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1. INTRODUCTION

1.1 STUDY OBJECTIVES

This reports presents the main findings and recommendations of an assessment of the impact of the AIDS epidemic on primary and secondary education in Swaziland. It forms part of the 2005/06 World Bank review of the education sector.  

The assessment focuses on two main areas, namely the impact of HIV/AIDS on teachers and other staff employed by the Ministry of Education (MoE) and on school-aged children who are directly affected by the epidemic. With regard to teacher impact the following issues have been investigated:

· To what extent are teachers a high-risk group with respect to HIV infection?

· What is the level and pattern of teacher mortality?

· How high is attrition from other causes (resignation, retirement, dismissals)?

· What are current levels of teacher morbidity (sickness) and absenteeism?

· What are the likely future levels of teacher mortality and morbidity?

· Projections of  future demand for teachers

The impact assessment on children directly affected by the epidemic has examined the following questions:

· How many children are living with AIDS, are living in affected households and have lost parents to AIDS (i.e. are orphans)?

· What is the most likely impact of the epidemic on the demand for primary and secondary education?

· What are the likely numbers of these three groups of children over the next 10 years? 

The assessment also estimates the likely impact of the AIDS epidemic on the cost of education provision and also on the affordability of basic education. The second part of the report makes a series of recommendations about the actions that could be taken to minimise HIV infection among both school students and teachers in the future and support those who are living with AIDS or otherwise directly affected by the epidemic.

1.2 STUDY METHODOLOGY

The assessment has drawn on three main sources of information, namely stakeholder interviews, secondary data and documentation, and the results of school and household surveys.

A total of 30 semi-structured, confidential stakeholder interviews were conducted in May 2005 with senior managers in the MoE, other relevant ministries (health and social welfare, public service, finance, labour), and the central statistical organisation as well as with personnel in key non-government organisations (NGOs), international agencies (including UNICEF and WFP), and donor partners. The purpose of these meetings was to obtain the views of key individuals on: (i) how the epidemic has impacted on teachers and school-aged children to date? and (ii) what should be done to minimise the impact in the future?  

Secondary data and documentation was collected from both within the MoE as well as other organisations. Annex A lists the main documents that were consulted for the assessment. 

The World Bank commissioned the school and household surveys as key inputs into its education sector review.  A total of 165 schools (125 primary and 40 secondary) and 900 households in two regions (Lubombo and Manzini) were surveyed between August and November 2005. The Family Life Association of Swaziland was contracted to undertake both surveys.

Dr. Paul Bennell, Senior Partner, Knowledge and Skills for Development, Brighton, United Kingdom prepared this report. He visited Swaziland for two weeks in May 2005 in order to conduct the stakeholder interviews and review relevant secondary data and documentation. 

1.3 REPORT STRUCTURE

As noted above, the report is in two parts. The first part (Chapters 2, 3 and 4) assesses the impact of the epidemic on teachers and school-aged children and also reviews HIV prevention activities both in and outside school. The second part of the report (Chapters 5, 6 and 7) discusses the likely impact of the epidemic on these two groups over the next 10-15 years and considers a range of possible measures to minimise the impact of the education on the education sector.

1.4 ACKNOWLEDMENTS

Many people assisted in the preparation of this report. Special thanks go to all those individuals who gave generously of their time to be interviewed and who helped to source key information. Mr. Israel Simelane, Chief Education Office Primary Education provided excellent support and guidance throughout this exercise as did Dr. Dandan Chen, Education Sector Economist, World Bank. 

2. TEACHERS AND OTHER STAFF 

This chapter reviews the evidence on the impact of the AIDS epidemic on teachers and other staff and then reviews the steps that have been taken by MoE with regard to both HIV prevention and support for directly affected staff.

2.1 NUMBERS AND CHARACTERISTICS

There were 6553 primary and 4138 secondary school teachers at government and government aided schools in mid 2005 (see tables 2.1 and 2.2). Three-quarters of the primary school teachers in Swaziland are women and the average female teacher is more experienced than her male colleague (see annex table 2.1). Around 45 percent of teachers in secondary schools are women.    

	Table 2.1: Experience profile of permanent and temporary MoE teachers, 2005 

	
	21-30
	31-40
	41-50
	51-60
	60>
	TOTAL
	

	Permanent
	1418
	3573
	3051
	1297
	18
	9358
	

	Temporary
	1141
	324
	61
	25
	2
	1559
	

	TOTAL
	2559
	3897
	3112
	1322
	20
	10917
	

	%
	23.4
	35.9
	28.5
	12.1
	0.2
	100
	

	Notes: Includes professional staff at VTCs, the Curriculum Development Section,

	and three teacher training colleges.
	
	
	
	
	

	According to EMIS, the total number of teachers in post in 2003 was 11500. 
	

	Source: MOPSI
	
	
	
	
	
	


Most teachers have the requisite professional qualifications specified by the MoE. Only nine percent of primary school teachers were ‘uncertificated’ in 2003 and 41 percent were either trained graduates or high school matriculants with training. The corresponding percentages for secondary school teachers are 0.6 percent and 92 percent.

Nearly 60 percent of teachers are under 40 years old and are, therefore, particularly at risk from HIV infection. 

Teacher deployment

As in many other countries, rural schools are unable to attract sufficient numbers of qualified teachers. At the survey primary schools, nearly 60 percent of rural schools stated that they had experienced staff shortages during the last three years compared to only 30 percent of urban schools. Vacancies are particularly high at community schools. Staff shortages appear to be even more acute at secondary schools. Around ADD percent of primary school teachers and 19 percent of secondary teachers are on temporary appointments (see annex table 2.3). Student teacher ratios are generally higher in urban schools due to larger class sizes.

Insert table 2.2

2.2 SEXUAL BEHAVIOUR AND HIV PREVALENCE

Sexual behaviour

There is no information available on the sexual behaviour of teachers in Swaziland and the extent to which this exposes them to HIV infection. It is commonly suggested that teachers in Africa are a high-risk group with regard to HIV infection because they are relatively well off and thus able to engage more readily in high-risk activities, including drinking and frequenting bars. However, the majority of teachers are female in Swaziland, who are much less likely to abuse alcohol and have multiple sexual partners.  

Population-based HIV testing

The only truly reliable way of establishing the extent to which a workforce has been affected by an infection such as HIV is to test all or a sufficiently large representative sample of staff. Well-established protocols and procedures have been developed for this work-based testing, particularly in Southern Africa, which is now quite commonplace, especially in the private sector. Employees are asked to provide a sample (usually saliva) on a purely voluntary and anonymous basis. The results of the test are not disclosed to either the individual or their employer.

Both SNAT and the MoE indicated their willingness for teachers to be tested in this way as part of this assessment. Unfortunately, however, funding could not be secured from NERCHA in order to meet the costs of this exercise.

The first nation-wide HIV population-based testing in Swaziland is currently being done as part of the 2005 Demographic and Health Survey. All adults aged 15-49 in the 5500 sampled households will be tested. Preliminary findings are expected in April 2006.

Antenatal clinic estimates

In the absence of population-based HIV prevalence estimates of the teaching workforce itself, it is tempting to rely instead on the available statistics of HIV infection among the adult population as a whole. These are based on the testing of random samples of pregnant women attending antenatal clinics (ANCs). 

The overall rate of HIV infection among adults aged 15 to 49 was 42.6 percent in 2004 compared to only 16.1 percent a decade earlier in 1994.  However, these ANC-based estimates may differ considerably from actual HIV prevalence among teachers. In South Africa, for example, HIV prevalence based on antenatal clinic testing is 29 percent compared to 12.5 percent among a large random sample of teachers. 

To date, there has been relatively little population-based testing in Swaziland. UNICEF sponsored the testing of young people in two inkundhla in the second half of 2003. The results of this limited testing showed that prevalence among females aged 15-49 was 29 percent and males 17 percent. Part of the reason for the much lower figure for females is that only a relatively small proportion of adolescents have had unprotected sexual intercourse.    

Most impact assessments of HIV/AIDS on the education sector in African countries have assumed that the profile of HIV prevalence among teachers is the same as for the adult population as a whole. Demographic models have then been used to project rates of teacher mortality over the next 5-15 years. The main problem with these projected mortality rates is that they have turned out to be much higher than actual mortality rates for teachers, usually by a factor of two-three times.  

2.3 MORTALITY 

Level and trends

Ministry of Education records show that the number of teacher deaths from all causes increased from 40 in 2001 to 100 in 2004
. The overall mortality rate was 1.1 percent in 2004 up from 0.5 percent in 2001 (see table 2.3). Given that almost all this increase is due to HIV/AIDS coupled with the scale of the epidemic in Swaziland, it is likely that at least 80 percent of teacher deaths are due to AIDS-related illnesses. Not all the required data is available, but it appears that there are no major differences in the mortality rate between female and male teachers. 

	Table 2.3: Number of deaths among permanent teachers, 2001-2005 (mid May)

	
	2001
	2002
	2003
	2004
	2005
	
	

	Female
	na
	na
	40
	66
	25
	
	

	Male
	na
	na
	23
	34
	14
	
	

	Total
	40
	53
	63
	100
	39
	
	

	Note: na = not available
	
	
	
	
	

	Source: Teacher Service Commission
	
	
	
	


The school survey indicates that mortality rates for primary school teachers were 1.44 percent in 2004 and 1.04 percent for secondary school teachers. Unfortunately, detailed information on the gender, age, location, and qualifications of recently deceased teachers was not requested as part of the school survey. While teacher mortality rates for 2005 appear to be largely unchanged at secondary schools, by mid 2005 they were considerably lower at primary schools. 

The 1999 study of the impact of HIV/AIDS on the education sector in Swaziland projected that mortality rates among teachers would be increase rapidly to 3.0 percent in 2004, which is over twice the actual rate for this year.    

One of the possible reasons why mortality rates among teachers are less than expected is because an increasing number of affected teachers could be accessing life-prolonging anti-retroviral drugs (ARVs). The actual numbers of teachers taking this medication is not known, but government clinics have been freely dispensing ARVs since 2004. Around 8000 people were accessing these drugs in mid 2005. The target was 12,000 by the end of 2005.

Relative mortality 

Unfortunately, very little data is available on mortality rates for other occupations and socio-economic groups in Swaziland. However, teacher mortality rates appear to be under half the overall adult mortality rate
. This is based on data from the household survey, which shows that adult mortality rates in Lubombo and Manzini were 2.0 percent and 2.5 percent respectively.
 Without population-based HIV testing of teachers, it is not possible to establish the extent to which this lower level of mortality is due to lower infection levels among teachers. Other factors also reduce mortality most notably access to ARVs and generally better medical treatment and better nutrition.  

	Table 2.4: Rural mortality rates by age cohort, 2003

	AGE
	Female
	Male
	Total
	

	0 to 4
	4.19
	4.44
	4.32
	

	5 to 19
	0.04
	0.03
	0.03
	

	20 to 29
	3.05
	1.96
	2.53
	

	30 to 54
	4.3
	6.11
	5.11
	

	55>
	5.25
	7.69
	6.36
	

	Overall
	2.51
	2.67
	2.58
	

	Source: VAC Survey
	
	
	


Table 2.4 presents mortality rates in rural areas of Swaziland in 2003. If teachers had the same patterns of mortality rates as the rest of the rural adult population then, given the age profile of teachers, one would have expected 465 teachers to have died in that year. The actual figure was only 63, which is over seven times less. 

Overall attrition and turnover

It is important to assess the scale of teacher deaths in relation to the overall wastage or attrition of teachers as a whole. In 2004, 3.5 percent and 2.1 percent of primary and secondary teachers were removed from the payroll due to retirement, resignations, dismissals, and death (see table 2.5). Thus, teacher deaths accounted for 41 percent and 50 percent of teacher departures at primary and secondary schools.  

At the school level, teacher turnover is also very low; 2.5 percent of primary school teachers transferred out of their schools during 2004 and 1.6 percent of secondary school teachers.   

	Table 2.5: Teacher attrition rates at primary and secondary survey schools, 2004

	
	Primary
	Secondary
	
	
	
	

	Death
	1.4
	1
	
	
	
	

	Resignation
	0.3
	0.1
	
	
	
	

	Retirement-age
	1.1
	0.1
	
	
	
	

	Retirement-medical
	0.5
	0.2
	
	
	
	

	Dismissal
	0.2
	0.7
	
	
	
	

	Total
	3.5
	2.1
	
	
	
	

	Death % total
	41
	50
	
	
	
	

	Source: School survey
	
	
	
	
	


Death gratuity 

Permanently appointed public servants are entitled to a death gratuity, which is equivalent to two years of gross salary. For graduate teachers, the value of the gratuity is E116,000 and for a diploma teacher E96,000. The gratuity takes around six weeks to be processed although a payment of E10,000 is made available immediately to meet funeral expenses.   

Pension

Public servants are only eligible for a pension after they have 10 years of service.  In addition to the death gratuity, the family of an officer who dies also receives their pension contributions plus interest.

2.3 SICKNESS

Without anti-retroviral drugs, teachers who have AIDS-related illnesses are likely to be absent from school at frequent intervals and for increasingly long periods of time as their illnesses get progressively worse. The 2001 impact assessment of HIV/AIDS on central ministries stated  ‘discussions with job supervisors reveal that officers with AIDS take 70-100 days of sick leave in the 18 months preceding their death’. However, if all or most affected teachers are able to access ARVs and the treatment results in much lower levels of sickness (as is normally the case), then teacher absenteeism rates may not be that much higher than prior to the epidemic.  

