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The AIDS epidemic continues to evolve,
staying one step ahead of our attempts
to prevent it. There are 13,500 new HIV
infections every day. One of the latest facets
of this dynamic disease is the increasing
feminisation of AIDS: in Africa, where the HIV
and AIDS epidemic has hit hardest, 74% of
young people living with HIV are women.
HIV prevention campaigns often fail to
address the increased vulnerability of young
women because they fail to deal with the
simple fact that many women lack the power
to determine who to have sex with, or when
and how to have sex. The new challenge is
how to empower young women to assert
their sexual and reproductive rights. Of the
possible solutions, giving girls an education is
widely recognised as the best way to provide
this girl power.
However, in the rush to tackle the AIDS crisis,
our response has forged ahead of the
evidence, especially as some of the research
on girls’ education and vulnerability to HIV has
yielded mixed results. The most rigorous way
to make sense of the different pieces of
evidence is to conduct a systematic review –
examining all possible evidence according to
a predetermined set of criteria. To date, there
has only been one such review, which was
conducted four years ago – a long time in the
context of a rapidly evolving AIDS epidemic.
Given the importance of basing our response
to HIV on solid evidence, ActionAid
collaborated with the researcher from the
original review – James Hargreaves – and
conducted a systematic review of all the
research published between 1990 and 2006
in eastern, southern and central Africa to
address the following research questions:
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What is the impact of girls’ education
on sexual behaviour and HIV?
What difference does primary or
secondary education make to women’s
vulnerability to HIV?
What are some of the possible
mechanisms underlying the relationship
between HIV and girls’ education?
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The results show strong evidence that, early
in the epidemic (before 1995), more highly
educated women were more vulnerable to
HIV than women who were less well
educated. The most likely reason is that more
highly educated people had better economic
prospects, which influenced their lifestyle
choices such as mobility and number of
sexual partners. They were also more likely to
live in urban areas where HIV prevalence rates
were highest. At that stage, there was also a
general information vacuum about HIV and
AIDS in Africa.
However, as the epidemic has evolved, the
relationship between girls’ education and
HIV has also changed. Now, more highly
educated girls and women are better able
to negotiate safer sex and reduce HIV rates.
The more education the better. Across all the
countries reviewed, girls who had completed
secondary education had a lower risk of HIV
infection and practised safer sex than girls
who had only finished primary education.
Put simply, education is key to building “girl
power”! There are also inter-generational
benefits of education, with more highly
educated adults having a positive bearing
on young women’s condom use. Moreover,
more education empowers boys and men
to practise safer sex, thus reducing their own,
and their partners’, risk of infection.
Despite the power of girls’ education and
numerous international commitments to
education, the reality is that the vast majority
of girls in Africa will not complete primary
education, let alone manage to get to
secondary school. A key obstacle is the
rising cost of education. Most children in
Africa have to pay to go to primary school,
paying increasing amounts as they rise
through the grades, particularly if they enter

EXECUTIVE SUMMARY

This year marks the 25th anniversary of
the first diagnosis of AIDS. This year, over
one hundred countries pledged to ensure
universal access to AIDS prevention,
treatment and care by 2010. However,
despite these grand promises, countries
and donors are failing to launch the type
of large-scale prevention efforts that are
needed to reverse the spread of HIV.
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secondary school. This leads to the exclusion
of many children from education, especially girls.
If we are to see the real benefits of educating
girls, then fees need to be removed and
governments and donors need to be urged
to invest more in primary and secondary
education. Any increase in funding to
education should not be seen as an
alternative to the universal goals of HIV
prevention, care and treatment but rather as
a complementary response that lays a solid
foundation for our HIV prevention efforts.
The gap between the epidemic and the
response is – in some countries – narrowing.
This report shows that it is possible to stay
ahead of the virus – but only when individuals
(particularly women and girls) have the power
to choose who they have sex with, and when
and how they do so. Educating girls and
women is one huge step towards turning
around the AIDS epidemic in Africa.
Summary of results
Formal education can influence vulnerability
to HIV in five different ways:
1
2

3

4
5

Expose girls to HIV and AIDS education,
which helps prevent HIV.
Provide psychosocial benefits for young
women, helping them to build their
self-esteem and capacity to act
on HIV prevention messages.
Lead to better economic prospects,
which in turn lead to lifestyle changes
that can influence HIV vulnerability.
Influence the level of power within
sexual relationships.
Affect the social and sexual networks
of girls.

However,
– After 1995, none of the research showed
more highly educated women to have
higher rates of HIV infection. Half of the
articles reviewed showed no association
between HIV and education, and the
other half showed girls’ education to have
a positive impact on HIV vulnerability
(more education, less HIV).
– An additional five studies examined HIV
rates over time and found HIV vulnerability
to be decreasing in the most educated
groups and increasing or remaining stable
in the least educated groups.
These findings suggest that the impact of
girls’ education on HIV is changing as the
epidemic evolves. The evidence shows that,
as the epidemic matures, the impact of girls’
education reverses and starts having a
positive impact. This changing relationship
between education and HIV rates is strongly
supported by studies taken over time in four
countries. A change is occurring in which
more highly educated women are becoming
less vulnerable to HIV and at the same time,
less well educated women are becoming
more vulnerable.
Impact of girls’ education on
sexual behaviour
The studies looked at a wide range of sexual
behaviour outcomes and the results can be
summarised as follows:
–

–
Impact of girls’ education on HIV rates
In total, over 600 articles were identified for
the review, of which only 45 met the review
criteria. Of these, 22 articles examined the
impact of education on HIV rates and
revealed the following findings:
–

Before 1995, 10 out of 13 articles showed
girls’ education had a negative impact on HIV
infection rates (more education, more HIV).

–

Six out of eight articles showed that girls
who had received more education were
more likely to start having sex at
a later age. None of the articles showed
a link between more education and earlier
sexual activity or sexual debut.
10 out of 13 articles showed that higher
levels of girls’ education were related
to higher levels of condom use. Again,
none of the articles suggested that more
education might lead to less condom use.
Education was also related to levels
of coercive sex, transactional sex,
age difference between partners,
and relationships with commercial sex
workers. However, the number of studies
are too small to find any trends.

The most striking finding is that more highly
educated women are more likely to use
condoms during sex. The finding on earlier
sexual activity is slightly more difficult to
interpret as it is also likely that the relationship
actually works the other way: earlier sexual
activity impacts negatively on education. Put
simply, young women who are sexually active
are more likely to get pregnant and therefore
drop out of school.
Boys’ or girls’ education?
Is the impact of education on HIV vulnerability
different for young women and men? Our
analysis shows no striking gender differences.
The fact that education helps to protect
against HIV holds true as much for boys as
for girls. Although the focus of this report is
on young women, empowering young men
through education is as much a part of the
solution to the HIV epidemic as targeting
young women. However, focusing on girls’
education remains important as girls tend
to have less access to education and are
therefore more vulnerable to HIV and AIDS.
Primary or secondary education?
There were six studies that compared the
results for primary and secondary education.
In all of these studies, completion of
secondary education was related to lower
HIV risk, more condom use and fewer sexual
partners compared with completion of
primary education. These results tentatively
suggest that more education is linked to
better protection against HIV. The relative
importance of investing more resources in
primary or secondary education is less clear
– but self-evidently, no girl will be able to
access secondary school unless she has
been to primary school. Tens of millions
of girls are still excluded even from the first
grade at school.
Of course, it should be noted that even when
they have completed secondary education,
women are still vulnerable to HIV infection.
In other words, education helps protect women
but many other measures are also needed.

