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ABSTRACT 

Background- Trachoma is the most common infectious cause of blindness in Zambia. Many 

factors contribute to Trachoma infection. These include poor personal hygiene, lack of access 

to clean water, and availability and type of sanitary facility. To better understand factors 

contributing to the high Trachoma prevalence, the 2018 Ministry of Health, Zambia conducted 

a Tropical Data Trachoma health survey in 47 districts. Based on the high prevalence (52.3%) 

revealed from an earlier survey conducted from 2007-2012, data in Monze district was 

extracted to determine the association of water sanitation and hygiene with the prevalence of 

Trachoma. 

Aim -The aim of the study is to determine association of between water, sanitation and hygiene 

and prevalence of Trachoma in Monze.   

Method – The study used secondary data from Ministry of Health Tropical Trachoma Data 

Survey. Data was extracted using a data extraction tool and analysed using Stata version 14. 

The data consisted of 736 households and 3148 individuals. Independent variables extracted 

included (age, sex, source of washing water, source of drinking water, type of sanitary facility   

type of latrine and availability had wash facility) and matched with the dependent variable 

(Prevalence of Trachoma).  

Results –The overall prevalence of Trachoma among residents of Monze district is 2.0% 

disaggregated 3.4 % for 1-9 age group and 1.1% for ≥10 age group. The proportion of females 

with trachoma was higher in 59.4% as compared to males 40.6%. The findings revealed that 

factors which were associated with trachoma eye infection were drinking water source, 

protected well/spring and piped water. The factors associated with Trachoma after adjusting 

for other variables were; drinking water from a protected well/spring (AOR 8.343, CI 1.126-

16.803), piped water (AOR 4.127, CI 1.088-15.648 and piped water for washing (AOR 0.172, 

95% CI 0.031 to 0.944.439). Presence of hand wash facility was very low 2.9% while hand 

washing agents was even lower at 0.41%. 

Conclusion- Children are at a higher risk of Trachoma prevalence. Other WASH aspects such 

as adequacy of water might be more important than presence of potable water.  The major 

factors associated with the prevalence of Trachoma in Monze are WASH focused. 

Key words- Trachoma, Factors associated, water and Sanitation  
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CHAPTER ONE  

1.0 INTRODUCTION 

1.1 Background 

According to Feasey et al, (2010), Trachoma is a neglected tropical disease. It is the leading 

infectious cause of blindness worldwide and remains major public health problem in 42 

countries and responsible for the blindness or visual impairment of about 1.9 million people. It 

causes about 1.4% of all blindness worldwide (Agarwal, 2016), with the global focus in Sub-

Saharan Africa, particularly its poorest and most isolated rural communities. In 2013, it was 

estimated that the African continent was host to 4 million cases of trichiasis (47% of all cases 

globally), with 33 of 56 African countries thought to be endemic (Smith et al 2013). In Zambia, 

the blindness approximately affects one percent of the population with about 105 000 people 

affected by the disease, (Ministry of Health 2013). 

Blinding trachoma was eradicated in Western Europe and North America at the beginning of 

the 20th century. Yet it has continued to cause an enormous burden of disease in poor rural 

communities in the developing world (HuVictor H et al, 2010). Trachoma is the most common 

infectious cause of blindness which is caused by ocular serovars of Chlamydia trachomatis. 

Repeated infection by Chlamydia trachomatis can cause follicular conjunctivitis that results 

into chronic inflammation, peripheral corneal vascularisation or pannus formation (Australia 

Communicable Diseases Network, 2014). Repeated episodes of reinfection within the family 

cause chronic follicular or intense conjunctival inflammation also known as active trachoma, 

which leads to tarsal conjunctival scarring, (Burton and Solomon, 2004).  Scarring may 

ultimately lead to trachomatous trichiasis and irreversible visual impairment or blindness. 

Trichiasis is a condition in which the eyelashes (cilia) are abnormally misdirected toward the 

ocular surface. 

The two main transmission pathways are through flies or direct contact. Trachoma is spread by 

direct contact with eye, nose, and throat secretions from affected individuals. It can also be 

spread by contact with fomites such as handkerchiefs, towels, or washcloths contaminated with 

these secretions. Eye-seeking flies such as Musca sorbens can carry C. trachomatis, but there 

is no animal or insect reservoir (Miller et al.  2004).   

Montgomery, (2006) states that, the probability of flies transmitting trachoma is influenced by 

external environmental factors, such as climate and breeding grounds, as well as by individual 

characteristics such as facial cleanliness and presence of trachoma or another ocular disease. 
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Direct contact is influenced by some of the same factors that influence flies, personal hygiene, 

as well as crowding and education. Modifications to the environment provide one means to 

stop transmission and mass antibiotics administration provide another. It is recommended that 

antibiotics be distributed en masse to all susceptible, including those that are diseased and 

display visible signs of infection. Antibiotics, however, do not provide a sustained cure, and 

once treated individuals may become infected and diseased in the future. Unfortunately, once 

individuals become blind, the effects cannot be reversed. 

Despite Trachoma leading to blindness, people that are infected for the first time may not seek 

medical attention until there is reinfection or severe inflammation of the conjunctiva and in 

some cases the cornea would have already been damaged before they seek medical attention.  

Poor referral systems and communication between the various tiers of health care compound 

the delay in care (Seljeskog et al, 2006).   

According to Agarwal et al (2016),   different countries in their quest to prevent and control 

trachoma have most importantly tried to identify the factors which make the disease more 

prevalent. Epidemiologic factors, including demographic, socioeconomic, environmental, 

biologic, and genetic, have been associated with trachoma transmission (Jenkins and Sugden, 

2006). 

For a trachoma program to ultimately succeed, long term permanent positive change in 

response to health promotion and disease prevention multi-sectorial interventions must prevail.  

(Alexander et al., 2004).  Without addressing the other associated factors important in 

transmission of trachoma, the disease is sure to recur. Nevertheless, examination of the 

multifaceted elements of trachoma transmission is important in designing a sustainable 

program. Many studies have examined potential factors for trachoma, which have been 

previously reviewed (Emerson et al, 2000). Studies examining the relationship between 

trachoma and various environmental, socio‐economic and behavioural factors are difficult to 

interpret as they often lack adequate controls and are potentially confounded with many closely 

related factors. 

1.2 Clinical Features of Trachoma  

A simplified trachoma grading system classifies the disease stages according to whether the 

symptoms are associated with active infection- Trachomatous Inflammation Follicular (TF), 

Trachomatous inflammation- Intense (TI), or with corneal scarring- Trachomatous scarring 

(TS) and Trachomatous trichiasis (TT) and Corneal Opacity (CO) (Thylefors et al., 1987). The 
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observation of the different disease stages within given populations is dependent on the 

duration, severity and number of infections that occur (West, 2003) 

 

(a) Active trachoma in a child, characterised by a mixed 

papillary (TI) and follicular response (TF).  

(b) Tarsal conjunctival scarring (TS).  

(c) Entropion and trichiasis (TT).  

(d) Blinding corneal opacification (CO) with entropion and 
trichiasis (TT). 
 

