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SAFE in Amhara Region, Ethiopia 

Presented by Mr. Tesfaye Teferi, Senior Program Officer, The Carter Center Ethiopia 
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Table 1. Program Achievements in 2013 

Indicator 
Ultimate Intervention 

Goals (UIG) 

Amhara Regional Program (All TCC-
Supported) 

Target Achieved  

Persons operated 560,278 110,754 44,867 (40%)  

Surgeons trained N/A  110 0 

Doses azithromycin distributed 
during MDA  

16,361,459 (2014 target) 
16,518,561 15,318,259 (92%) 

Doses tetracycline distributed 
during MDA  

337,113 359,374 (106%) 

Villages with health education  3,459 3,459 3,459 (100%) 

Household latrines built 4,469,438 551,172  141,970 (26%)  

 
 

Figure 1.1

 

 

 

 

 

                                                           
1 See Appendix V for UIG definitions 
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Surgery (S) 

Of 167 mapped districts, 156 districts have a TT prevalence greater than 1% among adults ages 15 years and 
older. The program completed 44,867 surgeries in 2013, 40% of its targeted 110,754 surgeries. All surgeries 
were supported by TCC. At the current rate of surgeries per year, it will take the program six years to clear 
the backlog of 280,881 patients. In 2013, the program was successful in conducting an inventory of all TT 
surgical kits in order to identify and replace missing pieces.  

Antibiotic Therapy (A) 

Out of 167 mapped districts, 147 have TF �•�������� among children ages one to nine years; 12 have TF 
prevalence between 5-
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Targets for 2014 and Plans to Meet Targets  

Surgery (S) 
�x Operate on 61,537 trichiasis patients, all with Carter Center support 
�x Train 41 surgeons, all with Carter Center support 

 
Woredas with a large backlog will be prioritized for surgical outreach in 2014. Efforts will be made to sensitize 



Maps of Amhara 

 
7 

 



Maps of Amhara 

 
8 

 



 

 



 

10 
 

Table 1. Program Achievements in 2013 

Indicator 

National Program4

Target 

 

Achieved (%) 

Persons operated 242,462 133,940 (55%) 

Surgeons trained N/R 5 N/R   

Doses azithromycin 
distributed during MDA 

24,931,984 17,714,445 (71%) 

Doses tetracycline distributed 
during MDA  

508,816 361,519 (71%) 

Villages with health education 12,000 12,000 (100%) 

Household latrines built 1,872,150 1,632,414 (87%) 
 
Surgery (S) 
A total of 133,940 surgeries were performed in Ethiopia in 2013.  No new surgeons were trained; however, 
refresher trainings were conducted in SNNPR6

Antibiotic Therapy (A) 

 and Oromia regions. There are an estimated 444,509 TT cases 
remaining to be operated in order to clear the backlog, which at the 2013 surgical rate will take approximately 
three years to complete.  

In 2013, Ethiopia met 71% of its treatment target, with 17,714,445 doses of azithromycin distributed during 
MDA. Of the 225 districts conducting MDA in 2013, all but one reported greater than 80% coverage; no 
district reported less than 60% coverage. Coverage surveys were conducted in East Amhara with 90.6% of 
respondents reporting they received treatment and in West Amhara with 86.2% of the respondents reporting 
treatment. Coverage surveys were not conducted in SNNRP and Oromia.  

Facial Cleanliness (F) 

All 12,000 villages targeted for health education reportedly received it in 2013. There have been no national 
surveys that address the prevalence of facial cleanliness. Surveys conducted by TCC in the Amhara region 
reported that 75.5% of children ages one to nine years had a clean face. Orbis International conducted a 
survey in SNNPR which showed that 69% of children had a clean face.  

Environmental Improvement (E) 

A total of 1,632,414 latrines were constructed in 2013, achieving 87% of the annual target. It is challenging to 
measure the national latrine coverage because of variance in the types of latrines, which therefore makes it 
difficult to compare. For example, improved latrines make up 31% of all latrines within households, and 
approximately 60% of households have improved latrines. There are an estimated 6,668,468 latrines 
remaining to be built in order for the National Program to reach its ultimate intervention goal. Though 

                                                           
4 Carter Center support in the Amhara region is included in the national data provided. For detailed statistics on TCC’s 
activities in the Amhara region please see page 5. 
5 N/R: Not reported by the program 
6 The Southern Nations, Nationalities, and People’s Regional (SNNPR) state 
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SAFE in Mali 

