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Summary 
Educational Access and HIV Prevention 

 
Background:  General education has a potentially important role to play in the fight against 
HIV, but researchers have found varying relationships between education and HIV prevalence. If 
enrolling children in school and keeping them there long enough to complete cycles can reduce 
their risk of attracting HIV later in life, then the international drive toward universal education 
access at the primary and secondary levels is no longer solely an issue of educational and 
economic equity, but a critical health priority as well. 
 
Methods: This analysis combines the results of previous literature reviews and updates them 
with the results of recent randomized controlled trials and a discussion of possible mechanisms. 
Websites were also reviewed to gather information on initiatives to improve educational access 
for HIV- and AIDS-affected children.  
 
Results: There is much evidence showing an association between sexual behavior and both 
attendance and attainment. Experimental evidence that school attendance leads to safer sexual 
behavior is currently under review. Studies suggest several pathways through which sexual 
behavior, and consequently the risk of HIV infection, may be influenced by schooling. Students 
attending school have a smaller sexual network and a stronger motivation to avoid the 
consequences of unprotected sex—both pregnancy and HIV infection—than their out-of-school 
peers.  

The relationship between educational attainment and HIV prevalence appears to change 
as epidemics mature. As educated individuals tend to have more control over their sexual 
behavior, the association between education and HIV depends crucially on behavioral intentions. 
In the absence of information about HIV transmission, many individuals may intend to have 
several sexual partners, increasing their risk of HIV infection. However, educated individuals are 
more likely to be exposed to HIV prevention messages and more likely to understand them. 
Given that HIV prevention messages become more prevalent with epidemic maturity, this leads 
to a hypothesis about the changing relationship between HIV and education. In the early stages 
of an epidemic, education is a risk factor for HIV infection. As an epidemic matures and 
prevention messages become more common, education is a protective factor against HIV 
infection. 
 
Policy/action implications: Research results increasingly support the use of general educational 
attainment and school enrollment as tools in the fight against HIV.  Both simple enrollment and 
the cumulative benefits of educational attainment are associated with lower levels of risky 
behavior from early sexual initiation to unprotected sex. In order to maximize the potential 
impact of these related factors, access to education must become a priority for national health 
ministries as well as international organizations and funders. The elimination of school fees and 
other barriers to educational access, such as health and psychosocial problems, would be a major 
step forward in the fight against the spread of HIV.  
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Introduction 

The relationship between HIV and education is complex. Increasingly, evidence shows 

that individuals with higher levels of education are better protected against HIV than those with 

lower levels. Educated people are more likely to understand transmission methods and to take 

protective action in response to public health information. However, the relationship is bi-

directional and HIV also influences education levels. The pandemic reduces children’s access to 

education in a number of micro and macro-level ways, impacting family incomes as well as 

national education budgets. While HIV-specific education programs receive much attention, 

increasing the ability of countries to provide high-quality general education to all children may 

be a more efficient way to reduce the impact of HIV and AIDS on this generation of young 

people. 

This paper analyzes these relationships between general education and HIV in sub-

Saharan Africa. In Section One, we review the evidence linking HIV risk to educational 

attainment and enrollment and discuss potential mechanisms. Section Two discusses educational 

access issues in the countries of sub-Saharan Africa, including the special barriers faced by 

orphans and vulnerable children. Section Three provides a number of models for increasing 

educational access in sub-Saharan Africa, with a special focus on gender. We conclude with a 

summary of key policy priorities.  

 

Section One: The impact of education on HIV 

In this section we first discuss the mechanisms that may underlie the relationship between 

education and risk of HIV infection. Understanding these mechanisms is important both for the 

interpretation of evidence on the relationship between HIV and education and for the design of 
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an education policy response to the HIV pandemic. We then move to a discussion of the cross-

sectional and experimental evidence that sheds light on the role of education in HIV prevention.   

 

Mechanisms through which education influences individual behavior 

Any impact of education on HIV risk occurs through one of two channels: through 

influence on individual behavior and by influencing the groups of people the individual meets 

and how those people behave. We examine each of these pathways in turn.  

In a direct way education may affect the behavior and thought processes of individuals 

themselves. Social cognitive models point to several key determinants of sexual behavior. In all 

theories, knowledge and understanding of a behavior and its consequences is a necessary but not 

sufficient condition for performing the behavior and underpins the perception of [1] and attitudes 

towards [2] that behavior. In the context of HIV, understanding transmission routes and methods 

of blocking them are essential for the adoption of safer sexual behavior.  

More educated people are more likely to be exposed to prevention information as part of 

formal schooling and also through the media [3]. Greater levels of education may also provide a 

framework of biological knowledge and an understanding of causality into which HIV 

prevention messages can be assimilated. Thus education helps individuals understand the 

connection between a behavior (e.g. unprotected sex) and its outcome (HIV infection). Social 

cognition models [4] also suggest that the evaluation of this outcome is important. Individuals 

must be sufficiently motivated to avoid HIV infection and/or pregnancy in order to avoid 

unprotected sex. Evidence suggests that attending school influences the evaluation of this 

outcome [5].  
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Another key theoretical determinant of behavior is the perceived control one has over the 

behavior. This includes self-efficacy, one’s belief in one’s capabilities to perform a specific 

action required to attain a desired outcome [6], the perceived personal power one has over the 

behavior [2] and the actual personal power one has over a behavior [7]. Evidence suggests that 

education is associated with increased self-efficacy in general [6] and in the context of the HIV 

epidemic in sub-Saharan Africa in particular [8]. In addition, more educated people are more 

likely to believe they have control over their own behavior, rather than another individual or fate, 

and they are more likely to have actual control over their own behavior. For example, educated 

women are more able and likely to negotiate safer sex [9-11], discuss family planning with their 

partner [12], and feel a sense of control in their sexual relationships [13]. 

