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HIV/AIDS, Schools and Education

Global Strategy Framework

Executive Summary

Though the human immunodeficiency virus, HIV, has been with us for more than two decades, we are only just starting to define the character and ferocity of its effects - with social impact as devastating as any war. A narrow focus on a health response has been inadequate, as HIV/AIDS is also debilitating social, economic and cultural systems. A broader approach is needed to contain the spread of the virus. Protecting the education system is particularly important so that the sector can continue to provide education and training of good quality to rebuild the human capital required for development.  A broad multidisciplinary approach that also addresses underlying factors such as poverty and gender-based inequities is essential.
  While more research is almost always useful, action has to be taken before full knowledge is attained.  The world cannot wait for compete answers before moving to meet the challenge.

The Inter-Agency Working Group on HIV/AIDS, Schools and Education

This Strategy Framework was produced through the leadership of the UNAIDS Inter-Agency Working Group on HIV/AIDS, Schools and Education with the participation of co-sponsoring organisations of UNAIDS as well as bilateral agencies, governments, non-government organisations, professional associations and unions, and academic institutions. The consultative process was designed to be broad and inclusive, involving electronic discussions and a range of conferences and meetings globally, beginning at the Dakar World Education Forum, April, 2000, followed up at the United Nations General Assembly Special Session on HIV/AIDS, June, 2001, and concluding at the United Nations General Assembly Special Session on Children, September, 2001.  The Strategy Framework will be presented for endorsement by the Program Coordinating Board (PCB) of UNAIDS, in September, 2001. The PCB is comprised of the seven UNAIDS Cosponsors (UNICEF, WHO, World Bank, UNESCO, UNDP, UNFPA, UNDCP), 22 governments from all regions of the world, and five non-governmental organizations (NGOs), including associations of people living with HIV/AIDS.

Driving forces

Two global mechanisms have driven and guided the development of this Strategy Framework: "Education For All" and the 5-year Review and Appraisal of Implementation of the International Conference on Population and Development Programme of Action (ICPD+5, 1999). 

"Education For All" (EFA) is the touchstone for the advancement of education around the world.  The World Education Forum (Dakar, Senegal, 26-28 April 2001), the outcome of a comprehensive process of consultation among all relevant EFA partners and the EFA 2000 Assessment, provided clear priorities and recommendations for national action towards EFA. 

In brief, the six Dakar goals are:

(i) expanding and improving comprehensive early childhood care and education, especially for the most vulnerable and disadvantaged children ;

 (ii) ensuring that by 2015 all children, particularly girls, children in difficult circumstances and those belonging to ethnic minorities, have access to and complete free and compulsory primary education of good quality ;

 (iii) ensuring that the learning needs of all young people and adults are met through equitable access to appropriate learning and life skills programmes ;

 (iv) achieving a 50 per cent improvement in levels of adult literacy by 2015, especially for women, and equitable access to basic and continuing education for all adults ; 

 (v) eliminating gender disparities in primary and secondary education by 2005, and achieving gender equality in education by 2015, with a focus on ensuring girls' full and equal access to and achievement in basic education of good quality ;

 (vi) improving all aspects of the quality of education and ensuring excellence of all so that recognized and measurable learning outcomes are achieved by all, especially in literacy, numeracy and essential life skills.
Source: Dakar Framework for Action, para. 7

The Dakar Framework for Action, adopted by all countries represented in Dakar, reaffirms the fundamental human right to education. The Framework recognises that HIV/AIDS is eroding the hard-won gains in education of the last decade.  Indeed the focus on HIV/AIDS for the future is a distinctly new emphasis within the EFA movement and ’governments have an obligation to ensure that EFA goals and targets are reached and sustained’
. The Dakar Framework also emphasises partnership, the growing role of civil society in achieving EFA, and the importance of national political will and action in the follow up - all of which are equally relevant to overcoming the HIV/AIDS pandemic.

ICPD+5 represents the 5-year review and appraisal of the implementation of the International Conference on Population and Development (ICPD) Programme of Action.  The 1999 conference was successful in establishing the first specific global target to reduce HIV among young people, with supporting strategies to ensure the right of young people to accurate information and education to prevent and cope with the effects of HIV/AIDS.  Clearly, school-based efforts can contribute significantly by starting early and continuing to support children and young people through their education.
Goals of this Strategy Framework

Recognising that the goals of EFA cannot be achieved without attention to HIV/AIDS, and the ICPD+5 goal on HIV reduction cannot be achieved without education, this Strategy Framework aims to increase the education sector's contribution to these two key and inter-linked goals:

· To achieve 25% reduction in HIV infection rates among young people
 in the most affected countries by 2005, and globally by 2010 (ICPD+5)

· To ensure that by 2015 all children, particularly girls, and children in difficult circumstances and those belonging to ethnic minorities, have access to and complete, free and compulsory primary education of good quality (EFA).
To this end, this Strategy Framework promotes an “expanded response” to HIV/AIDS; one which simultaneously reduces risk, vulnerability and impact – the three basic and inter-related dynamics of the epidemic: 

· Decreasing the risk of infection slows the epidemic,

· Decreasing vulnerability reduces the risk of infection and the impact of the epidemic; and 

· Decreasing the impact of the epidemic decreases vulnerability to HIV/AIDS.
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Taken together, the goals of Education for All and ICPD+5, and related strategies, provide a clear priority for education in preventing HIV/AIDS among children and young people. School-based efforts must be considered a significant part of the action that follows, including efforts to reach more children and provide them with quality education in a supportive learning environment. These actions cannot be separated from the underlying issues and the need to do more to build the virtuous cirlce of debt relief, poverty reduction and sustainable development.  This Strategy Framework provides ideas for strengthening and expanding what can be done through and with education to address HIV/AIDS and the needs of children and young people in terms of reducing risk, vulnerability and the impact of HIV/AIDS.  Ultimately priorities will have to be set, and these must be set according to local factors and conditions, and constantly reviewed.  There is no single recipe for success, and much relies on the commitment and capacity for innovation and prompt action at the country level, and broad partnerships at all levels.



Strategy Framework Summary
Goals
This Strategy Framework aims to increase the education sector's contribution to two key international goals:

· To achieve 25% reduction in HIV infection rates among young people in the most affected countries by 2005, and globally by 2010 (ICPD+5)
; and
· To ensure that by 2015 all children, particularly girls, and children in difficult circumstances and those belonging to ethnic minorities, have access to and complete, free and compulsory primary education of good quality (EFA).

Objectives
	Reducing Risk
	Reducing Vulnerability 
	1.1.1.1.1 Managing Impact

	· To strengthen capacities of education systems, especially schools, to implement well-resourced, full-scale HIV/AIDS prevention programs which specifically address key risk behaviours and situations
	· To improve the capacity of education systems to reduce vulnerability to HIV/AIDS and promote factors and environments that are inclusive, healthy and protective for individuals, communities and societies
	· To assess, manage and mitigate the impact of HIV/AIDS on education systems and individuals


Key Outcomes
	Reducing Risk
	Reducing Vulnerability 
	Managing Impact

	Within systems
· HIV/AIDS risk reduction addressed through programs in all schools

Within target groups
· Students, and their teachers, have the knowledge, attitudes and skills they need to reduce their HIV/AIDS related risk, and to care for and support those affected by HIV/AIDS

· Children and young people avoiding risks for HIV


	Within systems
· All schools are implementing effective school health programs (FRESH*)

· All schools continually improving as Health Promotingand Child Friendly Schools 

Within target groups
· To ensure that by 2015 all children, particularly girls, and children in difficult circumstances and those belonging to ethnic minorities, have access to and complete, free and compulsory primary education of good quality (EFA)

· Orphans, girls, and other children and young people highly vulnerable to HIV risk are achieving at school on an equal basis with other students

· Reduced rates of STI and unwanted pregnancies among young people
	Within systems
· Matched supply of, and demand for, teachers in schools

Within target groups
· HIV/AIDS infected and affected children, especially orphans, enrolled in education and achieving on an equal basis with other students

· Reduced HIV/AIDS related stigma/ discrimination affecting children, young people, teachers and other staff within education systems


HIV/AIDS, Schools and Education

Global Strategy Framework
2 Purpose
The Global Strategy Framework on HIV/AIDS, Schools and Education is about children and young people
, their learning and HIV/AIDS.  At the 21st Special Session of the United Nations General Assembly in July 1999
, Member States agreed on the first specific global target against HIV: to achieve 25% reduction in HIV infection rates among young people in the most affected countries by 2005, and globally by 2010.
  Ensuring the right of young people to accurate information and education to prevent and cope with the effects of HIV/AIDS was identified as a key strategy for achieving this goal.  Governments are the duty bearers, ultimately responsible for establishing an environment that is conducive to, and provides access to, the best possible HIV/AIDS prevention and care.
The education sector must be seen, and must see itself, as a central player in this global priority.  Indeed HIV/AIDS is highlighted in The Dakar Framework for Action (2000), signed by all governments participating in the World Education Forum, April 2000, as a critical factor in the achievement (or not) of Education For All.  This commitment is reinforced by the World Bank's commitment to support all countries that have sustainable plans of action for EFA.
Schools and education systems have the opportunity to reach children and young people early, during the “window of hope” when few are infected.  Action must be taken before they are involved in sexual activity, and must continue over time
.  Protecting a new generation from HIV/AIDS is integral to the future of education systems which are themselves falling victim to the effects of HIV/AIDS.  But education alone will not be enough.  Education systems everywhere, with the support of partners, must predict and address the broader context of what conditions make children and young people vulnerable to HIV/AIDS; for example, failing to ensure access to, and completion of, primary education of good quality increases their vulnerability to HIV/AIDS and other risks.  In addition, proactive measures must be taken to reduce the impact of HIV/AIDS, especially in higher prevalence settings.
To this end, this Strategy Framework was designed to stimulate and support development of country-level strategic plans for reducing HIV/AIDS risk, vulnerability, and impact in education systems, as part of the expanded global response to the pandemic. The Framework seeks to inform and guide education planners, policy-makers and HIV/AIDS taskforce teams working together to improve HIV/AIDS prevention, care and support through education systems.  It will also be of interest to teachers, professional unions, and non-governmental organisations.  It is designed to be a guide for country level action, to be adapted and implemented at all levels, from the local to the national. 

This strategy framework is not meant to replace existing international or national frameworks and plans for action, but to enhance them and encourage additional action.  For example, it may serve as a guide to review or expand existing country strategies or offer ideas for achieving existing objectives. Similarly, this framework is intended to complement the goals and strategies of existing international commitments, especially the Convention on the Rights of the Child
 and the Dakar Framework for Action to achieve Education For All.  It is intended to support and expand upon the UNAIDS Framework for Global Leadership on HIV/AIDS, with regard to children and young people in educational settings.  This framework will also guide the work of international agencies.
  Ultimately, this document seeks to galvanise local, national and international commitment to the reciprocal goals of HIV/AIDS prevention and Education for All.
2.1 The focus

Though the focus is children and young people at or near school age, in primary and secondary school settings, the Framework aims to be relevant to other educational settings, such as pre-school, tertiary and vocational training settings. Partnerships with non-formal mechanisms will also be essential to boost the quality and coverage of programs, especially for children and young people who are not attending school regularly.  

2.2 The Stakeholders 

Participation by all is demanded by the far-reaching impact of HIV/AIDS.  A broad range of partners exists, each with specific interests and reasons to support this strategy; For example,

· Children and young people: want to be heard; know how to avoid HIV; continue school when affected by HIV/AIDS, especially when orphaned; avoid gender-based violence and abuse; and to be a solution to HIV/AIDS rather than a problem.
· Communities: (parents, grandparents, religious groups, community-based organizations, people living with HIV/AIDS, service providers at the local level) want to protect children from HIV; educate them; promote values; avoid criminalisation of their sons and daughters and grandchildren; and ensure that their children are cared for if ill or orphaned.

· Teachers and other school personnel want children to learn through functioning schools; receive support and recognition for their job; to protect themselves, and/or to cope with HIV/AIDS. 
· Governments want economic growth and poverty reduction.
· Supporters: international cooperation agencies, bilateral donors, and NGOs want to invest in programs that research and experience has proven effective for development, for sustaining healthy, productive populations, and for realizing human rights.
· Industry: want healthy workers and consumers. 

· Media: want to influence and nurture a consumer market.
2.3 Lessons Learned
· The scale of the HIV/AIDS pandemic is now far greater than a decade ago, exceeding the worst-case projections for young people made then

· Twenty years into the AIDS pandemic, the rates of HIV prevalence among young people are alarmingly high, and appear to be rising. UNAIDS and WHO have determined that 30 per cent of people currently living with HIV/AIDS are under the age of 24. In fact, in many countries, young people between the ages of 15 and 24 constitute the majority of new HIV infections.
 The map below illustrates the regional distribution of the 10.3 million young men and women infected at the end of 1999. 
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· Few anticipated the heavy loss of lives HIV/AIDS has inflicted among school teachers. In the worst affected countries, experienced teachers are dying faster than new teachers can be trained.
 

· UNAIDS estimates that over 13 million children have lost their mother or both parents to AIDS before the age of 15 years.
 By 2010, 55 percent of those young people will be adolescents. 

· The major effects of the pandemic on educational systems are yet to come

· In many countries, HIV/AIDS is undermining the institutional capacities needed to protect the well-being and development of children and young people. It is also compromising the ability of the system to replace the human capital necessary for progress in development. By seriously affecting the supply and quality of education, HIV/AIDS is threatening recent gains that provided the most disadvantaged with access to school.
  The combination of high infection rates, the prolonged incubation period of HIV, and the delayed response of the education sector imply that the full brunt of HIV/AIDS' impact on educational institutions is yet to come. All aspects of systems are likely to be affected including supporting institutions and service providers, such as pre-service teacher training colleges, inspectors, primary education advisors, and so on. 

· The number of children orphaned by AIDS is likely to balloon in the coming decade. USAID has estimated that by the year 2010 there will be a total of 41 million orphans who have lost their mother or both parents due to HIV/AIDS worldwide.
 This will pose major challenges for their well-being, and for the development of the communities in which they live. Student enrolment and achievement will drop as more and more children become infected, orphaned or burdened by the impact of AIDS.
· Substantial experience and considerable success has been demonstrated in reaching young people and addressing HIV/AIDS through schools

· Being in school can itself reduce vulnerability to HIV/AIDS, for example, by increasing connectedness and security of children and young people, by providing access to trusted adults, and by increasing literacy which is associated with reduced HIV/AIDS risk. In addition, young people with more education are more likely to use condoms than their peers with lower education, and less likely to engage in casual sex.
 

· Experience has also shown that HIV/AIDS related risk can be present in schools.  Schools may attract those who prey on children and young people, or teachers themselves may at times act in unprofessional ways.  And so, special security measures and protocols must be ensured to protect the rights of children and young people in education systems.

· Research has shown that well implemented school-based HIV prevention programs work - especially when reinforcing strategies are applied over time.  Such programs reduce key HIV/AIDS risks – such as delaying the age of first sex, enhancing use of condoms, reducing the number of sexual partners, and reducing other risky behaviour such as drug use, and risks associated with injecting drug use in particular. 

· Where evaluations are unfavourable, the conclusions often point to systemic barriers, rather than  ineffective programs per se
.  Often programs were not implemented as planned nor to scale.  Some of the reasons for this include a lack of attention to training personnel, political commitment and coordination from ministries of health and education, under-funding, misconceptions about sexual education and stigma associated with HIV/AIDS.

· People living with HIV/AIDS are central to the education sector's response

· The participation of people living with HIV/AIDS in policy, program design and implementation has been instrumental in reorienting priorities, ensuring relevance and effectiveness, and increasing accountability.
 And having access to voluntary and confidential counselling and testing is central to knowing one's status.  People living with HIV/AIDS can complement the role of the teacher or other facilitators in the delivery of programs and many other tasks.  Indeed, teachers themselves may be living with HIV/AIDS and maximising their participation is critical to the survival and effectiveness of education systems. The involvement of children and young people and school personnel living with HIV/AIDS can help to diminish fear and stigma so often attached to HIV/AIDS. 

· Treatments for people living with HIV/AIDS can be an effective way to reduce the impact of the epidemic

· Denying treatment to millions of people with HIV/AIDS and opportunistic infections like tuberculosis (TB) not only disregards their suffering and death, but has shown to magnify the impact of the disease on societies and institutions. If made available, recent advances in the management of opportunistic infections, and the development of more effective antiviral therapies could enhance the productivity of educators, the quality of the home environment of children affected by HIV/AIDS, and ultimately their learning potential.  Better management of HIV/AIDS can also delay or relieve young people, especially girls, from the burden of caring for relatives with HIV/AIDS, allowing them to attend school and reduce their own vulnerability to HIV/AIDS (though economic burdens may still keep children away from school).  Resolving to make essential medicine for HIV/AIDS available in the most affected countries at prices commensurate with local purchasing power is inextricably linked with the goals of this strategy framework. 

· The capacity and commitment of the education sector to act has increased

· In general, government ministries and international organizations have been slow to recognize and respond to the severity of the HIV/AIDS pandemic, particularly as it devastates education systems.  Fortunately and gradually, this is changing in many countries.  HIV/AIDS threatens hard-won gains in education and broader development. 

· A narrow, but necessary, focus on a health response has been inadequate.  A broader approach is needed to contain the spread of the virus, and also protect the education system so that the sector can safeguard its personnel, and continue to provide education of good quality and rebuild the human capital required for development.  A broad multidisciplinary approach is essential.

· Committed, informed and aggressive leadership for a long-term national program across sectors has shown to be a key element of success. It is becoming increasingly recognised that governments have a role to play in coordinating and supporting local responses, creating policy and establishing a regulatory framework, delivering health and social welfare services appropriate to community requirements, and ensuring that sufficient funds are mobilized and channelled to those who can make best use of them.

· Successful responses have their roots in communities 
· “HIV/AIDS is deeply embedded in the customs and beliefs of each locality.  On a day-to-day basis, non-government organisations, community based organisations, home-based care programs, volunteer and faith-based support schemes, and the courage of individuals are already making a difference in alleviating distress…"
. However, governments must work in support of communities to ensure that such agents are not overwhelmed by the rising demands for their services.

· Young people have shown to be a valuable resource to communities. They have served as organisers of programmes, educators and counselors for their peers, and carers of younger siblings and children orphaned by HIV/AIDS.  Their input and energy has substantially enhanced many efforts to prevent and control AIDS, and should continue to be harnessed for their own protection and that of their communities. 

· Some of the worst-affected countries are learning that schools have the potential to be the ultimate “community-based organisation,” that is, a place which provides a community focal point and resource centre for discussing and acting on AIDS issues. 

2.4 Guiding principles 

The following are guiding principles which underpin this strategy framework:

The Global Strategy on AIDS, Schools and Education

Guiding Principles
,

· Political will and local ownership set the parameters in responding to the HIV/AIDS crisis.  National governments, working together with civil society, must provide leadership to ensure that national and international efforts respond to country and community needs.*  This necessitates effective partnerships with organizations reaching out-of-school youth. 

· Inter-sectoral strategies and plans, especially between education and health, are essential to ensure optimal impact.

· Participation by a broad range of stakeholders, including young people and people living with HIV/AIDS, is central to combating the HIV pandemic.

· Overcoming the HIV pandemic is critical to sustainable development and poverty reduction and achieving EFA, and vice versa.

· Gender inequalities fuel the pandemic and must be explicitly addressed.  Men and boys must work in equal partnership with women and girls in responding to the crisis.*

· Comprehensive programming and links between research/monitoring/situation analyses and action must be ensured.

· Those at greatest risk of HIV/AIDS must be assured of their human rights, protected from discrimination and stigma and ensured access to all society's benefits.

· Education is the key to reducing stigma and promoting a greater understanding of the HIV/AIDS pandemic and to providing the skills necessary to build self-confidence, to protect oneself and to care for and protect others.

· A quality
 education, which promotes values, equality, justice and dignity is a human right and foundation for the development of all children and young people. 

· Schools must be health-promoting
 and “child/adolescent-friendly”. That is, they should be: inclusive of children; healthy and protective for children; effective academically, involving children, teachers, young people, people living with HIV/AIDS, families and communities, and gender sensitive throughout. 

3 Goals 

This Strategy Framework aims to increase the education sector's contribution to two key and inter-linked goals:

· To achieve 25% reduction in HIV infection rates among young people
 in the most affected countries by 2005, and globally by 2010 (ICPD+5); and
· To ensure that by 2015 all children, particularly girls, have access to and complete primary education of good quality (EFA).
3.1 Objectives

This Strategy Framework promotes an “expanded response” to HIV/AIDS; one which simultaneously reduces risk, vulnerability and impact – the three basic and inter-related dynamics of the epidemic: 

· Decreasing the risk of infection slows the epidemic,

· Decreasing vulnerability reduces the risk of infection and the impact of the epidemic; and

· Decreasing the impact of the epidemic decreases vulnerability to HIV/AIDS.
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The goal of the Framework will thus be furthered through the following three inter-related objectives:

3.1.1 Reducing Risk

· To strengthen capacities of education systems, especially schools, to implement well-resourced, full-scale HIV/AIDS prevention programs which address specific HIV/AIDS risk behaviours and situations.

3.1.2 Reducing Vulnerability

· To improve the capacity of the education system to promote factors and environments that are inclusive, healthy and protective for individuals, communities and societies.
3.1.3 Managing Impact

· To assess, manage, and mitigate the impact of HIV/AIDS on education systems and individuals

3.2 Action Across the Three Objectives

This Strategy Framework focuses on positive outcomes for children and young people who are at school, but also encourages schools and education systems to reach out to those who are not in school. It is expected that children and young people will be able to play an active role in prevention and mitigating HIV/AIDS impact in their communities. There is also a deliberate focus on teachers, not only as critical gatekeepers for reaching young people and delivering education, but also as a group who have personal and professional rights to protection and prevention related to HIV/AIDS and its effects.

The greatest gains will be achieved where actions in this Strategy Framework are coordinated, rather than implemented alone.  Though this Strategy Framework focuses on a small piece of the HIV/AIDS puzzle - that which relates to strengthening the contribution of education - it is intended to complement other strategies and actions that focus on other target groups and other local aspects of the HIV/AIDS epidemic.  Related strategies include those concerned with young people who are not at schools or who may be particularly vulnerable to HIV/AIDS risk.  It is the totality of these actions, coordinated across communities, systems, and population groups that will help realise the global goals of reducing HIV/AIDS infection rates and the impact of HIV/AIDS.

In all stages of the epidemic, the most effective response will be an “expanded response” - one that simultaneously acts on all fronts: reducing risk, vulnerability and impact, in the context of  the nature of the factors driving the epidemic and other local factors. 

Different Strategies For Different Epidemics

In the early phases of an HIV epidemic, prevalence of HIV is relatively low and effective prevention efforts will be central to slowing and containing the rate of HIV transmission. These interventions should provide information and help develop skills and attitudes that reduce risky behaviours and situations (e.g., delayed onset of sexual activity or safer sex, availability of condoms, reduced or safer intravenous drug use).

A concentrated epidemic is usually driven by a few identifiable factors or conditions which affect sub-populations - such as intravenous drug use and sex work, often in situations of poverty - rather than the general population.  Such sub-populations need to be prioritised to contain the epidemic, along with other highly vulnerable groups who are likely to be involved or otherwise affected.  They need to be targeted with information, education and services that address the risks and conditions which promote their vulnerability to HIV/AIDS; for example, weak education systems, poor care and protection practices or capacity, or discrimination which raises vulnerability to HIV/AIDS for girls, orphans, and those with disabilities or in conflict situations. 

In a mature epidemic, prevalence of HIV/AIDS is high and infection has generalised or spread widely throughout society.  The impact of AIDS will be felt among social systems like the education sector. And so, while prevention of risk to new generations will still be important, the demand for counselling and treatment services, as well as care and protection for children and young people will force greater attention to these services.  Such devastation can in turn fuel more infections, so efforts must be made to mitigate the impact.  In countries where the impact is not yet clearly evident, anticipating the situation and planning can avert worsening of the situation.
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More detailed discussion of the three inter-related objectives follow, including specific actions for achieving them and suggested indicators for monitoring progress.

4 Reducing risk

4.1 Objective:

· To strengthen capacities of education systems, especially schools, to implement well-resourced, full-scale efforts that specifically address key HIV/AIDS risk behaviors and conditions

4.2 Expected outcomes 

· HIV/AIDS risk reduction addressed through programs in all schools
· Students and their teachers with the knowledge, attitudes and skills they need to reduce their HIV/AIDS related risk, and to care for and support those affected by HIV/AIDS

· Children and young people avoiding HIV related risks

Schools need to consider efforts to reduce HIV/AIDS and related discrimination as: 

· a learning / teaching issue: Teachers need specific training and ongoing support, good quality curricula and materials to help young people, teachers and other adults acquire the knowledge, attitudes, skills and services necessary to protect themselves and others from HIV infection.

· a child rights issue: Children and adolescents have the right to information and skills about relationships and sexual health through education and other services, as well as confidentiality and non-discrimination and to be treated with respect across gender and cultural uniqueness
 

· a cultural issue: Schools and education systems socialize new generations into the social norms that influence and regulate citizenship, economic activity, and personal relationships in the community 

· a community issue: There is much that schools can do in the surrounding communities using the resources available there, to both influence and reflect the social norms, promote prevention, and support those affected by HIV/AIDS in various ways, with outreach to those who do not regularly attend school.

· an intersectoral issue: Children and young people and HIV/AIDS are important for many sectors - such as education, health, legal systems and policing, social services and welfare, and the private sector - and for many different agencies and institutions - such as governments, non-government and community agencies, universities, and businesses - all of whom are influenced by education and by the course of HIV/AIDS, and in turn can support education and HIV/AIDS related efforts in various ways.

4.3 Lessons learned about reducing risks
,
  
· Research has shown that well implemented school-based prevention efforts can influence key HIV/AIDS-related risk factors and conditions.  They can delay the age of first sex; increase the use of condoms among young people who are sexually active; reduce the number of sexual partners; reduce alcohol and drug use, and risks associated with injecting drug use in particular; and increase health, safety and security on school grounds and within the community. 

· Providing information is necessary but not sufficient to protect young people against HIV/AIDS.  A balance of (i) knowledge, (2) attitudes & values, and (iii) life skills, is needed to develop or change behaviours (e.g., making healthy life choices, resisting negative pressures, and minimizing harmful behaviours).  Risk reduction education works best in the context of other supportive strategies such as policies, basic services, school-community partnerships and media.
· The factors and conditions that can protect people from harm or increase their susceptibility to harm apply not just to one risk, but to many. Risks can appear in clusters, suggesting that there are underlying issues that increase vulnerability to risk, such as family breakdown, low access to education, information and services, violent or unsupportive environments.

· A range of “entry points” can be used to address HIV/AIDS issues, taking into account what is relevant to children and young people and their communities. HIV/AIDS education should be linked to other relevant issues – such as, STI
, sexuality, pregnancy, violence, drug use, employment and broader social issues - however the key knowledge, attitudes and skills need to be taught together in one subject, and not watered down or overlooked by attempting (usually unsuccessfully) to integrate HIV/AIDS thinly into a range of other subject areas. 

· Where evaluations are unfavorable, the conclusions often point to systemic barriers which preclude effective implementation, rather than ineffective programs per se
.  The success of HIV/AIDS prevention programs can be frustrated by shortcomings of the broader education system
, and so strengthening the capacity of the education system in general, is a prerequisite for improving HIV/AIDS prevention through schools. Some of the obstacles hampering implementation include:

· Education in general is labor intensive and relies on (trained and skilled) human capacity to a great extent. 

· School-based efforts to prevent HIV infection are often controversial, for educators as well as the community, and lack genuine political commitment and coordination from Ministries of Health and Education and school officials; Such efforts are often under-funded with inadequate attention to the necessary related strategies which will maximize their success – such as effectively implemented policies, training and ongoing support for teachers, access to related health services, and links with the community and other sectors;

· Despite common misconceptions about HIV/AIDS education (e.g., that HIV/AIDS education does not work, or that education about sexuality leads to increased sexual activity), community resistance should not be assumed. While these misconceptions can hinder progress, communities are often keen to be better informed and more involved; 

· Inadequate mechanisms to train teachers and other school personnel, supervise, monitor and evaluate programs;

· A lack of well-defined national strategies for promotion, support, coordination and management of school-based health programs.

4.4 Discussion

Most children and young people are HIV-free, so prevention is a central strategy for this target group, within a continuum of care and support.  Reaching all children and young people to enable them to protect themselves from HIV infection is at the core of reducing risk and promoting healthy development.  This part of the strategy is focused on primary and secondary school prevention efforts, parts of which may be relevant to pre-school, university and other educational settings. It also focuses on ways to link to and enhance non-formal
 means of reaching children and young people who are not attending school regularly, including community-based schools, vocational training and education for street and working children.  

Schools reach further into communities than any other institution.  HIV/AIDS prevention efforts delivered through schools are an important vehicle for reaching and enabling children and young people to protect themselves and to help them to cope with the impact of HIV/AIDS on their lives and their communities. Such efforts are likely to work best where vulnerability factors are low in the surrounding environment, (e.g. good care and protection practices and structures, safe places for learning and playing), and where school-based efforts are reinforced by well-coordinated and complementary community-based strategies.  

To this end, it is critical to reach children and young people before they are sexually active. 

While necessarily focusing on schools and their supporting education systems as important vehicles for reaching young people, links between formal and non-formal programs must be developed for reaching those children and young people who are not attending school regularly.  Non-formal programs can complement and be linked to school-based efforts to ensure that young people are reached both in- and out-of-school. Integral to such efforts is the need for intensive, multi-sectoral coordination that links and enhances life-long education for the long term.

The actions within this objective outline how schools can implement efforts to affect positive changes in knowledge, attitudes, skills and behaviours, and services that facilitate prevention, care, support and reduced discrimination, among students and their teachers.  Reducing HIV/AIDS risk is best implemented within the context of a comprehensive cadre of coordinated strategies that address positive and sustained behavior change, as well as enhanced health status for children and young people. Education systems are encouraged to collaborate with the health sector to monitor risk behaviors and changes in conditions.

Teachers, and other educators and facilitators, are vital links in the chain of quality education.  Whether they welcome the responsibility or not, educators need to be aware that they are role models. Systems need to ensure that educators, including community members playing that role in education settings, receive training and ongoing support to meet demands within and outside the classroom.  Such training and support needs to go beyond basic awareness of issues to include personal attitudes, specific techniques for teaching and learning about gender and power relationships and broader related issues such as reproductive health, drug use, HIV/AIDS, and other sexually transmitted infections (STI).  In addition, the expanded role of the teacher needs to be recognised through training, for example, as a care and support person to students and colleagues, as a community role model, and as a prime mover in creating a caring and supportive school environment.

