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Executive Summary

The Zambia Sexual Behavior Survey (ZSBS) 2005 
is the fourth in a series of surveys that have been 
carried out to monitor knowledge, attitudes and 
behaviors regarding HIV/AIDS in Zambia.  The 
main objective of the ZSBS 2005 (as with the ZSBS 
1998, ZSBS 2000 and ZSBS 2003) is to obtain 
national estimates of a number of key indicators 
(including international standardized indicators) 
important to monitoring progress of the national 
HIV/AIDS/STDs programme. 

The majority of Zambians have heard of HIV/
AIDS.  The level of knowledge is high among both 
males (97%) and females (97%), as well as urban 
(98%) and rural respondents (96%).  Awareness 
that HIV/AIDS can be avoided and that a healthy-
looking person can be HIV-infected are also high 
and have been increasing over time.  For females the 
percent who knew that HIV/AIDS can be avoided 
has increased from 78% in 1998 to 91% in 2005.  
For males the percentage increased from 86% in 
1998 to 94% in 2005.  In 1998, 86% of males and 
82% of females knew that a healthy-looking person 
can be HIV-infected.  In 2005 these percentages 
were 93% for males and 89% for females.

Respondents were asked questions about the ABCs 
of HIV prevention -- abstinence, being faithful (and 
having one faithful partner) and consistent condom 
use.  The highest level of awareness (based on 
prompted questions) was recorded for abstinence at 
95%.  The percent of respondents with awareness of 
being faithful to one partner and consistent condom 
use as ways to prevent HIV transmission were 90% 
and 82%, respectively.  About three-quarters (74%) 
of respondents were aware of all three methods.  In 
2005 84% of males and 86% of females knew of 
mother-to-child transmission (MTCT) of HIV.

Despite the high levels of general knowledge 
about HIV/AIDS, misconceptions about HIV 
transmission persist, and appear to be more common 
in rural areas than urban areas.  The most common 
misconception is that HIV can be transmitted 
through mosquitoes.   About one-third (34%) of 
rural respondents held this misconception and one-
fifth (20%) of urban respondents.  The percentages 
holding this misconception have not decreased since 
the 1998 survey. 

Stigma also remains an important issue in Zambia.  
Respondents were asked several questions about 
stigma, including whether the respondent would 
want the HIV-positive status of a family member 
kept secret.  Percentages for this indicator have 
changed little over time.  In 2000 the percentage 
saying it should be kept secret was 38%, and in 
2005 the percentage was 36%.  Twenty percent of 
respondents indicated they knew of discrimination 
or abuse directed at someone living with AIDS 
because of their HIV status.  About one-quarter 
(27%) of respondents thought that persons with 
HIV/AIDS should be ashamed of themselves.

Knowledge about HIV/AIDS among adolescents 
(15-19) and young adults (20-24) seems to have 
increased over time.  Knowledge that HIV/AIDS 
can be avoided increased from 75% in 1998 to 
88% in 2005 among male adolescents 15-19, and 
from 87% to 96% among young adult males 20-
24.  Similarly, knowledge that HIV/AIDS can be 
avoided increased among female adolescents 15-19 
and young adult females 20-24.  In 1998, 71% of 
female adolescents 15-19 and 79% of young adult 
females 20-24 said they knew HIV infection could 
be avoided.  In 2005, the percentages were 88% and 
91%, for female adolescent and young female adults 
20-24, respectively.  Among adolescents (15-19) 
awareness of consistent condom use as a preventive 
measure rose from 60% in 1998 to 80% in 2005, and 
awareness of having one faithful partner rose from 
74% in 1998 to 87% in 2005.  Among young adults 
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20-24 awareness of consistent condom use rose 
from 67% in 1998 to 85% in 2005 and awareness of 
having one faithful partner rose from 86% in 1998 
to 91% in 2005.

Although a majority of Zambians say they know a 
place to get tested for HIV, the majority have not 
been tested.  In 2005, 83% of all males and 80% of 
all females indicated they knew a place for testing.  
Knowledge of a testing site was higher among urban 
(88%) respondents than rural respondents (79%).  
Despite this knowledge the percent of Zambians 
who have ever been tested remains low.  In 2005 
the percentages ever tested were 11% for males and 
15% for females.  However, among women who 
attended antenatal care in the past two years, the 
percentage who were counseled for HIV, took an 
HIV test and received their test results (UNAIDS 
MTCT Indicator 1) has increased since 2000, 
particularly among urban respondents.  In 2000, 
14% of urban ANC females and 5% of rural ANC 
females completed the VCT process.  In 2005 the 
percentages were 35% among urban ANC attendees 
and 8% among rural ANC attendees.

The low levels of testing indicated by these findings 
are in strong contrast to the reported desire among 
this population to be tested (or tested again).  About 
three-quarters (73%) of all males and females 
indicated that they would like to be tested (or tested 
again).  When respondents were asked why some 
individuals may chose not to get tested the most 
common responses were fear of results (75%), fear 
of stigma and discrimination (34%) and belief that 
oneself is not at risk (17%).

The percent of sexually active respondents who 
report sex with a non-regular partner has declined 
over time among males, from 39% in 1998 to 28% in 

2005.  Among females there has been little change 
(17% in 1998 and 16% in 2005).  Among married 
men the percentage reporting no non-regular 
partners in the past year has increased from 79% in 
1998 to 90% in 2005.  The percent of married women 
reporting no non-regular partners  (97% in 2005) 
has changed little over time.  A somewhat higher 
percentage of unmarried males and females reported 
having no non-regular partner in 2005 compared to 
1998.  The percentage among unmarried males in 
1998 was 53%, compared to 60% in 2005.  In 1998 
the percentage of unmarried females reporting no 
non-regular partner was 62%, compared to 69% in 
2005.

Among those respondents with a non-regular 
partner, the percentage who said they used a condom 
at last sex showed a decrease in 2005 compared to 
2000 and 2003.  In 2005, 38% and 29% of females 
with a non-regular partner said they used a condom 
at last sex.  Percentages reporting condom use at 
last sex were higher among urban respondents with 
a non-regular partner (48%) compared to rural 
respondents (26%). 

A key indicator of behavior change among young 
people is median age at first sex.  For the age group 
15-24, median age at first sex was 18.5 in 2005 for 
both males and females.  This is an increase from a 
median age at first sex of 16.5 in each of the three 
previous survey years.

The percent of young people 15-24 with more than 
one partner in the past year has declined from 12% 
for males in 2000 to 6% in 2005.  For females the 
indicator has changed little (2% in 2000 and 3% in 
2005).  The percentages of young people who used 
a condom at last sex with a non-regular partner (of 
all young people surveyed) were 11% for males and 
4% for females

Of never-married adolescents 15-19 the percentages 
who never had sex have increased over time.  In 
1998 the percentage was 39% for male adolescents 
15-19 and 57% for female adolescent.  By 2005 the 
percentages were 64% for male adolescents and 69% 
for female adolescents.

Voluntary Testing and 
Counseling

Sexual Behavior
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In the 2005 ZSBS, 18% of children under 15 were 
classified as orphans.  In 2005 nearly a quarter of 
children under 15 in urban households (22.0%) 
had lost one or both parents, compared to 16% 
of children in rural households.  Eleven percent 
of children under 15 were paternal orphans, 3% 
maternal orphans and 4% dual (or double) orphans 
(meaning children who have lost both their mother 
and father).

When orphans and other children made vulnerable 
by HIV/AIDS (OVC) are taken together, a large 
percentage of households seem to be struggling to 
provide for the basic material needs of OVC as well 
as non-OVC children.  Only 50% of OVCs had 
two sets of clothing, their own pair of shoes, and 
had their own or a shared blanket.  Among children 
under 18 who were not in the OVC category, the 
percentage reported to have these three items was 
not much higher (55%).  Only 13% OVCs lived 
in households that received any type of free, basic 
external support in caring for the child.

Findings from the community questionnaire revealed 
how hard HIV/AIDS has impacted Zambian 
communities. Nearly all communities (97%) had 
at least one death due to HIV/AIDS, and 66.3% 
had five or more deaths due to HIV/AIDS.  Urban 
communities (89%) were more likely to have five or 
more deaths than rural communities (49%).

Community informants were asked what could be 
done in the community to improve care for persons 
sick with AIDS and to help their families.  The most 
common need in communities was for medicine 
(65%), followed by financial assistance (48%) and 
hospital admission (42%). Informants were asked 
about what assistance was available for families 
that had experienced a parental death in their 

communities. Though communities indicated free 
medicine was most needed, only 3% of communities 
indicated that free medicine was available. The most 
common types of assistance available were food 
assistance (50%) and spiritual help (27%).

Exposure to youth-to-youth peer education was 
measured for the first time in the 2005 ZSBS.  About 
40% of respondents had heard or seen a health 
message from a peer educator and 32% had spoken 
with a peer educator on a health topic. Overall, 4% 
were currently peer educators and 10% had family 
or friends who were peer educators. 

Exposure to YPE was most often through 
performances (50%), discussions groups (49%), 
receiving IEC materials (30%) and condoms (23%) 
and counseling (23%). Topics most frequently 
covered in YPE messages were HIV/AIDS (92%), 
STIs (64%), condoms (61%), abstinence (55%), and 
pregnancy prevention (29%). Among those exposed 
to YPE, 84% thought the peer educators were very 
knowledgeable with regard to the information they 
provided.

Attitudes towards YPE were positive and varied 
little according to age, sex and rural or urban 
residence. Respondents agreed it was appropriate 
for youth to learn via YPE about HIV/AIDS (95%), 
being faithful to a partner (95%), abstinence (91%), 
issues related to sex (87%), and to receive VCT and 
STI testing referrals (91%) and condoms (78%).  
YPE was considered very important to the health 
of their community’s youth (84%) and 93% thought 
the government should spend more on YPE.  As 
to YPE changing youth behaviours, 66% thought it 
was very likely and 27% somewhat likely.

Orphans and Vulnerable 
Children (OVCs)

Community Data

Youth Peer 
Education (YPE)
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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.  
Attempts 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 
Monitoring 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, 
10.4 in 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 
from 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 increased somewhat, to 48.0 for males 
and 52.0 for females (CSO 2002, p. 124).

1.1.3	 The HIV/AIDS 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.  It was 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 AIDS 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.  
In 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 surveillance 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.
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1.2.1	 Survey Objectives

The 2005 ZSBS had as its main objective to obtain 
national estimates of a number of key indicators 
important to monitoring progress of the national HIV/
AIDS/STDS programme.   These indicators measure, 
among other things, knowledge, attitudes, sexual 
behavior and health-care seeking behavior.  Whenever 
possible, and throughout this report, the internationally 
standard Joint United Nations Programme on HIV/
AIDS (UNAIDS) indicators and selected indicators 
more recently formulated under the U.S. President’s 
Emergency Plan for AIDS Relief (PEPFAR), are 
tabulated and presented for the relevant subject areas. 
(See Appendix C for summary tables showing all of the 
UNAIDS and PEPFAR indicators tabulated for this 
report.)  These internationally standard indicators have 
been developed and tested over several years to help in 
the monitoring and evaluation of national HIV/AIDS 
Programmes.

Specific objectives of this survey were:

To obtain data on indicators of knowledge, 
attitudes, stigmatization and sexual behavior among 
adults in urban and rural areas using a population-
based sample for the purposes of monitoring and 
evaluation of the epidemic and national HIV/STI 
prevention programmes.
To maintain an established biannual data series for 
monitoring indicator trends.
To assess knowledge of preventive practices relating 
to HIV/AIDS and STIs among the general adult 
population.
To assess orphanhood, fosterhood, recent household 
deaths and illness, care-giving responsibilities, and 
characteristics of care and support available for sick 
adults and orphans and vulnerable children. 
To complement HIV/STI surveillance data 
obtained from antenatal clinics with data on sexual 
behavior.
To obtain community-level information from 
local leaders on the effects of the epidemic on 

1.

2.

3.

4.

5.

6.

households and families, on community exposure 
to prevention and assistance programme activities, 
and on the types of support and assistance available 
to all individuals, families, parents, vulnerable 
children and orphans affected by HIV/AIDS.

1.2.2	 Sample

The sample design for the survey called for a probability 
sample of about 2,500 households in which all eligible 
adults (women aged 15-49 and men aged 15-59) were 
to be interviewed, as described below. The cluster-based 
household sample was selected country-wide, in every 
province and by urban/rural residence. The sample is 
nationally representative and designed to produce 
national, urban and rural estimates by sex.  

In order to maximize comparability and focus on 
measuring trends over time, ZSBS cluster sampling 
has maintained a degree of consistency in the selection 
of clusters, or Standard Enumeration Areas (SEAs), 
since the first survey round was implemented in 1998.  
Sample design for the 1998 ZSBS began with the 312 
clusters drawn for the 1996 Zambia Demographic and 
Health Survey (1996 ZDHS), which was based on the 
1990 Census of Population, Housing and Agriculture 
as the sampling frame.  The 312 clusters selected for 
the 1996 ZDHS served as the frame from which 80 
SEAs were randomly selected for the 1998 ZSBS.  In 
the next survey round, sampling for the 2000 ZSBS 
maintained the same 80 clusters used in 1998, and made 
appropriate modifications and updates to maintain 
a self-weighting 80 cluster sample. In 2003, the 80 
cluster sample was again updated and expanded to add 
20 additional clusters, this time using the new 2000 
census sampling frame, and bringing the total number 
of sampled clusters, or SEAs, to 100.  Sampling for the 
2005 survey added five more clusters, again using the 
2000 census sampling frame, yielding a total of 105 
self-weighted clusters.

About six weeks prior to the main fieldwork, household 
listings in each SEA were updated, and a systematic 
sample of 16 households in urban clusters and 34 
households in rural clusters selected.  The sample taken 
was about 20 persons from 16 households per cluster in 
urban areas, and about 30 persons from 34 households 
per cluster in the rural areas. From the 2,465 households 
sampled, 2,444 households were located and found to 
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be occupied.  Interviews were completed for a total of 
2,330 households, 2,174 women and 2,046 men. 

The response rate of 93% for households in 2005 is 
similar to the household response rates in 2000 (92%) 
and 2003 (93%).  The 2005 individual response rate was 
88% for females and 86% for males.  These findings are 
presented in Table 1.1.

1.2.3	 Training and Fieldwork

Interviewers and supervisors attended a two-week 
training session in January 2005.  Fieldwork was carried 
out by 10 interviewing teams. Fieldwork began in late 
February and ended in May 2005. As a quality control 
measure, trainers of the field staff traveled to all provinces 
to observe initial implementation of the fieldwork. The 
objective was to ensure that all field procedures and 
administration of the instruments was done correctly.  
The trainers listened to some interviews, checked a 
sample of completed questionnaires for errors, and 
discussed any problems or questions with the interview 
team.  In order to deal with any logistical problems 
arising in the field, field supervisors maintained regular 
communication with their survey coordinators through 
the provincial offices.

1.2.4	 Questionnaires

The ZSBS questionnaires are designed around 
measurement of internationally designed standard 
indicators, primarily standards promulgated by 
UNAIDS and the World Health Organization 
(WHO).  Some of these measures have evolved over 
time, and introduce complexities for the measurement 
of trends.  In particular, the questionnaire used in the 
first round, the 1998 ZSBS, was based on the then-
standard WHO/GPA questionnaire in wide use 
until that time.  Over the next few years, a new set of 
standards and indicators was developed and published 
by an international consortium led by UNAIDS.  
Beginning with the year 2000 survey round, ZSBS 
questionnaires are based on the updated questionnaire.  
Therefore, the interpretation of trends that include data 
from 1998 must be considered with caution, and this is 
highlighted throughout the report.

The 2005 ZSBS survey questionnaire was expanded 
to incorporate some new questions.  These new items 
include questions taken from the AIDS Indicator 
Survey (AIS) to allow for the measurement of 
PEPFAR indicators.  In order to create room for the 
new information, a few questions used in previous 
questionnaires were dropped. The items dropped were 

Table 1.1  Household and individual response rates, ZSBS 1998 - ZSBS 2005

Eligible respondents were all females aged 15-49 years and all males aged 15-59 years resident 
within sampled and interviewed households.

*
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primarily those that had failed to produce useful data in 
past survey rounds.  Apart from these additions and a 
few deletions, the questionnaire was virtually the same 
as the instruments used in previous five years, and is, to 
the fullest extent possible, consistent with international 
standards.

The ZSBS uses three types of instruments: a household 
questionnaire, an individual questionnaire and a 
community questionnaire.  

Household questionnaire – administered 
to household head or another appropriately 
knowledgeable member of the household. 
Obtains data needed to compile a household 
roster. Obtains household-level data relevant to 
the identification and listing of individuals eligible 
for interview, household assets, orphanhood, child 
fostering, birth registration, schooling, availability 
and use of insecticide-treated bed nets, occurrence 
and characteristics of deaths and illness among 
household members in the past 3 months and 
past 12 months, care and support for sick adults, 
orphans, and households with a recent death. 

Individual questionnaire – administered to 
all eligible adults in household. Obtains data 
on background characteristics (age, residence, 
education, employment), use of alcohol, exposure 
to mass media, religious and ethnic affiliation, 
care-giving responsibilities, marital history, 
sexual behavior and partnerships, partnership 
characteristics, condom use, forced sex, 
circumcision, knowledge about and symptoms of 
sexually transmitted infections (STIs), injections, 
knowledge and sources of knowledge about HIV/
AIDS transmission and methods of HIV/AIDS 
prevention, attitudes and behavior towards persons 
infected with HIV/AIDS (stigma), exposure 
to and characteristics of voluntary counseling 
and testing (VCT), pregnancy, births, and use of 
antenatal care. The questionnaire also included 
a component on Youth Peer Education (YPE). 
YPE has been widely utilized in Zambia to reach 
young people on issues relating to HIV. It is used 
in Anti AIDS clubs in schools, media campaigns, 
street performances, lectures and discussion groups 
at places of worship, bars, clubs and youth friendly 
corners in medical institutions. 

•

•

Community questionnaire – administered to a 
community leader identified by the interview team. 
Obtains data on the community-level impact and 
on assistance available to individuals and families 
in the community affected by HIV/AIDS.

The questionnaires were translated into the seven major 
languages spoken in Zambia: Bemba, Nyanja, Tonga, 
Lozi, Lunda, Luvale and Kaonde.  The English version 
of the questionnaire is provided in Appendix C.

1.3.1	 Household and Individual Characteristics

The median age and age-dependency ratio, and the 
three age groups from which age-dependency ratio is 
calculated, are shown in Table 1.2 for the household 
population.  Zambia has a young population, with a 
median age of 15 and with 49.5 % of the population 
less than 15 years of age.

The age-dependency ratio is sometimes used as a crude 
measure of the economic burden the productive portion 
of a population must carry.  The age-dependency ratio 
of 1.1 has not changed since 1998.  An age-dependency 
ratio of 1.1 indicates that, on average, for every adult 
person between the ages of 15-64 (considered to be 
the economically active ages) there is one economically 
dependent person under the age of 15 or over the age 
of 64.   

Additional data on the 2005 household population 
distribution by five-year age groups is shown in 
Appendix Table A.1.1.

1.3.2 	 Education

Zambia has a three-tiered education system.  Primary 
education comprises the first seven years of schooling, 
with secondary education being an additional five 
years.  Post-secondary education includes college and 
university education.  Appendix Table A.1.2 shows 
survey findings on the highest level of education 
reported by respondents.  

•

1.3. Background 
Findings
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The percentage of the population with no schooling 
remains higher in rural areas (15.3% for males and 
females combined) compared to urban areas (3.0% 
for males and females combined). Although the gap is 
slowly narrowing, the percentage with no schooling in 
2005 is almost two times greater for females (14.1%) 
compared to males (7.9%).  See Appendix Table A.1.2.  
The proportion of urban males with at least secondary 
level education has been increasing steadily since 
1998, when the percentage was 64.7.  In 2005, more 
than three-quarters (76.7%) of urban males completed 
secondary or higher education.  The percentage of urban 
females with at least secondary education has also been 
increasing, from 42.0% in 1998 to 59.0% in 2005.

1.3.3	 Mobility

Respondents were asked how long they have lived 
continuously in their present communities.  This is of 
interest for AIDS prevention because high mobility 
and migration can be an important factor in the 
spread of HIV. These findings are shown in Table 1.3.  
Approximately half (50.3%) of urban respondents had 
lived in their current place of residence for more than 
5 years.  This is a decrease from previous years (59.5% 
in 2000 and 60.5% in 2003).  By contrast, a large 
percentage (70.2%) of rural respondents had lived in 
their current place of residence for more than 5 years, 
similar to the previous survey years.  

Similar percentages of men (25.9%) were in their 
current places of residence for 1-5 years in 2005 
compared to 2000 (27.7%).  For women the percentages 
in their current place of residence for 1-5 years show 

little variation (29%-31%) over the period 2003-2005. 
The overall percentage of respondents in their place 
of current residence for less than one year increased 
slightly to 8.1% in 2005, compared to 6.3% in 2000. 

 
Malaria poses a serious public health problem in many 
parts of the world, and Zambia is no exception. Malaria 
accounts for a very high burden of disease in Zambia.  
Mosquito nets, and in particular, insecticide-treated 
bed nets, are considered an effective method of malaria 
prevention.  The 2005 household questionnaire included 
new questions designed to measure several indicators 
related to prevention of malaria.  These indicators focus 
on the presence of mosquito nets in the household, and 
how they are used. 

Table 1.4 shows findings on the availability of mosquito 
nets in Zambian households, without regard to whether 
the nets are appropriately treated with insecticide.  
Findings indicate that a large majority (62.0%) of 
rural households, and just under half (49.3%) of urban 
households, have no mosquito net.  Around one quarter 
of all households report the presence of one mosquito 
net.  Only 15.8% of households report having two 
or more nets.  Urban households are twice as likely 
(24.7%) as households in rural areas (12.4%) to have 
two or more mosquito nets.

Table 1.2  Percent distribution of household population by three age categories; median age, and age-
dependency ratio, 1998-2005

1.4. Availability and Use of 
Mosquito Nets for Protection 

Against Malaria
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RBM Core Indicator 1

The Roll Back Malaria (RBM) partnership proposes 
five core indicators to measure the proportion of the 
population covered by RBM prevention strategies.  
Questions added to the ZSBS in 2005 make it possible 
to calculate three of the five core indicators.  

RBM Core Indicator 1 is the proportion of households 
with at least one insecticide-treated net (ITN).  A treated 
net is defined as one that has been treated within and 
including 12 months or has been permanently treated.  
Questions on timing of net treatment were not asked, 
but it is possible to calculate the proportion of nets 
permanently treated or ever treated.  Findings for this 
indicator in 2005 are shown in Table 1.5.

RBM Core Indicator 2

Young children and pregnant women are the ones at 
greatest risk of malaria-related morbidity and mortality.  
It has recently been estimated that malaria is responsible 
for approximately 20% of all deaths among children 
less than 5 years of age in sub-Saharan Africa.  RBM 
Core Indicator 2 is the proportion of children under 
5 years of age who slept under an ITN the previous 
night.  Results for this indicator are shown in Table 
1.6.  Overall, less than one-quarter of children under 5 
currently have this protection. 

Table 1.3  Percent distribution of respondents by duration of stay in current location by sex and residence, 
2000-2005

Note: Due to a few missing values (not shown) some percentages will not add precisely to 100%.

Table 1.4  Percent distribution of households with mosquito nets* by number of nets per household and by 
residence, 2005

Any mosquito net, regardless of whether net is appropriately treated with insecticide.*
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RBM Core Indicator 4

RBM Core Indicator 4 is the proportion of pregnant 
women who slept under an ITN the previous night.  
Results for this indicator are shown in Table 1.7.  
Percentages for the indicator of protection for pregnant 
women are similar to those for children under five.  
Pregnant women and children in urban households are 
more likely to be protected by ITNs than those in rural 
households, but the gap is not large.

The term circumcision refers to a wide range of 
procedures.  As used here, male circumcision refers to 
the removal of the foreskin of the penis, a procedure 
common in many parts of the world that has been 
shown to have some health benefits. Information 
on male circumcision is important because male 
circumcision may be a protective factor against HIV/
AIDS transmission.  Female circumcision refers to a 

number of female genital cutting procedures and has 
been shown to have numerous negative consequences 
on the health of girls and women.  Female genital 
cutting is not very common in Zambia.
  
From the point of view of transmission of HIV/AIDS, 
female and male genital cutting practices are believed 
to have different effects.  Both can put those who are 
circumcised at risk of HIV infection if the procedure is 
performed in a non-sterile environment, such as may 
occur when groups of children are circumcised in a 
non-clinical village setting.  In such a circumstance, if 
one member of the group being circumcised is HIV 
positive, and if non-sterile equipment is used, there is 
a chance that others may become infected.  On the 
other hand, some research studies have suggested a 
protective effect due to male circumcision.  The research 
community continues to investigate this controversy.

Findings on circumcision are presented in Appendix 
Table A.1.3.   The percentage of males who say they have 
been circumcised has changed very little since 1998.  In 
2005, 16.0% of all males said they were circumcised, 

The proportion shown is for nets that have been permanently treated or ever self-treated with insecticide.*

Table 1.6  Percent of children under age 5 who slept under an insecticide-treated net (ITN), by residence, 
2005

The proportion shown is for nets that have been permanently treated or ever self-treated.*

1.5. Circumcision

Table 1.5  Percent of households with at least one insecticide-treated net (ITN), by Residence, 2005
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a slight increase from 13.7% in 1998.  Female 
circumcision is not a common practice in Zambia, and 
the percentage of women who say they are circumcised 
is very low (0.9% in 2005). Figure 1.1 shows findings 
for males reported to have been circumcised.

Injections are among the most common health 
care procedures, and it is of concern that they are 
frequently unnecessary and unsafe. Re-use of injection 
equipment without sterilization is a common problem.  
Unsafe injections are believed responsible for many 
thousands of cases of HIV globally, and the risk exists 
for Zambia as well.  Therefore, questions on injection 
frequency and safety were added to the ZSBS in 
2005.  Respondents were asked about the number and 
characteristics of injections they had received in the 

past six months.  Those who had at least one injection 
are asked how many of these were administered by a 
doctor, nurse, pharmacist or other health professional, 
and if the last injection was administered using a new/
clean syringe and needle.  Over time, these data can 
provide important information on efforts to improve 
injection safety by tracking the average annual number 
and safety of medical injections received from a doctor, 
nurse, pharmacist or other health professional. 

In 2005, the questions on medical injection were 
inadvertently placed in the section of the questionnaire 
asking about sexually transmitted infections.  As a 
result of skip patterns applied to the STI questions, 
the medical injection questions were not asked of 691 
respondents (16%).  The 190 respondents who had 
never heard of STIs, and 501 respondents  who said 
they had never had sex were “skipped out” of section 4 
and thus were not asked about injections.  This needs to 
be considered when interpreting the 2005 data.

The proportion shownor nets that have been permanently treated or ever self-treated.*

Figure 1.1  Percent of male respondents who are circumcised, ZSBS 1998 - ZSBS 2005.

