2.
Background  

2.1
HIV/AIDS in Zambia
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2.1.1
In early 2002, sixteen percent of Zambia’s reproductive age population (women ages 15-49; men ages 15-59) tested positive for HIV infection in the national Demographic and Health Survey (DHS)—probably 800,000 people in a total population of about 10 million at that time.  DHS estimates closely fit surveillance data for women in the widely representative Antenatal Clinic Sentinel Surveillance (ANC) system.     

2.1.2
Overall, 18 percent of women and 13 percent of men were HIV positive in the DHS.  Infection rates were highest for women aged 25-39 years and for men at ages 30-39.  For both men and women, urban rates were more than twice as high as rural rates over nearly all age groups.   Figure 1 shows the alarmingly high levels of HIV infection among urban women—40% across the peak years of childbearing—and the steep rise in risks from age of onset of coitus for both males and females.  The tragic dimensions of the HIV/AIDS crisis in Zambia are clear.  

2.1.3
Fifty percent of Zambia’s population is below the age of 15 due to sustained high fertility and child survival rates above 80% over the past two decades.  With annual population growth around 2.9%, ever larger cohorts of young people are at risk of HIV and AIDS.   Equally daunting, the ANC estimates that 25 percent of pregnant women are HIV positive and 40 percent of babies born to them are infected with the virus; perhaps 10% of children.  The recent report, Children on the Brink 2002, estimates that in 2001 there were 572,000 orphans aged 0-14 in Zambia directly as a result of AIDS; the total number of orphans may exceed 700,000.  Providing them with care and support is imposing mounting stress on extended families and very limited social welfare programs.  

2.1.4
The HIV/AIDS pandemic is disrupting the economy and devastating households and communities mainly in urban areas but in many rural areas as well.  Reduced immunity to infection caused by HIV is accelerating the incidence of chronic diseases and threatens to overwhelm health sector capacities.  For example, the average tuberculosis (TB) case rate between 1964 and 1984 remained constant at 100 per 100,000 people; since HIV/AIDS arose in the mid-1980’s, TB case rates have increased nearly five-fold, to over 500 per 100,000 people, with corresponding increase in the TB mortality rate.  Sexually transmitted infections (STI), which both facilitate HIV/AIDS infection and are facilitated by it, now constitute 10 percent of all outpatient attendance in public health facilities.  Increasing morbidity and mortality among the skilled health care workforce, inadequate development investment in the sector, and rising costs, have added to already severe constraints to health care delivery.  

2.1.5
Similar problems due to HIV/AIDS adversely affect most other social and economic sectors in Zambia.  A growing portion of the education, agriculture, commerce, mining and transport workforces must deal with employee absenteeism and losses and family illness, incurring lower productivity and performance.  Enterprises suffer rising production costs resulting from additional medical care and funeral expenditures, absenteeism, training costs, and loss of skilled workers and resulting workplace disruption and inefficiencies.  The pandemic is imposing serious constraints to productivity, increasing poverty and deteriorating the overall health of the people.  

2.2
Zambia’s HIV/AIDS Strategy and Program

2.2.1
Soon after the first HIV/AIDS case was recorded in Zambia in 1984, the GRZ established the National AIDS Control Program and developed its First Medium Term (HIV/AIDS) Plan (1988-92).  A second Strategic Plan (1992-97) addressed HIV/AIDS prevention and introduced a strong accent on STI control.  The GRZ’s third HIV/AIDS Strategic Plan (1999-2001) retained a strong health sector focus emphasizing prevention and STI treatment but began to encourage multi-sector approaches to intervention.  This plan was amended in 2000 as the Zambian National HIV/AIDS Strategic Framework (National HIV/AIDS/STD/TB Council 2000).  It has fostered a growing number of partnerships between the government and private and non-governmental organizations that now underlies the development of USAID’s 2004-2010 strategy.  As HIV/AIDS prevalence grew and manifold adverse impacts became increasingly felt throughout the country, the GRZ and donor supporters embraced ever more strongly the idea that only a multi-sector mobilization would suffice.  Both the National Health Strategic Plan 2001-05 (NHSP) and the Poverty Reduction Strategy Paper (PRSP, 2002) now engage all sectors and segments of Zambia society and economy in HIV/AIDS prevention and mitigation as a top national priority.  

