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ABSTRACT 

Cholera is an acute, diarrheal illness caused by the bacterium Vibrio cholerae. Cholera is 

strongly linked to consumption of unsafe water, food, poor sanitation and overcrowded living 

conditions. 

Despite implementation of Cholera interventions in Lusaka, Cholera continues to affect the 

lives of the people especially in the Peri urban areas of Lusaka. To date there is no empirical 

evidence on factors associated with household adherence to Cholera interventions as well as 

the enablers and barriers to adherence in these areas.   

The purpose of this study was to establish enablers and barriers and factors associated with 

adherence to Cholera interventions in Lusaka Zambia. 

The data was collected using structured interview questionnaires from 400 participants. 

Multistage sampling was adopted for selecting zones and Systematic random sampling for 

selection of households. In-depth interviews were conducted for selected heads of household 

and health committee chairpersons using maximum variation sampling.    

 The study used a Sequential Explanatory Design. Epidata management software was used for 

database designing and questionnaire data entry and validation. The data was exported and 

analysed using STATA software version 13. Categorical variables such as sex were stated as 

proportions; Chi square test, Bivariate and multivariate logistics regression were used to test 

for association between independent variables and household adherence to Cholera 

interventions. A step wise multiple regression approach was used to select the best predictors. 

Thematic analysis was used to identify enablers and barriers to Cholera interventions.  

Only 5.8% of the households adhered to Cholera interventions. Factors associated with 

adherence after controlling for other variables were age of household head (AOR=0.081; 

95%CI=0.016-0.409) and mode of receipt of health messages (AOR=0.219; 95%CI=0.103-

0.466). Enablers were availability of water containers, water tanks, water kiosks, health 

information and knowledge of hand washing behaviour. Barriers identified were 

contamination and water leakages, shallow wells, queues at water points, distance from water 

points, expensive charcoal, inadequate and expensive chlorine, fear of potential health effects 

from use of chlorine, shared toilets and non-collection of garbage.  

The households of Chipata and George Compounds still experience several barriers to 

Cholera interventions. This has negatively affected the households’ with the majority of the 

people not adhering to Cholera interventions.   

The study recommends increasing the number of water points for households’ easy access to 

water. Construction of flushable toilets due to lack of space for erection of pit latrines. 

Regular collection of garbage to avoid disease transmission and prevention of households 

from drawing water from shallow wells by burying them. 

Key words: Enablers, Barriers, Cholera, Interventions and Adherence. 
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OPERATIONAL DEFINITIONS 

Adherence             Compliance to the interventions that were rolled out in Chipata and George  

                                  Compounds of Lusaka. 

Barriers                  These refer to challenges that negatively impacted on the effective     

                                  Adherence of the households to interventions in Chipata and George 

                                  Compounds of Lusaka 

Cholera                   Is an acute intestinal infection caused by ingestion of food or water 

                                  contaminated with the bacterium Vibrio cholerae. 

Contact tracing      Is the identification and diagnosis of persons who have come in contact 

                                   with an infected person. 

Diarrhoeal diseases   Refers to all kinds of diarrhoeas that can emerge due to insanitary  

                                   conditions. These include, bloody diarrhoea such as dysentery and 

                                   non-bloody diarrhoeal diseases.  

Enablers                  These refer to successes that positively impacted on the effective   

                                   adherence of the households to interventions Chipata and  

                                   George Compounds of Lusaka.  

Endemic                  When the infection of human population is on-going and for a long term. 

Grey water               Is all waste water generated in households and streams without faecal 

                                    contamination. 

Health Information  Is the process of enabling people to increase control over, and to  

                                     improve, their health. 

Household                  Group of people sleeping in the same house and sharing meals    

Hygiene                      Means science that deals with the promotion and preservation of health. 
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Interventions             Means an act of interceding with the intent of preventing or curbing 

                                     Cholera 

Sanitation                 Is the provision of facilities and services for the safe disposal of human 

                                   urine faeces.  

Storm water             urban water, runoff and polluted runoff water  

Water supply           Is the provision of water by public utilities, commercial organisation  

                                   community endeavour or by individuals, usually via a system of pumps  

                                   and pipes. 

http://en.wikipedia.org/wiki/Water
http://en.wikipedia.org/wiki/Public_utility
http://en.wikipedia.org/wiki/Water_pipe
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CHAPTER ONE: BACKGROUND 
 

1.1 Introduction 

 

Cholera is an acute, diarrheal illness caused by the bacterium Vibrio cholerae. The bacteria 

releases enterotoxin called choleragen, a poison that affects the lining of the intestines 

causing vomiting and large quantities of watery diarrhoea. Cholera is strongly linked to 

consumption of unsafe water and food, poor sanitation and overcrowded living conditions. 

These conditions exist in many developing countries all over the world where cholera is 

either endemic or a recurring problem. The incubation period for Cholera is usually a few 

hours to 5 days (CDC, 2014). 

 Cholera has over 200 serotypes, but only two types have been   observed to produce the 

potent enterotoxin that results in Cholera and these are: 0:1 and 0:139 (Kent, 2000). Vibrio 

cholera dwells in stagnant water, rivers and ponds of coastal areas. Surface water in 

proximity to persons with infection due to Vibrio cholera is frequently contaminated with the 

agent. Diarrhoeal disease is the second leading cause of death in children under five years 

old. Therefore, in view of the severity of this disease, it is vital that treatment should be 

administered within hours or it may lead to death. Both Cholera and diarrhoea have similar 

mode of transmission through contaminated food and water.  

There are nearly 1.7 billion cases of diarrhoeal disease every year. Globally, each year 

diarrhoea kills around 525 000 children under five (WHO, 2017). Approximately 2.9 million 

Cholera cases each year worldwide, and 1.3 billion persons are risk for infection (CDC, 

2018). In 2016, a total of 132,121 Cholera cases and 2,420 deaths were reported to World 

Health Organization worldwide. Overall, 54% of cases were reported from Africa, 13% from 

Asia and 32% from Hispaniola (WHO, 2016). This clearly shows that cholera still remains a 

significant global public health challenge. 

Sub-saharan Africa is a cholera hotspot. The percentage of people who die from reported 

Cholera and diarrhoeal cases remains higher in Africa than elsewhere. Therefore, improving 

global access to water, sanitation and hygiene (WASH) is a critical step to reducing Africa's 

cholera burden (CDC, 2014).  

http://www.cdc.gov/healthywater/global/index.html
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Zambia recorded the worst Cholera cases in 1991, 1992 and 1999. Cholera cases have been 

fluctuating since 1978. However, Cholera cases were averted between 2011 and 2015. There 

was a recurrence of Cholera from 2017 to 2018. Cholera outbreak began in October, 2017 in 

Zambia that resulted in approximately 5,900 cases and 114 deaths (CDC, 2018). The safe 

water and sanitation project was implemented by the Ministry of Health. The interventions 

included chlorination of water at household level, health education involving distribution of 

Information Education and Communication (IEC) materials such as posters, leaflets, public 

address system dissemination, sensitising people on the issues of hand washing, boiling 

water, and food safety. 

Although there was a general increase in the proportion of households with access to safe 

water from 57 per cent in 2006 to 62 per cent in 2010. However, there was a decline in the 

proportion of households with access to safe water from 87 per cent to 84 per cent in urban 

areas during the same period (CSO-LCMS, 2012). These figures emphasize that areas 

without access to improved water sources still exist in urban Zambia, which may be linked to 

the annual cholera outbreaks in certain areas of the capital Lusaka such as Chipata and 

George compounds.   

Therefore, in view of the recurrence of Cholera in Lusaka, this research seeks to determine 

adherence to Cholera interventions: Associated factors, Enablers and Barriers in Chipata and 

George Compounds, Lusaka, Zambia.  

1.2 Statement of the Problem 

Cholera remains a global threat to Public Health affecting both children and adults. 

Historically, Zambia in particular Shanty Compounds of Lusaka, has experienced cholera 

outbreaks during the annual rainy season (MoH, 2012). During the rainy seasons, inadequate 

drainage networks cause substantial flooding, which result in the spread of pathogens through 

runoff water, increasing the risk of contamination (Sasaki et al, 2009). The existing latrines in 

the area attract flies, vermin (rats). However, during the rainy season overflowing sewage 

pollutes underground water sources causing water-borne diseases like diarrhoea, dysentery 

and cholera.  

While the government has improved water and sanitation in urban areas, little has been done 

in unplanned and peri-urban settlements of Lusaka (CSO-LCMS, 2012). The Central 

Government and co-operating partners have developed policies and a number of interventions 
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to eradicate the disease throughout Zambia. According to NUWSSP 2011, the policies 

relating to the national urban water supply and sanitation are to enable all urban residents 

have access to clean water and have a sustainable storm water that will be would be utilised 

in an efficient and sustainable manner for improved livelihood by 2030. 

Inspite of the measures introduced by the Government and its co-operating partners to avert 

further Cholera outbreaks. Lusaka Province continued to record Cholera cases, over 125 

cases had been recorded in the month of October, 2017 (MoH, 2017). However, between 

2017 and 2018 a total of 5,414 cases and 98 deaths were recorded in Lusaka (CDC, 2018). 

Therefore there was need to determine adherence to cholera prevention measures by 

households.   

The Lusaka capital city has a population of 2.5 million inhabitants (World population review, 

2018). Chipata Compound with the population of 63,472, recorded 176 Cholera cases with an 

attack rate of 0.28%, while George Compound with the population of 73,993 recorded 261 

Cholera cases representing an attack rate of 0.35% (MSF, 2011). During the recent 

resurgence of Cholera of 2017 to 2018 Lusaka recorded 5,414 cases with 98 deaths 

(CFR=1.8%) (CDC, 2018). The current Cholera outbreaks were concentrated in peri-urban 

areas of Lusaka which have limited access to Municipal water supplies sewer systems where 

60% of Lusaka’s population resides (MLGH, 2015).  

To date there is no empirical evidence on factors associated with household adherence to 

Cholera interventions as well as the enablers and barriers to adherence. 

 

1.3 Justification of the Study 

 

This research is meant to assist policy programme planners and programme evaluators. The 

statistical information would be used as a public health approach to control water sources, 

hygiene and sanitation related diseases.  This can be achieved by targeted health messages. 

This in turn will reduce expenditure on Cholera intervention activities. For instance funding 

will be meant for the age groups that are less likely to adhere to Cholera interventions instead 

of targeting funds to households above 50 years of age.   
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1.4 Research Question 

 

1) What is the level of adherence to Cholera interventions in the two settings of Chipata and 

George Compounds of Lusaka? 

2) What are the barriers and enablers to households adhering to Cholera interventions? 

1.5 General Objective 

To establish enablers, barriers and factors associated with adherence to Cholera 

interventions in Lusaka Zambia. 

 

1.5.1 Specific Objectives 

1 To determine the proportion of households adhering to Cholera interventions in 

Lusaka Zambia.   

2 To establish enablers and barriers to adhering to Cholera interventions. 

1.6 Conceptual Framework 

 

A Framework to Analyse bucket chlorination, handwashing, and the information, 

education, communication activities (IEC) intervention 

Introduction to FOAM framework 

Focus on Opportunity, Ability, and Motivation (FOAM) is a framework intended to help in 

the development, monitoring, and evaluation of hand washing behaviour. The model rests on 

the premise that there are many variables that impact an individual’s hygiene choices such as 

hand washing or chlorine use in drinking water (Coombes and Devine, 2010).  

Behaviour Change Framework development 

The Water and Sanitation Program began employing the Global Scaling-Up Hand washing 

Project in 2006 to examine whether innovative promotional approaches can produce 

widespread and sustainable increases in rates of hand washing with soap at critical times 

among the poor and vulnerable in Tanzania, Senegal, Peru, and Vietnam. 



