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AIDS IN THE THIRD WORLD

A global disaster

PIETERMARITZBURG, HARARE, KAMPALA

The AIDS virus has infected 47m people, and shows no signs of slowing. It

cannot be cured. Can it be curbed?

N RICH countries AIDs is-no longer a

death sentence. Expensive drugs keep
HIV-positive patients alive and -healthy,
perhaps indefinitely. Loud public-aware-
ness campaigns keep the number of in-
fected Americans, Japanese and West Euro-
peans to relatively low levels. The sense of
crisis is past.

In developing countries, by contrast,
the disease is spreading like nerve gas in a
gentle breeze. The poor cannot afford to
spend $10,000 a year on wonder-pills. Mil-
lions of Africans are dying. In the longer
term, even greater numbers of Asians are at
risk. For many poor countries, there is no
greater or more immediate threat to public
health and economic growth. Yet few-po-
litical leaders treat it as a priority.

Since HIv was first identified in the
1970s, over 47m people have been infected,
of whom 14m have died. Last year saw the
biggest annual death toll yet: 2.6m. The dis-
ease now ranks fourth among the world’s
big killers, after respiratory infections,

diarrhoeal disorders and tuberculosis. It
now claims many more lives each year
than malaria,a growing menace, and is still
nowhere near its peak. If India, China and
other Asian countries do not take it seri-
ously, the numberofinfections could reach
“a new order of magnitude”, says Peter Piot,
head of the UN’s AIDS programme.

The human immuno-deficiency virus
(H1v), which causes acquired immune defi-
ciency syndrome-(A1Ds), is thought to have
crossed from chimpanzees to humans in
the late 1940s or early 1950s in Congo. It
took several years for the virus to break out
of Congo's dense and_sparsely populated
jungles but, once it did, it marched with
rebel armies through the continent’s nu-
merous war zones, rode with truckers from
one rest-stop brothel to the next, and even-
tually flew, perhaps with an air steward, to
America, where it was discovered in the
early 1980s. As American homosexuals and
drug injectors started to wake up to the
dangers of bath-houses and necdie-sharing,

AIDS was already devastating Africa.

So far, the worst-hit areas are east and
southern Africa. In Botswana, Namibia,
Swaziland and Zimbabwe, between a fifth
and a quarter of people aged 15-49 are af-
flicted with HIv or AIDS. In Botswana, chil-

dren born early in the next decade will -

have a life expectancy of 40; without AIDs,
it would have been nearer 70. Of the 25
monitoring sites in Zimbabwe where preg-
nant women are tested for H1v, only two in
1997 showed prevalence below 10%. At the
remaining 23 sites, 20-50% of women were
infected. About a third of these women will
pass the virus on to their babies.

The region’s giant, South Africa, was
largely protected by its isolation from the
rest of the world during the apartheid years.
Now it is host to one in ten of the world’s
new infections—more than any other coun-
try. In the country’s most populous prov-
ince, KwaZulu-Natal, perhaps a third of sex-
ually active adults are HIv-positive.

Asia is the next disaster-in-waiting. Al-
ready, 7m Asians are infected. India’s93om
people look increasingly vulnerable. The
Indian countryside, which most people
imagined relatively arps-free, turns out not
10 e A recent study in Tamil Nadu found
over 2% of rural people to be HIv-positive:
500,000 people in one of India’s smallest
states. Since 10% had other sexually trans-
mitted diseases (sTDs), the avenue for fur-
ther infections is clearly open. A survey of
female sTD patients in Poona, in Maha-
rashtra, found that over 90% had never had
sex with anyone but their husband; and yet
13.6% had H1v. China is not far behind.

No one knows what a1ps will. do to
poor countries’ economies, for nowhere
has the epidemic run its course: An op-
timistic assessment, by Alan Whiteside of
the University of Natal, suggests that the ef-
fect of AIDs on measurable Gpr will be
slight. Even at high prevalence, Mr White-
side thinks it will slow growth by no more
than 0.6% a year. This is because so many
people in poor countries do not contribute
much to the formal economy. To put it even
more crudely, where there is a huge over-
supply of unskilled labour, the dead can
easily be replaced. Some people argue that
those who survive the epidemic will benefit
from a tighter job market. After the Black
Death killed a third of the population of
medieval Europe, labour scarcity forced
landowners to pay their workers better.

Other researchers are more pessimistic.
A1Ds takes longer to kill than did the
plague, so the cost of caring for the sick will
be more crippling. Modern governments,
unlike medieval oncs, tax the healthy to
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help look after the ailing, so the burden will
fall on everyone. And A1Ds, because it is sex-
ually transmitted, tends to hit the most en-
ergetic and productive members of society.

_ A recent study in Namibia estimated that

AIDS cost the country almost 8% of GNP in
1996. Another analysis predicts that. Ke-
nya's GDP will be 14.5% smaller in 2005
than it would have been without Atps, and
that income per person will be 10%" lower

The cost ofthe dlsease
In. general; the more advanced the econ-

omy, the worse it will be affected by a large -
number of A1Ds deaths. South Africa;with-

its-advanced industries; already suffers:a
shortage of skilled manpower, and cannot

afford tolose more: In better-off developmg e
countries, pt_aople ‘have more savings to fall - -

back on when they need to pay medical
bills. Wheré people have health and life in-
surance, those industiies will be hit by big-
ger claims. Insurers protect themselves by
charging-more or refusing policies to HIV-
positive customers. In Zimbabwe, life-in-
surance premiums quadrupled in. two
years because of AlDs. Higher premiums
force more people to seek treatment in pub-
lic hospitals: in South Africa, HIv and AIDS
could account for between 35% and 84% of
public-health expenditure by 2005, accord-
ing to one projection.

Little research has been done into the
effects of A1Ds on private business, but the
anecdotal evidence 1s scary. In some coun-
tries, firms have had to limit the number of
days employees may take off to attend fu-
nerals. Zambia is suffering power shortages
because so many engineers have died.
Farmers in Zimbabwe are finding ithard to
irrigate their fields because the brass fit-
tings on their water pipes are stolen for cof-
fin handles. In South Africa, where employ-
ers above a certain size are obliged to offer
generous benefits and paid sick leave, com-
panies will find many of their staff, as they
sicken, becoming more expensive and less
productive. Yet few firms are trying to raise
awareness of AIDs among their workers, or
considering how they will cope.

In the public sector, where pensions
and health benefits are often more gener-
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ous, AIDs could break budgets and hobble
the provision of services. In South Africa,
an estimated 15% of civil servants are HIv-
positive, but government departments
have made little effort to plan for the com-
ing surge in sickness. Education, too, will
suffer. In Botswana, 2-5% of teachers die

_each year from AIDS. Many more take ex-

tended sick leave.

- At a macro level, the impact of AIDS is
felt gradually. But at a household level, the
blow .is sudden and catastrophic. When a
breadwinner develops Aips, his (or her)
family is impoverished twice over: his in-
come vanishes, and his relations must de-
vote time and money .to nursing him.
Daughters are often forced to drop out of
school to help. Worse, HIv tends not-to
strike just one member of a family. Hus-
bands give it.to wives, mothers to-babies.
This : correspondent’s driver in Kampala

_ losthis mother, his father, two brothersand

their wives to AIDS. His story is not rare.

Obstades to pmvenhon

.The best hope for halting the epidemicisa

cheap vaccine. Efforts are under way, but a

" vaccine for a virus that mutates as rapidly

as HIV will be hugely difficult and expen-
sive to invent. For poor countries, the only
practical course is to concentrate on pre-
vention. But this, too, will be hard, for a
plethora of reasons.
e Sex is fun...Many feel that condoms
make it less so. Zimbabweans ask: “Would
you eat a sweet with its wrapper on?”
..and discussion of it often taboo. In Ke-
nya, Chrisuan and Islamic groups have
publicly burned anti-a1ps leaflets and con-
doms, as a protest against what they see as
the encouragement of promiscuity. A study
in Thailand found that infected women
were only a fifth as likely to have discussed
sex openly with their partners as were unin-
fected women.
e Myths abound. Some young African
women believe that without regular infu-
sions of sperm, they will not grow up to be
beautiful. Ugandan men use this myth to
seduce schoolgiris. in much of southern Af-
nca, HIv-infected men believe that they can
rid themsclves of the virus by passing it on
to a virgin.
e Poverty. Those who cannot afford televi-
sion find other ways of passing the evening.
People cannot afford antibiotics, so the un-
treated sores from sTDs provide easy open-
ings for HIv.
e Migrant labour. Since wages are much
higher in South Africa than in the sur-
rounding region, outsiders flock in to find
work. Migrant miners (including South Af-
ricans forced to live far from their homes)
spend most of the year in single-sex dormi-
tories surrounded by prostitutes. Living
with aonc-in-40 chance of being killed by a
rockfall, they are inured to risk. When they
go home, they often infect their wives.

AIDS IN THE THIRD WORLD

o War. Refugees, whether from genocide in
Rwanda or state persecution in Myanmar,
spread HIV as they flee.Soldiers, with their
regular pay and disdain for risk, .are more
likely than civilians to contract HIv from
prostitutes. When they go to war, they infect
others. In Africa the problem is dire. In
Congo, where no fewer than seven armies
are embroiled, the government has accused
Ugandan troops (which are helping the
Congolese rebels) of deliberately spreading
AIDS. Unlikely, but with estimated Hrv
prevalence in the seven.armies- ranging
from 50% for the: Angolans to an incredible
80% for the. mebabweans, the effect. is
much the same...

* Sexism. In" most poor countries, it is hard

fora woman to ask herpartner touse a con- -

dom. Wives who-insist risk being beaten

up. Rape is common, especiallv where wars
tage. Forced sex is a particu.ary affecive
means of Hiv transmission, because of the
extra blood.

¢ Drinking. Asia and Africa make many ex-
cellent beers. They are also home to a lot of
people for whom alcohol is the quickest es-
cape from the stresses of acute poverty.
Drunken lovers are less likely to remember
to use condoms.

How to fight the virus

Pessimists look at that list and despair. But
three success stories show that the hurdles
to prevention are not impossibly high.

First, Thailand. One secret of Thai-
land’s success has been timely, accurate in-
formation-gathering. Hrv was first detected
in Thailand in thie mid-1980s, among male
homosexuals. The health ministry immedi-
ately began to monitor other high-risk
groups, particularly the country’s many
heroin addicts and prostitutes. In the first
half of 1988, HIV prevalence among drug
injectors tested at one Bangkok hospital
leapt from1% to 30%. Shortly afterwards, in-
fections soared among prostitutes.

The response was swift. A survey of Thai
sexual behaviour was conducted. The re-
sults, which showed men indulging in a
phenomenal amount of unprotected com-
mercial sex, were publicised. Thais were
warned that a major epidemic would strike
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iftheir habits did not change. A “100% con-
dom use” campaign persuaded prostitutes
to insist on protection 90% of the time with
non-regular customers.

By the mid-1990s, the government was
spending $8om a year on A1Ds education
and palliative care. In 199093, the propor-
tion of adult men reporting non-marital
sex was halved, from 28% to 15%; for
women, it fell from 1.7% to 0.4%. Brothel vis-
its slumped. Only 10% of men reported see-
ing a prostitute in 1993, down from 22% in
1990. Among army conscripts in northern
Thailand, a group both highly sexed and
well-monitored, the proportion admitting
to paying for sex fell from 57% in 1991 to
24% in 1995. The proportion claiming to
have used condoms at their last commer-
cial entanglement rose from 61% in 1991 to
93%in 1995.

People lie about sex, so reported good
behaviour does not necessarily mean ac-
tual good behaviour. But tumbling infec-
tions suggest that not everyone was fibbing.
The number of sexually transmitted dis-
eases reported from government clinics fell
from over 400,000 in 1986 to under 50,000
in 1995. Among northern conscripts, HIV
prevalence fell by half between 1993 and
1995, from over 7% to under 3.5%.

Most striking was the government’s suc-
cess in persuading people that they were at
risk long before they started to see acquaint-
ances die from A1DS. There was no attempt
to play down the spread of HIV to avoid
scaring off tourists, as happened in Kenya.
Thais were repeatedly wamed of the dan-
gers, told how to avoid them, and left to

make their own choices. Most decided that -

a long life was preferable to a fast one.
-Second, Uganda. Thailand shows what
is possible in a well-educated, fairly pros-
perous country. Uganda shows that there is
hope even for countries that are poor and

barely literate. President Yoweri Museveni
recognised the threat shortly after becom-
ing president in 1986, and deluged the
country with anti-AIDs wamnings.

The key to Uganda'’s success is twofold.
First, Mr Museveni made every govern-
ment department take the problem seri-
ously, and implement its own plan to fight
the virus. Accurate surveys of sexual behav-
iour were done for only $20,000-30,000
each. Second, he recognised that his govern-
ment could do only a limited amount, so
he gave free rein to scores of non-govern-
mental organisations (NGOs), usually for-
eign-financed, to do whatever it took to
educate people about risky sex.

