
ceremonies

All guests from partner NGOs, services, and information 
desks are introduced to audience.

10:30–11:15 a.m.

Presentation of the 
theme

Simomondiya 
Drama Group

A drama by a group of soldiers from the Swaziland army, 
addressing PMTCT issues:
HIV testing and counseling
HIV stigma
Discordant couples
Lack of disclosure
ART adherence
Breastfeeding
Partner support in antenatal care

11:15 a.m.–12:45 p.m.

Breakout sessions 
(sidla inhloko and 
liguma labomake)

Four facilitators:
Boys’ group
Girls’ group
Mothers’ group
Elderly men’s 
group

Discussions are guided by the dialogue checklist.
Scribes capture attendance and discussions.
Resource persons address concerns, questions, and 
myths.

12:45–12:50 p.m.
Small group reports Group facilitators Each small group elects one person to report its summary 

back to the larger group

12:45–12:50 p.m.

Closing remarks
Chief, member 
of parliament, or 
mayor
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clinicians and community members is often a concern. To 
maintain auditory and visual privacy, the service booths are 
usually set up at a little distance from the main activities of 
the dialogue. 

There is a risk that community members will attend 
the community dialogue to receive services and forgo 
participating in the discussion sessions. To manage this 
tendency, community members are specifically instructed to 
avoid lining up for services all at the same time. 

Handling the Breakout Sessions 
The breakout sessions are the heart of the day’s activities 
for the community dialogue and need to be handled by 
skilled facilitators who can put the group at ease, move 
conversations forward purposefully, and manage conflict if 
it arises. These sessions are best facilitated by someone who 
is familiar with the community and its challenges, and is of 
the same gender as the group members.

Where resources allow, the facilitator should be assisted by a note-taker, who records the highlights of the breakout conversation 
and ensures that the points to be reported at the plenary session are accurately reflected in the minutes.

In line with Swazi cultural and traditional norms, breakout sessions are segregated by gender and by age, with specific guided 
questions for the health and social issues that each target population is likely to perceive as important. The discussion guides are 
intended not to be prescriptive but to provide entry points for deeper dialogue on issues of critical importance for health and 
PMTCT outcomes (sample discussion guides for youth and women are featured as Tables 2 and 3).

Having a separate youth breakout session presents an important opportunity to help youth explore and reflect upon the practices 
that drive HIV risk. Between the ages of 15 and 24, youth are beginning to act according to perceived gender scripts and social 
norms, but they are less set in their perspectives than older people. Youth are more likely to openly question tradition, customs, 
and social expectations. Generally, youth in this age group may be more willing than their older counterparts to openly express 

their observations, experiences, and thoughts in a mixed-
gender setting. 

Facilitators should be on the lookout for youth who appear 
to be under duress and may need counseling and support. 
Some youth may seek out the facilitator after the dialogue 
to ask for advice. The facilitator should be prepared to 
provide a referral for health and social services. Some youth 
may fit several demographic categories (a female youth, for 
example, may also be a wife and mother). The decision on 
which breakout discussion to attend should be left to the 
youth. 

In Swaziland, stereotypes about what it means to “be 
a man” limit men’s care-seeking, whether curative or 

The initial Swaziland community dialogues provided HIV 
counseling and testing services only. At these initial 
dialogues, men voiced concerns about the exclusive HIV 
focus and expressed dissatisfaction that services did not 
address health issues comprehensively. To remedy this 
omission, subsequent community dialogues have offered 
different services (blood pressure and blood glucose 
checks as well as HIV services). The blood glucose checks 
are popular with the older generation of men (40+), who 
fear impotence due to diabetes. In the future, TB services 
provided by the MOH TB Unit will be integrated into the 
community days.

In early dialogues, mothers-in-law and daughters-in-law 
were grouped together. This arrangement did not work 
well because the younger women, understandably, were 
hesitant to talk about their sexual practices and issues in 
the presence of their mothers-in-law. Holding separate 
breakout discussions for older and younger women helped 
overcome this barrier. Each group hears a summary of 
what was discussed in the other group during the report-
back session.
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Table 2. Discussion Guide for Male and Female Youth Under the Age of 24

Prong 1: Targeted primary prevention among girls and young women of childbearing age

Key 

discussion 

points

Young people’s views on abstinence, sex, condoms, and HIV counseling and testing
•	 What can young people do to prevent sexually transmitted infections (STIs), including HIV? 
•	 What do they do when they discover they have an STI? Do they go to the clinic or get their  

own remedies?
•	 Do young people undergo HIV counseling and testing before engaging in a sexual relationship?
•	 What are the barriers to abstinence among youth?
•	 Is secondary abstinence possible?
•	 What can be done to delay sex debut among youth?
•	 Do boyfriends have the right to have sex with their girlfriends?
•	 What are the challenges that young people generally have using condoms correctly and consistently?
•	 Are girls able to negotiate for condom use with their boyfriends?
•	 What are the views of young men on voluntary medical male circumcision?
•	 Where do young people get information on sexual and reproductive health issues (e.g. parents, friends, media, 

clinic, etc.)?
•	 What are the barriers to HIV testing for young people?

