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ACRONYMS  

AIDS:		  Acquired immunodeficiency syndrome

AYP:               	 Adolescents and Young People 

ART:	 	 Antiretroviral therapy

AYP:		  Adolescents and young people

CSE:		  Comprehensive sexuality education

GBV:	 	 Gender-based Violence

HIV:	 	 Human-immunodeficiency virus

NCDs:		  Non-communicable diseases

PrEP:		  Pre-exposure prophylaxis	

PWDs:		 People with disabilities

SRH:		  Sexual and Reproductive Health

SRHR:		  Sexual and Reproductive Health Rights

STIs:		  Sexually Transmitted Infections

UNICEF:	 United Nations International Children’s Fund

WASH:             Water, Sanitation and Hygiene

WHO:		  World Health Organization

ZDHS:		  Zambia Demographic Health Survey
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Background and objectives 
According to population projections by the Central Statistics Office, about two thirds of the Zambia 
population projected for 2020 is below the age of 25. Adolescents and young people aged 10 to 
24 years account for a third of the Zambian population in 2020 (CSO, 2013). With a predominantly 
young population, investment in this age group is therefore central to socioeconomic development 
of the country. The Government of the Republic of Zambia recognizes this as its development 
agenda reflects various aspirations for young people 

In the health sector, there is wide consensus that investments in adolescent health is central 
because it brings a triple dividend of benefits - for adolescents now, for their future adult lives, 
and for the next generation (WHO, 2017). However, for years, the unique health issues associated 
with adolescence have been little understood or, in some cases, ignored (WHO, 2017). This 
phenomenon may have contributed to high burden of some diseases and poor health status 
among adolescents, young people, and in cases of early childbirth and child marriages, the health 
of children of adolescents and young people

This evidence synthesis was commissioned by Ministry of Health and UNICEF Zambia with aim 
to identify, map and describe existing evidence relating to adolescent health and well-being in 
Zambia. This evidence synthesis report highlights potential gaps and provides recommendations 
for future programmatic action. 

Methodology 
The report utilized a scoping review approach to synthesize data from multiple sources in the 
adolescent health sector in Zambia. From a selection of 4984 titles and abstracts, 90 peer reviewed 
articles were included for review. Fourteen reports and technical briefs were sourced from the 
grey literature were added to provide additional insights to the findings of the peer reviewed 
publications that were identified from the online searches

EXECUTIVE SUMMARY
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Results 
The results of the review are presented in line with the six priority areas outlined in the Adolescent 
Health Strategy,  risk factors, service delivery and intervention/programme outputs, outcomes and 
impact across the priority areas outlined in the Adolescent Health Strategy 2017-2021.

HIV/AIDS and STIs
Current status: The prevalence of human-immunodeficiency virus (HIV) among adolescents and 
young people aged 15 to 24 was 3.8%. Among those aged 15-19, the prevalence was  2.6% 
for girls and 1.2% for boys. This was significant decline in prevalence since 2014 within this age 
category, from 4.8% and 4.1 among the girls and boys respectively. The prevalence among 20 to 
24 year olds was  8.9% in women in contrast to 6.9% in men. There were approximately 26000 
new HIV infections among 15-24 year olds with up to three times higher incidence rates among 
girls and young women. 4.5% of young women aged 15-24 reported having either an STI, genital 
discharge, sore or ulcer vs 7.5% of men. 

Effective interventions: Adolescents taking part in programmes that had adopted rights based 
approaches in the design and implementation of HIV services had given them an opportunity to 
be active participants in implementation processes. The introduction of national test and treat 
policies resulted in an increase in rapid antiretroviral therapy (ART) initiation. The implementation 
of community based test and treat interventions targeted towards adolescents and young people 
were significantly associated with increased acceptability of HIV testing and adherence to ART.  
Further, the introduction of multicomponent interventions combining social support, economic 
empowerment and parental training delivered through community networks resulted in a 
reduction in negative community attitudes towards HIV positive people, HIV-related stigma and 
better nutrition.

Gaps/ challenges: In some cases, sexual reproductive health (SRH) and HIV messages spread 
were rated as incompatible with prevailing cultural and religious beliefs, adolescents and young 
people were hesitant to adopt them because they could interfere with the relationships with their 
families who they felt might withdraw their financial support. Furthermore, sexual and reproductive 
health rights were not seen as the most essential aspect of service delivery with most of them 
considering education and economic opportunities to be more pressing needs. Poor collaboration 
among HIV and community services was felt to be a large impediment to the delivery and access 
of ART services. 

Sexual and Reproductive Health
Status: The proportion of adolescents who became pregnant declined from 34% in 1992 to 29% 
in 2013-14 and 2018.  In 2018, 29% of women aged 20-24 years reported being married by age 18, 
a slight drop from 31% in the 2014.  Sexual and Reproductive Health services and information are 
provided primarily in schools and health facilities. However, access remains low with fewer than 
1 in 5 adolescents accessing HIV testing or contraceptives services. Barriers to accessibility to 
SRH services and information include Poor knowledge and attitudes among adolescents, negative/
judgemental attitudes by providers, lack of confidentiality, as well as strong heteronormative norms 
and discrimination of non-heterosexual subgroups demotivated service uptake. 
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Effective Interventions: School based SRH programs such as comprehensive sexuality education 
(CSE) were reported as effective in improving knowledge and access to SRH services among school 
going adolescents and young people (AYP). SRH Programmes implemented in the community-
based health system setting improved uptake of SRHR services. In addition, school-based 
programmes in combination with referral to SRH health services, SRH programmes that prioritize 
engagement and participation of young people as well as community dialogue and support to 
promote positive social norms on adolescents SRH positively impacted on SRH for adolescents.  
Interventions that provided economic support to adolescents played a significant role in influencing 
both educational and sexual decision making among female adolescents. The economic support 
triggered independence and empowerment, increased assertiveness and autonomy, reduced 
desire for sexual relationships with boys in exchange for cash and gifts, increased motivation for 
school, enhanced parental and community support for female adolescents’ education and reduced 
school dropouts. 

Gaps/challenges: Concerns regarding the appropriateness of reproductive health messages 
affected the delivery of SRHR information to adolescents. Barriers to uptake of CSE included 
limited perceived benefits, unsupportive households and community environments, limited training 
among teachers or health providers in CSE and cultural and religious beliefs among teachers and 
parents regarding the use of contraceptives among the learners. Inconsistences were found in the 
Zambian policy which could hinder some adolescents from accessing services. 

Sexual and Gender based violence 
Status: There has been a reduction in the prevalence of sexual and gender based violence (GBV) 
between 48% in 2013 to 22.2% in 2018 and 17.1% in 2020. The rate of violence among HIV positive 
AYP is 10.4% with cases being associated with viral load failure. The prevalence of sexual violence 
was more common for women as compared to men. Perpetuators for sexual violence were mostly 
current or previous partners. 

Effective interventions: Sexual and gender-based violence services included counselling, 
treatment and support. As is the case for HIV/STI services, providing safe and private spaces for 
AYP to freely discuss sexual and gender-based violence was vital in addressing GBV. The use of 
integrated service delivery approaches to address SGBV through programmes such as One Stop 
Centres was also effective. 

Gaps/challenges: Poor, delayed or no action taken to punish perpetuators of GBV discouraged 
communities from reporting sexual and gender-based violence cases.  Limited availability of 
adolescent friendly sexual violence prevention and screening programs and longer waiting hours 
at One Stop Centres affected delivery of post-violence care. 

Alcohol and substance abuse
Status: Though studies looking at alcohol and substance abuse were scant, survey data showed 
that 42.2% of adolescents had consumed alcohol and 37.2% had consumed cannabis with men 
and young people living in the streets being more likely to have consumed both. Approximately 
7.0 have smoked cigarettes before. 36.4% of adolescents were 13 years or younger when they 
had their first drink of alcohol and 42.6% were currently using alcohol with 45.1% experiencing 
negative consequences. 
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Effective interventions: None of the studies identified in the review covered interventions to 
address alcohol and substance abuse within this population.

Non-communicable diseases
Status: There was a paucity of studies dealing with non-communicable diseases among AYPs. In 
terms of nutrition, studies exploring nutritional status found that while 17% girls aged 10-14 were 
stunted, those between 15-19 were overweight. Marriage and childbearing was thought to be 
associated with high BMI.  Mental health in relation to AYP was found to be an under researched 
area. 

Effective interventions: Interventions such as the nutritional curriculum & asset building 
programme which provide content and age specific nutritional educational curriculum and facilitated 
asset building were found to result in decline in the level of stunting and a modest increase in 
adolescent nutritional knowledge general but a significant increase when it came to knowledge 
of anaemia. Interventions used to address mental health issues such as depression among AYP 
included creative expressing skills, somatic stimulation, meditative practice, and/or cooperative 
playing, used in combination or in isolation. Psychotherapeutic interventions to reduce depression 
were more effective when implemented by the nurse, lay counsellors and social workers as 
compared to other stakeholders such as teachers or parents. 

Gaps/ challenges: Although a comprehensive mental health policy is in place, there are numerous 
gaps in the implementation of mental health services targeting AYP  ranging from a lack of spaces 
to political will to cultural and context sensitivity.

Adolescents and young people with special needs
Status: The review found very limited research or programme implementation data on adolescents 
with special needs. Nevertheless, 4.4% of children aged 2-17 have a disability with a higher 
proportion living in urban areas (4.6% vs 4.2%) and among male children (4.5% vs 4.2%). The 
proportion of young people aged 18—20 who have a disability is 5.8%. 

Effective interventions: In correctional facilities, health information was provided in correctional 
facilities through health educational talks by prison personnel and were mostly focused on HIV/
AIDS and syphilis. None of the peer reviewed studies that were identified through the searches 
reported on the impact of interventions aimed at improving delivery and utilization of health services 
among adolescents and young people with special needs. However, proposed interventions from 
the grey literature included; youth committees, peer support groups and boards and community 
based rehabilitation programmes. 

Gaps/challenges: As with the broader Zambian population there appears to be high levels of 
stigma and prejudice against people with disabilities that has resulted in a profound and widespread 
denial of rights. The service delivery strategies available are not tailored for AYPs with disabilities. 
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In the correctional facilities, some of the conditions that adolescents faced included HIV/AIDS, 
tuberculosis, malaria and sexually transmitted infections, as a result of sexual abuse by adult 
prisoners or casual sex with girls living in nearby communities. Their ability to access health care 
was hampered by lack of available and appropriate services due to limited resources in correctional 
facilities and approved schools. 

Limited health screening was conducted which hampered delivery of appropriate services. Even 
where screening was done, it was often conducted by unqualified prison personnel. Correctional 
facilities and approved schools often do not have health facilities on site. Issues with correctional 
facility patient management also contribute to ineffective referral services. 

Recommendations 
This section provides recommendations for strengthening adolescent health in Zambia. The 
recommendations are key in informing the implementation on the current Adolescent Health 
Strategy as well as informing the development of subsequent strategies. The recommendations 
have been categorized under three thematic areas namely programme, policy/ legal and research. 

Programmatic recommendations 
1.	 Schooling serves as a protection for girls against both child marriage and teenage pregnancy 

as well as HIV. Utilizing girl-child education as a strategy of preventing SRH challenges 
through advocating for increased educational support including free primary and secondary 
school education should be considered. 

2.	 It is important for future programmes to focus more on promoting collective action through 
increased involvement of gatekeepers, especially parents, teachers, health workers and 
traditional and religious leaders in initiatives to promote mental, nutritional and reproductive 
health.

3.	 Continued efforts are needed to expand the reach of youth friendly services and peer 
support. There is also a need to develop sustainability plans for youth friendly spaces to 
maintain meaningful youth participation and youth/ adolescent -led activities.  

4.	 Attention should be given to value clarification among teachers, health workers, etc. involved 
in implementing SRHR interventions in the Adolescent Health Strategy. There is also a need 
to promote the consistent use of (all possible) pregnancy prevention methods. 

5.	 There is a need to scale up/ expand economic support towards adolescent given the limited 
economic opportunities in rural Zambia. 

6.	 There is a need to further promote and scale up youth-led activities to enhance programme 
reach and effectiveness of adolescent health interventions. 

7.	 There is a need for sensitization and awareness raising initiatives through peers, as well 
as the engagement of parents and community leaders concerning sexual gender-based 
violence. The creation of youth committees and boards could also help increase adolescent 
participation in service delivery. There is need to also integrate prevention messages in 
WASH platforms, social media, churches and schools. 
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8.	 Broad-based approaches that challenge the prevailing mindset of people towards, for 
example, people with disabilities (PWDs) and those that specifically tackle such stigma and 
abuses the treatment of PWDs in the community and health facilities should form part of all 
strategies moving forward. 

Policy/ legal recommendations 
1.	 Tailor existing policies and initiatives that focus on SRHR among adolescents to include 

strategies targeting adolescents with disabilities, adolescents in correctional institutions, 
young refugees and young key populations and with specific references to their SRHR and 
adolescent health in general. 

2.	  Challenges that Zambia faces mean that resourcing and practical implementation of existing 
laws and policies require continued attention. The major issues that require attention are 
dissemination, awareness-raising, resourcing and monitoring the implementation of existing 
policies. 

3.	 Further enhance the addressing of nutritional and mental health issues among adolescents 
by integrating adolescent nutritional and mental health needs in the Adolescent Health 
Strategy. 

4.	 Scale up the implementation of the National Test and Treat Policy and consider scaling up 
access to pre-exposure prophylaxis among key populations. 

Research recommendations 
1.	 Investigate the impact and sustainability of economic empowerment interventions in 

contributing to gender equality among adolescents. 

2.	 Investigate the impact of COVID-19 prevention measures on adolescents’ accessibility to 
adolescent health services and utilize the most successful strategies to expand access to 
these services in the context of COVID-19. 

3.	 Assess the delivery and impact of services aimed at preventing smoking and drug use or 
treating drug dependent among adolescents.

4.	 Examine dietary behaviour among adolescents. 

5.	 Examine impact of interventions aimed at improving delivery and utilization of health services 
among adolescents and young people with special needs.

6.	 Determine the burden of mental health related diseases among adolescents, legitimacy of 
the problem, feasibility of response and support for response.

Emerging areas of focus
1.	 Blueprint development so strategies can expand access to adolescent health services in the 

context of COVID-19. 

2.	 Given the current controversy regarding the delivery of CSE among stakeholders, there is 
need to focus on sustained advocacy by civil society to secure the implementation of CSE 
at national and provincial level.
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Background 
Adolescence is a critical period between the ages of 10-19 years [1,2] characterized by distinct 
cognitive, sexual, social, emotional and physical development [3]. As such, adolescence offers a 
great opportunity to reach young people with various interventions that can help them to enhance 
their skills, build healthy habits and prepare for the future. In many countries, adolescents make up 
about 70% of the population, thus making it an important target group for both developmental and 
health interventions. In Zambia, adolescents and young people aged 10-24 make up 34.3%1 of the 
population and it is expected that this may increase by more than 60% by 20422. 