The Straight Talk Foundation, for exam-
ple, goes beyond simple warnings about
A1ps and deals with the confusing com-
plexities of sex. Its staff run role-playing ex-
ercises in Uganda’s schools to teach adoles-
cents how to deal with romantic situations.
Its newsletter, distributed free, covers every-
thing from nocturnal emissions to what to
do if raped. Visiting A1Ds workers from
South Africa and Zimbabwe asked the
foundation's director, Catharine Watson,
how she won government permission to
hand out such explicit material, and were
astonished to hear that she had not felt the
need to ask.

The climate of free debate has led Ugan-
dans to delay their sexual activity, to have
fewer partners, and to use more condoms.
Between 1991 and 1996, HIV prevalence
among women in urban ante-natal clinics
fell by half, from roughly 30% to 15%.

Third, Senegal. If Uganda shows how a

poor country can reverse the track of an epi-

demic, Senegal shows how-to stop it from
taking off in the first place. This West Afri-
can country was fortunate to be several
thousand miles from HIV’s origin. In the
mid-1980s, when other parts of Africa were
already blighted, Senegal was
still relatively . AiDs-free. -In
concert with-.-non-govemn-
- mental organisations and the
press and broadcasters, the
government set up a national
AIDs-control. programme to
keep it that way.

In Senegal’s 'brothels,
which had- been regulated
since the early 1970s, condom
use was firmly encouraged.
The country’s blood supply
was screened early and effec-
tively. Vigorous education re-
sulted in 95% of Senegalese
adults knowing how to avoid
the virus. Condom sales
soared from 800,000 in 1988
to 7m in 1997. Senegalese lev-
els of infection- have re
mained stable and low for a
decade—at around 12%
among pregnant women.

Contrast these three with South Africa.
On December 1st, World AIDs Day, Presi-
dent Nelson Mandela told the people of
KwaZulu-Natal that Hrv would devastate
their communities if not checked. The
speech.was remarkable not for its quality—
Mr Mandela is always able to move audi-
ences—but for its rarity. Unlike Mr Musev-
eni, South Africa’s leader seldom uses his
authority to encourage safersex. Itis a tragic
omission. Whereas the potholed streets of
Kampala are lined with signs promoting fi-
delity and condoms, this correspondent
has, in eight months in South Africa, seen
only two anti-AIDS posters, both in the UN’s
A1Ds office in Pretoria.

How to dither and die

South Africa has resources and skills on a
scale that Uganda can only marvel at It
even has an excellent AIps prevention
plan, accepted by the new cabinet in 1994.
But the plan was never implemented. The
government likes to consult every conceiv-
able “stakeholder”, so new plans are eter-
nally drafted and redrafted. Local authori-
ties cannot act without orders from the
central government. NGOs, many of them
dependent on the powers-that-be for their
finance, waste months making sure that
enough of their senior management posts
are filled with blacks to satisfy the ruling Af-
rican National Congress. And they have
minimal freedom to experiment.

“There’s an idea that if you disagree
with the government, you are betraying the
liberation struggle,” says Mary Crewe, head
of the Greater Johannesburg AIDs project
As a result, soldiers in the South African
army are so ignorant that they snip the tips
off their free condoms, and HIV has spread
through South Africa as fast, according to
Dr Neil McKerrow of Grey’s Hospital in Pie-
termaritzburg, asifno preventlve measures
atall had been taken. . .

Such bungling is-not unique to South
Africa. Most governments have been slow
to recognise the threat from a1ps. From Bu-
lawayo to Beijing, apathy and embarrass-
ment have hamstrung preventive efforts.

In anarchic’ countries, such as Congo
and Angola, there have been almost no pre-
ventive efforts. Many people-believe that
the cause—a bid to restrain one of the most
basic human :instincts—is ‘hopeless. As a
Zimbabwean - novelist, Chenjerai' Hove,
puts it with disturbing fatalism: “Since our
women dress tokill, we are all going todie.”
But if the sexual drive is basic, so is the de-
sire to live. If govenments in poor coun-
tries wake up to the need to persuade their
citizens that unprotected sex is Russian
roulette, Mr Hove could be proved wrong.

This article is indebted to a number of UNAIDS reports,
mdudmg AIDs epidemic update (December 1998), A1DS
in Africa (November 1998), and “A measure of suctess in
Uganda” (May 1998}
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AIDS Stalking Africa's Struggling Economies

By DONALD G. McNEIL Jr.

LUSAKA, Zambia -- At one time, Barclay's Bank here was losing 36 of its
1,600 employees a year, 10 times the death rate at most U.S. companies.

At the private Minbank Clinic, where the senior managers of Zambia's
biggest mining houses, banks and industrial companies are treated, about
half of all appointments are AlDS-related.

In nearby Zimbabwe, a personnel officer confesses that he has hired three
people for each semiskilled job, expecting two to die in training. Half the
executives at another company refuse promotions because an HIV test is
required. :

In the mines, where one sick driller can cripple a whole crew, some South
African shafts are reporting 25 percent HIV infection rates, and even
higher rates of tuberculosis, which blooms in weakened immune systems.

As the AIDS epidemic sweeps the continent, the underpinnings of many
already shaky economies are becoming riddled with cracks. As one
economist put it, the problems right now are merely insidious, "but one
day you'll wake up and they'll be catastrophic.”

In Africa, the disease attacks educated urban professionals -- the
backbone of economic expansion -- first. The loss of those people can rob
the continent of much of its potential. The damage is immeasurable,
economists say, because it appears in ways that cannot be seen —
businesses that will never be founded, ideas that will never be pitched,
university departments that will never be created.

in eastern and southern Africa, where the epidemic is worst, the
economically strongest countries -- South Africa, Botswana, Zimbabwe,
Kenya, Uganda and Zambia -- have infection rates between 10 percent and
25 percent. Virtually all of those infected will die within 10 years. West
Africa's strongest economies, like those of Nigeria, Ghana and the Ivory
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Coast, have lower, but still scary, infection rates.

AIDS here, spread mostly by heterosexual encounters, hits the
economically productive hardest. "It's men who may come from poor areas,
but now have social mobility, can travel, can afford prostitutes," said
Wayne Myslik, chief consultant for Lifeworks, a South African AIDS-
management consuitancy, who has studied the problem at companies all .
over Africa.

A well-known 1987 study in Rwanda showed that a pregnant woman had a
9 percent chance of infection If her husband was a farmer, a 22 percent
chance if he was a soldier, a 32 percent chance if he was a white-collar
worker and a 38 percent chance if he was a government official.

Companies and governments may find ways to avoid bankruptcy, but the
choices they make to survive will be cruel -- laying off the sick, sending
others home to die.

For Westerners used to a system in which insurers and governments pay
for top-quality medical care, it is hard to grasp the kinds of cuts already
being made here. Never mind $15,000 AIDS cocktails and costly cures for
rare brain infections. Companies that once calmly paid for coffins,
hearses and funeral meals for employees are now begrudging even that.

Accurately gauging the impact of the epidemic is difficult. Few
companies know how many of their workers are infected. And no one
admits having AIDS, so experts must guess how many of the deaths of
young working people from tuberculosis, malaria and vague compilaints
like "bad chest" are really AIDS-related.

But the indications are that the disease is devastating to family
finances, widely variable in the damage it inflicts on individual
companies and government health budgets, and -~ so far, anyway --
-surprisingly minor in its statistical effects on national economies.

But because so many industries in Africa rely on cheap unskilled labor

from the almost limitless pooils of the unemployed, damage to overall
economies may be relatively slight, economists said.

11/16/98 11/15: AIDS Stalking Africa's Struggling Economies Page 2
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in one of the cruel ironies of epidemiology, the survivors may benefit
economically, just as the survivors of the 14th-century bubonic plague did
when wages skyrocketed and farmiand became free.

The damage at the family level is easy to grasp. The typical breadwinner
in Africa has 10 dependents, and outside South Africa there are no
welfare systems. Poor families are devastated even by a child's death,
because the cost of medicine and a funeral means they often have to eat
less, sell land or cattle, or take healthy children out of school.

That returns a once-ambitious family directly into the hopeless cycle of
poverty at its nadir -- illiterate, ill-nourished children hoeing small plots
of corn to avoid starvation.

| Health Systems: Strained Budgets Bring Rationing
The next greatest threat is to medical budgets, both public and private.

Most African countries have annual health budgets of less than $6 per
citizen. Zimbabwe, for example, allocated $3.68 per person in 1995, while
the hospitalization of a privately insured AIDS patient that year cost
$18,000.

Faced with bankruptcy, governments respond by rationing.

The $15,000-a-year protease-inhibitor "cocktails™ that prolong so many
American lives are out of the question ~- the World Bank estimates that
one patient's dosage would keep 400 children in school for a year. Most
patients get the most common malaria drugs, TB drugs and antibiotics.
When their immune systems are so weak that those stop working, they
simply die.

Even relatively rich South Africa says it cannot afford to offer $80
courses of AZT routinely to pregnant and nursing women to prevent
transmission to their children. '

Workers for corporations face similar rationing, but the more generous
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employers buy them more months of life. Worker health insurance is rare;
far more common are clinics on the grounds of the mine, factory or farm.
They offer as much as the company decides it can afford.

Small companies cope by simply dismissing sick workers; rich ones cap
their health benefits. Even Eskom, the South African power company
known for its generous benefits, recently cut its medical benefits for HIV-
infected employees from $18,000 a year to $2,600.

"The employees didn't scream," said Liz Thebe, Eskom's AlDS-education
administrator.” Since South Africa's press is unsophisticated about AIDS,
protease-inhibitor "cocktails” are seldom mentioned and few people are
-aware of them. Only a handfut of Eskom workers, most of them white, take
them, Ms. Thebe said. Others, who have heard that such treatment involves
60 pills 2 day and harsh side effects, simply declined. Some "prefer to go
to traditional healers," she said.

Insurance companies react to the disease’'s heavy toll by writing policies
that require repeated blood tests. If a country outlaws such requirements,
they stop doing business there.

in dirt-poor Malawi, Myslik said, there are only two insurers left: the
state-owned National Insurance Co., which is insolvent, and Old Mutual,
which insures only expatriate workers, not Malawians.

The Companies: Some Cut Costs, Others Stress Help

The third-greatest economic damage done by AIDS is to corporate profits.

Few companies will talk about AIDS in their work force and some hide the
problem even from their shareholders, so analyses of losses are relatively
rare.

At Indeni, Zambia's only oil refinery, AIDS costs doubled from 1991 to
1993 and surpassed the company’s meager profits the next year.

A study of Botswana Diamond Valuing Co., whose 525 highly trained

sorters pick diamonds off conveyor belts full of mine gravel, estimated
that AIDS cost it $237 per employee, or 6 percent of profits, in 1994.
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The Botswana Meat Commission, which slaughters the country's beef, its
second-biggest export after diamonds, was losing $268 per employee, or 8
percent of profits.

At Muhoroni Sugar, a huge sugar plantation in Kenya, costs in 1994 were
only $49 per employee, but they were expected to double while the
company kept losing money. (To keep this in perspective, one must
remember how low wages are in Africa. A typical Muhoroni worker earned
about $1,200 a year.)

AIDS bleeds profits from companies in many ways: medical and death
expenses, funeral payments, the costs of recruiting and training new
employees; work hours lost because employees are off sick.

Interestingly, in companies that keep statistics, more work-hours are
lost to funeral attendance than to iliness. Since most Africans are buried
in their rural home villages, attending a relative's funeral means asking
for up to a week off,

"In my tradition, | can have three or four mothers,” said Mulenga
Kapwepwe, an executive at Project Concern, an AIDS-monitoring group
here, explaining that Africans consider aunts, uncles and cousins to be
immediate family. "Before the epidemic, things were loose -- | could go
bury anyone in my extended family. Now companies are tightening up.”

And there are the potentially huge costs of accidents. "l had a guy
collapse at the airport the other day," said an executive who spoke on
condition his company not be named. "What if he'd been driving his truck
and hit a 7277"

With brutally hard-nosed management, some companies can contain costs.
Although 20 to 25 of the 300 employees of Chilanga Cement die each year,
the effect on the bottom line is "almost negligible," said chief executive
Patrick Gorman. The disease does not even rate a mention in the annual
report.

The Lusaka-area company, which owns Zambia's biggest cement plant,
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was sold by the government to Britain's Commonwealth Development Corp.
in 1994. '

Most of its deaths are among laborers, who are easily replaced, and the
company is laying men off anyway, Gorman said. "To put it callously, it's
achieving what we want," he said. “"Natural wastage is letting us reach our
manning levels."

Absenteeism for funerals had increased 15-fold between 1992 and 1995,
but "we've stamped on that," he added. A worker may leave only for the
funeral of a wife, parent or child without losing the day's pay.

White-collar deaths are "surprisingly low,” Gorman said, though he had to
hire back a marketing director because the two successors he hired have
both died.

At the company's on-site clinic, costs are "down to about $15 per head
per annum,” he said. "We draw the line at AZT and all these high-powered
expensive drugs.”

