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The Government of the Republic of Zambia through the Ministry of Health has 

continued to implement and monitor key health interventions aimed at reducing 

poverty and accelerate wealth creation in all communities. Strengthening sector 

performance monitoring is deemed as an important  strategy not only for 

monitoring the impact of the health sector interventions but also that it ensures 

accessibility of health care services by the community. 

 

This report presents information on the 2010 Annual Health Statistical Bulletin, 

the twelve (12 th) in the series of annual health statistical bulletins produced since 

1999.  

 

The main objective of this bulletin is to provide information on key health sector 

indicators about trends in disease burden, human resource, availability of drugs 

and supplies, child and maternal health, resource allocation and health care 

expenditure. These indicators are necessary for monitoring and evaluating the 

implementation of the National Health Strategic Plan (NHSP) and Millennium 

Development Goals (MDGs) health targets. 

 

Compilation of data for this bulletin  was carried out during the period April to 

November, 2011. It provides the national picture and covers the three year 

period from 2008 to 2010 . Since details of facility and district level statistics are 

not included in this bulletin, program managers at district and provincial levels 

are urged to produce similar annual health statistical bulletins so that facility, 

district and provincial level information is fully analyzed at sub-national levels to 

facilitate informed decision-making. 

 

In an effort to triangulate the statistics collected in our facility -based routine 

information system (i.e. the HMIS ), with the current programs being 

implemented in the health sector , program managers at all levels of the health 

care delivery system are strongly encouraged to take part in this process by 

Preface  
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Preface x 

providing reasons for the observed variations of each indicator including 

interventions required to address health sector challenges. 

 

In order to ensure that the quality of these data and their reliability are 

enhanced, supportive interventions already in place such as capacity building 

among new and old staff on the u se and management of routine data, data audit 

exercises and performance assessment, should be strengthened. 

 

It is my expectation that the general readership will champion and promote the 

use of routinely collected indicators aimed at measuring progress towards the 

attainment of MDGs health targets. 

 

Finally, in order to further improve this publication, feedback on its contents or 

presentation is welcome and would be greatly appreciated. 

 

 
 
Hon. Dr. Joseph Kasonde, MP 
MINISTER OF HEALTH  
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Chapter  Indicator  Summary  comments  

 
Chapter 1: 
Background 

Report 
Completeness 

Á The national picture on report completeness increased 
from 87 percent in 2008 to 93 percent in 2009 and then to 

94 percent in 2010 
 

 

 
 

 

 
 

 
 

 

Chapter 2:  
Disease 

Burden 

Malaria 

Incidence 

Á The annual malaria incidence decreased from 252 per 

1,000 population in 2008 to 246 in 2009 and then 
increased to 330 per 1,000 population in 2010.  

Diarrhoea (non-

bloody 
incidence) 

Á The national incidence rate of diarrhoea (non-bloody) has 

been increasing during the period 2008 to 2010. It 
increased from 69 per 1,000 population in 2008 to 72 per 

1,000 population in 2009 and then to 79 per 1,000 

population in 2010. 

Respiratory 

infections (non-

pneumonia) 
incidence 

Á The national respiratory infections (non -pneumonia) 

incidence rate increased from 198 per 1,000 population in 

2008 to 238 per 1,000 population in 2009 and then to 286 
per 1,000 population in 2010 

 

 

TB Notification 

Á The annual TB notifications increased from 47,333 in 2008 

to 48,616 in 2010 

Á The annual TB completion rate increased from 6.5 percent 
in 2008 to 5.1 percent in 2009 and then to 6.1 percent in 

2010.  
Á The annual TB cure rate increased from 78 percent in 2008 

to 83 percent in 2009 and decreased slightly to 82 percent 
in 2010. 

Á TB success rate increased from 85 percent in 2008 to 88 

percent in 2009 and then rem ained constant at 88 percent 
in 2010. 

 

 
 

 
Chapter 3:  

HIV, ART & 

VCT  

 
 

 
HIV, ART & VCT 

services 

Á The number of clients tested for HIV increased from 
1,215,737 in 2009 to  1,696,123 in 2010, representing an 

increase of 40 percent. 
Á The number of infants born to HIV-infected women 

receiving HIV test within 12 months of birth  increased from 

23,713 in 2009 to  32,293 in 2010, representing an increase 
of over 36 percent 

Á The number of health facilities providing ART services 
increased from 373 in 2009 to  454 in 2010, representing 

an increase of 22 percent 
 

 

 

 

 

 

 
 

Chapter 4 : 

Human 
Resource 

Staffing levels of 

health workers 
by province 

 

Á There was an overall increase in staffing levels during the 

period under review. For example, the number of doctors 
increased from 795 in 2008 to 1,076 in 2010, representing 

an increase of 35 percent 

Number of 
health staff 

employed versus 

the approved 
establishment 

Á In 2010, there was shortage of staff for all categories for 
the existing positions against the approved establishment 

Executive Summary  
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Chapter 5:  

Availability of 
drugs & 

supplies 

Availability of 

essential 
medicines and 

medical supplies 

Á Availability of essential medicines and medical supplies has 

continued to improve over  time with nearly 100 perce nt of 
tracer medicines and medical supplies available at health 

facility level during the period 2009 and 2010.  

Availability of 
ARVs 

Á Availability of ARVs has remained at 100 percent at facility 
level though there could have been some stock-outs at our 

central warehouse (i.e. Medical Stores Limited) during the 
period under review which could have been brought about 

by logistical challenges 
 
 

 

 
 

 

Chapter 6:  
Service 

delivery 
indicators 

Health centre 

utilization 

Á Health centre utilization decreased from 1.10 in 2008 to 

0.99 in 2009 and then increased to 1.11 in 2010  

 
OP attendances 

Á First level hospitals recorded an increase in outpatient  
attendances from 38 percent in 2008 to 39 percent in 2009 

and to 42 percent in 2010. Third level hospitals on the 
other had recorded a decline from 40 percent in 2008 to 35 

percent in 2009 and to 25 percent in 2010  

 

 
IP attendances 

Á First level hospitals recorded an increase in inpatient 

attendances from 27 percent in 2008 to 43 percent in 2009 
and then to 52 percent in 201 0. Third level hospitals on the 

other hand recorded a similar pattern of increase in IPD 
attendances from 59 percent in 2008 to 38 percent in 2009 

and then to 32 percent in 2010.   
 

 

Chapter 7:  

Child health 

Immunization 

coverage 

Á Immunization coverage increased from 90 percent in 2008 

to 94 percent in 2009 and remained at 94 percent in 2010.   

Underweight 

ratio 

Á Underweight prevalence reduced from 6 percent in 2008 to 

3 percent in 2009 and then increased to 5 percent in 2010.  
 

 

Chapter  8:  
Maternal 

Health 

Antenatal 
coverage 

Á The national antenatal coverage decreased from 98 percent 
in 2008 to 88 percent in 2009 and then to 85 percent in 

2010 

Institutional 
deliveries 

Á the proportion of institutional deliveries at national level 
decreased from 45 percent in 2008 to 44 percent in each of 

the years 2009 and 2010 
 
 

Chapter 9:  

Resource 

Allocation & 
Health 

Expenditure 

Releases of 

health care 

resources to 
provinces 

Á In 2010, a total of K170 billion was released to the 

provinces for recurrent expenditure (less drugs and 

personnel emoluments) compared to K130 billion in 2008 

Provincial per 
capita health 

expenditure 

Á On the per capita health expenditure basis, rural provinces 
such as Eastern, Luapula, North-Western and Western 

were the most favoured compared to urba n provinces such 

as Lusaka and Copperbelt 

 

Chapter  Indicator  Summary  comments  
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1.1  Introduction  

 

Every year, the Ministry of Health produces the Annual Health Statistical Bulletin. 

This bulletin is the 12th in the series of annual statistical bulletins produced since 

1999. 

 

The main objective of this bulletin is  to provide information on key health sector 

indicators about trends in disease burden, human resource, availability of drugs 

and supplies, child and maternal health, resource allocation and health care 

expenditure. These indicators are necessary for monitoring and evaluating the 

implementation of the National Health Strategic Plan (NHSP) and MDGs health 

targets. 

 
 
 

1.2  Key stages in the consolidation of data for the bulletin  

 

In an effort to triangulate the  statistics collected in our facility -based routine 

information system (i.e. the HMIS),  with the current programs being 

implemented in the health sector, a number of stages were carried out with the 

view to collect quality data that can be used to justify the extrapolation and 

representation of national level information without undue queries and doubts.  

