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Introduction

The purpose of the annual meeting of the WHO Alliance for the Global Elimination of 
Trachoma by 2020 (GET2020) is to assess progress towards the elimination of trachoma, 

exchange information and experiences, distil learning, explore partnership opportunities and 
establish priority actions in order for all countries to meet the 2020 target.

The 19th meeting of the Alliance was held at the Russelior Hotel, Hammamet, Tunisia, from 27 
to 29 April 2015.

The agenda is included as Annex 1 and the list of participants as Annex 2.
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SESSION 1 

WELCOME AND PROGRESS 
REPORTS

Welcome 

Dr Anthony Solomon, World Health 
Organization 

Dr Solomon welcomed participants to the 
meeting in his capacity as Secretary of 

the WHO Alliance for GET2020 and on behalf 
of Dr Dirk Engels, Director, Department of 
Control of Neglected Tropical Diseases, World 
Health Organization (WHO).  The chairs of 
the meeting were elected by acclamation as 
follows: Day 1 – Professor Abou Amza and 
Professor Sheila West; Day 2 – Dr Wondu 
Alemayehu and Dr Georges Yaya; and Day 
3 – Dr Rosa Castalia and Professor Serge 
Resnikoff.  Mr Chad MacArthur was elected 
rapporteur.

The purpose of the 19th meeting was to monitor 
progress towards the global elimination 
of trachoma, exchange information and 
experiences, review opportunities and identify 

hindrances to the achievement of the GET2020 
goal. The meeting would provide specific 
opportunities to discuss (i) the progress of the 
Global Trachoma Mapping Project (GTMP) 
and plans for how the trachoma community 
would address population-based prevalence 
surveys after the GTMP concludes; (ii) the 
global status of implementation of the SAFE 
strategy; (iii) the progress made in mobilizing 
resources to support the elimination goal; (iv) 
the outcomes of recent technical and scientific 
meetings; (v) the relevant global activities of 
WHO and nongovernmental organizations 
(NGOs); (vi) coordination with other 
neglected tropical diseases (NTDs); and (vii) 
cooperation with the water, sanitation and 
hygiene (WASH) sector.

The desired outcomes of the meeting were: 
(i) global monitoring of progress towards 
elimination; (ii) exchange of information on 
implementation of the SAFE strategy; (iii) 
input from Alliance members on coordination 
with alliances against NTDs other than 
trachoma; (iv) input from Alliance members 
on recent and proposed new developments; 
and (v) an enhanced sense of shared mission 
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within the Alliance.  The meeting report would 
capture these outcomes and the progress made 
towards achieving resolution WHA 51.111,  
and be shared with endemic countries and 
current and future partners.

1 Resolution WHA51.11. Global elimination of blinding 
trachoma. In: Fifty-first World Health Assembly, Geneva, 
16 May 1998. Resolutions and decisions, annexes. Geneva: 
World Health Organization; 1998 (http://www.who.int/
blindness/causes/WHA51.11/en/, accessed December 2016).

The importance of this meeting and its 
objectives was highlighted by the fact that only 
68 months remain until the end of December 
2020.
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WHO REPORT

Dr Anthony Solomon (Medical Officer, 
Trachoma, WHO/NTD Geneva)

Dr Solomon summarized progress made since 
the 18th meeting of the Alliance (Addis Ababa, 
28–29 April 2014), namely:

•	Continued progress in mapping;

•	Revision of the standard operating 
procedures for surveillance;1

•	Revision of the standard operating 
procedures for impact surveys;1

•	Preparation of a generic framework on NTDs 
containing standard operating procedures 
for certification of eradication, verification of 
elimination of transmission and validation of 
elimination as a public health problem2; the 
document was ratified by the WHO Strategic 
and Technical Advisory Group for Neglected 
Tropical Diseases at its meeting in 2016;

•	Planning of a GTMP-like platform for impact 
and surveillance surveys; 3

•	Launch of several significant programmes 
for funding of SAFE strategy interventions; 

•	Launch of the Ethiopian initiative to clear 
the trachomatous trichiasis (TT) backlog;4

•	Launch of HEAD START – a tool for training 
TT surgeons;5

•	Approval by the Trachoma Expert Committee 
of the International Trachoma Initiative 
(ITI) for donation of 113 million doses of 
azithromycin for distribution in 2015;

•	Preparation of a global strategy on WASH 
and NTDs; 6,7 

•	 Initiation of a network of WHO collaborating 
centres for trachoma;8

•	Preparation of an action plan for trachoma 
in the Pacific Islands;

•	Design of a new WHO trachoma website;9 

and              

•	Agreement between WHO and ITI on data 
sharing.  

Of the 58 countries where trachoma is or 
was endemic, 56 had received the Trachoma 
Elimination Monitoring Form, of which 50 had 
completed and returned the forms to WHO in 
time for the data to be included for the meeting. 
The new format had been positively received, 
and several good suggestions had been made 
to refine the template.

Good progress has been made in implementing 
the SAFE strategy globally. A total of 138 533 
trichiasis surgeries were performed in 2014, 
compared with 233 976 in 2013 and 169 121 in 
2012 (Fig. 1); the apparent decrease in surgical 
output from 2013 to 2014 reflects, in part, 
collection of more accurate data. 

1	Technical consultation on trachoma surveillance, 11−12 
September 2014, Task Force for Global Health, Decatur, 
USA. Geneva: World Health Organization; 2015 (WHO/
HTM/NTD/2015.02).

2	Generic framework for control, elimination and eradication 
of neglected tropical diseases. Geneva: World Health 
Organization; 2016 ((WHO/HTM/NTD/2016.6).

3	Hooper PJ, Millar T, Rotondo LA, Solomon AW. 
Tropical Data: a new service for generating high quality 
epidemiological data. Community Eye Health Journal. 
2016;29:38.

4	Mengitsu B, Shafi O, Kebede B, Worku DT, Hereo M, French 
M et al. Ethiopia and its steps to mobilize resources to 
achieve 2020 elimination and control goals for neglected 
tropical diseases: spider webs joined can tie a lion. 
International Health. 2016;8Suppl1:i34–i52.

5	Gower EW, Kello AB, Kollmann KHM. Training trichiasis 
surgeons: ensuring quality. Community Eye Health Journal. 
2014;27:58.

6	Water sanitation and hygiene for accelerating and sustaining 
progress on neglected tropical diseases: a global strategy 
2015–2020. Geneva: World Health Organization; 2015.

7	Boisson S, Engels D, Gordon BA, Medlicott KO, Neira 
MP, Montresor A et al. Water, sanitation and hygiene for 
accelerating and sustaining progress on neglected tropical 
diseases: a new Global Strategy 2015–20. International 
Health. 2016;8Suppl1:i19–i21.

8	Network of WHO Collaborating Centres for Trachoma: 
inception meeting report. Decatur, GA, USA, 19–20 
February 2015. Geneva: World Health Organization; 2015 
(WHO/HTM/NTD/2016.3).

9	http://www.who.int/trachoma/en/ 
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In 2014, 52 million doses of antibiotics 
were distributed for trachoma elimination 
purposes, compared with 54.9 million in 2013 
(Fig. 2). Antibiotic distribution will need to be 
increased considerably over the next few years 
in order to achieve the minimum acceptable 
coverage of 80% in each district in which the 
TF prevalence is currently over the elimination 
threshold.

Work remains to be done to make reporting on 
implementation of the F and E components of 
SAFE more straightforward, more meaningful 
and more complete.

Dr Solomon reviewed the recommendations of 
the 18th meeting of the Alliance, and updated 
participants on actions taken in response. Most 
of the recommendations have been addressed 
or are being addressed.

Openness with data should be fundamental 
to working as a community from now until 
the global programme’s goal is reached. 
Making this practical will require careful 
thought and discussion to ensure that national 
interests, individual intellectual property, and 
ethical standards to protect patients are all 
appropriately safeguarded.

Priorities for the next 12 months are to: 

1.	 Publish the annual article on trachoma 
in the Weekly Epidemiological Record;

2.	 Recalculate the backlog of TT cases and 
the current population at risk;

3.	 Build increased capacity in endemic 
countries;

4.	 Prepare a second edition of the 
programme managers’ manual;

5.	 Further align ITI/WHO and trachoma/
NTDs;

6.	 Validate several countries as having 
eliminated trachoma as a public health 
problem; and

7.	 Seek additional human resource capacity 
for trachoma at WHO headquarters.

Global Trachoma Mapping 
Project update

Mr Tom Millar, Sightsavers 

Mr Millar described the GTMP and its 
outputs to date. The project started in 2012, 
with a target of mapping the (then-estimated) 
remaining 1238 districts in which trachoma 
was suspected to be endemic but for which 
prevalence data had yet to be collected.  While 
working with national programmes to define 
more precisely where to map, several hundred 
more suspected-endemic districts have been 
identified. It has now collaborated in the 
mapping of 1487 districts, which represents 
94% of districts that are currently secure 
and accessible; the remaining 87 districts 
are targeted for mapping in 2015. Currently, 
an estimated 289 districts are suspected to 
be endemic but, for various reasons, are 
inaccessible for mapping.

Fig. 2 Number of people receiving antibiotics for trachoma 
elimination purposes, worldwide, 2012–2014 (in millions)
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Fig. 1 Number of people receiving operations for trachomatous 
trichiasis, worldwide, 2012–2014 (in thousands)
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In response to the concerns of those countries in 
which districts were considered “inaccessible” 
or “insecure” and where mapping is needed 
before funding ends in 2015, Mr Millar 
gave reassurance that GTMP’s core funders 
– the United Kingdom’s Department for 
International Development (DFID), and 
the United States Agency for International 
Development (USAID) – had confirmed their 
support for and endorsement of the GTMP 
systems and methodologies as a platform that 
will allow baseline mapping to be completed 
in full worldwide, irrespective of timescale. 
Although the DFID funding expires at the 
end of 2015, other sources of support will be 
available to complete the global baseline map. 
Expertise and proven tools have been built 
that will allow countries to leverage funding 
from other donors with the support of partner 
organizations. 

Mr Millar requested national and international 
partners to use these data to initiate treatment, 
particularly in evaluation units found to have 
prevalences of trachomatous inflammation—
follicular (TF) ≥ 30% in children aged 1–9 
years, where the remaining five years before 
2020 will be needed to complete the first phase 
of recommended interventions before impact 
surveys are done. The available data should be 
used in a concerted manner to advocate for and 
increase resources for trachoma elimination. 
As data on F and E are collected within GTMP-
supported surveys, an opportunity exists to 
use them for programmatic decision-making. 
National governments own the data and are 
thus responsible for reporting and publishing 
them, knowing that GTMP and WHO will 
provide full support. Sightsavers will issue 
a call to academic institutions interested in 
working with countries to undertake further 
analyses.  

Finally, Mr Millar said that the successful 
completion of baseline mapping will demand 
the full involvement of all endemic countries. 
Further engagement with countries that have 

not yet participated in the GTMP or provided 
data to the Global Atlas of Trachoma is in 
progress, and it is hoped that there will be 
opportunities to work with those countries 
soon.

Regional report: African Region 

Dr Simona Minchiotti, WHO Regional Office 
for Africa  

Dr Minchiotti presented a number of 
highlights from the African Region. Among 
the indications of progress towards the 
GET2020 goal are the numbers of surgeries 
that have been conducted in Ethiopia (65 000) 
and the similarly encouraging surgical output 
in Nigeria. Such progress is important because 
in both countries the prevalence of trachoma 
is high and populations are large. For the 
A component, there is good coordination 
of national and international partners, 
strengthened data collection at country level 
and an increased number of endemic districts 
achieving ≥ 80% antibiotic coverage. In 
addition, countries are increasing the extent to 
which the F and E components are embedded 
in their trachoma programmes, which should 
predict sustainable elimination efforts. 

The African Region still faces a number of 
challenges, notably the magnitude of the 
existing surgical backlog. Although some 
figures may be overestimated (as suggested 
by GTMP recalculations) it may still be 
problematic for countries to reach the 
elimination threshold of a prevalence of TT 
unknown to the health system of < 0.2% 
in adults aged ≥ 15 years.1 This challenge is 
compounded by the difficulties that countries 
face in acquiring the necessary surgical 
equipment and consumables in a timely and 

1	Validation of elimination of trachoma as a public health 
problem. Geneva: World Health Organization; 2016  
(WHO/HTM/NTD/2016.8).
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sustainable manner. Dr Minchiotti offered the 
services of the WHO Regional Office for Africa 
to help resolve this problem. In addition to 
addressing the backlog of TT cases, a number 
of districts in the region are still falling short of 
the minimum acceptable coverage of 80% for 
antibiotic mass drug administration (MDA). 
Other concerns affecting the Region’s progress 
include the outbreak of Ebola virus disease, 
security issues, lack of human resources, 
adverse administrative processes and other 
competing public health priorities.

Regional report: Eastern 
Mediterranean Region

Dr Ismat Chaudhry, WHO Regional Office for 
the Eastern Mediterranean  

Dr Chaudhry reported that of the 22 countries 
in the Eastern Mediterranean Region, one 
(Oman) has been recognized by WHO as 
having eliminated trachoma as a public 
health problem, three (Islamic Republic of 
Iran, Morocco, and Saudi Arabia) are in the 
pre-validation stage, and seven (Afghanistan, 
Djibouti, Egypt, Pakistan, Somalia, Sudan, 
Yemen) report that trachoma remains a public 
health problem. The other countries of the 
region claim to be trachoma-free, although 
there is limited evidence to confirm or refute 
this. 

Mapping in Egypt, Sudan and Yemen is due for 
completion in 2015 and planning for mapping 
in Afghanistan and Pakistan is under way. 
In 2014, Pakistan applied (for the first time) 
to ITI for an azithromycin donation for its 
trachoma elimination programme, and Sudan 
and Yemen submitted requests to continue 
receiving donated medicine. A number of 
endemic districts in Sudan are planning 
impact surveys. Sudan is implementing 
SAFE in full in most of its endemic districts. 
In November 2014, Yemen held a trachoma 
action planning workshop, targeting 2015 in 
which to begin azithromycin MDA. Yemen 

has secured funding from the World Bank to 
support its elimination efforts. In December 
2014, facilitators were trained in trachoma 
action planning in Bahrain. 

The Region faces security challenges and 
complex emergency situations that prevent 
or interrupt mapping and programme 
implementation. Weak coordination and 
lack of partnerships between the trachoma 
community and the WASH sector are 
undermining the full implementation of SAFE.

