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EXECUTIVE SUMMARY

Introduction

With an estimated HIV prevalence of 14.3 percent among men and women age 15-49, Zam-
bia is one of the sub-Saharan African countries most affected by the HIV and AIDS pandemic
(Zambia Demographic Health Survey [ZDHS] 2007). For this reason, it is important that inter-
ventions that have an intensive prevention focus are implemented. The Zambia-led Preven-
tion Initiative Program (ZPl) was developed by a consortium? led by FHI360, with the Popula-
tion Council as the evaluation partner. ZPI focuses on mobilizing stakeholders, generating an
evidence base for diffusion of effective prevention interventions, and building local capacity.
ZPl works on increasing utilization of community-level interventions through a targeted
approach and provides technical leadership and expertise on comprehensive, effective, com-
munity-based prevention efforts. As part of a multi-pronged approach to ZPl monitoring and
evaluation, the Population Council conducted a community-based survey to assess baseline
values on key indicators related to HIV knowledge and risk, gender and gender-based vio-
lence (GBV), and reproductive health.

The evaluation will determine the effect of the ZPI intervention on knowledge and behavioral
outcomes related to HIV, reproductive health, and GBV using a repeated cross-sectional
household (HH) survey conducted at baseline, midline, and endline. The purpose of this
report is to discuss the results of the baseline HH survey that was conducted July to August
2011.

Methodology

The baseline survey was conducted in eight districts in four provinces (two districts per prov-
ince): Copperbelt and Eastern provinces, where activities were initiated in Year 1; Luapula,
where activities will be initiated in Year 2; and Western, where activities will be initiated in
Year 3 of the ZPI. Districts were randomly selected from those where ZPI activities will be ini-
tiated. Half of the selected districts were predominantly rural and the other half had a signifi-
cant urban or peri-urban population; all of the districts had a limited number of HIV activities.
Households and household members were randomly selected. The eligibility criteria included
being a permanent resident of the sampling area and being female aged 15-49 years or
male aged 15-59 years. Face-to-face interviews were conducted using handheld computers
(Personal Digital Assistants [PDA]). In all, 2,760 individuals (1,060 males and 1,700 females)
were interviewed; data on 2,439 respondents (88 percent) were included in the analysis due
to data failing to be captured on the PDAs for some initial participants.

1FHI360 as lead, Afya Mzuri, Comprehensive HIV AIDS Management Programme (CHAMP), Hodi, Zambia Health
Education and Communication Trust (ZHECT), Catholic Medical Mission Board (CMMB), Grass Roots Soccer (GRS),
and the Population Council.
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Study Population Characteristics

Overall, the study population was young (median age: 28 for males and 26 for females) with
the majority having some primary or secondary education. Only a small percentage of respon-
dents (5.9 percent of males and 11.4 percent of females) had received no education. Six-
ty-two percent of the respondents reported being currently married or cohabiting with a sex
partner. Sixty-five percent of individuals in the sample resided in rural areas, and 41 percent
fell into the lowest two quintiles of the Demographic Health Survey’s (DHS) wealth index.
Wealth did not vary between males and females, but varied greatly across provinces. Cop-
perbelt province had the largest proportion of both males (39.0 percent) and females (38.3
percent) in the highest tier of the wealth index.

Key Findings and Implications
HIV prevention and transmission knowledge

Using the DHS five-question indicator of “comprehensive HIV knowledge,” the ZPI baseline
shows that comprehensive knowledge was low (39 percent) and varied significantly across
provinces for both males and females. Females had significantly lower comprehensive knowl-
edge than males (35 percent versus 47 percent; p<0.05). These knowledge rates were very
similar to findings in the 2007 ZDHS. Individuals from Eastern province had particularly low
comprehensive knowledge levels (25 percent) compared to other provinces.

Bivariate and multivariate analyses do not show any significant associations between
comprehensive HIV knowledge and sexual risk variables (having multiple, non-regular sex
partners, or condom use). Therefore, having correct HIV knowledge is unlikely sufficient for
practicing HIV preventive behaviors.

Programmatic implications

e Behavior change communication (BCC) must go beyond improving knowledge alone.
This is reflected in ZPI's BCC approach based on stages of change theory: from aware-
ness of an issue, contemplation of relevance to Self, taking protective behavioral action,
and maintaining the safer behaviors. There is a need to critically assess communication
messages and approaches with a view to improving BCC effectiveness as a process of
change.

Sexual risk

Early sexual onset (before 15 years of age): Statistically significant differences were found
across provinces, with especially high rates of early sexual onset in Western province (30
percent compared to 18 percent for the whole sample). No differences were found between
females and males.

Multiple sex partners (having two or more partners in the last 12 months): Having multiple
partners was more common among males than females. About 1 in 5 males had multiple
partners in the past 12 months, compared to less than 1 in 10 females (p<.05). Further, for
all provinces except Luapula, rates of multiple partnering appeared to be substantially higher
compared to findings reported in the 2007 ZDHS.
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Non-regular sex partners (non-marital /non-cohabiting sex partner in the past 12 months):
While men (31 percent) were significantly more likely to have non-regular partners, women
also had non-regular partners (24 percent). Significant differences were found across prov-
inces (p<.05), with much greater prevalence in Western (approximately 50 percent of both
males and females) compared to all provinces. Having non-regular partners was more com-
mon among younger persons, those with more education, with early sexual debut, and who
had multiple partners in the past 12 months.

Condom use: Condom use (at last sexual act) among persons with multiple sex partners

is overall low, but higher in females (20 percent) compared to males (5 percent). Similarly,
condom use with the last non-regular partner is lower in males (24 percent) compared to
females (38 percent). Multivariate analyses revealed that simply knowing where to get a
condom is not sufficient for condom use. Rather, having confidence that he/she could obtain
a condom if he/she wanted to was the greatest predictor of condom use.

Programmatic implications

e There is a need for programs that reduce sexual risk behaviors for both men and
women, with an extra emphasis on male-centered interventions.

e More and better communication specifically about how and where one can obtain con-
doms when needed is crucial.

e Also indicated is a need for critical analysis and utilization of BCC theory for practice.

Attitudes toward and perceived norms around abstinence and faithfulness

The apparent disconnect between knowledge and risk behavior is consistent with apparent
contradictions in responses to value statements and perceived social norms around absti-
nence and faithfulness. For example, more than 80 percent agreed to the statement “Young
men should wait until they are married to have sex.” However, less than 15 percent agreed to
“Most young men | know wait until they are married to have sex.” There were similar findings
for parallel statements about women and about faithfulness.

Programmatic implications

e BCC messages need to be re-evaluated and must be made more persuasive and
address psychosocial processes such as the cognitive dissonance using such proven
techniques as: motivational interviewing, cognitive-behavioral approaches, harm and
risk reduction interventions, etc.

HIV testing

A significantly greater proportion of females than males knew where to get tested and
reported having ever been tested and receiving their results (69 percent versus 53 percent;
p<.05). This is not surprising given the added exposure to testing within ANC clinics. The
lowest HIV testing rates were observed in Western province (55 percent). HIV testing rates in
this study were higher than that in the 2007 ZDHS (which was 20 percent in males and 35
percent in females). This likely is due to huge HIV testing campaigns throughout the country
since 2007. Despite the increase in HIV testing, there is still a need to increase testing rates,
particularly among men.
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Programmatic implications

e All provinces should consider conducting male-centered information and testing
campaigns.

e HIV testing services should be evaluated to determine whether they are meeting the
unique needs of men for HIV testing and sexual health.

Gender equitable attitudes

Using a validated scale to measure gender attitudes (Gender Equitable Men Scale), the
survey found that overall, 37 percent of respondents supported gender inequitable norms.
There was wide variability across the provinces with Copperbelt having the lowest proportion
supporting inequitable norms (22 percent) and Luapula having the highest (55 percent). Fur-
ther, in contrast to the trend in all three of the other provinces of males having lower gender
equitable attitudes compared to females, in Luapula females have substantially lower gen-
der equitable attitudes compared to males from the same province (60 percent versus 46
percent; p<0.05).

Low gender equitable attitudes seem to be associated with higher risk. Low gender equitable
attitudes is highly correlated with high risk sexual partnering (p<.001) and also significantly
correlated with being drunk at last sex (p<.05).

Programmatic implications

e ZPI has developed a specific Gender Strategy, and all ZPI interventions have been
designed to be gender-sensitive and take into account the impact gender has on becom-
ing infected with HIV as well as on access to treatment, care, and support.

Sexual and physical abuse and rape myths

Female respondents in all provinces reported high rates of ever having experiencing sexual
abuse (39 percent) or physical abuse (35 percent). Significant differences exist across prov-
inces (p<.05) with the highest rates of sexual abuse reported in Copperbelt (51 percent) and
physical abuse reported in Eastern (42 percent). Rural residence was associated with higher
rates of ever having been sexually or physically abused (p<.05). Currently or ever married
also is highly associated with ever having experienced abuse (p<.01).

Among females who reported having experienced abuse, very few sought help (15 percent
overall); those who most often turned to a family member (60 percent turning to her own
family and 24 percent to an in-law).

Underlying the violent behaviors are myths that blame women for rape. Sixty-two
percent of all respondents supported one or more of four rape myths such as “When
a woman is raped, she usually did something careless to put her in that situation.”
Fourteen percent of the sample support all four rape myth statements. The pervasive-
ness of these rape myths in the community makes it difficult for women to find and
seek support after GBV experiences.
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Programmatic implications

e Programs for survivors of GBV should help women know where else they can turn for
help besides family members. However, programs should also simultaneously work to
improve family response to abuse. Providers at health facilities must be sensitized and
doctors and nurses need to be trained to provide services for survivors of GBV.

e Linkages should be developed between local hospitals/health centers and the police
in order to facilitate referrals for victims. Even more appropriate would be to have such
support services based at the police stations so as not to lose people during the refer-
ral process. Counselors could be available at police stations to help victims obtain the
appropriate care they need right there and then. This includes emergency contraceptive,
improved psychosocial counseling, STl testing and treatment, and post-exposure prophy-
laxis to prevent HIV.

PMTCT

A high percentage of both men (48 percent) and women (35 percent) did not know that there
were drugs to reduce mother to child transmission of HIV during pregnancy (p<0.05). How-
ever, it was encouraging that the majority of women had received antenatal care (ANC) for
their last pregnancy (95 percent), and three-quarters of these women received HIV testing
and results. However, Luapula and Western provinces had lower HIV testing rates during ANC
with 29-34 percent not having been tested or receiving test results. Further, in Luapula, a
large proportion of women saw traditional birth attendants rather than doctors, nurse/mid-
wives, or clinical officers for ANC services, unlike women in other provinces.

Programmatic implications

e Traditional birth attendants can be trained to provide HIV testing or they should facilitate
women getting tested.

e Ensure that ANC providers are educating women about ways in which women can pre-
vent HIV transmission to their babies.

Alcohol use

Two key indicators ascertain levels of alcohol abuse: drunk in the last four weeks and a stan-
dard measure of a clinically significant alcohol problem. Males were significantly more likely
than females to have been drunk in the last four weeks and to have an alcohol problem (as
measured by the CAGE questionnaire items). Further, those in Copperbelt and Eastern prov-
inces fared worse on both of these indicators. Being drunk at last sex (either self or partner)
was found to be significantly associated with having multiple partners in the past year.

Programmatic implications

e There is a need for prevention programs to include or intensify alcohol risk reduction
counseling as an integral part of HIV counseling and testing. At a minimum, alcohol
problem should be assessed of all people accessing HIV counseling and testing. PMTCT,
and male circumcision (MC), and appropriate referrals should be made.
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Unintended pregnancy and contraceptive use

Fifty percent of women reported unintended pregnancy in relation to their last birth (i.e., did
not want to become pregnant or wanted to wait to become pregnant). Copperbelt has the
highest rate of unintended pregnancy (67 percent) and Luapula the lowest (34 percent).
Young, single women had especially high rates of unintended pregnancy. Among women
under the age of 25, 77 percent and 85 percent of those who have never been married or
are divorced, respectively, reported unintended pregnancy compared to much lower rates of
50 percent unintended pregnancy in older women or young married women.

In addition to high rates of unintended pregnancy, the baseline showed overall low rates of
current use of any family planning method (25 percent overall). Among contraceptive users,
pills and injectibles were the most common methods (85 percent). Only 4 percent of women
reported using implants, and no other long-acting or permanent method use is reported.

The majority (97 percent) of respondents had never heard of emergency contraception, which
is a key component of the Zambia national family planning method approach. Emergency
contraceptive use could lower the rates of unintended pregnancies.

Programmatic implications

e There is an urgent need to understand the dynamics of access to family planning for
young, single women (i.e., whether younger unmarried women are self-denying access to
family planning services or whether health providers are denying them access or both).

e Awareness of and access to emergency contraceptive need to be improved.

ANC coverage

While attendance at one or more ANC visit for a preghancy was high (over 90 percent), a

high proportion of women (one-third) did not complete the four recommended ANC visits. The
proportion was as high as one-half in Eastern province. It was also Eastern province that had

the highest percentage of women who gave birth to a live child who later died (35.4 percent)

compared to other provinces.

Programmatic implications

e Strategies are needed to improve continuation of antenatal care throughout pregnancy,
particularly in Eastern province.

e This low rate of ANC coverage and the high proportion of deaths urgently need further
investigation in Eastern province.