1.6. Medical 
Injections

Table 1.7  Percent of pregnant women who slept under insecticide treated nets (ITNs), by residence, 2005
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Prevention Indicator 7 is the average number of medical 
injections per person per year.  Among the respondents 
who were asked this question in 2005 (see explanation 
in previous paragraph), males reported an average of .5 
medical injections per year, and females an average of .8 
medical injections per year. These results are presented 
in Appendix Table A.1.4. As shown in Figure 1.2, the 
majority of respondents who were asked this question 
reported receiving no medical injections in the past 
six months.  Among females, 76.0% say they received 
no medical injection in the past six months, and the 
percentage is higher among males (88.7%).  Eighteen 
percent of female respondents report receiving 1-3 
injections, compared to 6.0 % of male respondents.  
Five percent of male respondents and 6.1% of female 
respondents say they received four or more medical 
injections in the past six months.

Because HIV (and other diseases) can be transmitted 
through contaminated needles and syringes, it is critically 
important to ensure that a clean needle and syringe are 
used for each and every injection.  Prevention Indicator 
8 is the proportion of women and men aged 15-49 
reporting that the last health care injection was given 
with a syringe and needle set from a new, unopened 
package.  Findings are shown in Appendix Table A.1.5 
and Figure 1.3.  Among those receiving an injection 
from a health professional, most (92.9%) indicated 
that the injection was given with a new/clean syringe 
and needle.  Urban and rural respondents reported 
injections with a clean syringe and needle in about the 
same proportions.  A modest difference is observed 
when comparing males and females. Somewhat larger 

percentages of females (94.8%) said a clean needle and 
syringe were used compared to  males (88.5%).  See 
Figure 1.3.  

An individual’s knowledge of his or her HIV status 
can empower these individuals to take precautions to 
protect against acquiring or transmitting the virus.  In 
Zambia, a number of voluntary counseling and testing 
(VCT) sites have been established and their use is 
encouraged throughout the country.  However, as the 
results shown below reveal, most people still have not 
been tested.  Continuing efforts are needed to educate 
the population about the importance of being tested 
and knowing one’s status.

Responses to a series of questions on counseling and 
HIV testing are presented in Appendix Table A.1.4. 
More than eight out of ten Zambians report knowing 
a place to go for an HIV test.  An improvement in this 
indicator is evident when comparing earlier survey 
rounds to 2005, and particularly among women.  While 
little change is evident when comparing the 2000 and 
2003 survey findings, the percentage of women who 
say they know a place to go rose from 68.7% to 80.2% 
between the 2003 and 2005 survey rounds.  Among 
males, the increase was from 75.8% in 2003 to 83.3% 
in 2005.  The increase across the three  survey years 
in the percentage who say they know a place to be 

1.7. Voluntary 
Counseling and 

Testing

Figure 1.2  Percent distribution of respondents by number of medical injections in past 6 months, ZSBS 2005.
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tested is larger among urban respondents (more than 
11 percentage points) compared to rural respondents 
(about 6 percentage points). See Appendix Table A.1.6.  

Although findings show an increase in knowledge 
of testing sites, this is not accompanied by a 
correspondingly large increase in the percentage of 
respondents who say they have ever been tested for 
HIV (Figure 1.4 and Appendix Table A.1.6).  These 
percentages remain low in 2005, at 11.4% among males 
and 15.3% among females.  Among all respondents, the 
largest percent who report having been tested are urban 
women (23.9%). This is likely to be related to findings 
discussed in a later section that show increases in the 
percentages reporting ANC counseling and testing 
among pregnant women.

In sharp contrast to the proportions ever tested for 
HIV, very large numbers of Zambians report a desire to 
be tested (or tested again, if already tested).  As shown 
in Figure 1.5, the percentages reporting a desire to be 
tested have remained high, around three-quarters of all 
respondents, since the 2000 survey round. 

Overall, seven out of ten Zambians have said they 
desire to be tested (or tested again) since the 2000 
survey. As may be seen in Appendix Table A.1.6, 
overall percentages desiring to be tested are almost 
identical among males (72.9%) and females (72.5%) in 
2005. Urban and rural differences are very small, with 
rural percentages desiring to be tested are slightly larger 
(73.5%) than urban (71.1%) in 2005. These findings 
point to a high level of unmet need for testing services.  

Figure 1.3  Prevention Indicator 8: Percent reporting last medical injection performed with a clean needle 
and syringe, ZSBS 2005.

Figure 1.4  Percent of respondents ever tested for HIV, ZSBS 1998 - ZSBS 2005.
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Since a very large majority of Zambians know a place 
to go for testing, it may be useful to further investigate 
issues of access and/or barriers to use, including 
distance to a test site, confidentiality, stigma concerns, 
and quality of services.  

1.7.1	 Reasons for Not Getting Tested

In the 2005 survey, a question was added on possible 
reasons why some individuals might choose not to go 
for VCT. Respondents were asked for their opinion 
on this issue regardless of whether they reported ever 
having been tested.  Findings are shown in Figure 1.6 
and Appendix Table A.1.7.  The reason most commonly 
cited was “fear of learning the test results.” Overall, 
this fear was mentioned by 74.5% of respondents, and 
overall percentages were almost the same among males 

(74.9%) and females (74.0%).  Urban respondents were 
somewhat more likely to mention fear of results as a 
reason not to go for testing (78.5%) than were rural 
respondents (72.3%).  

Fear of stigma or discrimination was mentioned by 
about one-third of all respondents (34.8% among male 
respondents and 32.9% among female respondents).  
Rather small proportions mentioned a feeling of not 
being at risk as a possible reason not to be tested (17.1% 
and 16.0% among males and females, respectively).  
Consistent with the findings discussed above about 
knowledge of an HIV test site, a very small percentage 
(3.2% for males and females combined) mentioned not 
knowing where to go as a reason for not going for VCT 
(see  Appendix Table A.1.6). 

Figure 1.5  Percent of respondents ever tested for HIV, and percent who desire to be tested (or tested again) 
ZSBS 2000 - ZSBS 2005.

Figure 1.6  Reasons some people may choose not to go for voluntary counseling and testing (VCT), by 
residence, ZSBS 2005.
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Figure 1.6 shows the percentage of urban and rural 
respondents who cited the three reasons most 
commonly mentioned for why some people may 
choose not to go for VCT.

1.7.2	  Antenatal Care, HIV Counseling and 
Testing

In Zambia, HIV surveillance data are obtained 
from females attending antenatal clinics.  HIV 
surveillance is done periodically in selected clinics 
around the country by taking blood samples and 
performing anonymous tests on the samples.

In 2005, more than nine out of ten women pregnant 
in the last two years attended antenatal care at least 
once (94.3%).  Attendance rates are almost the same 
among women in urban (96.2%) and rural areas 
(93.8%).  See Table 1.8.

Appendix Table A.1.8 presents data on HIV 
counseling and testing at ANC clinics among 
women with a pregnancy in the last two years who 
attended antenatal care at least once. More than 
three-quarters (78.4%) of these women said they 
received counseling for HIV.  This appears to indicate 
a large increase in exposure to counseling, from less 
than half of antenatal women in 2000 to more than 
three-quarters in 2005.  As seen in Figure 1.7, larger 
proportions ANC attendees in urban areas report 
exposure to ANC-based counseling compared to 
those in rural areas. 

Appendix Table A.1.8 also provides data on the 
percent of antenatal women who completed the 
voluntary counseling and testing process – in other 

words, those who were counseled, offered an HIV 
test, took the test and received results. Consistent 
with increases in the proportion counseled, a higher 
percentage of women(especially among urban 
respondents) also reported having completed the 
VCT process.

In 2005, the overall percentage of women attending 
ANC who were counseled, tested and received their 
test result increased to 14.3%, an increase from 5.7% 
in 2003.  The urban and rural differential is large.  
The percentage completing the VCT process is more 
than four times as large for urban women (35.4%) 
compared to rural women (7.7%).  These results 
appear to indicate a positive trend and improvement 
that could be due to programmatic efforts. At the 
same time, the urban-rural comparison points to 
the need for a continuing focus on building VCT 
capacity in rural ANC clinics.

UNAIDS recommends two indicators for tracking 
exposure to voluntary counseling and testing (VCT) 
for HIV.  One indicator focuses on prevention 
of mother-to-child transmission, and captures 
exposure to VCT among pregnant women attending 
antenatal care. The second indicator measures 
exposure to VCT in the total population. 

Table 1.8  Percent of women with at least one ANC visit among those pregnant in the past two years,  
ZSBS 2000 - ZSBS 2005

1.8. UNAIDS Indicators 
of Voluntary Testing and 

Counseling
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UNAIDS Mother to Child Transmission Indicator 1

The UNAIDS Mother-to-Child Transmission 
(MTCT) Indicator I is defined as the percent of 
women who were counseled during antenatal care 
for their most recent pregnancy, accepted an offer of 
testing, were tested and received their test results, 
among all women who were pregnant at any time in 
the two years preceding the survey.

The percent of females meeting the standard for the 
UNAIDS MTCT Indicator 1 more than doubled 
since the previous survey, increasing from 5.7% in 
2003 to 14.3% in 2005.  Results for the indicator are 
presented in Appendix Table A.1.9.  As discussed 
earlier, the urban-rural differential for this indicator 
remains large, with 35.4% of women in urban areas 
meeting this standard compared to 7.7% in rural 
areas.  This might suggest that services are more 
readily available in urban areas than in rural areas.  
Also, while reported exposure to HIV counseling 
and testing among pregnant females shows 
significant improvement, the actual levels remain 
low and indicate a need for further improvement.  
See Figure 1.8.

UNAIDS Voluntary Counseling and Testing 
Indicator 1

UNAIDS Voluntary Counseling and Testing 
(VCT) Indicator 1 is the percent of all people 
surveyed who have ever voluntarily requested an 
HIV test, received the test and received their test 

results. Findings are shown in Appendix Table 
A.1.10.  The percentage of men exposed to VCT 
remains low, but has increased slightly from 5.0% in 
2000 to 6.0% in 2005. Among women in the total 
population, the percentage reporting exposure to 
VCT is 9.3% which is higher than in 2000 (4.3%).  
As with the ANC-based VCT indicator, the overall 
percentage of respondents completing VCT is higher 
in urban areas compared to rural areas. Respondents 
in urban areas are almost three times as likely to 
score positively on this indicator as are those in rural 
areas. These results are also shown in Figure 1.9.

Whereas considerable improvements in exposure 
to voluntary testing and counseling are evident for 
pregnant females, comparable improvements are not 
yet achieved in the general population. Sustained 
and intensified efforts are needed to inform all 
Zambians (urban and rural) of the importance of 
being tested and knowing the result. 

The ZSBS is used primarily as a tool for monitoring 
Zambia’s national programme response to the 
HIV/AIDS epidemic. It is implemented every two 
years.  Given the frequency of implementation at a 
national level, it is important for the survey to keep 
expenses as low as is possible while still producing 

Figure 1.7 Percent of women attending antenatal care who received counseling for HIV, by residence, 
ZSBS 2000 - ZSBS 2005.

Strengths and 
Limitations of the 

ZSBS Surveys
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valid and reliable results.  The ZSBS uses a nationally 
representative stratified random sample.  It provides 
estimates at a national level, as well as by sex and 
residence, and generally within a sampling error of 
plus or minus 3-5%.  The ZSBS is not a longitudinal 
survey.  It provides a series of cross-sections, and the 
analysis presented in ZSBS reports is descriptive, 
and does not include significance testing.  Analysis 
of selected indicator trends over the period 1998-
2005, using ZSBS and other available data, is being 
carried out in a separate activity, and results will be 
available later this year.  The ZSBS should not be 

viewed as a substitute for the Zambia Demographic 
and Health Surveys (ZDHS).  There is a deliberate 
overlap in many of the questions on sexual behaviour 
and HIV-related topics, but the two surveys have 
different objectives, different timing and costs, and 
use different samples.  These differences mean that 
some ZSBS and ZDHS point estimates will differ.  
However, an in-depth analysis of trends in key 
indicators of sexual behaviour as measured by the 
ZSBS and ZDHS were found to be consistent over 
the period 1996-2003 (Slaymaker and Buckner, 
2004).

Figure 1.8  UNAIDS MTCT Indicator 1: Percent of antenatal women counseled and tested for HIV, and 
know test results, ZSBS 2000 - ZSBS 2005.

Figure 1.9  UNAIDS VCT Indicator 1: Percent of total population tested for HIV and know their test 
results, ZSBS 2000 – ZSBS 2003.
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In Zambia, HIV is transmitted primarily through 
heterosexual contact, followed by perinatal 
transmission in which the mother passes the HIV 
virus to the child during pregnancy, during labor and 
delivery or through breastfeeding.  The effectiveness 
of prevention efforts relies heavily on spreading 
information about how the virus is transmitted 
and what this means in regard to changes in risky 
behaviors.  The ZSBS obtains a substantial amount 
of information on levels of awareness and knowledge 
on HIV transmission.  This information can help 
programmes refine the content of educational 
messages and target the individuals and groups 
most in need of information.  This chapter discusses 
awareness and knowledge about HIV and AIDS 
among all respondents.  Chapter 5 discusses many 
of the same issues, but with a focus on young people 
aged 15-24.

To assess levels of awareness of HIV and AIDS, 
respondents were asked if they have ever heard of an 
illness called AIDS, or of HIV, the virus that causes 
AIDS.  Findings across all survey years indicate that 
knowledge of HIV and AIDS is almost universal 
in Zambia.  More than nine out of ten respondents 
said they know about HIV and AIDS.  In 2005 
the percentages were 96.6% of males and 96.9% of 
females. Levels of awareness were very slightly lower 
in rural as compared to urban areas. See Table 2.1.

In order to further understand the general knowledge 
about HIV/AIDS, respondents were asked whether 
they know that HIV infection can be avoided, and 
that a healthy-looking person can be infected with 
HIV. See Appendix Table A.2.2.  

The percentage of female respondents who knew 
that HIV/AIDS can be avoided increased from 
77.9% in 1998 to 91.2% in 2005, with the largest 
increase occurring between the survey years 2003 
(80.9%) and 2005 (91.2%).  An increase of about 
8 percentage points is also seen over this period 
among male respondents (86.0% in 1998 to 93.6% 

2.1. General Knowledge and 
Awareness of HIV/AIDS

Chapter 2: HIV/AIDS Awareness, Knowledge of HIV Prevention, 
Attitudes and Beliefs, Stigma and Discrimination

Table 2.1  Percent of respondents who have heard of HIV/AIDS, by sex and residence, ZSBS 1998 – ZSBS 
2005
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in 2005).  Knowledge of how to avoid AIDS has 
also increased in rural areas, from 77.8% in 1998 to 
90.7% in 2005.  Figure 2.1 shows overall results on 
this indicator by urban and rural residence.

Awareness that a healthy looking person can have 
HIV increased among all respondents, though 
females reported this awareness less frequently 
than the male respondents.  In 2005 the overall 
percentages for men and women reporting this 
awareness were 93.4% and 89.3%, respectively.  The 
overall urban and rural percentages were 97.1% and 
88.3%, respectively.  These results are presented in 
Appendix Table A.2.2, and in Figure 2.2.  Overall 
knowledge was high and continued to improve for 
these two general knowledge indicators.

An important aspect of HIV/AIDS prevention 
is making sure that people understand the means 
by which they can prevent or reduce their chances 
of becoming infected with HIV.  Respondents’ 
knowledge of this important aspect of HIV 
prevention is assessed using both “spontaneous” 
and “prompted” response questions.  “Spontaneous-
response” questions ask the respondents to list the 
types of prevention methods they know. “Prompted-
response” questions involve mentioning a specific 

Figure 2.1  Percent of Respondents who know HIV infection can be avoided, by residence, ZSBS 1998 - ZSBS 
2005.

Figure 2.2  Percent of respondents who know a healthy-looking person can be HIV-infected, ZSBS 1998 - ZSBS 
2005.

2.2. Knowledge of Ways to 
Prevent HIV Transmission
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method and asking if the respondent recognizes it as a 
method of HIV prevention.  In this case, the respondent 
answers yes or no to each method mentioned.  The tables 
and graphs that follow first present findings based on 
the spontaneous responses, followed by findings based 
on the prompted responses.

2.2.1	 Spontaneous Response Knowledge of Prevention 
Methods

The spontaneous-response question about knowledge 
of prevention methods was asked first, and was asked 
only of respondents who said they know that HIV 
infection can be avoided.  Table 2.2 (below) and 
Appendix Table A.2.3 present results based on the 
question: “In what ways can people reduce their chances 
of getting infected with the AIDS virus?” In 2005, the 
methods most commonly reported spontaneously were 
abstinence (85.5% among males and 79.6% among 
females), using condoms (70.3% for males and 62.3% 
for females) and having one partner/being faithful to 
one partner (57.0% for males and 55.8% for females). 
Percentages naming the last three categories shown in 
Table 2.2 (limit number of partners, avoid sharing razor 
blades, avoid sex with prostitutes) were much lower.  
However, the spontaneous naming of all six prevention 
methods listed in Table 2.2 has increased since 2003. 
Table 2.2 summarizes these results by urban and rural 
residence. 

Table 2.2 also shows the percentage of respondents 
who spontaneously named all three components of 

the ABCs of prevention (Abstinence, Be Faithful, 
and Consistent Condom Use).  In 2005, one-third of 
all respondents named all three ABC components. 
The total percentage spontaneously naming all 
three ABC components increased from 13.0% 
in the 2003 survey to 33.6% in 2005.  The largest 
change across the two survey years for which data 
are available is registered among rural respondents, 
with an increase of 24.8 percentage points (from 
9.1% in 2003 to 33.9% in 2005).

2.2.2	 Prompted Recognition of Prevention Methods

The prompted-response questions suggest a 
prevention method and ask if the respondent 
recognizes it as a way to avoid HIV transmission.  
Prompted-response questions were asked of all 
respondents, regardless of whether they said 
they knew that HIV infection could be avoided.  
Prompted questions ask if people can reduce their 
chances of HIV infection by consistent condom use, 
by having one faithful partner, and by abstaining 
from sex.  The prompted question on abstaining 
from sex was asked for the first time in the 2005 
survey. Results are shown in Figures 2.3 - 2.6 and 
Appendix Table A.2.4. 

The percentage of respondents who recognize 
consistent condom use as a preventive measure has 
increased steadily from 1998 to 2005 among males 
and females, and among urban and rural respondents.  
In 2005, 83.1% of males and 80.5% of females 

Table 2.2  Ways to prevent HIV transmission spontaneously named, percent of respondents, by residence, 
ZSBS 2003 – ZSBS 2005
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recognized this method as a preventive measure.  There 
was a modest variation by residence (84.8% for urban 
respondents and 80.2% for rural respondents). Figure 
2.3 shows results for males and females by residence.

A large percentage of respondents recognized having 
one faithful partner as a prevention method.  In 2005, 
the results were 90.4% for males and 89.4% for females.  
Overall, more urban respondents (93.6%) than rural 
respondents (88.0%) said they recognize one faithful 
partner as a preventive measure.  Figure 2.4 shows 
results for males and females by residence.

Prompted questions about abstaining from sex as a way 
of avoiding HIV infection were asked for the first time 
in the 2005 survey round.  Knowledge of abstinence as 
a preventive method is virtually universal in Zambia.  
More than nine out of ten respondents recognized the 

method.  Total percentages were 96.6% among urban 
respondents and 94.0% among rural respondents.  

Recognition of all three ABC prevention methods, based 
on responses to the three prompted questions, is shown 
in Figure 2.6 and in Appendix Table A.2.5. As noted 
above, a prompted response question on abstinence 
was asked for the first time in the 2005 survey, so the 
indicator cannot be calculated for previous survey years. 
Overall in 2005, at least seven out of ten Zambians 
recognized all three of the ABC prevention methods 
(abstaining from sex, being faithful to one partner, and 
consistent condom use).  The percentage was higher 
among urban respondents (78.9%) compared to rural 
respondents (72.0%), and higher among rural males 
(74.9%) than among rural females (69.3%).  See Figure 
2.6.

Figure 2.3  Percent of respondents who recognize consistent condom use as a way to prevent HIV infection, 
by residence, ZSBS 1998 - ZSBS 2005.

Figure 2.4  Percent of respondents who recognize having one faithful partner as a way to prevent HIV 
infection, by residence, ZSBS 1998 - ZSBS 2005.
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Zambia has implemented a number of strategies aimed 
at improving the health of HIV-infected mothers and 
reducing the chances of transmission of the virus to 
infants and children during pregnancy, labour and 
delivery, and after delivery through breast milk. In 
support of these efforts, it is critically important to raise 
the general level of knowledge of transmission of the 
virus from mother to child and of reducing the risk of 
transmission by the use of anti-retroviral drugs.

Knowledge of mother-to-child transmission (MTCT) 
is essential to prevent infants from becoming infected 

with HIV through vertical transmission from mother 
to child.  Data on MTCT are available beginning with 
the year 2000 survey.  Respondents were first asked if 
they know HIV can be transmitted from mother to 
child.  Results are shown in Appendix Table A.2.6 and 
Figure 2.7.  

More than eight out of ten males reported knowledge 
of mother-to-child transmission, with only a very small 
increase, from 81.8% in 2000 to 83.6% in 2005.  Overall 
percentages for females are slightly higher than those 
for males. The difference between female respondents 
living in urban areas compared to those living in rural 
areas is larger than those between urban and rural males.  
About nine out of ten women in urban areas reported 
knowledge of MTCT in all three survey rounds. The 
percentage for rural women was lower by more than 

Figure 2.5  Percent of respondents who recognize abstinence as a way to prevent HIV infection, ZSBS 2005.

Figure 2.6  Knows the 3 ABCs of HIV prevention: abstinence, be faithful, consistent condom use 
(prompted responses), ZSBS 2005.
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5 percentage points in all of the surveys.  Among rural 
women, knowledge increased from 78.1% in 2000 to 
83.8% in 2005.  Figure 2.7 shows these findings by sex 
and residence.

Respondents who knew about MTCT were asked 
about the usual routes of transmission, that is, whether 
transmission could occur during pregnancy, at delivery, 
and through breast milk.  Results are shown in Table 
2.3.  Overall, knowledge that HIV transmission can 
occur through pregnancy has declined from 93.4% in 
2000 to 84.3% in 2005.  In previous surveys, knowledge 
of possible MTCT during pregnancy was the means 
most frequently recognized. Further analysis is needed 
to confirm and explain this apparent decline in 
knowledge

Knowledge that transmission can occur at delivery and 
through breast milk has increased over the survey years. 
See Table 2.3. The percentage increases in knowledge 
that MTCT can occur at delivery are large, among 
both males and females. In the 2000 survey, less than 
two-thirds of males (61.0%) recognized the risk of 
transmission “at delivery.” By 2005 the percentage 
increased to 85.4%. Similarly, increases in this 
knowledge are observed among women, from 63.0% in 
2000 to 89.2% in 2005. 

Knowledge of possible transmission through breast 
milk was 86.0% for males and 90.9% for females in 
2005, an increase from the 2000 survey of 9 percentage 
points for males and 11 percentage points for females 
from 2000. Until knowledge of MTCT is universal, 
it is important to continue efforts to educate the 

Figure 2.7  Percent of respondents with knowledge of mother to child transmission of HIV, ZSBS 2000 - ZSBS 
2005.

Table 2.3  Percent of respondents with knowledge of specific pathways of mother to child transmission 
of HIV (MTCT) by sex, ZSBS 2000 – ZSBS 2005
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population about all three possible methods of 
mother-to-child transmission.  

In addition to being asked about their knowledge of 
possible pathways of mother-to-child transmission, 
respondents were questioned about two specific 
ways of reducing the chances of mother-to-child 
transmission. Respondents were asked if avoiding 
breastfeeding can reduce the chances of transmission, 
and if an HIV infected mother can reduce the 
risk of transmission to the child by taking special 
medications during pregnancy.  Results are shown 
in Figure 2.8 and in Appendix Table A.2.8.

Awareness of anti-retroviral drugs and their potential 
role in prevention of MTCT is less widespread 
than knowledge of avoiding breastfeeding.  Overall, 
six out of ten Zambians understand that avoiding 
breastfeeding can reduce the chances of MTCT 
and four out of ten know about the use of special 
medications during pregnancy. However, the 
proportion recognizing both important measures is 
lower, at 34.4% (see Table A. 2.8).  Females (37.2%) 
are more likely to report awareness of both measures 
than males (31.4%).  The percentage of females 
in urban areas aware of both measures (56.6%) is 
higher than for their rural counterparts (27.2%).  
Nevertheless, just over half of urban females report 
this awareness, and less than half of urban males. 

Another important component of knowledge about 
HIV transmission relates to combating myths, 
superstitions and incorrect beliefs that may increase 
the risk of infection by misleading individuals 
who are at risk of infection, or may help to sustain 
social stigma and discrimination.  One common 
misconception about HIV/AIDS is the belief that 
persons infected with HIV will always appear to 
be ill.  Other incorrect beliefs are that HIV can be 
transmitted through mosquito bites, by sharing a 
meal with someone who is infected, or by witchcraft 
and other supernatural means.

While most respondents in Zambia had a basic 
understanding of how HIV/AIDS is transmitted, 
misconceptions still exist in Zambian society.  
Respondents were asked whether HIV can be 
transmitted by mosquito bites, by sharing a meal 
with an infected person, or by witchcraft.  Findings 
on common misperceptions are shown in Figure 
2.9 and Appendix Table A.2.9. Apart from declines 
seen in the percentages believing in transmission 
by witchcraft, the reported levels of misconceptions 
have not declined over the 1998 – 2005 survey 
years. It is therefore important to continue stressing 
correct knowledge to counter these misconceptions 
in education campaigns. 

Figure 2.8  Awareness of special medications and avoiding breastfeeding as ways to prevent MTCT, ZSBS 
2005.
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The most common misconception continues to be 
the belief that HIV transmission can be transmitted 
through mosquito bites.  In 2005, more than a 
quarter of males (27.7%) and close to a third of 
females (30.9%) held this misconception.  The 
misconception about mosquito-borne transmission 
is more commonly reported by respondents living 
in rural compared to urban areas. Misconceptions 
about transmission of HIV through witchcraft are 
still held by at least one-fifth of all respondents. 
In 2005 the percentages believing in transmission 
by witchcraft were 20.8% for males and 23.1% 
for females.  The misconception least commonly 
reported is that HIV can be transmitted by sharing 
food or a meal with an infected person.  This 
misconception was reported by only 14.0% of males 
and 16.0% of females in 2005.  See Figure 2.9.  

Information on personal knowledge of people 
living with HIV infection or dying of AIDS 
provides valuable clues to levels of awareness of the 
epidemic, stigma in society, and an awareness of 
AIDS mortality that may influence risky behavior. 
Respondents were asked if they knew someone 
infected with HIV or someone who died of AIDS.  
Results are shown in Appendix Table A.2.10. 

The percentage of respondents who report personally 
knowing someone with HIV or who died of AIDS 
has increased steadily over the survey years, rising 
from about seven out of ten respondents in 1998 
to eight out of ten in 2005. In 2005, results by sex 
show 83.8% among males and 81.2%. It is likely 
that a combination of factors are contributing 
to the increase in this indicator. These include a 
greater awareness of the epidemic, and possibly a 
greater willingness to report knowing persons with 
AIDS. However, there is also the likelihood that 
HIV/AIDS is affecting more and more Zambians 
on a personal level. In 2005, almost nine out of ten 
respondents in urban areas said they know someone 
with HIV or who had died of AIDS, compared to 
eight out of ten respondents in rural areas. Figure 
2.10 shows the rise in this indicator across the 
survey years, by residence.

