CHAPTER 6

IMPACT ON TEACHING AND SUPPORT STAFF

6.1 INTRODUCTION

The AIDS epidemic in high prevalence countries such as Malawi is expected to have very serious impacts on the overall capacity of national education sectors to deliver high quality services. (see Kelly 1999, Carr-Hill & Oulai, 1993).  Mortality rates among teaching and support staff are projected to increase very rapidly during the next decade. In addition, there will be much higher levels of morbidity (sickness) among education personnel with persistent absenteeism from work. More generally, there are also concerns that high levels of mortality and morbidity will lead to low morale and motivation among all staff.  

In Malawi, teachers are reported to be already dying at faster rate than they can be replaced. However, reliable, up to date staffing data is very hard to come by.  The current data systems do not collect many of the key indicators that are essential in order to assess the impact of the epidemic on human resources in the education sector and to make robust projections of teacher requirements and related recruitment targets. These missing data include date of birth of the teacher, marital status, and gender. Nor is information on staff deaths being collected and recorded in an accessible form
.   

This chapter first describes the staffing situation, both nationally and in the survey schools. The second section then pulls together the available data to assess current levels of mortality, morbidity and absenteeism among teaching staff. The third section reviews the efforts that have been made to prevent and mitigate the impact of the epidemic on staff.

6.2 STAFFING SITUATION

6.2.1 Overview

The MoEST employed a total of 50,752 teachers in 1999.  Of these, 45,784 were deployed in 4,481 primary schools and 4,968 in 701 secondary schools (101 conventional and 600 Community Day Secondary Schools).  

Forty percent of primary school teachers are female and 54% are qualified. Over 80% of teachers in urban primary schools are female while 67% of teachers in rural schools are male (see Tables 6.1 and 6.2). 

Table 6.1: Primary teachers by education division and sex, 1999

	Division 
	Female
	Male
	Total
	% female

	Northern
	2822
	5383
	8205
	34.4

	Central Eastern
	2469
	4858
	7327
	33.7

	Central Western
	5703
	6695
	12398
	46.0

	South Eastern
	2208
	3797
	6005
	36.8

	Shire Highlands
	1717
	3717
	5434
	31.6

	South Western
	3401
	3014
	6415
	53.0

	Total
	18320
	27464
	45784
	40.0


Source: EMIS, 1999

Table 6.2: Distribution of primary teachers by location and qualification,1999

	Characteristic 
	Female
	Male
	Total

	Total 
	18320
40%
	27464
60%
	45784

	Qualified
	  9159
37%
	15356
63%
	24515
54%

	Urban
	  5005
83%
	  1019
17%
	  6024
13%

	Rural
	13315
32%
	28271
68%
	41586
87%

	Rural qualified
	  5862
26%
	16385
74%
	22247
56%

	Urban qualified
	  3297
81%
	    797
19%
	  4094
68%

	% urban qualified within each sex
	
66%
	
78%
	

	% rural qualified within each sex
	
44%
	
58%
	


Source:  EMIS 1999

Good quality data on secondary school teachers is even scarcer.  In particular, teachers at the Community Day Secondary Schools (CDSS) are not usually included in MoEST statistics.  However, the picture at secondary level is similar to that at primary school.  Overall, there are more male than female teachers and the few female teachers in the system are concentrated in urban areas.  In 1997, for example, female teachers constituted about 20% of the total teaching force at secondary level. There are also wide discrepancies in provision between the conventional secondary schools (CSS) and the CDSS.  As indicated in Table 6.2 the majority of CDSS teachers (99%) are unqualified whereas over 90% of teachers in CSSs are qualified. 

Table 6.3: Secondary school teachers by school type and sex, 1997

	Type
	Female
	Male
	Total
	% female
	% qualified
	% female qualified
	% males qualified

	CDSS
	553
	1917
	2470
	22.4
	0.9
	1.27
	0.73

	CSS
	524
	2401
	2925
	17.9
	91.2
	79.2
	93.8

	Total
	1077
	4318
	5395
	20.0
	49.8
	39.2
	52.5


Source: MoEST,  Basic Education Statistics 1997

6.2.2 Teaching staff at the survey schools

In the absence of a comprehensive national data set, the following analysis of the impact of HIV/AIDS on education personnel relies heavily on the school survey data. This included teacher interviews and questionnaires, which provide very useful information on key areas such as absenteeism and staff perceptions of the impact of HIV/AIDS in the workplace. However, it must again be emphasised that the 11 survey schools are not a representative sample of the school population.

Number by sex and location: A total of 342 school managers and teachers were employed at the 11 survey schools – 252 primary level and 90 secondary. The distribution of male and female teachers in rural and urban areas closely reflects the national breakdown. Table 6.4 shows that almost 90% of teachers at the urban primary school were female, but only 44% in rural schools.  At the secondary level only 15% of the teachers in rural schools were female compared to 42% for urban schools.  

Table 6.4: Teaching staff at the survey schools by sex and location (percentages)

	
	PRIMARY
	SECONDARY

	
	Rural
	Urban
	Rural
	Urban

	Female 
	44.4
	87.7
	15.0
	42.0

	Male 

N
	55.8

81
	12.3

171
	85.0

40
	58.0

50


Age profile: Over 80% of primary school teachers are below 40 years old.  The age profile of secondary school teachers is broadly similar (see Table 6.5).  Female teachers have a slightly older age profile than male teachers. This may be an indication that female teachers are more likely to remain in the system than their male counterparts.  

Table 6.5: Age profile of teaching staff at the survey schools (nearest percentage)

	Age cohort
	PRIMARY
	SECONDARY

	
	Female
	Male
	Female
	Male

	20-24
	1
	5
	14
	5

	25-29
	29
	26
	22
	30

	30-34
	33
	39
	22
	30

	35-39
	19
	12
	11
	18

	40-44
	7
	11
	11
	14

	45-49
	7
	2
	11
	2

	50-54
	2
	2
	7
	2

	55-59
	2
	3
	0
	0

	60 +
	0
	2
	0
	0

	N
	186
	66
	27
	63


Marital status: Most teachers at the survey schools are married. Eight female primary teachers were widowed, but none of the male teachers were. Relatively more male teachers have never been married (see Table 6.6).

Table 6.6: Marital status of teaching staff at the survey schools (percentages)

	Marital status
	PRIMARY
	SECONDARY

	
	Female
	Male
	Female
	Male

	Never married
	4.5
	12.2
	0.0
	17.1

	Married
	83.6
	85.4
	78.9
	80.0

	Divorced
	3.6
	0.0
	5.3
	0.0

	Widowed 
	7.3
	0.0
	15.8
	2.9

	Separated 
	0.9
	2.4
	0.0
	0.0


Academic and qualification profiles: Although a slightly higher proportion of female primary school teachers are professionally qualified, relatively more of their male colleagues have higher academic qualifications (57% of the male primary teachers have MSCE compared to only 38% among female teachers).

Table 6.7: Qualifications profile of teachers at the survey schools

	Qualification level 
	PRIMARY
	SECONDARY

	
	%Female
	%Male
	%Female
	%Male

	Qualified
	69.4
	63.6
	84.0
	75.4

	JCE 
	60.0
	47.5
	0
	0

	MSCE 
	37.8
	57.4
	8.0
	14.8

	Diploma 
	0
	0
	56.0
	50.8

	Degree  
	0
	0
	36.0
	34.4


At the secondary schools, female teachers have slightly better academic and professional qualification profiles. Most of the unqualified male teachers are teaching at the Community Day Secondary School in the sample where the head teacher was the only qualified member of staff.  The remainder comprised former primary schoolteachers whose highest educational level was MSCE.

Teacher deployment: Table 6.8 shows that female teachers are concentrated in the lower primary standards, especially in rural areas. It has been argued elsewhere that the concentration of male teachers in upper standards of rural schools robs girls in rural areas of female role models at a time when they need them most i.e. during their early adolescence.  This pattern of teacher deployment has also been linked to the higher incidence of sexual harassment of girls by male teachers in rural schools and reluctance on the part of girls to participate in classroom activities.  In the GAPS survey, for example, students showed same sex preferences when asked whether they would like to be taught by a male or female teacher (Kadzamira & Chibwana 2000).

Table 6.8: Distribution of teachers by standard at survey primary schools

	Standard
	RURAL
	URBAN

	
	%Female
	Male
	Female
	Male

	1
	30.1
	7.1
	9.4
	0.0

	2
	22.2
	11.9
	14.6
	0.0

	3
	19.4
	16.7
	15.6
	20.0

	4
	13.9
	11.9
	15.6
	0.0

	5
	5.6
	9.5
	13.5
	0.0

	6
	2.8
	14.3
	12.5
	20.0

	7
	2.8
	11.9
	9.4
	30.0

	8
	2.8
	16.7
	9.4
	30.0

	Total 
	36
	45
	96
	10


6.3 TEACHER PERFORMANCE

6.3.1 Absenteeism 

None of the survey schools keep systematic records on teacher absenteeism. Thus, it is not possible to analyse trends in teacher absenteeism since the mid-1990s.  Data on current levels of teacher absenteeism was obtained through interviews and discussions with teachers and school management teams and the teacher questionnaire.  

Absenteeism is higher amongst female teachers at both primary and secondary levels.  Table 6.9 shows that nearly 80% of female teachers had been absent at least once compared to 60% among male teachers during the previous term.  Higher female absenteeism is mainly because women in Malawi are responsible for the care of sick children and other family members.  Teacher absenteeism was lower in the survey secondary schools. 

Table 6.9: Teacher absenteeism during the previous term at the survey schools (percentages)

	Days absent
	0
	1
	2
	3
	4
	5
	6+
	Total absent
	N

	Primary

	Female 
	14.7
	10.8
	19.6
	19.6
	  4.9
	8.8
	13.7
	84.0
	102

	Male 
	26.3
	10.5
	21.1
	13.2
	10.5
	2.6
	  7.9
	71.4
	  38

	Both
	17.9
	10.7
	20.0
	17.9
	 6.4
	7.1
	12.1
	80.6
	140

	Secondary

	Female 
	22.2
	 5.6
	 5.6
	22.2
	 0.0
	5.6
	16.6
	71.4
	  18

	Male 
	50.0
	11.8
	 5.9
	11.8
	 2.9
	8.8
	  5.9
	48.5
	  34

	Both 
	40.4
	 9.6
	 5.8
	15.4
	 1.9
	7.7
	  9.6
	54.2
	  52


Although individual teacher absenteeism is low (on average, about three days per term), the overall impact on the learning process in each school can still be quite substantial
.  Furthermore, sizeable proportions of teachers at the survey schools had been absent for more than a week during the previous term – 15% male and 17% female of primary teachers and 13% male and 27% of female secondary teachers.  Excluding those on maternity leave, four teachers (2.1% of the total) were absent for more than 30 days (three were ill and one was looking after a sick family member).

Nonetheless, most school managers, teachers and students at the survey schools do not feel that teacher absenteeism is a major problem nor do they think that absenteeism has increased significantly as result of HIV/AIDS (see Table 6.10). Over 90% of primary and 84% of secondary school students disagreed with the statement that ‘our teachers are often absent from school’. 

Table 6.10: Teacher and students responses to teacher absenteeism and other performance statements (percentages)

	STATEMENTS
	PRIMARY
	SECONDARY

	
	Female
	Male
	Female
	Male

	TEACHERS
	D
NS
A
	D
NS
A
	D
NS
A
	D
NS
A

	Teacher morale at this school is high
	49
19
32
	38
24
38
	44
13
44
	27
32
41

	Teacher absenteeism is a big problem at this school
	88
9
4
	93
5
2
	94
-
6
	91
3
6

	Teacher absenteeism has risen significantly as a result of HIV/AIDS
	86
8
5
	87
10
3
	78
6
17
	60
29
11

	STUDENTS

	Teachers at this school are not hardworking
	88
2
10
	92
-
8
	73
11
14
	76
6
18

	Our teachers are often absent from school
	95
2
3
	92
1
8
	84
6
10
	84
8
8


Illness of self, attending to sickness in the family and funerals were the most common reasons given by the teachers for being absent from school (see Table 6.11).  While these could be AIDS-related, most teachers did not think this was the case. The following kind of statements were commonly made:  

‘I have not noticed any effect of HIV/AIDS on the school although both teachers and non-teaching staff do take a lot of time off for funerals’ (secondary deputy head teacher).

‘Teaching standards have not been affected much as a result of HIV/AIDS’ (secondary school head teacher). 

‘As far as we know we have not been able to notice how HIV/AIDS is affecting our work as teachers’   (secondary school teachers).

‘The only thing we know of is that the situation (outside the school) is very discouraging because a lot of people are dying of HIV/AIDS’  (secondary school teacher).  

Table 6.11: Reasons for teacher absenteeism at the survey schools (percentages).

	Reason for being absent
	PRIMARY
	SECONDARY

	
	Female
	Male
	Female
	Male

	Illness of self
	53.9
	56.7
	40.0
	55.6

	Attending funerals
	39.3
	70.0
	26.7
	50.0

	Other family sickness
	25.8
	16.7
	6.7
	22.2

	On Maternity leave
	5.6
	0.0
	13.3
	0.0

	School related (e.g. training)
	2.2
	6.7
	13.3
	5.6


Note: The percentages do not add up to 100 because respondents were allowed to mention more than one reason.

However, during focus group discussions, teachers repeatedly pointed out that that absenteeism is increasing:

‘Teacher absenteeism is on the increase as teachers have to attend funerals, own sickness or attend to their families.’

‘Teacher absenteeism has increased because of attending funerals in the neighbourhood and community.’

‘Absenteeism of teachers is on the increase because more teachers are dying in the zone and teachers have to attend these funerals.’  

These observations were supported by some of the DEO questionnaire respondents who noted that a growing proportion of the school week is being lost as a result of teachers attending funerals, which reduces contact hours in the classrooms. 

6.3.2 AIDS-related Morbidity

While sickness accounts for around one half of all teacher absenteeism, only three teachers at the survey schools had long-term illnesses, which were likely to be AIDS-related and were also absent for long periods of time. In the FGDs, teachers were quick to point out that they did not know of any sick and/or HIV positive colleagues unless they had openly declared their HIV status.

However, there are teachers who are persistently ill but who are not absent for long periods of time.  Most of them continue to work until they are too sick to do so.  Though these teachers continue to teach, it is generally accepted that their performance is seriously affected.      

6.3.3 Teacher motivation and morale

Teachers’ motivation and morale is generally poor at the survey schools.  Only about a third of the primary school teachers and just under one-half of the secondary school teachers agreed with the statement that ‘teacher morale and motivation at this school is high’ (see Table 6.11). Teacher FGDs revealed even higher levels of dissatisfaction. There is no evidence however, to indicate that low teacher morale and motivation can be directly attributed to the impact of HIV/AIDS. A possible link between the two was suggested at only two of the rural schools:

‘A lot of teachers are dying and schools within the zone are affected because they attend these funerals.  There are some teachers who are de-motivated because they think that maybe they are also infected’

‘Teachers’ morale and motivation is very low as they see people dying…’  

‘Many teachers are depressed having lost one or more members of their family in a row’. 

Typically, other factors other than HIV/AIDS account for the low morale and motivation observed among teachers.  Teachers in all the FGDs repeatedly mentioned low pay and poor conditions of service:

‘The MoE should improve salaries and conditions of service for teachers...the whole issue of salaries should be addressed.  If nothing is done ...the MoE should not expect much from teachers whose morale is very low’ (urban primary school).
‘Teachers are overloaded and have no time to provide extra lessons to those who are sick... Teacher salaries and conditions of service leave a lot to be desired.  Teachers feel that their parent ministry does not care for them’  (rural primary schools).

‘There are no personnel policies to improve teacher morale.  Teachers have been demotivated by lack of incentives to boost their welfare’  (rural secondary school).

