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CHAPTER 1

INTRODUCTION: SCHOOLS AND AIDS EDUCATION

11 Why carry out AIDS education?

In a relatively short period of just over ten years, AIDS has become a global epidemic
— or "pandemic” — threatening large segments of the population in both developed and
developing parts of the world. In the second decade of the pandemic, there is still no
validated cure or vaccine effective against HIV infection or AIDS. Despite several promising
lines of research, and the hope that effective vaccines or drugs will soon be available,
education remains the main weapon in the fight against the HIV/AIDS pandemic,

Moreover, even if a vaccine or drug becomes available in the near future, there is no
guarantee that the large majority of people threatened by HIV infection or already suffering
from its consequences in developing countries will be able to benefit from it. New drugs
developed by Western pharmaceutical companies are expensive and may remain beyond the
reach of people from developing countries for a long time. Experience with other health
matters such as infant vaccination and treatment of diarrhoea provides ample evidence that
the existence, or even relatively inexpensive supply, of medical products is not sufficient to
ensure their wide adoption and correct use in many developing countries.

Furthermore, because of the particular namre of HIV and its main routes of
transmission, there has been a considerable amount of public anxiety and misconception, The
classification of HIV as a sexually transmitted disease, and its early association with
homosexual men, drug injectors, and women engaged in commercial sex, have made AIDS
an extremely sensitive issue, conducive to the development of negative stereotypes, prejudices
and discrimination. The long incubation period of HIV, and the debilitating and ultimately
fatal diseases caused by the destruction of the body’s immune system, have tended to
reinforce such negative public attitodes. These in wm have led to the spread of rumours
about the potential (and even deliberate) spread of HIV infection by already infected
individuals or their relatives and associates through casual contacts. Thus, fighting against
these false ramours and the "second epidemic” of fear, prejudice, and discrimination provoked
by them has emerged as another important goal of AIDS education.

The objective of this aspect of AIDS education is to allay unjustified fears and create
social support for - and solidarity with ~ people who are already known to be HIV-infected,
as well as with groups whose lifestyles and/or social reputation make them an easy target for
HIV infection and the social stigma associated with it, :

1.2 Different forms and targets of AIDS education
AIDS education can take a variety of forms, ranging from formal curriculum-based

teaching to public information, education, and communication campaigns using a variety of
mass media. Similarly, the audiences or target groups of AIDS education can vary from
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well-defined age groups (e.g. children, adolescents and young adults), through groups
engaging in known high-risk behaviour in specific sitwations (e.g. female prostitutes,
long-distance lorry drivers, health workers), to more diffuse groups within the community,

Young people as a group are universally regarded as an important target audience for
all educational activities aimed at promoting healthy attitudes and behaviour or at changing
unhealthy attitudes and practices and thus forestalling their unwanted consequences. This
view is based on two basic assumptions strongly supported by both common sense and
pedagogical theory and research. The first assumption is that children and young people are
naturally flexible beings going through the process of social, emotional and intellectual growth
and thus are much more likely to learn and change than adults who have adopted more fixed
ideas and habits. The second assumption is that healthy attitudes, behaviour and skills learned
at an early age will not only protect young people against socially unacceptable influences
but will do so with more force and for a much longer period of time than attitudes acquired
at later stages of their development and life.

1.3 Why do young people need AIDS/STD education?

Although young people below the age of 20 account for a relatively small proportion
of registered AIDS cases in most countries, there are a number of reasons for considering
them as a high-risk group for HIV infection, AIDS and other sexually transmitted diseases
(STDs). On the one hand, the number of youngsters among the diagnosed AIDS cases is
already considerable in many developing countries where HIV is primarily transmitted
through heterosexual intercourse. The figures are particularly high for young girls. In
addition, seroprevalence surveys carried out in different countries indicate that the rate of HIV
infection among adolescents aged between 12 and 19 years is rising. Again, the rates are
particularly high among young girls in developing countries where HIV is primarily
transmitted through heterosexual intercourse. Moreover, in most countries the highest rates
of HIV infection and AIDS are known to occur among young people aged 20 to 29 years.
Because of the long delay between initial HIV infection and the onset of symptoms, it is
believed that many of these people may have contracted the virus during an earlier period of
their life, particularly during their teenage years.

These findings are not surprising in view of the fact that the main behavioural
practices associated with HIV infection and AIDS, that is sexual intercourse and drug
injection, usually occur for the first time during this period of life. Epidemiological surveys
carried out in different parts of the world indicate that ever larger proportions of young men
and women become sexuvally active at increasingly earlier ages and outside socially
sanctioned, legal unions, Youngsters engaging in such sexuval explorations often lack the
information and cognitive skills needed to appreciate and realistically appraise the risks
inherent in such behaviour. Nor have they attained the emotional maturity and social and
interpersonal skills that may enable them to resist pressures to engage in such high-risk
interactions. In the case of young girls in many developing countries, these early sexual
encounters and experiences often involve older, richer, and generally more powerful, men -
the so-called "sugar daddies". Such unequal relations make it all but impossible for relatively
powerless young women to resist pressures or to negotiate for relatively safer sexual practices
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even if they know what the latter are. In fact, because of strong social, cultural and religious
sensitivities surrounding sexual behaviour and contraception, many young people are unlikely
to be aware of safer sex strategies (in particular, the use of condoms) or of the importance
of such strategies in protecting themselves against HIV infection.

Many young people also begin experimenting with alcoholic drinks and other drugs
at about the same age that they start sexual activity, The use of such drugs (particularly
alcohol) is often regarded as a sign of adulthood and a requisite for acceptance by peer
groups. The association between drug (including alcohol) use and engagement in highly
dangerous and unplanned sexual interactions by adolescents is well documented. Such drugs
make risky and unintended sexual intercourse more likely because they increase sexval desire
while lowering the ability to appraise risk and resist pressure.

1.4  Why do schools need to get involved in AIDS/STD education?

A major characteristic of human development is the tendency to become increasingly
independent of the family as the basic socialization unit and to seek sources of help, support,
guidance and reinforcement outside it. This tendency is particularly strong during
adolescence, when young men and women develop a strong interest in joining peer groups
outside the family unit and adopt their values and nomms in preference to those of their
family. This process of adolescent rebellion has been observed in most human societies. In
almost all societies there is a conflict between adolescents or youth, on the one hand, and
parents and other adults who, while encouraging their growing children to stand on their own
feet and become independent, complain about the tendency to go too far in that direction and
to mould attitudes, beliefs and behavioural styles on the norms and values of peer groups.
With the rapid urbanization and modernization of social structures which have characterized
most human societies during this century, the tendency of young people to follow outside peer
groups and norms has become much more obvious.

The expansion of school systems which require children and young people to spend
long periods of their waking hours away from home, and with peers who may belong to quite
different cultural backgrounds, has further widened the gap in mutual expectations and
preferences between traditional family systems and the growing individuals, Contemporary
school systems tend to represent and promote modern attitudes, beliefs and lifestyles rather
than those of parents (who in many cases are illiterate) or of the traditional society, further
undermtining the authority of parents and their ability to control and shape the behaviour of
their offspring. As a result, many families have left the maif responsibility for the education
and socialization of their children to schools and teachers. :

Moreover, taboos universally associated with sexual behaviour usually make. it
extremely difficult — if not impossible — for parents to discuss sexual activity, and the risks
associated with it, with their growing children. - Most parents would rather leave this
responsibility to teachers and/or other adults whom they believe to be in a better position to
deal with such sensitive issues. Unfortunately, teachers and school systems are often not
prepared for this task and are hampered by similar sensitivities.
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One commonly held belief is that sex education may encourage young people to
experiment prematurely with sex. In fact, all the evidence points to the contrary: sex
education leads to more responsible behaviour in adolescents, and reduces the exposure to
risk, either by delaying the initiation of intercourse or by increasing the use of protective
measures among the sexually active, Sex education has been found to be more effective
when given to adolescents before they become sexuaily active, and when it emphasizes skills
and social norms rather than knowledge.

Even when schools accept some responsibility for sex education, for example in
"family life" or "population education” programmes, they often address the less controversial
biomedical facts and focus on the physiology of reproduction. Such factual information,
though necessary and useful, can hardly protect the sexually motivated, psychologically naive,
and socioeconomically powerless youngsters against the pressures to engage in high-risk
sexual interactions frequently exerted by their classmates, peer groups outside school, or
aduits looking for young and uninfected sex partners.

The importance of school systems for AIDS education is further underlined by the
wide availability of schools and their immense potential as sources of information and
influence. Even in the least developed parts of the world, huge numbers of children and
young people can be relatively easily reached through formal school systems. In fact no other
social institution — including churches and families ~ can rival schools in reaching large
numbers of children and adolescents under the same roof on a regular basis. Moreover,
schools are usually highly prestigious institutions and teachers are generally regarded as
highly reliable sources of information in almost all contemporary societies. The influence of
teachers can be further reinforced by combining it with collective support from other students,
parents and community leaders. Such a collective effort spearheaded by teachers can go a
long way in creating and maintaining health-promoting norms and practices, including safer
sex,

Schools, as important social institutions, are also an immensely important vehicle for
disseminating AIDS-related information in the surrounding community and mobilizing
community-wide support for the adoption and maintenance of safer sex norms, for the
promotion of desired behaviour changes, and for other initiatives in the prevention of AIDS
and STDs. In most developing countries where literacy is not widespread, not only teachers
but also relatively literate children are often looked to as reliable sources of information and
guidance on matters of health and education. Thus, by educating and mobilizing teachers and
students against AIDS, national AIDS programmes can avail themselves of key human
resources for reaching wide segments of the population with correct information and
appropriate role models. This potential of schools may be particularly important for reaching
and educating out-of-school young people who account for a major proportion of the young
men and women in most developing countries, and whose socioeconomic status and lack of
access to sources of information and social support put them at high risk of engaging in
behaviour associated with transmission of AIDS and other STDs.




