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HIV Prevention and Orphans Support in Zambia:
Responding to the Orphan Generation

Requesting Agency: UNICEF Lusaka, Zambia

Geographic Location: Eastern and Southern Africa: Zambia

Piviposed Duration: 9992001

Budget: US § 1,476,000 ‘

Collaborating Ministry: Ministry of Sport, Youth and Child Development

Potential Partners: UNAIDS, UNFPA, UNICEF National Committees and
USAID.

Cooperating Ministries will include Sport, Youth and Child
Development; Legal Affairs; Health; Education;
Community Development and Social Services.

Key NGOs will include CHIN, Chikankata, the Copperbelt
Health Education Project, Zambia Community Schools
Secretariat, Family Health Trust, Kanyama Peer Education
Project, Kara Counseling Training Trust and other
community based and religious institutions.

Geographic Coverage: National.
Description of the Proposal
Problem:

There are an estimated 1.5 million orphans in Zambia in 1998. The HIV/AIDS epidemic in Zambia is
among the most serious in the world, and the proportion of children under 15 who are orphans (32%) is
also among the highest in the region.  The proportion of children orphaned by AIDS will continue to
increase through 2010 at the earliest, bringing the total to over 2 million. Assumptions by the National
ALDS, STD and Leprosy Programmme that HIV prevalence rates peaked at 20% of adults in 1997 lead to the
concluzion that the proportion of children who are orphans will remain unusually high for the next three

decadea oot longper.

Fhe viet majoriy of orplans i Zambi e stull beng absorbed by the extended family. Almost three-
quirters ol all Zambian houscholds contain at least one orphan. Their carctakers are predominantly
woren. e burden ol poverty already places strains on these families thereby limited the level of care
provided 1o these childrens it s estimated that 70 % ol all houscholds are poor and 53% extremely poor -
Slproportionaict sooin ruemb arcas and amony, fenale headed houscholds. Patterns of income poverty are
matched by nutrition and health stius, fimited aceess to services and educational status.  Severe and
moderaie mialutrition (stunting) affects 42% ol all under-5s; the under-5 mortality rate is high at 197/1000
oo bl onle 25% of rural houscholds hiave aceess 1o safe water; the net primary school enrolment rates

P Ao o regular primany and secondary education is fower for orphaned children. There is also



some cvidence that they are discriminated against in terms of labour and responsibility in the household. A
study ol physical and sexual abuse in (urban) homes and schools is now being completed, and suggests that
abuse is high and common among step children. In all these respects the situation of girls is worse than that
of bovs

Among vrphans not absorbed-y the extended family system, the number of street children is estimated at
90000 nd orowing, of % are orphans. At most, only 9,000 children are accommodated in
L0.05% df' the total orphan population). Formal adoption is virtually non-existent

=

registered virphanages (i
in Zambia.

[0 response to the orphan generation, Government and community responses are currently very limited.
Government salety nets (principally the Public Welfare Assistance Scheme, PWAS), which might
contribute to support for orphans and guarantee access to education and health services, reach only 2% of
the needy. The Health Cost Care Scheme exempts under-5s, pregnant women and the elderly from user
fees bul is not etfective at exempting the needy as identified by PWAS. Instead, external support for the
lamilics assisting orphans cones primarily from civil society, which includes an array of NGOs, church
groups and community-based organizations — even here coverage is limited to perhaps 10%. In the
cducation scctor, the community school movement in Zambia has widened school access for many children
and accommodates a large number of orphans. A number of NGOs are supporting peer education through
Auti-A DY clubs, both within schools and v community.

In the ficld ol AIDS prevention, GRZ/UNICEF cooperation through the Advocacy and Education
proveanines is to support formal, community and peer education interventions.  HIV infection rates are
lowest among the 5-15 age group, which provides-a “Window of Hope”. The highest infection rates are
among 20-29 year alds (especially among girls) which highlights the urgency of addressing the needs of the
current AIDS free youth,

Objectives:

Overall, the objective of the GRZ/UNICETF programme on Advocacy, Planning and Action for Women and
Children (1997-2001) is to create an environment which places the highest priority on the needs of children
wrtd women und recognises and strives (o fulfil their rights.

Within this, the component projects have the following objectives (1997-2001):

- T strengthen Zambian sociciy's will and institutional capacities to fulfil women's and children’s
rights. .

- To promote and develop the effective use of communications, participatory methods and con munity
Dused approaches (o mobilise action towards the achievement of women's and children’s rights.

- Todevelop and support approaches which strengthen family and community cciacities to protect and
cene for chuldren o need

- To strengthen capacities to develop policies and programmes which contribute to improvements in the
wellheing of the poor, and address the rights and needs of women and children.

n the Fducation For All programume the overall objective set out in the GRZ/UNICEF Programme of
Cooperation (1997-2001) is o cnsure access to guality cducation for all children of primary school age (7-
13 years), and provide learmng opportunities to empower individuals with the skills, knowledge,
confidence and capacities required to enable them to manage life challenges and fully participate in
Zambia's challenges.

