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Epidemiological and Clinical Aspects of Trachoma
in the USA

by A. A. SINISCAL, M.D., Medical Director, Missouri Trachoma Hospital,
Rolla, Mo., USA

Epidemiological aspects. The decline of trachoma in the United
States of America during the past twenty years has been remarkable.
Previous to that time, trachoma had been rampant for many decades in
such States as Kentucky, Tennessee, West Virginia, Illinois, Arkansas,
Oklahoma and Missouri. A few other States which were affected, such as
Georgia, Indiana and Kansas, had no major problems. In most of these
States today there is no serious epidemiological problem with trachoma,
although in some areas there may remain scattered " pockets " of active
trachoma.

The Navajo Indians of the American south-western States were parti-
cularly hard hit by this disease. Dr James R. Shaw, Chief of the Branch of
Health of the Department of the Interior, has reported that prior to 1938
trachoma showed a 20 °/-frevalence among the Indians. Dr Shaw states
that in 1948 there were only approximately 5 % positive cases, and that in
1952 the incidence of trachoma among the Indian reservation residents in
all areas except Albuerque dropped to 2.6 per 1000 population (or 0.26 %).
A recent report by Dr Sheldon Zinn, Chief of Ophthalmology, Navajo
Medical Center, Arizona, indicates that the present prevalence of trachoma
among the Indians there is between 1 % and 2%.

In Arkansas, Dr K. W. Cosgrove, trachoma consultant for the Arkansas
State Health Department, reports that the trachoma problem in his State
can now be considered insignificant. His statistics show a marked drop in
trachoma cases between the years 1939 and 1952. Dr Cosgrove attributes
the success of his Department's work to their extensive case-finding pro-
gramme, which has now been discontinued. Within a few years, a new
survey will be made of former high-prevalence areas to see if they have
really eradicated the disease.

In Illinois, Dr John W. Peterson and Dr Edwin S. Wood, trachoma
consultants for southern Illinois, report that a decline in the number of
trachoma cases there between 1949 and 1953 indicates a marked slackening
of trachoma incidence. Dr Wood states that no active trachoma cases
have been reported in Illinois during the last two years, and that only the
complicated inactive cases are now seen in the clinics.

In Oklahoma, Dr James 0. Wails, Director of Communicable Diseases,
State Board of Health, reports that a survey was recently made of the
trachoma situation in historically trachomatous areas in that State. He
states that trachoma is a negligible problem in the areas of Oklahoma
where formerly there was a high prevalence.

In Missouri, a State which was one of the highest in trachoma pre-
valence, the present writer reports a marked slackening in the frequency
of this disease, particularly during the past ten years. For instance, only
thirty years or so ago, trachoma accounted for one out of every four blind
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pensioners (25 %) on the State's Blind Pension Roll; whereas to-day, only
one out of every ten blind pensioners (10%) is blind from trachoma, a
much more encouraging picture than formerly.

Furthermore, in the past decade Missouri hospital statistics show that
trachomatous infections generally are less seVere, and the complications
fewer, than was the case ten to twenty years ago. Active cases with extensive
pannus, trachomatous keratitis, corneal ulceration and the exuberant,
florid follicles which were common and serious occurrences of yesteryear
are now rarely seen. The hospital statistics also show a steady decline in
the number of operations for trichiasis, entropion, grattage and for lid
deformities during the past twenty years.

Operations for trachoma performed at the Missouri Trachoma Hospital,
for instance, show the following interesting statistical decline: during
1932-33 approximately 85 % of all hospitalized patients received some form
of corrective surgery; during 1942-43 approximately 200% received surgery,
and during the period 1952-53 only approximately 1% of all hospitalized
patients received surgery.a

Furthermore, the trachoma control programme in Missouri has been
gradually changing since 1945, from treatment of florid cases (trachoma
of stage II and III) to one of intensive preventive medicine and case-finding
in the field, and to treatment of early (trachoma 1) as well as late and
terminal cases (trachoma IV). The reason for this is that today we rarely
find the active type of case seen in stage II and III. The complicated cases
of stage IV trachoma, with corneal and conjunctival cicatrization, are still
rather numerous, as this group of patients forms the present elderly class
which were formerly (25 to 50 years ago) the young and untreated patients
with active stage II and III infections.

