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Dear Moderator, Facilitators and Workshop Participants,  
 
It gives me very great pleasure to welcome the Moderator, Facilitators and 
Participants to this Workshop on Mainstreaming HIV and AIDS in the 
University Curricula and Research Agenda.  It will be recalled that preventive 
HIV and AIDS activities at the OUT started way back in 2001, when the 
Technical AIDS Sub – Committee (TASC) was established. Since then, TASC 
has initiated and coordinated implementation of HIV and AIDS awareness 
seminars, workshops, training of counsellors and mainstreaming of HIV and 
AIDS matters in the Institutional Rolling Strategic Plan. Strategic Objective No. 
18 in the Institutional Rolling Strategic Plan 2008/09 – 2012/13 is on Enhanced 
HIV/AIDS and Medical Health Service. Among its 10 targets is mainstreaming 
of HIV and AIDS within the OUT curricula by June 2012. It is, therefore, self – 
evident that this Workshop is designed to realize this target ahead of the set 
deadline.  
 
Furthermore, it will be recalled that in 2005, TASC launched the Institutional 
Policy on HIV and AIDS. The Vision of the policy is to “empower employees, 
students and the surrounding communities with competencies to protect 
themselves and others from HIV and AIDS infections and to provide within the 
capacity of the Institution, care and support to those infected and affected.” I 
should stress that it is not easy to realise satisfactorily this vision without 
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mainstreaming HIV and AIDS in the core functions of the University. Towards 
the end of 2009, TASC registered another important mile stone in its endeavour 
to fight the pandemic, when it carried out a Situational Analysis of HIV and 
AIDS at the OUT. The study was designed to set the ground for initiating a 
comprehensive programme for combating HIV and AIDS, including the training 
and deployment of peer educators throughout the country. Furthermore, the 
study explored how students’ counselling and guidance services, gender 
awareness and integrity practices could be strengthened in order to enhance 
academic institutional performance as well the crusade against HIV and AIDS.  
The thrust of setting up HIV and AIDS Clubs for staff and students in every 
Regional Centre in the current Institutional HIV and AIDS Action Plan is based 
on the findings of the study. In this regard, it is not out of sheer coincidence that 
this Workshop is being held in Morogoro. Morogoro Regional Centre was the 
first OUT Regional Centre to set up an HIV and AIDS Club for staff and 
students on May Day 2011. Once again, I wish to congratulate the DRC, staff 
and students of the Centre for pioneering this initiative which is an effective 
forum for pursuing the vision of the Institutional HIV and AIDS Policy. 
Needless to add that other Centres are required to follow the foot steps of 
Morogoro Centre.  
 
Dear Workshop Participants,  
This Workshop is yet another important mile stone in the efforts of the 
University to fight the pandemic. Although limited attempts to integrate HIV 
and AIDS in teaching, research and consultancy services exist in all Faculties, 
Institutes and Directorates, they are neither comprehensive nor coordinated or 
even streamlined with current National HIV and AIDS policies particularly the 
Essential HIV and AIDS Minimum Planning Package for Higher Learning 
Institutions and the National Multi – Sectoral HIV Prevention Strategy 2009 – 
2012. This situation accounts for the limited impact of these efforts in addressing 
effectively, the biological, behavioural, social and structural drivers of the 
epidemic. Through mainstreaming, specific interventions i.e. prevention, 
treatment, impact mitigation and support services, will be integrated into the 
Institutional Programme in order to tackle the drivers of the epidemic. I am very 
hopeful that this Workshop will empower you with knowledge and skills to 
carry out and eventually accomplish this task successfully.  
 
In carrying out this task, it will be essential to pay special attention to three 
important factors. First, as provided in the OUT Charter (2007), two of the 
functions of this University, are to promote gender equity and mainstreaming, 
and to address HIV and AIDS pandemic, both in the course of the acquisition, 
provision and application of Higher Education. We should resist the temptation 
of treating gender and HIV and AIDS matters as peripheral issues to our core 
roles of organizing and disseminating higher education in our respective areas of 
specialization. There is close correlation between gender awareness and HIV and 
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AIDS prevalence rates. Where the level of awareness is high, the prevalence rate 
is low and vice versa.  Secondly, the HIV and AIDS pandemic is a threat to 
optimal performance and gains in every sector in the society including the 
academia. Without controlling and eventually rolling back this threat, our 
mission of pursuing the truth in teaching, research and public service will be 
derailed. Thirdly, the National Multi – Sectoral HIV Prevention Strategy 
(NMHP) 2009 – 2012, has adopted Pre – testing of HIV and AIDS, Behaviour 
Change Communication (BCC) and Awareness on Gender Issues as strategies 
which can mitigate effectively HIV and AIDS infection, while paving the way 
for the pursuit of the UNAIDS three zeros (Zero New Infection, Zero Deaths and 
Zero Stigma and Discrimination), by 2015. In short, the International as well as 
the National target is to eliminate HIV and AIDS in the next three years. In 
mainstreaming HIV and AIDS in the University Curricula and Research Agenda, 
ensure that these factors are accorded commensurate attention. Furthermore, 
integrate relevant aspects of the Essential HIV and AIDS Minimum Planning 
Package for Higher Learning Institutions in the Institutional HIV and AIDS 
Programme in order to address ably the needs of each and every member in the 
society, including people with disabilities. 
 
 
Dear Workshop Participants, 
 HIV prevalence is stabilising and even slightly decreasing in many parts of our 
country. Prevention efforts and the availability of effective treatment have 
reduced the impact of AIDS among the infected people. However, we should not 
be complacent. While more than 1,000,000 Tanzanians are already infected, 
about 130,000 others between 15 – 49 years are infected each year. The high 
incidence of new HIV infections is very disturbing because almost the entire 
population is knowledgeable on HIV and AIDS and how to avoid infection. On 
the other hand, it is quite embarrassing to note new infections occurring even in 
Higher Learning Institutions where role models of the society either work or are 
groomed. It is therefore, essential to mainstream HIV and AIDS in the core 
activities of Higher Learning Institutions to curb new HIV infections in our 
country. The HIV epidemic still poses a major threat to national development. 
Furthermore, it causes widespread suffering among individuals, families and 
communities across.  
 
We should continue to share information, education and communication on 
relevant and pertinent matters on HIV and AIDS. According to UNAIDS: 

 “in the absence of a cure, preventive measures through educational 
programmes and information exchanges can significantly control the 
impact  of the disease.”  

 
In the same report issued in 1999, it is stressed “. the importance of workplace 
based HIV/AIDS education is increasingly recognised. This is because workers 
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spend 75% of their time at work and HIV and AIDS tend to strike the productive 
age group.”  
 
Last but not least, I wish to thank the Moderator from TACAIDS, Mr. Eliazary 
Nyagwaru, for agreeing to share his invaluable experiences with us in this 
Workshop. I wish also to express sincere gratitude to SADC HIV and AIDS 
Project for Institutions of Higher Learning in Southern Africa and the National 
University of Lesotho, for funding this Workshop.  With these remarks, I wish 
now to declare this Workshop on Mainstreaming of HIV and AIDS in OUT 
Curricula and Research Agenda, officially opened.  I thank you for your 
attention.  
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Mainstreaming HIV/AIDS in OUT Curriculum and 
Research Agenda 

EDEMA Conference Centre, Morogoro, 
11th – 14th January 2012 

 
Lecture Notes 

 
0.0 Introduction 
In this lecture, we shall explore the process of mainstreaming HIV and AIDS in 
OUT Curriculum and Research Agenda as well as the emerging issues. 
Mainstreaming (kutungamanisha in Kiswahili), is the integration of specific HIV 
and AIDS interventions – prevention, care, treatment and support and impact 
mitigation, in sectoral core activities, in order to address the drivers of the 
epidemic. Mainstreaming ensures that addressing HIV and AIDS is not an 
addition or separate activity but rather an integral part of the institutional core 
functions, policies, strategies and actions. The core functions of Higher Learning 
Institutions are knowledge dissemination through teaching, knowledge creation 
through research and provision of public service though consultancy.  Besides 
integrating relevant HIV and AIDS matters in core functions, it is mandatory to 
ensure effective articulation of relevant National policies and strategies on HIV 
and AIDS in mainstreaming. Furthermore, mainstreaming entails a 
comprehensive approach which addresses adequately issues related with the 
management of HIV and AIDS in terms of creation of an enabling environment; 
prevention; care and support; impact mitigation; workplace issues; monitoring 
and evaluation. This is the context within which mainstreaming will create a 
conducive environment for Higher Learning Institutions to produce graduates 
who are not only free from HIV and AIDS but also conscious of their mission of 
fighting the pandemic wherever they will be deployed. 
 
0.1 Objectives 

After studying this lecture, you should be able to: 
 

(i) Describe the historical background of the OUT and the challenges it is facing in 
addressing the HIV and AIDS pandemic. 

(ii)  Discuss the epidemiology of HIV and AIDS and assess the impact of the pandemic 
in Africa.   

(iii)  Identify the drivers of the HIV and AIDS epidemic in Tanzania.  
(iv) Assess the impact of the epidemic in the country in general and in Higher Learning 

Institutions in particular. 
(v) Discuss the thrust of the current response to the HIV and AIDS epidemic in 

Tanzania. 
(vi) Explain how sexuality education can prevent infection to HIV and AIDS. 
(vii)   Design activities which can engender behaviour change essential for mitigating the 

impact of HIV and AIDS in the society. 
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(viii)  Conduct situational analysis of HIV and AIDS in order to be able to recommend, 
design and implement appropriate preventive and impact mitigation programmes. 

(ix) Develop, employ and disseminate communication and negotiation skills for 
assertiveness. 

(x) Identify research issues in HIV and AIDS.    
 
 
0.2 Structure 
 
The lecture is structured as follows: 
 

(i) OUT: Historical Background and Challenges of HIV and AIDS 
(ii)  Epidemiology of HIV/AIDS and Impact in Africa 
(iii)  Drivers of the HIV and AIDS Epidemic in Tanzania 
(iv) Impact of HIV and AIDS in Higher Learning Institutions in Tanzania 
(v) The Thrust of the Current Response to HIV and AIDS Epidemic 
(vi)  Sexuality Education and Prevention of HIV and AIDS 
(vii)  Behaviour Change to Mitigate the Impact of HIV and AIDS 
(viii)  Situational Analysis of HIV and AIDS 
(ix) (ix)     Life Skills 
(x) Research Agenda 
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SECTION 1 
 

OUT: Historical Background and Challenges of HIV and AIDS 
 
1.1 Introduction 
The Open University of Tanzania (OUT) was established by an Act of 
Parliament No. 17 of 1992. Following the legislation of private universities, Act 
No. 17 of 1992 was repealed and replaced by the Universities Act No. 7 of 2005 
and the OUT Charter (2007), effectively from the 1st January 2007 (OUT, 2011). 
 
As an Open and Distance Learning (ODL) Institution, the OUT conducts its 
operations through Coordination Centres, Regional Centres and Study Centres. 
Currently, there are 27 Regional Centres and 69 Study Centres within Tanzania 
and 2 Coordination Centres in neighbouring Kenya. It is envisaged to establish 
Coordination Centres in Kigali, Rwanda and Kampala, Uganda soon. OUT’s 
total cummulative admission for the period 1994 – 2010/11 is 59, 658, 
consisting of 15,616 non – degree students, 35,442 undergraduate students and 
8,600 postgraduate students. This large and rapidly expanding student body is 
served by a total of 648 staff consisting of 308 academic staff, 296 
administrative staff and 44 technical staff (Ibid).  
 
1.2 Preventive activities 
Preventive HIV and AIDS activities at the OUT started way back in 2001, when 
the Technical AIDS Sub – Committee (TASC) was established. Since then, the 
University has initiated and coordinated implementation of HIV/AIDS 
awareness seminars, workshops, training of counsellors and mainstreaming of 
HIV and AIDS matters in the Institutional Rolling Strategic Plan.  The 
Institutional Policy on HIV and AIDS was launched in 2005. The Vision of the 
policy is to “empower employees, students and the surrounding communities 
with competencies to protect themselves and others from HIV and AIDS 
infections and to provide within the capacity of the Institution, care and support 
to those infected and affected.” (OUT, 2005). In spite of its comprehensiveness, 
it is now essential to review the policy in order to keep it abreast with the current 
International and National thrust in the campaign against the epidemic. 
Similarly, to ensure that it is user - friendly and accessible to all including people 
with disabilities.  
 
