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Education has been identified as one of the principal means of socio-economic development and transformation in Zimbabwe. Since independence, the country has made great progress towards the goals of Education for All. Between independence and 2000, the number of primary schools almost doubled and the number of secondary schools increased over eight-fold, with massive increases in enrolment rates in both sub-sectors. Current standards of education are considerably higher than in most other SADC countries. 

Achieving equitable, high quality education for all has been increasingly challenging in the broader social and economic context.  Difficulties in reaching desired levels of economic growth during the 1980s have been exacerbated in the 1990s and the country is currently in an economic crisis with negative growth rates in real GDP, high inflation and debilitating levels of government debt.  At the same time, wide socio-economic inequities have persisted and over 70% of households are currently estimated to live in poverty. Broad definitions of unemployment stand at 40-50% and there are increasing numbers of working poor. Thus household and community resources have become increasingly limited. 
In this context, Zimbabwe is now experiencing one of the world’s worst HIV/AIDS epidemics. The 2000 Antenatal HIV prevalence survey indicated that 35% of pregnant women nation-wide were HIV positive, and a marked increase from 1997 levels. Similar, high levels and increasing trends in infection are expected to prevail in the general adult population. Communities and families across the nation are experiencing the rise in AIDS deaths, which lags behind the rise in HIV infection levels by 8-10 years. The epidemic is placing additional stresses and demands on other sectors, particularly health and social welfare.   

Zimbabwe’s national HIV/AIDS response is led by the National AIDS Council and NACP, which was established in 1987. There has been increasing recognition of the need for multi-sectoral involvement in the national HIV/AIDS response, including civil society groups. The education sector is seen as a key role player. 

Terms of reference and methodology

The Ministry of Education, Sport and Culture (MOESC) has recognised that the HIV/AIDS epidemic is likely to have a profound and serious impact on the education sector and the environment in which it operates.  The ability of the Ministry to respond to, and plan for, the HIV/AIDS epidemic will be critical in determining the size and type of impacts experienced, and the ability of the sector to continue to deliver equitable services.  Informed response planning by the sector requires an in-depth understanding of current and projected HIV/AIDS impacts at system through to local level, as well as the context of the sector, including current capacity, strengths and constraints within which any responses will be situated.

The terms of reference of this study defined its overall objective as supporting the MOESC to assess the impact of HIV/AIDS on its ability to meet its mandate. Specific issues to be examined include impacts of HIV/AIDS on: 1) demand for education and any changes in the scale or type of needs to be met by the sector; 2) supply of education, through its impacts on employees and trainees; 3) costs of education; 4) the process and quality of education; 4) the content and role of education 5) planning and management in the education sector. The project was to review current responses and make recommendations to assist in refining strategy do address impacts.  The study employed the following methodology:
· Primary data collection, which included:

· Qualitative data collection through visits to four education regions, as well as the MOESC, involving group discussions and key informant interviews with managers, teachers, learners and stakeholders outside the education sector.

· A survey of a nationally representative sample of 187 primary and 63 secondary schools was conducted. Data were collected from school heads and guidance teachers in each school, and from Form 3 students in a sub-sample of secondary schools, totaling 1009 students.

· Secondary data collection, which included review of EMIS data, policies and legislation, and other documentation. 

· Demographic projections to assess current and future levels of various HIV/AIDS impacts. These were produced using the most recently calibrated and customized version of Metropolitan Life/ Doyle model that has been used extensively in other SADC countries over the last decade. 

While findings from the school survey and district visits are expected to be reasonably indicative of current levels of HIV/AIDS impacts, responses and capacity, there are likely to be certain unavoidable biases.  These include for example, the tendency of respondents to give "desirable" answers in order to present their schools in the best possible light and refusal by some respondents to speak about certain sensitive issues.  Thus it has been critically important that the data obtained from all sources are integrated with one another, and used to inform and cross check interpretation.

Projections produced in this study can be expected to give a reasonable indication of the scale and types of HIV/AIDS impacts that need to be considered in education planning. However, projections involve a substantial number of assumptions. It is important to note that accuracy of projections is limited by many factors, including limitations of the available data on the structure and trends in the underlying population, and HIV/AIDS epidemic in Zimbabwe. Planning which uses the projections must therefore accommodate a number of possible scenarios, to limit the risk that any particular projection is not accurate. 

Results presented in this draft report are expected to be augmented if certain new data, particularly on the profile of education staff becomes available, and through further, more detailed analysis of data from the school survey and other sources.

The Zimbabwe education sector

Zimbabwe’s education sector comprised 4741 primary schools and 1555 secondary schools in 2000.  Government is the nation’s largest single employer, and the MOESC has largest number of employees with over 104 000 employees, including 66440 primary and 34160 secondary school teachers.

The MOESC budget remains the largest single Ministry budget, at 29.3% of total government vote appropriations in 2001. Higher Education and technology accounts for a further 7.1%.  However, real budget constraints on the MOESC have become increasingly severe, with declining real budgets since 1990. Staff costs account for 90.5% of the budget, imposing further limitations on budgetary flexibility. 

In addition to this massive investment of national resources, education also accounts for a substantial investment by a variety of other players (households, communities, development agencies, NGOs, local authorities, churches, other responsible authorities).

The initial focus of the education sector after independence was on improving access and participation in education. Since 1988, the emphasis has shifted to consolidating quality, equity and relevance of education. This is reflected in the current Mission of the Ministry of Education, Sport and Culture (MOESC):  To provide high quality and relevant primary, secondary and non-formal education …in order to enrich the lives of the people of Zimbabwe.  Successes have been marked in many areas, including enrollment at primary and secondary levels, greater parity between males and females, and improved proportions of trained teachers. 

However, many challenges to the education sector remain, including: 

· Maintaining and enhancing system performance and accessibility in the context of declining real education expenditure. 

· Ongoing needs to ensure universal, unrestricted access to education, and free-tuition primary education. About 25% of children still failed to complete primary school in the 1990s.

· Expansion of effective accessibility of secondary education. Around 25% of Grade 7 learners do not make the transition to Form 1.

· Addressing remaining urban-rural and inter- and intra-regional inequities in quality and access.

· Expansion of females’ participation in education and reducing gender disparities in outcomes, to harness the entire national developmental potential.

· Consolidating management efficiency and capacity at all levels of the education sector.

· Sustaining employee motivation and morale, and managing reported tendencies of employees to leave the sector for alternative employment locally or internationally.

How will HIV/AIDS affect needs and demand for education?

Numbers of children requiring education

The HIV/AIDS epidemic is expected to reduce the number of children requiring education in Zimbabwe due to a number of factors. These include death of women in childbearing ages, suppressed fertility among HIV-infected women and death, usually before the age of six, of children who are infected with HIV around the time of birth or through breastfeeding. 

Projections of HIV/AIDS impacts on the number of young Zimbabweans indicate several important issues for planning:

· Decline in the number of people in school-going ages. In the absence of the epidemic the number of people in the 0-19 age group would have grown from  6,9 million   in 1995 to 9,7 million  by 2010. However, effects of HIV/AIDS are projected to lead to a population aged 0-19 of only 6,4 million by 2010. 
· Earlier impacts on the size of the population in younger age groups.  Projections suggest that HIV/AIDS has already likely to have resulted in a decline in the absolute numbers of children in the 0-4 year old age band. The 5-9 year age group, which includes most children entering school, is likely to start declining around now, and will be around a 38% smaller than expected in the absence of AIDS by 2010. A plateau in the numbers of children aged 10-14 and 15-19 year ages groups is expected to occur around 2007 and 2012 respectively, followed by declines.  

· Robustness of projections to changes in many key assumptions. The general trends that are projected seem relatively insensitive to changing key assumptions such as fertility of HIV infected women and rates of transmission of HIV from mother to child.