Figure 1. Source: The World Health Organisation Simplified Trachoma Grading system 

(WHO, 2013) 

1.3 STATEMENT OF THE PROBLEM 

The National Trachoma Survey conducted in Zambia in 2012 found that among the areas with 

the highest prevalence in Zambia is Monze district of Southern province with a prevalence of 

52.3% (Ministry of Health, 2013). In the named study the factors associated to trachoma were 

not adequately established and not much consideration was taken with record to identification 

of the factors by district health management team. Forty-six (46) districts were found to be 

endemic for trachoma and the population due for treatment of trachoma in the 46 districts was 

8,156,982. The prevalence rates of active trachoma or trachomatous follicles (TF), among the 

1-9 years olds ranged from 10.1% in Mpongwe and Luwingu districts to 52.3% in Gwembe 

and Monze 52.3%. 

WHO, (2009) identifies the factors associated with Trachoma which include demographic, 

social-economic and environmental factors. Furthermore, several trachoma baseline, impact 

and surveillance surveys have been done nationwide in selected high risks districts in Zambia 

focussing trachoma elimination through Surgery Anti-biotics Facial and Environmental 

(SAFE) interventions. Blindness due to trachoma is irreversible once it has occurred, but it can 

be prevented (Emerson, et al, 2006). This research therefore seeks to investigate the factors 

associated with Trachoma among residents of Monze district in Southern Province. 
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1.4 JUSTIFICATION OF STUDY  

Knowing the associated factors of Trachoma in Monze district will provide opportunities to 

prevent Trachoma. It will assist the Ministry of Health and stake holders to design and 

strengthen interventions that will create an enabling environment to sustain trachoma 

elimination following successive Surgery Anti- biotic, Facial and Environmental 

implementation. It is possible to control and eliminate Trachoma so that it can no longer be a 

disease of public health significance following successful implementation of elimination 

strategies and interventions by the ministry of health, line ministries and shareholders. 

According to Mwale et al, (2018), the National trachoma baseline and impact surveys that have 

been done indicate that the different interventions have been implemented successfully. It is 

therefore imperative to clearly understand the associated factors to determine which 

interventions should be more emphasised to maintain a trachoma free Monze district. In 

addition, the study will create opportunities for more research. 
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1.5 CONCEPTUAL FRAMEWORK 

To help understand the factors associated to Trachoma disease, the study used a conceptual 

framework. The conceptual framework focused on social-economic, demographic, 

environmental factors. It showed how each factor is linked to high prevalence. The Global 

Elimination of Trachoma (GET) 2020 campaign served as a guiding principle by describing 

framework inputs, processes, outputs, outcomes, and impacts.  

  

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. Model On How Factors Led To Trachoma 

Source: World Health Organisation, Global Mapping of Trachoma (2004) 

PREVALENCE OF TRACHOMA  

 Transmission  

 Active Trachoma  

 Chronic Trachoma   

 Dirty faces 

 Unclean environment 

 Poor Person Hygiene Practices 

 

 

 Inadequate community 

Knowledge on Disease  

 Lack of access to health care 

 Cultural Beliefs  

 Disease misconception  

 Late diagnosis 

 

 

Environmental Factors  

 Water and Sanitation  

 Climate  

 Files  

Social Economic  

 Education 

 Employment 

 Income 

 

  

Demographic Factors 

 Age  

 Marital Status  

 Gender 

 Religion 

 



- 6 - 
 

1.6 RESEARCH QUESTION 

What is the association of water, sanitation and hygiene with prevalence of Trachoma 

among residents of Monze District? 

1.7 Objectives  

1.7.1 Main Objective  

To determine the association of water, sanitation and hygiene with Trachoma 

prevalence among residents of Monze District of Southern Province. 

1.7.2 Specific Objectives  

1. To assess prevalence of Trachoma among residents of Monze District.  

2. To establish the proportion of participants with hand washing facilities. 

3. To ascertain the relationship between water access and Trachoma among 

residents of Monze District. 

4. To assess the relationship between sanitary facilities and trachoma prevalence 

among residents of Monze district. 
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CHAPTER 3 

2 LITERATURE REVIEW  

2.0 Global  

Trachoma has been classified under the Neglected Tropical Diseases (NTDs) for decades. 

(Molyneux, 2012).  According to a Mathers et al (2007), NTDs are a group of parasitic and 

bacterial diseases that cause illness for more than one billion people globally and kill an 

estimated 534,000 people worldwide every year.  Furthermore WHO, (2010) elaborates that 

(NTDs) are communicable diseases common in subtropical and tropical countries that cause a 

substantial disease burden due to high morbidity rates.  

Trachoma is responsible for visual impairment in 1.2 million people and 3% of blindness 

globally. The highest prevalence of active trachoma (trachomatous inflammation-follicular 

(TF) and/or trachomatous inflammation-intense (TI)) is in sub-Saharan Africa and the 

distribution of disease is heterogeneous. (WHO, 2012) 

In a study conducted by Polack et al, 2005 it explains that India, Myanmar and Nepal shows 

the existence of Trachoma and in Pakistan, the country has endemic Trachoma disease in a 

number of districts. Myanmar is known to have had a successful trachoma control programme 

since the 1960s with disease now limited to focus within the central area of the country.  

Looking at the Trachoma Prevalence in the western pacific region particularly in Australia, 

there is presence of active trachoma and trichiasis.  

A study by Polack et al, (2005), it reveals the distribution of trachoma in the Americas in three 

countries Mexico, Guatemala and Brazil.  In Mexico it occurred in only one district (Chiapas) 

and prevalence was low. No information on the disease in Guatemala could be found. Surveys 

conducted in Brazil suggested a high prevalence of active trachoma in a number of districts.  

2.3 Sub-Saharan Africa  

The geographical distribution of trachoma in Africa varies between regions. Trachoma is 

believed to be endemic in 33 of the 56 countries in Africa, which are mainly located in east and 

west sub-Saharan Africa, North Africa and a few endemic coastal countries in central Africa. 

Currently, 129.4 million people are estimated to live in areas that are confirmed to be trachoma 

endemic and 98 million are known to require access to the Surgical Anti-Biotic Facial and 

Environmental (SAFE) strategy.  
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The study by Smith et al (2013), reveals that the highest prevalence of active trachoma and 

trichiasis remains in the Sahel area of West Africa and Savannah areas of east and central 

Africa. It further states that, “ high prevalence of surveyed districts are hyper-endemic (defined 

as TF prevalence in 1–9 year-olds of ≥30%) in South Sudan (83%), Ethiopia (64%), Guinea 

(50%), Uganda (37%), Chad (38%), CAR (38%) and Tanzania (32%), but large areas suspected 

to be endemic remain unmapped in each of these countries”.  

According to WHO (2013), West African countries have been the focus of a number of national 

surveys in the last decade providing both pre- and post-intervention data for a high proportion 

of districts in Burkina Faso, The Gambia, Ghana, Mali and Mauritania. Many countries in 

Central Africa continue to lack data, making estimation of the burden in this region difficult. 