Courses in which awareness creation and preventive HIV and AIDS aspects 
have been integrated include:  

• OEM 304: Human Rights and Cross – Cutting Issues (FED) 
• OME 212: Business Environment (FBM) 
• ODC 005: Gender and Violence (ICE) 
• ODC 012: Youth and Health (ICE) 
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• ODC 063: General Studies (ICE) 
 
These are elective courses which are not, therefore, mandatory to all the 
students. 
 
Towards the end of 2009, a Situational Analysis of HIV and AIDS was carried 
out at the OUT. The study was designed to set the ground for initiating a 
comprehensive programme for combating HIV and AIDS, including the training 
and deployment of peer educators throughout the country. Furthermore, the 
study explored how students’ counselling and guidance services, gender 
awareness and integrity practices could be strengthened in order to enhance 
academic institutional performance as well the crusade against HIV and AIDS 
(OUT, 2010a). Situational Analysis Report estimated morbidity and mortality 
rates from HIV and AIDS at less than 5%; noted that staff and students fall ill 
and die due to AIDS related illness, but failed to identify staff/students openly 
living with HIV (Ibid). The current Institutional HIV and AIDS Action Plan is 
based on the findings of the study. 
 
1.3 Challenges of HIV and AIDS 
It is obvious from the foregoing account that the University needs to address the 
challenge of disclosure among its staff and students. It is noted in the Situational 
Analysis Report “. . . as a result of the general tendency of stigmatizing people 
who are HIV+, many people are reluctant to disclose their HIV/AIDS status. In 
this context, it cannot be concluded that the nature and level of awareness on 
HIV/AIDS among staff, students and other community members are as high as 
expected” (Ibid:15).  However, this is not the only challenge that OUT has to 
address. Based on latest available data, the HIV prevalence is stabilising and 
even slightly decreasing in many parts of Tanzania. Prevention efforts and the 
availability of effective treatment have reduced the impact of AIDS among the 
infected people. However, about 1.5 million Tanzanians are infected, out of 
whom 10% are children. Meanwhile, 130,000 Tanzanians between 15 – 49 years 
are infected with HIV each year (PMO, 2009). According to the Second 
National Multi-Sectoral Strategic Framework (NMSF) on HIV and AIDS for the 
period 2008 to 2012, the occurrence of new HIV infections is very disturbing 
because almost the entire population is knowledgeable on HIV and AIDS and 
how to avoid infection (PMO, 2008). The reported 400,000 episodes of sexually 
transmitted diseases treated in health facilities each year, and high number of 
pregnancies among school girls clearly indicate the lack of seriousness and 
behaviour change in combating the epidemic (Ibid). These and related facts 
show that the impact of the efforts of the OUT in rolling back the pandemic is 
far from being significant.   
 
Presently, the country has adopted the National Multi – Sectoral HIV Prevention 
Strategy (NMHP) 2009 – 2012, as the policy framework for rolling back the 
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pandemic. This policy framework has adopted Pre – testing of HIV and AIDS, 
Behaviour Change Communication (BCC) and Awareness on Gender Issues as 
strategies which can mitigate effectively HIV and AIDS infection, while paving 
the way for the pursuit of the UNAIDS three zeros (Zero New Infection, Zero 
Deaths and Zero Stigma and Discrimination), by 2015 (PMO, 2009, op.cit). In 
this regard, the challenge facing the OUT is to align the orientation of its HIV 
and AIDS programme with the context of the NMHP. Mainstreaming of HIV 
and AIDS in Curriculum and Research Agenda is the initial step towards this 
objective (OUT, 2010b). Before discussing further this assertion, let us remind 
ourselves about the meaning, epidemiology, trends and impact of HIV and AIDS 
in Africa. 
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SECTION 2 
 

Epidemiology of HIV/AIDS and Impact in Africa 
 
2.1 What is HIV/AIDS?  
The Human Immunodeficiency Virus/Acquired Immune Deficiency Syndrome 
(HIV/AIDS) is a medical condition where a virus attacks and slowly destroys the 
immune system by entering and destroying CD4+ or T4 cells. It is only after a 
long period of infection, usually 3-7 years or more that enough of the immune 
cells have been destroyed to lead to immune deficiency. HIV/AIDS cannot be 
detected shortly (less than two weeks) after a person has been infected with the 
virus. It takes 2-12 weeks for the immune system to develop antibodies which 
can be detected in the bloodstream. It is these antibodies that form the basis of 
the HIV antibody blood test used in diagnosing whether a person is positive. 
Early detection of HIV can be achieved using sophisticated techniques such as 
(AAU, 2007):  

• Cell Culture;  
• PCR-Viral Load; and  
• P24 Antigen.  

 
Origin of HIV 
Several theories have been propounded regarding the origin of HIV, as detailed 
in the excerpt below: 

Many researchers argue that AIDS originated somewhere in 
Central Africa from a retrovirus infecting the African Green 
Monkey. Scientists speculate that the ancestors of AIDS virus have 
been living in the Green Monkey, a native of Africa for a long time 
that could stretch as long as 50,000 years. It has been postulated 
that some African Green Monkey, sometime, somewhere, must 
have bitten or scratched some African in the forest infecting the 
human being with retroviruses that cause AIDS. Others believe 
that the virus manifested itself in some tribe that eats monkey’s 
meat and later spread to other people due to the migration of the 
tribe (Mehta and Sodhi, 2004:5). 

 
According to these theories, Africa was the origin of the virus, from where it 
spread via Haiti to the United States and the rest of the World. Most probably, 
these theories were intended to counter a third theory which postulates that HIV 
is a man – made virus from a medical laboratory in the USA. It spread from 
there to Africa and the rest of the World via the Caribbean Islands. It should, 
however, be stressed that theories regarding the origin of HIV lack scientific 
evidence. For example, it is speculated that both chimpanzees and human beings 
may have been infected from a third, but yet unidentified primate. In any case, it 



 5

is more prudent to deal with the crisis instead of wasting time and resources on 
establishing its origin. All in all, it has been established that international travel, 
blood transfusion and widespread drug use have contributed to the spread of 
AIDS worldwide (Ibid: 5 – 7). 
 
Types of HIV 
There are currently two types of HIV: HIV – 1 and HIV – 2 (Ibid: 14). 
Worldwide, the predominant virus is HIV – 1. Both HIV – 1 and HIV – 2 are 
transmitted by sexual contact, through blood and from mother to child and they 
appear to cause clinically indistinguishable AIDS. However, HIV – 2 is less 
easily transmitted and the period between initial infection and illness is longer. 
On the contrary, HIV – 1 is easily transmitted, more virulent and mutates very 
rapidly, thus defying clinical efforts to trap and destroy it. This task is further 
complicated by the fact that there are many strains of HIV – 1.  These strains can 
be classified into two groups: M and O. Within Group M, there are currently 10 
genetically distinct subtypes of HIV – 1. These are subtypes A – J. Group O 
contains another distinct group of very heterogeneous viruses, although it is of 
very low prevalence. Subtypes are very unevenly distributed throughout the 
World as indicated below: 
 
Table 1: Distribution of HIV – 1 Subtypes 

Subtype/Group Regions 

A & D Sub – Saharan Africa 

C South Africa and India 

B Americas, Japan, Australia, Caribbean and Europe 

E Central African Republic 

F Brazil and Romania 

G & H Russia and Central Africa 

I Cyprus 

Group O Cameroon 

Source: Mehta and Sodhi, 2004: 14. 
 
Stages of HIV Development 

• Infection 
• Primary Infection – Establishment into the body 
• Window period – Period between primary infection and seroconversion 
• Seroconversion – Body reacts by producing antibodies against the virus. 
• Immune system decline – Virus slowly damages the immune system 
• Mild non-specific features – Initial damage to the system 
• More severe features – Severe damage to the immune system, 

opportunistic infections – AIDS 
 

WHO has developed a clinical classification system for predicting morbidity and 
mortality of infected adults based on clinical symptoms, lab markers and patient 
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performance scale. It has FOUR stages. It should be stressed that medical 
guidance can prevent progression to subsequent and fatal stages, provided the 
virus is detected in the early stages. In the absence of regular medical checkups 
and VCT, HIV diagnosis is often done in Stages 3 and 4. By then, it may be very 
difficult to control the opportunistic infections which are the major cause of 
death among PLWHA (Chiduo, 2009).   
 
Stage 1 

• Asymptomatic and persistent generalized lymphadenopathy 
• Performance scale 1: normal activity 

 
Stage 2 (CD4< 350) 

• Weight loss < 10% body weight (wt) 
• Minor mucocutaneous manifestations 
• Herpes zoster 
• Recurrent upper respiratory tract infections 
• Recurrent oral ulcerations 
• Performance scale 2: symptomatic, normal activity 

 
Stage 3 

• Wt loss > 10% body wt 
• Unexplained chronic diarrhea 
• Unexplained prolonged fever 
• Oral Candidiasis (fungus) 
• Pulmonary TB 
• Severe bacterial infections 
• Performance scale 3: bedridden <50% of day 

Stage 4  
• HIV wasting syndrome 
• Pneumocystis carinii Pneumonia 
• Toxoplasmosis of brain 
• Cryptosporidiosis with diarrhea 
• Cytomegalovirus (CMV) 
• Oesophageal Candidiasis 
• Extrapulmonary TB 
• Lymphoma 
• Kaposi’s sarcoma 
• Progressive Multifocal Leukoencephalopathy (PML) 
• HIV Dementia 
• Performance scale 4, bedridden >50 % (Ibid). 

 
Activity 
Why is it essential to do regular medical checkups and even VCT? 
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2.2 Trends of HIV/AIDS  
HIV/AIDS is more than a medical emergency. The Human Immunodeficiency 
Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS) is a global threat 
which is receiving global attention. African universities and higher education 
institutions should be especially concerned as the data shows its impact on 
Africa is greater than on any other continent. For example, although only 10% of 
the world’s population lives in Africa, 70% of the world’s HIV infections are 
found on the continent. It is estimated that there are 24.7 million people living 
with HIV in sub-Saharan Africa (see Table 2 below).  
 
 
Table 2: Regional statistics for HIV & AIDS, end of 2006 Region 

 Adults & children 
living with 
HIV/AIDS 

Adults & 
children newly 

infected 

Adult 
prevalence* 

Deaths of 
adults & 
children 

Sub-Saharan Africa  24.7 million 2.8 million 5.9% 2.1 million 

North Africa & Middle East  460,000 68,000 0.2% 36,000 

South and South-East 
Asia  

7.8 million† 860,000† 0.6%† 590,000† 

East Asia  750,000 100,000 0.1% 43,000 

Oceania  81,000 7,100 0.4% 4,000 

Latin America  1.7 million 140,000 0.5% 65,000 

Caribbean  250,000 27,000 1.2% 19,000 

Eastern Europe & Central 
Asia  

1.7 million 270,000 0.9% 84,000 

Western & Central Europe  740,000 22,000 0.3% 12,000 

North America  1.4 million 43,000 0.8% 18,000 

Global Total  39.5 million 4.3 million 1.0% 2.9 million 

Source: UNAIDS and WHO 2006 Report on Global AIDS Epidemic  
 
* Proportion of adults aged 15-49 who were living with HIV/AIDS † These 
numbers for South and South-East Asia are now thought to be too high, based on 
revised Indian estimates published in July 2007. It is likely that the true number 
of people living with HIV in this region is between 4 and 5 million.  
 
During 2006 around four million adults and children became infected with HIV 
(Human Immunodeficiency Virus), the virus that causes AIDS. By the end of the 
year, an estimated 39.5 million people worldwide were living with HIV/AIDS. 
The year also saw around three million deaths from AIDS, despite recent 
improvements in access to antiretroviral treatment.  
 
Activity 
Study carefully Table 1. Why do you think Sub – Saharan Africa is hardest hit 
by HIV/AIDS? 
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Most probably, Sub – Saharan Africa is the hardest Region as unlike other 
Regions, it has a preponderance of most subtypes of HIV – 1. 
 
2.3 Potential Impact of HIV/AIDS on Core Business of Institutions of 

Higher Education  
The Table above also indicates that the main mode of transmission in Africa is 
heterosexual intercourse. People aged 19 -24 are in the sexually active group and 
these are precisely the immediate targets of higher education.   
 
Higher Education Institutions provide the stage for easy interaction among this 
age group, thereby facilitating the spread of the disease. Clearly the institutions 
provide a special environment for HIV/AIDS. Another important point is that 
relationships are not stable as sessions interchange with holidays. In your 
opinion, does this factor apply to the OUT which is not a residential but a 
distance teaching university whose students are mostly working adults?  
 