For each worker who died, the company used to pay for the coffin, hearse,
buses for mourners, food for the funeral meal and a cash grant to the
family. "When | first got here, | tried to do away with the whole thing and
ended up in a three-month firefight with the union," Gorman said.
Ultimately, they settled for a grant worth about $200.

At the other end of the spectrum in Zambia is Barclay's Bank, the
country's biggest. Its employees are overwhelmingly white-collar and high
school or college graduates. With subsidiaries across Africa, Barclay's is
widely admired for its AIDS plans, of which Zambia's was the first.

The bank has never calculated exactly how much the disease costs it, said
Bright Nyirenda, who started the program. But its startling wake-up call
came in the late 1980s when it was legal to give blood tests to job
applicants: eight of the 10 interviewed in the small city of Kabwe proved
HIV-positive.

Meanwhile, inside the company's ranks, "young men ready for promotion

11/16/98 11/15: AIDS Stalking Africa's Struggling Economies Page 6
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were dying," said Sylvester Mubengwa, Nyirenda's successor as heaith and
safety manager.

Between 1987 and 1992, the bank's annual mortality rate rose from 0.4
percent to 2.23 percent. In the United States about 0.25 percent is typical.
it has since leveled off a bit lower, with 85 percent of the deaths AIDS-
related.

Making matters worse, many are middle managers. The typical death
comes after six years of service; the bank lost eight supervisory or
managerial rank employees last year and 11 in 1996.

Others who have been hard-hit are the secretaries to those men. "The
managers travel a lot, and so are ... exposed to temptation,” said Nyirenda,
straining to speak delicately. "Back at work, they prevail over their
juniors, and get favors from them. With secretaries, it can turn out quite
viciously.” The bank has a sexual-harassment policy, he said, but workers
in impoverished Zambia are desperate to keep their jobs.

Because the bank pays relatively well, it can fill its depleted ranks by
raiding other companies. Small firms cannot compete for executive talent.

Barclay's does not merely offer health lectures and free condoms, as
some companies do. "it's bank policy to show compassion,” Mubengwa said,
sitting under a poster of the Barclay's eagle with a red AIDS ribbon on its
wing.

When an employee begins to show signs of sickness -- slackening
concentration, growing absenteeism -- Mubengwa tries to work out a plan
that eases the work burden, oversees medical care and suggests disability
retirement. Employees are prodded to prolong their lives by living in
healthy ways -~ quitting smoking, taking vitamins, avoiding new
infections.

However, as is frequently the case here, the employees often deny they
are sick, refuse HIV tests and try to work until they die. In a legacy of
mining-based economies, African companies typically pay two to four
times annual salary to the family of a worker who dies on the job, while

11/16/98 11/15: AIDS Stalking Africa's Struggling Economies Page 7
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disability retirements are pittances.
The Economies: Loss So Far Slight, but Potential Fades

- Perhaps surprisingly enough, the least catastrophic damage from the
epidemic¢ is at the macroeconomic level. Most of the 610 million people in
Africa south’ of the Sahara are subsistence farmers, herders or fishermen.
Those with formal jobs are usually laborers, crop pickers or miners.
Although they suffer and die, the economy marches on indifferently. There
are so many desperate job-seekers that they are quickly replaced.

Mead Over, a World Bank economist, estimates that in Africa's 10 worst-
hit countries, through the year 2025, the disease will reduce growth of
gross domestic product per capita by only 0.3 percent.

Although total GDP goes down when the sick do not grow crops or produce
goods, he explained, so many people die that those who are left own
greater slices of the economic pie. And he is quick to point out that an 0.3
percent drop in growth is significant in countries struggling to grow even
1 percent a year,

Some economists almost apologetically compare AIDS in Africa to the
14th century's Black Death. That great scythe of bubonic plague killed
nearly a third of Europe's people in three years, but from a cold-bloodedly
financial point of view, the survivors did nicely. With labor scarce, wages
climbed, and "a lot of people suddenly had a lot more land,” Over said.

And, as Alan Whiteside, an economist at the University of Natal, in South
Africa, noted, many African economies are shrinking, while governments
are selling state enterprises and trimming public payrolls. "Being cynical
about it," he said, "They think, 'lIf you're going to lose people anyway, do
you mind how they go?™

The impact of deaths in the civil service has yet to be caiculated.
Business in Africa is intertwined with government, which usually owns
the telephone system and electric company. Infection rates in the civil
service are high -- in South Africa, as many as one in seven are thought to
be infected. In some countries, civil servants, who have job security, may

11/16/98 - 11715: AIDS Stalking Africa's Struggling Economies Page 8
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legally be home sick for a year before being replaced.

That is a crisis in the making, said Whiteside. "You can't run a company
without electricity," he said. "if the power company loses its technicians,
you can't generate electricity.”

Although most companies have been slow to respond, or are still in
denial, a few prescient ones saw the problem coming.

That did not always help.

Jenny Rogers runs South Africa's best-known AIDS program for the
Billiton aluminum company in the province of KwaZulu-Natal. it hands out
condoms and brochures in every bathroom, gives health lectures and
aggressively treats workers for venereal diseases, which increase the
risk of HIV infection.

Mrs. Rogers even took a whole museum exhibit on AIDS from Pretoria to
Richards Bay, the little city around the smelters, and found friendly HiV-
infected guides to take 20,000 visitors through and talk to them about
their fears of the disease.

In a way, she was lucky. AIDS came late to South Africa because anti-
apartheid sanctions kept the borders closed -- though not airtight -- until
1990. She might have had time to head off the disease.

But, she said, "for years, the unions blocked it."

"There was a belief that the disease didn't exist, because no one had seen
it. And some feeling that it was a plot by the oid government or the United
States to keep the black population down by getting people to use
condoms. And there were objections that condoms aren't part of African
culture. And there are traditional practices here that spread the disease --
such as when a man dies, his wives become his brother's property so the
land isn't split up, and he is expected to sleep with them."”

She slowly overcame a lot of that resistance, she said. Shop stewards
now double as AIDS educators, and the company hands out so many

11/16/98 11/15: AIDS Stalking Africa's Struggling Economies Page 9
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condoms that at one point employees were taking an average of 6.2 per day
each. "l think I'm supporting a lot of small entrepreneurs,” she said,
{aughing.

Nonetheless, it may all be too late. The infection rate in surrounding

‘KwaZulu-Natal is now 30 percent, higher even than in Zimbabwe or
Botswana, Africa's worst-hit countries. Those deaths are yet to come.

Sunday, November 15, 1998
Copyright 1998 The New York Times
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November 13, 1897

FOR MS. SANDY THUREMAN Who Arrives the afternoon of November 14

Sandy,

I just received a telephone call from Dr. David Nabarro, UK, who
had some very important observations about what may or may not go
into an opening statement. I can't go into details here, but he
feels that this meeting is not an appropriate venue for major and
sensitive issues. If it were possible to hold off on a major
statement until I get there, I can fully brief you. If not, maybe
you could informally discuss our statement with the UK delegation.

R ]
Sorry I couldn't get there earlier. Locking forward to seeing you
and the crew, Duff




United States
Information

Agency

WASHINGTON DC 20547-0001

December 3, 1997

MEMORANDUM TO: Victoria and Alfred Hotel
27-21-419-89-55

FROM: Tom Stillitano &U"\ Skjﬁ:\u

ATTENTION: Minette - Reservations

This is to confirm the reservation of Sandra Thurman for a single room for December 13 and
December 14 at a rate of R540 per night. Please send confirmation of this reservation and rate to
Tom Stillitano at fax (USA) 202-401-5785. This reservation can be guaranteed on VISA card
#4800-1201-1934-8100, expiration 9-30-99, name THOMAS A STILLITANO, Jr.
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NOTE TO SANDY THURMAN

Subject: Update on South Africa

This is an informal note Sandy. I apologize for being persistent--I had no idea (until last Friday)
that the President’s Commission was in town last week and over thc weekend. As you know, I
recently returned from South Africa where I was the team leader to develop the design for the
new USAID HIV/AIDS program. There are issues and details which I would like to share with
you on this ncw program when you have a less busy moment.

What is of greater importance from a timing point of view is your possible visit to South Africa.
I had heard that you would possibly be visiting South Africa later this week and staying into next
(with the dates fluctuating). However, I am also aware that no information has been circulating
inside of South Affrica regarding a possible trip, including from thc USIS side. Ibecame very
concemed about this which is why I was trying to get hold of you so much last week. I don't
know the details regarding your trip: whether you are indeed still planning a trip, what you intend
to accomplish, who you would like to meet with, and so on. If you arc planning a trip later this
week, then I offer the following items and issues:

. USIS and USAID are not aware of your trip. At USIS, Dan Whitman has been and will
cantinue to be on leave until Janvary 2. His stand-in, Ben Lovejoy, is not aware of any
details of a visit (I don’t know if this is the person your office was working with, but it’s
the information X get back from the USAID office in South Africa). USAID is also
unaware. Whereas they do not have responsibility for your trip, the Mission Director
Aaron Williams would undoubtedly like 1o meet with you, and USAID can help identify
sites for visits as well as key national individuals to meet with. At this point, however, it
is late to set these up. Within the USAID mission, the health officer Alan Foose is on
leave until this Wednesday and the HTV/ATDS technical advisor Renee Saunders is
available to help.

e Rose Smart will be in Abidjan for the Africa AIDS Conference this week, returns on Dec
15 and gocs on lcave until the 29th--hencc, she will not be availablc to mect with youn.
Also, Rose will not be available to help set up appointments for you within the
Department of Health or with other interested parties. What concerns me here is that the
DOH’s staff is very limited and there may not be others who can help at the last minute.

(] Many key individuals involved in HIV/AIDS in South Africa will be at the Africa AIDS
meeting this week. Il you go next week, then many should have returned, but
appointments may not have heen taken with them.

. December 16th is an official holiday in South Africa. In addition, Parliament has
adjourned which means that many of the Parliamentarians will not be accessible.

There are also two sensitive issues involving the Minister of Health and HIV/AIDS that you
should be aware of. The first is that the Minister announced in September her plan to have
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mandatory anonymous AIDS case reporting in South Africa by the end of this year. This has
been very controversial, with NAPW A and other advocacy groups being critical. In addition,
there are serious public health issues involved such as the legal/human rights side (including
contidentiality) as well as technical data collection issues. The second issue involves the
Minister's announcement on World AIDS Day that all South Africans with AIDS should have
access to Viridine (spelling?), a drug that a South African researcher has made multiple claims of
cure etc, but has been discredited by the medical community (sort of like the Kemron case in
Kenya a number of years ago). You could be asked to comment on either of these 1ssues by the
media or others if you are in South Africa.

1 hope this helps and please let me know if you would like any other information or help.

Sincrely,

wel)

703-2354453 --w
301-585-1867 —-h
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RHODES UNIVERSIYY
MARKETING AND COMM{INICATIONS « Tal: (4&1) 31 8513 = Fax: (0461) 31 1902 - c-mail: adjm @giralfe.ruac.za

Programme for the visit to Rhodes University and Grahamstown area, Eastern Cape, as the
guest of the Vice-Chancellor of Rhodes University, of

Ms Sandy Thurman, Director of the Office of the United States of America
National AIDS Policy and Presidential Advisor on AIDS issucs

Wednesday 17 December 1997

15.10

Arrive Port Elizabeth airport, collected by Ms Alctta de Villiers, Director of Marketing at Rhodes
University, and taken to The Lodge, Grahamstown. the home of her hosts Dr David and Mrs
Charlotte Woods. Private informal braai evening with invited guests.

Thursday 18 December 1997

08-0(,
Social history tour of Grahamstown with Mrs Helen Holleman of the Black Sash,

10.00 - 12.30

Tea and meeting with all interested parties - AUDS educators, researchers, caregivers, aclion groups
etc. While as many groups as possible will have been identified and invited, the short notice for the
visit means that somc are bound to have becn missed out. For this reason, advertisements have been
placed in the local East Cape media to allow everyone involved to hear about the meeting. Mcdia
coverage will also help ensute participation by all.

Venue: Asts Major Lecture Theatre. Rhodes Untversity Campus

12,30 - 14h00
Finger lunch for al! those who attend the mecting and wish to stay on.
Venue; Scnior Common Room, Rhodes Main Administration Building

14.90
DRAMAID production cxcerpts and discussion. DRAMAID is a joint project of Rhodes University

and the Grahamstown Foundation, funded by the Natonal Depanment of Health. This drama
production is taken into the rural schools as part of a Youth Education programme on AIDS.
Verue: 1820 Settlers Monument
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19,15

Tea and tour of Grahamstown Foundation projects at the Monument, with Janet Buckland.

18.00
Traditional Xhosa evening arranged privately.

Friday 19th December 1997

08.30
Visit to Temba TB hospital in Grahamstown and Marjorie Parmish hospital in Port Alfrcd with Pastor
Mike Lazar, Provincial Manager SANTA, Eastern Cape.

