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Blinding and non-blinding trachoma:
assessment of intensity of upper tarsal
inflammatory disease and disabling lesions*
CHANDLER R. DAWSON,' BARRIE R. JONES,2 & SOHRAB DAROUGAR8

A simplified method of evaluating both the intensity of active inflammatory disease and
the visually disabling lesions of trachoma is presented. Evaluation of the active disease is
based on the scoring of clinical signs, lymphoid follicles, and papillary hypertrophy. The
irreversible lesions of trachoma are classified as conjunctival scarring, trichiasis and/or
entropion, and corneal scarring.

Trachoma is a chronic inflammatory disease of the
eye that leads to scarring of the conjunctiva and
cornea. Trachoma continues to be the major cause
of blindness in many developing countries and is the
chief cause of preventable blindness in the world as a
whole (1). Despite the availability and widespread
application of antibiotics in the last 25 years, short-
ages of local resources and the low priority given to
trachoma control have been serious obstacles to the
prevention of blindness from trachoma.
From the public health viewpoint trachoma

should be classified as blinding or non-blinding (2). It
is in those areas with blinding trachoma that there is
an urgent need to carry out control measures.
One major barrier to understanding the impact of

trachoma in endemic areas has been the lack of an
adequate terminology that would describe both the
intensity of active inflammatory disease and the
visually disabling sequelae. In recent field work,
modifications of the present WHO suggested scoring
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of clinical signs has led to the development of a
simplified method of evaluation, which is presented
in this report.

INTENSITY OF ACTIVE INFLAMMATORY TRACHOMA

To describe more precisely the intensity of active
trachoma as suggested by the Third WHO Expert
Committee on Trachoma (3), a grading of active
inflammatory disease in the upper tarsal conjunctiva
has been devised and found to be practicable in field
studies (2, 4, 5, 6). This scale has been based on the
scoring of clinical signs, lymphoid follicles (F), and
papillary hypertrophy (P). This intensity scale con-
sists of four categories: severe, moderate, mild, and
insignificant or inactive, and is shown in Table 1.
For the purpose of scoring the area involved by

upper tarsal follicles it is helpful, as previously
indicated (3, 7), to divide the upper tarsal conjunc-
tival surface into three approximately equal parts
referred to as zones (Fig. 1 and 2). These zones are

Table 1. Intensity of active inflammatory trachoma

Intensity Follicle score Papillaryhypertrophy score

severe F 1, 2, or 3 P 3

moderate F 3 P 2

mild F 2 (or F 3 if P 1 or 2
follicles <0.5 mm
in diameter)

insignificant or inactive F 0 or 1 P 1 or 2
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Fig. 1. Division of the upper tarsal conjunctival surface into 3 zones. The conjunctival follicles appear as small light
areas on the surface.

divided by two imaginary lines, approximately paral-
lel with the upper tarsal border, that curve upwards
toward their lateral extremities, as viewed on the
everted tarsal surface. Zone 1 includes the entire
upper tarsal border and adjacent tarsal surface.
Zone 3 includes the tarsal conjunctiva adjacent to
the central half of the lid margin, and at its centre it
embraces just less than half the vertical extent of the
tarsal surface. Zone 2 occupies the intervening area
and extends to the lateral quarters of the lid margin.
The scores for upper tarsal follicles (F) may then

be designated as follows:

F 0 no follicles present
F 1 follicles present but no more than 5 follicles

in zones 2 and 3 together
F 2 more follicles than F 1 but less than 5 follicles

in zone 3
F 3 five or more follicles in each of the 3 zones

The scores for upper tarsal papillary hypertrophy
and diffuse infiltration (P) are as follows:

P 1 minimal: normal deep subconjunctival ves-
sels on the tarsus not obscured

P 2 moderate: normal vessels appear hazy (even
when seen by the naked eye)

P 3 pronounced: conjunctiva thickened and
opaque; normal vessels on the tarsus are
hidden

The scores for follicles and papillary hypertrophy
should be recorded, and the grading of intensity
should be made by the observer at the time of
examination. Individual persons should be classified
for intensity of inflammatory trachoma according to
the status of the worse eye.

In studies of endemic trachoma the infectious load
of chlamydial and bacterial pathogens in the eye is
directly associated with intensity (4, 5, 6). Thus in
one study the highest rates of chlamydial infection
were from cases with severe intensity (56 %), the next
highest from moderate cases (20%), and the lowest
rates from mild and inactive cases (4%).
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Fig. 2. The 3 zones in a different shaped tarsus. The presence of at least 5 follicles in each zone would be scored as
F 3 in this case. The follicles in this patient are considerably larger than those in Fig. 1.