	4.5 Key Actions for Reducing Risk

	1. Leadership

1a.  Secure committed and informed leadership across all sectors to provide school-based efforts that reduce risks of HIV infection among young people and school personnel. 

1b.  Ensure that the education sector recognises and fulfils its leadership role in partnership with the health and other relevant sectors, for ensuring well-funded, full-scale good quality school health programs, formal and non-formal
 HIV/AIDS programs and coordinated school/community HIV/AIDS programs to reduce HIV risks and related discrimination.



	2.   Situational analysis

2a. Gather accurate information, including existing information, about demographics, such as gender, age, ethnicity, and literacy; risks/conditions, such as STI and pregnancy rates among young people, age at first sexual intercourse, substance use, condom use, number of partners; availability of condoms and services; safety and security of the school/community; and social/economic factors and cultural practices relevant to risk, attitudes related to education about HIV/AIDS, sexual and reproductive health, and discrimination in schools and the community.

2b. Assess national and local policies and practices relevant to the implementation of school-based efforts to reduce risk among young people.


	3.  Advocacy 

3a. Increase the capacity of the education sector to make strong arguments for the delivery of well-funded, full-scale, quality programs to reduce risks of HIV infection through the education system.

3b. Increase the capacity of the education sector and other relevant sectors to execute a variety of communication strategies to challenge misconceptions and fears about school/based risk reduction efforts.
 

	4.  Participatory Planning

4a. Share information from the situational analysis about demographics, behaviors and conditions related to HIV risk

4b.  Use the results of the situation analysis to make informed decisions about policies, practice and priority areas.

4c.  Develop consensus among key stakeholders, including the formal and non-formal education providers within and across sectors, on priority action areas.

4d.  Identify potential partners and their possible roles, responsibilities and funding implications

4e. Facilitate increased participation in the planning and development of strategies to reduce individual risk for HIV, including:

· Establishing broad and active participation of children and young people in decisions that affect them

· Establish mechanisms for improving school-community communication, for example, through PTAs, student councils, teachers' groups, community volunteers, etc.


	5.
Strategic Areas 

5a. Link formal and non-formal HIV/AIDS prevention programs,especially in schools that do not have effective school health programs and in areas of high or increasing incidence of infection.

5b. Link HIV/AIDS specific prevention programs to broader school health programs (FRESH
), providing school health policies, a healthy physical and psycho-school environment, skills-based health education and school health services to prevent HIV infection among students, teachers and other school personnel and to prevent related discrimination.

Policies
i.
Develop strong national policies in support of AIDS prevention education, in partnership with MOHs and civil society, and as part of united national plans. Promote school policies which support coordination and joint implementation of skills-based health education, access to health services, and genuine school-community partnerships. Promote translation of policies into laws and regulations enforceable at all levels.

Skills-based health education for HIV/AIDS prevention
ii.
Scale up implementation of school-based programs to achieve nationally defined standards for quality and full coverage relating to knowledge, attitudes, skills and behaviours more relevant to preventing AIDS and promoting non-discrimination, care and support for those affected and infected.
iii. Ensure availability of quality teaching and learning materials and support their implementation.

▪
implement quality control standards

▪
to identify, distribute and support use of quality materials

iv. Scale up pre- and in-service teacher training to achieve nationally defined standards relating to knowledge, attitudes, skills and behaviours most relevant, personally and professionally to preventing AIDS and promoting non-discrimination, care and support for those affected and infected. 

Health Services

v. 
Provide access to essential services and supplies to support uptake of risk reduction behaviour, such as:
▪
Youth friendly access to condoms
▪
Voluntary and confidential HIV counselling and testing

▪
STI prevention and management services

▪
Services for substance abuse and injecting drug users

School Community Partnerships
vi. 
Coordinate school/community HIV/AIDS prevention programmes for children and young people in and out of school, parents and other community members to increase access to information, resources and services at places and times, and in ways that are likely to be appealing and acceptable.
5c.  Scale up ongoing support to teachers and other educators regarding their own HIV/AIDS prevention needs, and to reflect the complex role of educators in the classroom and in the community
 

	6.   Mobilising human and financial resources

6a. Utilise local, national and international resources across public and private sectors for full-scale programs operating through or with schools to ensure the necessary quality and coverage of programming for AIDS prevention.



	7. Partnerships to implement priority Strategic Areas

7a.
Enable education and health officials, teachers, students, parents and community leaders to work together, give consideration to cultural and religious concerns, and determine the most appropriate ways to implement effective efforts to reduce risks of HIV infection among young people through schools. 

7b.  Increase genuine participation of children and young people in appropriate aspects of prevention programs and related activities

7c.  Increase capacity and resources to build a participatory school-community partnership that involves all stakeholders in and out of the school system, working together to improve the effectiveness of policies, education and services, implemented together to support HIV/AIDS prevention programs. 

7d.  Establish mechanisms for broad based multi-sectoral collaboration to strengthen capacity of education systems for HIV/AIDS prevention (including relevant ministries, private and faith-based providers of education)

7e.  Increase links with, and coordination of, a variety of related and consistent strategies over time to intensify messages, especially through mass media



	8. Research, monitoring & evaluation

8a.  Increase capacity of countries to research, monitor and evaluate risk reduction programs
8b. Put monitoring and evaluation mechanisms in place to allow continuous assessment of program process and outcomes      

8c. Collect data on key risk behaviours and outcome indicators for children and young people



4.6 Possible Indicators for Reducing Risk 
	International 5-year objective
	National outcome indicators
	National process indicators

	Within systems
· Countries will have implemented full-scale HIV/AIDS prevention programs through schools 


	Within systems

· HIV/AIDS risk reduction is addressed through programs in all schools - on a national scale
Among target groups
· Students, and their teachers, have the knowledge, attitudes and skills they need to reduce HIV/AIDS-related risk and discrimination, and to care and support those affected by HIV/AIDS

· Children and young people avoiding risks for HIV, evident by:

· Delayed first sexual intercourse 

· Increased secondary abstinence
 
· Increased use of condoms among young people who are sexually active

· Reduced number of sexual partners

· Reduced injecting drug use 

· Increased safe injecting among continuing injecting drug users

	Extent to which…
· HIV/AIDS prevention programs are linked to broader school health programs (FRESH*)
· Policies are implemented to support HIV/AIDS risk reduction programs through schools
· Teachers are trained in teaching and learning methods to improve knowledge, attitudes and skills related to AIDS prevention 
· Teaching and learning materials for skills-based HIV/AIDS education are available in schools
· School programs are coordinated with community programs, non-formal programs and media campaigns
· Communication with parents regarding HIV/AIDS prevention and reproductive health
· Participation of children and young people, education professionals, parents and the community in appropriate aspects of programs increases
· Mechanisms for collaboration between sectors in place, including non-government and non-formal providers of education, and school-community partnerships
· Accurate and disaggregated data about risks and program effectiveness are available for decision making

· Budget allocated at local, national and international level across public and private sectors for actions within this objective

· HIV/AIDS prevention is integrated into other sector programs, e.g., livelihood
 and workplace programs; alcohol and other drug programs; nutrition and reproductive health services; mass and print media, etc., for children and young people

· Proportion of adolescents who have access to early and effective drug treatment increases

· Proportion of teachers trained to prevent AIDS and support students affected by AIDS increases
· Proportion of adolescents who have access to early and effective STI treatment & management increases




3   Reducing Vulnerability

4.7 Objective:

· To improve the capacity of the education system to promote factors and environments that are inclusive, healthy and protective for individuals, communities and societies.
4.8 Expected Outcomes 

· All schools are implementing effective school health programs (FRESH*)
· All schools continually improving as Health Promotingand Child Friendly Schools
 
· By 2015, all children have access to and complete primary education of good quality (EFA goal)
· Orphans, girls, and other children and young people highly vulnerable to HIV risk are enrolled and achieving at school on an equal basis with other students
· Reduced rates of STI and unwanted pregnancies among young people
Vulnerability to HIV infection can occur when "people are limited in their abilities to make and effect free and informed decisions."
 Vulnerability can be affected by civil, political, economic and social factors such as poverty, lack of connectedness to family, school, or community, boredom, family breakdown, lack of quality education, health or other social services.  These factors form the social structure which affect quality of life and opportunities available to young people, but require long term investments to create and sustain.  Together these factors can conspire to deem some children and young people particularly vulnerable to HIV - this includes girls; children and young people living in extreme poverty; those affected by gender and ethnic marginalization and discrimination due to sexual orientation; those being exploited sexually, economically or in other ways; those with physical or mental disabilities migrating, refugee and displaced youth, especially those living in emergency and conflict situations, those in conflict with the law, those without birth registration, those living in conditions of rapid social change where they lack family and community support.
4.9 Lessons learned about reducing vulnerability 

· Being in school can itself reduce vulnerability to HIV/AIDS, for example, by increasing connectedness and security of children and young people, by providing access to trusted adults, and by increasing literacy which is associated with reduced HIV/AIDS risk. In addition, young people with more education are more likely to use condoms than their peers with lower education, and less likely to engage in casual sex, particularly in countries with severe epidemics.
 

· While schools can be places for ensuring the rights of children and young people, they can also be places where their rights are compromised.  Schools may attract those who prey on children and young people, or teachers themselves, may at times act in unprofessional ways. The presence of bullying and violence, harassment, gender and HIV/AIDS related discrimination and sexual abuse in schools must be recognised and remedied. And so, training and special security measures, codes of conduct and protocols
 for responding to breaches must be ensured to protect the rights of students and personnel in education systems.
· Multiple targeted and coordinated strategies are more effective in producing desired behaviour change and health outcomes than single strategies or “one-off” approaches. Long term efforts to reduce vulnerability, such as getting more girls into schools, and more specific HIV/AIDS risk reduction strategies can be mutually beneficial.  Such strategies might include building policy, building personal knowledge, attitudes, and skills, building supportive environments, supporting community action, and establishing related health services, all of which will require intersectoral coordination.

· HIV/AIDS related programs work best where they are built on a strong foundation, that is, when there are strong institutions and infrastructure already in place, such as basic education and health services, policies guaranteeing human rights, etc.

· The most successful countries and efforts have identified who is most vulnerable and targeted responses to go beyond individual behaviour to include changes in structures, conditions and services
.
· Addressing the roots of vulnerability - poverty, gender and power relations, inequity and breaking the silence around HIV/AIDS and discrimination - can have a range of benefits for health and development, beyond HIV/AIDS.

· Reducing vulnerability decreases the risk of HIV/AIDS infection and the impact of the epidemic.
 

4.10 Discussion

Key risks and conditions that are driving an epidemic (such as intravenous drug use or sex work) need to be identified and addressed early, as do the factors that make some children and young people - such as girls and orphans - highly vulnerable to exposure to HIV/AIDS.  Both individual and structural or community factors will affect vulnerability.

Many of the factors that heighten susceptibility to HIV/AIDS infection for children and young people relate to the erosion of care and protection previously available to them from their families and communities. Orphans and children living in families affected by HIV/AIDS are more likely to drop out of school to provide care for sick relatives or find work to replace lost income and support their families. As traditional extended family systems cannot absorb all of the children and young people in need, millions of children find themselves impoverished, alone, ill, or caring for others.
 Discrimination in the community, deteriorating care and protection practices and the stress of such living conditions can increase risk and also force children and young people into higher risk situations - such as drug use, and sex work or transactional sex (sex for school fees, clothes, favours, gifts, or money).

Governments and communities must identify the most vulnerable and provide them with quality health, nutrition, psycho-social and educational services. The benefits of addressing vulnerability factors are not limited to HIV/AIDS, but apply to a range of health and development issues. Protective factors such as education can reduce vulnerability to alcohol and drug use, unwanted pregnancies, violence and unemployment, as well as HIV/AIDS infection. Enabling children to stay in school is a powerful defense against HIV/AIDS and other health concerns. Good quality education can increase students' earning power, confidence, and basic knowledge to make sound decisions about their sexual health.  Increasing education can better equip children and young people to act on information they have, and can open up more opportunities and broaden their perception of the options available to them, which can reduce vulnerability to HIV-related risk.  Education is particularly important  for girls, as they are generally disproportionately infected and affected by HIV/AIDS, especially in the worst affected countries. Innovations in the delivery of education to reach girls and other under-served children and young people must be encouraged. 

Risk behaviours often share the same root causes and tend to cluster, however school-based programs are often narrow, focussing on only part of a problem or  a single issue, for example, promoting condom use where condoms are not readily accessible, or developing livelihood skills for a market that does not exist. Comprehensive school health programs can help to address a range of health issues and the factors and conditions that affect them, with benefits for, but not limited to, issues such as HIV/AIDS.  For example, poor nutrition and limited access to clean water and sanitation, compromise the immune system and can lead to a range of illnesses and a general failure to thrive, which affects absentees and also makes learning difficult when at school.  Access to clean water and sanitation, or food, for example, can keep students in school, which promotes a range of opportunities including, but also going beyond, HIV/AIDS issues. "FRESH" provides a model of a comprehensive school health programs which supports such broad-based solutions and potential benefits
 

Thus schools can improve access to services, such as nutrition programs and life saving immunisations, and to a caring and secure environment, which can extend benefits to communities as well. Schools can enhance access to a range of key services relevant to young people, including early and effective treatment of sexually transmitted infections reproductive health services, counselling, and care, including male and female condoms, voluntary and confidential counseling and testing, and HIV care and treatment. Schools and education systems cannot be solely responsible for providing health services, however they can network more effectively with health and other sectors, to improve access and quality of primary health care, for physical and mental health services. For example, trained staff can identify early warning signs for harmful drug use and refer appropriately.  Strong links with local health centres can also help students bridge knowledge and attitudes they learn at school with action to protect themselves. 

At the societal level, in concert with many other strategies, education can make long term inroads into the pervasive effects of poverty, gender and power relations, inequality, human rights abuses, and violence which are at the root of HIV/AIDS vulnerability. Education can contribute to the protection of children and young people and reduce their vulnerability by ensuring that their rights are fulfilled; for example by guaranteeing universal access to primary education and increased secondary school attendance. Schools can provide life skills education about the full range of issues affecting children and young people (including harmful alcohol and drug use). The education sector can make greater efforts to reach out-of-school youth, and improve access to youth-friendly reproductive and sexual health services (especially STI services).
 Improving these basic rights and services will provide a foundation for impact and risk reduction strategies to be more effective.
	4.11 Key Actions for Reducing Vulnerability

	1. Leadership

1a. Guarantee committed and informed leadership across all sectors, to minimise factors related to education that increase vulnerability to HIV/AIDS and maximise protective factors in the school environment, in addition to underlying factors such as poverty, gender and power relations, and equity. 

1b. Ensure that the education sector recognises and fulfils its leadership role in partnership with other sectors, especially health.



	2. Situational analysis

2a. Collect and analyse existing information, about factors affecting vulnerability of children and their access to quality education (e.g., # and % of children living at home, children not attending school, orphans, health status, economic pressures/poverty, security issues, etc., disaggregated by categories such as gender and age). Where no data or insufficient data exists, data collection (including qualitative and quantitative information) can be undertaken.  

2b. Make projections, based on the situation assessment, for future trends relating to factors affecting vulnerability, such as number and percent of orphans, children and young people living at home, and in and out of school, as well as information about health and nutritional status, social and economic status and employment, safety and security. 



	3. Advocacy

3a.  Advocate for cross-sectoral collaboration and the central role of the education sector in reducing vulnerability of young people to HIV/AIDS. 

3b. Advocate for schools to be inclusive, healthy andprotective, gender sensitive, involved with families and communities, and effective learning and work places.

3c. Advocate for actions that promote supportive legal and social norms to improve care and protection and reduce stigma and discrimination through and in education 



	4. Participatory Planning 

4a. Share information from the situational analysis about factors which increase vulnerability of students, and their teachers, to HIV/AIDS and factors which can be protective.

4b.  Use the results of the situation analysis to make informed decisions about policies, practice and priority areas.

4c.  Develop consensus among key stakeholders, including formal and non-formal educationeducation providers within and across sectors,on priority action areas.

4d.  Identify potential partners and their possible roles, responsibilities and funding implications

4e.  Facilitate increased participation in the planning and development of strategies to minimise factors that increase vulnerability to HIV/AIDS and maximise protective factors in the school environment.

	5. Strategic Areas

5a.  Decrease vulnerability to HIV/AIDS through provision of high quality education for all children, particularly girls, orphans and other vulnerable children and young people as stated in EFA
.

i. Establish policies and practices that favour the attendance and learning achievement of girls, orphans   and other vulnerable children

ii. Address health, nutrition and psycho-social factors that affect capacity to learn 
iii. Improve the quality of education by improving management, the safety and security of learning environments, professional development, teaching methods, materials and curriculum 

iv.  Ensure that schools are healthy, protective, gender sensitive and effective learning environments.
5b. Implement effective school health programmes that address HIV/AIDS prevention, care and support.  Specifically, coordinate simultaneous implementation of policies, healthy and safe learning environment, skills-based health education, access to health services, and genuine community-participation to establish effective school health programmes, for example:   

Policies
i.
Ensure policies and legislation are in place to address HIV/AIDS related protective and vulnerability factors relevant to education (both formal and non-formal).  Policies can aim, at a minimum, to address the following factors affecting vulnerability: ensuring child protection; security to and from schools; prevention of discrimination on the basis of gender, HIV/AIDS status, pregnancy, religion, or culture; establishing alternative behaviour management options to corporal punishment; fostering appropriate student/teacher interaction, gender sensitivity, psychosocial support, quality teaching and learning methods; and provision of recreational activities and safe places.

ii.    Establish links and consistency among policies across sectors and those implemented at different levels, from local school to ministry level policy

Water and sanitation facilities

iii.   Provide access to adequate drinking water and sanitation facilities as a first step in establishing a healthy learning environment, with priority to separate sanitation facilities for male and female students, and for staff

iv.   Ensure policies and practices are in place to support adequate maintenance of drinking water and sanitation facilities

Skills-based Health Education

v.    Provide full-scale skills-based health education, which includes a balance of relevant knowledge, attitudes and skills building, and which is reinforced through other parts of the broader school health program

vi.   Ensure pre- and in-service training is provided to assist teachers to utilize a variety of teaching and learning methods, especially interactive methods, to maximise participation and the application of relevant knowledge, positive attitudes, and essential life skills such as: building self esteem, decision making, values clarification, co-operation, coping and stress                 

      management, critical and creative thinking.

Health Services

vii.  Ensure pre-and in-service training on psycho-social support, encouraging children and young people to express their needs, is provided for teachers, guidance counsellors, supervisors and inspectors.The training content should include skills for: early identification of vulnerable children, addressing special needs, and making appropriate referrals and links to health and social services.

viii. Provide follow-up to training and ongoing support for high quality implementation

ix. Facilitate access for all to quality basic health and nutrition services and ensure linkages to services and supplies for reducing young people’s vulnerability to HIV infection, such as:

· Early and effective treatment for STI

· Voluntary and confidential HIV counselling and testing

· Youth friendly counselling services

· Reproductive health services, including counselling about sexual behaviour, family planning and pregnancy 

· Youth friendly access to condoms

· Tuberculosis prevention and treatment services

· Services for substance abuse and injecting drug users

· Rape counselling

· General health education services – providing information on nutrition, healthy living, smoking, alcohol, and other substances
School-community Partnerships

x.    Enhance the effectiveness of school-community partnerships for learning, leisure, vocational and livelihood
 guidance and training.   



	6.   Mobilising human and financial resources

6a.  Utilise local, national and international resources across public and private sectors for full-scale, quality education, health and social services, especially those affecting HIV/AIDS related protective factors and vulnerability factors



	7. Partnerships to implement priority Strategic Areas

7a. Establish mechanisms for broad-based, multi-sectoral collaboration, especially through education and health sectors, to strengthen capacity to address factors that increase vulnerability to HIV/AIDS

7b. Increase genuine participation of children and young people in appropriate aspects of efforts to reduce vulnerability to HIV/AIDS

7c. Increase capacity and resources to build a participatory school-community partnership that involves all stakeholders in and out of the school system, working together to reduce vulnerability to HIV/AIDS, for example, through improved care and protection services, and legal services, developing livelihoods skills and creating employment opportunities, poverty reduction and access to credit.

7d. Increase links with, and coordination of, a variety of related and consistent strategies over time, 

      especially through mass media, to intensify actions and promote positive social, legal and political environment for addressing HIV/AIDS.



	8.  Monitoring and evaluation

8a. Increase capacity of countries to research, monitor and evaluate efforts within this objective

8b. Establish monitoring and evaluation mechanisms to allow continuous assessment of program processes and outcomes



	4.12 Possible Indicators for reducing vulnerability

	International 5-year objective
	National outcome indicators
	National process indicators

	Within systems
· Countries will have implemented national plans to achieve the following targets …


	Within systems
· Schools are implementing effective school health programs (FRESH*)

· All schools continually improving as healthy and Child Friendly Schools - 
Among target groups
· To ensure that by 2015 all children, particularly girls, and children in difficult circumstances and those belonging to ethnic minorities, have access to and complete, free and compulsory primary education of good quality (EFA)
· Orphans, girls, and other children and young people highly vulnerable to HIV risk are achieving at school on an equal basis with other students

· Reduced rates of STI and unwanted pregnancies among young people
	Extent to which…

· 
· 
· Policies are implemented which:

· respect human rights and reduce barriers to the education of vulnerable children (including pregnant girls)

· ensure safety and security of schools, and outline appropriate code of behaviour among students and teachers 

· reduce stigma and discrimination associated with gender, sexuality and drug use

· reduce violence against women and girls 

· teachers and managers trained in identifying and reducing factors enhancing vulnerability to HIV/AIDS and discrimination

· Teachers are trained in teaching and learning methods to promote skills-based health education

· Referrals from schools to health and other services increase, including: youth friendly health and nutrition services, expecially STI and pregnancy services; condoms; voluntary counseling and testing services; sterile injection equipment and drug treatment, rehabilitation and legal services

· Accurate and disaggregated data about factors which increase or reduce vulnerability is available for decision making

· Community and stakeholders are represented in planning and implementation of actions

· Funds are allocated at local, national and international level across public and private sectors for actions within this objective

· Reach of programs for vulnerable groups has increased, e.g., girls; children with disabilities; young men/boys having sex with men/boys; children in conflict and emergency situations; refugee and displaced youth; poor, ethnic minority and other marginalised youth.


5 Managing Impact


5.1 
Objective:








· Assess, manage, and mitigate the impact of HIV/AIDS on education systems and individuals
5.2 Expected Outcomes

· Matched supply of, and demand for, teachers in schools

· HIV/AIDS infected/affected children, especially orphans, enrolled in education and achieving on an equal basis with other students

· Reduced HIV/AIDS related stigma/ discrimination affecting children, young people, teachers and other staff within education systems
The impact of HIV/AIDS is exacting a heavy toll on the education sector, impairing its ability to undertake its core functions in several countries, and potentially threatening many others. It is yielding a devastating effect on the people, infrastructure and services that constitute the education system. Attention is urgently needed to cope with the trauma and loss of capacity in local through to national levels in the system, to break the silence and stigma around HIV/AIDS , and to prevent new infections. This part of the framework focuses on strategies to assess, manage and mitigate the impact of HIV/AIDS on education systems and the people involved in them.  These strategies should be considered within the broader context of increasing the overall effectiveness and reach of both the formal education sector and their nonformal partners.

The goals of Education for All cannot be achieved without addressing the impact of AIDS on people’s lives, and the systems that affect them.  Business as usual will be inadequate and potentially harmful.  HIV/AIDS affects many countries to different degrees and needs to be considered as part of larger educational reform efforts, not just a separate program or unit, however, the dedication of staff to this issue is essential.  Extra support needs to be given to those in ministries working on HIV/AIDS issues, to build networks of champions who will boost morale and keep the momentum high in what sometimes seem overwhelming circumstances, but also to ensure that less affected countries can anticipate and contain the epidemic.  Coordination across planning sectors, and across donors and agencies working with HIV/AIDS, for a multisectoral national agenda linked strongly with local initiatives is critical. These are the challenges for those seeking to manage education systems under HIV/AIDS conditions. 

Schools are also workplaces, and education systems must recognise the need to develop, support and protect their workforce.  Without attention to the management of education systems under these conditions, meaningful AIDS prevention and impact mitigation strategies will be difficult to achieve.  Policy development and planning processes must be geared to address all aspects of HIV/AIDS in education, ranging from confidentiality, discrimination affecting for teachers or students, and health cover issues, to specialised training for adapting the system and its curriculum to address and cope with HIV/AIDS. In some countries, an emphasis on maintaining core education functions will be needed. Countries in which infection rates are very low at present are in a good position to arrest the spread of infection before greater impact occurs.  Other countries with reported losses of up to one third of teachers across their systems, are experiencing  dire consequences such thatmore profound changes in the education system are needed to enable schools and alternative programs to provide education and support to children and young people.
The impact of HIV/AIDS is multidimensional, reaching far beyond health.  The impact of HIV/AIDS is

· a development issue: While the value of increasing enrollment for accelerating development is clear
, AIDS is threatening the recent gains in education that provided the most disadvantaged with access to school
 - girls, rural poor, and children with disabilities. Countries cannot afford the erosion of human and social capital as teachers, education planners and other education personnel get sick and die, and children give up school because of increased cost burdens and time out to care for parents and siblings.

· a human rights issue: Denial of human rights stalls development,
 and HIV/AIDS can exacerbate this threat.  Ensuring access to information and skills development, support and services, including those related to education, reducing stigma, and avoiding discrimination is central to the needs of workers, of children, and of communities.  
· a political issue:  A volatile mix of social disconnectedness with a growing number of orphans, loss of family care-givers, combined with a loss of trained and educated personnel has the potential for political and economic crisis.  A well functioning education system is a stabilizing factor
 in the lives of children and young people, especially those in difficult situations.
5.3 Emerging Lessons about Management of Education Systems under HIV/AIDS conditions

Several urgent areas raised in HIV/AIDS forums and programs over recent years include:

· the slowness of ministries and international agencies to recognize and respond to the severity of the HIV/AIDS pandemic as it devastates education systems; 

· reluctance to recognise and address the effects of social stigma and discrimination related to HIV/AIDS; and exacerbating stigma by creating separate programs for children and young people orphaned by AIDS;

· inadvertently reinforcing discrimination by targeting those affected by HIV/AIDS in the face of generally distressed and needy communities 

· difficulty in obtaining accurate data to determine the impact of HIV/AIDS on the education system including: trauma, stigma and death of teachers, managers, administrators, and children in vulnerable groups; loss of organizational and management capacity; and macroeconomic, household and other costs and their effects on communities and the larger country;

· difficulties emerging from being overwhelmed with the trauma – difficulty in maintaining a sense of hope and proactive purpose,  and in re-energising personnel;

· lack of resources and capacity to gather routine system data (both quantitative and qualitative);

· lack of resources and capacity to aggressively design, implement and monitor interventions and to prevent new infections;

· the need to think of different educational and supportive structures, particularly at the local level, but within a national public campaign to combat and cope with the HIV/AIDS impact; and

· reluctance to act until comprehensive data is available – In many situations, sufficient information is known to mobilize actions, even though more information is still desirable.  A parallel approach of gathering further accurate information, while implementing and monitoring new measures can work. 

· HIV/AIDS exaccerbates already fragile systems.

5.4 Discussion

HIV/AIDS seems to have the greatest impact on five main areas of the education sector
,
, 
. It affects education from a demand point of view – there is less demand on the current formal system because there are fewer children seeking to enter or stay in the education system.  This is due to the following: there are fewer children born; there are greater numbers of sick children; more children are unable to attend school for economic reasons; and more children must leave the education system due to changed familial, social, and economic circumstances.

The capacity of the education system to supply schooling services also decreases.  Where large numbers of teachers and other staff become infected, impaired performance and high attrition rates will result.  In addition, as the impact of HIV/AIDS is felt on the productive sector of the economy and the health budget, government revenues will decline and/or be reallocated – resulting in a smaller education budget.  Replacement of human capacity across the board will become increasing difficult where education systems cannot be maintained.  Dealing with wide-spread trauma can also overwhelm individuals and communities. Nonformal education will play an increasingly important role to help provide meaningful education and other services to all children, especially to reach those in vulnerable groups including girls, orphans and out-of-school youth affected by trauma and stigma.  Given the generally poor conditions of communities in many countries, balancing the needs of those affected by other health and social issues will be a key challenge in providing these services and avoiding HIV/AIDS related discrimination.

The quality of education is also affected negatively by this phenomenon.  There are fewer teachers working; they may be less motivated and affected by family trauma or illness themselves; and many families experience decline in purchasing power, making the acquisition of books, etc., harder.  In addition, reductions in the education budget are most likely to affect non-salary expenditure – resulting in less teaching input.  Loss of central and provincial administrators/managers, experienced teacher mentors, and teacher educators in universities and colleges also affects the quality of planning, training and support.  

Equality of opportunities will most likely be affected negatively.  Due to biological and social factors, it is likely that female students will be more adversely affected than male students. School safety, social stigmas and lack of empowerment issues are increasingly concerning for girls in the current formal school system.  In addition, disadvantaged sectors will have fewer resources on which to call in order to confront the pandemic and its effects, resulting over time in a more direct relationship between income and HIV/AIDS prevalence.

The challenge that countries affected by the pandemic face is how to protect both the formal and non-formal education system from its ravages, and simultaneously adapt to the new needs that the context has created.

Education management is affected by all of the above.  Uneven supply and demand for education affect the quality of education, and together these factors ultimately compromise education outcomes in critical ways.

	5.5 Key Actions for reducing the impact of HIV/AIDS on education



	1. Leadership

1a. Secure committed and informed leadership across all sectors to create a long-term national programme for decreasing the impact of HIV/AIDS on education systems.

1b. Ensure that the education sector recognises and fulfils its leadership role in partnership with other sectors, especially health.



	2. Situational analysis   

2a. Collect and analyse information, including existing HIV/AIDS surveillance data and qualitative and quantitative information about the impact of HIV/AIDS on education systems, including:

· Attitudes toward HIV/AIDS and stigma in schools and the education system

· Staffing levels and teaching capacity as affected by death and illness of teachers

· Extent of loss of organisational and management capacity in the education system

· Macroeconomic, household and other costs due to HIV/AIDS and their effects on schools and   communities

2b. Make projections, based on the situation assessment, for future requirements for teacher supply, student enrollments, replacement costs due to HIV/AIDS, and so on.