Mechanisms
Very few of the studies reviewed attempted
to look at the underlying mechanisms through
which girls’ education might impact on HIV
vulnerability. The scant evidence that does
exist suggests that increased condom use is
likely to be a factor. Economic status is clearly
also a factor, although it is hard to separate
this from education. Eight studies tried to
show the relative strengths of education
and economic status and their bearing on
HIV vulnerability:
–
–
–

One study shows education is more
important than economic status.
Two studies show economic status
is more important than education.
Five studies show it is impossible to
separate education and economic status.

Recommendations
1 Prevention messages need to address
gender and power dynamics within sexual
relationships, so that both girls and boys
can become confident enough to
overcome negative stereotyping and
peer pressure.
2 The education sector response to HIV
and AIDS needs to be prioritised and all
schools should provide comprehensive
sexual health education with a special
focus on HIV and family planning.
Promoting condoms is a message that is
working and should be encouraged.
3 Schools should foster gender equality,
promote positive role models and
challenge negative gender stereotyping.
Zero tolerance should be shown towards
sexual violence and towards teachers
having sexual relationships with students.
4 Schools need to respond to the problem
of teenage pregnancy by providing
comprehensive sex education to reduce
pregnancy and improve sexual health.
Part of the response should include
policies on how to encourage teenage
mothers to return to education.
5 In order to expand girls’ education,
all forms of school fees in primary
education should be abolished. This
policy must be accompanied by
adequate planning and resources to
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cover the loss in funding from the fees
and also to meet the increased demand
when education becomes free. The quality
of education provision must not suffer and
governments should resist the practise of
hiring non-professional teachers.
Expansion of the Fast Track Initiative (FTI)
– a pledge made by the international
community to make sure that all
countries have enough resources to
provide basic education – should be
encouraged. Donors need to prioritise
filling the immediate resource gap in
FTI ($510 million) and the long-term
gap of $10 billion.
Macroeconomic constraints that prevent
governments from expanding their
spending on girls’ education need to be
removed. To get all girls into school and to
keep them there requires the recruitment
of millions of new professional teachers.
This means lifting public sector wage bill
caps imposed by the International
Monetary Fund (IMF) and generating open
public debate about the trade-offs
between driving towards low inflation
targets and ensuring adequate spending
on education and HIV and AIDS.
More focus needs to be placed on
removing the bottlenecks between
completion of primary school and access
to secondary school, particularly for girls.
This will require significant expansion of
secondary schooling in many countries
and specific interventions to remove the
obstacles faced by girls wishing to
continue their education.
More research on young people, HIV
vulnerability and teenage pregnancy is
desperately needed. All data should be
separated by gender. More longitudinal
studies are also needed to understand
the reasons why education might protect
against HIV, as well as research
comparing the impact of primary and
secondary education on HIV vulnerability.
Finally, systematic reviews of existing
literature should be encouraged in order
to build upon the research that already
exists, rather than reinventing the wheel.

01 INTRODUCTION AND BACKGROUND

“The most vulnerable part of the human
factor in this raging, all-consuming
pandemic of HIV and AIDS in Africa,
is the vulnerability of women and girls.
Seventy-five percent of the infected
15–24 year-olds in Africa – almost five
million – are young women and girls. This
is the legacy of gender inequality. This is
what gender inequality hath wrought.”
Stephen Lewis, XV International
AIDS Conference, Bangkok, 2004

1.1 Background
AIDS has been a reality in many parts of
the world for more than 25 years. As the
epidemic evolves and matures across areas
of eastern and southern Africa, researchers
have tried to keep pace with its changing
course. Evidence often conflicts within and
across countries and can – at times – lead to
a frustrating situation in which the response
is forced to rush ahead of the evidence.
In the field of education and HIV and
AIDS, there have been two opposing points
of view in which some have argued that
individuals with higher levels of education
are more vulnerable to HIV,1 whereas others
argue that more education (especially girls’
education) protects against HIV infection.2
In the middle of this debate is growing
evidence of the “feminisation of the epidemic”
in which girls and women are becoming
disproportionately infected with the virus.
Although there are a number of reasons why
women might be more vulnerable to
infection,3 many have suggested that
underlying gender inequality leaves women
vulnerable to HIV. One of the pivotal
responses to this claim has been to promote
universal girls’ education in order to reduce
HIV vulnerability.
However, one underlying assumption is
that higher levels of education reduce HIV
vulnerability for girls. Yet the evidence varies
considerably from country to country, over
time and across regions. Moreover, there is
little understanding about how simply going
to school might reduce HIV vulnerability, nor
how much schooling is needed: is primary
schooling enough or is it secondary education
that really matters?
This report attempts to answer some of these
questions by conducting a systematic review
of the evidence on the impact of schooling
on: a) sexual behaviour, and b) HIV rates.
This first chapter discusses the factors that

underlie the rapid spread of HIV infection
amongst young women and identifies some
of the possible mechanisms through which
girls’ education might affect HIV risk by
interacting with these factors. The second
chapter outlines the methodology we used
and the third chapter outlines the results.
Finally, chapter four presents conclusions
and recommendations.
1.2 The feminisation of the epidemic
The burden of HIV infection among girls and
young women is growing. During the early
years of the epidemic, the greatest burden
of infection was seen among men. However,
women now make up 57% of infections in
sub-Saharan Africa with some 17 million
women living with HIV at the end of 2003;4
studies suggest that young women in the
region are two to seven times more likely to
be infected with HIV than young men.3,5,6
The feminisation of the epidemic is particularly
acute in sub-Saharan Africa because
heterosexual transmission has been the main
mode of transmission for some time. In other
regions of the world, men are still more likely
to be infected with HIV than women, as
the main mode of transmission is either
homosexual transmission, injecting drug
use or commercial sex work. Given these
regional differences in HIV epidemiology,
our research is restricted to eastern, southern
and central Africa, where the epidemic is at
its most mature.
By far the biggest driver of HIV infection for
young women in sub-Saharan Africa is
heterosexual transmission. Figure 1 shows a
typical pattern across southern and eastern
Africa in which young women (aged 16) have
very low HIV prevalence rates (below 5%) but
women just five years older harbour
prevalence rates over 20%.7 HIV spreads
very quickly among young women as they
become sexually active. The next section
will look at some of the reasons why young
women are so vulnerable to HIV.
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Figure 1 Prevalence of HIV infection among young men and women in South Africa
2.3%
Males
4.1%
Females

Age 15

95% Confidence interval

3.6%
4.0%
Age 16
2.1%
6.0%
Age 17
2.0%
9.4%
Age 18
2.6%
13.8%
Age 19
4.1%
14.4%
Age 20
5.8%

31.2%
Age 21
7.9%
25.0%
Age 22
12.2%
28.9%
Age 23
11.0%
26.3%
Age 24
HIV prevalence

Source Pettifor et al. Young people’s sexual health in South Africa.7

1.3 Why are young women vulnerable to
HIV infection?
At a very simple and epidemiological level,
there are three broad factors that influence
vulnerability to HIV infection in epidemics
where heterosexual transmission is the main
mode of infection:
1
2
3

level of sexual activity
HIV status of sexual partner
likelihood that HIV is transmitted
during sex.

