Water, trachoma and conjunctivitis

A. Prost' & A.D. Négrel?

The incidence of eye infections in a community is generally accepted as an indicator of the adequacy of
water supply for their needs. However, discrepancies in the published results from various studies seem
to challenge this view. We have reanalysed the published data on trachoma in relation to the most rele-
vant indicators of water accessibility, using prevalence ratios as the single parameter for risk assessment.
A definite trend emerges from this review: the incidence of infectious conjunctivitis is not sensitive to
differences in water accessibility; on the other hand, a reduction in the risk of trachoma is consistently
associated with better access to water. This conclusion may support the efforts of WHO and other multi-
lateral and bilateral agencies to sustain the commitment towards the water supply sector beyond the
International Drinking Water Supply and Sanitation Decade.

Conjunctivitis and trachoma, two of the most
common eye infections, appear to spread more easily
if the quantity of water available for personal
hygiene is limited. Most textbooks endorse the
assumption made in East Africa by White et al. (24)
that improvements resulting in sufficient quantities
of water for individual use can reduce the incidence
of trachoma by 60% and of other types of conjuncti-
vitis by 70%. Very few studies, however, have report-
ed on this impact of water availability and none has
investigated the changes in the incidence of tra-
choma induced by an improvement in water supply.
This paper reviews the published data and conclu-
sions concerning trachoma and also briefly discusses
acute conjunctivitis, about which information is
scarce because it is not a blinding condition.

Trachoma and climate
The geographical approach

It is commonly stated in the epidemiological liter-
ature (6) that the frequency of trachoma is greater in
the drier parts of affected countries (e.g., India, South
Africa, Australia and China, which have a variety of
climatic zones). Observations in northern Africa
suggest that the prevalence and the intensity of tra-
choma increase with the distance from the sea. Thus,
globally trachoma is associated with arid and dusty
areas, and generally with a scarcity of water.
However, trachoma has existed and still exists in
many areas with different climatic conditions and
was prevalent in most European countries up to this
century. A special trachoma clinic used to be held in
Amsterdam till 1940, and in Finland up to 1949.
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Trachoma is also present in the humid tropics, espe-
cially in Africa and in the Pacific Islands. Mann (12)
reported severe trachoma from the hot, humid, equa-
torial islands of the Bismarck archipelago in New
Guinea, and also prevalence rates as high as 46% in
mainland Papua.

The National Trachoma and Eye Health
Program in Australia (16) has tested the association
of trachoma with six climatic variables: humidity,
rainfall, latitude, ultra-violet radiation, evaporation
rate, and sunshine hours. Prevalence rates of follicu-
lar trachoma are strongly related to humidity,
evaporation, sunshine hours, and less strongly to
latitude, UV radiation and rainfall. Increasing preva-
lence is associated with climatic changes towards the
brighter and more arid, from cool and moist to hot
and dry. Detailed analysis indicates that the main
determinant is the evaporation rate. Humidity and
rainfall have less but significant force. Latitude has
no significant role.

These findings explain the current geographical
distribution of trachoma and its association with
arid areas. However, aridity is only the main
environmental factor in the transmission of the
disease. Lack of hygiene, low economic status, crowd-
ing, density of contacts, presence of flies, and
behavioural attitudes are key epidemiological deter-
minants. Their interactions, for example, would
explain observations in Africa, the Middle East, and
Australia, that nomadic groups have less severe
lesions than settled populations, despite the greater
availability of water in the latter. In Western Aus-
tralia (/2), the aborigines who have settled in Kim-
berley have the most severe form of the disease
whereas nomadic aborigines in the same region, who
have a very limited access to water sources and who
never wash, tend to have a very mild trachoma.
Similar observations have been reported from Saudi
Arabia (3).

© World Health Organization 1989 9



@oualayip |edni/ueqin ay) ueyl

epodw asow si A|ddns Jeyem o} enp

agueleylp ay) ‘4aremoy :uosiedwod
ey} jo Aipijea ayy Jledw) seselq Jofew

i8jem jo
sappuenb ey} jo UOEBNWI| B Ui peynsal
Aiddns jo adA} Aue jey) uonesipul ON

QWOIU| SO} PJ|OIIUOD BIOM

synseJ usym paisisied aduels|p JO Jo8)e

oy} Inq ‘awoodul gyideo sed pjoyesnoy
BuISl YlIm paseeldap aous|easld

solddns swoy dwnd-puey pue
|[@m-meup Buiaey ajdoad ul %z pue
sayddns dej swoy Bulaey ejdoad ul %G1
SBM BWOYORJ) JO 9oud|BARId By 11008
Buipunojuoo e eq Aew Aujenb sajem

juauodwod B Ajuo sy
s A|ddns Jajem Yyolum JO ‘SUOINPUOD
BulAl| |{e yim uonelaliod buons

