Summary of Priority Diseases and Events
in Zambia

Intergrated Disease Surveillance Report (IDSR) Timeliness and Completeness

Nationally, 44,512 health facilities and surveillance sites were expected to report to the IDSR system during Q1
2026. Reports are received and collated at the district and provincial levels before submission to ZNPHI. Timeli-
ness and completeness of weekly reports are the primary indicators of surveillance system quality. Table 1 summa-
rises completeness and timeliness rates by province for Q1 2026.

Table 1: IDSR report completeness and timeliness rates by province Q1 2026 (January—March 2026)

Province Expected Reports (N) Completeness* n (%) Timelinesst n (%)  Met >80% Target?
Central 4758 4,689 (98.55%) 4,462 (93.78%) Yes
Copperbelt 5473 5,381 (98.32%) 5,245 (95.83%) Yes
Eastern 5473 5,414 (98.92%) 5,146 (94.03%) Yes
Luapula 4199 4,137 (98.52%) 4,061 (96.71%) Yes
Lusaka 2951 2,862 (96.98%) 2,632 (89.19%) Yes
Muchinga 2184 2,184 (100.0%) 2,121 (97.12%) Yes
Northern 4225 4,086 (96.71%) 3,803 (90.01%) Yes
Northwestern 4602 4,461 (96.94%) 3,991 (86.72%) Yes
Southern 6045 5,907 (97.72%) 5,679 (93.95%) Yes
Western 4602 4,469 (97.11%) 4,176 (90.74%) Yes

* Completeness: percentage of expected reporting health facilities/surveillance sites that submitted data regardless of submission timing.
National target 280%.
7 Timeliness: percentage of reporting health facilities/surveillance sites that submitted reports on time. National target 280%.

All 10 provinces met the 280% WHO/MOH target for both completeness and timeliness. Nationally, complete-
ness was 97.9% and timeliness was 92.8%. Muchinga Province achieved the highest completeness at 100.0%,
while North-Western Province recorded the lowest timeliness at 86.7%, though still well above the 80% thresh-
old. These results indicate a high-quality surveillance system capable of reliably detecting and tracking disease
events across Zambia.

Featured Diseases

1. Cholera

Description

Cholera is an acute diarrhoeal disease caused by infection with the bacterium Vibrio cholerae (1). It is transmit-
ted through contaminated water and food and can cause severe dehydration and death within hours if untreated.
Children, the elderly, and those with underlying health conditions are most at risk (1). Zambia has experienced
recurrent cholera outbreaks, particularly in peri-urban areas with limited access to safe water, sanitation, and hy-
giene (WASH) infrastructure (2). Surveillance is essential to enable rapid case detection, outbreak response, and
interruption of transmission (2).

Epidemiological Summary
During Q1 2026 (Weeks 1-13), a total of 768 suspected cholera cases were reported nationally, of which 150
were confirmed (19.5% confirmation rate). Thirteen deaths were recorded, representing a case fatality rate (CFR)
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of 8.67% (13/150). Lusaka Province was the primary hotspot, accounting for the majority of confirmed cases
and deaths (Figure 1). Northern Province recorded a smaller cluster of cases. Cholera transmission was most
intense during Weeks 3-11, with a peak of 145 suspected cases in Week 9, before declining toward the end of the
quarter (Figure 2).
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Figure 1: Distribution of suspected cholera cases by province, Q1 2026. Lusaka Province recorded the highest
burden
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Figure 2: Weekly suspected cholera cases, Zambia, Q1 2026. Peak transmission was observed in Week 9.
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Recommendations

. Provincial and district health teams in Lusaka should intensify active case finding, oral rehydration
therapy (ORT) provision, and household water treatment promotion in affected communities.
. Water and sanitation authorities should conduct targeted water quality testing in cholera-affected areas to

identify contamination sources.
. Health workers are advised to enforce standard precautions and report all suspected cases within 24 hours
per IDSR protocols. More information is available at: www.znphi.co.zm

2. Diarrhoeal Diseases (Non-Bloody and Bloody)

Diarrhoeal diseases both non-bloody (acute watery diarrhoea) and bloody (dysentery) represent a significant
proportion of the communicable disease burden in Zambia (3). Non-bloody diarrhoea is most commonly caused
by viral and bacterial pathogens transmitted via the faecal-oral route, contaminated water, and poor food hygiene
(4,5). Bloody diarrhoea (dysentery) is typically caused by Shigella species or enterohaemorrhagic Escherichia

coli, and is associated with higher morbidity and risk of complications (6). Children under five years of age and
communities with limited WASH access are most vulnerable (6). Both conditions share the same underlying risk
factors and prevention strategies (4,5,0).