These factors are only the immediate risk
factors for infection and are themselves the
end product of a wide range of social,
behavioural, economic and cultural factors
(see Figure 2).
1.3.1 Level of sexual activity
Women who are more sexually active are
more vulnerable to HIV infection. A number of
important behavioural traits are related to this
factor, including:
– the age at which young women first start
to have sex
– their overall number of sexual partners
– the frequency with which they have sex
with these partners
– type of relationships (eg serial monogamy
or concurrent sexual partnerships).
Many HIV prevention messages target sexual
behaviour, but a closer examination of these
four factors reveals a range of community,
societal, gender-related and economic factors
which, in turn, affect these four categories
of behaviour. The implication is that HIV
prevention messages that focus solely on
these four factors are overly simplistic and
misguided, as they are based on the
assumption that individuals have control over
their behaviour and that sexual behaviour is
rationally determined.8
1.3.2 HIV status of sexual partners
A young woman’s vulnerability to HIV is
obviously linked to the likelihood that her
sexual partner is infected with the virus.
Thus a young woman having unprotected
sex in a country with low HIV prevalence
is less likely to be infected with HIV than if

she were doing so in a country with high
HIV prevalence.
One serious risk factor for young women in
Africa is having sexual partners who are much
older than themselves: older men have had
a longer time to become infected and agemixing is an important but neglected
dimension to the AIDS epidemic in Africa.9,10
After all, if new generations of young men and
women were to have sex only with individuals
of their own age group, HIV would not spread
to this group and they would remain free of
HIV infection. In practice, young women in
most sub-Saharan African settings form
partnerships with older men as well as with
young men from their own peer group, and
this is key in propagating infection from one
generation to the next.
The question therefore arises as to why young
women are having sex with older men. What
are the cultural and economic reasons? Do
gender-related power relations mean that
younger women are attracted to older men
because of their higher status? Do older men
use their position of power to have sex with
younger women? Evidence shows that
inequalities between older men and younger
women affect how often a woman has sex,
the type and frequency of sex, and whether
condoms are used.11 In the context of a
catastrophic AIDS epidemic, what is the best
prevention strategy for a young woman who
feels powerless to choose who she has sex
with, and when and how she has sex?
1.3.3 Likelihood that HIV is transmitted
during sex
Biologically, young women are at a double
disadvantage in terms of becoming infected
with HIV. First, during sex, women are at
least one and a half to four times more
likely to become infected than men;12
second, it appears that the younger the
woman, the more likely she is to contract
the virus as her reproductive system may
not be fully mature.3
In addition, the likelihood of becoming
infected during sex increases if somebody has
untreated sexually transmitted infections (STIs),
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which affects women particularly as these
infections are more likely to go undiagnosed.
Young women are also vulnerable to HIV
during violent sex because of possible
damage to the female genital tract. The links
between sexual violence and HIV infection
are poorly understood,13 but the underlying
gender inequality between men and women
can create an environment in which sexual
violence against women is tolerated, and thus
women’s vulnerability to HIV is increased.
As mentioned earlier, these sexual behaviours
are themselves influenced by a wide array
of cultural, community, economic and social
factors. One of the biggest problems with
discussing why women are vulnerable to
HIV is the level of complexity involved in
human sexual relations.14 Sexual behaviour
also changes within relationships and many
of the factors described above are related
to one another. For example, people
might use condoms at the beginning of
a relationship but over time – as trust
grows – stop using them.
Education could, in theory, play a role in
influencing each of the factors mentioned
above, which in turn could increase or
decrease women’s vulnerability to HIV.
The next section outlines a conceptual
framework regarding how education might
impact on sexual behaviour and HIV.
1.4 How might girls’ education affect
vulnerability to HIV?
Attending school and gaining a higher level of
education can influence the sexual behaviours
described above in a number of different
ways. Once again these pathways are not
independent, but for the sake of simplicity
they have been categorised as follows:
1
2
3
4
5

contact with school-based HIV and AIDS
education
psychosocial benefits of girls’ education
economic and lifestyle impacts of girls’
education
power balance within sexual relationships
social and sexual networks.

1.4.1 School-based HIV and
AIDS education
As governmental and non-governmental
responses to HIV and AIDS gather pace
across sub-Saharan Africa, access to
HIV prevention messages has increased
dramatically and the information vacuum
that existed a mere 10 years ago is more
and more of a rarity. Although HIV prevention
messages have taken advantage of a wide
range of different mediums and have targeted
many different sub-groups, research by
ActionAid shows that the most trusted source
for young people to learn about HIV is
through schools and teachers.15
A recent survey conducted jointly by the
Health Economics and HIV/AIDS Research
Division (HEARD) at the University of
KwaZulu-Natal and ActionAid shows that
85% of countries with a high HIV prevalence
have established some sort of HIV and
AIDS curriculum in primary schools.16
Although the report also highlights the
shocking implementation gap, it seems
reasonable to conclude that attending school
can increase a young person’s contact with
school-based HIV and AIDS education and
thus reduce their vulnerability to infection.
It should be noted that this review does not
explicitly look at the role of school-based HIV
and AIDS education in reducing women’s
vulnerability, even though it is possible that
the effects of girls’ education on HIV could
be operating through contact with schoolbased HIV and AIDS education.

13

Figure 2 Pathways through which education may influence HIV vulnerability
School
attendance

Contact with
HIV education

Psychological
effects

Economic/
lifestyle impacts

Power within
relationships

Level of sexual
activity

Risk of infection
of sexual partner

Risk of
transmission

Social and sexual
network

Risk of HIV
infection

1.4.2 Psychosocial benefits of education
Behavioural and cognitive science have long
emphasised the importance of not only
providing information on how to change
behaviour, but also trying to strengthen
women’s confidence and capacity to act
on these messages. General education,
even in the absence of school-based HIV
and AIDS education, might help to improve
such qualities. Conversely, the least educated
members of society may have relatively low
self-esteem, self-efficacy and a negative
outlook on the future.17 Consequently, they
may be less likely to protect their health
by having fewer sexual partners or using
condoms. This will be particularly true
when peer pressure is exerted in ways
contradictory to HIV prevention messages.
A common example of this is being pressured
by peers to have sex at an early age.

1.4.3 Economic and lifestyle impacts
of girls’ education
Numerous studies have shown that increased
education has a positive impact on economic
prospects for both men and women, as more
highly educated individuals are more likely to find
regular employment and earn higher wages.18
These economic benefits in turn influence a
wide range of factors, including the spread of
infectious diseases; more educated individuals
are often more geographically and socially mobile.
In this scenario, the more education a person
receives, the greater their vulnerability to HIV.
Women with increased education may be
more likely to form partnerships with more
highly educated and richer men, who may
have multiple partners and/or engage in
commercial sex, thus increasing women’s
vulnerability to HIV infection. Greater mobility
also puts young women of higher socioeconomic status in contact with larger social
and sexual networks, which could, in theory,
increase their number of potential sexual partners.
On the flip side, among the poorest
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communities the economic opportunities
afforded by a higher education may prevent
women from entering into activities that carry
a high risk of infection, such as commercial
sex work or other relationships that are
entered into primarily to provide resources.
In this respect, girls’ education might help
protect women from HIV infection.
1.4.4 Power within sexual relationships
The ways in which girls’ education might
affect HIV vulnerability can be considered on
both an absolute and a relative scale. While
absolute levels of education might drive the
pathways described above, the level of a
young woman’s education relative to her male
partner’s level of education also has important
consequences. In many African settings,
it remains socially acceptable for men to
have many sexual partners, but unacceptable
for women to do so.19,20 Within these same
settings, women are often more likely to
leave school early, be unemployed and
earn low wages.21 These women are therefore
entering into sexual relationships characterised
by a significant power imbalance.
Such power imbalances within relationships
are compounded by the common practice
of young women going out with much older
men. Older men might be seen as better
options as boyfriends and husbands because
they are in a better position to provide
material support. Gifts and money are seen
by many as an intrinsic component of any
sexual relationship,22 thus further increasing
women’s economic dependence. Both the
inferiority in age and economic dependence
of women decreases their power to negotiate
within sexual relationships.
What implications does this power imbalance
within relationships have for HIV vulnerability?
The problem is that it is often the men who
dictate when to have sex and how. Since
many men prefer not to use condoms,23 their
wishes – within an unequal relationship – are
very likely to prevail. Sexual violence is an
extreme manifestation of this power
imbalance within relationships and may
particularly affect women who have not
received much education, who in turn are less