A question added for the first time in the 2005 
survey asked respondents whether they knew about 
special medications that a doctor or nurse can give 
to a person infected with HIV/AIDS.  Results 
are presented in Appendix Table A.2.11.  Overall, 
57.2% of males and 53.3% of females knew of 
such medications. Urban respondents (71.1%) 
were more likely to know about these medications 
than rural respondents (46.9%).  Respondents who 
said they knew about the special medications were 
asked if they knew where a person could obtain the 
medications/treatment.  Urban respondents (67.1%) 

Figure 2.9  Misconceptions about HIV transmission, ZSBS 2005.

2.5. Personal Acquaintance 
with Persons Living with 

HIV/AIDS



HIV/AIDS Awareness, Knowledge of HIV Prevention, Attitudes and Beliefs, Stigma and Discrimination 25

were more likely to have this knowledge than rural 
respondents (41.6%). Male respondents (52.3%) 
were slightly more likely to say they knew where to 
obtain the medications than females (48.5%).  Figure 
2.11 shows results by urban and rural residence.

The HIV epidemic is a global problem with a disastrous 
impact on human survival and economic development. 
As a result, it has generated fear, anxiety and prejudice 
against those unfortunate enough to have contracted 
the virus.  Some of the stigma associated with HIV 

arises from the fact that the main form of transmission 
is through sexual contact. HIV is a sexually transmitted 
disease.  Negative attitudes towards AIDS patients are 
reported in many parts of the world, including Zambia, 
and these prejudices greatly hinder efforts to control 
the epidemic. Despite concerted efforts in Zambia 
and elsewhere to address stigma and discrimination, 
many still view people living with HIV as shameful 
and blame them for being irresponsible.  Where these 
negative attitudes exist, discrimination against infected 
individuals is also likely to be common, fuelling further 
anxiety and prejudice. Stigma and discrimination are key 
challenges to prevention and control of the epidemic.  
Among other things, the presence of social stigma leads 
people to feel a need for secrecy and denial, and hinders 
individuals from seeking counseling and testing.

2.6. Attitudes towards 
Persons Living with HIV, 

Stigma and 
Discrimination

Figure 2.10  Percent of respondents who know a person living with HIV or who died of AIDS, ZSBS 1998 
- ZSBS 2005.

Figure 2.11  Percent of respondents who know about special medications for treating AIDS and where to 
obtain these medications, ZSBS 2005.



Zambia Sexual Behaviour Survey 200526

In the ZSBS, respondents are asked a series of 
questions designed to provide information on stigma 
and discrimination towards individuals infected 
with HIV.  Internationally accepted conventions for 
measuring HIV-related stigma use a combination of 
three questions.  Responses to these questions reveal 
attitudes believed to provide proxy measures for a 
concept (stigma and discrimination).  This concept is 
very difficult to measure directly.  The recommended 
approach probes respondents’ willingness to share a 
meal with, or buy vegetables from an HIV positive 
individual, and attitudes towards an infected female 
teacher who is not sick continuing to teach.  A female 
teacher is specified in order to capture feelings of threat 
to children related to HIV infection in a teacher, and 
at the same time, to separate this from fears related to 
the possibility of sexual harassment of young girls by a 
male teacher.

Findings on the stigma and discrimination indicators 
are presented in Appendix Tables A.2.12, A.2.13, 
A.2.14, and A.2.15. As shown in Appendix Table 
A.2.12, the overall percentage of respondents who 
reported having shared a meal with an HIV-infected 
person has changed little since the 2000 survey round, 
especially among rural respondents. In 2005, about 
one-third of all respondents said they had shared a 
meal with such a person. The percentage who reported 
sharing a meal with someone living with AIDS was 
higher among urban (45.5%) as compared to rural 
respondents (25.3%).  The percentage of respondents 
who say they would be willing to buy vegetables from 

a vendor they knew to be infected with HIV increased 
since the 2000 survey, rising from 43.8% in 2000 to 
63.1% in 2005.  Results for 2005 are shown by residence 
in Figure 2.12.

The third component of the UNAIDS Stigma Indicator 
1 is the question which asks respondents if they believe 
a female teacher who is HIV positive but not sick 
should continue teaching.  This component cannot be 
measured using data from the 2005 survey, because the 
wording of the question was inadvertently changed. In 
2005, the question asked whether a “worker” infected 
with HIV/AIDS should continue working. The results 
for the re-worded question are shown in Appendix 
Table A.2.13.  Overall, 70.2% of male respondents 
and 65.9% of female respondents said that an HIV-
infected worker should continue working.� (Appendix 
Table A.2.12 shows findings for the “female teacher” 
indicator for the two previous survey years, 2000 and 
2003.)

Data on attitudes towards HIV-infected family 
members and their care are presented in Appendix 
Table A.2.14.  Respondents were asked about their 
willingness to care for HIV-infected family members, 
and whether they would want it kept secret if a family 
member is HIV positive.  Most respondents said they 

�  The “worker” results are presented separately from 
the “female teacher” indicator, because it would not be 
appropriate to interpret findings from the “infected worker” 
question as a data point in the indicator trend based on the 
“female teacher” question.

Figure 2.12  Indicators of stigma and discrimination, ZSBS 2005.
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would be willing to care for a family member with 
HIV.  Males and females responded affirmatively to 
this question in almost the same proportions (91.3% of 
females and 90.7% of males).  

Attitudes towards revealing the HIV status of family 
members are similar among males and females.  In 2005, 
only a slightly higher percentage of females (37.6%) 
than males (34.9%) said they would want the HIV 
positive status of a family member kept a secret.  In the 
2005 survey, a larger percentage of urban respondents 
(39.6%) expressed a desire for secrecy than their rural 
counterparts (34.6%).  Figure 2.13 shows overall results 
for these indicators across each of the survey years for 
which data 2000-2005 are available.

Appendix Table A.2.15 presents information from 
new questions added in the 2005 survey concerning 
discrimination and/or verbal abuse directed at persons 
known or suspected to be infected with HIV.  These 
questions ask specifically about knowledge of such a 
person who was denied health services, denied access 
to social, religious or community events, and/or verbally 
abused or teased.  

About one out of ten males and females alike report 
knowing someone who was denied health services 
(10.6% of males and 9.8% of females).  The percentage 
reporting this form of discrimination is slightly higher 
(11.2%) among rural compared to urban respondents 
(8.2%).  Knowledge of a person denied access to social, 
religious or community events is almost the same 

among urban (6.2%) and rural (5.9%) respondents.  
Larger percentages of respondents reported knowing 
of someone who was verbally abused or teased because 
of their HIV status.  This abuse was reported by 14% 
of all males and 12.7% of all females.  The percentage 
was slightly higher (14.2%) among respondents living 
in urban areas compared to those in rural areas (12.8%). 
Overall, the above stated forms of overt discrimination 
are present in Zambia, but are not very common.  
See Appendix Table A.2.15.  Figure 2.14 shows 
the percentage of respondents who reported having 
observed any of the three forms of discrimination or 
abuse.

Appendix Table 2.16 presents data on two other 
indicators designed to assess negative attitudes towards 
people infected with HIV/AIDS.  Respondents were 
asked whether they agree or disagree with statements 
asserting that “persons with HIV/AIDS should be 
ashamed” and “persons with HIV/AIDS should be 
blamed for bringing HIV/AIDS into the community.”  
Large urban and rural differentials are apparent in the 
responses to these questions. Lower percentages of 
urban respondents reported these negative attitudes 
compared to their rural counterparts. 

About one-third (33.8%) of respondents in rural 
areas said that persons with HIV/AIDS should 
be ashamed of themselves, compared with only 
14.7% of their urban counterparts.  A slightly larger 
percentage (28.6%) of females than males (25.9%) 
held this view.  Percentages agreeing that persons 

Figure 2.13  Attitudes towards HIV-infected family members, ZSBS 1998 - ZSBS 2005.
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with HIV/AIDS should be blamed for bringing 
the virus into the community were almost three 
times as high among rural respondents (32.1%) as 
those among urban respondents (11.6%).  As with 
the previous indicator, the percentage agreeing 
that people living with AIDS should be blamed is 
slightly higher among females (26.5%) compared to 
males (23.6%).  Figure 2.15 shows overall findings 
for the two indicators by residence.

Figure 2.16 and Appendix Table A.2.16 show the 
percentage of respondents who express either of 
the two negative opinions about people living with 
AIDS.  Overall, almost one-third of all respondents 
indicate feelings of negative judgment or blame 
towards people living with HIV/AIDS.  Percentages 
reporting these negative attitudes are more than 
twice as large among rural respondents (40.2%) 
compared to those in urban areas (18.5%). These 
results suggest that negative feelings towards people 
living with HIV/AIDS are present in Zambia,  
particularly in rural areas.  See Figure 2.16.

Following international guidelines, empowerment 
of females with respect to sexual issues is assessed 
in the ZSBS surveys with a question on whether 
unmarried females should always be able to buy 

condoms.  These findings are summarized in 
Appendix Table A.2.17.  In 1998, an urban and 
rural gap of 10 percentage points was apparent for 
this indicator. But by 2005, percentages replying 
affirmatively are nearly the same for urban and 
rural respondents (59.3% and 58.3%, respectively).  
In 2005, the percentage of males who find this 
practice acceptable is larger (61.4%) than among 
females (56.1%).  In order to maintain international 
standards, the wording of this item was changed 
between the 1998 and 2000 survey rounds.  In 
1998, the question asked read, “Is it acceptable for 
an unmarried woman to buy condoms?” Beginning 
with the 2000 survey round, the question asked 
read, “Do you think that unmarried females should 
always be able to buy condoms?”  Figure 2.17 shows 
results for males and females who believe condom 
purchase by unmarried women is acceptable.

The extent to which married partners report talking 
with each other about HIV/AIDS prevention is 
also an indicator of gender-related attitudes with 
respect to sexual behavior in Zambia.  A question to 
measure this indicator was asked for the first time in 
the 2003 ZSBS, and repeated in 2005.  Results are 
presented in Appendix Table A.2.18 and in Figure 
2.18. 

Little change is evident across the two survey years 
among males (80.0% in 2003 and 82.8% in 2005).  
Among females, however, the percentage who reported 
talking to their spouse about ways to prevent HIV 

2.7. Gender-Related 
Attitudes and Communication 

Between Partners

Figure 2.14  Percent of respondents who know of discrimination or abuse directed at someone living with 
AIDS because of their HIV status, ZSBS 2005.
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Figure 2.15  Percent who say people living with AIDS should be ashamed or should be blamed, ZSBS 2005.

Figure 2.16  Percent expressing negative attitudes towards people living with AIDS, ZSBS 2005.

Figure 2.17  Percent of respondents who believe condom purchase by unmarried women is acceptable, 
ZSBS 1998 - ZSBS 2005.
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increased by more than 10 percentage points, from 
65.2% in 2003 to 76.9% in 2005.  These results are 
encouraging in the Zambian context, where many 
believe that males continue to exert more influence 
in determining sexual matters. 

Beginning in 2003, the survey includes some specific 
questions that probe an individual’s knowledge about 
condoms and the perceived effectiveness of condoms 
for preventing HIV and STI infection.  These 
questions can help indicate whether information 
from health education and communications 
campaigns is reaching the population.  Findings are 
summarized in Appendix Tables A.2.19 (HIV) and 
A.2.20 (STI).  

Results in 2005 show large increases in the percentage 
of males and females who say they believe condoms 
are “very effective” in preventing HIV/AIDS.  These 
percentages increased among males from 40.5% in 
2003 to 51.0% in 2005, and among females from 
36.4% in 2003 to 48.3% in 2005.  The increases 
were larger among respondents in urban areas (16.3 
percentage point increase) compared to rural areas 
(8.4 percentage point increase).  See Appendix 
Table A.2.19.

Large increases are also seen in the percentage of 
males and females who believed that condoms are 
“very effective” in preventing STIs.  These results are 
presented in Appendix Table A.2.20.  Among males, 
the percentage increased from 46.9% in 2003 to 
53.6% in 2005.  The percentage for females increased 
by 10 percentage points, from 39.4% in 2003 to 
49.5% in 2005.  Overall, increases across the two 
survey years are larger among respondents in urban 
areas (15.1 percentage point increase) compared to 
those in rural areas (4.8 percentage point increase).  
It is plausible that these increases are influenced by 
the intensive campaigns to raise awareness of the 
effectiveness of condoms in protecting against HIV 
and STI transmission.  Figure 2.19 shows the overall 
increase in these two indicators of perceived condom 
effectiveness between the 2003 and 2005 surveys.

The likelihood that condoms will be used to help 
protect against HIV and STIs is greatly influenced 
by attitudes and beliefs about condoms.  Therefore, 
some questions asking about a number of commonly-
held attitudes and beliefs about condoms and who 
should use them were included in the 2005 ZSBS. 
Results are shown in Table 2.4 on the following 
page.

Figure 2.18  Percent of respondents who say they discussed HIV prevention with their partner, ZSBS 2000 
- ZSBS 2005.
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In many parts of the world, condom use is often 
associated with extra-marital sex. Some people 
may be reluctant to suggest condom use with their 
regular or marital partner because of this implication.  
Results shown in Table 2.4 indicate that this attitude 
exists in Zambia.  Only one-third of all respondents 
agree with the statement that “condoms are for use 
with a regular partner,” and more than half disagree.  
Similarly, a very large majority of respondents, almost 
two-thirds, agreed with the statement that “condoms 
promote promiscuity.”  A majority disagree with the 
statement that “parents support the use of condoms 
by young people.” On the other hand, almost seven 
out of ten agree that “most young people support 
the use of condoms by their friends.”  The latter 
results may suggest that certain attitudes towards 
condoms differ across the generations.  Attitudes 

towards condoms among young people 15-24 are 
further explored in Chapter 5 of this report.

Several of the internationally standard HIV/
AIDS-related Knowledge Indicators and one 
Stigma and Discrimination Indicator can be 
constructed from ZSBS data.  These indicators are 
presented in Appendix Tables A.2.21, A.2.22, and 
A.2.23.  (PEPFAR Prevention Indicator 1 assesses 
knowledge specifically among young respondents 
15-24 and therefore is presented in Chapter 5).

Figure 2.19  Percent of respondents who say condoms are “very effective” for preventing HIV and STI 
infection, ZSBS 2003 - ZSBS 2005.

Table 2.4  Attitudes about condoms, percent of respondents agreeing with statement, ZSBS 2005
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UNAIDS Stigma and Discrimination Indicator 1

UNAIDS Stigma and Discrimination Indicator 1 
is defined as the “percentage of people expressing 
accepting attitudes towards people with HIV.”  This 
is also the PEPFAR AIDS Policy Index.  A positive 
response to the following four items constitutes having 
an accepting attitude:

Willingness to care for a family member who 
becomes sick with AIDS
Willingness to buy vegetables from a shopkeeper 
who is infected with HIV
Agreeing that a female teacher with HIV should 
be allowed to continue teaching� 
Says he/she would not want to keep the HIV+ 
status of a family member secret.

Findings are presented in Appendix Table A.2.21.  The 
percentage of Zambian respondents scoring positively 
on this indicator increased considerably between 2000 
and 2003, indicating that stigma associated with HIV 
in Zambian society may be reducing – but overall levels 
remain low.  In 2000, 21.4% of males and 18.0% of 
females scored positively on this indicator.  In 2003 
28.9% of males and 24.4% of females score positively 
on this indicator (indicator cannot be calculated for 
2005 – see footnote).

�  As noted earlier, an inadvertent change in the wording of 
this question means that this indicator cannot be calculated 
for 2005.  The measurement series will resume with the 2007 
ZSBS survey.

1.

2.

3.

4.

UNAIDS Knowledge Indicator 1

UNAIDS Knowledge Indicator 1 is the percentage of 
respondents who say, in response to prompted questions, 
that a person can reduce their risk of becoming infected 
with HIV by using condoms and having one faithful 
partner.  A positive response to both questions produces 
a positive score for that respondent on the indicator.  In 
Zambia, positive scores on this indicator have increased 
steadily since the first survey round in 1998, among 
male and female as well as urban and rural respondents.  
Findings on this indicator are presented in Appendix 
Table A.2.22.  

In 1998, just over half (56.9%) of male respondents 
scored positively on this indicator. By 2005 the 
percentage recognizing condom use and having one 
faithful partner as ways to reduce the risk of HIV 
transmission had increased to more than three-
quarters (77.6%).  Similarly, increases are evident for 
female respondents. Among female respondents, the 
percentage with this knowledge also increased from 
about one-half (49.6%) in 1998 to three-quarters 
(74.6%) in 2005.  Percentages scoring positively on 
this prevention indicator have increased greatly among 
rural respondents.  In 1998, about half (49.6%) of rural 
respondents scored positively on this indicator. By 
2005, the percentage is close to three-quarters (73.8%).  
Among urban respondents, percentages rose from 
58.1% in 1998 to 80.3% in 2005. Overall results by 
residence are shown in Figure 2.20.

Figure 2.20  UNAIDS Knowledge Indicator 1:  Knows consistent condom use and having one faithful 
partner are ways to avoid HIV infection, ZSBS 1998 - ZSBS 2005.
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UNAIDS Knowledge Indicators 2 and 5

Appendix Table A.2.23 shows results for two 
indicators of correct knowledge about HIV 
transmission and prevention: UNAIDS Knowledge 
Indicator 2 and UNAIDS Knowledge Indicator 5. 

UNAIDS Knowledge Indicator 2 is the percent of 
respondents who reject the two most commonly-
held local misconceptions about HIV transmission 
and who know that a healthy-looking person can 
be infected with HIV.  In Zambia, the two “most 
commonly held” misconceptions are defined as the 
belief that HIV can be transmitted by mosquitoes 
or by witchcraft.   

Overall levels of this indicator have not changed 
much since the indicator was first measured in the 
2000 survey.  In 2005, 55.8% of male respondents 
scored positively on this indicator, compared to 
about half of all female respondents (49.2%). Urban 
and rural differentials persist.  Results by residence 
are shown in Figure 2.21.

UNAIDS Knowledge Indicator 5 (see Appendix 
Table A.2.23) pertains to the respondent’s 
understanding of how to prevent HIV transmission 
from mother to child.  To score on this indicator, 
individuals must respond correctly to prompted-
response questions about anti-retroviral therapy and 
avoiding breastfeeding.  As noted earlier in the text, 

the measurement standards for this indicator have 
changed since the 2000 and 2003 survey rounds.  
In earlier years, the items used to measure the 
indicator were in a spontaneous-response format.  
New standards now require that a prompted-
response format be used. Therefore, results from the 
earlier surveys are not comparable to 2005, because 
measurement changed to record results based on 
prompted-response questions (prompted response 
percentages will almost always be higher than those 
based on spontaneous responses).  

In 2005, the overall percentage of females (37.2%) 
scoring positively on Knowledge Indicator 5 was 
somewhat higher than the overall percentage for 
males (31.4%). Likewise, the overall percentage 
of urban respondents who know how to prevent 
MTCT with antiretroviral therapy and by avoiding 
breastfeeding (51.6%) was twice as high as that for 
rural respondents (25.4%).  These results are shown 
in Appendix Table A.2.23. Figure 2.22 shows results 
for males and females by residence.

In general, these indicators point to an improvement 
in the key components of knowledge concerning 
HIV/AIDS and HIV prevention among Zambians.  
However, the scores for some indicators still remain 
low.  There is a continuing need for efforts to provide 
information and education that will help Zambians 
attain a deeper understanding of HIV/AIDS 
prevention and transmission.

Figure 2.21  UNAIDS Knowledge Indicator 2: No incorrect beliefs about HIV transmission, ZSBS 2000 
- ZSBS 2005.
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Figure 2.22  UNAIDS Knowledge Indicator 5: Knows how to prevent mother to child transmission, 
ZSBS 2005.



35Sexual Behavior, Sexual Partnerships, and Condom Use

The fight against HIV/AIDS and other STIs 
requires an understanding of the society’s and 
individuals’ sexual customs, practices and behaviors.  
In Africa in general, and in Zambia, the spread of 
HIV has occurred primarily through heterosexual 
contact in the general population.  Prevention, 
treatment and care programmes for the affected are 
required at the community, district, regional and 
national levels.  In Zambia, HIV/AIDS prevention 
efforts have concentrated on promotion of sexual 
abstinence or late sexual debut for adolescents, being 
faithful to one partner or encouragement of mutual 
faithfulness, and consistent and correct condom 
use.  This approach is often abbreviated as ABC 
(A for Abstinence, B for Being Faithful, and C for 
Condoms).  Educational campaigns have been used 
as a major thrust of efforts to reduce risky sexual 
behavior.  Education efforts assume that increased 
knowledge about the risks will eventually translate 
into reductions in risky sexual behavior.

This chapter presents data on the sexual behavior 
of respondents, including detailed information 
on the respondent’s three most recent sexual 
partners. Sexual partnership information addresses 
marital (including a small number of cohabiting 
partnerships) as well as non-marital partnerships.  
Marital partnerships are those involving sex 
between a husband and wife (or wives, in the case 
of polygamous marriages).  Cohabiting partnerships 
are relationships involving sex between partners 
who are living together as if married though they are 
not officially married or married by custom.  Non-
marital partnerships are those that involve sex with 
girlfriends, boyfriends, friends or casual partners.  
Information on “non-marital and non-cohabiting” 
partnerships (sometimes also described as “non-
regular” partnerships), is particularly important in 
understanding the dynamics of the epidemic.

Respondents are asked to recall how old they were 
the first time they had sex.  Early sexual debut is 
considered to be a risk factor for HIV infection, 
because early timing of first sex, often before 
marriage, increases the chances for young people 
of having risky sexual encounters and having many 
sexual partners during a lifetime. Findings on 
median age at first sex are presented in Table 3.1. 

Median age is calculated for two age groups: ages 20-
49, and 15-24. . The age group 20-49 is used because 
we expect almost all respondents to have experienced 
first sex by the age of 20.  For male respondents ages 
20-49 the median age at first sex is 19.5 in 2005, an 
increase of three years from 1998 (16.5) and from 
the 17.5 recorded in 2000 and 2003.   Among female 
respondents ages 20-49, the median age is 18.5 in 2005, 
a two year increase from 16.5 in 1998 and a one year 
increase from 17.5 in 2000 and 2003.  A limitation of 
this particular measurement approach (i.e., using the 
age group 20-49) is that it is heavily weighted in favour 
of older respondents, and thus may not reflect more 
recent changes in median age at first sex. Therefore, the 
indicator is also calculated for the age group 15-24. 
 
For the younger age group 15-24, median age at first 
sex is 18.5 for males and also for females in 2005, an 
increase of three years for males and two years for 
females from the 1998 survey.  In each of the previous 
surveys, median age at first sex in this age group was 
15.5 for males and 16.5 for females.

The increase in age at first sex observed in these 
findings may be a sign that efforts to persuade young 
people to delay their sexual debut are working.  Early 
sexual debut is often a risk factor for HIV infection, 
since early timing of first sex, often before marriage, 
may increase the chances of having many sexual 
partners during a lifetime.

Chapter 3: Sexual Behavior, Sexual Partnerships, and 
Condom Use

3.1. Introduction 3.2. Median Age at 
First Sex
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3.3.1 Respondents’ Marital Status

Data on the marital status of respondents is presented 
in Appendix Table A.3.1.  Marital patterns have 
changed very little over the survey years.  Just over one-
half of all respondents are married and in monogamous 
relationships, and around 30 percent say they are single 
and never married.  In 2005, more than half of all male 
(52.4%) and female (53.0%) respondents are currently 
monogamously married.   Rural respondents (56.5%) 
are somewhat more likely to be married than urban 
respondents (45.5%).   Appendix Table A.3.1 indicates 
that in 2005 a little over one-third of male respondents 
(36.6%) and about one quarter (24.4%) of female 
respondents are single and never married. Figure 3.1 
shows marital status results in 2005 by residence. 

In both rural and urban areas, males are more likely 
to report being single than females. Females were 
more likely (14.2%) to report being formerly married 
compared to males (4.1%).  Almost the same percentages 
of females (6.6%) and males (5.9%) reported being in 
a polygamous marriage.  Less than one percent of all 
respondents (males and females) describe themselves as 
cohabiting.  In Zambia, as in many African countries, 
cohabiting is not a common cultural practice.  It is 

possible that some of those who might otherwise be 
classified as cohabiting report themselves as being 
married.

3.3.2 Marital Sexual Behavior

The survey obtained information on when married 
respondents last had sex with their marital partners.  
Appendix Table A.3.2 shows findings on the percentage 
of respondents who report having sex the night before 
the survey, and those who had sex in the month before 
the survey (including those reporting sex the previous 
night). Results in 2005 indicate higher percentages of 
both males and females report having sex with their 
marital partner the previous night than in prior survey 
years.  This figure has increased steadily over the past 
survey years.  In 2000, 17.0% of males and 12.5% of 
females reported having had sex with their marital 
partner in the night before the interview.  In 2005 these 
percentages increased to 30.5% for males and 27.5% 
for females.  It is difficult to know how to interpret this 
apparent trend, because trends in percentages reporting 
sex with a marital partner in the past month do not 
show comparable increases over the same period. Thus, 
these increases may reflect a change in marital sexual 
patterns, a change in reporting of this behavior, or some 
of both.  Educational campaigns may have had an 
influence, possibly contributing to a change in behavior 
as well as a change in reporting of this potentially 
sensitive issue. 

Table 3.1  Median age at first sex, ZSBS 1998 - ZSBS 2005

3.3. Sexual Behavior 
within Marriage
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No clear pattern is seen over the survey years in 
the percentage of respondents indicating that they 
had sex with a marital partner in the last month.  
Overall, percentages reporting marital sex in the 
last month increase from 72.2% in 1998 to 83.8% 
in 2000, decrease to 77.0% in 2003, and again 
increase to 84.9% in 2005. Somewhat higher 
percentages of males report sex in the past month 
compared to females, and likewise the percentages 
are slightly higher among urban as compared to 
rural respondents.   In 2005, the overall percentage 
reporting sex with their marital partner in the past 
month is 85.6% among males and 84.3% among 
females.  See Appendix Table A.3.2.

Married respondents who had sexual intercourse 
with their spouse in the 12 month period preceding 
the survey are asked if they used a condom during 
the last sexual intercourse with their marital partner. 
Findings are presented in Appendix Table A.3.3.  
Condom use with a marital partner is not common 
in Zambia, and this has changed little over the survey 
years. Overall results show that both urban and rural 
percentages reporting condom use with a spouse 
remain small in 2005, and show a slight decline, 
from 7.9% in 2003 to 5.5%.  In 2005, the highest 
percentage reporting condom use at last sex with a 
marital partner was among urban males (8.2%), and 
the lowest (4.4%) was among rural females.   Figure 
3.2 shows overall results by residence.

Figure 3.1  Marital status, by residence, ZSBS 2005.

