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1.
INTRODUCTION
The fight against the AIDS scourge is a top priority for DFID. Total funding commitments to HIV/AIDS programming total £mmm, which makes DFID the second largest bilateral donor in this area. DFID has also recently unveiled its own comprehensive AIDS strategy. HIV prevention, especially among youth in high prevalence countries, is a core component of the strategy as is the mitigation of the epidemic’s varied impacts, particularly in key areas of service delivery such as education and health. It is essential, therefore, that DFID has the knowledge base and capacity to be able to ensure sound, cost-effective HIV/AIDS and education programming in the future. 

1.1
REPORT OBJECTIVES
 The terms of reference for this assignment state that the ‘objective of this scoping exercise is to identify where DFID should play a role in the work on HIV/AIDS and education, based on the existing international division of labour and where DFID corporately add value, the respective roles of Policy and Research Division and regional departments within DFID, and DFID’s strategic interest in HIV/AIDS and education. This requires (i) ‘an audit of existing work on education and AIDS’; and (ii) a review of where and to what extent DFID has been engaged in this area of activity and where, therefore, it experiences lies.  

There are essentially two main levels of HIV/AIDS and education (henceforth HAE) ‘work’/activity; firstly, the international level, where the primary focus is on the elaboration of well conceived interventions that maximize the contribution of the education sector to the prevention and mitigation of the AIDS epidemic, particularly in the high HIV prevalence countries (HPCs) in sub-Saharan Africa; and secondly, at the national level, where DFID directly supports programming in this area.  The international level requires the effective marshalling of evidence of what should be done drawing on good quality research and learning by doing. 
The background to this assignment is that some DFID staff believes that the linkages and synergies between the two main PRD teams with direct interests in this area, namely AIDS and Reproductive Health (ARH) and Education and Skills (ES) could be strengthened so that DFID has a more ‘joined-up’ strategy for addressing HIV prevention and mitigation in the education sector and elsewhere. Up until 2004, a full-time Education Advisor had been seconded to the ARH team, but, since then, there has been little direct input from the ES team in this area
. 

Key questions

The main questions that have guided this review (which is both a knowledge and institutional scoping exercise) are as follows:

· How adequate is the current knowledge base on the impact of the epidemic on education provision (especially basic education) and the role of the education sector in preventing and mitigating the impact of the AIDS epidemic among youth in low-income developing countries? 
· Is enough being done in schools and among ‘out-of-school youth’ with regard to HIV prevention and learner and teacher mitigation in schools?

· What should the role of PRD be with respect to the development of HAE policy advice at the international level? The UNAIDS Inter-Agency Task Team on Education (IATT) based at UNESCO in Paris has a clear mandate to provide information and policy and programming advice in this area and help coordinate donor activities. In addition, there are two other initiatives within the UN family that are heavily focused on HAE policy development and programming, namely the EDUCAIDS programme (also at UNESCO) and the FRESH
 school health programme, which is led by the World Bank. UNICEF is also heavily involved in life skills education in many countries. The key issue is therefore is how adequate is our understanding of HAE and, if there are still major gaps that need to be plugged,  what role should DFID playing in filling them; ? 

· How should PRD and/or the regional divisions support DFID in-country education and health advisors in the design of cost-effective HAE interventions?

· What comparative advantage does DFID have with respect to both of these levels of activity? 

· Is there a need for a full-time or part-time Education Adviser (in PRD or elsewhere) or could this support be provided from outside of DFID?

1.2
INFORMATION COLLECTION

Given the limited time for this assignment (15 days in total), it was not possible to review exhaustively all relevant literature and other documentation on HAE.  Much of this is ‘grey’ in nature and is not easy to access quickly.  However, the review does cover most of the major HAE reports and articles, especially those that have been published during the last five years.  The collection of information on DFID and other donor activity (institutional scoping) was also, somewhat inevitably, rather patchy and superficial given the time available. More work is needed in order to ensure that this done thoroughly (see recommendations)

The report is structured as follows. Sections 2 and 3 review the overall knowledge base with respect to the three main areas of HAE programming, namely HIV prevention (HP), and AIDS mitigation for teachers and learners. Section 4 then summarises the available information on HAE policy advice activities and substantive programming by DFID and other key organisations, in particular UNESCO and the World Bank. Finally, two sets of recommendations are presented in section 5, which cover what are the key intervention areas for HAE and the role of DFID with respect to policy advice and programming in this area.   
2.
HIV PREVENTION AMONG CHILDREN AND YOUTH 
The following discussion briefly reviews the current state of knowledge and prevailing views of key stakeholders about the effectiveness of school-based and ‘out-of-school youth’ HIV prevention (HP) interventions. The main conclusion that can be drawn is that our current understanding of ‘what works’ in low-income schools, especially in Africa, is still inadequate and that this should be redressed as a matter of urgency. 

In the absence of a vaccine, behavioural interventions of various kinds remain the main strategy for HIV control. With more than half of all new HIV infections typically occurring in the 15-24 age group
, children and youth (usually defined as young people aged between 15-24), both in- and out-of-school, should, therefore, be intensively targeted with well-designed interventions based on international best practice. 
Interestingly, despite the importance that is attached to school-based HIV prevention, this area of activity has been accorded relatively low priority with respect to global funding allocations for HIV/AIDS. Expenditure on HIV/AIDS programming has grown enormously in the last five years, but only 1.3% of the projected required funding (as estimated by UNAIDS) for prevention activities in low-income countries of $12.5 billion between 2006 and 2008 was allocated to ‘youth in school’. By contrast, the share of out-of-school youth prevention activities is 16.6% i.e. nearly 13 times higher. Harm reduction programmes for intravenous drug users were allocated a larger budget than those for school-based HP (see UNAIDS, 2005).     

There is a diverse range of school-based HP interventions, which makes it that much more difficult to reach broad conclusions about their overall effectiveness. The main defining features of these interventions are as follows: the extent to which information on HIV/AIDS prevention is delivered separately or is embedded in a broader life skills/health/sexuality and relationships curricula; it is adult/ teacher or peer-led; it is curriculum-based and thus taught as part of normal lessons or is an extra-curricula activity; it is targeted at primary and/or secondary schools; the curriculum is delivered as a separate subject or integrated and infused in carrier subjects; and it is school-managed or undertaken wholly or largely by external agents (typically SRH/youth NGOs). 

2.1
ADVOCATES OF SCHOOL-BASED HP
Most donor and multilateral agency reports are generally quite positive about the role of school-based HP and life skills education (LSE).  For example, EDUCAIDS at UNESCO notes that that ‘most evidence shows that good quality, school-based sex, relationships and HIV education works’ (UNESCO, 2007, p.3). Certainly, HIV prevalence among the 15-19 age group does appear to be declining in the majority of HPCs in Africa.  In a number of countries, most notably Botswana, Kenya, Malawi, Uganda, and Zimbabwe
, this decline has been very sizeable i.e. more than 10 percentage points from its peak year, which indicates that millions of young adults in Africans have changed their sexual behaviour. In particular, the use of condom among young people has shot up in some countries. However, we know next to nothing about what are the key factors that are driving HIV prevalence rates downwards among young people
. Attribution problems make it difficult to isolate the relative impacts of the different kind of prevention programmes, but targeted research would at least enable some useful insights to be obtained.  
More generally, there is quite strong evidence that education itself acts a partial  ‘vaccine’ since HIV prevalence rates are considerably lower (typically by a factor of 3-4 times) among young people who are attending school compared to those of the same age who are not in school. Education improves adolescents’ ability to make healthy decisions because it gives them the opportunity ‘to imagine a better future’, more education enables them to better understand health information and delays the age of marriage, and teenage pregnancy and STIs are perceived as serious barriers to achieving educational goals. Education improves an individual’s level of self-efficacy.  

Schools are ideal locations for HP/LSE
The basic premise of the advocates of school-based HP is that schools are a particularly suitable location for HP/LS education. They are an ‘excellent forum for reaching large numbers of adolescents in a structured setting’. They provide opportunities to practice skills, raise questions and concerns and obtain comprehensive education. Adolescents themselves are keen about sex education in schools.  Schools are also closely linked to communities.   Most children in Africa now attend primary school. HP/LSE education prior to sexual debut has been generally been found to be more effective since it is easier to stop a young person from adopting risky behaviour than to attempt to change established patterns of behaviour at a later stage. HP/LSE should, therefore, be introduced in the lower primary school grades.
We know what works
It is also widely asserted that the general principles of ‘what works’ in HP/LSE are now generally well established, although much of this is based on programmes in North America and, to a lesser extent, Europe.  At a general level, effective youth programming recognizes the diversity of adolescents; begins with what young people want and what they are already doing to obtain SRH information and services; includes participatory skills training; engages adults to create a safe and supportive environment; uses a variety of settings and providers; and makes the most of the existing infrastructure. With regard to HP/LSE, these have been further elaborated by others, in particular the much-referred to 15 principles of Kirby et al (2007).  

