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11 SMALLPOX A ·o ITS O.ADICATIOS 

INTRODUCTION •·orld's most heavily populated countrJ'.

On 8 �lay 1980 delegates to the Thirty­
third World Health As.scmbl)', rtprCStnting 
all t 55 �ltmb« Statrs of tht World lltalth 
Organization, unanimous!)· accepted the con­
clusions of tht Global Commission for tht 
Certification of Smallpox Eradication (World 
lltahh Organization, 1980), namtly that: 

(1) Smallpox tradication had been
ach1tved throughout tht v,orld. 

(2) Thtrt v,as no r,·1dtnce that smallpox
would rt>turn as an t>ndtm1c disease. 

The first conclusion was based on tht 
findings of a snics of indepc:-ndtnt inter­
national a�smt>nts, undertaktn undtr 
\X'IIO's auspices, of the t>fficaq- of smallpox 
trad1cation programmes and surn1llance in 
countrJ('S throughout the u·orld, espc:-c1allr 
th� 1n 'll h1ch smallpox had been endemic 1n 
196 and others at special mk. These activi­
ties constituted the programme for the "certi­
fication" of small pox erad1cat 10n. The second 
conclusion was founded on epidemiological 
innstigations and research tudics carried out 
during the course of the Intensified Smallpox 
Eradication Programme and summarized in 
Chapt« 30. 

Certification of the er�dication of smallpox 
was possible because the ,·irus had no animal 
rcsrn·oir, subclinical infections v,t>rt' rare and 
did not result in su�uent transmission, and 
latent infections did not occur. Just as the 
strategics and tactics used in the eradication 
of smallpox in different countries e,·oh·ed 
o,·er time (�c Chaptt'rs 9 and 10), so also did 
the stntegies adopted for certification in­
crease in rigour and sophi tication. 

The present chapter describes thcsc chang­
ing strategies and tactics, culminating v.•ith 
the dttlaration of glob1I smallpox t'radication 
at the \l orld I fcahh ASst'mbl)' in t 980. Tht 
actual opc:-rations inrnh-ed in the 79 countries 
in which special measures were taken arc 
described in the follov,ing thrtt chapters, 
which deal in turn v.•ith the activities of 
international commissions for the certifica­
tion of smallpox eradication bctv.·een 1973 
and 1977 (Chapter 25), the varitd activities 
outlined by the Consultation on the World­
wide Certification of Smallpox Eradication in 
1977 and supcrviscd by the Global Commis­
sion for the Certification of Smallpox Eradi­
cation (Chapter 26), and the final certification 
opc:-rat ions in the world's last stronghold of 
smallpox, the Horn of Africa, and in the 

China (Chapter 27).

HISTORICAL DEVELOPMENT OF 

THE CONCEPT OF CERTIACA TION 

As outlined in Chapter 9, programmes to

eradicate specified human discascs from parti­
cular localities, and c,·cntually globally, d�tc 
from thc tarl)' )'tars of the 20th century. Apart 
from Jtnncr's prophtt1c but hardl)' practial 
pronouncement in 1801 (sec Chaptt"r 6, Plate 
6.8), tht" first uplicit statement about the 
possible large-scale eradication of a hunun 
disease u·as a comment b)' Gorgas (1911 a) on 
the eradication of yellow fc\'cr, a disease later 
(1915) nominatt'd for global tradication by 
the International I lea Ith Commission of the 
Rockefeller Foundation (sec Chapter 9). With 
the realization in the mid-1930s that there 
v.•as an animal re ervoir of the yellow fryer 
\'irus (Soper, 1936), global eradication of that 
di�sc cca ed to be a tenable objecti,·c. h was

replaced by the idea of eradicating its urban 
,·ector, Atdu atg,pll, from countries in the 
Americas, a concept that gamed acccptancc in 
1942 partly because of the successful eradica­

tion of the imported African malaria ,·cctor, 
A11ophtl111,a,,,biJH, from Brazil in 1940 (Soper 
& Wilson, 1943). With these programmes of 
,·cctor t"radication came the need for some 
mC2ns of assessing whtther the mosquito in 
question had indeed bctn tliminatcd from 
particular localities, regions and countries. 
Tht> first "certification" procedures for A11k1 
«g,pli eradication v.·crc denlopc:-d b)· thc Pan 
American Health Organization in t 954, rc­
,·ised in 1960, and issued in a dcfinitfrc form 
in 1971 (Pan American llcahh Organiution, 
1971b). The criteria called for the a�ncc of 
A,du «opii from a rtgion for a period of at 
least 1 year, during which 3 surveys confirm­
ing the absence of the mosquito had bttn 
made. The final sur\'C)' had 10 be carried out 
with the coopc:-ration of the Pan Amcrican 
Health Organization, which provided thc 
technical pc:-rsonncl needed for the task. If thc 
sun·cy confirmed the absence of Ardu otg:,pti 
mosquitos, the country was entered on the 
Pan American Health Organization's rt'gistrr 
of countries considert'd free of this species. 

When the malaria tradication programme 
v.•as begun by WJ 10 in 1955, it was rcalizcd 
that some mechanism v.•as nt't'ded for con­
,·incing those outside the regions and coun-
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Plate 24.1. Poster produced in the 6 official languages of WHO on the occasion of the 
certification of the eradication of smallpox from the Hom of Africa on 26 October 1979, 
exactly 2 years after the world's last case of endemic smallpox occurred in Somalia. 
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24. CEllTIFICATION: CONCEPTS, STRATEGY A D TACTICS 1107 

tries concerned that they were free of the 
disease. In 1960, the Thirteenth World Health 
Assembly requested the Director-General of 
WHO "to establish an official register listing 
areas where malaria eradication had been 
achieved, after inspcction and e,,aluation by a 
WHO evaluation team". The methodology 
and procedures for certification were laid 
down in 1961 (WHO Expert Committee on 
Malaria, 1961) and amplified in 1966 and 
1974. The essential feature of the assessment 
procedure was that a regional WHO evalua­
tion team would visit the area for which 
registration had been requested by a govern­
ment, analyse the epidemiological and oper­
ational data collected during the consolida­
tion phase (a period of 3 consecutive years, 
during which no evidence of transmission 
had been found and during the last two of 
which no general measures of anopheline 
control had been practised), and examine the 
organization, methodology and quality of the 
surveillance operations and the plans for their 
maintenance. Each WHO evaluation team 
included at least one member of the WHO 
Expert Committee on Malaria, together with 
staff from the relevant WHO regional office or 
short-term consultants appointed by it. 

ational experts from the country being 
assessed were not included, but the team 
relied heavily on briefing by them. The team's 
report was first reviewed at the WHO re­
gional office and later by the WHO Expert 
Committee on Malaria, and on the latter's 
recommendation the area was entered in the 
official register. 

