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Table 5: The STROBE Statement—checklist of items that addressed in studing this title” Prevalence and associations of 

active trachoma among rural preschool children in Wadla district, northern Ethiopia” 

Item    Number   Recommendations   

Title and Abstract 1 a). Prevalence and associations of active trachoma among rural 

preschool children in Wadla district, northern Ethiopia: a community 

based cross-sectional stud  

b). A total of 596 children aged 1–5 years living in 30 of Wadla’s 150 

rural villages were screened for signs of active trachoma using a cluster 

sampling technique. The prevalence of active trachoma in Wadla 

district was 22%. Low economic status, being 37–48 months old, 

livingin a house with thatched roof, once-weekly face-washing 

frequency, having a face that had not been washed for longer than a 

week, and not using soap were associated with active trachoma 

Introduction        Background/rati

onale 

2 Trachoma is a neglected eye problem and an important cause of 

preventable corneal blindness. In endemic areas, cycles of infection 

with ocular strains of Chlamydia trachomatis progress to scarring, 

trachomatous trichiasis and corneal opacity. The infection primarily 

found in children, with late-stage disease more frequently seen in adult 

women than adult men, possibly because of women’s greater time 

spent in proximity to children. Preschool children hold the main pool 

of ocular C. trachomatisinfection. 

Objective  3 The aim of this study was to assess the prevalence and associations of 

active trachoma among rural preschool children in Wadla district, 

north Wollo zone, Amhara. 

Methods   Study design 4 Community based crossectional study design  

Setting  5 Rural wadla district  

Participants  6 Children aged from 1 to 5 years old 

Variables  7 Dependent variables –Active trachoma 

Independent variables –Enviromental, behavioural, socio-demographic, and 

economical characterstics  

Data  8 The source of the data was both children and their mothers/care givers. 
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sources/measure

ment 

Hence, the study was a primary study. A physical examination was taken to 

identify whether children have sign of trachoma or not. Variables that have 

association with trachoma were assessed using interview checklist  

Bias  9 Only rural  children were considered to control confounding at population 

level 

A cluster samplin design was used to control confounding at design level 

Biviriate and multiviriate logistic regression was performed to control 

confunding ata analysis level 

Study size 10 The population proportion formula used to get the total sample size. 

However, later we consider cluster-sampling method, and the size was 

higher than the calculated size. 

Quantitative 

variables 

11 The quantitative variables were age, number of children, and amount of 

water. However, those variables grouped to certain categories. The reason to 

group these variables were their frequency, and in considering litratures to 

provide better conclussion.    

Statistical 

metods 

12 A). A univariable analysis model were carried out, and variables that 

had p-value<0.25 in binary logistic regression model were included in 

themultivariable logistic regression analysis. 

b). Potential co-linearity wasalso considered and tested using multi co-

linearity in considering tolerance and variance inflection factor (VIF) 

c). Missing data were managed during data collecion, and data entry 

phases. All the data collectors and investigators were checking the data 

every evening for the data they collected during the day. The data 

investigators were check the data during data enry to epi-data  

d). The data and the sample strategy were fited to logistic regression 

model. Variables with a p-value < 0.05 in multivariable logistic 

regression analysis considered as statistically significant. 

e). NA 

Results   Participants   13 a). A total of 499 Households were included for survey. From the 499 

households, there were 610 children who are eligible for the study but only 

596 were examined for sign of active trachoma. The remaining 14 children 

were not examined for sign of trachoma. 
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b). Those 14 children were  whether they were not availalbel at the time of 

data collection, and at the re-visit time or were sick during the survey. 

c). The study area were had 30 selected villages for the study, and the sample 

size were 273, but when we use cluster sampling size, we studied 596 

children 

Descriptive data 14 A). Five hundred and ninety-six preschool children from 499 

households were examined. More than three-fourths (383, 77%) of 

households had male heads. The range in the number of residents per 

household was 2–10 with a median of five. The range in the number of 

1–5-years old children per household was 1–3 with a median of one. 

All 499 families were Amhara in ethnicity and followed Ethiopian 

orthodox Christianity, and 325 (65%) of fathers and 380 (76%) of 

mothers were unable to read and write. Four hundred and sixty-six 

(93%) of fathers were farmers and 16 (3%) of fathers were government 

employees.  

B). NA 

Outcome data 15 Cross-sectional study- 130 out of 596 were positive for signs of active 

trachoma  

Main results 16 a). On binary logistic regression analysis (unadjusted), lowest 

economic status, being inthe age group of 24-36 months, the father 

being unable to read and write, the mother being unable to read and 

write, living in a house with a thatched grass roof, fly in the house, and 

MUAC of children <13.9cm were associated with active trachoma. On 

multivariable logistic regression analysis (adjusted), only poor 

economic status (AOR (95% CI), (3.80 (1.27-11.42)), being in the age 

group of 37–48 months (4.21 (1.47-12.03)), living in a house with 

thatched grass roof (4.40 (1.42-13.59)), and presence of a fly in or 

nearby to the home (4.6 (2.1-9.9)) increased the odds of active 

trachom. 

b). Age and MUAC were grouped. The boundry for MUAC consider the 

WHO cut point for well nutrional status, and malnutrition. The cut point for 

age considered in reffefrring previously conducted studies  
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c). NA 

Other analyses 17 NA 

Discussion  Key results 18 The objective of this study was to assess the current prevalenceof 

active trachomaand to identify its associations among children aged 1–

5 years in rural communities of Wadla district. The prevalence of 

active trachoma in this age group was 22%, [95%CI, 18–25%], 

whereas the prevalence of TF was 21%. 

Limitations   19 Unfortunately, we did nothave any entomological data for this site. 

Other limitations of our analyses include our reliance on self-report for 

many of the exposure variables, and the exclusion of children aged 6–9 

years. Yet, this research estimates the prevalence of active trachoma in 

preschool children, and its associations, for the attention of policy 

makers interested in trachoma elimination in Wadla district.  

Interpretatios  20 The prevalence of active trachoma among rural preschool children was 

high, suggesting that active trachoma is still a major public health 

problem in Wadla district. Environmental factorswere found to be 

associated with active trachoma. This might suggest an ongoing need 

for implementation of the F&E components of the SAFE strategy for 

trachoma elimination in this district. 

Generalisability  21 The study can be generalisabile for rural children in which the hygiene level 

is low. In addiition, it considers only pre-school children and it is 

ggeneralisabile for pre-school children not for school age children. 

Other 

information 

Funding   22 a. Mekelle University, College of health science  

b. Wadla Woreda Health office  

 


