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Introduction

Skills-based health education for HIV prevention (referred to here as life skills)
provides learners with the knowledge and skills they need to avoid HIV infec-
tion and maintain reproductive health. This document offers practical guid-
ance for those planning, implementing, or strengthening life skills curricula for
young people in sub-Saharan Africa.

There are many difficulties associated with implementing successful life skills
programs, and there is a need for more rigorous evaluations of existing pro-
grams. Still, there are valuable emerging lessons from ministries of education
(MOEs), UNICEF, nongovernmental organizations (NGOSs), private voluntary
organizations (PVOs), donor organizations, and others to guide implementa-
tion of such curricula. The Africa Bureau’s Office of Sustainable Development
of the U.S. Agency for International Development (USAID), in response to
requests from its missions and partner MOEs and NGOs, compiled this docu-
ment from a wide range of sources. In particular, the USAID-funded FOCUS
on Young Adults project developed a consensus panel of individuals with
expertise in adolescent sexuality and behavior change, which examined exist-
ing literature and their own field experience to develop a report, Reproductive
Health Programs for Young Adults: School-Based Programs (Birdthistle and Vince-
Whitman, 1997). The tips for planners, curriculum designers, school adminis-
trators, trainers, and teachers that appear at the end of this document are
drawn largely from this FOCUS report and a review of the UNICEF life skills
program in Zimbabwe (Chown et al., 1998). The tips were further informed by
a review of published evaluations, program reports and descriptions, organi-
zational publications, project proposals, and observations of implementers and
evaluators.

Section | provides background on the issues of adolescent sexuality and vul-
nerability, and implementation of HIV prevention with young people. Section
Il offers practical tips for implementing life skills programs for young people,
divided into Tips for Planners, Tips for Curriculum Designers, Tips for Teacher
Trainers and Head Teachers, and Tips for Administrators. Section Il is a bibli-
ography of the documents reviewed for this publication. Finally, Annex A
contains a list of example life skills curricula, and material and contact infor-
mation.
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SECTION I: Background

Young People and HIV/AIDS

People under the age of 20 make up 55 percent of the population in sub-Sa-
haran Africa (U.S. Bureau of the Census, 2001). Childhood and adolescence are
periods when norms, attitudes, values, and life patterns are established. They
also encompass a time of risk, as sexual activity among young people outside
of marriage increases. Worldwide, half of all new HIV infections each year
occur in youth under age 25 (UNAIDS, 1999). Sub-Saharan Africa has been
hardest hit by HIV/AIDS; the region accounts for 70 percent of new infections
and 80 percent of AIDS-related deaths (Gachuhi, 1999). In eight African coun-
tries, over one third of 15 year-olds will eventually die from AIDS (UNAIDS,
1999).

Despite the risks faced by young people, they are often viewed as the “win-
dow of hope” for stemming the tide of the epidemic. Young people aged 5 to
14 have very low HIV prevalence rates, even in very high prevalence commu-
nities. Rates are high for children under 5 due to mother-to-child transmission,
and increase very rapidly after age 14, especially for girls (UNAIDS, 2000b).

In an attempt to prevent HIV infection among this vulnerable population and
save the next generation of Africans, many ministries of education (MOEs) are
introducing HIV prevention into formal curricula. MOEs are well-positioned
to play a role in HIV/AIDS prevention, because the schools they manage help
shape social norms, values, and behavior among a large proportion of young
people (Siamwiza, 1999). This is especially at the early primary level.

While learners and communities need accurate information to effectively
prevent HIV infection, that alone is not sufficient. Evidence shows that preven-
tion information must be coupled with everyday skills to increase the likeli-
hood that individuals will translate their knowledge into action. Life skills
curricula are designed to do this by developing in young people abilities such
as negotiation, assertiveness, and ability to cope with peer pressure; attitudes
such as compassion, self-esteem, and tolerance; and knowledge about HIV
transmission. These are best learned through “experiential” and “learner-
centered” methodologies designed to help young people examine attitudes
and practice skills (Gachuhi, 1999). Interactive teaching techniques allow
discussion of social pressures relating to relationships and opportunities to
practice negotiation, communication, and refusal skills (USAID, 2001).

