
in Bangladesh. Similarly, some country plans were drafted to / 
step up measles control activities in the future. i 

Bangladesh is planning to combine the planned NT 
campaign with a measles campaign for children aged 9 to 
35 months. In Myanmar, a campaign was organized in 1997 
in Yangon and Mandalay. Maldives completed a campaign 
in 1997, covering all children aged 5 to 14  years. In Sri Lanko, 
measles and neonatal tetanus surveillance is being linked to 
active AFP surveillance (i.e. surveillance based on hospital 
visits). In Bangladesh, case-based data are collected for 
outbreaks, and there are plans to further improve surveillance. 
Laboratory-confirmation of cases will also become more 
important as the number of cases decreases and surveillance 
improves. Sri Lanka and Indonesia are planning to strengthen 
such laboratory support. 

Control of Other Communicable 
Diseases 

In order to improve the vaccine quality/potency, a Regional 
network of National Control Laboratories was established in 
India, lndonesia and Thailand; similarly, National Control 
Authorities from ten Member countries of the Region that are/are 
not producing vaccines have improved their six basic functions. 
These are: Licencing, Post Marketing Surveillance, Lot Release, . Lab Testing, GMP compliance, and Clinical Evaluation. This 
has been done over the last two years in collaboration with 
WHO/HQ and with private/government vaccine producers in 
the context of WHO-Global Vaccine Training Network (GWN). 
Eighteen officials from the Notional Control Authorities/ 
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Laboratories have been trained in the Global Training Network 
in the six control functions to be better able to ensure that 
all vaccines are of good qualify. 

lndia has started to produce recombinant-HBV since 1997 
on a small scale in collaboration with the Oman government. 
SEAR0 has agreed in principle to support a project proposal 
from Thailand for the development of recombinant dengue 
vaccine, covering certain components of the first phase of the 
development of dengue vaccine. 

A survey was conducted in Indonesia in 1997, to review 
the iniection procedures of EPI vaccines in the field. It revealed 
an urgent need for re-training and pro-active action to bring 
injection safety to an acceptable level. A survey in Myanmar 
is being conducted. 

Local production of auto-destruct syringes was investigated, 
and several meetings were held to encourage technology 
transfer to lndia for this purpose. 

Regarding cold chains, a total review of all cold chains 
in the Region is being carried out with WHO support. The 
storage system in the field/EPI programme, is also being 
reviewed by the Regional Office. 

Operational research has been encouraged in Member 
Countries in collaboration with some Universities, WHO 
collaboroting centres, and centres of expertise. Exchange of 
EPI research information has also been initiated through the 
monthly SEAR/EPI Research Information Bulletin. 

Programmes for Control of Diarrhoea1 Diseases (CDD) and 
Acute Respiratory Infections (ARI) have been implemented in 
all SEAR countries since 1982. In 1996-1997, most countries 
have tried to combine both training to bring about a better 
approach in clinical management of sick children. 

The findings of the CDD Health Facility Survey (HFS) in 
Bangladesh during October and November 1997 shows a 
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very significant improvement of the quality of case management 
among health workers as compared to 1990. The findings 
also show that of trained staff in most of the 
key tasks was better than untrained staff. 

ARI Strengthening Programme has been implemented in i 
five districts in Nepal since 1995. Female Community Health 
Workers (FCHW) were trained to assess and manage children / 
under-five years with acute respiratory infections (ARI) in the i 

i 
community. The results of programme assessment proved that 1 
regardless of the level of qualification, with good quality 
training and regular follow up, health workers will always 1 
maintain good quality health care. 3 

Among the five target countries (namely, Bangladesh, Bhutan, 
India, Indonesia and Nepal) with high under-five mortality, 
Indonesia and Nepal have made adequate progress to establish 
mechanisms for programme planning, implementation and 
evaluation within the Ministry of Health. lndia and Bangladesh 
included the lMCl approach within the planning missions with 
the World Bank. To build the regional capacity, the first 
Inter-country Training Course for Consultants on lMCl was 
conducted in Kathmandu, Nepal, in August 1997. Giving 
imporiance to follow up after training, two workshops and 
activities were also undertaken in both countries, in July 1997 
and March 1998. The training materials were also translated 
and used in the district-level courses. 

Bangladesh started Orientation on Promotion of lMCl 
Strategy in March 1998. It is expected that after the process 
of adaptation of training package, the country will be able 

* .  to start training by the end of 1998. Bhutan and lndia have 
also planned to start lMCl in the country later in the same 
year. 