Regional collaboration among endemic 
countries has increased, making the role of the 
Regional Office more and more critical. The 
four countries that are in the pre-validation 
stage will need assistance from WHO to 
formally validate and acknowledge national 
elimination of trachoma as a public health 
problem. 

Regional report: Region of the 
Americas

Ms Martha Saboyá, WHO Regional Office for 
the Americas  

Trachoma is known to be endemic in Brazil, 
Colombia, Guatemala and Mexico. These four 
countries are at different points along the 
pathway towards elimination. Mexico is near 
elimination and is conducting surveillance; 
Guatemala is preparing for impact surveys, 
although funding for them still needs to be 
identified; and Brazil and Colombia are still 
implementing the SAFE strategy, with further 
mapping needed.

In the Region of the Americas, much of 
the F component is implemented through 
both school-based and community-based 
activities, while the E component is largely 
delivered through intersectoral collaborations 
focusing on access to water, and construction 
and use of latrines. In contrast with other 
regions (particularly the African Region), TT 
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surgery is performed by ophthalmologists 
and oculoplastic surgeons. In all four endemic 
countries, plans for integrated implementation 
with other neglected infectious diseases exist for 
MDA, particularly for the co-administration 
of azithromycin and albendazole.

In moving ahead, the Regional Office will 
work with countries to implement SAFE in 
full where needed and help secure support 
to extend mapping, especially among remote 
populations of the Amazon Basin. It will also 
help countries that claim to have eliminated 
trachoma to implement surveillance and 
validation protocols, referring to WHO 
headquarters for technical guidance. 
Integration of post-validation surveillance 
for trachoma with that for other neglected 

infectious diseases is an emerging issue for the 
region.

Challenges include securing funding for impact 
surveys and surveillance surveys, as well as for 
training and expanded mapping. Some seed 
funding is available but additional funds are 
required. Remote areas such as the Amazon 
basin are expensive and logistically difficult 
places in which to work. Other challenges 
include TT case-finding, informatics and 
laboratory capacity. 

In conclusion, Ms Saboyá noted that trachoma, 
more than being a problem, should be seen as 
an opportunity to reach the people most in 
need and to reduce poverty and inequalities. 
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SESSION 2

OPERATIONALIZATION OF 
THE DEFINITION OF “TT 
UNKNOWN TO THE HEALTH 
SYSTEM”

Prepared by Mr Sailesh Kumar Mishra, Nepal 
Netra Jyoti Sangh (unable to attend); presented 
by Professor Sheila West, Johns Hopkins 
University

With the prevalence of TF in 1–9 year-
olds now < 5% in all formerly-endemic 

districts, the focus of the Nepal programme is on 
finding TT cases, for which female community 
health volunteers are being mobilized to 
assist. Most of the trichiasis that has been 
identified, however, is non-trachomatous, with 
no evidence of trachomatous conjunctival 
scarring; such cases are not recorded as TT. 
This has reduced the apparent backlog of TT 
cases by about 85%, which has implications 
both for planning programme end-points and 
for surveillance.

A discussion ensued as to whether individuals 
who refuse surgery or cases of recurrence 
should be included in the numerator for the 

TT case burden. Refusal and recurrence need 
adequate definitions and a plan for clinical 
management within the health system. Uptake 
of surgery can be low, and exploring the 
reasons for this, through qualitative research, 
is critical to allow programmes to design a 
functional referral system.

TT IN MAURITANIA 

Professor Abdallahi Ould Minnih, Ministère de 
la Santé, Mauritania

The prevalence of TT in Mauritania is 0.26%. 
It is considered an old disease because the 
prevalence has not changed for many years; 
however, continual surveillance is needed 
to detect incident TT cases and provide 
surgical services where and when necessary. 
Areas endemic for TT predominate in the 
north of the country, where populations are 
difficult to access.  Challenges include: lack of 
surgical equipment; insufficient training and 
personnel; the need for mobile screening and 
surgery; inadequate organization of services; 
and complications after surgery. An integrated 
approach with other ophthalmological services, 
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such as cataract surgery, is helping to improve 
some of these shortcomings, although any cost 
savings that result have yet to be studied.
 
TF (but not TT) is found along some areas 
of the Senegalese border. Targeted antibiotic 
treatment, rather than MDA, has been 
implemented in these areas. In Mauritania 
overall, the prevalence of TF remains at 
approximately 7%.

SUPPORTIVE SUPERVISION 
IN TT SURGERY

Professor Lamine Traore, Ministère de la Santé 
et de l’Hygiène Publique, Mali

The national trachoma programme has set 
2017 as its target date for elimination. By 
December 2014, an estimated 20 636 cases 
of TT needed to be addressed.  A particular 
focus of the programme is on improving the 
supervision of surgeons, including monitoring 
of surgical outcomes. 

A recent evaluation of surgical referrals and 
surgeries revealed problematic follow up and 
inadequate data collection. In Kayes Region, 
five districts were chosen and 20 people 
reported to have had surgery in those districts 
were selected for follow up within 3 months of 
surgery. Only 70% could be located, of whom 
only 70% had actually received operations. 
Among those who had been operated on, 
post-operative TT was found in 30%. The 
evaluation also noted that 16% of eyes that 
had been operated on did not correspond to 
the eye that was reported to have received 

surgery. This exercise has helped to identify 
specific training needs for surgeons, to identify 
a number of patients for whom re-operation is 
required and to provide more reliable data. It 
has also highlighted the need for supervision 
for quality control purposes.

RE-CALIBRATING THE 
GLOBAL TRICHIASIS 
BACKLOG

Ms Rebecca Mann Flueckiger, London School of 
Hygiene & Tropical Medicine

The most recent (2012) formal estimate of the 
global backlog of trichiasis, incorporating data 
collected up to 2011, estimated the backlog 
at 7.3 million people.1 Data contributing 
to this global estimate, however, were not 
standardized by age and sex. If GTMP 
methodologies for standardizing data2 are 
applied to non-GTMP data, the TT burden in 
many areas might be far lower than the current 
estimate would indicate. Efforts are under 
way, at the request of WHO, to update the 
global backlog estimate, using a combination 
of the latest survey data generated as part of 
the GTMP, standardization of old estimates 
where original datasets are available, and 
retention of old estimates where the original 
data are unavailable. The R code used for the 
calculations is available to any interested party 
from Ms Flueckiger or WHO. Ideally, all raw 
data collected from national programmes 
would be incorporated in this analysis to 
further refine national and global burdens. A 
useful discussion about the methodology for 
the new estimate followed the presentation.

1	Global WHO Alliance for the Elimination of Blinding 
Trachoma by 2020. Wkly Epidemiol Rec. 2012;87:161–8.

2	Solomon AW, Pavluck A, Courtright P, Aboe A, Adamu L, 
Alemayehu W et al. The Global Trachoma Mapping Project: 
methodology of a 34-country population-based study. 
Ophthalmic Epidemiol. 2015;22:214–25.
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THINKING BIG: CLEARING 
THE TT BACKLOG IN 
ETHIOPIA

Mr Oumer Shafi, Federal Ministry of Health, 
Ethiopia

Ethiopia has a large TT backlog. At the 
Alliance’s 18th meeting in 2014, the Federal 
Minister of Health announced a government 
commitment to clear the backlog within 18 
months, with significant government financial 
backing.1  The strategies used to achieve this 
objective will be a combination of static site 
services, outreach to high prevalence areas 
and mobile teams. Considerable quantities 
of equipment and a large number of trained 
and certified2 TT surgeons will be required to 
implement the plan, which is expected to begin 
in September 2015. The Ministry’s own funds 
will be complemented by contributions from 
the robust partnership of NGOs currently 
active against trachoma in Ethiopia. 

BREAKOUT SESSION A1. 
HOW SHOULD WE IMPROVE 
GTMP SYSTEMS FOR 
FUTURE WORK? 

Rapporteur: Rebecca Mann Flueckiger

The group discussed the advantages of the 
GTMP system, including the speed at which 
results were made available to programmes; 
the quality assurance and quality control 
components built into the system; the ability 

to leverage data for implementation; the use of 
standardized approaches; and the process of 
data approval.

Governments must be involved at the outset 
of the project planning phase, through 
formal agreements. GTMP systems should 
be discussed in detail with health ministry 
personnel to alleviate any concerns about data 
being processed with the help of partners. 
The criteria for including districts in baseline 
mapping work should be clearly outlined.

In terms of logistics, vehicles for fieldwork 
could be purchased rather than rented. 
Training could be enhanced through use of a 
web-based training tool, extra data recorders 
could be trained to serve as alternates, and a 
supervision plan that specifies the role of the 
supervisor could be included in the training 
manual. 

The group considered the following actions: 
include trachomatous conjunctival scarring 
(TS) in the survey; incorporate a mechanism 
to correct data entry errors in the field; provide 
health ministries with live visibility of cluster-
level data while surveys are in progress to 
improve the ability of programmes to review 
results; maintain a record of data in-country 
through an automated connection; and 
generate maps of prevalence as an automated 
output of the system.

The group unanimously agreed that it would 
support the use of the GTMP system for impact 
and pre-validation surveillance surveys, and 
requested that WHO lead the process of setting 
up a mechanism to facilitate this.

1	Mengitsu B, Shafi O, Kebede B, Kebede F, Worku DT, 
Herero M et al. Ethiopia and its steps to mobilize resources 
to achieve 2020 elimination and control goals for neglected 
tropical diseases: spider webs joined can tie a lion. 
International Health. 2016;8Suppl1:i34–i52.

2	Merbs S, Resnikoff S, Kello AB, Mariotti S, Greene G, West 
SK. Trichiasis surgery for trachoma,  2nd edition. Geneva: 
World Health Organization; 2015.
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BREAKOUT SESSION A2. 
THE NEW STANDARD 
OPERATING PROCEDURES 
FOR TRACHOMA 
SURVEILLANCE

Rapporteur: Professor John Kempen

The discussion began by recalling the 
elimination thresholds, which are:

•	 a prevalence of TT unknown to the 
health system of < 0.2% in adults aged ≥ 
15 years; and

•	 a prevalence of TF in children aged 1–9 
years of < 5.0%.

The group discussed whether other process 
objectives, which have sometimes been used 
by programmes, are part of the definition of 
elimination of trachoma as a public health 
problem. Such objectives include, for example, 
the proportions of communities in which 
health education has been provided, the 
proportions of households with a functional 
latrine or other safe methods of disposing 
of human faeces; and the proportions of 
households within a defined distance of a 
water point. Achieving these objectives is not 
necessarily required for validation of trachoma 
elimination, which is defined using disease 
prevalence thresholds alone.1

The goal of surveillance for trachoma is to 
provide a level of assurance that the elimination 
goal has been achieved and sustained, or 
to detect the re-emergence of disease. The 
group endorsed the new standard operating 
procedures for surveillance defined by WHO.2  
It welcomed the removal of the previous 

requirement to estimate prevalence at sub-
district level and the recommendation that after 
demonstration of a TF prevalence in 1–9 year-
olds at impact survey of < 5%, no interventions 
or active surveillance are needed until a 
formal pre-validation surveillance survey is 
undertaken two years later. Documenting TT 
cases that are known to the system, i.e. people 
with TT who have been offered management, 
was recognized as important but challenging, 
as was documenting whether trichiasis is 
trachomatous, to avoid misclassification. 

Having defined the indicators and the goal of 
surveillance, the question arose as to whether 
the current survey designs were adequate. 
The group noted that sample size calculation 
methods had been used, and that the desired 
precision of prevalence estimates could be 
achieved with an appropriate sample size.  
However, in estimating the prevalence of TT 
(desired detectable proportion of 0.2% in 
adults) the sample sizes would have to be much 
greater than those for TF (desired detectable 
proportion < 5.0% in adults). Information 
from adjacent districts (perhaps discounting 
statistical information relative to the direct 
information from a sample from the district 
in question) may be required to estimate 
TT prevalence more precisely.  Bayesian 
approaches might also be considered if they 
reduced the required sample size. Potentially, 
programmes could incorporate information 
on the numbers of surgeries with assumptions 
about success rates, although this would need 
further consideration.   

The group noted the importance of refresher 
training for field teams before every series of 
surveys, particularly when a long interval had 
occurred between series. 

1	Validation of elimination of trachoma as a public health 
problem. Geneva: World Health Organization; 2016  
(WHO/HTM/NTD/2016.8).

2	Technical consultation on trachoma surveillance. 11−12 
September 2014, Task Force for Global Health, Decatur, 
USA. Geneva: World Health Organization; 2015  
(WHO/HTM/NTD/2015.02).
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It is important also to avoid implying that 
trachoma is no longer a public health problem 
when only the TF elimination targets have 
been met, because reducing the prevalence of 
TT below the threshold is critical.

Studies to evaluate the use of indices other than 
the prevalence of TF are under investigation 
as possible adjuncts or alternative methods to 
using TF alone for assessing the future risk of 
trachoma-related blindness in a population.

BREAKOUT SESSION 
A3. VALIDATION OF 
ELIMINATION OF 
TRACHOMA AS A PUBLIC 
HEALTH PROBLEM

Rapporteur: Dr Santiago Nicholls  

The technical criteria for validation of 
elimination of trachoma as a public health 
problem have been noted above. With these 
criteria in mind, the minimum content of 
the dossier should include: (a) the results 
of baseline surveys; (b) a description of the 
interventions implemented against trachoma; 
(c) the results of impact surveys; (d) the results 
of pre-validation surveillance surveys; (e) a 
description of ongoing implementation of 
TT surgery services; (f) a proposal for post-
validation monitoring and surveillance; and 
(g) historical information about areas where 
trachoma is not a public health problem, 
where available.

It is not recommended to carry out population-
based prevalence surveys to demonstrate that 
no trachoma is found in areas in which it is 
known that trachoma does not exist. The group 
endorsed the proposal of a 2014 technical 
consultation1 that the same methodologies 
now employed as standard for baseline surveys 
should be used for impact surveys and pre-
validation surveillance surveys.

In the two-year interval between an impact 
survey and the pre-validation surveillance 
survey, work to detect incident TT cases 
and promote F and E activities should be 
maintained.

BREAKOUT SESSION A4. 
UPDATE ON HEAD START 

Rapporteur: Dr Emily Gower   

The HEAD START mannequin-based 
TT surgery training system has now been 
implemented in 10 countries. Feedback on the 
system has been exceptionally positive. Efforts 
are under way to expand the pool of master 
trainers, who teach in-country surgeons how 
to use HEAD START as part of their initial or 
in-service training.  Individuals interested in 
helping to identify potential master trainers 
should contact Emily Gower (egower@email.
unc.edu). Supplies for the HEAD START 
system can be purchased through her, or via 
the website of the International Agency for 
the Prevention of Blindness (http://www.iapb.
org/).

