
R EP OR T C A RD 1

A REPORT CARD OF 

ADOLESCENTS
IN ZAMBIA



A DOL E S C EN T S  IN  Z A MBI A2



A REPORT CARD OF 

ADOLESCENTS
IN ZAMBIA



A DOL E S C EN T S  IN  Z A MBI A4

CONTENTS

TABLE OF CONTENTS

Table of contents 4

List of figures 6

List of abbreviations 7

Summary 9

Chapter 1: Socio-economic environment for adolescents in Zambia 14
1.1 Setting the socio-economic context for adolescents: justification and rationale 15
1.2 Socio-demographic profile of adolescents 15

Chapter 2: Adolescent education and literacy 18
2.1 Adolescents and education 19

2.1.1 Adolescents and school attendance 19
2.1.2 Adolescents and educational attainment 21

2.2 Adolescents and literacy 23
Chapter 3: Adolescents, economic activities and labour participation 26

3.1 Adolescents and economic activities 27
3.2 Adolescents and labour participation 27

Chapter 4: Adolescent sexual reproductive health and HIV 30
4.1 Adolescent sexual behaviour 31
4.2 Adolescents and HIV 33

4.2.1 Adolescent HIV knowledge and behaviours 33
4.2.2 Adolescents and HIV prevalence 35

4.3 Adolescent marriage, child-bearing and fertility 37
4.3.1 Adolescent marriage 37
4.3.2 Adolescent fertility 38
4.3.3 Adolescent contraceptive use 39

Chapter 5: Adolescent substance abuse and violence 40
5.1 Adolescents and substance abuse 41
5.2 Adolescents and violence 42



R EP OR T C A RD 5

Chapter 6: Adolescent morbidity and mortality 44
6.1 Adolescents and morbidity 45
6.2 Adolescents and mortality 46

Chapter 7: Adolescents, poverty and social protection 48
7.1 Adolescents and poverty 49
7.2 Adolescent vulnerability and social protection 50

7.2.1 Adolescents, orphans and vulnerable children 50
7.2.2 Adolescents, disability and albinism 51

7.3 Social protection for adolescents 52
Chapter 8: Adolescent use of information technology and participation  
in decision-making 54

8.1 Adolescents and use of information and communication technology 55
8.2 Adolescents and participation in decision-making 58

Chapter 9: Estimating the impact of the HIV Investment Framework for  
adolescents in Zambia 60

9.1 Reductions in adolescent new infections and AIDS-related deaths 61
9.2 Resource needs in adolescent interventions 63
9.3 Cost-effectiveness of the interventions 64

Chapter 10: Conclusions and way forward 66
10.1 Conclusions 67
10.2 Ways forward 68

References 70

Appendix 1: Methodology for HIV investment case for adolescents 73

Appendix 3: Adolescents in need of services 79

Appendix 4: Computed costs for adolescents as % of total adult costs 80

REPORT  CARD



A DOL E S C EN T S  IN  Z A MBI A6

LIST OF FIGURES
Figure 1: Zambia’s population and adolescent population proportion, 1990, 2000 and 2010 16
Figure 2: Comparison of children who have never attended school with those who have  
attended but who are no longer at school, 2010 19
Figure 3: Absolute number of girls dropping out of Grades 1-12 and proportion of total  
dropouts owing to marriage or pregnancy, 2011 20
Figure 4: Distribution of household population with no education, by sex, 2007 21
Figure 5: Gender Parity Index, by province, 2007 22
Figure 6: Dropout rates, by sex and grade, 2007 23
Figure 7: Distribution of population who cannot read at all, by age and sex, 2007 24
Figure 8: Unemployment rate by age group, total urban and rural, 2010 28
Figure 9: Males and females who have had sexual intercourse by age 15, 2007 31
Figure 10: Population with comprehensive knowledge about HIV, by age, education  
and wealth quintile, 2007  33
Figure 11: Population tested for HIV and received results, 2007 34
Figure 12: Youths 15-24 tested for HIV and received results, 2000-2009 35
Figure 13: HIV prevalence, by age and sex, 2007 35
Figure 14: Adolescents aged 15-19 living with HIV, by gender and area, 2007 36
Figure 15: Trends in HIV prevalence, by age group and gender, 2001/02-2007 36
Figure 16: Male circumcision prevalence, by age, 2007 37
Figure 17: Adolescents who have begun child-bearing or are pregnant with their first child, 2007 38
Figure 18: Trends in age-specific fertility rates, including adolescent fertility rate, 1980-2010 39
Figure 19: Young respondents intoxicated during sex, themselves or partner, 2005-2009 41
Figure 20: Population using tobacco, by age and sex, 2007 42
Figure 21: Females reporting being forced to have sex, by age, 2009 43
Figure 22: Population malnourished, by age and wealth quintile, 2007 45
Figure 23: Age-specific mortality rates, by sex, 2007 46
Figure 24: Reported adult deaths owing to illness/disease, by age and sex, 2010 46
Figure 25: People living in poverty, by age, 2010 49
Figure 26: Orphans and vulnerable children, by age and wealth quintile, 2007 50
Figure 27: Distribution of persons with disability, by age, 2010 51
Figure 28: Disabled adolescents, 2010 51
Figure 29: Distribution of albino population, by age and sex, 2010 52
Figure 30: Orphaned and vulnerable children whose household receives basic external  
support, 2005-2009  53
Figure 31: Population using all three media at least once a week, 2007 55
Figure 32: Access to communication and technology, 2010 56
Figure 33: Mobile phone subscriptions per 100 inhabitants, 2011 57

FIGURES



R EP OR T C A RD 7

Figure 34: Trends in U-Report membership among young Zambians, December 2012-June 2013 57
Figure 35: Women who participate in all four decisions, by age and wealth quintile, 2007 59
Figure 36: New infections in adolescents under base and IF scenarios, 2010-2030 62
Figure 37: AIDS deaths in adolescents under base and IF scenarios, 2010-2030 62
Figure 38: Resource needs for adolescent population under optimistic scenarios, 2013-2020 63
Figure 39: Resource needs for adolescent population under realistic scenario, 2013-2020 64
Figure 40: Cost-effectiveness of interventions compared with the base case 65

LIST OF ABBREVIATIONS
AIDS Acquired Immune Deficiency Syndrome
ART Antiretroviral Therapy
CEDAW  Convention on the Elimination of All Forms of Discrimination  
 Against Women
CSO Central Statistical Office
FNDP Fifth National Development Plan
GBV Gender-Based Violence 
GPI Gender Parity Index
HIV Human Immunodeficiency Virus
ICT Information and Communication Technology
IDU Injecting Drug User
IF Investment Framework
LCMS Living Conditions Monitoring Survey
LFS Labour Force Survey 
MDG Millennium Development Goal
MSM Men Who Have Sex With Men
OVC Orphans and Vulnerable Children
PMTCT Prevention of Mother-to-Child Transmission
SNDP Sixth National Development Plan
STI Sexually Transmitted Infection
UN United Nations
UNAIDS Joint UN Programme on HIV/AIDS
UNCRC UN Convention on the Rights of the Child
UNICEF UN Children’s Fund
UPR Universal Periodic Review
WHO  World Health Organization
ZDHS Zambia Demographic Health Survey

ZSBS Zambia Sexual Behaviour Survey

REPORT  CARD



A DOL E S C EN T S  IN  Z A MBI A8

 
EXECUTIVE 
SUMMARY



R EP OR T C A RD 9

Zambia’s economic performance can be described as having been satisfactory since 2003, when gross domestic 
product (GDP) grew to above 5 per cent; it reached nearly 8 per cent in 2010. However, despite experiencing 
growth in GDP that averaged 6 per cent for the period 2006-2011, for most people there has been little change 
in living standards. More than 43 per cent of adolescents live in extreme poverty.

Zambia’s population stood at 13 million in 2010; adolescents as a proportion of the total population declined 
from 27 per cent in 1990 to 25 per cent in 2010. The country has a higher percentage of adolescents than the 
Sub-Saharan Africa average of 23 per cent. Adolescent girls make up 51 per cent of all adolescents, and nearly 
60 per cent of all adolescents are resident in rural areas.

In both 2006 and 2010, about 43 per cent of adolescents lived in extreme poverty. In 2006, the situation was 
particularly critical for those aged 12-14 years, with the majority (64 per cent) living in extreme poverty. Poverty 
often leads to vulnerability, and this is especially the case for orphaned adolescents. 

The latest census (2010) indicates that 13 per cent of all children below the age of 18 are orphans, with more 
than half of these living in rural areas. Adolescents account for two-thirds of these children, with nearly a quarter 
being double orphans. The Living Conditions Monitoring Survey (LCMS) puts the proportion of adolescent 
orphans under the age of 19 at almost three-quarters. There are indications that the percentage of adolescent 
orphans increases with the age of the child, possibly reflecting the dynamics of the HIV and AIDS response, as 
there has been increased access to HIV treatment and care in the past 10 years in Zambia.

Among economically active Zambians, adolescents have the highest unemployment rate, of more than 30 per 
cent. In 2010, 6 per cent of adolescents aged 12-14 were economically active. Adolescent girls from rural areas 
were more likely to be economically active than their male counterparts. Adolescent girls in rural areas are 
more likely to be employed than boys. More than 54.4 per cent of the adolescents were unemployed in 2006. 
Unemployment rate for urban adolescents aged 15-19 was at 79 per cent compared to their rural counterparts 
at 15 per cent. 

A total of 2 per cent of all Zambians are disabled, and adolescent boys and girls comprise 19 and 17 per cent 
of all disabled persons. Western province has the highest disabled population with a prevalence of 3 per cent. 
Adolescent albinos aged 10-14 years make up 14.7 per cent, while older adolescents aged 15-19 years comprise 
11.3 per cent of the total albino population. Lusaka province has the highest number of albinos and North Western 
province the lowest.

Zambia Demographic and Health Survey (ZDHS 2007) and the Zambia Sexual Behaviour Survey (ZSBS 2009) 
indicate that less than one in five households with orphans and vulnerable children (OVC) receive at least one 
type of external support. Only 1 per cent of households with an OVC receive all four types of support, despite 
a noteworthy increase in basic support between 2005 and 2009.
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School attendance in both primary and secondary schools has increased, to at least 70 per cent. However, 
53 per cent and 12 per cent of adolescents aged 10-14 and 15-19, respectively, have never attended school, 
respectively. Moreover, most girls who drop out of school do so after the age of 10: school attendance is actually 
better for girls than for boys before that age. Meanwhile, boys are more likely never to have attended school. 
Lack of financial support as the reason for never attending school is particularly common in urban areas, and 
especially among girls.

There is equality between the sexes during primary schooling, as measured by the Gender Parity Index (GPI); 
however, girls start to be disadvantaged during secondary schooling, especially in rural areas of Luapula, North 
Western and Northern provinces. After Grade 7 – around the age of puberty – girls tend to drop out of school 
more frequently, largely because of unplanned early pregnancy and marriage.

HIV prevalence is higher among girls, at nearly 6 per cent, although prevalence among boys increased by nearly 
90 per cent in five years between 2001/02 and 2007, during which period adolescent girls experienced a slight 
decline. With adolescence comes risk-taking, especially in terms of sexual behaviour. Overall, the median age of 
first sexual intercourse in Zambia is 17 years for women and 18 years for men. Although 52 per cent of adolescent 
girls aged 15-19 have never had sexual intercourse compared with their male counterparts (55 per cent), 12 per 
cent of girls and 16 per cent of boys have had sexual intercourse for the first time by the age of 15. Meanwhile, 
only 28 per cent of girls and 20 per cent of boys use a condom at first sexual intercourse. 

Males living in urban areas are more likely to engage in higher-risk sex (No-condom use during sex especially 
with a non-marital, non-cohabiting partner). Among men who had had sexual intercourse in the past 12 months, 
the proportion engaging in higher-risk sex was highest among adolescents, at 96 per cent, compared with 52 per 
cent for adolescent girls. Risky sexual behaviour is greater among adolescents from a higher socio-economic 
background living in urban areas.