One of the key steps in this process was the need to verify and validate the data 

before it is disseminated to program managers and policy makers for use. Like 

John Mouton rightly observed:  

 

 

ñ....Before a program makes use of any data gathered from outside the program, whether 

by user input, file input, or reading from a database, you should validate that information  

by checking to make sure it is the corr ect type and format of data before you feed it in to 

your program. If your program expected a number but was given a string, bad things 

would likely happen. People who disregard validation leave themselves open to errors, 

crashes, and buffer overflows...ò 

Chapter 1:  Background  
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Compilation of data for this bulletin  was carried out during the period April to 

November, 2011.  The following were the key steps carried out prior to the 

consolidation of the final bulletin:  

 

(i)  Stage I:   Consolidation of reports received from provinces, April- May, 2011 

(ii)  Stage II:   Development of field questionnaires, June, 2011 

(iii)  Stage III:  Conducting focus group discussions with program officers  in the 

provinces, districts and health facilities July, 2011 

(iv)  Stage IV:   Conducting validation and verification exercise to provinces, July - 

August, 2011 (See figure 1.1 below) 

(v)  Stage V:   Report writing and analysis, August - September, 2011 

(vi)  Stage VI:   Reviewing and formatting the draft bulletin, September-October, 

2011 

(vii)  Stage VII:  Circulation of the draft bulleti n to the M & E Technical Working 

group & other program managers for their inputs , November, 2011 

(viii)  Stage VIII:  Printing of the final bulletin, November, 2011 

(ix)  Stage IX:  Dissemination of the report to data users, November, 2011 

 

 

 

1.3  Capacity building in da ta validation and verification   
 

 

 

 

 

In an effort to strengthen the skills in mana gement and use of HMIS data, 

regular capacity building training for information officers in the districts , are 

conducted. 

Figure 1.1 

shows some 

technical 

members of the 

monitoring & 

evaluation unit 

illustrating data 

management 

principles. 

 

 

 

Figure 1. 1:   Capacity building in data management  
 

 

Dr. Jason demonstrates how to ñpruneò data from the DHIS database. 
Looking on from left to right (standing) are Mr. Trust Mufune and Mr. 

Chipalo Kaliki. Seated from left to right:  Mr. Musole Hillary (DHIO- 

Livingstone), Ms. Tandiwe Mbewe (DHIO ï Mazabuka), Patrick Amanzi & 
James Mutalimanzi (DHIO- Sinazongwe)  
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1.4  HMIS data flow guideline  

 

All data that is submitted from the health facilities to the national office follows 

an HMIS data flow guideline. This guideline was designed to detect and minimize 

the number of errors that may be captured at each level of the service delivery 

(i.e. from the health centre to the national level). This means that before data is 

submitted to the next level,  it is verified and validated making it more reliable for 

policy formulation, analysis and program implementation.  This scenario is 

illustrated in figure 1.2. 

 

Figure 1.2   HMIS data flow guideline  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   Notes:              Data submission to the next level             Feedback to each level of health care delivery  
                      . 

 

The key steps in the flow of HMIS data from the health facility to the national 
level are as follows: 
 

Step  1:  Health workers collect data during service provision at the facility;  
 

Step 2:  At the end of the day, week, and/or month, data are validated, 

collated and added to the relevant health information aggregation 

(HIA) forms; 

 

Step 3:  The Health Centre-In-Charge sends the HIA reports to the District 

Health Office by the 7 th  day  of the following month for data capture 

and processing by the District Health Information Officer (DHIO).  

District  

From the PROVINCE to MOH - HQ  

(5 th of the 3 rd  Month)  

 

From DISTRICT to PROVINCE  

(30 th of the 2 nd Month)  

 

From HEALTH FACILITY  to DISTRICT  

(7 th of the 2 nd Month)  

 

Aggregation  Action  

Analysis  

MoH Hq  

Province  

Facility  

Aggreg ation  
Action  

Analysis  

Aggregation  

Action  

Analysis  

Aggregation  
Action  

Analysis  

Triple òAó 
analysis  

Triple òAó 
analysis  

Triple òAó 
analysis  

Triple òAó 
analysis  
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Step 4:  The DHIO validates the data and enters it onto the District Healt h 

Information System (DHIS) database. The DHIO provides feedback  

(see arrows going down) on the data received from the health facility.  

 

Step 5:  The DHIO sends the district dataset to the Provincial Health Office (i.e. 

at the province) by the end of the second month  for further  

processing and assessment. At the province, the Provincial Data 

Manager receives the dataset from the district. Again, the Provincial 

Data Manager provides feedback  (See arrows going down) on the 

data received from the District Health Office. 

 

Step 6:  After the dataset reaches the provincial level, it is submitted to the 

Ministry of Health Headquarters by the 5 th  of the third month , for 

final aggregation, analysis and action related sector interventions. Again 

once it is received, the National Data Manager provides feedback  (See 

arrows going down) on the data received from the Provincial Data 

Manager. 

 
 
1.5  Triple ñAò Analysis 

 

The triple A guidelines focus on the processes of assessment, analysis and action.  

This process forms a cycle, with the results of actions becoming the focus of 

assessment, analysis, and further refinement of action during the next cycle. This 

process is also known as the problem solving cycle in Quality Assurance (QA).  

 
The triple A guidelines focus on the following six steps that lead from assessment 
to action. 
 

1. Identify the problem  
2. Define the problem 
3. Choose the team to work on the problem  
4. Analyze and study the problem to identify major causes 
5. Develop solutions and actions  
6. Implement and evaluate quality imp rovement efforts  
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1.6   Report Completeness  

 

Report completeness is defined as the number of reports received from health 

institutions (i.e. health centres and hospitals) during a given period of time per 

the number of reports that should have been receive d during the time period. 

The main purpose of this indicator is to increase the quality and completeness of 

HMIS data. Report completeness should be as close as possible to 100 percent, 

and at least more than 90  percent (CBoH, 1998). 

 

 
 

Figure 1.3 presents data on report completeness by province for the period 2008 

to 2010. The figure shows that the national picture on report completeness has 

been increasing 

during the period 

under review. The 

indicator increased 

from 87 percent in 

2008 to 93 percent 

in 2009 and then to 

94 percent in 2010. 

Central, Copperbelt, 

Luapula, Lusaka, Northern and North-Western provinces show an increasing 

pattern of report completeness during the period under review while Southern 

and Western provinces show a fluctuating pattern . In 2010, Southern Province 

(87 percent) had the lowest report completeness compared to the rest of the 

provinces. This is because three (3) of the 13 districts with the lowest reports 

completeness in the country are in Southern province and these are Choma (84 

percent), Kazungula (83 percent) and Mazabuka (75 percent). This information is 

illustrated in Table 1.1.  

 

1.6.1  Report Complete ness by province  

Figure 1. 3:   HMIS Report Completeness by province, 2008 to 2010  
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Table 1.1 presents data on the report completeness by district for 2010. The 

table shows that 9 of the 72 districts in the country had 100 percent report 

completeness and these are Chibombo, Kalulushi, Masaiti, Chama, Chiengi, 

Mufumbwe, Kalabo, Ndola and Kawambwa. On the other hand, 14 out of 72 

districts had the lowest report completeness of less that 84 percent and these 

include Choma, Kitwe, Kalomo, Mpulungu, Siavonga, Kazungula, Luwingu, 

Mporokoso, Nchelenge, Itezhi Tezhi, Chipata, Sesheke, Mazabuka and Chilubi. 

 

Table 1 .1:   Report completeness by districts, 2010  
 
 

District  %   District  %   District  %   District  %   District  %  

Chibombo 100  Kapiri Mposhi 99  Mpongwe 97  Monze 90  Choma 84 

Kalulushi 100  Lukulu 99  Kasempa 97  Senanga 90  Kitwe 84 

Masaiti 100  Gwembe 99  Solwezi 97  Mwense 89  Kalomo 83 

Chama 100  Chingola 99  Lusaka Urban 96  Kafue 89  Mpulungu 83 

Chiengi 100  Kabompo 99  Chavuma 96  Chinsali 88  Siavonga 83 

Mufumbwe 100  Lufwanyama 98  Mansa 96  Kabwe Urban 88  Kazungula 83 

Kalabo 100  Nyimba 98  Mufulira 95  Kaoma 87  Luwingu 83 

Ndola 100  Chadiza 98  Mumbwa 94  Kaputa 87  Mporokoso 82 

Kawambwa 100  Katete 98  Samfya 93  Kasama 87  Nchelenge 82 

Luanshya 99  Mpika 98  Mongu 93  Namwala 87  Itezhi-Tezhi 80 

Petauke 99  Sinazongwe 98  Livingstone 93  Lundazi 86  Chipata 80 

Luangwa 99  Mwinilunga 98  Milenge 92  Isoka 85  Sesheke 78 

Mambwe 99  Serenje 97  Mbala 92  Chongwe 85  Mazabuka 75 

Zambezi 99  Chililabombwe 97  Mungwi 92  
  

 Chilubi 73 

Shangombo 99  Nakonde 97  Mkushi 91  
  

 
  

 

 

1.7   Outline of the remaining Chapters  

 

The remaining chapters have been arranged as follows: 

 

Chapter 2 :  This chapter discusses disease burden and focuses on the 

major causes of morbidity. The chapter also discusses the 

top ten (10) causes of morbidity. It also discusses trends on 

selected tuberculosis indicators. 

