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EXECUTIVE SUMMARY

In 2008, UNICEF produced a very comprehensive Situation Analysis (SitAn) of Children and Women that assisted 
in discussions with Government and partners on the main issues related to these populations in the country. 
Since that date, the country has progressed, improving its social and economic situations to the point that in 
2011 it was ranked as a lower-middle-income country. 

Taking into consideration all the changes the country has faced in recent years, the objective of this document 
is to provide an update on the situation of children and women in Zambia, identifying recent patterns and trends 
in terms of inequalities. The ultimate objective is to contribute to the debate on how to continuously improve the 
lives of children and women, creating opportunities for the full realisation of their rights to survival; to develop 
to the fullest; to protection from harmful influences, abuse and exploitation; and to participate fully in family, 
cultural and social life. 

The Updated SitAn process happened in parallel with the UNICEF 2013 Mid-Term Review, so the discussions 
and different versions of this document were inputs into the debates in that process. The Updated SitAn was 
commissioned by UNICEF, and had the support of Government and other international partners in the country. 

The challenge in the 2013 Updated SitAn was to focus on bottlenecks without being limited to a list of immediate, 
underlying and structural causes that affect children and women. The idea was that the Updated SitAn would 
tell a story, explaining the situation of children and women based on evidence. This is one of the reasons why a 
slightly different approach was used for this updated document. The 2013 Updated SitAn uses a complementary 
approach that combines causes and critical determinants into a more comprehensive approach, not only based 
on the cause–effect relationships but also taking into consideration the complexity that influences the life of 
children and women. 

Inequalities guided discussion in this document. The idea is that inequalities are much greater than just 
“difference”. Difference, or diversity, is characteristic of human society in the economic, social, civil and political 
spheres. Indeed, the freedom to make choices that reflect or generate our differences is fundamental to the most 
powerful articulations of what we mean by development. Difference also creates aspiration and competition, which 
drives economic as well as political systems in many countries. Beyond difference, discussion on inequalities 
is often about fairness and social justice. Inequalities predominantly affect individuals and groups suffering 
multiple human rights deprivations.

The following are the main inequities identified in Zambia; whenever possible, the analysis of the updated SitAn 
considered them: 

• Geographical dimension, subdivided into:
- Rural/urban
- Intra-city (within the large cities of Zambia – townships and peri-urban)
- Provinces
- Districts

SUMMARY
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• Gender

• Household socio-economic status

• Age

These dimensions can also be combined into two broad categories: economic inequalities and social 
inequalities. The Updated SitAn shows that, in Zambia, poverty (economic reasons) drive a number of 
inequalities, whereas norms or roles (social reasons) drive others – and that in several instances a combination 
of both is at work.

Zambia has a very young population structure. Census data estimates the child population (18 and younger) 
at 52.5% of the overall country population. The child population is still bigger in rural areas than in urban areas 
(55.4% and 48%, respectively) and women represent 50.7% of the country’s total population. 

In recent years, Zambia’s economic growth has been steady. Total national income rose by more than 56% over 
the period 2002-2010 (based on an average 5.7% annual real gross domestic product (GDP) growth and annual 
population growth averaging 2.8%). In comparing the country with other lower-middle-income countries and the 
Sub-Saharan African region, GDP growth has been above average since 2008. 

The economic benefits the country has seen in recent years have not trickled down to the overall population. 
Around 60% of the Zambian population lives in poverty. Over 40% are considered extremely poor in the sense 
that they cannot meet their daily basic subsistence needs. In absolute numbers, this corresponds to 7.9 million poor 
people, including 5.5 million who live in extreme poverty. Based on Human Development Index (HDI) standards, 
Zambia is still considered a low human development country. Zambia’s HDI for 2012 was 0.448 – positioning 
the country at 163 out of 187 countries and territories. Poverty is spread out in terms of regions, districts and 
gender, but children are the most affected. 

Poor children are boys and girls who live in families whose income falls below the poverty line. Typically, this 
means (i) their parents have no or only primary education; (ii) they live mainly in rural areas – although poverty 
has become evident in urban areas as well; (iii) their household has no safe drinking water or proper sanitation, 
and no electricity; (iv) they likely suffer from malnutrition; and (v) they have limited access to quality and affordable 
health and education services. Poor children are more likely to enter school late, and, if they do, they are more 
likely to drop out before completing secondary education. If the child is a girl, there is a high chance she will 
have sexual intercourse with an older man when she reaches puberty. She might also get pregnant and drop 
out of school at around 14 or 15 years old. She may be given a chance to re-enter but the pressure to take care 
of her newborn is too high. As such, poverty in Zambia is transmitted from generation to generation. 

Across all age groups, the proportion and absolute number of children (0-18 years old) living in poverty is much 
higher than for any other age group. Of the total child population in Zambia, 4.6 million children and adolescents 
lived in poverty in 2010, representing 65% of that population. Around 46% of children and adolescents live in 
extreme poverty. Child poverty is predominantly rural: 85% of poor children live in rural areas (around 3.89 
million children). 

In comparing the 0-18 age group with the whole population living in poverty, children represent 58% of the latter. 
In terms of extreme poverty, 59% of all people living in that condition in 2010 were children.

The distribution of the poor child population does not follow the overall population distribution in the country. For 
example, Lusaka has 17% of the total population of the country, but only 5% of the poor child population. On the 
other hand, Southern province has 6% of the overall population and 15% of poor children. This means public 
policies that target high-density areas are not necessarily reaching largest number of poor children. 

At district level, adult poverty and poverty among children are very evident:

• In 61 out of the 72 districts in the country, 50% or more of the overall population is living in poverty.

• In 62 districts, 50% or more of the child population (0-18) is living in poverty.

• In 69 districts, the percentage of children living in poverty is higher than the percentage of adults living in 
poverty.

• In 71 districts, the percentage of children living in poverty is higher than the country’s average (60%). 

The twin effects of poverty and inequality are globally recognised as a major detractor of development in general 
and of human development in particular. While economic growth as a facilitator of development is uncontested, 
there is increasing evidence to shows growth accompanied by increasing inequality is unsustainable and 
inefficient. Poverty in Zambia underpins  all developmental areas, as this document shows. 

The child’s right to survive and develop 
Mother and child mortality rates have improved on what they were 10 years ago, but are still very high. Major 
causes are interrelated and can be attributed to two groups of factors: (i) causes related to water, sanitation 
and garbage management; and (ii) causes related to lack of appropriate care for pregnant women (antenatal 
care (ANC)), attention at birth and care in the initial stages of life of the child (postnatal care), including nutrition. 

Lack of proper water, sanitation and garbage management affects children and women differently throughout 
the life cycle.  Early in life, water- and sanitation-related diseases such as diarrhoea, measles and pneumonia 
are one set of causes of child and maternal mortality. Later, poor WASH increases the risk of diseases and the 
number of diarrhoea cases, leading to school absence and nutritional and health problems that can have life-
long negative impacts. 

Census data on water and sanitation highlight the rural–urban dichotomy. In rural areas, 50.4% of drinking water 
comes from safe sources. Meanwhile, in urban areas, 84.4% of drinking water is from safe sources. In terms of 
intra-city disparities, 94% of houses in the better-off neighborhoods have access to safe water in comparison 
with 81% of houses in poor residential areas. In poor neighborhoods, 28% of houses have access to public taps, 
meaning they do not have running water at home, and it is mainly children and women who have to carry their 
water home. In the better-off areas, only 6.6% fetch their water from public taps. 

Sit AnSUMMARY
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Although data from the 2007 Demographic and Health Survey (DHS) shows that 94% of women received ANC 
from a skilled provider (doctor, clinical officer, nurse or midwife) during their last pregnancy, only 60% of women 
aged 15-49 who had had a live birth in the five years preceding the survey had made four or more ANC visits, 
matching the international standard recommended by the World Health Organization (WHO). Of those who went 
to see a doctor before delivery, the majority (87%) received ANC services from a nurse or midwife; 5% received 
services from a clinical officer and only 2% from a doctor.

In general, 52% of deliveries reported in the 2007 DHS happened at home (91% in rural areas and 9% in urban 
areas). Skilled health workers attended less than half of all births in Zambia. More than 80% of the births attended 
to by skilled workers were in urban areas. Also, according to the 2007 DHS, 92% of mothers in the richest quintile 
had professional support during delivery. For the lowest quintile, it was only 27%.

Only 39% of mothers reported in the 2007 DHS that they came back for post-natal care within two days of 
delivery. This number likely represents an overestimate since it does not include mothers who do not deliver at 
health facilities, and whose babies are unknown.

The lowest wealth quintile is worse-off than the highest quintile. Poverty status determines the number and the 
quality of ante- and post-natal visits, and where babies are born. For mothers in the lowest quintile, the tendency 
is to have fewer ante- and post-natal visits and to deliver at home. For mothers in the highest quintiles, the chance 
of having the baby delivered assisted by qualified health staff is much higher. This makes a difference in terms 
of quality of the delivery, testing for HIV/AIDS and prevention of future diseases.

Malnutrition is the most widespread but least addressed public health problem in Zambia. A child’s nutrition 
is to a large extent affected by poverty and water and sanitation vulnerabilities. Consumption patterns provide 
evidence of this phenomenon. Poor households in Zambia spend a large share of income on food. As their 
resources are limited, their priority is food security. Rich households eat better, as they have a higher income 
that allows them to have access to better overall nutrition and diet variety. Low-quality nutrition in adults and  in 
particular amongst pregnant women and young mothers, ends up affecting children at early ages. 

The prevalence of stunting in children under five stands at 45% (CSO, 2007), is above the average for Sub-
Saharan Africa (42%). About 9% of children under five have a low birth-weight (less than 2.5 kg), which is a 
reflection of intra-uterine growth retardation and maternal malnutrition. This figure is likely to be under-estimated 
considering that a large proportion of newborns are not weighed at birth in Zambia.

Although stunting is present in all geographical areas and across all socio-economic groups of the Zambian 
population, these are exacerbated by inequalities: (i) poverty status: children from extremely poor households 
(52%) are more stunted than children from wealthier households (40%); (ii) area of residence: the proportion 
of stunted children is higher in rural areas (48%) than urban areas (42%) (CSO, 2007). Along the same lines, 
the National Nutrition Surveillance System (NNSS) shows malnutrition among women of reproductive age is 
higher in rural than in urban areas, with 11% of women aged 15-49 classified as underweight in rural areas 
compared with 7% of women in urban areas (Ministry of Health, 2009c); (iii) province: for example, children 
from Northern province are more likely to be stunted than children from Southern province (53% and 40%, 
respectively); and (iv) mother’s education level: the proportion of stunted children decreases as the mother’s 
education level increases. 

The child’s right to be free from HIV, malaria and other diseases
According to estimates by the Joint UN Programme on HIV/AIDS (UNAIDS), between 900,000 and 1.1 million 
people in Zambia live with HIV. This represents approximately 13% of the country’s population. Urban areas 
still have a higher HIV prevalence than rural areas (20% and 10%, respectively). However, numbers are growing 
in rural areas. Women (16.1%) are more likely to be HIV positive than men (12.3%). There are two reasons for 
this. First, women are more frequently tested (owing to ANC). Second, they are exposed to the disease due to 
entrenched forms of discrimination and harmful traditional practices. According to the 2007 DHS, comparing 
2007 to 2001 data, prevalence of HIV/AIDS has reduced among women but has been increasing for men in 
all age groups. 

HIV prevention strategies differ according to age group. For children 0-14, transmission from an HIV-positive 
mother to her child during pregnancy, delivery or breastfeeding is one of the key drivers of AIDS. 

Through the implementation of its prevention of mother-to-child transmission (PMTCT) programme, Zambia has 
made significant progress (National AIDS Council, 2012). The proportion of pregnant women put on prophylaxis 
to prevent HIV transmission to infants increased from 61.9% in 2008 to 84.5% in 2011. The risk of children 
acquiring HIV from their mothers in Zambia went down from 30-45% before the era of antiretroviral therapy 
(ART) to 22% in 2010 and 9% in 2011 at age six weeks. However, infants can still acquire HIV infection during 
the breastfeeding period. In addition, children 0-14 living with HIV accessing ART remain low in number (34% 
compared with 80% adult coverage).

For adolescents, prevention involves improved knowledge, behaviour change and the empowerment of girls and 
young women. Official data shows very low levels of knowledge about the disease and low levels of condom use 
in sexual relations between adolescents. Even when knowledge on HIV is present, use of preventive measures 
is low. Furthermore harmful traditional practices may expose young girls to older men, and sexual relationships 
may occur without the use of condoms. Sexual education among young boys and girls is still a taboo in the 
country, and the unfortunate result is a large number of young girls getting pregnant and high prevalence of HIV. 

Data from the Government of Zambia shows a lack of ART coverage for all populations identified with HIV. Data 
is not disaggregated by area or economic status. However, access to ART might be more constrained in rural 
areas and for poor populations. 

Almost 50% of the population in Zambia is infected with malaria. According to the National Malaria Control 
Centre, the disease accounts for 40% of all outpatient attendance, up to 40% of all infant mortality and 15-20% 
of deaths in children below five years of age. The human and economic impact of the disease is a serious curb 
on economic development, either directly – through the costs of health care and hospitalisation – or indirectly, 
through workdays lost to personal illness or caring for a sick child. Malaria accounts for 6.8 million disability-
adjusted life years lost in Zambia – more than respiratory infections (5.4 million) or HIV/AIDS (3.2 million). Children 
are the most affected. Recent data shows the percentage of infected children below five years has reduced in 
recent years; however, the decline between 2010 and 2012 was very small, mainly in rural areas.  

Among other diseases with a severe impact on boys and girls in Zambia are pneumonia (acute respiratory 
infection), diarrhoea and cholera. These have a clear relationship with lack of proper nutrition and poor quality of 
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water, sanitation and garbage management in the environment where children live. As is to be expected, children 
in rural areas are more affected by these diseases, although they are on the rise in peri-urban areas as well. 

As a result of better physical living conditions and better nutrition, richer families spend a relatively small 
proportion of their income on health and have a better health prevention status. Interestingly, poor populations 
spend relatively little on health as well, despite the fact that they live under disadvantaged conditions. The reason 
for this is that the Government provides free basic health care and drugs in health centres and hospitals. The 
issue, rather, is the quality of health prevention and treatment. Better-off children are not often sick; they can 
attend school regularly and avoid future health problems. Even when they are sick, these children receive better 
treatment, improving the chances of becomes healthier quicker. Poor children are sick more frequently, which 
jeopardises learning conditions and has a negative impact on their future health. Access to better water and 
sanitation helps to avoid constant diarrhoea and other water-borne diseases. These simple facts make a great 
difference in terms of actual and future health outcomes for children. 

The child’s right to education
Investment in education is the most important strategy to improve equity, realise human rights and reduce 
poverty. There is a clear relationship between poverty and school achievement. Anywhere in the world, those 
who finish their tertiary degree have a much higher chance of not being poor than those who do not finish primary 
education. In Zambia, a household head with no or only primary education is seven times more likely to live in 
poverty than someone with at least tertiary education. The main issue is that families and children receive the 
benefits of formal education only in the future; meanwhile, they need to survive on a day-to-day basis. There is 
no incentive to send a child to school if that child could contribute in the short run to meeting a family’s basic 
needs. Even in the long run, there may be little (perceived) difference in future income opportunities between a 
child who completes primary education and one who stays in school for only a couple of years.

Early childhood education is still incipient in Zambia. The number of children who frequent such schools is very low, 
and most of the facilities are financed by charities or through the private sector. Primary education is free in Zambia, 
and the country has showsn strong progress on the main indicators for this level. However, creating a real dent in 
future poverty will only happen by ensuring children complete at least secondary or tertiary education. Currently, only 
few students graduate into secondary education and even fewer go into tertiary education. According to the Ministry 
of Education, in 2011 522,000 students were enrolled in Grade 1; 220,000 in Grade 8; 86,000 in Grade 10; and 76,000 
in Grade 12. In terms of tertiary education, 14,000 boys and girls are enrolled at all levels of the university system.

In comparing data from the 2010 Census with the 2011 Annual School Census, Zambia has around 3.7 million 
children who should be in school but are not (aged 7-18). Most probably, these children are involved in non-paid 
agricultural work to help their families, work in low-paid jobs in the informal sector or simply stay at home, without 
high expectations for their present and future. The country faces two problems related to school attendance. 
First, children enter school late. This is mainly because of distances to schools, lack of transport and child 
labour. Second, children begin dropping out of school at around age 13. This is mainly for the same reasons, 
plus early pregnancy and marriage for girls, and also because of the introduction of school fees: Grade 8 (age 
13) is when the system transitions from free education (primary school) to paid education (secondary school). 

Girls leave school earlier and more often than boys, mostly as a result of early marriage and early and unplanned 
pregnancies, which has been increasing in the country in recent years: the number of pregnant girls in Grades 1- 9 
increased from 3,663 cases in 2002 to almost 14,000 cases in 2011. For Grades 10-12, the numbers increased 
from 765 in 2002 to nearly 1,800 in 2011. These numbers shows a clear relationship with women’s empowerment 
and reflect the precarious situation of women in Zambia. 

The net attendance rate is a good way to capture the number of individuals attending school who are in the correct 
grade for their age.1  The indicator “penalises” the country if children are enrolled but in the wrong grade for their 
age. When disaggregated by socio-economic status, it highlights inequality as driven by poverty. Inequality in 
terms of net attendance between the extremely poor and the non-poor is 9.5 percentage points for Grades 1-4 
and almost 30 points for Grades 10-12. Even with an overall low rate for the non-poor in Grades 10-12, three 
times more non-poor children than poor children are enrolled in these grades. 

This indicator is the first in a set of three evidence categories that help in determining the future of the country 
in terms of education if nothing is done. Non-poor families are keeping their children at school; poor families are 
not. To reduce the gap between poor and rich, more poor children need to enrol in and stay at school. 

A second set of evidence is related to the consumption patterns of poor and rich families in Zambia. Rich families 
spend more on education for adults – meaning better job qualifications – and on their children2 – translating in 
better opportunities for the future. Poor households basically have one option, which is to have their children 
in tuition-free public schools, and, at some point, if they can, to pay fees and other costs so they can complete 
secondary school. 

Finally, the third set of evidence relates to the opportunity children have to move into the tertiary education 
system. Back in 2001, data from the Ministry of Education showed 1.97 million children enrolled in Grades 1-9. 
On average, in Zambia, 15% of enrolments between Grades 1 and 9 concern Grade 1. Therefore, one would 
expect around 297,000 children to be enrolled in Grade 1 in 2001. Those children are the ones who should be 
in the university system in 2012/13 if they completed their education without any delays or repetition – which is 
rare in the country. In 2012, data from the Ministry of Education shows some 14,000 boys and girls enrolled in 
tertiary classes in the University of Zambia and Copperbelt University. As the data do not specify how many 
students entered university in 2012, this is estimated at 3,520 students.3  From this, it can be estimated that 
only 1% of the children who entered Grade 1 in 2001 graduated to university level and had access to a better 
education, creating a better economic and social prospective. 

Students from poor families also suffer in terms of quality of education. Data from the Ministry of Education shows 
that poor children studying at rural schools have the worst scores in the country. They study in schools with no 
electricity and no running water. Children from private schools have the best scores, and all the amenities that 
incentivise the use of new technologies for learning, improving their chances of a better future.  

Sit An

1 The standard definition of the net attendance rate is “the number of pupils in the official age group for a given level of education who attend school in that 
level, expressed as a percentage of the population in that age group”.
2 Although this is fairly equally spread when expressed as a proportion – probably reflecting tuition fee exemption.
3 The average university degree is four years. The number of students entering the tertiary system is equivalent to one-quarter of the total number of students 
in universities. 
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The child’s right to grow up free from violence, neglect and exploitation
Birth registration is the foundation for safeguarding many of the child’s civil, political, economic, social and 
cultural rights. In Zambia, only 17% of the 0-17 year old population has a birth certificate. This document is 
unknown by many families that do not have the incentive to obtain one. 

Child labour is concentrated in agriculture, and in domestic labour, mainly small household chores related to 
fetching water, helping with young siblings and cattle rearing. The share of rural children in employment in 2008 
was three times that of their urban peers. There is also a regional component in this phenomenon: in 2008 16% 
of children in Lusaka worked, compared with 55% in Eastern province and 52% in Northern province; and an 
age component: child economic activity rises sharply with age, but numbers of even very young working children 
are far from negligible. Around 14% of seven year olds and 22% of eight year olds are already in employment.

Child trafficking is a hidden violation of the rights of children in Zambia, and encompasses national and 
international components. There are no data or estimations related to child trafficking, given its nature, but 
anecdotal evidence points to considerable numbers of children brought to urban areas of the country for domestic 
work. In terms of international trafficking, some cases of child trafficking to and from neighbouring countries 
have been reported, mainly for labour, but some for prostitution.

Poverty strikes hard in terms of psychological and physical violence and abuse; however, it is not the only 
variable that explains violence against children and women in the country. Issues related to the protection of 
children and women should be also interpreted using the dual legal system of the country: customary law and the 
modern legal system sometimes do not agree in terms of response to violations involving vulnerable populations. 

The extent of gender-based violence (GBV) is difficult to measure, as few incidents are reported, either 
because women fear reprisals, are ashamed, expect to endure violence at the hands of male family members 
or feel there is no one of trust to report to. There is a cultural preconception involved in GBV that is present even 
in those who suffer from violence. According to the 2007 DHS, 62% of women feel wife beating is justified in 
certain circumstances. This perception does not change with age but is highly influenced by the education of 
the woman: the more educated, the lower the acceptance of violence. Wealth is not as effective a determinant: 
47% of women in the wealthiest quintile still believe domestic violence is justifiable under certain circumstances. 

Child marriages are frequent in Zambia. According to an assessment by the Ministry of Gender and Child 
Development, within Zambia 46% of all women were married under 18 years of age. Data is not disaggregated 
by wealth or any other factor that allows for an inequality analysis; however, qualitative assessments point to the 
fact that poor girls living in rural areas are those who get pregnant at an early age and end up marrying. These 
girls drop out of school, and are at higher risk of continuing to live in poverty. In addition, the risk of being infected 
with HIV/AIDS and/or other sexually transmitted diseases is very high among these populations. 

Using 2010 Census data, in proportional terms, the orphan population represents 16% of the 0-18 urban 
population, and 11% of the rural population in the same age group. However, in absolute terms, 56% of the orphan 
population is located in rural areas. From the total of 861,000 orphaned children in the country, 185,000 have 
lost both father and mother. Most of the orphans in the country are orphaned because of HIV/AIDS. UNAIDS 
estimates shows that around 680,000 orphans were orphaned by the disease in 2011.

Economic factors play an important role in orphanhood. According to the 2010 Living Conditions Monitoring 
Survey (LCMS), 53% of orphans in the country come from small-scale houses – houses characterised as poor 
in rural areas of the country, and used in this document as a proxy for extreme poverty households. In contrast, 
less than 3% are from the high-cost stratum – rich households located in urban areas of the country, used as 
proxy for rich households. In terms of intra-city inequalities, 74% of orphans in urban areas come from low-cost 
households and 7% from high-cost households. 

In terms of schooling, Census data from 2010 confirms that 14% of the orphan population of school age (7-17 
years old) have never attended school. There are no major disparities in terms of orphan boys and girls who have 
never attended school, but a significant difference in terms of place of living: 79% of orphan children who have 
never attended school live in rural areas of the country. Among those who went to school, 10% had stopped at 
the time of the Census. The general attendance rate for orphaned children in Zambia is 76%, with variations in 
terms of age and place of living. 

The adolescent population presents a major challenge to the country in the coming years. This population 
has suffered high HIV incidence; if they were not born infected with HIV, some are contracting it because of the 
absence of appropriate measures, caused by insufficient information, mistaken behavioural attitudes and/or lack 
of empowerment (in this case, this relates mainly to adolescent girls). It is also the population that has come of 
age with a deficiency of appropriate water and sanitation, causing them to experience constant health issues 
that end up having a negative impact on their learning and professional skills. 

In terms of economic prospects, most children dropping out school do so when they are becoming adolescents, 
before entering secondary level. They are not learning the necessary educational and working skills that could 
help them in the future. This is the population that is facing high levels of unemployment in the cities, and is 
frequently found in the informal market. In addition, girls are leaving school in great numbers because of early 
pregnancy and/or marriage. This combination of factors is leading a large proportion of today’s population into 
tomorrow’s poverty. 

Adolescent participation is important to ensure children partake in decision making on issues that affect their lives, 
especially when they are involved at the community level. Adolescents, when involved in decision making through 
participation, become agents of positive change for their communities, especially on issues that concern them.
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CHAPTER 1.  
INTRODUCTION TO THE SITUATION ANALYSIS

1.1 Objective of the 2013 Updated Situation Analysis
In 2008, the UN Children’s Fund (UNICEF) produced a very comprehensive Situation Analysis (SitAn) of Children 
and Women that contributed to discussions with the Zambian Government and partners of the main issues related 
to these populations in the country. Since then, the Zambian Government and its partners have produced a 
series of data, surveys and analysis that have helped enable a better understanding of the situation of children 
and women. The country has also changed, and improved its economic situation so that in 2011 it was ranked 
as a low-middle-income country. 

Taking into consideration all the changes the country has faced in the past years, the objective of this document 
is to provide an update on the situation of children and women in Zambia, identifying recent patterns and trends 
in terms of inequalities. The ultimate objective is to contribute to the debate on how to continuously improve the 
lives of children and women, creating opportunities for the full realisation of their rights to survival, to develop to 
the fullest, to protection from harmful influences, abuse and exploitation and to participate fully in family, cultural 
and social life. All this lies within the four core principles of the UN Convention on the Rights of the Child (UNCRC): 
non-discrimination; devotion to the best interests of the child; the right to life, survival and development; and 
respect for the views of the child. On women, the Convention on the Elimination of All Forms of Discrimination 
Against Women (CEDAW) and the implementation strategy through the Beijing Platform for Action are particularly 
significant, and frame this Updated SitAn. 

The Updated SitAn process happened in parallel with the UNICEF 2013 Mid-Term Review process, so the 
discussions for and the different versions of this document were used as inputs for the discussions for the latter 
process. The Updated SitAn was commissioned by UNICEF, and had support from the Government and other 
international partners in the country. The SitAn process was also used in Government management processes 
as a tool in the discussions that routinely take place in terms of strategies for children and women. 

1.2 Methodological framework of the Situation Analysis
The Updated SitAn adopted a human rights framework that assumes rights are interdependent and interrelated. 
The realisation of one right often depends, wholly or in part, on the realisation of others. For instance, realisation 
of the right to health may depend, in certain circumstances, on realisation of the right to water and sanitation, 
education and information. Hence, it is impossible to disassociate the problems of one area from those of another, 
and to improve the situation of children and women by fixing just one issue. 

The methodological process for updating the Zambia SitAn followed the steps indicated in UNICEF’s Guidance 
on Conducting Situation Analysis of Children’s and Women’s Rights (2011), and used some insights from its 
Global Assessment on Situation Analysis of Children’s and Women’s Rights (2012a). First, we conducted an 
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assessment of the manifestations of child rights shortfalls and inequalities in child outcomes, based on the 
material available in the country. We followed this with an analysis of the major causes of child rights shortfalls 
and inequities and concluded with a validation of the analysis for the realisation of child rights with equity, carried 
out by UNICEF with Government and other stakeholders. 

Among the main tools suggested for use in developing a SitAn – causality analysis, role pattern analysis, capacity 
gap analysis and enabling environment analysis – the first was emphasised in the 2013 Updated SitAn, focusing 
on identifying critical determinants in the provision and use of essential interventions and services for children 
and women. 

Role pattern analysis was very prominent and explicit in the original 2008 SitAn, hence the updated document 
deliberately followed a different path. Capacity gap analysis was also very strong in the original SitAn. The 2013 
version addressed capacities, but these were mostly integrated into the overall analysis. The legal and policy 
framework is also part of the overall analysis: each chapter provides a brief discussion on this in relation to the 
environment that affects children; however, a deeper analysis on the results of these policies is still needed. It 
was understood that an evaluation would be necessary to assess results and changes in terms of policies for 
children and women. 

The challenge in the Updated SitAn was to focus on bottlenecks, but without limiting this to a list of immediate, 
underlying and structural causes that affect children and women. The aim was for the 2013 SitAn to tell a 
story, to explain the situation of children and women based on evidence. This is one of the reasons a slightly 
different approach was employed. The Updated SitAn combines causes and critical determinants into a more 
comprehensive approach, not only based on cause–effect relationships but also taking into consideration the 
complexities that influence the lived realities  of children and women. 

As such, the model of analysis used in the document places the situation of children and women in a system 
that is influenced by (i) contextual factors, represented by economic, political and institutional environments 
that frame the country situation; (ii) supply-side factors, represented by the availability of services, budgets 
and adequate means to realise human rights, as well as the duty-bearers in the human rights approach; (iii) 
demand-side factors, representing common knowledge, attitudes and practices at community level – rights-
holders; and (iv) personal factors, representing individual wishes, aspirations, education and health status, 
among other aspects (Figure 1). 

The idea behind adding a personal, individual factor into the model of analysis was to make it possible to take into 
consideration the fact that people respond to  different stimuli and have different aspirations. These individualities 
need to be respected when determining public policies. 

For example, an individual might have a personal threshold that limits his/her employability. Some of these 
limitations might come from contextual, supply- or demand-side factors, but it may be the lack of appropriate 
health, schooling and nutrition has had an impact on the individual and influenced their current situation. Along 
the same lines, a child who did not have a proper supply of nutrients in the early stages of life might have access 
to school and health at an older age, but still carry a health condition that needs to be addressed in order for 
him/her to prosper in life. The notion that one size fits all is not equitable, and cannot be used to explain the 
situation of children and women in Zambia.

Source: Based on Bamberger and Segone (2011).

1.2.1 Inequality analysis

The Zambia Updated SitAn is focused on inequalities, and it uses the concepts and the framework described 
in the UNICEF and UN Women (2013) Synthesis Report on the Global Thematic Consultation on Addressing 
Inequalities. The underlying concept contends that inequalities are much greater than just “difference”. Difference, 
or diversity, is characteristic of human society in the economic, social, civil and political spheres. Indeed, the 
freedom to make choices that reflect or generate our differences is fundamental to the most powerful articulations 
of what we mean by development. Difference also creates aspiration and competition, which drives economic 
as well as political systems in many countries.

Beyond difference, discussion on inequalities is often about fairness and social justice. Inequalities predominantly 
affect individuals and groups suffering multiple human rights deprivations. Typically, marginalised and excluded 
groups lag behind in the enjoyment of one particular right, owing to lack of access to other rights such as decent 
jobs, food, housing, health, sexual and reproductive health, information, education, participation, physical integrity 
or judicial remedies. Multiple deprivations and inequalities are often closely associated with and reinforced by 
specific forms of discrimination in the realisation of civil, political, economic, social and cultural rights. Examples 
include, but are not limited to, discrimination related to gender, age, caste, race, ethnic and indigenous identity, 
minority status, (dis)ability, place of residence, marital and family status, HIV status and sexual orientation. 
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Figure 1: Zambia Updated SitAn model
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Different forms of inequality overlap. They reinforce each other and create unique forms of discrimination and 
exclusion. Inequalities are both the cause and the consequence of multiple forms of discrimination that tend to 
reproduce themselves over time and over generations (UNICEF and UN Women, 2013).

Inequalities are present in many different dimensions, depending on local context. The following are the main 
inequities identified in Zambia; whenever possible, the analysis of the Updated SitAn takes into consideration: 

• Geographical dimension, subdivided into
- Rural/urban
- Intra-city (within the large cities of Zambia – townships and peri-urban)4  
- Provinces
- Districts

• Gender

• Household socio-economic status

• Age

These dimensions can also be combined into two broad categories: economic inequalities and social 
inequalities. The current paper shows that, in Zambia, poverty (economic issues) drives a number of inequalities, 
whereas norms or roles (social issues) drive others – and that in several instances a combination of social and 
economic drivers is at work.

In using these dimensions, it is openly acknowledged that a child born in one district has a higher or lower chance 
of having access to clean water and adequate sanitation. Along the same lines, a girl has a lower chance than 
a boy of completing 12 years of schooling. If this girl lives in a rural area, her chances of getting pregnant early 
and not finishing school are much higher than those of her peers in urban areas. 

1.2.2 Issues and limitations with the Updated Situation Analysis

The way the 2013 Updated SitAn presents broader topics does not follow the UNICEF Zambia country programme. 
The SitAn tries to describe the situation of children and women in simple and comprehensive terms, and for 
this reason it looks at some issues in their totality, without paying particular attention to the area of the issue 
UNICEF handles. For example, HIV/AIDS is a crosscutting issue that is handled by different sections at UNICEF 
in Zambia (under Health, Education and Adolescents, among others). In this SitAn, Part III covers HIV/AIDS and 
other diseases as a stand-alone issue. The document also explores some areas that are not part of UNICEF’s 
focus areas. 

No specific section is dedicated to gender. Rather, it is mainstream throughout the analysis. Gender, mainly 
issues related to girls and women, is an integral part of the SitAn, and therefor covered in all the chapters. In 
fact, gender is one of the biggest determinants of inequality in the country, and it is important to note that the 
situation of women in the country needs a much more complex analysis than what is conducted within this 
document. The gender analysis in this document is developed alongside an analysis of effects and impacts on 
the life of children. Therefore, the document does not cover many other issues related to women’s rights. Further 
studies should address this. 

In the same fashion, there is no specific chapter for adolescents’ issues. These were also considered crosscutting, 
with subjects related to adolescents mainstreamed throughout the document. At the same time as the Updated 
SitAn was being developed, an Adolescent Report Card for Zambia  was being produced. The idea is that both 
the Updated SitAn and the Adolescent Report Card will complement each other. Therefore, many topics related 
to adolescents not covered in this document are being treated in the latter. 

As much as possible, we used a lifecycle approach within the chapters in order to facilitate understanding. In 
many cases, though, this was not possible, since the issues being described did not limit themselves to age. 

The 2008 SitAn was done in a very participatory and exploratory manner. It included many meetings and studies 
on different areas carried out exclusively for the SitAn. The 2013 Updated SitAn did not follow the same model, 
mainly because of financial and time constraints. It focused on the desk review of documents and data, interviews 
with key stakeholders and limited field visits. Hence, it did not have as strong a participatory component. However, 
the analysis and the results presented in the updated document were discussed by a high-level panel formed of 
members of the Government, partners and the UN. The final version tried to capture their suggestions without 
losing the independence of the exercise. As such, the 2013 Updated SitAn tries to present a scenario that is as 
close to the reality as possible, without judgement or values. 

The field visit that took place during the 2013 updating process did not have as an objective to collect qualitative 
data for the analysis. The visits were limited to some districts in two regions of the country. Essentially, the 
field visits were used to capture life stories to illustrate the Updated SitAn. These stories are presented in 
boxes throughout the text and they represent the lives of real people met during the field trips. They are not 
scientifically representative in terms of the size of the sample and selection of interviewees, but all those who 
read the stories agreed that they offer a good snap shot of the life of the majority of Zambians living in the 
rural and urban areas of the country. 

1.2.3 Special note on resilience

Resilience is the ability to withstand threats or to adapt to new strategies in the face of shocks and crises, in ways 
that preserve the integrity of individuals, households and communities (while not deepening their vulnerability) 
with a focus on merging humanitarian and development programming to better address overlapping risks and 
stresses (FAO et al., 2012). While resilience was originally seen as a strategy to cope with crisis, its concepts 
have been shifted more and more into overall development, and have become a strategy to understand and 
help in improving the day-to-day life of vulnerable people and in reducing their future burden. According to UN 

4 Intra-city inequality is a historical phenomenon in large cities worldwide that has been aggravated in developing countries in the past decades. Families 
have been attracted to urban centres searching for better life conditions, but end up living in informal settlements within the city limits or near its borders. 
According to the 2012 State of the World’s Children (UNICEF, 2012b), children living in informal settlements and impoverished neighborhoods are excluded 
from essential services and social protection, creating another level of disparity within the cities. According to the 2010 Census, the urban population in 
Zambia grew by 51% from 2000 to 2010; this is a reason why intra-city disparity is taken into consideration whenever possible in the Updated SitAn. 
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Development Programme (UNDP) Administrator, Helen Clark, “The first priority for building resilience must be 
prevention, complemented by explicit efforts to reduce societal vulnerabilities and a commitment to maintain 
the integrity of communities, institutions, and ecosystems.”5

Without focusing explicitly on resilience, the Updated SitAn has adopted parts of  the concept. As mentioned, 
resilience is seen as a strategy to better understand how vulnerable children, women and their families live, the 
problems they face and the issues they have to cope with every-day. This was at the core of the SitAn: trying to 
understand the causes underlying current living conditions. Along the same lines, instead of looking at specific 
problems in isolation, as sector approaches often do, a resilience approach considers a number of different 
issues and perspectives all together. It calls for a holistic approach, and encourages organisations to adopt 
cross-sectoral and inter-disciplinary approaches that enable them to see the bigger picture (IDS, 2013). That 
also underpins the methodology used in the Updated SitAn, as Figure 1 shows.

