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LIST OF ACRONYMS 
 
BACSI   Support, Coordination and Information Monitoring Office 
BET:    Borkou - Ennedi - Tibesti 
BIEC:    Office of Information, Education and Communications 
CCA/UNDAF Common Country Assessment/United Nations Development Assistance Framework 
CD4   White Cells 
VTC   Voluntary Testing Centre 
ACU/MNE  AIDS Control Unit of the Ministry of National Education 
HF   Health Facility 

STA:    Senior Technical Adviser 
DAAFM   Direction des Affaires Administratives [Administrative Affairs Division] 
DGAS   Direction Générale des Activités Sanitaires [Directorate General of Health Services] 
DGRP   Direction Générale des Ressources et de la Planification [Directorate General of Resources and  

Planning] 
DRS   Délégation Régionale Sanitaire [Regional Health Delegation] 
DSIS   Division du Système d’Information Sanitaire [Division of Health Information Systems] 

RHO:   Délégation régionale sanitaire [Regional Health Office] 
ENASS   Ecole Nationale des Agents Sanitaires and Sociaux [National School of Health and Social Workers] 
ADF   African Development Fund 
FAFED:    Fondation Amour en faveur des enfants en détresse [Love Foundation for Needy Children]  
EDF   European Development Fund 
FOSAP    Fund for the Support of Population Activities 

HGRN:     National Reference General Hospital 
GTZ   German Technical Cooperation Agency 
IDA   International Development Agency 

IEC:    Information, Education, Communication 
IGS   Inspection Générale des Services [Inspectorate General] 
STI(s)    Sexually Transmitted Infections 

MASF:    Ministère de l’Action Sociale and de la Famille [ministry of social action and family affairs] 

MPDC:    Ministère de Plan, du Développement and de la Coopération [ministry of planning, development and cooperation] 
MPH    Ministry of Public Health 
NAS    AIDS Control Unit  
WHO    World Health Organization 

NGO(s):    Non-Governmental Organization(s) 
UNAIDS   United Nations Programme on HIV/AIDS 

OVC:    Orphans and Vulnerable Children [AIDS] 
HSSP   Health Sector Support Project 
PCA   Package of Complementary Activities 
MPA   Minimum Package of Activities 
NACP    National AIDS Control Programme 
UNDP United Nations Development Programme 
PACP   Population and AIDS Control Project 
HIPC    Heavily Indebted Poor Countries 
PLWHIV  Person Living with HIV 
AIDS   Acquired Immunodeficiency Syndrome 
UCAPE   Union Communale des Associations des Parents d’Elèves [local union of student parents' associations] 

UNPAF   United Nations Populations Activities Fund 
UNOPS   United Nations Office for Project Support 
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I.  INTRODUCTION 
 
In October 2000, the United Nations General Assembly adopted the resolution to hold a special 
session to "to review and address the problem of HIV/AIDS in all its aspects as well as to secure 
a global commitment to enhancing coordination and intensification of national, regional and 
international efforts to combat it in a comprehensive manner." 

During the United Nations General Assembly Special Session on HIV/AIDS (UNGASS), in June 
2001, the governments of 189 countries committed themselves to a comprehensive programme 
of national and international action to fight the HIV/AIDS pandemic by adopting the Declaration 
of Commitment (DoC) on HIV/AIDS. This Declaration reflects the global consensus on the 
comprehensive framework by which to attain the Millennium Development Objective, which is 
to end, and begin to reverse, the course of the HIV/AIDS epidemic by the year 2015. 

This Declaration laid out a number of goals in order to reach specific quantified and time-bound 
targets, including reductions in HIV infection among infants and young adults, improvements in 
HIV/AIDS education, health care and treatment, and improvements in orphan support. 

To carry out these missions, the UNAIDS' Secretariat collaborated in 2002 with the co-sponsors 
of the Joint Programme along with other partners, to draw up a series of core indicators whose 
purpose was to assess the progress being made in implementing the Declaration of 
Commitment. These core indicators were divided into four main categories: (i) National 
Commitment and Action indicators, (ii) National Knowledge and Behaviour indicators, (iii) 
National Impact indicators, and (iv) Global Commitment and Action indicators. The information 
gathered from these indicators will be distributed by means of reports and publications, and 
then discussed. 
 
In 2003, 103 Member States submitted to UNAIDS national reports focusing on the core 
indicators, 29 of which originated from Sub-Saharan Africa. It was noted that the data 
submitted for the UNAIDS' progress report on the global fight against HIV/AIDS were extremely 
limited and that fewer countries, including Chad, responded. Thus for the first time, Chad was 
called upon to provide more data in order to be included in its definitive report of 2006.  
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Map of Chad and its largest cities  
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CHAD: A GENERAL OVERVIEW 
 
A. Geography, History, and Local Government Structure 
 
Chad is a vast country in the centre of Africa situated between the 7th and 24th  degrees North latitude 
and the 13th and 24th degrees East latitude. The total surface area of the country is 1.284 million km², 
bordered on the north by Libya, on the south by the Central African Republic, on the east by the Sudan, 
and on the west by Niger, Nigeria and Cameroon. 
 
It is a landlocked country that, to a large extent, depends for its imports and exports, on the ports of 
Douala and Port Harcourt. The nearest port is that of Port Harcourt in Nigeria, which is 1,700 km from 
N'Djamena, Chad's capital. 

Chad has had a very colourful history. Modern-day Chad was formed between 1898 and 1936—the 
period in which this country laid down its borders with its neighbours, as arranged by France, which, at 
the time, was a colonizing country. 

A Sovereign Republic since obtaining its independence in 1960, Chad is currently governed by the 
Constitution of March 1996. It has an elected President of the Republic, who embodies executive power. 
A National Assembly is vested with legislative power. An independent judiciary power is ensured by a 
Supreme Court, a Constitutional Council and a High Court of Justice. 

Chad's local government structure is hierarchical. The country is divided into 18 regions, including the 
capital; the latter consists of 50 departments and 202 sub-prefectures. The capital, N’djamena, has a 
special statute.  

 
B. Climate 
 

It has three distinct climatic zones:  

i. the Saharan zone, to the north, which extends over some 780,000 km²; this is a desert 
zone registering very little precipitation (less than 100 mm per year);  

ii. the Sahelian zone to the centre and to the south, which covers some 374,000 km² and 
which records precipitation of about 700 mm per year; and  

iii. the Sudanian zone in the southernmost part of the country, which covers an area of close 
to 130,000 km² and records annual precipitation of between 700 and 1200 mm.  

 
C. Economic Situation 
 
At the present time, Chad's economy is based primarily on agriculture and cattle-rearing, which 
contributed about 40% of the GDP in 1998. This sector still employs 80% of the country's total 
population. The opening up of oil production fields in the southern and western parts of the country will 
help to improve the economy. Industries are virtually non-existent, and the few agri-food plants there 
are concentrated in N'Djamena and, to a lesser extent, in the south. 

In terms of human development, Chad ranked 167th among the 177 countries included in the United 
Nations' 2004 Human Development Index. Following the first 1995-1996 Survey of Consumption and the 
Informal Sector in Chad] (ECOSIT-I), the poverty index was estimated at 43.3%. If we were to use a 
transnational definition of the poverty threshold, four-fifths of the country's 9 million inhabitants are 
living on less than one USD 1 per day. 

This table of the unfavourable economic situation shows that Chad is considered to be one of the 
poorest countries in the world, with a per-capita GDP, in 2003, of USD 300. Scarcely 4% of the 
population has access to electricity and 36% to drinking water. 

D. Demographic situation 
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The total population of Chad was estimated at 9,300,000 inhabitants in 2005,1 of which 4,836,000 are 
women and 4,464,000 men. The majority of this population is young, since 52% are under 15 years of 
age. The elderly who are over 64 years of age represent only 3.5% of the total population. This 
population is very unequally distributed over the national territory. About 47% of the population is 
concentrated in just 10% of the country's total surface area, in southern Chad. The mean density is 
extremely thin, or about 7.2 inhabitants/km², and greatly varies from one region to the next. It is only 
0.1 inhabitant/km² in the BET region, with 52 inhabitants/km² in Western Logone. 

The fertility level in Chad is still one of the highest of the sub-region. The total fertility rate (mean 
number of children per woman) was 5.1 children per woman in 1964. It was estimated at 6.6 children 
per woman in 1997 and at 6.3 children per woman in 2004. 

 Table 1: Demographic data 

 Total population (2005) 9,300,000 100% 

 Urban population 2,194,800 23.6% 

 Rural population 7,105,200 76.4% 

 Number of women 4,836,000 52% 

 Number of young men and women under 15 4,836,000 52% 

 

Table 2: Population dynamics2 

 Annual growth rate 3.2%  

 Crude birth rate 16.3%  

 Total fertility rate (children per woman) 6.3%  

 Life expectancy at birth (men in 1997) 47 years  

 Life expectancy at birth (women in 1997) 54.4 years  

 Life expectancy at birth (both sexes combined) 50.3 years  

 Infant mortality rate ( 0 to 1 year) 102  

 Infant/Juvenile mortality rate (0 to 5 years) 191  

 Maternal mortality rate (per 100,000 births) 1,099  

 
The statistical data's reliability can be determined by the frequency and speed in which it is produced, its 
accessibility and the transparency enabling the user to know how it was produced. The various reports 
written on the state of health in Chad notably underscored the infrequency of the production and 
distribution of the health data produced. Most of the data are not accompanied by metadata explaining 
the conditions under which they were collected. The only way to analyze the information's validity is on 
the basis of written methodologies.  
Prior to taking a census or survey, or processing data originating from administrative reports, the record-
producing body should clearly describe the procedures followed and the controls implemented, thus 
enabling the user to form his(her) own opinion on the produced outcome and help the latter to 
understand the significance of this information. Unfortunately, such is not the case with nearly all of the 
records-producing statistical data services in Chad. 

