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AIDS IN THE THIRD WORLD 

, 

A global disaster 

Pl[Tr.RMARITZBLIRG. Ii.II.RARE. l(AMPALA 

The Al DS virus has infected 4 7m people, and shows no signs of slowing. It 
cannot be cured. Can it be curbed? 

I N RICH countries AIDS is no longer a 
death sentence. Expensive drugs keep 

HIV-positive patients alive and healthy, 
perh;ips rndcfinitely. 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 4 7m people have been infected, 
of whom 14m have died. Last year saw the 
biggest annual death toll yet: 2.5m. The dis­
e.1se now r;inks fourth among the world's 
big killers, ahcr 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 number ofi nfections cou Id reach 
"a new orderof magnitude", says Peter Piot, 
head of the uN's AIDS programme. 

The human immuno-deficiency virus 
(HIV), which causes acquired immune defi­
ciency syndrome (Arns), 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 198os.AsAmerican homosexuals and 
drug injectors started to wake up to the 
dangers ofbath-houses and needle-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 mv, 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's 93om 
people look increasingly vulnerable. The 
Indian countryside, which most people 
i m;i~i ncd rcl:n ivcly ·" 1 os-frcc, turns out not 
to ix:. A recent study 111 Tamil N;;du found 
over 2% of rural people to be HIV-positive: 
500,000 people in one of India's smallest 
states. Since JO% 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; arid yet 
IJ6% had HIV. China is not far behind. 

No one knows what AIDS 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 GDP will be 
slight Even at high prevalence, Mr White­
side thinks it will slow growth by no more 
than o.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. 
AIDS takes longer to kill than did the 
plague, so the cost of caring for the sick will 
be more crippling. Modern governments, 
unlike medieval ones, tax the healthy to 
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help look after the ailing, so the burden will 
fall on everyone. And AIDS, because it is sex~ 
ually transmitted, tends to hit the most en­
ergetic and productive members of society. 

ous, Ams could break budgets and hobble 
the provision of services. In South Africa, 
an estimated 153 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 

In. general; the more advanced the ecOn- breadwinner develops AIDS, his (or her) 
omy, the\vorse it will be affected by a large• family is impoverished twice over: his in­
n umber of AIDS deaths. South Africa; with eome vanishes, and his relations must de­
its advanced industries; already suffers a· vote time and money . to nursing him. 
shortage of skilled manpower, a.nd cannot Daughters are often forced to drop out of 
afford tolosemore.ln better-OffdeVelopirig: school to help. Worse, HIV tends not to 
countrieS, people have more savi~gs to fall •·· · strike just one member of a family. Hus-

. 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 14.53 smaller in 2005 
than it would have been without AIDS, and 
that income per person will be 10% lower. 

The cost of the wsease 

back on when they need to pay medical 
bills. Where people have health and life in­
surancr:, those indusu ics 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 ofAms. Higher premiums 
furce 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 AIDS on private business, but the 
anecdotal evidence is scary. In some coun­
tries, firrris 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 it hard to 
irrigate their fields because the brass fit­
tings on their water pipes are stolen fur 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 Ams among their workers, or 
considering how they wi 11 cope. 

In the public sector, where pensions 
and health benefits arc often more gencr-
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bands give it to wives, mothers to babies. 
This ·correspondent's driver· in Kampala 
lost his mother, his father, two brothers and 
their wives to AIDS. His story is not rare. 

Obstacles to prevention . 
The best hope for halting the epidemic is a 
cheap vaccine. Efforts are under way, but a 

· vaccine for a virus that mutate$ as rapidly 
as Hrv 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. 
• 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 t3!A)(). In Ke­
nya, Christian and Islamic groups have 
publicly burned anti-AIDS 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 un in­
fected women. 
• Myths abound. Some young Afric.:rn 
women believe that without regular infu­
sions of sperm, they will not grow up to be 
beautiful. Ugandan men use this myth to 
seduce schoolgirls. In much of southern Af­
rica, HIV-infected men believe that they can 
rid themselves of the virus by passing it on 
toa virgin. 
• 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 fur HIV. 

• Migrant labour. Since wages arc much 
higher in South Africa than in the sur­
rounding region, outsiders flock in to find 
work. Migrant miners (including South Af­
ricans furced to live far from their homes) 
spend most of the year in single-sex dormi­
tories surrounded by prostitutes. Living 
with a one-in-40 chanccofbcing killed by a 
rockfall, they arc inured to risk. When they 
go home, they often infect their wives. 

AIDS IN THETHIRD WORLD 

• 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. Zimbabweans, the effect. is 
much the same. .. ·: · 
•Sexism.-Inmost poor countries, it is hard 
for a woman to ask her partner to use a con­
dom. Wives Who insist risk being beaten 

up. Rape !s common. espcci:ill:1v:here "·"··s 
ra~c Forud </c\ is a particu:.:1::_. -~ffec1!\t'. 

means of 111v transmission, b<x:iuse of the 
extra blood. 
• Drinking.Asia and Africa make many ex­
cellent beers .. They are also home to a lot of 
people fur 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. HIV was first detected 
in Thailand in the mid-198os, 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, Hrv prevalence among drug 
injectors tested at one Bangkok hospital 
leapt from 1% to 30%. Shortly afterwards, in­
fections soared among prostitutes. 

The response was swift. A survey ofTha i 
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 

43 

I 
I 

· 1 

I 



.i 
i 

.·I 
;:1 
::1 

r 
1. 

:I 
i: 

:;: 
.r 
ii 

'i' 
i, 

:ii I· 
;1 
'·I !.1 

\ 
!' .. i 
·I 

'i I• 
.!i 
:!; 
i i ~ 
11: 

:1. 

l ii 
i.; 
i'' 
1;: 
!!I 
i:i 

!I; 
'I 
:I! 
11! 

ill 
Iii 
I 
I 

i 
I 
I 

. I 
'I 44 

AIDS IN THE THIRD WORLD 

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-199os, the government was 
spending $8om a year on AIDS education 
and palliative care. In 199<>-93. the propor­
tion of adult men reporting non-marital 
sex was halved, from 28% to 15%; for 
women, it fell from 1.73 to 04%. 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 6i% in 1991 to 
93%in199s. 

People lie about sex, so reported good 
behaviour does not necessarily mean ac­
tual good behaviour. But tumbling in~c­
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, Hrv 
prevalence fell by half between 1993 and 
1995. from over 7% to under J.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 AIDS. There was no attempt 
to play down the spread of HIV to avoid 
scaring off tourists, as happened in Kenya. 
Thais were repeatedly warned of the dan­
gers, told how to avoid them, and left to 
make theirown 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 warnings. 

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 
AIDS 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. 
I ts newsletter, distributed free, covers every­
thing from nocturnal emissions to what to 
do if raped. Visiting AIDS workers from 
South Africa and Zimbabwe asked the 
foundation's director, Gatharine 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, mv 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 tiack 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-198os, when other parts of Africa were 

already blighted, Senegal was 
still relatively AIDS-free. In 
concert with" non-goveffi-' 
mental organisations and the 
press and broadcasters, the 
government set.up a national 
AIDs-<ontrol .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 1.2% 
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 HIV would devastate 
their communities if not checked. The 
speechwas 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 safer sex. It is 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 
AIDS 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 AIDS 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 tosatisfythe 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 H rv has spread 
through South Africa as fast, according to 
Dr Neil McKerrowofGrey's Hospital in Pie­
termaritzburg; as if no preventive measures 
at all had been taken. 

Such bungling is not unique to South 
Africa Most governments have been slow 
to recognise the threat from AIDS. 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 to kill, we are all going to die." 
But if the sexual drive is basic, so is the de­
sire to live. If governments 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 articl• is indt:bt<d to a numbu of UNAIDS reports, 
including AIDS epidemic updai. (Dcccmlxr 1998~ Al os 
in Africa (Novemlxr 1998~ and "A measure ofsuo:css 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, 1 O 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 AIDS-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 1 o percent and 
25 percent. Virtually alt of those infected will die within 1 O years. West 
Africa's strongest economies, like those of Nigeria, Ghana and the Ivory 
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Coast, have lower, but stUI 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 consultancy, 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 w- 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 costty 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 complaints 
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 tabor 
from the almost limitless pools of the unemployed, damage to overall 
economies may be relatively slight, economists said. 
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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 farmland 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, iJl .. 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 s1 s,ooo .. 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. 

Smalt 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 AIDS-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 handful of Eskom workers, most of them white, take 
them, Ms. Thebe said. Others, who have heard that such treatment involves 
60 pills a 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. 

tn 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 Josses are relatively 
rare. 

At lndeni, 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 52 S 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 illness. 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, I 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 ... I could go 
bury anyone in my extended family. Now companies are tightening up." 

And there are the potentially huge costs of accidents. "I 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 900 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 $1 S 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, hearse1 

buses for mourners, food for the funeral meal and a cash grant to the 
family. "When I first got here, I 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 Bankt 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, nyoung men ready for promotion 
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were dying," said Sylvester Mubengwa, Nylrenda's successor as health 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 baok 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 M~ 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 
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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 
epidemi.c is at the macroeconomic level. Most of the 61 O 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 1 o 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 explainedf so many people die that those who are left own 
greater slices of the economic pie. And he is quick to pofnt 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 coldMbloodedly 
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, 'If 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 calculated. 
B.usiness 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 
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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 HJV­
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 old 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 
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condoms that at one point employees were taking an average of 6.2 per day 
each. "I think I'm supporting a lot of small entrepreneurs," she said. 
laughing. 

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 
Copyrjght 1 998 The New York Times 

11/16/98 11/15: AIDS Stalking Afrtca's Struggling Economies Page 10 

P.5 



F $. AGENCY I'OR 

l~TERNATIONr\L 

DE\'ElOP~lE'\T 

FAX (~ORRESPONDENCE 

DUFF G. GILLESPIE 
D.EP\J'TY ASSISTANT ADMINISTRATOR 

POPULATTON, HEALTH AND NUTRITION 
U.S .• • AGENCY F'OR INTERNATIONAL DEVELOPMENT 

MA!L: 320 TWENTY-FIRST ST., N.W. 
WASHINGTON, DC 20523-3600 
INTERNET: dgillespie\il'l.!Said. gov 

FAX PHONE: ------

:; ; :~ ,;;:;;T: L\ 00 Pe::i.:n.. Ave. NW 
Waah. DC 20004 

PH: (202) il2-4120 
FA..'<: (202) 216-3046 

Ol<"'FICE PHONE: 

/ /! 0 . tb' ~.( kl_.\£-/i ,.(jZ 
,. I ' ,' • : 

