HIV and AIDS

32.1 Introduction

Zambia is one of the Sub-Saharan African countries worst affected by the HIV and AIDS pandemic.

Estimates put the prevalence rate at about 16 percent among the 15 to 49 years age group and about 1

million Zambians infected with HIV, of which over 200,000 are in need of anti-retroviral therapy

(ART). About 8 percent of boys and 17 percent of girls aged 15 to 24 are living with HIV and 40

percent of infants born to HIV infected parents are HIV infected. The epidemic is characterised as

follows:

a)
Overall stabilisation of national HIV prevalence to 1994 levels after years of a consistently
increasing trend;

b) 
Higher prevalence among women, with women 1.4 times more likely to be HIV-infected than

men, and infection rates among young women aged 15 to 24 years 4 times higher than those for

young men in the same age group;

c) 
HIV rates vary considerably among and within provinces, ranging from 8 percent in Northern

province to 22 percent in Lusaka province, and higher prevalence in urban areas with 23 percent

of urban residents HIV-infected compared with 11 percent in rural areas;

d) 
Nearly 80 percent of HIV transmission in Zambia is through heterosexual contact exacerbated by

the high levels of poverty; stigma and discriminatory practices; gender inequity; high prevalence

of sexually transmitted infections (STIs); and high risk sexual practices. The remaining 20

percent is predominantly due to mother-to-child transmission during pregnancy, at birth or while

breastfeeding.

The human toll of AIDS is a tragic reality being experienced by families, communities and the nation at

large. There is no aspect of life that has not directly or indirectly been negatively influenced by the

AIDS epidemic. AIDS has become one of the major causes of illness and death among the young and

middle aged Zambians, depriving households and society of a critical human resource base and thereby

reversing the social and economic gains the country is striving to attain. Further, the feminisation of

AIDS means that young women are 4 times at greater risk of contracting HIV than young men. These

are key factors in influencing the reasons for engaging in sexual activity and how much power one has

in determining the nature and frequency of sexual activity.

In effect, HIV and AIDS are limiting the realization of economic development and have the potential to

continue diminishing the chances of alleviating poverty and hunger; of achieving universal primary

education; of promoting gender equality; and of reducing child and maternal mortality. The pandemic is

one of the factors limiting achievement of the Millennium Development Goals (MDGs). It threatens the

country’s development efforts because it affects the most productive age group of 15 to 49 years.

As much as poverty makes people vulnerable to risky behaviours vis-a-vis HIV, the loss of the main

income earner or earners in the prime of their lives due to HIV and AIDS is pushing many families into

poverty – and the cycle repeats itself. The HIV and AIDS epidemic is as much a development concern

as it is a health and gender concern. The increase in morbidity and mortality rates due to HIV and AIDS

is altering the structure of the Zambian population, in particular the labour force and the dependency

ratios, thereby negatively impacting the functioning of the productive sectors by limiting productivity

and the supply of services. Simultaneously, HIV and AIDS increase the demand for adequate and

qualitative health and other social services. Consequently, the nation has continued to witness a

breakdown in social service delivery, reduction in household incomes and a less than optimal national

economic growth rate necessary for overall national development.

While there have been major advancements in HIV and AIDS prevention, treatment and care in

Zambia, behavioural change has not been commensurate with these advancements and efforts to

significantly scale up responses to HIV and AIDS have been inadequate. Therefore, a more systematic

approach is needed to build up local capacity to manage and sustain a comprehensive response to the

epidemic. Through efforts to create a more enabling environment for community based and local

government initiatives, foundations can be built up to support the scaling up of responses to HIV/AIDS.

32.2 Review of Past Performance

The national HIV and AIDS response to date has successfully focused on mass media campaigns to

sensitise and educate the general population, especially young people, on the ABCs (abstinence from

sex, being faithful to one partner, consistently using condoms) of safer sex and on reduction of stigma

and discrimination against people living with HIV and AIDS. As a result, the mean age of sex debut has

increased to 18.5 years and the percentage of young people 15 to 24 years reporting sexual relations

with a non-regular partner has decreased to 29 percent for males and 16 percent for females. Whereas

nearly everyone has heard about HIV and AIDS, only 34 percent of young people can correctly identify

ways of preventing sexual transmission of HIV and reject major misconceptions about HIV

transmission. Also, condom utilisation for this group with a non-cohabiting partner is low, at 38.4

percent for males and 26.1 percent for females.

Access to Voluntary Counselling and Testing (VCT) and Prevention of Mother to Child Transmission

(PMTCT) services has continued to increase with 400 and 270 sites respectively offering these services.