Although comprehensive knowledge about HIV is lowest among adolescents, this increases with educational 
attainment and wealth quintile. However, fewer adolescent boys than adolescent boys have ever tested for HIV, 
at about 10 per cent compared with 21 per cent, despite the majority of them (at least 77 per cent) knowing 
where to obtain such a test.

Child marriage remains very common in Zambia: about 18 per cent of adolescent girls aged 15-19 are in marital 
unions. Although median age at first marriage has remained constant, at 18 years, 11 per cent of women aged 
20-49 have been married by the age of 15, compared with a figure of less than 1 per cent for men. This is 
especially the case in rural areas. 

Related to child marriage is the issue of teenage and/or adolescent fertility. The proportion of births to adolescents 
in Zambia does not differ significantly from the Sub-Saharan African average, at one in five babies. Moreover, 
28 per cent of adolescent girls aged 15-19 have begun child-bearing and 6 per cent were pregnant with their 
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first child (ZDSH, 2007). Western province has the highest proportion of adolescent girls who have started child-
bearing (44 per cent) and Copperbelt province the lowest (20 per cent). The percentage of adolescent girls who 
have started child-bearing decreases with increasing levels of educational attainment. 

Compared with the figure for all married women, at 41 per cent, contraceptive prevalence among married 
adolescent girls stands at 29 per cent; 22 per cent of this group use modern methods, with the male condom 
the most common.

Often associated with the risk of HIV infection are issues concerned with substance abuse and unprotected sex, 
especially among adolescents. A combination of substance abuse and sexual behaviour problems, especially 
high levels of non-use of condoms among adolescent boys, risk for HIV and other sexually transmitted infections 
(STI). Among adolescent girls aged 15-19, 5 per cent have had sexual intercourse when drunk or with a partner 
who is drunk. Among adolescent boys, this was estimated at 1.6 per cent (2009 ZSBS), an increase from 9 per 
cent in 2005 to nearly 11 per cent in 2009. 

Only 6 per cent of all males surveyed in the 2009 ZSBS had ever abuse drugs, compared with 0.2 per cent of 
women. Among adolescents aged 15-19, 1.4 per cent of boys had ever used drugs, and levels were insignificant 
for girls.

Substance abuse has been linked to increased violence, especially towards women, including child defilement 
and forced sex for adolescents. Almost half of all women in the 2007 ZDHS had experienced physical violence 
after the age of 15. One in three adolescent girls has experienced physical violence after the age of 15, with about 
16 per cent experiencing sexual violence. More than one in ten (13 per cent) adolescent girls reported having had 
forced sex in 2009 (ZDHS) – an increase from 10 per cent in 2003 (ZDHS). Almost no data exist to assess the 
situation for Zambian adolescents in relation to other forms of abuse, such as economic and emotional abuse.

Reports of illness among adolescents tend be low compared with those for other age groups, and especially 
for boys and for adolescents in urban areas. However, the mortality rate for adolescent girls aged 15-19 is 44 
per cent higher than that for boys. Further, age-specific mortality rates by sex in Zambia, including the rate of 
reported adult deaths owing to illness, mirror observed HIV prevalence by age and sex. This further confirms the 
trend of relatively older men having sex with younger women that is often the case in generalised HIV-epidemic 
countries such as Zambia.

In order to reach adolescents with messages essential to minimise the above-mentioned risks, information 
communication technology (ICT) is vital. This needs to be coupled with comprehensive approaches that ensure 
adolescent participation in decision-making. Overall, adolescent girls are more likely (14 per cent) than any other 
female age groups to use all the three main types of media, namely, newspapers, television and radio, at least 
once a week. The same use pattern of media is observed for adolescent boys at (14.8 per cent) but media use 
increases with age among males.
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With increased internet penetration, adolescents are more likely to use SMS technology and social media to 
communicate and participate in various activities concerning them, including health intervention programmes, 
as recently witnessed with the Ureport initiative. 

The change of government in September 2011 led to the realignment of various ministries, with changes made 
in the portfolios involving children, adolescents and women. It is timely that, using comprehensive approaches 
to child participation, adolescents become an integral part of decision-making on issues that affect their lives. 
The recent revision of the National Decentralisation Policy will give further impetus to any move to involve 
adolescents in designing, developing, implementing, monitoring and evaluating programmes in a community 
environment with which they are familiar. 

By applying the HIV Investment Framework on Adolescents to the Zambian context, new HIV infections could 
be reduced by an estimated 35 per cent and AIDS-related deaths by 39 per cent among adolescents aged 10-
19 between 2013 and 2020.
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SOCIO-ECONOMIC ENVIRONMENT  
FOR ADOLESCENTS IN ZAMBIA

1.1 Setting the socio-economic context for adolescents: justification and rationale
Adolescence is a term Stanley Hall created in 1904 (cited in Orlando, 2007) to describe the period between 
childhood and adulthood. As a transition towards adulthood, adolescence is very important as it shapes 
adulthood. The manner in which a community treats adolescents in terms of education, health care and equality 
determines not only their future but also the futures of nations. Thus, what happens in adolescence can either 
empower or hinder girls as women in adulthood. This is why there is an important linkage between adolescent 
girls and women within the context of human rights and in line with the Convention on the Elimination of All 
Forms of Discrimination Against Women (CEDAW). Adolescence for girls is therefore a transition into new 
realms of discrimination, vulnerability and risks, but also, with the appropriate support, into new opportunities 
for communities and nations.

As children up to the age of 181, most adolescents are protected under the UN Convention on the Rights of the 
Child (UNCRC). Yet their vulnerabilities and needs often remain unaddressed.

According to the UN Children’s Fund (UNICEF, 2012b), the world has made significant progress for millions 
of children over recent decades. This has included reducing child mortality, increasing the number of children 
enrolled in primary school and expanding access to health care services. However, all these efforts have left 
behind far too many adolescents between the ages of 10-19 years. Worse still, little is known about younger 
adolescents, those aged 10-14, who are systematically left out of many statistical surveys guided by the opinions 
of adults on what is best for children and adolescents. By including only adolescents aged 15 years and above, 
demographers and statisticians have not helped the world in terms of understanding the transformation affecting 
this subset of our community, which is moving from childhood to adulthood and inheriting the responsibility of 
bringing up the next generation of the world through their offspring.

In fact, adolescence is not only a pivotal time in the life of a child, being as it is the gateway to adulthood, but 
also a stage of life in which the world must invest more attention, resources and efforts today. Otherwise, we will 
suffer tomorrow the social and economic consequences of a generation ill-equipped to become fully contributing 
members of global society (UNICEF, 2012b). 

1.2 Socio-demographic profile of adolescents
Zambia’s population increased from 7,383,097 in 1990 to 9,885,591 in 2000, up by nearly 34%. During the 2010 
Population and Housing Census, it was found to have increased to 13,092,666, an inter-censal increase of 32% 
between 2000 and 2010. Meanwhile, the population of adolescents aged 10-19 years increased from 1,967,641 
in 1990 to 2,416,045 in 2000 and was at 3,305,249 in 2010. Adolescents as a proportion of the total Zambian 

SOCIO-ECONOMIC
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population declined from 26.9% in 1990 to 24.4% and 25.3% in 2000 and 2010, respectively. At 25% adolescents, 
though, Zambia has one of the highest proportions of adolescents in the world, above the Sub-Saharan African 
average of 23%. Other African countries with high adolescent proportions include Zimbabwe and Swaziland, at 
around 26%, compared with the global average proportion of 18% (UNICEF, 2012b). This is despite the increase 
in absolute numbers of adolescents as indicated in Figure 1 for the period 1990-2010. 

Figure 1: Zambia’s population and adolescent population proportion, 1990, 2000 and 2010 
 

SOCIO-ECONOMIC

Source: Author’s calculations from CSO (2012a).

Although the proportion of the adolescent population declined from nearly 27% in 1990 to 25% in 2010, the 
adolescent population has continued to increase in absolute numbers, from nearly 2 million in 1990 to 3.3 million 
in 2010, an increase of 68%.

The proportion in relation to boys and girls is not significantly different, and varies little between urban and rural 
areas, even though nearly 60% of all adolescents in 2010 lived in rural areas of Zambia. While the proportion 
of adolescents in relation to the general population has not been significantly different between provinces since 
1990, the percentage of adolescents in 1990 was highest in the Copperbelt, at 20%, compared with 5% in North-
Western province. The pattern had changed by 2010, when over 16% of adolescents lived in Lusaka province, 
up from 13% in 1990. Nearly all the provinces have seen an increase in the proportion of adolescents, except 
for Copperbelt and Western provinces, which have experienced a decline. There have been no notable changes 
in Southern and North-Western provinces. 

In terms of religion, three-quarters of the adolescents in Zambia are Protestant Christians. One in five of all 
adolescents are Catholics, and Muslims comprise less than 1%.  

ENVIRONMENT
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ADOLESCENT EDUCATION AND LITERACY

2.1 Adolescents and education
Millennium Development Goal (MDG) 2 aims at achieving universal primary education and is the basis for the 
further education and literacy that are necessary to prepare adolescents and young people for decent work as well 
as civic participation. MDG 3 promotes gender equality and empowers women, making it possible for adolescent 
girls and boys to share equally in the benefits of MDG 1, which aims at eradicating extreme poverty and hunger.

2.1.1 Adolescents and school attendance
Information from the Living Conditions Monitoring Survey (LCMS) (CSO, 2012b) indicate that the school attendance 
rate for children aged 7-13 years (i.e. primary school attendance) increased from 78% in 2006 to 82.8% in 2010. 
Similarly, the school attendance rate for secondary school-aged children (14-18 years) increased from 74% in 
2006 to 77.2% in 2010. For girls, relatively more have attended school but drop out of school after the age of 12. 
Figure 2 shows the proportions of pupils who have attended school at some point but at the time of the 2010 
Census were not enrolled – that is, dropout rates. While there are no visible differences up to 12 years (around 
Grade 6), starting at the age of 13 (Grade 7) and coinciding with puberty the percentage of girls dropping out of 
school is much higher than of boys. Age 13-14 is also when the transition from Grade 7 to Grade 8 occurs – the 
end of primary education (UNICEF Zambia and Government of Zambia, 2013).

Figure 2: Comparison of children who have never attended school with those who have attended 
but who are no longer at school, 2010  

EDUCATION
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Source: UNICEF Zambia and Government of Zambia (2013).
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On the other hand, 53% of adolescents aged between 10 and 14 years have never attended school compared 
with 12% of adolescents aged 15-19 years. Most of these happen to be boys in rural areas of Zambia. Among 
the adolescents aged 10-14 who had never attended school in 2006, 65% were boys, compared with 60% of 
girls. The proportions were 21% and 16% for boys and girls aged 15-19, respectively. 

There are a number of reasons given for never attending school: not being enrolled in school (44% for 10-14 and 
33% for 15-19); lack of financial support (17% for 10-14 and 28% for 15-19); and lack of perceived importance of 
school (3% for 10-14 and 10% for 15-19). Lack of financial support as a reason for never attending school was 
particularly common in urban areas and mostly among girls; those never enrolled were likely to be girls from rural 
areas. Another major challenge was associated with both unplanned early pregnancies and child marriages, 
as demonstrated in Figure 3.

Figure 3: Absolute number of girls dropping out of Grades 1-12 and proportion of total dropouts 
owing to marriage or pregnancy, 2011 

Source: UNICEF Zambia and Government of Zambia (2013).

As indicated earlier and based on data from the 2011 Annual School Census, pregnancy is the main overall 
reason for girls dropping out of school at Grades 1-9 and 10-12. Dropouts for girls owing to early pregnancy start 
to increase at Grade 4, and by Grade 7 more than 3,000 girls have left school for this reason (UNICEF Zambia 
and Government of Zambia, 2013). Closely linked to unplanned early pregnancies are early child marriages. 
The peak of dropouts owing to early marriage in absolute and proportional terms happens at Grade 7, exactly 
at the end of primary education.

