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1. SMALLPDX ERADICATION: Item 2.5 of the Agenda (Resolution WHA24.45, para. 3; 

Official Records No. 199, paras. 56-62 and Appendix 12; Document A25/9) (continued) 

The CHAIRMAN invited the Committee to resume its discussion of item 2.5 of the agenda. 

Dr ZAMFIRESCU (Romania) noted with satisfaction that the smallpox eradication programme 
which had been in operation for six years, had given satisfactory results everywhere: not 

only had the global incidence declined but notification of cases had been increasingly 

complete and reliable. 

As regards the strategy to be adopted to give the campaign maximum efficiency, his 

delegation agreed in principle with the conclusions of the WHO Expert Committee on Smallpox 

which had met in 1971. It considered that for operational reasons the present strategy 

should be modified by concentrating resources in the first instance on those foci that were 

particularly active, so as to reduce to a minimum the danger which existed particularly for 

countries bordering on areas of high endemicity. Joint efforts to confine and eradicate 

the smallpox foci still existing in certain territories were of great importance for the 

community of nations as a whole, since the epidemic potential of the disease was increased by 

modern transport conditions and the large number of people travelling. While the incidence 

of smallpox continued to decline, the chances of its being imported were increasing. 

The best way to deal with this persistent threat to all smallpox -free countries was 

to introduce effective epidemiological surveillance, based on continuous vigilance. The 

Romanian health authorities were concentrating their efforts on increasing their technical 

capacity so as to provide a sensitive epidemiological surveillance network, based mainly 

on rapid virological laboratory diagnosis. Diagnosis units had been set up in five university 

centres in Romania; the tests were checked by the central laboratory in Bucharest. He 

wished to thank his colleagues in the Virological Products Institute, Moscow, who had assisted 

in standardizing the reagent used in the immunological diagnosis of smallpox.' 

To improve clinical knowledge of the disease, a number of slides had been prepared 

from photographs made available by WHO some years earlier and others published in 1966 by 

the Swedish authorities on post -vaccinal complications; the slides had been sent to the 

various medical centres in Romania, together with an explanatory text. 

Romania's recent experience had unquestionably shown the value of modern prophylaxis 

measures since no case of smallpox had been recorded there. The continuing contact between 

Romanian and Yugoslav health authorities had enabled them to take joint action for epidemio- 

logical surveillance along their common frontier. It was essential that other countries 

should be promptly informed of epidemiological measures to be taken by health administrations 

and of any action by WHO. 

His delegation would like to see a change in the International Health Regulations 

relating to smallpox vaccination, in particular with respect to the issue of the required 

certificate: the latter should be signed only after the result of the vaccination had been 

observed: and in certain epidemiological circumstances the revaccination of non- reactors 

should be required, as also the revaccination of high -risk groups. 

Research must be concentrated and the emphasis placed on finding simple and effective 

methods for laboratory diagnosis of smallpox and differential diagnosis of clinically 

similar microbial infections. Laboratory diagnosis was the key to the success of any 

surveillance measure, particularly when an epidemic occurred in proximity to a smallpox -free 

country. 

While the Expert Committee on Smallpox had recommended research to elucidate the 

mechanisms of immunity in pox virus infections, there was no mention of continuing research 

on methods of antiviral treatment using suitable inhibiting substances, the selection and 

screening of which could be carried out by virological laboratories and specialized clinics 



A25 /A /SR /9 
page 3 

with WHO support. Study was also required of ways of evaluating the potential danger of, 

and ensuring effective protection against postvaccinal complications. 

In conclusion, he would stress once again that the success of WHO's work in the 

eradication of smallpox was very encouraging. 

Dr MARTfNEZ (Cuba) said that Cuba had been free of smallpox since the beginning of the 

century, and the measures it took were in conformity with the recommendations of the Expert 

Committee on Smallpox. Cuba carried out vaccinations year after year, using locally produced 

vaccines, and the immunity level of the population was therefore gradually rising. Hitherto 

particular attention had been paid to immunization of port and airport personnel and to those 

areas where the population came into contact with foreigners; the emphasis was now on the 

population of large cities. Clinical knowledge of the disease was confined to a small 

number of specialists who had worked in Asia and Africa. Medical personnel were therefore 

being trained in virological diagnosis in order to extend epidemiological surveillance 

even further. 

Cuba had received experts and supplies from WHO for the production of freeze -dried 

vaccine, and the process was now in the final experimental stage. It was hoped in the 

second half of 1972 to go into regular production. 

Dr BAHRAWI (Indonesia) said that in the past it had been thought that smallpox eradication 
could only be achieved by a routine vaccination programme covering at least 90% of the 

population; as a result of such coverage, Indonesia had been free from smallpox between 1937 

and 1947. With changing conditions, however, smallpox had again become endemic and, until 

1968, 85% of the population had been living in endemic areas. During that period it had 

been proved impossible to control the disease by a programme of routine vaccination alone. 

Because of the population explosion, the rapid means of communication, and the changing 
economy, Indonesia's population had become more mobile; the cities and towns had grown 

greatly, and people were now unwilling to accept any measure which they felt would interfere 

unduly with their economic activities and of whose utility they were not convinced. For 

those reasons, Indonesia now laid great emphasis on surveillance containment measures, 
although it still maintained the usual routine vaccination programme. Where surveillance 
was concerned, it did not rely only on reporting but also on active case -finding. Equally, 

it did not rely unduly on isolation of cases in hospitals and barracks, since this made 

people reluctant to report cases to the health authorities. Instead, containment measures 
were introduced as quickly as possible. Since the fullest cooperation of local leaders 

was needed, health education played an important role. 

From the outbreak in December 1971 /January 1972, Indonesia had learnt the following 

lessons: (1) that in the conditions prevailing in Indonesia, smallpox cases would not 
present themselves spontaneously to the health authorities; (2) that the authorities would 

become aware of the existence of smallpox only when it had become comparatively widespread. 
Case -finding was therefore necessary. No case of smallpox had however been reported in 
Indonesia in the past three months. Local leaders, schoolteachers and schoolchildren, 
and all basic health workers took part in case -finding operations and, to help them, 

pictures of smallpox had been widely distributed. The Government gave a cash reward or 
a transistor to those who reported a case that was confirmed by the laboratory. The 
provincial epidemiologist also investigated any case of chickenpox reported to the health 
authorities or observed at dispensaries or clinics. 

He expressed gratitude to WHO for the assistance it had provided for the smallpox 
eradication programme in Indonesia. The surveillance containment method had contributed 
greatly to the development of epidemiological surveillance expertise. There was now an 
epidemiological surveillance unit, which could also be used for the control of other 

diseases, in every province in Indonesia. 
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Dr FUNKE (Federal Republic of Germany) said that, while the number of cases given in 
the Director -General's report was larger than previously, that might be because data were 
more reliable. The Federal Republic agreed with the Director -General that the eradication 
of smallpox was far from being achieved and hoped that the increase in the number of cases 
recorded would stimulate efforts. 