Figure 3.2  Condom use at last sex with marital partner, by residence, ZSBS 1998 - ZSBS 2005.
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Appendix Table A.3.3 also shows data on condom 
use by married respondents stratified by duration of 
marriage, and by whether respondent reported having 
an extramarital partner or symptoms of an STI in the 
last year.  Respondents married for less than three years 
are more likely to use a condom (10.0%) than those 
who reported a longer duration of marriage (5.4%).  It is 
encouraging to note that higher percentages of married 
respondents reporting an extramarital partner, and 
those reporting an STI in the last year, said they used 
a condom (12.3% and 10.1%, respectively) compared 
to those who reported no extramarital partner (5.2%) 
and no STI (5.3%).  However, percentages reporting 
condom use among marital partners are lower than 
desired in the context of a generalized HIV/AIDS 
epidemic.  See Appendix Table A.3.3. 

3.4.1 Non-Regular Partnerships

Because of a well-documented association between risk 
of HIV infection and having multiple sexual partners, 
respondents are asked for information on the number 
of sexual partners in the 12 month period  preceding 
the survey, and on selected characteristics of their three 
most sexual recent partnerships within the 12 months.  

Partnerships among respondents who are not married 
or cohabiting are sometimes abbreviated as “non-
regular” partnerships. It is important to be clear about 
the definitions now in standard use and how they may 
have changed over the past decade.  Beginning with 
the ZSBS 2000 survey, the definition of a “non-regular” 
partner is consistent with the standard UNAIDS 
definition of a non-regular partner as a “non-marital, 
non-cohabiting partner.”  In the 1998 ZSBS survey, 
however, the definition of non-regular partner used 
was based on the earlier definition used by the WHO/
GPA until 1999. The earlier convention determined 
“non-regular” partnerships on the basis of duration 
of the relationship.  In the 1998 ZSBS, a non-regular 
partnership was defined as any sexual relationship that 
lasted less than 12 months.  Therefore, direct comparison 
of the 1998 data on non-regular partnerships with that 
from the later surveys must be interpreted with caution.

Appendix Table A.3.4 shows results for the entire 
sample, and for the sub-sample of respondents who 
say they are currently sexually active.  In 2005, among 
all respondents, 20.7% of all males and 11.4% of all 
females report sex with a non-regular partner in the last 
12 months.  As would be expected, these percentages are 
larger when the sample is limited to those respondents 
who were sexually active in the last year.  These results 
are shown in Table 3.2 below.   Results for 1998 are 
shown in gray as a reminder that the definition of a 
non-regular partner used in the 1998 survey was 
different (see preceding paragraph).

3.4. Non-Regular 
Partnerships and Multiple 

Partnerships

Table 3.2  Percent of respondents with non-regular partner in last 12 months among respondents sexually 
active in last 12 months, by sex and residence, ZSBS 1998 - ZSBS 2005
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Among sexually active respondents, 27.6% of males 
and 15.8% of females report a non-regular partner in 
the last 12 months.  These percentages have changed 
very little since the 2000 survey.  Percentages 
measured in 1998, using the older definition of non-
regular, are higher, at 39.1% for males and 16.6% for 
females.  In 2005, sexually active urban respondents 
(29.0%) are more likely to have a non-regular partner 
than their rural counterparts (18.5%).  Figure 3.3 
shows results for sexually active males and females 
over the period 1998 - 2005 by residence. As noted 
above, data on non-regular partnerships for the 
entire sample (including those not sexually active) 
may be found in Appendix Table A.3.4.

3.4.2 Multiple Partnerships

Appendix Table A.3.5 presents data on the number 
of non-marital partners in the past year reported by 
married and unmarried respondents.  In 2005, as 
in previous surveys, most married females (97.2%) 
indicate they had no non-marital partners.  These 
percentages have remained more or less the same 
since the 2000 survey.  Similarly, the percentage of 
married males indicating they had no non-marital 
partners in the 12 months preceding the survey 
(90.4%) is almost the same as in 2005 as in 2003.  
The percentage of married males reporting no 
non-marital partner shows a large increase when 
compared to 1998 (79.4%), and some of this is likely 
to be explained by the definitional changes.  

Among unmarried males and females, modest 
changes in the percentage reporting no non-regular 
partner indicate a small decline for unmarried men, 
and a somewhat larger decline among unmarried 
women.  Overall, 59.5% of unmarried males and 
68.5% of unmarried females said they had no non-
regular partners in the 2005 survey.  These data 
indicate that 30.2% of unmarried males and 21.9% 
of unmarried females reported one non-regular 
partner in 2005, and 7.0% of unmarried males and 
2.7% of unmarried females reported more than one 
non-regular partner.  Figure 3.4 shows overall trends 
in the number of non-regular partners reported 
by unmarried respondents since the 1998 survey 
round.

3.4.3 Condom Use with Non-Regular Partners 

Appendix Table A.3.6 presents information on 
condom use among respondents who reported 
a non-regular partner in the 12 month period 
preceding the survey. Where sample size permits (at 
least 30 in category), this information is presented 
by residence, duration of marriage (among those 
who were married), and whether the respondent 
reports a sexually transmitted infection (STI) in 
the past year.  Among all respondents reporting a 
non-regular partner in 2005, urban respondents are 
much more likely to report condom use at last sex 
with a non-regular partner (48.2%) than are rural 
respondents (25.9%). 

Figure 3.3  Percent reporting sex with a non-regular partner in past 12 months, by residence, ZSBS 2000 – ZSBS 
2005.
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In 2005, the percentage using a condom at last sex with 
a non-regular partner is largest among urban males 
(49.7%), but this is a decline from 54.6% in 2003. 
Among urban women with a non-regular partner, 
condom use at last sex increases modestly between 
2000 and 2005 (38.0% to 45.8%). In this same category, 
by contrast, condom use with a non-regular partner 
appears to be declining among rural women, with 
percentages decreasing from 28.8% in 2000 to 15.6% 
in 2005.  These trends are shown in Figure 3.5. 

Differences recorded by duration of marriage are minor 
(31.3% for married less than 3 years and 32.8% for 
married 3 or more years). The same is true for those 
reporting an STI in the last year (33.3% among those 

reporting an STI, 35.0% among those replying “no”).  
See Appendix Table A.3.6.

3.4.4 Characteristics of Non-Regular Partners

The survey obtained from respondents who report 
a non-regular partnership in the 12 month period 
preceding the survey information about the exchange 
of money and alcohol use at last sex with a non-regular 
partner. Results are presented in Appendix Table A.3.7.  
Exchange of money for sex is reported by one-third 
(31.5%) of rural respondents in 2003, and 21.1% in the 
2005 survey.  In general, female respondents in rural 
areas report exchanging money for sex in much higher 
proportions than their urban counterparts. In 2005, 

Figure 3.4  Percent distribution of unmarried respondents by number of non-regular partners, ZSBS 2000 - 
ZSBS 2005

Figure 3.5  Condom use at last sex with a non-regular partner, ZSBS 2000 - ZSBS 2005.
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6.5% of urban females reported exchanging money 
for sex, compared to 14.5% of rural females.  Some 
speculate that poverty, particularly in rural areas, is 
a reason some female respondents may exchange sex 
for money.  Overall in 2005, the percentage of males 
(22.4%) is twice as high as the percentage for females 
(11.3%) reporting paid sex with a non-regular partner.  
Overall, the percentages reporting paid sex declines 
from 24.3% in 2000 to 18.3% in 2005.

Data on alcohol use at last sex with a non-regular 
partner is also shown in Appendix Table A.3.7.  It 
is important to note that the wording of questions 
about alcohol use has changed over the survey years. 
In 1998 and 2000, a single question asked whether the 
respondent or his/her partner took alcohol at their last 
sex with a non-regular partner.  In 2003 and 2005, two 
separate questions were asked, specifying alcohol use by 
the respondent and alcohol use by his or her partner.  
From the data, this change appears to have very little 
impact on reporting for this indicator, but must be 
considered when interpreting trends.  Among women, 
the percentage who say they took alcohol at last sex with 
a non-regular partner has declined from 23.5% in 1998 
to 17.3% in 2005.  A similar decline is not seen among 
men (20.3% in 2003 and 19.1% in 2005).  Figure 3.6 
shows these results for males and females by residence.

3.4.5	 Perceptions about Multiple Partnerships

Having sex with a partner who also has other partners 
is another risk factor for HIV/AIDS.  Respondents are 

not expected to know for sure how many (if any) other 
partners a particular sexual partner, including their 
marital partner, may have.  Therefore, respondents are 
asked how likely they think it is that a particular sexual 
partner has other partners.  These results are presented 
in Appendix Tables A.3.8 (by sex and residence) and 
A.3.9 (by sex and marital status). 

The format of questions asked to obtain this information 
has changed over time. In the 2000 ZSBS, a single 
question with a simple yes or no response was used.  In 
2003 and 2005, respondents were asked whether it was 
very likely, somewhat likely, not at all likely, or don’t know 
that the partner had other sexual partners.  Figure 3.7 
shows the comparison of the scale results obtained in 
2003 and 2005.

In 2003, 45.0% of males indicated that it was very likely 
or somewhat likely that their partner had another partner.  
In 2005 this percentage increases modestly, to 49.5%.  
In 2003, 47.2% of females believed their partner had 
another partner. In 2005 this percentage increases to 
57.3%.  Perceptions concerning the likelihood of “other 
partners” varies by gender, with larger proportions of 
females compared to males saying they suspect their 
partner has other partners.  Overall differences between 
urban and rural respondents are small.  Urban females 
were the most likely to believe that it was very likely 
or somewhat likely that their partner had other partners 
(59.1%).  Likewise, unmarried females were the most 
likely to say it was very likely or somewhat likely that 
their partner had other partners (59.3%). 

Figure 3.6  Characteristics of last sex with a non-regular partner, by residence, ZSBS 2005.
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Forced sex without the consent of the partner is a 
highly undesirable behavior in any circumstance, 
and is particularly risky in the context of the HIV/
AIDS epidemic.  In such circumstances, there is 
no opportunity for negotiating safer sex, and the 
likelihood of additional injuries that add to the 
risk of HIV transmission also increases. The ZSBS 
2003 and ZSBS 2005 included questions for female 
respondents about forced sex.  Even though it is 
likely to be under-reported, obtaining information 
on forced sex is important because it serves as an 
indication of the prevalence of sexual violence in 
Zambia and of females’ ability to refuse unwanted 
sex.  The questions on forced sex were administered 
only to female respondents.  Overall 15.1% of females 
reported forced sex ever.  This was a slight decrease 
from the 16.3% of females who reported forced sex 
in 2003.  In 2005, 17.7% of urban females (data not 
shown) and 13.7% of rural females reported forced 
sex.  Forced sex was most commonly reported among 
the 20-24 year age group (18.5%).  This information 
is presented in Table 3.3 on the following page.  See 
Chapter 5 for a further discussion of forced sex, 
with a focus on young women 15-24.

As shown in Table 3.4, the perpetrators most 
commonly reported are husbands or live-in partners 

(67.5%).  Other reported perpetrators are boyfriends 
(25.0%), male relatives (5.8%), former husband/
boyfriend (2.5%) and stranger (1.7%).  From these 
data, it appears that the majority of victims of forced 
sex knew their perpetrators.  These data indicate 
that sexual violence against females in Zambia is a 
problem which warrants attention.

A number of standardised indicators of sexual 
behavior can be calculated from ZSBS data.  Some 
are the familiar UNAIDS indicators that have been 
tracked across the past three ZSBS surveys, and 
some are new indicators proposed for countries 
receiving support from the President’s Emergency 
Fund for AIDS Relief (PEPFAR).  These indicators 
are discussed below. 

UNAIDS Sexual Negotiation Indicator 1

Sexual Negotiation Indicator 1, Women Can 
Negotiate Safer Sex with Husband, is the percent 
of all respondents who have heard of STIs and who 
believe that if a women’s husband has an STI, she 
can negotiate safer sex with him by refusing sex or 
by insisting on condom use.  As with a number of 
HIV/AIDS prevention indicators developed over 
the past decade, slight modifications to improve 
indicator measurement have been instituted over 

Figure 3.7  Perceived likelihood that partner has other sex partners, ZSBS 2003 - ZSBS 2005.

3.5. Forced Sex

3.6. Indicators of 
Sexual Behaviour
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time. In 1998, the initial question asked was, “Can 
a woman protect herself from getting an STD if her 
husband has an STD?”  This question was followed 
by a spontaneous-response question, “What can she 
do to protect herself?”  In 2005 this was enlarged 
and modified as follows, “Husbands and Wives and 
boyfriends/girlfriends do not always agree on everything.  
Please tell me if you think a wife/girlfriend is justified 
in refusing to have sex with her husband/boyfriend 
when she knows he has a disease that can be transmitted 
through sexual contact.”  This introductory question is 
followed by a prompted-response question, “When a 
wife/girlfriend knows that her husband/boyfriend has 
a disease that can be transmitted through sexual contact, 
is she justified in asking that they use a condom when 
they have sex?”

It is likely that these changes in format account for 
some part of the dramatic increase in respondents 
who scored positively on this indicator in 2005. See 
Appendix Table A.3.10.  In 2003, 42.7% of males 
and 44.3% of females said they believed that a 
woman can negotiate safer sex, compared to 80.0% 
of males and 82.5% of females affirming this belief in 
2005.  It is interesting to note that rural respondents 
were more likely to respond affirmatively (83.7%) 

than urban respondents (77.0%) in 2005.  Figure 
3.8 shows results for males, females, and the total 
population in 2005.

UNAIDS Sexual Behaviour Indicator 1

UNAIDS Sexual Behaviour Indicator 1, Higher Risk 
Sex in Past Year, is the percent of respondents who 
had a non-regular partner among all respondents 
who were sexually active in the 12 months preceding 
the survey.  In Zambia, results for this indicator may 
indicate a positive change, with smaller percentages 
reporting this behaviour in 2005 than in 2003.  
The percentage of males reporting a non-regular 
partner in the past year decreased from 31.3% in 
2003 to 27.5% in 2005.  For females, the percentage 
reporting a non-regular partner in the past year is 
lower than among males, and these results indicate a 
small decrease from 15.9% in 2003 to 15.7% in 2005.  
Results are shown in Appendix Table A.3.11.

UNAIDS Sexual Behaviour Indicator 2

Results for UNAIDS Sexual Behavior Indicator 
2, Condom Use at Last Higher Risk Sex, are also 
shown in Appendix Table A.3.11.  This indicator is 
the percent of respondents who were sexually active 

Table 3.3  Percent of females who report ever being forced to have sex, by residence and age group, 
ZSBS 2003 - ZSBS 2005

Table 3.4  Perpetrators of forced sex, ZSBS 2003 - ZSBS 2005
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in the last year, had a non-regular partner and who 
reported condom use at last sex with that partner.  
The same indicator has been adopted by PEPFAR 
as Prevention Indicator 5. Overall, this indicator has 
changed little since 1998. In 2005 the percentages 
of male and female respondents who report using a 
condom at last high risk sex were 38.4% and 28.6%, 
respectively.  The proportion of urban respondents 
reporting condom use (48.2%) is higher than that 
for than rural respondents (25.9%).  Condom use 
with non-regular partners is an important behavior 
that can help prevent the spread of HIV.  See Figure 
3.5 in Section 3.3.3 above.

Prevention Indicator 4

PEPFAR Prevention Indicator 4 is the percent 
of men and women aged 15-49 who had sex with 
more than one partner in the last 12 months, among 
all respondents sexually active in the last 12 months.   
Results are presented in Appendix Table A.3.12.  
Overall, about one in ten respondents reported 
this behavior in 2005 (9.7%).  This overall figure, 
however, masks a very large difference between 
the percentages reporting this behaviour among 
men compared to women.  In 2005, a much higher 
percentage of men (16.3%) report sex with more 
than one partner in the past year compared to their 
female counterparts (3.2%).  The percentage of 
sexually active young men 15-24 reporting sex with 
more than one  partner decreased from 25.8% in 
the 2000 survey to 6.1% in the 2005 survey.  Some 

of this decrease may reflect a greater reluctance to 
report this behaviour in 2005, in the face of intense 
campaigns to educate young men about the risks of 
HIV transmission. However, a change in reporting 
is not likely to account for all of the 19 percentage 
point decrease shown in these data.  See Figure 3.9.

Prevention Indicator 6

PEPFAR Prevention Indicator 6 is the percent of 
men 15-49 reporting sex with a sex worker in the 
last 12 months who used a condom at last paid 
intercourse.  Results are presented in Appendix 
Table A.3.13.  Overall in 2005, about half (53.1%) 
of the 128 men who reported having sex with a 
sex worker said they used a condom at last paid 
intercourse. This percentage is larger by almost ten 
percentage points than that reported in the 2000 
survey (44.3%).  It is necessary to interpret these 
findings with caution, however, because estimates 
based on the small numbers reporting sex with a sex 
worker may be unreliable.

Figure 3.8  UNAIDS Sexual Negotiation Indicator 1: Woman can negotiate safer sex if husband has STI, 
ZSBS 2005.
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Figure 3.9  PEPFAR Prevention Indicator 1: Percent of respondents 15-49 who had sex with more than 
one partner in past 12 months, ZSBS 2000 - ZSBS 2005.
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Chapter 4: Sexually Transmitted Infections (STIs)

Studies on the relationship between HIV/AIDS 
and other sexually transmitted infections (STIs) 
have shown that the presence of an untreated STI 
increases the chances of HIV transmission per act 
of unprotected sex between an HIV infected and 
HIV uninfected person.    Therefore the fight against 
the spread of HIV/AIDS should include early and 
effective diagnosis of STIs, followed by complete 
treatment of all partners involved.

The Ministry of Health has initiated community 
and clinic-based interventions to help control the 
spread of STIs.  Free treatment of STIs is offered 
at all government clinics and health centers, and 
efforts are made to raise community awareness of 
the dangers of STIs, especially during pregnancy.

The ZSBS asks a series of questions designed 
to assess respondents’ knowledge of sexually 
transmitted infections other than HIV/AIDS, such 
as genital herpes, genital warts, gonorrhea, syphilis 
or chlamydia.  Respondents were first asked if they 
had ever heard of diseases transmitted through 
sexual intercourse.  Those who said they had heard 
of STIs were asked to mention as many symptoms 
as they could of STIs in males and females.  This 
question is asked using a spontaneous-response 
format, meaning that respondents are expected to 
mention as many symptoms as they can, and no list of 
symptoms is read out.� Some symptoms mentioned 
by respondents may be incorrect.  For purposes of 

�  See explanation of spontaneous- and prompted-response 
questions in Chapter 2.

the ZSBS survey,  correct descriptions of an STI 
symptom are abdominal pain (females only), burning 
pain with urination, abnormal discharge from the 
vagina or penis, genital ulcers or open sores, itching 
in the genital area, pelvic pain during intercourse 
(females only), swelling in the genital area and 
inability to conceive.  Other symptoms sometimes 
named by respondents, such as failure to pass urine, 
loss of weight, or blood in urine, although they are 
sometimes associated with STIs, have many causes 
and are therefore not considered to be correct when 
named by respondents as symptoms of STI.

Appendix Table A.4.1 shows the percentage of 
respondents who have heard of STIs and those who 
can name at least one STI symptom in males and 
one in females.  Almost all respondents in Zambia 
report some knowledge of STIs.  Among respondents 
in urban areas, such knowledge is almost universal.  
Overall, at least nine out of ten respondents in 
2005 had heard of STIs, with urban respondents 
more likely to report this knowledge (95.0%) than 
rural respondents (91.0%).  Overall percentages for 
males and females in 2005 were the same (92.4%).  
However, female respondents in rural areas were 
somewhat less likely (90.8%) to have heard about 
STIs than those in urban areas (95.4%).  

A very large majority of those who have heard 
of STIs also know at least one symptom. The 
percentages reporting knowledge of an STI 
symptom have increased since the 1998 survey.  The 
percentage of respondents able to name at least one 
correct STI symptom has increased with respect 
to symptoms in both males and females.  In 1998, 
72.0% of males and 63.8% of females could name at 
least one symptom in males.  By 2005, knowledge 
of a male symptom increased to 85.8% for males 
and 80.0% for females.  Males are somewhat more 
likely to know at least one symptom in males and 
females are somewhat more likely to know at least 
one symptom in females. Overall, percentages for 
rural respondents are about the same as for their 
urban counterparts with respect to knowing at 

4.1. Introduction

4.2. Knowledge of 
STI Symptoms
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least one symptom in males (83% in both residence 
categories). Percentages have also increased with 
respect to knowledge of at least one STI symptom 
in females.  In 1998, 57.8% of males and 70.3% of 
females could name at least one symptom in females.  
By 2005, this increased to 76.1% among males and 
83.1% among females, with only minor differences 
between urban and rural areas (78.0% and 80.6%, 
respectively).  Figure 4.1 shows the trends in general 
knowledge of STIs since the 1998 survey.

The two STI symptoms most commonly mentioned 
were genital ulcer and genital discharge (specifically, 
abnormal discharge from vagina for females, and 
discharge from penis for males).  Results are presented 
in Appendix Table A.4.2.   The percentages reporting 
knowledge of these symptoms increased over the 

survey period 1998 – 2005, among males and females 
alike.  The apparent decrease in knowledge of these 
symptoms between 1998 and 2000 (see Figure 4.2 
and 4.3) is likely to be an artifact of measurement, 
resulting from differences in administration of 
the 1998 and 2000 questionnaires (as discussed 
earlier, a revised format for the core instrument was 
adopted in 2000 and has been used in subsequent 
surveys).  In any case, the data indicate an upward 
trend in percentages reporting knowledge of STI 
symptoms over the past five survey years.  In 2005, 
genital ulcer as a symptom in males is mentioned 
by about six out of ten respondents (62.9% of males 
and 57.0% of females).  In 1998, only about half 
of all respondents mentioned this symptom in men 
(51.3% among males and 48.0% among females in 
1998).  The percentage mentioning genital ulcer as an 

Figure 4.1  Has heard of sexually transmitted infections (STIs) and knows a symptom in males and/or 
females, ZSBS 1998 – ZSBS 2005.

Figure 4.2  Awareness of common symptoms of sexually transmitted infections (STI): male respondents, 
ZSBS 1998 – ZSBS 2005.
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STI symptom in women is smaller. In 2005, genital 
ulcer in women is named by 51.5% of males and 56.9% 
of females.  In 1998, 53.1% of females, and 38.3% of 
males mentioned genital ulcer as an STI symptom in 
females.

Abnormal genital discharge as a symptom of an STI 
in females is mentioned by about one-third of male 
respondents (34.9%) and by a slightly larger percentage 
of females (38.2%).  Discharge from the penis (genital 
discharge) as a symptom in males is mentioned by 
almost half (47.0%) of all male respondents in 2005, 
and by 38.7% of females.  Knowledge of unusual 
discharge as a symptom in both men and women has 
increased over the years. See Figures 4.2 and 4.3.

The discussion above focuses on respondents’ ability to 
correctly name an STI symptom in men and women.  
Another indication of improved levels of knowledge 
concerning STIs and STI symptoms is the decrease 
in the percentage of respondents who are unable to 
name any STI symptom at all, correct or incorrect.  In 
1998, 17.4% of all respondents said “don’t know” when 
asked to name a symptom of STI in males, and 18.6% 
could name no symptom in females.  In 2005, only 
8.4% of respondents are unable to name any symptom 
in men, and 10.9% are unable to name any symptom 
in women. These results are shown in Figure 4.4.

Figure 4.3  Awareness of common symptoms of sexually transmitted infections (STI): female respondents, 
ZSBS 1998 – ZSBS 2005.

Figure 4.4  Percent of respondents unable to name any symptom of an STI in males or in females, 
ZSBS 1998 – ZSBS 2005.
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Respondents who reported having heard of STIs and 
who had ever been sexually active were asked if they 
themselves had a genital ulcer or abnormal genital 
discharge in the past 12 months.  Findings are presented 
in Appendix Table A.4.3.  Percentages of respondents 
indicating that they had an STI symptom in the last 12 
months had been small in all surveys and vary between 
3% to 5%.  In 2005, the percentages reporting an ulcer 
or discharge were slightly larger (6.1% among males 
and 4.3% among females) than in 2000 and 2003.  A 
slightly higher percentage of rural respondents in 2005 
reported genital ulcer or discharge (5.6%) compared to 
urban respondents (4.4%).  

4.3. Genital Ulcer or 
Genital Discharge in Past 

12 Months
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Adolescence has been broadly defined as the 
developmental stage between childhood and 
adulthood.  Age boundaries, particularly with respect 
to when adolescence begins, tend to vary widely.  
In the ZSBS, respondents must be at least fifteen 
years of age to be eligible for interview. Therefore, 
for purposes of this report, respondents aged 15-19 
are classified as adolescents; and those aged 20-24 
are considered young adults. When these two age 
groups are combined, the resulting age group 15-24 
is referred to as “young people” or “youth.”

Adolescence is a crucial stage in life, a time when 
young men and women undergo physical change 
and self-discovery.  Adolescents and young adults are 
often targeted by reproductive health programmes 
and media messages because they are at the stage 
of life when sexual activity and reproductive activity 
–  including risky sexual behaviors – is likely to 
begin.  HIV prevention efforts can have a large 
effect on halting the spread of HIV in a society 
if they are successful with adolescents and young 
adults.  Young people who are properly informed 
may be more likely to delay their sexual debut and 
avoid risky sexual behaviours.

Measuring knowledge about HIV/AIDS among 
adolescents and young adults is very important for 
monitoring interventions that aim at preventing 
infection and disease among this young age 
group.  Young people are often at greater risk of 
HIV infection because they may have shorter 
relationships with more partners or engage in other 
risky behaviours.  Appendix Table A.5.1 presents 

data on general knowledge about HIV/AIDS 
among adolescents and young adults. 

The proportion of young people in Zambia who 
had heard of HIV/AIDS was more than 95% in 
the 1998 survey, and has remained at similarly high 
levels over all the survey years.  In 2005, more than 
nine out of ten young people 15-24 said they had 
heard of HIV/AIDS, and overall percentages are 
almost the same among males (95.6%) and females 
(96.7%) in 2005.  The proportion of respondents in 
the youngest age group (15-19) who say they had 
heard of HIV/AIDS is only slightly lower (94.9%) 
than that for those 20-24 years of age (97.5%).  See 
Appendix Table A.5.1. 

Understanding that HIV/AIDS can be avoided is 
a fundamental step in getting individuals to change 
their behavior. Whereas most young people have 
reported awareness of HIV/AIDS for many years, the 
data indicates an increase since 1998 in knowledge 
that AIDS can be avoided. The percentage of 
adolescent males 15-19 who know HIV/AIDS can 
be avoided increased from 74.8% in 1998 to 88.4% 
in 2005.  A similar increase was observed among 
female adolescents.  In 1998, less than three-fourths 
(71.3%) of females 15-19 said HIV/AIDS can be 
avoided.  By 2005, this percentage increased by 16.8 
percentage points, to 88.1%.  Similar increases are 
observed for young adult males and females 20-24.  
By 2005, almost all young adult males (95.7%) and 
nine out of ten young adult females (90.9%) reported 
knowing that AIDS can be avoided.  Figure 5.1 
shows these results for youth 15-24.

It is very important for young people to understand 
that HIV infection can be present in the absence 
of visible symptoms, and data indicate that the 
percentage of young people who know that a 
healthy-looking person can have HIV has increased 
over the survey years.  An increase of 10 percentage 
points, from 82.3% to 92.6%, is seen between 1998 
and 2005 among young males 15-24. The increase 
among young females 15-24 is not as large as for 

Chapter 5: Adolescents and Young Adults
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males (80.4% in 1998 to 86.9% in 2005).   Figure 
5.1. shows the overall increase in the knowledge 
among young people. These figures are encouraging, 
and may reflect a pay-off from programmatic efforts 
targeting young people in Zambia. 

