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Abstract
Background: Trachomatous Trichiasis is a preventable and treatable late stage of trachoma infection, mainly exacerbating the condition of poor and
marginalized people. Given the hurtful nature of the infection, many countries, including Ethiopia, lack coherent data on the status of the problem toward its
targeted time of elimination. Hence, this systematic review and meta-analysis aimed to provide a comprehensive overview of the prevalence and determinants
of trachomatous trichiasis towards the elimination of trachoma in Ethiopia.

Methods: Based on the prede�ned criteria, electronic database searches on the peer-reviewed journal papers of an English version were reviewed on the
prevalence and determinants of trachomatous trichiasis among the adult population in Ethiopia from January 2015 to December 2020. After reviewing the
quality of the individual sources of evidence by three reviewers, the data items were extracted using a locally devised charting form. Data were synthesized
qualitatively and quantitatively in terms of publication year, design, study participants, and outcome of interest. Finally, quantitative results were pooled,
explored for sources of variation, tested for a potential source of in�uence of prevalence estimates and publication bias in the statistical meta-analysis using
STATA version-16 software.

Result: After the exclusion of 121 duplicates, 108 extraneous titles & abstracts, and removal of three articles for the reasons detected on full-text screening, ten
eligible studies were included for analysis. All the included studies were cross-sectional studies that took prevalence as the main outcome of interest.
Accordingly, the overall pooled prevalence of Trachomatous trichiasis was 1.80 % (95%CI=1.15, 2.44) while an individual prevalence estimate of the studies
ranged from 0.5% (95%CI= 0.42, 0.60) to 3.9 % (95%CI=3.82, 3.98). On subgroup analysis, the highest [3.76% (95% CI = 3.20, 4.41)] and the lowest [0.5%
(95%CI= 0.42, 0.60)] prevalence were respectively reported in Gambella and Somalia. The trend of the prevalence has demonstrated unstable pattern, while
there were no published studies on the determinants of trachoma trichiasis among adult over the speci�ed period of the review.

Conclusion: The prevalence of TT was signi�cantly higher than the elimination threshold in all regions of Ethiopia, needing further implementation to facilitate
roads toward the elimination.

Trail registration: CRD42021260802

Introduction
Trachoma is a neglected tropical disease that affects poor and marginalized populations around the world. The disease caused by infection with Chlamydia
trachomatis that propagates through personal contacts and by �ies that have been in contact with the discharge of an infected member of a human
community. Characteristically, it causes in�ammation in early childhood in the conjunctiva with subsequent scarring, corneal opacity, and blindness in adult
aged ≥ 15 years [1–5]. For the sake of simplicity and cost-effectiveness, the diagnosis and characteristics of trachoma infection were established using a
simpli�ed World Health Organization (WHO) grading scale. Accordingly, follicular in�ammation (TF), intense trachomatous in�ammation, trachomatous
scarring, trachomatous trichiasis (TT), and corneal opacity are �ve distinct stages in severity order. Of these stages, TT is a spectrum of the disease with
cicatricial entropion in the upper lids and usually occurred after the active trachoma was controlled. The condition commonly causes a poignant problem to
adult population of age ≥ 15 years, but rarely diagnosed in children [5, 6].