Based on survey data done by Smith et al (2013) in West Africa, an estimated 129.4 million 

people live in areas that are confirmed empirically to be trachoma endemic. A substantial 

burden of disease is likely to be in Chad, Ethiopia and Nigeria due to their large populations in 

areas of high Trachoma endemic.  
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Figure 3. Empirical prevalence of A) trachomatous inflammation–follicular (TF) and B) 

trachomatous trichiasis (TT) and C) areas of suspected and presumed endemicity in Africa between 

1985–2012 

Source: WHO, (2012) 

 

 

 

 

 

 

 

 



- 10 - 
 

2.4 Zambia 

According to MoH, (2013), a baseline survey done from 2007-2012 showed that the prevalence 

rates of trachomatous trichiasis (TT) in 1–9-year-olds exceeding 10%. The survey further 

revealed that, the highest prevalence rates of trachoma were found in Southern followed by 

Western Provinces. The survey further reveals that only 10% to 30% of the participants had 

access to clean safe water and only 20% to 40% of the households had toilets (Ministry of 

Health, 2013). Mwale eta al (2018) highlights environmental factors such as access to water c 

and water and personal hygiene as playing an integral role in Trachoma elimination.  

2.5 Water and Sanitation  

The study by Mishra et el, (200) critically looks at the spread of Trachoma to lack of adequate 

water source and person hygiene among poor communities. The effectiveness of environmental 

sanitary measures on the prevalence of active trachoma in endemic areas has been studied 

extensively. According to Rabiu, (2012) improvements of personal and community hygiene 

has great potential for a sustainable reduction in trachoma transmission. Prüss & Mariotti, 

(2000) states that, environmental improvements include increasing access to water, use of 

latrines and other fly control interventions, moving animals away from the household’s 

environment; education, both general and specific for trachoma. In addition, common factors 

for active trachoma reported by trachoma surveys conducted globally include dirty face, nasal 

and ocular discharge and unhygienic hands flies on the face and overcrowding (WHO, 2010). 

Improved sanitary facilities are defined by WHO/UNICEF as any of the following; connection 

to public sewer, connection to septic system, pour-flush latrine, simple pit latrine with a slab, 

or ventilated, improved pit latrine. To be considered improved, the sanitation facility may only 

be used by members of one household. Improved water source includes any of the following 

types of drinking water sources: household connections, public standpipes, boreholes, 

protected dug wells, protected springs, and rainwater collection (WHO, 2010). 

According to Barbeyrac et al, (2006) water supply, faecal and refuse disposal, presence of 

animal pens within human households, and fly density are all potentially modifiable factors for 

the disease.  Improvements of personal and community hygiene has great potential for a 

sustainable reduction in trachoma transmission.  
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Last et al, (2014) observed that, in remote island environment, household-level factors relating 

to fly populations, hygiene behaviours and water usage are likely to be important in the 

transmission of ocular C. trachomatis infection and the prevalence of active trachoma. This 

may be important in the implementation of environmental measures in trachoma control. The 

study further elaborates that, at the household level, the only household-level factor 

independently associated with both active trachoma and C. trachomatis infection was access to 

type and number of water sources, where household access to a traditional natural spring as the 

only water source was more strongly associated with active trachoma and C. trachomatis 

infection than access to another (single) source or multiple water sources of various types.  

According to WHO, (2013), developing countries have different sources of water for example 

borehole, river, lakes and dams. This water sources tend to be in faraway places and for water 

sources such as river there is alike hold of contamination. Additionally, distance to these water 

bodies plays a critical role in how water will be used in a home. Ultimately, water will be 

prioritized for cooking and not for things such as face washing.  

Courtright & West (2012) elaborates that, facial cleanliness is vital in trachoma prevention they 

further elaborate that, trachoma is transmitted through close personal contact, it tends to occur 

in clusters, often infecting entire families and communities. Ngondi, (2008) explains that, 

.Children, who are more likely to touch their eyes and have unclean faces that attract eye-

seeking flies, are especially vulnerable to infection, as are women the traditional caretakers of 

the home. Therefore, the promotion of good hygiene practices, such as hand washing and the 

washing of children’s faces at least once a day with water, is a key step in breaking the cycle 

of trachoma transmission. 

A study by Friedrich, (2012) cited a research done by researchers from Stanford University, in 

Stanford, Pickering and Davis, (2012), stated that, reducing the time needed to haul water from 

source to home can improve the health of children younger than 5 years of age in sub-Saharan 

Africa. The researchers found a direct correlation between the time it took to fetch water and 

the risk of illness and mortality among children. The scientists theorized that longer fetching 

times could mean that less water is retrieved and therefore less is available for hand washing 

and other hygienic activities, or it could mean less time to care for children. Furthermore, 

UNDP, (2003) argues that, one of the WHO/UNICEF Joint Monitoring Program (JMP) does 

not consider proximity to water source when monitoring global progress to achieve the 



- 12 - 
 

Millennium Development Goals number 10; “to reduce by half the proportion of people 

without access to safe drinking water and sanitation by 2015. 

This research benefits from the above literature as it explains how difficult communities in 

developing countries do not have access to water for face washing due to the long distances 

they cover. According to WHO, (2013), in a rural set up, families collect water from kilometres 

away from the source the use is limited to what is deemed as important for the house. This 

means that when water is fetched priority is not given to things like hand washing or facial 

cleanness. Instead it is used for cooking and drinking, therefore children tend to have unclean 

faces. 

2.6 Demographic Factors  

Last et al, (2014), states that, children aged 0–5 years are at much greater risk of active trachoma 

than 6–10 year olds.  The difference found in associations between age and active trachoma 

and infection may be explained by the presumed acquisition of immunity in childhood, which 

may result in reduced prevalence of clinically active trachoma despite the remaining strong 

association with infection. Mishra et el, (2014) in a prospective clinical epidemiological study 

found that majority of the active Trachoma disease was seen in young person’s less than 35 

years. In a study conducted by Hussain et al. (2004) the findings were that, different 

demographic factors such as locality (rural vs urban), sex and age of the children, number of 

family members, family income and mother’s education plays an integral role in eliminating 

diseases in a community. The study further outlined how sex and locality had no effect on the 

prevalence of trachoma in children of <8 years of age than older children. This was attributed 

to the fact that the older children were aware about hygiene. In terms of the family parameters, 

the study showed that, the mother’s education was the most important factor that influenced 

the prevalence of parasites. Educated mothers being aware of the importance of the sanitation 

and cleanliness, were able to inculcate better sense of hygiene in their children resulting in the 

lower prevalence of parasites. According to Colvin, (2003) Health education plays a pivotal 

role in prevention and control as many communicable diseases can be successfully prevented 

and controlled with vector control and water sanitation and hygiene (WASH) approach. Ideally 

in rural set up most health education programs have women audiences, this is because it is done 

during the regular maternal visit at the local clinics. It can further be deduced that in a situation 

where the community has low education and poor income there is a likelihood of having a high 

prevalence of a disease. 
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Various studies conducted globally show that communication plays a major role in encouraging 

people to take part in WASH intervention programs. According to (Grilli et al, 2002; Bauman 

et al, 2001; O’Hara et al, 2012 & Cavill, 2004) show that the use of mass media communication 

strategies to raise awareness is essential to impact health behaviours and increase the use of 

healthcare interventions. 