Within this, the objective of the Learning Opportunities project is:
- Tor denvelop aned expand learning opportunities and life skills education for out-of-school children and

addolescents. '



In this broader programming, context, this project proposal is’intended to secure support through UNICEF
to ntrenthen government and conununity mechanisms which most effectively assist housceholds to provide
inproved protection and care for orphans In particalar, 1o
- e wvareness ol magnitude and urgencey ot the problem;

e corernge afresponse by sovernment, NGOk and community-based organization; and,

help voung peaple (7-18) o devedop pasitive paycho-social skills (life skills)

" Summary of Proposed Support (1999-2001)

Objectives

(1999-2001)

Strategics Major Lines of Actions

= Raise awareness *  Advocacy/ =  Duala collection/ dissemination, including
of magnitude and Information rescarch and mapping existing provision of
urzency of the services (geographic and programmatic)
problen: =  Monitoring the violation of child rights through
CBOs and NGOs.

*  Support and promote effective government
safety net mechanisms

= [ncrease coverage | = Innovation/ = Assess existing coping capacity within’

demonstration of community.

ellective =  Provide technical/ financial assistance to

community-based community-based orphan support

= Support networking between governmery,

= Partnership building community-based organizations, and NGOs
and coordination o | = Evaluation of innovative approaches
arphan support *  Development and promotion of best practices
hetween (modcls of care)
Cravarnnents,
dorors and NGO

ol responte

HHcrvYenions

. Fo hielp yvormny = Prevention of = Needs assessment

people (7-18) 10
develop positive
psveho-sociul
skills (hfe skills)
which will enable

ihem (o make

FHV/ATDS through = Development, production, pre-testing of

formal, community
and peer education
channels

lifeskills materials for teachers, youth leaders
and pupils

Training of teachers

Support Sara communication initiative to
complement life-skills approach in Zambia

informed
decisions and take
charge ol their

own tives

Proposcd Actions for Implementation
National-level Advocacy

Although existing data and rescarch in Zambia have created some awareness of the increasing
pusnler b eephun, there stl! ke understanding at national Tevel of the gravity and enormity of the
chaflenee  There i no sense of urgency that this is a problem demanding immediate attention. In
collabormtion il paeiers UTCER will support a programme of advocacy with the view of gaining
political and social lcadership commitment to an immediate national initiative, and to gain resources to

Formulate sond nplenent i, |

Poeae s Loand Dot Collcction vn Ovplons




National policy and programme development must be guided by credible data and information.
Systems that regularly collect and disseminate information on the impact of HIV/AIDS on families and
claldien e parncubaely mporint When comnmumity members and local-level officials participate in
collectmy and analysing such data, they become more tamiliar with the scale and nature of the problem and
arc usually motivated to take charge and find local solutions to problems.

In collaboration with partners UNICEF will support the mapping of existing geographic and
programmatic coverage ol services for vuinerable children, families and communities. An inventory and
asscssient ol agencies providing such services will be made. At local and community level systems for
datrcollection will be developed that can be managed and acted upon at those levels. UNICEF will support
the regular updating of data to retlect changes and the impact of interventions.

In parmership with USAID and others, mechanisms and indicators would be developed to
mottor cotmunity-based processes, vutputs and impacts on families and children affected by HIV/AIDS.

Reviewing protection mechanisms for children 0-18, especially orphans

Based on the mapping excrcise and assessment of existing mechanisms, support would be iven to
strenathen protection mechanisms/ safety nets (such as the Public Welfare Assistance Scheme) — paying
particular attention to the needs of orphans and the criteria for providing support to tuem.

Promotion of Community Based Orphan Support

Considerable numbers ol community based organizations exist in Zambia that have already
accumulated valuable experiences in identification, assessment, support and assistance to children and
Funilies aflected by HIV/AIDS. Assistance has generally focused on the provision of health and education
services and Tood, clothing and shelter. However, ‘burnout’ is reported among some care-givers. There is
some indication that traditional practices, particularly regarding the role of women and inheritance, may be
changing.

b cotlaborution with partners, UNTCELR will identity appropriate community-based responses,
cvilunte their effectiveness and share lessons learnt. Communities will be supported to narrate their own
cxpericnees Lo otherss Support o the Fforme ol technieal assistance will also be given to innovative
communnty approaches which address o wider runge ol psycho-soctal needs ol vulnerable women and
children - including carly childhood development and griet counselling. Approaches which ofter more
cupport o care-civers and to cooperative arrngements for work-load sharing will be pursued. In all cases
mototiy and fessons Jemtwill be a key issue.

Develop Life Skills Programme for in-school and out-of-school children

Dby on e imtmtive o 1998 10 develop the Tite-skills approach in Zambia to help young
people (7-18) develop positive psycho-social skills which will enable them to make informed decisions and
G i ge ol then own hves (aipeaally inthe context ot HIV/AIDS), support will be provided to develop
the approach trongl formal, conmunity and peer education approaches. Government has acknowledged
the validity ol the approach, but more will need to be done to advocate and develop the approach. This will
sl eeria ks develaprent and testing of teaching and learning materials (including radio) and training

ol teachers.