For the elimination of blinding trachoma in high-burden countries, WHO has been advocating and leading a harmonious implementation of surgery,
antibiotics, facial cleanliness & an environmental improvement (SAFE) strategy that supported simultaneously by a regular survey and operational researches.
However, despite having been prevented or cured relatively easily using these strategies, trachoma has continued to be the leading infectious cause of
blindness globally [11, 12]. Different study reports have also publicized that 200 million people are at the risk of suffering trachoma, while 1.8 million people
had confronted a visual loss; 450 thousand people had suffered irreversible blindness, and 3.2 million people needed TT surgery to avoid blindness and the
subsequent burden. The burden of trachoma on the affected individuals and communities can be measured by an impact assessment using the prevalence of
TF in children aged 1 to 9 years, TT in ≥ 15 years, and the overall prevalence among the total population. Moreover, the regular summarization of data from
prevalence, surveys, and researches contributes to indicate the propensity of a country towards the elimination of trachoma [14–16]. Affectionately, literature
noti�ed that WHO used the summarized data for the announcement of several countries that were well on their way to eliminate trachoma, and consequently
the countries on the trail of a global alliance with a prevalence of TT < 1 case per 1000 of ≥ 15 years and TF < 5% in children aged 1 to 9 years were received a
certi�cate of trachoma elimination. On the other hand, many countries including African countries have shown a steady kick-down of trachoma due to two
main factors; sub-optimal evidence generation and poorly controlled trachoma determinants like sanitation, overcrowding, and poverty [8, 16, 17].

To entail this international agenda, Ethiopia has established a taskforce, and aggressively been implementing numerous trachoma elimination activities
including survey and operational researches. This taskforce used to regularly summarize data and monitor the progress of implementation to ensure the
decline of the prevalence of TT below the elimination threshold. However, trachoma has continued to account for blindness and higher prevalence (6.2% of
TT) in a population aged 15 & older years in the country in different regions, especially in the disadvantaged populations [3, 4, 18].

Generally, individual researches on trachoma, generating summarized data on prevalence, and the conduct of detailed observational studies were
premeditated to contribute to the elimination of trachoma. However, there were no summarized data, particularly on the contemporary prevalence pattern and
determinants of TT in the Ethiopian population aged 15 years and older. Therefore, this systematic review and meta-analysis has aimed to contemporize
prevalence and determinants of TT among adult population in Ethiopia from January 2015 to December 2020. During the analysis of prevalence, the current
administrative subdivision of Ethiopia delineated with ten ethno-linguistic territoriality; namely Afar, Amhara, Benshangul- Gumuz, Gambela, Harari, Oromia,
Sidama, Somali, south nation’s nationalities & peoples region (SNNPR) & Tigray, and two chartered cities (Addis Ababa & Dire Dawa was used to characterize
the prevalence [19].
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Methods
Protocol and registration

The plan of this review was developed based on the guidelines of the center for review and discrimination [20], and based on the meta-
analysis report of observational studies in the epidemiological guidelines [21]. Similarly, the report of the way studies were selected followed the guidance of
preferred reporting items for systematic review and meta-analysis protocol (PRISMA- P) [22]. The study protocol was determined prior to commencement and
registered in the PROSPERO-International prospective register of systematic review. Consequently, the Prospero has endorsed an identi�ed & recognized
number as CRD42021260802 after some check-outs of similar existing review in their website.

Eligibility criteria

Peer-reviewed journal papers were included if they were conducted in Ethiopia and published between the period of 2015–2020 in publishing journals, written
in English, and involved adult participants. Original articles of quantitative, qualitative, or mixed study design containing data reports of prevalence and
determinants of trachoma among adults were included regardless of their settings. Papers were excluded if they did not �t into the inclusion criteria of the
study (should contain numerator and denominators of the prevalence for estimation of effect size). On the other hands, narratives, commentaries,
implementation reports, and essays were excluded from the review. Periodically, the review included only �ve recent years following the widest scale-up of
trachoma intervention activities by different stakeholders in these years than ever to succeed with WHO Get 2020 alliance. The review is also limited to
speci�ed geographic study areas because of great variability in epidemiologic pattern of the infection that follows the intervention momentum of each locality
[23].

Information sources, search strategies and selection of sources of evidence

Original peer-
reviewed articles published in English language journals from January 2015 to December 2020 were obtained from systematic searches of different electronic 
that include (PubMed, Google scholar, Scopus, HINARI, web of science, and worldwide Science) with full text in June 2021. The �nal search strategy for
PubMed was indicated in Table 1.    