In collaboration with CARE India, and Government of lndia, 1 
SEAR0 is the first Region to develop an lMCl training package 
for Basic Health Workers (BHW). Similar is emerging 
in Nepal with HMG, JSI andUNICEF. An Inter-country Workshop 
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on Promotion of lMCl Training for Basic Health Workers was 
also held in Chandigarh, India, in April 1998. Plans have been 
prepared for mounting similar effotfs in Indonesia and Nepal. 

Member States continued to maintain high routine DPT3 
immunization coverage (more than 80%). A high increase of 
pertussis cases was reported in Sri Lanka in 1997 (i.e. 401 
from 33 cases in 1996) which prompted the countly to review 
programme management and case investigation in the field. 
N o  outbreaks of pertussis and diphtheria from other countries 
in the Region were reported in 1997. 

WHO provided technical information to endemic countries in 
the Region and helped them in the laboratory diagnosis of 
cases and in the procurement of JE vaccine. 

Regional and country BCG immunization coverage against 
tuberculosis among children has been relatively high, namely 
94%. 

A better and more effective vaccine against TB is urgently 
needed, especially in view of the increased incidence of TB 
in adult cases, particularly those with AIDS. The currently 
available BCG vaccine only protects children against 
complications of TB. 

Countries in the Region have a high prevalence of viral 
hepatitis. Every year approximately 14-1 6 million people are 
infected with HBV. It is estimated that there are about 80 
million HBV carriers, representing about 6 per cent of the total 
population of the Region. 

Liver cancer is common in the Region and appears to be 
closely associated with the HBV carrier rate. Transmission from 
mother to infant is common. Transmission by blood transfusion 
and through other medical contacts has been observed. A 
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number of countries in the Region hove developed mechanisms 
for mandatory screening of blood and blood products. 

Although five of the ten countries have included hepatitis B 
in their immunization schedule, routine reporting of 
immunization coverage is still a problem. 

HBV was included in the EPI schedule in Thailand, Indonesia, 
Maldives, and Bhutan; however, the average immunization 
coverage of HBV3 was less than 80%. Pilot proiects have been 
initiated in New Delhi and Yangon. HBVwithin EPI in Bangladesh 
and DPR Korea is being proposed to possible partner agencies, 
such as the World Bank, European Community, etc. 

At present, the high cost of the vaccine is still one of the 
major problems which prevents full introduction of Hepatitis B 
in some countries. 

Plasma-derived Hepatitis B vaccine is produced by DPR 
Korea and lndonesia and large-scale production is scheduled 
to begin in Myanmar. lndia is producing recombinant vaccine 
in a small scale. After the successful production of plasma 
derived vaccine, lndonesia is embarking on the technology 
for producing the recombinant vaccine also. India, Indonesia, 
Thailand, Myanmar and DPR Korea are producing diagnostic 
kits. 

Data about Hepatitis A, C, Delta are harder to obtain. Hepatitiis 
A vaccine is commercially available, but is not part of WHO'S 
recommended childhood immunization schedule. A vaccine 
against Hepatitis C is not yet available. Some countries are 
taking steps to improve data collection, and to prevent infection. 
For example, mandatory screening of blood and blood products 
for Hepatitis B is now being carried out in all countries of 
the Region except Bangladesh. Compulso~ screening of blood 
and blood products for Hepatitis C has been established in 
Thailand and introduced in some maior hospitals in lndia, 
lndonesia and Sri Lanka. WHO supported countries' efforts to 
investigate hepatitis outbreaks and technical backstopping and 

-. ~ ~ 

Hlghllghts of the Work of WHO In SEA 59 



Rubella 

Tuberculosis 

1 d~agnostic reagents for hepatitis A and hepatitis B were 
prov~ded. 

For many years, Thailand and Sri Lanka have used rubella 
vaccine in the form of Measles-Mumps-Rubella vaccine. Some 
other countries in the Region tried to do the same, but 
discontinued due to limited epidemiological background data 
and the high cost. 

Approximately 42% of the global incidence of tuberculosis 
occurs in the Region, primarily in Bangladesh, India, Indonesia, 
Myanmar and Thailand. As tuberculosis is one of the 
opportunistic infections associated with HIV, the TB-HIV 
co-infection in the Region is reportedly increasing. Surveys 
show a substantial increase in HIV prevalence among TB 
patients. Between 60% and 80 % of AIDS patients in Thailand, 
India, Nepal and Myanmar have TB. 