                                                 
1  Projection de la Direction de la Coordination des Activités en matières de Population (DCAP) [Projection of the Coordination 

Directorate of Population Activities]. Ministère de la Promotion Economique and du développement [Ministry of Economic 
Promotion and Development] 

2  EDST/04 [Demographic and Health Survey in Chad] 
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A. Recent economic developments3 

 
Declaration of Commitment 

By 2003, ensure the development and implementation of multisectoral national strategies and financing plans for 
combating HIV/AIDS that: address the epidemic in forthright terms […] (paragraph 37). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

Since 2004, thanks to the support of the Enhanced Structural Adjustment Facility (ESAF) and the Poverty 
Reduction and Growth Facility, Chad realized a satisfying macroeconomic performance. The growth of 
the GDP was, on average, 5.2% in real terms during the 1994 to 2003 period. Since 2001, it has 
exceeded, on average, 9.5% per year. According to the latest estimates and projections, real GDP 
continued to rise at a steady pace in 2002 and 2003 (8.4 and 12.6%) due to the benefits of oil-related 
investments. The construction of the oil pipeline between Chad and Cameroon advanced more rapidly 
than anticipated. Oil production started in July 2003 and Chad collected its first petroleum revenue at 
the end of November 2003. 

In recent years, Chad's fiscal policy was generally in line with its macroeconomic objectives. Since the 
last quarter of 2001, the mobilization of internal tax revenues somewhat improved. Government tax 
revenue in 2003, though rather weak, was higher than in 2002 (from 8% to 8.9%).  

Total expenditures represented, on average, 19.1% of the GNP during the 1994-2003 period, while 
current expenditures were tightly controlled and remained, on average, at about 10% of the GNP. At the 
same time, the allocation of expenditures was changed to provide greater support to education, health, 
social affairs, transportation, public works, and the judicial sector. Budgetary allocations in the priority 
sectors for poverty reduction (Education, Health and Infrastructures) have been increased to an even 
greater extent in all financial legislation passed since 1997. These allocations were then improved in the 
2004 Budget Law, inasmuch as the majority of petroleum revenues were assigned to these sectors. 

According to estimates, the real per-capita GDP increased, on average, 7.6% in Chad between 2001 and 
2003 and is expected to rise, on average, by 8.3% between 2004 and 2008. In the absence of data 
concerning household income trends, it is difficult to assess its impact on poverty reduction and on this 
average growth. That being the case, we can reasonably infer that the recent increase in national 
income resulting from petroleum investments and positive impact on the construction and service sector, 
benefits primarily urban dwellers living in the capital and in the secondary cities in the south. It should 
also be stressed that, during the last decade, world cotton prices were steadily falling. In 2001/2002, 
they fell to their lowest level in 30 years. They have somewhat recovered since then, but for the most 
part, the drop in prices over the last 10 years widened the gap between urban and rural revenues. 

 

 

 

                                                 
3 INSEED, 2004 

I. NATIONAL COMMITMENT 
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B. Health budgeting and financing  

In the health sector, the Government of Chad primarily finances personnel expenditures and operating 
expenditures: these two categories are combined under an "Operating Budget." In view of these limited 
resources, the State does not assume any investment expenditures, with the exception of counterpart 
expenditures for certain projects. The following table shows changes in the operating budget. 4  

The health budget5 rose from CFAF 4.436 billion in 1997 to CFAF 7.016 billion in 2000, to reach CFAF 
11.509 billion in 2003, which represents a substantial increase of close to 160% for the period. The 
state's customary share rose from 6.5% in 1997 to 9.3% in 2000 and to 10.4% in 2003. In terms of 
GDP, health-related public expenditures represented about 1.6% of GDP for the 1998-2001 period. From 
1998 to 2000, the increase in health-related public expenditures (60%) concerned primarily 
expenditures for goods and services, which grew by 50% and, until 2000, investment expenditures 
increased by more than 70%. Personnel-related expenditures (excluding project-financed personnel) 
increased only by 23% for the same period. 

Table XX: Changes in the MPH Operating Budget from 1995 to 2003 (in millions of CFAF) 

                                                                         

Despite this substantial effort, most of the population's primary health-care needs remain uncovered. 
From 1990 to 2000, a period of over 11 years, each inhabitant consumed only CFAF 482.64, on average, 
of the public operating budget for health-care purposes, which scarcely amounts to USD 1 per year and 
per inhabitant. The reason for this is that foreign aid funds the majority of health-related expenditures.  

C. Financial commitment to fighting HIV/AIDS  

On a financial level, we note that the government has initiated a general mobilization effort centred 
around the HIV/AIDS issue. The government's commitment is certainly quite apparent. It is evidenced 
by the creation of dedicated ministries and the creation within them of AIDS control units, the freeing up 
of a budget line to fund antiretroviral treatments, the creation of the PACP, with its components, 
particularly the FOSAP and the attribution to Chad, in 2004, by the Global Fund to Fight HIV/AIDS, 
Tuberculosis and Malaria, of a grant totalling USD 18,521,945 over a period of five (5) years. 

With respect to expenditures specifically allocated to the fight against HIV/AIDS, it should be pointed out 
that, since 1998, the State has been funding 23 people, including 5 doctors of the National AIDS Control 
Programme (NACP/STI). 

In addition to the health-care infrastructures and personnel under Ministry management, the 
government subsidized the purchase of up to CFAF 150 million of ARV treatments in 2003 and CFAF 300 
million of them in 2004 and 2005. Purchases of CFAF 800 million of ARV treatments are anticipated in 
2006.  

 

                                                 
4 Direction des Affaires Financières and du Matériels (DAFM)[Ministry of financial affairs and equipment], Ministry of Public Health 
5 2004 National Human Development Report, Lutte contre le HIV/AIDS et développement humain  [national AIDS control and human 
development service?], Chad 

      1995 1996 1997 1998 1999 2000 2001 2002 2003 
MSP operation 3,762 4,217 4,436 5,283 6,450 7,016 9,409 9,678 11,509 
Total State 
Operation 

 
61,652 

 
56,423 

 
75,288 

 
61,846 

 
69,499 

 
75,820 

 
81,701 

 
94,480 

 
110,121 

% MSP/State 6.1 7.5 6.5 8.5 8.4 9.2 11.5 10.2 10.4 
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GE: INDICATOR 1: Public funds committed by the government 

Health is a right recognized by the Chad Constitution, and the Ministry of Health is responsible for 
implementing government policy on the subject. Within this framework, 18 health delegations, 54 health 
districts and 640 health centres have been made available to the various populations to provide health-
care services. All personnel in the sector are put to use so as to, in principle, effectively deal with the 
medical aspects of HIV/AIDS.  

Chad also benefits from the means to finance the fight against AIDS through a credit from the World 
Bank. This was how the first phase of the Population and AIDS Control Project (PACP), in the amount of 
USD 20.4 million—USD 18 million of which was earmarked for combating AIDS—was implemented until 
2001. A component of this programme is the Fund for the Support of Population Activities (FOSAP), 
which is a multisectoral programme providing support to associations developing HIV/AIDS prevention 
initiatives. The second phase of the Project, still in progress, will last five years. A second project, also 
funded by the World Bank (IDA) and known as the Health Sector Support Project (HSSP), was initiated 
in 2001 in the amount of USD 3.564 million for the HIV/AIDS component. 

Thanks to its Social Fund (FOSAP), this PACP Project made it possible to involve the civil society and to 
implement a social marketing and condom sale programme. The FOSAP has become a perennial 
institution whose operation requires funding by all actors in a multisectorial perspective. It should be 
pointed out that the government's contribution has not been valued on the basis of the real needs of the 
various populations exposed to AIDS. 

Generally speaking, the State's counterpart is added to that of the development partnerships, which, 
combined, totals approximately CFAF 8.2 billion. Targeted aid represents 21% of the total volume.  

Table XX: Changes in share of expenditures devoted to combating HIV/AIDS from 2003 to 20066 

 

The fight against STD/AIDS accounts for 21.1% of this volume and ranks second to the cost of 
combating epidemics such as meningitis and cholera. For example, it exceeds the cost of combating 
malaria, which in this table represents only 2.5% of total targeted aid. 

 

 

 

 

 

 

                                                 
6 Direction des Affaires Financières and du Matériels. (DAFM) [Office of Financial Affairs and Equipment] Ministry of Public 
Health 

(in millions of CFAF) 
 

  
2003 

  
2004 

  
2005 

  
2006 

ORDINARY GENERAL HEALTH EXPENDITURES 
  17,000,800 20,000,860 21,000,750 20 000,700
EXPENSES COMMITTED TO COMBATING AIDS 130,000 270,000 500,000 1,176,000
SHARE OF HEALTH EXPENDITURES COMMITTED TO COMBATING AIDS 0.76% 1.35% 2.38% 5.88%
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A. STRATEGIC PLAN 
Declaration of Commitment 

By 2003, ensure the development and implementation of multisectoral national strategies and financing plans for 
combating HIV/AIDS that: address the epidemic in forthright terms […] (paragraph 37). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

NEW STRATEGIC ORIENTATIONS OF THE NATIONAL RESPONSE TO HIV/AIDS 

The various planning documents that have guided the fight against AIDS in Chad since the problem has 
been acknowledged in the country have attempted to confront the problem according to the then-
current perceptions. Therefore, a short-term plan managed to deal with the emergency situation of 
1988-1989, a first-generation middle-term plan (1989-1994) took into account a medico-health 
perspective, and a second-generation middle-term plan (1995-1998) attempted to deal with the 
epidemic's multifaceted implications. However, it was not until 1998 that a dynamic planning plan was 
developed aimed at circumventing the epidemic, and at the same time reducing its spread and multiple 
impact on individuals, families and the community.  