Table 1 search approach and data extraction format

Information focus MeSH heading and search combinations

Study Subject Adult or ≥15 years age or Household head or Old ages

Outcome of interest Trachoma or Active trachoma or „TT  or determinants or Risk factors or associated factors

Study type Epidemiology or Prevalence or trend

Study design Cross-sectional or Observational or Longitudinal or Survey or census not (Review or Case report or Case series)

Location Ethiopia or Afar, orAmhara,orBenshangul-Gumuz, or Gambela, or Harari, or      Oromia, or Sidama,
or Somali, or SNNPR or Tigray, or Addis Ababa or Dire Dawa

 

All identi�ed articles from the searches were saved in a clipboard and transferred to reference manager software (Zotero) where the �les were externally
opened and systematically reviewed for screenings. The participants, context, concept, outcome, and study design framework were used to establish eligibility
criteria [20]. In order to be included, original peer-reviewed articles had to meet �ve criteria. First, the study considered prevalence among the adult population.
Second, the focus of the study was determinants of the prevalence of TT without co-morbidity. Studies that simultaneously studied the prevalence and the
determinants of trachoma and other infections were excluded due to our inability
to ascertain the independent effect of the factor on the pattern of the outcome. Likewise, studies that considered prevalence among different (non-adult)
population groups were excluded. Third, the studies conducted in urban, suburban, semi-rural, and rural settings were included, but all studies that clearly
stated they were covered all regions of the country were excluded. Fourth, at least one of the outcomes measured or �ndings reported in the study
was included. Fifth, only peer-reviewed articles written in English that describe original cross-
sectional and observational methods of research were considered. The grey literature, narratives, commentaries, or other document types such as reports, essay
In applying the eligibility criteria, two reviewers [Daniel Geleta (DG) with epidemiological experience and Netsanet Workneh (NW) with medical experience] have
reviewed these articles for selection. The �rst choice was from the title and abstract selection, and the second was from the full text selection. Any differences
between the two authors on study choice and data extraction were resolved through discussion and consensus.

Data charting and data items

A data-charting form was jointly developed by two reviewers to determine which variables to extract. The two reviewers independently charted the data,
discussed the results, and continuously updated the data-charting form in an iterative process. After the selection of articles, �rst author(s), year of publication,
region, study purpose, study design, characteristics of participants (adults), the sample size, measurement methods, and outcomes measured and analyzed
outcomes were recorded in a spreadsheet as in Table 2.

Study quality and risk of bias assessment
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The authors used the Newcastle-Ottawa quality assessment tool scale to evaluate the quality of the studies for cross-sectional studies
[24] in consultation with an existing tool for risk of bias assessment in prevalence studies on evidence of interrater agreement
[25]. The tool has three compartmental indicators. The �rst section is graded out of �ve stars and assesses the quality of the methodology of a study. The
second part of the tool is graded out of three stars and assesses the comparability of the studies. The last part of the tool is graded from two stars and
measures the quality of the original articles with respect to their statistical analyses. Cross-sectional studies with medium (ful�lling 50% of quality
assessment criteria) and high quality (≥6 out of 10 scales) scores were included for analysis. The �rst author appraised the quality of the
included studies and obtained validation from the second and third author. Similarly, an existing quality assessment tool was considered for observational
studies for the assessment of the quality [26].

Data synthesis and analysis

A narrative account of the included studies was prepared to present the pooled prevalence and determinants of TT. After the pooled prevalence, the pattern of
the prevalence was displayed by line graph to display the relation between prevalence and publication year. In the graph, the prevalence of the infection was
arranged from the earlier to the latest year of publication to implicate
the existing patterns of the infection. Further, the studies were grouped speci�cally by country administrative territory (region) to indicate the heterogeneity of
the studied across the region.