 

1.6 .2   Report Completeness by district  
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Chapter 3 :  This chapter discusses information on selected HIV, ART and 

VCT indicators for the period 2008 to 2010. It covers 

indicators on the number of clients tested for HIV, number 

of infants born to HIV - infected women receiving HIV test 

within 12 months of birth , number of clients (both adults 

and children) on antiretroviral therapy (ART), number of 

health facilities providing ART services and percentage of 

health facilities that experienced ARV drug stock out in the 

last 12 months.  

 

Chapter 4 :  This chapter discusses selected human resource indicators 

such as number of staffing levels of health workers by 

province, health worker ratio per 100,000  population and 

number of health staff employed versus the approved 

establishment. 

 

Chapter 5 :  This section discusses information on the availability of 

essential medicines and medical supplies. It highlights 

product description of each essential drug, dosage form, 

strength and percentage availability. 

 

Chapter 6 :  This section presents data on key health service 

performance indicators such as health centre (HC) 

utilisation, outpatient and inpatient attendances by levels of 

care, and hospital average length of stay.  

 

Chapter 7:   This chapter presents information on child health indicators 

such as full immunisation coverage and underweight 

prevalence. 

 

Chapter 8:   This chapter presents information on maternal health 

indicators such as antenatal coverage, average antenatal 

visits, institutional deliveries and first postnatal attendance.  
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Chapter 9:   This chapter presents information on resource allocation and 

health care expenditure. 

 

Chapter 10 :   This section outlines some limitations of the report.  

 

Chap ter 11 : This section makes concluding remarks on a few health 

indicators. 
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2.1  Introduction  

 

Disease burden is measured using the incidence and case fatality rates of any 

given disease. Disease incidence is defined as the number of new cases of a 

disease in a specific population over a period of time while case fatality rate is 

measured as total number of deaths from a specific illness out of the total 

number of cases admitted in a given health facility (Katzenellebogen, 1997).  

 

This chapter presents data on diseases such as malaria, diarrhoea, respiratory 

infection (non-pneumonia), respiratory infection  (pneumonia) and tuberculosis. 

Some key interventions put in place to explain variations observed for some 

health indicators are also included. 

 

2.2  Communicable diseases  

 

Communicable diseases are infectious diseases that can be transmitted from one 

individual to another either directly by contact or indirectly by fomites and 

vectors (Columbia Encyclopedia, 2011). Examples of some communicable 

diseases covered in this bulletin are malaria, diarrhoea (non-bloody), respiratory 

infection (non-pneumonia) and respiratory infection (pneumonia).  

 
 

 

 

Table 2.1 presents information on the top ten (10) causes of morbidity for all age 

groups for 2008, 2009 and 2010. The table shows that malaria incidence 

decreased from 252 per 1,000 population in 2008 to 246 per 1,000 population in 

2009 and then increased to 330 per 1,000 population in 2010.  

 

During the same period under review, respiratory infection (non -pneumonia) was 

the second highest cause of morbidity and diarrhoea (non-bloody) being the 

third highest.  

 

 

 

Chapter 2:  Disease Burden  

2.2.1   Major causes of  illness for all age groups   
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Table 2 .1:   Ten (10) m ajor causes of visits to health f acilities (for all ages combined),  Zambia, 

2008 to 2010  
 

 

 

 

 (All ages) ï 2008    (All ages) ï 2009    (All ages) ï 2010  

 

Disease Name  

 

 

 

 

 

Incidence per 
1,000 pop  

 

Disease Name  

 

 

 

 

 

Incidence per 
1,000 pop.  

 

Disease Name  
 

Incidence per 

1,000 pop  

 
Malaria 

 
252 

 
Malaria  
 

246 
 

Malaria 
 

330 
 

 

Respiratory infection: non-
pneumonia 

 

198 

 

 Respiratory Infection Non-

Pneumonia  

238 

 

Respiratory Infection Non-
Pneumonia 

 

286 

 

Diarrhoea: non-bloody 
69 

 

 Diarrhoea: non-bloody 

 

72 

 

Diarrhoea Non-Bloody  

 

80 

 

Muscular Skeletal & 

Connective Tissue 
NonTrauma 

47 

 

 

 

 

 

 

 

 

 

 Muscular Skeletal & 

Connective Tissue 
NonTrauma 

  

39 

 
 
 
 

 

Muscular Skeletal And Connective 
Tissue NonTrauma 

 

47 
 

 

 

Skin infections 

38 

 

 Trauma Injuries Wounds 

Burns  

34 

 Trauma Other Injuries wounds  36 
 
 

Muscular skeletal 

&connective tissue 32 

 

 Eye Diseases Infectious 
 

 

30 

 
 

 

Genital-Urinary Diseases 

 

33 

 

 

Eye infection 31 
 

Respiratory Infection 

Pneumonia 
 

29 
 

Respiratory Infection Pneumonia 
 

33 
 

 
Respiratory infections: 
pneumonia 

 

30.8 
 

 

 Digestive System Non-
Infectious 

 

28 
 

 

Digestive System Non-Infectious 
 

 

32 
 

 

 

Skin infections 

 

30.5 
 
 

 

Skin Diseases non- 
Infectious 
 

 

20 
 
 

Eye Diseases Infectious 
 
 

27 
 
 

 
Ear/Nose/throat infections 

 

 
27 

 

 Dental Carries  

 

19 

 

Skin Diseases Non-Infectious 

 

22 

 
 

 

 

 

Tables 2.2 presents data on the top ten (10) causes of morbidity for 2008, 2009 

and 2010, for the age group 5 years and below. Table 2.3, on the other hand , 

shows data on the top ten 

(10) causes of morbidity 

for the age group 5 years 

and above. The two tables show that malaria is the highest cause of morbidity in 

both the age group 5 years and below and the age group in 5 years and above 

followed by respiratory infection  (non-pneumonia. In each of the years 2008, 

2009 and 2010, the incidence of malaria was four (4) times higher in the age 

group 5 years and below than the age group 5 years and above. Overall, for all 

diseases combined, the cause of morbidity was higher in the age group 5 years 

and below than the age group 5 years and above.  

2.2.2  Major c ause s of morbidity  for under 5 and over 5 years  

 

Malaria incidence is four (4) times higher in the under 5 

years age group than the age group above 5 years and 

above. 
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Table 2.2 :    Ten (10) Major c auses of morbidity  for the age group 5 years and below , 2008  to 2010  
 

 (Under 5) ï 2008    (Under 5) ï 2009    (Under 5) -  2010  

 

Disease Name  

 

 

 

 

Incidence per 
1,000 pop.  

(under 5)  

 

Disease Name  

 

 

 

 

Incidence per 
1,000 pop.  

(under 5)  

 

Disease Name  

 

 

 

 

 

Incidence per 
1,000 pop.  