The Regional Office continued to assist Member Countries 
in the implementation of WHO'S - Directly Observed Treatment, 
Short-course (DOTS) strategy. All countries in the Region ore 
implementing the strategy in at least demonstration areas. 
Some countries, notably Bangladesh, India, Indonesia, 
Maldives, Myanmar and Thailand, hove even expanded their 
coverage. However, in 1997, the programme coverage was 
still low, i.e about 10% of the population. 

By 1998, DOTS coverage in the Region is expected to 
increase to 20% of the population, and by the year 2000, all 
countries except India and Indonesia may achieve countrywide 
DOTS coverage. 

In supporting Member Countries, WHOcontinued to provide 
technical support and also in mobilizing external resources 
from other donors, such os the World Bonk (Bangladesh and 
India), Danida (Bhutan, India), British ODA now DFlD (India), 
AusAlD (Indonesia), UNDP (Myanmar), and Japanese- 
Nonvegia-British (Nepal). 

~ 
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An Intercountv Consultation on Intensified Action for TB 
control in the South-East Asia Region was organized in January 
1998 to review and develop plans for intensification of the TB 
control programme. An information kit and a set of 
transparencies was prepared by the Regional Office for 
advocacy. Operational research on tuberculosis was discussed 
in the joint meeting of ACHR and MRC in Colombo in April 
1998. 

The public health importance of emerging and re-emerging 
infectious diseases has been brought to the attention of policy 
makers and health authorities in the Region. WHO assistance 

. included a review of the Member Countries' epidemiological 
and laboratory capabilities and capacities with respect to the 
prevention and control of communicable diseases with epidemic 
potential. Epidemic preparedness and rapid response in the 
case of disease outbreaks was also covered. 

Operational support included facilitating exchange of 
experience among countries through use of WHO fellowships, 
collaborating centres, assistance in the procurement of supplies 
and equipment, recruitment of short-term consultants, and by 
facilitating exchange of reagents for quality assurance. 

A Consultation on Case Definitions for the Surveillance of 
Communicable Potential was held in Colombo, Sri Lanka, in 
May 1997. Case Definitions of ten important communicable 
diseases in the Region were developed through a consultation 
and plans finalized for field-testing in two countries in 1998. - This will help in improving the reliability of surveillance data. 

To improve national capacity in epidemiological and 
, disease surveillance, 12 medical officers and senior public 

health officers from India, Myanmar, Nepal and Sri Lanka 
were trained on Field Epidemiology Training Programme (FETP) 
during the last quarter of 1997 at NICD, New Delhi. In addition, 
14  staff medical officers and public health staff from all the 
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Member Countries were also trained on outbreak investigation 
at the WHO Collaborating Centre, NAMRU-2, Jakarta, in 
November 1997. 

After orientation training of staff from lndia, Sri Lanka and 
Thailand in 1997, the field test on the International Health 
Regulations (IHR) started in December 1997 and would continue 
till the end of October 1998. The findings of the field test 
would be collected, anolysed by HQ and reported to the 
World Health Assembly in May 1999. 

Although cholera is endemic in many countries of the Region, 
in 1997 only four countries, namely, lndia, Indonesia, Nepal , 
and Sri Lanko, notified cholera to the Regional Office, indicating 
a total number of 5,873 cases and 81 deaths. As compared 
to 1996, the number of reported cases increased by 32% and 
case fatality went up by 87% (from 0.75% in 1996 to 1.3% in 
1997). All isolations were found to be Vibrio Cholera 01, 
serotype Ogawa or lnaba. No 01 39 sero group was isolated. 

All Member Countries have been encouraged to apply the 
current IHR (1969) by notifying cholera or suspected cholera 
cases to WHO and not to impose inappropriate measures 
(e.g., trade and travel restrictions) against the affected countries. 
The Regional Office supported Thailand in managing a 
suspected outbreak of cholera in March 1998. It encouraged 
the institution of public health measures and efforts to reduce 
case-fatality rates in cases of severe diarrhoea. 

The WHO South-East Asia and Western Pacific Bi-regional - 
meeting on prevention and control of selected parasitic diseases 
was held in April 1998 in Manila. This meeting reviewed the 
epidemiological situation and identified operational priority 
actions for regional collaboration to strengthen intestinal 

"parasitic diseases (IPD) prevention and controcfor 1998-2000. 
WHO also technically supported IPD control activities in 
Bangladesh and lndia. 