I 7 

FAX PHONE: OFFICE PHONE:_~_ 

SUBJECT: 
~~~---

NUMBER OF PAGES (including this cover sheet): ~· 

COMMENTS: 

....... ·'."i';' 

..:. ,_,...._ F'. D l · o.::: 

. '' .... _..:: . .,ii;;~.~ 
'r ·: ~~ 



tJCIU-14-1':Y37 l
~.-,.~ 

I 0 _,I 

November 13, 1997 

u·::.h r Li 

FOR MS. SANDY THUP.J1AN 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 in£ormally discuss our statement with the UI< delegation . .. 
Sorry I coulon't get there earlier. Looking forward to seeing you 
and the crew, Duff 



United States 
lnfonnation 
Agency 
WASHINGTON DC 20547-0001 

MEMORANDUM TO: 

FROM: 

ATTENTION: 

December 3, 1997 

Victoria and Alfred Hotel 
27-21-419-89-55 

Tom s1mi1ano ~S~" 
Minette - Reservations 

This is to confirm the reservation of Sandra Thurman for a single room for December 13 and 
December 14 at a rate ofR540 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. 

USIA 
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NOTE TO SANDY THURMAN 

Subject: Update on South Africa 

This is an informal note Sandy. I apologize for being p~rsistent--1 had no idea (until la'lt Friday) 
that the. President's Commission was in town last week and over the weekend. As you know, I 
recently returned from South Africa where I was the team leader to develop the design for rhe 
new US AID HNI AIDS program. There are issues and details which I would like to share with 
you on this new 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 inLo next 
(with the dales fluclualing). However, I am also aware that !!Q information ha~ been circulating 
inside of South Africa regarding a possible trip, including from rhe USIS side. I became very 
concerned 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 lat~r this 
week, Lhen I offer the following items and issues: 

• USIS and USAID are not aware of your trip. At USIS, Dan Whitman has been and will 
continue to be on leave until January 2. His stand-in, Ben Lovejoy, is nor aware of any 
details of a visit (I don't know if this is the person your office was working with, but h's 
the infonnation I get back from the USA.ID 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 to 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 technica.1 advisor Renee Saunders is 
available to help. 

• Rose Smart will be in Abidjan for the Africa AIDS Conference this week, returns on Dec 
15 and goes on leave until the 29th--hcnec, she will not be available to meet with you. 
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 lhis week. If you go next week, then many should have retum~d. bul 
appointments may not have heen taken with them. 

• December 16th is an official holiday in Sout.h Africa .. Jn 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 HN/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 
confidentiality) as well as technical data collection issues. The .~econd i.'i.sue involves the 
Minister's announcement on World AIDS Day that all South Africans with AIDS should have 
access to Viridine (spelling?), a dn1g that a South African rt;searcher has made multiple claim!i of 
cure etc, but has been discredited by the medical community (sort of like the Kemron case in 
Kenya a nuxnb~r of years a.go)_ You could be asked to comment on eilher of these issues by the 
media or others if you are in South Africa. 

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

Sincrely, 

Ale~ 
703-235-4453 -- w 
30lr585-1867 -- h 
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'V!!tJ 
RHODES UNIVF..~:>rr Y 

MARKCI'lNG AND COMMllNW/\TJONS • Td· (04e.O jJ llSlJ ·Fax: (0461) 31 1902 - e.rn.a.il: adjm~e;irllffc.ru.111:.~ 

Programme for the lisit to Rhodes University and Grahamsklwn area, Ea~tem Cape, a.9 the 
guest of the Vice·Chau(ellor 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 issues 

Wednesday 17Dc(ember1997 

15.10 
Anive Port E!i7..abeth airport, coUecccd by Ms Aktta de Villiers. Director of Marketing at Rhodes 
University, and taken to The Lodge, Gra11amstown. the home of her hosts Dr David and Mrs 
Charlotte Woods. Priv~tc infotma.l braai e"cning whh invited guests. 

Thursday 18 :()eccmbcr 1997 

08.00 
Social hist<.lry (our of Gr.i.hainscown with Mrs Helen Holleman of the Black Sa.sh. 

10.00 - 12.30 
Tea and meeting with all interested parties - AIDS educators, researchers, caregivers. action youps 
etc. While as ma.oy groups as possible will have been identified and invjred, the .short notice for tile 
visit means that .some are bound to have been rni!lsc:d out. For lhis reason, advertisements have been 
placed in the local East Cape media to a.I.lo\!; everyone involved to hear about the meeting. Media 
coverage will also help cn.sufe participa.tfon by all. 
Venue: Arts Major Lecture ·rneatre. Rhode~ University Campus 

J 2.30 - l 4h00 
Finger lunch for aU tho!>e who 3.ttt:nd the meeting and wish to stay on. 
Ven"e: Senior Common R<H.11l1, Rhodes Main Administration Building 

14.00 
DRAMAID production excerpts and discussi1)n . .ORA.MAID is a joint project Qf Rhodes University 
and rhe Grahamstown Foundation, funded by the National Depart.men! of Health. This drama 
product1or1 is talc.en inl.o the rural schools as pa:rt of a Youth Education programme.: on AIDS. 
Vttnue: 1820 Settlers Monument 

20"0N 
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Tea and tour of Grahamstown foundation projects at the Monument, with Janet Buckland. 

18.00 
Traditional Xhosa evening .arranged privatdy. 

Friday 19th December 1997 

08.30 
Visit to Temba TB hospical in Grah.amsrown aud Ma1joric Parrish hospital in Port Alfred with Pa3tor 
Mike Lazar, Provincial Manager SANTA. Eastern Cape. 

12.00 
Private visit to Shamwari Garn~ Reserve. Depart Saturday 20 December. 
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PO. Box 45038, Nairobi, Kenya. 

l 

Safari Park Hotel 



NATIONAL BLOOD TRANSFUSION SERVICE 

® (A•gi•temd ~!~,~~~o 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 for financial assistance in the Nationai 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 BAND C. 

• Donor education, information and counselling encourage self deferral. 

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

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

• NBTS is unahle to introduce P24 antigen testing because of financial constraints. 

• Introduction of P24 testing would further reduce the "window period" risk. 

FINANCIAL CONSTRAINTS. 

• Devalued Zimbabwe dollar has more than doubled the cost of imported test kits. 

• 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 

• Add P 24 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 better. We thank 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 M vere - Technical Director 
Mr D M Connolly - General Manager 
Dr M E Chitiyo - Medical Director 



THE WHITE HOUSE 

WASHINGTON 

MEMORANDUM FOR TIIE PRESIDENT 

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

SUBJECT: International Studies on Reducing Maternal-Infant IIlV 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 
lilV in developing countries. A brief overview of current knowledge, the rationale for further 
research, the World Health Organiz.ation position, concerns of domestic public interest groups, 
and the Department of Health and Human Seivices' position will be covered. Attached 
separately are talking points and Q&A' s prepared by HHS on the issue. 

Perinatal Transmission The World Health Organization (WHO) estimates over 1,000 IilV + 
infants are born each day. Women with mv disease have a 15 %-40 % risk of transmittiri.g 
IIlV 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 newborn infants 
orally for 6 weeks. This NIB study, known.as ACTG 076 - comparing AZf 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 mv + pregnant women AZT therapy in the U.S. 

An important unanswered research question is at what point during pregnancy or birth do 
women transmit mv to their babies -- and if it is necessary to administer AZT over many 
months to prevent lllV infection in infants. Because many developing countries cannot afford 
expensive drug therapies for their citizens, pinpointing the critical period in which to 
administer Az:f 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 NIB and Centers for Disease Control and Prevention (CDC) to 
design and develop research studies to prevent perinatal mv 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 Nlll 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 implementation. 
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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Page 2 - The President 

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 lilV disease. The puxpose 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) Encourage 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 lilV 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 

o 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 m.Bs 
should ensure that risks to subjects are minimired 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 amt when there is a known effective treatment for IDV prevention. She is alanned 
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 Hun:ian 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. lffiS 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 IlllS position maintains: 

o The studies address a pressing need in the global control of the spread of mv, 
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 international 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 IIlV prevention. The placebo ann is equivalent to the local 

standard of care. 

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

PRQJ>OSAL 0UTIJNE 

I. Overview 

o Description of Proposal 
o Rationale for Proposal 
o Why Dedicated Resources and a Focused Project are 

Necessary 
o Building upon Lessons Learned 

11. Background Data 

o Epideln.iology 
o Behavioral Intervention Studies· 

III. Selection Criteria for Demonstration Sites 

IV. Implementation Plan 

o DIUIS Planning Group 
o Beginning Dialogue with Demonstration Sites 
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PROfQSAL FOR DEMQNSTRATION PROJECT 

EVALUATION OF THE EFFECTIVENESS OF INTEGRATING HIV PREVENTION 
AND TREATMENT SERVICES IN REDUCING BIV SEROCONVERSION 

RATES WITHIN A DEFINED AREA 

I. OVERVIEW 

DESCRIPl'lON OF PROPOSAL 

This document proposes a 2 to 3 city demonstration project to evaluate one modeJ for 
reducing the incidence of new HIV infections within a defined area. Following an initial 
planniDg proce.u 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 technical assistance and up to $ 3 million per city over the 3 year period. 

The demonstration project would target the merging of mv prevention with all existing 
service delivery systems. High risk populations within a define.cl area would be identified, 
and multiple access points to medical care and support service.s would be enhanced through a 
more tightly coordinated continuum of care. Effectively merging targeted mv prevention 
messages into all service delivery systems in a community, linked with early intervention 
serv~, should result in changes in high risk behaYior that will translate into de.creasing 
seroconversion rates for each spocific target population. An evaluation component to assess 
the effectiveness of this intervention is a necessary part of tbe 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 outcome 
of reduced mv transmission. As responsibility for defining, prioritizing and directing public. 
health initiatives increasingly devolves to the States, it is timely to take a fresh look at the 