HIV/AIDS prevention programs tend to focus and 
direct their messages at three important aspects 
of sexual behaviour: abstinence or delaying sexual 
debut; limiting the number of partners and staying 
faithful to one partner; and consistent and correct 
condom use. Data on knowledge of these three 
prevention methods among young people are 
presented in Appendix Tables A.5.2 and A.5.3.  
The knowledge indicators shown in Appendix 
Table A.5.2 (consistent condom use and having one 
faithful partner) are based on prompted-response 
questions.  Knowledge of both prevention methods 
has increased since 1998.  

In 1998, less than three-fourths of all young males 
(71.7%) age 15-24 recognized consistent condom 
use as a way to reduce the chances of HIV infection.  
By 2005, this percentage increased to 83.2%.  Only 
57% of young females 15-24 reported consistent 
condom use as a way to reduce the chances of HIV 
infection in 1998.  By 2005, this percentage was 
81.6%, and the knowledge gap between the male 
and female youth has almost closed up.  See Figure 
5.2.

The percent of respondents who agree (in response 
to a prompted question), that having sex with only 
one uninfected, faithful partner is a way of reducing 
the chances of HIV infection has increased since 
1998.  Among males, the increase was from 80.6% 
in 1998 to 89.3% in 2005, and among females, the 
increase was from 79.1% in 1998 to 89.5% in 2005. 
Somewhat higher percentages of young people say 
they know about one faithful partner as a prevention 
measure compared to consistent condom use.  
Awareness of the HIV risk reduction by a single 
faithful relationship has increased substantially 
since 1998, among adolescents 15-19 and among 
all young people 15-24.  Unlike the gender gap 
observed in earlier years with respect to awareness 
of consistent condom use as an HIV prevention 
method, an understanding that the chances of HIV 
infection are reduced by having one faithful partner 
is similar among young males and females.  See 
Figure 5.2.

As discussed in Chapter 2, a prompted question was 
added to the ZSBS in 2005 to obtain information 
specifically on knowledge of abstinence, the A in 
Zambia’s ABC (Abstinence, Be Faithful, Consistent 
Condom Use) approach to HIV prevention.  Results 
are presented in Appendix Table A.5.2.  Almost 
all young people (94.8% of males and 93.4% of 
females 15-24) know about abstaining from sex 
as a preventive measure.  As seen in Figure 5.3, a 
somewhat higher percentage of adolescents and 
young adults know about abstinence than about 

Figure 5.1  Percent of young people 15-24 who know a healthy-looking person can have HIV,  
ZSBS 1998 - ZSBS 2005.
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consistent condom use and faithfulness to one 
sexual partner as HIV prevention measures.  Figure 
5.3 also presents knowledge of all three methods of 
prevention.

Respondents were asked if they were aware of special 
medications that can be given to a person infected 
with HIV/AIDS.  Half all of young people 15-24 
knew of such medications (50.5%).  The percentage 
was higher among young adults 20-24 (56.4%) than 
among adolescents 15-19 (44.6%).  Less than half of 
the young people who knew about the medications 
also knew where to obtain them (45.6%). These 
results are shown in Appendix Table A.5.4. 

Appendix Table A.5.5 presents data on knowledge 
of mother-to-child transmission among adolescents 

and young people.  Overall, about eight out of ten 
young people 15-24 (79.3%) in 2005 knew that 
HIV can be transmitted from a mother to a child. 
However, the overall figure (combining the two age 
groups) masks a gap of more than 10 percentage 
points separating the 15-19 year olds from the 20-
24 age group.  These results indicate that adolescents 
15-19 are less likely to have this knowledge than 
young adults 20-24.  These results are shown in 
Figure 5.4.  

Recent efforts to increase access to antiretroviral 
drugs that can help those infected with HIV are 
an important component of HIV/AIDS care and 
treatment activities in Zambia.  Appendix Table A.5.6 
shows the percentage of young people who know that 
the chances of mother-to-child transmission can be 

Figure 5.2  Percent of young people who recognize two ways to reduce risk of HIV infection, ZSBS 1998 - 
ZSBS 2005.

Figure 5.3  Percent of adolescents and young people who know each ABC method of HIV prevention, 
ZSBS 2005.
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reduced by avoiding breastfeeding and by giving special 
medications to prevent MTCT. Somewhat higher 
percentages of young women compared to young men 
15-24 said they knew about avoiding breastfeeding and 
the use of special medications by pregnant women who 
are HIV infected to prevent MTCT.  Only about half 
of young males 15-24 (52.1%) said they knew about 
avoiding breastfeeding as a way to prevent MTCT, 
and about one-third know about special medications 
for pregnant women to prevent MTCT.  Among 
young females, close to two-thirds (60.1%) said they 
knew about avoiding breastfeeding, and two out of five 
(39.8%) said they knew about special medications as 
a way of avoiding MTCT.  These results are shown in 
Figure 5.5.

Information on three common misconceptions about 
HIV transmission is presented in Appendix Table 
A.5.7 and Figure 5.6.  Since 1998, more than a quarter 
of all young people 15-24  held the misconception 
that HIV is transmitted by mosquitoes.  The overall 
percentage with this misconception in 2005 (28.4%) 
shows no change from the 1998 figure (28.5%), but 
a slight increase over 2000 and 2003.  Adolescent 
males (15-19)were slightly more likely (28.2%) 
than young adult males 20-24 (25.9%) to report this 
misconception, but no difference between these age 
groups is observed among adolescent females (29.4%) 
and young adult females 20-24 (29.5%).  The belief 
that HIV transmission can occur through mosquito 
bites remains the misconception most commonly held 
in Zambia.

Figure 5.4  Knowledge of mother to child transmission (MTCT) among adolescents and young adults, 
ZSBS 2000 - ZSBS 2005.

Figure 5.5  Percent of young people 15-24 who know ways to reduce mother to child transmission, 
ZSBS 2005.
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The incorrect belief that HIV can be transmitted 
by sharing a meal with an infected person is not as 
commonly reported as is mosquito transmission.  In 
2005, about 16% of all young people 15-24 said they 
held this belief, a small increase over the percentage 
in 2000 (12.3%).  The percentage of young males 15-
24 with this misconception (14.8%) did not change 
between 2003 and 2005.  A small increase, from 13.0% 
to 16.6%, is observed for young females between the 
2003 and 2005 surveys. 

Almost one in five young people 15-24 still believe that 
HIV can be transmitted through witchcraft, but this is 
a decrease since 1998.  In 2005, 19.2% of young people 
15-24 held this misconception, compared to 27.1% in 
1998.  Figure 5.6 shows results on these three indicators 
for all young people 15-24. 

An indicator of correct knowledge about HIV 
transmission among young people is  formed by 
combining key elements of knowledge about HIV 
transmission into a single measure.  Prevention 
Indicator 1, Percent of Young People aged 15-24 who 
both Correctly Identify Ways of Preventing the Sexual 
Transmission of HIV and Reject Major Misconception 
about HIV Transmission, is tracked in countries that 
receive support from the U.S. President’s Emergency 
Plan for AIDS Relief.  In order to score positively on 
the indicator, a respondent must correctly identify the 
three components of the ABCs of HIV prevention 
(Abstinence, Be Faithful, and Consistent Condom 
Use), and also know that HIV cannot be transmitted 
by mosquito bites, by sharing a meal with an infected 
person, or by witchcraft.  Findings are presented in 
Appendix Table A.5.8 and Figure 5.7.

Figure 5.6  Misconceptions about HIV transmission among young people 15-24, ZSBS 1998 - ZSBS 2005.

Figure 5.7  Prevention Indicator 1: Correct knowledge about HIV transmission among youth 15-24, 
ZSBS 2000 - ZSBS 2005.
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5.3.1	 Knowledge of a Place to Go for Testing

Information on knowledge of an HIV test site and 
the percentage of young people who have been 
tested for HIV is presented in Appendix Tables 
A.5.9 and A.5.10.  Knowledge of a place to go for an 
HIV test among young people 15-24 has increased 
steadily over the survey years, rising by more than 
10 percentage points, from 62.7% to 77.2% in 2005.  
Knowledge of a place to go for an HIV test appears 
to increase sharply as adolescents 15-19 move 
into young adulthood.  The overall percentage of 
adolescents 15-19 who said they knew of a place 
to go is lower than among young adults 20-24.  In 
2005, about 7 out of 10 adolescents 15-19 said they 
knew where to go, compared to 8 out of 10 young 
adults 20-24.  These results are shown in Figure 
5.8.

5.3.2	 Voluntary Counseling and Testing

Although overall percentages who say they have ever 
been tested remain low, Appendix Table A.5.9 shows 
an increase in the percentage of young males and 
females who report ever being tested for HIV. Among 
adolescent males 15-19, only 2.9% say they have ever 
been tested for HIV. Among young adult males 20-24, 
the percentage ever tested is four times as high (12.0%).  

Percentages who said they had ever been tested among 
young women 15-24 were almost twice as high (13.3%) 
as those among young males 15-24 (7.4%).  Overall 
percentages of those who said they have ever been 
tested have almost doubled since 1998 among young 
adults 20-24 (from 8.4% in 1998 to 15.1% in 2005).  
These results are shown in Figure 5.9.

The PEPFAR Counseling and Testing is the percent 
of the population 15-49 and 15-24 receiving HIV test 
results and post-test counseling in the last 12 months.  
The ZSBS did not have a specific question on post-
test counseling, but in VCT centers counseling is 
done when individuals are given their test results.  This 
indicator is the same as the UNAIDS Voluntary Testing 
and Counseling Indicator presented in Chapter 1.  
Information for the 15-24 year age group is presented 
in Table 5.1.

5.3.3	 Desire for an HIV Test

While relatively few young Zambians report ever 
having an HIV test, a large majority indicated a desire 
to be tested, or tested again.  These results are shown in 
Figure 5.10 and Appendix Table A.5.10.  In the young 
adult age group (20-24), almost eight out ten (77.8%) 
expressed a desire to be tested in 2005.  The proportion 
of young people who go for testing and know their 
HIV status can be influenced by many factors, 
including access to testing sites, knowledge about the 
need for HIV testing, attitudes towards HIV/AIDS 
and the level of stigma in society.  Even allowing for 
the fact that what people say and what they do may 

5.3. HIV Testing 
and Counseling

Figure 5.8  Percent of adolescents and young adults who know a place to go for HIV test, ZSBS 2000 - ZSBS 
2005.
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differ widely, these figures appear to reveal a high level 
of demand for HIV testing.

5.3.4	 Reasons for Not Going for Testing

Figure 5.11 and Appendix Table A.5.11 present 
findings on some suggested reasons why young people 
may choose not to go for voluntary counseling and 
testing, even if VCT is accessible.  Fear of results is the 
reason most often mentioned. This reason is mentioned 
by 72.7% of the young people 15 – 24.  Fear of stigma 
and discrimination is mentioned by about almost one-
third.  Almost one in five young people feel they are 
not at risk.  Not knowing where to go is suggested as a 
reason not to go for VCT by less than 4 percent.

The fight against stigma and socio-economic 
discrimination of persons living with HIV/AIDS is 

an important component in the overall fight against 
the epidemic.  As discussed in Chapter 2, stigma and 
discrimination are difficult factors to measure.  An 
important and influential contextual issue is whether 
young people already know someone with HIV/AIDS 
or someone who has died of AIDS.  In Zambia, this 
is not uncommon.  Even among respondents in the 
youngest age group 15-19 in 2005, seven out of ten 
(71.1%) said they knew someone with AIDS or who 
had died of AIDS.  These percentages increased by 
at least 10 percentage points when the question was 
asked of the young adult age group 20-24 (59.8%).  
Furthermore, an increase of 10 percentage points is 
observed among youth 15-24 over the survey period 
1998 – 2005, from 66.2% in 1998 to 76.5% in 2005.  
Results for adolescents and young adults are shown in 
Figure 5.12 and Appendix Table A.5.12. 

Young respondents were also asked if they would be 
willing to care for a family member infected with 
HIV, and the majority said they would be willing.  In 
2005, almost nine out of ten young males and females 

Figure 5.9  Percent of adolescents and young adults ever tested for HIV, ZSBS 1998 - ZSBS 2005.

Table 5.1  PEPFAR Counseling and Testing Indicator: Percent of respondents 15-24 who received HIV 
test and HIV test results in past year, ZSBS 2000 - ZSBS 2005

5.4. Attitudes 
towards People Living 
with HIV, Stigma and 

Discrimination
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Figure 5.10  Percent of young people 15-24 ever tested for HIV and percent who desire to be tested or 
tested again, ZSBS 2000 - ZSBS 2005.

Figure 5.11  Young people’s opinions on why some may choose not to go for voluntary counseling and 
testing (VCT), ZSBS 2005.

Figure 5.12  Percent of adolescents and young adults who know a person infected with HIV or who has 
died of AIDS, ZSBS 1998 – ZSBS 2005.
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15-24 expressed a willingness to care for an HIV-
infected family member.  Overall, these percentages 
have increased since the 1998 survey, (80.2% in 
1998 to 88.1% in 2005).  These results are shown in 
Appendix Table A.5.12.

The same indicators of stigma and discrimination 
discussed in Chapter 2 are shown for young people 
in Appendix Table A.5.13.  Despite indicating a 
willingness to care for a family member infected 
with HIV, almost two out of five young respondents 
said they would want to keep it secret if a family 
member is HIV-positive.  These data indicate that 
young males and females hold this view in almost the 
same proportions (39.5% and 38.9%, respectively, in 
2005). In previous survey years, adolescents 15-19 
were only slightly more likely than young adults 
20-24 to express a desire for secrecy, but in 2005, 
this difference is more pronounced (43.2% among 
adolescents 15-19 and 35.2% among young adults 
20-24).  Overall, these data indicate that a perceived 
need for secrecy if family members are HIV infected 
is at about the same level among the youth in 2005 
as it was in 1998. 

Overall, less than one quarter of young Zambians 
15-24 said they had shared a meal with an HIV-
positive person in the 2005 survey, and percentages 
are almost the same for young males and females 
(22.3% and 22.1%, respectively).  See Appendix 
Table A.5.13. Those who said they had shared such 
a meal increased with age of the respondent.  In 

2005, only 16.4% of adolescents 15-19 said they 
had shared a meal with someone living with HIV/
AIDS, compared to 28.0% of young adults 20-24.  

Among the three stigma indicators shown in 
Appendix Table A.5.13, the largest percentage 
change over time is observed in the indicator 
of willingness to buy vegetables from an HIV-
infected shopkeeper.  In 2005, almost six out of ten 
young Zambians said they would be willing to buy 
vegetables from in HIV-infected vendor (60.4% 
among young males and 57.3% among young 
females 15-24).  These percentages show an increase 
since the 1998 survey, when about four out of ten 
expressed this willingness (43.1% among young 
males and 40.1% among young females 15-24).  See 
Figure 5.13.

The consequences of societal stigma and 
discrimination are many and varied.  Appendix 
Table A.5.14 presents information about firsthand 
knowledge among young respondents of the 
mistreatment of an HIV-infected individual.  Almost 
one in ten (8.6%) young people 15-24 said they knew 
of a person suspected to have HIV who was denied 
health services, and more than 10 percent (11.9%) 
knew of such a person who was verbally abused or 
teased because of his or her HIV status.  The overall 
percentage (5.0%) who said they knew of someone 
living with HIV/AIDS who was denied access to 
social, religious or community events was somewhat 
lower than for the other two indicators. Adolescents 

Figure 5.13  Attitudes towards HIV-infected individuals among young people 15-24, ZSBS 2000 - ZSBS 
2005.
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15-19 were less likely than their older counterparts 
to report knowledge of this discrimination, whereas 
percentages among young adults 20-24 are almost 
the same as those for the adult age group 25-59. See 
Appendix Table A.5.14.  Overall results for youth 
15-24, and for the adolescent and young adult age 
groups, are shown in Figure 5.14.

Two more questions that obtain information about 
other forms of negative attitudes towards people 
living with HIV/AIDS were added in the 2005 
survey.  One question asks if the respondent feels 
that persons with HIV/AIDS should feel ashamed 
of themselves because they are infected.  The second 
question asks whether persons with HIV should be 
blamed for bringing the virus into the community. 
These data indicate that such negative attitudes 

towards persons with HIV are not uncommon 
among young Zambians.  Findings presented in 
Appendix Table A.5.15 indicate that more than one-
quarter of all young people felt that persons with 
AIDS should be ashamed, and should be blamed for 
bringing HIV/AIDS into the community, (27.5% 
and 26.3% respectively) 

Young females appear to hold these negative views 
in larger proportions than young males.  Almost one 
in three young adult females 20-24 said they hold 
each of these negative beliefs.  Among young adult 
males 20-24, the proportion is closer to one in four.  
Overall, the proportion of youth 15-24 who hold 
these negative views is almost the same as for older 
adults 25-49. These results are shown in Figure 
5.15.

Figure 5.14  Knowledge of discrimination and abuse of HIV-infected individuals, ZSBS 2000 - ZSBS 2005.

Figure 5.15  Negative attitudes towards HIV-infected individuals among young people 15-24, ZSBS 2000 
- ZSBS 2005.
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5.5.1   Age at First Sex

The promotion of abstinence and delay of sexual 
debut among adolescents has received strong 
emphasis in HIV prevention efforts in Zambia.  Age 
at first sexual intercourse is of particular interest in 
countries such as Zambia where HIV is transmitted 
primarily through heterosexual contact.  Data on 
median age at first sex are discussed in Chapter 3 
and presented in Table 3.1.  In 2005, median age at 
first sex among young people 15-24 was 18.5 years 
for both males and females.  This is an increase of 
two years over the median age at first sex of 16.5 
years for this age group in the 1998-2003 surveys.  
Figure 5.16 shows the percent of adolescents 15-19 
who said they initiated sexual activity by single year 
of age.

Appendix Table A.5.16 presents data only on the 
youngest age group, showing the percentage of 
adolescents 15-19 who said they have ever had sex.  
These figures should be interpreted with caution, 
as the numbers in some of the single year age 
groups are relatively small.  In 2005, 44.1% of all 
adolescents 15-19 reported ever having had sex, a 
decrease from 50.7% in 2003. The 2005 percentage 
is an even larger decrease from 1998, when the 
percentage who said they ever had sex was close 

to two-thirds (60.3%).  By age nineteen, 66.7% of 
males and 72.5% of females reported ever having 
had sex in the 2005 survey, compared to 83.3% and 
84.6%, respectively, in 1998.

Appendix Table A.5.17 also presents data only for 
the youngest age group, showing the percentage 
who said they had sex in the past year, among all 
adolescents 15-19 and by single year of age.  The 
overall percentages that reported having sex in 
the last year have declined among adolescents 15-
19 since the 1998 survey, and this is true for both 
young males and young females.  One-quarter of 
adolescent males 15-19 reported sex in the past 
year in 2003 and 2005, a decrease from the 44.0% 
recorded in the 2000 survey.  Higher percentages 
reported sexual activity among adolescent females 
compared to males, and the decrease over time is 
smaller for females.  In the 2005 survey, 40.7% of 
adolescent females reported sex in the past year, a 
decrease from 47.3% in 2000 and 48.8% in 2003.  
Figure 5.17 shows data on percentages who said 
they had sex in the last year among adolescents 15-
19 and among all young people 15-24.

5.5.2	 Condom Use at First Sex

Along with postponement of first sexual intercourse, 
early and consistent condom use is a way that 
young people can reduce their chances of becoming 
infected with HIV.  To assess the extent of condom 
use at the time of sexual debut, respondents are 
asked if they used a condom the first time they had 

5.5. Young People’s 
Sexual Behaviour

Figure 5.16  Percent of adolescents 15-19 who ever had sex by single year of age, ZSBS 2005.
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sex.  It is encouraging to note that the percentages 
who said they used a condom at first sex were higher 
in the younger age groups compared to those 25-
59, and was highest among adolescents 15-19.  This 
might indicate that young people are turning in the 
direction of safer sex practices.  The percentage of 
young people initiating sexual activity in the recent 
past and reporting condom use at first sex was four 
times as high (20.8%) as the percentage for the older 
age group 25-49 (4.9%).  Many in the older age 
group (25-49) would have initiated sexual activity 
before HIV risk and the importance of condoms as a 
protective measure was widely known.  These results 
are presented in Appendix Table 5.18.  

5.5.3	 Adolescent Pregnancy

A consequence for women who are sexually active at 
a young age is the potential for early pregnancy and 
child care responsibilities.  Table 5.2 presents data on 
the percentage of young females 15-24 who have ever 

been pregnant, and the percent who said they are the 
primary caregiver for a child under age 18 (any child, 
not necessarily their own natural child).  Overall, more 
than half (56.0%) of young females 15-24 have had 
a pregnancy, and almost one-third (31.6%) are caring 
for a child under age 18.  Among female adolescents 
in the youngest age group (15-19) a relatively large 
proportion, about one-third (31.3%), said they have 
already had a pregnancy, and more than one in ten are 
the primary caregiver for a child under 18.  

5.6.1	 Non-Regular Partnerships

Information on the number of non-regular partners 
reported by young is presented in Appendix Tables 

Figure 5.17  Percent of young people sexually active in past year, ZSBS 2000 - ZSBS 2005.

Table 5.2  Pregnancy and primary care-giving among young females 15-24, ZSBS 2005

5.6. Pre-Marital Sex, 
Non-Regular Partners, Forced 
Sex, and Communication with 

Partner about HIV/AIDS
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A.5.19 and A.5.20.  Appendix Table A.5.19 shows 
information only for the youngest age group, 
adolescents 15-19.  Appendix Table A.5.20 shows 
the same information for the larger age group of 
youth 15-24.  As explained in Chapter 3, a “non-
regular” partner is a non-marital, non-cohabiting 
sexual partner, and this definition has changed over 
time.  In the 1998 survey, non-regular partnerships 
were defined on the basis of duration of relationship, 
and this means that comparisons across the years 
may be misleading, especially for the younger age 
groups. For that reason, the 1998 findings are 
not discussed here. Also, because very few male 
adolescents are married, sample sizes are small and 
percentage calculations may be unstable.  Therefore, 
findings on non-marital partners among married 
adolescent males are not shown in the table.  

In general, these data indicate that the percentage of 
adolescents 15-19 who report no non-regular partner 
in the past year may have increased slightly since 
the 2000 survey, and the percentages reporting more 
than one non-regular partner in the last year appear 
to have decreased.  In 2005, 80.2% of all adolescents 
15-19 said they had no non-regular partner in the 
past year, compared to 77.8% in the 2000 survey.  
Similarly, the percentage of adolescents 15-19 
reporting one non-regular partner in 2005 is 15.8%, 
compared to 18.0% in 2000, and the percentage 
reporting 2-3 non-regular partners in the past year 
has decreased from 4.0% in 2000 to 1.9% in 2005. 
See Appendix Table A.5.19.

Among all youth 15-24, just over three-fourths 
(77.1%) report no non-regular partner in the past 
year, 17.9% said they had one non-regular partner, 
and 2.0% said they had 2-3 such partners in the 
past year.  See Appendix Table A.5.20. Among 
unmarried youth 15-24, more than two-thirds 
(67.9%) said they had no non-regular partner in the 
past year in the 2005 survey.  However, one in four 
(24.9%) unmarried youth 15-24 reported one non-
regular partner, and 2.8% reported 2-3 such partners 
in the past year in 2005.  Almost no change in these 
percentages is observed when comparing the 2000 
and 2005 survey data.

Figure 5.19 shows the number of non-regular 
partners in the past year reported by unmarried 
youth 15-24.

5.6.2	 Condom Use with Non-Regular Partner

Respondents who had non-regular partners were 
asked if they used a condom at last sex with that 
partner. Results are presented in Appendix Table 
A.5.21 and Figure 5.20. As noted above, due to 
differences in definition of non-regular partner in 
1998 and later years, 1998 results are not directly 
comparable and will not be discussed here.  

No positive changes are evident in this indicator 
over the 2000-2005 survey years.  In fact, the 
overall percentage of young people 15-24 who say 
they used a condom at last sex with a non-regular 
partner appears to have declined, from 39.9% in 

Figure 5.18  Percent of young people who used a condom at first sexual intercourse, ZSBS 2005.



Zambia Sexual Behaviour Survey 200564

2000 to 33.7% in 2005.  A decline is also seen in the 
percentages reporting condom use with a non-regular 
partner among females 15-19, from 40.8% in 2000 to 
23.6% in 2005.  In 2005, young males 15-24 were more 
likely to report condom use with a non-regular partner 
(38.4%) than young females (25.8%).  

Overall, higher percentages of young adults 20-24 
reported condom use with a non-regular partner than 
those among adolescents 15-19.  While these data are 
not encouraging, it is important to remember that the 
number of young people in each category with a non-
regular partner in the past year is relatively small, and 
this can affect the stability of some estimates.  

5.6.3	 Perception that Non-Regular Partner has Other 
Partners

Young people who had a non-regular partner were 
asked how likely they thought it was that their partner 
had other partners. As may be seen in Appendix 
Table A.5.22, younger respondents are less likely than 
respondents 25-59 to think their partner has other 
partners.  Females 15-24 are more likely than their 
male counterparts to suspect that the presence of other 
partners is very likely, and this perception has increased 
by 10 percentage points since 2003.  A larger percentage 
of males 15-24 in 2005 said other partners were 
somewhat likely (28.6%) compared to the percentage 
that said the same in 2003 (17.5%).  

Figure 5.19  Number of partners among never-married young people 15-24, ZSBS 2005.

Figure 5.20  Condom use at last sex with non-regular partner, ZSBS 2000 - ZSBS 2005.



65Adolescents and Young Adults

The percentage who said it was not at all likely that 
their partner has other partners (40.8% in 2005) has 
not changed since the 2003 survey,  but there is a small 
decline in the percentage of males 15-24 who state this 
perception, and a comparably small increase in the same 
percentage among young women.  The percentage of 
young people 15-24 who said “don’t know” when asked 
this question is lower in 2005 (11.5%) compared to 
2003 (21.7%).  These results are shown in Figure 5.21.

5.6.4	 Forced Sex among Young Women

The topic of forced sex was discussed briefly in Chapter 
3.  The topic is revisited here with a special focus on 
forced sex among young females aged 15-24.  Beginning 
in 2003, female respondents have been asked if anyone 
has ever forced them to have sex when they did not want 
to.  This is a deeply personal question and one that can 
be painful.  It is difficult to know how accurately such 
events are reported, and whether all women include 
their husbands or regular partners when answering the 
question.  For these reasons, it is likely that the data 
shown in Table 5.3 are conservative.

The percentage reporting forced sex among adolescent 
women 15-19 is smaller in 2005 (10.5%) than it was 
in 2003 (17.7%).  Any real decline in forced sex is a 
welcome development, but it is possible that some 
of this apparent decline may due to a change in 
willingness to report this sensitive event.  In any case, 
with one out of 10 young women 15-19 reporting 
forced sex in 2005, the situation remains a serious 
threat.  A similar decline over time in reporting of 
forced sex is not observed among young women 20-
24. Almost one in five young women in the 20-24 age 
group say they have been forced to have sex.  The fact 
that the percentage of women 20-24 is larger than that 
for women 25-49 who report ever being forced to have 
sex against their will may indicate that this is more of 
a problem today than it was among young women in 
the past.  However, these data may also reflect, at least 
in part, a difference across age groups in the tendency 
to report this event in a survey.  Older women may not 
feel as free to confide such personal information, or it 
may have happened long in the past, and is not recalled 
during the interview.  