1	Technical consultation on trachoma surveillance, 11−12 
September 2014, Task Force for Global Health, Decatur, 
USA. Geneva: World Health Organization; 2015 (WHO/
HTM/NTD/2015.02).
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SESSION 3

CO-ADMINISTRATION 
OF AZITHROMYCIN AND 
ALBENDAZOLE

Prepared by Dr Julián Trujillo Trujillo, Ministerio 
de Salud y Protección Social, Colombia (unable 
to attend); presented by Ms Martha Saboyá, 
WHO Regional Office for the Americas

Colombia co-administers azithromycin 
and albendazole for three reasons: 

(i) epidemiologically, trachoma and soil-
transmitted helminth infections are co-
endemic; (ii) operationally, access to the co-
endemic areas is difficult, and administering 
treatment to some of the semi-nomadic 
indigenous populations during two community 
visits is logistically challenging; and (iii) 
funding is limited. No contraindication to 
co-administration could be found in the 
literature. So far, the two medicines have been 
co-administered during three MDA rounds 
with no excessive incidence of adverse events.

INTEGRATION OF 
TREATMENT CAMPAIGNS 
FOR MULTIPLE NTDS

Dr Rosa Castália, Ministerio da Saude, Brazil

Brazil conducts integrated programmes for 
leprosy, soil-transmitted helminth infections 
and trachoma. The areas of convergence 
identified for these diseases are as follows: 
trachoma and leprosy both lead to physical 
impairment and require active case-finding, 
often within people’s homes; soil-transmitted 
helminth infections and trachoma both 
require WASH as a critical part of the strategy 
for control and elimination; and all three 
diseases are poverty related, indicate poor 
living conditions and are often co-endemic, 
particularly in the north of Brazil where the 
heaviest burdens of disease are found. 

The integrated methodologies include the use 
of a “self-image” form (mirror method) to 
identify potential suspected cases of leprosy, a 
clinical examination, treatment for confirmed 
leprosy cases, and household surveillance. Soil-
transmitted helminth infections are treated 
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with albendazole (400 mg single dose). For 
trachoma, the programme identifies cases and 
co-administers treatment with azithromycin to 
affected persons and their household contacts. 
No severe adverse events have been reported 
as a result of this approach. 

In summary, there seems to be no problem 
with co-administration of azithromycin and 
albendazole in this setting, although it was 
acknowledged that this finding is based on 
limited data. WHO guidance is needed on 
the safety of co-administration of medicines 
against neglected tropical diseases, particularly 
since Brazil is planning to co-administer 
ivermectin and azithromycin against scabies 
and trachoma.
 

DOES TF ALWAYS NEED TO 
BE TREATED? 

Dr Luisa Cikamatana Rauto, Ministry of Health 
& Medical Services, Fiji 

MDA of azithromycin is recommended on 
the basis of the prevalence of TF in 1–9-year-
olds, as determined in a population-based 
prevalence survey. A series of surveys 
conducted in Fiji in 2012 indicated that the 
prevalence of TF was > 10% in each of its 
four divisions; the mean prevalence was 15%.1  

Another study in Fiji, however, suggested that 
the prevalence of conjunctival Chlamydia 
trachomatis infection (as determined by 
PCR) was very low.2 As a result, the Ministry 
of Health and Medical Services had to decide 
whether to conduct azithromycin MDA in 
areas with moderately high TF prevalence, in 
areas with no TT and very low prevalence of 
C. trachomatis infection.

The Ministry decided to conduct a single 
round of azithromycin MDA and to evaluate 
its impact through an impact survey 
incorporating both examination for and PCR 
of C. trachomatis infection. Further research 
is ongoing.

MDA IN THE NEWEST 
COUNTRY IN THE WORLD

Dr Wani Mena, Juba Teaching Hospital, South 
Sudan 

Almost 50% of the population of South Sudan 
is estimated to live in communities where 
trachoma is a public health problem. Surveys 
in several counties show the prevalence of TF 
in children aged 1–9 years of ≥ 30%; in some it 
is ≥ 80%. Population-based prevalence surveys 
are needed in additional counties that the 
GTMP has been unable to access due to civil 
unrest. 

For the same reason, MDA of azithromycin is 
limited and in some areas of high prevalence 
has resulted in interruption of treatment after 
multiple rounds of MDA. Impact surveys are 
probably indicated in such areas, rather than 
simply resuming MDA, and will hopefully 
be conducted soon, so that further trachoma 
elimination activities can be planned.

THE CONTRIBUTION 
OF ANTIBIOTICS TO 
TRACHOMA’S ELIMINATION 
AS A PUBLIC HEALTH 
PROBLEM IN MOROCCO 

Dr Jaouad Hammou, Ministère de la Santé, 
Morocco 

Morocco was the first country to use 
azithromycin for trachoma elimination 
purposes. From 1999 to 2005, trained 
health workers administered 700 000 doses 

1	Trachoma mapping in the Pacific: Fiji, Solomon Islands 
and Kiribati. Melbourne: International Agency for the 
Prevention of Blindness Western Pacific Regional Office; 
2013.

2	Macleod CK, Butcher R, Mudaliar U, Natutusau K, Pavluck 
AL, Willis R et al. Low prevalence of ocular Chlamydia 
trachomatis infection and active trachoma in the Western 
Division of Fiji. PLoS Negl Trop Dis. 2016;10:e0004798.
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of azithromycin each year, leading to the 
elimination of trachoma as a public health 
problem. The success of the programme was 
attributed not only to the profound effect of 
azithromycin but also to the strong political 
commitment of different government sectors, 
strong partnerships with a shared focus on 
trachoma elimination and the guidance of a 
strategic trachoma action plan.  

Morocco is now in the stage of post-elimination 
surveillance, using a sentinel site system with 
case-finding, treatment and epidemiological 
follow-up involving contact tracing. 

ITI REPORT

Dr Paul Emerson, ITI 

In 2015, ITI expects the largest ever global 
scale-up of Zithromax MDA, with applications 
having been approved for 771 endemic 
districts, up from 596 in 2014. ITI’s challenge 
is its ability to meet those scale-up needs. For 
2015, 113 million treatments are required, 
20 million of which are already available in 
countries from previous years. Pfizer can 
provide 70 million doses, leaving a situation 
in which demand exceeds supply by 23 million 
doses for the year.

As interim measures to address this shortfall 
for 2015, ITI’s Trachoma Expert Committee 
has recommended that: 

1.	 ITI strictly adheres to its “Green Light” 
checklist, ensuring that the mechanisms 
for delivery of Zithromax within 
countries are in place before shipments 
leave Brussels. 

2.	 ITI makes multiple shipments of smaller 
quantities, rather than large shipments 
in advance of future requirements. 

3.	 ITI ships 95% of the doses needed to treat 
the entire estimated eligible population, 
rather than 100%, to minimize residual 
stock in the country after MDA. 

4.	 ITI works with partners to postpone 
MDAs to late 2015 or early 2016 in areas 
where funding is still unconfirmed, and 
in Western Amhara.

Dr Emerson noted that the transfer of 
donated Zithromax between countries had 
been attempted in the past but it had been 
challenging. Uganda was the only country 
expected to have excess stock, and the quantity 
expected to be in excess there was very small. 
Such transfers are therefore not likely to 
help the current shortfall. Transfers between 
districts within a country may be undertaken 
at the national programme’s discretion, with 
communication of plans to do so to ITI.

In terms of substituting Zithromax with other 
antibiotics such as tetracycline eye ointment, 
Dr Emerson noted that the remit of ITI is 
to support the SAFE strategy with donated 
Zithromax; the use of other antibiotics would 
be the responsibility of individual programmes.

The Alliance was assured that normal 
manufacture of Zithromax would resume 
by the end of 2015; no further production 
problems were expected.

Where there is demand for scale up, a 
simultaneous downscaling is occurring in 
some places: 128 districts, with a resident 
population of 12.6 million people, have met the 
elimination prevalence thresholds and further 
MDA of azithromycin is no longer necessary.

Dr Emerson also addressed the issue of 
disposal of empty Zithromax containers, for 
which there is no ITI policy. The containers 
could not, however, be recycled for the use of 
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Zithromax but could be recycled for alternate 
use in communities; before doing so, the labels 
should be defaced.
 
ITI is working with WHO and the International 
Coalition for Trachoma Control (ICTC) to 
harmonize the collection and management 
of data on SAFE implementation, and 
coordinating with the GTMP and other 
partners to streamline the process of 
undertaking impact surveys.  

ICTC REPORT 

Professor Martin Kollmann, CBM and ICTC 

ICTC provides an innovative forum for shared 
learning and joint programming. At the global 
level it is a large, diverse coalition of likeminded 
partners focusing on resource mobilization 
and coordination, while at national level it 
comprises dedicated, knowledgeable members 
supporting national programmes, who are in 
turn supported by ICTC’s global resources 
such as the preferred practices documents and 
various working groups.

Professor Kollmann noted the significant recent 
progress in trachoma elimination, attributing 
this success to (i) strong global partnership, 
(ii) leadership programmes, (iii) adherence 
to the SAFE strategy; (iv) the Pfizer donation 
of Zithromax, (v) increased donor interest, 
funding and coordination, and (most recently) 
(vi) the strategic partnership within the WASH 
sector to strengthen implementation of the F 
and E components of SAFE.

A number of ICTC technical resources are or 
will be available shortly in English, French and 

Portuguese, including Organizing trichiasis 
surgical outreach;1 Training of trainers for 
trichiasis surgeons,2 an updated guide to 
Trachoma action planning,3 a Trichiasis 
counselling guide,4  a Training curriculum for 
trichiasis case identifiers,5 Micro-planning for 
effective Zithromax® mass drug administration  6 

and a Practical guide to partnering and planning 
for F&E7. 

Notwithstanding the funding currently 
available for trachoma, estimates suggest that 
the resources on offer represent only one-third 
of that needed to achieve the GET2020 goal. 
ICTC considers advocacy to fill this funding 
gap as a priority.

ICTC is consulting with WHO to identify 
training gaps and secure funding for capacity 
building in endemic countries. It is also 
tracking progress towards elimination, with 
support from the Fred Hollows Foundation 
and PricewaterhouseCoopers to design a 
Global SAFE Implementation Calculator that 
will provide more realistic estimates of funding 
needs and guide future strategic directions for 
funding.

1	Organizing trichiasis surgical outreach: a preferred practice 
for program managers. London: International Coalition for 
Trachoma Control; 2015.

2	Training of trainers for trichiasis surgeons. London: 
International Coalition for Trachoma Control; 2014.

3	Trachoma action planning. London: International Coalition 
for Trachoma Control; 2015.

4	Trichiasis counselling guide. London: International 
Coalition for Trachoma Control; 2016.

5	Training curriculum for trichiasis case identifiers. London: 
International Coalition for Trachoma Control; 2015.

6	Micro-planning for effective Zithromax® mass drug 
administration. London: International Coalition for 
Trachoma Control; 2015.

7	All you need to know for F&E: a practical guide to 
partnering and planning. London: International Coalition 
for Trachoma Control; 2015.
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DONOR PANEL  

Mr Joseph Belisle, Pfizer; Mr Philip Albano, 
Lions Club International Foundation; Dr 
Andrew Cooper, the Queen Elizabeth Diamond 
Jubilee Trust; Mr Iain Jones, DFID; Mr Warren 
Lancaster, the END Fund  

Pfizer is scaling up production of Zithromax 
to meet increased demand. It remains 
committed to the global trachoma elimination 
programme.

The Lions Club International Foundation 
prioritizes trachoma projects that adopt the 
SAFE strategy in full. It provides US$ 2–3 
million each year in project funding and 
has a new stream of funding for operational 
research. Eye care capacity-building is a major 
focus of Sight First within an overall vision of 
integrated eye care services.

The Queen Elizabeth Diamond Jubilee Trust 
focuses on Commonwealth countries. Funding 
will be available for five years only. It focuses 
on two programme areas: a youth leaders 
programme, entitled The Queen’s Young 
Leaders; and the Global Blindness Programme, 
which includes diabetic retinopathy, 
retinopathy of prematurity, trachoma and 
strengthening of eye care systems. Trachoma 
elimination is being funded in multiple 
countries in Africa and the South Pacific. The 
Trust is interested in further research on the 
F&E components of SAFE, and in sustainable 
surveillance systems.

The End Fund, which focuses on NTDs, has a 
small tranche of funds dedicated to trachoma 
and particularly to azithromycin MDA. Mr 
Lancaster encouraged applications from NGOs 
or country programmes for funding and noted 
that matched funding was available.

DFID provides funding for the GTMP, the 
implementation of SAFE in a number of 
countries in Africa and integrated NTD 
programmes. It has aligned its trachoma 
funding with that of the Trust and Sightsavers. 
It also supports integrated eye care 
programmes. DFID focuses on delivering 
results and value for money in high impact, 
cost–effective programmes that can be scaled 
up. It is interested in operational research that 
will further foster the above, and seeks an 
increased, consolidated donor base from both 
international and in-country sources while 
recognizing the current shortfall of funding. 

In response to questions posed by meeting 
participants, the following points were made: 

In terms of support for regional initiatives, the 
Lions Club International Foundation is one 
possible funder; another is the World Bank. 
Donors agreed that having a clear, detailed 
budget increases the likelihood of funding. 

In response to a question concerning possible 
donor fatigue as the prevalence of trachoma 
reduces, it was indicated that resources for 
surveillance and elimination processes would 
continue to be made available provided that 
clear planning was evident and that impact and 
cost–effectiveness were demonstrated. Donors 
emphasized the importance of partners at 
country level, and requested the assistance of 
ICTC and its members to help bridge the gap 
between health ministries and donors’ head 
offices.
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SESSION 4

BREAKOUT SESSION B1. 
WHAT MORE CAN I DO FOR 
MY DONORS? 

Rapporteur: Dr Karim Bengraine  

A number of points were discussed in 
tackling this question. First, trachoma 

elimination programmes need to be as efficient 
and effective as possible and specify what needs 
to be measured for reporting back to donors. 
In making promises to donors, the realities of 
the field and any anticipated constraints must 
be reflected in what programmes promise. 
Targets must be feasible; when they are not 
met, the reasons why must be clearly outlined.

Secondly, recipients of donor funding must 
better understand donors’ needs, so that those 
needs can be met and parties can advocate for 
further funding. 