The 1999–2003 National Strategic Plan, in its broad thrust and orientation, was thus the Strategy 
Framework around which the interventions for the 1999–2003 period were developed. In the same logic 
of consensual framework dealing with present and future problems, but also striving for flexible 
approaches capable of adapting to complex and constantly-changing situations, the new 2006-2010 
Strategy Framework proposes an adequate environment to carry on this fight.  

Political support and implication at the highest level 

Official support from the world's highest-ranking political leaders is now acknowledged to be an essential 
condition for success in this fight against HIV/AIDS (Declaration of Abuja, April 2001, the United Nations' 
Declaration of Commitment, political commitment of numerous heads of state, etc.). In Chad, the 
stakeholders' participation evolved in a targeted manner, based upon each successive phase in the 
dynamic of national responses. 

Chad's Chief of State spoke of AIDS as "the greatest challenge to our development at the start of this 
millennium," and called for raising public awareness and a collective mobilization to prevent the spread 
of STI/HIV/AIDS. He also committed to subsidizing ARV treatments and decentralizing activities to 
prevent mother-to-child transmission of AIDS. 

Once these commitments were made, the cost of ARV treatments dropped from CFAF 35,000 to CFAF 
15,000 in 2003, and to CFAF 5,000 in 2004. Free treatments are under consideration, to be implemented 
in years to come. 

We took note of the personal commitment made by the Chad's Chief of State by participating in the 
Summit of the Heads of State and Government during the United Nations General Assembly Special 
Session on HIV/AIDS (UNGASS). Later, during his address to the nation on the occasion of the 
celebration of the Republic's 40th anniversary, the Chief of State spoke of AIDS as "the greatest 
challenge to our development at the start of this millennium." He called for raising public awareness and 
a collective mobilization[Translator's Note: highlighted words are repeated in above paragraph, but 
above you use "STI" not "STD"] during World AIDS Day in Moundou (in December 2002) to prevent the 
spread of STD/HIV/AIDS. 

GE: INDICATOR 2: National Composite Policy Index 
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In 2002, the Prime Minister and Head of the Government made a public appeal during the Chadian 
Women's March for World Peace, and during the "Teachers' Day" official ceremony. He also led the 
meetings of the National High Council for Access to the Global Fund. 

According to the 2006-2010 National Strategy Framework, the organization and institutional scope of the 
fight against HIV/AIDS was restructured as follows:  

Table no.    Organizational Structure of the NACP in Chad 

Bodies/Structures by Level Functions 
Levels Name 

National National AIDS Control Council (NACC) 1. Orientation/ 
Decision Regional and local Pre-existing decision-making and orientation facilities with AIDS components 

National National Executive Secretariat of the NACC 
Sectoral 
(Ministries) HIV/AIDS Sectoral Committee 2. Coordination/Monitoring 
Regional/ 
Sub-regional Regional Executive Secretariat of the CRLS [Centre for Rural Legal Studies?] 

3. Consultative/ 
Implementation support National Specialized Thematic Committees (STC) 

1. National projects 
2. Reference centres 
3. National public, private, community and faith-based organizations 
4.  
5. Relay networks/NGOs 

National 

6. Services/NGO/Associations/Groups 
1. National/Regional projects 
2. Regional public, private, community and faith-based organizations 
3. Relay networks/NGOs 

4. Implementation 

Regional 

4. Services/NGOs/Associations/Groups 
 

Within the framework of Chad's access to the Global Fund to Fight AIDS, Tuberculosis and Malaria, a 
National High Council of Coordination (HCNC) [Country Coordinating Mechanism (CCM)?] was created. 
The CCM is presided over by the Prime Minister and Head of Government. It consists of representatives 
of the State, Civil Society, multilateral and bilateral partners and of the primary beneficiary (fund 
manager), as well as of a local representative of the Global Fund. It is the highest authority exclusively 
dedicated to the coordination of the activities financed by the Fund. In principle, it meets once every 
three months, or in special sessions. 

National HIV/AIDS policy 

A national HIV/AIDS policy declaration is incorporated in the 2006-2010 National Strategy Framework. It 
deals with all aspects of the epidemic, both in terms of prevention and overall management. 

Guidelines for the fight against HIV/AIDS 

The “total war” throughout the national territory with interventions particularly targeting susceptibility 
to infection having been adopted, a set of policies based upon issues and regional choices, were 
established as control guidelines. They will shape priority areas and strategies, as well as the 
interventions and activities: 

1. Promote and strengthen decentralization so as to attain national coverage; 
2. Strengthen the gender-oriented approach; 
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3. Ensure that people infected and/or affected by HIV/AIDS participate in the national response; 
4. Promote fairness in providing access to treatments and to prevention and support services; 
5. Implement programmes and services that reflect the country's customs and practices; 
6. Mobilise more resources for the fight against AIDS; 
7. Promote and strengthen the partnership between all actors involved in the fight against AIDS. 

Goal and impact anticipated from the national response to HIV/AIDS  
 
According to the 2006-2010 National Strategy Framework, the goal and impact anticipated from the national response to 
HIV/AIDS can be summarized as follows: 
 

Goal: Reduce the transmission of HIV and the impact of AIDS in Chad 
Core Data Targeted Results 

Impact Indicators Year: 2005 Year: 2010 
1. Coordinated and decentralized multisectorial national response 20% 70% 
2. HIV prevalence in the under-25 population (high- susceptibility 

group)  5% <5% 

3. HIV mother-to-child transmission rate 35% <20% 
4. Life expectancy of PLWHIV/AIDS No data Increased by 30% 
5. % of socially integrated orphans with AIDS under 19 Less than 1% 10% 

 
The strategic goals and objectives required to meet the needs of susceptibility reduction, and to reduce 
the risks of HIV transmission and the impact of HIV/AIDS within the framework of a strengthened and 
multisectorally coordinated and decentralized programme are: 
 

Strategic Goals Strategic Objectives 

1 Strengthen social mobilization for the fight against HIV/AIDS and the use 
of the services 

2 Promote a socio-political, legal and economic framework which supports 
the fight against HIV/AIDS I 

Reduce the susceptibility of 
individuals, families and the 
community to HIV/AIDS 

3 Strengthen the national and international partnerships for the monitoring 
and support of interventions on all levels 

    
4 Expand the coverage of HIV/AIDS prevention programmes 

II Prevent HIV/AIDS in 
community settings 5 Reduce behaviours and practices likely to transmit HIV 

    

6 Guarantee coverage and safe blood procedures on the national level 

7 Ensure that medical and biomedical procedures are safe   

8 Provide care for STIs in health services, including military and faith-based 
organizations 

9 Strengthen universal access to anonymous and free HIV Voluntary 
Counselling and Testing (VCT) 

10 Strengthen access for pregnant women to Mother-to-Child Transmission 
of HIV (MTCT) prevention services 

III Prevent HIV and STIs in 
health-care settings 

11 Ensure health supervision of prostitutes 

12 Strengthen medical care for PLWHIVs 

IV Manage the medical and 
community care of PLWHIVs 13 

Improve the coverage of community care (including traditional care) of 
PLWHIVs 
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Strategic Goals Strategic Objectives 
 

V 
Care of Orphans, Vulnerable 
Children and Young People 
(OVCYP)[?] 

14 Expand the coverage for the care of orphans, vulnerable children and 
young people 

    

VI 

Socio-economic care of 
PLWHIVs (asymptomatic 
HIV-positive people, people 
with AIDS, and widows) 

15 Improve the socio-economic support for PLWHIVs (HIV-positive people, 
people with AIDS, and widows) 

    

16 Conduct core studies and promote research VII Studies, research and 
monitoring 17 Strengthen the epidemiological and behavioural monitoring system 

    

18 Strengthen the national and regional coordination of the response to 
HIV/AIDS 

19 Strengthen the planning, monitoring and evaluation system of the 
operational plans  

VIII Coordination, planning, 
monitoring and evaluation 

20 Implement a decentralized financial resource management system 

 

Care and support 
 
Providing care for the population is the responsibility of Chad's Ministry of Public Health (MPH), which is 
in charge of the public and private health-care training programmes; the Ministry of Defence, which 
manages army health facilities; the Ministry of Civil Service, which is in charge of the health facilities of 
the National Social Welfare Centre (CNPS) and of the Ministry of National Education, which supervises 
the Faculté des Sciences de la Santé [Faculty of Health Sciences]. 

The Population and AIDS Project, through it components—the DSIS, the MASOCOT [a social marketing 
programme], the Population Division and the FOSAP, as well as the Global Fund—have carried out AIDS 
control initiatives focused on the training of health-care personnel and social services, supported AIDS 
association volunteers and provided laboratory supplies and reagents needed for testing to some local 
district hospitals, but much still remains to be done. 