The key attributes of effective sexuality education programmes are: clear and focused outcome behaviour, addressing all social influences relating to students, involvement of students in experiential activities towards personalising relevant information, strong foundation in social learning theories; and content designed to reinforce group specific values and norms.
We have the evidence

The advocates of school-based HP/LSE point to supportive research evidence, which, most recently, has been summarised in two major reviews by Ross et al (for the WHO) and Kirby et al. The Ross review identified 22 evaluations of school-based HP/LSE interventions in developing countries and concluded that 16 were associated with lower-risk sexual behaviours (delayed sex, reduced numbers of sexual partners and increased use of contraceptives and condoms). The review concludes ‘there is a sufficiently strong evidence base to support widespread implementation of school-based interventions that incorporate the characteristics of effective programmes that have been found to be potentially important throughout the world….There is strong evidence that these programs reduce sexual behaviour and increase knowledge’ (2006 p. 146).
The 2007 review by Kirby et al scrutinised 83 studies. Even though only 18 of these covered developing countries (and only six countries in Africa), they conclude that ‘in general, the patterns of findings for all the studies were similar in both developing and developed countries’. Among each sub-group of studies that measured behavioural impact in a specific area, 42% delayed sexual debut by at least six months, 29% reduced frequency of sex, 35% led to a decrease in sexual partners, 40% increased contraceptive use, 23% lowered pregnancy rates, and 20% lowered the incidence of STDs.  In other words, the large majority of studies found no statistically impact with respect to four out of six behavioural areas. Their main conclusion is, however, that  ‘sex and HIV education programs that are based on a written curriculum and that are implemented among groups of youth in school, clinic or community settings are a promising type of intervention to reduce adolescent sexual risk behaviors’ (ibid. p.1). 
Two studies in Africa show large, methodologically robust impacts of relatively large interventions. The Shuey et al. evaluation of a peer education programme in 97 primary schools in Uganda during the late 1990s found that the proportions of students who stated that they had been sexually active during the last two years fell from 43% to 11% while no significant change was recorded in the control group. Maticka et al also found that the pilot programme of the primary school HP/LSE curriculum in Nyanza Province, Kenya in 2001-2003, had positively impacted on student knowledge, attitudes and behaviour. In particular, the level of self-reported sexually active children fell by 11 percentage points in the intervention schools compared to only three points in the control schools (see Matcicka et al, 2007). 
2.2
SHORTCOMINGS OF SCHOOL-BASED HP/LSE 
Concerns about the efficacy of school-based HP/LSE programmes in developing country contexts can be broadly be divided into two types:  firstly, they are based on flawed conceptual approaches and cannot, therefore ever be really effective; and secondly, the broad conceptual approach is sound, but numerous implementation ‘challenges’ prevent most school-based interventions fulfilling their stated objectives. 

The risk reduction-vulnerability reduction debate
Conventional HP/LSE interventions focus on changing individual behaviours through risk reduction rather than seeking to alleviate ‘structural’ constraints, which, it is contended, profoundly influence the sexual behaviour of at-risk groups. The sexual behaviour of youth is shaped by a complex intersection of intra-physic and social forces and the likelihood of safe sex is, therefore, often undermined by their living and working conditions. Thus HIV/AIDS information and education campaigns that only target the rational decisions of individuals are ‘doomed to failure’ (Aggleton Campbell, 2000). The rationalist individualistic framework of these interventions assumes that individuals have rational control over their actions. By focusing on the individual, they downplay the crucial importance of social, economic and cultural constraints.  Thus, attempts to empower the individual have to be accompanied by social solidarity and collective empowerment. A broader focus is required which ‘repositions the adolescent agenda away from one focused on SRH outcomes to one that addresses the social and economic drivers of poor adolescent health and high-risk sexual behaviour’.  Central to this is the improvement of livelihoods, increased educational access, expanded health services, and increased youth participation in civil society. 
In the context of deepening poverty, highly unequal gender relations and, in some countries, pervasive coercive sex, it is unrealistic to expect school-based HP education to lead to large and sustained changes in sexual behaviour.  Sex relations have a strong transactional nature among a sizeable minority of young women, especially in the urban slums. In short, therefore, young women in Africa have neither the economic means nor the social power that would enable them to avoid high-risk behaviour.  As Crewe puts it, ‘it is counterproductive for HP/LSE to tell people what many are unwilling or unable to do.’  We must, therefore, ‘move beyond the ABC paradigm’ (Crewe, 2007, p.30). 

This debate is not new nor would it appear that it will be satisfactorily resolved anytime soon. A high profile 1999 UNAIDS report on youth sexual behaviour stresses that ‘most HIV prevention have been based on the assumption that giving correct information about transmission and prevention will lead to behavioural change. Yet research has shown numerous times that education alone is not sufficient to induce behavioural changes among most individuals’ (UNAIDS 1999, p.1). Similarly, in 2000, Bennell noted that HP/LS education programmes ‘are based on psychological models of individual behaviour change with a strong focus on the cognitive level. They tend, therefore, to ignore the interactive relationship of sexual behaviour in its cultural and economic dimensions. These models also assume a high degree of individual agency i.e. most behaviour is intentional and under volitional control. However, this is often not the case among the most vulnerable groups of youth (in Africa). Consequently, community and structural level programmes are critical’ (Bennell, 2000, p.21).   

HIV prevention education is not the top SRH priority in many countries
EDUAIDS recommends that ‘in order to achieve EFA and the educated related MDGs, it is essential for the education sector to address HIV/AIDS’.  The IATT goes even further when it argues that ‘HIV/AIDS mainstreaming in the education sector is a priority for all countries’ (2008).  However, there are some concerns that these calls for action are over-stated and are based too much on advocacy rather than sound, evidence-based policy.

Firstly, where prevalence rates are below two-three percent as they are in over half African countries, it is unlikely that Ministries of Education (MoEs) will heed these calls to action. It is important to point out that those countries in SSA and South Asia with the lowest school enrolment rates also tend to have the lowest HIV prevalence rates whereas many of the countries with the highest HIV prevalence rates have already largely attained the educational MDGs (particularly in Southern Africa).  

Secondly, it is argued that in ‘concentrated’ AIDS epidemics, the risk of HIV infection spreading to general population is low and thus there is no need for such comprehensive and intensive HP education in schools. In low HIV prevalence countries, it is generally recognised that national HIV prevention strategies should concentrate on ‘high risk’ groups, particularly commercial sex workers and their clients and IDUs. Moreover, other SRH problems, particularly early pregnancy, are widely perceived as being more serious problems among youth in many countries rather than HIV/AIDS.

Thirdly, for a variety of reasons, HIV prevalence rates, especially young people, were over-estimated during the mid-late 1990s. But, it was on the basis of these inflated estimates that governments and their international partners were persuaded to introduce school-based HP/LSE. Over-inflated HIV prevalence rates tended to fuel already high levels of despondency and resignation among many adolescents in African HPCs (the ‘we are all dead already so what’s the point of bothering to change our behaviour’ syndrome) when, even in the worst affected countries, HIV prevalence has never exceeded 1-2% among in-school youth. 

And fourthly, there are those who question the whole notion of ‘youth programming’ mainly because youth itself is not a meaningful social category: One of the main reasons why youth programming has attracted so little support from governments, NGOs and donor agencies is that post-school youth are usually subsumed into the adult population as a whole. The implicit assumption is, therefore, that this group does not face any additional problems accessing the limited support services that are available for the adult population as a whole. Nor do they have any social and economic needs that relate specifically to their age that would give them priority over an above other economically excluded and socially vulnerable groups. The logical conclusion of this line of argument is that, given the limited relevance of youth as a distinct and protracted transitional phase, especially in rural areas coupled with the heterogeneity of rural youth, youth has limited usefulness as a social category around which major development policy initiatives can be developed (see Bennell, 2007).

Little robust evidence of significant impact
The evidence base on the efficacy of school-based HP/LS education, especially in high prevalence countries in SSA is quite weak. What little evidence is available is often not consistent and is, therefore, confusing. International agency and donor reports tend to recycle received wisdoms, which are frequently based on little more than anecdotal evidence. However, ‘despite the dearth of evidence that life skills leads directly to prevention, the international community has rallied around the importance of life skills in schools’ (Aggleton and Boler 2004, p2.).  Claims that ‘education provides a very cost-effective means of (HIV) prevention’ (IATT, 2007) cannot, therefore, be substantiated.    