Finally, donors should be assisted in 
understanding the technical aspects of 
trachoma elimination programmes. All 
partners should contribute to more completely 
quantifying and communicating the 
contributions of endemic countries – including 
infrastructure, human resources, logistics and 
finances – and be recognized when analysing 
funding gaps. 

BREAKOUT SESSION B2. 
INTEGRATION WITH OTHER 
NTD OR PREVENTION OF 
BLINDNESS PROGRAMMES 

Rapporteur: Ms Martha Saboyá  

The definition of integration should be clear, 
taking into account the specific situation in 
question. What do we mean by trachoma + 
NTDs; or trachoma + blindness programmes; 
or trachoma + WASH? Integration should 
also be understood in the framework of 
strengthening health systems, including local 
health systems.

The group suggested various characteristics 
that are key to successful integration: flexibility, 
based on needs; opportunism; context-specific, 
i.e. tailored to the local epidemiological 
and geopolitical situation; phase-specific, 
recognizing that considerations differ if a 
programme is scaling-up, scaling-down or in 
the post-elimination phase. It was agreed that 
some level of verticality can be maintained 
within integration.

The drivers for integration should be: cost–
effectiveness; sustainability; and the need for 
a holistic approach, as communities tend to 
be affected by several problems, not only by 
trachoma.
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The advantages of integration are many and 
include the fact that integration looks not at 
diseases but at communities and their needs; 
integration makes advocacy more effective; 
integration works to strengthen overall health 
systems at each level; integration promotes 
sustainability; integration increases efficiencies 
and effectiveness and raises the visibility of 
the programme; and integration increases 
coverage for all the various elements of the 
integrated programme. 
Possible disadvantages of integration include: 
loss of focus within a programme that tries 
to do too many things; overburdening of 
health workers and community volunteers; 
duplication of efforts and/or lack of timely 
implementation if planning is inadequate; and 
various operational issues that may arise by 
having too many moving parts. 

The general recommendation of the group 
was that integration should be based on an 
analysis of the local situation, the capacity of 
the system and its various players, the needs of 
the programmes for which integration is being 
considered, and the potential added value that 
integration might bring. 

BREAKOUT SESSION B3. 
HOW CAN WE MAXIMIZE 
ANTIBIOTIC COVERAGE? 

Rapporteur: Dr Simona Minchiotti 

A number of ideas and suggestions were made. 
In terms of micro-planning, there is a need to 
have adequate per diems or other incentives 
for drug distributors. This might require 
advocacy at the central level to harmonize 
incentives for people involved in all phases 
of the distribution including planning. 
Social mobilization is a critical element and 
to strengthen efforts, involving the correct 
stakeholders at community level before 
starting the distribution is essential. This 
might be further strengthened if programmes 
mobilize and encourage the involvement of 

women who have demonstrated a high level 
of commitment to these types of activities. 
Furthermore, influential people, such as village 
chiefs, should be engaged as effective advocates 
at all levels who can help also to circumvent 
politics becoming a factor.

Improved supervision was seen as a necessity 
and changes in current systems should be 
evaluated to measure impact. Spot checks 
as a method of random supervision were 
recommended. It was also proposed that data 
collection tools should be simplified to be more 
easily used by drug distributors, recognizing 
that many distributors are volunteers from the 
community in whom literacy levels are often 
low.  

Coverage may also be enhanced by 
opportunistically integrating with other 
programmes such as immunization campaigns. 
There is also a need to distribute using 
multiple approaches: some programmes start a 
campaign using static sites but after a number 
of days begin house-to-house distribution, 
in order to find those who did not initially 
present themselves. 

BREAKOUT SESSION B4. 
THE NEW COMBINED ITI/
WHO DATA REPORTING AND 
ZITHROMAX® REQUEST 
FORM  

Rapporteur: Mr Alex Pavluck

The new combined ITI/WHO form was 
recognized to be a significant advance, 
reducing the number of forms that countries 
and partners need to complete; however, a 
number of challenges were cited. The rating 
scale questions for implementation of F and E 
are new and somewhat confusing; the forms 
would ideally be contextualized to the maturity 
of the programme; and improved instructions 
are needed. An additional suggestion was that 
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the form includes a facility to allow required 
quantities of tetracycline eye ointment to be 
calculated..

TRACHOMA SCIENTIFIC 
INFORMAL WORKSHOP 
REPORT  

Professor Sheila West, Johns Hopkins University

Diverse topics were presented during this 
year’s Trachoma Scientific Informal Workshop, 
focusing on a wide range of areas, although 
it was noted that there was an absence of 
reports addressing facial cleanliness and 
environmental improvement. Notable findings 
and conclusions from the Workshop included:

1.	 People with trichiasis are more likely to 
be poor and to report lower quality of life 
than their peers without trichiasis living 
in the same village. This is an important 
message for advocacy purposes.

2.	 Training of TT surgeons should include 
ensuring that the incision extends 
across the width of the eyelid, and that 
peripheral lashes are correctly rotated. 
Use of an appropriately-sized surgical 
clamp is important.  

3.	 We should not assume that all trichiasis 
is due to trachoma, and we should not 
assume that all epilation is motivated by 
trichiasis. The WHO simplified trachoma 
grading scheme definition of trichiasis 
is: at least one eyelash rubs on the 
eyeball, or evidence of recent removal of 
in-turned eyelashes.1 However, eyelashes 
sometimes touch the eyeball for reasons 
other than trachoma, and evidence is 
emerging that some people in Fiji epilate 
eyelashes that are not in-turned. Such 
cases should not be counted as cases of 
TT.  

4.	 Data from Nepal and the United Republic 
of Tanzania showed that districts in 
which impact surveys estimated TF to be 
< 5%, and in which MDA was stopped, 
had estimated TF prevalences at the pre-
validation surveillance survey stage that 
remained < 5%.  

1	Thylefors B, Dawson CR, Jones BR, West SK, Taylor HR. 
A simple system for the assessment of trachoma and its 
complications. Bull World Health Org. 1987;65:477–83.
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SESSION 5

AN INTEGRATED HAND 
AND FACIAL CLEANLINESS 
CAMPAIGN IN TURKANA 
REGION

Dr Michael Gichangi, Ministry of Health, Kenya

Turkana is one of the poorest regions in 
Kenya. The baseline TF prevalence was 

42% and the proportion of children with clean 
faces was 46% at the time of the survey. The 
aim of this pilot project was to determine if it 
was feasible and acceptable to integrate face-
washing into school-based hand-washing 
campaigns. In 10 schools, messages were 
delivered indicating the five critical times to 
wash hands and face with soap and water: 
(i) before breakfast, (ii) before lunch, (iii) 
before dinner, (iv) while bathing, and (v) after 
toilet use. Messages were imparted by teacher 
trainers; children passed on the messages as 
“agents of change”, recruiting their peers at 
household level. 

After 21 days, the following behavioural changes 
in schools and households were detected: (i) 
improved uptake of face-washing in schools; 
and (ii) marginal improvement (limited data) 
at households. These preliminary data allowed 
investigators to conclude that the concept is 
acceptable, but needs to be customized.

ENLISTING HELP (AND 
DATA) FROM OTHER 
SECTORS FOR TRACHOMA 
ELIMINATION

Dr Patrick Turyaguma, Ministry of Health, 
Uganda

In Uganda, baseline surveys revealed a 
prevalence of TF in children aged 1–9 years 
exceeding intervention thresholds in 36 
districts. Impact surveys carried out in 22 
districts show that considerable progress 
has been made. Of the 22 districts, 12 had 
TF prevalences < 5%; eight districts had TF 
prevalences between 5% and 9.9%; while two 
districts had TF prevalences that were still ≥ 
10%. Recognizing the need to sustain these 
achievements, considerable focus is being 
put on the F and E components of the SAFE 
strategy. In Uganda, this requires coordination 
and collaboration with a number of sectors, 
specifically: (i) Environmental Health Division, 
Ministry of Health; (ii) Ministry of Water and 
Environment; (iii) Ministry of Education and 
Sports; (iv) National Water and Sanitation 
Working Group; and (v) the Uganda Water 
and Sanitation NGO Network.  These various 
governmental and non-governmental groups 
not only bring collaborative potential to the 
table but also have invaluable data to help the 
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country determine its needs in the context of 
trachoma. 

In developing this concerted effort, the 
national trachoma programme hosted a 
national F&E planning meeting to strengthen 
coordination and collaboration with WASH 
partners and to prepare an F&E strategy for 
the Trachoma Elimination Programme. The 
key activities of this strategy are: (i) integration 
of F&E messages in the National Sanitation 
Guidelines; (ii) integration of F&E messages 
in School Sanitation Guidelines; (iii) WASH 
partners to integrate trachoma SAFE messages 
in existing activities and leverage water points 
in trachoma endemic areas; (iv) development 
and broadcast of radio and video messages; 
(v) District Education Dialogues on WASH 
and trachoma; (vi) Ministry of Health NTD 
Programme to become a member of the 
National Sanitation Working Group; and (vii) 
identification of WASH partners to join the 
NTD Technical Committee.

THE F AND E
CONTRIBUTION TO 
TRACHOMA ELIMINATION IN 
MEXICO

Dr Nadia Angelica Fernandez Santos, Centro 
Nacional de Programas Preventivos y Control 
de Enfermedades, Mexico

In the State of Chiapas, Mexico, 267 localities 
and six municipalities are endemic for 
trachoma. The population at risk is 363 537. 
Mexico has made great progress, having 
reduced TF below elimination thresholds. 
However, work continues to promote F and 
E, particularly in schools. Having formed 
trachoma brigades, the State currently has 25 
people working exclusively on elimination 
including promoting hand and face washing 
to children. In 2014, 233 schools were targeted 
with educational activities for prevention of 
trachoma, through activities related to personal 
hygiene. In a 2014 survey of facial cleanliness 

in the five endemic municipalities of Chiapas, 
only 312 of 44 371 children examined had 
dirty faces or visible nasal or ocular secretions.

One of the keys to Chiapas’s success has been 
the commitment of the State in providing 
an additional five health centres since 2012, 
raising the number from 41 to 46. Also, local 
investment has provided 10 125 people with 
improved access to water; and the proportion 
of schools with a water supply has increased 
from 50% to 64%. 

The next steps for the trachoma elimination 
programme are to: (i) implement a surveillance 
survey in non-known endemic municipalities 
of the State of Chiapas to compile the evidence 
to support the request for validation of 
elimination to WHO; (ii) strengthen the 
committees created at national and sub-
national levels for the validation of elimination 
of trachoma as a public health problem in 
Mexico; (iii) use the capacity developed for 
trachoma to tackle other NTDs at the local 
level, including integrated visual health 
activities; (iv) strengthen activities in schools, 
and (v) operate on all incident TT cases.

THE F AND E 
CONTRIBUTION TO 
TRACHOMA ELIMINATION IN 
GHANA 

Dr Oscar Debrah, Ministry of Health, Ghana

At baseline, trachoma-endemic districts in 
Ghana had prevalences of TF ranging from 3% 
to 16% and prevalences of facial cleanliness 
among children of 67%. Only 2% of households 
had latrines; access to water was similarly 
poor. One difficulty was that the provision 
of water and adequate sanitation was not the 
remit of the Ministry of Health, requiring 
intersectoral collaboration. This issue was 
offset by the fact that many stakeholders from 
health, education and WASH were involved 
in initial planning of and budgeting for SAFE 
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implementation. There has been a strong 
collaboration between the Ministry of Health 
and other ministries, especially those of 
Education, Women and Children’s Affairs; and 
Local Government and Rural Development, 
together with both international and national 
NGOs working in health and WASH. Working 
together, radio messages have been produced 
and disseminated; community durbars have 
taken up the issue; school health activities for 
trachoma have been integrated into the basic 
school curriculum; information, education 
and communication materials have been 
produced; and local chiefs and community 
leaders have become engaged. 

All of these strategies have been met with 
success showing significant increases in both 
the proportion of households with latrines and 
access to potable water.

WASH AND NTDS FROM THE 
WHO WASH PERSPECTIVE  

Dr Bruce Gordon, WHO

WHO is strongly committed to WASH and 
NTDs. A number of points were highlighted: 
(i) WASH is a broad public health intervention 
with many disease-related and non-disease-
related outcomes; (ii) WASH is often 
implemented outside the health sector, and 
actors may have little knowledge of NTDs; 
(iii) WASH is not competing with NTDs for 
funding; (iv) infrastructure is a small part 
of WASH; (v) equity and reaching the most 
vulnerable is critical; and (vi) WASH has 
the necessary capacity to tackle F&E. The 
objectives of WASH and NTDs differ but their 
shared goals include equity, poverty reduction, 
shared prosperity and sustainability.

To achieve these goals, an NTD and WASH 
strategy will be essential; one whose aim is 
mutual reference and embedding of WASH and 

NTD aspects in sector plans and programmes, 
with full integration of programmes where 
appropriate. The vision is accelerated and 
sustained achievement of the targets of WHO’s 
roadmap on NTDs, particularly among the 
poorest and most vulnerable populations, 
through better-targeted WASH and NTDs 
efforts. To assure success, the strategic 
objectives are: (i) to improve awareness of the 
benefits of joint action by sharing experience; 
(ii) to enhance joint monitoring to highlight 
inequalities and target investment; (iii) to 
increase the evidence base on how to deliver 
effective WASH for NTD control; and (iv) to 
plan, deliver and evaluate WASH and NTDs 
programmes.

The following actions should be prioritized: 
(i) co-mapping WASH and trachoma (link 
to Sustainable Development Goals on equity, 
sanitation and hygiene); (ii) engaging in 
WASH sector planning (national Joint Sector 
Reviews, UNICEF Bottleneck Analysis Tools); 
(iii) networking with WASH stakeholders and 
actors; (iv) engaging with WASH in schools; 
and (v) providing support for regional/national 
WASH/NTD action plans.

WHO is committed to opening doors and 
influencing WASH stakeholders on behalf of 
the trachoma community.

LEADERSHIP AND CHANGE 
MANAGEMENT IN F AND E   

Dr Amir Bedri, Light for the World, Ethiopia

Significant programmatic scale up is required 
to eliminate trachoma by 2020. To do so, 
greater leadership at country level will be 
needed. Many health ministries are under-
resourced, but delegation of management tasks 
to others is necessary to allow time for national 
coordinators to provide actual leadership. 
A recent course in leadership conducted 
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by the Kilimanjaro Center for Community 
Ophthalmology has been addressing this 
challenge by providing national coordinators 
with the skills necessary to assume more 
leadership even within the constraints of the 
health ministry environment. One of these 
critical skills is in change management, as any 
disruption of the status quo in an organization 
must be managed to ensure that work 
continues and that the changes result in better 
overall organizational performance.