	3. Advocacy 

3a. Challenge misconceptions and promote accurate information about HIV/AIDS and its impact on education.  

3b. Promote the central role of the education sector in managing the impact of HIV/AIDS on education systems, its teachers and other staff, its students, and the wider impact on families and communities

3c. Advocate for fully resourced policies, including strategies in national HIV/AIDS plans, to include alleviation of the impact of HIV/AIDS in and by the education sector.



	5. Participatory Planning 

4a. Share information from the situational analysis about the impact of HIV/AIDS on the education sector.

4b.  Use the results of the situation analysis to make informed decisions about policies, practice and priority areas.

4c.  Develop consensus among key stakeholders, including formal and non-formal education providers within and across sectors, on priority action areas.

4d.  Identify potential partners and their possible roles, responsibilities and funding implications

4e. Facilitate increased participation in planning and development of strategies to mitigate the impact of HIV/AIDS.



	5. Strategic Areas

5a. Ensure access to high quality education in a caring and supportive learning environment  for orphans, children living with HIV/AIDS, and children in families affected by HIV/AIDS, without reinforcing discrimination nor discriminating against others in need
i.
Reduce social and economic barriers to accessing and staying in education, faced by orphans, children living with HIV, and children in families affected by HIV/AIDS, without excluding others in need.  Sample strategies, which each have strengths and weaknesses, include: 

· Providing materials (school uniforms, school requisites, school meals) to families, schools and communities for orphans and vulnerable children

· Developing community education to reduce discrimination, stigma and misunderstanding about HIV/AIDS 

· Ensuring and demonstrating that schools are safe places for girls by guaranteeing professional standards of conduct are developed and enforced

· Guaranteeing policy and legislation to reduce discrimination and stigma in schools

· Developing school and community initiatives to enable young people who are working or providing care for sick family members to also access education

· Improving community awareness of the value and right to education, especially for children affected by HIV/AIDS

· Promoting outreach, for example, through community networks, to identify and support children affected by HIV/AIDS Providing direct grants to students, schools, families, and communities

· Supporting cross-sector strategies to prioritise keeping affected children and young people with their families or in family-like environments.

ii.
Develop innovative ways of providing education for orphans, children living with HIV/AIDS, and children in families affected by HIV/AIDS. Sample strategies include:

· Transforming schools into community resource centres using innovative strategies to provide HIV/AIDS information, care and support, and training for families and communities

· Promoting links between formal and non-formal educational opportunities, and flexible hours and conditions to respond to the special needs of orphans and children affected by HIV/AIDS, such as the need for catch up/second chance education

· Increasing the participation of families and communities in learning experiences, e.g., through PTAs 

· Utilising appropriate technologies to enhance the quality and reach of schools 

iii.   Review pre and in-service manager and teacher training and ongoing support mechanisms for ensuring care and support for, and meeting the special needs of, orphans, children living with HIV, and children in families affected by HIV/AIDS  

· Provide specific teacher training for identifying and addressing the needs of children and young people affected by HIV/AIDS, in a caring and supportive environment – including policies and skills to reduce discrimination, ensure confidentiality and support human rights

· Raise manager and teacher capacity to identify and utilise resources available in the local community, including referral networks for medical, psychological, social and other services

5b. Ensure teachers are supported to build their personal capacity to cope with the impact of HIV/AIDS 

· Facilitate access to confidential counselling services and other psycho-social services for teaching staff, to help them support colleagues and students as well as cope with their own emotional needs.

· Prioritise teachers' access to health care to enable them to continue to work productively.

· Develop workplace policies for HIV prevention, care and support, and fair employment regulations for teachers living with, or affected by HIV/AIDS, including attendance/sick leave/compassionate leave policies, and confidentiality.  
· Develop and provide HIV prevention, care and support programs as part of pre- and in-service training for teachers, managers, and other staff.
5c. Ensure adequate supply of teachers and managers

i. Adjust recruitment of teachers and managers to match projected demands 

   (to replace staff who die from HIV/AIDSand to cover absentees due to staff illness, caring for sick relatives and funeral attendance).  The following could be considered:

· Incentives to enter teacher training

· Incentives for retaining teachers and encouraging recruitment to unpopular locations

· Provision of a career structure 

· Offering professional development opportunities as an alternative to financial incentives

ii. Ensure decent working conditions for teachers 

· Establish appropriate standards for the physical and operational aspects of schools 

· Establish professional standards and codes of conduct, including anti-discrimination on the basis of HIV/AIDS status and gender, and appropriate teacher-student interaction

· Facilitate flexible approaches to part-time work and job-sharing to enable teachers with other commitments (e.g., caring for sick relatives, family responsibilities) to continue working.



	6. Mobilising human and financial resources 

6a. Utilise local, national and international resources across public and private sectors to respond to the impact of HIV/AIDS on education



	7. Partnerships to implement priority Strategic Areas

7a. Establish mechanisms for broad-based, multi-sectoral collaboration to strengthen capacity of education systems to mitigate impact of HIV/AIDS

7b. Increase genuine participation of children and young people in appropriate aspects of efforts to mitigate impact of AIDS

7c. Increase capacity and resources to build a participatory school-community partnership that involves all stakeholders in and out of the school system, working together to mitigate the impact of AIDS

7d. Increase links with, and coordination of, a variety of related and consistent strategies over time to intensify efforts



	8. Monitoring and evaluation 

8a. Increase capacity of countries to research, monitor and evaluate impact reduction efforts

8b. Establish monitoring and evaluation mechanisms to allow continuous assessment of program processes and outcomes


5.6 Possible Indicators for reducing the impact of HIV/AIDS on education

	International 5-year objective
	National outcome indicators
	National process indicators

	Within systems
· Countries will have implemented national plans to achieve the following targets…


	Within systems
· Matched supply of, and demand for, teachers in schools

Among target groups

· HIV/AIDS infected and affected children, especially orphans, enrolled in education and achieving on an equal basis with other students

· Reduced HIV/AIDS related stigma/discrimination affecting children, young people, teachers and other staff within education systems


	Extent to which…

· HIV/AIDS is integrated across sectors in planning and implementation of strategies

· Community and stakeholders are represented in planning and implementation of strategies

· National action plans are implemented to decrease the impact of HIV/AIDS on education systems

· Accurate and disaggregated data are available for decision making

· Funds are allocated at local, national and international level across public and private sectors for actions within this objective

· Equitable access to quality medical and psycho-social treatment and care is ensured for teachers and personnel living with HIV/AIDS

· Policies are implemented which:

· reduce barriers to education for children and young people affected and infected by HIV/AIDS

· promote and protect the rights of children and young people living with HIV/AIDS

· protect and serve the educational needs of orphans

· support the needs of teachers infected and affected by HIV/AIDS 

· improve teacher recruitment, hiring and training systems to overcome losses resulting from HIV/AIDS

· AIDS prevention programmes are implemented for teachers and other education personnel

· Teachers and managers are trained to meet the special needs of children infected and affected by HIV/AIDS

· Communication strategies to reduce stigma or discrimination in education settings are implemented




6 End Note

Education is a vital institution of society - both an instrument for preventing HIV/AIDS and a potential target of HIV/AIDS.  Education for prevention is the most effective tool currently available to halt the pandemic.  Even if a cure is found, prevention will remain essential for protecting successive generations and those currently HIV free. Ultimately, priorities will have to be set, and these must be madeaccording to local factors and conditions.  While some countries and regions are more affected by HIV/AIDS, all must consider the current and potential effects of HIV/AIDS and critical actions to take as part of a proactive, expanded response. 

As such an expanded response supports the broader effort of improving health and education, and reducing poverty, globally.  No single sector or institution can achieve what needs to be done.  Broad partnerships across sectors and at all levels will be essential to laying a strong foundation for the success of HIV/AIDS related actions to reduce risk, vulnerability and impact.  
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HIV/AIDS THE VIRUS VS HIV/AIDS THE PANDEMIC

The virus known as HIV/AIDS has been around since the late 1970s. Responses to it have been largely biomedical, focused on preventing the spread of the disease. Rising prevalence rates worldwide indicate that strategies to contain the virus have not been effective. As HIV/AIDS spreads, individuals, families, communities and nations have to learn to live with HIV/AIDS. But this is no longer simply a disease. It is now a pandemic, an entirely different though clearly linked phenomenon. Governments, agencies and communities are starting to define its social, economic and cultural characteristics. The fight against ‘HIV/AIDS the virus’ will continue while the battle with ‘HIV/AIDS the pandemic’ is joined.

HIV EDUCATION VS HIV AND EDUCATION

In this new context, education can no longer be ‘business as usual’. Schools in an AIDS-infected world cannot be the same as schools in an AIDS-free world. Confronted with the challenges of this pandemic, the paradigm of education must shift. Educational planning and management principles will need to change if the hard-won development gains of the EFA years are to be retained.

Educators must of necessity move from a narrow ‘HIV education’ curriculum prevention campaign towards a broader ‘HIV and education’ planning paradigm. The pandemic-as-phenomenon is vastly complex, and individual educators, researchers, policy makers and analysts, planners and funders each confront this plague from a different perspective, based on experience and training:

· Some are guidance and counseling specialists who are concerned about orphans and other vulnerable children in classrooms; 

· Some are gender specialists concerned about violence against women and girls which spills into learning institutions and on which the disease thrives; 

· Some are teaching service managers concerned about controlling and managing the impact of high levels of morbidity and mortality on educators and children, and keeping education quality at acceptably high levels; 

· Others are education planners and practitioners who concentrate on the potential consequences of the pandemic for education subsectors like higher education, schools, or early childhood development; 

· Others are curriculum and materials specialists;

· Most are simply teachers who are trying to cope with learners in trauma, children who are abused or suffering emotionally from untold loss to HIV. 

All are educators trying to understand in one way or another the parameters of the HIV challenge, like blind men trying to construct an image of an elephant by touching different parts of the beast. The ‘HIV and education’ construct includes at the very least:

· defining the role of education ministries, educators and managers

· learning to respond appropriately to HIV/AIDS issues in various education sub-sectors

· understanding and predicting the pandemic’s implications for management and development within the sector

· developing appropriate pedagogy, curriculum and materials

· dealing with trauma among learners and educators

· protecting and sustaining the teaching service

· addressing HIV-related gender concerns in learning institutions and hostels

· understanding how values and customary or inherited beliefs promote or challenge the pandemic

· adjusting training policy and programmes to meet new labour requirements

· reviewing and adjusting existing national and international conventions, legislation, policies, and regulations so as to protect and promote individual rights.

This broad concept of HIV and education means in practice that each educator is responsible in his or her own domain to make sense of what is happening, and to react appropriately. Educators are moving into unknown territory here, for few of the right questions and answers have as yet been tabled. 

7 RESPONDING TO THE PANDEMIC

Education sector responsibilities for challenging the pandemic have not been fully defined. But consensus so far is that education’s mandate includes helping to contain the spread of the virus and providing support for learners and educators affected by the disease in conjunction with other social sector services. Sector authorities are also responsible to protect the system of education, so that it can provide education and training of suitable quality.

The fourteen countries of the Southern African Development Community (SADC)
 lie at the core of the pandemic, and Botswana, South Africa and Namibia are now approaching full-blown crisis. National AIDS strategies are in place, or being prepared, across the southern Africa region, led by ministries of health, and occasionally by the office of the president. The resources of sectoral ministries, nongovernment and faithbased organisations, international development agencies, and communities are being harnessed. National strategies often rely heavily on the education sector, and the teaching service in particular, to carry safe sex messages to adolescents, in the hope that by changing their sexual behaviour, soaring rates of infection will start to decline.

Little has been done to interrogate planning assumptions about the effectiveness of teachers as counsellors, sexual advisors and mentors during this crisis. Two recent South African studies
 have shed some light on the strengths and weaknesses of life skills programmes. As yet however, no one has comprehensively assessed life skills programmes with regard to (1) materials content, (2) implementation or (3) outcomes. Such evaluations are merely detail in countries that have as yet no education sector HIV/AIDS policy or plan.

Twenty years into the pandemic, a SADC review of thirteen country programmes in February 2001
 revealed that

For limiting the spread of HIV

· two have appropriate curricula in most learning institutions

· one has sufficient curriculum and resource materials for the sector

· two have trained teachers on HIV topics and curriculum delivery

· none has prepared teacher educators or managers.

For reducing HIV impact on institutions, learners and educators

· five have management structures to cope with HIV in the education sector

· one has an effective policy and regulatory framework

· two have viable strategic plans

· four have carried out impact assessments

· none has taken steps to replace educators lost to the system

· one is developing plans to support orphaned and other vulnerable children.

WHY HAS IT TAKEN GOVERNMENTS SO LONG TO RESPOND? 

It has taken a long time to understand. It is difficult to see the devastating effects of HIV/AIDS on teachers, children and young people as, in aggregate and spread over an entire education and training system, the scourge of the disease may not be noticeable for some years. But at local level, in communities, homes, schools and other learning institutions, the consequences of HIV and AIDS are manifest daily. 

Creating policy and plans is slow. Policy formulation – and elaboration of plans, regulations and guidelines to assist implementation – has been devastatingly slow for a number of reasons: this is a new problem on top of many old ones all clamouring for attention; for a long time no one was accountable for developing policy and strategic plans; there is still an ethos of denial, secrecy and silence around HIV issues among government officials; and perhaps, most of all, the problem just seems too big.

There is a gap between policy and planning on one hand, and effective implementation on the other. Governments’ response to HIV/ AIDS has been characterised principally by inertia. There are a number of reasons for this, related principally to management capacity.

· While many politicians and managers have been committed to acting, they have too often failed to master the technical, social and ethical details of HIV/AIDS. 

· Bureaucracies have lacked commitment, informed leadership, and an understanding of the disease and its ramifications. Governments have been unable to spend their HIV/AIDS allocations or to work effectively with nongovernment organisations. 

· HIV management staff appointments have been delayed, and often inappropriate: appointees are either too junior, or part-time, or lack a clear mandate. 

· Ministries have had difficulty coordinating the HIV/AIDS response at various levels of the system.

· International development agency procedures have not always been sympathetic to newly-defined and very complex resource requirements – for both financial and technical support. Agency staff are aware that the systems and procedures within which they work may not be conducive to flexible and creative local response to this crisis, but so far little has been done to get resources moving fast either to government or nongovernment agencies.

Community-level responses are often effective on a small scale, but generally ad hoc and underfunded. Governments are in theory committed to cooperating with NGOs. In practice, it is not clear how partners at national and local level are being strengthened and  resourced so that they can support governments’ strategies. At local level, NGOs, CBOs and faith-based organisations are making a difference in the lives of women and children. They provide support to teachers and heads as counsellors. They train children and teachers in peer counselling. They teach lessons of safe sex, work in communities to defuse violence, and care for the abused and violated. They are at the coalface. They are doing the job. Their contribution is not just considerable, it is fundamental – however fragmented it may be. Strengthening education’s response now depends on how the programmes of nongovernment partners is integrated in the sector’s strategic planning and resource allocations and whether or not they can be taken to scale.

There is no national management framework for action. What lessons have the past twenty years taught about managing the response to HIV/AIDS in education? Strategists are aware that central command delivery of HIV programmes is not useful. Governments’ national delivery systems may ultimately be of less use than ‘around the corner and down the street’ local decision-making about coping with AIDS. Why is this? Because HIV/AIDS is so deeply embedded in the customs and beliefs of each locality. Because, on a day-to-day basis, NGOs, CBOs, homebased care programmes, volunteer and faith-based support schemes, students and young people, and individuals in the community, are already making a difference in alleviating distress. 

Governments clearly have a role to play in coordinating and strengthening local responses, creating policy and establishing a regulatory framework, delivering health and social welfare services appropriate to community requirements, as well as shifting school and clinic programmes to cope with changing demands, and ensuring that sufficient funds are mobilised and channelled to those who can make best use of them. Ultimately however, governments must work in support of communities, and national management strategies, especially in the social sectors, must reflect this balance.

No one underestimates the difficulties of creating mechanisms, structures and processes that can achieve this. There are few models from which to learn. Ministries of education have struggled for years to decentralise decision-making and executive responsibility. Now that lives depend on decentralising responsibilities to communities and schools, perhaps they will make faster headway in this regard. 

There is as yet no clear perception that the potential of HIV and AIDS to create havoc for education requires that senior, full-time and experienced executives be appointed. The challenge of five million AIDS orphans in the SADC region by 2010 is not a part-time responsibility for curriculum specialists. This is a crisis that must command crisis management. 

Leadership, collective dedication, research and analysis, effective senior management, creative planning, and effective resource allocation procedures together can form a foundation from which to work.

CONCLUSION

The HIV/AIDS pandemic is creating new challenges for the education sector which are only now being defined. It seems clear that education’s response to the pandemic includes, though it is not limited to, helping limit the spread of the disease, providing social support for learners and educators affected by the disease, and protecting the quality of education provision. 

Fieldwork reveals that where people are seen to be suffering and dying as a result of HIV and AIDS and associated infections, local communities are harnessing their resources to look after their own. Survey evidence shows that governments (and their partners) are in practice making little practical headway in counteracting the effect of HIV and AIDS in the education sector through national policies and programmes.

There are reasons for governments’ tardy response: the plague is complex by nature, bureaucracies are ponderous, management capacity is everywhere fragile, and governments have difficulties working with community and local agency programmes which are generally under-resourced. Most of all however, there has been no practical and purposeful commitment to establishing the kind of management structures, procedures, and senior executive cadres with mandates appropriate to fighting a war against HIV/AIDS. 

It may only be when ministries of education are overwhelmed by the distress and disadvantage of five million orphaned learners in the SADC region that the lessons of the first twenty years of HIV/AIDS will be applied to saving lives and protecting education quality.
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	Y
	P
	N

	CREATING A FOUNDATION FOR ACTION
	
	
	

	Combined approach: Is equal consideration given to (1) preventing spread of the disease and to (2) reducing the anticipated impact of the pandemic on education?
	3
	6
	4

	Leadership: Are political leaders, senior officials, unions, the teaching service, and school governing bodies knowledgeable and committed to action? 
	4
	8
	1

	Collective dedication: Are partners outside government involved in the fight against HIV/AIDS? Do mechanisms exist for partnerships? 
	4
	7
	2

	Research agenda: Is information about HIV/AIDS being collected, analysed, stored and spread? Is there an HIV/AIDS and education research agenda for the education sector? 
	2
	3
	8

	Effective management: Has a full-time senior manager been appointed? Does a standing structure exist which includes partners in and out of government? 
	5
	1
	7

	Policy and regulations: Are HIV/AIDS sector policies and regulations in place? Are there appropriate codes of conduct for teachers and learners, and are they applied rigorously?
	1
	4
	8

	Strategic plan: Is there an education sector HIV/AIDS strategic plan which covers all levels of the whole education sector, and is it funded?
	2
	5
	6

	Resource allocation: Are plans being funded adequately? Are funds being channelled to various levels of the system, and to partners outside government who can use them?
	2
	5
	6

	HELPING TO LIMIT THE SPREAD OF AIDS
	
	
	

	Appropriate curriculum in all learning institutions: Are learners being guided through the curriculum on safe sex and appropriate behaviours and attitudes? 
	2
	5
	6

	Materials developed and distributed: Have materials suitable for learners in schools and post-school institutions been development and distributed to institutions? Are they up to date?
	1
	7
	5

	Serving educators prepared: Are school teachers adequately prepared through preservice and inservice to teach life skills curricula? Have they accepted this responsibility?
	2
	5
	6

	Teacher educators prepared: Have university, teacher training college and local teacher support staff been trained in HIV/AIDS issues and curriculum implementation?
	0
	3
	10

	Evaluation of curriculum and materials: Have materials and courses been evaluated in terms of content, implementation and outcomes?
	1
	1
	11

	Counselling for learners: Can pupils and students who are affected by AIDS find help from their teachers? Or from someone else?
	0
	2
	11

	Counselling for educators: Are teachers affected by AIDS, and those who are dealing with the trauma of children affected by AIDS getting help to cope?
	0
	1
	12

	Partnerships: Are other partners helping with prevention programmes?
	0
	9
	4

	MITIGATING THE IMPACT OF HIV AND AIDS ON THE EDUCATION SECTOR
	
	
	

	Assessment: Has an assessment been done of the likely impact of HIV/AIDS on the education sector in future?
	4
	2
	7

	Risk profile: Is there some understanding of the factors that make educators and learners vulnerable to infection?
	0
	5
	8

	Stabilising: Are steps being taken to sustain the quality of education provision and to replace teachers and managers lost to the system?
	0
	3
	10

	Projecting: Have relatively accurate projections been made of likely enrolments and teacher requirements at various levels of the system over the next five to ten years?
	2
	3
	8

	Social support: Are children affected and infected by the pandemic receiving counselling and care? Is there a culture of care in schools and institutions? 
	1
	1
	11

	Responding creatively: Is the system trying to provide meaningful, relevant educational services to learners affected by HIV/AIDS, finding new times, places and techniques for learning and teaching? 
	0
	0
	13

	Orphan needs: Is planning underway to understand and respond to the special needs of increasing numbers of orphaned and other vulnerable children?
	1
	5
	7

	All subsectors: Is attention being paid to the planning requirements of all education subsectors – from early childhood development through to university?
	0
	8
	5


Y  Yes, action in being taken

P  Some action is planned

N  No action is being taken

Education as a Vehicle for Combating HIV/AIDS

Carol Coombe and Michael J. Kelly

Protecting the education system so that it may be able to protect

The World Education Forum, held in Dakar in April 2000, noted that ‘a key objective of an international strategy must be to realize the enormous potential that the education system offers as a vehicle to help reduce the incidence of HIV/AIDS and to alleviate its impacts on society’ (UNESCO 2000a, p. 23). But more somberly the Forum Final Report also recalls UNAIDS Executive Director Peter Piot’s statement at the opening ceremony that ‘AIDS constitutes one of the biggest threats to the global education agenda. What HIV/AIDS does to the human body, it also does to institutions. It undermines those institutions that protect us’ (ibid., p.22).

These two perspectives—education as a vehicle for reducing the incidence of HIV/AIDS and education as itself being threatened by the disease—run through much of the literature on the role of education in a world with AIDS (cf. Coombe, 2000a; Kelly, 2000a). The first is a perspective of hope, that there is a way, the well known and tried way of more universal and better quality education, for reducing the further spread of the AIDS pandemic. The second is a perspective of sober caution, that maintaining hope and achieving success in the combat with HIV/AIDS necessitate careful attention to protecting the health and functioning of the education system. These two themes are inextricably linked in practice.

A homely illustration from a commonly experienced situation helps in prioritizing these viewpoints. On every commercial airplane flight, shortly before takeoff cabin staff demonstrate the safety procedures aboard. Their message always includes information on how to use oxygen masks in the ‘unlikely event of a sudden drop in cabin pressure.’ Passengers are then advised to secure their own masks first before helping children or others to secure theirs.

Protecting the education system in the face of HIV/AIDS

Similarly, education systems must first secure themselves against the onslaught of HIV/AIDS before coming to the assistance of their clientele.1 An education system which does not protect itself against the potential and actual ravages of HIV/AIDS will not be able to serve as a vehicle for reducing the incidence of the disease. The system that is meant to offer protection is itself in need of protection.

This is a cardinal principle. Unfortunately it is a principle that is easily overlooked. The tendency is for education systems to strive to deliver HIV/AIDS messages to students. But, like the parent frantically and courageously trying to fit the oxygen mask on the child, they show less concern about their own protection and preservation. As they struggle to deliver AIDS-related educational services, they may themselves be staggering under the impacts of the disease.

Hence the first and most crucial contribution that an education system can make to reducing the incidence of HIV infection is to take the steps needed to protect itself from the ravages of the disease. In the eye of the HIV/AIDS storm, it must strive to sustain itself as a functioning system. If the pandemic prevents the education system from functioning properly, then it also impedes it in the discharge of its core mandate to provide educational services. An education system is always accountable for maintaining itself in good working order. This imperative is even more binding in the circumstances of HIV/AIDS, when the delivery of appropriate educational services may save lives. 

Protecting HIV/AIDS-threatened education systems, so that they can continue to provide and, where necessary, expand quality education and training, requires efforts directed at

· stabilizing the system (preserving the system in good working order) and

· mitigating the pandemic’s potential and actual impact on all learners and educators and therefore on the system as a whole (counteracting the pandemic).

Under control, the system will be better able to meet the new and even more complex challenges it confronts by responding creatively and flexibly to HIV/AIDS (outwitting the disease).

STABILIZING THE EDUCATION SYSTEM

Stabilizing the system entails ensuring that even under attack by the pandemic, the system works so that teachers are teaching, children are enrolling and staying in school, older learners are learning, managers are managing, and personnel, finance  and professional development systems are performing adequately. Accomplishing all this raises a host of challenges for education managers and planners. There is the challenge of responding to teacher shortage due to mortality, and teacher absenteeism due to morbidity. There is the challenge of attracting and sustaining learners who are orphans, or may be caring for sick family members, or who may themselves be ill. There is the challenge of maintaining the operations of examination, curriculum, teacher development, finance  and other systems in the face of the steady loss to AIDS of well-qualified and experienced staff.

MITIGATING THE IMPACT OF HIV/AIDS ON EDUCATORS AND LEARNERS

Mitigating the impact of the pandemic on education implies ensuring that those affected and infected by the disease can work and learn in a caring environment which respects the safety and human rights of all. Of major concern here would be efforts to make the system fully and patently inclusive by challenging all forms of AIDS-related stigma and discrimination, providing for the most extensive possible participation by persons living with HIV/AIDS, and rooting all provision in strong human and child rights frameworks. Above all, each and every learning institution must be a place of safety for all who are associated with it.

Mitigation efforts should also be addressed to providing counselling services; making provision for voluntary counselling and testing; working with social welfare and health ministries to provide learner-friendly services; and ensuring responsiveness to the special needs of infected or affected learners and educators. This latter would include such actions as prompt and trouble-free payment of sickness or death benefits and new provisions for treatment and/or retirement of educators who are sero-positive.

A third concern in the area of mitigation would be to provide HIV/AIDS education—in the workplace for all categories of education employees, including teachers and lecturers; in the school or college curriculum for all learners, from the time they enter school to the time they complete formal education and beyond. 

RESPONDING CREATIVELY AND FLEXIBLY TO HIV/AIDS

The education system responds creatively to HIV/AIDS when it continues to provide meaningful, relevant educational services of acceptable quality to learners in and out of the formal system, in complex and demanding circumstances. This creative response will require action particularly at the levels of management, and curriculum and service delivery.

Adjusting system management
Responding to the HIV assault on education means creating a policy and management framework which can make things happen (Coombe, 2000b). Key components of this framework include:

· Committed and informed leadership: politicians, senior education department officials, and senior international agency staff are knowledgeable and committed, are convinced that the situation is grave, and recognize that learning structures are being steadily undermined.

· Collective dedication: broad-based multisectoral management partnerships are established with other government sectors, non-governmental organizations, faith groups, community groups, and the private sector.

· Policy and regulatory framework: a framework of common understanding about the nature of the pandemic and its potential impact on education is developed, as are guidelines, regulations and codes of conduct which interpret policy for educators responsible for implementing it.

· Strategic and operational planning: strategic principles are elaborated which are commonly held and understood, and which underpin realistic and realizable operational plans. 

· Effective management: senior full-time mandated HIV and education managers are appointed at all levels until such time as the situation stabilizes.  Also, a commitment is made not just to react to this crisis, but to anticipate its consequences and be effectively proactive in harnessing resources to counteract it. 

· Appropriate capacity: procedures and structures are set in place for ensuring implementation of HIV/AIDS-dictated activities, building capacity at all levels of the system, and providing for personnel replacement and training.

· Research and monitoring: a research agenda is developed, along with research principles, priorities, and resources for collecting, storing and sharing information, and a set of benchmarks and crisis indicators – alarm bells indicating trouble – which can be monitored over time. 

· Streamlined funding: adequate budgetary provision is made for government and nongovernmental partners within the sector, if necessary through mechanisms which hold and administer funds in trust.
Adjusting curriculum and service delivery

At the levels of pedagogy and the curriculum, responding creatively to HIV/AIDS necessitates considerable adjustment and reform. Significantly, all of these reforms are desirable in themselves for a better, more dynamic education system. By focusing a more intensive spotlight on them, the pandemic almost perversely drives educators forward in the right direction.

In reaction to HIV/AIDS, the tendency of education ministries has been to focus almost all of their attention on the curriculum, and within this perspective to concentrate even more narrowly on the integration of HIV/AIDS education and related health issues. This is of supreme importance. With or without HIV/AIDS, all students need skills-based health education that will assist them to adopt and sustain a healthy lifestyle during schooling and for the rest of their lives (UNESCO, 2000b).

In the context of HIV/AIDS, however, curriculum and pedagogic reform must extend further than the development of the knowledge, attitudes, values and life-skills needed for making and acting on the most appropriate and positive health-related decisions. This latter is critically important in equipping individuals for their personal combat against HIV/AIDS, but does not address other needs that arise in an AIDS-ravaged society. 

Recognizing new learner needs: In seriously affected countries as many as one in every five adults in their most productive years is infected by HIV. Unless there is a radical change in the availability of low-cost effective drugs and in the medical infrastructure needed for their delivery and monitoring, almost all of these individuals will die within a decade. In Southern Africa, there may be as many as eight  million AIDS orphans by the end of this decade. In South Africa alone, perhaps ten per cent of learners will be orphans. Throughout the region millions more will be affected in some other social, psychological or economic way by this disease; still others will be at substantial life-risk. As a result, the learning process in affected areas will become substantially more random; learners of all ages will have far more complex learning needs and disparate preparation; and educators will be sorely tried to match such needs, given their own distress.

The most visible impact of HIV/AIDS is the increase in the deaths of young adults. The peak mortality age for women is in the 25–35 age range and for men in the 35–45 range. Women and men are dying at ages when under other circumstances they would be rearing children. The result is the already noted  rapidly increasing number of orphans. Regardless of their social status, these constitute a very vulnerable sector of society. This vulnerability is increased for those from a more impoverished background, who may be almost totally lacking in support. They may receive inadequate assistance from their communities or surrogate families to enable them exercise their basic human right to education and other services. A significantly large number of them may have financial and custodial responsibilities for younger siblings. Many cannot attend school because of costs or because they must work to generate the income needed for survival. Others attend school, but at the same time must work to raise resources for their own survival and for that of younger siblings.