Although prevention was the focus of all interventions in the early stages of the epidemic, as the latter 
spread, the growing number of people with AIDS made it necessary to consider the care of those 
infected as a component. Prevention and care are therefore inseparable. At first, this care was just 
medical, then the psycho-social component was introduced through the Al Nadjima Psycho-Medical-
Social Support Structures (PMSS). Since 2005, the notion of comprehensive care of PLWHIVs has been 
primarily implemented in Chad by means of Global Fund grants. Comprehensive care, which has just 
begun to be provided in Chad, includes: 

¶ care of opportunistic infections;  
¶ care of sexually transmitted infections;  
¶ ARV treatments;  
¶ life-skills care; 
¶ and nutritional care.  
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a. Available health infrastructures and resources 

The Ministry of Public Health's total human resources staff was estimated to consist of 4,265 agents in 
2003, including 1,280 support agents, 594 administrative personnel, 301 doctors, 203 state-certified 
mid-wives, 468 state-certified nurses, 984 nurses and health technicians, 79 laboratory technicians, 3 
biologists, etc. (see "Rapport d’Analyse de situation and de réponse au HIV/AIDS dans le secteur santé -
Septembre 2004" [analysis report of the situation and response to HIV/AIDS in the health sector -
September 2004]). 

The sector is essentially characterized by a lack of qualified human resources: doctors represent only 7% 
of the total staff, in a ratio of one doctor per 26,054 inhabitants (WHO: 1/10,000 inhabitants); mid-
wives 7%; and state-certified nurses 11%. 

This shortfall is compounded by an unequal distribution of qualified personnel between the provinces, 
the urban and rural environments, and between curative and preventive care facilities. The city of 
Ndjamena alone monopolises nearly one third of the country's health-care personnel serving only 8% of 
the population. 

This shortage of qualified personnel is more evident on the level of HIV/AIDS-related activities. the 
human resources who are properly trained to care for people infected with HIV amount to a handful of 
doctors and biologists already fully occupied by their routine activities.  

The most recent statistics indicated that in 2003, the health sector consisted of 50 hospitals, 597 health 
facilities and 3,805 available beds (see "Annuaires statistiques sanitaires 2003"[2003 Annual Health 
Statistics]). 

b. Availability of medication to treat Opportunistic Infections (OIs)  

From a mere 2 reported cases in 1986, the number of AIDS cases had risen to 15,046 by the end of 
2005. The infection has been spreading at a rapid and disturbing pace. The current prevalence rate is 
approximately 4.1% and varies from one region to the next. Testing of the disease is, however, 
handicapped by the limited coverage of the country in terms of public health services. The inadequate 
qualification of health personnel in terms of testing, ineffectiveness of life-skills and medical support 
services and lack of testing equipment, notably in rural areas, are having a considerably negative impact 
on AIDS-control initiatives.  

In 1997, only 43% of Chad households lived within 5 km of a health facility, while 31% of them lived at 
least 15 km distant from one. This situation is scarcely better in urban areas. A large number of rural 
women often need to walk for over an hour to reach a health-care facility. Seventy percent of rural 
women have to travel at least 70 km to be seen in the nearest hospital.7  

 
There are substantial discrepancies between urban and rural areas. One third of health-care personnel is 
concentrated in N'Djamena, even though this city's population represents only 10% of the country's total 
population (75% of all mid-wives live in N'Djamena). 

In addition, there is no treatment available for most of the opportunistic infections for which there is an 
extreme lack of technical support centres for diagnostic testing equipment (fibroscopy, scanners, etc.), 
and reagent shortages are common (serological testing, biological monitoring, etc.). 

Two main observations can be made from the analysis of the availability of health infrastructures and 
resources: 

                                                 
7  Rapport pays de PNUD. [UNDP Country Report] 
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P A major lack of available health infrastructures and resources; 
P A weak capacity to respond to health needs and notably STI/HIV/AIDS health care. 

c. Availability of ARVs 

 
The rights of people living with HIV/AIDS 
 
The interaction between HIV/AIDS, human rights and governance make it mandatory to base any 
effective programme to combat this pandemic on a multisectoral perspective. The promotion and 
protection of human rights reduce susceptibility to HIV infection by attacking its immediate and 
underlying causes, thus lessening the negative impact on infected and affected people and enabling 
individuals and communities to effectively respond to the pandemic.  

Today in Chad there is a range of legal texts with universal applications which contain relevant 
provisions ensuring the protection of human rights and prohibiting discrimination, exclusion, and 
inhuman and degrading treatment. There are, however, some noticeable inadequacies, if not a gaping 
legal "black hole," when it comes to national public health legislation. Although a national policy for the 
fight against HIV/AIDS was implemented in 1990, it did not take into account all aspects of HIV-related 
problems as identified and recommended under international guidelines. The situation is the same in the 
areas of criminal legislation and prison systems. 

Generally speaking, the legal instruments protecting the human rights of people living with HIV/AIDS, 
from which Chad benefits, are insufficiently incorporated into the country's domestic legal system. 
Furthermore, even though they are formally integrated in national laws, they do not guarantee the 
rights of the people whom they were designed to protect. A study revealed several cases of work-related 
stigmatization and discrimination. 

 
Participation of the civil society in the fight against HIV/AIDS8 

Community-level response has been reflected since 1995 by the expansion of awareness-raising 
activities and communications advocating a change of behaviour supportive of several high-susceptibility 
groups. After a fledgling start, this response underwent a more significant development during the first 
National Strategic Plan on HIV/AIDS. The new intervention approach targeting high-susceptibility groups 
by predetermining their size and location has made it possible to expand the coverage of their action. 

a. On the faith-based organization level: 

The implication/responsibilization of religious organizations in the fight against HIV/AIDS has been 
decisive within the last three years. In fact, the serious efforts made and cooperation sought from top 
religious leaders have been fruitful, even if much more progress needs to be made to break with certain 
taboos and misconceptions which encourage which promote the sexual transmission of HIV/AIDS. These 
organizations are now full-fledged partners in the fight against AIDS. 

b. On the private sector level: 

Private sector involvement was late in developing but is starting to take shape with the awareness 
campaigns and setting up of the AIDS control units on a large-scale company/enterprise level. Thanks to 
the support of certain partners, particularly the International Labour Office (ILO) and FOSAP, many 
other interventions are taking place upstream of implementing an authentic HIV/AIDS project in 
workplaces. Management should coordinate the production of action plans of all of the companies which 
will be financed by the companies themselves but the realization of this action has been slow. 
                                                 
8 2004 National Human Development Report, Lutte contre le HIV/AIDS and  développement humain [national AIDS control and human 
development service?], Chad 
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II PREVENTION 

 
Declaration of Commitment 

By 2005, ensure: that a wide range of prevention programmes […] is available in all countries, particularly the 
most affected countries […] aimed at reducing risk-taking behaviour and encouraging responsible sexual behaviour 
[…] expanded access to essential commodities […], including harm reduction efforts related to drug use; expanded 
access to voluntary and confidential counselling and testing, safe blood supplies; and early and effective treatment 
of sexually transmittable infections  (paragraph 52). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

HIV counselling and testing  

The counselling and testing is carried out by the Psycho-Medical-Social Support Structure (PMSS) and 
NGOs/associations. As a service of the NACP, the PMSS promotes voluntary testing and life-skills care. It 
also ensures the implementation of Voluntary Testing Centres (VTCs) integrated in the health training 
programmes. There are now some 22 VTCs, of which 18 are operational. 

The tables below show the status of voluntary testing and testing prescribed during the year 2003 in 
Chad's main cities. 

Table XX: Number of voluntary tests conducted in 2003 

Number of tests conducted Number of HIV+ tests 
City M W Total M W Total 

  No. % No. % No. % No. % No. % No. % 

Sahr 113 54.6% 94 45.4% 207 100.0% 6 5.3% 50 53.2% 56 27.1% 
Ndjamena 149 54.4% 125 45.6% 274 100.0% 62 41.6% 46 36.8% 108 39.4% 
Koumra 40 53.3% 35 46.7% 75 100.0% 20 50.0% 23 65.7% 43 57.3% 
Leré 82 67.2% 40 32.8% 122 100.0% 14 17.1% 10 25.0% 24 19.7% 
Beré 30 68.2% 14 31.8% 44 100.0% 18 60.0% 5 35.7% 23 52.3% 
Bongor 6 46.2% 7 53.8% 13 100.0% 3 50.0% 3 42.9% 6 46.2% 
Kelo 344 54.4% 288 45.6% 632 100.0% 49 14.2% 99 34.4% 148 23.4% 
Mongo 57 58.2% 41 41.8% 98 100.0% 6 10.5% 5 12.2% 11 11.2% 
Moundou 111 49.6% 113 50.4% 224 100.0% 36 32.4% 47 41.6% 83 37.1% 
Am-Timan 11 78.6% 3 21.4% 14 100.0% 1 9.1% 1 33.3% 2 14.3% 

Total 943 55.4% 760 44.6% 1,703 100.0% 215 22.8% 289 38.0% 504 29.6% 
                                                                                                                                                     Source: NACP, 2004 

  
It should be noted that, out of a total of 1,703 voluntary tests conducted, the outcome of 29,6% are 
positive. This high rate can be explained by the fact that that it is mainly people "who suspect" who get 
tested. 

Promoting the use of condoms 

Despite the efforts made through the various projects, there seems to have been no significant change 
in Chadians' awareness of the risks which AIDS represents for them. The contraceptive usage rate by 
sexually active age segment remains low.  