Of all adolescents not attending school, 11.7% of 10-14 year olds and 33.7% of 15-19 year olds were not attending 
school in 2006. This had declined slightly in 2010, with 9.2% of 10-14 year olds and 31.1% of 15-19 year olds not 
attending school. School attendance is consistently higher in urban areas. 
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While school attendance between boys and girls was similar for 10-14 year olds in 2010, at 91%, female adolescents 
were more likely not to attend school at age 15-19: 37% for girls as opposed to 25% for boys. This pattern has 
not changed significantly since 2006.

It is noted, however, that, before the age of 12 years, school attendance is actually better for girls than for boys. 
This situation changes after the age of 12 to the disadvantage of girls. After the age of 13 years, the proportion 
not attending school for females is similar to that of males. 

2.1.2 Adolescents and educational attainment
Educational attainment has a strong correlation with socio-economic status and achieving MDG 1 to eradicate 
extreme poverty and hunger, and has implications for the nature of employment and economic activities for both 
female and male adolescents. Moreover, educational attainment correlates with health behaviours and attitudes, 
including the nature of risk-taking among adolescents. Nationally, more women (20%) than men (14%) have no 
education, and this disparity increases with age, as shown in Figure 4.

The proportion of men completing primary-level education is 13% compared with 12% for women. A total of 6% 
of men have completed secondary-level education compared with 3% of women.

Figure 4: Distribution of household population with no education, by sex, 2007 

Source: CSO (2007).

For adolescents aged 10-14 years, some improvements are observed in terms of educational attainment through 
attendance since the early 1990s. Results from the Zambia Demographic and Health Survey (ZDHS) indicate 
that the proportion of children aged 10-14 years not attending school reduced in 2007 after increasing trends 
between 1992 and 2001/02. In 1992, 11% of boys and girls aged 10-14 had never attended school; in 1996, 
13% of boys and 12% of girls had never attended school; in 2001/02, 14% of boys and 15% of girls aged 10-14 
had never attended school; and in 2007 only 6% of both boys and girls aged 10-14 had never attended school 
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(CSO, 2007). It is clear from Figure 4 that inequities in educational attainment between women and men start 
during adolescence, with girls starting to drop from school for reasons that include pregnancy, early marriage 
and other socio-economic issues.

In terms of the Gender Parity Index (GPI) in the Zambian education system, the GPI for primary school indicates 
parity or equality between rates of participation for boys and girls. However, during secondary education, girls are 
disadvantaged by 7%, with the worst disparities in rural areas and provinces such as Luapula, North-Western, 
Northern and, surprisingly, Lusaka, where girls are disadvantaged by 14% (Figure 5). It is interesting to note 
that gender parity is in favour of girls during secondary school in Southern province and to a lesser extent in 
Eastern province.

Figure 5: Gender Parity Index, by province , 2007

Source: CSO (2007).

This is confirmed by dropout rates between boys and girls, as indicated by Figure 6: girls start to drop after Grade 
4 when the school-going age is 10 years or above. 
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Figure 6: Dropout rates, by sex and grade, 2007 
 

Source: CSO (2007).

The value of secondary education is important in terms of addressing inequalities between men and women, since 
secondary education has relatively more impact on the lives of especially adolescent girls. It has been noted that, 
with returns on investment in secondary school greater for girls than for boys in developing countries, obtaining 
a secondary education is particularly important for girls. However, girls are less likely than boys to complete 
secondary school in most Sub-Saharan African countries, including Zambia. Indeed, through secondary education, 
adolescents expand their skills and ability to think critically, which can translate into increased opportunities in 
the future; education also shapes the attitudes, values and aspirations that affect adolescents’ ability to function 
as members of their families, communities and societies (UNICEF, 2012b). In other words, secondary education 
prepares adolescents for adult civic engagement as well as gainful employment.

2.2 Adolescents and literacy
Literacy among adolescents and youths is an MDG 2 indicator influenced largely by the expansion of universal 
primary education. Literacy as an indicator assesses one of the main outcomes of education: ability to read. 
Yet, in some cases, even students attending and completing primary school are unable to read and write basic 
sentences and are thus unprepared for further education, indicating a clear need for attention to the quality of 
both primary and secondary education.

While adolescent girls had the worst literacy levels among all women in Zambia in 2007, at nearly 25% of those 
unable to read, this was not the case for adolescent boys (15%) (Figure 7).
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Figure 7: Distribution of population who cannot read at all, by age and sex, 2007 
 

Source: CSO (2007).

Slightly over 24% of 10-14 year olds and 9.4% of 15-19 year olds could not read and write in 2007. The proportion 
was higher in rural areas, at 32.9% and 14.6%, respectively. While 17.3% of boys and 15.6% of girls in rural areas 
could not read and write, only 5.2% of both boys and girls aged 10-14 years in urban areas could not read. For 
urban adolescents aged 15-19 years, only 2.8% could not read, with girls at 1.6% and boys at 1.1%. Overall, 
literacy levels were highest in Copperbelt province and lowest in Eastern province.

Ability to read is an important personal asset, allowing adolescent girls and boys increased opportunities in life. 
Knowing the distribution of the literate population and especially adolescents can help programme managers 
adopt approaches that are most likely to best reach adolescents with their intervention messages.
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ADOLESCENTS, ECONOMIC ACTIVITIES AND LABOUR 
PARTICIPATION 

3.1 Adolescents and economic activities
Adolescent participation in economic activities depends on the economic structure, systems and labour market, 
as well as on educational attainment. Education in particular provides individuals and societies with the benefits 
of wage earnings and economic growth, in addition to such non-market benefits as reduced fertility and mortality, 
increased civic engagement and lower crime.

Information from the LCMS indicates that 48% of all Zambians in 2010 were economically active, compared with 
nearly 50% in 2006. In 2010, 6% of adolescents aged 12-14 were economically active, a decline from nearly 8% 
in 2006. A decline was also noted for those aged 15-19, from 30% in 2006 to 27% in 2010. Regionally, 31.3% of 
economically active adolescents aged 15-19 were from rural areas compared with nearly 20% in urban areas. 
Adolescent girls aged 15-19 were economically active, at 31%, compared with boys of the same age, at 23.1%. 

Eastern province had the highest proportion of economically active persons, with the highest level of unpaid family 
workers at 24% and paid employees at 44%. Copperbelt province had the lowest proportion of economically 
active persons, at 54%, and the highest proportion of economically inactive persons, mainly full-time students, 
at 29%, and home-makers, at 13%.

3.2 Adolescents and labour participation
Adolescents and youths in developing countries like Zambia are disproportionately affected by unemployment; 
among them, relatively educated adolescents and youths are doubly affected. According to the 2008 Labour 
Force Survey (LFS) (CSO, 2008), 28% of economically active youths were unemployed – nearly double the 
national average of 15%. Within the economically active category in Zambia, adolescents aged 12-19 had the 
highest unemployment rates, at 30.1% in 2010, a decline from 33% in 2006 but an increase on the LFS estimates. 
The unemployment rate was highest among adolescent boys aged 12-19, at 32%, a decline from 33% in 2006. 
Unemployment rates for adolescent girls had declined from 32% in 2006 to nearly 29% in 2010. In 2006, 20.4% 
of 12-14 year olds were unemployed, with that proportion increasing to 34% for 15-19 year olds.

In other words, more than 54.4% of adolescents were unemployed in 2006. This was especially the case for 
urban adolescents aged 15-19: nearly 79% were unemployed compared with their rural counterparts at nearly 
15%. For 12-14 year olds, 77% of urban adolescents were unemployed whereas 12% of their rural counterparts 
were unemployed, as Figure 8 demonstrates. 
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Figure 8: Unemployment rate by age group, total urban and rural, Zambia 2010 

 
Source: CSO (2012b).

Adolescent girls were more likely to work than their male counterparts. The situation of 2006 did not change 
significantly by 2010, when nearly 23% of unemployed Zambians were adolescents. Boys are typically engaged 
in hazardous labour, such as in agriculture or industry, with higher rates of injury in such work than for older 
workers. Girls, however, are typically involved in domestic work, with potential risks of abuse and mistreatment 
and limited education opportunities.

The large number of underemployed youths and the high number of youths entering the labour market 
compound the challenge of youth unemployment in Zambia. Current estimates show that over 300,000 young 
people enter the labour market annually (Chigunta, 2013). A recent study on youth entrepreneurship indicates 
that Zambia has far more youth entrepreneurs relative to other countries in Sub-Saharan Africa, but the 
overwhelming majority are failing to go beyond the early stages of enterprise formation. There is a general 
indication that youths in particular face far greater challenges and have far less entrepreneurial support than 
their older counterparts (ibid.).

In terms of occupation and type of work, as surveyed in the 2007 ZDHS, the majority of currently employed 
women (49%) and men (48%) work in agriculture; 37% of women and 21% of men work in sales and services. 
For adolescent girls, however, 53% aged 15-19 work in agriculture, 40% in sales/services and 4.3% in skilled 
manual work. For adolescent boys, on the other hand, nearly 51% work in agriculture, 17% in sales/services 
and 11% in skilled manual work. In terms of type of earnings, type of employer and continuity of employment, 
most women (55%) employed in agricultural work are not paid, are employed by a self-employed employer 
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(79%) and are occasional or seasonal workers (75%). As for men, 43% are not paid, 74% are employed by a 
self-employed employer and 55% are occasional or seasonal workers.

With the high levels of unemployment among adolescents in Zambia, vocational or technical training may be 
one way to smooth the school-to-work transition and provide a second chance for those who have emerged 
from school without the knowledge and skills to get what jobs are available (UNICEF, 2012b). 
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ADOLESCENT SEXUAL REPRODUCTIVE HEALTH AND HIV

4.1 Adolescent sexual behaviour
Adolescence is the period when many young people begin to explore their sexuality, implying that access to 
sexual and reproductive health information and services is necessary for their well-being. Early unprotected 
sex, including sex with older men, especially for girls, can result in early child-bearing, and increases the risk 
of HIV infection.

Sexual activity among girls starts earlier than it does among boys. For Zambia, the median age at first sexual 
intercourse is 17 years for women aged 20-49 and 18 years for men in the same age group (2007). Although 
52% of adolescent girls aged 15-19 years have never had sexual intercourse compared with 55% of their male 
counterparts, 12.3% of adolescent girls and 16.2% of their male counterparts had had first sexual intercourse 
by exact age 15.

Figure 9: Males and females who have had sexual intercourse by age 15; Zambia, 2007 
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Source: CSO (2007).

In terms of trends in age at first sexual intercourse, adolescent girls aged 15-19 who have had sex before age 
15 declined from 22% in 1996 to 12% in 2007. As for adolescent boys aged 15-19 who have had sex before age 
15, this declined from 39% in 1996 to 16% in 2007. Meanwhile, only 28% of adolescent girls aged 15-19 and 
20% of adolescent boys aged 15-19 used a condom at first sexual intercourse. Condom use is one of the most 
effective strategies for combating the spread of HIV. Use of condoms during higher-risk sex, especially with a 
non-marital, non-cohabiting partner is an important indicator in assessing progress towards the MDG 6 target 
on HIV and AIDS. Among women who had had sexual intercourse in the 12 months prior the 2007 ZDHS, the 
percentage who had engaged in higher-risk sex was highest for girls aged 15-19 (52%), followed by those living 
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in urban areas (23%); those in Western province (36%); those with more than a secondary education (30%); 
and those in the highest wealth quintile (25%). Among men who had had sexual intercourse in the 12 months 
prior to the survey, the percentage of respondents engaging in higher-risk sex was highest among those aged 
15-19 (96%), followed by those living in urban areas (47%); those in Lusaka and Western provinces (51% and 
52%, respectively); those with secondary education (47%); and those in the highest two wealth quintiles (47% 
and 48%, respectively).