12.00
Private visit to Shainwary Game Reserve, Depart Saturday 20 December.
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NATIONAL BLOOD TRANSFUSION SERVICE
ZIMBABWE

(Registered as a Weltare Organisation No. 54/68)

BULAWAYO: P.O. Box 2010, Bulawayo. Tel.: 62454 Fax: 65530

ATTENTION: Ms SANDY THURMAN

Dear Ms Thurman,
REQUEST FOR FINANCIAL ASSISTANCE

We are requesting tor financial assistance in the National Blood Transfusion Service of
Zimbabwe (NBTS).

BACKGROUND.

The NBTS is a registered welfare organisation, not for profit. We operate on a cost recovery
base under a voluntary non-remunerated blood donor policy. It has attained very high
standards of blood transfusion practice and safety. Currently it is a World Health
Organisation Collaborating Centre. Many African blood transfusion services second their
doctors, technologists, nurses, and blood donor promotion staff to this regional training
centre.

INFECTIOUS DISEASE SCREENING - HIV, HEPATITIS B AND C.

o Donor education, information and counselling encourage self deferral.

J Each blood donation is screened for all the diseases listed above.

o The current incidence of these diseases in donor blood is very low.

. NBTS is unable to introduce P,, antigen testing because of financial constraints.
. Introduction of P,, testing would further reduce the ‘‘window period’’ risk.

FINANCIAL CONSTRAINTS.

. Devalued Zimbabwe dollar has more than doubled the cost of imported test Kits.
o NBTS is unable to adequately raise fees to counter the inflation.

THREATS.

. Present standards of operation are not sustainable due to financial constraints.

ALL CORRESPONDENCE TO BE ADDRESSED TO THE MANAGER



° Failure to screen blood will expose patients to HIV and other infections.

. Majority of blood transfusion recipients are mothers and children due to obstetrical,
gynaecological and child health problems.

SEROLOGY COSTS.
. Current HIV, hepatitis B and C, screening annual budget = US $595 925.00
o Add P,, antigen testing = 150 638.00

TOTAL ANNUAL BUDGET US $746 563.00

Our request is for assistance to the tune of seven hundred and fifty United States dollars
(US$750 000.00) per year for the next three years, till things get beitei. We thaink you for
all the previous aid and hope you will be able to assist as requested.

Yours faithfully,

J Chitsva
MANAGER

cc Mr D A Mvere - Technical Director
Mr D M Connolly - General Manager
Dr M E Chitiyo - Medical Director



THE WHITE HOUSE
WASHINGTON

MEMORANDUM FOR THE PRESIDENT

FROM: - Bruce Reed, Assistant to the President for Domestic Policy
Sandra Thurman, Coordinator for National AIDS Policy

SUBJECT: International Studies on Reducing Maternal-Infant HIV Tranmission

This memorandum will provide background on the controversy over an ongoing group of
U.S.-supported international clinical trials studying options to reduce maternal transmission of
HIV in developing countries. A brief overview of current knowledge, the rationale for further .
research, the World Health Organization position, concerns of domestic public interest groups,
and the Department of Health and Human Services' position will be covered. Attached
separately are talking pomts and Q&A's prepared by HHS on the issue.

Perinatal Transmission The World Health Organization (WHO) estimates over 1,000 HIV +
infants are born each day. Women with HIV disease have a 15%-40% risk of transmitting
HIV to their baby with each pregnancy. The National Institutes of Health demonstrated that
this transmission risk can be lowered to 8.3% by the administration of the drug AZT to
women orally during pregnancy and intravenously during labor, and to their newborm infants
orally for 6 weeks. This NIH study, known.as ACTG 076 - comparing AZT with a placebo -
was halted and published in 1994 when these dramatic results were evident. It has become the
standard of care to offer all HIV + pregnant women AZT therapy in the U.S.

An important unanswered research question is at what point during pregnancy or birth do
women transmit HIV to their babies -- and if it is necessary to administer AZT over many
months to prevent HIV infection in infants. Because many developing countries cannot afford
expensive drug therapies for their citizens, pinpointing the critical period in which to
administer AZT to prevent perinatal transmission is important so that the greatest number of
women could be offered treatment. '

Research Study Design Issues The public health leadership of several WHO member’
countries collaborated with the NIH and Centers for Disease Control and Prevention (CDC) to
design and develop research studies to prevent perinatal HIV transmission in

countries with limited health care infrastructure and resources. Each research study included
an informed consent document outlining the research question, the randomization to an AZT
or placebo group, and a detailed description of potential risks study participants may incur.
All study protocols were reviewed and approved by the NIH and CDC Institutional Review
Boards (IRBs) and the host countries. The political leadership of each host country were also
fully informed of the study methodologies and concurred with their unplementauon

The first studies proposed by this international collaborative group began in 1993 with funding
support from the U.S. (NIH, CDC) and France.
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World Health Organization Activity In June 1994, the WHO hosted a meeting of
researchers and public health practitioners from the U.S., Europe, and countries in Africa,
Asia and the Carribean which have a high incidence of HIV disease. The purpose of the
meeting was to examine the results of the NIH ACTG 076 trial in terms of their applicability
internationally. The following recommendations were issued from this meeting:

1) Bncourage the use of AZT as outlined by the NIH ACTG 076 study in
industrialized countries; and

2) Immediate exploration of alternative regimens that could be used to achieve prevention
of perinatal HIV prevention in the developing world.

WHO participants established parameters for the conduct of research studies in developing

countries. The studies supported by the U.S. and France were consistent with these
parameters.

Concerns of Some U.S. Public Interest Groups Dr. Sidney Wolfe of the Public Citizen
Health Research Group wrote a long critique of U.S. involvement and support for these

international perinatal HIV prevention studies in a letter to Secretary Shalala. The letter was
broadly distributed to the media. Key concerns raised were:

o Some research designs include a placebo arm when AZT has proven benefit. Such a
research design would never be allowed in the U.S.

o  The studies violate major international ethical guidelines, specifically: the World
Medical Association's 1975 Declaration of Helsinki; four of the Nuremberg codes for
human experimentation; and the International Ethical Guidelines for Biomedical

Research Involving Human Subjects designed to address ethical issues in developing
countries

0  There is no guarantee that women and infants in host countries will benefit from the
research knowledge gained

o  The lack of appropriate care in host countries does not justify study designs with
placebo arms that have no benefit. The standard of care in many countries does not
include access to prenatal care, medications, hospital births or intravenous infusions

o  Comparison of these studies to the Tuskeegee syphilis study; criticism that IRBs
should ensure that risks to subjects are minimized and subjects are not unnecessarily
exposed to risk; this is colonialism at its worst
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Senator Carol Moseley-Braun (D-IL) has also voiced her concern regarding study designs with
a placebo arm when there is a known effective treatment for HIV prevention. She is alarmed
that such studies are supported with U.S. funds, and thinks it is inappropriate to continue such
funding in face of the apology being offered to the Tuskeegee survivors this Friday.

Department of Health and Human Services The Department of Health and Human Services
has conducted a review of the U.S.-funded studies in question and continues to support both
the study designs and public health importance of completing them. They are ongoing as of
this date. HHS testified to this effect before the House Government Reform and Oversight

Committee last week. There was very little discussion of the issue among Representatives
present.

In brief, the HHS position maintains:

o The studies address a pressing need in the global control of the spread of HIV,
defining interventions that will result in reductions in maternal-infant transmission which
can be safely and routinely implemented in the developing world,

o The studies are based on the assumption that the NIH ACTG 076 regimen is not a
feasible therapeutic intervention in developing countries due to lack of medical
infrastructure and cost constraints; the research design examines options for treatment
which are viable and affordable within the medical care delivery systems of the study
countries

o All ongoing studies are in full compliance with U.S. and in-country regulations and

laws, have gone through extensive in-country and U.S. ethical review processes and an
international ethical review, and all studies have strong in-country support; an
independent Data and Safety Monitoring Board continues to provide oversight of research
findings at regular intervals

o Broadly accepted ethical principles for interational research recognize a role for the
local standard of care when testing the effectiveness of a new intervention. In the case

of developing host countries, the local standard is minimal to no health care access.
Studying new research options of AZT administration at specific times during pregnancy
offers a new benefit to individuals who would not otherwise have had it, while defining

research knowledge that may allow many individuals to benefit if shorter courses of

AZT prove effective for HIV prevention. The placebo arm is equivalent to the local

standard of care.

Attached are Q&As and talking points which support the HHS position on this issues.
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SEROCONVERSION WITHIN A DEFINED GEOGRAPHIC AREA

PROPOSAL OUTLINE

1 8

118

Overview

o Description of Proposal

o Rationale for Proposal

0 Why Dedicated Resources and a Focused Project are
Necessary

0 Building upon Lessons Learned

Background Data
o Epidemiology
o Behavioral Intervention Studies

Selection Criteria for Demonstration Sites

Implementation Plan

o DHHS Planning Group
o Beginning Dialogue with Demonstration Sites

Qoo
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PROPOSAL FOR DEMONSTRATION PROJECT

EVALUATION OF THE EFF‘ECTIVENESS OF INTEGRATING HIV PREVENTION
AND TREATMENT SERVICES IN REDUCING HIV SEROCONVERSION
RATES WITHIN A DEFINED AREA

I. OVERVIEW

POSAL

This document proposes a 2 to 3 city demonstration project to evaluate one model for
reducing the incidence of new HIV infections within a defined area. Following an initial
planning process to begin in January 1997, a commitment to enter a three year demonstration
project would be made by the local grantee and the Department. The Department would
provide echunical assistance and up to $ 3 million per city over the 3 year period,

The demonstration project would target the morging of HIV prevention with all existing
service delivery systems. High risk populations within a defined area would be identified,
and multiple access points to medical care and support services would be enhanced through a
more tightly coordinated contimuum of care. Effectively merging targeted HIV prevention
messages into all sexrvice delivery systems in & community, linked with early intervention
services, should result in changes in high risk behavior that will transiate into decreasing
seroconversion rates for each specific target population. An cvalwation component to assess
the effectiveness of this intervention is a necessary part of the project.

The demonstration project would also provide an opportunity to pilot a new role for the

Public Health Service in providing assistance to localities, focusing on the specific cutcome

of reduced HIV transmission, As responsibility for defining, prioritizing and directing public-

health initiatives increagingly devolves to the States, it is timely to take a fresh look at the

structures and functions of the federal government with the goal of a more efficient

relationship between the various levels of government and the people to be served, At .
present, multiple federal funding streams at HRSA, CDC, SAMHSA and NIH impact on

populations at high risk for HIV infection, with State, city, and categorical grantees. New

models of intergovernmental collaboration should be ¢onsidered to secure a better return on

the federal investment, and change the dynamic \me federal role from overseer to partner 0_}9\

in achieving common goals. A brief talking the "reinventing government” aspects
contained in this proposal are provided at T.

RATIONALE FOR PROPOSAL
~ The HIV epidemic has continued to expand in inner city populations, manifested by increases y

in seroconversion rates among specific popalations: injection drug users, adolescents,
women, gay men of color and young gay men. This situation has persisted even with
significant increases in resources streaming into these same municipalities. Primary reasons
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for this are two fold: (¥ advances in our understanding of primary preventiqn interventions o

~ have been poorly incorporated into existing service delivery programs, and ¢2) the target
populations at highest risk are often outside of all traditional systems of care.

New advanccs in census tract analysis and demographically based consumer research has

improv bility to characterize behavior patterns of at risk vulnerable populations, along
7 with th patterns between high risk and lower risk groups, much more specifically
within a geographic area. Pilot studies conducted in New York City and Los Angeles have
shown that risk profiles can be achieved by specific zip code areas and even specific blocks
of residence to guide highly targeted public health interventions.

Much has also been learned about effective prevention strategies among targeted high risk
groups such as gay men, women, and injection drug users. Recent epidemiologic studics
looking at behavioral interventions in the U.S. and abroad have shown behavior changes with
low rates of recidivism. Combining these targeted intervention approaches to high risk
populations in a defined area, along with actively merging prevention strategies into primary
health care or other service delivery scttings offers a unique opportunity to reduce
seroconversions and the burden of new HIV cases. A bibliography drawn from a review of
the Literature supporting this hypothesis is provided at TAB . 2

To reach the greatest number of persons at risk for HIV, it is necessary to tualize
HIV prevention as an important and viable activity within all care settings -- including family
planning clinics, STD clinics, community health centers, substance abuse intervention and
treatment programs, maternal and child health providers, episodic emergency room
encounters, social service agencies, and all primary care delivery sites. Affected community-
based organizations, high risk communities, the provider health and social service
community, health departments and policy makers all need a conceptmal framework in which
to achieve the merging of prevention efforts with service delivery, and specific knowledge of
effective prevention messages for each population. As many individuals at highest rigk for
HIV infection remain outside delivery system seitings, engaging community support and trust
for these imitiatives is critical to the success of the project.