This is particularly true for the F and E 
components of SAFE, as they necessitate 
working with sectors and individuals 
outside of the health ministry. Getting 
different stakeholders aligned and building 
and maintaining partnerships are critical, 
and require strong leadership and change 
management skills.

BREAKOUT SESSION 
C1. NETWORK OF WHO 
COLLABORATING CENTRES 
FOR TRACHOMA    

Rapporteur: Dr Anthony Solomon

WHO often requires expert advice as well as 
scientific and technical cooperation. WHO 
Collaborating Centres are institutions that 
have been solid allies for years in helping 
WHO to implement its mandated work and 
that are prepared to continue contributing 
towards the achievement of WHO’s goals.  1 

Through collaboration, WHO gains access 
to leading institutions worldwide and the 
institutional capacity to support its efforts. 

Designation as a WHO Collaborating Centre 
provides institutions with enhanced visibility 
and recognition by national authorities, calling 
public attention to the health issues on which 
they work. It opens up improved opportunities 
to exchange information and develop 
technical cooperation with other institutions, 
particularly at the international level, and to 
mobilize additional resources from funding 
partners. In this way, the designation is a 
win–win–win relationship between WHO, its 
Collaborating Centres, and the countries and 
communities that they support. 

In order to be eligible for designation as a WHO 
Collaborating Centre, proposed institutions 
must demonstrate at least two years of 
successful previous collaboration with WHO 
in carrying out jointly planned activities. In all 
cases, it is WHO that initiates the proposal for 
a designation.

In order to expand WHO’s capacity to help 
countries eliminate trachoma as a public 
health problem, in February 2015, the WHO 
Department of Control of Neglected Tropical 
Diseases convened a number of academic 
institutions at the Task Force for Global 
Health (Decatur, GA, USA). An analysis 
was undertaken of current needs in terms 
of research, training, and management of 
information and materials. The group resolved 
to work together to designate a number of 
institutions as WHO Collaborating Centres 
for Trachoma, and to form a Network. 
That Network, and its meetings, will not be 
exclusive to institutions designated as WHO 
Collaborating Centres, but be open to other 
interested stakeholders. 

1	Guide for WHO collaborating centres. Geneva: World 
Health Organization; 2016 (WHO/SPI/WHOCC/2016.1).
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BREAKOUT SESSION C2. 
WHAT DOES THE WASH 
COMMUNITY NEED FROM 
TRACHOMA?     

Rapporteur: Ms Maddy Gupta-Wright

The group began by discussing what the 
trachoma community can offer WASH when 
it reaches out for collaboration. The offer 
of robust sub-national-level data generated 
within the GTMP would be a great incentive 
for the WASH sector to collaborate. WHO 
experts in WASH highlighted some potential 
common concerns between those working 
in WASH and trachoma. These were equity; 
the needs of the most vulnerable in society; 
poverty reduction; and human rights to the 
basic services represented by WASH and 
health care.

It was noted that the language used in the 
WASH and NTD sectors differs. For example, 
in discussing health care facilities, the WASH 
sector talks about “WASH” and the health 
sector about “infection control” or “safety”. 
We need to be aware of such differences in 
terminology when working together. Other 
challenges, in the area of hygiene promotion 
and behavioural change, include that each 
sector may have different requirements for 
the evidence base to guide such approaches; 
and that relationship-building across sectors 
requires proactivity and humility, recognizing 
each other’s strengths and limitations.

Some of the strengths of working together 
with WASH include: complementary expertise 
and knowledge; existing funding streams 
that may be available; greater value for 
money; sustainability; fostering economic 
development; increased access to different 
institutions (private sector and industry) and 
groups of people within countries; assistance 
with targeting health/WASH messages; more 
powerful advocacy; and access to different 
national forums for awareness-raising.

BREAKOUT SESSION C3. 
FEEDBACK ON THE NEW 
TRACHOMA ELIMINATION 
MONITORING FORM     

Rapporteur: Ms Yael Velleman

Guidance must be clearer on how the F and E 
implementation sections of the new Trachoma 
Elimination Monitoring Form should be 
completed. For each of the components, 
providing data at district level would strengthen 
their usefulness for programmes and partners, 
although it was recognized that this may not 
always be possible. WHO regional advisers are 
available to provide feedback on completed 
forms before they are submitted for global 
compilation.

BREAKOUT SESSION C4. 
WHAT DATA SYSTEMS DO 
WE NEED FOR GET2020?      

Rapporteur: Mr Alex Pavluck

The group looked at two major points: 
the ability to make data accessible and the 
concerns surrounding the quality of the 
data. In making data accessible, the group 
recommended a system that forges a closer 
collaboration with the WASH sector and 
shares information on common indicators – 
useful not only for programme planning but 
also as an advocacy tool for demonstrating 
collaboration to donors. Another important 
need is to provide a link between those who 
collect data and those who take action on the 
data. In addition the group would like to see 
a feedback mechanism for reporting back 
from WHO. Also valuable would be reports 
showing progress and statistics on correlation 
between the different indicators. To enhance 
all of this there is a demand for the ability to 
visualize the data with maps and charts. As 
such, trachoma atlas maps are more valuable 

Nineteenth_report.indd   26 04/10/2017   10:19:31



27

than tables of prevalence data. Rather than 
share the data of individual countries, regional 
data would also be welcome. The group also 
suggested looking at a mechanism for follow-
up (especially with TT cases) to translate TT 
prevalence into absolutes numbers of people 
with TT. Finally, a mechanism is needed to 
allow partners of programmes access to data 
when permission is granted by the country.

Concerning the quality of data, there is a 
need to ensure their quality and precision 
while keeping in mind that just because the 
data are electronic does not mean that they 
are reliable. Robust quality assurance and 
quality control are essential. To help with 
this a best practice plan for data collection, 
storage, reporting should be developed. Data 
collection should be considered a health 
operation as it is the basis of medical decisions 
and so data collectors should be highly 

trained. To augment the country’s capacity to 
use data effectively, training is needed for data 
management services providing an archive for 
security multiple backups within countries to 
allow them to always access their information. 
Systems must be flexible and customized to the 
needs of individual countries.

In conclusion, the group recommended that a 
system for data collection (impact surveys, pre-
validation surveillance surveys) be developed 
along the lines of the GTMP.
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SESSION 6

BREAKOUT SESSION D1. 
PLAN OF ACTION, COUNTRY 
REPRESENTATIVES AND 
WHO

Rapporteur: Dr Jaouad Hammou

The group noted the considerable 
progress that has been made in global 

implementation of the SAFE strategy. That 
progress is also a reminder of the need to 
scale up mapping where it has not yet been 
completed, so that countries can scale up 
implementation in all endemic areas to 
reach the GET2020 goal. In order to reach 
the elimination goal, health ministries of all 
countries of the Alliance should appoint a 
dedicated trachoma focal point to lead national 
efforts. Such a person could target increased 
involvement with the WASH sector to benefit 
the F and E components of SAFE. Organizing 
meetings that include WASH and participating 
in local and regional meetings will help further 
progress in implementation.  In those countries 
where such groups or committees do not 
exist, countries should reach out to the WHO 
Country Office. For such trachoma managers, 
there needs to be capacity building including 
training in leadership and the use of the new 
HEAD START surgical training tool.

The group made recommendations to WHO 
about how it could assist, such as asking 
decision-makers to increase their commitment 
to trachoma elimination by making it a priority 
health issue; and promoting and strengthening 
collaboration among  all endemic countries to 
share experiences, address cross-border issues 
and to learn from each other. Finally, WHO 
must define and assist with the process of 
validation of elimination.

Estimates of TT prevalence should be included 
as an integral part of all trachoma prevalence 
surveys to maximize understanding of the 
burden of disease and assist with planning of 
strategies to reduce the backlog of TT cases.

BREAKOUT SESSION 
D2. PLAN OF ACTION, 
NONGOVERNMENTAL 
ORGANIZATIONS

Rapporteur: Ms Lisa Rotondo

Both additional funds and new sources of 
funding are required.  This may need to be 
coordinated with other sectors of the Alliance, 
with mobilization of new funding being 
facilitated by existing donors. The call for 
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additional funds will need to be strengthened 
through external communications that include 
an analysis of costs and gaps, stress the quality 
and productivity of programmes, demonstrate 
evidence of cost–effectiveness, and provide 
examples of the excellent use and stewardship 
of current donor funding.

On the programmatic side, continued 
mapping, high-quality surgery and mobilizing 
WASH stakeholders are critical elements. This 
will require an increased focus on capacity-
building and training, identifying what is 
needed, where and for whom. Leadership 
development was discussed as well as the 
potential use of Mass Open Online Courses 
as delivery platforms. It was recognized that 
multilingual resources are needed and that 
the community must continue to document 
and disseminate preferred practices. Closely 
allied with training and capacity building are 
knowledge and learning and the importance 
of sharing information, outcomes, evaluation 
results, and assisting with the translation of 
knowledge for programme adaptation and 
advocacy.

BREAKOUT SESSION D3. 
PLAN OF ACTION, DONORS

Rapporteur: Dr Andrew Cooper

The donor group focused primarily on how it 
could add value beyond just the azithromycin 
donation and financial support they provide 
to the elimination effort. The broad categories 
identified were convening, transparency, 
advocacy and supporting the rest of the 
Alliance. One role donors could play is in 
convening other sectors such as education 
and WASH and leveraging their influence and 
contacts to meet with key people at global and 
national levels. The discussion of evaluation 
and learning touched on how accountability 
frameworks could be improved through better 
measurement and indicators while recognizing 
the need for flexibility. Donors could also be a 

source of information to promote learning and 
adapt knowledge to specific local contexts. To 
accomplish this, data sharing and transparency 
will be needed, incorporating such aspects as 
cost–effectiveness and unit cost analyses of the 
different components of SAFE.  

Members of the donor community could 
collaborate also with each other, for example 
on reporting and joint evaluation, towards 
achieving a consensus on what is being 
measured. The key point of this discussion was 
to lead by example in collaboration.

The group discussed surveillance and 
validation and the need to support WHO and 
ICTC to ensure clarity on what is needed and 
to identify end-points. Scale down is crucial, 
as is finishing the job and demonstrating 
impact. A simpler score card to track progress 
made would be helpful. It would also illustrate 
what has worked, what we have learnt through 
partnerships among donors and inform the 
community about which other donors should 
be approached. Finally, credit needs to be 
given to country leadership: successes should 
be celebrated.  

Future Alliance meetings should be held 
in countries with wealthy donors. Another 
consideration is to start planning for what 
happens with the name “GET2020” as 2020 
gets closer.

With regards to funds that donors make 
available, donor representatives spoke of the 
need to discuss with governments of endemic 
countries the role of trachoma programming 
in health system strengthening and the need 
to mobilize more resources for elimination 
efforts.

Finally, more work with ICTC is needed to 
help set a target for how much it is going to 
cost to finish the job and assist with developing 
an ICTC fund-raising strategy. The donors 
could support a workshop for this, to tailor 
specific messages for specific donors. These 
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messages could include: no more MDA, 
poverty reduction, value for money, eye 
health, etc. This would be strengthened by 
the development of case studies that would 
complement a simplified score card.

BREAKOUT SESSION 
D4. PLAN OF ACTION, 
ACADEMIC AND TRAINING 
INSTITUTIONS

Rapporteur: Professor Paul Courtright

The group discussed two main topics: research 
activities, and training and capacity building 
activities.

The Trachoma Information Service was 
created to gather and disseminate new 
developments about trachoma. It was delivered 
by the Kilimanjaro Centre for Community 
Ophthalmology, but has gone into abeyance. 
The opinion of the group was that the service 
was valuable; the Kilimanjaro Centre for 
Community Ophthalmology agreed to restart 
it. With regards to operational research, the 
group recommended that national programme 
personnel be contacted to elicit their input 
on operational research questions they think 
should be addressed in their countries. It was 
further recommended that all operational 
research projects should include, from the 
time of the development of the research 
project, a plan for knowledge translation. 

This will help to ensure that findings are 
applied. As a recommendation for Alliance 
meetings, the group requested that presenters 
at the Trachoma Scientific Informal Workshop 
identify one or two key messages from their 
work for possible relay to the broader Alliance.

Assessments of training and capacity building 
should be undertaken in all trachoma-endemic 
countries to determine capacity-building 
needs. Such country level assessments or 
requests for information from the national 
programmes regarding their needs might be 
more effectively accomplished if they came 
from WHO. Wherever and whenever possible, 
capacity should be built through collaboration 
between endemic countries. National level 
adaptation and adoption of preferred practice 
manuals is strongly recommended. The 
group discussed the usefulness of compiling 
all training and educational materials for 
trachoma in a way that those interested could 
easily access them. The final recommendation 
concerning training and capacity building was 
that the WHO Programme Managers Guide 
should be revised and its application tested 
using the Massive Open Online Course format.

The group endorsed the vision, aim 
and objectives of the Network of WHO 
Collaborating Centres for Trachoma1.

1	Network of WHO Collaborating Centres for Trachoma: 
inception meeting report. Decatur, GA, USA, 19–20 
February 2015. Geneva: World Health Organization; 2015 
(WHO/HTM/NTD/2016.3).
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Annexes

ANNEX1: AGENDA

Monday, 27 April 2015

Session 1

Time Topic Speakers (bold type) / Facilitators
08:00 –08:30 Registration
08:30 –09:15 Welcome Anthony Solomon (WHO)

Nomination of officers Anthony Solomon (WHO)
Purpose, outcome and outputs of 
meeting

Chair

Adoption of agenda Chair
Administrative matters Anthony Solomon (WHO)
Self-introduction All

09:15 –10:00 World Health Organization report Anthony Solomon (WHO)
10:00 –10:30 Global Trachoma Mapping Project 

update
Tom Millar (Sightsavers)

11:00 –12:15 Regional reports Oumer Shafi (Ethiopia)
Simona Minchiotti (AFRO)
Ismatulla Chaudhry (EMRO)
Martha Saboya (PAHO)
TBC (SEARO)
Andreas Mueller (WPRO)
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Session 2

Time Topic Speakers (bold type) / Facilitators
14:00 – 15:30 Issues for the “S” component

1) Operationalizing the definition 
of trichiasis “unknown to the health 
system” at country level

Sailesh Mishra (Nepal)

2) Implementing the new trachoma 
surveillance standard operating 
procedures

Abdellahi Mennih (Mauritania)

3) The importance of supportive 
supervision in trichiasis surgery

Lamine Traoré (Mali)

4) Integrated morbidity management: 
planning for “TT-plus”

Dézoumbé Djore (Chad)

5) The Vicryl suture donation 
programme 

Emily Gower/Danny Haddad (WF/
Emory)

6) Re-calibrating the global trichiasis 
backlog

Rebecca Flueckiger (LSHTM) 

7) Thinking big        Oumer Shafi (Ethiopia)
Discussion All

15:30 – 15:45 Coffee break
15:45 – 17:00 Breakout A

1) What was wrong with the GTMP? 
What should we do better for impact 
assessments?