 

5 
 

It was concluded that a common conceptual framework to guide and monitor hand washing 

behaviour change across the participating countries was required. In response, participants 

from the Global Scaling-Up Hand washing Project developed the FOAM framework to 

inform the design and implementation of the project and strengthen formative research, 

monitoring and evaluation, and develop a common technical vocabulary among project 

teams. The framework based on the PERForM framework of population Services 

International. Social cognition models have long been used to guide and predict behaviour 

change, hence the key categories of determinants are based on behaviour change, or social 

cognition, models: Opportunity, Ability, and Motivation (Chapman, 2010).  

Determinants Behaviour  

Determinants of Behavioural can be internal (factors which take place within a person’s 

mind, e.g., an individual’s knowledge or a belief) or external (factors which are beyond the 

control of an individual, factors that happen to them, e.g., availability of a product or societal 

peer pressure)  

(Coombes and Devine, 2010). 

Examples of behavioural determinants are as follows: 

• The availability of soap is what enables one to wash the hands with soap 

• Being scared of contracting Cholera enables one to adhere to Cholera interventions 

Focus: Who Is the Target Audience and What Is the Desired Behaviour?  

Defining the target audience and the desired behaviour are the key elements of any 

intervention. Examples of audiences for hand washing behaviour change include latrine 

users. Hand washing with soap is the desired behaviour, but implementers must also decide 

whether interventions will be aimed at promoting frequent and regular hand washing, or hand 

washing only at key moments, such as after defecation or before handling food (Coombes 

and Devine, 2010).  

Opportunity: Does an Individual Have The Resources to Perform Behaviour?  

Derived from Diffusion of Innovation theory, health promotion, and quality-of-care research, 

opportunity determinants influence the chance of the behaviour being performed. They 

include but are not limited to social norms, product attributes, and access to or availability of 
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products or services. Opportunity determinants are often the most external factors affecting a 

person’s behaviour, over which they may have less control (Coombes and Devine, 2010). 

 

Figure 1: The FOAM framework 

 

(Coombes and Devine, 2010) 

 

Ability: Is the Individual Capable of Performing the Particular Behaviour? 

Ability determinants reflect an individual’s perceived or actual capacity to perform a given 

behaviour contingent on opportunity and motivation. Some ability determinants are 

knowledge, self-efficacy (an individual’s belief in his capacity to carry out a specific 

behaviour), and social support. Cognitive processes are the mental processes of perception, 

memory, and information processing, by which individuals acquire information, make plans, 

and solve problems (Coombes and Devine, 2010). 

 

Motivation: Does the Individual Want to Perform the Behaviour? 

Motivation determines whether, given opportunity and ability, performing the behaviour is in 

an individual’s self-interest. Within the FOAM framework, motivation is thought to have a 

direct influence on behaviour, though it is moderated by both ability and opportunity 

(Coombes and Devine, 2010). For example one may see soap in the toilet (opportunity) may 
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know the use (ability), however may not be aware why soap is necessary despite being in a 

Cholera prone area (motivation). 

Opportunity Determinants 

In the context of hand washing, there are three opportunity determinants:  

Access/Availability  

Access/Availability refers to access to soap and water for hand washing. A recent review by 

the London School of Hygiene and Tropical Medicine of formative research in 11 countries 

found that some type of soap was available in almost every household, as was water. 

However, it is not sufficient for soap and water to be present in the home; both must be 

readily accessible in the right places and at the right times to enable household members to 

wash their hands. “Interventions that improve the presence of water and soap at the 

designated place to wash hands would be expected to improve hand washing behaviour.” 

Visual cues are also critical in encouraging the development of habitual behaviour.  

If a hand washing station is next to a latrine, people are far more likely to wash their hands 

immediately after latrine use. Soap and, increasingly, water are precious and even scarce 

resources; their provision may require forethought and innovation. If necessary, water should 

be kept in basins or buckets next to latrines or near food preparation areas. Where water is 

scarce, devices such as Tippy Taps can be installed. The Tippy Tap is a simple, hand-made 

device for hand washing with running water. Soap must also be protected from becoming too 

wet, being stolen, or being eaten by rodents. Combining soap and water, these stations must 

be readily accessible and kept functional for hand washing to take place. For hand washing 

with soap to occur, household access to water and soap is required (Curtis et al., 2007; Luby, 

2009) 

Product Attributes 

Soap and water have certain attributes that may function as either a catalyst or an obstacle to 

hand washing, depending on when and where the soap is used.  

In Uganda, many survey respondents found the smell of soap on their hands off-putting as 

they ate and therefore preferred not to use strong-smelling soap before they eat. Conversely, 

findings from Kenya show individuals in communities with a fish-rich diet prefer using 

perfumed soaps after they eat, as these counteract the smell of fish. Key attributes of soap 
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include its smell, type and the ability to produce lather. For example, if a household uses 

laundry powder with a strong scent as the main soap product, a caregiver may wash her hands 

with it after a meal of fish but may not before she feeds her child. For water, attributes such 

as clarity, colour, and odour influence hand washing. The attributes of a hand washing 

facility, such as cleanliness and odour, may also influence its use and, therefore, hand 

washing behaviour (Steadman, 2007). 

Social Norms  

Social norms are the rules that govern how individuals in a group or society behave. With 

respect to hand washing, norms may be objective or observable within the community. For 

example, an individual may learn that hand washing is the social norm by seeing others 

washes their hands in a public place. There are also household norms. A child knows whether 

or not he is expected to wash his hands with soap before eating a meal with the family. 

Household norms are reinforced by parental sanction or reward and praise. Realignment of 

social norms takes time and may require the intervention of a role model (Kelly, 1991 ) 

Ability Determinants  

There are two ability determinants in FOAM: 

Knowledge  

Knowledge is acquired through learning and may pertain to objects or products, behaviours, 

and even outcomes. It is important to emphasize that knowledge, while critical, is not 

adequate to spur behaviour change. The knowledge-behaviour gap explains in part why 

individuals engage in certain behaviours even when they are aware of the associated risks.  

Social Support 

Social support is the physical and emotional comfort given to individuals by family, peers, 

friends, co-workers, and others. Social support takes several forms: physical (a mother helps 

her child to work up lather from soap); emotional (a health worker praises a mother for 

washing her hands before feeding her infant); or informational (a teacher tells children why 

they should wash their hands with soap before eating). Support may also take the form of 

practical advice (a woman helps her neighbour build a hand washing station) (Coombes and 

Devine, 2010).  
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Motivation Determinants  

Four determinants provide motivation for hand washing with soap:  

Attitudes and Beliefs  

Attitudes and beliefs represent an individual’s understanding and perceptions about hand 

washing with soap. Beliefs may not be correct and may actually impede adoption of positive 

behaviour practices. Individuals are often unaware of their beliefs and attitudes.  

In a formative research study conducted in 2006, half of the mothers surveyed said they did 

not use any kind of soap when washing their hands. Sixty percent of these women said they 

did not believe soap was necessary. Based on these findings, the Vietnam Hand washing 

Initiative designed a behaviour change campaign aimed at changing these beliefs and other 

motivational barriers to hand washing with soap (Gershaw, 1989; Coombes and Devine, 

2010). 

 

Expectations 

Expectations are perceptions of the consequences of hand washing with soap. If perceived 

outcomes are positive or beneficial, the behaviour is more likely. The converse applies as 

well. For example, a mother may not wash her hands with a strong-smelling soap before she 

feeds her child if she expects this will cause the child to fuss. Expectations can also be longer 

term (mothers may perceive that hand washing will lead to decreased immunity). Although 

expectations are themselves a form of belief or attitude. Another type of expectation is the 

subjective norm, the anticipated opinion or approval of an important or influential person 

relative. For example a woman may perceive that she is expected by her mother-in-law to 

wash her hands before feeding an infant (Coombes and Devine, 2010).     

 Threat 

Threat can be defined as perceived dangers or negative outcomes linked to hand washing 

with soap. threats has two dimensions: perceived susceptibility, which is an individual’s 

assessment of the risk posed by a particular condition or illness, and perceived severity, an 

individual’s assessment of the seriousness of the condition and its potential consequences. 

Perceived severity is influenced by other considerations and factors. The threat of epidemics 
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such as cholera may provide immediate motivation to wash hands with soap (Rosenstock, 

1974; Coombes and Devine, 2010). 

 

Intention 

Intention is a person’s plan on how to hand wash with soap. This might entail buying soap, 

fetching water, or ensuring a hand washing station is functional. Intention is thought to be a 

powerful motivator of behaviour and, according to the theory of Reasoned Action, is a 

predictor of behaviour change. An   individual who intends to is more likely to wash their 

hands than someone who does not.  

Habits are routines of behaviour that are repeated regularly and without direct or conscious 

thought about those behaviours. Frequent performance of a particular activity in stable 

circumstances leads to habit formation. Habits can be an obstacle to an individual’s 

intentions. An individual who intends to begin hand washing after using the latrine must 

override the habit of not hand washing (Coombes and Devine, 2010).  

 

FOAM Application in evaluating hygiene adherence to IEC interventions 

Doer/Non-doer Studies in hygiene interventions 

Doer/non-doer analysis is a quantitative research methodology that compares segments of an 

at-risk population (e.g., for diarrhoeal diseases) and who carry out a particular behaviour and 

those who do not. Doer/non-doer analysis often reveals factors important in promoting 

behaviour change and can be used to monitor ongoing behaviour change interventions.  

FOAM identifies both the enabling and barrier factors to desired behaviour in the context of 

the Opportunity, Ability, and Motivation framework. 

The data required for a hand washing doer/non-doer study is essentially identical to that 

needed for quantitative formative research:  

• Demographic data (age, gender, religion, educational attainment, geographic location) 

• Media habits (at which times members of the audience listen to the radio or watch 

television, and which stations; and which newspapers are read)  
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• Behavioural determinants 

• Hand washing behaviour 

In the data analysis stage, a FOAM doer/non-doer study identifies those members of a 

community who are at risk of diarrhoea. Secondly, it denies those people who consistently 

wash their hands with soap (doers). The remainder of the community are non-doers. The 

researchers look at the behavioural determinants, media consumption habits, and 

demographic characteristics of the two samples and the differences between doers and non-

doers. Operational Matrix details the behaviour change program plan from the conceptual 

stage through formative research to implementation of the plan of action (Coombes and 

Devine, 2010). 
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CHAPTER TWO: LITERATURE REVIEW 

 

2.1 Historical Perspective of Cholera 

 

Endemic cholera occurs when cholera bacteria exist in the environment, and infection of the 

human population is ongoing and long-term. WHO (2012) states that if a new outbreak 

occurs and is present constantly for over a year, then the country is classified as being 

“endemic” for cholera. During the 19th Century, Cholera spread across the World from its 

original reservoir in Ganges delta in India. Six subsequent pandemics killed millions of 

people across all continents. The seventh pandemic started in South Asia in 1961 and reached 

Africa in 1971 and America in 1991 (Chibale, 1997). 

 

 Interventions in cholera outbreaks have adopted a reactive approach to cholera prevention 

and control. Often, where interventions have not been co-ordinated or where a multi-sectoral 

approach has not been used, they have failed to prevent the occurrence or recurrence of 

outbreaks and this has lead into high morbidity and mortality rate (WHO, 2000).  

2.2 Global Perspective of Cholera 

 

Cholera is one of the water and food borne diseases which has posed a threat to human health 

globally. It is an acute diarrhoeal disease that can kill within hours if left untreated. There are 

an estimated 3–5 million cholera cases and 100 000–120 000 deaths due to cholera every year 

(WHO, 2014). A total of 1.3 billion persons are at risk for infection, usually from 

contaminated drinking water (CDC, 2018). 