Presented by Professor Lamine Traoré, Coordinator PNLC, Ministry of Health, Mali 

Background 

In 1994, the National Blindness Prevention Program (PNLC) was created. Following prevalence surveys 
conducted in 1996-1997, trachoma was identified as a major public health issue in Mali. Although the 
Ministry of Health’s (MoH) top three priorities were malaria, HIV, and tuberculosis, a national trachoma 
control program was established in 1999.  Trachoma is integrated into the Neglected Tropical Disease (NTD) 
department within the MoH, with meetings held the last Thursday of each month. Though Mali does not 
have a formal trachoma action plan (TAP), at the end of each year, the PNLC develops a plan of action 
during an annual program review meeting. The Carter Center (TCC), along with other partners, currently 
supports the implementation of all SAFE components. For the A component, TCC is limited to the purchase 
of tetracycline eye ointment. 

 

Timeline of Events 

1994: National Blindness Prevention Program launched 
1996-1997: National baseline prevalence survey 
1999: Mali Trachoma Control Program launched 
1999: Surgeries initiated 
2001: Distribution of Pfizer Inc-donated Zithromax® begins  
2003: Facial cleanliness and Environmental improvements activities initiated 
2005-2013: Impact surveys conducted 
2015: Target date for elimination of blinding trachoma in Mali
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Surgery (S) 
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Table 1. Program Achievements in 2013 

Indicator 
Ultimate Intervention 

Goals (UIG) 

National Program  
Carter Center-

Supported 

Target 
Achieved  

(%) 
Target 

Achieved  
(%) 

Persons operated 25,995 15,000 
11,228 
(75%) 

11,000 9,134 (83%) 

Surgeons trained N/A  20 10 (50%) 20 10 (50%) 
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Surgery (S) 

Of the 35 mapped districts, 15 have a TT prevalence greater than 1% in adults ages 15 years and older, a 57% 
decrease from baseline surveys results, where all 35 of these districts had a TT prevalence of 1% or more. In 
2013, the program completed 11,228 surgeries, 9,134 (81%) of which were supported by TCC.  The training 
for all 10 surgeons trained in 2013 was supported by TCC. There are an estimated 25,995 cases remaining to 
be operated, with the majority of cases concentrated in the Maradi and Zinder regions. At the current rate of 
surgeries completed per year, it will take over two years to clear the surgical backlog.  

An analysis of TT surgeries was conducted in 2013 in order to evaluate their quality. Of the 303 cases 
analyzed, 262 cases (86.5%) were considered successful and 41 cases (13.5%) required repeat surgery. This 
showed that the number of recurrent cases drastically decreased in the last few years from 33.3% in 2011 to 
13.5% in 2013.16

Antibiotic Therapy (A) 

 

As of 2013, 15 of 35 mapped districts had a prevalence of trachomatous inflammation-follicular (TF) �•��������  
among children ages one to nine years; one has TF prevalence between 5-9%; and 14 had prevalence below 
5%. The planned 2013 mass drug administration (MDA) activities were delayed until early 2014 due to a delay 
in funding.  

Facial Cleanliness (F) 

All of the 634 villages targeted for health education were reached with Carter Center support.  

Environmental Improvement (E) 

Out of the 15,000 latrines targeted for construction, 11,019 (73%) were completed, all with Carter Center 
support.  

Programmatic Challenges 

Challenges in the trachoma program involve difficulties reaching TT patients in remote areas and managing 
care for patients who refuse surgery. The program has expressed  that it needs more financial, logistical, and 
material support for program activities. 

Status of 2013 Program Review Meeting Recommendations   

Recommendation 1: Investigate of trichiasis surgery services along the border with Nigeria.  

