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reported having adequate water for hygiene purposes. Water
availability was reduced in the study area during a severe
drought in 2015-2016.

Participants. Similar to TANA II, the randomization unit was
the state team, a government-defined demographic unit
consisting of approximately 50 households and termed
community in this report. Communities were drawn from three
arms of the TANA Il trial: annual mass azithromycin distribu-
tions, biannual mass azithromycin distributions, and annual
azithromycin distributions targeted to preschool children.
Communities were eligible if < 1 functional improved water
source (e.g., HDW, borehole, and protected spring) was pre-
sent within the borders of the community and a suitable area
for a HDW could be identified. Remote communities, defined
as those that were so far from the main road that a site visit
could not be made without staying overnight, were excluded.
All willing households in the eligible communities were in-
cluded in the census for the trial.

Randomization and masking. Communities were ran-
domized in a 1:1 ratio to acommunity HDW or no intervention,
stratified by their randomization arm from the TANA Il trial.
Randon)ization was performed in May 2014 by J. D. K. using
ther s function in Microsoft Excel (Redmond, WA). Alloca-
tion was concealed by enrolling all communities before ran-
domization. Because of the nature of the intervention, study
participants were not masked. The field examination teams
were not informed about the purpose of the study or ran-
domization allocation. Masking of all laboratory staff was
achieved by labeling all specimens with a 6-digit random
number.

Intervention. Local water officials recommended that we
construct HDWs based on their knowledge of the study area
and given the limited budget of the study. A geologic survey
was performed with the assistance of local water officials in
April 2014 in all eligible communities to identify locations
where a HDW would likely provide water. An attempt was
made to find locations for water points that were close to
dwellings and far from existing water points, but in practice,
this was not always possible. A potential site for a HDW was
identified in 14 communities, which were subsequently en-
rolled in the present trial and randomized (Supplemental
Figure 1). Local contractors licensed by the local water office
were hired to build the HDW according to local specifications.
All HDWs were capped, equipped with a hand pump, and
protected by a fence. Local community members and the
woreda water of
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the three functional water points, water flow was measured to
be 10, 19, and 21 L per second at the final study visit. Diffi-
culties with water production were thought to be atleast in part
due to the severe drought affecting Ethiopia during the study
period. No harms or unintended effects were reported in either
study arm during the trial.

A household survey was performed in a random sample of
households from all 14 study communities at the 24-month
monitoring visit, in the dry season (Table 2). This survey found
self-reported travel times for water collection to be slightly
lower in the intervention arm, with approximately three-quarters
of households reporting traveling less than 30 minutes in the
intervention arm compared with about half of households in
the control arm. Ultimately, however, the survey demonstrated
little difference in water consumption or face-washing behav-
ior between communities in the two treatment arms across
a variety of indicators. Most households in intervention com-
munities continued to use non-study water points.

Community-level estimates of TF + Tl and ocular
Cl r’ ;"i’ . are shown in Table 3. At month 24, chlamydia
infection among 0- to 5-year-olds was not statistically signif-
icantly different between the two groups, with a pseudo-
median of 23% (95% CI: 6-32%) in the HDW group and 13%
(95% Cl: 6-19%0) in the control group (Wilcoxon rank-sum test
P > 0.99; primary intention-to-treat analysis). The prevalence
of ocular chlamydia was on average 8% higher (95% CI: 5%



the three communities with a functional water point for the
entire year (Table 3).

DISCUSSION

We were unable to demonstrate that construction of HDWs,
performed as a sole intervention without other hygiene pro-
motion activities, prevented transmission of ocular chlamydia
in this small cluster-randomized trial. We found no evidence to
suggest that water point construction alone resulted in any
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