WHO/GPA/TCO/PRV/94.5
Page 5

While there may be a variety of specifically designed and targeted educational
channels for reaching such out-of-school young people, they can and shculd also be
considered as an important target group for public AIDS/STD education activities initiated
by schools,

1.5 The kind of education needed

For education to be really effective in meeting the challenge of the HYV/AIDS
pandemic, and the health and social problems associated with it, a drastically new approach
would seem to be essential, From past experience with school-based programmes to prevent
unwanted pregnancies and STDs among youngsters, there is ample evidence that the
traditional emphasis on imparting factual information by teachers to a largely passive audience
of students is unlikely to bring about the desired changes in attitudes and behaviour.
Presentation of basic facts on the physiology of sex and reproduction, even if desirable in its
own right, has not been found to be particularly helpful either in motivating young people to
change their behaviour or in helping them to take the necessary preventive action when faced
with a risky, real-life sitvation. Information on AIDS and STDs, even when properly
memorized, 1s unlikely to automatically translate into effective preventive action. Situations
associated with high-risk behaviours that lead to HIV infection and AIDS are of a complex,
interpersonal nature. To avoid or successfully negotiate such situations requires certain
motivations, attimdes and skills, as well as a supportive social environment, These are hardly
achievable through the traditional health education programmes which primarily aim at
imparting information.

For AIDS/STD education efforts to succeed in bringing about the desired outcomes,
they should aim at:

* acquisition by students of correct information on major aspects of HIV/AIDS

. rectifying incorrect beliefs and misgivings regarding various aspects of the
syndrome and those it directly affects

. creating an appropriate degree of concern and motivation

. developing the skills needed to avoid high-risk sitvations and/or to negotiate
for low-risk behavioural alternatives

. providing accurate information on condoms and other means of protection
against AIDS/STDs

» making condoms and other means of AIDS prevention both available and
culturally acceptable

- creating a psychologically safe and accepting environment that will encourage
young people to express their fears and preoccupations regarding AIDS and the
social relationships which could lead to HIV infection
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providing young people in general — and socially vulnerable young people at
high risk in particular — with appropriate role models and a network of social
support that can help them to resist pressures to engage in behaviour that
carries a high risk of infection.

In order to achieve these aims, school-based AIDS/STD education programmes need
to mect certain critenia:

L.

The teachers involved should be well trained and motivated and possess the
necessary communication and teaching skills to present basic facts on
HIV/AIDS and STDs, as well as on sex and other socially censured behaviour
leading to their transmission. The teachers should be given sufficient training
in interactive methods of teaching to enable them to encourage their students
Lo express their concerns, fears and prejudices, and to acquire the skills needed
for protection.

The approach adopted should be characterized by a frank and honest
acknowledgement of the increasingly earlier manifestation of sexual activity
by young people, and of the fact that such activity is not limited to the
traditional confines of socially sanctioned, mutnally faithful relationships.

Activities should be directed towards promoting behaviour that prevents the
transmission of HIV and the spread of other STDs: continued abstinence for
those who are not sexually active, and safer sex — including non-penctrative
sex and protected sexual intercourse — for those who are. This overall goal
consists of a number of subgoals, so that students completing a programme of
AIDS/STD education should:

. understand the nature and modes of transmission of HIV and of other
STD agents
. recognize the symptoms of HIV infection, AIDS and STD and know

where to find appropriate resources for counselling and medical care

. be able to make informed decisions about personal and social
behaviour that reduces the risk of HIV/STD transmission

. be capable of rejecting biased information and myths relating to HIV
infection, AIDS and STD

. show solidarity towards people infected with HIV, or who have AIDS
or other STDs, for example, by respecting their right to privacy and
confidentiality and by recognizing the benefits of the continued
participation of HIV-infected students and staff in the school
community.




WHO/GPA/TCO/PRV/94.5
Page 7

4, School health education objectives established to meet these goals should focus
on the knowledge, attitudes, skills, and support that students need in order to
avoid becoming infected with HIV or other STD agents. The precise nature
of such objectives will depend on the values and needs of the community. The
objectives require an explicit and frank discussion of sexual development,
attitudes, values, preferences and behaviours. They also call for an open
discussion and the promotion of safer methods of satisfying sexual needs while
protecting against such unwanted outcomes as unplanned pregnancy,
HIV/AIDS and other STDs. In addition, they require deliberate emphasis on
building or strengthening the social skills that young people need in order to

- resist pressures to engage in high-risk activities associated with AIDS and
other STDs.

In the face of the devastating AIDS pandemic, and its immediate threat to young
people, societies can no longer afford to continue the conspiracy of silence on sexual
behaviour and to relegate sex education to casual learning from experience or from equally
ill-prepared peers.




WHO/GPA/TCO/FRV/94.5
Page 8

CHAPTER 2

WHO/UNESCO FPILOT PROJECTS:
PROJECT FORMULATION AND DEVELOFPMENT

2.1  Project objectives

The pilot school AIDS education projects jointly developed by the World Health
Organization (WHO) and by the United Nations Educational, Scientific and Cultural
Organization (UNESCO) grew out of the considerations listed in Chapter 1 and reflect the
conviction that school systems can play an important role in the global fight against the
HIV/AIDS pandemic and against the social discrimination and prejudice associated with it.
The important role of schools and teachers in strengthening national efforts against HIV/AIDS
and their potential contribution to international cooperation in fighting the pandemic was
underlined by the two major international teachers’ associations at a conference sponsored and
jointly organized by UNESCO and the WHO’s Global Programme on AIDS (GPA) in 1988.
During this meeting the participants agreed that AIDS was not a simple health problem to be
tackled by health workers alone and that teachers and school systems could and should
assume a major role in combating the global HIV/AIDS pandemic by educating young people
and by using teachers and pupils as AIDS prevention agents at both national and community
levels.

The main goal of the pilot projects described here was to demonstrate the feasibility
of integrating AIDS and $TD education into a normal school curriculum, and to explore the
possibility of using schools as a means of community mobilization for AIDS education. The
pilot projects were also meant to provide national AIDS programme (NAP) committees with
practical experience in collaborating with ministry of education officials, teachers’
organizations, and others to develop a specific project to integrate AIDS health promotion into
school curricula. The expected outcomes were a well-evaluated, imaginative curriculum and
teacher-training process, and innovative strategies designed to deal with obstacles to effective
AIDS-related health promotion such as parent or teacher resistance, or objection by influential
community groups. The resulting experience and plans were to be incorporated into national
health or population education curricula under the medium-term plan for the prevention of
HIV infection and the provision of care to those affected by HIV/AIDS. They were also
expected to provide useful examples of AIDS education curricula, strategies and teaching and
learning materials which could later be shared with other countries requesting assistance from
WHO/GPA.

The specific objectives of each project were developed by national teams responsible
for the formulation and implementation of the project and thus varied from one country to the
other, Objectives common 1o all projects included the following:

1. To develop and evalvate a model curriculum, materials and teaching
methodology for introducing HIV/AIDS/STD education into school systems
which would go beyond the traditional emphasis on teaching biological facts
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and would impart information on the need for, and means of, preventing HIV
infection,

To prepare basic teaching materials and provide in-service training to a group
of leachers to enable them to take on the responsibility for providing
HIV/AIDS/STD education at various levels of the educational sysiem.

To explore the possibility of using schools as a means of providing AIDS
education and HIV prevention education to the surrounding community.

To investigate the most appropriate age/grade levels for introducing AIDS
education and related topics into school curricula.

To experiment with new methods for curriculum development, materials
preparation, teacher training, and the integration of new subjects into existing
curricula.

To create and strengthen a constituency for the prevention of AIDS — and
AIDS-related prejudice or discrimination ~ in school systems and among
teachers, students and parents,

Using the experience gained through these pilot projects, to encourage regional
and intercountry cooperation in AIDS education,

2.2 Project sites

Although designed in 1988-1989, the pilot projects were implemented at different
times between 1989 and 1992 in seven different sites. The national project sites were chosen
according tw the following criteria: '

representation of different WHO/UNESCO regions
readiness and interest of governments concerned

AIDS having been recognized as a major heaith problem by national
authorities

willingness of local education and health authorities to cooperate with each
other and WHO/UNESCQ in the development, implementation and evaluation
of the project. . o ‘

On the basis of these criteria, project sites were selected in Ethiopia, Jamaica,
Mauritius, the Pacific Islands, Sierra Leone, United Republic of Tanzania, and Venezuela.
This summary presents findings from all seven. :
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The pilot project in the Pacific Islands covered 14 of the island countries of the region
as far as training of teachers and development of prototype curriculum and teaching/learning
materials are concerned. However, only in two countries (Fiji and Papua New Guinea) has
a full-scale evaluation of the impact of the project on students and teachers been completed.

The seven main sites of the project are widely scattered all over the world and vary
greatly in ethnic composition, cultural traditions, history, level of socioeconomic development,
and educational resources. In addition there was great variety in the pattern and magnitude
of the HIV/AIDS pandemic between the different countries at the time the pilot projects were
developed and implemented. Among the four sub-Sabaran African countries included in the
project, only the United Republic of Tanzania was known to be among the most hard hit
countries. Ethiopia was suffering from a protracted war which consumed most of its scarce
resources and the energy of its leaders. Because of a general breakdown in health services
and the devotion of most resources to the war effort, the exact magnitude of the AIDS
epidemic — as reflected in officially diagnosed and registered AIDS cases and results of small-
scale HIV-testing projects — was hard to assess. Both these figures were quite low in
comparison with data from other East and Central African countries.

Sierra Leone was also undergoing a rapid deterioration in its economic situation and
the consequent breakdown of national infrastructure and the failure of its basic public services
— including health and education, There were only a small number of identified AIDS cases
and sporadic serosurveys had revealed a low HIV prevalence typical of most West African
countries in the late 1980s. Mauritius seemed to have been saved from the HIV/AIDS
pandemic by its distance from mainland Africa as well as by its predominantly Asian and
conservative sexual mores and taboos. There were no registered cases of AIDS and only a
few recorded cases of HIV infection.