Thus, the SitAn covers the strategies children and women use to cope with their situation, which is the most 
important aspect of the resilience approach. However, it did not use a resilience analysis methodology, 
which should be based on understanding how vulnerable groups cope with their problems, with a strong focus 
on qualitative assessment of different groups in different regions of the country. It is recommended that such a 
study be conducted in the future. 

1.2.4 Data sources

All the data utilised in this Updated SitAn come from official governmental sources, international agencies and 
small-scale surveys and studies. While the data for some of these surveys cannot be extrapolated to the country 
as a whole, they give a good perspective in terms of indicators in some of the worst-off regions. Those datasets 
that were limited in terms of region were used very carefully, and this is always mentioned in the text. 

Data was disaggregated as much as possible to cover all the inequalities taken into consideration in the country. 
Intra-city disparity is one specific area that still needs further improvement in terms of data gaps and future data 
collection. Inequalities within the big cities in Zambia are not so evident in the recent available data. In order to 
analyse this phenomenon, we used two main data sources. First, we used micro-level estimates of poverty in 
Zambia done by the Central Statistical Office (CSO) in 2007. This study used data comparison between the 2000 
Census and the 2002/03 Living Conditions Monitoring Survey (LCMS) in order to calculate ward-level poverty 
headcounts. Second, stratum data available in the 2010 LCMS was used as a proxy of intra-city poverty. The 
2010 LCMS analyses urban data in three strata: low-cost, medium-cost and high-cost. These represent three 
different socio-economic realities, allowing for comparison between better-off households in the cities (high-cost) 
and the worst-off households in the cities (low-cost) (CSO, 2012a). 

CHAPTER 2.  
UNDERSTANDING THE SITUATION  
OF CHILDREN AND WOMEN 

2.1 Contextualising children and women in Zambia
Zambia is a landlocked country located across the interior plateau of Southern Africa. With a land area of 
752,614 km2 it borders eight other countries (Angola, Botswana, Democratic Republic of the Congo (DRC), 
Malawi, Mozambique, Namibia, Tanzania and Zimbabwe) (Figure 2). The country has been a sovereign republic, 
since its independence from the UK in 1964. It has been politically stable for the past 47 years, having moved 
peacefully from a multi-party democracy to a one-party state in 1973 and again to a multi-party democracy in 
1991, which it has remained to date.

Figure 2: Zambia’s position in Africa

Sit AnINTRODUCTION

5  http://www.undp.org/content/undp/en/home/ourperspective/ourperspectivearticles/2012/04/16/road-to-rio-putting-resilience-at-the-heart-of-development.html 

Source: Google maps. 
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2000 2010 % increase
Population, rural areas 6,458,729 7,919,216 22.6%
Population, urban areas 3,426,862 5,173,450 51.0%
Total 9,885,591 13,092,666  
% rural 65 60  
Source: CSO (2012b).

Zambia has a very young population structure With census data estimates the child population (18 and younger) 
at 52.5% of the overall country population, a small increase if compared with the 2000 population (52.2%). 
The child population is still higher in rural areas than in urban areas (55.4% and 48%, respectively).9  Women 
represent 50.7% of all the people in the country (Figure 3).

Figure 3: Population, age and sex structure, Zambia total, 2010

Source: CSO (2012b). 

INTRODUCTION

Zambia is divided into 10 provinces,6 each administered by an appointed deputy minister. Each province is 
subdivided into several districts, with a grand total of 72 districts. With a population of 13,092,666,7 the country 
is still sparsely populated, with a population density of 17.4 persons per km2 in 2010 (CSO, 2012b). In 2010, 
most of the country’s population still lived in rural areas (60%); however, the increase in terms of population has 
been much higher in urban areas (Table 1), showing the rapid urbanisation of the country, with Lusaka province 
leading the increase in terms of absolute population (from 1.3 to 2.2 million).8 

Table 1: Urban and Rural Population in Zambia, 2000 and 2010

6  Central, Copperbelt, Eastern, Luapula, Lusaka, Muchinga, Northern, North-Western, Southern and Western. Munchinga was created in 2011; as most of 
the data used in this report come from surveys from 2010 and earlier, especially the Census 2010, the LCMS 2010 and the DHS 2007, data disaggregated 
by province might consider only nine provinces. 
7  Representing a 2.8% annum growth rate from 2000 to 2010.
8  LCMS data shows 15% of those who migrated in 2010 went from rural areas to the cities. The main economic reason for this was the search for work. 
Lusaka and North-Western were the two provinces that attracted most rural–urban migrants.  
9 Disaggregated analysis for this study used the LCMS as the main data source. According to the LCMS, the child population in Zambia represents 54% of 
the country’s population. 

Zambia has seven official languages: Bemba, Tonga, Nyanja, Lozi, Lunda, Luvale, Kaonde and English, which is 
taught in schools and is used to conduct official business in the country. The total number of languages spoken 
in Zambia is estimated at 73. Bemba, Nyanja, Tonga, Lozi and Chewa are among the most spoken (CSO, 2012c). 

According to the 1996 Constitution, Zambia is officially a Christian nation, but a wide variety of religious traditions 
exist in the country. 

2.2 Legal and policy framework
The Zambian Constitution, as the supreme law of the land, provides for the care of institutions, procedures, 
processes and functions of state and Government organs, functionaries and institutions. Article 2 of the current 
Constitution (1996, as amended in 2006) provides protection for the fundamental rights and freedoms of all 
Zambians. Constitutional development in Zambia spans over four decades and has always included a Bill of 
Rights. All the fundamental rights and freedoms in the Zambian Constitution are guaranteed and justiciable. 
The Constitution also provides for economic, social and cultural rights, which are, however, non-justiciable, and 
therefore not legally enforceable.

The Constitution allows for the practice of a dual legal system based on both statutory and customary laws. 
This dual legal system has implications for how the legal framework impacts on the status and welfare of both 
women and children in Zambia. While statutory laws do provide for equality for women, especially in terms of 
inheritance and ownership of land, the majority of the Zambian population still seek legal redress from the local 
courts that administer customary laws, simply because they are less expensive and are easily accessible in 
most areas of Zambia.

Zambia is party to various international and regional instruments that have influenced the development of policies 
on women and children. Among the international and regional instruments are CEDAW, the Beijing Platform for 
Action (BPfA); the African Solemn Declaration on Gender; and the Southern African Development Community 
(SADC) Declaration on Gender and Development. However, these international and regional instruments for 
the promotion of gender equality have not been domesticated or integrated comprehensively into national laws.

In 2000, the Government of Zambia introduced the National Gender Policy, with the overall vision of achieving 
full participation of both women and men in the development process at all levels in order to ensure sustainable 
development and attainment of equality and equity between the sexes. The Gender Policy committed the 
Government to specific measures across a wide spectrum of social and economic sectors that include agriculture, 
land, education and skills development, culture, health, gender-based violence and decision-making. 

Like issues concerning women, matters concerning children have equally been influenced by international and 
regional instruments to which Zambia is a party. On 30 September 1990, Zambia signed UNCRC; it ratified it on 6 
December 1991. Zambia also signed the 1990 African Charter on the Rights and Welfare of the Child (ACRWC). 
The UNCRC is the main instrument in international human rights that govern the rights and welfare of children; 
it defines a child as anyone aged zero to 18 years unless the age of majority in a state is attained earlier. While 
the current Constitution guarantees rights to all persons including children, it does not define the age of a child. 
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Figure 4: GDP per capita, 2006-2015 (US $ current prices)

10  According to the World Bank, as of 1 July 2011, low-income economies are those that had average incomes of US$ 1,005 or less in 2010, and middle-income 
economies are in the sub-category with average incomes of US$ 1,006 to US$ 3,975. World Bank uses gross national income (GNI) as the basis for the calculation.
11  http://data.worldbank.org/country/zambia 
12  According to the UN, preliminary estimates from the Zambian Government for 2012 are that real GDP grew by 7.3% compared with 6.8% in 2011. Consistent 
with positive economic growth rates has been an improvement in real GDP per capita, which rose to an estimated US$ 1,500 in 2012 from US$ 1,463 the 
previous year (UN Zambia, 2013).
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Note: Data from 2011 onwards are estimates.
Source: IMF (2012). 

Zambia’s GDP growth has been steady, despite the drop between 2010 and 2011 (Figure 5). Economists point 
to the slow global economy recovery as the main reason for this drop, since it directly affects the mining sector 
in the country. 

Figure 5: GDP annual growth, 2003-2011 (%)

In fact, these legal anomalies have led to inconsistency in defining the age of the child in Zambia. Zambia is 
currently drafting a new Constitution and Bill of Rights with the intent of ensuring domestication of the UNCRC 
through the constitutional reform process. Although the UNCRC has not yet been fully domesticated, a review 
of child-related legislation has been conducted and amendments to laws to address gaps in domestication are 
being undertaken. As with women’s rights, the Zambian dual legal system of statutory and customary laws is 
often applied inconsistently, resulting in poor implementation of the rights of the child. Overall, Zambia has more 
than 26 pieces of legislation that provide for and regulate the rights of children.

Zambia adopted a National Child Policy in 2006 and a National Plan of Action was subsequently developed, 
with the following broader goals:

• Improve the standard of living and quality of life of the child
• Make the child an integral part of national development
• Improve support for and protection of orphans and vulnerable children
• Improve support for and protection of children living in especially difficult circumstances 
• Create an environment that places the highest priority on the needs of women and children and that recognises 

and strives to fulfil their rights

With the change in Government in September 2011, there are plans to review and amend both the gender and the 
child policies. The recently re-organised Ministry of Gender and Child Development is responsible for initiating 
policy for the protection and promotion of the human rights of women and children in Zambia.

2.3 Economy 
In 2011, the World Bank raised Zambia to lower-middle-income status,10 mainly because of the increase in 
terms of gross domestic product (GDP) per capita. In current US dollars, the 2011 GDP for the country11 
is around US$ 19.21 billion. According to the World Bank (2012b), total national income has risen by more 
than 56% in the past eight years (based on 5.7% p.a. real GDP growth 2002-2010; and population growth 
averaging 2.8% p.a.). International Monetary Fund (IMF) data (October 2012) shows that per capita GDP 
increased from about US$ 890 in 2006 to US$1,221 in 2010, with estimates that this value might reach US$ 
1,860 in 2015 (Figure 4).12

Source: http://data.worldbank.org/country/zambia 
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The new rating will also allow the country to be eligible for two new international funding sources: International 
Development Association (IDA) and International Bank for Reconstruction and Development (IBRD) loans. 
While the first is concessional – interest-free loans and grants for programmes aimed at boosting economic 
growth and improving people’s  living conditions, the second is non-concessional and repaid at commercial 
rates. They are usually employed in infrastructure. 

On the negative side, there is some uncertainty in terms of future foreign aid support to social programmes in 
the country. In fact, some donors are already reducing or cutting their funding to the country. These cuts are 
not fully explained by the country’s new classification, but this might have an impact on future donor decisions. 
For the 2013 National Budget, it is estimated that external funding (foreign grants and loans) are responsible 
for 17.5% of the country’s revenue, representing 4.6% of GDP (Government of Zambia, 2012). The impact in 
terms of foreign aid might actually be bigger, since international organisations implement projects and actions 
in the country without the funds necessarily being channelled through the Government’s budget.

Net foreign direct investment (FDI) and portfolio investments have been growing steadily, from US$ 350 million 
in 2009 to an estimated US$ 991 million in 2012. FDI inflows continue to be directed mainly at the mining 
sector, with manufacturing, communications and financial institutions also contributing to recent FDI growth 
(World Bank, 2012a).

Although most of the GDP comes from services and agriculture (Figure 6), 64% of the country’s exports in 
2012 were related to copper and cobalt.13

Figure 6: GDP composition, 2012 estimate (%)

Source: AfDB (2012).

Agricultural GDP growth has averaged 7.2% since 2009, and much of this is accounted for by a massive 
increase in the production of maize – the staple food crop in Zambia – which has more than doubled since the 
2008 season, but also by the diversification of the sector. The construction sector has also been important to 
Zambia’s growth in recent years, accounting for some 21.1% of the economy in 2011. The rebound in mining 
activity and increased public expenditure on infrastructure boosted construction, giving an average sector 
growth rate of 17% in 2012 and 2013 (AfDB, 2012).

Zambia’s reclassification as a middle-income country has generated some uncertainties in the economic 
forecast of the country. On the positive side, the Government feels the new classification will further boost 
investments in Zambia, since the country has become more credit-worthy in the eyes of the international lending 
community, which will translate into more capital inflows into the financial sector, creating wealth and jobs. 

13 2012 estimate: https://www.cia.gov/library/publications/the-world-factbook/geos/za.html, accessed 28 February 2013. 
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CHAPTER 3.  
POVERTY CONTEXT FOR CHILDREN AND WOMEN

This chapter presents an overview of poverty in general with a  focused discussion of child poverty. It looks 
at how poverty presents different configurations in terms of inequalities, and briefly explores some causes of 
this phenomenon. This chapter does not exhaust the discussion on poverty or its effects; However, both are 
mainstreamed throughout the document. 

DEVELOPMENT

Poverty is not only deprivation of economic or material resources; it is also a violation of human dignity. 
Poverty weakens a child’s protective environment, as much abuse and exploitation of children is linked 
to widespread and deeply entrenched poverty. It blights their lives with ill health, malnutrition and 
impaired physical and mental development . It saps their energy and undermines their confidence in 
the future. Children who face poverty are deprived of their fundamental rights and of future prospects. 

MDG summary

Goal Target Indicator Current data* 2015 target

Eradicate
extreme poverty 
and hunger

Halve, between 1990 and 
2015, the proportion of 
people living in extreme 
poverty

Proportion of population living 
in extreme poverty (%) 42.3(2010) 29

Poverty gap ratio 28.0 (2010) 31.1

Gini coefficient 0.65 (2010) 0.34

Achieve full and productive 
employment and decent 
work for all, including 
women and young people

Employment to population ratio 68.6 (2008)

Proportion of employed people 
living below the poverty line 66.4 (2006)

Halve, between 1990 and 
2015, the proportion of 
people who suffer from 
hunger

Prevalence of underweight 
children (under five years of 
age) (%)

13.3(2010) 12.5

Note: * All data for the MDG tables in the document come from UNICEF (2010; 2013a).

 PART II 
THE CHILD’S RIGHT  
TO ECONOMIC AND SOCIAL 

DEVELOPMENT
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3.1 Poverty in Zambia
Despite robust growth in recent years, poverty remains very high in Zambia. According to 2010 LCMS data, 
around 60% of the population in Zambia could be considered poor, subdivided into extremely poor (42%) and 
moderately poor (18%).14 In absolute numbers, 7.9 million people lived in poverty, with 5.5 million of those living 
in extreme poverty with insufficient resources to meet their daily minimum food requirements.

Although poverty has declined marginally when comparing 2006 and 2010 (Figure 7) data, the absolute number 
of poor has increased (from about 6 million in 1991 to 7.9 million in 2010). This trend was also identified in the 
2008 SitAn, which compared poverty numbers between 1991 and 2006 (Figure 8). 

Figure 7: Changes in poverty levels 2006-2010  (%)

14 In order to calculate the poverty lines, the CSO uses two statistical measures. The food poverty line method – based on the Cost of Basic Needs (CBN) 
– is used to calculate extreme poverty. The basic needs basket (that includes food poverty and non-food needs such as shelter, clothing, good health and 
education) is used as parameter to calculate moderate poverty.

Source: CSO (2012a).

Figure 8: Absolute number of poor people, 1991-2006

Source: UNICEF Zambia (2008).

The most recent data shows that, in general terms, (i) 84% of the poor population lives in rural areas; and (ii) 
89% of the extremely poor are located in rural areas as well (Figure 9). 

Figure 9: Poverty distribution between urban and rural areas in Zambia, 2010 (%)

Source: Authors calculations, based on CSO (2012a).
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The World Bank has calculated the dollar values for poverty in rural and urban Zambia (World Bank, 2012b). 
In 2010, an extremely poor person in Zambia would live with the equivalent of US$ 0.68 a day, or US$ 20.52 a 
month. A poor person in a rural area would live with the equivalent of US$ 1.01 daily (US$ 30.43 monthly); in an 
urban area, the poor person would live with US$ 1.25 daily, or US$ 37.61 monthly. 

Along the same lines, Figure 10 shows that nearly 90% of the poorest income quintile15 is made up of people who 
live in rural areas, whereas just 30% of the wealthiest income quintile lives in rural regions (UNICEF Zambia, 2010).

Figure 10: Distribution of rural/urban population by poverty quintile (%)

Source: UNICEF Zambia (2010).

Rich families in Zambia are responsible for 60% of total expenditure in the country. The bottom 20% is responsible 
for around 4% of all expenditures in the country (Figure 11).

Figure 11: Share of expenditure per quintile, 2010 (%)

15 A quintile is a statistical value of a dataset that represents 20% of a given population. The first quartile represents the lowest fifth of the data (1-20%); the 
second quartile represents the second fifth (21-40%) etc.

Source: CSO (2012a).

The pattern of consumption is also very different between poor and rich households in the country. Using small-
scale rural properties as a proxy for poor households, and high-cost households as a proxy for rich households, 
it is possible to differentiate the pattern of consumption between rich and poor populations in Zambia.16

  

Figure 12: Comparison of consumption patterns between rich and poor households, 
2010 (%)

16 80% of the population living in rural small-scale properties are poor. Meanwhile, only 7% of the population living in urban high-cost households are poor. 

Source: Authors‘ calculations, based on CSO (2012a).
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As Figure 12 shows, poor households in Zambia spend a bigger share of their income on food. This is to be 
expected, since they make less money than richer households, and more often have more children. As their 
resources are limited, they have to fulfil their first priority, which is eating. Rich households eat better as they 
have a higher income that allows them to access better overall nutrition. In addition, they are able to save more 
to invest in better houses with better sanitation – as Chapter 4.3 shows. As a result, richer families do not need 
spend much as much on health, as they live in a better environment, their health is also better. However, the 
poor do not spend as much on health, despite living in worse conditions. This is due to Government provision 
of basic health care and medicines in free health centres and hospitals. 

Richer households are also able to spend more on education for adults – meaning better job qualifications – and 
for their children – translating into better future opportunities. Those who live in poor households have to send their 
children to public schools, and, at a later stage, are required to pay fees so they can attend secondary school. 

The share of monthly income spent on alcohol is almost the same amongst rich and poor households. While for 
the better-off population alcohol is used for entertainment and social interaction, for the poor it is often only a 
temporary relief from their problems. Alcohol abuse is often connected with cases of sexual abuse and gender 
violence in rural and peri-urban areas. 

Poverty  also exists at provincial level. Taking into consideration poverty estimates for the nine provinces, in only 
two of them (Copperbelt and Lusaka) is the percentage of people not living in poverty higher than that of those 
living in poverty (Figure 13 and Table 2). 

Figure 13: Poor and non-poor population by province, 2010 (%)

Source: Authors calculations, based on CSO (2012a).

Table 2: Distribution of extremely poor, moderately poor and non-poor by 
province, 2010 (%)

Extremely poor Moderately poor Non-poor

Central 37% 24% 39%

Copperbelt 18% 16% 66%

Eastern 59% 19% 22%

Luapula 65% 15% 20%

Lusaka 12% 13% 76%

Northern 56% 19% 25%

North-Western 46% 21% 33%

Southern 47% 21% 32%

Western 64% 16% 20%

Total Zambia 42% 18% 40%
Source: Authors calculations, based on CSO (2012a).

As mentioned, intra-city inequalities are not so evident in the recent available data in Zambia. In terms of intra-
city poverty, on average, 38% of the population in the low-cost stratum living in cities is considered poor (CSO, 
2012a). These families may live in the townships and peri-urban areas of the big cities in Zambia. In the high-
cost stratum, only 7% are poor. In fact, as demonstrated in this document, high-cost households represent 
the better-off population in the country in terms of education, health and water and sanitation, among others. 

We also used micro-level estimates that allow poverty numbers to be estimated at ward level. Despite using 
data from 2000 and 2002, the importance of this work is to shows how poverty varies within districts in Zambia, 
and among them, and also in the bigger urban centres (Lusaka, Ndola, Kitwe, Livingstone, Chipata and Kabwe).  

This data indicates that urban centres have high internal inequality. For example in the Ndola district, located in 
the Copperbelt province, around 59% of the population lives in poverty.17 When this information is disaggregated 
by ward, poverty in the worst-off wards is four times higher than that in the better-off ward (Figure 14). The same 
pattern can be found in all the other big cities in Zambia. On the other hand, less urban districts do not present 
the same  difference. In Chama district, in Eastern province, there is not much variation in terms of poverty 
between the wards (Figure 15). 

17 This estimate is different from the estimate calculated using the 2010 LCMS data. The main reason for this is the data and the method used: the 2007 
analysis used data from 2000 and 2002, calculating poverty based on statistical inference; the poverty analysis in this document used 2010 data, and 
estimations made by the CSO. This difference does not jeopardise the objectivity of this analysis, which shows how poverty varies within cities in Zambia.  
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Figure 14: Ward-level estimates of poverty headcount for Ndola district, selected 
wards, 2007

Source: CSO (2007).

Figure 15: Ward-level estimates of poverty headcount for Chama district, 2007

Source: CSO (2007).

3.2 Poverty and gender
In statistical terms, if isolated from other variables, there are no significant differences between men and women 
in terms of poverty. Data shows that, on average, 60.5% of the male population and almost the same numbers 
of females (60.3%) are poor. In terms of the overall poor population, women represent 51% (4.04 million people) 
and men 49% (3.85 million people). 

Despite the very similar numbers, poverty hits women harder, since they are the most affected in terms of 
violence, health problems and other vulnerabilities and deprivations. They are also those in charge of taking care 
of the children when husbands abandon the family. Poverty for women might not be as evident in the numbers, 
but society places a higher responsibility on them for the survival and health of their children.  Unfortunately, 
poverty is only one of the aspects that place women in a worse situation than men in Zambia. This situation is 
described as much as possible in all the coming chapters and sections of this SitAn. 

Poverty and gender
During the field trip, we met lots of young mothers carrying one, two and sometimes three young children. Their 
stories were very similar: they all left school because of early pregnancy, and did not go back to finish their education. 
They sustain their family cultivating certain products (mainly corn and tomatoes), and get extra income selling these 
on the roads. A few are married, which, according them, helps alleviate their economic needs. Those not married 
(some never, others abandoned by their husband) said they lived in poverty. They have to work for themselves, some 
without any family or government support, to keep their children alive. They feel they are in the worst-off situation 
because they are women. If they were men, they would probably not need to worry as much. The stories of these 
brave women illustrate this situation analysis.

3.3 Poverty and inequality
Based on Human Development Index (HDI) standards, Zambia is still considered a low human development 
country. Zambia’s HDI for 2012 was 0.448 – positioning the country at 163 out of 187 countries and territories. 
When the HDI value is discounted for inequality – the IHDI – the index falls to 0.283, a loss of 36.7% owing to 
inequality in the distribution of the dimension indices (UNDP, 2013). 

The 2010 LCMS report provides a Gini coefficient18 for nine provinces, for urban and rural areas and for the 
country (Figure 16). At country level, a coefficient of 0.55 is among the highest in the world. Similar numbers 
are present at province level, and also in rural and urban regions. Even those provinces that are less poor than 
others, Lusaka for example, present a high Gini coefficient. Lower levels in the Gini coefficient do not determine 
that one province is actually better off than others in terms of poverty; a low Gini coefficient might indicate that 
poverty is actually so wide-spread in the area that there is not much difference in terms of poverty – since most 
of the population is poor. 

18 This is the most commonly used measure of inequality. The coefficient varies between 0, complete equality, and 1, complete inequality (one person has 
all the income or consumption, all others have none).
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Figure 16: Gini coefficient at province level, rural and urban, 2010 

Source: CSO (2012a).

UNICEF analysis (2010) goes deeper and tried to identify how poverty is spread at district level. The first piece 
of evidence from the study found that, in Zambia, people in the very poorest districts are poorer than those in 
districts where overall poverty levels are lower. In the least-poor districts, poor people are on average less than 
10% below the poverty line; in the poorest districts, their income is on average 60% below the poverty line. In 
approximate terms, this means that, if the poverty line is about US$ 1 per day per adult, the average shortfall in 
the richer districts is US$ 0.10, whereas in the poorest districts it is US$ 0.60.

Along the same lines, a quintile analysis in three districts (Chilubi Island, Lusaka and Mpika) showsed very 
different poverty distributions (Figure 17). For Chilubi Island, one of the poorest districts in the country, just 3% 
of the population is in the top national quintile, whereas 50% is at the bottom national quintile. For Lusaka the 
situation is completely different: few are in the lowest national quintile and the majority is in the top quintile. 

This evidence points to a strong disparity in terms of services and opportunities for children and women at district 
level. For better analysis, UNICEF Zambia has created the Index of District Vulnerability, using data related to 
poverty, access to services, chronic deprivation, geographical remoteness and social inclusion. Sixteen indicators 
were transformed into vulnerability points, and allocated among the districts for analysis. 

Figure 17: Population distribution into quintiles in three districts

Source: UNICEF (2010).

Further examination of the data showed that 15 of the 72 districts in Zambia are the most vulnerable in the country 
(Figure 18). These are divided into two groups. The first represents the eight districts19 with the worst scoring. 
They received 33% of the total vulnerability points (three times greater than average). These eight districts are 
very hard to reach: only one is connected to any other location by a road paved with tarmac, and many have 
severe physical constraints besides gravel roads. The total population of these districts is approximately 800,000, 
or 7% of the country population (2000 Census). 

The second worst-off group has seven districts.20 These received 19% of the points, two times more than the 
average. These districts are also fairly hard to reach, although noticeably less so than the eight mentioned 
earlier. Most have considerable geographical access issues within the district. The population of these seven 
districts is about 780,000 people.

19 Chama, Chienge, Chilubi, Kalabo, Kaputa, Luwingu, Senanga and Shangombo.
20 Isoka, Lukulu, Mbala, Milenge, Mungwi, Samfya and Serenje.
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Figure 18: Districts with worst vulnerability points

Source: UNICEF (2010).

In identifying these districts, UNICEF helped pinpoint entry points in terms of social development for the country. 
In a scenario where resources are scarce, and decisions on where to invest to maximise returns in the short term 
are necessary, these 15 districts should be a priority in terms of public policies for children and women. Where 
it is impossible to reach all vulnerable children and women in the country, the prioritisation of these areas could 
represent a quick boost in fighting disparities and inequalities in the country. 

3.4 Child poverty in Zambia
Children are among the most affected by poverty. According to 2010 LCMS data, Zambia is home to 7.08 million 
children 0-18 years old, representing 54% of the country’s population.21 Of the total population 0-18 years old in 
Zambia, 4.6 million children, adolescents and young adults lived in poverty in 2010, or 65% of that population. 
In general terms, 46% of the population 0-18 years old lived in extreme poverty and 19% in moderate poverty; 
35% were considered non-poor (Table 3 and Figure 19). Child poverty is predominantly rural: 85% of the poor 
child population lives in rural areas (Table 4). 

21 In this subchapter, LCMS data are used instead of Census data for population numbers, to ensure coherence with the poverty data used in this Updated 
SitAn: all the poverty calculations being used in Zambia – and in this document – have as a data source the 2010 LCMS. Using Census data could generate 
inconsistencies in the analysis. 

Table 3: Poverty status of population 0-18 years old, 2010 (absolute and %)

 Absolute numbers %
Extremely poor 3,262,955 46
Moderately poor 1,314,292 19
Total poor population* 4,577,247 65
Non-poor 2,505,196 35
Total population 0-18 7,082,443 100
Note: * The total poor population is the extremely poor plus the moderately poor categories. 
Source: Authors’ calculations based on CSO (2012a).

Figure 19: Distribution of the population 0-18 years old in terms of poverty, 2010 (%)

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

Table 4: Child poverty by urban and rural area, 2010 (absolute and %)

Absolute numbers %
Urban 689,490 15
Rural 3,887,756 85
Total 4,577,246 100
Source: Authors’ calculations based on CSO (2012a).

In comparing the 0-18 age group with the whole population living in poverty, children represented 58% of all 
the poor population in the country. In terms of extreme poverty, 59% of all people living in that condition were 
children (Table 5).
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Table 5: Poverty figures distributed by age, 2010 (absolute and %)

0-18 years (%) 0-18 absolute 
numbers

19+ years (%) 19+ absolute 
numbers

Total (%)

Extremely poor 59 3,262,955 41 2,254,249 100
Moderately poor 55 1,314,292 45 1,059,661 100
Total poor population 58 4,577,247 42 3,313,910 100
Non-poor 48 2,505,196 52 2,666,858 100
Note: * The total poor population is the extremely poor plus the moderately poor categories. 
Source: Authors’ calculations based on CSO (2012a).

When disaggregating the percentage of people living in poverty per individual age (Figure 20), it’s clear that 
children at different ages are above the country’s average poverty line. 

Figure 20: People living in poverty by age, 2010  (%)

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

While in percentage terms poverty numbers for the 0-18 group is similar to other groups – for example the 
population over 46 years old – in absolute terms the differences are striking (Figure 21).

Figure 21: Absolute numbers of poor people by age, 2010

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

Child poverty is distributed almost evenly among the provinces, with the exception of Lusaka and Western 
provinces (Figure 22) that have a slightly smaller percentage of children living in poverty. 

Figure 22: Distribution of poor population by age group and province, 2010  (%)

Source: Authors’ calculations based on CSO (2012a).
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However, when the data is analysed using different lenses, it is possible to note the distribution of the poor child 
population in Zambia does not follow the overall population distribution in the country (Figure 23). For example, 
while Lusaka holds 14% of the total population of the country, only 5% of the poor children population lives there. 
The same pattern is found in Copperbelt province. On the other hand, in all other provinces, the percentage of 
poor children is higher than the population distribution. That means public policies that target high-density areas 
are not necessarily reaching a larger number of poor children. 

Figure 23: Comparison between poor child population and overall population 
distribution, 2010 (%)

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

At district level, poverty and poverty among children are very evident (Figures 24 and 25): 

• In 61 out of the 72 districts in the country, 50% or more of the overall population is living in poverty.

• In 62 districts, 50% or more of the child population (0-18) is living in poverty.

• In 69 out of the 72 districts, the percentage of children living in poverty is higher than the percentage of 
adults living in poverty.

• In 71 districts, the percentage of children living in poverty is higher than the country’s average (60%).

Figure 24: Population living in poverty, districts, 2010 (%)

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

Figure 25: Population 0-18 years old living in poverty, districts, 2010 (%)

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



CHIL DR EN A ND WOMEN IN Z A MBI A58 SI T UAT ION A N A LYSIS 59

DEVELOPMENT Sit An

Living in poverty undermines the future of all children. The World Bank inequality of opportunity analysis (World 
Bank, 2012a) goes hand in hand with the equality framework used worldwide by UNICEF. The underlying concept 
purports that a person should not have fewer opportunities in life just because she is a girl or just because she 
is born in a certain province or district. According to the World Bank, opportunities are a basic set of goods and 
services such as safe water, adequate sanitation, nutrition and primary schooling that conform to a minimalist 
notion of “opportunities” for citizens. For over 20 opportunities analysed in Zambia, roughly three-quarters have 
a Human Opportunity Index (HOI) below 50%22 (Figure 26).

Figure 26: Coverage and the Human Opportunity Index for Zambia, 2010 (%)

Source: World Bank (2012a).

The gap between the coverage (red dot on Figure 26) and the HOI is the underlying measure of inequality in 
each opportunity. For instance, coverage in terms of access to waste disposal services is low, and it is low for 
all children in the country. Therefore, there is a lack of opportunity for the entire population aged 0-18, which is 
going to have an impact on health, education and employability. On the other hand, the opportunity index is low 
for access to improved sanitation but coverage is almost 25%. That means there is a group within the population 
0-18 that is benefiting more in terms of improved sanitation than others, creating a gap in society, reducing 
opportunities for most children, resulting in the perpetuation of a poverty cycle in the country. The higher gaps 
indicate that access to those opportunities depend on circumstances such as place of living, income and gender, 
among others, creating an equity issue that needs to be addressed in Zambia. 

22 The HOI varies from 0 to 100. A society with universal coverage in a particular opportunity would score 100. In a society where the “opportunity” is unequally 
distributed in favour of children of certain circumstances (say, urban children) the HOI will be below 50, with the exact value depending on how unequal 
enrollment is among children of different circumstances. In sum, the closer to 100, the more the children of that society have similar access to opportunities 
that will improve their future well-being.

3.5 Causes of poverty in Zambia
The improvements in the economy have not translated into poverty reduction and, as is shown throughout this 
report, do not reflect substantial change in social indicators and in the realisation of children’s rights. In using the 
same structure as the one pointed out in the methodological section of this report, poverty in Zambia could be 
seen as the consequence but also the cause of the non-realisation of the rights of boys and girls in the country. 

In terms of contextual factors, the World Bank (2012b) calls attention to two aspects that have a direct relation 
with poverty: (i) the pattern of economic growth in Zambia has been highly unequal, meaning some sectors – and 
populations – have benefited much more than others; and (ii) the country’s economic growth has not increased 
the incomes of the poor rapidly enough to lift them out of poverty. The same report presents three causes that 
explain much of these two phenomena, related to the economic, political and institutional factors that influence 
poverty among children and women. 

First, there is a sector component of economic growth. In Zambia, economic growth has historically been 
concentrated in capital-intensive industries such as construction, mining and transport. However, the vast majority 
of the very poor derive their livelihoods from subsistence smallholder agriculture, a sector in which until recently 
growth rates have been dismal. Furthermore, a significant share of output fails to translate into household income 
gains. This is particularly true in extractive sectors like mining and commercial agriculture that have high foreign 
ownership levels, and is common in resource-based economies.

The second cause is related to the geographical component of growth. Growth has taken place in urban areas, 
whereas the poorest tend to live in remote areas barely connected to markets and the cash economy. For 
example, in the Copperbelt and Lusaka, poverty incidence is fairly low (Figure 13 and Table 2), whereas in the 
rest of the country, which is dominated by agriculture, poverty rates can reach as high as 80%.

Finally, the third cause is related to structural forms. Economic growth in the country has not been labour-intense, 
particularly in those sectors in which the poor tend to work (subsistence agriculture and in the informal sector). 
Also, markets are only weakly integrated, and the poor tend to have few skills and low education levels. Agricultural 
growth has been robust in the past three years, and the strong national economic growth may take some time 
to trickle down into the sectors (and areas) that generate income for the poor. However, as pointed out by the 
World Bank (2012b), these gains have accrued on average to larger farmers, and, to the extent that they owe to 
extensive input subsidies and a run of good weather, it is also quite possible that they will not be sustainable.

Unemployment and underemployment are also at the core of poverty in Zambia. They are a mixture of contextual 
and supply-side factors that are highly influenced by personal aspects such as knowledge and education. 

Data from the LCMS (Table 6) shows that, in 2010, 13% of the population considered part of the labour force and 
economically active23 was unemployed.24 Unemployment is higher among women (14% against 12% for men). 
Also, 25% of working women were categorised as unpaid family workers, against 9% of men in that same category. 

23 Note that, in Zambia, all persons age 12 years and above are considered economically active. 
24 In considering all the population 12 years and above (adding up the economically active and inactive populations), the unemployment rate was 8.1%.
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Table 6: Distribution of economically active population by main economic activity 
status, 2010 (%)

Paid employment Unpaid family worker Unemployed
Male 79 9 12
Female 61 25 14
Rural 71 24 5
Urban 68 2 29
Total Zambia 70 17 13
Source: Authors’ calculations based on CSO (2012a).

In looking only at the unemployment data, urban areas seem to be worse-off than rural areas (29% unemployment 
against 3% in rural areas). However, in crossing the high number of the poor population in rural areas with  unemployment 
numbers, it is possible to assume that, despite being employed, the rural population is engaged in subsistence agriculture 
and/or work in extremely hazardous conditions with low wages. As a matter of fact, International Labour Organization 
(ILO) data shows that, in 2010, 72% of rural paid workers in Zambia worked in precarious types of work (ILO, 2012). 

There is an indirect correlation between age and unemployment rates, meaning the younger the person, the 
higher the probability he/she is going to be unemployed. This is a phenomenon that mainly affects those under 
30 years old (Figure 27), with a high burden on adolescents and young people. 

Figure 27: Unemployment rate by age group, total, urban and rural, 2010 (%)

Source: CSO (2012a ).

According to the African Development Bank (AfDB, 2012), about 300,000 young people enter the labour market 
each year, with few employment opportunities. It is reasonable to assume these young people enter the market 
without finishing formal school and without proper skills for high paid jobs.

Most of the work force in Zambia is located in agriculture, forestry and fishery sectors (almost 67% of the 
employed population), followed by different types of services. Construction – a sector that represents almost 
21.1% of GDP – is responsible for less than 2% of employment. Mining – the main export product from Zambia 
– employs only 1.4% of the labour workforce in the country (Table 7). 

Age of Child Labour
One of the comments received for this Updated SitAn was related to the use of the population aged 12-19 in the 
employment/unemployment situation. According to the criticism, this population should be in school and not working. We 
could not agree more; however, legislation in Zambia allows children 12 and over to work; therefore, all official data bring 
this age group into the labour market. In our view, the tables reflect the reality of the country. First, children work in the 
country for many different reasons, as is explored in Chapter 8.2; second, adolescents and young people are severely 
hurt by unemployment, which will have an impact on their future. Unfortunately, it is a matter of changing not only the 
age range in the tables but also the reality of the country. 