2.2.2
The current National HIV/AIDS Strategic Framework (2002-2005) aims to reduce the rate of new infections and to mitigate the impact of the epidemic by working in partnership with all ministries, non-governmental organizations, and bilateral and multilateral partners.  The National AIDS Bill, passed by Parliament in December 2002, formally established the National AIDS Council (NAC) and AIDS Secretariat.  NAC members include representatives from government ministries, civil society, and private sector partners with collaboration from external finance agencies.  Its mandate is to lead and coordinate policy and resource mobilization for HIV/AIDS control and mitigation.  

2.2.3
Health care service delivery is the responsibility of the Central Board of Health (CBoH).  Planning, financing, and managing HIV/AIDS and other health services are largely delegated to the district level through an increasingly decentralized public health system.  The NAC, likewise, is decentralizing its operations and works through nine technical working groups aimed at coordinating public and private sector activities.  NAC policy and coordination is expressed at the district level through District AIDS Task Forces (DATF) operating in 15 of the 72 districts of Zambia by mid-2003.  The DATF operate through ad hoc technical working groups organized around areas of actual need such as fund raising, work on behalf of orphans, and other mitigation, locally defined.  The decentralized approach aims to mobilize coordinated and effective national, provincial and district activities attacking the HIV/AIDS pandemic where people live and work.  
2.2.4
Careful coordination between the NAC and CBoH will be crucial in the new USAID/Zambia strategy, given the Mission’s continuing role as a catalyst to ensure the technical quality of nationally scaled up services and the increased funds available for HIV/AIDS programs.  For example, the GRZ hopes to provide 10,000 people with anti-retroviral (ARV) treatment during the next three years with additional support from collaborating partners.  The Global Fund will likely provide additional resources for ARVS in 2004.  The GRZ has issued initial ARV policy guidelines, but extensive training of clinical staff and systems to support ARV treatment are required.  The GRZ intends to circulate a new draft of the ARV treatment strategy by December 2003.  Limited quantities of ARVs have been provided through small pilots in two locales--one through the University Teaching Hospital in Lusaka and the second through Ndola General Hospital.  Some priority likely will be given to pregnant mothers and their partners.  Zambia has one PMTCT Plus (preventing mother-to-child transmission) program in Lusaka that began in mid 2003.  USAID/Zambia and its implementing partners are providing nevirapine as part of the minimum package of their current PMTCT initiatives.  Formal criteria (policy) for ARV eligibility are at an early stage of development by GRZ.  So far, this mostly has been an issue for the CBoH and the provinces; multi-sector policy issues, however, will likely arise as scale-up proceeds. 

2.2.5
Other GRZ Ministries and private entities have developed HIV/AIDS strategies and begun implementing activities.  As further described later, these include especially the Ministry of Education (MOE) and Ministry of Agriculture and Cooperatives (MACO) and many Zambian NGOs have become active across the sectors of USAID’s main commitments in Zambia.  In the lead in multi-sector interventions, many settings and aspects of education in Zambia now are involved in HIV/AIDS counter-measures.  
2.2.6
The leadership of MACO is acknowledging the need to launch manifold actions in response to AIDS.  A small office has been established and staffing begun.  High MACO staff depletion and turn-over have crippled extension work in some areas, and reports note high recent rates of selling off commercial farms, possibly related to rising mortality.  MACO has completed HIV/AIDS sensitization workshops at Provincial levels throughout the country and begun to promote safe sex practices and provide employees easy access to condoms (ABC’s).  Needs assessments conclude that many employees and most farmers remain very reluctant to discuss AIDS.  The MACO HIV/AIDS team has few communication resources and few field studies of any kind to guide communication strategies (e.g., materials, Education Radio) in culturally (e.g., ethno-linguistically) sensitive ways.  Data collection on AIDS impact at the farm community level is almost non-existent but deemed essential to changing awareness, risk behavior, and mitigation responses.  