Statistical meta-analysis

The pooled prevalence of TT was calculated using stata-16 software for the current meta-analysis in �xed-
effects or random- effects model. A forest plot was used to visualize the individual and pooled prevalence of the studies with their corresponding 95%
Con�dence Interval (CI) for studies combined based on their methodological similarities. The statistical heterogeneity values of the included studies were
assessed by Q-static test & I2 statistics, and their corresponding 95%CI [28]. Having four quartiles of heterogeneity levels, the reviewers used a considerable
heterogeneity for the values of 75-100% quartiles. The �xed-effects model was indicated for the data that demonstrated the heterogeneity of values of two
lower quartiles and the random-effects model otherwise. Based on the individual study prevalence weight contributed to the pooled prevalence, Meta
regression was conducted to show trends of the TT for review years. Subgroup analysis was also performed using region, sample size and year of publication
to detect heterogeneity, followed by meta-regression to explore potential sources of heterogeneity. Finally, investigation of sensitivity was conducted through a
serial exclusion of each study from the meta-analysis to discover the impact of every included study on heterogeneity. Similarly, a reporting and publication
bias by a funnel plot and potential source of publication bias by Bigg s & Egger s test.

Results
Search results and selected source of evidence

The searches of the electronic databases hit a total of 253 records (Pubmed: 134, worldwide science116 and others 3). Of these, a total of 132 duplicates were
removed before a stage of titles and abstracts screening at which 121 studies were excluded. At the stage of title and abstract screening 108 articles were
removed, leaving only 13 studies for the full-text assessment. Hereafter, we retrieved a total of 13 full-text articles from our different libraries, and the full-text
screening stage led to 10 potential articles relevant to our review. There have been no additional articles excluded after full-text assessment for reasons as
mentioned within the �owchart (Figure 1). During the process of removal and exclusion, the main reasons were found to be the focus of the study [29– 36], the
site of the study [32,37–40], and the target study population [31, 33–40]. To this end, our full data evaluation accommodated 13 articles, whereof three articles
were excluded for target population and irrelevancy of the content [42, 46,47]. Finally, ten articles were doomed for quality appraisal, data abstraction, and
narrative account and meta-analysis stages [18, 48–56]. For ease of data management, the data from the included studies were summarized on the bases of
the �rst author, year of publication, region of study, study purpose, study design, sample size, response rate, study outcome (prevalence & determinant),
outcomes and outcome analyzed (Table 2).

Figure 1PRISMA �ow chart to illustrate the process by which articles were selected or rejected Description of included studies

Earlier studies of the included �ve articles were published in 2016[48–52] while the remaining three and two studies were published respectively in 2018[53–
55]& 2019[18,56].Publications were distributed across the regions, and accordingly two studies were published from Amhara region [18,54]while one article
published from Gambela [48], Tigray [49], Beneshangul [50], Somalia [55], Afar [53], SNNPR [52], and Oromia [51] regions with the remaining one study from
wider area of the country so has labeled as national level [18]. Most of the included studies(50.0%) were published in the year 2016 [48–52] while there were
no publications obtained and included in the year 2015, 2017 & 2020 (Figure 2). Regardless of their variation in region, all the included studies were followed a
similar protocol to establish the details of their participant population. In each study, a cross-sectional study design without repeated measurements or control
groups was used with the primary purpose of estimation of trachoma prevalence (ETP).Finally; the entire reviewed articles contritely didn t incorporate
determinants of TT among the adult population in the current review period in the study areas shown in Table 2. The study purposes of all included articles
were inspiredwith identi�cationof prevalence of trachoma using a community-based cross-sectional survey (CBCS). During the process of designing, the
amount of sample size varies across
every study. Accordingly, the sample size ranged from 3781[48] to241,139 [18] with no reported response rate for all included studies. In all the articles,
data were collected at the household level within areas with a total population of 100 to 250,000 as an evaluation unit. The prevalence
of trachoma with the simultaneous analysis of the prevalence of TT and TF were considered as outcomes at every evaluation unit [18,48–56].