According to Agarwal et al, (2016) in their clinical-epidemiological study, found that although 

trachoma may be in the elimination phase in major parts of India, it may be present in remote, 

inaccessible and focal pockets where the need to reach out and implement trachoma 

interventions may be greatest. This study demonstrates that trachoma remains a still 

unconquered scourge due to lack of awareness. Remote areas of the country should be surveyed 

and active surveillance and reporting of trachoma cases should be undertaken as a continuous 

process to achieve elimination of trachoma by 2020. Agarwal et al, (2016) further states that, 

many interventions are being done to eliminate trachoma however people in the rural 

communities in developing countries do not fully understand the implications of this disease. 

Ideally this may be attributed to the low education level and lack of access to information 

centres. The further findings of the study highlighted that Trachoma remains a still 

unconquered scourge due to lack of awareness 

 

2.7 Social Economic Status 

According to the UNICEF, (2009), budget allocation to water and sanitation programs are not 

taking as priority in developing countries. In Zambia, sanitation and water sectors are under-

funded compared to health, agriculture, education and sports. For instance, in the year 2007, 

the budget showed that there was about K498.93 billion spent on water supply and 123.93 

billion on sanitation which amounted to 54 percent and 13 percent of the budget, respectively 

(MLGH, 2007). In 2010, 61 percent of the population of Zambia had access to an improved 

source of water supply and 48 percent had access to adequate sanitation, this is according to 

the United Nations data calculated on the basis of national surveys, including most recently the 

Demographic and Health Survey of 2017. These results still show the low rate of improvement 

in sanitation. A limiting factor commonly evoked is lack of funds for investment. Both water 

and sanitation have been losing out to other sectoral interests in the competition for scarce 

public funds (MLGH, 2007).  
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Apparently in Zambia, most of the local government officials are only empowered in terms of 

capacity building and technical advice. However, when it comes to the provision of the required 

social services to help the under-privileged usually funds are not available. This to some extent 

has led to poor quality of sanitation facilities in rural areas or no facility at all thereby 

encouraging the use of the open bush. Jenkins and Sugden (2006) point out that, as regards 

sanitation services, there is evidence to challenge the views of those who instinctively favour 

public sector solutions to all ‘water sector’ problems. In developing countries the contribution 

of public-sponsored construction of sanitation infrastructure has been very small to date, 

compared with action by private households and providers to households.  

Most sanitation programmes are run by Non-Governmental Organization such as Water and 

Sanitation Programme (WSP) and World Vision.  

Most people in rural areas have difficulties in finding money due to the informal jobs that they 

possess thereby having problems to construct proper sanitation facilities and recommended 

handwashing tools. Therefore, access to credit is also noted as something which is commonly 

lacking in sub-Saharan African countries, particularly micro-credit for small service providers, 

whether community-based or private (WSP, 2003). Loans available are often only for income 

generating activities, rather than for improving community and household infrastructure. 

However, the access to sanitation is usually possible with households headed by males because 

most of them are involved in informal jobs as such they have the capability to look for resources 

required for the construction of toilets. Therefore, interest in constructing latrines was observed 

among male heads for their female members especially a newlywed daughter-in-law, in Odisha 

India thus, reflecting concerns for their privacy, security, and convenience (Routray et al., 

2015). 
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CHAPTER THREE 

3 METHODOLOGY  

3.0 Study Design 

The study employed a cross- sectional study design and secondary data was obtained from 

MoH. The survey methodology used was based on that of the Global Trachoma Mapping for 

Prevalence GTMP, as modified and refined by Tropical Data (www.tropicaldata.org). The 

approaches were consistent with WHO recommendations for trachoma prevalence surveys. 

The data consisted of two data sets. The first one was the household level data and the second 

data set being all people in the households who were tested for trachoma. 

3.4.1 Study Setting   

The study was conducted in Monze district, which is in the Southern Province of Zambia, about 

180km South-West of the capital city, Lusaka. The district is along the Great North Road (also 

known as Livingstone Road) which connects the capital city; and through Livingstone city, to 

the neighbouring Zimbabwe in the South; and Botswana and Namibia in the South-West. 

Monze has a total population of 191,872, according to the Central Statistical Office, (2010)). 

This represents 12.1 percent of the total population of Southern Province (1,589,926) and 1.4 

percent of the total population of Zambia. 

 The Rural population is 149,982 and the urban population is 41,890 (ZDHS 2014). As of 2017, 

the local people have focused on growing maize as a source of food and income. Most of the 

residents are subsistence farmers. Generally, there is a lot of farming of both crops and 

livestock in Monze. Water sources in Monze include rivers, wells, boreholes and water 

supplied by Monze Municipal Council. There are approximately 149 dams in Monze, most of 

which were constructed to provide water for animals (Census of Population and Housing 

Population Summary Report June 2012). https://dhsprogram.com/what-we-do/survey/survey-

display-542.cfm  

 

 

https://dhsprogram.com/what-we-do/survey/survey-display-542.cfm
https://dhsprogram.com/what-we-do/survey/survey-display-542.cfm
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3.4.1 Study Population 

The study population was made up of individuals aged 1 year and above. 

3.4.1 Sampling Method 

The study used cluster sampling methods. The sampling was done by Ministry of Health for a 

baseline survey conducted in 2018. WHO recommendations for planned sample size for each 

Evaluation Unit (EU) were followed. In order to estimate the TF prevalence of 4%, a 95% 

confidence interval and set an absolute precision of 2%. Taking into account variation and the 

size of clusters a design effect of 2.63 and inflated the results by 20% to take care of non-

responders. With the aid of OpenEpi, a sample size of 593 households and 2710 individuals 

was calculated.  Taking into account a non-response rate of 20%, the sample size was adjusted 

to 741 for households and 3388 for individuals (Mwale et al, 2018). 

In each EU, 24 clusters (wards) were systematically selected using a probability-proportional-

to-ward-size methodology. In each selected cluster, households were randomly selected, using 

compact segment sampling via random draw. In selected households, all residents aged 1 year 

or above were eligible to participate (Ngondi, 2009). 

Monze had 24 clusters and based on sampling method deployed by MoH, systematic random 

sampling was used to choose the 741 households and 3388 individuals. For the House 

household data, 736 were interviewed and 3148 individuals were tested. The first household 

was picked by simple random technique at a central location e.g. borehole, school, clinic, 

market and church. Thereafter every nth house was interviewed. This data was obtained by the 

researcher from the Ministry of Health Trachoma Data Health Management System.  

3.3.1 Selection Criteria 

3.3.2 Inclusion 

The study included all individuals aged 1-9 years and ≥10 and above years in the sample 

size of Monze District collected from the 2018 Trachoma Tropical Data Survey .  

3.3.3 Exclusion 

All incomplete data or missing data from Monze district on household and individuals 

selected in the data set. 5 households and 240 individuals were excluded.  
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3.4.1 Data Collection- Tropical Data Trachoma Survey 

Data was collected from the Tropical Data Trachoma health survey conducted by the Ministry 

of Health in 2028, and stored in Ministry of Health Electronic Tropical data base. The Tropical 

Data is a data-collection initiative that helps countries carry out surveys as they work towards 

eliminating trachoma. It uses the same approach and technology as the Global Trachoma 

Mapping Project. Tropical Data began in July 2016, the service has supported 860 surveys in 

31 countries, examining more than 2.6 million people for trachoma across four continents. It 

captures data on Trachoma using smartphone technology which is just one aspect of the service. 