Social mobilization and programme communication strategies, such as the Sara Communication
Initiative, would be used within the overall framework of lifeskills training. This programme aims to
promote community participation in debates on issues such as girls' education, HIV/AIDS and orphans,
child rights and child labour, and carcer development, thereby enhancing positive'knowledge, attitude and
hehaviour tormation and change

Strenuthening Farly Childhood Development interventions



The potential for expanding community schools and peer education initiatives to cover children 0-
7 would be assessed and communities enabled to respond to these needs on a sustainable basis.

Coordination of interventions

Collaboration among governments, donors, international organisations, NGOs and other partners
isoesential toensure that resources are mobilised and directed to the most cost-effective interventions.
Government ellorts must be directed to protect the most vulnerable children and provide essential services
tor those who are not served through community programmes. Integrated between existing services,
whethier government or non-government, must be achieved.

HINTCTEE together with other partners, will support Government to formulate national policy and
provamnie. thatare ctective, witea low cost per beneliciary and sustainable over the long term. Support
will e iven to strengthen national social welfare services including the Public Wellare Assistanc. Scheme
(PWAS) and 1o prevent abuse. Cooperation between NGOs and community-based organisaticns ‘will be
Pocicred Sopport wil e gaiven o adentily and obilise resources. Government will be assisted o ensure
ot pelicies and inbre i eeture are e place to support community interventions and innovations.

National Coverayge

Community commitment to assisting children and families affected by HIV/AIDS has already
been shown to be strong in Zambia, The growth of NGOs, the rapid expansion of the community school
movement, the growth of voluntary home-base care programmes all point to awareness and commitment.
[lowever, responses to children, families and communities aftected by HIV/AIDS have been far (oo limited
For this reason successiul mterventions will be taken to scale and advocacy will be undertaken to

promote replication by partners.

ill ‘.L,'u;)k‘

Programme supporl

Programie support lor monitormyg and evaluating project implementation and operational costs-
including a National Project Officer (Info/Comms). ~ 20% of total budget

Fstimated Budget: in US$ 1,470

ltems 1999 2000 2001

Sihabion ,-\||..|1_\-'_:1:;. ol ( -)I])|l(‘lll .: N 50,000 25,000 25,000

Fraiming NGOs/CBOs Tor monitoring child rights 50,000 | 100,000 25,000

Support o Govt, NGOs, CBOs o establish home- | 150,000 | 200,000 | 200,000
hased orphan care

Networking/Information sharing systems 50,000 25,000 50,000

Tear Bducation/Non-formal schools support 100,000 50,000 50,000

Fyvaluation of Orphan support 0 0| 50,000

S  Subtotal | 400,000 | 400,000 ] 400,000

39, local, S%NYHO technical support costs 32,000 | 32,000 | 32,000

0 O heod 60,000 [ 60,000 | 60,000

Total {492,000 | 492,000 {492,000
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UNICEF/GRZ
Programme of Cooperation for
Women and Children, 1997-2001

THE SITUATION OF CHILDREN
AND WOMEN

S ince the late 1970s Zambia has faced increasing
economic difficulty. Asemploymentand incomes
have declined, and as the economic reforms have
proceeded, over 50 percent of households have been
pushed to the brink and are unable to afford a
nutritionally adequate diet. Morbidity and mortality
rates have risen and one child in two is malnourished.

As the economic decline continued during the 1980s
and early 1990s, social sector budgets were cut, resulting
in a deterioration in both the coverage and quality of
health, education, water supply and other essential
services. Despite continuing high levels of population

their limits, thereby forcing increasing numbers of
children out of school and on to the streets to eke out
aliving. Girls and women, most often, are those who
have suffered first and most.

The growth in poverty, increasing disease burdens
(malaria, TB and diarrhoea) HIV/AIDS and the
collapse of household coping capacities is taking a
heavy human toll. Child mortality reduction trends of
the 1970s have been reversed. Infant mortality rates
have grown from 80 to 113 per 1,000 live births between
1980 and 1992 and under five mortality rates have risen
from 150t0 202. With rising HIV infection rates, these
figures are expected to increase by as much as 20 and
45 per cent respectively by the year 2000. These rates,
combined with increased adult deaths due to AIDS

growth, and urbanisation, there

related illnesses, have resulted

have been few new
investments in the social
infrastructure. Consequently,
compared to a decade carlier,
more children have less access
to quality health care; school
places have become harder to
find and drop out rates have
increased; an increasing
proportion of children are
being forced to live in poor
and congested housing in
unsanitary surroundings with
limited access to safe water
supplies; and the coping
capacities of many households
have been stretched beyond

CONTENTS

THE SITUATION OF CHILDREN AND WOMEN... 1
PROGRAMME COOPERATION: 1991-1996...... 4
Lessons Learned from Past Cooperation.............. 4
PROGRAMME COOPERATION: 1997-2001...... 5
Country Programme Preparation Process............... 5
Country Programme GOalS...........cccoceevvriivvvrennnens 5
Programme Strategies.........c.ccooeiieviiveiiiineecnn, 6
Primary Health Care and Nutrition......................... 8
Education for All..........ccccovvvnieeiveciniiier e 9
Water, Sanitation and Hygiene Education............. .. 9
Advocacy, Planning and Action for