Figure 5.21  Perceived likelihood non-regular partner has other partners among young people 15-24, 
ZSBS 2003 - ZSBS 2005.

Table 5.3  Percent of young females who report ever being forced to have sex by age group, ZSBS 2003 
- ZSBS 2005
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5.6.5	 Communication with Partner about HIV/
AIDS

There is an observed increase between the 2003 and 2005 
survey in the proportion of sexually active young people 
15-24 who say they have discussed HIV prevention 
with their partner.  In 2005, almost one in four sexually 
active young males reported this discussion, compared 
to only 16.9% of males in this same age group in 2003.  
A similar increase is seen in the percentages among 
young females, with 35.3% saying they discussed HIV 
prevention with their partner in 2003, compared to 
49.5% in 2005.  See Table 5.4.

Overall, almost nine out of ten young people 15-24 
had heard of STIs in 2005 (88.0%).  The proportion 
of adolescents 15-19 who said they know about STIs 
(82.1%) is smaller than that among young adults 20-24 
(93.9%).  Percentages who know about STIs among 
males and females in the two young age groups are 
about the same.  As may be seen in Appendix Table 
A.5.23, general awareness of STIs among young people 
is common and was already reported at high levels in 
the 1998 survey.  

By contrast, the percentage able to name at least one 
specific symptom of an STI in males and females has 
increased since 1998.  In 2005, about three-quarters 
(75.9%) of young males and 70.5% of young females 
15-24 can name at least one symptom in males.  The 
percentage able to name a symptom in females is 
62.5% among young males, and 74.7% among young 
females 15-24.  This information is presented in 

Appendix Table 5.24.  Knowledge of either of two 
common STI symptoms, genital discharge and genital 
ulcer, appears not to be very common among young 
people 15-19.  Larger percentages of young adults 20-
24 reported familiarity with these symptoms compared 
to adolescents 15-19, but percentages for young adults 
do not reach the level observed for older adults 25-59.  
Comparing data from the four surveys, it appears that 
knowledge of these two symptoms may be increasing 
in the younger age groups, particularly with regard 
to recognition of genital ulcer as an STI symptom in 
males and in females.  See Appendix Tables A.5.25 and 
A.5.26.
 

Condom use among young people plays an important 
role in prevention of transmission of HIV and other 
sexually transmitted infections, as well as in prevention 
of unwanted pregnancies.  Recent ZSBS surveys 
have included a number of questions that probe the 
respondent’s knowledge and attitudes about condoms 
and using condoms.  These include perceptions about 
condom effectiveness in preventing HIV and STI 
infection, beliefs and attitudes about the acceptability 
of using condoms, knowledge of where to obtain 
condoms, and perceived ability to obtain condoms for 
oneself.

5.8.1	 Beliefs about Condom Effectiveness

The percentage of young people 15-24 who say that 
condoms are very effective in preventing HIV/AIDS 
has increased by 10 percentage points since the 2003 
survey (38.8% in 2003, 49.3% in 2005).  Likewise, the 

Table 5.4  Percent of sexually active young people 15-24 who discussed HIV/AIDS prevention with partner, 
ZSBS 2003 - ZSBS 2005.

5.7. Knowledge 
of Sexually Transmitted 
Infections (STIs) Other 

than HIV

5.8. Knowledge 
and Attitudes about 

Condoms
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overall percentage who said condoms are not at all 
effective in preventing HIV decreased from 21.3% in 
2003 to 10.6% in 2005.  A similar question was asked 
about the effectiveness of condoms for preventing STIs 
other than HIV, and results are similar.  These changes 
are encouraging.  See Appendix Tables A.5.27 and 
A.5.28 and Figure 5.22.

5.8.2	 Attitudes towards Condom Use

A new question asked for the first time in the 2005 
survey further probes relevant attitudes and knowledge 
by asking young people if they agree with a series of 
statements about condoms.  Respondents are asked 
if they agree or disagree that condoms break easily, 
suppress sexual pleasure, are for use with regular 
partners, promote promiscuity, and are too embarrassing 
to suggest.  Respondents are also asked if they agree or 
disagree with the statement that most parents support 
the use of condoms by young people, and similarly, 
if most young people support the use of condoms by 
their friends.  These statements, and the distribution of 
respondents by whether they agree, disagree, or say they 
don’t know, is presented in Appendix Table A.5.29, and 
in Figures 5.23, 5.24, and 5.25.

In general, young people express divided opinions 
on the various statements about condoms.  Just over 
one-third (35.5%) of young people 15-24 agreed with 
the statement that condoms break easily, about the 
same percentage (36.1%) disagreed, and 28.4% said 
“don’t know.” Findings were similar for the statement 
that condoms suppress sexual pleasure (29.2% agreed, 
36.6% disagreed, and 34.1% said “don’t know”).  See 

Figure 5.23.  Only one-third (33.0%) agreed that 
condoms are for use with regular partners, almost half 
(48.4%) disagreed, and 18.3% said “don’t know.” A very 
large majority (59.5%) agreed with the statement that 
condoms promote promiscuity.  See Figure 5.24.

Two thirds (65.9%) of young people 15-24 agreed 
with the statement that young people support the use 
of condoms by their friends, and one quarter (24.5%) 
disagreed.  By contrast, more than half (56.9%) 
disagreed with the statement that parents support the 
use of condoms by young people (33.6% agreed with the 
statement).  See Figure 5.25.  More than half (54.6%) of 
young people 15-24 disagreed with the statement that 
condoms are too embarrassing to suggest (Appendix 
Table A.5.29).  Taken together, these last three may 
imply that young people consider their own attitudes 
towards using condoms are more positive than those 
of their parents.  Nevertheless, as described above, six 
out of ten say they agree that condom use promotes 
promiscuity and only three out of ten say they agree 
that condoms are for use with regular partners (Figure 
5.24).  

5.8.3	 Ability to Obtain Condoms

Another issue of interest to HIV/AIDS prevention 
efforts aimed at encouraging consistent condom 
use as an HIV prevention method is young people’s 
ability to obtain a condom.  Findings on knowledge 
of a place to get condoms, and perceived ability 
to obtain a condom for oneself, are presented in 
Appendix Table A.5.30. Knowledge of where to 
obtain a condom is important, but this knowledge 

Figure 5.22  Opinions among young people 15-24 on effectiveness of condoms for preventing HIV and 
STI infection, ZSBS 2003 - ZSBS 2005.
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Figure 5.23  Attitudes towards condoms among adolescents and young people 15-24, ZSBS 2005.

Figure 5.24  Attitudes towards condoms among young people 15-24, ZSBS 2005.

Figure 5.25  Attitudes towards condoms among young people 15-24, ZSBS 2005.
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alone may not be enough to overcome barriers to 
access and enable someone to actually obtain a 
condom.  

In 2005, eight out of ten (80.9%) of young people 15-
24 said they know a place to get condoms.  Reported 
knowledge of a condom source is lowest among 
adolescent females 15-19, but even among this age 
group, seven out of ten  (71.9%) said they know a 
source of condoms.  However, when asked if they 
themselves could obtain a condom, the percentages 
responding affirmatively were significantly lower 
than those for knowledge of a source, especially 
among young women.  Whereas 71.9% of adolescent 
females 15-19 said they know a source for condoms, 
only 38.4% said they themselves could obtain a 
condom.  See Figure 5.26. The percentage who said 
they could obtain a condom increased to 55.2% 
among young adult women 20-24, a somewhat 
higher percentage than among older adult women 
25-49.  Among adolescent males 15-19, about one-
half said they could obtain a condom. Among young 
adult males 20-24, eight out of ten said they could 
obtain a condom, and this percentage is higher than 
that for older adult males 25-59.  

5.8.4	 Gender-Related Attitudes

In the ZSBS, respondents are asked a series of 
questions to ascertain the level of acceptability 
of certain practices or behaviors related to sexual 
behavior and gender.  One aspect of empowerment 
of females on sexual issues is assessed with a question 
on whether it is always acceptable for unmarried 
females to buy condoms.  

Appendix Table A.5.31 presents findings on the 
acceptability of condom purchase by unmarried 
females for each of the survey years 1998-2005.  
However, because there was a change in wording of 
the question about acceptability of female condom 
purchase after the 2000 survey, direct comparison of 
figures from the earlier survey years (1998 and 2000) 
with those from the 2003 and 2005 surveys can be 
misleading. These findings are shown in Appendix 
Table A.5.31 for the historical record, but are not 
discussed here.   

In 2005, more than half (54.9%) of all young people 
15-24 said it was always acceptable for an unmarried 
female to buy condoms, an increase from 50.2% 
reporting this attitude in 2003.  The percentage who 
said this was acceptable is somewhat larger among 
young males (58.0%) compared to young females 
15-24 (52.5%).  The largest percentage change, from 
39.8% in 2003 to 48.6% in 2005, is observed among 
adolescent women 15-19 who said they found this 
practice acceptable.  The increase among adolescent 

Figure 5.26  Percent of young people 15-24 who say they know a source and can obtain a condom, 
ZSBS 2005.
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males 15-19 over this same period is smaller, from 
50.2% in 2003 to 54.9% in 2005.  See Figure 5.27.

Indicators of sexual behavior among young people are 
important in their own right, because the behaviour 
of young people will be a key factor influencing the 
future course of the HIV epidemic.  Also, as prevalence 
rises in a country, the chances of encountering an 
infected partner early in one’s sexual life increase.  
Therefore, establishing safe sexual behavior early in 
life is critically important.

Prevention Indicator 2

Appendix Tables A.5.32 and A.5.33 present data on 
two indicators recently adopted for monitoring HIV/
AIDS prevention and care programs in countries 
receiving support from the PEPFAR. Prevention 
Indicator 2 is the percent of never-married young 
men and women aged 15-24 who have never had sex.  
See Appendix Table A.5.32.

Prevention Indicator 3

Prevention Indicator 3 is the percent of never-married 
men and women aged 15-24 who had sex in the last 
12 months, of all never-married men and women 
aged 15-24 surveyed.  See Appendix Table A.5.33.

Figure 5.28 shows results for both Prevention 
Indicators 2 and 3, and provides a graphic comparison 
of the percentage of single (never-married) 
respondents who have not yet had sexual intercourse 
(never had sex) with the percentage of this same 
group who say they were sexually active in the last 
12 months.  

Among young males 15-24 in Zambia, almost half 
(47.6%) say they have never had sex.  This percentage 
is larger among young females 15-24 (59.8%) than 
among young males, indicating that young females 
15-19 are less likely to have initiated sex than young 
males in their same age group.  The percentages of 
adolescent males and females 15-19 who report 
having initiated sex are much smaller than those 
for the age group 15 -24.  Less than one-third of all 
young people 15-24 said they were sexually active 
in the past 12 months in 2005.  Overall, about one 
quarter (25.4%) of females, and about one third of 
males 15-24 (34.6%), say they had sex in the past 
year. See Figure 5.28.

UNAIDS Young People’s Sexual Behaviour Indicator 1

UNAIDS Young People’s Sexual Behaviour Indicator 
1 is the age by which one-half of young men and 
young women aged 15-24 have had penetrative sex 
(median age) among all young people 15-24 surveyed.  
Results for this indicator are discussed in Chapter 3. 
Please refer to Section 3.2 median Age at First Sex, 
and Table 3.1.

Figure 5.27  Percent of young people 15-24 who believe condom purchase by unmarried women is acceptable, 
ZSBS 2003 - ZSBS 2005.

5.9. Indicators of 
Sexual Behavior among 

Young People
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UNAIDS Young People’s Sexual Behaviour Indicator 2 

Young People’s Sexual Behavior Indicator 2 is the 
percent of single young people ages 15-24 who had 
sex in the previous 12 months, as a percentage of all 
young people surveyed.  This indicator is the same 
as Prevention Indicator 3 described above.  It is 
presented separately in order to prevent confusion 
among readers who expect to see tables with wording 
in the standard UNAIDS format.  In 2005 the 
percentages were 34.6% for young males and 25.4% 
for young females.  For males this represents a slight 
increase from 2003 (33.2%) but a decrease from 
47.2% reported in 1998.  For females this is a slight 
decrease from 2003 (27.7%) and a larger decrease 
from 1998 (38.8%).  Percentages are higher for rural 
respondents compared to urban respondents.  See 
Appendix Table A.5.34.

UNAIDS Young People’s Sexual Behaviour Indicator 3

Young People’s Sexual Behavior Indicator 3 is the 
percent of single people aged 15-24 who used a 
condom at last sex, of all young single sexually active 
people surveyed.  Results are presented in Appendix 
Table A.5.34.  Condom use is more commonly 
reported among males than females, and more 
commonly reported among urban respondents 
compared to rural respondents.  Reported condom 
use has declined since 2000 and 2003 among 
young males and young females, and the decline 
is larger among young females.  Among young 
males, reported condom use decreases from 39.2% 

in 2003 to 36.3% in 2005.  Among young females, 
reported condom use decreases from 35.7% in 2000 
to 27.7% in 2005.  Shifting patterns are observed 
when comparing young females in urban and rural 
areas. Reported condom use among urban females 
increases from 42.6% in 2003 to 46.0% in 2005.  By 
contrast, condom use by rural females falls from 
28.9% in 2003 to 14.5% in 2005.

UNAIDS Young People’s Sexual Behaviour Indicator 4

Young People’s Sexual Behavior Indicator 4 is the 
percent of young people 15-24 who have had sex 
with more than one partner in the previous 12 
months, among all young people surveyed.  Results 
are presented in Appendix Table A.5.35. The 
percentage of males reporting multiple partners 
declines from 12.4% in 2000 to 8.5% in 2003 to 
6.2% in 2005.  Among females, the percentage with 
multiple partners increases slightly, from 2.1% in 
2000 to 2.7% in 2003 and 2.8% in 2005.  Rural 
respondents are some what more likely (5.0%) to 
report multiple partnerships than urban respondents 
(3.1%).  

UNAIDS Young People’s Sexual Behaviour Indicator 5

Young People’s Sexual Behavior Indicator 5 is 
the percent of young people who had sex in the 
previous year and used a condom at last sex with 
a non-marital partner.   (This is also PEPFAR 
Prevention Indicator 5.) Results are presented in 
Appendix Table A.5.35.  Among young males who 

Figure 5.28  Prevention Indicators 2 and 3: Percent of never married youth who have never had sex, and 
percent sexually active in past year, ZSBS 2005.
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were sexually active in the past year, the percentage 
reporting condom use at last sex with a non-marital 
partner shows a small decrease (12.9% in 2000 to 
11.4% in 2005).  Among young females, overall 
percentages reporting condom use at last premarital 
sex are lower (6.1% in 2000 and 3.6% in 2005) 
than for their male counterparts, and show a slight 
decline.  Young respondents in urban areas were 
more likely (9.6%) to report condom use at last sex 
with a non-regular partner than those in rural areas 
(5.6%).

Overall, these indicators suggest that condom use 
among young people is not increasing, and this 
is a cause for concern. Results from Appendix  
Table A.5.2 indicate that a majority of young 
Zambians know that consistent condom use can 
reduce the chances of HIV transmission.  However, 
this knowledge must be translated into behavior 
change if it is to influence the spread of HIV in 
Zambia.
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Chapter 6: Fosterhood, Orphanhood, and Support for Households 
Caring for Orphans or with an Adult Death or Chronic Illness

The impact of HIV/AIDS is far-reaching and cuts 
across all aspects of society, including the health, 
social and economic sectors.  Management of the 
HIV/AIDS pandemic demands more resources and 
skills than can be provided by any one sector alone.  
A multi-sectoral approach is needed and has been 
adopted in Zambia.  

Individuals and households affected by HIV/AIDS 
have many needs and serious concerns.  Infected 
individuals in households need access to treatment 
for opportunistic infections and anti-retroviral 
drugs (ARVs), and others in the household often 
need assistance with food and household work, 
financial resources, moral support and empathy 
from healthy members of the community.  Many 
households, some of them already poor, care for 
orphans in their homes but need assistance in order 
to care for the children properly.  In some cases, an 
entire household structure is devastated by the loss 
of even one member.

This chapter looks at data from the last three ZSBS 
surveys (2000 – 2005) that describe some ways in 
which the HIV epidemic has affected households, 
as well as the treatment, care and support services 
for the affected households.  Data on household care 
and support were not obtained in the 1998 ZSBS.

Household informants, usually the household head, 
were asked whether the household experienced the 
death of any household member in the past year, 
and if any such death was of an adult household 

member between the ages of 18 and 59.�  In 2005 
(5.4%) of households reported the death of a 
household member of any age. Results are presented 
in Appendix Table A.6.1.  Deaths to household 
members of any age are reported by a slightly higher 
percentage among rural (6.6%) compared to urban 
households (4.9%).  Three percent of households 
reported the death of an adult between the ages of 
18 and 59 years.  Households in urban areas were 
more likely (4.2%) than rural households (2.5%) to 
report an adult death.  

Little difference is observed by residence among 
households reporting a chronically ill adult, but a 
slightly higher percentage of households in urban 
areas (4.0%) reported at least one adult ill for at least 
3 months in the past year compared to those in rural 
areas (3.2%).  A smaller percentage of households 
reported a death or a chronically ill adult in 2005 
than in 2000 and 2003. The above-mentioned 
modification of the age range defining an adult may 
account for some of the change, but cannot explain 
all of it.  These results are shown in Figure 6.1

Households that experienced an adult death (18-
59) and those reporting an adult chronically ill 
in the past year were asked a series of questions 
about external assistance similar to those asked 
in households caring for orphans and vulnerable 
children.  As noted above, indicators based on these 
questions track the percent of individuals residing 
in households receiving assistance.  A total of 150 
adult deaths in the past year were reported in 2005.  
Of the 150 adult deaths, 24.7% lived in households 
that received some form of support.  The type of 

�  Note that the same questions were asked in the ZSBS 
2000 and ZSBS 2003, but the adult death age range was 
defined differently (15-59 instead of 18-59).

6.1. Introduction

6.2. Households 
with an Adult Death 

or a Chronically 
Ill Adult

6.3. Support for 
Households with an 
Adult Death in the 

Past Year
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support most commonly reported was emotional 
support (18.7%), followed by social support 
(12.0%), and health care support (8.0%).  Only 3.3% 
lived in households that received all three types of 
support.  This information is presented in Appendix 
Table A.6.2 and shown in Figure 6.2.   Many of 
these households lost an adult who was productive 
and contributing to household work and income.  
Such a loss can be very detrimental, and make it 
even more likely that the households are in need of 
outside support.  

Care and Support Core Indicator 9

Individuals who are chronically ill can no longer carry 
the same load of household work or income generation. 
They are also in need of medical care and home-care, 
and these needs increase over time.  Most households 
caring for chronically ill adults are in need of assistance.  
Care and support Core Indicator 9 (CS9) is the 
percent of adults 18-59 who have been chronically ill 
for three or more months in the past 12 months, whose 
households have received, free of user charges, basic 
external support in caring for that person.  

In 2005, only 88 persons were identified in the 
household roster as being chronically ill for 3 months 
in the past year.  This is a very small number when 

subdivided into three categories of care, and results 
must be interpreted with caution.  Of the 88 chronically 
ill persons, nearly half live in households (45.5%) that 
received some support.  The most common type was 
emotional support (31.8%), followed by health care 
(20.5%) and social support (19.3%).  Only 8.0% live 
in households that received all three types of support.  
This information is presented in Appendix Table A.6.3 
and Figure 6.3.

One of the most distressing consequences of the 
HIV/AIDS epidemic is the precarious situation of an 
increasing number of orphans and vulnerable children.  
The spread of HIV puts families at increased risk of 
experiencing serious illness and death, and increases the 
number of orphaned and vulnerable children.  Although 
survey data on orphanhood are not directly linked to 
the HIV status of any parent, living or dead, it stands 
to reason that a substantial proportion of orphans in 
Zambia today are AIDS orphans. 

The terminology used in this report is consistent with 
international standards and recommendations.  As 
defined herein, fostered children are those with both 
natural (biological) parents living, but they are not 
residing in a household with either biological parent.  
Fostered children are often looked after by relatives.  An 

Figure 6.1  Percent of households reporting deaths and/or long-term illness among adults in past year, 
ZSBS 2003 – ZSBS 2005.
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orphan is a child below the age of 18 who has lost one 
or both parents.  Children who have lost their mother 
are referred to as maternal orphans, and those who have 
lost their father are classified as paternal orphans. In 
some cases, maternal and paternal orphans reside with 
their remaining parent, but in other cases, the surviving 
parent is not living in the household with the child.  
Children who have lost both parents are referred to as 
“double” or “dual” orphans.  

A child made vulnerable by HIV/AIDS is a child below 
the age of 18 who meets any of the following criteria: 
has lost one or both parents; has a chronically ill parent; 
lives in a household where at least one adult died and 
was sick for 3 of the 12 months before death; is living 
in a household where at least one adult was seriously 
ill for at least 3 months in the past year, or lives in an 

institution or on the streets. The orphan and vulnerable 
children categories can overlap, and are frequently 
referred to as a group with the abbreviation, OVC.  

Appendix Tables A.6.4 and A.6.5 present data on the 
household distribution of children under age 15 by 
survival status and household residence of parents.  In 
2005, about two-thirds (61.0%) of all children under 
15 lived with both parents.  This was about the same 
as recorded in the 2003 survey (60.7%). In 2005, a 
higher percentage of children in rural areas were living 
with both parents (62.4%) than children in urban areas 
(57.0%). 

In 2005, 7.9% of the household population of children 
under fifteen were fostered, meaning that both parents 
were alive but not living with the child.  The level of 

Figure 6.2  Percent of adults (18-59) who died in the past year whose households received free, basic 
external support for the illness or death, ZSBS 2005.

Figure 6.3  Percent of chronically ill adults (18-59) whose households received free, basic external support 
for the ill person, ZSBS 2005.
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fostering has changed little since 2000.  The percentage 
living in a household with only one parent present, 
because the other parent had died or was away, increased 
from 18% in 2000 to 25% in 2005.  About eight percent 
of children had lost their father and lived with their 
mother.  Only 1.4% of children whose mother had died 
lived with their father.  In 2005, 17% of children under 
15 lived in households with no biological parent present.  
This includes fostered children and double orphans, 
as well as maternal and paternal orphans who are not 
living with their surviving parent.  Figure 6.5 shows the 
percentage of children who were living in households 
with no biological parent present.

In 2005, 3.0% of all children under fifteen had lost their 
mother (maternal orphans), and more than one in ten 

(10.9%) had lost their father (paternal orphans). About 
four percent (3.9%) had lost both parents (double 
orphans).  The percent of children who were maternal 
orphans in 2005 (3.0%) is almost the same as in 2000 
(3.7%).  The percent of paternal orphans (11.5% in 
2005) was an increase from 7.9% reported in the 2000 
survey.  The percentage of dual (or double) orphans 
(4.3%) reported in 2005 was a slight increase of about 
one percentage point from that of  2000 (2.9%).  A total 
of 17.8% of children could be classified as orphans of 
any type, a slight decrease from 20.3% in 2000. These 
changes are very small, and do not provide evidence of 
a trend. Among orphaned children, the largest percent 
were paternal orphans (13.2% for urban children and 
10.1% for rural children).  See Appendix Table A.6.4 
and Figure 6.6.

Figure 6.5  Percent of children under age 15 living in households with no biological parent present, 
ZSBS 2000 - ZSBS 2005.

Figure 6.4  Household distribution of children under age 15 by survival status of parents, ZSBS 2000 - ZSBS 2005.
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Children in urban households are more likely than 
those in rural areas to have lost at least one parent.  In 
2005 nearly a quarter of children under 15 in urban 
households (22.0%) had lost one or both parents, 
compared to 16.4% of children in rural households.  
The percentage under age 15 who were dual orphans 
was 5.2% for urban households and 3.5% for 
rural households. See Appendix Table A.6.4. Not 
surprisingly, the prevalence of orphanhood increases 
with the age of the child.  In 2005, the figures for all 
orphans were 10.6% among children under the age 
of five, 18.2% among children 5-9 years of age, and 
24.7% among children aged 10-14.  See Appendix 
Table A.6.5. 

HIV/AIDS has major impacts at the household, 
individual and community levels.  These effects are 
not one-time events, but continuing processes that 
are sometimes hidden, slow-moving and destructive.  
Orphans and vulnerable children are likely to be at 
a disadvantage compared to children whose parents 
are living and whose families are still intact, and 
they are very likely to live in households that need 
assistance in caring for them.  In 2005, 26% of all 
households reported the presence of one or more 
orphans.  Among households with children,  the 

percentage reporting the presence of one or more 
orphans was higher (30%). Among households 
reporting the presence of at least one orphan, the 
average number per household was two orphans.� 

It is only recently that indicators to measure the 
impact of HIV/AIDS on the lives of children, 
families and communities and the effectiveness of 
the national response have been developed.  The 
2005 ZSBS was designed to capture data needed for 
the subset of these indicators that can be measured 
with a household survey. Eight of the recommended 
core indicators and three additional indicators can 
be measured using ZSBS data.  These are discussed 
below.

OVC Core Indicator 1

OVC Core Indicator 1 is the ratio of orphaned 
and vulnerable children (OVC) versus non-OVC 
who have three minimum basic material needs for 
personal care.  This indicator assesses the capacity 
of families to provide children with minimum basic 
material needs.  In Zambia, the designated items 
are availability of a blanket, shoes and two sets of 
clothes. When calculated as a ratio of OVC to non-
OVC, it assesses progress in preventing relative 
disadvantages for orphaned and vulnerable children.  
In 2005, for each child aged 5-17 in the household, 
the informant was asked whether the child had each 
of the three basic items, and if so, whether the item 

�  Data not shown.

Figure 6.6  Orphanhood status of children under age 15, ZSBS 2000 - ZSBS 2005.
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was for that child alone, or was shared by more than 
one child.  Appendix Table A.6.6 and Figure 6.7 show 
these findings for all children, and by OVC status.  

One-half of OVCs were reported to have all three 
of the listed items, compared to 55% of non-OVC 
children in the same age group.  These results indicate 
that a large percentage of households are struggling 
to provide basic material needs of their children.  If 
there was no difference between OVC and non-OVC 
children, a ratio of 1.0 would be expected to be found.  
The actual ratio was .89, indicating that OVC were 
relatively disadvantaged when compared to non-OVC, 
but not severely so.�  For every 100 non-OVCs with 
minimum basic material needs, there were 89 OVCs.  
The findings in Appendix Table A.6.6 indicate that 
many children in Zambia live in difficult circumstances.  
OVC are comparatively more at a disadvantage than 
other children in Zambia.  