On the other hand, it must be noted that this age group is constituted as a captive 
population which is easy to reach with interventions. Universities and other 
higher education institutions can confront the challenge of HIV/AIDS by dealing 
with the menace decisively on campus. Higher education institutions must be 
involved in the fight against HIV/AIDS for several other reasons. First, 
HIV/AIDS affects human resource development, the raison d’etre of higher 
education institutions. Secondly, the HIV/AIDS epidemic is a clear disaster in 
African countries, particularly in Southern Africa, the hardest hit Region. The 
case for higher education institutions fighting HIV/AIDS cannot be 
overemphasized when facing such national danger. In Swaziland, for example, a 
third of adults are infected (see Table below). On the contrary, the data in Table 
3 indicate that Mauritania and Senegal have the lowest rates, 0.7 and 0.9 
respectively. An estimated 24.5 million adults and children were living with HIV 
in Sub-Saharan Africa at the end of 2005. During that year, an estimated 2 
million people died from AIDS. The epidemic has left behind some 12 million 
orphaned African children. The estimated number of adults and children living 
with HIV/AIDS, the number of deaths from AIDS, and the number of living 
orphans in individual countries in Sub-Saharan Africa at the end of 2000 are 
shown below (Table 3).   
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Table 3: Adult HIV Prevalence for 2006 Country 
 People 

living with 
HIV/AIDS 

Adult 
(15-49) 
rate % 

Women 
with 

HIV/AIDS 

Children 
with 

HIV/AIDS 

AIDS 
deaths 

Orphans 
due to 
AIDS 

Angola  320,000 3.7 170,000 35,000 30,000 160,000 

Benin  87,000 1.8 45,000 9,800 9,600 62,000 

Botswana 270,000 24.1 140,000 14,000 18,000 120,000 

Burkina Faso  150,000 2.0 80,000 17,000 12,000 120,000 

Burundi  150,000 3.3 79,000 20,000 13,000 120,000 

Cameroon  510,000 5.4 290,000 43,000 46,000 240,000 

Central African 
Republic  

250,000 10.7 130,000 24,000 24,000 140,000 

Chad  180,000 3.5 90,000 16,000 11,000 57,000 

Comoros  <500 <0.1 <100 <100 <100 - 

Congo  120,000 5.3 61,000 15,000 11,000 110,000 

Côte d'Ivoire  750,000 7.1 400,000 74,000 65,000 450,000 

DRC  1,000,000 3.2 520,000 120,000 90,000 680,000 

Djibouti  15,000 3.1 8,400 1,200 1,200 5,700 

Equatorial 
Guinea  

8,900 3.2 4,700 <1,000 <1,000 4,600 

Eritrea  59,000 2.4 31,000 6,600 5,600 36,000 

Ethiopia  420,000- 
1,300,000 

0.9- 3.5 190,000- 
730,000 

30,000- 
220,000 

38,000- 
130,000 

280,000- 
870,000 

Gabon  60,000 7.9 33,000 3,900 4,700 20,000 

Gambia  20,000 2.4 11,000 1,200 1,300 3,800 

Ghana  320,000 2.3 180,000 25,000 29,000 170,000 

 Guinea  85,000 1.5 53,000 7,000 7,100 28,000 

Guinea-Bissau  32,000 3.8 17,000 3,200 2,700 11,000 

Kenya  1,300,000 6.1 740,000 150,000 140,000 1,100,000 

Lesotho  270,000 23.2 150,000 18,000 23,000 97,000 

Liberia*  - 2.0-5.0 - - - - 

Madagascar  49,000 0.5 13,000 1,600 2,900 13,000 

Malawi 940,000 14.1 500,000 91,000 78,000 550,000 

Mali  130,000 1.7 66,000 16,000 11,000 94,000 

Mauritania  12,000 0.7 6,300 1,100 <1,000 6,900 

Mauritius  4,100 0.6 <1,000 - <100 - 

Mozambique  1,800,000 16.1 960,000 140,000 140,000 510,000 

Namibia  230,000 19.6 130,000 17,000 17,000 85,000 

Niger  79,000 1.1 42,000 8,900 7,600 46,000 

Nigeria 2,900,000 3.9 1,600,000 240,000 220,000 930,000 

 
Source:UNAIDS and WHO 2006 Report on Global AIDS Epidemic  

• Insufficient data available for Liberia 
 
As indicated in Annex I, Globally, as recently as 2009, Sub – Saharan Africa 
was the hardest Region. Against the background of the devastating impact of the 
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HIV/AIDS on the education sector in Africa in general, the need for the 
Management of Institutions of Higher Education to initiate effective measures to 
address it, has become obvious and urgent. Below, we shall discuss programmes 
which can be put in place in order to address the pandemic. 
 
2.4 Programmes  
(i) Prevention  
Prevention is key to keeping a majority of students and staff free of HIV. 
Abstinence and condom use are the main strategies for promoting HIV 
prevention. However, these are hardly adhered to by the sexually active young 
adults. Socio-cultural-economic factors are partly responsible for this which 
needs to be addressed through more innovative education strategies. Preventive 
strategies have been summarized under the ABCDE principles, elaborated as 
detailed below: 

Abstain 
Be faithful  
Condom use 
Disclose your status 
Empowerment. 

 
Abstaining from engagement in sexual relations is obviously the most effective 
preventive measure against HIV infection. This is followed by remaining faithful 
to one sexual partner who is not infected. Use of condom in sexual relations 
where one is unable to abstain or stick to one sexual partner, is also an effective 
preventive measure against HIV infection. However, engagement in sexual 
relations under all conditions, is a risk behaviour. For this reason, sexually active 
people including married couples are strongly advised to undertake VCT 
regularly, in order to ascertain and disclose their HIV status. Where people are 
ready to disclose their HIV status, they need to be empowered with knowledge, 
skills and even resources to remain HIV free or live positively in case they are 
already infected. In other words, PLWHA should not be stigmatized or 
discriminated.  
 
(ii) Care and Support  
Some of the established treatment, care and support options include:  

• VCT  
• Counselling  
• Referral Services to local clinics, hospitals, etc  
• AIDS Support clubs  
• Home Based Care  
• Treatment for opportunistic Infections (TB, Pneumonia etc)  
• Contraceptions Services (Condoms, fermidoms, oral contraception)  
• STI treatment services  
• Parent and community support groups  
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Activity 
Study carefully the services outlined above. Which services are being or can be 
provided by the OUT? Find out other services which need to be provided under 
this thematic area. 
 
 Care and support also needs to be looked at as a point of leverage in a 
comprehensive response. For example, VCT is best used as a way of reaching 
uninfected, infected and affected people. For uninfected people, VCT is intended 
to provide an opportunity for them to know their health status and to develop the 
knowledge they need to remain HIV free. Likewise a routine treatment for a STI 
should be used by the health provider as a way of improving the client’s 
knowledge of HIV and their vulnerability to infection because of STIs. 
Appropriate treatment of STIs through cheap and easily available public health 
services has proved to be a key element in reducing vulnerability to HIV 
infection. In both cases, VCT and STI treatment services require advocacy, strict 
confidentiality, high quality services, youth friendly service delivery and 
observance of health protocols.  
 
(iii) HIV/AIDS Peer Education  
Peer education has the potential of meeting the HIV/AIDS challenge at least 
with respect to students. Peer education is an effective way of reaching young 
people. It mobilizes students in their own cause. Peer education is a very 
powerful tool in higher education institutions as overall, peer educators tend to 
reach peers similar to themselves. They reach peers of their same age, 
educational levels, ethnic group, religion, and social clubs, organizations and 
groups. The most common activity/service is education about STDs and 
HIV/AIDS and information about STD/HIV prevention methods. Both peer 
educators and their contacts have a high level of exposure to AIDS information, 
especially via the mass media (radio, television and newspapers) (Wolf, Tawfik 
and Bond, 2000).  
 
Activity 
 Assess the effectiveness of peer education as a preventive mechanism against 
HIV and AIDS. 
 
Peer education has the advantage of requiring comparatively very little in terms 
of resources. This is because on the financial level, it is assumed to be 
inexpensive to operate (since it relies on unpaid volunteers); on the intellectual 
level, peers are assumed to be more acceptable sources of information to 
adolescents than professionals and the approach takes advantage of pre-existing 
channels of information sharing; and on the emotional level, the idea of people 
donating to their community or peer group for altruistic motives is appealing.  
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In the context of lack of financial resources, peer education appears to have no 
equal with respect to costs. Given that fund raising has been proposed as one of 
the major constraints in meeting the challenge of HIV/AIDS, peer education 
should be given pride of place as financing is not an overriding factor. 
  
What about the challenge? 
The challenge of peer education itself is to ensure that it is sustainable, 
worthwhile for the student and sufficiently structured to allow for standards to 
be put in place. One factor that may influence effectiveness is the high turnover 
of peer educators. In the university or educational institutions in general the high 
turnover may not have serious adverse effects since every year there are new 
students and some of them need to become peer educators. Every generation of 
students has fellow students to deal with the challenge of HIV/AIDS. The target 
of peer education will not only be students of higher education but all the 
learners in the educational system. Campuses may be the easiest to reach; 
institutions without a main campus or with non-residential students may find it 
quite difficult. Reaching outside the university requires resources. Peer 
education remains a key strategy in the arsenal of higher education institutions 
meeting the challenge of HIV/AIDS (AAU, 2007).  
 
Activity 
Are there peer education groups at the OUT? How do they carry out their 
activities? 
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SECTION 3 
 

Drivers of the HIV and AIDS Epidemic in Tanzania 
 
3.1 Drivers of the Epidemic 
In a meeting held from 20th – 22nd June 2011 in Dar es Salaam to deliberate on 
strategies for strengthening the coordination of the National Multi – Sectoral 
Framework on HIV and AIDS, 2009 – 2012, TACAIDS Chairperson, Dr. Fatma 
Mrisho pointed out that after 30 years of fighting the pandemic, people were 
now fed up with it. According to her, this fatigue accounts for the current thrust 
of ensuring that by 2015, there will be 0 infection rate; 0 deaths from HIV and 
AIDS and 0 rate stigma and discrimination. To achieve these goals, Dr. Mrisho 
stressed the need to scale up preventive measures against HIV and AIDS. 
However, the TACAIDS Chairperson cautioned that it was quite challenging to 
achieve the three 0s. She, therefore, urged Higher Learning Institutions to ensure 
that students, staff and community members, are provided with the highest 
quality prevention, counselling and guidance services, in order to mitigate their 
vulnerability to HIV/AIDS infection. 
 
To understand why the pandemic has settled in the country for so long, it is 
essential to identify the factors driving it. These have been classified under three 
categories: 
 

(i) Biomedical 
- Low level of male circumcision 
- High level of HIV discordance 
- High prevalence of STIs 
- Low coverage of quality assured blood transfusion 

 
(ii)  Behavioural 

- Multiple partnerships 
- Early sex 
- Cross generational sex 
- Transactional sex, CSWs 
- Low and inconsistent condom use   
- IDUs and MSM and drug/substance abuse 

 
(iii)  Underlying factors      

- Social cultural norms 
- Gender inequities and gender based violence 
- Wealth and poverty 
- Population mobility for work or trade 
- Conflict situations 
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As indicated in Box 1, Regions with low male circumcision rates have 
corresponding high levels of HIV/AIDS infection (Box 2). Below we will 
elaborate on how the identified drivers promote HIV and AIDS. As already 
indicated, the main drivers of the epidemic are underlying factors, behavioural 
and biomedical. These singly or in combination provide opportunities for HIV 
infection to occur to an individual. 
 
3.2 Underlying factors 
Commercial sex workers form a group that potentially increases the sexual 
transmission rate of HIV infection. Studies by AMREF along the major truck 
stops and towns have shown this group to have a high HIV prevalence of up to 
60%. A study conducted in the Moshi Municipality showed that bar workers had 
HIV infection prevalence rate of 32%, while a study in Dar es Salaam showed 
that 50% of the bar workers were HIV positive (ASAP/UNAIDS/TACAIDS, 
2008). 
 
Stigma and discrimination against people living with HIV/AIDS are quite 
common in Tanzania. People would not admit that their sick relative could be 
suffering from HIV/AIDS but believe instead in witchcraft as the cause of their 
sickness. This situation makes it difficult to convince people with widow-
inheritance traditions not to marry women whose husbands may have died from 
AIDS. 
 