Education systems confronted by such unprecedented human suffering and disrupted social systems, should be concerned with three principal challenges to which they must respond through learning programs and curricula:

· Replenishing the skills being lost through the premature deaths of skilled and qualified adults;

· Transmitting skills to young people, when the practitioners who should pass on the training are no longer alive; and 

· Preparing very young people, many of them mere children, for the immediate assumption of adult economic responsibilities, as heads of households or within the framework of households headed by elderly relatives.

Replenishing and transmitting skills

The combat with HIV/AIDS in society requires that each of these challenges be recognized and addressed. In anticipation of the loss of skilled human resources, the industrial sector is already increasing the number of operatives that it trains. The erosion of human skills is being experienced at every level of society and necessitates attention to what is taught, and how it is taught, so that those who leave the world of education for the world of work  may be better equipped for the unexpected and multiple demands that will arise because of the way HIV/AIDS is inexorably depleting the human resource base.

In addition to what schools and colleges can do, home and community play a vital role in human capital formation. But the sickness and death of the middle-aged generation are leaving young people with nobody to pass on to them essential knowledge and skills. This is of particular importance in areas of rural livelihood. HIV/AIDS is blocking the acquisition by young people of knowledge and skills relating to planting, fertilizing, weeding, harvesting, crop storage, animal care, fishing, alternative food sources, pottery, basketry, house-building, and other areas intrinsic to survival. In normal circumstances young people would be educated informally in these areas by working alongside an experienced parent or elder. Sickness, death, and the time dedicated to health care, funerals and mourning, have greatly reduced the potential for all this. There is strong evidence that where the prevalence of HIV/AIDS is high, the time given by rural households to productive activities has declined, and with it the ability to provide the young with the wide-ranging informal education of the type their predecessors received. Thus, in Ethiopia, AIDS-affected households have been found to spend between 11.6 and 16.4 hours per week in agriculture, compared with a mean of 33.6 hours for non-AIDS-affected households (UNAIDS-UNECA, 2000). These circumstances call for more purposeful efforts by the education system to make up for the training shortfall, both in and out of the formal system. If families and communities can no longer transmit skills, then it becomes incumbent on education systems either to do so directly or to equip their clientele in such a way that they will be able to acquire these skills in non-conventional ways, in and out of the ‘formal’ system.

The latter alternative falls clearly within the remit of the education sector. Catering for it calls for major re-thinking of both the curriculum and the way it is taught. At all levels of the education system, learners in a world affected by HIV/AIDS need to develop flexibility, adaptability, resourcefulness, the ability to incorporate and take action on what they read or hear on the radio, the sensitivity that will enable them derive the needed knowledge and skills from all that they encounter in life. Educators have always seen this ‘learning to learn’ as a major curriculum goal. The HIV/AIDS pandemic has highlighted, yet again, its importance and the need to ensure its promotion both by what is taught and by the methods of teaching.

Responding to the learning needs of vulnerable children

Curriculum review and adaptation: As currently conceived, curricula do not respond to the needs of learners affected by loss, or of those for whom immediate employment and income-generation possibilities are not hypothetical abstractions but compelling life-and-death survival imperatives. While the need remains for basic literacy, numeracy, health, and thinking skills, children and young people who have to face the world of work at an early age also stand in need of a repertoire of entrepreneurial and vocationally-oriented skills.

Clearly, it would be very difficult for the system to equip them with specific immediately applicable vocational training (and trying to do so could limit their right to an education that would open horizons for development along an academic or other dimension). But it should be possible to integrate into the curriculum an orientation towards the practical and applicable. The twentieth century saw a proliferation of models for a more practical form of education and training. Perhaps these models failed, or could not be brought to scale, because they focused too much on the specific and concrete and too little on the more general principles. The challenges that HIV/AIDS is posing for orphans and other vulnerable children demand a return to the whole issue of the curriculum, especially in the lower grades, so that it can be more successfully oriented to the real needs of learners.

Delivery system adjustment: Responding creatively and flexibly to HIV/AIDS also requires willingness to adjust educational delivery systems. There are many dimensions to this. One is to establish broad principles for the timetable, daily schedules, and even the education and training calendar, while allowing schools, colleges and communities to regulate these in ways that respond to locally experienced needs. But there is need to go beyond this. In an AIDS-affected community, there may not be enough teachers to do the teaching. Children may not be able to attend school because of costs or demands in the home – or at least not until they are older. The needs of those of different ages, and the needs of boys and girls, may differ widely and require age- or gender-differentiated responses. It is hard to see how a traditional education system, centered round a physical structure, conceived in a somewhat rigid hierarchical way, and using the technology of one teacher in charge of a class of forty or more students, could respond to these and similar perplexing needs. Something more is required.

Community schools: Recognizing that the standard formal school system is not properly ‘geared’ to cater for all their children, some communities have established their own schools, with their own teachers, curriculum, and management structures. Positive aspects of this development are the ability of a community school to respond instantly to felt community and learner needs and the deep sense of community ownership and involvement. Negative aspects are the danger that such schools might become second-rate learning institutions catering for the poorest, together with the associated danger that the state might feel itself absolved of any responsibility for such schools and in consequence for some of the most disadvantaged in society. Other responses to the problem of reaching out to orphans and other vulnerable children who are not able to attend school include the use of interactive radio and the appointment of itinerant teachers who go out from a central school to animate and supervise tutors engaged by community groups.

Adjusting for teacher loss: HIV/AIDS-related teacher morbidity and mortality together pose a major challenge to the functioning of education systems. Since the disease also makes an impact on teacher trainees and trainers alike, the simple solution of expanding teacher training capacity will not be adequate. In the absence of other measures, institutions may well be left short of teachers, lecturers and trainers. Alternative measures include a more systematic and extensive use of multigrade teaching (provided this is backed up by the resources, training and supervision it requires); greater reliance on educational broadcasting; more use of community members for supervisory responsibilities and for actual teaching in areas where they have some expertise; greater use of untrained (or ‘para’-) teachers with a system in place for their ongoing training on the job; transferring certain curriculum topics or areas to co-curricular activities that would be managed by senior students; and more extensive provision for peer education (with some teacher supervision and monitoring).

Community backup: Community participation must be central to every innovation aimed at adjusting the education delivery system in response to the challenges of HIV/AIDS. The most immediate effects of the disease are experienced at household and community levels. These levels have already seen an unprecedented manifestation of different coping strategies, including self-sacrificing home-based care for the sick and the matter-of-fact integration of orphans into already stressed extended families. By the way they are coping with the disease and its impacts, communities are showing that the real potential for combating HIV/AIDS lies in the resourcefulness, strength and courage of the people themselves.

The same resourcefulness, strength and courage are at the disposal of education systems to enable them to make the adjustments that will guide them through the HIV/AIDS crisis, and which may continue long after the crisis has passed because the adjustments are themselves intrinsically desirable. What this means is that for education to be proactive in combating HIV/AIDS and in managing its impacts, it must also be proactive in establishing linkages with the communities being served. This implies that education authorities and institutions must constantly explore with communities how best they can be of service to one another. A concrete illustration of this approach appears in Zambia’s draft HIV/AIDS strategic plan for education, where one objective is that all schools and colleges  should take action during the coming year to participate in home-based care and other forms of response to the AIDS-related needs of their communities (Zambia, 2001). Similarly, in Botswana close links are emerging between learning institutions, local NGOs and faith-based organizations, and social and health workers.2
Using education to protect against HIV infection

EDUCATION AS A ‘VACCINE’ AGAINST HIV INFECTION

Evidence is accumulating that education helps individuals protect themselves against HIV infection. The school is an institution that protects. Although the evidence is still patchy, HIV infection rates appear to be declining more rapidly among young educated women than among those with less education. In Zambia, for instance, surveillance data for Lusaka show that the prevalence rate for women aged 15–19 dropped from 27 percent in 1993 to 15 percent in 1998. Very significantly, this steep decline was more marked for those with secondary and higher levels of education than for those who had not proceeded beyond the primary level (Fylkesnes et al., 1999).

This finding is in marked contrast to earlier evidence from Zambia, as from several other severely affected countries, of a tendency for levels of HIV infection to be higher among the more educated and better-off. Studies have documented the positive correlation not only between level of education and the probability of engaging in high-risk sexual behavior, but also between level of education and actual infection (Melbye et al., 1986; Filmer, 1998; Ainsworth & Semali, 1998; Hargreaves & Glynn, 2000). But the subjects reported on in these studies had all become sexually active in the comparatively early stages of the epidemic when the behavioral correlates of infection were less well understood and less widely disseminated. Evidence deriving from individuals who have become sexually active in more recent times, such as in the Zambian case, suggests that the more educated are less vulnerable to HIV infection.

If this continues to be substantiated by research, then a simple but very powerful conclusion follows: the more education, the less HIV. In the absence of a physiological vaccine against HIV infection, society has at its disposal a ‘social vaccine’, the vaccine of education.

HOW DOES EDUCATION PROTECT AGAINST HIV INFECTION?

Vandemoortele and Delamonica (2000) provide some direct and indirect evidence that points to a changing social profile in the disease, and assert that this is due to the increased knowledge, information and awareness which education provides. However, they are at pains to point out that the evidence does not allow us to conclude exactly how the ‘education-vaccine’ against HIV works

The question is: does education protect  against HIV infection because of the health skills and HIV/AIDS education that are provided in school, or is there something inherent in the very process of becoming more educated that equips individuals with the skills and motivation to protect themselves against infection? There is no universally agreed answer, though clearly both aspects are important. Almost certainly, however, the general impact of education in and of itself is the most significant factor.

The reason for this view is that the positive correlation between level of education and HIV infection or high risk behavior is changing even among those whose formal education included little, if any, health skills and AIDS education. Evidence from the 1990s speaks of the sporadic implementation of life-skills and reproductive health programs, of acute problems of teacher knowledge, understanding and commitment, and of lack of articulation with the real choices and social pressures that young people experience in their lives (Gachuhi, 1999; Kippax, Smith and Aggleton, 2000; UNECA, 2000).

Programs that are currently being designed or marketed have transcended these problems, but the fact remains that few of those attending school prior to the mid-1990s were exposed to widely available programs of HIV/AIDS education. Yet it is among these that declines in infection rates are now being detected. The improved programs, materials and teacher preparation that are now becoming more widespread should undoubtedly accelerate this favorable trend. For this reason these initiatives are vitally important. They are also important because skills-based health education extends more widely than physical health to the domains of psycho-social and environmental health issues.

But what seems to be of the greatest significance in reducing HIV vulnerability is the fact of being educated, of having attended school for a certain number of years. Before trying to unravel some of the mechanisms that may be at work here, it is worth noting somewhat similar effects in relation to both poverty reduction and improved health. During the past decade consensus has been consolidating that education is one of the most potent instruments for combating poverty, enabling individuals improve their social and economic status, and promoting economic growth. While there is an abundance of retrospective evidence that this is so, the theoretical and professional educational reasons why it should be so are not so clear. Basic literacy and numeracy and the initiation into a learning culture seem to be key ingredients. But these apart, it does not seem to be so much what one has learned or even how one has learned that matters. What counts is that one has learned. 

It is somewhat similar with the well-attested improvements in maternal and child health that correlate so strongly with level of mother’s education. The content and the method of learning seem to be less important than the fact of having been through a schooling experience for a certain number of years, with the positive effects being more pronounced with more years of schooling.

It may well be the same in the case of HIV infection. Vulnerability declines with years of education, but how exposure to education and training works to bring about this decline is far from being clear. Part of the reason, however, may lie in the way that education brings about changes in the information-handling, affective, and socio-cultural domains.

Education enhances potential to make discerning use of information

It is probable that becoming literate is the most basic change that education effects. A person who is literate is equipped to garner and internalize information from a wide variety of sources. Moreover, the formal activities of mastering basic literacy and numeracy skills require many years of close attention to information sources—analyzing, judging, accepting, or rejecting what has been presented. This internal bank of skills may well be a student’s most significant acquisition while in school. Consolidating and extending these skills is the work of a lifetime. But having acquired them in their most formative years, students retain and subconsciously apply them in all circumstances in life, including those relating to HIV/AIDS and protection-relevant information. In other words, the intellectual skills developed in acquiring basic literacy and numeracy stand to the individual’s good subsequently throughout life, enabling her or him to evaluate information and knowledge, in the HIV/AIDS domain as in all others.

Education enhances potential to plan for the future

But knowledge is not enough, especially in relation to protection against HIV infection. The literature abounds with data from surveys which show that knowledge about HIV/AIDS does not automatically lead to any desirable change in behavior. Knowledge must be supplemented by attitudes and values that will lead to appropriate and positive decisions. Reference to attitudes and values immediately bespeaks the affective domain, an area frequently ignored in the manifest school curriculum and as yet inadequately investigated. But the hidden curriculum of institutional culture and organizational milieu makes a deep and lasting impression in these areas. Long after they have left school, individuals will recall their school days not so much in terms of what or how they learned, but in terms of the routines, procedures and personalities that dominated this period of their lives. Many of these, especially the routines and procedures, build up valuable capacities, which inform much of the student’s way of behaving in subsequent life.

In language that is not much used nowadays, the very fact of attending school enables students to become better disciplined. From prolonged experience of the almost military routines and procedures of school, students learn to defer gratification, to apply themselves even when naturally reluctant to do so, to endure constraints and hardships in the expectation of long-term future benefits, to plan for the protection and advancement of their future. From being little more than inchoate bundles of dissonant urges at the time they commenced school, they emerge with some poise and a considerable sense of direction and control. It needs no underlining to see how such qualities can equip and motivate them to take action that will better protect them against HIV infection.

Education accelerates favorable socio-cultural changes

Finally, education changes the socio-cultural climate within which people live and behave. Even in the absence of any concerted effort to bring about change, education modifies certain aspects of the family and community environment. Some practices become unacceptable, others are introduced. As education becomes more widely diffused in a community, it becomes more acceptable that women and girls should be more involved in decisions affecting themselves, and ultimately affecting their sexual and social life. Although the changes may come about very slowly, power relations and gender relations undergo subtle improvements. Traditional practices that may place individuals at high risk of HIV infection fall away. The better knowledge and information that accompany education, the greater future orientation of educated individuals, and the greater prosperity that frequently accompanies higher levels of education, all conspire to create a social climate that is more friendly to behavior directed towards HIV prevention.

Learning institutions can accelerate the process when they themselves – their staff, their environment, their procedures and regulations – reflect values and principles consonant with profound social change. Too often institutional environments, including classrooms, hostels and leisure areas, are battlegrounds. They are not safe places especially for female educators and learners. Too often abuse, harassment and violence are tolerated. In this context, behavior change is constrained so that vulnerability to HIV infection thrives. Immediate policy and management decisions that all places of learning shall be places of safety for learners and educators, where there is zero tolerance for abusive behavior of any kind, are essential for creating a regulated climate favorable to informed decision- making and substantial behavior change. 

Over-arching importance of realizing Education-for-All goals

If it is correct that education in and of itself is a critical factor in the control and management of HIV, a number of important conclusions follow.

First, there is the imperative of achieving the Jomtien and Dakar education-for-all goals. In the light of the analysis that has been presented, the most important of these would be to ensure that every child has access to and can complete primary education of good quality. As already stated, the objective should be to ensure that all children – boys and girls – are enrolling and staying in school. This in itself will give them some measure of protection, notwithstanding the fact that, in certain circumstances schools and institutions themselves may constitute a high risk environment (Kelly, 2000b; George, 2001). It would appear that the longer learners stay in school, the greater the likelihood of the ‘education vaccine’ taking hold. It has been traditional to assert that learners should remain in school for at least four years if they are to maintain their literacy and numeracy skills. The evidence that is so far available suggests that schooling of longer duration is needed if education is to reduce vulnerability to HIV infection, with the beneficial effects being most pronounced for those who have had some secondary or higher education.

Second, it is important that education institutions should be well managed, with purposeful efforts to establish an environment where orderliness and normality prevail and where high expectations are set in regard to the performance and behavior of every member of the institution’s community. In the disturbed environment of a severely AIDS-affected community, ‘school’ may be the only normal situation that a child encounters, although even here sickness and mortality among teachers, fellow students, and their families, may cast a pall. A key goal of management should be to ensure full scope, within a secure environment, for vitality, happiness, hope, energy, and play—the characteristics of children worldwide and the characteristics that draw many adults into the teaching profession.

Finally, as has already been stressed from a different perspective, there is need to link school and community closely so that students are not caught in a dangerous conflict between what they learn from teachers and what they observe in the community. Through its close relationships with the community the school can gradually contribute to greater gender equity, increased female empowerment, and a more substantial human rights framework within the community. A specific aspect of this would be efforts aimed at dispelling all forms of AIDS-related stigma and discrimination. In the practical world of affairs, it may be that schools and communities have much to learn from each other.

The imperative for action

Education systems, already fragile, are being severely threatened by the HIV/AIDS pandemic. If business is allowed to continue as usual, these systems will become increasingly incapable of delivering their mandated services. But with HIV/AIDS it can no longer be business as usual. The need now is for bold and decisive actions that go beyond anything that the world has hitherto experienced, even in crisis situations. 

Some governments and ministries of education are committed to action, although slow in giving practical effect to their intentions. In addition, the international community expressed its commitment through such instruments as the International Partnership Against AIDS in Africa. But it  is people at local level, private individuals working through community organizations, who are making the most evident practical contribution to alleviating the suffering HIV brings in its trail.

However, a greater sense of urgency is needed, more commitment and more action. It is clear that education systems are under threat. What must be done to stabilize and restructure them so that they can respond proactively to the AIDS pandemic, protect themselves, and offer protection to all who use their services, is also clear. The steady deterioration and ultimate destruction of education and school systems can be reversed through determined and well-planned activities directed at stabilizing education provision and quality, reducing the impact of the disease on learners and educators, and responding creatively to the new learning needs cast up by the pandemic.

If these steps are taken, the returns will be enormous, since education and schooling provide almost the only known antidote to HIV infection. Making this antidote universally available implies making education universally available. It implies education for all, with the provision of educational opportunities so that every person—child, youth and adult—can meet their basic learning needs. Commitments to this were made at Jomtien. They were renewed repeatedly throughout the 1990s. They have been reaffirmed at Dakar. They are given renewed urgency by the need to get ahead of the HIV/AIDS pandemic. There is no longer any time for delay. The survival of millions depends on what is done now to deliver on these commitments. In the words of Nelson Mandela at the close of the XIIIth International HIV/AIDS Conference in Durban, the time for action is now and right now.

Conclusion

In conclusion, we wish to depart from academic tradition by making a direct appeal to our readers. We earnestly implore every person who reads these words and who is in a position of authority to do two things: first, to become better informed about HIV/AIDS and its actual and potential impacts on education, and then from this standpoint to provide the informed, committed, action-backed and resource-backed leadership that is required for managing and controlling this devastating epidemic.

Furthermore,we make this appeal to all readers: recognize that for twenty long, hard years we have lived with this epidemic which is causing unspeakable human suffering, entrenching poverty, subjugating women, and unravelling development efforts. Recognize that we know what to do. Recognize that we know how to protect our education systems. Recognize that with these systems protected education has the potential to stem the further spread of the disease and to assist individuals in coping with its impacts. Recognize that what is needed is action—and take what steps you can to stimulate and support such action.

Thank you.

Endnotes

1. The authors are indebted to Helen Craig, International Institute for Educational Planning, for sharing this insight on the parallel between airplane safety procedures and the need to protect education systems against HIV/AIDS.

2. Field evidence from ongoing work on the impact of HIV/AIDS on the Botswana education sector, Abt Associates Johannesburg, 2000- 2001.
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In September 1999, at the opening in Lusaka of an international conference on AIDS and STDs in Africa, an 8-year-old girl, Tsepo Sitali, addressed the participants. She said: As you talk about the problems of HIV/AIDS, think about us, the children. ...We are trying to reach you, trying to tell you something, to draw your attention to how we feel....We have our dreams... We ask you to help us realise these dreams. The name Tsepo in my language means hope. When we do meet again, perhaps soon, I hope you will bring good news that there is hope, hope for us little children of Africa.

It is surely the wish of every person here today that as a result of our considerations we should be able to bring good news, that we should be able to bring hope to Tsepo and to all little children, not only those of Africa, but those of all other AIDS-infected regions.

The international education community and the international agencies can bring such hope to Tsepo Sitali and to all children if they are prepared to take the following six steps:

1.
get the encounter between HIV/AIDS and education firmly on to the education agenda and keep it there at the top;

2.
facilitate the sharing and coordination of knowledge in this area, the establishment of networks and discussion lists, the dissemination of best practices;

3.
establish an AIDS-in-Education coordinating agency within each heavily infected country;

4.
promote the development of radical new thinking and approaches to educational delivery and content, and to this end establish a commission that would get this thinking under way;

5.
provide extensive support for NGO and CBO initiatives; and

6.
bolster the human capacity of depleted education ministries.

1.
Get the encounter between HIV/AIDS and education firmly on to the education agenda and keep it there at the top

This has three implications: appreciating the gravity of the HIV/AIDS crisis in education; breaking the barriers of silence which surround the disease at system, institutional and individual levels; and centralising HIV/AIDS in planning for the educational sector.

Acknowledge the Gravity of the HIV/AIDS Crisis in Education

Help education ministries get to grips in reality as well as in words with the magnitude of the HIV/AIDS crisis. Help them to see that the disease is undermining everything they are working for, that it is destroying education as traditionally known. The evidence is there for them in the emerging chaotic conditions in the sector in terms of demand, supply, clientele, resources, and planning. What is needed is for them to take that evidence on board and plan accordingly.

Break the Silence
Help education ministries and all concerned with the provision of educational services to break down the barriers of silence that surround the occurrence of the disease at system, institutional and individual levels, publicly and privately. Systemic and institutional silence breeds ignorance and complacency, the attitude that it can be business as usual with just a modest amount of tinkering at the edges. Individual silence compromises the position and human rights of the individual infected or affected. It is also provides a conducive environment for the further transmission of the virus.

Centralise HIV/AIDS in Educational Planning
What this implies was admirably expressed by Carol Coombe on the UNDP HIV-Impact Discussion a short time ago: “We have been watching this pandemic roll on for 20 years now. And yet we find that national education development plans, backed by massive grants and loans from international agencies, still do not take account of the pandemic. There is an air of unreality in doing education at the moment, at least in Southern Africa, with infection rates as high as they are purported to be. .... (I)international agencies can ensure that every education sector plan is informed by HIV/AIDS matters. That is, each should have components on HIV/AIDS education, on HIV/AIDS in the education service, and on HIV/AIDS impact on the education and training sector—in the classroom, in the school, in the community, and in management”.

2.
Facilitate the sharing and coordination of knowledge in this area, the establishment of networks and discussion lists, the dissemination of best practices

There has been striking growth in recent years in concern about the impact of HIV/AIDS on education. There has also been exponential growth in initiatives to deal with the problem, particularly at the levels of curriculum interventions in schools and programmes directed towards out-of-school youth. But as would be obvious to anybody who has been following the UNDP HIV-Impact e-mail discussion, there is little coordination among or between these interventions and initiatives. Individuals, organisations and agencies are experimenting, but without always knowing what the successful and less successful experiences of others have been. There is a pervasive sense of selfless dedication and commitment, boundless hope moderated by agonising desperation, but all shot through with limited knowledge of what has been tried elsewhere and little real understanding of what is likely to work. It is almost as if, not being quite sure what to do, people feel that doing something would be better than doing nothing.

This points to the need for a profound understanding of the problems the epidemic poses for the sector and a coordinated understanding of existing initiatives, successful or otherwise. This is an area where the international agencies could be of significant help. At national, regional and international levels, they can stimulate and support the development of a comprehensive knowledge base for HIV/AIDS and education so that practitioners know who is doing what, which interventions have worked, which have failed. This will ensure that their efforts to grapple with the epidemic are informed by lessons learned from what is happening elsewhere.

3.
Establish an AIDS-in-Education coordinating agency within each heavily infected country

The purpose here would be twofold: to be the principal organ for providing coordinated agency support to the education sector in adapting to the imperatives of HIV/AIDS, and to channel into a single more productive stream the intervention rivulets that agencies conceive or are requested to support. The coordinating agency would also seek to keep up the pressure to maintain HIV/AIDS at the heart of the education agenda. It would serve as a clearing house for information, stimulate and support various practical interventions and investigations, and be the agency through which all the external agencies would channel their resources, initiatives, information to the national public and private education sector. This would be the principal body with which the local education ministry would deal on issues relating to HIV/AIDS and education. It would also be the principal channel of advice, assistance and support to NGOs, CBOs and non-governmental providers that are dealing with educational aspects of the epidemic.

The agency's first task would be to find out who is doing what at the local level, to bring these people into contact with one another, to get them talking and sharing. Hence it should establish local networks of practitioners and investigators. It should also identify where further investigations need to be conducted. But more importantly, it should mobilise support for activities and interventions that show promise of success in coping with the impacts or in reducing the likelihood of transmission.

The agency could be a sub-unit of UNAIDS; it could be an organ established for this purpose by the wider international family; it could be an NGO to which the international agencies and the educational community entrust this coordinating task. But the coordinating agency would not be just UNAIDS or an office of an aid agency in another guise. It would represent all the cooperating partners, without territoriality or competition, and its focus would be very expressly on the education sector (while acknowledging that the response to the epidemic must be multisectoral). Initially, and so that it can be immediately effective, it should be established at national level, but should maintain close links with similar bodies in neighbouring countries so that there can be wider sharing of practices and information.

The establishment of such a coordinating agency would give more direction to the efforts of the international agencies; it would free the HIV/AIDS focal person in an education ministry from being pulled in a variety of directions, it would promote the sharing of information. It would also facilitate improved coordination and cooperation at regional and international levels. Establishing such a body would require a great measure of coordination among the international and bilateral agencies, the adaptation of many of their procedures and checks, and above all the subordination of their own institutional identity to the greater needs of the HIV/AIDS crisis.

4.
Promote the development of radical new thinking and approaches to educational delivery and content

The message from the HIV/AIDS crisis is that education can no longer be business as usual. Education in an AIDS-dominated society cannot be the same as education in an AIDS-free society. The methods of delivery must undergo radical change. The content must undergo radical change. The process must undergo radical change.

Consider the following issues:

SYMBOL 183 \f "Symbol" \s 12 \h
delivering education services so that vulnerable, affected or infected, children and youth can benefit;

SYMBOL 183 \f "Symbol" \s 12 \h
designing creative initiatives that would respond to the special needs of orphans and widows;

SYMBOL 183 \f "Symbol" \s 12 \h
determining the kind of education that should be provided for all young people in the AIDS-dominated circumstances of human society;

SYMBOL 183 \f "Symbol" \s 12 \h
making-good personnel losses through staff replacement, training and deployment;

SYMBOL 183 \f "Symbol" \s 12 \h
promoting within the system, within institutions and within society extensive sensitisation to the all-pervasive impacts of the disease;

SYMBOL 183 \f "Symbol" \s 12 \h
making the institutions and content of education dynamic forces for reducing the spread of HIV infection.

It is difficult to accommodate these within the current models and paradigms of educational services. Something very new and very different is needed. We do not yet know how these new models might look, but we think of providing greater support for community schools that are a home-grown response to the perceived needs of a community; more extensive use of interactive radio; the establishment of a cadre of itinerant teachers who would bring educational services to the homes of children debarred by AIDS or its consequences from attending school in the normal way; more systematic involvement of young people as peer educators and counsellors, within the school and within the community; and the utilisation of modern information and communication technologies.

But in large measure, these ideas do little more than play around with existing elements. What is needed is a whole new range of thinking, plans, and schemes—ideas which have not yet been thought up. Very correctly, UNESCO dedicated substantial resources to the development of its report on Education for the Twenty-First Century
. Is there any hope that similar resources might be dedicated to developing ideas and policies on education for an AIDS-dominated society? Such thinking should inform every response to the crisis. Moreover, in the absence of such thinking and the interventions to which it would lead, the Education For All targets will remain forever unattainable in the most severely affected countries. The commitments of Jomtien and Dakar will remain forever illusory. The goal of poverty eradication will remain a slogan, without ever becoming a reality. The gender gap in education will not be narrowed, but will be widened significantly since girls and women suffer disproportionately from the impacts HIV/AIDS is having on educational provision and take-up.

CIDA would earn an even more respected place in the history of development if it were to use some of its resources, as well as its influence and prestige, to establish an international commission that would work flat out to reflect on the challenges facing education in countries and societies severely affected by HIV/AIDS. As with UNESCO's Delors Commission, the HIV/AIDS Education Commission should be requested to formulate suggestions and recommendations that would serve as an agenda for policy-makers and practitioners, by suggesting approaches that are both innovative and feasible, given the diverse HIV/AIDS situations in different countries.

5.

Provide extensive support for NGO and CBO initiatives

The importance of NGOs and CBOs as grassroots organisations in boosting the coping capacity of communities and individuals cannot be over-stated. They are also significant providers of educational services, by non-formal provision to out-of-school youth and provision at the margins of the formal sector to large numbers of disadvantaged children. In many respects, NGOs and CBOs constitute the principal form of organised support for children orphaned by AIDS or rendered vulnerable by its consequences. They seek to strengthen family and community capacities to identify and act on the wants of children in need; they strive to ensure that orphans have access to basic services; they provide street children and other children in need with the skills they require for life.

Notwithstanding the salience and potential of NGOs and CBOs as virtually the only way of bringing assistance directly to families and communities, major multilateral and bilateral agencies tend to marginalise them. Instead, they show a strong preference for dealing with governments, while throwing a few crumbs in the direction of the grassroots bodies. Possibly issues of sovereignty, accountability, and procedures make this understandable. Possibly this may have been a suitable modus operandi in an AIDS-free world. But it does not serve where AIDS is rife, where governments are trying to free up hospital facilities by encouraging home-based care, where communities are the only bodies with sufficient flexibility and perception to respond to the real educational needs of young people.

The HIV/AIDS situation makes it imperative that international agencies make more extensive use of the entire non-governmental sector as part of their effort to respond more dynamically to critical human needs. Things are different because of AIDS, and this is one of the differences. Obviously, there must be proper financial management and accountability. But let the international agencies support NGOs and CBOs in developing these and getting their systems right. Equally obviously, a large agency cannot deal with a host of small local organisations. But it is possible to identify lead NGOs that would disburse lower down the line and that would help the smaller bodies build the capacity they need to manage their affairs in an effective and accountable manner.

In this regard (indeed in relation to the entire HIV/AIDS issue), the sector-wide approach, the SWAP, will not work. It is too slow and cumbersome. It is too constrained by bureaucratic requirements which are beyond the capabilities of almost all NGOs. What the NGOs need are quick disbursements for small initiatives, so that they can respond at once to immediately experienced suffering and needs. Within the context of this presentation, the focus is on educational needs. But AIDS has shown how fallacious it is to compartmentalise human needs, human beings. Approaches to dealing with AIDS and its consequences need to be multisectoral, not sector-wide. Likewise, programmes directed towards enlarging the capacities of NGOs and CBOs to respond to the crisis which HIV/AIDS constitutes for education must extend beyond the limits imposed by an educational sector-wide approach.