As a country that had been directly concerned with the handling of imported cases of 
smallpox, the Federal Republic had been aware of and regretted once more the lack of prompt 
and complete information. It was unsatisfactory to learn the latest news about an outbreak 
from the newspapers, which often exaggerated the facts. She urged WHO to continue its 
efforts to persuade Member States to ensure quick and complete reporting and not to inform 
the Press until Member States had been informed. 

Since the epidemiological radiotelegraphic bulletin had now been discontinued, some 

thought should be given to other ways of getting information quickly to Member States in certain 

circumstances, She considered that the regional offices could play an important role in that 
matter. 

As regards the new term "infected area ", it was not yet sufficiently well known to 
achieve its purpose. The change of term from "infected local area" to "infected area" had 
been intended to identify the area with epidemiological rather than administrative boundaries. 
Experience in Europe however showed that the tendency was to declare infected smaller areas 
than previously. She felt that that was contrary to the intentions of the Expert Committee 

and had, inter alia, led to the unfortunate sentence to be found in the vaccination require- 
ments booklet ". , , and from all countries any parts of which are infected ", The widespread 
use of that sentence, in spite of the fact that its conformity with the regulations was 

doubtful, seemed to indicate the need for reconsideration of the subject. 

Dr BAIDYA (Nepal) said that smallpox was still a significant problem in Nepal. There 

appeared to have been a significant rise in the number of cases reported, but that was due 

to better surveillance and compulsory reporting. 

In 1972 Nepal was expanding the vaccination programme in all its 75 districts, so that 

in the near future the whole population would be vaccinated at least once. 

As in the case of malaria operations, meetings between officials of neighbouring countries 
should be held periodically, to discuss problems and trace the source of outbreaks, since this 
certainly accelerates the eradication of the disease. 

Dr GOMAA (Egypt) referred to the occurrence in 1972 of smallpox in 10 of the countries 
considered as smallpox -free, among them two European countries. These were the first cases 

of smallpox imported into Europe in two years. That was a serious development from the 

epidemiological standpoint, but the Director -General's report did not indicate the source of 

the outbreak or how the disease had spread. 

The report contained an excellent list of recommendations made by the Expert Committee in 

1971. At the top of the list came the need for strengthening of reporting cases everywhere. 

That was rational and justifiable, but it was not feasible unless a network of basic health 

services already existed in a country, particularly in the rural areas. The basic health 

services in fact constituted the frontier defence line against the importation or spread of 
communicable diseases. In developing countries there was usually a marked scarcity of 
health facilities for the discovering aid reporting of foci. Moreover, when vaccination 

campaigns were launched, people were often frustrated because of difficulties of access to 

the services carrying out vaccination. 

Egypt in 1962 had started to establish a network of rural health units and centres. 
Today every 5000 inhabitants were cared for by a health unit providing both preventive and 

curative services. 
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His last comment related to recommendation 5 of the Expert Committee (document A25/9, 

page 3), which referred to countries at low risk. In his view, it was preferable to be on 

the safe side and not to consider any country as at low risk. Smallpox did not respect the 

boundaries of States, and the utmost vigilance should be exercised at international, regional 

and national level. Great emphasis should be laid by WHO on routine vaccination, especially 

of the newborn. For several decades Egypt had been smallpox -free, thanks to routine 

compulsory vaccination the strict observance of the international quarantine rules and 

regulations. 

Dr SUMPAICO (Philippines) was gratified to note the progress achieved through the efforts 

of WHO, although the attainment of final eradication required the vigilance and cooperation, 

and also the effective action, of all Member States. What was necessary was a complete 

programme of surveillance, recognition or diagnosis, adequate reporting, strict quarantine, 

and immunization of a sufficiently large percentage of the population. 

The Philippines had been fortunate in having no cases of smallpox for many years, so 

that young medical students had probably never seen a clinical case of smallpox during their 

hospital training. That freedom was probably due to the fact that the Philippine health 

authorities considered smallpox vaccination as one of its priority immunization programmes. 

The campaign had been continuous in recent decades, locally produced vaccines being used, 

until recently of the glycerinated liquid type; in spite of the disadvantages of that type 

of vaccine, the coverage had been large. Thanks to the assistance of WHO and UNICEF, 

Philippine laboratories were now able to produce lyophilized vaccine that met the requirements 

of WHO; and the Philippines had been able to donate supplies to other countries through the 

Regional Office. 

Mme VIOLAKI (Greece) said that there had been no case of smallpox in Greece since 1950. 

Vaccination was compulsory. In view of the outbreak of smallpox in Yugoslavia, an intensive 

immunization programme had been carried out and almost two million persons had been 

vaccinated. Five smallpox diagnosis laboratories had also been established; it had been 

decided to maintain an intensive surveillance programme; and every doubtful case of chicken - 

pox had been checked. 

The decline in the incidence of smallpox, and in the frequency of its introduction into 

non -endemic countries, raised the question whether the European countries should copy the 

example of the United States, Canada and the United Kingdom, or whether they should continue 

to make vaccination against smallpox compulsory and, if so, for how long. 

There was no doubt of the importance of the WHO reporting system when epidemics 

occurred. The delegate of Austria had raised a very important point at the third plenary 

meeting concerning ways of obtaining rapid information, in the case of an outbreak in a 

neighbouring country, from the responsible health services. 

Lastly, she drew attention to the need for training a certain number of medical personnel 

from non- endemic countries in clinical and laboratory diagnosis in countries where smallpox 

was still endemic. The most important step in controlling smallpox in non- endemic countries 

was the immediate diagnosis of the imported case. 

Dr ELOM (Cameroon) stressed the need for very close surveillance even in countries where 

smallpox seemed to have disappeared as an endemic disease. There was also a need for 

continuous research, particularly into the best methods of administering smallpox vaccine 

in association with other vaccines. That was particularly important in Cameroon, where 

financial resources and manpower were very often in short supply. 

He wished to thank WHO and the United States Agency for International Development for 

the assistance provided to Cameroon in its smallpox campaign; he hoped that they would 

continue to provide such assistance, so that the successes could be consolidated and further 

research undertaken on methods of administering polyvalent vaccines that included smallpox. 
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Dr SPAANDER (Netherlands) said that the reintroduction of smallpox into 10 countries 
during 1972 had made it very clear that the time had not yet come to feel safe; on the 

contrary, there was a need to strengthen the programme, since any case of smallpox that 

occurred in a non -endemic country was of international concern. He therefore wished to 

underline recommendations 2 and 5 of the Expert Committee (document A25/9, page 3). He 

considered that - except perhaps for a few countries - routine vaccination programmes should 

be continued throughout the world. Figure 4 (page 176) of the Weekly Epidemiological Record 

of 5 May 1972 showed very clearly that that advice was particularly important for countries 

on the ancient line of communication between Eastern Asia and Western Europe. The fact that 

three different regions of the Organization were along that line called for inter -regional 

programme coordination, combined with flexibility in the allocation of resources. 