With the imminent eradication of small­
pox from South America in 1971, it became 
necessary for WHO, through its Smallpox 
Eradication unit, to develop procedures for 
the assessment of the claim that smallpox had 
been eradicated from the Americas. The 
earlier eradication programmes had estab­
lished the important principle that it was not 
possible for any independent authority, such 
as a team of WHO experts, acting entirely on 
its own, completely to confirm the status of a 
country or region in respect of htklllt!Jplior 
malaria for any definite period of time. 
Instead, it was necessary for it to depend on 
records compiled by the national authorities, 
the quality of which could then be deter­
mined by field appraisal undertaken by a team 
of experts from outside the country. 

The global eradication of smallpox, if it 
could be achieved, would be uniquely differ­
ent from that of Atdll tlt!JPli or malaria since 

two valuable but expensive public health 
measures could then be abolished: routine 
vaccination of populations in all countries 
and the requirement that international tra­
vellers had to be vaccinated. For this to be 
possible, however, the world community of 
public health officials and medical scientists 
would have to be convinced that global 
eradication had really been achieved. Assess­
ment of the situation in each country there­
fore needed to be carried out by teams of 
highly respected scientists and health offi­
cials, independent both of the national auth­
orities of the country being assessed and of 
WHO, which might be regarded as having a 
vested interest in the results. Having estab­
lished the goal of global eradication-never a 
realistic objective in the case either of Attks 
,11g,p1i or of malaria-the Smallpox Eradica­
tion unit saw that the independence of the 
assessment teams needed to be placed beyond 
all possible doubt. 

With the5e requirements in mind, a strat­
egy for the certification of smallpox eradica­
tion was developed by the unit. This consisted 
first of the preparation of detailed "country 
reports" by the national health authorities of 
the countries concerned, assisted by WHO 
staff and consultants. The reports outlined 
the procedures by which it was believed that 
smallpox had �en eliminated and dcstribcd 
the capability of the surveillance system to 
detect cases of suspected smallpox. When the 
Smallpox Eradication unit judged that thC$C 
preparations had reached an appropriate 
Hage, arrangements were made for a group of 
independent international experts, who con­
Hituted what came to be called an "inter­
national commission for the certification of 
smallpox eradication", to visit the country or 
countries concerned. Their task was to study 
the country report, make visits wherever they 
thought necessary, assess carefully the capa­
bility of the sur\'eillance system to detect cases 
of smallpox should they have occurred, and 
make recommendations about public health 
activities relevant to smallpox. This was a new 
strategy designed to solve the no\'cl problem 
of convincing the international community 
that smallpox, formerly a universal disease, 
had been eradicated from particular countries, 
regions, continents and finally the world. On 
the basis of experience of the best tactics for 
particular situations, the certification process 
was modified and improved, but the essential 
features-adequate preparations and detailed 
documentation of the e\'idence of freedom 
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1108 SMALLPOX AND ITS ERADICATION 

from smallpox for at lt"ast 2 years, and 
the independence and authority of the 
urtification te2m-remaincd unchanged 
throughout. 

ERADICATION: DEFINITION AND 

CRITERIA 

To understand the way in "'hich certifica­
tion of smallpox eradication evolved, it is 
necessary to examine the definition of, and 
criteria for, eradication devdopt'd in t 967 by 
the WHO Scientific Group on Smallpox 
Eradication (1968) and ratified and slightly 
rlaborated in 1971 by the WHO Expert 
Committee on Small pox Eradication (1972). 

from the time of WHO's foundation in 
1948, the control of smallpox had been a 
matter of concern both to the World Heahh 
Assembly and to the WHO Secretariat. The 
concept of the global eradication of smallpox, 
as distinct from control within Member 
States, was first enunciated by WHO in t 958 
and accepted as WHO policy by the Twelfth 
World Health Assembly in 1959 (see Chapter 
9). The Intensified Smallpox Eradication 
Programme was bunched in 1967 (sec 
Chapter 10). Between these two dates, 1959 
and 1967, the concept of the way in which 
eradication could be achie\·ed underwent a 
very important change. 

Definition in Terms of Vaccination 
Programmes (1962) 

In 1962, in his report on smallpox eradica­
tion to the Fifteenth World Health Asscmbl)' 
(document A 1 S/P&B/18; unpublished), the 
Director-General of WHO defined eradia­
tion by stating that: .. From a practical \'iew­

point, countries in which smallpox has re­
cently been persistently present may consider 
the disease lo be eradicated when no cases of 
smallpox occur during the three years follow• 
ing the end of a satisfactory vaccination pro­
gramme." In suggesting a period of 3 years, 
the Director-General was probabl)' in­
ff uenced by the use of this period in certifica­
tion procedures for malaria eradication. 