A frequent complaint is that the pay and conditions of service for teachers are worse than those enjoyed by similar professions in the civil service, which have the same educational qualifications.
 In order to supplement their meagre salaries, many teachers spend a lot of their spare time trying to earn additional income from a range of activities.  Private tutoring after school has finished is very common. Teachers at one of the rural secondary schools said that, at one time, private tutoring accounted for much of the teacher absenteeism at the school (although, with the introduction of stiffer penalties, this is now longer the case). 

Most teachers feel that the ministry is doing very little to improve their welfare and that it does not care about them.  They complain bitterly about the lack of incentives to boost their morale and also the lack of allowances when travelling on official duties.  The following comment by a group of teachers at a rural primary school is typical:

‘In AIDS TOTO seminars, teachers use their own money for transport and lunch as no allowances are provided…. Yet other educational staff like PEAs receive allowances…teachers are not given any incentives….  We are being misused and are taken as cheap labour by the ministry.’ 

6.4 TEACHER MORTALITY

The following discussion presents four sets of mortality data for teachers – from the school survey, a survey of Education Districts, and secondary data kept by the MoEST Department Human Resource Management and Development and the Payroll Personnel Pension Integrated database.
Apart from the school survey data none of these data sets is complete or comprehensive enough to carry out detailed analysis.  Because of the way teacher data is captured within the system it highly probable that the numbers of deaths reported are underestimates of the actual magnitude of teacher mortality. However, with such a small number of schools in the sample coupled with a small number of deaths, great care must be taken in drawing conclusions about the overall level and patterns of mortality in education system as a whole. 

6.4.1 Primary school teaching staff

School survey: A total of 36 teachers died between 1994 and June 2000 at the six primary survey schools. All six schools reported that they had lost at least one teacher through death. The average annual mortality rate at these schools was 2.4% between 1996 and 1999.

Gender and location: 28 (77.7%) of the 36 the primary school teachers who died were female. However, this is not disproportionately high because female teachers accounted for 74% of primary school teachers in the sample as a whole. Over 80% are in urban schools where prevalence rates are highest. Mortality rates for female teachers in the survey urban schools have been increasing rapidly in recent years - from 1.32 % in 1996 to 4.05% in 1999.  

Five teachers died at three rural primary schools but six times as many died at the three urban primary schools. In 1997 the mortality rates in urban survey schools were comparable to those in the rural survey schools, however, by 1999 they were almost twice the mortality rates in the rural schools. 

Table 6.12: Teacher deaths and mortality rates (MR)
 at the primary survey schools, 1994-2000 

	School
	1994
	1995
	1996
	1997
	1998
	1999
	2000*
	Total

	Primary
	N
	N
	N
MR
	N
MR
	N
MR
	N
MR
	N
MR
	N

	1-urban

2-urban

3-urban

4-rural

5-rural

6-rural

Overall
	1

0

0

0

0

0

1
	1

2

1

0

0

1

5 
	0
0.0

0
0.0

2
2.9 

0
0.0

0
0.0

0
0.0

2
0.7
	1
2.6 

1
1.2

3
4.8

0
0.0

2
5.0

0
0.0

7
2.6
	0
0.0

5
6.1

2
2.7

0
0.0

0
0.0

0
0.0

7
2.5
	1
2.8

3
3.8

4
6.3

1
3.9

0
0.0

1
5.3

10
3.8
	0
0.0

1
1.4

2
3.5

0
0.0

0
0.0

0
0.0

3
1.2
	4

12

14

1

2

2

35


Note: Data on the number of teachers per school for 1994 and 1995 was not available hence could not calculate mortality rates for these years.

* January to May only.

Age profile: Two-thirds of teachers who died were under 40 years old (see Table 6.13).  Mortality was highest in the 30-34 age cohort (39% female teachers and 43% male teachers). 

Table 6.13: Age profile of teacher deaths at the survey schools, 1995-2000 (percentages)

	Age cohort
	PRIMARY
	SECONDARY

	
	Both
	Female
	Male
	Both
	Female
	Male

	25-29
	11.1
	14.3
	  0.0
	  0.0
	   0.0
	 0.0

	30-34
	38.9
	42.9
	25.0
	50.0
	   0.0
	66.7

	35-39
	16.7
	10.7
	37.5
	25.0
	   0.0
	33.3

	40-44
	11.1
	10.7
	12.5
	  0.0
	   0.0
	 0.0

	45-49
	8.3
	 7.1
	12.5
	25.0
	100.0
	 0.0

	50-54
	5.6
	 7.1
	  0.0
	  0.0
	    0.0
	 0.0

	55-59
	2.7
	 0.0
	12.5
	  0.0
	    0.0
	 0.0

	60+
	2.7
	 3.6
	  0.0
	  0.0
	    0.0
	 0.0


Trends over time: Mortality rates increased very rapidly at urban primary schools – from 1.09% in 1996 to 4.60% in 1999. However, at rural primary and secondary schools there have been no significant increases in mortality rates since 1994. At the time of the survey in May 2000, three teaching staff at urban primary schools had died in the preceding five months, but there had been no deaths that year at either rural primary or secondary survey schools.  

Overall impact: Over this six year period, increased teacher mortality is only likely to have had a significant impact at two of the 11 schools.

Figure 6.1: Number of teacher deaths at survey schools, 1994-1999
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DEO survey: A total of 16 out of 31 education districts furnished some information on teacher deaths in primary schools. However, given the variability in the quality of this data, it is not possible to undertake a detailed analysis.  For most districts, age at death is not available along with other key information including qualification, years of teaching experience, marital status and grade. Nonetheless, given that this data covers over half of all primary schools in the country, it is representative of the entire population of teachers.

Table 6.14: Mortality rates among primary teaching staff in 16 Education Districts, 1995- 1999 (percentages)

	Year
	Female
	Male
	Total

	1995
	0.43
	0.68
	0.57

	1996
	0.54
	0.74
	0.66

	1997
	0.83
	0.83
	0.83

	1998
	1.03
	0.99
	1.01

	1999
	1.32
	1.32
	1.32


Source:  DEO survey for this study

Teacher mortality rates increased very rapidly - from 0.57% in 1995 to 1.32% in 1999 (see Table 6.14 and Figure 6.2).  This is particularly the case for female teachers who are concentrated in urban areas where HIV prevalence rates are much higher than in rural areas.  

Figure 6.2: Total deaths among teaching staff at primary schools in 16 DEOs, 1995-1999 
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Source: Data supplied by 16 DEOs from all the six education divisions

Table 6.15 shows that mortality is concentrated in the under 35 age cohorts. Among female and male teaching staff deaths peak in the 19-29 and 30-34 age cohorts respectively.  

Table 6.15: Age at death among primary school teaching staff, 1995-1999 (percentages) 

	Age group
	1995
	1996
	1997
	1998
	1999

	
	F
	M
	F
	M
	F
	M
	F
	M
	F
	M

	19-24

25-29

30-34

35-39

40-44

45-49

50-54

55-59

60+

N
	6

71

0

12

6

0

6

0

0

17
	2

34

32

9

6

6

9

2

0

47
	20

30

20

10

0

10

10

0

0

20
	0

27

21

21

12

9

9

0

0

33
	20

40

11

17

6

3

3

0

0

35
	2

36

30

16

5

7

5

0

0

44
	17

31

24

7

14

5

2

0

0

42
	1

24

32

20

12

9

1

0

0

75
	0

5

47

26

13

6

3

0

0

62
	0

23

38

19

8

7

2

2

0

97


Source:  Data supplied by 16 DEOs form all the six education divisions

There is widespread agreement among DEOs and other senior officers in the MoEST officials and DEOs interviewed that the number of AIDS-related deaths among primary school teaching staff is increasing very rapidly. One urban DEO indicated that at least one teacher is dying every fortnight in the district whilst the number of deaths at secondary level were more infrequent 1-2 deaths per term.  

The PPPI Database: The most comprehensive data on primary teacher deaths (by sex, age and qualification) is contained in the PPPI database.  According to this data, nearly one thousand primary school teachers died in 2000, 2.2% of the total employed in that year. Mortality rates appear to be considerably higher among female primary school teachers, which again is probably because relatively more female teachers are at schools in higher prevalence areas.

Table 6.16: Number of deaths and mortality rates among primary school teaching staff, August 1999 to December 2000

	PERIOD
	FEMALE
	MALE 
	TOTAL

	
	N
MR
	N
MR
	N
MR

	Aug-Dec 1999
	186
1.02
	230
0.84
	416
0.91

	Jan-Jun 2000
	307
1.68
	329
1.20
	636
1.39

	Jul-Dec 2000
	151
0.82
	216
0.79
	367
0.80

	Jan-Dec 2000
	458
2.50
	545
1.98
	1003
2.19


Source: PPPI database

Mortality rates among female teachers are highest in the 25-34 age cohorts and for male teachers they are highest in the 25-39 age cohorts (see Table 6.17).  

It can also be observed in Table 6.17 that mortality rates for both male and female teachers fell considerably between the first and second halves of 2000. However, it is clearly too early to tell whether mortality rates have peaked among primary school teachers.

Table 6.17: Mortality rates for primary school teaching staff by age cohort (deaths/ ‘000)

	Age cohort
	Aug-Dec 1999
	Jan-Jun 2000
	Jul-Dec 2000
	Jan-Dec 2000

	
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male

	Less than20
	0.0
	0.0
	0.05
	0.0
	0.0
	0.0
	0.05
	0.0

	20-24
	0.33
	0.15
	0.27
	0.04
	0.33
	0.07
	0.60
	0.11

	25-29
	4.48
	1.71
	3.71
	1.97
	2.78
	1.13
	8.02
	3.09

	30-34
	2.84
	2.73
	3.49
	3.79
	3.44
	2.99
	8.68
	6.77

	35-39
	1.26
	2.00
	1.53
	2.84
	0.82
	1.86
	2.73
	4.70

	40-44
	0.22
	1.13
	1.36
	1.49
	0.33
	0.66
	1.75
	2.15

	45-49
	0.38
	0.29
	0.66
	0.87
	0.11
	0.44
	0.93
	1.31

	50-54
	0.22
	0.25
	1.15
	0.55
	0.16
	0.33
	1.42
	0.87

	55-59
	0.22
	0.07
	0.49
	0.36
	0.16
	0.25
	0.71
	0.62

	60 above
	0.05
	0.00
	0.0
	0.04
	0.0
	0.07
	0.0
	0.11

	Overall
	9.99
	8.34
	16.76
	11.94
	8.13
	7.79
	24.89
	19.73


Source: PPPI database

6.4.2 Secondary school teaching staff

It is very difficult to obtain reliable, comprehensive data on teacher mortality for the secondary school system.  Apart from the survey schools, the only other information that could be obtained on secondary teacher deaths was from the Department of Human Resources Management and Development (HRMD) and the PPPI database. However, only teachers in conventional secondary schools are covered by these databases.  It is quite possible that mortality rates among teachers, most of whom are unqualified, at Community Day Secondary Schools, are not the same as generally better qualified teachers at conventional secondary schools.

Survey schools: At three of the five (60%) survey secondary schools, no teacher died during this period (see Table 6.18).  The average annual mortality rate at these schools was 1.02% between 1996 and 1999.

Table 6.18: Number of deaths and mortality rates at the survey secondary schools, 1994-2000

	School
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	Total

	7-urban

8-urban

9-rural

10-rural

11-rural

Total
	0

0

0

0

0

0
	0

0

0

0

0

0
	0

0

0

0

0

0
	0

0

0

0

0

0
	0
0.0

3
1.36

0
0.0

0
0.0

0
0.0

3
0.31 
	0
0.0

0
0.0

1
0.9

0
0.0

0
0.0

1
0.09
	0

0

0

0

0

0
	0

3

1

0

0

4


There was one report of death in the rural survey secondary schools between 1996 and 1999 compared to three deaths in the urban secondary schools during the same period.  Given the rarity of death amongst secondary school teachers in both rural and urban survey schools it is difficult to reach conclusions about gender differences in mortality rates. Of the four deaths reported during the period only one was of a female teacher.  There was no noticeable increase in deaths over time in both the rural and the urban survey schools.

HRMD database: Figure 6.3 shows that mortality rates among secondary teachers peaked at around 2.3% in 1996, but then fell very significantly to less than 1% in 1998.  This is in marked contrast to the very rapid increase in mortality rates among primary school teachers during the same period.  It is not immediately clear why this should be so, but there is some evidence from other countries, which does suggest that, in the later stages of the epidemic, higher levels of education are protective of HIV infection.   

Figure 6.3: Mortality rates for secondary schoolteachers, 1993-1998
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Source: Department of Human Resources Management and Development (HRMD)

PPPI Database: According to the PPPI database, 29 secondary teachers died in 2000, almost exactly 1% of the total (see Table 6.19).  It would appear that overall mortality rates among secondary teachers have remained at around 1% since 1998. Mortality rates are slightly higher among male secondary teachers.  

Table 6.19: Mortality rates among secondary school teaching staff, August 1999 to December 2000

	Period
	Female
	Male 
	Total

	
	N
MR
	N
MR
	N
MR

	Aug-Dec 1999
	4
0.79
	11
1. 07
	15
0.98

	Jan-Jun 2000
	6
0.62  
	12
0.61
	18
0.62

	Jul-Dec 2000
	3
0.31
	8
0.41
	11
0.38

	Jan-Dec 2000
	9
0.93
	20
1.02
	29
0.99


Source: PPPI database

Age specific mortality rates for secondary school teachers are given in Table 6.20.  The small number of deaths makes it difficult to establish patterns, but mortality rates are highest in the 30-49 age cohorts.  

Table 6.20: Mortality rates among secondary schoolteachers by age cohort (death/ ‘000)

	Age cohort
	Aug-Dec 1999
	Jan-Jun 2000
	Jul-Dec 2000
	Jan-Dec 2000

	Less than 20
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male

	20
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	20-24
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	25-29
	0.0
	1.95
	1.04
	1.02
	0.0
	0.51
	0.0
	0.0

	30-34
	3.95
	0.0
	2.07
	0.0
	1.04
	1.02
	1.04
	1.53

	35-39
	0.0
	4.87
	0.0
	1.53
	0
	1.53
	3.11
	1.53

	40-44
	0.0
	1.95
	0.0
	0.51
	1.04
	1.02
	0
	3.06

	45-49
	3.95
	1.95
	0.0
	2.04
	1.04
	0.0
	1.04
	1.53

	50-54
	0.0
	0.0
	3.11
	0.0
	0.0
	0.0
	1.04
	2.55

	55-59
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	3.11
	0.0

	60 above
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	Overall 
	7.91
	10.71
	6.22
	5.10
	3.11
	4.08
	9.33
	10.20


Source: PPPI database

6.4.3 Mortality rates among support staff

The HRMD data set includes deaths among support staff in the MoEST for the period 1993 to 1998.  However, it was not possible to calculate mortality rates because data on the total number of staff employed by main category was not available.   Total deaths increased from 34 in 1993 to 59 in 1996 but then declined thereafter reaching 38 in 1998. 

6.4.4 Comparative Prevalence and Mortality Rates

It is widely believed that teacher mortality rates are considerably higher than the adult population as a whole. A World Bank projection made in the late 1990s that 40% of teaching staff would die over a five-year period is frequently cited (World Bank, 1998). However, the mortality data presented in this report indicate that this is a serious overestimate of the likely impact of the epidemic on teaching staff.

Teachers are considered to be at higher risk from contracting HIV because they are relatively young, mobile and better off. However, it should also be pointed out that over 90% of teachers work at schools in rural areas where HIV prevalence rates are around one-third lower than in urban areas.

There is virtually no data available that would allow a robust assessment to be made of the absolute and relative risk profile of the teaching profession with respect to the AIDS epidemic. It appears, however, that the mortality rate among primary school teaching staff is roughly the same level as for the adult population as a whole.  According to the 1998 National Population Census, the crude death rate for the general population is 2.2%.  Unfortunately, mortality rates for specific groups of the population as well as other occupations are not available.    