This recommendation was not completed; however, the program states that TT patients treated along the 
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Targets for 2014 and Plans to Meet Targets  

Surgery (S) 
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SAFE in Nigeria 

Presented by Dr. Uwaezuoke Onyebuchi, National Neglected Tropical Diseases Coordinator, Federal Ministry of Health, 
Nigeria 

 Background 

The Nigeria Blindness and Low Vision Survey of 2005-2007 noted that the overall prevalence of blindness in 
Nigeria was 0.78% and that the prevalence varied across the different geopolitical zones of the country 
(range: 2.8-6.1%). The survey identified cataracts as the main cause of avoidable blindness in Nigeria, 
followed by trachoma. Trachoma is among the top health priorities in the country 
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Table 1. Program Achievements in 2013 

Indicator 

Ultimate 
Intervention Goal 

(UIG)  

National Program  
Carter Center-

Supported 

Target 
Achieved 

(%) 
Target 

Achieved 
(%) 

Persons operated 
40,700 18,620 

14,321 
(77%) 

250 120 (48%) 

Surgeons trained N/A  69 22 (32%) N/A 17 N/A   

Doses azithromycin 250
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Surgery (S) 

Of 332 mapped LGAs, 173 LGAs have a trachomatous trichiasis (TT) prevalence greater than 1% in adults 
ages 15 years and older. There are currently 140 trained surgeons in the country. The program completed 
18,620 surgeries in 2013, a 37% increase from 2012 (13,556).  Of these surgeries, TCC supported 120 in 
Plateau state.  

Antibiotic Therapy (A) 

Out of 332 mapped LGAs, 68 have trachomatous inflammation-follicular (TF) �•��������  among children ages 
one to nine years; 56 have TF prevalence between 5 and 9%; and 208 were found to be non-endemic (TF< 
5%). 
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Of the 68 districts warranting MDA, two require impact assessments in 2014 before further MDA can be 
implemented; four require one additional round of MDA; six require two additional rounds; and 58 require 
three or more additional rounds before impact assessments are necessary. A stakeholders meeting to 
strengthen the Zithromax® supply chain in Nigeria was held in January 2014 with assistance from the 
International Trachoma Initiative. During this meeting, the protocol for MDA for trachoma control in 
Nigeria was shared with stakeholders. The group developed an action plan to ensure the integrity of the 
Zithromax® supply chain in Nigeria to ensure that there would not be any future delays in receiving drugs and 
hence MDAs can be completed as scheduled.  

Facial Cleanliness (F) 
�x Conduct health education in 1,403,523 villages, 855 with Carter Center support 

 
The national program is leveraging the NTD/schistosomiasis training manuals to implement behavior change 
programs in schools and communities as well as water, sanitation, and hygiene programs. 
 
Environmental Improvement (E) 

�x Promote latrine construction in endemic communities 
 
The current trachoma mapping initiatives in Nigeria include latrine and safe water access indicators in order 
to ascertain what proportion of the population in the LGAs endemic for trachoma have access to these 
environmental improvements.
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SAFE in South Sudan 

Presented by Ms. Angelia Sanders, Technical Advisor, The Carter Center South Sudan 

Background 

Prevalence surveys conducted between 2001 and 2006 showed trachomatous inflammation-follicular (TF) 
prevalence as high as 77.2% among children one to nine years old and trachomatous trichiasis (TT) 
prevalence as high as 15.1% among adults ages 15 years and older in some districts in the Greater Upper Nile 
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Environmental Improvement (E) 

Latrine construction is promoted as part of health education messaging. This resulted in 207 latrines built, 
102 with Carter Center support. 

Programmatic Challenges:  

There are numerous challenges in South Sudan. First and foremost is insecurity, making it difficult for 
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Targets for 2014 and Plans to Meet Targets:  

Due to the uncertainty of the political and security climate and the mass population displacement in areas 
where the trachoma program was implementing SAFE activities, the program has not established targets for 
2014. Information is given below on how the program plans to tackle each component of SAFE in order to 
reach elimination by 2020.  

Surgery (S) 

It was identified that the number of surgeries completed each year must be dramatically increased. The 
Trachoma Control Program and the Department of Eye Care Services were requested to lobby/advocate for 
the inclusion of trachoma management into the training curriculum for all health personnel, including the 
training of TT surgical procedures to OCOs and nursing students. The program nca the 
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Table 1. Program Achievements in 2013 

Indicator 
Ultimate Intervention 

Goals (UIG) 
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Surgery (S) 

Of 88 mapped districts (all districts excluding those in Darfur), 19 have a TT prevalence greater than 1% in 
adults ages 15 years and older. The National Program completed 2,757 surgeries in 2013, meeting 11.9% of 
its target. TCC supported 595 of the total completed surgeries. The National Program successfully met its 
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SAFE in Uganda 

Presented by Dr. Patrick Turyaguma, Trachoma Program Manager, Ministry of Health, Uganda 

Background 

Eye care is a key component of the Uganda National Minimum Health Care Package (UNMHCP). Trachoma 
is included in the five-year Integrated Neglected Tropical Diseases (NTDs) Master Plan and is highlighted in 
the Uganda National Development Plan for the years 2011-2015. Trachoma and four other NTDs are 
earmarked for elimination by 2020 in the Health Sector Strategic and Investment Plan (HSSIP II).  