Data on primary school enrollment in Zimbabwe seems consistent with projections of declining numbers of children in primary school ages. Enrollment peaked at 2.49 million 1996 and has been static since then with indications of a decline since 1998.  However, other factors complicate interpretation of enrollment trends. These include low expansion of schools provision, near achievement of universal primary education, and household pressures due to drought, other economic factors and possibly HIV/AIDS. The likely importance of these factors is illustrated by the slowing of secondary school enrolment since 1998, which seems unlikely to be explained by HIV/AIDS impacts on the number of youth per se.  
Overall, the projected impacts have important implications for planners. Education sector infrastructure and human resource planning has to anticipate substantial changes in the expected number and age profile of learners. Assessment of accessibility of education needs to consider changes to the population of potential learners. Analysis of the 2001 Census and close monitoring will be required to assess the accuracy of these projections. Importantly, changes in student numbers, particularly at local level, will be difficult to predict and planning will inherently have to aim for flexibility to deal with uncertainty.

How does HIV/AIDS affect needs of learners and their education outcomes?

Needs for HIV prevention 

The focus of this impact assessment was not on prevention issues. However, HIV prevention is of central importance to education outcomes. In addition, learner prevention programmes create a key foundation and potential for synergy with other aspects of HIV/AIDS impact management. Insights gained from investigating dynamics of the epidemic, and from interactions at school and district level, warrant some comment. 

The Challenge

Antenatal survey data indicates that rates of new HIV infection rates among young people in Zimbabwe remain high. HIV prevalence is close to zero in the early teens, and then rises rapidly from the mid-teens to over 30% in women aged 20, and then over 40% among those aged 25-34. Higher levels of infection are experienced in many communities. In young men the rise in infection occurs later, but is thought to rise to a peak at similar, though lower, levels to the peak among women by the time men are in their 30s. For all males and females combined, young people rates are estimated to be below one in ten in the 15-19 age group before leaping to around one in four in the early 20s. Overall, aantenatal survey data and various surveys of knowledge attitudes and practices indicate that, despite quite high levels of awareness and basic HIV/AIDS knowledge, change in risk exposure of young people comes nowhere near what is required to create an AIDS free generation.

Importantly, the proportion of teenagers who are not infected is likely to be higher than assumed by many and this is great cause for hope.
These levels of HIV infection fundamentally challenge the mission of the Education sector. Unless prevention is more effective, over one third of learners will become infected during or soon after their education. Most of these will die of AIDS before they reach the age of 40. This is not only a social and human disaster, but is a waste of investment in education that far exceeds other system inefficiencies. More than any other sector, education has opportunities to influence levels of HIV infection among young people, through its direct contact with them in schools and non-formal education.  

Current Responses
In response to the need for prevention, the MOESC introduced life skills training in schools from 1992. Life Skills teaching on HIV/AIDS became compulsory for Grade 4 to Form 6 in 1993 and is formally timetabled. The Ministry established a Secretariat to drive the HIV/AIDS and life-skills programme, and its capacity has recently been strengthened. In-service training programmes for teachers, supplemented by workshops for school managers, are ongoing. Ministry initiatives have been complemented by initiatives of development partners, NGOs and communities, as well as pre-service programmes in teacher training colleges. 

While coverage of the Life Skills programme appears to be good, there are still significant gaps in basic learner knowledge.  While almost 90% of surveyed Form 3 students had been taught about HIV/AIDS at school, around 60% felt they needed more information and 47% incorrectly answered at least one question on basic facts about HIV/AIDS.  

Certain other risk factors for HIV among pupils are likely to include complex issues that are unlikely to be adequately addressed by the Life Skills programme alone, and require holistic and long-term interventions.  These include high levels of rape and forced sex (among surveyed Form 3 students 17% of girls and 10% of boys reported having been the victim of forced sex); widespread inter-generational sex (38% of pupil respondents said such relationships were frequent or very frequent), and extreme poverty that may push children into situations where they exchange sex to meet basic needs of food and shelter.  Children living in child-headed households or without adequate adult supervision may be at particular risk.

Recommendations – HIV Prevention

Overall, it is clear that the current HIV/AIDS prevention initiatives need to be strengthened considerably if they are to achieve anything near the goal of an AIDS-free generation. Prevention initiatives have to be seen as “core business” and an urgent priority across all components of the sector. The sector also needs to adopt a much more holistic approach to the risks facing young people if the skepticism expressed by many staff and learners about the effectiveness of prevention is not to become a self-fulfilling prophecy.  The following recommendations are made.

1) Mainstream HIV/AIDS prevention in education.

· Develop strategy to integrate HIV/AIDS more effectively in school, teacher and learner assessments and timetables. Particularly because HIV/AIDS is non-examinable, it is not prioritised in practice. 

· Reinforce training of school and district managers to ensure that they see HIV/AIDS as a core issue, understand requirements for effective prevention and can provide leadership.

2) Strengthen life-skills teaching capacity and capabilities
· Improve selection of Life skills teachers. This tends to be based on who is “left over” after other roles are allocated, rather than aptitude, and need for continuity, coherent career pathing and programme development. 

· Improve ability to use participatory approaches and materials. This is often very limited.
· Peer education approaches. These seem to be powerful and successful but particular models require evaluation to ensure effectiveness.
· Strengthen training approaches and capacity. Cascade approaches to training have been disappointing, and strengthened in- and pre-service training is critical.
3) Exploit synergy between student prevention and staff life skills programmes. Raising HIV/AIDS issues with learners raises unresolved personal issues and anxieties for many staff, who are thus less effective life skills teachers and role models.

4) Strengthen curriculum and content. Key issues that need greater emphasis include: 
· Positive messages. Despair and hopelessness about the inevitability of HIV infection is widely cited by staff and learners. Many learners who are unlikely to already be infected seem to assume that they are. Uninfected, affected and infected learners feel disempowered and get minimal input on positive living.

· Life skills and behaviour change rather than factual knowledge. Skills to address issues such as socio-economic and peer pressure, gender relations and desire for status are inadequately developed. 

· Involvement in care and support, and development of coping skills. Active student involvement in care and support can be very empowering. Many learners face these issues in their own families already.

· Variety and depth of materials. Materials are widely considered to be repetitive, unchallenging for learners and inflexible to respond to their needs for more detailed, explicit information and skills. 
· Resolving unnecessary conflict and confusion between abstinence and safe-sex messages.
· Infusion of HIV/AIDS into other subjects. This can reinforce but not replace life skills programmes.
5) Actively address sensitive issues. Cultural, parental and staff sensitivities tend to be avoided rather than addressed, and are used as an excuse for inaction in many cases where they need not apply.

· Create empowering policy and staff education on condom distribution. Current policy not to provide reasonable access to condoms in schools ignores widespread sexual activity of learners and inaccessibility of condoms from other sources. There is no substantial evidence that condom access promotes sexual activity rather than protecting those who are sexually active anyway. However, teacher attitudes may need to be directly addressed. 75% of secondary and 84 % of primary school teachers surveyed did not believe that condoms should be easily available for sexually active learners.
· Ensure that District and school leadership has the relevant knowledge, skills and policy support to dispel myths and negotiate progress to protect children.
6) Ensure safe and supportive school environments. There are strong indications that many schools are sites of harassment and abuse by teachers and peers, and that teachers are often poor role models for safe sex. Hostels, community boarding and school events expose many learners to HIV risk. 

· Streamline reporting, management and discipline systems to address harassment and abuse.

· Assess safety of hostels, community boarding and school events and develop feasible responses to reduce risk.

7) Address external environments more effectively. Huge numbers of learners are exposed to community and family environments and norms that do not reinforce but instead undermine, HIV/AIDS messages that are promoted at schools. Particular challenges include intergenerational sex with older partners. Key issues include:
· Reinforcing engagement of parents and communities, and enhance skills and mandates of educators to deal with issues such as cultural or other obstacles to HIV/AIDS prevention

· Increasing use of “tete and sekuru” (”uncles and aunts”) in schools for extra resources and improved community acceptance. 

· Ensuring that schools address high-risk environments, e.g. trucking areas, growth points, bars and local construction projects and barracks.

· Actively addressing risk of learners with absent parents. These include those boarding in the community and living in child-headed households.

8) Enhance programmes in primary schools and ECEC.
9) Develop effective monitoring and evaluation of implementation
10) Strengthen coordination and inputs of other sectors and programmes
· Improve coordination between prevention initiatives. Even at national level, major programmes have coordinated poorly with the School Health and Life Skills Secretariat. The main intention should be to facilitate synergy and efficiency, rather than control access to schools which can delay or obstruct action in a situation of enormous need
· Engage health services more effectively to ensure youth friendly Reproductive Health Services, condom access and technical support.