Table 7: Distribution of employed persons aged 12 years and above by activity, 
2010 (%)

Activity %
Agriculture, forestry and fisheries 66.7
Mining and quarrying 1.4
Manufacturing 2.9
Electricity, gas and water 0.4
Construction 1.8
Wholesale and retail trade and repairs 10.3
Hotels and restaurants 1
Transportation and communication 2.6
Finance, insurance and real estate 0.5
Community, social and personal services 8.5
Other 1.8
No information 2.2
Total 100
Source: CSO (2012a).
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Adding to the labour situation, about 83% of the working population is employed in the informal sector (89.5% for 
females, 76% for males). For women in rural areas the situation is even worse: almost 96% are in the informal 
market (Table 8). In Eastern and Luapula provinces, almost all women are in the informal sector (96.6% and 
96.5%, respectively). Lusaka is the province with fewest women in the informal sector (66.3%). 

Table 8: Persons aged 12 years and above employed in the informal sector, 
2010 (%)

Male Female Total
Rural 87.9 95.4 91.8
Urban 51.6 69 58.4
Total Zambia 76.1 89.5 82.6
Source: CSO (2012a).

Within urban centres, the disparities in terms of employment in the informal sector are also striking. Almost 78% 
of women living in low-cost houses – representing women living in poverty – have informal jobs. On average, 
almost 66% of the poor population in urban settlements who work are employed in the informal sector. For those 
who represent the rich stratum of the cities, 36% are employed in the informal sector (Figure 28). 

Figure 28: Persons aged 12 and above in informal sector in urban centres, by 
poverty status, 2010 (%)

Source: CSO (2012a).

There are many problems associated with the high number of workers in the informal sector. The first is the 
impact this phenomenon has in terms of tax revenues. If 3.75 million workers are not contributing to the system, 
taxes are not being collected, representing fewer resources for basic services for the population. The second 
problem is the lack of stability and security at work for those in the informal market, who do not have their labour 
rights guaranteed by formal laws. Third, according to the 2008 Labour Force Survey (LFS), 74% of the urban 
workforce in Zambia is engaged in the informal sector in a mix of activities that changes with opportunity and 
seasons, but mostly involves unskilled labour or petty trading. There is no development of new technologies, 
knowledge or skills in the informal market, resulting in a lack of incentives for the development of a better workforce 
in the country. Finally, the future problems the Government is going to face when the current labour force is at 
retirement age, and it has to provide services and benefits for an older population that has not contributed to 
the pension system. If this is not fixed now, Zambia might face a serious social problem and probably a bigger 
government debt  30 years from now.  

Another consequence is the low use of financial services by the population. 67% of the population still does not 
have access to financial services (AfDB, 2012), reducing the amount of money being lent and borrowed within 
the country, increasing the cost of the loans and jeopardising internal investments in the local productivity. 

3.6 Legal and public policy framework on poverty and social protection
Zambia does not have an explicit national policy on poverty. Instead, policies, strategies and programmes for 
poverty reduction have been articulated in the Poverty Reduction Strategy Paper (2002-2004), the Fifth National 
Development Plan (FNDP 2006-2010) and currently the Sixth National Development Plan (SNDP 2011-2015). 
Developed under the theme sustained economic growth and poverty reduction, the SNDP focuses on policies, 
strategies and programmes that will contribute significantly to addressing challenges of realising broad-based 
pro-poor growth, employment creation and human development. Among the objectives of the SNDP are (i) 
accelerate infrastructure development; (ii) economic growth and diversification; (iii) promote rural investment 
and accelerate poverty reduction; and (iv) enhance human development.

In 2011, Zambia had 13 safety net or transfer programmes25 to help the country fight poverty (World Bank, 
2012b). Nine out of them targeted children.26 According to the World Bank, it was clear that those programmes 
were very small in scale and covered only 1% of the population. Most of the existing programmes delivered per 
capita benefits that were equivalent to about 10% to 15% of the food poverty line. In some cases, this may be 
enough to significantly reduce the extreme poverty gap for recipient households. In some geographic areas of 
the country, the extreme poverty gap is much deeper than the national average. In general, the poorest 20% 
of households are living so far below the food poverty line that these amounts are not sufficient to bring their 
consumption up to adequate levels.

25 Defined by the World Bank as any programme that directly transfers either in-kind resources or cash to households.
26 Please refer to Annex 1 for a brief description of the programmes.
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The World Bank analysis pointed out many problems related to supply-side factors in the social transfer programmes 
in Zambia, relating mainly to management and targeting. First, responsibility for the different transfer programmes is 
held by different ministries, with no effective centralised direction of programming or strategy. Institutional fragmentation 
raises the cost of implementing the programmes because it increases the administrative costs, and leads to overlaps 
and gaps in the provision of transfers. Some households may receive benefits from multiple programmes; others 
equally poor or poorer receive none. 

Second, there are clear problems with registration of beneficiaries and monitoring of benefits and impacts. There is 
no central registry to enable programmes to identify each other’s beneficiaries to prevent any unnecessary overlaps, 
nor any clear recertification or exit requirements, nor any way to exploit any potential synergies between interventions. 

Third, there is a lack of long-term policy strategy. Along the same lines, management capacity in the agencies that 
implement cash transfer programmes has historically been limited. As a matter of fact, as discussed throughout 
this report, management capacity seems to be one of the main constraints for the country in all areas related to 
development. This leads to excessive reliance on volunteers and short-term staff, creating risks in terms of the 
sustainability of actions and not generating local knowledge, technologies and human capacity within the country. 

3.7 Conclusions
Poverty has a negative impact on the realisation of all rights for children and women, affecting health, nutrition, 
education, protection and participation, among others. It is not only the cause of many inequalities in Zambia but 
also the consequence of them. 

Poverty in Zambia has many causes, and one not mentioned so far but that affects the current situation is an 
inherited historical burden. This relatively new democracy has evolved much in economic and social terms since its 
independence in the 1960s. However, years of exploitation cannot simply be erased with good intentions or good 
policies, and the historical aspect might need to be taken into consideration today. In fact, as is seen in this document, 
the historical and traditional perspective is one of the main reasons for the inequalities in many areas of the country. 

That said the objective of this chapter was to provide a simple but clear snapshot of how economic growth in the 
country and poverty are moving in different directions. The current pattern of growth and trends in poverty indicate 
that, if specific policies to alleviate and change poverty are not implemented, inequalities might actually increase 
in the coming years. 

Experiences in Latin America are valid for Southern Africa, and for Zambia. In that region, for a long time, the main 
economic model relied on trickle down wealth, and growth at any cost. This type of economic model led to the 
highest social and economic disparity in the world in the 1960s-1980s, with some groups and regions benefiting 
from economic development but the largest parts of the population still living in misery. Later, society realised that 
accelerated economic growth without social investments in the most vulnerable populations would actually increase 
the gap between poor and rich. The solution in the late 1990s and the 2000s was a mix of economic and social 
investments, with Government taking a  lead and investing in the most vulnerable populations so they could improve 
their life skills and their chances of improving in life. 

Children are a very important part of the poverty equation. As seen in this chapter, they are the poorest 
population in the country. They are poor as individuals because they live in poor households. In practical 
terms, for each one or two adults who live in a poor house, three or more children are living in poverty. 

Using a systematic perspective, few of the poor children today are going to be able to get rid of their poverty 
trap. As is described later in this report, these children live in poor households without basic water, sanitation 
and electricity. They live with many brothers and sisters and are constantly facing so many vulnerabilities 
until  this type of life becomes “normal” for them. These children do not go to school, or they drop out of 
school early without learning skills that will help them to find a good job and support a family. If they are 
girls, the situation is even worse. The chances that they are going to be pregnant early in life and abandon 
any chance of a better economic situation are huge. These children are going to be left behind, and in 10-15 
years from now they are still going to be poor, and probably their children are going to be poor, perpetuating 
a vicious cycle. 

Unfortunately, Zambia suffers from inequalities where, according to the concept used by UNICEF and UN 
Women (2013), the lottery of birth determines the opportunities and the resources children have in life. In 
Zambia, as well as other countries in the region, success depends more on structural causes than on talent. 

This chapter identified some of the causes of poverty, but there still needs to be a better understanding of 
how poor families cope with the challenges and burdens of poverty. Resilience could be a tool to help in 
understanding vulnerability in the country, and helping develop better public policies. Poverty and inequality 
are the roots of many current problems, and also the results of past public policy choices. The country has 
evolved and has accumulated knowledge on poverty, vulnerability and inequalities; it now has the conditions 
to start fighting this problem. 
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Children have the right to live. Governments should ensure that children survive and develop healthily 
(UNCRC, Article 6).

Children have the right to good quality health care – the best health care possible – to safe drinking 
water, nutritious food, a clean and safe environment, and information to help them stay healthy 
(UNCRC, Article 24).

Mothers should have appropriate pre-natal and post-natal health care (UNCRC, Article 24).

MDG summary
Goal Target Indicator Current data* 2015 target

Reduce child 
mortality Reduce by two-thirds, 

between 1990 and 2015,  
the under-five mortality rate

Under-five mortality rate 138 (2010) 63.6
Infant mortality rate 76 (2010) 35.7
One year olds immunised 
against measles (%) 94 (2010) 100

Improve 
maternal  
health

Reduce by three-quarters, 
between 1990 and 2015,  
the maternal mortality ratio

Maternal mortality ratio (deaths 
per 100,000 live births) 483 (2010) 162.3

Births attended by skilled 
personnel 46.5 (2007) -

Ensure 
environmental 
sustainability

Halve, by 2015, the proportion 
of the population without 
sustainable access to safe 
drinking water and basic 
sanitation

Proportion of population without 
access to an improved water 
source (%)

39.9 (2010) 25.5

Proportion of population without 
access to improved sanitation 
facilities (%) 

67.3 (2010) 13

Eradicate 
extreme  
hunger

Halve, between 1990 and 
2015, the proportion of people 
who suffer from hunger

Prevalence of underweight 
children (under five years of 
age) (%)

13.3 (2010) 12.5

Early childhood development 
Within the lifecycle, early childhood (zero to six years) is the phase that has the greatest impact on the future 
development of the child, and future adult. Briefly, until two years of age, the child’s emotional stability is strongly 
affected by their environment. By the age of three, the vocabulary potential is determined, and by age  four thae 
child has reached much of the mental capability that they will have as an adult (World Bank, 1999). in the first  
six years, 90% of brain synapses are formed (UNICEF, 2001).

There is a strong likelihood that a child with low nutritional and cognitive development in early childhood will 
have future problems in school. Cost benefit analyses suggests that early intervention in education for children 
aged four to six years can make a difference in improving the chances of achieving a higher level of education, 
reducing repetition and having a higher income in the future. Studies in 51 countries have shown that, on average, 

 – FROM PREGNANCY TO SIX YEARS OLD

SURVIVE AND 
DEVELOP

 PART III 
THE CHILD’S RIGHT TO
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one year of school increases the income of a future adult at 9.7% (Psacharopoulos and Patrinos, 2004). Thus, 
a failure to develop the potential of children under  six years in both cognitive and educational levels plays a 
significant role in the continuity of intergenerational poverty (McGregor et al., 2007).

Likewise, a study sponsored by the US Centre for Disease Control and Prevention (Rapoport, 2003) showed that 
every dollar invested in the immunisation of young children saves US$ 6.30 in future medical costs. When counting 
the indirect benefits to society as a whole (reduction of absence at school and at work, diseases, disabilities 
etc.), each dollar invested in vaccinations contributes US$ 18.50 per person. A different study conducted in the 
US showed that the direct and indirect savings for a country which provides routine vaccination to children will 
can reach US$ 10.5 billion and US$ 42 billion, respectively (Zhou, 2001).

Evidence has shown that significant benefits can be gained in the reversal of poverty in the future when 
investments are made early year in  a child’s life (Walker et al., 2005). For every dollar invested in childhood, 
the return in adulthood is approximately US$ 7. This means that the initial investment is offset in higher learning, 
higher wages, better health, more taxes, less crime and lower costs related of violence, all translating in the 
realisation of people’s rights. A poor child attending two years of quality early childhood education can expect 
18% more in their purchasing power as an adult (World Bank, 1999). By ensuring optimal iron supplement in 
early childhood, between 13% and 25% of the adult wage gain is guaranteed (World Bank Brazil, 2001). Thus, 
investment in early childhood is the best strategy to reduce inequalities, fight poverty and build a society with 
sustainable social and environmental conditions. 

Zambia has approximately 2.6 million boys and girls 6 years old and younger, which represents 37% of all 
children (0-18 years old) in the country. Six out of every ten children at this age group live in poverty (Figure 29). 

Figure 29: Poverty comparison between children 0-6 years old and the whole 
country, 2010 (%)

Source: Authors’ calculations, based on CSO (2012a). 

CHAPTER 4.
CHILD AND MATERNAL SURVIVAL

This chapter has as its objective to capture the relationship between the early years of children’s life and the 
quality of mother care. It starts by presenting numbers for infant and maternal mortality, and the causes of both. 
The causes are interchangeable and categorised into two: (i) poor access to water and sanitation; and (ii) lack 
of appropriate attention during pregnancy, at birth, during delivery and post-partum. 

As much as possible, the chapter tries to describe the problem, shows the evidence and define the factors that 
lead to the situation. It clearly depicts factors from the four categories described in the methodology (contextual, 
supply, demand and personal). They all interact and explain part of the problem that affects children and women 
in terms of survival and early development. 

Water, sanitation and waste management problems are presented in this chapter; however, it is well known that 
their effects are not limited to one specific age group. The idea of presenting this issue in this chapter was to set 
the basis for the discussion that takes place in subsequent chapters on health issues, education and protection.

  

4.1 Under-five and infant mortality
Under-five and infant mortality rates have been decreasing in Zambia since 1990 (Figure 30). Estimates for 
2010 were 83 per 1,000 live births for under-fives27 and 53 per 1,000 live births for infants. In the same fashion, 
neonatal mortality rates have achieved the lowest level in history, with 27 per 1,000 live births in 2010. Despite 
these improvements, according to UNICEF, Zambia occupies the 21st worst position among the 193 countries 
ranked by under-five mortality rate (UNICEF, 2012b). In fact many young infants die at home without ever being 
seen by a health worker. Hence, infant mortality numbers might be higher than estimated.28 

27 The UN Inter-Agency Group for Child Mortality Estimation (IGME) estimates the under-five mortality rate for Zambia at 83 per 1,000 live births, within low 
and high margins of 76 and 110 per 1,000 live births. 
28 The Zambia Demographic and Health Survey from 2007 estimated the following figures: under-five mortality 119 per 1,000, infant mortality 70 per 1,000, 
neonatal mortality 34 per 1,000. They are all near the estimations made by IGME.
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Figure 30: Under-five, infant and neonatal mortality rates, 1990-2010 (per 
1,000 live births)

Source: IGME. 

Despite the advance in terms of rates, today the chances of a child surviving to celebrate their first birthday are 
smaller than they were in 1990. In 1990, the infant mortality rate accounted for around 59% of deaths before the 
age of five; in 2010, this number had increased to 64%. Along the same lines, in 1990 38% of deaths occurred in 
the first four weeks after the baby was born (neonatal mortality); in 2010, 51% of fatalities occurred in this period. 

In terms of geographical disparities, the latest Zambia Demographic and Health Survey (DHS) (CSO, 2007) found 
that Luapula, Northern and Western provinces present the worst mortality rates in the country. It is important to 
mention that even the most developed provinces still present high rates of under-five mortality. Another phenomenon 
the 2007 DHS shows is the small gap in terms of urban and rural rates for early childhood mortality (Table 9).

Table 9: Early childhood morality rates, provinces, 2007 (per 1,000 live births)
Neonatal 
mortality 

Post-neonatal 
mortality Infant mortality Child mortality Under-five 

mortality
Central 33 31 64 57 118
Copperbelt 30 49 79 59 133
Eastern 44 38 82 75 151
Luapula 33 64 97 66 157

Lusaka 39 46 85 55 135
Northern 34 60 94 72 159

North-Western 28 36 65 46 108
Southern 37 27 64 42 103
Western 48 49 97 47 139

Urban 34 46 80 56 132
Rural 37 45 82 62 139
Source: CSO (2007).

4.2 Maternal mortality
IGME estimates that maternal mortality in Zambia is around 440 per 100,000 live births, with 220 for its low 
estimate and 790 for its highest value (Table 10). These numbers represent a small difference from the 2005 
estimate. The maternal mortality ratio reported for the seven years previous to the 2007 DHS was estimated as 
591 maternal deaths per 100,000 live births. 

Table 10: Maternal mortality ratio estimates, 2010 (per 100,000 live births)
Year Numeric value Low value High value
2005 500 250 810
2010 440 220 790

Source: IGME. 

The 2010 Zambia Census assessed the maternal mortality ratio at 483 per 100,000 live births, within the estimated 
range of the IGME. The rate in rural areas (517) was higher compared with that in urban areas (428). At provincial 
level, Muchinga (330 had the lowest ratio, and Western province (786) the highest (Figure 31).

In terms of age, the risk of maternal death among teenage mothers is particularly high. Teenage mothers are 
twice as likely to die during childbirth as women aged twenty and above (rising to five times as high among girls 
aged fourteen and below). Furthermore, some 13% of all maternal deaths result from unsafe abortions among 
teenage girls (UNICEF Zambia, 2008).
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Figure 31: Observed and adjusted maternal mortality estimates, 2010 (per 
100,000 live births)

Source: CSO (2012b).

4.3 Causes of child mortality and maternal mortality in Zambia
The determinants of child mortality and maternal mortality are interchangeable, with the poor status of maternal 
health a significant driver of child and infant mortality (UNICEF Zambia, 2008).

Figure 32: Causes of deaths in children under five in Zambia, 2010 (%)

Source: IGME. 

Figure 33: Causes of maternal mortality in Zambia, 2011 (%)

Source: Ministry of Health (2011a), based on CSO (2007).

Figures 32 and 33, respectively, depict the main causes of death for children under five years old in 2010, and 
the main causes of death for mothers in 2007. These could be separated into two main categories. The first 
contains deaths related to lack of proper water, sanitation and waste management. Different types of diarrhoea, 
measles and even pneumonia29 could easily be avoided if families, mothers and children had access to clean 
water and appropriate sanitation facilities at home and in the health facilities where babies are delivered. 

The second category includes deaths related to the appropriate care of pregnant women, attention at birth and 
care post-partum and in the initial stages of life of the newborn (ante- and post-natal care). Neonatal sepsis, 
congenital anomalies, birth asphyxia and prematurity could all be reduced with appropriate access to quality 
maternal health services (antenatal and delivery care, including a clean delivery environment). Along the same 
lines, vaccines and appropriate nutrition can substantially reduce the number of deaths in the first five years of 
life. These are all items explored in the next sub-sections of this report. 

29 Hand-washing with soap is one of the most effective and inexpensive ways to prevent pneumonia, reducing the risk of lower acute respiratory infections 
by 25% (PPPHW, 2008).
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4.3.1 Water, sanitation and hygiene
Inadequate access to safe water and sanitation services, coupled with poor hygiene practices and housing 
infrastructure, sickens and kills hundreds of children every day, and leads to impoverishment and diminished 
opportunities for thousands more. According to the World Health Organization (WHO), better management of 
water resources reduces transmission of malaria and other vector-borne diseases.

The National Nutrition Surveillance System (NNSS) shows that, in 2009, less than two-thirds (60%) of households 
had access to improved water sources. The results further shows that only a few households are using improved 
sanitary facilities (traditional pit latrines, ventilated improved pit latrines or waterborne toilets). 2010 Census data 
on water and sanitation stresses the rural-urban dichotomy (Table 11). While in rural areas, 83% of the water 
supply for use at home, including human consumption, comes from boreholes (protected and unprotected), 
unprotected wells and rivers/dams or streams, in urban areas, almost 70% of the water consumed at home comes 
from piped water inside the housing unit, piped water outside the housing unit within a stand/plot, communal 
taps and protected wells. These two realities are very different in terms of the quality of water. UNICEF and 
the WHO estimate that 32% of the water consumed in rural houses comes from unimproved sources, and 22% 
comes from surface waters (Figure 34) that might also have problems related to their quality.

No water and running water in health facilities across the country

There are no data on the number of health centres without electricity and running water; however, it seems most rural 
health centres do not have these amenities. One rural health centre visited opens its services when it is day and closes 
when it gets dark, since there is no electricity – and personnel – to open at night. The water comes from a nearby 
borehole, where children from the community fetch their water and animals spend part of the day drinking. The health 
clinic cannot handle any procedure that depends on electricity. Vaccines that need to be refrigerated are kept in a 
kerosene fridge. In another rural health centre visited, the kerosene fridge was broken.

 Figure 34: Population by type of drinking water source, 1990-2011 (%)

Source: WHO and UNICEF (2013).

Table 11: Source of household drinking water, 2010
Source of household drinking water Zambia total Rural Urban

Population 13,092,666 7,919,216 5,173,450

Piped water inside housing unit 7% 1% 16%

Piped water outside housing unit within stand/plot 10% 1% 24%

Communal tap 9% 2% 21%

Protected well 10% 11% 9%

Protected borehole 18% 26% 7%

Unprotected well 20% 29% 7%

Unprotected borehole 2% 3% 1%

River/dam/stream 16% 26% 2%

Rain water tank 0.1% 0.2% 0.1%

Other tap 3% 0.5% 6%

Water kiosk 3% 0.2% 8%

Water vendor 0.2% 0.0% 0.6%

Mineral/bottled water 0.0% 0.0% 0.1%

Other 0.7% 0.8% 0.5%
Source: CSO (2012b).

Figure 35: Poor and rich residences in urban areas with safe water source, 2010 (%)

Source: CSO (2012a).
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In terms of intra-city disparities, using the proxy of lower cost as poor residences and higher cost as rich 
residences, the urban areas of the country also present visible disparities in terms of water sources for use and 
consumption. A total of 94% of houses classified as high income have access to safe water in comparison with 
80% of poor houses in the cities of Zambia (Figure 35). Of the poor houses in the cities, 28% have access to 
public taps, meaning they do not have running water at home, and mainly children and women have to carry 
their water home. In the higher-cost houses, only 6.6% fetch their water from public taps. The same pattern can 
be seen in terms of drinking water (Figure 36). 

Figure 36: Poor and rich residences in urban areas with improved and safe 
sources of water for drinking, 2010 (%)

Source: CSO (2012a).

In terms of sanitation, according to the 2010 Census, almost 520,000 households do not have access to toilet 
facilities, representing almost 20% of the houses in the country – among these, 91% are located in rural areas. 
Estimates from WHO and UNICEF indicate open defecation is practised by 17% of the overall population in 
Zambia (27% in rural areas, against 2% in urban areas).

Figure 37: Population by type of sanitation means between 1990 and 2011 (%)

Source: WHO and UNICEF (2013).

The lack of hygiene and sanitation represents a heavy cost for the country. According to a study carried out by 
the Water and Sanitation Program (WSP, 2012), poor sanitation costs Zambia the equivalent of US$ 194 million. 
This sum is the equivalent of US$ 16.4 per person in Zambia per year or 1.3% of national GDP.

Pit latrines are the main type of toilet facility in the country, with 95% of households in rural areas using this 
type of sanitation facility. Pit latrines are cheap but have to be built at a safe distance from the house and from 
the nearest water source. Flush private toilets connected to the water sewer system are really available only in 
urban areas, and are few (Figure 38). 
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Figure 38: Type of toilet facility, rural and urban, 2010 (% of households)

 Source: Authors‘ calculations, based on CSO (2012b).

Within the cities, the difference between rich and poor households is also apparent in terms of sanitation facilities. 
While on average, according to the 2010 LCMS, 66% of urban households have improved/adequate toilet facilities, 
poor households are below this average. A total of 58% of low-cost residences have these facilities. On the other 
hand, 90% of rich households have access to appropriate sanitation facilities (Figure 39). 

Figure 39: Poor and rich households in urban areas with improved/adequate 
toilet facilities, 2010 (%)

Source: CSO (2012a).

Waste management, especially in urban settings, is closely related to the population’s health and well-being. 
There is strong evidence connecting landfill and improper garbage disposal with low birth-weight, foetal and 
infant mortality, spontaneous abortion and the occurrence of birth defects (Rushton, 2003). In addition, depending 
on the method used to manage waste, the presence of mosquitos, other insects and rodents may increase in 
nearby areas. Only 7% of residences in the country have regular trash disposal. Most residences in Zambia use 
garbage pits or bury their trash – the data does not allow for any assessment of whether the pits are in proper 
sites, or whether they follow the correct sanitation standards. The 2010 Census reveals that roadside dumping 
and other dumping are also frequent in the country, mainly in rural areas (Figure 40).

Figure 40: Type of refuse disposal, rural and urban, 2010 (% of households)

Source: Authors’ calculations, based on CSO (2012b).

Figure 41 presents urban disparity. Dumping around the house or the neighbourhood is still very high for poor 
residences in urban centres in Zambia. Regular trash collection is two times more frequent for rich households 
than for poor ones.
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Figure 41: Type of garbage disposal for low- and high-cost urban households, 
2010 (%)

Source: CSO (2012a).

The source of energy used for lighting (and cooking) in households is directly related to children’s safety. 
Combustible materials such as wood, candles and paraffin are dangerous since they can easily ignite and lead 
to permanent health problems or even death;30 in addition, indoor burning of polluting fuels has been associated 
worldwide with Acute Lower Respiratory Infections (ALRIs) among children less than five years old (Barnes et 
al., 2009; Kilabuko and Nakai, 2007). These materials are the main source of lighting in rural areas in Zambia. 
Electricity is available in only 3% of houses in rural settlements in the country. Even in urban areas electricity is 
not that common, with almost half of the houses without electricity in the cities (Figure 42).  

30 75% of the population in rural areas (almost 6 million people) live in housing units whose roof is made of thatch/palm leaf, an easily combustible material. 
During the dry season, cooking happens most of the time outside the house. However, oral reports mention that during the rainy season cooking happens 
inside the houses. 

Figure 42: Population by source of energy for lightning, rural and urban, 2010 (%)

Source: Authors’ calculations, based on CSO (2012b).

In terms of sources of energy for cooking, besides safety, the type of fuel utilised is also related to child labour. A 
total of 85% of houses in rural Zambia use wood as a primary type of energy for cooking and 12% use charcoal 
(Figure 43). Searching for wood is a task frequently performed by children and women, and takes time away 
from studying and playing. 

Figure 43: Housing units by type of energy for cooking, 2010 (%)

Source: Authors’ calculations, based on CSO (2012b).
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As we have seen, according to a study carried out by the WSP (2012), poor sanitation costs Zambia the equivalent 
of US$ 194 million. This sum is the equivalent of US$ 16.4 per person in Zambia per year or 1.3% of national 
GDP (2012).

UNICEF Zambia conducted   a bottleneck analysis in 2012 on the water and sanitation situation in Solwezi 
district (UNICEF Zambia, 2012c). Despite being conducted in one locality, the analysis can be expanded to 
other rural areas in the country, and it presents a very accurate picture of the main barriers in this sector. The 
main bottlenecks can be divided into the categories used in this SitAn to understand the shortfalls in terms of 
children and women. 

The first point is related to the lack of capacity at district level (contextual and supply-side factors). According 
to the UNICEF analysis, the districts lack specific and inclusive total sanitation and hygiene plans that could 
engage all stakeholders. The districts have not yet mobilised human resources to roll out effective WASH plans. 
It seems the current approach is fragmented and inefficient, with different departments and NGOs performing 
their own tasks, without clear coordination of efforts. In the same fashion, a top-down approach that is based 
on political promises of free water for the population is still prevalent. Communities do not participate in the 
decision-making process, limiting the sense of ownership of WASH facilities. 

In management terms, some reports  mention considerable difficulty at district council level to engage drilling 
contractors in some districts, especially those far from Lusaka. As a result, the procurement process is delayed 
and the quality of facilities is not up to par. According to the UNICEF bottleneck analysis, lack of quality in the 
construction of water supply facilities is the main bottleneck to the sustainability of water supply services in rural 
areas. There are no local drilling companies in some districts. In addition, reports indicate that districts have 
inadequate resources (funds and personnel) for implementing WASH policies and to monitor them in terms of 
usage and quality. The size of the district, poor road infrastructure and dispersed settlement patterns make 
routine monitoring challenging and resource intensive, especially in outlying wards of Solwezi. 

A different UNICEF assessment covering nine districts, showed 90% of water points installed between 2010 
and 2011 in those districts were functional and used as intended (UNICEF Zambia, 2012b). Those that were not 
functional were so owing to drilling and maintenance problems. For those that worked, 36% presented issues in 
terms of availability of water, quality of water and location. The assessment also showed that some of the water 
points did not follow the proper standards to guarantee the quality of the water. 

This leads to limited investment in WASH by district councils. In Solwezi, the council has been hesitant to commit 
its own funds, with the council’s expenditure on WASH significantly less than the planned 6%. The council’s 
perception described by UNICEF is that WASH “should be funded by donors rather than the Council”. This 
reduces both the budget and the council’s stake in WASH, reflecting its low priority compared with other sectors.

On the demand side, the bottleneck analysis on Solwezi district showed very few households practising hand-
washing with soap or ash after using the toilet. There is scant data on hand-washing practices in Zambia, but 
qualitative reports point to it not being common. This behaviour is connected to personal factors such as lack 
of knowledge on the benefits of the practice, but also limited knowledge on the construction of low-cost hand-
washing facilities requiring a very limited amount of water, such as tippy-taps. Besides, many communities are 

not properly sensitised to WASH issues, and do not know their rights and responsibilities. Communities lack 
understanding of the potential benefits of WASH, how to request an improved service and their related rights 
and responsibilities. This limits both demand for services and interest in sustaining them.

The analysis also pointed out the non-integration of efforts and areas. There is an inadequate focus on school 
WASH facilities and hygiene promotion in particular, with teachers not systematically engaged in hygiene 
promotion.31 This apparent omission reduces the potential impacts of Community-Led Total Sanitation (CLTS) 
rollout, as the current set-up for hygiene promotion does not focus specifically on schools. Open defecation-free 
(ODF) communities may still have a school with inadequate sanitation.  

Rapid urbanisation coupled with poor city planning leads to the outgrowing of deprived communities within 
urban centres or on the outskirts of cities. These areas lack proper attention in terms of health, education and 
water and sanitation, among other things. The last Joint Monitoring Report clearly shows that, access to safe 
water and improved sanitation shows is improving in rural Zambia but worsening in urban areas (see Figures 
34 and 37, above).

Legal and public policy framework on WASH

The current Zambian Constitution of 1996 (as amended in 2006) includes the Bill of Rights that provides for 
a framework within which the regulation and allocation of water can take place. Indeed, under economic and 
social rights for water and sanitation in the draft Constitution, a person has the right to clean and safe water in 
adequate amounts and to reasonable sanitation.

Until the new Water Act was enacted in 2011 and became operational in October 2012, Zambia’s water law was 
based on principles of English Common Law. The Act was enacted during the colonial period in 1949 to support 
the Department of Irrigation and Rural Development, which later became the Department of Water Affairs. The 
mandate of the department was to manage and develop water resources for industrial use and to accelerate rural 
development through irrigation. Under the 1949 Ordinance, the Water Board was established with the mandate 
of allocating water and issuing of water rights. In 1980, the Local Administration Act was enacted, giving local 
authorities the responsibility for providing water supply and sanitation services. 

In addition, a number of laws have been enacted to enforce on matters of WASH. These include the Public Health 
Act, CAP 295, of the Laws of Zambia (enacted in 1930) and responsible for monitoring sanitation; health education; 
monitoring of drinking water quality; setting standards; and general sanitation supervision throughout the country. 
The Water Supply and Sanitation Act, No. 28, of 1997 regulates water supply and sanitation service providers. 

Although the National Gender Policy provides for measures including those on water and sanitation, highlighting 
the influence of this issue on women and girls, there is almost no measure on WASH in the National Child Policy.

31 More on WASH for schools is in Chapter 7. 
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The first National Water Policy was adopted in 1994 with the mandate of ensuring better water resource 
management and water supply and sanitation. For rural areas, the Government adopted the Water, Sanitation 
and Health Education (WASHE) strategy in 1996 for the improvement of water supply and sanitation. Meanwhile, 
the 1994 National Water Policy was revised in 2010 and aligned with the National Vision 2030 and development 
plans, namely, the FNDP (2006-2010) and the SNDP (2011-2015). The revised policy, currently supported by 
the new Water Act of 2011, provides a direction and framework for integrated management, development and 
utilisation of water resources. The policy’s main goal is to provide sustainable water resource management and 
development with a view to facilitating equitable provision of adequate and quality water supply and sanitation 
in a timely manner. 

Equally important has been the articulation of the Water Supply and Sanitation subsector in both the FNDP and 
the SNDP based on the National Urban Water Supply and Sanitation Programme (NUWSSP 2011-2030) and 
the National Rural Water Supply and Sanitation Programme (NRWSSP 2011-2015) under the responsibility of 
the Ministry of Local Government and Housing through the local authorities.

4.3.2 Ante-natal care, delivery and post-natal care

Ante-natal care

Despite the fact that data from the 2007 DHS shows 94% of women received antenatal care (ANC) from a skilled 
provider (doctor, clinical officer, nurse or midwife) during their last pregnancy, only 60% of women aged 15-49 
years old who had had a live birth in the five years preceding the DHS had made four or more ANC visits, matching 
the international standard recommended by the WHO. Access to ANC is not evenly distributed among districts 
in Zambia. In the vast majority of cases, pregnant women made fewer than four ANC care visits (Figure 44).

Figure 44: Pregnant women 15-48 years making four or more ANC visits, 
districts, 2007 (%)

Source: University of Washington and University of Zambia (2011) based on CSO (2007).

Almost 76% of mothers who had made ANC visits started their ANC very late:32 53% said they had their first visit 
between the fourth and fifth months of pregnancy, and 23% between the sixth and seventh months. In being that 
late for the first antenatal visit, mothers – and babies – miss services that are offered early in the pregnancy.33 

Among those who went to see a doctor before delivery, the majority (87%) received ANC services from a nurse or 
midwife; 5% received ANC services from a clinical officer, and only 2% from a doctor. These percentages reflect 
a structural problem in the health system in Zambia, framed by contextual and supply-side factors. According 
to the Annual Health Statistical Bulletin 2008 (Ministry of Health, 2009a), in 2008 Zambia had 46% less doctors 
than it needed. The same happened to midwives; the country had 53% less midwives than the recommended 
number (Figure 45).

Figure 45: Doctor and midwife shortages by province, 2008 (%)

32 WHO recommends the first ANC visit be as early as possible in pregnancy, preferably in the first trimester. 
33 The discussion on HIV/AIDS and antenatal care is presented in Chapter 5.
34 The boma is the more urbanised area of the district, and could be also called the district capital. It is the area where governmental commissions (education, 
health etc.) are located, as well as the district’s hospital.

Source: Ministry of Health (2009a).

There are three main contextual and supply side factors with a negative impact on the number of ANC visits. 
First, distance to health centres is still a burden for the majority of the population in the country, especially those 
who live in rural areas. LCMS data shows that 25% of residences in the country are located more than 5 km from 
health centres. Also, roads are generally not paved, and there is no regular transport between rural communities 
and the health centres and/or the district hospital, generally located at the district “boma”.34 
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Quality of ANC visits: are standards too low?
The ANC visit by itself, even if done at the beginning of the gestation period, is not a guarantee the pregnancy and the baby 
are going to develop without problems. As emphasized by one of the nurses from a newly built first-level hospital in a district 
boma, the situation of mothers and newborns would be much safer if the hospital had ultrasound equipment to be used in 
each trimester of the gestation period, as the basic first step to avoid problems and to monitor mother and baby along the 
gestation period. Even without knowing how to use the equipment – the nurse had never used one – she knew that, with 
adequate training, she would be able to handle it and improve the ANC of hundreds of mothers and babies in the district.

Second, economic, social and traditional factors, such as the mobility of some populations owing to their tradition 
of fishing and cattle-rearing as a form of livelihood, and the myths and beliefs still present in some rural areas 
of the country, have an impact on the number of ANC visits. For instance, in Samfya district, women reported 
waiting for elderly women to verbally confirm they were pregnant before they could start ANC. The belief was 
that, if young women started ANC before elderly women confirmed the pregnancy, they might end up losing the 
baby in mysterious circumstances (UNICEF and University of Zambia, 2012).
Third, the quality of ANC (supply-side factors) is also an issue that influences the first ANC visit, and subsequent 
visits. Research sponsored by UNICEF (UNICEF and University of Zambia, 2012) in four of the most vulnerable 
districts in the country showed that less than 33% of health personnel were trained in focused ANC. In fact, lack 
of personnel – as seen in Figure 45 – and human resource capacity was pointed out as one of the causes of 
low ANC attendance across the four districts. The study also reports that less than 40% of pregnant women in 
those districts made more than four ANC visits.  
Another measure of quality for ANC is related to the supply and availability of essential commodities for pregnant 
women, such as IPTp, iron, folic acid and HIV test kits for ANC in health facilities, as well as adequate equipment 
for ANC and birth. A report by UNICEF and University of Zambia showed the availability of these commodities in 
the previous three months had been significantly low in all the districts (less than 34%), with one district having 
no stocks of these commodities at all. 