Trachoma is known to be endemic in 36 of 112 districts in Uganda. An estimated one million children less 
than 10 years old have active trachoma and 10.8 million more people are at risk. Currently, there are 
approximately 10,000 persons in Uganda who have become blind due to trachoma. With regards to the 
implementation of the SAFE strategy, trachomatous trichiasis (TT) surgery is available in the two regions of 
Busoga and Karamoja and antibiotic distributions have been conducted annually in all 36 known endemic 
districts. The facial cleanliness and environmental improvement components of SAFE have not been 
adequately and uniformly addressed in endemic areas.  

Impact assessments have been conducted in 11 districts following three years of mass drug administration 
(MDA). Results from the assessments indicate that trachomatous inflammation-follicular (TF) prevalence is 
between 5% and 10% in four districts and less than 5% in six districts. The program, therefore, is planning 
for sub-district level surveys in the 2014/2015 fiscal year, which will be able to demonstrate whether blinding 
trachoma has been eliminated or whether additional treatment is required in some sub-districts. Desk 
reviews23

 

 were conducted in eight districts not previously mapped, with four ear
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Table 1. Program Achievements in 2013 

Indicator 
National 

UIG 

National Program 



 
 

42 
 

Environmental Improvement (E) 

There is currently no information available on environmental improvement related activities for 2013. The 
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Facial Cleanliness (F) 
�x Conduct health education in all endemic districts 

 
Currently, the JHU-CCP is developing trachoma specific behavior change communication strategies and tools 
that focus on the F&E components and will be used in endemic villages.  
 
Environmental Improvement (E) 

�x Promote latrine construction in endemic communities
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Table 1.  Summary of National Data from Trachoma Control Programs (Carter Center-Assisted Countries) 



 
 



 
 

47 
 

Table 3.  Carter Center-Assisted Implementation of SAFE (Carter Center-assisted output) 
Summary of Interventions per Country, January - December 2013 

        
        

Indicators 
Mali  Niger Sudan South 

Sudan 
Ethiopia-
Amhara Nigeria Total 

Surgery        
     Persons operated for trichiasis 2,830 9,134 595 1,430 44,867 120 58,976 
     2013 Target  4,000 11,000 5,000 1,000 110,754 250 132,004 
     Percentage 70.8% 83.0% 11.9% 143.0% 40.5% 48.0% 44.7% 
Antibiotics        
     Doses of azithromycin distributed N/A  N/A  210,912 283,652 15,318,259 1,107,708 16,920,531 
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Table 4. Carter Center-Assisted Implementation of SAFE  
     Cumulative Interventions per Country, 1999-2013 
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the community should be examined.  Should the surveillance system detect a TF prevalence of greater than 
5% in any community, the following response should be followed: 

�x
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Table 1: MDA coverage, MalTra X (East Amhara) 

Zone Woreda 
Number of Persons 
Interviewed 

Received Treatment 

95% CI N % 

North Wollo 

Ayna Bugna  183 153 83.6 78.7 89.6 

Lasta 187 171 91.4 84.0 93.3 

Oromia 

Daway Harewa  146 129 88.4 81.2 92.5 

Dawa Chefa 167 160 95.8 90.8 97.9 

North Shoa 

Minijar 155 147 94.8 90.9 98.2 

Angolelana Tera 265 226 85.3 79.6 88.7 

South Wollo 

Tehuldere 164 137 83.5 79.0 90.4 

Legambo 175 167 95.4 91.2 98.0 
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Nigeria Integrated NTD Mapping in Anambra, Ebonyi, Edo, and Enugu States 

Presented by Dr. Nimzing F. Jip, Trachoma Program Officer, The Carter Center Nigeria 

Background 

As a result of the global push towards control and elimination of Neglected Tropical Diseases (NTDs), the 
United States Agency for International Development’s ENVISION project led by RTI International 
partnered with The Carter Center to support the mapping of four NTDs in Nigeria: trachoma, 
schistosomiasis, soil transmitted helminthiasis, and loiasis in the Carter Center-assisted southeast states of 
Anambra, Ebonyi, Edo, and Enugu.   