(under 5)  

 
Malaria 

 

641 

 

Malaria 

 

620 

 

Malaria 

 

897 

 

Respiratory infection: non-

pneumonia 

 
 

467 
 

Respiratory Infection Non-

Pneumonia  

 

 

568 
 

Respiratory Infection Non-
Pneumonia 

744 
 

Diarrhoea: non-bloody 
 

225 
 

Diarrhoea Non-Bloody  
 

230 
 

Diarrhoea Non-Bloody 
 

285 
 

Eye Infections 
 

93 
 

 Eye Diseases Infectious  
 

91 
 

Respiratory Infection 
Pneumonia 

104 
 

 
Respiratory infection: pneumonia 
 

85 
 
 

Respiratory Infection 
Pneumonia  
 

81 
 

Eye Diseases Infectious 
 

89 
 

Skin infections 

 

72 

 

  
Skin Diseases Non-Infectious  

 

46 

 

Skin Diseases Non-Infectious 

 

57 

 

 

Trauma: accidents, injuries, 
wounds, burns 

53 

 
 

 Trauma Injuries Wounds Burns  
 

42 

 
 

Trauma Other Injuries 

wounds  
 

45 
 

Ear / Nose / Throat infections  
 

53 
 

 Skin Infections  
 

40 
 

Skin Infections 
 

42 
 

Skin Diseases (not infectious) 

 
 

33 

 
 

Digestive System Non- 

Infectious  
 

30 

 
 

Digestive System Non-
Infectious 

40 
 

Intestinal Worms  

 

 

 

 

28 

 

 

 

Anaemia 

 

 

 

27 

 

Anaemia 

 

36 

 
 

 

 

Table 2.3 :    Ten (10) Major c auses of morbidity  for the age group 5 years and above , 2008  to 2010  
 

 

 (Over 5) ï 2008    (Over 5) -  2009    (Over 5) -  20 10  

 

Disease Name  
Incidence per 

1,000 pop  

(Over 5)  

 

Disease Name  
Incidence per 

1,000 pop  

(Over 5)  

 

Disease Name  
Incidence per 

1,000 pop  

(Over 5)  

Malaria 

 
 

158 

 
 

 Respiratory Infection Non-

Pneumonia  
 

154 
 

Malaria 
 

203 
 

Respiratory infection: non-
pneumonia 
 

133 
 
 

 Malaria 
 
 

153 
 
 

Respiratory Infection Non-
Pneumonia 
 

184 
 
 

Trauma: accidents, injuries, 
wounds, burns 

 
 

45 
 

 
 

Muscular Skeletal and 
Connective tissue 

NonTrauma  
 

47 
 

 
 

Muscular Skeletal and 

Connective tissue 
NonTrauma  
 

55 

 
 

Muscular skeletal and connective 
tissue (not trauma)  

39 
 
 

Trauma Injuries Wounds 
Burns 
 

33 
 
 

Genital-Urinary Diseases 
Other 

39 
 
 

Diarrhoea: non-bloody 
 

32 
 

 Diarrhoea Non-Bloody  
 

33 
 

Diarrhoea Non-Bloody 
 

35 
 

Dental diseases 
 

28 
 

 Digestive System Non-
Infectious  

27 
 

Trauma Other Injuries 
wounds  34 

Digestive system (not infectious) 

26 

 

 Dental Carries  

 

23 

 

Digestive System Non-

Infectious 30 

Ear / Nose / Throat infections  

 

21 

 

 Respiratory Infection 

Pneumonia  

15 

 

 

 

 

 

Dental diseases 

 
25 

 

 

 

 

 

Skin infections 

 

21 

 

 Eye Diseases Infectious  

 

15 

 

Respiratory Infection 

Pneumonia 18 

Respiratory infection: pneumonia 

 

18 

 

 Throat Diseases  

 

14 

 Throat Diseases 15 
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The Government of the Republic of Zambia has identified the eradication of 

malaria and other major diseases as a priority to attain the Millennium 

Development Goals targets for reducing maternal and child mortality rates in 

Zambia (MoFNP, 2006).  The country is also implementing specific short and 

medium-term programs under the National Malaria Control Action Plan (NMCAP) 

aimed at scaling up malaria control and prevention strategies.  

 

 

 

 

 

 

 

 
 

 

 

 

 

Figure 2.1 presents data on malaria incidence per 1,000 population, by province. 

The figure shows that the national incidence of malaria decreased from 252 per 

1,000 population in 2008 to 246 in 2009 and then increased to 330 per 1,000 

population in 2010. Eastern 

Province had the highest 

incidence of malaria during 

the period under review 

compared to the rest of the provinces, followed by Luapula Province.  A 

reduction of malaria incidence during the period under review was observed for 

Central and Western provinces. The rest of the provinces had either an 

increasing or a fluctuating pattern.  
 

 

 

 

 

Figure 2. 1:  Malaria Incidence per 1,000 Population, 2008 -  2010   

2.2.3   Malaria  

2.2.3.1   Malaria incidence  

 

The annual malaria incidence was estimated at 330 

cases per 1,000 population in 2010, an increase 

from 252 cases per 1,000 population in 2008. 
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In an effort to explain the trends of the indicators and interventions put in place 

to address health sector challenges, consultative meetings with program officers 

at all levels of the health care. This information is indicated in below:  
 

General observed trend:  National incidence of malaria decreased from 252 per 1,000 
population in 2008 to 246 in 2009 and then increased to 330 
per 1,000 population in 2010.  

 

 
Reasons that may 
explain the 
observed trend  
 

 
 
 
 

Á Reduction of malaria incidence from 252 per 1,000 population in 
2008 to 246 in 2009 is due to the following:  
 

V Improvement in malaria diagnosis using rapid diagnosis 
and testing (RDT) for all suspected malaria cases. 

V Improvement in malaria case diagnosis and management. 
V Use of integrated technical guidelines in malaria case 

management and through IMCI at facility and community 

level. 
V Mass distribution of insecticide treated nets (ITN). 

V Vector control management through Indoor Residual 
Spraying (IRS). 

 

Á However, an increase in malaria incidence from 246 per 1,000 
population in 2009 to 330  in 2010 is attributed to the following:  
 

V Low IRS coverage and ITN distribution in some malaria 

prone districts such as Gwembe in southern province 
V No mass distribution of ITNs: the target of 3 ITNs per 

household is not met  
V High refusal rate of indoor residual spraying of some houses 

V Not all eligible structures were sprayed due to inadequate 
resources 

V Reduced IRS coverage in some districts as a result of some 

cooperating partners (CPs) reducing their support  towards 
the programme  

V Shortage of RDTs in some districts especially during the 
period 2009 and/or 2010. 

 

Interventions that  
may need 
strengthening 

 There is need to: 
Á Intensify community sensitization and early detection through 

rapid diagnosis and testing (RDT) 
Á Intensify supervision in areas using RDTs. 
Á Have mass distribution of insecticide treated nets (ITNs) and 

effective use of RDTs.  
Á Increase the coverage of indoor-residual spraying so that it all 

malaria prone areas 
Á Supply RDT kits in sufficient quantities, t imely and 

consistently. 
Á Strengthen technical support and mentoring of facilities on 

IMCI and malaria case management. 
Á Train more staff and/or communities in using RDTs. 
Á Come up with programs that would monitor the utilisation of 

ITNs. 
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Malaria case fatality rate (CFR) is defined as the number of deaths in health 

institution due to malaria per 1,000 cases admitted to the health institution with 

diagnosed malaria. 

 

Table 2.4 

presents data on 

hospital case 

fatality rate per 

1,000 admissions 

for malaria, by 

age group and 

province, for the 

period 2008 to 

2010.  The table 

shows a 

reduction of hospital malaria case fatality rate during the period under review 

from 39 per 1,000 admissions in 2008 to 26 per 1,000 admissions in 2009 and 

then increased to 34 per 1,000 admissions in 2010. 

 

In 2008, malaria case fatality rate was higher in th e age group 5 years and 

above than the age group 5 years and below while in 2 009 and 2010, malaria 

case fatality rate was higher in the age group 5 years and below than the age 

group 5 years and above. 

   

 
 
 

Dehydration caused by severe diarrhoea is a major cause of morbidity and 

mortality among young children. A simple and effective response to dehydration 

is a prompt increase in fluid intake. Exposure to diarrhoea-causing agents is 

frequently related to the use of contamina ted water and to unhygienic practices 

in food preparation and disposal of excreta (DHS, 2007).  

2.2.3.2    Malaria Case Fatality Rate (hospitals only)   

Table 2.4      Malaria Case Fatality Rate per 1,000 admissions , by age   
group ( hospital only ), Zambia, 200 8 - 20 10  

 
Province  
 

2008  2009  2010  

Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  

Central  
41 48 44 27 21 24 36 30 33 

Copperbelt 
38 28 32 29 22 25 33 37 35 

Eastern 
50 48 49 29 13 21 48 40 45 

Luapula 
39 41 40 23 18 21 51 22 37 

Lusaka 
34 48 41 19 66 43 44 13 32 

Northern 
23 40 31 29 12 20 28 24 27 

North-Western 
26 24 25 19 13 16 27 24 26 

Southern 
34 46 40 37 23 30 30 26 28 

Western 
33 55 43 25 36 30 28 61 42 

Zambia  38  
 

40  
 

39  
 

26  
 

25  
 

26  
 

36  

 

 

 

 

 

 

31  

 

 

 

 

 

 

34  

 

 

 

 

 

 

 

2.2.4    Diarrhoea (non -bloody)  
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In the HMIS, d iarrhoea (non-bloody) incidence is defined as the number of new 

cases of diarrhoea (non-bloody) per 1,000 catchment population (HMIS, 2010). 