A large proportion of the population with very low and/or irregular income is an 
important social determinant. Over 50% of Tanzanians live below the poverty 
line and females are worse than males. In addition, low and or irregular income 
creates an environment that encourages labour migration. Women in such 

HIV prevalence and male 
circumcision status

• 70% of Tanzanians are circumcised

• Five regions with low circumcision rates (<50%)

– Iringa (43%)

– Kagera (27%)

– Rukwa (31%)

– Shinyanga (38%)

– Tabora (26%)

• Circumcision cuts across religious lines (72% of Muslims 

and 68% of Protestants circumcised (THIS 2003-04))
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situations may be easily tempted to exchange sex for money and this puts them 
and their spouses at risk for HIV. People with low income have less access to 
medical care including that for STDs and HIV/AIDS. 
 
Social isolation for long periods and peer pressures for high-risk behaviour 
constitute other social determinants. In Tanzania, when one is enrolled in the 
army, he/she is confined in a camp and barred from getting married for six years. 
This makes one vulnerable to high-risk behaviour and hence to HIV infection 
especially when the army has no proper programs for HIV/AIDS prevention like 
the promotion of condom use and provision of IEC and BCC for HIV 
prevention. 
 
Cultural norms, beliefs and practices that subjugate/subordinate women are other 
social determinants.  They include cultural practices like widow inheritance and 
cleansing, polygamy and female circumcision, which are common among many 
tribes in Tanzania. Furthermore, obligatory sex in marital situations is condoned 
even by religion, and women cannot divorce in some faiths. In some cultures 
multiple sex partners for men is tolerated and may even be encouraged as an 
expression of masculinity. 
 
Young people leave home and school environments to become independent 
without a source of income. In Tanzania, every year, about 300,000 pupils leave 
primary education quite early (age 13 - 17yrs) and a significant proportion 
migrates to large towns like Dar es Salaam in search of employment. These 
youth and especially the girls, become very vulnerable because they end up 
getting employment, which is poorly paid and in turn have to supplement their 
meagre income through unsafe and risky lifestyles. Although there have been 
attempts to introduce sexuality education in schools, these have not adequately 
prepared those leaving school address adequately challenges of life. 
 
Illiteracy and lack of formal education is on the rise in Tanzania. In the eighties 
the level of literacy in the country was around 80%. At that time, many people 
could read and understand messages meant for their well being. Today, the 
literacy rate has gone down to less than 60%. This means less people can 
understand written messages. This has been contributed by the fact that many 
young people are not being enrolled into schools and these are unfortunate 
because it has been shown that the prevalence of HIV infection in educated 
women is lower than in those who were not educated. The other contributing 
factor to the declining literacy rate is that the post-independence adult education 
campaigns are currently so poorly managed for lack of resources that there is 
little or no output (Ibid). 
 
3.3 Behavioural determinants 
Unprotected sexual practices among mobile population groups with multiple 
partners make them vulnerable to HIV infection. The groups include long 
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distance truck drivers who have been found to unprotect sexual intercourse with 
HIV sero-positivity of up to 50%. This is because they have multiple sexual 
partners available in all major truck stops. Migrant or seasonal workers are also 
vulnerable. It has been found that farm and plantation workers in Iringa and 
Morogoro for example, have HIV prevalence of about 30%, which is very high 
compared to the general population. 
 
There is also reduced social discipline for making good decisions about social 
and sexual behaviour. For example, long before the eighties when the AIDS 
epidemic became apparent, Tanzanians constituted a disciplined society where 
traditional values and norms were cherished. But recently, social discipline has 
been eroded. This is so because of several factors such as failure of parents to 
institute traditional values and discipline to their children for lack of time. 
Sudden mushrooming of television programmes and other mass media have also 
contributed negatively to social discipline (Ibid). 
 
3.4 Biomedical determinants 
STDs Infections (especially gonorrhoea and other genital discharges) are among 
the top-ten causes of disease in Mainland Tanzania. Studies have found that 
patients with STDs are 2 to 9 times more likely to be infected with HIV. 
However, because HIV and other STDs are both highly associated with high-risk 
sexual behaviour it is difficult to show the extent to which STD alone enhance 
infection of HIV. Nevertheless, studies in Mwanza have shown that STD 
management within the existing PHC system can reduce the incidence of HIV 
infection by about 40%. 
 
Unsafe blood transfusion is a major determinant of HIV transmission. The HIV 
transmission rate through transfusion of contaminated blood is almost 100%. For 
this reason, in Tanzania all centres rendering this service are equipped with 
facilities to ensure safe blood transfusion. However, due to lack of regular 
supplies of reagents and equipment as well as lack of reliable power supply in 
some centres there is some risk of transfusing contaminated blood. This situation 
therefore calls for improved blood transfusion services in the whole country 
(Ibid). 
 
3.5 Impact of the HIV/AIDS epidemic 
Given that the HIV/AIDS epidemic has progressed with different rates in various 
population groups in Tanzania, the impact has varied from being minor to being 
profound depending on the time the infection was introduced in the area, rate of 
spread and the proportion of the population affected.  
 
Experiences from several parts of the country indicate that HIV infected persons, 
on average, die about 4 to 12 months after falling ill with one or more of the 
major manifestations of AIDS. During this period a member of the family often 
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has to stay at home or hospital with the patient to provide care especially during 
the terminal stages of the disease. The medical, emotional and social costs on the 
patient and indeed the family are frequently high. More socio-economic 
difficulties arise when the patient is the main bread earner. When death finally 
comes the traditional family structures, already stressed by poor health, 
increased burden of care and poverty, are in many cases at breaking points. 
Funeral costs have been estimated to exceed US $100 for every adult death in 
Kagera. Available data from severely affected communities show that AIDS 
often leads to social and economic disruption of affected individuals, families 
and communities. The poorest households are least able to cope with the impact 
of adult deaths due to AIDS and are frequently unable to obtain even the most 
basic needs in the short term. Child nutrition, education, health and living 
standards for the survivors may be severely affected. 
 
Hospital based data indicate that up to 50% of beds are occupied by patients 
with HIV/AIDS related illness. Consequently the demand for care and hospital 
supplies is enormous and by-and-large government health facilities are facing 
inadequate funding and manpower. It is estimated that in Tanzania the ideal 
lifetime and nursing-care costs for HIV/AIDS is US $ 290 for adults and US$ 
195 for children. Gains made during 1980's in TB control have been lost due to 
HIV/AIDS. TB case rates had been declining steadily up to 1982.  Since then,  
there has been a sharp increase in the number of reported TB cases and in most 
urban areas these have more than doubled ( www.tanzania.go.tz/hivaids.html). 
 
The number of adult HIV infection in Tanzania in 1999 was estimated to be 
1,745,320 (NACP). Given the fatality of the illness, and with 1.7 million 
infected adults, HIV/AIDS can no longer be viewed as just a health problem it 
has to be cognised as a development problem. The impact of the epidemic is 
serious given its widespread; it is now the major cause of adult mortality in 
many parts of Tanzania.  
 
The health sector in particular is experiencing an increased demand for its 
services, as AIDS patients occupy an ever-increasing number of beds in 
hospitals. And given illness episodes per AIDS patient, the public expenditure 
on AIDS treatment is high. In the education sector we find children pulled out of 
school either due to a lack of money or needed to help at home. The social 
welfare sector is experiencing a large increase of AIDS orphans. Furthermore, 
industries experiencing the loss of skilled workers are facing high costs of 
recruitment and training of the new personnel. Meanwhile, as the labour force in 
agriculture declines, agricultural production will decline. Agriculture takes place 
on family farms where agricultural production is labour intensive, and seasonal 
labour constraints are common. Since agriculture is the backbone of the 
Tanzanian economy, and most agricultural workers are in the age group 15-45 
who are mostly affected by the epidemic, the impact of HIV/AIDS is gradually 
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becoming noticeable as the epidemic spreads to rural communities. Production 
of food and cash crops is bound to suffer as the labour force gets sick and perish 
to AIDS. 
 
The World Bank estimates that because of the AIDS epidemic, life expectancy 
by 2010 will revert to 47 years instead of the projected 56 years in the absence 
of AIDS. The Bank further predicts that the mean age of the working population 
(labour force) will decline from 31.5 to 29 years between 1992 and 2010. The 
overall younger work force will have less education, less training and less 
experience. In addition the number of children orphaned by AIDS was estimated 
to be increasing from between 260,000 to 360,000 in 1995 to between 490,000 
and 680,000 by the year 2000. Families, communities and the government will 
be required to generate resources to cater for the needs of these children. The 
Bank further estimates that, AIDS will reduce average real GDP growth rate in 
the period 1985-2010 from 3.9% without AIDS to between 2.8 and 3.3% with 
AIDS. These factors will certainly have a negative impact on the overall 
economic performance of the country and its living standards (Ibid). 
 
Activity 
On the basis of the consequences outlined above, HIV/AIDS is not only a health 
issue but also a development challenge. Do you agree? Give reasons for your 
answer. 
 
3.6 HIV and AIDS in Tanzania and Why Prevention Strategy 
It is obvious that the goal of a “Tanzania without new HIV/AIDS infections” has 
not been attained.  
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The above chart clearly shows that in spite of the success of reversing the 
upward trend of the prevalence rate experienced between 1980 and 1998, the 
projected national prevalence has stabilised at a high level (Kibbassa, 
2010).Tanzania HIV and Malaria Indicative Survey (THMIS) 2007/2008 show 
that there are between 130,000 to 200,000 new cases of HIV infections in 
Tanzania annually or a prevalence rate of 5.7% reported for the age group of 15 
– 49 years, as illustrated in the Chart below.  

 
Source: Kibbassa, 2010 
 
TACAIDS is responsible for the promotion of programmes, activities and 
effecting strategies that will facilitate the achievement of targets set by the 
National Strategy for Growth and Reduction of Poverty (MKUKUTA) to reduce 
the prevalence of new HIV infections from 6% in 2009 – 2012 to 4.5% in 2015 
and subsequently achieving the Millennium Development Target of reducing 
HIV/AIDS infections by 25% among young men and women (15 – 24 years) by 
2012. Current Regional prevalence rates are as indicated in Box 2 below. 
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HIV Prevalence by Region

2007-08 THMIS: NBS, TACAIDS, 
and Macro International, Inc.
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 Expenses for managing the pandemic, accounts for 10% of the National Budget. 
The bulk of the budget is provided by Donors (97%). The remaining portion 
(3%), equivalent to Tshs 20,000,000,000/= , is provided by the Government. 
However, the Government captures only 14% of donor funds. The rest is 
channelled directly to NGOs. Treatment which is fairly costly, absorbs more 
resources than prevention which needs to be the priority. To improve the funding 
position, the Government was planning to set up an AIDS Trust Fund. The Trust 
will serve as a local mechanism for resource mobilisation. Its sources will 
include grants and donations, taxes and levies and investment income.  
 
Prevention needs to be a priority as besides being less costly than cure or even 
treatment, it will save the country from new HIV infections. Without new HIV 
infections, the country will be better placed to control and eventually eliminate 
completely deaths from AIDS, stigma and discrimination against PLWHA.    
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SECTION 4 
  

Impact of HIV and AIDS in Higher Learning Instituti ons in 
Tanzania 

 
4.1 Prevalence Rates 
We have already noted the impact of the pandemic in Higher Learning 
Institutions in 
 Africa in Section 2, as well as its general impact in Tanzania, in the previous 
Section. Here, we shall only allude to prevalence rates in specific institutions in 
the country. Hopefully, you will recall that in the specific case of the OUT, a 
situational analysis carried out in 2009, estimated the mortality and morbidity 
rates from HIV and AIDS at less than 5%. In a study conducted by a team of 
experts sponsored by SIDA, the East African Community (EAC) and AMREF in 
2011, HIV prevalence rates in selected Universities in Tanzania were established 
as detailed in the Chart below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: SIDA (2011), Baseline Study Report on HIV/AIDS in Institutions of 
Higher Learning in East Africa: The Case of Tanzania.  
 
The above Chart as well as the Study as a whole show that: 

• Overall, HIV prevalence in universities is 0.56% ranging from 0 to 
2.03%.  

• Relatively higher among female students than male students  
• Evenly distributed among age groups except for age group 30-34 

years.  
• None of the respondents aged 45 or above years was HIV positive.  
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• Relatively higher among those who spend relatively less amount of 
money per semester (up to Tshs. 500,000) than those who spend 
larger amount of money.  