Absenteeism 

Generally speaking, illness-related absenteeism among teachers is not a major concern in Swaziland. Only around one in five primary and one in four secondary school head teachers indicated that ‘teacher absenteeism has been a problem during the last year’. Illness was cited as the main reason for absence for around one-third of the primary and secondary schools where absenteeism is perceived to be a problem 

Teacher absenteeism rates and the breakdown of reasons for these absences at the survey schools are presented in tables 2.6 and 2.7. At the primary schools, 2.2 percent of female and 3.5 percent of male teachers were absent from school on the day of the survey due to sickness. The absenteeism rate was considerably higher though in secondary schools – 9.3 percent. Illness-related absenteeism accounted for around 30 percent of all absenteeism at both primary and secondary schools.  

	Table 2.6: Teacher absenteeism rate on day of survey, 2005 

	(rounded percentages)
	
	
	
	

	
	PRIMARY
	
	SECONDARY
	

	
	Female
	Male
	Female
	Male
	

	Rural
	10
	12
	10
	7
	

	Urban
	5
	15
	4
	6
	

	Hhohho
	14
	23
	4
	14
	

	Lubombo
	8
	5
	8
	4
	

	Manzini
	7
	9
	8
	11
	

	Shiselweni
	9
	15
	10
	8
	

	Government
	4
	15
	11
	7
	

	Mission
	10
	12
	9
	9
	

	Community
	10
	14
	6
	5
	

	All
	9
	12
	9
	7
	

	Source: School survey
	
	
	
	


The absenteeism rate as measured by total days lost during the previous month was 3.8 percent for primary and 4.4 percent for secondary school teachers. Illness accounted for 30 percent and 17 percent respectively of these absences in primary and secondary schools. Unfortunately, information on teacher absenteeism during the last five years or so is not available.

	Table 2.7: Percentage breakdown of reasons for teacher absenteeism

	at survey schools (rounded percentages)
	
	

	
	PRIMARY
	
	SECONDARY
	

	Reason
	Female
	Male
	Female
	Male
	

	Sick
	24
	29
	28
	27
	

	Training
	5
	3
	0
	4
	

	Leave
	17
	13
	3
	3
	

	Admin duties
	17
	36
	31
	39
	

	Maternity
	6
	0
	17
	4
	

	Don't know
	6
	7
	7
	0
	

	Other
	25
	13
	14
	23
	

	Total
	100
	100
	100
	100
	

	Source: School survey
	
	
	
	


In the opinion of head teacher respondents, another 10 percent of primary and five percent of secondary teachers were at school, but were not well. Teacher absenteeism is reported to be common on Fridays, on paydays (the 22nd of each month), and at the end of each month. 

The most common way of dealing with teacher absences in the short-term is to combine classes and set work for the class and visit occasionally. Relief teachers have been used in 14 percent of primary and bb percent of secondary schools. With regard to long-term absences, half of the survey schools rely on relief teachers (see annex tables 2.4 and 2.5)

Long-term sick leave

With proper medical authorisation, teachers are entitled to go on long-term sick leave on full pay for six months and, if necessary, another six months thereafter on half pay. Teachers who are still deemed unfit for work after 12 months are obliged to take medical retirement. 

At the survey schools, 0.6 percent of primary and 0.75 percent of primary and secondary school teachers were reported to be on long-term sick leave (of more than six months) in 2004.

Most teachers are very reluctant to go on long-term sick leave because they do not want to be identified as being HIV positive and because of the longer-term financial consequences of not being employed. The fear of not receiving death benefit is a major deterrent. However, once teachers do go on sick leave, replacement teachers are quickly deployed to affected schools. 

Impact on school performance

While most head teacher respondents at both primary and secondary schools do not believe that the AIDS epidemic has resulted in higher teacher absenteeism at their own schools, most agree with the statement that ‘HIV/AIDS has increased teacher absenteeism across the country’ (see table 2.8). Just why there is such a difference in their responses to these two questions is not clear. One possible explanation is that they are in denial about the impact of the epidemic at their own schools.

Most head teachers believe that current levels of teacher absenteeism do affect student performance. Half point to the negative impact on examination results. 

	Table 2.8: Head teacher responses to the questions 'do you agree that HIV/AIDS

	has increased teacher absenteeism in this school and all schools?' (rounded percentages)

	
	Strongly
	Agree
	Not sure
	Disagree
	Strongly
	
	

	
	agree
	
	
	
	disagree
	
	

	Primary
	
	
	
	
	
	
	

	Own school
	12
	14
	11
	12
	52
	
	

	All schools
	61
	19
	10
	3
	6
	
	

	Secondary
	
	
	
	
	
	
	

	Own school
	11
	6
	6
	20
	57
	
	

	All schools
	65
	20
	7
	4
	4
	
	


Medical retirement

The head of department should report seriously ill employees to Director of Health services. If a Medical Board finds an officer unfit to continue work then she must take medical retirement. However, as noted earlier, employees usually prefer to die in service.  

2.4 AIDS IN THE WORKPLACE: POLICY AND PRACTICE 

HIV prevention

Given the seriousness of the AIDS epidemic in Swaziland, the scale of HIV prevention activities among teachers and other MoE staff has been relatively limited to date. In part, this is because other ministries (particularly the Ministry of Health and Social Welfare) have been given the main responsibility for HIV prevention in the public sector and the country as a whole. NGOs have also been quite active.

A SHAPE survey in 2003 found quite high levels of teacher ignorance concerning key aspects of HIV/AIDS. Nearly 20 percent and 11 percent of respondents believe that one can become infected with HIV by shaking hands with a PWLA and by sharing utensils with an infected person respectively. Nearly two-thirds agreed with the statement that that a pregnant woman will always pass on the virus to her baby and nearly 30 percent answered incorrectly the statement that someone with the virus can look healthy (SHAPE, 2003).

In early 2005, the Ministry of Public Service (MOPSI) was given the responsibility by Cabinet of designing and implementing a comprehensive AIDS in the workplace strategy, which will cover all 31,000 public sector employees across 21 government ministries. The main objectives of the strategy are to minimise HIV prevention and provide effective support to those living with AIDS and their families. HIV/AIDS Coordinators at the level of Senior Personnel Officer will be appointed in each Ministry who will work with 300 peer counsellors. Impact assessments are to be carried out in each Ministry in order to establish priorities and work plans. Anti-retroviral drugs are also to be provided separately to public servants so that they may avoid the stigma of having to queue publicly outside of clinics and hospitals for these drugs. 

Discrimination

It is commonly argued both in Swaziland and elsewhere that, because teachers are widely regarded as guardians and role models for children, those with HIV tend to be particularly vilified. There is, however, no hard evidence concerning levels and trends in discriminatory practices against teachers living with AIDS in Swaziland. 

Support

No specific policies have yet been introduced to support teachers and other MoE affected by AIDS. A number of measures are however proposed in the draft HIV/AIDS and education policy.

Sexual misconduct

The sexual misconduct of male teachers is a cause for concern. A total of 54 sexual abuse cases directly concerning teachers and head teachers were reported to the MoE telephone hotline between October 2004 and April 2005.  Cases ranged from coercive sexual intercourse to pupils who are reported to be in love with a teacher. The hotline has dealt with almost 1600 cases since it was started in February 2004 of which 120 of these were sexual in nature. 

It is still the case, however, that children who are attending school are much less at risk of becoming infected with HIV than children who are not in school.  

3. CHILDREN AFFECTED BY HIV/AIDS

This chapter assess the impact to date on school-aged children. After briefly reviewing overall enrolment trends for schooling as whole, the discussion focuses on the three groups of children that are likely to be most affected by the epidemic, namely children whose parents are living with and have died from AIDS and children who themselves are HIV positive.

3.1 ENROLMENT TRENDS

It is impossible to establish with any reasonable degree of accuracy what would have happened to school enrolments in the absence of HIV/AIDS. However, it is noteworthy that both enrolment and completion rates for both primary and secondary schooling in Swaziland appear to have improved during the last five years.   

EMIS statistics

According to EMIS data, primary school enrolments increased by around 2.5 percent between 2000 and 2004. Gross enrolment rates for primary education increased from 100 percent in 2000 to 116 percent in 2004. The corresponding net enrolment rates are 84 percent and 87 percent. Repetition rates for females remained largely unchanged (averaging 14 percent from grade 1 to 7), and male repetition rates fell from 19 percent in 1999 to 16 percent in 2003. However, up until 2003, there was no noticeable trend in dropout rates (see annex tables 3.1 and 3.2).  

Secondary school enrolments grew by 13 percent between 2000 and 2004. The gross enrolment rate increased from 43.8 percent to 49.6 percent during this period. Repetition rates remained constant for females, but fell by three percentage points for male students. Dropout rates have also declined quite appreciably during the last five years.  

Other evidence

The UPE Plan of Action Report states that 23 percent of children were not in school in 2002. UNICEF estimates that 30 percent of children of primary school age were out of school in 2002 compared to 20 percent in 1990. A survey of 49 communities in January 2004 found that the net enrolment rate in basic education was around 80 percent. Another survey of out-of-school children (OSC) within three kilometres of selected schools reports that 13 percent of girls of school-going age had dropped out of school and five percent had never attended school. The corresponding figures for boys are 12 percent and 6 percent. Over one-quarter of (27 percent) of OSC live with their grandmothers and only around one-third live with both parents. However, school costs rather than household duties are cited as the main reason for non-attendance.

It is reported that primary enrolments in drought-affected areas have declined, which is due not only to increased poverty but also with the rise of girls acting as surrogate mothers and family nurses.

The 2003 SHAPE survey found that nine percent of 13-19 year old children currently attending school had stopped attending at least once. This also highlights the extent to which children return to school after having been reported as dropouts.  

3.2 OVC POPULATION  

Orphan numbers

The term ‘orphans and other vulnerable children’ is now widely used in Swaziland to describe children who are likely to be in need of material and other kinds of support. It is important to note though that not all orphans are needy and that, in practice, it is difficult to define just which children are ‘vulnerable’.

The paucity of recent household survey data makes it difficult to establish precisely the parental status of children and the levels of vulnerability among school-aged children. The 2004 Rapid Assessment Analysis of OVCs concludes that ‘the pandemic combined with widespread poverty, a weakening economy and regional drought, has left more than one-third of children in a state of emergency’. The report estimates that there were 69,000 orphans in 2004. A small survey conducted by SHAPE in 2003 reports that 3.6 percent of school-age respondents were maternal orphans and 10.9 percent paternal orphans.  

The Swazi VAC survey of rural areas in 2003 found that 2.3 percent of children younger than 15 years old had lost both parents and that these children are ‘in a particularly precarious position’ (VAC, 2004, p.46). The paternal orphan rate was double that of the maternal orphan rate for this age group. However, the report points out that ‘the paternal rate should be used with caution as it may over-estimate the number of paternal orphans. This indicator is prone to error especially in situations where high rates of non-marital births occur (as in Swaziland), where family dissolution is common or where men participate in labour migration. Therefore, the maternal orphan rate is a more reliable indicator’ (ibid)
.   

According to the household survey that was conducted as part of the 2005 World Bank education sector review, 24.5 percent of children aged 0-15 in Lumombo and 22.2 percent in Manzini Region did not have both parents alive in mid 2005. Table 3.1 shows that 5.3 percent of school-aged children aged 

5-9 were maternal orphans, 8.3 percent paternal orphans, and 4.5 two-parent orphans. It is noticeable that the incidence of two-parent and paternal orphans is twice as high in the 10-14 age group. 

Even though orphan rates have been higher in Lubombo and Manzini regions in recent years
, there appears to have been very marked increase in the orphan population in these two regions. The Multi-Indicator Cluster Survey conducted by UNICEF in 2000 reported a national orphan rate of 11.2 percent. Moreover, the annual number of reported deaths in surveyed households doubled between 2000 and 2004 although by much less in Manzini (82 percent) than in Lubombo (182 percent). Information on the date of parental death was not collected so it is not possible to analyse the actual impact of the death of a parent on the school attendance of affected children.    

	Table 3.1: Parental status profile by age cohort in survey

	households (percentages)
	
	
	

	
	Both
	Both
	Mother
	Father
	

	Age
	alive
	dead
	dead
	dead
	

	0 to 4
	89.8
	1.2
	1.2
	7.8
	

	5 to 9
	81.9
	4.5
	5.3
	8.3
	

	10 to 14
	67.5
	8.3
	6.5
	17.7
	

	15 to 19
	63.1
	9.4
	9.4
	18.1
	

	20-24 
	58.6
	8.8
	5.5
	27.1
	

	Source: Household survey
	
	
	


The results of the 2005 World Bank household survey show that only one-third of maternal orphans live with their fathers whereas 45 percent of paternal orphans live with their mothers. However, it is also striking that 40 percent of children whose parents are alive reside in households that are headed by other relatives (see table 3.2 and annex table 3.3). Grandmothers care for half of all double orphans and one in eight of these children are in sibling-headed households. 
 Data from the school survey also show that only one-quarter of children in school who had lost one or both parents were not living with a parent (see annex 3.3). 

	Table 3.2: Living arrangements of school-aged children by parental status, 2005

	Relationship to HH head
	Both dead
	Mother dead
	Father dead
	Both alive
	

	Biological child
	0.0%
	28.2%
	44.2%
	60.3%
	

	Adopted/step child
	14.4%
	5.1%
	3.4%
	2.2%
	

	Grandchild
	48.9%
	53.8%
	39.4%
	30.2%
	

	Sibling
	13.3%
	0.0%
	2.4%
	1.1%
	

	Other relative
	22.2%
	11.5%
	10.6%
	5.0%
	

	Non-relative
	1.1%
	1.3%
	0.0%
	1.2%
	

	Total
	100.0%
	100.0%
	100.0%
	100.0%
	

	Source: Household survey
	
	
	
	


Children living with AIDS

Mortality among children over five years is minimal. The mortality rate for the 5-19 age group in rural areas was 3.5 per 1000 in 2003 (see table 2.4).  Without ARVs, over 95 percent of child who are born with HIV die within the first five years of life. Consequently, only a tiny percentage of school-aged children are infected.     