Condoms are the key to preventing the spread of HIV/AIDS and sexually transmitted infections, as are 
sexual abstinence and mutual fidelity. 
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Indeed, early in 1996, the government implemented a social marketing programme for the sale of 
condoms in Chad. In accordance with the financial cooperation agreement between the Republic of 
Chad and the Federal Republic of Germany through the Kreditanstalf fur Wiederufbau (KFW) signed on 8 
May 1998, the goal of the Condom Social Marketing Project in Chad (MASACOT), was to promote family 
welfare, and support the fight against sexually transmitted infections and HIV infections. This project 
gave birth to a national non-governmental organization called the Association for Social Marketing in 
Chad (AMASOT) on 30 January 2002. 

The purpose of this project is to improve the supply of good-quality condoms at affordable prices by 
setting up distribution systems throughout the private sector. 

Shortly after the programme was implemented, sales of condoms for the years 1997, 1998 and 
1999 were, respectively: 3.2 million, 4 million and 6.2 million (including large quantities of condoms sold 
or distributed in neighbouring countries). After monitoring this phenomenon, the actual needs of the 
country were reassessed at 2,238,720 condoms for the year 2000. The latter figure was retained as a 
basis of calculation for the following years, while also applying an annual distribution increase of 10%. 
Annual consumption of condoms was estimated at 2.7 million in 2002, 3 million in 2003, 3.3 million in 
2004, 3.65 million in 2005 and 4 million in 2006. 

 Insérer le tableau 
 

           

Number of condoms made available in the country in 2002-2003 
(in millions of units)
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Low-Risk Knowledge and Behaviours 

Declaration of Commitment 

By 2003, establish time-bound national targets to achieve the internationally agreed global prevention goal to 
reduce by 2005 HIV prevalence among young men and women aged 15 to 24 in the most affected countries by 25 
percent and by 25 per cent globally by 2010 (paragraph 47). 

United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

Data on the knowledge, attitudes and behaviours with respect to Sexually Transmitted Infections (STI) 
and HIV/AIDS infections required to measure prevention indicators were derived from the report of the 
Demographic and Health Survey (DHS) which was carried out from 23 July to 10 December 2004. This 
concerns the following indicators: 

P GE INDICATOR 3: Life-skills based HIV/AIDS education in schools 

P GE INDICATOR 4: Workplace HIV/AIDS control 

P GE INDICATOR 10: Young people: knowledge about HIV prevention 

P GE INDICATOR 11: Sex before the age of fifteen (15) among young women and men 

P GE INDICATOR 12: Higher-risk sex among young women and men 

P GE INDICATOR 13: Young women and men's condom use with non-regular partners 
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The AIDS Control Unit of the Ministry of National Education was established by Memorandum No. 
2397/MEN/DG/95 of 10/8/95 and its creation was made effective by Order No. 19/MNE/SE/DG/97 of 
14/4/97, amended by Order No. 165/MNE/SE/DG/2001 of 10 September 2001 concerning the 
restructuring of the Ministry's AIDS Control Unit. Its mandate is to set up the HIV/AIDS programme in 
the schools. 

Studies have shown that 4% of teachers trained to inculcate life-skills had taught this prevention course 
during the previous school year. 

Table XX: Changes in the number of teachers trained to teach HIV-prevention classes 

                                                                                                                        Source: Ministry of National Education AIDS Control Unit 

It is worth noting that the data collection field relating to the UNGASS indicators was not adequately 
controlled for several reasons, notably: 
 
1. The number of schools involved in teaching life-skills is as yet unknown.  
 
2. According to the data provided by the AIDS Control Unit of the Ministry of National Education, it 
would appear that there is still some misunderstanding as to the proper way to calculate the principal 
indicator sought, namely: the percentage of schools in which the teachers have been trained in HIV-
related education based on life-skill aptitudes. However, the available data only concern the percentage 
of teachers who have had HIV education.    
 
The current programme should be evaluated with respect to educational statistics linked with the 
UNGASS indicators in order to redefine the key indicators. 
 

GE: INDICATOR 3: 
Life-skills based HIV/AIDS education in schools 

SCHOOLS  1998/1999 1999/00 2000/01 
Elementary 12,373 13,313 13,819 
Secondary 3,648 4,244 4,740 
Higher education 409 548 558 
Total 16,430 18,105 19,117 
Teachers trained in HIV-related education  
 NA NA 743 
Ratio of teachers trained in HIV prev. NA NA 4% 
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Declaration of Commitment 

By 2005, ensure that at least 90 per cent, and by 2010 at least 95 per cent of young men and women aged 15 to 
24 have access to the information, education, including peer education and youth-specific HIV education, and 
services necessary to develop the life skills required to reduce their vulnerability to HIV infection […] (paragraph 
53). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

The table below shows the ratio of young men and women (aged 15 to 24) at the time of the previous 
Demographic and Health Survey (2004) who, in response to a specified question, stated that the risk of 
contracting HIV/AIDS can be reduced by using condoms and by having sex with only one faithful 
partner.  

Table XX: Percentage of surveyed men and women (aged 15-24) who answered questions about HIV 
transmission and prevention correctly. 

   
Source: DHS 04                                

Moreover, these young men and women rejected local misconceptions about the transmission and 
prevention of AIDS and knew that a person who seems to be healthy can still carry the AIDS virus.

Among the young women aged 15-24, it was found that less than one out of ten (8%) was well-
informed about the means of transmitting and preventing HIV/AIDS. On the other hand, the results 
obtained from the young men who had been correctly informed are higher than those obtained from the 
women (20% vs. 8%). 

                        

                                                 

 
 

GE: INDICATOR 10: Young people: knowledge about HIV prevention 
 

  
RESIDENCE SETTING 
                                                                                                                                                

 

N'Djamena (Capital) URBAN RURAL Combined Sex 
  
  Surveyed % Surveyed % Surveyed % Surveyed % 
MEN  93  35.0% 211 29.0% 462 16.2% 673 20.2%
WOMEN  236  24.7% 576 17.6% 1,857 5.1% 2,433 8.1%

TOTAL  329  10.6% 787 20.7% 2,319 7.3% 3,106 10.7%
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It is helpful to know the age of the individual's first sexual intercourse because this makes it possible to 
adapt the HIV/AIDS prevention programmes in order to reduce the exposure of young men and women 
to at-risk sexual intercourse.  The following table shows us that, among women aged 15-24, 39% had 
already had their first sexual intercourse before the age of 15. 

 Table XX: Percentage of young men and women aged 15-24 who had sexual relations before age 15 

Source: DHS 04 

For these same women, the proportion of those who had sexual relations before the age of 15 is 
considerably higher for those who reside in an urban setting (41%). 

The men usually had their first sexual intercourse later than the women. Of those in the 14-24 age 
group, 19% of the men, as opposed to 39% of the women, had their first sexual intercourse before the 
age of 15. However, in the men's' 18-24 age group, 78% of the men had their first sexual intercourse 
before the age of 18. 

                        
                                                         

                      

GE: INDICATOR 11:  
Sex before the age of fifteen (15) among young women and men 

  
RESIDENCE SETTING 

N'Djamena URBAN RURAL Ensemble Sexe 
  Surveyed % Surveyed % Surveyed % Surveyed % 

MEN 93 27% 211 27.8% 462 15.2% 673 19.1% 
WOMEN 236 31% 576 34.6% 1,857 40.8% 2,433 39.3% 
TOTAL 329 29.7% 787 32.7% 2,319 35.7% 3,106 34.9% 
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Only 7% of the young women stated that they had had higher-risk sexual relations within the previous 
12 months and of these, 17% stated they had used a condom during these latest relations. It was noted 
that the proportion of women who had had higher-risk sexual relations was the highest (89%) among 
young women who had never been married. 

Table XX:  Higher-risk sexual relations among young men and women aged 15-24 within the previous 12 months 
 
  

RESIDENCE SETTING 
N'Djamena 
(capital) 

URBAN 
  

RURAL 
  

Combined 
   Sex 

  Surveyed % Surveyed % Surveyed % Surveyed % 
MEN 44 89.9% 103 89.8% 191 68.4% 294 75.9% 
WOMEN 131 24.6% 329 18.4% 1,159 3.9% 1,489 7.1% 
TOTAL 175 41.1% 432 35.4% 1,350 13.0% 1,783 18.5% 

Source: DHS 04                

A greater proportion of the young men than the women (76% vs. 7%) stated that they had had higher-
risk sexual relations within the previous 12 months.  

The most educated young men (89%), those living in the capital (90%) and those unmarried (99%) had 
the most frequent higher-risk sexual relations.  

 

 

                                                                                                                                                       

 

 

GE: INDICATOR 11:  
Sex before the age of fifteen (15) among young women and men 
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 Declaration of Commitment 

By 2005, develop and begin to implement national, regional and international strategies that facilitate access to 
HIV/AIDS prevention programmes for migrants and mobile workers, including the provision of information on 
health and social services (paragraph 50). 

United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

 

HIV transmission is facilitated by a series of factors whose progression is linked to dynamics such as 
poverty, social disintegration, economic insecurity, etc. The analysis of the HIV/AIDS/STI status in Chad 
pinpointed certain determining factors of the epidemic which are: migrations, wars, illiteracy, extreme 
poverty, inadequacy of health and social service infrastructures, increasing prostitution, and high-risk 
socio-cultural practices.  

The following high-susceptibility groups have therefore been identified: women, health-care personnel, 
young people, prostitutes, truck drivers, prison inmates, refugees, employees of large 
enterprises/companies and people interacting with them, migrants, etc. Urban centres and migration 
focus points have been considered to be most affected by the epidemic. Today we are seeing a 
progressive penetration of rural settings. Consequently, the NACP/STI programme has slanted some 
aspects of its strategic plan toward these targets.  

