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A SHORT HISTORY OF TRACHOMA 1 SOUTH AFRICA*
R. ST. H. WARRE " M.D. (RAND), D.O. (R.C.P. & S. ENG.), East London

So little do we know of the early history of the ative in this
country, of the migrations of tribes from the orth, and of
their subsequent movements, that it is impossible to say
when and how trachoma was first introduced into South
Africa.

Yet we know that when the first European settlers arrived
at the Cape trachoma was already endemic in Europe, and
that, following. the Napoleonic invasion of Egypt, the disease
subsequently reached epidemic proportions in parts of
Europe.! It is thus conceivable that travellers and settlers
may have introduced or furthered the spread of the disease
at the Cape.

On the northern borders of South Africa, among tne Pedi
tribes of the Northern Transvaal, traditional history relates
that Arab slave traders invaded the territory in the early 17th
century. They might possibly have been responsible for
carrying infection into this area.2 It is interesting to note that
100 years ago Livinistone, in his diary, mentions that every
year there is an epidemic in the period before the rains.

In 1897, Lewowitsch3 mentions that trachoma was prevalent
in his practice amoung the Boers and non-Europeans both in
the Transvaal and in the Cape. Apparently he saw large
numbers of cases. Yet, strangely enough, for the next 30
years little real notice was taken of the disease apart from
occasional reports and the relatively few notifications which
were made once trachoma became a notifiable disease in 1925.
The impression is created that ophthalmologists and health
authorities considered trachoma to be an uncommon disease
in this country.

The National Council for the Blind
It was with the formation of the National Council for the

Blind in 1929 that our knowledge (particularly among the
Natives) of preventable eye disease, and inevitably of
trachoma, began to grow. This extension of our knowledge
gained ever-increasing momentum after the appointment in
1946 of a Director to a special department of the National
Council for the Blind: The Bureau for the Prevention of
Blindness. ·In fact our knowledge of trachoma in this country
has developed almost entirely through the direct or indirect
activities of the National Council for the Blind and this
Bureau. An enormous amount of work has been done by
them and surveys and investigations have been, and are still
being, conducted in many parts of the country, particularly
in the Transvaal. It would be impossible to mention all
of them, or the many ophthalmologists who have taken part
in them.

It was in such a series of surveys in 1943 and for some years
afterwards that P. H. Boshoff, in particular, in his reports to
the Council, indicated once more the 'undoubted prevalence
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and importance of trachoma in the Trans aal at any rate'
and made the very significant observation that 'in the area
under review, the results of conjunctivitis and trachoma
appear to be the commonest causes of eye disease leading to
blindness'.4 However, much of this was forgotten until
Scott read a paper on trachoma in the South African Bantu
at the South African Medical Congress in 1949. This paper
was subsequently published5 and, both at that time and later,
provoked considerable discussion on whether the disease in
question was in fact trachoma. For instance, shortly after
wards, in 1950, Blumenthal,6 on the basis of his investigations,
came to the conclusion that trachoma was not a prevalent
disease in South Africa and that much of what was diagnosed
as trachoma was in fact malnutritional kerato-conjunctivitis,
to which he gave the name pseudo-trachoma. As he put it,
the 'misdiagnosis of trachoma for one of the forms of chronic
malnutritional kerato-conjunctivitis is common'. And
although subsequent investigations have shown that trachoma
undoubtedly exists in South Africa, with a very high \?l
demicity in some parts, his paper had the excellent effect of
arousing considerable interest in the disease among a number
of ophthalmologists.

In the same year, Murray' produced an excellent thesis on
trachoma in South Africa and made an exhaustive investiga
tion, among other things, into the incidence and geographical
distribution of the disease showing how prevalent it was in
some areas and not in others.

In 1950 I myself began investigations on the problems of
trachoma in the Northern Transvaal, which were to continue
for the next 4 years. During this period, scrapings which
I took from clinically typical cases of active trachoma were
examined by Amies (then of the South African Institute
for Medical Research), and the characteristic H.P. bodies
were demonstrated-I think for the first time in South Africa.
Since then these bodies have frequently been shown. There
appears to be no doubt that, not only does trachoma exist in
this country, but that in some parts, notably in the orthern
Transvaal, its incidence assumes pandemic proportions with
an infection rate of over 90%.7

In the last few years the question of the relationship
between malnutrition and trachoma has also received atten
tion. My own investigations in Sekukuniland, and the more
extensive investigations of Arnies, Lowenthal, Scott and
Murray8 in other parts of the orthern Transvaal have
shown that there is no direct relationship between these
conditions-a fact which had been pointed out some years
before, for example, by Julianelle in America.