• No major difference in prevalence by sponsorship 
 
It was concluded: 

• University population and neighboring Communities are at risk of 
HIV infections due to the long list of risk factors reported in this 
study 

• HIV prevalence among students is relatively low but is accompanied 
by many potential sexual risks  

• University administrations are responsible for lack of quality and 
dynamic HIV/AIDS programs in universities 

• Poor quality of  HIV/AIDS-related services in universities 
negatively affects students’ access and utilization of these services  

• University prioritization of HIV/AIDS coupled with Funding of 
university HIV-related interventions may result into effective 
HIV/AIDS programs within universities. 

Activity 
What lessons can we draw from these findings? In discussing the lessons, 
consider critically comments made in relation to the situational analysis of HIV 
and AIDS at the OUT (Section 8). 
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SECTION 5 
 

The Thrust of the Current Response to the HIV and AIDS Epidemic in    
Tanzania 

 
5.1 National Multi – Sectoral HIV Prevention (NMHP) Strategy 2009 – 

2012 
In a Workshop held in Dar es Salaam, 22nd – 24th June 2011, TACAIDS 
disseminated the National Multi – Sectoral HIV Prevention (NMHP) 
Strategy 2009 – 2012 and the Gender Operational Plan for HIV Response 
in Mainland Tanzania 2010 – 2012. During the dissemination of these 
policy strategies, participants were sensitised on how knowledge and 
skills on Pre – testing of HIV and AIDS, Behaviour Change 
Communication (BCC) and Awareness on Gender Issues can mitigate 
effectively HIV and AIDS infection. The three preventive measures 
constitute the thrust of the NMHP Strategy 2009 – 2012 which was 
disseminated during the Workshop.  Besides evolving from the second 
National Strategic Framework 2008 – 2012,  NMHP Strategy 2009 – 
2012 has adopted and localized the UNAIDS  three zeros (Zero New 
Infection, Zero Deaths and Zero Stigma and Discrimination) approach to 
HIV/AIDS prevention, treatment, care, support and MDGs. 
 
4.1 The UNAIDS Strategy 
The UNAIDS strategy envisions defeating HIV/AIDS by implementing 
plans that combine prevention, treatment and behavioural change 
activities so as to achieve: 
 
(i) Zero percent (0 %) new infections   

The target can be realised by improving programmes that provide 
services, supplies, information, education and communication on 
HIV prevention so as to achieve a 0% rate of new infections from 
heterosexual or homosexual relationships, mother to child 
transmission, blood transfusions and substance abuse. 

 
(ii)  Zero percent (0 %) AIDS related deaths 

To achieve the target, it is imperative to ensure the availability of 
information, provision of quality health care and access to treatment 
of HIV/AIDS.  so as to reduce to 0% the number of AIDS related 
deaths. 
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(iii)  Zero percent (0 %) discrimination 
Remove systemic, cultural, discriminatory, stigmatic aspects that 
affect the ability of different groups to secure their human rights 
and have equal access and opportunities to information, services, 
prevention and treatment of HIV/AIDS so as to reduce to 0% the 
prevalence of HIV/AIDS discrimination. 

 
5.2 TACAIDS Gender Operational Plan for HIV and AIDS 2008 – 2012 
TACAIDS Gender Operational Plan for HIV and AIDS 2008 – 2012, 
proposes different programmes and activities that can be undertaken in 
order to develop gender sensitive preventive, treatment and behavioural 
change programmes. It also highlights gender based behavioural, 
structural and biomedical issues that contribute to the prevalence of HIV 
infections. They include rape, transactional sex; transgenerational sex, 
widow inheritance, female genital mutilation and circumcision using 
unstrealised equipment and male chauvinism. These are manifestations of 
Gender Based Violence (GBV), gender inequality and harmful social 
practices.  For example, male circumcision can reduce the rate of HIV 
infections by 50% – 60%.  As indicated earlier, only 70% of Tanzanian 
men are circumcised. Presently, there is an ongoing campaign for 
promoting male circumcision as an HIV/AIDS preventive initiative in 
regions where circumcision is not practiced and where there is a high rate 
of HIV infections. Iringa Region, which has the highest national rate of 
HIV infection at 15.7% is a case in point. A high male circumcision area 
like Pemba, has the lowest infection rate of 0.3%. 

 
As an extreme case of GBV, rape is not only a crime against humanity but 
also a deterrent to HIV prevention and treatment. In Tanzania, the law 
requires a rape victim to present Police Form 3 (PF 3) as a prerequisite to 
receiving medical treatment. Quite often, at the Police Station, the victim 
may report the trauma to an officer who may not be gender sensitive. This 
may be humiliating and intimidating.  Coupled with the stigma associated 
with rape, it may discourage the victim from seeking justice and 
treatment. Besides suffering silently, rape victims who are HIV+ infect 
others wilfully as an act of revenge. In the light of this and related 
experiences, the Gender Operational Plan for HIV and AIDS 2008 – 
2012, provides inputs on how to improve the strategies for handling GBV 
cases.  
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5.3 Workplace HIV/AIDS Programmes 
HIV/AIDS is not only a health and workplace issue but also a 
development challenge as it affects adversely productivity and working 
morale.  To reverse these and related challenges, it is essential to 
introduce workplace HIV/AIDS programmes. The cost of such 
programmes is not as high as that recruiting new staff to replace those 
succumbing to the pandemic. Criteria of best practice HIV/AIDS 
programme at workplace include: 

(i) HIV/AIDS Policy which sensitises workers on the pandemic; 
prohibits discrimination and addresses prevention and post – 
infection needs. 

(ii)  Work place safety – a healthy and safe working environment 
to prevent transmission of HIV/AIDS. 

(iii)  HIV/AIDS Programme focusing on prevention and care 
initiatives, with adequate financial and logistical resources, 
monitoring and evaluation framework. 

(iv) HIV/AIDS related training offered regularly and provision of 
information and data which address issues of concern at the 
workplace. 

(v) Outreach services through family days and sports bonanza. 
(vi) Information Education and Communication materials designed 

to promote Behaviour Change Communication (BCC).  
(vii)  Availability of support Services particularly VCT, treatment 

centres and home based care. 
 
Activity 
Study carefully, criteria of best practice HIV/AIDS Programme. Assess 
the prospects and challenges of setting up such a Programme. 
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 SECTION 6 
 

Sexuality Education and Prevention of HIV and AIDS 
 
6.1 What is sexuality education? 
Sexuality education seeks to assist young people to acquire a positive view of 
sexuality, provide them with information and skills about taking care of their 
sexual health, and to help them acquire skills to make rational decisions now and 
in the future (Bogaart, 2012). A comprehensive sexuality education programme 
includes information as well as an opportunity to explore attitudes and develop 
skills in such areas as human development, relationships, personal skills, sexual 
behaviour, sexual health, and society and culture. Comprehensive sexuality 
education enables choice and promotes safe, consensual sexual behaviour (Ibid). 
  
Investment in adolescent sexual and reproductive health and rights is a valuable 
step in achieving basic human rights and sustainable development. It is one of 
the best investments a nation can make. In fact, it strengthens the capacity of 
countries to fight poverty. World's governments have since 1995, agreed five 
times that comprehensive sexuality education and health services must be 
provided to young people. School-based sexuality and reproductive health 
education is even declared to be a mandatory part of primary and secondary 
school curricula worldwide to achieve the MDGs (UNESCO, 2009). 
  
Evidence-based comprehensive sexuality education can play a crucial role in 
supporting young people in their (sexual) development, becoming responsible 
adults and active citizens; it helps decrease vulnerability to sexual and 
reproductive health problems, including HIV/AIDS; it is crucial for correcting 
ignorance and misconceptions about sexuality and reproduction. Sexuality 
education is effective in helping young people to choose for healthy lifestyles: 
delaying their sexual debut, safer sex and fewer partners (Ibid). 
 
6.2 Results of comprehensive sexuality education 
Comprehensive education about sexuality is effective in delaying the onset of 
sexual intercourse, reducing the number of sexual partners, and increasing 
contraception and condom use among teens. Unlike what is often thought, 
comprehensive sexuality education does not increase the number of sexual 
partners among young people

 
or increase any measure of sexual activity.  Youth 

receiving comprehensive sexuality education—including information, skills and 
assertiveness to make safe decisions and have them respected, including to say 
no and delay sexual intercourse and to systematically protect themselves during 
intercourse — are more likely to delay initiating sex and to use protection when 
they do have sex compared to youth who receive abstinence-only programs. It 
should, however, be stressed that comprehensive sexuality education has to be 
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conceived within the broad context of the five aspects of human wellness 
namely physical wellness; social wellness; mental wellness; emotional wellness 
and spiritual wellness. Each aspect needs to be addressed as an integral part of 
the other aspects. Often, socially deviant behaviour and practices arise from the 
general practice of according priority to the physical, mental and emotional 
aspects while ignoring the social and spiritual aspects. 
  
Openness about sexuality is a precondition to create a safe, non-judgmental and 
respectful environment in which people can enjoy their sexuality. Attention to 
the positive sides of sexuality, providing insight in one's own sexual 
development and achieving skills in communicating, are the factors which 
enable people to negotiate safe and consensual sexual behaviour. It also helps 
people to make their own choices, either to abstain or enjoy sexuality free of 
guilt, shame and regret. It contributes to gender equality, decreases stigma and 
discrimination and decreases sexual violence. As will be demonstrated later, 
acquisition of correct knowledge on sexuality and life skills is essential in 
empowering youth to protect themselves and others from HIV infection. 
However, it has been noted “. . . History reveals that there is a lot of sexual 
harassment and bullying in HLIs which must be addressed to reduce new HIV 
infections and also to enable subjects of sexual abuse to fulfill their dreams of 
graduating with As and not with AIDS” (URT, 2011).   
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SECTION 7 
Behaviour Change to Mitigate the Impact of HIV and AIDS 

 
7.1 Knowledge, Attitudinal and Skills’ Competencies 
As we shall elaborate later in Section 9, research evidence suggests that shifts in 
risk behaviour are unlikely if knowledge, attitudinal and skills based competency 
are not addressed. Besides knowledge, attitudinal and skills’ competences, life 
skills are essential in engendering behaviour change. This is possible where an 
individual is aware of himself and his vulnerability to risk factors. Furthermore, 
the individual should value himself and live in order to achieve his goals. He 
should value others and be able to cope with stress and trauma. Finally, he 
should make informed decisions and be ready to face and accept the 
consequences. It is, therefore, obvious that in a situation where these factors are 
lacking, behaviour change cannot occur. Exposure to sexuality and reproductive 
health education before adolescence as was the case under indigenous education 
in pre – colonial African societies, can play a decisive role in initiating a 
sustainable process of behaviour change to mitigate the impact of HIV and 
AIDS. The kind of sexuality education offered in primary and secondary schools 
is grossly limited. This is obvious from the fact that: 

• Thousands of young school girls in primary and secondary schools drop 
– out of school each year due to early pregnancies. 

• Thousands of teachers and pupils are succumbing to new HIV infections 
each year. 

• Hundreds of teachers and pupils are falling sick to AIDS opportunistic 
infections like acute malaria, diarrohea, skin cancer, respiratory tract 
diseases, pneumonia, TB, etc; and eventually die each year. 

• Teaching and learning standards in schools and colleges are 
deteriorating due to among other reasons poor teacher attendance caused 
by high HIV/AIDS morbidity and mortality rates.  

 
Most probably, the limitations of current practices in sexuality education arise 
from the fact that the negative aspects of sexuality are accorded greater attention 
than the positive aspects. In this way, adolescents tend to regard sexuality as “a 
mystery” to be explored discretely. Often, this is done in an environment rife 
with myths and misconceptions. Positive aspects of sexuality need to be 
emphasized in order to provide insight in one’s sexual development and life 
skills for promoting gender equality, safe and consensual sexual behaviour. The 
young need to be taught that it is biologically and socially normal to develop and 
express sexual feelings as a girl or a boy upon maturity and attainment of 
sexually active age. It is wrong, illegal, immoral and even sinful to express and 
practice such feelings to minors (immature children who have not attained 
sexually active age) or people of the same sex. It should also be stressed that in 
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the context of Tanzania, expression and practice of sexual feelings in a 
recognized union (traditionally, civil/ religious procedures) of a male and female 
couple, is the sexually assigned and accepted proper feminine and masculine 
behaviour. Pre – material as well as extra marital sexual relations are forbidden 
as they are sexually deviant behaviours. Similar to homosexual relations, they 
erode the institution of marriage, which is the foundation of reproduction, the 
family and eventually a stable, civilized and prosperous society. Adolescents 
should, therefore, be taught to abstain from sexually deviant behaviours in order 
to mitigate the impact of HIV and AIDS and enhance their prospects for building 
stable and successful marriage relations in future.   
  