The three remaining sites — Latin America (Venezuela), the Caribbean (Jamaica) and
the Pacific Islands — belonged to the so-called pattern III countries where HIV infection was
known to be associated with both homosexual and heterosexual intercourse and the sharing
of infected equipment by drug injectors. Although the number of registered AIDS cases was
high only in Venezuela at the time, the high-risk behaviours associated with HIV/AIDS were
known to be fairly common in all three sites. Because of their proximity to, and frequent
contacts with, the main AIDS epicentres of North America, the governments of these
countries were also convinced that the pandemic would soon spread in their direction.

23  Development and implementation of national pilot projects

In order to initiate activities in this area, staff members (or consultants) from
WHO/GPA and UNESCO formally visited the participating countries to discuss the details
of the projects with representatives of the national AIDS committees, ministries of health and
education, and other interested bodies. During these formal site visits, the willingness of the
national authorities to participate in the pilot project, and their ability or readiness to design,
implement, and evaluate it as part of a multinational experimental exercise, was assessed. In
countries where there were already UNESCO representatives or advisers, they were expected
to take a prominent role in these discussions and in the situation assessment missions. After
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these initial discussions, plans were made for follow-up visits by WHO/GPA and/or
UNESCQ, and a series of planning meetings with local commitiee members took place to
develop the project proposal and submit it for funding by WHO/GPA. After project approval,
further technical assistance and consultants were provided by WHO/GPA and UNESCO to
develop the details of the project and advise on its implementation and evaluation.

UNESCO played a major role in developing and implementing the pilot projects in
Jamaica, the Pacific Islands, and Sierra Leone. Resident UNESCQ representatives, advisers
and/or consultants working in the areas of curriculum development, population education, and
family life education in these three sites were in a unique position to take a leading role in
the design, implementation, monitoring and evaluvation of the pilot project. On the other hand,
although the implementation of the pilot project in Venezuela had initially been assigned to
the UNESCO office, a number of problems prevented the implementation of the project until
it was taken over by the national AIDS committee in collaboration with the Pan American
Health Organization (PAHQ).

One of the first steps taken in each site was to form a multisectoral planning and
coordinating committee which included representatives from the ministry of health, ministry
of education, ministry of youth (or its equivalent), teachers’ union(s), major nongovernmental
organizations (NGOs) active in the area of AIDS prevention and/or young people, the national
AIDS programme (NAP) committee, as well as representatives and technical advisers from
WHO and UNESCO. The major task of these planning committees was to develop a project
proposal and to have it submitted for approval and funding by WHO/GPA.

The planning committee was also responsible for setting up a broadly based
coordinating or steering committee to assume leadership responsibility for the implementation,
monitoring and evaluation of the national pilot project. These coordinating committees
included representatives of the two main ministries concerned with the project (health and
education) and technical staff from their specialized units (e.g. health education, the NAP
commitice, and the national curriculum development centre). . They also included
representatives of national teachers’ associations or unions, other ministries and government
departments concerned with health and/or young people, and from NGOs known to be active
in the area of young people and/or AIDS/STD prevention. Local WHQ and UNESCO
representatives were ex officio members. - These coordinating committees were responsible
for the development of the various activities envisaged in the project plan, for the creation
of the necessary administrative structure for the project, and for its implementation,
monitoring, and evaluation according to an agreed timetable,. They were also expected to
ensure the eventual integration of the project into school curricula and teacher-training
programmes,

The planning, implementation and evaluation of the various components of the project
were carried out by technical groups or committees formed by the national coordinating
committee. In these committees, - responsibility for technical aspects of curriculum
development and material preparation was given to experts of the national curriculum
development centre (ministry of education) while responsibility for ensuring the accuracy of
the biomedical content of the programme was left to experts from the ministry of health and
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the national ATDS programme. Shori-term consultants recruited by WHO/GPA and UNESCO
provided technical advice and support in the area of curriculum development, teaching
strategies and monitoring and evaluation methods. Representatives of other national
organizations contributed to discussions on technical matters and were involved in general
decisions regarding the details of the topics to be covered and the strategies to be used in
teaching each topic; their deep understanding of local culture and the experience of working
with young people proved to be of immense value in both deciding on the contents and
strategies of the project and in making them more appropriate and acceptable to different
sections of the population.

24  Project monitoring and evaluation

From their initial formulation to final evaluation, the pilot projects were expected to
be closely monitored by the coordinating committee. This monitoring was expected to cover
such activities as the recruitment and training of teachers, the development of
teaching/learning materials, the selection of experimental and control schools, the initial
assessment of AIDS-related knowledge, attitudes, beliefs and practices of both experimental
and control groups of students, the promotion of community support for the project, the
identification and mobilization of community resources — particularly involving local artists
and drama groups — to assist with the development and implementation of educational
activities in the surrounding community, the implementation of the project, the identification
of bottlenecks and of unforeseen constraints, and the evaluation of the process and ouicome
of the project and its short-term and long-term impact on different target groups. This
intensive monitoring and evaluation was regarded as essential both to ensure the successful
implementation of projects and the achievement of their objectives and to provide the
experience needed by WHO, UNESCO and countries.

The task of project monitoring and evaluation was handled differently in different
projects, While some project teams organized technical subcommittees to deal with this
aspect, others resorted to the traditional school inspection systems aiready in place. Both
WHOQ/GPA and UNESCO offered technical assistance 1o ensure the proper initial assessment
and final evaluation of all projects. This assistance was praised for its positive impact on
projects, but there was considerable variation in the degree of compliance with the
requirements of project monitoring and evalvation as prescribed in the initial project
documents.

2.5  Distinguishing characteristics of WHO/UNESCO pilot projects

Since the recognition of the HIV/AIDS pandemic as a major health problem, many
developed countries have taken steps to introduce AIDS education into their school systems
either as part of the regular curriculum or as an extracurricular activity. Several developing
countries have also initiated AIDS education projects for their in-school youth following one
or other of these models. The WHO/UNESCO pilot AIDS education projects differed from
these models in the following ways:




10.

WHO/GPA/TCO/PRV/94.5
Page 13

They were developed after extensive consnltations with international teachers’
associations,

They made use of the experience of the two major specialized agencies of the
United Nations system responsible for international health (WHOQ) and for
educational planning and development (UNESCO).

They paid due auntention to local needs and preferences by making use of
extensive consultations with national authorities responsible for public
education and health as well as with local teachers’ organizations and NGOs
experienced in dealing with young people and AIDS,

‘They made use of local expertise and experience in curriculum development
and in the preparation of teaching/learning maiterials.

They emphasized a multisectoral approach by bringing together ministries of
health, education, youth and rural development as well as teachers’ and
parents’ associations.

They placed due emphasis on the need for open discussion of sexual behaviour
as well as other behaviour related to AIDS/STDs,

They underlined the need for participatory and interactive approaches io AIDS
and STD teaching.

They emphasized the use of locally available and culturally acceptable media
— particularly drama and music — to motivate students and to encourage active
community participation in educational activities.

They recognized the potential of schools and of young people in reaching the
outside community (including out-of-school young people) with educational
messages.

They were designed to support local educators, national AIDS programme
committee members, and others involved in the project, in acquiring and
actively practising such essential health promotion research skills as:

. initial assessment, group discussions and individual interviews
. techniques of curriculum development
. preparation of culturally appropriate learning and teaching materials

addressing local needs and conditions

. pre-testing of all educational materials and altering them according to
the results
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appropriate selection, training and supervision of teachers

proper evaluation of the whole exercise (from questionnaire design to
data entry and analysis).
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CHAPTER 3

SUMMARY OF INDIVIDUAL PROJECTS

3.1  Ethiopia

The Ethiopian pilot project aimed at bringing health informarion about AIDS and
STDs to secondary school students. It was developed by representatives of the Ministry of
Health and the Ministry of Education, in collaboration with WHO consultants. Its main
objectives were:

. to provide students with information and education to foster attitudes and
behaviour which will prevent HIV/STD transmission

. to train teachers to use materials and to facilitate activities both to provide
effective AIDS education to students and to stimulate students to become
health educators in the community

. to give students the skills to communicate health messages about AIDS/STDs
to the wider community using a variety of media

. to reduce discrimination against HIV-positive students and other HIV-positive
community members.

Five schools were selected as experimental sites: two senior high schools and one
junior secondary school in Addis Ababa and one junior and one secondary school in the semi-
urban area of Debra Birhan. Two comparable junior and two senior secondary schools were
designated as control schools. In junior high schools the project took the form of a prepared
curriculum incorporated into the general science classes. In senior secondary schools
(grades 9-10), where all students do not follow a set curriculum, co-curricular clubs, such as
the Red Cross and the drama clubs, were chosen as the vehicles through which AIDS/STD
education was disseminated. Two half-time managers, one from the Ministry of Education
and the other from the Ministry of Health, had overall administrative responsibility for the
project.

The mplementation of the project included the following activities:
1. Initial assessment, using discussion groups, to establish the appropriate grade

level for AIDS/STD education and to identify the existing knowledge,
attitudes, beliefs and practices of the student population.

2. Selection of project schools and meetings with school, parent and community
representatives to obtain local support for the project.
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10.

Development of a curriculum and student text in cooperation with the
Curriculum Development Centre of the Ministry of Education and the
department of the Ministry of Health dealing with AIDS,

A 5-day teacher-training workshop for teachers and co-curricular club advisers.

Selection and training of twenty 12th-grade school leavers as project assistants
to help teachers in class and club activities, to monitor these activities, and to
interview students and community members during evaluation. These project
assistants were trained in a 1¥2-day training workshop.

Provision of simple audiovisual materials and arts supplies to collaborating
schools and clubs.

Designation of one month (November 1989) as Stop AIDS Month during
which the AIDS curriculum (see 3. above) was taught in junior secondary
schools and elubs in senior secondary. The projects and materials developed
by students during this month were used in school and community events on
December 1, World AIDS Day, and for many other community presentations.