Women and Children..........ccc.ooviiiiieiiie e 10
Country Programme Support........c..ccvevvveeeeeennnnnn, 11
Country Programme Budget...............cccoceeeevenen... 11
Coordination with Other Agencies......................... 12
Monitoring and Evaluation................cceevvveeereeeenn.. 12
Programme Management................cocveeeeeeeeennn.., 12

in a decline in adult life
expectancy from 54 years in
the mid 1980s to an estimated
45.5 years in 1992.

Child Mortality

The first year of life is a high
risk period for the new child.
Forty two per cent of infant
deaths occur within the first
month of life, largely associa-
ted with prematurity and from
one month onwards Zambian
infants suffer from very high
rates of respiratory infections,
diarrhoeal diseases and
malaria: which together
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UNICEF/GRZ
Programme of Cooperation for
Women and Children, 1997-2001

THE SITUATION OF CHILDREN
AND WOMEN

S ince the late 1970s Zambia has faced increasing
economic difficulty. Asemploymentand incomes
have declined, and as the economic reforms have
proceeded, over 50 percent of households have been
pushed to the brink and are unable to afford a
nutritionally adequate diet. Morbidity and mortality
rates have risen and one child in two is malnourished.

As the economic decline continued during the 1980s
and early 1990s, social sector budgets were cut, resulting
in a deterioration in both the coverage and quality of
health, education, water supply and other essential
services. Despite continuing high levels of population

their limits, thereby forcing increasing numbers of
children out of school and on to the streets to eke out
a living. Girls and women, most often, are those who
have suffered first and most.

The growth in poverty, increasing disease burdens
(malaria, TB and diarrhoea) HIV/AIDS and the
collapse of household coping capacities is taking a
heavy human toll. Child mortality reduction trends of
the 1970s have been reversed. Infant mortality rates
have gfdwn from80to 113 per 1,000 live births between
1980 and 1992 and under five mortality rates have risen
from 150 to 202. With rising HIV infection rates, these
figures are expected to increase by as much as 20 and
45 per cent respectively by the year 2000. These rates,
combined with increased adult deaths due to AIDS

growth, and urbanisation, there

related illnesses, have resulted

have been few new CONTENTS in a decline in adult life
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2 - Zambia

Country information
Population pyramid,

UNAIDS/WHO Working Group
on Global HIV/AIDS and STD
Surveillance

7579 Global surveiltance of HIV/AIDS and
60-64 sexually transmitted diseases (STDs) is a
joint effort of WHO and UNAIDS. The
v 45-49 UNAIDS/WHO Working Group on Global
;‘o 1034 HIV/AIDS and STD Surveillance, initiated in
November 1996, guides respective
15-19 activities. The primary objective of the
working group is to strengthen national,
0-4 regional and global structures and networks
Gender for improved monitoring and suiveillance of
HIV/AIDS and STDs. For this purpose, the
AMALE @ FEMALE working group collaborates closely with

national AIDS programmes and a number of
national and intemational experts and
institutions. The goal of this collaboration is
to compile the best information available
and to improve the quality of data needed
for informed decision-making and pianning
at national, regional and global levels. The
Epidemiological Fact Sheets are a first
output of this close and fruitful collaboration
- N across the giobe.

Indicators Year Estimate Source Following a series of consultations, the
working group and its partners established a