Increased education levels can affect the way a person’s sexual partners think and 

behave. On an individual level the enhanced social status or wealth associated with increased 

education may affect a sexual partner’s willingness to or effectiveness in negotiation about 

sexual behavior. On a broader scale, social networks are important not only because of who is in 

them, but because of the power of the normative beliefs that are held by groups of people. These 

norms influence individuals’ behavior, especially for young people [14]. In South Africa, social 

norms surrounding men’s dominance over women in sexual relationships are prevalent, and 

these norms are problematic in terms of HIV prevention efforts [15]. Social norms can influence 

protective behaviors as well as risk-taking behaviors. According to a study in Kenya, “the 

probability that women will favor sexual faithfulness depends significantly on the number of 

network partners who also favor this method of protective behavior” [16].  Social norms were a 

strong predictor of intention to use a condom in a South African study [17]. 
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Social norms and education are interrelated in several ways. First, people of different 

education levels may have different sets of social norms. Case studies in South Africa found 

separate social group identities for adolescents who had different types and levels of education—

those who went to school outside of the community, those who went to local schools, and those 

who had dropped out of school [18]. Second, in a reversal of the relationship, social norms may 

determine how interested an individual is in HIV/AIDS education. For university students in 

Ethiopia, perception of social norms regarding HIV and AIDS was a significant predictor of 

desire to learn about HIV and AIDS [19]. Admittedly, social norms are difficult to alter through 

interventions. However, “once altered the new norms tend to be perpetuated” [20] (p. S105). 

In addition to the above mechanisms, education may also enhance the effectiveness of 

social support networks. For example, one study in Manicaland, Zimbabwe showed that more 

educated women are able to benefit more from other protective measures. This study looked at 

membership of social groups related to churches or political parties, among other organizations. 

Women who were members of a well-functioning social group were 1.3 times more likely to 

avoid HIV infection than those who were not in such groups or who were in groups with which 

they were dissatisfied. Women with secondary education were more likely to belong to such 

groups and among women with secondary education, those who were members of well-

functioning groups were 1.5 times less likely to be infected with HIV, whereas women with no 

education received no such benefits from group membership [21]. Membership in a social group 

may provide support to individuals in making protective decisions that are contrary to local 

social norms [20]. Social networks may also be informal conduits of protective resources. For 

example, almost 50% of individuals obtaining condoms at 12 health clinics in South Africa had 
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given condoms to or received them from others in the previous month. This percentage rose with 

education level [22]. 

Receiving an education can affect the potential sexual partners with whom an individual 

comes into contact. This suggests that more educated individuals have different sexual networks 

than poorly educated individuals. The implied impact on an individual’s risk depends on the 

particular epidemiology of HIV in the individual’s country and region. Assortative sexual mixing 

by education level is likely to reinforce the relationship between education and HIV, increasing 

the risk or bolstering the protection. It is difficult to discern whether education is a causal factor 

in this evidence. The nature of this impact is likely to be long-term and linked to social mobility. 

To our knowledge, little research has been done linking educational levels to sexual networks in 

sub-Saharan Africa. However, the concept that education may act as an HIV-prevention 

mechanism by sorting educated people into safer sexual networks deserves further inquiry.  

 

Evidence linking education, sexual behavior, and HIV risk 

The majority of studies investigating the relationship between education and HIV 

prevalence have found a positive relationship. That is, HIV prevalence is higher among educated 

individuals [23-32]. However, five population-based studies found the opposite trend [33-37] 

while several other studies found no significant relationship between education and HIV [33, 35, 

38, 39]. These mixed findings represent the combination of two opposing trends: the initial 

increased vulnerability of educated individuals to HIV infection followed by their more rapid 

behavioral change once informed about the epidemic. 

A number of factors explain the positive associations often found between HIV status and 

education, especially in the early stages of the epidemic. More educated individuals change 
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partners more rapidly, in part because they are more mobile and because they have greater 

control over their own sexual behavior [40]. The higher socioeconomic status of more educated 

men gives them greater disposable income, increased leisure time, and increased ability to travel 

and to use commercial sex partners [23, 41, 42]. In addition, more educated women start having 

sex later but delay marriage to an even greater extent. This leads to them being single and 

sexually active for a longer period of time and thus to having a greater number of sexual partners 

[43].  In the absence of any response to an epidemic, these factors may increase the vulnerability 

of more educated individuals to HIV infection in the early stages of an epidemic. 

However, as analyzed in a recent review, the evidence on the HIV and education 

relationship supports the theory that the relationship is inverting and education is now more 

likely to be a protective factor against infection [44]. The authors use three strands of evidence to 

conclude that the association between educational attainment and HIV infection is changing over 

time. First, studies conducted from 1996 onwards were more likely to find a lower risk of HIV 

infection among the most educated. Second, where data over time were available, HIV 

prevalence fell more consistently among highly educated groups than among less educated 

groups, in which HIV prevalence sometimes rose while overall population prevalence was 

falling. Third, in several populations, associations suggesting greater HIV risk in the more 

educated groups at earlier time points were replaced by weaker associations later. These findings 

support the thesis that although demographic factors put them at greater risk of HIV infection 

more educated individuals are better able to mount a response to the HIV epidemic, especially in 

the context of an effective national campaign against HIV. 

