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Control of trachoma and prevention of blindness
in rural communities in Burma
TuN AuNG KYAW,1 THEN NYuNT,2 T. K. SUNDARESAN,8 & M. L. TAuzzo 4

Trachoma was identified as the single most important cause of blindness in central
Burma in a study carried out in 1961-1962. Control measures started in 1964 considerably
reduced the degree ofendemicity and severity ofthe disease in the areas treated. According
to recent simplified criteria of evaluation, the prevalence of active trachoma has been
reduced by more than 60% and that ofactive inflammatory disease ofmoderate and severe
intensity from 7.4% to 1.8% of the active cases. A reduction in the risk of becoming
infected is evident from changes that have occurred among the younger age groups.

T7he experience acquired by the trachoma control project in central Burma-covering
a population of more than 4 million in 8000 villages-emphasizes the importance of the
active participation of the community and the role of local auxiliary personnel. Most
of the activities, including surgical repair of trichiasis, are the responsibility of health
assistants; their training includes, in addition to the recognition and treatment ofpatients
requiring topical application of antibiotics or surgical repair of trichiasis, the screening
and referral to the general practitioner or to the eye specialist of those needing more
specialized attention.

The results already obtained have made possible a gradual replacement of control
activities by a surveillance programme, and their integration into the basic health services.
The objectives of the trachoma control programme have been expanded to include the
prevention and management of other causes of preventable or curable blindness, with
special emphasis on eye injuries and glaucoma.

Within the general context of an increasing
awareness of the problem of blindness, there has
been in recent years a growing recognition of tra-
choma as one of the main causes of preventable
loss of vision in different parts of the world, and
of the fact that relatively simple control measures,
if properly applied, can significantly reduce the
risk of blindness due to this disease. A better
understanding of the pathogenesis of trachoma and
of its evolution have led to a more precise definition
of this risk and to a more accurate measure of the
changes that may occur as a result of control
measures.
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It has also become evident that the control of
trachoma as a public health problem does not
necessarily require highly specialized personnel.
Auxiliary personnel experienced in trachoma control
can expand the range of their activities and contribute
to the introduction of adequate eye care and pro-
motion of eye health in otherwise underserved
rural communities.
Much of this new understanding of and new

approach to the problem has come about as a
result of recent field experience in different countries
(2, 3). One of the most extensive programmes for
the control of trachoma is that carried out in Burma
since 1965, and a description of activities up to 1973
has recently been published (4). However, in view
of the developments that have taken place since,
it was considered that it would be useful to bring
that information up to date with a view to the
possible use elsewhere of the experience acquired
in Burma, due consideration being given to dif-
ferences in local conditions.
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OUTLINE OF THE CONTROL PROGRAMME IN BURMA

The national Trachoma Control Project was

established in Burma in 1965, following recognition
of trachoma as the most important cause of blindness
in the country, and it was conceived from the
beginning as a short-term programme to be
eventually integrated into the basic health services.
The background and organization of the Project
have been described (4) and it will be sufficient
here to summarize them briefly. The trachoma
control area consists of 11 contiguous districts
in central Burma (Fig. 1), corresponding to the
so-called "dry-zone", with a total population
estimated at about 6 200 000. These 11 districts
are divided administratively into 65 townships,
including the rural areas; 62 of these townships

Fig. 1. Outline of Burma showing area of trachoma
control.

were originally surveyed and 50 were included
in the control programme.

The control measures applied in Burma are

basically those recommended by the World Health
Organization (5) and consist of topical treatment
with antibiotics, surgical repair of trichiasis/
entropion, and health education. An essential
feature of the programme is its reliance on the
active involvement of the population and on the
training and utilization of auxiliary health personnel.