Definition in Terms of the 
Interruption of Transmission 

(1968-t 980) 

The fint meeting of the WHO Expert 
Committ« on Smallpox was held in Geneva 

in t 964. The WHO smallpox eradication 
programme was discussed (WHO Expert 
Committee on Smallpox, 1964), but no at­
tempt was made to define specific criteria for 
eradication. However, in 1967 a meeting of 
the WHO Scientific Group on Smallpox 
Eradication (1968) sp«ified the basic defini• 
tion of, and the criteria for, eradiation. 
Meeting in 1971, with 4 years' experience 
of the Intensified Smallpox Eradication Pro­
gramme., the WHO Expert Committee on 
Smallpox Eradication ( 1972) confirmed both 
the definition and the criteria, although it 
stared them in slightly different terms. 

The definition produced by the Expert 
Committee was subsequently endorsed with· 
out change by the Consultation on the 
Worldwide Certification of Smallpox Eradi• 
cation in 1977 and by successive meetings of 
the Global Commission for the Certification 
of Smallpox Eradication in 1978 and 1979. 
Because they were formulated later, we shall 
use the t 971 definition of the criteria for 
eradication (WHO Expert Committee on 
Smallpox Eradication, 1972) as the basis for 
discussion: 

"Eradication of smallpox is defined as the 
climination of clinical illness caused by variola 
virus. Since smallpox is transferred dir«t from 
man to man in a continuing chain of transmission, 
and since there is no human carrier state of 
epidcmiological impor1ancc and no recognized 
animal rcscrrnir of the diseasc, the abstnce of 
clinically apparent cascs in man may be assumcd to 
signify the abscncc of naturally occurring 
smallpox_ 

"In ordcr 10 be able to confirm the interruption 
of smallpox transmission an effective surveilbncc 
is needed Ml that clinical infections can be dctc-c:tc:d. 
Recent experience indicatcs that, in all countrin 
with a reasonably ctfecth1c sun1cillancc pro­
gramme, rC1idual foci can be dctcctcd within 12 
months of apparcnt interruption. Thus, in coun• 
tries with acti\-c surveillance prognmmn, at lc-ast 
2 )'t·ars should have elapsed after the last known 
case-excluding well-defined and conuincd im· 
porutions-beforc it is considered probable that 
smallpox transmission has been interrupted. 

"Bccausc of the case with which smallpox can be 
transmitted from one country to another, the 
conccpt of 'eradication' can apply onl)' to a 
continent. Thus, although smallpox may be con­
sidcred to hne been eradicated from certain conti­
nents, it cannot )'Ct be said to have been t-radicatcd 
from Africa, Asia, or South AnKrica. 

.. On the basis of epidemiological and tcchniul 
considcrations and the considerable experience 
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acquired so far, the Commlllcc believes Lhac che 
global eud1cauon of smallpox, as defined above, 1s 
pos 1blc." 

Since the foregoing formulatJon of "eradi­
cation" became the basis of the whole certifi­
cation process, se,·eral aspects of it warrant 
comment and explanation. 

DiHase or vrr,11 

In the first paragraph the phrase "Eradica­
tion of smallpox is defined as the elimination 
of clinical illness ... " pro,·ides the mo t im­
portant criterion; this could be used because, 
as already pointed out, there was no animal 
reservoir, subclinical infections were rare and 
epidemiologically unimportant, and latent 
infections did not occur. It was therefore 
log1cal to base a ceruficat1on programme on 
the results of campaigns of act1,·e sur\'eillance, 
which could detect only manifest d1 ea e. It 
would be 1mposs1ble to u e such a criterion for 
diseases such as plague or tuberculosis. 

Furthermore, this criterion took into ac­
count the difference between tnterrupung 
person-to-person tran mission of smallpox 
and supplementing this by the destruction of 
all vanola virus stocks, as ome experts had 
urged. Achie,·ement of the interrupuon of 
human transmission throughout the world 
was a practical and ,·erifiable goal; ensuring 
the destruction of all variola ,·irus stock , t.n

the deep-freeze cabinets of e,·ery laborator}' in 
e,·ery country of the world, was impracticable 
and unenforceable. 

Period of frudo111 from 1mallpox 

In the second paragraph, the stipulation 
that" ... in countries with act i,·e surnillance 
programmes, at least 2 years should ha,·e 
elapsed" before certification could be under­
taken, prO\·ed to be. a conser\'ative but man­
ageable criterion for determining the timing 
of certification acti,·iries, although the choice 
of a period of 2 }'Cars was an arbnrary one. It 
had been adopted b}' the I 967 mceung 
without much discussion, and by 1971 further 
experience of eradication programmes sug­
gestM that it was re2lis1 ic. In a.II countries in 
which WHO-assisted programmn were im­
plemented, the surveillance systems impro,·ed 
greatly during such programmes and, in the 
great majority of countries, no outbreaks of 
smallpox had occurred after transmission was 
thought to have been interrupted. There 
were, howe\'er, a few exceptions. In Brazil, 

Indonesia and Nigeria, outbreaks '\J,·ere d1sco­
,·ered 10-34 weeks after transm1ss1on was 
thought to ha,·e bttn mtcrrupted, but 1n no 
case was the stipulated period of 104 weeks 
even remotely approached. After these inci­
dents, countnes 10 which na11onal crad1ca­
uon programmes were rill in progress 
further strengthened their sun·e11lance sys­
tems. The cffect1\'encss of such S}' terns was 
always enluated by WI 10 b(-fore a dare was 
fixed for the ,·1s1t of an international 
commtss1on. 