· Investigate potential synergies with voluntary counseling and testing programmes
· Strengthen NGO inputs through more systematic cooperation and ensuring sustainability of NGOs with developed capacity and skills. 

Needs of infected students

Schools will contain substantial numbers of learners who are infected with HIV, through maternal transmission, sexual abuse or relationships in their teens. Schools are likely to have many more learners who fear that they are, or will be, infected. 

The proportion of school-going age children who are infected with HIV infected will vary at different levels. In the age group 5-9, an estimated 1% of students are infected rising to around 1.6 % by 2010. Under one in one hundred 10-14 year olds and less than 10% of 15-19 year olds are estimated to be infected, with levels remaining quite constant over the decade in the absence of behaviour change. 

The proportion of children ill with AIDS, even by 2010, is expected to be below 0.5% of children aged 5-9, falling lower in the 10-14 age group and remaining below 0.5% in 15-19 year olds. Deaths from AIDS are likely to be substantially lower than deaths from other causes among children aged 10-19.   

Experience of schools seems to confirm that relatively small numbers of learners who are known or thought to be ill with AIDS, and student illness is generally not considered to be a priority concern.

Recommendations - infected students

Significant numbers of students will need support to deal with psychological stress and stigmatization around HIV infection or fear of infection. Universal precautions against accidental infection and medical or other support for students with AIDS will remain important issues for individuals and school communities. However, risk of accidental exposure to HIV infection in most schools is likely to be quite limited and relatively few learners will need medical support. Issues such as prevention of sexual transmission and management of other impacts of HIV/AIDS on students are thus likely to be higher priorities.

1) Psychosocial support and counselling strategies should consider needs of learners who are HIV infected or fear that they are infected. Roles of specialised resources located in School Psychological Services, Volunteer Counselling and testing programmes and other counselling services outside of schools should be considered.

2) Develop and disseminate policies and guidelines on the following:
· Accidental exposure to HIV and opportunistic infections in schools. These should combat unnecessary anxiety about accidental exposure and deal with issues such as TB and other opportunistic infections. 
· Protecting infected learners’ rights to education and well-being. These need to consider issues such as combating stigmatisation, codes of conduct and systems to ensure appropriate confidentiality, and reasonable ways to reduce practical obstacles to continued education of infected or ill children.

· Efficient, feasible approaches to ensure medical and other support for children who are ill with HIV/AIDS in each school. 

3) Develop training and communication strategies to build staff confidence in managing issues around infected and ill students.

Orphans and Other Affected Children

The greatest impact of the HIV epidemic on pupils and students while they are in Zimbabwe’s schools will be through impacts on their families and households. 

Numbers of orphans

Projections indicate that the total number of children in Zimbabwe who have lost at least their mother to AIDS, will rise from around 800000 in 2001 to around 1.2 million in 2010. Orphans will be concentrated in school-going ages (Fig. 1). For 2001, around 4% of children aged 0-4 are estimated to have lost their mothers to AIDS. Almost 16% of children aged 5-9and 23% aged 10-14 are estimated to be maternal orphans. Rates among 5-9 and 10-14 year olds are expected to rise to around one-in-four and one-in-two respectively before the end of the decade. In some districts, schools and classrooms, rates of orphanhood can be expected to be higher than these average levels.
Empirical data on the number of orphans in Zimbabwe is very limited. No systematic orphan enumeration has been conducted, and definitions and methods used to estimate orphan numbers in schools vary widely. Among Form 3 students in the school survey, 10% (range 3-17% between classes) reported that they were maternal orphans, and 5% were double orphans. In group discussions, estimates of orphanhood provided by teachers ranged from 20-60%. 

An important extra finding is that there is substantial variation around average levels, with many schools and classes having very high numbers of orphans.  
Figure 1: Projected percentage of children orphaned by AIDS by age group
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Impacts of orphanhood on schooling 

Orphans’ schooling can be affected through economic stresses on their households, psychological impacts of illness, and changes in family structure and function that involve new responsibilities to care for the sick, the elderly or siblings, as well as loss of parental guidance and interest in children’s education. 

A number of previous studies in Africa, and some limited Zimbabwean data, have indicated that orphans have substantially higher risk of delayed enrollment, poorer school performance and drop out rates in excess of 30% above non-orphans. However, not all studies have been able to show substantially higher drop out rates among orphans, and several indicate that orphans do not always seem to be at higher risk than non-orphaned children living in poor households. Other findings include those that: 

· Lack of material resources to meet basic needs is a common reason that children drop out of school, or perform poorly.  Zimbabwean school enrollment data also indicates that school attendance falls substantially due to household shocks such as drought: 

· Girls tend to be at higher risk of dropping out

· Impacts often occur before children are orphaned due to effects of illness on their households. 

· Successful avoidance or management of short-term crises can enable many orphans to continue successfully with schooling. 

This study was not able to rigorously quantify impacts of orphanhood on education outcomes.
 However, there were strong indications that a significant number of orphans are affected by poorer education outcomes through drop out and erratic attendance, poorer concentration and emotional/behavioural disturbances. An overwhelming 98% of guidance teachers interviewed strongly agreed with the statement that being orphaned has a major negative impact on school performance. Some 58% of students participating in the school survey knew of fellow students who had dropped out because of family death. Several key informants noted that they knew of good students who had stopped performing or dropped out. 

Important underlying problems faced by orphans that predispose them to educational disadvantage included the following. 

· Material needs, including hunger and temporary or longer-term inability to pay for various needs including inability to pay for uniforms, levies, fees and basic materials.
 In a number of areas, tendencies for OVC to prioritise finding work to address basic needs was noted, particularly among children in child headed households or those who lived with grandparents.
· Psychosocial problems due to stress, grief, stigmatization, neglect and abuse. 
· Loss of parental guidance and socialization to reinforce learning and school-going, and appropriate value systems. 
· Greater household responsibilities. Among Form 3 students, 19% reported that one or more care giving or other household activities had caused them to be absent from school. This appeared to be somewhat more frequent among maternal orphans (24%) and children who lived with grandparents (32%).
· Loss of longer term vision in favour of short term needs and desires. HIV/AIDS, combined with poverty and unemployment, makes children more likely to neglect longer term goals that require education. This predisposes to poorer performance, drop out and high risk sex. Orphans and other affected children also seem to be exposed to higher risk of HIV infection themselves due to their economic and social circumstances. 
· Lack of responsiveness of schools to OVC needs. Many schools seem to only recognise stress of learners once this manifests as discipline problems or other late stage manifestations. Many orphaned learners, particularly those in boarding schools with higher levies, faced disruption through abrupt or unmanaged transfers between schools after parental deaths when they could no longer afford levies.  

Important overall conclusions are that: 

· Material needs of orphans are perceived as the most pressing issue by most teachers and schools, with less perception of psychosocial needs. 

· Orphans’ vulnerabilities cannot, for practical purposes, be separated from those of other children in poverty. For example, 37% of student survey respondents reported that they or other children in the household have gone hungry, and the proportion was only slightly higher among double orphans. Over half of pupils in Form 3 believed that financial obstacles (financial problems, economic hardship, inability to pay fees) would be the single most important reason for them not completing their schooling. Children in more affluent schools and areas appear to generally have better material and other support.  

· Adult deaths are having wider effects due to general stress and tendencies towards hopelessness among learners who experience, or fear, the loss of parents or other loved ones.

· Pressures on orphans and other vulnerable children are putting them at high risk of HIV infection. They may be more likely resort to unsafe sex for material or psychological reasons and are at high risk of abuse and exploitation.

· There is mixed evidence around whether girl orphans are experiencing more vulnerability to educational problems than boy orphans. 

There is concern that needs of orphans and vulnerable children (OVC) may be a more substantial threat to education outcomes in Zimbabwe than reflected by current data, for several reasons: 

· Limited sensitisation and awareness among school staff may lead to under-reporting of impacts.

· School based surveys may underestimate numbers of orphans if many orphans have already dropped out or attend erratically.