IRREVERSIBLE, VISUALLY DISABLING LESIONS
OF TRACHOMA

The potentially disabling, irreversible lesions are
(1) distortion of the eyelids due to conjunctival
scarring, and (2) trichiasis and/or entropion.
Hitherto trichiasis and/or entropion have been
recorded as conjunctival scarring grade 4 (3, 7). To
place greater emphasis on disabling lesions and to
provide a more direct indication of the risk, it would
be useful to record trichiasis/entropion separately
from conjunctival scarring.
The disabling lesion is severe central corneal scar-

ring (CC 3). The scores for these irreversible lesions
have been modified and elaborated as follows:

Conjunctival scarring (C)

C 0 no scarring on the conjunctiva

C 1 mild: fine scattered scars on the upper tarsal
conjunctiva

C 2 moderate: more severe scarring but without
shortening or distortion of the upper
tarsus

C 3 severe: scarring with distortion of the upper
tarsus

Trichiasis and/or entropion (TIE)

T/E 0 no trichiasis or entropion
T/E I lashes deviated toward the eye but not

touching the globe
T/E 2 lashes touching the globe but not rubbing

on the cornea

T/E 3 lashes constantly rubbing on the cornea

Corneal scarring (CC)

CC 0 absent
CC I minimal or not involving the visual axis,

with no visual loss
CC 2 moderate scarring involving the visual axis
CC 3 severe central scarring with gross visual loss
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The potentially disabling lesions are severe con-
junctival scarring with distortion of the upper tarsus
(C 3) and any trichiasis and/or entropion (T/E 1, 2,
or 3). The disabling lesion is severe central corneal
scarring (CC 3).

BLINDING AND NON-BLINDING TRACHOMA

In areas where it is endemic, blinding trachoma
can be recognized in a population by the presence of
persons with severe visual loss due to corneal opaci-
ty, and a substantial prevalence of potentially dis-
abling trachomatous lesions, particularly trichiasis/
entropion. These irreversible changes probably result
from long-term inflammatory disease of moderate or
severe intensity.

Non-blinding trachoma may lead to a low preva-
lence of potentially blinding lesions, but it does not
lead to a substantial prevalence of visual loss in a
community.

DISCUSSION

There is good evidence that the prevalence, dura-
tion, and intensity of trachoma decrease with eco-
nomic development. Unfortunately, in developing
countries economic development is often highly

localized, and it may be many years before the
poorest areas affected with blinding trachoma re-
ceive the benefits of economic growth. Because few
persons with active trachoma may present to urban
clinics in such countries, it is often falsely assumed
that trachoma is disappearing, whilst children in
rural areas continue to develop blinding lesions.
The need for current assessment of blinding tra-

choma in such areas is underlined by the existence of
effective methods of intervention. Antimicrobial
agents can be delivered appropriately to populations
at risk in order to control the intensity of inflamma-
tory disease and to reduce transmission. Health
education should be aimed at changing the local
factors relevant to the transmission of the disease. In
spite of these measures, however, surgical correction
of lid deformities will be necessary for many years to
prevent blindness in the present cohort of persons
with potentially blinding lesions.
Programmes to prevent blindness from trachoma

should be designed as the first step in establishing
minimum levels of population-based eye care, bear-
ing in mind that, as the importance of trachoma
diminishes in a given area, it will be necessary to
maintain, for many years, surveillance of the popula-
tion to identify individuals developing the late dis-
abling or potentially disabling lesions.

RESUME

TRACHOME ENTRAINANT OU NON LA CECITE: EVALUATION DE L'INTENSITI DE LA CONJONCTIVITE TARSIENNE
SUPERIEURE ET DES LESIONS INVALIDANTES

Une methode simplifiee d'evaluation tant de l'intensite
de la conjonctivite evolutive que des lesions visuellement
invalidantes du trachome est presentee. L'evaluation de la
maladie evolutive repose sur I'affectation de cotes aux
signes cliniques, aux follicules lympholdes et a l'hyper-
trophie papillaire; 1'echelle de cotation comprend quatre

degres: trachome severe, modere, benin et insignifiant ou
non evolutif. Les lesions irreversibles du trachome sont
classees en trois categories: cicatrices conjonctivales,
trichiasis et/ou entropion et cicatrices corneennes; pour
chacune de ces categories, le degre de gravite est cotd
de 0 a 3.
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