Figure 1. Area of NTD mapping and surrounding Carter Center-Assisted States 

 
 
Sampling Method 

Trachoma mapping was integrated with loiasis (eye worm) mapping, in which the rapid assessment procedure 
(RAPLOA) was utilized. The trachoma/RAPLOA survey was household-based.  In each enumeration area 
(EA), a minimum of 40 households were sampled to achieve a minimum sample size of 80 adults, ages 15 
years and above, and 60 children, ages one to nine years.  All household residents were examined for all 
clinical grades of trachoma while only adults were examined for loiasis. If a child was at school at the time of 
the survey team’s visit, the survey team attempted to find the child at school.   

Data was collected using Android smart phones.  Each of the four states was considered a separate sampling 
domain.   
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Results 

A total of 69 local government areas (LGAs), which included 544 clusters, 20,186 households, and 84,753 
persons were surveyed.  Among those surveyed, 30,359 were children ages one to nine years and 46,672 were 
adults ages 15 years and older.  Out of 69 LGAs, five were found to have a trachomatous inflammation-
follicular (TF) prevalence �•�����������7�D�E�O�H������������There was no evidence of trachomatous trichiasis (TT) in adults 
ages 15 years and older.   

Table 1.  LGAs with TF >5%.   

TF ages 1-9 years  TT ages �•���������\�H�D�U�V 

 N %  with TF  

(95% CI) 

 N % with TT  

(95% CI) 

Ebonyi 464 6.90 (.02-.19)  554 0 

Ezza 
North 

471 5.73 (.03-.12)  519 0 

Ezza 
South 

429 5.13 (.02-.13)  542 0 

Ikwo 703 5.26 (0.02-.11)  688 0 

Akoko 
Edo 

323 5.57 (.03-.12)  469 0 

 

Conclusions and Recommendations 

Trachoma was found to be hypo-endemic or non-endemic in all 69 



 

64 
 

Global Trachoma Mapping Project Progress Report 

Presented by Rebecca Mann Flueckiger, Information Analyst, International Trachoma Initiative 

Background 

The goal of the Global Trachoma Mapping Project (GTMP) is to complete the global baseline mapping of 
trachoma by March 2015. The catalyst for this work was a grant of £10.6 million provided by the Department 
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Trichiasis Surgery Week: Scale-up of surgery activities in Niger 
 

Presented by Dr. Kadri Boubacar, Deputy National Coordinator, National Eye Care Program 

Background 

At the end of 2012, it was estimated that the number of trichiasis cases requiring surgery in Niger was greater 
than 35,000.  However, trichiasis surgery was not being prioritized by district and regional health directorates 
or by administrative and traditional leaders.  Thus, in 2013, the National Eye Care Program decided to 
organize a “Trichiasis Surgery Week” to bring more attention to this important public health problem and 
reach more patients requiring surgery.   

Preparations 

In preparation for the week, authorities within the Ministry of Health (MoH) were consulted and contact was 
made with the districts and regions. High-level administrative authorities including the Minister of Public 
Health, governors and prefects, traditional authorities such as sultans and canton leaders, national press, and 
health personnel at all levels were mobilized to participate.   

In order to reach the surgical objective of operating on 5,400 patients in one week, 80 trichiasis surgeons and 
30 ophthalmic technicians were recruited to dedicate their week to trichiasis surgeries.   

Results 

A total of 3,091 patients were operated on in five days, for an average of 618 cases per day and 23 cases per 
surgeon (see Table 1).  This accomplished 57.2% of the targeted number of surgeries for the “Trichiasis 
Surgery Week”. The majority of cases were operated in Zinder region, followed by Maradi region, though the 
estimated backlog in Maradi is about twice as high as that of Zinder.  Women accounted for the majority of 
cases operated, at 62%, which is in line with the overall proportion of women with trichiasis.  Surprisingly, 
the “Trichiasis Surgery Week” did not significantly increase the National Program’s overall surgical output in 
2012: 11,021 patients were reported as operated in 2012 compared to11,228 patients reportedly operated in 
2013.   
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Table 1.  Number of Trichiasis Cases Operated by Region and by Sex 

Region Number of Cases Operated Women (%) 

Dosso 134 93 (69.40%) 

Diffa 390 
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Lessons learned from rational use of antibiotics 

Presented by Nicole Stoller, F. I. Proctor Foundation, University of California, San Francisco 

Since 2006, the F.I. Proctor Foundation at The University of California, San Francisco (UCSF) has been 
collaborating with The Carter Center (TCC) and the Amhara Regional Health Bureau to carry out two 
randomized control trials funded by the National Eye Institute (NIH/NEI). The overall objective of 
Trachoma Amelioration in Northern Amhara (TANA) was to see how best to lower infection in a 
community; while in Tripartite International Research for the Elimination of Trachoma (TIRET), it was to 
see how to best keep infection from returning.  