What is of great concern, however, is that these are categories of people who are enlightened and resourced in 
terms of ensuring the use of preventive strategies to avoid unplanned pregnancies, sexually transmitted infections 
(STIs) and HIV. They also include a generation of adolescents who should be a window of hope in relation to 
achieving MDG 6 on combating the spread of HIV.

Another important component of risky sexual behaviours relates to age-mixing in sexual relationships. In many 
societies, young women have sexual relationships with men who are considerably older. This is particularly so 
in Sub-Saharan Africa, where adolescent girls’ vulnerability to HIV has been associated with age-disparate sex 
related to early marriage or relationships with older partners for money or other material gain. This practice can 
contribute to the spread of HIV and other STIs. In fact, negotiating for safer sex is more difficult when the age 
differences are large. Results from the 2007 ZDHS indicate that, among women who had had higher-risk sex 
in the 12 previous months, 5% of adolescent girls aged 15-19 had had higher-risk sex with a man 10 or more 
years older than themselves. 

It is evident that young adolescent boys and girls are having sex early and, in most instances, especially for the 
boys, it is higher-risk sex. In an environment of generalized HIV epidemic like the one in Zambia, having sex with 
older men and to some extent women may introduce HIV into younger and uninfected generations or cohorts.

In many developing countries, and Sub-Saharan Africa in particular, laws and policies may restrict adolescent 
boys and especially girls’ access to condoms, testing and accurate comprehensive information.

It is reassuring to note that tolerance towards adolescent access to STI and HIV preventive products and services 
is improving among adults and guardians of adolescent sexual behaviour. According to the 2007 ZDHS, more 
than half of women (56%) and 68% of men support teaching young people aged 12-14 about condoms for HIV 
prevention. In addition to condom use, the World Health Organization (WHO) and the Joint UN Programme on 
HIV/AIDS (UNAIDS) have recently shown that male circumcision is associated with lower STI transmissions, 
including of HIV. In Zambia, 13% of men aged 15-49 are circumcised. For adolescent boys aged 15-19, 10% 
are circumcised. North-Western province has the highest percentage of circumcised men (7%) and Eastern and 
Northern provinces the lowest, at 3% each.
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4.2 Adolescents and HIV

4.2.1 Adolescent HIV knowledge and behaviours
Comprehensive and correct knowledge is fundamental to uptake of HIV services and behaviour change. Overall, 
the level of comprehensive, correct knowledge of HIV and AIDS remains very low among older adolescents 
15-19. More boys than girls have accurate knowledge (UNICEF, 2012b).

As part of the effort to assess HIV and AIDS knowledge, the 2007 ZDHS obtained information on common 
misconceptions about HIV transmission and created a composite indicator called “comprehensive knowledge 
about HIV”. Using this indicator, men aged 15-49 had higher comprehensive knowledge about HIV, at 39%, 
compared with women in the same age category (36%). Overall, comprehensive knowledge about HIV among 
women was highest among those who had ever had sex; those in urban areas; and those in provinces such 
as Lusaka (43%), Copperbelt (42%) and Southern (41%). It was lowest in North-Western (22%) and Northern 
(27.5%) provinces. 

Comprehensive knowledge increased with both higher educational attainment and wealth quintile. It is also 
observed that comprehensive knowledge about HIV increased with age. For instance, among adolescent girls 
aged 15-19, comprehensive knowledge was at 32%, compared with older women aged 25-39, who had the 
highest proportion, at nearly 38%. For adolescent boys, this was 35%, compared with older men aged 30-39, 
who had the highest proportion, at 41%.

Figure 10: Population with comprehensive knowledge about HIV, by age, education and wealth 
quintile ; Zambia, 2007
 

Source: CSO (2007).
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Most adolescents aged 15-19 in countries with adult HIV prevalence above 5% know of a place to be tested for 
HIV. However, the percentage of those who had been tested and received their results during the 12 months 
prior to being surveyed remains extremely low among both sexes, and in particular among older adolescent 
boys (UNICEF, 2012b). 

Assessment using the 2007 ZDHS indicates that a larger proportion of men (78%) than women (61%) have never 
been tested for HIV. Smaller proportions of respondents, 4% for women and 2% for men, had been tested at 
some time but had not received their results.

For adolescent girls aged 15-19, 78% know where to get an HIV test, compared with 77% of their male counterparts. 
A larger proportion of adolescent boys (90%) had not tested for HIV in the 12 months prior to the survey; for 
adolescent girls the figure was 77%. While only 21% of adolescent girls had been tested and received results, 
the figure was even lower, at 8.7%, for adolescent boys.

Figure 11: Population tested for HIV and received results, 2007 
 

Source: CSO (2007).

This is a worrying 2.4 times lower for boys than for their female counterparts, whose proportion is equally low. This 
is because adolescents who do not know they are infected with HIV are unlikely to seek antiretroviral treatment, 
and diagnosis may be delayed until they experience the symptoms of advanced disease. 
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Figure 12: Youths 15-24 tested for HIV and received results, 2000-2009 

 
Source: CSO (2010).

The above patterns of information reinforce the fact that measuring comprehensive knowledge of HIV and key 
behaviours and studying the linkages between the two are crucial to understanding which adolescents are at 
risk of HIV, and why. Moreover, there is little information available on the knowledge levels and behaviours of 
younger adolescents aged 10-14, a gap that conventional statisticians urgently need to fill through innovation in 
data collection systems supported by appropriate laws and policies.

4.2.2 Adolescents and HIV prevalence  
Overall, the pattern of HIV prevalence in Zambia indicates levels are higher for women than for men up to the age 
of 40, when levels for men become higher, therefore confirming the observation that younger women are having 
sexual relationships with relatively older men. After the age of 40, male prevalence is higher than for women, as 
demonstrated by Figure 13. Prevalence is highest in urban areas. In terms of trends, HIV prevalence declined 
from 16% to 14% between 2001/02 and 2007, with marginal declines for both men and women.

Figure 13: HIV prevalence, by age and sex, 2007 

    
Source: CSO (2007).
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According to the 2007 ZDHS, and as demonstrated in Figure 14, about 4.7% of the overall population 15-19 years 
has HIV. If this prevalence did not change between 2007 and 2010, and using Census 2010 figures, around 
72,000 adolescents were living with HIV in 2010 (UNICEF Zambia and Government of Zambia, 2013). The main 
difference between this age group and the national average is that, for adolescents 15-19 years, prevalence 
among girls in rural areas is higher than for girls living in urban areas.

Figure 14: Adolescents aged 15-19 living with HIV, by gender and area, 2007  
 

Source: CSO (2007).

As for adolescent girls aged 15-19, HIV prevalence declined from 6.6% to 5.7%. However, for adolescent 
boys aged 15-19, it actually increased, from 1.9% to 3.6%. This is an increase of nearly 90% in five years, as 
demonstrated by Figure 15. 

Figure 15: Trends in HIV prevalence, by age group and sex, Zambia, 2001/02-2007 

 
Source: CSO (2007).
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As for syphilis prevalence, prevalence among adolescent girls aged 15-19 was more than twice that of their 
male counterparts. Urban syphilis prevalence among adolescent girls aged 15-19 is one-third higher than rural 
prevalence levels.

Despite observed levels and patterns in HIV prevalence and general adolescent sexual behaviours, uptake of 
HIV interventions, such as male circumcision, is lowest among adolescent boys when compared with other age 
groups in Zambia, as demonstrated in Figure 16.

Figure 16: Male circumcision prevalence, by age, 2007 
 

Source: CSO (2007).

4.3 Adolescent marriage, child-bearing and fertility

4.3.1 Adolescent marriage
Data from the 2007 ZDHS indicate that 17.8% of adolescent girls aged 15-19 are either married or cohabiting; 
1.6% are divorced, separated or widowed. For adolescent boys, nearly 99% have never been married; 1% are 
either married or in a cohabiting union. In terms of absolute numbers (2010 Census), more than 10,000 adolescent 
girls aged 15-19 are already either divorced or separated, with more than 1,000 already widowed, especially in 
rural areas. Not only are women who marry older husbands more likely to become widows earlier in life, creating 
economic instability and negatively affecting their social status, but also marrying older partners can increase 
girls’ risk of HIV, especially in countries with generalized HIV epidemics. A total of 14% of married women in 
Zambia are in polygamous unions. The level of polygamy increases with age: for married adolescent girls aged 
15-19, 6% were in polygamous unions, compared with 23% of married women aged 40-44.

Information collected through the ZDHS for the period 1996-2007 indicates the median age at first marriage 
among women aged 20-49 has remained constant, at 18 years. While 11% of women aged 20-49 were married 
by age 15, less than 1% of men in the same age group were married at the age of 15. It is clear, however, that 
marriages in Zambia tend to take place among women when they are young adolescents, with implications for 
their socio-economic status and health. 
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Unplanned adolescent pregnancy is a major health concern because of its association with higher morbidity and 
mortality for both mother and child. Child-bearing during adolescence, in particular for girls, has adverse social 
and economic consequences for education attainment because women who become mothers in adolescence 
are more likely to curtail education, as observed earlier on education. Early child-bearing often results from child 
marriage. In Sub-Saharan Africa, around 70-80% of all adolescent births occur within marriage. The region has 
the highest proportion of adolescent births, with one in five babies born to adolescent mothers (UNICEF, 2012b).

Information from the ZDHS further indicates that 28% of adolescents aged 15-19 have begun child-bearing; 
22% had had a child and 6% were pregnant with their first child (Figure 17). A large proportion of adolescents in 
rural areas (35%) have begun child-bearing compared with adolescents in urban areas (20%). Western province 
has the highest proportion (44%) of adolescents who have started child-bearing; Copperbelt (20%) and Lusaka 
(21%) have the lowest proportion. The percentage decreases with increasing levels of education. Adolescents 
with no education are more than twice as likely to start child-bearing early compared with those with secondary 
education (54% and 21%, respectively). Adolescents in the lowest wealth quintile are more than twice as likely 
to have started child-bearing as those in the highest quintile (37% and 14%, respectively). 

Figure 17: Adolescents who have begun child-bearing or are pregnant with their first child, 2007 
 

Source: CSO (2007).

4.3.2 Adolescent fertility
Overall, fertility in Zambia declined from 6.5 births per woman in 1992 to 6.2 births per woman in 2007. Adolescent 
fertility, however, increased from 156 births per 1,000 adolescent girls in 1992 to 160 births in 2002. In 2007, it 
declined to 146 births per 1,000 adolescent girls. Adolescent births accounted for nearly 11.8% of births nationally, 
with adolescent girls in rural areas accounting for nearly 13% of rural births. The proportion of adolescent births 
in 2007 declined slightly from 12.1% in 1992.
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Figure 18: Trends in age-specific fertility rates, including adolescent fertility rate, 1980-2010 
 

Source: Author’s calculations based on CSO (2012a).

4.3.3 Adolescent contraceptive use
Contraceptive prevalence among all women in Zambia increased from 11.6% in 1992 to 30% in 2007. Use of 
modern methods stood at 25%. On the other hand, contraceptive prevalence among all adolescent girls aged 
15-19 years stood at nearly 10%, with 8.4% using modern methods. The most common methods included the 
male condom (3.8%), injectables (1.9%), the pill (1.5%) and traditional methods (1.3%). Among currently married 
adolescents aged 15-19 years, contraceptive prevalence stands at 28.1%, with 22% using modern methods 
and 6.1% using traditional methods. As for sexually active unmarried women (i.e. those who had had sexual 
intercourse within the 30 days prior to the ZDHS 2007), 41% were using contraceptives, with 30% using modern 
methods, mainly the male condom (31.1%) and injectables (5.1%).