Total Population (thousands) 1997 8,478 UNPOP framework slandardizing the collection of
Population Aged 15-49 (thousands) 1997 3,832 UNPOP data deemed important for a thorough
Annual Population Growth 1980-1995 13 UNPOP understanding of the curment status and
; . ’ trends of the epidemic, as well as patterns
P . L .
% of Population Urbanized 1996 a UNPOP of risk and vulnerability in the population.
Average Annual Growth Rate of Urban Population  980-1996 3 UNPOP Within this framework, the Fact Sheets
Net Migration Rate collate the most recent oountr_y-speciﬁc data
GNP Per Capita (USS) 1995 400 World Bank on HIV/AIDS Prevalenlce and |nC|dgnoe.
together with information on behaviours
GNP Per Capita Average Annual Growth Rate 1985-1995 -1 World Bank (e.g. casual sex and condom use) which
Human Development Index Rank {HDI) 143 UNDP can spur or stem the transmission of HIV.
Real GDP Per Capita Rank - HDI Rank 15 UNDP The data include prevention indicators
developed by WHO's Global Programme on
Gender Related Development Index Rank 112 UNDP AIDS. which aim to measure trends in
Gender Empowerment Measure Rank 71 UNDP knowledge of AIDS, relevant behaviours,
Human Poverty Index Value (HPI) 351 UNDP anq a hpsl of qther chtqu influencing the
% Population Economic Active " ILo epidemic. Additional indicators — f(_)r
example, on care and support -- will be
Unemployment Rate included when available.
Total Adult Literacy Rate 1995 785 UNESCO
Adult Male Literacy Rate 1995 86 UNESCO Not unexpectedly, information on all of the
Adult Female Literacy Rate 1995 Al UNESCO agreed-upon indicators was not available
Male Secondary School Enrollment Ratio 1990-1995 31 UNESCO for many countries ",‘ 1997. However, the
fact sheets do contain a wealth of
Female Secondary School Ensollment Ratio 1990-1995 19 UNESCO information which allows identification of
Crude Birth Rate (births per 1,000 pop.) 1996 43 UNPOP strengths in currently existing programmes
Crude Death Rate (deaths per 1,000 pop ) 1996 10 UNPOP anq comparisons between countries and
) o regions. The fact sheets may aiso be
Maternal Mortality Rate {per 100,000 live births} 1990 940 WHO/UNICEF instrumental in identifying potential
Life Expectancy at Birth 1996 43 UNPOP partners when planning and implementing
Total Fertility Rate 1995 5.7 UNPOP improved systems.
Infant Mortalty Rate (per 1,000 live births) 1996 112 UNICEFIUNPOP The fact sheets can be only as good as
. information made available to the
Under Five Mortaity Rate (per 1,000 live births) 1996 202 UNICEF/UNPOP UNAIDSAWHO Working Group on Global
% Population Access to Safe Water 1990-1996 27 UNICEF HIV/AIDS and STD Surveillance.
% Population Access to Adequate Sanitation 1990-1996 64 UNICEF ) Therefore, the working group would like to

encourage all programme managers as
well as national and international experts
to communicate additional information to
the working group whenever such
information becomes available. The
working group also welcomes any
suggestions for additional indicators or
information proven to be usefut in national
or international decision making and
planning.

Contact address:

UNAIDS/WHO Working Group on Global HIV/AIDS and STD Surveillance
20, Avenue Appia

CH- 1211 Geneva 27

Switzerland

Fax: +41-22-791-4878

e-mail: Surveillance@UNAIDS .org

hitp:/fwaww . who .ch/emc/diseases/hiv

hitp://mawww.unads.org
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Estimated number of people living with HIV/AIDS

In 1997 and during the first quarter of 1998, UNAIDS and WHO worked closely with national governments and research
institutions to recalculate current estimates on people living with HIV/AIDS. These calculations are based on the previously
published estimates for 1994 (WER 1995; 70:353-360) and recent trends in HIV/AIDS surveillance in various populations.
Epimodel 2, a microcomputer programme originally developed by the WHO Globa!l Programme on AIDS, was used to
calculate the new estimates on prevalence and incidence of AIDS and AIDS deaths, as well as the number of children
infected through mother-to-child transmission of HIV, taking into account age-specific fertility rates An additional
spreadsheet model was used to calculate the number of children whose mothers had died of AIDS.

The current estimates do not claim to be an exact count of infections. Rather, they use a methodology that has thus far
proved accurate in producing estimates which give a good indication of the magnitude of the epidemic in individual
countries. However, these estimates are constantly being revised as countries improve their surveillance systems and
collect more information. This includes information about infection levels in different populations, and behaviours which
facilitate or impede infection.

Adults in this report are defined as women and men aged 15 to 49. This age range covers peaple in their most sexually
active years. While the risk of HIV infection obviously continues beyond the age of 50, the vast majority of those who
engage in substantial risk behaviours are likely to be infected by this age. Since population structures differ greatly from
one country to another, especially for children and the upper adult ages, the restriction of the term adult to 15-to-49-year-
olds has the advantage of making different populations more comparable. This age range was used as the denominator in
calculating adult HIV prevalence.

. Estimated number of adults and children living with HIV/AIDS, end of 1997

These estimates include ail people with HIV infection, whether or not they have developed
symptoms of AIDS, alive at the end of 1997

Adults and children 770000
Adults (15-49) 730000 Adult rate (%) 18.07
Women (15-49) 370000
Children (0-15) 41000

- Estimated number of AIDS cases

Estimated number of AIDS cases in adults and children that have occured since the
beginning of the epidemic:

Cumulative no. of AIDS cases 630000

. Estimated number of deaths due to AIDS

Estimated number of adults and children who died of AIDS since the beginning of the epidemic:

Cumulative deaths 590000

Estimated number of adults and children who died of AIDS during 1997:
Deaths in 1997 97000

. Estimated number of orphans

Estimated number of children who have lost their mother or both parents to AIDS (while
they were under age 15) since the beginning of the epidemic:

Cumulative orphans 470000

" Estimated number of children who have lost their mother or both parents to AIDS and who
were alive and under age 15 at the end of 1997

Current living orphans 360000
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HIV Sentinel surveillance

This section contains information about HIV prevalence in different populations. The data reported in the tables below are
mainly based on the HIV data base maintained by the United States Bureau of the Census and are a compilation of data from
different sources, including national reports, scientific publications and abstracts. To provide for a simple overview of the
current situation and trends over time, summary data are given by population group, geographical area (Major Urban Areas
versus Outside Major Urban Areas), and year of survey. Studies conducted in the same year are aggregated and the median
prevalence rates (in percentages) are given for each of the categories. The maximum and minimum prevalence rates
observed, as well as the total number of surveys/sentinel sites, are provided with the median, to give the reader an overview
of the diversity of HIV-prevalence results in a given population within the country.