2.3.
USAID Program Contributions to Date

2.3.1
Introduction.  USAID supports Zambia’s HIV/AIDS efforts at national, provincial, district and community levels, in public and private sectors.  In response to increasing United States Government funding to address impacts of HIV/AIDS on societies and economies around the world, USAID/Zambia has increased several-fold its assistance to prevention, care, and mitigation.  USAID activities to date most related to those envisioned for support directly under SO5, SO6, and SO8 apart from but related to this Agreement are found in Annex 8, pages 82 - 89 to “USAID/Zambia Multi-Sector HIV/AIDS Strategy 2004-2010”, (June 2003).  These include:

2.3.2
Health (SO7).  At the national level, USAID’s 1997-2003 strategy provided technical support to the National AIDS Council, the Central Board of Health, and the Department of Child Affairs in the Ministry of Youth Sport and Child Development.  It supported Zambia’s integrated approach to health services delivery, and improving service quality and health system capacities.  These include behavior change communications, condom social marketing, HIV/AIDS advocacy and leadership activities with parliamentarians and church leaders, a cross-border initiative to reach truck drivers and sex workers and orphans and vulnerable children, and an element for program coordination and policy development.  
USAID supported the Traditional Leaders, through the National and Provincial Royal Foundations to enhance their work in HIV/AIDS prevention, care and mitigation within their respective chiefdoms. Through the International HIV/AIDS Alliance, USAID has been building the capacity of Zambia Interfaith Networking Group Organization (ZINGO) to coordinate HIV/AIDS responses among faith-based organizations.
2.3.2.1
At the district level, the USAID Zambia Integrated Health Program addressed HIV/AIDS with a wide range of health support.  This program, together with complementary technical support for other USAID financed strategic objectives and supplementary resources from cooperating partners, has sponsored various interventions, including HIV/AIDS, in demonstration districts which provide information and care to adolescents, women caring for children, pregnant women, men, and people requiring curative services, in an effort to reduce the incidence and impact of HIV/AIDS and other health problems.  

2.3.3
Economic Growth/Agriculture (SO5).   USAID/Zambia’s two main partners in agriculture, Cooperative League of the USA (CLUSA) and Zambia Agribusiness Technical Assistance Centre (ZATAC), have adapted HIV/AIDS sensitization and needs assessments in their work on micro-finance and agricultural technology.  They are using peer education, radio, condom distribution to field staff, messages through packaging on agriculture products, and drama, social, and sports clubs.  

2.3.3.1
Since 2000, USAID has supported activities with 20 sizable employer workplaces through the FACEAIDS program, giving rise to the Zambian Health Education and Communication Trust (ZHECT).  In 2001, the International Executive Service Corps (IESC) in collaboration with the U.N. and USAID launched the Livingstone Linkages program.  Engaging volunteer experts, by mid-2003, it had worked with over 100 small and medium-sized businesses under guidance of the Livingstone District Business Association (DBA) and the District Health Office.  Prospects for widening this work are good: the DBA includes 300 member companies; the Livingstone Tourist Association has 65 member companies; and the Commercial Farmers Association has over 300 members.  Similar initiatives in Districts around the country have begun.  Agreement partners will likely include the Zambia Business Coalition on AIDS, the Chamber of Commerce, and District Tourism Associations and Commercial Farmers Associations.  