These skills-based curricula aim to modify everyday behavior. When young
people have acquired the necessary skills in a positive, safe environment, they
may choose not to have sex or, for those who are sexually active, to use
condoms consistently. The decision to modify sexual behavior is determined
by many factors (EDC, 1997):

4 Knowledge—Do young people have access to accurate information
about sexuality and HIV/ AIDS? Correct and complete knowledge
feeds into attitudes about vulnerability and can counteract the
“invincibility” often felt by young people.
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¢ Skills—Do young people have the ability to make healthy decisions
and to negotiate in sexual situations? Similarly, do they have the
self-esteem and confidence to voice their beliefs and resist peer
pressure?

4 Social environment—Are young people pressured or coerced by
their peers and others to have sex? Is there social pressure on boys to
have premarital sex? Do peers use condoms? Are parents and others
discussing sexuality, HIV prevention, and condom usage?

4 Physical environment—For those young people who choose to have
sex, are condoms affordable and accessible from youth-friendly
sources? Are schools safe for students?

4 Cultural environment—When young people choose not to have sex
or to use condoms, are they supported? What messages do they
receive about sexuality and HIV prevention from the mass media?
From community leaders?

Life skills curricula can examine attitudes and social norms such as discrimi-
nation and peer pressure. When implemented with community involvement
and support, these programs can foster a positive social environment; when
linked to a local health clinic or provider, they can address the access issues
related to the physical environment. For the cultural environment to be condu-
cive to safe sexual choices, coordinated interventions are needed that target
parents, community leaders, teachers, and others with positive messages about
HIV prevention.

Life skills programs are an important prevention measure. However, in isola-
tion, they are not sufficient to protect young people from HIV infection; a
broad array of interventions to improve knowledge, attitudes, skills, and the
social, cultural, and physical environment are needed. Because so many factors
determine the spread of HIV/AIDS in Africa, and because the effects of the
pandemic extend throughout communities, responses must be cross-sectoral
and aimed at all levels of society.

There are many barriers to overcome in introducing effective life skills cur-
ricula on a national level in sub-Saharan Africa. Those working with pre-
adolescents may not understand the relevance of the topic and may not know
how to address it. Teachers, parents, and other community leaders are often
reluctant to discuss sexuality with young people. Teachers are not accustomed
to interacting with students in the “participatory” methods these programs
require. Gender inequities that leave young people, especially girls, vulnerable
to HIV infection have not been confronted. If adolescents wish to use condoms
and seek reproductive health care, services may not be accessible to them.

Despite these barriers, persons developing or strengthening life skills pro-
grams should not view youth simply as a collection of risk factors to be ad-
dressed, but also as a source of strength, energy, and creativity. Young people
themselves have the best understanding of the pressures they face, and thus
must play a vital role in stemming the tide of the epidemic.
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Children and Life Skills

Many parents, educators, and planners are wary of discussing HIV/AIDS with
pre-adolescents because of the link between HIV and sexuality. However, there
are age-appropriate curricula available for standards 1 — 5. These deal with
building basic skills such as self-esteem, problem solving, assertiveness, and
negotiation that are useful to young learners in their everyday lives. Rather
than dealing explicitly with sexuality, such curricula open up discussions
about relationships between men and women, family roles, and stigmatization
of those affected by HIV/AIDS. At slightly older ages (e.g. standard 6), cur-
ricula can begin to build group norms of abstinence, monogamy, and safe sex.