6.

Bolster the human capacity of depleted education ministries

Carol Bellamy of UNICEF startled many participants at the Dakar Conference when she stated that in parts of Africa “as many as 40 per cent of senior education managers may be ill and dying”. Education ministries that are affected in this way cannot cope with their ordinary ongoing tasks. Much less can they deal proactively with the potential impacts of an epidemic of incalculable proportions. Think of some of the new responsibilities that the AIDS situation has thrust upon them:
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to create an AIDS-informed management information system;
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to source and train large numbers of replacement teachers and managers;
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to adjust forward planning to the changing demographic and economic situation;

SYMBOL 183 \f "Symbol" \s 12 \h
to determine what sort of education the children of today and the adults of tomorrow will need;
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to make the entire education sector sensitive to the impacts of HIV/AIDS;
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to introduce sexual and reproductive health education into the school curriculum, but without alienating parents or others in society;
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to manage educational developments in circumstances of reduced local and community resources;
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to devise ways of coping with high rates of absenteeism and the consequent reduced productivity in institutions and the system as a whole;

SYMBOL 183 \f "Symbol" \s 12 \h
to estimate what the impacts of the disease mean in financial terms;

SYMBOL 183 \f "Symbol" \s 12 \h
to cover for sick, dying or recently deceased colleagues.

What was mentioned last may be one of the heaviest burdens education managers have to carry: the loss of colleagues and friends; an ever-increasing burden of work and responsibility; the difficulty of sourcing experienced replacements; the prospect that it all may become worse; and the nagging anxiety—who next? will it be me?

Given this picture, the international response should surely support education ministries with managers and planners of all kinds who would strengthen local staff in carrying out their responsibilities, help in the training of replacement staff, and contribute to the ongoing dialogue on the sector's response to the epidemic. Such personnel assistance should be at absolutely no cost to the recipient country or ministry. It should not be financed out of funds otherwise destined for the ministry. It should be over and above commitments already made or being considered. It should not involve the customary local costs of accommodation or services. This is a human crisis situation of unparalleled magnitude. It deserves a response of equal magnitude, in human resource and financial terms.

Conclusion

Zambia's national education policy is entitled Educating Our Future. In recent addresses, the Minister of Education has asked what future there can be for many children in Zambia if, with current prevalence rates, half will die young because of AIDS, while the half who survive to school-going age are traumatised by their experience of terrible family sickness and death, come from communities which are so weakened by AIDS that they cannot produce the food required for their families, and face being taught by teachers who are frequently sick or absent from class attending to family sickness or funerals. Putting it starkly, given the magnitude of the HIV/AIDS crisis, Zambia has no assured future to educate.

Something must be done, and be done urgently, to enable Zambia and similar severely affected countries rally their resources, get their education systems up and moving, not just in reaction to the problems posed by HIV/AIDS, but proactively—managing the impacts, anticipating and providing for the difficulties, using the system to enable all who are involved understand more about the epidemic and its consequences, using the system to develop a great sensitivity to ensuring the full exercise of their human rights by those who are HIV-infected, using the system to help young people prepare for a productive life in a different kind of society, using the system to form attitudes and behaviour patterns that will reduce the likelihood of the transmission of the virus.

Adopting the measures outlined in this paper would surely move all of us forward in this desirable direction.

A HUMANITARIAN RESPONSE TO HIV AND AIDS IN EDUCATION?

SHORT-TERM INTERVENTIONS TO SAVE LIVES AND SUSTAIN QUALITY 

The Inter-Agency Working Group has proposed long-term strategies for improving child well-being and changing behaviours. Taking this development route will require many years before observable differences in behaviour appear. In the interim there are things that can be done by agencies and countries working together with will, competence, and commitment.

LIMITING SPREAD BY DECREASING RISK 

(a)
STDs: Offer to make it possible for every post-secondary institution, secondary school, upper primary school and school hostel to be visited by a health worker twice each month, to identify and treat young people with STDs, providing the correct medication and assisting with medical advice according to established protocol. Appropriate drugs will be available for distribution to those with STDs through the international community and whatever procedures it takes.

(b)
Condoms: Offer to provide every post-secondary institution, secondary school and school hostel condoms for learners and educators. They will be provided in sufficient numbers to meet demand, they will be available in places which are easily accessed by students and educators, and information will be available on their use from the health worker who visits the school and from student and staff health volunteers. 

(c)
Student health volunteers: Offer to provide training – or to see that someone does it – for every post-secondary institution, secondary school and school hostel for a voluntary student health team, with support from local health and social workers, along the lines of well-established models from Zambia and Botswana, in the aetiology of HIV, safer sex practices, STD symptoms and treatment, physical care for those who are sick, counselling for those affected, and the use of condoms. 

SUPPORTING VULNERABLE LEARNERS 

(a)
School feeding scheme: Offer to provide every secondary and primary school which is vulnerable or at high risk with a feeding scheme for all learners, irrespective of their individual socio-economic condition. In some cases a feeding scheme which covers all schools can be justified. Special provision must be made in school hostels to upgrade nutritional levels. School feeding schemes will be linked to homebased care, and orphan supplementation schemes as much as possible. 

(b)
Potable water: Offer to ensure that every school has a supply of potable water: a borehole, well or piped water. 

(c)
Latrines: Offer to ensure that every school has sufficient and well-maintained latrines, separate for boys and girls. 

Water and latrines are basics, and should have been guaranteed by governments years ago. They have not. Their presence will create an orderly and hygienic environment in which nutrition is guaranteed, and health messages can prevail. School becomes a normal place for children who would otherwise drop out of school.

MANAGING THE IMPACT OF HIV ON THE SECTOR

(a)
Executive management team: Offer to provide high profile, full-time, senior executives to support  the ministry of education, to drive the education sector's HIV campaign. 

(b)
Volunteers and technical assistance: Offer to provide contract and volunteer staff (national or international) as required. Technical assistance will be required from both the global and national pools of expertise. 

(c)
Impact assessment: Offer to get the impact assessment underway, and to provide staff to set up TORs, supervise it, analyse it, and see that it is factored into planning and action.

We must be thinking of hiring on managers from the private sector, from the military, from international bodies, and from other countries. There are not enough people with the right skills in government, and they have to be commandeered from wherever, on contract. It is time to offer to do this as a matter of urgency.

NOTES:

Management issues lie at the heart of whether we can make a difference or not to limit the progress of this pandemic, and stabilise our already derelict education systems. We have some idea of what needs to be done over the long term, BUT how will long-term development-oriented behaviour change be made to happen? If little of real merit has not happened yet, there are perhaps reasons for this – that is, a lack of capacity to make things happen. 

It will take at least 30-50 years to get the ideal framework (like that proposed by the Inter-Agency Working Group on AIDS) into place so that lives can be saved. Development plans aimed at behaviour change are good in theory and concept, but cannot, for many reasons which can be elaborated, work in order to meet the immediate crisis. 

So what will work? 

Education System Resources: First of all, what educational resources do we have? I think that the only resource many schools can offer at the moment is that they host large numbers of children and young people in various places for several hours every day. This means that messages and help can reach them there. I don't think that schools can offer much more - if we are brutally frank. 

I think that there are some wonderful teachers and principals around, but there are not enough of them, and those there are cannot be relied on systematically because they are either redeployed or overloaded. Teachers are not going to make good mediators in part because, like parents and other adults, they are culture-bound not to talk about death or sex with children. They don't talk to children about these matters; children don't talk to them. So will they really carry the message of safe sex and behaviour change to children in their charge?

We don't have books and teaching materials distributed to schools. NGOs and FBOs have developed materials but they are used locally rather than nationally.

Our universities and colleges are not even starting to think about training teachers of the kind we need, or in the numbers we will require. They are not working on curriculum for sexuality education or HIV planning; they are not setting a research agenda on HIV; and they are not doing research in support of government or even their own institutions. Turning these institutions around is going to take decades unless there is a miracle: I know because I am trying to get one to turn. 

These are the facts, and they will not be changed because we wish they would, much as we might wish things to be otherwise. 

Other Resources: What we do have is (1) governments getting more worried because they are starting to think they should do something; (2) international agencies hoping that something will happen, and starting - not fast - to find ways to make funds flow; (3) communities of mothers, social workers, officials, and teachers, homebased care volunteers, ordinary people who are seeing people dying, who are losing people in their own families, and who are caring for orphans, and (4) NGOs, CBOs, and FBOs, mothers and young people’s groups developing (often ad hoc and underfunded) programmes of merit.

So I thought about Helen Schneider’s principle of simplicity and viability (from Marais: To the Edge, University of Pretoria, 2000).

'Perhaps the most successful aspect of the [South African] National AIDS Programme has been to improve the quality of STD care and increase the public's access to that care. In fact, it appears to have been a classic example of "getting the small things right”. Ensuring good STD care is simpler than organising peer education or doing outreach with marginalised groupings, and points to the kinds of prevention tasks that are within the capacity of the system to implement...If simple tasks are successfully managed, they will contribute to building an environment which will make more challenging interventions through government possible at a later stage.' 

Principle 1: To me this means keep it simple, stick to things that we know can work. STD prevention is demonstrated to cut incidence of HIV infection drastically (Brundtland Commission report, forthcoming, December 2001).

Principle 2: We must look to cooperative community processes that harness the compassion of a lot of people, including young people, PLWAs, churches, NGOs and development agencies and ensure that they participate in one way or another without big administrative hassles and new mechanisms. I have seen this at work, and I know it is possible. 

Principle 3: These proposals must be applied universally, in every school, and they must be mandatory. It will be up to parents, teachers, elders or other adults to make final decisions about condoms, for example – and they will be accountable for the outcome.

Principle 4:  They will be applied collaboratively, with cooperation from MOH, NGOs, FBOs and agencies, etc, because that is the only way they can work in practice. 

Principle 5: There can be no application of the affordability and sustainability criteria for development agency assistance in these areas, because they have no place in these circumstances of life and death.

Principle 6: We must be thinking of hiring on managers from the private sector, from the military, from international bodies, and from other countries. Affected governments can no longer excuse themselves by saying they do not have established public service posts for HIV staff. TAs, volunteers etc, have to be assigned to contract posts. Many African governments don’t have, will not have, or have already lost, enough people with the right skills to make things happen. 

Principle 7: Many education management systems are in such difficulty that there is no way they can sustain an HIV programme on top of the responsibilities with which they are already struggling. I am talking black and white here - no more pretending. Plagues and Peoples (McNeil, 1979) demonstrates that where plagues have struck in the past, it was often strong (sometimes military) administration which tackled a disease among soldiers and civilian populations. We don't require military administration, but it does say to me that we need absolutely rigorous management appropriate to the level of infection. The historical messages are clear: this is not the first time that humankind has been hit by a plague. (See also Barbara Tuchman A Distant Mirror, on the 14th century plagues.) 

Principle 8: I keep thinking that South Africa’s apartheid regime was overthrown by a coalition of people and the international community. And I wonder if, where governments are unable,  unwilling or too corrupt to act swiftly to save lives (passive genocide?), this ‘parallel government’ model for action cannot be mobilised once again to overthrow the evil that is HIV and AIDS?
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Increasing Primary Education Access for Children in AIDS-affected Areas: Overcoming Obstacles in sub-Saharan Africa and a Discussion of the 

Community Schooling Approach
Abstract

The constraints affecting orphans’ and other vulnerable children’s (OVC) access to primary education in AIDS-affected areas are numerous and differ in magnitude from one community to another. This article briefly explores the orphaning crises in sub-Saharan Africa and the importance of primary education as a tool for fighting the spread of HIV. It examines, in more depth, the barriers to OVC educational access in AIDS-affected areas. Six primary obstacles limiting children’s access to primary education in AIDS-affected areas are discussed: the lack of affordable schooling, increased familial responsibilities, family skepticism regarding the value of education, poor educational quality, stigma and trauma, and fear of infection. 

To meet the many challenges HIV/AIDS poses for delivering primary education, this article suggests community leaders, policymakers, and donors collaborate to 1) revise the role and content of the curriculum; 2) restructure the traditional organization of primary schools to become more flexible in delivering instruction; and 3) explore cost-effective community-based initiatives. Community schooling is introduced as an example of a local initiative that is increasing education access in AIDS-affected areas by incorporating these three programming and policy considerations. 
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The constraints affecting orphans’ and other vulnerable children’s (OVC) access to primary education in AIDS-affected areas are numerous and differ in magnitude from one community to another. This article briefly explores the orphaning crises in sub-Saharan Africa and the importance of primary education as a tool for fighting the spread of HIV. It examines, in more depth, the barriers to OVC educational access in AIDS-affected areas. Six primary obstacles limiting children’s access to primary education in AIDS-affected areas are discussed: the lack of affordable schooling, increased familial responsibilities, family skepticism regarding the value of education, poor educational quality, stigma and trauma, and fear of infection. 

To meet the many challenges HIV/AIDS poses for delivering primary education, this article suggests community leaders, policymakers, and donors collaborate to 1) revise the role and content of the curriculum; 2) restructure the traditional organization of primary schools to become more flexible in delivering instruction; and 3) explore cost-effective community-based initiatives. Community schooling is introduced as an example of a local initiative that is increasing education access in AIDS-affected areas by incorporating these three programming and policy considerations. 
HIV/AIDS in sub-Saharan Africa: More than a development crisis

Sub-Saharan Africa has suffered greatly as AIDS has earned the dubious distinction of being the leading killer in the region. Within sub-Saharan Africa, countries in the eastern and southern Africa region (ESAR) have experienced rapid growth in HIV infection. The average HIV prevalence rate for those aged 15-49 in fifteen eastern and southern African countries is estimated at approximately 14 percent compared to eight percent for the entire sub-Saharan Africa region and approximately one percent for the world  QUOTE "(Kelly, 2000c)" 
(Kelly, 2000c)
.
,

Responding to the high rates of orphaning and increases in children's vulnerability due to HIV/AIDS in sub-Saharan Africa in a decisive way is essential for the survival of both the millions of children affected by AIDS and the community and social structures that serve them. The AIDS pandemic in sub-Saharan Africa is more than a development crisis – it a humanitarian emergency with long-term political and economic consequences. As UNAIDS director Peter Piot recently noted, “By overwhelming Africa’s health and social services, by creating millions of orphans and by decimating health workers and teachers, AIDS is causing social and economic crises which in turn threaten political stability  QUOTE "(UNAIDS, 2001)" 
(UNAIDS, 2001 p.1)
.”  The reduction in national productivity and growth that accompanies this pandemic has quickly begun to reverse the development gains of the last 20 years. While most governments in sub-Saharan Africa have pledged increased support to address the needs of vulnerable children and their families, social infrastructure investments declined in the 1980’s and 1990’s as the region suffered severe economic deterioration  QUOTE "(UNAIDS, 2001)" 
(UNAIDS, 2001)

 QUOTE "" 
. 

Improving primary education access for all children and particularly orphans not only honors a child’s basic right under international law, it also reflects economic sense. In countries that are quickly losing their human capital, the failure to provide children with basic educational skills only exacerbates a failing economy. The economic and social impacts of HIV/AIDS have manifested in the deterioration of the region’s educational systems. Valuable financial and human resources are siphoned off, leaving few resources for education. In several countries, the budgets for educational materials and equipment have been reduced to zero  QUOTE "(Graham-Brown, 1991)" 
(Graham-Brown, 1991; UNAIDS, 2000)
. Without an educated populace, Africa will continue to struggle to make economic and development gains. While this deterioration in education has affected the quality and access of primary education for all children, those living in areas heavily affected by AIDS are particularly disadvantaged and deserve special consideration.  

Orphaning in sub-Saharan Africa   

No reliable, comprehensive data are available on the demographics, health, and care of orphans in sub-Saharan Africa. To understand the negative economic, social and physical impact orphaning by AIDS has on children, researchers must rely on a variety of small-scale country assessments and community field analyses. The majority of data are available from eastern and southern African countries.

"Orphan" is a socially constructed concept and varies among cultures and countries. For some it refers to children who have lost one parent, while to others, the term is reserved for those who have lost both. While quantitative data is important, statistics on orphans do not measure the full impact of AIDS on children or the magnitude of the problem caused by AIDS. For example, orphan statistics do not track the number of children who are caring for a sick parent and experiencing physical and psychosocial stress similar to their orphaned counterparts. As a result, it is widely acknowledged by many experts that interventions and programs designed to assist children should not seek to serve only those orphaned by AIDS, but all children affected by AIDS, orphans and other vulnerable children (OVC).  

Programming designed to assist orphans in areas heavily affected by AIDS should not ignore those orphaned or made vulnerable by other causes. Singling out children based on the serostatus of their parent(s) can intensify discrimination and further stigmatize them. Moreover, children whose deceased parents’ serostatus is uncertain or negative should not be denied assistance  QUOTE "(Lorey, 2000)" 
(Lorey, 2000)
. QUOTE ""  

Year 2000 estimates from the U.S. Census Bureau suggest that, in 34 countries with high HIV prevalence, more than 15 million children worldwide under the age of 15 have lost their mother or both parents to AIDS or other causes.
,
 Of these 15.6 million children, 13.6 are living in sub-Saharan Africa and this number is expected to grow to almost 22 million by 2010 with AIDS being the primary cause.  QUOTE "(Hunter Susan et al., 2000)" 
(Hunter &Williamson, 2000)
.
,
 

These statistics highlight one of the most disturbing elements of this crisis: its rapid and continued growth.  In 1990, in 34 countries with high HIV prevalence, AIDS was the cause of orphaning for 16.4 percent of the children whose mothers or both parents had died; by 2010, that number is expected to rise to 68.4 percent.
 The Census Bureau estimates that half of all HIV-positive children in 34 countries with high HIV prevalence will die before their first birthday, and many more will die before their fifth birthday. As a result, the majority of children orphaned by AIDS are HIV-negative. 

While all of sub-Saharan Africa is experiencing high orphaning rates due to AIDS, the ESAR is the most seriously affected.  Table 1 details the projected growth in these rates in fifteen eastern and southern African countries
 over two decades.

Table 1. 
Orphans in the Eastern and Southern Africa Region: 1990, 2000, 2010

	Year
	Children             Under Age 15 (millions)
	Maternal/Double Orphans from all causes (millions)
	Maternal/Double Orphans as % of Children under 15
	% Of Maternal/Double Orphans caused by AIDS
	# Of Children Orphaned by AIDS (millions)
	% Of Children Under Age 15 Orphaned by AIDS

	1990
	95.3
	4.2
	4.5 %
	23.3 %
	1.1
	1.2 %

	2000
	115.6
	8.2
	7.8 %
	60.1 %
	4.6
	4.6 %

	2010
	85.3
	9.0
	11.6 %
	71.5 %
	7.3
	9.8 %


Source Data: U.S. Bureau of the Census 2000 estimates, as cited in Hunter & Williamson, 2000. Calculated by the author
Poverty is the primary barrier to caring for orphans locally and nationally. Without adequate resources to feed, clothe and counsel children, their basic needs go unmet. The poverty barrier is exacerbated by the lack of management capacity of providers both in and out of the government to address orphan and vulnerable children’s issues effectively and comprehensively. While some governments and organizations are addressing aspects of orphaning, most countries lack an integrative and comprehensive strategy to meet the education, health and psychosocial needs of children in AIDS-affected areas. In addition, the stigma that isolates orphans in many communities discriminates against them, further decreasing their access to quality health care and education. The fragility of the education and health systems and their inability to provide quality services in the face of HIV/AIDS is yet another serious barrier in orphan assistance.
Importance of primary education for orphans and vulnerable children

Access to primary education is a basic need and right of every child.
 For orphans, well-designed primary educational opportunities are critical, since they offer children an outlet where they can socialize and develop behaviorally. Well-crafted educational opportunities also provide children with adult supervision and attention, emotional support, nutritional and health care, and the life skills training they need to protect and support themselves. 

Coombe and Kelly (2001) note that primary education has the ability to play a role in fighting the spread of HIV by enhancing students’ potential to make discerning use of information and plan for their future while promoting favorable socio-cultural changes, such as gender equity. While there are many possible ways in which education can help stem the spread of HIV, it is difficult to discern from the research exactly how and if, the “education vaccine” works.
 Some experts argue that HIV/AIDS education in the curriculum should be credited, while others note that basic education equips individuals (especially women) with important skills to gather information and translate knowledge into behavioral change. In both cases, education helps to break the deadly silence that surrounds the disease. As Vandemoortele and Delamonica (2000 p.3) point out, “The four allies that make the virus so prevalent in many developing countries all start with “S.” They are Silence, Shame, Stigma and Superstition. These four S’s thrive on a climate of ignorance and illiteracy. Education is key to defeating this deadly alliance.”

Obstacles to schooling in areas heavily affected by AIDS

AIDS affects the access and quality of learning for all children, particularly orphans. The impact of orphaning on children and their access to quality primary education is multi-faceted and begins when a parent becomes sick. The trauma and hardship of orphaning on children manifests both economically and emotionally with ramifications on their physical and psychological health. 

Although no comprehensive data compare the enrollment rates of all orphans and non-orphans in sub-Saharan Africa, World Bank (1999a) country assessments suggest that orphans have lower primary school enrollment rates than non-orphans. There are several overlapping reasons for these lower enrollment and completion rates: 1) the lack of affordable schooling; 2) increased familial responsibilities; 3) family skepticism regarding the value of primary education; 4) poor educational quality; 5) stigma and trauma of orphans, and 6) a fear of HIV infection on school grounds and on children’s way to and from school.

Lack of affordable schooling. Since primary education is not universally free in sub-Saharan Africa, families, through locally imposed fees, must pay a substantial proportion of the costs of operating a school. In addition to school fees, families are often required to pay for teaching materials and supplies, uniforms, recreational activities and levies for school development, maintenance and construction. While paying these expenses is difficult for many families, it is particularly burdensome for households seriously weakened by AIDS. Reasons for this include: 1) the loss of income from employment and other activities; 2) in rural areas, a reduction in farming which decreases income generating potential; 3) high costs for health care and medication and 4) a growing number of households affected by AIDS are headed by children  QUOTE "(Foster et al., 2000; Kelly, 2000a; Williamson, 2000a)" 
(Foster & Germann, 2000; Kelly, 2000a; Williamson, 2000a)

 QUOTE ""  ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\00\01\00\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0253\11Kelly 2000 53 /id\00\11\00 

 QUOTE ""  ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\00\01\00\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0233\16Williamson 2000 33 /id\00\16\00 
.
,
 

To supplement household incomes, children may drop out of school and engage in income-generating activities making them vulnerable to sexual and physical exploitation and HIV contraction. In addition, as household income falls, families are often forced to consume less nutritious foods and lack basic health services. All of these factors contribute to the neglect of children’s basic needs resulting in stunted growth and an overall decline in health contributing to lower school enrollment rates  QUOTE "(The World Bank, 1999a)" 
(The World Bank, 1999a)
.

Increased familial responsibilities.  Failing to finish school compounds financial difficulties by reducing the future economic possibilities for children and their families. Many children in AIDS-affected households delay or drop out of school because they are expected to assume the responsibility of caring for a sick parent and/or siblings left behind  QUOTE "(Ainsworth, Beegle, & Godlike, 2000; Foster et al., 2000; Kelly, 2000a; Williamson, 2000a)" 
(Ainsworth et al., 2000; Foster & Germann, 2000; Kelly, 2000a; Williamson, 2000a)

 QUOTE ""  ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\00\01\00\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0241\1CFoster & Germann 2000 41 /id\00\1C\00 

 QUOTE ""  ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\00\01\00\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0253\11Kelly 2000 53 /id\00\11\00 

 QUOTE ""  ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\00\01\00\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0233\16Williamson 2000 33 /id\00\16\00 
. These responsibilities increase the opportunity costs of sending a child to school particularly, if the quality of education is perceived as poor. As the demand for a child’s labor increases, tardiness and repeated absences affect a child’s ability to learn and often lead to dropping out of school. In Zambia, a recent study showed that 32 percent of school-aged orphans in urban areas were not enrolled in school, compared to 25 percent of their non-orphaned peers  QUOTE "(UNICEF et al., 2000)" 
(UNICEF & UNAIDS, 2000)
.  In Mozambique, 24 percent of orphans were attending school, compared to 68 percent of those with both parents still living  QUOTE "(Kelly, 2000c)" 
(Kelly, 2000c)
. 

Girls are more likely than boys to drop out of school to assume household and care-taking responsibilities. This is disturbing in light of research suggesting that girls’ and society as a whole benefit significantly from their education  QUOTE "(UNICEF et al., 2000)" 
(UNICEF & UNAIDS, 2000; Rugh, 2000)
. For example, a research study on sub-Saharan African found that a ten percent gain in female literacy resulted in a proportional drop in infant mortality QUOTE "(Williamson, 2000b)" 
(Williamson, 2000b)
. A Kenyan study found that for every 1,000 girls completing an additional year of school, two maternal deaths and 45 infant deaths would be prevented  QUOTE "(Williamson, 2000b)" 
(Williamson, 2000b)
.

Family skepticism regarding the value of primary education. A growing sense of AIDS-driven fatalism on behalf of parents and caregivers is deterring school enrollment  QUOTE "(Kelly, 2000a)" 
(Kelly, 2000a)
. In many areas, adults question the value of basic education if the children will eventually succumb to the disease before they receive the economic benefits of their education. This skepticism is reinforced by the fact that 1) schooling quality is perceived as poor in many countries, 2) the curriculum taught in government-sponsored schools is not directly relevant to their child or community’s needs, and 3) there are few opportunities for employment after schooling. In some cases, families do recognize the value of education for boys but not for girls and are less likely to send their daughters to school (Kelly, 2000a).

Poor educational quality. Educational quality is negatively affected in AIDS-affected areas by 1) the decreasing supply of trained teachers and 2) the loss of teacher productivity when they become ill. As a result, parents and caregivers choose not to educate the children because educational materials are rare, teachers are often absent, and the learning environment is disorganized. 

High teacher mortality rates have a serious impact on the future and quality of primary education, and without trained teachers, it is difficult to maintain high quality instruction and keep schools open. The result is that often, schools are forced to combine students in different primary grades into one classroom. While estimates of teacher mortality vary from country to country, a striking trend towards increased teacher HIV infection levels and mortality  QUOTE "(Kelly, 2000a)" 
(Kelly, 2000a)
 is emerging.
 

In Zambia in 1998, teacher deaths were equivalent to the loss of approximately two-thirds of the annual output of newly qualified teachers. Overall, there was no net gain of teachers in an educational system that continues to grow. A recent study revealed teacher mortality to be 4 percent– almost 70 percent higher than the general population with AIDS being the primary cause.  In Botswana, 1999 estimates suggest the country was losing up to 5 percent of its teachers annually.  A 1992 study in Tanzania predicted more than 14,000 teachers would die from AIDS by 2010, and the number was projected to grow to 27,000 by 2020. In 1999, research suggested that Malawi was losing approximately one teacher per day to AIDS  QUOTE "(Kelly, 2000a)" 
(Kelly, 2000a)
.

When teachers become ill, their teaching capacity decreases, further limiting the quality of instruction. As HIV progresses into full-blown AIDS, teachers are often forced to take long absences to recuperate from illnesses. Since substitute teachers are rare, classes are often suspended. If teachers are able to physically attend classes, the emotional stress is traumatic and lesson preparation, homework correction and classroom interaction are often a last priority.
 
Stigma and trauma. The psychosocial effects of losing a parent to a debilitating illness are severe and can have long-term effects on a child’s behavioral development. As they endure the loss of parental support and nurturing, many orphans experience anxiety, depression and despair. Further complicating these emotions, siblings are often divided among several households within an extended family to mitigate the economic burden of caring for the children. Relatives or neighbors who have agreed to care for the orphans may contribute to the despair by taking their property or inheritance and leaving them more vulnerable to exploitation  QUOTE "(Williamson, 2000a)" 
(Williamson, 2000a)
. 

Despite the prevalence of HIV infection in sub-Saharan Africa, the stigma associated with AIDS is still very real and tangible.  Community members who fear orphans are HIV-positive or believe that their families have brought shame to their community, often discriminate against the children and deny them social, emotional, economic and educational support. Orphaned children may also be treated poorly or abused in their new home furthering their emotional distress and contributing to poor mental and physical health  QUOTE "(Williamson, 2000a)" 
(Williamson, 2000a)
.

While the psychosocial needs of children are well documented, they regularly go unmet in school settings. Research suggests that two often-overlooked impacts of AIDS are the increasing number of children who do not wish to attend school because 1) the stigma and scorn they experience coming from AIDS-affected households and 2) the psychological trauma and shock they feel after the death of a family member  QUOTE "(Gilborn & Nyonyintono, 2000)" 
(Gilborn & Nyonyintono, 2000)
. While the need for counseling and support is obvious, few schools have the resources to offer services and care for these children. 

Fear of infection.  Many families are reluctant to send girls to school because they have a greater vulnerability to HIV infection.
 The high HIV infection rate of teachers and an increasing concern about HIV transmission from teacher to student or peer to peer on school grounds discourages school participation - particularly for girls  QUOTE "(Kelly, 2000a)" 
(Kelly, 2000a)
. In Tanzania, one quarter of primary school girls reported having sex with teachers, relatives, or an adult known to them, and another 23 percent with “strangers”  QUOTE "(Shell & Zeitlin, 2001)" 
(Shell & Zeitlin, 2001)
. “Forced sex” accounted for one-third of all primary school girls’ first sexual experience and nearly half reported having “forced sex” at some point  QUOTE "(Shell & Zeitlin, 2001)" 
(Shell & Zeitlin, 2001)
. 

One South African study notes that approximately 23 percent of HIV infection in the region is acquired between the ages of 10-19 years and suggests that schools are major sites of HIV transmission  QUOTE "(Shell et al., 2001)" 
(Shell & Zeitlin, 2001)
.  A second study documents cases of rape, assault, and sexual harassment committed by both male teachers and students and suggests that violence and abuse are an inevitable part of the schooling environment for many South African girls. This study notes that girls who encounter sexual violence in schools were raped in school toilets, empty classrooms and hallways, and in hostels and dormitories  QUOTE "(Human Rights Watch, 2001)" 
(Human Rights Watch, 2001)
.