strucmres 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. A1 
present, multiple federal funding streams at HRSA, CDC, SAMHSA and Nlll impact on 
populations at high risk for BIV infection, with State, city, and cat.egorical grantees. New 
models of inteigovemmental collaboration should be 00nsidered to secure a better return on 
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the federal investment, and change the dynaf]ic the federal role from overseer to partner .St 
in achieving common goals. A brief talking " the "reinventing guveroment" aspectS \~- ~ · 
contained in this proposal are provided at T _. ~ \~{~ 

RA'DONAI.!l !.'QR P1!Q!'QSAL rl-~ CY ' 

The HIV epidemic has continued to expand in inner city populations, manifested by iDcxeases r 
in serooonversion rates among specific populations: 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: (fr advances in out undez&anding of primary preventi09 interventions 
have been poorly inootporated into existing service delivery programs, and (i) the target 
populations at highest risk are often outside af all traditional systems of care. 

New advances in census tract analysis and demographically based consumer research has 
improv~bility to characterize behavior patterns of at risk vulnerable populations, along 

? with th~atterns between high risk and lower risk groups, much more spec.ifi.cally 
' 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 blocb 
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 studies 
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 settings offers a unique opportUnity to reduce 
seroconversions and the burden of new HIV cases. A bibliogu.phy drawn from a review of 
the literature supporting this hypothesis is provided at TAB -Z 

I 

To reach the greatest nwnber of persons at risk for mv, it is necessary to tualize 
HIV prevention as an important and viable activity within all care settings -- includhlg family 
planning clinics, STD clinics, commuDity health centers, substance abuse intervention and 
treatment programs, maternal and child health providers, episodic eme.rgency room 
encounters, social service agencies, and all primuy care delivery sites. Affected community­
based orgmrlzations, high risk communities, the provider health and social servioe 
community, health departments and policy makers all need a concq>tual framework in which 
to achieve the merging of preventi011 efforts with seIVice delivery, and specific knowledge of 
effective prevention messages for each population. As many individuals at highest risk for 
HIV infection remain outside delivery system settings, engaging community sapport and tmst 
for these initiatives is critical to the success of the project. 

WBY DEDICATED RESOURCES AND A FOCUSED PROJECT A.BB NECESSARY 

Most grants administ.ered by HRSA, CDC and SAMHSA include a requirement for 
coordination an.d collaboration with a diverse spectrum of service providers. Coordination 
requirements uswilly revolve around getting individuals in ueed 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 · :C lJ' 
address the needs of existing clients, much less identify potentlal clients or inlplement HIV 

prevention strategies as a focal activity. In the case or the Ryan White CARE Act Planning~ ~ 
Councils, preventing or reducing HIV transmission is currently beyond their c~; the ~ . 
same is true for T'Itle X clinics, substance abuse treatment programs, and community ht3ltb ,.--
oenten. To successfully bring these providers to a shared table and invested in a vision for • 
lllV prevention that may exceed the scope of their individoal agency mission, a range of \)\ ·W) 

~ 
~l\\f,' 
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moner.ary and nnnmonetary incentives will need to be defmed. In addition, public and 
private sector agencies and conununity-ba.~ 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 ove.rcorue turf i8llues, fatigue, bun.::aucratic ~, and 
discrimination. 

Monetary resources should be conceived of primarily as "glue money" intended to enable a 
coalition of providers and community groups to come together and maximit.e existing 
resources, achieving 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 pottion muse 
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: 

vmbility - use the presence of the federal government to bring much needed 
attention to mv at a time 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 cOalltion developlbent - 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, distinguishing it from other "flash 
in the pan" federal interventions that communities have grown to expect and distrust. 
Creating a sense of collective accoontability among providers and groups within an 
area is an important goal. 

training and technical assistance - the federal government bas many te80Uroes to offer 
to help communities reach their goals. For communities to view this positively, 
T/TA should be driven by assisting communities to identify what would be most 
helpful to them -- and then being responsive. Exampl.e5 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 - tbe federal govemment should 
be responsive to a facilitated "bottom-up" identification of actual obstacles to 

P.5 
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effective perf0I1Dance and to the coordination and maximization of existing resources. t. .1 

As specific barriers are identified, the Department should work in partnership with 
the state and local govenunent ~_a mutually agreed upon solution. (Further . /, 
discussion at TAB ~-_7 ~ w·~ ~~~~~ ~ Y 

BUlLDING UPON I :!lSfillliS P'W1"P ~ "" 

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 lessons 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 undeqrinnings 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 
oowJien, more true than in the context of effective HIV pre\l'ention. Service delivery 
systems should be demand driven and actively involve the communities to be served. 
While this bas been the hallmark of Ryan White and mv Prevention Planningt it is 
made increasingly complex u the epidemic diversifies into disenfranchised groups. 
In addition, this orientation baa not as readily characteri7..ed other federal programs; 
as communities seek to integrate IDV programs into a broader social context, this 
philosophy will need to be reiterated. 

(2) intqrated 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 ]X)int an individual accesses any 
point in the system is the increased opportunity to effectively engage them in a 
broader range of health and prevention services. In addition to health care and social 
service locations, HIV prevention efforts should be integrated into other service 
systems where those at risk may find themselves~ such as d.rog treatment programs, 
homeless shelters, soup kit.chens, and halfway houses. 

The Healthy Start program, now in its sixth year, has funded and facilitated locally-driven 
processes to reduce high rat.es of infant mortality in selected urban areas. The federal 
goveroment 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 
1earned that impact on the planning for this demonstration project. Some of these are 
provided in brief: 

o clear definition of expectations and accountability 
o value of flexibility as no one model fits all cities 
o importance of continued federal involvement and facilitation of local dialogues 
o essential role of consumer involvement to reach the people you want to serve 
o importance of engaging community 1e.aders who have trust a1'd credibility locally 
o the critical role of community-based outreach workers in reaching people not in care 
o importance of technical assistance, training and supe:tvision when using outreach 

workers from the community or nontraditional providers; mentoring, peer lea.ming 
opportunities, nurturing leadership 

o technical assistance to small CBOs trying to respond to RFPs for funding 
o recognition of community priorities 
o building in sustainability by linking with stakeholders, building equitable and effective 

partnerships 
o import3llce of supporting activities key to succc:ss but hard to find rcimbumment 
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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 
empowennent zones, entetprise zones, the CDC Prevention Commnnity Planning processes 
and Ryan White CA.RB Act Trtle I Planning Councils. lbese will be identified and 
inrotporated into subsequent planning sessions fur the demonstration project. 

Il. BACKGROUND DATA 

BPIDBMIOLQGY 

1bc public health burden of HIV remains enonnous for the nation, a11 the leading cause of 
death among Americans between the agell of 25 and 44. The epidemic continues to be 
cb.aracteri7.ed 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 cliagnosed 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 uxt>an areas raises hope that a significant decrease in 
new transmission could be achieved by intensively focusing efforts among popu1a.tions where 
mv rates are high, instead of broader educational messages aimed at the general population. 
Although AIDS is a late manifestation of mv disease, AIDS cases are the only nationally 
standardized measure available to emmate the geographic di 'bution of mv disease. 

Surveillance data and epidemiologic profiles ~oral risk factors for 
mv and chaJ'acteriudldescribed those transmission is most 
commonly occurring. Summary statistics ( ec:t the rising proportion of new 
cases among subst.ance abusers, com.mu • · of color, omen and adolescents. What is not 
captured in aggregate data is the presence of m • concum:nt epjdemics 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 
sros, substance abuse, tubelwlosis and poverty often cbaiacterize the epidemic among 
specific groups, increasing the likelihood of HIV transmission throughout that specific 
population. It is wen recognized that the behavioral characteristics of tbe mv qlidemic 
among a community of young gay males differs significantly from that of a longtenn mu or 
minority woman infected through heterosexual tiansmission. These differences influence 
which prevention strategies will be effective and what access points individuals enter system& 
of care through. 

The following five .Principlea support The epidemiological rationale for this demonstration 
project: 

1) RIV enters new groups through a seropositi...e indi'fidual 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 is important to 
engage persons at high risk for seropositivity in a service delivery system where theiT 
mv status can be assessed, and if necessary, tmrtm.ent linkages made, to reduce 
further transmission. 

2) m.v tradSlllission continues to be primarily through the high risk behaviors of 
unsafe sa and sharing of injection needles/syringes. Targeting effective preveatiou 
messages and early intervention strategics/progxams at these risky behaviors will 
reduce the rate of new seroconvers.ions. 

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

4) DIV transmission also ocurs among individuals who are in "low mt behavior" 
groupinp who are exposed by mixing patterns with seropositive individuals. 
This represents the "hidden risk" that i1 often present fur partners affected 
by heterosexual transmission and subsequent vertical transmission to chilchen. 
Identifying individuals who are unaware of their risk requires a heightened awueness 
among all providers who care for them in diverse seuings. 