2.3.4
Education (SO6).  In 2000, the MOE with USAID/Zambia’s Basic Education Sub-Sector Investment Program (BESSIP) began systematic assessment and mitigation of AIDS vis a vis students, teachers, and administrators.  The Ministry of Education (MOE) completed and adopted a strategy for basic education.  The plan has been adapted and scaled-up to include secondary and tertiary schools and they focus on advocacy and sensitization campaigns, workplace information and policies for prevention and counseling, and impact analyses for staff replacement.  Large-scale assessments are underway to detail the numerous impacts of HIV/AIDS on education supply/demand, cost, content, quality, and gender effects; they will inform USAID/Zambia SO6 HIV/AIDS activities over the CSP. 

2.3.4.1
USAID helped broker an M.O.U. between, MOE, World Bank, and Glaxo SmithKline, Inc. under which MOE expanded its information, education, communication (IEC) activities on health and nutrition, HIV/AIDS awareness, and gender equity.  The MOE also recently expanded Interactive Radio Instruction for rural communities to include HIV/AIDS information.   During 2003, a small-grants program enabled more than 15 community school-based faith- and women-oriented (PTA-like) activities to include HIV/AIDS instruction and mitigation.  The MOE management information system now includes AIDS-related issues in its annual school census data collection to better assess teacher and student mortality, absenteeism, and parental fostering needs, so communities may know and more openly discuss risks, impacts, and prevention and mitigation measures to be taken.   

2.3.5
Democracy/Governance (SO8).   Through PACT, USAID has funded eight sub-contracts to civil society entities to address HIV/AIDS policy issues including sexual abuse of girls (M-Films), workplace programs (Zambia Health Education and Communications Trust, and the Zambia Business Coalition on HIV/AIDS), policy on partner notification (Zambia Counseling Council), marriage legislation and partner rights (Northmead Assemblies), and HIV/AIDS discrimination (Zambia AIDS Law Research and Advocacy Network).  

2.3.5.1
The D/G team’s GRZ counterpart is the Ministry of Legal Affairs.  Key civil society partners include the Oasis Forum and the Association of Women Lawyers.  The D/G team since 2001 has been coordinating with The Futures Group Policy Project in networking with parliamentarians.  The new D/G SO focuses on reducing institutional corruption but will continue to support HIV/AIDS policy and legal activities related to stigma, health insurance, employee rights, confidentiality, women’s rights, and the rights of minors to reproductive health information and services.  SO8 will collaborate with SO9 to increase the political commitment of leaders and local government and judicial organs to improve the regulatory environment and formal and customary law on behalf of those affected by AIDS with special emphasis on reducing stigma and discrimination. 
2.3.6
Beginning in late 2002, ensuring food security among affected households became a potentially important part of the Mission’s multi-sector AIDS response to HIVAIDS.  USAID partners have begun providing food assistance to vulnerable households, primarily in Southern Province. In collaboration with the World Food Program, USAID/Zambia has begun addressing the issue of food security through working to assess the food needs of vulnerable households.  A P.L.480 Title II program will become a significant element of the USAID program over the new country strategy (2004-2010).
2.4
Progress Achieved 

2.4.1
In spite of rising AIDS case loads and formidable constraints and barriers, important progress on several fronts has been achieved and recently well-documented.   Zambia has excellent population-based data on sero-prevalence and risk-behavior change, and the health system includes a highly indicative service record database.  Access to, demand for, and use of HIV testing has increased markedly.  There are over 100 voluntary counseling and testing centers around the country.  Both private and public sector capacities to provide quality, affordable treatment, though still very limited, is improving rapidly.  