In a pracucal sense, the reltab1lny of 
certification wa related to two factors­
namel ,che lapse ofume inceche la tknown 
case and the intensuy of urve11lance. If the 
1ntens1,·e surveillance in operauon during the 
eradication campaign had b(-en maintained 
for 2 year thereafter, rht period was more 
than long enough to Judge whether or not 
eradication of the d1 ease had been ach1e,·ed. 
Where longer period had elap d, a lcs 
ens1u,·e un·e1llance sr tern was uffic1ent to 

detect the serial tran m1 s1on of mallpox 
since many hundred of ca e would need to 
occur to mamtain the chain of rransmt ion. 
Becau e the supply of susceptible sub1ec1s 
would soon be exhau 1ed, mallpox could not 
pers1 t for prolonged period in par�lr 
populated inacccsstble regions; and in town 
and cities, in which the population den ny 
was high enough to support continued trans­
mission, large num\x-r of cases could not go 
unobserved. After erad1cat1on had be:en 
ach1e,·ed in the Indian subcontinent, the 
Smallpox Erad1cauon unit bel!e\"ed that, in 
countries in which actl\-e sun·eillancc had 
been maintaint>d after an energetic erad1ca-
11on campaign had been ucccssfully com­
pleted, the mternl could well be reduced 
from 2 rears to 1. Howe\'er, to make 
assurance doublr sure, It '\J,·as decided to 
adhere to the earlier dec1s1on. 

lmporla//0111 and laboratory-auoaaltd 011/brtales 

The second paragraph of the defin111on of 
eradication excludes "'\J,·ell-defined aod con• 
tamed importations". Apart from importa­
tions by tra,·ellers from endcmJC countries 
into countncs in '\J,'hich 1ransm1 sion had 
been interrupted, as o ccurred in Europe, the 
Amt>ricas, Africa and Asia (see Chapter 23), 
this exclusion was used by the Global Com­
mission as a bam for us decision rt>garding the 
status of the last cases of smalJpox in the 
'\J.'orld. This outbreak, which occurred 1n 
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Birmingham, England, in August-&ptember 
1978, was associated with variola virus being 
used for experimental work in the virology 
laboratory of the Umversity of Birmingham 
(see Chapter 23). The United Kingdom had 
been free of endemic smallpox since 1934, 
although there had been a number of impor­
tations from the Indian subcontinent after 
that date. This e,·ent, like the well-contained 
laboratory-associated outbreak in London in 
1973, was regarded in the same manner as an 
importation into a country that had long been 
free of endemic smallpox. It was a tragic and 
potent reminder of the risks of working with 
nriola virus wtth anything except the stric­
test contamment facilities (see Chapter 30), 
but it was in no way a threat to the eradication 
programme. 

The outbrt>aks in China in the mid-1960s, 
which resulted from the activities of variola­
tors but were not reported to WHO until 
1984 (see Chapter 27), could be regarded in 
the same light as a laboratory-associated 
outbre:1k. 

Eradiratio,1 as a "ronliflmtal" roncepl 

In the third paragraph, the statement that 
"the concept of 'eradication' can apply only to 
a continent" meant that the eradication of 
smallpox should not be certified when the 
endemic disease was absent in a single 
country or even a group of adjacent countries, 
but only on a continental or global basis. The 
practice den•loped of using the terms "inter­
ruption of transmission of smallpox" or 
"elimination of smallpox" to signify the 
achie,·ement of smallpox-free status by indi­
vidual countries. 

In fact, the certification of eradication in an 
entire continent was possible only in the 
Americas. In Asia and Africa it proved 
impracticable to delay national certification 
until smallpox was eradicated throughout 
rhese continents. Thus in Asia, since there had 
not been a recorded importation of smallp<>x 
into Indonesia since 1949, certification was 
arranged in 1974, 2 years after the last 
reported case but before other Asian countries 
were smallpox-free. Certification of eradica­
tion in Africa posed special problems because 
of the persistence of smallpox in Ethiopia 
long after freedom from the disease had been 
achieved in western Africa. Certification 
activities were therefore not started in west­
ern Africa until 1976 and certification in 

other areas was undertaken in stages, both 
because of the shortage of personnel and time 
and because of the differing eradication 
programmes of African countries. 

DEVELOPMENT OF STRA TEGIF.S 
FOR CERTIFICATION 

The occurrence of what was believed co be 
the last case of smallpox in Brazil (and thus in 
the Americas) in April 1971 forced the 
Smallpox Eradication unit to plan immedi­
ately the steps to be taken before eradication 
of smallpox from the Americas (in practice 
from South America) could be certified for 
acceptance b)r the international community, 
in 1973, 2 years after the last case. Two 
operations new to the unit needed to be 
planned and implemented: (1) the collection 
in South America of basic data for the 
assessment of the smallpox status of each 
country; and (2) the selection and mode of 
operation of the international assessment 
team, which in 1973 would examine the 
evidence collected during the preceding 2 
years. The way in which these operations 
developed can best be appreciated by a 
consideration of certification procedures in 3 
areas of the world-South America, Indo­
nesia and western Africa. 

South America 

National preparations 

In 1971 a general plan of work was outlined 
by agreement between WHO Headquarters 
and the Regional Office for the Americas. It 
called for specific reports on the smallpox 
status of all countries in South America ex­
cept Chile, which, because of its geographical 
isolation, was judged to be at only slight risk 
of importations from Brazil or elsewhere, 
following its last case in 1954. WHO staff and 
consultants were assigned to visit the various 
countries, for most of which little informa­
tion had previously been available, and were 
instructed to prepare detailed reports in line 
with requirements specified prior to their 
visits. While these assessments were being 
made, it became apparent that the sur\'eil­
lance systems in some of the countries were 
improving, and the data gathered became 
increasingly valuable as time progressed. S�­
cial programmes were undertaken for the 
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areas of greatest concern�.g .. the Amazon 
basin. 

Because of the paucity of established health 
units in the Amazon basin and the inaccessi­
bility of many of the areas of interest, special 
investigations were undertaken in parts of the 
basin within Bolivia, Colombia, Ecuador, 
Peru and Venezuela. The Brazilian parts of 
the basin were systematically and thoroughly 
searched by smallpox teams working with the 
malaria gervice; these teams progressed sys­
tematically through the entire area, vacci­
nating people wherever they were found and 
inquiring about smallpox. Other measures, 
outlined in Chapter 25, were also taken. 
Because only variola minor had been present 
in South America in rttent decades, pock­
mark surveys would have been of little 
assistance, and none was attempted. 