Delivery

In general, 52% of deliveries reported in the 2007 DHS happened at home (of all births at home, 91% were in 
rural areas, and only 9% in urban areas). Some of the reasons for home deliveries are very similar to the ones 
that influence the low number of ANC visits. 
First, although trained traditional birth attendants (TBAs) are encouraged to deliver babies at health centres instead 
of conducting home deliveries long distances and associated transport costs make this option impractical. In the 
above-mentioned project districts, the proportion of the population residing within 1 km of a health facility was 
only 31%; 59% were within 5 km; and the rest (more than 40%) have to travel more than 5 km to access any type 
of health facility (UNICEF and University of Zambia, 2012). About two out of five women reported transportation 
(42%) and distance to health facility (41%) as big problems leading them to deliver at home (CSO, 2007). within 
addition to distance, public transport is not available, and most roads connecting rural settlements in the country 
with health facilities are not paved and dangerous to drive on. In this sense, home delivery could be considered 
cheaper, and in some sense safer, than travelling to a health clinic or hospital. 
Second, there is an implicit barrier connected to the economic situation of pregnant women in rural areas that has 
a greater impact on utilisation than just the transport to the health centre. In the qualitative assessment carried 

Baby delivery kit
There are no monetary fees for deliveries at public health facilities in Zambia. However, anecdotal evidence confirmed 
by different qualitative assessments, and by visits made during the SitAn process, shows some mothers are asked for a 
litre of disinfectant product to be used by the hospital, and, sometimes, for a baby delivery kit. One mother said she was 
asked for clothes for the baby, a dish to bathe the newborn and something for her to wear after the delivery. She knows 
some patients are discharged after delivery only if someone from the family presents these items. She also mentioned 
that some friends did not deliver at the health facility since they did not have the kit, and were ashamed of their poor 
condition. Officially, there is no such a thing as a delivery kit, but health personnel, midwifes and nurses confirm that 
they ask mothers to prepare some clothes for her and the baby, as well as baby powder to be used after birth.

Quality of delivery
The same hospital where the nurse mentioned ultrasound equipment has a brand new neonatal warming and resuscitation 
table where the nurses perform the Apgar score assessment, and all the necessary protocols post-delivery. The hospital 
has the ability to conduct caesarean sections where a risk for the mother or baby is identified. The problem is that, after 
the proceeding, in case the newborn needs extra care, a baby incubator is not available. The newborn baby would have 
to travel in someone’s car since the hospital does not have an ambulance. The distance to the nearest second-level 
hospital is 70 km, 60 km on a non-paved road. As mentioned by the hospital staff, the chances of survival for this child, and 
probably his mother, are very small.

35 Following the WHO definition, accredited health professionals are midwives, doctors or nurses who have been educated and trained to proficiency in the 
skills needed to manage normal (uncomplicated) pregnancies, childbirth and the immediate postpartum period, and in the identification, management and 
referral of complications in women and newborns. TBAs, trained or untrained, are excluded from the category of skilled health workers. 

out by UNICEF in Zambia and the University of Zambia, some women reported feeling ashamed of delivering 
at health centres because they lacked baby clothes and other delivery requirements. 

A third reason in the four districts covered by the same qualitative study was related to the gender of the health 
worker. Some women said they were not happy to be attended to by male health workers during delivery. In 
such cases, they preferred to deliver at home, attended to by relatives or by a TBA. 

A fourth cause hindering a higher number of births in health institutions is quality of care, including lack of staff 
(quantity and quality); poor infrastructure at health institutions; and lack of medicines. 
The problem lies in the lack of  analysis. Does quality follow low demand for services, or do mothers not deliver 
at health centres because of the perceived lack of quality?
Gaps between urban and rural areas, and different economic groups, are clearly depicted in the 2007 DHS. Data 
shows that skilled health workers35 attended less than 47% of births in Zambia; 83% of births that were attended 
to by skilled workers were in urban areas. Also, 92% of mothers in the richest quintile had professional support 
during delivery. For the lowest quintile, only 27% of mothers had access to skilled health workers. 
The differences are bigger at province and district levels. Data from the 2007 DHS reproduced in Figure 46 shows 
a great difference in terms of skilled providers attending births by province. While in Lusaka and Copperbelt the 
numbers are over 75%, in Northern province only 3 of every 10 births were assisted by a doctor, clinical officer 
and/or nurse/midwife. Within individual provinces, inequalities are further perpetuated down to the district level, as 
shown by trends within Copperbelt province, where skilled birth attendance coverage for Kitwe district was 84% 
in 2000 and 77.1% in 2010, and coverage in Lufwanyama district 26.4% in 1990 and 20.7% in 2010 (University 
of Washington and University of Zambia, 2011).
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Figure 46: Births delivered by a skilled provider, 2007 (%)

Source: CSO (2007).

Few districts in Zambia present a high average of births attended by a skilled professional (Figure 47). In terms 
of capacity at district level, data from the UNICEF and a University of Zambia survey (2012) shows extremely low 
numbers of health personnel trained in emergency obstetric care (EmOC):  2%, 9.3%, 12% and 20% for Luwingu, 
Chiengi, Samfya and Mungwi districts, respectively. The same research shows delivery kits are available at the 
health facilities in these districts but have not been used as expected. 

Figure 47: Pregnant women aged 15-49 giving birth attended by skilled personnel, 
districts, 2007 (%)

Source: University of Washington and University of Zambia (2011) based on CSO (2007).

Post-natal care

Only 39% of the mothers surveyed reported in the 2007 DHS that they came back for post-natal care within two 
days of delivery. That number might actually be overestimated, since it does not include those mothers who do 
not deliver at health facilities, and where the delivery outcome is unknown. The main causes associated with 
poor and low post-natal care are the same as the causes for low ANC visits and the small number of births in 
health facilities. 

First, difficulties in access – in combination with traditional views on post-natal care – do not create any incentive 
for mothers to come back to health facilities. The same distance and lack of transport that reduced use of health 
facilities for ANC and delivery also impact on post-natal care. In the qualitative study in the four districts (UNICEF 
and University of Zambia, 2012), the traditional view from older women and men was that women who have 
just given birth are weak and tired – which could be true, since the average time of staying at the hospital after 
delivery is six hours, and most mothers have to walk back home with their babies – and their babies are too 
fragile to be carried on their back. They are therefore not encouraged by their peers to travel long distances to 
a health facility for the post-natal visit. 

Second, the same study points to lack of information on the importance of post-natal care in communities. If 
perceptions on the importance of ANC are still weak, perceptions regarding going back to a doctor, soon after 
birth, without the baby being sick, might be even weaker. 

Finally, a third cause, pointed to by the UNICEF Zambia 2008 SitAn, is an economic factor that affects those who 
did not deliver their baby in a health facility. The gradual removal of user fees has resulted in improved access 
to health care; however, as the UNICEF and University of Zambia (2012) study, shows some women who deliver 
at home are charged fines. According to the study, this is an overriding reason for low performance in Luapula. 
Although the policy was meant to encourage women to deliver in health facilities, it actually discourages women 
from coming for postnatal checks if they happen to deliver at home.

4.3.3 Vaccines

Low universal vaccination is one cause of high numbers of children dying under the age of five in Zambia. LCMS 
data shows that 76.5% of boys and girls 12-23 months had at least one dose of BCG, DPT, polio and/or measles 
immunisation in 2010; only 55.4% of the children in that age group in the country had full immunisation of those 
four vaccines. Full immunisation is the four vaccines varies according to the provinces, with only two provinces 
achieving more than 60% coverage – Eastern and Western provinces (Figure 48).
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Figure 48: Distribution of children 12-23 months who completed various 
vaccinations (1 measles, 1 BCG, 3 polio, 3 DPT), by province, 2010 (%)

Source: CSO (2012a).

The 2007 DHS showed 5.5% of boys and girls in Zambia 12-23 months old did not receive any vaccines (6.3% in 
rural areas against 3.3% in urban areas). The situation is worst in Luapula and Northern provinces, where 15% 
and 14% of children between 1 and 2 years old did not receive any immunisation (Figure 49). In Zambia, only 
55% of children in this age group received the vaccines in the correct timeframe (in the first 12 months of life). 

Figure 49: Children 12-23 months old who had no vaccinations, by province, 
2007 (%)

Source: CSO (2007).

Reasons for low vaccination rates start with supply and contextual factors related to cold chain maintenance, 
transport and other logistics. Problems with accessing rural communities are reported as having a direct impact on 
the number of children who receive vaccines at the correct timeframe. The issue does not seem to be distribution 
from the capital – Lusaka – to other distribution hubs, but the “last mile”, meaning reaching the most distant 
communities that are not easily accessible by road. In five districts implementing the UN joint programme on 

accelerating progress towards maternal and child morbidity and mortality reduction in Zambia, baseline studies 
show that all health facilities visited in the sampled districts had storage equipment for emergency vaccines, 
most of them using kerosene as fuel to keep the temperature right; however, in some districts half of the available 
equipment was not working (Institute of Economic and Social Research, 2012). 

A second bottleneck is related to the efficiency of the current birth registration model being used in Zambia. As 
discussed later, difficulties in knowing the correct number births in the districts jeopardise the efficiency of many 
health and education initiatives, among them the distribution of vaccines. 

Staff availability at the facility level (especially in remote rural health centres) is mentioned as one of the problems 
influencing the availability and use of vaccines in remote areas in Zambia. It seems the problem is related to 
attracting and maintaining qualified workers in the most remote areas of the country.  

Finally, cultural practices and religious beliefs also seem to influence mothers not to vaccinate their children. 
Anecdotal evidence points to the fact that some mothers hide their children during vaccination campaigns. 

4.3.4 Nutrition

Malnutrition is the most widespread but least addressed public health problem in Zambia. Nutrition-related factors 
are responsible for about 33% of child deaths worldwide (Save the Children, 2012). In the case of Zambia, it is one 
of the major factors influencing the heath- status of children and mothers. UNICEF (2008) describes poor nutrition 
as one of the main drivers of high maternal and child mortality figures in the country. Even when nutrition is not 
directly responsible for deaths, nutrition status negatively influences other diseases, aggravating the poor physical 
condition of children and women. The first MDG calls for eradication of extreme poverty and hunger and uses 
prevalence of underweight in children under five as an indicator of progress. Although Zambia has experienced 
a decrease in underweight from 21% in 1992 (DHS) to 15% in 2007 (DHS), the burden of stunting36 has remained 
unacceptably high. The prevalence of stunting in children under five stands at 45% (CSO, 2007), above the average 
for Sub-Saharan Africa (42%). Further, about 9% children under five have a low birth weight (less than 2.5 kg), 
which is a reflection of intra-uterine growth retardation and maternal malnutrition. This is likely to be underestimated, 
considering that a large proportion of newborns are not weighed at birth in Zambia.

During one of our visits to a school, we were very fortunate to meet by coincidence a social health worker who was weighting 
children under a large tree near the school. She hung the scale on a tree branch and the mothers were starting to line up, 
waiting for their turn. In one day, the community health worker sees, on average, 362 children, but she knows there are more 
mothers and children in the nearby village who do not come to the weighting station. She writes the children’s weight and 
height on the under-five cards: some pink – for the girls – some blue – for the boys. Some of them – almost half of those we 
saw – were marked as HD, which means home delivery. She said a good number of children would have to go to the near 
health centre since they were underweight. Her experience is that underweight children are common in the region. At the 
health centre, when a child’s nutritional situation is not too severe, she receives some vitamins from the nurse and goes back 
home, but sometimes boys and girls have to stay in the health centre because of their dangerous nutritional situation.

36 Stunting or chronic malnutrition is one form of growth failure. Stunting occurs over time, unlike acute malnutrition (wasting), which is a process that, in most 
cases, occurs because of a recent and severe process of weight loss, which is often associated with acute starvation and/or severe disease. A child who 
is stunted often appears to be normally proportioned but is actually shorter than normal for his/her age. Stunting starts before birth and is caused by poor 
maternal nutrition, poor feeding practices, poor food quality and frequent infections that can slow down growth. Stunting is not reversible after a certain age. 
To have an impact on stunting levels, nutrition interventions need to be targeted to women during pregnancy and to children from birth to 18 months of age.
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Along with growth faltering, under-nutrition in early childhood has a significant adverse impact on child survival and 
cognitive development. It is estimated that under-nutrition contributes to 33% of under-five child deaths worldwide 
(WHO, 2008). Iodine deficiency alone may result in a loss of 10 to 15 IQ points. Thus, good nutrition is essential to 
achieving most of the MDGs including reduced child mortality (MDG4) and universal primary education (MDG2).

Although stunting is present in all geographical areas and socio-economic groups of the Zambian population, 
inequalities are easily discerned according to  (i) poverty status: children from extremely poor households (52%) 
are more stunted than children from wealthier households (40%); (Figure 50); (ii) area of residence: the proportion 
of stunted children is higher in rural areas (48%) than in urban areas (42%) (CSO, 2007). Along the same lines, 
the NNSS shows that malnutrition among women of reproductive age is higher in rural areas than in urban areas, 
with 11% of women aged 15-49 classified as underweight in rural areas compared with 7% of women in urban 
areas (Ministry of Health, 2009c); (iii) -province: for example, children from Northern province are more likely to 
be stunted than children from Southern province (53% and 40%, respectively) (Figure 51); and (iv) by mother’s 
education level: the proportion of stunted children decreases as the mother’s education level increases (Figure 52).  

Figure 50: Incidence of stunting based on poverty status, 2010 (%)

Source: CSO (2012a).

Figure 51: Incidence of stunting, by province, Zambia (%)

Source: CSO (2012a).

Figure 52: Incidence of stunting based on mother’s education, 2010 (%)

Source: CSO (2012a).

Stunting is a phenomenon of early childhood reflecting multiple nutritional deficiencies and infections and peaks 
between 6 to 24 months during the critical period of rapid growth and brain development. As shown in Figure 
53, stunting increases sharply in the first two years of life from 26% among children aged six to eight months 
to 59% in children aged eighteen to twenty-three months before reaching a plateau in the third and fourth year. 

Figure 53: Nutritional status of children by age, 2007 (%)

Source: CSO (2007).

The main causes of stunting are related to (i) poor nutrition of mothers during pregnancy; (ii) lack of appropriate 
nutrition in the first 18 months of life; and (iii) frequent waterborne diseases common among children, especially 
those who live in rural areas. Inappropriate feeding practices in infant and young children owing to a combination 
of poor maternal knowledge and lack of access to nutritious food are widespread in Zambia. Delayed initiation 
of breastfeeding and mixed feeding (other liquids besides breast milk) are common. Furthermore, children do 
not receive complementary foods at the right age (too early rather than too late), are not fed enough during the 
day and have food of inadequate quality.
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Maternal malnutrition is present in Zambia with the emergence of over-nutrition and related non-communicable 
diseases (NCDs). Although data on NCDs in adults and over-nutrition in children are scarce, Zambia is in an 
epidemic transition with a double burden of under-nutrition and over-nutrition as well as communicable and non-
communicable diseases. About 10% of women of reproductive age are underweight; 19% are overweight or obese 
(CSO, 2007).37 The proportion of overweight or obese women is higher in urban areas (30%) than in rural areas. 
Women with the highest education level are more likely to be overweight or obese (47%) than women with no 
education (10%). Furthermore, the proportion of overweight or obese women increases with wealth status, with 
7% in the lowest and 35% in the highest wealth quintile. 

Breastfeeding is almost universal (98%); however, only 61% of infants below six months of age are exclusively 
breasted (CSO, 2007). Younger infants are more likely to be exclusively breastfed, with 86% in infants below two 
months compared with 35% in infants aged four to five months. Furthermore, 57% of infants are breastfed within an 
hour of birth and 93% started breastfeeding within the first day. The mean duration of breastfeeding is 20 months.

Although 94% of breastfed infants receive complementary food (CSO, 2007), its introduction is not timely. Early 
introduction of complementary food before the recommended age of six months is common, with about 20% and 
50% of infants two to three and four to five months, respectively, having received semi-solid food in addition to 
breast milk (ibid.). This data does not reflect the quality of complementary feeding received; meeting the minimum 
standards of dietary quality is a challenge in Zambia. Feed frequency and food diversity in children 6-23 months is 
also not in line with the age-specific recommended standards. Only 44% of breastfed children aged 6-23 months 
meets the minimum standards with respect to food frequency (number of times fed according to age) and food 
diversity (number of food groups consumed) (ibid.). Urban children (53%) are more likely to be fed according to the 
recommended standards than rural children (40%), as are children with mothers with a higher level of education 
(58%), compared with those with mothers with no education (35%), and children from wealthier households (54%, 
vs. 42% of those in poorer households).

Deficiencies of micronutrients are also widespread and represent a silent emergency. The prevalence of anaemia, 
a proxy of iron deficiency, stands at 61% in children under five (2010 National Malaria Survey ) while the frequency 
of iron deficiency is generally about 2.5 times that of anaemia. The high prevalence of stunting, a proxy of the 
population’s zinc status, indicates zinc deficiency is of public health significance in Zambia. Vitamin A deficiency, 
estimated at 54% in children under five (NFNC , 2003), is still very high despite biannual supplementation since1997and 
mandatory fortification of sugar with vitamin A since 1998. On the other hand, remarkable progress has been made 
in sustained elimination of iodine deficiency, which is no longer a public health problem (NFNC, 2011 ).

Finally, the last evident cause of malnutrition is related to the heavy burden of malaria, diarrhoeal diseases and acute 
respiratory infections, which have a higher burden on children.38 There is a strong relationship between nutrition 
and sanitation. According to the WHO, nutritional status is compromised where people are exposed to high levels 
of infection owing to unsafe and insufficient water supply and inadequate sanitation.

37 The Ministry of Health (2009c) showss that, among children aged 6-59 months, one-fifth (21%) of boys are underweight and 14% overweight. Among girls 
of the same age, 16% are underweight and 12% overweight.
38 A detailed analysis of these topics is presented in Chapter 5. 

Legal and public policy framework on nutrition

Overall, nutrition governance in Zambia is anchored in the National Food and Nutrition Commission Act of 1967, 
CAP 308, of the Laws of Zambia, which gives the National Food and Nutrition Commission (NFNC) the mandate to 
spearhead and coordinate the food and nutrition sector. The Government adopted the National Food and Nutrition 
Policy in 2006; this articulates the need for a multi-sector approach to food and nutrition issues in the country, 
streamlined in national development plans. Indeed, the overarching objective of the nutrition sector within the SNDP 
(2011-2015) is to improve the nutritional status of the Zambian population through quality nutrition services and 
increased availability, access and utilisation of quality and safe foods. Recently, the NFNC developed a five-year 
strategic plan (2011-2015), which aims at better operationalising the 2006 policy while offering better guidance 
and synergy to the current plans and programmes in Zambia, especially the promotion of “1000 Critical Days” 
that prevent stunting in children under two years of age and bring added health and productivity to families and 
the country as whole. It recognises the critical need for approaching many food and nutrition problems through 
a decentralised means with major participation from provinces, districts and communities.

4.4 Conclusions
In terms of life cycle, the period between gestation and six years old is the most significant for children, where, 
as described earlier, children’s cognitive and physical future is decided. 

Under-five and maternal mortality rates have reduced over the years, but they are still high. The causes are 
similar and are divided into two groups. One is more centred in contextual factors rooted in the infrastructure 
problems the country faces in terms of roads, water, sanitation and garbage disposal. The second is related to 
the supply factor pointed out in the methodology of this report: mothers (and children) are deprived of quality 
ANC, delivery and post-natal care. Numbers of visits are low, the structure of health centres is not appropriate 
and the capacity of health personnel is still very weak. The numbers are astonishing. Only 2% of mothers who 
delivered in health centres saw a doctor before delivering. Most mothers in the country saw nurses or midwifes 
before giving birth. One of the reasons for this is there is no availability of doctors in the country; Zambia has 
46% fewer doctors than needed. In this sense, there is a high chance that a mother in a rural area of the country 
will never see a doctor throughout the entire pregnancy and delivery period. 

Postnatal care follows the same pattern: few mothers bring their newborns for postnatal follow-up. Mothers have 
no incentive to come back with their children, especially if they live far from the health facility. 

Children’s nutritional status is the combined result of the antenatal period, current feeding practices and the 
quality of water and sanitation facilities. The results of this simple equation are tough for Zambia: almost half 
the country’s children aged zero to five years old are underweight. This affects not only their health but also 
education and future employability.
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 PART IV 
THE CHILD’S RIGHT TO

BE FREE 
FROM HIV
MALARIA AND 
OTHER DISEASES

HEALTH

Children have the right to the enjoyment of the highest attainable standard of health and to facilities 
for the treatment of illness and rehabilitation of health. States Parties shall strive to ensure that no 
child is deprived of his or her right of access to such health care services (UNCRC, Article 24).

The issue of children and HIV/AIDS is perceived as mainly a medical or health problem, although in 
reality it involves a much wider range of issues. In this regard the right to health (Article 24 of the 
Convention) is, however, central. But HIV/AIDS impacts so heavily on the lives of all children that it 
affects all their rights – civil, political, economic, social and cultural. The rights in the general principles 
of the Convention – the right to non discrimination (Art. 2), the rights of the child to have her/his 
interest to be a primary consideration (Art 3), the right to life, survival and development (Art. 6) and 
the rights to have her/his views respected (article 12) – should therefore be the guiding themes in the 
consideration of HIV/AIDS at all levels of prevention, treatment, care and support. Adequate measures 
to address HIV/AIDS can be provided to children and adolescents only if their rights are fully respected 
(Committee on the Rights of the Child, 2003). 

MDG update
Goal Target Indicator Current data 2015 target

Combat HIV/AIDS, 
malaria and other 
major diseases

Have halted by 2015, 
and begun to reverse the 
spread of, HIV/AIDS

HIV prevalence rate (%) 14.3 (2007) <15.6

Proportion of population (15 
-24 years) with comprehensive 
correct knowledge of HIV/AIDS

48 (2007) -

Ratio of school attendance of 
orphans to non- orphans (10-24 
years) (%)

97 (2007) 100

Achieve by 2010, universal 
access to treatment for 
HIV/AIDS for all those who 
need it

Proportion of population with 
advanced HIV infection with 
access to antiretrovirals

79 (2007) 80

Have halted, by 2015, 
and begun to reverse, the 
incidence of malaria and 
other major diseases

New malaria cases per 1,000 
population 330 (2010) ≤255

Malaria fatality rate per 1,000 
population 34 (2010) 11

Households with insecticide-
treated net (%) 64.3 (2010) -
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CHAPTER 5.  
CHILDREN AND HIV/AIDS39

This chapter provides a broad overview of the situation of children in relation to HIV/AIDS in Zambia. It  provides 
national scale HIV/AIDS rates and then takes  a life cycle approach, where mother to child, children 0-14 and 
adolescents 15-18/19 are the focus. The biggest challenge remains the lack of reliable data for these specific 
groups since, in most cases, numbers are presented in an aggregate form and focus over 15 year olds. 

The chapter depicts two main causes for the situation of children in relation to HIV/AIDS. First are issues related 
to the ante- and post-natal care mothers are supposed to receive, seen as the major cause of infections in the 
0-14-year-old age group. Second are problems related to prevention, which are more related to the young and 
adult age group. 

The Joint UN Programme on HIV/AIDS (UNAIDS) estimates that between 900,000 and 1,100,000 people in 
Zambia live with HIV, which represents approximately 13% of the country’s total population.40 Urban areas still 
have higher HIV prevalence rates than rural areas (20% and 10%, respectively), and females (16.1%) are more 
likely to be HIV positive than males (12.3%) (National AIDS Council, 2011).

The pattern amongst children 0-18 years old living with HIV changed between 1980 and 2010 (Figure 54). While 
in the 1980s the most affected population was aged zero to four years old, in the 1990s that started to change, 
mainly, as we will see, because of advances in treatment and in controlling mother-to-child transmission – 
meaning infected infants  live longer – but also because of an increase in HIV transmission rates among the 
younger population. While mother-to-child transmission has reduced slightly, transmission during adolescence 
and adulthood remains steady, and has even  shown a slight increase. 

39 At UNICEF in Zambia, HIV/AIDS is not handled under one thematic area. It is considered an issue that crosscuts different sectors. For example, mother-
to-child transmission is the responsibility of the health section, and the education section handles prevention. 
40 Estimations for 2011. HIV population is based on estimates from the Zambian Government and international partners. The most used software for calculating 
these estimates is called Spectrum. All numbers used as denominators in this report (estimated HIV population) come from official sources or international 
organisations, and they might present, in some instances, differences in terms of absolute values with other surveys conducted in the country. 

Figure 54: Age and sex distribution of people living with HIV, 1980-2010

Source: Spectrum simulation (2012). 

5.1 Mother-to-child transmission
According to the National AIDS Council, the estimated overall number of HIV-positive pregnant women in 2011 
was around 97,000. Among those who attended ANC at least once in 2010 and in 2011, 99% were counselled 
and tested for HIV, and all of them received the results of their tests.41 This was an improvement over 2008, when 
84% received their test results. There was also an improvement in the percentage of male partners of pregnant 
women who were tested for HIV, from 4.2% in 2008 to 32% in 2011. 

HIV prevalence can reach between 15% and 22% of all pregnant adolescent girl between 15 and 19 years 
old (Figure 55). The figure varies according to the sites being monitored by the Sentinel Surveillance Survey 
(Ministry of Health, 2009). 

41 Most of the tests done at health centres in Zambia are “rapid tests”. Once the pregnant women is found to be HIV positive, a second rapid test is carried 
out to confirm the first result. 
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Figure 55: HIV prevalence by site, women aged 15-19 years, 2008-2009 (%)

Source: Ministry of Health (2009b).

Through the implementation of the prevention of mother-to-child transmission (PMTCT) programme, Zambia has 
made significant progress. Around 77,000 pregnant women with HIV of all ages were put on prophylaxes in 2010 
and 82,000 in 2011, representing coverage of 80% in 2010 and 85% in 2011 (Figure 56). Apart from an increase 
in the number of pregnant women on prophylaxes which prevents them from transmitting HIV to their baby, many 
were receiving the more effective type of prophylaxes. There were 71,429 on a triple or dual prophylaxis in 2011 
compared with 9,178 on a single prophylaxis. In 2004, only a single dose prophylaxis was offered. In comparison 
by 2011, 88% of pregnant women were either on a dual or a triple prophylaxis (National AIDS Council, 2012). The 
risk of children acquiring HIV infection from their mothers in Zambia reduced significantly from 30-45% before 
the era of antiretroviral therapy (ART) to 22% in 2010 and 9% in 2011 at age six weeks.  However, infants can still 
acquire HIV infection during the breastfeeding period, which is not taken into account in this figure. In addition, the 
rates of children 0-14 living with HIV accessing ART are still low (34% compared with adult 80% coverage) (ibid.).

Figure 56: Pregnant women receiving prophylaxes, 2010 (%)

Source: National AIDS Council (2012).

5.2 Children 0-14 living with HIV
Among children born to mothers infected with HIV, the percentage of infants contracting HIV has reduced over 
the years, from about 6.14% in 2000 to 1.7% in 2011, and an estimated of 1.49% in 2015 (Figure 57). According 
to the National AIDS Council, the main reason for this reduction has been the decrease of HIV infections among 
pregnant women and prophylaxes administered to those infected in the PMTCT of HIV. In the same fashion, the 
percentage of dying infants has also reduced, by almost 77% between 2000 to 2011. 

Figure 57: Estimated new infections of infants with HIV and infants dying from 
HIV, 2000-2015 (%)

Despite the improvement in terms of PMTCT care, data from the National AIDS Council shows a large gap 
between the estimated number of babies exposed to HIV through their mothers42 and those receiving prophylaxes 
(Figure 58). In 2011, that gap reached 64% of newborns, meaning there are about 50,000 children at risk of being 
infected with HIV (reasons for this gap are discussed later in this chapter). 

42 The WHO estimates that, in the absence of any interventions, mother-to-child transmission rates range from 15% to 45%. This rate can be reduced to 
levels below 5% with effective interventions.
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Figure 58: Estimated number of babies exposed to HIV from mothers who need 
prophylaxes and actual number of babies on prophylaxes, 2008-2011

Source: National AIDS Council (2011).

In children aged 0-14 years, the number of new infections has gone down significantly since its peak at 21,189 in 
1996. The estimated number of new infections in children in 2009 was 9,196, translating into 25 new infections 
per day (National AIDS Council, 2011). 

The percentage of children 0-14 years old on ART is still very low. Only 28% of children in this age group infected 
with HIV were receiving medicine in 2011 (Figure 59). For adults (15-49), 90% were receiving treatment in the 
same year (National AIDS Council, 2012). 

Figure 59: Population 0-14 years old in need of ART and actually on ART, 2005-2011

Source: National AIDS Council (2011).

5.3 Population 15-19 living with HIV43

According to the DHS,44 about 4.7% of the overall population between 15 and 19 years old in 2007 were infected 
with HIV. If this prevalence did not change between 2007 and 2010, in Zambia, using Census 2010 figures, 
around 72,000 adolescents were living with HIV in 2010.  The main difference between this age group and the 
national average is that, for adolescents 15 to 19 years old, prevalence among girls in rural areas is higher than 
for girls living in urban centres (5.9% and 5.5%, respectively) (Figure 60).45 This issue needs further investigation; 
however, part of it could be attributed to the harmful initiation ceremonies in some rural areas of Zambia, where 
it is known that older men have unprotected sex with young girls.46  

Figure 60: HIV prevalence in population aged 15-19 by gender and area, 2007 (%)

43 In some cases, owing to data restrictions, this age group is expanded to 15-24 years old. 
44 Estimates from the National AIDS Council do not include the population between 15 and 19 years old; they bring in only data aggregated from 15 to 49 years old.  
45 In its last report, in 2012, the National AIDS Council rose the concern of an increase in the percentage of infected men 15-49 years in rural areas from 
8.9% to 11% between 2001 and 2007 while there was a reduction in other population groups by sex and residence. The report does not acknowledge the 
pattern described in this report. One of the reasons could be a lack of disaggregated information for this age group. 
46 More on this issue is discussed in Chapters 7 and 8.

Source: CSO (2007).

In Zambia, 40% of HIV infections occur within the 15-24 age groups. This translates into 3 new HIV infections 
per hour, 72 per day and almost 27,000 per year. Overall in the country, adolescent girls are also about twice as 
likely to be HIV positive than boys (Figure 61). In other terms, of the three infections that occurred every hour in 
Zambia in 2011, two of them were in girls (UNICEF Zambia, 2011).
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Figure 61: HIV prevalence by age group and gender, 2002 and 2007 (%)

Source: CSO (2007).

Among the 15-24-year-old female population that was HIV positive in 2007, 56% had never married. Among this 
specific group (female, HIV positive, 15-24 years old, never married), 55% had never had sex, meaning they 
might have been infected through mother-to-child transmission. 

Among those that were HIV positive in the age group 15-24 years old, for both men and women incidence rises 
with income, with a small difference for men in the lowest and second quintiles. A total of 15.2% of women infected 
in this age group are in the lowest quintile in comparison with 28.3% who are from the wealthiest families in the 
country (Figure 62). 

Figure 62: Wealth quintile characteristics among HIV-positive population 15-24 
years old, 2007 (%)

Source: CSO (2007).

Zambia has no information available on the gap between the 15-19 population that needs ART and boys and girls 
who access such treatment. The only information available is aggregated between 15 and 49 years old, which 
can hide age disparities. In 2010 and 2011, most of the population 15 to 49 years old and in need of ART were 
accessing it (82% and 90%, respectively). One of the consequences of access to the treatment is a reduction 
in the death rate from HIV/AIDS from the peak it reached in 2002. At its peak, the death rate from HIV/AIDS 
was 1.02% in this population group; in 2011, it was 0.34%, a reduction of 66.7% (National AIDS Council, 2012).

HIV/AIDS is also high among the prison population in Zambia, which lacks access to treatment and prevention. 
According to the UN Human Rights Council (2012), ART was available to some prisoners with HIV/AIDS, but 
poor nutrition often rendered it ineffective. According to the report, authorities denied many prisoners access to 
condoms. From 1995 to 2000, approximately 2,400 inmates and 260 prison staff died of AIDS-related illnesses. 
The percentage of prisoners infected with HIV/AIDS was significantly higher than that in the general population. 
Approximately 27% of men and 33% of women in prison were infected, while about 13% of the general population 
was HIV positive.

5.4 Causes of high prevalence of HIV/AIDS in Zambia
The causes of high prevalence of HIV/AIDS in Zambia can be divided into two. First are causes related to ante- 
and post-natal care, which have a greater impact on transmission rates amongst 0-14 years old The second 
cause is a lack of more effective prevention strategies among adolescents and adults, which ends up having an 
impact on the 15-19-year-old population. 

5.4.1 Ante- and post-natal care and HIV

According to the National AIDS Council, one major challenge facing the PMTCT programme is the great number 
of births delivered outside health facilities. Pregnant women who are found to have HIV are given a dose of 
prophylaxes to take at various stages of the pregnancy. They can do this even if they do not deliver in a health 
facility. However, if they do not deliver in a health facility, the baby cannot be put on a prophylaxis or eliminated 
from the need for it by testing the infant for HIV. If the male partner is also enrolled in the programme, it makes it 
easier to ensure the baby is born in a health facility and the baby is put on prophylaxis if need be, even if the birth 
was outside a health facility. Therefore, increasing male participation in PMTCT and ensuring delivery is done in 
health facilities is cardinal to improving the quality of the PMTCT programme (National AIDS Council, 2012). 47

Moreover, in terms of human capacity, not all health workers in health facilities are trained in PMTCT of HIV. 
In one in four of the most vulnerable districts in Zambia, only 67% of health workers reported having received 
appropriate training on PMTCT (UNICEF and University of Zambia, 2012). Although this number cannot be 
extrapolated to the whole country, it is an indication that one in three births might happen without the health 
worker being fully prepared and aware of how to prevent HIV transmission from mother to child. 

47 All the reasons discussed in Chapter 4 are underlying causes of the HIV problems related to ante- and post-natal care. 
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In the next couple of days, a child is going to be born to a HIV-positive mother in a rural locality in the rural area of a 
district, located in the far east part of the country, almost bordering with Malawi. If everything goes well with mother 
and child during the delivery at the rural health centre, they are going to be discharged six hours after the delivery, 
and the baby is going to get her birth record – which should be used to register the baby and guarantee her birth 
certificate. In theory, six weeks after the delivery, the mother has to bring the baby girl to the health centre so she 
can get her set of vaccines and be tested for HIV. After walking to the health clinic, mother and child hope that both 
testing and vaccines are available, and they do not have to come back in the next days. There is no electricity and 
running water in the health centre; the same is the case in the new mother and baby’s hut. Communication between 
them is practically impossible. If the new mother is lucky, she might have access to a cell phone.

If the baby is tested for HIV at the six-week appointment, the blood has to be sent for a virological analysis, 
probably in Lusaka. The chances of the blood sample from this child and others being sent daily from the clinic to 
the district health commission are minimal, since transport is a major issue – this specific health centre is located 
27 km from the main district hospital and from the health district commission in the city boma, by a dusty road, 
with transit only doable in decent timing if a 4x4 car is used. The health centre thus has to wait a couple of days 
until it gets more materials to be sent to the district health commission. Once the materials from all health centres 
are collected in the health district commission, they are sent to the laboratory in Lusaka. In order to get there, the 
samples have to travel almost 100 km on another dusty road until they reach a paved road. The blood samples of 
all the children in the district might travel more than 600 km to get to the laboratory in Lusaka. 

In between, there are many reports that procurement for filter papers for the virological testing for children 0-18 
months is frequently late, meaning that, even if mothers bring their children to do the testing within six weeks, there 
is a chance the health centres are not going to be able to perform them. It has also frequently being reported that 
the laboratories have shortages of materials and qualified personnel to attend to the HIV testing demand in the 
country. 

By the time the blood samples reach Lusaka, the blood is tested and the results are sent back – also by road – 
almost 90 days will have passed since the initial testing. That means that, if everything goes according to plan, and 
if the mother brings the child back to the health centre and the results are HIV positive, the baby is going to start 
her treatment between her fifth and sixth month of life. 

In reality, as seen in this report, this treatment might start very late, since (i) mothers do not always come back at 
six weeks for the baby’s appointment; (ii) tests might not be available at the health centres; (iii) tests and results 
might get lost or spoilt on the long journey between the health centre and the laboratory; and (iv) mothers might not 
come back for appointments after the test result at the health centre; among many other problems that could occur 
in the process. 

The result is that, even when everything goes smoothly, children are going to start HIV treatment late, decreasing 
their chances of survival. On the other hand, HIV treatment is started on some children when the results are still not 
available. This means some children might receive medicines without needing them. 

To improve the time between testing and results, UNICEF has partnered with the Government of Zambia to deliver 
results by SMS. This could shorten the time needed to receive results by half. More on this technology is explored 
in Chapter 9.2 of this report.