5) muHiple studies show that behavior cbauge dramatically reduces or elinrinates 
the risk of Infection for a measurable period of time. Recent studies on behaviora.J 
intmventions 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-de.fined local 
epidemics, and follow the impact on the rate of new serooonversions. Different 
approaches may be required to effectively impact on distinct or or overlapping 
concurrent local epidemics. 

A significant proportion of seropositive individuals remain unaware of their mv status until 
the emergence of symptoms. Review of CDC,s most recent data from publicly funded HIV 
couseling 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 (<hug treatment). 
By contrast, data from blinded surveillance midies has shown higher nd:es of seropositivity 
among high risk groups. Data through 1992 found a median prevalence of 7.8% among 
mus in drug treatment programs; among African American mus was higher at 18.4%. 
Locally based stzategies to increue awareness of mv risk among high risk populations and 
acceptanee of voluntary testing is key to breaking the cycle of mv uansmission. AB over 
60% of persons iqx>rting a voluntary HIV test in the National Health lntmies 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. 

P.8 

laJ 007 



5-06-1 995 1 : 37PM 

12/ 14/IHI lti: 23 

FROM 
~202 ISYO 7560 HHS NAPO 

Bmh VIQRAL INTERVENTION STIJPIES 

( ERIC .. Please insert a reviiew of key studies as appropriate) 

m. SELECTION CRITERIA FOR DEMONSTRATION SITF.S 

Two major urban areas wffi 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 heavily on severity of need measures, with a second site combining consideration& of s 
everity of need with effectiveness of local :infrastructure in order to maximize the opportunity 
of a successful result. Prerequisites for selection ineblde: population over 500,000, and the 
presence of a public hospital, Class rv virology laboratory, substance abuse treatment 
programs inchlding methadone clinics and harm reduction programs, community health 
center, family planning clinic, STD clinic, entities with substantive lUV prevemion expertise 
with the c.apacity to delivery technical assistance to community based organizations, and data 
and statistical analysis capacity. '[UERIC .. DO YOU WANI TO ADD TO TRIS .... 11 

Unifonn statistical data was collet"ted from all cities with a population equal or greater to 
500,000, which numbered 27. Cities were ranked 1 through 27 on the individual panunet.ers 
listed below, then individual rankings were summed up for a cumulative city score. The 
highest scoring city was selected as one demonstration site. <ERIC - WHAT ABOUT 
SJJBJECTIVE RATINGS FOR ALCOHOL AND.SUBSTANCE ABUSE - ANALYTIC. 
DESCRIPflVE.. AND :MENTAL 111.AI:I]ll 

Sodoeconomic and Demographic Characteristics 
o poverty rate 
o perceut with less than 12 years education 
o unemployment rate 
o work-disabled, 1990 data 

Maternal and Iofant Health Indicators - tabulated sq>mtely for 
white mothers and African American mothers 

o low birthweigbt .rate, 1992 
o very low birrhwejgbt rate, 1992 
o late of no prenatal care for live births, 1992 
o percent of live binhs to unmarried women, 1992 
o percent of live births born to mothers under 18 yrs, 1992 
o percent of live births bom to mothers with less than 

12 years of education, 1992 
Notifiable DWeases 

o tuberculosis cases and case rates, 1993, 1994 
o AIDS reported cases and case ~, 1993, 1994 
o rate of mv infections reported (where available) 
o sexually transmitted diseases 
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a. chlamydia reported cases and rates, 1993, 1994 
b. gonorrhea reported cases aod rat.es, 1993, 1994 
c. primacy and secondary syphilis reported cases and 

rates, 1993 and 1994 
d. early latent syphilis reported cases and rates, 1993, 1994 
e. late and late latent syphilis reported cases, rates, 1993-1994 
f. congenital syphilis reported cases and infants under o~ 

year of age, 1993 and 1994 / 

A broader discussion of the severe need measures, and infrasb:uctore issues • &eel in the 
selection of the second city, is.~c~uded at TAB_, along with a ®so· on of the HIV 
epidemic in each city. A list of ill grantees receiving DI!!JS-ftnftlS within each city is also 
included, to show the breadth of programs and P!2Yiderf serving populations at high risk for 
HIV within each city. 

IV. IMPLEMENTATION PLAN 

DHHS PLANNING GROUP 

A small planning group will be convened to bring expertise in mv 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,mvtew demographic data of the HIV epidemic in each site in light 
of the most current researeh data regarding primary and secondary prevention; 2) review the 
list of cummt DHHS grantees within the city at TAB _ and identify how to wort with 
grantee programs within individual agencies to facilitate coordination with the goals of this 
project; and 3) advise on the necessary romponents for a thorough evaluation of the 
demonstration project, including statistical and data analyses necessary to show reductions in 
new seroconvenions. A second group of external advison with specific expertise in 
substance abuse treatment, mv prevention, behavioral research, and STD programs will also 
be brought toget:he.r on an ad hoc basis to meet with the DHHS Planning Group. 

BIPINNING DIAWGUB WITH D§MONSTRATIQN SITES 

To date, there have been no discussions of this proposed demonatration project with potential 
cities. The specifics of which specific city/county/swe entity is best positioned to take the 
lead in worldng with DHHS to implement this project depends on the final choice of 2 cities. 
In the Healthy Start program, different configurations of grantees included the city heal!h 
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 
coounnnitics in substantively reducing the burden of mv that they bear. Community­
speciflc demographics and dynamics will determine the most effective strategies for engaging 
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individuals in a system of care at whate\Ter point they access SCJVices. Many persons at high 
risk. for IDV, or seropositive but unaware of their status, live in communities which have a 
historic distrust of "systems" -- hea1th care or otherwise. Achieving ownership of, and local 
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leadership for, these prevention goals is essential. To that end, the manner in which this · 

failure. -~ 

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

o assist cities to establish a dialogue al."l'OSS communities and diverse provider groups 
serving individuals at risk for lllV, with a muhiyear federal commicm.ent to the 
process 

o provide technical assistance 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 

o provide technical assistance as requested m establishing dialogue with health ~ 
and social service providers within t.ach city; support the development of an HIV 
prevention focus among an providers serving high risk persons; make HHS 
personod available to do meetings in institutional or other settings 

o promote the ilt\'olvement and cocmlination of DHHS grantees within each 
city with the effort to integrate HIV prevention and treatment in all 
settings; at the fedenll level, develop and sustain a dialogue between those 
programs serving persons at high risk for mv to better coordinate mv prevention 
into service delivery programs DHHS-wide (Title X, S'ID, substance abuse 
prevention and treabnent, Ryan White, etc) 

o 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 technical assistance needs of community outreach 
worken; ,. 

o make available through technical assistance infonnation about successfnl models 
and behavioral intervention research applicable to the demographics uf at risk 
populations within the city 
city 

o work in partnership with city/state/coonty govetnIDent and public health entities to 
identify administrative, programmatic or regulatory barrlen 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 fint year to support the 
development of a federall state/city/county partnership and to assist in integrating a 
prevention-trea!ment continuum across service delivery settings and community outreach 
programs. Depending on the specifics of sele.cted 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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U1 huud• Perez 
hllJ:CJfOR: HEALTH PROMOTIO~ AND COMMUNICATION 

: j 
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SOUTH . CAN LAW COMMIS.SloN 

I 
DISC JSSION P.APQ 73 

. ho.lect85 

ASPECTS OF.TH : LAW RELATING TO AIDS: 

WV/ AJDS and Discrimination in Scboola 

CLOSING.DATE FOR ~OMMENT: 30September1997 

ISBN: :0-621·27697·9 

Hlltl3H l~NOI~~ 82:El L6, 22 l~O .At#. r II"'!. ·'-.\.W~~ft f.n 1·1"""4sC U .. i&Q ... c.tlQ'AiDWWWN:tl*'l"•Htn?A~ .'.~ ...... ~-'"~vt-•.-·---·- -· 
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1 ~ raon1 ICTJON 

l 1 1 ~ ~t1111t• African Law Commission was :stablished by the South African Law Conunission 

,\,.1 f19'i'~ Actl9of1973). 

I h io. 1pI!111 ti rs of the Con1missiorl &re -
I II· Hooouriable Mr Chief Justice I \.fahorned (Chairperson) 

I hr- Honounble Mr Justice P 1 J Ol Vier (Vice-C~airperson) 

I I 1 t Honourable Madam JtrBtice Y •ok:goro 

,, ii - J J Gauntlett SC 

~ t 1 : Mojapelo 

f 1111 RT Nh1apo _ 

~h: Seedat 

· 1 ii(; k,, ~ 111111: s of the Project Commiuee for :iis investigation are -

t 111: 1 lonoti:rable Mr Justice B Cam >n (~ 

11t1 i Achmat 

t '' I I Haasbroek 

~. f ~ ,,_ - Makhalemele 

f 11 fl.J J Matjila 

I t1 '; I Mrshali 

I · 111t 1 _ T Nblapo (Pull~rimc member ·f the CorrunU:sion) 

111 ~ t 1 onourable Mr Justice P J J Oliv :er (Vlce-Ch~n of lhe Commission) 

I' f ~- I )efiel 

ft• ,1 F.: Strode 

I • 1 ,1 1 W van Wyk . 

'l 11. ;J1.. 1 rH•. is Mr W Henegan. The Com ission's offi~ are on the 81.b floor. Z28 Vfsagje 

S1i \.1.) • 1,- 1. 11 .1. Correspondence should be a ~eued ro: 

11 i.. f. cretary 
.i'll, , 111 I• '-frican Law Commission 
Jil• ~I·: BagX668 . 
~ ll J· I _>RIA 0001 

'l i.i,;1111, 11 - (012)322-6440 

lawcomOsalawcom_org,za 

1(012)320-0936 

\VWW.law.wits.ac.za/salc/salc.html -

•• I 1n·.:·~ l"l'""•••s••&•••t•I•••=•u a .e.m aius fil"lt!3H lljNOLH::ll-l 92:§1 4e. ??. .•. DO 
-··~,·.--··· ... ··• 
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irista W Van Wyk (member of the projed. committtc) 

111 , 1 w ilertook addldollBI rc:Kan::h for • discu~io'jl p~por. 

DO 
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PlirEFACE 

11:11. ·H~··11.sion paper (which refleccs inf ation accumulated up to che end of May 1997). bas 

Ill.~· p11·pt ,·ed to ellcit responses from key >artier and ro serve as a basis for lhe CornmiSliion's 

, ti.. i H ,, , 11111 l11S. Following an evaluaticn1 oft 1e ~ and any f~~ deliberations on the maUe.. 

Ill·. • 11p111,ssion may issue a report on thi. subject whidl will be su'bmlued to lhe Minister of 

.ht .. 11 .• l11J Tabling In ParllamcnL 'Ibe vie S1 conclusions and recommeoda&ions in this paper 

<.11, ·• : 1 ,, .:l11.1gly not to be regarded as ihe C munwion's fmal vie\VS. The paper is published in 

t1111 .. ·. rt~ •• provi~ persons and bodies wis Wig to comment or to make suggestions relating to 

1111.: • ... , .111l ,)f this particular brancb of the law with sufficl~t background infonnacion to enable 

'I 11.. 11 • 1, , 11I11 .;e focused submissions before e .Conun1Mton. 

h•• lhr 111 '"'enienceofthe reader as 

~111· ! l'bl 11u the next page. 

acy or issues dlacnssed and requests ror commen.t 