A muhanim, of inltrnalional aJJtJJmtnl 

Drawing primarily on the precedent of 
assessment of the malaria status of countries 
in which that disease wa.s thought to be 
eradicated, the Smallpox Eradication unit 
proposed that the results of the reports 
provided by national authorities and WHO 
consultants should be evaluated by what came 
to be called an "International Commission for 
the Certification of Smallpox Eradication". 
The tint such commission to be established, 
that for South America, suffered from defects 
in both its composition and its pt>rformance, 
which were largely remedied when the next 
one (for Indonesia) was set up and did not 
recur. In the first place, the Commission for 
South America included several pt>rsons who 
had been involved in the eradication pro­
gramme in South A�ica including as chair­
man, at the insistence of the Brazilian govern­
ment, Dr Alfredo Bica, Secretary of Public 
Health of Brazil and formerly Director of the 
Communicable Diseases Division of the Pan 
American Sanitary Burcsu/WHO Regional 
Office for the Americas. The Smallpox Eradi­
cation unit, for its part, failed to provide a 
detailed plan of act ion for the Commission. As 
a consequence, procedures and records and 
the history of smallpox eradication pro­
grammes in various countries were cumined 
in a rather cunory and supt>rlicial manner. 
Finally, when the Commission framed its 
recommendations, it showed little apprteia­
tion of the significance of the eradication of 
smallpox from the Americas, calling for 
continued routine nccination throughout 

the continent, as before. Fortunatcly for the 
reputation of the Commission, the Smallpox 
Eradication unit and WHO as a whole, 
subsequent history showed that smallpox had 
indeed been eradicated from South America. 

Indonesia 

The last case of smallpox in Indonesia 
occurred on 23 January t 972 Since there was 
no record of a case of smallpox hning been 
introduced from the nearby endemic coun­
tries in Asia since t 949, it was judged 
appropriate to proceed with arrangements to 
certify eradication in Indonesia (as an isolated 
country) in t 974. In the light of the experi­
ence in South America, the methods of 
preparation for urtification and for field 
activities by the members of the International 
Commission were strengthenw. 

National preparations 

Like many other governments, that of 
Indonesia was not enthusiastic about contin­
uing active surveillance after it was believw 
that smallpox had been eliminated and had to 
be persuaded of its importance. Then, suffi­
cient data would need to be collected to satisfy 
the Commission that smallpox had been 
eradicated. Dr Paul Wehrle, an expt>rienced 
smallpox consultant, therefore ,•isited Indo­
nesia in order both to identify weaknesses in 
the surveillance system, and to work with the 
government and WHO advisers to devclop a 
plan which in his opinion would provide such 
data. Subsequently, health staff carried out 
intensive prteerti6cation activities, includ­
ing an active search in high-risk areas and the 
collection of separate written declarations by 
the chiefs of tens of thousands of villages. 
stating that they had searched for smallpox 
throughout the area under their authority and 
had failed to find any cases. 

Two factors which facilitated the prepara­
tions in Indonesia, compared with those in 
South America, v .. ere that pockmark suneys 
were useful because the prevailing variety of 
smallpox had been variola major, and that a 
reward was offered to an)·one reporting a case 
of smallpox. 

St/et/ion of 111t111btrs of tht I nlm111lio11al Co,,,miuio11 

Profiting from the eipt>rience in South 
America, the Smallpox Eradication unit 
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modified the procedure for the sdcction of 
members of the International Commission, 
adopting an approach that was applied in the 
formation of all subsequent commissions. The 
major problem with the constitution of the 
South American Commission v.•as that a 
national of the major country under examin­
ation, Brazil, was appointed chairman. This 
mistake was never repeated, but after a good 
deil of debate Dr Julie Sulianti Saroso, 
Director-General for the Control and Preven­
tion of Communicable Dise2scs in the Indon­
esian Ministry of Heihh, was made a member 
of the Indonesian Commission. Subsequently 
nationals of the country concerned were 
appointed to an international commission 
only in special circumstances-as in India, 
v.•here this was nccr-ssary to enable the Com­
mission to have access to Bhutan. Govern­
ments of neighbouring countries (Australia 
and Malaysia) were asked to nominate repre­
scntath·es, on the grounds that these coun­
tries were most at risk of importations should 
smallpox still be present in Indonesia so 
their nationals might be expected to be 
especially critical of the material presented. In 
general, the Smallpox Eradication unit took 
the view that the certification proc� would 
be best served by the appointment to each 
commission of individuals (whether from 
governments or uniHrsities) respected by 
their own governments so that their opinions 
on smallpox eradication would also be re­
spected. Great care was exercised in the 
appointment of the chairman, and the prece­
dent set in Indonesia, whereby Dr Wehrle 
visited the country during the preparatory 
period and subsequently acted as chairman of 
the International Commission, was followed 
in other countries in which certification was 
of great importance-c.g., Ethiopia and India. 
Afttr eradica1ion had been certified in Indo­
nesia, the Smallpox Eradication unit tried to 
include in each new inttrnational commis­
sion one or two members who had already had 
experience with an earlier commission. 

This Commission and all subsequent com­
missions were askc-d to reach one of two 
conclusions: eithc-r that they were satisfied 
that tradacation had been achievc-d, or that 
they would be satisfied that eradication had 
been achieved if certain specific measures 
were undertaken. At the initial briefing 
.c"ion in Jakarta, the Au5tralian and Malay­
sian members of the Commission were ex­
tremely doubtful whethtr eradication had 
been achieved in Indonesia. One obscrvtd 

that he had recently heird rumours of cases in 
northern Sumatra and the othtr believed that 
cases were almost ctrtainly occurring in the 
slum areas of Jakarta itself. Such scepticism 
v.•as welcomed by the Smallpox Eradication 
unit since, if th(SC members were persuaded 
by the evidence pr(SCnted in the course of the 
activities undertaken by the Commission 
itself, their conclusions would be more con­
vincing to the international community. 

