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EXECUTIVE SUMMARY

The first annual Program Review for The Carter Center-assisted trachoma control programs
was held on 10-11 February 2000 at The Carter Center headquarters in Atlanta. The
objectives of the Program Review were to assess the status of each national trachoma control
program, identify challenges encountered in creating national trachoma control programs,
assess impediments and problems in program implementation and discuss solutions, as well as
to promote sharing and standardization of information with a particular focus on indicators for
program monitoring and evaluation. Discussions on the “F” and “E” components of the SAFE
strategy' were highlighted during this Review.

National trachoma control program coordinators representing the ministries of health of Ghana,
Mali and Niger attended, along with The Carter Center’s principal partner in Khartoum, Sudan.
In addition, The Carter Center’s resident technical advisors and country representatives from
Ethiopia, Mali, Niger, Nigeria and Sudan participated in the meeting. Representatives of the
Conrad N. Hilton Foundation, Lions Clubs International Foundation (LCIF), Pfizer Inc., the
International Trachoma Initiative (ITI), the World Health Organization (WHO), Helen Keller
Worldwide (HKW), HealthNet-Sudan, the U.S. Centers for Disease Control and Prevention
(CDC), and Emory University also participated. President Carter greeted the participants by
speaker telephone during the meeting.

Each country program prepared a half-hour long presentation on the history and current status of
its national trachoma control program, followed by one hour of discussion by all participants.
While each of these national programs is being assisted by The Carter Center (among other
partners), the national coordinator presented information on their entire programs, including
activities being supported by other partners. The presentations included epidemiological data
and sociological studies on trachoma in each country, and an update on the status of program
interventions being undertaken. Plans for monitoring and evaluation of the program and
program partnerships with other ministries and international development organizations were
also presented. Discussions included successes, constraints, and challenges of the country
programs as well as program goals and objectives for the year 2000. At the end of the meeting,
the participants made recommendations for each of the countries on how to improve their
trachoma control efforts and how to strengthen the “F” and “E” components of the SAFE
strategy being implemented by the national program.

Since this was the first such annual Program Review to be held for these Trachoma Control
Programs, which are all just getting underway, the available data were limited, but a solid
beginning was made. These Proceedings provide a record to help document the maturation and
future accomplishments of these programs.

'SAFE is the acronym for:

Surgery to correct trichiasis

Antibiotics to treat inflammatory trachoma (topical tetracycline or oral azithromycin)
Face and hand washing to prevent transmission of chlamydia, and

Environmental activities to improve access to water and household sanitation.



INTRODUCTION

The Carter Center Trachoma Control Program began its activities working in collaboration with
the ministries of health of Ghana, Mali and Niger in 1998 with support from the Conrad N.
Hilton Foundation. In 1999, thanks to the Lions-Carter Center SightFirst Initiative, the Center
expanded its trachoma control activities to begin assisting Ethiopia and Sudan. The Carter
Center works directly with national governments, local Lions Clubs and other partner
organizations to achieve control of trachoma through community-based interventions, operations
research, and advocacy.

Based on experience from the Guinea Worm Eradication and River Blindness Control Programs,
The Carter Center maintains an emphasis on health education and community mobilization —
enabling and encouraging people to help themselves. To this end, the Center assists national
trachoma control programs in conducting epidemiological, sociological and operations research
studies. These studies include prevalence surveys, and knowledge, attitudes and practices (KAP)
studies to obtain baseline information on trachoma. The Center also assists ministries of health
in implementing interventions to control trachoma, with an emphasis on the “F” and “E”
components of the SAFE strategy.

One of the basic principles followed by The Carter Center is to work in partnership to help
implement health programs. The Center works closely with ministries of health wherever
possible, particularly with the national coordinator of the trachoma control program. The Center
also collaborates with other international organizations working in trachoma control and
blindness prevention such as Christoffel Blinden Mission (CBM), Sight Savers International
(SSI), the World Health Organization (WHO), Swiss Red Cross, Orbis, International Trachoma
Initiative (ITI), Helen Keller Worldwide (HKW) and World Vision International (WVI). The
Conrad N. Hilton Foundation and Lions Clubs International Foundation (via the Lions-Carter
Center SightFirst Initiative) are the primary donors supporting The Carter Center’s trachoma
control activities.



MALI
Presented by Dr. Doulaye Sacko, director
PNLC/MSP, Mali

Assessment

Like many sub-Saharan countries, blindness is a major public health problem in Mali. Isolated
blindness surveys conducted between 1980 and 1990 indicated that 14,400 people (1.2% of its
population) were blind. The main causes of blindness are cataract (45%), trachoma (25%), and
glaucoma (9%). To address the problem of blindness in the country, the MOH established a
national blindness prevention program in 1994. There have been major efforts to include primary
eye care services into the basic health care services. Therefore, 500 health personnel with no
former background in eye care were trained in primary eye care services to serve the population.