Epidemiological Summary Non-Bloody Diarrhoea

Non-bloody diarrhoea was the highest-burden non-malaria disease in Q1 2026, with 392,829 suspected cases
reported nationally. Of these, 8,315 were confirmed and 21 deaths were recorded (CFR 0.25%). Copperbelt
Province recorded the highest case concentration, followed by Eastern and Western provinces (Figure 3). Case
counts remained consistently high throughout the quarter (approximately 27,000-34,000 cases per week), sug-
gesting sustained endemic transmission rather than a discrete outbreak (Figure 4).
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Figure 3: Distribution of suspected non-bloody diarrhoea cases by province, Q1 2026. Copperbelt Province
recorded the highest burden.
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Figure 4: Weekly suspected non-bloody diarrhoea cases, Zambia, QI 2026. Case counts remained consistently
elevated throughout the quarter.

Epidemiological Summary Bloody Diarrhoea (Dysentery)

A total of 10,902 suspected bloody diarrhoea (dysentery) cases were reported nationally during Q1 2026. Nota-
bly, zero confirmed cases were recorded against this substantial suspected case count. This is an important surveil-
lance signal that requires investigation; it may indicate a laboratory confirmation gap, inconsistent application of
the case definition at facility level, or specimen collection and transport challenges. Eastern and Southern prov-
inces showed the highest case concentrations (Figure 5). Cases were highest in Weeks 1-4 and declined progres-
sively through the quarter (Figure 6).
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Figure 5: Distribution of suspected bloody diarrhoea cases by province, Q1 2026. Southern Province
recorded the highest burden.
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Figure 6: Weekly suspected bloody diarrhoea cases, Zambia, QI 2026. A declining trend was observed from Week
2 onward

Recommendations

. Provincial health offices in Copperbelt, Eastern, and Southern provinces should intensify community
WASH interventions and health education targeting safe food handling, handwashing with soap, and
safe water storage.

. ZNPHI should investigate the zero-confirmation rate for bloody diarrhoea to determine whether it
reflects a true epidemiological situation or a surveillance gap in laboratory testing and case definition
application.

. Clinicians should collect stool specimens from suspected dysentery cases and submit to provincial

laboratories to improve confirmation rates and guide antimicrobial stewardship.

3. Malaria

Description

Malaria is a life-threatening disease caused by Plasmodium parasites transmitted through the bites of infected
female Anopheles mosquitoes (7). In Zambia, Plasmodium falciparum is the predominant species and is respon-
sible for the most severe forms of the disease (8). Children under five years of age and pregnant women are at
highest risk of severe malaria and death (9). Zambia’s malaria transmission is seasonal, with peak transmission
occurring during the rainy season (October to April) (8). Malaria remains the leading cause of morbidity and
mortality in Zambia and is a priority disease under the National Malaria Elimination Programme (10).

Epidemiological Summary

Malaria was the dominant disease reported in Q1 2026, with 4,629,503 suspected cases, 2,480,259 confirmed
cases (53.6% test positivity rate), and 272 deaths (CFR 0.01%). Copperbelt and North-Western provinces
recorded the highest burden of suspected cases, while Lusaka and Southern provinces had relatively lower case
counts (Figure 7). The weekly trend shows a progressive increase from approximately 265,000 suspected cases
in Week 1 to a peak of approximately 415,000 in Week 9, consistent with the trajectory of Zambia’s peak rainy
season transmission. A slight decline was observed from Week 10 onward, signalling the beginning of the post-

peak period (Figure 8).
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Figure7: Distribution of suspected malaria cases by province, Q1 2026. Copperbelt and North-Western provinces
recorded the highest burden.
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Figure 8: Weekly suspected malaria cases, Zambia, Q1 2026. Cases peaked in Week 9, consistent with peak rainy
sedason transmission.