2.4.2
Comparison of findings from the Zambia Sexual Behavior Surveys in 1998, 2000 and 2003 show a rise in median age of (self-reported) first sexual intercourse among 15-24 year olds, from 16 years in 1998 to 18 years in 2000 and 2003 for males and from 16.9 years in 1998 for females to 17 years in 2000 and 2003. The ZSBS shows decline in the percentage of sexually active Zambians having sex with non-regular partners and an increase in the practice of safe sex with non-regular partners. Condom use with non regular sexual partners among the 15-49 year olds has increased from 28% in 1998 to 42% in 2003 among males and among females from 18.5% in 1998 to 34.5% in 2003. These significant positive changes in sexual behavior—delay in first coitus, fewer partners, and use of condoms for effective disease prophylaxis—are important indicators that public awareness of the disease has increased and that youth are likely to be adapting behavior to reduce risks.  

2.4.3
The pandemic may be abating.  ANC surveillance data suggest that prevalence of HIV infection has leveled off over the past four years or more.  The plateau of HIV sero-prevalence, in turn, suggests significant underlying decline in incidence of transmission over the past decade (preliminary USAID/Zambia HIV prevalence/incidence model, SHodgins, July 2003; and TFGI, AIM, 2003).  

2.4.4
Zambians are mobilizing internal (local) resources and large external financing and technical assistance for wider and more intensive multi/cross-sector interventions.  A comprehensive, coordinated approach to HIV/AIDS at district levels has been formulated, tested and proved to be effective and efficient. The stage has been set to increase the effectiveness of  all HIV/AIDS interventions, including delivering prevention, care, and mitigation at household and community levels.  Information systems are in place to better identify people living with HIV/AIDS, orphans and vulnerable children and high risk segments of the population and to make some services accessible to a larger number of victims.  

2.4.5
These major positive indicators are evidence that the overall strategies for HIV control are likely to achieve intended results and the disease will be brought under control.  Realistically, however, much more work lies ahead than has yet been expended.  Any or even all of the progress made over recent years could easily reverse if current levels of effort are not maintained at similar or higher levels by the host government, USAOD and other cooperating partners.  

2.4.6
Those most committed to the program of HIV prevention and mitigation are concerned to assure that the progress to date becomes deeply imbedded in the culture of Zambian people, in their homes and communities, in the ways they live and relate to one another. There is also concern that efforts should be made to strengthen culturally and traditionally sensitive interventions that include working with traditional leaders and churches in prevention, care and mitigation of HIV/AIDS.  Consolidation of gains and careful coordination of a rapid scale-up of care, support, and mitigation are essential to effective use of scarce resources and making improvements durable.  

3.
Issues and Constraints Affecting Multi-Sector Efforts to Combat HIV/AIDS 

3.1
Decentralization and Coordination  
During the 1990’s, the GRZ adopted and still is implementing a policy of decentralizing public administration throughout government, including all aspects of planning, coordination, implementation, and budget.  The MOH has taken the lead through the GRZ’s National Health Strategic Plan.  The MOE has also launched a major Basic Education Sub-Sector Investment Program 1999-2003 (BESSIP).  While the efforts of these two ministries have focused on optimizing the amount and quality of care and support, particularly from the MOH, and mitigation, particularly from MOE, these efforts are severely constrained by low national budgetary resource allocations that are not yet adequately complemented by external assistance.  

3.1.1
Though Zambia now has a growing cadre of skilled health staff and trained HIV/AIDS mitigation personnel and physical facilities and equipment often are adequate, staffing and productivity are stretched thin to meet normal service demands much less to deal effectively with the HIV/AIDS impact on staff and their families.  Other GRZ ministries and leaders within their sectors of the economy and society have recognized and are beginning to launch HIV/AIDS responses.  Zambia now has numerous committed international partners and many willing and able non-governmental and community based organizations. Policy, planning, and coordination among them, however, are weak and must be strengthened as a central priority in the fight against HIV/AIDS in Zambia.   

3.1.2
Some of the decentralization and coordination constraints are addressed separately by USAID/Zambia HIV/AIDS investments through SO5, SO6, SO7, and SO8, as indicated in this RFA. However, Zambia’s administrative and geographic decentralization processes and the large number of partners in numerous sectors implementing HIV/AIDS activities, now increasingly pose problems of coordination for efficient and effective mobilization of local commitments to prevention and mitigation.   