$J0JeD2IpUl 8Al} || JO JuBwaAcIdul
yum pejeloosse A|buosls ewoyoe.}
Je[noyjjoy Jo aousleAdsd U1 asesldep
‘s|elsorew bul
abeiols pooy ‘obeiames ‘|esodsip
aysem “B-e yuswaaoisdw) Buisnoy
10 aAjejuesaldas sajqelieA Jayjo
woJj paje|ost aq jouued Ajddns isyem

uaup|Iyo

2 10) |amo] 8uo ‘Jajem swes ey} ul Buiyreq

! pBWIBIOSIP 108))9 |BUOSESS (sJequinu
Jlews a}idsap jueoyiubis Ajjednsnels

%G'Lb ‘PONWI| JojeMm ‘[ein
$9,1'p2 ‘PONWI| JOjeM ‘ueqn
%E°E ‘IG1EM UYIM (BN %'y
‘J9jeM UM UBQIN :BWOYORI) JO 80UB|RABId

Aiddns
j0 adA} ey} 0} uolE|d4 Ul BWOYIRI} JO
eouajeaaid 8y} ul 8ouUaIBYIP JuROYIUBIS ON

w 002> )
aoua|eAasd %6E PUB W 002 < SBM 80IN0S
J91BM JI Bwloyoe) Jo BousieAdld %9G

w Q0L UIYlM 3|qE|IBAR SEM
191em J dnoib 1eak-gL—GL Ul pue Aeme
W QoL < Sem 92:nos Jejem ji dnoib abe
Jeak-y|1-01 Ul aouajeaasd yead ‘w 005
puoAeq SEm 20IN0S JOIEM UBUM %G 0E
0} NS Ul B|QE|IBAB SBM JQJEM UBUM %8Il

W0J) ‘BOUB)SIP YIIM POSBOIIUI @OUB|BABId

11| @uoz ul %Gg pue
]| BUOZ Ul %G O} | BUOZ Ul %8/ WO}
PesEealosp BWOYOEL} SAIOE JO 0UBjeAa.ld

seuiBioqe-uou ul ueyy KioBajed

1samo) ui seujBuoqe Buowe Jaybiy

sow gy ewoyde.} Jejnolj|o} jo Aouanbaly

‘1 AioBayes ul %92y 01 p Aiobajes uj

9, /°¢ WwoJj sabues (02> obe) sauiblioqe

ul BWOYDER.) JB|ND1||0} JO Bous(BAld.d

tAIIQR|IBAR J8JEM UM 8SEDI08D
BwOoyoR.) [BIOLJEDID PUB JB[NJI|I0} Yylog

Aieuonels %
‘paleIOlIBlap %EL ‘PoAcsdul %EP (SiE8WS
JeAnoun(uoo jo uoleulwexe [e2160j0JAD

$)|OM JO Jaquinu pajiwl| B woJj
1o1eMm ss8| Buisn uoneindod pue
‘1e1em Alijenb poob jo seynuenb

papwiun yym paases uoye|ndod

|eues ‘|jom ‘adid :A|ddns jo edAL

uoifas AJp ® u| $82.N0S
191eM pue sewoy usemieq aouelsiqg

Addns jo adA} :sevinos
J9)BM PUR SOWOY udemieq ouelsia

8]qIss8908

J10)eM ‘SJUBWaINGS ||| duoZ

syue} 8jiqow pue sdej

awos yum sdweo abulyy .|| 8uozZ

$840q Jue)iS|p JO SyuR}

aliqow ypum sdwed ejowel ;| dUOZ
'SOU0Z Jeyqey 88yl

sjuswanes ayy tiyum Aysusbowoy
O yoe| 10§ BlesUadWOoD 0}
walsAs BulI0IS YUM (SBSNOoY Ulyim
Ajjiqe|ieAe pejuniun) § O} (S||oM
8j0Wa.l WoJj 18JeM JO sanuenb
pajwy) | wo.y ‘saliobares

INoy Ul PBINGLASIP S8IUNWIWOYD

SyuOW oM} 10} Yieq
Aliep | ‘sei1oe; Bujysem Jo UOISIAOL]

8z|s |enbaun

jo sojdwes  ojui

paInquisip ‘emeunio
Ul UaJpjiyd|00yds L0E 09

sabej|n €
ul spjoyasnoy Go9ZL

ueyjseley ui sebe|)!
202 Jo ajdwes %g

sjueliqeyul y1L0€E
10 a|dwes wopuey

(sieak Lz> obe)
Aloyaie) useyuoN
uy seulblioqe gOEE

seu|bloge-uou
gbp 8¢ pue sauibuoqe
0L/ 19 jo uoneuiwexy

(sieak g1 obe)
ueJp|iyd |ooyds €L

(g1) ueder

Je1S8UOpUY|

(#1) eipu

(1) (uemee] jo
90UIAOIg) BUIYD

(12) eijensny

(91) elensny

+(8) eliesiSNY

sjusawwo)