· Zimbabwe is at a relatively early stage in its orphan epidemic. At current rates of orphanhood effects may still be difficult to identify in many classrooms. Extended families and other support systems can also be expected to become increasingly strained in future, and important effects such as re-orphaning of children becoming more common. 

· Girl orphan vulnerability may be under-estimated. Most informants agreed after prompting that orphaned girls are at higher risk of HIV infection than boys and have heavier domestic roles. In addition, successful participation of girls to both primary and secondary schooling remains systematically lower than for boys, with particular likelihood of girls dropping out during secondary schooling. 

· More subtle effects, which are important in a schooling system that is striving to improve quality and extend access, may be difficult to identify at this stage. Examples of such effects are group psychological effects of the epidemic on students and society which may change current norms around schooling in unpredictable ways. 

Current responses to needs of orphans and vulnerable children (OVC). 

The major MOESC initiative to respond to the need of OVC is the Basic Education Assistance Module (BEAM), which was launched in 2001. This aims mainly to pay for levies and other directly school-related expenses of OVC. At the same time, schools have been instructed not to exclude children who cannot pay various levies. In general, BEAM seems to be an appropriate program that is effective in meeting key needs of OVC in many schools, despite some “teething problems”. Challenges to the greater success of BEAM were identified as the following. 

· Varying levels of implementation between districts and regions
· . 

· Delays in processes for selection and disbursement as well as specific functions such as purchase of uniforms. This is particularly problematic in view of high inflation. 

· Current budget allocation systems. Per capita-based budgets may not be sensitive to varying levels of need in different districts and schools. Selection of OVC only once a year also cannot respond to new children who confront crises in the intervening period. 
· Selection systems. Perceived problems include inadequate definition of selection criteria, transparency and review mechanisms to ensure targeting of the most needy and avoid inappropriate biases in allocation in some areas

· Limited benefits for secondary and special needs learners. Contributing factors include logistical problems when learners are at school outside their community and tendencies to support larger numbers of lower cost applicants rather than fewer, higher-cost learners. Secondary school boarders in particular appear vulnerable to exclusion due to inability to pay boarding and other fees.
· Limited or no coverage of many priority needs of OVC.  Issues such as food, clothing and accommodation which seem likely to be a critical need of many OVCs, are not addressed. Capacity and resources of Social Welfare, which used to be substantial under the Social Dimensions Fund, are no longer adequate to address these. 

· Uncertainty around whether BEAM addresses girls’ needs adequately and equitably. However, they are required to receive at least half of all budgets. 

Other Forms of Support to Orphans and Vulnerable Children

At school and district level there has been little guidance on other aspects of school roles in response to the needs of OVC by the Ministry or other key sources such as the National HIV/AIDS Strategic Framework or National Orphan Care Policy. In most schools there seems to be very limited systematic action on OVC apart from BEAM. However, spontaneous actions have been initiated by some schools and teachers. These include:  

· Assistance with material needs, through sourcing bursaries, referral of indigent children to Social Welfare and/or NGOs, feeding schemes, nutrition gardens and income generating activities (mainly in primary schools). Some teachers and other partners have given clothes, food, materials and uniforms to vulnerable children.  

· Addressing higher level/ comprehensive needs. Actions include in-school counseling or simply providing children with an opportunity to talk. Referral to SPS and social workers in cases of  abuse or other more gross problems occurred but seemed surprisingly infrequent in many areas.  Some anti-AIDS clubs provide elements of peer support.
· Flexibility to maintain access of OVC to schooling
· . This includes non-exclusion for children who cannot pay fees even when BEAM funds are not yet available or are too limited, and accommodating absence of more than 2 weeks for OVC. Some schools have given OVC holiday work in schools to compensate for not paying levies. 
Several key themes emerge of relevance to improving OVC support: 

· There is no standard approach to identifying orphans and other vulnerable children that allows for rigorous, pro-active management of their needs. The social register system is in place in many schools but is not used efficiently to address OVC issues.

· A wide range of support functions are required and feasible. 

· A number of internal and external role players and resources are usually available to most schools

· The capacity of schools and any other role players has to be assumed to be very variable. 

· In general, the capacity of other key role players, particularly Social Welfare, CWFs and communities is far too limited to meet the scale of needs reported by schools.  

· Motivation, skills and capacity within schools to deal with OVC appears limited and it cannot be assumed that any particular cadre of staff  (e.g. guidance teachers) will consistently be able to deal with all OVC issues alone.

· Lack of systematic role definition and co-ordination between role players within and outside schools is a major obstacle to effective action. 

Recommendations – orphans and vulnerable children

Worsening poverty is increasing vulnerability to poorer education outcomes, and increasing numbers of orphans are adding to vulnerability. This poses a substantial threat to the MOESC’s ability to serve national development objectives. Appropriate responses to orphan’s needs will be relevant to the needs of many other vulnerable children. 

There is clearly a need for a more systematic education sector response to needs of OVC. Social welfare and other role players have inadequate capacity to respond the scale and diversity of needs of OVC and are not as strategically placed to interact with OVC. The education sector has the largest body of professionals and an organizational network throughout the county. This represents a major resource to the nation in reducing HIV/AIDS effects on the next generation. Effective responses will have relevance well beyond the end of the decade.

1) An approach to responding to OVC

Orphan’s needs have led some educationalists to call for reconceptualisation of the school as “a multi-purpose development and welfare institution”. This challenge is daunting to most education ministries and school staff. What seem to be realistic responses to this challenge in Zimbabwe?  

Guiding principles behind this study’s recommendations include the following. 

· Focus on efficient use of existing resources rather than solutions requiring substantial extra resources, wherever possible

· Focus on system development to allow more efficient use of resources rather than relying on “capacity development” which may be required on a huge scale. 
· Build on what has proved feasible in Zimbabwe and other settings
· Flexibility and decentralised approaches are needed to deal with local or individual limitations, and the scale and diversity of needs. 

Prioritisation of functions of the education sector to preserve education outcomes of OVC is also required to make the challenge more manageable. The following priority functions have been identified in view of their likely effectiveness, particular strategic advantages of the sector and various constraints.

· Keeping children in school.  This is critical as bringing children back to education is likely to involve significant obstacles. OVC needs are also much easier to address while children are still integrated into a formal system. Early stabilisation of OVC through pre-empting (or managing) crises is a key objective. Key functions to achieve this are:  

· Early recognition of vulnerability

· Timely response to prevent drop-out / performance problems 

· Referral to other resources if necessary
· Monitoring of well-being
· Basic needs and assistance before complex services. Basic needs were consistently identified as priorities for OVC. Children who do not have basic needs such as food, clothing and levies met are unlikely to have successful education outcomes regardless of other services. More sophisticated aspects of psychosocial support and counselling should still be strengthened but may be more complex to develop and should not be the immediate priority in responses. 
· Enabling dropouts to re-access education. This is likely to be less effective than helping children to stay in school. However, dropouts and early termination of schooling are already significant challenges in Zimbabwe. The education sector should consider ways to make schools more receptive to re-entry and explore efficient use of non-formal, distance and vocational training to ensure that OVC’s who drop out can still acquire key life skills. , 

· / Other partner roles

2) Specific recommendations - OVC

1. Strengthen BEAM. 

· Key issues to consider include: improving efficiency;  refining targeting, including review of selection criteria, budget allocation criteria and needs for possible checks and balances on selection processes; consideration of increasing the scale and types of support to ensure key needs are met; ensuring equitable coverage; reviewing systems for key groups such as secondary and special needs learners; 
· Consider 
· use of BEAM systems as conduit to streamline assessment, screening, referral and disbursement for other aspects of OVC support.
2. School feeding and nutrition programmes.

· Previous school feeding schemes have proved effective in boosting enrollment and need for feeding is mounting independent of HIV/AIDS.  Morning meals have also been shown to have a strong association with schooling outcomes. 

· Income generating activities and nutrition gardens may be an important supplement to feeding schemes and can also be used to build solidarity and empower OVC.