According to the 2018 Zambia Demographic and Health Survey report, the percentage of 
adolescents who have begun bearing children ranges from 6% among those aged 15 years to 53% 
among those aged 19 years; one in seven females (15%) aged 15-19 years is married (or in union) 
compared to only 1% of their male counter parts; 21.5% of married girls 
aged 15-19 have an unmet need for family planning; HIV prevalence for 
adolescents and young people aged 15 to 24 years is estimated at 3.8% 
(5.6% among girls and young women vs 1.8% among boys and young 
men) [4]. Other problems that AYP face include sexual and gender-based 
violence, school dropout, mental health issues, substance abuse and 
non-communicable diseases [5]. By virtue of their age, adverse outcomes 
to many of these problems tend to affect not only the present health of 
AYP, but also their personal development and at times future health and 
health habits. 

Evidence shows that the public health needs of AYP are distinct from those of adults and that their 
access to the much needed services, which could potentially mitigate the negative health outcomes 
is poorer [6] is, to the best of our knowledge, very scarce, if not absent. It is important to document 
mechanisms that shape integration process in order to improve health systems’ responsiveness 
towards adolescents’ SRHR. This realist evaluation protocol will contribute to this knowledge in 
Zambia where there is increased attention towards promoting maternal, neonatal and child health 
as a means of addressing the current high early pregnancy and marriage rates. The protocol will 

1	  UNFPA. World Population Dashboard, Zambia. Accessed 25th July 2021.
2	  Population Facts, 2015, United Nations Department of Economic and Social Affiars.

INTRODUCTION
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ascertain: why, how, and under what conditions the integration of SRHR interventions into Zambian 
community health systems will optimise (or not. To address these public health challenges, the 
needs of AYP ought to be factored into the development and implementation of national public 
health programmes. This includes ensuring that existing health systems are transformed into AYP 
responsive systems that go beyond providing only SRH services to addressing the full range of 

AYP’s developmental needs [7]. Evidence has shown that  neglecting 
AYP’s specific health needs has negative social and health outcomes, 
such as unwanted pregnancies, early marriages, sexually transmitted 
infections, poor mental health, substance abuse and sexual violence [8]. 
Although many studies have been conducted and published on how to 
address the various aspects of adolescents’ well-being in Zambia, this 
evidence has not yet been consolidated. Consolidated evidence mapping 
is necessary to identify gaps, inform practice, design, implementation 
and policy for AYP’s health and well-being. 

Purpose and Scope
The global standards for quality services for adolescents state that 
adolescents should be knowledgeable about their own health and aware 

of where to receive health services, interventions targeted towards them should have the support 
of the community, health facilities should provide appropriate packages of services tailored to 
their needs, health care providers should be competent in providing services, health facilities 
should be welcoming environments, quality services should be provided equitably and without 
discrimination, health information should be available to inform decision making and adolescents 
should be actively involved in the processes of providing health services [7]. In order to adhere 
to these global standards of providing quality services for AYP, Zambia developed the existing 
Adolescents Health Strategy 2017-2021 [5]. 

The Adolescent Health Strategy provides an overall framework for the implementation of adolescent 
health services in Zambia. Its main outcomes are to strengthen the capacity of the health sector 
to deliver adolescent responsive health services, facilitate the prioritization of health promotion, 
creating demand for services  and creating an enabling environment by strengthening leadership 
and governance [5]. The key priority areas of interest highlighted in the existing Adolescents Health 
Strategy 2017-2021 include: 1) Sexual and Reproductive Health (SRH); 2) HIV and AIDS and other 
sexually transmitted infections (STIs); 3) Gender-based violence (GBV); 4) Non-Communicable 
Diseases (NCDs); 5) Substance abuse issues; and 6) Problems facing adolescents with special 
needs. The key principles under the strategy are that adolescent health services ought to be 
equitable, accessible, acceptable, appropriate and effective  [7].  

As such, in order to strengthen the implementation of initiatives under the strategy that are aimed 
at improving the health and well-being of AYP, reviews that catalogue existing evidence, provide 
an analysis of assorted studies conducted in the field and identify existing gaps are necessary. 
Reviews are a useful decision support tool that are essential in informing health policy processes and 
programmatic action as they summarize available knowledge on the effectiveness, implementation 
and efficiency of different interventions [9–11]. 

Evidence has shown 
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The scope of this synthesis reflects evidence on the priority areas as highlighted in the Adolescents 
Health Strategy 2017-2021 [5]. In addition to informing the revision of the Adolescents Health 
Strategy, the findings of this review will generate information that can inform health policy, future 
process and programmatic action not only in Zambia but also in countries with similar settings. 
Reviewing and synthesizing evidence on the six key priorities of adolescent well-being may help 
programme planners, implementers and policy makers to understand the broader context related 
to AYP’s health, isolate areas that have been neglected by current interventions and identify the 
key areas to prioritize for future interventions including programmes targeting AYP. 

The review was guided by three central questions:

(i)	 What are the mortality, morbidity and risk factors associated with priority health conditions 
[5] for AYP in Zambia?

(ii)	 What interventions are effective in improving AYP’s health outcomes and access to 
healthcare in Zambia?

(iii)	 What are evidence gaps in the improvement of AYP’s health outcomes in Zambia?

Objectives
The aim of this review was to identify, map and describe existing evidence relating to adolescent 
health and well-being in Zambia. In doing so, the review also highlights potential gaps and provides 
recommendations for future programmatic action. Specific objectives included: 

(i)	 Reviewing published evidence from Zambia on the health and wellbeing of adolescents and 
young people focusing on six priority areas of the adolescent health strategy

(ii)	 Identification and use a defined criteria of evidence assessment to ensure that the evidence 
used in the compendium is of high quality and relevant to the context and target group- 
adolescents and young people.

(iii)	 Synthesis of existing evidence in each of the priority areas to produce summaries of critical 
evidence and gaps including ascertaining the following: epidemiological status, proven cost-
effective interventions, gaps in the evidence, barriers and gaps in optimal implementation 
of cost-effective interventions.

(iv)	 Consolidation of the evidence generated into a compendium which will be a repository of 
evidence to inform subsequent adolescent health strategy and other aspects of programme 
design.



12 EVIDENCE SYNTHESIS ON ADOLESCENT HEALTH AND HIV IN ZAMBIA

Review design
The synthesis utilized a scoping review approach which was felt to be the most appropriate to  
gather as much evidence as possible within the areas of interest and still maintaining a systematic 
approach in the identification and extraction of the relevant data on the Adolescent Health Sector 
in Zambia [12]. 

Conceptual framework
The conceptual framework developed for the study was based on the priority areas and the strategic 
focus of the Adolescent Health Strategy 2017-2021 and the research questions as shown in Figure 
1 [5]. The review assessed the current morbidity and mortality associated with these priority 
areas as well as identification of any risk factors associated with the diseases and conditions. In 
addition, the review examined effective interventions that have been implemented to prevent and 
address risk factors and the outputs and outcomes associated with their implementation in the 
country. Examples of outputs of interest included improved access to services, enhanced health 
seeking behaviour and behaviour change. Whereas the outcomes and impacts evaluated are those 
anticipated under the Adolescent Health Strategy of improved service delivery, improved health 
and well-being of adolescents, increase in awareness and utilization of services and strengthening 

leadership and governance of adolescent responsive health systems. 
As part of the process, the review highlighted accomplishments and 
gaps so as to produce evidence and recommendations on key areas 
that could promote the well-being of adolescents and young people in 
Zambia.

METHODOLOGY
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Scope of the review 
Studies that described the implementation of any intervention, access to services and general 
experience focusing on  six priority  areas of adolescent health namely sexual and reproductive 
health rights (SRHR); HIV/AIDS and other sexual transmitted infections (STIs); gender-based violence 
(GBV); alcohol and substance abuse; non-communicable diseases (NCDs) (with a focus on nutrition 
and mental health); and adolescents with special needs and were included in the synthesis [5]. 
These included interventions delivered through different channels including schools, communities 
or facility-based interventions. Apart from clinical interventions, the review also included health 
system strengthening and community-based interventions targeting improvement in adolescent 
health outcomes. It also collected information on implementation strategies used to deliver the 
interventions and factors that may have affected the implementation of these interventions. Special 
attention was to be paid towards studies focusing on key populations. 

For the purpose of the review, the population of interest were adolescents and young people (AYP) 
aged between 10 and 24 in Zambia. The review also collected information on a variety of output 
and outcomes which are in line to the Adolescent Health Strategy 2017-2021 as shown in Figure 1. 

Figure 1. 	 Conceptual framework guiding the identification, selection and synthesis of articles
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Types of studies included
The review focused on peer reviewed studies, population-based survey reports, government 
documents, thematic evaluation reports and grey literature. Heterogenous studies utilizing different 
methodological approaches whether qualitative, quantitative or mixed method studies were 
included. Studies needed to have been published within the past ten years between 2011-2021, 
covering the period since the implementation of the first Adolescent Health Strategy 2011-2015. All 
the studies were published in English and were conducted in Zambia. Multi-country studies which 
reported data on Zambia but only provided pooled estimates were excluded. Studies on priority 
areas of focus but not including the target AYP population were also excluded. 

Literature Searches
Using a scoping review design informed by Arksey & O’Malley [11], relevant electronic databases 
were systematically searched between February 1st and 13th 2021 across three databases: PubMed, 
Embase and Web of Science. To ensure that the searches would be sensitive enough to capture all 
the relevant literature, a search strategy was developed iteratively. The combination of terms that 
were used are listed below:

1.	 Adolescents OR teen OR teenager AND “Sexual and reproductive health” OR SRH OR 
SRHR AND Zambia

2.	 Adolescents OR teen OR teenager AND “HIV/AIDS” OR HIV OR “Sexually transmitted 
infections “ OR STI OR STDs AND Zambia

3.	 Adolescents OR teen OR teenager AND “Gender based violence” OR “Sexual and gender-
based violence” OR GBV OR SGBV AND Zambia

4.	 Adolescents OR teen OR teenager AND Alcohol OR “substance abuse” AND Zambia

5.	 Adolescents OR teen OR teenager AND “non-communicable disease” OR NCDs OR 
“Nutrition” OR “Mental health” OR “Self-harm” AND Zambia

6.	 Adolescents OR teen OR teenager AND Disabilities AND Health AND Zambia

7.	 “Adolescent friendly health services” OR “youth friendly health services” OR “Safe spaces” 
AND Zambia.

Data collection, management and synthesis

Selection of studies

The application of the search strategy led to the identification of 4981 results. Due to conceptual 
overlaps in some of the priority areas, a two-step process for the removal of duplicates was applied. 
The first was for the removal of duplicates from individual databases which left 3746 titles and the 
second round, was done after the consolidation of results from the three databases, leaving a total 
of 2319 studies which were found eligible for title and abstract screening. Out of the 2319 titles, 
719 titles were excluded from the review either because they covered areas that were outside the 
scope of the review (59.3%) or were from outside Zambia (24.8%). After removing titles that did 
not fit the objectives of the review, the team reviewed a total of 1600 abstracts. Of these, 1427 
abstracts were excluded because they did not meet the inclusion criteria. Most of the abstracts 
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that were excluded either reported outcomes that were not relevant to adolescent health  (33%) 
or were outside the scope of the review (29%). Three additional articles were identified from the 
reference lists and added to the final list of included studies.

Full text reviews of 177  papers were conducted to identify studies that fit the eligibility criteria 
and warrant inclusion into the final synthesis. The selection of studies to be included in the review 
was conducted using Rayyan QCRI Software [13]. The three members of the team independently 
assessed the studies for their suitability in answering the objectives of the review. Where 
differences arose in the inclusion of some of the studies, discussions were held to resolve them. 

The key priority areas of interest highlighted in the existing Adolescents Health Strategy 2017-2021 
include: 1) Sexual and Reproductive Health (SRH); 2) HIV and AIDS and other sexually transmitted 
infections (STIs); 3) Gender-based violence (GBV); 4) Non-Communicable Diseases (NCDs); 5) 
Substance abuse issues; and 6) Problems facing adolescents with special needs.

Data extraction

Studies that met the eligibility criteria underwent full text reviews to identify information pertaining 
to AYP. The results of the search were managed using Endnote and Zotero referencing software 
and Microsoft Excel. In order to minimize the potential of bias, the reviewers extracted the data 
independently. Data was extracted using a pre-designed data extraction form. Given the broad 
scope of the review, the nature of the information to be extracted differed depending on the 
study focus. However, some of the information that was extracted included: study type, setting, 
participant characteristics, data collection method used, data analysis, outcomes of the study, study 
results that were related to the objectives of the review and for interventional studies additional 
descriptions of the interventions and strategies used.

Quality and risk of bias

In order to assess the quality of the studies that were be included in the study, the team utilized 
the Mixed Methods Assessment Tool [14]. The tool was deemed the most appropriate for this kind 
of review as it provides a robust set of criteria that can be used by research teams conducting 
systematic reviews that include qualitative, quantitative and mixed methods data. The checklist 
helped in evaluating the validity, credibility, completeness and applicability of the information 
presented in the different data sources as well as identifying any potential risk of bias in selection 
of the final sources. The quality of the studies and the evidence which they reported was classified 
as low-, moderate- or high-quality based on the tool’s assessment criteria. The team conducted 
the quality assessments independently and then reviewed findings jointly. The final studies to be 
included in the review all had to meet the same quality standards and any disagreements between 
the team members were settled through team discussions.

Overall of description of included studies

From the initial 4984 titles and abstracts that were screened to identify articles that would be 
eligible for inclusion in the synthesis using the PRISMA guidelines [15] and after full text reviews 
and quality assessments, a total of 90 articles were included in the review (Figure 2). 
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Figure 2. 	 Summary of selected studies
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Based on the conceptual framework described in the preceding section, the studies were grouped 
into the six main thematic areas. Most of the studies that were included focused on Sexual 
Reproductive Health or HIV/AIDS and STIs as shown in Figure 3.

Figure 3. Number of studies included by thematic area
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Grey literature

In terms of additional data sources, fourteen reports and technical briefs were identified from grey 
literature which provided additional insights to the findings of the peer reviewed publications that 
were identified from the online searches. However, the quality and strength of the evidence that 
was generated from these reports was not always adequate and they were included as points of 
comparison or where they reported on potential feasible interventions that could be of interest.