Recognizing that the Organization urgently needed smallpox vaccine in order to intensify 

the programme in those difficult areas where the disease was still endemic or had been 

reintroduced, he was glad to announce that his Government would continue its contribution of 

freeze -dried vaccine, having specially in view the difficult situation in Bangladesh. 

Dr ALÉCAUT (Guinea) said that the Director -General's report was objective: it drew 
attention to developments on the world scale in respect of smallpox eradiaction, while warning 

against undue optimism and stressing the need for strengthening epidemiological surveillance 

and for constant vigilance. It was in fact true that smallpox had in most cases been success- 

fully contained but not eradicated. 

In his introductory statement, the Assistant Director -General had drawn attention to the 

main factors contributing to the success of the operation, namely, the quality of the vaccine 

used, the method of vaccination, and routine mass vaccination accompanied by well -organized 

epidemiological surveillance. 

In Guinea, there had been no setback following the attack phase of the eradication 

programme in 1968, and the last cases of smallpox had occurred in 1969. The consolidation 
phase of the operation was now being satisfactorily implemented. 

At the present time Guinea had a laboratory in its Institute of Applied Biology which was 

producing lyophilized smallpox vaccine. It had been established with the assistance of WHO 

and UNICEF and - according to the potency, sterility and stability tests carried out in 

international reference laboratories - was producing one of the best vaccines currently produced 

in the world. The entire range of manufacturing operations, from the production of the 

vaccinal lymph to the different tests on the dry vaccine, were carried out by national personnel. 

Annual production capacity was estimated at 10 million doses, presented in ampoules of 50 doses 
for percutaneous administration (conventional scarification or multiple puncture with bifurcated 
needle). As a result of research conducted in the Institute a vaccine that could be adminis- 
tered by pedojet had been produced, the dilutant being manufactured locally. Unfortunately, 

full advantage was not being taken of Guinea's vaccine production capacity. WHO's original 

intention had been that the laboratory in question should supply all the States of West Africa 
with smallpox vaccine; none of the African States however had ordered vaccine from the 

Institute, although WHO considered it to be of excellent quality. It was essential to 

strengthen cooperation between the States of West Africa, and to integrate their complementary 
potentialities. 

As part of the international assistance to the Bangladesh refugees, Guinea had placed at 

the disposal of the United Nations two million doses of lyophilized smallpox vaccine. 

Dr WICКREMASINGHE (Ceylon) said that the Director -General's report and the current status 
of the smallpox eradication programme as summarized in the Weekly Epidemiological Report of 
2 May 1972 gave cause for some anxiety. There had been an increase in the number of cases in 

1971 and 1972, after the dramatic reduction by nearly 75% of global incidence of the 

disease during the four -year period 1967 -1970. There had been an increase in the number of 

cases in six of the seven endemic areas; and smallpox had been notified during the first 

four months of 1972 by 18 countries as compared with only 16 for the whole of 1971. 
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During the past 10 years Ceylon had been free of smallpox except for three imported 
infections in 1965, 1967 and January 1972. The last case was that of a European tourist, with 
a valid vaccination certificate. Before arriving in Ceylon, she had travelled in two endemic 
areas for several weeks and had travelled extensively by bus in Ceylon before she developed 
signs of the disease. Within two or three weeks of the detection of the imported infection 
over one million persons had been vaccinated. The absence of secondary cases could be 
attributed to the prompt institution of containment measures and the maintenance of the routine 
vaccination of children of preschool age. 

Ceylon's experience underlined the importance of recommendation 5 of the Expert Committee. 
The progress of the global smallpox eradication programme in its early years was not very 
different from that of the malaria eradication programme, which had had phenomenal success in 

many parts of the world in its initial stages. Then setbacks had occurred. Although the 

two programmes were not strictly comparable, one should be cautious about optimism based on 
operational and technical feasibility. 

While emphasizing the importance of operative paragraphs 1 and 2 of resolution WHA24.45, 
Ceylon would support a resolution urging the Director -General to concentrate the efforts and 
research of the Organization on the interruption of transmission in endemic areas. 

Dr SAUTER (Switzerland) expressed his delegation's gratitude and appreciation to countries 

actively engaged in smallpox eradication programmes. While eradication was not complete, 

countries now free of the disease had to choose between the risks involved in vaccination and 

the risk of the introduction of smallpox in an insufficiently protected population. The 

statement made some months ago in the Weekly Epidemiological Record regarding the attitude of 

certain countries to the routine vaccination of young children was a useful piece of information, 

but had provoked a general attack on smallpox vaccination from certain quarters. The conclu- 

sion contained in that communication, that outbreaks could rapidly be contained in countries 

with well -organized health services, had been confirmed by recent events in Europe. However, 

those events had also demonstrated the extent of the measures required in such situations. In 

his delegation's opinion, the Director -General's report proved that the eradication of smallpox 

was feasible, but that a long and relentless effort would be required. His Government would 

continue to lend its full support to that effort. 

Dr ARNAUDOV (Bulgaria) said that his Government was convinced that the worldwide smallpox 

eradication programme would make it possible to eliminate the disease from countries where it 
was still endemic. But that would require intensified cooperation from all Member States; 

and to increase the efficiency of the programme, mass vaccination would have to be supplemented 

by other measures. 

A study should be made of the need for sufficient immunological defence by means of 

systematic revaccination of the populations of countries bordering on countries where the 

disease was endemic. The periodic occurrence of epidemics in certain non -endemic countries, 

despite the marked decrease in the number of cases in endemic countries and in the number of 

cases imported into Europe and North America, appeared to coincide with a drop in the immunity 

in the populations of those countries. Such epidemics were a danger to every country in the 

world. It was still too early to discontinue routine vaccination programmes, which were 

justified in all countries and particularly in those near to or having close contacts with 
endemic countries. In Bulgaria, smallpox vaccination was compulsory for all children under 

three years of age, and a certain number of revaccinations were also carried out. 

It would be useful for WHO to convene a conference to develop a single strategy for preven- 

ting the importation and spread of smallpox in countries from which it had been eradicated. 

Further studies on the rapid clinical and laboratory diagnosis of smallpox and on its treatment 

would also be useful. 

Some of the provisions of the International Health Regulations regarding smallpox, and 

also cholera, needed revision. The whole of any country in which there was an infected area 

should be considered as infected, since it was impossible to tell from a traveller's passport 

whether he had been in an infected area. Article 31, paragraph 1, should be amended by the 
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addition of a provision that health authorities should take all practicable measures to prevent 
the export of clothing belonging to an infected person. Chapter II of Part V, dealing with 
cholera, should be amended to state that cholera vaccination was obligatory for all persons 
leaving a country where the disease was present. There was also a need to draw up and 
periodically revise a list of contraindications to vaccination; and to remind countries that 
international certificates of vaccination had to be printed in English and in French, since 
there were still some countries that did not comply with that obligation. 