As early as 2002, the World Bank’s high profile ‘Window of Hope’ report on HAE concluded that there is ‘a lack of broad-based evidence on the success of skills-based approaches in Africa’ (2002, p.31). More recently, the report of the December 2007 meeting of the UNESCO Global Advisory Group on sex, relationships and HIV education notes that ‘there is an urgent need to publish research on the effectiveness’ of interventions in this area’. Some 25 years after the outbreak of the epidemic, there are still only ‘two-three programmes in SSA where the evidence is strong enough to scale-up sex and HIV education programmes. In many other countries, the evidence is not as strong and the evidence base needs to be strengthened’ (UNESCO, 2008, p.4).  Nor is there any broad agreement about the most effective types of HP/LSE might be
. In short, much still needs to be done in order to make the case for school-based education in this area.   
The only methodologically robust evaluations of HP/LSE that have been undertaken are randomized control trials of generally limited interventions in a small number of schools and locations usually over a short time period, which have been mainly implemented by outside individuals and organisations rather than schools themselves. These show mixed results (see box 1) and, since they are quasi- experimental trials, they are not necessarily representative of what is happening in typical schools. At best, therefore, they demonstrate only the potential of HP/LSE.  
The results of recent Demographic and Health Surveys also show continuing high levels of ignorance about HIV prevention and transmission among young people in HPCs. Only in Namibia and Rwanda did more than half of the survey respondents in SSA answer all five of the DHS test questions correctly. 
Box 1: Summary of individual evaluations and literature reviews of HP/LSE in African countries. 

Individual evaluations

Agha and van Rossem, 2003: This evaluation of a single session peer-education HP activity in secondary schools in Lusaka, Zambia during 2000-01 found that while the initial impacts on sexual behaviour were generally positive, with students reporting reductions in multiple regular partnerships, these were not sustained longer than six months.

Clark et al, 2002: ‘There are too few evaluations of programmes to know what factors will be key to successful interventions in high risk populations. The Merson, Dayton and O’Reilly 2000 review of published studies of HIV prevention programmes in developing countries found only two that were rigorously evaluated and aimed at adolescents’. 

Maticka et al 2007: Evaluation of the roll-out of the Primary School for Action for Better Health programme in Nyanza Province, Kenya.  54% of the Grade 5 and 6 learners targeted were sexually active before the start of the programme. Among the four target groups (pre-programme virgin and non-virgin boys and girls), ‘only pre-programme males demonstrated significant knowledge gains that could be ascribed to the programme’ (p.179). With regard to self-efficacy, (‘I can say ‘no’ to sex), only non-virgin pre-programme boys and girls was there any statistically significant impact; Nor was there any evidence of a program effect on condom self-efficacy (‘if you ‘play sex’, you should use a condom’) for boys and girls.  It actually impacted negatively on sexually experienced girls.  Given the very high levels of sexual activity and the general view among boys that ‘abstinence is only temporary’,  ‘education on using condoms to reduce the risk of acquiring HIV seems essential’ (p. 181).  However, given widespread resistance, information about condoms was not explicitly included in lesson plans (although teachers did respond to questions about condoms with factual information). 
Magnani et al 2005. ‘Existing research indicates only marginal successes of school programmes in influencing sexual risk taking and health-seeking behaviours among youth’ (p.290).  Their review of LSE in Kwa-Zulu Natal concludes that there were modest gains in knowledge over two years. The impact on behaviour change was also ‘modest’; Reported condom use increased, but ‘the failure to observe broader impacts on sexual initiation and partnering behaviour is worrisome’. 
Visser et al 2007: Peer education in 13 schools in South Africa. The percentage of learners in the experimental group who were sexually experienced two years after the peer education intervention remained unchanged but increased significantly among learners in the control group. However, there were no differences between the groups in the reported use of condoms. 
Literature reviews
Aaro et al. 2005. The review suggests that some of the better-designed programmes had positive effects on AIDS-related knowledge and attitudes towards sexual risk reduction. Only a couple of programmes have been found to influence behaviours such as delayed sexual debut, reduced sexual partners, or increased condom use’. 

Gallant and Maticka 2004: 10 out of the 11 studies reviewed reported significant improvements in knowledge but in only one out of three studies was sexual debut delayed and multiple partners decreased.   

Kim and Free 2008: Review of peer-led LS education: Only 13 articles (out of 33) that were published between 1998 and 2005 met the quality criteria for inclusion. ‘Despite promising results in some trials, the overall findings do not provide convincing evidence that peer-led education improves sexual outcomes among adolescents’ (p.1). Most studies found positive measures of knowledge, attitudes, and intentions, but these results need to be viewed ‘cautiously’ due to the low methodological quality of many studies. 

Lancet articles, 2006: ‘Prevention science needs to do better because the available interventions are not sufficiently effective (25 years, billions of dollars, 2.7 new infections) because they are poorly implemented and poorly managed (high costs, low quality, and low coverage). We need to learn from actual implementation of programmes, not just randomized control trials’. 

Paul-Ebhohimhen 2008: Only 10 well-designed LSE evaluations (with control groups) in African countries (3 South Africa, 2 Namibia, 2 Zimbabwe, 1 Tanzania, 1 Zambia and 1 Nigeria)  could be located of which only one was conducted in a primary school. All but one of these evaluations was undertaken during the 1990s. Their overall conclusion is that behaviour change is difficult to achieve among adolescents. ‘Many studies report outcomes at immediate post-intervention and short-term (six months) follow-up, but there is little evidence on longer-term impacts.  ‘The most significant changes were reported in knowledge, followed by changes in attitudes. Outcomes relating to future intentions were next, whilst the least significant changes were in actual behaviour’ (p.2).  

Another key issue is that self-reported sexual behaviour is frequently misreported by young people, which is further compounded by the almost complete absence of information on the impact of HP/LSE on biological health outcomes including HIV. To date, only the MEMA kwa Vijana LSE trial, which was started nearly 10 years ago in 67 primary schools in the Mwanza Region, northern Tanzania, has monitored HIV prevalence.  An evaluation of the first two-year phase of the trial found that there had been positive outcomes with respect to knowledge and some sexual behaviours, but no impact on HIV prevalence. In part, this is because prevalence levels were very low.   
What is particularly striking is that no really comprehensive and detailed evaluations of the overall impact of national, MoE-managed HP/LSE curricula and other school-based activities have ever been undertaken. The nearest we get to this in recent years is the 2007 review of the UNICEF LSE Multi-Country Initiative in four of the 10 participating countries in southern Africa (see Crewe et al 2007) and the Maticka et al review of the pilot phase of the HP/LSE programme in Kenya. As will be discussed below, the Crewe review is critical of the design and delivery of this programme in all four countries and recommends, therefore, the adoption of ‘a completely new approach to LSE’. Similar weaknesses were identified by impact assessments in Botswana, Malawi and Uganda in 2001/2002 (see Bennell et al, 2001, Kadzamira et al 2002, and Hyde et al, 2002.) Fragmentary information does suggest, though, that school-based HP/LSE national programmes may have been more effective in some countries. For example, the AIDS Action Programme for Schools and ‘Auntie Stella’ in Zimbabwe and possibly by ‘My Future My Life’ in Swaziland
.   
The poor knowledge base is a recurring theme. ‘We don’t know how young people think (other than the obvious)’ (Crewe, p.37). More generally, there is a paucity of relevant social research on the family and households in Africa. ‘We do not know enough about culture in modern African society. There are countless reports on AIDS and young people, but very few of these are based on serious research’ (ibid).  

Relatively little HP/LSE activity in most schools 
A major conclusion of the 2006 WHO review on HP/LSE is that ‘most interventions with proven effectiveness have not been implemented on a large scale’ (p.68). The guest ion is, therefore, could they be scaled up cost-effectively? Similarly, the 2004 UNAIDS Global Readiness Survey for the education sector found that ‘much more has been assumed to be have been done (with respect to HIV/AIDS) than is evidenced on the ground’. There has been a ‘general failure to mount a balanced, comprehensive and sustainable response’ (p.204). 
A number of repeatedly identified reasons are enumerated in most reports about why the impact of HP/LSE interventions remains limited in most schools. The following discussion summarises these concerns.    

Programme goals are too ambitious. ‘Sexual risk reduction in adolescents is a singularly difficult matter’ (Johnson et al. 2003, p.385). Thus, only ‘modest reductions’ in risky behaviours over quite long time periods are likely to be feasible. 
The role of the education sector and schools: ‘LSE has been developed and implemented without any real understanding of the ways in which education systems operate or indeed without much debate about whether the education systems and schools were suitable sites for this kind of work’ (Crewe, p. 39). Far too much is expected from schools with respect to HAE, most of which are struggling to perform their core educational functions in very difficult circumstances. The major challenge during the last decade has been to cope with the rapid growth in enrolments in many countries, which has been due in large measure to the introduction of free education for all policies. In most countries, HP/LSE has also been heavily donor-driven and thus has been largely been ‘imposed’ on schools from the outside. And yet, as UNESCO’s own ‘international guidelines’ on HP/LSE points out ‘the evidence suggests that teachers, head teachers and ministries of education are often hesitant to provide sex and relationships education due to lack of confidence and guidance about what to teach’ . 
As high visible, public institutions schools do not have the necessary independence/ political space to be able to provide truly comprehensive sexuality education
. The goals of HP/LSE have become increasingly contested, especially with regard to the key issues of sexual abstinence and condom use. In recent years, PEPFAR has further polarized views on what HP/LSE should be taught in schools, which has resulted in ‘confused messages’. Many MoEs have been consistently opposed to promoting the use of condoms in schools
. School-based HP/LSE has also been poorly integrated in national sexual health strategies, which also considerably reduces its overall effectiveness.