Berhan Guadie (Amhara RHB)

2) The new trachoma surveillance 
standard operating procedures: is there 
any way that they can work?

Khumbo Kalua (Malawi)

3) Validation of elimination of trachoma 
as a public health problem

Oliver Sokana (Solomon Islands)

4) Update on the HEAD START project Onyebuchi Uwaez (Nigeria)
17:00 – 18:00 Report back from breakout groups Breakout group representatives

Discussion All
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Tuesday, 28 April 2015

Session 3

Time Topic Speakers (bold type) / Facilitators
08:30 – 10:30 Issues for the “A” component

1) Co-administration of azithromycin 
and albendazole

Julián Trujillo Trujillo (Colombia)

2) Integration of treatment campaigns 
for multiple NTDs in Brazil

Rosa Castália (Brazil)

3) Does “TF” always need to be treated? Luisa Cikamatana Rauto (Fiji)
4) Mass drug administration in the 
newest country in the world

Wani Mena (South Sudan)

5) The contribution of antibiotics to 
trachoma’s elimination as a public health 
problem in Morocco

Jaouad Hammou (Morocco)

6) International Trachoma Initiative 
report

Paul Emerson (ITI)

Discussion All
11:00–11:45 International Coalition for Trachoma 

Control report
Martin Kollmann (ICTC/CBM)

11:45–12:15 Donor panel Iain Jones

Session 4

Time Topic Speakers (bold type) / Facilitators
14:00–15:30 Breakout B

1) What more can I do for my donors? Agatha Aboe & Iain Jones
2) Is there any sense in trying to 
integrate with other NTD or prevention 
of blindness programmes? 

Tawfik Al-Khatib & Martha Saboya

3) How can we maximize antibiotic 
coverage? Should we be trying to be 
creative?

Khumbo Kalua & Simona Minchiotti

4) Can we trust ITI and WHO with 
our data? What is this ridiculous 
new combined data reporting and 
azithromycin request form?

Nicholas Olobio & Serge Resnikoff

16:00 – 17:00 Report back from breakout groups Breakout group representatives
Discussion All

17:00–18:00 Trachoma Scientific Informal Workshop 
report 

Sheila West (Johns Hopkins University)
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Wednesday 29 April 2015

Session 5

Time Topic Speakers (bold type) / Facilitators
08:30 – 10:30 Issues for the ‘F’ and ‘E’ components 

1) An integrated hand and facial 
cleanliness campaign in Turkana Region

Michael Gichangi (Kenya)

2) Enlisting help (and data) from other 
sectors for trachoma elimination

Patrick Turyaguma (Uganda)

3) The F&E contribution to trachoma 
elimination in Mexico

Nadia Angélica Fernandez Santos 
(Mexico)

4) The F&E contribution to trachoma 
elimination in Ghana

Oscar Debrah (Ghana)

5) WASH and NTDs from the WHO 
WASH perspective

Bruce Gordon (WHO)

6) Leadership and change management 
in F&E

Amir Bedri (LFTW)

Discussion All
11:00–12:15 Breakout C Martin Kollmann (ICTC/CBM)

1) Network of WHO Collaborating 
Centres for Trachoma: what’s that all 
about?

Anthony Solomon & Martha Saboya

2) What do the WASH community need 
from trachoma?

Bruce Gordon & Danny Haddad

3) Are the indicators requested in this 
year’s TEMF form useful or useless?

Yael Velleman & Jean Ndjemba

4) What data systems do we need for 
GET2020?

Alex Pavluck & Georges Yaya

Session 6

Time Topic Speakers (bold type) / Facilitators
14:00 – 15:00 Report back from breakout groups Breakout group representatives

Discussion All
15:00–15:30 Breakout D: Plans of action Breakout group representatives

1) Country representatives and WHO 
regions

Asad Khan & Lucienne Bella

2) NGOs Emily Toubali & Lisa Rotondo
3) Donors Iain Jones & Andrew Cooper
4) Academic and training institutions Paul Courtright & Hugh Taylor

16:00–16:30 Breakout D: Plans of Action, continued
16:30–17:30 Report back from breakout groups Breakout group representatives

Discussion All
17:30–18:00 Meeting feedback and meeting close Chair
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ANNEX2: LIST OF PARTICIPANTS

NATIONAL REPRESENTATIVES 
(by countries)

Name Contact details
Dr Ahmad Shah SALAM	
National Coordinator	
Comprehensive Eye Care
Ministry of Public Health
Public Health Avenue
Kabul
AFGHANISTAN

Tel: +93 70 29 85 10
Fax: +93 20 23 01 37
Email: ahmadshahsalam2003@yahoo.com

Dr Amadou Alfa Bio ISSIFOU 
Ministère de la Santé
BENIN

Tel: +22 967 563 818
Email: bioamadou@yahoo.fr

Dr Rosa CASTÁLIA
Coordenação Geral de Hanseníase e Doenças em 
Eliminação 
Secretaria de Vigilância em Saúde – MS 
SCS Qd 4 Bloco A Ed. Principal 3º andar  
CEP: 70304-000 - Brasília – DF 
BRAZIL

Tel: + 55 61 32 13- 81 89  
Email: castalia@uol.com.br

Mr Martin KABORE
Programme National de Prévention de la 
Cécité	
Ministère de la Santé
09 BP 7009
Ouagadougou
BURKINA FASO

Email: kaboremartin@yahoo.fr

Dr Donatien KAYUGI 
Directeur-Adjoint
PPNIMTNC 
Ministère de la santé Publique
Avenue des Etats-Unis, Bâtiments ex PSP II 
Bujumbura
BURUNDI

Tel: + 25 7799 100 36
Email: drakayugi@yahoo.fr

Professor Lucienne BELLA	
Coordinator 	
PNLC
Ministère de la Santé publique
Yaoundé
CAMEROON

Tel: +23 7199 96 52 86
Email: ngonbidjoe@yahoo.fr

Dr Georges YAYA	
Directeur	
Programme national de lutte contre les maladies 
cécitantes
BP 556
Bangui
CENTRAL AFRICAN REPUBLIC

Tel: +236 61 69 25
Fax: +236 61 04 35
Email: geya@live.fr
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Name Contact details
Dr Englosran Roger KOUAKOU	
Chargé d’Etude au PNSO-LO	
BP 902 Abidjan 22
CÔTE D’IVOIRE

Tel: +225 22 443 701/07 030 086
Email: englosran.kouakou@medecins.ci

Dr Jean NDJEMBA	
Chef du bureau des maladies oculaires 	
Ministère de la Santé 
Av de la justice 41
Kinshasa
DEMOCRATIC REPUBLIC OF THE CONGO

Tel: +243 0815 08 66 55
Email: drndjemba@yahoo.fr

Dr Khaled AMER	
National Coordinator 	
Prevention of Blindness
79th Elnoza Street
Heliopolis	
Cairo
EGYPT

Tel: +201 21 04 0873
Email: amerk888@gmail.com

Mr Oumer SHAFI
Coordinator, NTD Team
Ministry of Health
Addis Ababa
ETHIOPIA

Email: kigenet@yahoo.com

Dr Luisa CIKAMATANA RAUTO
Acting Deputy Secretary Hospital Services
Ministry of Health
Suva
FIJI

Tel: +6799421660
Email: lcikamatana@health.gov.fj

Mr Sarjo KANYI	
Programme Manager/ Cataract Surgeon
National Eye Health Programme 	
Ministry of Health & Social Welfare 
P.O. Box 950
Banjul
GAMBIA 

Tel: +220 9901716, 3011349
6651344, 7510996
Email: sarjo.kanyi@yahoo.com

Dr Oscar DEBRAH
National coordinator Prevention of Blindness                    
Eye Care unit
Ghana Health service
PMB Ministries
Accra
GHANA

Tel: +23321666815
Email: oscardebrah2005@yahoo.com

Dr Juan Carlos GONZALEZ FLORES	
Ministerio de Salud Pública y Asistencia Social
Guatemala City
GUATEMALA

Tel: + (502) 5630-7266
Email: drjuan_ca@hotmail.com
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Name Contact details
Dr André GOEPOGUI	
Coordonnateur du Programme National de Lutte	
Contre l’Onchocercose et la Cécité et les
Maladies Tropicales Négligées (PNLOC/MTN)
BP : 585
Ministère de la Santé Publique
Conakry
GUINEA

Tel: +224 660 20 14 31 / 628 51 80 63
Email: agoep@yahoo.fr

Dr Milena N’BOTE BLIF
Coordenador do Projecto 
Tracoma	
Ministère de la Santé Publique
Av. Unidade Africana CP50
Bissau
GUINEA-BISSAU

Tel: +245 696 56 89
Email: pnlcegueira@yahoo.com.br

Dr Seyed-Farzad MOHAMMADI
Secretary of National Research Network for Eye 
Diseases
Ministry of Health
Jomhuri Hafez Cross
2nd Floor, Room 203
Tehran
ISLAMIC REPUBLIC OF IRAN

Tel: +98 912 1029 277
Email: sfmohamm@razi.tums.ac.ir

DDr Zaid Abdul Nafi RIDHA	
National Coordinator	
Prevention of Blindness
Ministry of Health	
Baghdad
IRAQ

Tel: +9647901386746
Mobile: +9647901386746
Email: sanafrahmaw@yahoo.com  or 
Sanaazaid_mawgod@yahoo.com

Dr Michael Mbee GICHANGI	
Head	
Division of Ophthalmic Services
Ministry of Health
PO Box 43319
Nairobi
KENYA

Tel: +254 7333 34 3012
Email: gichangi58@yahoo.com

Dr Khamphoua SOUTHISOMBATH 
National Program 
Coordinator	
Ministry of Health
Vientiane
LAO PEOPLE’S DEMOCRATIC REPUBLIC

Tel: +856 20 55 601 720
Email: southi1961@gmail.com

Dr Abubaker TRAINA
National Coordination of Prevention of Blindness
Ministry of Health
Tripoli 
LIBYA

Tel: + 218 913148599
Email: abutraina@yahoo.co.uk

Nineteenth_report.indd   37 04/10/2017   10:19:31



38

Name Contact details
Dr Michael Peter MASIKA 
Assistant Director Clinical Services	
Ministry of Health
Lions Sightfirst Eye Hospital
P.O Box E180
Blantyre
MALAWI

Tel: +265 88842918
Email: masikamp@yahoo.co.uk

Professeur Lamine TRAORÉ
Coordinateur	
PNLC
Ministère de la Santé
BP 228
Bamako
MALI

Email: traorel@live.fr

Dr Abdallahi OULD 
MINNIH	  
Coordinateur, PNLC
Ministère de la Santé et des Affaires Sociales
B.P. 4158
Nouakchott
MAURITANIA

Tel: + 22 2 22 24 37 84
Email: aouldminnih@yahoo.fr

Nadia Angélica FERNANDEZ SANTOS
Jefa Depto. de Oncocercosis y OETV	
Dirección del Programa de Enfermedades 
Transmitidas por Vector
Dirección Adjunta de Programas Preventivos
Centro Nacional de Programas Preventivos y 
Control de Enfermedades
Secretaría de Salud
Benjamin Franklin 132, piso 1, Col. Escandón, 
Del. Miguel Hidalgo,
México, D.F., C.P. 11800
MEXICO

Tel: +52 2614 6461
Fax: +52 2614 6462
Email: nadiafernandezetv@yahoo.com.mx

Dr Jaouad HAMMOU	
Chef de services	
Maladies oculaires et otologiques
Ministère de la Santé
71 Avenue lbn Sina, Agdal
Rabat
MOROCCO

Tel: +212 376712 44
Fax: +212 37 67 12 98
Email: hjaouad2020@yahoo.fr

Dr Marília MASSANGAIE GUAMBE
Focal point Trachoma	
Ministerio da Saude
Maputo
MOZAMBIQUE

Tel: +258 82 76 72 757
Email: mariliamassangaie@yahoo.com.br

Dr Amza ABDOU	
Coordonnateur	
BP613
Niamey
NIGER

Tel: +227 96 96 70 09
Email: dr.amzaabdou@gmail.com
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Name Contact details
Dr Nicholas OLOBIO
Federal Ministry of Health
Abuja
NIGERIA

Email: olobio@yahoo.com

Dr Saleh AL-HARBI	
Senior, National Supervisor
National program of Eye and Ear health care 
Ministry of health 
P.O. Box 395,
P.C.100 Muscat
OMAN

Tel: +96895959757
Fax: +96824692715
Email: freeomani@yahoo.com

Professor Asad Aslam KHAN
National Coordinator
PBL
7 Shah Jehan Road 	
Lahore, 5400
PAKISTAN

Tel: +92 300 8456377
Fax: +92 42 7248006
Email: drasad@lhr.comsats.net.pk

Ms Wendy HOUINEI
Technical Officer, Neglected Tropical Diseases
Department of Health
P.O. Box 807
Waigani, National Capital District
Port Moresby 
PAPUA NEW GUINEA

Tel: +675 3013732
Fax: +675 325 0568
Email: wendy_houinei@health.gov.pg

Dr Boubacar SARR	
Coordinateur PNPSOS	
Ministère de la Santé et de la Prévention Médicale
4 Avenue Aimé Césaire
BP 4024 
Dakar
SENEGAL

Tel: +221 77 550 77 73
Fax: +221  33 869 42 06
Email: bouksarr@yahoo.fr

Mr Oliver SOKANA	
National Public Health Eye care 
Coordinator	
Ministry of Health
PO Box 349
Honiara
SOLOMON ISLANDS

Tel: +677 20610
Email: osokana@moh.gov.sb

Dr Abdirisak Ahmed DALMAR	
National Coordinator for Prevention of 
Blindness	        
Directorate of Health	
Ministry of Human Development and Public 
Services
Mogadishu
SOMALIA