In terms of trachoma control in particular, Mali established a national trachoma control program
in 1996, which was integrated into other blindness prevention activities. In 1998, a national
committee against trachoma was created under the trachoma control program. The committee
includes representatives from the ministries of education, environment, rural development and
water, and NGOs such as Helen Keller Worldwide (HKW), The Carter Center, Institut
d’Ophtalmologie tropical d’Afrique (IOTA), Sight Savers International (SSI) and WHO. This
committee works closely with UNICEF, International Trachoma Initiative (ITI) and Edna
McConnell Clark Foundation.

A national prevalence survey on trachoma was conducted in February 1996-May 1997, and it
confirmed that trachoma is a serious problem in the country. The survey showed estimated TT
cases to be 2.5% of women >15 years, estimated number TF/TI cases to be 34.9% of 0-10 year
old children, and 85,000 persons with trichiasis in need of surgery (map, graph, Tables 1 and 2).

Interventions

The prevalence survey has enabled the program to determine its priorities and set target
objectives for the year 2000: an estimated 550,000 children under 10 years of age will benefit
from ophthalmic antibiotic treatment and 2,000 people will obtain trichiasis surgery among
85,000 trichiasis cases (1,500 trichiasis surgeries were conducted in 1999). Other program
objectives for 2000 include to train 15 trichiasis surgeons, to conduct Zithromax™ distribution in
selected target populations (total of 800,000) in Koulikoro region, to strengthen training on
trachoma intervention strategies at all levels, to establish monitoring and evaluation, and to
improve intersectorial collaboration.

In order to address the F and E components of the program, the national program has been
collaborating with the national center for community health education and conducted a KAP
study in 1997 to help develop health education messages for trachoma in Koulikoro Region. The
program restarted its Information Education Communication (IEC) campaign in January 1998 in
Koulikoro Region by training 80 community health workers on trachoma. Another KAP study is
planned in Koulikoro Region. The program intends to strengthen health education strategies for



trachoma and conduct advocacy for environmental improvement in 2000. HKW is involved in
school health in all of the areas where it is assisting trachoma control efforts.

Major challenges identified by the program are the lack of political support and lack of personnel
to implement the SAFE strategy.

Recommendations

o The national program should make an effort to increase the rate of trichiasis surgery in order
to reduce the overall backlog of patients requiring surgery..

o The national program should request an assignee from the MOH to provide programmatic
support to the national coordinator.

e The program should invite UNICEF to be part of the trachoma control committee.

Additional Note
It is expected that UNICEF will help with trachoma control in the Gao Region.




Proposed Areas for Trachoma
Control Interventions - Mali

TOMBOUCTOU

Shaded areas indicate regions of intervention



“USWIOM UI T8(]} JO 9%,(S SI USUI J,T, JO 9oud[eaard jey) 9Jewnss Sy} uo paseq
8661 ‘97 A1eniga,] payusseld VLOI pue weidold UONUSAdL] SSUpUlfg [euoneN
‘1661 ABIN-9661 A1eniqay ‘AsAns euwioyorI) [euoljeu 3y} Jo S)nsal Areurwrpaxd :901n0g

00L°S8 %05°C %06 ¢ [ej0L,
001 %0L°0 %0C 9V [epr2-0eH)
00S°CT %0C 1 %0L°1¢ nojonoquioy,
00S°01 %0L'1 . %01 vY ndoy
000°C1 %081 %01°€C n0398
000°61 %06°C %0L 1€ OSSEIS
000°€T %06'¢ %06 € OJONINOY]
00S°L1 %0€"€ %0S T sokey

(i) SISBIYOLI) JO SASBD | (SIBAK G < UIUIOM) (sxeak QT- ( UIP[YD)

JO JqUINU PIeUWnSH 1L JO 2ud[eAdI] LL/AL JO ddud[esdad SuoI3NY

we1301J [013U0)) BWOYIL.L], HeJAl
BJE(] IUIBAIIJ vUIOYIRL], JO Arewiuing




1L B

410

siea A ul aby

e 8 £ 9 ¢ v ¢ ¢ 1 P

6 - 0 sebe usamjaq
|1 pue 41 jo uoinqisig

abejuadlad



GHANA
Presented by Dr. Maria Hagen, national coordinator
Trachoma Control Program, Ghana

Assessment

The National Eye Care Program started in 1991 with the establishment of an eye care secretariat
and a national coordinator. This secretariat is responsible for all National Prevention of
Blindness Programs and reports to the Institutional Care Directorate and Public Health
Directorate in the Ministry of Health. The broad objective of the program is to provide a
comprehensive package of eye care services and increase delivery from 40% to 60% of the
population by 2001. Currently, there are 75 eye care centers throughout the country, 40
ophthalmologists, and 190 ophthalmic nurses. There are also trained health and non-health
workers (general medical practitioners, community nurses, community based volunteers) in
primary or basic eye health.