l i.. 1 , -11 w ,ission will assume that res enta agree to the Commission quoting from ,or 

• •.. 1, ! : 1 r ,11 h.· comments and attributing unents to ~ms. unless representations are 

111.,1. I I~. rn)fidcntial. Respondents should )e aware that the Commission may in any event be 

• (. • 1 •, 11 I" 1 I 1 <, release infonnation contained in represeniations under the Constitution of the 

h I!:! •it :t l 1 , , I South Africa. Act 108 of 1996.: 

tii; .• 1 ""1trm1s are requested to submit wri: • commencs. representations or requests to the 

• , .' 1 • , • , ~I · .. 11 'n by 30 September 1997 a1 . le address appearing on the previous page. The 

, , ·" " 1~. 1 • 1ill endeavour ro assist you wi particular diffi~tie.s you may have. 

I 11. : . : 1 111 • , let a.Uoeared co this project, wh may be contacted for further infonnation, is Mrs 

-1 t 1 111 . ,,, .1ga. The project Lea'2er responsi le for this project is the Honourable Mr Justice. E 

Hl. ""ltl:JH "lttNOI .lt;jt..j 52 : El '-6, C::C:: .L:JO .......... ----~·--.,,--.. --.. - .... ----·- - .. _,__.,_..,...1•.··-· ,..,_._, ____ ... -........... •·····-·· ..... - ···--·-·-·-· .. . 
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(iv) 

·.lbe risk of HIV tranSmlssion in ~choolJ, undet nonnal ci~umsbUlcas. is riegligi"ble and 
' ........ _ .. _ 

1here are also no known case.to: transmission of.~ in the ed .. cationat seuing .. 

~1 1'1evertheless, HIV/AIDS will lLIOubtedly affect most schools . 

.; I Amongst children. th11: timportmt route of mv tmnsmialon by fw is voni<:31 

I I 

(from 111<Jtber to baby). ~though Che majority of Infants with lDV in South 

Africa are unlikely to ~ch school going age,· recent srudies show that some 

infected children may :nain symprom-tree up to the age of seven years and will 

oi.ng age. 

Statistics also and young adults account for a 

disproportionate share f the increase in mv infection in our country. 

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

time off to look after ung ones 8' home. caue for a sick parent and catty out 

household tasks. Tilis ts no1 only emotionally draining to the learner but may 

diarupt the learning p wcss. The education authorities may be faced with a 
--
situation where r dl:op out of school because their guardians are unable or 

unwilling to pay for sc:iool requi.Kites. Sidme&s and death of a learner may also 

impact on both other I amers and educators. In the taaer stages of AIDS a sick 

teamer may be abscn. for almosc 80% of school days. There could a1&o be 

increasing disaiminat .on·because of 1tigma. 

.The Coznmwion in 1995 in is Worklri.g Paper 58 made preliminary reco1l'lme11dations 

on HIV I AIDS in 5Cltoob. The ~ '9/ete .based on the nesliaibl~ ris~ of ttmWnlssi<>P of HIV 

in the achool setting and th principle ·of ·l'On-discrimination enunciated In the 1993 

interim C0nstitution . 

! 
i 
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The Commission specifi · Uy 'oncluded rhar HIV testing should not be a 

prerequisite for admission t > schools or fbr continued school attcndJlQce; ·chat a 

learner may nor be barred fr m continued school attendance .solely on the ground 

of !\it or her HIV infettion that confidentiality of AIDS relqted infomutioa 

should be maintained.; that ~e educatioq authorides ·should be compelled ·tiJ. 

provide AIDS information 

to primary and secondary 

education as part of the· compuhoi:y clirriC.ulum 

ool leamm: and thm &he education autb~ri~ 

should establish ·a clear · d compreh~ive Wlliona.l policy .regarding the 

management· of learners wi HIV In which these principles are embodied.' 

The Commission at the time fmtpha.sised tJJe lack of a unifonn national poliey 

dealing 'Viith me issue of f AIDS in sclwols. 

I he 1•~ponse5 received to these prer hwy recommendations were generally supportive. 

1111:1y reflected thal a Jarge meuure· >f Consensus :on tbe need for, and contents of. a 

11a•iO :1al policy on HIV /Ams for sch >ols exfsts. 

1 hlil ri;·eent well-publicised crisis caus :! by the •pPl~cation by Nkosi Johnson, an eight-

' .. ur-old boy wilh AIDS, IO be adm • lO a public school in Johannesburg, the reaction 
' . 

, : 1 1>0r rie members of the public and th! apparent laCk of a. national education policy on 

1111' i~ i ue, undencore the lesson that th~ situation has not improved since 1995. This is 

k•q1lv~ the fact that the South African chools Act waa passed in 1996 which gives effect. 

, . , t 1ot ·:: the spirir and letter of ?M 199 · .Con$tilutioni by protecting lecners from unfair 

11o-,:rht1huwon and by guarantee.ing ~their righ~ to buic education and to eqµal 

.,, , 1!SS to public schools. 

o 111 , 1ell• of the Commission's initial wo on the mbttet. the proj~r committee has, since 

11 1, Nkosi Johnson incident, been enga ed in infonnltl discussions and liaUicm whh IJ:Je 

, , .. 1,dftl Jlent of Education to ascertain w 

1 t imc~ng resolution of the maiter. 

the Commblign could be of assistance in 

present proposals and policy have been 

, ,, , nloJ•OO in a joint c.onsulaative process They result from input and guidance from the 
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will again be included in the comrnlttee"s wotk when 

comment on this distu1sion p ls processed and fanal recommendations form·ulated.. 

The prqlect committee Is oft te view thatrc:ccnt experience sugests dw a predsdy 

dir~ and clc..rly ' .:pollc:y wowd ~legal certainty and help prevent 

btJ11Stiee to learn.en wid:l .• It thus provt&lonall.y nx:ommcndS tbe adopdon of' 

a national policy on. IUV/ : S ia scheols that ~ aonsdtQre a set of basic· 

prtndplai from which the go Mnlng bodies of schools may not deYlate. Pr-ovislon 

is ma~ for the governma ~y, in addition, to adopt an HIV/AIDS •chool level 

policy to &Ive operadonal liCt to tJae national polrey. The school level polfoy may 

ucs or the specific school and coJDJDwdty. tbou1b it 

UJ,ay not deviate from the ~nal policy's basic principJes. In the abseu" of a 

school level policy the natlo , . policy will apply • 

. .. 
The pr-oposed policy- whi-=b would apply to pubU~ as well as independent 

scbools - Includes th :!following prindplcs; 

lle8'Ul2 of learners as a prerequisite for aclmlssi.on ta any 

school, or ¥ unfair ~rbninatory. treatment (for ~e by 

r-etusing con . ued school attendance solely on ~ basis of the IDV 

er), 15 not Justified. 

1rccognbed that Hpecl.al measures in respect of learners 

with IUV ma, be necessary. These must be medically lndkated or in 

the l~er•s best i"terest5. 

Learnl!rs" · ~hts in respf!Ct of privacy are confirmed •. Where AIDS 

related info. P,ldion a. diadosed to the educatlonal authorities, the 

policy pro . ~ that. ~t wbere 9tatlltory or other lqal 

authorisatlo · Qim. it may be di~ only with the _,.bmo con.&ellt 

of the learn r (above the qc of 14 yesn) or In other .cases with th&t 

j 
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The nee& ot Jti ers "1th Hiv should. u far as Is reason~Jy 

praetlcable, be ac:co oduecl within the ICbool environmeut. 

.All learners have right to be educated OD· AIDS. sexuality .and 

healthy lifestyles, . n order to :p~tect themselves against HtV 

Infection. The pol" ~y recognises the need tor comuhations with 

parent communities In order to ensure that squality edueation will 

accord With the co JDllnity eth0$ and \'alues. The policy requires 

that.Information be· ,iwa In Bil accw-ate uad scientific manner. 

should be inlplenientcd by all schools to 

furtker minimise tb negligible rlak of transmJMion of mv in the 

edu"8tional setting. The policy contalns specific promlons on 

pariicipation lb cont ct sports. 

t he • :llraft poHcy is attached for co ent. The project c:ommittee wlll especially 

.~ olc:<•me consment on whether the >roposed rutt,ionel policy should aim apply to 

:,1·hoc: H hostels, and if so, whether a diiionaJ policy naeasu.res are necessary. 
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N TICENO-OP1997 

DEPAR l'MENT OP EDUCATION 

PR.OPOSED NATION ~POLICY ON HIV/AIDS FQR. SCR~~LS 

I .............................. , Minister of ucation, hereby give notice hi terms of section 3 of rhe 

t·1ational Education Policy Act. 1991S (Act No. 27 of 1996) that. after consullation with.5UCh 

11lp1 ~>priate consullative bodies as hn 1e been establiahed for that purpose in term& of Aeetion. 11 

, , t ct .:1t ~ or any applicable law, I h LVe determined the national policy to be applied in respect 

, , t f. ::CV /AIDS for schools as set out .n the Schedule hereto. 

I d 

NATIONAL PO ~ICY ON HIV/AIDS FOR SCHOOLS 

There are no known cases 1f the ttansmission of HIV in the educational setting. HIV · 

through blood, semen, vag al and cervical fluids and Dreast niliJc.. Although tlm virus has 

been identified in olher bod r fluids such • .saliva and urine, no scientific evidence exjsts 

that these _fluids can ca.use mission of HIV. 

Because· of the increase in i ifection rates, leamc:n with IUV I AIDS will incteasingly form 

I 

J 
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pan of the school population. M and more children born "'ith HIV will. with better 

rne ::lical ~. reach school. going aa I aiid at&cnd primary schoot.s. Indications that young 

~,.,,Je are sexually active, mean increasing numbers of learners attending secondary 

•chc,ols might be infected. lntrav nous drug use may also becomt an increasingly 

unj1ortant source of~ tnmsmis.slon among learners. Recipients of infec1ed blOod 

.,ar .. :~fusions. primarily haernopttlli · • may •bo he present at sdJoola. 

J 1 is impossible to know who is inf-e ted and who noL Even if mandatory seteening for 

HI\' of all learn~ Were imptemen ed, it would be impoasibJe IO kDow with c.enaincy 

whc• were illfec:ted and who not. o ·to effectively exclude infected (or subsequently 

1nfe:ted) learners. 

t ~hildrea 'With HIV/AIDS .should lea as full a life aa possible and .should not be denied 

rhe c•;pponuoity io receive an educatl •P co the maximwn of their ability. Their infection 

11s s .tch does not expose others to significant risks within the edUcational setting. 

ftoy,i:ver. if it ts ascertained that an· fected learner~ a "'mMicaUy recognised risk" 

111 ot •1ers owing to seoo.ndaty infec:ti >ns, approprialC measures may be taken. 

J he r1egligible risk of transml5$ion· f HIV can be further min~iSed by following 

·.11:1.nc ard infection control procedures good hygiene practices ·under all cirou.msran~. 

f u rh:~ educational setting chis mc1UU that all blood. open wounds, breaks in the skin, 

111.1 a.z~:;) and infected skin lesions, as well U all body fluids, Should be handled in Ii& . . 

1,rosc 1·ibsd manner by a member of s ff. Stiicr: :a~ence to univerSal precaution.$ UDder 

1U t.-in:wnstanCM is advised as the sta :e may be liable for aoy damage or loss c:.auaed ~ 

r1 n?Sl 1 lt of any act or ornis.sion in 

, pub Uc sehool. · 

~don with any educational activity c:ondueted by 

'iood hyglene prnctice.s also includ: that lclllilen wiih illnesses such as measles, 

t 100 f'ing cough and mumps should b kept from school to protect all other learn~. and 

.. ~pee i lllly those whose immune sys ns may be impaired by HIV . 

• 
···- ............ _.__ ..... lll _____ mi!:H~l ']:t~.J~~I..J£4!LEE :£l .!-6. ~a._ __ DO 

'. I ~1$11• £ $$ •az S U XU Ii 
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Learnma mould receive educsti m about HIV I AIDS in tlle cont.exr of life skills education.. 

HIV I AIJ)S education should ot be praented u an isolated learning content. The 