 

                          
 
 

 

 

 

 

 

C/LPE: INDICATOR 4 
 Most-at-risk populations: prevention programmes 



Chad_UNGASS Report_2005 
 
 

 25

 

Sex workers constitute one of the priority target groups and prostitution is acknowledged to be an 
aggravating factor in the spread of HIV. Unfortunately, no concrete action has been initiated in order to 
establish medical supervision of prostitution-related activities. However, a study conducted Sarh in 1997 
has indicated a seroprevalence of 26% among prostitutes.  

A. Condom Use 
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The qualitative study conducted in 2001 called 
"Analysis of HIV/AIDS status in the Context of 
Prostitution in Chad," which concerned a 

sampling of 210 prostitutes, reveals that among 
the prostitutes in the field of study, a large number 
of the sex workers required their sexual partners 
to wear a condom. However, the prostitutes in the 
rural areas and secondary cities do not require 
them when having sexual intercourse, leaving that 
choice up to their partners. Prostitutes from 
Cameroon, the Central African Republic and the 
Congo seem to be more insistent about condom 
use than their Chadian peers. Some prostitutes 
have even hung posters in their homes inviting 
their partners to use condoms.        

  

 B. Knowledge of AIDS 

Nearly all of the prostitutes know about AIDS 
and the means of protection. However, the 
survey responses reveal that the prostitutes in 
the northern part of the country are inadequately 
informed about HIV/AIDS. Many still believe that 
AIDS does not concern them, particularly those 
who have never been in school. 
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In the southern part of the country, none of the 
prostitutes encountered during the survey 
claimed not to know about AIDS.                  

 

In the absence of any legal framework 
governing prostitution as a profession, those 
who practice it are divided into three groups: 

¶ The resourceful, consisting of girls and women 
who earn their living from trading sex in the 
open without shame and who consider it a job; 

¶ Clandestine prostitutes who do not accept 
being called "prostitutes" and take all necessary 
precautions to carry on this practice in secret; 
¶  
¶ Nomadic prostitution, done by girls and women 
who move from one so-called "good pay" area to 
the next, depending upon where they are likely 
to make the most money. 

C/LPE: INDICATOR 6  
 Sex workers: condom use 
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Declaration of Commitment 

By 2003, have in place national strategies to address the spread of HIV among national uniformed services […]  
and consider ways of using personnel from these services who are educated and trained in HIV/AIDS awareness 
and prevention to assist with HIV/AIDS awareness and prevention activities […] (paragraph 77). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

In 2003, a behavioural and seroprevalence 
survey of military personnel was conducted in 
Ndjamena. This survey focused on a sampling of 
1,010 persons employed by the military and the 
police. The areas covered relate both to 
HIV/AIDS and other sexually transmitted 
diseases such as syphilis. 

The prevalence of HIV/AIDS found among 
military personnel in N’djamena at the end of 
2003 is 5.3%, apparently half as much as was it 
was in 1995. The syphilis prevalence rate is 
approximately 1%. 

 
Condom Use 

The substantial decrease in HIV/AIDS prevalence 
among the military in N'Djamena (from 8.5% to 
5.3% in 1997) is probably linked to the decrease 
in risk behaviour among the military.  

Regrettably, it is impossible to extrapolate this 
result for all military personnel until a broader 
survey has been made covering the entire 
country. However, the survey in question reveals 
that only 16% of those interviewed used a 
condom during non-regular sexual intercourse. 
This indicates that considerable work still needs 
to be done in this area concerning the military 
and police personnel. 

 

 
Promoting Voluntary Testing 

Promoting voluntary testing made it possible to 
carry out 1,430 HIV tests from January to June 
2004 at the Hôpital Militaire d’Instruction (HMI) 
[Military Training Hospital].  

Of the 1,430 tests carried out, 307 people 
(21.5%) were declared HIV-positive, of whom 
128 were women and 179 men. More than 70% 
of those found HIV-positive were between the 
ages of 24 and 45. 

  

 

 

 
 

 

 

C/LPE: INDICATOR 6: 
Military personnel: condom use 

Share of military personnel using condoms during non-regular sexual 
intercourse in 2003 
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condom 
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As of September 2005, thanks to the publication of the 2004 DHS results, we now have three 
information sources on this subject. 

Table XX: Condom use during the previous at-risk sexual relations among young men and woman aged 15-24 

Name/Type of Survey DHS/97 PPI DHS/04 

Groups by age and sex 1997 2001 2005 
Men 1.20% 5.90% 19.20% Aged 15-19 

  Women 0.70% 5.90% 12.80% 
       

Men 2.50% 11.40% 29.80% Aged 20-24 
  Women 4.60% 5.70% 22.70% 

 
Men 1.80% 8.20% 24.60% Aged 15-24 

  Women 2.60% 5.80% 17.20% 
 
This table shows us that  there has been a 
significant change in risk behaviours, notably 
with respect to HIV/AIDS transmission among 
young men and women. Indeed, the 
prevalence of condom use during at-risk sexual 
intercourse declared by the young men and 
women aged 15-24 in the 1997 DHS were 
insignificant: i.e., 2% for the men and about 
3% for the women. There was proportionally a 
greater number of young men than young 
women (25% vs. 17%) who said that they had 
used condoms during their higher-risk sexual 
relations within the previous 12 months.   The 
most educated young men (89%),  those living 
in the capital (90%) and those unmarried 
(99%) were the ones who most frequently 
engaged in higher-risk sexual intercourse. 
 

 

 
Table XX: Percentage of young men and women aged 15-24 who used condoms the last time they had sex 

Source: DHS 04 

 

GE: INDICATOR 13  
Young women and men's' condom use with non-regular partners 

   
RESIDENCE SETTING 

N'Djamena 
 (Capital) 

URBAN 
  

RURAL 
  

  
  

COMBINED  Sex 
  
  Surveyed 

 
% Surveyed % Surveyed % Surveyed % 

MEN 44 46.4% 103 43.4% 191 12.7% 294 25.4% 

WOMEN 131 38.2% 329 29.9% 1,159 0.0% 1,489 17.2% 

TOTAL 175 43.0% 432 37.9% 1,350 9.6% 1,783 18.2% 

Prevalence of condom use during the 
previous at-risk sexual intercourse among 
15-24-year olds 

0.00%

10.00%

20.00%

30.00%

1997 2001 2005

Men Women
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It is noteworthy that this rate is lower than the rate estimated by UNAIDS in 2005 (4.1%). Indeed, 
latter's estimates were derived from data collected from the sentinel sites. 

In terms of disparity, the HIV prevalence rate is higher in urban settings (7.0%) than in rural settings 
(2.3%). A higher prevalence rate was recorded for women (4.0%) than for men (2.6%). 

The HIV prevalence rate among young people aged 15-24 is 2.4%. It varies from 2.6% among girls to 
2.0% among boys. 

The analysis according to residence setting indicates that the capital, N’djamena, has a prevalence rate 
of 8.3%. 
 
 

Table XX: HIV/AIDS prevalence by sex, according to the residence setting, and by age group 
 

 

 

 

 

 

 

 

 

  
                                                                                                  Source: 2005 HIV/AIDS National Seroprevalence Survey Report on Chad              

                                                               
                  

          

GE: INDICATOR 15: 

Reduction of HIV prevalence among young men and women aged 15-24

SEX 

Men Women Combined 

  
UNAIDS 
(2005) 

Estimate Residence 
Setting 

Prevalence 
Rate 

Number 
Surveyed

Prevalence 
Rate 

Number 
Surveyed 

Prevalence 
Rate 

Number 
Surveyed 

Prevalence 
Rate 

Capital               

Urban 5.8% 788 8.0% 892 7.0% 1,680   

Rural 1.8% 2,800 2.8% 2,982 2.3% 5,782   

Combined 
aged 15-49 2.6% 3,588 4.0% 3,874 3.3% 7,462 

  
4.1% 

Aged 15-19 2.0% 804 1.8% 930 1.9% 1,734   
Aged 20-24 2.1% 610 3.8% 665 3.0% 1,276   
Aged 15-24 2.0% 1,423 2.6% 1,595 2.4% 3,008   

                                      HIV prevalence rate by sex and by age group 
                 (2005)

0.0% 
1.0% 
2.0% 
3.0% 
4,0% 
5.0% 

Aged 15-
19 Aged 20-24 Aged 15-24 Aged 15-49

Men Women Combined
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So far, a few studies have been carried out among several groups considered at risk, such as prostitutes 
and military personnel. 

For comparison purposes, the results were compiled in the following table. However, the cross-sectional 
analysis by level of education and by primary occupation does not reveal any clear trends. 

Table XX: Changes in HIV seroprevalence rates within susceptibility groups 

Year of Study 
Type of Study Study Site Surveyed 

Population 
Prevalence 

Rate 
Prostitutes 14%  

 
1995 

 
Cross-sectional 

studies 

 
N'Djamena 

 
Military personnel

 
10.2% 

Sarh Prostitutes 26.4% 
N'Djamena Military personnel 8.40% 

 
1997 

 
Cohort studies 

Moundou Military personnel 8.48% 
 

2003 
Cross-sectional 

studies 
N'Djamena  

Military personnel
 

5.3% 
 

 

 

 

 

 

 

 

 

C/LPE: INDICATOR 9 
Most at-risk populations: reduction in HIV prevalence 
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Access to preventive care 

Within the framework of the fight against HIV/AIDS, the primary prevention activities undertaken involve 
the following areas: 

¶ Safe blood transfusions; 
¶ Care of STIs and of PLWHIVs; 
¶ HIV counselling and testing; 
¶ Health-care setting hygiene; 
¶ Mother-Child Transmission Prevention (MCTP); 
¶ Epidemiological Surveillance and Clinical Research;  
¶ Prostitution health control. 