Following initial surveys on multistage samples
corresponding to approximately 1% of the total
population, control activities are carried out in
three successive phases: attack, consolidation,
and maintenance. In some townships the maintenance
phase is gradually being replaced by a surveillance
programme that includes provision for further
surveys and for the specialized training of personnel.
This surveillance programme also covers those
townships where no specific control measures
had been introduced at first because the epidemio-
logical situation did not warrant them.
The recently described criteria for differentiating

between blinding and nonblinding trachoma (1)
have now been incorporated in the WHO rec-
ommended methods for field work and in the
processing of the data. Following the introduction
of these criteria, the more defined examinations
carried out so far in Burma by Regional Trachoma
Officers (ophthalmologists) in the "assessment
villages" selected in each district will be gradually
discontinued, and the continuous evaluation of
the results and of the epidemiological situation
will be ensured by "resurveys" carried out by
District Trachoma Officers (general practitioners)
and health assistants. The records of the examina-
tions in the resurveys will include scoring of only
a few clinical signs: upper tarsal follicles (F), upper
tarsal papillary hypertrophy and diffuse infiltration
(P), conjunctival scarring (C), comeal scarring (CC),
and trichiasis and/or entropion (T/E), as well as
the trachoma (Tr) stage. These resurveys will
include between 0.2% and 0.5% of the total popula-
tion in selected townships.

Pending the general application of these criteria,
the present evaluation is based on changes in the
active trachoma rates in the surveys and on available
data from the assessment villages.

Evaluation of results

Control activities did not start simultaneously
in all districts, and the attack phase began in the
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Fig. 2. Progression of trachoma control activities in
different districts.

last one early in 1976 (Fig. 2). Furthermore, there
were considerable variations in the degree of
endemicity within a given district, and consequently
in the type of control measures that were introduced
in the various townships (either "blanket" or

selective treatment, the latter with or without
prior mass screening of the population).
By the end of 1976, the attack phase had been

completed in 7082 villages with an estimated
population of 3.7 million and was still in progress
in another 945 villages with an estimated population
of 0.6 million. In addition, 1.4 million persons had
been re-examined in the consolidation phase and
more than 150000 of them given additional treat-
ment. A total of almost 70 000 trichiasis operations
had been performed since the beginning of the
activities, approximately 80% of them by auxiliary
personnel.

By mid 1977, of the 62 townships covered by
the programme, 25 could be included in the main-
tenance or surveillance programme, 20 were in the
consolidation phase, 6 in the attack phase, and
11 still in the planning phase.

FINDINGS PRIOR TO CONTROL ACTIVITIES

Initial surveys
The prevalence rates of active trachoma (Tr

I + II + III) obtained in 62 townships in 11 dis-
tricts, based on the examination of approximately
60 000 persons, are shown in Table 1. They range
from a minimum of 5.4% to a maximum of 89.2%.

Assessment villages
More detailed information is available from

the examinations carried out in 9 of the 11 districts
(Al to A3 and B1 to B6). As shown in Table 2,
41.4% of the 6063 persons examined showed signs
of active trachoma. Considering that the "assess-
ment villages" were selected as representative
of "average" epidemiological conditions and that
the more detailed examinations made there were
likely to detect more cases with very mild or border-
line signs, the findings in the villages and in the
surveys may be considered consistent.
The intensity of active inflammatory disease

was insignificant in 80.6% of the 5329 cases with
clinical signs of the disease, mild in 12.0%, moderate
in 2.5%, and severe in 4.9%.
With regard to disabling and potentially disabling

lesions, gross visual loss was diagnosed in 1.8%
of the cases, severe conjunctival scarring in 7.0%,
and trichiasis and/or entropion in 7.5%.
With regard to sex distribution, there were no

significant overall differences for the stages of the
disease, but there was an indication of more
pronounced intensity of active inflammatory
disease and of higher rates for trichiasis/entropion
in women.
When age distribution of the different parameters

is considered (Fig. 3), the following can be noted:
Trachoma stages. The peak of active trachoma

was in the 3-4-year age group (71.0%). Tr I was
at its peak (37.7%) in those aged 1-2 years; it
then decreased rapidly and was almost absent
in those over 25 years of age. The curve of Tr II
was similar but its peak (33.1%) was in the 3-4-year
age group. Tr III, already present before 1 year
of age, increased sharply in the 5-9-year age group
(31.8%) and then more slowly, peaking at 38.1%
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Table 1. Prevalence of active trachoma by township, 1965-1976

