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Introduction

Since the late 1980s, interest has grown in the development of health education in schools.
This interest has been spurred on by the AIDS pandemic. There has been an increasing
quantity and variety of material intended for the education of students at the primary and
secondary levels. It is acknowledged that the search for affordable vaccines may take years.
Treatment therapies are still not easily available in most developing countries and their
availability does not call for abandoning or relaxing HIV/AIDS education, on the contrary. In
the meantime, health education, which focuses on trying to influence values, attitudes and
eventually behaviours, has been seen as a key strategy for holding back the spread of HIV.
Education must reach those who are at highest risk*. Evidence suggests that a primary group
for such education is teenagers and young adults and that HIV/AIDS education should
definitely be part and parcel of the school curriculain order to contribute meaningfully to the
fight against HIV/AIDS especially among the school-aged children:

"In many devel oping countries more than half the population is below the age
of 25 years. In many countries over two thirds of adolescents aged 15-19
years, male and female, have had sexual intercourse. Adolescents and young
adults (20-24 years of age) account for a disproportionate share of the
increase in reported cases of syphilis and gonorrhoea world-wide... In
addition, at least one fifth of all people with AIDS are in their twenties, and
most are likely to become infected with HIV as adolescents."?

“Without education, AIDSwill continue its rampant spread - with AIDS out
of control, education will be out of reach” *

“ Often times, our policy makers have referred to education as the “Vaccine'
against HIV/AIDS Education as a critical means of changing behaviour at
the formal level is not in doubt, and especially so in the case of HIV/AIDS
which has deadly consequence. A well structured curriculumbased
approach to preventive education on HIV/AIDS is therefore the sine qua non
option in protecting the Nigerian youths and adults alike”*

To what extent, however, has atention been paid to health education (including HIV/AIDS
prevention education) in relation to the curriculum of schools in Sub-Sahara Africa, East
Asia/Pacific and Latin America/Caribbean regions? The need to document, analyse and
disseminate information on curricular in the battle against HIV/AIDS in the school context is
clearly justified.

Purpose of the study
The study intends to provide information on how Ministries of Education and schools address
HIV/AIDS education through the curriculum, by:

Reviewing and synthesizing existing information on the existence of policies and
inclusion of HIV/AIDSeducation in school curricula

Reviewing, analysing and comparing available information on HIV/AIDS education
curriculain three regions under study.

! Barnet, E., K. de Koni ng, and V. Francis, (1995).

2WHO AIDS series (1992).

3 Peter Piot, Executive Director UNAIDS

* OlusolaAdara, Curriculum specialist, Director Special Programme Centre (SPC) in Abuja (Nigeria,
IBE expert seminar on HIV/AIDS curriculum development, Geneva, June 2003.
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Scope, methods and sources

This study does not address the level of implementation of HIV/AIDS education, but the
framework and conditions set in policies and curricula for curriculum implementation. This
analysis will however lead to an evaluation of the likely quality of implementation that may
be expected, regarding criteria established through existing research and evaluation. From the
analysis of the curriculum, which states goals, intention and, what can be expected to be
actualy implemented as HIV/AIDS education in schools and class rooms. It therefore looks
at the following aspects:

What is the status of HIV/AIDS educational policy?

Has there been a comprehensive HIV/AIDS educationa policy in relation to goals,
placement, content, approach, training of teachers and resources?

How comprehensive is HIV/AIDS curriculum in relation to approach, goals, content,
practical skills and magnitude of the problem?

How coherent are the curricula when compared to policy framework?

The anadlysis reviews first a few crucid data on HIV/AIDS prevalence, youth sexual
behaviours and basic features of the education systems (Table 1) and explores the policy and
institutional framework surrounding HIV/AIDS education (Tables 2.1 and 2.2), for the set of
countries under scrutiny.

We then look at intended official school curricula for primary and secondary levels, to

identify whether HIV/AIDS education is formally included, what the goas are for HIV/AIDS
education, what the approach is, how many hours are dedicated to it and what status it has
such as mandatory or examinable status (Tables 3.1, 3.2, 3.3. and 3.4).

We dso look at the location of HIV/AIDS in the curriculum, (Table 4). The thematic areas
and more specific contents these godls are trandated into (Table 5). Teacher training and
partnerships with NGOs and CBOs are addressed in the last section, about ways to move
forward and improve HIV/AIDS education in school settings, based mainly on secondary
sources, work done by the IBE and others in Sub-Saharan Africa.

Geographic focus

The geographic focus is on Sub-Saharan Africa (18 countries), with examples from countries
of two other regions, namely East Asia/Pacific (11 countries) and Latin America/Caribbean (7
countries). The selection of these regions was based on adequacy of information available on
each region and country, and the magnitude of HIV/AIDS in different regions and countries
(see appendix A for alist of countries included in the study).

Methodol ogy

The study uses mainly qualitative methods. Numerous documents were collected and
analysed (mainly countries' policy and official framework documents, schools' curricula and
syllabi, country reports and local studies). Data are analysed and presented by region and
country, by level of education (basic/primary and secondary), and for the following aspects:

1. Inclusion of HIV/AIDSin education policy
2. Inclusion of HIV/AIDSin the officid curriculum and analysis of how HIV/AIDSis
included in the curriculum.

Some quantitative data are a'so examined, mostly for the analysis of relevant dimensions of
the background of HIV/AIDS education (school gross enrolments for primary and secondary
education, HIV/AIDS prevalence, risk behaviours and level of knowledge related to
HIV/AIDS of young people).
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Data sources

The study primarily draws on data included in the IBE HIV/AIDS Curriculum Global
Databank’, the IBE bibliographic catalogue® and the Bank of World Data on Education.’
However, it has been difficult for some countries to collect complete data (policy, curriculum,
syllabi). We therefore limited our analysis to the most recent official documents, reports and
studies that were available to us at the moment of the study. In addition, HIV/AIDSeducation
is sometimes not yet formalized at policy and curriculum level. To somehow compensate the
lack of official documents, secondary sources, such as country reports and regiona review,
have been used, in order to have a set of countries as large as possible. The type of sources
used is mentioned throughout the analysis whenever relevant.

Limitations of the study

The study does not claim to be comprehensive and exhaustive. The sample was not large
enough for generaisation and fair representation of sampled countries, and time allocated to
the study was insufficient to collect more data in a systematic way. The necessity to use
secondary sources, as mentioned above, clearly represents a limitation of this study. However,
data are sufficient to identify trends and “types’ of responses, and to make it possible, based
on existing research and evaluation on the effectiveness of curricular approaches, to discuss
likely consequences of HIV/AIDS curriculum on implemented programs in school and
classrooms.

1. What makesa “good” HIV/AIDScurriculum?

Although quality education is a shared goal, quality as a concept in the context of education
has always been difficult to define as it is complex and multidimensional®®. Most public
debates on the quality of education include concerns about a student’s level of achievement
and the ©elevance of learning to the world of employment’®, but also in regard of new
challenges brought by a changing world, HIV/AIDS being one of those challenges that
education has to address.

[Seein the appendices Table 1: HIV/AIDS prevalence, HI V/AIDSknowledge and sexual
behaviour of youth, school enrolment - most recent available data]

Some aspects of the background are aso crucia to develop HIV/AIDS curricula that respond
to the needs and some key-characteristics of the broader context of education. Regarding the
context, the level of HIV prevaence is a first indicator of the urgency and scope of the
problem. HIV prevalence data for young people are hardly available, and even for the genera
population these data are only evaluations. However, in al African countries of our sample,
Senegal, Ghana and Benin are the only three countries with HIV prevaence under 5% (see
table 1). All other African countries are above and have reached the level of a generalized
epidemic. HIV prevaence among the general population tends to be overall much lower in
the two other regions, but more detailed epidemiological data show that prevalence is very
high in some groups that are in contact with the general population (in particular commercial
sex workers and drug users) and that the epidemic could very easily spread rapidly among
other groups of the population, as it has in other context, in particular when poverty is high
and lack of health services widespread. These relatively low prevaence rates do not justify in
any case lack of action from the education sector.

® www.ibe.unesco.org/hivaids

® http://databases.unesco.org/| BE/IBEDOCS/

" http://www.ibe.unesco.org/I nternational/Databanks/Wde/wde.htm
8 Grisay & Mahlck, 1991

° Hawes & Stephens, 1990

10 The quality of learning and teaching in developing countries
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When looking at the few available statistics for younger population, the main finding is that
HIV prevalence is very low among children aged 10-14 and start to increase at this moment
(data not shown on the table), which corresponds to the starting age for sexual debut in many
countries (as shown in Table 1). These two sets of data are worth taking into account
serioudly, as they support an early intervention for HIV/AIDS education, before the onset of
sexual activity and among a group that is not yet infected by HIV. It is crucia not to miss this
“window of opportunity”. **

For the education system it has the implication, particularly in countries where children
sometimes start school when they are older, repeat classes or do not attend school regularly,
and do not have a linear schooling. Enrolment is also dramatically dropping at the end of the
primary level in many countries of our sample.

These data underline the importance for HIV/AIDS education to already start at primary level
and to comprehensively address issues directly related to HIV/AIDS aready at the 3° or 4"
year of school. In addition numerous studies on behaviors show that it is easier to promote
safer sexual behavior before the onset of sexual activity. Thisis the reason why this study aso
considers how HIV/AIDS education is included or not, and how, at primary school, so that
data are made available for children who are in the “window of opportunity”, not being
infected yet. We will also look at regiona differences and trends, as HIV prevalence, level of
knowledge about HIV/AIDSand age at sexual debut vary quite alot across regions.

Against this background, the question is. what makes a good school HIV/AIDS curriculum?
Quite an important stock of research on health education exists and some of it has examined
the criteria to evaluate the effectiveness of sexual and reproductive health education
programmes, including HIV/AIDS education, in changing behaviours. It is true that most of
this research work has been carried out in developed countries. Adjustments for cultural and
institutional differences in developing countries should certainly be considered before
applying directly its results in developing countries. However, and overal, it seems that many
results of scientifically sound research carried out in developed countries can still be applied
to develop and evaluate education policy and programmes in developing countries.

A summary review of literature shows that hedth (including HIV/AIDS prevention)
curriculum and school-based programs are more effective when:

1. The learning has been well planned in an explicit, written instructional
progranme, (comprised of required learning outcomes (curriculum), a
recommended set of teaching methods, selected teaching/learning materials
and a programme of teacher in-service) that is approved by the school board,
known by the school principal and followed by the teacher (King et a, 1990;
Allensworth, 1997).

2. Required or mandatory learning outcomes are described clearly in the
curriculum by the education authorities (King et a, 1990; Otis, 1996).