 Evidence suggests that education leads to greater adoption of safer sexual behavior in 

response to the HIV epidemic. Evidence from a number of countries indicates that educated 
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people are more likely to change their behavior in response to HIV and health information. In 

Zambia, compared to those with primary education alone, those with secondary schooling or 

above were more than twice as likely to take positive actions after viewing HIV prevention 

messages. The disparity related to educational attainment was greater than those related to age, 

gender, or urban/rural residence [45]. Examining evidence from Uganda, de Walque also found 

that women’s education is associated with greater responses to HIV information campaigns as 

well as with lower risk of HIV infection [46]. Knowledge and understanding of biological 

concepts is the first step toward making these behavior changes. A study in 32 countries found 

that literate women were three times more likely than illiterate women to know that a healthy 

looking person can have HIV, and four times more likely to know the main ways to avoid HIV 

[47]. Children with a deeper understanding of the biological mechanisms of viruses are more 

resistant to myths about HIV transmission [48]. 

 In a number of countries in sub-Saharan Africa, it has been observed that individuals with 

more education are more likely to use condoms. In four major cities (Cotonou, Benin; Yaoundé, 

Cameroon; Kisumu, Kenya; and Ndola, Zambia), education was found to be a key determinant 

of condom use with non-spousal partners [49]. Data from Demographic and Health Surveys 

(DHS) in 11 countries showed that women with primary school education were more likely than 

those with no education to report using a condom at last sex [10]. In nine of these countries, 

secondary education was associated with a further increase in likelihood of using a condom at 

last sex. Similar associations between education and condom use have been found in single-

country studies in South Africa [50-53] and Zambia [54].  

 In addition to the benefits that result from education, preliminary results from a recent 

experimental study indicate that simply keeping girls in school longer appears to be protective in 
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terms of sexual behavior. In Kenya, Duflo, Dupas and Kremer [55] recently compared three 

school-based HIV prevention programs using a randomized control design. One of the 

interventions aimed to lower the cost of education by providing school uniforms. The programs 

were evaluated using a survey covering knowledge, attitudes, and self-reported behaviors as well 

as pregnancy rates. The intervention that reduced educational costs seems to have been the most 

successful. Girls in schools where uniforms were distributed were 2.5% less likely to drop out, a 

15% reduction in the dropout rate. Girls in schools where uniforms were distributed were 1.5% 

less likely to have had a child, which amounts to nearly a 10% decrease in the childbearing rate 

for teenagers.  The authors suggest that the reason for the change in behavior is not related to 

what pupils learn at school but that girls typically plan to delay child-bearing and marriage until 

after they complete schooling. This may reduce the likelihood of their engaging in unprotected 

sex while they are at school and indicates that they believe that they have a future through 

education. This study is currently under peer review but if the results are confirmed they will 

provide the first experimental evidence to our knowledge demonstrating the attending school for 

a longer period of time leads to safer sexual behavior. 

These preliminary experimental findings align with the results of a number of studies 

from across sub-Saharan Africa that indicate that school enrollment reduces early sexual debut 

and risky behavior. Young women in rural Zimbabwe who lacked a primary school education 

began having sex earlier than their more educated peers [56]. School enrollment decreased the 

likelihood that girls had begun sexual activity in KwaZulu-Natal, South Africa [57]. Secondary 

education was associated with later age at sexual debut in two studies analyzing DHS surveys 

from sub-Saharan African countries [58, 59]. For in-school youth who were already sexually 
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active, evidence from South Africa suggests that they were less likely to engage in risky sexual 

behaviors than youth who were not in school [60].  

It is important to note the limitations of the existing evidence discussed above. Even with 

longitudinal data we cannot rule out the possibility that educational attainment is a proxy for 

some other characteristic, such as socioeconomic status. Indeed, the changes in the relationship 

between socioeconomic status and HIV infection are similar to the changes in the relationship 

between education and HIV—higher socioeconomic status is increasingly found to be protective 

against HIV in associational studies [52]. However, analyses from Uganda [61] and elsewhere 

[47] suggest that parental and individual income are not explanatory factors in the relationship 

between HIV and educational attainment. Several studies have attempted to determine whether 

economic status, mobility or education is most important in determining HIV vulnerability. A 

review of these studies finds mixed results [62]. 

 The ecological nature of the evidence presented implies other limitations. It may be that 

participants in studies were not representative of the overall population. Although studies based 

in antenatal clinics report close to 100% response rates, such studies do not include men, 

sexually inactive women or those who do not use clinics. This latter group in particular may 

exhibit a different relationship between education and HIV, particularly as clinic use may be 

associated with education level.  

Given the need for policy decisions to be based on clear evidence, it is of concern that all 

evidence addressing the relationship between HIV and educational attainment is observational in 

nature. Further evidence is required before it can be concluded that educational attainment is a 

causal factor in the reduction of HIV vulnerability. The long-term follow-up of randomized 

controlled trials to improve educational access, for example through conditional cash transfers, 
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and analyses of the long-term consequences of recent educational expansion policies in Africa 

offer the potential to examine the causal relationship between educational attainment and HIV.  

Despite these limitations, as a whole this evidence suggests that there are benefits in 

terms of safer sexual behavior in having higher levels of education and, for girls, simply being 

enrolled in school. Education is associated with safer sexual practices and with a better 

understanding of how to change behavior in response to health information campaigns. Girls 

who are enrolled in school are less likely to have begun having sex than their peers who are not 

in school. The studies discussed above are a strong basis for advocating general education as a 

means of HIV prevention. However, education is yet to reach all children in the countries of sub-

Saharan Africa, particularly at the secondary level and for disadvantaged groups. Expanding 

educational access requires an understanding of the constraints faced by individual children as 

well as by education systems. 