3.  OVC identification

· Revise the social register system to make it more action orientated and effective in identifying OVC for specific responses and planning purposes. 
· Develop guidelines to assist teachers to assess learners vulnerability and prioritise responses.
4.  Develop “Circles of Support” and inter-sectoral cooperation  in each school to deal with OVC issues. This model is based on developing networks with available resources inside and outside schools. This network is intended to maximize use of available capacity to respond to the wide range of OVC needs, and ensure allocation of functions in the most manageable and efficient way. Potential resources are shown in Figure 2.  The precise resources that are incorporated into the circle from in and outside of a school may differ according to the capacities and logistical issues prevailing in the school and district.  Key components of ensuring that Circles of Support are formed and are functional include the following.
· Define the roles, responsibilities and accountabilities of schools and key education stakeholders such as the DEO, heads and SPS in responding to OVC needs. 

· Negotiate effective buy in and commitment of key external players at all levels to support the Circle and enforce effective participation. Critical stakeholders include Social Welfare, Local Authorities, NACP, DAACs, Child Welfare Fora, and parents/ SDC’s/SDAs.

· Review legislation and regulations to ensure that these define roles and allow efficient allocation of resources and functions within Circles. 

· Develop and publicise roles and guidelines on circle formation, accessing support and approaches to particular issues such as abuse, particular needs of the girl child and other OVC support.
Figure 2. Circle of Support for OVC
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5. Mobilise more resources for education sector OVC initiatives. 

· Advocate for allocation of more AIDS Levy funds to education sector OVC initiatives, including extension of BEAM.

6.  Enhance capacity within schools to coordinate Circles and provide specific OVC support. 

· Strengthen the number and skills of Guidance and Counselling teachers around OVC issues but avoid over-reliance on guidance and counseling teachers alone. 

· Increasing class teacher sensitisation, skills and confidence in recognising and dealing with OVC issues. Reduce tendency to only respond once stress manifests in “discipline problems” or to abdicate responsibility. 
· Refine the role of SPS to maximize benefits of their expertise in programme development.
· Consider more formal integration of social workers into the education system, to maximize use of their skills in OVC support.

7. Enhance flexibility and responsiveness of school organisation and systems to OVC’s constraints. 

· Ensure effective inter-school referral systems to minimize disruption and support for transferred learners

· Ensure adequate flexibility in scheduling and rules, including e.g. school hours, response to being late or erratic attendance, age norms, facilitating homework

· Review hostel and accommodation policy to ensure support of the most vulnerable.

8. Involve learners in decision making, planning and responses wherever possible. 

· Reinforce peer solidarity and develop means to communicate information on rights, responsibilities and support systems

9. Other issues

· Develop and disseminate a code of conduct on confidentiality and other issues in dealing with OVC and parents

How will HIV/AIDS affect capacity to deliver education?

The MOESC already faces substantial challenges to maintaining and improving accessibility and quality of education. Financial constraints are affecting all aspects of delivery of education including erosion of teacher salaries and benefits combined with dwindling non-staff budgets as an increasing proportion of the budget goes to personnel. Other issues such as management capacity and systems, and teacher qualification levels remain important challenges.

Susceptibility of staff to infection

While it is clear that Zimbabwe’s education sector employees are at substantial risk of HIV infection, like any other workforce in the country, their susceptibility relative to the population or other groups is uncertain. The 2000 Antenatal survey suggests that pregnant women in formal sector employment are at similar risk to other women, although there are potential biases in this data.  There is mixed evidence on teacher risk from other countries. Teachers are often cited as having higher risk of HIV infection than other adults through factors such as physical separation from stable partners, higher mobility and relatively high incomes and social status, which expose them to higher risk sex. However, HIV risk is strongly determined by the age and gender profile of employees, which may account for differences in HIV infection or death rates that have been found in some comparisons of teachers with other groups. Furthermore, it is also possible that other factors put teachers at lower risk in Zimbabwe. They are also likely to be better equipped to reduce their risk as they are relatively well informed and probably more able to alter their risk once they recognise their own susceptibility to HIV infection. 

During discussions with teachers and managers, it was apparent that many education managers and staff still have inadequate basic knowledge and awareness around HIV/AIDS. Less accessible rural areas seemed to be particularly problematic because of limited penetration of HIV/AIDS programmes. Denial, fatalism and feelings of inability to manage risk were widespread. In addition, many indicated that teachers are at greater risk of infection because of their relative wealth and status in the community, and limited availability of other forms of entertainment and condoms. Separation from spouses or other partners was also identified as a major concern.

Estimations of possible levels of infection, illness and deaths
No representative data is as yet available on the age, gender and geographic distribution profile of education employees, which have a strong bearing on risk, or on mortality experience in the sector. In the absence of this, illustrative projections were run assuming that teachers had the same age, gender, geographical and other risk factors as the general population aged 25-60, and that the total number of teachers would remain static.

Under these assumptions, projections suggest that around one-in-four teachers are HIV infected in 2001. Projections indicate that HIV/AIDS deaths account for between 80 and 90% of all deaths in this age group. Death rates would be equivalent to around 4% of employees in 2001, and the rate is likely to stabilize between 4.3-4.7% for most of the rest of the decade. Projections indicate that if the projected rates of attrition apply among education sector employees the cumulative loss of staff between 2001 and 2010 could be equivalent to around 35% of the current workforce of 104 000 teachers (Figure 3).

Figure 3: Projected cumulative number of teachers lost to AIDS assuming the risk profile of the general population aged 25-60 - illustrative.
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Key conclusions which can be reached even given the limitations of data are that:

· There is potential for substantial numbers of new infections if prevention among teachers and trainees is not effective. Even though the epidemic is probably close to a plateau in infection rates, new infections replace those infected people who die.

· Although death rates in any given year seem unlikely to rise very substantially, current levels are likely to continue for the rest of the decade.

· The cumulative loss of skilled employees over the decade will be very large. This may well be exacerbated by loss of teachers to other sectors as the overall skills base contracts due to HIV/AIDS and other factors.

· Considerably higher (or lower) than average rates may occur in many schools and districts, either in a given year or over time.

Impacts related to infected and affected staff

HIV/AIDS impacts on staff are clearly having a marked impact on many Districts and schools, although there is considerable variation. At all levels, a significant number of known or suspected AIDS cases and AIDS deaths are reported, along with greater use of indefinite sick leave amongst employees. However, there is no shared perception of the magnitude of the problem. Some managers and teachers seem to deny that there are significant impacts, while others are deeply concerned by the levels that they are seeing. 

The impacts of illness and deaths that were noted included the following. 

· Significant anxiety and stress of infected and affected staff due to grief, extra workloads, stigmatization, fear of personal infection or illness, and care of family members. Female teachers were felt by many to bear a disproportionate burden due to traditional caring responsibilities.  

· Higher levels of absenteeism. Preliminary survey results for a sub-sample of school heads suggest that around 2% of staff were on long-term sick leave in mid-2001, with a range from 0% to 50% of staff between schools. The main reason cited for staff absenteeism appears to be funeral attendance (47% of school heads), followed by sickness of employees (30%) and family issues (22%). Head indicated rising trends in absenteeism for all of the above causes.

· Poorer quality of teaching by teachers who were more severely ill.
· Loss of skilled staff who were difficult to replace temporarily or in the longer term, particularly in remoter areas.

· Complications in staff allocation and distribution. Apart from difficulties in finding replacement teachers, HIV/AIDS is reported to lead to increased movement of teachers as many sick teachers in rural schools move to urban areas with medical services, while other, often more terminally ill teachers, transfer to teach near their rural homes.

Many informants suggested that these factors have significant impact on system function and quality of education. 17% of school heads for whom data is available believed that staff absenteeism was a serious problem and 40% thought it was sometimes a problem to quality of education in their school. Many informants among students, teachers and managers indicated that continuity of learning was disrupted, learning time was lost, quality of relief teachers was often limited, and children were traumatized by illness and loss of teachers. In several instances, complaints from parents or children had been received due to prolonged absence or under-performance of a teacher or school head.

Overall, key conclusions are that:

· Impacts of HIV/AIDS on staff in many schools and classes is severe. The schools that tend to be most vulnerable to the impacts on staff include small or remote schools, schools in poor communities, and those with multiple sick members of staff.