The differentiation between the two geographical areas Major Urban Areas and Outside Major Urban Areas is not based on
strict criteria, such as the number of inhabitants. For most countries, Major Urban Areas were considered to be the capital city
and — where applicable — other metropolitan areas with similar socio-economic patterns. This distinction assumes that capital
cities in many countries have specific characteristics related to the prevalence of higher risk behaviour and a concentration of
HIV infections. The term Outside Major Urban Areas considers that most sentinel sites are not located in strictly rural areas,
even if they are located in somewhat rural districts. Site/study-specific data on which the medians were calculated are printed
in an annex at the end of this fact sheet.

. HIV prevalence in selected populations in percent

M R N W NEGE W G ) ) )
Pregnant women Major Urban Areas N_Stes 2 3 4 4

Minimum 2 16 U5 26 22 07

Median 5 1.6 U5 27 2515 2655

Maximum 8 16 245 297 274 353
Pregnant women Outside Major Urban Areas N_Stes 4 2 [ 8 22

Minimum 9 75 59 49 16

Median 165 18 995 125 138

Maximum 30 85 233 182 313
| ioea ices Jises Jisar s Jises [risso [ico T ioea Frices Jisou Jrisos Jrises [ieor ]
Sex workers Major Urban Areas N_Stes

Minimum

Median

Maximum
I D Y K P N W D A I
Injecting drug users Major Urban Areas N_Stes

Minimum

Median

Maximum
—
Prisoners Major Urban Areas N_Sttes

Minimum 16.1 28

Median 161 28

Maximum 161
—
STD patients Major Urban Arcas N_Stes

Minimum 6.9 59.7

Median 26.9 597

Maximum 269 59.7
STD patients Outside Major Urban Areas N_Stes 6

Minimum 333

Median 3765

Maximum 493
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Assessment of epidemiological situation

Assessment of country

Regional maps

epidemiological situation

HIV seroprevalence information among
antenatal clinic attenders 1s available since the
mid-1980s from Zambia. In Zambia, Lusaka
and Ndola are the major urban areas. HIV
prevalence among antenatal women tested in
the major urban areas increased from 5
percent in 1985 to 27 percent in 1994. In
1993, 27 percent of antenatal clinic women
less than 20 years of age tested were HIV
positive. In 1994, 22 sites outside of the major
urban areas reported HIV sentinel surveillance
information. HIV prevalence ranged from 2
percent to 32 percent of women tested. In
1993, 11 percent of antenatal clinic women
less than 20 years of age who were tested
outside of the major urban areas were HIV
positive.

In 1991, 60 percent of male STD patients
tested in Lusaka were HIV positive. Outside
of Lusaka, 38 percent of male STD patients
tested were HIV positive.
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Reported AIDS cases

. AIDS cases by year of reporting
1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991

1992 1993 1994 1995 1996 1997 1998 Total Unknown

u [ 0 [ 0 [ 0 [ 0 1 1 1 3 l 1584 [ 3862 l a7 [ 4638 | 470215264 ] 3376 ] 2894 ( 1963 [ 5950 [ 4552 [ 1676 ] [ 44942 [

Date of last repont: 31-Jui-1997

AIDS cases officially reported to WHO. Due to gaps in
diagnosis, underreporting, and reparting delays, officially

AIDS cases by age and sex

reported AIDS cases represent only a portion of all cases Sex Age <1994 94/<85 1995 1996 1997 1998 Unkn. Total %
ina country. Completeness of reporting varies Al A
substantially from one country to ancther, from less than o4
10% in some countries with fewer resources to more than S
80% in most industrialized countries (please also compare 1519
with the section on estimates). Therefore, distribution by w29
age, sex and modes of transmission may not be igi:
representative for all people living with AIDS in a given 50'59
country. 60+
NS
Male All
. AIDS cases by mode of transmission :4
14
Hetero: Heterosexual contacts. 15-19
Homo/Bi: Homosexual contacts between men. 20-29
IDU: Injecting drug use. This transmission category also 30.39
includes cases in which other high-risk behaviours were 4049
reported, in addition to injection of drugs. 50.59
Blood: Blood and blood products. 50~
Perinatal: Vertical transmission during pregnancy, birth or NS
breastfeeding.
NS: Not specified/unknown. Female oA.IA
514
Sex Trans. group <94 94/<951995 1996 1997 1998 Unkn. Total % 1519
ALAl 2-29
Hetero 30-39
Homo/Bi 40-49
DU 50-59
Blood 60+
Pennatal NS
Other known NS All
Unknown 0-4
Male Al 514
Hetero 15-18
DU 20-29
Blood 30-39
Other known 40-49
Unknown 50-59
Female Al 60+
Hetero NS
10y
Blood
Other known
Unknown
NS Al
Hetero
by
Blood
Perinatal
Other known
Unknown




Zambia -7

Curable STDs

Control and prevention of sexually transmitted diseases (STD) have been recognized as a major strategy in the prevention
of HIV infection and ultimately AIDS. Consequently, monitoring different components of STD control can also provide
information on HIV prevention within a country. One of the cornerstones of STD control is adequate management of patients
with symptomatic STDs. This includes diagnosis, treatment, and individual health education and counselling on disease
prevention and partner notification.