HIV prevalence rates among well-defined categories of the population, including teachers, are not known.  National prevalence rate rates are based on sentinel surveillance surveys of pregnant women who attend ante-natal clinics at selected sites.  The 1999 survey also collected information on educational attainment, which can be used as a proxy for socio-economic status. Table 6.21 shows that the overall HIV prevalence rate for women with post-secondary education is not significantly higher than the average rate for the adult population as a whole. Furthermore, there is a strong negative correlation between education attainment and syphilis rates.

Table 6.21: HIV and syphilis prevalence rates by level of educational attainment, 1999.

	Education level
	%  sample
	HIV+
	Syphilis

	None

Primary

Secondary

Post-secondary

Unknown
	21.9

59.3

14.8

1.2

2.7
	22.6

23.3

29.5

25.0

24.4
	5.4

3.2

2.0

2.4

2.6

	Total
	100
	24.1
	3.5


Source: Sentinel Surveillance Report 1999, National AIDS Control Programme 1999.

6.4.5 Other Attrition

According to EMIS data, total attrition of teaching staff has been around 10-15% per annum in recent years (see Table 6.22). Thus, in 2000, total teacher deaths (from all causes) were less than 20% of total attrition. 

Table 6.22: Primary schoolteachers, in-post 1997-1999

	Year
	Female
	Male
	Total
	% change
	PTR

	1997
	18696
	28647
	47430
	
	61.3

	1998
	15675
	23975
	41769
	-11.9
	69.3

	1999
	18320
	27464
	45784
	  9.6
	63.3


Notes: Total attrition was 12.0% during 1998 and most of these teachers were replaced 

with new recruits in early 1999. PTR=pupil:teacher ratio

Source: EMIS 1997, 1998, 1999.

However, data from the DEO survey shows teacher mortality accounting for a very much higher share of total attrition (see Table 6.23).

Table 6.23: Attrition among primary schoolteachers in 16 District Education Offices, 1999

	Reason for leaving
	FEMALE
	MALES
	TOTAL

	
	No
	%N
	Attrition
	No
	%N
	Attrition
	No
	%N
	Attrition

	Death
	138
	63.4
	1.32
	173
	42.5
	1.32
	313
	50.2
	1.33

	Retirement
	49
	22.6
	0.45
	143
	35.1
	1.09
	192
	30.8
	0.82

	Resigned
	19
	8.8
	0.18
	49
	12.0
	0.37
	68
	10.9
	

	Medical grounds
	9
	4.1
	0.09
	23
	5.7
	0.18
	34
	5.4
	

	Cross transfer/posting 
	2
	0.9
	0.02
	9
	2.2
	0.07
	12
	1.9
	

	Interdicted 
	0
	0.0
	0.0
	6
	1.5
	0.05
	6
	1.0
	

	Dismissed
	0
	0.0
	0.0
	4
	0.1
	0.03
	4
	0.6
	

	Total
	217
	100.0
	2.08
	407
	100.0
	3.11
	624
	100.0
	2.65


Source: DEOs

6.6 AIDS IN THE WORKPLACE
6.6.1 Government policy and practice

The National HIV/AIDS Strategic Framework launched in 1999 acknowledges the importance of well designed workplace programmes for HIV/AIDS and the mainstreaming of HIV/AIDS in human resource planning in all the sectors (MoHP 1999).  However, sector ministries have not yet introduced any of the key interventions proposed in the Strategic Framework.  This is despite the fact that senior managers in the civil service are well aware of the heavy toll of the epidemic on skilled and other staff. Many posts are vacant due to AIDS-related deaths. Urban areas are reported to be worst affected as are professions that involve mobility
. For example, the health education section of the Ministry of Health and Population lost nearly half of its staff of 17 between 1996 and 2000 through HIV/AIDS related illness.  

No changes have been made to the Malawi Public Service Regulations as a consequence of the AIDS epidemic.

6.6.2 MOEST

There is no comprehensive AIWP programme within MoEST. This is partly due to the absence of any clear policy initiative for the government as a whole.  However, it is also true to say that HIV/AIDS has been largely marginalised in the Ministry with the result that the response to date has been very limited.  As elsewhere, the main focus has been on efforts to prevent HIV infection among school students. Very little effort has been made either to prevent or mitigate the impact of the epidemic on education sector personnel.  

The Human Resources Development and Management Department has overall responsibility for human resource planning and management, but it lacks the necessary capacity to formulate and implement an effective AIWP programme.  However, with the recent establishment of the Task Force on HIV/AIDS in MoEST (with members from all major departments), it is hoped that this will change.

Similarly, at the school level, very little has been done to support teaching and support staff.  Most teachers at the survey schools do not believe that the Ministry is effectively tackling the impact of HIV/AIDS on teachers. Most teachers also feel that their schools have not offered adequate support to colleagues who have been directly affected by the epidemic (see Table 6.24). 

Opinions on this issue among education managers are more divided. While some felt that the Ministry has an adequate policy on HIV/AIDS, there were many others who were seriously concerned by the inadequacy of the response to date: As one senior officer pointed out: 

‘It seems NGOs and donor community are very concerned with the HIV/AIDS situation in Malawi and the education sector but not the Ministry of Education.  The ministry has been passive for long and it is now time for it to become active and do something’. 

In most of the survey schools, limited support is offered through each school’s Social Welfare Committee.  The committee collects monthly contributions from teachers for its welfare fund, which assists teachers when they are sick and bereaved.  Teachers are also supportive of each other. For example, they normally visit sick colleagues.

Table 6.24: Teacher responses to statements concerning staff affected by HIV/AIDS (percentages)

	STATEMENTS
	PRIMARY
	SECONDARY

	
	Female
	Male
	Female
	Male

	
	D
NS
A
	D
NS
A
	D
NS
A
	D
NS
A

	The MOE is effectively tackling the impact of HIV/AIDS on teachers

Teachers can discuss their personal problems with school management

Teachers affected by HIV/AIDS are properly supported by the school
	52
20
28

38
8
54

71
14
14
	51
15
33

48
8
45

70
13
18
	72
22
6

53
16
32

37
47
16
	44
41
16

38
6
56

43
54
3


Notes: D=disagree, NS=not sure, A=agree

6.6.3 The Teacher’s Union of Malawi

The Teacher’s Union of Malawi has not actively lobbied or negotiated with the Ministry or government on any issue concerning the impact of HIV/AIDS on its members. However, a member of the TUM secretariat who was interviewed indicated that the union is keen to sensitise and educate teachers on a range of HIV/AIDS issues.

There is widespread dissatisfaction among teachers about TUM. Most feel largely unsupported by their union.  Many teacher interviewees said that ‘TUM is useless and ineffective’ and ‘TUM is doing nothing’. 

6.6.4 Sickness and Retirement

Malawi Public Service Regulations state that teachers, along with other civil servants, may be granted six months’ sick leave with full pay and up to a further six months’ sick leave with half pay in any one year period. After one year, all sickness benefits cease. An officer who is unable to return to work after taking long-term paid sick leave may be granted unpaid sick leave or can opt for premature retirement on medical grounds.  

In practice, very few teachers take long-term sick leave
. This is mainly because of financial reasons. Quite a number of senior officers in MoEST are also very unclear about sick leave regulations and related procedures.  Some stated, for example, that long- term sick leave was only three months on full pay and three months thereafter on half pay.  

Sick leave regulations have not been amended as a result of the AIDS epidemic. In particular, there is still a clause that sick leave may only be granted ‘as long as there are reasonable prospects of eventual recovery and fitness for duty’ (GoM, 1999:540).  This clearly needs to be changed or suspended.  Some teachers also suggested that the official age of retirement should be lowered in the light of much reduced life expectancy.    

Teachers themselves are also ignorant or unclear about their sick leave and other benefit entitlements. A number of teacher interviewees commented, for example, that government should process the gratuities and pensions of those staff who have clinical AIDS prior to their death.

6.6.5 Medical Support

There is no medical aid scheme for public servants (including teachers) in Malawi. Where teachers seek special or private treatment they have to pay from their wages. Teachers are entitled to emergency advances for medical expenses, but the revolving fund from which these are made is far too small to meet total demand and advances have to be repaid within six months.

The government recognises the benefits of making anti-retroviral drug therapies available to children and adults infected with HIV.  However, despite very large reductions price reductions over the past year, the cost of these drugs is still way beyond the means of most Malawians, including teachers.  Thus, there seems little hope of reducing mortality rates among teachers through the use of ARTs, at least in the immediate future.  

6.6.6 Death and Funeral Benefits

MOEST is supposed to provide three vehicles and a coffin for funerals of deceased staff and their immediate family. However, most ministries do not have the funds to meet these expenses and considerable debts are being incurred.  Within ministries, a wall of silence surrounds the whole issue of funerals as death is a taboo subject.  Divisional and district education officers complained about the huge funeral expenses (i.e. costs of transport and coffins) they are incurring as a result of increased teacher death.  Most of their monthly funding now goes to meeting the funeral costs of teachers and their immediate families. This means that other essential activities and needs (including school supervision, acquisition of stationery and other teaching and learning materials for schools, and even payment of salaries and allowances) are being seriously affected.  Some DEOs stated that their total expenditure on funerals now exceeds the funding they receive from the MoEST. 

However, the MoEST has not made any special financial provision to deal with the additional expenditures that are directly and indirectly related to the AIDS epidemic. Resources available at the divisional and district offices are grossly inadequate to deal with the situation.   In particular, DEOs bemoan the lack of vehicles or inappropriate vehicles. Most are too small to carry the coffin and the deceased’s personal belongings to their respective homes.  Most of the DEOs also said that they are unable to immediately transfer the deceased family from the duty station to their respective homes because of lack of transport and in some cases the deceased family remains on the school premises for long periods of time. This makes it difficult to replace the deceased teacher because of lack of housing.  

With teachers being deployed all over the country, this has also resulted in a marked escalation in funeral-related transportation costs because, traditionally, the dead are always buried in their home village. Urban DEOs are the worst affected because the death rates are higher and they attract teachers from all over the country.  
6.6.7 Teaching Cover

Over 90% of primary school teachers at the survey schools indicated that teaching cover is provided for their classes when they are absent.  70% of male and 56% of female teachers at the survey secondary schools also indicated that some kind of teaching cover is provided. It is clear that actual cover varies significantly from school to school depending on staff availability and other resources at the disposal of the school.  Numerous strategies are employed by school managers to deal with teacher absenteeism.

· The teacher arranges to make up or provide extra classes in the evening (usually possible in a boarding school). 

· The teacher concerned leaves some work (prepared in advance) for the person who will cover his/her class 

· The subject is changed. 

· Teachers swap periods with each other so that absence is not disruptive.  

· Sometimes other teachers `sit in' for study period with pupils to cover for absent teachers.  

· In double shift schools it is possible for a teacher to attend a funeral and return in the afternoon (assuming it is close by.)

· Some classes are put together.

In primary schools: 

· The head and the deputy provide cover for absent teachers because both of them have no teaching loads (only one school mentioned this).

· Teachers are reassigned from classes with more than one teacher to the class without a teacher.

· Some classes are put together or combined into one class.

· Teaching time is re-organised so that there is not much disruption. 

· Absent teachers leave lessons to be covered prior to their absence.

Although there is a fairly high level of teacher absenteeism, this is not generally seen as having a serious impact on teaching and learning because teacher cover is available or absent teachers make up for lost time. However, it is doubtful whether teaching cover is adequate especially given very high pupil-teacher and pupil-class ratios in most schools. (see Table 6.25).  None of the survey schools had floating teachers who can provide instant cover whenever the need arises. Nor are any of the above-mentioned coping strategies adequate to ensure proper teaching cover.  For example, combining streams or classes in primary schools where there is more than one teacher per class results in extremely large classes (particularly in the lower standards and at urban schools).  One of the urban survey schools is seriously under-staffed and also lacks physical space, which means that many classes are already combined. Classes of 120 or more are not uncommon in the lower standards.  In such situation, teacher absenteeism results in combined classes of upwards of 240 children! Meaningful learning is obviously quite impossible in such large classes. 

Table 6.25: Pupils per teacher, class and classroom at the survey schools

	Std
	Pupils:teacher
	Pupil:class
	Pupil:classroom

	
	Rural
	Urban
	Total
	Rural
	Urban
	Total
	Rural
	Urban
	Total

	1
	82
	91
	88
	82
	138
	110
	128
	192
	162

	2
	56
	83
	72
	56
	124
	94
	99
	174
	141

	3
	67
	67
	67
	57
	106
	95
	160
	148
	152

	4
	51
	61
	57
	51
	112
	93
	103
	149
	130

	5
	74
	67
	69
	35
	103
	94
	75
	134
	112

	6
	47
	61
	57
	26
	94
	86
	66
	122
	103

	7
	57
	51
	52
	28
	85
	75
	68
	113
	97

	8
	32
	45
	41
	25
	89
	73
	45
	115
	86

	Total
	60
	66
	64
	47
	108
	92
	47
	145
	125


In a few of the schools it was argued that though teaching cover is provided it places a burden on the remaining teachers because they end up teaching very large classes.  Other teachers remarked that teacher absenteeism increases the teaching load of teachers and in some cases pupils still lose out as the teaching cover may not be provided for the whole time they are in school.  A recent study on teacher mobility in selected primary schools found that movement of teachers between classes within a school was the norm with nearly half the teachers having being reassigned classes during one school year.  Teacher movements were caused by teacher transfers, death, sickness or temporary leave, resulting in serious disruptions of the system (IEQ, undated).  The study suggests that absenteeism of the teachers whatever the cause can create serious disruption within the school system as several classes are affected as the teachers are reallocated from other classes to provide cover for the class without a teacher.     
6.6.8 Deployment and Transfers

Current MoEST policy is to deploy teachers anywhere in the country.  In particular, the Ministry wants to re-deploy the large excess teachers at urban schools to schools in rural areas, many of which are understaffed.  There are also obvious benefits of teachers working in their home districts. The housing problem would be eased and it will be considerably easier to implement the language policy, which requires mother tongue as the medium of instruction for the first four standards. Furthermore, as the AIDS epidemic deepens, staffing disruptions will be lessened if teachers are near family and friends if they become ill and/or they need to care for the sick.  However, most teachers do not want to be posted to schools in their home areas and have mounted strong opposition to such a policy over the years. In 1989, a presidential directive ordered all teachers to teach in their home region, but this proved to be so unpopular that it was reversed when the new government took over power in 1994. More recently though, there has been an increase in the number of teachers seeking transfers to schools near their home areas or hospitals. 

There are some concerns that the proposed redeployment of teachers to rural areas will result in spouse separation, which could increase the vulnerability of the separated teachers to HIV infection.  ‘Following spouse’ is the most common transfer reason,  (particularly amongst female teachers).  According to DEO interviewees, over half of all inter-district transfers are for this reason.   

While teachers are a highly mobile group, the DEO survey shows that currently less than 5% of transfers are AIDS-related.

6.6.9 Teacher discrimination 

It is generally argued that teachers and other staff with HIV/AIDS suffer from social exclusion both within the school and also in the wider community (see, for example, Kelly, 2000, Shaeffer 1994, and Tayari 2000).  However, the school survey found no evidence of overt discrimination and stigmatisation by either staff or students. Most teachers strongly disagreed with the statements that teachers who are affected by HIV/AIDS are discriminated against by the MoEST, school management, or other colleagues. Teachers feel that the key issue is not so much one of discrimination but rather a general lack of support for affected teachers by their employer, the MoEST as well as their own union. While staff who are ill or bereaved are given moral and material support by their colleagues, this support is fairly limited given the precarious financial position of most teachers. 