Adolescent Sexuality

Adolescents are not a homogenous group. They have different needs depend-
ing on many factors, including gender, age, cognitive developmental stage,
sexual activity, school status, familial relationships, and cultural norms. How-
ever, research has shown consistent trends across regions of sub-Saharan
Africa. Many factors have led to early sexual activity outside of marriage,
including weakening of social controls, later age at marriage, changing sexual
norms, and economic pressures. Social norms often condone or even force
young people into sexual activity by encouraging early childbearing and male
promiscuity, and failing to condemn sexual relationships between girls and
older men (Hughes and McCauley, 1998). For example, a study in Lusaka,
Zambia, revealed that the average age at first intercourse for girls and boys
was 12 and 14 years, respectively. Some girls had become sexually active by
age 8 (CARE, 1998). Of 300 girls surveyed in rural Malawi, the mean age at
first intercourse was 13.6 years. More than half had sexual intercourse before
first menarche (Weiss, 1996).

In the past, HIV and pregnancy prevention messages to youth have been
developed on the assumption of individual autonomy and rational decision-
making in which young people weigh the costs and benefits of protection
(Swart-Kruger, 1997). However, young people clearly do not act simply as
independent decision-makers, but within the context of social and cultural
influences (Shepard, 2001). Therefore, life skills programs should give young
people the skills they need to protect themselves from peer or adult coercion
(Gachuhi, 1999). They should also reinforce group values against unsafe sexual
behavior, both among peers and throughout the community.

Several studies have shown that parents in sub-Saharan Africa are often reluc-
tant to talk about relationships and sexuality with their children out of embar-
rassment, lack of accurate information, or fear that they will appear to con-
done adolescent sexual activity. Consequently, youth often cite peers and the
media as their primary sources of information about sexuality. Unfortunately,
these sources are often filled with erroneous information and myths. Probably
in recognition of this, many youth state that they wish they could get informa-
tion about sexuality from a trusted adult (McCauley and Salter, 1995). With
parents unable or unwilling to provide this information, teachers are an obvi-
ous alternative for in-school youth. However, teachers may suffer the same
shortcomings as parents, and require training and support to fulfill this role
effectively.

15

W
)

(3)

x
«Q

q

(]

c

=

Q.




W
9
(2)
*
«Q
‘
(]
c
=
Q.

Girls’ Vulnerability

Several studies have shown that girls age 15-24 in Africa are several times
more likely to be infected with HIV than boys the same age. This is due to both
biological and societal factors. The physiology of the developing cervix in-
creases the susceptibility of young women to sexually transmitted diseases
(STIs) including HIV (NAS, 1996). Another important factor in the discrepancy
between young female and male prevalence is age-mixing between girls and
older men who are more sexually experienced and therefore more likely to be
infected (UNAIDS, 2000a).

Often implicit in reproductive health curricula for youth is the assumption that
girls have consensual sex and are able to negotiate condom use. In reality, girls
often have little control over their sexual activity. In Malawi, 55 percent of girls
surveyed report that they are often forced to have sex, while in South Africa 30
percent of sexually active girls report that their first sexual intercourse was
forced (Gachuhi, 1999). The South Africa Medical Research Council reported
late in 2000 that one half of all schoolgirls in the district studied had been
forced to have sex against their will—one-third of them by teachers (Coombe,
2001). Evidence suggests that in high prevalence areas, men seek younger and
presumably HIV-negative girls (Gachuhi, 1999). Poverty also forces girls to
exchange sex for economic favors, often with older men.

Life skills programs must therefore address gender equity. There must be clear
acknowledgment that gender stereotypes and economic dependence on men
often influence girls’ sexual behavior. Properly designed and implemented life
skills programs should contribute to a safe environment for young people,
both in school and in the community. Life skills programs should strengthen
young women’s ability to think and act in ways to protect themselves. They
should also address young men’s issues by raising alternative views about
male/female roles in society and addressing issues of gender and sexual
identity through which they understand relationships with girls and women
(Senderowitz, 2000).

The creation of safe schools will require confronting the issue of sexual rela-
tions between teachers and students. Most education ministries have explicit
regulations barring such relations; however, they are rarely enforced. Action at
the central policy level as well as the school and community level will be
required to ensure that everyone is aware that such relations are dangerous for
students and will not be tolerated. The creation of safe environments for youth
will likely have the additional benefit of allowing many girls to complete their
education when they might otherwise have withdrawn or been withdrawn by
their families due to harassment and/or assault (Schenker, 2000).