· Management of the system above school level does not seem to have been markedly affected. However, there is concern that loss or absence of staff with key skills or in key positions could be severely disruptive, with “multiplier effects”.

· It is not clear that HIV/AIDS per se is destabilizing the whole education delivery system thus far.

· Cumulative impacts in terms of loss of skills, institutional memory and possibly morale pose serious threats, although impacts in any one-year seem unlikely to be disastrous for the overall system. HIV/AIDS can at very least be considered to contribute significantly to stress and declining morale.
· Many significant impacts may be difficult to pick up timeously from macro-level and quantitative analyses and data. Some of the impacts of HIV/AIDS may be apparent in terms of actual financial costs to the sector (e.g. temporary or relief teachers). However, other costs are more likely to manifest as a gradual decline in accessibility and quality of education.  .  
Recommendations – internal impacts

HIV/AIDS is an issue of central importance to the ability of the education sector to deliver education to all children and to respond the needs of employees as the nation’s largest employer. Key policy, planning and management issues for consideration include the following:

1) Development of a workplace HIV/AIDS Policy and Programme. This should consider HIV/AIDS prevention and impact management in an integrated and holistic way. Impact management should focus in the first instance on providing care and support to staff as individuals, but should not exclude consideration of issues around managing the impact of HIV/AIDS on education delivery.
2) Effective HIV prevention among educators, trainees, and other staff. Education sector employees should specifically be targeted and the goal should be 100% coverage with time. Teachers should be more able than most Zimbabweans to protect themselves from HIV once they have been reached by prevention programmes. 
· Major spin-off benefits of synergies with learner prevention and support are likely, including ability to act as role models. 

· Programmes should be holistic in scope and build on a clear understanding of critical success factors for workplace prevention programmes. They should reinforce basic knowledge about HIV/AIDS risk and its impacts, address life skills and empowerment to enable staff to protect themselves from infection in their own relationships, and deal with issues such as stigmatisation, living positively with HIV/AIDS, care and support. 
· Structural risk factors related to employment should be addressed as far as possible. These include quality of accommodation and work away from spouse or other regular partners.
  
3) Care and Support for Educators. Care and support systems for education staff have clear benefits for them as individuals, but also assist in creating an environment which facilitates management of impacts on education delivery.
· Establish a Wellness or Employee Assistance Programme (EAP). Such programmes can assist infected and affected staff to deal with stresses created by HIV/AIDS by providing access to counseling, advice and services for issues such as life planning, disease management, nutrition and positive living, coping with stigma, and testing and counseling. Wellness and EAP’s can also provide a mechanism by which managers and planners can be made aware of the scale and types of HIV/AIDS related problems without compromising confidentiality of individual employees. Partnerships with staff associations may considerably strengthen such programmes. 

· Strengthen medical aid cover. Systematic attention should be paid to improving the adequacy and efficiency of medical aid cover, which extends to a large proportion of teachers and managers. Medical aid limits are not adequate to cover effective antiretroviral therapy for infected staff and exhaustion of benefits is widely reported among PSMAS members. The scheme has no programme to manage care for people with HIV/AIDS to ensure appropriateness, affordability and efficiency of care.
4) Review of pre- and in-service training. In-service and pre-service training will play a critical role in reinforcing prevention and impact management strategy. In-service training is likely to have an increasingly important role to supplement skills of new and existing educators.

· Aggressively promote effective prevention programmes for trainees. This is likely to be one of the most cost-effective approaches to HIV/AIDS over the longer term, particularly as large numbers of staff are likely to become infected before they join the teaching service. Programmes should also provide skills related to management of HIV/AIDS impacts on staff and learners.

· Review the number of teachers to be trained. Data is not yet available to estimate whether current teacher training capacity will be adequate to provide the necessary number of teachers, given expectations of slowing growth in learner numbers combined with higher teacher attrition. However, this issue is clearly critical to ensure ongoing delivery.
· Review the structure and content of training. A substantial amount of investment in teacher training will be lost due to HIV/AIDS and there may be need for rapid training of teachers. Thus course duration, structure and content may warrant modification to ensure that they are cost-effective and flexible to respond to these needs without compromising quality of teaching. Curricula will need to consider new competencies that may be required of educators, for example HIV prevention, OVC support, possible needs for large-class skills. Greater emphasis on management skills may be required to equip more staff to take on management roles in view of attrition among current and future managers. Other issues for consideration include review of approaches to specialised training to increase flexibility to accommodate loss of specialist subject teachers, and training to address needs of out-of-school youth and adults who have had interrupted education.

5) Strengthening management of absenteeism and ill health. To a large extent, absenteeism and ill health are simply not managed at present. This has negative implications for infected staff, who often face great uncertainty and work well beyond the time when they are severely ill. There are also negative implications for education delivery and colleagues. Several issues need strong consideration and should be approached in a coordinated manner. 
· Review sick leave entitlements. Strongly consider reducing the routine amount of sick leave entitlements to ensure that an employee’s health status is confronted and active management of ill health absenteeism begins before negative impacts on learning and affected individuals. This should not preclude the ill employee from continuing to teach if they are not permanently incapacitated, and granting of further special sick leave should be possible after assessment, with further structured review. Leave entitlements and systems around compassionate leave for funerals or family matters should also be reviewed and monitored. 
· Strengthen relief teacher and other systems to cover for absent staff. Relief teachers are already a significant proportion of the teaching workforce. For example, most untrained secondary school teachers (7.4% of teachers) are relief teachers. Relief teachers systems should be adapted to be more responsive to shorter-term, unpredictable and intermittent absenteeism and to boost skills of relief teachers. Development of pools of relief teachers, career development planning and new budgetary mechanisms may be appropriate.  
· Streamline medical review and disability management processes to ensure fair, timeous assessment and review.
· Coordinate with the pension fund to ensure ill health retirement processes are efficient and that pension entitlements do not obstruct timely application for ill-health retirement. Currently, staff  have an incentive to stay in employment as long as possible to avoid loss of full benefits and affordable mechanisms to address this may be available. 

6) Strengthening other HR management systems and capacity. 

· Training to build confidence and competence of line and HR managers in basic human resource management and development will help them to deal with many of the impacts of HIV/AIDS in addition to improving general system performance. 
Specific systems that need to be strengthened and possibly modified including the following:
· Performance appraisal systems which can be an important mechanism to ensure fair assessment and management of incapacity among infected staff. Modification of current systems to deal with potential for fairly rapid decline or fluctuations in performance may be warranted.  

· Effective succession planning to facilitate skills transfer and avoid unnecessary delays in appointments will be key to reducing service disruption due to absence or death of staff. 

· Efficient recruitment, appointment, redeployment and transfer systems and practice are increasingly important. Incentives and other systems need to be considered to fill key managerial and technical posts as well as vacancies in remote or  “unattractive” schools. Potential delivery problems will be experienced if certain schools or workplaces have disproportionately large numbers of ill staff should be considered in human resource allocation planning and management.
· Other innovative means of skills sharing and transfer should be explored. These include teamwork approaches and improving communication.

7) Review of Employee Benefits. The education system should actively engage with the Public Services Commission, other departments, employee representatives and specific funds to review medical and pension benefits. These should be structured adequately to meet massive new HIV/AIDS related needs of employees and their dependents, as well as education delivery requirements, in an affordable and cost effective way. Current processes to inform employees of their benefits and streamline ability to access benefits should be actively reinforced. Key issues related to the pension fund’s role in ill health management are highlighted above. Adequate care for employees not on medical aid should also not be neglected.
8) Identifying vulnerable workplaces and work processes for targeted attention. The MOESC should, at all levels, undertake a systematic review of which workplaces and work processes in education are most vulnerable to absence or loss of staff due to HIV/AIDS and develop plans to ensure that these vulnerabilities are addressed. 

9) Improve Information. Many aspects of HIV/AIDS impacts on the education system capacity remain unclear and better information is required.

· Active tracking of illness, death, and absenteeism among staff is critical. 

· Qualitative information to supplement routine quantitative information systems is required to  obtain clearer understanding of the functional implications of HIV/AIDS. 

· District, circuit and institutional level analyses will be important to identify impacts that may not be apparent from aggregated data.