Active encouragement of project students by project teachers and project
assistants to act as AIDS educators for their friends, families and communities.
This included training students to be at ease with discussions of sexuality and
behaviour choices in relations to AIDS prevention through small-group
discussions, Project students were required to organize meetings for students,
teachers and other members of school whe were not directly inveolved in the
pilot project and to provide them with information on AIDS and STDs or to
arrange visits to AIDS displays. Project students were also encouraged to take
their textbooks home and discuss the content of these with their families and
friends.

Design of a monitoring and evaluation plan and instruments for impact and
process evaluation of the project. These included pre- and post-intervention
surveys of experimental and control students, focus group discussions, in-depth
interviews with a smaller sample of students, a survey of parents and
community members in experimental and control school areas, and in-class
monitoring by teachers and project assistants, An evaluation workshop for
teachers was also held.

Active, supportive management and coordination of the project by central
project managers and technical committees established in each project school.

Pre-test results showed that experimentat and control students were closely matched,
with an age range of 9 to 22 years concentrated in age groups 12-14 (38%) and 15-16 (33%).
Only 13.3% were below 12 years, with a further 15.7% aged 17 years or older.
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Results of post-intervention assessment revealed that even though all students had
gained in AIDS-related knowledge in the 3-month period between tests, students from the
experimental schools had gained more. The percentage of students who expressed a readiness
to play with students who were HIV-positive rose from about 29% to 40% and 68% in the
control and experimental groups respectively. At post-test, members of the experimental
group were much more favourably changed in terms of their readiness to care for an HIV-
infected friend (35% compared with 15% in the control group), to disagree that people with
AIDS were "bad people” (27% disagreed compared with 16% in the control group), and to
accept people with AIDS as teachers (26%, compared with 12%).

The project also had a considerable effect on student attitudes 1o sexual behaviour.
Pilot-project school students at post-test were more likely to:

. support abstinence (24% more pilot-project students, compared with 10% fewer
controls) .

. resist pressures for sex (20% more pilot-project students, compared with 2%
more controls)

. agree that having sex with only one reliable partner reduces the chances of
contracting AIDS (12% more pilot-project students, compared with 2% fewer
controls),

In addition, students from pilot-project junior schools showed a substantially greater
gain in AIDS knowledge compared with students from control junior schools than did students
from senior pitot-project schools compared with their respective senior controls. It was also
found that using students as AIDS educators through various clubs stimulated learning but
that the effect was less than that achieved by direct education.

Information obtained through the in-class pre- and post-intervention tests was
supplemented by an additional pre- and post-project survey using personal interviews and a
structured questionnaire. Results revealed an increase in the levels of knowledge and of
attitude change among junior and senior students in both control and experimental schools,
but with substantially more changes recorded among pilot-project students. Findings confirm
that an increasing number of pilot-project students viewed monogamy as a primary means of
HIV prevention. The major findings of this part of the assessment are summarized in the
tables on page 18.
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What can you do to protect yourself from AIDS?
Project students Control students
Pre-test Post-test Pre-test Post-test
Have only one partner 28% 48% 35% 50%
No sexual intercourse 25% 14% 30% 24%
Take care 16% 16% 0% 15%
Use condom 4% % 2% 5%
Do you know what a condom is?
Project students Control students
Pre-test Post-test Pre-test Post-test
Yes 35% Q2% 39% 59%
Can a condom protect you from AIDS?’
Project students Control students
Pre-test Post-test Pre-test Post-test
Yes 24% 78% 31% 45%
Think so 37% 11% 3% 8%
No 16% 5% 20% 5%
Don’t know 56% 4% 47% 42%
How would you behave if you met a person with AIDS? *
Project students Control students
Pre-test Post-test Pre-test Post-test
Help/eomfort/advise 13% 69% 15% 29%
Send 10 hospital 27% 36% 23% 32%
Avoid 46% 5% 53% 33%

Answers not mumally exclusive — students able to give more than one answer.

2 "Help/comfort/advise” and "send to hospital" not mutually exclusive in this study.
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Among other findings were;

. almost all students answered "yes" to the question on whether they supported
sexual intercourse with a single partner (96% of pilot-project students and
93% of controls at post-test)

. knowledge of condoms rose from 35% to 92% in pilot-project students and
from 39% to 59% in control students

. knowledge of the condom’s ability to protect against AIDS rose from 24% to
78% among pilot-project students but only from 31% to 45% among controls.

Post-project discussions in which students correctly demonstrated how to use condoms
provided further evidence that the project had successfully educated students about condorms.
Learning gains regarding condoms were substantially greater among female students, most of
whom were ignorant about condoms at the start of the project,

In addition to the above-mentioned studies of students, a large sample of community
members (n = 1036), approximately equally divided in each pilot-project school area into
parents of students in experimental schools, parents of students not in an AIDS education
programme, and other community members, were interviewed by project assistants, The
survey took place 3 months after the end of the pilot project. The results confirmed that the
community in general was solidly behind the concept of AIDS education. Results also
showed that using students to inform their parents had been successful, Nearly all the parents
of students in the programme had discussed AIDS with their children and thought their child
knew about the disease. Three-quarters of them had also read the school textbook.

The results of the initial assessment and final evaluation supported the decision to
begin AIDS education at the level of junior high schools (ages 13 to 14 years), Teachers
reporied that they were able 10 complete the AIDS course without detracting from the
coverage of general science topics by allocating two units a week to AIDS/STD instruction
from the usual 4 units a week general science curriculum.

Open discussion of sexuality was initially thought to be problematic in the context of
national Ethiopian values. The teachers’ workshop had a notable effect in changing these
perceived social norms. Teachers learned to be at ease in discussing and teaching AIDS and
sexval behaviour. They also reported that through involvement in group activities, studenis
too learned to overcome their initial shyness and reluctance to discuss sexual behaviour and
that, by the end of the course, students were taking an active part in learning activities.
Training in participatory and group activities was a major and successful component of the
teacher-training workshop. Despite problems created by the large class sizes (80 to 100
students per class), group activities were carried out as planned and engaged the students’
interest and attention,
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Club advisers followed the course textbook in teaching students. The main emphasis
was placed on materials produced by students and on encouraging students to teach their
peers by preparing posters, songs, drama, etc. Evidence from community surveys and reports
back to teachers showed that the majority of parents and community members had seen the
textbook, while over half the parents had discussed AIDS with their children. Further
community outreach was provided by inviting parents to attend AIDS drama and music
performances and to view poster exhibitions. In Addis Ababa student presentations were
videotaped and broadcast during the Youth Programme of the Ministry of Information.

The Ethiopian pilot project was the first to be completed and formally reported upon.
It took almost one year to plan, implement and evaluate. As a result of this project which
cost about US$ 8 for each young person involved:

* 9600 young people were given a chance to learn about AIDS/STD and to act
as peer educators in their school and community

. students were provided, through the schools involved in the project, with a
textbook in Amharic (which they could take home), and were instructed by
teachers and assistant teachers adequately trained and motivated to teach AIDS
and to discuss related behaviours and values, as well as being provided with
opportunities for extracurricular youth club activities and some materials for
active learning

. compared with 2500 control students, those involved in the pilot project had
more correct and more precise knowledge about AIDS/STD; had a far less
discriminatory attitude towards people with AIDS; and were more convinced
of the benefits of condom use in HIV prevention, with girls gaining more
knowledge about condoms than boys

. compared with 700 control family or community members, the parents of
students involved in the pilot project had discussed AIDS in the family; felt
their children knew about AIDS prevention; and had themselves read the
textbook on AIDS/STDs provided by the pilot project

. in tural communities (more so than in urban areas) even families who did not
have a child involved in the pilot project were likely to have read or to have
seen the textbook used by the project, and to quote "school” as a source of
AIDS information

. education planners realized thai, contrary to their initial misgivings and
expectations, parents were generally supportive of AIDS education in schools
even if it included aspects of sexuality never allowed to be discussed in
schools before,
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3.2 . Jamaica

The Jamaica pilot project was one of the earliest to be signed (1988-1989). Because
of the presence of a strong UNESCO contingent with relatively long-standing links with the
local education authorities and with NGOs working on population or family planning
education and prevention of adolescent pregnancy, the leadership of this project was left 1o
UNESCO.

The objectives of the project were:

. to develop and evaluate a model curriculum for the disseminaton of
AIDS/STD information, as well as the introduction of lifestyle skills and
techniques, into the grades 6-9 curricula, using a participatory approach
involving the inputs of parental and community institutions

. to increase the competency of in-service teachers of grades 6-9 in providing
AIDS/STD education within the framework of the existing educational process

. to assist WHO/UNESCO in developing a strategy, methods and materials
which could assist other countries in the development of their AIDS/STD
school health education programmes,

The project involved 21 teachers, each from different schools representing a mix of
locations angd social characteristics, and was under the responsibility of a small working group
that included representatives of the Ministries of Education and Health, and of nurses’ and
teachers’ associations. The project is said to have reached approximately 1100 students aged
11 w0 15 vears.

A local research firm was contracted to do two surveys on the AIDS-related
knowledge, attitudes, beliefs and practices of students and adults, before and after the
implementation of the project.

The first survey, conducted in June 1991 in nine schools, polled 540 students and
162 aduits (88 teachers, the rest being school administrators, parents who were members of
parent-teacher associations, and school board members). It found that virtually all students
knew of AIDS and STD and of the means of disease transmission and prevention. However,
misconceptions concerning transmission and who i at risk were widespread. About 3%
reported having had an STD, but overall knowledge of STDs was inadequate. About 22%
reported having had sexual intercourse — markedly more boys than girls — but only 9.7%
reported condom use. Almost 80% of students thought that their peers were sexually active.

Almost all adults interviewed (99.4%) felt that the school should educate students on
the risks involved in sexual activity, and 73% suggested that education should start as early
as age 10 or younger; 85.9% of adults felt that condom use should be taught at school, along
with the encouragement of abstinence and fidelity to one partner. A large percentage (83%})
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also felt that teachers could handle the subject comfortably, and most of the remainder felt
that this would be so after training.