BWOYILJ] UO SUONBAISS]O

Aiddns Jejem .o} Joyedipuj

a|dwes jo
az|s pue adA)

Aiuno)

A11qI88a39€ Ja1eM O} UORE|S] Ul BWIOYDR.) UO UoREULIOJU| Pays|ignd jo Alewwns 1| 3|qe]

10



‘ZI ebed ‘e sjoujooy v8g ,
*PaUIadUOD SBIPN)S BY) O) S30UBIB}BI Y} ase seseyjualed ul seinbiy .

dnoub |jews
B UIY}IM SJUBUIWIB)EP |BJUSWUOIIALS
0 @douanpu) 8y} BuiApuapt jo Aynoyia

| abe||IA w1 Ajisudiu| jo asealoap

We09J 10} 9|qIsuodse. SUOIIIPUOD

21WOU0230100S paroidwi ‘obesn sajem

jo satioba)ed je ul | abe||iA ul ueyy

¢ 8bejia uy seyBly esam suopesydwod
Jo 8ous|eAd.d pue ewoydel jo ANsusiu|

(2 obe||iA vl paulwexa
synpe g Ajuo) ebe 10} Juswysnipe
alinbes pjnom synsa. jo Ayjiqesedwo)

[NRQNOP SI 8d2UBIBYIP 8Y} 10} JUNOIJE O}
jueulwiL)ap ajbuls ay) se Jayem Jo 3|0l
8y} p|o syluow g} Ajuo sem | abejjia ut
Aiddns asuis {2 abe|pa ul 9%6g INOQE SA
weq Ajrep e pey | abej|ia ur uaippyo (1Y

Apmis s1y} ui uondwnsuog Ajrep ejdes
Jad pue aouejsip usamiaq diysuonejes oN

‘0@ ‘ede} ay) ueyy Apoq

ayy jo sued Jaylo jo Buiysem ‘deos

JO asn “Jaiem jo Ajljenb ypum pejeloosse
JOU Sem Bwoyoers} Jo Aousnbe.y

Buiysem

908} WOJ) J08YS OU pasn saljuenb

jo uojjewise ou ‘aoue)sip Buiseaioul
yum esusteas.d jo uoneroosse Guollg

$8|qRIJBA UONBHUEBS
ay} Jo AUB DUE BWOYIEL] JO 30USPIOUI
3y} usamiaq diysuoneias Juesyiubis oN

siedh 0g < pue pL—9 sdno.b

obe u| suofes||[dwod yim pue g>

pabe uaip(iys ul Ajisuajul sejeall e yiim

POIBIOOSSE SBM PlOYasSNoy ay} ul Jajem Jo

NOB| Y} {$804N0S 9AN09((09 Bursn ajdoad

uey) suoise| Buisieos ssa| eaey A|ddns
ployasnoy yum ajdoad ‘sebe||iA yioqg u|

Anep Buiyreq
asoy) buowe 9,z¢ ‘Aljeucisesdo Buiyjeq
a|doad u| Bwoyoeyy jo 8suejeaasd 9%,0.

L @be||IA ul %g pue g abe|lIA ul %py Sem
BWOYOB.} JO SBSED BAIJOR JO 9ous)eAdsd
‘19nemoy :sabe||IA yioq Ul esueleasd %001

2 abeyiia Ul %g'pL pue | abejiiA ul %G
SEM BWOYORI) Al-|| 86e}s jo sousjeAs.d
12 abe|A ul %18 pue | abejjA ul

%¢ 61 Sem Bwoyde) JO adua|eaald |[BIBAD

sdnoib ebe |je u) uondwnsuod

I8]EM 1SOMO| B4} YIIM POLBID0SSE SaSed

219A9s Jo asuaeaald sayby ! (w 0051 >

10} %2'1G SA %G'G9) W 00GL < 8oueisip
10} 1aybiy Aj3ybis Buioyoel} Jo 8ouapiou]

Aep Jaod 90u0Z yum pasedwod
‘Aep Jad 80U0> S9OB) JI9Y) Usem
OyM UBJP|IYD Ul BWOYDEI} 8I0W SBW} |'C

ulw 09 < Ul PaisA0d Saouesip
104 9°2 01 dn sadunos jo sadA |je Joy

90UB)SIP YUM SISBIIOUI OljeS SPPO |S||om
pajoejosdun jo siasn Buowe 3saybiy
BWOYoe.} AIojeWWE.UL JO 80Us|eAB.d