Only a minority of young people attend secondary schools in the majority of African countries, which seriously limits the potential of HP/LSE, especially with regard to the development of skills to negotiate sexual behaviour. 
The school environment: Even with strong government and community commitment, given the prevailing realities, schools have not been able to deliver HP/LSE that complies with the core characteristics of effective programmes. A critical issue is that schools are generally not ‘child-friendly’. Most children do not feel that they can discuss their problems with teachers and schools are not always safe places. 
The HP/LSE curriculum: ‘Although the arguments for why LSE are needed are fairly well defined, there is less clarity on what the desired life skills are and how they can be attained.’ (Boler and Aggleton, 2004, p.4). This lack of definitional clarity is remarkable after so many years.  Common criticisms of HP/LSE curricula are that they are not well defined, are too academic, superficial and narrow, too teacher-centred, and they tend to become emasculated since they shy away from culturally and politically sensitive/controversial issues such as condoms. To make LSE acceptable, increasing amounts of generic skills have frequently been incorporated. ‘This has led to a state of affairs where it is claimed that listening carefully, income-generating or empathy building will reduce HIV. There is little evidential support for these claims’ (Crewe, p.26).
The UNAIDS 2008 Report on the Global AIDS epidemic notes that ‘a central weakness of many prevention initiatives for young people is that they do not speak frankly or provide the accurate, comprehensive information that young people need. Many countries that require HIV education in schools have curricula that prioritise abstinence-focused programming, discouraging forthright discussion about condoms and safe sex. However, no study in low and middle-income countries has found this approach to be effective’ (UNAIDS, 2008, p.103).
In primary schools throughout the developing world, health education curricula tend to be heavily content-based with little emphasis on life skills and is ‘integrated and infused’ into usually two-three carrier subjects (science, health, and social studies), which means that key messages often become diluted
 Consequently, wider behavioural aims defined at the national level contract at the syllabus level to quite restrictive knowledge objectives
. Poor sequencing, omissions, duplication and overlap of topics are common
. 

A growing trend among secondary schools in the high HIV prevalence countries is for HP/LSE to be taught in a single 40-minute lesson once a week. Again, the main criticism is the content is ‘oversimplified’ and ‘dumbed down’. It does not deal, therefore, with the complexity of young people’s lives.  
Curriculum delivery: The implementation of the school-based HP/LSE has generally been very slow, which reflects low levels of commitment throughout national educational systems as well as the complexities of introducing non-traditional activity of this kind. The 2004 Global HIV/AIDS Readiness survey found that LSE was mandatory at the primary school level in only 10 out of the 18 countries that were assessed and in four case study countries, at best, only about half of all adolescents received any sex-based education. 

When LSE is a stand-alone subject, as is increasingly the case in secondary schools in Eastern and Southern Africa, it is often not taught at all because there are no dedicated life skills teachers in schools and it is not an examinable subject. LSE gets increasingly less attention in senior secondary schools given over-crowded curricula and acute examination pressures.   

HP/LSE has been taken more seriously in South Africa than in most other countries in SSA. However, there have been ‘many processes both inside and outside the school that have obstructed the implementation and effectiveness of the HPP. Therefore, limited change has taken place in the school system and behaviour of learners’ (Visser et al 2004, p. 272). The culture of the school did not support the implementation of the programme and far too much was expected of teachers who received minimal training.

Teachers: It is widely reported that teachers find HP/LSE ‘daunting and challenging’ (Crewe, 2007. Even the well designed ‘life orientation’ course in South Africa has been received with ‘mixed feelings’ by teachers. Many teachers still question the role and/or capacity of schools to change the sexual behaviour of learners and many believe that parents should take primary responsibility as well as the community as a whole. Teachers do not generally feel committed to these programmes, especially when they already have heavy teaching loads and where working and living environments are difficult, which is typically the case, particularly in remoter rural schools (see Bennell and Akyeampong, 2007). The sexual behaviour of male teachers has also been called into question. ‘Love relationships’ between teachers and female secondary school students are reported to be quite common in some countries (Botswana, for example) as well as sexual harassment. 

 Inadequate training is a recurring issue. In-service training for HP/LSE tends to be very limited (typically a single 2-3 day workshop) and reliance on external consultants as trainers significantly raises unit costs. Very little good quality pre-service training is provided in most countries.
Guidance and counseling: It is generally recognized that individual counseling can be very effective in motivating behaviour change. However, guidance and counseling services in most schools remains minimal and frequently non-existent. Typically, in southern Africa, the G&C teacher in primary schools has a full teaching load and has, therefore, to find time outside of classes to assist learners. The MoEs in Botswana and Namibia are planning to employ more G&S teachers, especially in larger schools.

Extra-curricula activity

After school AIDS and Health Clubs were actively promoted in most HPCs from the mid 1990s onwards. The efficacy of school-based peer-education has not been rigorously evaluated, but it appears that there is currently less enthusiasm for this type of intervention. Management and sustainability issues are frequently mentioned as significant shortcomings.   

2.3
OUT-OF-SCHOOL HP/LSE
There are a variety of out-of-school HP/LSE interventions some of which are intended to reach all young people, regardless of whether they are in out of school,  whereas others target specific groups of out-of-school youth.  MoEs are usually not heavily involved in these programmes although some literacy and other non-formal education activities do include HP messages/topics.   
In most low-income countries, the majority of older youth (aged 15-24) are not in full time education and yet it is this group who are highest risk of becoming infected, particularly young married women. Such a heterogeneous and geographically dispersed population makes it especially difficult to deliver good quality HP/LSE, which requires sensitivity, focus and regular contact, which is difficult to achieve in informal settings. It is generally accepted that HP/LSE should be closely integrated with the other key components of effective sexual reproductive health programming for youth, namely youth friendly clinics, social marketing of contraceptives, and livelihood improvement (including micro-credit). However, for the usual political and bureaucratic reasons, this is rarely achieved in practice.
While relatively little robust evidence is available, evaluations tend to reach more favourable conclusions about the overall efficacy of out-of school interventions (see box 2). Social marketing, is generally ‘very successful’ (WHO, 2006). Professionally managed ‘edutainment’ and mass media programmes such as loveLife in South Africa, Straight Talk in Uganda and Soul City in southern and central Africa have strong appeal to young audiences, which is in marked contrast to most school-based HP/LSE. The peer-led Geracao Biz programme in Mozamique is also reported to be quite effective, reaching 1.2 million in- and out-of-school youth.  

BOX 2:  Evaluations of out-of-school HP/LSE
Crewe et al 2007: In Southern Africa, where peer education outreach activities are led by children and adolescents, ‘a positive impact has been observed’ (p.61). National programmes, such as the Boys and Girls Education Movements in Botswana and Lesotho, show considerable promise.    
Erulkar et al 2004: The Nyeri Youth Health Project in Kenya achieved ‘considerable changes’ in SRH-related behaviour. The project was adult rather than peer led.  A package of services was provided namely youth-friendly clinics, education activities in the community and schools.   
loveLife evaluation. Young people are alienated by traditional HIV messaging (such as ABC). The primary problem is not a lack of information, but rather ‘a failure to  personalise and internalise risk’. loveLive has been developed as a ‘new lifestyle brand’ for young South Africans, which has become part of popular youth culture. Young people want to be part of defining their own future; they do not want to be passive recipients of education prevention messages. Open discourse about sex and sexuality is critical in reducing the incidence of HIV. Perceptions of the inevitability of HIV and erosion of society need to be countered by enterprise, innovation and opportunity for young people. Rote learning should be replaced by efforts to engage young people in innovation, new ideas and self-discovery. The value system must be ‘real recognizing the reality of their lives and must address the major drivers of high risk sexual behaviour. The school environment is not necessarily conducive to this. 

Stepping Stones is a participatory, community-wide LSE approach, which has now been implemented in over 20 countries worldwide. Evaluations generally report that the community training and other related activities have had positive outcomes with respect to knowledge, attitudes and behaviour. An evaluation in Eastern Cape, South Africa in 2007 found that, among women, there were 15% fewer HIV infections than in the control group, but this was only statistically significant at the 5% level.  There was also a reduced level of sexual risk-taking, incidence of coercive sex, STIs among the intervention group (see Jewkes, 2007). 
The StraightTalk Foundation in Uganda: An internal evaluation found that ’three-quarters of the adolescents who have not had sex reported that it was because of what they had read from ST materials’.  Its newsletter is sent to 15,000 schools. There is a separate programme (‘Young Talk’) for the 10-14 age group. Outreach teams visit 12 secondary schools per term. They spend six days in each school and assist schools to draw up ‘adolescent health action plans’. Around 600 primary school teachers are sensitized each year and there are 800 ST clubs in schools.
3.
IMPACT MITIGATION ON LEARNERS AND TEACHERS
A number of HIV/AIDS and education country impact assessments were undertaken in the early 2000s (Botswana (2), Malawi, Mozambique, Namibia, Rwanda, South Africa, Swaziland, Uganda, and Zimbabwe) but, surprisingly, only two (Nepal and Swaziland) have been undertaken since then, which again means that the knowledge base is weak.
   