Following the baseline survey and a literature review, various materials for teachers
and students were developed:

° a leaflet for students, with 400 000 copies printed, half of which were
distributed to schools and youth clubs/groups

. a 38-minute video and a companion manual to be used by trainers of teachers;
these focus on the results of the research firm’s study, on personal
development, sex and sexuality, healthy lifestyles and responsible
relationships, on the teacher being a reliable source of information, and on
teaching methods

. a S5l-page source book for teachers with background information on
AIDS/STD and 3 sample lesson plans for teaching about AIDS in social
studies, science and langnage classes.

In addition, the drafts of four posters for use in the classroom were developed from
materials produced by students and teachers, and two of these have been selected for further
refinement and distribution.

Twenty-one teachers were trained in two 2-day workshops on how to integrate AIDS
education into existing subjects ("methods of infusion"), and three training seminars were held
for education officers, advisory commitiee members, and support staff from the Ministry of
Education,

The second survey was conducted in the same schools as the baseline, followed the
completion of the programme in June 1992, and polled 429 students and 137 teachers and
administrators. It revealed contradictory results in the students’ responses:

. the level of recognition of AIDS as a serious illness increased from 78%
0 89%
+ the preferred methods of protection from STD shifted from abstinence and

single partner relationships to condom use

. a major shift occurred in the perception of who gets STD: 27.9% of
respondents (as compared with 2.5% in the baseline study) cited general
categories such as "young people”, “anyone”, "people who are sexuvally
active”, "men and women" rather than specific categories such as
"homosexuals”

. STDs were considered more of a risk (60.2%, compared with 46.5% at
baseline) when having sex
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. knowledge of symptoms of STD actally decreased

. perceived ability to protect themselves from risks involved in sex decreased,
with 11.2% (compared with 4.1% at baseline) answering "don’t know"

. among the sexually active, 41% (compared with 32% at baseline) claimed to
have protected themselves every time with condoms, and the reasons given for
non-use of condoms by the sexually active became more related to availability
and skills rather than to apathy or misconceptions

. 89% {(as compared with 74% at baseline) said they would consult a teacher or
counsellor for sexual problems — the percentage who spontaneously mentioned
consulting the teacher for advice increased from 7.6% to 15.1%

. 43% answered."yes" to the question "were yon taught things you already
kTIEW?"
. among the specific benefits perceived by students the following were given:

“taught me how to protect myself" (34.5%), "taught me about responsible
behaviour" (31%), "taught me about abstinence" (6.8%)

. 74.4% felt that after the programme they knew enough to protect themselves
during sexual activity (no baseline data), but 11.6% (compared with 1.3% at
baseline) could not cite specific methods of protection. -

Teachers reported more students seeking advice from them (60.5%, as compared with
40.1% at baseline), and reported increased comfort levels in te.achmg, ‘with small -group
discussion reported as the most common method used.

There are several reasons why these results should be treated with caution. Firstly,
because of the relatively long time interval between the project’s teacher-training workshop
and the collection of data on students it is difficult to see how the results, even if positive,
can be atiributed to the project. Secondly, the absence of a properly selected control group
makes any attempt at a causal interpretation of the results totally untenable: the changes in
knowledge and reported behaviour (which are by no means consistent or impressive) revealed
by the second survey of knowledge, attitudes, beliefs and practices could equally have
resulted from public AIDS education campaigns undertaken by agencies outside the school
system. The sample is not well described in the report: for example, students in grade 4
appear in many tables, although the programme was introduced in grades 6 to 9.

The reports provide little information on the content of the model curriculum, with
which subjects it was introduced, and how many hours or weeks of class time were devoted
1o it. Its content can only be guessed from the materials for teachers, as the lesson plans are
scarce, and teachers were given much autonomy. :
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Even the written source materials — on which most of the resources of the project
would seem to have been spent — do not seem to have been specifically developed by or for
the project. Most of them appear to have been copied from other resource materials produced
by projects dealing with adolescent sexuality and pregnancy, and bear no obvious relevance
to AIDS/STD education. They are also too abstract to be of much practical help either to
teachers or to students.

A3 Manuritius

Although Mauritius is probably the most advanced and educationally developed
African country included in the pilot project scheme, the project implemented there leaves
much to be desired in terms of content, coverage and the attainment of the stated objectives.
Mauritius was also one of the countries least affected by the HIV/AIDS pandemic at the time
the pilot project was implerented, This may partly explain the half-hearted acceptance of
the project by educational authorities and their reluctance to accept the need to educate
youngsters about the behavioural skills and practices required to protect them against
AIDS/STDs. The more conservative Asian culture of the counmtry may also be partly
responsible for this. In any case, the resuits of the Mauritius project provide evidence that
socioeconomic development and having better schools is no guarantee that an innovative
approach to education about sex and other sensitive issues will be readily accepted and
integrated into the school system.

The -Mauritius pilot project was initiated in 1989 and completed in 1991. It cost
US$ 90 000 and covered only 500 pupils (only 73 of them being boys) aged 13 to 15 years
from predominantly Hindu and lower class secondary schools. The personnel involved in the
development and implementation of the project consisted of a .project director, 3 WHO
consultants who helped the project for a few weeks each, 4 materials developers, and
10 teachers, The project was evaluated by an outsider who was commissioned several months
after it ended.

The long-range objectives of the Mauritius project were:
. to prevent the spread of AIDS in Mauritius |

. to assist WHO/UNESCQ in developing an overall approach and methodology
for effective AIDS/STD education in schools.

The immediate objectives of the project were:

* to assist Mauritivs in introducing AIDS/STD education into school curricula
by means of a pilot project

. to encourage students to adopt the behaviour needed to prevent the spread of
AIDS
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. to train teachers to better understand the nature of AIDS, its symptoms and
preveation, and how HIV is and is not transmitted
. to assist teachers in developing pilot materials for the introduction of
AIDS/STD education into the curriculum of secondary schools
. to explore issues in teaching concerning AIDS/STDs, including the use of

innovative techniques needed to modify cultural attitudes related to
AIDS/STDs and to people affected by these diseases

. to derive lessons from the pilot project applicable to other multi-cultural
societies,

The general attitude of students towards the project was that it was interesting the
novelty of certain topics and probably because of the possibility of talking about taboo
subjects. The students generally felt that their teachers were too ashamed and embarrassed
to discuss such topics as sex and sexually transmitied diseases or were even embarrassed
when the students mentioned these. The older teachers were particularly inhibited, They
“barely mentioned sexually transmitted diseases" and "gave the names of diseases without
explaining what they were". In the same way, although some students seemed to have
proudly displayed their workbooks to their peers, very few showed these to their parents or
talked about the project with them, Although a few girls seemed to be genuinely ignorant,
and some were 100 shy or embarrassed to discuss the topics dealing with sexuality, most
admitted that they were not at all embarrassed and that they knew more about certain topics
(e.g. condoms) than what was said in class or knew about them before the course started. No
girl admitted that AIDS/STD represented a personal risk but admitted that "having a boy
friend is quite common now". Boys expressed their attitudes and opinions more openly.
They expressed their wish to know more about puberty changes in girls. They were sarcastic
about the risk that ATDS/STD represented to some of their friends,

The ten teachers involved in the implementation of the project (eight women and two
men — eight in all of Hindu religion) were relatively old (the youngest was 36 years old and
five were aged over 40), well experienced in teaching and academically well prepared (seven
out of ten having a uvniversity degree). It was not possible for the evaluator to observe
teachers at work in the classroom but workbooks of students provided a useful source of
information. From these, it would appear that the "chalk and talk” strategy was the only one
used. Mutual questioning by pupils and teachers was limited and activities by pupils
practically non-existent. Provision for feedback was inadequate in four of the six schools,
Yet all the teachers were eloquent about the need to be able to use more than one strategy.

‘The main subjects taught by these teachers were science and language. The teachers
on the project conceded that such subjects as Population Education and Family Life Education
are of low status, as perceived by colleagues and the administration of the school, and it was
evident that the teachers had low expectations concerning the teaching of those subjects.
They probably extended those expectations to the AIDS education course. The training
sessions certainly heightened their awareness of different teaching strategies to the point that
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they were able to refer to those strategies with admiration. But they did not possess the
appropriate skills to use them.

The final evaluation of the project was hampered by the fact that no feedback forms
filled by teachers were available and no direct observation of classroom activities was
possible. Evaluation therefore had to be limited to pre-test and post-test results on students,
interviews with teachers, group discussions and analysis of students’ workbooks. The number
of students involved in the pre- and post-test, however, varied from one question to the other.
Only a small percentage (10% to 30%) of students are included in the evaluation. The
numbers are particularly small for the post-test. About 48 students (8 from each of the
6 schools) were involved in focus group discussions. Workbooks were collected from four
of the six schools,

Among knowledge items covered in the evalvation was one requiring students to
differentiate between the consequences of masturbation and the popular beliefs about these
consequences. Under attitudes evaluated are listed "To realize the necessity not to engage in
indiscriminate sexual practices" and "To show their workbooks to their friends and talk to
them about the threat of AIDS".

The course was developed in the form of three separate but complementary modules,
each module consisting of § lessons. The first module aimed at introducing the students to
the "fundamental concept’ of "sex and puberty changes”. It emphasized physical and
emotional changes that the students had observed in themselves and their friends, including
"wet dreams” and "masturbation”. Teaching strategies used for this module were discussions,
charts, and case studies. Evaluation was done through two questionnaires dealing with
knowledge as well as module content and methodology. Students were told about the use of
condoms as one means of protecting against AIDS/STD and of avoiding pregnancy. One
student raised the logical question of how to use it correctly. The development of the
necessary skills was largely ignored,

Module 2 dealt with STDs and AIDS and emphasized such topics as signs and
symptoms, causation, transmission, and the immune system. The teaching strategies used
included discussions (which emphasized relationships between male and female adolescents
and the hazards of premarital sex), charts, case studies, and a crossword puzzle, As with
Module 1, evaluation was done through two questionnaires dealing with knowledge as well
as module content and methodology.