- 
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Queen Sirikit National Institute of Child Health, Bangkok, 
Thailand, has been designated as a WHO Collaborating Centre 
for case management of dengue1DHF. ThisWHO Collaborating 
Centre provided training in case management of dengue/DHF, 
with WHO financial and technical support, to 30 physicians 
from endemic countries of the Region in July 1997. It also 
provided long-term training on prevention, control, laboratory 
diagnosis and case management of dengue/DHF to 
representatives from India, Myanmar and Sri lanka in late 
1997 and during 1998. 

The WHO/SEAR and WPR Bi-regional Meeting on 
Prevention and Control of Dengue/DHF was held in Manila 
in July 1997. This meeting reviewed the epidemiological 
situation of dengue/DHF preventive and control measures, 
case management and made practical recommendations for 
their intensification. Regional guidelines for the prevention and 
control of dengue/DHF were developed and finalized in 
November 1997 at the Peer Review Meeting, held in Yangon, 
Myanmar. In 1998, WHO initiated the preparation of 
audio-visual training material on case management of 
dengue/DHF for ~ h ~ s i c i a n s ,  together with the WHO 
Collaborating Centre in Bangkok, and establishment of "dengue 
training wards" in endemic countries. Necessary equipment 
and supplies for training and curative activities for dengue 
wards were provided. 

WHO provided up-to-date information to Member Countries 
regarding prevention and control of meningococcal meningitis. 
Early detection and treatment of patients with meningitis has 
been prioritized in the countries of the Region. Special attention - has been given to mass vaccination campaigns and active 
surveillance of pilgrims going to Mecca. 

During 1997, WHO supported research on predictive 
surveillance of plague in Indonesia, Myanmar and Thailand. 
The results of these studies demonstrated that dog 
sero-surveillance is more cost-effective and sensitive for 
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predictive surveillance of plague than sero-surveillance of 
rodents. Some reagents and equipment were provided to lndia 
and Indonesia for the production of plague diagnosfic reagenfs. 
WHO supported the participation of representatives from lndia, 
Indonesia and Myanmar in a Workshop on Plague Laboratory 
Diagnosis, held in CDC Atlanta, USA, in March 1998. 

Technical information and diagnostic reagents for 
hantaviruses, leptospirosis and brucellosis was provided, on 
request, to countries of the Region. 

During 1997-1993, the STD/AIDS epidemic has continued to 
spread. As of 30 June 1998, 92 352 AlDS cases have been 
reported from the Region (seeToble 1). 85%of the cases occurred 
in the most productive age group: 25-40 years. Cases among 
women ore also increasing. Studies show that the HIVepidemic 
has now storied spreading into the general population as well. 

Table 1. HIV and AIDS coses in S E M  countries (Ar of June 1998) 
~ ~p~~ ~ I && Last Estimated HIV Rota per 