However, only 25 percent of HIV positive mothers are receiving a complete course of anti-retroviral

(ARV) prevention and 39 percent of infants born to HIV positive mothers are infected. 100 percent of

transfused blood units are routinely screened for HIV. In 2003, the Government launched its national

policy of providing free and universal access to anti-retroviral therapy, which was expanded in 2005 to

include all anti-retroviral therapy related services. By the end of 2005, an estimated 43,000 persons

living with HIV and AIDS, out of an estimated 200,000 persons requiring treatment, were on antiretroviral

therapy. However, only 10 percent of persons with STIs are estimated to be appropriately

diagnosed, treated and counselled. Links between the treatment of HIV and AIDS and STIs, TB and

other opportunistic infections need to be strengthened to ensure the prioritisation of related

interventions to improve the quality of life for people living with HIV and AIDS.

A stark example of a group made more vulnerable is orphans whose parents died from HIV and AIDS.

Estimates of the number of orphans range from 750,000 to 1.2 million, of which 75 percent are HIV

orphans. Access to formal education is a key consideration for this group of children, which in turn will

affect the quality of the labour force as well as possible impacts on national security. The increase in

community schools and the provision of bursaries for poor children have contributed to increasing

orphan access to basic education. According to the Ministry of Education, in 2004 total orphan

enrolment in schools was 536,672. The ratio of orphaned pupils to non-orphans aged 10 to 14 years was

0.2 in 2005.

Throughout Zambia, there are initiatives in support of orphans and vulnerable children being

implemented by the Government, cooperating partners, NGOs, and several other groups. There are also

successful programmes that keep children in the community rather than in orphanages. Currently, over

400 organisations are running programmes that work towards increasing income to vulnerable

households. Other programmes provide psycho-social and physical help to vulnerable families. Some

other additional national achievements include:

a)
The development of a child policy that addresses orphans and vulnerable children (OVC)

issues comprehensively;

b) 
The development of a five-year national strategic plan on OVC;

c) 
The establishment of district level coordinating mechanisms for OVC in some districts.

32.3 Policies and Key Reforms

32.3.1 Macro-level Response

The Government has put in place a number of national support structures as follows:

a) 
A high level Cabinet Committee of Ministers on HIV and AIDS, which provides policy direction

and supervises and monitors the implementation of HIV and AIDS programmes;

b) 
A Partnership Forum has been established to include high level representation of different

stakeholders in the Zambian Multi-sectoral HIV Response;

c) 
The National AIDS Council (NAC), established through an Act of Parliament in 2002, is a broadbased corporate body with government, private sector and civil society representation. The NAC is the national mechanism to coordinate and support the development, monitoring and evaluation of a multi-sectoral national response to HIV and AIDS whose overall mission is the prevention and combating of the spread of HIV and AIDS and reduction of the personal, social and
economic impacts of the HIV and AIDS epidemic;

d) 
The National HIV/AIDS/STI/TB Policy of 2005 provides the direction and mandate for

the national response;

e) 
At lower levels, provincial, district and community HIV and AIDS Task Forces (PATFs, DATFs

and CATFS) have been established to operate as sub-committees of the decentralised

development coordinating structures, the Provincial Development Coordinating Committees

(PDCCs) and the District Development Coordinating Committees (DDCCs) respectively. Local

level planning to support development of more strategic planning for HIV and AIDS at

decentralised district level has been initiated. Districts have also been given guidelines for the

mainstreaming of HIV and AIDS into the district development plans and sector plans.

32.3.2 Sector-Level Response

Sectoral mainstreaming of HIV/AIDS in the public sector is being addressed. The capacity of the

Ministries of Agriculture and Cooperatives (MACO), Health and Education were assessed by a Public

Service Management Division (PSMD) commissioned study in December 2004. The study indicates

multiple factors limiting their capacity. Statistics in the Ministry of Agriculture and Cooperatives

(MACO) on mortality trends show that deaths in six provinces and MACO headquarters increased by

more than 100 percent between 1990 and 1998. Analysis of causes of mortality unveils a pattern that

follows the national picture. While the bulk of cases (55 percent) were classified as “unknown,” the

major cause of death was tuberculosis (16.22 percent), followed by malaria (15.91 percent).

By the end of March 2005, line ministries had conducted workshops on HIV and AIDS awareness that

had reached 17,290 sector employees by 2005. Seventy-six employees from line ministries had been

trained in counselling (34 in 2004 and 42 in 2005), and 918 had been trained as peer educators (628 in

2004 and 290 in 2005).