Most grants administered by HRSA, CDC and SAMHSA include a requirement for

coordination and collaboration with a diverse spectrum of service providers. Coordination

requirements usually revolve around getting individuals in need into care, needs assessment

activities involving resources and gaps in services, and facilitating access to a range of

appropriate services. Despite these mandates, many programs remain categorically focused '

around immediate goals on which they will be judged, and grant dollars are stretched to L'b‘
address the needs of existing clients, much less identify potential ¢lients or implement HIV
prevention strategies as a focal activity. In the case of the Ryan White CARE Act Planning O\Q_.
Councils, preventing or reducing HIV transmission is currently beyond their charge; the W

same is true for Title X clinics, substance abuse treatment programs, and community health

centers. To successfully bring these providers to a shared table and invested in a vision for

HIV prevention that may exceed the scope of their individual agency mission, & range of  (f\ m

S:(N@f/

o
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monetary and nonmonetary incentives will need to be defined. In addition, public and
private sector agencies and community-based organizations, as well as many community
voices who are not engaged at any table, need to perceive a clear benefit and stakeholder role
in making the effort to overcome turf issues, fatigue, burcaucratic procedures, and
discrimination.

Monetary resources should be conceived of primarily as "glue money" intended to cnable a
coalition of providers and community groups to come together and maximize existing
resources, achicving more together than they could have achieved alone. It would also
address identified gaps in an integrated service delivery system, in partnership with state and
local resources, Of the $3 million proposed to each project site over 3 years, a portion must
be set aside to fund an evaluation of the demonstration grant.

Nonmonetary strategies to marshall existing resources and support integration of a common
goal include:

visibility - use the presence of the federal government to bring much needed
attention to HIV at a ime when providers and the public are weary. To be effective,
the attention must be focused on the local nature of the epidemic and efforts of
community players to address it.

facilitation and coalition development - use the presence of the federal government to
bring people together to try new solutions to reduce HIV incidence. Ongoing
involvement is needed to keep the process moving, distingnishing it from other "flash
in the pan" federal interventions that communities have grown to expect and distrust.
Creating a semse of collective accountability among providers and groups within an
area is an important goal.

training and technical assistance - the federal government has many resources to offer
t0 help communities reach their goals, For communities to view this positively,
T/TA should be driven by assisting communitics to identify what would be most
helpful to them -- and then being responsive. Examples of federal expertise that can
be brought to the table include sharing effective behavioral intervention strategies
for targeted groups, ways to weave HIV prevention messages into a host of delivery
sites, and surveillance strategies to map out groups at highest risk so that intensive
interventions may be targeted and their effect evaluated,

enhanced flexibility in federally funded programs - the federal government should .
be responsive to a facilitated "bottom-up"” identification of actual obstacles to
effective performance and to the coordination and maximization of existing resources. - /]
As specific barriers are identified, the Departtuent should work in partnership with
the state and local government to a mutually agreed upon solution. (Further /

discussion at TAB __ ). /&V‘\TM W S)Q—Quz‘c"\k\ \\&3))\

B ING W

Two programs, Lessons Without Borders and Healthy Start, have provided valuable
experience in designing this urban demonstration project. Lessons Without Borders has
worked to bring the leszons learned from international development projects back to a
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number of U.S. communities. A key premise of effective foreign assistance is to provide
that support to communities which enables them to develop sustainable solutions to their
problems, as opposed to imposing a single solution or world view on them. The Lessons
Without Borders (LWB) initiative offers two philosophical underpinnings that guide the
development of this demonstration project:

(1) individual and community empowerment - On the individual level, LWB promotes
giving people the practical tools they need to improve their lives. This is
nowhere more true than in the context of effective HIV prevention. Service delivery
systems should be demand driven and actively involve the communities to be served,
While this has been the ballmark of Ryan White and HIV Prevention Planning, it is
madec increasingly complex as the epidemic diversifies into disenfranchised groups.
In addition, this orientation bas not as readily characterized other federal programs;
as communities seek to integrate HIV programs into a broader social context, this
philosophy will need to be reiterated.

(2) integrated services - Meeting the needs of people often means taking a range of
services to where they are. Those most at risk are generally unable or unwilling to
navigate a complex maze of providers and agencies in order to get their needs met.
The value of making services readily available at the point an individual accesses any
point in the system is the increased opportumnity to effectively engage them in a
broader range of health and prevention services. In addition to health care and social
sexvice locations, HIV prevention efforts should be integrated into other service
systems where those at risk may find themselves, such as drug treatment programs,
homeless shelters, soup kitchens, and halfway houses.

The Healthy Start program, now in its sixth year, has funded and facilitated locally-driven
processes to reduce high rates of infant mortality in selected urban areas. The federal
government put a priority on this outcome measure, while allowing a great deal of flexibility
in designing and implementing programs to achieve it. Many important lessons have been
learned that impact on the planning for this demonstration project. Some of these are
provided in brief: -

clear definition of expectations and accountability

value of flexibility as no one model fits all cities

importance of contimued federal involvement and facilitation of local dialogues

essential role of consumer involvement to reach the people you want to serve

importance of engaging community leaders who have trust and credibility localty

the critical role of community-based outreach workers in reaching people not in care

importance of technical assistance, training and supervision when using outreach

workers from the community or nontraditional providers; mentoring, pecr leamning

opportunities, nurturing leadership

o technical assistance to small CBOs trying to respomd to RFPs for funding

0 recognition of community prioritics

o building in sustainability by linking with stakeholders, building equitable and effective
partnerships

o importance of supporting activities key to success but hard to find reimbursement

00 C oo OO
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for, such as community organizing, training and leadership development
o advantages of building upon existing entities instead of creating new structures, if
they can adapt to engage all key players needed at the table

There are other lessons of experience from targeted community programs such as
empowerment zones, enterprise zones, the CDC Prevention Community Planning processes
and Ryan White CARE Act Title I Plauning Councils. These will be identified and
incorporated into subsequent planning sessions for the demonstration project.

. BACKGROUND DATA

EFIDEMIOLOGY

The public heaith burden of HIV remains enormous for the nation, as the leading cause of
death among Americans between the ages of 25 and 44, The epidemic continues to be
characterized by a significant concentration of AIDS cases in urban areas, as well as new
patterns of expansion into more rural populations. Over 80% of both cumulative AIDS cases
through 1995 (433,628 of 513,486), and AIDS cases diagnosed in 1995 alone (60,912 of
74,180), were reported from metropolitan areas with 500,000 or more population. This
ongoing concentration of new cases in urban areas raises hope that a significant decreage in
pew transmission could be achieved by intensively focusing efforts among populations where
HIV rates are high, instead of broader educational messages aimed at the general population.
Although AIDS is a late manifestation of HIV disease, AIDS cases are the only nationally
standardized measurc available to estimate the geographic distributi i

Surveillance data and epidemiologic profiles have Afifi6a behavioral risk factors for
HIV and characterized/described those ; tmnsrmssxon is most

captured in aggregate data is the presence of multiple’concurrent epidemics within these
numbers. It is now possible to identify specific populations with distinct characteristics in a
defined geographic area, which may or may not overlap with each other. Co-factors such as
STDs, substance abuse, mbcmlosxs and poverty often characterize the cpidemic among
specific groups, increasing the likelihood of HIV transmission throughout that specific
population. It is well recogmized that the behavioral characteristics of the HIV epidemic
among a community of young gay males differs significantly from that of a longterm IDU or
minority woman infected through heterosexual transmission. These differences influence
which prevention strategies will be effective and what access points individuals enter systems
of care through.

The following five principles support the epidemiological rationale for this demonstration
project:

1) HIV enters new groups through a seropositive individoal This fact underscores the
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importance of a strong focus on the delivery of appropriate prevention messages to all
HIV+ individuals in whatever system of care they are accessing. It i3 important to
engage persons at high risk for seropositivity in a service delivery system where their
HIV statns can be assessed, and if necessary, treatment linkages made, to reduce
further transmission,

2) HIV transmission contirues to be primarily through the high risk behaviors of
unsafe sex and sharing of injection needles/syringes. Targeting effective preveation
messages and carly intervention strategies/programs at these risky behaviors will
reduce the rate of new seroconversions,

3) the likelihood of HIV transmission is dependent not only on an individual’s high
risk bebavior, but on the mixing patterns of HIV+ persons into hroader
populations, It is important to define and understand these dynamics at a local
community level in order to effectively target prevention messages to specific risk
groups.

4) HIV transmission also ocurs among individuals who are in "low risk behavior"
groupings who are exposed by mixing patterns with seropositive individuals.
This represents the "hidden risk" that is often present for partners affected
by heterosexual transmission and subsequent vertical transmission to children.
Identifying individuals who are unaware of their risk requires a heightened awarencss
among all providers who care for them in diverse semtings.

5) multiple studies show that behavior change dramatically reduces or eliminates
the risk of infection for a measurable period of time. Recent studies on behavioral
interventions in the U.S. and abroad have demonstrated behavior changes with low
rates of recidivism in the target population. The challenge is to bring what we know
about interventions for specific populations and apply it to well-defined local
epidemics, and follow the impact on the rate of new seroconversions. Different
approaches may be required to effectively impact on distiuct or or overlapping
concurrent local epidemics.

A significant proportion of seropositive individuals remain unaware of their HIV status until
the emergence of symptoms. Review of CDC’s most recent data from publicly funded HIV
conseling and testing sites underscores the need for a community-wide strategy to achieve
prevention and early intervention, The percentage of tests positive for HIV in publicly
funded programs ranges from a low of 0.1 percent (colleges) to 3.2 percent (drug treatment).
By contrast, data from blinded surveillance studies has shown higher mtes of seropositivity
among high risk groups. Data throngh 1992 found a median prevalence of 7.8% among
IDUs in drug treatment programs; among African American IDUs was higher at 18.4%.
Locally based strategies to increase awareness of BIV risk among high risk populations and
acceptance of voluntary testing is key to breaking the cycle of HIV transmission. As over
60% of persons reporting a voluntary HIV test in the Natiopal Health Intervies Survey were
tested in privatcly funded settings and hospitals, these strategies must encompass the full
range of public and private provider sites in any given area.
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BEHAVIORAL INTERVENTION STUDIES

( ERIC - Please insert a review of key studies as approprinte)

‘IlI. SELECTION CRITERJIA FOR DEMONSTRATION SITES

Two major urban areas will be selected as initial pilot sites for this demonstration project. A
third site may be added if funding considerations permit. Selection of one site will be based
very beavily on severity of need measures, with a second site combining considerations of s
everity of need with effectiveness of local infrastructure in order to maximize the opportunity
of a successful result. Prerequisites for selection include: population over 500,000, and the
presence of a public hospital, Class IV virology laboratory, substance abuse treatment
programs including methadone clinics and harm reduction programs, community health
center, family plapning clinic, STD clinic, entities with substantive HIV prevention expertise
with the capacity to delivery technical assistance to community based organizations, and data
and statistical apalysis capacity. [IIERIC - DO YOU WANT TO ADD TO THIS ...JJ1 -

SEVERITY QF NFED MEASURES

Uniform statistical data was collected from all cities with a population equal or greater to
500,000, which numbered 27. Citics were ranked 1 through 27 on the individual parameters
listed below, then individual rankings were summed up for a cumnulative city score. The
highest scoring city was selscted as one demonstrauon m _(ERL-_WHA_M

Sociveconomic and Demographic Characteristics
0 poverty rate
o percent with less than 12 years education
0 unemployment rate
o work-disabled, 1990 data
Maternal and Infaut Health Indicators - tabulated separately for
white mothers and African American mothers
low birthweight rate, 1992
very low birthweight rate, 1992
late of no prenatal care for live births, 1992
percent of live births to unmarried women, 1992
percent of live births born to mothers under 18 yrs, 1992
percent of live births born to mothers with less than
12 years of education, 1992
Notifiable Diseases
o tuberculosis cases and case rates, 1993, 1994
o AIDS reported cases and case rates, 1993, 1994
o rate of HIV infections reported (where available)
o scxually transmitted diseascs

D 0Q QOO0
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a. chlamydia reported cases and rates, 1993, 1994
b. gonorrhea reported cases and rates, 1993, 1994
¢. primary and secondary syphilis reported cases and
rates, 1993 and 1994 W -
d. early latent syphilis reported cases and rates, 1993, 1994 By -
e. late and late latent syphilis reported cases, rates, 1993-1994 M W
f. congenital syphilis reported cases and infants under one \/\J}&
year of age, 1993 and 1994

~
A broader discussion of the severe need measures, and infrastructure isW
selection of the second city, is included at TAB __, along with a iption of the HIV \
epidemic in each city. A st of all grantees receiving DHHS - within each city is also

included, to show the breadth of programs and providers serving populations at high risk for

HIV within each city.
IV, IMPLEMENTATION PLAN
P ROUP

A small planning group will be convened to bring expertise in HIV prevention, treatment,
behavioral research, substance abuse, and statistical analysis together in January.

Preliminary discussions have taken place with CDC, HRSA, OAR/NIMH, and SAMHSA,
with a substantial level of interest expressed by these agencies. The role of the planning
group is three-fold: 1) to-review demographic data of the HIV epidemic in each site in kight
of the most current research data regarding primary and secondary prevention; 2) review the
list of current DHHS grantees within the city at TAB __ and identify how to work with
grantee programs within individual agencies to facilitate coordination with the goals of this
project; and 3) advise on the necessary components for a thorough evaluation of the
demonstration project, including statistical and data analyses necessary to show reductions in
new seroconversions. A. second group of extemnal advisors with specific expertise in
substance abuse treatment, HIV prevention, behavioral research, and STD programs will also
be brought together on an ad hoc basis to meet with the DHHS Planning Group.