Cataract and glaucoma are the major eye problems in Ghana, followed by trachoma. Trachoma is
found to be prevalent in the hot and dry areas of the northern part of the country, in the Northern
(NR) and Upper West (UWR) Regions especially. Peculiarly, the Upper East Region located
next to these two regions is relatively free of trachoma (and Guinea worm), resulting probably
from its geographical configuration (increased water supply).

Estimates of trichiasis and TF/TI cases cannot be determined from available data. Therefore,
plans for conducting trachoma prevalence studies in the Northemn Region and Upper West
Region are underway (map).

Interventions

Present records do not reveal the number of people with TF/TI treated with antibiotics since
antibiotics are also used for other forms of conjunctivitis. One hundred to one hundred twenty
people had trichiasis surgery in 1999. However, there is a need to determine the total number of
trichiasis cases in the country in order to measure the impact of the intervention and know the
trichiasis case backlog. The planned prevalence studies will identify trichiasis cases in need of
surgery in selected study areas.

As a result of a trachoma control meeting, a National Trachoma Control Task Force, composed
of national and regional ministry of health staff including Health Education (Ghana Education
Services) and Health Research units, ophthalmologists, water & sanitation and partner
international non-governmental organizations (NGO) and chaired by the head of the Disease
Control Unit was established in December 1998. The goal of the trachoma control initiative is to
climinate blindness due to trachoma. Specific objectives include to increase the capacity for
trichiasis surgery, to reduce prevalence of active trachoma and to collaborate with other agencies
to implement the F and E components of the SAFE strategy. Partners in the Trachoma Control
Task Force include The Carter Center, Swiss Red Cross, Christoffel Blinden Mission (CBM),
World Vision International (WVI), Sight Savers International (SSI), International Trachoma
Initiative (ITI), WHO, UNICEF and Department for International Development (DFID). This
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task force seeks to ensure that trachoma control activities are implemented in the field and
integrated into the health care delivery system until a national trachoma control program is in
place. In order to facilitate trachoma control activities, a trachoma control manager living in
affected areas, as well as focal regional and district personnel responsible for trachoma need to
be appointed to work with regional and district health management teams and implement
trachoma control activities on the ground.

There have been isolated data from previous studies in Daboya District in 1996 and Yapei in
1997, both in the Northern Region, indicating the presence of trachoma. At the end of 1999, a
trachoma rapid assessment was conducted in Northern and Upper West Regions to prioritize
communities for specific interventions in relation to the SAFE strategy. This study was
conducted in 122 sub-districts in the two regions (one community per sub-district) of which 70%
needed some sort of intervention within the SAFE strategy. Indicators examined included the
presence of TT cases, TF/TI cases and dirty faces of children. Other studies also included a
Zithromax ™ distribution trial in West Daboya sub-district and a KAP study, which included a
focus group discussion and household surveys on trachoma in all five districts of the UWR.
Preliminary findings from the focus group discussion indicate communities are aware of
trachoma and trichiasis, and identified local terms for the diseases. Communities stated their
beliefs on the cause, spread and health seeking behavior for trachoma. Main problems identified
were limited access to health resources (distance and cost) for the communities, leading patients
to use traditional remedies first. Outreach health workers occasionally visit communities but do
not address eye problems and only give referrals.

The KAP studies are to prepare for developing health education materials. In 1997, an annual
prevention of blindness awareness activity focused on onchocerciasis and trachoma.

Future activities planned for the Ghana Task Force include prevalence studies, to be conducted
in the UWR and NR, a KAP study in the NR, application to the ITI for Zithromax™ donation,
and the training of eye care professionals (10 ophthalmic nurses) in trichiasis surgery. Tumu and
Wa Districts will pilot the SAFE Strategy in UWR; Savelugu, Tolon and Tamale Districts in NR.
Prevalence studies to provide baseline data have already begun in these 5 districts.

Recommendation
¢ The Trachoma Control Task Force should pursue its efforts to conduct prevalence surveys in
NR and UWR.

11
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NIGER
Presented by Dr. Abdou Amza, Ophthalmologist
Chu-Hopital Lamorde, Niger

Assessment

A blindness prevalence survey conducted in 1998 showed that approximately 198,000 persons
(2.2% of the population) suffer from blindness in Niger. The major causes of blindness are:
cataract (45%), trachoma (25%), and glaucoma (22%). A national blindness prevention program
was established in 1987 with nine ophthalmologists and 60 trichiasis surgeons of whom 20 are
ophthalmic nurses. The program works closely with the Trachoma Control committee, which
was formed in 1999 by the Ministries of Health, Water and Social Development and Education.
International partners such as The Carter Center, Lions, Helen Keller Worldwide (HKW),
Christoffel Blinden Mission (CBM), African Muslim Agency (AMA) and WHO are also
member of the committee.