However, where instances of discrimination have occurred, most teachers felt that school management had not dealt with it decisively enough.  While MoEST officials also agreed that there is very little AIDS-related discrimination in schools, the ministry does not have an effective anti-discrimination policy. 
Table 6.26: Teacher responses to statements concerning discrimination

	STATEMENTS
	PRIMARY
	SECONDARY

	
	Female
	Male
	Female
	Male

	
	D
NS
A
	D
NS
A
	D
NS
A
	D
NS
A

	Teachers affected by HIV/AIDS are discriminated against by the Ministry

Teachers by HIV/AIDS are discriminated against by school management

Teachers affected by HIV/AIDS are discriminated against by other teachers

School management has taken firm action to counter discrimination against teachers and students who have AIDS
	82
17
1

83
17
1

84
14
2

66
21
13
	76
21
3

79 
21
0

84 
11 
5

46
25
28
	84
16
0

90
11
0

79 
21 
0

61
28
11
	50
44
6

60
37
3

57
37
6

49
34
17


Although teachers are generally quite supportive of each other when they are sick or bereaved, there is still enormous secrecy and anxiety about HIV/AIDS in schools.  Most teachers who were interviewed said they do not feel free to discuss HIV/AIDS issues among themselves.  This lack of openness makes it very difficult for school managers and other teachers to effectively support affected teachers.

6.6.10 HIV/AIDS Education

Virtually all HIV/AIDS education in the MoEST has targeted students only. HIV prevention for teachers and other Ministry personnel has been almost totally absent. While there have been some very limited in-service training on HIV/AIDS, this has also focused on student prevention.  While some teachers do recognise the need for AIDS education for teaching and support staff, the level of denial and secrecy concerning AIDS is such that management at all levels has been incapable of intervening decisively in this area.  Most teachers believe that ‘our managers do not want to talk about HIV/AIDS’ and that they themselves are not free to discuss AIDS-related issues. As was repeatedly pointed out, ‘the only time we talk about HIV/AIDS is when there is a funeral and the person is suspected to have died of AIDS’. Many head teachers, on the other hand, argue that, it is not them, but their own staff who are in denial.  For example, one head teacher commented that when a health worker distributed condoms among teachers at his school, some of the teachers took it as a joke as if ‘they were not sexually active’. 
6.6.11 Testing for HIV

There is no special voluntary testing and counselling programme for teachers. New recruits to the teaching profession are now required to pass a medical examination, but this does not include an HIV test.  

There are still very few centres in Malawi which offer pre- and post-test counselling. Most are located in urban areas, which further limits the access of teachers to these services. Some private doctors and clinics also offer testing services but most do not provide proper professional counselling.  

The absence of a comprehensive AIDS in the Workplace Strategy in the MoEST has meant that so far little encouragement has been given to teachers to test for HIV.  However, teachers at the survey schools argued that that MoEST should introduce HIV testing but that this must be done in conjunction with other measures that effectively support teachers who are living with AIDS.  

PART II

WHAT SHOULD BE DONE?

The first part of this report has identified the main impacts of HIV/AIDS on students and staff in primary and secondary schools. Part II addresses mitigation issues in the three main areas: student prevention, students affected by HIV/AIDS and teachers and support staff.   

Some commentators have argued that the schools in high HIV prevalence countries in Africa should be ‘transformed’ in order to deal effectively with the multiple impacts of the epidemic on children. However, in the Malawi context this is not a realistic proposition given the immense pressures that already exist on schools (overcrowding, lack of resources and poor teacher motivation).  Although schools are in a strategic position in communities and have great potential to mobilise around HIV/AIDS issues, up to now little has been done. The MoEST should, therefore, play a far more pro-active role in the forging of new partnerships with other government and non-governmental organisations. The multi-sectoral approach needs to be more fully developed in order to wage a more effective struggle against AIDS. This will require support from both international donors and the private sector. 

Another fundamental pre-requisite for change is greater commitment and openness on the part of senior politicians and civil servants in order to combat the epidemic. The process of raising the awareness of AIDS issues and developing more appropriate strategies needs to be more participatory and involve a wide range of stakeholders in communities, schools and government ministries.

CHAPTER 7

HIV/AIDS PREVENTION AMONG STUDENTS

To date, AIDS education campaigns and other interventions have had relatively little impact on the sexual behaviour of school children in Malawi. Although students are continuously exposed to information about AIDS from numerous sources (including the mass media, teachers, local health workers and religious leaders), mixed messages are causing confusion and serious knowledge gaps with respect to reproductive and sexual health. Many continue to put themselves at risk by having unprotected sex with multiple sex partners 

The school survey identified numerous problems with the current integration and infusion approach. What should be done, therefore, to ensure that school-based AIDS education is more effective? Given the seriousness of the AIDS epidemic in Malawi, it is essential that students at both primary and secondary schools have the knowledge and skills that will enable them to make informed decisions and avoid HIV infection. Accordingly, a comprehensive and holistic HIV/AIDS prevention strategy needs to be adopted by the MoEST, which focuses on all the key contributory factors, which result in adolescents putting themselves at risk of infection. This strategy would take account of both gender and cultural issues and participatory techniques should be utilised wherever possible.

7.1 INFORMATION AND RESEARCH

The collection of reliable information on students’ knowledge, attitudes and behaviour in relation to sexuality and HIV/AIDS is essential if the MoEST is to develop an effective and comprehensive HIV/AIDS education programme for primary and secondary schools. It is recommended, therefore, that a comprehensive study into sexual behaviour is undertaken that takes into consideration cultural and gender issues, in order to inform appropriate interventions and strategies to reduce high risk sexual behaviour.  Hospitals and clinics also need to supply schools and Ministry of Education with statistics on STD infections among school students.

7.2 LIFE SKILLS AND HIV/AIDS EDUCATION

“AIDS education should be a subject on its own for every student”

Life skills as a separate subject: Students must have the basic life skills that will enable them avoid HIV infection. The key areas that must be squarely addressed include dealing with peer pressure, problem solving, assertiveness, sexuality, and alcohol and drug abuse. Given the current situation in schools in Malawi, the only effective way of ensuring that children acquire these life skills is for them to be taught as a separate subject in the core curriculum. It is recommended, therefore, that at least two periods a week are devoted to life skills education. As discussed earlier, the MoEST working with UNICEF have developed a Life Skills programme, which is based on this principle of separate provision. However, it is imperative that this programme is introduced into both primary and secondary school without further delay.  It should be introduced into Standard 1 of primary school and run through the whole school system.

In Uganda, during the late 1980s, the School Health Education programmes focused on the provision of basic factual information about HIV/AIDS. However, once the scale of the AIDS epidemic became apparent, it was decided to place far more emphasis on life skills training. The Ugandan experience has shown that ‘effective advocacy has created a supportive environment for life skills education’. It is clear from the experience of other countries that life skills packages, aimed at behaviour change will not be successful without a more open approach generally to HIV/AIDS issues on the part of the schools and the community at large (Gachuhi, 1999).

Integration and infusion: Although not adequate on its own, HIV/AIDS education should still continue to be infused in all relevant ‘carrier’ subjects. It is hoped that improvements in teacher training regarding HIV/AIDS and the development of more interactive teaching methods will make these inputs more effective than they have been in the past. It is MoEST policy to maintain infusion and also extend it to other areas such as teacher education, planning and management, human resources management and other areas.

Start early: HIV/AIDS prevention efforts should also start as early as possible before children have become sexually active and before too many have dropped out of school. It is recommended, therefore, that life skills education should start in Standard 1. The main focus should be on promoting sexual abstinence.

Teacher training: The teacher education programme should mainstream HIV/AIDS, family life education, and life skills into the certificate, diploma and degree curricula. A comprehensive review of the teacher education curriculum is required to include HIV/AIDS and Life Skills components, in order to ensure that all newly trained teachers are able to integrate and infuse HIV/AIDS topics into their teaching subjects. 

7.3 GUIDANCE AND COUNSELING SERVICES

MoEST is committed to strengthening the provision of guidance and counselling services.  In view of the increasingly serious impact of the AIDS epidemic on the material and emotional welfare of many children, improving these services should be given top priority. In particular, professional staff should be appointed with responsibility for the co-ordination of G&C services at national and divisional levels.

It is also essential that all schools have full-time G&C teachers with specialist pre- and in-service training in life skills education including HIV/AIDS. These teachers would have both teaching and pastoral responsibilities. They would teach the time tabled Life Skills classes in each school and, more generally, ensure that schools do all they can to support the rapidly growing number of children affected by AIDS, in particular orphans. The counsellors will need, therefore, to work very closely with District AIDS Co-ordinators and District Social Welfare Officers as well as other key partners in the community. For the large urban schools, as many as four counsellors will be required.

7.4 TEACHER TRAINING

“All teachers must be trained in counselling skills”

 “All teachers should be exposed to HIV/AIDS education and be oriented on how to teach it”

All teachers must have the skills to support the emotional needs of students during the AIDS crisis and beyond and also be able to deliver effectively AIDS topics that are infused in their particular subject.  Intensive pre- and in-service training must be provided as a top priority to all teacher trainees and serving teachers respectively. A dedicated cadre of teacher trainers is required who should work closely with NGOs which have proven training capacity in this area.

Due to the sensitivity of the subject matter, teaching methods must be child-centred and participatory. As noted earlier, previous attempts to deliver HIV/AIDS subjects have been top down and not interactive enough. This has partly been because of the discomfort felt by many teachers in delivering these subjects, which is not helped by the lack of open discussion of these sensitive issues. 

7.5 REFERRAL SERVICES

Schools need to be much better informed about what services are available for both students and staff affected by AIDS and effectively refer individuals to these service providers when the need arises. Close liaison with other government departments and NGOs is crucial if this is to be done effectively. School should have the necessary documentation, which describes all relevant service providers.   

7.6 PEER EDUCATION

In many countries around the world, peer-led risk reduction interventions have been effectively utilised among adolescents to change unhealthy or risky behaviour. A far more concerted effort is needed to introduce school-based peer education in Malawi. Peer education and counselling must be included in the orientation of students on the executive of primary and secondary schools, prefects and student leaders of various organisations, as well as clubs and societies in the schools. Emphasis should be placed on training students in life skills, HIV/AIDS, peer education and counselling, in collaboration with youth NGOs and relevant government departments. Promoting peer education would be the responsibility of the school-based guidance counsellor. 

AIDS TOTO Clubs (with some adult facilitators) should be revitalised and employ peer education techniques in order to develop mutual self-respect and improve the self-esteem amongst girls and boys. It is often low self-image and fear of being assertive, combined with the need for cash that leads girls into early pregnancy and risky sex. By using drama and interactive methods, the clubs can help to widen their membership and also involve other groups such as parents through PTAs and school committees in anti-AIDS activities. The AIDS TOTO Clubs using peer education should expand their activities into the community in order to involve out of school youth.

7.7 SEXUAL MISCONDUCT

Decisive action should be taken against all forms of sexual harassment perpetrated by teaching staff or other students. The existing MoEST regulations, which allow for the suspension of teachers involved in sexual liaisons with students, should be strictly enforced. The maintenance of high ethical standards and provision of positive rather than negative role models can only benefit the teaching profession and the school as a whole.

In Malawi, the age of consent is 13 years old, although the Law Commission is in the process of revising the penal code to bring it in line with constitutional provisions, which define the minimum age for marriage as 16 years. Despite these provisions, the constitution allows children between the ages of 14 and 16 to marry with parental consent. In the light of both the HIV/AIDS epidemic and human rights considerations, it is clear that 14 is too young an age for children to marry.

The recommendation of the National Gender Policy (MoGYCS, 1999) that the legal minimum age of consent should be raised to 18 years is likely to be unworkable. Draft legislation to this effect in Uganda has been strongly opposed in parliament and has not been made law. We recommend, therefore, that for Malawi the age of consent be raised to 16 years. This would help to reduce the dropout of girls and boys in both primary and secondary schools and it would also protect young females (who are particularly susceptible to contracting HIV/AIDS) from under-age sex and abuse.  

A national campaign should be mounted by NGOs and other groups in civil society to publicise the dangers of under-age schoolgirls having relationships with ‘sugar daddies.’  The existence of sexual relations between adults and children at school clearly reflects what is going on in the wider community. This practice must be challenged by all possible means using the media, the churches, women’s organisations, trades unions etc.

7.8 CONDOMS

Malawi has experienced erratic supplies of condoms with very few being available in more remote rural areas as well as huge variations in quality.  As discussed earlier, school children receive mixed messages with regard to the use of condoms. Whereas messages from the Ministry of Health and many anti-AIDS NGOs emphasise ‘safe sex’ and the use of condoms, religious lobbies and even the WHY WAIT programme, promotes abstinence as the ‘only way’. The school survey highlights the extent to which children are confused about condom use.   

There is an urgent need for the MoEST in collaboration with the National AIDS Control Programme, to engage the various stakeholders on how best schools can provide balanced information on both abstinence and condoms. What is clear is that teachers and students do not think it is appropriate to distribute condoms in schools, despite the high level of sexual activity among secondary students. It is the opinion of many teachers and parents that making condoms freely available encourages sexual activity amongst young people. It is essential, therefore, that condoms are only distributed in conjunction with good quality information and counselling services. Where these services can be assured, condoms should be accessible to students in a neutral place, for example, in clinics, dispensaries, hospitals and through youth NGOs. School-based counsellors could advise students how to obtain condoms if necessary.

CHAPTER 8

STUDENT MITIGATION

This chapter examines what should be done to support students directly affected by the epidemic, in particular orphans, student carers, and students who are HIV positive. The first section presents projections of the school-aged population, school enrolments, and the three groups of children directly affected by HIV/AIDS. The second section then makes a number of recommendations concerning what support should be provided by schools, the wider community and the state to affected children in order that they are properly educated.

8.1 PROJECTIONS

8.1.1 School-aged Population

The AIDS epidemic in Malawi will seriously reduce population growth. Far fewer children will, therefore, need to be educated than would have been the case in the absence of the epidemic. The overall rate of population growth declined from 3.2% in 1987 to 2.2% in 1998, which has been partly attributed to the impact of HIV/AIDS.  .

Table 8.1: Projected school-age population with and without-AIDS, 1998-2014 (millions)

	Year
	6-13
	14-17
	18-24

	
	F
M
Total
	F
M
Total
	F
M
Total

	1998- Base year

	Without AIDS
	2.14
	0.90
	1.38

	With AIDS
	1.06
1.08
2.14
	0.46
0.44
0.90
	0.73
0.65
1.38

	1999

	Without AIDS
	2.19
	0.92
	1.41

	With AIDS
	1.10
1.09
2.19
	0.47
0.45
0.92
	0.74
0.66
1.40

	2004

	Without AIDS
	2.42
	  1.04
	1.54

	With AIDS
	1.16
1.14
2.30
	0.52
0.52
1.03
	0.77
0.74
1.51

	2009

	Without AIDS
	2.95
	1.15
	1.73

	With AIDS
	1.35
1.31
2.66
	0.57
0.55
1.12
	0.87
0.85
1.72

	2014

	Without AIDS
	3.59
	1.34
	1.93

	With AIDS
	1.60
1.56
3.16
	0.61
0.59
1.20
	0.93
0.92
1.85


Notes: Calculated using population parameters estimated from the 1998 Population and Housing Census.

How large then will the school-age population be during the coming decades? Most children in Malawi attend primary and secondary school between the ages of 6 to 24 years.  Without AIDS, this group would have increased from 4.42 million in 1998 to about 6.86 million by 2014 but, ‘with AIDS’, the projected population is 6.2 million, around 10% lower
. With AIDS, the primary school-aged population of 6-13 year olds is projected to reach 3.16 million by 2014 - 12% less than the projected population of 3.59 million without AIDS. Similarly, the secondary school-aged population of 14-17 year olds is projected to grow from 0.90 million in 1998 to 1.20 million by 2014, which is 10% lower than the projected population without AIDS.

8.1.2 Projected School Enrolments 

Apart from the overall demographic impacts, the epidemic may undermine the ability of affected households to send and keep children in school.  This will mean that the Education for All targets may not be attainable unless appropriate actions are taken to mitigate the negative impacts of the epidemic on schooling.

In order to explore the likely impacts of the epidemic on school enrolments, two future enrolment scenarios are contrasted with current enrolment trends (based on pupil flow rates in the base year 1999). The first enrolment scenario assumes that the PIF enrolment targets are attained with no change in current dropout and repetition rates. Under the second scenario, it is assumed that HIV/AIDS results in a 50% increase in repetition and dropout rates. 