Meeting the challenges of HIV/AIDS in primary education
Maintaining the process of learning in a traditional, formal setting is difficult in AIDS-affected communities. As an increasing number of children are forced to drop out of school and teachers become ill, the quality of the learning environment declines and becomes increasingly chaotic and unproductive. In addition, hostility and distrust towards teachers who are viewed as a dangerous source of HIV/AIDS transmission in the community, decreases the credibility of education in the eyes of children and adults. Considering these concerns, Kelly (2000b) notes:

Education in a world with AIDS must be different from education in an AIDS-free world. The content, process, methodology, role and organization of school education in a world with HIV/AIDS have to be radically altered. The entire educational edifice has to be taken down. Every brick examined and where necessary re-shaped before being used in a new structure that has not yet been designed (p2).

To create a responsive education system, sensitive to the needs of children in AIDS-affected areas, community leaders, teachers, policymakers and other local and national stakeholders should work to accomplish three things: 1) revise the role and content of the curriculum; 2) revise the organization of primary schools; and 3) explore cost-effective community-based initiatives.

Revise the role and content of curriculum. As AIDS continues to spread, so too does the need to integrate HIV/AIDS education material in the curriculum. To help students avoid risky sexual behavior, schools should integrate instruction and activities on important “life skills” that promote positive social behavior, eliminate AIDS-related stigma, and break the silence surrounding HIV/AIDS issues.  

As the pressure on children to assume income-generating activities increases, non-formal education or apprenticeship programs should be included in formal schooling programs allowing students to gain literacy, numeracy and vocational skills education. The concept of life-long learning (such as peer or distance education) and adult basic education in both institutional and non-institutional settings should also be considered. 
Revise the organization of primary schools. Taking into account the variable needs of students, primary schools need to adopt a more flexible calendar and curriculum.  Education providers need to rethink their approach to education and explore new initiatives that reach out to children unable to attend government schools, such as community schooling and interactive radio education.
.
 Finally, schools may need to explore ways to decrease the HIV transmission risk between students, teachers and others. Possibilities include creating same-sex classrooms, reducing student/teacher ratios, and training teachers to be sensitive to the vulnerability of girls to HIV contraction on school grounds and in the community. 

Explore cost-effective community-based initiatives. HIV/AIDS affects both the short and long-term financing of national primary education systems. Beyond the loss of experienced teachers, a rapidly increasing number of HIV positive teachers has serious financial consequences. Since many eastern and southern African countries have extensive sick leave policies, a large number of these unproductive teacher’s salaries are subsidized by the state. The additional costs of replacement teachers or short-term substitutes increase these expenses and divert resources away from the schools themselves  QUOTE "(Kelly, 2000a)" 
(Kelly, 2000a)
. 

The depletion of private funds worsens this financial crisis. A growing sense of donor fatigue and frustration surrounding the seemingly intractable problem seriously threatens the infusion of badly needed private funds into the development of educational reforms and alternatives.   National and community leaders must explore cost-effective and sustainable initiatives to increase school participation in AIDS-affected areas at the grass-roots level utilizing local resources, in addition to, promoting better educational access for OVC at the national level. 

One example: Community schooling
Community schooling is one example of an initiative that is attempting to meet the educational needs of children in AIDS-affected areas. Community schooling is a popular approach in many AIDS-affected areas particularly in Mali, Malawi, Uganda, and Zambia among others. In many cases, local communities or churches run schools and do not charge fees, do not require uniforms, provide educational materials, and use local leaders as teachers, often on a voluntary basis. This approach is almost solely reliant on community commitment and support. In certain cases, such as in Zambia, community schools have partnered with their national Ministry of Education for financial and administrative support (Hepburn, 2001).

Community schooling offers many benefits including that they 1) allow communities to take charge of their own affairs, making decisions on what is best for their children without having to wait for outside direction; 2) are less expensive per pupil than government schools (Webb, 2001)
; 3) 
increase access for all children within a community, especially OVC who are unable to attend government-sponsored schools (DCOF, 1999; Donahue & Williamson, 1998; USAID, UNICEF & SIDA, 1999)
, and 4) have the potential to create a safe learning environment for girls by having low student/teacher ratios, increased community supervision, and by being located in the community decreasing the risk of traveling long distances.
To effectively increase access, schooling can be tailored to communities’ scheduling needs and flexibly structured to accommodate non-traditional students with increased familial responsibilities. Community schools can also provide contextual psychosocial support for children and design the curriculum to include formal, non-formal, and life skills education.
 Community schooling can be particularly effective in AIDS-affected rural areas where the school calendar is tailored to reflect communities’ agricultural cycles and half-day lessons for certain students are provided (Hepburn, 2001). 
Overall, community schools are flexible in meeting children’s formal educational needs in a local setting. To ensure effectiveness, communities must demonstrate a collective commitment to increasing children’s access to quality primary education. In addition, a large number of volunteer or para-professional teachers must be identified and trained. Implementing agencies need to secure donor or government support to supplement community resources and provide coherent oversight to maintain educational quality and effectiveness. Extensive community mobilization and training are also necessary to ensure the effectiveness and sustainability of this approach.

While there are many ways in which community schooling meets the needs of children in AIDS-affected communities, it is possible that community schooling may hurt educational quality as poorly trained volunteer teachers could compromise quality standards. In addition, there is a danger that governments may dismiss the need to address the lack of OVC access to state-sponsored schools by noting that community schools are serving them. One Zambian study suggests that a plan is needed to integrate community and government schools, bringing together the best qualities of each (USAID et al., 1999). 

Community schooling could also isolate children based on their orphan status if they are the only ones in the community who cannot afford government-sponsored schools. This could enhance stigma, particularly if their quality is perceived to be lower than government schools.
 
While evidence suggests community schooling is cost-effective, it is highly dependent on donor inputs and community management. Volunteer community teachers may leave if offered paid jobs in the state-sponsored school system, and many schools “borrow” buildings, which may eventually be recalled for other purposes (USAID et al., 1999). In sum, as the AIDS epidemic continues to deplete valuable human and material resources the sustainability of community schools is threatened.

Looking forward
To respond effectively to the impact of HIV/AIDS on education in sub-Saharan Africa, initiatives to increase primary educational access for orphans and other vulnerable children should address the obstacles noted above. Initiatives should accommodate children who need to learn income-generating skills and participate in school programs that are flexible and sensitive to their community and familial responsibilities. Successful educational initiatives will need to overcome the many obstacles limiting children’s access in AIDS-affected areas and capitalize on community strengths.  Most importantly, comprehensive and coordinated management strategies need to be in place at the community and national level to develop and encourage educational programs that equip children with critical learning skills while taking into account their need for security, stability, personal growth and development. 
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HIV/AIDS Emergency Guidelines for Educators

In South African Learning Institutions 1999

DEAR EDUCATOR

HIV touches the lives of all of us in South Africa. At the end of 1998, three million people were estimated to be infected. If present trends continue, by the year 2010 one in four people in the country will have HIV and 750 000 children will be orphaned by the disease. HIV affects men and women of all ages, occupations and races living in all provinces. 

HIV is already very much a part of life in our classrooms.  It was estimated that in 1998  over 250 000 learners in South African schools had HIV, many of these did not know that they had the infection. The number of educators infected is uncounted but is also likely to be high. If present trends continue, these numbers will increase rapidly over the coming years. These figures mean that  every educator will eventually have learners with HIV in the classroom and colleagues with HIV in the staffroom. Unless we take the necessary precautions we may ourselves contract HIV. 

The problem is great and can seem overwhelming, and yet educators have a unique role to play in the struggle against HIV. Other countries in Africa, most notably Uganda, have been able to harness the energies of all sectors of their society to fight the epidemic and have managed to turn back the tide of the disease. This has been done by achieving substantial changes in sexual behaviour. This can be done in South Africa too, but if it is to happen we all must play our part. 

Our challenge is to inform ourselves about HIV and how we can protect ourselves from this infection both during the course of our work and studies and  in our sexual lives, and to share this information with all our learners. No one is too young to know about HIV. At the same time, we must create an environment in our workplaces where people can be open about the HIV status without fear of prejudice or discrimination and where we can provide the necessary help and protection to learners and educators who are living with HIV. 

This booklet is designed to help you understand more about HIV/ AIDS so you can learn how to play your part in the struggle against this disease. It is provides  you with essential information about HIV and AIDS, the challenges in educating about the disease and its prevention, the risks of transmission in schools and precautions necessary to ensure that this does not occur, and the government’s policy on HIV and AIDS for learners and educators in public schools, further education and training institutions. 

Now is the time to play your part in the struggle against HIV and secure a future for the next generation!  

Professor Kader Asmal, MP, Minister of Education 


HIV AND AIDS: FACTS AT YOUR FINGER TIPS

What is HIV?
· HIV is an abbreviation of the Human Immunodeficiency Virus

· It is a small germ, called a virus, which people become infected with

· HIV only survives in body fluids such as sperm, vaginal fluids, breast milk blood and saliva so we can only become infected if we have contact with body fluids

· HIV eventually makes the body weak, less able to fight all kinds of sickness and so causes death

· HIV is a progressive illness that leads to an untimely death. Usually die between five and ten years after becoming infected but increasingly people are living longer.

What is AIDS? 
· AIDS is an abbreviation of the Acquired Immune Deficiency Syndrome. The immune system is the body’s defence against infection. Immune deficiency means that the immune system is weakened and so cannot defend properly and so it vulnerable to infections and certain cancers  

· People with HIV in their body go on to become sick with AIDS 

· AIDS only develops after HIV has stayed in the body for a long time, it is the final stage of infection with HIV and this is what causes a person to die. 

· People with AIDS usually have several different illnesses at the same time, these will differ for different people. The word syndrome is used to emphasise that people with AIDS have many signs and symptoms, it is not actually one disease. 

How is HIV spread? 
· Although HIV is an infectious disease there are only certain situations in which people who have the virus can pass it to other people, this is because the virus only survives in particular types of body fluids.







· Most people become infected through sexual intercourse, the HIV is found in sperm and vaginal fluids

· Babies born to mothers with HIV can also become infected just before and during birth, or during breast feeding

· Infected blood can spread the virus, for example from splashes on broken skin, blood transfusions, shared needles, blades, razors or toothbrushes

What does NOT spread the virus?
· You cannot catch HIV by sharing a house, desk, chair, office, car, taxi, locker, telephone, cup, fork, plate, mug, toilet, towel, sheets or clothes with some who is infected

· You cannot catch HIV by sharing food, sharing a bath, sharing a swimming pool, shaking hands, hugging, or kissing on the lips someone who is infected

· You cannot catch HIV by being bitten by a mosquito, bed bug, tick or flea who has just  bitten a person with HIV

· You cannot catch HIV in the course of any normal educational activities which take place in a learning environment

What are the symptoms of HIV?
· Most people with HIV have no symptoms, they look and feel just like you and me

· Most people will feel well and remain productive in their families and workplaces for between five and eight years after infection with HIV.

So what do people with HIV/AIDS die from?
· People with HIV/AIDS often die of illnesses such as TB or pneumonia, to which they have become more vulnerable because of the virus in their bodies.

· These are illnesses which people who do not have HIV can also get, but these days  they are causing many deaths among young people. Three quarters of people with TB now also have HIV. 

· People may also die from very severe diarrhoea and from certain types of cancer, blood cancers called lymphomas and a skin cancer called Kaposi’s Sarcoma

· Some of illnesses, particularly acute pneumonia,  can be very quick and sometimes people can die before having the HIV infection confirmed 

How can you tell if someone has HIV?
· The only way we can tell for certain is through a blood test. If the test shows we have the virus,  we are called "HIV‑positive"

· Unfortunately the ‘HIV test’ only gives a positive result some weeks or months after the infection, during this time you can test negative but actually have the virus and can infect other people. This is called the ‘window period’. 

· You can only be certain that you do not have HIV if you have the test six months after the last occasion that you could have been exposed to the virus, for example through unsafe sex.

· This is why we cannot recommend routine HIV testing because if a person has a negative test it only says for sure that he or she did not have HIV six months previously

· Most of us do not know whether we ourselves are infected with HIV or not. It should be the responsibility of all of us to protect ourselves and others from the virus.

What is an HIV test? 
· Before you have an HIV test you should speak with a counsellor about the test and what you will do when you hear the result

· A small amount of blood is then taken with a needle and syringe from your arm or by pricking your finger and putting the blood on blotting paper. The test shows the presence of antibodies (a blood reaction to HIV), not the virus itself. These antibodies only appear in the blood between three and six months after the infection. 

· The result of the test usually takes two weeks to come

· The result is private (confidential), there is no obligation on you to tell anyone if you are  HIV positive, but obviously it is best to share this information with anyone you have had sex with and a close family member or friend who can support you

Can a person pass on the infection when he or she is not sick? 
· A person can pass the HIV infection on to others at any time after they first become infected, this often occurs before they realise they have HIV infection and even before an HIV test would show them to be ‘positive’

Isn’t it best, all the same, to keep away from a person with HIV? 
· Since HIV cannot be transmitted by casual contact there is no reason why a person should fear being infected by normal daily interactions with someone who has HIV.

· Many famous film stars, directors, academics, politicians and sportsmen and women have all worked effectively for a long time when they had HIV until they became ill. 

· It is hard enough facing premature death without being shunned by family, colleagues and friends

· If we reject people who have HIV, they may be forced to try to hide it and in so doing put other people at risk of catching the virus because they do not take the necessary precautions, such as wearing condoms or not breast feeding, for fear of arousing suspicion

· Any of us could get the virus, we should not treat other people in ways we would not want to be treated ourselves. 

Is there a cure for HIV or AIDS? 
· There is no cure for HIV but there are medicines which people with HIV can take which help them to have longer and fuller lives. 

· Many of the infections which take hold of our bodies when our immune system is weakened are curable, for example TB, and preventive medication can be taken to protect against pneumonia

· There are medicines which can be given to people with HIV but these are not cures. They delay the onset of AIDS-related illnesses but unfortunately they are very expensive.

· AIDS vaccines are being developed but even if they are successful it will take 8-10 years before they will be available to the public

· The only tool we have at present to really defeat HIV is prevention, the tragedy in our country is that so many people are dying from a disease which is entirely preventable

Why don’t we hear of many people dying from HIV/AIDS in our community?
· Some of us already have family and neighbours who have died from AIDS and may know we have HIV ourselves, whereas others may still feel that the fuss about HIV is exaggerated and that it certainly will not affect us. 

· Research has shown that there is now a problem with HIV/AIDS in every community in the country. We often do not realise how little we know about what is really going on  around us because there is a lot of secrecy surrounding HIV/AIDS.

· People with HIV/AIDS in our communities have faced discrimination and some have been killed. This is due to ignorance and fear. Many people and families try to keep their HIV infection secret because of this stigma, so often we do not hear of it 

· Because of the time lapse between infection and death, some areas of the country are only just beginning to see substantial numbers of adult deaths due to HIV

How do we know this HIV epidemic isn’t  exaggerated?
· The Department of Health has been undertaking for several years anonymous testing of blood taken from pregnant women throughout the country

· In 1998 these tests showed that 21% of pregnant teenagers had HIV, 26% of pregnant women aged 20-24 had HIV and 27% of women aged 25-29, 

· Since HIV is mostly spread through sex, the male sexual partners of these women also have HIV

· Many older women and men are infected too

· From the HIV data which is available, the United Nations AIDS programme estimates that one of every eight adults in South Africa now how HIV

Living with hope
· Most people with HIV are well and will continue to feel well for many years after they become infected

· Adults and children who have HIV can live active and productive lives at school, work and home.

· People with HIV need support and advice, and counselling given to people after they receive a positive test should reinforce the HIV does not usually mean that a person will die soon

· The community around us and especially the school environment can be a source of love, care and suppport

· The challenge for us as educators, with and without HIV, is to make it realise this potential

EDUCATORS CAN PLAY A PIVOTAL ROLE IN CHANGING THE COURSE OF THE EPIDEMIC

Educators have a unique opportunity to change the course of the epidemic


· Since every child in the country attends school, there is a unique opportunity to influence children’s ideas about sex and relationships, even before these start

· By so doing educators can play a pivotal role in changing the course of the HIV epidemic

· With very few exceptions, children starting their school career do not have HIV infection

· By the time of leaving school, many have acquired the virus or will do so over the next 10-15 years

· As educators, we have a unique opportunity to influence young people before they become infected with the virus

· As educators, we are respected members of our communities, by adopting safer sexual practices we can  not only protect ourselves from HIV but serve as a role model  to others in the community 


What are the key messages about preventing HIV:

Have safer sex
The majority of HIV infections occur during sex, to prevent HIV we must adopt safer sexual practices. Safer sexual practices include: 

· abstinence until marriage and then staying faithful to your partner

· using male or female condoms for vaginal or anal sex 

· practising other forms of safer sex including: masturbation, thigh sex, and foreplay with licking or kissing sensitive parts of your body, such as ears, neck and breasts

· not having many sexual partners

· When we want to have children we should both have HIV tests before we stop using condoms and try to conceive

Love and trust
· The man or woman who really loves you is the one who takes precautions to make sure you will not catch HIV from him or her by wearing a condom

· Having a partner you trust now is not enough to protect you from HIV. Your partner, or you yourself, may have become infected during a sexual relationship which ended several years ago

Saying ‘Yes’, saying ‘No’
· A man must ask a woman’s permission before having sex with her

· Any man who continues to have sex with a woman when she has said ‘no’ is a rapist

· A woman may get drunk or wear a short skirt or eat a man’s Kentucky, it does not mean that she is asking for sex or cannot say ‘no’

· Rape is a crime and must be reported to the police, the police must investigate every case

Avoiding child abuse: run and tell!
· Just because we teach children to respect older people, it does not mean that they must do everything they say

· Every child understands that there are nice touches, like the way our mothers hug us and other touches which make us feel uncomfortable

· A child should  never stay in a situation where they feel uncomfortable, they should run away and ask an adult they trust for help

· Children must be taught never to go to the homes or walk in the fields or get in a car of a stranger or anyone they know who makes them feel uncomfortable or is behaving strangely

You don’t have to have lots of boyfriends or girlfriends to get HIV
· People who have sex with many people are more likely to catch HIV, but HIV does not only affect people who have many partners

· It is possible for a person to catch HIV when he or she has had only a few partners if one of these was infected and did not use condoms

· Many people have caught the virus after having sex just once with a person who was infected with HIV and did not use a condom

· Many people have been faithful to their wives or husbands but catch the virus because their spouse is not faithful to them

· Many children and women are infected with HIV each year when they are raped

· Some children have HIV which they acquired from their mother, some of these children are now living long enough to attend school

· People may also catch HIV through contact with infected blood such as from contaminated needles, shared razors or blades 

Using a condom will also  protect you from STDs, infertility and unwanted pregnancy
· Condoms also protect you against other sexually transmitted diseases and unwanted pregnancy

· Sexually transmitted diseases are the most common cause of infertility 

· Untreated STDs (usually seen as a sore on the penis or vulva, or pus or pain when urinating) also increase your chance of getting HIV

· By using a condom you can make sure you can get pregnant, or make your partner pregnant, when you want to have a baby and do not have unwanted pregnancies

Condoms can be fun 
· Many people say that using a condom is like eating a sweet with its wrapper on - we rarely stop whether these ‘experts’ really know how to use them!

· Condoms come in all shapes and size and textures and flavours

· Slipping the condom on can become an exciting part of foreplay

· Using a condom is a skill like many others, the more often you do it, the better you get

· Most people who understand the dangers of HIV come to think that the best sex is when you don’t have to worry about catching a deadly disease!

Drugs and alcohol
· Drugs and alcohol use are also linked to many cases of HIV

· When we get drunk we often forget about using condoms and sometimes men take advantage of drunk women, the same can happen with drugs

· Some drugs like heroin are taken by injection, a lot of people have caught HIV from sharing injection needles and syringes

· If you are going to inject drugs, never share a syringe and needle with another person.


Talking about sex! Its against our culture!
· We all have sex, but most of us have been taught to think of it as dirty or embarrassing

· We are  not used to talking openly about sex, hearing about sex or speaking words like penis or vagina 

· We are not used to talking with children about sexual matters

· These aspects of our culture were developed in different times, we now have a completely new challenge with HIV, it’s a new disease which was not around previously

· HIV means we have to make some changes to our culture because if we do not make these changes very large numbers of our young people will die and we may do so as well

· Changing the rules about discussing sex does not mean that our culture will be threatened, there is much more to our culture than codes and practices relating to sex

· Culture changes all the time, and it needs to do so in order to survive.  Think how large have been the changes in our culture this century for us to have a black President and for one third of our MPs to be women. 

I won’t encourage immorality!
· Some of our religious beliefs about the role of sex only within marriage make it difficult for us to discuss sex with children. 

· Sometimes we think that people who have lots of partners or start having sex early have only themselves to blame if they get HIV

· Yet surely our God (or Gods) would not have wanted young people in our care to die when we have been given information which could have saved them

· The threat of HIV does not mean that we have to discard our moral code, but we must recognise that we find ourselves in a situation of competing moral imperatives  

· A very strong moral responsibility for us as educators is to make a contribution to protect the health and lives of children we educate, although the ultimate responsibility for their behaviour rests with their parents

Teaching in a country where human rights are protected
· These days human rights are protected and guaranteed by the constitution

· Human rights are enjoyed by all people, learners as well as educators

· Rights come with responsibilities, for us all to enjoy our human rights we must all exercise our responsibilities

· The constitution guarantees the right to freedom of access to information and freedom of conscience, thought, religion, belief and opinion and action in the best interests of a child

· According to this children have the right to information about sexual health and HIV prevention

· Whilst we have the right not to agree with young people being sexually active, we do not have the right to impose our views on them by force

· We may discourage learners from having sex, but learners must be given accurate information on safer sex as  they will ultimately make their own decisions

· This is their constitutional right and our constitutional responsibility as educators

Shouldn’t we just tell the young people not to have sex?
· Its good to talk to young men and women about not having sex, but we must also remember that many people will ignore or not be able to follow this advice

· Its easy to forget exactly how important boyfriends and girlfriends were to us when we were teenagers, and how important these relationships are now. There are lots of pressures on young women and men which often mean that they cannot refuse to have sex even if that its what they would prefer

· Experiences in other countries have shown that if we give young people proper information about sex, risks associated with sexual activity, and how they can protect themselves, they are more likely to decide for themselves to delay the start of sexual activity

Aren’t the children are too young for this sort of information?
· From the time they first start school, learners need to have information about  HIV/AIDS presented to them in a way which is age-appropriate, in the context of life skills education

· Curriculae have been and are being developed for life skills education for all ages and training will be provided to enable educators to do this

· We often forget that most children become aware of sex and want to know about it at a very young age and many children are already sexually active by the age of 12.  

· Many children will become aware of HIV/AIDS when they are quite young as they will know people who are ill or have died 

· The best thing for educators is to be prepared to start providing the correct information about sex and sexuality and HIV/AIDS before children learn incorrect information about these things from their peers.

PREVENTING DISEASE TRANSMISSION IN SCHOOLS

If our schools have staff and students with HIV won’t the rest of us catch it?
· Since HIV is spread mostly through sex and contact with blood, most of us are not at risk of catching HIV in the course of our normal teaching or learning activities

· There are no known cases of HIV transmission in schools or institutions during educational activities

But what if there are accidents and injuries in fights?

· There is a possible risk of  HIV transmission in through contact with blood

· This risk is negligible if good  basic first aid is applied

· The golden rule here is to apply universal precautions

What are universal precautions? 
· Universal precautions are called this because they are applied to every person and every body fluid

Why is this necessary?
· In a learning environment it is not possible to know who has HIV

· Because of the long period between HIV infection and the start of illness, at any time most of the people with HIV in a school will not know this themselves

· Because of the ‘window period’ when HIV tests are performed, even a negative HIV test does not mean that a person does not have HIV

· HIV is not the only danger: there are other fatal diseases, particularly hepatitis B, which you can catch from infected body fluids which are quite common in South Africa

· If we treat everyone as we would if we knew they had HIV, applying the same precautions to every situation where there is blood, we will be safe 

What does every school or institution need for first aid? 

· Two first aid kits which are kept well stocked

· A bottle of household bleach

· A stock of plastic shopping bags checked for holes

· A container for pouring water

· If your school has no running water, a 25 litre drum of clean water should be kept at all times for use in emergencies


CONTENTS OF FIRST AIDS KITS

· four pairs of latex gloves (two medium, two large)

· four pairs of rubber household gloves (two medium, two large)

· absorbant materials (e.g. lint or gauze), waterproof plasters, disinfectant (e.g. hypochlorite), scissors, cotton wool, tape for securing dressings, tissues,

· a resuscitation mouth piece


How should we manage incidents at school? 
1. No one should have direct contact with another person’s blood or body fluids

· Every first aid kit should contain rubber gloves and these should be worn at all times when attending a person who is bleeding from injury or a nose bleed

· Anyone who cleans blood from a surface or floor or from cloths should also wear gloves

· The same precautions should be taken with other body fluids, including  vomit, faeces, pus and urine, although it is very unlikely that a person would catch HIV from these 

· If there are no gloves available  plastic shopping bags can be put on your hands, so long as they have no holes and care is taken not to get blood or cleaning water on the inside 

· All learners should be taught not to touch each others’ blood and wounds but to ask for help from a member of staff if there is a injury or nose bleed

2. Stop the bleeding as quickly as possible
· If a colleague or learner is bleeding the first action must be to try to stop the bleeding by applying pressure directly over the area with the nearest available cloth or towel

· Unless the injured person is unconscious or very severely injured, they should be helped  to do this themselves

· If someone has a nose bleed they should be shown how to apply pressure to the bridge of their nose themselves

3. Cleaning wounds
· Once the bleeding has been stopped an injured person should be helped to wash his or her wound or graze in clean water with antiseptic, if it is available

· The wound must then be covered with a waterproof dressing or plaster

· Learners and educators must learn to keep all wounds, sores, grazes or lesions where the skin is split covered at all times 

4. Managing accidental exposure to another person’s blood or exposure during injury
· Skin which becomes exposed to blood must be cleaned promptly

· Cleaning should be done with running water or if this is not available, water from a  container should be poured over the area to be cleaned

· If an antiseptic is available, the area should be cleaned with antiseptic, if it is not normal bleach can be used diluted in water (1 part bleach, 9 parts water)

· If blood splashed the face, particularly eyes or the mucous membranes of the nose and mouth, these should be flushed with running water for three minutes

5. Cleaning contaminated surfaces and materials
· Contaminated surfaces or floors must be cleaned with bleach and water

· Bandages and cloths which become bloody should be sealed in a plastic bag and incinerated or sent to an appropriate disposal firm

· Any instruments or equipment which is contaminated should be washed, soaked in bleach for an hour and dried. 

· Every school must ensure that there are arrangements for the disposal of sanitary towels and tampons which are communicated to all female staff and learners so there is no risk of other people having contact with these contaminated items

What about very serious incidents, such as rape or stabbing  when there is a known HIV risk?

· In some situations, for example rape, exposure of broken skin directly to blood from someone known to have HIV, or an incident where more than one person is stabbed with a needle or blade, the risk of HIV transmission is much higher

· A women who is raped should be told not to bathe or change her clothes but be taken immediately to a district surgeon, medical facility or police station for a statement,  examination and emergency contraception

· With a multiple stabbing or exposure of broken skin to HIV infected blood, first aid should be given immediately before (with a stabbing) going to the police

· In all these situations the people should be taken to an appropriate medical facility for counselling about their risk of contracting HIV and their parents or guardians should be contacted urgently

· Drug treatment is available in the private sector which may reduce the risk of a person contracting HIV in these circumstances (assuming they do not already have it). The effectiveness of these drugs in these circumstances is not proven and they are not available from public hospitals, but people who stand a significant risk of contracting HIV and have the money for these drugs may chose to use them. Decisions about the use of these drugs must be taken quickly as they are most effective the sooner they are taken after the exposure.

How can we prevent HIV transmission during sport? 
· There is only a possible risk of  HIV transmission during contact sports where injuries can occur, even here the risk is extremely small if the following rules are applied

· First aid kits with rubber gloves should be available during every sports session or match

· No one should play a sport without wounds being covered

· If a graze or injury occurs during play the injured player should be called off the field,  given first aid and only allowed back with their injury  clean and covered

· Blood stained clothes should be changed

· Educators and learners with HIV can play and coach sports but they are advised first to discuss with a doctor any possible risks to their health and of transmission during the sport 

Sexual relations in schools and institutions
· In schools and institutions with hostels it is very likely that learners will have sexual relations on the premises

· Condoms should be provided to learners who are sexually active

Sexual relations between educators and learners are illegal
· Educators must not have sexual relations with students

· If the girl is under 16 years an educator doing this will be charged with statutory rape and face a penalty of life imprisonment 

· In any situation strict disciplinary action will be taken

· If you are aware of a colleague who is have relations with a learner you must report him or her to the principal or higher educational authorities and if the girl is under 16, to the police. If you do not do so you may be charged with being an accessory to a rape.

What about other diseases, can’t we catch these from people with HIV?
· Most people with HIV are in greater danger of catching your illnesses than you are of catching theirs

· The exception is TB and anyone who may have TB should be advised to seek immediate medical treatment and return to the school or institution after advice from their doctor

Are there any other situations when people with HIV would be excluded from school?
· If a person with HIV developed a problem with uncontrollable bleeding or unmanageable wounds it might be necessary to exclude them until these problems were brought under control

· If a person displayed particularly physically or sexually aggressive behaviour, it would also be necessary to take action

· In these situations action must be taken in accordance with medical advice, respect for human rights  and the law.