A national trachoma prevalence survey was conducted in eight regions, including in the capital,
Niamey from 1997 to 1999. Findings indicated 43.7% of children under 10 years had TF/TI and
1.7% of women over 15 years had trichiasis (Table 1 and 2). The highest prevalence of trachoma
was identified in Zinder, Diffa and Maradi Regions (maps).

Interventions

A KAP study was conducted in 1997 in Zinder, with the assistance of HKW, focusing on
communities’ perceptions of surgery. Health education materials were developed based on the
findings. In 1999, 704 trichiasis surgeries were conducted (707 in 1998). Although all health
facilities receive antibiotic ointment, it may be used for many purposes making it difficult to
estimate the number of ophthalmic antibiotics specifically for trachoma. The program plans to
intensify interventions in Zinder, Diffa and Maradi, which were found to be the most trachoma
endemic regions. The objectives include: to perform surgeries on all TT cases detected; to treat
all trachoma cases with ophthalmic ointment; to implement trachoma related hygiene/sanitation
activities; to establish a trachoma map — based on prevalence studies, to conduct KAP studies in
Diffa and Maradi; and to train and equip personnel to reach present objectives.

Identified constraints that may hinder the trachoma control program include patients’ limited
access to health facilities and health personnel (including surgeons), insufficient number of
surgical kits, cost of surgical intervention, reluctance by patients to have surgery, unreliable
supply of tetracycline, poor supervision at all levels, insufficient clean water supply, poor
hygiene and sanitation behaviors, religious constraints and logistical problems.

The challenges to the program are thus to enhance acceptance of trichiasis surgery by patients,

increase compliance with six weeks tetracycline treatment by patients through an intensified IEC
campaign, and increase access to clean water supplies in rural areas.

13



Additional Notes

The Nigerien Trachoma Control Program (TCP) needs to set goals, obj ectives and targets for the
program and have a guaranteed budget to meet all its needs. In addition, the program needs to set
its indicators to measure success based on its capacity.

TCP plans should emphasize setting up training objectives (supervisors, health workers,
volunteers), and monitoring the number of villages reached, with coverage rate and number of
health education sessions conducted.

HKW has assisted health education about trachoma in five districts of Zinder Department since
1996. They plan to extend assistance for health education and surgery to two more districts in
the same department in 2000.

Recommendations

e Trained trichiasis surgeons did not obtain surgical kits to perform surgeries after their
training. The program should guarantee these supplies are available for trained personnel.

e The program should invite UNICEF to be part of the national committee, especially for
community based interventions and water and sanitation.

14
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SUDAN
Presented by Professor Mamoun Homeida, national coordinator/onchocerciasis
Academy of Medical Science and Technology, Sudan

Assessment

For more than 17 years, poverty and civil war have devastated the infrastructure and economy of
Sudan. Among the services damaged by this political situation is health care. In spite of having
one ophthalmologist in every state supported by the Government of Sudan, there are few, if any,
preventive services. In many areas of southern Sudan, health services are provided through the
Operation Lifeline Sudan/South (OLS/S) consortium. OLS/S includes 30 NGOs which, along
with UNICEF, implement health programs for, and in collaboration with, the local populations.

Trachoma has long been considered a serious disease in Sudan, affecting a large percentage of
the population in all parts of the country. Prior to 1999, information on trachoma was mainly
extrapolated from hospital and clinical records, as well as anecdotal information from both
government and OLS/S medical personnel. In preparation for the Lions SightFirst proposal in
1999, The Carter Center assisted the Federal MOH to conduct a prevalence study in two hyper-
endemic regions, Malakal and Wadi Halfa, in the south and north of Sudan, respectively (map).
The study in Malakal found that 45% of children between 1 and 10 years of age had active
trachoma, and 10% of women over 30 had trichiasis. In Wadi Halfa, 47% of children between 1
and 10 had active trachoma, and 2.4% of women over 30 had trichiasis. These findings in both
the north and south of Sudan surpass the WHO thresholds for declaring trachoma to be a serious
public health problem.

In OLS/S supported areas, anecdotal reports from health care personnel suggest that trachoma is
widespread and severe. There are limited scientific data available on eye infections in general,
however 12-18% of clinic visits recorded monthly by NGOs are for unspecified eye diseases. As
part of a larger health study conducted in the Lankien district in Upper Nile State by one NGO
(Christian Mission Aid) data indicated high levels of both inflammatory trachoma and trichiasis.

Interventions

In order to address the problem, a trachoma control program was established for the government-
controlled areas based on the experience gained from the onchocerciasis program and based on
the National Onchocerciaisis Task Force (NOTF) and Guinea worm eradication model. A
Trachoma Technical Consultative Committee was formed in June 1999 to oversee technical and
coordination issues of the program. A senior ophthalmologist, an epidemiologist, a clinical
pharmacologist, a health educationalist, The Carter Center representative and staff from the
MOH make up the Technical Consultative Committee. The main international partners in the
trachoma control program are The Carter Center and Lions Clubs International Foundation
(LCIF).