The PIF targets for primary education are as follows:

 A net enrolment ratio of 95% by 2007, up from 75% in 1997/98 

 Dropout rates will fall to 5% in all standards and repetition rates will also be 5% in standards 1-7 and 10% in standards 8 (from an average of 15% in 1997).  

 Increased female participation from 48% in 1997 to 50% by 2002.

At the secondary level, the PIF has the following objectives:

 A gross enrolment rate of 30% by 2012 (up from 18% in 1997).

 Gender parity by 2012. Females comprised 37% of enrolments in 1997. 

The enrolment projections based on the PIF targets are compared with the enrolment projections assuming that enrolment targets remain constant from the base year. It has been assumed that by 2014 all children will begin primary school at the official starting age. Consequently, the admission rate to primary school for both girls and boys has been steadily reduced from 204.1% in the base year to 100% by 2014.  The admission rate for secondary education is reduced from 49% to 30% in order to achieve the PIF enrolment targets.  

Table 8.2 shows the PIF enrolment targets for primary and secondary levels over the 15-year projection period.  With constant repetition and dropout rates, enrolments are projected to increase by 60% from 2.9 million to 4.64 million.  Overall enrolments would have to grow by about 4% per annum, which is unrealistic as the high admission rates would be impossible to sustain over this period.  Secondary enrolments would grow at even faster rate increasing by as much as 86% by 2014.

Assuming that the PIF targets of lower repetition and dropout are achieved, primary enrolments are expected to grow by 25% from 2.9 million in the base year to 3.64 million by 2014.  Secondary enrolments would increase by 75%.

Table 8.2:Projected primary and secondary school enrolments,1999- 2014 (millions)

	Year 
	PRIMARY
	SECONDARY

	
	No change    PIF targets      AIDS impacts
	No change    PIF targets    AIDS impacts

	1999

2000

2001

2002

2003

2004

2005

2006

2007

2008

2009

2010

2011

2012

2013

2014
	2.90                2.90                  2.90

2.98                2.96                  2.94

3.05                3.01                  2.95

3.11                3.04                  2.91

3.14                3.05                  2.84

3.20                3.08                  2.78

3.28                3.12                  2.73

3.40                3.17                  2.72

3.55                3.24                  2.73

3.74                3.32                  2.77

3.92                3.41                  2.80

4.08                3.47                  2.81

4.23                3.53                  2.81

4.38                3.58                  2.81

4.51                3.62                  2.80

4.64                3.64                  2.78
	0.24               0.24                0.24

0.26               0.25                0.25

0.28               0.27                0.26

0.30               0.28                0.27

0.33               0.30                0.27

0.36               0.32                0.29

0.40               0.35                0.31

0.42               0.37                0.32

0.44               0.39                0.32

0.44               0.40                0.31

0.45               0.42                0.29

0.45               0.42                0.27

0.46               0.42                0.25

0.46               0.42                0.23

0.48               0.42                0.21

0.49               0.42                0.19


Impact of HIV/AIDS on school enrolments: The likely adverse impacts of the epidemic on rapidly growing numbers of children will make the PIF enrolment targets more difficult to achieve. The general consensus among parents/guardians, teachers, students, and orphans is that children most directly affected by HIV/AIDS do face more problems with their schooling and are, therefore, more likely to dropout of school because of lack of basic support. 

The cost of secondary schooling is already prohibitively high for most households in Malawi, the large majority of whom live below the poverty line. The PIF proposes major cost sharing strategies that will further increase the cost burden on households. Since HIV/AIDS usually impoverishes affected households, more families will be unable to support their children’s secondary schooling. This could mean that the PIF target of 30% enrolment rate for secondary education is not achievable. The number of children needing assistance to attend secondary schooling will almost certainly increase dramatically thereby undermining the PIF policy objective of lower government subsidy for secondary schooling.  

To model the impact of HIV/AIDS on school enrolment, it has been assumed that overall repetition and dropout rates for primary education increase by 50% over the 15 year period, while, at the secondary level, dropout rates are projected to increase from zero to 5%.  

Table 8.2 shows that projected primary and secondary school enrolments in 2014 when the impact of HIV/AIDS is taken into account.  Projected primary school enrolments are 4% lower in 2014 than in 1999 while secondary school enrolments are 20% lower. The gross enrolment rate for primary education decreases from 132.1% in 1999 to 88.1% in 2014.  The gender gap also widens as the epidemic is expected to affect girls schooling more than boys.  The relative gender gap decreases from 92.2% in 1999 to 80.7% in 2014.

8.2 CHILDREN DIRECTLY AFFECTED BY HIV/AIDS

Mitigating the impacts of HIV/AIDS on education will depend crucially on the level and type of support given to affected children, both in and out of school. The chronically high levels of poverty in Malawi seriously compound the problems faced by these children.  According to the 1997-98 Household Income Survey, 66.5% of rural and 54.9% of urban populations live below the poverty line and 28% of the population live in abject poverty (NSO, 2000).  This has major implications for the efficacy of community and home based care for orphan, which is the main focus of the national orphan care programme in Malawi.  Given that the ability of most households to cope with the economic impacts of the epidemic is severely limited, the success of the community-based approach for orphan and patient support will depend to a large extent on how quickly the livelihoods of the poor can be improved.   

It is not even known how many children currently affected by HIV/AIDS are facing additional problems with their schooling and just how many of them, therefore, need various kinds of targeted support so that they successfully complete their education. Estimating just how many affected children will need to be supported over the next 10-15 years is even more difficult. However, whatever the numbers may be, it is vital that the MoEST in conjunction with other key partners (both in government and in civil society) develops a comprehensive strategic response that specifically addresses the needs of these children.

8.2.1 Orphans

The number of maternal and double orphans doubled between 1990 and 2000.  Currently, it is estimated that this group of children comprise 12% of the under 15 population. 27% of children have lost one or both parents. At the survey schools, about 30% of the students randomly selected for interview were orphans.     

Table 8.3: Projected number of orphans under 15 years of age, 1990-2010 (‘nearest 000)

	Year
	1990
	1995
	2000
	2005
	2010

	Population  < 15

Maternal/double orphans

Maternal/double orphans as % children < 15

Total orphans

Total orphans as % of children < 15
	4284

259

6.05

741

17.29
	4375

392

8.97

981

22.41
	4488

554

12.34

1231

27.43
	4504

715

15.87

1430

31.75
	4376

861

19.68

1566

35.78


Source:  UNICEF (1999) ‘Children on the Brink’.

Nearly 36% of the under 15 population will be orphans by 2010. The projected number of maternal and double orphans is projected to increase by around 200,000- from 550,000 in 2000 to 860,000 by 2010. The total orphan population (i.e. both single and double orphans) will increase from 1.23 million in 2000 to 1.57 million in 2010. 

These projections suggest that orphans will account for very sizeable proportion of children for the foreseeable future. Detailed information on the actual number of orphans and their characteristics is currently not available as there is no effective system of registration of orphans. However, given that the number of maternal/double orphans is projected to increase to about 20% of all children, it is imperative that a comprehensive national survey of the orphan situation is carried out as soon as possible in order to identify effective support systems for them.  

8.2.2 Children Looking after Sick Family Members

The AIDS epidemic in Malawi will peak during the next decade. Consequently, the burden of care for the sick will continue to increase. Children are a major source of labour within most households. Thus, without additional support, it is likely that children living in households with a sick adult member will bear much of the burden of care and demands for their labour will also increase considerably as they take on the roles of the sick family members.  

It is difficult to accurately project the number of child carers.  However, the number of people with AIDS does give us an indication of the likely number of children that might be affected. The number of new AIDS cases is projected to rise from 57,000 in 1998 to nearly 100,000 per annum by 2010. 

8.2.3 Children Living with AIDS

Given the age structure of school enrolments in Malawi it is possible that some students might be infected and sick within the school system.  In addition, so far there have not been any prevention programmes to reduce the incidence of mother-to-child transmission implying that some children in the infant sections of primary schools could be infected.  The secrecy and silence surrounding the epidemic mean that schools do not keep any records on children who are seriously sick.  The prevalence rate amongst children aged 0-15 years was estimated to be 2.2% in 1999 (NACP, 1999).  Furthermore, the age profile of primary and secondary school enrolments suggest that some students in upper primary and secondary schools might be infected and suffering from HIV/AIDS.

8.3 SUPPORT STRATEGIES

8.3.1 Stakeholder Suggestions

Students, teachers and school management teams suggested the following types of school-based support for orphans.

· Identifying sponsors (charitable organisations like Lions Club International and Rotary Club) to pay school fees for needy students including orphans;  

· Permitting orphans to pay school fees in instalments;

· Teachers offering orphans and needy students seasonal jobs like ‘ganyu’ in order to raise money to pay for their schooling and for other basic needs;

· Providing transport money to boarding orphans to allow them to go home during holidays;

· Providing them with pens and notebooks;

· Setting up a general purpose fund to help orphans with transport in particular.

· Use GABLE funds not used by female students who have dropped out of secondary school to assist the orphans.

It was also suggested that schools should provide counselling to orphans in order to help them deal with the psychological impacts of their loss and trauma and also encourage them to stay in school.   It is clear that teachers would like to see the school (and MOEST) taking a more pro-active role in supporting orphans either by identifying assistance for them or even raising funds for orphan care. Teachers at all the survey schools generally agreed that there is need to improve support given to orphans by the schools.  Some of the things that the teachers suggested should be done include:

· Provision of counselling services to address the emotional and psychological needs of orphans

· Identifying organisations that can offer support to orphans.

· Solicit donations of clothes and other basic needs such as food for distribution to orphans in the school to address their basic needs.

· Creation of social welfare funds through staff and student contributions to be used in assisting orphans and other children affected by HIV/AIDS.

· Co-ordinate NGO and other orphan care organisations activities within the school.

· Provide orphans with all required learning materials.

· Provide bursaries to orphans in need.

· Encourage PTAs to take a more pro-active role in the care of orphans and support for their education.

· Introduce income-generating activities within the school to raise money, which can be used to support orphans.

· Create a school-based committee on orphans.

· Provide extra tuition or remedial lessons to orphans and other children affected by HIV/AIDS in view of their frequent absences from school.

8.3.2 General Considerations

As was discussed earlier, MoGYCS has developed a comprehensive policy for orphans based mainly on community (as opposed to institutional) care.  The programme calls for a multi-sectoral approach with the Ministry taking a lead role in co-ordinating orphan care activities.  In addition, Ministry of Health and Population provides for community and home based care programmes for AIDS patients. Yet, despite their obvious potential advantages over other forms of care, both programmes have had limited coverage and are seriously under-funded.  

Mitigating the impacts of the epidemic on school enrolments will largely depend on the effectiveness of support given to children most affected by HIV/AIDS. However, targeting orphans and other affected children is a contentious issue given the extent of poverty in Malawi. The schooling problems faced by orphans are not unique to them.  There are other equally vulnerable groups among non-orphans, most of whom live in very poor households who are also at risk of not enrolling and completing their schooling. To ensure equity, targeting should therefore be inclusive so that all vulnerable children, including those orphans at most risk, are provided with assistance.  Effective targeting can only be done if there is a sound information base, which currently does not exist.

Since most orphans and other children affected by HIV/AIDS are cared for within their communities, often by close relatives, improving the economic well being of households should be the main priority.  For example, the majority of orphan carers who participated in focus group discussions mentioned that what they needed most was assistance (such as credit) to enable them generate income and produce enough food for their family.  However, orphans have other special needs as well apart from basic needs of food, shelter and clothing, in particular psychological and emotional support.

8.3.3 Social Welfare Provision

Given the magnitude of the orphan crisis, government in collaboration with donor partners urgently needs to review the provision of welfare and other benefits to the needy. The proposed National Safety Nets programme offers a window of opportunity to develop and offer comprehensive support systems for orphans and their carers. More resources (both financial and human) should be put at the disposal of the MoGYCS in order that basic social welfare services can be provided to the most needy groups.  However, the Ministry currently lacks the capacity to implement and monitor orphan programmes. In particular, the present establishment of social welfare officers is far too small.  

It is recommended that a special cadre of social welfare assistants (SWA) is created which would work closely both with schools and communities in providing and monitoring orphan care services.  The recruitment of SWAs would also enable the ministry to expand its fostering and adoption services, which are limited because of lack of staff on the ground.  Apart from assessing and monitoring children under different care programmes, SWAs could also be trained to provide counselling to both carers and orphans.

Government should also increase its budgetary support for social welfare services so that MoGYCS can more effectively respond to the orphan crisis and also provide the much-needed leadership in orphan care by co-ordinating the activities of various stakeholders.  

8.3.4 Co-ordination between agencies

The current organisational and institutional arrangements for addressing orphan needs are not adequate given the magnitude of the orphan crisis.  Senior officials interviewed in the MoESC and MoGYCS bemoaned the lack of effective co-operation on orphan issues between the two ministries. There is an urgent need to strengthen the multi-sectoral approach to orphan care, which should also be extended to include other children in difficult circumstances (including those who are HIV positive and those caring for sick relations).  Collaboration between MoGYCS and MoEST must be intensified at both central and district levels.  District Social Welfare Offices should work hand in hand with District Education Offices and schools in monitoring the orphan situation.  SWA should work with schools and communities to ensure that orphan needs are met and also provide support to children attending to sick family members and those who are sick. 

8.3.5 Needs Assessment 

An orphan needs assessment should be undertaken in order to identify the kinds of support that orphans and their carers need.  This exercise should involve all the major stakeholders. 

.

There is need to collect information on orphans, which can be used for planning.  The exact number of orphans and their characteristics, needs and situations is not known.  Without this information it will be difficult to adequately plan for support and effectively target those orphans who are at risk and in need of support.  Systems for monitoring the orphan situation should be put in place as well.  Community-based orphan care groups should be legally required to register all orphans who they are assisting.  There is need to strengthen the capacity of these groups to identify orphans and other children in need. 

8.4 THE ROLE OF MOEST

8.4.1 Information Systems

Schools and District Education Offices must systematically collect data and keep records on all orphans. The information collected should include the social and economic characteristics (including their living conditions) of the children and their carers in order to identify those children who are most vulnerable.  This data should be fed into the education management database.  The database on orphans should include age, sex, parenthood status and living arrangements.  Schools should be encouraged to work closely with community based orphan care groups within their locality order to monitor the orphan situation and target orphans out of school. During the survey teachers and students indicated that there is need to identify orphans who are at most risk such as those who have lost both parents and target them for government support.    

A community-based study is also required in order to identify orphans and other affected children who are out of school in order to determine their needs and assess the obstacles that are keeping them out of school.  As stated earlier, this study did not fully ‘capture’ these children.

8.4.2 School-Community Links

Schools should be encouraged to link up orphan-care groups working in their catchment areas in order to co-ordinate the support provided to orphans.  Most community-based orphan care groups keep up to date records of orphans and some details of their home situation, which the schools could find useful for their records. Regular meetings should be held between schools, members of the community and NGOs in order to discuss the issues affecting orphans and CAAs. Through this process, it may also be possible to encourage the fostering of orphans by non-relatives, possibly other parents at the school. 

The renewed AIDS TOTO clubs should not only be involved in prevention activities in the community but also help to raise awareness of the problems faced by orphans and other children affected by AIDS through the use of peer education and drama. 

Schools should also work closely with other relevant NGOs. In particular, the recently established NGO for Social Mobilisation (CRECCOM) has carried out a mobilisation campaign against AIDS which seeks to:

· Create an atmosphere of dialogue regarding HIV/AIDS proliferation within and among communities.

· To empower communities to accept responsibility for influencing, implementing and achieving initiatives that combat HIV/AIDS proliferation. This involves assisting communities and schools in employing local resources.

· To create an atmosphere of communication in the school by engaging teachers in dialogue with other teachers, pupils and community members and empowering teachers to involve community members to assist schools in their struggle against HIV/AIDS.

The Social Mobilisation Campaign of the GABLE project has been adapted in order to achieve these objectives. The SMC approach has already proved to be effective in changing cultural beliefs and practices concerning issues such as initiation that were thought to be immutable. Now the pilot phase is complete, USAID supporting an extension of this programme.  These participatory approaches involving the creative mobilisation of the resources of community and school have great potential in the struggle against the AIDS epidemic.