. Estimated incidence and prevalence of curable STDs

Incidence Prevalence

STDs Year Male Female All Year Male Female All

Chlamydia trach.
Gonorrhoea
Syphilis
Trichomonas
Comments
Source

B STD Incidence, men

Prevention indicator 9: Proportion of men aged 15-49 years who reported episodes of urethritis in the last 12 months.
Year Area Age Rate N=

n/a

n/a

Comments:

Sources:

. STD Prevalence, women

Prevention Indicator 8: Proportion of pregnant women aged 15-24 years attending antenatal clinics whose blood has
been screened with positive serology for syphilis.

Year Area Age Rate N=

n/a
n/a

Comments:

Sources:

. STD Case management (counselled)

Prevention Indicator 7- Proportion of people presenting with STD or for STD care in health facilities who received
basic advice on condoms and on partner notification.

Year Area Age Rate N=

n/a

n/a

Comments:

Sources:

' sTD case management (treatments)

Prevention Indicator 6: Proportion of people presenting with STD in health facilities assessed and treated in an
appropriate way (according to national standards).

Year Area Age Rate N=

n/a

n/a

Comments:

Sources:
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Health service indicators

HIV-prevention strategies depend on the twin efforts of care and support for those tiving with HIV or AIDS, and targeted
prevention for all peopte at risk or vulnerable to the infection. These efforts may range from reaching out to vulnerable
communities through large-scale educational campaigns or interpersonal communication; provision of treatment for STDs;
distribution of condoms and needles; creating an enabling environment to reduce risky behaviour; voluntary testing and
counselling; home or institutional care for persons with symptomatic HIV infection; and preventing perinatal transmission and
transmission through infected needles or blood in health care settings. It is difficult to capture such a large range of activities
with one or just a few indicators. However, a set of well-established health care indicators -- such as the percentage of a
population with access to health care services; the percentage of women covered by antenatal care; or the percentage of
immunized children -- may help to identify general strengths and weaknesses of health systems. Specific indicators, such as
access to testing and blood screening for HIV, help to measure the capacity of health services to respond to HIV/AIDS-
related issues.

. Access to health care

Indicators Year Estimate Source

% of Pop. with access to health services - total:
% of Pop. with access to health services - urban:

% of Pop. with access to health services - rural:

Contraceptive prevalence rate (%): 1990-1996 15 UNPOP
% of births attended by trained health personnel: 1990-1996 51 UNICEF
% of pregnant women immunized against tetanus: ~ 1995-1996 48 UNICEF
% fully immunized - Tuberculosis: 1995-1996 100 UNICEF
% fully immunized - DPT: 1995-1996 83 UNICEF
% fully immunized - Polio: 1995-1996 81 UNICEF
% fully immunized - Measles: 1995-1996 93 UNICEF

Proportion of blood donations tested:

% of ANC clinics where HIV testing is available:

HIV/AIDS Hospital Occupancy Rate (Days):

Latex condoms are the only technology available that can prevent sexual transmission of HIV/STD. Persons needing
protection in situations that carry risk should have consistent access to high quality condoms. National AIDS Programmes
implement activities to increase both availability of and access to condoms. The two condom availability indicators below are
intended to highlight areas of strength and weakness at the beginning and at the end of the distribution system so that
programmatic resources can be directed appropriately to problem areas.

B condom availability (central level)
Prevention Indicator 2: Availability of condoms per capita in the country over the last 12 months (central level).

Year Area N : Rate

n/a

Comments:
Sources:

B condom availability (peripheral level)
Prevention Indicator 3: Proportion of people who can acquire a condom (peripheral level).

Year Area N Rate

n/a

Comments:
Sources:
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Knowledge and behaviour

Information on knowledge and behaviour related to HIV/AIDS is essential in identifying populations at risk for HIV infection. It
is also critical in assessing changes over time as a result of prevention efforts. Guidelines and recommendations have been
published in the publication: "Evaluation of a National AIDS Programme: A methods package. 1. Prevention of HIV infection.
WHO/GPA/TCO/SEF/94.1 Geneva, 1994".

. Knowledge of HiV-related preventive practices
Prevention Indicator 1: Proportion of people citing at least two acceptable ways of protection from HIV infection.

Year Area Age group Male Femaie All
n/a 15-19
n/a 20-24
n/a 25-49
n/a 15-49
Comments:
Sources:

. Reported non-regular sexual partnerships

Prevention Indicator 4: Proportion of sexually active people having at least one sex partner other than a regular
partner in the last 12 months.