BUOZUY
ul uoneAlasal
€ ul sueipu| Ly

so|qelBA

uONEIUBS PUEB [BJUSWIUOIIAUS ZE 21) vsn

ulejunoy jediotunw sebe||IA siseo
a0 (adid 4o ||jem) A|ddns pjoyesnoH om} uy ejdoed 0082

(51 '6) eisiun)

e|doed g4

sjqey buiyreg j0 Buidwes wopuey (£4) uepng

eyep esioaud
J0 Yoe| !g 8be|jIA Ul Jeuosess
pue psywy| ‘| e6e||iA u) Juepungy

|eeAsues) ul sebej|iA

om) ul suosiad gyl (81) IV yinog

seJjl| 8 Jo

uondwnsuoo Ajiep ejded Jed pue

Aeme wy p 8a1nos ypum g ebe)|ia

‘seJyl| ¢ o uondwnsuoo eyided Jod

Aliep pue pjoyasnoy yoee jo W 00¢
uiyum Ajddns jedioiunw yum | abe|jin

sajqeliea A|ddns Jajem

104 Buriayip sebe
OM] JO yOBa Ul Spjoy

-asnoy ool jo Buidweg

(#) enbiquezop

uondwnsuos Ajiep ejdes
18d pue spjoyasnoy oju| Aj1ep
1ybBnoiq Jajem Jo aWN|OA ‘iB1BM

S8uo0z INoj ul
suosied 000} Inoge
yim spjoyssnoy 00¢ J0

J0 A)ddns urew ay wody esuelsiq Buiidwes wopuey (6) 099010
sedelyn
Ul S8IHUNWIWOD OM]
so|qelieA susibAy Ut (sieak gL > obe)
18yjo pue Bujysem aoe} jo Aouanbaiy ua.pjIyo 69 (02) ooxan
Buiysem aaej jo Aousnba.y
{e04nos jo adA} pue Aiddns (sieak g> abe)
jo @aunos Aiewiid sy} o) asuelsig uaLp|Iyd 9Ges {€2) wmejepn

1



A. Prost & A.D. Négrel

Trachoma and domestic water
Methodological issues

Although many reports assert that the provision of
water supply has been instrumental in the control of
trachoma, the published literature does not docu-
ment precisely the effect of such intervention nor
does it assess the magnitude of the contribution of
the water component to the end result.

Yet, in 1896, long before the agent of trachoma
could be identified, Stephenson (/9) in the USA
noted that “epidemic ophthaimia had been shown to
be often spread by imperfect washing arrangements”.
Much later, Bisley (2) reported from the northern
frontier district of Kenya a 100% prevalence of tra-
choma in children except in a small primary board-
ing school where only 30% of the children were
suffering from a mild degree of the disease. The
striking difference was attributed to the school rule
that every pupil should have his face washed in a
nearby permanent stream every day before school
inspection. However, very few authors have focused
on environmental and social factors in eye diseases.
Most papers acknowledge their role but seldom
establish a relationship between detailed epidemio-
logical observations and selected environmental
determinants, among which water availability can be
a qualitative (presence/absence) or a quantitative
one. Two types of studies are available: intervention
studies, in which the same population is examined
before and after changes have been introduced in the
water sector; and comparison studies using different
populations which are presumed to be comparable
except for their access to water. Intervention studies
provide better clues since they are exempted from
most of the biases and from many of the con-
founding factors which affect comparison studies of
the cross-sectional type.

Unfortunately, intervention studies of an accept-
able quality are rare. The introduction of hygiene
practices in an Australian school (8) seems to be the
only reliable one. A minimum of scrutiny is sufficient
to discard all other studies in this category. Among
them is the quotation, widespread in the literature,
that in Barabanki, Uttar Pradesh, India, “trachoma
morbidity dropped 90 percent following introduction
of a piped water supply in 1965”; the original data
indicate that the prevalence of trachoma was as low
as 3.3 per thousand population even before the inter-
vention, and that the above conclusion derived from
a few single cases has no significance (26). A similar
analysis calls for the rejection of another quotation
that “an increase in the availability of water and the
increased convenience of a piped supply failed to
materially affect the prevalence of trachoma among
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American Indians living in Blackwater, Arizona”;
the data indicate that in 1963, one year after each
house had been provided with at least one tap deliv-
ering safe water, the trachoma situation in the com-
munity was more or less similar to that in 1928 (7).
However, a sound comparison after 35 years does
not seem possible. In both cases, the quotations
made in the literature in support of either theory are
interpretations which go far beyond the conclusions
drawn by the authors themselves.