purpose of educalion about , '/AIDS is to prevent HIV infection and ·to allay excessive 

feazs of the epidemic_ Rducstio a.,$1\0uld ensure that learners acquire lhe age-appropriate 

knowledge and *lib they will to adopt and maintain behaviour that wiU mlnimise 

" wil• include lnf onnatlon on Ille sexual transmission of 

use. which will be offered in a scientific mimnu. In the 

elementary cluses. educatio about HIV I AIDS should be provided by the regular 

educator, while in secondary grades the guidance counsellor would ideally be the 

8-PPropriBte educator. Because· the &eNitive na;ture of the leatning content. the educator 

selected to offer this education should be speclflca11y trained. &iculd feel at etU with &he 

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

In accordance with tbe com itutional guaran&ccs of the right to a basic and further 
.. ' ., .. 

educatlon, die right not to b : unfairly discriminated against. the right to freedom of 

access io lnfonnation, the ri t w freedom of conscience and the right to priv:q, the 

followiilg pollcy shall .constit Jte national Policy. 

11 aifhaltlons 

In dtJS 'policy any word or rmion to which a meaning has been Wiped in the South 

i, 11ican Schools Act, 1996 (Act No. of 1996). shall have that meaning. 

/\ tlmission aod t,,stlng 

J ( :1) No teamer "Will be denied a n.ission or continued auendance at school on account of his 

1.1) lbe iestina of learners for IV as a prerequisite fol:' sdmisslon or continued attendance 

·' 

; 

. I 
H.llt13-I lt:NO I.l~ 2E : Et .l6. 22 ·---"'l'""""JO"-__ J 
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I ·111 111 i f'lllr 1 tiacrintlnatlon 

1 111 l'lo·J,w-ne_r with HIV may be unfajrl · diScrlminated agailist. 

I .:; I Any !ipeCW measures In re,,pect of le amers with HIV must be medieally indica&ed or in 

~ti.. lt-11 u~rs .()est fn1erests. 

~ 1 1 J .\ chi'ld is aititled to the same rights · .-espect of the prorection of his or her privacy as 

J • • ·~ I 1·I1 and ~:uch rights :are limited co the 15 

1 ~ 1 ~ Jtho Llgh diaclQSW"e to the school prin -pal is probably not legally enforceable (jn view 

'> 1 i 1; · 1 .1ct u .. u the Regulations relating to "ommunicabJe Disca.scs and me Norification of 

1"11 .. 1t11t1f,l1:1 Mt:dical Conditions, 1987 .have rnver been applied and will probably shortly be 

; 1 1 .i , ·· 1 by n~~w Regula.dons), it may general y be in rhe 'Mst interests of thelevner with lUV 

1 J' . ' .· . 1 i nple that spacial needs may be: mc;id l . the principal or olher care giver is inf onned. of. 

111.. 1 ''·"'· c0nditlon eilher by his or her parents or guardians or by the learner him- or herself (i.f 

11"- I:· ·i. ,,t1r is :1bovc the age of 14 years). 

1 I) '1te ptJncipa.1 or other person to who this information was divulged, may not infonn 

111 ~ 1· l;SC 01~ tbc cpndition of the learner wi . HIV except with the infonned written consent 

.i u-, t, 4mer (above the age of 14 years), ~his or her ·parent(s) or guardian. Disclosure 

·i 1.. , , · is jtrntified only if statutory or other legal authorisation exists therefo~. 

, '1 .. hooli> must inform all parents of the in ::idcnce of infectious diseases {meaning common . 

. l; ~ 1 I! . , 1 d~ 1ses) in the school. and of all ino :ulation programmes that are implemcnled Bt the . 

' j, ·' 
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•j 11) The needs of learners with m 'at leamers affected by HIV shall as fAr I! b reasonably 

1 ··t l$d i cable be acc;o~ated within the sch~l environment. 

1 1 1 Lumen; with JDV arc ex ~ to anend class~ in ac.cordance with statutory 

1 i:1fuh"emencs for as long as they are ible to function effectively. They have to supply written 

I rPlSCHlS for any absence. 

t ! I Ac.idflnic work should be ma availAble fOI:' personal study at hom~ and parentg should 

t ',. itll ·>Wed to educate leamcJ$ wilh . IV when they become incapaciwed thtough illness, or if 

111 r, y : '.ose a medically recognised heal h riSk w ottJen (for instance if such a learner has a ~ous 

~r1•011d8I)' infection which cannot b treated and anild be traosmia.ed to.other peoons in &he 

·' , 1un .. : of day co day comact). 

, t 1 Learoora with lUV who deY. ~lop HIV .el•ted behavioural problcmn or are .subject to . 

! ) u un >logical damage could, if necess '1-y. be ~mmodated within alrematlve structurus in the 

., .amt institution . 

,, ( 11 A coriWwing HIV /AIDS edu a1ion progranune will be implemented at all schools tor all 

,,, i;af1H:rs, educators and other membe · of Sf.lff. Parenr.s and guardians will be intonned about all 

J 11 v. ·A.IDS education. the lcaming tent and methodology to be used. 'Ibey should be invited 

, , , va 1ticipate and should be made aw re of their role as sexwillty educators at home. Other major . 

1 , d ~-players in the community (fo · example religiOU$ and traditional leaders) should be 

i" kn•>wledged and infonned about e HIV/AIDS·cducetion offered in schools. 

1 .1 1 Age-appmprtare educadon ;mv /AIDS will fonn a pan of the curriculum and will be 

1r1lei:rated in the life skills education >rogramme for primBIY and secondary 1ichool leamers. The 

, .. .j~1c~1tion prognunme will be aimed t giving Information on the reality of HIV. AIDS aind STD 

I .J 
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1, ' ·~ ually transmitU!d diseases) in South frica and at developing lhe life skills nl!cessary for the 

111 , · tmdc 11 of STD, lilV infection and te nage pregnancy. 1be infonnation will be given in an 

"•• , 111 ate .md .scientific manner. 

I l 1 I .eatt1i!fs will be encouraged tO make . :Se Of health care and COu.nselJing facililies inciuding 

.1 , • 111 "duel lve health care. 

1 I· _;\ cu: 1:ure of non-discrimination towa. d5 people with HIV will be cultivated. Learners will 

1 .1 t mght how to behave towards and live· iviJh a person .with.mv. Social norms agaimt drugs, 

: · il'll ab'Dae and violence will be promot d. 

l .1111\ ersal precautions 

·. 111 All schools will implement univ al precautiom to mi.nimise lhe risk of transmission 

' 11t1 hlood-borne pathogens. including '• in «he educalional setting (in the case of HIV. this 

· ' ·: 1 , ., negl :tgible). All blood. open wounds breaks in the skin.. grU.es and infected skin lesions, 

! " " .. 11 as •·ll body fluids, sboµld be t.rea as potentially infectious. 

1 • • All ~ooJs will have available at st two fim aid kits each of wbJch contains nvo large 

, 1 J. I 1 ..... o m~~ium pairs of disposable latex loves, two large and two rnedium pairs of rubbt~ 

I, 11·, 11old 1~lovas for handling blood-soak :cf·mareriat in specific instances (for example when 

1. 1 . 1 , H gh.:;s makes the use of latex glo ·es inapproprla&c)~ absod>ent material. waterproof 

1 ·t 1.· ,. ,;5, di:finfectant (such as hypac:hlorite)~ scissm"St cotton wool, gauze tape. tissues. containers 

t ••• ·••er, artd a ard.io-pulmonary resuscitat on mouth piece Ol similar device with which moulh-

1 · · , 11h n:·:suscitation could be applied with )Ut any ~being made with blood or other body 

11, , 1. ! In ac I dition. eaclt educator should pre crably have a pair of rubber household gloves in his 

" 1,. , dass:roorn. 

' ~ 1 The conrenu of the first aid kits w ll be regularly checked and used ir.ems should be 

• -r 1 1 .c1<.1 in: mediately. 

···-·--""cJ!..a· ·..5e.!. .. -----------"·---·-H_...,.,,..,w_.._,, .. ___ H..-l-...l_tl_3H_ -uJOiltlt-.1 t>£ :E:l 
!JO 
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1·0 The kits will be stored in one· 'lr more selected (clas5) rooms in the school. 

i ··> All bleeding wounds should >e treated~ cleaned while wearing lacex gloves, and 

;1.11oulcl be covered well with a drti.sin : or plu~. However, emergency treabnent should not be 

, It layc:d because gloves are not JVa blc:. Bleeding can be managed by compression ,.,ith 
. . 

11 i<uerial that will absorb the blood, f r example. a towel. People who have skin lesions should 

11ol a :tempt lO give iust aid when no· .atex gloves are available •. 

111) If blood has contaminated a ul-face. thar. surface should be cleaned with a freih clean 

I 1lca<ill 1ol'uiion and the person reapo sible for this should wear latex gloves. Other body fluids 

1"uct1 as urine~ vomit or diatrhoe4) .ould be cleaned up in similar fashion.: 

I /') uld be sealed in a- plastic bag and ineinemed or £ent to 

1A) Skin expoaed accidentally ;p blood should be cl~ promptly with water and 

1.tis&rJectant. ~· 

19) All personnel should be tre"oed on the correct procedure to be followed and on the 

,,pp1 opd11te use of the variou& dcv "es contained in Che first aid ·kit. Learners. especially in 

11rln J uy sc:hool. 5hou1d not handle encies wcli as the nosebleeds of friends. on their own. 

c l 0) If then: is a biting or sc:ratchi. rg Incident where the skin is broken, the wound should be 

~qui:c~ed gendy to make it bleed. should then be washed thoroughly with Vlatm water and 

lJisi.:'.lfectant_ end coverod with a. 'W rproof plas&er. The injured person shoulC! be gi"l!t'• an anti- . 

1.:tartus injection. 

( 11.'1 (a) No teamer should p 'cipate in contact sport, such as rugby or boxing, with an 

open wound or infec skin lesion. 

(b) If bleeding ()(:CurS ns such a cnnract sport. the pl3yer mould be taken off the 

'I "d 

l 

i· 
I 

} 
1 

j 
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field and should be appro ria~ely treated. 

(d . Bleeding should be conu led. wounds or lesions should be cleaned with warm 

warer and disinfectant, an mtlsepdo applled and the wound eovered wjth a non· 

porous dressing. Only rhc may ihe player raume playing and only for as long 

as the dressing remains ef 'ective_ 

(d) All change rooms or lock r rooms should )lave a fully equipped first aid kit. 

tt 1 t ) G :1veming bodjes of schools may adopt an HIV /AIDS policy liQ g.i.'le OpDr:ational effect 

11 1ltc: na:ional policy. Such school lev~l ~Ucy will reflect the needs, ethos and values of the 

., : 11; ,ol anr.l the eommunley. The national p licy constitutes a set of basic principles from whJ.Ch 

111~ goVel'lling bodies of schools may not deviate. In the absence of a school level policy the 

1111, 11 >11al 11 olicy applies. 

, ; , It l.s 5trongly recommended that 1ch achoo! should establish its own Health Advisory 

, , ,, 1.mitttre u a comminee of the govemi 1g body. This committee will consist of members of 

t t 1 • tJ cadei nic and adrninisttative staff. rep1r¢.'s:enltadvcs of the parents and guardians and a me<Uc~ 

, ti'• ,,Jr or n public healsh officer. 

1 1 . This commitlce ·ahould be set up nd chaired by the principal. The committee should 

11•·1itify a:'.td/or approve the school's poli yon HIV/AIDS and review it from time to time, 

: :1 ,. :iall)' if new scientific knowledge Jut HIV becomes available. This committee should 

,, : 1 i:;e t.hE governing body on health care nauem in the HIV /AIDS field. 

H 1 ... .-e policy may be obtal11od 

11 Tl~is policy may be obtained fro The Dlrecror-General, Department of Education, 

l 11 ·ate BHg X895, PrelOria, 0001 . 

.:.rd 
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NATlONA!. HIV/AID) AND STD REVIEW 
. I 

LIFE SKtl. 1.S A.ND S ~H°ftt'.i ' BASEO PROGRAMME.$ 

I I ! I fl I IDUCTlON: ! I 
: ! 

I 1 I " t l>S a iid related life skins education 11 .. all sctlool~ was identified by The Nat\onal AIDS 
l'1,;,, 1u .. 1ne o·:th~ priority areas for poliq devc oprndlt and irn,>lcmcniat1on. lt was believed that 
1111 •... n ver~· important given the nature of, ;outb.African society - with a high proponl.on of 
'· !tr~ pcopk - as well as the pattern .of the elidemk. 

