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Summary
Trachoma is the leading cause of infectious blindness worldwide, afflicting some of the poorest regions of the globe.
Turkey is currently seventy-ninth in the United Nations’ Human Development Index (HDI), a composite statistic used to
rank countries by level of development according to life expectancy, education and gross domestic product. Despite
limited resources, it has been relatively successful in eradicating trachoma from its population. While trachoma was an
endemic disease upon the formation of the Turkish Republic, with a prevalence rate of up to 70% in the south-east, a
comprehensive national health program involving community monitoring and treatment saw the prevalence of 
trachoma fall to around 2% in the 1970s. In contrast, Australia, which ranks second in the HDI, is the only developed
country in the world, where blinding trachoma prevails. The disease primarily affects the impoverished Aboriginal 
population and is as staggeringly high as it was 30 years ago, with a prevalence of 40% in some regions. The success
of the Turkish campaign against trachoma was driven by the “Trachoma Fighting Organization”, a national program,
which coordinated multiple inter-related strategies to counter trachoma. The success of this program has been 
consolidated by the implementation of initiatives such as the Southeastern Anatolian Project, which has ensured 
socioeconomic development and sustenance of basic amenities like fresh water to the population. Australia's trachoma
control efforts have thus far been patchy and inconsistent, with no national program to counter or monitor the disease
until 2006. This is exacerbated by the fact that remote Aboriginal areas provide an ideal milieu for spread of infection
with hot, dusty climates and profound material poverty. The Turkish experience with trachoma may be utilised as a
model for the urgent and sustained public health interventions required in Australia to address the socioeconomic 
deprivation perpetuating this preventable disease. (TJO 2010; 40: 300-3)
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Özet
Trahom, dünya'da bulafl›c› körlü¤e en fazla neden olan ve en fakir bölgeleri etkileyen bir hastal›kt›r. Türkiye, Birleflmifl
Milletler ‹nsani Geliflme Endeksi’ne göre, dünyan›n geliflmifl 79. ülkesidir. Söz konusu endeks, ortalama yaflam süresi,
e¤itim seviyesi ve gayrisafi yurtiçi has›la gibi insani geliflimi ölçen de¤iflkenler ile oluflturulmufltur. K›s›tl› kaynaklar›na
ra¤men, Türkiye trahom tedavisinde yüksek baflar› elde etmifltir. Cumhuriyet’in kuruluflunda, özellikle Güneydo¤u
Anadolu’da evrensel ve endemik bir hastal›k olan trahom, yayg›n oldu¤u bölgelerdeki nüfusun %70’inde görülmekte
iken, bu oran 1970’li y›llarda %2 seviyesine kadar düflmüfltür. Avustralya ise Birleflmifl Milletler ‹nsani Geliflme Endeksi’ne
göre dünyan›n ikinci geliflmifl ülkesi olmas›na ra¤men, benzer geliflmifllik düzeyinde yer alan ülkeler içerisinde trahom
hastal›¤›ndan kaynaklanan körlük gözlemlenen tek ülkedir. Özellikle Aborjin toplumunda hastal›¤›n oran› son 30 y›ld›r
de¤iflmemifl ve baz› bölgelerde %40’a ulaflm›flt›r. Türkiye’nin trahom ile mücadelesindeki baflar›s›n›n en önemli nedeni
olarak “Trahom Mücadele Teflkilat›” (TMT) görülmektedir. TMT hastahane, dispanser ve köy tedavi evlerinin say›s›n›
y›ldan y›la artt›rarak, etkin bir flekilde hasta taramas› ve tedavisi uygulam›flt›r. Söz konusu teflkilat›n baflar›s› sosy-
oekonomik kalk›nma ve insanlar›n kullan›m›na bol miktarda temiz su sa¤layan Gündeydo¤u Anadolu Projesi gibi ulusal
programlarla pekiflmifltir. Buna karfl›l›k 2006 y›l›na kadar ulusal bir tedavi kampanyas› dahi uygulanmayan Avustralya’da
hastal›k ile mücadele etkisiz ve yetersiz kalm›flt›r. Bu sorun Avustralya’daki Aborjinlerin ülkenin en fakir, en s›cak ve
hastal›¤›n yay›lmas› için en ideal ortamlarda yaflamlar›n› sürdürmelerinden fliddetlenmektedir. Nitekim Türkiye’nin yürüt-
müfl oldu¤u trahom ile mücadele program›, Avustralya’n›n sosyoekonomik problemlerini aflmas› için gerekli olan acil ve
kal›c› halk sa¤l›k müdahalesine bir örnek model olarak kullan›labilir. Aksi taktirde, dünyan›n ikinci geliflmifl ülkesindeki bu
ac› gerçek daha da kötü bir hal alabilir. (TJO 2010; 40: 300-3)
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Login