Recommendations

. Health facilities in high-burden provinces (Copperbelt, North-Western, Luapula, Western) should ensure
adequate stocks of rapid diagnostic tests (RDTs) and artemisinin-based combination therapies (ACTs)
ahead of the continued transmission season.

. Community health workers should reinforce insecticide-treated bed net (ITN) use and promote indoor
residual spraying (IRS) uptake in targeted districts.
. Pregnant women and children under five should be prioritised for preventive interventions including

28



intermittent preventive treatment in pregnancy (IPTp) and seasonal malaria chemoprevention (SMC)

where applicable.

4. Measles

Description

Measles is a highly contagious viral disease caused by the measles virus (genus Morbillivirus) (11). It is transmit-
ted via respiratory droplets and can cause severe complications including pneumonia, encephalitis, and death,
particularly in young children and immunocompromised individuals (11). Zambia is committed to the WHO
African Region measles elimination target, and sustained measles transmission signals a vaccination coverage gap
that requires urgent programmatic action (12). All suspected measles cases in children under 15 years are notifia-
ble under Zambia’s Integrated Disease Surveillance and Response (IDSR) system.

Epidemiological Summary

During Q1 2026, 912 suspected measles cases were reported nationally, with 34 confirmed and 2 deaths (CFR
5.88%). Western Province was the primary hotspot, accounting for the majority of cases consistent with the dis-
tribution seen in the province-level choropleth (Figure 9). The weekly epi curve shows two notable surges: a peak
of 329 suspected cases in Week 3 and a second surge of 258 cases in Week 8, with relative decline in between
and a third smaller increase in Week 13 (Figure 10). This bimodal pattern suggests either multiple transmission
chains or incomplete outbreak containment following the initial surge.
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Figure 9: Distribution of suspected measles cases by province, Q1 2026. Western Province recorded the highest
burden, indicating a localised vaccination gap.
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Figure 10: Weekly suspected measles cases, Zambia, Q1 2026. A bimodal pattern with peaks in Weeks 3 and 8
suggests 0ngoing transmission chains.

Recommendations

. The Western Province Health Office should conduct an immediate vaccination coverage assessment to
identify under immunised populations and implement a targeted supplementary immunisation activity
(SIA).

. All confirmed measles cases should be reported to ZNPHI within 24 hours and blood samples collected
for laboratory confirmation and genotyping to characterise the circulating strain.

. Health workers are advised to administer vitamin A supplementation alongside measles treatment to
reduce severity and mortality, per WHO guidelines (www.who.int/health-topics/measles).

5. Monkeypox (Mpox)

Description

Monkeypox (Mpox) is a viral zoonotic disease caused by the monkeypox virus (genus Orthopoxvirus) (13). It is
transmitted to humans from animals (particularly rodents and primates) through direct contact with infected an-
imals, contaminated materials, or through close human-to-human contact via respiratory droplets, skin lesions,
or bodily fluids (13). Clinical presentation includes fever, rash, and lymphadenopathy (13). In July 2022 and
again in August 2024, the WHO Director-General declared mpox a Public Health Emergency of International
Concern (PHEIC) under the IHR, requiring heightened surveillance, case investigation, and reporting (14).

Epidemiological Summary

During Q1 2026, 128 suspected mpox cases were reported nationally, with 8 confirmed and 1 death (CFR
12.50%). Muchinga Province accounted for the highest number of suspected cases, with Western and Lusaka
provinces also reporting clusters (Figure 11). The weekly epi curve reveals highest transmission in Weeks 1 and 3
(approximately 18-19 cases per week), with a general declining trend through to Week 11 (3 cases), followed by
a resurgence in Week 12 (17 cases) (Figure 12). This resurgence warrants continued surveillance and investiga-
tion to identify whether it represents a new transmission chain.
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Figure 11: Distribution of suspected mpox cases by province, Q1 2026. Muchinga Province recorded the highest

concentration of cases.
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Figure 12: Weekly suspected mpox cases, Zambia, QI 2026. A resurgence in Week 12 warrants continued
surveillance.