:. •J ~, ,,1ent ~unl'cys have shown this assum. ion~p hAvc been a correct one, with the highest 
~, .. " iut& me i>finfectiom in young J>CQple und tbie:.age of 25 ~particularly in young w.omen_ In 
a.~ fli i ., 1 it is well known that · : : 

I' 
j I 
'; 

-·AdoleSQeftCC ia a pericd ofprofour ~lcal. mental imd emotional change 
You ~1g people often experiment with -#our that increases the probability of 
HIV i~ion: unprotected sexual ~ crod~ the uae of alcohol and rther drugs ~hat 
imphir judgement and the sharing of ~+s to injecr drugs 

. I I 

1 p , , = , .,ring ~:be National AlI>S Respome A •penhlx C4) · 
I; 

11 1.!f, Cl.le ofthe debates at the time of :he J~awing up of the National Plan was where the 
• 11 1 r, progrnmme should be located. Althou ' it wla subsequently lodged with health. there Wat 

·· !u~ ~1ppor~ f~ the school based response t > be'ajoint one between at least the departments of 
~: h• 111tion. Wetfaro and Health. · i ! · · 

J ! 
' I I 

I 1 , , r: was riot a tr"~;·:_"n of these Dtl)art nerd.~ oo11aborating and working together on joint . 
, . , ts "41~vC'J"lh'.'11:>). · · icn the newly appo'"iecj Director drew up the five key strategies i~ '-' 11s. 
i r ,, , 'hat ln ori;i::, ""o: :he plan to be realise .• th~!Education Departmem would have to bc1o1' · 

~.I , I 
!11 'd\'1;U. ii -

i ! 
i I 

I ):1 11tV/A:IDc; and STD Diro;iorate initiat i ctjrltact with the D"partment ofEducation. \\!hi. 
'l:r- 1ci;poru~~ ~as fi'~ the beginntng favoura ·10 t'ere were a few aspects whleh potentially mau 
• . ~>llabcrrauon difficult. . ; i 

; . 
1 11,e Education Department had no dedi ated'.budgct fbr HIV/AIDS education 

! ; ~ 

1 11.e Ed.1caiion Department hu establi.s. ed ~ructures'.through which such a programme as 
t 11 VI Ai.DS and life skills could be intro Su~ and this meant 10me delay in acceptance and 
11~reem~int as to bow best 1he process<: JUld 8o furwru-d. · · 

1114! ~:i~ of Health wished to hav., tw~ teachers trained per school, the Depanment of 
I .ILtcation was mo~ accustomed tow r~ through the guidance and career guidance 

' I '~ra.mnleJ, I : 

1 I he syHabu!ti and cc;>ntent of the progi-. mmt: and whether it would be an intel' or extra 
• 1• 111,;ulum programme was also e subjwt for:debate and possible contention. 

. ! 

. Hl 1tl3-l 1t:l-JOI.lt1N SE :El lEi. 2'2 1:)0 
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I' 
I' 

i; 
i ! 
i I 
: I 

! I 
11, i. v c:ver. a productive collaborative w rlti~ relationship was established. This inter-
, 1 u I~•• unenrnl initiative: cry8'1llis;d into the -1~8 5lf" a national COD5U1tatlvc fohlm on Ufo :skills. 
it 1nt IUV/AlDS education, which was held niHdfend on 29th November 1995. 

. : I 
1 ,, 11 mg thi J meeting consensus was reach ·on~ minimum req\.lirements with regard to 

•a:>proach aid mtrthodoiogy 
•c:rmenu 
•educational resources 
•etlucacorlteac:her training. • ! 

11 .·:<.S 8110 decided tO establish a na\ionaJ roject committee, and to appoint B task team both Of 
. ~~i.:;h wculd serve to facilitate and enhan F profamme dovelopmcnt and impleJDentation. 

J h.1, deci!ion was approved by the Heads o ;Edu~~ Departments Committee (HEDCOM) and 
•he- Depa::·tment of Health. . , ; 

I 
; I 

,1 he Natk1nal Proj~ Committee was ma: !i&led ~o oversee and guide ~ development of 

• ~- OOl1tcxtually accountRb1e J)fOS mme to effectivt:ly address life skills and mv I AIDS 
'~~on within the sehool cuni ;u!um land . . I 
•a strategic implementation pl with., view to the development and.approval of the 

progranune ae i;><>liay 
) 
I 

ti 1 urder : o achieve this the committee wo .d wor1 very closely with the national task team which 
L\'Ollld be: appoiorcd on a fWl time basis rbe ~tabJ,e to both thci Departments ofEducat\on 
11nd Health. This task team was to be ho IM wfthln the Education Department. 

111 ordct io ensure as widespread support · posjible for the HIV/AIDS and life skills programme· 
1 he composhlon of the Na.tignal Proje ~ Committee wis very wid~. It is composc:d of the· 
lbllowir. 1~ 

14 Repreisentatives from the N~tional Bii. the Provinci-1 Depanments ofEdur;ation 
I 4 Repn~sentatives from the National · !'rovincial Department& of.Health 
l wo T t :1chcr educator representatives 
one ftom tha Committee ofUniverlity ·ncip.&15 
rwo from the Department ofW1elfare a .d Population Development 
.')even from National NOOs and ' 
f L'ur fri:·m student/teacher organisation ; · . , 

n1e co:nmittee took responsibili~ for: · 

tit'd 

•the training of educato . teaclie(~ 
•me development of ad ~ationil resources and support materials 
• the ca ordination, iup · rt anel expansion of provincial prosnmmes 
*finalisation of the core urricufom 
• the development of p icy 

Hlltf3H ""JjNOI.lt:IN 9E:Et .!.6, 22 1:10 
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1· 
! 
. 

*monitOfins and evaluation j 
•tabbying and advocacy : 
• liaison with 0r,gaillsat1ona d ialins With out of ~chool youth 

. I 

! I 
h 1 h 1 u AJ' ri) 1996, the 00s of Health an Edubirton issued a. joint s'atcment in which they 

. I. I "'I'' nd 1.a. 1hat : ; ! 

i l ; 
I l•t proji;ct is. in. the first instance, the re onsi~ility of the Department of Education 

f l1r projc~;;t Will be direeted by \he Depart : nt o~~duc:adon taking into account the nce«l1 and 
~11111 the: Departmont of Health in addres_'ng ~HIV/AIDS pandemic . I I . 

, .. \ " fut as PQuibie all decisions re8&fding i ie pr~ wilt be taken in the -spirit of coUaboratfon 
1111il mutual support : ' , 

. I: 

111,. Depa -tment ot H~alth was able to p ovid~ ia fairfy substantial budget for the life skills 
fil • ·~a.mm~. in. the main fror:n donor funding, fUICI ~Department of Education took respon1ibi1ity 
l· 1 , ci a1lo1:atins t\-om ~her sources into th s pro1~· . 

i l, I TA!·K. TEAM AND THE TENDER FORrACHER TRAINING. 

J l ·~ Natirniat Project CommJttee firsi met in I~- Thi& was the first time that representatives 
Ii . ·' l, the t~·ational and Provincial Departme. t:t of ijealth and Edl.&Rltion as welt a National NOOs 
:11P1 ;tuoent sroups bad met. At the initial m ~in8sl the composition of the task team, the training 
, 1 • r.a.c~ =• and the avoilshle media options• e ijJscussed. The question of how funds would be 
,,11, .. :_ated~Lo the pro~ wa9 also an is& 1e a:11~U as the cont~ls go'lerni~ the ust; ofd~ncr 
ti 1u1W\g. ))r K Swart JS the person from the· )cp · ent of Education responsible for this proJ1:ct1 

,1~1d Ms I~emia A$enb~ch from the _Dcp "; mentjdfffealth, HIYl~S and S~f? Directorat~. 
1 •.;11;; has replaced ihe in.itatot of this proJ ct Ma~ Swarts whio 1s curr1Sntty hVJng in Amenca) 

• : I 

I I 
Ii 

11,, Nati,,nat Committee formed three su con'iltlinee.9 from its memben, These were: 
i I 
I! 

1 h~ 111b committee on teacher training ! : 
lhe a.i.i.b committee on curriculum dCN opmc~t 

l rbe s.lb comnUttec on media and adv cacy : ' 
; ! ! 

~ I : ; 
1 Ii e rol ?-. of these sub committees were to a.s$~s how best to ensure that as many teachers as 
p· 1i1siblc would be trained. the evaluate· xisting school based materials and to ensure that the 
11111ional and local politicians and bureau ats w~re informed and supportive. 

: ! 
1 d~ · J'f«~ .ent out •to all the Provincial. &C~ ~f Educaiion end HM!tb req11esting their 1upport 
1111d 1nformn1g them of the progress bei 1 ma~e. . . : ~ ' 

INiTVU .. PROBLEMS: 
'. 

1 he mllin.problcm has been around fu ding. ~he progreB& of the National Committee and the 
.1ppoin·:ment of the task team were seri usly delayed in the post Sarafin& delays and confu-dons 
11l 1ot.1t l:(>w to access the money. In Addi. ion, t~ advice and information from th~ E.U SOGm.:d to 

1.JC!'d 
H.ntG-J 11;j..JOI.Lt:IN 9E:Et L6, 22 1:)0 
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1.,11 ''· 1·;1· 11111oetlns- This wu a Potential sour of'.i(ritation to the. Department of Education and 
uf ~>111 ~i, nu ;1ent to the Department ofHealt 1. Ttie tendering proces-s both for the appointmenr. 
111 lhi~ i1H~ 1 ·am and for ihe training of teach :rs iO~k art extraordiiwy long time_ 

I! • 
. ! ! 

tn · 1 ·1·~1·1· 1• 11·.~ was tension between the pro .noes y.vhieh felt that they were alroad.y do\ng fairly 
t'.h-•i•I ·., 111 /and AIDS edu(;ation in school , and ~ho wished to proceed in the ways th")' had 
t~t•il·l·,,,,,rd rather than buy into a National ~rojea. There was also heated argument about lbe 
•111.i •. i.11;·1~ 1 r1 monies. The Department of Heal h h~ allocated appr. R35 000 to each province to 
~id; ~1 :111 1ul HIV a.nd AIDS sohoo1 based rogl-anune, and there w~ disr.a.tisfaction that tht; 
an 11 i • • 111 . , 1 , uniform. per province rather t allotated on student numbers. 

i: 
;), 1 H·~ lhu1l1h Department rapresentatiVe5 as J.~11 as many of the NGOs believed that the 
l l~i ~11111n1 of Educauon was not the cone tag~ to carry the responsibility. There was som~ 
11~1,,,11,11 ~ 111 rte idea ofteAcl\ers doing the edu. tln8 in the schools, a& thete exists a fi.ir degree of 
1i11111 1911 1!• t from non.te~hers about the bilit\~ and. capaciti~s of teachers. However, the 
lktiq1 ~Pil.'llJ\ ofEducaticm ts the only agent w th t~(f ongomg 1;ap11Glty ro seo the process through, 
us ., , ii "" j,e&ng the agent responsible to s e th2! all students. receive ongoing .education. The 
1>1-\. :1• 11 ~1•11{ of Education gave its.. assutance 1 ~t already oxi~ting collaborations between it!elf 
a11- 1 11 H h would continue and that new al janc;a could forsed . 

. ! . 

I! 
i 1.. 1, 11. ss of the process waa another so rec of tension. This WM in part due to the problem• 
1·• ~11 t1111t.11,1g, but also due to the need to et ~fnparablc provincial structures up and running 
t~ .. 11 i, 1h•~ ;>rogramme could be started. In irl. pro~ce& HIV/AIDS and life skills committees were 
k1 I! r:1f 1··hJch in the main mirrored the composition of the National Conunittce with local 
l t. l · ! r ''=' 11t 11 tivea. i ' 

I i1t- "~t>l 1 0INTMENT OF THE TEAC TRAINING AOENT AND THE-TASK TEAM 
I 

I I 

·.~ ·' 11\rtlC' 1• 1ere open to tender proc.edures. t 1ese ~ppointmcnt did take tar longer than antic;ipatc..-d. 
11 ·· 1111dt i' for teacher trainers had to bci r. advertised given the poor response that was initially 
• ~' ,.1 !:'LI fhore was a· great deal of intere t in ~~ cuk team positions. 

. ' . 
I 1;" t I 11 cc sub committees appointed small . comuttees to evaluate the tendm and to make the 
( · 11i11w1idations to the tender boMd. Tn exec.iUtivc committee of the National Committee was 
1 1. t ·, 1r N t: 11 cd in the process, but the decisi w~ taken by the provincial representatives. 

I! ,. 11i4pr problem with the teacher trai ing W~ the afl'OCAtion of funds. There WBI initilllly an 
"!I • 1111 : if apprD:it. R4 million available for the whole ~untry _ & this was clearly inadequate it 

: :· I" k: 1 cied that thoae provinces which ell that they were alrt.ady engaged in teacher training 
, :11 re: (;eive separate allocation ofappro ~- RI mlllion each and that those provinces wh1ch were 

·!···ii,,,. I•: do the tmining would have an ney appointed to train on their behalf from the exiJtin~ 
ll.1,J!'j 

f 1 . tJ11t 1 decision was as f'ollows: 

1 1 ·' 1>11. Ances which elected to do their wn teach~r irairung were:: 

~ 1 • 11 1 W c&t Province 

t: '·""':ulu Natal 

j_'.)() 

•• 

·~ \. 

• 
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J ~- .. ~lllP• • ape 
~ 01t~1lt11' 

: I . ' 
I' 
: I I, 
I' : I 
I I 

l I 

11 
I 1 
•I 
l 1 
: ! 

h1 ,1,, ., I 1. 1-.hlC.eS the provincial committee wer~ rcqu,ired to submit. budget and a work plan, 