Initial survey Resurvey

District Township Prevalence of Prevalence of Difference
Date active trachoma Date active trachoma (%)

(%) (%)

Al Myingyan Myingyan 1965 87.6 1973 38.7 -55.8
Kyaukpadaung ,, 55.8 ,, 32.1 -42.5
Natogyi ,, 81.2 ,o 9.9 -87.8
Nyang U ,, 77.1 -N 38.1 -50.6
Taungtha ,, 89.2 ,. 27.9 -68.7

A2 Magwe Magwe 1965 39.8 1973 8.5 -78.6
Chauk ,. 44.8 ,, 11.6 -74.1
Myothit ,, 36.2 1974 7.5 -79.3
Natmauk ,, 30.6 ,, 10.5 -65.7
Taungdwingyi ,, 13.3 - -
Yenaungyaung ,, 28.9 1974 16.5 -42.9

A3 Pakokku Pakokku 1970 51.6 1973 23.1 -55.2
Myaing ,, 57.5 1976 25.6 -55.5
Yesagyo ,, 52.6 ,, 27.0 -48.7
Pauk 1974 45.3
Seikbyu 1975 36.8

A4 Minbu Minbu/Sagu 1971 27.7/33.9 1976 6.3 -79.3
Pwintbyu ,, 25.9 ,, 13.0 -49.8
Salin 29.2 ,, 9.3 -68.5
Ngape 1974 25.1
Seidoketaya ,, 7.4

BI Meiktila Meiktila 1965 29.6 1973 26.6 -10.1
Mahlaing ,. 30.3 1974 15.7 -48.2
Thazi ,, 29.4 1975 19.4 -34.0
Wundwin ,, 38.4

B2 Yamethin Yamethin 1965 7.8
Lewe ,, 15.3
Pyawbwe ,, 24.2 1975 16.2 -33.1
Pyinmana ,, 20.0
Tatkone ,, 21.7

B3 Kyaukse Kyaukse 1966 49.8 1973 11.3 -77.3
Myittha ,, 34.1 ,, 22.1 -35.2
Singaing ,, 44.9 1974 12.9 -71.3
Tada U ,, 50.1 ,, 15.3 -69.5

B4 Mandalay Mandalay 1966 16.8
Amarapura ,, 21.4
Madaya ,, 25.5 1976 6.2 -75.7
Maymyo ,, 7.3
Mogoke ,. 5.4
Pathengyi ,, 14.5
Singu ,, 27.5 1976 8.6 - 68.7
Thabeikkyin ,, 46.4 1975 13.9 -70.0

B5 Sagaing Sagaing 1970 41.0
Myaung ,, 66.8
Myinmu ,, 63.5
Ngazun ,, 45.1

B6 Monywa Monywa 1973 36.0
Ayadaw ,, 68.3
Butalin ,, 34.5
Chaung U ,, 30.6
Pale ,, 32.4
Salingyi ,, 47.6
Yinmarbin 18.1
Kani 1974 36.6

B7 Shwebo Shwebo 1974 30.1
Dapayin 1975 37.5
Kantbalu ,, 31.2
Khin U 1974 29.9
Kyunhla 1975 19.0
Tantse ,, 24.8
Wetlet 1974 22.6
Ye U ,, 34.7

Note: There are a few minor differences between the above results of resurveys carried out in 1973 and those previously published
(4), as additional data have since become available.
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Table 2. Percentage prevalence in assessment villages