Figure 2.2 presents trends 

of diarrhoea (non-bloody) 

incidence by province for 

the period 2008 to 2010. 

The figure shows that the 

national incidence rate of diarrhoea (non-bloody) has been increasing during the 

period 2008 to 2010. It inc reased from 69 per 1,000 population in 2008 to 72 per 

1,000 population in 2009 and then to 79 per 1,000 population in 2010.  

 

Generally, the provinces experienced an increase in diarrhoea (non-bloody) 

except for Luapula which experienced a reduction during the period 2009 and 

2010.  

 

Figure 2. 2:   Incidence of diarrhoea (non -bloody) per 1,000 population by province, 

2008 -2010  

2.2.4.1  Diarrhoea (n on -bloody)  incidence  

National incidence rate of diarrhoea (non-bloody) has 

been increasing during the period 2008 to 2010. It 

increased from 69 per 1,000 population in 2008 to 72 

per 1,000 population in 2009 and then to 79 per 1,000 

population in 2010. 
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Program officers at provincial, district and facility level were asked questions on 

reasons for the observed variations on diarrhoea (non-bloody) and interventions 

put in place to address it. This information is shown in the table below:  
 

 

 

General observed trend: National incidence rate of diarrhoea (non-bloody) has been 
increasing during the period 2008 to 2010. It increased from 
69 per 1,000 population in 2008 to 72 per 1,000 population in 
2009 and then to 79 per 1,000 population in 2010.  

 

 
Reasons that may 
explain the 
observed trend  
 

 
 
 
 

Á Increase in incidence rate of diarrhoea (non-bloody) from 69 
per 1,000 population in 2008 to 79 per 1,000 population in 2010 
may be attributed to the following aspects: 
 
V Poor access to protected water points 
V Sale of chlorine a contributing factor to low accessibility 

and utilization of domestic chlorine  
V Under utilization of chlorine for domestic water treatment.  

V Inconsistent and inadequate supply of domestic chlorine. 

V Poor food hygiene and weak implementation of inspection 
of premises. 

V Poor hygiene standards  
V Poor waste management. 

V Poor water sources and insanitary environment especially 
at community level  

V Inadequate clean water sources as some people especially 

those in the communities fetch water from streams, dam s 
etc. 

V Unconventional water sources especially in rural areas close 
to water bodies.  

 

Interventions that  
may need 
strengthening 

 Á There is need to improve on home treatment of water at 
community level using chlorine and ensure its supply in 
sufficient quantities.  

Á There is need to improve domestic water quality monitoring 
through sampling and testing.  

Á There is need to intensify IEC on control of diarrhoea 
diseases 

Á Regular inspection of food and premises is encouraged. 
Á Chlorine needs to be provided for free  and that it should be 

provided in sufficient quantities.  
Á Epidemic control and preparedness committee need to be 

strengthened especially at zonal and facility level. 
Á There is need to improve on water quality monitoring  
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In the HMIS, d iarrhoea (non-bloody) case fatality rate is defined as the number 

of deaths due to d iarrhoea (non-bloody) per 1,000 admissions of diagnosed 

diarrhoea (non-

bloody). Table 

2.5 presents 

data on 

hospital case 

fatality rate per 

1,000 

admissions by 

age group and 

province, for 

the period 2008 

to 2010. The table shows that there was an increase in hospital CFR of diarrhoea 

(non-bloody) of 70 deaths per 1,000 admissions in 2008 to 71 deaths per 1,000 

admissions in 2009 and then to 74  deaths per 1,000 admissions. The table also 

shows that in each of the years 2009 and 2010, hospital CFR was higher for the 

age group 5 years and below than the age group 5  years and above while in 

2008 CFR was higher in the age group 5 years and above than the age group 5 

years and below. For all ages combined, Central Province had the highest CFR of 

diarrhoea (non-bloody) in 2008 and 2010 while Western Province had the 

highest CFR in 2009.  
 

 

General observed trend:  There was a reduction in hospital CFR of diarrhoea (non-bloody) 
of 70 deaths per 1,000 admissions in 2008 to 71 deaths per 
1,000 admissions in 2009 which then increased to 74 deaths per 
1,000 admissions 

 
 

Interventions that  
may need 
strengthening 

 Á There is need to strengthen referral system for management 
of complicated diarrhoea 

Á There is need to improve staffing levels especially for facilities 
manned by classified daily employees (CDEs). 

Á There is need to intensify, the on going sensitization of 
communities on diarrhoea prevention than having to do this 
when there is an outbreak.  

 

2.2.4.2   Diarrhoea (non -bloody) case fatality rate (hospitals only )   

Table 2.5:    Diarrhoea (non -bloody) Case  Fatality Rate per 1,000 
admi ssions,  by age group (Hospital Only), Zambia, 2008 - 
2010  

 
Province  
 

2008  2009  2010  

Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  

Central  
126 108 118 146 145 116 126 107 117 

Copperbelt 
43 77 58 65 94 68 38 87 59 

Eastern 
93 78 87 91 93 84 106 52 81 

Luapula 
61 64 62 78 60 70 60 45 54 

Lusaka 
48 80 59 71 10 38 112 15 77 

Northern 
42 40 41 27 23 23 82 65 74 

North-Western 
26 61 37 49 50 40 40 44 41 

Southern 
64 86 73 58 59 59 65 79 71 

Western 
72 164 118 132 174 144 76 114 94 

Zambia  60  
 

85  
 

70  
 

80  
 

79  
 

71  
 

78  

 

 

 

 

 

67  

 

 

 

 

 

74  
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In the HMIS, respiratory infection (non -pneumonia) incidence is defined as the 

number of new cases of respiratory infection (non-pneumonia) per 1,000 

catchment population (MoH, 2008). 

 

Acute respiratory infection (ARI) is among the leading causes of childhood 

morbidity and mortality throughout the world. Early diagnosis and treatment with 

antibiotics can prevent a large proportion of deaths ca used by ARI (ZDHS, 2007). 

 

Figure 2.3 shows trends of the incidence of respiratory infections (non -

pneumonia) per 1,000 population by province. The figure shows that the national 

respiratory infections (non-pneumonia) incidence rate increased from 198 per 

1,000 population in 2008 to 238 per 1,000 population in 2009 and then to 286 

per 1,000 population in 2010.  

 

Figure 2. 3:    Respiratory Infection (non -pneumonia) Incidence per 1,000 Population, 

2008  ï 2010.  

 

Program officers at provincial, district and facility level were asked questions on 

reasons for the observed variations on respiratory infections (non-pneumonia) 

and interventions put in place to address it. This i nformation is shown in the 

table below: 

2.2.5  Respiratory Infection (non -pneumonia)  

2.2.5.1    Respiratory Infection (non -pneumonia) incidence  
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General observed trend:  The national incidence of respiratory infections (non-pneumonia) 
increased from 198 per 1,000 population in 2008 to 238 1,000 
population in 2009 and then to 286 per 1,000 population in 2010 

 

 
Reasons that may 
explain the 
observed trend  
 

 
 
 
 

Á Increase in the incidence rate of respiratory infections (non-
pneumonia) may be attributed to the following aspects: 
 

V Most fevers with RDT negative results are attributed to 
respiratory infections (non-pneumonia). 

V Prevalence of HIV and TB in the country may be 
contributing to opportunistic infections such as respiratory 

infections due to compromised immunity.  

V Inadequate sensitization on respiratory infections (non-
pneumonia). 

 

Interventions that  
may need 
strengthening 

 Á There is need to strengthen sensitization & education to 
communities on respiratory infections (non-pneumonia). 

Á More support in case management and provision of guidelines 
and protocols should be encouraged 

Á Standard case management through Integrated Technical 
Guideline (ITG) and IMCI protocols. 

Á Technical support to facilities  
Á IEC on RI non pneumonia 
Á There is need to train and mentor facility staff and 

community based volunteers in IMCI 
Á There is need to improve on the supply of drugs and 

logistics for treatment of respiratory infections (non-
pneumonia) 

 

 
 

 

 

 

 

 

 

Table 2.6 presents data on hospital case fatality rate per 1,000 admissions for 

respiratory 

infections 

(non-

pneumonia) by 

age group and 

province, for 

the period 

2008 to 2010. 