Dr DELMÁS (Paraguay) said that smallpox had not been endemic in Paraguay since 1961 as the 

result of a mass vaccination campaign covering 86.4% of the population, followed by a programme 
of consolidation and maintenance. Between 1964 and 1966, 44 imported cases had been notified, 
but there had been virtually no further spread of the disease and no imported cases had 
occurred during the last five years. The Ministry of Public Health had extended vaccination 
to the populations of remote areas. 

In 1971, the Ministry had cooperated with WHO in evaluating levels of protection and in 
determining whether or not smallpox was present in the country. The study, which had been 
carried out in urban areas within 50 kilometres of the capital and in some remote rural areas 
more exposed to the introduction of smallpox, consisted of three stages: preparation, 

execution and tabulation. The survey team had tried to obtain a representative sample of the 
school population: it had covered 336 schools and investigated 50 reports of suspected foci. 

It had been found that 43.3% of the children under five examined in four urban areas were 

protected against smallpox. In addition, 81.6% of children aged five to 14 were protected, 

and more than 86% of those over 14. The importance of the survey was in showing that it was 

not necessary to initiate another large -scale vaccination campaign, but that it was better to 

limit activities to children under five. His Government believed that such community surveys 

were extremely useful, and suitable for all developing countries that had already been free of 

smallpox for some years. 

Finally, he expressed his appreciation of the constant cooperation and advice received 

from WHO in support of his country's efforts to eradicate smallpox. 

Dr TABIBZADEH (Iran) said that smallpox had been eradicated in Iran many years ago, but 

imported cases in 1971 and 1972 had led to a number of contact cases. The second outbreak 

had been accompanied by an epidemic of chickenpox. All patients with a skin eruption had been 

isolated so that no smallpox cases could be missed, but only cases confirmed by laboratory 

examination had been reported to WHO. During the last 10 years all newborn infants had been 

vaccinated; the imported outbreak in 1971 however had forced the authorities to vaccinate about 

80% of the population. So far in 1972 some 12 million persons had been revaccinated. Iran 

produced its own smallpox vaccine but, because of a defect in the production equipment, supplies 

had been received from WHO. Owing to the rapid and extensive vaccination programme, smallpox 

was not now a problem in Iran and no cases had been exported to other countries. 

Surveillance activities had been assisted by the expansion of the basic health network 

during the last 10 years, with the establishment of 1950 rural health units. He believed that 

national and international agencies should concentrate their efforts on eradicating smallpox 

from endemic areas, for while the disease continued to exist in an age of rapid communications, 

all countries would remain under constant threat of its introduction or reintroduction. 

Dr GESA (Uganda) said that the achievements of the campaign showed that it was possible 

to eradicate smallpox completely; but recent setbacks were a warning of the tenacity of the 

virus and the need for continued efforts and vigilance. 

Thanks to WHO, the eradication campaign in Uganda had proceeded very swiftly, and 

93 % of the population had been protected during the first three years of the campaign up to 

1970. Since then no indigenous cases had been reported, but thirty cases had been imported 

by refugees. Fortunately the surveillance machinery had permitted the detection of those 

cases and prevention of the spread of the disease. However, such incidents illustrated the 

need for a worldwide effort, not only in the prompt reporting of cases but also in effective 

field work. 
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He suggested that it would be appropriate for WHO to consider forming an international 

team of voluntary health workers, on the lines of the United Nations peace -keeping forces, 

to deal the final blow at the disease, now that the endemic areas were shrinking. Swift 

and decisive action of that kind would prevent the virus from metamorphosing into a form less 

accessible to known eradication measures. He believed that such a proposal would be equally 

acceptable to the receiving countries and to the countries providing health workers. 

He drew attention to the paradoxical situation by which, as successful public health 

measures led to a fall in the incidence of a disease, it became increasingly difficult for 

those authorities to obtain funds to consolidate the position they had won. That was already 

happening with smallpox and could well affect WHO. He suggested that such a development 

should be anticipated by building into WHO's budget for some years to come a financial 

provision enabling the Organization to give prompt assistance to any health authorities in 

difficulties with their eradication programme. Meanwhile, there should be no relaxation in 

the production of vaccines and in efforts to improve their quality and acceptability. 

He expressed his delegations's agreement with the Director -General's report and the 
recommendations contained therein. 

Dr NABULSI (Jordan) stated that his Government wished to place three million doses of 

smallpox vaccine, prepared in the national vaccine institute, at the disposal of WHO to assist 
Member States. 

Professor HALTER (Belgium) said that his delegation joined with others in supporting the 

Organization's smallpox eradication campaign. Belgium would continue to manufacture freeze - 
dried vaccine and place it at the disposal of WHO. He wholeheartedly supported vaccination 
as a way of eradicating smallpox and he believed that eradication was feasible. However, it 

would be useful for a group of experts to consider the possibility of the existence of animal 

reservoirs of smallpox. 

He was disappointed at the way the Organization had handled the question of providing 

information about smallpox. The role of WHO was to enable Member States to carry out their 
policies and develop their activities, not to cause unnecessary difficulties by untimely 
statements. For more than 40 years smallpox vaccination had been compulsory in Belgium for 
children aged 3 -12 months, since that was the period of life in which the risk was smallest. 
In some countries a comparison had been made of the risks associated with vaccination and 
those of imported cases. There had been several imported cases of smallpox in Belgium since 
1948, but none had resulted in further cases. He was convinced that vaccination during the 
first year of life provided a satisfactory guarantee against the spread of the disease in the 

event of its introduction from abroad. 

He understood the attitude of the United Kingdom and the United States of America in 

ceasing to make routine vaccination compulsory. However, the statement of the decisions 
taken by those two influential countries in the Weekly Epidemiological Record in May 1971, 

with no comment by WHO, had given some people the impression that smallpox vaccination had 

become superfluous, and had produced confusion in countries where such vaccination was 
compulsory. In Belgium there had been an immediate reaction from uninformed pressure groups, 
who denounced the Ministry of Health as out of date, incompetent, and incapable of following 
modern attitudes. The Ministry had resisted the pressure and been justified by the events 
of recent months. Professor Halter noted that during the last year the tone of the 
Weekly Epidemiological Record had changed, the attitude becoming much more cautious. 

The delegate of the Federal Republic of Germany had also commented on the way certain 
information in the possession of WHO reached the press before it reached governments. That 
was an improper procedure of which he could not approve, and undermined one of the principal 
purposes of the Organization, which was to promote worldwide solidarity between public health 
administrations. It was not the function of sections of WHO to boost themselves by press 
conferences but to be at the disposal of national public health authorities. If they gave 
press conferences in addition to that function, or even adopted a specific standpoint on some 
question, that was acceptable, but not without the prior knowledge of national health 
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authorities. He apologized for his frankness, but believed that his remarks would be useful 

in helping to preserve the popularity of WHO with public health authorities and in avoiding 
a repetition of a situation where a health administration spent weeks coping with difficulties 
created by a hasty statement from WHO. He hoped that the Director -General would review his 

policy on the dissemination of information. 