3. Theinstructiona time required to learn about HIV/AIDS, STD and sexudlity is
stipulated and adequate to achieve the required learning outcomes (Connell et
al, 1985; King et a, 1990; Butler, 1993).

4. Non-didactic teaching methods are recommended and promoted; exemplars are
included in the supporting curriculum documents (Saskatchewan Education,
1996; Shannon & McCall Consulting, 1990).

5. Therequired learning outcomes for HIV/AIDS, STD and sexudlity are part of a
comprehensive hedth or personal/socia development curricula (Kerr, 1989;
Neutenset al, 1991).

11 World Bank, 2002
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6. Students are offered additional opportunities to learn about HIV/AIDS, STD
and sexuality in related curricula such as family studies, physical education
and science (Ingtitute of Medicine, 1997; Centres for Disease Control, 1997).

7. Other opportunities for learning about HIV/AIDS, STD and sexudlity are
encouraged integrated with suggested interdisciplinary learning activities and
curricula (Health Canada, 1994).

8. Youth or student leadership through empowering opportunities related to
sexua health promotion is supported, implemented and monitored (Shannon &
McCal, 1997; Warren & King, 1994; Carr, 1996).

9. The requirements of teacher pre-service training relevant to HIV/AIDS, STD
and sexuality are made available to faculties of education for inclusion within
teacher pre-service programmes (Saskatchewan Education, 1996; Birch, 1994).

10. In-service teacher training is provided systematically to al involved teachers,
also crucia when new areas (such as HIV/AIDS prevention) and new teaching
methods (such as life skills education) are integrated in the curriculum (IBE
2004).

11. Positive teacher attitudes, beliefs as well as appropriate levels of comfort and
confidence are supported, implemented and monitored (Hamiliton &
Levenson-Gingiss, 1989; Health Canada, 1994).

12. There is a diffuson or implementation plan (Jubb, 1989;) that includes
provision to create supportive networks of school district and community
contacts as well as ongoing exchanges among teachers (Beazley et al, 1996;
Fullan, 1991).

13. Parental involvement in education and instruction is actively encouraged,
implemented and monitored (Kelsey et a, 1998; Brock & Beazley, 1995).

14. The involvement of community-based organizations, the local media and
community leaders is encouraged, implemented and monitored (Scollay et a,
1992).

Effective programmes are those that have had a positive influence on behaviour as regardsto
sexudity, drug use and non-discrimination, and not those that smply increased knowledge
and changed the attitudes of students. From the review of literature, the following is a
summary of the characteristics of effective curricula and programmes for HIV/AIDS
prevention education'?:

Base the intervention/programme on sound theoretical approach.

Focus on life skills with the aim of reducing risk-tasking behaviours,
particularly by delaying first sexua intercourse and encouraging protected
intercourse.

Concentrate on personaising risk through active participation of learners, by
using appropriate role-playing and interactive discussions.

Provide clear messages on sexua activity and discuss straightforwardly the
possible results of unprotected sex, and in equaly clear terms provide
comprehensive information on the ways to avoid such an outcome.

Explain where to turn for help, support and services (such as peers, school staff
and facilities, and outside facilities).

Provide occasions to moddl, practice communication and refusal skills useful
for self-protection and to build salf-confidence.

Address pressure from peers and society. Reinforce values, norms and peer
group support for resisting pressure, both at school and in the community.

12 Kirby (2001) provides an excellent summary of main characteristics of successful programs, based
on asystematic and in-depth review of US based programs; the review by UNAIDS (1997) also
provides such review, that includes devel oping countries.
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Provide sufficient time for classroom work and interactive teaching methods
such asrole-play and group discussions.

Select teachers and peers who believe the programme and train them.

Start at the earliest possible age with adapted messages and teaching methods,
and certainly before the onset of sexua activity.

Against this background, the question arises, how should the education system respond to
HIV/AIDS?

2. Policy framework for HIV/AlIDSeducation sector response

Severa policy levels are taken into consideration: at the country level, the existence of a
national multi-sectorial HIV/AIDS policy, and accompanying strategic plans that mentions
clearly goas and ways to prevent the spread of HIV and to reduce its impact in the country
(level 1). Roles and responsibilities of the education sector may be mentioned in some
national policies and they have been reviewed in this analysis. However, general HIV/AIDS
national policies and strategic plans have not been analysed in detail. (Table 2.1).

The policy framework specific to the education sector comprises of the policy level (level 2)
and the dtrategic plan (level 3), two levels that are considered crucial for an effective and
national implementation of HIV/AIDS education in school settings.

2.1 HIV/AIDSEducation sector policiesand strategic plans

National policy frameworks for the education sector define with varying level of detail the
specific goals, tasks and resources for developing and implementing a national response by
the education system to the challenges posed by HIV/AIDS Some countries do not yet have a
formal policy framework as such, but have developed guidelines and adopted directives for
their education systems. The level of comprehensiveness of the policy framework in the
education sector (table 2.2), as well as its scope, or areas covered, (Table 2.3) are reviewed
and analysed in detail whenever official documents were available.

[See in the appendices Table 2.1: HIV/AIDS Education sector policies and strategic
plans]

All countries under review have a HIV/AIDS nationa policy and/or strategic plan at national
level, except for Brunei and Malaysia,*® for which we could not find such written document.
These policies and framework are often multisectoral and many of them include some general
provisions regarding the education sector. In some countries, such provisions are contained in
a nationalnl4 multi sectoria policy document usually under the leadership of the National AIDS
Council.

In contrast, not all countries have adopted a specific HIV/AIDS policy framework. The Sub-
Saharan Africa region is clearly ahead of the two other regions in terms of the number of
countries having developed a specific HIV/ADS policy framework for the education sector
and in terms of comprehensiveness of such framework (almost two third of half Sub-Saharan
African countries have a national multisectoral HIV/AIDS policy and a policy and plan for
the education sector).

13 We could not find any data on such policy for Brunei. In Malaysia, some policy documents exist, but
it seemsthat they do not constitute yet a policy as such.
4 This aspect has not been reviewed in detail here.
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A few countries seem to have developed a strategic plan for the education sector before
having developed a palicy for the education sector: Ghana, Mozambique, Senegal, Uganda,
Cambodia, Thailand and Haiti.

Overall, one third of the countries of our sample have adopted a complete HIV/AIDS policy
framework (3 levels). Two additional countries have made good progress in developing such
aframework

In Sub-Saharan Africa, out of 18 countries, 9 have adopted a HIV/AIDS policy for the
education sector and 2 are currently developing such policy. Thirteen countries have a
HIV/AIDS strategic plan for the education sector. Two countries (Cameroon and
Tanzania) that do not have an education sector HIV/AIDS policy or strategic plan have
national multisectoral policies that clearly mention the role of the education sector in
responding to HIV/AIDS"™ We could not find data for 3 countries (Angola, Benin, and
Swaziland). All countries that have a HIV/AIDS education sector policy have a
comprehensive approach that includes a national multisectoral HIV/AIDS policy, and a
policy and strategic plan specific to the education sector.

In the AsiaPacific region, only a minority of countries have an education sector
HIV/AIDS policy or strategic plan in place. Indonesia seems to be the only country with a
comprehensive framework, whereas Cambodia is developing a complete policy
framework for the education sector. China, Vietnam and Thalland have either an
HIV/AIDS policy or a plan specific to the education sector. Three countries more: (India,
Mongolia and Philippines) have no HIV/AIDS policy or framework in place for the
education sector but have national multisectora policies that clearly mention the role of
the education sector in responding to HIV/AIDS.

In the Latin AmericalCaribbean region, only one country of our sample, Brazil, has a
HIV/AIDS policy specific to the education sector. It is aso the only country that has a
complete HIV/AIDS policy framework. The Bahamas has a national multisectoral policy
that includes clear provisions for the education sector, whereas as Columbia and Chile
have included HIV/AIDS in their national policy on sexua and reproductive health (such
policy being promulgated by the Ministry of Health in Columbia and the Ministry of
education in Chile). Chile and Haiti are the 2 other countries that have started to develop
a HIV/AIDS policy framework specific to the education sector.

A comprehensive HIV/AIDS policy framework that has certainly been identified is one
important condition for an effective HIV/AIDS response by the education sector. However,
the quality of the content and orientation of this framework is aso important.

15 Other National multisectoral policies may mention the education sector, but we decided not to
mention it for countries that have a specific education sector HIV/AIDS policy framework
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2.2 Comprehensiveness and scope of HIV/AIDSeducation policies and strategic plans

We reviewed areas of concerns that are explicitly addressed in the policy framework.™® Seven
different areas of application emerged from the documents that were available to us. All of
the education specific policies or strategic plans address at least one of the following seven
main aresas.

1) Provision for reviewing/monitoring process of the policy/plan implementation.
2) Provison to address the impact of HIV/AIDS on the education system.

3) Prevention as agenera purpose for HIV/AIDS educetion.

4) Recommendations/provision to include HIV/AIDSin the curriculum.

5) Support for teachers and schools staff, including teachers training.

6) Incdusion of community resources in school settings.

7) Fight against stigma and discrimination.

A few other issues are explicitly addressed by policies and plansin afew countriesin relation
with HIVAIDS prevention, in particular gender issues and peer education.

We considered that policy frameworks covering 6, 7 or 8 areas were comprehensive, those
covering 4 and 5 areas were fairly comprehensive and those covering less than 4 areas were

not comprehensive. To get a more complete idea of the kind of contents that were addressed

by policies regarding the role and responsibilities of the education sector, we also included

countries that did not have a specific education policy framework (levels 2 and 3) but that did
mention explicitly the education sector’ s roles and responsibilitiesin their national HIV/AIDS
policy (level 1).

[Seein the appendices Table 2.2 : Level of comprehensivenessof education sector
HIV/AIDSpalicies and plans]

Out of 28 countries that explicitly mentions roles and responsibilities of the education sector,
haf (14 countries) have a comprehensive approach, one third have a fairly comprehensive
approach (9 countries), whereas the remaining 5 countries have an approach that is not
comprehensive.  All countries from the Sub-Saharan region have very comprehensive or
fairly comprehensive approaches, except for Cameroon (for which only secondary source was
available). From the documents that were available to us, countries from the Asia/Pecific
region seem to have a less comprehensive approach, whereas Latin America and the
Caribbean countries seem to have falen behind planning comprehensive policies (athough
we aso had less primary sources available for these countries). Their policy framework in the
education sector is also less developed, which may aso be part of the explanation for these
results.