The table 

shows that for 

all provinces 

and age groups combined, hospital CFR per 1,000 admissions for respiratory 

2.2.5.2      Respiratory I nfection (non -pneumonia) case fatality rate 
hospitals only  

Table 2.6 :  Respiratory Infections: Non -Pneumonia Case  Fatality Rate per 
1,000 admissions,  by age group  (Hospital Only), Zambia, 2008 - 
2010  

 
Province  
 

2008  2009  2010  

Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  

Central  44 52 48 20 35 28 36 33 34 

Copperbelt 24 100 55 18 39 26 11 40 21 

Eastern 34 22 28 40 26 33 62 38 51 

Luapula 42 73 57 42 18 27 39 16 28 

Lusaka 14 28 22 32 53 42 6 32 21 

Northern 10 7 9 5 5 5 10 22 16 

North-Western 6 7 6 11 17 12 3 10 6 

Southern 27 38 33 18 27 22 10 22 15 

Western 82 59 67 53 92 69 44 61 54 

Zambia  27  60  42  26  35  29  25  30  27  
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infections (non-pneumonia) has been decreasing during the period 2008 to 2010. 

The indicator reduced from 42 cases per 1,000 admissions in 2008 to 29 cases 

per 1,000 admissions in 2009 and then to 27 per 1,000 admissions in 2010. 

 

Western Province had the highest hospital CFR for respiratory infections (non-

pneumonia) compared to the rest of the provinces during the period under 

review while in 2008 and 2010 North-Western Province had the lowest.  

 

The table also shows that in each of the years 2008, 2009 and 2010, hospital 

CFR for respiratory infections (non-pneumonia), was higher for the age group 5 

years and above than the age group 5 years and below. 
 

 
 
 

 

Respiratory infection (pneumonia) is defined as the number of new cases of 

respiratory infection (pneumonia) per 1,000 catchment population ( CBoH, 2008). 

The disease has continued to be the fifth leading cause of morbidity in the 

country.  

 

2.2. 6.1   Respirato ry Infect ion ( pneumonia)  incidence  

 

Figure 2.4 shows information on the incidence rate of respiratory infection 

(pneumonia) by province for the period 2008 to 2010. The figure shows that 

national incidence rate of respiratory infection (pneumonia) has been fluctuat ing 

during the period 2008 to 2010. The indicator reduced from 31 per 1,000 

population in 2008 to 29.3 per 1,000 population in 2009 and then increased to 

33.0 per 1,000 population in 2010.  

 

The figure also shows that Eastern Province had the highest incidence of 

respiratory infection (pneumonia) during the period under review compared to 

the rest of the provinces and the incidence has been increasing overtime. Lusaka 

Province had the lowest incidence of respiratory infection (pneumonia) in 2009 

and 2010. 

 

 2.2. 6   Respirato ry Infection ( pneumonia)  
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Figure 2. 4:    Respiratory Infection (pneumonia)  incidence  per 1,000 Population, 
2008 -  2010    

 
 

 

 

 

Table 2.7 presents information on hospital case fatality rate per 1,000 

admissions for respiratory infection (pneumonia)  by age group and province, for 

the period 2008 to 2010.  The table shows that for all provinces and age groups 

combined, hospital 

CFR per 1,000 

admissions for 

respiratory 

infections 

(pneumonia) 

remained stable in 

2008 and 2009 at 

100.4 per 1,000 

admissions and 

100.9 per 1,000 

admissions, respectively and then reduced to 92.1 per 1,000 admissions in 2010. 
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2.2.6 .2      Respirato ry infection ( pneumonia)  case fatality rate 
(hospitals only )  

Table 2.7 :     Respiratory infection (pneumonia) case  fatality rate 
(accidents, injuries, wounds, burns) per 1,000 admissions,  by 
age group (hospital only), Zambia, 2008 - 2010  

 
Province  
 

2008  2009  2010  

Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  Under 
5 

Over 
5 

Total  

Central  187.0 139.6 164.5 136.5 191.6 152.1 124.9 157.2 135.3 

Copperbelt 71.7 126.7 93.4 54.4 92.4 67.7 68.5 114.5 85.2 

Eastern 91.6 71.2 81.5 119.3 73.1 102.0 108.0 90.3 100.8 

Luapula 97.0 86.8 93.1 142.1 78.6 119.2 92.5 68.9 81.6 

Lusaka 76.0 32.3 59.8 106.1 204.1 132.6 32.4 48.3 40.2 

Northern 92.9 84.7 89.1 57.6 65.7 60.6 81.6 38.9 61.8 

North-Western 81.3 71.4 76.7 69.6 60.9 66.7 76.4 123.1 92.4 

Southern 121.7 91.1 107.3 79.6 101.3 88.1 103.4 116.7 108.7 

Western 122.6 77.6 99.7 100.7 145.4 119.4 132.7 112.2 123.4 

Zamb ia 97.0  

 

 

 

104.7  

 

 

100.4  

 

 

96.2  

 

 

 

112.6  

 

 

 

100.9  

 

 

 

91.2  

 

 

 

 

96.7  

 

 

 

 

92.1  
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Central Province had the highest hospital CFR of respiratory infection 

(pneumonia) in each of the years 2008, 2009 and 2010 while; Lusaka Province 

had the lowest case fatality rat e in 2008 and in 2010.  

 

The table also shows that hospital case fatality rate per 1,000 admissions for 

respiratory infection (pneumonia) was highest in the age group 5 years and 

above compared to the age group 5 years and below. 

 

 

Tuberculosis (TB) is one of the notifiable diseases and is caused by a germ called 

Mycobacterium Tuberculosis. It normally affects the lungs although sometimes 

other parts of the body are also affected. Anyone who has been coughing for 

more than two weeks and has night sweats, lost weight, and losing appetite 

could be having TB. The most common test to make a diagnosis is sputum smear 

examination and assists in helping to put the patient on the correct treatment.  

 

  

 

Tuberculosis notification rate is defined as the total number of TB notifications 

per 100,000 population.  

 

Table 2.8 presents data on TB notification rate per 100,000 population , by 

province for the period 2008 to 2010 . The table shows a decline in the 

notification rate per 100,000 population from 378 per 100,000 population in 

2008 to 377 per 100,000 population in 2009 and then to 37 3 per 100,000 

population in 2010. Provincial comparisons 

show that, during the period under review, 

Lusaka Province had the highest TB 

notification rate per 100,000 population in 

2009 and 2010 compared to the rest of the provinces  while Copperbelt had the 

highest notification rate in 2008  and second highest in 2009 and 2010. Northern 

Province, on the other hand , had the lowest TB notification rate per 100, 000 

population in each of the years 2008, 2009 and 2010. 

2.3.7    Tuberculosis  

2.3.7 .1  Tuberculosis notification rate  

 

 

The annual TB notifications increased 

from 47,333 in 2008 to 48,616 in 2010. 
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Table 2 .8 :   TB Notification R ate Per 100,000 population, 200 8 to 20 10  

 
 

 
 

Province  

2008  2009  2010  

Total 
notified  

Est. Total 
pop.  

Notification 
rate/ 

100,000  

Total 
notified  

Est. Total 
pop  

Notification 
rate/ 

100,000  

Total 
notified  

Est. Total 
pop  

Notification 
rate/ 

100,000  

Central 3,025 1,301,776 232 2,969 1,343,835 221 2,988 1,267,803 236 

Copperbelt 19,860 1,980,824 1,003 10,586 2,034,012 520 10,612 1,958,623 542 

Eastern 2,803 1,647,860 170 2,814 1,695,490 166 2,623 1,707,731 154 

Luapula 1,954 997,579 196 1,956 1,030,572 190 1,710 958,976 178 

Lusaka 16,624 1,697,730 979 17,649 1,733,830 1,018 18,276 2,198,996 831 

North-Western 1,966 756,261 260 1,887 781,800 241 1,616 706,462 229 

Northern 2,035 1,577,310 129 1,833 1,619,980 113 1,720 1,759,600 98 

Southern 6,051 1,545,880 391 5,988 1,592,864 376 5,773 1,606,793 359 

Western 3,015 937,419 322 2,909 963,107 302 3,298 881,524 374 

Zambia  47,333  12,525,791  378  48,591  12,896,830  377  48,616  13,046,508  373  
 

 

 

 

Completion rate refers to the smear positive (+ve) cases whose sputum were not 

examined at the end of treatment but patients got better expressed as a 

percentage of the total enrolled new smear positive  (+ve) cases.  

 

 

Table 2.9 presents data on TB completion rate for smear positive by province for 

the period 2008 to 2010 . The Table shows a decline in TB completion rate from 

6.5 percent in 2008 to 5.1 percent in 2009 and an increase to 6.1 percent in 

2010.  