Child carers

No information is available on the number of children who are looking after parents and other household members who have AIDS-related illnesses.  However, given the overall HIV prevalence and morbidity rates in Swaziland, school-aged children in as many as one-four households may be affected in this way.

3.3 OVC SCHOOL ATTENDANCE   

Children who are directly affected by HIV/AIDS are expected to have more problems in attending school and are, therefore, more likely to dropout. However, evidence form a relatively large number of countries indicates that this is not necessarily the case and that poverty levels rather than parental status are more usually the most important determinant of school attendance and completion. The evidence from the household survey in Swaziland also suggests that there is no simple causal relationship between parental status and school performance.   

Household and school surveys

Information on OVCs collected for the school survey is not sufficiently precise or accurate to be able to make robust estimates of school completion rates. However, the exact parental status of children can be established from the household survey.

Concerns have been expressed that some orphans never attend school. The household survey indicates that all children who had lost both parents (double orphan) aged 10-15 had enrolled in school at some stage whereas one percent of maternal orphans and five percent of both paternal orphans and two-parent children in this age group were never-attenders (see table 3.3). However, a noticeably higher proportion of double orphans had not enrolled in primary school for the first time until they were seven years old; only 42 percent of this group had enrolled by the age of 6 compared to 57-58 percent among maternal and paternal orphans and two-parent children (see table 3.4).

Unfortunately, very large numbers of missing data for the educational level and grade variables in both the household and individual child questionnaires does not allow a robust assessment to be made with regard to differences in educational attainment between orphans and non-orphans. This is also the case for the grade repetition and education disruption variables (see annex table 3.6). 

	Table 3.3: Percentage of children who have never attended school

	by parental status, 2005 (rounded percentages)
	

	
	Both
	Mother
	Father
	Both
	

	Age
	dead
	dead
	dead
	alive
	

	5 to 9
	38
	29
	24
	35
	

	10 to 14
	0
	1
	5
	5
	

	Source: Household Survey
	
	
	


Except for paternal orphans aged 11-15, differences in school enrolment rates in 2005 between orphans and non-orphans are small and statistically non-significant (see table 3.5). It is noticeable though that the 2005 enrolment rates for the three orphan groups aged 6-10 are much higher than the reported enrolment rates for 2004
. Enrolment rates are also appreciably higher for double and maternal orphans aged 10-15. It would appear therefore that the provision of bursaries has had some impact on orphan enrolment rates (see below). 

	Table 3.4: Age of first enrolment at primary school by parental status among children aged 5-15

	Age
	Both dead
	
	Mother dead
	Father dead
	Both alive
	

	
	Number
	%
	Number
	%
	Number
	%
	Number
	%

	5
	4
	6.5
	7
	11.7
	13
	8.6
	47
	7.7

	6
	22
	35.5
	28
	46.7
	74
	49.0
	310
	51.0

	7
	25
	40.3
	18
	30.0
	48
	31.8
	194
	31.9

	8
	2
	3.2
	6
	10.0
	8
	5.3
	31
	5.1

	9
	2
	3.2
	1
	1.7
	3
	2.0
	12
	2.0

	10
	2
	3.2
	0
	0.0
	3
	2.0
	5
	0.8

	11 to 15
	2
	3.2
	0
	0.0
	2
	1.3
	4
	0.7

	Total
	62
	100.0
	60
	100.0
	151
	100.0
	608
	100.0

	Missing values
	30
	
	23
	
	60
	
	337
	

	Source: Household survey
	
	
	
	
	
	
	


With respect to attendance, the household survey data indicate that the overall absenteeism rate for orphans of 15.8 percent is almost exactly the same as the rate for non-orphans. Around one in ten children were reported to be ‘somewhat unhealthy’ and ‘unhealthy’ again with no statistically significant differences between the two groups of children (see annex tables 3.9 and 3.10).      

	Table 3.5: Enrolment rates by parental status, 2004 and 2005

	(rounded percentages)
	
	
	
	

	
	Both
	Mother
	Father
	Both
	

	AGE
	dead
	dead
	Dead
	alive
	

	2004
	
	
	
	
	

	6 to 10
	84
	90
	77
	70
	

	11 to 15
	88
	94
	92
	96
	

	2005
	
	
	
	
	

	6 to 10
	95
	100
	96
	96
	

	11 to 15
	93
	100
	87
	96
	

	Change 04-05
	
	
	
	
	

	6 to 10
	11
	10
	19
	16
	

	11 to 15
	5
	6
	-5
	0
	

	Source: Household survey
	
	
	


Other information

Community assessments in 2004 found that 20 percent of the 25,000 registered OVCs who were receiving food at Neighbourhood Care Points were not attending school because of lack of funds (see UNICEF, 2004). The 2001 assessment of the impact of the AIDS epidemic on subsistence agriculture also reports that at least one child had dropped out of school due to lack of fees in 44 percent of households that had experienced an AIDS death and 25 percent in households with a non-AIDS related death (see USAID, 2002). 

A survey by UNICEF of out-of-school children residing in the catchment areas of 12 rural primary schools found that 792 children were not in school of whom 36 percent were orphans. Four percent of OSC had no parents. While 60 percent of those identified were not orphans, only 34 percent lived with both parents. One-third of these children had never been to school although six percent were attending Sabenta classes. 

In the UNICEF survey of child-headed households conducted in 2002, nearly half of all school-aged children (6-17) were not in school and 39 percent among children aged 5-9. Non-resident grandparents catered for one-quarter of these children. 

3.5 OVC SUPPORT 

National policy  

The RAAP report highlights numerous weaknesses of the policy and legislation framework for OVCs in Swaziland. In particular, there are no welfare structures in place to monitor fostered children and no standardised regulations to govern children living in institutions. The lack of updated and quantifiable data on issues affecting OVCs constrains the design of effective policies in this crucially important area.  

The OVC Network, which was started in 2001 with active participation from most of the major stakeholders, has been lobbying hard for the creation of supportive regulatory framework. It meets every quarter.

The draft National Policy on Children including OVC was first circulated for discussion in 2003, but Cabinet had still not approved it by mid 2005 (check if this is still the case). The Policy calls for the ‘regeneration of Swazi culture to restore humanity (buntfu) so that children can be raised, nurtured and protected to become responsible citizens’ (p.4). The need to redress gender inequalities is also highlighted. Key policy objectives with regard to education include the provision of free and compulsory education, school feeding, the deployment of social workers in Regional Education Offices, and special support aimed ‘at freeing orphans from domestic duties and labour, especially child heads of households’ (p.14). Comprehensive policy measures

	Table 3.6: Enrolment rates by parental status, 2004 and 2005

	(rounded percentages)
	
	
	
	

	
	Both
	Mother
	Father
	Both
	

	AGE
	dead
	dead
	dead
	alive
	

	2004
	
	
	
	
	

	6 to 10
	84
	90
	77
	70
	

	11 to 15
	88
	94
	92
	96
	

	2005
	
	
	
	
	

	6 to 10
	95
	100
	96
	96
	

	11 to 15
	93
	100
	87
	96
	

	Change 04-05
	
	
	
	
	

	6 to 10
	11
	10
	19
	16
	

	11 to 15
	5
	6
	-5
	0
	

	Source: Household survey
	
	
	


are also outlined for improved child protection, care and support, food security and nutrition, psychosocial support, health, and socio-economic activity. 

A Children’s Unit in the Social Welfare Department of the MOHSW has been recently established in order to provide overall leadership in the planning, implementation and monitoring of the policy and programme plan of interventions for OVC. It is planned that this Unit will take over the responsibility for paying school bursaries in 2006, but there are concerns that it will not have sufficient capacity to do so properly. 

3.6 SCHOOLING SUPPORT 

In 2003, the Ministry of Education made a formal declaration that all OVC must be allowed to remain in school. However, as will be discussed, ensuring the enforcement of this declaration at the school level has been far from complete. 

School costs and expenditure

Table 3.7 summarises the total fees charged at the surveyed primary and secondary schools (see also annex tables 3.7 and 3.8). In rural areas where 80 percent of the population reside, the average annual costs for each child attending primary school ranges from E380 in Grade 1 to E620 in Grade 7. Secondary school charges are much higher averaging almost E2000 in Form 1 and E3500 in Form 5. 

MoE control over school fees is quite limited and there are mounting concerns about the adverse impacts on enrolments of the very sizeable fee increases at the majority of schools in recent years. With the incidence of poverty at around 75 percent in rural areas and 50 percent in urban areas (in 2000/01), the affordability of schooling is a critical issue. According to the 2000/01 Household Income and Expenditure Survey, the incidence of extreme poverty is around 40 percent in rural and 20 percent in urban areas. The overall level of income inequality is also very high with the richest 20 percent of households accounting for nearly 60 percent of total expenditure compared to only four percent for the poorest 20 percent of households (see CSO, 2004). 

	Table 3.7: Total annual school charges at survey schools, 2004

	
	Grade 1
	Grade 7
	Form 1
	Form 5
	

	Rural
	379
	621
	1958
	3477
	

	Urban
	2513
	2931
	3590
	5596
	

	Hhohho
	675
	999
	3361
	5104
	

	Lubombo
	750
	982
	2689
	4686
	

	Manzini
	776
	1019
	2631
	3540
	

	Shiselweni
	305
	554
	1782
	2623
	

	Government
	588
	840
	4577
	5939
	

	Mission
	453
	697
	2474
	3690
	

	Community
	816
	1090
	2906
	3504
	

	ALL
	627
	886
	2180
	3842
	

	Source: School survey
	
	
	
	


For around 60 percent of rural households in Swaziland, income per head is equivalent to less than US$1 a day. For someone living on one dollar a day, the average cost of one child attending Grade 1 amounts to 16 percent of their total income rising to 26 percent in Grade 7. The corresponding figures for Form 1 and Form 5 are 83 percent and 162 percent respectively.

Mean monthly expenditure per capita on education in 2000/01 was E5.3 in households whose head had less than primary schooling or was illiterate, E8.0 for those with primary education, E18.6 for secondary, and E33.2 for tertiary/university. Four out of five of the households sampled by the Household Income and Expenditure Survey had heads with primary education or less. However, regardless of the educational level of household head, all households spent between 6-8 percent of their total expenditure on education. 

Bursary provision 

Government has provided for bursaries for OVC attending both primary and secondary schools since 2002. Bursary funding amounted to E2.4 million in 2002, rising to E16 million in 2003, and E47 million in 2004. The annual primary school bursary is supposed to be E400 and E1500 for secondary schools. In practice, though, the actual value of bursaries varies a lot across schools.  

Among the 125 survey primary schools, 55 percent of students applied for a bursary in 2004 and 64 percent in 2005. This increase is probably the result of head teachers wanting to maximise the level of bursary support rather than any dramatic increase in poverty levels. In 2004, around 80 percent of both applicants were successful. In 2005, however, this declined appreciably to well under 60 percent.

Table 3.8 summarises the information on bursaries from the household survey. Nearly 85 percent of double orphans and 77 percent of paternal orphans requested a bursary compared to only 42 percent for maternal orphans and 31 percent for two-parent children. Only one in six double orphans and one in four paternal orphans seeking assistance were not successful.   

	Table 3.8: Children in survey households in receipt of bursary, 2005

	(rounded percentages)
	
	
	
	

	
	Both
	Mother
	Father
	Both
	

	
	dead
	dead
	dead
	alive
	

	Requested
	84
	42
	77
	31
	

	Received
	68
	30
	55
	20
	

	Not received
	16
	12
	22
	11
	

	Not requested
	16
	58
	23
	69
	

	Source: Household survey
	
	
	
	


Some bursaries are also made funded by NGOs. For example, as part of its Child Exploitation Programme, Save the Children pays the fees of 2000 primary school pupils who are in danger of dropping out for non-payment of fees.

Bursary impact

The bursary scheme appears to have had a positive impact on OVC school attendance. As noted earlier, enrolment and dropout rates have improved or remained the same for both primary and secondary schooling when it has been widely anticipated that the growing impact of the AIDS epidemic would result in significant falls. On a more anecdotal level, at one secondary school visited, enrolments increased by 50 percent as a result of bursary scheme. At one primary school that was visited, 40 children receiving bursaries had just been re-admitted who would have dropped out without this assistance. 

However, there are major concerns about the effectiveness and efficiency of the bursary scheme, which has meant that its impact has been less than expected. Firstly, some OVC have not applied because they are unable to comply with the requirement that they furnish both their own birth certificate and the death certificates of their parent(s). 

Secondly, only currently enrolled children have been entitled to bursaries. This was originally justified on the grounds that there was not the capacity (both with respect to classrooms and teachers) to accommodate more children. Children from child-headed households are also less likely to take up bursaries. 

Thirdly, mismanagement of bursary funds has been widespread. The ‘spot checking’ inspection teams, which have been sent from Regional Education Offices to large numbers of beneficiary schools, continue to report high levels of malpractice. In Lubombo Region, for example, over 60 percent of the 94 (out of a total of 161 schools) visited in early 2005 were found to have ‘financial anomalies’ amounting to nearly E0.5 million. The most common abuses are as follows: Claims for non-existent (‘ghost’) children, double/multiple claims for the same student, double sponsors, duplication of bursary claim vouchers, inclusion of non-vulnerable children including the offspring of teachers, civil servants and local politicians, over-inflation of school fees by head teachers, and generally very poor accounting practices. Poor selection criteria and procedures have compounded these problems. In all regions, more vulnerable children than orphans have received bursaries.       