9 Districts: 7 Districtsa
eainitia Initial Follow-up Percentage

examination examination examination change
1968-1975 1968-1972 1970-1974

Total examined 6063 5055 4502

Trachoma stages

Tr I 5.4 5.7 2.6 -54.4

Tr II 6.8 6.1 1.8 -70.5

Tr III 29.1 33.6 12.8 -61.9

Active trachoma (Tr I + II + III) 41.4 45.4 17.1 - 62.3

Healed trachoma (Tr IV) 46.5 42.5 72.5 + 70.6

Total trachoma 87.9 87.9 89.7 + 2.0

Intensity ofactive inflammatory disease

Insignificant 80.6 78.8 94.3 + 19.7

Mild 12.0 12.6 3.8 -69.8

Moderate 2.5 2.9 0.5 -82.8

Severe 4.9 5.6 1.3 -76.8

Disabling and potentially disabling
lesions
Severe corneal scarring 1.8 1.8 0.4 -77.8

Severe conjunctival scarring 7.0 7.0 9.0 + 28.6

Trichiasis and/or entropion 7.5 7.7 5.1 - 33.8

a The seven districts from which results of both initial and follow-up examinations were available.

in the 15-24-year age group and subsequently
showing a fairly uniform and gradual downward
trend. A few cases of Tr IV were already present
before 1 year of age; the rate reached 22.3% in
the 5-9-year age group, after which it increased
gradually to be present in about 75% of those
over 25 years of age. Higher rates for Tr III, with
corresponding lower rates for Tr IV, were observed
in women over 35 years of age.

Intensity of inflammatory disease. Cases with
severe intensity were present in all age groups
over 1 year and tended to become more frequent
with age, with higher rates in women between
25 and 64 years of age, while cases with moderate
signs of intensity were more frequent between
1 and 14 years of age.

Disabling and potentially disabling lesions. These
rates increased gradually with age, especially
after 25 years, and there was again an indication

of higher rates for trichiasis/entropion among
women, especially in those between 35 and 64 years
of age.

RESULTS OF CONTROL MEASURES

Resurveys
Results are available from 27 of the 62 townships

originally surveyed and are shown in Table 1.
The interval between the initial and follow-up
examinations varied between 5 and 10 years. As
shown in Fig. 1, control activities were not always
introduced immediately after the initial surveys
and within each district the attack phase spread
over several years, since it started at different
times in different townships.
The data from 27 townships show that the

reduction of active trachoma rates ranged from
33.1% to 79.3% in 25, the exceptions being 10.1%
in one township and 87.8% in another. This
percentage reduction was between 30.0 and 49.9
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Fig. 3. Findings in assessment villages by age and sex. Initial examination.
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Fig. 4. Findings in assessment villages by age and sex. Second follow-up examination.
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in 8 townships, between 50.0 and 69.9 in 9, and
between 70.0 and 79.9 in 8, the median value
being 65.7.

Assessment villages
The second follow-up examination was carried

out 22-26 months after the initial examination,
after two full courses of treatment. Results are

available from 7 districts (A1-A3 and B1-B4).
Although an attempt was made to examine the
entire population of these villages, the number
of those examined was lower than at the initial
examination; 4502 instead of 5055. The results
of the initial and second follow-up examinations
in these seven districts are shown in Table 2. Only
17.1% still had signs of active trachoma and the
rate for healed trachoma had increased to 72.5%,
giving a total trachoma prevalence of 89.7%.
Only 1.8% of the patients still had moderate

or severe intensity of active inflammatory disease,
only 0.4% had disabling corneal lesions, and
5.1% trichiasis and/or entropion.
From the point of view of age distribution

(Fig. 4). the following may be noted in comparison
with the initial findings:

Trachoma stage. There was a decrease of active
trachoma prevalence in all age groups but especially
in those over 25 years of age. The most obvious
change in all age groups was a shift from Tr I to
Tr II to Tr III to Tr IV, resulting in an increase
of cases with Tr IV in all age groups and a relative
increase in Tr Ill in comparison to Tr I and Tr II,

especially in children.

Intensity of inflammatory diseases. There was
an overall decrease in the degree of intensity in
all age groups and an increase in the rates for
cases with an insignificant degree of intensity,
which accounted for more than 90% of the total
in all age groups over 10 years. However, there was

a persistence of severe intensity of more than 1%
in those over 10 years of age, and of moderate
intensity in the 5-9 and 10-14-year age groups,
which corresponded to the age distribution at the
initial examination.