 

The table also shows that during the period under review, North-Western 

province had the highest proportion of TB completion rate in 2008 and 2009 at 

17.2 percent and 16.6 percent, respectively, compared to the rest of the 

provinces, while Copperbelt Province at 21.0 percent, had the highest rate in 

2010. Southern Province on the other hand had the lowest TB completion rate  in 

each of the years 2008, 2009 and 2010. 
 

   

2.3.7 .2  Tuberculosis completion rate for smear positive  
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Table 2 .9 :   TB completion Rate (%), 2008  to 20 10  
 

 

Province  

2008  2009  2010  

Completed  
Total 

enrolled  
Completion 

rate (%)  
Completed  

Total 
enrolled  

Completion 
rate (%)  

Completed  
Total 

enrolled  
Completion 

rate (%)  

Central 28 916 3.1 30 820 3.7 79 2984 2.6 

Copperbelt 182 2,876 6.3 210 3,044 6.9 204 972 21.0 

Eastern 55 853 6.4 31 788 3.9 27 647 4.2 

Luapula 79 706 11.2 70 627 11.2 91 1334 6.8 

Lusaka 260 3975 6.5 145 3,322 4.4 125 909 13.8 

North Western 87 506 17.2 72 433 16.6 72 853 8.4 

Northern 75 776 9.7 111 763 14.5 123 666 18.5 

Southern 15 1,203 1.2 28 1,324 2.1 17 3,895 0.4 

Western 55 995 5.5 44 1,002 4.4 39 421 9.3 

Zambia  836  12,806  6.5  671  13,173  5.1  777  12,681  6.1  
 

 
 

 

 
 

 
 

 
 

 

 

 

 

 

 

 

 

 

Cure rate refers to smear positive (+ve) cases whose sputum is examined at the 

end of treatment and it is negative ( -ve) expressed as a percentage of total new 

smear positive (+ve) enrolled new TB cases.  
 

 

 

 

 

 

 

 

Table 2.10 presents data on TB cure rates, by province for the period 2008 to 

2010. The figure shows an 

increase in TB cure rate from 78 

percent in 2008 to 83 percent in 

2009 and decreased slightly to 82 

percent in 2010. The table also shows that during the period under review, 

Southern Province had the highest TB cure rates compared to the rest of the 

provinces. Luapula Province on the other hand had the lowest TB cure rates in 

2008 and 2009 while Northern Province had the lowest rate in 2010.    

3 
 

Table 2 .10:   TB Cure Rate (%), 200 8 to 20 10  
 
 
 

 

Province  

2008  2009  2010  

Cured  
Total 

enrolled  

Cure rate 

(%)  
Cured  

Total 

enrolled  

Cure rate 

(%)  
Cured  

Total 

enrolled  

Cure 

rate (%)  

Central 
740 916 81 672 820 82 2,476 2,984 83 

Copperbelt 
2,174 2,876 76 2,346 3,044 77 732 972 75 

Eastern 
650 853 76 603 788 77 506 647 78 

Luapula 
511 706 72 441 627 70 1,106 1,334 83 

Lusaka 
3,150 3,975 79 2,796 3,322 84 659 909 73 

North Western 
380 506 75 319 433 74 709 853 83 

Northern 
596 776 77 542 763 71 407 666 61 

Southern 
1,032 1,203 86 1,128 1,324 85 3,534 3,895 91 

Western 
769 995 77 791 1,002 79 289 421 69 

Zambia  
10,002  12,806  78  10,875  13,173  83  10,418  12,681  82  

2.3.7 .3   Tuberculosis cure rate for smear positive cases only  

 

The annual TB cure rate increased from 78 percent in 

2008 to 83 percent in 2009 and decreased slightly to 

82 percent in 2010 
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Tuberculosis success rate is defined as the sum of TB cured rate and treatment 

completion rate, expressed as a percentage.  
 

 

Table 2.11 presents data on TB success rate by province, for the period 2008  to 

2010. The table shows a steady increase in TB success rate from 85 percent in 

2008 to 88 percent in 2009  and then remained stable at 88 percent in 2010.  

 

The table also shows that during the period  under review, North-Western 

Province had the highest TB success rates compared to the rest of the provinces. 

Copperbelt Province on the other hand had the lowest TB success rate in 2008; 

Eastern Province had the lowest rate in 2009 while Western Province had the 

lowest success rate in 2010.    
 
 
 

Table 2.11:   TB Success Rate (%), 2008  to 20 10  
 
 
 
 

 

Province  

2008  2009  2010  

Cured + 
completed  

Total 
enrolled  

Success 
rate (%)  

Cured + 
completed  

Total 
enrolled  

Success 
rate (%)  

Cured + 
completed  

Total 
enrolled  

Succes s 
rate (%)  

Central 
768 916 84 702 820 86 2,555 2,984 87 

Copperbelt 
2,356 2,876 82 2,556 3,044 84 936 972 96 

Eastern 
705 853 83 634 788 81 533 647 82 

Luapula 
590 706 84 511 627 82 1,197 1,334 91 

Lusaka 
3,410 3,975 84 2,941 3,322 89 784 909 86 

North Western 
467 506 92 391 433 90 781 853 93 

Northern 
671 776 87 653 763 86 530 666 81 

Southern 
1,047 1,203 87 1,156 1,324 87 3,551 3,895 91 

Western 
824 995 83 835 1,002 83 328 421 79 

Zambia  

 

 

10,838  
 

12,806  
 

85  
 

11,546  
 

13,173  
 

 

 

 

88  
 

11,195  

 

 

 

 

 

 

12,681  

 

 

 

 

 

 

88  

 

 

 

 

 

 

Program officers at provincial, district and facility level were asked questions on 

reasons for the observed variations on the TB indicators and interventions put in 

place to address them. This information is included below:  

 

 

 

 

 

 

2.3.7 .4   Tuberculosis treatment success rate for smear positive 
cases only  
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General observed trend:     There was an increase in the number of notifications from  
47,333 in 2008 to 48,616 in 2010 

 

Reasons that may 
explain the 
reduction in the 
number of TB 
notifications  

 
 
 
 

Á Poor record keeping of TB data. 
Á Community awareness not adequate to sensitize people on the 

need for TB treatment early. 
Á The program mainly uses the passive case finding as part of the 

expanded DOTS strategy, which relies on a mobilized 
community for bringing in new cases for TB screening. This is a 
challenge, besides the stigma that is a major influencing factor 
in the health seeking behaviour of TB suspects; health facilities 
are faced with declining numbers of volunteers to support this 
type of work. This also influences the follow -up of patients that 
do not adhere to trea tment, as this is the key function of the TB 
treatment supporters.  

Á Scaling up of ART may also make some clinicians missing cases 
as their focus is just ARV 

Á Diagnosis of TB is still not yet scaled out in all health facilities 
 

Interventions that  
may need 
strengthening 

 Á Improvement of laboratories for accurate diagnosis, especially 
for TB in children and TB/HIV co-infected patients. 

Á Improving advocacy, communication and social mobilization for 
improved community awareness and addressing issues of 
stigma. 

 

 

 

 

Interventions that  
may need 
strengthening, 
continues... 

 Á To consider implementing active case finding using interventions 
that work such as symptom screening. 

Á The national TB program is currently using the WHO 
recommended program on the stop TB strategy which 
addresses the following 6 components: 

 

V Pursuing quality DOTS expansion and enhancement. 

V Addressing TB/HIV, multi-drug resistance (MDR)-TB and 

other challenges. 

V Contributing to health system strengthening.  

V Engaging all case providers. 

V Involving affect ed communities & patients 

V Enabling & promoting research 
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3.1  Introduction  
 

This section provides information on HIV, ART and VCT for the period 2008 to 

2010. It covers indicators on the number of clients tested for HIV, number o f 

infants born to HIV -infected women receiving HIV test within 12 months of birth , 

number of clients (both adults and children) on antiretroviral therapy (ART), 

number of health facilities providing ART services and percentage of health 

facilities that experienced ARV drug stock out in the last 12 months. It also 

provides some explanations for the observed variations on the indicators 

including interventions required to be put in place to address health sector 

challenges.  

 

3.2  Number of clients tested for  HIV  
 

This indicator refers to the number of people tested for HIV and it includes 

testing in antenatal, family planning, STI and TB clinics, in addition to provider 

initiated testing in clinical settings.  