Prevention and Cure
In recent years attention has naturally turned towards the

prevention and cure of trachoma, a task fraught with tremen
dous difficulties and raising, in addition, the much discussed
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problem of whether trachoma is curable by any of the known
antibiotics. To rid an area, for example the Northern Trans
vaal, with its large number of ignorant and superstitious
people, of trachoma will be a Herculean task. Already
Scott and Taylor'l have done a considerable amount of
groundwork in this very difficult field, and here and there,
have apparently achieved considerable success. .

Finally, and very recently, success in cultivating the virus
of trachoma and transmitting it to a human volunteer has been
achieved both overseas and in South Africa.· We are well
aware of the great significance of this new development,

• A report of this work is published on page 450 of this issue
of the Journal.

particularly in its application to the very difficult problem
of the control and eradication of trachoma.
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'. MASS TREATMENT OF TRACHOMA: FIELD TRIALS OF DIFFERENT DRUGS
IN 10,033 BANTU CHILDREN*

J. GRAHAM SCOTT, M.D.~ D.O.M.S., Johannesburg
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Fig. 1. Trachoma index in 10,033 Bantu children by age.

* A paper presented at the 42nd South African Medical Congress'
(M.A.S.A.), East London, c.P., September-October 1959.

The areas selected for the field trials were (a) Potgietersrust,
(b) Harnmanskraal and (c) Jane Furse Hospital, Sekukuniland.
All lie in South Africa north of Pretoria, where it is known
that the incidence of trachoma varied from 20 to 100%
among the Bantu. Ten ophthalmic specialists examined.
10033 children at 36 Native schools and instituted mass
tr;atrnent with a variety of donated ophthalmic ointments.
The work was carried out with the active support of the
Bureau for the Prevention of Blindness and under the
patronage of the South African National Council for the
Blind.

Differential Diagnosis

In the field we depended on naked-eye or loupe examina
tion of the everted upper lid because pannus was difficult
to see against the brown iris without a slit lamp, which
was not used during these trials. In babies, if follicles were
obscured by inflammatory swelling, we tended to diagnose
simple conjunctivitis, but where follicles were visible tra
choma was the diagnosis, which undoubtedly included
some cases of follicular conjunctivitis. III some scholars when
trachoma was quiet, with the minimum of papillary hyper
trophy, we were in doubt between the diagnosis of allergic
conjunctivitis, spring catarrh, and trachoma. If in fact
trachoma becomes an auto-immune disease after the initial
viral infection, the end-results would be similar to .those of
an oft-recurring allergic conjuntivitis. Scrapings f~om such
doubtful cases examined by Amies et aP showed a proportion
with inclusion-bodies and the -eosinophils of spring catarrh
were notably rare. It is therefore probable that the majority
of doubtful cases were trachoma. In practice, each doctor
formed his own opinion and tried to stick to the same
standard of diagnosis throughout the .trials. However, as
statisticians well know, allowance must be made for human
frailty.

Secondary Infection

During the trials 170 smears and cultures were examined.
Koch-Weeks bacillus was present in 50% of the smears,
whereas on culture the predominant organisms were found
the following number ,of times:

Diphtheroids including Bacillus xerosis 54
Koch-Weeks bacillus 23
Haemolytic Staphylococcus aureus 21
Staphylococcus aurelts 18
Staphylococcus albus 16
Staphylococcus citreus 9
Streptococcus viridans 18
Friedlander bacillus 16
Pneumococcus 14
-Streptococcus 8'
Gram-negative coccus 5
Haemophylus influenzae 5
Other organisms .. . 16

Each organism was tested for sensitivity to the particular
drug in use and, with few exceptions, all were sensitive. This
work was carried out by Mr. Roux, of the South African
Institute of Medical Research, and Dr. W. Lewin.
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Type of Trachoma

Eye disease was not present at birth but was evident
about 3 months of age and the incidence was at its peak from
the age of 1 to 4 years. The disease was follicular in type till
4 years, often complicated by secondary bacterial infection.
In schoolchildren papillary hypertrophy was the main
feature although a few follicles and some degree of scarring
were frequently seen. Secondary infection at school was
clinically rare, being 5%compared with 75 %among babies.
1'he natural decrease in incidence with age is illustrated in
the graph (Fig. 1); those remaining uncured are the potential
blind of the future. .
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