Teachers in some survey schools mentioned the importance of reviving PTAs as one way of developing links between school and community and thereby ensuring adequate support for children affected by HIV/AIDS.  The newly established Malawi Parents Schools Association, a national body of parents with school age children intends to work with school PTAs to identify and assist orphans. 

8.4.3 Creating support systems 

Every school should not only closely monitor the attendance and progress of all orphans and other affected children, but also develop support systems for these children. Each head teacher, working closely with the head of guidance and counselling, should develop a school action plan.  

Teachers at the survey schools made a number of suggestions about what should be done by schools to help affected children. The most frequently mentioned were:

· Training in basic counselling skills so that they can provide emotional/psychological support for affected children.  

· A special fund with contributions from the school community or through income generating activities should be established to cater for the needs of orphans.  

· A committee at each school for orphans and other disadvantaged children. 

These kinds of interventions would enable schools to be more responsive to the needs of orphans and other affected children.  Explicitly acknowledging the orphan crisis will go a long way in ensuring that orphans are not unintentionally excluded from key activities, as is the case in many schools at the moment.

8.4.4 School meals

Schools should provide disadvantaged orphans and other needy children with at least one nutritious meal every day.
 Orphans at a number of pre-schools in the Blantyre area are already fed twice a day.  It is well know that if children are hungry during the school day it affects their concentration and general health. Such a scheme would ensure not only that children receive vital nutrition but the meals themselves would also act as an important incentive for disadvantaged orphans to attend school. 

8.4.5 Schooling costs

The government should maintain its free primary education policy as this has enabled many orphans to attend school. However, because MoEST funding does not cover all operational and maintenance costs in most primary schools, parents are still required to make financial contributions. This places a considerable burden on poor parents and results in many children dropping out of school.  Although it would require some kind of means-testing, schooling must be completely free for all children from very poor households.

Disadvantaged orphans, both female and male, should also be given priority in the scholarship schemes currently being developed for secondary education. A comprehensive bursary scheme for orphans should not only cover direct fees but other costs such as transport, uniforms, and school supplies. A holiday allowance could also be included. These measures are particularly important for female students who have less access to safe income earning opportunities than boys.

8.4.6 Non-formal Education and Vocational Training

The education and training needs of orphans and other needy children who have dropped out of school and are unlikely ever to return should also be carefully assessed and appropriate forms of provision developed. In particular, most orphans interviewed as part of this study stated that they wanted skills training, which would equip them with life and vocational skills to meet basic livelihood needs.  One community orphan care group in rural Zomba has been offering skills training to all orphans under its care including those who are still at school.  Training is being offered in tailoring, carpentry, metal work, livestock production and horticulture.  The group through its income generating activities and support from individuals in the community has been able to provide regular support to orphans under its care.  Orphans are also provided with rations of food and soap every fortnight.  Other NGOs offer similar types of skills training in Blantyre City, mainly to out of school orphans.

CHAPTER 9

TEACHING AND SUPPORT STAFF: PREVENTION AND MITIGATION

This chapter examines what should be done to mitigate the impact of HIV/AIDS on teachers and other MoEST staff.  As has been noted in Chapter 6, HIV/AIDS epidemic is undermining the human resource capacity within education system through loss of personnel and reduced productivity as a result of frequent absenteeism.  Teacher mortality rates are rising, particularly at primary level and there are indications that this is affecting the delivery of quality education within schools.  Despite this situation, little effort is being made to address the impacts of the epidemic on education personnel. The main response of the MoEST to the epidemic has, until recently, been in the area of student prevention. To date, no prevention and mitigation programmes targeting teachers and other MoEST staff have been designed. The MoEST is in the process of developing a strategic plan to address HIV/AIDS issues affecting the education sector which will include strategies to mitigate the impact of the epidemic on teachers as well as prevention programmes for teachers and support staff. The MoEST strategic plan draws from the overall National Strategic Plan for Malawi launched in 1999.   

The MoEST will also need to work out new projections on teacher requirements and establish recruitment targets for the next decade that take into account the increased mortality rates amongst teachers, the increased levels of morbidity and associated absenteeism and the lower enrolment projections.   

9.1 AIDS IN THE WORKPLACE STRATEGY

Approximately one-half of public sector workers in Malawi are teachers. The importance of developing an effective AIDS in the Workplace (AIW) programme for the prevention and mitigation of the epidemic among teaching and support staff cannot be over emphasised.  Many of the teachers interviewed for this study stressed that MoEST should do much more to support teachers affected by the epidemic. It is essential therefore that all head teachers, teachers and support staff should receive intensive training in AIWP issues. The Teacher Union of Malawi (TUM) should also be centrally involved in the design and implementation of the AIWP policies in the schools and other MoEST institutions.

The following discussion focuses on the key elements of an AIWP programme for the education sector.

9.1.1 HIV/AIDS Education 

“AIDS education should be given to both teachers and students…” (Teachers).
A comprehensive HIV/AIDS education programme should be introduced as soon as possible, which specifically targets the teachers and other MoEST staff at all levels. The objectives of such a programme would be to provide information and skills that will help them to guard against infection, and learn to live positively if already infected. In schools, guidance and counselling teachers should be responsible for the AIDS education programme.  Regular staff meetings should be held to discuss issues pertaining to HIV/AIDS prevention and mitigation for both staff and students. 

The main objectives of the programme are as follows: 

 Provide teachers with relevant information on HIV/AIDS and life skills training.  

 Break the silence and denial that often surrounds AIDS in  schools and encourage all staff in the education sector to freely discuss HIV/AIDS issues and acknowledge its existence.   

 Promote voluntary testing 

 Counter discrimination and encourage staff to support those infected and sick. 

MoEST should ensure that learning materials for the teacher education programmes are made available to all schools.  These include written material such as posters, leaflets and booklets as well audio-visual tapes (where there is electricity).  Some of these materials such as audio-visual tapes could be allocated at zonal level libraries in the teacher development centres (TDC) from which the guidance and counselling teachers can borrow for use in their schools.  A teacher’s handbook detailing the aspects of the programme outlined above and also providing guidelines on risk management within schools should be developed and distributed to every teacher.  

9.1.2 Prevalence and risk assessment

Currently no information on prevalence rates among teachers and other MoEST staff exist.  The paucity of a comprehensive database on teachers also means that there is scanty information on the risk factors, which predispose teachers to HIV infection.  Without this information it will be difficult to design effective prevention programmes for education personnel and also develop realistic human resource plans.  The findings of this study have highlighted the fact that mortality rates differ very markedly among teachers according to type of school, gender and location. This is hardly surprising in a profession which is as large, heterogeneous and geographically dispersed. It is not acceptable, therefore, to assume that patterns of HIV prevalence are the same among teachers as they are for the adult population as a whole. Without a more precise understanding of prevalence rates among teachers by gender, type of school and location, it is simply not possible to make sufficiently accurate teacher requirement projections. 

It is vital therefore that a comprehensive assessment of HIV prevalence and risk among teachers and support staff is undertaken as soon as possible.  With regard to HIV prevalence, a sufficiently large random stratified sample of teaching staff should be requested to provide on a completely voluntary and anonymous basis a specimen of their saliva. Testing of this kind is a well-accepted ‘best practice’ in all AIW programmes and has been successfully undertaken in many countries. Saliva testing for HIV is more than 95% accurate. Each teacher would simply be asked to spit into a container. The only information on each container would be the sex, age, and type of teacher (primary, secondary) and education district. There is no way, therefore, that individual teachers can be identified. The testing would be done by an independent organisation with recognised expertise in conducting tests of this kind.

To assess risk factors, a Knowledge, Attitudes and Practice (KAP) survey should also be conducted. This would allow a proper assessment to be made of the risk profile of teaching staff and provide the proper baseline for monitoring behavioural change over time. Again, this survey should be contracted out to individuals with recognised expertise in undertaking KAP surveys of this kind.

9.1.3 Counselling and support groups

The MoEST should introduce professional counselling services for teachers and support staff. When asked what they thought should be done to counter the negative impacts of HIV/AIDS epidemic, 14% of the teachers interviewed thought some counselling services could be provided by the trained guidance and counselling teacher.  However, given the sensitivity of the issues involved, a group of professional AIDS counsellors should be employed by MoEST who would provide individual and group counselling to teachers and other support staff and also monitor the implementation of AIWP.  Each counsellor would be responsible for a number of schools i.e. a zone at primary level and cluster at secondary level.  They would make regular visits to schools in order to provide counselling to staff on an individual and group basis and also assist school managers to design and implement school AIDS action plans.

Teacher support groups should also be encouraged at the school level. TUM should take the lead in establishing a national ‘Teachers against AIDS’ organisation to raise awareness.  As we have seen, social welfare committees already exist in most schools, but support groups are also needed for teachers, both those living with AIDS and those who are not.  The mandate of social welfare committees could be expanded to include anti-AIDS activities using peer educators or invited guest speakers. NGOs currently supporting student prevention programmes in schools such as the AIDS TOTO club could also extend their services to teachers.

9.1.4 Testing and disclosure

“MOEST should introduce HIV testing and provide support for those infected” (Teacher FGD).

The MoEST needs to have a clear policy to encourage voluntary HIV testing among its teachers and support staff.   Such testing should always be accompanied by professional pre- and post-test counselling. Experience elsewhere (in particular in Uganda) has clearly demonstrated that getting individuals to establish their HIV status is probably the single most effective way of reducing high risk sexual behaviour and is, therefore, an essential component of any prevention strategy.

Given that there are relatively few testing centres, most of which are located in urban areas, MoEST should establish its own testing programme in collaboration with existing organisations offering full testing and counselling services.  Arrangements for mobile testing clinics could be made with these organisations to serve rural areas where many teachers are working. All the accepted best practices for HIV testing should be observed, in particular total confidentiality of test results.

Effective medical support (including the provision of anti-retroviral drugs) provides a strong incentive for teachers to establish their HIV status. This would be expensive and require good medical facilities so there might be a problem of providing such treatment to those in rural areas. 

9.1.5 Morbidity and absenteeism

Given the rising levels of AIDS related illnesses, (particularly long term illnesses), the MoEST needs to review its present policies on sick leave and also deal with the problem of escalating absenteeism rates. As was noted earlier, very few teachers are taking long-term sick leave but choose to continue working even when they are too sick to teach properly.  Furthermore, teacher absenteeism has increased primarily as a result of attending funerals of either teacher relatives or in the neighbourhood and though this kind of absence is only for a short period it is nonetheless very disruptive.

New sick regulations must carefully balance both individual and institutional needs. While sick teaching staff must not be discriminated against in any way, the MoEST has the duty to take all necessary steps in order to prevent any serious deterioration in teaching and learning that may occur as a result of much high levels of morbidity. A number of interventions need, therefore, to be seriously considered: 

· It is essential that all managers and staff are aware of the sick leave regulations.  During the survey it was evident that some education managers were not fully conversant with the MPSR provisions for sick leave.  A clear explanation of the regulations could be included in the proposed HIV/AIDS Handbook for Teachers and be an important part of the overall education programme for staff.  

· Teachers in the FGDs suggested that the retirement age should be reduced in order to reflect the reduced life expectancy and also to process pension and gratuities of those who are ill before they die. We recommend that the retirement age could remain unchanged, but teachers who are too sick to work should be allowed to retire early with full benefits.

· The results of the school survey indicate that absenteeism whether it is short or long term seriously disrupts teaching and learning in most schools. MoEST should, therefore, establish a new cadre of qualified ‘supply teachers’ who can be quickly deployed to all schools, which require additional teaching support. These temporary teachers might have a lower qualifications and be drawn from the local area.  Head teachers should closely monitor teachers who have long-term illnesses and request for teaching cover as soon as a teacher is too ill to teach on a full- or part-time basis.

· Schools, school committees and PTAs should do all they can to ensure continuity of teaching and learning in the face of increasing teacher absenteeism.  More generally, there may be a need for greater flexibility in the way schools are staffed.  Schools could, for example, be allowed to employ temporary teachers, teaching assistants, and voluntary teachers when necessary. Retired teachers are also a potentially key resource.  

· Disruptions caused by funerals should be minimised as much as possible.  While teachers should be allowed without any hindrance to attend funerals of family members, there should be some restrictions placed for non-family members.  This will be difficult to enforce, but it could be an issue that may be taken up in the education programmes for teachers and at staff meetings on HIV/AIDS issues that have been proposed in this study.  Schools should be encouraged to consult with the community leaders and school committees to work out modalities for school’s attendance at funerals in the community.

· Providing teacher cover at secondary level is more difficult because of subject specialisation. Secondary teacher graduates from Chancellor College have only one major and one minor teaching subject. One way around this is to ensure that secondary school teachers are trained to teach a wider range of subjects than they do at present. At the very least, teachers should have two major and one minor teaching subject. 

9.1.6 Medical aid and anti-retroviral drug therapies

Many teachers at the survey schools felt that ‘the Ministry of Education should create a medical scheme for its staff so that they are assured of assistance upon falling ill’. When asked what personnel policies should be introduced to counter the impact of HIV/AIDS, one-third of teachers interviewed proposed the creation of a medical scheme for teachers.  However, such a scheme needs to be carefully formulated in order to benefit the majority of teachers in urban as well as rural areas if it is not to prove costly and wasteful.  The need for a special fund that could be used to meet both medical expenses and funeral costs was also frequently mentioned. 

In addition to providing reliable and effective medical support to teachers, the Government should make more effort to find alternative ways of making cheap and affordable anti-retroviral drugs available throughout the country, as has been done in other Sub-Saharan African countries such as Uganda.  The present arrangements for procuring cheaper drugs have not managed to make these drugs widely available, because the cost is still beyond the means of most Malawians. If it were possible, the provision of anti-retroviral therapies could be the most effective strategy to reverse the increasing death rate amongst primary school teachers.  The provision of ARTs should be part of a comprehensive medical aid scheme.

9.1.7 Death and funeral benefits

The Government should review death and funeral benefits in view of the escalating costs. Coffins and transport should only be provided for government employees. A special revolving fund should also be established to assist employees to meet funeral costs of their spouses, children and other relations. Alternatively, MoEST in collaboration with TUM could explore the possibility of encouraging teachers to take up an insurance policy cover for funeral costs. 

MoEST should also carry out an assessment of the financial implications of increased mortality among staff. Either a special fund should be developed to cover funeral expenses of MoEST employees to be administered through the DEOs or these costs could be covered through an insurance system.

9.1.8 Deployment and transfer

HIV/AIDS may exacerbate the existing rural-urban disparities in teacher allocation.  It is possible that, as the epidemic worsens, more teachers will want to be transferred to schools that are near hospitals or in their home areas so that they can care for sick family members.  Though, indications from the survey data suggest that AIDS- related transfers are minimal at present, a proper information system needs to be developed which can monitor accurately all staff deployments and transfers and assess whether deployment polices are contributing to the spread of the epidemic.    

Deployment and transfer policies and practices should be urgently reviewed in order to minimise the risk of HIV infection among education personnel.  In particular an assessment should be made to find out the extent of spouse separation. Teachers in higher-risk groups should be targeted for intensive education and support.  

Current deployment practices are mainly responsible for escalating funeral expenditures.  Those teachers who are sick and are requesting to be transferred to their home areas should be granted the opportunity to do so. In so doing it will reduce direct or indirect costs of funeral arrangements.  A window of opportunity exists in the current decentralisation programme in government, which will enable the DEOs to recruit their own teachers most of whom will hopefully be from within the district catchment area which could be the district itself or an administrative region. 

9.1.9 Conditions of service and teacher morale

Conditions of service for teaching staff need to be urgently reviewed.  If teachers are to play a major role in the prevention and mitigation of HIV/AIDS amongst students within their schools then there is an urgent need to address the low morale among teachers.  As pointed out by Kelly (2000), schools have a great potential of becoming the focal point for HIV/AIDS education and preventive activities within communities because of the centrality of schools in most rural communities. In addition, the inclusion of HIV/AIDS and sexual reproduction topics in the curriculum has placed a great portion of the responsibility for changing students’ behaviour on teachers.  If morale and motivation of teachers remains poor then it is highly likely that HIV/AIDS preventive and mitigation programmes within school will remain ineffective. 