Critical appraisal within sources of evidence
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All the included studies were assessed for the quality of respective participant selection approach, outcome of interest, and �ndings as reported in Table 2.
During the process of the assessment, each individual study were identi�ed with the placement of scienti�c & appropriate sampling method, adequate sample
size, and an appropriate method of data analysis (Annex1).All reviewers appraised every article independently using the pre-prepared format. After completion
of the independent work, the appraisal results were compared among reviewer that �nally provided with a strong quality rating of value greater than �ve (>5)
for all studies as presented on the right wing of Table 2[18,48–56].

 

Table 2 individual included studies with critical appraisal of individual sources of evidence

First author Publicati on

year

Region Study purpose Study design Sample size Respo nse

rate

Preval ence

(%)

Determi nants Outcomes

Abashawlet al[48] 2016 Gambell

a

ETP CBCS 3,781 No

report

3.80 Not

included

Morbidity

Sherif S. et al [49] 2016 Tigray ETP CBCS 28,581 No

report

1.70 Not

included

Morbidity

Adamu Y.et al
[50]

2016 Benesha

ngul

ETP CBCS 21,919 No

report

1.30 Not

included

Morbidity

Bero B. et al [51] 2016 Oromia ETP CBCS 127,357 No

report

0.82 Not

included

Morbidity

Adera et al [52] 2016 SNNPR ETP CBCS  

131926

No

report

1972 Not

included

Morbidity

Negash K. et al

[53]

2018 Afar ETP CBCS 16,905 No

report

1.20 Not

included

Morbidity

Nash S. et al [54] 2018 Amhara ETP CBCS 20,849 No

report

1.70 Not

included

Morbidity

Duale A.et al
[55] .

2018 Somalia ETP CBCS 53467 No

report

1.20 Not

included

Morbidity

Stewart A. et al

[18]

2019 Amhara ETP CBCS 208,265 No

report

3.90 Not

included

Morbidity

Meclod.et al [56] 2019 National ETP CBCS 241139 No

report

1.90 Not

included

Morbidity

Pooled prevalence of TT
The overall pooled prevalence of TT among adult population of Ethiopia was 1.8% (95%CI=1.15, 2.44) with high level and signi�cant heterogeneity (I2=
99.81%, p<0.001). Simultaneously, the individual prevalence estimates of each article were observed to range from 0.0% (95%CI= 0.42, 0.60) to 3.9 %
(95%CI=3.82, 3.98) while the weight contribution ranged from 9.29% to 10.11% for each individual article as indicated by forest plot in Figure 2.

Contribution of regions and national trend of TT prevalence

The contribution of each region to the pooled prevalence was signi�cantly deferent. Speci�cally, Gambella as reported by Abashawl contributed 3.76%
(95%CI=3.17, 4.41) [48] while it was 1.6% (95%CI= 1.45, 1.75) in Tigray and 1.3 % (95%CI=1.15, 1.46) in Beneshangulas reported by studies from Sherif [49]
and Adamu [50] respectively. Similarly, prevalence of 0.82 % (95%CI= 0.77, 0.87) contributed by oromia reported by Bero [51], 1.49% (95%CI= 1.43, 1.56) by
Adera in SNNPR [52], 1.4% (95%CI= 0.93, 1.38)by Nagashin Afar [53],1.7% (95%CI=1.53, 1.89) by Nash in Amhara[54], 0.5% (95%CI= 0.42, 0.60) by Duale in
Somali [55], 3.9% (95%CI= 3.82, 3.98) by Stewart in Amhara [18], and 1.9% (95% CI=1.84, 1.95) by Mecleod at national level[56](Figure 2). On the basis of
individual studies, the prevalence of TT demonstrated an unstable pattern of change over the �ve years of the review period. The prevalence had been high in
2016, declined in 2018, but hit the highest record in 2019, and commenced declining in 2019 as portrayed by Figure 3.