2.3 Scope of education sector HIV/AIDS policies and plans

The area that is more often explicitly addressed by policies and strategic plans in the
education sector refers to the role of education to provide HIV/AIDS prevention in schools
(Dimension 3), mostly with students as the main and primary target group: al the countries
that have an education specific policy or strategic plan consider education to HIV/AIDSas
being a genera goa and afundamental aspect of education policy (Table 2.3). Provisions to
include HIV/AIDS education in the curriculum (Dimension 4) and to support teachers and
school staff (Dimension 5) come next. On the other hand, the three aspects less commonly
addressed are the inclusion of community resources to support education in addressing

16 Some data may be missing for the countries for which we had only secondary sources available (in
italicsin our tables) of for which data were altogether missing.
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HIV/AIDS (Dimension 6), provisions to address the impact of HIV/AIDS on the education
system (Dimension 2) and provisions to address stigma and discrimination (Dimension 7).

Frequency of the main seven aspects addressed explicitly by HIV/AIDS policy frameworks

for the education sector (by region: Sub-Saharan Africa/ Asia/Pecific/ Latin

Americal/Caribbean) (n=28):

1. Prevention as agenera purpose for HIV/AIDS education (Dim 3): 27 countries (14/8/5)

2. Include HIV/AIDSin the curriculum (Dim 4): 24 countries (14/8/5)

3. Support for teachers and schools staff, including teachers training (Dim. 5): 23 countries
(13/8/2)

4. Provision for monitoring process of the policy/plan implementation (Dim.1): 17 countries
(12/411)

5. Inclusion of community resources in school settings (Dim. 6): 15 countries (11/3/1)

6. Provision to addressimpact of HIVV/AIDS on the education system (Dim. 2): 13 countries
(9211)

7. Fight against stigma and discrimination (Dim. 7): 12 countries (8/4/0)

When comparing the countries whose education policies and strategic plans have a
comprehensive scope (6-8 dimensions, table 2.2) with the ones that have a complete set of
policies and strategic plans (al 3 levels, table 2.1), eight African countries'’, one Asian
country (Cambodia) and one Latin-American country (Brazil) are highlighted.

[Seein the appendices Table 2.3 Scope of education sector HIV/AIDS policies and plans]

The other countries that also have a comprehensive scope (6-8 dimensions, table 2.2) are
Ghana, Mongolia, Philippines and Thailand. These countries, however, do not have a
complete set of policies. This is characteristic of countries whose policies are very complete
and therefore is not needed to be completed by other policies or strategic plan.

Dimension 1: Provision for a reviewing or monitoring process of the policy implementation.
This provision comes in fourth position in respect with its frequency in policy frameworks
specific to the education sector (17 countries out of 28). The reviewing or monitoring process
may be more or less comprehensive. Only a few countries seem to have a comprehensive
system to review all the aspects of the implementation of their HIV/AIDS education policy,
South Africa being the best example. Most other countries review only some elements of their
response, and limit it to process evaluation (and not to impact analysis or efficiency anaysis).
It is however encouraging to see that almost three quarters of the countries have some kind of
provision for reviewing their policy framework or to monitor its implementation. Capacity-
building in this area certainly needs to be strengthened, so that policies will be actually better
implemented than they are currently. A better integration of policy level and
programming/implementation level seems necessary, A good policy being also a policy that is
efficiently implemented.

Dimension 2: Provision to address the impact of the HIV/AIDS on the education system.

Addressing the impact of HIV/AIDS come in sixth position, less than half of the countries
having included it (13 countries out of 28). It concerns al aspects related to the management
and planning of the education system, to dlow it to fulfil its roles and still deliver quality
education; despite the burden of the epidemic (for instance one important aspect in regard
with the HIV epidemic is to make sure that enough teachers are trained to staff al schools).
Almost half of the countries for which we had data have this provision. It appears more
frequently in the African countries (9) than in the Asan/Pecific (2) or Latin-
American/Caribbean countries (1). Except for two countries for which we could not find such

17 Botswana, Mozambique, Namibia, Nigeria, South Africa, Uganda, Zambia, Zimbabwe.
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provison (Botswana and Tanzania), dl the sub-Saharan countries have this provision
explicitly integrated in their education policy or strategic plan. This is encouraging because it
demondtrates that the governments acknowledge the importance of addressing the impact on
the education sector. Concerns may however exist on the capacity and resources available in
many affected countries to collect data that are needed to address the impact of HIV/AIDS
and plan an effective response. Resources are available at the internationa level to support
affected countriesin this endeavour.

Dimension 3: Prevention as a general purpose of HIV/AIDSeducation

Not surprisingly thisis the most common dimension mentioned as an explicit and overal goal
and responsibility of the education sector in most policy frameworks (27 out of 28 countries).
School children are the main target of school-based prevention, although teachers and school
staff are also sometimes mentioned (in these cases, we considered that this represents aform
of support to teachers (Dimension 5)). Maaysa is the only country for which we could not
find this dimension, but we could consult only secondary sources.

Dimension 4: Recommendations or provision to formally include HIV/AIDSin the curriculum
at national level.

This dimension comes second and this is dso encouraging (24 out of 28 countries). As we
will see below, curriculum status goals and contents may however differ in an important way
across the countries under study. Four countries that do not mention this provision in their
policy framework either have a weak or still underdeveloped policy framework (India,
Malaysia, Colombia, and Haiti). The fifth country (Brazil), on the opposite, has a strong and
well developed framework, but afedera political structure that may explain this absence.

Dimension 5: Provide support to teachers and schools staff or teachers training.

Teacher training comes third in term of frequency (23 out of 28 countries). Training teachers
well is certainly key to successful implementation of HIV/AIDS education in schools. Other
kinds of support are however aso crucia for teachers and other school staff, in particular the
provision of relevant preventive information and skills, counselling and care services, so that
they can protect themselves from getting infected and continue their work when infected. The
protection of their rights and fight against discrimination are also important aspects of this
support. A stronger ingtitutional legitimacy to teach HIV/AIDS education in particular
through HIV/AIDS curriculum development will also help them in their difficult task of

providing HIV/AIDS education to their students.

Dimension 6: Inclusion of community resources in school settings.

This dimension comes in the fifth position (15 out of 28 countries). Inputs from the non-
formal sector and NGOs may be important resources, in particular at school level, in settings
where the education sector is further stretched to (or beyond) its limits to deliver basic
education. These inputs often allow innovative approaches to be developed and implemented
at local level into the classrooms and the schools as a whole. They can provide a contribution
and support to teachers that have to adapt to a new and difficult topic and to new teaching
approaches without the necessary training and support. All but three African countries, four
Asian countries and one Latin-American country (Brazil) mention community resources in
their policy.

Dimension 7: Address stigma or discrimination.

This is the least frequently mentioned dimension to be explicitly included in policy
frameworks (12 out of 28 countries). It is however an important dimension, as sigma and
discrimination, within a community or at country level, leads to silence and denial. Stigma
and discrimination may also hinder the development and implementation of good HIV/AIDS
policies and programmes.
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Other dimensions: integration of gender in education policy framework

Seven countries, six from the Asia/lPacific region and one from Sub-Saharan Africa, integrate
explicitly gender in their education policy framework. These are Cambodia, China, Mongolia,
Philippines, Thailand, Vietnam and Mozambique. This result is also a reason for concerns, as
gender inequdity fuels the epidemic, by putting girls and women at higher risk of getting
infected.

3. HIV/AIDSeducation in the curriculum

This section examines the results and analysis in relation to curricula of primary and
secondary schools for selected countries in Sub-Saharan Africa, East Asia/Pacific and Latin
Americalthe Caribbean. Officia curriculum documents were not available for al countries
and some secondary sources have been used (countries in Italics in Table 3.1). At this stage
we did not take into consideration existing teaching and learning materia. The findings are
reported under the following sub- headings.

Inclusion of HIV/AIDS in official curriculum
Approaches employed

Status of HIV/AIDSIn curriculum and time alocation
Subjects where HIV/AIDSis located

HIV/AIDS Goals as mentioned in curriculum documents
Thematic areas of HIV/AIDS in curriculum

It is necessary to note first that curriculum structures and syllabi may differ quite importantly
across regions. Some of these documents are more detailed than others, some include all
subject areas in one document whereas others provide one document with general goals and a
set of documents presenting each a subject area in a separate subject curriculum. In some
cases, we did not find the syllabus that should have accompanied the curriculum. Subject
areas are labelled differently across countries. Subject areas may be combined under a more
genera label such as socia science, or heath education, thus comprising various specific
topics to be taught, without always providing all detailed information on those topics. Time
alocation in particular is often missing from the documents under review. The relative
importance of subjects, particularly in new subjects in the curriculum, a typical example is
HIV/AIDS education), is not aways accordingly reflected in the curriculum. Findly, the
status and other features of a curriculum are often difficult to grasp.

3. 1Inclusionin the curriculum

Most countries are certainly concerned about the impact of HIV/AIDS and mention
HIV/AIDS prevention as being part of the curriculum and a subject that should be taught.
HIV/AIDS education is surprisingly mentioned almost as often in the primary curriculum as it
isin the secondary curriculum (table 3.1). However, it appears that it isincluded only during
the last years of primary education, when most children are aready in their teenage years (not
shown in table 3.1). Moreover, HIV/AIDSeducation is often mentioned in avery genera way
and it is not always easy to understand from officia curricula or secondary sources, how
exactly HIV/AIDS education is integrated.

[Seein the appendices Table 3. 1 Inclusion of HIV/AIDSin official curriculum]
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Except for six countries (Angola, Lesotho, Mozambique, Nigeria, Tanzania and Zambia),
most documents show that the inclusion was done aready in the 1990s (data not shown in
table 3.1)

In Sub-Saharan Africa, most countries have included HIV/AIDS in officia curriculum at
both primary and secondary levels, except for two countries, Angola and Mozambique,
which are in the process of reviewing their school curricula and will integrate HIV/AIDS
in the course of the review process.

Two countries have not yet integrated HIV/AIDS in their curriculum in the AsialPacific
region (Brunei and Myanmar) whereas three other countries are in the process of
integrating it (Mongolia, China and Malaysia).

In the Latin America/Caribbean region, two countries do not have HIV/AIDS education
at primary level (Chile and Peru), and one does not have it at both levels (El Salvador).

In large federa states, school curricula are under the responsibility of state or province
governments. Therefore, the incluson of HIV/AIDS education may not be uniform. For
instance, in India and China, such education is still missing from the curriculum in many
states or provinces. In contrast, in Brazil and Nigeria, national provisions have been made to
include HIV/AIDS education in schools of al states. Its actua implementation may however
still vary quite importantly over the nationa territory.

In countries where prevalence is still relatively low compared to Sub-Saharan Africa, and
where Isamic and Catholic religions play a strong role in shaping strict society norms in
general and in particular school curricula, the integration of HIV/AIDS in the curriculum
seem to be dower. These countries appear indeed to be more reluctant to integrate HIV/AIDS
education. The content and scope of HIV/AIDS education, once introduced, may as well be
influenced negatively by these religious factors.