Disabling and potentially disabling lesions. The
changes that occurred in these parameters were less
pronounced. They refer to relatively few cases and
therefore have less statistical significance. Further-
more, they would have been likely to be more

influenced by changes in the coverage of the popula-
tion and by observer variation.

An explanation for the decrease in cases of gross
visual loss caused by corneal scarring-by definition
an irreversible condition-from 1.8% to 0.4%,
i.e., from 79 to 16, could be that at the time of
the initial examination cases of corneal opacity
caused by infiltration were also included in this
group.
The decrease in cases of trichiasis and entropion

can be accounted for by surgical repair. The total
number of trichiasis operations performed since
the establishment of the project corresponded to
about 2% of the total population covered. The
reduction in the rate of trichiasis from 7.7% to
5.1% corresponded to about 140 cases, i.e., about
2.8% of the population of these villages. The fact
that this was accomplished within a 2-year period
reflects the closer attention received by these villages.
With regard to the increase in the number of

cases with severe conjunctival scarring, and as
discussed in connexion with surgical treatment
as part of control activities (5), treatment of active
trachoma cannot be expected to prevent scarring
and in fact increases the number of cases of cicatriza-
tion by speeding up healing. It should be stressed,
however, that antibiotic treatment reduces the
amount of scarring that would eventually develop
should the disease be allowed to continue without
treatment.

In summary, the main change appears to be a
decrease of active trachoma in the order of
approximately 60%, with a corresponding increase
in inactive or "healed" trachoma. Furthermore,
patients with moderate or severe active inflammatory
disease at the initial examination were those that
showed the greatest decrease, in the order of about
80%; there was a corresponding increase in those
with insignificant signs of activity of about 20%.

DISCUSSION

As already mentioned, the two sets of data from
the surveys and the assessment villages can be
considered as consistent and, as a whole, may be
taken as a fairly accurate description of "average"
conditions for the entire trachoma control area.

These figures confirm previous assumptions
that, in areas of high endemicity (roughly defined
as having active trachoma rates of more than
30%), about 2% of the persons with trachoma
suffer from loss of vision and approximately 8%
have potentially disabling lesions. They also confirm
that at this level of endemicity most of the active
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inflammatory disease is in children, including those
of preschool age, but also that there is a persisting
reservoir of infection in the older population,
especially in women who may well play an important
role in the transmission of the disease.
Ko Lay et al. (4) estimated that trachoma control

activities carried out in Burma up to the end of 1973
had resulted in a reduction of active trachoma of
the order of 65%, of intensity of the disease of 80%,
and of its severity of 30%. The estimates of changes
in intensity and severity were made on the basis
of the definitions that had been used up to 1976.
The newly defined parameters, and the additional

results obtained since the end of 1973, provide
further confirmation of that estimate. Furthermore,
these new simplified criteria, by allowing for the
follow-up examinations to be made by less special-
ized personnel, will from now on facilitate the moni-
toring of the situation and consequently the under-
taking of immediate action whenever it might be
required.
The results obtained show that, in addition to

a reduction in the rate of active trachoma of more
than 60%, only about 1.8% of the active cases
still persisting after 2 years of regular treatment still
show moderate to severe intensity of inflammatory
disease and are therefore the only ones to be
considered as still presenting a certain risk, compared
with 7.4% before control measures were introduced.
The changes in the rates for disabling and

potentially disabling lesions were, as expected, less
pronounced and their evaluation will have to await
the results of a long-term follow-up. It seems
justified to assume that new cases of this type
of lesion will be considerably fewer in the future,
as a consequence of the reduction in the number
of cases of active inflammatory disease.
One important fact to be determined is whether

the control programme has resulted in a significant
reduction in the "force of infection" in the
community; in other words, has the risk of infection
in the community decreased ? It is not possible to
answer this question completely, since the observed
reductions either in active trachoma or the intensity
of active inflammatory disease reflect partly the
reduction in risk and partly the direct effects of
treatment on the individuals affected. However,
as the interval between the initial and follow-up
examinations was 2 years, the incidence in those
aged less than 1 year could be taken as an indicator
of reduction in risk.