The material for assessing the impact of water
supply on trachoma consists almost exclusively (all
but one) of comparison studies. Following an exten-
sive literature search and a critical review of
published information, fifteen studies (summarized in
Table 1) met the following criteria: precise definition
of the population sample; clear indicators for water
supply, often allowing an analysis of quantitative
relationships; and trachoma diagnosed by specialists.

As regards the epidemiological interpretation of
the results, no study was exempt from bias and often
the validity of the conclusions could be questioned
because of, for example, huge differences in the size
of the clusters to be compared (323 and 58 480, or 50
and 2096) (I3, 18), or in the age distribution within
the clusters (/8) or of cross-sectional surveys carried
out in different places at different dates (13), lack of
cross-checking for observer’s variations (&), limited
accuracy of the diagnosis of early stages of trachoma
(4), and uncertainties concerning water utilization
(18). In all the studies, the main confounding factor
was the impossibility to isolate water usage and
water availability from other variables associated
with income and welfare, those benefiting from
greater availability of water tending to enjoy better
housing conditions, higher incomes, a socially higher
occupation for the head of the household, a higher
level of education, and to exhibit better hygiene
practices. For these reasons, the present review does
not attempt to apportion a share of the benefits to
the presence of water in the household environment;
and because of differences in the design of the studies
which make comparisons difficult, it only attempts
to determine for each study the trends in trachoma
endemicity in relation to the availability of water for
domestic use of the different population subgroups.

The use of a single parameter, whenever pos-
sible, makes comparisons easier. In this review, the
ratio of the prevalences of trachoma in population
groups exposed to different conditions for water

2 Delon, P.J. Epidemiology and mass treatment of communicable
eye diseases in Indonesia (unpublished document, WHO/SEARO/
TRACH/5, 1958).



Water, trachoma and conjunctivitis

Table 2: Prevalence ratios of trachoma cases from various studies, according to five different indicators

Country

Nature of
trachoma lesions

Prevalence ratio
(risk estimate)

Definition of exposure variables

1. Distance from water sources

India (74)?
China (7)

Malawi (23)

Morocco (9)

Morocco (9)
Tunisia (75): village 1
Tunisia (15): village 2

All stages
Active cases

Inflammatory cases
(age <6 years)

Active cases
Grave cases

Scarring lesions
Scarring lesions

2. Quantity of water (per capita daily consumption)

Mozambique (4)
Morocco (9)

Morocco (9)

Morocco (9)

3. Water quality
Indonesia®

China (7)
Malawi (23)

4. Personal hygiene

Sudan (77)
Mexico (20): Naranja
Mexico (20): Chaonil
Malawi (23)

5. Living standards
Australia (16)

Australia (27)

Japan (13)

Stages -V
Active cases (all ages)

Active cases
{ <15 years)

Grave cases
(> 15 years)

All cases

Active cases
Inflammatory cases
(age <6 years)

All stages

All stages (age 0—10 years)

All stages (age 0-10 years)
Inflammatory cases (age <6 years)

Follicular
Cicatricial
Follicular
Follicular
Follicular
Active cases
{age 0-11 years)
Active cases

(age 0-21 years)
All cases

31

29

5.9

125

Distance >200 m vs <200 m®

Distant source vs home connection
Distance >200 m vs <200 m

Distance >500 m vs <500 m

Distance >500 m vs home connection
Distance covered in >5 min vs <5 min
Distance covered in >30 min vs <5 min
Distance covered in >60 min vs <5 min
Distance >500 m vs <500 m

Distance >1500 m vs <1500 m

Two definitions (>500 m and > 1500 m)
Distant source vs home supply

Distant source vs home supply

Average 8 litres vs 14 litres
< 51vs > §1daily
<101vs >101!

< 5lvs >101

< 51vs > 51 daily
<101vs >101

< 51lvs >101

< 51vs > 51ldaily
<101vs >101

< 51vs >101

Households using wells vs piped water
Households using canals vs piped water
In-house supply from draw-well vs tap
Supply from unprotected wells vs boreholes
Supply from unprotected wells vs river

Less than 1 bath daily vs daily bath
Face washing <7 times a week vs >7 times
Face washing <7 times a week vs >7 times
Face washing <once/day vs 2 times

Aborigines in the lowest water access
grade vs the best

Aborigines in the lowest water access
grade vs the best

Aborigines in the lowest category for
waste disposal vs the best

Aborigines in the lowest category for
sewerage vs the best

Aborigines in the lowest category for
housing vs the best

Aborigines in zone | vs zone lit?

Aborigines in zone | vs zone Ill?