According to (WHO, 2018) in 2016 a total number of 132 121 cholera cases and 2420 deaths 

were reported to WHO worldwide. Outbreaks continued to affect several countries. Overall, 

54% of cases were reported from Africa, 13% from Asia and 32% from Hispaniola. Cholera 

remains a major public health problem and affect primarily developing world populations 

with no proper access to adequate water and sanitation resources. A total of 663 million 

people in the World do not use improved sources of drinking water. Africa recorded very 

high number of Cholera cases in the World in 2016. 
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Figure 2: The graph of cholera cases of WHO by year and by continent between 1989 and 

2016. 

Source: (WHO Data, 2018) 

 

2.3 Sub-Saharan Africa and Asia Perspective of Cholera 

 

A total of 7 million people in Sub-Saharan Africa live in areas of high Cholera incidence. 

More than one in 1000 people are reported as infected with Cholera each year and 87.2 

million live in districts with high incidence (Lessler, 2018). High Cholera risk areas exist in 

Sub-Saharan Africa. Although Cholera occurs throughout Sub-Saharan Africa, its highest 

incidence is concentrated in a small proportion of the continent. Prioritising high risk areas 

could substantially increase the efficiency of Cholera control programmes (WHO, 2018). 

Prudent management of resources and effective implementation of Cholera prevention 

programmes will decrease the incident cases. 

 

 



 

14 
 

2.4 National Perspective of Cholera 

 

 

Table 1.  Zambia’s Highest Cholera Cases. 

 Period Number of cases Period Number of cases 

1982 1,403 2004 12,149 

1990 3,717 2005 1,503 

1991 13,154 2006 5,360 

1992 11,659 2007 2,286 

1993 6,766 2008 2,061 

1996 2,172 2009 4,712 

1999 13,511 2016 1,434 

2000 4,504 2017 1,900 

2001 3,109   

Source: (ZNPHI Document, 2018) 

 In reference to Figure 3 and Table 1, Zambia recorded the worst Cholera cases in 1991, 1992 

and 1999. Cholera cases have been fluctuating since 1978. However, Cholera cases were 

averted between 2011 and 2015. There was a recurrence of Cholera from 2016 to 2018.  

Figure 3: Zambia reported the first cases of Cholera in 1978. The bar chart shows the 

trends from the onset. 

Source: ( Compiled MOH and MSF data, 2010) 

 

Source: (Compiled MOH and MSF data, 2010) 

 

 

 

 



 

15 
 

 

 

 

Figure 4:   Histogram showing the number of reported cholera cases and related events, by 

week, in Lusaka, Zambia, during October 2017–May 2018. 

 Source: (CDC Document, 2018) 

 

On October 6, 2017, an outbreak of cholera was declared in Zambia after laboratory 

confirmation of Vibrio cholerae O1, biotype El Tor and serotype Ogawa. As of May 12, 

2018, the outbreak had affected seven of the 10 provinces in Zambia, with 5,905 suspected 

cases and a case fatality rate (CFR) of 1.9%. Among the suspected cases, 5,414 (91.7%), 

including 98 deaths (CFR = 1.8%), occurred in Lusaka (CDC, 2018). There is need for 

multisectoral response to prevent the resurgence of Cholera.  

 2.5 Cholera Interventions 

There is evidence that, intervention strategies would help predict imminent cholera outbreaks. 

Therefore a reliable and robust cholera prediction model will allow the mobilization of 
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human experts and materials such as vaccines, water purification, sanitation equipment, 

antibiotics and oral rehydration solution resources to vulnerable areas to prepare and 

implement carefully planned prevention approaches. Vulnerable people may be vaccinated in 

advance. Cholera outbreak warnings could be issued using the mass media to prevent any 

epidemics (CDC, 2007). 

Washing hands at critical time such as after using the toilet, before food preparation or eating 

leads to reduction of diarrhoeal diseases by up to 35 per cent (Denise & Hungler, 2001). 

Cholera prevention and control is achievable when sources of contaminations are eliminated. 

Efforts should be supported by policy formulation (CDC, 2012). There is need to adopt a 

holistic strategy in the prevention of Cholera by coming up with Cholera interventions such 

as the provision of adequate water supply, food hygiene, adequate sanitation and health 

education. 

With the recent and devastating return of cholera to the Caribbean region, there has been a 

tremendous interest in the effectiveness of interventions since the Haitian outbreak. 

Vaccination appears to be the predominant response, with a call for health authorities to 

incorporate it into existing intervention methods to reduce infection rates and minimize future 

epidemics. With an increasing disease burden in endemic regions and high fatality rates in 

newly affected regions, there is a need to examine the efficacy of existing strategies and to 

explore the use of predictive technology to implement proactive intervention measures 

(Burns & Grove, 2001). In Haiti, initial case-fatality rates were high, but were successfully 

brought down with increased access to safe water and sanitation (CDC, 2012). This clearly 

shows that an effective Cholera intervention is likely to prevent Cholera outbreaks. 

 

2.5.1 Water Sources 

 UNICEF and WHO have supported the Government through LWSC to provide clean water 

to some areas where cholera cases originate. Mobile toilets and water tanks have also been 

provided.  While water quality surveillance takes place, the process is not systematically 

documented neither are they linked to the epidemiological data which would have facilitated 

identification of sources and mode of transmission of cholera and ensure targeted cholera 

interventions. Adequate and accessible supplies of water, with proper basic needs are 

essential components of primary health care and enhance public health through provision of 
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adequate quantity and quality of water supply. The first basic requirement for drinking water 

is that it should be free of pathogenic micro-organisms (Ahmed & Miyubur, 2000).  

Brink (2012) states that forty-two percent of Municipal water users in Nukus, Uzbekistan 

lacked detectable levels of chlorine residues in their drinking water, despite two-stage 

chlorination of the water source, they still had an increased risk of diarrhoea. The dramatic 

reduction in diarrhoeal rates in the home-chlorination intervention group indicates that a large 

proportion of diarrhoeal diseases are water-borne. The home-chlorination group had less 

diarrhoea than the group with piped water, implicating the distribution system as a source of 

disease transmission. Taken together, these epidemiologic data would support the hypothesis 

that diarrhoea in the piped water group could be attributed to cross-contamination between 

the Municipal water supply and sewer, due to leaky pipes and lack of water pressure. 

Relatively inexpensive steps, including chlorination maintaining water pressure, and properly 

maintaining the distribution system should reduce diarrhoeal rates (Bless & Higson, 2010).  

2.5.2 Hygiene  

Communities should be reminded of basic hygienic behaviours, including the necessity of 

systematic hand-washing with soap after defecation and before handling food or eating, as 

well as safe preparation and conservation of food (WHO, 2000).   

 

According to Varkevisser et al. (1997), promoting hygiene necessarily involves a community 

participation in prevention and control efforts. Individual and community action typically 

includes promotion of food hygiene (preparation, storage, and consumption). Experience has 

shown that a participatory approach to promoting hygiene is more effective than a message-

based approach that simply raises awareness about cholera prevention and control. 

Mobilizing the community to adhere to safe hygiene practices is the key to behaviour change. 

Techniques to improve community mobilization include using peer connections, and 

participatory training. Understanding the public’s perceptions about the risk for cholera and 

the potential for prevention and control is also important. 

  

Man’s health may be affected by the ingestion of contaminated water either directly or 

through food and by the use of contaminated water for purposes of personal hygiene and 

recreation. The environmental factors of importance include contaminated water and food. 

These factors are exacerbated by social factors such as low standards of personal hygiene 
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lack of education and poor quality of life (Park, 2007). There is need for the households to 

adhere to good hygienic standards interventions. 

 

2.5.3 Sanitation 

According to WHO/UNICEF (2013) about 36 per cent (2.5 billion) of the world’s population 

lack improved sanitation facilities. Inadequate sanitation services, coupled with poor hygiene 

practices, kills and sickens thousands of children every day.  

 The provision of safe water and sanitation is a formidable challenge but remains the critical 

factor in reducing the impact of cholera. (WHO, 2014). According to the World Health 

Organization, 1.6 million deaths of children per year can be attributed to unsafe   water, poor 

sanitation (WHO/ UNICEF/ JMP, 2011).  

The prevalence of cholera and diarrhoea in most African cities is attributed to insanitary 

conditions (Ahmed & Mujibur, 2012). World Health Organisation (2012) revealed that 

diarrhoeal is one of the most common health problems reported at out-patient facilities in the 

Greater Accra Region of Ghana. In the city of Accra, the major health problem was disease 

attributed to poor environmental sanitation, which was exacerbated by ignorance and poverty. 

In Tanzania, Sinha et al. (2012) reported that poor sanitation and improper waste disposal 

practices resulted in the spread of infectious diseases, which were the most frequent causes of 

morbidity and mortality. In 1994, a total of 61,960 cases of cholera resulted in 4,389 deaths in 

Angola, the Democratic Republic of Congo, Malawi, Mozambique and Tanzania (WHO, 

2000).  

Access to clean and safe water, and poor sanitation remain the major challenge for effective 

cholera prevention and control in Zambia. In Lusaka this is evident by concentration of 

reported cholera death cases mostly in the western parts of the city where access to safe water 

and good sanitation is poor. Latrine coverage is very low in the cholera-affected areas of the 

city. In the few houses with pit latrines, they are located very close to the shallow wells with 

high risk of contamination and people to latrine ratio are high (UNICEF, 2008).  

Cholera epidemics develop where access to clean water is limited, sanitation is inadequate 

and personal and domestic hygiene are compromised. Experience has shown that providing 

access to safe water and promoting hygiene achieves the quickest and widest impact. 

Constructing latrines or focusing on solid waste and controlling vectors such as flies, require 

time and resources (Gaffga, 2007).  

http://www.who.int/water_sanitation_health/publications/facts2004/en/index.html
http://www.who.int/water_sanitation_health/publications/facts2004/en/index.html
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The trend in the industrialized countries is towards further development and improvement of 

waste disposal systems, which require highly skilled labour, large amounts of capital and 

steady socio-economic conditions to ensure adequate financial and treatment supplies for 

operation. Although this conventional approach is the standard in the industrialized countries, 

its application as a standard solution for developing countries is not feasible (CDC, 2013). In 

most developing countries, waste treatment and disposal is a matter of concern that needs to 

be addressed, but the countries’ prospects for economic and social development, poverty and 

priorities for industrial investments form obstacles in making decisions about public waste 

facilities (WHO, 2013). It is clear that developing countries have a problem as far as cholera 

outbreaks are concerned. The literature has also suggested that low socio-economic status and 

poor management of sanitation and many others are the determinants of cholera outbreaks in 

developing countries (Ouedraogo et al., 2004).  

 

Control of cholera requires proper sewage disposal and adequate water sanitation, as well as 

the detection and treatment of carriers or reservoirs. Owing to this, hygienic water supplies 

are considered crucial for the control of cholera transmission. The transmission of cholera 

and other diarrhoeal diseases can be controlled by ensuring adequate disposal of excreta and 

changing hygienic practices of the population at risk. The implementation of these measures 

requires political decisions and heavy investment of significant financial resources, (Steffen 

et al, 2003). Governments and other stakeholders must move the sanitation crisis to the top of 

the agenda. Countries must ensure that policies and institutions for water supply and 

sanitation service delivery, as well as for water resources management and development, 

respond equally to the different roles, needs, and priorities. Efforts to reach the water and 

sanitation target must focus on sustainable service delivery, rather than construction of 

facilities alone. Governments and donor agencies must empower local authorities and 

communities with the authority, resources, and professional capacity required to manage 

water supply and sanitation service delivery (World Water Council, 1990). There is need for 

the government of the Republic of Zambia to invest heavily in water, sanitation and hygiene 

so as to prevent the recurrence of Cholera outbreak. 