The inclusion of HIV/AIDS in the curriculum certainly indicates the intention of governments
to address HIV/AIDS prevention through the school system. However, HIV/AIDSeducation
is often mentioned in a very general way. Its goals are also very broadly defined and often
quite ambitious. Moreover, most of the time, no precise provison is included in the
curriculum regarding its implementation. Such situation is worrisome in a context of policy
with very ambitious goals, of curriculum that are already overcrowded and teachers aready
overextending their capacity to teach the existing program. Such situation often results in a
poorly implemented curriculum, if implemented at all.

However, countries that did not yet formaly include HIV/AIDS in their curricula, may be
implementing HIV/AIDS education programs a school level. In other words, lack of
incluson of HIV/AIDS in the curriculum does not necessarily mean total absence of such
education.

A last feature observed is that of a specific HIV/AIDS curriculum indicating how to integrate
HIV/AIDS education in the existing curriculum, but generally without providing
specific time allocation, not revising the actual school curriculum to fully
acknowledge the integration of the new subject.
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3.2 Goalsof HIV/AlIDSeducation as stated in the curriculum for primary and secondary
schools

Most countries integrate written HIV/AIDSgoals and objectives for HIV/AIDS education in
their curricula for both primary and secondary schools (see Table 3.2). The
comprehensiveness and relevance of the goalsis yet another aspect to be closely looked into.

Both in primary and secondary schools, where we were able to get hold of either the officia
curricula or syllabi, there are fairly acceptable goals and objectives written in the documents.
However, there are some documents in both primary and secondary whose goals and
objectives are not observable and not measurable.

[See in the appendices Table 3.2: HIV/AIDS Goals in primary and secondary schools
curricula]

The most common goal to be found in all documents is the need to transmit knowledge
that will help learners to protect themselves against HIV/AIDS Most curricula explicitly
make reference to the risk of becoming infected with HIV, thereby mentioning modes of
transmission and spread of HIV/AIDS Some curricula include topics like casua
relationships, having sex with workers, the injection of drugs and the sharing of needles
(thisisfound in some documents in Asia). Maodes of prevention are also mentioned.

Both primary and secondary levels curricula take into consideration to some extent the
learning level of students. Based on the available curricula and syllabi, there are few
countries that have considered students™ severa learning domains — knowledge, skills and
attitudes. Some of these countries (Botswana, Kenya, Lesotho, South Africa, Malawi,
Nigeria, and Zimbabwe) follow a coherent learning domains structure and address
knowledge, skill and attitudes levels in their curricula for both primary and secondary
levels.

Other curricula and syllabi reviewed which appear not to have taken students into
consideration in terms of the level of the learning domain and address only one or another
learning domain.

3.3 General approach used

A wide range of literature identifies four main approaches for incluson of HIV/AIDS
education in the curriculum:

1. HIV/AIDS as a stand-alone subject, clearly labelled and including al aspects of
HIV/AIDSeducation,

2. HIV/AIDS as integrated in one main carrier-subject that will contain most of the
materia to be learned;

3. HIV/AIDSas acrosscurricular issue, integrated in a few subjects clearly defined as
containing some specific aspects of HIV/AIDS education, in a complementary and
coordinated approach,

4. HIV/AIDS infused throughout the curriculum with, or without any specific mention
of HIV/AIDS in specific subject areas, and in generd without defining how to
provide a comprehensive and coordinated approach of al topics related to
HIV/AIDS

A fifth possibility may aso be observed, but is not considered here as a curriculum approach,
asit isbased on extra-curricular activities, that are in genera not carried out by school staff,
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are not taking place during the school schedule, although they may make use of the school
premises. Such activities exist in many countries to substitute for missing curriculum
activities or to complement those. The education systems, at different levels (Ministry,
provincia direction and schools) tend to have mixed “feelings’ towards such activities: on the
one hand they complement, or provide what the education system offers or not able to offer,
but on the other hand, it is difficult to coordinate and to control the contents of such activities.

[See in the appendices Table 3.3 Approaches employed by Region — primary and
secondary levels|

Available documents (country reports, policies and framework documents and syllabi)
show disparity in how the terms are used for these four approaches, claiming for instance
that HIV/AIDS is a stand-alone subject infused throughout the curriculum, or that this
approach is cross curricular but then HIV/AIDS hardly appears in the syllabi or in any
subject specific curricula. This could be a sign of some conceptual confusion. But it may
aso be in some countries the result of an incrementa process of inclusion of HIV/AIDS
in the curriculum over the last few years, integrating some instruction on HIV/AIDS a
several places, without keeping a clear and general overview. The introduction of life
skills education has also contributed to blur the picture in certain cases. In some countries,
it may also mean that severa approaches are used concurrently: HIV/AIDS in a carrier
subject and also infused throughout the curriculum.

The two main curricula approaches are to include HIV/AIDS in one main carrier subject
or to distribute the contents over afew subjects, theoretically in a coordinated manner, to
achieve a comprehensive coverage of the subjects. The main carrier approach tends to be
more common in the Asia/Pacific and in the Latin-Americal Caribbean regions.

The stand done and infused approaches are clearly the less common approach in Sub-
Saharan Africa and has not been adopted anywhere in the two other regions.

Some countries have designed a HIV/AIDS curriculum that is technicaly not a
curriculum and could be confused for a stand-alone approach. However, more of these
documents are .either guidelines as to how to integrate and address HIV/AIDS or provide
examples of activities that altogether achieve quite a comprehensive coverage of the
subject. More importantly, these documents do not provide time allocation nor clear
placement in the official curriculum and cannot be implemented as such in most cases.
They may certainly be very useful documents, once formally integrated into the
curriculum.

Extra curricular approaches are generally mentioned as a way to complete and
supplement the officia curriculum. Involvement in various extra-curricular activities may
support and stimulate students towards behaviour change when engaged in debates and
other activities, either at their schools or within their communities. In some countries,
extra curricular activities may represent almost all HIV/AIDS education that children are
going to receive. Thiswas the case in Mozambique before the reform of the curriculum.

The rational for supporting infused or “wide” cross curricular approaches is that HIV/AIDS
runs across and affects all aspects of life and should therefore be integrated throughout the
curriculum. The risk with such an approach is that, responsibility to teach and provide the
necessary information and skills to children is diluted and that none actually provides relevant
HIV/AIDS education.

It is also relevant to note at this point that the infused approach is generally evaluated as
potentially quite ineffective and expensive. Ineffective, because it usually implies that no time
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is dlocated specifically to HIV/AIDS, and it is therefore easy to skip atogether, or just to
forget about it. Such approach aso requires an important amount of coordination when
severa teachers are involved to achieve a comprehensive and coherent coverage. It is aso
quite expensive, as all teachers need to be trained to be able to address the subject (that is not
an easy one), and to answer questions that may aso be quite tricky. This issue may also be
relevant for cross-curricular approaches that integrate HIV/AIDSin more than afew subjects.
An infused approach may however make sense when only one a few teachers are involved in
the delivery of the whole school program, asit is often the case at primary level.

The two other approaches aso have their draw backs and difficulties. The cross-curricular
approach aso involves training an important amount of teachers and coordination between
the subjects so that coherent coverage is secured. The main carrier subject approach involves
the risk of limiting coverage, for instance to scientific and technical aspects when integrated
in science subjects. When integrated in social science, the risk is aso to see very little time
dedicated to HIV/AIDS the scope of the subject area being so wide and offering so many
possibilitiesto skip severa subjects.

Whatever the selected approach is, HIV/AIDS being a relatively new and sensitive subject,
most teachers need appropriate training to be equipped with the necessary skills and
knowledge. They may need in addition, support from more experienced and specialized
resource persons, such as those having being trained in community HIV/AIDS programs.

3.4 Timeallocation and statusof HIV/AIDSeducation

Adequate information on time alocation and status is missing from most reviewed
documents. Information on assessment of learning outcomes is also very general.

[Seein the appendices Table 3.4 Time allocation and status of HIV/AIDSin curriculum
in primary and secondary schools]

Time allocation

Little information is provided on the actua time alocation to HIV/AIDS education in the
school programme in most countries. All Asia-Pecific countries have not indicated any time
alocation and this makes it difficult to quantify and qualify the effectiveness of the inclusion
of the content. No adequate information on time alocation to HIV/AIDS education were
available except for a few countries in Sub-Saharan Africa (Maawi, Namibia, South Africa,
Swaziland, Zimbabwe).

Time alocation is stipulated or recommended more often in primary schools than in
secondary schools especidly in Sub-Saharan Africa countries.

Overdl, the average time indicated for HIV/AIDS education among countries was found
to be 46 minutes mr week for primary school and 50 minutes for secondary school.
However, it should be noted that these countries teach HIV/AIDS education integrated
within other existing subjects dedicated to many issues and contents, such as socia
sciences or life skills education (see Table 5). This means that actua time allocated for
HIV/AIDS education may very likely be very minimal.

Lack of data may also be the sign that no specific time is allocated to HIV/AIDS. In other
words, it is not scheduled. As HIV/AIDS is often just added to an aready crowded
curriculum, lack of time allocation or too little time allocated is worrisome. Too little
alocated time is also important as HIV/AIDS aso requires an interactive approach that can
hardly be used if only one period is available.
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Satus of HIV/AIDS education
Many countries for which data were available indicate that HIV/AIDS education is
mandatory, but that only few have made it an examinable subject.

When it is mandatory and examinable, it is within a much larger subject area, which
reduces the likelihood of being taught and evaluated, or makes teaching very likely to be
limited to very basic factual knowledge. As a consequence HIV/AIDS education teaching
may be given alow priority in schools.

The results aso indicate that in secondary schools HIV/AIDS education is more often
regarded as mandatory than in the primary schooal.

Although many countries indicate that HIV/AIDS education is mandatory in schools, the
mode of assessment is not clear.

Most countries indicate that HIV/AIDS component is integrated in the school curriculum in
one, or severa other subject areas. This means that there will be one question or two in the
overall assessment of the subject where HIV/AIDS has been incorporated. Many countries
aso integrated HIV/AIDS in life skills education that is an approach for which assessment
processes have not yet been clearly established. Overall, the status of HIV/AIDS education
appears to be quite weak and given relatively low weight in the curriculum, in terms of time
allocation, mandatory and examinable status.

4. Subjectswhere HIV/AIDSislocated in primary and secondary schools

For this section and the next one, teaching and learning material were aso reviewed in
addition to curricula and syllabi, in order to have a more detailed and complete information.
Labelling may aso differ across countries; in particular we considered a wide range of labels
under “socia science” (Table 4) and included for instance Social and Devel opment Studies or
Environmental Studies).