Ten years ago, it was widely anticipated that the AIDS epidemic would have a ‘devastating’ impact on the education sector in Africa. Faced with this impending crisis, leading experts called for a transformation in the functioning of schools (see Kelly 2000) and the mainstreaming of HIV/AIDS in education sector support. However, to date, the impact of the epidemic on schooling has been considerably less than was originally expected. There are a number of reasons for this which will be briefly discussed below. It is also important to point out that most high HIV prevalence countries are making good progress towards the attainment of EFA. Notable examples are Uganda and Malawi (particularly during the 1990s when the epidemic was at its peak) and Kenya and Tanzania since the early 2000s
.  
The provision of anti-retroviral treatment (ART) to teachers and increasingly the wider population who are living with AIDS will mitigate considerably the impact of the epidemic on the education sector. AIDS-related deaths among teachers will be minimal and the number of ‘AIDS orphans’ will be much lower than projected. ART also contributes significantly to prevention efforts because the infectivity of PLWA who are on treatment is minimal.
 

3.1
TEACHERS
With a few exceptions (Botswana, South Africa, and Zambia), the design and implementation of AIDS in the Workplace (AIW) Programmes for teachers and other education personnel has received less attention than school-based HP/LSE or support for OVCs. AIW programme design generally conforms with international best practice and, in particular, the ILO guidelines, but, in the mid 2000s, most MoEs still did not have proper action plans or resources to implement them. As a consequence, workplace policies have not been widely implemented at the school level. There has also been relatively little emphasis on the needs and rights of HIV positive teachers. 

The paucity of accurate information about the impact of the epidemic on teachers in Africa has had serious implications for teacher policy. Apart from South Africa, no comprehensive risk assessments of the teaching profession with voluntary anonymous HIV testing have been undertaken in any African country. Numerous reports (including DFID’s own 2004 AIDS strategy) state that the AIDS epidemic  is ‘devastating’ the teaching force and this is causing serious shortages of teachers. Until recently, teachers were seen as a relatively ‘high-risk’ group.  Projections of teacher mortality made by impact assessments conducted 5-10 years ago estimated that, in the high prevalence countries, 4-6% of all teachers would die each year from AIDS-related illnesses by 2010. In response to this threat to education provision, enrolments in teacher training colleges were increased in some countries (in particular, Zambia).  

Teacher mortality
Table 1 summarises the available information on teacher mortality in 12 high HIV prevalence countries. It can be observed that mortality rates are not only generally low (both in absolute terms and in relation to projected rates), but have been declining in most countries during the last five years or so. 
Table 1:  Teacher mortality rates in selected high HIV prevalence countries, 1998-2007
	Country
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	Botswana*
	
	0.7
	0.7
	0.8
	0.9
	0.7
	0.7
	0.8
	
	

	Kenya*
	
	0.6
	
	
	
	
	0.4
	
	
	

	Lesotho*
	
	
	
	
	
	
	1.1
	
	
	

	Malawi*
	1
	0.9
	
	
	2.4
	
	1.8
	
	
	1.5

	Namibia
	0.5
	
	
	1.5
	
	
	0.6
	0.4
	0.3
	0.3

	Rwanda
	
	
	0.3
	
	
	
	
	
	
	

	South Africa**
	0.5
	
	1
	
	0.9
	0.9
	
	
	
	

	Swaziland
	
	
	0.4
	
	
	
	1
	0.9
	
	

	Tanzania
	
	
	0.8
	0.9
	0.8
	0.8
	
	0.5
	
	

	Uganda*
	
	0.9
	
	
	
	0.7
	0.7
	
	
	

	Zambia
	2.8
	
	2
	2.1
	1.7
	
	1.9
	1.5
	0.9
	1

	Zimbabwe
	
	0.4
	0.9
	1
	
	
	
	
	
	


Note:  *primary school teachers only; Kwazulu-Natal Province.
Source:  Bennell 2006; Ministry of Education records; Shinkolo 2007.
There are two possible explanations for the decline trend in mortality. First, teachers have significantly reduced their levels of high-risk sexual behaviour. No surveys have been undertaken over time of the sexual risk behaviour profile of teachers. However, it is the case that teacher mortality rates in African countries have been consistently much lower than the adult population as whole
. And secondly, HIV positive teachers have increasingly been able to access ARTs when they have needed to. Most teachers in Southern African are members of public sector medical aid schemes and have been able to access ARTs for some years. Botswana is a prime example with ARTs first being made available in 1998 (despite their very high costs at that time). The number of teachers accessing ARTs through the public service medical scheme (BPOMAS) increased from less than 50 in 1998 to over 1,400 in mid 2007 (around 6% of teachers). The MoE in Zambia introduced a comprehensive testing and treatment regime for teachers in 2003. After a slow start, by 2007, 4,065 teachers were accessing ARTS (around 8% of all teachers in government schools). 

 For a long time, the evidence on low and declining mortality among teachers was not generally accepted by the AIDS policy community. However, this has begun to change in the last two-three years as it becomes increasingly clear that schooling systems are not being massively affected by teacher absenteeism and deaths. For example, Risley and Bundy have revised their earlier impact projections; ‘in SSA, the 2006 (projected) costs of the impact (of the epidemic) on education are less than one-half those estimated in 2002, reflecting reductions in HIV prevalence and better understanding in HIV epidemiology’ (Risley and Bundy, 2007, p. 1). And Michael Kelly, who for many years has highlighted the dire consequences of very high and increasing levels of teacher mortality, now accepts that ‘while the epidemic continues to have major impacts within the education sector, it is not causing as much turbulence as had earlier been anticipated in terms of morbidity and mortality (of teachers)’ (see Kelly, 2008, p. 9).  
Many high HIV prevalence countries in Africa are, in fact, faced with a serious over-supply of newly-trained teachers. For example, a recent study on teacher supply and demand in Botswana recommended that half of the teacher training colleges should be closed given projected teacher demand over the next ten years (see Bennell, 2008).  

Only a few studies have focused on teacher absenteeism. A World Bank Study team reported high rates of absenteeism in Uganda and Uganda, but did not obtain any information on the causes of teacher absence. In many countries, the main reason for teacher absence is attendance at in-service workshops and the monthly collection of teacher pay from district offices. A nine school case study of teacher absenteeism in Namibia notes that ‘HIV/AIDS was never mentioned as a direct cause of teachers’ absence’, but this is simply attributed to denial due to the stigma surrounding HIV/AIDS.  Even though there was no sustained increase in absences during the three years prior to the study, the authors still conclude that  ‘absenteeism has been aggravated by the HIV epidemic, although the silence that surrounds it makes it impossible to accurately access how many of the absences observed are directly related to the pandemic’ (Castro et al, 2006, p.11) 

3.2
ORPHAN SCHOOL ATTENDANCE
There are mounting concerns about the impact of the ‘orphan crisis’
 in Africa on the attainment of Education For All in SSA. Bennell reviewed the available evidence on orphan school attendance in 2005. Surprisingly, little research has been un undertaken on this topic since then
. The main findings of the country studies are presented in box 3.
A 2002 analysis of available Demographic and Health national data sets in Africa by Ainsworth and Filmer concluded that ‘the extent to which orphans are under-enrolled relative to other children is country- specific, at least in part because the correlation between orphan status and school status is not consistent across countries. Indeed, it cannot be assumed that enrolment differentials exist between orphans and non-orphans or, when they exist, why’ (Ainsworth and Filmer 2002, p. 32). 

Orphan/OVC and non-orphan enrolment rates from the most recent DHS are presented in table 2. No strong pattern can be discerned with respect to enrolment differentials and parental status. The shaded figures highlight those groups where this differential is more than two percentage points. Among the six HPCs, only in Mozambique do there appear to be sizeable enrolment differentials. 