Urban schoolchildren with limited water
supply vs home pipe connection

Rural schoolchildren with limited water
supply vs home pipe connection

? Figures in parentheses are the references to the studies concerned.

» Actually 200 yards.

“ See Table 1.

¢ See footnote a, page 12.
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accessibility has been calculated from the original
published data (Table 2). In many studies, the exami-
nation for trachoma of population samples chosen
on the basis of water indicators would allow for the
determination of the relative risk associated with
the relevant exposure. However, the estimation of
the relative risk should be based on the incidence,
whereas the available surveys report on prevalence
rates. Thus, prevalence ratios have been preferred to
relative risk estimates and to odds ratios for method-
ological reasons. For the same reasons, confidence
limits could not be calculated.

Results and comments

Four indicators are related to water accessibility: the
distance between individual households and the
source of water, the average quantity of water used
per person daily, the quality of the water, and
hygiene practices related to water (bathing, face
washing). The prevalences of trachoma were com-
pared in population groups with various degrees of
exposure as measured by these indicators. In some
cases, the influence of each indicator could not be
separated from the overall social and economic con-
ditions (13, 16), and the results are presented under
the heading of living standards. Table 2 provides
prevalence ratios of trachoma in countries with
various exposure conditions.

Distance. There is a clear advantage in having a
water source at home compared with a distant
source. The study in Tunisia did not estimate the
distance between the water source and the house-
holds with no pipe connection, but showed a striking
difference in the prevalence of scarring lesions. A dis-
tance of more than 500 m in China (Province of
Taiwan) and any walking distance in excess of 30
minutes in Malawi seem to be serious risk factors for
trachoma. Data also show that the further the water
source, the higher the risk of trachoma. Ratios are
not comparable for similar distances in different
countries; a distance of 200 m seems to carry a
greater risk in India than in Taiwan or Morocco.
However, in any given situation the frequency of tra-
choma rises with increasing distance from the water
source.

Longer distances are also associated with infec-
tion at younger ages. In China, the peak prevalence
of active cases was observed in the 10-14-year age
group in families using a water source at a distance
of 100 m or more; the peak prevalence occurred in
the 15-19-year group in families where the water
source was less than 100 m. In Tunisia, the intensity
was greater in children under 5 years and com-
plications occurred more frequently in the 6-14-year
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age group in households which had no pipe connec-
tion. It is likely that an increased consumption of
water, especially for personal hygiene, is the factor
limiting the transmission of trachoma.

It appears that when the water source is far
away, there may be only a single collection of water
per day whereas several trips are likely when the
source is closer. However, several studies in our
series have failed to demonstrate a relationship
between distance and daily consumption (9). When
water is a limited commodity, mothers may value it
too much to use it liberally for hygiene, especially in
children. This attitude may persist even though
water is provided in sufficient quantities in the vicin-
ity of households, thus reducing the expected impact
of water intervention studies. An investigation into
this complex relationship in rural Africa (28) has
shown that water consumption tends to increase
when the journey time decreases. However, a plateau
is reached when the distance to the water source is
covered in less than 30 minutes, which is equivalent
to a maximum of about one kilometre. Only when
water is supplied in the household does consumption
increase further, but then it rises by a factor of three
or more.

Quantity. Here the evidence for an impact is not so
clear. The differences in water consumption do not
induce dramatic changes in the prevalence of tra-
choma, but the prevalence ratio is consistently
greater than unity when the effect of low consump-
tion levels is compared to high levels. In addition,
the authors of the Moroccan study concluded that a
higher prevalence of severe cases was associated with
the lowest water consumption in all age groups (9).
The data from Mozambique (4) also should not
be regarded as conclusive as there was no homo-
geneity in the samples; the per capita consumption
was an average value for the village, including the
whole range of consumption patterns. In addition,
late stages of trachoma, which could have resulted
from infections acquired before the test village was
supplied with a new water system 18 months before
the survey, were included in the study and may have
distorted the conclusions. A most interesting finding
of the study is that the water utilization for children’s
hygiene was most sensitive to changes in the per
capita daily availability of water; when the water
collection journey time was reduced from five hours
to 15 minutes, the total per capita daily consumption
of water increased four times, out of which the
amount used for bathing children increased 30 times.

Quality. Results from Indonesia and Mexico indicate
that the quality of water had no effect on the preva-
lence of trachoma. The higher risk in China



(Province of Taiwan) and to a lesser extent in
Malawi, associated with the use of wells, would
require additional supporting evidence that it was
independent of the effect of quantity.