According to NUWSSP 2011, the Zambian policies relating to the national urban water 

supply and sanitation were to enable all urban residents have access to clean water, sanitation, 

a solid waste collection and transportation system. Subsequently, to have a sustainable storm 
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water and grey water drainage system that will be would be utilised in an efficient and 

sustainable manner for improved livelihood by 2030. Implementation is being undertaken 

though challenges are being noticed as stated below.  

National Water Supply and Sanitation Council has the dual function of advising Government 

and disseminating information to consumers on matters relating to water supply and 

sanitation services, in its report observed that the National Urban Water coverage 2010/11 

was 77.5% and 81.8% in 2011/12. Moreover, the National Urban Sanitation coverage in 

2010/11 was 54.1% and 56.7% in 2011/12 (NWASCO- Urban and Peri-Urban Water Supply 

and Sanitation Sector Report 2011/2012). This corresponds to 2.6% improvement in 

sanitation coverage though sanitation service coverage continued to lag behind compared to 

water coverage.   

 

2.5.4 Health Information 

Appropriate media, such as radio, television or newspapers should be involved in 

disseminating health education messages. Community and religious leaders should also be 

associated to social mobilization campaigns (WHO, 2000).  

 

A number of hygiene promotion strategies including drama and theatre shows, distribution of 

Information, Education and Communication (IEC) materials, and door-door health education 

have been implemented by UNICEF and other partners to educate the communities on good 

hygiene practices and cholera prevention. UNICEF had also supported governments in 

enforcing hygiene and sanitation laws. However, these activities have not been sustained and 

often take place either close to the rainy season or during the rainy season when it is already 

late. (UNICEF, 2008)  

In Ghana intense Behavior Change Communications (BCC) education was incorporated 

through television and radio broadcasts, public announcements were declared in market 

information centers, and house-to-house inspections and sensitizations were enforced. As part 

of this process, individuals and households were educated and encouraged to practice basic 

hygiene behaviors such as proper hand washing and food handling, which can prevent the 

contraction and spread of  many diseases such as cholera. Posters and flyers of BCC materials 

on the health risks of open defecation, hand washing guides noting when and how to wash 

hands properly, and the proper trash disposal guides were distributed to individuals and 

posted at various locations in the township. Only 9 cholera cases were reported in 2017, as 
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compared to 735 cases in 2016 (globalcommunities, 2018). This obviously demonstrates the 

effectiveness of the BCC campaign. 

2.5.5  Enablers to Cholera Interventions 

(a) Public Health Messages 

The results of the survey carried out in Guinea-bissau, suggest that the public health 

messages were effective, and promoted behaviour changes with regard to water treatment 

practice (Einarsdottir, 2001). Red Cross volunteers and staff also sensitize patients on 

preventive methods, which include the use of safe water, treatment of unsafe water, and 

environmental cleanliness (IFRC, 2016). The households were assisted through the reception 

of health information regarding water management. In response to the recent cholera 

outbreak, a public health response targeted high-risk communities, including resource-poor 

communities in Port-au-Prince, Haiti. A survey covering knowledge and practices indicated 

that hygiene messages were received and induced behavior change, specifically related to 

water treatment practices. Self-reported household water treatment increased from 30.3% to 

73.9% (Beau De Rochars et al., 2010). 

(b) Contact Tracing 

Among the initiatives put in place to ensure no more cholera cases emerge in any household, 

is contact tracing. This involves following up with a patient at home to ensure that measures 

are put in place to mitigate the likelihood of having someone from the same household 

contracting the disease, thus breaking the cycle of transmission (IFRC, 2016). The Cholera 

mitigation measures is usually very effective and yield positive results especially when the 

victims are not stigmatized. 

 

2.5.6 Barriers to Cholera Interventions 

(a) Water Contamination 

Past studies have shown that water quality improvements at source are often ineffective as 

good quality source water becomes re-contaminated during collection or use within the 

household as a result of poor (hand) hygiene ( Sobsey et al., 2008). Barriers have been faced 

by households concerning water sources as outlined in the text above. There is need for 

enhanced sensitization regarding hands hygiene.  



 

22 
 

(b) Perception of Chlorinated water 

 The study conducted in Cameroon explicitly stated that one well owner midway through the 

investigation removed the chlorinator as they disliked the taste of chlorinated water (Guevart  

et al., 2008). There is need for further qualitative research concerning perceptions of 

households regarding chlorination of water. 

(c) Use of Cholera Vaccines 

The single biggest barrier to the use of cholera vaccines could be the financial investment 

required to vaccinate millions of people. Large mass vaccination campaigns are major 

logistical undertakings, a further barrier against the widespread use of cholera vaccines. 

While vaccination campaigns in cholera-endemic settings are challenging, reactive 

vaccination campaigns are a daunting task even for hardened logisticians (Vicari et al., 2011). 

This is perhaps a major reason why cholera vaccines have found so little public health use 

due to some of these technical barriers. 
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CHAPTER THREE: METHODOLOGY 

 

3.1 Research Design Matrix 

 Table 2: Research design matrix 

Research Question Research Objective Population 

Sampling 

Analysis 

1. What is the level 

of adherence as 

well as non-

adherence to 

Cholera 

interventions in 

the two settings 

of Chipata and 

George 

Compounds of 

Lusaka? 

 To determine the 

households 

adherence to 

Cholera 

interventions  

 

 Household 

.systematic 

sampling 

 

 

 

 Chi-square test 

and stepwise back 

ward regression) 

 

 

 

 

 

 

2. What are the 

barriers and 

enablers to 

Cholera 

interventions? 

 To establish the 

enablers and 

barriers of the 

households to 

Cholera 

interventions 

 Maximum 

variation 

sampling 

 

 In-depth 

interviews 
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 3.2 Measurement of variables 

Table 3. Variables, Operational Indicators 

Variables Operational Definition Indicator Scale of 

Measurement 

Dependent Variables   

1. Adherence Equal to 4 scores (Adheres) 

Less than 4 scores (Does not Adhere) 

Proportion 

Proportion 

Dichotomous 

Independent variables   

1. Demographic 

characteristics 

   

(a) Age Less than 21 years (21-30), (31-40), 

(41-50) and Greater than 50 

Number Dichotomous 

(b) Family size (1-3 Individuals), (4-6), (7-9) Number Ordinal 

(c) Sex Males/ Female Proportion Nominal 

(d) Position in 

household 

Head, Spouse, Child, Dependent, 

other relative 

Proportion Categorical 

(e) Education of 

household 

None, Primary, Secondary, Tertiary Proportion Categorical 

2. Water Sources  Piped water, Boreholes, Kiosks 

 Pay for water or not 

Proportion 

Proportion 

Nominal 

Discrete 

3. Hygiene  Washing hands after toilet use or 

not 

 Washing hands with soap or not 

Proportion Discrete 

4. Sanitation  Toilet in common use or not Proportion Discrete 
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 Latrine locked or not 

5. Health Information  Recall of Cholera messages or 

not 

 Reception of health information 

through loud speakers, clinics, by 

health workers, TV/Radio, Door 

to door, School, Church, 

Drama/Plays, Leaflets, Posters, 

Community, Books or not 

 Self-awareness knowledge or not 

Number Discrete 

 

 

3.3 Study design 

The research utilised a mixed method design. This involved Sequential Explanatory Design. 

This involved collecting and analysing quantitative and then qualitative data in two 

consecutive phases and eventually integrating the results.  

3.4 Study setting  

The study was conducted in Lusaka District. It involved Chipata and George Compounds 

which consisted 8 health zones and 25 health zones respectively. 

3.5 Study population 

(a) The target population of the quantitative survey involved heads of households within 

health zones established by the health centres in Chipata and George Compounds of Lusaka.  

Chipata health zones represents a population of 101,460 and assuming that every household 

consisted of 6 family members hence, giving a total number of 16,910 households. George 

Compound comprised a population of 172,154 and it was assumed that every household 

consisted of 6 family members which resulted in a total of 28,692 households. Therefore the 

total population of households for Chipata and George Compound of Lusaka was 45,602. 
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(b) The qualitative study involved in-depth interviews with the two Chairpersons of the 

Health Centre Committees of Chipata and George Compounds First Level Hospitals. The 

Chairpersons assisted in the identification of the 18 households to be interviewed.  

 

3.6   Sample Size Calculation 

 

          n = NZ2 PQ/ d2(N-1)Z2PQ 

n = Total sample size 

N = Total number of sample households (45,602) 

Z = Standard deviation at 95% (1.96) 

d = Statistical significance (0.05) or (0.5%) 

p = proportion (0.5) or (50%) 

Q = 1- P gives (0.5) 

 

 Chipata Compound population  101,460 

 Targeted zones  8 

 Approximate family size  6 

 Total number of households Chipata Compound   16,910 

 George Compound population  172,154 

 Targeted zones  25 

 Approximate family size 6 

 Total number of households  28,692 

 Total population for Chipata and George Compounds of Lusaka  45,602 

             n = 400  
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3.7 Sampling Procedure  

 

(a) The quantitative study utilised multistage sampling where 8 zones were considered in 

Chipata Compound and 25 zones in George Compound. All these zones were obtained from 

the zonal maps provided by the Chipata and George Compounds Health Centres. However, 

considering that these zones were too large, 4 subzones accounted for half number of zones in 

Chipata Compound and 12 subzones were precisely half number of zones in George 

Compounds which were randomly sampled using zonal maps from Chipata and George 

Compounds Health Centres respectively. This ensured that the zones were wide spread. The 

population of households in Chipata Compounds (16,910 households) and George 

Compounds (28,692 households) represented a total population of 45,602 households. Using 

the sample size of 400 the ratios of households was calculated. 

Chipata Compound Sample:   16,910/ 45,602 x 400 = 148 

George Compound Sample:     28,692/ 45,602 x 400 = 252 

This resulted in 148 households for Chipata Compound and 252 households for George 

Compound in this research.  

The Chipata and George Compounds Health Centres provided the Sampling frames. Then 

Systematic sampling was conducted by randomly selecting the first household (Spinning a 

bottle and beginning with the household where the mouth of the bottle pointed) in the study 

sites and then proceeded to every 20th household until the total of 148 households were 

selected in Chipata and 252 households in George Compounds of Lusaka amounting to the 

sample of 400.  When the selected household was empty, an effort was made to revisit the 

households. 

(b) The qualitative study adopted maximum variation sampling. This is because the target 

group had special experiences and responsibilities desired by the study. The target group 

involved Chipata and George Health Centre Committee Chairpersons who assisted to identify 

the households to be interviewed.    
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3.8 Data Collection Tool 

 

A structured questionnaire was used for the quantitative study in order to collect information 

on water sources, hygiene, sanitation and health information. For the qualitative study an 

interview guide was formulated.  

 

3.9 Data Collection  

 

Research Assistants were oriented on Cholera interventions, study methodology, ethical 

issues and detailed training on the administration of the structured questionnaire. The 

questionnaires were provided in English Language and interviews were conducted either in 

English, Bemba or Nyanja local language(s), depending on language skills of respondents. At 

the beginning of the interview informed consent was sought from the household member who 

was more than 18 years of age. 

(i) Quantitative 

The Research Assistants interviewed the Heads of households and responses were 

indicated on the questionnaires. 

(ii) Qualitative 

 In depth interviews were conducted involving Chairpersons of Health Centre 

Committees of Chipata and George Compounds. They also involved interviewing of 

selected households. The verbatim was recorded and the information was later 

transcribed.  
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3.9.1 Flow Chart of Zones and Sampling Techniques 

 

  

    

                                                                                                                                  

                                                                                                                                                  

       8 Health Zones                                                25 Health Zones      

 

                                                                                   

 

 

 

 

            Systematic sampling after Systematic sampling after 

      Every 20th HH Every 20th HH 

 

 

 

                                                            

 

 

 

Figure 5:  The flow chart showing the selection of the populations in Chipata and George 

Compounds for the quantitative study.  
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3.10 Scoring for Cholera Adherence 

To measure household adherence to Cholera interventions in Chipata and George 

Compounds. The variables on safe water, proper sanitation, food safety and hygiene practices 

were scored. Each correct response scored 1 while other responses such as incorrect or did 

not know were scored as zero. The total score was 4 and any score below 4 was not adhering.