Barriers to Implementing Effective Life Skills

Even as education ministries formally integrate HIV prevention into curricula,
teachers and parents are often wary, frequently believing that providing young
people with sexuality education will increase sexual activity. Many studies
have demonstrated that this is not the case. In fact, sexuality education, when
combined with improved negotiation and communication skills, often leads to
delayed sexual initiation, fewer partners, and increased use of condoms and/
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or other contraception (UNAIDS, 1997). In order to alleviate the fears of par-
ents and other community members, there is an increasing awareness that
communities must have a voice in the development and implementation of
HIV prevention activities (Senderowitz, 2000).

In addition to a lack of comfort with the topic of adolescent sexuality, many
teachers and students express frustration with an already overcrowded cur-
riculum (Siamwiza). Many teachers also lack the confidence and training to
use participatory methodologies, continuing to lecture rather than allow
students to discuss and practice skills-building (Gachuhi, 1999). Teacher (and
peer educator) development programs need to focus on increasing trainees’
comfort level. Teachers will only be effective change agents if they have dealt
with their own views of adolescent sexuality and attitudes towards those
infected by HIV. Training must also address trainees’ own vulnerability to
HIV/AIDS and acknowledge how HIV/AIDS has affected them (Weiss,
Whelan, and Gupta, 1996).

Availability of Youth-Friendly Reproductive Health Care

STls increase HIV susceptibility and infectiousness (UNAIDS, 2000a; Jha et al.,
2001). A study in Mwanza, Tanzania, demonstrated that improved STI treat-
ment reduced HIV prevalence by about 40 percent (Grosskurth et al, 1995).
Several studies have shown that STIs are prevalent among adolescents in sub-
Saharan Africa and that detection and treatment of infections is rare (Zabin
and Kiragu, 1998). Youth generally avoid public health facilities because of
perceived hostile attitudes of providers toward adolescent sexuality and lack
of confidentiality (Senderowitz, 2000). Consequently, rather than seeking
preventive care, young people may have no contact with clinic personnel until
they develop a symptomatic STI or become pregnant (Hughes and McCauley,
1998).

Youth-friendly reproductive health care refers to services provided by spe-
cially trained providers within a context of a supportive policy and physical
environment. This means that providers are selected to work with youth based
on their positive attitudes toward young people, and are trained on the par-
ticular reproductive health needs of young people. The policy environment is
one in which health care personnel understand that young people have the
right to access to nonjudgmental care, including STI and HIV counseling, STI
treatment, and their choice of contraceptive method. The physical environment
is one that assures young people privacy and confidentiality.

Most school-based behavior change programs are isolated, without links to
clinics, health care workers, or drop-in counseling (Siamwiza, 1999). While the
development of youth-friendly health care at the clinic level clearly falls out-
side of the education sector, education ministries should encourage ministries
of health (MOHSs) to provide such services. In addition, school-clinic links
should be encouraged at the local level. Such links may include regular class-
room presentations and discussions by health care providers on issues includ-
ing reproductive health and HIV prevention.
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Importance of Community Involvement

Early and continuous involvement of parents, officials, elders, and other
community leaders in planning and implementation of programs is important.
Adults who are engaged in assessing the needs and behavior of youth in their
area and are kept informed of interventions are more likely to support such
programs (Hughes and McCauley, 1998).

Community members can also be important in adapting life skills programs to
make them relevant to the local situation. Community participation garners
broad-based support and reinforces school efforts. Representatives from re-
spected local community groups can provide letters of endorsement and act as
advocates for the program. For example, The Friends of Youth project in Kenya
utilizes respected parents in communities, training them on adolescent repro-
ductive health issues and advocacy to educate and encourage dialogue be-
tween youth and parents (Erulkar, 1998).

Communities can play an important role when they are linked to life skills
programs through community mobilization/sensitization activities. This can
involve an NGO, school management committee, or parent/teacher associa-
tion acting as a bridge between the school and the community, and opening a
space for dialogue about the purpose, content, and appropriate implementa-
tion of life skills.