Male circumcision

Except for Western province (47 percent), reported male circumcision is low (18 percent
overall). Further, among those circumcised, about one-half occurred at less than 13 years of
age. Sixty percent of the circumcisions were performed by traditional circumcisers. Multivar-
iate analysis showed that those who were circumcised had lower comprehensive knowledge
of HIV and were significantly more likely to have had multiple partners in the past year. It is
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important to know whether there is greater sexual risk taking due to a false sense of security
in thinking that one is protected from HIV infection due to circumcision.

Programmatic implications

e Apart from male condoms, medical male circumcision is one of the best known methods
to reduce the risk for acquiring HIV in men. As barriers to circumcision may vary across
provinces, tailored strategies to increase uptake of medical male circumcision is needed
for different provinces.

Women’s Economic Empowerment

Based on questions related to family financial decisions, Luapula appears to have the great-
est equity in that the province had the highest proportion (approximately 60-80 percent) of
participants who indicated that decisions about earnings, health care, daily purchases, food
and clothing, and large investments were made jointly. Interestingly, however, Luapula was
also the only province in which a very high proportion of men (51 percent) indicated that they
had no earnings (in money) unlike other provinces where approximately only 13-35 percent
of men had no earnings. It is very likely that the men are earning their wage in other forms of
compensations such as food and lodging.

Eastern province had the lowest women’s economic empowerment based on family financial
decision making. It had the highest proportion of respondents (33-43 percent) who indi-
cated that the male partner had the final say with regard to earnings and other household
decisions.

Programmatic implications

e In all provinces, there is still a need for women’s economic empowerment as decisions
regarding daily purchases and large investments are more likely to be made by the
male partner. Interventions should focus on improving women’s financial literacy and
their ability to make financial management decisions.

e |t is worth further exploration into how household decisions are made in Luapula in
order to achieve this kind of decision making equity in other provinces. What are the
unigque socio-cultural and economic factors in Luapula whereby family financial deci-
sions are able to be made jointly?

Conclusion

This study determined baseline levels of key indicators related to HIV, GBV, and reproductive
health. Additionally, the baseline findings provided critical insights into key areas for interven-
tions in Zambia and highlighted variability in the populations across provinces and between
males and females that provide valuable guidance for programming.
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INTRODUCTION

Background

The Zambia-Led Prevention Initiative Program (ZPI) is a USAID-funded initiative designed to
increase the delivery and uptake of community-led HIV prevention interventions and to gen-
erate an evidence base for diffusion of effective approaches. ZPI is implemented by a consor-
tium of organizations? led by the FHI360, which acquired Academy for Educational Develop-
ment (AED) in July 2011. A partner in the consortium, the Population Council, is tasked with
conducting targeted operational research and ZPI program evaluation. This report describes
the methods and findings from the baseline survey conducted as part of ZPI's evaluation.

Zambia’s epidemic and state of HIV prevention science

With an estimated HIV prevalence of 14.3 percent among men and women age 15-49,
Zambia is one of the sub-Saharan African countries most affected by the HIV and AIDS pan-
demic (Zambia Demographic Health Survey [ZDHS] 2007). Of the 12.9 million people living in
Zambia, an estimated 1.1 million people live with HIV, and 15.4 percent know their HIV status
(National AIDS Council 2010). As in other highly affected African countries, Zambia’'s epi-
demic is shaped by a complex set of social and behavioral factors. Recent research in Zam-
bia and elsewhere has advanced our understanding of these factors and their contribution to
the spread of HIV (Zablotska et al. 2006; Malhotra and Yang 2011, Singh et al. 2011).

Sexual behavior and partnerships: High rates of partner change and multiple concurrent
sexual partners (MCP) have both been implicated in high HIV prevalence rates in many Afri-
can countries (Morris and Kretzschmar 1997; Halperin and Epstein 2004; Mah and Halp-
erin 2008; Morris et al. 2010). The Zambia’s Modes of Transmission (MOT) study (National
AIDS Council 2009) estimates that individuals whose partners have casual heterosexual sex
contribute most to HIV incidence and are responsible for 37 percent of total annual HIV inci-
dence in Zambia, followed by individuals reporting casual heterosexual sex, who contribute
34 percent of the annual HIV incidence in Zambia. Thus the behavior of individuals concur-
rently having more than one sexual partner is considered to be the most important behav-
ior driving the epidemic in Zambia. The 2007 ZDHS reported that 1.6 percent of women
and 19.0 percent of men had had sex with at least two sexual partners in the past twelve
months.® Additionally, only 33.1 percent of women and 27.2 percent of men who had had
sex with at least two sexual partners in the past twelve months used a condom at their last
sexual act. Further evidence finds a positive correlation between being drunk during sexual
intercourse and HIV infection, which is due to increased sexual risk taking, including MCP
behaviors and lower rates of condom use (Zablotska et al. 2006; Malhotra and Yang 2011;
Singh et al. 2011).

2FHI360 as lead, Afya Mzuri, Comprehensive HIV AIDS Management Programme (CHAMP), Hodi, Zambia Health
Education and Communication Trust (ZHECT), Catholic Medical Mission Board (CMMB), Grass Roots Soccer (GRS),
and the Population Council.

3We note a limitation to the survey in its exclusive focus on heterosexual behaviors.
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Sexual risk and HIV knowledge among young people: Successive ZDHS results since 1992
generally show positive trends in sexual risk, with decreasing proportions of males and
females age 15-24 years reporting having had sexual intercourse by the age of 15, having
had sexual intercourse with more than one partner in the past 12 months, and, of those
who have had more than one partner in the past 12 months, increasing reported condom
use during the last sex act (Gouws et al. 2008; International Group on Analysis of Trends in
HIV Prevalence and Behaviours in Young People in Countries most Affected by HIV 2010).
However, trends in knowledge on HIV transmission seem to be worsening; the 2009 Zambia
Sexual Behavioral Survey (ZSBS) finds that from 2005 to 2009 a decreased proportion of
respondents rejected misconceptions regarding HIV transmission, with fewer rural respon-
dents refuting the myths.

Sexual risk and alcohol use: Observational data are beginning to associate alcohol use with
HIV transmission behavior (Zablotska et al. 2006; Singh et al. 2011). A review of studies on
alcohol use and sexual risk behaviors in sub-Saharan Africa showed an association between
unsafe sex and high quantities of alcohol consumption (Kalichman et al. 2007). In Zam-

bia, the 2007 ZDHS showed that among young people aged 15 to 24 years, 0.9 percent of
females and 4.7 percent of males had had sexual intercourse when drunk. The ZDHS also
showed that in the same age group, 7.8 percent of the females compared to 4.8 percent of
the males had had sexual intercourse when they or their sexual partners were drunk. This
data suggest that, for females, their alcohol-related risk is more likely due to the drunkenness
of their partners than of themselves. Malhotra and Yang (2011) found that respondents who,
along with their sexual partner, were drunk the last three times they had sexual intercourse
were more likely to be HIV positive, which is primarily due to an increase in risky behavior.

Gender-based violence (GBV): More studies are showing that GBV also has an association
with high HIV prevalence. A study from South Africa reported that women with violent part-
ners had a 50 percent greater risk of acquiring HIV than women without violent partners
(Dunkle et al. 2004). In a study of women attending an HIV counseling and testing clinic

in Tanzania, young HIV-positive women were 10 times more likely to report violence than
HIV-negative women (Maman et al. 2002). In Zambia, the 2007 ZDHS showed that 51.9 per-
cent of women had ever experienced either physical or sexual violence in their life time.

Male circumcision (MC): Other studies have shown that MC reduces the risk of HIV acquisi-
tion by men by approximately 60 percent (Auvert et al. 2005; Bailey et al. 2007; Gray et al.
2007). According to the 2007 ZDHS, the rate of male circumcision was 12.7 percent overall
but it varied between provinces. While there are some exceptions, provinces where the HIV
prevalence among men was above the national average of 12.3 percent, such as Central
(12.6 percent), Lusaka (19.0 percent), Luapula (15.3 percent) and Southern (13.2 percent),
tended to have rates of MC that are 10 percent and below.

Sexually transmitted infections (STIs): While still inconclusive, there is strong evidence that
STls are associated with a higher risk of HIV transmission (Steen et al. 2009). The 2007
ZDHS data showed that 4.8 percent of women and 5.7 percent of men reported having
had an STl in the past 12 months. The ZSBS reports a lower incidence of STls in Zambian
men and women. In 2009, the ZSBS documented that 2.7 percent of all male respondents
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and 2.4 percent of all female respondents had experienced an STl symptom in the past 12
months. For females this was an increase from 2000, but for males this was a decrease
(ZSBS 2009).

Internal mobility and labor migration: Other significant drivers of the HIV epidemic in Zambia
include high levels of internal mobility and labor migration. The 2007 ZDHS found HIV preva-
lence was highest among respondents who slept away from home five or more times within
one year.

Socio-economic status: A growing body of work globally has explored associations between
socio-economic status (SES) and HIV prevalence. While some clear trends are emerging,
trends in Zambia remain difficult to disentangle (ZDHS 2007). For example, on the relation-
ship between wealth and HIV risk, Mishra et al. (2007) reviewed data from Demographic
Health Surveys (DHS) conducted between 2003 and 2005 in Kenya, Ghana, Burkina Faso,
Cameroon, Tanzania, Lesotho, Malawi, and Uganda and concluded that in most cases
wealthier adults remain at least as likely as poorer adults to be infected with HIV. But the
2007 DHS in Zambia clearly showed that HIV prevalence was 8 percent among respondents
in the lowest wealth quintile and it rose to 21 percent among those in the fourth quintile; it
was only slightly lower in the fifth quintile (18 percent). Based on a multivariate regression
analysis of the 2007 ZDHS, Malhotra and Yang (2011) also found a strong positive relation-
ship between wealth status and HIV prevalence. Singh et al. (2011), however, discovered
that women in Mongu, Zambia were more likely to partake in sexually risky behavior, such as
MCP and transactional sex, if they were unemployed or looking for work, which could signal
either poverty or a desire for advancement. Gabrysch et al. (2008) analyzed the influence

of neighborhood-level SES on HIV prevalence and found that women age 15-24 living in
neighborhoods of lower or middle SES had higher HIV prevalence than those from higher SES
neighborhoods.

Education: Gillespie et al. (2007) report that most studies suggest that education is increas-
ingly associated with less risky behaviors. However, the 2007 ZDHS showed that the HIV prev-
alence among people with no education was 10 percent but the prevalence increased with
the level of education, i.e., 14 percent among those with a primary education, 15 percent
among people with a secondary education, and 19 percent among people who have more
than secondary education. Stephenson (2010) found that in Chad, Malawi, Nigeria, Uganda,
and Zambia men living in communities with more equal ratios of women to men with at least
a primary education were less likely to report extramarital sexual activity, but there was no
significant relationship between education and extramarital sexual risk-taking among men.
To further illustrate the conflicting nature of the results, other studies have found that the
relationship between education and HIV prevalence is not statistically significant (Malhotra
and Yang 2011; Singh et al. 2011).

Mother-to-child transmission: Vertical transmission from mother-to-child has also contrib-
uted to Zambia’s high HIV prevalence. While the scaling up of prevention of mother-to-child
transmission (PMTCT) programs has steadily reduced the estimated number of children born
with HIV, there are inadequate linkages and integration of PMTCT in reproductive health and
antiretroviral therapy (ART) services; one out of 10 new infections still occurs in children aged
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0-14 years. Torpey et al. (2010) found that PMTCT interventions work in program settings,
but postnatal transmission, especially after six months remains a problem; the transmission
rate from mother to child was 6.5 percent when both mother and infant received interven-
tions, compared with 20.9 percent when no intervention was given. Furthermore, Stringer et
al. (2005) found that despite a seemingly robust PMTCT program in Lusaka, only 30 percent
of seropositive mother-infant pairs in the study population received both a maternal and
infant dose of nevirapine.

ZPI’s contribution to the response

The ZPI project attempts to intervene in these multiple prevention opportunities. The present
baseline study combined with two planned follow-on studies—at mid-point and end-point—are
designed to evaluate the project’s effectiveness, contribute to the understanding of the HIV
epidemic in Zambia, and explore variability of protective and risky behaviors across different
socio-demographic groups and ZPI project sites. Study results will also help to indentify best
practices and needed revisions to those that are found to be ineffective.

ZPI| Objectives and Project Design

The purpose of ZPl is to increase utilization of community-level interventions through a tar-
geted approach and provide technical leadership and expertise on comprehensive, effective,
community-based prevention efforts aimed at reducing HIV transmission in Zambia. ZPI pilots
and evaluates HIV prevention interventions, including structural and economic development
interventions; facilitates increased coverage, access, and uptake of these interventions; and
strengthens the capacity and engagement of Government of Republic of Zambia (GRZ) and
the private sector to direct, manage, and sustain these interventions as part of a broader
response to the HIV epidemic in Zambia. The main objectives of ZPI are to:

1. Build capacity in communities affected by HIV/AIDS to access more effective, gender-sen-
sitive, higher-quality HIV prevention programs, including HIV testing and counseling, male
circumcision, and PMTCT,

2. Strengthen the continuity and coordination of, as well as commitment to, effective, effi-
cient, and sustainable HIV prevention, including HIV testing and counseling, male circum-
cision, and PMTCT;

3. Design efficient, sustainable, and locally owned responses to HIV/AIDS, including
increased engagement with the private sector; and

4. Provide community-based family planning and reproductive health services as an adjunct
to effective prevention of HIV/AIDS.