Tel:  +252 615 5505599 or
+252 619 5505599
Email: drdalmar@yahoo.co.uk

Dr Wani Gindalang MENA
Ministry of Health, Government of Southern 
Sudan
Juba
SOUTH SUDAN

Email: wanigmena@gmail.com 

Nineteenth_report.indd   39 04/10/2017   10:19:31



40

Name Contact details
Dr Balgesa Mohamed El Kheir BABIKER
Ophthalmologist
National Coordinator of Trachoma Control 
Program
National Program for Prevention of Blindness
Federal Ministry of Health
Nile Avenue
Khartoum
SUDAN

Tel: +249 183741422
Email: drbilghis_2000@yahoo.com

Dr Sossinou AWOUSSI
Coordonnateur national du Programme national
de lutte contre la cécité 
Ministry of Health
Lomé
TOGO

Tel: +228 90013905
Email: awoussi@yahoo.comv

Dr Patrick TURYAGUMA 
Trachoma Program 
Manager 	
Ministry of Health 
PO box 7272
Kampala
UGANDA

Tel: +256 7724 74672
Email: patrick.turyaguma@gmail.com

Dr Edward KIRUMBI 
Trachoma Focal Point	
Programme Officer- NTD Programme
Ministry of Health & Social Welfare
P.O. Box. 9083
Dar-es-salaam
UNITED REPUBLIC OF TANZANIA

Tel: +255 22 212 13 80
Email: kirumbie@yahoo.com

Mrs Fasihah TALEO
National Coordinator	
Neglected Tropical Diseases
Public Health Directorate
Health Department
Port Vila
VANUATU

Email: ftaleo@vanuatu.gov.vu

Dr Teddy SOKESI
NTD Specialist
Ministry of Community Development, Mother 
and Child Health 
Community House,	
Sadzu Road
Lusaka
ZAMBIA

Tel: +260 97 74 04 201
Email: teddy_sokesi@yahoo.com

Dr Isaak PHIRI
Deputy Director Communicable Diseases 
Ministry of Health and Child Care
4th /Central Avenue
Cy1122 Causeway
Harare
ZIMBABWE

Tel: +263 772 810 580
Email: drisaacphiri@yahoo.com
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PARTNERS 

Name Contact details
Dr Agatha ABOE
Global Trachoma Programme Adviser 
Sightsavers
P.O. Box 18190, Airport
Accra
GHANA

Tel: +233 24 30 27 74 210
Fax: +233 30 278 02 27
Email:  aaboe@sightsavers.org

Mr Peter ACKLAND
Chief Executive officer International Agency for 
the Prevention of    Blindness (IAPB)
UNITED KINGDOM

Tel: 0044 (0) 207 927 2969
Mobile: 0044 (0) 77387 85300
Email:  packland@iapb.org

Professor Henri ADALA
Lions Clubs International Foundation 300 W. 
22nd Street
Oak Brook, IL 60523–8842
UNITED STATES OF AMERICA

Tel: +1 630 468 68 95
Email: henriadala@gmail.com

Dr Hamed ALAA
Sr. Health Specialist 
Human Development Coordinator, Egypt & 
Djibouti 
The World Bank Office in Cairo 
EGYPT

Tel: +20 2 2574 1670
+20 2 2574 1671 Ext: 702
Mobile: +2 010 175 4058, +2 01110 722 772
Email:  alaahamed@worldbank.org; 
alaahamedeg@gmail.com

Mr Philip ALBANO
Manager
Sight Programs Department
Lions Clubs International  Foundation
300 W. 22nd Street
Oak Brook, IL 60523-8842
UNITED STATES OF AMERICA

Tel:  +1 630 468 68 95
Fax: +1 630 706 92 50
Email: Phillip.Albano@lionsclubs.org

Dr Darren BACK
Pfizer  
UNITED STATES OF AMERICA

Tel: +1 347 410 0586
Email: darren.back@pfizer.com

Professor Robin BAILEY
Professor of Tropical Medicine Department of 
Infectious and Tropical Diseases London School 
of Hygiene & Tropical Medicine
Keppel Street
London 1E 7HT
UNITED KINGDOM

Tel:  +44 207 927 29 14
Fax: +44 207 637 43 14
Email: robin.bailey@lshtm.ac.uk

Ms Ana BAKHTIARI  
Assistant Program 
Coordinator  
International Trachoma Initiative
The Task Force for Global Health
325 Swanton Way
Decatur, GA 30030 
UNITED STATES OF AMERICA 

Tel: +1 (404) 974 3554
Email: abakhtiari@taskforce.org
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Name Contact details
Mr Joseph BELISLE
Pfizer 
UNITED STATES OF AMERICA

Tel: +1 347 224 4201
Email: joseph.belisle@pfizer.com

Dr Karim BENGRAINE 
Executive Director Organisation pour la 
Prévention de la Cécité (OPC) 17, villa d’Alésia
75014 Paris
FRANCE

Tel: +33 1 44 12 41 97; +33 1 44 12 41 90
Email: k.bengraine@opc.asso.fr

Mrs Kalpana BHANDARI
RTI International
NEPAL

Email: kbhandari@rti.org

Ms Birgit BOLTON ITI 
Senior Program Associate
The Task Force for Global Health
325 Swanton Way
Decatur, GA 30030
UNITED STATES OF AMERICA

Tel: +1 (404) 687-5639
Email:  bbolton@taskforce.org

Professor Simon BROOKER
London School of Hygiene & Tropical Medicine
UNITED KINGDOM

Tel: +44 207 927 2614
Email: simon.brooker@lshtm.ac.uk

Dr Matthew BURTON 
Welcome Trust Fellow International Centre for 
Eye Health
London School of Hygiene and Tropical 
Medicine
Keppel Street
London WC1E 7HT
UNITED KINGDOM 

Email:  matthew.burton@lshtm.ac.uk 

Ms Kelly CALLAHAN
The Carter Center
UNITED STATES OF AMERICA

 Tel: +1 404 420 5100
Email: ecallah@emory.edu

Dr Andrew COOPER
The Queen Elizabeth Diamond Jubilee Trust
UNITED KINGDOM

Tel: +44 (0) 20 3358 3372
Email: andrew.cooper@qejubileetrust.org

Professor Paul COURTRIGHT 
Director 
Kilimanjaro Centre for Community 
Ophthalmology International
H53 OMB
Groote Schuur Hospital
Observatory, 7935
SOUTH AFRICA

Tel: +27 21 404 7601
Email: pcourtright@kcco.net

Ms Carleigh COWLING
The Kirby Institute, University of New South 
Wales
Sydney
AUSTRALIA

Tel: +614478491981
Email: ccowling@kirby.unsw.edu.au
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Name Contact details
Ms Sarah CRACIUNOIU
Senior Program Officer  IMA World Health
1730 M Street, NW, Suite 808
Washington, DC 20036
UNITED STATES OF AMERICA

Tel: 202-350-3075
Email: sarahcraciunoiu@imaworldhealth.org

Ms Rebecca CRONIN
Regional Director, ORBIS UK 
124–128 City Road  
London EC1V 2NJ
UNITED KINGDOM

Tel: +44 207 608 7265
Fax: +44 20 7253 8483
Email:  rcronin@orbis.org.uk

Ms Katie CROWLEY
NTD Technical Adviser
ENVISION Project
RTI International
701 13th St. NW, Suite 750
Washington, DC 20005
UNITED STATES OF AMERICA 

Tel: +1 202 728 1942
Mobile: +1. 202 802 1980
Email: Kcrowley@rti.org

Dr Deogratias DAMAS 
Programme Manager
IMA World Health 151 Migombani St.
P.O.Box 9260
Dar es Saalam
UNITED REPUBLIC OF TANZANIA 

Tel: 255 22 277 2728
Mobile: 255 767 903 859
Email: deogratiasdamas@imaworldhealth.org

Dr Michael DEJENE
Michael Dejene Public Health Consultancy
Addis Ababa
ETHIOPIA

Email: Mikedejene@yahoo.com

Mr Philip DOWNS
NTD Technical Adviser
Control of Neglected Tropical Diseases: 
ENVISION RTI International, Global Health 
Division
701 13th Street NW Suite 750
Washington DC 20005-3967
UNITED STATES OF AMERICA

Tel: +1 202 728 2042
Mobile: +1 202 603 3890
Email: PDowns@rti.org

Dr Gamal Ezz ELARAB
Ophthalmologist Medical Director
Alnoor Magrabi Foundation, Egypt
Magrabi Eye Hospital
Sayeda Nafisa Square
P.O.Box 124  Manial El-roda, 11553 Cairo
EGYPT

Tel: +2 01001766144
Email: gamalezzelarab@yahoo.com
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Name Contact details
Dr Paul EMERSON 
Director
International Trachoma Initiative
The Task Force for Global Health
325 Swanton Way
Decatur, GA 30030
UNITED STATES OF AMERICA

Email: pemerson@taskforce.org

Ms Eleanor FULLER OBE 
Director of Advocacy and Commonwealth 
Engagement The Queen Eizabeth Diamond 
Jubilee Trust 
128 Buckingham Palace Road
London SW1W 9SA 
UNITED KINGDOM

Tel: +44 (0) 203 358 3376 
Mobile: +44 (0) 779 2289 698
Email: eleanor.fuller@qejubileetrust.org

Ms Rebecca FLUECKIGER
London School of Hygiene & Tropical Medicine
UNITED STATES OF AMERICA

Email: r.m.flueckiger@gmail.com

Dr Teshome GEBRE 
Regional Director for Africa
International Trachoma Initiative
The Task Force for Global Health
Ethio-China Friendship Road
Dire Dawa Building, 5th Floor, Room 301
ETHIOPIA 

Tel: +251 11 467 4172/73
Mobile: +251 91 120 3524
Email: tgebre@taskforce.org

Dr Wondu Alemayehu GEBREMICHAEL
Berhan Public Health and Eye Care Consultancy
Country Representative, FHF
P.O. Box 6307
Addis Ababa
ETHIOPIA

Email: walemayehu@yahoo.com

Dr Huub GELDERBLOM
Emory University
UNITED STATES OF AMERICA

Tel: +1 914 414 3112
Email: huub.gelderblom@emory.edu

Ms Whitney GOLDMAN 
Program Officer, Neglected Tropical Diseases  
Helen Keller International
352 Park Avenue South, Suite 1200
New York, NY 10010
UNITED STATES OF AMERICA

Tel: 646-356-1784
Email: WGoldman@hki.org

Dr Emily W. GOWER  
Associate Professor, 
Wake Forest Baptist Medical Center
Medical Center Boulevard
Winston-Salem, NC 27157
UNITED STATES OF AMERICA

Email: egower@wakehealth.edu

Mrs Maddy GUPTA-WRIGHT
DFID
UNITED KINGDOM

Tel: +44 (0)20 7023 0060
Email: MG-Wright@dfid.gov.uk

Professor Danny HADDAD
Director, Emory Eye Center
Emory University
UNITED STATES OF AMERICA

Email: dhaddad@emory.edu
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Name Contact details
Dr Yared Kebede HAILE 
Senior Infectious Disease Adviser
Health AIDS, Population and Nutrition Office  
USAID/Ethiopia
Entoto Street, P.O. Box 1014
Addis Ababa
ETHIOPIA

Tel: +251-11130-6002 ext. 6677
Mobile: +251-91-120-0628
Email: yhaile@usaid.gov

Ms PJ HOOPER
The Task Force for Global Health 
UNITED STATES OF AMERICA

Tel: +1 770 634 3554
Email: phooper@taskforce.org

Ms Kimberly JENSEN 
The Task Force for Global Health
325 Swanton Way
Decatur, GA 30030
UNITED STATES OF AMERICA

Email: kjensen@taskforce.org

Ms Julie JENSON
Director  
Supply Chain Planning
Pfizer 
235 East 42nd Street
New York, NY 10017–5703
UNITED STATES OF AMERICA

Tel:  +1212 733 29  80
Fax: +1 212 733 2980
Email: julieM.Jenson@pfizer.com

Mr James JOHNSON 
Project Director  
END Neglected Tropical Diseases in Asia
130–132 Sindhorn Building
19th Floor, Tower 3, Wireless Road
Lumpini, Pathumwan
Bangkok 10330
THAILAND

Tel: 662 263 5200
Email: jamjohnson@fhi360.org

Mr Iain JONES
Economic Adviser  
Health Services Team
Department for International Development 
1 Palace Street
London SW1E 5HE
UNITED KINGDOM

 Tel: + 44 20 7023 0301
Email: I-Jones@dfid.gov.uk

Professor John KALDOR
Public Health Interventions Research Group
AUSTRALIA

Tel: +61 414295546
Email: jkaldor@kirby.unsw.edu.au

Dr Khumbo KALUA
Ministry of Health
MALAWI

Tel: + 265 999 95 81 76
Email: khumbokalua@yahoo.com

Dr Gagik KARAPETYAN
Technical Specialist, Infectious Diseases  
Health and Hope
World Vision
300 I Street NE
Washington, DC 20002
UNITED STATES OF AMERICA 

Tel: +1 202 572 6378
Email: gkarapetyan@worldvision.org
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Name Contact details
Dr Shaheen KASSIM-LAKHA 
Director, International Programs
Conrad N. Hilton Foundation
30440 Agoura Hills, CA 91301
UNITED STATES OF AMERICA

Email: jamjohnson@fhi360.org
Email: shaheen@hiltonfoundation.org

Dr Amir Bedri KELLO
Light For the World
Addis Ababa
ETHIOPIA

Tel: +251 911 41 65 21
Email: amirbedrikello@gmail.com

Ms Michaela KELLY
Project Director, QEDJT  
Sightsavers 
35 Perrymount Road
Haywards Heath
West Sussex RH16 3BW
UNITED KINGDOM

Tel: +44 1444 446649
Mobile: +44 7540 774609
Email: mkelly@sightsavers.org

Dr John H. KEMPEN 
Center for Preventive Ophthalmology and 
Biostatistics
3535 Market St, Suite 700
Philadelphia, PA 19104
UNITED STATES OF AMERICA

Tel: +1 215 615 1503
Email:  john.kempen@uphs.upenn.edu

Professor Martin KOLLMANN  
CBM Central Africa Regional Office
P.O. Box 58004 
City Square
Ringroad Parklands
Nairobi 00200
KENYA

Tel: +49.6251.131.300
Fax: +49.6251.131.309
Email: khm.kollmann@gmail.com

Mr Nick KOURGIALIS
Helen Keller International
UNITED STATES OF AMERICA

Tel: +1 646 756 0999
Email: nkourgialis@hki.org

Mr Warren LANCASTER
The END Fund
41 East 11th Street
11th Floor
New York, NY 10003
UNITED STATES OF AMERICA