 

Section Two: General access and access for HIV and AIDS-affected children 

 

Access to education in HIV/AIDS-affected countries 

Poverty is one of the greatest barriers to educational access worldwide. Children in 

pandemic countries whose families are not personally affected by HIV and AIDS are still 

affected through the pandemic’s effect on national budgets and priorities. Money that might have 

gone to support education systems is siphoned away to HIV/AIDS programs, inhibiting the 

ability of countries to counteract the effect of poverty on school participation at the individual 

level. HIV/AIDS also has a human capital cost to education systems through its effects on 

teachers and administrators. One study finds that children in regions with HIV prevalence rates 
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greater than 10% do more poorly on a number of educational indicators, including enrollment, 

timely progression, primary school completion, and total years completed, than children in 

regions without HIV [63]. In this section we focus on the eight hyper-endemic African 

countries—Botswana, Lesotho, Mozambique, Namibia, South Africa, Swaziland, Zambia, and 

Zimbabwe—as well as Malawi, where the HIV prevalence approaches the hyper-endemic level. 

These countries, heavily impacted by HIV/AIDS, also face significant challenges in terms of 

educational access and performance.  

Despite the challenges faced, enrollment in primary school has greatly improved over the 

last generation. Table 1 shows the primary school gross and net enrollment ratios for the eight 

hyper-endemic countries and Malawi. Some countries are far closer to achieving universal 

primary education than others. Gross enrollment rates over 100% could be a positive sign that 

children who were not previously enrolled in school have done so or could be the negative sign 

of significant grade repetition. It is also important to note that national-level statistics can be 

misleading; within countries there is often large regional variation. In a number of countries, 

including Zambia and Zimbabwe, internal geographic variation in net enrollment ratios has 

increased since the Dakar World Education Forum meeting in 2000 [64]. Achieving universal 

access is not just about meeting national goals, but about focusing on regions within countries 

that are falling behind.  

While these enrollment numbers may seem promising it is important to consider them 

alongside other figures, such as the survival rate to the final year of primary education (see Table 

2 below). In each of these countries at least 15% of those who enroll in primary school will drop 

out before completing, and in Malawi almost two-thirds of students do so. Repetition rates in 

these countries are also concerning, as repetition indicates poor student learning and results in 
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less-than-efficient use of scarce resources. In Lesotho and Malawi approximately one out of 

every five primary school students is repeating a grade, and in Mozambique, Namibia, and 

Swaziland 10% or more. While the Education for All campaign (EFA) has resulted in progress 

on initial enrollment in primary schools, much remains to be done in order to ensure that all 

students have access to a high-quality and complete primary school experience.  

Table 1. Primary gross and net enrollment ratios in nine southern African countries, 2005 
Country Primary gross 

enrollment ratio 
Primary net 

enrollment ratio 
Botswana 106 85 
Lesotho 132 87 
Malawi 122 95 
Mozambique 103 77 
Namibia 99 72 
South Africa 104a

 87a
 

Swaziland 107a
 80a

 

Zambia 111 89 
Zimbabwe 

 96b
 82b

 

Source: [64] 
a 2004 
b 2003 
 
 
Table 2. Survival rates to last grade of primary education and primary repetition rates in 
nine southern African countries 

Country Survival rate to last 
grade, 2004 

Primary repetition 
rate, 2005 

Botswana  85a
 4.8 

Lesotho 61 19 
Malawi 34 20 
Mozambique 46 10 
Namibia 76 15 
South Africa 77 8c

 

Swaziland 61 16 
Zambia --- 6 
Zimbabwe 

 62b
 -- 

Source: [64] 
a 2003 
b 2002 
c 2004 
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While EFA is a necessary first step toward fighting HIV through education, EFA and the 

EFA Fast Track Initiative (EFA-FTI) focus solely on basic education.  The nine countries we 

focus on here due to their high HIV prevalence are far further from universal secondary 

enrollment than from universal primary net enrollment, as shown in Table 3. Secondary net 

enrollment ratios range from a low of 7% in Mozambique to a high of 60% in Botswana. While 

gross enrollment rates are higher, the difference between the gross and net ratios implies that 

overage students are enrolled in secondary school. As discussed in Section One, achieving 

secondary education for all would be disproportionately advantageous for HIV prevention, and 

therefore an especially beneficial policy option for the hyper-endemic countries of southern 

Africa. 

Table 3. Secondary gross and net enrollment ratios in nine southern African countries, 
2005  

Country Secondary gross 
enrollment ratio 

Secondary net 
enrollment ratio 

Botswana 75a
 60 

Lesotho 39 25 
Malawi 28 24 
Mozambique 13 7 
Namibia 56 39 
South Africa 93a

 --- 
Swaziland 45a

 33a
 

Zambia 28 26 
Zimbabwe 36b

 34b
 

Source: [64] 
a 2004 
b 2003 
 

 In the countries of sub-Saharan Africa a number of reasons may explain why children are 

not attending school, from gender norms to overcrowded classrooms to the school’s distance 

from the child’s home. However, across these countries, poverty is likely the most common 

reason that children are not enrolled. Depending on the country, children may have to pay school 

fees and buy uniforms and books. Several sub-Saharan African countries have official fees for 
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children to attend school, including Botswana and Tanzania at the secondary level and South 

Africa at all educational levels. Many more countries have unofficial fees at the local level that 

prevent poor children from attending. In Uganda and Zambia, which have abolished school fees, 

education expenses comprise 33% of household discretionary spending [65]. Though in these 

countries school uniforms are not required, parents and children report that many teachers 

require them [65]. In addition, children’s school attendance has opportunity costs in terms of 

children’s labor, whether at home, in the fields, or in an income-generating capacity. Combined 

with the direct costs of attending school, opportunity costs may result in families making a 

rational decision to not enroll some or all of their children. 