BUILDING AN ENABLING ENVIRONMENT AND A CULTURE OF NON-DISCRIMINATION

HIV/AIDS will touch all of us  
· Even if we avoid catching HIV, very few of us will be untouched by it

· Most of us will lose family members and friends to HIV

· We will all have more funerals to attend and need our colleagues to understand if we are placed under additional strain or have to take time off due to bereavement

· Those of us who get HIV will find eventually that we become ill and need lengthy periods of sick leave, our colleagues who are well will have understand this and  to cover our teaching

· Increasingly we will find we have learners with HIV/AIDS in our classes and they may need special help when they become ill

Living with HIV/AIDS
· Educators and learners with HIV should be able to lead as full a life as possible 

· They should not be denied the opportunity to receive education or work as educators for as long as they are able to do so

· Since their HIV infection does not pose a significant risk to others in schools or institutions so long as the necessary precautions are followed, there is no reason to deny infected educators and learners the same rights as others

Dealing with prejudice
· Any special measures taken in respect of a learner or educator with HIV should be fair and justifiable in the light of medical facts, school or institution conditions, and in the best interest of the person with HIV and those of others

· Educators need to be vigilant about the possibility of discrimination in schools and take swift action to defuse any situations which occur and deal effectively with perpetrators

· Prejudice thrives on fear and ignorance  - the most effective way to reduce these threats is by sharing the information contained in this document with learners so they understand the medical facts about HIV and how it is transmitted and know how they can protect themselves

Refusal to study with , teach or be taught by a person with HIV/AIDS
· Learners or educators who refuse to study with, teach or be taught by a person with HIV/AIDS should by counselled

· The situation should be resolved by the principal, educators, and if necessary, school governing body or council of the institution in accordance with the National Policy on HIV/AIDS of the Department of Education

Orphans 
· Many learners will become orphaned or lose close family members and may need emotional help and guidance from educators

· Orphaned learners may face financial hardship and have difficulties with school fees, uniforms and books

· Educators need to be aware that learners orphaned due to AIDS may face prejudice and be neglected by people who are supposed to look after them

· Schools will need to develop policies to guide the actions of  educators who suspect such neglect, as they do when other forms of child abuse are suspected

Testing for HIV in schools and disclosure of HIV status

· The law does not allow learners or educators (or any employee) to be forced to have HIV tests

· Genuinely voluntary disclosure of a learner’s or educator’s HIV status should be welcomed

· Educators who are given such information must be prepared to treat it with confidentiality and ensure there no unfair discrimination follows from it

· Information on a learners’ HIV status can only be disclosed by an educator to another  person with the written permission of the learners (if over 14 years) or his pr her parents

A school policy on HIV/AIDS
· Schools or institutions may want to develop their own policy on HIV/AIDS to give operational effect to the national guidelines, local policies should not deviate from national guidelines

· major role players from the broader community, for example religious and traditional leaders, local health workers or traditional healers, could be involved in developing such a policy

· If the resources are available a school may want to establish a Health Advisory Committee as a committee of the governing body or council, including staff, parents, learners and health professionals and Chaired by someone with health knowledge

· This body could advise the governing body on HIV/AIDS related matters and particularly on what are considered to be situations of medically significant risk

· It could develop the school or institution’s HIV policy and monitor its implementation, particularly with regard to education about HIV prevention, and review it as new scientific information becomes available

Reducing the risk of transmitting illness to people with HIV/AIDS
· Increasingly we have to become aware that illnesses which may be relatively minor for us can be serious for other people and life threatening if caught by a person with AIDS

· Learners and educators with infectious diseases including measles, mumps, German measles, chicken pox and whooping cough should stay off from school until they are better

· Schools and institutions should inform parents of this policy and strongly recommend that all children are fully vaccinated

Supporting sick learners
· Learners and students are expected to attend classes in accordance with statutory requirements for as long as they are able to function effectively and pose no medically significant risk to others in the school or institution

· Every school should have an area where learners and educators who are feeling unwell can lie down during the day for short periods, this will enable learners who are sick to stay in school for longer

· If and when they become ill or pose a medically significant risk to others they should be allowed to study at home and academic work should be made available for this. Parents should be allowed to educate them at home 

· Learners or students who cannot be accommodated in this way or who develop HIV/AIDS related behavioural problems or neurological damage should be accommodated in specialised residential institutions for learners with special education needs

· Some extra-curricular activities can be very stressful for learners with HIV, educators need to be sensitive to this and excuse such learners from participation when necessary 

· Medicines often have to be taken at set times in order to be properly effective. Educators need to be aware of this and allow learners with HIV to slip out of class to take medication when necessary

· Schools which have several learners with HIV may want to help them to form a support group or link with one in the community

Supporting sick colleagues
· We will need to be understanding about colleagues who develop AIDS-related illnesses

· Increasingly colleagues will need days off work or become exhausted during the day and need to lie down for periods

· During these times we will have to cover and this will have an impact on class sizes

· The scale of the HIV epidemic is so great in the country that until we all practice safer sex these things will form part of a new reality with which we have to live

· We often feel over burdened already and find it hard to see how we could do more work,  perhaps we should remember that unless we change our sexual practices our colleagues will one day have to cover for us


HIV: a lasting legacy of apartheid
· The HIV epidemic in South Africa is the fastest spreading epidemic in the world

· HIV spreads most quickly in countries where family and community life has been disrupted and where there are great inequalities between rich and poor

· Apartheid policies disrupted families and communities and created great social inequality

· We have defeated apartheid, but the struggle is not over, unless we act now against HIV, its legacy will continue to destroy the lives of those of us who thought we had survived and generations who were not even born during the apartheid years
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EXECUTIVE SUMMARYtc \l1 "Executive Summary
As a new millennium dawns, the HIV/AIDS pandemic continues to ravage the Eastern and Southern Africa Region (ESAR).  The statistics are disturbing: at least 40 million people are infected with HIV in sub-Saharan Africa.  Much of the impact of HIV/AIDS afflicts children and women, the primary focus of UNICEF programmes.  The bulk of new AIDS cases are among young people, aged 15-25 and females are disproportionately affected.  The ability of girls and women to protect themselves from HIV is constrained by their status in society.

Decades of improvements in social welfare are likely to be undermined by the uninhibited progression of the epidemic. Life expectancy in some countries has already started on a downward spiral and is expected to drop to 30 years or less in nine sub-Saharan countries by the year 2010.  AIDS-related mortality has begun to eliminate the gains made in child survival over the past 20 years.

Children will be the most affected as a result of HIV/AIDS as they live with sick relatives in households stressed by the drain on their resources. They will be left emotionally and physically vulnerable by the illness or death of one or both parents.  Subsequently, children who have lost one or both parents are more likely to be removed from school, to stay home to care for the sick and to be pulled into the informal economy to supplement lost income.  This is especially the case for girls.

The first part of this paper describes the impact of HIV/AIDS on the education sector in ESAR and points to the fact that as a result of all these social and economic processes, the AIDS epidemic is beginning to have a serious impact on the education sector, specifically on the demand for, supply of, and the management and quality of education provided at all levels. 

As a result of HIV/AIDS, there are relatively fewer children needing education.  Fewer children are being born because of the early death of one or both parents.  Moreover, fewer parents will want to send their children to school, and there will be fewer families who are able to afford to send their children to school.  Fewer students in the education system and lower demand for places in education programmes, will most probably lead to a smaller supply of facilities and places. Schools that have enrolments below a certain minimum may therefore be closed and the remaining pupils moved to other schools.  Even if facilities continue to be available, there may be a lack of teachers and other personnel to provide teaching services.  The quality of learning outcomes and education will be affected by several confounding factors which will emerge as the pandemic takes a deeper hold in the ESAR countries.  Already, education systems have begun to experience increased problems of teacher absenteeism, and loss of teachers, education officers, inspectors, planning and management personnel.   Regrettably, in the ESAR region, the impact and devastation to the education system has yet to be calculated or determined although several countries have planned such studies. 

The second part of this paper describes the urgency and need for education systems in ESAR

to respond to the challenges of the negative impacts of HIV/AIDS.  Education systems have an essential role to play in reversing the very pandemic that threatens it. Young people, especially those between 5 and 14 years, both in school children and out of school youth, offer a window of hope in stopping the spread of HIV/AIDS if they have been reached by Life Skills Programmes.  In the absence of a cure, the best way to deal with HIV/AIDS is through prevention by developing and/or changing behaviour and values.  

Life skills programmes aim to foster positive behaviours across a range of psycho-social skills, and to change behaviours learned early, which may translate into inappropriate behaviour at a later stage of life.  Life skills programmes are one way of helping children and youth and their teachers to respond to situations requiring decisions which may affect their lives. Such skills are best learned through experiential activities which are learner centred and designed to help young people gain information, examine attitudes and practice skills.  Therefore life skills education programmes promote positive health choices, taking informed decisions, practicing healthy behaviours and recognizing and avoiding risky situations and behaviours.  Research shows that these programmes do not lead to more frequent sex or to an earlier onset of  sexual activities, as opponents fear.  Nor do they lead young people to promiscuity.  

The paper also presents an overview of the education systems in seven countries in the region that have attempted to impart life skills to children and young people. To date, there are too few life skills programmes in ESAR that are targeting children and young people with information about HIV/AIDS and that meet the criteria for minimally effective education programmes. Many countries in the region are just beginning to explore the concept of life skills and how to advocate for it to be accepted and adopted into the education system. 

Working together with governments and non-governmental organizations, UNICEF and its partners need to work towards promoting rights-based, child friendly schools that are a sanctuary and provide a safe and secure environment.  Furthermore, school programmes that are health-promoting  promoting both the physical and psycho-social health, as well as being cost-effective and sustainable over the long term - must be developed and put in place. 

UNICEF needs to advocate for life skills programmes to be understood and accepted as a national strategy and component of all children and adolescent reproductive health programmes, for in school children and out of school youth. Working in collaboration with its partners, UNICEF should build the capacity of the education sector to design, implement, monitor and evaluate life skills programmes and related activities in all ESAR countries.  This calls for a concerted effort to create an enabling environment and to develop existing capacity and capabilities through the strengthening of resources. 

1.0
INTRODUCTION: EFFECTS OF HIV ON COUNTRIES IN ESAR
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INTRODUCTION: EFFECTS OF HIV ON COUNTRIES IN ESAR
As a new millennium dawns, the HIV/AIDS pandemic continues to ravage the Eastern and Southern Africa Region (ESAR).  African countries now account globally for 70 percent of new infections and four-fifths of AIDS-related deaths.  The pandemic is concentrated in the so-called AIDS belt stretching from East through Central and Southern Africa, where infection rates are now between 20 and 30 percent of the sexually active population. The bulk of new AIDS cases are among young people, aged 15-25 and females are disproportionately affected.  

Countries in ESAR will almost certainly experience the most severe demographic effects of HIV/AIDS over the next 25-30 years after the epidemic has peaked. Decades of improvements in social welfare are likely to be undermined by the uninhibited progression of the epidemic. AIDS-related mortality has begun to eliminate the gains made in child survival over the past 20 years.  Life expectancy will drop to 30 years or less in nine Sub-Saharan countries by 2010.  Botswana, Zambia and Zimbabwe would have had life expectancies of 60-70 years without AIDS, but will have life expectancies of only 30 years with HIV/AIDS.
  

In Kenya and Uganda, infant mortality rates are projected to increase by 50 percent and child mortality rates to double.  In Malawi, due to AIDS deaths, the 1997 population census shows that the overall population growth rate is now only 1.9 percent per annum compared with a projected growth rate of 3.2 percent in the 1987 census.

HIV/AIDS will continue to cause fundamental social and economic changes in the ESAR countries that will affect educational opportunities and the demand for labour.  HIV/AIDS causes illness and death among adults in the most productive age groups.  Costs to the economy of absenteeism and reduced productivity may be higher than the costs of eventual deaths.  HIV/AIDS will significantly slow the growth of the labour force and will create labour shortages in several sectors including the education sector.  The loss of women’s labour in the home and in agriculture will create critical deficits in food supplies.  The epidemic will continue to have a profound impact on families and communities, on the availability of social services, access to health services and the rate of poverty at the household level. Children will be the most affected since they will be required to take the place of adults in the labour market, particularly in households that are highly dependent on subsistence farming.  

Unfortunately, the problems children face as a result of HIV/AIDS will have started long before their parents die, as they live with sick relatives in households stressed by the drain on their resources. Children are left emotionally and physically vulnerable by the illness or death of one or both parents, as numerous letters to newspaper editors in eastern and southern Africa already testify.  Subsequently, children who have lost parents are more likely to be removed from school and pulled into the informal economy to supplement lost income.  This is especially the case for girls.  In a recent study in Kenya,
 adolescent orphans from AIDS afflicted households in Rusinga, reported that 76.9 percent of the boys dropped out of school due to their inability to pay school fees, while girls dropped out or were withdrawn either because they were pregnant or in order to marry (58 percent).  The dowry that is given when girls marry represents one less mouth to feed and an economic gain for the family.  Almost 12 percent of girls were withdrawn from school because of illness in the family due to AIDS. 

Strains on households and families may result in increases in child abuse and neglect, while girls already face increased pressure to marry at younger ages, again, due to AIDS. 

As a result of all these social and economic processes, the AIDS epidemic is beginning to have a serious impact on the education sector, specifically on the demand for, supply of and quality of education provided at all levels.  Yet, in the ESAR region, the impact and devastation to the education system has not been calculated or determined, most probably due to the fact that there is little information available at the country or regional level.  This paper represents a wake up call to redress the situation and has two key purposes: a) to review, synthesize and disseminate existing information on the impact of HIV/AIDS on education systems, and to suggest a way forward in the future and b) to review, analyze and disseminate available information on HIV/AIDS Education programmes in the region on Life Skills programmes focused on HIV/AIDS prevention or those which include a major component on HIV/AIDS prevention.

2.0
HIV/AIDS AND THE EDUCATION SECTOR: AN OVERVIEW
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HIV/AIDS AND THE EDUCATION SECTOR: AN OVERVIEW
It is a well known fact that education and training are critical for long term development.  

Furthermore, the provision and growth of quality education is directly linked to positive economic development, emancipation and health dividends.  However, HIV/AIDS is a real threat to the education sector and thus potentially to human resource-based development.  HIV/AIDS has a multiple and  negative impact on education.  It affects three key areas at the local, district, provincial and national levels.  These are: 

· the demand for education;

· the supply of education;

· the quality and management of education.

HIV/AIDS is Decreasing the Demand for Education

tc \l2 "HIV/AIDS is decreasing the demand for education
The pattern of demand for education may change due to the fact that there are fewer children to be educated. As a result of HIV/AIDS, there are relatively fewer children needing education.  Fewer children are being born because of the early death of one or both parents. At the individual level, a childs opportunity for a bright future is lost or destroyed since the child may become infected or is affected by HIV/AIDS.  As overall population growth slows due to HIV/AIDS, there are fewer children being born.  Some of these children are born HIV + and most die before reaching school-going age.  This means lower school enrollments.  In Zambia, for example, primary school enrollments stagnated between 1990 and 1996 and it is estimated that this was due in part to HIV-related causes.

Fewer parents will want to send their children to school, and there will be fewer families who are able to afford to send their children to school.  Such an effect on the affordability of education includes a number of issues: the direct loss of family income due to AIDS, from the illness and death of productive members of the family and the loss of income due to the costs of treatment, care and funerals.  As the demand for education decreases,  fewer families will be able to release children from domestic and agricultural tasks during the day, and caring for ill adults or other family members.  Therefore, fewer children will be able to complete their primary school education.  Furthermore, it has been estimated that in Zambia, estimates of the numbers of street children have swelled from 35,000 in 1991 to over 75,000 in 1996
, numbers of children in primary schools declined and known cases of child abuse (physical and sexual) are now beginning to be discussed in public. 

Another study 
 anticipates that in Botswana that there may be as many as 150,000 orphans by the end of this century.  A 1992 World Bank study in Tanzania suggested that HIV/AIDS may reduce the number of primary school children by 22 percent and secondary school children by 14 percent as a result of increased infant and child mortality as well as lower attendance.  In an-depth study conducted in Uganda on 20 students in a district hard hit by AIDS, nineteen of the students reported having been absent from school for periods ranging from five weeks to one and a half terms during the past one year.  The most common responses given for absenteeism were lack of school fees and helping with the care of AIDS patients at home.

However, it is clear that declining enrolment in many countries in ESAR is already a fact of life.  The lack of hard data in respect of infection rates for the school-going age population further makes it difficult to identify how far this decline has been accelerated by HIV/AIDS due to both reduced growth rates and the inability to take up places.  

Preliminary estimates in some circles report that in Zambia, Swaziland and Zimbabwe, the number of children or primary school-going age will be more than 20 percent lower than pre-HIV/AIDS projections by 2010 and a high percentage of these will be orphans with very limited resources and incentives to enter the system.  The Ministry of Education, Swaziland suggests that in 1999 the number of 6 year olds was 6 percent lower than it would have been in the absence of AIDS.  The same study estimates that by 2016,  there will be 30 percent fewer 6 year olds and 17 percent fewer 18 year olds.

HIV/AIDS is Decreasing the Supply of Educationtc \l2 "HIV/AIDS is Decreasing the Supply of Education
HIV/AIDS is decreasing the supply of education.  Currently, there is little hard data about the impact of HIV/AIDS on the decreasing supply of education.  Schools that have enrolments below a certain minimum may be closed and the remaining pupils moved to other schools.  

Fewer students in the education system and lower demand for places in education programmes, will most probably lead to a decreased supply of facilities and places. New solutions such as the introduction of multi-grade teaching, might tax the current capacity of affected school systems which are unprepared for new responses to the situation.
  

The supply of education will also be affected by issues of finance.  Since enrolment is declining, so will be the number of financial supporters of the system whose contributions are essential for such things as chalk, books, school maintenance and supplementary allowances for teachers.  Thus, the absolute investment in education will be less than anticipated.  Ministries of Education in the region will be provided with an ever smaller piece of the national budget as the demand increases for funds to the health and other sectors which are more directly associated with the pandemic.

Declining numbers of teachers
Even if facilities continue to be available, there may be a lack of teachers and other personnel to provide teaching services.  It is clear that the number of trained teachers is decreasing. Teachers who are infected may try to transfer to another area or, once visibly ill, abscond and disappear.  In Zambia, the number of teachers dying from AIDS is greater than the output from all teacher training colleges.  The Ministry of Education reported that 680 teachers (2.2 percent) died in 1996.  The number is expected to rise to approximately 2000 a year by the year 2005.  This is 5-6 teachers dying per day.
  In one of Kenyas eight provinces, it is reported that as many as 20-30 teachers die each month from AIDS of a total of all teachers.  There is also evidence to suggest that teachers may be at higher risk from HIV than other groups since they have higher incomes than other people in rural areas and therefore greater mobility which is a known HIV risk factor.  

In Namibia, the incidence of HIV infection among teachers is likely to be well above that for the population as a whole, which is currently between 20 and 25 percent.
.  By 2010, therefore, at least 3500 serving teachers may have died in Namibia, but this figure could be as high as 6500.  In Mozambique, nearly 3.1 percent of all Mozambican children under the age of 15 years are estimated to be  HIV+.  About 14  percent of all children will be living in a family affected by HIV/AIDS.  They will help care for sick adults, and may contact TB.  Many girls will be forced out of school to provide care, or replace the labour of sick and dying adults.  On the whole, there will be fewer students to educate.  However, the reality of it is that there will also be fewer educators and managers who will be able to attend school and manage the system.

HIV/AIDS is Decreasing the Management and Quality of Educationtc \l2 "HIV/AIDS is decreasing the management and quality of education  

The quality of learning outcomes and education will be affected by several confounding factors which will emerge as the pandemic takes a deeper hold in the ESAR countries.  Already, education systems have begun to experience increased problems of teacher absenteeism, and loss of inspectors as well as teachers, education officers, planning and management personnel. There will be a less qualified teaching force, as trained and experienced teachers are replaced with younger and less well trained teachers.  It is quite apparent that as AIDS continues to take its toll, there will be schools with no head teachers and no inspectors of schools. This has a negative impact on the education systems ability to plan, manage and implement policies and programmes. 

The school itself may also be affected by the psychological effects of having infection, illness and death in its midst.  There is likely to be discrimination, ostracism and isolation in the classroom and school of those pupils and teachers who are infected or ill or are members of affected families.  Teachers may face the suspension of social and health benefits and/or dismissal from the system.  Pupils may face formal suspension by the system or be pressured to leave school if they have not already been pushed or dropped out.  

In conclusion, the statistics are as staggering as they are frightening and they are impacting on the quality of education.  It is impossible to overemphasize or exaggerate the scope and complexity of challenges faced by children affected by HIV/AIDS and by the families, communities and governments responsible for them.  One of the most urgent responses to this tragedy should be to build the capacity of children to support themselves by enabling children to stay in school and acquire not only vocational skills but life skills.  Although the primary and most traditional role of the school is to equip children with literacy and numeracy skills, the school will be expected to take on a new, and perhaps daunting role, of equipping children with survival skills.

3.0
HIV IMPACT ON THE EDUCATION SYSTEM - THE CASE OF ZAMBIA

As mentioned earlier in this paper, there are few systematic attempts or studies in ESAR that have reported on the impact of HIV on the education system.  There is an overwhelming lack of data from countries in the region that document the current situation regarding the impact of HIV in the education sector.  However, Zambia is one exception.  

In Zambia, the HIV/AIDS crisis is not a new problem.  The disease first manifested itself in the early 1980s.  It has now grown to such proportions that in late 1997, it was estimated that the adult prevalence rate was 19.9 percent with prevalence rates being about twice as high in urban areas than in rural areas.
  This means that among those Zambians now over the age of 15, one out of five will probably die at a young age from this disease, mostly over the next 3-10 years.  Were prevalence to continue at present levels, then 50 percent of all newborns would eventually die from AIDS, some in infancy, others in adulthood, but all from AIDS rather than other diseases.

Nowhere will the impact be greater than in the education system.  There will be no future for many children in Zambia where, at present prevalence rates, half will die before their 15th birthday because of AIDS. Only large scale behavioural change will alter this bleak situation. Education is the only agency that can address itself to this with the group of children between 5 and 14 years, who are generally HIV free.

HIV/AIDS has already affected the demand for education since there is evidence which suggest that there has been an actual decline in primary school enrolments between 1990 and 1996 in Zambia.
  Moreover, there has been an increase in the number of dropouts and a decline in school completion rates. A fall in pupils-through lower enrollments or non-continuation- will lead to a decrease in the number of classes and schools. Of greater concern is the large number of orphans.  In 1996 it was reported that there were almost half a million orphans.  Other estimates suggest that there could be almost three times this number by the year 2000.  This undoubtedly will have an impact on determining educational infrastructure and other human resource requirements and will lead to policy implications such as some schools having to close for lack of children and teachers and other being nearer the communities they serve.

The Zambian MOE has reported that HIV/AIDS has also affected the supply of education. In 1996, 2.2 percent of the trained teachers died.  Furthermore, the many trained teachers who are still surviving are finding it increasingly difficult to provide uninterrupted teaching services because they are too ill to do so.  

Losses through death and sickness has already affected education officers, inspectors, college lecturers, finance officers, planning officials and other management personnel in the education sector.  It is likely that 20 percent of MOE personnel are HIV+
.

A reduced supply of education may also stem from lack of support and finance from heavily affected communities and/or government.  As both have competing demands for resources, funds for maintaining facilities and places, let alone building new ones, may be very limited.

Other aspects of education, including the content, process and role of education have also been affected.  The primary school curriculum is being changed to include psycho-social life skills and teachers will have to be trained to adopt new facilitation roles.  In Zambia it has been suggested that due to the large and burgeoning orphan population, the curriculum will have to incorporate work-related training skills to enable orphans to look after themselves and their siblings.  The school calendar, time and dates may need to be reorganized to accommodate the income-generating needs of orphans.

Kelly further suggests that it is the primary schools that are the principal channel through which messages about HIV/AIDS can reach Zambias window of hope, the 5-14 year olds.  These children must be empowered to internalize age-appropriate information about AIDS and demonstrate that they have learned this.  They must be supported in forming personally held values and attitudes that will enable them to behave in ways that will protect them from risky behaviour.  This means the schools will have to take on a more explicit role in behaviour formation and teachers will have to play a more active role in facilitating .  

Conclusions on Impact of  HIV/AIDS on the Education Sector  

tc \l2 "Conclusions on Impact of  HIV/AIDS on the Education SectorThe scenario from Zambia is being replicated in every country in ESAR to a greater or lesser extent. Some countries are worse off than others in the region.  The current HIV/AIDS pandemic is a problem that dwarfs all other problems in the region.  As a result of HIV/AIDS, fewer children may need education because the birth rate will decline following the early deaths of potential parents.  The transmission of HIV from mother to child, which is estimated to occur in 30 percent of cases where the mother is HIV+ will increase infant and child mortality and further reduce the numbers of children entering school.  

Kelly reports that in general, there will not be a fall in the absolute number of children in Zambia, but rather the rate of increase will decline
 .

Fewer children enrolling in schools:  


In situations where schooling requires households to pay for education, fewer children and their families will be able to afford it, because of the direct loss of family income from AIDS-related illness and death, and costs of care and funerals. Moreover, children who have been taken in or live in extended families or in polygamous families, where more children require resources for schooling, will not be provided with money by the less productive remaining adults.  

More children leaving school early:

However, it is not just the lack of financial resources that will keep children out of school.  Even if children enter school, their chances of them completing their education are slim. This is due to the fact that many children will need to work or care for sick adults.  They may also be ostracized, discriminated against and suffer from stigma when it is known that their family members have HIV/AIDS.  Some children who are HIV + will also be too ill to attend school.  Finally there is a perception that investment in education will not give returns due to premature mortality.

Gender gaps:

HIV/AIDS is already increasing educational disparities between girls and boys because girls are removed from school to look after and care for siblings and relatives, to substitute for the productive work of other family members or to save the costs of school fees.  Moreover, girls may be forced into early marriage, as they are pushed out or try to escape from overcrowded extended families. 

Increased danger for girls:

Evidence also suggests that men seek younger and presumed uninfected partners.  Therefore, some parents want daughters removed from what they perceive as a dangerous school environment in terms of risk of infection from teachers, school boys, school workers, such as cooks and subordinate staff and outsiders who are allowed into the school.  Some parents think that family life or sex education which is taught in schools puts their daughter at risk, since a knowledge about sex education may make them promiscuous. 

Increasingly difficult to teach children:

It will become increasingly difficult for education to reach children, especially those defined as being in difficult circumstances.  AIDS exacerbates problems of poverty, disinheritance, migration, orphanhood, child abandonment, psychological trauma, ostracism, discrimination, physical and sexual abuse  the very conditions which create such children.

Evidence indicates that a major problem with the HIV/AIDS epidemic is the rapidly increasing population of orphans.  Research points to the fact that orphans have higher mortality rates, are likely to be less well nourished, may be overworked by their guardians and lack proper supervision, care and school or vocational training.  Such problems may be aggravated if the child is uprooted from family and community, either through outright orphanhood or because of the often enforced migration of widows and their children.  Such circumstances are resulting in increasing numbers of abandoned, exploited and unschooled street children.  Schooling for orphans is an unexplored and new issue which needs to be addressed.

HIV/AIDS will affect the supply of education in the region through deaths of personnel, school closures, and reduced budgets for education and reduced capacity of households to contribute to financing schools.  Teachers and other education personnel receive higher incomes which enhances greater mobility and consequently places them at greater risk. Furthermore, teachers and other education personnel may be posted to areas away from their families which results in high risk behaviour leading to HIV infection. After the initial incubation period of the disease, there will be absenteeism caused by illness, the need to tend to the sick and attending funerals, loss of staff due to increased mortality,  and transfers from or refusals to be posted to heavily affected areas.  Sick leave for Ministry personnel becomes a financial burden to governments since they are entitled to pay for up to one year.

At school and community level, as extended families grow, available income decreases while more financial resources are needed for illness and death; thus less money is contributed by the community to the school.  At the level of the education system, funds may be required for health-related personnel costs such as treatment and care of staff, insurance, and death benefits.  There will be a greater need for training and paying replacements of affected personnel (who may still be on the payroll) and on implementing an effective AIDS education programme.

At the same time, increased funds will be required for new clients and roles which the education system may need to adopt scholarships for orphans, teacher training in counselling, new curricula in life skills education, and new school-based programmes in income generation.  The Ministry of Education, however, may receive a diminishing proportion of the national budget as demand for resources increases from other sectors.

The quality of education is being impacted by the HIV/AIDS epidemic.  This has resulted in a less-qualified teaching force, as experienced teachers are replaced with younger more inexperienced ones. 

The special needs of children who are infected and are in school will need to be considered alongside the development of positive attitudes that negate discrimination, stigma and isolation of students and teachers who are infected or ill or who have families where somebody is ill or has died from AIDS.  

The Way Forward
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HIV/AIDS is a real threat to the education sector and thus potentially to human resource-based development.  Education will become increasingly random as illness, absenteeism and death invade the schools.  Policy makers and planners at national and district levels need current and accurate information about the demographic and other types of impact of HIV/AIDS in their countries.  The first step therefore is to collect information about the pandemic in order to plan appropriate policies, investments and interventions.  Better data collection and analysis will allow for better monitoring of the changing pandemic. Urgent attention should be given to conduct studies on the impact of HIV/AIDS on the education sector in the region. The World Bank initiative in collaboration with the Futures Group in four countries is a welcome step in that direction (Appendix 1).  Kenya, with support from UNICEF,  is also planning to conduct an impact study.

Because the HIV/AIDS pandemic is constantly evolving, monitoring its effects provides essential information to guide policy and programme development.  Systems that regularly collect and disseminate information on health and socio-economic impact of HIV/AIDS on families and children are particularly important. Accurate information is essential for targeting assistance to children in the most seriously affected areas.  The next step then would be to identify appropriate response actions and develop strategies and interventions aimed at keeping children alive, in school and in good health.  There is an urgent need to get more AIDS-affected children into school, or into alternative and specially supportive basic education programmes.  Schools and communities need to be assisted to establish mechanisms to trace and track children who are not in school and then get them enrolled.  Both parents and teachers, as well as other ministry personnel need to be sensitized about the ‘safeness’ of AIDS affected children. UNICEF and its partners need to work towards promoting rights-based, child friendly schools that are a sanctuary and provide a safe and secure environment.  Furthermore, school programmes that are health-promoting both in the  physical and psycho-social sense, as well as being cost-effective and sustainable over the long term must be developed and put in place. One such example of a new supportive mechanism is the introduction of life skills programmes in schools.

4.0  LIFE SKILLS PROGRAMMEStc \l1 "4.0  LIFE SKILLS PROGRAMMES
Education systems must respond to the challenges of the negative impacts of HIV/AIDS.  But more than this, education systems have an essential role to play in reversing the very pandemic that threatens it. Young people, especially those between 5 and 14 years, both in and out of school youth, offer a window of hope in stopping the spread of HIV/AIDS if they have been reached by Life Skills Programmes.  In the absence of a cure, the best way to deal with HIV/AIDS is through prevention by developing and/or changing behaviour and values.  

As they mature and become sexually active, more young people face serious health risks with too little factual information, too little guidance about sexual responsibility, few skills about how to protect themselves from adult coercion, and too little access to youth friendly health services. The help that young people need to avoid these risks varies.  

Some young people are not yet sexually active.  They need support and skills to postpone starting sex.  Some suffer from sexual abuse and they need protection and care, particularly at this critical time when there is a threat of death from AIDS.  Some start sex before marriage and change sexual partners several times before they marry. They need help to either abstain from sex or use condoms to prevent pregnancy and STIs. Life skills programmes is one way to offer the information and skills that young people need to deal with these issues.