HIV/AIDS Clubs need to organize activities which will enable their members to 
acquire these competences. Such activities may assume the forms of sports and 
games, drama, debates and public lectures to be offered by role models in all 
walks of life – religious leaders, politicians, academicians, entrepreneurs, artists, 
etc. As discussed below, besides sexuality education, exposure to 
communication and negotiating skills for assertiveness is also essential in 
promoting behaviour change.    
 
7.2 Communication and Negotiating skills for Assertiveness 
(i) Communication 
This is a process of transferring information from one entity to another whilst 
assertiveness is a form of communication in which needs or wishes are stated 
clearly with respect for oneself and the other person in the interaction. 
Combining the two together negotiation skills are then developed. The process 
involves two or more parties seeking to find common ground on an issue or 
issues of common interest in order to arrive at an acceptable agreement that is 
honoured by the parties concerned. In order to integrate negotiation skills in the 
teaching-learning process, the following elements among others, have to be 
highlighted: 

• Methods of communication – pros and cons for appropriateness  
• Differences between talking and communicating  
• Effects of words, voice and body language  
• Emotionally intelligent communication  
• Questioning and listening skills  
• Saying "no"  
• Effect of emotions on our ability to communicate  

 
(ii) Assertiveness 
This is a form of behavior which demonstrates your self-respect and respect for 
others. As already hinted, the basis of assertiveness is a social context in which 
an individual is: 

• Aware of himself and his vulnerability to risk factors. 
• Value himself and live in order to achieve his goals.  
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• Value others.  
• Able to cope with stress and trauma.  
• Ready to make informed decisions, face and accept the consequences. 
 

Assertiveness is not a behaviour or a personality; so people who are not naturally 
assertive can learn or taught to become so. Furthermore, assertiveness is not 
about getting your own way at all costs, or being more aggressive in the 
workplace. Somebody who benefit from training in assertiveness may have a 
tendency to be passive or aggressive or a combination of the two. An important 
part of assertiveness is the way you behave towards yourself, so self-esteem and 
self-confidence are also addressed in assertiveness. Sub-topics include:  

• Being assertive with yourself  
• Building self-esteem  
• Body language and tone of voice  
• Projecting an assertive image  
• criticism and praise  
• Saying “no”  
• Apologizing  
• Managing emotions  

 
(iii) Negotiating skills 
Negotiating is a vital part of communicating, living and working together as well 
as a formal business skill.  In most of the negotiating we do at work and in our 
personal lives, we need to achieve a win-win outcome, where both sides feel that 
agreement is to their benefit.  The behaviours required to achieve a win-win and 
build good working relationships are practised in training in negotiating skills. 
The sub-topics include: 

• Effective negotiating behaviours.  
• Emotional intelligence in negotiation.  
• Influencing styles and strategies.  
• Using your power.  
• Turning features into benefits.  
• Negotiating with “difficult” people.  
• Closing the negotiation. 

 
Activity 
Discuss how communication and negotiating skills for assertiveness can mitigate 
the impact of HIV and AIDS. 
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SECTION 8 
 

Situational Analysis of HIV and AIDS 
 
8.1 Situational Analysis of HIV/AIDS 
This is a form of research which is carried out in order to establish causes and 
impact of HIV and AIDS in a specific area. Such a study was carried out at the 
OUT in 2009 (OUT, 2010a). A two pronged approach is essential in situational 
analysis. First, issues of concern that need to be addressed are identified. 
Secondly, the environment is scanned and assessed in order to establish the 
underlying causes for the issues of concern. With situational analysis, it is 
feasible to recommend, design and implement appropriate preventive and impact 
mitigation programmes to address issues of concern in the context of HIV and 
AIDS. 
 
In the case of the OUT, the study had the following specific objectives (issues of 
concern):  

(i) Find out the nature and level of awareness on HIV/AIDS among 
staff, students and other community members. 

(ii)   Assess the nature and magnitude of the impact of HIV/AIDS 
among the        specified target groups. 

(iii)   Assess the perception, attitudes and practices of students and staff 
to HIV/AIDS. 

(iv)  Establish the pattern and causes for cases of staff absenteeism from 
work, morbidity and mortality. 

(v)  Establish the predisposing factors to HIV/AIDS among students 
and staff   such as sexual practices, excessive alcohol use, drug 
abuse, etc. 

(vi)  Document specific measures adopted to enable the OUT 
Community address the HIV/AIDS pandemic and analyse the 
strengths and weaknesses of the same. 

(vii)   Recommend practical intervention measures for addressing the 
HIV/ AIDS pandemic among staff and students including students’ 
counselling and guidance, gender awareness, integrity practices, 
training and use of counselors and peer educators. 

(viii)   Identify the role the OUT in addressing the HIV/AIDS pandemic in 
the     country. 

 
Besides other findings, the study recommended for staff, students and 
community members to be assisted to carry out situational analysis by focusing 
on the following issues: 

• Identification of the common/prevailing factors for HIV transmission in 
your Zone/Region/Centre. 
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• Assessment of the impact, nature and level of HIV/AIDS awareness in 
your Region/ Centre.  

• Documentation of what has been done in your Region/Centre to combat 
HIV/AIDS. 

• Assessment of the effectiveness of the efforts made by the 
Region/Centre to combat HIV/AIDS and how they can be improved.  

• Planning for modalities for improvement. 
 
Consult the Essential Planning Package for Higher Learning Institutions in order 
to find out the kind of activities recommended to be employed to address issues 
arising from different thematic areas (Table below).  
 
Table 4: Proposed Activities to Address Specific Issues 
Thematic Area 1: Enabling environment 

S/N Issues Activities Target Group 

1. Inadequate sharing of 
HIV and AIDS 
information between 
communities and 
institutions 

• Develop and Disseminate HIV and 
AIDS IEC materials 

• Conduct Seminars/ Workshops to 
share relevant HIV and AIDS 
information  

Staff, Students, 
Communities 

2. Unrevealed health 
status of  members in 
the communities as 
well as in institutions 
 

•  Carry out Workshops/Seminars to 
raise awareness for VCT services 

• Train staff, procure equipment for 
VCT 

•  Renovate rooms for VCT 

• Mobilize the target groups to go for 
VCT services  

• Expand Institutional VCTs to include 
communities 

• Link Institutions to VCT services 
 

Staff, Students, 
Communities 

Thematic Area 2: Prevention 

3. Lack of workplace HIV 
and AIDS  
interventions to 
address sexual 
interactions between 
students, staff and 
communities 

• Identify and categorize sexual 
interactions among students, staff 
and communities  

• Design and implement workplace 
programs to address identified risky 
interactions 

• Reinforce regulations guiding staff 
and students ethics and conduct  
 

Students, Staff and 
Communities 

4. Inadequate coverage 
of Prevention of 
Mother To Child 
Transmission [PMTCT] 

• Provide education on PMTCT 
services 

• Provide PMTCT services  

• Develop referral mechanisms for 
PMTCT services  

Students, Staff and 
Communities 
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Thematic Area 3: Care, Treatment and Support 

5. Inadequate care, 
treatment and support 
services 

• Identify magnitude of the 
demand 

• Plan for the provision of 
care, treatment and support 
services 

• Mobilise for resources 

• Provide  care, treatment  and 
support services 

Staff, Students and 
Communities 

6. Lack of Home based  
Care [HBC] and 
support services 

• Identify magnitude of the demand 

• Plan for the provision of home 
based care 

• Mobilise  resources 

• Provide  home based care 

Staff, Students and 
Communities 

Thematic Area 4: Impact Mitigation 

7. Lack of Institutional 
planning to respond to 
the impact of HIV and 
AIDS 

• Identify institutional 

•  response to the impact 

• Integrate the response in 

•  institutional planning  

Staff and Students 

8. Limited empowerment 
to PLHIV to effectively  
respond to their needs 
and rights 

• Organise seminars/workshops to 
sensitise PLHIV on their needs and 
rights 

• Disseminate IEC materials 

Staff, Students and 
Communities 

 
Activity 
Study carefully the Report of the Situational Analysis of HIV and AIDS at the 
OUT, in order to familiarize yourself with its findings and recommendations. Do 
you find it necessary to carry out a similar study now?  
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SECTION 9 
 

Life Skills 
 
9.1 What are Life Skills? 
The Great Greek Philosopher, Socrates, is on record to have noted the need to 
“know thyself” (Module 7). Once you know yourself it is easier to learn and 
adopt life skills which are “the abilities for adaptive and positive behaviour that 
enable individuals to deal effectively with the demands and challenges of 
everyday life" (WHO) (Ibid). Life skills have also been defined as “a behaviour 
change or behaviour development approach designed to address a balance of 
three areas: knowledge, attitude and skills” (UNICEF) (Ibid). The UNICEF 
definition is based on research evidence that suggests that shifts in risk 
behaviour are unlikely if knowledge, attitudinal and skills based competency are 
not addressed. 
 
Life skills are essentially those abilities that help promote mental well-being and 
competence in young people as they face the realities of life. They can be 
utilized in many content areas: prevention of drug use, sexual violence, teenage 
pregnancy, HIV/AIDS prevention and suicide prevention. They are also relevant 
in consumer education, environmental education, peace education or education 
for development, livelihood and income generation, among others. In short, life 
skills empower young people to take positive action to protect themselves and 
promote health and positive social relationships (Ibid). 
 
9.2 Core Life Skill Strategies and Techniques 
UNICEF, UNESCO and WHO have identified ten core life skill strategies and 
techniques as follows (Ibid): 

(ix) Problem solving 
(x) Critical thinking 
(xi) Effective communication skills 
(xii)  Decision – making 
(xiii)  Creative thinking 
(xiv) Interpersonal relationship skills 
(xv) Self- awareness building skills 
(xvi) Empathy 
(xvii)   Coping with stress 
(xviii)  Coping with emotions 

 
Self-awareness, self-esteem and self-confidence are essential tools for 
understanding one’s strengths and weaknesses. Consequently, the individual is 
able to discern available opportunities and prepare to face possible threats. This 
leads to the development of a social awareness of the concerns of one’s family 



 35

and society. Subsequently, it is possible to identify problems that arise within 
both the family and society. 
 
With life skills, one is able to explore alternatives, weigh pros and cons and 
make rational decisions in solving each problem or issue as it arises. It also 
entails being able to establish productive interpersonal relationships with others. 
Below, we shall elaborate further these life skills under three categories: 

(i) Problem solving and critical thinking skills. 
(ii)  Interpersonal/Communication skills. 
(iii)  Coping and self – management skills 

 
(i) Problem solving and critical thinking skills 
Besides being able to search for, collect and analyse information, the individual 
must also be skilled at evaluating the future consequences of their present 
actions and the actions of others. They need to be able to determine alternative 
solutions and to analyze the influence of their own values and the values of those 
around them. 
 
(ii) Interpersonal/Communication skills  
Include verbal and non-verbal communication, active listening, and the ability to 
express feelings and give feed back. Also in this category, are negotiation/refusal 
skills and assertiveness skills that directly affect ones’ ability to manage conflict. 
Empathy, which is the ability to listen and understand others’ needs, is also a 
key interpersonal skill. Teamwork and the ability to cooperate include 
expressing respect for those around us. Development of this skill set enables the 
adolescent to be accepted in society. These skills result in the acceptance of 
social norms that provide the foundation for adult social behaviour. 
 
(iii) Coping and self - management skills  
Refer to skills to increase the internal locus of control, so that the individual 
believes that they can make a difference in the world and affect change. Self 
esteem, self-awareness, self-evaluation skills and the ability to set goals are also 
part of the more general category of self-management skills. Anger, grief and 
anxiety must all be dealt with, and the individual should learn to cope with loss 
or trauma. Stress and time management are key factors, as are positive thinking 
and relaxation techniques. 
 