He agreed with the delegate of Egypt that no country should be considered as being at 
low risk. It was difficult to see how any country could be at low risk when aircraft could 

carry contact cases thousands of miles in a few hours. 

Dr TSUKAMOTO (Japan) said that recent events showed that smallpox -free countries still 
had to make strenuous efforts to prevent the introduction of the disease. However, his 

delegation believed that, in a few countries with little risk of imported cases and with 
highly developed health services, the policy of compulsory non -selective vaccination against 

smallpox might be suspended, in view of the serious side effects of vaccination, such as 

encephalitis. In Japan routine vaccination had been compulsory since 1909, but a special 

committee had now been set up to study the feasibility of discontinuing the practice. The 

outcome of the study would be largely dependent on the success of the WHO eradication 
programme, and surveillance systems would need to be strengthened before any action was 
taken. 

He suggested that WHO should study and develop international criteria for diagnosing the 

side effects of vaccination. At present criteria varied from country to country, and a study 

of those criteria might help to detect individuals for whom vaccination was contra -indicated. 

Dr ANOUTI (Lebanon) said that WHO's smallpox eradication programme had undeniably met 

with great success, but recently the disease had reappeared in a number of countries after an 

absence of many years. The campaign was being fought on two fronts. One front was in the 

endemic countries, where the campaign was conducted largely through international efforts led 

by WHO. The other front was in the smallpox -free countries, which relied on purely national 

efforts, and it was there that difficulties were being encountered because of the progressive 

decrease in the immunity of the population. 

It was of paramount importance that countries at risk - and that meant all countries - 

should maintain close epidemiological surveillance, with systematic vaccination of young 

children and revaccination of adults every three or four years. Such immunization was a 

basic and highly effective means of preventing and eradicating smallpox. Since 1958, the 

vaccination of the entire population of Lebanon every four years, and of children during the 

second year of life, had been compulsory. As a result no case of smallpox had been detected 

in the country since January 1957. 

His delegation expressed its gratitude to the Jordanian government, which had repeatedly 

provided supplies of smallpox vaccine. A project to manufacture vaccine locally was at 

present being studied, and he requested WHO to provide any technical and material assistance 

that might be needed. 

Dr HALLETT (Australia) said that, because its population was largely unvaccinated against 
smallpox, his country was susceptible to the introduction of the disease from infected areas, 
particularly by air travellers. It had therefore maintained strict quarantine requirements 
over the years, and had insisted that people arriving in Australia by air (except those arriving 
from exempt areas) be vaccinated against smallpox. His country was continually reviewing its 
requirements, and since the last Health Assembly provision had been made to allow air travellers 
to arrive from the United States of America and Canada without vaccination because those 
countries had been free from smallpox for many years. 

Although the first and third preambular paragraphs of resolution WHA24.45 were not 
applicable to Australia, his delegation nevertheless strongly supported them. 
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Dr IMAM (Sudan) said that in the early 60s, and until 1966/67, his country had been free 
from smallpox, but with the beginning of the disturbances in the South there had been a series 

of outbreaks in the more inaccessible areas. Owing to the general state of insecurity and to 
the disorganization of most of the health units in those areas, it had not been possible to do 
much in the way of surveillance and containment of smallpox outbreaks. 

In 1971, with the assistance of WHO, Sudan had begun an active surveillance and containment 
programme in the Southern Provinces. The programme had not only led to a sharp rise in a 

number of cases detected and reported but had also helped to contain and abort many outbreaks. 
Now that a political settlement had been reached in the area, his Government was embarking on 
an intensive programme of smallpox eradication there. 

The attack phase of the programme, which was now being brought to a successful conclusion 
in four provinces, would shortly be transferred to the three southern provinces, which had 
hitherto been a continuous source of infection. The plan was to concentrate more effort on 
the refugees; those who had taken part in the fighting presented fewer problems because they 
were housed in camps and could thus be more easily examined, vaccinated and followed up. 
Refugees were brought together in certain villages and camps for vaccination, and kept under 

observation before returning to their homes. Those activities went hand in hand with the 

normal activities of the attack phase in the provinces for the rest of the population. 

Sudan now had all the resources for launching a successful smallpox eradication campaign 
in the southern part of the country, and its situation with regard to smallpox would be 
completely different by the time of the Twenty -sixth World Health Assembly. 

Dr NGJELA (Albania) stressed the need for WHO to provide effective assistance in the 

eradication of smallpox. The disease was widespread in many areas, especially in Asia and 
Africa, where it took its toll of human lives every year. In an age of great scientific 
achievements it was inadmissible that there should still be places with thousands of cases and 

many deaths from smallpox, particularly since mass vaccination campaigns could give complete 

protection. It was essential that the various countries and other international organizations 
should cooperate and provide effective help in preventing loss of life from smallpox in the 

immediate future. 

There had been no case of smallpox in Albania for the past 50 years. At the time of the 

recent outbreak in Yugoslavia her Government had taken a number of measures to prevent the 

spread of the disease into Albania. Apart from epidemiological measures at frontier posts, 
there had been mass revaccination of the population, and the administration of immune globulin 
had also been started. 

Professor RODRIGUEZ CASTELLS (Argentina) said that in his country, as in other American 

countries, smallpox had been eliminated; only in 1970, as a result of an imported case, had 

there been a small outbreak near the border which had been immediately contained by the 

epidemiological surveillance service. That service was at present organized to take immediate 

action anywhere in the country, and it had good diagnostic support in the Virological 

Institutes of Buenos Aires and Cordoba. Through the work of those Institutes it had been 

possible to show that two cases had been wrongly diagnosed as smallpox in recent months. 

The National Institute of Bacteriology at Buenos Aires had stocks of freeze -dried vaccine 

of the highest quality over and above possible needs. They could be made available to other 

countries whenever needed. 

His delegation supported the proposal for the intensification of epidemiological survei- 
llance and for the continuation of systematic vaccination until the disease was brought under 
control in all countries. 

Dr SENGUPTA (India) said that his country was one of those in which smallpox was endemic. 
In such a vast country with a population of 547 million and varied climatic, geographical, 
social and cultural patterns, the problems involved in the smallpox eradication programme were 
tremendous, but India was trying its best to put an end to the problem. A national smallpox 
eradication programme had been launched in 1962. During the last few years the disease had 
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shown a gradual decline, but in 1971 there had been a slight increase in cases and deaths as 

compared with 1970, mainly due to better reporting and surveillance. The comparatively 
lower incidence of smallpox reported reflected the effects of improvements in the programme, 

such as the giving of top priority to primary vaccination, the change over to freeze -dried 

vaccine, and the adoption of the multiple puncture method. Emphasis was now being laid on 
surveillance; all cases and deaths were now reported irrespective of the dates of occurrence, 

and all health staff had been instructed to report any suspected cases promptly. That system 

had narrowed down the interval between the beginning of the outbreak and the receipt of 

information. District health officers were now being trained to investigate the smallpox 

outbreaks, so that the source of infection could be identified, and containment activities 

were initiated immediately on the receipt of information. Health education and publicity 

measures were being intensified. It was hoped that, with the development of surveillance 

and the continuation of the mass vaccination programme, further progress would be achieved 

and the objective of eradication reached. 