able to negotiate within a relationship.
Each of the scenarios above suggests that
education is a positive factor in reducing HIV
vulnerability for young women – but this is not
always the case. Power imbalances within
relationships are never more obvious than in
relationships between a teacher and a
student. Although the evidence is currently
mostly anecdotal or qualitative in nature, an
increasing number of studies suggest that
some male teachers in African schools abuse
their higher position of power to initiate sex
with female students.24 For the economic and
power-related reasons cited above, it may
even be the case that some female students
and their parents encourage such
relationships. Whatever the circumstances,
the gross power imbalance between a
teacher and a student can place a young
woman in a position of high vulnerability.
1.4.5 Social and sexual networks
Another potential pathway between girls’
education and HIV vulnerability is related to
factors to do with going to school rather than
overall educational attainment.
Attending school influences the social network
of a young person, affecting the group of
people with whom they have contact. In turn,
these contact patterns may influence the
formation of sexual partnerships. Research
suggests that HIV vulnerability is influenced by
the size of a person’s sexual network and an
individual’s position within that network.25 The
effects could be either positive or negative.
On the positive side, being at school might
limit the pool of potential sexual partners and
thus reduce the numbers of partners. It is also
plausible that young women at school are
more likely to choose boyfriends within school
who are of a similar age and are therefore less
sexually experienced than older men (thus
reducing their vulnerability to HIV infection).
Some studies have also shown that being at
school can lead to positive communication,
group bonding and group negotiating within
social networks, which in turn can create
more positive attitudes towards sex and
HIV.8,26 This group negotiation is thought to
occur both within gender groups and across

them. School attendance may also encourage
the formation of peer groups that understand
about HIV and have more positive attitudes
towards safer sex.27 Conversely, young people
who drop out of school are more likely to
enter into adult sexual networks where older
partners with more experience and power
dictate the “rules” of sexual engagement.
Of course attendance in school is not always
uniformly a good thing for girls. Sometimes
schools are institutions that allow gender
inequality and discrimination to thrive. They
can become places that tolerate violence and
sexual abuse, whether by older boys or by
teachers. A recent report by ActionAid
suggests that sexual violence within schools is
a serious problem in a number of countries.28
1.5 Summary
As we have seen, there has been an
increasing feminisation of the AIDS epidemic
in sub-Saharan Africa, especially among
young women, who are two to seven times
more likely to be HIV-positive than young
men. There are a number of biological and
social reasons why women are especially
vulnerable to HIV infection. Many of these
reasons relate to a lack of power in
determining who to have sex with, and
when and how to have sex.
Girls’ education can impact on the above
factors through five hypothesised pathways:
curriculum, psychosocial, power-related,
economic and social/sexual networks. The
impact of girls’ education could work in either
direction and can be summarised as follows:
At the moment, these are all hypothetical
scenarios, but they provide us with a useful
conceptual framework in which to situate the
results from the review in Chapter 3.
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Table 1 Pathways through which the education of girls and young women might
affect their risk of HIV infection
Attendance at school

Higher educational attainment

Increased risk of HIV

Potential gender discrimination
or sexual abuse by older boys
and teachers

Increased social and
geographic mobility as a result
of higher socio-economic
status leads to engagement
in more risky sexual networks

Decreased risk of HIV

Smaller sexual networks with
young people of similar age
who negotiate positive
attitudes towards protective
behaviours

Greater confidence to suggest
safe sex practices such as
condom use

Higher levels of direct contact
with HIV prevention campaigns

Greater capacity to negotiate
safe sexual practice with
partners

Positive outlook for the future
provides incentive to avoid
HIV infection

Higher socio-economic status
leads to greater likelihood of
STIs being treated or more able
to buy condoms

02 METHODOLOGY

A systematic review involves designing in
advance a strategy and criteria to decide
which type of studies will be included in
the review. Extensive searches are then
conducted to collate the available literature
on the subject that meets the agreed
criteria. In total, over 600 articles were
identified and 45 met the inclusion criteria
and were included in the review.

2.0 Methodology
Girls’ education could have either a positive
or negative impact on sexual behaviour, and
consequently on HIV vulnerability. Both of
these arguments have been used by a
number of influential advocates. The last
systematic review of the evidence, conducted
in 2002, concluded that more highly educated
individuals in Africa had higher levels of HIV
infection. However, there was also some
suggestion that this trend may be reversing
over time.29
Since 2002 a number of new studies have
been carried out in this area. ActionAid
therefore decided to conduct a new
systematic that would build on the preexisting data. This review included
data published since 2002, and also added
studies that examined the impact of girls’
education on sexual behaviour.
A systematic review involves designing in
advance a strategy and criteria to decide
which type of studies will be included in
the review. Extensive searches are then
conducted to collate the available literature
on the subject that meets the agreed
criteria. A systematic approach to the review
means that some studies might not meet
the inclusion criteria and will therefore not
be reviewed.
The first step was to determine the
inclusion criteria for the review. The primary
inclusion criteria was that studies must
report on the association between, on the
one hand, an indicator of education (such
as school attendance, years of schooling or
grade attained) and, on the other, indicators
of sexual behaviour and/or prevalence or
incidence of HIV infection. However,
a number of other criteria were also
applied, summarised in Table 2.
The research is restricted to central, eastern
and southern Africa and, as such, it cannot
be assumed that the findings will apply to
western Africa or other regions of the world.

2.1.1 Systematic document search
As many articles were identified as possible
by searching the major medical research
databases (Embase and PubMed) using the
combination of indexed search terms listed
below as well as free text terms.
Any of the following:
– “sexual behaviour”
– “HIV prevalence”
– “HIV infections/epidemiology”.
and any of the following
– “educational status”
– “unemployment”
– “employment”
– “social class”
– “socio-economic factors”
and
– “Africa, south of the Sahara”.
In addition, the reference lists from the most
relevant articles were used to identify further
articles. This systematic search identified
about 600 articles. Each of these abstracts
was then reviewed. Those studies that
included relevant data were reviewed in full.
In total, 45 articles published between 1990
and 2006 met the inclusion criteria and were
included in the review.
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Table 2 Criteria for inclusion in the systematic review
Excluded

Included

Outcome variable = HIV prevalence or reported
sexual behaviour
Exposure variable = educational attainment or
attendance in school

“Grey literature” from NGOs, UN agencies etc

Peer review articles in academic journals

Men only studies

Women only studies
Studies on both men and women
reported separately
Studies on mixed sex groups as long as they
also adjusted for gender

Purely descriptive studies (eg no adjustment for
possible confounders such as age)

Results adjusted for the possible confounding
effects of other variables (at the bare minimum:
age, gender and setting)
Studies that adjusted for factors on the causal
pathway (‘overadjusted’) were also included,
though this is not strictly appropriate

<500 individuals in the study

>500 individuals in the study

Sample drawn from high risk and minority groups

Sample broadly representative of the
general population

Western and northern Africa

Southern, eastern and central Africa

Articles published before 1990

Articles published between 1990 and 2006

2.1.2 Limitations of the research
Although the aim of the review was to include
only scientifically robust studies, many of the
studies shared the following limitations:
1

2

3

Cross-sectional data: most of the studies
were cross-sectional (ie, they only
collected data at one point in time). It is
therefore not possible to determine
causality, as individuals might have
differed before going to school. It is also
not possible to know whether people
became infected with HIV during or after
leaving school.
Accuracy of information: as sexual
behaviour is still a very taboo subject
in many parts of the world, it is difficult
to collect accurate information. There
is always the possibility that people
are not telling the truth. This may be
particularly true for more educated people
who may be more prone to reporting
sexual behaviours on the basis of
social desirability.
Lack of data to control for all confounding
or pathway factors: very few of the
studies examined possible confounding
factors in any depth. It is particularly
difficult to tease out the difference between
economic status and educational
attainment, as these two factors are
highly inter-related. Richer individuals are
more likely to stay in school for longer,
and the longer they stay in school the
richer they are likely to become.