Working through a consortium of international and national technical assistance partners*
and in close collaboration with multi-sectoral government services at all levels, ZPI engages
communities in processes aimed at empowering members to generate locally relevant
responses. Drawing upon the collective resources of community members, service providers,
leaders, and private sector actors, ZPl implements a variety of cross-cutting interventions

4FHI360 as lead, Afya Mzuri, CHAMP, Hodi, Zambia Health Education and Communication Trust (ZHECT), Catholic
Medical Mission Board (CMMB), Grass Roots Soccer (GRS), and the Population Council.

ZP| Baseline Household Survey m 11



and services that target behaviors and structural factors affecting the epidemic (e.g., gender
norms, sexual abuse, mental health issues, alcohol abuse, and violence) and that promote
an enabling environment for healthy behaviors and social norms.

ZPl is planned as a four and half-year project to be expanded in three phases. In year 1, the
project was initiated in five provinces—Eastern, Southern, North-Western, Lusaka, and Cop-
perbelt—covering four to seven districts in each for a total of 28 districts. In year 2 the project
will expand to Luapula and Central provinces. In year 3, the project will be initiated in the
remaining two provinces of Zambia, Northern and Western, and will be implemented in at
least 50 percent of all districts nationwide.

On key areas of risk and vulnerability, ZPI project performance is monitored both through
routine process and output indicators collected in project implementation and through data
collected in this baseline and follow-up household (HH) surveys.

Evaluation of ZPI

The ZPI evaluation is designed to measure program coverage and outcomes at the individual
level and generate data that assess the effect of the ZPI interventions on HIV prevention and
reproductive health behaviors and related outcomes, in addition to contributing to the further
understanding of the HIV epidemic in Zambia. Data from this study enables ZPI partners

to judge to what extent they are meeting their targets, and to identify barriers and ways to
address them.

Objectives of the ZPI evaluation:

1. Measure changes in project outcome indicators including male norms, alcohol use, and
other standard HIV knowledge, attitudes and practices (KAP) indicators.

2. Estimate HIV infections averted as a result of the interventions.

3. Measure change in respondents’ perception of coverage and availability of essential HIV
prevention services including their knowledge of and experiences in using services.

Key evaluation questions answered by the household survey:

1. What is the effect of the ZPI program on HIV prevention indicators, including positive and
negative male norms towards GBV, alcohol use and abuse, traditional nhorms associated
with HIV risk, and other HIV KAP indicators?

2. What is the estimate of HIV infections averted by the ZPI program calculated from behav-
ioral indicators through modeling?

Purpose and objectives of the baseline household survey

The baseline survey established the baseline levels for the indicators of the ZPI project
shown in Appendix 1, which includes targets for Years 1 and 3 and findings from the 2007
ZDHS. The baseline survey also documented baseline levels of service utilization including
the community members’ knowledge about the services (i.e., HIV testing, ANC, contraception,
condoms). In order to measure change after the intervention, data will be collected at midline
and endline and compared to baseline levels. Lastly, the baseline survey will enable explora-
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tion of variability in the study population. The findings of the baseline HH survey will guide ZPI
stakeholders to design and implement appropriate interventions.

Furthermore, results of the baseline HH survey will be used in conjunction with the endline
results to estimate the probability of infection in the 12 months before the baseline, midline,
and endline by using the Bernoulli-process model. Thus, the difference between the baseline
and endline estimates will be the HIV infections averted by the intervention.

Ethical review

This study was approved by the Population Council Institutional Review Board in New York
and the University of Zambia (UNZA) Ethics Committee.

METHODS

Study Design

This is a cross-sectional study design with repeated HH surveys that measure HIV behavioral

indicators at three time points in three groups of communities: communities where ZPI inter-

ventions were initiated in year 1; communities where ZPI interventions will be initiated in year
2; and communities where ZPI interventions will be initiated in year 3. The evaluation surveys
are carried out at three points: baseline, midline (18 months after), and endline (another 18

months after).

As shown in Table 1, the baseline was conducted in months 10 to 12 when activities had
been running for about three months in the year 1 initiated provinces, but no activities had
taken place in the rest of the provinces. Further, the midline survey will be conducted in
months 28 to 30 when activities will have been running for 21 months in the year 1 initi-
ated provinces, 15 months in the year 2 initiated provinces, and three months in the year 3
initiated provinces. Finally, the third survey (endline) will be carried out in months 46 to 48
when activities will have been implemented for 39 months in the year 1 initiated provinces,
33 months in the year 2 initiated provinces, and 21 months in the year 3 initiated provinces.
Thus throughout the three rounds of surveys it will be possible to compare outcomes in rela-
tion to the duration of the intervention.
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Study Population

The study population for the baseline HH survey was the population that is currently or will be
covered by the ZPI interventions. By year 3, the project will be conducted in all nine provinces
of Zambia, and within each province between two and four districts will have been selected,
totalling 28 districts (40 percent of all districts). This is the population from which all three
rounds of survey will be drawn. Districts were randomly selected from among those where

ZPI activities will be initiated. Half of the selected districts were predominantly rural, and the
other half had a significant urban or peri-urban population; all of the districts had a limited
number of HIV activities. Out of this universe, we randomly selected a manageable number of
geographical areas known as standard enumeration areas (SEA) within which the study was
carried out.

Eligibility criteria of respondents: For the baseline HH survey, the survey team recruited and
interviewed female and male residents in HH in the selected SEA using the following inclu-
sion criteria:

e Females aged 15 to 49 years.
e Males aged 15 to 59 years.

e Being a permanent resident of a household or having spent the night before in the
household.

Sample Size

The sample size was calculated to detect a one-tenth reduction in high-risk sexual behavior
between baseline and midline and between midline and endline. The 2007 ZDHS defined
higher-risk intercourse as sexual intercourse with a non-marital, non-cohabiting partner,
and the data showed that 16.9 percent of female respondents and 35.4 percent of males
reported this behavior; this indicator was used to determine the minimum sample size for
the behavioral survey. A target sample size of 2,700 respondents (1, 800 women and 900
men) was determined to be able to detect a one-tenth reduction in high-risk sexual behavior
between rounds of surveys.

Given limited resources, the ZPI study is only conducted in four randomly selected provinces:
Copperbelt and Eastern among the Year 1 initiated; Luapula among the Year 2 initiated; and
Western among the Year 3 initiated. Within each of these four provinces, districts where inter-
vention activities were to occur were selected; districts were diversified by rural and urban/
peri-urban characteristics. Households and household members were randomly selected
from standard enumeration areas (SEAs), which are the lowest geographic cluster used by
the Central Statistical Office (CSO) of the Government of Zambia in demographic surveys.
The actual sample size allocated to each province was proportionate to the population of the
province.

The baseline survey interviewed a total sample of 2,760 people (1,060 men and 1,700
women). However, the study initially faced some technological challenges with the use of
the personal digital assistant (PDA). The complexity of the sexual behavior section of the
guestionnaire caused the loss of some data for some respondents. Twenty percent of males
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and 6 percent of females only had data on sexual behaviors. They were excluded from the
analytic sample. Additionally, 25 percent of males and 25 percent of females had missing
data on sexual behaviors. However, since these latter respondents had all other data, they
were included in the analytic sample for all other variables except the sexual behaviors. The
analytic sample for all variables except sexual behaviors included 845 men (80 percent) and
1,594 women (94 percent). The sample for sexual behavior variables included 580 men (55
percent) and 1,174 women (69 percent).

Data Collection
Preparatory phase before data collection

Community buy-in: Community consultations and briefings were conducted with elected and
traditional community leaders and district and provincial officials to ensure community buy-in
of the survey by ZPI project staff who already had established rapport with the community
leadership. Officials provided the study manager with a letter of introduction of the study to
the traditional chiefs of the respective communities. The study team used this letter to intro-
duce the study to the chiefs, who then provided a guide to introduce the team to the head of
each HH during data collection.

Updating household lists and maps: Maps and household listings of the SEAs in the districts
of operation of ZPl were obtained from the CSO. A team of enumerators made advance visits
to the randomly selected SEAs to update the HH listings. The statistician randomly selected
the HH and, within each HH, selected the eligible female and male respondent to be inter-
viewed using the updated lists. Since the required sample size of females was twice that of
males, a female respondent was randomly selected from each randomly selected HH and a
male respondent was randomly selected from every other HH that was randomly selected.

Interviewer training: Interviewers comprised current university students and recent gradu-
ates. Interviewer supervisors were university degree holders who had had prior experience in
HH surveys including the DHS. They underwent a two week training conducted by the Pl and
Co-Pl as well as other senior members of the research team. The training program included
ethical procedures, interview techniques, a review of the questionnaires, and the use of
PDAs, as well as role plays in interviewing using local languages. Following the training the
interviewers did a pilot test of the tools.

Pilot testing: Survey instruments and methodology of approaching households were pilot
tested. This included testing the process of seeking permission to talk to respondents,
identifying the designated head of the HH who answered the HH questionnaire, identify-
ing the selected respondents for the male and female questionnaires, and administering
the informed consent. The pilot testing took place in districts where ZPI was not being
implemented.

Survey instruments

The baseline HH survey consisted of three questionnaires. One was the general HH ques-
tionnaire that was administered to the adult identified as the head of the HH. The general
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HH questionnaire asked about characteristics of the HH. When the head of the HH was one
of the respondents pre-selected for the individual male or female questionnaire, this person
answered two questionnaires, the general one and the individual one. In HHs where the head
of the HH was not pre-selected for the individual male or female questionnaire, the head of
the HH answered only the general HH questionnaire. The second questionnaire was admin-
istered to the pre-selected female aged 15 to 49 years and the third was administered to the
pre-selected male aged 15 to 59 years.

Interviews

The data were collected using face to face interviews administered by trained interviewers
who read questions from a PDA and entered responses on the same PDA. The teams of
interviewers were formed by local language and deployed to the provinces and districts that
used that language as a majority language, and were introduced to HHs by a local guide.

The guide, the team leader, and two interviewers, one male and one female, explained the
purpose of their visit as well as the procedure of the consent and interview process, using
the consent form for the study. In the case of legal minors (under 16 years of age in Zambia),
consent for their participation in the study was obtained from their parents or legal guardians
followed by the minor’s assent.

Data Analysis

Data was analyzed in STATA version 9.0. Continuous variables were compared using Stu-
dent’s t-test and categorical variables with Pearson’s chi-square test. Variables were consid-
ered significant at p<0.05 (two-tailed). Logistic regression was used to calculate unadjusted
and adjusted odds ratios with 95 percent confidence intervals for the relationship of selected
independent variables with dependent variables. Dependent variables include: i) sex with
non-regular partners in the last 12 months; ii) having two or more partners in the last 12
months; iii) condom use in the last 12 months; iv) having ever tested for HIV and receiving
results; v) ever having been sexually or physically abused; and vi) having been circumcised.
The bivariate analysis consisted of examining the influence of each independent variable on
the dependant variable. All variables with a p<0.20 and those with critical importance were
entered into a multivariable regression model (Hosmer and Lemeshow 1989).

Variables and definitions

Gender Equitable Men (GEM) Scale: Attitudes toward gender relations were measured using
15 items adapted from the Gender Equitable Men scale (Pulerwitz and Barker 2008). The
items had a Cronbach’s alpha or 0.73 for men and 0.71 for women. A typical item in the
scale is “A man should have the final word about decisions in his home.” Each of the items
was scored on a 3-point scale, where 1=agree, 2=partially agree, and 3=do not agree. A high
score represents high support for gender equitable norms. Responses to each item were
summed and the total was divided into tertiles (Low, Medium, High equity).

Wealth index: The wealth index was developed according to the ZDHS and it measures a

household’s long-term standard of living (ZDHS 2007). The index is based on the household’s
ownership of consumer goods, dwelling characteristics, type of drinking water source, toilet
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facilities, and other characteristics related to a household’s socio-economic status. A score
was calculated for each household and individuals were ranked based on the total score of
the household in which they reside. The score was divided into quintiles (Lowest, Second,
Middle, Fourth, Highest). Approximately 12 percent of the analytic sample were missing
information on items included in the index. We, therefore, imputed missing values using mul-
tiple imputation in STATA (Version 9.0).The missing values were imputed based on residency
(urban/rural), the ward in which they lived, and age.

Physical and sexual abuse: Female respondents were asked if they experienced physical

or sexual abuse by a current or former male partner; male respondents were asked if they
perpetrated physical or sexual abuse (lifetime and in the last 12 months) to any current or
former female partners. Physical abuse includes pushing, shoving, slapping, throwing an
object, hitting, kicking, dragging, beating, choking, and burning, or threatening use or actually
using a weapon. These questions were taken from the WHO violence against women instru-
ment which was developed for international use (WHO 2000).