Fourthly, many children whose parents/guardians managed to pay their fees in earlier years have been awarded bursaries. At one school that was visited in Manzini, all children with one or both deceased parents were automatically awarded a bursary in 2005, despite the fact that almost all of them paid their fees in full in 2004. 

Finally, some school managers and teachers are not sympathetic to the needs of OVC. In particular, where total school charges exceed the value of the bursary, as is frequently the case, OVC are sent home if they are unable to pay the balance. The child education and health questionnaire that was incorporated in the World Bank household survey collected information on school expenses. Unfortunately, this data was not obtained for well over half of children living in the surveyed households. Nonetheless, the available data shows that, even with the current wide coverage of bursaries, school expenses are still over 25 percent higher for two-parent children than double orphans. It is also noticeable that the annual bursary of E400 for primary schooling covers only 60-70 percent of the actual school expenses of orphans (see table 3.9).     

	Table 3.9: Average annual household expenditure per child in
	
	

	survey households, 2004
	
	
	
	
	
	

	
	Fees
	Supplies
	Uniform
	Transport
	Private tuition
	Other
	Total

	Both dead
	425
	44
	122
	81
	5
	0
	677

	Mother dead
	376
	68
	147
	37
	0
	0
	628

	Father dead
	324
	39
	134
	76
	0
	1
	573

	Both alive
	603
	42
	138
	128
	1
	19
	931

	Source: Household survey
	
	
	
	
	


Even with bursaries, around one-third of students at rural primary schools and 53 percent at urban primary schools were in arrears at the time of school survey in September 2005. The figures for the surveyed secondary schools are 34 percent rural and 61 percent urban (see table 3.10). About 10 percent of primary school students had paid nothing, which indicates that they are very poor and failed to obtain a bursary. The incidence of arrears varies considerably across the four regions. For example, 71 percent of students at the survey secondary schools were reported to be in arrears in Hhohho, but only 14 percent in Lubombo.  The reasons for this large difference between the two regions are not clear.

	Table 3.10: Percentage of students at survey schools who were in arrears at end of 2004

	
	
	PRIMARY
	
	SECONDARY
	

	
	Paid in full
	Partly paid
	Nothing paid
	Paid in full
	Partly paid
	Nothing paid

	Rural
	69
	22
	9
	66
	30
	4

	Urban
	47
	44
	9
	38
	57
	4

	Hhohho
	57
	32
	11
	27
	68
	6

	Lubombo
	62
	28
	10
	86
	10
	4

	Manzini
	65
	26
	10
	65
	34
	1

	Shiselweni
	79
	15
	6
	56
	39
	5

	Government
	76
	18
	6
	27
	71
	2

	Mission
	65
	26
	10
	59
	37
	4

	Community
	64
	26
	9
	64
	33
	2

	ALL
	66
	25
	9
	
	
	

	Source: School survey
	
	
	
	
	


Around 20 percent of the rural and nearly half of the urban primary schools that were surveyed stated that they send children home if they are unable to pay their school fees. 

Secondary schools are much stricter about fee arrears than primary schools. Around two-thirds of survey schools in both rural and urban areas indicated that children who are in arrears are sent home until they are able to pay in full. However, they appear to be less strict with OVC; only 9 percent of rural schools, but still half of urban schools stated that OVC who cannot pay the balance between their bursary and total school fees are expelled. 

School feeding

The provision by schools of one or two cooked meals is a major incentive for poor, under-nourished children to attend school. National figures on the incidence of school feeding are not available. However, according to the school survey, around 70 percent of primary and one-third of secondary schools provide meals. Schooling feeding fees are, on average, E72 per annum in primary schools and E160 in Form 1 and E370 in Form 5. Head teacher respondents indicated that school feeding fees were the principal source of funding in 72 percent and 100 percent of primary and secondary schools respectively (see table 3.11).
  

UNICEF began to support school feeding in January 2003 at 80 schools, which have now been taken over by the World Food Programme. Approximately 30 percent of children at 11 sampled schools said that this was their only meal of the day. Despite some delivery problems, an independent evaluation concluded that the food was distributed fairly. Teachers also reported that children were healthier, did not sleep in class, and came to school on time. Most classes recorded 100 per cent attendance. 

	Table 3.11: Incidence and sources of funding for school feeding at survey schools, 2005 (rounded percentages)

	PRIMARY
	
	
	
	
	
	
	

	
	% schools with
	
	
	Funding sources
	
	
	

	
	school feeding
	Parents/fees
	Government
	UN agencies
	NGOs
	Other
	

	Rural
	72
	71
	0
	5
	8
	17
	

	Urban
	64
	88
	14
	0
	0
	0
	

	Hhohho
	85
	95
	0
	0
	0
	5
	

	Manzini
	74
	92
	4
	0
	0
	4
	

	Lubombo
	85
	45
	0
	7
	14
	35
	

	Shiseleweni
	49
	63
	0
	11
	16
	11
	

	Mission
	76
	78
	0
	2
	4
	16
	

	Community
	65
	62
	0
	9
	12
	18
	

	Government
	77
	79
	7
	0
	7
	7
	

	ALL
	72
	72
	1
	4
	8
	15
	

	SECONDARY
	
	
	
	
	
	
	

	
	% schools with
	
	
	Funding sources
	
	
	

	
	school feeding
	Parents/fees
	Government
	UN agencies
	NGOs
	Other
	

	Rural
	38
	
	0
	0
	0
	
	

	Urban
	30
	
	0
	0
	0
	
	

	Hhohho
	14
	100
	0
	0
	0
	0
	

	Manzini
	30
	100
	0
	0
	0
	0
	

	Lubombo
	40
	100
	0
	0
	0
	0
	

	Shiseleweni
	44
	100
	0
	0
	0
	0
	

	Mission
	25
	100
	0
	0
	0
	0
	

	Community
	40
	100
	0
	0
	0
	0
	

	Government
	33
	100
	0
	0
	0
	0
	

	ALL
	37
	100
	0
	0
	0
	0
	

	Source: School survey
	
	
	
	
	
	


In mid 2005, the World Food Programme provided food to 38,000 children at 96 primary schools (18 percent of all schools) in drought-affected areas in Lubombo and Shiselweni Regions. Three NGOs have been contracted to distribute and supervise the utilisation of the food. Children at these schools are fed twice a day (one meal of soya at 0830 and a main meal at 1030 of beans, sugar/beans/peas and vegetable oil). Participating schools are also expected to grow vegetables. Local procurement of food is also being encouraged. 

Other educational support

Other kinds of educational support are also available. Textbooks at primary schools have been free since 2002 although the results of the school survey show that schools are still charging fees for textbooks NERCHA paid all examination fees for OVC in 2003. The Sabenta National Institute provides non-formal education to adults and increasingly OVC in 142 locations. Sabenta charges minimal fees so the increase in OVCs suggests that schooling costs are a major deterrent for these disadvantaged children.

There are numerous NGO projects that support the schooling of disadvantaged children. UNICEF provided Community Education for All grants to pay OVC fees for 3000 OVCs at 44 schools in 2003. Enrolment increased by 23 percent among these children as a result. However, support for children living with AIDS has not yet been systematically addressed.  

A bottom-up national campaign against sexual abuse and exploitation of children has widened and deepened in recent years. The police have established a child abuse unit. 

3.7 LIVELIHOOD SUPPORT

Social workers are expected to play a key role in supporting OVC and all other people directly and indirectly affected by the epidemic. They are also directly responsible for child protection. However, the Department of Social Welfare in the MOHSW has a total establishment of only 18 professional social workers for the entire country. Only nine were in post in mid 2005 (four were on study leave and there were five vacancies) and nearly all of their time is spent on child custody court cases. The Department has only a small budget for support for institutional carers of OVC (SOS E1.0 million, CARITAS E386,000 and small grants for NGOs).  

It is widely recognised that social welfare policy and practice urgently needs to be strengthened. The 1997 National Policy on Social Welfare has still not been implemented. More effective OVC coordinating structures are urgently required at the community level. Save the Children has already successfully piloted OVC Committees in four communities, which have brought together all major stakeholders including education, health, local administration (chief runners), and police in order to coordinate support for OVC. 

NERCHA is also expected to play a leading role in supporting OVC. However, there are widespread concerns about its organisational capacity to date. A common criticism is that decision-making is too centralised with too little consultation and there is a basic lack of capacity to respond quickly and on the scale required. .

Neighbourhood Care Points 

Over 300 Neighbourhood Care Points have been established around the country. Each one is supposed to be staffed by five volunteers who prepare at least one meal a day for OVC. Children who are fed at school are not supposed to be fed at NCPs, but this rule is not widely adhered to. Each NCP caregiver receives a family food ration for five people. Youth Assistants also help with psychosocial support. In total, around 25,000 OVC are being assisted at the NCPs, but this is less than 20 percent of the estimated number of OVC. 

NCPs have been criticised by some NGOs and individuals as being ‘alien’ institutions. As quasi orphanages without accommodation, it is argued that they are undermining the authority of parents and guardians. Children are also being stigmatised as ‘UNICEF kids’. Given Swazi cultural and social values and practices, some believe that it would be better to support directly affected households. However, past experience of direct food distribution to households suggests that a sizeable number of children would not be fed properly. 

Other traditional informal safety nets are also be strengthened. Chiefs are being encouraged and supported to grow food for vulnerable families. By 2003, farms had been specifically established for this purpose in 108 out of the 360 chiefdoms (update). Social centres (kagogo) at the indlunkhulu level to support OVCs are also planned.

Child protection and health

The level of physical and emotional child abuse remains high in Swaziland. OVC who have been physically or sexually abused have limited access to social services due to the capacity and access constraints mentioned earlier. A ‘Shoulder to Cry On’ initiative has been introduced in a few communities, but has not yet been scaled up. A total of 2500 Community Child Protectors have been trained so far. 

There are also around 3000 Rural Health Motivators who are expected to monitor the welfare of vulnerable children. There is a School Health Service, but only one nurse is currently employed in each region

4. SCHOOL-BASED HIV PREVENTION ACTIVITIES

This chapter briefly reviews school-based education and other HIV prevention activities. Before discussing the main findings of this review, it useful to summarise the main conclusions of the 1999 impact assessment with respect to this key area: 

· Opinion among parents about sex education in schools was ‘evenly divided’, but all were against condoms. 

· The level and depth of sex education available at schools varied widely and was highly dependent on the individual teacher .

· ‘Teachers provided limited, but relatively correct information, both through the curriculum and when approached individually by students’.  However, most teachers had not received relevant training.  

· The impact of Ant-AIDS clubs was limited. Only 22 percent of schools surveyed had AIDS Clubs.

· Both teachers and parents perceived sexual relations between students and teachers as a widespread problem.

HIV/AIDS subject curricula 

As in many other countries in Africa, HIV/AIDS education is ‘integrated and infused’ in a number of carrier subjects in both primary and secondary schools. Table 4.1 summarises the curriculum content for HIV/AIDS education in primary and secondary schools. HIV/AIDS topics were first introduced in the Form 1 science and the Form 3 development studies curricula in the early 1990s. Most of the other units have only been introduced since 2000. The curricula are heavily content-based and, in some key areas such as anti-retroviral drugs, need to be updated. The quality, relevance and overall effectiveness of the formal HIV/AIDS curricula have not yet been formally evaluated.

Table 4.2 presents the main findings of the school survey with respect to HIV/AIDS education. One-third of survey primary schools and three-quarters of the secondary schools have received the MoE Life Skills Education Guide. Around six out of ten primary and secondary schools have regular meetings with teachers and students in order to discuss HIV/AIDS. Most schools now have some teachers who have received specialist training in HIV/AIDS education and life skills and most of them share these skills with colleagues. Only 20 percent of rural primary schools and 36 percent of urban primary schools have health clubs. The corresponding figures for rural and urban secondary schools are 55 percent and 71 percent. Around 40 percent of primary and 55 percent of secondary schools have participated in SHAPE training workshops.

Life skills education 

UNICEF established the Life Skills Education Network in late 2001 in order to empower schools to identify their needs and develop their own plans to meet  

insert table 4.1

insert 4.2

them. Over 11,000 young aged people 15-24 have been reached through peer educator activities. However, the UNICEF Mid-term Review in 2004 concluded that ‘life skills efforts are isolated and small scale resulting in a pinprick approach to life skills education’ (UNICEF, 2003, p .56)

The vision of the MoE Educational Testing, Guidance and Psychological Services Unit is ‘to put in place in all schools, guidance and counselling programmes that will promote self-dependence in the youth of Swaziland’. The Unit prepared a 95-page Life Skills Education Teacher’s Guide in 2003 and a ‘scope and sequence’ handbook for counselling and guidance activities in primary schools in 2002.

A new approach to life skills education, which is based on the South African Life4U and In the Zone curriculum and learning materials is to be shortly introduced in Grades 1-4. The overall goal is to move away from the traditional emphasis on ‘information-giving’ and focus instead on changing health-related behaviours in a non-prescriptive and non-judgmental manner based on participatory learner-centred pedagogy. 

Periods are to be allocated in the timetable for this new life skill education curriculum. A budget of E2.24 million has been submitted to NERCHA for the printing of books and other learning materials and training for head teachers and teachers.

The three teacher training colleges belong to their affiliated institutions and, as such, the MoE has limited direct control over the curriculum for teacher trainees and other training activities. 

Guidance and curriculum

A G&C curriculum has been prepared for primary schools, but funding has not been secured to publish key learning materials. No G&C teachers have yet been appointed to primary schools. A new G&C curriculum has been distributed to secondary schools. It is estimated that around one-half of schools have responded positively to this curriculum. A key issue is that the secondary school curriculum is already very over-crowded and G&C is not examinable. 