Monitoring and Evaluation

Both process and impact evaluation are needed. If a program fails to achieve
expected results, either in terms of behavior change or health outcomes, pro-
cess evaluation allows for targeted adjustment of strategies. When a program
does achieve expected results, good data on process indicators allows for
analysis of the essential factors in success. This information is very important
for scaling up or replicating the program (Shepard, 2001).

There is a need for solid baseline data for impact indicators, and planners need
to allow time for change. Ideally, a program will measure reported behavior
change, increases in condom sales/distribution, increase in health seeking for
STI screening and testing, and utilization of referral services. After allowing
for sufficient time and possibly in conjunction with the MOH, data should be
collected on expected health outcomes such as lower rates of STIs, unintended
pregnancy, and HIV/AIDS.

Remaining Questions
1. Should life skills be tested?

On one hand, teachers and learners may not take the subject seriously if there
is not an exam on it. Moreover, it may not be integrated into already full cur-
ricula, especially those that emphasize preparing students for exams. On the
other hand, testing may lead to teachers and students stressing informational
content rather than acquisition of skills, because teachers often do not have the
training to effectively test mastery of skills components.

18



2. Should life skills be taught to segregated students by same-sex teachers?
Or perhaps just sections of the life skills course?

Teachers should be trained to make these decisions, and the decision should be
made at the local level. Some components of life skills, such as frank discussions
about students’ questions about sexuality, work well in separated classes. How-
ever, one overall goal of life skills, that boys and girls learn to communicate with
each other better, requires integrated gender discussions and work.
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SECTION II: Tips
Tips for Planners

Promote a large vision and big ideas
4 Successful programs articulate a vision of significant change to be
brought about, give schools and communities the sense of being part
of an important national or international movement, and have the
visible and vocal support of respected leaders.

Use data-driven planning and decision-making
4 Anunderstanding of when and why young people choose not to
have sex or to have safe or unprotected sex is vital to the design and
implementation of relevant curricula. Such data may also be used to
promote the need for life skills programs.

Introduce life skills curricula early in primary school
¢ Curricula for young primary school learners can focus on relation-
ships and basic skills such as negotiation and self-esteem.

4 HIV prevention is more effective among youth who are not yet
sexually active. It is easier to encourage the formation of healthy
reproductive health attitudes and practices before the initiation of
sexual activity than it is to change well-established unhealthy habits.

4 Primary schools have the opportunity to reach the many African
children who do not continue on to secondary school.

Develop policies that encourage community participation in
implementation
¢ For curricula to be successfully implemented, communities must be
consulted, informed, and supportive. Head teachers and district
level managers should be mandated to discuss curricula with rel-
evant community members.

Involve young people in planning
4 Young people are more likely to “buy into” a program if they are
involved in design and planning.

4 Involvement of young people ensures that the program will be
socially and culturally appropriate.

Teach life skills in an environment with a range of HIV prevention

interventions
¢ Life skills curricula are more effective when reinforced by consistent
messages from media, peer educators and counselors, health care
providers, and the community.

Include a peer education component
¢ Well-trained and supported peer educators can supplement class-
room work and allow young people to ask questions one-on-one.

¢ Young people listen to their peers and use the same language.
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4 Young people who talk to peer educators spread information to
families, partners, and friends. Peer educators demonstrate positive

behavior change.

Work closely at all stages with the ministry of health
4 HIV prevention programs and messages should be coordinated to
be consistent and complementary.

4 Programs are more effective when there is access—perhaps through
school-clinic links—to youth-friendly health services, including
counseling, STI screening and treatment, and readily available
condoms.

Work closely with all relevant NGOs
4 HIV prevention programs and messages should be coordinated,
consistent, and complementary. Links can be formal or nonformal.

Include sensitivity training for national- and district-level education
ministry personnel
4 Education ministry personnel should receive information about the

necessity of life skills education for the prevention of HIV among
young people. This training will allow them to answer questions,
allay concerns, and build support for the program. Personnel should
receive regular updates on the status of the life skills program
implementation at the national and local levels.