Without proper attention after birth, there is a chance of between 5% and 45% that those children not receiving 
prophylaxis are going to be infected with HIV; in absolute terms, using numbers from 2011, there is a chance that 
23,000 children in Zambia are going to start their life infected with HIV because of lack of appropriate prevention. 

One structural cause that influences early treatment of HIV for new-born babies is the location of laboratories. 
While pregnant women and adults can be tested for HIV using rapid tests in health centres, infants below 18 
months old require a virological test that can be performed in only three laboratories in Zambia: two in Lusaka and 
one in Ndola. Both districts are located in the central area of the country. If roads and infrastructure were good, 
this could be considered feasible. However, in Zambia, road access is still an issue in most districts, especially 
in rural communities. Anecdotal evidence shows the whole testing process for babies 0-18 months old can take 
up to 90 days, meaning HIV treatment may start late, reducing its effectiveness. 

Bottleneck analysis conducted by UNICEF concludes that some of the other challenges that hinder effective 
progress for paediatric HIV care include limited capacity for paediatric HIV care management at all levels (testing, 
disclosure, initiation and adherence), particularly for adolescent care, limited numbers of DNA PCR machines 
for testing and limited support and supervision at decentralised level. 

The same barriers apply in terms of challenges for adult HIV care. UNICEF analysis points out that the supply 
chain for ART and laboratory monitoring are still among the most important issues related to the supply side 
that affect the situation of children and women. Access to HIV test results is still centred on rapid tests at health 
facilities, and most detailed tests, such as CD4, take time to come back to the patients. 

5.4.2 Prevention for the young and adult population

Prevention is still the most important entry point to fight HIV/AIDS, especially for the young and adult populations. 
Prevention involves improved knowledge, behaviour change and empowerment of women. The Zambia Sexual 
Behaviour Survey gives important information on these three. According to this survey, the percentage of the 
young population (15-24) with comprehensive knowledge on HIV/AIDS decreased from 2005 to 2009, for both 
men and women (Figure 63). 

Figure 63: Young women and men 15-24 with comprehensive knowledge of HIV/
AIDS, 2005 and 2009 (%)

Source: CSO (2010).



CHIL DR EN A ND WOMEN IN Z A MBI A108 SI T UAT ION A N A LYSIS 109

HEALTH Sit An

On the positive side, the percentage of young women and men aged 15-24 who have had sexual intercourse 
before the age of 15 has being decreasing over the years (Figure 64). The older the start of sexual life, the higher 
the chances boys and girls are going to be more educated and women are going to be more empowered in terms 
of prevention of HIV and other diseases, as well as of undesirable pregnancies.  

Figure 64: Women and men 15-24 having sexual intercourse before age 15, 
2000-2009 (%)

Source: CSO (2010).

On the negative side, Figure 65 shows that, for the 15-19-year-old population, the difference between the knowledge 
that condoms can prevent HIV infection (66.5% of women, 73% of men) and their use at last intercourse (36% 
for women, 29% for men) shows the young population in Zambia is, in fact, not using preventive measures, and 
is still very vulnerable (to contracting HIV, other diseases and non-planned pregnancies). In the same figure, 
the number of male and female respondents who said they would ask their partner to use a condom was very 
high. The question that comes to mind is what are the barriers to the consistent use of condoms by the young 
population in a scenario where 97% of new HIV cases among people older than 15 years old are transmitted 
through unprotected sex? 

Figure 65: Knowledge and use of condoms as prevention, 15-19 year olds, 2009 (%)

Source: CSO (2010).

Along the same lines, only one in each four young persons aged 15 to 19 years in 2009 had ever tested for HIV. 
This number is low, but represents an increase in relation to 2000, when it was only one in twenty. Most of the 
boys and girls in this age group know where to be tested (Figure 66). Girls represent double the number of boys 
ever tested for HIV. One explanation for this could be that girls are tested during ante-natal visits, in cases of 
early pregnancy. Among tested boys and girls, on average 98% received their results. 

According to the Zambia Sexual Behaviour Survey, for the population 15-19 the main reasons for not testing for 
HIV are fear of the results (60%), fear of depression (29.7%), fear of stigma/discrimination (26.8%) and fear of 
death/dying faster (26%). Around 13.2% did not know where to be tested and 11.5% said they did not feel at risk.

Figure 66: Respondents with knowledge of an HIV testing site and ever tested 
for HIV, male and female, 2000-2009 (%)

Source: CSO (2010).

In terms of education and knowledge, data from the Southern and Eastern Africa Consortium for Monitoring 
Educational Quality (SACMEQ) III shows teachers in Zambia who work with 12-15-year-old students have decent 
knowledge on HIV competence. On the other hand, pupils with those teachers had very low scores in terms of 
knowledge on HIV (Figure 67). While there is little variation in the knowledge of teachers in terms of provinces, 
for students there is a significant difference in terms of where they live, emphasising cultural aspects that might 
influence the information they receive (Table 12).



CHIL DR EN A ND WOMEN IN Z A MBI A110 SI T UAT ION A N A LYSIS 111

HEALTH Sit An

Figure 67: Teachers and pupils with HIV competency, 2009 (%)

Source: SACMEQ III 2009 results.

Table 12: Pupils and teachers reaching minimal HIV competency level (%)

Pupils Teachers
Zambia: Northern 48 95 
Zambia: Eastern 46 100 
Zambia: Western 46 97 
Zambia: Central 36 100 
Zambia: Lusaka 35 100 
Zambia: North-Western 33 100 
Zambia: Southern 29 100 
Zambia: Luapula 27 100 
Zambia: Copperbelt 22 95 
Zambia 34 99 
Source: SACMEQ III 2009 results.

The scenario in Figure 67 and Table 12 indicates that HIV knowledge and skills are not being transferred from 
teachers to pupils. One explanation for this could be related to personal, cultural and traditional barriers in 
transmitting sexual and reproductive health information to boys and girls at these ages..  UNICEF bottleneck 
analysis also shows that the availability of communication materials in school settings remains limited. Along the 
same lines, for those students who participated in the SACMEQ III, only 4% said they received HIV information 
from their families. Morality remains a significant barrier to HIV/AIDs prevention in Zambia.  

More evidence is needed to inform programming around adolescent HIV prevention, particularly for those aged 
10-14. Unfortunately, this age group is often left out in data collection and analysis in conventional surveys.

Violence against girls plays a very important role in HIV in Zambia. Qualitative reports of abuse against girls 
by older men infected with HIV are frequent. The traditional belief that sexual intercourse without any type of 
protection with children starting puberty can help older men be cured of the disease is still frequent in the country. 
Also, traditional passage rituals where girls are forced to have sex with older boys, and the violence girls face 
at school, are all responsible for the higher number of girls being infected by the disease. 

Figure 68 summarises the combination that might explain a big part of the high prevalence of HIV in Zambia. 
Lack of knowledge on the disease, unprotected sex (Figure 65), sometimes with more than one partner, and not 
knowing if the person is infected (Figure 66) are strongly related to the high prevalence of HIV in Zambia, mainly 
among adolescents.  As can be seen, the country still has a good way to go before it reaches the 2015 targets. 

Figure 68: Adolescents and youth HIV knowledge and risk behaviours (baseline 
and 2015 targets) (%) 

Source: CSO (2007; 2010) National AIDS Council (2010).

5.5 Conclusions
Despite all the investment and all the positive achievements in past years, HIV/AIDS is still an epidemic in 
Zambia. The disease is migrating from being characterised as urban into the rural areas of the country, posing 
a new challenge for the Government and partners, since access to health facilities is difficult and prevention is 
jeopardised by cultural beliefs. 

One of the main challenges is that the true size of the epidemic remains unknown, especially among 0-14 year 
olds. Government and international partners work with estimates, and these do not cover small areas or certain 
age groups. Therefore, management and strategy might not be as efficient as it should be in order to effectively 
fight the disease and to prevent its spread. One example, shown in this chapter, is the gap between the population 
that receives ART and the population that should receive it, which has been increasing in recent years. 

Further investigation is necessary, especially for 0-14 year olds. All data from the most recent health surveys 
covers the population older than 14-15, but there is a large data gap in the first 14 years of life of boys and girls. 
It would be very helpful to know if this population is actually contracting the disease later in life, or if they are 
born with it. This could contribute to developing effective prevention policies. 
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There are two major causes for the prevalence of the disease in the country. Weak ante- and post-natal care is 
seen as the major facilitator of infection among young children. The same factors described in Chapter 4 (Child 
and Maternal Survival) impact negatively on the prevention of HIV, and increase infection among (0-14) children. 
One important supply-side factor is the efficiency of testing in the country, especially for babies and children up 
to 18 months old. Virological testing is needed to improve the quality of treatment, but results can take up to 90 
days to be received, delaying treatment, and negatively impacting the quality of life of children. 

For adolescents and young people in Zambia, lack of appropriate personal prevention seems to be the big issue. 
Two almost contradictory data results were found. On the one hand, data from the 2007 DHS and the 2009 Sexual 
Behaviour Survey shows that this age group has the knowledge on how to prevent HIV/AIDS (however, the same 
data shows use of condoms is still very low). On the other hand, results from regional testing (SACMEQ) shows 
few students have the knowledge and skills necessary appropriate to their age in terms of HIV prevention. This 
is a point that needs further reflection and investigation in the country. 

HIV/AIDS prevention is also influenced on the demand side by cultural beliefs, with unprotected sex practised in 
some traditional ceremonies, and by  taboo attitudes towards sexual and reproductive health education, and in 
terms of condom availability at schools. Condoms are available only in health centres, with the excuse being that, 
if they were available at schools, schools would be creating incentives for sexual intercourse among students. 
Some issues related to sexual behaviour at school are also discussed in Chapter 7 (Education). 

 

CHAPTER 6. 
MALARIA AND OTHER DISEASES 

This chapter describes other major diseases and health conditions that affect children and women in Zambia. 
It starts with malaria, which is currently the main cause of death among children, and also briefly describes the 
situation in relation to pneumonia, diarrhoea and cholera. These diseases are important not only because of 
the harm they cause, but also because they happen in a vulnerable time in a child’s life in terms of health and 
nutrition, creating increased health vulnerabilities amongst children and women.

6.1 Malaria
The entire country is endemic for malaria, with moderate-to-high transmission in all districts. A seasonal pattern 
of higher transmission is associated with the rains between November and April (National Malaria Control Centre, 
2011). The challenge with malaria is not only fighting the disease and its transmission, but also getting hold of a 
trustworthy figure related to the actual number of people who have the disease and  attributed mortality rates.48  
Without proper parasitological confirmation, diagnosis relies on non-specific clinical symptoms, mainly fever. 
As the disease is so spread in the country, any fever is frequently associated with malaria, and treated as such. 

Almost 50% of the population is infected. According to the National Malaria Control Centre, malaria accounts for 
40% of all outpatient attendance, up to 40% of all infant mortality and 15-20% of deaths in children under five.49  
The human and economic impact of the disease is a serious curb on economic development, either directly – 
through the costs of health care and hospitalisation – or indirectly, through workdays lost to personal illness or 
caring for a sick child. Malaria accounts for 6.8 million disability-adjusted life years lost in Zambia – more than 
respiratory infections (5.4 million) or HIV/AIDS (3.2 million).

In terms of age, children are the most affected (Figure 69). Most recent data (Ministry of Health, 2012) shows 
that, on average, the percentage of children under five infected has been decreasing since 2006, with a small 
difference between the two last data points available (2010 and 2012) (Figure 70). 

48 For example, the LCMS asked about malaria incidence and deaths. Respondents were not tested for malaria during the survey; they were asked if they 
had the condition “malaria/fever”. Therefore, respondents may have reported a fever that might, or might not, be associated with malaria. In that sense, 
numbers might be off the reality. 
49 As used in this SitAn update, according to the UN Inter-agency Group for Child Mortality Estimation (IGME), Malaria accounts for 13% of the under five 
mortality rate (Figure 31).
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Figure 69: Distribution of persons reporting malaria by age group, 2010 (%)

Source: CSO (2012a). 

Figure 70: Malaria parasite RDT prevalence among children under five by urban 
and rural area, 2006-2012 (%)

Source: Ministry of Health (2012).

HIV contributes to more frequent and severe episodes of malaria in pregnant women, resulting in maternal 
anaemia and low birth-weight infants. Simultaneously, malaria increases the chances of HIV transmission from 
mother to child. The combination of the two epidemics therefore brings severe, negative consequences for 
pregnant women and their children (UNICEF Zambia, 2008). 

Prevention depends on personal, governmental and community actions. At individual level, the use of insecticide-treated 
nets (ITNs) and indoor residual spraying (IRS) have been shown to be highly effective vector control interventions in 
preventing malaria morbidity and mortality among children in malaria-endemic settings (Lengeler, 2009; Pluess et 
al., 2010). Data from the 2012 Malaria Indicator Survey (MIS) shows an increase in the ownership of ITNs in Zambia 
(Figure 71). The same survey shows an increase of ITN use by children under age five (Figure 72). However, in 
crossing these two graphs, it is important to notice there is still a gap between ownership and use of ITNs with children. 

In the same fashion, the use of anti-malarial drugs to prevent malaria during pregnancy is high in both rural and 
urban areas, with 88% of women in rural areas and 91% in urban areas reporting taking anti-malarial drugs 
during their last pregnancy to prevent malaria.

Figure 71: Household ownership of at least one ITN by rural and urban area, 
2006-2012 (%)

Source: Ministry of Health (2012).

Figure 72: ITN use by children under five by rural and urban area, 2006-2012 (%)

Source: Ministry of Health (2012).
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In terms of governmental action, distribution of ITNs and constant and coordinated operations to spray houses 
and other buildings are the most efficient methods of controlling malaria. The percentage of houses sprayed 
within the previous 12 months in rural areas of the country has been increasing (Figure 73). Sprayed houses 
are protected for about four to ten months, depending on the insecticide used and the housing construction.

Figure 73: Households reported sprayed within the previous 12 months, 2006-
2012 (%)

Source: Ministry of Health (2012).

Figure 74 summarises, in absolute numbers, the two main governmental actions to prevent malaria transmission in 
Zambia, from 2003 to 2010. According to the National Malaria Control Centre (2011), the number of ITNs peaked 
in 2007 during a national campaign. After that, because of a shortage of funding, the number of nets reduced. 

Figure 74: Number of ITNs distributed, structures sprayed and RDTs distributed, 
2003-2010

Source: National Malaria Control Centre (2011).

Regarding community action, community participation and health education strategies promoting awareness 
of malaria and the importance of control measures have been used successfully to reduce the incidence of 
malaria (Lalloo et al., 2006). Community engagement helps in increasing the use of ITNs, and in securing the 
environment around communities to avoid mosquito reproduction. 

6.2 Pneumonia/acute respiratory infection 
Pneumonia is the leading cause of child mortality in Zambia. According to the 2007 DHS, 5% of children under 
five showed symptoms of acute respiratory infection (ARI) in the two weeks preceding the survey. The survey 
used the symptoms of ARI (cough accompanied by short, rapid breathing that is chest-related) as a proxy for 
pneumonia. Treatment from a health facility or provider was sought for about two-thirds of children (68%). About 
half of children (47%) received antibiotics.

Fever is a symptom of both pneumonia and malaria, making it very difficult to distinguish one disease from the 
other, particularly for volunteer community health workers who provide primary health care in remote rural areas. 
The distribution of rapid diagnostic tests (RDTs) for malaria by the Government to health facilities in the country 
has increased since 2007 (Figure 74). However, as described by the National Malaria Control Centre, routine 
health-information data do not include reporting from all districts on RDT use for testing febrile children, so full 
data are not available to assess national efforts in increasing use of diagnostics.

According to research by the Centre of Global Health and Development,50 most Zambian children who come 
to rural community health posts with a fever are treated with antimalarial drugs; those suspected of pneumonia 
are referred to the health centre. This often leads to treatment for the wrong disease, exposure to inappropriate 
antimalarials and delays in care for pneumonia.

6.3 Diarrhoea 
Diarrhoea leads to fluid loss and, in young children who are malnourished or have impaired immunity, may be life 
threatening. In Zambia, it is one of the leading causes of mortality and malnutrition in children under five years old. 

The costs of diarrhoea in Zambia are high. According to the WSP (2012), each year US$ 1 million is lost as a 
result of the disease. This includes time absent from work or school because of diarrhoea, seeking treatment 
from a health clinic or hospital and time spent caring for under-fives suffering from diarrhoea or other sanitation-
attributable diseases. The costs for health care are even higher. About US$ 10.6 million is directly and indirectly 
spent each year on health care owing to diarrheal diseases via malnutrition (and its consequences for other 
diseases such as respiratory infections and malaria). Costs associated with health-seeking include consultation, 
medication, transport and, in some cases, hospitalisation – which place a heavy burden on households and 
Government. 

50 www.bu.edu/cghd/our-work/projects/zambia-integrated-management-of-malaria-and-pneumonia-study-zimmaps/
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Recent studies suggest administration of zinc along with new low osmolarity oral rehydration solutions/salts 
(ORS) can reduce the duration and severity of diarrhoeal episodes for up to three months (Thawani and Bajait, 
2011). Despite the benefits of treating the disease with both ORS and zinc, children in Zambia are still largely 
being treated only with ORS. Findings from a survey conducted in four districts (UNICEF and University of 
Zambia, 2012) showed between 39% and 50% of children 0-59 months with diarrhoea in the previous two weeks 
had received treatment with ORS from an appropriate provider. Less than 1% of the children 0-59 months with 
diarrhoea had received treatment with ORS and zinc.

There is still extensive use of herbal medications to treat diarrhoea. The same study shows mothers first tried 
local remedies, including herbal medications; if this failed, they took the child to community health workers. If 
the diarrhoea persisted, mothers took the child to the health centre. 

The main causes of diarrhoea and the reasons the disease is so persistent in the country were detailed in Chapter 
4.2 (Water and Sanitation). The two main reasons confirmed by the UNICEF and University of Zambia study were:

• Poor personal hygiene and lack of proper sanitation facilities: It was evident in the qualitative assessment 
in the four districts that the major causes of diarrhoea were poor personal hygiene and sanitation at community 
level. Lack of proper pit latrines – too close to water sources and kitchens – and absence of hygiene habits 
were common in communities. On the personal side, the study showed that, although community members 
have knowledge about making water safe through boiling and using chlorine, they generally do not practise 
this owing to lack of time to boil the water for drinking. Chlorine is was not regularly available and in some 
health centres it is given at a minimal fee, which most community members cannot afford. Others do not like 
the smell of chlorine so they cannot use it.

• Lack of safe water supply: The study revealed that the main sources of drinking water for most communities 
were unprotected wells and open water sources like rivers, lakes and springs. In urban areas, a few people 
have access to piped water, although this is usually unreliable and so people end up using unsafe water. 

6.4 Cholera
Cholera is an acute diarrhoeal infection. Transmission occurs primarily by drinking water or eating food that 
has been contaminated by the faeces (waste product) of an infected person, including one with no apparent 
symptoms. In a scenario where water, sanitation and garbage disposal are poor, cholera is easily spread, mainly 
in urban settings. The number of reported cases of cholera has been increasing over the years (Figure 75). 

Figure 75: Cholera, number of reported cases, 2006-2010 

Source: WHO Global Health Observatory Data Repository. 

Analysis of available rainfall and epidemic data in Lusaka shows a very strong association between rainfall and 
epidemic outbreaks in the city. Outbreaks usually start during the month of October and end between mid-May 
and the beginning of June of the following year corresponding to the rainy season (WHO, 2011).

6.5 Legal and public policy framework on health
One of the central tenets of the UNCRC is the right to survival and good health: ensuring the physical well-being 
of children, which is embodied in Article 24. Although the Right to Life and the Right to Health are protected 
and guaranteed under Article 12(2) of the Zambian Constitution, legislation on health care and health services 
is almost non-existent. Most health-related issues are governed by policies, programmes, schemes and other 
approaches. Prior to the development and implementation of the 1992 National Health Policies and Strategies, 
the Government had been using the Public Health Act, CAP 395, of 1930 of the Laws of Zambia and successive 
national development plans as major policy instruments to guide the provision of health care services in Zambia. 
The country has therefore relied on successive National Health Strategic Plans (NHSPs) since 1995. Following 
the repeal of the National Health Services Act of 1995, the health sector has been operating without a health 
service delivery legal framework.

In September 2011, the new Government established the Ministry of Community Development, Mother and Child 
Health, which assumed the responsibilities of decentralised maternal and child health activities and an increased 
emphasis on strengthening district-level support. In 2012, the Government adopted a National Health Policy that 
sets clear direction for the development of the health sector. The overarching objective of the National Health 
Policy is to reduce the burden of disease, maternal and infant mortality and increase life expectancy through 
the provision of a continuum of quality effective health care services as close to the family as possible in a 
competent, clean and caring manner. The policy is anchored in Vision 2030 and will be implemented through 
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successive national development plans and NHSPs. The policy will particularly be implemented through the 
NHSP (2011-2015), which elaborates Government’s health care vision. With the vision of having a nation of 
healthy and productive people, the strategic plan’s overall goal is to improve the health status of people through 
a primary health care approach, equity of access, affordability, cost-effectiveness, accountability, partnerships, 
decentralisation and leadership. With the development of the National Health Policy of 2012 and the NHSP 
(2011-2012), Government hopes to develop and/or revise the legislative framework in order to create an enabling 
environment for health reform implementation.

In terms of Government budget, resources for health have been steady in the past years, with a provision of 
11.3% of budgetary resources for health in 2013. This represents an increase of K1.0 trillion or 40.7% over the 
2012 allocation (Government of Zambia, 2012).51 Expenditure on health as a percentage of the GDP has not 
oscillated much in the past (Figure 76).

Figure 76: General government expenditure on health as a percentage of total 
government expenditure, and total expenditure on health as percentage of GDP, 
2006-2013

Note: Resources for 2013 are estimates.
Source: WHO Global Health Observatory Data Repository and Government of Zambia.

According to the 2011 Annual Progress Report for the SNDP (Ministry of Finance, 2012), resources for all HIV 
and AIDS programmes country-wide for 2011 were estimated at around K1.729 billion (US$ 412 million). The 
SNDP has no budget for HIV and AIDS, and it is assumed that all sectors are going to have actions in this area. 

51 It is important to remember that the amount allocated is not always spent. In 2011, only 77% of the budget for health was made available for expenditure. 

Current budgetary data for health and HIV/AIDS does not allow disaggregation in terms of programmes, projects 
and actions for children, adolescents and women. Therefore, the efficiency of the current programmes for children 
cannot be determined. 

6.6 Conclusions
Malaria is endemic in Zambia. It affects adults, but the worst impact is on children. Malaria might not be the 
direct cause of deaths among children and adults, but it weakens the infected person, opening up possibilities 
of aggravating health issues that can be fatal. Pneumonia (used most of the time as a synonym for ARI) is the 
leading cause of child mortality in Zambia. The main issue in this case is distinguishing pneumonia from other 
diseases, such as flu or other infections. Some surveys associate coughing and fever with ARI, when this is not 
always the case. The same goes for malaria: in many health centres, mainly in rural areas, some symptoms of 
the disease are sufficient for the patient to receive antimalarial medicines. 

Diarrhoea is a direct result of poor sanitation and water systems in the country, in combination with poor personal 
hygiene habits. It weakens the child, and creates long life health problems. In the same fashion, cholera is a 
life-threatening, acute diarrhoeal infection that is increasing in the country, mainly in the peri-urban areas of the 
big cities. 

The analysis of factors influencing the issues described in Chapter 4 is applicable for this chapter as well. Children 
and women in Zambia face many health issues, which are exacerbated (i) by a lack of adequate infrastructure 
(roads, transport, water, sanitation and garbage management, among others); (ii) by limited knowledge and 
narrow perceptions in terms of health and customary practices; (iii) by poor availability of services and limited 
quality; and (iv) by their own cultural and traditional beliefs. 

One of the problems faced in this chapter was the availability of reliable administrative data. In terms of health 
management, frequent and good quality administrative data is key to monitoring diseases trends and to evaluating 
policy interventions in the future. With the exception of malaria, data on other diseases are not easily available 
in Zambia.
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Every child has the right to education (UNCRC, Articles 28 and 29). Young people should be encouraged 
to reach the highest level of education of which they are capable. Children’s education should develop 
each child’s personality, talents and abilities to the fullest. It should encourage children to respect 
others, human rights and their own and other cultures. It should help them learn to live peacefully, 
protect the environment and respect other people. Children have a particular responsibility to respect 
their parents, and education should aim to develop respect for the values and culture of their parents. 
Education transforms lives and breaks the cycle of poverty that traps so many children.

MDG update
Goal Target Indicator Current data 2015 target

Achieve universal 
primary education

Ensure that by 2015, 
children everywhere, boys 
and girls alike, will be able 
to complete a full course of 
primary schooling

Primary school net enrolment ratio 
(%) 93.7 (2010) 100

Pupils reaching Grade 7 90.9 (2010) 100

Literacy 4ates: 15-24 year olds (%) 89 (2010) 100

Promote gender 
equality

Eliminate gender disparity 
in primary and secondary 
education preferably by 
2005 and in all levels of 
education no later than 
2015

Ratio of girls to boys in primary 
education 0.99 (2010) 1

Ratio of girls to boys in secondary 
education 0.86  (2010) 1

Ratio of girls to boys in tertiary 
education 0.75 (2010) 1

Ratio of literate women to men 15-
24 years old 0.87 (2010) 1

Share of women in wage 
employment 0.36 (2010) -

Proportion of seats held by women 
in national parliament (%) 11 (2012) 30

 PART V 
THE CHILD’S RIGHT TO

EDUCATION
FROM PRESCHOOL 
TO 18 YEARS OLD
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CHAPTER 7.  
EDUCATION IN ZAMBIA

Chapter 7 reviews the educational situation in Zambia, introducing early childhood education but focusing on 
primary and secondary education. It describes the situation of boys and girls considered out-of-school children 
(those who have never attended school and those who dropped out), as well as the factors that influence their 
status. Gender is an important element of the analysis in this chapter, since girls in rural areas of the country are 
among the most vulnerable children, affected by a series of factors that hinder their right of education. 

The chapter describes possible causes for low enrolment and for early dropouts. It also analyses how contextual 
factors (such as economic and social behaviour) influence the situation of education in the country. Issues such 
as water and sanitation and availability of electricity are taken into consideration, and are used – along with 
other elements – as inputs that determine the quality of education in the country. The chapter concludes with 
the outcomes of the system, that is, results in terms of student learning. 

Zambia’s educational system changed its structure in 2011 from basic education (Grades 1-9) and high school 
education (Grades 10-12) to primary education (Grades 1-7) and secondary education (Grades 8-12) (Figure 
77). It follows an integrated curriculum determined by the Ministry of Education, Science, Vocational Training 
and Early Education (MESVTEE). Schools can be divided into four categories : 

(i) Government schools: Schools that are funded by the Government. Among the Government’s responsibility 
are infrastructure (including water, sanitation and electricity), books and other learning materials and 
teachers and support staff salaries. Generally, schooling is free at primary level, though Parent Teacher 
Associations (PTA) may charge for particular school projects, while at secondary learners pay fees though 
government also provides grants. 

(ii) Grant-aided schools: Schools run by faith-based organisations that receive government grants.

(iii) Community schools: In the early 1990s, communities, with the support of NGOs and international 
organisations, and embraced by the Government, began forming their own schools, usually in the absence 
of a nearby public school and/or in response to the inability of families to meet the costs associated with 
Government-provided schooling (USAID, 2006). Today, the Government recognises the importance of 
these institutions, which account for 20% of primary school enrolment. Teachers are a mix of volunteers 
from the community and trained teachers who receive salaries from the Government. The Government 
also provides school grants, books and other learning materials for some community schools that meet a 
certain criteria. 

(iv) Private schools: Schools which are separate from the Government, where students pay for their education. 

Students entering at Grade 1 should not be younger than five and not older than seven.52 However, government’s 
recommended age for entering Grade 1 is seven years. At the same time, government promotes a ‘leave no 
child behind’ policy, hence over age children are not turned away. In urban areas, some children start Grade 
1 earlier than 7 years.  According to the 2011 School Census, the country had 8,993 schools from Grades 1 
to 12, 60% run by Government, 29% characterised as community schools and about 11% grant aided/private 
schools.  run by private and/or international aid. The students have a primary leaving examination at Grade 7, 
while a Junior Secondary School examination is conducted at Grade 9. Thisqualifies those that pass to move 
into Grade 10. However, many who pass are unable to get into Grade 10 due to lack of space, financial and 
other constraints.  Hence, government has embarked on a number of initiatives to expand access to secondary 
education including: upgrading of strategically located basic schools into day secondary schools (by constructing 
additional classrooms on the premises of the existing basic schools), absorption of Grade 9 graduates in Trades 
Training Institutes and promotion of a two tier system53. After finishing Grade 12, students have to qualify to enter 
the tertiary level of education (university and/or vocational system). 

Figure 77: Zambia’s educational system 

In 2011, according to the Annual School Census, 3.7 million pupils54 were enrolled in Grades 1-12. The number 
of children at school decreases considerably in the more advanced grades (Figure 78). The reasons for this are 
explored later in this chapter. 

52 Zambia follows the UN Educational, Scientific and Cultural Organization (UNESCO) International Standard Classification of Education (ISCED).
53 The two-tier system will provide learners with two options after Grade 7: an academic path or a vocational training path.
54 The numbers of pupils at school do not consider those over 18 years old and who are still at school. For this section of the report, some numbers of schools 
and students do not always add up. The reason for this is the type of methodology used by the Ministry of Education to collect data from schools. Also, some 
of the rates are different from other reports, some even used in this SitAn. This is not an issue, since they all point to the same direction. The main reason 
for the differences is, again, the numbers used for the calculations. In this case, there is no right or wrong, since, depending on the source, the calculated 
indicators change their values. 
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Figure 78: Absolute number of students enrolled in the Zambian educational 
system, 2011

Source: Ministry of Education (2013).

7.1 Educational profile in Zambia
7.1.1 Early childhood education 

Early Childhood Care Development and Education (ECCDE) services can be seen as taking up two distinct 
phases: one for 0-36 months (day care services/crèches) and the formal early childhood education period for 
children 36-72 months.  

There is scant information in terms of day care services or crèches for children up to three years old in the 
country. Boys and girls in this age group usually (i) stay home with their mothers; (ii) stay at home with older 
siblings – or older relatives – while parents go to work,; or (iii) children come to work, with their mother, mainly 
in the informal sector.  

Despite the fact that ECCDE is considered part of the formal educational system in Zambia, the School Census 
by the Ministry of Education does not collect data on preschool institutions and/or students aged 36- 59 months. 
Data from the 2010 School Census showed that 17% of the students in Grade 1 came from preschool facilities. 
This is confirmed by the UNICEF Zambia (2013b`) study which points out that only a minority of pre-primary 
age children are attending preschool.55 Data from the 2011 School Census shows 55,000 children enrolled in 
Grade 1 were below the age of seven – the number of children seven years old enrolled in Grade 1 was around 
218,000. This shows the demand the population has in terms of education for their young children, and, at the 
same time, the lack of services in most areas of the country. 

55 2007 numbers shows that only 6% of children 36-59 months old were enrolled in preschools in Zambia. 

There is a difference between children three to six years old living in rural and urban locations that accentuates 
the inequalities between the two types of locales in Zambia. While almost 80% of all rural children three to six 
were not attending ECCDE services, in urban areas approximately 40% of children in the age group are not 
enrolled in ECCDE services. Gender does not appear to be a significant factor in out-of-school levels among 
early childhood-age children in Zambia, and this is fairly consistent across all wealth quintiles and locations 
(UNICEF Zambia, 2013b). The same study suggests six-year-old children from poor and even middle-income 
families in Zambia are very unlikely to attend pre-primary school.

Despite the inclusion of the ECCDE sub-sector as a priority in national development and education sector plans, 
financing is almost negligible, especially considering rising demands. Over the past three years, ECCDE received 
annually around 0.1% of the total education budget compared with 63% received by the basic education sub-
sector. This trend continues in the National Implementation Framework (NIF) III 2011-2015 projections56, that set 
aside to ECCDE only an average of 0.1% annually. The lack of ECD services also increases the risk of children 
entering school unprepared which subsequently affects their future learning. 

The causes of low enrolment in ECCDE are connected mainly to the supply and demand of services in the 
country. There is no adequate supply in Zambia. The fact that many children younger than seven years old 
are attending Grade 1 is one indication that the supply of preschools for children three to six years old is not 
enough. The country has insufficient human resources and capacity to effectively coordinate early childhood 
programmes. There are few ECCDE teacher training colleges and employment opportunities are poor, leading 
to a lack of attraction for this area of work (UNICEF Zambia, 2012a). National ECCDE curriculum frameworks 
and policies are in draft form. ECCDE is not yet seen as a priority by many cooperating partners and therefore 
attracts limited resources. 

In terms of contextual factors, ECCDE as a programme does not belong to any specific ministry; it is a challenge 
to coordinate with relevant line ministries. Less than 0.1% of the budget for education was available for ECCDE 
services in 2009, 2010 and 2011. There is also a general lack of infrastructure, curricula and materials for a 
holistic initiative.

On the demand and personal factor side, the concept of ECCDE centres is still relatively new in Zambia, and 
parents might not understand the importance of sending their children to such centres in their early years. Within 
a society where girls at a young age often take care of younger siblings, proving this is not the best practice might 
take time. Hence, lack of knowledge among families of the benefits of ECCDE centres means the necessary 
public demand to enforce the creation of such centres by the Government is not generated. 

56 Ministry of Education, Science, Vocational Training and Early Education (2012). Education Sector National Implementation Framework III 2011-2015, 
Lusaka, Zambia
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7.1.2 Grades 1-7 (primary education)

According to the MDG Monitor,57 Zambia is on track to achieve MDG258 on primary school enrolment. Enrolment 
in Grades 1-7 has been increasing since 2000 (Figure 79), with a constant number of children enrolling after 2008. 
There are still more boys than girls enrolled in primary school, but the difference is not as big as in secondary 
school. According to an Assessment of the Education Sector conducted in 2012 (Embassy of the Kingdom of 
the Netherlands, 2012), most of the goals for NIFII were achieved for these grades. 

Education from Grades 1 to 7 is free in Zambia, with a vast number of schools available for these grades. 
According to the 2011 School Census, out of the almost 9,000 schools in the country, 93% offered classes in 
Grades 1-7. As the change in the educational system is still recent, most of the primary schools in the country 
(Grades 1-7) are also responsible for Grades 8 and 9 (former upper basic education). 

A total of 76% of students enrolled in primary education are in public schools funded by the Government of Zambia. 
Around 18% of students are in community schools, and 6% are in grant-aided or private/church institutions. 

Figure 79: Boys and girls enrolled in primary school (Grades 1-7), 2000-2011

57 http://www.mdgmonitor.org/country_progress.cfm?c=ZMB&cd=894 
58 The 2011 MDG report (Government of Zambia, 2011) mentions that Zambia has already reached the target related to the primary school net enrolment rate (%). 

Source: Ministry of Education (2013).

7.1.3 Grades 8-12 (secondary education)

The absolute number of students in secondary education (Grades 8-12) has doubled, increasing since 2000, with 
a small decrease from 2010 to 2011 (Figure 80). Starting at Grade 8, school fees are introduced in the educational 
system – the consequences of these fees are described later in this chapter. Around 7% of schools in Zambia 
are classified as secondary schools. In addition, given the recent changes in the educational structure, 36% of 
schools in Zambia also cover Grades 8 and 9.

Children are enrolled mainly in Government-funded schools (86%), followed by grant-aided institutions (7%) and 
private schools (6%). Around 1% of students in secondary education are in community schools. The reduction in 
number of community schools at secondary level is due to the high cost of running secondary schools and also 
the requirement for trained teacher’s specialised in specific subjects which is well beyond what the communities 
can manage. Children from primary community schools go into government secondary schools if they can meet 
the school fees.  

In Grades 8-12, there is an evident difference between the absolute number of boys and girls. This trend has 
been in place since 2000. We explore causes in the next sections. 

Figure 80: Boys and girls enrolled in secondary school (Grades 8-12), 2000-2011

Source: Ministry of Education (2013).

7.2 Out-of-school children 
2011 School Census data shows Zambia has 3.7 million students up to 18 years old enrolled in school from 
Grades 1 to 12. This number may actually be bigger since data from the Ministry of Education do not consider 
those over 18 and still enrolled at school.59

Despite progress over the past years, the right to education is still far from being fully realised in the country. Official 
country data shows a big number of out-of-school children who could be categorised into three complementary 
groups: (i) those who have never attended school; (ii) those who entered school late (but at the time of the 2010 
Census data collection were not enrolled yet); and (iii) those who at some point in time were at school, but, for 
many different reasons, are not enrolled anymore (dropouts). 

59 Students over 18 can still be at school. Age is not a discriminatory factor; however, the School Census from 2000 to 2010 does not give figures for the 
population over 18 years old still enrolled at school.



CHIL DR EN A ND WOMEN IN Z A MBI A130 SI T UAT ION A N A LYSIS 131

EDUCATION Sit An

2010 Census data shows 17% of the population between seven and eighteen years (considered the school-age 
population) have never attended school (Table 13). In absolute numbers, more than 630,000 children aged seven 
to eighteen have never had access to education. As with other basic rights, rural areas are the most vulnerable 
and affected- 22% of children of school age in rural areas have never attended school.