Prong 2: Prevention of unintended pregnancies in HIV-positive girls and young women

Pre-conceptual care, readiness for couple to conceive in a healthy state
•	 Are pregnancies among the youth ever planned?
•	 If a young girl has HIV, is it okay for her to get pregnant? What does she need to do to ensure an  

HIV-negative baby?
•	 If a young man knows that his girlfriend is HIV-positive, how does he support her in avoiding an unwanted 

pregnancy?
•	 What role do young men play in supporting their girlfriends to prevent unwanted pregnancies?

Prong 3: Prevention of transmission from HIV-positive young mothers to infants

ART, disclosure, infant and young child feeding
•	 What stops young women from going to the clinic early when they are pregnant?
•	 What are the barriers to accessing ART for young people?
•	 What support should young men give when their partners are pregnant?
•	 Do young men want to know if their pregnant girlfriends test positive for HIV at the clinic? 
•	 Do young men go to the clinic when their girlfriends inform them that their  

presence is required?

Prong 4: Care and support for women, their children, and their families

Ongoing care and support for women and children 
•	 Where can young people get support if they are diagnosed with HIV?
•	 How can young people support peers who disclose their HIV-positive status?
•	 How can young people support their partners and children who have HIV?
•	 If diagnosed as HIV-positive, would the breakout participants join a support group that has other young people 

living with HIV?
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Prong 1: Targeted primary prevention among women of childbearing age

Key 
discussion 
points

Women’s views on condom use
•	 What can women do to prevent the spread of HIV in their communities?
•	 Do women use condoms? If not, what are the hindrances to condom use?
•	 How do male partners feel about condom use? Are women able to negotiate for condom use?
•	 Is the facility giving women enough health education on prevention?
•	 What can the facility do to assist women in preventing HIV?

Prong 2: Prevention of unintended pregnancies in HIV-positive girls and young women

Pre-conceptual care, readiness for couple to conceive in a healthy state, low viral load
•	 Are pregnancies ever planned? Why or why not? 
•	 How do male partners react to family planning? What role do they play in supporting their wives/girlfriends in 

preventing pregnancy?
•	 Do women see the need to visit the facility for monitoring and care before deciding to become pregnant? 
•	 Do women in the community ever consider tubal ligation as a means of family planning?

Prong 3: Prevention of transmission from HIV-positive young mothers to infants

Home delivery versus facility delivery, ART, disclosure, and breastfeeding
•	 Why do women book late for antenatal care (ANC)?
•	 What are the feelings regarding HIV counseling and testing during pregnancy?
•	 For women who opted to test for HIV during pregnancy, what was the motivation?
•	 For women who opted out of testing, what were the reasons?
•	 What are the barriers to accessing ART for women?
•	 What makes women opt to deliver at home? What are the advantages of home delivery? What are the dangers of 

home delivery?
•	 What are the hindrances to facility delivery? What are the benefits of facility delivery?
•	 What prevents women from breastfeeding exclusively?
•	 Who exerts the most influence at home in terms of infant feeding?
•	 What support would women like to receive from their partners during pregnancy?
•	 What are the feelings about care of HIV-exposed infants in terms of the medications cotrimoxazole and 

nevirapine?

Prong 4: Care and support for women, their children, and their families

Ongoing care and support for women and children 
•	 Where can women get support if they are diagnosed with HIV?
•	 What support do women living with HIV receive from their families? What support would they want to receive 

from their families/spouses?
•	 If diagnosed as HIV-positive, would breakout participants join a support group that has women living with HIV?
•	 Do participants know or have they heard about any support groups in the community?
•	 Do they understand the role of support groups?

Table 3. Discussion Guide for Adult Women

preventive. Swazi traditional culture also ascribes high value to fertility and childbearing, with often adverse outcomes related to 
optimal and healthy child spacing, parity, and institutional deliveries. A well-facilitated breakout session should help participants 
examine and explore how traditions, customs, rites, and beliefs result in different health-seeking behaviors for men and women. 
The content of breakout sessions may help to identify opportunities for strengthening the demand for services and help to gauge 
the community’s perspective on how to improve services.
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Dialogue Facilitation

The facilitator's role requires good listening skills. The facilitator must also help set and follow ground rules for 
participation in the dialogue. Establishing rules helps to create a safe environment for openness and sharing.  
The facilitator's basic responsibility is to the group as a whole, while also considering each person's individuality 
and level of comfort.