To date, there have been no discussions of this proposed demonstration project with potential
cities. The specifics of which specific city/county/state entity is best positioned to take the
lead in working with DHES to implement this project depends on the final choice of 2 cities.
In the Healthy Start program, different confignrations of grantees included the city health
department, county health department, or a lead agency designated by the chief elected
official.

The most crucial step to the success of this project will be gaining the support of high risk
communities in substantively reducing the burden of HIV that they bear. Community-
specific demographics and dynamics will determine the most effective strategies for engaging
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individuals in a system of care at whatever point they access services. Many persons at high
risk for HIV, or seropositive but unaware of their status, live in communities which have a
historic distrust of "systems” -- health care or otherwise. Achieving ownership of, and local
leademhip for, these pmvention goals is essential. To that end, the manner in which this
project is rolled out in each community will bave a great deal to do with its success or

failure.

i
Following are some components of the federal role as currently envisioned:

o assist cities to establish a dialogue across communities and diverse provider gronps
serving individuals at risk for HIV, with a multiyear federal commitment to the
process

o provide technical asgistance as requested to the lead local entity in planning a data
analysis capable of defining the characteristics of the HIV epidemiic and its
antecedents/co-factors at the neighborhood level

0 provide technical assistance as requested in establishing dialogue with health care
and social service providers within each city; support the development of an HIV
prevention focus armong all providers serving high risk persons; make HHS
personne] available to do meetings in institutional or other settings

o promote the involvement and coordination of DHHS grantees within each
city with the effort to integrate HIV prevention and treatment in all
settings; at the federal level, develop and sustain a dialogue between those
programs serving persons at high risk for HIV to better coordinate HIV prevention
into service delivery programs DBHS-wide (Title X, STD, substance abuse
prevention and treatment, Ryan White, etc)

0 provide modest resources (no more than $ 2.5 mil per city) to: meet unmet needs
which impede better coordination of prevention into service delivery settings;
facilitate the training and techmcal assistance needs of community outreach
workers;

o make available through techmcal assistance information about successful models
and bebavioral intervention research applicable to the d&mogtaplncs of at risk

populations within the city

city
0 work in partnership with city/state/county govemment and public health entities to

identify administrative, programmatic or regulatory barriers to coordinating
existing programs to meet the stated goals most effectively, and address these
when feasible

The above activities would require a significant level of effort in the first year to support the
development of a federal/state/city/county partnership and to assist in integrating a
prevention-treatment continuum across service delivery sertings and community outreach
programs. Depending on the specifics of selected cities, DHHS may work more directly
with the cities, or through consultants familiar and trusted within the communities, to fulfill
the components identified above.
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SUMMARY

(iv)

he risk of HIV transmission in fichools, under normal circumstances, is riegligible and

there are also no known cases

Nevertheless, HIV. /AIDS will

- Amongst children, the

of transmission of HIV in the educational seuing.

uﬂ_\d'cmbuedly afféect mast schools.

L important route of HIV transmission by far is vontical

(from mother 1o baby).| Although the majority of infants with HIV in South

Africa are unlikely to

reach school going :age,~ recent studies show that spme

infected children may remain symptom-free up to the age of seven years and will

therefore reach school

Statistics also Indi;
disproportionate share

Learners may be faced

time off to look after y

going age.

that adolescents and yomig adults account for a
f the increase in HIV infection in our country.

ith the illness of their parents. Learners may have to take

ung ones at home, care for a sick parent and catry out

household tasks. This|is not only emotionally draining to the learner but may

situation where

. disrupt the learning process. The education authorities may be faced with a
| 4 drop out of school because their guardians are unable or

unwilling to pay for sciool requisites. Sickness and death of 8 learner may also

impact on both other 1
leamer may be absen
increasing discrirninat

The Commission in 1995 in if
on HIV/AIDS i schools. The.
in the school sctting and the
interim Constitution.

amers and educators. In the latter stages of AIDS a sick

on because of stigma.

s Working Paper 58 made preliminary recommendations
e were based on the negligible risk of transmission of HIV
principle ‘of non-discrimination enunciated in the 1993

HITWE3H ONOILLN 62:£1 46, 22 100

10:15P

 for almost 80% of school days. ‘There could also be -
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(v)

lly concluded that HIV testing should not be a
» schools or for continued school attendance; that a
m continued school attendance solely on the ground

should be maintained; that

provide AIDS information and education as part of the compulsory curticulum

to priméry and secondary sghool learners; and that the education authorities.

should establish ‘a clear aid comprehensive national policy regerding the
mansgement of leamers withy HIV in which these principles ace embodied.

The Commission at the time erphasised the lack of a uniform national policy
dealing with the issue of HTVVAIDS in schools. '

inary recommiendations were generally supportive.
) iey reflected that a Jarge measure Of consensus on the need for, and contents of, a
nmtio gl policy on HIV/ATDS for schools exists.

| he responses received to these preli

] his n;cent well-publicised crisis causel] by the application by Nkosi Johnson, an eight-
 eur-0ld bay with AIDS, to be admittedd to a public s¢hool in Johannesburg, the reaction
-1 nofnie membets of the public and this apparent lack of a national education policy on
Il iaiue, underscore the lesson that thi situation has not improved since 1995. This is
1-npit: the fact that the South African chools Act was passed in 1996 which gives effect.
.. hot . the spirit and letter of the 199¢ Constitution by protecting learners from unfair
Aisvritnination and by guaranteeing them their rights to basic education and to equal

4 1045 to public schools.

o iewe of the Cornmission’s initial work on the matter, the project commitiee has, since
ed in informal discussions and liaison widh the
the Commnission could be of assistance in

present proposals and policy have been

i1 Nkosi Johnson Incident, becn enga
) 1-prarinent of Education to ascertain w
1 1 uncing resolution of the matter.

J: «elopad in a joint consultative process| They result from input and guidance from the

M3, WHNOTLON BEET
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the education authorities 'shduld be compelied to.
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Department. The Departmeny will again be included in the committee’s work wﬁen

comment on this discussion paper is processed and final recommendations formulateq.

The prqject committee is of the view that recent experience suggests thata precisc!y
= pollcy would create legal certainty and belp prevent
injustice to learners with It thus provisionally recommends the adoption of
a national policy on HIV/' j DS in scheols that will constitute a set of basic

rlndples from which the go mnlng bodies of schools may not deviate. Provision

B

Compulsory tisting of learners as a prercquisite for admission to any
y unfair discriminatory treatment (for instance by
ued school attendance solely on the basis of the HIV
er), is not justified.

school, or ¢
refusing contt
status of the lear

lrecognmd that special measares in respect of Ieu;;ners
with HIV may be necessary. These must be medically indicated or in
the learner's hest interests.

However, it i

Learners® rights in respect of privacy are confirmed. Where AIDS
related inforivation is disclosed to the educational authorities, the
policy pro ides that, except where statutory or other legal
authorisation exists, it may be divuiged only with the written consent
of the learner (above the age of 14 years) or in other cases with that

P
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(vii)

of his or her pnrcnﬁ or guardinn.;

The needs of learders with HIV should, as far as is msonaf)ly
practicable, be accommodated w;lthin the school environment.

All learners have

right to be educated on: AIDS, sexuality and
healthy lifestyles, in order to protect themselves against HIV
Infection. The policy recognises the need for consulmﬁom with
parent mmmunit@ in order to ensure that sexuality education will
accord with the community ethos and values, The palicy requires

that information be given in an accurate and scientific manner.

should be implemented by all schools to
further minimise the negligible risk of transmission of HIV in the
educational setting. | The policy contains specific provisions on

participation in contgct sports.

ent. The jwoject committee will especially

w slcame comment on whether the proposed national policy should also apply to

+i-hoc | hostels, and if sa, whether a

ditional policy measures are necessary.

P.
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(viil)
NOTICE NO .. OF 1997

e ' . DEPARTMENT OF EDUCATION

.

FROPOSED NATIONAL POLICY ON HIV/AIDS FOR SCHOOLS

. i o

I vt reeeeanaes \emsatsssnsmanes , Minister of Educaﬁon; hereby give notice in terms of section 3 of the
Hational Education Policy Act, 1996 (Act No. 27 of 1996) that, after consultation with such
appu)pﬂate consultative bodies as haye been established for that purpose in terms of section 11
nf that Act or apy applicable law, X h{we determined the nanona! pollcy to bc apphed' in respect
ot BIV/AIDS for schools as set out n the Schedule hereto,

SCHEDULE

] r b ~  NATIONAL POLICY ON HIV/AIDS FOR SCHOOLS

There are no known cases of the transmission of HIV in the educational setting. HIV -
cannot be transmitted through day to day social contact. The virus is transmitted only
through blood, seraen, vag al and cervical fluids and breast milk. Although the virus has
been identified in other body fluids such as saliva and urine, no scientific evidence exijsts
mission of HIV.

that these fluids can cause

Because of the increase in i'ﬁ fection rates, leamers with HIV/AIDS will increasingly form

.4 HATEEH TONOTLUN TE:ET Mﬂ:&_‘_}
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: , | e
par. of the school population, More and more children born with HIV will. with better
ine:lical care, reach school going ag¢ and attend pnmaty schools. Indications that young
pecyple are semally active, mean tha( increasing numbers of leamers attending secondary
schools might be infected. Intrav

nous drug use may also become an increasingly

(mjrortant source of HIV mmsnﬁssio'n'among learners. Recipients of infecied blood
war sfusions, primarily haemophilias, may also be present at schools.

)i is impossible to know who is infe'_ ted and who not. Even if mandatory screening for
HIV of all leamers were implemented, it would be impossible to know with certainty
; whe were infected and who not, of to effectively exclude infected (or subsequently

infe :ted) leacners, -

¢ hildreg with HIV/AIDS should lead asl full a life .as possible and ‘sﬁould not be denied
ihe a:pportumity to receive an educatidn to the maximum of their ability. Their infection
ss 8.ch does not expose others to |significant risks within the educational setting.
However, if it {s ascertained that an i
1) others owing to secondary infecti¢pns, appropriate measures may be taken.

fected learner poses a “medically recognised risk”

| he negligible risk of transmission pf HIV can be further minimised by following
«1und ard infection contro] procedures a)
{n th# educational setting this mcans] that all blood, open wounds, breaks in the skin,
wazes and infected skin lesions, as|well as all body fluids, should be handled in a
1 yivesciibed mannor by 8 member of staff. Strict adherence to universal precautions under

good hygiene practices under all circumsrances.

it cinzumstancae is advised as the sta @ may be liable for any damage or loss cauaed as
» restiit of any act or omission in
t « pubiic school.-

) L J,m_}i.LWUBH SO 2E:EY 46, 22 190
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Jeamers should receive educstipn about HIV/AIDS in the context of life skills education.

HIV/AIDS education should fiot be presented as an isolated learning content, The
purpose of education about HIV/AIDS is to prevent HIV infection and to allay excessive
fears of the epidemic. Educstion should ensure that learners acquire the age-appropriate
knowledge and skills they will fseed to adopt and maintain behaviour that will minimise
the risk of infection. Educatioj will include information on the sexual transmission of
HIV and the dangers of drug atjuse, which will be offercd in a scientific manner. in the
elementary classes, education about HIV/AIDS should be provided by the regular

educator, while in secondary grades the guidance counsellor would 1dcally be the
appropriate educator. Because

the sensitive nature of the leaming content. the educator

selected to offer this education should be specifically trained, should feel at ease with the

content and should be a role-mode! with whom learners easily identify.

In accordance with the con.-. mmonal guarantces of the right to a basic and further
education, the right not to be unfmrly discriminated agamst. the right to freedom of
access 0 information, the right w freedom of conscicnce and the right to privacy, the

following policy shall constitite pational policy.

In this policy any word or anjm'ssion to which a meaning has been assigned in the South

»rivan Schools Act, 1996 (Act No. (84 of 1996), shall have that meaning.

A dinission and testing

r (1)

No leamer will be denied adaniésion or continued attendance at school on account of his

. lier HIV status or perceived HIV [status.

t2)

The testing of learners for HIV as a prerequisite for admission or continued attendance

P.
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Vo ';1!Jll')itecl.
iy sinbe diserimination
3 1)1 No'laarner with HIV may be unfairly discriminated against.

P4l Any :rpécial measures in respect of le#lmas with HIV must be medically indicated or in
she 1 wner's best interests, |

Vs g, wure

4 vy A child is entitled to the same rights uls respect of the protection of his or her privacy as
i pr-h and ruch rights are limited to the samie extent.