~111 J1>1, ~lftl 11 which the monies wouJd bet nsf~cd to tho provinces for the teacher trainins to 
\;\:•(lllithJI : I 

l hrr t 11, .. -11.ea in "Which en aacncy was aw u-de~ ~tender fonraining arc: 
' ; ; 

I t1 J 1~1> i ! 
2 l: • tt :,, : l 
l ~~t1U ti l•OP i I 
4 ~1·Hht n Province i j 
~ h l"r it 1to : • 

: I 
I, 

111. 11t1t \~A was awarded the tender fo· teab~er training in these provinces. with the briefto 
I 1 Ji11 11 .. ,, 1ta.chcrs per i.chool as decided i 1 con~~netion with the provincial committees. 

11i .. 11:.-1. a•am was a.ppointed early in 19 7, J~y eight months later than planned. There were 
rn1u 1 1 •ti: Uca.tfoni for the position, and~ ur p~ple wen appointed: 

t. 1111~ t.I Nome 
Mt~ I ;r.\( 
Ms h ( t •tlhioa 
111 fl J IW 

I 

Co ord.ina or 

1 h j, ,. 1I1 , were appointed. the task t took Qver the respon1ibiUties for 
; i 

I , 1 · 11 , ••ina and ensuring that the teac 1er t~ning proceeds according to schedule and to 
IJH' l11d.1I ~ationsandneeds · l 

; i 
~ I· 1111 dllllj exieti'll8 school ba~d pro ·~~a and distributing a comprehensive co1lecti~n of 

... : d1 pt u,ram.mea to the provinces · : i · . 

' I · 111. uu&n.g existing available rnedia a d ensµ ring that provinces reeeive adequate support 
11\:~ilh u requenod ; : 

: 1 
' 

·' , I! , 1 lii:r administra1ive and logistical t~sks ~elating to iu~h a project. 
I 

\ ~ 1 ~ , 111 after they were appointed, t le lastf team, together with members of the Executive 
' • , 1 , 11 h:e of the National Proje~t Co unittee, undertook extensive visits to all the provinces. 
l l 1 ,. : l: 1Us were intended to ensure that he proVincial committees were jn pl a.cc and operatii:mal. 

tl11q 11 1. provincial committees were informed ~s to the availability of funding, that the PPASA 
1\ •' ~: ;ti .: to present their plan of action we~ as 10 have meetings with the provincial DC'JS of 
I.: ii 1 Jtl 111 to ensure their support. ln add tion each task team member took special responaibility 
fo1 1•111 1~11tar provinces. 

H.L ll:GH lt:JNOIJ.tlN LE : Et L6 I 22 DO 

·"I 
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'! ii I. 
I! 
1 I 

I 1.~ 1·1 .. v'11cial visits wcrkcd vc:ry ~11. an ha~~ ensured that the liaison between the task t~un 
;&1,~11111 t•• ,)Wu= as well as the liaison betw thie task twn and the three sub committees of the 
J ; ~, t ! , , , nl I ~roject Cornmlnee goes smoothl : . i j 
l 1.' 1111tL OF THE NATIONAL PROJE . c#MMITTEE 

I I 
11 . 

1
·" 1111: .... ·ork in Che Provinces gets und Y!i~ as the.work ?fthe three sub committ~!i l!I 

i,1~ !·11i11i1:11ed, the role and function of the : u1onal Comnuttee wilJ change. Already the number 
' I , :~eir.t itqCS of this co~ttee has been cut ~ac~ ~o two per year and it mi.y well be the cue that 
I'> i "' 111 .... 12 na ~ year Win be Wfficicnt. i I 

Ii 

t 11Ul*f!'iTPROGRESS 

'" i !; t I 1111r provinces Which al~cd lo do 
\i1 1; 11 111 .;.ipaied thAt full accounts of the 

I! 
; i 
I: , I 

. · oHn trainins th!! position very brie8y is as follows: 
: PM)fCts will be given in the provincial report&) · 
• I; 

Ip~ l•f\C.VINCB : j 
I 

t f. 1, ,,,ii;• one ot'the first provinces to l uncli.!its training project. Although there have been 
k,_1!~tlral problems the training is pr . )ng.i 

~' !P , , 

j 
j 
i 

1 1 l11:i ~ :ovince there were a number of ~ole p icyers already active in HlV/AlDS and life s~ills 
1 •• , .··•Iii ;t as well as involvement from t ~ PrO~nce. There have been some serious problems in 
11 ;11111•1» it united and cohesive response 1.d 'in .~rming a wmmittcc and developing a work plan 

hr Ii v. .1.5 fWJy inclusive of and accepted J:>y all ;role players. The payment of money to an agent 
'' du· i111>vince caused some tension and lrutiety. but after a revisit from the co ordinator of the 
kJ. 11.-111. it appears as if the process wi J get' moving and proceed according to the action plan 
11111t ''1tjd Jiet submitted. ; I · 

; i 
•I 

'' : : 
ii 

I . 1Ii1 , 1 . ovincc:, the life skills progranun a.qd J.h VI AIDS work in schools had been done, .i11 the 
'! 11111 t>r NOOs. The Department of Ed atloW did have a modest programme. with ~upporting 
:»,~1· di :s. The provincial committee h s struiJgled to get consensus between the needs and 
11. ·I ,. i d . 1ves of the NGOs and the :sense :fr~.ml ~he Department of Education of what it has the 
· :1.!1, 11~· to deliver. The decision has been ,taken!to train in the first in5tane<: Khool psychologists 
-~,··l 1:ln11 for clW"Adc training to the t hets i~to the schools. The action plan and budget were 
. • : 1 .i 1 d ri ,~ very late. and this togettter th: deil~ys from the Department of Health in paying the 
! : • · 1•1 , 1 o the province led to eanceltatio ls and ~postponements of training and of some irritation 
!\ tf1 1)11· province towards the naliQnal de cnts. The 1c1a1ionshlp between tho NGOs and the 
t : ; 111 c remains tense and largely 9us iidous. a member of the task team will tra.vcl to Cape 
I . ·. 11 I •) hold a follow up meeting. 
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; : 
Atl' 1 ·~·•11111 f: ublema in gtrtting a futl calla· · ratioh between the Departments of Health and 
Edt11-.tU 1i!• 1l • rk in this .province is proceedi~ .g very smoothly. with the training oft achon 
stullJllf ~'a "••IY as April. The training is bein~ do1,1e by tbejoint departments as well as by a 
0011:i1 11i1ll111 11f NOOs. : . 

: ' 

I. 
l11 ll1~ 11 ·· J;l 1 • 1nces where the NPPASA was ppoi"tcd to deliver the training. the training is in 
the: llil1t1~ ti' n• . .ting aa plaMed. The initial st '1.itre as folkJW5: 

' 
11 u.11.,;.1" tu ,. -<.:h provinoe had to be appointed · tramed. Once this training wu completed. ·the 
muoiot1 11 I ' " ., teachers per school would be_ · n. ' 

It I 1: 1111-· · · i,, r 1.! that a full re:oort of this trainins will t>e presented in the provincial reports. 
; : ' 
I. 

i. 

)I 1l'P1 JP' I WDIA 

1\ 1· 1 i. . , 11: 1Uocatlon of money wns rnade a: taUa~l~ for suppon media - this was to ensure that 
ul1 111 111 : r had 11ccess to media. and sup m•terials before the training oommenced so that 
r I 1..: 1 t. , , 1 I. 1 be rna(erials ln the schools i · tMy the teachers were trained. Provin(;Ci wc:rc 
•::.~~Ii 1 n hf•: ntify existing media which they: 'ked or felt was appropriate for their province and '"i: h·· I 1c;. ms responsibility was to ensure that ~he.se were duplicated and diatributed. It was 
tn L1;,1~r1t fl :at in some Case.\ more than one p o.....moe would.request the same medi& which would 
• \:-~h" ~ t~1r , ,;tits. of printing and enable the t to~ further. Provinces could also submit media 
\4.ludi 1f1•t had devclODed for reproductior. · · 

1 · 1 1L.1 , , , 1 e establishment of' the National Projet!l Colt1Jnittee and the appoirrtment of the tuk 
1~a11' t ri 1i f, ''" were called for the producdo 1 of a~ videos to be produced for use in school &om 
lti a.j •. r 1 L This tender wu awarded and he production' of theR videos is currently underway. 
l: · 1.." 111, sh the deciaion was taken to ir tiate the schools programme in high schools, tu was 
\·1clii. ,. ,j 1 , be hnportant that materials ar developed for all levels. The task team hu taken oo 
Ii.ti.... 111 the production company togethe ·~th. the s1.&b committee for curriculum development 
1111 11 ·'f· '' I working pannership tw been ·shed and t~ videos are scheduled for completion 
h) I~! ti I of 1997. It is planned to hav .e)C.Citi.q companion media1to support the videos end 

1h"11 '''" n schools. • ~ · ") : J-..""' '5 ..../l.4 .. . 
~ ~.L~}ii 

I' I• t). f ·" 1 '{ SCHOOLS 

·'1, it r ,, if great cone.em to thci Oepa.rtm" '' of Education and the National Project Committee is 
!111 ii•· 1":L1pmcm of programmes for prim· ry scbooJ:t. ln some prcivinc:es there has been a start in 
111 ; 1!,.11 , school& from the current budg t. This has happened where the old std 6 is located in 
l"li 11 .,,, , ~chool,, The tuk team has b~ sun research on the development of a primary school 
• "i JI, 111 1n as well p on the developmen! .. ,fmMC""'~-~111. lhere is as yet, little indication from either 
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I j 

: i 
I: 

11 
'""' .h., ,;, 41111 ·111 ,,fHoalth .Sdu. · . 
J> or t:arion as to ho ' fflUr-h ·11 b · 

fli~·ilh 111! lr111il are tryi11g Co Cl'l~re that th . T'~ mon~y w1 e available. In addition, the 
HI \i I,.\,, j j' rr. sk'U ed . e 'O'Y1~01al leg1slaiurcs make money available fbr 
im,111P'11;i' ;,,,":;; :o\~':irri~~\lltl ~~;.n our of thei , bud~ets and that HIV/ AIDS education is fully 

J; \· :\.I I , •, J JO ~ f . -.· .. ;:: l <" ·--~ ,.. · .· , 
, •. • ti 

l It\.. 1&1.11 IUllJ flM the raponstOillty for ensuring that ~~going e'\IWU&tion of alt proar&mmes in atJ ;· l } ?, 
p1,;qii. l!ll l•il•:s place. · . . · / i 1\J..,.> 

: ' _.)... ... 1 ·'•.I ..,- · •. ,~'; I ,. ( 
I J . ' . 
I: 
i: 

'H: ,-\' ' ••• •• l lAINING I I 
r I ; 

I: 

h •• "·'··~ 1•fi•l for the ongoing succc!s of the ~.that all teaehert receive some training. 
h1 HI t ~ t P and related life skills issues. n.ere!is 110 doubt that teachers will be seriously 
air~·''·' l1\ 1/1c epidemic, both in tenns ofh w Hl~/AfDS is affecting the quality of life of the 
J111p1l~ 1i11i, ,., e teaching as well as through th~ir o~ infections and d~th. 

I 1 

\ 1 , ' . 1 ,~ , .... I OhrB curriwlllnt for t~her tr · ng in /4oneg$!1.· and universities hu been developed 
Ii) t ,,, : . i r1:wc, and lw been used by her in te~~.- trainins programmes she has taught. at the 
.f I ;hA•lffC'. ,f \Ol Heon. of Education and the u ·~of the Witwatmrand. In addition, a c:ouplc 
'if \' · ·, k •h L :'9 where this core cuniculum h s betil discussed have been held (KZN/EC) .. This 
'11111, ,1J111u haa been diatributed to colle ,es .ii. universities as well as to the CUP for 
i.""~ 1 1,., ;Jt)•in as pan Of a oompuJ&0ry ex>mp: nent;ofteacher trainill8. 

i' 

l t 11 • 1,, , lj11: 1>le to ensure that all teachers re :elve this basic training u a component during their 
~\;:i\!. A 11t111ly, the need for the kind ofinten 1ve school based training that is currently underway 
u;i!i lit •il41iificantly eased in the dir"°on fin service t~nin&. The sub committee on t~a.chcr 
''1111 .. 1i,, Is 1.;um;ntly investigati118 this poui :mty .. : · 

! . 
I. 

'. 
I 

i; 

J' 

I L. ''!it'·~ I e very s{OW 'progress WhiCh ha£. ,been made, despite the frustrations over funmng Al.ttf 
i I 1 ~ 111 , t • ; of money. it i:s fair to say that ~he life' skills programmes are up and .running and ue 
w1 ~·1 h , n . track The tu1c. team~ heavily · fivotvea. and working under e:ittreme preuure-end the 
h·111'f1t1 t.aining is proceeding mainly ace irding10 sd\e6ule. 

11 .• < "" 11 not be uniformity of delive . in al~ provinces due to capacity. logistic& and to tbt 
11 ,J1fr.·111 .)f ensuring the on soing ~ , tion;betwaen the depanmenl of health llJld edu.ca1ion 
ii·· I ' Jf; 1 ls. In most cases the depa.rtm f1t of: education have been very supportive and have 
1 1 • .• ;i1 .J that in one way or another teac ~ers ate released or muning and ar~ "upported in t:heir 
hti!i\1118 

1 f; ~ , •. '- : •ericnce has been invaluable in d monstratins that it is possible f'or state departments to 
.· ,, 1 •~ •.Jtthc:r at all levels and it should o er gukJelines for other interdepanmenta1 collabora~ion. 
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CJth1o-• "·-1 , 11111;•1U which will become more full invdt~ed during the course of the ycu and the 
prnii1.1111,11(· it•' those of Welfare and Arts. Scie 'ce, Culture and TechnoloiY. 

: : ~ 

f\Hl• \ I JtH•·E 
011 ba.li.il1 .:I 11 .: National Project Committee 
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