It is clear from the discussion on adolescent fertility and contraceptive prevalence among women that use of 
contraception for purposes of family planning and to avoid unwanted early pregnancies is not common among 
adolescents, possibly because of a lack of a clear policy direction on how to deal with this category of the 
population – an intersection between childhood and adulthood.
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ADOLESCENT SUBSTANCE ABUSE AND VIOLENCE 

5.1 Adolescents and substance abuse
Adolescents experience intense physical, psychological, emotional and economic changes as they make the 
transition from childhood to adulthood. Risk-taking is part of adolescence, and it is the duty of society both 
to prevent risk and to mitigate any dangerous consequences such risk-taking is bound to have. One of the 
consequences of risk-taking by adolescents comes in the form of substance abuse involving tobacco, alcohol 
and drugs, often leading to violence. Many people have their first experience with tobacco, alcohol and illicit 
drugs during adolescence, partly out of a need to explore boundaries as they begin to develop their individuality. 
These are risky behaviours that can have a negative impact on adolescent health and well-being and bring 
lifelong negative consequences. Moreover, abuse of these substances is also associated with poor mental health. 

Often associated with risk of HIV infection are issues concerned with substance abuse, especially among 
adolescents. Levels of alcohol abuse reduced for men aged more than 15 from almost half in 2000 to nearly 
44% in 2009 (CSO, 2010). For women, levels reduced from 20% in 2000 to 16.2% in 2009. Among adolescents 
as a proportion of all men and women, respectively, there was a decline from 9.1% in 2000 to 2.4% in 2009 for 
boys and from 8.4% to 1.3% for girls. Of all adolescent boys and girls, the proportion for boys declined by almost 
half, from 23% in 2000 to 12% in 2009; for girls it declined from 7.2% in 2000 to 6.8% in 2009.

A combination of substance abuse and sexual behaviour has implications for HIV and STIs resulting from non-
use of condoms, especially with the earlier observed higher non-use levels among adolescent boys.

For those aged 15-19, 5% of girls had sexual intercourse when drunk or with a partner who was drunk as opposed 
to 1.6% of boys. Information from the 2009 Zambia Sexual Behaviour Survey (ZSBS), however, indicates an 
increase from 9% in 2005 to nearly 11% in 2009 among adolescent girls having sex while they or their partner 
was drunk in the 12 months prior to the survey.

Figure 19: Young respondents intoxicated during sex, themselves or partner, 2005-2009 
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Source: CSO (2010).
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For drug abuse, only 6% of all males surveyed in the 2009 ZSBS had ever used drugs compared with women at 
0.2%. Among adolescents, however, 1.4% of boys had ever used drugs; girls aged 15-19 reflected insignificant 
figures of almost none.

Figure 20: Population using tobacco, by age and sex, 2007 
  

Source: CSO (2007).

Smoking has been shown to have significant adverse health effects, including increased risk of respiratory and 
cardiovascular illnesses, both for the individual smoker and for others exposed to second-hand or “environmental” 
tobacco smoke (WHO, 1999, in UNICEF, 2012b).

Addiction to tobacco often begins in adolescence, when young people are susceptible to peer pressure and feel 
a need to fit in. Tobacco smoking among adolescents can lead to such diseases as lung cancer and chronic 
respiratory infections in adults.

Overall, and according to data from the 2007 ZDHS, 2% of women smoke tobacco – nearly 3% in rural areas 
and 1% in urban areas. A total of 24% of men from rural areas smoke tobacco compared with 22% of men from 
urban areas. For adolescents aged 15-19, 0.4% of girls smoke tobacco compared with nearly 4% for adolescent 
boys. Figure 20 shows that tobacco smoking increases with age for both men and women.

5.2 Adolescents and violence
The Millennium Declaration stipulates that parents have the right to raise their children free from violence, injustice 
and oppression. It reiterates the need to protect children from conflict and violence. Adolescents experience 
many forms of violence, which include physical abuse, sexual abuse, peer violence and domestic violence. 
While younger children are more likely to experience physical abuse, older children and adolescents are more 
vulnerable to sexual violence (UNICEF, 2012b). 
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In the Zambian case, however, there is evidence to indicate increasing sexual violence against girls even younger 
than adolescents. Domestic violence against women, in particular, has been acknowledged as a violation of basic 
human rights to the point where the country enacted the Gender-Based Violence (GBV) Act in 2012 in order to 
ensure perpetrators of GBV are prosecuted accordingly. Domestic violence has negative health consequences 
for victims and especially for the reproductive health of women and adolescents. According to the 2007 ZDHS, 
almost half (47%) of all women have experienced physical violence since they were 15 and one-third of women 
experienced physical violence in the 12 months prior to the survey.

While 33% of adolescent girls aged 15-19 have experienced physical violence since age 15, nearly 16% 
have experienced sexual violence. Those committing physical violence against married women after age 
15 include current and former spouses, who account for more than 90% of perpetrators. For never-married 
adolescent girls, perpetrators include sisters/brothers (19%), fathers/step-fathers (17%), teachers (15%) and 
other relatives (15%). 

On the other hand, those committing sexual violence against women, especially those having their first experience 
of sexual violence before age 15, include strangers (34%), relatives (19%) and own friends and acquaintances 
(10%). In fact, the 2009 ZSBS reports some increase in the incidence of women being forced to have sex, from 
14% in 2003 to 19% in 2009. More than one in ten (13%) adolescent girls aged 15-19 reported that they had 
been forced to have sex, an increase from 10% in 2003, as demonstrated by Figure 21. Whether experienced 
as young children or adolescents, sexual violence has a host of negative outcomes for the adolescent years and 
beyond. Girls who have experienced sexual violence are more likely to be depressed, to engage in behaviours 
that put them at risk of STIs or HIV infection and to commit suicide. These adolescents are also more likely to 
have unplanned pregnancies and less likely to go to school. 

Figure 21: Females reporting being forced to have sex, by age, 2009 
 

Source: CSO (2009).
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ADOLESCENT MORBIDITY AND MORTALITY 

6.1 Adolescents and morbidity
Behaviours often established in adolescence (as discussed in earlier chapters) – such as using tobacco, 
alcohol and drugs; having unprotected sex; and avoiding physical activity – along with conditions such as 
exposure to violence, account for two-thirds of premature deaths and one-third of the total disease burden 
in adults (UNICEF, 2012b).

During the 2010 LCMS, households were asked if any member had reported illness in the two previous 
weeks. On average, 14.7% of persons had. Those reporting higher-than-average illness included the 
young (0-4 at 24% and 5-9 at 15%) and the old (45 and above at more than 17%). For adolescents, about 
10% reported an illness in the two weeks prior to the survey. Although incidence of reporting an illness 
was relatively lower among adolescents, girls were more likely to report an illness, especially those from 
rural areas. Among 15-19 year olds, for example, 8.7% of boys reported an illness compared with 11.3% of 
girls, although there were no significant differences between boys and girls aged 10-14 years. In terms of 
rural–urban differences, 10.8% of adolescents aged 15-19 from rural areas reported an illness compared 
with 8.7% of their urban counterparts.

There is often some correlation between morbidity and nutritional status, which in adolescent girls also 
has an influence on the health and mortality of their babies. Mother’s age at birth is a key child survival 
determinant in Zambia. Adolescent girls are most likely to have children of low birth-weight, partly because 
they themselves are undernourished. In fact, data from the 2007 ZDHS indicate that 15% of births to girls 
below the age of 20 and first-order births were small or smaller than average. One in ten women (9.6%) is 
undernourished or thin, with about 11% located in rural areas of Zambia. For adolescent girls aged 15-19 
in particular, nearly 15% were undernourished or thin (Figure 22).

Figure 22: Population malnourished, by age and wealth quintile, 2007 
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Source: CSO (2007).
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In terms of childhood mortality, the lower the mother’s age at birth, the higher the likelihood her child will 
die before its fifth birthday. According to the 2007 ZDHS, under-five mortality was highest at 165 per 1,000 
live births for mothers aged under 20 years, compared with 123 per 1,000 for mothers aged 40-49.

Figure 23: Age-specific mortality rates, by sex, 2007 
 

Source: CSO (2007).

6.2 Adolescents and mortality
A look at which adolescents are dying of what, and where, provides a glimpse of the disparate challenges 
involved in keeping all adolescents healthy. In Sub-Saharan Africa, HIV/AIDS and childbirth are the leading 
causes of death among adolescents, with maternal causes accounting for the largest proportion of deaths 
among women in all age groups. Mortality is not differentiated substantially by sex until age 10. As children 
become adolescents, however, sex begins to play a role and mortality patterns diverge.

Figure 24: Reported adult deaths owing to illness/disease, by age and sex, 2010  

MORBIDITY

 
Source: CSO (2012a).

The age-specific mortality rate by sex for Zambia mirrors the observed HIV prevalence by age and sex, where 
age-specific mortality rates for women are higher before the age of 40, after which male mortality rates exceed 
that of women, as demonstrated in Figures 23 and Figure 24. For adolescents aged 15-19, age-specific mortality 
rates for girls are 44% higher than those for adolescent boys.  
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ADOLESCENTS, POVERTY AND SOCIAL PROTECTION 

7.1 Adolescents and poverty
The younger a working adolescent is, the greater the possibilities that he or she is involved in the type of work 
that can be defined as child labour or hazardous labour. Indeed, working can undermine adolescents’ education 
and health and can have an impact on their future livelihood choices and earning potential. Adolescents may 
engage in child labour because poverty compels them to help support their family. They therefore search for 
income-generating opportunities when they do not yet have skills or qualifications (UNICEF, 2012b). 

In 2006, nearly 43% of Zambians were living in extreme poverty and 20% were moderately poor. More than 43% 
of adolescents were extremely poor and nearly 20% moderately poor. The situation was worse for adolescents in 
rural areas: among 12-14 year olds, 64% were living in extreme poverty; the figure for older adolescents (15-19) 
was nearly 60%. Although differences between adolescent boys and girls were small, boys were more likely to 
live in extreme poverty (more than 45%). 

Figure 25: People living in poverty, by age, 2010 

POVERTY

 
Source: UNICEF Zambia and Government of Zambia (2013).

In 2010, extreme poverty remained nearly unchanged, at 42%. A total of 43% of adolescents continued to live 
in extreme poverty. The situation was even worse for younger adolescents, those aged 10-14: 48% continued to 
live in extreme poverty. In fact, the majority of adolescents in Zambia are living in poverty (Figure 25). Among all 
Zambians living in extreme poverty in 2010, more than 29% were adolescents, mostly boys and living in rural areas. 

AND PROTECTION
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7.2 Adolescent vulnerability and social protection
Extreme poverty, livelihood failure, isolation and exclusion are factors driving vulnerability. Vulnerable children 
and adolescents require consistent, systematic and holistic support within the context of Universal Declaration of 
Human Rights, which identifies the right to social protection in times of need. The need for comprehensive social 
protection has been integrated into Zambian development plans, defined as policies and practices that protect 
and promote the livelihoods and welfare of people suffering from critical levels of deprivation and/or vulnerable to 
risks and shocks. Among the most vulnerable are adolescents who are orphaned and those living with disability.

7.2.1 Adolescents, orphans and vulnerable children
According to the 2010 Census, out of 6,638,301 children below the age of 18, 860,642, or nearly 13%, are 
orphaned, with nearly 56% resident in rural areas. Adolescents make up 63% of all orphaned children. Among 
adolescent orphans, over 24% are double orphans, with 52% residing in rural areas. Moreover, among all double-
orphaned adolescents, nearly 51% are girls.

Figure 26: Orphans and vulnerable children, by age and wealth quintile, 2007 

 
Source: CSO (2007).

Information from the 2006 LCMS indicates that adolescent orphans comprised 71% of all children aged under 
19 years; this increased to nearly 74% in 2010. Among 10-14-year-old adolescents, 19% were orphans. The 
proportion for older adolescents, aged 15-19, was 27%. While over half of adolescent orphans (and 58% of those 
aged 10-14) are paternal orphans, double orphans make up 28% and 32% of adolescents aged 10-14 and 15-
19, respectively. Indeed, of all double-orphaned children in Zambia, 79% are adolescents. For all types of child 
orphans, the proportion is highest among 15-19 year olds, possibly indicating changes in the dynamics of HIV in 
Zambia, especially since introduction of antiretroviral treatment, as demonstrated in Figure 26. In other words, 
the proportion of adolescent children orphaned is decreasing, possibly indicating the impact of interventions 
such as prevention of mother-to-child transmission. While nearly 41% of orphans are adolescents aged 15-19, 
33% are aged 10-14 years. More than half of adolescent orphans live in rural areas. According to the 2007 
ZDHS, almost one in five children is orphaned and vulnerable. The proportion of children under 18 years who 
are orphaned or vulnerable increases markedly with age, from 6% of children under age 2 to 34% of children 
aged 15-17 years, as further shown by Figure 26.