Data management and synthesis

A narrative synthesis approach was used to examine and report on any relationships between 
the qualitative and quantitative data [16]. The conceptual framework described in the preceding 
section (Figure 1) was used to guide the analysis of the findings from the included studies. During 
the preliminary synthesis the team identified, listed, tabulated and counted relevant results 
and transformed the data into textual descriptions of various themes. 
This informed the next step of the synthesis aimed at exploring any 
relationships that may exist within or across the existing studies in 
relation to the effectiveness of interventions, factors that may explain 
differences in the effect sizes and factors that may have facilitated or 
hampered the implementation of a given intervention. The findings 
of individual studies were analysed and comparisons made between 
different studies in terms of variability in; outcomes, study designs and 
study populations, interventions and settings [16].

Appraisal of confidence in the review findings

Alongside conducting quality appraisals to ensure that the studies 
included used rigorous methodological approaches, the study also 
assessed the trustworthiness of the evidence generated by the synthesis.  
In order to do this, the Grading of Recommendations, Assessments, 
Development and Evaluation (GRADE) system of rating the quality of 
evidence and strength of recommendations in  systematic reviews 
was utilized [17]. Ratings of the quality of evidence were based on an 
assessment of methodological limitations, imprecisions, inconsistencies 
of results, indirectness of evidence and likelihood of publication bias. Final rankings for quality 
were categorized as high, moderate, low or very low with justifications for this rankings [17]. The 
development of the review protocol and the reporting of its findings was done according to the 
guidance provided by the preferred reporting items for systematic reviews and meta-analyses 
protocols (PRISMA-P) guidelines [15]. 
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KEY FINDINGS

HIV/AIDS and STIs
Overall status of available evidence
In general, available evidence shows that there has been a decline in the prevalence of HIV/AIDs 
among adolescents and young people over time though HIV rates are still high in key populations 
such as men who have sex with men. The prevalence of sexually transmitted infections is reported 
to be higher among adolescent and young men compared to women. Though adolescent friendly 
health corners have been shown to be appropriate in addressing the concerns of AYP especially 
those who are HIV positive, they have limited reach as they are not found throughout the country. 
Navigating disclosure is still a major concern for many AYP and their parents or caregivers. Peer 
support, having supportive family members and healthcare providers have been identified as 
facilitators to the disclosure process as well as adherence and retention on treatment. Nevertheless, 
limited research has been conducted to explore viral suppression within the HIV continuum of care. 
Interventions associated with scale up of test and treat strategies especially through community-
based structures have been found to result in better HIV outcomes for the AYP, such as higher 
levels of acceptability for HIV testing and knowledge of HIV status as well as better coverage of 
HIV services.

Characteristics of studies included in the analysis
There was a total of 37 studies dealing with HIV/AIDS and STIs that were considered eligible for 
inclusion in the synthesis. Most of the studies were quantitative (n=18) and qualitative (n=15) 
with very few mixed methods studies (n=3). The studies utilized both primary and secondary data 
collection approaches ranging from cross sectional surveys, longitudinal studies to ethnographic 
assessments and participatory workshops involving AYP. The grey literature included discussed 
various HIV related issues ranging from factors affecting access of HIV services among young 
people including key populations [18,19], youth with disabilities [20], HIV prevalence risk and 
vulnerabilities [21,22] and increasing uptake of HIV interventions such as pre-exposure prophylaxis 
(PrEP) [23].
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Morbidity, prevalence and risk factors
HIV/AIDS: According to the 2018 Zambia Demographic and Health Survey, the overall prevalence 
of HIV among 15- to 24-year-olds was 3.8% [22]. Among 15- to 19-year-olds it was 1.9%, with 
women at 2.6% compared to 1.2% in men. Whereas it was 6.1% in those aged 20-24, 8.9% in 
women and 6.9% in men [22]. In women aged 15-24 HIV prevalence rates were higher among 
those who were divorced, separated or widowed (13.4%), never married but had had sex before 
(7.7%), had more than 2 sexual partners (19.2%), used a condom during the last sexual encounter 
(13.3%), have 2 or more non-marital non-cohabiting partners (21.1%) living in urban areas (7.5%), 
living in Copperbelt (9.1%), attained secondary education (6.2%) and in the fourth wealth quintile 
(8.8%). In men the highest rates were among those who were: divorced, separated or widowed 
(13.9%), married (5.2%), living in urban areas (5.3%), Copperbelt (5.6%) and Lusaka (5.3%), tertiary 
education or higher (4.4%) and in the fourth wealth quintile (5.6%) [22]. 

A geospatial analysis exploring changes in HIV prevalence vulnerabilities and risks of HIV among 
adolescents, found a statistically significant decline in the prevalence of HIV in women aged 15-19 
years from 4.8% in 2013/2014 to 2.6% in 2018 [21] as well as in 15-19 year old males from 4.1% to 
2.1% within the same time frame [21].

The prevalence of HIV among the key populations was higher than the general population. While 
there was a similar jump in prevalence between age groups for all females (over a 100% increase 
in both cases), it was more pronounced for men having sex with men (MSM) than for other males. 
In 2013, the HIV prevalence amongst MSM was estimated to be 20%, almost double the national 
average. A study by National AIDS Council in 2014, showed that HIV prevalence in lesbian and 
bisexual women was 23.6% [24]. The HIV prevalence among female sex workers (FSWs) reached 
as high as 53.6%. Prevalence rates in 2014 for all adolescent girls (15–19 years) and young women 
(20–24 years) were 4.8% and 11.2% respectively [24]. The Zambia Prisons Service Report on HIV/
AIDS, conducted in 2015 showed that 20.5% tested positive prior to incarceration and that the 
mass prison population screening showed a prevalence rate of 27.4%. 

The survey also found that 42.6% of female adolescent and young people aged 15-24 had 
comprehensive knowledge of HIV compared to  40.6% in men [22]. Furthermore, the percentage of 
15-24 year old people who understood all three modes through which mother to child transmission 
of HIV occurs was 54.9% [22]. The proportion of 15-24-year-old women who had two or more 
partners was 1.7% compared to 10.6% in men. There was slight difference in proportion of those 
with two or more partners who used a condom during their last sexual encounter i.e., 39.4% 
in women and 40.6% in men [22]. The majority of AYP had knowledge 
about where to get an HIV test; however, 24% of women aged 15-24 
and 38.5% of men had never taken an HIV test [22]. 77.4% of pregnant 
women aged 15-24 had received a HIV test during antenatal care visit and 
89% of women had disclosed the results from their recent test compared 
to 78.8% of men. Knowledge of self-testing for HIV was low with only 
14.1% having heard of such kits. 

Chanda-Kapata et al. estimated that the prevalence of HIV was higher among female adolescents, 
urban residents, divorced teenagers and unemployed teenagers [25]sex, setting, educational level, 
marital and socioeconomic status were associated with being HIV positive.\nMETHODS: A cross 
sectional population based survey of the prevalence of HIV among teenagers aged 15-18 years 
old who were also participants in a national Tuberculosis (TB. According to Mee et al., there was 
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a correlation between being in school, age and lower prevalence of HIV among young women  
[26]. Further, Tyler et al.’s study on HIV risk among street youth found that youth without a home 
to return to or those who were living with a parent or guardian who misused drugs were more 
likely to be HIV positive [27]. Qualitative studies exploring risk factors established that poverty, 
unemployment and transactional sex increased the risk of HIV infection [30]. The 2018 ZDHS also 
found that 2% of women aged 15-19 who had sex in the previous 12 months had done so with  a 
man 10 or more years older than them [22].

There was slight improvement in comprehensive knowledge of HIV among girls/ women aged15-
24 compared to a decrease in the comprehensive knowledge among men in the same age group 
between 2013/2014 and 2018. 

Figure 4. Changes in HIV prevalence among 15-24-year-olds by sex
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There are an estimated 26000 new HIV infections among young people aged 15-24 and 2600 HIV 
related deaths3. 

3	  Data courtesy of AIDSinfo
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Figure 5. New HIV infections disaggregated by sex
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Sexually transmitted infections: According to the 2018 Zambia Demographic and Health Survey, 
the proportion of adolescent girls and young women aged 15-24 who reported having either an 
STI, genital discharge, sores or ulcers was 4.5% compared to 7.5% in men [22]. Whereas the 
2020 Ministry of Health and National HIV/AIDS/STI/TB Council, report showed that self-reported 
occurrence of STIs was 3.6% among 15 to 19-year-old females compared to 4.8% among males 
[22]. Solomon et al. found the prevalence of active syphilis among this group to be 2.4% and co-
infection with HIV at 0.5% [28]. A study conducted among school going girls found 4% of them 
had Herpes simplex antibodies with an overall prevalence of Herpes simplex being 5.5% [29]. A 
total of 11.7% of the young women in the study had Trichomonas vaginalis infection [29]. Moreover, 
girls who used soap all the time were less likely to have trichomoniasis, with the association being 
significant [29]. In 2014, among Female Sex Workers, the prevalence for syphilis was 32.8%. 
Comparable rates in 2014 for all adolescent girls (15–19 years) and young women (20–24 years) 
were 4.9% and 9.8% for syphilis [24]. 

Service delivery and utilization
Acceptability: The availability of youth friendly services, youth clubs and peer educators at health 
facilities and HIV clinics provided safe spaces for the adolescents and young people to openly 
discuss the issues they faced with little discrimination and also gave them the opportunity to 
develop a deep understanding of their needs and how to utilize existing services [30–32]yet little 
is known about their experiences in a social context. Such knowledge could enable HIV programs 
to better respond to their needs. This qualitative study examined the experiences of adolescents 
living with HIV in Kitwe, Kalomo and Lusaka in Zambia. In-depth interviews were conducted with 
adolescents aged 10-19 living with HIV (n = 58. However, adolescent friendly services were not 



22 EVIDENCE SYNTHESIS ON ADOLESCENT HEALTH AND HIV IN ZAMBIA

widespread and as such AYP could not always get access to these services [30,32]yet little is 
known about their experiences in a social context. Such knowledge could enable HIV programs 
to better respond to their needs. This qualitative study examined the experiences of adolescents 
living with HIV in Kitwe, Kalomo and Lusaka in Zambia. In-depth interviews were conducted with 
adolescents aged 10-19 living with HIV (n = 58. They were said to face high levels of discrimination 
when going to access services within health facilities from health care providers who would either 
deny them services or breach their confidentiality by disclosing private information thus reducing 
the level of trust that they have in the existing health care systems [18].

Appropriateness: For school going adolescents having to go to the clinic for routine check-ups 
or to collect their medication was felt to be disruptive to their regular schedules as most health 
facilities did not have flexible operating hours that  fit into school hours  [30,33,34]yet little is known 
about their experiences in a social context. Such knowledge could enable HIV programs to better 
respond to their needs. This qualitative study examined the experiences of adolescents living with 
HIV in Kitwe, Kalomo and Lusaka in Zambia. In-depth interviews were conducted with adolescents 
aged 10-19 living with HIV (n = 58. Furthermore, since they were often accompanied by their 
parents or guardians when accessing  health care, the adolescents did not feel as though they could 

openly talk about their SRH needs [31]age-appropriate support regarding 
sexuality, relationships and transitioning to adulthood. The aims of this 
study were to explore and document the informational, psychosocial, 
sexual and reproductive health (SRH. For many the perception that they 
had acquired the disease sexually carried stigma which reduced their 
comfort in being in health facility settings over long periods of time 
[33]. For AYP, poor access to comprehensive sexuality education and 
health care information as well as age of consent concerns also makes 
it difficult for them to access services such as HIV testing [18]. Health 
care providers were also inadequately equipped to provide medical 
assistance to young key populations due to limited knowledge and skills 
needed to identify their unique health needs [35].

Accessibility: An analysis of the average HIV knowledge score among adolescents was 4.05 
[36]. Tyler et al.’s study on youth living on the streets found that female youths were more likely 
to have accurate HIV knowledge compared to male youths [27]. In examining the adolescents’ 
access to information, various sources were identified as being vital sources of HIV and SRH  
information including schools, community events, non-governmental organizations and friends 
[31]age-appropriate support regarding sexuality, relationships and transitioning to adulthood. The 
aims of this study were to explore and document the informational, psychosocial, sexual and 
reproductive health (SRH. However, when AYP sought additional information and clarification adults 
would sometimes refuse to provide it to them. This was made worse by the fact that friends 
and peers from schools would provide inaccurate information and misinformation and there were 
clear difficulties for AYP in discussing HIV/SRH issues within family settings [31,37]age-appropriate 
support regarding sexuality, relationships and transitioning to adulthood. The aims of this study 
were to explore and document the informational, psychosocial, sexual and reproductive health 
(SRH. Inadequate implementation of comprehensive sexuality education programmes in schools 
limited the amount of HIV information that adolescents could receive [37]. There was limited reach 
of youth clubs, safe spaces and schools where poor participation by the adolescents and young 
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people was reported [37]. In a qualitative study exploring knowledge of SRH and HIV services in 
two districts in Zambia, it was found that that young people seemed to be well informed about 
the transmission and prevention of HIV, yet there were still misconceptions about modes of 
disease transmission with responses such as mosquito bites or sharing utensils as well as a poor 
understanding of mother to child transmission [19]. Among HIV positive adolescents, some did not 
fully understand the impact of not adhering to their treatment schedules [19]. In one of the reports, 
limited access to HIV prevention awareness campaigns was associated with low perception of risk 
among adolescent and young people [23].

Availability: Services that are tailored fit key populations are often supported by non-governmental 
organizations whose support is funding dependent, meaning that continuity of services is not 
always assured especially when the organizations’ funding is inconsistent [35]. For young key 
populations, HIV services do not include the provision of commodities, such as lubricants, dental 
dams, finger coats and access to PrEP as they are not tailored to these populations [18]. There  was 
limited availability of adolescent friendly youth spaces for the general population [37].

Quality: During visits to health facilities long waiting times and large numbers of patients being 
attended to meant that health care providers were not always able to have adequate time to discuss 
adolescents’ concerns, especially in rural mobile clinics [31]age-appropriate support regarding 
sexuality, relationships and transitioning to adulthood. The aims of this study were to explore and 
document the informational, psychosocial, sexual and reproductive health (SRH. Young people 
expressed a desire to either be prioritized or to have services that were separated from older 
adults especially as the environment in antiretroviral therapy (ART) clinics was perceived as being 
intimidating [31,34]age-appropriate support regarding sexuality, relationships and transitioning to 
adulthood. The aims of this study were to explore and document the informational, psychosocial, 
sexual and reproductive health (SRH. Negative attitudes from health-care providers also affected 
the experiences of adolescents’ health seeking behaviour [34]whilst infection rates are falling 
and people are living longer due  to antiretroviral therapy, adolescents and young people remain 
disproportionally  affected. Infection rates and AIDS-related deaths continue to increase in these 
age  groups in some areas globally. This has been primarily attributed to structural  barriers including 
HIV-services not being youth friendly with opening hours  conflicting with school time, fears 
around unintended disclosure and  confidentiality, and the attitudes of healthcare professionals-
but research  targeting these specific age groups remains limited. Early mHealth (i.e., the use of  
mobile and wireless devices to assist in achieving health objectives.