As far as the production of smallpox vaccine in his country was concerned, the present 

production capacity was 60 million doses per annum. After the installation of new equipment, 

production would go up to 156 million doses per annum, which would be sufficient to meet the 

requirements of the country. He was grateful to the Government of the USSR for supplying 

smallpox vaccine to supplement the vaccine produced in India. 

His country had donated eight million doses of smallpox vaccine to Bangladesh for meeting 

immediate needs. An Indian delegation had visited Bangladesh the previous month to find ways 

and means of controlling the disease in that area. 

The CHAIRMAN announced that the United Nations had confirmed the deposit of Bangladesh's 

instrument of acceptance of the Constitution. Bangladesh was now welcomed to full membership 

of the World Health Organization. 

Dr TEKLE (Ethiopia) said that the Director -General's report stated that, because of more 

complete notification, 25 976 cases of smallpox had been notified in Ethiopia in 1971 as 

compared with only 722 cases in 1970. The smallpox eradication programme in Ethiopia was 

based on four main activities: (1) improved reporting; (2) investigation and containment of 

outbreaks; (3) active case -finding; and (4) improved routine vaccination by the health 

facilities in the country. There was an excellent reporting network in his country, achieved 

through cooperation between health institutions, schools, civil leaders and military stations. 

The investigation and containment of outbreaks had top priority in the programme. All suspec- 

ted cases were immediately followed up for epidemiological investigation, and investigations 

in specific areas were carried out by surveillance teams using maps. For the purpose of 

containment, every contact was vaccinated, including the inhabitants both of the villages 

involved and of surrounding villages where cases had been reported. Occasionally the popula- 

tion of whole areas was vaccinated. Areas in which containment activities had been carried 

out were invariably revisited by the team after four to six weeks to confirm the effectiveness 

of the work. During the visit the team also inspected surrounding areas to prevent the spread 

of the disease. 

If there were no reports of smallpox in a province, the teams engaged in active case - 

finding. Health institutions, schools, markets and other institutions were visited to 

discover if there were any cases in the area, and during the visits the teams vaccinated the 

local inhabitants so as to boost the immunity of the population. They also distributed 

vaccines and needles to the local health institutions and trained the staff in vaccination 

techniques. 

Since January 1971 5 000 000 people had been vaccinated and in most of the endemic areas, 

in south and south -western Ethiopia, the disease had been contained. As his delegation had 

stated in the plenary meeting, it would not be long before smallpox was completely eradicated 

from the country. 

In September of that year a seminar would be held in Addis Ababa to evaluate the progress 

achieved, to train more surveillance teams, and to discuss future plans of action. Neighbour- 

ing countries were being invited to participate. It was hoped that the use of detailed maps 
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of the border area would enable smallpox surveillance teams from both Ethiopia and Sudan to 

pinpoint the exact location of outbreaks, and thus be able to combat disease simultaneously on 

both sides of the border. 

He expressed his Government's appreciation of the active help given by WHO to Ethiopia's 

smallpox eradication programme. 

Dr TIGYI (Hungary) said that no smallpox cases had occurred in his country since the 
First World War, and thus Hungary had not been directly interested in the smallpox eradication 

programme. However, the smallpox epidemic that recently had broken out in Yugoslavia had 

presented an immediate danger, and the Hungarian health authorities had taken action to prevent 

the spread of the infection to Hungary. 

The Hungarian health administration was glad to note the results achieved in the smallpox 

eradication programme, results which proved that the decision by the Eighteenth World Health 

Assembly to adopt the programme had been a good one. Hungary was contributing to WHO's 

smallpox eradication programme, and in 1971 had helped the countries participating in the 

programme with 500 000 doses of freeze -dried. vaccine. In view of the world situation, small - 

pox vaccination was still compulsory in Hungary, but to minimize complications and side effects 

primary vaccination was given to old people along with special protective measures. Hungary 

was investigating the possibility of discontinuing compulsory smallpox vaccination, but it 

would be easier to do so if countries in which the disease was endemic would include the 
results of revaccination on international vaccination certificates and make it compulsory to 

repeat unsuccessful revaccinations. 

Dr AUJOULAT (France) said that smallpox was once again emerging as a major threat, and 

countries that had hitherto maintained strict preventive systems should be cautious about 

deciding to abandon them. He welcomed the conclusions of the expert committee that had met 

in Geneva in the autumn of 1971 to adopt a strategy against smallpox in the final years before 

its eradication; it had expressed the hope that smallpox would in fact be eradicated in a few 

years. But outbreaks had occurred in countries that had been considered immune, and 1972 

would have to be considered as a discouraging year after the optimism of the previous year. 

His delegation was convinced that it would be a mistake, even in countries that were free 
from the disease, to discontinue compulsory vaccination. He fully supported the statement in 

the Director -General's report that the disease was far from being eradicated, that much remained 
to be done in countries where the disease was endemic, and that countries free from the disease 
should exercise increased vigilance. The possibility of the reimportation of the disease 
induced his country to maintain vaccination, since it would be difficult to reintroduce it if 

it was temporarily suspended. Another factor that should be taken into consideration was 
that of setting an example that might be used by other countries more at risk. He therefore 
urged that the prospect of early eradication of the disease should not lead to a reduction in 

preventive measures. The teaching of smallpox diagnosis should continue to be included in 

the curriculum of medical training, audiovisual aids being used to make up for the absence of 

cases. 

Dr RОASHAN (Afghanistan), outlining the eradication programme in his country which had 
been the cause of an 80% decrease in incidence, said that the attack phase of the programme 
had been initiated in April 1969 and had now been completed in three of the four areas into 

which Afghanistan was divided. In those three areas the consolidation phase of the programme 
had begun. 

Systematic mass vaccination of the population had been carried out house by house and 

village by village, and had been preceded by a health education campaign. Out of an estimated 

total population of 17 million, including 2.8 million nomads, only 10 million had in fact been 

vaccinated. It was thought that the main reason for the large number not vaccinated was that 
many semi -nomadic and nomadic groups of people had not been available at the time of vaccination 
Among the objectives of the consolidation phase of the programme were the revaccination of all 

children of 10 years of age and under and the vaccination of all those missed during the attack 

phase. 
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When the programme began there was no proper system of notification of smallpox cases, 
and so immediate steps were taken to develop a nationwide reporting system, which was the most 

important element in the whole programme. As far as the containment of outbreaks was concer- 

ned, specially trained zonal teams had been dealing with reported outbreaks since 1970. The 

main problems had been the importation of infection from other countries and the still persis- 
tent practice of variolation in some remote parts of the country. In order to put an end to 

the practice, active surveillance was to be intensified in the border provinces. 