There are five key psycho-social aspects that are included in life skills programmes which aim to influence health and social behaviour.  These areas are:

· Self-awareness (self-esteem) and empathy

· Private communication and interpersonal relationships

· Decision making and problem solving

· Creative thinking and critical thinking

· Coping with emotions and coping with stress

Life skills programmes aim to foster positive behaviours across this range of psycho-social skills, and to change unacceptable behaviours learned early, which may translate into inappropriate and risky behaviour at a later stage of life.  Life skills programmes are one way of helping children and youth and their teachers to respond to situations requiring decisions which may affect their lives. Such skills are best learned through experiential activities which are learner centered and designed to help young people gain information, examine attitudes and practice skills.  Therefore life skills education programmes promote positive health choices, taking informed decisions, practising healthy behaviours and recognizing and avoiding risky situations and behaviours.

Life skills programmes provide a variety of exercises and activities in which children do something and then process the experience together, generalizing about what they learned and ideally, after much practice in the programme, attempt to apply it to future real life situations. Life skills therefore help young people to deal effectively with the demands and challenges of everyday life and to respond to the difficulties encountered in everyday life.  They help children become socially and psychologically competent and to function confidently and competently with themselves, with other people and with the community.  

One of the most important skills young people need to acquire is the ability to analyze situations, the behaviour of  individuals, and the consequences of their own actions, prior to engaging in those actions.  They also need to learn how to avoid certain situations.  They need to understand what risky behaviour entails and how to manage or avoid risky situations.  

Life skills programmes, family life education, and/or reproductive health programmes for children and young people often face opposition from parents, religious and community leaders and from some youth themselves who do not understand that they are at great risk.   Research shows that these programmes do not lead to more frequent sex or to the earlier onset of  sexual activities, as opponents fear.  Nor do they lead young people to promiscuity.  Recent research in Kenya suggests that family life/sex education programmes yield significant and positive adolescent reproductive health benefits and behaviours
. These findings about the behavioural change effectiveness of family life/sex education programmes are virtually identical to findings in other sub-Saharan countries, including Ghana and Ethiopia. Impact evaluations of such programmes concluded that young people do not engage in sex earlier or in more frequent sexual intercourse.  In some cases, the information and skills acquired by young people help them to delay the initiation of sexual activity.
Life skills programmes provide an opportunity to address other social issues that young people encounter in their daily life. Sexual abuse and violence are serious problems that transcend racial, economic, social, ethnic and regional lines.  Violence is frequently directed towards females and youth, who lack the social and economic status to resist or avoid it.  Adolescents, children and young women and girls in particular experience increased abuse in the form of domestic violence, rape and sexual assault, sexual exploitation and/or female genital mutilation.  

Violence against women is a widespread problem in ESAR.  Surveys conducted in Uganda reveal that 46 percent of women report regular physical abuse.  In Tanzania it is 60 percent, in Kenya it is 42 percent and in Zambia it is 40 percent. 

In a study in South Africa, 40-47 percent of sexual assaults are perpetrated against girls age 15 or younger.  Abuse takes place in both urban and rural environments.  Studies conducted in a city in Zimbabwe found that half of reported rape cases involve girls less than 15 years of age and that girls are most vulnerable to sexual abuse by male relatives, neighbours and school teachers.  Also distressing is that for one out of 10 young women the first sexual encounter occurs under force, threat or coercion.  In a survey conducted by the Zimbabwe National Family Planning Council (ZNFPC), 16 percent of the women reported having forced sex. 

In a study in South Africa, 30 percent of girls report that their first sexual intercourse was forced.  In rural Malawi, 55 percent of adolescent girls surveyed report that they were often forced to have sex.

Violence has a significant impact on the health and life expectancy of women.  Domestic violence can have long term psychological effects.  Children in abusive households also suffer from the effects of violence, whether or not they are physically abused.  

Yet another study in Uganda suggests that both boys and girls can be targets for sexual abuse. In one district, 31 percent of school girls and 15 percent of boys reported having been sexually abused, mainly by teachers.  Consequently parents and guardians will continue to keep their sons and daughters away from school unless the situation can be turned around and parents can be convinced that schools are a safe environment.

The threat of social stigma prevents young women from speaking out about rape and abuse.  In Zimbabwe, rape cases are sometimes settled out of court when the perpetrator either pays compensation to the girls father or pays a bride price and marries the girl to avoid bringing public attention and shame to the girl and her family.
  However, forced or early marriage of young girls to older males leaves girls with little or no economic or social power, since girls do not have the opportunity to return to school or to go for some type of training.

Poverty coerces many young people of both sexes into early sexual activity for money.  These young people usually have little bargaining power or negotiation skills.  In their sexual relationships and may be unable to protect themselves from pregnancy and STIs by using condoms.  In ESAR, young girls frequently report that their early sexual experiences were coerced.  Young women are vulnerable to coercion into sexual relationships with older men.  A study of female adolescents in Kenya revealed that 50 percent of the girls admit receiving gifts in the form of money, ornaments and clothes from their partners when they engaged in sex for the first time.
  In Uganda, 22 percent of primary school girls anticipate receiving gifts or money in exchange for sex. Some adolescents also report engaging in sexual activity because it is pleasurable.

In conclusion, it is clear from the above discussion, that there are many reasons why boys and girls engage in early sex.  Poverty and being coerced are two key reasons. 

4.1
Life Skills Programmes in the Regiontc \l2 "4.1
Life Skills Programmes in the Region
Learning for life in the 21st century requires equipping children with a basic education in literacy and numeracy as well as the more advanced, complex skills for living that can serve as a foundation for life, enabling children to adapt and change as do life circumstances.  Nowhere is this more critical than in sub-Saharan Africa.  

While there have been various attempts to impart life skills to children and young people in ESAR, to date there is no consensus on the definition, scope and methods for including life skills education in the school curriculum. This may account for the reason why the implementation of life skills programmes have been sporadic and why some countries have yet to start such programmes. 

The following section of this paper presents some examples of life skills programmes and activities in school systems in ESAR.

Zimbabwe Life Skills Programmetc \l2 "Zimbabwe Life Skills Programme
In Zimbabwe, which has one of the highest AIDS prevalence rates on the continent, the Ministry of Education and Culture took a bold step and began to offer a school-based HIV/AIDS and Life Skills Education Programme for schools in 1992.  The AIDS Action Programme for Schools targets students and teachers from Grades 4-7 in all primary schools and Form 1-6 in all secondary schools.  It is a separate subject on the timetable.  AIDS Education is compulsory in all primary and secondary schools, and tertiary institutions.  HIV/AIDS information is also integrated in relevant subjects.  The AIDS Action Programme for Schools has helped to bring the HIV/AIDS problem in Zimbabwe out into the open for discussion.

The goal of Zimbabwe’s AIDS Action Programme for Schools is to effect attitudinal and behaviour change amongst pupils in order to reduce the risk of HIV infection.  The Programme aims at developing pupils life skills such as problem solving, informed decision making, and avoiding risky behaviour.  Participatory methods and experiential learning processes are expected to be used to teach life skills.  

Zimbabwe’s AIDS Action Programme for Schools has a number of important achievements to its credit.  Over 6,000 schools are now teaching the prescribed curriculum, using high quality materials that have been produced and introduced into the schools.  All national, regional and district Education Officers have received training through the programme and more than 2,000 teachers have received in-service training in the use of not only specific AIDS education materials, but also of participatory life skills methods generally.  At the tertiary level, more than 5,000 teacher trainees have begun similar training in teacher training colleges.

An effective research and monitoring component has been built up and the data generated from this system have been used to effect mid-course adjustments in the Programme.  The Programme has drawn on resources from within the existing education system and its managers have demonstrated a readiness to assess their problems and make corrections as needed.  The Programme has the full support of the Government and others, including the churches.

In an evaluation conducted in 1995, it was found that only one third of the teachers had received any in-service training and were unfamiliar with experiential learning and participatory methods. Moreover, many teachers felt embarrassed to handle sensitive topics related to sex and HIV/AIDS. 

According to the substantial experience in countries around the world
, life skills programmes are more effective when teachers:

· explore their own attitudes and values and establish a positive personal value system;

· establish an open and positive classroom climate;

· place education about STIs/AIDS within the context of a general programme on personal development, health and living skills;

· use a positive approach which emphasises awareness of values, assertiveness, and other relationship skills, decision-making and self-esteem;

· apply teaching about STIs/AIDS to situations with which students identify.

The Zimbabwe programme was the first of its kind in ESAR and although there is a need for longer initial training and more days for refresher courses for teachers, the programme has tried to incorporate some better practices, including strengthened teaching training, and has set a good precedent for others in the region.

Namibia Life Skills Programmetc \l2 "Namibia Life Skills Programme
The Ministry of Education and Culture, with UNICEF assistance has focused initially on life skills training for 15-18 year olds for school youth after and outside school. My Future is My Choice is an HIV risk reduction intervention. By December, 1998, more than 21,000 young people had passed through an intensive peer education effort, and an additional 30,000 were planned to be reached in 1999. It appears that the programme reduced adolescent sexual risk behaviour. 

This effort has not only filled a void in Namibia, but it has also created a demand for similar training targeting youth ages 10-14 years. The Namibian Catholic Bishops Conference has joined the initiative to combat HIV/AIDS.
 

The Namibian Ministry of Education and Culture has made progress in incorporating an HIV prevention framework throughout the primary and secondary school curriculum.  The curriculum sends very direct and clear messages with regard to both abstinence and condom use.  The primary and secondary school syllabus reinforces the issue of HIV prevention at frequent intervals from fifth to tenth grade in the Life Sciences Curriculum and in the Population Education Curriculum. Nearly all Namibian youth are in school up to  grade eight and therefore most youth are reached by the school programme.  

However, it has been reported that some teachers are uncomfortable with AIDS materials and do not wish to teach it.  Many are still lecturing instead of using participatory methods.
   Furthermore, it has been suggested that many 15-18 year old  youth, especially high risk youth, feel disenfranchised by the formal school system and therefore are not likely to be responsive to risk reduction messages presented in a school setting.
  In conclusion, there is need for mobile teams to reach young people where they are.  The programme has been able to successfully reach almost 51,000 young people out of a total national population of about one and and half million.  There are plans to start a similar programme for children between 10-14 years of age.

Uganda Life Skills Programmetc \l2 "Uganda Life Skills Programme
In the early 1990s, Uganda had a comprehensive School Health Education Programme (SHEP) which provided health information to pupils, although the intention had been to also change behaviour.  An evaluation of the programme in 1994 revealed that the curriculum had indeed been successful in raising knowledge about health issues, but it reportedly had little impact on attitudes and values and no discernible impact on health practices.  

It was pointed out that behaviour and practice needed to be targetted more effectively.  The study therefore led to the development of a Life Skills Programme and recommended using experiential and participatory methods.  In 1994 the programme was launched  with a national sensitization seminar for senior policy makers, opinion leaders and NGO representatives.  Baseline surveys were conducted in primary and secondary schools followed by the development of life skills reference manuals for teachers.  Another reference manual for training out of school children and youth facilitators was also developed. Primary teachers college tutors were trained in 1997/8.



In a one year trial using the WHO-UNESCO in-school Life Skills Manual in Masaka district in Uganda, a curriculum and materials were developed.  Some 100 primary and 32 secondary school teachers were trained.  A control group of schools was included as well.  One key feature of this programme was to do a pre and post test on knowledge, attitudes and practices related to STI/HIV/AIDS and sexual behaviour.  This trial was part of an overall IEC intervention in the district.   Following the intervention, it was found that there was no significant difference between the control group and the intervention school for the following reasons:

· Teachers were not confident to carry out experiential learning activities such as role plays and therefore reverted to more conventional teaching methods.

· Teachers avoided teaching sensitive topics such as those on or those that referred to condoms for fear of losing their jobs and due to religious affiliations.

· Since it was not an examinable subject and not on the curriculum, it was not perceived to be important.

· The teachers said they taught about 70 percent of the life skills lessons officially included on the timetable, while the pupils claimed they only taught about 30 percent of the lessons.

Some lessons learned from this intervention point to the need for a more concerted effort to ensure that life skills programmes are developed with an agreed upon methodological approach and strategically placed in the curriculum with the commitment of all players. There is need to enlist the support and cooperation of inspectors and local authorities. Teachers require skills and confidence to facilitate experiential learning activities in life skills lessons.  

Currently, effective advocacy has created a supportive environment for life skills education and plans are under way to develop a better designed curriculum, sufficient and sustained training and basic but essential teaching materials to bring life skills education effectively into primary and secondary schools.  Life skills will be infused in health/science as the carrier subject.

The Ministry is now in the process of developing a curriculum, designing training approaches and writing teaching materials, to bring life skills education into schools. The initial focus is on the primary schools.
Lesotho Life Skills Programmetc \l2 "Lesotho Life Skills Programme






Lesotho has integrated some HIV/AIDS and STI information in such subjects as health and physical education in the primary school curriculum and in the biology curriculum in  secondary schools, although the subject is not compulsory in all schools.  In an assessment conducted by Chendi,
  the life skills programme is intended to equip the youth with life skills to enable them to deal effectively with the demands and challenges of everyday life.  However, on closer examination of the content of the curricula, it is heavily biased towards knowledge, with very little curriculum content or time during lessons on the requisite skills and attitudes for behaviour development and/or change. Moreover, head teachers have not received training on life skills and many teachers state that they lack the confidence to handle such sensitive topics.  In conclusion, while a certain amount of activity is taking place, the coverage is unknown and the methods are ineffective with the exception of those that are implemented by a few NGOs.

Malawi Life Skills Programmetc \l2 "Malawi Life Skills Programme
In Malawi, where 15-25 percent of urban youth are infected with HIV, and girls are 3 to 4 times more likely to be infected than boys, the Ministry of Education implemented a life skills syllabus for Standard 4 children in  primary schools in 1997. Regrettably, about 2 percent of children drop out after Standard 1 and most pupils terminate their education, and therefore remain unreached, and leave school after Standard 4.  The syllabus attempts to equip learners with skills such as decision making, problem solving, effective communication, assertiveness and conflict resolution, among others. However, due to the design of the programme, it is unlikely that there will be any significant behavioural change, since the findings indicated the lack of appropriate teaching and learning methodologies for effectively learning skills related to safe behaviour.  Standard classroom modes of assessment are identified in the syllabus.  Chendis
 assessment of the Malawi Life Skills Education Programme revealed the urgent need to train teachers, to develop additional materials for use in all classes in primary and secondary school in all districts in the country – and importantly the need to develop participatory learning  practices in schools. To date, there is scant information on the impact the life skills programme is having in reducing the incidence and prevalence of STIs, unplanned pregnancies and young peoples ability to engage in risk free behaviour.

Botswana Life Skills Programme
A 1998 Sentinel Survey conducted at ante-natal clinics at nine sites in Botswana, indicated that out of 4194 pregnant women tested over a twelve week period, 1614 were found to be HIV positive and about 13 percent of these were less than 20 years old.
  This is a clear indication that young people and especially women are engaging in unsafe sex. Consequently in 1998, the Ministry of Education developed a policy on HIV/AIDS Education with the following guidelines:

· HIV/AIDS education must be integrated into the curriculum and should be made compulsory at all levels of education:

· It is the responsibility of all staff involved in education to participate in HIV/AIDS education since the disease has social, economic, scientific, demographic and moral implications. 

· Schools, in cooperation with the local health authorities, should involve parent teacher associations and the community in AIDS education.  There should be links between the school and the community on this issue.

The Ministry of Education has infused life skills across the curriculum in secondary school subjects such as development studies, biology, religious education, integrated science, and social studies and especially focusing on the Guidance and Counselling programme to work on skill development. Nevertheless, AIDS education is presented as one-off lessons, taught as biomedical facts to be learned for a test by teachers who are uncomfortable discussing the topic.  Teachers lack participatory methods to ensure effective learning and there is little understanding of the important role life skills plays in the development of young people.

Swaziland Life Skills Programmetc \l2 "Swaziland Life Skills Programme
The Life Skills Programme in Swaziland is still in the planning stages and has taken a different approach.  It appears as though there is no clear cut policy as yet regarding the infusion of HIV/AIDS in the curriculum.  However, it is incorporated in several interventions including care of orphans, activities for out of school youth and school based AIDS education.  Despite these efforts, the impact of these interventions has been negligible.  

It has been reported,
  that in the School Based HIV/AIDS and Population Education Programme, (SHAPE), implemented by CARE, HIV/AIDS is handled in a rather haphazard manner and may or may not be  taught, depending on the commitment of the head teacher as well as the ingenuity of the teacher who has been trained by SHAPE.  

In a few schools, HIV/AIDS is taught as a separate lesson and in others it is infused into the curriculum.  Yet in other schools, it is taught only if the teachers have time.  Therefore, in conclusion, there is no clear policy as yet, coverage is quite low and the intervention has been sporadic and, as a result, generally ineffective, due to the methodology used.

5.0 CONCLUSIONS AND THE WAY FORWARDtc \l1 "5.0 Conclusions And The Way Forward
Young people need life skills programmes that learn and respond to their needs, earn their trust, go where they are and speak their language, that is, the language of youth and children. These programmes must start early, because many young people are initiated into sex early, either voluntarily or are forced into sex and violated at an early age.  Lessons learned from life skills programmes in general point to those programmes that have done best when they win support by working with parents, local and religious leaders, remove policy barriers and change service providerS’ prejudices. Other lessons learned indicate the need to enlist children and young people in programme design and delivery, tell young people specifically what they need to do, and help them to rehearse the interpersonal skills to avoid risks.  Finally, it is crucial to link information and advice with services, offer role models that make safe behaviour attractive and invest enough-for long enough- to make a difference.  

Specific experience in ESAR has shown that

· stand-alone life skills programmes or having one lesson a week entirely separate and on its own, or a special lesson within a subject like health education or biology, have a better chance of succeeding than those that are infused in the curriculum.  

· Life skills programmes are successful when they use participatory methods and experiential learning techniques.

· To date, there are too few life skills programmes in ESAR that are targeting children and young people with information about HIV/AIDS and that meet the criteria for minimally effective education programmes. 


Many countries in the region are just beginning to explore the concept of life skills and how to advocate for it to be accepted and adopted into the education system. Working together with governments and non-governmental organizations, UNICEF needs to advocate for life skills programmes to be understood and accepted as a national strategy and component of all children and adolescent reproductive health programmes, for in school children and out of school youth. Working in collaboration with its partners, UNICEF should build the capacity of the education sector to design, implement, monitor and evaluate life skills programmes and related activities in all ESAR countries.  This calls for a concerted effort to create an enabling environment and to strengthen human resources.  The time to act is now. 
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� Young people are defined as 15-24 years


� 5-year Review and Appraisal of Implementation of the International Conference on Population and Development (ICPD) Programme of Action.


� of primary and secondary school age


� On the overall review and appraisal of the implementation of the International Conference on Population and Development (ICPD)


� Young people are defined as those between 15-24 years 


� ICPD+5 and UNAIDS formulation


� Include CRC reference here UNHCR, Convention on the Rights of the Child (CRC), Adopted by General Assembly resolution 44/25 of 20 November 1989, entry into force 2 September 1990, in accordance with article 49.


� For example, the co-sponsors of the UNAIDS Inter-agency Working Group on HIV/AIDS, Schools and Education 


� Unicef definition of quality in education focuses on qualities of the child entering school, and the quality of the content, the processes, the environment, and learning outcomes.


� WHO defines a Health-Promoting School as one which is constantly strengthening its capacity as a healthy setting for living, learning and working.


� Young people defined as 15-24 years


� Meeting of Commonwealth Ministers of Education, December, 2000. – update full reference


� "Non-formal" means refers to programs delivered outside the formal Ministry of Education curriculum to reach in or out of school children and young people. 


� "Non-formal" means programs delivered outside the formal Ministry of Education curriculum to reach in or out of school children and young people. 


� � Focusing Resources on Effective School Health (FRESH) is an inter-agency commitment that promotes comprehensive school health programs through a minimum of four elements, which should be implemented together, t in or through schools: policies; skills-based health education; access to health services; and genuine community participation. Partnering agencies include UNICEF, WHO, UNESCO and the World Bank.


� “Secondary abstinence” is the decision to abstain from sex after having already been sexually active (from Parker, 2001)


� "livelihood" means refers to the development of capabilities, resources and opportunities to pursue individual and household economic goals. Population Council, Kenya. "Tap and Reposition Youth pilot savings and microcredit project for girls and young women in Niarobi".  Presentation, Brighton, UK, 2001.


� For example, Health Promoting Schools (WHO) and Child Friendly Schools that are inclusive, healthy and protective, effective for learning, and involved with communities.  Improvements can be assessed against the given criteria. See references 


� EFA=Education for All


� "livelihood" means the development of capabilities, resources and opportunities to pursue individual and household economic goals. Population Council, Kenya. "Tap and Reposition Youth pilot savings and microcredit project for girls and young women in Niarobi".  Presentation, Brighton, UK, 2001.


� Carol Coombe and Michael Kelly (September 2001), Education as a Vehicle for Combating HIV/AIDS, Prospects, September 2001 issue, Paris: UNESCO.


� Angola, Botswana, Congo, Lesotho, Malawi, Mauritius, Mozambique, Namibia, Seychelles, Swaziland, South Africa, Tanzania, Zambia and Zimbabwe. The survey that follows excludes Congo.


� By the national Department of Education (2000), and by the University of Natal (1999).


� Southern African Development Community, Human Resource Development Sector Coordinating Unit (February 2001), Report on Country Preparedness in Dealing with HIV/AIDS in the Education and Training Sector among SADC Member States, SADC: Mbabane. The survey used an adapted form of the Rapid Appraisal Framework: HIV and Education, developed by the region’s Mobile Task Team on HIV and Education, based at the University of Natal.


� Learning: The Treasure Within. Report to UNESCO of the International Commission on Education for the Twenty-First Century (the Delors Report). Paris: UNESCO, 1996.


� These 15 countries include: In Southern Africa: Botswana, Lesotho, Malawi, Mozambique, Namibia, South Africa, Swaziland, Zambia and Zimbabwe. In East Africa: Burundi, Ethiopia, Kenya, Rwanda, Tanzania, and Uganda.


� While 95 percent of all children orphaned by AIDS are living in sub-Saharan Africa, it is not a problem unique to Africa. Experience has shown that the increase in orphan rates lags behind HIV infection levels by about 10 years. In fact, countries such as India, Cambodia, Myanmar and Vietnam are beginning to experience a similar orphan crisis. Former Soviet countries and Central Asia have experienced a six-fold increase in the number of HIV infections since 1995 and high levels of orphaning are expected to follow. In the United States, increased rates of HIV infection in poor urban and rural communities over the past decade have also caused a correlated rise in the number of children orphaned � QUOTE "(Hunter Susan et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\1B(Hunter Susan et al., 2000)\00\1B\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0223%Hunter Susan & Williamson 2000 23 /id\00%\00 ��(Hunter & Williamson, 2000)�.


� Of these 34 countries, 26 are in sub-Saharan Africa.


� Countries with high HIV prevalence are defined as having above five percent of the population infected with HIV.  


� These statistics include orphans of all causes. Estimates include all orphans since it is consistent with policy decisions in many countries to devise programs that assist all orphans not just those due to AIDS. However, in eight eastern and southern African countries, AIDS is responsible for over 60 percent of orphaning.  In Zimbabwe and Botswana, over 80 percent of the orphans lost a mother or both parents to AIDS � QUOTE "(Hunter Susan et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\1B(Hunter Susan et al., 2000)\00\1B\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0223%Hunter Susan & Williamson 2000 23 /id\00%\00 ��(Hunter & Williamson, 2000)�. 


� Children who lose their fathers (paternal orphans) are also disadvantaged. USAID has developed estimates of the numbers of children who will lose either or both parents from all causes in countries with high HIV prevalence. USAID has estimated that in at least eight sub-Saharan African countries between one-fifth and one-third of children under 15 have lost either or both parents � QUOTE "(Hunter Susan et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\1B(Hunter Susan et al., 2000)\00\1B\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0223%Hunter Susan & Williamson 2000 23 /id\00%\00 ��(Hunter & Williamson, 2000)� to AIDS or other causes.


� The number of children orphaned by AIDS is expected to grow through at least 2020 � QUOTE "(Hunter Susan et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\1B(Hunter Susan et al., 2000)\00\1B\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0223%Hunter Susan & Williamson 2000 23 /id\00%\00 ��(Hunter & Williamson, 2000)�. 


� These 15 countries include: In Southern Africa: Botswana, Lesotho, Malawi, Mozambique, Namibia, South Africa, Swaziland, Zambia and Zimbabwe. In East Africa: Burundi, Ethiopia, Kenya, Rwanda, Tanzania, and Uganda. Data detailing the percentage of orphaning due to AIDS is only available regarding maternal and double orphans not paternal and double orphans � QUOTE "(Hunter Susan et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\1B(Hunter Susan et al., 2000)\00\1B\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0223%Hunter Susan & Williamson 2000 23 /id\00%\00 ��(Hunter & Williamson, 2000)�. 


� As defined in the United Nations Convention on the Rights of the Child (CRC).


� Several research studies conducted in the late 1980’s and 1990’s when the AIDS pandemic was emerging, as well as more recent studies, contest the validity of the “education vaccine” and argue that a direct and positive relationship exists between education level and prevalence rate (Melbye et al., 1986; Filmer, 1998; Ainsworth & Semali, 1998; Hargreaves & Glynn, 2000).� Vandemoortele & Delamonica (2000) have argued that the correlation is spurious since evidence from countries at different stages of the pandemic was combined, making it difficult to discern a clear correlative pattern between education and HIV infection.


� This section relies heavily on two works by Michael J. Kelly: 1) Planning for Education in the Context of HIV/AIDS. Paris: International Institute for Educational Planning; and 2) HIV/AIDS and Education in Eastern and Southern Africa: The Leadership Challenge and the Way Forward. Addis Ababa: United Nations Economic Commission for Africa.


� Child-headed household situations are particularly vulnerable to the loss of education access because their average monthly income is substantially below that of non-orphan households making schooling costs prohibitive. For example, in Uganda, orphan households per capita income was 15 percent less than in non-orphan households � QUOTE "(Foster et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\15(Foster et al., 2000)\00\15\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0241\1CFoster & Germann 2000 41 /id\00\1C\00 ��(Foster & Germann, 2000)�.


� While there is ample evidence suggesting that financial burdens are a significant barrier to primary education access for children living in areas heavily affected by AIDS, a recent UNAIDS study in Tanzania suggests that cost may not be the most significant barrier in all communities. After examining the impact of orphan status and adult deaths on primary enrollment in Tanzania, the authors found that maternal or adult deaths delay first-time enrollments of children in primary school, but they eventually do enroll. They also did not find a direct correlation between dropping out of primary school and the loss of an adult. Considering that Tanzania has one of the lowest primary school enrollments in Africa, it is difficult to know how easily one can generalize these results to other countries � QUOTE "(Ainsworth et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\18(Ainsworth et al., 2000)\00\18\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0251%Ainsworth, Beegle, et al. 2000 51 /id\00%\00 ��(Ainsworth, Beegle, Koda, 2000)�.


� While there is no conclusive research as to why this trend is emerging, one explanation is that increased educational training resulting in higher income levels and physical mobility leads to increased HIV infection risk � QUOTE "(Kelly, 2000a)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\0E(Kelly, 2000a)\00\0E\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0253\11Kelly 2000 53 /id\00\11\00 ��(Kelly, 2000a)�.


� A recent study has shown that an infected teacher loses approximately 6 months of professional working time before succumbing to the illness and approximately one-year lapses between the clinical onset of AIDS and death (Kelly, 2000a).


� The prevalence of HIV infection among women of reproductive age is generally higher than among men, as much as 20 percent higher in some countries � QUOTE "(Rihani, 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\0E(Rihani, 2000)\00\0E\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\016\11Rihani 2000 6 /id\00\11\00 ��(Rihani, 2000)�. In South Africa for example, young women have significantly higher HIV positive prevalence rates (25%) than young men (less than 12%). One study noted that girls aged 15-19 in sub-Saharan Africa were approximately eight times more likely to be HIV positive than their male counterparts. Between the ages of 20-24 years, women in sub-Saharan Africa are still three times more likely to be infected than men their age � QUOTE "(UNICEF et al., 2000)" � ADDIN REFMAN ÿ\11\05‘\19\01\00\00\00\15(UNICEF et al., 2000)\00\15\00\1Cc:\5Cmy documents\5Camyorphanbib\03\00\0273\1BUNICEF & UNAIDS 2000 73 /id\00\1B\00 ��(UNICEF & UNAIDS, 2000)�.


� Interactive radio education has been piloted in Zambia and targets out-of-school youth in AIDS-affected areas. Interactive lessons targeting elementary English and math skills are broadcast for a limited number of hours per day targeting out-of-school youth in community centers. Minimal support from printed materials is offered, and trained, literate community mentors, most of who have completed secondary school and participated in a three-day training program, are matched with students to provide instructional support. Families are expected to contribute in cash or in-kind to provide for the upkeep of the educational centers. The pilot program follows the Zambian curriculum and the objective is to cover the entire Grade One mathematics and English language curriculum in 100 thirty-minute radio lessons. Specifically, this pilot is designed to reach vulnerable children who are currently out of school and provide a less costly alternative to formal education. Students meet for a short time each day and receive instruction from both the radio and the mentor. Mentors are also provided with lesson plans and instructions on how to prepare (Education Development Center Inc. 2000).


� A more complete discussion of initiatives attempting to increase primary education access for orphans and vulnerable children in AIDS-affected areas can be found in Hepburn, 2001.


� However, to maintain low costs, significant community resources are required such as trained volunteer teachers, donated or locally constructed/rented buildings, and basic teaching materials. Without these inputs, the cost to students’ families increases dramatically.


� By increasing access for all children, orphans are less likely to be discriminated against by their peers, and non-orphans are less likely to be dislocated.


� The author defines formal education as that which focuses on basic math, reading, writing skills while non-formal education includes vocational or skills training, apprenticeships and professional mentoring.





� For example, in Zambia community schools were established to provide basic education for children who did not enter school at the usual age of seven and were now “too old.” As a result, community schools offered children the opportunity to compress six grades into three years and be able to enter Grade 7 on par with their age-mates. These schools were affiliated with Zambia Open Community Schools (ZOCS), a national NGO. Recently, a number of new community schools have opened that do not necessarily maintain the same quality standards as those affiliated with ZOCS and are viewed by many as “parallel schools for poor children and orphans,” which receive no funding from the government (USAID et al., 1999).
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