Table 2:  School attendance rates by parental status, 10-14 year olds
	
	
	
	
	Mother dead

	Feather dead

	Both dead

	OVC


	 
	Year
	Living with at least one
	Not living

	
	
	
	

	Country
	
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male

	Cameroon
	2004
	80.8
	87.9
	86.6
	89
	83.5
	78.6
	82.5
	92.7
	85.4
	81.7
	
	 

	Chad
	2004
	44.1
	69.1
	48.5
	66.9
	43.8
	75.2
	49.8
	74
	na
	na
	
	 

	Congo-Brazzaville
	2005
	92.4
	94.2
	85.8
	87.7
	96.7
	86.1
	86.8
	82.4
	na
	na
	
	 

	Guinea
	2005
	52
	62
	49.9
	56
	58.3
	64
	52.5
	61
	na
	37.3
	
	 

	Lesotho
	2004
	96.4
	91.1
	94.4
	78.4
	94.8
	87.8
	95.3
	82.9
	95.1
	84.2
	
	 

	Malawi
	2004
	90.8
	89.7
	84.6
	84.1
	90
	88.4
	86.3
	87.7
	89.4
	85.5
	
	 

	Mozambique
	2003
	75
	81.5
	68.7
	75.6
	61.4
	62.7
	74.3
	76.8
	54
	72.6
	
	 

	Namibia
	2006
	95.2
	92.8
	
	
	 
	 
	 
	 
	93.9
	93.4
	96
	93.2

	Rwanda
	2005
	91.6
	90.7
	
	
	 
	 
	 
	 
	78.8
	70.1
	83.3
	81.3

	Uganda
	2006
	85.3
	86.5
	
	
	 
	 
	 
	 
	 
	 
	81.5
	82.3

	Zimbabwe
	2005-06
	92.3
	92.5
	 
	 
	 
	 
	 
	 
	 
	 
	89.8
	87.3


Source:  DHS
For Africa as a whole, the proportions of Africans who have never attended school decreases steadily with age across all countries except in Kenya, Malawi and Zambia, where there have been slight increases among the 10-14 age group.  The 2008 Report on the Global AIDS Epidemic notes that ‘in countries with HIV greater than 5%, orphans were only 4% less likely to be in school than non-orphans, suggesting that heavily infected countries are closing some of the educational disparities seen earlier in the epidemic’ (UNAIDS, 2008, p. 22).  For all countries in Africa, ‘orphans are approximately 13% less likely to attend schools than non-orphans’ (Monasch et al, 2004, p. 1).
For Africa as a whole, no simple correlation exists between orphan and non-orphan enrolment rate differentials and HIV prevalence levels. HPCs tend to have the lowest enrolment differentials mainly because these countries have high enrolment rates coupled with a strong schooling culture that keeps most children in primary school. Only 30-40% of all children in southern African countries live in two-parent households. It is the generally difficult and often unsupportive home environment experienced by the majority of children that is the key issue.  

Box 3:  Studies on parental status and school attendance
Botswana: A 2001 survey of 15 schools found no sizeable differences in enrolment and absenteeism rates between orphans and non-orphans (see Bennell et al, 2001). The results of the 2001 Population Census show that is true across the country as a whole. Enrolment rates for girls aged 10-14 were 93.5% for two-parent orphans and 94.4% for children with both parents alive. The corresponding percentages for boys were 89.1% and 91.2%.
Kenya: The 2008 UNGASS report on the AIDS situation in Kenya states that ‘the good news is that orphans appear not to be penalized within the education system since the introduction of free primary education. In 2006, among children aged 10 to 14, 88% of orphans and 92% of children who were not orphans attended school’. However, ‘OVC (support) programmes are still limited. Government and UNICEF projects with OVCs (cash transfers) need to be scaled up’ (p. 32). A study based on a household survey concluded that ‘there is a substantial decrease in school participation following a parent death and a smaller drop before death (presumably due to pre-death morbidity (Evans and Miguel, 2007, abstract)      

Tanzania: The only detailed multivariate analysis of the impact of adult mortality on primary school enrolment has been undertaken by Ainsworth et al. for primary schooling in the Kagera Region of Tanzania during the early 1990s. In particular, the study controls for a wide range of household and other variables, which are likely to influence school attendance. Their main conclusion is that ‘Tanzanian households are coping with adult deaths by delaying enrolment of young children (7–10), while maintaining enrolment of older children (11–14). Among orphans, only maternal orphans are being held back. We find no evidence that older orphans (11–14) or older children in households with an adult death drop out of primary school’ (Ainsworth et al, 2002, p. 22). Three main reasons are advanced for these findings, namely the effectiveness of household coping mechanisms, lower than anticipated opportunity costs of child labour, and the availability of targeted assistance for orphan households.

Another study in Tanzania found that orphans tend to have problems with their (primary) school attendance for much the same reasons as non-orphans, and these tend to be either a lack of money and having to work, or problems inherent in the school system. It is concluded that ‘since there is a large group of children who are as disadvantaged as orphans, that orphans have unfavourable school attendance records for similar reasons as other children, and that problems inherent in the school system itself are an important reason for non-attendance, HIV/AIDS should not be excessively blamed for problems in achieving UPE’ (Huber and Gould, 2002: 1).

Uganda: In the late 1990s, minimal differences existed between orphans and non-orphans aged 6–14 with respect to ever-enrolled and school survival rates (see Busingye et al., 2003). Nor were there any differences in absenteeism rates between these two groups of children aged 5–9 years. Among the 10–14 age group, 25 per cent of the orphans and 20 per cent of the non-orphans were absent on the day that they were interviewed. 

Zambia: Evidence from the 1998 Living Conditions Monitoring Survey in Zambia indicates that the main impact of orphanhood may be to delay entry into school. While there were quite large enrolment gaps between orphans and non-orphans aged between 7–13, enrolment rates were generally higher among orphans in the 14–18 age group. The 2005 DHS estimates school attendance rates for the 10-14 age group to be 90.1% for non-orphans and 89.7% for orphans.  
Zimbabwe:  The results of a household survey of 8,400 households in Manicaland, Zimbabwe in 2002 show that ‘the recent death of a father or mother appears to make little difference to a child chance’s of having completed primary school. Children whose fathers died further in the past appear more likely to have completed primary school whilst the opposite is true for children whose mothers died more than four years ago. Double orphans were found to have a similar chance of having completed school as other children’ (Nyamukapa et al, 2003, p. 20). Thus, ‘the death of a father actually appears to enhance a child’s educational prospects’ (p. 26).  

The ratios of school attendance among orphans and non-orphans in countries with HIV prevalence greater than 5% also increased appreciably between 2003 and 2007 in 11 out of 13 countries (see UNAIDS, 2008).  Probably the main reason for this is the increasing levels of support for OVCs in most countries
. In Southern Africa countries, more than three-quarters of these children are currently receiving support of various kinds (social grants, bursaries). More generally, primary schooling is free in most countries and orphans are increasingly being exempted from secondary school fees and other costs.  

National and MoE AIDS strategies all call on schools to support the needs of orphans and other vulnerable children.  No systematic information is available that shows the extent to which ministries and schools have responded to this challenge.  
There are school feeding programmes for OVCs in some countries including Namibia and Zimbabwe. The project ‘Schools as Centres of Care and Support for OVC’ is currently being piloted in five SADC countries (implemented by an NGO). 
4.
DFID AND OTHER DONOR ACTIVITY

4.1
POLICY ADVOCACY AND ADVICE

DFID
DFID has funded four research projects on various aspects of HAE since the mid 1990s. In overall terms, the contribution of this research to the global pool of knowledge about the impact of the epidemic on schooling or what should be done to mitigate it is quite limited. The US-based Population Council has received £5 million from DFID to undertake research on adolescent girl’s reproductive health, which has recently been positively evaluated.

Although DFID has had full and, for the last three years,  part-time HAE education advisers, from an institutional/human resources perspective, DFID has not developed any sizeable ‘comparative advantage’ with respect to policy analysis or program implementation in this area. However, nor has any other bilateral donor agency.
UNESCO AND THE WORLD BANK
UNESCO is the lead UN agency for HIV prevention for young people in educational institutions. It has two teams, namely EDUCAIDS and the Inter Agency Task Force (IATT) on Education, both of which are UNAIDS initiatives. EDUCAIDS’s main learning resource for national governments and international agencies is a compilation of 76 reports produced by UN agencies and NGOs on all aspects of HAE. It is also actively engaged in the promotion of effective HP/LSE programming in schools and has recently established a Global Advisory Group of international experts on this subject. IATT also has its own publication series including, most recently, an assessment of school-based HP/LSE in four countries and a ‘toolkit’ for HAE programming. It is well supported by donor agencies. DFID used to be an active member and provided funding of £0.714 million to its operations. The decision by the ES team to withdraw was based on the view that this area of work is already very well supported and that DFID has little further to offer.
The World Bank has also been quite active in HAE policy analysis and advocacy. Its 2002 ‘Window of Hope’ publication has been influential (especially for advocacy purposes), but it is quite general and not particularly well grounded in evidence.  The World Bank also leads a consortium of UN agencies in the FRESH health promotion initiative, which aims to provide advice to governments on the development of integrated health services in schools. It does not appear to have had much impact at the ministry or school level to date.  

4.2
HAE PROGRAMMING

Surprisingly, no reviews of donor-supported HAE programming have ever been undertaken. The OECD/DAC Creditor Reporting System on aid funding is not able to identify most HAE interventions.  