[Seein the appendices Table 4: Subjects whereHIV/AIDSislocated, at primary and
secondary levelg|

The three most common subject areas where HIV/AIDS education has been included, at
both levels, are Life skills education, Physical and health education, and Natural science.
Actudly, most countries in the Sub-Sahara Africa and Asia/Pacific regions have included
HIV/AIDS education in life skills education, whereas such approach is not mentioned
once in the Latin/American Region.

Guidance and Counselling is not often mentioned in both primary and secondary schools
in all countries in the study, except for Botswana and Lesotho, where it is taught in both
primary, and secondary schools. These aspects were however often mentioned at the
HIV/AIDS policy level (education sector).

There are other subjects, in particular art subjects, which are not reflected in Table 4,
which integrate HIV/AIDS at both school levels: Dramatic arts in secondary school
(Nigeria) and in Namibia, Nutrition and Agriculture (carrier subjects) and Arts are taught
in primary schools. HIV/AIDS is dso integrated in Music in secondary school in the
Philippines.
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Countries that have adopted a main carrier subject approach have aso integrated some
elements of HIV/AIDS education in other subject areas. Main carrier subject may be:

Population and family life education/orientation (4 countries a primary level and 6 at
secondary level): the most common option for carrier subject, in particular in the
Latin America/Caribbean region. This subject is rarely in the other approaches or asa
complement to HIV/AIDS education (Lesotho and Brazil). It has been usualy
designed to also include all issues related to sexual and reproductive health and often
existed before the HIV/AID S epidemic got much attention from schools.

Physical and health education (5 countries at primary levels and 2 at secondary
level): most common in the AsialPacific and Latin America/Caribbean regions than in
Sub-Saharan Africa. Physical and health education is overall the second “favourite”
carrier subject

Life skills education (2 countries at primary level and 3 a secondary level)

Natural science (1 country at primary level and 3 at secondary level)

Social science (1 country at primary level)

Religiousand civic education (1 country, at secondary level)

Life skillseducation is considered to be an effective approach as it alows interactive teaching
and participatory learning, which may not be the case in other subject areas. Life skills
approach is encouraged since it alows a less formal way of taking about HIV and for
practicing and modelling skills. However from other studies and field work, *® it appears that
life skills education is an approach that is not yet aways well understood in particular in term
of pedagogica implications, in particular regarding interactive teaching methodology,
participatory leaning processes and adequate time allocation that such approach requires.
Interactive teaching and participatory learning may daso happen in the Latin
American/Caribbean region, but without being labelled “life skills education”. The general
incluson of HIV/AIDS education Life skills education may aso be somehow donor driven,
as this seems to be the approach favoured by most international agencies and other donors.

Integrating HIV/AIDS education under Health education may indicate that HIV/AIDS s still
considered mainly a health issue. The advantage may be that a sound life skill approach may
be more likely to be adopted, but the disadvantage when HIV/AIDS is integrated in health
education, or science subjects for the matter, is that the technical aspects of HIV/AIDSmay
till be too much emphasized and social and mora sides of HIV/AIDS be ignored.

Population and family life education/orientation has been usually developed and
implemented before the HIV/AIDS epidemic got much attention from schools, to address
mainly issues of sexual and reproductive health. The advantage of such an approach is that
contents related to sexuality may be addressed in a more relevant way than most other subject
areas could do, but it may also be addressed within a scope that is too limited and focused on
sexuality. It is interesting to notice that such an approach has been chosen in countries with
strong religious influences on society (Latin American countries and Nigeria and Malaysiain
particular). It may represent a way for the school to exert atight control on the contents of
such teaching.

Guidance and counselling seems to be one area where more attention should be drawn by
schools. Both students and teachers have expressed a clear need for a place within schools or
easily accessible for students and staff where they may receive advice and counselling for
choosing safer life options and accessing needed services, such as HIV/AIDS testing, care
support or even treatment as those will become more available. Counsellors are needed in
schools where HIV/AIDS orphanhood is rapidly increasing and support and comfort from a
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mediator is needed to replace parents and guardians support that is missing atogether.
Ancther important emphasis on guidance and counselling is in connection with the training of
counsellors. Issues of counselling, support and comfort are not addressed yet in the majority
of curriculum or teaching and learning material for HIV/AIDSeducation.

5. Specific contents and thematic areas of HIV/AIDSeducation

When looking at Table 5 below, the multitude of concurrent (or paralel) subject areas in
which HIV/AIDS education is integrated is impressive. This concurrence may however runs
the risk that such integration in multiple subjects will give students fragmented information
and eventually incomplete information.

[Table5: Thematic areasof HIV/AIDSin curriculum at primary and secondary levels]

Content coverage of HIV/AIDS curriculaisin the following themes: *°

Basic scientific knowledge (all countries)

Ways of transmission and prevention (all countries)

Awareness (11 at primary level and 13 at secondary level)

Care and treatment, including ante retroviral viral therapies (ARV) (10 at primary
level and 7 at secondary level)

Stigma and discrimination (9 a primary level and 7 at secondary level)
Information on available services (9 at primary level and 7 at secondary level)
Gender issues (7 at primary level and 5 at secondary level)

The results show that the two most common thematic areas covered in curricula, at both level
of education are basic scientific knowledge and information on ways of transmission and
prevention. Basically all countries for which information was available include predominantly
basic scientific knowledge and ways of transmission and prevention of transmission of
HIV/AIDS Awareness (of the risks of getting infected) and information on care and
treatment are the two areas mentioned next. The topics of stigma and discrimination,
information on available services (to get counselling or be tested for instance) are less often
included. Gender is the topic less often cited.

Overdl, the scope covered by HIV/AIDS education appears to be more complete at both
primary and secondary levels in Sub-Saharan Africa than in the two other regions. There is
however room for improvement especiadly for gender issues, awareness, stigma and
information on services. More detailed information needs to be collected for the two other
regions in order to better evaluate the quality of the scope of HIV/AIDSeducation.

Basic factual knowledge on the virus as well as on ways of transmission and prevention is
certainly needed, but knowledge and awareness alone do not lead to necessary adoption of
safer behaviours. It is essential that such knowledge is completed by skills that students must
acquire in order to prevent becoming infected with HIV. Similarly, a lecture about AIDS
(“Talk and chak”) will not be sufficient to make sure that students develop the complex
understanding and skills they will need to avoid becoming infected. It seems also important
that HIV/AIDS education includes also al other aspects as well. Stigma and discrimination
lead to fear, silence and isolation, and hamper reaction of solidarity towards those affected by
the epidemic. Gender inequality and gender related violence are also considered to be fuelling

19 For some countries learning and teaching material has also been used to be able to provide more
detailed information
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the epidemic and putting women and girls particularly at risk. These are chalenges that have
to be addressed by HIV/AIDScurricula

6. Teacher training

A review of teacher training schemes put in place to respond to HIV/AIDS could not
besystematically performed. However, data from a 3day seminar with teacher trainers and
curriculum developers from nine Southern African countries” provide a first insight of the
challenges and needs to train teacher to deliver relevant HIV/AIDSeducation.

In al nine countries, teacher training for HIV/AIDS education appears to be insufficient. In
some countries HIV and AIDS prevention has been integrated in pre-service teacher training
curricula. However, nationa strategies to integrate pre-service and in-service training seem to
be particularly lacking. Among the nine countries of the region, several have no formal in
service and pre-service training that has been put into place to train teachers.

Although reactions from the teachers to the introduction of HIV and AIDS prevention at
school are in genera positive, it is percelved as challenging: it represents an additional
task in an aready crowded curriculum, teachers fed ill-prepared to deliver such a
sensitive topic. It seems that teachers themselves do not feel that they have the necessary
knowledge and skills nor sufficient legitimacy to teach HIV/AIDS education.

Teachers are exposed to critics from parents and the community and often lack support
from school authorities. There are aso opinions in some communities that teachers
should not teach subjects related to sexuality.

Lack of commitment from teachers, since HIV and AIDS is not a mandatory subject in
itself, has a so been mentioned as an additional barrier to teaching HIV/AIDS education.

Many of the implemented programmes are still in their infancy, and need to be up-scaled
and implemented more systematically.

Linkages between HIV and AIDS curriculum development and teacher training appeared
tenuous.

Strong leadership of ministries of education is essential, as well as the assessment, and
provision for adequate funding, in order to develop and rapidly implement effective training
programs that will reach al teachersin need of HIV and AIDS training.

7. Towards development and better implementation of HIV/AIDScurriculum

The results regarding the integration of HIV/AIDS education in the curriculum could provide
a fase feeling of achievement: “after dl things are not so bad”. It is true that HIV/AIDS
education is often mentioned in the officia school curricula, and that those state quite
ambitious and relevant goals for it.

7.1 Main weaknesses of inclusion of HIV/AIDSin the curriculum

However, on the one hand curricula*only” represent what is intended to achieve, and on the
other hand, in the case of HIV/AIDS education in most of the countries under review, existing
curricula often remain very genera and do not provide the conditions for a strong and

effective implementation, as shown by this review:

20 Angola, Botswana, Lesotho, Malawi, Mozambique, Namibia, South Africa, Swaziland, Zimbabwe
(see hibliography: IBE 2004).
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HIV/AIDS education has been added in an already crowded curriculum, without
making room for it.

Curricular approaches and their pedagogica implications appear to be somewhat
blurred.

HIV/AIDS education is included in wide subject areas, without being specifically
scheduled within these subject aress.

Subject areasincluding HIV/AIDS education are often mandatory and examinable
subject, but no provision are made to make sure that HIV/AIDS education is taught
and that learning outcomes are examined meaningfully.

Or: HIV/AIDS education is included in one technical subject (natural science) area
that does not allow a comprehensive coverage.

Lack of attention to gender issuesis aso a concern.

Teaching methodology is not appropriate.

Too much emphasisis still given to a cognitive approach.

In particular, life skills education needs to be better understood to be better
implemented.

No timeis specifically alocated to it, or much too little time.

There is no specific and relevant assessment of learning outcomes, including acquired
skills.

Teachers are not adequately trained and supported.

Teaching and learning materid is often not available.

All these weaknesses mean that too often, HIV/AIDS is not taught in a meaningful and
relevant manner. It means in particular that some delicate, but crucia issues, may be easily
skipped. HIV/AIDS education as such may also be just not taught at all. Such situation should
be of great concern for the education community, at international, national and local levels.

HIV/AIDS education has in most cases been added following an incremental process, often
donor driven, and “criss driven” that may explan some of the “unclarity” regarding
approach, status and contents of then HIV/AIDS curricula under review.

Moreover, HIV/AIDS education and related curricula have often also been developed in a
context of denia and in stuations in which some of the necessary teaching contents enter in
conflict with local and traditional values. All this, results in HIV/AIDS education that lacks
coherence and comprehensiveness.