In sub-Saharan Africa poverty and HIV are now intertwined. Associations have been 

found between African countries’ HIV prevalence and national poverty rates [66]. In a South 

African community, the average income of households where at least one person was HIV-

infected was less than half of the average income of households where no one was infected [67]. 

Programs that intend to fight the spread of HIV must consider the two issues together, and 

educational access is no exception. Focusing EFA efforts on the poor, who are the least likely to 

attend school, is likely to be disproportionately advantageous in preventing HIV. For children 

whose families are already affected by HIV and AIDS, fighting poverty becomes even more 

critical to ensuring their continued school access, as discussed in the next section [64].  

 

Access to education for children affected by HIV and AIDS 

 Children and youth may be affected by HIV and AIDS in a number of ways, only one of 

which is orphaning when a parent dies from an AIDS-related illness. Parents may be infected but 

still living, or children may themselves be infected. Children whose families take in orphans may 
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suffer if increased financial strain reduces the amount of food each household member gets, or if 

it means that not all children can attend school. As a group, these children can be referred to as 

orphans and vulnerable children (OVC). Skinner and colleagues, through a series of community 

focus groups in Botswana, South Africa, and Zimbabwe, defined a series of characteristics that 

indicated vulnerability beyond orphaning: “severe chronic illness of a parent or caregiver, 

poverty, hunger, lack of access to services, inadequate clothing or shelter, overcrowding, 

deficient caretakers, and factors specific to the child, including disability, direct experience of 

physical or sexual violence, or severe chronic illness” [68] (p. 619). 

In some countries, very high percentages of children may be categorized as vulnerable. 

However, due to the difficulty of measuring vulnerability, statistics tend to focus on orphans. 

UNAIDS estimates that there are 11.4 million AIDS orphans age 17 or younger living in sub-

Saharan Africa [69]. Household surveys from 40 countries in sub-Saharan Africa indicate that 

9% of children younger than 15 have lost one or both parents [70]. Eleven percent of those under 

age 15 in Kenya have lost one or both parents [71]. Ten percent of South African children have 

lost a parent or caregiver by the age of nine and nearly 25% by age 15 to 18 [72]. The risk of 

orphaning was not evenly distributed among South African youth; the poor and those residing in 

informal settlements were more likely to experience such a loss. While increasing access to 

antiretroviral treatment (ART) has the potential to extend infected caregivers’ healthy life span 

and thus reduce orphaning, in a number of sub-Saharan countries the majority of those in need 

are not receiving the drugs. In 2007, coverage rates for those with advanced HIV were only 26% 

in Lesotho, 24% in Mozambique, 28% in South Africa, and 18% in Zimbabwe [73]. 
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Barriers to school enrollment and success faced by OVC 

 The greatest barrier keeping OVC from school is likely the same as for children in 

developing countries as a whole—poverty. In Free State province, South Africa, households 

affected by HIV/AIDS were larger and had lower monthly incomes than households not affected 

[74]. When parents are ill, they may not be able to work as much and may lose jobs due to 

absenteeism or stigma. The costs of medical treatments and care may stress family finances. 

Children may need to leave school and begin working to help support their families. Double 

orphans lose their direct source of financial support, and must rely on extended family or friends. 

Their presence likely increases financial difficulties in their new household. In a rural region of 

South Africa, the presence of an AIDS orphan decreases of the odds of the household being food 

secure by 12% [75].   

Children in families affected by HIV and AIDS face stigma and discrimination from 

community members [76, 77]. The internal or felt stigma as well as the experienced stigma can 

make children feel different from their peers and isolated from their communities. Anecdotal 

evidence suggests that stigma and discrimination in schools may result in dropout among 

children affected by HIV and AIDS [78]. These children may be explicitly barred from schools 

or they may be treated so poorly by teachers, administrators, and other students that they drop 

out [79]. 

Orphans and vulnerable children may also face a host of psychosocial problems, 

including fear, anxiety, depression, and anger [80-82]. Orphans in Tanzania scored more poorly 

on an internalizing problem scale than non-orphans, and this score was significantly associated 

with school attendance and mathematics test performance [83]. These problems are not only the 

result of parental death, but of a range of possible traumatic experiences faced by children 
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affected by HIV and AIDS—watching a family member fall ill, having less to eat when a 

caregiver can no longer work, or facing stigma from peers or other community members. 

Psychosocial problems may be exacerbated by the separation from siblings that often occurs 

following orphaning. In a survey conducted in Uganda, 64% of 13- to 17-year-old orphans 

reported that they had been separated from siblings following their parents’ death [82]. 

Depression and other psychosocial problems may impact cognitive functioning and affect 

children’s school performance.   

 

How is the education of OVC affected? 

Considerable evidence indicates that orphans are less likely to be enrolled in school than 

non-orphans.1 Across 40 countries in sub-Saharan Africa, orphans were 13% less likely to be 

attending school than non-orphans [70]. Similar patterns were found in Kenya [71, 84], 

Zimbabwe [85], and Ethiopia, Mozambique, and Tanzania [86]. Across 10 countries in Eastern 

and Southern Africa, all categories of orphans were less likely to be enrolled in school than non-

orphans in the same households, implying that orphans are discriminated in their foster homes 

[87]. Across 17 countries in Sub-Saharan Africa, being an orphan makes a child less likely to be 

at the grade corresponding to their age [88]. In some countries only maternal orphans are 

disadvantaged in terms of school enrollment. In Tanzania, longitudinal data shows that young 

adults who lost their mothers between the ages of 7 and 15 attained one less year of education 

than those who were not maternally orphaned during that period [89]. Maternal orphans were 

also disadvantaged in South Africa, where longitudinal data from KwaZulu-Natal showed that 

                                                 
1 Due to the challenges in defining which children are “vulnerable,” most research on school enrollment focuses on 
orphans rather than OVC. 
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they were less likely to be in school and completed fewer years of education than youth of the 

same age who were not maternal orphans [90], and in Rwanda [86]. 