Data is sent from the field to the secure cloud-based server, where a data team works with 

health ministry staff to clean, analyse and approve the data, much faster than previous paper-

based surveys.  

3.4.1 Data Extraction  

The researcher extracted variables of interest from the Tropical Data Survey excel data set 

using a data extraction tool.  The extraction included Trachoma TF and TI cases and individual 

characteristics such as age, and sex. Individual characteristics were matched with a unique 

identification to a particular household characteristics water source washing, source of drinking 

water, use of toilet, sanitary facility, hand wash facility washing agent. Individuals that didn’t 

have complete dependant and independent variables were dropped from the study. The data 

collected was then filtered to collect household data and individual data.  Data collected was 

copied into excel sheet and typed and recorded in a note book using a pencil. It was followed 

by data cleaning using Microsoft excel and STATA version. 14.2 using commands such as 

codebook duplicate lists, label and drop once. The data was further cleaned, internal validation 

of the data was done by using descriptive analyses to check the integrity of the data. External 

validation was done by verifying the data set with the original Trachoma and Tropical Data 

Trachoma Health Survey data set conducted and the data was declared clean for analysis.   
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3.5.1 List of Variables  
 Variable  Indicator  Variable  Scale of Measure  

Dependant  Presence of 

Trachoma  

 Present 

 Absent 

Categorical  Nominal 

Independent  Sex  Male  

 Female  

Categorical  Nominal   

 Age   1-9 

 >10 

Categorical Nominal 

 Source of washing 

Water  

 Borehole  

 Protected well or spring 

 Unprotected well or 

spring 

 Surface  

 Council supply (Piped) 

Categorical Nominal  

 Source of  Drinking  

Water  

 Borehole  

 Protected well or spring 

 Unprotected well or 

spring 

 Surface  

 Council supply (Piped) 

Categorical Nominal 

 Use of Toilet/Latrine    Shared Latrine/Toilet 

 Private Latrine/Toilet 

 No structure/Bush 

 Other  

Categorical Nominal 

 Sanitary Facility   

(Accessibility of 

Sanitary facility) 

 Flush/pour flush to 

piped sewer system 

 Pit latrine  

 No facilities or bush 

or field 

Categorical Ordinal 

 Hand wash water 

(Accessibility of 

Hand wash Facility)  

 Present 

 Absent  

Categorical  Nominal  

 Availability of Soap 

in toilet latrine. 

 Present 

 Absent  

Categorical   Nominal 

 Time it took to get 

water. 

 

 Water source in yard 

 ≤ 30 minutes 

 Between 30 minutes 

 1 hour 

 More than one hour 

Categorical Nominal 
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3.4.1 Data Analysis  

Data was analysed using STATA 14. Descriptive results were presented as percentages and 

means (with 95% confidence intervals). Univariate analysis of independent variables was used 

to describe the variables (age, sex, households, type of sanitary facility and water source) was 

done. A  Cross-tabulations was done to see if there was any association between the dependant 

variable Trachoma and dependent variables, (age, sex, type sanitary, source of drinking water 

etc. Later, multivariate logistic regression was done to check for cofounding variables. Any 

variable with a P-value of >0.100 in the simple regression was not included in the logistic 

regression model 

All variables with a p-value of less than >0.05in the multivariate logistic regression model were 

significant. Backward logistic regression method was used. The method was used to remove 

variables one at a time beginning with the largest p-value and continuing until all remaining 

effects were significant at a specified level.   

3.4.1 Ethical Considerations 

The Ministry of health obtained ethics clearance from The University of Zambia Biomedical 

Ethics and Research Committee and the London School of Hygiene & Tropical Medicine 

Research Ethics Committee approved the surveys. The researcher also obtained ethics approval 

University of Zambia Biomedical Research Ethics Committee (UNZABREC) and sought 

permission from Ministry of Health to access the data base. To access information from the 

Tropical Data health facility survey data sets, permission was sought from the Ministry of 

Health to obtain data from Tropical Data management system.  

Participant’s names were not used, the research exercised the highest form of confidentially. 

There was no direct contact with participants, as the study involved secondary data.  

3.4.1 Limitation 

The limitation of the study was not being able to calculate the Intra-Cluster Correlation 

coefficient (ICC) which is a measure of the relatedness, or similarity, of clustered data which 

usually requires a pilot study.  The researcher relied on secondary data. 
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3.4.1 Dissemination Plan 

The researcher will provide a formal presentation to the Ministry of Health and Monze District 

Health office and will request members of the District Water and Sanitation Health and 

Education DWASHE committee to be present and all relevant stakeholders will be invited. The 

findings of this research will also be availed to District Health Office (DHO) of Monze. A copy 

of the research will be made available in the University of Zambia Public Health Library. 

Additionally, copies will be provided to the facilities where the study will be done. The 

researcher also intends to publish the research in the Water, Sanitation and Development 

Journal. 
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CHAPTER FOUR   

4.0  Results   
 

This chapter presents findings of the research findings are presented in frequency tables, 

charts and contingency tables tables and illustrated by a graphs. The findings of this study 

are based from respondents as household and individual level. Which consists of 

demographic characteristics, univariate analysis and finally the logistic regression table 

that give conclusive association of the study. The chapter also gives brief interpretation of 

the finding under each table or figure and a collective explanation in the discussion. 

Furthermore, the chapter also gives a conclusion and recommendations. 

 

4.1 Characteristics of households in Monze District  

 

 Variable           Number (n) 

                                               

Percentage (%) 

 

Age of household heads     
< 21 22 3.0 
21 – 30 188 25.5 
31 – 40 175 23.8 
41 – 50 133 18.1 
> 50 218 29.6 

      

Sex of household heads     
Male 405 55.0 
Female 331 45.0 
      

Household size     
1-5 512 69.6 
6-10 218 29.6 

11-20 6 0.8  
    

Type of toilets     
Flush/Pour flush  29 3.9 
Pit latrine  431 58.6 
No facilities or bush or  276 37.5 
      

Use and mode of Toilet     
Shared or public latrine 152 20.6 

Private latrine 300 40.8 
No structure (Other) 284 38.6 
 

Availability of Water  

  

Present  21 2.9 
Absent 715 97.2 
   

Washing Agent    

Present  3 0.4 
Absent  733 99.6 

 

Table 1. Household characteristics (N=736) 
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Tables 1 shows that most of the respondents who are heads of households were ≥50 years old 

which was 29.6 %. The least of heads of household was ≤ 21 years which was 3%.  

Furthermore, there are more males who are heads of households as compared to females. For 

the household size, the study reveal that houses that had 1-5 individuals was 512 (69.6), the 

lowest being 11-20 individuals in a house showing 6 household covering 0.8%. 