DFID

Reducing HIV prevention among youth is a major objective for DFID, which is reflected in country assistance strategies/programmes.
 Supporting the livelihood and educational needs of OVCs also features quite prominently. However, it is not clear from the information available in PRD what the totality of programming activity in this area amounts to with respect to both specific country-level activities and total funding
. It is likely that some HAE interventions are being supported as part DFID general budgetary support as well as funding of national aids programmes, but this is not picked up by the PRISM database.

In consultation with the Education and Health Heads of Profession, education and health advisers in 10 countries (Ghana, Kenya, Malawi, Nigeria, Rwanda, South Africa and Tanzania in Africa, and Bangladesh, India, Pakistan, and Vietnam in Asia), were contacted in order to solicit information on DFID-supported HAE and youth-related SRH education interventions along with their views about what should be done in the future. The information that was furnished is summarised in box 4
.   

Three main conclusions can be drawn from the information (albeit rather patchy) that is available. First, DFID programming in this area has been fragmented and somewhat piecemeal and has, therefore, lacked direction and coherence.  It is not possible to establish what the outcomes and impacts of HE/LSE have been at the country level, let alone for Africa as a whole. Second, Education Advisers have not benefited from good quality information and advice, which could be used for the design and implementation of HAE in the three main intervention areas, namely HIV prevention, and learner and teacher mitigation. And thirdly, the overall commitment of resources on HAE programming has been quite limited and has probably been declining during the last five years. 

Box 4: DFID HIV/AIDS and education programming  
School-based: Africa
Kenya: DFID has supported the national roll out of the Primary School Action for Better Health programme, which has been managed by CfBT since its start in 2001.    

Positive evaluations of the pilot phase in Nyanza and Rift Valley Provinces (120 schools) led to the expansion of the programme to five other provinces in 2005. Some 5,000 schools were participating in 2006.  
Nigeria: There are three relevant DFID activity areas: (i) The Strengthening Nigeria’s Response to HIV project provides technical assistance in six line ministries including the MoE; (ii) The Enhancing Nigeria’s Response to HIV project, which will be operational by the end of 2008, has prioritised education as one of three sectors to be targeted. It will support the federal MoE’s national HIV strategy. (iii) ESSPIN will support the roll out of the family life health education curriculum. At present, this curriculum is only being taught in a few states. Teachers have not been adequately trained and supported in schools and cultural and religious constraints that inhibit open discussion are a major issue. HIV/AIDS programming in Nigeria is hindered by a paucity of information on the prevalence of HIV/AIDS and its impacts on various aspects of education. 
Sierra Leone: The DFID-supported project on adolescent reproductive health, which has been managed by Student Partnership Worldwide, claims to have resulted in a 25% increase in condom use and a reduction in teenage pregnancies. 

South Africa: The Multi-Sectoral Support Programme for HIV/AIDS (£30 million) will finish at the end of 2008.  It was originally intended that the National Department of Education would be fully involved but, in the event, very little of this support has been channeled through the formal education sector. There is, however, one remaining education programme, which supports OVCs in the Eastern Cape. Other donors are heavily involved with AIDS and education prevention and mitigation programmes.  

Zambia: DFID funded the production and dissemination of ‘IEC materials’ in schools. 

Zimbabwe: Support is being provided for the education of OVCs; it was planned to assist 100,000 children in 2008 (with a £4million budget), but, disbursement is only likely to be half this level.  In the future, it is intended to waive school fees for OVCs in return for block grants to schools. A total of $125 million was invested by donors in HIV/AIDS interventions in 2005. 

School-based Asia

Burma: DFID provides funding to UNICEF for its schools programme, one component of which is life skills education. 
Cambodia: DFID is not currently supporting any HP/LSE in schools, but assistance was provided to the MoE between 2003 and 2007 in order to mainstream HIV/AIDS as part of LSE.  

China:  As part of the current jointly funded DFID/GFATM project, a component on HIV/AIDS education in schools will reach 4.5 million learners. 

Pakistan:  DFID has been has been encouraging the NACP to focus on the populations most at risk and, due to low national capacity, discouraging any activities directed at low risk populations, which includes children and youth as a whole. While the need for SRH/LSE in schools is recognised, with very low overall HIV prevalence, this should not be tackled as a HIV and AIDS issue.
Out of school youth
DFID has funded numerous social marketing projects by PSI, MSI, and SPW. 
Zimbabwe:  The PSI project on behaviour change has been ‘one of DFID’s most successful interventions in this area’.

South Africa:  DFID has supported Stepping Stones for a number of years. DFID is also one of the main donors of the Soul City mass media programme, which, in the light of positive evaluations, is now active in eight other countries in the region.  

OVERALL HAE PROGRAMMING

Given the short duration of this assignment, it was not possible to obtain a comprehensive and sufficiently detailed picture of all HAE interventions that are being funded by other major donors/funders, in particular the United States government (PEPFAR) and the World Bank (MAP). As with DFID, much of this activity is embedded in large national education and HIV/AIDS programmes and projects and it is not easy, therefore, to identify without quite in-depth investigation.  
The PEPFAR Country Operational Plans for 2007/08 briefly describe prevention, treatment and care interventions in the 15 countries that are supported by the programme.  Youth are mentioned as a key target group for prevention programming all countries, but among the 10 African countries, the Ministry of Education is only mentioned as a ‘partner’ organisation in five of them and in-school interventions are only specifically mentioned in four countries. The universal focus is on Abstinence and Abstinence and Be Faithful (AB) interventions. Total funding for prevention in these 10 countries for the 2008 fiscal year is as follows: Botswana $24.4 million, Cote d’Ivoire $24.2 million, Ethiopia $22.6 million, Kenya $106.6 million, Mozambique $48.5 million, Namibia $25.5 million, Nigeria, $52.9 million, South Africa $98.3 million, Tanzania $60.9 million, Uganda $43 million, and Zambia $45.1 million, making a total of $570 million.  

UNICEF, with financial support from a number of governments (especially the Netherlands), has been most active in supporting school-based HP/LSE throughout Africa and Asia.   

5.
RECOMMENDATIONS

Two sets of recommendations are presented, namely what should be done with respect to substantive HAE policy and research and programming activities, and what should be done organizationally in order to ensure that PRD plays an effective role with respect to policy and research and programming in this area.   

5.1
ENHANCED HAE PROGRAMMING

The HAE knowledge base is fragile, especially with regard to the cost-effectiveness of school-based HIV prevention. There is a strong case, therefore, for high quality targeted research in this area, which covers all major issues in a coordinated manner.  Country-level HAE impact assessments would be very valuable, especially in countries such Kenya, Mozambique, and Tanzania where relatively little is known about how the epidemic is affecting schooling and other areas of education provision and what measures are being implemented with respect to HIV  prevention and learner and teacher mitigation. Surveys should also be conducted on pre- and in-service teaching training provision for HP/LSE with a view to strengthening significantly training capacity in this area.   

The very sizeable and rapid commitment of PEPFAR resources to youth HIV prevention programming, is potentially worrying because of the emphasis that is placed on sexual abstinence, especially among school children. Since, in most contexts in Africa, condom use is the only effective means for preventing HIV among young people (since the large majority are sexually active by their late teens regardless of their marital status), negative (both implicit and explicit) HP/LSE interventions concerning condom use could have seriously negative consequences. Research and advocacy that highlights the shortcomings of abstinence programming is, therefore, urgently required.     

Universal access to appropriate and effective HP/LSE and other essential SRH information and services for all youth remains a top priority. HP/LSE should have a strong focus on the development of negotiation and other skills for safe sexual relationships with the degree of HIV focus dependent on the severity of the epidemic. However, given the major conceptual and practical difficulties in introducing and sustaining effective HP/LSE in schools, it is necessary to proceed cautiously. It is likely though that, in most countries, HP/LSE teaching as well as school-based guidance and counseling services will need to be significantly professionalised with specialist teachers, ring-fenced periods in the school timetable, and major support from national and international NGOs with proven expertise in this area. Given the powerful influence of PEPFAR in most of the HPCs, the consistency of HP/LSE approaches among the major donors, including DFID, is also a critical issue. 
More concerted efforts should be made to integrate both and in- and out-of-school HP/LSE with SRH services and livelihood improvement interventions.
The most effective HIV prevention strategy is to keep children in school for as long as possible. Efforts to ensure that all children enroll and complete primary schooling must be intensified. The focus should be on all vulnerable children including disadvantaged orphans. The AIDS epidemic is increasingly poverty-related, but in most African countries, young people from poor households are seriously under-represented at the secondary school level. This highlights the importance of targeting out-of-school youth especially in those countries with high HIV prevalence rates and relatively low secondary school enrolment rates (which includes Kenya, Malawi, Mozambique, Tanzania, and Zambia).  