HIV/AIDs continuum of care

HIV testing, diagnosis and linkage to care

HIV testing among young women and men increased from 23% and 13% in 2007 to 72% and 54% 
in 2018 respectively [22]. Being female, being older, having a secondary level education or higher, 
higher wealth indexes, age of sexual debut, having one sexual partner, being in a union, number of 
sexual partners having a suspected STI, having heard of AIDs before and knowing a place where 
one could get a test were significantly associated with being tested [36]. Furthermore, a larger 
percentage of adolescents living in urban areas (44.6%) were more likely to have been tested 
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compared to those living in rural areas (39.5%) [36]. Among adolescents who had had sexual 
intercourse age, sex, marital status, education, age of sexual debut and HIV knowledge were 
significantly associated with the uptake of HIV testing [36]. In contrast, Chanda-Kapata et al. found 
that 40% of AYP across the country declined a HIV test when presented with the choice [25].

Exposure to media sources resulted in an increase in HIV testing among both male and female 
youth [38]. Media exposure was significantly associated with higher HIV testing rated among female 
adolescents between the early to mid-2000s, yet adolescents who had high media exposure in the 
early 2000s were less likely to test 10 years later [38]. Religion, residence, age and age at sexual 
debut were associated with HIV testing in 2000 and 10 years later [38].Despite being positively 
associated with testing at the onset, condom use was negatively associated with testing in 2010 
[38]. Youth with multiple sexual partners were more likely to test for HIV [38]. 

HIV Sero-status Disclosure

There is wide consensus in literature discourse that HIV sero-status disclosure has multiple benefits 
including treatment adherence, retention in care and overall positive living. Perinatally infected AYP 
were usually told about their status when they were around the age of 10-14, often by a parent or 
guardian, and this was sometimes accompanied by feelings of anger and blame [39]. As a result 
of subsequent support, they were able to accept their status and develop their self-confidence 
[39]. Reasons provided by caregivers as being motivations for disclosing the status of adolescents 
were a response to questions as to why they were taking medication yet they were not unwell and 
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how long they needed to take the medication, poor adherence to treatment, advice from health 
care professionals that disclosure would promote their self-efficacy and the ensuing discussions 
could be seen as way of promoting trust with adolescents and facilitating the adoption of safe 
sexual behaviour [40]. Questions raised by adolescents and young people also arose from the 
health education that they had received either at school or within health facilities [40]. Parents who 
experienced difficulties in disclosing their adolescents’ HIV status would request for support from 
health facility staff [40]. Caregivers also identified HIV counsellors with negative attitudes were a 
barrier to disclosure [40].

Issues related to disclosure of one’s HIV status were commonly brought up. Some of the 
adolescents did not have a say over how their status was disclosed and this was felt to be a breach 
of their confidentiality [30,33]. Even though the adolescents felt that family was central to their 
well-being and navigating their illness, they felt limited control over the disclosure of their status 
with families being over protective of their status and having control over their disclosure [30,41]. 

Among adolescent girls and young women, disclosure of their HIV status to their sexual partners/
boyfriends was a cause of concern due to the fear of being left with most opting to wait until their 
relationships were serious before they disclosed [19,19]. Unintentional disclosure was common 
and when it occurred, it had adverse social effects, such as clouded relationships, bullying and the 
social risks associated with being seen taking ART [39,42]. Other barriers 
that affected the ease with which parents, caregivers and relatives could 
be able to disclose their status was failure of family members to come to 
terms with their own HIV status, the young age of adolescents and the 
absence of age appropriate communication materials that could be used 
to facilitate the disclosure process [31,40,43]. This was especially critical 
in cases where parents and guardians were afraid that their children would 
be psychologically traumatized [40]. Some of the caregivers were afraid 
that they would be blamed for their children’s HIV status and that they 
may not have adequate disclosure skills [40]. Furthermore, disclosure 
in schools to peers was considered rare [43]. In one of the reports, 
adolescents stated that it was easier to disclose their status to their close 
families with greater difficulties experienced in disclosing to friends and 
peers as they were afraid that their privacy and confidentiality would be 
breached [19].

Initiation and Adherence to Antiretroviral Therapy and retention in care

It is estimated that there are 190000 young people aged 15-24 living with HIV in Zambia4. Adherence 
to treatment schedules is critical to viral suppression and the realization of the treatment as 
prevention strategy goals. For AYP, adhering to their treatment was seen as means through which 
their bodies could continue to look healthy and they could hide their HIV status as they could be 
perceived as healthy [42]. Yet even then the medication was a daily reminder of their illness [39,42]. 

4	  Data courtesy of AIDSInfo.
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Figure 6. Young people aged 15-24 living with HIV disaggregated by sex
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In studies that utilized qualitative approaches to explore factors that encourage adolescents 
and young people to adhere to their treatment support from family, friends and relatives was 
perceived as a key enabler. They would provide verbal reminders, guidance and encouragement 
when adolescents and young people were experiencing side effects [30,31,39]. This support was 
especially valuable to younger adolescents as it enabled them to navigate the initial difficulties 
associated with understanding the disease and the need for treatment [30]. However, families 
could also be an impediment especially if they delayed in disclosing the adolescent’s status, did 
not openly discuss issues related to their condition or shared inaccurate information [31]. Key 
determinants for retention in care were support and encouragement from family and friends, 
acceptance of their status, perceived confidence in the effectiveness of ART and knowledge of ART 
[32,44]. HIV educational resources, programmes and social services within communities including 
psychosocial support, household economic strengthening, birth registration, skills training, food/
nutrition support, community HIV testing, health education, door to door testing, home visitation 
for adherence support and voluntary male circumcision were also ranked as being important in 
supporting adolescent retention in care [32].

Various strategies were reported as being helpful in concealing their medication from schoolmates, 
family or friends as a way of balancing between adhering to treatment and maintaining their HIV 
status confidentiality  including; 1) discarding the medication packaging; 2) stuffing the medicine 
bottles in tissue or fabric to muffle the sound; and 3) keeping medication in their bags which were 
within close reach [42]. Adolescents also struggled to take their medication at the right time or find 
private areas where they could take the drugs especially if they were at school [44]. In one of the 
studies there was a sentiment that an adolescent’s status should remain within the family and this 
was thought to impact adherence [45].
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Mesic et al. examined the levels of adherence among adolescent and found that 81.8% of them 
were adhering to treatment [32]. 15.9% had forgotten to take medications and 5.9% had missed 
two or three ART doses within the past week [32]. Additionally, 46% of adolescents had missed 
at least one ART visit in the past three months [32]. A higher proportion of female adolescents 
were reported as missing their appointments compared to males [32]. The most common reasons 
provided for missing appointments were family commitments, forgetting the appointment and 
lack of transport [32,44]. In comparison, Denison et al. found that 22% of adolescents reported  
forgetting to take their medication for gap of 48 hours or more [46] which was slightly lower than 
the 28.3% reported in Okawa et al.’s study [44]. 

Denison et al. also found that factors significantly associated with incomplete adherence were 
being male, being out of school, being on ART for  3-6 years, having people at home not knowing 
the adolescent’s HIV status and alcohol use [46]. Intrapersonal factors found to affect the extent 
to which AYP could adhere to their treatment and be retained in care were lack of adequate 
nutrition, fear of being seen at the HIV clinics and poor socioeconomic status [32,45]. Other 
challenges included facility level operational barriers such as long waiting times and unfavourable 
operating hours, fear of inadvertent disclosure and negative attitudes affected their treatment 
seeking behaviour including initiation to care [32].

Factors affecting retention in care  were adolescent discomfort in discussing HIV with healthcare 
providers, side effects of the medication and feeling that they did not need to take medication 
anymore because their health had improved [32]. Social and educational obligations also affected 
the adherence and retention in care. Though transitioning to self-management was reported 
among older adolescents, some parents and guardians were reluctant to let young people to 
take charge of their medication schedules [45]. Adolescents on second line treatment were more 
likely to miss their drug for 48 hours or more within the last 3 months [47]. Factors associated 
with switching regimens were receiving treatment in a hospital and starting treatment at an 
older age [47].

Viral suppression

There were very few studies that reported on viral suppression and it was usually in relation to 
delays in receiving viral load testing results [34]. According to Miti et al., the prevalence of HIV drug 
resistance was 76.6% among youth on first line treatment and 69.2% for those on second line 
treatment [48]. 

Experiences of adolescents and young people living with HIV

Various studies explored the experiences of adolescents and young people living with HIV. 
Knowledge of their status was thought to increase their resilience in navigating difficult situations 
associated with the disease [30]. This was evident in their ability to navigate aspects, such as 
monitoring and adhering to their medication regimens, caring for their siblings and the increased 
responsibilities associated the transition towards adulthood [30]. Additionally, their favourable 
dispositions were associated with their perceived future aspirations, such as having spouses and 
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children or building their careers [30]. Stigma and discrimination were recurring themes across 
most of the studies. In some instances, adolescents and young people  had internalized stigma 
expressing shyness and shame when it came to their status [30,33,34,49]. Stigma experienced 
in community and school settings was felt to have affected their quality of life and was a cause 
for absenteeism in schools [30]. Okawa et al. found that 12.6% of adolescents had experienced 
stigma as a result of their HIV status [44]. However, differences in HIV status between older HIV 
positive adolescents and their younger HIV negative siblings as a result of enhanced test and 
treat strategies and shifts in ART availability, was a cause of sadness and loneliness which they 
had come to accept [39]. 

Suggestions to combat stigma included ongoing sensitisation through the media, through health 
talks and the application of different engagement strategies involving parents, community elders 
and youth peers [49],with suggestions that messages should be focused on the importance 
of testing, uptake of ART and prevention strategies [31]. Peer support through youth clubs 
and outside peer groups as well as peer support groups was thought to be critical in getting 
psychosocial support needed to survive as they provided an opportunity to share their experiences 
and coping strategies [30]. Nevertheless, there were different views on the level of support from 
peers as there were some adolescents who felt less connected and isolated. In addition, these 
peer support groups did not include the participation of adolescents and young people with 
disabilities [20].

Intervention/programme outputs, outcomes and impact
Adolescent participation: Adolescents taking part in programmes that had adopted rights based 
approaches in the design and implementation of HIV services felt that such programmes had  
given them an opportunity to be active participants in implementation processes [50]. Interactive 
strategies used to disseminate information through drama performance and youth friendly spaces 

were considered engaging and effective in gaining new knowledge and 
information [50]. The participatory nature of these activities was seen 
as a valuable opportunity for adolescents and young people to develop 
their voices and share their opinions and thoughts [50]. In one case, 
the use of human centred design approaches in generating a media 
and awareness raising campaigns increased the reach of key messages 
increasing awareness and uptake of PrEP services integrated into other 
HIV service packages, though this was met with some community 
resistance [23].

However, in cases where the messages spread under such programmes 
were incompatible with prevailing cultural and religious beliefs, 
adolescents and young people were hesitant to adopt them because 
they could interfere with the relationships with their families who they 
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felt might withdraw their financial support [50]. Furthermore, rights were not seen as the most 
essential aspect of service delivery with most of them considering education and economic 
opportunities to be more pressing needs. In one case they wanted access to livelihood activities 
and skills training which were available to adults [31]. Also, it was felt that more was needed to 
be done to ensure that there was ongoing dialogue with the young people and programmes so 
as to incorporate adolescent led priorities. 

Policy and regulatory framework: The introduction of national test and treat policies resulted 
in an increase in rapid ART initiation from 37.4% to 53.7% within a year but the difference was 
not statistically significant [51].

Community based adolescent health services: According to Shanaube et al., the implementation 
of community based test and treat interventions targeted towards adolescents and young people 
were significantly associated with increased acceptability of HIV testing [52]. Acceptability of 
testing in such settings also increased with age [52]. In addition, coverage of ART services 
through service delivery by community based volunteers, rose from 61.3% to 78.7% after the 
introduction of the community based intervention packages with a 14% increase for boys and 
26% in girls [52]. These interventions also increased the rate at which adolescents and young 
people were linked to care and initiated on treatment especially among those aged10-14[52]. 
Furthermore, community based distributors were found to be an effective delivery channel for 
HIV self-testing kits with 21.6% in first time testers with 58.8% of used kits returned [53].

Increased adolescent awareness and utilisation of health services: In a study where 
community based test and treat interventions were introduced, the proportion of adolescents 
who knew their HIV status rose from 31.4% to 88.3% [52]. An increase in knowledge of one’s 
status also increased across all sexes and age groups [52]. The prevalence of HIV was found to 
be 1.5% in boys and 2.2% in girls [52]. Mobile health (mHealth) approaches were considered as 
an acceptable avenue through which adolescent patients could easily access information and ask 
questions to their peers and health care providers and get reminders of appointments, ultimately 
facilitating adherence and retention on treatment as well as improving the ease with which they 
could get the results from their viral load tests [34]. However, lack of privacy and confidentiality 
were listed as the largest impediments to the utilisation of mHealth services [34].

Improved health and well-being of adolescents and young people: Adolescent and young 
people felt that the inclusion of economic empowerment interventions alongside behaviour 
change interventions could facilitate the reduction in HIV infection [49]. The introduction of 
multicomponent interventions combining social support, economic empowerment and parental 
training delivered through community networks resulted in a reduction in negative community 
attitudes towards HIV positive people, HIV-related stigma and better nutrition [54].

Community organizations engagement in service delivery: Poor collaboration among HIV 
and community services was felt to be a large impediment to the delivery and access of ART services 
[32].
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Sexual and Reproductive Health
Overall status of available evidence
Overall, evidence from these studies seems to suggest that adolescents still face a high burden 
of SRHR challenges including teenage pregnancies, early marriage and sexually transmitted 
infections. Despite these challenges, access to age-appropriate comprehensive sexuality 
education (CSE) and contraceptives is still exceptionally low. Some effective interventions in the 
past include interventions that are holistic in nature and aim to reach adolescents through all the 
components of the community-based health systems (schools, communities and health facilities). 
These interventions prioritized engagement and participation, not only of adolescents but also the 
community and addressed physical, mental and economical needs of AYP. 