There are currently 20 G&C officers in post who are responsible for training, materials preparation, school visits and support for children in difficulties. With only one vehicle, transportation remains a critical operational constraint. The G&C Department at the MoE is currently running four-day workshops on psychosocial skills for head teachers and teachers. A total of 700 were trained during 2005. 

School Health and Population Education

The NGO School Health and Population Education (SHAPE) continues to work closely with MoE and SNAT to promote health education in schools. In collaboration with stakeholders, SHAPE developed a School HIV/AIDS Crisis Communication Strategy in 1999/2000. A key programme objective is to reduce the incidence of HIV prevalence from 12 percent to 3 percent among 15-19 year olds and from one percent to zero among 10-14 year olds. The Bristol Myers Squibb Foundation contributed E6.0 million to the programme in 2001 and 2002. The programme is currently being implemented with the US-based NGO, the Joint Center for Political and Economic Studies.

SHAPE had a full-time staff of two professional trainers, three researchers, and one psychosocial skills expert in mid 2005. Its main activities are running training courses for teachers and peer educators. Since early 2003, 650 head teachers have receive one day of sensitisation training and one teacher from each of these schools has attended a four-day workshop. Cascade training has been used in order to reach all 10,000 teachers. Results to date show only a limited response, particularly at secondary schools. Concerns have also been expressed that the SHAPE training manuals for teachers duplicate the official HIV/AIDS curriculum.

Peer education commenced in early 2005. Training is to be provided to students and teachers at 300 schools. SHAPE also plans to assist with HIV/AIDS and life skills training at teacher training colleges.  

4.2 IMPACT ON BEHAVIOUR

Knowledge and attitudes concerning HIV/AIDS

Over one quarter of student respondents in the 2003 SHAPE survey indicated that there had not been any lessons or other educational activities about HIV/AIDS at their school. However, overall levels of knowledge about the causes and consequences of HIV/AIDS are reasonably good among teenagers who are in school. Most respondents in the SHAPE survey correctly answered nine statements about infection transmission. However, a minority still harbour some serious misconceptions and negative attitudes about PLWA are still common. In particular, 40 percent of teenager respondents said that they would not hug someone who is HIV positive. 

HIV prevalence 

No reliable time-series information exists on the extent to which young people are changing their sexual behaviour in response to the grave threat to their health posed by HIV/AIDS nor the specific impact of specific interventions including school-based HIV/AIDS and life skills education. 

ANC-based prevalence rates over time are generally considered to be a reliable indicator of trends in HIV prevalence. Up until 2002, the percentage of pregnant adolescents aged 15-19 who were HIV positive increased very rapidly along with prevalence rates in other age groups. However, the results of the 2004 sentinel surveillance survey show that the 15-19 prevalence rate fell from 32.5 percent in 2002 to 29.3 percent in 2004. This is a hopeful sign that significant behavioural change is to beginning to occur. 

As elsewhere, young people in Swaziland can be become discouraged when they are told that HIV prevalence rates among teenagers are already more than 25 percent. However, the limited information that is available indicates that HIV prevalence is, in fact, much lower than this. In particular, population-based testing of children and adults in two inkundhla in late 2003 found that only two percent of females and three percent of males aged 8-14 were infected. The corresponding figures for the 15-19 age group were and 10 percent for females and 6 percent for males (see table 4.3). HIV prevalence rates for in and out of school children are not available, but evidence from other countries in Africa indicates that they tend to be much higher for the out of school group. As in other seriously affected countries, HIV prevalence increases very rapidly among women in their early twenties and, for men, in their late 20s. 

	Table 4.3: Results of population-based HIV testing in two districts, 2004 (rounded percentages)

	Age
	8 to 14
	15 to 19
	20 to 24
	25-29
	30-39
	40-49
	50>
	

	Female
	2
	10
	43
	60
	33
	20
	10
	

	Male
	4
	6
	9
	44
	50
	30
	14
	

	Source: UNICEF, 2004
	
	
	
	
	
	


Sexual behaviour

Although there is little direct evidence on changes in sexual behaviour over time, it appears that children who are in school are less at risk of becoming infected than those who are out of school. The results of the 2001/2002 Behaviour Sentinel Survey show that 72 percent of 15-19 year olds attending school had never had sex compared to only 31 percent among non-attenders.     

Among the minority of school children who were sexually active, much higher proportions of them used condoms during first and last sex than out of school youth (see table 4.4). 

The 2003 SHAPE survey reported that only 30 percent of 15-19 year olds in school had ever had sex rising from 13 percent of students aged 13 to 41 percent among 19 year olds. Rates of condom use were also lower than those reported in the BSS survey; Among the 16-19 age group, 70 percent of sexually active students at urban schools had used a condom at first sex and only 63 percent at rural schools. Only about one in five male teenagers have ever masturbated.

	Table 4.4: Main results from the 2001/2002 Behavioural Sentinel Survey for in and out of school

	youth aged 15-19 (rounded percentages).
	
	
	
	

	
	In-school
	Out of school
	Tertiary
	
	
	

	Behaviour
	
	
	Females
	Males
	
	

	Incorrect beliefs about AIDS
	20
	11
	19
	21
	
	

	Ever had sex
	28
	69
	62
	71
	
	

	Sex last year
	16
	49
	40
	48
	
	

	Condom first sex
	74
	37
	na
	na
	
	

	Condom last sex
	85
	50
	na
	na
	
	

	Reported STIs last year
	1
	6
	7
	4
	
	

	Tested HIV
	6
	10
	19
	15
	
	

	Positive attitudes to PLWA
	43
	36
	31
	29
	
	

	Source: FHI,  2002
	
	
	
	
	
	


PART II

WHAT SHOULD BE DONE? DEVELOPING A COMPREHENSIVE STRATEGIC RESPONSE

5. TEACHING AND SUPPORT STAFF

5.1 TEACHER PROJECTIONS

The net impact of the epidemic on teacher requirements will depend on how the epidemic affects the overall school-aged population, student repetition and dropout, and teacher mortality and other types of attrition. 

Modelling limitations

Given the limited information that is available, it is not possible to make precise projections about future levels of morbidity and morbidity among teachers and other MoE staff. At the very least, it is necessary to know what HIV prevalence rates are among these groups. More detailed information is also needed about the profile of deceased teachers in recent years.

Other assessments of the impact of the AIDS epidemic on the education sector have been similarly handicapped by a paucity of data, but have nonetheless produced detailed projections of teacher morbidity and mortality. In the event, all of these have proved to be seriously inaccurate. It is not clear why this is the case, but there are probably two main reasons. First, it has been assumed that teachers have at least the same levels of HIV prevalence as the adult population as a whole. And secondly, the projection models have not fully taken into account the dramatic impact that ARVs, good medical treatment, and nutrition have on reducing mortality levels.

The 1999 Impact Assessment of the AIDS epidemic on the education sector in Swaziland exemplifies the problems that arise from relying on existing demographic models for projecting the future impact of the AIDS epidemic. The Spectrum model, which was used for this exercise, projected adult HIV prevalence to climb to 23 percent by 2003 and thereafter maintain a level of 20-22 percent ‘until the epidemic is brought under control’ (King, 2000). In the event, adult HIV prevalence based on ANC estimates increased to almost double this level in 2004 and only now shows signs of levelling off.  Despite the much higher than anticipated levels of HIV prevalence, the annual teacher mortality rates projected by the Spectrum model average 4.5 percent between 2001 and 2004, which is over six times the actual average teacher mortality rate of 0.7 percent during this period.  On the basis of these projections, the 1999 Assessment estimated that the teacher-related costs of the epidemic alone would be a staggering E1.75 billion between 1999 and 2010. This includes E404 million in order to train 6149 teachers who are expected to die from AIDS-related illnesses.

Projected morbidity and mortality

There are two likely scenarios with regard to teacher morbidity and mortality in Swaziland over the next 5-10 years. First, virtually all affected teachers manage to access ARVs during the next year and the overall effectiveness of ARV drug therapy is maintained. Evidence from elsewhere shows that appropriate ARV provision can cut mortality rates by up to 80-90 percent.  Once, therefore, all teachers are accessing these drugs, it is quite possible that the current AIDS-related mortality rate of probably around 0.8 percent per annum could fall to perhaps as low as 0.4-0.5 percent. It is assumed conservatively therefore that AIDS-related mortality rates remain at one percent for the next 10 years. Absenteeism rates would also remain at their currently quite low levels. The second scenario is that ARV drug-resistance rapidly emerges as a major problem with the result that AIDS-related mortality among teachers increases to three percent by 2010 and then gradually declines to two percent by 2015.  

With regard to other teacher attrition, its has been assumed that these rates will increase from 1.5 percent in 2005 to 2.5 in 2015 for primary school teachers mainly due to higher rates of retirement among an ageing teaching force. The corresponding increase for secondary teachers is from one percent in 2005 to two percent in 2015. Current and likely future rates of resignation are negligible, which is a consequence of the very limited marketability of primary school teachers in other sectors of the economy.  

Total teacher requirements

The total numbers of teacher posts that are needed for primary and secondary education are determined by the overall size of enrolments and student-teacher ratios. Total enrolments depend, in turn, on the sizes of the age six and 13 populations and student intake and dropout rates. 

The SPECTRUM demographic model has also been used to generate population projections of the school-age population in Swaziland. However, the results of the VAC survey show that actual population growth rates between 1999 and 2003 were much higher than the projected rates, mainly because the fertility assumptions used in the model are too low. The results of the nationwide population-based HIV testing that has been undertaken as part of the 2005 Demographic and Health Survey are expected to be available in April 2006. This will provide accurate information that will enable more accurate population projections to be made.   

In the meantime, two enrolment scenarios, ‘no change’ and ‘improvement’,  have been modelled using the 2004 revised UN population projections. First, efficiently targeted and managed bursary support for all deserving OVCs and other supportive policies in conjunction with improved quality and efficiency results in a 100 percent primary school intake rate by 2015 and a halving of dropout and repetition rates every five years for both primary and secondary schooling. The second scenario envisages no state bursary provision and no quality and efficiency improvements so that there is no change in 2003 admission, repetition and dropout rates for the next 15 years. 

As can be observed in Table 5.1, enrolment growth for primary education is limited under both scenarios up until 2010 and them declines up until 2015. Enrolment growth for secondary education is relatively stagnant under the ‘no change’ scenario, but will increase rapidly under the ‘improvement’ scenario, especially after 2010, as a result of much higher completion rates for primary education.  

	Table 5.1: Projected primary and secondary school enrolments under two scenarios, 2005-2015

	(rounded  '000)
	
	
	
	
	
	

	
	Scenario
	2005
	2010
	2015
	
	
	

	Primary
	No change
	225
	234
	226
	
	
	

	
	Improved efficiency
	222
	235
	212
	
	
	

	Secondary
	No change
	65
	61
	67
	
	
	

	
	Improved efficiency
	68
	87
	125
	
	
	


Projected number of required teacher posts have been modelled using two student-teacher scenarios. The first assumes no change in the 2003 STRs, which are low at 31 and 17 for primary and secondary schools respectively. Under the second scenario, STRs gradually increase to 40 for primary and 25 for secondary schools respectively by 2010 and remain at this level thereafter. Table 5.2 summarises projected total teacher requirements for the period 2005-2015.

	Table 5,2: Total teacher requirements with two STR scenarios, 2005-2015

	(rounded '000)
	
	
	
	

	
	Scenario
	2005
	2010
	2015
	

	NO CHANGE STRs
	
	
	
	

	Primary
	No change
	7.3
	7.5
	7.3
	

	
	Improved efficiency
	7.2
	7.6
	6.8
	

	Secondary
	No change
	3.8
	3.6
	3.9
	

	
	Improved efficiency
	4
	5.1
	7.4
	

	HIGHER STRs
	
	
	
	

	Primary
	No change
	7.3
	5.9
	5.7
	

	
	Improved efficiency
	7.2
	5.9
	5.3
	

	Secondary
	No change
	3.8
	2.4
	2.7
	

	
	Improved efficiency
	4
	3.5
	5
	


Teacher training targets

The 1999 Impact Assessment estimated that an additional 6149 teachers would be needed between 1999 and 2016 in order to make up for the expected losses of teachers to AIDS. The report concludes that ‘for every one teacher expected to be needed if there was no AIDS epidemic impact on teachers, in fact, 2.21 teachers will be required to accommodate the epidemic, (p. 50). Consequently, the Assessment recommended a major increase in teacher training outputs.

Current enrolments and outputs of teachers from the four teacher training institutions in the country are summarised in Table 5.3. It is noticeable that annual numbers of both primary and secondary school teacher graduates have halved since 1998. A major reason for this is the increasing over-supply of teachers, except in mathematics and science subject areas. 

Annual teacher recruitment comprises of two components, namely replacements to make up for attrition and new teaching posts needed to cover for increased enrolment.  With no change in STRs, projected primary school teacher recruitment in 2010 ranges from around 200 (for both the ‘no change’

	Table 5.3:Outputs of teacher trainees (passes), 1998-2004
	
	

	
	1998
	2000
	2001
	2003
	
	
	

	PRIMARY
	
	
	
	
	
	
	

	B.Ed.
	62
	25
	19
	8
	
	
	

	Diploma
	361
	195
	164
	208
	
	
	

	Certificate
	15
	16
	15
	0
	
	
	

	Sub-total
	438
	236
	198
	216
	
	
	

	SECONDARY
	
	
	
	
	
	
	

	Diploma
	50
	96
	87
	124
	
	
	

	B.Ed.
	263
	129
	42
	42
	
	
	

	BA Humanities
	463
	146
	116
	119
	
	
	

	PGCE
	131
	121
	204
	153
	
	
	

	Sub-total
	907
	492
	449
	438
	
	
	

	TOTAL
	1345
	728
	647
	654
	
	
	

	Notes: Primary diplomas include agricultural education, home economics, remedial year 

	in agricultural education.
	
