Chapter 1: Introduction and Background Characteristics, Malaria
Prevention, Male Circumcision, Medical Injections, and Voluntary

Counseling and Testing

1.1 Introduction

1.1.1  Country Background

Zambia is a landlocked country covering an area of
752,612 square kilometers, about 2.5% of Africa, and
is located in South Central Africa. Zambia shares a
border with nine other countries: the Democratic
Republic of the Congo (DRC) and Tanzania to the
north, Malawi and Mozambique to the east, Zimbabwe
and Botswana to the south, Namibia to the southwest

and Angola to the west,

The country is divided administratively into nine
provinces and 72 districts. Two of the provinces,
Lusaka and Copperbelt, are predominantly urban while
the seven other provinces (Central, Eastern, Luapula,
Nothern, North Western, Southern and Western) are
largely rural. About 64% of the population lives in rural
areas, and 36% in urban areas.

Zambia is situated on the great plateau of Central
Africa. Its vegetation is mainly savannah woodlands
and grasslands. The climate is tropical with three
distinct seasons — the cool and dry season, the hot and
dry season and the hot and wet season. The southern
and eastern parts of the country receive less rainfall and

are prone to drought because of little rainfall

Zambia has abundant natural resources, including vast
deposits of copper and cobalt and a plentiful supply
of water from rivers and lakes. There are five main
rivers: the Zambezi, Kafue, Luangwa, Luapula, and
Chambeshi. In addition to these rivers, the country also
has the lakes Tanganyika, Mweru, Mweru wa Ntipa,
Bangweulu, and the man-made lakes Kariba and Itezhi
tezhi. Zambia and Zimbabwe share the renowned and
beautiful Victoria Falls, one of the natural wonders of
the world.

Prior to attaining independence on October 24, 1964,
Zambia was known as Northern Rhodesia. After
attaining independence, the first Zambian government
found itself with considerable financial resources at
its disposal. The government embarked on a major
programme of developing the social, physical and
economic infrastructure of the country. Education was
made compulsory and health services were provided

free of charge.

Zambia’s economy consists of a modern urban-oriented
sector, which mainly follows the line of rail, and a
rural agricultural sector. For many years the modern
sector has been dominated by parastatal organisations,
while private businesses have predominated in the
construction and agricultural sectors. Since 1991,
with the introduction of a liberalised market-oriented
economy, most parastatals have been privatised, and in
some cases, liquidated.

Copper mining is still the country’s main economic
activity, accounting for 95% of export earnings and
contributing 45% of government revenue during the
decade following attainment of political independence
(1965-1975). In the mid-1970s, following a sharp
decline in copper prices and a sharp increase in oil
prices, the country’s economy started to deteriorate.
Attemnpts were made to minimize dependency on
copper exports by diversifying the economy through
the creation of import substitution parastatals. This
effort did not achieve the desired results.

The 1980s marked the start of the first phase of
implementing Structural Adjustment Programmes
(SAPs) as the economy reached stagnation. However,
the SAPs failed to alter the economy structurally and
exacerbated poverty among the majority of Zambians,

In 1991 the new Government launched an Economic
Recovery Programme (ERP) aimed at reversing the
protracted decline in the economy by stimulating
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sustained positive growth, improved living standards
and quality of life.

In 2001, the government initiated the development and
implementation of a broad-based Poverty Reduction
Strategy Paper (PRSP) aimed at reducing poverty and
improving living conditions of the people. Currently,
around 68% of Zambians are classified as poor. Poverty
is more prevalent in rural areas compared to urban areas
(78% and 53% respectively). (CSO, Living Conditions
Menitoring Survey report 2004, p. 113).

1.1.2 The Demographic Profile

The 1980, 1990 and 2000 population censuses reported
total populations of 5.7 million, 7.8 million and
9.9 million, respectively. Population densities were
estimated at 7.5 persons per square kilometer in 1980,
10.4in 1990 and 13.7 in 2000. The highest population
density is found in Lusaka (65 persons per square
kilometer) and the lowest in North-Western Province
(9 persons per square kilometer).

According to estimates from census data, fertility has
been declining at a slow pace, with the Total Fertility
Rate (TFR) going from 7.1 in 1980 to 6.7 in 1990 to
6.0 in 2000. The 2000-2001 Zambia Demographic
and Health Survey (ZDHS) found the TFR to be 4.3

in urban areas, 6.9 in rural areas and 5.9 overall.

According to census data, infant mortality increased
trom 99 per 1000 live births in 1980 to 123 per 1000 live
births in 1990, and declined to 110 per 1000 live births
in 2000. The 2000-2001 ZDHS reported under-five
mortality to be 140 per 1000 in urban areas, 182 per
1000 in rural areas and 168 per 1000 overall.

Life expectancy at birth has declined since 1980, when
it was estimated to be 52.0 years for males and 52.5
years for females. In 1990, the estimates were 46.1
years for males and 47.6 years for females. By 2000 life
expectancy had mcreﬂsed somewhat, to 48.0 for males

and 52.0 for females (CSO 2002, p. 124).

1.1.3  The HIVZAIDS Situation in Zambia

According to the 2000-2001 ZDHS, 15.6% of the
adult Zambian population is HIV positive. Sub-
Saharan Africa has an overall prevalence rate of 7.5%,

which makes Zambia one of the African countries with
a particularly high prevalence of HIV. Ttwas projected
that by the year 2005, 914,691 adults of all ages and
children in Zambia would be living with HIV/AIDS
(UNAIDS 2004).

The first ATDS case was reported in Zambia in 1984,
Initially, the majority of HIV/AIDS cases occurred
in urban areas, but the epidemic soon spread to rural
areas as well. A national response began with the
establishment of the National AIDS Surveillance
Committee in 1986 with assistance from the World
Health Organization (WHO) Global Programme
on AIDS (GPA) and the establishment of national
management structures to spearhead effective responses
to the HIV/AIDS challenge.

Initial efforts to control the epidemic included
development of the Zambia National HIV/AIDS/
STD/TB strategic framework, followed by a short-
term emergency plan in 1987 to protect the national
blood supply and the First Medium Term Plan (1988-
1992). The First Medium Term Plan emphasized
eight areas: TB and leprosy; information, education
and communication (IEC); counseling; laboratory
support; epidemiology and research; STDs and clinical
care; programme management; and home-based care.
I 1993 the Second Medium Term Plan {1994-1998)
was launched. This plan focused on the integration of
HIV/AIDS, TB and STD control efforts. Particular
emphasis was placed on access to STD care, condom
promotion, TB control and mitigation policies.

The national AIDS programme developed a core
epidemiological surveillince and research system,
which includes national sentinel surveillance in
antenatal clinics, local population-based surveys,
hospital notification of AIDS cases and small-scale
research studies.

Self-reported data on sexual behavior and condom
use are available from the Zambia Sexual Behavior
Surveys (ZSBS) conducted in 1998, 2000, 2003 and
2005 (data from all previous ZSBS are included in
this report), and from the 1992, 1996 and 2001-2002
Zambia Demographic and Health Surveys (ZDHS).
The 2001-2002 ZDHS included HIV testing at the
household level.

Zambia Sexual Behaviour Survey 2005













