The program is planning to have a series of activities including to conduct KAP studies and

develop health education materials, train workers and volunteers and start community education
and mobilization. The program needs to intensify health education for face washing, including in
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areas where water is easily accessible. Previous experience has shown that Sudanese villagers
will not comply with topical treatment for eye disease. Therefore, the program intends to
establish an oral antibiotic treatment strategy as part of the implementation of the SAFE strategy
in Upper Nile, Wadi Halfa and displaced persons camps (near Khartoum). The TCC strongly
believes that Zithromax™ needs to be obtained for a successful program in Sudan.

Trachoma control activities in OLS/S supported areas will be coordinated and monitored on
behalf of the Sudan Trachoma Task Force by The Carter Center/Nairobi. The program will be
implemented in selected areas by partner NGOs, which may include Christian Mission Aid
(CMA) and MedAir, both of which have well established primary health care programs in the
target communities. Each NGO will implement the entire SAFE strategy, integrated into
existing programs. The Carter Center’s Nairobi and Lokichokio (Kenya) offices will work with
both NGOs on research, training, surveillance and treatment activities. As in the National
Onchocerciasis Task Force and Guinea Worm Eradication Program, the national coordinator in
Khartoum will speak for the program of all Sudan.

The challenges the program faces include: inability to access villages due to war and rain; the
nomadic nature of the community, the lack of access to clean water; lack of compliance with
ointment, forcing the program to rely mainly on oral antibiotics; and difficulties in targeting
mobile communities to provide effective health education messages and other services.

Additional Note
The program needs to identify a contact person for trachoma in Sudan. The GOS should be
represented at WHO meetings on trachoma.
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ETHIOPIA
Presentation on Carter Center activities
By Mr. Teshome Gebre, country representative, The Carter Center, Ethiopia

Assessment

The prevalence of blindness in Ethiopia is thought to be among the highest in the world. An
estimated nine hundred thousand people (1.5% of the population) are blind and six million suffer
from low vision. Although a nationwide population-based prevalence study has not been
conducted, health clinic data suggest that the major causes of blindness are cataracts (40%) and
trachoma (30%). The Prevention of Blindness Team of the Ministry of Health estimates that
there are one million cases of trichiasis and 10 million cases of active trachoma requiring
treatment in Ethiopia. Nonetheless, the Ministry of Health still does not recognize trachoma as a
major public health problem.

Curative eye care services in Ethiopia are very limited. There are only 54 ophthalmologists (43
of whom work in the capital) and 46 ophthalmic medical assistants (11 in the capital) serving 60
million people. Even more importantly, preventive eye care services are practically nonexistent,
and there is no national health policy addressing eye disease and eye care services

Program Structure

In 1986, the National Program for Prevention of Blindness (NPPB) was established as a
centralized vertical program with 39 technical and support staff. In 1993, the NPPB was
reorganized under the ministry’s Department of Epidemiology as the Prevention of Blindness
Team with one team leader and two experts. Currently, reorganization is underway, combining
blindness prevention with work on other diseases, further reducing the status and capacity of the
Prevention of Blindness Team. There is as yet no national trachoma control program, nor is
there a national coordinator of trachoma control activities. One of the challenges the trachoma
control initiative faces is the fact that trachoma is not recognized as a public health problem by
the government. There is no support from the government and the ministry of health in
improving eye care services. Currently, there is no health policy addressing eye diseases and eye
care services. The shortages of eye care services and equipment, as well as eye care
professionals are major constraints. In addition, the absence of regional coordinators for
prevention of blindness activities increases the difficulty of working on eye health in rural areas
where affected communities live. However, an informal national prevention of blindness task
force has been created by various organizations working in eye health. The informal task force
includes representatives of the Lions Clubs of Ethiopia, CBM, Orbis International, The Carter
Center, and Help Age/Ethiopia. The ministry’s Prevention of Blindness Team leader is an active
and important member of this task force. WHO and UNICEF will soon be part of this informal
task force.

The MOH is now highly decentralized, including the organization of eye care services. Regional
health bureaus, zonal health departments and woreda health offices are responsible for providing
eye care services to the population. These administrative levels have not been very effective in
implementing prevention of blindness activities due to a lack of manpower and resources. It is,
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therefore, very important for new trachoma control initiatives to train and assist health care
personnel at the peripheral levels.