Table 13: School-age population that has never attended school, 2010 (%)
 Zambia Rural areas Urban areas
Total population 16 22 7
Female population 16 22 6
Male population 17 22 7
Source: Authors’ calculations, based on CSO (2012b).

School attendance is heavily influenced by the economic status of the family. UNICEF Zambia (2010)  has 
shown a significant difference between 10-year-old boys and girls from the poorest families, those classified as 
the bottom quintile in Zambia, and those from rich families (top quintile) (Figure 81). On the positive side, the 
difference between the two quintiles was much higher in 1996 than in 2007, pointing out a possible reduction in 
the gap between rich and poor in school attendance. On the negative side, two out of ten boys in the poorest 
families have never attended school; while all boys ten years old from rich families were enrolled in school. 

Figure 81: 10 year olds who have ever attended school, 1996 and 2007 (%)

Source: UNICEF Zambia (2010).

Late school enrolment is a reality in Zambia. 2010 Census data shows that at age seven (the correct age to 
be in Grade 1), 47% of boys and girls were not enrolled. This number decreases with age and reaches less than 
10% when children are 13 and older (the bars on Figure 82 shows the decrease in terms of children not attending 

school). The main reason for this lateness could be explained by the significant distances between communities 
and  schools particularly in rural areas which makes parents wait for the children to get older before enrolling them.   

In some rural areas of the country, cattle-rearing is a common form of economic activity that boys start at very young 
age, usually before the age of seven. According to the tradition, at the end of four years, the boy is given one head of 
cattle for taking care of the herd. This is one – if not the main – contribution to late entrance of boys in the school system. 
However, it does not explain why girls are late entering school, since it is an activity conducted mainly by boys.

Source: Authors’ calculations, based on CSO (2012b). 

In comparing both sets of data in the same graph, we note that the probability of boys and girls not finishing their 
full education is high in the country. They enter late and leave before finishing. Overall, only 55% of students 
who make it to the end of primary school continue into lower secondary school (Grade 8). This presents a major 
challenge in terms of providing complete basic education to the children of Zambia (UNICEF Zambia, 2013b).

The same figure also shows there is a residual number of children aged 11 and older who are never going to 
start school. In other words, if changes in the educational system do not occur, between 8% and 10% of children 
who are today between six and eight years old are never going to start school. 
The lines in Figure 82 present the percentage of students who attended school at some point, but at the time 
of the survey were not enrolled – dropout rates. While there are no visible differences up to 12 years of age 
(around Grade 6), starting at the age of 13 (Grade 7) the percentage of girls dropping out is much higher. The 
13-14 year mark is also the transition from Grade 7 to Grade 8, representing the end of primary education, and, 
consequently, the ending of free schooling in Zambia. 

Figure 82: Comparison of children who have never attended school with children 
who have attended but no longer are at school, 2010 (%)
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UNICEF analysis of the inequities in the country suggests school completion has a positive relationship with 
wealth status (Figure 83). The chances of finishing school are higher for those in the wealthier families in the 
country. This leads to the need for important analysis of the fact that the percentage of boys and girls completing 
primary school was higher in 1996 than in 2007, independent of poverty status. 

Figure 83: 15-49 year olds who have completed primary school (%)

Source: UNICEF Zambia (2010).

When data is analysed by school grade (Figure 84), it seems clear that one of the main challenges for the 
educational system in Zambia is reducing the dropout rates that increase significantly after Grade 5. Girls are 
the most affected,60 with almost double the dropout rate of boys. 

Figure 84: Dropout rate by gender and grade, 2011 (%)

60 More on girls will be explored in the next section. 

Source: Ministry of Education (2013).

 In geographical terms, some provinces, such as North-Western, Northern, Luapula and Eastern, have double 
the dropout rates of Copperbelt and Lusaka (Figure 85). According to the 2011 School Census, those are also 
among the provinces with the highest numbers of rural schools (respectively, 96.8%, 94.1%, 92.9% and 96% of 
the schools of these provinces are classified as rural). This is more evidence of geographical inequality between 
the regions of the country, which suggests differentiation in the realisation of children’s rights. 

Figure 85: Average dropout rate by province, 2011 (%)

Source: Ministry of Education (2013).

Net attendance rate is a good composite indicator to capture two effects: the number of individuals attending 
school, and correct age for  grade.61 In analysing this indicator disaggregated by socio-economic status, inequality 
driven by poverty is evident. Figure 86 shows that inequality in terms of net attendance rates (purple line) between 
the extremely poor (blue bar) and the non-poor (green bar) is 9.5 in Grades 1-4,62 increasing to almost 30 in 
Grades 10-12. Even with a small net attendance rate for the non-poor in Grades 10-12, proportionally richer 
children are three times more likely to be enrolled in those grades than poor children. 

Taking into consideration that schooling is a proxy of future wealth creation, the current situation in Zambia is 
one where the gap between poor and rich in the country is increasing, perpetuating a vicious cycle where rich 
families send their children to  school which they will undoubtedly graduate, and will probably go onto study at 
university level, while poor families do not have the same opportunities further entrenching they poor status. 

61 The standard definition of the net attendance rate is “the number of pupils in the official age group for a given level of education who attend school in that 
level, expressed as a percentage of the population in that age group”. 
62 In this case, inequality is the difference between the percentage of non-poor and the percentage of extremely poor. 
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Figure 86: Net attendance rate by grade and poverty status, 2010 (%)

Source: Authors‘ calculations, based on CSO (2012a).

The fact that students start their formal education late is one of the reasons why the percentage of students 
in the wrong grade for their age is high in Zambia. Data from the 2011 School Census shows 56% of students 
in Zambia are in the wrong grade for their age.63 In terms of gender, there are more boys late at school than 
girls – 57% of boys are late, in comparison with 54% of the girls. Grades 5, 6 and 7 have the highest number of 
students in the wrong grade for their age (Figure 87).

Figure 87: Students in the wrong grade for their age, boys and girls, 2011 (%)

63 This percentage is actually higher since data from the Ministry of Education does not bring numbers for the population over 18 years old that is still in school.  

Note: Grade 12 presents no incorrect age for grade percentages because data from the Ministry of Education do not shows the number of students over 18 
enrolled in school.  Source: Authors’ calculations, based on Ministry of Education (2013).

A second cause for high numbers of children in the wrong grade for their age is related to the repetition rate in the 
country. Around 6% of all students (228,000) repeated their grades in 2011; in 2007 the repetition rate was around 
7%. For these children being in the wrong grade for age represents a negative incentive for staying at school. 

Starting school at a late age creates an additional struggle for children. Reports cited by UNICEF Zambia (2013) 
mention that children at the correct age for their grade tend to perform better than those who are not; in addition, 
over-age children are more likely to drop out. 

Another dimension of socio-economic status influencing education can be seen within the big cities in Zambia. 
The difference between rich households (high income quintiles) in urban settlements and poor households (low 
income quintile) is shown in Figure 88. Although this is not as evident as the difference between extremely poor 
and non-poor, there is still a gap in favour of the richest families. The smaller difference can be explained by 
the simple factor that schools are more accessible in urban areas than they are in rural areas – where most of 
the extremely poor live. Also, work opportunities for adolescents are higher in urban centres than they are in 
rural areas, providing them with an income to pay their fees after Grade 7 in open learning classes (formerly 
Academic production Units-APU) . 

Figure 88: School attendance rate by grade group, intra city inequality (%)

Source: Authors’ calculations, based on CSO (2012a). 

The interesting point here is that, between Grades 1 and 4, the percentage of children living in poor houses in urban 
centres in Zambia and enrolled in school is higher than the percentage of children living in rich houses enrolled at 
school. In this case, as shown in the graph, the difference is -4.5 (meaning it is favourable to poor households). This is 
attributed to the free primary education policy, which entails that cost is not a barrier at this level.  However, this situation 
is reversed in Grades 8 and 9, when school fees are introduced in public schools. In Grades 10-12, the difference is 
23 points. In this case, only one in every three children from poor families is enrolled in school in the correct grade. 
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In the end, adding the number of children who have attended school but are not currently in school to those who 
have never attended an educational institution gives a total out-of-school population for the country of around 
1 million children 7-18 years old, representing 26% of the population for that age group. In rural areas, one in 
three children is out of school (Table 14).64

Table 14: Out-of-school children, 2010 (%)
 Zambia Rural areas Urban areas
Total population 26 32 16
Female population 27 34 17
Male population 25 31 15
Source: Authors’ calculations, based on CSO (2012b). 

7.3 Challenges of  the education sector 
The education profile in Zambia is influenced by the following variables, which result in the current – and possible 
future – low social development for the country: 

High number of children not in school (dropouts, not enrolled and late enrolment) + poor school attendance 
of girls + low educational quality = low social development and possible increase in inequalities in the country 

The list of causes of boys and girls dropping out of school, entering late or not attending school at all is vast 
and complex, and involves elements from different areas. It begins with lack of access to educational facilities.

7.3.1 Distance

Among the official administrative reasons listed in the 2011 School Census, “distance to schools ” is not listed as 
one available explanation for why children are leaving school. However, qualitative assessments  show that, as 
well as for health, distance is an important factor in enabling participation. Also, as has already been mentioned, 
and will be further discussed later, proximity involves issues of safety for students , especially girls. 

Distance is the first cause of low attendance and frequent dropouts. LCMS 2010 data shows 20% of rural 
residences are located more than 6 km from primary schools (Figure 89). The official policy is that school 
catchment areas should be within a 5km radius. In the case of secondary schools, almost 78% are located more 
than 6 km from rural residences (Figure 90). Rural areas are the most affected by distances between homes 
and schools. In proportional terms, secondary schools are more distant than primary schools. 

64 Please note that is there no clear definition of out of school children hence not currently attending school does not necessarily mean out of school. 2012 
EMIS figures  put the number of out of school at  411 536 ( 170, 971 males and 240, 565 female) 

Figure 89: Distribution of households by school proximity (Grades 1-7), 2010 (%)

Source: CSO (2012a).

Figure 90: Distribution of households by school proximity (Grades 8-12), 2010 (%)

Source: CSO (2012a).

In addition, there is no public and/or free transport for boys and girls to help them get to school. Boys and girls 
have to walk (or bike) long distances, on non-paved roads, to go to and from school. In a situation like this, it is 
understandable that a child who is seven, eight or nine years old would choose to  start school when they are 
older and strong enough to walk long distances. 
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As seen in Figure 90, if children, mainly from rural areas, decide to keep studying after Grade 7, distance becomes 
a real issue, as most secondary schools are located far from communities. One consequence of this phenomenon 
is the creation of weekly boarding schools, where students spend the week studying and go home over the 
weekend. Some boarding schools have their own dormitories for students, but it is also common for students 
to rent space in the nearby villages or stay with family friends and relatives, thereby increasing vulnerability, 
especially for girls. According to the 2011 School Census, the country has 272 full boarding schools (3.2% of 
the schools in the country), and 668 weekly boarding schools (7.8%) (Ministry of Education, 2013). 

7.3.2 Socio-economic and socio-cultural causes

Table 15 shows that, on average, for all children in all grades, “economic factors” are the main reported reason 
for leaving school. 

Table 15: Dropout reasons by grade, 2011 (%)

School distance is a concern for school officials. The picture below showss how a school headmaster maps the 
children who attend the community school. According to him, the most distant villages are located more than 20 
km from the school. 

Grades 1-9 Grades 10-12 Total
Death 3 4 3
Economic 27 23 27
Expelled 1 2 1
Illness 4 4 4
Marriage 11 7 11
Orphaned 13 7 12
Other 27 15 26
Pregnancy 15 38 16
Total 100 100 100
Source: Ministry of Education (2013).

Economic reasons could be interpreted as children leaving school (i) because the family does not have 
enough resources for fees and other expenses or (ii) since he/she has to start working. In fact, child labour is 
recognised as one of the key factors putting children at risk of dropping out of school.65 For boys from Grades 1-9, 
economic reasons account for almost 11,000 children dropping out of school (36% of all boys leaving school). 
For Grades 10-12, they account for 42% of all boys who stop going to school. For girls, the figures are 22% and 
13%, respectively. Evidence points to the fact that a significant number of households in Zambia still find it more 
beneficial to keep girls at home for socio-economic and other gains (UNICEF Zambia, 2013b). 

While schools are free from Grade 1 to 7, there are indirect costs related to sending children to school (uniforms, 
stationery, other learning materials and transportation). At the end of primary education, costs associated with 
tuition, exams and uniforms can constitute disincentives to the realisation of the right to education (UN Human 
Rights Council, 2012).

Another implicit but important factor related to school enrolment, but more strongly related to school attendance, 
is the availability of food at school. According to the Swedish International Development Cooperation Agency 
(SIDA), a sponsored project with 39 schools in eastern Zambia has improved school attendance by 20%. The 
difference the project has made has been by providing milk bought from local farmers to children at school. Different 
international partners have been implementing many other projects over the years in Zambia. Unfortunately, a 
national and unified school feeding programme is yet to be implemented in the country. 

The harmful traditional view of gender roles,66 in combination with the physical and psychological violence 
girls suffer on the way to school, and at school, plus a lack of proper sanitary facilities – to be discussed later 
on in this chapter – and historical violence against women in Zambia all undermine  girls school attendance. 
These challenges are further exacerbated by poverty. Sexual abuse by teachers and older men against students 
– mainly girls – in boarding schools is openly discussed in Zambia. There are many reports of older men and 
teachers exchanging sex with adolescents and younger girls for treats, shelter and food near boarding schools, 
especially in unsupervised weekly boarding situations. This also leads to unplanned pregnancies, and it is a 
clear violation of girl’s rights.  

Christine was one of the mothers we met during the first trip for this SitAn. She is 27 years old, with 5 children. She 
was 16 when she had her first baby and had to abandon school. She is an orphan and lived with her grandfather, 
who passed away a few years ago. She does not own the house where she lives – it belongs to the deceased 
grandfather. She said she is lucky since nobody has come to ask for the land. She wants all her children to finish 
school, but realizes it is going to be difficult. She farms some food for the children, and sells tomatoes near her 
house. On a good day, she makes K5 (around US$ 1). She hopes that, in two years, her older daughter will finish 
primary school and start secondary. The problem is that each term of the secondary school costs K300. She does 
not know if she will be able to pay this. In simple maths terms, she would have to work 60 days without spending 
to save for her daughter to go to school for one term. If nothing changes, Christine’s daughter has a high chance of 
abandoning school, marrying early, getting pregnant and living the same life her mother lived.

65 More on child labour is in Chapter 8. 
66 Discussed in more detail in Chapter 8.
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If data from the 2011 School Census is disaggregated by gender, pregnancy becomes the main overall cause 
of girls drop-out in Grades 1-9 and Grades 10-12 (Table 16). 

Table 16: Dropout reasons for girls, 2011 (%)
Grades 1-9 Grades 10-12 Total

Death 2 2 2
Economic 22 13 21
Expelled 1 1 1
Illness 4 2 3
Marriage 15 8 15
Orphaned 11 5 11
Other 21 10 20
Pregnancy 24 58 26
Total 100 100 100
Source: Ministry of Education (2013).

In 2010/11, 12,285 girls left school owing to early pregnancy, which represents an increase on 2009/10 (11,186 
girls). Dropouts because of early pregnancy start to increase at Grade 4, and by Grade 7 more than 3,000 girls 
left school for that reason. Figure 91 compares absolute number of girls leaving school because of pregnancy 
(blue bars) with the proportion of pregnancies in relation to all reasons for girls dropping out (red line). 

Figure 91: Absolute number of girls dropping out of Grades 1-12 and girls dropout 
owing to pregnancy as proportion of all dropouts, 2011 

Source: Authors’ calculations, based on Ministry of Education (2013).

Early pregnancies start as early as Grade 3. After Grade 4, the phenomenon becomes  widespread, and the main 
reason for school dropout among girls. In absolute numbers, pregnancies in Grades 10-12 are not as high as in 
Grades 7-9, but in percentage terms they are still the main cause of school dropout. There are two reasons to 
explain this. First, the older the girl, and the higher the education, the more empowered she is to avoid unwanted 
pregnancy. Second, the most obvious reason, considerably fewer girls are enrolled in the higher grades – which 
also explains why in percentage terms early pregnancies are still high. 

Early pregnancies go hand in hand with early marriage, another clear violation of girls’ rights in Zambia. In 
2010/11, according to the School Census, more than 7,000 girls left school owing to early marriage. Figure 92 
shows trends by grade: the blue bars represent the absolute number of girls leaving school to marry and the 
red line the proportion of dropout to marry in relation to other causes. 

Figure 92: Absolute number of girls who drop out in Grades 1-12 and proportion 
of total dropouts that owe to marriage, 2011 

All the young mothers we met during the field trip abandoned school before finishing primary education owing to early 
and unwanted pregnancies. They reported that sex “happened” and they could not avoid it. “It was a mistake” was the 
most common excuse. Without any statistical validity, half of them were married to the father; the others were raising 
the children themselves, with some support from their family. Most had two or three other children.

Source: Authors’ calculations, based on Ministry of Education (2013).

The peak of dropouts owing to early marriage in absolute and proportional terms happens at Grade 7, exactly 
at the end of the primary education. The causes of this need further investigation. One possible reason is that 
girls – and their families – see early marriage as much more profitable, especially as keeping girls at school 
after Grade 7 represents an extra expense. At the same time, marrying a girl at an early age represents the 
continuity of a tradition, and an economic benefit, since, in Zambia, the family of the groom often has to pay a 
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negotiated price to the family of the girl. Large families with three or four girls can actually turn a profit marrying 
their daughters at an early age. 

Once more, for Grades 10, 11 and 12, the absolute number – and at this time, also the percentage number – of 
girls leaving school to marry is low. Girls’ empowerment and the small number of girls enrolled in these grades 
are likely to be the main reasons.  

In 2011, 19,400 girls left school because of early pregnancy or marriage; nearly 66% of girls who dropped out 
at Grade 9 did so for one of these reasons (Figure 93). 

Figure 93: Absolute number of girls who drop out of Grades 1-12 and proportion 
of total dropouts owing to marriage or pregnancy, 2011 

Source: Authors’ calculations, based on Ministry of Education (2013).

Despite the Government’s re-entry policy to incentivise girls to go back to school after delivery, the percentage of 
girls that go back is still small in comparison with the numbers that drop out school. According to the 2011 School 
Census (Ministry of Education, 2013), 6,230 girls returned to school after pregnancy. Most of them came back to 
Grades 8 and 9 (representing 23% and 41% of the girls who came back to school). While this is a considerable 
number, especially if compared with the previous year, when 5,634 girls went back to school after becoming 
mothers, it still represents only half of the girls who left school in 2011 because of pregnancy. Therefore, there 
is still a high chance that 50% of early mothers abandon formal education for good before completing Grade 9. 

Some early pregnancies – and in some cases early marriage67 – can be attributed to early, non-protected sex. 
According to the Population Reference Bureau in 2010, 12% of teenage Zambian girls and 16% of teenage 

67 Incidence of early marriage is high, primarily because customary marriages usually take place soon after a girl reaches puberty.

Zambian boys start having sex before they reached 15 years of age. The median age for sexual debut among 
girls is considered to be 17 years old. UNICEF’s qualitative assessment shows there are cases of sex starting as 
early as 12 years old. The complication that comes with this is that, at this age, girls are considered too young 
to be given comprehensive sexual and reproductive health education, as it is assumed that they are not having 
sex yet (UNICEF Zambia, 2013b). 
In this case, the major issue is not related to when boys and girls start their sexual life, but to the fact that few 
have sexual and reproductive health knowledge or access to contraception to protect themselves from unwanted 
pregnancies and sexually transmitted diseases, including HIV. Figure 65 – located in the section related to HIV/
AIDS behaviour in this SitAn – shows only 36% of girls used condoms at last sexual intercourse; the number is 
even lower for boys, less than 29%. The 2009 Zambia Sexual Behaviour Survey – the source of this information 
– does not collect data on children younger than 15 years old, but anecdotal evidence points to a very small 
number of young children who know how to avoid unwanted pregnancies and diseases. 
As discussed in Chapter 8, another direct cause of unwanted early pregnancy that drives children out of school 
is customary behaviour in relation to gender. There is a clear connection between these customs, harmful 
traditions and violence against girls. 
Some parents prefer to send a boy child to school because education for a girl child is perceived as preparation 
for marriage. Hence, schools are seen as a cost for parents, and not as an investment in the girls. Such attitudes 
are more prevalent among rural parents and those with limited education as well as in households where girls 
perform such economic roles as selling at the market and/or along the streets (UNICEF Zambia, 2013b): 

“For a number of poorer families, the potential rewards of educating daughters are too far off and therefore 
their education is not recognised as an investment. Families perceive that a girl’s education will only benefit 
her husband’s household, and not her parents. Additionally, some parents believe that girls do not need an 
education for their roles as wives and mothers, that education undermines cultural practices, and it teaches 
the girl to reject tradition” (UNICEF Zambia, 2013b).

The older girls get, the more they are exposed to the gendered nature of society reflected in deeply embedded 
socio-cultural practices and choices, such as who is responsible for the household work and the resulting 
opportunity costs of school (UNICEF Zambia, 2013b). Household chores constitute the major reason for lateness 
to school, second only to illness as a factor causing absenteeism. 

Sexual education is still a taboo in Zambia. Teachers say they talk about sexuality starting at Grade 1, but the 
students we met in rural areas of the country did not know much about how to avoid early pregnancy and HIV, 
especially use of condoms. Zacharia is one example. A 15-year-old boy in Grade 5 who studies at a rural school 
without running water and electricity, he told us he had heard something about a disease called HIV, and to avoid  
it a person cannot share socks or towels with someone who is infected. 
Francis, a 15-year-old girl in Grade 10 in a peri-urban secondary school told us abstinence was the best way to 
avoid HIV and unwanted pregnancies, but still believed sharing toiletries could increase the risks of getting HIV and 
other diseases. She knows about the use of condoms, but still thinks abstinence is the best strategy. She learned 
about condoms when she was in Grade 3, in a private school. 
Even if students wanted access to condoms, they are not available at schools. Even if schools have sexual 
education classes condoms are available only at health centres. 
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In terms of harmful traditions that lead to violation of girls’ rights, some areas in the country still have initiation 
ceremonies that have an impact on schooling and other aspects of the girl’s life. Anecdotal evidence points to 
the fact that, when girls reach puberty, they are taught, in a special ceremony, by older women in their village, 
how to handle their husband and house.  The initiation tends to hasten early sexual debut as there is implicit 
peer pressure.  This could attest for the high number of early and unwanted pregnancies. 

7.3.3 Water, sanitation and electricity at schools

Most of the primary and secondary schools of the country are located in rural areas (Figure 94). They consequently 
suffer from the same infrastructure problems as the population that lives in those regions: lack of running water, 
inadequate sanitation and no electricity.  

Figure 94: Rural schools by province, 2011 (%)

Source: Ministry of Education (2013).

The main sources of water for schools are borehole pumps (considered a safe source of water supply) and 
unprotected wells (considered unsafe). Around 9% of schools in Zambia do not have any source of water (Table 
17). In geographic terms, 20% of schools in North-Western province and 19% in Luapula province do not have 
access to water (Figure 95).

Table 17: Water availability at schools, 2011
Number of schools Total %

Borehole piped 735 9%
Borehole pump 3,149 37%
None 778 9%
Piped water 1,172 14%
Well protected 905 11%
Well unprotected 1,782 21%
Total 8,52168 100%
Source: Authors’ calculations, based on Ministry of Education (2013).

Figure 95: Schools without water by province, 2011 (%)

Source: Authors’ calculations, based on Ministry of Education (2013).

Access to water has an impact on the sanitation conditions at schools. Most schools in the country use permanent 
or temporary pit latrines as their main sanitation facility. Reports and studies cited by UNICEF Zambia (2013) 
mention that construction of toilets at schools, including toilets specifically for girls, has a major impact on girls’ 
attendance. One particular study showed that girls were often absent for up to four days of the month owing to 
menstruation, losing “288 lessons in a calendar year – that is 192 hours of missed learning”. Data from 2008 shows 
only 9% of schools had a sufficient number of school toilets for girls, whereas 29% had sufficient toilets for boys. 

68 Due to data problems, the total number of schools in this infrastructure part does not add to the same total. 
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While UNICEF recommends the rate of students per toilet be 1 per 25 girls or female staff, and 1 toilet plus 1 urinal 
(or 50 cm of urinal wall) per 50 boys or male staff (UNICEF, 2012c), the average in the country is 1 toilet per 60 
students, if we consider permanent and temporary sanitation facilities. If considering only permanent sanitation, 
the number is 88 students per toilet. Unfortunately, the Ministry of Education does not have data disaggregated 
by gender. The ratio varies according to the province (Figure 96). In order to respond to the demand for sanitation 
facilities, temporary ones have been added to schools. Western province has one of the worst ratios in terms of 
permanent sanitation (105 students per toilet); to compensate, temporary ones are added to schools, meaning 
the province has a better sanitation rate when these are included (35 per toilet). 

Figure 96: Ratio of students to sanitation facilities, 2011 

Source: Authors’ calculations, based on Ministry of Education (2013).

 

Similarly, data from the 2011 Annual School Census shows 70% of schools in the country do not have an energy 
supply to their buildings (Table 18), preventing use of new learning technologies for most pupils in the country. 

Number of schools Total %
Generator 123 2%
Main power grid 1,540 22%
No power 4,950 70%
Solar 454 6%
Total 7,06769 100%
Source: Authors’ calculations, based on Ministry of Education (2013).

Electricity: the link to improved learning
In one of schools visited for the SitAn, we met a 35-year-old teacher of Grades 7 and 8. The school is located in 
a peri-urban area, situated 4.5 km from the electricity grid. Despite this proximity, it remains without power. When 
asked about the effect of not having electricity at school, two points came to his mind. First, students cannot study at 
night. Second, his students are behind others, especially those who live in the cities. His students do not know how 
to work computers and new technology. Using his own words, “We shows what a computer looks like. We shows 
what they can do, how it works, how it can be used to communicate using Internet facilities, but that’s it. They do not 
work with computers. They just admire from afar.”

Table 18: Energy availability at schools, 2011

7.3.4 Student/teacher ratios, teacher qualifications and incentives??

Another supply-side factor that influences the quality of education in Zambia is the ratio of students to teachers. 
In theory, the smaller the number of students per teacher, the more attention the teacher can provide students, 
increasing the quality of education. The Ministry of Education has set as standard rule that the ratio be 1 teacher 
per 40 students. High numbers of pupils in relation to teachers represent a burden for teachers, and a lack of 
appropriate attention for children, especially in the early stages of education.  

Table 19: Student/teacher ratio by school type, Grades 1-12, provinces and 
Zambia, 2011

Government Grant aid Private/church Community Total
Central 43 24 9 63 41
Copperbelt 37 32 45 69 40
Eastern 61 42 13 91 58
Luapula 63 30 12 98 60
Lusaka 73 83 24 76 63
North-Western 44 51 7 81 44
Northern 49 35 4 80 47
Southern 44 33 18 66 42
Western 59 31 53 167 62
National 49 35 19 76 48
% of students enrolled 78% 3% 4% 15%
Source: Authors’ calculations, based on Ministry of Education (2013).

69 Numbers come from the 2011 School Census and most of the time do not add up. 
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Table 19 shows the student/teacher ratio for Zambia and its provinces, by school type, for all students in Grades 
1 to 12.  While the average ratio for the whole country is 48 students per teacher, community schools have the 
worst ratios at 76. (). These types of school service 30% of students in the country. 
The recommended pupil teacher ratio in Zambia is 1; 45 for primary and 1: 35 for secondary. 
On average, primary schools (Grades 1-7) have 1 teacher per 51 students (Figure 97). When data are disaggregated, 
the student/teacher ratio decreases in higher grades. Grades 1-4 have the higher ratio: 1 teacher to 67 students 
(Figure 97); Grades 10-12 have smaller ratios (1.27). There are two causes: first, teachers prefer to teach later 
grades, especially in secondary education. In fact, anecdotal reports mention that, among teachers, it is a 
measure of status to teach higher grades instead of early grades. Data from the 2011 School Census shows 
there are 62,500 teachers in Grades 1- 9, and almost 15,000 in Grades 10-12. 
Second, and maybe more importantly, as seen throughout this report, the number of students enrolled at school 
decreases considerably when we move up the school grades. While 522,000 boys and girls were enrolled in 
Grade 1 in 2011 (Figure 78, earlier in this chapter), in Grade 10 fewer than 87,000 were at school. This represents 
an 84% reduction in the number of students attending school. 

Figure 97: Student/teacher ratio by grade, 2011 

Are there books for all the students?
While teachers are important, they are one part of the learning experience for pupils. Their experience has to be 
complemented with learning facilities and materials, including books. The official numbers of the Ministry of Education 
shows a book/pupil ratio of 1.6 for “basic schools” and 1.7 for “secondary schools”. 
When we asked the question above to teachers, headmasters and students in rural and peri-urban areas of the 
country, we always heard a loud “no”. 
Pierre teaches Grade 7 students in a rural school. He has 37 students in his class, and only 1 book to teach the local 
language. According to him, few students have notebooks, pencils, erasers and rulers. 
Margareth, 12 years old, is a student in a different rural school. She walks 20 minutes to get there. She fetches water 
four times a day and helps cook for her old brothers and sisters. She plans to finish school and become a teacher 
herself. She has to share all her books with her peers. She has never seen a computer, and only heard of “the Internet”. 

Source: Ministry of Education (2013).

In terms of teacher qualification, 52% of teachers in Grades 1-12 have a Primary Teacher’s Certificate (2011 MoE 
data). Only 304 had a Special Education Certificate, and 71 had a Special Education Degree in 2011. Lack of 
qualified teachers correlates with lack of incentives for classroom attendance. 

There is also evidence that the quality of education is affected negatively by the fact that teachers are poorly 
paid, lack incentives (such as housing), are insufficient in number to satisfy the number of pupils and not replaced 
when they take leave to further their own studies (UN Human Rights Council, 2012).

7.4 Educational learning outcomes in Zambia
As a consequence of the challenges to the education system described in this chapter, learning outcomes are 
very low in Zambia – mainly for those students from Government and community schools. When comparing the 
scores of Zambian students to those of other countries in Southern and Eastern Africa, Zambia came second 
worst in terms of pupil achievement for reading and worst in mathematics in the 2007 SACMEQ70 assessment.71 

The numbers for the SACMEQ confirm the results from the last National Assessment Survey (NAS) done in 
2008 (Ministry of Education, 2010). The assessment was conducted amongst  7,600 pupils in Grade 5 enrolled in 
regular, community, grant-aided and private schools in Zambia. It considered four subjects (English, Mathematics, 
Life Skills and Zambian Languages), and the grades were analysed  against two benchmarks: minimum level 
and desirable level.  

The national mean performance was 35.3% in English, 39.4% in Mathematics, 40.2% in Life Skills and 39.4% 
in Zambian Languages. According to the report, these grades show a minimum improvement if compared with 
the previous assessment, in 2006. 

In terms of inequalities, urban schools have better scores than rural ones (Figure 98), and boys tend to have 
higher grades than girls (Figure 99). The mean performance of boys tends to be higher in both rural and urban 
schools. However, the differences are minimal. In English, for example, the mean performance of urban boys 
was 41.0%; for girls it was 39.7 %. The mean score for rural boys was 33.5% and for rural girls it was 32.6%. 

How much does a teacher make in Zambia?
As we could not find an official answer, we asked the teachers we met. After some very shy smiles, they all answered. 
The teachers in the rural and peri-urban areas we visited make an estimate K2,300 a month (including the extra they 
receive for being in a rural/peri-urban school. After discounts, their monthly salary is around K1,900 (US$ 365). 
Teachers in Government schools also receive housing. If the teacher is lucky, on his house he will have a solar 
panel, allowing him enough energy to have a TV and a computer, but not a printer, since, as was explained to us by 
one of the teachers, printers demand more power than the solar panel can generate. 

70 South and Eastern Africa Measurement of Educational Quality
71 http://www.sacmeq.org/sacmeq3.htm. More on SACMEQ can be found related to HIV/AIDS in this SitAn. 
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Figure 98: Mean performance by school location, 2008 (%)

Source: Ministry of Education (2010).

Figure 99: Mean performance by gender, 2008 (%)

Source: Ministry of Education (2010).

The real inequality is evident in terms of income status. Considering private schools are more expensive than 
Government and/or community schools, children studying in such institutions have a better income situation than 
those in other institutions. Private schools have better overall performance than all other schools considered.72  
The  only subject where grades for Government and community schools are close to those of private schools 
are in Zambian Languages. In all the other subjects, the differences were significant (Figure 100). 

Figure 100: Mean student performance by school type, 2008 

Source: Ministry of Education (2010).

In terms of benchmarks for 2008, if a student had 40% of the correct answers on an exam, he/she would be 
considered at minimum level.73 The desirable level74 benchmark corresponds to a student answering correctly 70% 
of the exam. Few students accomplished these benchmarks, especially the latter (Figure 101). Nationally, only about 
one-third of students reached the minimum level of performance in English, the official language of the country, 
and a key determinant for future employability. Unfortunately, the information does not allow for disaggregation of 
benchmarks by gender, area or type of school, but one might argue students from private schools were those who 
reached the desirable level. A more recent NAS (2012)75 reveals minimal change in achievement levels.

72 The 2008 report also brings the scores for the IRI centres. These are counted under Community Schools in the Annual School Census. For the record, 
grades for students in IRI centres were higher than those for students in Government schools for the four items being evaluated. 
73 The descriptors refer to the level at which a pupil showss the minimum acceptable mastery of the skills and the knowledge being tested.
74 This level of performance is that which teachers, curriculum specialists and other experts believe learners are capable of and should attain in the majority of cases.
75 Not yet officially released
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Source: Ministry of Education (2010).

7.5 Legal and public policy framework on education76

At the international level, the most important instruments influencing Zambia’s education policies and legal 
framework are the Education For All (EFA) initiative and the MDGs. EFA is a worldwide initiative that aims to 
improve education, based on the understanding that education is a fundamental human right. 

Indeed, Part IX of the Zambian Constitution provides for the directive principles of state policy and the duties 
of a citizen caters, albeit briefly, for education. It indicates that the State shall endeavour to provide equal and 
adequate educational opportunities in all fields and at all levels for all.

Governed by the Education Act, CAP 134, of the Laws of Zambia (as amended in 2011), Zambia’s education system 
consists of preschool, primary, secondary and tertiary education. The Act provides for the promotion, development 
and control of schools, educational institutions and services. A child has the right to free basic education. Except 
as provided for in this Act or any other written law, a parent shall enrol a child who has attained school-going age 
at an educational institution and ensure the child’s attendance. A person who without reasonable excuse fails to 
enrol a child of school-going age or prevents a learner from attending school or withdraws a learner commits an 
offence and is liable, on conviction, to a fine not exceeding 100,000 penalty units or to imprisonment for a period 
not exceeding one year, or to both. Recent amendments to the Education Act (2011) include the introduction of 
compulsory school attendance for children of basic education, the legalisation of community schools, a ban on 
corporal punishment and a ban on the marrying of school-going children.

76 UNICEF Zambia’s Out of School report (20130) has a very comprehensive analysis on educational policies and strategies.

Historically, Government participation in early childhood education has been minimal. The Day Nurseries Act 
of 1957 (amended in 1994) was the first innovative step towards recognition of the importance of ECCDE by 
the Government. The Act provides for registration and certification of day nurseries by the local authority and 
inspection by the Commissioner for Juvenile Welfare or any person appointed by the local authority, usually an 
officer of the authority. This Act is still in effect and provides legal backing for anyone capable of offering early 
childhood education. Although the Government provided for all activities of early childhood development in 
the 1996 National Education Policy, one of the major challenges observed during implementation of the FNDP 
(2006-2010) included the confinement of ECCDE to pre-schooling instead of offering a more comprehensive 
development support and learning experience. For the SNDP (2011-2015) period, the main objective is to increase 
access, efficiency and equity to quality ECCDE and basic education. 

Related to ECCDE, the School Health and Nutrition Policy of 2006 developed by the Ministry of Education based 
on the 1996 National Education Policy,  states that one of the aims of education is to foster healthy living, physical 
coordination and growth of the child. In other words, the programme is the sum total of all health and nutrition 
activities that go into promoting the physical, social and mental well-being of the child.

Zambia has developed several education policies over time to provide a vision and strategies in education 
service delivery. Major among these are the Education Policy Reforms of 1977, Focus on Learning of 1992 and 
Educating Our Future of 1996. In addition, both the National Gender Policy and the National Child Policy provide 
for measures on education and training.

During the FNDP (2006-2010) period, the Ministry of Education and the Ministry of Science, Technology and 
Vocational Training operated as two separate entities. With the change of Government in September 2011, the 
two ministries were merged to form the Ministry of Education, Science, Vocational Training and Early Education, 
with a policy shift from basic (Grades 1-9) and high school (Grades 10-12) to primary (Grades 1-7) and secondary 
(Grades 8-12). Based on the results of National Assessment Surveys (2003-2008) that showed learner performance 
levels were remaining static at 40%, it became apparent that issues of quality and relevance of education had 
not been adequately addressed.