OVC Core Indicator 3

OVC Core Indicator 3 is the proportion of OVC 
compared to non-OVC aged 15-17 who had sex 
before age 15.  This indicator provides information on 
the prevalence of early sexual activity among OVC and 
other children aged 15-17.  Adolescents form a high 
risk group for HIV/AIDS because they may not be 
fully mature physically or emotionally, and because they 

�  The ratio is calculated as .495/.554.  In figure 6.6, these 
values are rounded to 50% and 55%. If the rounded values 
are used to calculate the ratio, the result is .90.

may be more likely to be bullied or exploited in sexual 
relationships. Teenage orphans and vulnerable children 
can be especially at high risk because of lack of adult 
guidance to help them protect themselves.  The ratio 
of early sex for OVC monitors whether the behavior of 
OVC is different from that of non-OVC.

In 2005, a total of 522 adolescents aged 15-17 were 
interviewed, and information on age at first sex is 
available for 471.  Of these, 140 were classified as OVC.  
A total of 69 of these adolescents reported having sex 
before age 15; this included 17 classified as OVC and 
52 classified as non-OVC.  For 51 adolescents aged 15-
17, information on age at first sex is missing. Table 6.1 
shows these results, and the indicator ratio.  The small 
sample size of orphans in this age group in a national 
survey compromises meaningful comparison with 
other children, and this must be kept in mind when 
reviewing the results shown below.  It must also be kept 
in mind that data on age at first sex may be subject to 
reporting bias (young people may not always tell the 
truth about this sensitive topic).  However, there is 
no reason to believe that any potential reporting bias 
would differ between OVC and non-OVC. 

The ratio of OVC to non-OVC aged 15-17 who had 
sex before age 15 was .95.  These findings indicate that 
for every 100 children 5-17 who were not classified 
as OVC and who reported sexual debut before age 
15, there were 95 OVC reporting the same. Given 
that sex before age 15 is viewed as an event that puts 
the adolescent at heightened risk of contracting HIV, 

Figure 6.7  Among children aged 5-17, basic material possessions owned by OVC compared to other 
children, ZSBS 2005.
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these findings imply that OVC appear to be at a slight 
advantage when compared to non-OVC.  However, the 
caveats mentioned above must be kept in mind when 
interpreting findings based on such small numbers. 

OVC Core Indicator 5

OVC Core Indicator 5 is the percentage of OVC 
whose households received free basic external support 
in caring for a child. Households with OVC present 
were asked if the household received any free, basic 
external support in caring for the child (other than 
from family or friends) during the twelve months 
preceding the survey.� This indicator measures support 
that is given free of charge to households with OVC. 
In Zambia, most orphaned children are cared for by 
their surviving family members, or by their extended 

�  Earlier versions of the care and support indicators for 
OVC as well as adult deaths and chronic illness reported the 
percent of households with a death, chronically ill adult, or 
OVC that received assistance.  The new indicator reports the 
percent of specified individuals residing in households that 
received such support.

families, sometimes with help from the community.  
Programs seek to reinforce the capacity of families and 
communities to care for vulnerable children. 

Assistance eligible to be counted for the indicator is 
support coming from an organized source external to 
the household. It does not include support received 
from friends, family or neighbors (unless these 
individuals are providing the support as part of a 
community-based project or organization). Four 
types of support are specified:  (1) support related to 
health care (such as medical care, medicines or medical 
supplies), (2) emotional or psychological support (such 
as companionship, counseling from a trained counselor 
or spiritual support), (3) school-related assistance (such 
as allowances, free admission, books or supplies) and 
(4) social and material support such as (clothing, food, 
financial support, help in housework, training for a 
caregiver or legal services).  

Results are summarized in Appendix Table A.6.7 
and Figure 6.8.  In 2005, only 13.4% of orphans and 
vulnerable children live in households that received at 

Table 6.1  OVC Core Indicator 3: Sex before age 15, ZSBS 2005

Figure 6.8  Percent of orphans and vulnerable children (OVC) whose households received free, basic external 
support in caring for the child, ZSBS 2005.
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at least one of the three types of support. No 
households received all four types of support. 
Overall, 4.9% received health-care support, 6.2% 
received school related assistance and 4.3% received 
emotional support.

Detailed findings on the schooling of children 10-
14 years of age by orphanhood status are presented 
in Appendix Table A.6.8 and Figure 6.9.   Overall, 
the percentage of orphans who are in school has 
increased from 71.8% in 2000 to about 79% in 2003 
and 2005.  The data from maternal orphans and 
double orphans is presented despite small numbers.  
However, estimates from these categories may be 
unstable and must be interpreted with extreme 
caution.  The percentage of non-orphans in school 
increased from 74.8% to 82.9% in 2003 and then 
decreased to 77.1% in 2005.  The Government of 
Zambia made primary school free in 2002, and this 
change may help to explain the increases in schooling 
for orphans and non-orphans from 2000. 

In order to assess whether orphans and vulnerable 
children are educationally disadvantaged in 
comparison with children who are not classified as 
OVC, another ratio indicator was constructed.  

OVC Core Indicator 6

OVC Core Indicator 6, Orphan School Attendance 
Ratio, is the ratio of orphaned children aged 
10-14 to non-orphaned children in the same 
age group who are currently attending school.  
Non-orphaned children in the comparison are 
restricted to children living in a household with 
both biological parents present.  The indicator 
further restricts the orphans to be compared to 
double orphans (children under 15 who have 
lost both parents).  The results shown in Table 
6.2 are not what would be expected, because the 
implication is that double orphans aged 10-14 are  

Table 6.2  OVC Core Indicator 6: Orphan school attendance ratio, ZSBS 2005

Figure 6.9  Percent of children in school by orphanhood status, ZSBS 2003 - 2005.
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slightly more likely to be attending school than children 
aged 10-14 who are living with both parents.  Further 
analysis may reveal measurement and/or small sample 
size issues (115 double orphans) that explain these 
unexpected results. In the meantime, these findings 
should be interpreted with caution.

OVC Core Indicator 7

OVC Core Indicator 7, Birth Registration, is the 
proportion of children aged 0-4 whose births are 
registered.  Orphans without proof of birth lack the 
protection that stems from this legal form of identity.  
Proof of lineage is crucial for orphans in order to inherit 
the property of deceased parents.  Without proof of 
birth, children are more vulnerable to exploitation and 
abuse.  The indicator is not disaggregated by orphan 
status, since birth registration is critical for all children, 
and usually takes place well before the child is likely to 
be orphaned.  Table 6.3 presents results for children 0-4 
in 2005.  These results must be interpreted with great 
caution, because the information on birth registration 
was missing for almost half of all children aged 0-4. 

Additional OVC Indicator A4

Additional OVC Indicator A4,  Succession Planning, 
is defined as the percentage of mothers or primary 
caregivers who report having identified a standby 
guardian who will take care of the child in the event that 
he or she is not able to do so. This indicator assesses the 
extent to which parents and caregivers make succession 
plans for their dependent children.  Succession planning 
is a promising approach for increasing the extent to 
which parents take action to ensure a better future 
for their children, particularly in terms of appointing 
guardians.  In the 2005 ZSBS, 74% of adults aged 25-
29 say they were the primary caregiver for at least one 
child under the age of 18.  Each person who reports 
being the primary caregiver for a child was asked if they 
had made arrangements for someone to care for the 
child or children in the event that they should fell sick 
and be unable to care for them.  Results are presented 
in Appendix Table A.6.9 and Figure 6.10.

Figure 6.10  OVC Additional Indicator A4:  Percent of primary caregivers who have arranged for a guardian 
to care for dependent child if needed, ZSBS 2005.

Table 6.3  Birth certificate or civil birth registration among children aged 0-4, ZSBS 2005
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Overall, only about one-fifth (21.9%) of primary 
caregivers said they had made arrangements for care of 
a dependent child in the event that they fell sick and 
were unable to care for the child.  A higher percentage 
of urban males reported having made this arrangement 
(32.2%) compared to their rural counterparts (24.5%).  
The lowest percentage reporting this arrangement was 
seen among rural females (16.4%).  Respondents in 
urban areas were more likely to report making these 
arrangements (28.7%) compared to respondents in 
rural areas (18.8%).  

OVC Additional Indicator A5

OVC Additional Indicator A5, Orphans living with 
siblings, is the percentage of orphans who are not living 
in the same household with all their siblings under age 
18.  The purpose of the indicator is to assess the extent 
to which orphans are separated from their siblings, and 
by implication, the family and community’s capacity 
to keep orphan siblings together in one household.  
Helping siblings remain together on the death of their 
parents is seen as a way of strengthening orphans’ ability 
to cope. Siblings who are living together in foster care 
tend to have fewer emotional and behavioral problems 
than those who are living separately.  

In the ZSBS, the household roster is used to gather 
data for this indicator.  The head of household is asked 
whether all biological siblings under age 18 of each 
child live in the household.  Measurement for the 
indicator is restricted to biological brothers and sisters 
to ensure that data on siblings are collected consistently 
and to ensure the relatedness of the children.  In this 
analysis, siblings are defined as other children with the 
same biological mother and father.  Step children and 
half-siblings are not included.  An orphan is considered 
to be separated from his or her siblings if one or more 
of his/her siblings aged 0-17 years are living outside the 
household. Results are presented in Table 6.4

Although approximately seven out of ten orphans are 
reported to live in households with all of their biological 
siblings, orphans are nevertheless twice as likely (30.4%) 
to live separately from their siblings compared to non-
orphans (15.2%).  The ratio of .82 indicates that for 
every 10 non-OVC children who lived in the same 
household with all of their siblings, there were only 8 
among the group of orphans and vulnerable children 
who were living with all of their siblings.

Table 6.4  OVC Additional Indicator A5: Orphans living with siblings, ZSBS 2005
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The focus of the community module is on gaining 
qualitative insights about community-level perceptions 
of and responses to the HIV/AIDS pandemic.  The 
community data are collected in a different manner 
than the household and individual data.  Community 
data collection combines qualitative and quantitative 
techniques. As a result, the community data are analysed 
and interpreted differently from the data presented in 
earlier chapters, and are not suitable for comparison 
across the survey years. Thus the results discussed in this 
chapter are those from the 2005 survey only. 

The purpose of the community module is to gather 
contextual and qualitative data from community 
informants, and to present these data in a way that 
adds insight into results obtained at the household 
and individual levels.  Informants are questioned about 
community-level exposure to HIV/AIDS prevention, 
treatment and care programmes, and to provide a few 
details on assistance available to families affected by 
HIV/AIDS.

The community module is administered in the same 
enumeration areas (or survey clusters) in which the 
household survey is conducted, and administered by 
the team supervisor.  Please note that the terms ‘cluster’ 
and ‘community’ are used interchangeably throughout 
this chapter. The goal is to interview at least five, and no 
more than ten, individuals in each survey cluster who 
are locally identified as community leaders.  In the 2005 
survey, community leaders (community informants) in 
93 of the 105 survey clusters were interviewed.  The 
number of community informants interviewed per 
cluster ranges from one to eleven, and adds to a total 
of 509 community informant interviews.  The types of 
community informants interviewed includes elders/
village leaders, government officials, women’s group 
leaders, church officials and health workers.

In order to calculate a single community-level response 
to each question based on information obtained from 
all informants interviewed in the cluster/community, a 
mean score on each item is calculated for each cluster.  In 
other words, the community-level response is obtained 
by examining the cluster mean of all responses to each 
question, after these responses have been scored 1 for 
yes  and 0 for no.  Communities with a cluster mean 
score greater than 0.5 are recorded as giving a positive 
response (meaning more than half of the informants 
in the cluster gave a positive or yes response).  A cluster 
mean score of less than 0.5 is recorded as a negative 
response.  For example, assume that five out of eight 
informants in a cluster answer yes and three answer no, 
to a question such as “Are traditional healers active in 
AIDS prevention activities in your community?”  The 
cluster mean is .625 (5/8=.625).  Since .625 is greater 
than .5, it generates a positive, or yes, response at the 
community level for the question.

A few variables that describe the frequency of an event, 
such as the perceived number of AIDS-related deaths, 
are treated differently.  These variables record a number 
that varies beyond the range of the 0 to 1 used to score 
a simple yes or no response, and the cluster mean 
score is obtained and interpreted differently.  As an 
example, consider the reported frequency of deaths in 
the community during the previous 12 months.  If the 
overall mean number of deaths reported per community 
is at least one, analysis looks at the percentage of 
communities reporting deaths in several progressive 
(and overlapping) categories: percent with at least one 
death, percent with at least five deaths, percent with at 
least ten deaths, etc.  

Very few survey clusters are truly self-contained 
communities.  Some clusters are in relatively isolated 
locations, and some clusters are embedded in wider 
communities that extend beyond the cluster boundaries.  
Therefore, informants were asked to respond with 
reference to the community setting in which they live 
and/or are active.  

Chapter 7: Communities and HIV/AIDS

7.1. Introduction 
and Background
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Table 7.1 summarizes selected characteristics of the 
509 community survey informants interviewed in 93 
survey clusters.  The types of community informants 
most often interviewed are elders/village leaders 
(30.3%), government officials (15.7%) and church 
members (14.9%).  The “other” category varies greatly, 
but many of were headmasters or teachers.    Nearly 
two-thirds (64.2%) of the informants are male.  Most 
of the interviews (79.1%) were conducted in a local 
language, and 20.6% were conducted in English.  Just 
over one-third of informants (38.2%) reside in urban 
clusters and almost two-thirds (61.8%) in rural clusters.  
On the community module, localities are classified as 
urban, semi-urban, rail, rural and remote.  At the time 
of analysis, urban, semi-urban and rail are classified 
together as a single category (“urban”), and rural and 
remote are combined into a single category (“rural”).  
Urban and rural comparisons are presented in the tables 
describing findings in this chapter.  There were 52 rural 
communities and 40 urban communities.  Respondents 

in one community were evenly split between classifying 
the cluster as urban or rural. Therefore, for purposes of 
this report, this particular community is included in the 
“total” category, but is not shown in the tables as part of 
the urban-rural breakdown.  

Appendix Table A.7.1 summarizes selected 
characteristics of the communities as described in 
informant interviews.  A large majority of communities 
have access to an all-year road – 100% for urban 
communities and 65.4% for rural communities.  An 
additional 11.5% of rural communities have access to 
a seasonal road.  As expected, the economic activity 
most often reported in rural communities is agriculture 
(94.2%). Other economic activities reported among rural 
communities are fishing (17.3%) and livestock (15.4%).  
Only a small number of communities have a market 
(10.8%).  In urban communities, the economic activity 
most frequently reported is commerce (80.0%).

7.2. Informant 
Characteristics

7.3. Community 
Characteristics

Table 7.1  Selected characteristics of community informants, ZSBS 2005
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Informants are asked to name the main health 
problems in their community.  The most commonly 
cited health problems are malaria, AIDS and diarrheal 
diseases.  Malaria is perceived as a major problem in 
98.1% of rural communities and 85.0% of urban 
communities.  (See Chapter 1 for the presentation of 
several Roll Back Malaria Indicators.)  AIDS is named 
as a problem by more than eight out of ten (85.0%)  
urban communities, and by more than three out of 
ten (36.5%) rural communities.  Diarrheal diseases are 
ranked as important by 57.7% of rural communities 
and 35.0% of urban communities.  Tuberculosis and 

respiratory infections are perceived as major problems 
in 44.1% and 16.1%, respectively, of all communities.  
Results are shown Appendix Table A.7.2 and Figure 
7.1.

Informants are asked for their perception of how 
common HIV/AIDS infection is in their communities.  
AIDS is perceived to be “very common” (75.0%) in 
the majority of urban communities, and “somewhat 
common” in more than half (61.5%) of rural 
communities.  This implies that AIDS has affected 
communities in both urban and rural areas, but the 
impact is greater in urban areas. Overall, only 2% of 
communities reported that AIDS is “not common” 
in their community. This information is presented in 
Appendix Table A.7.3 and Figure 7.2.

7.4. Major Health 
Problems Reported by 

Communities

Figure 7.1  Major health problems in community, as perceived by community, ZSBS 2005.

Figure 7.2  Percent of urban and rural communities reporting that AIDS is common in the community, 
ZSBS 2005.
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Informants are asked to estimate the number of 
people in their communities who died of AIDS in 
the previous year.  The informants are asked to give an 
estimate based on their own perceptions, rather than 
to provide official data.  Community-level responses 
are presented in Table 7.2.  Almost every community 
(96.6%) reports at least one death in the past year 
perceived as due to AIDS.  Two-thirds (66.3%) report 
five or more such deaths, nearly half (42.7%) report 
ten or more such deaths and nearly one third (30.3%) 
perceive that they had twenty or more deaths due to 
AIDS.  Large numbers of perceived AIDS deaths are 
more likely to be reported among urban compared 
to rural communities.  For example,  twenty or more 
AIDS deaths were reported by six out of ten (59.5%) 
urban communities, compared to less than one out of 
ten (7.8%) rural communities.

Another set of questions asks where people in the 
community can seek help if they are sick with HIV/
AIDS.  The majority of communities (84.9%) name 
“health clinic” as the place to seek help.  This is especially 
true for urban communities (92.5%).  Traditional healers 
are named more frequently by rural communities 
(15.4%) than urban communities (2.5%).  Family 
(4.3%), AIDS organizations (4.3%) and NGOs (3.7%) 
are named as places to seek help by a smaller proportion 
of communities.  See Appendix Table A.7.4.

The community survey does not inquire directly about 
the presence of orphans or orphanhood status.  Instead, 
informants are asked to estimate the number of families 
in the community that lost a father or lost both parents 
in the previous year, leaving behind young children 
(children under 18 years of age).  This information is 
presented in Table 7.3.  All of the communities indicated 
that at least one family in the community had lost both 

7.5. AIDS Deaths and 
Where to Seek Care

Table 7.2 Community estimates of the number of deaths in community believed due to AIDS in the past 
year, ZSBS 2005

Table 7.3 Estimated number of families with young children who lost both parents in the past year, ZSBS 
2005

7.6. Parental Deaths 
and Orphanhood
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parents of young children in the past year.   A very high 
percentage of urban communities (62.2%) estimated 
five or more families with young children had lost both 
parents.  Although rural communities were less likely 
than their urban counterparts to report the loss of both 
parents in as many as five families, the percentage among 
rural communities is still considerable (35.4%).  Almost 
nineteen percent (18.6%) of all communities reported 
ten or more families with young children had lost both 
parents, and 8.1% reported that twenty or more families 
with young children had lost both parents in the past 
year.  While these findings are based on perceptions 
rather than official statistics, the implication is that the 
presence of orphans is widespread and providing for 
their care is a serious concern in many communities.

All of the communities reported the death of at least 
one young father (a father under fifty years of age) in 
the past year.  Almost eight out of ten (78.4%) urban 
communities reported the loss of five or more young 
fathers in the past year. This percentage is higher than 
that reported by rural communities (41.2%) – but the 
percentages are high for both.  A substantial percentage 
of communities reported the loss of ten or more (29.2%) 
young fathers, and 13.5% reported the loss of twenty or 
more young fathers.  See Appendix Table A.7.5.

An important component of the community schedule 
is the part that asks informants for their opinions on 
what could be done in the community to improve care 
for persons sick with AIDS and to help their families.  
These results are presented in Appendix Table A.7.6.  
Nearly two-thirds of all communities (64.5%) reported 
the need for medicine.  A need for financial assistance 
and hospital admission were named by 48.4% and 
41.9%, respectively, of all communities.  About one-fifth 
of all communities (21.5%) said that the family needs to 
take better care of the ill person, and 24.7% suggested 
it would help to set up a community hospice care. The 
need for home visits by health workers was named by 
14.0% of communities.  Schooling for children (14.0%), 
support groups (8.6%) and care of a traditional healer 
(8.6%) were mentioned less frequently.  

Informants were asked what assistance was available in 
the past year for families that experienced a parental 
death.   Food assistance for such families was available 
in half (50.0%) of all communities, but was more 
frequently reported by urban communities (76.3%) 
than rural communities (31.4%).  About one-quarter of 
all communities said spiritual help (26.7%) was available 
to families with a parental death, 25.6% named help 
with food preparation, and 24.4% indicated financial 
assistance was available.  Free medicine, the type of 
assistance most frequently named as needed, was 
available in only 3.3% of communities.  Overall, these 
results indicate that assistance for families experiencing 
a parental death is not perceived as widely available in 
most communities.  Results are summarized in Table 
7.4.

Table 7.5 presents information on selected types 
of HIV prevention programme activities in the 
community.  Informants were asked whether their 
communities had an HIV/AIDS committee and if so, 
whether the committee was active in promoting HIV 
prevention and safe sex.  Rural communities were more 
likely to report the presence of an AIDS Committee 
(38.5%) than urban communities (15.0%).  Among 
communities with an AIDS Committee, 8.6% reported 
that the committee was “active,” and 12.9% said it was 
“somewhat active.” 

It is important to reach individuals early in life with 
information about HIV/AIDS. AIDS education is 
said to be taught in the primary schools in 87.1% of all 
communities, and 93.5% of communities said AIDS 
education is taught in the secondary schools.  

Community informants were asked if the health 
workers and traditional healers in their communities 
are active in HIV/AIDS prevention.  Overall, the 
communities were more likely to report the presence 

7.7. Improving Care for 
Those Ill with AIDS

7.8. Assistance 
Available

7.9. Prevention Activities 
and Programme 

Exposure
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Table 7.4 Type of assistance available for the affected families in communities reporting at least one parental 
death in the past 12 months, ZSBS 2005

Table 7.5 Indicators of AIDS prrevention activities and “programme exposure,” ZSBS 2005



89Communities and HIV/AIDS

of health workers active in HIV prevention compared 
to traditional healers active in AIDS prevention.  
About fifteen percent (15.1%) of communities 
reported that health workers were very active, and 
37.6% said their health workers were somewhat 
active.  About five percent (5.4%) of communities 
said traditional healers were very active in AIDS 
prevention in their community, and 20.4% said 
traditional healers were somewhat active.

Condoms were said to be available in all health 
centers by 66.7% of all communities, and another 
10.8% said condoms were in some health centers.  
Condoms were said to be available in all shops in 
only 6.5% of communities, but in “some shops” in 
54.8% of communities.  Communities were less 
likely to report that condoms were available in bars 
compared to reported availability in shops or health 
centers.  Condoms were said to be available in “all 
bars” in only 3.2% of communities, and “some bars” 
in 26.9% of communities. 

Questions about access to HIV testing are part 
of the community survey.  Informants were asked 
where an individual could go to find out if he or she 
has HIV/AIDS.  Most communities (92.5%) cited a 
“health facility,” and only 28.0% specifically mention 
a VCT center.  According to these findings, VCT 
centers appear to be more commonly available in 
urban (45.0%) than in rural communities (15.4%).  
Among communities that named a place to go to 
be tested, follow-up questions were asked about 
whether a testing place was located within the 
community.  Urban communities were most likely 
to say they had a test site (50.0%) in the community 
compared to rural communities (9.6%).  The overall 
percentage of communities reporting the presence 
of an HIV test site was 28.0%.  Most communities 
that reported a test site said the services offered 
were good (65.6%).

Young people are an important focus for many HIV 
prevention activities, and the community schedule 
includes a series of questions about HIV prevention 
activities designed for young people.  Results from 
these questions are presented in Appendix Table 7.7

One issue of interest is whether young people in 
the community go through initiation ceremonies, 
and whether these ceremonies include HIV/AIDS 
education. Results indicated that a majority of 
communities, 64.5%, had initiation ceremonies for 
young people. Of these communities with initiation 
ceremonies, 48.2% provided HIV/AIDS education 
during the ceremonies.

Only 39.8% of communities said that young people 12-
17 could easily obtain condoms.  Easy access to condoms 
by young people was more frequently reported among 
urban (50.0%) than rural communities (32.7%).

In response to questions about where young people 
meet new sexual partners, 66.7% of communities 
said this happens “at school.”  Almost half (47.3%) of 
all communities say it happens “on the street,” 46.2% 
named church as a meeting place, and 43.0% said young 
people meet new sexual partners at bars.  A follow-up 
question was asked about whether there are special 
activities aimed at preventing the spread of HIV/AIDS 
at the places where young people meet new sexual 
partners.  Special prevention activities targeting places 
that young people meet sexual partners were reported 
in only 39.8% of all communities.  This indicates some 
room for improvement, as it is particularly important 
to locate preventive activities at the places where people 
are likely to meet new partners.

7.10. HIV Prevention 
for Young People
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Youth Peer Education (YPE) is a widely used method 
to prevent HIV/AIDS and improve the reproductive 
health of young people. It is an approach in which 
young people inform other young people about these 
and other related health subjects; it is believed that 
young people are more capable than adults at reaching 
other young people with health messages adapted to 
their age, interests and lifestyle. YPE is done under 
the auspices of programs supported by governmental, 
non-governmental, community and/or faith-based 
organizations. In these programs, youth are recruited 
and trained to raise awareness, increase knowledge, 

and change attitudes and behaviors among their peers. 
Peers are other young people in the community of 
approximately the same age and social standing. 

This chapter presents findings on who has been reached 
by YPE, how they were reached, and what attitudes 
are about peer education. For instance, whether 
Zambians consider it appropriate for young people 
to communicate with other young people about HIV, 
reproductive health and issues concerning sexuality and 
whether peer educators are considered as trustworthy 
sources of information.

Chapter 8: HIV/AIDS Prevention, Reproductive Health, and 
Youth Peer Education

Table 8.1 Percent of respondents with experiences with peer education, ZSBS 2005
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The results provide information that can be used by 
policy makers, programmers, researchers and young 
people. YPE was first measured in the 2005 ZSBS; 
therefore, there is no comparison data from previous 
ZSBS surveys. 

Respondents were asked if they were or had ever been 
a peer educator. Table 8.1 shows that 4.0% were peer 
educators and 3.3% were previously peer educators. 
When asked if a friend or family a member was or 
had been a peer educator, 10.2% responded to the 
affirmative. Slightly more males than females were peer 
educators (4.9% compared with 3.2%) and had friends 

or relatives who were peer educators (11.3 vs. 9.2%). 
Rural females tended to have lower participation than 
urban females (2.9 vs. 3.9%) as well as their friends/
relatives (7.7 compared with 12.1%). 

To assess contact with YPE, respondents were asked 
if they had ever seen or heard a message from a peer 
educator. Results from table 8.2 show that 40.8% had 
been exposed to peer educator messages.  Exposure was 
slightly lower among females (38.4) compared with 
(43.3%) among males. It was lowest among young 
females 15-19 years (33.3%). Exposure was similar 
among rural and urban residents.

Table 8.2 Percent of respondents exposed to peer education, ZSBS 2005

8.1. Experience 
with Youth Peer 

Education

8.2. Exposure 
to Youth Peer 

Education
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Respondents were also asked if they had ever talked 
to a peer educator. Talking to a peer educator involves 
face-to-face exchange rather than only hearing or 
seeing a media message. The survey found that 31.7% 
had talked with a peer educator. Slightly more males 
(34.8%) than females (28.7%) had talked with a peer 
educator.  Similarly in rural areas more males (36.9) 
than females (27.9%) had talked with a peer educator.  
The pattern of having talked with a peer educator does 
not vary from having had ‘any type of contact’ according 
to age, sex or residence. 

Exposure to YPE in Zambia is broad and quite 
consistent according to age group sex and residence. 
This was not only based on hearing or seeing media 
messages from a distance. Three out of four of those 
exposed to YPE had actually spoken with a local peer 
educator. This suggests that YPE programs are spread 
broadly in Zambia including in rural areas. 