However, not all research has found a clear relationship between orphan status and 

education. Ainsworth, Beegle, and Koda [91] discuss several challenges faced by researchers 

attempting to determine the relationship between orphaning and educational status. First, 

estimates may be biased as parental education level and family socioeconomic status are 

associated with children’s enrollment status and parents’ risk of HIV infection. Second, sample 

sizes must be quite large in order to capture sufficient numbers of maternal, paternal, and double 

orphans to have reasonable statistical power. Third, many past studies have used non-

representative samples, reducing the generalizability of the findings.  

Given these challenges, it is unsurprising that a number of studies have obtained results 

contrary to those presented above. A recent study in South Africa found that orphans were not 

significantly less likely to be in school than non-orphans in the same household, nor were there 

significant differences in educational expenditures [92]. In Namibia, paternal orphans were more 

likely to be enrolled in school than non-orphans, as were maternal orphans in Mozambique and 

Nigeria [86]. In Malawi, the differences between the mean grade levels of orphans and non-

orphans aged 19-28 were not statistically significant [93]. Several studies found that enrollment 

impacts were different for different groups, varying by the child’s age, socioeconomic status, the 

child’s relationship to the household head, and the mother’s education [91, 94]. Others argue that 

the “orphan gap” is not large enough to be of primary concern for policymakers. In most of the 

51 countries included in an analysis by Ainsworth and Filmer [95], the poverty gap in enrollment 

between the lowest and highest quintiles is greater than the gaps between non-orphans and any 
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category of orphan. Their findings also vary greatly by country, and thus the authors warn 

against sweeping statements regarding orphans and enrollment deficits.  

While orphans are generally the focus of school enrollment research as linked to 

HIV/AIDS, school access problems are certainly not limited to orphans. Children whose parents 

are infected with HIV but still living may also face obstacles that prevent them from enrolling in 

school, succeeding, and completing cycles. In the Kagera region of Tanzania, children who lost a 

parent spent fewer hours in school in the months preceding the death [91]. Similarly, in Western 

Kenya, many children dropped out of school in months before a parental death [84]. Controlling 

for a number of background variables, Kenyan children whose parents were HIV-infected were 

less likely to be attending school than children whose parents were not HIV-infected [71]. In the 

Karonga district of Malawi, study participants whose parents were HIV positive were less likely 

to have attended secondary school [93]. Twenty-six percent of children in a study conducted in 

Uganda whose parents were HIV positive said their attendance worsened and 28% said their 

performance in school worsened because of their parents’ illness and the consequent 

responsibilities and stresses placed upon them [82].  

It is clear that millions of children are adversely affected by HIV and AIDS in sub-Saharan 

Africa and also that children do not need to be orphaned in order to be significantly affected. 

While the outcomes for OVCs are context-specific and closely related to family socioeconomic 

level, the barriers they face in accessing education are real and wide-ranging, from the 

psychological effects of stigma and discrimination to increased poverty. These challenges put 

OVC at increased risk of contracting HIV themselves [96]. In the countries of sub-Saharan 

Africa educational access issues stretch far beyond OVCs. While enrollment and equity figures 

vary, no country has managed to offer free, high-quality primary and secondary education to all 
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children. This is a critical problem given the increasingly important role of general education as a 

tool for HIV prevention. 

 

Section Three: Expanded education access for HIV prevention 

 

Gender, education and HIV 

Sub-Saharan Africa bears the highest burden of the HIV epidemic, accounting for 68% of 

all cases worldwide [69]. Approximately 12 million sub-Saharan African children have been 

orphaned by AIDS—an overwhelming share of the global total [97]. Education is important to 

HIV prevention, but access is limited in many high-burden countries, particularly at the 

secondary school level; net secondary school attendance in sub-Saharan Africa is less than one 

quarter of eligible youths [98]. Girls in many countries are less likely to enroll, and less likely to 

complete school when they do enroll. As shown in Table 1, while the gender gap in gross 

enrollment has begun to close in some countries, it often remains large at the secondary level.  

 

Table 1. Illustrative HIV Prevalence and Primary and Secondary School Gross Enrollment 

Ratios  

 Gross Enrolment Rate (Male/Female) 
 

Adult HIV  
Prevalence (%) Primary Secondary 

Zambia 17.0 118/111 33/27 
Mozambique 16.1 111/93 16/11 
Tanzania 6.5 109/105 9/7 (1999) 
Uganda 6.4 118/118 20/16 
Nigeria 3.9 105/87 36/29 

Source: [99]  

 

The shortfall in educational attainment holds particularly serious consequences for girls 

and women. According to UNAIDS, in 2007 women comprised nearly 61% of HIV-positive 
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adults in sub-Saharan Africa, and this proportion has been growing at varying paces across 

regions [69]. Women and girls are at an increased risk of contracting HIV both biologically and 

socially, especially in settings where they are unable to control when and with whom they have 

sex. Beyond the importance of primary school for HIV prevention, evidence from recent studies 

demonstrates the additional protective effect of completing secondary school for adolescent girls 

[62]. Further, Gupta and Mahy [58] examined demographic and health survey (DHS) data in 

eight countries using logistic regression analyses to model the probability of having first 

intercourse during adolescence. They found that secondary education was the only variable that 

was consistently and statistically significantly associated with lower probability of first 

intercourse before age 18 in all countries considered.  