Important Considerations for Planners

Each planner must decide which method or combination of methods is appro-
priate based on local and national context.

Implementation as a separate course or as a key component of a conducive
subject such as health or civic education appears to be the most successful
method of teaching life skills (Gachuhi, 1999). This allows for time to ad-
equately address all aspects of life skills and decreases dilution of content that
can take place when life skills are infused in the general curriculum.

Infusion, however, utilizes structures that are already in place and may be
more politically acceptable than a stand-alone course. Still, there is no evidence
that infusion works in practice, as it may dilute content and discourage inno-
vative, participatory teaching methods.

Outside educators who are known and trusted by the community and students
can provide life skills instruction, coordinated with in-school staff and pro-
grams. This may alleviate concerns about confidentiality and allow students to
talk more openly about sexual behavior. Additionally, outside educators may
have skills in innovative educational techniques that school staff lack. How-
ever, use of outside educators may be unsustainable. Moreover, there may be
insufficient classroom time to yield changes in behavior, or questions may
arise after the educator has left the school.
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Tips for Curriculum Developers

Choose an existing curriculum and materials, and modify them to meet
local/national requirements
¢ There are already many life skills curricula and materials; thus, there
is no need to create a new one entirely from scratch. (A sampling of
life skills curricula and materials is listed in Annex A.)

Allow flexibility at the local and classroom level
4 Built-in flexibility allows programs to respond to community con-
cerns and questions as well as to students’ questions.

4 Time should be built in for students to ask questions anonymously
and for follow-up discussion. This allows students to determine, to
some extent, the content and direction of the course and makes it
more relevant to them.

Involve young people in curriculum and materials design/selection/or
adaptation
4 Young people are more likely to “buy into” a program if they are
involved in its development. Young people can help design impor-
tant parts of the curriculum such as skits and discussion and debate
topics. This helps ensure the relevance of the programs to young
people.

Involve teachers in curriculum and materials design, selection, and
adaptation
4 “Buy-in” of teachers is crucial to program acceptance and imple-
mentation in the classroom. When curriculum development takes
place only at the ministry level, teachers often feel that it is being
imposed and fail to teach it.

4 Teachers can offer valuable practical insight given their direct in-
volvement with young people in the classroom.

Include other youth concerns in curricula, such as pregnancy and STI
prevention
4 Young people are often more concerned with the more immediate
risk of pregnancy than with the risk of HIV, which will likely be
dormant for several years. This is especially true in communities
with low prevalence of HIV/AIDS.
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Important Considerations for
Curriculum Developers

Effective life skills curricula deliver and consistently reinforce clear messages
about abstaining from sexual activity and using condoms or other forms of
protection. This appears to be one of the most important characteristics that
distinguishes effective from ineffective programs (Kirby, 2001a).

Programs should provide models of and practice in communication, negotia-
tion, and refusal skills. Programs should last long enough to allow participants
to complete important activities, at least 14 hours, and involve intense small-
group exercises.

Programs should provide basic, accurate information about the risks of unpro-
tected intercourse and methods to avoid it.

Programs should employ a variety of interactive teaching methods and include
activities that address social pressures (including media) related to sex (Kirby,
1997).

In Africa, emphasis should be placed on personalizing the risk of HIV/AIDS
(Kirby, 2001b).
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Tips for Teacher Trainers

Train teachers in a variety of participatory methodologies
¢ For life skills programs to effectively impart skills, teachers must
move beyond lecturing and rote learning styles and use a variety of
interactive methodologies, including role playing, discussion, and
debate.

4 Trainees should be allowed enough time and support to master
these methodologies through practice in the classroom.

Train a team from each school
¢ Training should go beyond those who will teach life skills in the
classroom to include other interested staff. Trained teams are more
likely to have shared values and skills, and can critique and support
the change effort.