Subgroup analysis and investigation of heterogeneity

Based on the administrative division of the country, subgroup analysis using random-effects model was conducted and explored
the level of variations among nine regions (Figure 4).Accordingly, the highest TT prevalence (3.76% (95% CI = 3.20, 4.41)) was observed in Gambella region,
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followed by the Amhara region with a 3.50% (95% CI = 3.42, 3.57), and the lowest (0.82% (95% CI = 0.77, 0.87)) in Oromia region. In the group analysis,
signi�cant heterogeneity was recognized between regions (I2 = 99.81, P <001) (Figure 4). However, since each region represented only by one or two candidate
articles, the results for intragroup heterogeneity remained consistent with the result of pooled prevalence (Figures 2 & 4).

Sensitivity testing

Sensitivity analysis was computed through a serial exclusion of each article from meta-analysis to estimate the stability of the pooled effect against decision.
Accordingly, though there was no a pretty change on the results two studies, however, have slightly reduced the value [18,48]. To �nd out the potential source
of heterogeneity, further analysis (a univariate Meta regression analysis followed by multivariate analysis) on two variables (year of publication & sample
size) have identi�ed a sample size as a potential source of heterogeneity while year of publication was not (Table 3).

Table 3 Meta regression analysis output on factors associated with heterogeneity of Prevalence of TT among adults in Ethiopia

Variables Coe�cient P-value [95%CI]

Year of publication 518.257 0.222 -396.025,    1432.54

Sample size .022 0.006 0.0085755, 0 .0357267

Constant -1045522 0.222 -2889310,    798266.8

Publication bias
Publication bias was assessed using a funnel plot that conventionally recommended as a rule of thumb for a minimum of 10 studies in meta-analysis to
differentiate real symmetry distribution from occurrence by chance [57]. Consequently, the conduct of the procedure visualized presenting the meta-analysis
result containing ten articles that demonstrated a symmetric distribution of the studies along the funnel plot which envisage the absence of evidence of
publication bias (Figure 5).

Discussion
In the current systematic review and meta-analysis, researchers reviewed all published data on the prevalence and determinants of the TT in the adults aged
15 years and above in Ethiopia. During the review, the researchers have recognized the existence of extensive trachoma elimination activities in Ethiopia
between 2015 & 2020[18]. However, the activities did not include extensive data on extensive samples or use a robust study design on the TT determinants.
Most of the identi�ed articles were conducted under the lead of local trachoma implementing partners with little involvement of academic institutions, and
only cross-sectional study designs were used to identify the prevalence trachoma including TT [18, 48–56]. The overall pooled prevalence of the country
(1.80%) was found to be higher than the international elimination threshold (< 1%) [7]. particularly, the TT prevalence was about 1.96 %, 1.7% and0.1% higher
than the pooled prevalence in Gamibella, Amhara and national level in respective order than the pooled prevalence. However, TT prevalence in Oromia,
Benshangul-gumuz, Afar, Tigray, Somalia and SNNPR was lower than the pooled prevalence. Further, when compared with WHO trachoma elimination
threshold that indicated TT prevalence < 1% per 1000 population, the pooled prevalence surpassed by 0.8%[2].when compared to other countries, the current
pooled results was also higher than study reports in Senegal[58] but lower than study result conducted in Keniya [59].