10) Capacity and coordination of employee impact management. 
· The Human Resource Division should inherently take a major role in developing the HIV/AIDS policy, programme and review of conditions of service. The process will require dedicated capacity as well as involvement of stakeholders such as the Staff Advisory Committees.

· Coordination with other stakeholders such as the PSC, Health, Employee Associations and Finance will be important 

HIV/AIDS Effects on the role of Divisions and Units

School Psychological Support Services (SPS) 

SPSS have key expertise in programme planning and responding to the special needs of learners including providing guidance and counselling services. The MOESC should consider ways to utilise the services of SPS resources more effectively at all levels. SPS could provide input into HIV/AIDS programme planning and management, training of teachers on OVC support and assisting schools in identification and management of vulnerable children, rather than waiting for referral at a time when children are severely stressed and manifest “discipline problems”. 

Early Childhood Education and Care   

Early Childhood Education and Care Section has potentially important roles in several aspects of the HIV response. It can contribute to laying foundations of HIV prevention from early ages in its curriculum, nurturing, caring and socialising young orphans with limited parenting at home, and relieving older children of sibling support roles so that they can attend school. ECEC should be aware that a significant proportion of their target age group will be HIV-infected and make appropriate responses in terms of support and precautions to avoid infection and stigmatization of infected children. Due to their community-based nature, ECEC could have a strong role in mobilizing awareness of HIV/AIDS in the community. Reliance on community funding for aspects of ECEC may become more difficult due to economic impacts of HIV on households. 

Adult and Non-Formal Education. 

In 2000, about 60% of youth of secondary school-going age and 10% of youth in primary school ages were out of school, with girls more adversely affected. The target clients of adult and non formal basic education are likely to be at particularly high risk of HIV infection due to social circumstances of out of school youth and less educated adults, and because women have traditionally made up the bulk of candidates. Non-formal education programmes need to see HIV prevention and other HIV/AIDS issues as a critical part of their activities. Non-formal education programmes also have relatively high penetration into communities directly or through their students and should use this opportunity to mobilize community responses in prevention and impact mitigation. 

The target group of non-formal education is likely to become larger due to HIV/AIDS as more children find it difficult to stay in the formal education system, rather than declining in relative importance, as might otherwise have been expected. In addition, the age profile of the target group may change, with increasing representation of younger candidates. Both these factors require monitoring and consideration of appropriate responses. 

Consideration should also be given to strengthening distance learning materials and techniques both for non-formal programmes and to support learning in schools and classes where teachers are absent.  Work with the Adult Literacy programme of Zimbabwe should also be considered to encourage sector private adult education as part of national skills base development and to integrate HIV prevention into curricula.
Planning Research and Development  

Planning Research and Development faces important challenges in improving information on HIV/AIDS impacts as well as responses, as indicated in various sections of this report. Key challenges include use of EMIS to track impacts which may not immediately be apparent, obtaining more non-routine and qualitative information to inform planning and monitoring, and ensuring timeous analysis and feedback of information to cope with information needs in a period of change and uncertainties. District and school level management information system to inform management decisions also need to be considered. Other issues for the Division include adaptations to curricula to incorporate HIV/AIDS more effectively, investigation of appropriate staffing norms in view of HIV/AIDS, and infrastructure development in view of lower learner growth rates and new needs of learners for e.g. counselling and accommodation. The unit is likely to play a key role in inter- and intra-sectoral coordination, including coordination of donor initiatives.   

Sports and Culture 

Ministerial policy encourages a nurturing school environment that promotes sports and culture. Sport and Culture play several potential roles in the HIV/AIDS response. The potential role that sports and culture would play in reducing infection rates and promoting prevention is by providing alternative entertainment to reduce HIV risk, active promotion of HIV/AIDS prevention and impact mitigation messages through events and role models. Sport and cultural activities can also facilitate stress management, socialisation, and positive peer interaction for OVC.

Overall conclusions and recommendations

HIV/AIDS represents a huge threat to social development in Zimbabwe. Impacts are expected to continue and accumulate well beyond the end of this decade. Education represents Zimbabwe’s largest investment in development and one of the country’s greatest successes. Future assessments of the adequacy of Zimbabwe’s response to the epidemic are likely to be based largely on whether we have preserved the lives, development potential and rights of the current generation of children and youth. The education sector is uniquely placed and essential to ensure a successful national response to these challenges.

HIV/AIDS has fundamentally changed the internal and external environment of the education sector. The epidemic is already affecting the sector and compounds the negative effects of other social, economic and organizational constraints on the system’s ability to deliver. At current infection rates, around one third or more of the investment in education is being lost through infection and premature death of learners during or after schooling. Many thousands of learners are having their potential undermined through HIV/AIDS impacts on their households. As the nation’s largest employer, the sector also has a major societal role to play in reducing impacts on its employees, with spin off benefits for their many dependents and learners.

In any single year, HIV/AIDS alone seems unlikely to destabilize the whole system. However, this hides insidious effects on quality and access, as well as severe impacts on many schools and many thousands of infected and affected employees and learners. The cumulative impacts of the epidemic over time threaten to obstruct further progress in education outcomes and undermine gains made by the sector and society so far. 

In this context, recognition of HIV/AIDS as “core business” for the whole education sector is critical. All facets of education are affected and have roles to play in protecting the system from HIV/AIDS impacts. 

· “Mainstreaming” of HIV/AIDS within all components of the education sector is as valid as the need to mainstream it across other sectors if Zimbabwe is to manage the epidemic effectively. HIV/AIDS can no longer be seen as simply the responsibility of the School Health and Life Skills Secretariat. 

· There has to be a sense of urgency at all levels in laying solid foundations for effective action over the next decade. Focus has to shift from short term needs and “fire-fighting” to longer term views on HIV/AIDS. Plans must consolidate specific actions to be taken, the structures to be put in place, and allocation of adequate personnel and resources to the challenge. 
Fortunately, HIV/AIDS presents opportunities not just a threat. Many aspects of HIV/AIDS responses are consistent with existing priorities, programmes and initiatives to strengthen education independent of HIV/AIDS. While HIV/AIDS is a threat to success of such programmes, it reinforces the need for them and can be used as a reason to unblock obstacles to efficient implementation, due to their greater relevance and urgency in the context of the epidemic. 

The following overall recommendations are made around developing a more effective education sector response.

1. Leadership. Sustained, high profile political, managerial and professional leadership across all components and levels of the education system is critical for effective responses to HIV/AIDS. Leadership is needed to inspire staff and provide guidance, and ensure that action occurs. There is awareness of the problem among staff at Head Office, but HIV/AIDS is not prioritised in MOESC and levels of understanding and commitment varies widely from denial to enthusiasm among management. 

2. Actively combat stigmatization, secrecy and denial around HIV/AIDS.  These factors are widespread and undermine any effective response to impacts on the system or individuals. 

3. Define roles and accountabilities of various education components and players, and develop guidelines on various aspects of action. Many HIV/AIDS challenges are relatively new. 

· Better definition of roles and expectations have to be formalized, for example in key result areas regulations and codes, to ensure action in areas such as staff impact management, OVC responses and HIV prevention to ensure that HIV/AIDS is considered “core business” in all relevant areas. 

· Development of practical guidelines is an urgent priority to guide decentralized action in many areas mentioned above as soon as policy and strategy are confirmed in various areas. Review of regulations, legislation and codes in a number of cases will be a prerequisite for appropriate action by officials.

4. Disseminate knowledge across the sector and include positive messages. Basic knowledge of key stakeholders is often deficient and many have little idea of what can be done even if they are motivated. Effective communication of information on key aspects of HIV/AIDS prevention, impacts, strategy and best practice is needed to mobilize and sustain responses. 
· Fatalism around HIV/AIDS and other stresses on education stakeholders make it critical to communicate positive messages of commitment, hope and practical steps that can be taken.
· Mechanisms should be established for networking and sharing of experience and best practices between schools, districts and MOESC planners.