4 Trainees who do not teach life skills in the classroom can reinforce
and support classroom-based work.

4 Teams may consist of interested teachers, school staff, youth educa-
tors, administrators, local health-care workers, and counselors.

Provide ongoing training and support
¢ The adaptation of participatory teaching methods by teachers will
require ongoing encouragement and reinforcement. Such support
may include peer coaching, working with a mentor teacher, peer
support groups, and/or in-service training.

4 Creativity may be needed to provide adequate in-service training
under constrained budgets. Ministries should consider innovative
ways of reaching teachers, such as radio programs.

Train teachers directly through pre- and in-service programs
¢ Well-trained teachers are essential for the acceptance and successful
implementation of life skills, but even well-trained teachers will
require ongoing training in both content and participatory teaching
methods.

4 The “cascade” model of training has weaknesses, with training
being diluted at the district and head teacher level and rarely reach-
ing classroom teachers. If this model is chosen, support teams may
boost results.

4 Teacher training should utilize personnel from the health sector,
NGOs, or others.

Trainees must address their own attitudes and vulnerability
¢ In order to effectively facilitate life skills, teachers must learn to
confront their own fears about HIV as well as their negative atti-
tudes toward those with HIV and towards adolescent sexuality.
They must acknowledge the ways in which HIV personally affects
them.
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Tips for Head Teachers
and School Administrators

Establish links with influential stakeholders early on
4 Interaction with youth, parents, teachers, religious leaders, local
politicians, and other influential people in the community is very
important at all stages.

4 Itis especially important to inform parents regularly about what the
life skills courses will cover and to reassure them so they will not be
embarrassed or uncomfortable and will be able to answer children’s
guestions at home.

Select teachers with an interest in adolescent reproductive health, a healthy
rapport with students, and the ability to be nonjudgmental
4 Life skills is often taught by teachers of a particular subject, often
biology or family life education. However, these may not be the
most effective people to convey reproductive health messages. Some
teachers may be uninterested in or embarrassed by the topic. Others
may not have the trust of young people or parents.

While a limited number of teachers should be chosen to implement life
skills in the classroom, a team-training approach is recommended
4 Trained teams have shared values and skills and can critique and
support the change effort.

4 Trainees who do not teach life skills in the classroom can reinforce
and support classroom-based work.

4 Teams may consist of interested teachers and school staff, youth
educators, administrators, local health-care workers, and counse-
lors.

¢ School administrators can support and coordinate the work of these
teams.

Encourage community participation

4 In a well-designed life skills program, community participation is
mandated by the education ministry. This encourages communities
to share knowledge and participate in the dialogue, as well as builds
local support for the program. This interaction allows the commu-
nity to be involved in curriculum modifications, thus making the
course more relevant to the local culture and increasing the likeli-
hood that it will be taught. Public events may be organized by
teachers and students. The events may be relevant to life skills, such
as poetry or essay contests, concerts, plays, and other entertainment.
Trained students can act as peer leaders in churches, mosques, or
other community organizations. Students can design murals, post-
ers, bulletin boards, and pamphlets and, with their teachers, make
them accessible to the community.
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4 Parents should be encouraged to participate in designated life skills
classroom discussions.

Encourage extracurricular HIV prevention activities
4 These can include anti-AIDS clubs, peer education teams, outreach
to out-of-school youth with HIV prevention messages, and care for
those suffering from AIDS within the community.
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Annex A: Additional Resources

The AIDS Badge Curriculum

World Association of Girl Guides and Girl Scouts
www.wagggsworld.org

Twenty-three pages with some activities for girls aged 10 and over.

Choose A Future!: Issues and Options for Adolescent Girls
and

Choose A Future!: Issues and Options for Adolescent Boys
Center for Development and Population Activities (CEDPA)
1717 Massachusetts Avenue, NW Suite 200

Washington, DC 20036

USA

www.cedpa.org/publications/index.html

For adolescents.