7.2 Learning from good practice

There is still too little cross-country exchange and learning. Quality of implementation of
existing formal HIV and AIDS curricula and effectiveness of teacher training schemes appear
problematic and has hardly undergone any evauation. However, evaluations of preventive
education programmes have been carried out, and although they cover mainly experience in
developed countries, most of their findings may aso be considered valid for developing
countries. These findings should definitely be taken into account in order to develop efficient
programmes, in particular all those that enter in the category labelled life skills programmes,
taking into account constraints specific to local contexts.

It will be worth to look more in details at some countries that have aready developed a
complete policy framework and have integrated HIV/AIDS education in their curricula at
both primary and secondary levels, and with a comprehensive coverage of topics. Countries
that are in the process of doing so may aso be of interest to other countries, as they may learn
about the process of developing such policy framework and curriculum review. Thorough
evaluation of the implementation of HIV/AIDS curriculaand of itsimpact on values, attitudes
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and behaviours is however still missing. Criteria mentioned in the first section of this review,
on what makes a good HIV/AIDS curriculum, represents a good background to develop and
review HIV/AIDS education curricula.

Looking at our data, in Africa, the cases of South Africa, Namibia and Botswana may be good
examples to be analysed more in detail, as they are quite comprehensive in their approach,
although they have followed a different process to develop and implement HIV/AIDS
education in school settings. Nigeria could also be of some comparative interest, also for
countries outside Africa, in particular because it has to adjust its response to a federa state
and to a strong Idlamic religious background, at least in certain states. All countriesin Africa
seem to be moving towards strengthening the role of the education sector in fighting the
epidemic.”* Curriculum review taking place in some countries (such as Mozambique and
Angola) should be the occasion for a systematic and coherent incluson of HIV/AIDS
education that takes stock of existing experiences in other countries.

In the Latin American/Caribbean region, Brazil is certainly a good example of a strong and
comprehensive response from the education system and the nation as a whole. It is not sure
though that other countries from the region may be able to transfer the Brazilian experience so
easily, as their religious and cultural contexts are quite different, in particular due to a much
greater influence of catholic religion.

In the Asia/Pacific region, Indonesia and the Philippines seem to have developed, at least
based on secondary sources available to us at the moment of the study, aresponse that is quite
comprehensive. These are also two countries for which the religious background is very
important and could provide some lessons that may be relevant for other countries in the
region or having to deal with similar contexts. Cambodia s in the process of developing what
could become a very interesting framework and curricula approach and it may be worth also
following its progress.

7.3 Steps forwar ds to developed and better implement HIV/AIDScurriculum

Curriculum devel opment

The fact is that the existence or not of HIV/AIDS education curricula does not tell the whole
story of what is actualy being implemented and of initiatives and programmes that are not
stemming directly from the curriculum in a top-down process, but rather taking their source
and growing from the school level, in a bottom-up movement. A double dynamic needs to be
created to alow innovation and experimentation at local level, but at the same time, the top-
down dynamic and the insertion of HIV/AIDS education is necessary to scae-up and achieve
a national coverage of programmes already implemented in some schools and evaluated as
being effective and efficient. > Curricula aso have to provide stronger and stricter provisions
to make sure that HIV/AIDS s actually implemented in schools. In particular, assessment of
learning outcomes, in terms of knowledge and skills has to be improved. Some research and
assessment tools exist and need to further developed and be used more widely.* It isfinally
also necessary to systematically upgrade the training of al teachers involved in the provision
of HIV/AIDS education in schools.

21| particular in the framework of the initiative “Accelerating the Education Sector Response to
HIV/AIDSin Africain the Context of EFA. Fore more information, see www.school sandhealth.org
22 Braslavsky 2003

2 For instance see: UNICEF Quality checklist for selecting teaching and learning materials, IBE
appraisal criteria, UNAIDS benchmarks. For more details on tools for appraisingHIV/AIDS
curriculum, see www.unesco.org/education/ibe/ichae
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Teacher training

The training of teachers appears indeed to be critical to an effective delivery of HIV/AIDS
curriculum, in particular regarding the implementation of interactive and participatory
teaching and learning methods. A seminar recently held in the Southern region of Africa
brought out a significant point, that teacher training should have three main goals:*

(1) HIV/AIDS programmes for teachers to raise their awareness and help them
protect themselves,

(2) HIV/AIDS programmes for teachers to teach prevention to their students,
including the delivery of life skills education, and

(3) to help teachersto handle new situations created by HIV and AIDS in their
communities and to better respond to specific needs of affected learners.The
scope and contents of teacher training is generally much more limited than
deemed necessary, is not systematic and sometimes even questionable. Its
impact on actua delivery of the curriculum in the classroom has not been
evauated.

The training of pre-service teacher and in-service teachers should be systematic. Selection of
voluntary teachers, already convinced by the importance of HIV/AIDS education and
committed to it should be taken into consideration. However, al teachers should receive
enough information and life skills training themselves so that they are able to adopt safer
behaviours and be better examples for their students.

Partnerships for HIV and AIDS education

Inputs from the non-forma sector and NGOs often alow approaches to be developed and
implemented at local level into the classrooms and the schools as awhole. They can provide a
contribution and support to teachers that have to adapt to a new and difficult topic and to new
teaching approaches without the necessary training and support.

Such innovative approaches need to be evaluated and tools and resources for their up-scaling,
adaptation and generalization, whenever relevant, made available. Collaboration between
NGOs and other community initiatives also needs to be improved to better coordinate
partnerships between NGOs and ministries of Education, and to better steer interventions in
schools. Didogue is aso necessary in order to better integrate and mainstream external
resources from NGOs and other funding agencies into a national legitimate framework that
addresses short term and longer term development of HIV and Al DS education.

EFA goals and HIV/AIDS education

Concrete and realistic plans for improvement to be discussed, aso in regard with quality of
education in general and other actions undertaken in the framework of EFA, as HIV/AIDS
may undermine progress made until now and/or future progress towards the goas set in

Dakar in 2000.

We will mention here only two points in relation to the EFA goals, the provision of relevant
life skillsto al children and the achievement of full and equal access of girlsto schools, and
achievement in basic education of good quality. HIV/AIDS may aso be seen as an
opportunity, using all resources made available for the development of HIV/AIDS education
and all the experience accumulated, to implement at a faster pace relevant and effective life
skills education programmes. Those are crucia to protect coming generations of teenagers
from HIV, but will also provide them with skills that are useful in other areas of life.

24 |BE 2004
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Gender issues are far from being addressed enough in HIV/AIDS curriculum. This issue is
important not only as gender inequality represents additional risks of getting infected for girls,
and women in general, but also because the epidemic tends to further accentuate the unequal
access of girls to education, as they are more likely to stop attending school in order to take
care of sick relatives or because of diminishing family resources due to AIDS. Moreover,
recent data show that education in itself has become a protective factor against HIV. Young
people who finished basic education or have received some secondary education are less
likely to become infected. Girls must aso have access to this kind of protection that a higher
education level provides.
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QUALITY ANALYSISOF SET OF CURRICULA AND RELATED MATERIAL ON
EDUCATION FOR HIV AND AIDS PREVENTION IN SCHOOL SETTINGS

APPENDICES
Appendix A: Countriesincluded in the review

Africa (n= 18)
Angola
Benin
Botswana
Cameroon
Ghama
Kenya
Lesotho
Malawi
Mozambique
Namibia
Nigeria
Senegal
South Africa
Swaziland
Tanzania
Uganda
Zambia
Zimbabwe

East Asia and the Pacific (n=11)
Brunei
Cambodia
China
India
Indonesia
Malaysia
Mongolia
Myanmar
Philippines
Thailand
Vietnam

Latin America and the Caribbean (n=7)
Bahamas

Brazil

Chile

Colombia

El Salvador

Haiti

Peru
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Tablel HIV/AIDS prevalence, HIV/AIDS knowledge and sexual behaviour of youth, school enrolment
(most recent available data)

HIV/AIDS and SEXUAL BEHAVIORS Education system K
HIVIAIDS |\ /IS knowledge? %
; nowledge ™ % }
Prevalencein 2 Primary Secondary
% end Femgle 15-24 who knlow3 Sexual behaviors Structure Education Education
1) main ways of protection
2001
& w %) %)
j B g = — X~ = =
SRS - - S o - S Y 0 R
= 839 B 5 5 & 5
% £ o £ o N =« > = =
n o 5 . G o S0 Z o S £ 5 E &
3 S5 = 20 ® B3 2 [<] c o 1S
) ) = = c 3 o c 9 ) S c o] c o]
Region Countries £ > 2% S £ = 8= o= S < S o
72 £ g £ s 83 <3 3 2 2 2 e
S = 4 s i & > < 5 S 5
> o @ 2 -85 5 E g & 2 G 8
1= 6 5 < S s £ <} <t
S g £ o o
Angola 55 n/a n/a n/a na n/a 47 74* 69* 18* 16*
Benin 3.6 n/a n/a n/a 15/19 17.2/176 6/7 95 78 na na
Botswana 38.8 76 79 9 na 174y / na 7/5 108 108 79* 82*
Cameroon 11.8 51 46 2 26/ 16 16.3/17.0 6/7 108 ** | 100*** na na
Ghana 3 74 70 73 10/8 17.5/195 6/6 80 76 36 P
§ Kenya 15 75 52 67 17/34 17.3/16.2 7/5 94* 93* 31* 29*
L Lesotho 31 50 58 B 5y /10y n/a 7/5 115+ | 118**+ | 33 36
S Mal awi 15 5 66 71 18/20 171/17.7 6/5 49+ n/a 36* 31*
= Mozambigue 13 n/a n/a n/a 32y /13y 16.0v / 18.5y 57 92 79 12 9
< L
g INamibia. 22,5 7 86 n/a 6v/na 18.7v/na 7/5 112 113 62 65
o} Nigeria 5.8 na na na 21/11 18.1/19.6 6/6 35 na na na
f‘% Senegal 0.5 50 38 <] By/1y 18.8y /na 6/7 75 70 18* 14*
-:/:3,) |Sevchelles n/a n/a n/a n/a na n/a 6/5 na na na na
South Africa 20,1 n/a n/a 18 Z/na 178/na /5 111 108 87 91
Swaziland 334 61 63 63 na n/a 7/5 125* 121* na na
Tanzania 7.8 64 62 62 17/14 174/17.5 716 63* 63* 6* 5%
Uganda 5 R &’ na 21/8 167 /194y 26 136 129 na na
Zambia 21.5 78 59 79 22/32 16.6/16.0 7/5 78 76 24* 21*
Zimbabwe 33.7 73 73 na 5/8 18.9/195 716 95 93 44 2
S Brunei n/a n/a n/a n/a na n/a 6/7 104 102 82 8
I | Cambodia 27 [ [ =5 3/na 219/na 66 110 103 19 13
(=
e China 0.1 n/a n/a n/a na n/a 5/6 114 114 68 58
% India 0.8 57 59 71 na 18/21 5/7 na na na na
g Indonesia 01 40 po) na 6/na 204/ na 66 110 109 57 56
2 Malaysia 04 n/a n/a n/a na n/a 6/7 98 99 70 74
s Mongolia 0.1 9 v 43 na na 4/6 99 101 70 7
'g:’ Myanmar n/a n/a n/a n/a na n/a 5/6 89 89 39* 38*
g Philippines 0.1 70 % n/a 2/na n/a 6/4 113 113 77 81
ul Thailand 18 n/a n/a n/a 0/2y na/ 19y 6/6 95 93 82 80
Vietnam 0.3 63 60 A na n/a 5/7 106 102 67 64
g ~ Bahamas 35 n/a n/a n/a na n/a 6/6 na na na na
g1 Brazil 0.7 n/a n/a n/a 10y / 3y 18.7y / 16.7y 47 155 150 108 114
§ ‘%’ Chile 0.3 97 74 n/a na 186/17.4 4/6 103 101 85 86
28 Colombia 04 n/a n/a n/a 9/na 18.4 /na 5/6 112 112 70 73
§ g El Salvador 0.6 n/a n/a n/a 10/ na 18.7/na 6/6 109 107 54 na
5O Haiti 6.1 55 46 n/a 14/34 18.2/16.7y 6/7 na na na na
- Pery 04 K] A n/a 7/19 196/ na 6/5 127 126 86* 82*