Country 
~ ~-~ ~ ~ 

.20 000 

- ~ ~ ~ - 

Bangladesh 10 Mar 97 < I 6  
Bhutan 0 Mor 98 12 
DPR Korea 

lndio 6 252 Mar 98 314 
Indonesia 156 Mar 98 25 000 12 
Moldlver I 5 Mor 98 

Sn Lonko Mor 98 6 000 
Thailand 83 357 Mur 90 

- -  ~ -- -~ ~ ~~ 

Total 92 352 -4 400 000 
-~ p~ 

- -- ~p~ ~p~ 
~~~ 

'1996 population ertimoter for all countries except Bhutan ore bored on UN population 
figurer for mtd-1994, with annual growih roter opplied or appropriote 

Continued assistance was provided to the Member Countries 
in the prevention and control of STD and AIDS. As a result of 
advocacy efforts made by WHO, the political commitment to 
combat AlDS remained uniformly high in all countries of the 
Region. 

~ ~ ~~ ~ ~ ~~~~ ~ . 
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The Regional Office developed, printed and distributed 
technical/informotion materials, including: AIDS in South-East 
Asia: No Time for Complacency; Guide for Preventing HIV, 
HBV and other infections in the Health Care Setting; HIV/AIDS 
in South-East Asia: A Pictorial Summary; Management of STD 
at District and PHC levels; a booklet, AIDS: the Challenge, 
and Training Modules for STDSyndromic Management including 
the facilitator guides. The Regional Office publishes a quarterly 
newsletter AIDSWATCH, which is also available on internet. 

The 100%condom use programme in Thailand has received 
worldwide attention and can be considered as one of the 
most widely written and talked about programmes. The 

.: effectiveness of the programme can be assessed by the 
declining HIV incidence. Although reported AlDS and HIV 
sero-prevalence continue to increase in selected population 
groups, the rate of increase is beginning to level off due to 
the prevention and control efforts undertaken. 

The Sonagachi project in Calcutta, India, is a successful 
model for peer education programmes among sex workers. 
As a result, STDs among sex workers are declining and HIV 
prevalence continues to remain low. The intervention among 
injecting drug users (IDUS), including the needle exchange 

- programme, is being implemented in Nepal and Myanmar 
and shows that a behavioural change is occurring in this 
population group. 

In improving AlDS care in Member Countries, including 
clinical management, counselling and home care for people 
with AIDS, WHO worked closely with its Collaborating Centre 
on AlDS Care in Thailand. - 

To prevent S T k ,  a cause of grave concern in the Region, 
all countries have now adopted the STDSyndromic Management 
approach. A Training of Trainers Workshop was conducted 
in Yogyakarto, Indonesia, in April 1998. The participants were 
national trainers who are expected to conduct national STD 
Syndromic Management for medical officers and other health 
workers at hospitals, STD clinics and rural health centres. 

- 
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Malaria continues to be one of the main public health 
hampering health and socioeconomic development in most 
countries in the Region. The border areas between Thailand, 
Myanmar, Lao People's Democratic Republic and China are 
recognized as the new epicentre for muhidrug resistant malaria. 
Malaria outbreaks with reduced magnitude were reported in 
India, lndonesia,Myanmarand Sri Lanka during the period under 
review. 

A regional collaborative programme to control malaria at 
international borders has been in operation between 
Bangladesh, Bhutan, India and Nepal since 1995. The affected 
border districts organized regular meetings to develop joint 
action plans. Guidelines and information exchange for control 
activities have also been developed, especially on the 
management of malaria outbreaks. 

Widespread resistance to chloroquine and sulfonamide/ 
pyrimethamine combination has been observed in Myanmar 
and Thailand, while resistance to quinine and mefloquine is 
restricted to the border areas between Thailand and Myanmar 
and Cambodia. The workshop in Anuradhapura, Sri lanka, 
in January 1997 adopted a standard protocol for monitoring 
the therapeutic efficacy of antimalarial treatment. Each country 
is currently monitoring treatment failures as per the protocol 
adopted. Compilation of the reports is under process. 

Following the Workshop on Management of Severe and 
Complicated Malaria in Myanmar, a training module was 
made available to Member Countries. 

An Intercountry Consultative Meeting for National Malaria 
Control Programme Managers, held in Chiang Mai, Thailand, 
in October 1997 reaffirmed the regional goal of 25 per cent 
reduction of mortality from malaria among high-risk groups 
by the year 2000 as compared to 1995. The meeting indicated 
the need for substantial structural and functional improvement 
in the execution of malaria control activities. It agreed that 
border malaria and multi-drug resistance is a common problem 
which needs to be addressed iointly and should be reflected 
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in the plan of action of Member Countries. Malaria control 
programmes and PoAs in Maldives, Nepal and Sri Lanka for 
1998-99 were reviewed by a consultant. 

Lymphatic filariasis is widely d~stributed in the countries of the 
Region and constitutes a significant public health problem. 
The control strategies are currently based on vector control; 
case finding and treatment of microfilaria carriers have limited 
effectiveness. A data base on filariasis has been established 
to strengthen the regional collaborative programme to control 
filariasis. An lntercounty Workshop on Control of Lymphatic 
Filariasis was conducted in Pondichery, India, in November 
1997. The Workshop recommended that by the year 2000 all 
filariasis-endemic countries in the Region should have 
established notional control progrornmes aimed at reduction 
of morbidity and prevalence and/or elimination of infection. 

Approximately 110 million people are at risk of kala-azar in 
rural areas bordering Bangladesh, lndia and Nepal. 
Collaborative activities between the three countries have been 
supported by the Regional Office since 1995. An Intercounty 
Border Meeting on Malaria and Kala-azor between Bangladesh, 