The American Negroes seem not to acquire trachoma, although mis-
cegenates are not necessarily immune. This apparent immunity of the Negro
is particularly interesting to note, from an epidemiological viewpoint, be-
cause in the cotton-growing lowlands of south-eastern Missouri and along the
Mississipi River valley lowlands, the Negro population is fairly numerous
and lives under socio-economic conditions somewhat similar to those of
the poor white cotton farmers. Yet the white farmers acquire the disease
but the Negroes do not.

Clinical aspects. Trichiasis, entropion, vascular pannus, symblepharon
corneal ulcer, and general lid scarring are complications of trachoma which
are still frequently seen among the elderly patients of both sexes in Missouri.
Children and young adults do not manifest advanced scarring, as a rule,
while corneal ulcer, ptosis, blepharospasm are seen only infrequently. Florid
follicles or granular trachoma of stage I and II have not often been seen
during the past ten or fifteen years. The papillary type of infection appears
to be more frequent. I have found typical follicle formation to be very
rare in the early cases and have also found pannus formation to be rare in
the very early cases, although pannus was found to develop in the later
stages of the disease.

a Siniscal, A. A. (1955) Publ. Hlth Rep. (Wash.), 70, 497 (Table 1, p. 502).
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The frequency of secondary infections would be somewhat difficult to
evaluate, since many patients have had treatment at home or at some local
clinic before appearance at the hospital, but it is my impression that se-
condary infection is not the major problem in Missouri that it appears to
be in the Near East. Suppurative or thick exudative secretion is only rarely
seen, even among stage II and III cases, the watery, mucopurulent discharge
being more common.

On the other hand, Dr Zinn of the Navajo Indian Reservation in Arizona
reports that in his opinion the occurrence of secondary infection among
the Indians is quite common. Dr Zinn also reports that he has found
typical follicle formation and early pannus to be very rare in the early cases
of trachoma but that pannus was found to develop in the later stages of
the disease.

Treatment of trachoma among the native white population of Missouri
consists essentially in the use of sulfonamides, the highly soluble forms
such as Gantrisin and sodium sulfacetimide being preferred. These are used
in liquid form (5%-10% solutions) for topical instillation into the con-
junctival sac every two hours, combined with the systemic use of sulfona-
mide tablets by mouth in accordance with age and body-weight. The
ointment form of these products is also used nightly in the conjunctival sac.
Antibiotics are of secondary help, and are used in cases that seem to respond
poorly or not at all to the sulfonamides. Terramycin is preferred to other
agents, and is given in ointment form into the conjunctival sac daily every
two hours.

Dr Cosgrove reports that in trachoma in Arkansas, the sulfonamides
are of first choice and that the antibiotics are of no value in the treatment
of this disease. Dr Zinn writes that among the Indians in Arizona en-
couraging results have been obtained with systemic sulfonamide therapy
combined with topical Aureomycin or Terramycin; and Erythromycin
has given even more favourable results.

Possibly at this point it would be opportune to interject the thought that
the presence or absence of secondary infections of trachoma would have a
conditioning effect upon the treatment and might account for the successful
treatment with one type of agent or another. Furthermore, with a given
agent the type, concentration, amount and dosage used, the method of
administration and individual resistance to the drug should be considered.
There are other factors too: racial immunity, if any; the degree of hygiene
and the standard of living; climate; rainfall; sun; wind, and dust-all
these must be considered.

CommEnt. Since reports are becoming more frequent that the clinical
phase of trachoma may be conditioned by climate, environment, associated
infections, race, and the general health and living conditions of the people,
it would be well to consider trachoma as a disease that may vary in different
parts of the world and even in different regions of the same continent.
Recognition of variations in response to treatment and of the resultant
disability in different countries is becoming of increasing importance.
Similarly, the lack of a uniform world-wide clinical pattern is a question
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demanding increasing attention. What about the influencing factors of
secondary infections ? Are we dealing with one disease ?.

Here again we are face to face with the problem of differential diagnosis,
and proof that one is dealing with trachoma. There is lack of agreement
as to a definite differential diagnosis in the early stage, requiring laboratory
confirmation when possible. However, the virus is difficult to isolate or
cultivate, thus making a negative finding unreliable. This uncertainty will
continue until the agent or agents responsible can be more easily detected or
cultivated in the laboratory. In this connexion, a serological test would
be very helpful. There is certainly a clear need for more research on the
serology and immunology of this disease.

Aside from its academic importance, however, the problem of diagnosis
must also be viewed from the practical clinical angle, particularly when
working in the field. The end result of a treatment programme-namely,
saving of sight and of suffering as well as the eradication of the disease-
must not be lost sight of but rather given prime importance.