21

22

Table 3 Studies meeting the inclusion criteria
Reference(s)

Study population Study design

Country

National/regional

Year of data collection

Age range

Allen et al
Glynn et al31
Crampin et al32
Dallabeta et al33
Chao et al34
Kwesigabo et al35
GPA36,37
De Walque38,39
Barongo et al40
Wannan et al41
Senkoro et al42
Serwadda et al43
RakaiI44,45
Djamba46
Mwanza47,48
Kilian et al49
RakaiII50
Mnyika et al51,52
Lugoe et al53
DHS54,55
Fylkesnes et al (I)56
Morris et al57
Rakai Trial58
Bloom et al59
Fylkesnes et al (II)60

Pre/post
Pop
Pop, ANC
ANC
ANC
Pop
Pop
Pop
Pop
ANC
Work
Pop
Pop
Pop
Pop
ANC
Pop
Pop
Students
Pop
ANC
Pop
Pop
Pop
ANC
Pop
Pop
Work
Pop
Pop
Pop
Pop
Pop
Pop
Pop
Pop
Pop
Pop
Pop

Rwanda
Malawi
Malawi
Malawi
Rwanda
Tanzania
Multiple
Uganda
Tanzania
DR Congo
Tanzania
Uganda
Uganda
DR Congo
Tanzania
Uganda
Uganda
Tanzania
Tanzania
Multiple
Zambia
Uganda
Uganda
Tanzania
Zambia
Zambia
Botswana
Ethiopia
Tanzania
Zambia
Kenya
Zambia
Zimbabwe
South Africa
Zambia
Uganda
Zimbabwe
Uganda
South Africa

R
R
R
R
R
R
N
R
R, U
R
R
R
R
R
R
R
R
R
R
N
N
R
R
R
N
N
R
R
N
R
R
R
R
N
R
R
R
R
R

85-86
87-89
88-00, 91-93, 98-01
89-90
89-91
87, 93, 96
89-91
90 to 00
90-91
90-91
91 to 96
89
90
91
91-92
91-94, 95-97
92
92
93
93/98
94
94
94to99
94-95
94-98
96, 99
95
95-96
96
96, 99, 03
97-98
97-98
98
98
98
98-99
98-00
99-00
01

19-37
15+
15-54
13-45
<19->30
15-54
15-49
13+
15-54

30

Meekers61
Fontanet et al62
Kapiga63
Michelo et al64
Four cities study65,66
Gregson et al (II)67
Camlin68
Magnani et al69
Koenig et al70
Gregson et al (III & IV)71,72
Mbulateiye et al73
Kaufman et al74

CS
CS
SCS
CS
CS
SCS
CS
CS, Coh
CS
CS
Coh
CS
CS
CS
CS
SCS
CS
CS
CS
CS
CS
CS
Coh
CS
SCS
SCS
CS
CS
CS
SCS
CS
CS
CS
CS
CS
CS
CS
CS
CS

Key
Study population
Pre/post
Women from pre- and post-natal clinics
ANC
Ante-natal clinic attenders
Work
Workers
Pop
General population sample
Study type
CS
SCS
Coh

Cross-sectional
Serial cross-sectional
Cohort

Regional/national
R
Regional
N
Nationally representative
Year
xx-xx denotes years of a single data collection period; xx, xx denotes
separate years of data collection; xx to xx denotes follow up period
for a cohort study; xx/xx denotes multiple surveys conducted within
the given period.

<25->45
15-59
13+
Mean 33yrs
15-54
15-49
13+
15-54
13-25
15-49
15-44
15-49
15-49
18-59
15-39
15-49
13-18
15-49
15-49
15-49
15-49
17-54M, 15-44F
15-49
10-24
15+
15-39
13+
14-24

03 RESULTS OF THE REVIEW

Findings suggest that the impact of girls’
education on HIV is changing as the
epidemic evolves. The evidence shows
that, as the epidemic matures, the impact
of girls’ education reverses and starts
having a positive impact.

This chapter summarises the key findings
about the impact of education on HIV rates
and sexual behaviour among women in
eastern, southern and central Africa. In total,
45 articles met the strict inclusion criteria and
were reviewed in full.
Education is either deemed to have a positive
impact (more education, less risk), negative
impact (more education, more risk) or no
impact. Evidence regarding boys, secondary
education and possible mechanisms is
also discussed.
3.1 The impact of education on HIV rates
There were 15 articles, reporting on 13
separate populations of women. Of these:
— seven populations (reported in nine
articles) showed a negative impact of
education on HIV rates 34,40,41,43-45,47,48,56,59
(including Rwanda, the Democratic
Republic of Congo, Uganda, Tanzania
and Zambia)
— four studies showed no impact of girls’
education on HIV (Rwanda, Malawi,
Tanzania, Zambia and South Africa) 30,33,51,66
— one study showed a positive impact of
girls’ education on HIV (Zimbabwe).71
An additional seven studies did not provide
gender-disaggregated data but can be
summarised as follows:
–

–

three studies (Malawi, Uganda, Tanzania)
showed a negative impact of education
on HIV rates31,50,52
two studies showed no impact of education
on HIV rates (Zimbabwe, Uganda)67,73

–

two studies showed a positive impact
of education on HIV rates (Zimbabwe,
Ethiopia).62,72

At first glance, the results are confusing. In many
ways, this is hardly surprising. The breadth of
studies reviewed is extensive and spans 11
countries and data collected anytime between
1985 and 2001. The outcome variables, education systems, populations and ages are all
different, making comparison highly complicated.
However, these initial studies seem to suggest
that the more educated women are, the
higher their risk of HIV (supporting the theory
that more education leads to higher economic
status, higher levels of mobility etc). If this is
the case, does this mean that the many
different organisations campaigning for girls’
education as the ‘social vaccine’ against HIV
might be misdirected?
The studies were reanalysed, considering the
period in which they collected data to see if –
like an evolving epidemic – the impact of
education on HIV was also evolving. Figure 3
shows what happens if the studies are split
according to whether the data were collected
before or after 1995.
This evidence shows strongly that, before
1995, more education was related to higher
HIV vulnerability. However, after 1995,
more education was either not related to
HIV vulnerability or was indicative of lower
HIV vulnerability.
Given this finding, we decided to look at
the few studies that examined the impact
of education on HIV rates over time (either

Figure 3 Impact of education on HIV vulnerability according to studies before and after 1995
10

3

Before 1995
6

3

Positive impact
No impact

After 1995
Negative impact
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as cohort studies or serial cross-sectional
surveys).32,35,49,60,64,38,42,58

with rising HIV vulnerability among
uneducated groups and decreasing
vulnerability among educated groups.