Bhutan, lndia and Nepal was conducted in November 1997 
in Bangladesh to resolve the effective control of malaria and 
kala-azar in the border areas which requires synchronized 
application of control measures. Training on case management 
of kala-azar for medical officers from Bangladesh, lndia and 
Nepal was conducted in Patna, India, in 1997. Regional 
guidelines for prevention and control of kala-azar are under - preparation. 

Selective transmission control of malaria has been emphasized 
and practised resulting in a reduction in the use of DDT in 
Member Countries of the Region by approximately 50% in 
1996 as compared to 1991. lndia and Thailand are phasing 
out DDT for indoor residual spraying while many countries 
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have introduced pyrethroids for the control of vectors. Efforts 
have been made to urge countries to revive and strengthen 
their insecticide policy for public health use for the guidance 
of decision makers. Countries are also encouraged to use 
WHO specifications for insecticide use in public health and to 
establish and further strengthen quality control of insecticides 
and dispensing equipment. 

An lntercountry Workshop on Identification and 
Confirmation of Sibling Species of Malaria Vectors was 
conducted in lndia in September 1997 to provide 'hands on' 
training and transfer research technology for planning of vector 
control programmes. A common protocol was developed 
aimed at improving the control strategy. 

Following an lntercounfry Workshop on lnsecficide 
Resistance of Mosquito Vectors in Salatiga, Indonesia in July 
1997, the monitoring system for vector resistance to insecticides 
was further strengthened at country and regional levels. A 
data base on consumption of insecticides in public health 
and in agriculture has been established. 

A regional training programme was initiated to develop a 
course curriculum for regional training on comprehensive 
vector control to further strengthen the capacity for generation 
of the required information for planning and implementing 
vector control activities. 

The TDRProgramme continued to support activities and research 
in the Region which focused on malaria (Bangladesh, lndia, 
Myanmar, Nepal, Sri Lanka, Thailand); lymphatic filariasis 
(India, Myanmar); leprosy (India), and visceral leishmaniasis 
(Bangladesh, lndia). 

With regard to malaria, priority was given to drug resistance 
studies (Myanmar, Thailand); malaria vaccine development 
(India, Thailand); vector control strategies (Myanmar, Sri Lanka); 
and monitoring of drug efficacy (Indonesia, Myanmar, Sri 
Lanka). Studies on lymphatic filariasis focused on the impact 
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of mass chemotherapy with DEC or ivermectin (India); vector 
control economics (India), and assessment of filariosis 
endemicity (Myanmar). Studies on visceral leishmaniasis focused 
on development of a monkey model (India); vector control 
with impregnated bednets (Bangladesh), and a clinical study 
with aminosidine (India). 

Joint ventures for screening and developing new drugs 
against tropical diseases using molecular biology in the area 
of strategic research continued with TDR support. 

WHO continued its support to efforts in developing basic eye 

- , and ear care services at the PHC level, strengthening outreach 
interventions and improving technical capabilities for referral 
services. Support was also provided for reviewing the impact 
of the national programmes, and strengthening coordination 
of NGO activities in the countries. 

With WHO'S support, local training workshops were 
organized in Bangladesh on essential eye care for thana-level 
doctors, paramedical staff and nurses, and school teachers 
on early detection and prevention of deafness among children. 
Similarly, training courses were conducted for field-level health 
staff on primary eye and ear core in Myanmar. 

In India, WHO support was utilized for training managers 
of district blindness programmes in strengthening the 
information system and organizing workshops on involvement 
of NGOs in the national blindness prevention programme. 
The production of health education materials on school eye - care and for mega eye camp activities was also supported. 

WHO provided technical support to Nepal in reviewing the 
blindness prevention activities being carried out by the public 
sector as well as international and local NGOs. Support was 
also provided for conducting training courses for health post 
staff in eye and ear care, orientation of staff nurses in ENT 
surgery at zonal and regional hospitals, and outreach mobile 
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camps in remote rural areas. School teachers were also trained 
in eye care education. 

With WHOs assistance, Sri Lanka conducted a consultation 
on  the development of o training programme for PHC personnel. 
This was followed by training courses on primary eye care at 
PHC level in selected districts. 

In view of the scarcity of reliable data on deafness, the 
Regional Office organized a meeting of principal investigators 
of a multicentre study on the magnitude and etiology of 
deafness and hearing impairments during September 1997 in 
Colombo, Sri Lanka. As a follow up, country surveys were 
initiated in three countries with financial and technical support 
from the Regional Office. 

Control of Noncommunicable 
Diseases 

Noncommunicable diseases (NCD) have emerged as a leading 
cause of mortality and morbidity in many countries of the 
Region. WHO continued to promote an integrated approach, 
which addresses common risk factors across major 
noncommunicable diseases, such as cardiovascular diseases, 
cancer and diabetes. Some countries, such as Indonesia, India 
and Myanmar, have initiated integrated NCD control protects 
in selected localities. 

Efforts were made in the countries to increase public 
awareness in the prevention of NCDs and strengthening 
management capabilities of health personnel at the PHC level 
in the control of diseases. These include development of 
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