The position of these variations could be explained by several reasons where the predominant reasons might be theendemicityhistory of trachoma in the area,
and current level trachoma intervention activities of particular region [15]. Additionally, the time period of the study could also matters especially in Gamibella
and Tigray; meaning, the studies were conducted in the 2016 whereas the implementation activities have been continued to date with paramount reduction of
the prevalence. It was also noticed that the prevalence of TT varies among the regions where the possible source of variation was explored to be the sample
size. In regards to this variation, though the a design parameters for population based-survey was uniformly endorsed for all trachoma endemic countries,
individual country might deploy the design with few modi�cation in reference to topography, general healthcare system, environmental sanitation and
characteristics of the study population [60]. Regardless of their variation among the regions, the results have been used for comparison of themomentum of
thetrachoma program implementation with reference to the WHO trachoma elimination threshold, and has contributed to elimination activities[18, 48–56]. As
the trachoma program guideline indicates, surveys are expected after every six months of trachoma-related activities to control cases of TT and general
trachoma elimination activities that could consequently lead to a su�cient number of published articles [22, 41]. However, from the current review, the
numbers of studies conducted in the latter years were even lower than the earlier years while the prevalence of TT was at an incoherent increase. As compared
to the other regions, the Amhara region published two of the included articles, and recognized as the region where a higher number of researches conducted
regardless of the paucity of researches in the country in general[30, 33]. This might be related to the higher prevalence of trachoma in the region [63].

The included articles were simultaneously analyzed for all age categories to identify the prevalence of the TT where the condition could be based on different
outcomes. All of the articles included were entirely based on the design that relies on the participants  self- reported responses and can be judged as
ontologically inconvenient. Additionally, none of the studies have incorporated laboratory tests for estimation or con�rmation of the infection. The review also
recognized that most of the articles have missed stating tool validation on outcome measurement, and in most cases, the authors did not provide detail
statistical evidence to envisage their �ndings[18, 48–56].Moreover, studies were conducted at the household level using district as an evaluation unit and
generally referred to estimate the prevalence ofTT at the regional level, supportinga decision-making process on whether to continue or stop trachoma
intervention activities at the community level. The number of sample size used by the articles during the study werevary across the regions with the minimum
sample size of 3781being in Gambella [48] and the maximum sample size 208,265 in the Amhara region [18].Regardless of similar objectives& designs
among the piloted studies. The standard response rate de�nition, which is acceptable if the survey is 10–15%, was not reported in the studies included.
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Similarly, for all included studies, morbidity was the single standing-alone outcome that analyzed while it was possible to visualize the further amount of
analysis. However, the reviewed articles have assisted the trachoma elimination activity implementing partners to specify the prevalence of TT in the �eld and
consciously apply respective TT elimination activities [16, 64].

Strengths and limitations of the study

The review was conducted by two reviewers to summarize and made the data ready for use for decision making during the salient time of trachoma
elimination. The review has explored all available evidences and included only evidences of good quality. However, the numbers of included studies were
de�cient with some of the studies missing some important variables in proportion, and consequently, limited the scope computation of certain analysis.
Further, following the scare systematic review and meta-analysis on the current thematic area, we have compared the current �ndings with the results of none-
systematic review and meta-analysis studies.

Conclusions And Recommendations
Based on the current systematic review and meta-analysis the overall pooled prevalence was higher than the WHO elimination threshold and continued a
public health problem in all included regions of Ethiopia. The researchers could also identi�ed that the prevalence of TT entirely varies across regions due to
the deployed number of study participants, and the prevalence is poignantly higher than the pooled result in majority of the regions with unstable trend of
occurrence. To the scope of the current systematic review and meta-analysis, there was no evidence to de�ne the determinants of TT among the adult
population in the study area. Therefore, high-quality research is in need to fully describe the contemporary patterns of trachoma among the adult population in
Ethiopia. The researchers also recommend observational studies to explore temporal conditions that in�uence trachoma elimination and advocate
implementers to step in and stop the condition.
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Figure 1

PRISMA �ow chart to illustrate the process by which articles were selected or rejected
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Figure 2

forest plot of the pooled TT prevalence among 15 year & older population in Ethiopia

Figure 3

Patterns of TT prevalence through 2015 to 2020 year of publication among adult population in Ethiopia

Figure 4

Subgroup analysis of TT prevalence by region in Ethiopia
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Figure 5

funnel plot of meta-analysis output for ten included studies