  

3.11 Inclusion and Exclusion Criteria 

 

3.11.1 Inclusion Criteria 

Referred to respondents in the intervention areas of Chipata and George Compounds of 

Lusaka who had resided in the areas for at least 5 years before this research was carried out 

and who were more than 18 years of age. 

3.11.2 Exclusion Criteria 

Referred to respondents living in the intervention areas of Chipata and George Compounds of 

Lusaka who were 70 years of age and above because they could have been prone to recall 

bias during the interviews of the study.   

 

3.12 Data management and Analysis 

 

(a) Epidata data management software (Laurinsen and Bruus, 2008) running on windows 7 

was  employed for database designing and questionnaire data entry and validation. The data 

was exported and analysed using STATA software version 13 (Stata Corporation, College 

Station, TX, USA). Categorical variables such as sex were stated as numbers, percentages; 

Chi-squared test was used to establish association between independent variables and 

household adherence to Cholera interventions. A step wise multiple regression approach was 

used to select the best predictors, by eliminating variables with the highest p-value one at a 

time from the full model. 

https://mail-attachment.googleusercontent.com/attachment/?view=att&th=14d471e6f9b3c6b5&attid=0.1&disp=vah&realattid=f_i9l0vrgb0&safe=1&zw&saduie=AG9B_P8CbIZBN7BC5T-wsD0D-OZ9&sadet=1431432401282&sadat=ANGjdJ-5BSxl_TwnU3qsksQPLizThibrPRF9ouHLPFVAAOKCxSVMzP0QEcWkwDI&sads=WtqVFDRVgY0c3iYFVtT43lDrRGw#0.1__ENREF_1
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(b) The qualitative study adopted thematic analysis. The in-depth interviews were captured 

by a recorder, then transferred the recorded information into textual data. This was followed 

by transcriptions of the recordings. The transcriptions were read several times until common 

themes were identified. This made it possible to identify the Enablers and Barriers of the 

households adhering to the Cholera interventions and this was followed by the interpretation 

of the information. 

 

3.13 Ethical Consideration  

 

  Ethical clearance was obtained from the Excellence in Research Ethics and Science (ERES).   

 The Research  Assistants explained to the respondents about the importance of carrying out 

the study. The Research Assistants were oriented on ethical issues by the Principal 

Researcher, so as to maintain confidentiality. The information the respondents revealed was 

strictly used for the research purposes. The rights, privacy and dignity of the respondents was 

protected. Research respondents were protected by hiding their identity. 

The respondents were notified that there would be no risk in taking part in this research and 

the questionnaire would require them to give personal information and care would be taken 

not to embarrass them. It was clearly stated that there would be no direct benefit to them by 

participating in the study. 

 

3.14 Dissemination of findings 

 

A copy of the research will be submitted to the School of Public Health and the main   

Library to serve as a source of information for literature review for other researchers and to 

the Ministry of Health for planning measures to improve on reducing the burden of cholera 

outbreaks. 

The research findings will be published and other copies of the research report will be sent to 

relevant authorities.  
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3.15 Study Limitations 

            The limitations of this study included the following: 

(i) Clarification is required for the zonal maps of Chipata Health Centre 

Catchment area and George Health Centre Catchment area as they are not 

drawn to scale and are free hand drawn. 

(ii)       Recall bias by respondents during the interview.  
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CHAPTER FOUR: RESEARCH FINDINGS 

4.1 Adherence to Cholera Interventions  

The Pie chart illustrates the proportion of participants adhering to Cholera interventions in 

Chipata and George Compounds. This was after consideration of variables on safe water, 

proper sanitation, food safety and hygiene practices. 

 

Figure 6: adherence to cholera interventions among households in the study area 

The majority of the study participants (94.2%) did not adhere to the Cholera interventions. 
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                            Table 4:   Demographic Characteristics of Study Participants of   

                      Chipata and George Compounds (N=400) 

 Compound n % 

  Chipata 148 37.0 

  George 252 63.0 

   

   
  Head  115 28.8 

  Spouse of Head 189 47.3 

  Child 65 16.3 

  Dependent 11 2.8 

  Other Relative 20 5.0 

   Sex of Household Head   
  Female 164 41.0 

  Male 236 59.0 

   

Age of Household Head   

   Less than 21 18 4.5 

  21 – 30 76 19.0 

  31 – 40 136 34.0 

  41 – 50 89 22.3 

  Greater than 50 81 20.3 

   

Household Size   

  1-3 87 21.8 

  4-6 189 47.3 

  7-9 92 23.0 

  10-18 32 8.0 

   

Education of Household Head   

  None 18 4.5 

  Primary 161 40.3 

  Secondary 200 50.0 

  Tertiary 21 5.3 

 

The study involved a total of 400 participants. George Compound had a higher proportion of 

respondents as compared to Chipata Compound. 

 

According to the stratification of the households, dependents recorded the lowest (2.8%). 

proportion of respondents. Most (59%) of the households were male headed. Half (50%) of 

the respondents had secondary level of education. 
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Table 5: Descriptive statistics of independent variables 

 Independent variables         n      % 

Type of water supply     
  Piped LWSC 20 5.0 

  Public Kiosk 372 93.0 

  Borehole 6 1.5 

  Deep Covered Well 2 0.5 

      
Remembered most of cholera prevention messages 103 25.8 

      
Remembered few cholera prevention messages 277 69.3 

      
Communal use of latrines 225 56.3 

      
Latrine kept locked 169 42.3 

      
Reception of health information through loudspeakers 132 33.0 

      
Reception of health information through loudspeakers 
drama/plays 

154 38.5 

      
Reception of health information through books 59 14.8 
      
Reception of health information through self-awareness 285 71.3 

 

Over 90% of the households in Chipata and George Compounds drew water from the Public 

Kiosks. Over twice proportion number of households remembered few Cholera prevention 

messages as compared to the proportion of households that remembered most of Cholera 

prevention messages. Over half of the population of Chipata and George Compounds used 

communal latrines. There was equal proportion of households that received health 

information through loud speakers/ drama/ plays and through self-awareness respectively. 
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 Table 6: Bivariate analysis of factors associated with adherence to Cholera   

                  interventions.  

 

Do not                      Adhere  

adhere 
 

 
Chi2 

p-value 

N % n   %  

     

0.007 

   Head 115 30.5 0 0.0 

   Spouse of Head 172 45.6 17 73.9 

   Child 59 15.6 6 26.1 

   Dependent 11 2.9 0 0.0 

   Other Relative 20 5.3 0 0.0 

      

Sex of head of house 
   

 
 

   Female 152 40.3 12 52.2 
0.366 

   Male 225 59.7 11 47.8 

      

Age of head 
   

 
 

   Less than 21 16 4.2 2 8.7 

0.083 

   21 – 30 76 20.2 0 0.0 

   31 – 40 124 32.9 12 52.2 

   41 – 50 85 22.5 4 17.4 

   Greater than 50 76 20.2 5 21.7 

      

Household size 
   

 
 

   1-3 85 22.5 2 8.7 

<0.001 
   4-6 180 47.7 9 39.1 

   7-9 89 23.6 3 13.0 

   10-18 23 6.1 9 39.1 

      

Education of household head 
   

 
 

   None 14 3.7 4 17.4 

0.016 
   Primary 153 40.6 8 34.8 

   Secondary 191 50.7 9 39.1 

   Tertiary 19 5.0 2 8.7 

      

Type of water supply      

   Piped LWSC 19 5.0 1 4.3 

0.913    Public Kiosk 350 92.8 22 95.7 

   Borehole 6 1.6 0 0.0 

   Deep Covered Well 2 0.5 0 0.0  

      

Remembered most of Cholera  
Prevention messages 

 
92 

 
24.4 

 
11 

 
47.8 

 
0.025 

      

Remembered few Cholera 
Prevention messages 

 
265 

 
70.3 

 
12 

 
52.2 

 
0.111 
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Communal use of latrine 221 58.6 4 17.4 <0.001 

      

Latrine kept locked 150 39.8 19 82.6 <0.001 

      

 Reception of health 
Information through loudspeaker 

 
117 

 
31.0 

 
15 

 
65.2 

 
0.002 

      

 Reception of health 
Information through drama/ plays 

 
141 

 
37.4 

 
13 

 
56.5 

 
0.108 

      

Reception of health information 
through books 

 
52 

 
13.8 

 
7 

 
30.4 

 
0.060 

      

Reception of health information 
through self-awareness 

 
274 

 
72.7 

 
11 

 
47.8 

 
0.020 

 

There was a crude statistically significant association between households respondents and          

adherence to Cholera Interventions at p=0.007. There was a statistical association between 

household size and adherence to Cholera interventions at p=< 0.001. There was also a 

statistical significant association between education level of household head and adherence to 

Cholera interventions p= 0.016. There was a statistical significant association between 

households that remembered most of Cholera prevention messages and adherence to Cholera 

interventions p=< 0.025. There was a statistical association between reception of health 

information through loud speaker and adherence to Cholera interventions p=0.002. There was 

a statistical association between latrine kept locked and adherence to Cholera interventions 

p=< 0.001. 
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Table 7:  Factors associated with household adherence to Cholera interventions   

 

 Univariate Multivariate 

  95%CI   95%CI  

 OR Lower Upper p AOR Lower Upper p 

Position in household         

  Head 1 -   0.998   -   0.998 

  Spouse 1 -   0.998   -   0.998 

  Child 1 -   0.998   -   0.998 

  Dependent 1.000 -   1.000 0.458 -   1.000 

  Other Relative  1    1    

         
Sex of household head         

  Male 0.967 0.557 1.680 0.906 0.361 0.119 1.093 0.071 

  Female  1    1    

         
Age of household head         

  ˂21 1.173 0.372 3.699 0.785 21.936 1.967 244.690 0.012 

  21 – 30 0.082 0.019 0.367 0.001 0.186 0.029 1.172 0.073 

  31 – 40 0.721 0.372 1.397 0.332 0.683 0.235 1.981 0.483 

  41 - 50 0.343 0.146 0.806 0.014 0.371 0.112 1.228 0.104 

  ˃50  1    1    

         
Household size         

   1 – 3 0.321 0.095 1.082 0.067 0.518 0.073 3.658 0.510 

   4 - 6 0.850 0.323 2.237 0.742 1.345 0.298 6.063 0.699 

   7 - 9 1.128 0.406 3.131 0.817 1.148 0.246 5.361 0.861 

   10 – 18 1    1    

         
Education household head         

  None 2.714 0.434 16.961 0.285 0.662 0.043 10.120 0.767 

  Primary 1.914 0.421 8.704 0.401 0.139 0.013 1.538 0.108 
  Secondary 1.611 0.356 7.288 0.536 0.049 0.005 0.512 0.012 

  Tertiary  1    1    

         
Water source         

  Piped Lusaka Water Co 1 0.000   0.999   -   1.000 

  Public Kiosk 1 0.000   0.999   -   0.999 

  Borehole 1.000 0.000   1.000 3.375 -   1.000 

  Deep Covered Well  1    1    
         
Recall Cholera messages         

  All 5 mesages 3.757 1.567 9.005 0.003 0.000 -   0.998 

  3 Messages 0.202 0.085 0.484 <0.001 0.000 -   0.998 

  1 Message  1    1    

         
 Latrine situation         

  Common use 5.696 3.019 10.746 <0.001 0.000 -   0.999 

  Locked 0.163 0.086 0.307 <0.001 0.000 -   0.999 

  None (Ref)         
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Source of health 
information 

        

  Loud Speaker Address 0.189 0.106 0.336 <0.001 0.266 0.107 0.660 0.004 

  Drama/Plays 0.330 0.189 0.577 <0.001 0.160 0.064 0.401 0.000 

  Books 1.199 0.539 2.670 0.656 3.370 0.825 13.767 0.091 

  Self-awareness 3.277 1.879 5.716 0.000 2.186 0.739 6.464 0.157 

  Leaflets   1   1    

 

The household respondents that had attained secondary level of education were 95% less 

likely to adhere to Cholera interventions as compared to those that had achieved tertiary level 

of  education (95% CI 0.005- 0.512 P= 0.012). 