Hygiene. There is no doubt that bathing, among
other individual hygiene practices, plays a significant
role in reducing the incidence of trachoma. Bisley (2)
suggested in Kenya that daily face washing could
reduce both prevalence and intensity in children.
Results from Mexico show that this impact was
associated with face washing and not with washing
of other parts of the body, and that daily washing
was necessary to manifest an impact on trachoma. In
Australia (8), the daily bath of schoolchildren also
showed a significant improvement in trachoma
assessed by the examination of conjunctival smears.
In the Mozambique study (4), it is not possible to
determine the prevalence of trachoma associated
with different bathing frequencies, but the prevalence
of trachoma in the village where only one third of
the children had a daily bath was two times higher
than that in the village where all the children had a
daily bath. On the other hand, the Malawi study
failed to demonstrate a significant impact from face
washing.

Living standards. Water, as one element in an overall
welfare situation, is not a discriminant factor for tra-
choma. Sewerage, housing, and waste disposal seem
equally important; income, education, and
occupation of the head of the household lead to
similar results. In these studies, access to large quan-
tities of water, or even unlimited access to water, is
linked to the improvement of a whole set of socio-
economic conditions, all of which contribute to a
reduction in the transmission of trachoma. Similar
observations in India (/4) showed a regular decline
in trachoma associated with rising household per
capita income. However, the same study indicated
that the impact of the distance to the water source
on trachoma persisted when the results were con-
trolled for income.

Conjunctivitis and domestic water

The assessment of the impact of water supply on
acute conjunctivitis is difficult because of the epi-
demic character of outbreaks resulting from the high
infectivity of the bacterial and viral agents, and
because of the seasonal pattern of the epidemics.
Moreover, epidemiological information is scarce
because the absence of debilitating complications
makes it a “mild disease”. However, conjunctivitis is
a disease of public health importance owing to its
frequency, the burden on the resources of the health

Water, trachoma and conjunctivitis

services (representing up to 15% of total outpatient
visits in health facilities in rural Africa), and the
associated cost to individual patients and the com-
munity.

Several studies on the impact of water supply
failed to document changes in the incidence of con-
junctivitis because of the small number of cases
during the study period (4) or because of seasonal
outbreaks (/0). Other studies provide results which
may appear conflicting. Majcuk (//) in Sudan
observed that the prevalence of conjunctivitis was
significantly lower in people bathing daily compared
with people bathing occasionally. Other authors
reported no change in the incidence of eye infections
during the year following the introduction of water
supply systems (0, 25). On the other hand, in Port-
au-Prince, Haiti, families faced with an accidental
10-week acute shortage of water did not suffer a
higher incidence of conjunctivitis than families un-
affected by this breakdown (22). Table 3 summarizes
the available information from these studies.

In general, the studies seem to show a trend
towards a reduced incidence of conjunctivitis when
water is available in unlimited quantity. However,
this trend never reaches the level of statistical signifi-
cance. There is also no indication that an improved
quality of water can reduce the incidence of conjunc-
tivitis.? Although water-borne transmission is known
to occur in places such as hospitals and nurseries
(27), it does not seem to play a major role in the
open environment.

A provisional conclusion is that there is no
scientific evidence that change in water supply influ-
ences the incidence of conjunctivitis. There is no evi-
dence supporting the 70% reduction attributable to
water improvements, as reported in textbooks. The
nature of the agents, their high infectivity through
interhuman contacts, and the epidemiological
pattern of these infections make such a reduction
unlikely. Thus, the broad category of conjunctivitis
cannot be used as an indicator to assess the impact
of water in a population.

Conclusions

This review of field studies shows that a decrease in
the risk of trachoma is associated with the following:
a reduction in the distance between households and
water sources, an increase in water consumption
(which often depends on the distance to the water
source), improvement in personal hygiene (such as
face washing), and possibly improvement in water
quality. The extent to which trachoma is reduced
depends on local circumstances including behav-

> See footnote a, page 12.
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ioural patterns and overall environmental condi-
tions. The extent to which this reduction is
measurable depends on selection of appropriate indi-
cators and analysis of confounding factors.

The type of trachoma lesion used by authors as
an epidemiological indicator varies, some referring
to all cases, ie., the overall prevalence in the study
population, and others to active cases, follicular tra-
choma and inflammatory cases, as opposed to grave
cases or scarring lesions. Some studies refer to the
entire population; others use age-specific prevalence
rates. These variations in the definition of indicators
may be responsible for the discrepancies in impact
assessment.

Several studies suggest that a more sensitive
indicator relating to water consumption is the inten-
sity of the eye infection, especially the inflammatory
reaction (2, 5, 8, 9, 15, 23), and not the overall preva-
lence of infection. The accuracy of the analysis is
therefore greater if it is based on only the intensity of
trachomatous inflammation.