Teachers both during the group discussions and interviews repeatedly mentioned that government should improve the conditions of service for teachers and increase salaries of teaching staff in order to properly motivate them.  

9.1.10 Sexual misconduct

Some students felt strongly that measures should be taken to discipline teachers who have sexual relationships with female students. They felt that teachers should set a good example to students with regard to sexual behaviour. ‘Teachers should be in the forefront of advising students against behaviours, which are likely to spread the disease’. Students need better role models.

Urgent steps need to be taken, therefore, to ensure that existing sanctions and regulations concerning sexual relationships between teachers and students are consistently enforced.  Every report of sexual harassment should be thoroughly investigated. AIDS counsellors, guidance and counselling teachers, school committees or PTA and representatives of the teaching staff should carry out these investigations and recommend appropriate action to the DEO.  An intensive campaign should also be mounted in order to sensitise students, parents, school committees and the community in general on sexual harassment issues and equip them with information that will assist them to take decisive action to curb the practice in their schools.  Teacher prevention education programmes should also address the issue of sexual harassment.

9.1.11 Staff development

MoEST has two major in-service training programmes (MIITEP and SSTEP), which seek to upgrade the very large numbers of untrained teachers in both primary and secondary schools teachers, through a combination of residential and school-based training.  The teachers enrolled on these programmes are supposed to have a lighter teaching load, but this is not possible in all schools. The GAPS study found that temporary teachers have heavier working loads than trained teachers (Kadzamira & Chibwana 2000). At secondary schools, upgrading is constrained by subject specialisation, which makes it more difficult to find a replacement or relief teacher for the in-service trainees.  HIV/AIDS may therefore make it that much more difficult to attaining the Ministry’s upgrading targets.  This once again highlights the importance of MoEST establishing realistic staffing norms that will enable those teachers who are upgrading to study effectively.  Increased workloads and low morale could also adversely affect the extent to which teachers are able to study on the job.

9.2 TEACHER REQUIREMENT AND RECRUITMENT TARGETS

As a direct consequence of the AIDS epidemic, projected school enrolments in Malawi will be considerably lower than previously expected. Similarly, teacher mortality and morbidity will also be higher (although, as discussed earlier secondary school mortality rates appear to have peaked already).  It is essential, therefore, that robust teacher requirements estimates are derived, which take full account of the multiple impacts of the epidemic. 

We had intended to produce teacher requirement and recruitment projections as part of this study, but have not done so for two reasons. Firstly, it is necessary to know what HIV prevalence rates are for the different groups of teachers. As noted earlier, it is simply not acceptable to assume that all teachers have the same prevalence and mortality rates as the adult population in the corresponding age cohorts. The margin of error of projections that are based on this assumption are likely to be so large that they serve little practical value for MoEST policymakers and planners. Teachers should be first tested and then it will be possible to produce well-founded projections. And secondly, even if it is assumed that prevalence profiles for teachers are the same as for adults as a whole, the necessary staffing and demographic data is still not available to make projections for the next 10-15 years.   

The following discussion presents preliminary estimates of teacher requirements and recruitment targets on the basis of the projected student enrolments and crude estimates of likely AIDS- and non-AIDS related attrition.

9.2.1 Projected teacher attrition

The PIF assumes that total teacher attrition will remain at its current level of around 11% per annum for the next 15 years (MoEST 2000). On the basis of this projected level of attrition, the MoEST estimates that a total of around 5000 new teachers will need to be recruited each year in order to replace those that are lost from the system.

There are around 11,000 untrained primary school teachers. The current capacity of primary teacher training colleges in Malawi is 3000. However, the number of trained teachers will expand rapidly as the two main upgrading programmes become fully operational.  The adequacy of current teacher training outputs has been assessed by MSSSP using two crude prevalence scenarios. Under the lower prevalence scenario, which assumes a prevalence rate of 13%, existing teacher-training capacity will be sufficient to meet projected demands for new teachers between 2001-2006. However, under the higher prevalence scenario of 40%, sizeable shortages of teachers will emerge.

Given current mortality rates and trends among primary teachers and current and projected levels of HIV prevalence in the adult population as a whole, it is likely that AID-related mortality rates for primary school teachers will increase from 2% in 2000 to 3-4% in 2010.  This is 27-36% of projected total attrition. While, the loss of so many teachers is clearly an enormous tragedy, the schooling system should be able to replace these teachers without a massive expansion in current training capacity. Assuming that the PIF enrolment targets can be met with no increase in current repetition and dropout rates and the overall student: teacher ratio is 60:1, then a total of 58,000 primary school teachers will be required in 2010 (see below), 12,000 more than are currently employed. Between 1700-2300 teachers will need to be hired in order to replace teachers who die and another 4500 for other types of attrition. The recruitment target combines the net growth in the overall numbers of teachers required with replacement as a result of AIDS and non-AIDS related attrition. In 2010, a total of 7400-8000 will need, therefore, to be recruited. Under the second enrolment scenario, where it is assumed that dropouts will double as a result of the AIDS epidemic, enrolments will be considerably smaller and thus fewer teachers will be required. Under this enrolment, the recruitment target for 2010 falls to 5100-5500 (see Table 9.1).

9.3 INFORMATION REQUIREMENTS 

A comprehensive, up to date management information system is essential in order to monitor and evaluate the impact of HIV/AIDS on the schooling system. As has been pointed out earlier, the existing information systems and databases are seriously inadequate. Essential data is not being systematically collected at the school and district levels, which would enable an assessment of trends in key areas. This includes student and teacher absenteeism, orphans and other children directly affected by AIDS, and dropout.  

Table 9.1: Primary teacher requirement projections and recruitment targets, 2005 and 2010

	
	PIF TARGET
	HIGHER DROPUT

	
	2005
	2010
	2005
	2010

	Total enrolments ('000)
	3120
	3470
	2730
	2810

	Total teachers required
	52000
	57800
	45500
	46800

	AIDS-related attrition
	
	
	
	

	3% per annum
	1600
	1700
	1400
	1400

	4% per annum
	2100
	2300
	1800
	1900

	Non-AIDS related attrition (8%)
	4200
	4600
	3600
	3700

	RECRUITMENT TARGETS
	
	
	
	

	Recruitment for teacher growth
	1400
	1100
	100
	100

	Recruitment for teacher replacement
	
	
	
	

	AIDS-related 3%
	5800
	6300
	5000
	5100

	AIDS-related 4%
	6300
	6900
	5400
	5600

	TOTAL RECRUITMENT
	
	
	
	

	AIDS-related 3%
	7200
	7400
	5100
	5200

	AIDS-related 4%
	7700
	8000
	5500
	5700


Though major strides in information management have been made in recent years (in particular the establishment of EMIS), it is apparent that schools have not been touched by these recent advances.  However, the success of an EMIS lies in the quality of data that comes from schools.  There is urgent need for schools to develop their own information management systems and head teachers should receive training in information management. 

There are three key data sets available at MoEST that could provide the information necessary for analysing HIV/AIDS impact on the sector.  These are the computerised payroll, personnel, pension integrated (PPPI) database, education management information systems (EMIS) and human resource section database.  However, there are some existing deficiencies in each of these data sets.  For example, the EMIS database only includes the primary sub-sector.  Efforts to develop an EMIS for secondary education have so far not been successful.  Such data includes the number of teachers by age, sex and qualification, which are all key indicators that are required to assess the impact of HIV/AIDS on the teaching staff.  The primary education EMIS does not collect some key variables on teachers such as age, though there are plans now to include mortality data.  Some of the key variables for an AIDS impact analysis are not readily available from the PPPI such as sex, level of education, marital status etc.

The following information is essential in order to plan and manage effectively the impact of the AIDS epidemic on the education sector in Malawi.

 Overall number of teachers in primary and secondary schools by age, sex, martial status, level teaching, years of service, professional grade.  For secondary teachers it is essential to obtain information on the type of school i.e. CDSS or conventional.

 Overall attrition from different sources such as death, retirement, resignation, transfers, temporary absences (e.g. maternity leave), absconding and dismissals.  All these should be collected by sex, age, marital status, qualifications, level teaching, years of service, professional grade.

 Projections of AIDS deaths in the 20-64 population over a 10 year period.

 Projected AIDS cases in the adult population (20-64).

 Number of sick teachers.

 Annual projections of sick teachers and average number of days they are off sick.

 Projected number of teachers who will have AIDS.

CHAPTER 10

CONCLUSIONS

This report has assessed the actual and potential impacts of HIV/AIDS on primary and secondary education in Malawi. It is clear that the AIDS epidemic threatens the Education for All (EFA) and equity goals of the MoEST. In the context of an education system already struggling to deliver a minimal standard of education, teacher death, high teacher absenteeism, and rising expenditures on AIDS related deaths and funerals, are serious causes for concern. Projected school enrolment will also be significantly lower than expected (mainly for primary school). Detailed predictions are urgently needed in order to assess accurately the longer-term impacts of HIV/AIDS on the education system. Only when this is done can firm conclusions be reached with regard to student demand and teacher provision. 

Although the national adult HIV prevalence rate in Malawi is already approaching 20%, it will continue to rise during the next decade. Decisive interventions need to be made as part of an overall strategic plan in order to prevent any further erosion of the education system and to promote more effectively HIV prevention in schools. The findings also highlight the importance of promoting better coordination between different agencies involved with countering HIV/AIDS. GoM, needs, therefore to promote more actively its declared policy of a multi-sectoral response to the epidemic.

10.1   Further Research 

This study is the first of its kind in Malawi.  Due to limitations of time and resources, it was only possible to undertake a small school survey and other areas of education were not included.  More detailed research needs to be done in a number of key areas, notably:

· Community based AIDS strategies that involve links between community and school.

· Sexual behaviour of youth.

· Sexual harassment.

· Peer education and drama techniques to promote prevention messages and more open discussion of HIV/AIDS issues.

· The educational needs of out-of-school youth.

· The impact of teacher deployment on vulnerability to HIV. 

· Better demographic projections can be made once the MoEST has improved its data collection methods at the school, district and national level.

· A risk assessment of teaching staff in primary and secondary schools.

· The feasibility of introducing a medical aid scheme for all civil servants including teachers. 

· The HIV/AIDS component in MIITEP.

10.2 Organisation and Management

As we have seen in Chapter 2, structures have already been put in place by the MoEST in order to develop a strategic plan for HIV/AIDS in education. Given the fact that the epidemic has yet to reach its peak, HIV/AIDS should be a priority for the MoEST for the next decade. Indeed, a countrywide mobilisation is required to confront the epidemic.

The following general lessons concerning organisation and management of HIV/AIDS strategies have been learned from the other country studies:

· The focus for AIDS activities should be the Ministry as a whole and not one department.

· Any AIDS management team should have a dedicated staff who are committed full time to the fight against AIDS (both mitigation and prevention). Too often individuals appointed as AIDS focal points are over-burdened with other commitments.

· Too much responsibility should not rest with one individual.

· Outside expertise needs to be involved (from the private sector and NGOs) in the development and implementation of a strategic AIDS plan for education, since ministries lack human resources in this area.

· High level commitment of senior MoEST personnel is needed.

10.3  Information requirements 

It is crucial to generate a broad data-base in order to plan and design HIV/AIDS policies.  The current EMIS includes questions on the number of orphans by gender and standard. However, an assessment of the impact of HIV/AIDS on education requires more detailed data. MoEST should collect the following information for both primary and secondary schools:

Students

Type of orphan in schools – paternal, maternal or double and living arrangements of those students. If possible this information on living situations should be collected for ALL students in order to identify children at risk and in need of support/counselling. Attendance data (by parental status) should also be routinely collected.

Teachers (both primary and secondary)

· Marital status of teachers.

· Date of posting to the school. 

· For risk assessments, consistent data is needed on deployment and transfers.

· Attendance (reasons for absence).

· Teacher deaths and attrition should be recorded at school level.

· PPPI should provide data on overall attrition (deaths and other reasons). This data should be made more amenable to manipulation by a wider range of software

· PPPI should develop a data base that can be used for both renumeration and also Human Resource Management. 

· PPPI data base should include variables such as type of school, gender, date of birth. 

District level 

Further discussions with interested parties (teachers, school management, students, PEAS and DEOs) are required in order to develop a district level strategy. 

District Education Offices should:

· Monitor causes of teacher turnover and mobility.

· Collect data on orphans and other children affected by AIDS from the schools, (numbers, absenteeism, drop outs).

· Enforce the regulations concerning sexual harassment of students by male teachers.

· Integrate HIV/AIDS into the workings of district level management.

· Encourage greater multi-sectoral coordination (i.e. between education and health) regarding AIDS prevention and mitigation.

· Cooperate with NGOs and CBOs in their district. (The last two could be linked up as part of a district AIDS plan (re:education).

New initiatives should be channelled through existing leadership structures i.e. District AIDS Coordinating Committees and they should be developed after full consultation with groups in the community.

LIST OF PEOPLE INTERVIEWED

Ministry of Education, Science and Technology 

Mr. Charles Gunsaru 
Director, Secondary & Higher Education

Mrs. Maria Nkaonja
Director, Guidance, Counselling  & Youth Development Centre for Africa 

Mr. Prince Moyo
Primary Teacher Education Section

Mr. Benson  Matola
Director, Education Methods and Advisory

Mr. Briar Khonje 
Director, Basic Education 

Mrs. I. Salamba
Assistant Director, Basic Education

DEO, Zomba Urban  
District Education Office, Zomba Urban

Mr. W. Mazulu
Assistant DEO - Zomba Rural

Mrs. L.V. Magaleta
Division Manager, South East Division – Zomba

Other Ministries and Government Departments

Mrs. Efinita  Banda
Ministry of Gender Youth & Community Services

Mr. Mhango
Ministry of Gender Youth & Community Services

Mr. Manjolo
Ministry of Gender Youth & Community Services

Mr. Kamiyoke
Ministry of Labour

Mr. Nyasaia
Department of Human Resource Management and Development

Mr. B. Banda
Department of Human Resource Management and Development

Dr. Ngombe 
Principal Secretary, National Economic Council

Mr. J. B. Nkhoma
Ministry of Health

Dr. Wilfred Nkhoma
AIDS Secretariat

Dr. Owen Kaluwa
National AIDS Control Programme (NACP)

Other organisations 

Mr. John Bisika
World Bank Secondary School Project Coordinator MIE

Mr. John Maganga
Senior Curriculum Specialist and Coordinator Life Skills Project,  MIE

Mr. Masautso C. Yonamu
Teachers Union of Malawi

Donor agencies

Dr. Sarah. Wright
USAID

Ms. Olivia M. Liwewe 
Gender Advisor,  CIDA 

Ms. Barbara Gill
Sector Co-ordinator,  CIDA

Mr. Charles Nuttall
BRITISH COUNCIL

Mr. Keith Gristock
DFID  Education Sector Adviser

Mr. Mike Keirnan
DANIDA

Ms. Saeri Muto
JICA- Education Adviser

Ms. Zara M. Nuru
Resident Representative, UNDP

Mr. Kabuka M. Banda
Head Water & Environmental Sanitation,  UNICEF

Ms. Pamela Twea
UNICEF

Ms. Angela Trenton-Mbonde
UNAIDS

Mr. J. Smith
WORLD BANK

Non-Governmental Organisations (NGOs)

Mrs. Margaret Ali
Executive Director Save the Children of Malawi 

Mr. Simeon Mawindo
Executive Director, CRECCOM

Mr. Matiki
Youth Arms Organisation

Mr. Chris Mwase
Project Manager Samaritans

Mr. Anderson Kamwendo
Executive Director, CCAP Blantyre Synod Projects Office

Mrs. Doreen Maloya
CCAP Blantyre Synod, Projects Office

Ms. T. Harawa
Yamikani House

Rev. Dr. Khulumuke
Executive Director, Unity Association for the Aged and Orphans

Mr. Kalima 
Assistant Programme Manager, Hope Humana, People to People Projects

Mrs. Seodi White
Board Member, German Education Assistance in Malawi for Orphaned Children (GEOMAC)

Mrs. Mbiri
Executive Director, Peace in God Organisation (PIGO)

Mr. John Phiri
Executive Director, Fight AIDS Malawi (FAMA)

Mr. Hewton Samuel
Executive Director, Adventist Development Relief Agency (ADRA)

Mr. Kamanga
ADRA

Mr. James D. Chapita
Chairperson, Malawi Parents Schools Association

MACRO (Lilongwe)
Counsellors

Mr. Henry Banda
SOS Village, Lilongwe

Mr. Steve Bowler
SOS Village, Lilongwe

Sister Lilia
Blantyre – orphan pre-school playgroups

Ms. Sara Davis
Volunteer counsellor, Samaritans

Community Based Organisations  (CBOs)

Committee members
Chiyanjano Orphan Care Group, Zomba

Committee members


Songani Community Based Orphan Care Group, Zomba
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APPENDIX I

PROCEEDINGS OF DISSEMINATION WORKSHOPS

Lilongwe Dissemination Workshop

The first part of the workshop involved a presentation by Esme Kadzamira and Nicola Swainson of the main research findings of the report on ‘The Impact of HIV/AIDS on primary and secondary education in Malawi.’ After the presentation, the rest of the morning was spent discussing issues arising from the research findings and recommendations of the report.