The results from the five serial cross-sectional
surveys are summarised in Figure 4. (Please
note that the results from the three cohort
studies are not included). The graphs are
striking and show that – with only one
exception – for both sexes, the relationship
between education and HIV is changing in the
same direction: the negative impact of
education on HIV (ie, more educated, more HIV)
is weakening over time. This might be caused
by decreasing HIV vulnerability among more
educated groups49,60,64 and/or by increasing
vulnerability in the least educated groups.60,32
These findings suggest that the following
is happening: although girls’ education may
be linked to higher HIV vulnerability early in
the HIV epidemic, this can be expected to
change over time as the epidemic matures

3.2 The impact of education on
sexual behaviour
This section looks at the impact of girls’
education on sexual behaviour such as use of
condoms, age of first sexual activity (or sexual
debut ) and number of current partners. This
set of outcomes is more complicated to
compare than data for HIV as the outcomes
can be measured in a variety of ways. For
example, surveys vary from asking about
condom use during last sexual activity to
condom use in the last six months, twelve
months etc. To further complicate the
analysis, it should be noted that these are
reported sexual behaviours. It is impossible
to know whether a person is telling the
truth or saying something that sounds
socially desirable.

Figure 4 Changing association between education and risk of HIV infection over time from
serial cross-sectional data collected in Uganda, Zambia, Tanzania and Malawi
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HIV risk (odds ratio)
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1987

1988

1989

1990

1991

1992

Rural Malawi, both sexes, 15–49 yrs

1993

1994

1995

1996

1997

1998

Rural Uganda, women, 18–29 yrs

Rural Zambia, women, 15–24 yrs

Urban Tanzania, both sexes, 15+ yrs

Urban Zambia, women, 15–24 yrs

Rural Tanzania, both sexes, 15+ yrs

Urban Uganda, women, 15–49 yrs

1999

2000

2001

2002

2003

2004

With this is mind, the sexual behavioural
outcomes below have broadly been
categorised as:
–
–
–
–

age of sexual debut
number of sexual partners
condom use
other characteristics of
sexual relationships.

3.2.1 Age of sexual debut
There were seven articles that explicitly
explored the link between young women’s
educational attainment and age of
sexual debut.
–

–

five of the seven articles showed a
positive impact of education on sexual
debut (more educated women started
having sex later)54,55,66,71
the two remaining articles (Botswana,
Zambia) showed no association.53,61,74

There is also strong evidence that young
women currently attending school are less
likely to have had sex than those out of
school.54,61,74 However, it cannot be assumed
that girls who drop out of school then
become sexually active. It is also possible
that the relationship works in the opposite
direction, and that girls who are more
sexually active are more likely to drop out
of school (because they become pregnant,
for example). The three studies all cited the
expulsion of pregnant girls from school as a
common phenomenon, although policies vary
from country to country.
Although these studies suggested that girls’
attendance at school or higher levels of
education may be related to later sexual
debut, it is difficult to conclude whether or
not schools positively impact on the age of
sexual debut or whether sexually active girls
are simply more likely to drop out of school.
Longitudinal studies would be needed in
order to answer this question.

3.2.2 Number of sexual and casual partners
It was difficult to deduce any clear trends
from the data about how education impacts
on the number of sexual/casual partners.
Outcome variables were measured in a
number of different ways, making comparison
difficult. Some studies showed educated
women were more likely to report having
had sex with a non-regular partner in the
last 12 months, but only if they lived in
rural areas.54,55 On the other hand, in
some studies, more highly educated
women reported fewer sexual partners
overall,60,66,69 while in other studies there
was no association.66,71
3.2.3 Condom use
All the studies on the impact of girls’
education on condom use showed strikingly
similar findings and provided by far the most
conclusive and powerful message: more girls’
education increases the chances that young
women use condoms. In total, 13 articles
examined this question.
–

–

ten articles showed a positive impact
of education on condom use during
sex (eight of these studies concerned
women only) 53,60,65,66,68,69,36,54,55,39
three articles showed no impact of
girls’ education on condom use. 37,57,71

Not a single study suggested that women
with less education were more likely to use
condoms. Interestingly, one study52 found the
positive impacts of education on condom use
to be inter-generational: young people who
lived in a household with a more educated
adult were more likely to use condoms than
those living with less educated adults.
The remarkably similar findings across the
studies demonstrates very clearly how girls’
education can help women to negotiate safer
sex. This finding also flies in the face of an
increasingly vocal minority who are claiming
that condoms do not work in Africa.
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Figure 5 Number of articles reporting the association between education and sexual debut
Figure 6 Number of articles reporting associations with condom use
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Education and sexual debut

Condom use
Positive impact

3.2.4 Other characteristics of sexual
relationships
The final set of articles looks at a number of
relevant sexual behaviour characteristics such
as coercive sex, sex with a commercial sex
worker and transactional sex. Unfortunately,
the number of studies for each outcome is
too small to draw out any trends across
studies. Instead a brief summary is given for
each of the outcomes:
–

–

–

coercive sex: one study showed that
women with primary education were
more likely to have experienced coerced
sex than women with either secondary or
no education (Uganda)70
age difference between sexual
partners: one study showed that less
education was associated with larger
age gaps between partners,71 although
another study suggested there was no
association66
men engaging in commercial sex: two
studies from 1989–1991 suggested that
more highly educated men were more
likely to have recently engaged in
commercial sex,37 although a more recent
study found there to be no association66

–

No impact

transactional sex: data from a number
of countries using the Demographic and
Household Survey suggested that, in
some places, more highly educated
women were more likely to have received
resources in exchange for sex
(transactional sex), whereas in other
places the opposite relationship was
observed.54 Another study in Kenya and
Zambia looked explicitly at exchange of
money for sex and found that more highly
educated women were less likely to
exchange money for sex.66

3.3 Further issues arising from the review
To what extent is the impact of education on
HIV and sexual behaviour the same for men
and women? And what difference does
primary or secondary schooling make?
3.3.1 Gender differences
Although this review focuses on girls’ education,
it is obviously also important to compare data
between women and men. This way, it will be
possible to know if education specifically
reduces HIV vulnerability for women only, or
for both sexes. In terms of HIV, there 10 ten
articles that showed gender-disaggregated
data by educational level.40,43,44,47,42,39,64,45,48,71

–

–

seven out of the ten articles showed
that the impact of education on HIV
rates did not differ between men and
women40,43,44,47,42,39,64
the remaining three articles showed highly
mixed results.

A similar analysis on the sexual behaviour
outcomes showed that the impact of
education on sexual behaviour was broadly
similar for men and women. Given these
findings, it seems that the impact of education
on HIV vulnerability does not differ remarkably
between men and women. So although this
report focuses on girls’ education, it should
be noted that education has a similar impact
on men’s vulnerability to HIV. Obviously, any
response to help women must also target
men’s sexual behaviour.
3.3.2 Primary versus secondary school
Does more education confer more benefits for
women? We decided to study in more detail
the subset of studies that showed education
to have a positive impact on HIV vulnerability.
Thirteen of the studies examined different

levels of education, of which only six
differentiated the results by primary and
secondary schooling.69,53,68,57,67,52
The results from these six studies are shown
in Figures 7 and 8. It seems that, in most
cases, secondary education had a greater
impact on reducing HIV vulnerability for
women than primary education (evidenced by
increased condom use and reduced HIV
rates). Please note that these figures are
those that are more relevant to young
women.
Interestingly, in two of the studies a curvilinear
relationship exists in which women with
primary education are more likely to be HIVpositive than those with no education. It is not
immediately clear why this might be the case.
There are two possible scenarios. First,
women with no education at all are likely to
be the poorest women who are also unlikely
to be mobile, therefore reducing their
vulnerability to HIV. Under this scenario, it may
be that women with a primary education have
increased mobility, thus increasing their HIV

Figure 7 Impact of girls’ education on HIV vulnerability
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Figure 8 Impact of girls’ education on using condoms
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vulnerability. The other explanation is to do
with the complex changing dynamics of the
HIV epidemic in which the relationship could
be explained by a differing balance of HIV
infection and AIDS-related mortality.
Because of the data limitations outlined earlier,
the studies are not directly comparable as
both the levels of education and the
outcomes are measured differently. However,
the graph is useful in showing the trends
across the data.
3.4 Revisiting possible mechanisms
This review has been pivotal in showing how,
as an epidemic matures, having more
education will reduce your vulnerability to HIV.
This is the case for both men and women,
and it seems that the more education the
better. The beneficial effects of education
have been shown to work within an
individual’s lifetime but have also been
passed through generations.