Alcohol problem: Alcohol abuse was assessed using the CAGE 4-item questionnaire (Ewing
1984). CAGE stands for Cut down, Annoyed, Guilty, and Eye-opener. The items include feeling
the need to cut down on drinking (Cut down), being annoyed by people criticizing drinking
(Annoyed), feeling guilty about drinking (Guilty), and needing an eye-opener first thing in the
morning (Eye-opener). ltem responses were scored O for ‘No’ and 1 for ‘Yes’, with a higher
score indicating alcohol problem. A total score of two or greater was considered to be a clini-
cally significant alcohol problem.

Limitations

A limitation of the study was the cross-sectional nature of the design, which limits the ability
to make any causal inferences. Despite this, an understanding of associations is valuable
for targeting programs. Secondly, the study faced some technological challenges with the
use of the PDA which caused the loss of some data. We excluded 20 percent of males and

6 percent of females who only had data on sexual behaviors. Since this excluded group only
had sexual behavior data, we were unable to compare the demographics of this group with
the analytic sample to examine any biases. Additionally, 25 percent of males and 25 percent
of females had missing data on sexual behaviors. However, since these respondents had all
other data, they were included in the analytic sample for all other variables except the sexual
behaviors. When comparing those who did not have sexual behavior data to those who had
complete data, there were no differences with regard to education or urban/rural residency.
However, those without sexual behavior data were more likely to be younger (49 percent vs.
38 percent; p<0.001) and in the lowest wealth tertile (44 percent vs. 40 percent; p<0.001).
This should be kept in mind when interpreting levels of risk behaviors and related parame-
ters. However, this should not impact examinations of associations for dependent outcomes
such as HIV testing and risky behaviors.
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RESULTS

Background Characteristics

The analytic sample consisted of 845 males and 1,594 females. The median age of respon-
dents was 28 for males and 26 for females (Appendix 2). Respondents in Luapula were older
than those in other provinces, and Western province had a much younger age distribution.

Overall, only a small percentage of respondents (5.9 percent of males and 11.4 percent of
females) had received no education; this was highest in Luapula province where 20.1 percent
of females had no education. Copperbelt and Western provinces had a more educated popu-
lation than other provinces, and education was more equitable between men and women.

Most respondents identified their religious affiliation as Protestant, while close to 20 percent
identified themselves as Catholic. The proportion of men and women who identified as Prot-
estant and Catholic did not vary greatly across provinces.

Wealth did not vary between genders, but varied greatly across provinces. Copperbelt prov-
ince had the largest proportion of both males (39.0 percent) and females (38.3 percent) in
the highest tier of the wealth index followed by respondents in Western province (16.5 per-
cent of men and 17.1 percent of women).

Overall, over 60 percent of the sample was married or cohabiting as if married. In all prov-
inces, women were more likely to be separated or divorced or widowed than men.

Approximately two-thirds of the sample was rural residents. However, in Copperbelt province,
approximately half of the respondents were urban and half were rural, while in Eastern,
Luapula, and Western provinces the majority of respondents resided in rural areas. Eastern
province had the highest proportion of rural respondents (83.5 percent of males and 76.0
percent of females).

Knowledge about HIV and AIDS

The majority of respondents had heard about HIV and AIDS; the proportion among males and
females who had heard of HIV was similar across provinces (Appendix 3). Western province
had the highest proportion of respondents who had never heard of HIV compared to other
provinces (12.9 percent of males and 11.5 percent of females).

A fairly high proportion of respondents (approximately four out of five) had correct knowledge
of HIV prevention methods. The majority correctly agreed that HIV can be prevented by not
having sex (84.4 percent of men and 81.4 percent of women), that having one uninfected
partner can prevent HIV (85.5 percent of men and 80.6 percent of women), and that using
condoms consistently can prevent HIV (80.9 percent of men and 76.7 percent of women).
Respondents in Western province were less likely to correctly answer questions about preven-
tion strategies compared to other provinces.
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Over three-quarters of respondents knew that a healthy looking person can have HIV (79.5
percent of men and 78.0 percent of women); however, knowledge of this was lowest in West-
ern province where just 70.1 percent of men and 66.3 percent of women understood this
fact.

Men were significantly less likely to subscribe to myths about whether HIV can be transmit-
ted through mosquitoes and witchcraft compared to women. Overall 70.4 percent of men
correctly responded that HIV cannot be acquired through mosquito bites, compared to 58.9
percent of women; 73.8 percent of men indicated that HIV could not be acquired through
witchcraft compared to 68.8 percent of women. A large proportion of respondents had heard
of antiretrovirals (ARVs): 87.3 percent of men and 87.5 percent of women.

A composite index was developed to measure comprehensive knowledge of HIV similar to the
ZDHS (2007). Respondents were considered to have comprehensive knowledge about HIV
and AIDS if they: i) know that both condom use and limiting sex partners to one uninfected
partner are HIV prevention methods; ii) are aware that a healthy-looking person can have HIV;
and iii) reject the two most common local misconceptions, that HIV and AIDS can be transmit-
ted through supernatural means or through mosquito bites. Comprehensive knowledge was
low and varied significantly across provinces for both males and females. Males and females
in Copperbelt province had the highest comprehensive knowledge of HIV (53 percent and

49 percent), and those in Eastern province had the lowest comprehensive HIV knowledge
(32 percent and 20 percent, respectively) (Figure 1). Significant differences were also found
between males and females overall, where 47 percent of males had comprehensive knowl-
edge of HIV compared to 35 percent of females (Figure 1).

Figure 1 also shows the comprehensive knowledge results of the 2007 ZDHS. The results for
both males and females overall are comparable to those found in this study.

Figure 1. Comprehensive knowledge of HIV and AIDS by province
100 —

80 —

60

Percent

40

20

Copperbelts Easternfs+ Luapulats* Westernfs# All provinces* ZDHS 2007

Il Males M Females [ Total
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*Statistically different between males and females (p<0.05)
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We also assessed knowledge about HIV transmission from mother to child. Women had sig-
nificantly higher knowledge that HIV could be transmitted through breastfeeding (80 percent
of women versus 77 percent of men) (Figure 2). Knowledge about transmission through
breastfeeding was lowest in Western province (59 percent in men and 72 percent in women).

Figure 2. Percent who knew that HIV can be transmitted through breastfeeding
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fStatistically different across provinces for males (p<0.05).
SStatistically different across provinces for females (p<0.05).
*Statistically different between males and females (p<0.05)

Knowledge about drugs to reduce mother to child transmission was extremely low in all prov-
inces, ranging from 36 percent to only 71 percent (Figure 3). However, it was particularly low
in Luapula where only 36 percent of men and 47 percent of women had heard of such drugs.
Across provinces, women were significantly more likely to have heard of drugs that reduce
transmission from a mother to their baby (65 percent of women versus 52 percent of men).
However, in all provinces, the proportion of women who had heard of these drugs was still
quite low, ranging from 47 percent in Luapula Province to 71 percent in Western Province.
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Figure 3. Percent who have heard of drugs to reduce HIV transmission from mother to baby”
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breastfeeding.

Statistically different across provinces for males (p<0.05).

SStatistically different across provinces for females (p<0.05).

*Statistically different between males and females (p<0.05)

HIV Testing
Knowledge of where to get tested for HIV

Figure 4 shows that the majority of respondents knew where to test for HIV (79 percent), but
this proportion varied greatly by sex and province. Across provinces, respondents in Western
province were the least likely to know where they could test for HIV (71 percent) while those
in Eastern were the most likely to know where to test for HIV (86 percent).

Additionally, a significantly lower proportion of male respondents knew where to test for HIV

compared to female respondents (overall 63 percent versus 86 percent). This is likely due to
HIV testing offered to women at ANC services.
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Figure 4. Percent who knows where to test for HIV
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HIV testing history

Figure 5 shows an overall significantly greater proportion of females having ever tested for
HIV and received results compared to males (69 percent versus 53 percent). For women,
this includes those who were tested at ANC centers. Proportions of male and female respon-
dents who ever tested for HIV vary significantly across provinces and by gender within each
province. Western province had the lowest proportion of men who had ever tested for HIV
(40 percent), while Eastern province had the highest proportion (65 percent). Western and
Luapula provinces had the lowest proportion of women who ever tested (approximately two-
thirds), and Eastern province had the highest (76 percent). While women were overall more
likely to have ever tested for HIV, gender disparities in testing are most notable in Copperbelt
and Western provinces.

These results are dramatically higher than the HIV testing rate found in the 2007 ZDHS
results; the overall rates for male and female were 20 percent and 35 percent, respectively.
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Figure 5. Percent ever tested for HIV and received results
100 —

80

60 —

Percent

40

20

Copperbelt's Easternfs# Luapulats* Westernfs# All provinces* ZDHS 2007

Il Males M Females [ Total
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HIV testing outside of ANC settings

Figure 6 shows the proportion of women who were tested for HIV and received results out-
side of the ANC setting. Only about one-half of the women who have ever tested for HIV were
tested outside of the ANC setting; 36 percent were tested for HIV outside of ANC settings
compared to 69 percent who were tested anywhere (including through ANC). This indicates
that a large proportion of women were captured through the ANC system for HIV testing and
explains the higher HIV testing rates among women compared to men.

Figure 6. Percent of women ever tested for HIV (excluding testing at ANC) and received
results by province
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SStatistically different across provinces (p<0.05).
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HIV testing in antenatal clinics

Overall, 76 percent of women who received antenatal services for their last pregnancy also
received testing and their HIV test result (Figure 7). The highest proportion of women receiv-
ing testing and results during antenatal care were in Copperbelt (84 percent) and Eastern
(79 percent) provinces. In Luapula and Western provinces, almost one in three women

who accessed antenatal services did not receive HIV testing (28 percent and 29 percent,
respectively).

Figure 7. HIV testing at antenatal care during last preghancy among females who sought
antenatal services
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Recent HIV testing

Almost all respondents who tested for HIV received the results of their test. Only 2 to5 per-
cent tested for HIV and did not receive results (Appendix 4). Across provinces, among those
who tested for HIV, about one-half had tested within the past 12 months. Rates for the most
part were similar across provinces and sex; however, males in Eastern province had the high-
est proportion that tested more than 12 months ago.

Overall, most respondents received their last HIV test at a government health facility (47.5
percent of males and 50.1 percent of females) or a government hospital (25.6 percent of
males and 26.2 percent of females). However, in Luapula province, virtually all received their
last test at a government health facility (96.2 percent of males and 88.1 percent of females).
A much smaller proportion of respondents used stand alone VCT centers and mobile clinics
(10.8 percent of males and 6.0 percent of females) or private testing services (5.2 percent of
males and 7.1 percent of females) compared to government facilities.
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In Copperbelt province, males were significantly more likely to have last tested at a govern-
ment hospital (21.2 percent of males) compared to females (7.8 percent of females); con-
versely, females in Eastern province were significantly more likely to have last tested at a
government hospital (46.1 percent of females) compared to males (31.2 percent of males).

Correlates of HIV testing

Table 2 shows correlates of having been tested for HIV and receiving results. In multivariate
analysis, those who tested and received results were significantly more likely to be female, liv-
ing in Eastern province, living in a rural area, belonging to the middle economic tier, married
or cohabiting or divorced, having comprehensive knowledge of HIV, and having at least one
sex partner in the last 12 months. Additionally, those who tested and received their results
are significantly more likely to have comprehensive HIV knowledge and more than one sex
partner in the past year.

Sexual Behaviors
Sexual activity

Appendix 5 shows sexual encounters by province and sex. The majority of respondents
engaged in sex at least once in their lifetime (84.8 percent of males and 87.0 percent of
females). In all provinces, the rate of ever having had sex ranged from approximately 80 to 90
percent.

Early sexual debut

Among youth aged 15-24 years, 22.2 percent of males and 15.8 percent of females engaged
in early sexual debut (before the age of 15). There was significant variation in early sexual
debut across provinces, but no difference between males and females within each province
or overall. Western province had the highest proportion of youth engaging in early sexual
debut (39.3 percent for males and 25.4 percent for females), while Copperbelt province had
the lowest rate of early sexual debut (around 7.0 percent).

Recent sexual activity

The majority of respondents were sexually active in the past 12 months (78.2 percent of
males and 80.1 percent of females); this did not vary significantly across provinces.
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Table 2. Correlates of HIV testing and receiving results (including ANC testing) by
key variables

HIV tested Odds p-value Adjusted p-value
Ratio Odds Ratio

Sex

Male 52.8 1.0 1.0

Female 68.9 2.0 <0.001 2.4 <0.001
Age

15-24 53.4 1.0 1.0

25+ 70.2 2.1 <0.001 1.2 0.238
Province

Copperbelt 65.2 1.0 1.0

Eastern 72.7 1.4 <0.01 1.7 <0.01

Luapula 61.8 0.9 0.199 0.9 0.673

Western 54.7 0.6 <0.001 0.9 0.760
Residency

Urban 58.7 1.0 1.0

Rural 66.0 1.4 <0.001 1.8 <0.001
Education

No education/Primary 65.1 1.0 — —

Secondary or higher 61.5 0.9 0.077
Wealth index

Lower 59.6 1.0 1.0

Middle 70.9 1.7 <0.001 1.5 <0.01

Higher 63.6 1.2 0.074 2.3 <0.001
Marital status (n=1,745)

Never married 43.5 1.0 1.0

Married/Co-habiting 74.9 3.9 <0.001 2.2 <0.001

Divorced/Widowed/Separated 61.5 2.1 <0.001 2.0 <0.01
Had comprehensive HIV knowledge

Yes 68.4 1.4 <0.001 1.5 <0.01

No 60.3 1.0 1.0
Number of partners in last 12 months (n=1,685)

None 29.8 1.0 1.0

One 73.6 5.3 <0.001 3.2 <0.001

Two or more 68.6 3.6 <0.001 3.0 <0.001
Had non-regular partner last 12 months (n=1,686)

Yes 63.4 0.9 0.813 — —

No 65.6 1.0

Among those who had sex in the last 12 months, 22.0 percent of men and 7.6 percent of
females had more than one sex partner (Figure 8). Prevalence of multiple sex partners was



significantly lower among females than males in all provinces. Males and females in Western
province had the highest rate of multiple partners (35.4 percent of males and 17.8 percent
of females) and Luapula had the lowest prevalence (7.8 percent of males and O percent of
females). Overall, among those who had more than one sex partner in the past 12 months,
condom use at last sex was extremely low. However, females were significantly more likely to
use a condom at last sex than males (29.2 percent versus 6.3 percent) (Appendix 5).