Ve s Ithough disclosure to the school prin'[;ipa.l is probably not legally enforceable (m view
ol ale ract that the Regulations relating to J:ommunicable Discases and the Notification of
Mepstie Medical Conditions, 1987 have ﬁ rver been applied and will probably shortly be
it -1 by n2w Regulations), it may generaily be in the best interests of the leamer with HIV
oL pinple that special needs may be met) If the principal or other care giver is informed of

W 1o conditlon either by his or her parentsior guardians or by the learner him- or herself (if:
e 1, 4 onr is dbove the age of 14 years). | '

b ' he principal or other person to whon this information was divulged, may not inform
wir . risc of the condition of the leamner with HIV except with the informed written congent

a1 1. amer (above the age of 14 years), Tr his or her parent(s) or guardian. Disclosure

il ) s justified only if statutory or other tégal aythorisation exists therefor,

sidence of infectious diseases (meaning common
rulation programmes that are implemented at the -

e )

P.
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(xii)
Arendance
1 1)} The needs of leamers with HIV or leamers affected by HIV shall as far es is ressonably

ol scticable be accommodated ﬁvilhin

b

Leamers with HIV are exp

fhe school environment.

ected to attend classes in accordance with statutory

tryulrements for as long as they are qible to function effectively. They have to supply written

1 -ns0218 for any absence.

t
f.- all owed to educate learners with E
1y mose a medically recognised heal
«roondary infection which cannot be
. nurtz of day to day contact).

14 Leamers with JITV who dev
m.;urdlogical damage could, if necess

i du:ation on HIV/AIDS

Academic work should be mﬂTE

available for personal study at home, and parents should
TV when thcy bacorne incapacitased through illness, or if
h risk 1o others (for instance if such a leamer has 2 serioux
treated and could be transmi!ud to other persons in the

dop HIV related behavioural problema or are subject to

bry, be accommodated within alternative structures in the

6 (1!

A confinuing HIV/AIDS education programme will be implemented at all schools for all

} wrmeers, educators and other membery of sraff. Parents and guardians will be informed about all

|11V, 'AIDS education, the learning

mtent and methodology to be used. They should be invited

1, participate and should be made aware of their role as sexusatity educators at home. Other major -

inle-players in the community (for example religious and traditional leaders) should be
v knowledged and informed about the HIV/AIDS education offered in schools.

) Age-appropriate education on|
n_meg::rated in the life skills education

«Jucation programme will be aimed

HIV/AIDS will form a part of the curriculum and will be

srogramme for primary and secondary school learners. The
t giving Information on the reality of HIV, AIDS and STD

HL 34 WNOTILIUN EEGET 26, 22 150
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(xiii)

I+ sually transmitted diseases) in South Africa and at dévcloping the life skills necessary for the
yus - anticn of STD, HIV infection and teenage pregnancy. The information will be given in an

a + mate and sclentific manner.

1Y) §.earri2rs will be encouraged to make

1 p«ductive health care.

tse of health care and counselling facilities including

11: A cuure of non-discrimination towards people with HIV will be cultivated. Learners will

).+ tunght how to behave towards and live

« ;inl abuse and violence will be promot

Vit ersal précautions

Jvi!h & person with HIV. Social norms against drugs,
N | .

© 111 Al! schools will implement univerdal precautions to minirnise the risk of transmission

) 1 blool-bome pathogens, including

14| 1+ negligible). All blood. opea wounds

7, {n the educational setting (in the case of HIV., this
breaks in the skin, grazes and infected skin lesions,

« 11 a8 :ll body fluids, should be treateqd as potentially infectious.

All schools will have available at

st two first aid kits each of which contains two large

/1.1 1wo medium pairs of disposable latex [gloves, two large and two medium pairs of rubber
bonechold ,};lovus for handling blood-soakéd material in specific instances (for example when

by 1.0 gliss makeg the uze of latex gloves inappropriate), absorbent material, waterproof

11 12 15, disinfectant (such as hypachlorite), scissors, cotton wool, gavze tape, tissues, containers

by

ater, and a cardio-pulmonary resuscitatjon mouth piece or similar device with which mouth-

- uth resuscitation could be appliéd withput any contagt being made with blood or other body

W1y In acidition, each educator should pre

o) ilassroom.

LN

TRAT ad in'.mediately.

The contents of the first aid kits w

crably have a pair of rubber household gloves in his

11 be regularly checked and used items should be

6. 22
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(4) The kits will be stored in one pr more selected (class) rooms in the school. |

) All bleeding wounds should be treated and cléaned while wearing latex gloves, and
should be covered well with a dressing. or plaster. However, emergency treatment should not be
elayed because glpvea are not ava Flablc. Bleedi'ng can be. managcd by compression with
material that will absorb the blood, {3 example, a ;owel. People who have skin lesions should
yjol @:tempt to give first aid when no latex gloves are available. - |

i) If blood has contaminated a gurface, that surface should be cleaned with e fresh clean
lleach solution and the person renpoxﬁsi_b'le for this should wear latex gloves. Other body fluids
tsych as hrim, vomiit or diarrhoea) stiould be cleaned up in similar fashion

1) Blood-contaminated material ghould be sealed in & plastic bag and incinerated or sent to
» disposal firm. '

18) Skin exposed accidentally 'lp blood should be cleaned promptly with water and
Jdisir fectant, - '

V) All personnel should be trai

ned on the correct procedure o be followed and on the
appropriate use of the various dev
jurimiary school, should not handle

ses contained in the first aid kit. Leamners. especially in
encies such as the nosebleeds of friends, on their own.
(10)  If there is a biting or scratching incident where the skin 18 broken, the wound sliould be
squuczed gently to make it bleed, should then be washed thoroughly with warm water and
Jisi-fectant, and covered with a w

tetanus injection.

a1 (@ No leamer should participate in contact sport, such as rugby or boxing, with an
open wound or infecied skin lesion.

®) If biceding occurs disring such a cantact sport, the player should be taken off the

HLTH3H TWNOILEN pE:ET 26, =2 17N

rproof plaster. The injured perzon should be givas an anti- -
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field and should be approﬁriit_ely treated,
(-} Bleeding should be contr

led, wounds or lesions should be cleaned with warm

water and disinfectant, an gntiseptic applied and the wound covered with a non-
porous dressing. Only then may the player resume playing and only for as izmg,

o as the dressing remains ef!
@
#:-hool jevel policles

# 1}) Goveming bodies of schools may
I, e na:ional policy. Such schoo! level
« 0l and the eommunity. The national p
H1: governing bodies of schools may not
LI »nai jiolicy applies.

‘active.

All change rooms or locker rooms should have a fully equipped first aid kit.

adopt an HIV/AIDS policy to give operational effect
policy will reflect the needs, ethos and values of the
Hlicy constitutes a set of basic principles from which
déviate. In the absence of a school level policy the

(Rd

It is strongly recommended that

1 ovmittes 38 a committee of the governi

i1 scadenic and administrative staff, repre:

. 101 or n public health officer.

Y This committee ahould be set up

rindify atdfor approve the school’s poli

ch achool should establish its own Health Advisory
1g bady. This commitiee will consist of members of
tives of the parents and guardians and a medjcal

nd chaired by the principal. The committee should
oy on HIV/AIDS and review it from time to time,

: ycially if new scientific knowledge abput HIV becomes available. This committee should
=4 1i¢ the goveming body on health care natters in the HIV/AIDS field.

i1 e re pulicy may be obtainod

" This policy may be obtained frotn The Direcror-General, Department of Education,

111 ate Bug X895, Pretoria, 0001.

HiTo3H TONOLLUN VE:ET 26, 22
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NATIONAL HIV/AIDS AN_IJ) STD REVIEW

LIFE SK11.LS AND S¢ BASED PROGRAMMES

L) pODUCTION:

11 2118 and related life skills education iy all schools was identified by The National AIDS

Vip as .one o7 the priority sreas for policy devclopment and itnplementation. It was believed that

ll\h ..y very important given the nature of South. African society - with 2 high proportion of
up people - 88 well as the pattern of the g ndemlc Lo

by .em surveys have shown this assumption ’to have been a correct one, with the highest

= iy rate of infections in young people und t.hesge of 25 - particularly in young women. In
5“]“ 1y it is well known that :

~Adolescence is a pericd of profour vslcal mental and emotional change

Y ouxg - people often experiment with wviour that increases the probability of

HIV infection: unprotected sexual intcrcddrsa. the use of aicoho) and ~ther drugs that
unpsur judgement and the sharing of eedlps to mject drugs

iR - oving the National AIDS Response Ai penhj C4)’

i, er, cine of the debates at the time of {he &tawmg up of the National Plan was where the
21117, progrumme should be located. Althoug) it whs subsequently lodged with health, there was
o3¢ suppor: for the school based response to be'a joint one between at least the departments of

I 1.0 miion, "Welfare and Health, } Il

' |
1)1 was not a tradit*an of these Depart nen{i collaborating and working together on joint

L 1ts Neverheress, - ien the newly appointed Director drew up the five key strategies it v as
les 1hat in otce: "or the plan to be realised, thb Education Department would have to bey. -~
h "h'cd- | |

I 118Y/AIDS and STD Directorate initiated mact with the Department of Education. Whi.
e 1 cupons was from the beginning favoura:lazlfere were a few aspects which potentially mac
i+ ullabcration difficult.

) ). Education Department had no dedic ate§'1§budget for HIV/AIDS education

b .
) | ! :
I he Ed.ostion Department has established slructures through which such a programme as
HIV/AIDS and life skills could be introduckt! and this meant some delay in acceptance and
vpreem:ni as to how best the process ccmld go forward.

1 1ie Die;sartment of Health wished to hav. two teachers trained per school, the Department of
}-Jucation was more accustomed to wc:rku'(g through the guidance and ¢areer guidance
)t Pl’m‘” [

} 1 he syliabus and content of the progrgmme and whether it would be an inter or extra
nnculum programme was also a subject| for debate and possible contention.

il°d
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lin-vever, a productive collaborative w rkmg rclationship was established. This inter-

deparumentil initiative cryssallised into the
il HIV/AIDS education, which was held

all&g a national consultative forum on Life skills.
A ' d on 29th November 1995,

I vo1ng thi) meeting consensus was reached: on the minimum requirements with regard to

*asproach and methodology
*c mtents

*educational resources
*etlucator/teacher training.

joovas als , decided to establish a national #rfojec't committee, and to appoint 8 task team both of

- pich weild serve to facilitate and enhang

] lus decision was upprbved by the Heads of"Eduéaiﬁon Departments Committee (HEDCOM) and

1he Depa:tment of Health.

1 he National Project Committee was mal

*3 contextually accountable pmngme to effectively address life skills and HIV/AIDS

zducation within the s¢hool cum

* a strategic implemensation plan,
_programme as policy

in ordet ’ﬁo achicve this the committee woul
would be: appointed on a full time basis and
and Health. This task team was to be hou

.ln order 1:0 ensure as widespread support
the contposition of the National Projet
tollowin iz

© pro?ramme development and implementation.

dated ito oversee and guide the development of

sulum 'and
ewith'a} view to the development and approval of the

d work very ciosely with the nationa! tack team which
ibe acgountable to both the Departments of Education
sed within the Education Department.

|4 Representatives from the National anf the ?rovindgl Depariments c))fEducation
| 4 Reprzsentatives from the Nationa! and Provincial Departments of Health

i wo Teacher educator representatives

Une fromn the Committee of University Frincipals
Two from the Department of Welfare and Population Development

seven from National NGOs and

four fnom student/teacher orga.nisationsé

i he committee took responsibility for: |

*the training of educato

*the devclopment of ed cational resources and support materials

67 °d
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*monitoring and evaluation ,
*lobbying and advocacy
® lisison with organisations d

aling }:vith out of school youth
X
\

bty 10 Aol 1996, the DGs of Health ang Edu’c}ation is;ued 2 joint statement in which they
agy red LA, that . gy ‘ i g

R ‘ ]
| I he project is, in the first instance, the responsibility of the Department of Education
|

. {1 he projost will be directed by the Department o :Educaﬂon taking into account the needs and
a8 the: Department of Health in addresjing the HIV/AIDS pandemic

» A4 far a3 posaible all decisions regarding the prclzq‘ect will be taken in the spirit of collaboration
and mutual support : !

111 1Jopa tment of Health was able 10 p ovidé;:a fairly substantia) budget for the life skilis
r. 1ysamme, in the main from donor funding, and ﬂﬁ Department of Education took responsibility

' 1 ¢ allo:ating from other sources into this prOfgct.
111 TASK TEAM AND THE TENDER FOR [YEACHER TRAINING

f ). Naticoal Project Committee first met|in 1996. This was the first time that representatives
fi: 11s the }atidonal and Provincial Departments of Health and Education as well a National NGOs
! studet groups had met. At the initial meetings| the composition of the task team, the training
. 1 *caches s and the aveailable media options-vere djscussed. The question of how funds would be
¥ ated 1o the provinces was also an issyie as vell as the controls governing the use of donor
Jinsuding. 1 K Swart is the person from the Department of Education responsible for this project,
ami Ms Fientia Agenbach from the Departinent idf Health, HIV/AIDS and STD Directorate.
tShe has replaced the initator of this project Ms E Swarts whio is currently living in America)

! n: National Committee formed three sup comllfunecs from its members, These were:
: | .