A feature of the work of the Indonesian 
Commission was that Dr Sulianti Saroso, 
speaking as Director-General for the Control 
and Prevc-ntion of Communicable Discasn in 
the Indonesian Ministry of Health, concluded 
her opening remarks at the first session by 
saying that Indonesia was convinced that it 
was free of smallpox. Consequently, she in­
vited members of the Commission to feel fr« 
to "go anywhere, with anyone, and make any 
inquiries" they chose to. This statement was 
honoured and provided an important prece­
dent for other intc-rnational commissions. 

Western Africa 

The last case of smallpox in western Africa 
occurred in Nigeria in May 1970 and United 
States bilateral assistance was terminated in 
1972 At that timt, however, smallpox was 
still tndemic in many other parts of Africa 
and certification was therefore postponro. 
Smallpox was progressh·ely eliminated from 
one African country after another, but the 
stipulation that eradication was a continental 
concept made the Smallpox Eradication unit 
reluctant to undertake certification in Africa. 
Howe,•er, by t 975 endemic smallpox ap­
peared to be limited to the Horn of Africa, and 
it was decided to initiate the certification 
process in the African continent in phased 
groups of countries soas to reduce logistic and 
administrative problems. The epidemiolog­
ical situation in different parts of the African 
continent was nevertheless borne in mind. A 
group of t 5 countries in western Africa was 
ctrtificd tint because transmission had first 
been interrupted there and because they were 
furthest away from the areas in which small­
pox was still endemic. Surveillance had been 
intensive in these countries for 2 years after 
the presumc-d elimination of smallpox, but 
had then very largely declined. Documcnta· 
tion on activitic-s carried out since 1972 was 
comparatively sparse in most countries in the 
region. On the other hand, the long period o f  
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the programme as WHO staff members in the 
regional offices. 

Certification of smallpox eradication was 
not solely a technic.al matter but also involved 
many managerial and political questions. 
Ladnyi, who had acted as WHO intercountry 
smallpox adviser in eastern Africa from 1965 
to 1971, returned to WHO Headquarters in 
1976 as an Assistant Dircctor..(;eneral and 
remained in this post until 1983. In this 
capacity he was able to help to solve some of 
the political problems that inevitably arose 
during the organization of certification 
activities. 

The suppon provided by WHO staff and 
consultants was of two types. First, in a 
country in which an eradication campaign 
had been developed and executed with 1he 
active participation of WHO staff epidemi­
ologists or consultants, some international 
personnel continued to work with national 
staff after eradication in organizing and 
assessing the active searches for unreported 
cases of smallpox, as well as in pockmark 
surveys or in the surveillance of chickenpox 
cases. The last-named activity was carried out 
in a number of countries, being of s�ial 
importance where variola minor had been 
endemic, since this disease rarely left pock­
marks and was readily confused with chicken­
pox. Secondly, in countries of western, central 
and southern Africa, in which the eradication 
campaign had been organized many years 
before certification and in which WHO or 
outside epidemiologists were not invoh•cd in 
continued surveillance, special arrangements 
were made to assign experienced WHO con­
sultants or staff epidemiologists from either 
inside or outside the country to assist the 
health services in prccertification activities. 

In countries from which smallpox had 
recently been eradicated great interest was 
shown in certification, whereas in those in 
which the disease had been eliminated many 
years before, certification was not considered 
by the national health administraton to be of 
high priority. In some countries, national 
health officials who had taken part in the 
national smallpox eradication campaign had 
risen in the local health service hierarchy and 
were important in persuading senior govern­
ment administrators of the importance of 
certification. The assignment of s�ial WHO 
consultants and epidemiologists also helped 
to promote certification activities. 

To persuade governments to mobilize ade­
quate numbers of 5taff to prepare properly for 

Plate 24.l. Joel G. Breman (b. 1 936) wu a medical 
officer with the WHO Smallpox Eradication unit, 
1977-1980, during the most active part of the certl­
f1eation programme, and participated In monkeypox 
surveys in western and central Africa. He also 
worked as an epidemiologist in the eradication 
campaign In western Africa, 1967-1969. 

certification, several approaches were used: 
(1) WHO regional office and Headquarters
staff communicated with countries by letter
or memorandum, emphasizing the impor­
tance of certification if the final achievement
of smallpox eradication was to be accepted by
the world community; (2) further encourage­
ment was provided through coordination
meetings with representatives of the coun­
tries concerned and through visits by staff of
the Smallpox Eradication unit; and (3) WHO
funds were frequently provided to cover fuel
and vehicle repair costs and the living ex­
penses of national surveillance teams.

NATIONAL PREPARATIONS FOR 
CERTIFICATION 

The methodologies employed in national 
preparations for certification (prccertifica­
tion acti\'ities) differed according to the 
variety of smallpox present in the countries 
concerned and whether eradication was fol­
lowed immediately by post-eradication sur· 
veillance and preparation for certification, or 
precertification activities were carried out 
many years after the occurrence of the last 
known case of smallpox. In most cases the 
final product was a "country report" that was 
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assc� by the appropriate international 
commission or the Global Commission. 

The WHO Scientific Group on Smallpox 
Eradication (1968) had pointed out the need 
for an effective surveillance system capable of 
detecting and investigating suspected small­
pox cases in order to demonstrate that small­

pox transmission had been interrupted. Al­
though all countries in which smallpox had 
been endemic continued some form of small­
pox surveillance after the date of onset of 
what they considered to be the last case, its 
intensity differed substantially from country 
to country. In the last countries to be affected 
by smallpox, such as Bangladesh, Ethiopia, 
India and Somalia, the national programmes 
continued active post-eradication surveil­
lance that was even more intensive than 
during the eradication campaign itself. The 
documentation in such countries was more 
complete than that available elsewhere and 
these countries could be visited by interna­
tional commissions just 2 years after they had 
reported their last case. On the other hand, in 
most countries of Africa, special surveillance 
programmes had ceased long before certifica­
tion was undertaken. In all cases, country 
reports covered the following items, which 
arc described mor� fully later: 

(1) a description of the routine reporting
system; 

(2) an account of special active searches,
both in high-risk areas and throughout the 
country, including the methods of assessing 
the quality of the searches; 

(3) the results of pockmark surveys, if
appropriate; 

( 4) a description of chickenpox surveil­
lance, wherever it was undertaken; 

(5) the status of rumour rcgisten, in which
all suspected cases of smallpox were recorded, 
and sometimes also cases with fever and rash; 

(6) a list of specimens sent for laboratory
investigation and the test results; 

(7) an account of the publicity given to the 
need for reporting smallpox cases, the rewards 
offered for finding a case (where appropriate), 
and public awareness of such rewards; 

(8) documentation on other precertifica­
tion activities. 