Communities were randomly selected for inclusion in the studies. Treatment coverage was 80% or better 
across the board. The main outcomes were clinical activity and chlamydial Polymerase Chain Reaction (PCR) 
tests.  

TANA study aims: 

1. To determine whether mass treatments can eliminate ocular chlamydia from hyper-endemic 
communities. Will biannual repeat treatment be sufficient to reduce ocular infection in a 
community to zero? Numbers in the following tables reflect an average of communities in a 
treatment arm. Some communities did get to 0% infection, but infection continues to come in from 
outside communities. 
 

Table 1. Prevalence of Infection: PCR for children �”�������\�H�D�U�V 

 

2. To determine whether children form a core group for the transmission of trachoma. Can treatment 
that targets children alone eventually eliminate infection in the entire community? Figure 1 
shows the prevalence of infection in adults during the first year of the study. Green indicates 
communities where only children were treated; purple indicates communities where everyone was 
treated; blue is the control group. With treatment, infection in adults drops almost immediately. 
Without treatment, infection drops more slowly, but soon is similar to the other arm.  

 

 

 

 

Arm 

Prevalence of Infection: PCR for children �”�����\�H�D�U�V 

0 
Months 

6 
Months 

12 
Months 

18 
Months 

24 
Months 

30 
Months 

36 
Months 

42 
Months 

424242
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Table 3. Prevalence of Infection: PCR for children �”�������\�H�D�U�V 

 
3. Can targeted treatment prevent infection from returning into the community? We monitored 

12 communities where annual treatment was targeted to clinically active cases and their households; 
and 12 communities where annual treatment was targeted to pre-school children.  
 

Table 4. Clinical Activity in Children (�”�����\�H�D�U�V�� 

 

  

Arm 

Prevalence of Infection: PCR for children �”�����\�H�D�U�V 

0 
Months 

6 
Months 

12 
Months 

18 
Months 

24 
Months 

30 
Months 

36 
Months 

42  
Months 

72  
months 

Annual 41.9%  14.2% 14.6% 4.5% 5.0% 1.7% 3.5% 1.9% 2.2% 

Biannual 36.8% 13.4% 9.1% 4.2% 
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Trachoma Education in Amhara: Making it Work for Teachers and Students 
 

Presented by Kim Jensen, 
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Figure 1: A student drawing depicting the connection 
between flies and trachoma 

Education is not involved, teachers and directors are less inclined to implement these lessons, as they 
prioritize those mandated by the government.  

Focus group discussions with school-going children revealed school as the best place for children to receive 
health education. While a large portion of children is missed through school-based health education, as 
attendance rates are estimated to be 60.6%, it is still a majority of school-age children that may be reached. 
Further, school-going children, if not at school, are in the fields caring for cattle or at home assisting with 
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2014 Program Review Recommendations 
 

General Recommendations 

1. Whenever possible, national trachoma programs should publish data documenting their 
experiences related to levels of trachomatous inflammation-
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Country-Specific Recommendations 

Ethiopia  

1. Ethiopia should create regional trachoma task forces. 
 

Mali  

1. Resume activities in the North in 2014 if security permits. 
2. Have a meeting between Mali and Niger to discuss putting in place post-endemic surveillance as 

well as strategies that will enable them to reach elimination by 2015.  