Developmentally Based Interventions and Strategies: Promoting Reproduc-
tive Health and Reducing Risk among Adolescents

FOCUS on Young Adults

1201 Connecticut Avenue, Suite 501

Washington, DC 20036

USA

www.pathfind.org/guides-tools.htm

This document may be especially useful for those working with pre-adolescents. Gives
key developmental characteristics and suggested activities for children aged under 10,
10 to 14, and 15 and up.

www.pathfind.org/publications.htm

This site has documents with findings from the FOCUS on Young Adults Program,
including school-based prevention programs, peer mentoring, and country level ex-
amples of successful programs.

The Handbook for Evaluating HIV Education

Centers for Disease Control and Prevention (CDC)

Division of Adolescent and School Health Information Service

1600 Clifton Road

Atlanta, GA 30333

USA

www.cdc.gov/nccdphp/dash/evaluation_manuals/hiv.htm

This large, bound document includes a booklet entitled “Appraising an HIV Curricu-
lum” as well as policy formulation guidelines and assessment instruments.
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Life Planning Education: A Youth Development Program

Advocates for Youth

1025 Vermont Avenue NW Suite 200

Washington, DC 20005

USA

www.advocatesforyouth.org/publications/catalog.htm

Geared toward adolescents but chapters on values, communications, relationships,
goals, decision-making, etc. can be modified for young children.

Life Skills and HIV/AIDS Education, Department of Health
School Life Skills and HIV/AIDS Education Programme
HIV/AIDS Directorate

National Department of Health

Private Bag X 828

Pretoria

South Africa

Tel: +27 12 312 0048

Fax: +27 12 323 7323

Grades 1 - 7 training of master trainers manual, teacher resource guides, and student
activity books for life skills curriculum.

NAFCI Values Clarification Facilitators Manual

Reproductive Health Research Unit, Chris Hani Baragwanth Hospital

P.O. Bertsham 2013

South Africa

kimdt@acenet.co.za

This manual is designed to be used with health care providers and allow them to
confront negative attitudes towards adolescent sexuality. Many sections may be useful
in teacher training.

National AIDS Programmes: A Guide to Monitoring and Evaluation
UNAIDS

20 Avenue Appia

1211 Geneva 27

Switzerland

www.unaids.org/aidspub/list.asp

Offers potential indicators for measuring impact as well as data collection instruments
and guidelines.

Peace Corps Life Skills Manual

Center for Field Assistance and Applied Research
Information Collection and Exchange

1111 20th Street NW Fifth Floor

Washington, DC 20526
www.peacecorps.gov/publications/field_download.cfm
Geared toward adolescents.
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School Health Education to Prevent AIDS and STD:

A Resource for Curriculum Planners

WHO and UNESCO
www.unesco.org/education/educprog/pead/CadAIDGB.html

For adolescents. Document includes Handbook for Curriculum Planners, Students’
Activities, and Teachers’ Guide.

Soul Buddyz Magazine and classroom activity materials

Soul City

77" Avenue Houghton

P.O. Box 1290

Houghton, 2041

South Africa

soulcity@aztec.co.za

Soul City has developed a range of activities for young people of all ages.

Training and Resource Manual on School Health and HIVV/AIDS Prevention
Education International

World Health Organization

ei-ie.org/main/english/index.html

This manual is very long but very useful for those developing teacher training for pre-
adolescent and adolescent life skills. Also designed for working with teachers’ unions.

When I’'m Grown: Life Planning Education for Grades K - 6

The Center for Population Options

1025 Vermont Avenue, NW Suite 200

Washington, DC 20005

A collection of discussions and participatory activities developed for use in the U.S. but
several sections can be modified for African primary schools. Topics include self-
understanding, family, growth and development, and sexuality.

37

A
(1]
(7]
()
c
q
0
(1"
»




Notes




Notes




Notes







For further information or additional copies, contact:

U.S. Agency for International Development
Bureau for Africa

Office of Sustainable Development

Division of Human Resources and Democracy
Washington, D.C. 20523-0089

Africa Bureau Information Center
1331 Pennsylvania Avenue, NW
Suite 1425

Washington, DC 20004-1703
E-mail: abic@dis.cdie.org