5. Decentralised approaches. Many aspects of action on HIV/AIDS require solutions planned or led from the MOESC. Examples include review of the employment framework and teacher training and development of a range of policies and guidelines. However, the overall response depends on urgent action at school and district level. Also, centralised capacity, capabilities and models are unlikely to be able to cope with the diversity of circumstances in schools and the scale of the challenge. A major thrust of strategy must therefore be to facilitate and support flexible, effective cluster, school and community level responses. A major part of initial strategy should be to focus on facilitating District, cluster and school level responses and capacity, possibly building on initiatives such as the Better Schools Programme.

6. Flexibility to deal with uncertainty. Many aspects of HIV/AIDS impacts and appropriate responses remain uncertain, particularly at school or institutional level. “Least risk” scenario planning approaches should be used in planning in areas where important uncertainties exist, for example, around levels of impacts on teacher and student numbers. In addition, a key consideration in planning and practice should be how to ensure flexibility in many aspects of education system management to facilitate creative, and service orientated responses to unforeseen needs or circumstances. 
7. Inter- and intra-sectoral co-ordination and partnerships. Many aspects of the responses to impacts of HIV/AIDS on staff and students require cooperation with other sectors. 

· Coordination with other sectors, particularly the NACP, Health, Local Government and Social Welfare should be boldly pursued at all levels to overcome traditional divides that undermine HIV/AIDS responses. 

· NGOs and community organisations are key partners who are not adequately supported by government, and ways to streamline relationships with them is critical. 

· Better co-ordination across Directorates and units within the MOESC is needed, for example on the role of Human Resources in workplace programme development and the role of SPS in the programme and school responses.

· Co-ordination with unions. Zimbabwe’s teacher and other public service unions are increasingly aware of the impact of HIV/AIDS on members and society. However, their members may resist important aspects of change and new roles required in the education sector, and certain aspects of  workplace policy and programmes may need to be negotiated. Liaison with unions to present a combined front to the epidemic is therefore likely to be important.

8. Strategic and operational plan development. The current HIV/AIDS and Life Skills strategic plan lays an important foundation of the education sector’s response. However, knowledge of gaps and difficulties in implementation have increased since it was developed.  In addition to review of the plan, the following are proposed.

· All MOESC Divisions and Units should urgently commence development of HIV/AIDS plans.  

· School, District and Regional HIV/AIDS plans should be developed with adequate guidance and support.  

9. Reinforcing existing programmes that are relevant to managing HIV/AIDS, and adapting them where necessary. Many current initiatives will enhance ability to respond to the challenge of HIV/AIDS and are critical to stabilize the overall education system to deal with HIV/AIDS and other stresses. For example, with some adaptation, initiatives such as the Better Schools Programme, learner centered teaching, provision of curricula, strengthening of basic human resource management, poverty alleviation among learners, and strengthening community participation are highly relevant to combating the epidemic. However, HIV/AIDS introduces new vulnerabilities and needs in many of these areas that need to be factored into planning. 

10. Improving information and monitoring of  impacts and responses
HIV/AIDS prevention and impact management is hampered by lack of good information. 
· EMIS and other routine information and reporting systems should be reviewed and strengthened to address HIV/AIDS issues and monitor implementation of HIV/AIDS programmes. 
· In addition to routine statistics, participatory approaches and qualitative information gathering are required, along with specific research projects. 
· Consider developing a District Management Information System with key  HIV/AIDS components to allow decentralized analyses and utilisation. 
11. Resource allocation and mobilisation. Dedicated budgets and capacity at schools, district, regional and Ministry level are required to mobilize, support and coordinate effective responses to HIV/AIDS. The goal should be to incorporate most HIV/AIDS-related activities into core budgets and functions. However, initial extra investment is likely to be necessary to develop and disseminate knowledge, develop capacity and devise systems to respond to HIV/AIDS. 
· Greater mobilisation of AIDS Levy funding allocations should occur to support an expanded role for the education sector particularly around OVC and workplace impacts.

· Targeting of resources to address the most vulnerable stakeholders and aspects of delivery should be considered. These include focus on the girl child and female officers, rural and other disadvantaged communities and schools.

· Focus on interventions and resources with multiplier effects such as activities to disseminate examples of best practice and telephones and transport to facilitate coordination of resources.
· Consider innovative approaches such as an incentive fund programme to support planning and implementation of HIV/AIDS activities by individual districts, clusters or schools. 

12. HIV/AIDS and Life Skills programme capacity and structures. Development and coordination of a large new programme such as that that required for the HIV/AIDS response requires significant capacity. In view of resource constraints the following aspects of capacity development need consideration.

· Effective prioritization and reallocation of existing capacity away from less urgent matters within various Directorates and other components of the system components to complement specific HIV/AIDS staff. 

· Focal persons and HIV/AIDS committees should be established in all Directorates and major units.  

· Consideration should also be given to use of key capacity, expertise and systems in components such as SPS and the school inspectorate.

· Organisational culture. A successful education sector response to HIV/AIDS will to a large extent depend on cultivating caring and willingness of individuals and groups to embrace the challenge, and respond to needs of colleagues and students. Bureaucratic traditions and tendencies to avoid personal initiative should also be combated.

· Reinforcing HIV/AIDS programme capacity. The structure of the HIV/AIDS programme should be adapted not only to increase capacity but also to reflect the need for decentralized action. A critical issue in increasing capacity is to ensure that people appointed to programme positions are appropriately motivated and skilled. Currently, staff given HIV/AIDS responsibilities are in many cases those who are “left over” when other appointments have been made. 
Figure 4. Provisional HIV/AIDS programme structure
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A provisional proposed structure for the HIV/AIDS programme is shown in Figure 4. At a minimum the following basic components are proposed. 

At school level, the Head should specifically be held accountable for the implementation of HIV/AIDS responses. A dedicated post should be created for a Guidance and Counseling Co-coordinator who will be responsible for technical support for co-ordination, referral activities and aspects of service delivery and technical support within the school. The Head should have discretion in the allocation of responsibilities provided that outcomes are achieved, and ensure that all functions are not left to the Guidance teacher. In smaller schools, consideration should be given to part time post allocation and possibilities of sharing a guidance and counseling post with other schools in the cluster.

At the Cluster level, a skilled HIV/AIDS Coordination and technical support person should be identified from participating schools. Both District and Regional Offices require a full time HIV/AIDS Coordinator responsible for inter and intra agency coordination of activities, as well as facilitate and provide technical support when necessary. 

At national level, the HIV/AIDS Programme Director should report directly to the Permanent Secretary and be a member of the Senior Management team to enable communication, authority and input into policy and strategy formulation. At a minimum, full time positions should be created for three Technical Programme Leaders responsible for each of the workplace, prevention and life skills, and OVC programmes. Current support staff capacity should be increased in line with the increasing functions of the Secretariat. 
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� This would probably require a large study of cohorts of orphans to avoid risk of major biases. Potential biases of particular concern are that school-based samples of children may under-represent children who are disadvantaged by parental death and therefore don't attend school, and that there may be systematic under-estimation of impacts because school staff and students may simply not be adequately sensitized to OVC issues, or aware of them because of non-disclosure by OVC. 


�The SACMEQ study suggests that lack of a morning meal has significant adverse effect on education outcomes.


� The Ministry has already taken steps towards assisting married teachers to move closer to their spouse.
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		Studies in a number of countries consistently show that orphaned children are less likely to be in school (Figure XX). These studies indicated that enrolment rates among orphaned children were a median of 37% lower than among children living with one or both parents. 

		Ugandan studies have indicated that after the death of one or more parent, children have 50% lower enrolment rates, and enrolled orphans have more erratic attendance. 

		A recent survey of orphans in Botswana found that 30% had been withdrawn from schools. On Zimbabwean commercial farms, 48% of primary school orphans had dropped out of  school during their parents’ illness or after their death, and 100% of secondary school orphans had dropped out. (UNAIDS 2000, original REF)In Cote d’Ivoire spending on schooling declined by around 50% in HIV/AIDS affected households. (REF) - 

		ALTHOUGH LITTLE WORK HAS BEEN DONE IN SA ON EDUCATIONAL DISADVANTAGE, IT IS LIKELY TO BE AT LEAST AS SEVERE (SIZE OF ORPHAN POP; BREAKDOWN OF COMMUNITY COPING MECHANISMS, LITTLE HELP FROM STATE SOCIAL SECUIRTY