Niger 

1. 
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Trachoma: The Disease 
 
Trachoma, the world’s leading cause of preventable blindness, can be found in over 50 countries. More than 
300 million people are at risk for trachoma, and over 4 million are at immediate risk for blindness from 
trichiasis. Trachoma is caused by repeated infections of the conjunctiva (the lining of the eye and eyelid) by 
the bacterium Chlamydia trachomatis, and can be prevented through simple hygiene practices.  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 stage of the disease is called inflammatory trachoma, and is most common among children.  
Inflammatory trachoma can present as either the 
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“Focus on Impact” 
The Fifteenth Annual Trachoma Control Program Review 

The Carter Center 
February 25-27, 2014 

 

 

Tuesday, February 25 
 

 
8:00 

 
~Depart the Renaissance Hotel for The Carter Center~ 

 
8:30 – 9:00 Breakfast 

 
9:00 – 9:30 Welcome & Opening Remarks Dr. Donald Hopkins 

Acting Director, Trachoma Control Program 
Vice President, Health Programs 

The Carter Center 
  

9:30 – 10:30 Ethiopia: Amhara Perspective Program Status Mr. Tesfaye Teferi Tego 
Senior Program Officer 

The Carter Center—Ethiopia 
 

10:30 – 11:00 Coffee Break & Group Photo 
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“Focus on Impact” 
The Fifteenth Annual Trachoma Control Program Review 

The Carter Center 
February 25-27, 2014 

 

 

Thursday, February 27 
 

 
8:00 

 
~Depart the Renaissance Hotel for The Carter Center~ 

 



Appendix IV 
 

 
79 

 

Program Review Participants 

 
Ethiopia 
Mr. Mulugeta Debasu Yismaw (ARHB) 
Mr. Oumer Shafi Abdurahman (FMOH) 
Dr. Zerihun Tadesse Gebrelassie (The Carter 
Center) 
Mr. Tesfaye Teferi  Tego (The Carter Center) 
Mr. Mohammed Aderajew (The Carter Center) 
Mr. Eshetu Sata Shanka (The Carter Center) 
Mr. Mulat Zerihun Lemu (The Carter Center) 
 
Mali  
Prof. Lamine Traoré (MOH) 
Mr. Sadi Moussa (The Carter Center) 
Mr. Yaya Kamissoko (The Carter Center) 
 
Niger 
Dr. Boubacar Kadri (MOH) 
Mr. Mohamed Salissou Kane (The Carter Center) 
Dr. Sabo Hassan Adamou (The Carter Center) 
 
Nigeria 
Dr. Bridget Okoeguale (FMOH) 
Dr. Uwaezuoke Onyebuchi (FMOH) 
Dr. Emmanuel Miri (The Carter Center) 
Dr. Falam Jip Nimzing (The Carter Center) 
 
South Sudan 
Ms. Angelia Sanders (The Carter Center) 
 
Sudan 
Dr. Kamal Hashim Osman (FMOH) 
Dr. Nabil Aziz Awad Alla (The Carter Center) 
Ms. Zeinab Abdalla Mohammed Ahmed Abdaua 
(The Carter Center) 
 
Uganda 
Dr. Edridah Muheki Tukahebwa (MOH) 
Dr. Patrick Turyaguma (MOH) 
Ms. Peace Habomugisha (The Carter Center) 
 
Abbott Laboratories 
Ms. Ann Matz-Tirado 
 
AbbVie Foundation 
Mr. Jeff Richardson 
 
CBM 
Dr. K.H. Martin Kollman 
 
 
 

The U.S. Centers for Disease Control and 
Prevention 
Dr. Christine Dubray 
Dr. Diana Martin 
 
Conrad N. Hilton Foundation 
Mr. Gregory Andersen 
 
Emory Eye Center 
Dr. Danny Haddad 
 
Francis I. Proctor Foundation, UCSF 
Ms. Nicole Stoller 
 
The Fred Hollows Foundation 
Mr. Wondu Alemayehu 
Dr. Richard Le Mesurier 
Ms. Virginia Sarah 
 
Helen Keller International 
Ms. Emily Toubali 
 
International Trachoma Initiative 
Mr. Colin Beckwith 
Ms. Birgit Bolton 
Dr. Paul Emerson 
Dr. Teshome Gebre Kanno 
Dr. Huub Gelderblom 
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List of Papers Published by Carter Center Trachoma Program Staff in 2013 
 

1. Cromwell EA, Amza A, Kadri B, King JD, Sankara D, et al. (2013) Trachoma prevalence in Niger : 
Results of 31 districk-level surveys. Transactions of the Royal Society of Tropical Medical and Hygiene 108(1): 42-
48.   
 

2. Cromwell EA, King JD, McPherson S, Jip FN, Patterson AE, et al. (2013) Monitoring of mass 
distribution interventions for trachoma in Plateau State, Nigeria. PLoS Neglected Tropical Diseases 7(1): 