These findings are useful but do not quite go
far enough. What is actually happening? What
are the underlying mechanisms? Can we
assume that more formal education is
empowering young women to take control of
their sexual lives? Or could it be through
economics or social networks? Chapter 1
identified five possible pathways:
1
2
3
4
5

contact with school-based HIV and
AIDS education
psychosocial benefits of girls’ education
economic and lifestyle impacts of girls’
education
power within sexual relationships
social and sexual networks.

To what extent did the articles discuss
possible mechanisms? The answer is hugely
important, as it will help us to identify where
and how to target prevention efforts.
Early in the epidemic, when more highly

educated women were more vulnerable to
HIV, it is likely that the third pathway was the
main mechanism through which education
was impacting on HIV: that more highly
educated people use their higher status and
economic powers to have more sexual
partners. In order to examine this hypothesis,
the articles were reanalysed to see what the
relationship was between education,
economic status (measured through
occupation or income) and migration.
Through multivariate analysis, it was possible
to see the relative strengths of these three
factors in determining HIV vulnerability in 11
studies.
–

–

–

five studies showed similar impacts of
both education and economic
status32,35,41,45,50
one study showed that education was
more important than occupation in
determining HIV vulnerability,37 although
two other studies showed economic
status was more important33,67
three studies showed that mobility was
more important than either education or
economic status in determining HIV
vulnerability.40,47,52

These results are somewhat confusing and
the small numbers involved makes it difficult
to tease out which pathways are more
important. The results suggest that higher
economic status and greater mobility are
linked to higher HIV rates, supporting the idea
that it is partly through economic status and
lifestyle choices that girls’ education impacts
on HIV risk. However, the impacts of socioeconomic status and education are difficult to
untangle and, since many of the studies are
not longitudinal, it is not possible to determine
causality. A strong possibility is that coming
from a richer household means a girl stays in
school longer and – independently – means
she can protect herself from HIV. In this
scenario, the effects of being in school
may be confounding the underlying issue,
which is poverty.
As the AIDS epidemic has matured, the
opposite impact of education is taking place;
more highly educated women have lower

vulnerability to HIV. Unfortunately, studies have
rarely examined what the underlying
mechanism for this might be. In general, there
is a shocking dearth of evidence on why girls’
education impacts on HIV vulnerability.
The results from the impact of education on
sexual behaviour suggest that more education
impacts most strongly on increased condom
use, so it is very possible that this is the
reason why more educated women are now
able to protect themselves from HIV. This still
leaves us with little understanding as to how
more education leads to more condom use
in the first place. Some exploratory work in
South Africa suggests that the creation of
positive social networks in school might
create enabling environments for condom
use.75 If this is the case, women will still
need a certain level of power within sexual
relationships in order to benefit from these
social networks.
It is very important to understand what the
mechanisms underlying the relationship
between girls’ education and HIV vulnerability
might be. It is possible that there is nothing
specific about being in school that affects HIV
vulnerability. It could be that girls who stay
longer in school come from different social
backgrounds and that these background
characteristics affect HIV rates. Some of
the studies above did control for these
background characteristics (eg economic
status), which suggests that education is
having an effect independently of economic
status. In turn, this suggests that the impact
of education is also operating through some
of the psychosocial pathways. Identifying
these mechanisms is hugely important
in informing our prevention messages
more broadly.
3.5 Summary
Early in the AIDS epidemic, higher levels of
girls’ education were associated with better
economic prospects and more mobility. It is
likely that these factors increased women’s
vulnerability to HIV.
However, as the epidemic has evolved, the
relationship between girls’ education and
HIV has also changed. Now, more highly
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educated girls and young women are more
likely to be able to negotiate safer sex and
reduce HIV rates. The more education the
better – although even the most educated
women are still vulnerable to infection. It is
not certain what some of the underlying
mechanisms might be, but the data on sexual
behaviour suggests that increased condom
use among more highly educated women
might be the answer. However, even if the
reason is through increased condom use, the
question still remains, why are more educated
women more able to negotiate safer sex?
It may be through more positive attitudes
towards condoms being fostered in social
networks in school and/or more power and
balance within relationships over how to have
sex. Furthermore, if more highly educated
women are changing their behaviour because
of HIV then clearly HIV messages are also
having an effect.
What seems to become clear is that
education can play a key role in enabling girls
and women to process and apply messages
that they hear about HIV and AIDS. It is likely
that girls outside of school do receive some
of the same messages (eg through radio,
religious groups etc), but education makes
all the difference in giving girls and women
the capacity to apply the messages in their
own lives. The challenge now is to ensure that
all girls have the opportunity to benefit from
a high quality education.

04 CONCLUSIONS AND RECOMMENDATIONS

The gap between the epidemic and
the response is – in some countries –
narrowing. This report shows that it is
possible to stay ahead of the virus – but
only when individuals (particularly women
and girls) have the power to choose who
they have sex with, and when and how
they do so. Educating girls and women
is one huge step towards turning around
the AIDS epidemic in Africa.

Twenty five years since AIDS was first
diagnosed, millions of people have lost their
lives and millions more will do so. The virus
continues to stay one step ahead of our
understanding. One of the latest puzzles is
the increasing feminisation of the epidemic:
young women are particularly vulnerable to
HIV – a staggering 74% of young people living
with HIV in sub-Saharan Africa are female.
Girls and women are vulnerable to HIV simply
because they do not have enough power to
protect themselves from infection. In order not
to be infected with HIV, a woman has to have
control over who she has sex with, as well as
when and how to have sex. The sad reality is
that, in too many countries, only men have
this power. For this reason alone, HIV prevention
messages continue to fail as they fail to tackle
women’s sense of sexual powerlessness.
Despite this depressing and growing
realisation, there are plenty of reasons to
be hopeful. There is strong evidence that
educated young people are taking the steps
they need to protect themselves. The challenge
lies in empowering all girls and women to take
control of their own lives. And the best way to
build their confidence and self-autonomy is
undoubtedly through girls’ education.
More highly educated girls and women
are better able to negotiate safer sex. An
increasing number of studies show that this
may be having a real impact on HIV rates.
The findings also suggest that the more
education the better. There are also intergenerational benefits of education. More
highly educated adults influence young
women to take action to protect themselves
from HIV infection. Moreover, more education
enables boys and men to practise safer sex,
thus reducing their own, and their partners’,
risk of infection.
However, just as the benefits of educating
girls become more and more apparent, it
is bitterly ironic that the vast majority of girls
in Africa will never receive a primary or
secondary education. Education is a
fundamental human right, embedded in
numerous international conventions and