. : [

} the siib committee on teacher training ¥
{he 81b committee on curriculum developmiht
! The 8.b committee on media and advdcacy |
i e 7ol 2 of these sub committees were to aséés how best ta ensure that as many teachers as
prssible -would be trained, the evatuate existing school based materials and 10 cnsure that the
vutional and local politicians and bureaucrats were informed and supportive.
' !

| etters wvere sent out to all the Provincial AECs ?f Education and Health requesting their support

nnd informing them of the progress being made

*
'

INITIAL PROBLEMS:

i he muin problem ﬁas been around fur ding,. ;fhc progress of the National Committee and the
sppoin:ment of the task feam were seriqusly delayed in the post Sarafina delays and confusions
nhiout BOw to access the money. In addition, tbg advice and information from the EU sectnad to

e 'd
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|
)
’

|
|

vy W g 1y heeting. This was a potential sourde of ifritation 1o the Depmment of Education and
OF €40y ans et to the Department of Health, The tendering process both for the appointment
nt1he jygh 1-am and for the training of teachgrs torbk an extraordinary long time.

IH adupy, g1 jhere was tension between the provinces whzch feit that they were already doing fairly
enteiial- - LY and AIDS education in schooly, and who wished to proceed in the ways thoy had
estaldivgpd rather than buy into a National Project. There was also heated argument about the
allowiatgy ) monies, The Department of Health had altocated appr. R35 000 to each province to
bick gy et HIV and AIDS school based programme, and there was dissatisfaction that the
BRI g uniform per province rather t al!ocatcd on student numbers.

Sone tealth Departmem representatives jas vlrell as many of the NGOs believed that the
Piejainpen of Education was not the corre¢t aglmt to carry the mspons:b:hty There was some
hasungy 10 ne idea of teachers doing the eduf ﬂng in the schools, as there exists a fair degree of
#lhigge e rom non teachers about the bllmep and capacmes of teachers. However, the
Uiy 10 of Education is the only agent with the ongoing capacity to soe the process through,
s ' .}j ae heing the agent responsible to see that all students receive ongoing.education. The
{ ’L‘ :-huene of Education gave its aseurance that the already existing collaborations between itself
an-l 11 would continue and that new al imcgs could forged

Lo . ss of the process was another soygrce of tension, This wag in part due to the problems
wHE R ag, but also due to the need to get coi"npatablc provincial structures up and running
beb yr srogramme could be started. In ai] provmces HIV/AIDS and life skills committees were
teirwg ivhich in the main mirrored the composition of the National Committce with local
14} e pratatives, i :

I apiOINTMENT OF THE TEACHER TRAINING AGENT AND THE TASK TEAM
o ijpae VveTE Open to tender procedures, these a'ﬁpoimmcm did take far longer than anticipated.
I yenide - for teacher trainers had to bo re advertised given the poor response that was initialty
\v~r! wd There was a great deal of interest in the task team positions.

P huee sub commitiees appoihtcd smalle: cox':irmttees 'to evaluate the tenders and to make the
Coopenendations to the tender board, Th execunwa committee of the National Committee was
ey enen ¢d in the process, but the decisi was taken by the provincial representatives.

1 1napor problem with the teacher trairfing wgs the aliocation of funds. There was initially an
it ot of approx. R4 million svailable for the whole country. As this was clearly inadequate it
i+ lecided that those provinces which ieh that they were already engaged in teacher training
:1 1 receive separate allocation of approk. R | million each and that those provinces which were
aeahfe 3 do the training would have an agpncy appointed 10 train on their behalf from the existing

"'!1:;15
. bl decision was as follows: .
I+ privinces which elected to do their jown teacher training were:

1o West Province
= ) ovaculu Natal
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J Wiggpi Cape

2l
:n
;]
i
1
1
Gavipr . 5:

i ke gt 9 which the monics would be t nsferrcd to the provinces for the teacher training to

hitle; ) vinees the provincial comnﬂttecljr: wcrc required to submit a budget and a work plan,
COR gy H

| :
Jhe k), .ues in which an agency was aw srdzcll 2 tender for training are:

'Z"'ﬂ"l'

)
2
3
4 ]
l,

-

i
sy H&: n Province !

N Wt

b i l
b e i j
Sptipn - Jange !
|
i

e 1p) ASA was awarded the tender fof teacber training in these provinces, with the briefto
{18b 11, (eechers per school as decided in eonr;unctmn with the provincial committees.

Fhe (3l jomm was appointed early in 1907, fhlly eight months later than planned. There were
fdin g lications for the position, and fcur péople were appointed:

hia ’: i gome Co ordinator ; i %!
M' a ' ick : i
Ms § 19 athios * ﬁ
2] H 11 W ! | g

iWn 4 y) y were appointed, the task team| tool; bver the responsibilities for
H -
| 11 »;, saing and ensuring that the teacher training proceeds according to schedule and to
Pit 1nel) expectations and needs g
_ . ¥
E xiu 1ing existing school based programmieés and distributing a comprehensive collection of
| programmes to the provinces |7 1| : :

R

il A

ati
B

3 | plusting existing available media and enijring that provinces receive adequate suppbrt
ksl a8 reguestod i
i

1 44 p ing evaluation . ———

5o her administrative and logistical tasks irelaliug to such a project.

)

Vi« oo after they were appointed, the task team, together with members of the Executive

TS
F

{0y ce of the National Project Co u'mttee undertook extensive visits to all the provinces.

Ih.:x  gits were intended to ensure that the provincial committees were jn place and operational,

ﬂm» 1} provincial committees were informed as to the availability of funding, that the PPASA

Wa. 4l :to present their plan of action woll as 10 have meetings with the provincial DGs of

k| i #  to-ensure their support. In addition each task team member took special responsibility

fuu ||m nlar provinees, ' ¢
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Hie 1aovincial visits worked very well, an ha\l¢ ensured that the liaison between the task team
ain| 1hie piavinces as well as the liaison betw the task team and the three sub committees of the
!wn ml Project Committee goes smoothly. '

)11 11 OF THE NATIONAL PROJEQT COMMITTEE

“» the work in the Provinces gets underpay,: ind as the work of the three sub committees is
o) rigthened, the role and function of the | monnl Committee will change. Already the number
vy eeringge Of this committee has been cut back ‘lo two per year and it may well be the case that
Vi emi g per year will be sufficient. H
|
!

i e Juor provinces which elested to do ﬂlemr olwrn training the posinon very briefly is as follows:
{1 {5 ap). zipated that full accounts ofthesE prGJ‘E:Cts will be given in the provincial reports):

C1pRE - IT PROGRESS

i ROVINCE

tbys wuo one of the first provinces to lu‘unchiits training project. Although there have been
]

-ginical problems the training is proceeding, | :

o) i)

1
‘

I 1fiys | rOvince there were a number of (ole players already active in HIV/AIDS and life skills
v g a &g well as involvement from thg Pmﬁnce There have been some serious problems in
Irsatnyg 2 united and cohesive response and in fbmung a committce and developing 2 work plan
s b was fully inclusive of and accepted by ali'role players. The payment of money to an agent
)l movince caused some tension and lmue:y but after a revisit from the co ordinator of the
b.l. 1eain, it appears as if the process will get movmg and proceed according to the action plan
Wy bayd get submitted.

i
)
s

!

V)i 1 1:RN CAPE

. 1lu 1} -ovince, the life skills programme and l-hV/AIDS work in schools had been done, in the
niwht by NGOS, The Department of Ed axlm did have a modest programme, with supporting
war:yie:s. The provincial committee hgs struggled to get consensus between the needs and
fing.rya.1ves of the NGOs and the senseifrom the Dcpanmem of Education of what it hag the
+ 4.4 0y to deliver. The decision has been|taken'to train in the first instance school psychologists
1) y4nn for cascade training to the teadhers into the schools. The action plan and budget were
~ilanitied very late, and this together with.delays from the Department of Health in paying the
v+ 11y 10 the province led to cancellations and'postponements of training and of some irritation
p e provmce towards the national de} ¢nts. The rclationship between the NGOs and the
). . . ¢ remaias tense and largely susgicious - 8 member of the task team will travel to Capc
1. --u 12 hold a follow up meeting. -
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Aft Witipl | ublems in getting a full collaboration between the Departments of Health and
Eduvativi: w1k in this province is proceeding very smoothly, with the training of teachers
Statiing »5 ra.ly s April. The training is beinjg done by the joint depariments as well as by &
consuitiog, uf NGOS. 5 . '

o . | .

Insie 0. g1 inces where the NPPASA was gppointed to deliver the training, the training is in
the ol . seding as planned. The initial st were ag follows:

Tisisis pry ¢ -ch province had to be appointed !

treined. Once this training was completed, the
traning 1§ 1. o teachers per school would begin,

SUPFY Py T EDIA

A e gllocation of money was made R railnl::le for support media - this was 10 ensure that
il (v jy. e had socess to media and support materials before the training commenced so that
theie ) be materials in the schools immediataly the teachers were trained. Provinces werc
sshevd 4y i ntify existing media which they [iked or felt was appropriate for their province and
iht 1n) 1g. s responsibility was to ensuré|that these were duplicated and distributed. It was
e Inagef 1188 in SOMe cases more than one province would request the same media which would
Jeshiang g o oats of printing and enable the funds to go further. Provinces could also submit media
which jhiey had developed for reproductiony :

Vil gk

t o1 e establishment of the National Project Committee and the appoinsment of the task
lealh il e were called for the production of six videos to be produced for use in school from
(e 1 2 This tender was awarded and the production’ of these videos it currently underway.
kg, gh the decision was taken to injtiate the schools programme in high schools, to was
helv ). 1 be important that materials ard dev¢loped for all levels, The task team hes taken on
fiaboe i the production company together with the sub committee for curticulum development
wnd g ) working parmnership has been ished and the videos are scheduled for completion
by the #1 1 of 1997, It is planned to have/exciting companion media\to support the videos end

el fygr 1 Bchools. N—\*"\ N i

— D th“\ﬁ’« ¥
A7
}

Pivhr4ar ¥ SCHOOLS

3¢ upen of great concem to the Department of Education and the National Project Commiittee is
ihi fp. c:opment of programmes for primary scheols. In some pravinces there has been a start in
Piiga o schools from the current budget. This has happened where the old std 6 is located in

| ST B schools. The tagk team has bc mn research on the developmmt of a primary school
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th\- h., RIS fy ’fﬁmth Eduﬂ - ﬁ,;
Pisiviin i) femyy i il toe Ation 85 to haw mu?h money will be available. In addition, the
HIV (A 15 g ‘ ‘?ﬁ"idm:lmm that the provinaial legistatures make money available for
' * 8 hife skidls ton out of theif '
ncoipsiigred o curriculum 2008, <if budgets and that HIV/AIDS education s fully
EVALL O . (.?i , .
Thie tua) 120 has the mponsibnhty for ensuring that ¢ ongomg evaluanon of all programmes inall 3
Pl pg 1 gkos place, e _ e 3 ,
I 3
AL LR S RAINING ,f §
.. ¥
It venp il for the ongoing suecess of the pr gmlxmne that all teachers receive some trajning 4
T 411y and related life skills issucs. Thereiis no doubt that teachers wilt be seriously
811 Lot |y (e epidemie, both in terms of how HIV/ALDS is affecting the quality of life of the -
pipits ))iey e teaching as well a3 through th3ir owﬁ infections and death.
A Ve ) gy JOhrs cumicudum for teacher training in Holleges and universities hzs been developed N
by tie. Crewe, and has been used by her in teacher training programmes she has taught at the
Tiihaskye b an 3 College of Education and the U vas:ry of the Witwatersrand. In addition, 2 couple
wf v hshe e where this core curmiculum hias beén discussed have been held (KZN/EC). This
VWidhoham has been distributed to cofleges and universities as well 2s to the CUP for
SUtie) g atinon 28 pant ofa compulsory compp nent, 6fteacher training.
Wy ewile to ensure that all teachers regelve ﬂus basic training as a component during their )

yeai. - gunly, the need for the kind of intensive school based training that is curremly underway
wili M- sy dficantly eased in the direction ¢f in service tmmng The sub committee on teacher
tshong is LarTently investigating this posss fdny

ting 1 SION

Vicaghie 1 € very slow progress which has been made despite the frustrations over fundmg and
th #c. evi of money, it is fair to say that fhe life skills programmes are up and running and &re
St mly o, track. The task team are heavily involved and working under extreme pregsure.and the
Veu) fie1 L. aining is proceeding mainly accdrding 10 schednle,

b1 ..¢ w I} not be uniformity of delivery in 8l provinces due to capacity, logistics and to the
K )){rm »»f ensuring the on going co stion hetween the depariment of health and education
o ) 116,008, In most cases the departm pt of .education have been very supportive and have

<nuad that in one way or another tesc ners arc released or training and ase supported in their
" st i

| i1+ ex serience has been invaluable in demonstrating that it is possible for state departments to
at 1o gether at all levels and it should offer guidelines for other interdepartmental collaboration.
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