This observation also provides a better under-
standing of the benefits of water availability. It is
unlikely that the provision of water in any quantity
can result in the elimination of trachoma from a
community because the infection is mainly spread
through interhuman contacts, flies, contaminated
clothes, etc. Water used for personal hygiene reduces
the spread of Chlamydia. Therefore, it is possible to
assume that providing water to a community will
reduce the intensity of the infection, thus leading to
fewer complications including blindness. Improving
the water supply can therefore change the epidemio-
logical pattern of trachoma from a severe blinding
endemic disease constituting a major public health
problem to a relatively mild non-blinding infection.

Another important outcome is the evidence that
the overall socioeconomic situation of the com-
munity (i.e., the living standards) is a much more
important risk factor for trachoma than water itself.
It means that water is a necessary condition to
reduce the risk, but that it is not sufficient to induce
marked differences. Changes result from the com-
pounded effect of behavioural and environmental
determinants (such as housing conditions, waste dis-
posal, hygiene practices, literacy, income level, etc.),
among which water availability is a key factor which
interacts positively with all the other elements.
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Water, trachoma and conjunctivitis

Résumé

L’eau, le trachome et la conjonctivite

Il est devenu banal de dire que dans une collecti-
vité affectée par le trachome, la maladie décroitra
spontanément si I'eau lui est fournie en quantité
suffisante. Cet article tente de retrouver les fonde-
ments bibliographiques d’une telle assertion. A
cette fin, quinze études concernant le trachome et
cing autres concernant les conjonctivites ont été
sélectionnées dans la littérature comme répondant
aux trois critéres suivants: définition précise de la
population étudiée; utilisation de paramétres per-
mettant 'analyse quantitative de la disponibilité et
de I'utilisation de I'eau; fiabilité du diagnostic des
maladies oculaires.

Le facteur climatique qui associerait trachome
et zones arides n’est pas entierement vérifié. Ni la
latitude, ni le nombre de journées d’enso-
leillement, ni les radiations ultra-violettes, ni la
pluviosité ne sont des déterminants du trachome.
Seul le coefficient d’évaporation parait directe-
ment associé a |'extension de I'endémie.

L'étude des relations entre I'usage domes-
tique de I'eau et 'incidence du trachome a nécessi-
té une ré-analyse des données publiées. Pour
rendre la lecture homogéne et faciliter la con-
paraison, un rapport de prévalence du trachome
(donnant une estimation du risque) a été calculé
pour une série de sous-échantillons de population
qu'il a été possible d’isoler a posteriori en fonction
de leur degré de relation avec I'eau. Ainsi, |’effet
de I'eau été évalué selon trois variables quantit-
atives caractérisant l'accessibilité de I'eau
(distance, quantité, qualité), une variable semi-
quantifiable d’utilisation de I'eau (hygiéne
individuelle), et un indicateur composite plus diffi-
cile a cerner (qualité de la vie).

Par-dela la disparité des résultats, une ten-
dance trés nette se dessine: il y a un moindre
risque de trachome quand la distance aux sources
d’'approvisionnement en eau se réduit, quand les
quantites utilisées augmentent, quand certaines
pratiques d’hygiéne sont plus fréquentes. Il y a
surtout une treés forte réduction de l'incidence du
trachome quand les niveaux de vie s’élévent et
que non seulement P'acces a l'eau s'améliore,
mais que [’habitat, I'évacuation des déchets,
I'assainissement, le niveau d’éducation etc. .. sont
meilleurs. Toutefois, I'eau reste un élément pri-
mordial de cet ensemble puisqu’a revenu égal une
moindre consommation d’eau est un facteur de
risque pour le trachome.

En revanche, pour les conjonctivites non tra-
chomateuses, aucune influence nette de la dis-
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ponibilité en eau ne peut étre mise en évidence.

Cette revue de la littérature n'apporte pas de
preuve irréfutable confortant I'argument souvent
avancé qu'un approvisionnement illimité en eau
réduirait de 60% la prévalence du trachome dans
les communautés qui en sont atteintes. Si I'on peut
dire que la disponibilité de quantités suffisantes
d’'eau réduit I'incidence du trachome, les observa-
tions de terrain ne permettent pas de chiffrer cet
impact.

Cela pourrait étre imputable a I’'absence d’un
indicateur a la fois fiable et sensible utilisable
dans les enquétes de terrain. La prévalence du
trachome dans I’'ensemble de la population n’est a
I'évidence pas cet indicateur. Les auteurs sug-
gerent d'utiliser de préférence lintensité de la
réaction inflammatoire dans un groupe cible, dont
I'age est a définir selon le contexte épidémiolo-
gique. L’expérience a montré que cet indicateur
était le plus sensible pour mesurer I'impact de
l'eau comme celui d’autres programmes
d’intervention.
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