Because of improved reporting, active surveillance, better investigation of outbreaks 

and prompt containment measures, the endemic foci in the country had been almost eliminated. 

Not only had there been a gradual reduction in the areas of endemicity in the country, but 

there had also been a decrease in case incidence. Training of staff to take part in the 

eradication programme was a continuous activity, and steady progress was being made. 

Dr BUSTAMANTE (Mexico) said that the Director -General's report, together with the Weekly 
Epidemiological Record of 5 May 1972, gave an account of the progress achieved in smallpox 

eradication and highlighted the danger of the importation of the disease from countries where 
it was endemic. 
there had been no 
until the disease 
vaccination which 

The prospects 
which was the size 
social conditions, 

The terrible experiences of the countries of the American continent, where 
smallpox before 1496, but which suffered millions of deaths over 470 years 
was finally eradicated, warned against any premature discontinuation of 
might expose humanity to avoidable suffering and death. 

for the eradication of smallpox were encouraging. The example of Brazil, 
of the whole of Europe and included a wide diversity of geographical and 
showed what could be achieved in a short time by efficient organization of 

the public health services. Mexico, as a country which had been free from smallpox for more 
than 25 years, considered that the account given by the Brazilian delegate of his country's 
experiences was particularly important for the Americas, the first region to complete a full 

year without a case of smallpox. 

He paid tribute to the activities of WHO and also to the cooperation of the USSR, the 

USA and of 32 other countries which had contributed to the special fund for smallpox eradication. 
At the risk of being considered over -optimistic, he suggested that doctors might begin to 

compile material for a history of smallpox to be published to celebrate the final eradication 
of the disease, which would be effected by WHO with the cooperation of all countries. 

On behalf of the delegations of Ceylon and Yugoslavia and his own, he presented the 

following draft resolution: 

The Twenty -fifth World Health Assembly, 

Having considered the Director -General's report on the smallpox eradication programme; 

Appreciating the significant progress made to date in programmes throughout the world, 
and congratulating those countries which have succeeded in eradicating the disease; 

Noting with concern, however, that endemic smallpox still exists in parts of Africa 

and Asia and that smallpox has recently reappeared in several countries which were free 

from the disease; 

1. REQUESTS all Member States to continue to give priority attention to the eradication 

of smallpox, to intensify their efforts to interrupt transmission of the disease in the 

remaining endemic areas as soon as possible, and to prevent smallpox from re-establishing 

itself in countries from which it has been eliminated; 

2. URGES all governments concerned: 

(a) to cooperate fully in the immediate reporting to the Organization of all cases 

of smallpox; and 

(b) to establish or strengthen national surveillance systems with a view to the 

identification of sources of infection, the rapid containment of outbreaks, and the 

elimination of endemic foci; 
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3. RECOMMENDS further that non -endemic countries where cases of smallpox occur should 

invite WHO to participate in their epidemiological investigations and thus facilitate 

international coordination of the measures taken; 

4. REQUESTS the Director -General to provide assessment teams on request to countries 

which have recently interrupted smallpox transmission and wish to have certification 

from the Organization that the country is smallpox -free. 

5. REQUESTS the Director -General to continue to extend every possible assistance to 

countries in these matters; and 

6. THANKS those countries that are generously contributing large amounts of vaccine 

to the programme, either under bilateral agreements or through the WHO Voluntary Fund 

for Health Promotion. 

Dr N'DOW (Gambia) endorsed the view that smallpox was far from being under satisfactory 
control. On the other hand, WHO deserved congratulations on the achievements recorded, for 

the period 1967 -71 in particular. There was no doubt that those achievements were a sub- 

stantial contribution to the objective of the global eradication of smallpox. 

Although many African countries were relatively free of smallpox, the outbreak in 
Botswana, after four years without detected cases, reinforced the recommendations of the 
Expert Committee on Smallpox quoted in the report. As long as there were endemic foci on the 
African continent, the threat of smallpox would remain. 

He supported the view that mass vaccination without proper epidemiological surveillance 
was not enough to stop transmission of the disease. At a seminar organized some years ago in 
Lagos by WHO, some participants had urged the establishment of an epidemiological unit to serve 
the countries of the region, particularly after the attack phase of the regional programme. 
The need for such a unit had become more evident during the cholera outbreak in West and 
Central Africa in 1971. Gambia depended almost entirely on WHO for the weekly exchange of 
epidemiological data, and he believed that the establishment of an epidemiological unit would 
reduce the time -lag between notification and preventive action and thus help to reduce out- 
breaks of communicable diseases. 

Dr VALVERDE (Bolivia) said that there had been no case of smallpox in his country since 
1966. The eradication of the disease had been due to the efficient aid given by WHO, РАНО 
and UNICEF. 

Although the disease had been eliminated, Bolivia was continuing with vaccinations in order 
to avoid a recurrence, and had recently carried out a countrywide vaccination programme. There 
was also strict control and surveillance at all airports and points of entry into the country. 

Member States of WHO should be pleased that smallpox was now being effectively eradicated 
throughout the world. The case of Brazil was notable and praiseworthy; it had succeeded in 
eradicating smallpox and no outbreak had occurred during the last year. 

He agreed with the USSR delegate that it was unfortunate that doctors were no longer able 
to recognize the disease. A recommendation might be made to faculties of medicine throughout 
the world, but chiefly in the developing countries to include a review of the symptomatology 
of smallpox in the curriculum, so that, if the disease were to recur, no serious consequences woul 
ensue either for those countries or for humanity as a whole. 

He supported the resolution submitted by the delegates of Ceylon, Mexico and Yugoslavia. 

Dr LEKIE (Zaire) said that the Director -General's report gave cause for optimism, but 
there was no reason to slacken the efforts being made. Hitherto the programme in his country 
had progressed well: there had been 4000 cases of smallpox in 1968, 2064 in 1969, 724 in 
1970, 63 in 1971, and no cases so far during the current year. However, Zaire was maintaining 
its vigilance in the belief that the disease might always reappear locally or as an importation 
from another country where the disease was endemic. 



A25 /А/SR /9 
page 16 

Thanks for the success of the campaign were due to WHO and to the United States, which had 
provided manpower for surveillance teams in the form of Peace Corps Volunteers. Eradication 
of smallpox in his country was vital to the eradication programme of the world as a whole, since 
Zaire bordered on 10 different states, and he hoped that the volunteers could remain in the 
country to continue the surveillance programme for as long as was necessary. 