For the type of sanitary facility, the most used sanitary facility by households are pit latrines 

which accounts for 431 (58.6%). The least using used sanitary facility is a pour/flush 

accounting for 29 (39%). The rest of the participants either used the bush to answer the call of 

nature. Household in Monze use private latrines as compared to shared or communal latrines   

For the availability of washing water ad washing agents. Table 1 shows that more family do 

not have any form of washing agents after using the toilet. The study revealed that only 21 (2.9) 

house had water for washing and 715 (97.2%) had no water. For the agent using to wash hands 

it was discovered that only 3 (0.4%) house either had soup ash or used made to clean their 

hands after answering the call of nature the remaining 733 (99.6) had nothing. 

  

Table 2. Individual Demographics and trachoma eye tests (N=3388) Note 3148 were only one 

tested. 

 Variable  Number Percentage 

Age     
1 - 9 1254 37.0 

≥ 10 2134 63.0 
   
      

Sex     
Female 1788                   52.8 
Male  
 

1600   47.2  

   

 Table 2 shows that out of 3148 tested, 1254 (37.0%) were 1-9 years 37.0%), while 2134 

(63.3% were in the age group of 9 years and older. The results also show more women as 

compared to males were tested, males were 1600 (47.2%) and females were 1788 (52.8%) 

respectively.  
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Figure 4. Prevalence of people with Trachoma in Monze  

 

 

Figure 4 shows the overall prevalence of Trachoma among residents of Monze district is 2.0%. For 

the 1-9 age group the prevalence is 3.4 % and ≥10 years is 1.1%. The highest prevalence is in the 1-9 

age group is higher compared to the rest of the population.  
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Table 3: Bivariate analysis.  

 Variable  

Had Trachoma 

p    Yes    No 

      Number  

   

Percentage  

     

Number  

    

Percentage    
      

Age         <0.001* 

1-9  42 65.6% 1186 38.5%   
≥9 22 34.4 % 1898 61.5%   
            

Sex         0.444 

Male 26 40.6% 1426 46.2%   
Female 38 59.4% 1658 53.8%   
      

Drinking water source in dry season         0.019* 

Borehole 32 50.0% 1717 55.7%   
Protected well/spring 17 26.6% 417 13.5%   
Unprotected well/spring 9 14.1% 431 14.0%   
Surface (Rivers) 0 0.0% 176 5.7%   
Piped 6 9.4% 343 11.1%   
            

Time it took to get water for drinking         0.293 
Water source in yard 2 3.1% 276 8.9%   

Less than 30 minutes 44 68.8% 1926 62.5%   
Between 30 minutes and 1 hour 15 23.4% 793 25.7%   
More than one hour 3 4.7% 89 2.9%   
            

Water for washing in dry season source         0.022* 

Borehole 32 50.0% 1684 54.6%   
Protected well/spring 15 23.4% 429 13.9%   
Unprotected well/spring 14 21.9% 478 15.5%   
Surface (Rivers) 0 0.0% 176 5.7%   
Piped 3 4.7% 317 10.3%   
            

Time it took to get water for washing         0.072 
All face washing done at the water source 3 4.7% 66 2.1%   

Water source in yard 0 0.0% 260 8.4%   
Less than 30 minutes 43 67.2% 1893 61.4%   
Between 30 minutes and 1 hour 15 23.4% 781 25.3%   
More than one hour 3 4.7% 84 2.7%   

 

Table 3 shows that participants aged between 1-9 years had a higher percentage 42 (65.6%) of the 

presence of Trachoma. The lowest being the ≥ 9 age group 22 (34.4%). The research also revealed that, 

Female had a higher percentage 38 (59.4%) as compared to males 26 (40.6%). Children from 1-9 years 

are at a higher risk of contracting trachoma 42 (65.6%). This simply means there was a significant 

difference between age and Trachoma P=0.001. However there was no significant difference between 

sex and trachoma P=0.444. There was a significant difference water for washing in dry season and 

presence of trachoma P=0.019. There was also a significant difference between, drinking water source 

and trachoma p=0.022. 
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Table 4.  Bivariate Analysis of Sanitary Facility by Trachoma  

  

Had Trachoma   

        Yes      No p 

            N      %          n        %   

Mode of toilet use          0.043* 
Shared or public latrine 19 29.7% 644 20.9%   
Private latrine 31 48.4% 1228 39.8%   
No structure, outside somewhere 14 21.9% 1183 38.4%   
Other 0 0.0% 29 0.9%   

            

Type of toilet         0.037* 
Flush/Pour Flush  2 3.1% 137 4.4%   
Latrine 49 76.6.% 1756 55.8.%   
Bush 13 20.3% 1191 38.6%   
            

Had water for hand washing          0.403 
Absent  64 100.0% 3012 97.7%   
Present  0 0.0% 72 2.3%   

            

Had hand wash chemical in toilet         1.000 
Absent  64 100.0% 3072 99.6%   
Present ash, mud or sand 0 0.0% 12 0.4%   

 

Table 3 shows that there significant association between Modes of toilet us with Trachoma 

p=0.043. It also shows there was a significant difference for type of toilet used with 

Trachoma p=0.037.  
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Table 5 Logistic regression of Source of drinking water, time it took to fetch drinking water and type 

of toilet by Trachoma 

  OR 

 

p AOR 

 

p 95%CI 95%CI 

Drinking water source in dry season                 
Borehole (Ref)         
Protected well/spring 2.187 1.203 -3.977 0.010 8.343 1.126-16.803 0.038* 
Unprotected well/spring 1.120 0.531-2.375 0.765 0.556 0.137-2.250 0.411 

Surface (Rivers) 1.000    1.000    
Piped  0.939 0.389-2.262 0.888 4.127 1.088-15.648 0.037* 
   

  
    

  
  

Time it took to get water for drinking   
  

    
  

  
Water source in yard (Ref)         
Less than 30 minutes 3.153 0.760-13.078 0.114 2.992 0.677-13.230 0.148 
Between 30 minutes and 1 hour 2.610 0.593-11.487 0.204 3.171 0.686-14.651 0.139 
More than one hour 4.652 0.765-28.284 0.095 5.331 0.796-35.692 0.085  

  
  

    
  

  

Washing water source in dry season         
Borehole (Ref)         
Protected well/spring 1.840 0.987-3.489 0.055 0.229 0.028-1.862 0.168 
Unprotected well/spring 1.541 0.816-2.912 0.183 2.990 0.819-10.249 0.099 
Surface (Rivers) 1.000    1.000    
Piped  0.498 0.152-1.636 0.251 0.172 0.031-0.944 0.043* 

         

Where people defecated   
  

    
  

  
Shared or public latrine (Ref)         
Private latrine 0.856 0.480-1.567 0.598 0.825 0.450-1.510 0.532 
Bush 0.401 0.100-0.805 0.010 0.465 0.221-0.981 0.044 
Other 1.000    1.000    
         

  

The odds of having active trachoma among households who had a water source from a protected well 

was 8 times higher than households who had piped water who are 4 times likely to have active Trachoma 

(AOR=8.3: 95% CI 1.1-16.8). The analysis revealed that households whose source of drinking water 

sources Protected well had an association with having Trachoma p=0.038 for piped water as a use for 

washing had an association with having trachoma =. 0.037. For washing water source piped water had 

an association= p=0.043. In Addition, time to fetch water and were people defecated were 

independently associated with presence of Trachoma = p=0.044. 
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5.0 Discussion 

The study determined the factors associated with prevalence of Trachoma in Monze district. It 

aimed to determine the proportion of households using improved sanitation facilities in Monze 

district in 2018. It also assessed prevalence of Trachoma among residents of Monze District. 