Module 3, which was largely ignored by teachers, dealt with the fundamental concepts
of personal development, healthy living and relationships with others. It was intended to
cover the development of skills for communicating in an assertive and responsible way, and
the promotion of positive attitudes towards those directly affected by AIDS/STD. Teaching
strategies included discussions, charts, and case studies dealing with "irresponsible sexual
behaviour between adolescents” and clarification of adolescents’ values about sexuality and
AIDS. According to the evaluator:
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This Module 3 was the least satisfactory part of the course. Its designers had failed to make it clear
what was meant by values and how an individual’s modes of thinking, choices and behaviour were all
a consequence of the system of values he held. This component was, therefore, largely ignored.

Group discussions revealed that in many cases these fundamental concepts had not
been made clear to the students. One group stated that they had been unable to find out what
was the key topic (the fundamental concept) and that this key topic had never been made
clear to them. The teacher of this particular group made the same comment. Furthermore,
these stndents asserted that they had received this module only two weeks before the end of
the project. The discrepancy in knowledge of, and attitudes to, the concepts underlying
Modules 1 and 2 of the course between one group and the others seems incredible. Only one
group of students acquired all the knowledge and attitudes that Modules 1 and 2 had aimed
at imparting.

Two teacher-training sessions were held o give teachers the necessary knowledge,
attitudes and skills. The first workshop was held for 5 full days in August 1989 and the
second during 3 days in January 1990. Of the 15 teachers who participated in the first
workshop many did not turn up for the second. From teachers’ comments on the first training
session, it would appear that very few teachers had been able to grasp the fundamental
concepts underlying the project. There was an odd note of discrepancy between their
admiration for the gifted individual (a WHO consultant) whe had tanght the course and their
reaction to and evaluation of the training sessions devoted to each of the three modules. How
little impact the first training session had left on most teachers is evidenced by the fact that
many could not remember when it had been held, how long it had lasted and what had been
its objectives.

According to the Evaluation Report:

The second training workshop which required field work seems to have upset quite a few teachers by
what they were brought to discover. Already many had been upsct by the first session because of
religious and cultural taboos. Most had been of the opinion that sex education should be kept back as
long as possible; others had looked in vain for the "religious dimension” in the course. Focus group
discussions with students held during the second workshop tow showed them, without any possible
doubt, that Mauritian youth, like most youth the world over, engage in sexval activities much younger
than the adolts gencrally believe them 10 do, and that boys, of the age of their own students, visited
prosties.

Materials development was probably the aspect of the project that teachers found most
trying. So the main burden of developing the materials was left to three teachers. In the
main, these materials developers were inspired by the materials that had been developed in
Australia,

They were very much left on their own to develop materials. Absence of pilot testing did not help
matters. Vetting was perfunctory. One result was that materials reached schools late. A second one
was that the ¢lassroom teachers found them too difficult, for it took them at least a week to famibarize
themselves with each module.
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One group of students was under the charge of a Health, Information, Education and
Communication Officer. The workbooks of these students and their appreciation of this
teacher show that this activity was in a class of its own. In fact this was the only group that
undertook all teaching activities in Modules 1 and 2. The workbooks of the other groups
compare unfavourably with those of this group, largely because teachers and/or principals had
"vetted” the course material and ignored everything that seemed “inappropriate” for the
students,

In the second half of 1991, that is, after the pilot project had been concluded, materials
were developed as a component of the population and family life education that is already
being taught in a number of secondary schools. Only two of the teachers who had
participated in the pilot project were willing and available to undertake the task. They relied
considerably on their own personal experiences as developers of learning/teaching materials
on Population Education, Family Life Education, and Health Education and on their contacts
with other teachers who had participated in the pilot project. The materials are designed to
constitute one module consisting of six lessons on STDs and AIDS. The module is less
comprehensive than the corresponding module (Module 2) which was developed and used as
part of the pilot project. It is, however, more pertinent and addresses the concepts of
AIDS/STDs in a less circumlocutory way. It omits certain topics such as pathogens and
infection, growth, and anatomy. The new module is aiso less didactic and enlists the
participation of pupils and relies relatively more on teacher-pupil interaction.

The evaluation of the impact of project on students’ AIDS-related knowledge,
attitudes, beliefs and practices included the administration of a questionnaire to students from
a few participating schools before and after exposure to the programme and to a control group
on two different occasions, This pre-post evaluation suffered from a number of
methodological weaknesses: no attempt was made to match pre-test and post-test
questionnaires from the same respondent; the control group was small and restricted to a
single school; and one of the schools selected for the evaluation exercise did not conduct a
pre-test but submitted completed questionnaires for the post-test only. These restrictions
notwithstanding, the results of the evaluation show that the programme had some positive
impact on students’ knowledge. In two of the schools that received the programme, there was
a marked increase in the percentage giving the correct answer at the post-test, whereas no
such progress was registered in the control group. However, the progress made among the
participating schools was very variable. For example, the percentage of respondents giving
the correct answer to the question on the name of the virus that causes AIDS at the post-test
were 10%, 57% and 75% in the three experimental schools and 2% in the control group. On
the other hand, the percentages of students who knew that HIV could be transmitted by
sharing a razor with an infected person varied from 16% to 28% in the three experimental
schools but was 45% in the control school. Interestingly, in two of the experimental schools
as well as the control school a larger percentage of students had responded affirmatively to
this question at pre-test. The percentage of respondents who thought that HIV is transmitted
by mosquitos was higher at post-test in one of the experimental schools as well as the control
school. The percentage of students who knew that HIV can be transmitted by using a ncedle
previously used by an HIV-infected person had changed noticeably in only one of the three
experimental schools. The sexual transmission of AIDS was well known 1o students even
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before they experienced the programme and there is not much difference between the pre-test
and the post-test of either experimental or control groups on this question. As the evaluator
of the project has observed:

The responses 10 the other statements in question 1 suggest that the quality of the AIDS education
varied across schools, and even within a single school the various facts about ATDS have not been
equally well covered. The possibility of asymptomatic infection was not fully grasped even after
receiving AIDS education. The programme seems to have generated some confusion regarding the
communicability of AIDIS for, among the test group, the percentage who believed that persons infected
with AIDS could infect other persons dropped between the pre-test and the post-test, although they still
remained at a bigh level. Not much progress seems to have been made oh the subject of the
communicability of AIDS, the percentages believing in it acmally deteriorating slightly in one school
and more significantly in another.

The evaluation instrument either did not include any questions on such other objectives
of the project as changes in attitudes, skills, and practices or these have not been analysed or
presented in the evalvation report.  According to the evalvator, a possible impact of the
project on the educational policies might be an improvement in the status of population and
family life education programmes. The evaluator also claims that;

most of the teachers have been trained to undersiand the nature of AIDS. ransmission, its symptoms
and prevention.

but goes on to say that!

The understanding acquired by teachers of languages and social studies was somewhat unsure.

Classroom teachers {of Mauritivs] have a narrow repertoire of teaching strategies and are loathe to adopt
innovative techniques.

Students participating in focus group discussions reported that their parents welcomed
the initiative on the part of the health and education authorities to help pupils of secondary
schools to develop intelligent and responsible behaviour, particularly in matters relating to
AIDS/STDs. Some school principals did not understand well enough the significance of the
project.

There were a few problems in the timing of the implementation of the project. The
first module was introduced with a 2-week delay. The second module was introduced some
five weeks late while the third module reached most of the schools too late to be tackled.
Because of these delays, vetting and testing of course materials had to be left out. There was
almost no monitoring of the project activities, Teachers did not know to whom to tum to
when they were facing difficulties. The project organizers possessed no reliable information
on such items as support to teachers, or on attempts to develop curriculum materials other
than those in printed form.

The main constraints of the project as listed by the evaluator were as follows:

. teacher training was inadequate
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. support for the development of course materials was grossly inadequate

. the repertoire of teaching materials was very narrow for all participants save
one

o inadequate communication between project teachers, on the one hand, and the
project coordinator on the other

. the pilot project teachers were mostly those associated with Population
Education and Family Life Education, both of which are considered to be
relatively low-status subjects in Mauritius

* the principals were not adeguately involved.

On the positive side, the evaluator concedes that:

It is unimaginable that AIDS/STDs education could have found its way into the schools without such
a project,

and goes on to say:

[The project] demonstrated that, contrary to widely held beliefs, the reluctance of Mauritian classroom
teachers (o talk openly about sexuality o their pupils is far from being 2 matter inherent to Mauritian
cylture, The reluctance is a matter of inadequate professional training.

The evaluator nevertheless goes on to enumerate the main ways in Wthh the project
has failed and concludes with the following recommendations:

*  more attention needs to be given to teachers
. o ‘support should be provided to those engdged in the writing of course materials
- ¢ -course materials should be vetted and field-tested
L monitoring must be rigorous, particularly in the early stages ef the project
. - . teachers should be paid to attend training courses |
. - a preliminary study of professional knowledge and ekﬂls of teachers should.

be vundertaken before such a study is initiated

. a newsletter or bulletin should be issued regularly while sueh a prejeet is
under way. '
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34  Pacific Islands

The pilot project carried out in the Pacific Islands differed markedly from those
conducted in other countries. It was started earlier than most other pilot projects and covered
14 small island countries (see below) rather than concentrating on only one country. Because
of this, it took a longer period to complete (1989-1991) and cost US$ 345 911, almost as
much as all four projects carried out in Africa. It also benefited from the constant supervision
and support of the full-time UNESCO Regional Adviser for Population Education in the
Pacific, who was stationed in Suva.

The Pacific Islands pilot project consisted of two phases. During Phase I, a regional
workshop to develop instructional materials for school AIDS education in the region was
organized (Janvary 1989). The materials developed in this workshop were intended for
possible adaptation by secondary schools in the region. Phase II of the project consisted of
efforts to assist countries in the region to establish school AIDS education programmes, to
adapt the prototype materials produced in Phase I and to train teachers in their proper use.