POVERTY
AND PROTECTION
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7.2.2 Adolescents, disability and albinism 
In the 2010 Census, disability was defined as a limitation in the kind or amount of activities an individual can 
do because of on-going difficulties owing to a long-term physical condition, mental condition or health problem. 
This definition does not include short-term disabilities resulting from temporary conditions such as broken legs 
and illness (CSO, 2012a).

Figure 27: Distribution of persons with disability, by age, 2010 

 
Source: CSO (2012a).

Disabled persons comprise 2% of the total population in Zambia. The proportion of disabled persons in rural and 
urban areas is 2.4% and 1.4%, respectively. Western province has the highest proportion, at 2.9%, and Lusaka 
province the lowest, at 1.3%. Women make up 48% of the disabled population. An estimated 1% of the Zambia 
adolescents live with a disability. Adolescents comprise 18.3% of the disabled, with boys and girls making up 
10% and 8.2%, respectively.

Figure 28: Prevalence of disabled people who are adolescents by sex, 2010 
 

REPORT  CARD

Source: CSO (2012a).

For the first time in Zambia, the 2010 Census collected information on albinism, defined there as a condition 
where people have little or no pigment in their eyes, skin or hair. Albinism is caused by inheritance of altered 
genes that do not make the usual amounts of melanin pigment (CSO, 2012a).
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Figure 29: Distribution of albino population, by age and sex, 2010 
 

Source: CSO (2012a).

According to the 2010 Census, the albino population in Zambia was 25,324, with higher numbers in rural areas 
(16,937) than in urban areas (8,387). Lusaka and North-Western provinces have the highest and lowest numbers 
of albinos, at 3,495 and 1,387, respectively. Adolescent albinos aged 10-14 years comprise 14.7% of the total 
albino population, and older adolescents aged 15-19 years 11.3%. Among women albinos, adolescents aged 
10-14 years and 15-19 years make up 14.6% and 11.6%, respectively. For adolescent boy albinos, those aged 
10-14 years and those aged 15-19 years make up 14.9% and 11.1%, respectively.

7.3 Social protection for adolescents
Adolescence is a time when children’s and young people’s relationships with the people and communities 
that surround them can change dramatically. They leave behind childhood and take on new roles: as heads of 
household, earners and citizens, and as adult rights-holders and duty-bearers in their communities and societies. 
Yet much of what is presented in this report indicates a group of citizens experiencing high risks and disparities 
that cannot allow them to realize their human potential. Not only is this group experiencing higher levels of 
extreme poverty, but also this is the group of children most likely to be orphaned and vulnerable. And they are 
also expected to grow up into responsible adults and become carers of the next generation of Zambians. The 
type and amount of support given particularly to orphans and vulnerable children (OVC) in Zambia does not 
reflect the magnitude of their deprivation. 

For example, the 2009 ZSBS assessed the amount of help orphans and vulnerable children received in terms 
of 1) health care; 2) emotional or psychological support; 3) school-related assistance; and 4) social and material 
support such as clothing, food and financial support. Only 19% of OVC lived in households that received at least 
one of the four types of support. Overall, only about 1% of households with an OVC received all four types of 
support; 9% received medical support; 6% received emotional support; 2% received social/material support; 
and about 12% received school-related assistance. 

POVERTY
AND PROTECTION
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Figure 30: Orphaned and vulnerable children whose household receives basic external support, 
2005-2009 
 

Source: UNICEF Zambia and Government of Zambia (2013).

The pattern of external support to OVC in the 2007 ZDHS indicates some similarities to that observed during the 
ZSBS. Eight in ten children lived in households that did not receive any type of support. Only 16% of children 
received at least one type of support. While adolescents were more likely to receive school-related assistance 
(10.2% for 10-14 year olds), they were less likely to receive both medical and emotional support compared with 
children aged less than 10 years. 
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ADOLESCENT USE OF INFORMATION TECHNOLOGY  
AND PARTICIPATION IN DECISION-MAKING 

8.1 Adolescents and use of information and communication technology 
Access to information is essential to increasing people’s and especially adolescents’ knowledge and awareness of 
what is taking place around them, which may eventually affect their behaviour and their participation, particularly 
in decision-making. 

Adolescents’ interactions with the media are constantly evolving. In developing countries, however, 28% of girls 
and 17% of boys aged 15-19 do not watch television, listen to the radio or read a newspaper on a weekly basis. 
Among adolescents who do use the media, the most common form is television, with more than half of all boys 
and girls aged 15-19 in developing countries watching television at least once a week (UNICEF, 2012b).

During the 2007 ZDHS, exposure to the media was assessed by asking how often a respondent read the 
newspaper, watched television or listened to the radio. Overall, adolescent girls aged 15-19 were more likely to 
use all three media at least once a week, at nearly 15%, higher than any other age category among Zambian 
women. This was even higher than the rate for adolescent boys, at 14% (Figure 31). On the other hand, however, 
adolescent boys were the least likely of all male groups to listen to all three media. 

Figure 31: Population using all three media at least once a week, 2007 

INFORMATION

 
Source: CSO (2007).

Although there is generally a lack of information on the use of the internet and information and communication 
technology (ICT) by adolescents, the profile of internet usage is observed to be similar to that of mobile phone 
usage. With the number of people forecast to be using mobile devices to access the internet growing from 14 
million in 2010 to 788 million by 2015, it is important to understand how adolescent users fit into this picture 
(UNICEF, 2012b). Ownership and access to mobile devices in Zambia, especially the mobile phone, has changed 
significantly since 2006, as shown in Figure 32.

TECHNOLOGY
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Figure 32: Access to communication and technology, 2010 

INFORMATION

Source: UNICEF Zambia and Government of Zambia (2013).

Using information collected by the LCMS, ownership of mobile phones by households increased from 24% in 
2006 to 49% in 2010 – an increase of more than 100% in almost five years. While 26% and 18.6% of male- 
and female-headed households owned a mobile phone in 2006, respectively, this had increased to 51.6% 
and 42.6% in 2010, respectively. Rural households saw an increase in ownership from 8.8% in 2006 to 32% 
in 2010. For urban households, the increase was from 53.1% in 2006 to 80% in 2010, a level indicated in 
Figure 32.

The number of mobile phone subscriptions per 100 inhabitants increased from 0.5 in 2000 to 63 in 2011, as 
shown in Figure 33. Although information on ownership of a mobile phone was not collected at an individual 
level to enable determination of ownership by adolescents, 17.6% of households headed by adolescents aged 
15-19 owned a mobile phone in 2006, increasing to nearly 43% in 2010, just below the national average of 
49%. Between adolescent males and females aged 15-19, ownership of mobile phones was 50% and 25%, 
respectively, in 2010.

TECHNOLOGY
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Figure 33: Mobile phone subscriptions per 100 inhabitants, 2011 
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Source: Zambia Information and Technology Authority (2013).

Recent information from a young people’s programme called U-Report indicates increased participation of 
adolescents in the utilisation of ICT, especially SMS technology, to learn and communicate. U-Report is a 
programme led by the Government of Zambia, the National AIDS Council and UNICEF to support the effective 
use of SMS as a catalyst for HIV education and broader health promotion among adolescents and youths. 
Launched in December 2012 in the provinces of Lusaka and Copperbelt, membership increased from less than 
1,000 to 10,545 by June 2013, an increase of more than 950% in six months. Of the 10,545 members, 64% of 
them engaged in 28,293 SMSs with their SMS counsellors in the stated period, indicating the potential of SMS 
technology to involve adolescents in health intervention programmes. 

Figure 34: Trends in Zambia U-Report membership among young Zambians (10-30), December 
2012-February 2014 

 
Source: Government of Zambia et al. (2014.
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Overall, global access to ICT has improved for the general population, as witnessed even in the Zambian setting. 
However, data on adolescent access to and use of ICT are minimal, and standards and definitions that would 
aid data analysis and comparison across countries are lacking. 

8.2 Adolescents and participation in decision-making
Child and adolescent participation is one pillar article of the UNCRC not being effectively dealt with in many 
countries, including Zambia. Adults are usually not comfortable with the notion of adolescent participation, as 
they see adolescents as objects for support rather than subjects with their own capacity to participate actively, 
believing they should neither participate nor have the opportunity to express their views. Adults themselves often 
have limited opportunities to participate, and this also tends to influence their views on adolescent participation 
and cause them to not fully understand what participation is and its value. Adolescent participation is also tied 
up with larger issues of governance, such as whether adolescents are represented on policy-making bodies.

The absence of a common interpretation of child and adolescent participation has revealed uncertainties as to 
what constitutes child and adolescent participation, particularly because practices across and within countries 
are often contradictory (Save the Children, 2010b). 

The International Save the Children Alliance defines child (adolescent) participation as “having the opportunity 
to express a view, influence decision making and achieve change. Children’s [adolescents’] participation is an 
informed and willing involvement of all children [adolescents], including the most marginalised and those of 
different ages and abilities, in any matter concerning them either directly or indirectly. Children’s [adolescents’] 
participation is a way of working and an essential principle that cuts across all programmes and takes place in 
all arenas – from home to government, from local to international levels” (Save the Children, 2010b). 

Adolescents and women participation are important elements of human rights where “every person and all peoples 
are entitled to active, free and meaningful participation in, contribution to, and enjoyment of civil, economic, 
social, cultural and political development in which human rights and fundamental freedoms can be realised.”

Although women’s participation is often recognized within CEDAW as a human rights element, adolescents are 
almost always considered within the human rights context of the UNCRC as children aged 18 years and below.

Women’s participation2 in decision-making varies considerably by different characteristics, according to the 
2007 ZDHS. Overall, adolescent girls aged 15-19 are less likely to participate in major decisions than their older 
counterparts. Adolescent girls are nearly twice less likely to participate in decision-making compared with women 
aged 40-44. The patterns of participation in favour of older women are similar using other socio-economic 
characteristics. Poorer and less educated women are less likely to participate in decision-making compared 
with their more educated and wealthier counterparts, as demonstrated in Figure 35.

2 2007 ZDHS defines women’s participation in four types of household decisions: a) respondent’s own health care; b) making major household purchases; 
c) making household purchases for daily needs; and d) visits to family or relatives».
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Figure 35: Women who participate in all four decisions3, by age and wealth quintile, 2007 
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3 2007 ZDHS on women’s participation in four types of household decisions: a) respondent’s own health care; b) making major household purchases; c) 
making household purchases for daily needs; and d) visits to family or relatives».

Source: CSO (2007). 
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ESTIMATING THE IMPACT OF THE HIV INVESTMENT 
FRAMEWORK FOR ADOLESCENTS IN ZAMBIA 

This chapter aims at estimating the investment to be made by Zambia to significantly impact on adolescent’s 
development, using the HIV/AIDS epidemic as the entry point. The development of an investment case for 
adolescents and HIV in Zambia used the latest data from various sources and applied the UNAIDS recommended 
methodology named “HIV Investment Framework” (Schwartlander B, Stover J, 2011).

This framework allows for estimating the impact of increased access by adolescents in to proven HIV interventions 
(Prevention of mother-to-child HIV transmission, antiretrovial treatment, HIV testing and counseling, condom 
use, voluntary medical male circumcision, and behavioural change communication). 

In addition, the framework notes that adolescent sector investments or areas of human development synergy 
such as education, employment, and economic empowerment, health, child, and social protection, and human 
rights and gender equality programming reinforce and sustain the impact of HIV-specific investments.