Effectiveness o( the Routine Reporting 

System 

Each country provided data on the number 
and distribution of health units, including the 

number and types of hospitals, health centres 
or stations and peripheral health units, with 
maps showing their distribution throughout 
the country, and on the regularity and com­
pleteness with which they reported. The 
number of monthly or other periodic reports 
called for was compared with the number 
actually received. Data were also supplied on 
the reporting of cases of chickenpox, especi­
ally those with a fatal outcome. Finally, 
records of the action taken when a suspected 
smallpox case was reported were examined. 
During visits by WHO consultants in pre­
paration for certification, action was taken to 
increase awareness among health personnel of 
the need to report immediately any cases 
where smallpox was suspected. 

Active Searches for Unreported Cases 

In most countries, specially organized mo­
bile teams conducted field surveys in order to 
obtain up-to-date information regarding acti­
vities in connection with smallpox. The teams 
were organized and directed by the national 
smallpox eradication programme (when still 
operative), by those who had been involved 
in the eradication programme during its 
active phase, or by those responsible for the 
communicable diseases programme. 

Special investigations were carried out in 
localities in which the risk of unreported 
smallpox was thought to be greatest. These 
included areas in which the last known 
outbreaks had been notified, those in which 
suspected smallpox cases or chickenpox 
deaths had been reported after the last known 
outbreak of smallpox, and those in which 
health coverage and communications were 
poor. Arns bordering on countries in which 
smallpox had recently been endemic, or in 
which there had been recent extensive popu­
lation movements, were also included. Special 
attention was gi\·en to the villages in which 
the last known cases had occurred. Such 
investigations provided information as to the 
effectiveness of control measures and case 
detcc•ion during the concluding phase of the 
programme in the country. If it was found 
that all cases in an outbreak had been detected 
and containment was utisfactory, this in­
creased confidence in the efficacy of the 
surveillance-<ontainmcnt activities. 

A general survey was usually planned for 
cities, towns, and larger villages, since experi­
ence had shown that, if smallpox had per-
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The Absence o( Evidence is not Evidence o( Absence 

From the beginning of the global eradication programme, steps were taken to encourage 
the submission of all reports of smallpox in any country thought to be free of the disease 
and to investigate all such reports. There had always been serious doubts with smallpox, as 
with cholera, whether the absence of reported cases really meant that the disease was absent 
from the country concerned. Reports of suspected cases of smallpox in non-endemic 
countries had been queried by the Smallpox Eradication unit since the Intensified 
Smallpox Eradication Programme began, in order to determine definitely whether or not 
they were imported cases or whether they represented continuing endemic transmission. 
As the campaign progressed, such reports took on a greater significance and eventually in 
t 978 an international rumour register was established in Geneva (sec Chapter 28). 
Rumours were \"cry important. Thus, although no cases were officially reported from Iran 
after 1963, information that smallpox might be occurring there in 1971 was drawn to the 
attention of WHO by a WHO consultant as well as by a number of international staff 
working with other health agencies. Reports of imported cases in Somalia before t 976 were 
also received from embassies long before being notified officially by the government. 
Similarly, the serious outbreaks which occurred in the Salt Lake refugee camp in West 
lkngal in 1971 were unknown to the government and to WHO until reported by an 
American epidemiologist who had observed cases of smallpox in a television news film 
taken at the camp (sec Chapter t 5). 

sisted in smaller ,·illages or nomadic groups, it 
would ultimately reach the larger population 
centres. The localities to be visited were 
selected so as to include communities with 
health units and primary schools, since these 
attracted people from a large area who might 
report suspected cases. The usual objective 
was to reach a sufficient number of communi­
ties to ensure that at least 20-25% of the 
entire population of the country was co,•ercd 
by the survey. 

In the countries which were the last to 
become free of smallpox-Bangladesh, Ethio­
pia, India, Nepal, Pakistan and Somalia­
country-wide house-to-house searches to

discover possible cases were conducted on 
several occasions. A large number of health 
staff, volunteers and temporarily recruited 
searchers were deployed so that the search 
could be completed within a period of J-4 
weeks. 

Search teams were organized in order to 
obtain information about cases of smallpox 
and chickenpox, actual or rumoured, in pri­
mary schools, health units, markets and other 
places at which people congregated, from 
nomadic and other migratory groups, and on 
some occasions from all households in select­
ed villages or urban areas. Their training 
covered the following aspects: 

(1) The status of smallpox eradication in
the country, including details of the last 
outbreaks, suspected cases, and deaths from 
chickenpox, and an indication of particular 
localities requiring special investigations and 
field surveys. 

(2) The characteristic features whereby
facial pockmarks caused by smallpox could be 
distinguished from scars caused by other 
conditions. In this connection, it was empha­
sized that only persons with facial pockmarks 
caused by smallpox or suspected smallpox 
were to be investigated and the findings 
documented. 

(3) Techniques for the epidemiological
investigation of suspected cases, including 
the collection of specimens for laboratory 
investigation. 

(4) Methods to be used in selecting the
itinerary for field visits and the recording and 
reporting of data. 