Lastly, it determined the relationship between water access and Trachoma and the relationship 

between sanitary facilities and trachoma among residents of Monze district. The overall 

prevalence of Trachoma among residents of Monze is higher in age group of 1-9 years as 

compared to that of ≥10 years.  

Similarly, Mariotti, (2009) found that the main age group affected with trachoma includes 

children aged one to five years. Even though this study has a higher age group category of 1-

9, it can be concluded that children are at a higher risk to getting trachoma. A survey done in 

2013 showed that the prevalence of Trachoma in Monze district at 52.3% (MoH 2013). The 

drastic decrease in the prevalence of trachoma in selected districts in Zambia can be attributed 

to disease control and prevention measures taken by the government and SAFE strategy 

supporting partners. According to Muma, (2018), “Having conducted the above surveys and 

established the magnitude of the trachoma problem, Zambia has embarked on programmes to 

eliminate trachoma by the year 2025. The government and the cooperating partners are 

strongly focused on implementing the SAFE strategy through a comprehensive and multi-

sectoral strategy”. Markle et al, (2017) further explains how close community intervention 

programs such as Community Lead Total Sanitation (CLTS) programs have allowed, district 

health officials, teachers traditional leaders and community leaders parents and children 

received educational talks with the distribution of folders and banners regarding the disease, 

and ways to prevent it, including the maintenance of clean faces to avoid bacterial transmission.  

The frequency of trachoma was high in females as compared to males but not statistically 

significant, completing similar findings done in Brazil.  Gambhir et al, (2007) elaborates that 

is possible that the greater frequency of trachoma cases among females could be related to the 

more affective behavior among them, as direct person-person contact is an important form of 

infection transmission. It is evident that in developing countries women take the role of first 

point of contact with the kids from the time they are born. This makes them to be at high risk 

of contracting the disease as compared to men. 
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The findings revealed that factors which were associated with trachoma eye infection were 

drinking water source, protected well/spring, this simply means that a household with drinking 

water source from a protected well/spring more likely to be infected by Trachoma.  

Interestingly, households that had piped water were are four times more likely to get Trachoma. 

This contrasts findings of most related studies which show that piped water supply reduces 

trachoma prevalence.(Galovaty, 2009, Altherr  et al, 2019). According Baggaley, (2006), the 

association of trachoma prevalence and piped water is associated to the distance to water 

sources. This could be due to inadequate access to water supply. 

There was no association recorded for time it took to get water for drinking. The relationship 

between water supplies and trachoma is sometimes more complex than it might seem, and the 

proof that water supply improvement can help to reduce trachoma can sometimes be difficult. 

Zerihun (1997), further elaborates in a study done in Ethiopia that found that people living 

further than 15 minutes' walk from a water source had less active trachoma than those with a 

source of water closer at hand. 

 For washing water source in dry season (piped) the study revealed that participants were less 

likely to have Trachoma. Participants that defecated in the bush where less likely to have 

trachoma. According to WHO, (2013), Transmission of trachoma in population that practice 

open defecation is explained using an indirect factors; these include how dense the population 

is. Depending on how dense the population is these ‘faecal fields’ potentially put the village 

and consequently water sources at risk and attract flies a major vector in the transmission of 

Trachoma (Harward et al, 2013). Furthermore, there was no association for participants that 

used private latrine. Monze is a densely populated areas and eve if people defecate in open 

fields there is a likelihood of have more flies to working as a vector to transmit the disease  

Hand washing after use of sanitary facility is an important act in reducing infection of 

Trachoma (Zimba, 2016). It is clear from the findings that there was no availability of 

soap/agent in majority of the household’s only households had ash, mud or sand. Similarly 

households did not have any water to wash their hands after using toilet. According to a study 

by Fewtrell, (2005) hand washing with soap is an effective practice for reducing Trachoma. It 

is therefore important to enrich the messages on the importance of face washing. Special focus 

should be on hygiene education for children as they are not usually taught the importance of 

keeping their faces clean.  
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Tadesse et al, (2017) study showed a remarkable improvement in the status of Trachoma 

prevalence because of adequate water supply, sanitation and hygiene situation after the 

intervention period as compared to the non-intervention ones. Research observed effect 

modification by type of sanitary facility and water source after adjusting for age and presence 

of Trachoma. For households without a sanitary facility showed no associated with significance 

of active trachoma compared with households that had piped water and a private sanitary that 

was eight times more likely to have trachoma.  
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6.0 Conclusion and Recommendations  

6.1 Conclusion 

The study determined the association of water, sanitation and hygiene with prevalence of 

Trachoma in Monze district. Trachoma is a public health problem among children under 

nine years of age in Monze district. Children are at a higher risk of Trachoma prevalence. 

Having water from a protected water source if the water source is not easily accessible 

makes trachoma prevention difficult. The use of the bush may not necessary cause 

trachoma if the population is not dense. The major factors associated with the prevalence 

of Trachoma in Monze are WASH focused. 

6.2 Recommendations 

As a measure to prevent the increase in infection of Trachoma researcher makes the following 

recommendations, 

1. Hygiene levels from children 1-9 should be emphasised, care takers should ensure 

children wash their faces regularly to avoid attracting flies, which is a vector in 

trachoma transmission. Women should be involved and participate in discussions of 

issues on sanitation and hygiene for possible solutions because they are the ones who 

often care for children and the home. As such they are able to recognize sanitation and 

hygiene issues. 

2.   MLGH should focus on access to adequate water and sanitation projects. This will 

improve sanitary and personal hygiene at household level to prevent Trachoma in the 

area under the study. The government should devise firm and strict legislation and 

regulations for access to quality sanitation and hygiene services. 

3. More sensitization programs should be done on how Trachoma is spread. To allow the 

community to take part in preventive measure; face washing. Early health care seeking 

behaviour needs to be encouraged. People of Monze need to understand the importance 

of face and washing of hands.  
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8.0 Annexes  

9.0 Annex (I )Consent Form 

University of Zambia  

School of Public Health 

P.O. BOX 50110  

Lusaka, Zambia.  

The Permanent Secretary 

Ministry of Health Lusaka.  

  

November 27, 2018. 

Dear Sir/Madam  

Request for Permission to Use Trachoma Survey Data On Tropical Data System    

I am a registered Masters of Public Health student in the School of Public Health specializing in 

Environmental Health at the University of Zambia.  

The proposed topic of my research is titled: Association between Water, Sanitation and Hygiene 

(WASH) and Prevalence of Trachoma in Monze District of Southern Province, Zambia. In 2018 the 

Ministry of Health conducted a Trachoma survey to evaluate the impact of the implementation of the 

Surgery Anti-Biotic Facial and Environmental programs (SAFE) program and have the information on 

the database called Trachoma Tropical data. I am here by requesting to have access to the data set to be 

able to extract variables to conduct the research   

The main purpose of this study is to find out the factors associated with Trachoma in Monze.  

The study will also: -  

1. To assess prevalence of Trachoma among residents of Monze District.  

2. To determine the proportion of households using improved sanitation facilities with 

prevalence of trachoma in Monze District. 