The Backward Regression was used to eliminate hypothesised variables that did not affect 

adherence. The criteria used was variables > 0.05 p value. The variables that manifested in 

the best fitting model were age of households, recall of Cholera, latrine situation and source 

of health information as shown in Table 8.  

 

 Table 8: Backward Logistic regression of factors associated with adherence to Cholera 

interventions 

  95% CI  

 
AOR Lower Upper p 

Age of household head     

  ˂21 years 3.022 0.648 14.088 0.159 

  21 – 30 0.081 0.016 0.409 0.002 

  31 – 40 0.413 0.174 0.981 0.045 

  41 - 50 0.212 0.072 0.624 0.005 

  ˃50  1    

     
Recall of Cholera messages     

  All 5 messages 0.000 -   0.998 

  3 Messages 0.000 -   0.998 

  1 Message  1    

     
Latrine situation     
  Common use 0.000 -   0.999 

  Locked 0.000 -   0.999 

  None (Ref)     

     
Source of health information     

  Loud Speaker Address 0.219 0.103 0.466 <0.001 

  Drama/Plays 0.269 0.127 0.572 0.001 

  Books 2.639 0.902 7.717 0.076 

  Self-awareness 3.231 1.424 7.331 0.005 

  Leaflets  1    
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Age of household head was significantly associated with adherence to cholera interventions 

(95% CI 0.016- 0.049 P= 0.002), (95% CI 0.174- 0.981 P= 0.045), (95% CI 0.072- 0.624 P= 

0.005). Mode of receipt of health information was equally significant. Household heads that 

received health information through self-awareness were more likely to adhere than those that 

received from public address system and drama/plays (95% CI 0.103- 0.466 P= 0.001) ,  

(95% CI 0.127- 0.572 P= 0.001), (95% CI 1.424- 7.331 P= 0.005).   

The p values were not significant for some variables where there was no confidence intervals. 

 

4.2 Enablers and Barriers 

The study involved conducting of in-depth interviews in order to ascertain the Enablers and 

Barriers that affected the household’s adherence to the Cholera interventions in Chipata and 

George Compounds of Lusaka. However, the Enablers and Barriers were categorized under 

the major themes, sub themes and codes.  

 

Table 9:  Major themes and Sub-themes 

 

Major 

themes 

Sub-themes and codes 

 

Water sources 
(a) Household Enablers 

(i) Availability of water 

(ii) Availability of water vessels 

Hygiene (iii) Knowledge of hand washing behaviour 

Health Information (iv) Reception of health information 

 (b) Household Barriers 

 

 

Water sources 

(i) Contamination and water leakages 

(ii) Shallow wells 

(iii) Queues at water points 

(iv) Distance from water sources 

(v) Expensive Charcoal 

(vi) Inadequate and expensive chlorine 

(vii) Fear of potential health effects from  use of chlorine 

Sanitation (viii)     Shared toilet 

(ix)    Non-collection of garbage 
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4.3 Water sources 

(a) Household Enablers 

(i) Availability of water 

The households were able to access free water from newly mounted water tanks. They were 

mounted during the recurrence of Cholera in October, 2017. The households also drew water 

from the Kiosks (Kajima) the taps that were put up by JICA. The Public Kiosks were spread 

out within Chipata and George Compounds that permitted households to draw water for their 

daily needs. Some households indicated that the water was opened in the morning for 2 hours 

and in the afternoon for 2 hours. Households paid a total of K30 per month in order to access 

water from the water Kiosks. The households were limited up to 16 (sixteen) containers when 

drawing water. As a result of cholera outbreak, there was a tremendous improvement in the 

way they operated the kiosks. They had increased the number of hours that people accessed 

water.  

The households were interviewed concerning their sources of water in their zones and their 

alternative sources of water. The following were some of the responses obtained after 

probing: 

“They have brought water tanks which have helped us a lot. Like in our area, they have 

brought five water tanks. This also reduces on the distance covered to access water and 

queues.” IDI 11, 14 Chipata 

 “We get water from Kajima, the water taps that JICA brought.” IDI 3, 5 George 

 

 (ii) Availability of water vessels 

The Households in Chipata and George Compounds of Lusaka used narrow mouthed 

containers with lids for storing drinking water and buckets with lids for storing washing and 

bathing water. Every household bought at least a 20 litres container which cost K15. 

Containers were generally used to stop children from contaminating the water. The narrow 

mouth containers were tilted when dispensing and the water remained safe as the fingers did 

not touch the water.  

The households were interviewed on the kind of vessels they used to store water and on their 

perceptions regarding the type of vessels that they used to draw and store water.  
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 ‘’We store in 20 litre containers with lids. We buy them at K15 per container. Those yellow 

containers. We use plastic containers, those ones where they store cooking oil because those 

are readily available, and children can’t manage to play with water in containers.” IDI 11, 

14, 15 Chipata 

 “After adding chlorine to the water, I use the containers instead of buckets. This prevents 

children from playing with the water and in the end contaminating it again as well as 

preventing flies from entering the water. The water in the buckets is usually for washing and 

bathing.” IDI 2, 5 George 

 

4.4 Hygiene 

(i)Knowledge of hand washing behaviour 

The study revealed that the majority of people in Chipata Compound had good knowledge on 

hand washing behaviour. The households indicated that there was need to wash hands before 

handling foods, after using the toilet. The washing of hands was usually done by pouring 

water on the hands using either soap, washing detergent or ash. Washing hands was a sure 

way of being protected from diseases such as Cholera.  

The households were probed on the knowledge that they possessed concerning hand washing 

behavior and a variety of responses were established.   

“We used to wash hands in one dish when we wanted to eat nshima, so you could find that 

the last person to wash hands would get all the dirty that was left with the people that washed 

hands first. Now there we pour water for each other to avoid dirty which is good. There 

should not be a number of times a person should wash hands in a day, people should wash 

hands every time they are from the toilet, from the market, before handling food and so many 

times.” IDI 10, 11, 12, 15 Chipata 

 

4.5 Health Information 

(i) Reception of health information 

The majority of households confirmed having received health information regarding hand 

washing practices leading to good hygiene standards. The health information was received on 
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how households should care for their toilets. Households also received health information on 

how often hands should be washed such as before eating and handling food. The mode of 

reception of health information was by means of Television Sets, Radios, at Water points, 

Church, Clinics and Fliers.  

The households were questioned on the different modes of receiving health information in 

their communities and the subsequent response was received.  

 “Yes, there is a group from the clinic that come to teach us on hand washing and that is the 

reason why we now know on how to wash hands, teach us on how to keep the surroundings 

clean and encouraging us to treat our water before use. They come door to door teaching us 

on hygiene, how to keep our toilets clean and they are encouraging us to have flush toilets 

but the issue is we can’t afford such toilets.” IDI 5 George, IDI 11 Chipata 

 

4.6 Water Sources 

(b) Household Barriers 

(i) Contamination and water leakages  

At times water comes out brown at the water Kiosks due to dirty water tanks which have not 

been cleaned in a long time. The water contains debris and sand due to water pipe leakages. 

The pipes are usually damaged from the source to the water points.  

The study established that households in Chipata and George Compounds experienced 

challenges in terms of water quality resulting from the broken pipes that lead to leakages. 

 “Another thing is the water, quite alright they give us Kajima water but sometimes you find 

that the pipes in the community are damaged and we end up receiving contaminated water.” 

IDI 4 George, IDI 11 Chipata 

(ii) Shallow wells 

When the water runs out at the Kiosks the households of Chipata and George Compounds 

resort to drawing water from boreholes and shallow wells. Some households face financial 

challenges and therefore end up drawing water from the shallow wells.  
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The households were interviewed on their alternative sources of water when they are not able 

to access water from the mounted water tanks and the water Kiosks. The responses were as 

follows: 

 “People prefer getting water from the borehole and well than from the taps. When we go to   

Care we pay 50n per 20 litre container while at the boreholes we pay 50n for two 20 litre 

containers and at the well, we don’t pay anything.” IDI 14 Chipata  

“We still get water from the wells though because they charge and sometimes we don’t have 

money to pay for water. So what we do is that we get water for drinking from the Kajima 

while water for other uses we get from the wells.”  IDI 3, 4, 5 George 

 

(iii) Queues at water points 

Some study participants were concerned with the crowding or queues of people at water 

points when drawing water. They indicated that they usually spend a lot of time in order to 

access water from the designated water points. 

 After probing about the experiences of the households at the water points. The following 

verbatim indicates what the households disclosed. 

 “When it comes to accessing water, the main problem we have is that we are too many for 

the kajima that we have. In our area there are flats now so you find that there are a lot of 

people and this has made us spend a lot of time fetching water from the kajima, there are 

long queues”. IDI 2 George, IDI 9 Chipata    

(iv) Distance from water sources 

From the study it was revealed that some households faced challenges of distance from the 

water points. The households generally travel long distances in order to access water for 

various purposes.  

 

From the in-depth interviews, regarding households challenges in accessing water for their 

homes due to long distances from the water points below is what came out. 

“Another problem is distance to the care water point and we don’t have anything to do 

because that is the only water point.” IDI 10, 11 Chipata 
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(v)  Expensive charcoal  

The respondents stated that the households did not boil water due to charcoal being 

expensive. When chlorine runs out, the household resort to drinking untreated water. Most of 

the individuals exhibited low compliance levels to boiling of water in both Compounds of 

Chipata and George Compounds of Lusaka. Some households had a perception that it was 

cheaper to use chlorine than to boil water. 

 

When households were interviewed concerning the alternative to chlorine which is boiling of 

water; different reactions were received regarding the cost of charcoal.  

 “I chlorinate the water and when I don’t have chlorine, I boil the water. But you know 

charcoal is expensive and when I don’t have enough to buy charcoal, am forced to take water 

just like that. Lusaka water and sewerage chlorinate their water but it is still not safe. We 

know that from the water source to the households, there are so many things which take place 

which pollute or contaminate the water. The issue is that we drink water just like that without 

treating it when we don’t have enough money to buy chlorine.” IDI 2, 5 George 

 

(vi)  Inadequate and expensive Chlorine 

Some respondents stated that they had challenges waiting for 30 minutes after chlorination of 

water. The majority of the households faced challenges in accessing free chlorine from health 

workers. The chlorine distributed to households was erratic. At times chlorine was not 

available in shops and households were then compelled to drink untreated water. Most of the 

households still thought that Chlorine was expensive.  

Households were interviewed concerning the availability of Chlorine and the challenges they 

faced in accessing the commodity. The opinions of the households concerning the availability 

and challenges they faced in accessing Chlorine were recorded and transcribed.   

‘’Sometime back they used to give us chlorine but they never used to reach all houses. Though it is on   

the expensive side because we get to buy the small bottle at K7.’’ IDI 10 Chipata, IDI 4 George 
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“Community volunteers carry out door to door health education exercise and they come with 

chlorine to distribute to the households but that is not enough that is once in a while.  

Sometimes we go long periods of time without finding chlorine in shops. This makes us just 

drink water that is not treated. The major challenge is that, it is not available at all times. ’’ 

IDI 5 George , IDI 4 George  

 

(viii) Fear of potential health effects from use of chlorine 

Some of the households also had mixed feelings about the use of chlorine as a chemical.  