Several documents relating to the health situation and the fight against HIV/AIDS in Chad have been 
consulted, including: NACP Epidemiology Service Progress Reports, National Strategic Plan documents, 
health statistics yearbooks, project and programme documents, and prior study reports in order to 
produce the following indicators:  

 
 

P GE INDICATOR 5: Sexually transmitted infections (STIs) – case management 

P GE INDICATOR 6: Prevention of mother-to-child transmission: antiretroviral prophylaxis 

P GE INDICATOR 9: Blood safety 
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SEXUALLY TRANSMITTED INFECTIONS 

Sexually transmitted infections constitute the 5th 
most frequent cause of morbidity in most African 
countries. They represent a real public health 
problem, and because of their serious 
complications serious complications, including 
sterility, repeated miscarriages, extra-uterine 
pregnancies, the advent of HIV has given 
renewed urgency to STI cases, because they 
constitute a factor that promotes HIV 
transmission, which in turn seriously alters the 
developments of STI. Since the Mwanza study 
conducted in Tanzania [?] which had showed 
the outcome of proper care of ISTs in their 
activities. 

effectiveness] of good case management in their 
work with STIs. 

STI cases are managed by the health facilities at 
every level of the health-care pyramid. Data 
collection is done by the Division of Health 
Information Systems (DSIS) of the Chad Ministry 
of Public Health. Unfortunately, the data 
available in such health centres  only focus on 
sexually transmissible infections primarily of an 
ulcerative type in humans, and purulent 
urethritis.  

                                              Table XX: Percentage of patients with STI treated in care centres 

                                                                                                                                                           Source : DSIS/DP/MSP/2004 

Only 20%9 of STI cases are treated, even 
though the medicine is available in the 
Regional Health Delegations; consequently, 
proper management of STI cases effectively 
helps to control the transmission of HIV 
infections. 

As for the measures taken by people infected 
with STIs, the 2004 Demographic and Health 
Survey reveals that 45% of the women 
reporting having had an STI or related 
symptoms sought treatment in a health-care 
facility. On the other hand, 36% of them 
have not sought advice or treatment. 

                                                 
9 Analysis of the status and response to HIV/AIDS  
     in the health sector, NACP, 2004 

GE : INDICATOR 5 
Sexually transmitted infections (STIs): case management 

 

YEARS 
2001 2002 2003 2004 

Genital 
ulcer.  

Pur. 
urethritis 

Genital 
ulcer. 

Pur. 
urethritis

Genital 
ulcer. 

Pur. 
urethritis 

Genital 
urethritis 

Pur. 
urethritis

Men   13,550   13,547   10,194   9,592 

Both sexes 8,765   8,756   7,926   7,304   
Total STIs reported in care centres 22,315 22,303 18,120 16,896 
Population  over 15 years old 3,970,838 4,070,109 4,171,862 4,663,787 
Prevalence of STIs in the population 0.56% 0.55% 0.43% 0.36% 

0.00%

0.10%

0.20%

0.30%

0.40%

0.50%

0.60%

2001 2002 2003 2004

STI Prevalence in the  Population
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In Chad, Mother-to-Child Transmission Prevention (MCTP) is a recent concern and the number of 
paediatric cases is not well known, due to a lack of surveys. Despite the gravity of the situation and the 
technical and financial support provided by UNICEF, the World Bank and the UNPAF, MCTP, which 
represents one of the key components in the fight against HIV/AIDS and the promotion of safe 
reproductive practices, is still in its fledgling stage.  

However, Nevirapine—a drug used in preventing mother-to-child transmission of HIV, is both free and 
available. 

Table XX: Percentage of HIV-infected pregnant women and of those receiving an ARV treatment to 
reduce the risk of MTCT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                Source: Annual progress reports issued by NACP's Epidemiology Service 

It should be noted, however, that the prevention of HIV mother-to-child transmission is not yet 
operational, and ARV prescriptions are still centralized. As for these women's treatment management, 
available data indicate that only 60 women are currently being treated with ARVs. 

We should emphasize that the most common two forms of treatment provided in the last 12 months 
are: 

1- Stavudine+ Lamivudine+ Nevirapine 
2- Zidovudine+ + Lamivudine+ Nevirapine 

 

 

 

 

 

 

 
 
 

GE: INDICATOR 6 
Prevention of mother-to-child transmission: antiretroviral prophylaxis 

 

2003 2004 
URBAN 

  
RURAL 

  
COMBINED 

  
COMBINED 

  

  
  
  

Surveillance sites 5 11 16 NA 
Total tests conducted 4,055 1,532 5,587 NA 
Total positive tests 240 50 290 NA 
Seroprevalence 5.9% 3.3% 5.2% NA 

Number of pregnant women receiving 
ARVs NA NA NA 60 
Proportion of HIV-positive women 
who received an ARV treatment NA NA NA 20.6% 
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Declaration of Commitment 

By 2005, reduce the proportion of infants infected with HIV by 20 per cent, and by 50 per cent by 2010, by: 
ensuring that 80 per cent of pregnant women accessing antenatal care have information, counselling and other 
HIV prevention services available to them, increasing the availability of and by providing access for HIV-infected 
women and babies to effective treatment to reduce mother-to-child transmission of HIV […] (paragraph 54). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

In Chad, no operational MCTP programme is yet 
in place. HIV/AIDS seroprevalence monitoring of 
pregnant women receiving antenatal care 
through the various sentinel sites set up in Chad 
in 1999 according to a standard protocol, has 
undergone successive changes. In 2000 and 
2001, the follow-up on the pregnant women was 
only done on 5 urban sites. The new second-
generation monitoring protocol put in place in 
2002 extended serosurveillance to be performed 
in 11 sites (7 urban sites and 4 rural sites). Each 
site provides care to some 400 women, which 

enabled 4,031 tests—twice as many as in 2001—
to be conducted in 2002. 

In 2003, 5 new urban sites were added, making 
a total of 16 sites (11 urban and 5 rural) in which 
5,587 tests were conducted. The sample was 
designed to be representative on a calendar-year 
level. 

 
Table XX: Seroprevalence among patients aged 15-49 in sentinel sites from 2001 to 2003. 

                                                                                                     
 
 

Source: Annual progress reports issued by NACP's Epidemiology Service  

The published results per site, broken down into 
rural/urban settings, the number of tests 
conducted, the number of positive tests, and the 
corresponding seroprevalence rates are 
presented in the adjacent table. 
 

   

Finally, it appears that the seroprevalence rates 
among pregnant women aged 15-24, which 
could only be calculated for 2002 and 2003, 
remain high (5.9% in 2002 and 5.2% in 2003) 
and approximate the rates found for all women 
combined, aged 15-49. Such results suggest 
that there has been no decline in the infection 
among the younger generations whose infection 
is necessarily more recent than that of older 
women, which is obviously alarming.

 
 

GE: INDICATOR 17 
Reduction in mother-to-child transmission of HIV 

2001 2002 2003 2004 

URBAN 
  

RURAL 
  

URBAN 
  

RURAL 
  

COMBINED 
  

URBAN 
  

RURAL 
  

COMBINED 
  

COMBINED 
  

  
  
  

Sites 6 0 7 4 11 5 11 16 NA 
Total tests conducted 1,976 0 2,603 1,428 4,031 4,055 1,532 5,587 NA 
Total positive tests 145 0 160 75 235 240 50 290 NA 

Seroprevalence 7.3% 0% 6% 5.3% 5.8% 5.9% 3.3% 5.2% NA 

                          Seroprevalence dynamics among pregnant women 
seeking an antenatal consultation

1,976 

4,031 
5,587

7.30% 5.80% 5.20%
0 

1000 
2000 

3000 
4000 
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Blood safety10 is in principle ensured by the Centre National de Transfusion Sanguine (CNTS) [national 
blood transfusion centre] and blood banks. But because the CNTS is not currently operational, this role 
has been assumed by the N'Djamena and Moundou blood banks and hospital laboratories. Everywhere 
else in the country, blood transfusion work is being done in the prefectoral or district hospital 
laboratories.  

An average of 10,000 blood transfusions per year has been reported throughout the territory to meet 
needs estimated at more than 100,000 blood packs. Voluntary blood donations represent only one fifth 
of all donations. Moreover, admittedly only 50% of the packs used for transfusions are considered totally 
safe. 

Table XX: Percentage of transfused blood units which have been tested for HIV/AIDS  

 

 Public Sector Private Sector Combined 

Number of blood units that have been tested 

for HIV in the previous 12 months and which 

meet WHO standards 

 

5,000 

 

NA 

 

5,000 

Total number of blood units transfused in the 

previous 12 months 

 

10,000 

 

NA 

 

10,000 

Source : CNTS/2005 

 

 

 

 

 

 

 

 

 

 

 

                                                 
10 NACP Rapport de supervision du service de Laboratoire/Sécurité transfusionnelle, 2005 [2005 NACP Laboratory/Safe Blood Service 
supervisory report] 

GE : INDICATOR 9 
Blood Safety 
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III. REDUCING THE IMPACT OF AIDS 
 
Declaration of Commitment 

By 2003, evaluate the economic and social impact of the HIV/AIDS epidemic and develop multisectoral strategies 
to: address the impact at the individual, family, community and national levels; develop and accelerate the 
implementation of national poverty eradication strategies to address the impact of HIV/AIDS on household income, 
livelihoods, and access to basic social services […] (paragraph 68). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

Prevalence data by region 

The most recent estimates of the National AIDS Control Programme (NACP) show 18,781 (cumulative) 
cases, of which 1,808 are new. More than 60% of the cumulative cases concern people aged 16 to 49 
(the most productive age group) and over 80% of such cases have been reported by the health centres 
of the three main cities (N’djamena, Moundou and Sahr). 