The strategic focus of the ministry, therefore, combines the policy aspirations of the new Government and the 
policy aspirations outlined in Educating Our Future (1996), Vision 2030 and the SNDP (2011-2015). The ministry 
has designed NIFIII to guide implementation of the SNDP (2011-2015) with the similar goal of increasing equitable 
access to quality education and skills training to enhance human capacity for sustainable national development. 

From 2006 to 2010, public spending on education increased (Figure 102), going as a percentage of GDP from 
3.61% to 4.37%. In the same fashion, total expenditure on education as a percentage of total government 
expenditure went from 18.3% to 20.17% (UNICEF Zambia, 2013b).  For 2013, the proposed amount for education 
in the National Budget is K5.6 trillion, representing 17.5% of the budget. This represents a 15.8% increase over 
the 2012 allocation (not shown in the graph) (Government of Zambia, 2012), but a decrease when compared 
with 2010. 

Figure 101: Pupils reaching the minimum and desirable levels of performance, 
2008 (%)
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Source: UNICEF Zambia (2013).

7.6 Conclusions
Education is the most effective investment in the socio-economic development of any country, and the education 
of girls provides the highest returns in terms of halting the intergenerational cycle of poverty . Zambia education 
system is one of contrary terms. On the one hand, enrolment rates for primary schools have improved considerably 
reaching 93% in 2010, and boys and girls are able to advance in their education. On the other hand, as early as 
Grade 5, and particularly  visible in the transition from Grades 9 to 10, the number of children attending schools 
falls drastically. The number of children enrolled in Grade 10 is 85% smaller than the number of children enrolled 
in Grade 1. This phenomenon is prominent in, but not exclusive to, Government and community schools. One 
of the reasons behind this trend are the fees that start being charged after the transition from Grade 7 to Grade 
8. While these might not represent much by international standards, they are a significant barrier for those who 
live in poor rural areas. Moreover, on an individual level, lack of understanding of “education” as a long-term 
investment, low quality of education and other socio-economic factors push children to stop studying and start 
working or forced to get married. 

Figure 102: Total public expenditure on education as % of GDP and total 
government expenditure, 2010 

Inequality is being handed down through the generations. Families that can afford to pay for private schools 
have children who are receiving better education, which is setting them to realise a better future, better-paid 
jobs. Children from community and Government schools have a high chance of dropping out, are likely to be 
underpaid in the future, hold menial low skilled jobs, and contribute to the vicious cycle of poverty in Zambia. 

When parents realise that the positive impact of education on their lives is bigger than the immediate gain of leaving 
school, enrolment and retention will increase. In addition, the UNICEF Out of School Study (UNICEF Zambia, 
2013b)as this chapter proves, that, on the supply side, the country has insufficient school facilities, overcrowded 
classrooms, insufficient numbers of trained teachers offered poor conditions of service , an inadequate supply 
of teaching/learning materials, limited educational facilities, inadequate school health programmes, insufficient 
school grants and poor school management. 

Another important aspect that must be taken into consideration in understanding the educational system in Zambia 
is the gender aspect.  There are still some traditional harmful practices that expose girls to gender stereotypes 
that reinforce an inferior role for girls in society resulting in  discrimination,, early unplanned pregnancies and 
child marriages. As a result, these girls, despite official policies, drop out of school, jeopardising any chance of 
having a better life in the future, perpetuating a cycle of poverty, mainly in the most rural areas of the country. 
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States Parties shall take all appropriate legislative, administrative, social and educational measures to 
protect the child from all forms of physical or mental violence, injury or abuse, neglect or negligent 
treatment, maltreatment or exploitation, including sexual abuse, while in the care of parent(s), legal 
guardian(s) or any other person who has the care of the child (UNCRC, Article 19).

CHAPTER 8.  
PROTECTION OF CHILDREN AND WOMEN

Protection of children and women has as its objective to ensure children grow up in a safe and supportive 
family environment free from violence, abuse, neglect and exploitation. Protection of children cuts across sectors: 
children need to be safe in their families, at school, health facilities, and police stations and in their communities. 
Prevention of and response to violence should take place in all these areas where the child lives and grows 
up.  The following chapter describes those aspects related to violence. The chapter begins by looking at the 
basic notion that children have the right to be registered, and, therefore, to be taken into account in the country 
as citizens. The chapter also describes issues related to (i) child labour, heavily influenced by and influencing 
schooling aspects; (ii) violence against children and women and discrimination; (iii) children in the justice system; 
(iv) protection of orphans and vulnerable children (OVC); and (v) children with special needs, including those 
with disabilities. The chapter also briefly describes the child protection system in Zambia, and gives a summary 
of the legal and public policy framework on child protection. 

Once more, the chapter goes beyond of the scope of the UNICEF country programme in Zambia. Some issues, 
as will be seen, are related to education or health, but for the sake of analysis have been placed in this chapter. 

8.1 Birth certification
According to UNICEF, birth registration is more than an administrative record of the existence of a child. It is 
the foundation safeguarding many of a child’s civil, political, economic, social and cultural rights. Article 7 of the 
UNCRC specifies that every child has the right to be registered at birth without discrimination. Birth registration 
is central to ensuring children are counted and have equal access to basic services such as health, social 
security and education. Knowing the age of a child is central to protecting them from child labour, being arrested 
and treated as adults in the justice system, forcible conscription in the armed forces, child marriage, trafficking 
and sexual exploitation. A birth certificate as proof of birth can support the traceability of unaccompanied and 
separated children and promote safe migration. In effect, birth registration is a child’s “passport to protection”. 
Universal birth registration is one of the most powerful instruments to ensure equity in a broad array of services 
and interventions for children.77

77 http://www.unicef.org/protection/57929_58010.html 

 PART VI
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Although registration is compulsory in Zambia, according to 2010 Census data, only 17% of 0-17 year olds have 
a birth certificate (32% in urban areas and 9% in rural areas), without significant differences between boys and 
girls. UNICEF bottleneck analysis on birth registration shows that only one provincial registrar out of the three 
provinces sampled for the study was able to provide both birth notification (a document a child receives when he/
she is born) and birth registration data from 2007 to 2011 (UNICEF Zambia, 2012d). The same analysis shows 
that one district had 6,500 live births in the same period, 18 notices of birth and no birth certificates recorded 
at the provincial registrar,78 who should be responsible for initiating the birth certificate process in the province. 

The first problem is lack of reliable real time information. Without knowing how many children there are in the 
country, Government cannot accurately programme its public policies. Today, Government and international 
partners have to rely on survey estimations to manage their health and education resources in the country. This 
leads to overestimation in some areas, and lack of services and goods in others, resulting in non-efficient use 
of resources for public policies for children. 

The second problem is the difficulty in determining the age of children in juvenile justice cases. This  problem 
arises when a child is the victim of violence, and also when the child is the perpetrator. There are reports in Zambia 
that young girls are abused but, because of the lack of any document proving their age, they are considered 
older than they really are. The lack of registration also undermines efforts to eradicate child labour. 

Finally, without a birth certificate, children are easy targets for internal and international trafficking. As is discussed 
later in this chapter, internal trafficking is more prominent, but there are concerns that Zambia is becoming a  
country of origin for international trafficking, as well as a transit country.  

78 In fact, the same pattern was also found in four different districts. 

On demand and personal factors, there is no need for a family to request a birth certificate for their children. 
Children can frequent school, be vaccinated, go to a health clinic and receive any treatment they require 
without one. Children need to prove their age when they apply for a National Registration Card. In order to get 
this document, the person needs a birth certificate or a letter of affidavit prepared by any lawyer. The letter of 
affidavit confirms the person’s age and date of birth, and does not involve the same bureaucracy as the birth 
registration process. Therefore, the need for a birth certificate arises around age 16, and even then there are 
ways to avoid use of the document. 

8.2 Child labour
The earlier the child starts working, especially in non-safe environments, the more vulnerable they become to 
diseases, physical and cognitive problems. Child labour is a clear violation of child rights, and has a negative 
impact on their education, health and protection. Child labour reinforces the intergenerational of poverty cycle, 
undermines national economies and impedes progress towards the MDGs.79

Using Zambian legislative provisions,80 an estimated 1.3 million or 41% of children aged 5 to 14 years currently 
work. Of these, 1 million children under 12 work (20% of five year olds and 23% of six years old) and 225,000 
children aged 13-15 years undertake work that is not light and interferes with their schooling (Ministry of Gender 
and Child Development, 2012). Most children who work also attend school (81% of working children go to school); 
working undermines their learning process and their span of attention. 

The Understanding Child Work (UCW) publication co-sponsored by the ILO, UNICEF and the World Bank (2012) 
gives a very detailed and accurate picture of child labour in Zambia: 

“There are several important characteristics of children’s employment in Zambia. First, children’s employment 
is mainly a rural phenomenon. The share of rural children in employment was three times that of their urban 
peers in 2008. Second, there are substantial regional differences, underscoring the need for the geographic 
targeting of efforts against child labour. Sixteen percent of children worked in employment in Lusaka in 2008, 
for example, against 55% in Eastern province and 52% in Northern province. Third, child economic activity 
rises sharply with age, but numbers of even very young working children are far from negligible. Around 
14% of seven year-olds and 22% of eight year-olds are already at work in employment.
“Children’s employment in Zambia is concentrated overwhelmingly in agriculture. Nearly 92% of total 7-14 
year-olds in employment work in agriculture, against around four percent in services and three percent in 
trade. At the same time, almost all children in employment (93%) work for their families as unpaid labour. 
Only about four percent of children work as paid employees in formal entities; this is important because 
children in the formal sector are the only ones typically accessible to labour inspection regimes.” 

Birth certificate … what is that?
All the mothers living in rural areas we met during the field trip, young or older, had never heard of a birth certificate. 
They don’t know the document exists. They all know about the birth registry and the under-five vaccination card, but 
have no clue what a birth certificate is, and why they need it. 

79 http://www.unicef.org/protection/57929_58009.html  
80 Zambian legislation is very loose in terms of concepts for child labour. According to the Employment Act (1991), “child” means a person under the age of 14 
years, and “young person” someone between 15 and 18 years old. The law states that children are not supposed to work in public or private industries, other 
than those that employ only members of the same family. Also, they can work in technical schools or similar institutions. Young persons between 15 and 16 years 
old also have similar restrictions, but they can be hired as appendices, or they might receive a certificate signed by a labour officer authorising employment. 
For both age groups, work prohibition does not include “commercial or agricultural undertakings”. There are no provisions for children 16 and older in the law. 

There are no incentives for families to register their new-borns or older children. In terms of supply factors, the 
main causes are related to the efficiency of the services. First, parents have to travel to the district boma to start 
the process, meaning transport costs and the indirect costs of lost wages. There are often no paved roads, and 
usually no public transport between rural areas and the district centre. 

Second, the birth registration process is extremely centralised. The request has to be sent from the districts to 
the provincial registrar, and then to the Registrar General Lusaka, the country’s capital, who issues the birth 
certificate. In theory, the process takes five days. In practical terms, there are reports of the process taking 
between six and twelve months. This leads to the last supply-side problem: the registration system is still manual, 
and anecdotal evidence shows a lack of common operational procedures. Documents have to be sent back and 
forth, and if there is a mistake in the application, it has to be restarted at the district level. This also increases 
the risk of misplacing documents and applications.
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Children working in urban areas are involved in informal activities, mainly petty trade. It is very common to see 
children working in car repair shops in Lusaka and other urban settlements. 

There are many causes of child labour in Zambia. 

In terms of contextual factors, there is strong evidence that high levels of repetition, slow grade progression and 
reduced school life expectancy lead children to work (ILO et al., 2012). Therefore, those children who are not in 
the right grade for their age at school – the vast majority in Zambia, as shown in Chapter 7 –have little incentive 
to stay at school, and consequently turn to labour. The cattle-rearing example used in the education section 
of this document, where children as young as five start work to guarantee availability of cattle in the next four 
years, presents a poor start to academic life, and perpetuates a reality where work is more important than study. 

The economic reason – also a contextual factor – is the most common explanation for child labour. Children are 
usually considered cheap labour, and badly paid. Even when not paid, working children bring indirect revenue 
for their families. They (i) help with chores at home so their parents and older siblings can work or go to school 
– taking care of younger brothers and sisters, cooking and cleaning, for example; (ii) work in small agriculture, 
fishing and cattle rearing; and (iii) engage in petty trade with or without their parents in their neighbourhood.

Together with economic reasons, other demand-side factors  present in most rural areas are cultural traditions 
of child labour. The labour conditions parents experienced in their past are part of the culture, and it is normal 
for them to feel their children have to work to help the family, as they did when they were young. This leads to a 
great number of children in rural areas who start working before finishing school. In the 2008 SitAn, respondents 
discussed the impact of removing children from all income-generating activities. Around 17% of respondents 
felt it would reduce their standard of living, while 16% felt it would threaten the survival of their family; 20% of 
respondents felt removing children from the labour market would make household enterprises inoperable.

The Government has invested in labour inspections as a strategy to stop illegal work and child labour. 
However, those inspections happen in formal business, and in areas near the cities. As reported by the US 
Department of State (201a), scarcity of transportation meant labour inspectors frequently found it difficult to 
conduct inspections in some rural areas. Also, most children work in the informal market, or at home, invisible 
to the formal inspections. 

8.3 Child trafficking
Child trafficking is a hidden violation of the rights of children in Zambia, and it encompasses internal and 
international components. There is no data or estimations related to child trafficking, given its nature, but, 
according to the 2012 Trafficking in Persons Report by the US Department of State (2012b), most trafficking 
occurs within the country’s borders. It involves women and children – particularly girls – who are recruited from 
rural areas to work in the towns and cities. In the cities they are used as domestic labour, or as forced labour 
on farms, in small businesses and in the textile or construction industries. The main movement of children into 
domestic work is from rural areas to low-, middle- or high-income urban areas (United Nations Joint Programme 
on Human Trafficking, 2012a). Save the Children (2010a) mentions that child trafficking is also fuelling child 
prostitution, mainly in the urban and peri-urban centres of the country. 

In terms of international trafficking, some cases of child trafficking to and from neighbouring countries have been 
reported, mainly for labour but sometimes for prostitution. According to the UN Joint Programme on Human 
Trafficking (2012b), trans-border trafficking takes place from countries such as the DRC, Zimbabwe, Malawi, 
Mozambique and Tanzania. Chinese, Indian and Lebanese males are reported to be trafficked to and through 
Zambia to work at various Chinese- and Indian-owned mines in the Copperbelt region, or as construction labourers. 

Human trafficking in Zambia is underpinned by poverty, unemployment and a lack of access to educational 
opportunities, all of which contribute towards high levels of vulnerability and to the “lures” offered by human 
trafficking perpetrators (UN Joint Programme on Human Trafficking, 2012b). Also  the lack of birth certificates 
means children cannot prove they are underage – creating a possibility of children from Zambia being trafficked 
without major problems, since most children in rural areas and near the country’s borders do not have documents. 

8.4 Violence against children and women
Violence against boys and girls in Zambia cuts across social, cultural, religious and ethnic lines. Children in 
Zambia experience violence in a wide range of settings, including at home, in schools, in care and judicial 
systems and institutions, at workplaces and within various communities. In most cases, the child knows the 
perpetrator (Save the Children, 2010a). 

Different forms of gender violence and discrimination in Zambia mostly affects women at different stages of 
life. Some of the discrimination is caused by deeply entrenched traditional norms, but it is increasingly because 
of changes to household structures and gender roles and responsibilities, resulting from chronic and extreme 
poverty (UNICEF Zambia, 2008). Most of these are described throughout this SitAN and are summarised below. 
They all represent a collision between national and customary laws in the country.81

Physical abuse against children is a common and hidden practice. In 2012, the Child Helpline service recorded 
1,424 abuse cases and 1,856 related cases.82 According to its annual report (Child Helpline Zambia, 2012), 
the most common abuses were physical injuries such as bruises, burns and scalds, lacerations and fractures. 
Aggressors are usually adults, family members, close relatives and family friends. Some of the calls (around 
7%) were related to child sexual abuse. 

According to the Ministry of Gender and Child Development, between 2007 and 2009 the Zambian Police Service 
received between 1,500 and 2,000 cases of child sexual abuse. In 2009, the Victim Support Unit (VSU) of the 
Zambian Police received 1,679 defilement cases, of which prosecutions resulted in 277 convictions and 63 acquittals.  
In 2010, the VSU recorded 2,419 defilement cases, resulting in 240 convictions and 162 acquittals83(US Department of 
State, 2012a). Perpetrators are usually family members, males known to the family or persons in positions of authority. 

81 Concerns raised inter alia by CEDAW in relation to Article 23 of the Constitution of Zambia. This provision permitted discriminatory practices emanating 
from customary laws.
82 Numbers could actually be higher. According to the annual report, around 78% of calls for the service could not be registered or did not have any follow-
up, owing to technical reasons and lack of personnel.  
83 The minimum age for consensual sex in Zambia is 18 years old. Defilement is defined as the unlawful carnal knowledge of a child under the age of 18. 
Lack of a birth certificate and the definition of consensual sex might pose a risk for children in Zambia. 
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In reality, rates of abuse or defilement are much higher (Ministry of Gender and Child Development, 2012). Victims 
are often reluctant to report abuse owing to fear or a sense that a complaint will not be taken seriously. Another 
aspect connected to child sexual abuse is related to the harmful traditional ceremonies that still happen, mainly 
in rural areas of the country, and involve early sexual debut and intergenerational sex. 

Early sexual debut and intergenerational sex affects girls at early ages, when they are entering puberty. Two 
harmful traditions are still being practiced in Zambia that have a direct link with the welfare of young girls, and 
are not considered by traditional laws, and by many citizens as a violation of child rights. First is the practice of 
initiation ceremonies, where girls are trained to become good wives and then have to be “tested” by older men. 
After this process, they are considered ready to be married, and are motivated by their families to stop school 
and find a husband. The second is the belief that sex with younger girls can cure older men of HIV. In both 
cases, the use of any type of protection is rare, creating a risk of early pregnancies and sexually transmitted 
infections such as HIV and syphilis. There are also reports of intergenerational sex related to older men and 
students in boarding schools. 

The equation is tragic for girls: non-protected early sexual debut and forced sexual intercourse result in early 
and unplanned pregnancies, creating a risk for girls and their children in terms of health, and perpetuating 
a situation of poverty since, as discussed in Chapter 7, most of these early mothers do not go back to school. 

For many victims of sexual abuse, the only legal recourse is through local courts utilising customary law. These 
reinforce the idea that abuse of women and girls is an offence against family status rather than a serious criminal 
offence against the victim herself. The implementation of customary law is strongly influenced by the views of 
incumbent traditional leaders (UNICEF Zambia, 2013b). Courts utilising customary law cannot sentence a person 
to imprisonment and as such it is common for victims and family members to receive compensation payments 
from the aggressor instead of custodial sentences. Compensation is agreed between the two families and settled 
in the local court. In some cases, boys and girls end up marrying and living together. 

Child marriages are frequent in Zambia. According to the Ministry of Gender and Child Development (2012), 46% 
of all women were married under the age of 18 years. The assessment also mentions a study by the Population 
Council in 2004 that estimates that 68% of married girls have already given birth. A full 6 out of 10 married 15-
19 year olds cannot read, and 68% have not completed schooling. The Population Council found that married 
girls aged 15-19 years were more likely to be infected by HIV. The 2009 Sexual Behaviour Survey (CSO, 2010) 
shows women marry about 4.5 years earlier than men. 

While child marriage is common in Zambia, rates vary according to the provinces: Eastern (60%), Luapula (50%), 
Northern (48%), North-Western (47%), Central (46%), Southern (38%), Western (34%), Copperbelt (32%) and 
Lusaka (28%) (UNFPA, 2012).

Child marriage occurs more frequently among girls who are the least educated, poorest and living in rural areas. 
In 2007, women aged 20-24 and living in rural areas were twice as likely to be married/in union before age 18 
than their urban counterparts. This urban–rural divide has increased slightly since 2002. Similarly, girls from the 
poorest 20% of households were about five times as likely to be married/in union before age eighteen as girls 
from the richest 20% of the households (UNFPA, 2012). 

According to Save the Children (2010a) girls are sometimes seen as an economic burden or valued as a form of 
capital for their exchange value, particularly in rural areas. In these areas, child marriage is seen as a way of protecting 
the girl child and ensuring her family’s future security and status. Unlike in other countries, when marriages are 
arranged, the family of the groom pays the family of the future wife a bridal price. For many poor families marrying 
their daughters provides an immediate economic benefit that is more valuable than keeping them at school. 

Violence against girls starts early and is sustained through their life cycle. As the 2008 SitAn describes, violence 
is one social mechanism that perpetuates women’s subordinate position to men. The extent of gender-based 
violence (GBV) is difficult to know as few incidents are reported either because the women fear reprisals, are 
ashamed, expect to endure violence at the hands of male family members or feel there is no one of trust to 
report to. In 2010, the VSU recorded 254 cases of rape, 35 of attempted rape and 170 of indecent assault; 45 
defendants were convicted of rape, 17 were acquitted and 10 cases were withdrawn. However, these totals greatly 
understate the actual extent of the problem. The law does not specifically prohibit spousal rape, and penal code 
provisions that criminalise rape cannot be used to prosecute cases of spousal rape (US Department of State, 
2012a). In 2012, the police reported 1,939 cases of sexual assault of girls, of which 511 went through a legal 
procedure; about 12,000 cases of GBV were recorded. Only one in six cases was prosecuted. 

There is a cultural preconception involved in GBV that is present even among victims. According to the 2007 DHS, 
62% of the women who responded felt wife beating was justified in certain circumstances (Figure 103). This perception 
does not change with age,84 but it is highly influenced by education levels. The more educated, the less a woman 
is inclined to accept  violence (Figure 104). In terms of economic situation, wealth is not a strong determinant: 47% 
of women in the wealthiest quintile still felt violence was justifiable in certain circumstances (Figure 105). 

Figure 103: Women aged 15-49 who agreed a husband was justified in hitting 
or beating his wife for specific reasons, 2007 (%)

Source: CSO (2007). 

84 For the female population aged 15-19 years old, 61% considered beating justified in certain circumstances. 
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Figure 104: Women aged 15-49 who agree with at least one justification for 
hitting, by school achievement, 2007 (%)

Source: CSO (2007). 

Figure 105: Women aged 15-49 who agree with at least one justification for 
hitting, by wealth quintile, 2007 (%)

Source: CSO (2007). 

There are few institutions and mechanisms in Zambia equipped to help women in cases of GBV. UNICEF is providing 
technical support to set up of one-stop centres nationwide, where victims receive comprehensive support: medical, 
psycho-social and legal. The VSU as well as the Child Protection Units of the police are trained to investigate and 
respond to cases in a child-sensitive manner. One of the One Stop Centres, the Kasama Centre, received over 200 
cases in 2012, with 30 survivors benefiting from post-exposure prophylaxis and 15 from emergency contraception.   

Despite some advances in terms of GBV, same-sex relationships are illegal for both males and females in 
Zambia. Gays, lesbians and bisexuals live in constant fear of detention, discrimination in education, employment, 
housing and access to services and extortion (Global Rights and International Gay and Lesbian Human Rights 
Commission, 2007).

Another implicit form of violence against women is related to employment, land and property. Employed women 
often suffered from discriminatory conditions of service, including pay inequity. According to the ILO (2012), 
women continue to have difficulty accessing employment opportunities owing to low educational standards and 
barriers in pursuing higher education. Those who work still earn less than their male counterparts. 

Despite constitutional and legal protections, customary law subordinates women with respect to property 
ownership, inheritance and marriage. The Ministry of Lands sets aside special land quotas for women to redress 
the imbalance in property ownership; however, women still lack adequate access to credit to purchase land or 
property. In most cases, women remain dependent on husbands or male members of the family to co-sign for 
loans. As a result, few women own their own home or business (US Department of State, 2012a). 

Customary law dictates that rights to inherit property rest with the deceased man’s family. Statutory law prescribes 
that the man’s children equally share half of an estate, the widow 20%, the deceased’s parents 20% and other 
dependants 10%. In a polygamous marriage,85 the widow’s share must be divided proportionally with other wives, 
based on the length of time each has stayed in the marriage. Property grabbing from widows remains widespread. 
The courts generally consider property grabbing a criminal offence and mandate up to three years’ imprisonment 
for these cases. However, most property grabbing cases are decided in local courts, which administer customary 
law and do not have the power to impose prison sentences; generally, the fines the local courts impose are low.

Female genital mutilation (FGM) is prohibited under the country’s penal code and rarely occurs in practice. 
Most cases of FGM are limited to small communities of immigrants from other parts of Africa (US Department 
of State, 2012a).

8.5 Children in the justice system
According to the Ministry of Gender and Child Development (2012), in 2011 juveniles accounted for up to 10% 
(1,530) of the prison population in Zambia. Even at full capacity, official juvenile facilities can account for only 
a small percentage of incarcerated juveniles. There are many reports of children being held in adult prisons 
and police posts. Most of these facilities lack separate holding facilities for juveniles. According to the same 
assessment, arrested children are routinely subject to physical and verbal abuse by police or prison officials 
and are not allowed to contact family or the Social Welfare Department for support. Children are also not being 
presented to a magistrate within 24 hours of arrest and are being held beyond their 21-day incarceration order. 

85 The 2007 DHS shows that 14% of currently married women are married to men who are in a polygamous union.
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In spite of substantial legislative provisions and the introduction of child-friendly courts, the current system 
continues to face substantial operational and staffing challenges. There are problems with tracking cases involving 
children, as there is no central record-keeping or data collection system. It is not uncommon for children to be 
lost in the system, as can be evidenced in the countless number of children remaining indefinitely in remand 
in adult prisons. Additionally, there remains a shortage of trained personnel, inadequate resourcing to process 
cases, systematic breakdown in ensuring appropriate representation by the social welfare department and gross 
abuses in the arresting process by police officials. Monitoring, oversight and accountability structures seem 
non-existent, with remand and convicted children having little recourse to lodge complaints or raise concerns 
(Ministry of Gender and Child Development, 2012). 

Another invisible population of children in the justice system involves those who live with their incarcerated 
mothers – called circumstantial children.86 Incarcerated women represent about 18% of the prison population in 
Zambia. According to the Children in Prisons Initiative (CPI),87 in 2010 almost 7% of the women in prison were 
pregnant, and of these about 50% received medication to prevent HIV infection of their unborn child. 

Those women who have no alternative for child care can choose to have their infants and children under the age 
of four with them in prison. However, the UN Human Rights Council (2012) states that prisons provide no food 
or medical services to such children, and mothers have to share their limited food with them in an environment 
that often exposes the children to disease without appropriate medical care. There are no special facilities for 
circumstantial children to live in while in prison. They are lodged in the same cells or dormitories with their mother, 
which are congested, and offer no education facilities.

Once these children reach the age of five, they have to leave the prison. Some go back to their families, but 
many go to orphanages or foster care. 

8.6 Protection of orphans and vulnerable children 
Following the 2007 DHS,88 an orphan is defined as a child below age 18 with one or both parents deceased. A 
vulnerable child is defined as a child below age 18 who has a chronically ill (sick for 3 or more consecutive months 
within the last 12 months) parent or who lives in a household where an adult has been chronically ill or has died in 
the last 12 months preceding the survey. According to the 2007 DHS, overall, 6% of children under age 18 were 
considered vulnerable in the country. The vulnerable population was twice as big in rural areas as it was in urban areas. 

Around 30% of children in Zambia are living in households with neither their mother nor their father present (35.2% 
in urban areas and 28% in rural areas).89 These boys and girls are not vulnerable according to the definition 
but these numbers represent a large amount of children who, for socio-economic reasons – employability or 
searching for school opportunities – will stop living with their families, making them more vulnerable for abuse.  

86 These children are not in conflict with the law but their mothers’ circumstances place them in prison. .
87 https://sites.google.com/site/childreninprisonsinitiative/home/facts-about-children-in-prisons 
88 The DHS covered only households; children living on the streets and/or in orphanages were not counted.
89 They are considered foster children in the DHS. 

Estimates of orphan children vary according to the source, ranging from 861,000 (CSO, 2012b), passing through 
1.03 million (CSO, 2012a) and 1.1 million (CSO, 2007), reaching 1.3 million (Ministry of Gender and Child 
Development, 2012). These estimates all agree the orphan population represents between 13% and 15% of the 
0-18 population. 

Using 2010 Census data, in proportional terms, the orphan population represents 16% of the 0-18 urban population, 
and 11% of the rural population in the same age group. However, in absolute terms, 56% of the orphan population 
is located in rural areas (Figure 106). Of the total 861,000 orphan children in the country, 185,000 have lost both 
father and mother (Figure 107).

Figure 106: Distribution of orphans, by rural and urban area, 2010 (%)

Source: CSO (2012b).

Figure 107: Absolute number of orphans 0-17 years, by rural and urban area, 2010 

Source: CSO (2012b).
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Most orphans in the country have become so as a result of HIV/AIDS. Estimates from UNAIDS shows around 
680,000 were orphaned because of the disease in 2011. Data from the spectrum system predict that the number 
of orphans from HIV/AIDS is going to decrease in the coming years (Figure 108). The main reason for this relates 
to advances in the treatment of the disease. 

Figure 108: Estimated number of orphans owing to HIV/AIDS, 2010-2015

Source: National AIDS Council (2012).

Economic factors play an important role in orphanhood. According to the 2010 LCMS, 53% of orphans in the 
country came from small-scale households characterised as poor in rural areas of the country, and used in 
this document as a proxy for extreme poverty. In contrast, less than 3% are from the high-cost stratum – rich 
households located in urban areas of the country, and used as proxy of rich households. In terms of intra-city 
inequalities, 74% of orphans in urban areas come from low-cost households (proxy of poor residences in urban 
areas); 7% come from high-cost households. 

In terms of schooling, Census data from 2010 confirm 14% of the orphan population at school age (7-17 
years old) never attended school. There are no major disparities in terms of boys and girls, but a significant 
difference is present in terms of place of living.  A total of 79% of the orphan children who have never attended 
school live in rural areas in the country. Among those who have gone to school, 10% had stopped at the time 
of the census. 

The general attendance rate for orphan children in Zambia is 76%, with variances in terms of age and place of 
living (Figure 109).

Figure 109: Attendance rate for orphan children, by grade, by place of living, 2010 (%)

Source: CSO (2012b).

Providing care and support for OVC is one of the biggest challenges Zambia faces today, as growing numbers overwhelm 
available resources. Across the country, about 200 children’s care homes accommodate approximately 5,000 children (US 
Department of State, 2012a). These homes are not regularly monitored and some are sub-standard, exposing children 
to further neglect and abuse. Some of the children who end up in institutions are fostered or adopted by Zambians 
or people from abroad . There is currently a lack of adequate guidelines for foster care and adoption in the country. 

The percentage of OVC whose households receive external support increased from 2005 to 2009, with a higher 
number of girls receiving support (Figure 110).

Figure 110: Orphaned and vulnerable children whose households receive basic 
external support (%)

Source: CSO (2010).
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Another hidden group of vulnerable children are street children. These boys and girls are usually 
differentiated between those who have a home and are on the streets for only some period of time owing to 
violence, lack of opportunities – such as lack of after school activities or engaging in some form of labour, 
and those who live on the streets full time. One assessment shows that approximately 25% of children seen 
on the streets during the day sleep on the streets at night (Ministry of Community Development and Social 
Services and Ministry of Sport, Youth and Child Development, 2006). The same assessment estimates 
that there were about 13,500 children living in the streets, with boys representing the vast majority of this 
population (75%). 

Children on the streets are particularly vulnerable to a wide range of risks. They are also more vulnerable to 
committing small crimes and suffering violence from the police. The above assessment showed the majority 
of those living on the streets were forced to commit acts against their will. Most of the children did not attend 
school and were not able to read a newspaper. 

The drivers behind children living on the streets are a complex mix of poverty, parental mortality (most had at 
least one dead parent), lack of access to education and limited alternatives to meet their basic needs. According 
to a report from the Government of Zambia (2006) , the most common reason for being on the streets – for 
those who are living on the street or only spending time on the street – is economic: children try to make money 
themselves, or are sent by their parents to help with the household income. 

8.7 Children with special needs, including children with disabilities
In the 2010 Census, disability was defined as a limitation in the kind or amount of activities an individual 
can do because of ongoing difficulties owing to a long-term physical condition, mental condition or health 
problem. Short-term disabilities owing to temporary conditions such as broken legs and illness are excluded 
(CSO, 2012b). Persons with disabilities face significant societal discrimination in employment and education. 
The Ministry of Education, Science and Vocational Training and the Ministry of Community Development, 
Mother and Child Health have responsibility for ensuring the welfare of persons with disabilities. However, 
public buildings, schools and hospitals rarely have facilities to accommodate persons with disabilities. The 
Government does not mandate accessibility to public buildings and services for persons with disabilities (US 
Department of State, 2012a). 

Data from the 2010 Census shows disabilities increase with age (Figure 111). Overall, children with disabilities 
represent 1% of the total child population in the country, but it reaches almost 1.5% for those between 10 and 
18 years old. A total of 73% of boys and girls with disabilities live in rural areas of Zambia. 

Source: CSO (2012b).

In terms of type of disabilities, Figure 112 shows that almost 33% of disabilities in the country are related to physical 
impairment. This could explain why the percentage of disabled children 0-4 years is so small in comparison with 
others. As physical impairment might be detectable only later in life, parents of those children who have them 
when they are born may notice them only when they are older. 

Figure 112: Distribution of population with disabilities, by type of disability, 
2010 (%)

Source: CSO (2012b).

Figure 111: Distribution of persons with disability, by age, 2010 (%)



CHIL DR EN A ND WOMEN IN Z A MBI A172 SI T UAT ION A N A LYSIS 173

PROTECTION Sit An

Disabled children do not have equal access to education: 36% (5-19 years old) have never attended school. As 
presented in Figure 113, children between five and nine are the most absent from education.90 For other age 
groups, one in each four children with special needs has never attended school. School retention seems to be 
the biggest problem. On average, 19% of disabled children who started school are not attending anymore. This 
situation gets worse when children get older (Figure 113). According to the UN Human Rights Council (2012), 
boys and girls with special needs are denied access to education because of stigma and negative attitudes 
among school administrators and staff members. Although the Ministry of Education gives an allowance to 
schools with special education programmes, only a few schools have a special unit for pupils with disabilities. 
Also, there are very few special schools for disabled children and schools with special education programmes.

Figure 113: Children with special needs who have never attended school, or are 
not currently attending, 2010 (%)

Source: CSO (2012b).

Poverty is so widespread in Zambia that it affects the disabled population almost at the same rate as it does 
the non-disabled. Rough estimations from the World Bank using 2010 LCMS data suggest poverty rates are 
about 3 percentage points higher among the disabled than among the population as a whole (42% for disabled 
individuals, compared with 39% for all Zambians) (World Bank, 2012b). 

Incidence and impact of disability are compounded by not only an individual’s lack of access to adequate and 
appropriate medical care but also their exposure to unsafe environments. The “vicious cycle of disability and 
poverty” suggests poor people are more likely to become disabled as a result of poor maternal health, inaccessibility 
of preventive or curative services, dangerous work and so on. Once disabled, people face additional costs in 
meeting basic needs, and are less likely to access education, life skills or work, and more likely to become and 
remain poor (UNICEF Zambia, 2008).

90 This number is bias owes to the fact that Census data are aggregated for the five to nine group, and education starts being mandatory for children at seven. 
Therefore, this group does not truly represents children seven to nine. 

8.8 Child protection system in Zambia
The child protection system in Zambia, with its national and subnational structures, is well defined in the 2012 
mapping and assessment by the Ministry of Gender and Child Development. The assessment defines what 
should be considered a child protection system in Zambia, and maps all the actors involved. The concept of 
integration of services through a continuum of care should be the basis for this system. 

On a positive note, the assessment shows that the country has a legislative framework and the protection system 
encompasses a range of prevention and response mechanisms, which include economic inputs for vulnerable 
families and outreach activities on a range of social issues. Government has taken steps to ensure harmonisation 
and consistency of the entire national legal framework with the UNCRC and its two optional protocols,91 CEDAW 
and other international and regional instruments related to women and children’s rights. In 2012, the Anti-Gender 
Based Violence Act and the Disability were enacted.

On the other hand, there are still challenges and barriers. There are discrepancies in legislation, which do not 
act in the best interest of the child. Both the US Department of State (2012a; 2012b) and the UN Human Rights 
Council (2012) also point out a series of gaps between the country’s legislation and international conventions, 
and inconsistencies in laws and regulations within the country.

A second challenge is the lack of financial, technical and staffing capacities to ensure prevention and response 
services and mechanisms are in place and functional, at all levels of Government. Differences in terms of urban 
and rural coverage are exacerbated in issues related to child protection. Children in rural areas far from the 
main urban centres are  at higher risk. 

On the demand side and individual level, there is a poor understanding of existing protective structures and 
services, and there is a conflict between customary and statutory laws, mainly in rural areas. The use of violent 
practices is wide-spread and perpetuated through social norms, most of the time justified as being an accepted 
traditional behaviour. 