 Tel: +31 (0) 646902747
Email: wlancaster@end.org

Dr Anna LAST 
Lecturer
Clinical Research Department
London School of Hygiene & Tropical Medicine
UNITED KINGDOM

Email: anna.last@lshtm.ac.uk

Professor Richard LE MESURIER
Chair, IAPB Western Pacific 
The Fred Hollows Foundation 
Suite 102, 538 Swanston Street
Carlton, VIC 3053
AUSTRALIA

 Tel: +610405187756
Fax: +61 3 833 08 111
Email: rtlemes99@gmail.com

Nineteenth_report.indd   46 04/10/2017   10:19:32



47

Name Contact details
Professor Susan LEWALLEN
Kilimanjaro Centre for Community 
Ophthalmology
SOUTH AFRICA

Tel: + 27 (0 )21 4047601
Email: slewallen@kcco.net

Mrs Mary LINEHAN
IMA World Health
UNITED STATES OF AMERICA

Tel: 1-240-893-1720
Email: marylinehan@imaworldhealth.org

Mr Matt LITTLE 
Policy Officer, The Queen Elizabeth Diamond 
Jubilee Trust
128 Buckingham Palace Road
London SW1W 9SA
UNITED KINGDOM

Tel: 020 3358 3378
Email: matt.little@qejubileetrust.org

Professor David MABEY 
Director, Wellcome Trust Bloomsbury Centre for 
Global Health
London School of Hygiene & Tropical Medicine
Keppel Street
London WC1 7HT
UNITED KINGDOM

Email: david.mabey@lshtm.ac.uk

Mr Chad MacARTHUR 
Director of Neglected Tropical Disease Control 
KCCO
1840 Harpswell Neck Road
Harpswell, ME 04079
UNITED STATES OF AMERICA

Tel: +1 207 833 7344
Email: chadmacarthur@hotmail.com

Dr Colin MACLEOD 
Epidemiologist, Global Trachoma Mapping 
Project
Sightsavers
35 Perrymount Road
Haywards Heath 
West Sussex RH16 3BW
UNITED KINGDOM

Email: macleodkc@hotmail.com

Ms Siobhain McCULLAGH 
Project Director, Global Trachoma Mapping
Sightsavers
35 Perrymount Road
Haywards Heath 
West Sussex RH16 3BW
UNITED KINGDOM

Tel: +44 1 444 446600
Email: smccullagh@sightsavers.org

Mr Scott MCPHERSON
ENVISION resident adviser in Addis  
ETHIOPIA 

Email:smcpherson@rti.org
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Name Contact details
Mr Thomas MILLAR 
Operations Director, Trachoma
Sightsavers
Global Trachoma Mapping Project
35 Perrymount Road
Haywards Heath
West Sussex RH16 3BW
UNITED KINGDOM

Tel: +44 777 1 625 909
 Email: tmillar@sightsavers.org

Ms Isabella MONTGOMERY  
Project Coordinator
International Coalition for Trachoma Control  
c/o The Fred Hollows Foundation (UK)
12–15 Crawford Mews, York Street
London, W1H 1LX
UNITED KINGDOM

Tel: +44 0 207 298 2340
Mobile: + 44 7910 817 372
Email: imontgomery@sightsavers.org

Mr Harran MKOCHA
Researcher
SLP 192
Kongwa Trachoma Project
PLOT 1 UJENZI, PoB 124
Kongwa
UNITED REPUBLIC OF TANZANIA

Tel: 255 26 2323138
Mobile: 255 767 313890
Email: hmkocha@yahoo.com

Mr Scott MOREY
Senior Program Director 
The END Fund
Rue du Bourg 3
19095 Lutry
SWITZERLAND

Tel: +41 79 516 69 49
Email: smorey@endfund.org

Mr Aryc MOSHER  
Program Officer 
Global Health, Neglected Infectious Diseases 
Bill & Melinda Gates Foundation Email: aryc.
mosher@gatesfoundation.org
500 Fifth Avenue North
Seattle, WA 98109
UNITED STATES OF AMERICA

Tel: +1 206 726 7143
+1 770 355 5468
Fax: +1 206 494 7047

Professor Caleb MPYET
Epidemiologist, Sightsavers  
Professor of Ophthalmology  cmpyet@
sightsavers.org
Jos University
P.O. Box 2076
NIGERIA

Tel: +234 8033887970
Email: mpyetc@yahoo.com

Mr Edson Eliah MWAIPOPO
Deputy Director
Kilimanjaro Centre for Community
Ophthalmology International
H53 OMB
Groote Schuur Hospital
Observatory, 7935
SOUTH AFRICA

Email: eeliah@kcco.net 

Nineteenth_report.indd   48 04/10/2017   10:19:32



49

Name Contact details
Dr Jeremiah NGONDI
Senior Epidemiologist
RTI International 
P.O. Box 369 
Dar es Salaam 
UNITED REPUBLIC OF TANZANIA

Mobile: +255 688 619 263
Email: jngondi@rti.org

Mr Lionel NIZIGAMA
RTI International
BURUNDI

Tel: +25779575555
Email: is l.nizigama@gmail.com

Ms Stephanie PALMER
Helen Keller International
UNITED STATES OF AMERICA

Tel: +1 307 277 7316
Email: spalmer@hki.org

Mr Alex PAVLUCK
RTI International
UNITED STATES OF AMERICA

Email: apavluck@rti.org

Mr Nigel PEDLINGHAM 
Project Officer - Trachoma
The Fred Hollows Foundation (UK) 
12–15 Crawford Mews, York Street
London, W1H 1LX
UNITED KINGDOM

Tel: +44 0 207 298 2340
Mobile: 00 44 7966 460 905
Email: npedlingham@hollows.org

Ms Joanna PRITCHARD
ITI Senior Program Associate
International Trachoma Initiative
The Task Force for Global Health
325 Swanton Way
Decatur, GA 30030
UNITED STATES OF AMERICA

Tel: +1 (404) 592-1446
Email: jpritchard@taskforce.org

Dr Babar QURESHI 
CBM
UNITED KINGDOM

Email: mbqureshi1@googlemail.com;
babarq@cbmuk.org.uk

Dr M. Mansur RABIU
Director Programs
Prevention of Blindness Union
Cerecon 9, Musa Nusayr Street Olaya
Riyadh
SAUDI ARABIA 

Tel: +966 11 466 1085 ext. 224
Email: mrabiu@emr-iapb.org

Professor Serge RESNIKOFF  
President
Organisation pour la Prévention de la Cécité 
(OPC)
17 villa d’Alesia
75014 Paris
FRANCE 

Tel: +41 78 778 36 99
Email: serge.resnikoff@gmail.com

Dr Mark ROSENBERG
President and Chief Executive Officer
The Task Force for Global Health
325 Swanton Way
Decatur, GA 30030
UNITED STATES OF AMERICA

Tel: +1 404-687-5635
Email:  mrosenberg@taskforce.org
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Name Contact details
Ms Lisa ROTONDO
Deputy Technical Director  
NTD Control Program ENVISION
RTI International
701 13th Street NW, Suite 750
Washington, DC 20005–2230
UNITED STATES OF AMERICA

Tel: +1 202 974 78 90
Email: lrotondo@rti.org

Ms Caroline ROAN
Corporate Responsibility
Pfizer
235 East 42nd Street
New York, NY 10017–5703
UNITED STATES OF AMERICA

Tel: +1212 733 29  80
Fax: +1 212 733 2980
Email: caroline.roan@pfizer.com

Ms Virginia SARAH  
Global Partnerships Executive 
The Fred Hollows Foundation (UK)
International Coalition for Trachoma Control 
Vice Chair 
12–15 Crawford Mews, York Street
London, W1H 1LX
UNITED KINGDOM

Tel: +44 207 298 2340
Mobile: 00 44 7902 974 105
Mobile: 00 61 411 40 40 20
Email: vsarah@hollows.org

Mr Shekhar SHARMA
Nepal Netra Jyoti Sangh 
NEPAL

Email: shekhar@trachoma.org.np

Dr Alemayehu SISAY 
Country Director 
ORBIS International – Ethiopia
PO Box 23508, code 1000
Addis Ababa
ETHIOPIA

Tel: +251 911 229 784
Email: Alemayehu.Sisay@orbis.org

Ms Aisha STEWART
Assistant Director, Trachoma Control Program 
The Carter Center
453 Freedom Parkway
Atlanta, GA 30307
UNITED STATES OF AMERICA

Tel: +1 404-420-3858
Email:  aisha.stewart@emory.edu

Dr Zerihun TADESSE
Country Representative
The Carter Center – Ethiopia
ETHIOPIA

Tel: +251 116 631 863
Email: zerihtad@yahoo.co.uk

Professor Hugh TAYLOR 
Harold Mitchell Chair of Indigenous Eye Health
Melbourne School of Population and Global 
Health
University of Melbourne 
207 Bouverie Street 
Carlton, VIC 3053
AUSTRALIA

Tel: +61 38344 9320
Email: h.taylor@unimelb.edu.au
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Name Contact details
Mr Mohama TCHATAGBA 
Regional Specialist- Africa & the Middle East 
Sight Programs Department
Lions Clubs International Foundation
300 W 22nd Street l Oak Brook, IL 60523
UNITED STATES OF AMERICA

Tel: +1 630 468 6825; +1 630 571 5466 
Email: Mohama.Tchatagba@lionsclubs.org

Mr Allan THOMPSON 
Director of External Relations
ORBIS Europe, Middle East and Africa
4th Floor Fergusson House
124–128 City Road
London EC1V 2NJ 
UNITED KINGDOM

Tel: +44 020 7608 7277
Email: athompson@orbis.org.uk 

Ms Emily TOUBALI
Senior Program Manager 
Neglected Tropical Diseases 
Helen Keller International
1120 20th Street NW, Suite 500N, ICRW
Washington, DC 20036
UNITED STATES OF AMERICA

Tel: +1 202 469 8734
Email: etoubali@hki.org

Dr Jean Jacques TOUGOUE
RTI International
UNITED STATES OF AMERICA

Email: jtougoue@rti.org

Mr Johannes TRIMMEL
Director
International Programme Support and Policies
Light for the World
Niederhofstraße 26
1120 Vienna
AUSTRIA 

Tel: +43 1 810 13 00 36
Email: j.trimmel@light-for-the-world.org

Ms Ann VARGHESE
Senior Program Officer 
IMA World Health
P.O. Box 429
500 Main Street 
New Windsor, MD 21776
UNITED STATES OF AMERICA

Tel: +1 410-635-8720
Email: annvarghese@imaworldhealth.org

Ms Yael VELLEMAN Tel: +44 207 79 34 599
Senior Policy Analyst Health & Sanitation Email: 
YaelVelleman@wateraid.org
Health & Sanitation
WaterAid
47–49 Durham Street
London SE11 5JD
UNITED KINGDOM

Email: redda@ethionet.et
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Name Contact details
Dr Emily WAINWRIGHT 
NTD Team Leader
USAID Bureau for Global Health 
1300 Pennsylvania Ave, NW 
Washington, DC 20523 
UNITED STATES OF AMERICA

Tel: +1 202.712.5403
Email ewainwright@usaid.gov

Mr Andrew Bruce WARDLE
ORBIS UK
UNITED KINGDOM

Tel: +44 02076087266
Email: awardle@orbis.org.uk

Dr Angela WEAVER
Senior Adviser for Neglected Tropical Diseases  
USAID
1/131 Balcombe Road 
Mentone, VIC 3194
AUSTRALIA

Tel: +1 202 746 4897
Email: aweaver@usaid.gov

Professor Sheila WEST
El Maghraby Professor of Preventive 
Ophthalmology
Dana Center for Preventive Ophthalmology
Wilmer Rm 129	
Johns Hopkins Hospital
600 N Broadway
Baltimore, MD 21205
UNITED STATES OF AMERICA

Tel: +1 410 955 2606
Fax: +1 410 955 0096
Email: shwest@jhmi.edu

Dr Boateng WIAFE  
Regional Director for Africa  
OPERATION EYESIGHT UNIVERSAL 4th 
Dzorwulu Cr. #225  
Don Levy House (GSMF Building) Airport West
Accra	
GHANA

Tel/Fax:  + 233 302 780 810
Mobile 1: + 233 24 271 6959
Mobile 2: +233 20 890 8777
Email: bwiafe@operationeyesight.com

Ms Leah WOHLGEMUTH 
Research Coordinator
Johns Hopkins Center for Communication 
Programs
111 Market Street
Baltimore, MD 21202
UNITED STATES OF AMERICA

Tel: +1 410 659 6300
Email: lwohlgem@jhsph.edu

Mr Geordie WOODS 
Neglected Tropical Diseases – Technical Adviser 
(Behaviour Change and WASH)
Sightsavers
2803 St. Philip Street
New Orleans, LA 7019
UNITED STATES OF AMERICA

Tel: +1 828 335-8176
Email: gwoods@sightsavers.org

Dr Andrea ZAMBRANO
Johns Hopkins University 
UNITED STATES OF AMERICA

Email: azambra1@jhmi.edu
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WORLD HEALTH ORGANIZATION – REGIONAL AND COUNTRY OFFICES

Name Contact details
WHO Regional Office for Africa 
Dr Simona MINCHIOTTI 
Noncommunicable Diseases

Email: minchiottis@who.int

WHO Regional Office for the Americas
Ms Martha SABOYÁ
Specialist on Neglected Infectious Diseases

Email: saboyama2@paho.org

Dr Ruben Santiago NICHOLLS
Adviser, Neglected Infectious Diseases

Email: nicholls@bra.ops-oms.org

WHO Regional Office for the Eastern 
Mediterranean
Dr Ismatullah CHAUDHRY 
Medical Officer, Control & Prevention of 
Blindness

Email: chaudhryis@who.int

WORLD HEALTH ORGANIZATION – HEADQUARTERS

Name Contact details
Dr Anthony SOLOMON, Medical Officer
Department of Control of Neglected Tropical 
Diseases

Tel: +41 22 791 2823
Mobile:  +41 79 322 07 54 
Email: solomona@who.int

Mr Bruce GORDON, Coordinator
Public Health, Environmental and Social 
Determinants

Tel: +41 22 791 2728
Email: neiram@who.int

Ms Kate MEDLICOTT, Technical Officer
Public Health, Environmental and Social 
Determinants

Tel: +41 22 791 3183
Email: medlicottk@who.int
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