As for HIV/AIDS prevalence in the general population, the currently available data on the country level 
are not of a sort to enable us to make a precise estimate.  

In principle, the unit in charge of processing health statistics is the Division des Systèmes d’informations 
sanitaires (DSIS) [division of health information systems]. It regularly compiles the health statistics 
yearbook, but with almost a two-year delay between each issue. To cover the entire country, the DSIS 
has a staff of 5 people who do most of the data processing. While compiling the current report, the 
following was observed: (i) insufficient data analysis; (ii) gap between supply and demand for statistical 
data; (iii) lack of qualified personnel. 

In view of the preceding, an evaluation of the current programme in terms of health statistics must be 
carried out by the DSIS in order to redefine the key indicators. The new indicators must conform with 
the international commitments made by the country, particularly those relating to HIV/AIDS. 

In addition, the seroprevalence rate among women receiving antenatal counselling, estimated based on 
tests conducted on the sentinel sites—which it is generally conceded, provide the most accurate 
overview of the overall status of the adults—has changed in the previous five years (1999–2003), as 
indicated below (in Table xx). 

It should be noted that in 2003, the HIV/AIDS prevalence rate among women seen for antenatal care 
was estimated at 5.2% at a time when UNAIDS indicated a prevalence rate of 4.8% among adults in 
Chad. 

Ultimately, in order to assess the current epidemiological situation (at the end of 2003), it would seem 
more helpful to refer to UNAIDS figures, which are stated as follows:  

P GE INDICATOR  7:   HIV treatment: antiretroviral combination therapy 

P GE INDICATOR  8:   Support for children affected by HIV/AIDS 

P GE INDICATOR  14: Orphans' school attendance 

P GE INDICATOR  16: HIV treatment: survival after 12 months on antiretroviral therapy 
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Table XX. UNAIDS Estimate of the Number of PLWHIVs 

 

 Prevalence of HIV/AIDS 

(2003) 

Prevalence of 

HIV/AIDS (2005) 

HIV prevalence in adults (aged 15-49) 4.8 % 

(range: 3.1  -  7.2 %) 

4.1% 

New infections among adults (aged 15 or older)     - 19,000 

 

Adults living with HIV (aged 15-49) 

180,000 

(range: 120,000 - 270,000 

190,000 

Deaths linked to AIDS among adults (aged 15 or older) - 15,000 

 

Adults and children  (aged 0-49) living with HIV 

200,000 

(range: 130,000 – 300,000) 

 

210,0000 

Women (aged 15-49) living with HIV 100,000 

(range: 66,000 - 150,000) 

105,000 

Children (aged 0-14) living with HIV  - 18,000 

New HIV infections among children (aged 0-14) - 6,300 

Deaths among children (aged 0-14) linked to AIDS - 4,500 

New orphans living with HIV/AIDS                   96,000  

 

These figures indicate a major gap when compared to the NACP estimates and give an idea of the 
magnitude and scope of the HIV/AIDS situation on a country-wide scale. 
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Declaration of Commitment 

By 2003, ensure that national strategies, supported by regional and international strategies, are developed […] to 
strengthen health care systems and address factors affecting the provision of HIV-related drugs, including anti-
retroviral drugs, inter alia affordability and pricing, including differential pricing, and technical and health care 
systems capacity […] (paragraph 55). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

By definition, any HIV-positive person is a candidate for comprehensive health care; it is a matter of 
determining the number of such persons in the country and the number of those who know that their 
condition. 

According to UNAIDS, on the basis of a mean prevalence rate of 5%, the number of people living with 
HIV/AIDS is thought to be about 200,000. If we refer to the NACP data, close to 5,000 (2.5%) HIV-
positive persons have been tested, with a mean annual occurrence of 1,500 new cases. It is difficult to 
precisely estimate the number of people receiving health care related to their HIV-positive status; 
however, according to the NACP, some 250 PLWHIVs, (5% of known HIV-positive persons) were being 
treated with ARVs in 2003, and some 1,600 in 2005.  

Table XX: Percentage of people with advanced-stage HIV infection who are receiving ARV combination therapy 

                                                                                Source: Annual progress reports issued by NACP's Epidemiology Service  

In 2005,11 some 1,600 adult patients came every month to buy ARVs in drug centres (see above table). 
The "1,600" figure is based on the number of boxes of ARV drugs sold per month. Indeed, an average 
of 1,600 monthly treatments were dispensed in Chad but not necessarily for the same patients. Also, the 
number of patients treated with ARV is probably higher for certain patients who do not follow the 
treatment as directed, thus facilitating drug failure. At the present time, of all the ARV molecules used, 
Triomune (or its equivalent) would represent 95% of the orders, in a 2:3 ratio for the 40-mg dosage 
form of Stavudine and a 1:3 ratio for the 30-mg dosage form of Stavudine. 

Judging from the total number of liquid-form treatments dispensed, we can estimate that there are 
between 20 and 27 children [per month?] in Chad who are receiving liquid-form ARV treatments. 

                                                 
11 PNLS, Rapport de supervision du service de Laboratoire/Sécurité transfusionnelle, 2005 [NACP Laboratory/Safe Blood Service 
supervisory report] 

GE: INDICATOR 7   
 HIV Treatment: antiretroviral combination therapy 

Men Women 
Public Private Total Public Private Total Combined

People receiving ARV treatments  
on a year-to-year basis (2005) 425 _ 425 725 _ 725 1,150 

People who began an ARV treatment 
within the previous 12 months (2004) 166  166 284 _   450 
Total 
  591   591 1,009   1,009 1,600 
Number of estimated people living with 
HIV (2005) and receiving ARVs 105,000 85,000 190,000 0.8% 
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Declaration of Commitment 

By 2003, develop and by 2005 implement national policies and strategies to: build and strengthen governmental, 
family and community capacities to provide a supportive environment for orphans and girls and boys infected and 
affected by HIV/AIDS including by providing appropriate counselling and psycho-social support; ensuring their 
enrolment in school and access to shelter, good nutrition, health and social services on an equal basis with other 
children; to protect orphans and vulnerable children from all forms of abuse, violence, exploitation, discrimination, 
trafficking and loss of inheritance (paragraph 65). 
United Nations General Assembly Special Session on HIV/AIDS, June 2001, New York 

In Chad, the status of AIDS-related widows and orphans is not yet known, but according to UNAIDS, 
there are an estimated 96,000 orphans. This situation is all the more disturbing because all of these data 
are approximate due to the lack of national surveys, which is why the exact number of people infected 
and/or affected by HIV in Chad is unknown. However, the health services are receiving an ever-growing 
number of AIDS cases.  

Moreover, PLWHIVs, as well as widows and orphans, are generally facing socio-economic problems of 
such magnitude that public authorities are compelled to take appropriate measures to improve their 
living conditions. Limited care is being provided on a religious organization level through 5 orphanage 
schools and 9 associations. 

Activities Indicators Output 
Number of orphans receiving 
life-skill and material support 

1,547 

Number of orphans being 
schooled 

3,100 

Number of people on the 
technical team trained in 
orphan care 

 

 
- Develop income-generating 
activities within the OVC facilities 
or families caring for OVCs 
 
 
- OVC care management 

Number of guardians exercising 
an income-generating activity 
(IGA) 

500 
 

                                                                                Source: Annual progress reports issued by NACP's Epidemiology Service  

 

Some 500 OVCs are receiving care. Paediatric care is non-existent in N'Djamena and on a regional level.  

 

 

 

GE : INDICATOR 8   
 Support for AIDS-related Orphans and Vulnerable Children (OVC) 
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As Chad has signed the International Convention on the Rights of the Child, the monitoring of provisions 
relating to orphan guardianship/custody makes it possible to identify those children who may be at risk 
and follow, over time, any changes in their status. 

Table XX: Ratio of current school attendance rates among orphans/non-orphans aged 10-14 

 

  
RESIDENCE SETTING 

  

 
N'Djamena 
(capital)  

URBAN 
  

RURAL 
  COMBINED 

Orphans/Non-orphans Surveyed % Surveyed % Surveyed % Surveyed % 

Non-orphans 44 87.7% 557 78.5% 2,464 52.1% 3,021 57.0% 

Fatherless children 36 78.1% 92 72.5% 233 58.3% 325 62.3% 

Motherless children 12 81.0% 649 77.3% 102 54.2% 136 59.9% 

Parentless children 22 73.8% 92 74.4% * 14.0% 51 60.1% 
               Source:  DHS 04                

As for the percentage of orphan/non-orphan 
children aged 10-14 currently enrolled in 
schools, the Demographic and Health Survey 
(DHS) reported that the school attendance rates 
among children who have lost one of their 
biological parents is 60% when only the mother 

has died, 62% when only the father has died, 
and 60% when both parents have died. 

The proportion of schooled children is always 
higher in urban settings than in rural settings, 
regardless of the children's status. 

 

 

                                 

GE: INDICATOR 14   
Orphans' School Attendance 
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