9.3 Outcomes of Life Skills-Based Education 
Programmes aimed at developing life skills have produced the following effects: 
lessened violent behaviour; increased pro -social behaviour and decreased 
negative, self-destructive behaviour; increased the ability to plan ahead and 
choose effective solutions to problems; improved self-image, self-awareness, 
social and emotional adjustment; increased acquisition of knowledge; improved 
classroom behaviour; gains in self control and handling of interpersonal 



 36

problems and coping with anxiety; and improved constructive conflict resolution 
with peers, impulse control and popularity. Research studies have also shown 
that sex education based on life skills was more effective in bringing about 
changes in adolescent contraceptive use; delay in sexual debut; delay in the 
onset of alcohol and marijuana use and in developing attitudes and behaviour 
necessary for preventing the spread of HIV/AIDS. 
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SECTION 10 
 

Research Agenda 
 
It is widely claimed that HIV and AIDS is an over - researched field. Is this true? 
Many people believe, however, that existing researches are limited in quality and 
scope. They mostly focus on sensitization and awareness creation. While life and 
physical sciences are forging ahead with deep – seated research work in the 
epidemiology, clinical and nutrition aspects of HIV and AIDS, the social 
sciences are yet to make an impact in the area of behaviour change in the 
society. The Essential Minimum Planning Package for Higher Learning 
Institutions as well as the challenges of pursuing the three “0” rates by 2015 
provide the basis for a comprehensive research agenda in HIV and AIDS in life, 
physical and social sciences.   
 
Having studied these notes, can you identify areas in which our knowledge, 
experiences and skills need to be clarified or even enhanced through further 
research? Try to itemize carefully such areas, as shown below.  

(i) Which factors contribute to the high prevalence of HIV and AIDS in 
Iringa Region compared to other Regions in Tanzania? 

(ii)  Why has the Mainland a higher HIV and AIDS prevalence than 
Zanzibar? 

(iii)  Which innovative Life Skills may be employed in order to mitigate 
HIV and AIDS in Tanzania? 

(iv) How can stress management be employed as a technique of curbing  
HIV and AIDS in Tanzania? 

(v) What is the role of gender awareness in effective communication 
and negotiation skills for assertiveness to reduce HIV and AIDS 
prevalence in Tanzania? 

(vi) Awareness raising techniques to specific socio-economic groups for 
Voluntary Testing and Counselling (VTC) in HIV and AIDS in 
order to realize the three “0” rates. 

(vii)  What are the legal implications of pursuing and realizing the three 
“0” rates by 2015? 

 
Activity 
Study the matrix on Essential Minimum Planning Package and identify areas 
where research is essential. 
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Table 5:  Essential Minimum Planning Package for Higher Learning   
Institutions 

Thematic  Area1: Enabling Environment 

S/N Issues Interventions Tentative Activities Target Group 

1 Differing levels of HIV 
and AIDS awareness 
between institutions 
and communities 
 

Advocacy  on HIV and 
AIDS to institutions 
and communities 

• Conduct study to identify 
knowledge gaps  

• Disseminate the study 
findings  

• Develop and carry out 
sensitization workshops for 
institutions and 
Communities 

• Develop and Disseminate 
HIV and AIDS IEC materials  

Staff, 
Students, 
Communities 

Undefined relationship 
between communities 
and the institutions i.e. 
family, sexual etc. 

Research / Surveys  • Conduct study to identify 
existing relationships  

• Disseminate the study 
findings  
 

Staff, 
Students, 
Communities 

Inadequate sharing of 
HIV and AIDS 
information between 
communities and 
institutions 

Information, Education 
and Communication 
[IEC] materials 

• Develop and Disseminate 
HIV and AIDS IEC materials 

• Conduct Seminars/ 
Workshops to share 
relevant HIV and AIDS 
information  

Staff, 
Students, 
Communities 

Unrevealed health 
status of  members in 
the communities as 
well as in institutions 
 

HIV and AIDS 
voluntary counselling 
and testing  

•  Carry out 
Workshops/Seminars to 
raise awareness for VCT 
services 

• Train staff, procure 
equipment for VCT 

•  Renovate rooms for VCT 

• Mobilize the target groups to 
go for VCT services  

• Expand Institutional VCTs to 
include communities 

• Link Institutions to VCT 
services 

Staff, 
Students, 
Communities 

Lack of mainstreaming 
of HIV and AIDS 
issues in institutions 
and communities 
activities 
 

Mainstreaming of HIV 
and AIDS in the 
institutions’ policies 
and development 
plans to cater for 
communities 

• Conduct Situational analysis 
to identify risk factors and 
behaviours and conducts 

• Mainstream HIV and AIDS 
into the institutional 
strategic plans 

• Mobilize resources for 
implementing  Strategic 
plans  

 
Staff, 
Students, 
Communities 

 Non – adherence to 
rules, regulations and 
ethics [e.g., ensuring 
professionalism on 
role modeling, 
emphasizing zero 

Reviewing, 
strengthening and 
enforcement of rules 
and regulations on 
staff and students 
relationships 

• Print and distribute rules 
and regulations to staff and 
students 

• Carry out regular workshops 
to sensitise the staff and the 

Staff, 
Students 
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tolerance towards 
student sexual 
exploitation] 

students on the Institution 
rules and regulations  

• Develop mechanisms for 
tracking adherence to rules 
and regulations  

• Enforce compliance to rules 
and regulations  

 Inefficient HIV and 
AIDS coordination 

Improve HIV and 
AIDS Coordination 

• Establish/strengthen 
Technical AIDS Sub-
Committees   

• Develop and implement 
capacity building programs 
for TASC members 

• Mobilize resources for 
implementing TASC plans 

TASC 
 

 Limited commitment 
from the management 
and staff 

Advocate for support 
from management 
and staff  

• Incorporate the HIV and 
AIDS agenda in the 
management and other 
statutory  meetings  

Institution  

 Lack of up-to-date 
evidence based 
information on HIV 
and AIDS 

Regular review of HIV 
and AIDS Situational 
Analysis [SA] 

• Review and update existing 
SA  

• Disseminate results of the 
SA 

Institution 

 Absence/outdated HIV 
and AIDS policies and 
strategies 

Improve institutional 
specific policies and 
strategies for guiding 
HIV and AIDS 
interventions  

• Develop/Review Institutional 
policies and strategies  

• Disseminate updated 
policies and strategies  

Institution 

 Lack of HIV and AIDS 
institutional  database 

Ensure existence of 
Education 
Management 
Information Systems 
(EMIS) that are 
sensitive to HIV and 
AIDS 

• Procure and install EMIS 
software package  

• Review existing EMIS and 
incorporate HIV and AIDS 
issues  

• Build the capacity of the 
responsible staff for data 
management 

Staff, 
Students  

 Limited inclusion of 
HIV and AIDS issues 
in the students 
organization’s 
constitutions 

Students 
organizations 
Constitutions 
mainstream HIV and 
AIDS 

• Review students 
organizations  constitution 
to incorporate HIV and 
AIDS issues 

Students 

  
Limited proactive 
students leadership on 
HIV and AIDS 

Students leaders take 
proactive roles with 
clarity  and 
accountability on HIV 
and AIDS response 

• Sensitize students 
leadership to take up active 
roles in HIV and AIDS  

• Carry out study visits for the 
students leaders  

Students  

 Limited knowledge 
and support on 
Human rights by 
students’ 
organizations 

Students’ 
Organizations to 
advocate for  human 
rights including stigma 
and discrimination of 
all students, 
regardless of 

• Conduct 
workshops/seminars 
sessions on human rights  

 

Students  
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differences in gender, 
sexuality, ideology, 
religion, ethnicity, etc.  

 Limited collaboration 
with media, sports and 
cultural institutions 
and other 
stakeholders in 
preparing and 
disseminating 
appropriate 
information on HIV 
and AIDS 

Collaboration with 
media, sports and 
cultural Institutions 
and other 
stakeholders in 
preparing and 
disseminating 
appropriate 
information on the HIV 
and AIDS epidemic  

• Identify suitable media, 
sports and cultural 
institutions to collaborate 
with 

• Develop and conduct HIV 
and AIDS related programs 
[ bonanza, road shows, 
sports and other events] to 
sensitize staff and students  

• Prepare periodic 
media/press 
statement/release to inform 
the public on HIV and AIDS 
interventions in the HLIs 

Staff, 
Students 

 Lack of access and 
availability of HIV and 
AIDS key documents 

Institutions to ensure 
accessibility of HIV 
and AIDS key 
documents  

• Follow-up and procure 
relevant key documents - 
policies, strategies and 
guidelines, both in hard and 
soft copies 

• Disseminate key documents 
to Staff and Students  

• Create/update webpage to 
cater for HIV and AIDS and 
link with National and 
International HIV and AIDS 
web-pages/websites 

Staff and 
Students  

 Limited HIV and AIDS 
forums 

Institutions to support 
establishment of 
clubs/ societies [for 
drama, acting plays, 
debates, sports] to 
champion for HIV and 
AIDS and Gender 
issues  

• Establish and strengthen 
clubs/societies for HIV and 
AIDS and gender issues  

• Create e-forum to discuss 
HIV and AIDS among 
members 

Staff, 
Students and 
Communities 

 Inadequate support 
services for students 
and staff living with 
HIV and AIDS 

Institutions to 
collaborate and 
support students and 
staff Living with HIV 
and AIDS  

• Design mechanism for 
identifying PLHIV and their 
needs 

• Provide  support  to PLHIV 
in line with Institutional 
policy  

• Provide counseling services 

Students, 
Staff and 
Communities 

Thematic Area 2: Prevention 

 
2 
 
 

Limited HIV and 
AIDS and sexual 
reproductive health 
knowledge 

Capacity building for 
staff and students 

• Equip staff and students 
with HIV and AIDS 
knowledge including Sexual 
Reproductive Health 

Staff, 
Students 

Inadequate 
knowledge on 
Abstinence, Be 
Faithful, Condom 

Expand Knowledge on 
ABCDE  

• Conduct focused 
awareness sessions on HIV 
and AIDS  

• Conduct operational 

Students, 
Staff and 
Communities 
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use, Disclosure and 
Empowerment [ 
ABCDE]  principles 
within the institutions 
and communities 

research on ABCDE  

• Develop and disseminate 
IEC materials  

Increased risk of 
infection among the 
most vulnerable 
groups in institutions 
and communities 

Reduce risks of 
infection among the 
Vulnerable 
groups/population 

• Identify and categorize 
vulnerable 
groups/populations and the 
respective risks  

• Design and implement 
programs to address 
identified risks  

Students, 
Staff and 
Communities 

Lack of workplace 
HIV and AIDS  
interventions to 
address sexual 
interactions between 
students, staff and 
communities 

Develop workplace 
interventions 

• Identify and categorize 
sexual interactions among 
students, staff and 
communities  

• Design and implement 
workplace programs to 
address identified risky 
interactions 

• Reinforce regulations 
guiding staff and students 
ethics and conduct  

Students, 
Staff and 
Communities 

Limited  quality, 
gender responsive 
and youth friendly 
Sexually Transmitted 
Infections [STI] 
services 

Provision of STI 
services 

• Provide Health education on 
STIs and HIV and AIDS 

• Establish/Strengthen STI 
clinics 

• Link students and staff with 
existing STI clinics  

Students, 
Staff and 
Communities 

Less uptake of HIV 
testing and 
counselling services 

Promote HIV and 
AIDS voluntary 
counselling and 
testing  

• Facilitate mobile VCT 
services around the HLI  

• Train the health staff on 
VCT skills 

Students, 
Staff and 
Communities 

Inadequate coverage 
of Prevention of 
Mother To Child 
Transmission 
[PMTCT]  

Expand PMTCT 
service coverage 

• Provide education on 
PMTCT services 

• Provide PMTCT services  

• Develop referral 
mechanisms for PMTCT 
services  

Students, 
Staff and 
Communities 

 Inadequate supply,  
consistence and 
correct use of female 
and male condoms 

Condom  Promotion, 
supply and use 

• Procure quality  female and 
male condoms from 
reliable/appropriate sources 

• Train staff and students on 
correct and consistent use 
of condoms  

• Follow-up to ensure 
consistent and reliable 
supply of condoms 

Students, 
Staff and 
Communities 

Limited means of 
prevention of HIV 
transmission  
through exposure to 
contaminated body 

Pre and Post 
exposure prophylaxis 
and safe blood 
transfusion service  

• Develop a system to protect 
personnel serving in health 
facilities and non health 
laboratories  from accidental 
infections 

Staff 
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fluid and instruments • Provide protective gears  

• Train the staff on 
occupational health hazards  

Lack of evidence 
based planning for 
new prevention 
strategies / 
interventions 

Develop new 
prevention strategies 
based  on evidence  

• Carry out situational 
analysis  

• Design program/strategy 
based on findings 

• Disseminate and implement 
designed strategies 

Students, 
Staff and 
Communities 

Lack of 
comprehensive HIV 
and AIDS prevention 
education programs  

Introduce /strengthen 
comprehensive HIV 
and AIDS prevention 
education programs.  