Some countries had declared their intention of discontinuing or phasing out compulsory 
vaccination. Such declarations caused some unease in his country, since they would lead many 
people to believe that as a result of technical progress it was now possible to dispense with 
vaccination. He agreed with the views expressed by the delegates of Bolivia and France on 
the subject. 

Dr JAКOVLJEVIC (Yugoslavia) said that the introduction of smallpox into his country was the 
first such occurrence for 42 years and he was happy to announce that Yugoslavia was once again 

smallpox -free. The recommendations contained in the Director -General's report, that all cases 
occurring in non -endemic areas should be investigated and contained by national staff assisted 
by experienced WHO smallpox staff, had been completely applied during the outbreak. His 

Government had invited not only the experts from WHO but medical study groups from various 
foreign countries. The cases had been promptly reported and nothing had been kept secret. 
Yet even after Yugoslavia had been declared free of smallpox in accordance with the International 
Health Regulations, the newspapers and other news media in some countries had misrepresented 
the situation, with the result that Yugoslavia was still suffering economically. His delegation 
felt that WHO could do more to see that the correct information was presented to the public. 

All the population in the affected areas and over 90%о of the total population in the country had 
been vaccinated, so that there was practically no chance of reinfection for years to come. The 

direct expenditure on the campaign had amounted to 8% of the annual health budget. 

He agreed that early diagnosis of a disease like smallpox was one of the most important 
preventive measures, but it was not always possible to discover the disease quickly. The 

first case had occurred in a small village and had been so mild that the patient did not require 
medical aid. He had been found only as a result of epidemiological investigation. Dr Jakovljevic 
wondered whether the policy followed by WHO in 1970 to warn the world of outbreaks of cholera 
could be applied to smallpox in future. 

The Yugoslav Government would continue to support the global programme of smallpox eradication 

as in previous years. 

Dr SENCER (United States of America) was not over -concerned about the increase in the 
incidence of smallpox, since it indicated improved surveillance and reporting. But he was 

disturbed to see a decrease in the Organization's budgetary support for the programme, however ' 

small. History was full of examples of the premature withdrawal of funds. It was axiomatic 

that the cost per case would increase as eradication was approached. Of the seven recommendations 

made by the Expert Committee on Smallpox Eradication, five were in one way or another concerned 

with the need for improved surveillance. All countries should thank the Government of Yugoslavia 

for its prompt reporting, which had enabled other health authorities to intensify their surveillance 

activities. It had eased the work needed in his own country by limiting concern only to 

travellers from the affected areas and not from the whole country, and it had been possible 

to stop vaccination when transmission in Yugoslavia had ceased. 

Commenting on some of the views expressed, Dr Sencer explained that routine immunization 

was no longer needed for children in the United States of America, but it was still strongly 

recommended for health workers and travellers to endemic areas. Since no vaccine was 

completely safe, health authorities had to weigh the risks and benefits of vaccinating as against 

not vaccinating. 

Dr HASAN (Pakistan) reported that the eradication programme in his country had suffered a 

setback owing to the splitting up of the single programme for the whole of Pakistan into 

provincial programmes and to the recent political turmoil. The programme had now been stream- 

lined, WHO consultants had been stationed in the four provinces, and vaccination and surveillance 

measures were proceeding satisfactorily. One recurrent difficulty was the lack of maintenance 
facilities for vehicles. Whenever a vehicle broke down it took some time to repair it, which 



A25/A/SR /9 
page 17 

caused delay in containment and surveillance. The fault was mainly that of the Government's 

financial rules, which did not permit the advancing of money. An attempt was being made to 

modify the rules, but since similar circumstances might exist in other countries he suggested 

that WHO should consider making sums of money available to consultants to meet unforeseen 
immediate financial needs, to be reimbursed by the government concerned. The delegate of 
Egypt had said that notification and surveillance depended on the existence of basic health 

services, but the smallpox eradication programme could not wait for ideal conditions. It was 

necessary to depend on people who were not engaged in health work, and to this end the smallpox 

recognition card described in the Director -General's report was of help. Efforts were being 

made to prepare smallpox vaccine in Pakistan, but until manufacture could start his country 

would depend on donations of vaccine from other countries. He was grateful for the help that 

had been given in that respect. 

Dr SUFI (Somalia) said that his country had been free of smallpox for many years but, since 

the disease was endemic in a neighbouring country, the national vaccination programme was being 

continued. The immense distances that had to be covered, the poor communication facilities, 

and the nomadic character of a large part of the population constituted grave difficulties. A 

road would soon be constructed running across the country from north to south, and in the course 

of construction wells would be drilled every 10 km along its length. Advantage would be taken 

of that project to vaccinate the nomads who would gather from time to time at the wells. In 

most of the major health centres, smallpox vaccine was now being combined with BCG vaccine for 

the newborn, and it was the intention to integrate those two programmes with other basic health 

services. 

Dr TAJELDIN (Qatar) informed the Committee that no cases of smallpox had been detected in 

his country for 20 years, and continual efforts were made to prevent importation of the disease. 

There was compulsory vaccination for all children within the first three months of life, and 

periodic mass vaccination programmes were carried out for the whole population every three 

years, or when a case of smallpox occurred in a neighbouring country. Strict surveillance 

procedures were applied to international travellers. His delegation emphasized the importance 
of developing simplified and improved methods of laboratory diagnosis, bearing in mind the 

likelihood of a modification in the signs and symptoms of smallpox due to the residual immunity 

from vaccination. WHO might usefully arrange short -term training courses for laboratory 

technicians. 

Dr RAMAMBAZAFY (Madagascar) considered that his own country's freedom from smallpox for 

the last 50 years was due to the permanent application of stringent control measures. 

Madagascar was a central point for travellers and was therefore continually in contact with 

other countries where smallpoxjwas, or had recently been, endemic. All citizens in 

Madagascar were revaccinated every three years, and the coverage was now estimated at 80%. 

In addition, the Government subjected all travellers at ports of entry to close surveillance. 

If necessary, travellers were required to be vaccinated on the spot or to leave the country. 

Dr DARAMOLA (Nigeria), reporting the success of the WHO /USAID eradication programme in his 
country, stressed the importance of continuing surveillance measures. The lesson of smallpox 
control was that eradication of a disease was so difficult that it had not been achieved even 
when effective vaccination procedures had been available for a century and a half. Only the 
worldwide cooperative programme launched by WHO had made eradication a possibility. It must 
be recognized that other diseases existed, such as measles, tetanus, and tuberculosis, that 
were far more dangerous than smallpox in terms of morbidity and mortality and were equally 
susceptible to control by vaccination. Yet routine vaccination was not available to two -thirds 
of the population in many countries. When smallpox had been eradicated the control teams shoul 
not been disbanded but should switch their efforts to other important diseases. It was to be 
hoped that the lessons of the smallpox programme would guide the Organization in its fight 
against other diseases that could be controlled by mass vaccination. 

The meeting rose at 1 p.m. 