The respondents who had any type of contact with a 
peer educator were asked how many times in the six 
months prior to the survey they had had contact with 
YPE. Nearly all respondents (93.1%) had been exposed 
at least once to a peer educator during the six months. 
Of those exposed, 28.7% had been exposed 10 or more 
times, 10.5% 6-9 times, 36.9% 2-5 times and 17.1% 
one time. 

Respondents who had been exposed to peer education 
were asked what type of interaction they had 
experienced in the six months prior to the survey. The 
survey allowed for respondents to indicate more than 
one type of activity. The activities most frequently 

8.3. Type of 
Exposure to Youth 

Peer Education

Table 8.3 Percent of number of times respondents were exposed to a peer education in the 6 months prior 
to the survey, ZSBS 2005
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reported were seeing performances (50.2%) and 
participating in discussion groups (49.0%). Peer 
educator performances can be at schools, theatres, 
markets, special events and on the street. These 
tended to be seen more often in rural rather than 
urban settings (52.0 compared with. 46.7%) and 
among younger respondents (62.0% for 15-19 
years; 50.3% for 20-24 years; 46.5% 25 years and 
older). 

Peer-led discussion groups take place in more 
formal settings such as social clubs, work places, 
churches, clinics, schools and NGO localities.  
Subjects discussed include HIV/AIDS, pregnancy 
prevention, abstinence, condoms and STIs. 
Exposure to these activities were most often in 
rural (53.9%) than urban areas  (39.3%) and among 
older respondents 20-24 and 25 years and older 
recording 47.2% and 51.7% respectively, compared 
with 42.4% of younger respondents 15-19.

Other activities frequently experienced include 
receiving educational materials (29.5%), condoms 
(22.9%) and counseling (22.7%). The distribution 
of educational materials on HIV/AIDS, STIs, 
abstinence and reproductive health as well as 
condoms are activities often carried out by peer 
education in conjunction with other activities. These 
activities tend to be experienced more in urban areas 
and among males, as shown in Table 8.4.

Counseling is a skilled activity and usually centers 
on an issue or challenge the recipient is facing, and 
this includes counseling on HIV/AIDS prevention, 
pregnancy and family planning, stigma and 
discrimination, gender violence and drug/alcohol 
abuse. This often takes place in a formal setting 
such as a clinic, church or NGO. Only 23% of those 
exposed to peer education had received counseling. 

Other peer education activities that respondents  
reported experiencing include exposure to peer 
education include lectures and workshops (19.9%), 
radio or TV programs (17.5%), home visits (16.6%), 
one-to-one discussions (13.9%), referrals to VCT 
centers (5.5%), youth-friendly corners at clinics 
(5.2%) and referrals to clinics or hospitals (4.4%).

HIV/AIDS was the topic most often heard from 
peer educators and was reported by 91.5% of exposed 
respondents. This was followed by the topics of STIs 
(64.2%), condoms (61.3%) and abstinence (54.7%). 
No major differences were observed on respondents 
who had been exposed to education about HIV/
AIDS by age, sex and residence. The topic of STI 
tended to be heard less among those 15-19 (59.1%) 
Condoms were heard more in rural than urban 
areas (63.6% compared with 56.7%). The topic of 
abstinence was heard most often among those 15-
19 (59.1%). Among those 20-24 and 25 years and 
older, 58.7% and 52.0% respectively heard the topic 
of abstinence. 

Other topics heard from peer educators include 
pregnancy prevention (29.2%), stigma and 
discrimination (24.9%), contraceptive methods 
other than condoms (19.7%), sexuality (19.7%), 
child abuse (14.8%), drug and alcohol abuse 
(14.6%), relationships (12.4%), communicating 
with partners (11.9%) and gender issues (11.4%). 
Topics that were least heard (<10%) include gender 
violence (9.5%), self-esteem and lifeskills (8.2%) 
and family communication (7.6%).

This survey did not aim to measure the levels of 
knowledge among peer educators about the topics 
listed above, but it did measure perceptions and 
opinions of those exposed to peer education. 

Respondents exposed to peer education were 
asked how knowledgeable they thought the peer 
educators in their community were in regards to 
the information they provide.  Overall, 83.8% of 
respondents felt that the peer educators were ‘very 
knowledgeable,’ 12.8% that they were ‘somewhat 

8.4. Topics Heard 
from Youth Peer Educators 

(Exposed Only)

8.5. Perceptions of 
Peer Educator 

Knowledge
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knowledgeable’ and 0.9% that they were ‘not very 
knowledgeable’ or ‘not knowledgeable.’ 

The perception that peer educators are ‘very 
knowledgeable’ is quite consistent across age, sex and 
residence. The positive perceptions tend to be higher 
among rural females (87.7%). 

The approach of young people teaching other 
young people about subjects such as HIV/AIDS, 
STI, reproductive health and sexual issues can be 
controversial. Zambia has a lot of cultural factors that 
make it difficult for adults and youth to discuss these 
subjects. When it comes to YPE, adults could fear 

that these programs may influence youth towards 
promiscuous behaviors. 

The survey included an inventory of attitudes towards 
youth peer educators teaching other young people. It 
was of particular interest to learn the differences in 
attitudes among the various age groups. The questions 
were asked to all respondent regardless of whether they 
had been exposed to youth peer education. YPE was 
explained to all respondents during the interviews. 

Respondents were asked if it is appropriate for young 
people in their community to learn about HIV/AIDS 
from peer educators. Table 8.7 shows that 95.1% agreed 
that it is appropriate. There was little or no variation 
in this response across age, sex or residence. The same 
question was asked concerning the subjects of sexual 
abstinence and being faithful to one’s partner. 
Overall, 94.7% felt it is appropriate to learn about 

8.6. Attitudes Towards 
Youth Peer Education

Table 8.6  Perceived level of knowledge among peer educators with regard to the information they provide, among 
those who talked to or heard a health message from a peer educator, ZSBS 2005 (percent of respondents)
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being faithful and 90.6% about abstinence, with 
little or no variation across age, sex or residence. 

Respondents were asked if it is appropriate for 
young people to learn about issues related to sex 
from peer educators; 87.1% felt that it is appropriate 
with little or no variation among the groups. When 
asked if it were appropriate for young people to 
receive condoms from peer educators the approval 
level dropped and variations became evident. In 
total, 78.9% of respondents felt it was appropriate. 
However, males were more approving than females 
(81.3 compared with 76.7%) and rural residents 
more approving than urban (82.7  compared with  
71.9%). The level of approval was higher for those 
20-24 (83.0%) than those 25 years and older 
(78.2%) and those 15-19 (77.3%).

Peer educators are increasingly used to refer 
young people to VCT centers and for STI testing. 
Respondents were asked if it were appropriate for 
young people to receive these medically related 
referrals from peer educators. Overall, 90.7% 
agreed that it was appropriate. There was little 
variation according to age, sex or residence. 

The proportion of respondents who consider 
it  appropriate to use YPE to teach about HIV/
AIDS, reproductive health and issues related to sex 
appears high in Zambia among all age groups, both 
sexes and rural and urban residents. This is also the 
case with giving referrals to VCT centers and STI 
testing. Condom dissemination was considered less 
appropriate, especially among female and urban 
groups.

Table 8.7 Appropriateness for young people in community to learn about HIV and AIDS from peer educators, 
ZSBS 2005 (percent of respondents)
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Table 8.8 Appropriateness for young people in community to learn about abstinence from peer educators, 
ZSBS 2005 (percent of respondents)

Table 8.9 Appropriateness for young people in community to learn about being faithful to a partner from peer 
educators, ZSBS 2005 (percent of respondents)
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Table 8.10 Appropriateness for young people in community to learn about issues related to sex from peer educators, 
ZSBS 2005 (percent of respondents)

Table 8.11 Appropriate for young people in community to receive condoms from peer educators, ZSBS 2005 
(percent of respondents)
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Respondents were asked to measure the value they 
placed on YPE in their community. They were asked to 
weigh its overall importance for improving the health 
of youth, if the government should invest more or less 
on YPE and if they believed it was having any effect 
on youth behavior.

Overall, 83.5% of the population thought YPE 
was important for improving the health of their 
community’s youth, 13.1% thought it was slightly 
important and 1.3% that it wasn’t important at all. 
This opinion was consistent and varied by only a few 
percentage points according to age, sex and residence. 
When asked if the government should spend more, 
less or the same amount on YPE for their community, 
92.7 thought it should spend more. Only 3.4% thought 
it should spend less and 2.1% that it should spend the 
same. 

Respondents were also asked if they believed that peer 
education would change the behaviors of youth in their 
community.  Note that 41% had been exposed to peer 
education and 32% had spoken with a peer educator. 
Overall, 66.2% believed peer education was very likely 
to change behaviors, 26.7% that it was somewhat likely, 
3.2% not very likely and 1.5% not likely at all.

Urban males (68.4%) had the strongest belief that YPE 
was very likely to change behaviors and rural females 
the lowest (63.8%). In general, females had a slightly 
lower belief of its effectiveness (64.3%) compared with 
males (68.2%). Older respondents tended to have a 
stronger belief in peer education’s ability to change 
behavior than younger ones.

Considering that two-thirds believe YPE is very likely 
to change behavior, the results suggest that Zambians 
place a high value on YPE. They believe it is important 
for the health of their community’s youth and that 
government should invest more.  Less than 5% believed 
that YPE isn’t or not at all likely to change behavior.

8.7. Value of Youth 
Peer Education

Table 8.12 Appropriate for young people in community to receive referrals to HIV or STI testing from peer 
educators, ZSBS 2005 (percent of respondents)
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Table 8.13 Importance of peer educators to improving the health of young people in the community, ZSBS 2005 
(percent of respondents)

Table 8.14 Attitudes toward government spending on community peer education programs, ZSBS 2005 
(percent of respondents)



103HIV/AIDS Prevention, Reproductive Health, and Youth Peer Education

Those respondents who had heard of HIV were 
asked how likely it was that they would use the 
listed sources of information about HIV/AIDS and 
reproductive health. 

The results from the survey show that the sources 
of HIV information respondents would most likely 
use were health care workers 88.8%, radio 86.6% 
and teachers 70.4%. The other sources of HIV 
information included peer educators (63.6%), youth-
friendly corners at clinic (63.6%), parents, (61.9%), 
TV, (62.5%), and newspapers/magazines (62.0%). 
Friends, family members other than parents, co-
workers/school mates, partners or boy/girlfriend 
and other traditional leaders were other sources of 
HIV information.

The pattern for most likely used sources of 
information on reproductive health was very similar 
to that of HIV information. When respondents 
were asked to rank each of these sources according 
to their trustworthiness as sources of information 
on HIV/AIDS and reproductive health, similar 
rankings were found.

Financial and technical assistance for the Youth Peer 
Education component of the 2005 ZSBS survey were 
provided by YouthNet/Family Health International.  
Chapter 8 tables and text are the product of a close 
collaboration between staff of the Central Statistical 
Office and Gary Svenson, Holly Burke, Emily Wong, 
and Heidi Tucker at Family Health International.

Table 8.15 Likelihood of young people in the community changing their behavior as a result of talking with peer 
educators, ZSBS 2005 (percent of respondents)

8.8. Use of Youth Peer 
Education among the 
General Population

Note about the YPE
survey component
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Appendix A: Tables

Table A.1.1  Household population distribution in five year age groups, by sex and residence, ZSBS 2005

Table A.1.2  Percent distribution by highest level of education reached, by sex and residence, ZSBS 1998-
ZSBS 2005
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Table A.1.3  Percent of respondents who are circumcised, by sex and residence, ZSBS 1998 - ZSBS 2005

Table A.1.4  Medical injections given by a health professional, by sex and residence, ZSBS 2005 
(percent of respondents)
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Table A.1.5  PEPFAR Prevention Indicator 8: Last medical injection administered with clean syringe 
and needle, ZSBS 2005 (percent of respondents with medical injection in past 6 months)

Table A.1.6  Percent of respondents with knowledge of HIV testing site, percent ever tested for HIV, 
and percent with desire to be tested or tested again, by sex and residence, ZSBS 2000 - ZSBS 2005

Table A.1.7  Suggested reasons for some individuals not getting tested for HIV, by sex and residence, 
ZSBS 2005 (percent of respondents)
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Table A.1.10  UNAIDS Indicator VCT 1:  HIV counseling and testing among the entire population, 
by sex and residence, ZSBS 2000 – ZSBS 2005 (percent of respondents)

Table A.1.9  UNAIDS MTCT Indicator I: Percent of females attending ANC who are tested for HIV 
and know results, by residence, ZSBS 2000 – ZSBS 2005

Table A.1.8  Percent of women counseled and tested for HIV at antenatal clinics (ANC) by residence, 
ZSBS 2000 – ZSBS 2005
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Table A.2.1  Percent of respondents who have heard of HIV/AIDS by sex and residence, ZSBS 1998 - ZSBS 2005

Table A.2.2  Percent of respondents with general knowledge of HIV/AIDS, by sex and residence,  
ZSBS 1998 - ZSBS 2005

Table A.2.3  Ways to prevent HIV transmission spontaneously named, by sex and residence, ZSBS 2003 - ZSBS 
2005 (percent of respondents)
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Table A.2.5 Percent of respondents who know the 3 ABCs of HIV prevention: abstinence, be faithful to 
one partner, and consistent condom use, based on prompted responses, by sex and residence, ZSBS 2005

Table A.2.6 Percent of respondents with knowledge of mother to child  transmission (MTCT), by sex and 
residence, ZSBS 2000 - ZSBS 2005

Table A.2.4 Recognition of ways to prevent HIV transmission based on prompted responses, by sex and 
residence, ZSBS 1998 - ZSBS 2005 (percent of respondents)
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Table A.2.7 Percent of respondents* with knowledge of specific pathways of mother to child transmission 
(MTCT) by sex, ZSBS 2000 - ZSBS 2005

Table A.2.8 Percent of respondents with knowledge of specific ways to reduce chances of mother to child 
transmission (MTCT), by residence, ZSBS 2000 - ZSBS 2005

Table A.2.9 Misconceptions about HIV transmission, by sex and residence, ZSBS 1998 - ZSBS 2005 
(percent of respondents)
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Table A.2.10 Knowledge of someone with HIV or who died from HIV/AIDS, by sex and residence, 
ZSBS 1998 - ZSBS 2005 (percent of respondents)

Table A.2.11 Knowledge of special medications for HIV/AIDS and places to obtain the medication, 
ZSBS 2005 (percent of respondents)

Table A.2.12 Attitude towards HIV-infected individuals, by sex and residence, ZSBS 2000 - ZSBS 2005 
(percent of respondents)
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Table A.2.13 Percent of respondents who say an HIV-infected worker should continue working, ZSBS 2005

Table A.2.14 Attitude towards HIV-infected family members, by sex and residence, ZSBS 1998 - ZSBS 2005 
(percent of respondents)

Table A.2.15 Knowledge of persons suspected to have HIV/AIDS who experienced discrimination or 
verbal abuse, by sex and residence, ZSBS 2005 (percent of respondents)
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Table A.2.16 Percent of respondents expressing negative attitudes towards people with HIV/AIDS, by sex 
and residence, ZSBS 2005

Table A.2.17 Attitudes towards condom purchase by unmarried females, by sex and residence, ZSBS 
1998 - ZSBS 2005 (percent of respondents)

Table A.2.18 Percent of married respondents who say they have discussed HIV/AIDS prevention with partner, 
by sex and residence, ZSBS 2003 - ZSBS 2005
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Table A.2.19 Percent of respondents who believe condoms are very, somewhat, or not at all effective in preventing 
HIV/AIDS, by sex and residence, ZSBS 2003 - ZSBS 2005

Table A.2.20 Percent of respondents who believe condoms are very, somewhat, or not at all effective in preventing 
sexually transmitted infections (STIs), by sex and residence, ZSBS 2003 - ZSBS 2005

Table A.2.21 UNAIDS Stigma and Discrimination Indicator 1 (also PEPFAR AIDS Policy Index): Accepting 
of those with HIV, by sex and residence, ZSBS 1998 - ZSBS 2005 (percent of respondents)
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Table A.2.22 UNAIDS Knowledge Indicator 1: Knowledge of HIV prevention methods, by sex and 
residence, ZSBS 1998 - ZSBS 2005 (percent of respondents)

Table A.2.23 UNAIDS Indicators of Knowledge (Indicators 2 and 5) about HIV, by sex and residence, 
ZSBS 1998-ZSBS 2005 (percent of respondents)
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Table A.3.1 Percent distribution of respondents by marital status, sex and residence, ZSBS 1998 - ZSBS 2005

Table A.3.2 Last sexual intercourse with marital partner, by sex and residence, ZSBS 1998 - ZSBS 2005 
(percent of married respondents)
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Table A.3.3 Condom use during last sexual intercourse within marital partnerships, by sex and specific 
characteristics, ZSBS 1998 - ZSBS 2005
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Table A.3.4 Percent respondents with non-regular partner in last 12 months: All respondents, and respondents 
who were sexually active in last 12 months, by sex and residence, ZSBS 1998 - ZSBS 2005

Table A.3.5 Number of non-regular partners in the last year, by sex and marital status, ZSBS 1998 - ZSBS 2005 
(percent of respondents)
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Table A.3.6 Condom use during last sexual intercourse with non-regular partnerr, by sex and specific 
characteristics, ZSBS 2000 - ZSBS 2005 (percent of respondents with a non-regular partner)
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Table A.3.7 Money exchanged for sex in last 12 months, drank alcohol at last sex, ZSBS 1998 - ZSBS 2005 
(percent of respondents with a non-regular partner)

Table A.3.8 Respondent’s perceptions of partnership status of their non-regular partners, by sex and residence, 
ZSBS 2003 - ZSBS 2005 (percent of respondents with a non-regular partner)

Table A.3.9 Respondent’s perceptions of partnership status of their non-regular partners, by sex and marital 
status, ZSBS 2003 - ZSBS 2005 (percent of respondents with a non-regular partner)
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Table A.3.10 UNAIDS Sexual Negotiation Indicator 1: Females can negotiate safer sex with husband, 
ZSBS 2005 (percent of respondents)

Table A.3.11 UNAIDS Sexual Behavior Indicators 1 and 2, ZSBS 1998 - ZSBS 2005 (percent of respondents)
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Table A.3.12 PEPFAR Prevention Indicator 4: Percent of men and women aged 15-49 years who had sex with 
more than one partner in last 12 months,  of those who had sex in the last 12 months, ZSBS 2000 - ZSBS 2005

Table A.3.13 PEPFAR Prevention Indicator 6: Percent of men 15-49 reporting sex with a sex work in last 12 
months who used a condom during last paid intercourse,* ZSBS 2000 - ZSBS 2005

Table A.4.1 Percent of respondents with general knowledge of sexually transmitted diseases, by sex and residence, 
ZSBS 1998 - ZSBS 2005
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Table A.4.2A Percent of respondents with knowledge of specific symptoms and signs of STIs in males and 
females by sex, ZSBS 1998 - ZSBS 2005

Table A.4.2B Percent of respondents with knowledge of specific symptoms and signs of STIs in males and 
females, totals by sex, ZSBS 1998 - ZSBS 2005
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Table A.4.3 Had genital discharge or genital ulcer during last 12 months by sex and residence, ZSBS 1998 - 
ZSBS 2005 (percent of sexually active respondents)

Table A.5.1 Percent of respondents with knowledge of HIV/AIDS, by sex and age group, ZSBS 1998 - ZSBS 
2005
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Table A.5.2 Percent of respondents who recognize ways to prevent spread of HIV/AIDS based on prompted 
responses, by sex and age group, ZSBS 1998 - ZSBS 2005

Table A.5.3 Percent of respondents who know all 3 ABC prevention components: Abstinence, be faithful, 
and consistent condom use (prompted response), by sex and age group, ZSBS 2005
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Table A.5.4 Percent of respondents who know of special medications for treating HIV/AIDS and who know 
of places to obtain the medication, by sex and age group, ZSBS 2005

Table A.5.5 Percent of respondents with knowledge of mother to child transmission (MTCT), by sex and 
age group, ZSBS 2000 - ZSBS 2005
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Table A.5.6 Percent of respondents with knowledge of specific ways to reduce chances of mother to child 
transmission (MTCT), by sex and age group, ZSBS 2005

Table A.5.7 Percent of respondents with misconceptions about HIV transmission, by sex and age group, 
ZSBS 1998 - ZSBS 2005
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Table A.5.8 PEPFAR Prevention Indicator 1: Percent of young people aged 15-24 who both correctly identify 
ways of preventing the sexual transmission of HIV and reject major misconceptions about HIV transmission, by 
sex and residence, ZSBS 2000 - ZSBS 2005

Table A.5.9 Percent of respondents who know place for HIV test and ever tested for HIV, by sex and age 
group, ZSBS 1998 - ZSBS 2005
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Table A.5.10 Percent of responents who want to be tested/tested again, by sex and age group, ZSBS 
2000 - ZSBS 2005

Table A.5.11 Why some young people may choose not to go for VCT: Possible reasons suggested by young 
respondents 15-24, ZSBS 2005 (percent of respondents 15-24)
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Table A.5.12 Percent of respondents willing to care for an infected family member and who knows someone 
with HIV/AIDS or who died from AIDS, by sex and age group, ZSBS 1998 - ZSBS 2005

Table A.5.13 Percent of respondents who express certain attitudes towards HIV-infected individuals, by sex 
and age group, ZSBS 2000 - ZSBS 2005
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Table A.5.14 Percent of respondents who know of persons suspected to have HIV/AIDS who experienced 
discrimination or verbal abuse, by sex and age group, ZSBS 2005

Table A.5.15 Percent of respondents with negative attitudes towards people with HIV/AIDS, by sex and age 
group, ZSBS 2005
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Table A.5.16 Percent of adolescents (15-19) who ever had sex, by  sex and single year of age, ZSBS 1998 - ZSBS 
2005

Table A.5.17 Percent of adolescents (15-19) who had sexual intercourse in the last year, by sex and single year of 
age, ZSBS 2000 - ZSBS 2005
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Table A.5.18 Condom use at first sex among sexually active respondents, by sex and age group, ZSBS 2005

Table A.5.19 Adolescents: Number of non-regular Partners in the last year, by sex and marital status, 
ZSBS 1998 - ZSBS 2005 (percent of respondents 15-19)
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Table A.5.20 Young people (15-24):  Number of non-regular partners in the last year, by sex and marital status, 
ZSBS 1998 - ZSBS 2005 (percent of respondents 15-24)

Table A.5.21 Percent of young people who used condom during last sexual intercourse with non-regular partner, 
by sex and age group, ZSBS 1998 - ZSBS 2005
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Table A.5.22 Respondent’s perception of likelihood that non-regular partner has other partners, by sex and age 
group, ZSBS 2003 - ZSBS 2005 (percent of respondents with a non-regular partner)

Table A.5.23 Percent of respondents with knowledge of sexually transmitted diseases, by sex and age group, 
ZSBS 1998 - ZSBS 2005

Table A.5.24 Percent of respondents with knowledge of at least one STI symptom in males and females, by sex 
and age group, ZSBS 1998 - ZSBS 2005
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Table A.5.25 Percent of respondents with knowledge of common symptoms of sexually transmitted diseases in 
males, by sex and age group, ZSBS 1998 - ZSBS 2005

Table A.5.26 Percent of respondents with knowledge of common symptoms of sexually transmitted diseases in 
females, by sex and age group, ZSBS 1998 - ZSBS 2005

Table A.5.27 Percent of respondents who believe that condoms are very, somewhat, or not at all effective in 
preventing HIV/AIDS, by sex and age group, ZSBS 2003 - ZSBS 2005
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Table A.5.28 Percent of respondents who believe that condoms are very, somewhat, or not at all effective in 
preventing STIs, by sex and age group, ZSBS 2003 - ZSBS 2005

Table A.5.29 Percent of young people 15-24 agreeing with statements about condoms, ZSBS 2005

Table A.5.30 Percent of respondents with knowledge of where to go and ability to obtain condoms for self, 
by sex and age group, ZSBS 2005
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Table A.5.31 Percent of respondents who say condom purchase by unmarried females acceptable, by sex and age 
group, ZSBS 1998 – ZSBS 2005

Table A.5.32 PEPFAR Prevention Indicator 2:  Percent of never-married young men and women aged 15-24 
who have never had sex, by sex and age group, ZSBS 1998 - ZSBS 2005
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Table A.5.33 PEPFAR Prevention Indicator 3:  Percent of never-married young men and women aged 15-24 
who had sex in the last 12 months of all never-married men and women age 15-24 surveyed, by sex and age group, 
ZSBS 1998 - ZSBS 2005

Table A.5.34 UNAIDS Indicators 2 and 3: Sexual behavior among young people 15-24 by sex and residence, 
ZSBS 1998 - ZSBS 2005 (percent of respondents)
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Table A.5.35 UNAIDS Indicators 4 and 5: Sexual behavior among young people 15-24, by sex and residence, 
ZSBS 1998 - ZSBS 2005 (percent of respondents)

Table A.6.1 Percent of households reporting an adult (15-59/18-59)* death or long-term illness in the past 
12 months, ZSBS 2000 - ZSBS 2005

Table A.6.2 Percent of adults 18-59 who died in the past 12 months whose households received, free of user 
charges, basic external support in the past 12 months, ZSBS 2005
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Table A.6.3 PEPFAR Care and Support Core Indicator 9 (CS9): Percent of adults 18-59 who have been 
chronically ill for 3 or more months in the past 12 months whose households received, free of user charges, basic 
external support in caring for the chronically ill person, ZSBS 2005

Table A.6.4 Prevalence of orphanhood and fosterhood among children under 15 in households, by residence, 
ZSBS 2000 - ZSBS 2005
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Table A.6.5 Prevalence of orphanhood and fosterhood in households, by age group, ZSBS 2000 - ZSBS 2005

Table A.6.6 PEPFAR Orphans/Vulnerable Children (OVC) Core Indicator 1: Basic material needs among 
children 5-17 years, ZSBS 2005

Table A.6.7 PEPFAR Orphans/Vulnerable Children (OVC) Core Indicator 5: Percent of OVC under 18 years 
whose households received, free of user charges, basic external support in caring for the child, ZSBS 2005
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Table A.6.8 Schooling of children 10-14, by orphanhood status and residence, ZSBS 2000 - ZSBS 2005

Table A.6.9 PEPFAR OVC Additional Indicator A4: Succession planning, ZSBS 2005 (percent of primary 
caregivers for child under 18)
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Table A.7.3 Perceptions that AIDS is common in community, ZSBS 2005 (percent of communities)

Table A.7.1 Community characteristics, ZSBS 2005 (percent of communities)

Table A.7.2 Major health problems reported by communities, ZSBS 2005 (percent of communities)

Table A.7.4 Perceptions of where people in community can seek help if ill with AIDS, ZSBS 2005 (percent of 
communities)
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Table A.7.5 Community estimates of frequency of deaths in past year among fathers leaving young children 
(overlapping categories), ZSBS 2005 (percent of communities)

Table A.7.6 Community suggestions for what can be done to improve care for people ill with AIDS, 
ZSBS 2005 (percent of communities)

Table A.7.7 Community reports on young people and HIV prevention activities targeting young people, 
ZSBS 2005 (percent of communities)
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Appendix B: Questionairres

Community Schedule

Household Form

Individual Form
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