In many circumstances, women’s control over their sexual health is compromised by 

physical and sexual violence. The 2005 WHO multi-country study on violence against women 

found that in most sites studied, between 10 and 50 percent of women reported experiencing 

sexual violence by an intimate partner in their lifetimes. In all sites, except Ethiopia, women who 

reported experiencing violence from an intimate partner were significantly more likely to report 

that they knew their partner had had sexual partnerships with other women during their 

relationship [100]. In another study, 71% of female schoolgirls in South Africa reported that they 

had been forced to have sex [101]. 

Although education, particularly beyond the primary level, has been shown to be 

protective against both HIV and violence, gender gaps in enrolment and completion increase 

with the level of attainment, further constraining women’s abilities to safeguard their own health 

[102]. While education alone is insufficient in enabling many women to protect themselves from 

HIV due to other socio-cultural risks, including violence, it provides a foundation to give women 
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the skills needed to address their risk of HIV.  It has been argued that education of girls can have 

a significant impact on the HIV epidemic and can empower girls to pursue options that can keep 

them safe from HIV infection [97]. 

Socio-cultural factors that decrease girls’ enrollment in and completion of secondary 

school include early age at marriage, traditional gender roles in many settings, and pregnancy 

during adolescence [103]. These factors are compounded by limited economic opportunities for 

young women, which result from and contribute to the perception that secondary education is not 

necessary for girls. Persistent gender inequality at home (e.g. primary responsibility for child 

care, household responsibilities) and discrimination in the workplace (preventing employment 

and/or promotion) diminishes opportunities for young women, perpetuates this cycle, and further 

fuels the HIV epidemic. 

 

Girls as caregivers 

In the context of HIV, those of reproductive age bear a significant burden of the disease, 

resulting in greater morbidity and premature mortality in the absence of antiretroviral therapy in 

this group.  For parents who are sick and home-bound, girls often become caregivers.  In 

addition, for those girls who have been orphaned by HIV, increased responsibility for the care of 

younger siblings is common [104, 105].  These increased home responsibilities often result in 

girls dropping out of school and serve to perpetuate the gender inequalities in high HIV burden 

settings.  With a lower level of education, girls and young women have fewer choices and 

opportunities and are more likely to become dependent upon their male partners for economic 

support in the future. [106-108].  
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Safety in schools 

The UNAIDS Inter-Agency Task Team (IATT) on Education has issued a series of 

specific recommendations for continuing to expand access to girls’ education for HIV 

prevention. They include: abolishing school fees, improving the quality and relevance of 

education, conditional cash transfers, school feeding programs, life skills integration, and 

addressing teenage pregnancy, among others. They also emphasize the importance of creating 

“child-friendly schools”, which address negative gender stereotypes, seek to provide positive 

role models, adopt zero tolerance policies for gender-based violence, as well as offer flexible 

schedules to accommodate competing family responsibilities [64]. 

 

Initiatives to promote universal access to education and related initiatives for HIV-affected 

children 

In 1990, at the World Conference on Education for All (EFA), the goal for universal 

primary education by the year 2015 was set. While assessments have shown that many countries, 

the majority of which are located in sub-Saharan Africa, are unlikely to reach this goal, there has 

been progress towards reaching universal access to primary education [102].  However, a recent 

UNESCO report anticipates that 55 countries will not attain universal enrollment in primary 

education by 2015 and that 28 of these are among the 45 highest HIV-affected countries [109].  

Given the importance of education in preventing HIV infection, increasing knowledge, and 

advancing life skills, several global, regional, and national initiatives are specifically working to 

improve access to education for children in high HIV burden settings.  

One global initiative focusing on education and HIV is EDUCAIDS, a program led by 

UNESCO in collaboration with UNAIDS cosponsors, which has two primary goals. First, 

EDUCAIDS aims to use education to prevent the spread of HIV. Secondly, the program aims to 
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protect the primary elements of educational systems from the impacts of HIV/AIDS. These 

primary elements include quality education, curricula and learning materials, educator training 

and support, as well as policy and management.  EDUCAIDS works worldwide, recognizing that 

countries may choose to manage their HIV epidemics differently. Thus, the initiative encourages 

key stakeholders within countries (such as ministries of education and teachers unions) to help 

determine the most appropriate way to bolster the educational response to HIV [110].  

In another global effort, the UNAIDS Inter-Agency Task Team (IATT) on Education (in 

partnership with several other organizations) recently released a “toolkit” for incorporating 

HIV/AIDS education into the education sector. The toolkit focuses on “mainstreaming” 

HIV/AIDS education in an effort to ensure HIV/AIDS is comprehensively addressed within the 

education sector. Additionally, the toolkit makes recommendations which include promoting 

holistic HIV prevention teaching, ensuring educators are aware of how to address HIV/AIDS, 

and outlining the critical steps an educational ministry can take to work towards a more effective 

model, which includes an analysis of stakeholders and building partnerships [111].    

The Help At Risk Orphans and Vulnerable Children (HERO) program is a school-based 

initiative that raises awareness and funds for HIV/AIDS-affected orphans and vulnerable 

children (OVCs). In partnership with USAID, the United Nations Association of the United 

States of America, HERO is active in Ethiopia, Namibia, South Africa, and Zambia. Although 

education is important for all children, HERO recognizes that schools are particularly important 

in the lives of OVCs because, more so than other children, they rely on schools to meet their 

needs for basic care and services. HERO addresses these special needs through a two-step 

“HERO Package” of interventions, delivered by local partners to schools serving children from 

pre-school through the 12th grade. Stage one supports feeding schemes, infrastructure 
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improvements, crisis support, and water and sanitation projects. Stage two delivers more school 

resources, child health interventions, capacity building programs, and psycho-social support 

[112]. 