A detailed methodology is available in the Appendix.

We describe the impact of two investment scenarios on HIV outcomes for adolescents. 

• Base case (B): In this scenario, coverage of all interventions remains constant from 2013 to 2020.

• Investment Framework (IF): In this scenario, coverage of key interventions increases to the Investment 
Framework targets by 2020 using optimistic and realistic assumptions. 

 
9.1 Reductions in adolescent new HIV infections and AIDS-related deaths
Achieving targets under the HIV investment framework reduces new infections by about 35% and deaths by 39% 
in adolescents aged 10-19 between 2013 and 2020 compared to maintaining constant coverage. 

HIV INVESTMENT
FRAMEWORK



A DOL E S C EN T S  IN  Z A MBI A62

Figure 36: New HIV infections among adolescents under base case (B) and Investment Framework 
(Optimistic and Realistic) scenarios , Zambia, 2010-2030
 

Source: SPECTRUM (Goal Model, Zambia, 2013)

Figure 36 and 37 present the number of new infections and deaths in adolescents from applying the IF strategies 
to the respective populations. 

Figure 37: AIDS deaths among adolescents under base case (B) and Investment Framework 
(Optimistic and Realistic) scenarios , Zambia, 2010-2030

 
Source: SPECTRUM (Goal Model, Zambia, 2013)

Using the realistic scenario as opposed to the optimistic scenario, new infections in adolescents will decrease 
to about 2,784 per year by the end of 2020 with about 2,219 cases of AIDS-related deaths per year. 

HIV INVESTMENT
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9.2 Resource needs in adolescent interventions
As indicated earlier, resource needs for the adolescents are presented based on two scenarios, namely, optimistic 
and realistic. The realistic scenario considers programme performance based on historical data from surveys 
and other existing data sources in Zambia. Figure 38 is based on the optimistic scenario. 

Figure 38: Resource needs for adolescent population under optimistic scenarios , 2013-2020
 

Source: SPECTRUM (Goal Model, Zambia, 2013)

Based on the realistic scenario below and presented in Figure 39, resource needs will increase from US$ 144 
million in 2013, comprising largely programme support (US$ 45 million), treatment (US$ 34 million), OVC support 
(US$ 30 million) and HIV testing and counselling (US$ 14 million) to US$ 219 million in 2020.
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Figure 39: Resource needs for adolescent population under realistic scenario, 2013-2020 
  

Source: SPECTRUM (Goal Model, Zambia, 2013)

Estimated adolescent resource needs for 2020 of US$ 219 million will largely comprise programme support 
(US$ 72 million), treatment (US$ 52 million), OVC support (US$ 28 million) and HIV testing and counselling 
(US$ 35 million). 

It is noted that, while OVC support will decline, possibly because parents will survive to take care of their children, 
all other components will increase, partly because of the demographic nature of Zambia’s young population and 
its related dynamics.

9.3 Cost-effectiveness of the interventions
In terms of the cost-effectiveness of the interventions compared with the base case scenario, Figure 40 presents 
both the optimistic and the realistic scenarios that are discounted at 3%. 

HIV INVESTMENT
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Intervention target period 2013-2020 2013-2020

Scenario Optimistic Realistic

Discounted incremental costs (US$ millions) 340 152

Discounted infections averted (number) 10,583 5,762

Discounted deaths averted (number) 7,861 4,666

Cost per infection averted (US$) 32,136 26,335

Cost per death averted (US$) 43,264 32,519

Discounted at 3%

Figure 40: Cost-effectiveness of interventions compared with the base case

Source: SPECTRUM (Goal Model, Zambia, 2013)
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CONCLUSIONS AND WAY FORWARD

10.1 Conclusions
The development of the legal and policy framework in Zambia has benefited greatly from international and 
regional instruments that have included CEDAW for women as well as adolescent girls and the UNCRC for 
children including adolescents aged 10-18. In fact, the development of the National Gender Policy in 2000 and 
the National Child Policy of 2006 benefited from the two conventions within the context of human rights for 
women and children. Despite these developments, Zambia has not yet fully domesticated certain protocols, as 
witnessed during the Universal Periodic Review (UPR) of October 2012. Moreover, this report card indicates 
that adolescents as an intersection between children and adults will still benefit from investments targeted at 
children below 10 and adults above the age of 18, especially adolescent girls.

It is clear from the global report card that today’s adolescents were born under the auspices and protections of the 
UNCRC. Second, they are the children of the Millennium Declaration, reared during a decade of unprecedented 
global effort to create a more peaceful, prosperous and equitable world, when humanity has promised them 
much, which must be delivered. In fact, it is a known fact that adolescence is the final stage of childhood: a critical 
point at which investment can break the cycle of poverty and result in social, economic and political benefits for 
individuals, communities and nations. 

Evidence from this Zambian report card, however, indicates that 43% of adolescents are living in extreme 
poverty, above the national average, despite robust economic growth averaging 6% in recent years. Second, 
child marriages are common, especially among girls, with nearly one in five girls in marital unions and a further 
2% divorced, separated or already widowed. Third, although school attendance has generally increased for 
both primary and secondary schools, more than half of adolescents aged 10-14 have never attended school, 
with most girls dropping out of school after the age of 10, largely because of unplanned pregnancies, and also 
entering early marital unions, especially in rural areas. Fourth, among economically active Zambians, urban 
adolescents have the highest unemployment rates, with those aged 15-19 peaking at 79%. Fifth, the latest data 
indicate that adolescents comprise 63% of all orphaned children, with nearly one in four being double orphans. 
Despite these high levels of vulnerability, less than one in five households with OVC receive at least one type of 
external support. Sixth, HIV prevalence is twice as high for adolescent girls aged 15-19 at 6% than for boys, with 
only 10% of boys having ever tested for HIV despite over 77% of them knowing where to get tested. Moreover, 
HIV prevalence for adolescent boys increased by nearly 90% between 2001 and 2007. It is of great concern 
to further observe from this report card that higher-risk sexual behaviours are associated with enlightened and 
better-resourced persons from urban areas of Zambia, adults included. 

10.2 Ways forward
Lessons from the global report card on adolescents suggest a six-pronged approach in relation to the way forward. 
First is to adopt a life-cycle approach, whereby children and adolescents have specific characteristics, capabilities 
and needs that evolve throughout the life cycle, and opportunities to advance their rights present at every stage. 

CONCLUSIONS
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In fact, positive interventions during early adolescence can avert negative outcomes in late adolescence. It is 
further suggested that, since “remedial” programmes are costly, it is crucial to strengthen protective aspects of 
the environment for adolescents early on and invest in preventive programmes and policies that can help them.

The second approach is to view adolescence through an equity lens. This means policies and programmes 
to reach the most vulnerable adolescents must be informed by data disaggregated by age, gender, wealth, 
residence and family status, as demonstrated in this Zambian report card. However, many large-scale surveys 
avoid gathering data from young adolescents, especially those aged 10-14, out of concern that they will not 
understand the questions being asked or because of consent issues. It is suggested that such ethical and practical 
considerations be balanced against the need for evidence to inform policies and guide investment in programmes 
to ensure the fulfilment of adolescents’ rights, including their right to express themselves and to be heard.

The third approach is to make better use of data, as earlier indicated, in order to inform programmatic and policy 
decision-making and advocacy. This should include not only data on the risks and deficits facing adolescents, 
but also information on their positive qualities and contributions. Supplementary qualitative data, research and 
analysis will enhance an understanding of existing quantitative data, such as those presented in earlier sections 
of this report card. In fact, programming for adolescents must build on the existing evidence base and must 
incorporate better systems for monitoring the results of interventions.

The fourth approach concerns the inter-sectoral nature of adolescent programme interventions. Since 
adolescents benefit from various sectoral efforts and interventions such as in health, education, nutrition, 
maternal health and HIV and AIDS, these programmes must come together to create the synergies that will 
have a transformative effect on the lives of adolescents. Policy and programme coordination between sectors 
and ministries has been one of the major challenges in programme implementation in Zambia, as evidenced by 
the implementation of development plans in the child and youth sectors over the years. Programme efforts to 
improve the uptake and delivery of high-impact interventions must be adolescent-sensitive in order to achieve 
optimal scale and results. Interventions must be supported through community partnership and sectoral actions 
to address legislative barriers, change harmful social and cultural norms and ensure sustained investment in 
protecting adolescents’ rights and creating opportunities that will reduce adolescent vulnerability.

The fifth approach is to develop services that address the specific needs of adolescents. It is suggested 
that such services be respectful of adolescents, attentive to their concerns, confidential and accessible. These 
must be supported by a cadre of competent professionals who understand adolescents and can be trusted by 
them. Although these concerns are articulated in the Adolescent Health Strategic Plan 2011-2015 of the Ministry 
of Health, this is not the case in most sectors concerned with adolescent issues.

Last, and not least, is the approach to recognize adolescents’ potential as agents of change. Since adolescents 
often take on adult roles as spouses, workers, parents and members of communities, especially in rural Zambia, 
programmes and policies must acknowledge this capacity for real contribution on the part of adolescents to their 
communities, while at the same time ensuring the continued protection of adolescents as children. Involvement 
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of adolescents in decision-making at the centre lacks the necessary mechanisms and has been a challenge 
for Zambia for some time. This is why efforts must be applied to study and understand the revised national 
decentralization policy, which might provide an avenue to engage adolescents at community levels where they 
are most likely to be understood and engaged as potential agents of positive change. 

Following the change of government in September 2011, and the observed realignment of various ministries, 
which have seen changes in portfolios involving children, adolescents and women, it is timely that, using 
comprehensive approaches to child participation, adolescents become an integral part of making decisions on 
issues that affect their lives. The recent revision of the National Decentralization Policy will further give impetus 
to involving adolescents in designing, developing, implementing, monitoring and evaluating programmes in a 
community environment they are familiar with. The poor performance of both the Fifth National Development 
Plan (FNDP) and the Sixth National Development Plan (SNDP) with regard to the child, youth and sports sector 
has not assisted children, and especially the intersectional category of adolescents, who have often been left 
behind in programme designs of the past. Moreover, evidence from implementation of the FNDP and now the 
SNDP indicates still inadequate implementation of programmes that should improve the lives of adolescents, 
especially girls. 

Following the realignment of ministerial portfolios for gender and child development, including community 
development and mother and child health, an opportunity has been presented to look again at the National 
Child Policy, the National Youth Policy and the National Gender Policy and address the various concerns of 
adolescents as highlighted by this report card. 
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APPENDIX 1: 
METHODOLOGY FOR HIV INVESTMENT 
CASE FOR ADOLESCENTS

This analysis uses the Goals model, a module implemented in the Spectrum modelling system that estimates 
the impact of future prevention and treatment interventions. The model divides the adult population 15-49 by 
sex and risk group (not sexually active, low-risk stable couples, medium-risk people engaging in casual sex, sex 
workers and clients, men who have sex with men (MSM) and injecting drug users (IDUs)). The model has been 
set up for Zambia using all available data sources to specify the distribution of the population by risk group and 
the behaviours for each risk group (number of partners, number of sexual acts per partner per year, condom 
use and proportion married). 

The Goals model also has an impact matrix that summarizes the impact literature to describe changes in behaviour 
by risk group as a result of exposure to behaviour change interventions (Bollinger, 2008). 

The model calculates new HIV infections by sex and risk group as a function of behaviours and epidemiological 
factors such as prevalence among partners and stage of infection. The risk of transmission is determined by 
behaviours (number of partners, contacts per partners, condom use) and biomedical factors (antiretroviral therapy 
(ART) use, male circumcision, prevalence of other STIs). Interventions can change any of these factors and, 
thus, affect the future course of the epidemic. 

The Goals model is linked to the AIM module in Spectrum that calculates the effects on children (0-14) and 
those above the age of 49. The AIM module also includes the effects of programmes to prevent mother-to-child 
transmission on paediatric infections. 