Interventions

Since the beginning of Lions-Carter Center SightFirst initiative, The Carter Center- Ethiopia has
been working closely with the Ministry’s Prevention of Blindness Team as well as members of
other NGOs working in trachoma control, and Ethiopian Lions Clubs. The Carter Center in
Ethiopia plans to assist the MOH to implement the SAFE strategy in Amhara and Tigre Regions
(map), with an emphasis on the “F” and “E” components. Specific obj ectives in this
collaborative effort include assessing the magnitude of trachoma and blindness in selected areas
by conducting prevalence studies, conducting KAP studies, establishing a trachoma surveillance
system, developing health education materials and organizing school health programs in the
intervention areas. The Carter Center is also involved in trachoma control through the Ethiopian
Public Health Training Initiative, The Carter Center-assisted national program which assists
colleges and public health training centers in capacity building, redesigning teaching curricula
and producing training materials. Currently, the program is working on a trachoma training
module for health workers.

Additional Notes
The shortage of eye professionals should not hinder a trachoma control initiative which is
directed toward preventive, rather than a curative, interventions.

In order to address the “S” component of the SAFE strategy, the local Lions-Carter Center
collaboration could be used to encourage Lions eye camps every year with a mobile team of
health workers conducting trichiasis surgeries in addition to surgeries conducted by the regional
hospital.

If selected areas for intervention correspond to Guinea worm (GW) endemic areas, GW
volunteers could be used to collect and transmit monthly data once a surveillance system is
established.

Recommendation

e The Carter Center should play an advocacy role through the informal task force to urge the
MOH to recognize trachoma as a serious public heath problem in the country. The Carter
Center should work with the regional MOH to demonstrate the gravity of the problem by
conducting prevalence studies. These findings should be used as advocacy tools to
demonstrate the extent and the urgency of the problem to the MOH.
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“F” AND “E” OF THE SAFE STRATEGY

As part of the trachoma SAFE strategy, the F and E components, facial cleanness and
environmental hygiene, are very important interventions because they focus on primary
prevention. In addition, they can be implemented in the field even before the A and S
components. Countries can begin implementing preventive activities as soon as endemic areas
are determined. Trachoma Control Programs should emphasize that in addition to controlling
trachoma, other health benefits, such as the reduction of other diseases can be obtained by
improving hygiene and sanitation, and increasing availability of clean water. The major
challenges are to find out how to reach people, how to convey messages, and how to help people
adopt preventive behaviors. At the individual level, it is important to stimulate
individuals’concern and knowledge of how to protect themselves and their families from
trachoma. At the community level, creating community awareness and understanding of
activities that may affect whole communities is key to the success of health education and
community mobilization activities.

To obtain positive results from interventions on the F and E components, we must first
understand the communities, in order to identify what motivational factors would be effective for
them to make changes in their health behaviors and environment. Questions such as “what is it
about clean faces that communities like?” or “what is it about latrines that people like?” are key
in determining communities’ perceptions of the disease’s risk factors and of potential
interventions. Are people in the community motivated by seeing children with clean faces? Are
they concerned about a dirty environment? Raising these type of questions will help identify the
motivational factors that trachoma control programs should use when reaching out to endemic
communities, taking into account that these factors may vary from one setting to the other. This
process may be a gradual endeavor, but will lead to successful sustainable interventions.

Various strategies have led to demonstrable changes in human behavior. These strategies,
although different in every country, would be useful if shared among countries. How are these
interventions done in different countries? Examples that have been shown to be effective include
participatory approach, child-to-child approach, and school health education. Multiple media and
community settings should be used to convey health education messages to at-risk communities.

In preparing health messages for trachoma, it is important to develop clear, succinct, well
thought out messages. Messages should emphasize the potential benefits of the activities. For
example, washing faces will lead to the reduction of conjunctivitis; or, building and using
latrines may reduce flies. These activities should also be linked to improving hygiene, implying
other benefits as well. Looking at the experience of the onchocerciasis control and Guinea worm
eradication programs, the objective for the onchocerciasis program is to give each endemic
community member Mectizan™. All messages support activities intended to encourage
communities to take the drug, emphasizing the results of not getting the disease and to cut off or
reduce symptoms in infected persons. In the Guinea worm eradication program, messages
emphasize filtering water and not going into water sources with Guinea worm. Similar clear and
specific messages targeting trachoma should be developed as well for the TCP. While
developing and implementing these messages, it is important to establish a way of measuring
how effective these interventions based on face washing, reducing flies and improving the
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environment contribute, are in inducing behavior change and ultimately reducing trachoma.
Indicators measuring the progress of “F” and “E” interventions need to be standardized and set
from the beginning of trachoma control programs.