32.3.3 Civil Society Response

Within the context of the Government’s participatory structures, civil society is considered to include

the media, trade unions, traditional healers, youth structures as well as NGOs, CBOs and FBOs. Civil

society is considered an important stakeholder and plays a significant role in strengthening the multisectoral response to HIV/AIDS, TB and STIs. Civil society organisations (CSOs) are frequently key

role-players in developing and implementing innovative, culturally-sensitive approaches that include

elements of mainstreaming, decentralisation, outreach and community participation.
Zambia is making considerable progress in strengthening its grant administration systems for CSOs,

especially those in non-metropolitan areas. Nevertheless, it is acknowledged that grant making to CSOs

can be bureaucratic and slow and there are significant human resource constraints in providing technical

and monitoring support to funded projects.

The role of Traditional Health Practitioners in strengthening the national response to HIV/AIDS, TB

and STIs is increasingly acknowledged. The Traditional Health Practitioners’ Association of Zambia

(THPAZ) has also been active in natural remedies research and income generating activities, such as

crop production and processing as well as community-based catering.

32.3.4 Private Sector Response

The private sector accounts for an estimated 58.5 percent of the formally employed work force in

Zambia, which is an estimated 243,645 employees. The design and implementation of HIV and AIDS

work place programmes in companies and businesses have been largely supported by the private sector.

A workplace survey of 21 of the larger companies in Zambia was completed by NAC in 2005 in order

to provide some preliminary information on the range of HIV and AIDS activities and the type of

support that was needed to continue the development of the private sector response. There are many

examples of Zambian companies undertaking innovative practices in the work place across prevention,

treatment, care and support.

32.3.5 The Main Challenges

The commitment to tackling HIV and AIDS is unprecedented. The challenge for Zambia is to secure

ownership by developing capacity to continuously identify HIV and AIDS related problems, set

priorities and establish accountable systems to enable the rapid scaling up of a multi-sectoral response

to AIDS at all levels on a continuous basis.
The Government shall facilitate the expansion of ART access during the FNDP period, accompanied by

the implementation of a renewed and intensified prevention programme. Despite some of the successes

that have been demonstrated with HIV prevention efforts with small populations, such as sex workers,

many of these lessons have not been taken to scale for the general population to have an impact on

overall incidence. It is government position that the epidemic can only be reversed by intensifying

effective HIV prevention in scale and scope, to control the rate of new infections.

During the FNDP, the Government and other stakeholders will have to place additional emphasis on

reaching the youth of Zambia, and even more effort to reach the youth and children to reduce stigma

and discrimination for the growing number of persons who will live with HIV. The combined impact of

intensified HIV prevention and expanded access to treatment, care and support will have a multiplier

effect for the communities in the longer term. The FNDP has the potential to achieve this by focusing

new and available resources in a more harmonised way and to institutionalise the response in the

evolving coordination structures and mechanisms.

The challenges can be summarised as follows:

a) 
Understanding and application of the concept of mainstreaming HIV and AIDS in development

sector plans and operations;

b) 
The serious “implementation” gap existing between national plans and strategies on the one hand

and operational capacity to implement them at the local level on the other;

c) 
Devolving power, authority, functions and resources including relevant capacity building for HIV

and AIDS at the local level; and,

d) 
The financing of technical support.

32.4 Vision and Goal

The vision is: A nation free from the threat of HIV and AIDS by 2030.

The goal is: To halt and begin to reverse the spread of HIV and AIDS.

32.5 Programmes, Objectives and Strategies

The overall objective for the sector is “to prevent the spread of HIV and provide appropriate care,

support and treatment to HIV and AIDS infected persons and those affected by HIV and AIDS, TB,

STIs and other opportunistic infections by the year 2010. The Government shall, furthermore, strive to

integrate VCT, PMTCT and anti-retroviral therapy into the public health care delivery system and in

private health care services. The matrix below presents the specific programmes, objectives and strategies in the HIV and AIDS field during the FNDP implementation period.
	Sector HIV and AIDS

	No.
	Programmes
	Objectives
	Strategies

	1
	Promotion of Safer Sex Practices
	To intensify prevention of HIV infection
	a) Promote safer sexual behaviour
b) Prevent Mother to Child Transmission

c) Improve blood safety through transfusion, 
injection and universal precautions;

d) Improve access to Voluntary Counselling 
and Testing;

e)
Reduce stigma and discrimination;

f) Promote male involvement in safer sex 
practices

g) Provide Human Rights based education to 
both female and male citizens

	2
	Prevention of Mother to child Transmission of HIV
	
	

	3
	Safe Blood, Blood Products and Body Parts and Infection Control
	
	