	
	
	
	
	

	Source: EMIS
	
	
	
	
	
	
	


and ‘improvement’ with ARV scenarios) to around 360 (for both the no ARV impact scenarios) (see table 5.4). Outputs of primary school teachers from the three colleges of education were 220 in 2003. It may not, therefore, be necessary to expand primary teacher training enrolments much above this level. The corresponding figures for secondary school teachers are 70 and 140 (see table 5.5), both of which are much lower than the current output of secondary teacher graduates of around 430. It is recommended, therefore, that immediate steps are taken to reduce intakes for secondary teacher training.     

	Table 5.4: Annual primary teacher recruitment needs 2005-2015

	Scenario
	2005
	2010
	2015

	No change STRs
	
	
	

	No change with ARVs
	280
	210
	250

	Improved efficiency with ARVs
	270
	205
	50

	No change with no impact ARVs
	280
	375
	325

	Improved efficiency with no impact ARVs
	270
	360
	120

	Higher STRs
	
	
	

	No change with ARVs
	220
	160
	195

	Improved efficiency with ARVs
	210
	160
	40

	No change with no impact ARVs
	220
	290
	255

	Improved efficiency with no impact ARVs
	220
	280
	95


The cost of training replacements for teachers who die from AIDS-related illnesses between 2005 and 2015 ranges from around E.mm million for the ARV scenario and E.hh for no impact ARV scenario. (Need unit cost teacher training for primary and secondary). 

Sickness and death benefit costs

The 1999 Impact Assessment assumes that every AIDS-affected teacher will take one year of sick leave, but that no replacement teachers would be recruited. The total cost  ‘additional cost’ of paying for this sick leave is estimated to be E1.16 billion between 1999 and 2106. In fact, with no replacement teachers, there would be net savings on the total salary bill because teachers are only on half pay during the second six months of sick leave. 

	Table 5.5: Annual secondary teacher recruitment needs 2005-2015

	Scenario
	2005
	2010
	2015

	No change STRs
	
	
	

	No change with ARVs
	65
	75
	110

	Improved efficiency with ARVs
	180
	70
	-260

	No change with no impact ARVs
	65
	125
	140

	Improved efficiency with no impact ARVs
	180
	140
	-205

	Higher STRs
	
	
	

	No change with ARVs
	45
	50
	75

	Improved efficiency with ARVs
	120
	50
	-175

	No change with no impact ARVs
	45
	85
	95

	Improved efficiency with no impact ARVs
	120
	95
	140


The net additional salary cost of employing a replacement teacher for a teacher on sick leave is the salary of the replacement teacher minus half of the sick teacher’s salary costs during the second six months of sick leave. If it is assumed that the salary cost of a replacement teacher is the same as the teacher on sick leave, then the additional costs of recruiting replacement teachers for all teachers on sick leave between 2005 and 2015 is around E45 million for the ARV scenarios and E107 million for the no ARV impact scenarios.  

5.2 AIDS IN THE WORKPLACE

The draft Education Sector Policy on HIV/AIDS is based on the guidelines promulgated in terms of the Labour Act. The Policy proposes actions with respect to a number of workplace issues. In particular, HIV/AIDS should be treated like any other illness, people living with AIDS should not be discriminated against, and they should be under no obligation to disclose their HIV status. These proposed measures are broadly in line with the ILO guidelines on HIV/AIDS in the workplace. 

Public sector AIWP strategy

As noted earlier, the Government of Swaziland is in the process of introducing a comprehensive AIDS in the workplace strategy for ministry employees, which has the following provisions:

· Peer counsellors. Three hundred counsellors are to be appointed in all 21 ministries and departments. By mid 2005, 90 had already attended a month training course run by a local NGO. Additional training will be provided to these counsellors in key areas such as care and support, nutrition and ARVs.

· Risk assessment: Population-based testing will be undertaken on a voluntary and anonymous basis in order to establish levels and patterns of HIV prevalence in the public service. Impact assessments will also be conducted.

· ARV provision: ARVs will be separately provided to public servants in order to overcome the stigma of public queuing at government hospitals and clinics. 

It is essential that this strategy be fully implemented by the MoE. This is a major challenge given that there are 10,000 teachers employed in nearly 750 schools across the country. Each school is a separate workplace, which has to be carefully targeted. The public sector strategy will need therefore to be adapted in order to ensure that teachers are properly catered for. 

Prevalence and risk assessment

As discussed earlier, it appears that mortality levels among teachers are a lot lower than for the adult population as a whole, especially in rural areas. It is nonetheless vitally important that a detailed and accurate HIV risk assessment of the teaching force is obtained as soon as possible. This is needed not just for planning purposes, but also in order to design effective prevention programmes. In particular, this information will enable staff with relatively high HIV prevalence rates and/or risk profiles to be targeted as part of the HIV prevention programme.

Three types of information are required. First, population-based HIV testing of teachers and other MoE staff on the basis of established testing protocols. Non-intrusive testing methods are now available, which do not involve drawing blood and teachers only participate on a strictly voluntary, confidential and anonymous basis. The only information that is collected on each teacher is their sex, age, location, and type of school.  

As noted earlier, the proposed population-based HIV testing has the full backing of both SNAT and MoE and, had funds been forthcoming from NERCHA, would have been undertaken as part of this assessment. It is strongly recommended that this be done as soon as possible. The total cost is around US$65,000. The overall findings of the survey should be made public and head teachers and peer counsellors should meet with staff to discuss the main findings of the survey and, in particular, what they mean at an institutional and individual level.  

Second, a Knowledge, Attitudes, and Practices (KAP) survey should be undertaken in order to identify the extent to which teachers and staff are at risk from HIV infection. Again this survey should be contracted out to an organisation that has the appropriate expertise and experience in conducting these kinds of surveys. Particular risk factors that should be focused on are unprotected sex especially outside of marriage/cohabitating relationships, multiple partners, and alcohol consumption. 

Third, EMIS should collect the following additional information in order to ensure that the impact of the AI|DS epidemic on teachers is properly monitored: teacher deaths, absenteeism, long-term sick leave, transfers, and misconduct. 

Testing and disclosure

Comprehensive voluntary testing with professional pre-and post counselling is essential for both effective prevention and mitigation of HIV/AIDS. MoE management should do all that it can to encourage teaching and other support staff to establish their HIV status. 

An effective network of voluntary counselling and testing centres has now been established across the country and. With the increased availability of ARVs, strong incentives now exist to be tested. There is no need therefore for the MoE to establish its own in-house capacity for VCT. 

HIV prevention 

The MoE must do all it can to prevent any further HIV infection among teaching staff. The main objectives are as follows:

· Confront the silence, denial and secrecy that still pervades the teaching force in Swaziland and to create in its place a culture of openness and acceptance.

· Provide information and appropriate life skills training that will minimise HIV infection

· Ensure the constant availability of contraceptives in all schools.

· Highlight the benefits of testing

· Counter discrimination

· Encourage supportive behaviour for colleagues who are living with AIDS.  

While teachers in Swaziland are now generally well informed about the cause and consequences of HIV/AIDS, there is an urgent need to focus on behaviour change that will prevent further infection. This requires fairly intensive training interventions that are well designed and delivered to high standards. Peer counsellors have an important role to play, but a small team of full-time, professionally trained counsellors is essential in order to achieve rapid and widespread behavioural change. It is recommended therefore that one HIV/AIDS Teacher Counsellor be posted to each of the four Regional Education Offices along with a National Director at head office. These counsellors would visit schools on a regular basis in order to conduct a range of prevention-related information dissemination and other related training activities and also provide advice and support to teachers who are living with AIDS. The annual salary cost of this five-person team would probably be around E0.4 million with an operational budget of at least E0.2 million.

Appropriate use of the media is crucial. The MoE in Botswana has successfully developed the capacity to broadcast fortnightly television programmes that are targeted at teachers in schools and focus exclusively on HIV/AIDS and related behavioural issues. All schools have been provided with a large television plus a small generator for those that do not have electricity. Evaluations have indicated that these television programmes have been highly effective. The Teacher Counselling Team should also collaborate with appropriate outside organisations to develop training courses and related print materials.  It is recommended therefore that serious consideration be given to introducing such programmes in Swaziland.

Sickness and absenteeism

The draft policy on HIV/AIDS and education states that ‘education sector employees living with HIV or AIDS shall continue to work under normal conditions in their current employment for as long as they are medically fit to do so. When, on medical grounds, they are unable to continue with normal employment, the normal rules regarding incapacity shall apply’ (p. 9).

As in other countries, teachers suffering from AIDS-related illnesses are usually not prepared to go on long-term sick leave. The mass provision of ARVs will mean that prolonged and frequent absences due to AID-related illness should be significantly reduced in the future. However, head teachers and REO managers should still be more proactive in encouraging affected teachers, who are unable to undertake their normal teaching duties, to take long-term sick leave. It is recommended that teachers who refuse should be required to go before a properly constituted Medical Board, which will recommend the best course of action.  Apart from this, however, no further changes are required in the current long-term sick leave and absenteeism regulations. It is important though that replacement teachers are deployed as soon as a teacher goes on sick leave. 

Death and funeral benefits

The current death benefit is adequate and no changes are, therefore, recommended.

Medical support

Under the new AIDS in the Workplace Programme for the public service, teachers will be entitled to access ARVs separately from the normal provision to the population at large at government clinics and hospitals. As with other public servants, teachers can be sent to South Africa if the needed medical treatment is not available in Swaziland. Additional measures with regard to medical support are, therefore, not required. 

Sexual misconduct

The MoE has already demonstrated a strong commitment to rooting out sexual misconduct among teachers. There is a still a need, however, to mount a concerted education campaign among teachers and teacher trainees. Greater management commitment and competence among head teachers and Ministry managers is also required in dealing with alleged cases of sexual impropriety. Finally, the legal burden of proof should be reduced so that it is easier to take adults who are suspected of having sexual relationships with children (i.e. everyone aged under 16) to court and secure convictions. 

5.4 AIWP IMPLEMENTATION

The scale, complexity and overall importance of the AIWP warrants the appointment of a full-time programme Coordinator. This person should appointed at the Director level and have a strong commitment and track record in this area. She should report directly to the Permanent Secretary and the AIDS Technical Committee. 

6. MITIGATING THE IMPACT ON CHILDREN 

The overall level and quality of support for OVCs from government agencies and NGOs during the next decade will largely determine how the AIDS epidemic will impact on the education sector in Swaziland. Already, major concerns have been expressed about the high degree of marginalisation of OVCs.

The very high rates of non-completion of both primary and secondary schooling are mainly due to the high direct costs of education, which are unaffordable by the poor. The provision of free and compulsory primary education is the only effective solution to this problem.  

6.1 PROJECTED NUMBERS

Orphans

The 1999 Impact Assessment projected the total number of orphans reaching a peak of 120,000 by 2010.  The RAAAP also foresees 120,000 orphans by 2010, but recognises that with the mass provision of ARVs, this could be considerably less. 

Children Living With AIDS

The number of children living with AIDS is particularly difficult to estimate.  Without medical intervention, around one-third of babies born to women with HIV are themselves infected and almost all die before their fifth birthday. However, the provision of inexpensive ARVs to pregnant women dramatically reduces rates of vertical HIV transmission. A reduction of at least one half is a realistic objective of Mother to Child Transmission Programmes. In Swaziland, this means that less than 0.4 percent of 6-7 year olds enrolling in primary school will be infected and the availability of ARVs will prevent most children with AIDS from dying and enable them to continue to attend school. The MoE should not incur any direct costs.  

Currently, it is estimated that half of the population who are in need of ARV medication are receiving it and that there should be universal access by 2007.

Child carers

Again, the advent of ARVs completely changes existing forecasts about the number of children who will be living in households directly affected by AIDS. Without these drug therapies, it is likely that, by 2008, at least one-third of households would have an adult suffering from AIDS-related illnesses and who is likely therefore to need caring support from children in the household. With the mass provision of ARV with widespread compliance and no major drug resistance, this figure could be less than 10 percent.

It is still essential however that good-quality home-based care is provided to all affected households and that the needs of child carers in particular are properly met. 

6.2 NATIONAL STRATEGIES AND POLICIES 

The Ministry of Education has a central role to play in ensuring that all children and particularly OVCs, are properly educated. As disadvantaged children, every effort should be made to maximise the education potential of OVCs. At the very least, every OVC should successfully complete primary education and then go on to secondary education and beyond.  However supporting OVCs is the responsibility of the entire community working closely with the government and other organisations at the local and national levels. Consequently, the impact of the epidemic on the education sector will, to a large extent, depend on the overall effectiveness of the assistance given to these children and their carers outside of the schools. 

It is now fully recognised that targeting orphan children as a separate category is incorrect. As a general principle, government should have a comprehensive set of policies for child support and protection that targets all children in need of these services, regardless of their parental status. Poverty reduction programmes are crucially important in this regard.  

Current policy objectives 

The National Policy on Children lays out key policy objectives for OVC in all key areas of support. The immediate challenge is for these objectives to be operationalised in a coherent national strategy and to begin implementation as a matter of urgency. The Children’s Unit is tasked with 15 activity areas in the education sector including ‘developing and implementing strategies that will make education accessible and affordable to all children, including OVC’, integrating gender and children’s rights into the curriculum, zero tolerance of child abuse in schools, promoting HIV and AIDS education, and educating parents, caregivers and community members about caring for OVC.  