Trachoma is the leading cause of infectious blindness
worldwide (1).  It afflicts some of the poorest regions of
the globe as it is highly correlated with poverty, lack of
hygiene and limited access to water. Turkey currently
ranks seventy-nine in the United Nations’ Human
Development Index (HDI), a composite statistic used to
rank countries by level of development according to life
expectancy, education and gross domestic product.
Despite limited resources, it has been relatively 
successful in eradicating trachoma from its population,
with an effective and coordinated treatment program
that has reduced the prevalence of trachoma in the
poorest regions of the country to 1.7% (2).  Australia is
the second most developed country in the 
world according to the HDI (3). However, despite its
evanescence from the rest of the developed world, 
trachoma still prevails in Australia, causing blindness to
a considerable part of the population, with prevalence
rates as high as 40% in some regions (4). 

Trachoma is a form of keratoconjunctivitis initiated in
early childhood by repeat infection of the ocular surface
with the Gram-negative bacteria Chlamydia trachomatis
(5,6). These episodes elicit a recurrent chronic 
inflammatory response, which progresses to scarring of
the tarsal conjunctiva (5,7). Significant scarring 
contracts the tarsal conjunctiva, causing entropion and
subsequent trichiasis (8). Associated with this are other
alterations of the eye such as lacrimal function and
corneal limbus. These changes eventually combine to
damage the cornea, causing severe pain, corneal 
opacity and subsequently blindness (5,8). 

Trachoma is a global problem. It is the third most
common cause of blindness in the world, behind
cataract and glaucoma (1). The World Health
Organization (WHO) estimates that there are 84 million
people suffering from active trachoma with 8 million
either blind or severely visually impaired and more than
150 million in need of treatment (7,9). Overall, 
trachoma is estimated to affect approximately 10 
percent of the world’s population (10). The majority of
those affected by trachoma live in underdeveloped
parts of the world, as the disease correlates with 
poverty, lack of personal and community hygiene and
limited access to healthcare and water (6,11). In a
vicious cycle, the development of trachoma results in
an estimated $2.9 billion in lost global productivity 
per annum (12), which further exacerbates poverty and
provides an additional socioeconomic burden to
already strained communities.

In 1997, WHO established the Alliance for Global
Elimination of Trachoma by the Year 2020 (GET2020)
(13). The strategy uses the acronym SAFE for four 
inter-related public health interventions: surgery for
trichiasis, antibiotics (azithromycin) for active trachoma,
facial cleanliness (to reduce transmission) and environ-
mental improvements (to upgrade community hygiene
and living conditions) (14,15). The strategy employs
prophylactic primary health care to reduce the reservoir
of infection with antimicrobial therapy and aims 
to decrease infection transmission rates with 
facial cleanliness augmented with environmental
improvements. The SAFE strategy has been shown to
be an effective tool for reducing the blinding complications
of trachoma (16). In 1995, 7 million people were 
estimated to be blind as a result of trachoma (17), and
this was reduced to 1.3 million in 2002 (1). 

Currently, the prevalence of trachoma in Turkey is
1.7% (2). However, upon the formation of the Turkish
Republic, trachoma was an endemic disease with a
prevalence rate of up to 70% in the south-east (18).
Despite causing blindness and associated morbidity to a
significant part of the population, it had been unrecognized
and untreated by the Ottoman government. Thereafter, a
comprehensive national health program involving
effective community monitoring and treatment saw the
prevalence of active trachoma in Turkey fall to around
2%, and blinding trachoma to 0.3% in the 1970s (19).
The effectiveness of this campaign was driven by the
formation of the “Trachoma Fighting Organization”
(TFO), which was formed in the 1930s and coordinated
efforts against trachoma on a national scale. The TFO
increased the number of hospitals, dispensaries and 
village treatment houses in Turkey. In addition, 
high-risk areas with crowding, such as hospitals, 
military camps and schools, were targeted for the early
diagnosis and treatment of the disease to prevent its
spread. A national register was created, which recorded
patient details and treatment protocols for all 
diagnosed patients, while an education campaign with
information sessions and brochures was initiated to
acquaint the general public with the disease and its
sequelae. 

The pillar of the long-term control of trachoma in
Turkey lay in the prophylactic and treatment campaigns
implemented at the school level. Every school in Turkey
required annual monitoring of students, the quarantine
of infected students at high risk of transmission and
continuous education. In fact, in the decade between
1939 and 1949, the prevalence of trachoma in Turkish
schools was reduced from 21.4% to 8.4% (20). This pre-
vented the perpetuation of disease through generations
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and the socioeconomic burden, which cyclically drove
the vicious relationship between poverty and disease.
This campaign was so effective that in 1954 the 
incidence and prevalence of trachoma in Turkey began
to fall. 