Figure 8. Percentage who had 2 or more sex partners in the last 12 months (among those

who had sex in the last 12 months)
Statistically different across provinces for males (p<0.05).
SStatistically different across provinces for females (p<0.05).
*Statistically different between males and females (p<0.05).
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Table 3 shows the distribution of having multiple partners in the last 12 months among those
who were sexually active during this same time frame. Having multiple partners was signifi-
cantly more common among men, and among those from Eastern and Luapula province,
living in a rural area, and in the lower and middle tiers of wealth. Having multiple partners
was not significantly associated with age, education, marital status, HIV knowledge, or sexual
debut.
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Table 3. Having sex with two or more partners in the last 12 months among those who had
sex in the last 12 months (n=1,272)

Sex
Male 22.0 1.0 1.0
Female 7.6 0.3 <0.001 0.2 <0.001
Age
15-24 13.6 1.0 1.0
25+ 11.5 0.8 0.288 1.2 0.489
Province
Copperbelt 10.1 1.0 1.0
Eastern 12.6 1.3 0.313 1.2 0.506
Luapula 2.6 0.2 <0.001 0.2 <0.01
Western 23.3 2.7 <0.001 2.5 <0.001
Residency
Urban 10.4 1.0 1.0
Rural 12.9 1.3 0.213 1.7 <0.05
Education
None or primary 10.2 1.0 1.0
Secondary or higher 14.5 1.4 <0.05 1.1 0.749
Wealth index
Lower 12.1 1.0 — —
Middle 12.2 1.0 0.0957
Higher 12.3 1.0 0.900
Marital status
Never married 21.6 1.0 1.0
Married/Co-habiting 9.7 0.4 <0.001 0.5 <0.01
Divorced/Wid’'d/Separated 13.6 0.6 0.158 0.9 0.824
Had comprehensive HIV
knowledge
Yes 11.7 11 0.476 1.2 0.289
No 13.1 1.0 1.0
Had sex before age 15 year
Yes 19.2 2.0 <0.01 1.4 0.195
No 10.9 1.0 1.0
Drunk at last sex (self or
partner)
Yes 17.4 1.6 <0.05 21 <0.01
No 11.6 1.0 1.0
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Non-regular partners

Respondents were asked about the nature of the relationship with their last three sex part-
ners in the last 12 months. Among those who had sex in the last 12 months, men were
significantly more likely than women to have had sex with a non-regular partner (a hon-mari-
tal, non-cohabiting partner) (31.4 percent versus 24.3 percent) (Figure 9). Similar to multiple
partnerships, overall, Western province had the highest prevalence of non-regular partner-
ships in the past 12 months (approximately 50 percent for both men and women) compared
to all other provinces. Western province also had the highest rate of extramarital sexual part-
nerships (17 percent) (Appendix 5). Luapula had the lowest rate of having non-regular part-
ners among both men (13.3 percent) and women (6.1 percent). While men were significantly
more likely than women to have a non-regular sex partner in Eastern (34.8 percent versus
10.1 percent) and Luapula (13.3 percent versus 6.1 percent) provinces, interestingly, men
and women were equally likely to have non-regular partners in Copperbelt (approximately 20
percent) and Western (approximately 40 percent) provinces. Although condom use with their
last non-regular sex partner was low for both men and women, it was significantly more com-
mon for women than for men (38.2 percent versus 22.9 percent) (Appendix 5).

Figure 9. Percentage who had non-regular sex partner(s) in the last 12 months (among
those who had sex in the last 12 months)
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TStatistically different across provinces for males (p<0.05).
SStatistically different across provinces for females (p<0.05).
*Statistically different between males and females (p<0.05).

Table 4 shows the distribution of having a non-regular sex partner in the last 12 months
among those who were sexually active during this time period. Having non-regular sex part-
ners was significantly higher among men (31.4 percent), younger persons (48.4 percent), res-
idents of Western province (51.3 percent), urban residents (31.5 percent), educated persons
(37.5 percent), wealthier persons (31.4 percent), and never married persons (97.4 percent).
Those who had early sexual debut (39.4 percent) and had multiple sex partners in the past
12 months (83.2 percent) were also significantly more likely to have non-regular sex partners.
Comprehensive HIV knowledge was not associated with having a non-regular sex partner.
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Table 4. Had non-regular sex partner in the last 12 months among those who had sex in the
last 12 months (h=1,274)

Had non-regular sex Odds p-value  Adjusted p-value
partner Ratio Odds
Ratio
Sex
Male 31.4 1.0 1.0
Female 24.3 0.7 <0.01 0.8 0.347
Age
15-24 48.4 1.0
25+ 16.7 0.2 <0.001 0.1 <0.001
Province
Copperbelt 25.6 1.0 1.0
Eastern 17.0 0.6 <0.05 0.4 <0.01
Luapula 8.5 0.3 <0.001 0.3 <0.001
Western 51.3 3.1 <0.001 2.2 <0.001
Residency
Urban 315 1.0 1.0
Rural 24.6 0.7 <0.05 0.8 0.292
Education
None/Primary 16.8 1.0 1.0
Secondary or higher 375 3.0 <0.001 2.8 <0.001
Wealth index
Lower 25.7 1.0
Middle 21.2 0.8 0.139 — —
Higher 314 1.3 0.050
Had comprehensive HIV knowledge
Yes 27.4 1.1 0.559 1.0 0.957
No 25.9 1.0 1.0
Had sex before age 15 years
Yes 39.4 2.0 <0.001 1.8 <0.01
No 24.3 1.0 1.0
Number of partners in last 12
months
1 18.7 1.0 1.0
2+ 83.2 21.6 <0.001 34.5 <0.001
Drunk at last sex (self or partner)
Yes 31.0 1.2 0.371 1.1 0.805
No 26.2 1.0 1.0

Table 5 shows correlates of condom use with the last partner among those sexually active
in the past 12 months. Respondents significantly more likely to use condoms were female,
younger (15-24 years old), residing in Eastern province, more educated, and had never been



married. Those who had been physically or sexually abused were less likely to have used a
condom at last sex. Comprehensive HIV knowledge, sexual debut, multiple partners, having
a non-regular sex partner, and alcohol use with sex partner were not significantly associated
with condom use at last sex. Simply knowing where to get condoms was not associated with
actual condom use; however, affirmation that they could get condoms if they wanted to was
strongly associated with condom use.
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Table 5. Condom use with last partner among those who had sex in the last 12 months (h=1,211)

Used condom with Odds p-value Adjusted p-value
last sex partner Ratio Odds Ratio
Sex
Male Bl 1.0 <0.001 1.0
Female 16.6 3.7 6.1 <0.001
Age
15-24 23.1 1.0 1.0
25+ 8.7 0.3 <0.001 0.6 <0.05
Province
Copperbelt 10.14 1.0 1.0
Eastern 16.9 1.8 <0.05 2.8 <0.001
Luapula 6.3 0.6 0.093 0.8 0.593
Western 20.7 2.3 <0.001 1.6 0.052
Residency
Urban 171 1.0 1.0
Rural 11.9 0.7 <0.05 0.8 0.187
Education
None/Primary 9.6 1.0 1.0
Secondary or higher 17.6 2.0 <0.001 1.6 <0.05
Wealth index
Lower 11.8 1.0
Middle 11.2 0.9 0.779 — —
Higher 16.8 1.5 <0.05
Marital status
Never married 323 1.0 1.0
Married/Co-habiting 8.2 0.2 <0.001 0.4 <0.05
Divorced/Wid’d/Separated 20.0 0.5 0.059 0.8 0.499
Had comprehensive HIV knowledge
Yes 12.9 11 0.651 — —
No 13.8 1.0
Had sex before age 15 years
Yes 13.0 1.3
No 15.8 1.0 0.286 — —
Number of partners in last 12 months
1 12.9 1.0 — —
2+ 16.6 1.3 0.220
Had non-regular partner in the last 12
months
Yes 27.2 4.1 <0.001 1.8 0.103
No 8.3 1.0 1.0
Drunk at last sex (self or partner)
Yes 17.4 1.4 0.141 — —
No 12.8 1.0
Know where to get male condom
Yes 13.6 1.2 — —
No 11.9 1.0 0.608
Can get a male condom if wanted to
Yes 15.0 1.6 <0.05 2.1 <0.01
No 9.8 1.0 1.0
Ever been physically or sexually abused
(females only)
Yes 15.1 0.5 <0.01 % &3
No 25.5 1.0

*Variable not included in final model as it is only for females.



Condom Accessibility

Overall, over 85 percent of men and women in all provinces reported they knew where to
get a condom (Figure 10). In general, there were no differences in knowing where to obtain
condoms by sex.

Figure 10. Percent who knew where to get condoms by province and sex
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Knowing where to obtain condoms does not necessarily equate to being able to obtain
condoms if he/she wanted to. Approximately three-quarters of men and one-half of women
reported they could obtain a condom if they wanted to (Figure 11); this decreased by approx-
imately 15 percent in men and 29 percent in women from those who knew where to obtain a
condom. In all provinces, while there was little difference in knowing where to obtain con-
doms between men and women, there was a significant difference between men and women
in their reported ability to obtain a condom if they wanted to. Men were more likely to report
being able to obtain a condom then women (72 percent versus 57 percent); the difference
was seen in all provinces.
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Figure 11. Percent who could obtain a condom if wanted to by province and sex
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Perceptions regarding abstinence and faithfulness

Respondents were asked about their values regarding abstinence and faithfulness and how
it compared to what they perceive truly happens in their community. The majority of men and
women believed that both men and women should wait to have sex until they are married
(over 80 percent) (Figure 12). However, only 10-15 percent thought that men or women actu-
ally do wait until they are married.

Figure 12. Percent agreement with abstinence statements by sex
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*Statistically different between males and females (p<0.05).
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Similar results were found regarding whether married men and women should have sex only
with their wives or husbands, respectively (Figure 13). Again, while approximately 90 percent
believed so, only 14-28 percent thought that most married men/women actually have sex
only with their wives/husbands.

Figure 13. Percent agreement with faithfulness statements by sex
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*Statistically different between males and females (p<0.05).

Gender Relations

Gender equitable attitudes

The GEM Scale was used to measure traditional attitudes toward gender norms related to
HIV and AIDS and pregnancy prevention, violence, sexual relationships, domestic chores

and caregiving, and homosexuality (Pulerwitz and Barker 2008). A typical item is “There are
times when a woman deserves to be beaten” and “A man should have the final word about
decisions in his home.” A low equity score reflects having low gender equity (i.e., supporting
inequitable gender norms). Figure 14 shows the proportion of respondents who had low gen-
der equity attitudes by sex and province.

Slightly over one-third of all respondents (37 percent) scored in the lowest tertile of the GEM
scale, indicating that 37 percent supported inequitable gender norms. Men were slightly
more likely to support inequitable norms in all provinces except Luapula, where 60 percent
of women support inequitable norms compared to 46 percent of men. Copperbelt had the
lowest proportion of men and women supporting inequitable norms, while Luapula had the
highest proportion supporting inequitable norms.
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Figure 14. Percent who supported inequitable gender norms by province and sex
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Figures 15 and 16 illustrate that higher risk sexual behaviors were associated with support
for inequitable gender norms. Those who had two or more sex partners in the last 12 months

and those who were intoxicated at last sex were significantly more likely to support inequita-
ble gender norms.

Figure 15. Percent who supported inequitable gender norms by number of sex partners in
the last 12 months (n=1,687)
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Figure 16. Percent who supported inequitable gender norms by drunkenness at last sex in
the last 12 months (n=1,399)
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Rape myths

Figure 17 shows the proportion of respondents who strongly agreed, agreed, disagreed, and
strongly disagreed with the four rape myth statements—statements that essentially blame
women for the sexual violence they experience. Almost half of all respondents (48 percent)
either strongly agreed or agreed with the statement, “If a woman doesn’t fight back, you can’t
really say it was rape.” And 38 percent of respondents strongly agreed or agreed with the
statement “In any case, one would have to question whether the victim is promiscuous or has
a bad reputation.”