Sour ces and comments on data:
1) UNAIDS, December 2002
2) DHS data (1998-2001), in UNICEF/UNAIDS/WHO. 2002
y: year of data collection and/or age range differ from standards
3) Global Education Digest 2003, Comparing Education Statistics Across the World, UNESCO, 2003. Unless otherwise
mentioned, 2000/2001 data.
* : UIS estimate (UNESCO Institute for Statistics 2003)
** . most recent data available from 1990
***: policy change (introduction of free universal primary education
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Table 2.1 : HIV/AIDS policies and strategic plans (national and specific to the education sector)

General
HIV/AIDS HIV/AIDSpolicy and strategic plan specific to the education sector
policy
Policy or/and HIV/AIDS HIV/AIDS HIV/AIDS Comprehensive | No Education
) Strategic Plan education strategic education and approach HIV/AIDS
Region policy plan strategic plan Policy/
Framework or
no data
(level 1) (level 2) (level 3) (levels 2+3) (levels (1+2+3) available
(n=18) (n=11) (n=13) (n=11) (n=11) (n=5)
Sub-Saharan Africa | Angola Botswana Botswana Botswana Botswana Angola
(n=18) Benin Kenya Ghana Kenya Kenya Benin
Botswana Lesotho Kenya Lesotho Lesotho Cameroon?
Cameroon ¥ | Malawi Lesotho Mal awi Mal awi Tanzania
Ghana Namibia Mal awi Mozambique? | Mozambique? | Swazland
Kenya Mozambique? | Mozambique | Namibia Namibia
Lesotho Nigeria Namibia Nigeria Nigeria
Malawi S. Africa Nigeria Uganda® Uganda®
Mozambique | Uganda® Senegal S. Africa S. Africa
Namibia Zambia S. Africa Zambia Zambia
Nigeria Zimbabwe Uganda Zimbabwe Zimbabwe
Senega Zambia
S. Africa Zimbabwe
Swaziland
Tanzania
Uganda
Zambia
Zimbabwe
(n=10) (n=4) (n=3) (n=2) (n=2) (n=6)
East AsialPacific Cambodia Cambodia? | Cambodia Cambodia ? Cambodia ? Brunei
(n=11) China® China® Indonesia Indonesia Indonesia IndiaY
Indonesia Indonesia Thailand Myanmar
India® ® Vietnam? Mongolia ¥ ®
Malaysia® Philippines ¥
Mongolia ¥ ® Vietnam
Myanmar
Philippines ¥
Thailand
Vietnam
(n=7) Brazil Brazil Brazil Brazil (n=4)
Latin America Bahamas ¥ Chile® Haiti Bahamas ¥
Caribbean (n=7) Brazil Colombia® ®
Chile El Salvador
Colombia? © Peru
El Salvador
Haiti
Peru

Sour ces: Policies and strategic plans, country reports and regional reviews.
NB: For countriesinitalics: secondary sources have been used.

D National policy/strategic plan contains some provisions related to the education system and role and
responsibilities of Ministry of education, or provisions are contained in a multi sectorial policy document usually

under the leadership of the National AIDS Council

2 Education sector policy or/and plan is being developed
9 HIV/IAIDS policy implemented but only in some states/provinces
) Not yet apolicy as such: the Malaysian AIDS Council, a non-governmental organization, has produced the

Malaysian AIDS Charter. The Charter covers arange of HIV/AIDSrelated issues, one of which is school-based

education.

® No education policy or strategic plan, but official guidelines and directives provided by the Ministry of

Education.

® policy focuses on sexual and reproductive health, but also includesHIV/AIDSeducation
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Table2.2: Level of comprehensiveness of education sector HIV/AIDS policies and plans

Region 8to 6 dimensions 5to 4 dimensions Lessthan 4 No detailed data
dimensions available
Sub-Saharan Africa (n=18) (n=9) (n=5) (n=4)
Botswana Kenya Angola
Ghana Lesotho Benin
Mozambique Mal awi Cameroon Swazland
Namibia Senegal
Nigeria Tanzania
S. Africa
Uganda
Zambia
Zimbabwe
East Asia/Pacific (n=11) Cambodia China Malaysia Brunei
Mongolia India Myanmar
Philippines Indonesia
Thailand Vietnam
Latin America Caribbean Brazil Chile The Bahamas El
(n=7) Colombia Salvador
Haiti
Peru

Sources: National HIV/AIDS policies that includes provisions for the education sector, Education sector
policiesand strategic plans, country reports and regional reviews.
NB: For countriesinitalics: secondary sources have been used.

D Amongst the onesthat have an education specific policy or strategic plan
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Table2.3: Scopeof education sector HIV/AIDS policies and plans

Dim.1: Dim. 2: Dim. 3: Dim. 4: Dim. 5: Dim. 6: Dim. 7 No
Monitoring | impact of | Prevention | Inclusionof | Supportto | Inclusionof | Stigmaand | detailed
processof | HIV/AIDS asa HIV/AIDSin| teachers& | Community [discrimination data
Region HIV on the purpose curriculum | education | resourcesin , Human available
education education for communit school rights
policy/plan/ system HIV/AIDS y settings
Program Education
Sub-Saharar] (n=12) (n=9) (n=14) (n=14) (n=13) (n=11) (n=8) Angola
Africa all but: all but : all all all but: all but : Botswana |Benin
(n=18) Botswana Malawi Malawi Kenya Ghana Cameroon
Tanzania Namibia Lesotho Malawi Swaziland
Senegal Senegal Mozambiqu
Tanzania e
Zimbabwe Namibia
Nigeria
S. Africa
Zimbabwe
East (n=4) (n=2) (n=18) (n=7) (n=18) (n=3) (n=4) Brunei
AsialPacific| Cambodia Mongolia all but: all but : all but: India Cambodia Myanmar
(n=11) India Vietnam Malaysia India China Philippines | China
Indonesia Malaysia Thailand Philippines
Philippines Thailand
Latin Brazil Brazil (n=5) (n=3) Brazil Brazil The
America all Brazil Peru Bahamas
Caribbean Colombia El
(n=7) Haiti Salvador
Sour ces: Policies and strategic plans, country reports and regional reviews.
NB: For countriesinitalics: secondary sources have been used.
No data were available for Angola, Benin, Cameroon, Swaziland, Brunei, Myanmar, Bahamas and El Salvador.
D Amongst the ones that have an education specific policy or strategic plan
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Table 3. 1 Inclusion of HIV/AIDS in official curriculum

Region Primary level Secondary HIV/AIDS not | In the process of No detailed data
level included including available
HIV/AIDS
Sub-Saharan (n=15) (n=15) Both levels Primary
Africa(n=18) | Benin Benin Angola Ghana
Botswana Botswana
Cameroon Cameroon Secondary level Both levels
Kenya Ghana Mozambique Senegal
Lesotho Kenya
Malawi Lesotho
Mozambique Malawi
Namibia Namibia
Nigeria Nigeria
South Africa South Africa
Swaziland Swaziland
Tanzania Tanzania
Uganda Uganda
Zambia Zambia
Zimbabwe Zimbabwe
East Asia/ (n=16) (n=7) Primary level: | Both levels: Brunel
the Pacific Cambodia Brunei Brunei Mongolia Malaysia
(n=11) India Cambodia Myanmar China
Indonesia India Malaysia
Philippines Indonesia
Thailand Philippines Secondary level:
Vietnam Thailand Myanmar
Vietnam
Latin (n=4) (n=5) Primary level:
America/ Bahamas Brazil Chile
Caribbean Brazil Chile Peru
(n=7) Colombia Colombia El Salvador
Haiti Haiti
Peru Secondary level:
El Salvador

Sour ces: official curriculum and syllabi, country reports and regional reviews
NB: For countriesin italic secondary sources (country reports and regional reviews) were used
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Table3.2: HIV/AIDS Goals in primary and secondary schools curricula

Region Goals explicitly Goals explicitly No goalsexplicitly No goalsexplicitly
mentioned mentioned mentioned mentioned
Sub-Saharan Primary level Secondary L evel Primary Secondary
Africa (n=18) (n=10) (n=10) (n=8) (n=9)
Benin Benin Angola* Angola*
Botswana Botswana Cameroon Cameroon
Kenya Kenya Ghana Ghana
Lesotho Lesotho Mal awi M ozambique*
Namibia Malawi Mozambique Namibia
Nigeria Namibia Swaziland Swaziland
Senegal Nigeria Tanzania Tanzania
South Africa Senegal Uganda Uganda
Zambia South Africa Zambia
Zimbabwe Zimbabwe
East Asia/ the Primary Secondary Primary Secondary
Pacific (n=11) (n=5) (n=9) China* Indonesia
Cambodia Brunei Mongolia*
Malaysia* Cambodia Philippines
Thailand China*
Vietnam India
Vietnam Malaysia*
Mongolia
Myanmar*
Philippines
Thailand
Latin America/ | Primary Secondary Primary Secondary
Caribbean (n=7) | Bahamas Brazil Colombia Bahamas
Brazil Chile Haiti Colombia
Haiti
Peru