Year Area Age group Male Female All
1990 Lusaka 15-19 26 13
1990 Lusaka 20-24 54 11
1990 Lusaka 25-39 36 6
1990 Lusaka 40-49 21 4
1990 Lusaka 15-49 33 8
1995 Lusaka 15-19 24 8
1995 Lusaka 20-24 36 7
1995 Lusaka 25-39 30 3
1995 Lusaka 40-49 17 2
1995 Lusaka 15-49 27 5
Comments:

Sources: KABP/Behavioural Studies - GPA. 1993. Dynamics and determinants of the HIV epidemic: A review of
Zambian epidemiotogical, demographic and behavioural observations. K Fylkesnes, Rsemary Mubanga
Musonda, Kelvin Kasumba, Zacchaeus Ndhlovu. +998, 1897.

. Reported condom use in risk sex {gen pop)
Prevention Indicator 5: Proportion of people reporting the use of a condom during the most recent intercourse of risk.

Year Area Age group Male Female All
1996 Rural 21 7
1996 Urban 46 23
Comments: Sample size for Urban/peri-Urban/Rural Men and Women combined: 4784,
Sources: Dynamics and determinants of the HIV epidemic: A review of Zambian epidemiological, demographic and
E;;gw?;;l observations. K Fyikesnes, Rsemary Mubanga Musonda, Kelvin Kasumba, Zacchaeus Ndhlovu
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Knowledge and behaviour

B Everuse of condom
Percentage of people who ever used a condom.

Year Area Age group Male Female All
1992 All 15-19 56
1992 All 20-24 15.1
1992 All 25-29 137
1992 All 30-34 938
1992 All 35-39 6.1
1992 All 40-44 29
1992 All 45-49 1.6
1992 All Total 9.1
1996 All 15-19 239 17
1996 All 20-24 515 249
1996 Al 25-29 57.3 259
1996 All 30-34 454 172
1996 All 35-39 429 128
1996 All 40-44 295 71
1996 All 45-49 18.9 37
1996 All Total 38.3 17

Comments:  All women

Sources: Demographic and Health Survey

[l Median age at first sexual intercourse
Median age of people at which they first had sexual intercourse.

Year Area Age group Male Female All
1992 All 20-24 16.9
1992 All 45-49 16.6
Comments:  Median is for women aged 25-?9; median for 20-24 was not calculated since less than 50% had had sex.
Sources: OHS/1992

. Adolescent pregnancy
Percentage of teenagers 15-19 who are mothers or pregnant with their first child.

Year Area Age group Rate N
1992 All 15 53 384
1992 All 16 147 427
1992 All 17 299 392
1992 All 18 543 380
1992 All 19 65.6 401
1996 All 15 45 398
1996 Al 16 153 419
1996 All 17 283 379
1996 All 18 46.1 406
1996 Alf 19 594 401
Comments:

Sources: DHS/1992
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Annex: HIV Surveillance data by site

Pregnant women Qutside Major Urban Areas  Chikankata 233 | 192
Chilonga 16.8
Chipata 30.3
Chitokoloki 7
ibenga 114
Isoka 1.4
Kabompo 20 16
Kabwe 295
Kalabo 59 49 10.2
Kamuchanga 31
Kapiri Mposhi 13
Kasaba 12
Kasama 22
Kashikishi 146
Livingstons 319
Macha 79 10 9.1
Mansa 36
Minga 129 (177 ] 96
Mongu 28.4
Mporo Kosso 129
Mukinge 13 75 97 | 98
Mwinilunga ) 95
Nchelenge 1.4 | 151
Samfya 20
Solwez . 30 85| 85 15 242

Major Urban Areas Lusaka 8 11.6 245

Lusaka - Cheistone 226 | 268 | 247
Lusaka - Chilenje 27 22 35.3
Lusaka - Kafingalinga 25 | 217
Lusaka - Matero 297 | 71| 284
Ndola 2

Group  faea ] ]1985| 1986 | 1987 | 1988 | 1989 | 1990 | 1991 | 1992 | 1993 | 1994 | 1995 | 1996 | 1997

Sex workers Major Urban Areas

Group  faea ] | 1985 1986 | 1987 | 1988 | 1989 | 1990 | 1991 | 1992 | 1963 | 1994 | 1995 | 1996 | 1967

Injecting drug users Major Urban Areas

Growp  Jaea ] 1985 1986 | 1987 | 1988 | 1989 | 1990 | 1991 | 1992 | 1993 | 1994 | 1995 | 1996 | 1997

Prisoners Major Urban Areas Lusaka 16.1
Ndola 28

Growp  Jaea ] |1985] 1986 | 1987 | 1988 | 1989 [ 1990 | 1991 | 1992 | 1993 | 1994 | 1995 | 1996 | 1997

STD patients Qutside Major Urban Areas  Cenral Province 333
Eastem Province 4
Luapuia 353
Northem Province 493
Southern Province 08
Western Province 351

Major Urban Areas Lusaka 597

Lusaka Province 6.9

Notes:
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