The reduction in trachoma spread was also associated
with a greater focus on the poorer rural areas of Turkey,
which were a haven for trachoma transmission. Some
regions such as Adiyaman had a trachoma prevalence
rate of 70-80% (18) and suffered greatly from its 
associated socioeconomic burden. As a result, village
treatment houses were established in 1960, which were
visited by medical officers at least once a fortnight and
identified patients requiring treatment to be transferred
to regional trachoma-specific hospitals. In addition,
there were ‘mobile groups’ travelling on horseback,
which circulated through villages in specified provinces.
By the end of 1961, there were already 6 major and 52
regional trachoma-specific hospitals as well as 305 
village treatment houses in Turkey (21). The campaign
was so successful that by the 1970s, the prevalence of
trachoma in Turkey was only 2% (19). This outcome was
consolidated by the implementation of the
Southeastern Anatolian Project (‘Güneydo¤u Anadolu
Projesi’), which ensured socioeconomic development
and sustenance of basic amenities such as fresh water to
the population. 

Despite limited resources and personnel, the 
successful coordination of a national program against
trachoma in Turkey is in stark contrast to the Australian
experience, where trachoma still persists at an endemic
rate in remote Indigenous areas (22,23). Australia is the
only developed country in the world, whose population
still suffers from blinding trachoma (4), with prevalence
rates as high as 40% in certain regions (24). Despite
improvements in other areas of health, the incidence of
trachoma in Aboriginal communities remains as stag-
geringly high as it was 30 years ago. In fact, approxi-
mately 20,000 Indigenous Australian children, some as
young as one, still suffer from the disease (23). 

The core axiom is that remote Aboriginal areas 
provide an ideal milieu for spread of infection with hot,
dusty climates and profound material poverty (25).
Trachoma was eliminated from Australia’s 
non-Indigenous population by the 1930s as housing,
hygiene and living conditions improved (22). However,
in some areas of Australia, half of the Indigenous 
people do not have adequate housing and one in six
communities do not have potable water (26). 

Secondly, Australia's trachoma control efforts have
thus far been patchy and inconsistent. For example, the
implementation of the WHO’s SAFE strategy has been
delayed and ineffective (27). 

Thirdly, until the establishment of the National
Trachoma Surveillance and Reporting Unit in 2006, 
epidemiological data on trachoma, an essential element
of any control program, was difficult to obtain and interpret.
Each trachoma control program had its own data collec-
tion system and data from different regions and states
were not collated (28). Even today trachoma is not a
nationally notifiable disease (29) and there is dispute
regarding the extent of transmission. 

As a result of the above factors and despite 
the decade-long availability of a highly effective, 
single-dose treatment (azithromycin) provided without
cost through remote Indigenous health clinics and
regional population health units, trachoma transmission
in Australia continues (28).

To counter the inefficacy of trachoma control, the
Australian government formulated the first guidelines
for the public health management of trachoma in
Australia in 2006 (30). These guidelines, which outlined
trachoma screening, control and data collection, 
were modelled on the SAFE strategy and modified to
reflect the Australian experience. Trachoma control
became the responsibility of government-run regional
population health units, working with primary 
health care services and Aboriginal community 
representatives. Nevertheless, the campaign is yet to
prove successful, with 14% of children examined in
Aboriginal communities the following year still afflicted
by trachoma (31). In fact, the disease was endemic in
65 of 123 communities examined, and in more than
half of these, greater than 50% of children were 
affected. Of greater concern was that most communities
reported an absence of  organized attempts to control 
trachoma-more than half of the children diagnosed 
with trachoma were not subsequently provided with
antibiotic treatment. A follow-up report found that the
prevalence of unoperated trichiasis in Australia was
more than four times the acceptable threshold set by
the WHO (23). 

Trachoma is a treatable and preventable condition,
which causes a great deal of suffering worldwide.
However, the conditions that are both a cause and 
outcome of the disease are completely avoidable.
Australia is the only developed country in the world,
where blinding trachoma persists. In fact, in some
Australian Aboriginal communities, the disease is so
common that blindness from trachoma is accepted as a
fact of life (10). Australia’s trachoma control programs
to date have been ineffective at even reducing the
prevalence of disease. In contrast, Turkey, which ranks
seventy-two places below Australia in the HDI, has
been relatively successful in eradicating trachoma from
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its population. This is more marked in light of the fact
that the two countries actually share similarities in rural
infrastructure and urbanizations. The Turkish success in
reducing trachoma has been primarily due to an 
effective and coordinated national treatment program
aimed at prevention of transmission, improvement of
basic living conditions and education of the population.
This national program may be utilized as a model for the
urgent and sustained public health interventions
required in Australia to address the socioeconomic
deprivation perpetually impelling trachoma. It is
remarkable that despite its resources, the prevalence
rates and suffering currently being seen in the second
most developed country in the world are the same 
as those seen in the days of the Ottoman Empire a 
century ago.
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