A good facilitator should strive to do the following:

•	 Establish ground rules for the group. Set a relaxed and open tone.

•	 Stay neutral. The facilitator should not share personal views or try to advance an agenda on the issue. The facilitator 
is there to serve the discussion, not to join it.

•	 Keep track of who is contributing and who is not. The facilitator should help to keep the group focused on the 
content of the discussion and monitor how well the participants are communicating with each other—who has 
spoken, who has not, and whose points have not yet received a fair hearing.

•	 Follow and focus the conversation flow. To help keep the group on topic, it is helpful to occasionally restate the key 
question or insight under discussion. It is important to guide gently yet persistently. The facilitator might ask, "How 
does your point relate to the topic?" or state, "That's an interesting point, but let's return to the central issue." It is 
critical to keep careful track of time.

•	 Do not fear silence. It is alright if people are quiet for a while. When deciding when to intervene, err on the side  
of nonintervention. Sometimes group members only need more time to think through alternatives or to consider what 
has just been said.

•	 Accept and summarize expressed opinions. Acknowledging contributions shows respect for each participant  
in the group. It is important for the facilitator to make it clear that dialogue discussions involve no right or  
wrong responses.

•	 Anticipate conflict and attend to the ground rules. When conflict arises, it is important to explain that disagreement 
is to be expected. It is useful to remind participants that conflict must stay on the issue and must not become 
personal. It might be necessary to appeal to the group to help resolve the conflict. Stop and refer to the ground rules 
several times throughout the discussion.

•	 Close the dialogue. Participants should be given a chance to talk about the most important thing they gained  
from the discussion. They should be asked to share any new ideas or thoughts they have had as a result of the 
discussion and to think about what worked and what didn't. It is important to close the dialogue by thanking 
everyone for participating.

Facilitating the Plenary Dialogue 
Upon completion of the short breakout sessions, the highlights of the breakout groups are shared, and opportunities are provided 
for community members to respond to issues of interest to them. 
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Dealing with Challenges During a Dialogue

In order to effectively handle challenging situations, the dialogue facilitator must anticipate them and be prepared. 
Each dialogue is a unique experience, providing new opportunities for the discussion leader. The following scenarios 
present some possible challenges and offer some guidelines for handling them:

The group is slow to respond to the process 

•	 Check to determine whether the instructions have been understood. 

•	 Restate the purpose of the process and how it should be carried out. 

•	 Assure the community that the purpose of the process is to share different insights, experiences, and personal 
reflections on the topic. However the members choose to participate is valuable.

One or a few members dominate the dialogue 

•	 Reiterate instructions about respecting time limits. 

•	 Invite participants to be conscious of each person’s having time to share his or her reflections, ideas, and insights. 

•	 Invoke the ground rule "It is important to share time." 

•	 Tell the group you want to hear from those who have not said much. Participants will look to you to restrain 
domineering members. 

•	 Consider whether those dominating the dialogue may be doing so because they feel they have not been heard. 
Restating the essence of what they have expressed can show that you have understood their point of view.

A participant walks out of a group following a heated conflict 

•	 Remember that the best way to deal with conflict is to confront it directly. 

•	 Remind participants that they were told initially to expect conflict but that they agreed to respond to differences 
respectfully.

•	 Intervene immediately to stop name calling, personal attacks, and threats.

•	 Consider whether those dominating the dialogue may be doing so because they feel they have not been heard. 
Restating the essence of what they have expressed can show that you have understood their point of view.
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Table 4. Fact sheet for pre-dialogue planning partners

Fact Sheet For Pre-dialogue Planning Partners (Drama Groups, Facilitators, and Speakers)

Early enrollment

•	 Prospective mothers should attend ANC clinic as soon as they miss or suspect they have missed one 
monthly period

•	 Fathers should accompany mothers, preferably on the first visit to the clinic 
•	 Father and mother should plan for facility delivery, selecting the facility together

Why fathers should 
attend ANC

•	 To show or give emotional support to the female partner
•	 For screening of all STIs including HIV (condom usage should be discussed)
•	 For discussing family planning
•	 To discuss early infant male circumcision and its benefits

ARV prophylaxis

•	 HIV-positive mothers are given nevirapine to use at the beginning of labor to reduce chances of infecting 
the infant during birth

•	 All HIV-positive mothers (14 weeks and above) to adhere to zidovudine twice a day throughout pregnancy
•	 All pregnant mothers to take cotrimoxazole throughout pregnancy to prevent the occurrence of 

opportunistic infections
•	 During delivery, HIV-positive mothers will be provided with three different medicines (lamivudine, 

zidovudine, and nevirapine)