Recommendations

. Muchinga Province health authorities should investigate the Week 12 resurgence to determine
transmission source, identify new cases, and initiate contact tracing per ZNPHI mpox response
guidelines.

. All suspected mpox cases must be reported to ZNPHI within 24 hours as required under the IHR.
Specimens should be collected and submitted to the national reference laboratory for PCR confirmation.

. Health workers should implement standard infection prevention and control (IPC) measures including
personal protective equipment (PPE) when managing suspected cases. For guidance, consult: www.who.
int/health-topics/monkeypox.
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Table of Reported Cases and Events

Table 2 provides a complete reference of all nationally reported IDSR diseases and events for Q1 2026 (Weeks
1-13, 29 December 2025-29 March 2026). Diseases are listed in alphabetical order. Case fatality rates are calcu-
lated as the number of deaths divided by the number of confirmed cases, multiplied by 100. A dash (...) indicates
insufficient confirmed case data to calculate a meaningful rate.

Table 2: Nationally reported suspected and confirmed cases, deaths, and CFRs by disease/event Q1 2026
(January—March 2026)

Disease / Event Suspected Cases Confirmed Cases Deaths CFR* (%)
Acute flaccid paralysis (AFP) (suspected polio) 152 — — —
Acute viral hepatitis 27,388 1,472 12 0.82
Adverse event following immunisation (AEFI) 28 10 0 0.00
Anthrax 94 — — —
Bilharzia (Schistosomiasis) 6,663 776 0 0.00
Bloody diarrhoea (dysentery) 10,902 — — —
COVID-19 322 26 0 0.00
Cholera 768 150 13 8.67
Diarrhoea Non-Bloody 392,829 8,315 21 0.25
Dog bites 7,222 — — —
HIV 61,858 1,493 8 0.54
Human rabies 27 — — —
Influenza-like illness (ILI) 1,818 5 0 0.00
Malaria 4,629,503 2,480,259 272 0.01
Measles 912 34 2 5.88
Meningitis 135 31 13 41.94
Monkeypox (mpox) 128 8 1 12.50
Mumps 7,004 2,077 0 0.00
Neonatal tetanus 27 1 7 700.00
Plague 9 — — —
Scabies 8,887 205 0 0.00
Trypanosomiasis 248 23 1 4.35
Tuberculosis 8,637 261 2 0.77
Typhoid fever 2,085 76 1 1.32
* CFR = Case fatality rate: (number of deaths + number of confirmed cases) x 100. '—' indicates insufficient confirmed case data to calculate a meaningful rate.

References

1. W1. Agyei FK, Scharf B, Duodu S. Vibrio cholerae Bacteremia: An Enigma in Cholera-Endemic African Countries. Trop Med
Infect Dis. 2024 May 2;9(5):103. doi: 10.3390/tropicalmed9050103. PMID: 38787036; PMCID: PMC11125774.

2. Gulumbe BH, Chishimba K, Shehu A, Chibwe M. Zambia’s battle against cholera outbreaks and the path to public health resilience:
a narrative review. ] Water Health. 2024 Dec;22(12):2257-2275. doi: 10.2166/wh.2024.094. Epub 2024 Nov 11. PMID: 39733354.
3. Mueller AK, Matoba J, Schue JL, Hamapumbu H, Kobayashi T, Stevenson JC, Thuma PE, Wesolowski A, Moss WJ; Southern and
Central African International Center of Excellence for Malaria Research. The Unmeasured Burden of Febrile, Respiratory, and Diar-
rheal Illnesses Identified Through Active Household Surveillance in a Low Malaria Transmission Setting in Southern Zambia. Am ]
Trop Med Hyg. 2022 Jun 15;106(6):1791-1799. doi: 10.4269/ajtmh.21-1253. PMID: 35895429; PMCID: PMC9209922.