treaties, regional charters and national
constitutions. Yet over 115 million children
are currently out of primary school76 and
many more drop out within the first few
years. In most countries, it is girls who miss
out most. A key reason for this lies in the fact
that they have to pay to go to school.77 This
is a violation of the right to basic education
and grossly unfair to poor children and girls
– those who are also now most at risk of
HIV. Countries that have abolished school
fees in primary education have seen
enrolment figures soar with gender gaps
diminishing rapidly.
In order to get girls into school, abolishing
school fees is a necessary step, but it is not
enough on its own. Massive increases in
funding are needed. An estimated $10 billion
is needed just to get all children into primary
school.78 The amounts needed for extending
secondary education will add to this –
though the key will always be for national
governments to expand their own domestic
investment in education and health.
Three decades into the AIDS epidemic
and there are 13,500 new HIV infections
every day. The epidemic is still one step
ahead of us. The gap is narrowing and the
evidence presented in this report shows
that it is possible to catch up with it – but
only when individuals (particularly women
and girls) have the power to make their own
sexual choices. Educating girls and women
is one huge step towards turning around the
AIDS epidemic.
Financing girls’ education
Abolition of school fees is the single most
powerful way to increase girls’ access to
schooling. When governments abolished
school fees in Kenya, Tanzania and Uganda,
an extra eight million children enrolled in
primary school. But abolishing school fees is
not as straightforward as it sounds. There is
always a double cost to governments: the
cost of replacing lost income and the cost of
coping with massive surges in enrolment that
require a substantive increase in the teaching
force, numbers of classrooms and quantities
of teaching materials.
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At the World Education Forum in Dakar an
important pledge was made by the
international community that: “no country
seriously committed to basic education will
be thwarted in the achievement of this goal
by lack of resources”. In response, the
international community (spearheaded by
the World Bank) created the “Fast Track
Initiative” (FTI), which sounds good, but sadly
to date has proved to be rather slow.
Many governments developed national
education plans based on the agreed FTI
framework – but donors have so far failed
to come up with sufficient resources to fund
these. This may change, with renewed
momentum on aid after the G8 summit in
2005, but the FTI urgently needs to prove
that it can deliver the coordinated, long-term
and predictable aid that was promised.
In addition to increased donor funding,
most countries need to increase their own
domestic budgets on education. However,
such increases can cause a conflict with
overarching macroeconomic policies on fiscal
austerity. Since 2004, ActionAid has been
undertaking research on the negative impacts
of IMF policies on education financing. In all
eight countries studied the research showed
that IMF policies both directly and indirectly
impact on the number of teachers a country
can hire, their contract terms and salaries.
The golden rule for the IMF is that inflation
must be kept low (often under 5%) and
keeping to this means strict limits put on
public spending (particularly on public sector
wage bills). As teachers and health workers
are the largest group of public sector workers,
their jobs or salaries are the first to be cut.
The impact of this is that countries cannot
increase spending on education at the rate
needed to get all girls into school, because
to do so might have a mild inflationary effect.

must sign up to these conditions, which
contradict their commitment to increasing
investment in education. The resulting tension
is increasingly acknowledged to be hampering
efforts in developing both education and
health systems, as shown by the following
quote at a recent World Bank/UNICEF
workshop on school fee abolition:
“Teacher supply and renumeration stand out
as a particularly thorny set of issues that place
two short-term imperatives in competition:
macroeconomic stability as a prerequisite
for growth and the urgency of vigorously
pursuing the Millennium Development Goals
related to education.”
UNICEF School Fee Abolition Workshop,
Nairobi 2006
A fine balance needs to be struck by
weighing up the macroeconomic implications
of expanding education and health sectors,
and the consequences of not educating
children for their own health and the health
of future generations.
4.1 Recommendations
4.1.1 Reducing young women’s
vulnerability to HIV
As the HIV and AIDS epidemic matures,
young women who are more highly educated
are in a better position to act upon HIV
prevention messages. However, HIV
prevention messages that solely target certain
behaviours rather than the causes of
behaviour are limited in scope. The reality
is that many women in sub-Saharan Africa
have little control over who they have sex
with, or when and how they have sex.
–

–
Ministries of finance in many countries are
presently placed in the impossible position of
having to make choices between expanding
the education sector and maintaining fiscal
austerity. Even the FTI is not immune from
these conditionalities. If governments want to
be accepted to the funding mechanism, they

prevention messages need to address
power dynamics within relationships, thus
providing choices that are realistic to
young women and young men
in addition, the scope of HIV prevention
efforts should be widened to address
underlying gender inequality. Approaches
such as ActionAid’s Stepping stones or
STAR, which combine education on
gender dynamics as well as HIV, should
be encouraged

–

–

all schools should provide comprehensive
sexual health education with a special
focus on HIV and family planning
promoting condoms is a message that
is working among young people and
should be encouraged as the evidence
shows condoms are reducing HIV
vulnerability among this age group in
sub-Saharan Africa.

4.1.2 Meeting international commitments
on education
–

–
Sexual violence is an extreme manifestation of
gender inequality and should not be tolerated
in schools.
–

–

schools must adopt zero tolerance
towards sexual violence and towards
teachers having sexual relationships
with students
schools should foster gender equality,
promote positive role models and
challenge negative stereotyping.

Teenage pregnancy is a problem in many
African schools, reflecting young women’s
vulnerability to HIV.
–

–

schools need to respond to the problem
of teenage pregnancy by providing
comprehensive sex education to reduce
pregnancy and improve sexual health
schools should also provide measures to
allow teenage mothers to return to
education. Policies to exclude pregnant
young women contradict the Education
for All goals, and make young women
more vulnerable to HIV infection.

Schools have a dual role in preventing HIV,
both by providing vital information on HIV but
also by empowering young women to take
control of their sexual lives.
–

–

the education sector response to HIV
needs to prioritised within the
multisectoral response
educational opportunities for girls need to
be expanded significantly both in terms of
primary education and secondary education.

–

–

–

All forms of school fees in primary
education should be abolished and
governments should plan for the
increases in enrolment that will follow,
recruiting more professional teachers
to ensure class sizes do not soar
donors should fill the immediate resource
gap in the Fast Track Initiative ($510
million) and fulfil their promises in filling the
long-term gap of $10 billion. All FTI
funding must be long-term and
predictable, committed over ten years
the IMF should stop imposing
macroeconomic conditionalities and limits
on public sector wage bills that prevent
the fulfilment of education goals.
Governments should be open about the
trade-offs and sacrifices they are forced
to make when agreeing low-inflation/lowspending approaches with the IMF
there should be a complete cancellation
of debt for the poorest countries and debt
swaps for education and other social
sector spending
ministries of finance should be
encouraged to factor into their decisionmaking the long-term economic growth
that will come from investments in basic
education and the long-term loss of
growth that will come from failing to
provide a comprehensive response to HIV
and AIDS.
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4.1.3 Recommendations for research
Despite the increasing feminisation of the
HIV and AIDS epidemic, this review has
highlighted a dearth of studies that focus
on young women. In addition:
–

–

–

–

–

research on HIV should always be
gender-disaggregated, showing separate
results for men and women, and where
possible for young people too
there is an urgent need for longitudinal
studies that follow young people over
a period of time in order to understand
the mechanisms through which young
people become vulnerable to HIV
more research is needed on the links
between pregnancy, schools and HIV
vulnerability
more systematic reviews need to be
conducted in order to build upon
evidence that already exists, rather
than reinventing the wheel
more research is needed on the
progressive benefits of education:
how much education leads to how
much protection?
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