Characteristics of studies included in the analysis
Out of 49 relevant abstracts, 32 articles met the criteria for inclusion in the review [55–66] . 
Seventeen studies were excluded because they did not report the outcomes of interest for this 

review [67]. Of the 32 included articles, 10 were multi-country studies 
involving African countries and 22  were Zambia specific articles. By 
study design, 4 were RCTs; 7 were either cross sectional or longitudinal 
studies; and 12 were qualitative and 9 employed mixed methods design. 
Most of the articles reported findings from rural or peri-urban areas and 
only a few studies reported on studies conducted in urban areas. There 
were 6 articles that were nested in one study whose goal was to reduce 
adolescent pregnancies and early marriages through empowering girls 
to continue going to school [68]. 
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Prevalence of Sexual and Reproductive Health  
related diseases and risk factors
All the studies that reported on early/unwanted pregnancies reported high pregnancy rates but 
limited use of services that could help to mitigate this issue [58,60–63]. A multi-country study 
to evaluate pregnancy and early motherhood across three countries listed several risk factors 
and these include education attainment, age at first sex, household wealth, family structure and 
exposure to media, limited economic access, bride wealth and gender inequalities [69]. This list 
was supported by other articles that reported on early pregnancies [59,70–72].

The Zambia Demographic and Health Survey data showed that teenage childbearing declined 
from 34% in 1992 to 29% in 2013-14 and 2018 [21]. The ZDHS further showed that 9% of women 
aged 25 to 49 years were first married by the age of 15, as compared with less than 1% of men. 
15% of women aged 15-19 were reported to be in a union [22,73]. In 2018, 29% of women 
aged 20-24 years were reported being married by age 18, a slight drop from 31% in the 2014 
Demographic and Health Survey. Similar to early pregnancies, drivers of child marriage included 
pregnancy, poverty, limited economic opportunities for AYP and bride wealth [60]. As such, some 
studies have highlighted the need to tackle inequitable gender norms that exacerbate negative 
health outcomes in AYP’s SRH. In another study conducted by Yang et al., among college students, 
sexual violence and sexual behaviours were associated with multiple behavioural health risks 
[69]. In all the studies, early pregnancies and child marriages were associated with poor health 
outcomes. 

It is important however to note that the highest burden of SRHR related negative outcomes, such 
as teenage pregnancies and STIs were reported in Southern, North-Western, Central, Eastern 
and Luapula provinces of Zambia [21]. More research is needed to understand context specific 
drivers of teenage pregnancies in these provinces and how available SRHR interventions can 
best be tailored to alleviate the negative outcomes.

Service delivery and utilization
Accessibility: SRH services and information are provided in schools and health facilities. In 
Namukonda’s study, only 28% of adolescents accessed HIV testing and only 17.1% reported 
accessing contraceptives. In 2018, condom use was reported as 41% among adolescents aged 
15-19 and at 40% among young adults aged 20-24 [21]. All studies that explored knowledge, 
attitudes or access to services reported that knowledge levels affected uptake of SRH services 
including HIV testing, contraceptives and both abortion and post-abortion services [64,74]. 
Concerns over provider amicability, receptiveness, perceived judgement, enacted stigma and 
lack of confidentiality in health facilities demotivated service uptake, highlighting a persisting 
gap and unmet needs for AYP friendly SRH services which need to be fulfilled. In another study 
conducted in Ethiopia, Zambia and Malawi , Zambia was described as one of the countries with 
a more progressive law on abortion with a “requirement of three medical doctors, one of whom 
must be a specialist to approve the procedure” and if a minor is involved, abortion should be 
done only in the “best interest of the minor”. However, implementation of this law in relation to 
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adolescents is highly influenced by both poor understanding and limited interpretation of the 
laws [75]. 

Access to SRH services was reported to be poorer among sexual minority subgroups as 
compared to heterosexual AYP. Only one multi-country qualitative study conducted in Malawi, 
Namibia, Zambia and Zimbabwe reported on factors affecting access to SRH services among 
gender minority AYP [59]. Some of the challenges reported included the presence of strong 
heteronormative norms which have led to stigmatization and discrimination of non-heterosexual 
subgroups. Muller et al., found that most of the interventions and services at public health 
facilities were not accommodative to the SRH needs of gender minority AYP. Consequently, 
gender minority AYP fear to access much needed services. In addition, health workers were 
reported to be judgemental and with poor attitudes toward gender minority AYP. In many 
communities, stigmatization was often validated by social norms [59]. Among heterosexual AYP, 
access to SRH services (including information) was reported to be affected by socio-cultural 
norms, myths and misconceptions, poor services, lack of knowledge and mistrust of health 
workers [74,76–78]. The results show that adolescents’ access to SRH services were already 
restricted by several factors before the onset of COVID-19 [79]. 

Appropriateness:  Engaging AYP in the design of an SRH intervention was feasible, informative 
and considered responsive to the needs of AYP. The iterative process of AYP engagement 
facilitated the design of an intervention that is informed by AYP and therefore implementable 
[80].  

Concerns regarding the appropriateness of reproductive health messages affected the delivery 
of SRHR information to adolescents. For example, CSE which was launched by the government 
with the view of improving knowledge about sexuality and reproduction has been received 
with mixed reactions in both schools and community settings [81]. Factors facilitating uptake 
of CSE include the use of participatory learning methods and the perceived compatibility of the 
content of the sessions with the science curriculum. Barriers to uptake of CSE included limited 
perceived benefits, unsupportive households and community environments, limited training 
among teachers or health providers in CSE and cultural and religious beliefs among teachers 
and parents regarding the use of contraceptives among the learners [82]. 

One multinational article assessed the appropriateness of country specific legal frameworks on 
governing adolescent HIV/AIDS and SRH services in five countries, including Zambia [56]. Similar 
to other countries, inconsistences were found in the Zambian policy which could hinder some 
adolescents from accessing services. Most of these inconstancies related to the framing of 
the policy which consequently resulted in poor or subjective interpretation and implementation. 
For example, age of consent for HIV testing in Zambia requires all adolescents below the 
age of 16 years to obtain parental consent for them to be tested [56]. This requirement was 
reported to have created barriers not only for HIV testing but also SRH related services such 
as contraceptives. Another example is the criminalisation of same sex relationships, which by 
virtue of having the law in place prevents the majority of non-heterosexual adolescents from 
accessing services for fear of being punished by the law (if their sexual orientation were to 
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be reviewed while accessing services). The third example is the limited awareness and poor 
framing of the law on abortion, which allows individual health workers to subjectively interpret 
and implement the law [75]. In all the studies, ensuring appropriateness of SRH health services 
was considered key [59]. 

Coverage: The majority of the studies (33 out of 34) were conducted among heterosexual 
individuals. Two qualitative studies discussed SRH needs and behaviour specific to HIV positive 
adolescents. These studies found that HIV positive AYP need more information on how to prevent 
mother-to-child transmission for when have children [66]. Similar to HIV negative adolescents, 
access to SRH was affected by religious and social norms and thus access to the much needed 
contraceptives and other SRH services was limited [78]. Recommendations were made to 
develop programmes that integrate contraceptive service provision within an adolescent’s HIV 
treatment and care cascade [66,77]. 

Only one study considered early pregnancies in relation to adolescents engaging in transactional 
sex [72]. The study reported that AYP who engage in transactional sex were 30% more likely 
to get pregnant as compared to their peers who were not involved in transactional sex. One 
key factor reported to influence girls’ involvement in transactional sex was poverty; hence, the 
need to develop interventions that empower them or offer economic support. Other key factors 
include lack of knowledge, limited access to contraceptive and the failure to negotiate for safer 
sex. Yet, these were lesser motivations than the need for money, food, transport, rent and other 
material things. The study also discussed the need to address transactional sex in policies and 
strategies that aim to address the well-being of AYP [72]. 

Intervention outputs, outcomes and impact
Delivery and scale up of minimum adolescent friendly services: Eight of 
the studies reviewed reported comprehensive sexuality education (CSE) 
as a basic SRH need by AYP. School based SRH programs were reported 
as effective in improving knowledge and access to SRH services among 
school going AYP [55,64,65,82,83]. However, one recent article by 
Namukonda et al., (2020) evaluated CSE and reported that AYP who 
participated in the study had moderate knowledge of CSE principles. 
This result was higher among older adolescents compared to younger 
ones. The barriers affecting the implementation of CSE were similar to 
those affecting uptakes of CSE (discussed above). Namukonda’s study 
highlighted the lack of trusted authority figures to discuss CSE with teachers,  being uncomfortable 
discussing certain SRH topics and negative social norms reinforcing negative attitude towards 
SRH services as key factors to implementing CSE [64]. Interventions that provided economic 
support to adolescents played a significant role in influencing both educational and sexual 
decision making among female adolescents. The economic support triggered independence and 
empowerment, increased assertiveness and autonomy, reduced desire for sexual relationships 
with boys in exchange for cash and gifts, increased motivation for school, enhanced parental 
and community support for female adolescents’ education and reduced school dropouts [84]. 
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The Adolescent Girls Empowerment Programme (AGEP) which included weekly, mentor-led 

girls group meetings on health, life skills and financial education as well as a health voucher 

redeemable for general wellness and reproductive health services and an adolescent-friendly 

savings account, had modest, positive impacts on SRH knowledge after two and four years, 

financial literacy after two years, savings behaviour after two and four years, self-efficacy after 

four years and transactional sex after two and four years. It was recommended that additional 

attention be given to the social and economic environment in which girls are living [70]. Schooling 

also serves as a protection for girls against both child marriage and teenage pregnancy. A study 

in Chadiza and Petauke districts showed that the prevalence of child marriage among women 

aged 18-24 decreased marginally from 13% at baseline to 11% at end-line, which is statistically 

significant when adjusted for age and school attendance [79]. 

Below are some the programmes and interventions that worked previously in addressing existing 

challenges which could be rolled out with proper planning:

•	 SRH Programmes implemented in the community-based health system setting are 

anticipated to improve uptake of SRHR services [85]

•	 School-based programmes in combination with referral to SRH health services [82] 

•	 SRH programmes that prioritize engagement and participation of young people  [86]

•	 Community dialogue and support to promote positive social norms on adolescents 

SRH [68,70,87]

•	 Interventions aimed at providing SRH information while at the same time empowering 

adolescents i.e., addressing the economic needs of adolescents through social cash 

transfer and skills building [72,87].  

Additionally, only one qualitative study by Mulubwa et al. (2020) that 

reported on responsive community-based SRH for adolescent [85]. 

Mulubwa et al. (2020) proposed a programme theory in which ordinary 

community health systems could be transformed to adolescent 

responsive systems. That is, if interventions targeting adolescents 

SRH are supported by contextual factors, such as existing policies 

and guidelines, social cultural norms and functional structures. If all 

relevant stakeholders work together, such interventions are more likely 

to increase awareness, improve knowledge, lead to clarified values 

that promote positive adolescent sexuality norms and have supportive 

attitudes for adolescents to access SRH services. More research 

is required to identify how to strengthen and govern adolescents’ 

responsive health systems as they are key to improving AYP’s well-

being [85]. 
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Sexual and Gender-based Violence
Overall status of available evidence
Overall, local evidence to seems suggest no standardized approach to 

reporting sexual and gender-based violence especially among AYP. In 

some studies, sexual violence was reported independently while in other 

studies sexual and gender-based violence were combined. Based on local 

evidence, most of the prevalence reported was not comparable as studies 

were conducted in different settings across the country. Interventions to 

address sexual and gender-based violence included providing counselling 

and treatment at a health facility coupled with reporting cases for legal 

action. Integrated services were suggested in one study, although 

actualization has been criticized for increasing the time AYP spend at 

health facilities.	

Characteristics of studies included in the analysis
Of the seven articles included in the review [19,88–93], two were multi-country studies, one was a 

systematic review, one was a qualitative study and the other three (published by the same author) 

reported quantitative and qualitative evaluations of one project conducted in Zambia in which the 

target population were HIV positive AYP [92].  The target population for four of the articles was AYP 

aged 15-24 and13-24 for one of the multi-county studies. The systematic review article reported on 

adolescents who had experienced violence with childhood intimate partners although age was not 

specified [89]. Two studies focused on adolescent girls and young women, while the rest of the 

studies focused on AYP in general [19,88,90]. 

Prevalence of Sexual and Gender based  
Violence and risk factors
Five studies have reported on the prevalence of sexual and gender-based violence. Although 

these studies may not be comparable, they offer useful indicators of the prevalence of sexual and 

gender-based violence in Zambia [19,89–92]. In a systematic review conducted in 2013, Zambia 

was reported to have had the highest prevalence of sexual violence (48.0%) among the five 

countries ( namely Egypt, Kenya, Malawi, Rwanda and Zambia) that were included in the review 

[89]. This prevalence was reported to have reduced to 22.2% by Mathur et al. in 2018 [90]. Further 

reductions in the prevalence of sexual violence were reported by studies published in 2020, with a 

general population prevalence of sexual and gender-based estimated at 17.1% and 10.4% among 

HIV positive individuals. In all the studies, the prevalence of sexual violence was more common for 

women as compared to their male counterparts. In addition, perpetuators of sexual violence were 

current or previous partners. This result was similar to that reported in the Zambia Demographic 

Overall, local evidence 

seems to suggest that 

there is no standardized 

approach to reporting 

cases of sexual and gender 

based violence especially 

among AYP.



36 EVIDENCE SYNTHESIS ON ADOLESCENT HEALTH AND HIV IN ZAMBIA

and Health Survey and elaborated on in a report by Ministry of General Education that 47% of the 

women who had ever been married experienced physical, sexual and /or emotional violence from 

their current partner [19]. The Zambia Demographic and Health Survey found that 21% of women 

aged 15-19 have experienced physical violence [22]. There is need for a more standardized and 

adolescent friendly approach of reporting sexual and gender-based violence especially among 

AYP where most sexual relationships are secretive [19].

In two studies, sexual violence from non-intimate partners was associated with stress, anxiety, 

depression and suicidal ideation [88,92], while another study linked sexual violence to poor 

mental health; experiences of sexually transmitted infections (STIs) and increased HIV risk 

perception [90]. Among HIV positive AYP, sexual violence was reported to be associated with 

viral load failure. This is because sexual violence can potentially disrupt antiretroviral therapy and 

consequently viral load suppression [91]. 

Service delivery and utilization
Appropriateness: Although none studies in this review discussed appropriateness of interventions 

targeting sexual and gender-based violence, one of the qualitative studies nested in a randomized 

controlled trial reported recruiting HIV positive AYP who participated in an intervention that 

offered them peer mentorship appropriate for their needs [92]. However, the main aim of the 

study was not addressing sexual and gender-based violence but HIV viral suppression. Merrill et 

al. further highlighted the need for clinics to put in place measures to screen AYP from sexual 

abuse in addition to physical and psychological abuse [93]. Appropriate services should also 

include information on how young people can avoid and/or cope after sexual violence incidents 

[92]. In another study, an integrated approach for delivering SRHR services including HIV services 

and services related to sexual and gender-based violence were considered. However, it was 

noted that integrated services may discourage some adolescents from seeking SRHR services 

as adolescents tend to take longer at health facilities [19]. 

Availability: Among all the studies included in this review, only one 

qualitative study targeting HIV positive adolescents discussed how sexual 

and gender-based violence services could be made available to AYP 

especially when accessing clinical services. Some of the recommendations 

from HIV positive adolescents included the need to provide safe and 

private spaces for AYP to freely discuss sexual and gender-based violence. 