Figure 17. Percent who agreed to the rape myths statements (n=2,349)
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Figure 18 shows the proportion of respondents who agreed or strongly agreed with zero, one,
two, three, or four of the rape myths listed above. Approximately 62 percent of respondents
agreed with one or more rape myths and 14 percent agreed with all four.
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Figure 18. Number of rape myths supported by respondents, % (n=2,349)
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Figure 19 shows the proportion of respondents who supported rape myths by province and
gender. Respondents who agreed to at least two of the rape myths were considered to gener-
ally support rape myths; in other words, they blame women for the rape that women experi-
ence. Overall, 42 percent of all respondents supported rape myths with a significantly higher
proportion of males supporting these beliefs compared to females (46 percent of males
versus 40 percent of females). However, in Eastern province women were significantly more
likely than men to support rape myths (50 percent of women and 38 percent of men).

Males and females support of rape myths varied significantly across provinces. Western prov-
ince had the largest proportion of males supporting rape myths compared to males in other

provinces, while Eastern province had the highest proportion of females supporting rape
myths compared to females in other provinces.

Figure 19. Percent who supported rape myths by province and sex
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*Statistically different across provinces for males (p<0.05).
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*Statistically different between males and females (p<0.05).
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Women experiencing physical and sexual violence

Figure 20 shows the proportion of women who had experienced physical abuse (ever and in
the past 12 months). Overall, a high proportion of women experienced physical abuse in their
lifetime (35 percent) with 5 percent having experienced abuse in the past 12 months. The
highest proportion of woman who experienced physical abuse was in Eastern province (42
percent ever and 11 percent in the past 12 months).

Figure 20. Percent of women who experienced physical abuse in their lifetime and in the
last 12 months (h=1,224)
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Figure 21 shows the proportion of women who experienced sexual abuse in their lifetime and
in the past 12 months. About one in five respondents (19 percent) experienced sexual abuse
at least once in their lifetime and 1 percent experienced sexual abuse in the past 12 months.

Figure 21. Percent of women who experienced sexual abuse in their lifetime and in the
last 12 months (n=1,224)
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Note: Not statistically different across provinces for sexually abused ever or in last 12 months.

40 m ZPI Baseline Household Survey



Table 6 shows the proportion of women who were abused, either physically or sexually, and
the proportion who sought services to stop the abuse. Approximately two out of three females
experienced physical and/or sexual abuse in their lifetime (68.1 percent). A high proportion
of females in all provinces (over 50 percent) have ever been physically or sexually abused;
however, females in Copperbelt (78.0 percent) and Eastern (74.0 percent) experienced sig-
nificantly more abuse than females in other provinces.

Despite these high levels of experience of abuse, very few women sought help or services

to stop the perpetrators of abuse. Among those abused, only 14.9 percent sought help;
females in Eastern (20.9 percent) and Western (18.4 percent) provinces demonstrated more
help-seeking behavior while those in Luapula demonstrated the least amount of help-seeking
behavior (7.9 percent). Of those who sought help, the vast majority sought help from their
own family members (60 percent) or from their husband’s family (24 percent). Only 6 percent
sought help from police (Figure 22).

Table 6. Women'’s lifetime experience of physical or sexual abuse and help-seeking behavior
by province

Ever physically or sexually abused 78.01 74.07 58.8f 54.91 68.1
Sought help to stop perpetrator(s) (n=355) (n=191) (n=114) (n=174) (n=834)
from abuse 1211 20.9* 7.9 18.4 14.9

TStatistically different across provinces (p<0.05).

Figure 22. Percent of women who sought help from various sources among those who
sought help after experiencing physical or sexual abuse (n=126)
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Table 7 shows factors associated with females having been physically and/or sexually
abused. Females residing in a rural area and who were divorced, widowed, or separated or
married/cohabiting were more likely to have experienced abuse. Age, education, and wealth
were not associated with having been abused.

Table 7. Correlates of having been physically or sexually abused in their lifetime (n=1,224)

Ever experienced physical p-value
or sexual abuse

Age
15-24 68.2 0.950
25+ 68.1

Residency
Urban 63.8 <0.05
Rural 70.8

Education
None or primary 69.2 0.532
Secondary or higher 67.5

Wealth index
Lower 71.6 0.103
Middle 65.0
Higher 66.3

Marital status
Never married 54.0 <0.01
Married/Co-habiting 64.3
Divorced/Widowed/Separated 70.6

Men were asked whether they agreed to specific statements justifying wife beating for vari-
ous reasons such as wife going out without telling him, wife neglecting him, or wife refusing
to have sex with him. Approximately one-third of male respondents agreed to at least one of
the reasons that wife beating is justified (Figure 23).



Figure 23. Percent of men who believe that wife beating is justified for various reasons
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Alcohol and Drugs

Table 8 shows alcohol and drug use by province and sex. Overall, men were significantly more
likely to use alcohol and be intoxicated in the past four weeks compared to women (28.3 per-
cent of men and 4.9 percent of women). This difference between genders was significant in
all provinces. Similarly, males were significantly more likely to have an alcohol problem (30.4
percent) compared to women (8.3 percent); the differences between males and females
were found to be significant overall and at the province level. Copperbelt and Eastern prov-
inces had the highest proportion of males with an alcohol problem (38.6 percent and 35.9
percent respectively).

While drug use was not common, 8.6 percent of males and 0.3 percent of females used
drugs once in their lifetime, and men were overall significantly more likely to have ever used
drugs compared to females. This was also true within each province. While a small proportion
of those who ever used drugs reported getting high in the past four weeks (6 percent) virtu-
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Contraception and Pregnancy

Overall, the majority of both males and females have heard of methods that men or women
can use to avoid pregnancy (over three-quarters). Those in Western province were the least
likely to have heard of such methods (Figure 24).

Figure 24. Percent of respondents who have heard of methods women or men can use to
avoid pregnancy by province and sex
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TStatistically different across provinces for males (p<0.05).
SStatistically different across provinces for females (p<0.05).
*Statistically different between males and females (p<0.05).

Among women who have heard of contraceptives, overall, nearly one-half have ever used
some kind of contraceptive method and about one-quarter were currently using some
method (Table 9). Women in Luapula were the least likely to have ever used or to be currently
using any contraceptive method. However, women in Luapula, in fact, were also more likely
to have wanted their last pregnancy (66.4 percent) compared to some of the other prov-
inces like Copperbelt and Eastern where only 33-45 percent wanted their last pregnancy.

In further exploring unintended pregnancies by age and marital status, we found that it was
unmarried younger females who had the highest rate of unintended pregnancies (77-85
percent compared to approximately one-half of all other females) (Figure 25).

Challenges in obtaining contraceptives were most commonly reported by women in Copper-
belt (23.0 percent). The most common challenges cited were long waiting times at facility
(26.9 percent),periodic stock-outs at facility (23.8 percent), and high cost of service (10.4
percent) (data not shown). The majority of women (96.8 percent) had never heard of Postinor
2, the emergency contraceptive pill.

The majority of women attended antenatal care for their last pregnancy (over 90 percent in
all provinces) (Table 9); however, only 37.5 percent attended the four recommended ANC
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visits. Eastern province had the highest percentage of women with less than the four rec-
ommended ANC visits (54.6 percent). Eastern province also had the highest percentage
of women who gave birth to a live child who later died (35.4 percent) compared to other

provinces.

Table 9. Contraception use and antenatal care among women by province

Copperbelt Eastern Luapula Western
(n=569) (n=325) (n=326) (n=374)
% % % %
Ever used any method to avoid/ 52.0f 54.5f 27.3F 43.51
delay pregnancy
Currently using method to avoid/ 29.71 26.87 15.0f 23.11
delay pregnancy
Who decided type of family (n=165) (n=86) (n=49) (n=85)
planning/spacing method
Mainly self 29.71 16.37 32.71 37.71
Main|y partner 17.0 11.6 6.1 8.2
Jointly 52.7 64.0 61.2 52.9
Other 0.6 8.1 0.0 1.2
Faced any challenges in getting 23.0 15.1 12.2 10.6
contraceptive method
Pregnancy intention (at last birth) (n=383) (n=285) (n=274) (n=265)
Wanted to be pregnant 33.21 45.21 66.47 62.67
Wanted to wait until later 35.4 35.8 23.5 24.8
Did not want to get pregnant 314 19.0 10.1 12.6
at all
Attended antenatal care for last 97.11 92.51 92.2t 96.17
pregnancy
Had <4 ANC visits (among 26.71 54.67 33.2f 39.4f1
those who attended ANC for last
preghancy)
Gave birth to a child (born alive) (n=383) (n=285) (n=274) (n=265)
but later died 18.5 35.4 28.8 24.5
Whom seen for antenatal care at
last pregnancy
Doctor 9.8f 20.0f 18.0f 12.21
Clinical officer 12.5 13.1 19.6 15.8
Nurse/Midwife 87.0° 73.91 58.0f 82.61
Traditional birth attendant 0.57 1.0t 16.41 2.41

All provinces
(n=1,594)
%

45.4

24.5

(n=385)

28.8
12.5
56.4

2.3

171

(n=1,207)
50.07
30.5
19.5

94.6

37.5

(n=1,207)
26.2

14.5
14.9
76.5

4.8

TStatistically different across provinces (p<0.05).




Figure 25. Percent of unintended pregnancy by age and marital status
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Women who reported some type of contraceptive use were most likely to report using the
pill or injectables. Other types of contraception not included in Figure 26 were mentioned
by less than 5 percent of women using any contraceptives; these include male and female
sterilization, intrauterine devices, female condoms, diaphragm, foam/jelly, withdrawal, and
emergency contraception.

Figure 26. Types of contraception currently used among women using some method to

avoid or delay pregnancy by province
80 —

60 —

Percent

40

20

4 2 1

Copperbelt Eastern Luapula Western

All provinces
(n=165) (n=86) (n=49) (n=85) (n=385)

M Pillt M Injectables’ M Implantst Ml Male condom' [l Lactational Amen Method™ [l Rhythm?

fStatistically different across provinces (p<0.05).

Men’s perspective on contraception

We examined men’s attitudes toward contraception as a potential barrier to contraceptive
use. Figure 27 shows that indeed a fairly high proportion of men (18 percent) think that
contraception is women’s business and 32 percent think that women who use contraception
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may become promiscuous. Men in Eastern were more likely to hold these views compared to
men in other provinces. Fears about women becoming promiscuous due to contraceptive use
was more common in all provinces than contraception being a woman’s business.

Figure 27. Men'’s views regarding contraception by province and sex”
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48

Percent

Copperbelt Eastern Luapula Western All provinces
(n=252) (n=115) (n=126) (n=112) (n=605)
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fStatistically different across provinces (p<0.05).

Male Circumcision

Figure 28 shows the percent of male respondents who are circumcised. While only 18 per-
cent of respondent overall were circumcised, almost half of male respondents were circum-
cised in Western province (47 percent). This is a significantly higher proportion of circumci-
sion compared to other provinces, where only 5-14 percent of males were circumcised.

Figure 28. Percent of male respondents who reported having been circumcised
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Figure 29 shows the age distribution of males who were circumcised. Most circumcised

males were young boys and adolescents. Relatively few infant and adult circumcisions were
reported.

Figure 29. Age of circumcision as reported by circumcised male respondents (n=151)
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As seen in Figure 30, the majority of male circumcisions were performed by a traditional
circumcisor (60 percent), while 35 percent were performed by a doctor. A small proportion of
circumcisions were performed by trained nurses or midwives.

Figure 30. Persons who performed circumcision as reported by circumcised male
respondents (n=151)

Traditional Doctor Trained nurse/ Other
circumcisor midwife

Table 10 shows the distribution of male circumcision by select socio-demographic and sexual
risk characteristics. Men who reported having been circumcised were significantly more likely
to have no comprehensive knowledge of HIV, and have two or more partners and have a
non-regular sex partner in the last 12 months. Given these findings, it is important to know
whether there is greater sexual risk taking due to a false sense of security in thinking that
one is protected from HIV infection due to circumcision. Circumcision status did not vary by
age, residency, education, wealth, or marital status.
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Table 10. Self-reported circumcision among male respondents (n=821)

Age
15-24 21.6 1.0 1.0
25+ 16.5 0.7 0.066 0.5 0.026
Province
Copperbelt 14.0 1.0 1.0
Eastern 5.6 0.4 0.011 0.1 0.002
Luapula 5.1 0.3 0.003 0.5 0.074
Western 47.2 5.5 <0.001 7.3 <0.001
Residency
Urban 14.9 1.0 1.0
Rural 20.4 1.5 0.05 1.7 0.081
Education
None or primary 20.8 1.0 1.0
Secondary or higher 17.0 0.8 0.181 0.6 0.115
Wealth index
Lower 20.7 1.0
Middle 20.5 1.0 0.952 — —
Higher 15.1 0.7 0.058
Marital status
Never married 25.5 1.0
Married/Co-habiting 171 0.6 0.018 — —
Divorced/Wid’'d/Separated 13.3 0.4 0.303
Had comprehensive HIV knowledge
Yes 12.5 0.5 <0.001 0.6 0.040
No 23.8 1.0 1.0
Number of partners in last 12 (n=514)
months
None 16.8 1.0 1.0
One 17.6 1.1 0.855 1.5 0.263
Two or more 36.8 2.9 0.002 3.0 0.011
Had non-regular partner last 12 (n=514)
months
Yes 34.4 2.7 <0.001 — —
No 16.2 1.0
Condom use at last sex (n=379)
Yes 15.0 0.7 0.511
No 21.2 1.0 — —
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Economic Empowerment

Economic empowerment was examined in order to determine the level of economic disparity
between male and female partners among those who are married or cohabiting. Appen-

dix 6 contains details of the results of the economic empowerment section. Respondents
were asked about whether they were earning any money (whether paid in cash or in kind).
Among those who were married or cohabiting, there was a significantly higher proportion of
males who were not earning any money compared to females in all provinces except Cop-
perbelt (Figure 31). Overall, 28 percent of males reported they were not earning any money
as opposed to 12 percent of females. The province with the highest proportion of males

not earning anything was Luapula. This finding requires further investigation and may merit
clarifying questions to be added to the follow-on surveys. Luapula also had the lowest propor-
tion of females not earning any money. Earning with in-kind compensation such as housing
or food is not unusual in a rural province like Luapula. The province that had the most similar
proportion of those not earning any money was Copperbelt.