4. Kotloff KL. Bacterial diarrhoea. Curr Opin Pediatr. 2022 Apr 1;34(2):147-155. doi: 10.1097/MOP.0000000000001107. PMID:
35165210.

5. Goodgame RW. Viral causes of diarrhea. Gastroenterol Clin North Am. 2001 Sep;30(3):779-95. doi: 10.1016/s0889-
8553(05)70210-7. PMID: 11586557.

6. Das S, Neupane R, Beard J, Solomon H, Das M, Errickson N, Simon JL, Nisar YB, MacLeod WB, Hamer DH. Aectiology of
diarrhoea in children aged zero to nine years in low- and middle-income countries: A systematic review. ] Glob Health. 2024 Nov

1;14:04168. doi: 10.7189/jogh.14.04168. PMID: 39485019; PMCID: PMC11529147.

32



7. Arora G, Chuang YM, Sinnis P, Dimopoulos G, Fikrig E. Malaria: influence of Anopheles mosquito saliva on Plasmodium infec-
tion. Trends Immunol. 2023 Apr;44(4):256-265. doi: 10.1016/}.it.2023.02.005. Epub 2023 Mar 22. PMID: 36964020; PMCID:
PMC10074230.

8. Chipoya MN, Shimaponda-Mataa NM. Prevalence, characteristics and risk factors of imported and local malaria cases in
North-Western Province, Zambia: a cross-sectional study. Malar J. 2020 Nov 23;19(1):430. doi: 10.1186/s12936-020-03504-1.
PMID: 33228684; PMCID: PMC7686676.

9. Sitali L, Chipeta J, Miller JM, Moonga HB, Kumar N, Moss W], Michelo C. Patterns of mixed Plasmodium species infections
among children six years and under in selected malaria hyper-endemic communities of Zambia: population-based survey observations.
BMC Infect Dis. 2015 May 2;15:204. doi: 10.1186/s12879-015-0935-7. PMID: 25930101; PMCID: PMC4424549.

10. Ma,Z.;Xia,B.;Xie,W. (2023). Current Status and Challenges of Malaria in Zambia. Theoretical and Natural Science,3,499-504.
11. Moss W]. Measles. Lancet. 2017 Dec 2;390(10111):2490-2502. doi: 10.1016/S0140-6736(17)31463-0. Epub 2017 Jun 30.
PMID: 28673424.

12. Masresha BG, Hatcher C, Lebo E, Tanifum B, Bwaka AM, Minta AA, Antoni S, Grant GB, Perry RT, O’Connor P. Progress
Toward Measles Elimination - African Region, 2017-2021. MMWR Morb Mortal Wkly Rep. 2023 Sep 8;72(36):985-991. doi:
10.15585/mmwr.mm?7236a3. PMID: 37676836; PMCID: PMC10495184.

13. Martinez-Ferndndez DE, Ferndndez-Quezada D, Casillas-Munoz FAG, Carrillo-Ballesteros FJ, Ortega-Prieto AM, Jimen-
ez-Guardeno JM, Regla-Nava JA. Human Monkeypox: A Comprehensive Overview of Epidemiology, Pathogenesis, Diagnosis, Treat-
ment, and Prevention Strategies. Pathogens. 2023 Jul 18;12(7):947. doi: 10.3390/pathogens12070947. PMID: 37513794; PMCID:
PMC10384102.

14. WHO Director-General declares mpox outbreak a public health emergency of international concern. Saudi Med J. 2024
Aug;45(9):1002-1003. PMID: 39218470; PMCID: PMC11376700.

32



Data used was extracted from eIDSR on 21* April, 2026.

w About eIDSR

The Electronic Integrated Disease Surveillance and Response System (eIDSR) is a disease surveillance system that

is used to continuously and systematically collect, analyse, interpret, and visualize public health data. Data is col- =
lected at facility level and captured by district surveillance officers. The data reported in this bulletin was extracted
from the system (except were indicated otherwise) on the aforementioned date.

For more information you can email healthpress@znphi.co.zm
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