The respondents gave their opinions concerning the use of Chlorine as a chemical. 

“And another concern that I have noticed is that Lusaka water and sewerage put chlorine in 

tanks and even us at home we chlorinate our water, this makes water tastes bitter, so we are 

worried about our health three years from now. You know chlorine is a chemical. Let me give 

an example of the containers we use to store our water, when they react with the chlorine, the 

surface becomes very rough. So I think even in the stomach, it is like that. There is going to 

be a lot of damage on us. I don’t know if government can find ways of doing away with 

chlorine and find other ways of treating water to make it safe to use.” IDI 5 George, IDI 4 

George  

 

4.7 Sanitation 

      (i) Shared toilet  

Some of the respondents of Chipata and George Compounds indicated that they didn’t have 

toilets of their own and instead 5 (five) to 8 (eight) households shared a toilet/ pit latrine. It 

was revealed that most of the households using shared toilets had challenges in keeping them 

clean. The respondents disclosed that some pit latrines for the households had collapsed and 

therefore, the only option was to share with other households. Some respondents thought 

there was need to assist households that didn’t have toilets/ pit latrines build them.  

The households were interviewed on whether they had a shared toilet or a toilet of their own 

and challenges attached to using a shared toilet.  
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“Some of our friends don’t have toilets, you find that seven or eight households are sharing 

one toilet and as such we can’t fight cholera. So the government can help, or give loans to 

people in order to help them build toilets that would be great.’’ IDI 2 George, IDI 9, 11, 14 

Chipata 

 

(ii) Non- collection of garbage 

Some respondents indicated that people threw garbage anyhow because of non-availability of 

bins. In addition those that have bins have a situation where they are not collected to be 

emptied by the Local Authority. The respondents also stated that the Local Authority rarely 

collected garbage.  

When the households were questioned on the changes they wanted to see in their 

communities, they brought up the issue of non-collection of garbage.  

 “We would like to see garbage cleared and bins collected. Sometimes they take even three 

months without the local authority collecting garbage. The garbage stinks but we pour 

chlorine on them to reduce on the scent.” IDI 9, 14 Chipata, IDI 5 George 
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CHAPTER FIVE: DISCUSSION OF RESULTS 

  

5.1 Households Adherence 

The study established that only the minority of the households in Chipata and George 

Compounds of Lusaka adhered to the Cholera interventions. The result of this study seem to 

be similar to the study conducted in the community of Ga-Mampuru in South Africa where 

many cholera preventive practices like washing hands, using toilet paper and not throwing 

waste in the yards were not adhered to. This community of Ga-Mampuru had not reached a 

stage of adequate cholera prevention and preparedness in spite of being aware of Cholera 

risks and risk reduction measures (Ncube et al, 2016). In fact, studies across the world have 

indicated that the outbreaks of cholera are due to various reasons such as unhealthy 

behavioural hygienic practices, which this study has revealed to be the case in these two 

communities. With global information indicating that cholera has remained a major public 

health problem with an estimated four million cholera cases and over 140 000 deaths 

annually (WHO, 2018), the results of this study, therefore, are worrisome as this may mean 

serious retardation in efforts aimed at controlling, combating and containing the outbreaks of 

cholera in these communities and the nation at large by various stakeholders, which includes 

government. 

The studies across the world have indicated that the outbreaks of cholera are due to various 

reasons such inadequate access to safe water, poor sanitation infrastructure and unhealthy 

behavioural hygienic practices. Risk factors such floods and unplanned rapid urbanization 

have also been found to be associated with cholera outbreaks. In a similar vein, this study 

found that the household heads who were aged above 50 years were more likely to adhere to 

Cholera prevention interventions compared to those less than the mentioned age. This means 

the age group of the household head is positively associated with adherence to Cholera 

interventions. Study findings in other areas of study where adherence has been one of the 

focal issues of interest have also revealed that older people tend to be good adherers. For 

example, a research in the United Kingdom relating to adherence, older workers aged 50-69 

years had higher mean scores in carrying out self-managing health behaviours related to their 

chronic illness, compared to younger counterparts aged 20-49 years (Fehmidah Munir et al, 

2009). 



 

49 
 

Studies that found older people to adhere to interventions have attributed such   behaviour to 

maturity, possession of more life time experiences and high ability to value life or things 

(Ncube et al, 2016). This study agrees with possible reasons that could have led to finding 

that older people in George and Chipata Compouds of Lusaka adhered to Cholera prevention 

interventions. This study is in agreement with other findings which state that attitude could be 

associated with older people being more mature, responsible, experienced and value life and 

things more than younger people. For instance, older people could have experienced cholera 

cases where their loved one(s) suffered or died from the disease. Consequently, they could 

have developed more adherence habits to Cholera interventions with reduced chances of 

contracting the disease. 

This study also revealed that households that received health information through loud 

speaker address and through drama and plays were less likely to adhere to Cholera 

interventions in relation to those that received health information through leaflets. 

Furthermore, households that received health information through self-awareness were more 

likely to adhere to Cholera interventions as compared to those that received health 

information through leaflets. Several studies on education and communications for health 

have revealed that the effectiveness and efficiency of the medium or channel of disseminating 

information may differ from one community to the other, and so does the kind of health 

information intended to be disseminated influence its channel of dissemination, acceptance 

and retention. These studies have further claimed that understanding the general education 

levels, cultural values, socio-economic status and activities of the persons in the communities 

is essential as these variables influence so much in determining the channel or model of 

information dissemination and the acceptance and the impact of the same information 

disseminated (Elaine et al, 2010). Therefore, this study assumes that those who acquired 

knowledge through self-awareness adhered more to Cholera preventive measures. Moreover, 

they could have been more exposed to information about Cholera, and could have had basic 

level of education that enabled them to easily acquire information about cholera.   
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5.2 Associated Factors: Enablers and Barriers 

5.2.1 Water sources 

(a) Household Enablers 

(i) Availability of water 

Most of the households in Chipata and George Compounds of Lusaka were privileged to have 

been provided with water Kiosks. According to the World Bank and GIZ, in Zambia water 

Kiosks were introduced in 2006. The tariff charged in Zambia is less than K1 per 20 litres. 

This is in agreement with the findings by (ZNPHI, 2018) each person in the community had 

to pay approximately $0.05 (K0.6) to access 20 litres of water at the water Kiosks every day.  

Water Kiosks happen to be affordable and reliable sources for drawing safe water by the 

households of Chipata and George Compounds of Lusaka.  

(ii) Availability of water vessels 

 The Households in Chipata and George Compounds of Lusaka used narrow mouthed 

containers with lids for storing drinking water. According to similar studies, it is preferable to 

store treated water in a plastic, ceramic or metal container with a small opening with a lid or 

cover that discourages users from placing hands, cups or ladles, into the stored water (CDC, 

2014). These findings are in line with (Nath, 2006) who found that despite water treatment at 

household level which improved water quality, the quality deteriorated in the drinking cups 

(scoops) indicating recontamination just before drinking.  

Therefore, it is necessary that households use the narrow mouthed containers to avoid 

contamination of water. Moreover, the narrow mouthed containers also allows households to 

easily dispense water with minimal spillages while avoiding contamination that would lead to 

the spread of disease like Cholera.   
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5.2.2 Hygiene 

(i) Knowledge of hand washing behaviour 

 The majority of people in Chipata Compound had good knowledge on hand washing 

behaviour. The households indicated that there was need to wash hands before handling foods 

and after using the toilet. The washing of hands was usually done by pouring water on the 

hands using either soap, washing detergent or ash. According to the Conceptual frame work 

used in this study, Determinants of behaviour can be internal for instance factors which take 

place within a person’s mind such as an individual’s knowledge. It could also be external 

factors which are beyond the control of an individual, such as societal peer pressure. Social 

support is the physical and emotional comfort given to individuals by family, peers, friends, 

co-workers, and others. Social support takes several forms: emotional (a health worker 

praises a mother for washing her hands before feeding her infant); or informational (a teacher 

tells children why they should wash their hands with soap before eating) (Coombes and 

Devine, 2010). 

This knowledge of hand washing behaviour could have been acquired due to aggressive 

sensitization campaigns and the experiences which household faced due to Cholera 

outbreaks.    

5.2.3 Health Information 

(i) Reception of health information 

The households in Chipata and George Compounds of Lusaka received health information 

regarding good hygiene standards. The mode of reception of health information was by 

means of Television Sets, Radios, at Water points, Church, Clinics and Fliers. However, this 

is supported with the study that stated that, in order to achieve the desired change in 

behaviour, the health educational message has to be accepted and the required enabling 

factors provided. The behaviour change advocated in a health education campaign should be 

relevant for the health problem in question and must lead to improvement in health 

(Einarsdóttir et al., 2001). The study was also in agreement with the Focus on Opportunity, 

Ability and Motivation (FOAM) conceptual framework outlined in this study. This identified 

the enabling factors to desired behaviours such as media habits at which times members of 

the audience listened to the radio or watched television and read newspapers (Coombes and 

Devine, 2010).  
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The effective collaboration of health personnel, volunteers and other cooperating partners 

could have led to the reception of vital health information by most of the households. This 

heightened the household understanding of the dangers of Cholera and vital preventive 

measures.    

 

5.2.4 Water sources 

(a) Household Barriers 

(i) Contamination and water leakages 

The water contained debris and sand due to water pipe leakages. The pipes were usually 

damaged from the source to the water points according to the findings of this research. 

However this was inline with the research undertaken by engineers at the University of 

Sheffield, the first to prove conclusively that contaminants can enter pipes through leaks and 

be transported through the pipe network. The ground water from around the pipe which 

contains harmful contaminants including viruses and bacteria from faeces can be sucked in 

the pipe and remain in the pipes while some contaminants would be carried to different 

households (Sheffield, 2015).  

 

Some of the Cholera cases recorded in Chipata and George Compounds can possibly be 

attributed to contamination of water caused by seepage of contaminants into the broken water 

pipes. There has been ineffective monitoring and maintenance of the water pipes which could 

have led to the contamination of water. 

(ii)  Shallow wells 

When the water runs out at the Kiosks the households of Chipata and George Compounds 

resort to drawing water from boreholes and shallow wells. In related studies undertaken in 

Zambia by (ZNPHI, 2018) they showed that many residents were unable to afford the fee to 

access the treated water from Lusaka Water and Sewerage Company Kiosks and might be 

forced to use water from contaminated shallow wells. However, in Lusaka out of a total 314 

water samples from shallow wells 59 (18.8%) yielded Vibrio cholerae. 

Some of the households still opt to draw water from shallow wells because of financial 

challenges and rationing of water at the Kiosks. Some households find the shallow wells to be 

much closer to their homes and easily accessible. The danger is that water drawn from 
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shallow wells for bathing and washing can end up being used by household members for 

drinking and cooking. The situation may eventually lead to the Cholera outbreak. 

 

(iii) Queues at water points 

The households were concerned with the crowding of people at water points when drawing 

water. They indicated that there was need to increase the number of water points in order to 

reduce on the period spent waiting at water points. According to similar studies (MCAZ, 

2017) Women and children often spend time drawing water for the household use, and time is 

taken away from economic activities and School. This is also in agreement with the research 

findings which indicated that poor women in the developing world spend considerable time 

collecting water ( Koolwal et al., 2013).  

 

The crowding experienced at water points by households when drawing water, has a negative 

impact on the children’s attendance and performance at School. This is because an 

appreciable amount of time is taken away from the households in performing other activities. 

In addition, this barrier may lead households into poverty. 