• Develop comprehensive 
HIV and AIDS prevention 
education program 

• Develop and distribute IEC 
materials  

Students, 
Staff and 
Communities 

Limited HIV and 
AIDS information 
and knowledge  

Ensure availability  of 
information and 
communication 
materials on HIV and 
AIDS 

• Develop and distribute IEC 
materials 

Students, 
Staff and 
Communities 

HIV and AIDS and 
life skills not 
mainstreamed in 
High Learning 
Institutions [HLIs] 
curricula 

Mainstream HIV and 
AIDS and Life Skills 
education into HLI 
curricula at all levels 

• Develop life skills packages   

• Train the teaching staff on 
the life skills and HIV and 
AIDS 

• Review HLI curricula to 
include  Life skills and HIV 
and AIDS  

Staff and 
Students 

Limited current, 
accurate and 
comprehensive HIV 
and AIDS 
information on 
behaviour choices 

Ensure availability of 
current,  accurate and 
comprehensive 
information on 
behavior choices to all 
staff and students  

• Customise/Adapt Behavior 
Change Communication 
[BCC] programs and 
materials  

• Train the staff and students 
on BCC 

Students, 
Staff and 
Communities 

 Unsafe sex 
practices for both 
staff and students  

Ensure availability of 
safe sex programs 
 
  

• Promote use of female and 
male condoms  

• Provide Life skills education 
for safe sex 

• Develop IEC material for 
safe sex 

• Sensitize staff and students 
on safer sexual practices  

Students, 
Staff and 
Communities 

Existence of sexual 
abuse among female 
students and  
operational staff   

Involve students 
organizations and 
trade unions in 
designing and 
introducing HIV 
prevention programs 
and services which 
pay particular 
attention to the 
protection of female 
students and 
operational staff, since 
these have been 

• Identify sexual abuse 
practices  

• Involve students 
organizations and trade 
unions  in designing 
appropriate measures to 
address sexual abuse 
practices  

• Facilitate establishment of 
networks to empower 
females students against 
sexual abuse tendencies 

Staff and 
Students 
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identified as the most 
vulnerable socio-
sexual categories to 
HIV infection 

Lack of 
empowerment 
programs to address 
sexuality among staff 
and students    

Staff and Students’ 
organizations to 
facilitate programs for 
empowerment of 
students to 
communicate on 
matters related to sex 
and sexuality 

• Develop programs for 
empowerment of students 
and staff to communicate 
clearly on matters related to 
sex and sexuality  

• Implement programs for 
empowerment of students 
and staff 

Staff and 
Students 

 Existence of 
chauvinistic  
tendencies in  HLIs 

Eliminate chauvinistic  
tendencies inherent in 
HLIs 

• Identify chauvinistic 
tendencies in HLIs  

• Develop programs to 
address chauvinistic 
tendencies among students 
and staff 

• Implement programs to 
address chauvinistic 
tendencies   

Staff and 
Students 

 Limited programs for 
peer education 

Ensure availability of 
programs for peer 
education  

• Develop and promote 
programs for peer education 

• Implement programs for 
peer education  

Staff and 
Students 

 Drug use and 
alcoholism  
 

Free HLI from drug 
use and alcohol abuse  

• Develop advocacy 
programs to address drug 
use and alcoholism in  HLIs 

• Implement programs for 
addressing drug use and 
alcoholism  

Staff and 
Students 

 Thematic  Area 3: Care, Treatment and Support 

3 Inadequate care, 
treatment and 
support services 

Availability of care, 
treatment and support 
services to the 
infected and most 
affected 

• Identify magnitude of the 
demand 

• Plan for the provision of 
care, treatment and support 
services 

• Mobilise for resources 

• Provide  care, treatment 
and support services 
 

Staff, 
Students and 
Communities 

 Lack of Home based  
Care [HBC] and 
support services 

Provision of Home 
based  care  

• Identify magnitude of the 
demand 

• Plan for the provision of 
home based care 

• Mobilise  resources 

• Provide  home based care 
 

Staff, 
Students and 
Communities 

 Lack of mechanism 
for assessing 
treatment for staff 
and students  

Mechanism for 
assessing treatment 
for staff and students 

• Plan for the provision of 
home based care 

• Mobilise resources 

• Provide  home based care 
 

Staff, 
Students and 
Communities 
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Thematic  Area 4: Impact Mitigation 

4 Limited mechanism 
for impact 
mitigation for most 
vulnerable groups 
/population 

Mechanism for 
mitigating the HIV and 
AIDS impacts to 
Vulnerable 
groups/population 

• Assess the strengths and 
weakness of existing 
mechanism 

• Plan for the provision of 
home based care 

• Mobilise resources 

• Provide  home based care 

Staff, 
Students and 
Communities 

Lack of Institutional 
planning to 
respond to the 
impact of HIV and 
AIDS 

Strategic planning for 
affected students and 
staff 

• Identify institutional 
response to the impact 

• Integrate the response in 
institutional planning  

Staff and 
Students 

Limited 
empowerment to 
PLHIV to 
effectively  respond 
to their needs and 
rights 

Initiate programs to 
empower staff and 
students living with 
HIV and AIDS  

• Organise 
seminars/workshops to 
sensitise PLHIV on their 
needs and rights 

• Disseminate IEC materials 

Staff, 
Students and 
Communities 

 
 

Limited material 
and social support 
to infected and 
affected staff, 
students and 
communities 

Provision of material 
and social support to 
infected and affected 
staff, students and 
communities 

• Identify needs 

• Mobilise resources 

• Provide material and social 
support  

Staff, 
Students and 
Communities 

Thematic Area 6: Monitoring  and Evaluation 

5 Lack of linkage of 
established 
national M&E 
framework  

Develop mechanism 
to link Institutional HIV 
and AIDS information  
with the national M&E 
framework [Tanzania 
Output Monitoring 
System for HIV and 
AIDS (TOMSHA)] 

• Establish Institutional 
database 

• Link with TOMSHA 

Institution 

Thematic Area 5: Cross - Cutting Issues 

6 Inadequate 
inclusion of gender 
issues in HIV and 
AIDS programmes 

Mainstream Gender 
in HIV and AIDS 
programmes 

• Conduct Situational analysis 
to identify areas of 
mainstreaming gender in 
HIV and AIDS programmes 

• Mainstream gender in HIV 
and AIDS programmes 

• Mobilize resources for 
implementing  the 
programmes 

Institution 

Limited  
dissemination of 
HIV and AIDS 
related research 
/survey results   

Dissemination of 
research/survey 
results 

• Identify areas for 
disseminating  HIV and 
AIDS related 
research/survey results 

• Disseminate HIV and AIDS 
related research/survey 
results 

Institution 

Inadequate 
inclusion of HIV 

Mainstream HIV and 
AIDS in public 

• Identify public services in 
which to include HIV and 

Institution 
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and AIDS issues in 
public services 

services AIDS issues  

• Include HIV and AIDS 
issues in identified public 
services 

Lack of institutional 
plan  to implement 
HIV and AIDS 
programmes  

Establish Institutional 
arrangement for 
implementation of 
HIV and AIDS 
programs  

• Include and budget  HIV and 
AIDS issues in institutional 
plans 

•  Implement institutional 
plans 
 

Institution 
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ANNEXES 
 

Annex I: Regional HIV and AIDS Statistics: 2009 
 
Region Adults and 

children 
living with HIV 

% Adult 
prevalence 

(15–49 years) 

AIDS-related deaths 
among adults and 

children 

Sub – Saharan Africa 22,500,000 5.0 1,300,000 

Middle East and North 
Africa 

460,000 0.2 24,000 

South and South East 
Asia 

4,100,000 0.3 260,000 

East Asia 770,000 0.1 36,000 

Oceania 57,000 0.3 1,400 

Central and South 
America 

1,400,000 0.5 58,000 

Caribbean 240,000 1.0 12,000 

Eastern Europe and 
Central Asia 

1,400,000 0.8 76,000 

Western and Central 
Europe 

820,000 0.2 8,500 

North America 1,500,000 0.5 26,000 

Total 33,300,000 0.8 1,800,000 

 
Source: UNAIDS Report 2011 
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MAINSTREAMING HIV/AIDS IN OUT CURRICULUM AND 
RESEARCH AGENDA,  

EDEMA CONFERENCE CENTRE, MOROGORO 
11TH – 14TH JANUARY 2012 

 
CLOSING REMARKS BY THE DEPUTY VICE CHANCELLOR 

(ACADEMIC)  
PROF. ELIFAS T. BISANDA 

 
Dear Moderator, Facilitators and Workshop Participants,  
It gives me very great pleasure to officiate the closing ceremony of this 
Workshop on Mainstreaming HIV and AIDS in OUT Curriculum and Research 
Agenda.  I understand that the main objective of the Workshop was to empower 
participants with knowledge and skills for mainstreaming HIV and AIDS in the 
University Curricula and Research Agenda, which is one of the targets of 
Strategic Objective No. 18 in the Institutional Strategic Rolling Plan 2008/09 – 
2012/13. I am very hopeful that the knowledge and skills you have acquired in 
this area, will also enable you to address ably related issues like gender 
mainstreaming and UNAIDS three zeros, in the course of organizing and 
disseminating higher education in your respective areas of specialization. I wish 
to congratulate you for carrying out the task mainstreaming HIV and AIDS in 
the University Curricula and Research Agenda rigorously and seriously.  
 
As hinted by the Vice Chancellor in his opening remarks, based on latest 
available data, the HIV prevalence is stabilising and even slightly decreasing in 
many parts of the country. Prevention efforts and the availability of effective 
treatment have reduced the impact of AIDS among the infected people. 
However, I wish to stress that we should not be complacent.  There are still over 
1.5 million Tanzanians infected with HIV and new infections are occurring in 
the country every day, including in Higher Learning Institutions, like the OUT. 
The occurrence of new HIV infections is very disturbing because almost the 
entire population is knowledgeable on HIV/AIDS and how to avoid infection. 
Meanwhile, over 400,000 reported episodes of sexually transmitted diseases are 
treated in health facilities in the country every year. Similarly, each year, the 
Ministry of Education reports on pregnancies among school girls as a major 
cause for school drop – out. These and related incidences clearly indicate lack of 
significant behaviour change and hence seriousness in combating the epidemic, 
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among Tanzanians. This situation calls for the intensification of comprehensive 
efforts to curb new HIV infections in our country. Mainstreaming of HIV and 
AIDS in the Institutional Curricula and Research Agenda is a modest attempt of 
the OUT to exploit its comparative advantages to contribute to such efforts. The 
HIV epidemic is a major threat to all efforts towards national development. Its 
impact causes widespread suffering among individuals, families and 
communities across the country.  
 
The apparent complacency in the general public in the face of this disastrous 
epidemic is certainly a matter of serious concern which the OUT should not take 
lightly. After all, fighting the pandemic is one of the institutional functions. We 
need, therefore, to take deliberate and cost - effective measures to ensure that we 
put in place best practice workplace HIV/AIDS programme, whose features 
include:  

(i) Mainstreaming HIV and AIDS in the Institutional core functions of 
knowledge creation, dissemination and provision of public service.  

(ii)  HIV/AIDS Policy which sensitises workers on the pandemic; 
prohibits discrimination and addresses prevention and post – 
infection needs. 

(iii)  Promotion of work place safety – a healthy and safe working 
environment which does not encourage transmission of HIV/AIDS. 

(iv) HIV/AIDS Programme focusing on prevention and care initiatives, 
with adequate monitoring and evaluation framework. 

(v) HIV/AIDS related training offered regularly and provision of 
information and data which address issues of concern at the 
workplace. 

(vi) Outreach services through family days and sports bonanza. 
(vii)  Information Education and Communication materials designed to 

promote Behaviour Change Communication (BCC).  
(viii)  Availability of support Services particularly VCT, treatment centres 

and home based care. 
 

Finally, I wish to thank the Moderator, Mr. Nyagwaru from TACAIDS, for 
kindly agreeing to share his invaluable experiences with us in this Workshop.  I 
wish also to express sincere gratitude to the SADC HIV and AIDS Project under 
the coordination of the National University of Lesotho, for funding the 
Workshop. I am certain that we will prove to them that we are worth their 
generosity by pursuing the objectives of the Workshop effectively and 
efficiently.  Needless to add that the “litmus test” for this commitment, is to 
pursue relentlessly the dream of “Tanzania free from HIV/AIDS infections, 
deaths, stigma and discrimination” by 2015.  Certainly, the initial step should 
start where we are at the OUT. I now have the honour of declaring this 
Workshop, formally closed. I thank you for your attention.  
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