The following countries of the region are reported to have participated in at least ong
activity of the project: Cook Islands, Federated States of Micronesia, Fiji, Kiribati, Marshall
Islands, Nauru, Niue, Palau, Papua New Guinea, Solomon Islands, Tokelau, Tonga, Tuvalu
and Western Samoa. At least three other island countries of the region (American Samoa,
French Polynesia, and New Caledonia) were also involved in some project activities,

The particular emphasis of this project on producing instructional materials and
training teachers is well reflected in its stated objectives:

. to produce prototype instructional materials

. 10 assist countries in planning strategies for the introduction of AIDS
education into schools

. to help countries adapt the prototype materials to suit their requirements
. to train teacher trainers at the regional level and teachers at the national level.

In line with the last mentioned objective, several subregional and national teacher-
training workshops were held and a total of 50 teacher trainers were trained during the
project.

Among the countries of the region, Fiji received the most technical support from the
project because the project office (as well as the UNESCQO Regional Adviser for Population
Education and a WHO health education specialist on AIDS) were based in Suva and the
government and nongovernmental organization officers there were prepared to utilize the
technical support provided by the project. Due to these favourable conditions, most of the
time and effort spent on evaluating the Pacific Islands pilot project were also concentrated on
Fiji. The technical assistance given to Fiji by the project went far beyond the normal mandate
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of the project and is a good reflection of the nature and variety of activities that can be done
(and need to be done) by international health education specialists stationed in a country.
They include:

. assistance in conducting five national teacher-training workshops

review of the national materials on ATDS/STDs

assistance to the NAP Information, Education and Communication (IEC)
subcommittee in reviewing materials and developing prevention strategies

initiation and conduct of an out-of-school youth focus group meeting and
activities

assistance to the Ministry of Youth and Sports in developing youth
programmes

assistance to the Commonwealth Youth Programme in conducting a course on
AIDS/STD prevention

assistance to the Fiji Red Cross in the development of its materials for
community health workers.

The comprehensive evaluation plan developed by the Pacific Islands pilot project is
an excellent example of how evaluation strategies and indicators should be linked to and
directed by project objectives. While the first three of the objectives listed above could be
assessed by project inputs and outputs in each country, detailed evaluation of the changes in
knowledge, attitudes, beliefs and practices of trainers, teachers and students who participated
in the project required more in-depth studies and information. These studies could only be
done in two counties: Fiji and Papua New Guinea. The results of this careful evaluation
indicate that the Pacific Islands pilot project successfully achieved almost all of its objectives.
The prototype instructional materials for teachers and secondary school students developed
during the first phase of this project are excellent examples of AIDS education materials.
They have been widely adopted and used by educators in many other developing countries.

The first document, Education to Prevent AIDS/STDs in the Pacific: A Guide for
Teacher Training, consists of two parts. In Part 1, the general principles for selecting
teachers for training and the appropriate content of, and climate for, training in AIDS/STD
education are clearly and concisely spelled out. In Part 2, the content areas to be covered in
each of the five days of the training workshop are presented. The five content areas covered
are knowledge, values, communication skills, preparing to teach, and teaching practice or
demonstration teaching. Each section starts with a brief description of educational objectives,
presents a concise definition of the concepts used, provides the necessary factual information
in the form of lecture notes and offers a variety of highly interesting activities and case
studies to be used by the teacher. Most sections begin and end with carefully designed
exercises aiming at assessing teachers’ knowledge, skills and attitudes and evaluating the
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outcome of the daily training. These evaluation exercises can go a long way in preparing
teachers for the proper evaluation of their own activities.

The second document, Education to Prevent AIDS/STDs in the Pacific: A Teaching
Guide for Secondary Schools, also consists of two main parts. In Part 1, the general
philosophy of AIDS/STD education in schools is expounded and the context, classroom
environment and teaching materials needed for a successful AIDS education programme are
described, In Part 2, sample lesson plans are presented for teaching various aspects of the
subject. There are sixteen lesson plans which cover not only basic facts on the nature and
transmission of HIV/AIDS but also deal with such topics as cultural values, sexual
responsibility, decision-making, saying "no", communicating with parents and peers about
AIDS/STDs, alcohol and drugs, and self awareness. Each lesson plan includes one or more
"activities” and hints on "what to do” designed to ensure the active participation of students
in the process of learning.

The third document, Understanding AIDS, is a 15-page booklet for students, presenting
the basic facts in a simple and interesting way. The booklet is well illustrated with cartoons.

The fourth document, Understanding STDs, is a 76-page activity book for students,
presenting information and classroom exercises on STDs, HIV, AIDS and related personal
decisions for their prevention. Ceommunity values are also explored, and assertiveness
stressed. The exercises involve topies such as understanding graphies, and include discussions
on well-chosen topics, questions and answers, small-group discussions on case studies, role
plays, and writing articles for local newsletters.

In all the materials, condoms are presented as a second option after abstinence or
being faithful 1o one partner; they are discussed openly and are included in the discussions
and exercises on decision-making.

Thanks to the efforts of the Pacific Islands pilot project, AIDS education has been
introduced into secondary scheol curricula and teacher-training programmes in most of the
14 countries of the region listed above. In three countries, the introduction of such education
has been through family life education, in two other eountries through social sciences
education, and in five other countries through a new course called AIDS/STD Education.
Partly as a result of these activities, governments of the region in generat and ministries of
education in particular have become more convineed of the potential threat posed by AIDS
and STDs and the role of schools in countering it. Other countries in the region
(e.g. Vanuatu) have produced their own materials, largely adapted from the prototypes, but
suited to their local needs and cultre.

As far as the impact of project activities on their ultimate target audience is concerned,
the results of a careful evalvation in Fiji and Papua New Guinea provide some encouraging
insights. This view is based on the findings of pre- and posi-test evaluations of a quasi-
experimental study of over 864 students from 5 experimental and control secondary schools
as well as a group of parents and community leaders. Among other things, the evaluation
revealed relatively high levels of AIDS knowledge in both experimental and control groups
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at pre-test and, consequently, there were few significant differences in terms of general AIDS
information that could be attributed to the educational intervention by the pilot project. The
experimental group, however, espoused fewer misconceptions regarding AIDS, was more
knowledgeable about details such as the distinction between being HIV-infected and having
AIDS, the possibility of asymptomatic HIV infection, and the likelihood of catching HIV by
sharing infected needles. They also tended to prefer schools or teachers as sources of
information on AIDS,

35 Sierra Leone

The Sierra Leone pilot project is a good example of how a country with extremely
limited resources can be helped to develop and implement an innovatively open approach to
AIDS/STD education. The initial negotiations for this project were held in 1988 but the
project contract could not be signed until late 1989. This delay was mainly due to
bureaucratic problems that seem to be unavoidable in collaboration among several
international organizations and government ministries, The high interest indicated by the
Sierra Leone authorities and the NAP as well as the involvement of a WHO consultant with
previous work experience in Sierra Leone were effective in shortening the bureaucratic
process to some extent.

Preparatory steps for the project included the formation of a broadly based steering
committee that included representatives from several departments within the Ministries of
Health and Education as well as representatives from the Ministry of Youth and Rural
Development, the Sierra Leone Family Planning Association, and the Sierra Leone Teachers
Union. This committee in collaboration with WHO and UNESCO consultants agreed to the
formation of several technical committees for teacher training, materials development,
evaluation, and monitoring and supervision. These technical subcommittees which included
gxperts from the Curriculum Development Centre of the Ministry of Education and the NAP
and Health Education Department of the Ministry of Health took the necessary steps to ensure
that the technical standards of the project were met, as outlined in the project document.
Despite the enthusiasm and good will shown by all sides, implementation of the project was
further delayed by the economic and political events that led to a nationwide general strike
of teachers and the closure of all schools for much of 1990.

The project had originally been viewed as a health education project under the
jurisdiction of the Ministry of Health, With the growing interest and involvement of the
Ministry of Education and recognition of the importance of the non-educational dimensions
of the project and AIDS education, a dispute developed between the two ministries as to the
ownership of the project and its implementation and supervision, which delayed the project
for several more months. This guestion was finally resolved to the satisfaction of the
Ministry of Education, which continued to play a dominant role.

As envisaged in the project document, the commitiee started with an initial assessment
of the AIDS/STD situation in the country which involved visits to all eight pilot-project
schools, focus group discussions, and interviews (using a structured questionnaire) with
samples of pupils (n = 183), teachers (n = 17) and community leaders. The results indicated
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a fairly high degree of awareness of AIDS but also widespread fear, misconceptions, prejudice
and discrimination against people with AIDS. Most of the pupils interviewed were aware of
sex and its association with AIDS/STDs and some of them reported being sexuvally
experienced. The average age of first sexual intercourse for the sexually experienced boys
and girls was 14 and 16 years, respectively. Almost all had negative attitudes to condoms.
The findings of this initial assessment were shared with school authorities and teachers (but
not parents) and were taken into consideration in planning the contents of the teacher-training
workshop and in the preparation of teaching/learning materials for both pupils and teachers.

A 2-week writing workshop involving representatives from the Curriculum
Development Centre and the relevant department of the Ministry of Health resulted in the
preparation of teachingflearning materiais for the project. These consisted of two texts for
students, a set of teaching guides and material for teachers, and a number of posters and other
publicity materials for community education activities, The wrnting panel responsible for the
development of these materials consisted of two Ministry of Education officers, a Sister Tutor
(Nurse), two medical doctors from the NAP, a senior health education officer, a senior nurse
from the NAP, two curriculum development officers, one UNESCO expert on population
education, and two WHOQ consultants, No thought was given to involving teacher trainers or
teachers in the material development workshop, nor were they directly involved in the
workshop on curriculum objectives, contents and methodology., The results of these
workshops were however shared with the teachers chosen to run the project during the
teacher-training workshop and some modifications were introduced.