In working with issues on environmental improvement, which includes building latrines and
providing safe water, trachoma control programs will face challenges in linking health activities
with other government agencies working on latrines or water supply. From past experience, it is
difficult for ministries of health to motivate other ministries to target their involvement in health
programs. In order to achieve this collaboration, trachoma control programs should collect and
use necessary information as advocacy tools to encourage other groups to participate in trachoma
and other health activities. Data collected should be readily available to demonstrate the urgency
and need for various sectors to be involved in preventive efforts. Later, data showing impact of
the preventive efforts and acknowledging the contributions of the other agencies should also be
given prominent attention. This aspect of rallying other agencies for trachoma is important
because some of the necessary interventions may be beyond communities’ capacity, for example
on interventions such as water supply. The involvement of other organizations should not be
limited to ministries only, but should include international organizations and NGOs, as well as
other donors.
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MONITORING AND EVALUATION INDICATORS

In launching and implementing Trachoma Control Programs, it is essential to develop program
indicators to measure the progress, impact and outcome of the various interventions. In order to
measure the effect of specific interventions, there is a need to link indicators with each
component of the SAFE strategy. TCPs should decide which specific indicators to use for
reporting in their programs. Programs should take into account the feasibility of collecting data
for these indicators in terms of financial and human resource requirements, and the periodicity in
terms of the disease progression, and environmental barriers. In this initial stage, it is important
to conduct operations research at the community level to identify which type of indicators
programs should follow over time to monitor progress and to determine at what level these
indicators should be collected.

As many TCPs are launched in various countries, programs should achieve consensus about
which key standard indicators will enable all the countries to compare the status and progress of
their programs with one another on each component of the SAFE strategy. At the outset, all
programs should have baseline data in order to measure the gradual progress of the programs.
These indicators could be also used as advocacy tools for governments and donors to
demonstrate the extent of the problem and reinforce support from interested parties. These
standardized indicators used by the different programs may be different from or in addition to the
countries’ other programmatic indicators.

Overall Prevalence Indicators
Any TCP should have baseline data on trachoma with specific figures for prevalence of TT, TS
and TFTL According to WHO, trachoma is considered to be a serious health problem when

e Greater than 20% of children between one and ten years have TFTI

e Greater than 30% of women 30 years of age or older have TS

e Greater than 1% of women 40 years of age or older have TT

Eight sets of indicators were proposed by The Carter Center at this Program Review for

discussion and testing by the programs participating in the review meeting. These suggested

indicators are

- Percent of women over 15 years old with TT

. - Percent of children1-10 years old with TF/TI

- Percent of TT target population having received surgery.

- Percent of TF/TI target population treated with antibiotics

- Percent of target villages having received health education

- Percent of children 1-10 years old with clean faces (no ocular or nasal discharges, or flies on
faces when observed)

- Percent of endemic communities with most (>50%) households having a toilet or covered
latrine available

- Percent of endemic communities with most (>50%) households having a water source within
1 kilometer of the household
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Indicators For Surgery “S”

Discussions on the above indicators included issues regarding WHO recommendations for
examining only women over 40 years for TT. The reason given for the age cut off was to avoid
diluting the figures since most people who get TT are older. Some programs felt limiting TT
screening to persons over 40 years old would result in missing TT cases below 40 years of age as
some country programs observe TT cases in people as young as 10 years old. In order to follow
WHO guidelines and detect all TT cases, the screening could encompass all ages, and the
programs could adopt their own programmatic indicator including women under 40 for TT, and
maintain the WHO standard indicator to compare with other countries. Thus the age group used
for reporting TT for the programmatic needs of the country would be different than the one used
for reporting following WHO standards. This method would enable countries to include TT cases
under 40 and provide them with the necessary services.

Another issue on indicators for surgeries of TT cases was some country programs’ reporting
simply the number of TT surgeries conducted. This indicator would have more significance if the
denominator, which should be the total number of TT cases in the country (or an estimate), is
included, modifying the indicator to the percent of TT surgeries conducted during a specific time
frame, e.g.:

Percent of TT surgeries conducted = Number of TT cases operated per year
Number of estimated TT cases in country

Even if this percentage is very small, it will indicate the magnitude of the problem and the high
number of TT surgeries that need to be done. The increase of this percentage figure would
indicate the progress achieved by the program if the estimated number of TT cases remains
unchanged. If needed, the denominator can be specific to a certain population, such as a
particular region or district.

In addition to this indicator, country programs can adopt their own target objective for the
number of surgeries to conduct for one year and use this indicator to evaluate their own
performances depending on feasibility and resources available, e.g.:

Percent TT surgeries achieved = Number of TT surgeries conducted that year
Number of surgeries planned to be done that year

Therefore, countries could use both indicators, the percent of TT surgery conducted and the
percent of TT surgeries achieved; the first indicator to compare their progress with that of other
country programs, and the second one to measure their own progress according to the objectives
set by them.
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Indicators For Antibiotics “A”

Regarding indicators for antibiotics, there needs to be two kinds of indicators covering oral and

topical antibiotics. In the case of azithromycin, the number of persons treated divided by the

target population or population at risk could provide the percent of target treatment achieved.