The study also reported on the importance of health workers deliberately 

initiated conversations on violence (sexual violence inclusive) with AYP 

visiting the health facility as a way of improving availability [92]. 
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Acceptability: In two studies, sexual and gender-based violence was associated to poor health 

seeking behaviour [19,90]. In one study, it was reported that most of the adolescents who went 

to the health facility to seek services were accompanied by their parents and this limited the level 

of openness in discussing sexual violence. In some cases, full information was not disclosed 

especially if the perpetuator was a family member. In this study, health workers also report many 

situations where parents/guardian report sexual and genders-based violence, allow the AYP to 

seek health care but later withdraw the case from legal action [19]. Thus, the recommended 

community sensitization is required to educated adolescents and parents/guardians on the 

need to follow legal procedures for sexual and gender-based violence [19]. Adolescents 

who participated in Mathur et al.’s study recommended that there was need to expand and/

or strengthen adolescent friendly sexual violence prevention and screening programmes. In 

addition, the study also highlighted the critical need to provide acceptable post-violence care in 

order to reduce poor sexual and mental health outcomes among adolescents who experience 

sexual and gender-based violence [90].

Accessibility: The study by Mathur et al. was part of the larger implementation research study 

that focused on understanding sexual violence in relation to HIV risk among adolescents and 

young girls. Mathur et al.’s study reported that access to sexual and 

gender-based violence interventions, such as counselling, treatment 

and support was very low [90]. 

Quality of services: Despite evidence showing the negative 

consequences of sexual violence and resulting pregnancies [88], none 

of the studies reported on the quality of services offered at health 

facilities. However, one study reported that poor, delayed or no action 

is taken to punish perpetuators by responsible organizations and this 

tended to discourage communities from reporting sexual and gender-

based violence cases [19]. There is a need for more research targeted 

for improving the quality of sexual and gender-based violence care and 

support offered at both health facilities and within legal systems.

Intervention outputs, outcomes and impact
Only one qualitative study attempted to report on awareness of adolescents on sexual and gender-

based violence. Although the study reported that most of the participants they interviewed knew 

what sexual and gender-based violence was, the data was not sufficient to draw any conclusions 

[19]. We found no studies specific to Zambia that discussed outcomes related to utilization of 

sexual and gender-violence services for AYP or issues related to leadership and governance of 

responsive sexual and gender-based violence services. 
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Alcohol and substance abuse
Overall status of available evidence
Despite existing evidence being based on secondary analyses of data collected more than five years 

ago, the high proportions of adolescents who consume alcohol and abuse different substances 

underscores the prioritization of this area within the Adolescent Health Strategy. The absence of 

intervention related data on programmes targeted towards addressing alcohol and substance 

abuse among adolescents and young people also emphasizes the need for additional research and 

programme focus in the area.

Characteristics of studies included in the analysis
The review identified five articles that explored alcohol and substance abuse among adolescent 

and young people [94–98]. All the studies utilized quantitative methodologies, four of which were 

secondary analyses of national survey data such as the Global School Based Health Survey and the 

Global Youth Tobacco Survey [94–97]. Whereas one of the studies was a cross sectional survey [98], 

only one of the studies evaluated alcohol and substance abuse among out of school adolescents 

and young people [98].
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Prevalence and risk factors
The studies examined the extent to which adolescents self-reported alcohol and substance use. 

Siziya et al. found that 42.2% had consumed alcohol and 37.2% had consumed cannabis [94].  

The study found that though higher proportions of female adolescents had never consumed 

alcohol or cannabis when compared to male adolescents, the difference was only significant 

when it came to cannabis use [94]. A larger percentage of adolescents aged 14 and below were 

more likely to have smoked cannabis even though the difference among the two categories was 

not significant [94]. Furthermore, adolescents who had sexual intercourse, consumed alcohol, 

experienced bullying and did not have any parental supervision were more likely to smoke 

cannabis [94]. In comparison, Swahn et al. reported that 36.4% of adolescents were 13 years 

or younger when they had their first drink of alcohol and 42.6% were currently using alcohol. 

Further, 45.1% of adolescents had experienced a negative consequence from drinking (problem 

drinking), such as getting in trouble with their parents, with girls having a higher risk for problem 

drinking [97]. Early initiation into alcohol was significantly associated with problem drinking. 

The study also found that 36.7% had used drugs during their lifetime. Risk factors associated 

with problem drinking included current alcohol use, missing school, illicit drug use, sadness and 

experiences with bullying and victimization [97].

In relation to adolescents and young people living on the streets, Tyler et al. found that 63% of 

youth had used alcohol within the past 30 days with the higher proportion being male (73% vs 

34%) [98]. 19% of the youth had seven or more drinks per day and 9.5% had used an illicit drug. 

The most frequently used drugs were marijuana (35%) of which a 

higher proportion of boys (47%) reported using it compared to girls 

(5%) [98]. The main reasons provided for using drugs or alcohol was 

that it was for fun, out of curiosity, to gain the acceptance of their 

peers and to enhance their sexual pleasure [97]. Having friends who 

drink or use drugs increased one’s likelihood of doing the same [98].

Agaku et al. found that the overall smoking prevalence among 

adolescents was 7.0% with smoking susceptibility5 among non-

smokers being 26.7% [95]. More than half of adolescents (59.5%) had 

been exposed to second-hand smoke from at least one source, with 

the most common sources being in enclosed public spaces (42.6%) 

and outdoor public spaces (45%) [95]. Older adolescents aged 16 and 

above were more likely to have been exposed to second-hand smoke 

[95]. Adolescents who perceived smoking as a way of making an individual more comfortable 

in social functions and had at least one parent or close friend who smoked had significantly 

higher prevalence of passive smoking [95]. Moreover, adolescents who were non-smokers but 

had a high smoking susceptibility and had at least one parent or close friend who smoked had 

higher odds of being exposed to second hand smoke [95]. Exposure to pro-tobacco advertising 

and ownership of tobacco branded items also increased the odds of adolescent non-smokers 

5	  Smoking susceptibility as defined in this study refers to the likelihood of one taking up smoking as a habit.

The absence of 

intervention related data 

on programmes targeted 

towards addressing 

alcohol and substance 

abuse among adolescents 

and young people also 

emphasizes the need for 

additional research and 

programme focus in the 

area.



40 EVIDENCE SYNTHESIS ON ADOLESCENT HEALTH AND HIV IN ZAMBIA

exposure to second-hand smoke. Moreover, non-smokers who were exposed to second-hand 

smoke on a daily basis or in environments where second-hand smoke exposure was high were 

at higher odds of being susceptible to start smoking cigarettes [95].

In terms of the intention to quit smoking, Ng’ombe et al. found that 63.3% of adolescent smokers 

intended to quit [96]. Male adolescents had 42% higher odds of planning to quit smoking 

compared to female students [96]. Whereas adolescents aged at least 17 years were 33% more 

likely to quit smoking compared to those aged 11 or less [96]. Smoking an additional cigarette a 

day, smoking smokeless tobacco, smoking often in public places and receiving advice on smoke 

cessation also increased one’s odds of planning to quit [96]. Specific beliefs that increased an 

adolescent’s odds of planning to quit were 1) the perception that quitting is a difficult process; 

2) the view that smoking is harmful to one’s health; 3) that smoking can result in weight loss; 4) 

that adolescents should seek permission from adults if they want to smoke; and 5) smoking is 

safe in the first one or two years [96]. However, adolescents who had smoked more cigarettes 

were less likely to stop smoking [96]. The odds of one planning to quit decreased by 32% if 

they lived close to shops where cigarettes are sold, if they smoked Peter Stuyvesant brand of 

cigarettes, which was seen as more prestigious brand of cigarettes and if they had close friends 

who smoke (16%) [96]. Being a member of a youth group also increased the intention to quit. 

The main reasons for quitting were to save money, improve health or their families’ distaste of 

smoking [96].

Service delivery and utilisation
None of the studies reported on the delivery of services aimed at 

preventing smoking and drug use or treating drug dependent adolescents.

Intervention outputs, outcomes and impact
Moreover, none of the studies reported on interventions aimed at 

smoking cessation and curbing substance use.
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Non-communicable diseases
Overall status of available evidence
None of the eligible articles reported on the four most common 
NCDs namely cardiovascular diseases, cancer, chronic respiratory 
diseases and diabetes. The remaining eligible studies reported on 
nutrition and mental health. Overall, local evidence on nutrition in 
relation to adolescents showed that poor nutrition outcomes are 
influenced by low economic status, low education attainment, marital 
status and having begun childbearing. Thus effective interventions 
targeting nutrition would work better if they took into consideration 
the household dynamic of adolescents. Local evidence in mental 
health papers showed no estimation of the prevalence of disease 
among adolescents in Zambia but highlights the need to develop or 
strengthen an adolescent’s responsive, multi-sectorial approach aim 
addressing the mental health needs of adolescents.

Nutrition
Characteristics of studies included in the analysis
A total of 10 articles were included focusing on non-communicable diseases. Segregated by the 
type of NCD, seven articles  were on mental health [99–105] while the remaining three articles 
reported on nutrition [106–108].
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Of the three studies reporting on nutrition, one was a mixed method study aimed at assessing the 
nutritional and social contribution of meat in the diet of young adult men in urban and rural Zambia 
while the other two evaluated the same cluster randomized trial focusing on female adolescents 
[106–108].  

Burden and risk factors related to nutrition
Two studies by Soler-Hampejsek et al. and Hewett et al. collected primary data to evaluate the 
impact of an adolescents-girl tailored nutritional education curriculum on nutrition outcomes, such 
as knowledge, dietary behaviour, anthropometry and anaemia. Participants for this intervention 
were vulnerable adolescents aged between 10 and19. Soler-Hampejsek et al. found that marriage 
and childbearing may be associated with a high body mass index (BMI) [107]. Conversely, Hewett 
et al. found no significant change in nutrition knowledge and practices among adolescents who 
had participated in the study and this was attributed to poor household characteristics, such as low 
economic status, low educational attainment and low nutritional knowledge [106]. The third study 
found an association between beef consumption and cognitive development although this finding 
may not be conclusive due the small number of heterogeneous studies that were included in the 
review [108]. 

Service delivery and utilization
The trial on adolescents-girl tailored nutritional education curriculum provided a context specific 
and age-appropriate intervention on adolescents’ nutrition practices [104]. During implementation, 
younger adolescents (aged 10 to 14) were separated from older adolescents and provided with 
age sensitive information. Peer educators and mentors were used during facilitation. In addition, 
adolescents were surveyed based on information from the Ministry of General Education textbooks 
that most girls were expected to be familiar with. Although interactive and participatory approaches 
were used, the study reported no significant impact among girls who received the intervention. 
Furthermore, among vulnerable adolescents, financial, education and nutrition knowledge were 
found to be extremely low, especially at baseline and did not improve much at end line. In addition, 
17% of the girls aged 10 to14 were found to be stunted at baseline, which is a clear indication 
of under nutrition. Contrarily, most older girls (aged 15 to 19) were found to be overweight. At 
end-line, the study reported that some younger AYP could not distinguish between healthy and 
unhealthy food. These results may indicate a critical need for nutrition-related information and 
services among AYP [106].

Intervention outputs, outcomes and impact
Intervention outputs and outcomes varied across the three studies included in this review. The 
first study measured knowledge, dietary behaviour anthropometry and anaemia and reported no 
significant impact among girls who received the intervention compared to those in the control 
group [106]. The second study measured BMI in relation to marriage and childbearing and found 
that school-leaving was associated with higher BMI and increases the odds of being overweight 
while marriage was associated with increases of both being underweight and overweight [109]. 
The third study systematically reviewed literature linking beef to the cognitive development of 
children and adults and found no conclusive evidence to support the hypothesis [110]. 
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Mental health
Characteristics of studies included in the analysis
Out of the 7 articles included under mental health, 5 were multi-country studies involving countries 
across Africa, one reported quantitative results and two reported qualitative results [99–105]. 
Davaasambuu et al. (2020) was purposively added to the list of selected articles because it  
discussed interventions on mental health in low- and middle-income countries (LMICs) although 
none of the articles were from Zambia [106].  

Burden and risk factors related to nutrition
We found no studies specific to Zambia and within the review period that discussed the prevalence 
of mental health related diseases among adolescents, legitimacy of the problem, feasibility of 
response or support for response. Respondents put forward a range of experiences and suggestions 
for increasing the priority given to mental health and these have been highlighted under service 
delivery (below) [100]. We conclude with a broad suggestion to raise the priority of mental health 
at national, institutional and community levels. 

Service delivery and utilization
A qualitative study conducted in 2019, described some crucial needs in the implementation of 
mental health services targeting AYP, among them include 1) the need to put in place safe and 
friendly spaces in which AYP can access mental health services without feeling stigmatised or 
discriminated [100]; 2) the need to employ a multi-sectoral and collaborative approach, and this 
could include working with relevant partners and stakeholders; 3) the need for advocacy services 
for mental health; 4) the need for community involvement and participation, which could potentially 
reduce the cost of accessing mental health services; and 5) the need for political will which can 
further translate into improved funding toward mental health in general [104]. All the other articles 
reviewed supported the issues raised in the article by Davids et al. (2019) [102,103].

Another key gap identified in the implementation of mental health interventions targeted towards 
AYP was the lack of culturally and context sensitive interventions that go beyond providing counselling 
services to address other needs, such as financial help or shelter  [99]. In another article, AYP in 
same sex relationships were reported to be worse-off with regard to mental health challenges 
and access to services due to current Zambian laws that criminalize same sex relationships [105]. 
Access to mental health services was affected by stigma and discrimination, indicating the need 
for specialised, multi-sectoral, stigma free spaces to address mental health issues for AYP. 

Intervention outputs, outcomes and impact
Finally, a systematic review and meta-analysis by Davaasambuu et al. (2020) presented several 
interventions used to address mental health issues such as depression among AYP and these 
include creative expressing skills, somatic stimulation, meditative practice, and/or cooperative 
playing, used in combination or in isolation. In this meta-analysis, psychotherapeutic interventions 
to reduce depression were more effective when implemented by a nurse, lay counsellor or social 
worker as compared to other stakeholders, such as teachers or parents [104]. 
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Adolescents and young people  
with special needs
Overall status of available evidence
Generally, there is very limited evidence on studies that look at adolescents with special needs 
as defined in the Adolescent Health Strategy as those with disabilities [5]. For the sake of the 
review, classification was expanded to include other categories of adolescents and young people 
who are in vulnerable conditions, such as those in correctional facilities and refugees. Even then 
the available evidence seems to suggest that health programmes have not been inclusive in their 
approaches to provision of services to these populations from involvement in the planning and 
implementation cycles, to a review of the differential health outcomes when compared to other 
groups of adolescent and young people.