Also needed are complementary, non-school-based programs because OVCs are often 

unable to attend school because of increased household responsibilities and economic pressures 

related to HIV/AIDS.  This has been demonstrated by a decline in children enrolled in school in 

high HIV-burden settings [113]. Economic pressures are intensified for OVCs, which increases 

the likelihood that they and their families will be unable to afford school fees. A recent 

longitudinal study in Kenya quantified the impact of parental death on the likelihood of primary 

school attendance as a 9 percentage point reduction for maternal death and a 4 percentage point 

reduction for paternal deaths. Especially affected were lower-performing students, which 

suggests that families were forced to apply their limited resources to only the best students in the 

household [84]. 

Another regional initiative, the Africa Education Initiative (AEI) is a $600 million plan 

funded by USAID which aims to improve access to education in 30 sub-Saharan African 

countries. The initiative focuses on offering scholarships to female students in an attempt to 

lessen gender gaps in education achievement (the Ambassadors Girls’ Scholarship Program), 

providing textbook and learning materials to primary and secondary schools, and training 

teachers to improve the quality of education. Within the training teachers initiatives funded by 

AEI, there is a focus on giving teachers information about HIV/AIDS and training teachers how 

to incorporate HIV prevention and education messages into their curriculum [114].   

On the national level, HIV/AIDS is a priority within Ministries of Education throughout 

sub-Saharan Africa.  There are a number of aspects of the education sector at the local or 
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regional level which can have an impact on HIV prevention.  School teachers and administrative 

personnel can play an active role in preventing youths from dropping out of school.  In addition, 

a multisectoral approach can offer benefits.  For example, members of community-based 

organizations (CBOs) can encourage young people who have dropped out to re-enroll in school 

[97].   

Country-specific studies have shown that eliminating user fees has increased access to 

education, especially among the poor. After Malawi began abolishing school fees in the early 

and mid-1990s, enrollments increased sharply. Comparing enrollments before the fees were 

eliminated (1990-91) with those several years later (1997-8), Al-Samarrai and Zaman found that 

the net primary rate had increased from 51% to 77%. The increase came disproportionately from 

the poorest families. While enrollment from the richest 20% rose from 75% to 80%, enrollments 

from the poorest 20% more than doubled from 33% to 76% [115]. Similarly, Deininger found 

that when Uganda eliminated fees for primary enrollment and launched a mobilization program, 

attendance rose sharply, especially in the lower quintiles of the per capita expenditure 

distribution. The overall attendance rate in 1992, when fees were in effect, was 62.1%. In 1997, 

when fees were eliminated, the rate was 83.8%. Over the same period, attendance rates for the 

richest quintile increased from 81.7% to 89%, and rates for the poorest quintile rose from 45.7% 

to 77.7%. Disparities in attendance by gender, income, and region were all reduced. At the 

secondary level, where fees were maintained, no changes were observed over the same period 

[116]. 

Clearly, countries attempting to increase demand for education must address the direct 

and indirect costs of education, particularly in the context of poverty exacerbated by the HIV 

pandemic. Gender issues are also vital; schools need to provide a safe learning environment that 
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respects children’s responsibilities outside of the classroom. While no one model will solve the 

educational access problems of every country in sub-Saharan Africa, the programs discussed 

above are promising directions for future efforts to ensure access for all children.  

 

Conclusions and recommendations 

Research results increasingly support educational attainment and school enrollment as 

tools in the fight against HIV.  As discussed above, educational level and enrollment affect HIV 

risk factors from condom use to multiple partnerships. In order to maximize the potential impact 

of these related factors, access to education must become a priority for national health ministries 

as well as international organizations and funders. School fees are an area of particular concern 

in sub-Saharan Africa, where millions of children are not in school. Beyond issues related to 

school fees and indirect costs of education, children who are affected by HIV and AIDS likely 

require more specific interventions in order to allow them to overcome barriers to enrollment. 

Children who have advanced HIV may need antiretroviral treatment in order to remain healthy 

enough to attend regularly. Those who have been orphaned or separated from family members 

may need psychological support from trained teachers, health workers, or other community 

members. Children who are affected by HIV and AIDS are particularly vulnerable to becoming 

infected themselves, and thus may particularly benefit from enrolling in school and persisting 

through secondary school.  

Aggregate national-level data on school enrollment is not the only indicator of success in 

improving educational access. It is also critical to analyze the equity of access in countries 

affected by HIV.  Where certain groups, such as the poor, orphans and vulnerable children, or 

those living in rural areas are excluded from education, they are also placed at increased risk for 
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HIV infection. It may be particularly beneficial to focus on getting girls into school and keeping 

them enrolled. Experimental evidence suggests that for girls, simply being enrolled in school is 

protective against HIV. Girls who are attending school are less likely to begin having sex at an 

early age, which is a risk factor for HIV infection. Thus school enrollment has an immediate 

protective effect as well as a long-term effect through improved educational attainment. These 

two distinct mechanisms for the effect of schooling on HIV transmission carry with them a 

hopeful message. Even where challenges to improve school quality and barriers to school 

completion remain, taking action now to enroll girls in school can have a big impact on the HIV 

epidemic. Increasing the chances that children complete primary, and then secondary school, will 

further enhance the impact on the HIV transmission and realizes the potential of schooling to 

tackle the epidemic. 
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