Figure 31. Percent not earning any money among male and female respondents who are
married or cohabiting
60 —
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TStatistically different across provinces for males (p<0.05).
SStatistically different across provinces for females (p<0.05).
*Statistically different between males and females (p<0.05).

Those who were married or cohabiting and earning money were asked about decision mak-
ing related to how their earnings are spent. Overall, over one-half of males and females in all
provinces indicated that the decision was made jointly with their spouses (Figure 32). Lua-
pula had the highest proportion of males (65 percent) and females (69 percent) who indi-
cated the decision was made jointly compared to the other provinces (approximately 45-60
percent). In Copperbelt, it appears that women are more likely to be decision makers regard-
ing earnings compared to the men; 24 percent of men (compared to 11 percent of women)
indicated that their spouse/partner made the decisions about their earnings and 32 percent
of women (compared to 20 percent of men) indicated that they made their own decisions
about their own earnings. However, in Eastern, it was the opposite: 35 percent of women
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(compared to 9 percent of men) indicated that their spouse/partner made the decisions
about their own earnings and 32 percent of men (compared to 15 percent of women) indi-
cated they made their own decision about their own earnings. Therefore, women appear to
have more control over earnings (whether their own or their spouses) in Copperbelt, whereas
women in Eastern appear to have less control over their or their partners’ earnings. Those in
Luapula, however, engage in more joint decision making about earnings. Western province
appears to be different in that while a high proportion of women indicate they make their own
decisions about their own earnings (33 percent), a high proportion (22 percent) also indi-
cated that their spouses make the decision on their earnings.

Figure 32. Decision on how the money one earns will be used among married and
co-habiting participants who were earning money
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fStatistically different across provinces for males (p<0.05).
SStatistically different across provinces for females (p<0.05).
*Statistically different between males and females (p<0.05).

Men and women who are married and living with their spouse or cohabiting were asked who
makes the final decisions regarding food and clothing as well as on large investments such
as a car or house. Overall, Luapula and Western provinces had higher proportions of men
and women who indicated that these decisions were made jointly compared to other prov-
inces (Figures 33 and 34). Interestingly, in all provinces, women were more likely than men
to indicate that these decisions were made jointly. Overall, men were more likely than women
to indicate that they made these decisions and in support of that, women were more likely
than men to indicate that their spouses made these decisions. This was particularly true for
decisions related to major household investments.
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Figure 33. Who has the final say on how you spend money on food and clothing among
married and cohabiting participants

100

Copperbelt Eastern Luapula Western
Males™* Females$* Males™ Females$* Males™ Females$* Males' Females$

M Self M Spouse/Partner M Jointly 7] Other

Statistically different across provinces for males (p<0.05).
SStatistically different across provinces for females (p<0.05).
*Statistically different between males and females (p<0.05).

Figure 34. Who has the final say on how you spend money on large investments like car or
house among married and co-habiting participants
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Women who were married or cohabiting were asked about who makes the final decisions
related to health care and daily household purchases. It was again Luapula that showed the
highest proportion of respondents who indicated that health care decisions (81 percent) and
daily purchases decisions (70 percent) were made jointly with their spouses compared to
other provinces (Figure 35). Additionally, Copperbelt had the highest proportion of females
who indicated they made these decisions themselves, whereas Eastern had the highest pro-

portion who indicated that their spouses/partners made these decisions compared to other
provinces.

Figure 35. Who makes the decisions about health care among married and co-habiting
female participants
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CONCLUSIONS AND RECOMMENDATIONS

Gaps in HIV knowledge remain; however, knowledge is not sufficient for
behavior change

While the majority of respondents had heard of HIV and AIDS, knew HIV prevention strate-
gies, and refuted common myths about HIV, comprehensive knowledge of HIV and AIDS was
low in all provinces (approximately 50 percent or less). The data presented in this report also
showed that approximately 15-25 percent of men and women answered questions on HIV
prevention concepts incorrectly. A greater proportion correctly refuted the common myths
about HIV. This demonstrates a need for improved HIV knowledge and education, particularly
in Eastern province, which had the lowest overall comprehensive knowledge of HIV and AIDS.
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Use of evidence-based methods such as individual or small group level interventions and par-
ticipatory learning and action approaches (PLA) are highly recommended as they can likely
match knowledge levels with practice (YouthNet/Family Health International 2006).

It is worrisome that women had lower overall comprehensive knowledge of HIV. Women

were less likely than men to correctly agree that using condoms and having one uninfected
partner prevented HIV and more likely than men to believe misinformation about HIV trans-
mission through mosquitoes and witchcraft. However, regardless of this lower knowledge of
HIV prevention and transmission, women were less likely to have multiple sex partners in the
last 12 months and more likely to use condoms, which is consistent with the UNGASS 2010
Zambia Country Report (National AIDS Council 2010). It should be further noted that while
having correct knowledge of HIV prevention and transmission is important, it is not sufficient
for practicing HIV preventive behaviors. Our results consistently indicated that comprehensive
knowledge was not associated with having multiple partners, having a non-regular sex part-
ner, or condom use. Therefore, while HIV programs aim to increase correct knowledge of HIV,
behavior change communication must go beyond improving knowledge alone. Programs must
address various other precursors to behavior change and address concepts based on behav-
ior change theories such as motivation to change, improved perception of risk, intention to
reduce risk, and building the skills needed to protect themselves and others. More impor-
tantly, studies have shown that behavior change is most effective when targeted at multiple
levels. Programs must target not only the individuals but also the community (i.e., altering
norms and behaviors of social groups, increasing access to services that reduce transmis-
sion such as STl treatment and male circumcision).

Greater awareness of PMTCT is needed

Knowledge that HIV can be transmitted through breast milk was fairly high. However, a

large proportion of both men and women do not know of drugs that reduce mother to child
transmission of HIV during pregnancy. This knowledge was low even among women; only 65
percent had heard of drugs to prevent transmission to a baby. Information and education
about PMTCT, including education on transmission during pregnancy, and prevention must be
accessible to women,especially during pregnancy through antenatal care.

While HIV testing has increased, increasing testing is needed,
particularly in men

This study shows that overall one in five people still do not know where to be tested for HIV
and a significant proportion of these are men. Not surprisingly, a significantly lower proportion
of men also never tested for HIV, with Copperbelt and Western showing the greatest need for
improved testing rates. This could be due to men utilizing health services less frequently than
women and having no equivalent to routine opt-out testing within ANC. All provinces should
consider conducting male-focused information and testing campaigns. Further, testing ser-
vices should be evaluated to determine whether they are meeting the unique needs of men
for HIV testing and sexual health. Male-centered/sensitive HIV counseling and testing pro-
motional campaigns should be considered. In addition to communication strategies, collabo-
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rating with clinics and clinical technical assistance partners in HCT outreach events, special
Male Testing Days, or the like should be considered. ZPI has engaged a Male Involvement
Officer who will spearhead initiatives aimed at increasing male participation in various HIV
prevention interventions including HCT in outreach and ANC settings (with spouses). Further,
as in other African countries, in Zambia it is time to begin exploring other risk pathways,
including through same-sex encounters.

Because about one in four women had also never tested for HIV, additional research should
be conducted in areas of low testing uptake to determine barriers for both men and women.
Results of this research show a strong preference for testing at government hospitals or
health facilities, indicating stand alone VCT centers and mobile clinics may be underutilized
or inaccessible. Further evaluation of these facilities may be needed to determine how they
can increase testing among those not currently accessing testing services.

This study found higher testing rates compared to the 2007 ZDHS. This may indicate that HIV
testing campaigns have improved testing since 2007. Although the increased testing trend
compared to the 2007 ZDHS is encouraging, all provinces should aim to further increase
testing. Findings related to testing behaviors are consistent with findings on knowledge of
testing sites. While remaining aligned with national priorities and strategies, ZPI's commu-
nication strategies promoting testing should include specific information on where the local
population can get tested in addition to the importance of knowing one’s status. Adding to
the knowledge base in Zambia on HIV testing behavior, results from this ZPI study provide
useful insight and data that can inform existing and future NAC communication strategies.

Interestingly, Eastern province—which showed the lowest rates of comprehensive HIV knowl-
edge—showed the highest overall and male testing rates. Understanding why this is the case
may inform interventions and communication strategies in other provinces.

Our findings also suggest that testing promotion should be targeted at unmarried, urban pop-
ulations of lower socio-economic status.

HIV testing at ANC can be improved

While the majority of women in all provinces (over 90 percent) attended ANC for their last
pregnancy, approximately 15-30 percent were not tested for HIV. ZPI should continue to
collaborate with clinics and clinical technical assistance partners to implement effective com-
munication and support interventions to increase ANC-based testing.

Luapula and Western provinces in particular had the lowest HIV testing rates at ANC. Interest-
ingly, it was also in Luapula where a larger proportion of women who sought ANC saw tradi-
tional birth attendants rather than doctors, nurse/midwives, or clinical officers, unlike women
in other provinces. HIV programs should work with traditional birth attendants to encourage
women to get tested for HIV. This may be through TBAs getting trained to provide HIV counsel-
ing and testing or through accompanying their patients for HIV testing.
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Programs are needed to delay first sex

With early sexual debut most prevalent in Western province (39.3 percent of male and 25.4
percent of female youths had had sex before age 15) and this province also having higher
sexual risk behavior, a priority should be youth-centered behavioral risk reduction program-
ming. Because early sexual debut is significantly associated with risky sex, pregnancy, and
increased HIV and STl risk (Duncan et al. 1990; Greenberg et al. 1992; Laga et al. 2001;
Pettifor et al. 2004; Kaestle et al. 2005), interventions should include life skills and HIV
prevention programs in schools and out of school. Programs should also promote positive
communication with children on sexuality and HIV, and improve/provide youth-friendly sexual
health services. Because early sexual encounters are often risky (i.e., non-condom use, sex-
ual coercion), research is needed to understand social, cultural, and structural factors to help
make the first experience safer for young people.

Men are more likely to engage in risky sex; however, women are also
risky

Risky sex (having multiple partners, having a non-regular sex partner, and not using con-
doms) was more common among males than females, indicating an imminent need for
male-centered programs that reduce sexual risk behaviors. About one in five males had mul-
tiple partners in the past 12 months, compared to less than one in 10 females. Additionally,
men overall were less likely to use a condoms during their last sex; this was among men who
had sex with multiple partners and/or non-regular partners. Programs must be designed to
meet the sexual health needs of men, with messaging specifically tailored to high-risk men.
For example, programs should use existing structures to integrate HIV prevention program-
ming. These may include ‘insakas’ (among the Bemba people) or ‘gobelo’ (for the Tonga peo-
ple), which are safe spaces traditionally used by boys (though not exclusively) in traditional
communities.

It should be noted, however, that while having two or more partners in the last 12 months
was uncommon in women, it was not uncommon for women to have sex with non-regular
partners (approximately one-quarter of sexually active women). Therefore, programs must not
assume that it is only men who need counseling on sex with non-regular partners. Although
women do have non-regular partners, women were significantly more likely to use a condom
with non-regular partners compared to men. However, condom use even in women remains
low: only about one-third of those with multiple partners and those with non-regular partners
used a condom at last sex. Western province also had significantly higher risk behaviors com-
pared to other provinces.

It is not enough to know where to get condoms; condom promotion
must be central to HIV prevention strategy

Multivariate analysis of condom use suggests that the most important predictor of condom
use is being able to get a condom themselves if they wanted to. Knowing where to obtain
condoms did not equate to being able to obtain condoms. Logistical barriers may be partly
to blame for not being able to access condoms; however, socio-cultural barriers are the more
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likely culprit. Condom promotion campaigns must be intensified. Convenient and confidential
condom distribution points should be accessible to men and women; distribution venues
should be tailored differently for men and women.

Interestingly, data also showed that men were more likely than women to report being able to
obtain a condom if they wanted one. Despite barriers deterring women from obtaining con-
doms, women were six times more likely to use condoms compared to men. This may be due
to women’s concerns about unwanted pregnancies which can affect them more than their
male partners. Additionally, a married woman is unlikely to risk getting an STl and potentially
passing it on to her husband. Lastly, the stigma of having extramarital relations is much
higher for a woman than a man. Therefore, a woman will go to greater lengths (including
using condoms) to hide the extramarital relations.