There was some concern expressed about the scope of the study as it only covered eleven schools, all in the Southern region.  Our view is that what the study lacked in coverage it made up for by its depth of analysis. For this reason we do not believe that radically different findings would emerge from a larger study conducted in different parts of the country.

Life Skills

A participant from MIE explained the background to the Life Skills programme, soon to be introduced in all primary and secondary schools in Malawi. (At present it is only taught in Standard 4 of primary school). However, despite being designed in 1997 by the MOE and UNICEF, due to printing problems and the time it has taken to develop materials for all grades, it will not be introduced into the schools until 2002. The intention is also to get the Life Skills approach integrated into teacher training programmes. At the moment only teachers in Standard 4 receive inservice training using the new Life Skills materials.

School feeding programmes

UNFPA have conducted a pilot school feeding programme in which they tried to target girls. The experience gained from this pilot suggests that feeding programmes need to be carefully designed. In some cases it can be disruptive to the education process. However if the meals were provided at the end of the school day (between 12.45 and 1 pm) this is less likely to apply. A discussion ensued about the means of identifying ‘ needy children’ in the community. A participant from Save the Children mentioned that in one of their projects they asked the community to compile orphan registers and concluded that the community are able to identify accurately the children most in need.

Sexual behaviour and the AIDS curriculum

A question was asked as to whether any SRH or AIDS education programmes delivered through the curriculum had been ‘successful’ in terms of promoting behaviour change in Sub-Saharan Africa. Nobody was able to point to any positive examples apart from a few small-scale projects. However, an important point was made that the best form of protection against HIV/AIDS was to ensure that children remain in the education system.   ‘Good ’ HIV/AIDS materials are likely to be ineffective without thorough teacher training inputs. In this respect, it was stressed that the training of teachers in SRH and AIDS should involve detailed and clear lesson plans, which would then be repeated regularly. AIDS subjects need to be examinable or the teachers and students will not take them seriously.

Discussion concerning the multiple dimensions of impact of HIV/AIDS on education and schools - and how (in the case of teachers particularly) the perceptions can differ from the questionnaire responses. 

General Issues:

Teachers

· The TUM representative suggested that the recommendations in our report needed to be prioritised. Also, instead of recommending the use of supply teachers to cover for those absent, he was of the opinion that the overall supply of teachers should be improved.

· High level political commitment is needed since the government is totally reliant on teachers to implement any new AIDS strategies. 

· All key recommendations should address the issue of teacher motivation.

· The PPI data system needs to be reformed before any progress can be made in relation to teacher’s salaries.

Prevention: There was a strong feeling that ‘Teachers against AIDS’ Clubs should be established and voluntary testing and counselling should be provided.

Absenteeism: The recommendation that teachers should only attend the funerals of relatives in order to cut down absenteeism provoked a lively discussion. A key issue is the meaning and adaptation of culture to changing circumstances.  Many of the participants admitted that indeed cultural practices had to change in the context of AIDS. One example was that teachers should be buried where they die rather than returned to their home villages, a change which would help to conserve DEO resources. Other suggestions made were that teachers should be given access to cash advances which could be used for death-related expenses. In terms of death-related issues, transport is always a problem, particularly in rural areas. The general view was that cultural practices would change over time in response to the AIDS crisis.

Regulations: One participant suggested that the public sector adopt what is already practised: a set number of leave days. Any leave taken beyond the limit must be unpaid. This is now standard practice in the private sector and international organisations.

There was some agreement with the report’s recommendation that teachers should be encouraged to take long-term sick leave – because, amongst other reasons, if they remained in the classroom while sick, they would spread illness to others. 

Advocacy:

Participants asked what would be done with the report… ‘We need answers now’. The general opinion was that the impact of HIV/AIDS on the education sector was such a serious problem that these research findings and recommendations should be taken to the highest levels. It was also suggested that better use is made of groups in civil society to put pressure on the government to take action.

Blantyre Dissemination Workshop

The second dissemination workshop was held at Blantyre Polytechnic. Research Findings were presented and discussed in the morning. In the afternoon, separate working groups discussed the four main areas covered by the report: student prevention, students affected by HIV/AIDS, teachers, and organisation and management issues

STUDENT  PREVENTION

1. Curriculum

· Integrate HIV/AIDS education in all subjects including maths (e.g. calculate HIV statistics) and history (e.g. examine the work of WHO and UNAIDS).

· Orientation of all primary and secondary teachers in HIV/AIDS education through a carefully planned INSET programme. Education Methods Advisors should train head teachers who would then in turn train teachers.

· NGOs should develop a common strategy for HIV/AIDS education in order to have uniformity in the messages that are currently been imparted to pupils.  It was observed that, at present, NGOs involved in prevention programmes are using different and sometimes conflicting strategies thereby confusing the youth.  Some NGO messages are in conflict with what is being taught in the curriculum.  It was, therefore, suggested that NGOs should come together in order to harmonise their strategies and ensure that the same messages are being imparted to the youth.  It was further noted that there is no contradiction between church messages (abstinence) and NGO messages (regarding ‘safe sex’) but rather the confusion comes because of the conflicting messages given by NGOs themselves. 

· MOEST should monitor the teaching of HIV/AIDS education.  In particular, MOEST should have a right to vet materials and messages that are being imparted to students in schools by NGOs and other organisations. It was observed that lack of coordination amongst various stakeholders providing HIV prevention programmes has allowed a situation whereby the education and information is provided indiscreetly.

· MOEST should involve the AIDS secretariat in developing and monitoring of the impact of HIV/AIDS education in schools. 

· Revitalise the AIDS TOTO clubs involving youth, both in and out of school and motivate AIDS TOTO teacher patrons/matrons to actively participate in the activities of AIDS TOTO clubs. The Ministry should offer incentives to encourage the participation of teachers (this went against our recommendation which was to enhance the role of peer educators!)

· Enhance peer education.

2. Guidance and Counselling

· All teachers should be trained in guidance and counselling.

· Provide incentives for teachers involved in guidance and counselling.

· Involve trained school committee members in counselling.

· Use the existing trained guidance and counselling personnel in HIV/AIDS to counsel the youth.

· Involve the specially trained health personnel in HIV/AIDS (e.g. MACRO personnel) to provide counselling for students in schools.

3. Condom Distribution

· Teachers should not distribute condoms to students in school, but only offer advice as to where to get condoms.  While school-based programmes on prevention should focus on abstinence, they should still provide students with information about where they can get condoms.

STUDENT MITIGATION

· Need for careful targeting of orphans and needy children.

· Communities should be trained to cope with the impact of HIV/AIDS including the orphan crisis.  

· Skills training should be provided for out-of-school youth

· The school curriculum should be less academic, have a greater technical orientation and help to develop skills for self-reliance. 

· District Aids Coordinating Committees should coordinate and link up with existing leadership structures.

· Pupils should be sensitised so as to become aware of the special needs of orphans and other affected children.

· Schools should provide at least one nutritious meal to all children in rural areas since it is impossible in the context of general poverty to target only orphans.

TEACHER  PREVENTION AND MITIGATION

1.
Absenteeism

· Current provisions for compassionate leave for civil servants should be adhered to and enforced.  Penalties should be imposed on  teachers who absent themselves from schools without authority and outside of the regulations.

· Head teachers should be encouraged to keep records of all teacher absentees and the reason for each absence.  In particular, records on funeral attendance should specify the relationship of the deceased to the teacher in order to keep attendance of funerals of those who are not related, to the minimum. (Although it was recognised that the social implications of this would be great).

· Need to revitalise the Malawi Public Service Regulations in light of the HIV/AIDS epidemic.

2.
Sexual Misconduct

· Teachers who have sexual relationships with pupils should be instantly dismissed so long as there is enough evidence and thorough investigations have been carried out.

· Prompt action should be taken against teacher’s sexual misconduct soon after investigations have been completed.

· In this regard DEOs should be mandated to take disciplinary measures against teachers including dismissals. Lack of action has been partly attributed to the long bureaucratic procedures for dealing with such cases, especially since all disciplinary cases dealing with teachers are processed at ministry headquarters.

· Establish a Teacher’s Council that is empowered to register and deregister teachers, (as is the case with other professions such as nursing).  The council would develop a code of conduct for teachers to deal with cases of sexual misconduct.  The newly formed council should advocate delinking of teachers from the civil service and this should be initiated either by the teachers themselves or through TUM.

3.   
Teaching Cover

· Schools should be encouraged to make use of community volunteers particularly in non-teaching activities 

· MOEST should employ/ create a cadre of temporary teachers on contract basis who can be called upon to provide cover when needed but these teachers need some training before they can be deployed in the schools. Some reluctance to recommend use of untrained volunteers as teachers - rather try and attract retired teachers for that task. 

· Where possible encourage the use of multi-grade teaching to help cover for absent teachers and ensure that current and future INSET and PRESET should involve training in multi-grade techniques.

4.
Conditions of Service and Benefits

· Stricter regulations are needed regarding the use of MoEST vehicles which are used by teachers and other civil servants to transport the bodies of distant relatives.

· A system of loans for teachers should be introduced which would cover death related expenses.

· Improve the conditions of service for teachers.

· Government should procure cheaper AIDS drugs for teachers in order to help those infected.

5.
HIV/AIDS Education and Training

· All the recommendation on HIV/AIDS education suggested in the report should be adopted and implemented.

· Provide training for PEAs and head teachers in counselling skills

ORGANISATIONAL STRUCTURES AND LINKAGES

· In terms of organisation and management, there is need to create a HIV/AIDS unit with a full time HIV/AIDS coordinator within the Ministry.  There is also need for structures at division and district level to coordinate HIV/AIDS activities.

· Primary and secondary schools should have a person specifically dealing with HIV/AIDS issues i.e. Guidance and counselling and prevention programmes.

· Linkages between MoEST and other institutions: at the national level, MOEST should link up with the NACP. At the district level DEOs should link up with the District AIDS Coordinating Committees which are also multisectoral. At the area level or school/zonal level there is need to link up with the area AIDS committees and the CBOs.

· HIV/AIDS activities should have a separate budget line.

Suggested Structures and Linkages
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World Vision International
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Centre for Educational Research and Training

17.
Mr G N Chimangire

Blantyre Secondary School

18.
Mr R W Menyere

Blantyre Secondary School

19.
Mr L C C Nyirenda

Peace in God Organisation (PIGO)

20.
Mr F S Kerekesa

DEO Chiradzulu

21.
Mr G Salapa


MOEST -Shire Highlands Education Division


22.
Mr L F Chakhota

Blantyre Secondary  School

23.
Mr F J Phiri


DEO Blantyre Urban

24.
Mr K Msowoya

MACRO- Blantyre

25.
Mr Z H W Kaunda

Creative Centre for Community Mobilisation 

26.
Mr J B Kamulete

Njamba Secondary School

27.
Mr. D Kunje 


Centre for Educational Research and Training


28.
Dr J Chimombo

Centre for Educational Research and Training


LILONGWE

1.
Mrs Annie Ntambo

GTZ- Basic Education

2.
Mrs. Patricia Saukila

World Food Programme





3.
Mr. A.S. Mhlanga

Malawi Institute of Education




4.
Mr. G.Y. Chamdimba

DEO Lilongwe (urban)


5.
Mr Patrick Nayupe

SCF (UK) Salima



6.
Dr. Bernard Gatawa

UNICEF




7.
Mrs. M.I. Nkaonja

Guidance, Counselling  & Youth  Development  






Centre for Africa

8.
Mr. Demis Kunje

Centre for Educational Research and Training


9.
Mrs Mary Ngwale

Kawale Full Primary School



10.
Mrs Jovita Chisati

Bwaila Secondary  School



11.
Mr Ramsey Sosola

MOEST, Planning Unit




12.
Mr. David Gondwe

Bwaila Secondary  School



13.
Mr Jackson Sambila

Bwaila Secondary  School



14.
Mr M.T. Katswiri

DEO Lilongwe Rural East


15.
Mr Prince Moyo

MOEST- Basic Education Department



16.
Ms Lindsay Howard

E.S.S.P/ DFID




17.
Mr Keith Gristock

DFID





18.
Ms. Georgina Rawle

MOEST- Planning Unit




19.
Ms. Tracy Dolan

SCF (US)




20.
Mr M.C. Yonamu

TUM





21.
Mr Joe Q Kamvautope
NACP





22.
Mr Ken Longden

MOEST Department of Teacher Education and






Development

23.
Mr Thomas Kanyemba
Kawale LEA Primary School



24.
Mr Stenala Gazani

Kawale LEA Primary School

25.
Mr Obed Ngwira

C/o H. Konyani



26.
Mr. Titus Chalusa

MOEST- Planning unit


27.
Mr. Solomon Tesfamariam
Royal Danish Embassy


28.
Dr. Joseph Chimombo
Centre for Educational Research and Training


	LINKAGES


AIDS Secretariat


NACP





MOEST


HIV/AIDS UNIT





DIV. HIV/AIDS UNIT





	LINKAGES


District AIDS


	Coordinating Committee


(MoHP)





DISTRICT


HIV/AIDS UNIT





ZONAL UNIT





CLUSTER UNIT





- 	Area Coordinating 	Committee





SCHOOL HIV/AIDS UNIT





CBO





COMMUNITY HIV/AIDS UNIT








� There are plans in the 2000 school census to include questions on teacher mortality.  However, it remains to be seen whether other equally important indicators on teachers are going to be included such as age at death, gender, grade, marital status and date of death etc.


� Another recently completed study has also shown that the absence of even one teacher can cause serious disruption within a school (see IEQ, undated).





� The report of the presidential commission of inquiry into poor MSCE results also concluded that poor salaries have contributed to low morale in the teaching profession (see Presidential Commission of inquiry into MSCE results, 2000).


� The % column in the table refers to Mortality rate calculated as the proportion of total teacher deaths in a school in one year over the total number of teachers in that school in that year. 


� Interview with senior managers in the HRDP.


� Only two teachers at the survey schools had ever taken long-term sick leave


� The population projections and the HIV prevalence projections were calculated for this study using the Spectrum model by Dr. Martin Palamuleni, Demographic Unit, Chancellor College.  A full description of the assumptions used to projection population and HIV/AIDS demographic impacts are provided in Appendix 2.





� According to the Integrated Household Survey (NSO, 2000). �





� The World Food Programme (WFP) have already conducted a pilot school feeding programme in Malawi originally aimed at girls although it proved impossible to exclude other needy children.





�  This modelling exercise does not however take account of projected lower enrolments.   
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