In this age group, in the seven districts for which

complete data were available, the prevalence of
active trachoma was initially 23.8%; 2 years later
it was 6.7%, corresponding to a reduction of 71.8%.
Among patients with active trachoma, 21.4%
initially had active inflammatory disease of mild
intensity, 14.3% had severe conjunctival scarring,
and 7.1% had trichiasis. The follow-up examination
in this age group revealed that the intensity of
active inflammatory disease was insignificant in
all patients and there were no disabling or potentially
disabling lesions. The above analysis is based on
a small number (a total of only 28) but it does
reflect a positive trend in the epidemiology of the
disease and gives an indication of the indirect
benefits of a treatment programme to the community
as a whole.
Trachoma control activities in Burma have gen-

erally been carried out according to uniform criteria
and as planned. As inevitable in a fairly large under-
taking such as this, there have been at times various
difficulties that have caused some setbacks. Local
differences in the epidemiological pattern, in
local conditions, and in the response of the popula-
tion have required adjustments of the programme
and account, to a certain extent, for the differences
in the results obtained in different townships.
However, the main reason for the differences in
the results appear to be on the one hand differences
in the degree of endemicity and severity of the
disease, and on the other the degree of thoroughness
with which control measures were applied. On the
whole, local variations probably balanced each
other and the deviations from fixed schemes add
in fact a more realistic dimension to the appraisal. It
appears justified, therefore, to draw some additional
conclusions that may find application elsewhere.

Probably one of the most important conclusions
is that the success of the programme depends,
to a great extent, on the work carried out by auxiliary
personnel and on the active participation of the
population. Application of the antibiotic does not
require more than a few minutes' training and
even the surgical repair of trichiasis can, in many
cases, be done by auxiliary health personnel after
a few weeks of training, as shown by the more
than 50000 operations performed by them in the
field, with results fully comparable to those of
operations performed by more highly qualified
personnel in more sophisticated settings. It must
be stressed that the training programme, which
forms an integral part of the Project, includes the
recognition by auxiliary personnel not only of the
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cases requiring antibiotic treatment or surgical repair
of trichiasis but also of those requiring attention by
more specialized personnel, which might be the gener-
al practitioner or eventually the ophthalmologist.
Another key factor has been the delegation of

responsibilities to the most peripheral level, that is,
to persons actually living in the communities to be
treated or moving there for the time necessary
to complete the attack phase, rather than the
organization of visits by specialists or field teams,
which often tend to be irregular, incomplete in
their coverage and, more often than not, inadequate.

Finally, it is believed that the accomplishments
of the Burma Project are a clear demonstration
of the potential of such activities, which cannot be
considered just as "vertical" programmes, limited
in time and without lasting impact. On the contrary,
the health auxiliary experienced in trachoma
control soon finds himself asked to deal with
other problems of eye care at the community level
and this experience, added to his initial training,
soon makes him a valuable first link in an effective
referral system. At the other end of the professional
scale, the specialist originally assigned to the
trachoma control programme soon finds that his

specialized competence is not needed any more
to cope with what have become routine control
and surveillance activities-except in providing
specialized supervision and training-and can thus
devote his time to providing the more specialized
care for which he was trained.

The evolution described above is not just
theoretical. The results obtained in Burma already
allow for a reduction of specialized control activities
and for their gradual replacement by a surveillance
programme, with integration of the activities within
those of the basic health services. The title of the
national Trachoma Control Project has already
been modified, in July 1975, to that of Trachoma
Control and Prevention of Blindness Project,
and its staff have started an active programme
aimed at the assessment of the extent and nature
of the problem of blindness in general in the country,
at the identification of priorities in areas not covered
by the Trachoma Control Project, and at the preven-
tion and management of other causes of preventable
blindness (mainly accidents and glaucoma), thus
demonstrating that a trachoma control programme
may effectively prepare the way for the promotion
of eye care at the community level.