3.2
Prevailing Sexual “Norms” 
Given low levels of intra-venous drug use and homosexuality, the crucial requirement for reducing HIV/AIDS transmission in Zambia is adoption of safe, low-risk heterosexual behaviors.  This simply entails sexual abstinence, mutual fidelity to singular coital relationships, or invariant use of the condom for prophylaxis if/when mutual single-partner fidelity is not respected.  Delaying the onset of sexual initiation (early reproductive age, pre-marital celibacy) has become a vital, behavioral preventive health measure in Zambia-now often a matter of life or death.  As earlier noted, young women in urban areas are at exceptionally higher risk than their counterparts in rural areas.  Norms governing coitus typically make it difficult for women-especially young ones-to negotiate with their sexual partners to adopt safer sexual behavior.  Though women may recognize the threat, acting on it may be very difficult for many due to prevailing norms that induce females to submit to sexual advances of older males in economic exchange.  

3.2.1
Compared to females, male sexual behavior in Zambia--like that throughout most of the world--typically is more permissive, if not actively encouraging, early and multiple sexual partners.  This traditional behavioral norm also imposes high risks of HIV infection on males once they commence frequent sexual activity (see Figure 1; DHS data also show that onset of sexual intercourse typically is a year or two later for males than females; marriage typically is five years later for males than females).  Practicing monogamy or mutual fidelity is the single most important condition for completely stopping HIV transmission and this message remains the greatest single challenge for HIV/AIDS-oriented behavior change communications, especially among males.  

3.2.2
Other cultural practices, especially in rural areas, are believed by Zambian experts to contribute significantly to HIV transmission--and subjects for further behavior change communications--include: “sexual cleansing” (sexual intercourse imposed on a widow to “cleanse” her of the spirit of the illness of her deceased husband); often unhygienic male (and sometimes female) circumcision; and widows’ high vulnerability to loss of estate upon death of spouse.      

3.3.
Stigma and Discrimination 
Those who have symptoms of AIDS and are known to have HIV face formidable obstacles to obtaining treatment and ameliorative care.  In spite of an active program of public information, stigma and shame still are quite prevalent in Zambia due mainly to overt patterns of discrimination against those afflicted or known to be infected.  Until very recently, seeking assistance almost invariably has brought discrimination, denial, and blame within the family and usually alienation from the community.  Discussions of sexual matters, including HIV/AIDS, even within the family, have been discouraged.  

3.3.1
Early detection is important to improved prevention of HIV transmission, especially among those practicing high risk behavior or those subject to the high risk sexual behavior of their sexual partners.  If those infected know it, they are better able to protect others.  If those who are their partners know of the infection, they are or should be better able to protect themselves.  Unfortunately, for many years most Zambians have not wanted to know whether they have acquired HIV, and those who do know do not want others, including their sexual partners to know.  Stigmatization is an almost inevitable aspect of all diseases for which individuals are implicated in some “moral” way in having acquired their infection, the presumption being that acquisition was based on “bad behavior” that, in one way or another, was under their voluntary control. Discrimination against those afflicted fuels stigmatization.  This process is a powerful inhibition to changing knowledge and behaviors of high-risk people and/or enabling their at-risk partners to take preventive measures.  It helps sustain the high levels of infectivity underlying the pandemic.  