The curriculum was developed in the form of lesson guides and followed a curriculum
outline which defined its scope and sequences. Each lesson guide included the four elements
of curriculum planning: = objectives, content, methodology and evaluation. The curriculum
package included a text for pupils which reinforced the lesson guides and provided materials
for further reading and work. The time frame for the materials was clearly defined in each
lesson guide, in terms of whole class periods. About 60% of the cumriculum was taken up
by knowledge, 25% by values and attitudes, and 15% by skills. The core preventive
messages in the curriculum were centred around "no sex before marriage”, "safer sex through
the use of condoms", "avoid casual sex”, and "only have one steady and uninfected partner”.
Although project teachers had been encouraged to use their imagination and initiative 1o
modify the curricutum plan, judging by the evalvation questionnaire, no significant alterations
were deemed necessary or made,

A chapter in the teachers’ guide provided guidance on the contents of, and the
designing and use of, extracurricular materials and activities, e.g. posters, songs, leaflets, short
videos, drama, photo stories, cartoons and shadow or puppet plays. Local artists and theatre
groups with long experience in communications development were asked to provide examples
of these materials or activities and to help schools in their production and use.

Participation in these activities was compulsory for every student in all pilot-project
classes. The activities were organized by members of the Stop AIDS Clubs in each pilot-
project school, The participation of other students in these club activities was voluntary.
Students aged between 9 and 18 years took part in extracwrricular activities. Teachers trained
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by the project were in charge of all activities but could request the assistance of local artists
or theatre groups when necessary. Ample use was made of drama and musical activities for
students, teachers, parents and community organizations. The main constraint that almost all
teachers complained of was inadequate time to rehearse plays. A drama, arts and music
festival involving all pilot-project schools was organized in November 1990 and demonstrated
the progress made by both teachers and pupils,

The main leaming materials for students produced by the project were AIDS - Basic
Facts for Primary Schools and AIDS — Information for Secondary Schools. They were
designed to be used by pupils from Class V of primary schools and Form II of secondary
schools, respectively, The first draft of the pupils’ text was produced by individual members
of the writing panel during the writing workshop. Its final editing was the task of the acting
Curriculum Development Coordinator, who was also a member of the writing panel. The
development of teaching/learning materials took about one month, Several posters and other
educational materials for community education were also developed by teachers from pilot-
project schools during the teacher-training workshop. No learning materials produced by the
project were formally pre-tested because of lack of time. However, curriculum writers were
able to test them informally at the draft stage and they were examined by teachers for
comprehension and appropriateness during the teacher-training workshop.

Condoms are explicitly mentioned in learning materials for both primary and
secondary pupils. For the primary level pupils, condoms are presented as second best after
total abstinence until marriage. In the secondary age group, condoms are presented as the
second best to be used by just some people. Due to the opposition of certain members of the
writing committee, who were against the explicit presentation of condoms, the text for
secondary schools is much less explicitly written and illustrated than that for the primary
level. In their dramatic performances however both age groups carried and demonstrated
condoms as part of the preventive action advocated for controlling AIDS,

Eight schools, four primary and four secondary, were selected as pilot-project (or
"experimental”) schools, The main criteria for selection of these schools were that they
should be easily accessible, coeducational, and of mixed religious backgrounds. The control
group consisted of pupils from three secondary schools in the Central Province (which
includes Freetown) and the Western Area (Province), and two primary schools in the Southern
and Eastern Provinces.

Monitoring of the pilot project was carried out by means of periodic visits to
pilot-project schools to observe teachers at work, and by the examination of teachers’ records
and progress reports submitted by facilitators and project evaluators. Seven facilitators (four
from the Ministry of Education and three from the Ministry of Health) were trained 1o visit
pilot-project schools each week. They were paid a monthly honorarium which was dependent
upon the receipt of a progress report. Two project evaluators were also contracted to monitor
and report on the implementation of project activities in schools. They visited each school
once a month and used a standard checklist to report their observations. The evaluators also
were paid an honorarium upon the submission of a progress report. The Programme Assistant
{who was in charge of the day-to-day operation of the project) also visited all schools once
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a month. The monitoring and supervision of the project was rated very highly by pilot-project
teachers,

Due to various problems, the following project activities were not completed fully or
in time: :

. the pre- and post-programme evaluation reports — becaunse of the lack of
skilled data entry/analysis staff, the evalvator had to compile the aggregate
responses of 1304 respondents manually. The administration of post-project
written interviews and questionnaires could also not be done in three of the
pilot-project schools

. the post-project follow-up evaluation, planned for four months after the
completion of the project, could not be undertaken

. the evaluation report and monograph envisaged in the project document could
not be eompleted in time.

Inability to keep to the project timetable (due to various factors) was a serious
problem. The time schedule was unrealistically short in certain respects and the lack of
necessary backup suppert (and the periodic failure of the power supply) made its achievement
more difficult. The nationwide strike by teachers also meant that the students and teachers
for whom the project was designed could not be reached for almost one academic term. As
a result of this long interruption, the project had to continue at a higher grade (Class VI and
Form IV) with students whe had started at Class V and Form I when the schools resumed
normal functioning. As a result of registration failures and transfers to other schools, the
number of pupils who completed the project was smaller than those who started it. Moreover,
not all the pilot-project and control schools undertook the post-intervention written test and
interviews.

The evaluation of the project called for an initial assessment (through focus groups).
a baseling evaluation test to be completed by all students in both pilot-project and control
schools, intensive baseline interviews with a 10% sample of pilot-project and control students,
a post-intervention test in all pilot-project and control schools, and a follow-up evaluation of
pilot-project students four months after the end of the project. Two evaluators, associated
with the curriculum development centre with some help from project facilitators, were
expected to take on the responsibility of evaluating the project.

The main tool used for both pre- and post-intervention evaluation was a written
questionnaire developed by a WHO consultant who had also trained twenty community health
nurses to administer questionnaires and to camry out interviews. Evaluation instruments were
pre-tested on a small sample of ten primary and ten secondary students. A different method
was used for evaluating student performance in exiracurricular activities. This method
involved judgement by experienced health and education specialists during the interschool
drama, arts and music festival and competition held in November 1990,
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The evalvation of the project suffered from a number of serious problems. The
comparability of pilot-project and control schools is very much in doubt. Students from the
two control primary schools included in the post-test were substantially younger (less than
13 years) than pilot-project school students, most of whom were from secondary schools.
While the pre-intervention questionnaires were completed by 1304 students from all eight
pilot-project and four control schools, the post-intervention test was given to only 596 pupils
from three secondary and four primary pilot-project schools and only two primary control
schools. Thus, only 46% of the pilot-project students and less than 25% of the control group
of students were involved in the post-intervention test. In addition, control school students
were much less informed than those from pilot-project schools at the pre-test. In view of
these variations in sample size and composition from pre-test to post-test and the relatively
long (11 months) and eventful time that had separated the two tests, the results of the
evaluation should be treated with caution.

The foregoing methodological deficiencies notwithstanding, the results of the
evaluation indicate a remarkable rise in AIDS-related knowledge among pilot-project students:

* 92% of pilot-project students {(as compared with 19% to 68% of control
students) knew about AIDS/STD

v 85% to 90% of pilot-project students (as compared with 38% to 55% at
pre-test and 31% to 43% of the controls) knew what caused AIDS

. only 14% of pilot-project students (as cormpared with 71% at pre-test and 68%
of the control group) had misconceptions about what causes AIDS

. 75% of pilot-project students (as compared with 44% to 62% at pre-test) knew
that HIV is transmitted through sex

. 90% of pilot-project students (as compared with 41% to 62% at pre-test) knew
that there is no cure for AIDS.

Post-intervention test results also indicate a sharp decline among pilot-project students
of personal concern and worry over AIDS. Moreover, the percentage of students in the
experimental schools who admitted to being afraid of HIV-infected people dropped from 75%
at pre-test to 25% at post-test. Of equal interest was an encouragingly sharp rise (from 28%
to over 80%) in the percentage of pilot-project students who said that they intended to use
condoms in future. Even at primary school level, up to 75% of pilot-project students said
they knew where to get a condom. There was also a considerable rise (from 20-30% (o over
80%) in the percentage of students from pilot-project schools who reported having changed
their sexual behaviour as a result of participation in the project.

3.6  United Republic of Tanzania

The United Republic of Tanzania pilot project was aimed at a sample of primary
school pupils and student teachers. Ten pilot-project and ten control primary schools and two
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teachers’ colleges — all in the Dar es Salaam and Morogoro regions — were involved. The
initial negotiations for the project were held in late 1989, and the project began in early 1990
and ended in June 1992, The Instimte for Curriculum Development (ICD) of the Ministry
of Education was responsible for the leadership of the project and obtained technical input
from the Ministry of Health and the national AIDS programme. The entire programme cost
US$ 60 000. Representatives of WHO and UNESCO were involved in the planning meeting
but the actual planning was done by curriculum development experts from the ICD. The
initial project plan had omitted such matters as the inclusion of control schools and colleges,
pre-testing of instructional materials, printing of instructional materials, and adjusting the
project time schedule to school academic terms and vacations.

Although only 900 pupils and 120 trainee teachers (from both control and experimental
settings) were included in the formal evaluation, the number of students covered by the
project was nearly 2000. A tota} of twenty teachers, one tutor from a teachers’ college, and
five inspeciors participated in the project.

The objectives of the project werg:

. to reduce the spread of HIV among young people

. to enable primary school pupils and teachers’ college students to combat the

spread of HIV while they are at school and to continue doing so after
completing their studies

. to reduce discriminatory attitudes towards HIV-infected community members

. 1o evaluate the project with a view to incorporating its successful elements

into the primary school and teachers’ college science and family life education

curricula nationwide

° to use the project results to assist WHO/UNESCO in supporting the
implementation of similar projects in other countries.

The above aims were to be achieved by:

. increasing among pupils, trainee teachers and classroom teachers the levels of
awareness and knowledge about HIV transmission

. promoting safer sexual behaviout

. training a cadre of teachers

. developing and evaluating the necessary instructional materials

. reinforcing existing positive attitudes, behaviour, skills and practices among

primary school pupils and trainee teachers