However, most countries are using tetracycline ointment, thus need to have indicators to measure

its use for trachoma. A series of questions arise when examining this issue.

- If the number of people treated with the ointment is measured, what would be the
denominator and which population would it represent?

- Would programs assess the number of tubes available at health centers? How would this
indicator assure that the ointment has reached trachoma patients without being distributed for
other diseases?

- Would counting the number of tubes distributed to health centers be an indicator that the
ointment was specifically used for trachoma? Would it be easier for programs to track
ointment distribution systems or tubes distributed to individuals or village health workers?

- If used by a patient, how do programs measure the compliance of the patient in using the
ointment for six weeks? How would programs measure the effect of ointment use for TF/TI?

- Should programs track the number of active trachoma cases in communities where ointment
is made available? If yes, how frequently?

- Should programs track the number of health centers with ointment and number of villages
that have access to ointment?

In order to develop sets of indicators for antibiotics, countries need to evaluate the resources they
have available, identify which indicators would best measure their progress in providing
community members with antibiotics and set up a data collection system at the community and
health center levels.
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APPENDIX I

The Disease

Trachoma is the world’s leading cause of preventable blindness. The World Health Organization
estimates that 6 million people are blind due to trachoma, most of whom are women, and another
540 million — almost 10 percent of the world’s population — are at risk of blindness or severe
visual impairment. Trachoma is caused by repeated infections of the eyelids by the bacterium
Chlamydia trachomatis, and can be prevented through simple hygiene. Most cases occur in
rural, arid areas of developing countries, such as the Sahelian region of Africa, where access to
clean water is limited.

The early, acute stage of the disease is called inflammatory trachoma, and is most common
among children. Women are repeatedly exposed to inflammatory trachoma in their role as
primary caretakers of children. It is therefore not surprising to find that women develop chronic
trachoma two to three times more often than men. Trachoma is transmitted through discharge
from the eyes and nose of infected individuals which may be passed to others on hands, towels
and clothing, or by flies which are attracted to ocular and nasal discharges. As a trachoma
patient’s eyelids are repeatedly infected with chlamydia, subsequent scarring of the conjunctiva
deforms the eyelid margin, resulting in eyelashes turning inward and rubbing against the cornea.
This condition, called trichiasis, causes pain and scarring of the cornea, which eventually leads
to blindness.

Recent developments have brought new hope that we can effectively control this disease. In
1987, eye care experts and the World Health Organization (WHO) developed a simplified
trachoma grading scale, which facilitated and standardized the diagnosis and identification of all
stages of trachoma. In 1996, WHO established the GET2020 Alliance, which brings
international non-governmental development organizations, donors and researchers together to
work collectively in controlling trachoma. In addition, with support from the Edna McConnell
Clark Foundation (EMCF) and WHO, the SAFE strategy was created to control trachoma
through community-based interventions.

Another important development was the finding that the oral antibiotic azithromycin, taken once
or twice annually, is as effective in preventing chronic trachoma as six weeks of daily treatment
with tetracycline eye ointment, the previously recommended therapy. To assist ministries of
health in implementing the “A” component of the SAFE strategy, the International Trachoma
Initiative (ITI), formed through the collaboration of EMCF and Pfizer Inc, is managing a
significant donation of Zithromax, Pfizer’s brand of azithromycin, for treatment of trachoma in
selected developing countries.
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APPENDIX II

9:00 - 9:30

Mali

9:30 - 10:00
10:00 - 10:50
10:50 - 11:20

Ghana
11:20 - 11:50
11:50-1:00

1:00 - 1:50

Niger

1:50 - 2:20
2:20-2:50
2:50 - 3:40

F&E
3:40 - 4:40

5:00-7:00
7:00-8:30

Ethiopia
9:00 - 9:30

9:30-10:20
10:20 - 10:50

Sudan
10:50- 11:30

11:30 - 12:20
12:20 - 1:20

Other Items
1:20 - 3:20

3:20 - 3:50
3:50-4:30

AGENDA

Thursday, 10 February 2000

Welcome and introductory remarks

Mali Presentation
Discussion/recommendations
Coffee Break

Ghana Presentation
Lunch in Copenhill Café

Dr. Donald Hopkins
Dr. James Zingeser

Dr. Doulaye Sacko
Dr. James Zingeser

Dr. Maria Hagan

(Group photo and optional tour of The Carter Center)

Discussion/recommendations

Niger presentation
Coffee Break
Discussion/recommendations

Discussion; the “F” & “E”

aspects of the SAFE strategy
Reception at The Carter Center
Conversations at The Carter Center

Friday, 11 February 2000

Ethiopia (Role of The Carter Center)
Discussion/recommendations
Coffee Break

Sudan

Discussion/recommendations

Lunch in Copenhill Café

Discussion: Program Monitoring
and Evaluation Indicators

Coffee Break

General conclusions/reflections
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