3.3.2
Addressing these profoundly “psycho-social” constraints while balancing the rights of individuals to privacy versus rights of communities to impose safety measures require a daunting mixture of utmost care and imaginative innovation.  Zambians must design and disseminate messages from influential sources that reach key audiences in ways that change behavior towards low-risk.  This CA will not have primary responsibility for behavior change initiatives within the USAID HIV/AIDS strategy (that lies mainly with SO7 and Field Support) but multi-sector technical assistance and capacity building under this CA must incorporate keen sensibilities to sexual behavior norms and stigma issues in assuring that all USAID development sectors incorporate well-informed behavior change technologies.  
3.4
Nascent Major Policy Issues  
Episodic concerns about access to HIV/AIDS treatment is likely to feature prominently over early years of the CSP period.  By late 2003, the average annual costs of treating persons living with HIV/AIDS (about $300 in 2003) were expected in the near future to go below about $100 for ARV medication.  Variable costs for patient management (tests, physician and paramedical monitoring, and other related costs) were expected to average perhaps another $400 or more per year (depending on protocols), for a total of perhaps $500 per year per PLWA.  By contrast, average annual costs of treatment of most chronic infectious diseases (e.g., TB) and malaria are much lower.  While these notional costs seem amazingly low in the U.S. context, in Zambia the average annual per capita investment of all public and private sector health subsidies plus expenditure of discretionary household income for all health costs probably total less than $40.  Clearly, $500 per treatment-year lies far beyond the means of all but those relatively few with highest incomes.  In late 2003, roughly 150 people living with HIV/AIDS (PLWA) were receiving ARV, each required to contribute about $8.50/month ($102/yr).  In mid-2003, best GRZ estimates envisioned about 10,000 cases being treated by 2007 and probably higher levels in later years.  Will these include mostly or only PLWHA among those with highest income, political-bureaucratic leadership, and/or priority productive economic sectors?  

3.4.1
In scaling up and engaging all major productive and social sectors, the GRZ may authorize, in principal, a program of universal treatment of HIV/AIDS, taking into account: levels of public demand for and effective access to testing and screening; accessible external and domestic financing; and—severely constraining—the availability of skilled professional medical personnel to assess, prescribe, and monitor treatment of patients.  ARVs are far from being over-the-counter (OTC) medications; they are and for the foreseeable future will remain toxic formularies misuse of which sometimes kill or debilitate.  

3.4.2
Along the way to scale-up, major ethical-legal, policy issues can clearly be foreseen concerning equity of access to treatment, possible sector and/or geographic prioritizations, and likely distortion of already fragile health care delivery systems and their program allocations.  Care must be taken that commitment (or perception of commitment) to HIV/AIDS prevention and mitigation not absorb most of the total resources for health while it remains only one, albeit very important, cause of mortality, morbidity, and mitigation needs.  Policy and legal issues concerning equity in social mitigation (e.g., involving gender and widow rights) and the programming of productive-sector priorities now are coming more to the fore in Zambia as part of efforts to mitigate HIV/AIDS impacts.    

3.4.3
The scale and urgency of Zambia’s HIV/AIDS problems possibly exceed those of Uganda a decade ago; in reducing the scale of Zambia’s HIV/AIDS pandemic, mention often is made of the need to “replicate” Uganda’s evident success.  Little mention, however, is made in Zambia of the other outstanding model in Africa, Senegal, where HIV/AIDS levels have remained very low.  There, it seems the most effective single measure was a matter of multi-sector policy: concerting the medical, judiciary, and police in a successful program that regulates prostitution such that sex workers who maintain up-to-date STI and HIV-free clinical certification are protected from police harassment and judicial process.  This politically-led, health regulatory approach has succeeded in very effectively containing transmission while nearby, culturally similar populations have seen HIV prevalence steadily rise.  How could this successful model evolve in Zambia?  How can the political courage be found to take similarly forthright measures to diminish transmission within highest-risk heterosexual sub-groups?  

3.4.4
Other access-to-treatment, quality-of-care, mitigation, and sensitive public policy issues, as yet unforeseen, are sure to arise.  U.S. assistance for HIV/AIDS in Zambia must be cognizant of emerging multi-sector policy issues and its program prepared to adjust and, as requested, provide timely, quality assistance.  Sensibility and technical capacity in this domain are a part of the resources this CA must bring to the mix of USAID resources for responses to HIV/AIDS in Zambia.   
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