The OVC Action Plan seeks to expand Community EFA initiatives while lobbying for free public primary education. The total cost of the proposed interventions is US$29.1 million for the period ADD. The Right to Food includes school feeding at a cost of US$1 million from October 2004 to December 2005 and direct feeding at the community level costing another US$1 million. The Right to Education programme includes expanded bursaries (US$5m), the training of teachers in psychosocial support (US$0.4 million).  What is current status of OVC Action Plan? Greater participation by children and youth should be ensured in future policy discussions concerning OVC. 

6.3 SCHOOL-BASED SUPPORT

There are three types of school-based assistance that are most effective in supporting the educational needs of children directly affected by the AIDS epidemic, namely reduction in schooling costs, provision of school meals, and good-quality pastoral care and counselling.  

Free primary education

In order to attain UPE by 20105, most governments in Africa have already or are actively seeking to eliminate school fees and other major charges for primary schooling. Most of these countries have much lower per capita incomes than in Swaziland. There seems no reason therefore why primary schooling could not be made free for all children in Swaziland. This would be the single most effective measure to ensure that all disadvantaged children, including the growing numbers affected by the AIDS epidemic are properly educated. 
Bursaries

In the absence of free UPE, it is essential that government meets in full the schooling costs of all needy OVC. A top priority is to establish and then enforce maximum levels for school tuition and other fees at all government-supported primary and secondary schools. Bursaries should be then be set at these fee levels so that no child is excluded from school for non-payment of fees, as is currently the case.  

Given the uncertainty that surrounds the likely number of OVCs in the next five-ten years, it is not possible to make robust estimates of the projected costs of school bursaries. The mass provision of ARVs should lead to a dramatic reduction in the number of children who will lose parents in the future, which will mean that current levels of bursary support can be reduced as the current group of school-going OVCs complete their education.  Should however, the OVC population grow to the levels projected without universal ARV provision, total bursary funding at current levels of support and coverage will have to at least double to E100 million by 2010       

Urgent action is also required in order to improve the overall management of the bursary scheme. The MoE should publish as soon as possible detailed guidelines and procedures for both the identification of OVCs and the actual disbursements of funds. Bursary Committees should be established in each district chaired by the Regional Education Officer with wide representation from all key stakeholders. Education Officers should be seconded to work full time on servicing these committees and ensuring that schools properly manage the funds disbursed to them. Careful monitoring on a continuous basis is also crucial.    

School feeding

A clear policy on school feeding is urgently needed that will provide the basis for the scaling-up of support to all schools. Provision of support in this key area is still being done on an essentially ad hoc basis. Given the scale of poverty and child malnutrition in Swaziland, all children attending both primary and secondary school should receive one meal at school every day. It is also essential that children are not malnourished as infants before they come to school. 

It is recommended that a School Feeding Unit is established in the MoE in order to plan and manage this key intervention. School feeding should also become more of a community-driven initiative with concerted efforts to source food locally.

Guidance and counselling 

Even without the AIDS epidemic, decisive action would still be needed to improve the school environment so that it is more child-friendly and also teacher-friendly. The severity of the AIDS crisis in Swaziland dramatically increases the urgency of ensuring that all children, but particularly OVCs, receive appropriate support. Without substantial improvement in this area, all school-based HIV/AIDS prevention and mitigation policy interventions will almost certainly founder.

Most school managers and teachers in Swaziland recognise the importance of creating a more supportive school environment. With regard to pastoral support, the two key areas are the identification, referral and monitoring of OVCs and the provision of good quality and timely counselling. Schools need to become more proactive in keeping close track of OVCs. At the very least, every school should undertake a simple needs assessment and carefully monitor school performance, including dropouts. In close collaboration with social welfare agencies, the home situation of children at risk should also be closely monitored. Schools should investigate promptly students who are repeatedly absent or have been absent for long periods. Social workers and other government workers involved with child welfare should be assigned to work with clusters of schools in every locality. Coordination between key agencies and other stakeholders at the district level is improving rapidly. It is essential that school managers fully participate in these meetings.   

The RAAAP has already recommended that all teachers should receive specialist training with regard the psychosocial care of OVCs (see above).  However, it is also essential that more professional guidance and counselling services are available for all children. It is recommended, therefore, that there should be a full-time G&C teacher for every 500 students.
 This will require a total of 440 of these teachers across the country at a total annual cost in the region of E22 million. In addition to individual guidance and counselling, these teachers should also take the lead in teaching life skills education across all grades in each school (see below). 

7. SCHOOL-BASED HIV PREVENTION

Effective behaviour change that will ensure that young people remain HIV free requires high quality life skills education in schools. The RAAAP also notes that ‘the nature of education has to change fundamentally so that it revolves around life skills education that includes values, critical thinking skills and concrete livelihood skills’ (p.23).

It is also important to emphasise that the children who are most at risk of HIV infection are those who are not in school. As a recent review of HIV/AIDS and education policies notes ‘a complete primary education is the threshold at which young people’s risk of infection starts to fall significantly and secondary education brings additional protective benefits’ (GCE, 2005).  Ensuring that all children complete ten years of basic education is, therefore, the most effective preventive measure with respect to HIV infection. 

4.1 MoE OBJECTIVES

The draft Education Sector Policy on HIV and AIDS states that ‘the MoE shall strive to provide education on HIV transmission and prevention, which will translate into behaviour change and attitudes. It will be the responsibility of all staff and learners in the education sector to participate in HIV/AIDS education’.’ The proposed actions are as follows: 

· Compulsory ‘integration and intensification of HIV/AIDS into the curriculum’ at all education levels

· Mainstreaming of life skills and HIV and AIDS in the existing curriculum and other educational activities

· Formation of school Health Clubs 

· Guidance teachers empowered with psychosocial skills

· Inclusion of Guidance and Curriculum in the school curriculum as a core subject in order to sufficient time is devoted to HIV/AIDS education in the curriculum. 

· School nurses assist PLWA

· Intensified counselling programmes at tertiary and non-formal education institutions.

· Integration of guidance, counselling, and HIV/AIDS education in the pre-service teacher training programmes

· Professional training of counsellors

· Greater involvement of PTAs and community in AIDS education

This is a comprehensive and coherent set of interventions. The challenge now is to ensure that each one is properly implemented as quickly as possible.  

4.2 LIFE SKILLS EDUCATION 

The development of a new cadre of teachers

It is recommended that life skills education, which forms the basis for the formation of the knowledge and values and attitudes that lead to safe sexual behaviour, should be taught by full-time, professionally trained teachers in both primary and secondary schools. Experience from elsewhere (including South Africa) strongly indicates that such a cadre of teachers is essential if school-based prevention programmes are to succeed. As noted in the last chapter, these teachers would also be responsible for guidance and counselling. Furthermore, life skills education should become a full, timetabled subject that is examinable at the end of Standard 7 and Form 5.   
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	Annex table 2.1: Experience profiles of teachers at survey schools, 2005.
	
	
	
	

	(rounded percentages)
	
	
	
	
	
	
	
	
	

	PRIMARY FEMALE
	
	
	
	
	
	
	
	
	
	

	Years experience
	0 to 2
	2 to 5
	5 to 7
	8 to 10
	10 to 15
	>15
	
	
	
	

	Rural 
	33
	20
	13
	18
	13
	2
	
	
	
	

	Urban
	18
	13
	20
	9
	13
	27
	
	
	
	

	Hhohho
	26
	16
	15
	7
	13
	24
	
	
	
	

	Lubombo
	27
	19
	10
	10
	16
	18
	
	
	
	

	Manzini
	20
	17
	10
	13
	13
	27
	
	
	
	

	Shiseleweni
	15
	12
	10
	18
	16
	30
	
	
	
	

	Government
	25
	13
	11
	11
	20
	20
	
	
	
	

	Mission
	20
	18
	10
	13
	14
	27
	
	
	
	

	Community
	22
	15
	12
	13
	13
	25
	
	
	
	

	ALL
	21
	16
	11
	13
	15
	25
	
	
	
	

	PRIMARY MALE
	
	
	
	
	
	
	
	
	
	

	Years experience
	0 to 2
	2 to 5
	5 to 7
	8 to 10
	10 to 15
	>15
	
	
	
	

	Rural 
	18
	13
	20
	9
	13
	27
	
	
	
	

	Urban
	33
	20
	13
	18
	13
	2
	
	
	
	

	Hhohho
	25
	25
	21
	11
	10
	7
	
	
	
	

	Lubombo
	39
	20
	11
	12
	11
	8
	
	
	
	

	Manzini
	34
	22
	13
	13
	10
	8
	
	
	
	

	Shiseleweni
	28
	22
	13
	17
	7
	14
	
	
	
	

	Government
	37
	22
	8
	16
	8
	8
	
	
	
	

	Mission
	31
	22
	15
	15
	8
	10
	
	
	
	

	Community
	33
	21
	15
	11
	13
	8
	
	
	
	

	ALL
	32
	22
	14
	14
	10
	9
	
	
	
	

	SECONDARY FEMALE
	
	
	
	
	
	
	
	
	

	
	0 to 2
	2 to 5
	5 to 7
	8 to 10
	10 to 15
	>15
	
	
	
	

	Rural 
	21
	20
	17
	10
	20
	12
	
	
	
	

	Urban
	28
	12
	20
	12
	8
	20
	
	
	
	

	Hhohho
	31
	16
	20
	13
	13
	8
	
	
	
	

	Manzini
	21
	22
	12
	8
	18
	19
	
	
	
	

	Lubombo
	20
	18
	21
	9
	11
	21
	
	
	
	

	Shiseleweni
	22
	19
	18
	11
	25
	7
	
	
	
	

	Mission
	12
	19
	22
	10
	23
	14
	
	
	
	

	Community
	35
	23
	19
	12
	7
	5
	
	
	
	

	Government
	25
	15
	11
	11
	21
	19
	
	
	
	

	ALL
	23
	19
	17
	10
	18
	13
	
	
	
	

	SECONDARY MALE
	
	
	
	
	
	
	
	
	

	
	0 to 2
	2 to 5
	5 to 7
	8 to 10
	10 to 15
	>15
	
	
	
	

	Rural 
	20
	28
	12
	11
	18
	11
	
	
	
	

	Urban
	26
	20
	9
	15
	15
	15
	
	
	
	

	Hhohho
	22
	37
	4
	14
	14
	8
	
	
	
	

	Manzini
	28
	28
	7
	7
	17
	11
	
	
	
	

	Lubombo
	14
	28
	10
	10
	22
	14
	
	
	
	

	Shiseleweni
	19
	23
	15
	13
	18
	13
	
	
	
	

	Mission
	13
	27
	13
	13
	19
	15
	
	
	
	

	Community
	27
	38
	10
	7
	13
	4
	
	
	
	

	Government
	27
	15
	10
	13
	20
	14
	
	
	
	

	ALL
	21
	27
	11
	11
	18
	12
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	 
	
	
	
	


	Annex table 2.2: Percentage of schools experiencing staff

	shortages during last three years (rounded percentages)

	
	Primary
	Secondary
	
	

	Rural 
	58
	67
	
	

	Urban
	29
	50
	
	

	Hhohho
	46
	43
	
	

	Lubombo
	54
	77
	
	

	Manzini
	68
	70
	
	

	Shiseleweni
	51
	60
	
	

	Government
	35
	56
	
	

	Mission
	50
	58
	
	

	Community
	67
	70
	
	

	ALL
	55
	
	
	


	Annex table 2.3: Approved, permanent and temporray teaching positions at survey schools, 2005  

	(totals)
	
	
	
	
	
	
	

	
	
	PRIMARY
	
	
	
	
	

	
	Approved
	Permanent
	Temporary
	
	
	

	
	posts
	inpost
	inpost
	
	
	
	

	Rural 
	1595
	1278
	336
	
	
	
	

	Urban
	225
	202
	25
	
	
	
	

	Hhohho
	320
	248
	74
	
	
	
	

	Lubombo
	474
	364
	126
	
	
	
	

	Manzini
	474
	404
	72
	
	
	
	

	Shiseleweni
	552
	464
	89
	
	
	
	

	Government
	294
	260
	39
	
	
	
	

	Mission
	872
	718
	153
	
	
	
	

	Community
	654
	502
	169
	
	
	
	

	ALL
	1820
	1480
	361
	
	
	
	


	Annex table 2.4: How are short-term teacher absences dealt with? (rounded percentages)

	PRIMARY
	
	
	
	
	
	

	
	Use relief
	Combine
	Set students
	Set work and
	Send students
	Other

	
	teacher
	classes
	unsupervised work
	visit occasionally
	home
	

	Rural 
	11
	32
	2
	23
	0
	33

	Urban
	46
	31
	0
	8
	0
	15

	Hhohho
	19
	22
	4
	37
	0
	19

	Lubombo
	18
	21
	0
	12
	0
	49

	Manzini
	13
	41
	0
	22
	0
	25

	Shiselweni
	9
	40
	3
	17
	0
	31

	Government
	18
	18
	0
	29
	0
	35

	Mission
	10
	43
	3
	17
	0
	26

	Community
	17
	23
	0
	23
	0
	37

	ALL
	14
	32
	2
	21
	0
	32

	SECONDARY
	
	
	
	
	

	
	Use relief
	Combine
	Set students
	Set work and
	Send students
	Other

	
	teacher
	classes
	unsupervised work
	visit occasionally
	home
	

	Rural 
	10
	7
	13
	20
	3
	43

	Urban
	0
	20
	20
	40
	0
	20

	Hhohho
	0
	17
	0
	33
	0
	33

	Lubombo
	11
	0
	22
	22
	0
	44

	Manzini
	15
	8
	23
	8
	8
	38

	Shiselweni
	0
	14
	0
	43
	0
	43

	Government
	18
	0
	27
	18
	9
	0

	Mission
	6
	6
	6
	31
	0
	0

	Community
	0
	33
	17
	0
	0
	0

	ALL
	
	
	