Breastfeeding

•	 All infants should be breastfed exclusively for 6 months because breast milk carries some antibodies that 
could protect the child from childhood illnesses

•	 From 7 to 12 months the child can start complementary feeding (i.e. breastfeeding with other added foods)
•	 Rapid HIV test at 12 months
•	 If the HIV test is positive, confirm with dried blood spot test. If positive, continue breastfeeding (because 

the child is already positive); if the HIV test is negative, gradually wean the child

Early infant male 
circumcision (EIMC)

•	 The best time to have a child circumcised is between 12 hours and 8 weeks of age
•	 Advantages of EIMC: fast healing, no need for sutures, few complications (pain, bleeding, and wound 

gaping) because penis is less developed and child has infrequent erections
•	 The penis is made numb by local anesthesia
•	 Infants eligible for EIMC are 8 weeks or less, birth weight at least 2.5 kg, not born premature, in good 

health, no penile abnormalities, no family history of blood disorders

Adult male 
circumcision

•	 Benefits: Reduced risk of HIV (60%), improved hygiene, reduced risk of urinary tract infections, prevention 
or treatment of phimosis, reduced risk of some STIs, future reduced risk of penile cancer

Ongoing support
•	 Dried blood spot test done at 6 weeks and rapid test given at 12 months to confirm HIV status
•	 Children found to be HIV-positive are given ARVs right away (half of children not initiated die within the 

first 2 years of life)

Concluding the Community Dialogue

Upon completion of the plenary dialogue, the facilitator should thank the group for taking the time to share ideas and personal 
values. Ideally, the participants should explore and plan some concrete, realistic possible actions, and who might be responsible for 
leading these, but they should not feel obliged to do something together. The note-taker may provide a summary of the lessons 
learned or key insights from the dialogue.
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After the Dialogue 

The planning/coordinating team should meet not more than a few weeks after the dialogue to review successes and challenges met 
during the dialogue, including the following issues:

•	 What worked well?

•	 What did not work well?

•	 What can be done better next time?

•	 Were the goals of the dialogue met?

•	 What follow-up actions are necessary to ensure that the dialogue achieves sustainable outcomes in this community?

A dialogue report should be prepared and distributed to key stakeholders in the community. The planning committee also needs 
to consider who else would benefit from receiving the results of the dialogue. People or groups that should receive a copy of the 
report include community leaders, facility staff members, municipal governments, rural teams, local organizations, partners, the 
RHMT, and local media.

Insights from the Community 
PMTCT Dialogue Approach

Adapting the Contents of a Community Dialogue to Each Community’s Unique Needs  
While the community PMTCT dialogue utilizes the four-pronged model as its primary technical framework, the social and 
cultural barriers that limit the attainment of optimal health outcomes will differ from community to community. For the 
community dialogue to be effective, the program team must be flexible in its implementation of the four-pronged dialogue 
model. For instance, in one Swazi community, a local herb known as jikisa umgcwabo (“postpone your funeral”) was known to be 
widely used, particularly by people living with HIV, some of whom substituted it for adherence to their ARVs. This situation was 
raised by the planning committee during the course of the pre-dialogue meetings. Messages on the danger of this practice were 
incorporated into the drama piece that served as the feature presentation of the community dialogue. 

Ensuring Long-Term Results, Ownership, and Sustainability  
Each community will have a unique health awareness profile prior to and after each community dialogue. Communities with 
higher levels of social capital might be more ready to move from dialogue to concrete action in response to their health needs. 
Regardless of the target community’s profile, it is likely that numerous dialogues and consistent postdialogue follow-up will be 
necessary to achieve sufficient community-level exposure or coverage and generate the desired levels of behavior change. The 
planning committee members and participants in early dialogues may be useful resources for determining the number and 
frequency of dialogues to be scheduled, and to identify recommended follow-up actions after each dialogue. 

The intensity of community dialogues and follow-up activities required to achieve the desired change may demand concerted 
financial and human resources without the community’s participation. It is important for community institutions, leaders, and 
members to be involved in the planning and implementation as early in the program of activities as possible. 
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Table 5. Partner roles and responsibilities

Organization Role/Responsibility

National NGOs

Offer specialized healthcare services (such as HIV testing and counseling)

Make in-kind and material donations

Health Promotion Unit (Ministry of 

Health)

Provide technical resource persons

Assist with health messaging

Public health units Provide primary healthcare services

TB Unit (Ministry of Health) Provide TB screening and sputum collection

Health facility 

Facilitate the dialogue and follow-up activities

Provide technical resource persons

Plan activities 

Serve as entry point

Provide referral services

RHMT members

Take the lead in action plan implementation

Coordinate partners, serving as regional health leadership

Health committees (revive those 

that have ceased operations)
Take up action plan implementation at community-level
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