Sour ces: official curriculum and syllabi, country reports and regional reviews
NB: For countriesin italic secondary sources (country reports and regional reviews) were used
* countriesin the process of including HIV/AIDSin their curricula.
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Table 3.3 Approaches employed by Region — primary and secondary levels

Region Stand Main carrier Cross- Infused Extra No detailed data
alone curricular curricular* available or
unclear
Sub-Saharan Primary Primary Primary Primary Primary Primary
Africa Benin Nigeria Angola** Botswana Botswana Ghana
(n=18) South Africa | Lesotho Kenya Mozambique
Uganda Malawi Namibia Both levels
Zambia Mozambique South Africa Cameroon
Zimbabwe Namibia Swaziland Senegal
Swaziland Uganda Tanzania
Zambia
Secondary | Secondary Secondary Secondary Secondary
Benin Ghana Angola** Botswana Botswana
Namibia Lesotho Kenya Mozambique
Nigeria Malawi Mozambique** South Africa
South Africa | Swaziland Swaziland
Uganda Zambia Uganda
Zimbabwe
East Asia/ the Primary Primary Primary Primary
Pecific China** Cambodia Indonesia Philippines
(n=11) Indonesia
Malaysia ** Both levels
Vietnam India
Mongolia**
Secondary Secondary Secondary Thailand
Brunei Cambodia Indonesia
China** Malaysia**
Indonesia Philippines
Myanmar**
Vietnam
Latin America Primary Primary Primary Both levels
/ Caribbean Bahamas Brazil Bahamas Haiti
(n=7) Chile
Colombia
Secondary Secondary
Bahamas Brazil
Chile
Colombia
Peru

Sour ces: official curriculum and syllabi, country reports and regional reviews

* extra curricular activities are mentioned here only when mentioned in the curriculum framework or by other
official documents of MOE as being part of HIV/AIDS education. Extra curricular activities are in general not
carried out by school staff, are not taking place during the school schedule, although they may make use of the
school premises.

** HIV&AIDS education isin the process of being included in the curriculum

NB: For countriesin italic, secondary sources (country reports and regional reviews) were available and used
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Table 3.4 Time allocation and status of HIV/AIDS in curriculum at primary and secondary levels

Region Mandatory ¥ Examinable ? Timeallocation (in | Data not available
minutes per week)®
Sub-Saharan Primary Primary Primary Benin
Africa (n=10) Botswana (n=8) Cameroon
(n=18) Angola Lesotho Botswana (40) Kenya
Botswana Namibia Ghana (30) Mozambique
Lesotho South Africa Malawi (80) Senegal
Malawi Zambia Namibia (40) Tanzania
Namibia South Africa (80) Uganda
Nigeria, Swaziland (40)
South Africa Zambia (240)
Swaziland Zimbabwe (30)
Zambia
Zimbabwe
Secondary Secondary Secondary
(n=9) Botswana (n=6)
Botswana Namibia Ghana (40)
Lesotho Zambia Malawi (80)
Malawi Namibia (40)
Namibia South Africa (80)
Nigeria Swaziland (30)
South Africa Zimbabwe (40)
Swaziland
Zambia
Zimbabwe
East Asia/ the Primary Primary Primary Cambodia
Pecific Indonesia Cambodia Indonesia (120) China
(n=11) Malaysia India
Myanmar Mongolia
Philippines
Secondary Secondary Secondary Thailand
Brunei Brunei Indonesia (120)
Indonesia Cambodia
Malaysia
Vietnam
Latin America/ | Primary Bahamas
Caribbean Chile Colombia
(n=7) El Salvador
Secondary Haiti
Brazil Peru
Chile

Sour ces: officia curriculum and syllabi, country reports and regional reviews
NB: For countriesin italic secondary sources (country reports and regional reviews) were used

D “Mandatory” means that the subject in which HIV/AIDSeducation is included in mandatory, butHIV/AIDSis education is
aways only one topics among many others included in the subject area.

2 “Examinable” means that the subject area is examinable, but often HIV/AIDSis not subject to any questions or questions
are limited to factual basic knowledge.

% Detailed time allocation for HIV/AIDSis not available. Timesindicated are total times allocated per week for the main
subject area(s) where HIV/AIDSeducation isincluded. For instance, for Zambia, 120 minutes per week are for all topics
included in Social Sciences, and in Indonesia, time indicated is for Health and Physical Education, but only 40 minutes are
for health education, and HIV/AIDSis only one subject of the programme of health education.
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Table4: Subjectswhere HIV/AIDS islocated, at primary and secondary levels

Region Natural Physical & LifeSkills Religious, Social Languages | Population & | Guidance &
Science Health Moral & Studies/ family life | Counselling
Education Civic integrated education/
Education science orientation
Sub- Primary Primary Primary (n=15) Primary Primary Primary Primary Primary
Saharan Angola (n=7) Angola (n=7) Lesotho (n=6) Lesotho Botswana
Africa Botswana Lesotho Botswana Angola Malawi Angola Nigeria* Lesotho
(n=18) Malawi Malawi Ghana Benin Namibia Botswana S. Africa*
Nigeria Nigeria Kenya Botswana Nigeria Namibia
Swaziland South Africa| Lesotho Lesotho Swaziland Nigeria
Tanzania Malawi Namibia Uganda* S. Africa
Uganda Mozambique Nigeria Swaziland
Zambia* Namibia Swaziland
Senegal
S. Africa
Swaziland
Tanzania
Uganda
Zambia
Zimbabwe*
Secondary Secondary | Secondary (n=14) | Secondary | Secondary | Secondary | Secondary Secondary
(n=5) Lesotho Angola Botswana Benin Benin Ghana* Lesotho
Benin Nigeria Botswana Ghana Ghana Nigeria Nigeria* Zimbabwe
Botswana S. Africa Ghana Namibia Nigeria S. Africa S. Africa*
Lesotho Tanzania Kenya S. Africa Swaziland
Nigeria Lesotho Swaziland
Swaziland Malawi
Uganda* Mozambique
Namibia*
South Africa
Swaziland
Tanzania
Uganda
Zambia
Zimbabwe*
East Asial | Primary Primary Primary(n=9) Primary Primary
the Cambodia (n=7) Cambodia Cambodia Malaysia*
Pacific Philippines Cambodia China* Philippines
(n=11) Indonesia* | Indonesia
Malaysia Malaysia
Myanmar Mongolia
Philippines | Myanmar
Thailand Philippines
Vietnam* Thailand
Vietnam
Secondary Secondary | Secondary(n=9) Secondary Secondary
Brunei* (n=7) Cambodia Cambodia Philippines
Cambodia Cambodia | China Vietnam*
Indonesia China* Indonesia
Malaysia India Malaysia
Vietnam Indonesia* | Mongolia
Malaysia Myanmar*
Mongolia Philippines
Philippines | Thailand
Vietnam
Latin Primary Primary Primary Primary
America/ | Chilex Bahamas* Brazil Colombia*
Caribbean Colombia*
(n=7) Secondary Secondary Secondary Secondary
Chilex Colombia Bahamas Bahamas*
Chile Peru Brazil Brazil
El Salvador Columbia*
Peru*

Sour ces: officia curriculum and syllabi, teaching/learning material, country reports and regional reviews
* main carrier subject as shownintable 3.2
NB: For countriesin italic secondary sources (country reports and regional reviews) were used
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Table5: Thematic areasof HIV/AIDS in curriculum at primary and secondary levels

Region / Basic Waysof |[Awareness| Care& Stigma, Information| Gender No data/no
Country Scientific | transmission Treatment| discriminatior] on availablg  issues detailed
knowledge | & prevention Including solidarity services information
ARVs* available
Sub- Primary Primary Primary Primary Primary (n=7)| Primary Primary | Primary
Saharan | (n=12) (n=11) (n=8) (n=9) Benin (n=8) (n=4) Cameroon
Africa Angola Angola Angola Angola Bostwana Bostwana Bostwana | Ghana
(n=18) Benin Benin Benin Benin Kenya Kenya S. Africa | Malawi
Bostwana Bostwana Bostwana | Bostwana* | Mozambique | Lesotho Zambia Senegal
Kenya Kenya Kenya Kenya South Africa | Mozambiqug Zimbabwe| Tanzania
Lesotho Lesotho Nigeria Nigeria Swaziland Nigeria Uganda
Mozambiqug Mozambique| Swaziland | S. Africa | Zimbabwe Swaziland
Namibia Namibia Zambia Swaziland Zambia
Nigeria Nigeria Zimbabwe | Zambia Zimbabwe
South Africal South Africa Zimbabwe
Swaziland | Swaziland
Zambia Zimbabwe
Zimbabwe
Secondary | Secondary | Secondary| Secondary| Secondary Secondary | Secondary] Secondary
(n=10) (n=10) (n=7) (n=6) Angola n=>5) Angola Cameroon
Angola Angola Benin Benin Benin Benin Mal awi Ghana
Benin Benin Bostwana | Kenya Kenya Kenya Mozambique
Bostwana Bostwana Kenya Malawi Zimbabwe Malawi Namibia
Kenya Kenya Malawi Nigeria Nigeria Senegal
Lesotho Lesotho Nigeria South Zimbabwe Tanzania
Malawi M aawi S. Africa | Africa Uganda
Nigeria Nigeria Zimbabwe | Zimbabwe Zambia
South Africa| South Africa
Swaziland | Swaziland
Zimbabwe | Zimbabwe
East Asia| Primary Primary Primary Primary Primary Primary Primary | Primary Brune
/ the (n=7) (n=7) Cambodia | Cambodia Cambodia | China India
Pecific Cambodia | Cambodia Myanmar Malaysia | Mongolia
(n=11) China China Philippines
Indonesia Indonesia
Malaysia Malaysia
Myanmar Myanmar
Thailand Thailand
Vietnam Vietnam Secondary
Secondary Secondary| Secondary Secondary | Secondary| India
(n=9) Secondary | Brune Cambodia Brunei Mongolia | Indonesia
Brunel (N=8) Cambodia
Cambodia | Brunei Myanmar
China Cambodia Philippines
Malaysia Malaysia
Mongolia Mongolia
Myanmar Myanmar
Philippines | Philippines
Thailand Thailand
Vietham Vietnam
Latin Primary Primary Primary Primary Primary
America/| Bahamas Brazil Brazil Brazil Chile
Caribbean| Brazil Peru Colombia
(n=7) El Salvador
Haiti
Peru
Secondary | Secondary | Secondary Secondary Secondary | Secondaryl Secondary
Brazil Brazil Brazil Brazil Brazil Brazil Bahamas
Peru Peru Peru Peru Chile
Colombia
El Salvador
Haiti

Sour ces: official curriculum and syllabi, teaching/learning material, country reports and regional reviews
NB: For countriesin italic secondary sources (country reports and regional reviews) were used
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