5.2
DFID ORGANISATIONAL AND RESOURCE IMPLICATIONS

DFID currently supports relatively little direct HAE programming in most countries.  There are three possible reasons for this namely, it is not a priority area for DFID, other donor agencies are providing adequate support, and education and health advisers at the country level do not have sufficient capacity and/or support to take the lead in the design of effective interventions. It is probably the case that HAE is less of a priority than five years ago mainly because the epidemic has not had the catastrophic impact on the education sector that was originally expected and most of the countries that still have the furthest to go in achieving EFA have low rates of HIV prevalence. The fact that there is currently no education adviser in PRD who is actively involved in HAE is symptomatic of this.  There is also substantial and rapidly growing support for HAE programming among other donors, especially with the full roll out of PEPFAR during the last few years. The extent to which the limited amount of HAE programming is a DFID supply-side issue is more difficult to gauge, but the lack of any serious capacity in this area in PRD has meant that there has not been any strong support and encouragement from the centre to advisers in the field to ensure that HAE issues are fully addressed in national education sector plans and DFID’s own country assistance strategies.  

This said, the AIDS epidemic still poses a major challenge to the attainment of the EFA goals and, more generally, the delivery of good quality education and training at all levels. The development of sound HAE policies and the implementation of well conceived programming should, therefore, continue to be a priority for DFID.  
UNESCO already has two dedicated teams (EDUCAIDS and IATT) who are providing policy advice to governments, donors and civil society organisations.  It is important, therefore, that these teams take the lead in policy advice in this area but, if necessary, DFID should provide assistance in order to plug specific policy and research gaps that it thinks are not being adequately addressed. The five research/information priorities identified in this report are the cost-effectiveness of school-based HP/LSE programming, the impact of abstinence only programming, an assessment of teacher-training for HP/LSE, comprehensive impact assessments in three-four high prevalence countries, and the production of an annual monitoring report on the impact of the AIDS epidemic on education globally. The monitoring report could be included as part of the EFA Global Monitoring Report with the injection of additional funding by DFID or other donors, if necessary.      

The other main activity area for PRD is to support HAE programming at the country level. Ideally, HIV/AIDS, as one of three key crosscutting issues, should be the joint responsibility of an Education and Skills Team of three-four advisers, who would between them have the expertise to cover the following eight education policy areas: 

· funding and expenditure 
· access and learning/schooling outcomes

· gender

· governance, organization and management

· teachers

· curriculum, teacher training and assessment

· infrastructure and learning materials production

· non-formal education
The three key policy areas with respect to HAE are access (learner mitigation/OVCs), teachers (AIDS in the Workplace programmes), and curriculum and teacher training (HP/LSE). The Education Advisers responsible for these three areas would, as part of their job descriptions, be formally required to ensure that HAE policy and programming are adequately addressed.  The main joint activity for the three advisors should be to conduct HAE programming needs assessments with education/human development and health adviser colleagues in all countries where DFID provides sizeable support to the education sector. 
An alternative arrangement would be to continue as before and assign responsibility for HAE to one education adviser in the ES team. With a committed and knowledgeable adviser, a 0.2 person-year time allocation should be adequate in order to carry out the required activities (commissioning research and supporting in-country advisers).
Finally, it is recommended that an advisor from the ARH team should also be assigned formal responsibility for HAE and, in particular, out-of-school youth HP/LSE programming, again with a 0.2 person-year time allocation. S/he would be expected to work closely with the ES team adviser(s) responsible for HAE especially in the conduct of the HAE country programming needs assessment, which should cover both in- and out-of-school activities in order to ensure a coordinated, joined-up approach. 

ANNEX A: HIV PREVENTION EDUCATION IN HIGH PREVALENCE AFRICAN COUNTRIES

Kenya:  School-based HP/LSE has been controversial mainly because of religious and community objections to sexuality education and, in particular, any discussion of condom use. A separate life skills lesson will be shortly be introduced in secondary schools. 
Mozambique: MoE sees the AIDS epidemic as a serious threat to the attainment of EFA.  HP/LSE has been infused into curriculum. MoE has developed a H/A communication strategy in schools to standardize the messages that are transmitted at different levels. School kits covers 4000 schools in seven provinces. There is peer education radio programme called ‘World Without Secrets’.  Also, an NGO managed School Awareness Programme reaches approximately 0.5 million primary school children in 725 schools. 

Namibia: The ‘My Future My Choice’ programme was introduced in schools in the late 1990s with UNICEF support. Currently, HP/LSE/health education is included in two carrier subjects in the upper primary grades (integrated science and social studies) and one life skills class is timetabled each week in secondary schools. The Ministry of Education claims that this is not being taught in the majority of schools.  

Nigeria: The Family Life Education curriculum is only being used in Lagos State.  A lack of political will is a major issue in many states, especially in the north of the country. 

Rwanda: HP/LSE education has been infused into the curriculum. Anti-AIDS Clubs were established in schools in 1998, but many remain inactive due to lack of materials and proper guidance. Urgent work is still required to integrate effectively HP/LSE into the curriculum. There is an HIV/AIDS Unit in the MoE, but it has only limited capacity. 

South Africa: The life skills programme was started in 2000 in all schools with a minimum of 30 hours per term. A review is currently in progress.

Uganda. There are two programmes PIASCY (school-based) and YEAH (out of school edutainment). The education sector is finally becoming ‘AIDS competent’.  Nearly 19,000 primary school teachers were trained in HP/LSE in 2007 along with 150 National Facilitators, and 6,500 Master Trainers. Over 1000 schools have recently reactivated School Health Clubs.
Zambia: The Copperbelt Health Education Project sponsors Anti-AIDS clubs, which initially focused on fear creation. This was replaced by a programme promoting positive values and attitudes.     

Zimbabwe: LSE was introduced in schools in 1992 and is now compulsory from Grade 4 to Form 6. UNICEF has provided considerable support for teacher training in recent years. However, even with trained teachers, LSE does not consistently take place in all schools.
Pakistan:  The National Education Policy does refer to health education under the section covering curriculum reform. It states ‘the curriculum shall include health education. The education will among other things help in awareness of fatal diseases such as HI V/AIDS and prevention of harmful practices. 
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�  Since 2006, 0.2 person-year of the ES team adviser responsible for ‘inclusive education’ . 


�  FRESH stands for ..


� In fact, this is often not the case among males in high prevalence countries. Population-based surveys show low rates of HIV infection among the 15-24 male age-group with prevalence increasing rapidly from the mid-late 20s onwards. 


� The decline in Zimbabwe is particularly striking given the complete collapse of economy and enormous increase in poverty, which would normally be expected to lead to an increase high-risk sexual behaviour.  ANC prevalence rates for the 15-19 age group have fallen by 5-10 percentage points in South Africa, Swaziland, and Zambia and have only increased during the last five years in Mozambique.   





� The 2008 UNAIDS Global report notes that ‘prevention efforts are having an impact in several of the most affected countries’, but no reasons are advanced for why this is happening. 





� There are ‘profound disagreements’ (Crewe, 2007, p.34) about what constitutes a successful LSE intervention. 





� Information in HP/LSE in African and other countries is presented in Annex A. 


� In 2007, 11 Indian states rejected UNICEF LSE curriculum as not being culturally appropriate. MEMA kwa Vijana project was prevented from undertaking condom promotion activities by the MoE in Tanzania.


� However, given that a very high proportion of HIV infection occurs between married partners, condoms have to be central to HP/LSE. 





� The main health education areas that are typically covered are personal and community hygiene, safety, growth and development, nutrition, disease prevention, safe life styles (including HP) and social health.


� The integration and infusion approach was already been seriously questioned in the late 1990s and early 2000s (see Bennell et al, 2002 and Gachuhi, 1999).


� Reliance on English as the medium of instruction is another issue, particularly in primary schools.  





�  See Abt 2000, 2001a, 2001b, and 2003, Bennell, 2001, 2003, 2005, Kadzamira 2001, and Hyde, 2001, Verde Azul 2003 and MTK Consulting 2000.


� Establishing the counterfactual is clearly a key issue.


� For this reason, there are concerns that ART undermine HP interventions due to increasing complacency.   





� For example, in Swaziland, in 2003, if teachers had had the same patterns of mortality rates as the rest of the rural adult population then, given the age profile of teachers, one would have expected 465 teachers to have died in that year. The actual figure was only 63, which is over seven times less (see Bennell, 2005). 





� Orphan rates have increased significantly in most HPCs during the last decade. However, The Children on the Brink projections of orphan rates, which are generally used by UNAIDS and other agencies, are serious over-estimates (see Bennell, 2005). Orphan rates can be expected to decline in countries recovering from genocide or prolonged conflict e.g. Sierra Leone and Rwanda. 


  


� This statement is based on a google and google scholar search only plus the World Bank and UNICEF websites.


�  The levels of external support for orphans reported by UNAIDS appear to be sizeable underestimates for some countries. 


� Target reductions vary considerably from one country to another. For example, the Mozambique CAP states that one of the ‘priorities’ to reduce incidence of HIV among youth from 14% to 10%.  


� This is also probably the case for other area areas/aspects of education programming


�  The focus was on high prevalence countries in Africa. DFID no longer has education programmes in the Southern African cone countries or in Zambia. 
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