Characteristics of studies included in the analysis
There is a paucity of studies focusing on adolescents and young people with special needs as only 
one peer review paper met the eligibility criteria [111]. Though the literature search was able to 
identify studies exploring the impact of disabilities on access to health services, these studies did 
not report specifically on adolescents and young people [112–116]. Kumwenda et al. was the only 
study that met the eligibility criteria. This study applied ethical frameworks to assess the health 
needs of adolescents found in correctional facilities in Mazabuka District. Data was collected 
through qualitative data collection approaches amongst adolescents aged between 11 and 19 [111]. 
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Additional information sought from grey literature through specific reports focused on refugees 
[117] and children with disabilities [118–121]. 

Prevalence and risk factors
According to the National Disability Survey, 4.4% of children aged between 2 and 17 have a 
disability with a higher proportion living in urban areas (4.6% vs 4.2%) and among male children 
(4.5% vs 4.2%). The proportion of young people aged 18 to 20 who were disabled is 5.8% [119]. 
Kumwenda et al. did not measure the magnitude of different conditions that adolescents and 
young people have living in correctional facilities; however, participants were able to describe some 
of the conditions that they faced regularly [111]. These included HIV/AIDS, tuberculosis, malaria 
and sexually transmitted infections. STIs were commonly reported as a result of sexual abuse by 
adult prisoners or casual sex with girls living in nearby communities. These diseases were felt to 
be common due to the poor health status of the inmates, which they attributed to HIV infection, 
poor diet and confinement in poorly ventilated cells [111]. In reports that included young refugees 
where data was collected qualitatively, key issues that they identified as affecting their quality of 
health included a rise in the occurrence of sexual and gender-based violence especially among 
adolescent girls and young women, which led to negative impacts on their physical and mental 
well-being [117]. Refugee youths were also prone to alcohol and substance abuse arising from lack 
of employment, education or recreational opportunities [117].

Service delivery and utilisation
Appropriateness:  According to the UN Report on the Rights of Persons with Disabilities in 
Zambia, there was inadequate availability of health services and, in particular, SRH services that 
appropriately considered the needs of people living with disabilities. Some health workers also 
lacked adequate knowledge of SRH needs for people living with disabilities and experienced 
communication challenges when delivering services [122].  Kumwenda et al. also found that in 
correctional facilities and approved schools, limited resources had been set aside to conduct health 
needs assessments which made it difficult to prioritize what key services were needed for and 
there was limited information available on what the biggest health priorities were [111]. 

Prior to detainment, limited screening was conducted which hampered the evaluation of their 
health status, in turn affecting the ease with which decisions on the most appropriate services to 
be provided could be made. Even where screening was done, it was often conducted by unqualified 
prison personnel who did not have the necessary training needed to collect accurate and relevant 
personal health information. Failure to know their health status meant that a lot of the adolescents 
were not able to exercise full agency over their health and utilize existing health services [111]. The 
participation of young refugees in service delivery was extremely limited. In one of the reports 
which explored the extent of youth participation, most of the refugees stated that they had never 
been asked to describe their needs and potential avenues through which their needs could be 
addressed. Further, they had not been provided with any avenues through which they could  
channel their challenges or even provide feedback to organizations working within their refugee 
settlements [117]. For parents with children with disabilities, accessing healthcare often involved 
leaving their children behind when going to health facilities and having to get diagnosis based on 
the signs and symptoms that they described. Reasons provided for this included long distances  to 
the facilities [118]. Health facilities lack the appropriate infrastructure to meet the needs of persons 
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with disabilities and lack sign language interpreters that make it 
difficult for patients and health providers to communicate effectively 
[120]. Parents would resort to accessing  care  from traditional 
healers even if the services they received were not adequate to 
address their children’s health concerns [118]. 

Availability: There is limited availability of health services the 
respond to the needs of  people with disabilities in Zambia [122]. 
Correctional facilities and approved schools that were the study 
sites in Kumwenda et al’s study did not have health facilities on site 
and adolescents who fell sick were often referred to nearby health 
facilities for treatment [111]. These facilities were not always staffed 
with adequately trained health professionals or fully equipped with 
necessary medicines and supplies which impacted the quality of 
the services that they received e.g. prescriptions could not be filled 
out due to absence of medication [111]. Referral services were also 

greatly affected by incomplete and insufficient collection and storage of medical records which also 
impacted patient monitoring and follow up [111]. For young refugees, clinics found within refugee 
settlements tend to dispense expired medication and have very few health care staff  who are 
overwhelmed by the demand for services that resulted in delays in treatment [117].

Acceptability: The UN Report on Rights of Persons with Disabilities in Zambia noted that high level 
of stigma and prejudice among the general population against people with disabilities resulted 
in profound and widespread denial of rights – SRH-related and otherwise – among people with 
disabilities in Zambia [122]. One of the concerns raised by the adolescents who took part in the 
Kumwenda et al’s study was that the health facilities where they were taken when they got ill 
did not have adolescent friendly spaces which impeded their feeling of privacy and confidentiality 
[111]. Furthermore, key stakeholders who are typically involved in providing support to the Ministry 
of Health for the provision of health services in correctional facilities had limited knowledge and 
awareness of the existence of adolescent prisoners and detainees. This has resulted in limited 
involvement in strengthening the delivery of adolescent friendly services [111].

Accessibility: Self stigmatization among people living with disabilities, limited knowledge on SRH 
and inadequate availability of services that are appropriate for people living with disabilities affected 
access to health services including SRH services [122]. Health information was provided through 
health educational talks provided by  prison personnel  and were mostly focused on HIV/AIDS 
and syphilis [111]. For young refugees, limited access to quality healthcare, good sanitation and 
comprehensive public health information was identified as a significant barrier to the realization of 
the highest quality of health. Limited availability of health services, poor health worker attitudes 
and costs associated with accessing health care were also identified as barriers [117]. Refugee 
settlements were described as having poor quality WASH facilities. 

Quality of services: Overall, the adolescent living with disabilities as well as adolescent prisoners 
and detainees felt that the quality of health services that they received was poor. Parents of 
children with disability pointed out that sometimes when they go to a health facility, their children 
were not evaluated and provided good quality of care. The parents ended up being dissatisfied 
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with the services that they received which meant that they often failed to go back opting to utilize 
the services of traditional healers instead [118]. Further, they pointed out that they did not receive 
adequate information on their children’s conditions at the health facilities [118]. Parents of children 
with disabilities living in rural areas felt that the health centres close to them were not suitably 
equipped to handle their children’s needs and the costs associated with seeking care when referred 
to higher level health facilities were often exclusionary. As such they did not go when referrals were 
made [118].

Intervention outputs, outcomes and impact
None of the peer reviewed studies that were identified through the searches reported on the impact 

of interventions aimed at improving delivery and utilization of health services among adolescents 

and young people with special needs. However, the reports did describe approaches that can help 

address the needs of adolescents and young people with special needs. For instance, the Zambia 

Agency of Persons with Disability have been supporting the training of disability focal point persons 

within different ministries whose roles is to facilitate the mainstreaming of disability issues within 

their ministries. The main limitations to this strategy was that the positions are not paid and  the 

selected focal points would sometimes have limited influence in decision making processes [121]. 

Another intervention for mainstreaming disability in community settings is through the use of 

community based rehabilitation which has been piloted in Livingstone, Kazungula and Zimba the 

intervention includes activities such as promoting early identification of persons with disabilities 

and awareness raising programmes [121]. 

For adolescents and young people living in refugee settlements, potential interventions identified 

through dialogue with young people that can be used to address the high rates of sexual and 

gender-based violence (SGBV) were sensitization and awareness raising initiatives through peers  

as well as the engagement of parents and community leaders [117]. Further, the creation of youth 

committees and boards could also help increase their participation in service delivery. The refugee 

youth also pointed out the value of providing public health education including through youth peer 

educators to share the health messages such as those on WASH with possible platforms for 

sharing information being social media, churches and schools including through drama [117].

The UN Report on Rights of Persons with Disabilities in Zambia also noted that in practice, the 

application/implementation of the policies on PWDs was extremely limited [122]. Resources 

earmarked for people with disabilities were frequently diverted elsewhere, and resources for 

the SRH of younger people were not tailored towards young people with disabilities. There was 

little to no accountability for enforcement mechanisms for policies and resources allocated under 

these. Many government officials were not aware of the specific policies cited for the protection 

of PWDs, nor of international instruments such as the Convention on the Rights of Persons with 

Disabilities (CRPD). Furthermore, knowledge of these policies among girls with disabilities was 

virtually non-existent.
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Table 1. Summary of interventions

EFFECTIVE 
INTERVENTIONS 

IMPLEMENTATION 
STRATEGIES OUTCOMES FEASIBILITY OF INTERVENTION IN 

THE ZAMBIAN CONTEXT

 HIV/AIDS and STIs

Community based 
service delivery 
approaches for 
adolescents [52,123]

•	 Integrated HIV package of 
services targeted towards 
adolescents and young 
people 

•	 Service delivered by 
trained CHWs through 
door-to-door approaches

•	 Linkage to health facilities 
for all household occupants

•	 Condom distribution and 
VMMC

•	 Youth counsellors
•	 Training of parents and 

clinic staff
•	 Support for youth friendly 

corners as information 
hubs

•	 Higher rates of 
utilisation of HIV 
services due 
to increased 
acceptability

•	 Increase in 
coverage of 
services such as 
ART.

•	 Increased 
retention in care.

•	 Increase in 
knowledge of 
one’s HIV status

•	 Given that HIV services are 
being implemented within 
community structures, the 
inclusion of adolescent 
targeted interventions would 
be feasible. 

•	 Further, strengthening already 
existing adolescent friendly 
health corners within health 
facility is an effective means 
through which access to HIV 
information can be improved.

Promoting the use of 
HIV self-testing kits 
[53]

•	 Use of community-based 
distributors of HIVST kits

•	 Health information
•	 In person or video clip 

demonstration of use
•	 Adolescent friendly 

instruction guides
•	 Post-test guidance and 

referral cards.
•	 Toll free hotlines

•	 Adoption of 
testing services.

•	 Increase in 
knowledge of 
one’s HIV status 
especially among 
first time testers

•	 Existing programmes such 
as VMMC programmes can 
facilitate the scale-up of such 
services.

Integrated 
psychosocial, 
economic and clinical 
service delivery 
interventions [54]

•	 Improved case 
management

•	 Parenting skills training for 
caregivers

•	 Economic support for 
caregivers

•	 Provision of HIV services
•	 Provision of farming inputs
•	 Psychosocial support for 

adolescents

•	 Better health 
and educational 
outcomes for 
Adolescents living 
with HIV.

•	 Holistic approaches to 
supporting service delivery 
can be integrated into 
existing community-based 
programmes.

Sexual and reproductive Health

School based 
programmes in 
combination with 
service provision 
[81,82].

•	 CSE delivered by trained 
and teachers 

•	 Teachers incentivized to 
deliver CSE 

•	 Service delivery supported 
by nurses and clinical 
officers

•	 Strong linkages to SRH 
services. 

•	 Improved child 
and adolescents’ 
health [65]

•	 Increased 
Knowledge, 
awareness and 
values [64].

•	 Integrated approach of linking 
schools to services can 
improve uptake of CSE and 
SRH services [64] 

•	 School based-health 
interventions are cost effective 
and can improve student health 
knowledge and health status 
[65]
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•	 In addition to SRH information 
and services, school can be 
used to deliver other services 
i.e., related to nutrition, 
infectious diseases and non-
communicable diseases.

•	 A multisector standardized CSE 
curriculum that reaches both in 
and out of school adolescent 
girls and boys should be 
considered [21]. 

•	 Implementing may the use 
of modern technology aimed 
at improving both interaction 
and comprehension of CSE. 
However, this should take into 
account the living conditions 
or setting dynamics of rural 
schools and adolescents in 
Zambia [21].

SRH Programmes 
implemented in the 
community-based 
health system [85]

•	 Involvement of schools, 
community structures, 
health facilities and 
community-based 
stakeholders such as 
community-health workers 
and adolescents [64,85]. 

•	 Potential 
adolescent 
responsive 
community-based 
health system. 

•	 The community-based 
approach is feasible and has 
been shown to be effective 
in addressing SRH challenges 
such as HIV.

Interventions that 
prioritize Community 
dialogue and support or 
promote positive social 
norms on adolescents 
SRH[68,70,78]

•	 Community meetings 
•	 SRH education 
•	 Value clarification 
•	 Addressing negative 

social norms related to 
adolescent sexuality.  

•	 Increase 
community 
participation and 
ownership 

•	 Clarified values 
•	 Could potentially 

lead to a 
supportive 
environment. 

•	 Community engagement is 
feasible and effective not only 
for improving adolescent SRH 
but health in general. 

Interventions 
aimed at providing 
SRH information 
while at the same 
time empowering 
adolescents i.e., 
addressing the 
economic needs of 
adolescents through 
social cash transfer and 
skills building [72,87]

•	 Social cash transfer to 
adolescents and family

•	 Provision of Skills and 
knowledge.  

•	 Improves 
Knowledge, 
uptake and use of 
contraceptives for 
example female 
condoms. 

•	 Economic support combined 
with community dialogue may 
improve knowledge. Reduce 
sexual activity and increase 
uptake and use of female 
condoms. However, more 
research is needed explore 
how such interventions can be 
sustained in LMICs such as 
Zambia.

SRH programs that 
prioritise engagement 
and participation of 
young [86]

•	 Youth led strategies 
•	 Peer educators 
•	 Adolescents support 

groups. 

•	 Reduced stigma to 
access services 

•	 Improved self 
confidence 

•	 Builds capacity 
to deliver SRH 
services. 

•	 Youth led SRH approaches 
are feasible and effective 
in improving access to 
SRH services. However, 
comprehensive training should 
be provided. 
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Gender Based Violence

Interventions that aim 
to increase awareness 
and utilization of GBV 
services [92].

•	 GBV and sexual violence 
awareness 

•	 Use of peer mentors to 
educate adolescents and 
young adults.

•	 Sexual violence 
is associated 
HIV-related risk 
and could be a 
potential barrier 
to HIV self-
management.

•	 Sexual violence is significantly 
associated poor mental and 
SRH outcomes. Hence the 
need to strengthen sexual 
violence prevention strategies

•	 However, none of the 
studies discussed specific 
interventions to addressing 
gender and sexual violence 
among adolescents 

•	 More research is needed to 
develop and/or tailor existing 
gender and sexual violence 
interventions to adolescents 
needs. 

Effectively estimating 
prevalence especially 
among adolescents 
and young adults [89]

•	 Developing standardised 
tools. 