(iv) Distance from water sources 

Some of the households of Chipata and George Compounds of Lusaka had challenges of 

walking long distances from the water points. It usually took them time to draw water from 

the designated water points. This is in line with the findings in Haiti which stated that, 

obtaining water may involve great expense of time and energy for those who have no water 

sources in or near home (Sorenson et al., 2011).  

This barrier eventually negatively affects the household’s livelihoods. Since households have 

to walk long distances on their way home some water spills. There is also rationing of water 

considering that households can only carry limited amount of water. This later on 

compromises hygiene standards, such as no water for washing hands after using the toilet and 

not having enough water to thoroughly clean kitchen utensils. This situation can lead to 

Cholera.   

(v)    Expensive charcoal  

Most of the respondents in Chipata and George Compounds of Lusaka stated that they did not 

boil water due to charcoal being expensive. This is in agreement with similar studies carried 
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out in Peru where boiling of water was considered as the alternative form of treatment of 

water in homes was not practiced because it was expensive and time consuming (Quick et al., 

1996). In similar studies in Bangladeshi, boiling water was not frequently used by villagers as 

fuel wood was largely unavailable and costly (Colwell et al., 2003). 

The majority of the households in Chipata and George Compounds seem to know the logic 

behind boiling water. However, most of the households do not have extra money to buy 

charcoal specifically for boiling water. 

(vi) Inadequate and expensive Chlorine 

Most of the households stated that the chlorine that was given out to households by health 

workers was inadequate. Moreover, some households indicated that chlorine was rather 

expensive for them. The study carried out in Zambia by (ZDHS, 2013) indicated that (74%) 

of the households were not treating their water because they believed that tap and borehole 

water was safe to drink and did not require any form of treatment especially by chlorination. 

However, the non- adherence to the use of chlorine could  have been attributed to the outlined 

reasons such as inadequacy, non-affordability of chlorine and perceptions by the households 

that borehole and tap water was safe for consumption.   

(vii) Fear of potential health effects from use of Chlorine 

According to this study some respondents expressed concerns about the taste of chlorine in 

drinking water. This is in agreement with the study that was conducted in Cameroon 

explicitly stated that one water well owner midway through the investigation removed the 

chlorinator as they disliked the taste of chlorinated water (Guevart et al, 2008).  

The households had mixed feelings about the use of chlorine because of the taste and the 

procedure involved in the chlorination where households had to wait for some minutes before 

the usage of water. 
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5.2.5 Sanitation 

(a) Household Barriers 

(i) Shared toilet  

Some households of Chipata and George Compounds did not have toilets of their own as 5 

(five) to 8 (eight) households shared a toilet or pit latrine. However this is in agreement with 

the report (All Africa, 2018) which stated that ‘‘eight members of the households in Lusaka 

have to use a neighbour’s pit latrine because their own collapsed after heavy rains. Worse still 

the situation of shared toilets had forced some residents resorting to unconventional methods 

of human waste disposal such as the use of plastic bags, beer packs, buckets and digging in 

their yards.’’ 

There are serious health challenges that are associated with shared toilets or pit latrines such 

as failure to effectively clean and maintain the toilets. Some individuals may also urinate and 

defecate carelessly. Eventually this may lead to Cholera outbreaks. 

(i) Non- collection of garbage 

The respondents indicated that people threw garbage anyhow because of non-availability of 

bins. They also stated that the Local Authority rarely collected garbage. This is in line with 

the studies carried out in Kenya (Ndoria, 2005) an open dump is a land disposal site where 

solid waste is deposited by the people in designated areas and left uncovered with little or no 

regard for control of scavengers or for aesthetics, disease, air pollution and water pollution 

problems.  

In Compounds such as Chipata and George, garbage tends to pile up creating serious health 

and environmental hazards. There is also limited space available for the disposal of garbage. 

Therefore equipment and bins are essential in the effective management of garbage. 
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CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS 

6.1 Conclusion   

According to the Study, over 90% of the households in Chipata and George 

Compounds did not adhere to Cholera interventions that were rolled out by the 

Government and its co-operating partners. The barriers such as households drawing 

water from shallow wells and households using shared toilets outweighed the 

enablers. There is need to address the Cholera associated factors in order to avert a 

recurrence of the epidemic.   

6.2 Recommendations 

(i) It is necessary to bury all the shallow wells in Chipata and George Compouds of 

Lusaka. It’s also essential for the Government and the co-operating to increase 

the water points to prevent people walking long distances to fetch water and for 

easy access to water. This will certainly reduce crowding at water points. 

(ii) There is need for periodic maintenance of water systems and the replacement of 

water pipes in order to avoid contamination of water. 

(iii)There is need for the Government and its co-operating partners to set up flushable 

toilets since there is no space to construct Pit latrines in Chipata and George 

Compounds.  

(iv) Need for more robust impact studies evaluating a wider array of WASH 

interventions, in order to ensure effective cholera control.  

(v) It is necessary for the Local Authority to be actively involved in garbage 

collection in order to avoid transmission of disease such as Cholera. 
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APPENDIX : III 

DATA EXTRACTION TOOLS 

 

QUESTIONNAIRE FOR HOUSEHOLDS RESPONDENTS ON DETERMINING 

ADHERENCE TO CHOLERA INTERVENTIONS: ASSOCIATED FACTORS, 

ENABLERS AND BARRIERS IN CHIPATA AND GEORGE COMPOUNDS OF 

LUSAKA, ZAMBIA 

Questionnaire serial no: ………… 

Date of interview: dd……../mm………/ 2016 

Name of Compound: ……………………………………………………… 

Interviewee’s position in household 

a. Head 

b. Spouse 

c. Child       

d. Dependant 

e. Other……………………………………...............                                          

Sex of Household Head 

a. Male 

b. Female 

Age of Household Head…………………………... 

Number of household members…………………… 

Education of Household Head 

a. None 

b. Primary 

c. Secondary  

d. Tertiary 
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Questions used to score adherence indicated by:   * 

Please tick where appropriate (√) 

SECTION A:  WATER SOURCES 

1. What is the type of your drinking water source? 

(i) Piped into house (LWSC)  *                                                                          

(ii) Piped into house (borehole)  *                                                                           

(iii) Public Kiosk *                                                                                                     

(iv) Borehole  *                                                                                                         

(v) Deep covered well      

(vi)  Deep uncovered well                                                                                    

(vii) Shallow well                

                                                                                       

Water access and safe storage 

 

     2. How often do you pay for drinking water?   

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                                                                         

3. How often do you drink water stored in adequate containers with lids  * 

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                          

Treatment of drinking water  

4. How often do you Chlorinate drinking water?   * 

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                          
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5. How often do you boil drinking water?  *  

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                                                                                                    

 

SECTION B: HYGIENE 

Soap distribution at household level 

        

6. How often did you receive soap?                                                                                 

 

      7.   How frequently is soap available in the household?  * 

    a. Always 

    b. Most of the times 

    c. Some of the times 

    d. Never                                                   

       8.   How regularly do you use soap for hand washing? * 

a.  Always 

b. Most of the times 

c. Some of the times 

d. Never                                                          

Raising awareness on Cholera Prevention Practices 

9. How often do you wash hands after toilet and before eating?   *       

a.  Always 

b. Most of the times 

c. Some of the times 

d. Never 

10.  How often do you wash hands with soap after toilet use? * 

a. Always 

b. Most of the times 

c. Some of the times          

d. Never                 

11. How regularly do you wash hands under flowing water?   *         

a. Always 
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b. Most of the times 

c. Some of the times       

d. Never                                          

12. Mention at least any 3 or 5 Cholera messages that you are able to recall.  

a. Drink treated water 

b. Wash hands before eating and after toilet 

c. Eat  cooked food 

d. Heating  left-overs 

e. Use of drinking water to wash fruits and plates 

                                                                                          

Washing of hands 

13. How often do you wash hands before eating?   *    

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                                                                                    

14. How often do you wash hands before food preparation?   *  

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                                                          

15. How regularly do you wash your hands after defecating?  *      

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                                                                               

16. How often do you wash your hands after cleaning a child with nappies/ diapers?   * 

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                                 

17. How regularly do you wash your hands after eating?   *           

a. Always 

b. Most of the times 



 

16 
 

c. Some of the times       

d. Never                                                                                                                               

 

SECTION C: SANITATION 

 Latrine/ toilet use and access                  

18. Where is your latrine/ toilet found?   house/ yard                                          

19. How often is water available at the latrine/toilet for hand washing?   *     

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                    

20. How regularly is soap available at the latrine/toilet for hand washing?    *  

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                       

21. How often do you/household members use latrine/toilet for defecation?   * 

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                          

22. How frequently do household members defecate in the open?   *   

a. Always 

b. Most of the times 

c. Some of the times       

d. Never                                                                                                           

23. Is the latrine in common use by several families?  yes/ no  * 

                                            

24. Is the latrine secured or locked for latrine few families? Yes/no    * 

                                                                   

25. Is the latrine hole covered with the lid?  Yes/no   * 

                                                                                      

26. Is the latrine flooded/full?                                                                                          
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SECTION D: HEALTH INFORMATION 

Receiving health information on cholera  

27. What was the method of receiving health information on Cholera?                                                                     

a. Clinic                                                                                                                         

b. Health Worker                                                                                                         

c. TV/ Radio                                                                                                                

d. Door to door health promotion                                                                          

e. Loudspeaker                                                                                                            

f. School                                                                                                                       

g. Church                                                                                                               

h. Drama                                                                                                                       

i. NGO  attendant                                                                                                           

j. Leaflets                                                                                                                       

k. Posters                                                                                                                      

l. Friends/ People/ Community/ Cholera Patient                                          

m. Books                                                                                                                  

n. Self-awareness                                                                                                         
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IN DEPTH INTERVIEW GUIDE 

Research Title: To determine the households enablers and barriers in adhering to Cholera 

interventions in Chipata and George Compounds of Lusaka.  

Introduction: 

 Welcome the participant and briefly describe objectives of the project 

 Review Study Info Sheet & provide copy of Consent Form for signature 

 Outline the format of interview 

Background of interviewee: 

 Could you please tell me a bit about yourself? i.e.  Residence (for community 

members) / background and training. 

 How long have you been a member of the committee/ community? 

WATER SOURCES 

1. Water sources for Households 

a) What are the common sources of water in the community? 

b) Where does the household get the water for use? 

c) What challenges is the community experiencing in accessing the water sources? (Ask 

on what has been done to solve the highlighted challenges). 

d) Are there any improvements in water supply in the community? 

2. Treatment of water 

a) What methods do you use to treat water in the community? 

Probe: Chlorination, Boiling 

b)  If chlorination, how accessible is the chlorine? 

c) What challenges are faced with chlorination? 

3. Water Storage  

a) How is water stored in the community?  

b) What type of containers do you use to store water? 

c) Are the containers readily accessible? 

Why preference to use water container storage used? 
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HYGIENE (Hand washing behaviour) 

a) What are your general opinions on hand washing with soap? 

Probe: Alternatives 

b) What challenges do you experience when washing hands after toilet use? 

(Challenges relating to all items required for hand-washing, such as soap, water near 

sanitary facilities) 

SANITATION 

1. Access to toilets 

a) What type of toilet do you use? 

If latrine: probe for adequacy (super structure, lid, hand washing facility, cleanable 

surface) 

b) Who owns the toilet? 

Motivation for owning toilet, for those who don’t have, reasons for not having. 

2. Sanitation rehabilitation works 

a) Are there any rehabilitation works and improvements undertaken in your community? 

3. Health Information 

a) What type of health information did the community receive? 

b) What were the modes of information sharing? 

Where/are they adequate? Easy to understand? 

Closing Remarks 

• Based on our discussions, what recommendations would you give for addressing the 

challenges related to the water situation in your community?  

• Is there anything that we haven’t covered that you’d like to mention? 

Thank you very much for your insightful inputs to this research 

 

 

 

 