Another constraint is the lack of data on child protection. Good planning is possible only if information is available. 
Most of the information on child protection comes from studies and assessments from different organisations, 
using different methodologies that do not always allow for comparison. The most recent data on sexual behaviour 
come from 2009. 

Probably the main challenge child protection faces today in Zambia is the lack of coordination of different 
stakeholders involved. The Ministry of Gender and Child Development mapping (2012) shows the complexity: 
implementation of legislative provisions related to child protection is carried out by 10 different ministries, with 
the support of a myriad number of departments, commissions, NGOs and international partners. There is no 
clear definition or comprehensive child protection framework to encompass policies, roles and responsibilities, 
obligations, staff capacity, monitoring, services, professional standards and mandates related to child protection.

91 The optional protocols have so far not been ratified by the country. 
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8.9 Legal and public policy framework on protection of children and women 
Some of the issues discussed in this chapter are addressed in the Social Protection sub-sector as articulated 
in national development plans and strategies. For instance, among the objectives of the SNDP (2011-2015) on 
Social Protection are:

• Empowering low-capacity households;
• Providing social assistance to incapacitated households;
• Providing care and support to vulnerable children and youth; and
• Ensuring the protection of human rights and provision of services to vulnerable groups.

The Government of Zambia, therefore, recognises social protection as a broad range of activities that aim to 
protect and promote the welfare and livelihoods of the poorest and of those most vulnerable to risks and shocks. 
These include destitute households; households that are severely compromised in terms of meeting their own 
needs; street children and others living without adult care; and women and children affected by violence.

The Zambian Constitution provides on issues related to violence against children. Article 24 protects young people, 
indicating that a young person shall not be employed and shall in no case be caused or permitted to engage in 
any occupation or employment which would prejudice his health or education or interfere with his physical, mental 
or moral developments. Moreover, all young persons shall be protected against physical or mental ill-treatment, 
all forms of neglect, cruelty or exploitation and a young person shall not be the subject of trafficking in any form. 
The Zambia Police Act No. 14 of 1999 amended the Zambia Police Act, CAP 107, and established the VSU, which 
handles all types of abuse including child abuse, violence against women, property grabbing and victimisation of 
the elderly.  While the Penal Code (Amendment) Act of 2005 increases penalties related to GBV, the Gender-Based 
Violence Act of 2012 criminalises acts of GBV and mandates the Government to establish services for victims 
including one-stop centres and shelters. The Employment of Young Persons and Children Act, CAP 274, of the 
Laws of Zambia, regulates employment of young persons and children. While measures against child labour are 
provided for in the National Child Policy and integrated in the labour sector of the SNDP, issues of violence and 
child abuse are equally provided for in both the National Child and Gender Policies.

Issues of protection of OVC are addressed in policies and legislative frameworks relating to social protection; 
there is also provision for children with special needs, including children with disability. The Constitution enshrines 
provisions against discrimination and stipulates the right to life, liberty and security of the person, although non-
discrimination is not adequately implemented with respect to children belonging to the most vulnerable groups 
such as girls, children with disabilities, orphans and disadvantaged children.

Birth registration is the open door to access other child protection rights, and to guarantee the child’s citizenship 
and personal legal existence in the country. Article 6 (1) of the Constitution upholds the need to preserve a child’s 
nationality and identity. Birth registration is, therefore, compulsory under Section 5 of the Births and Deaths 
Registration Act, CAP 51, of the Laws of Zambia. The Act provides a uniform law for the registration of all births 
and deaths in Zambia, without distinction of origin or descent. 

The National Child Policy of 2006 identifies the challenges associated with birth registration, a responsibility of 
the Ministry of Home Affairs, with the National Registration Department lacking the capacity to efficiently and 

effectively register births nation-wide. Although birth registration is not explicitly articulated in either the FNDP or 
the SNDP, UNICEF is supporting the formulation and strengthening of national policies and strategies, simplifying 
procedures for birth registration and community mobilisation.

Zambia has adopted a number of laws and policies on persons with disabilities, including the Persons with 
Disabilities Act No. 33 of 1996. In addition, the Ministry for Community Development, Mother and Child Health 
recently formulated a National Policy on Disability, although there is no comprehensive policy for children with 
disabilities. Currently, Government’s key focus is to mainstream disability into all sectors as articulated in the 
SNDP (2011-2015). Furthermore Government is working towards getting plans and strategies in place to address 
disability, even though critical gaps still exist in terms of available information and systems supporting effective 
coordination, programme design, budgeting and implementation.

8.10 Conclusions
This chapter should be placed within the wider scope od the SitAn analysis. The issues described above are 
the outcome of all other issues covered by this SitAn. This chapter is not only about girls and women, but, in the 
end, these are the most vulnerable groups in Zambia. They are the most affected by poverty (despite the fact 
that official poverty numbers list the same numbers of men and women living in poverty) and discrimination, 
including violence and harmful practices still being performed in the country. 

The Gender Inequality Index (GII reflects gender-based inequalities in three dimensions – reproductive health, 
empowerment and economic activity. Zambia has a GII value of 0.623, ranking it 136th out of 148 countries on 
the 2012 index (UNDP, 2013). The GII shows the loss in human development terms due to inequality between 
female and male achievements in the three GII dimensions. Zambia’s value is slightly better than the average for 
Sub-Saharan Africa (0.577); however, many challenges still need to be addressed to move the country towards 
gender equality. 

Violence against children and women is rooted in some of the country’s traditional norms. Much of the violence 
and abuses boys and girls suffer in Zambia are excused as being part of traditional ceremonies that have been 
carried out for eons, especially in rural areas. Ceremonies can be preserved as long as they do not violate child 
rights or threaten the health and security of children. The clash between these traditional norms and the modern 
laws the country has adopted in recent years must to be resolved in order to ensure the rights of children and 
women. 

Women’s empowerment through education is the best route towards gender equality. Research suggests that, 
education is associated with delayed age of marriage and child bearing (NNSS, 2009). 

The concept of an integrated child protection system in Zambia is well structured; the problem lies in the vast 
number of actors and the lack of coordination among them. The services are centralised (as many of the public 
policy systems described in this SitAn) with limited reach, leading to the implementation of traditional norms and 
laws instead of the formal judiciary laws of the country. Systems for the protection of children and women are 
not rooted in the communities, who lack  knowledge and fundamentally distrust legal proceedings.
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CHAPTER 9.  
CROSSCUTTING ISSUES

This chapter presents some topics that could be considered crosscutting and have been to some extent examined 
in the other chapters. The case of children and women’s participation is central to all segments in the SitAn; 
participation is closely linked to human rights, and to the demand side of the methodological approach used 
in this document. Technology for development has been used in Zambia as a tool to leapfrog distances and 
infrastructure problems that underpin so many human rights violations.  

The chapter also discusses issues related to data for monitoring the situation of children and women and to 
evaluate policies in the country. The objective is to advocate for stronger administrative data systems, as well 
as to prompt Government and partners to go deeper in terms of data disaggregation, trying to reach the most 
vulnerable. The chapter ends on emergency preparedness, a topic that is growing in terms of importance owing 
to the climate changes that are starting to affect Southern Africa.

9.1 Children and women’s participation
The drive to participate is innate in every human being. Promoting meaningful and quality participation 
of children and adolescents is essential to ensuring their growth and development. Children have 
proved that when they are involved, they can make a difference in the world around them. They have 
ideas, experience and insights that enrich adult understanding and make a positive contribution to 
adult actions (UNICEF ).

The child shall have the right to freedom of expression; this right shall include freedom to seek, 
receive and impart information and ideas of all kinds, regardless of frontiers, either orally, in writing 
or in print, in the form of art, or through any other media of the child’s choice (UNCRC ).
Children and women’s participation is an important element of the human rights approach, since it is recognised that 
“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 ”. Women’s participation is often recognised as a human rights element within CEDAW, while children’s 
(including adolescents’) participation is almost always considered within the human rights context of the UNCRC. 

There are different interpretations of what should constitute child participation. Save the Children (2010b) 
defines child participation as, 

“[…] having the opportunity to express a view, influence decision making and achieve change. Children’s 
participation is an informed and willing involvement of all children, including the most marginalised and 
those of different ages and abilities, in any matter concerning them either directly or indirectly. Children’s 
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.”

 For UNICEF, child participation involves encouraging and enabling children to make their views known on 
the issues that affect them. It ensures their freedom to express themselves and takes their views into account 
when coming to decisions that affect them. Engaging children in dialogue and exchange allows them to learn 
constructive ways of influencing the world around them. Child participation must be authentic and meaningful. 
It must start with children and young people themselves, on their own terms, within their own realities and in 
pursuit of their own visions, dreams, hopes and concerns. Most of all, authentic and meaningful child participation 
requires a radical shift in adult thinking and behaviour – from an exclusionary to an inclusionary approach to 
children and their capabilities.

One specific part of child participation is related to adolescents’ participation. As adolescents are close to 
become adults, their involvement should be encouraged. Adolescent participation should be seen from two 
perspectives: (i) as a “practising phase” for adulthood participation; (ii) and as an approach to have their voices 
heard, guaranteeing public policies address their needs. As a transition towards adulthood, adolescence is very 
important, in shaping the future adult. The manner in which a community treats adolescents in terms of education, 
health care and equality determines not only their future but also the future of the nation. Thus, what occurs in 
adolescence has a significant impact on the realisation of basic rights. Discrimination against girls and young 
women who are married off at puberty and drop out of school, determine their life trajectory and ensure they 
will never fully realize their rights.  Ensuring adolescents can participate in decision making processes is key to 
ensuring their concerns are addressed and they become active citizens who hold their government to account. 

In sum, child and adolescent participation offers  the opportunity to learn about their rights and duties in a manner 
that is practical, relevant and ultimately effective.

Child participation is one pillar article of the UNCRC not being addressed in many countries, including Zambia. 
Adults are usually not comfortable with the notion of children’s participation, as they see children as objects 
for support rather than subjects with their own capacity to actively participate, believing they should neither 
participate nor have opportunities to express their views. Adults themselves often have limited opportunities or 
are not used to participation, and this tends to influence their views on child participation. Children’s participation 
is also tied up with larger issues of governance, that is, whether children are represented on councils or policy-
making bodies, and issues of decentralisation of decision-making and public policies.

The evaluation of the Agents of Positive Change – the Right to Participation programme in the Middle East and 
North Africa (UNICEF MENARO, 2011) represents a very similar – if not identical – situation for Zambia and the 
other countries in Southern Africa: 

“Young people […] feel marginalised politically, economically and socially. This is compounded by the lack 
of participation, transparency and accountability at different levels. Young people lack trust in political 
systems; there is a serious gap between politicians and young people. There is very limited participation 
of young people in political life. Politicians and decision makers are afraid of young people’s potential to 
be geared towards ‘change’. Adolescents suffer from limited safe spaces to interact outside of home and 
school, and to be involved in community life. Youth lack opportunities to express themselves (at home, school 
and community) on political, personal and social issues. Therefore, there is an urgent priority to address 
adolescents’ political, economic and social participation in the region.” 
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Within Southern African, Save the Children (2010b) has documented initiatives to promote children’s participation 
and identified elements of good practice as well as barriers to meaningful participation, with a particular focus on 
South Africa, Swaziland and Zambia. The study focused on participation in the public sphere (governance and 
media) and schools (secondary) but also considered the need and potential for more meaningful participation of 
children in their households and communities. Adult practitioners and, where possible, child participants, were 
asked about their experiences of child participation projects and processes and the opportunities they saw, 
challenges they encountered and their recommendations on how to make child participation “second nature” 
in public and private life.

The study further confirms that, on the one hand, the concept of children’s participation is fairly well established 
in law across the region and, on the other, it is poorly embedded into policy and government programming. 
Although child-focused and child rights organisations have developed considerable skills and experience in 
initiating and supporting child participation, they are still grappling with different interpretations of the concept 
and the practical and ethical dilemmas that arise from engaging children in decision making.

A major contribution of child participation, as identified in each of the countries in the study, was that of building 
children’s confidence in their own abilities. Through equipping children with the relevant knowledge and skills, 
drawing on children’s inherent abilities and creating opportunities for children to apply their knowledge and skills, 
these initiatives communicate to children a belief in their abilities and a valuing of their inputs. This affirmation 
contributes to children’s belief in their own abilities. Child participation initiatives were also deemed successful 
as the increased awareness of children’s rights is accompanied by (i) recognition of children’s ability to equally 
participate in platforms where decisions for their welfare are being made; and (ii) improvements in children’s 
quality of life.

On Zambia, in particular, the Save the Children study concluded that, 

“Child participation initiatives are relatively new. While there has been the ratification of conventions such 
as the UNCRC and the ACRWC, as well as the development of a National Child Policy, the translation into 
practice is problematic as the cultural/traditional beliefs regarding children’s secondary status are upheld 
within the social, legal, economic and political spheres of the society.”

Indeed, during the Joint Universal Periodic Review for Zambia in 2012,92 a submission by a coalition of child-
focused organisations operating in Zambia in the areas of child rights, child protection, child justice, education 
and health led by Save the Children and the Zambia Civic Education Association indicated the following:

“In Zambia cultural beliefs and practices are seen as playing a significant role in undermining child participation 
initiatives, nationally as well as locally. These beliefs and practices, with regard to who is deemed worthy of 
participating in the public sphere, as well as private sphere of society and/or the community, have seen children 
and women silenced. The belief that children have secondary status, and should adhere to the authority of 

parents and adults, has permeated legal and political systems, as well as community and familial structures. 
This was also highlighted by the UN Committee on the Rights of the Child in its Concluding Observations 
to Zambia in 2003 where it expressed its concern that traditional practices and attitudes still limit the full 
implementation of Article 12 of the Convention on the Rights of the Child. Although Zambia has ratified 
both the CRC and the African Charter on the Rights and Welfare of the Child, the legal framework provides 
limited opportunity for any meaningful engagement from citizens generally, and specifically from children. 
There are multiple reasons for this, namely (i) the failure to promulgate national laws and policies governing 
children’s rights that reflect international conventions that have been ratified; (ii) the failure to formulate clear 
plans of action for implementing laws and policies; (iii) the absence of mechanisms to enable citizens of any 
age to participate in public life. Government processes and structures are such that engagement from civil 
society is constrained or not possible. There are inadequate mechanisms to hold government officials who 
are under-performing (i.e. inefficient spending on fulfilment of children’s rights) accountable.” 

The coalition went on to recommend the following to the Zambian Government:
1. The Government of Zambia should encourage participation by children at all levels of school life, and 

make children’s school councils mandatory organs in schools’ governance structures to allow children to 
exercise their rights to choose their own representative as a process of learning democratic principles and 
influence governance by 2013. 

2. The Government of Zambia should fully roll out its Decentralisation Policy to devolve real decision making 
powers to existing community based structures such as Resident / Ward Development Committees which 
platforms are easier for children to access in order for them to express their views in matters concerning 
them at local level. 

3. The Government of Zambia should finalise the child law review that is aimed at ensuring that all child 
related legislation aligns with the provisions of the UNCRC so that the legal framework provides for the 
participation of children supported by deliberate sensitisation measures to encourage children to participate 
in issues affecting them by 2012. 

Women’s participation in decision making is a reflection of how empowered they are in society. Equal 
representation of women in Government and public institutions is a critical step towards gender equality and 
the realisation of women’s rights. 

In the Joint Universal Periodic Review for Zambia in 2012, the Government of Zambia reported that, since the 
elections in 2011, there had been a significant and remarkable increase in the number of women in decision-
making positions, among them the acting chief justice and deputy chief justice of Zambia, and five of the ten 
judges on the Supreme Court. Additionally, of the 37 permanent secretaries appointed, 17 were women.

Despite these advances, women’s political participation is still very low, and women are the majority of those 
lacking education. As discussed extensively in this report, women are among the most vulnerable in Zambian 
society. The country carries a series of negative societal attitudes that are among the greatest challenges 
faced in trying to ensure more women are involved in decision making. Changes will occur only if women are 
empowered and practise participation from when they are children. This demands a reorganisation of concepts, 
mainly among men, but also changes in behaviours among both men and women. 92 Documents available at http://www.ohchr.org/EN/HRBodies/UPR/Pages/ZMSession14.aspx 
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As pointed out by Orlando (2007), overall, the barriers to the implementation of human rights, particularly for 
women, in Zambia are two-fold. First, the lack of a proper implementation machinery to make rights real in the 
lives of women is an obstacle, as is women’s lack of awareness of the rights machinery that would empower them. 
The second and more formidable barrier is the refusal to accept the values in and of themselves: an ideological 
resistance to the human rights of women. The problem is not a lack of concerns or practical ways to address 
gender inequality, but rather a lack of changes on a deeper level that can challenge the way societies conceive 
of and organise women’s and men’s roles, rights, responsibilities and control over property and resources. Any 
approach that seeks to secure extensive and inclusive human rights needs to recognise gender is a primary way 
of signifying a relationship of power through differential control over or access to material and symbolic resources.

Our – limited, but sincere – view on participation in Zambia
Participation is part of the demand side in the approach being used in this SitAn (Figure 1). Following a human 
rights approach, participation should be strengthened so men, women, boys and girls of all ages know their rights, 
and in knowing them will be able to demand improvements and actively participate in society. Participation is not 
only related to political participation; it is also knowing how and from whom you should demand new policies and 
improvements in the quality of different services. In this demand side, as described in the methodology of this SitAn, 
knowledge, attitudes and behaviours are the main factors that influence people’s behaviour. 
In the field trip, when talking to mothers, fathers, children, adolescents, teachers, head teachers, students of all 
ages, health staff and patients, we came across barely any complaints or open criticisms. It seemed that all was 
satisfactory, and no improvements were necessary. 
At the schools we visited, we heard no complaints from (i) teachers about their working conditions – they mentioned 
needing more books, electricity and better infrastructure, but immediately acknowledged that they were very happy 
because the Government was doing everything it could and should; (ii) students, who seemed very happy about 
their school conditions, teachers and peers; and (iii) school headmasters who acknowledged that there was no 
proper infrastructure for teaching, but at the same time did not openly criticize any of the educational policies or their 
implementation. 
At the same time, we saw that students do not participate in school councils. The students we spoke to in a 
secondary school seemed afraid of the reaction teachers would have if they demanded their rights. In this particular 
secondary school, it was mentioned that, when students get the opportunity to make criticisms, they complain 
about the teachers, and, in the view of the school headmaster, they do not have the capacity to think collectively, 
only individually. The question that immediately came to mind was, how can they think collectively if they are not 
given the opportunity to learn how to behave in a participatory environment? How can they think collectively if their 
teachers punish them if they complain about quality or if they demand something different? 
When we asked teachers about parents’ participation at school in Grades 1-12, the answer was always the same. 
They do not participate. They do not come to school to contribute and/or try to influence quality. At the same time, it 
is not common for parents to be at school on a daily or weekly basis to monitor quality or to follow up on what their 
children are learning. 
Another extreme example was a school located only 4.5 km from the power grid but that was still without power. One 
might understand a school located hundreds of kilometres from the power grid being without power, but how is it that 
this school, and the whole community that surrounds it, is still without electricity? 
In terms of health, we visited one health centre in a rural area of the country. It was lunchtime. The health centre was 
closed, and all the patients (most of them women with children) were waiting outside, under a tree. There was space 

inside for them to wait, but, as the staff were not there, they had to stay outside. None of the patients complained 
about this. Similarly, health staff did not complain about long journeys and lack of personnel. In a different hospital, 
only one nurse wished she had access to an ultrasound machine, but this was a wish, not a complaint. 
Here comes the “chicken and egg” dilemma. In the case of education, should students, teachers and headmasters 
be empowered to complain about their rights, with education then improved through participation? Or should 
education be improved first so they realize their rights and demand them?
One administrative tool that goes against ability to demand better job conditions relates to teacher and health worker 
placement. Teachers and health workers can be allocated wherever the Government thinks they are needed. This 
creates a very delicate situation whereby “trouble” staff can be sent to distant places, where their effect on the system 
is minimal. The Government may not have wanted to create fear among education and health staff using this tool, but 
it has. The political use of this administrative tool has indirectly affected the demand side in our human rights equation, 
and decreased the chances of improving participation in terms of demand for better education and health. 
And what about demand from families, children, men and women outside the formal educational and health 
employment system? Unfortunately, we have no immediate answer to this question, just theories. The main one is 
related to education and poverty. Those who live in rural and poor areas do not receive enough education to feel 
empowered in their demands. This is a vicious cycle. Today’s adults did not practise their right to participate when 
they were children; hence, they do not know they have a right, and, even if they know, they are not used to using 
it. This is when the economic aspect comes into play. This population is so poor, the minimum offered to them is 
already a big gain. For example, there is no substantial difference in giving rich families US$ 10 a month to keep 
their children at school – they would probably keep them there anyway since they understand the investment and do 
not need their children to work. For poor families, US$ 10 might represent a 50% increase in their monthly income. 
This takes us to the next point in our theory of low participation. Standards are the basis for everything in life. Based 
on standards, we know if our children are doing well in school, and we know if someone is healthy or in a good 
or bad economic condition in life. Standards are based on expectations. In the case of Government, expectation 
is measured by feedback from the population. In a society where expectations are high – owing to high levels of 
education, and consequently men and women being empowered – demands for higher standards are also going to 
arise, and the Government has to match these. The contrary is also true: in a society with low participation, where 
knowledge on rights and empowerment are low, standards are going to be low. In this case, the role of international 
organizations is to intervene and help Government and society see new standards are needed, an also ways to 
comply with these standards. It seems that Zambia is in a transition phase, where the better off in society know their 
rights and demand them and the poor in the country (the majority) do not know their rights or how to demand them. 
This scenario is creating a situation whereby there is a high chance that inequalities between poor and rich, rural 
and urban and men and women will increase in the near future.

9.2 Technology for development
Given Zambia’s large territory and precarious road infrastructure, one route towards increasing of knowledge 
for development is the use of new technologies. Access to the Internet and computers is still very low in Zambia 
(Figure 114), with less than 1% of houses in rural areas with computers and practically no access to the Internet. 
Nevertheless, the use of mobile technologies has been growing exponentially in the country in recent years 
(Figure 115). 
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Figure 114: Access to communication and technologies, 2010 (%)

Source: CSO (2012b).

Figure 115: Number of mobile phone subscriptions per 100 inhabitants, 2011 

Source: ZICTA (2011). 

Young people are increasingly accessing other communication platforms with new technologies, including 
mobile phones and the Internet. Mobile phone penetration was at 63% in 2011, and more than 52% of mobile 
phone users were aged 15-30. Coverage is still very low in some provinces (Table 20), but demand for services 
is growing fast. 

Table 20: Mobile phone coverage by main carriers, by province Zambia, 2011 (%)

Province
Carrier

Airtel MTN

Lusaka  45 7.2

Central  45 3.75

Copperbelt  56 8.93

Southern  42 4.10

Western  21 2.23

North western 27 2.02

Eastern  43 2.81

Northern  40 3.04

Luapula  55 2.48

Source: ZICTA (2011). 

Technology can be used to shorten the time needed to diagnose HIV and other diseases, when laboratory testing 
is needed.93 The 2007 DHS showed that only 19% of women and 12% of men had received results from the last 
HIV test taken in the past 12 months before the survey. In terms of rural/urban disparity, 23.9% of women living 
in urban areas had received the test, against 14.6% living in rural settlements. For men, the difference is not that 
significant: 13.4% in urban areas and 10.4% in rural areas. Causes could include cultural suspicions related to 
the diagnostic, but also distance to the health centre, poor road conditions and, on the management side, the 
process of sending the sample to the laboratory and receiving the results back on paper. 

UNICEF and the Ministry of Health are piloting the use of mobile technology as a tool to reduce the time between 
starting the HIV testing process and receiving results. Using mobile phones, the results are given to the health 
agent as soon as they are available at the laboratory. In this pilot initiative, the waiting period has been reduced 
from an average of 65 days to less than 30 days. The faster the person has access to their results, the earlier 
treatment can be started and the smaller the chances of infecting other people. In early 2013, 417 health facilities 
in Zambia (out of the almost 1,800) had this service.

The same technology with a few adaptations could be used to expedite birth registration and to collect and report 
data on a regular basis and in emergencies. The use of technologies is particularly attractive for young people, 
who could also use mobile technology – and other Internet-based applications – to improve their participation 
in decision making. 

93 Most of the health centres in Zambia use rapid testing for HIV and, in some cases, for malaria. 
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9.3 Monitoring and evaluating the situation of children, adolescents and women
Accurate and updated data is essential to monitor the situation of children and women, so as to promote 
evidence-based support for public policies. Quality data and good data systems are investments that payoff: 
they help decision makers implement policies for the most vulnerable populations. Good data can actually help 
in identifying such populations and be used to access and answer their main problems. Evidence-based policies 
using disaggregated data help reduce inequalities within countries. 

Children and women’s data management can be seen from three different perspectives. First, in terms of 
collection, data can be captured using two different methods: (i) administrative data; and (ii) survey/Census 
data. Administrative data is basic data from official records in the country (health, education, justice etc.). Single 
records from the administrative structures are collected, aggregated and used. The advantage of these is their 
continuity, completeness and representativeness of small areas. Survey/Census data is collected on a sample of 
the population, and the results are extrapolated (surveys), or cover the entire population of the country (Census). 

Zambia has poor collection of administrative data. The only administrative data consistently available for all 
years are those in the School Census. These are very helpful in terms of updated information, but when data are 
disaggregated at district level numbers start to shows inconsistencies. They are also limited because they do not 
offer information for people over 18 still enrolled at school. For health, administrative data is outdated (from 2008) 
and limited in terms of information. Other areas did not have administrative data that could be used in this SitAn. 

Zambia, with the support of many international partners, has produced a great amount of data originating from 
different surveys and one recent Census (2010). All have tried to capture social, economic and behavioural 
aspects of the population. Some of them, such as the LCMS and the DHS, have been applied over time, which 
allows for time comparison. Most of the surveys and the Census indicate similar trends for most of their indicators. 

Another source of data for Zambia are simulations based on survey data. These simulations are used mainly 
for HIV/AIDS-related issues. 

Second, in terms of data analysis, data from surveys has constantly been used in different national and 
international publications. All surveys and the Census have generated dense publications where data are analysed, 
with some data presented in tables and graphs. The quality of the analysis varies according to the survey. Some 
present only tables; others go deep into trying to understand the numbers, and the reasons behind them. 

Finally, the major issue during the production of this updated SitAn related to the availability of data – in terms 
of when the data was produced – the most recent socio-economic data come from 2010 and the most accurate 
health data from 2007 – but also in terms of being able to access the data. The CSO, the official institution 
responsible for statistics in the country, and the main actor responsible for survey/Census data and some of the 
studies used in this document, could not be accessed online. The Government has no central depository for data 
and for official publications. Micro-data is not publicly available, making any deeper analysis on data collection 
methods in the country very difficult. Availability depends on personal relations with different governmental bodies. 

Along the same lines, the Government’s budgetary data is not easily accessible on the Internet, or in any other 
form. This jeopardises any cost-effectiveness analysis of the country’s public policies. Budgetary analysis is 
made public in different annual progress reports on the SNDP. These reports are a step forward in terms of 
accountability, but the data is not coherent, with some discrepancies in terms of values. The reports also do not 
present data from previous years, so time comparison is very difficult. 

The country has a good amount of information at a national level, and some consistent information at provincial 
level and by rural/urban area and gender. Major data gaps relate to age and to district level and lower, such as 
ward level. As mentioned, Zambia is going through urbanisation, so data has to be able to capture disparities 
in different settlements within its big cities. All this demands more investments in terms of sample sizes and 
collection methods. 

9.4 Emergency preparedness and response
UNICEF  defines an emergency as a situation that threatens the lives and well-being of large numbers and in 
which extraordinary action is required to ensure their survival, care and protection. Emergencies may be created 
by natural or technological disasters, epidemics or conflicts. In the case of Zambia, the main threats are floods, 
droughts and, most recently, the pollution of the water by chemicals being used by the mining companies. 

The UN Office for Disaster Risk Reduction  estimates the risks and negative impacts of droughts and floods in 
the country: 4.2% of the population is at risk of being affected by droughts and under 1% by floods. Data also 
reveal that, on aggregate, most deaths in Zambia in emergency situations have resulted from epidemics occurring 
in the late 1990s and early 2000s. 

The UN Human Rights Council (2012) notes that environmental problems facing the country include the 
unsustainable utilisation of natural resources, land degradation and poor domestic and industrial waste 
management. There is also a lack of key stakeholder participation in the governance of natural resources. The 
document mentions that forests cover about 60% of total land area, but only about 10% is protected. Destruction 
of native forests has led to soil erosion and agricultural losses. The forestry sector practice of merely issuing 
licences and collecting revenue has left the environment vulnerable. The timber industry is valuable, but strategies 
to make forestry sustainable are limited.

An assessment by the Zambia Vulnerability Assessment Committee (ZVAC) (2012) for the 2011/12 rainy season 
in 18 districts revealed significant damage to roads, health and school infrastructure. About 311 road, bridge 
and drainage structures were damaged and needed to be reinstated. The rain also affected the local economy, 
mainly agriculture, and may have had an influence in terms of cases of diarrhoea and other water vector diseases. 

Overall coordination of the emergency response in Zambia is carried out by the Disaster Management and 
Mitigation Unit (DMMU) within the Office of the Vice-President. In 2005, the National Disaster Management Plan 
was launched. This considers children and women; however, it still needs to be fully operationalised. Although 
the Operational Manual has been developed, the DMMU relies on contingency annual plans, based largely on 
the common hazards of floods and droughts.  
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Meanwhile, the formation of ZVAC was deemed necessary by persistent reoccurrences of food insecurity and 
hunger in the country and the SADC region. It arose out of the need for consensus on various methodologies 
and approaches used in vulnerability assessments for emergency interventions. ZVAC was created under the 
leadership of the Government to strengthen vulnerability assessment capacity at the national level. Although it 
has been in existence for more than 10 years, it is not yet formally localised in the Government system, although 
the DMMU is its secretariat and it is chaired by the head of research and planning at the DMMU.

Initial membership of ZVAC was limited to the Famine Early Warning Systems Network, the Food Health Information 
System Project, the CSO, the National Early Warning Unit in the Ministry of Agriculture and Cooperatives, UN 
agencies (WFP, WHO, FAO and UNICEF) and Care International Zambia. Members now include the DMMU, 
the Department of Meteorology, the Community Management and Monitoring Unit in the Department of Water 
Affairs in the Ministry of Energy and Water Development, the National Food and Nutrition Commission, the 
Programme against Malnutrition, World Vision and Care International Zambia. Collaborating partners include 
the Food Security Research Project and the Agricultural Marketing Information Committee in the Ministry of 
Agriculture and Cooperatives and Catholic Relief Services.

ZVAC is meant to advance and strengthen a multi-agency approach to food security information management 
in the country and to carry out vulnerability assessments relating to food insecurity caused by periodic drought-
induced crop failures, floods, periodic disease and pest outbreaks among domesticated animals and crop yields 
or human-induced epidemics such as cholera. As part of its activities, therefore, it undertakes rapid response 
vulnerability assessment exercises in areas and communities threatened by food insecurity to determine the 
extent of vulnerability and required interventions. In addition, stakeholders produce various kinds of vulnerability 
assessment report.
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SOCIAL TRANSFER PROGRAMMES IN ZAMBIA

Programme Description*
Food Security Pack Provides small packages of seed and fertiliser to poor, food-insecure agricultural households 

that face food insecurity as a r esult of chronic poverty or insufficient rainfall. 
Farmers’ Input Support 
Programme

Provides subsidised fertiliser and seed to all smallholder farmers. 

Home-Grown School 
Feeding Programme

Children in Grades 1-9 in selected schools receive a small meal equivalent to about 100 g of 
fortified maize meal each day (equivalent very roughly to 500 kcal per day, or 24% of the daily 
caloric requirement for a child 10 years old), for 180 days of the school year in selected areas 
with high poverty rates and low educational indicators with the aim of increasing their food 
consumption, retaining them in school and improving their learning outcomes. 
This is one of the largest transfer programmes in the country. Until recently, it reached about 
320,000 children annually, at about US$ 8.6 million a year. 
As with all school feeding programmes, it is intended to serve the dual purposes of increasing 
food consumption among the poor and attracting and retaining children in school and improving 
their learning outcomes. 
Typically, about 10% of the student population has received school meals. With the recent 
expansion, this has reached almost 22% in the past years. Given the distribution of children 
among households, this implies about one-fifth of households are benefiting from the 
programme.
Typically, the number of schools targeted within a district has been determined by budget 
availability, and the district education officer is given the discretion to select which schools will 
benefit. However, with the large expansion in 2011, all schools in a selected district receive 
school feeding. All children within a selected school receive the meal. There is no evidence 
available as to whether the selection process has resulted in poorer-than-average students or 
schools being selected. The fact that poor children are almost as likely to go to primary school 
as non-poor children, and that, provided the stated criteria are applied, poorer-than average 
districts are chosen for the programme, suggests school feeding is likely benefiting poor 
households at least in proportion to their share in the population .
School feeding does not in general address child malnutrition (it comes too late for the critical 
0-24-month period), but adding iron fortification to maize is a cost-effective way to increase the 
nutritional impact of school meals. 
There has been no rigorous evaluation of the impact of the programme. 

Milk for Schools 
Programme (pilot)

This is a new programme (financed by Sida), providing a milk ration for 3-5 days a week 
to 13,000 students in Grades 1-9 in Nyimba district. It aims to improve nutrition, increase 
attendance and encourage local milk production.

Sustainable Programme for 
Livelihoods and Solutions 
for Hunger

An innovative voucher scheme that operated between 2009 and 2011 and was designed to 
improve nutrition and increase consumption of very poor families affected by high food prices. 
Vouchers to purchase a food ration were provided to vulnerable families with a malnourished 
child or a member receiving ART or tuberculosis treatment. 
Malnourished children were identified by health centre staff through monthly under-five clinics 
or at outpatient therapeutic care units; children discharged from hospital malnutrition units were 
automatically enrolled.
A 2011 evaluation found beneficiary children had levels of stunting 10% lower than the 
population mean, and underweight levels 4-10% higher than those found in the same districts in 
the 2009 Nutritional Surveillance Report, suggesting targeting was relatively accurate, at least in 
terms of finding the malnourished – although some concerns were expressed of less vulnerable 
families being included through measurement errors or favoritism. 
The final evaluation concluded the programme had had a measurable effect on the food 
consumption of beneficiary households, as well as freeing up resources that were then spent on 
school fees, rent and other food. 

Social Cash Transfer 
Scheme

The Government is implementing four versions of a social cash transfer differentiated by the 
targeting model used: (i) a targeted transfer aimed at the 10% most destitute and labour-
constrained households; (ii) a child grant scheme for all families with children under the age 
of 5 and/or disabled children up to the age of 14 in districts with high incidence of poverty 
and under-5 mortality; (iii) a transfer targeted at vulnerable households based on a multiple 
categorical model; and (iv) an old age pension scheme, all operating on a small scale in a limited 
number of districts. 
As of 2011, the schemes covered about 28,660 beneficiary households living in the poorest 8 
districts of the country (out of a total of 78). This corresponds to about 131,000 individuals or less 
than 1% of the total population.

Public Welfare Assistance 
Scheme 

Provides ad hoc support (such as clothes, maize meal, payment of school fees or help with 
medical costs) to a small amount of the most destitute as identified by community welfare 
assessment committees. 

Social Pension Scheme 
(pilot)

Pays K60,000 per month (US$ 12.50) to all people aged 60 and over in part of Katete district as 
part of the Social Cash Transfer Scheme. 

Sustainability through 
Economic Strengthening, 
Prevention and Support 
for OVC, Youth and Other 
Vulnerable Populations 

Supports OVC and adults and children living with HIV as identified by trained volunteer 
caregivers in all districts of Zambia, providing them with health care, education and training, 
shelter and economic strengthening through savings groups and income-generating activities. 

OVC Bursary Scheme The Ministry of Education provides secondary school bursaries to cover school fees and, where 
applicable, boarding fees to OVC in Grades 8-12. 
The programme supports about 20,000 students annually (about 4-5% of secondary students), 
at K.6 billion (2011 budget) (US$ 1.25 million). At the beginning of each year, the ministry 
distributes the budget allocated across districts, on the basis of numbers of OVC identified in 
the annual School Census. District education planning officers then allocate the resources to 
schools; a school-based committee determines who is most in need. Lack of resources severely 
restricts coverage. Ministry staff estimate only about 10% of deserving OVC actually receive 
bursaries under the programme.
About 60% of beneficiaries are female. There are no data available on their poverty status. 
However, screening based on school-level knowledge of students’ circumstances should be 
resulting in selection of the most needy.

Peri-Urban Community 
Self-Help

Provides employment to the poor in a public works scheme in the poorest urban and rural areas 
within districts chosen on the basis of vulnerability and needs assessments carried annually by 
ZVAC.

Tertiary Bursary Scheme Covers the fees, living costs and accommodation of tertiary education students with the aim of 
increasing human capital, although not necessarily among the poor.

Maize Price Support 
Scheme

Stabilises the supply and prices of maize (the staple food crop in Zambia) by buying it from 
farmers at well above market prices.

Note: Programmes that target children are marked in blue. 
* Based on World Bank assessment. 
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