•	 High prevalence 
of sexual violence 
[89,90]

•	 The need to standardise tools 
to determine the burden of 
sexual violence cannot be over 
emphases. This approach will 
enable comparison of current 
studies to future studies. 

Non-communicable diseases

Mental health 
interventions should 
address social and 
contextual factors 
that influence uptake 
of information and 
services [100]. 

•	 Discussion to address 
stigma 

•	 Development of culturally 
competent interventions 
and messages

•	 Engagement and 
collaboration among all key 
stakeholders 

•	 Dialogue to aimed at 
addressing negative 
adolescents’ discourses

•	 Implementation of 
psychotherapeutic 
interventions to reduce 
depression. 

•	 Improved 
adolescent’s 
mental health 
knowledge and 
awareness.

•	 There is need for development 
of mental health interventions 
that address the intrapersonal, 
interpersonal, institutional, 
community and policy context 
of adolescents’ mental health.

•	 Mental health interventions 
delivered by trained nurses, 
social workers and community 
health workers were reported 
to be more acceptable [104]

Interventions that aim 
to address nutrition 
status of adolescents 
should address 
both the social and 
economic factors 
[106,109]  

•	 A multi-sectorial assert-
building programme 
among vulnerable 
adolescents 

•	 Nutritional education.

•	 BMI and nutritional 
status are 
associated with 
marital status, 
motherhood, 
leaving school and 
knowledge.

•	 Future interventions aiming to 
improve nutritional status of 
adolescents should target both 
social and contextual factors as 
well as economic factors.  
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Adolescents with special needs

Youth committees, 
peer support groups 
and boards [117].

•	 Improve inclusion 
of adolescents with 
disabilities and refugees 
in the planning and 
implementation of 
programmes

•	 Empowerment of 
adolescent and young 
people with special needs

•	 Meaningful engagement 
of adolescents with 
special needs to actively 
participate in addressing 
issues affecting them.

•	 Greater 
engagement of 
adolescents with 
special needs

•	 Tailored 
programmes 
that incorporate 
the needs of 
adolescents with 
special needs.

•	 Though youth committees 
and boards have been used 
in programme activities 
in Zambia. Very few have 
involved adolescents with 
special needs.

Community based 
rehabilitation 
programmes targeting 
adolescents with 
disabilities [20].

•	 Training family and 
communities on disability 
and community-based 
rehabilitation

•	 Providing educational 
assistance and facilitating 
inclusive education through 
capacity building with 
teaching staff and students

•	 Referral of adolescents 
with disabilities for 
specialised care

•	 Providing assistive devices
•	 Creating employment 

opportunities
•	 Providing support for social 

activities such as sports
•	 Providing financial 

assistances.

•	 Changes in social 
and cultural 
perceptions 
about persons 
with disabilities 
within community 
settings

•	 Skills development 
for adolescents 
with disability

•	 Training of 
community-based 
service providers 
to handle issues 
related to disability 
for improved 
service delivery

•	 Increased 
independence of 
adolescents with 
disability.

•	 The Community based 
rehabilitation programmes 
could be integrated into 
existing community-based 
programmes with the health 
and education sectors.
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CONCLUSIONS 

HIV/AIDS and STIs
Prevalence and risk factors

•	 There is has been significant decline in the prevalence of HIV in women aged between 15 
and 19 form 4.8% in 2013/2014 to 2.6% in 2018 as well as in 15-19-year-old males from 4.1% 
to 2.1%. However, prevalence of HIV among the key populations (AYP) was higher than the 
general population. 

•	 The HIV prevalence among FSWs reached as high as 53.6%, and the prevalence of syphilis 
was 32.8% in 2014. Comparable rates in 2014 for all adolescent girls (15–19) and young 
women (20–24 years) were 4.8% and 11.2% for HIV, and 4,9% and 9.8%. The prevalence of 
active syphilis among 15-24-year-olds was 2.4% and co-infection with HIV at 0.5%. 

Programme implementation and implications

•	 The introduction of national test and treat policy, implementation of community based test 
and treat interventions targeted towards adolescents, carrying out of multicomponent 
interventions combining social support, economic empowerment, parental training 
delivered through community networks, the use of interactive or engaging  strategies,  as 
well as adolescents taking part in programmes that had adopted rights based approaches 
in the design and implementation of HIV services contributed to increased  knowledge 
and information in HIV/ STI prevention, testing and treatment,  reduction in stigma,  and 
acceptability of HIV/AIDS interventions. Availability of few youth friendly services, youth 
clubs and peer educators at health facilities and HIV clinics provided a safe space for the 
adolescents to openly and freely discuss STI/HIV matters. 

•	 Strengthening implementation of the STI/HIV programmes would require further enhancing 
collaboration between STI/ HIV and other community health services as there is limited 
integration of the services. Further, there is a need to address the lack of privacy and 
confidentiality in STI/ HIV services as well as ensuring that the programmes are compatible 
with prevailing cultural and religious beliefs. For school going adolescents, there is need to 
ensure flexible operating hours at health facilities to fit into school hours affected access to 
HIV services.
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Sexual and reproductive health
Sexual and reproductive health burden and risk factors

•	 Teenage childbearing declined from 34% in 1992 to 29% in 2013-14 and 2018. Pregnancy and 
marriage risk factors include education attainment, age at first sex, household wealth, family 
structure and exposure to media, limited economic access, bride wealth and gender inequalities. 

Programme implementation and implications

•	 School and community based SRH programmes including community dialogue and support 
as well as interventions addressing both SRH and economic needs of adolescents through 
social cash transfer, skills building and provision of SRH information and services in health 
facilities contributed to reducing teenage childbearing. The use of participatory learning 
methods and the perceived compatibility of the SRH content with the local needs positively 
affected acceptability of SRH information and services.

•	 Enhancing effectiveness of these programmes would require scaling up participatory SRH 
promotion strategies that should target addressing poor knowledge and attitudes among 
adolescents, negative/judgemental attitudes by providers, as well as strong heteronormative 
norms and discrimination of non-heterosexual subgroups demotivated service uptake. There 
is also a requirement to scale up economic and school support packages for young people 
as well as SRH policy inconsistences. 

Sexual and gender-based Violence 
 Prevalence and risk factors

•	 In 2013, Zambia was reported to have had the highest prevalence of sexual violence (48.0%) 
among the five countries. This prevalence reduced to 22.2% in 2018. Further reductions 
in the prevalence of sexual violence were reported in 2020, with a general population 
prevalence of sexual and gender-based violence estimated at 17.1% and 10.4% among HIV 
positive individuals. Violence was associated with stress, anxiety, depression and suicidal 
ideations, poor mental health and experiences of sexually transmitted infections (STIs) with 
viral load failure. 

Programme implementation and implications

•	 Implementation of sexual and gender-based violence services, such as counselling, treatment 
and support contributed to the reduction in gender-based violence. However, access to such 
services was very low. 

•	 To promote acceptability of SGBV prevention and treatment programmes, there is need 
to expand and/or scale up adolescent friendly sexual violence prevention and screening 
interventions and provide acceptable post-violence care as appropriate SGBV services are 
currently few.
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Alcohol and substance abuse
Prevalence and risk factors

•	 In one study 42.2% of adolescents had consumed alcohol and 37.2% had consumed 
cannabis. 36.4% of adolescents were 13 years or younger when they had their first drink 
of alcohol and 42.6% were currently using alcohol. In relation to adolescents and young 
people living in the streets, 63% of youth had used alcohol within the past 30 days. In terms 
of intention to quit smoking, 63.3% of adolescent smokers intended to quit. Risk factors 
associated with problem drinking included current alcohol use, missing school, illicit drug 
use, sadness and experiences with bullying and victimization.

Programme implementation and implications

•	 None of the studies reported on the delivery of services aimed at preventing smoking and 
drug use or treating drug dependent adolescents. Moreover, none of the studies reported on 
interventions aimed at smoking cessation and curbing substance use.

Non-communicable diseases
Prevalence and risk factors 

•	 One study showed that 17% of the girls aged 10 to14 were stunted at baseline, a clear 
indication of under nutrition. However, most older girls (15 to 19) were found to be overweight. 
Marriage and childbearing may be associated with high BMI. A positive association was also 
found between beef consumption and cognitive development. There is scant information 
on mental health among adolescents as studies showed that mental health has not been 
accorded adequate priority.

Programme implementation and implications

•	 Nutritional services included providing nutritional education curriculum for context specific 
and age-appropriate intervention on adolescents’ nutrition practices. Interventions used 
to address mental health issues included creative expressing skills, somatic stimulation, 
meditative practice, and/or cooperative playing used in combination or in isolation. 
Psychotherapeutic interventions to reduce depression were more effective when 
implemented by nurses, lay counsellors or social workers as compared to other stakeholders 
such as teachers or parents. 

•	 Strengthening implementation of nutrition and mental health would require strengthening 
the implementation of Mental Health Policy and Food and Nutrition polices integrating 
mental health and nutrition services that such as safe and friendly spaces, as well as by 
promoting multisectoral and collaborative approach, advocacy services for mental health, 
community involvement and participation. 
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Adolescents and young people with special needs
 Prevalence and risk factors

•	 4.4% of children aged between 2 and17 have a disability with a higher proportion living in 
urban areas (4.6% vs 4.2%) and among male children (4.5% vs 4.2%). The proportion of 
young people aged 18—20 who were disabled was 5.8%. There was a paucity of studies 
focusing on adolescents and young people with special needs in the general population. 
In correctional facilities, some of the conditions that adolescents faced included HIV/AIDS, 
tuberculosis, malaria and sexually transmitted infections as a result of sexual abuse by adult 
prisoners or casual sex with girls living in nearby communities.  

Programme implementation and implications

•	 There was inadequate availability of health services, and, in particular, SRH services that 
appropriately considered the needs of people living with disabilities. Correctional facilities 
and approved schools have limited resources that had been set aside to provide key services 
to adolescents. None of the peer reviewed studies that were identified reported on the 
impact of interventions aimed at improving delivery and utilization of health services among 
adolescents and young people with special needs.
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RECOMMENDATIONS 

This section provides recommendations for strengthening adolescent health in Zambia. The 
recommendations are key in informing the implementation on the current Adolescent Health 
Strategy as well as informing the development of subsequent strategies. The recommendations 
have been categorized under three thematic areas namely programme, policy/ legal and research. 

Programmatic recommendations 
	� Given that evidence shows that schooling serves as a protection for girls against both child 

marriage and teenage pregnancy as well as HIV, there is need that future programmes 
further promote girl-child education as a strategy for preventing SRH challenges through 
advocating for increased educational support including free primary and secondary school 
education. 

	� As evidence shows that SRH community based driven programmes including community 
ART models are effective in positively shaping adolescent health, it is important for future 
programmes to focus more on promoting collective action through increased involvement 
of gatekeepers, especially parents, teachers, health workers and traditional and religious 
leaders, in initiatives to promote mental, nutrition and reproductive health.

	� Continued efforts are needed to expand the reach of youth friendly services and peer 
support as such interventions have proved effective in promoting adolescent health including 
improved SRHR knowledge, HIV testing, adherence to HIV treatment and mental health. 
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There is also a need to develop sustainability plans for youth friendly spaces in order to help 
in maintaining meaningful youth participation and youth/ adolescent-led activities.  

	� Given the challenges experienced in implementing comprehensive sexuality education 
in schools, there is need for attention to be given to value clarification among teachers, 
health workers and others involved in implementing SRHR interventions in the Adolescent 
Health Strategy. There is a need to promote the consistent use of (all possible) pregnancy 
prevention methods. 

	� As evidence shows that economic support towards adolescent girls (e.g., social cash transfer, 
saving groups and income generating activities) positively influence sexuality decisions, 
there is need to scale/ expanded these activities given the limited economic opportunities 
in rural Zambia. 

	� Since meaningful youth participation in the design of SRH interventions was feasible, 
informative and considered responsive to the needs of AYP, there is need to further 
promote and scale up youth-led activities to enhance programme reach and effectiveness of 
adolescent health interventions. 

	� To address the high rates of SGBV among adolescents and young people living in refugee 
settlements, there is need for sensitization and awareness raising initiatives through peers 
as well as the engagement of parents and community leaders. The creation of youth 
committees and boards could also help increase adolescent participation in service delivery. 
There is a need to integrate SGBV prevention messages in WASH platforms, social media, 
churches and schools including through drama. 

	� Addressing societal stigma towards adolescents should be a central pillar of the Adolescent 
Health Strategy if the key SRHR and health needs of adolescents especially adolescents 
with special needs are to be met. Broad-based approaches that challenge the prevailing 
mindset of people towards for example PWDs, and those that specifically tackle such stigma 
and abuses the treatment of PWDs in the community and health facilities should form part 
of the Strategy. 

Policy/legal recommendations 
	� Existing policies and initiatives that focus on SRHR among adolescents could be tailored 

to include strategies targeting adolescents with disabilities, adolescents in correctional 
institutions, young refugees and young key populations with specific references to their 
SRHR and adolescent health in general. Introducing the concepts of SRHR and general 
health for the adolescents in these policies can fight stigma and discrimination as well as 
introduce positive ideas and expectations in relation to SRHR and general adolescent health 
for these sub-groups. 

	�  Zambia has a suite of national plans, laws, policies, and regulations that focus on nutrition, 
mental health and reproductive health. The major challenges include disseminating, 
awareness-raising, resourcing and monitoring the implementation of existing policies across 
the board. There is thus a need for resourcing and practical implementation of existing laws 
and policies. 
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	� There is need to further enhance the addressing of nutrition and mental health issues among 
adolescents by integrating adolescent mental health and nutrition needs in the Adolescent 
Health Strategy including comprehensive consideration of these aspects into the youth 
friendly spaces. 

	� Scale up the implementation of the National Test and Treat Policy as it contributed to an 
increase in rapid ART initiation. There is also a need to consider scale up of access to pre-
exposure prophylaxis among key populations. 

Research recommendations 
	� To investigate the impact and sustainability of economic empowerment interventions in 

contributing to gender equality among adolescents. 

	� To investigate the impact of COVID-19 prevention measures on adolescents’ accessibility to 
adolescent health services and the best strategies to expand access to these services in 
the context of COVID-19. 

	� To assess the delivery and impact of services aimed at preventing smoking and drug use or 
treating drug dependent among adolescents.

	� To examine dietary behaviour among adolescents. 

	� To examine impact of interventions aimed at improving delivery and utilization of health 
services among adolescents and young people with special needs.

	� To determine the burden of mental health related diseases among adolescents, legitimacy 
of the problem, feasibility of response and support for response.

Emerging areas of focus
	� Strategies for strategies to expand access to adolescent health services in the context of 

COVID-19. 

	� Given the current controversy regarding the delivery of CSE among stakeholders, there is 
need to focus on sustained advocacy by civil society to secure the implementation of CSE 
at national and provincial level.
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