 

Table 3.1 & Figure 3.1 present data on the number of clients tested for HIV by 

province for 2009 and 2010. Data shows that overall, the number of clients 

tested for HIV increased from 1,215,737 in 2009 to 1,696,123 in 2010, 

representing an increase of 40 percent. When all provinces are compared, 

Copperbelt had the highest number of clients tested for HIV in 2009 while 

Eastern Province had the highest number of clients tested for HIV in 2010 

compared to the rest of the provinces . North-Western had the lowest number of 

clients tested in 2009 and 2010.  

 

 

 

Table 3.1:  Number of clients tested for 
HIV by province, 2009 -2010 

  Province  
 

No. tested for HIV  

2009  2010  

 Central     140,925 193,819 

 Copperbelt  195,442 257,043 

 Eastern  181,228 266,229 

 Luapula  126,872 134,976  

 Lusaka  146,695 195,138 

 Northern  92,244 167,816 

 North-Western  60,127 85,435 

 Southern  169,644 233,596 

 Western  102,560 162,071 

 Zambia  1,215,737  1,696,123  
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Figure 3.1:   Number of clients tested for HIV by province, 2009 
-2010 
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In an effort to explain the increase in the number of clients tested for HIV  

including challenges faced in implementing the program, consultative meetings 

with program officers at all levels of the health care system were conducted 

using semi-structured interviews. This information is indicated below. 
 

General observed trend:    Overall, the number of clients tested for HIV increased from 
1,215,737 in 2009 to  1,696,123 in 2010, representing an 
increase of over 40 percent 

 

 
Reasons that may 
explain an increase 
in the number 
of clients tested 
for HIV 

 
 
 
 

Á Availability of free ARVs encourages people to get tested for HIV 
Á Availability of the free stand-alone HIV testing sites 
Á Rapid testing; as opposed to some years back when results 

used to take a couple of days, the Ministry of Health has 
introduced HIV rapid testing which only takes 15 -20 minutes to 
obtain results 

Á Door to door HIV testing campaign especially in urban areas 
Á Integration of HIV testing  in areas such as STI, TB, family 

planning and ANC set-ups has also helped boost the testing 
program 

 

Some challenges 
that limit the 
implementation of 
the HIV testing 
program  

 Á Limited counselling rooms in  some health centres discourages 
some clients 

Á Door to door campaign still lags behind as it requires a bit more 
resources to conduct 

Á Fewer ARV centres for referral 
Á Lack of resources to  retain/attract volunteers who are key to 

the success of the programme  

 
 

3.3  Number of Infants born to HIV -infected women receiving HIV 
test within 12 months of birth  

 

This indicator refers to the number of infants born to HIV -infected women who 

are tested for HIV within the first 12 months of birth. This is critical to the 

PMTCT programme as it partly measures its success.  Infant testing is done by 

three specialized laboratories which include the University Teaching Hospital 

(UTH) and Kalingalinga Urban Clinic both in Lusaka and Arthur Davison Hospital 

in Ndola.  

 

Health facilities collect the samples from infants and send them to UTH, 

Kalingalinga Urban Clinic and Arthur Davison Hospital in Ndola. When the test is 

done, the results are then couriered back to the mother faciliti es for 
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interventions and follow-up. The Ministry of Health relies on the commercial 

courier companies in delivering the samples and results. 

 

Table 3.2 & Figure 3.2 presents data on the number of Infants born to HIV - 

infected women receiving HIV test within 12 months o f birth by province during 

the period 2009 and 2010. Data shows that overall, the number of infants born 

to HIV-infected women receiving HIV test within 12 months of birth  increased 

from 23,713 in 2009 to  32,293 in 2010, representing an increase of over 36 

percent. When all provinces are compared, Lusaka had the highest number of 

infants born to HIV - infected women receiving HIV test within 12 months of birth  

in both 2009 and 2010 compared to the rest of the provinces, while North -

Western Province had the lowest number. 

 
Table 3.2:  Number of i nfants born to 

HIV- infected women 
receiving HIV test within 
12 months of birth  by 
province, 2009 -2010 

 Province  
 
 
 
 
 

No. of Infants born 
to HIV - infected 
women receiving 

HIV test within 12 
months of birth  

2009  2010  

 Central  1,517 2,059 

 Copperbelt  7,296 8,078 

 Eastern  1268 1,843 

 Luapula  808 531 

 Lusaka  7,328 11,784 

 Northern  551 615 

 North-Western  435 327 

 Southern  3,571 5,431 

 Western  939 1,625 

 Zambia  23,713  32,293  

  
 

In an effort to expl ain the increase in the number of infants born to HIV - infected 

women receiving HIV test within 12 months of birth  including challenges faced in 

implementing the program, consultative meetings with program officers at all 

levels of the health care system were conducted using semi-structured 

interviews. This information is indicated below:  
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Figure 3.2:  Number of infants born to HIV - infected women 
receiving HIV test within 12 months of birth  by 
province, 2009 -2010 
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General observed trend:  Overall, the number of infants born to HIV - infected women 
receiving HIV test within 12 months of birth  increased from 
23,713 in 2009 to  32,293 in 2010, representing an increase of 
over 36 percent 

 

Reasons that may 
explain an increase 
in the infants born 
to HIV-infected 
women receiving 
HIV test within 12 
months of birth  

 
 
 
 

Á There has been a reduction in the time between sending 
samples to the three reference laboratories to the mother 
facilities and receiving results in most facilities 

Á Increased awareness on the need to have the HIV exposed 
children tested 

 

Some challenges 
that limit the 
implementation of 
the HIV testing 
program  

 Á There is still a challenge in receiving results from the lab and as 
it takes more than a month in some health activities. 

Á Follow up of the children for interventions is a challenge due to 
the time it takes to receive the results  

 
 

3.4   Number of c lients (both adults a nd children)  on antiretroviral 
therapy (ART)  

 

 

This indicator refers to the number of adults and children who are currently 

receiving ART in accordance with the nationally approved treatment protocol (or 

WHO/UNAIDS standards) at the end of the reporting period. It is used  to assess 

progress towards providing ART to all clients with advanced HIV infection; 

coverage and tracks progress towards legislative 5-year National Health Strategic 

Plans. 

 

Table 3.3 and Figure 3.3 present data on the number of clients (both adults and 

children) on antiretroviral therapy (ART) by province for 2009 and 2010. The 

table and figure show that overall, the number of clients (both adults and 

children) on antiretroviral therapy (ART)  increased from 283,863 in 2009 to  

344,407 in 2010, representing an increase of over 21 percent. When all 

provinces are compared, Lusaka had the highest number of clients on 

antiretroviral therapy (ART) in  each of the years 2009 and 2010 compared to the 

rest of the provinces, followed by Copperbelt th en Central province, while North-

Western had the lowest number. 
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Figure 3.3: Number of clients (both 

adults and children) on 
antiretroviral therapy 
(ART) by province, 2009 - 
2010 

 Province  
 
 

No. of c lients on 
antiretroviral 
therapy (ART) 

including chil dren  

2009  2010  

 Central  27,292 35,243 

 Copperbelt  65,954 82,948 

 Eastern  25,321 29,646 

 Luapula  10,273 12,801 

 Lusaka  83,109 97,111 

 Northern  14,396 17,736 

 North-Western  6,541 8,671 

 Southern  33,073 40,167 

 Western  17,904 20,084 

 Zamb ia  283,863  344,407  

 

In an effort to expl ain the trends of the indicator  and interventions put in place 

to address health sector challenges, consultative meetings with program officers 

at all levels of the health care system were conducted using semi-structured 

interviews. This information is indicated below:  

 
General observed trend:   Overall, the number of clients (both adults and children) on 

antiretroviral therapy (ART) increased from 283,863 in 2009 to 
344,407 in 2010, representing an increase of over 21 percent. 

 

Reasons that may 
explain an increase 
in the number of 
clients on 
antiretroviral 
therapy (ART) 

 
 
 
 

Á Free and readily available ARVs provided by the Ministry of 
Health 

Á Increased HIV testing leading to awareness of oneôs status 
Á Increased number of ARV centres country-wide including the 

mobile ART centres 
Á Increased acceptance of oneôs HIV status 

 

 

Some challenges 
that limit the 
implementation of 
the program  

 Á Increase of ART centres is still impeded by lack of health 
centres meeting a prescribed criterion for the provision of ARVs 

Á Training of health workers in the provision of ARVs still lags 
behind partly due to staff attrition  

 
 

3.5   Number of health facilities providing ART services  

 

This indicator refers to the number of health facilities t hat offer ART services. It 

includes both the facilities that prescribe and/or provide clinical follow -up.   
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Figure 3.3:  Number of clients (both adults and children) on 
antiretroviral therapy (ART) by province , 2009 - 2010 




























































