3. To ascertain the relationship between water access and Trachoma among residents 

of Monze District. 

4. To assess the relationship between sanitary facilities and trachoma prevalence 

among residents of Monze district. 

  

To assist you in reaching a decision, I have attached to this letter:  

(a) A copy of an ethical clearance certificate issued by the University.  

(b) A copy of the research instruments to be used in the research. (c) The 

information sheet to be used in the study.  

Upon completion of the study, I will provide you with a bound copy of the dissertation.  

Your permission to conduct this study will be greatly appreciated.  

Yours sincerely,  

  

Musonda Chikwanda      .  

Cell 0978735752  

musondachikwanda1@gmail.com 

mailto:musondachikwanda1@gmail.com
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INFORMATION SHEET  

  

Study Title: Association between Water, Sanitation and Hygiene (WASH) and Prevalence of Trachoma 

in Monze District of Southern Province, Zambia. 

Principal investigator: Musonda Chikwanda, School of Public Health, University of Zambia, Contact 

Details: +260 978735752, musondachikwanda1@gmail.com.  

Introduction: You are being requested to provide permission for use of the database on Tropical Data 

Trachoma Survey for Monze District. Please take time to read the following information carefully. You 

can ask the Principal Investigator to explain any information that you do not clearly understand. Please 

feel free to discuss this with your team before you decide to allow the researcher access to the data base. 

The organization has been purposively selected as it is the custodian of the data base. But before 

authorizing access to the data base, I would like to explain to you the purpose, why the organization 

was picked, procedure, risks/discomforts, benefits, payment, protecting data confidentiality, and who 

you can call when you have questions.   

Purpose of the research project   

I am a Master of Public Health student at the University of Zambia, specializing in Environmental 

Health I am carrying out a research to determine association of water, sanitation and hygiene with 

Prevalence of Trachoma in Monze district.  

The study will use data bases from Ministry of Health called Tropical Data. From Ministry of Health, 

the study will require use of the Trachoma survey database which will help provide proportions of 

Trachoma cases recorded as well as variables on the water and sanitation status in Monze district for 

2018. Below are the objectives of this study  

1. To assess prevalence of Trachoma among residents of Monze District.  

2. To establish the proportion of participants with hand washing facilities. 

3. To ascertain the relationship between water access and Trachoma among 

residents of Monze District. 

4. To assess the relationship between sanitary facilities and trachoma prevalence 

among residents of Monze district.  

 

If you agree to avail information to the researcher, you will be required to write an authorization letter.  
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Risks/Discomforts   

The researcher will use Trachoma survey and the sampled participants will be de-identified for 

the purpose of anonymity when analysing and presenting data. This should not worry you as 

the research takes the confidentiality clause seriously.   

Benefits   

There will be no direct and immediate material and financial benefits to you as a research 

participant. Participating in this study allows understanding of the factors associated with 

Trachoma in Monze. Understanding these factors help in which interventions should be more 

emphasized to maintain a trachoma free Monze district.   

Payment   

There is no enumeration of any kind from the study.   

Protecting data confidentiality   

All information collected in this study will be taken as highly confidential and used only for 

research purposes.   

Who do you call if you have questions?   

Call the Principal Investigator: Musonda Chikwanda   

Cell: +260 978735752 Email: musondachikwanda1@gmail.com OR   

The Chairperson, the University of Zambia Biomedical Research Ethics Committee, P.O Box, 

50110, Lusaka. Tel: +260-1-256067   

  

What does your signature/thumb print/mark on this consent form mean?   

 You have been informed about the project’s purpose, procedure and possible benefits and risks.   

 You have been given the chance to ask questions before signing.   

 You have voluntarily agreed to avail the data sets to the researcher for review and analysis  
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CONSENT FORM   

  

The purpose of this study has been explained to me and I understand the purpose, why the study seeks 

to use the data base, the benefits, procedure, risks/discomforts and confidentiality of the study. I further 

understand that the data will be used for academic purposes only and that results after analysis will be 

shared with the Ministry and the Tropical Data Management team.  

Statement of Consent: I have read the above information, and have received answers to any questions I 

asked. I agree to avail information from the data base to allow the student to use for research.   

I (Professor, Doctor, Mr, Ms ………………………………………………………, agree to  

avail the data base to the researcher to help in carrying out the proposed study in assessing factors 

associated with trachoma in Monze district.  

  

Sign………………………………. Date………………………… (Authorizing Officer)   

 27/11/2018   

Sign………………………………. Date…………………………. Principal Investigator  

  

For more information, you may contact:   

The Principal Investigator: Musonda Chikwanda. on: Cell: +26098735752   

Email: musondachikwanda1@gmail.com OR   

The Chairperson, the University of Zambia Biomedical Research Ethics Committee, P.O Box, 50110, 

Lusaka. Tel: +260-1-256067  
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10.0  Annex (II) Permission-Ministry of Health Letter  
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11.0 Annex (III) UNZABECA Ethical Approval 
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12.0 Annex (IV) Data Collection Tool 
 Variable  

Dependant  Presence of Trachoma  

Independent  Sex 

 Age  

 Source of washing Water  

 Source of  Drinking  Water  

 Use of Toilet/Latrine   

 Sanitary Facility   (Accessibility of Sanitary facility) 

 Hand wash water (Accessibility of Hand wash Facility)  

 Availability of Soup in toilet latrine. 

 Time it took to get water. 
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13.0 Annex (V) Timeline  

 

 

 

 

 

 

 

Activity Feb Mar May June July Aug Sep Oct Nov Dec Jan Feb Mar May June 

Proposal 

Development  

               

Prepare and Present 

Proposal at 

Graduate forum 

               

Correction Based 

Graduate form 

feedback 

   
   

         

Submission of 

Protocol to ethic 

committee and 

prepare for Data 

collection  

   
   

         

Data Collection                 

Data Analysis                

Writings of 

Findings 1 

               

Writing of findings 

2 

               

Presentation of 

Draft to 

Supervisors  

               

Corrections and 

writing final 

research paper. 

               

Present Research 

Findings  

               

Submit for 

Publication  
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14.0 Annex (VI) Budget  

Budget Item  
Unit Cost (ZMK) Multiplying Factor  Total Cost 

Writing and Preparation of 
Research Proposal      

Printing Costs  5 100 500 

Photocopying  1 100 100 

Binding  20 2 40 

Sub Total      640 

Graduates Forum  1500 1 1500 

Ethical Clearance  1000 1 1000 

Printing Costs  5 100 500 

Photocopying Cost  1 100 100 

Sub total      600 

Correction  and Resubmission      0 

Printing Costs  5 50 250 

Photocopying Cost 1 50 50 

Binding  20 2 40 

Sub Total      340 

Data Collection       

Internet  1 500 500 

Printing  Data collection Form 1 5 5 

Sub Total      505 

Submission of Draft to supervisor      0 

Printing  4 120 480 

Binding 20 3 60 

Travel to meet Supervisor  300 2 600 

Printing Final copy  4 120 480 

Sub Total      1620 

Grand Total      3705 

    

    

    
 

 

 

 
 

    

    

 