Epidemiological data are from the latest national estimate for Zambia prepared using Spectrum. This includes 
surveillance and survey data on HIV prevalence as well as programme data on coverage of prevention of mother-
to-child transmission (PMTCT) and ART programmes. 

International studies are used to set values of the epidemiological parameters such as the risk of HIV transmission 
per act and the variation in the risk of transmission by stage of infection, type of sex act, presence of other STIs, 
use of condoms etc. These are described in Appendix 1. Behavioural data are drawn primarily from national 
surveys (2007 ZDHS, 2006 Biologic and Behavioural Surveillance Survey) (Appendix 2). 

The model is fit to the historical pattern of prevalence in order to replicate the epidemic dynamics.
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Coverage under the Investment Framework scenario

Intervention 2013 Investment Framework target coverage (Target year 2020)

Baseline Optimistic Realistic

General population

Mass media 36% 60% 40%

Community mobilization 22% 50% 40%

Counselling and testing 23% 80% 45%

Condoms 22% 50% 35%

Vulnerable populations

Youth in school 63% 100% 90%

Outreach to sex workers 75% 75% 75%

Medical services

Male circumcision 13% 30% 20%

STI management 31% 70% 50%

Blood safety 100% 100% 100%

ART children* 59% 90% 65%

PMTCT – Option B+** 43% 95% 93%

ART (% of proportion infected)

CD4 350-500 0% 80 40%

CD4 250-350 64% 80% 70%

CD4 200-250 74% 80 80

CD4 <200 93% 93 93

PW 80 60

HIV/TB 80 60

SDC 80 60

Note: * Eligibility for ART for both adults and children changes in 2014 to the new WHO guideline recommendations. For adults this means eligibility at CD4 count <500 
cells/µl plus all HIV+ pregnant women, sero-discordant couples, HIV/TB co-infecteds and HIV/HBV co-infecteds. For children it means eligibility for all HIV+ children 
below the age of five and all others with CD4 counts <500. 
** Percentage of pregnant women on Option B+.
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Interpretation of Investment Framework in relation to adolescents
It is assumed that IF strategies would be applied to the respective targeted populations, for example condom 
use to all sexually active adults, PMTCT to all HIV+ pregnant women and youth in school to adolescents, with 
estimates of the impact of these interventions on adolescent new infections and AIDS deaths.

Number of adolescents in need of services 
To determine the number of adolescents in need of services and thus the number of adolescents receiving the 
intervention, the proportion of the target population made up of adolescents is estimated. For example, to calculate 
the number of adolescents requiring PMTCT services, the proportion of all births to HIV-positive mothers who 
are under age 20 is used. For condom use, the estimate of adolescents as a proportion of sexually active adults 
is used as basis. See Appendix 3 for more on estimates of adolescents in need of services.
 
Estimating costs
The unit costs in the table below are based on Zambian programmes, and most of these are based on costs to 
the target population and not specifically to adolescents. However, estimated adolescent costs as a percentage 
of adult costs are used for adolescents, as presented in Appendix 4.

Current coverage and unit cost of intervention 

Current coverage and unit cost

Intervention Current coverage (%) Unit cost (US$)

Mass media 35.9 0.23 per person reached

Community mobilization 22.0 2.0 per person reached

Voluntary counselling and testing ( 

% of adults tested in past year)

22.8 11.71 per person

Condoms 22.0 0.20 per condom distributed

Youth in school 63.3 203 per teacher trained

Female sex workers 74.5 35 per sex worker targeted 

STI treatment 31.0 8 per STI treated

Blood safety 100.0 11 for screening per unit of blood

Safe medical injection 97.1

Male circumcision 13.0 105 per adult circumcised (CHAI)

ART (of those in need) 86.0 280 per person per year (CHAI)

REPORT  CARD



A DOL E S C EN T S  IN  Z A MBI A76

Parameter Value Source

Transmission of HIV per act (female to male) 0.0011 Baggeley and Fraser (2010); Gray et al.

Multiplier on transmission per act for

- Male to female

- Presence of STI

- MSM contacts

1.0

8

2.6

Galvin and Cohen (2004) 2.2-11.3

Powers et al. (2008) 5.1-8.2

Vittinghoff et al. (1999)

Relative infectiousness by stage of infection

- Primary infection

- Asymptomatic

- Symptomatic

- On ART

9 –

40

1

7

0.04   – 

0.08

Boily et al. (2009) 9.17 (4.47-18.81)

Pinkerton (2008)

Reference stage

Boily et al. (2009) 7.27 (4.45-11.88) 

Cohen et al. (2011)

Attia et al. (2009)

Efficacy in reducing HIV transmission

- Condom use

- Male circumcision

- PrEP

- Microbicide

0.8

0.6

0.55   – 

0.73

0.6

Weller and Davis (2004)

Auvert et al. (2005), Gray et al. (2007),  

Bailey et al. (2007) 

Grant et al. (2010) 

Partners PrEP Study

Karim et al. (2010) 

Epidemiological parameters 
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Inputs to the Goals model
Parameter Value Source

Distribution of population by risk group

Percentage of males 

Not sexually active (never had sex) 17.0% ZDHS 2007

Low-risk heterosexual (one partner in past year) 49.2% Calculated

Medium-risk heterosexual (more than one partner in past year) 29.1% ZDHS 2007

High-risk heterosexual (client of sex worker) 4.7% ZDHS 2007

IDU

MSM 0.1% MOT Zambia 2009

Percentage of females

Not sexually active (never had sex) 14.3% ZDHS 2007

Low risk heterosexual (one partner in past year) 70.7% Calculated

Medium-risk heterosexual (more than one partner in past year) 14.5% ZDHS 2007

High-risk heterosexual (sex worker) 0.6% MOT Zambia 2009

IDU

Percentage of IDU sharing needles

Condom use in last sex act (latest available, plus earlier years if available)

Low risk 4.7% ZDHS 2007

Medium risk 43.7% ZDHS 2007

High risk 80.3% UNGASS Zambia 2012

MSM 6.0% MOT Zambia 2009

Number of partners per year

Male

Low risk 1.0 Definition

Medium risk 2.0 MOT Zambia 2009

High risk 5.0 MOT Zambia 2009

MSM 3.0 MOT Zambia 2009

Female

Low risk 1.0 Definition

Medium risk 2.0 MOT Zambia 2009

High risk 104.0 MOT Zambia 2009

Sex acts per partner

Low risk 80.0

Medium risk 55.0

High risk 4.0 MOT Zambia 2009

MSM 10.0 MOT Zambia 2009

Age at first sex

Male 17.9 ZDHS 2007

Female 17.2 ZDHS 2007
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Percent married or in union

Male

Low risk 100.0% Definition

Medium risk 28.2% ZDHS 2007

High risk 39.4% ZDHS 2007

IDU

MSM

Female

Low risk 100.0% Definition

Medium risk 3.2% ZDHS 2007

High risk

IDU

STI prevalence (latest available, plus earlier years if available)

Male

Low risk 5.6% ZDHS 2007

Medium risk 5.7% ZDHS 2007

High risk 9.0% MOT Zambia 2009

MSM 19.0% MOT Zambia 2009

Female

Low risk 4.7% ZDHS 2007

Medium risk 4.2% ZDHS 2007

High risk 51.0% MOT Zambia 2009

Coverage of behaviour change interventions

General population

Community mobilization

Mass media 35.9% ZDHS 2007

Voluntary counselling and testing (% of adults tested in past year) 22.8% UNGASS Zambia 2012

Condoms 2.0% UNGASS Zambia 2010

Youth in school 63.3% UNGASS Zambia 2010

Youth out of school

Workplace 85.0% UNGASS Zambia 2010

Most-at-risk populations

Female sex workers 74.5% UNGASS Zambia 2010

Medical Services

STI treatment 31%

Blood safety 100.0% UNGASS Zambia 2010

Post-exposure prophylaxis 21.0% MOT Zambia 2009

Safe medical injection 97.1% ZDHS 2007

Male circumcision 15.0% UNGASS Zambia 2010
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APPENDIX 3: 
ADOLESCENTS IN NEED OF SERVICES 
Intervention Adolescents in need of services Notes

Basic programme

PMTCT 8% % of births to mothers <20 years of age

Condom promotion 14% Adolescents as % of sexually active adults

Key populations 15% Average from surveys on age distribution

ART (minus ART in PMTCT) 18.5% Need for ART by age

Opportunistic infection treatment (included in ART) 18.5% Need for ART by age

Provider-initiated C&T 49% Adolescents as % of adult population

Male circumcision 31%

Workplace (proxy for BC programmes) 49% Adolescents as % of adult population

Critical enablers

Social enablers

Voluntary counselling and testing 49% Adolescents as % of adult population

Community mobilization 49% Adolescents as % of adult population

Mass media 49% Adolescents as % of adult population

Political commitment and advocacy 1% Calculated as % of direct service delivery 

costs. The same as for all adults 

Laws, legal policies and practices 1% Calculated as % of direct service delivery 

costs. The same as for all adults

Human rights 1% Calculated as % of direct service delivery 

costs. The same as for all adults

Programme enablers

Management and incentives 3% Calculated as % of direct service delivery 

costs. The same as for all adults

Research and innovation 1% Calculated as % of direct service delivery 

costs. The same as for all adults

Monitoring and evaluation 1% Calculated as % of direct service delivery 

costs. The same as for all adults

Programme communications 2% Calculated as % of direct service delivery 

costs. The same as for all adults

Procurement and logistics 1% Calculated as % of direct service delivery 

costs. The same as for all adults

International support 3% Calculated as % of direct service delivery 

costs. The same as for all adults
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Synergies with development sectors

Youth in school 100% All are adolescents

Family planning 14% Adolescents as % of sexually active adults

GBV 31%

Prisoners 13% Half of adolescent % of all adults

STI management 14% Adolescents as % of sexually active adults

Blood safety 49% Adolescents as % of adult population

Post-exposure prophylaxis 49% Adolescents as % of adult population

Safe injections 49% Adolescents as % of adult population

Universal precautions 49% Adolescents as % of adult population

AIDS orphans 63% Orphans ages 10-17 as % of total

APPENDIX 4: 
COMPUTED COSTS FOR ADOLESCENTS 
AS % OF TOTAL ADULT COSTS
Intervention Costs as % of adult costs % mark-up over adult costs

% value Description of calculation of % Level % value

PMTCT 8% % of births to mothers <20 years of age Medium 25%

Condoms 15% Sexually active persons age 12-19  

as % of sexually active adults

High 40%

Key populations 15% Average from surveys on age distribution Medium 25%

Treatment 19% Persons in need of ART age 10-19  

as % of adults in need of ART

High 40%

Voluntary medical male 

circumcision

44% Newly circumcised persons age 10-19  

as % of new adult circumcisions

Medium 25%

HIV testing and counselling 54% Persons age 10-19 as % of adults High 40%

Workplace 25% Persons age 15-19 as % of adults High 40%

Youth 100% All None 0%

Mass media 54% Persons age 10-19 as % of adults Medium 25%

Community mobilization 54% Persons age 10-19 as % of adults Medium 25%

STI 15% Sexually active persons age 12-19  

as % of sexually active adults

Medium 25%

Health services 54% Persons age 10-19 as % of adults Medium 25%

OVC support 63% Orphans age 10-17 as % of total orphans None 0%

Programme support 54% Persons age 10-19 as % of adults None 0%



R EP OR T C A RD 81



A DOL E S C EN T S  IN  Z A MBI A82

Credits
Production: Julie Pudlowski Consulting

Photography: © UNICEF/ Nesbitt, © UNICEF/ Pudlowski



R EP OR T C A RD 83



A DOL E S C EN T S  IN  Z A MBI A84

Office of the Representative
UNICEF Zambia
PO Box 33610, Lusaka, Zambia
Tel: +260/211.374200
Fax: +260/211.253389
lusaka@unicef.org
www.unicef.org/zambia

 unicefzambia

 @unicefzambia

Julie
Sticky Note
Kindly confirm that the address is still correctConfirmed.