	
	
	


	Annex table 2.5: How are long-term teacher absences dealt with? (rounded percentages)

	PRIMARY
	
	
	
	
	
	

	
	Use relief
	Combine
	Set students
	Set work and
	Send students
	Other

	
	teacher
	classes
	unsupervised work
	visit occasionally
	home
	

	Rural 
	47
	7
	0
	7
	0
	37

	Urban
	50
	7
	0
	0
	0
	43

	Hhohho
	56
	4
	0
	12
	0
	28

	Lubombo
	39
	10
	0
	7
	0
	45

	Manzini
	50
	13
	0
	9
	0
	28

	Shiselweni
	47
	0
	0
	6
	0
	47

	Government
	33
	0
	0
	0
	0
	67

	Mission
	53
	12
	0
	7
	0
	28

	Community
	46
	2
	0
	12
	0
	40

	ALL
	48
	7
	0
	8
	0
	38

	SECONDARY
	
	
	
	
	

	
	Use relief
	Combine
	Set students
	Set work and
	Send students
	Other

	
	teacher
	classes
	unsupervised work
	visit occasionally
	home
	

	Rural 
	37
	0
	0
	7
	0
	52

	Urban
	60
	0
	0
	0
	0
	40

	Hhohho
	50
	0
	25
	0
	0
	25

	Lubombo
	25
	0
	0
	0
	0
	75

	Manzini
	75
	0
	0
	0
	0
	25

	Shiselweni
	25
	0
	13
	0
	0
	52

	Government
	29
	0
	0
	0
	0
	71

	Mission
	13
	0
	0
	0
	0
	38

	Community
	33
	0
	0
	13
	0
	47

	ALL
	
	
	
	
	
	


	Annex table 2.6: Percentage of teachers who were late 

	today (rounded percentages)
	
	

	
	Primary
	Secondary
	
	

	Rural 
	
	8
	
	

	Urban
	
	4
	
	

	Hhohho
	
	5
	
	

	Lubombo
	
	3
	
	

	Manzini
	
	10
	
	

	Shiselweni
	
	8
	
	

	Government
	
	5
	
	

	Mission
	
	9
	
	

	Community
	
	8
	
	

	ALL
	
	
	
	

	Source: School survey
	
	
	


	Annex table 3.1: Repetition rates at primary and secondary schools, 1999-2004

	PRIMARY
	
	
	
	
	
	
	

	FEMALE
	
	
	
	
	
	
	

	Grade 
	1999
	2000
	2001
	2002
	2003
	2004
	

	1
	16
	17
	16
	16
	16
	na
	

	2
	14
	14
	14
	12
	13
	na
	

	3
	16
	15
	15
	14
	15
	na
	

	4
	15
	15
	15
	13
	14
	na
	

	5
	15
	14
	15
	13
	14
	na
	

	6
	15
	13
	15
	12
	14
	na
	

	7
	9
	8
	8
	8
	8
	na
	

	Overall
	14
	na
	14
	13
	14
	na
	

	MALE
	
	
	
	
	
	
	

	Grade 
	1999
	2000
	2001
	2002
	2003
	2004
	

	1
	22
	21
	22
	21
	18
	na
	

	2
	20
	19
	20
	18
	16
	na
	

	3
	23
	22
	22
	21
	19
	na
	

	4
	20
	18
	19
	18
	17
	na
	

	5
	17
	17
	18
	15
	15
	na
	

	6
	18
	15
	16
	14
	15
	na
	

	7
	12
	11
	9
	9
	9
	na
	

	Overall
	19
	na
	19
	17
	16
	na
	

	SECONDARY
	
	
	
	
	
	

	FEMALE
	
	
	
	
	
	
	

	Form
	1999
	2000
	2001
	2002
	2003
	2004
	

	1
	12
	11
	13
	12
	12
	12
	

	2
	17
	16
	17
	15
	17
	15
	

	3
	8
	6
	5
	5
	6
	3
	

	4
	16
	18
	18
	17
	14
	16
	

	5
	2
	2
	1
	0
	1
	1
	

	Overall
	12
	na
	12
	11
	12
	na
	

	MALE
	
	
	
	
	
	
	

	Form
	1999
	2000
	2001
	2002
	2003
	2004
	

	1
	11
	11
	12
	12
	12
	12
	

	2
	19
	15
	18
	15
	18
	16
	

	3
	9
	7
	7
	6
	6
	4
	

	4
	16
	19
	18
	17
	16
	17
	

	5
	2
	1
	1
	1
	1
	1
	

	Overall
	12
	na
	13
	11
	9
	na
	

	Source: EMIS
	
	
	
	
	
	


	Annex table 3.2: Dropout rates at primary and secondary schools, 1999-2004

	PRIMARY
	
	
	
	
	
	

	FEMALE
	
	
	
	
	
	

	Grade 
	1999
	2000
	2001
	2002
	2003
	2004

	1
	na
	5
	8
	9
	7
	na

	2
	na
	3
	3
	5
	15
	na

	3
	na
	5
	7
	6
	6
	na

	4
	na
	5
	6
	6
	7
	na

	5
	na
	8
	8
	11
	9
	na

	6
	na
	12
	10
	11
	10
	na

	7
	na
	15
	14
	13
	14
	na

	MALE
	
	
	
	
	
	

	Grade 
	1999
	2000
	2001
	2002
	2003
	2004

	1
	na
	5
	7
	9
	8
	na

	2
	na
	4
	6
	6
	-11
	na

	3
	na
	7
	9
	8
	8
	na

	4
	na
	8
	9
	9
	8
	na

	5
	na
	7
	9
	11
	10
	na

	6
	na
	10
	11
	10
	11
	na

	7
	na
	14
	17
	15
	14
	na

	SECONDARY
	
	
	
	
	

	FEMALE
	
	
	
	
	
	

	Form
	1999
	2000
	2001
	2002
	2003
	2004

	1
	na
	21
	15
	15
	15
	12

	2
	na
	28
	25
	25
	25
	24

	3
	na
	13
	6
	11
	10
	5

	4
	na
	28
	28
	26
	28
	23

	5
	na
	97
	98
	96
	96
	99

	MALE
	
	
	
	
	
	

	Form
	1999
	2000
	2001
	2002
	2003
	2004

	1
	na
	18
	14
	12
	14
	10

	2
	na
	25
	20
	21
	20
	19

	3
	na
	12
	9
	14
	11
	0

	4
	na
	24
	22
	22
	21
	19

	5
	na
	97
	98
	97
	96
	99

	Notes: Published primary dropout figures do not look correct
	

	Source: EMIS
	
	
	
	
	


	Annex table 3,3: Percentage who feel tired once a day by parental status by living situation

	(percentages to one decimal point)
	
	
	
	
	

	RURAL SCHOOLS
	
	
	
	
	
	
	

	
	
	
	LIVING WITH
	
	
	

	
	
	Father and
	Mother
	Father
	Neither
	Board at
	TOTAL

	
	
	mother
	only
	only
	parent
	school
	

	Both parents alive
	Female
	58.9
	24.5
	4.4
	9.4
	0.9
	98.2

	
	Male
	63.3
	19.8
	6.1
	7.9
	1.2
	98.4

	
	All
	61.3
	22
	5.3
	8.6
	1.1
	98.3

	One or both dead
	Female
	10.6
	46.9
	12.4
	24.8
	3.5
	98.2

	
	Male
	0
	48.5
	12.8
	30.1
	3.6
	94.9

	
	All
	5.7
	47.6
	12.6
	27.3
	3.6
	96.7

	ALL
	Female
	42.1
	32.3
	7
	14.8
	1.8
	98.1

	
	Male
	44.6
	27.8
	8.3
	14.5
	1.9
	97

	
	All
	43.3
	30
	7.7
	14.6
	1.8
	97.5

	URBAN SCHOOLS
	
	
	
	
	
	

	
	
	
	LIVING WITH
	
	
	

	
	
	Father and
	Mother
	Father
	Neither
	Board at
	TOTAL

	
	
	mother
	only
	only
	parent
	school
	

	Both parents alive
	Female
	65.4
	29.5
	3.8
	0
	0
	98.7

	
	Male
	71.4
	16.7
	6
	2.4
	1.2
	97.6

	
	All
	68.5
	22.8
	4.9
	1.2
	0.6
	98.1

	One or both dead
	Female
	13.6
	50
	13.6
	13.6
	9.1
	100

	
	Male
	0
	66.7
	20.8
	12.5
	0
	100

	
	All
	6.4
	57.4
	17
	14.9
	4.3
	100

	ALL
	Female
	53.9
	34.3
	5.9
	2.9
	2
	99

	
	Male
	55.6
	27.8
	9.3
	4.6
	0.9
	98.1

	
	All
	54.5
	31.1
	7.7
	3.8
	1.4
	98.6

	ALL SCHOOLS
	
	
	
	
	
	
	

	
	
	
	LIVING WITH
	
	
	

	
	
	Father and
	Mother
	Father
	Neither
	Board at
	TOTAL

	
	
	mother
	only
	only
	parent
	school
	

	Both parents alive
	Female
	59.9
	25.4
	4.3
	7.9
	0.8
	98.3

	
	Male
	64.5
	19.3
	6.1
	7.1
	1.2
	97.6

	
	All
	62.3
	22.2
	5.2
	7.5
	1
	98.3

	One or both dead
	Female
	10.9
	47.2
	12.5
	23.8
	4
	98.4

	
	Male
	0
	50.5
	13.6
	28.2
	3.2
	95.5

	
	All
	5.8
	48.7
	13
	25.9
	3.6
	97

	ALL
	Female
	43.6
	32.7
	6.9
	13.2
	1.8
	98.2

	
	Male
	46
	27.8
	8.4
	13.2
	1.7
	97.1

	
	All
	44.8
	30.2
	7.7
	13.2
	1.8
	97.7


Insert annex table 3.4

	Annex table 3.5: Highest educational attainment among 5-15 year old children in 

	survey households, 2004 (rounded percentages)
	
	
	

	
	Both
	Mother
	Father
	Both
	
	
	

	
	dead
	dead
	dead
	alive
	
	
	

	No education
	4
	6
	4
	5
	
	
	

	Primary
	67
	52
	55
	65
	
	
	

	Secondary
	30
	42
	42
	30
	
	
	

	Source: Household survey
	
	
	
	
	


	Annex table 3.6: Number of times schooling disrupted by parental status

	among children aged 5-15, 2005 (rounded percentages)
	

	Number
	Both
	Mother
	Father
	Both
	

	disruptions
	dead
	dead
	dead
	alive
	

	0
	44
	44
	105
	449
	

	1
	1
	5
	11
	17
	

	2
	0
	3
	4
	23
	

	3
	2
	0
	0
	9
	

	4
	0
	0
	0
	1
	

	5 and more
	0
	0
	1
	3
	

	Total
	47
	52
	121
	503
	

	% at least once
	6.4
	15.4
	13.2
	10.7
	

	Missing cases
	45
	31
	90
	442
	

	Source: Household survey
	
	
	
	


	Annex table 3.9: Days sick among 6-15 year olds in four weeks immediately

	prior to school survey, 2005
	
	
	
	

	
	Both
	Mother
	Father
	Both
	

	Number days sick
	dead
	dead
	dead
	alive
	

	0
	61
	56
	139
	614
	

	1
	2
	3
	4
	15
	

	2
	2
	2
	10
	41
	

	3
	0
	1
	4
	16
	

	4
	2
	1
	2
	2
	

	5
	0
	0
	4
	1
	

	6
	0
	0
	0
	1
	

	7
	1
	0
	5
	17
	

	8 or more
	1
	2
	3
	22
	

	Total
	69
	65
	170
	729
	

	% absent at least once
	14.4
	13.8
	18.2
	15.8
	

	Missing cases
	23
	18
	41
	
	

	Source: Household survey
	
	
	
	


	Annex table 3.10: Health status of children aged 6-16 residing in

	survey households, 2005 (rounded percentages)
	

	
	Both
	Mother
	Father
	Both

	Health status
	dead
	dead
	dead
	alive

	Very healthy
	69
	67
	72
	68

	Somewhat healthy
	18
	24
	16
	21

	Somewhat unhealthy
	10
	6
	10
	10

	Unhealthy
	3
	3
	2
	1

	Total
	100
	100
	100
	100

	Missing cases
	21
	13
	37
	168

	Source: Household survey
	
	
	


Insert annex tables 3.7 

Lnsert annex table 3.8

� These records were provided by the Teacher Service Commission and are accurate.


� In other countries with major AIDS epidemics, teachers also tend to have considerably lower mortality rates than for the adult population as a whole (see Bennell, 2005).  





� However, the increase of deaths increased by 182 percent in Lubombo compared to 82 percent in Manzini between 2000 and 2004. The AIDS-related death rate is estimated to be 2.3 percent in 2004.     





� Polygamy may also be a contributory factor.


� According to the 2003 VAC survey.


� Relatively large numbers of child-headed households are also reported in a UNICEF survey of 38 tinkundla, which identified 10,616 children living in 2666 child-headed households at the end of 2002. 





�  On the basis of this incomplete data, maternal and paternal orphans aged 7-20 have much higher levels of educational attainment than either double orphans or two-parent children (see annex table 3.5).





� The enrolment rate of only 70 percent for two-parent children in 2004 is almost certainly incorrect. The enrolment rate of only 77 percent for paternal orphans aged 6-10 also looks suspiciously low.        


� They were asked ‘what is your school’s funding source for the feeding programme?’, which have been misinterpreted a significant number of respondents. 


� Given that a lot of schools are smaller than this, some of these teachers will have to divide their time between several schools.
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