R:ASUMA

LUTrE CONTRE LE TRACHOME ET PREVENTION DE LA CiCIt DANS LES COMMUNAUITS RURALES EN BIRMANIE

Le trachome s'etant r6v6l6 la cause principale de
c6cit6 dans le pays, les autorit6s sanitaires nationales
de Birmanie ont lanc6 en 1965 un projet de lutte contre
cette affection en Birmanie centrale. Les mesures de
lutte, fond6es sur les m6thodes recommand6es par l'OMS,
englobaient le traitement topique par les antibiotiques,
le traitement chirurgical en cas de trichiasis et une

campagne d'6ducation sanitaire. Les responsables du
projet ont mis fortement l'accent sur l'emploi de personnel
sanitaire auxiliaire et la participation communautaire.
De nouveaux criteres ont ete r6cemment etablis pour

la description de certaines des manifestations cliniques
du trachome, mais ils ne s'6cartent des criteres pr6c6-
demment utilis6s que par leurs plus grandes precision
et simplicit6 d'application, et permettent ainsi de mieux
evaluer le risque represent6 par la maladie. L'examen
des individus atteints, qui peut etre fait par un personnel
non sp6cialis6 (praticiens de m6decine g6n6rale et assis-
tants des services m6dico-sanitaires ayant reru une

formation appropri6e), assurera l'evaluation continue,
sur une plus grande 6chelle qu'auparavant, des modifi-
cations du tableau 6pid6miologique de la maladie
cons6cutives aux mesures prises.

Vers le milieu de l'ann6e 1977, les activites de lutte
couvraient d6ja une population de plus de 4 millions
d'individus habitant 8000 villages dans les 11 districts
inclus a l'origine dans le projet; pres de 70 000 op6rations
de cas de trichiasis avaient et;e effectu6es, dont 80%
avaient ete pratiqu6es par un personnel auxiliaire.
L'6valuation a laquelle il a ete proc6d6 dans 7 de ces
11 districts a montr6 qu'apres deux ans d'application
les mesures de lutte avaient permis de r6duire de plus
de 60% le taux de trachome actif, et l'inflammation
d'intensite mod6r6e & forte n'6tait plus constat6e que
chez 1,8% des cas actifs au lieu de 7,4%. La reduction
du risque d'infection ressort a l'evidence des changements
not6s dans les groupes d'age inferieurs. Les 11 districts
de la r6gion int6ress6e par la campagne de lutte compor-
tent 65 subdivisions administratives ou o municipalit6s *

qui englobent les zones rurales: deux ans apres le d6but
des activit6s, sur 62 municipalit6s concern6es, 25 font
l'objet d'un programme de surveillance et d'entretien,
20 se trouvent en phase de consolidation, 6 en phase
d'attaque et 11 encore au stade de planification.

L'exp6rience acquise a la faveur des activit6s men6es
en Birmanie illustre clairement le role important que
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peut jouer le personnel sanitaire auxiliaire, a qui il
incombe d'appliquer des mesures de lutte efficaces et
relativement 6conomiques dans les zones p6riph6riques
les plus 6loign6es et de susciter l'int6ret et la participation
active des communaut6s. La formation des assistants
m6dico-sanitaires affect6s au projet les prepare a identifier
et traiter les cas n6cessitant l'application d'antibiotiques
et a executer les actes chirurgicaux requis chez les malades
atteints de trichiasis, et elle les rend aptes d'autre part

a reconnaitre et aiguiller vers un personnel plus qualifie
les affections oculaires necessitant les soins de specialistes.
Parallelement, les activites de routine que comprend la
lutte contre le trachome en Birmanie sont graduellement
int6gr6es dans les activit6s des services de sante de base,
le projet lui-meme ayant ete 6tendu a la prevention et au
traitement d'autres causes de cecit6 6vitable ou curable,
notamment le glaucome et les traumatismes oculaires.
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