	4
	Voluntary Councelling and Testing
	To Provide appropriate care, support, and treatment to HIV and AIDS infected persons and those affected by HIV
	a)
Integrate Voluntary Counselling and 
Testing with treatment;

b) Provide universal access to anti-retroviral 
therapy;

c)
Expanding treatment for common 
opportunistic infections;

d)
Strengthen home/community based care 
and support;

e) 
Utilise alternative and/or traditional 
medicines;

f)
Promote research in vaccines and cure;

g)
Promotion of appropriate nutrition;

h)
Support to the infected and affected

i)
Promoting male involvement in home 
based care

	5
	ART
	
	

	6
	Home Based Care
	
	

	7
	Palliative Care
	
	

	8
	Orphans and Vulnerable Children
	To Provide improved care and support services for orphans and vulnerable children and others affected and at risk
	a) 
protect orphans and vulnerable children;
b)
Support highly vulnerable groups

	9
	Decentralised Response
	To strengthen the decentralised response and mainstreaming HIV and AIDS
	a) 
Develop capacity in advocacy, 
management, coordination and 
monitoring of multi-sectoral response at 
district level;

b) 
Develop district multi-sectoral HIV and 
AIDS programmes and annual 
implementation plans;

c)
Organizational development in support of 
multi-sectoral response at district level;

d)
Improve the capacity fo district, 
provincial and national planning 
mechanisms in multi-sectoral HIV and 
AIDS planning and mainstreaming;

e) 
Reduce the negative impacts of sectoral 
development policies, plans and 
strategies;

f) 
Reducing the impact of HIV and AIDS in 
work place settings;

	10
	Mainstreaming HIV and AIDS in All Developmental Activities
	
	

	11
	Monitoring and Evaluation Mechanisms and Structures
	a) 
To improve leadership, 
management and 
coordination of multi-
sectoral capacity at national 
level (NAC and Secretariat), 
provinces and districts 
(decentralised institutions);
b) 
To develop the national HIV 
and AIDS strategy and refine 
or adapt tools for the 
effective mainstreaming or 
operationalisation of HIV 
and AIDS into development 
instruments;

c) To strengthen country 
monitoring and evaluation 
mechanisms and dstuctures 
that facilitate oversight  by 
NAC and district 
stakeholders
	a) 
Strengthening country monitoring and 
evaluation mechanisms;
b) 
Strengthening research and acess to 
information on best practices and cost-
effective interventions;

c) 
Strengthening the collection, storage and 
analysis of gender disaggregated data

	12
	Coordination of the Multi-sectoral Response
	To strengthen advocacy and multi-sectoral response to HIV and AIDS
	a) 
Strengthening the institutional and legal 
framework;

b)
Resolving areas of duplication and gaps 
in the multi-sectoral response to HIV and 
AIDS, including resource mobilisation;

c) Advocacy for mainstreaming, effective 
policy implementation and fighting 
stigma and discrimination;

d)
Strengthening the collection, storage and 
analysis of gender disaggregated data

	13
	Advocacy of the Multi-Sectoral Response
	
	

	14
	Resource Mobilisation, Disbursement and Tracking
	
	


32.6 Implementation, Monitoring and Evaluation Framework

To facilitate effective coordination, the Government, through NAC, has developed a national HIV and

AIDS M&E system to allow the country to track its progress towards the goals and objectives as stated

in the National HIV and AIDS strategic framework. In order to establish a national M&E system, NAC

operationalised the NAC activity reporting systems using NAC activity reporting forms (NARFs) as a

means of capturing HIV and AIDS programme monitoring data from provincial and district levels.

At national level, the HIV and AIDS Sector Advisory Group (SAG) shall continue to monitor and

evaluate the implementation of the Plan. The HIV and AIDS structures at the district and provincial

levels (DATFs and (PATFs) shall be harmonised within formal existing structures and will be

supported by the Government on a permanent basis in order to allow for improved and sustainable

implementation, monitoring and evaluation.

For the period 2006 to 2010 and in keeping with the focus on improving coordination at local levels, the

implementation of the monitoring and evaluation Plan will continue to elaborate mechanisms for

monitoring of the response at local levels. Too often, data is collected to be passed onwards and not

enough attention is paid to the use of monitoring data and information for decision-making at local or

provider levels. This is an imperative for this planning period.

The joint annual programme review is a key element of the monitoring and coordination of the multisectoral response to ensure appropriate responses and value for money at a strategic level. However, it

is not meant to replace the continuous monitoring and performance management by providers, but rather build on that to ensure that best practice and value for money aspects are being shared and incorporated into action plans.
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