Promotion of condom use in married couples is heeded

Condom use was significantly less common among married couples. While it seems reason-
able not to expect condom use within marriages, our findings showed that 14 percent of men
and 5 percent of women had sex outside the marriage. However, even if there was no extra-
marital sex, many Zambian married couples are in HIV discordant relationships. According to
the Modes of Transmission study, there is evidence that most new HIV infections in Zambia
are among married couples (National AIDS Council 2009). This suggests that ZPl condom
promotion programs should aim to increase awareness of and condom use among couples—
as both an HIV prevention strategy as well as a family planning method.

Sexual risk reduction programs must be tailored to the local context

Our findings consistently indicated that Western province had the highest sexual risk—greater
likelihood of early sexual debut, having multiple partners, having non-regular partners, and
having extra-marital partners. Understanding the reasons for this will help to inform strategic
programming.

Behavior change communication messages must address
contradictions in what should be and how things are with regard to
abstinence and being faithful

Findings that were presented on perceptions around abstinence and faithfulness show a
disconnect between a moral code and the social norm. Strict values held by both males and
females around sex before marriage and faithfulness and what respondents believed actually
happened in the community differed immensely. Some of this may have been due to social
desirability bias, in which respondents may have tried to express their strict moral code to
interviewers. While risky behavior does not appear to be acceptable among the majority of
respondents, the behaviors themselves appear to be the social norm.

While this is not a surprising finding, these contradictions have specific implications for our
approaches to BCC. BCC messages need to be re-evaluated and must be made more persua-

58 m ZPI Baseline Household Survey



sive. Social psychologists describe to this kind of contradiction in beliefs, values, and behav-
iors as a cognitive dissonance—a sort of fundamental disconnect (Festinger 1957; Festinger
and Carlsmith 1959). The theory explains that people’s experience of such dissonance is
uncomfortable, so much so that individuals need to resolve the dissonance to create con-
sonance. Resolving the dissonance can occur in different ways. Public health professionals
want people to stop the behaviors that put people at risk. However, more often, people find
other means of resolving dissonance, such as refusing the health promotion message—to
block it out or avoid it altogether. Another common way is finding justifications for the risky
behaviors (i.e., “I'm going to die someday anyway, so | might as well enjoy myself now,” or
“We’re too far along in this heated moment. We can’t stop now to talk about condoms,” or
“She/He is an educated professional. Surely she/he doesn’t have HIV or STIs”). The key ques-
tion here is whether existing BCC approaches are adequate in addressing these psychosocial
processes. BCC messages must be based on a sound understanding of how people relate to
our key messages. More specifically, BCC approaches must speak to people in such a way
that they do not just tune out. Lastly, strategies must tackle the process of justifying sexual
risk-taking, including addressing some of the common justifications in Zambian populations.

Improving gender norms must be part of any HIV prevention program

This study pointed out the high prevalence of inequitable gender norms and the need for pro-
grams to promote gender-equitable norms to both men and women. There is evidence that
inequitable gender norms are associated with risky behaviors such as more partner violence
and less condom use (Pulerwitz et al. 2010). This study in particular found that inequitable
gender norms were associated with having multiple sex partners and being drunk during sex.
Indeed, it is difficult to tease out whether individuals with poor gender attitudes were more
prone to risky behaviors or whether poor gender attitudes are a result of the risky behaviors.
However, it is clear that gender inequitable attitudes and risky behaviors are intertwined

and must be addressed together in any HIV prevention program. Behavior change programs
improving gender norms have been shown to improve HIV and STl risk outcomes (Pulerwitz et
al. 2006; Pulerwitz et al. 2010).

All ZPI interventions and activities have been designed to be gender-sensitive, taking into
account the impact of gender on becoming infected with HIV, as well as having access to
treatment, care, and support. More specifically, ZPI will: i) engage female and male com-
munity leaders and key custodians of cultural knowledge to challenge harmful cultural and
traditional gender norms, and to encourage positive cultural norms; ii) engage men as part-
ners, fathers, and beneficiaries in HIV prevention, in addressing male norms and behaviors
that put men and women at risk of HIV infection, and in encouraging behaviors that promote
healthy relationships between men and women; iii) provide HIV prevention education for
young girls and boys to address the links between gender, sexuality, and HIV; iv) address gen-
der-based violence and violence against children by raising awareness of the links between
violence and HIV, and plan actions to reduce violence; and v) increase women’s and girls’
access to economic empowerment through livelihoods and financial skills training.
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High level of abuse and misconceptions about rape exist; programs are
needed to support survivors of gender-based violence

Our findings show that it was common for women in all provinces to have experienced phys-
ical or sexual abuse. Further, myths abound around rape, and these are used by many to
enable them to justify rape. Although the correction of these myths alone is not sufficient to
prevent rape, it is a necessary component of any rape prevention intervention.

Despite the high levels of abuse experienced by women, very few seek help after the abuse.
Women who do seek help were more likely to do so from family members. This might suggest
that ZPI will need to focus on improving family response to abuse.

However, it will also be important to help women know where else they can turn to for help.
There is a need to strengthen health and psychosocial services for survivors of GBV. Pro-
viders at health facilities must be sensitized and doctors and nurses need to be trained to
provide services for survivors of GBV (Elson and Keesbury 2010).

Additionally, interventions must promote cooperation between the police victim support unit
(VSU) and health services to improve physical and psychosocial support and care for survi-
vors of gender-based violence. Interventions have been successfully implemented at police
stations to provide appropriate, timely and sensitive services and care for victims, including
in Zambia (Keesbury et al. 2009; Raifman et al. 2011). Linkages must be developed between
local hospitals/health centers and the police and other NGOs or CBOs dealing with GBV in
order to facilitate referrals for victims. Services for survivors of GBV should include emer-
gency contraception, psychosocial counseling, STl testing and treatment, and post-exposure
prophylaxis to prevent HIV. Working with the police and health services may serve to improve
the supply side of services for rape victims; however, the survivors must also be willing to
report incidents and seek help from police and hospitals. Community sensitization strategies
must be conducted through various channels in order to facilitate help-seeking behaviors so
that survivors obtain medical attention in a timely manner.

Alcohol risk reduction is nheeded

The data in this report show that alcohol use and abuse was moderately common with males,
but infrequent with females. Alcohol inhibits judgment and is a risk factor for sexual trans-
mission of HIV (Cook and Clark 2005; Kalichman et al. 2007). People under the influence
are less likely to use a condom during sex and are more likely to engage in sex with a casual
partner, whose status is unknown to them. As part of a comprehensive risk reduction strat-
egy during HIV counseling and testing, counselors should be given the appropriate tools to
evaluate alcohol use such as the CAGE tool (Ewing 1984), and to recommend strategies for
reducing risk related to alcohol abuse. Additionally, alcohol risk reduction should be imple-
mented along with improving gender equitable norms for the same target group, as the study
found that those who were drunk during last sex were more likely to subscribe to inequitable
gender norms.
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High levels of unintended pregnhancies and low levels of contraception
use

There were high levels of unintended pregnancies, particularly in Copperbelt (67 percent)
and Eastern (55 percent). The results show that unintended pregnancies were most common
among younger unmarried females. Despite high levels of unintended pregnancies, only a
small percentage of women were currently using any contraceptive method (15-30 percent).
It is clear that access to family planning must be a priority for ZPI, with a particular focus on
targeting younger unmarried women. It will be important to know whether younger unmarried
women are self-denying access to family planning services or whether health providers are
denying them access or both. Additionally, awareness of and access to emergency contra-
ceptive need to be improved. The majority of respondents had never heard of emergency
contraception, which is a key component of the Zambia national family planning method mix.
Emergency contraceptive use could lower the rates of unintended pregnancies.

Need for improvement in ANC coverage

While attendance of at least one ANC visit for a pregnancy was high (over 90 percent), a high
proportion of women (one-third) actually did not complete the four recommended ANC visits.
The proportion was as high as one-half in Eastern province. It was also Eastern province that
had the highest percentage of women who gave birth to a live child who later died (35.4 per-
cent) compared to other provinces. Unfortunately we do not have information on the age and
causes of death. This low rate of ANC coverage and the high proportion of deaths urgently
need further investigation in Eastern province.

Low uptake of medical circumcision

Male circumcision in Zambia has strong ties to ethnic identity; certain ethnic communities
consider it the process for male admission into adulthood. Overall, about one in five males
were circumcised; however, the male circumcision rate varied greatly across provinces and
this is in line with what was reported in the 2007 ZDHS. Western province had the highest
rate of male circumcision (nearly 50 percent of men). This is likely due to the practice of
circumcision as a tradition.

The majority of circumcisions were conducted by traditional circumcisors. Medical male
circumcision is still one of the best known method to reduce the risk for acquiring HIV in men.
As medical male circumcision is being scaled-up throughout Zambia, tailored strategies to
increase uptake may be needed for different provinces as barriers to circumcision may vary
across provinces.

This study found that those who were circumcised had lower comprehensive knowledge of
HIV and were significantly more likely to have had sex with multiple partners in the past year.
Given these findings, it is important to know whether there is greater sexual risk taking due
to a false sense of security in thinking that one is protected from HIV infection due to circum-
cision. Future research should explore local level understanding of the protective effects of
circumcision and barriers to circumcision, as well as any behavioral disinhibition.
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Luapula appears to have the greatest women’s economic
empowerment while Eastern has the lowest

Based on questions related to family financial decisions, Luapula appears to have the great-
est equity in that the province had the highest proportion of participants who indicated that
decisions about earnings, health care, daily purchases, food and clothing, and large invest-
ments were made jointly. Interestingly, however, it was also the only province in which approx-
imately one-half of the men indicated that they had no earnings (in money) compared to only
3.4% of the women in Luapula. It is very likely that the men are earning their wage in other
forms of compensations such as fishing. This is common in a rural province such as Luapula.
It will be worth further exploration into how household decisions are made in order to achieve
this kind of decision making equity in other provinces. What are the unique socio-cultural and
economic factors in Luapula whereby family financial decisions are able to be made jointly?

Additionally, of note was that Eastern province had the lowest women’s economic empower-
ment based on family financial decision making. It had the highest proportion of respondents
who indicated that the male partner had the final say with regard to earnings and other
household decisions.

ZPl is implementing economic empowerment programs. The intervention includes, but not
limited to, training and capacity building in entrepreneurship skills; social support and link-
ages to cash transfer and food support programs; support for asset growth and protection;
support for job skills and job placement; linkages for small businesses and entrepreneurs.

Concluding Remarks

This study determined baseline levels of key indicators related HIV, GBV, and reproductive
health. These baseline levels will be used as part of the evaluation in measuring the effect of
the ZPI program. These baseline measures will be compared with midline and endline levels
to assess ZPI's programmatic success. Additionally, the baseline findings provided critical
insights into key areas for interventions in Zambia and highlighted variability in the popula-
tions across provinces and between males and females that provide valuable guidance for
programming.
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APPENDIX 3. KNOWLEDGE ABOUT HIV AND AIDS
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APPENDIX 4. HIV TESTING

(G0"0>d) sojewsy pue sajew U9aMIa( JUBIBIP A||eoNSeIS
(G0"0>d) saouinoid ssosoe JualayIp A||eonsnels,

9'0T
TL

09
108
+C'9¢C

9'Cs
v'iy
(0zT'T)

6'89
v'c
+,'8¢

oTT
(e

8'0T
Sly
19'GC

L'vS
€GY
(9rp=u)

8'cS
6'Cc
€

€8
(A

8Y
9'/C
10729

9Ly
v'Cs
(6TC=V)

o)
€0
11€°LE

9'6
9'€

'8
Gg'0c
18°,.9

8'/G
ey
(eg=u)

cor
9'¢C
+C'LS

€T
81T

L'c
1788
+C'9

961
¥'0G
(9zz=V)

0'99
0'S
+00€

6T
00

00
¢'96
16'T

g6y
1§08
(goT=U)

6'GS
8'¢C
#ETY

L'y
70

T'6
8°6€
119

€19
8¢y
(ggz=U)

c9L
8'€
+7°0C

9'8
00

76T
601
+1C'TE€

1729
1E°CE
(€6=U)

Sv9
6'C
+9°CE

G'0¢
69T

99
'8
#1487,

TvS
6’
(0TP=u)
TTL

97T
#€LC

8'8T
TcT
6°€T
6'€EE
+1C’TC

Tev
16'09
(goT=U)

8'€9
e
#T'EY

J3y10
10300p /21ulj9/|eudsoy a1eAlid
21Ul 9jIgoW Jo
J33Ud9 QA JUBWUIBAOE BuUoje puelS
J33USD Y}|eay JUSWUIDA0Y)
|e)dsoy JusWuIan0Y)
18} AIH 3se| Jo ade|d
o8e syjuow gT ueyl ssa

o3e syjuow alow 10 gT

(pe3sa)
19A9 Suowie) AIH 10} pPa3Sa} ISe| USyM

S)NSaJ PAAISdaI pue Pa)Sa|

S1nsaJ 8A19284 1,UpIp INQ Pa1S8L
pa1sal JanaN
gunsa) AIH

70 m ZPI Baseline Household Survey



APPENDIX 5. SEXUAL BEHAVIORS
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APPENDIX 6. ECONOMIC EMPOWERMENT AMONG

MARRIED OR COHABITING MEN AND WOMEN
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