�he organiz_atio_n of active searches in 
various countries 1s described in detail in 
subsequent chapters. One universal and im· 
portant feature on which WHO consultants 
and staff preparing for certification insisted, 
however, was that the effectiveness of the 
searchers themselves should be properly as· 
scssed by follow-up staff whose task was to 
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Plate l◄.◄. Facial pockmarks. A: Moderately severe in a Nigerian girl 7 years after an attack of smanpox. 
B: Severe. in an Afghan who had suffered from smallpox many years before. 

evaluate the work done by visiting houses and 
villages selected at random from among those 
previously visited by the search te2ms. S�cial 
assessment teams directed by national pro­
gramme staff were organized for this purpose 
and each month visited up to 10% of the 
places previously visited in the course of the 
searches. 

Pockmark Surveys 

Permanent facial pockmarks were found in 
about 70% of those who survived Asian 
variola major, the rates being slightly lower 
after infection with the somewhat less viru­
lent forms of variola major virus found in 
some parts of Africa. Heavy diff usc facial 
scarring, readily observed at a distance of 5 
metres, was seen on the faces of many victims, 
but others had lesser degrees of scarring that 
could be detected only by close ins�ction. 
Residual pockmarks, which tended to flatten 
out over time, were found less frequently 
among those infected during the first few 
years of life. The presence of 5 or more 
depressed facial scars 2 mm or more in 
diameter at the base was accepted as indicat­
ing a probable previous attack of smallpox 

(see Plate 24.4) and such �rsons were care­
fully interrogated to determine the time of 
occurrence of the illness and its cause. Con­
trary to what might be ex�cted, it was found 
that, as mentioned before, most villagers 
generally remembered precisely when an 
individual had acquired the disease which 
caused the scars. Chickenpox also sometimes 
le2ves residual scars, but it was unusual to find 
5 or more scars on the face. Facial scarring or 
pitting resulting from other causes, such as 
burns and acne and other skin diseases, could 
usually be distinguished by ex�rienced ob­
servers, but these cases too were investigated 
by interrogation and, where possible, by 
review of the medical records. 

Variola minor, which was prevalent in 
Brazil and in several parts of Africa during the 
�riod of the Intensified Smallpox Eradica­
tion Programme, caused far less scarring. A 
careful follow-up study in Somalia Qeiek & 
Hardjotanojo, 1980) showed that 5 or more 
facial pockmarks could be detected in only 
7% of patients seen 1 ye2r after recovery. 
Pockmark surveys were of little use and were 
not carried out in countries such as Brazil, 
Ethiopia and Somalia, in which only variola 
minor had occurred in recent years. A number 
of African countries had ex�rienced both 
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variob major and variola minor and in many 
the pockmark surveys were supplemented by 
surveillance of cases of chickenpox (sec 
below). 

When a pockmarked person was found, the 
dating of his illness became a matt.er of 
importance; if it was more recent than the last 
known case of smallpox, the adequacy of the 
surveillance system was open to question. The 
surveys concentrated on the examination of 
children, as their illnesses were usually more 
recent than those of adults. Failure to find 
pockmarks in any children born since the 
occurrence of the last known case in the 
country provided important evidence that 
transmission of variola major had been 
interrupted 

A widely varying incidence of pockmarks 
was observed in pockmark surveys carried out 
by national teams in 34 African and 5 Asian 
countries. A relatively high incidence was 
found in schoolchildren in some countries, 
particularly where large outbreaks of variola 
major had occurred a few years before trans­
mission had been interrupted. However, 
when the date of illness of each case was 
carefully investigated, no children were 
found whose illness was more recent than the 
last reported case. 

In many countries the members of the 
international commission also carried out 
pockmark surveys during their field visits. 
The prevalence of facial pockmarks which 
they observed was often higher than that 
recorded during the national surveys, since 
they tended to focus on high-risk areas, such 
as those in which the last known cases of 
smallpox had occurred. 

Chickenpox Surveillance 

Where variola minor was prevalent and 
residual pockmarks were uncommon, empha­
sis was placed on the surveillance of chicken­
pox cases, which were sometimes clinically 
confused with smallpox. It was thought that a 
surveillance system sensitive enough to detect 
a large proportion of chickenpox cases would, 
in all likelihood, detect smallpox, if it were 
present. Efforts were made to verify the 
diagnosis of a number of such cases, especially 
those which were severe or fatal, by the 
examination of scabs or vesicular ff uid in the 
laboratories of WHO collaborating centres. 

Both the fixed and the mobile health units 
sought to discover and report chickenpox 

cases. In addition, some countries introduced 
the notification of chickenpox during the 
post-eradication period where previously this 
had not been required. The taking of speci­
mens from at least one case in each outbreak, 
especially if a death had occurred, was re­
quested and specimens were also obtained 
from patients who had not been vaccinated 
against smallpox and those with an extensive 
rash involving the palms and soles. In a few 
countries, a small reward was offered for the 
discovery of the first case of chickenpox in a 
previously unrecognized outbreak. 

Rumour Register 

In 1974, a new device was introduced in 
India-a register in which all cases of small­
pox were recorded, and later all cases of fever 
with rash. It was particularly effective in 
countries in which smallpox was then ende­
mic-namely, certain Asian countries and in 
the Horn of Africa. Rumour registers (Plate 
24.5) were maintained at both national and 
lower levels. At the regional level, health 
officials kept a record of all patients, includ­
ing the full name, age, sex, village or locality, 
presence or absence of a vaccination scar, date, 
and data relevant to the illness. All cases 
entered in the register were investigated by 
qualified personnel. If there was any doubt 
regarding the diagnosis, a consultation was 
sought through the national surveillance 
organization and specimens were collected. 
All the information supplied by the regions 
was recorded in national registers. 

Specimens for Laboratory Diagnosis 

Relatively few specimens were collected 
when smallpox was widespread because the 
diagnosis was usually obvious; if there was 
any doubt, cases were treated as smallpox. As 
the incidence fell to low levels, increasing 
numbers of specimens were taken and, as 
transmission came closer to being interrup­
ted, specimens were collected from each 
suspected case. 

In countries in which variola minor had 
been endemic, preparing for certification 
required the collection of large numbers of 
specimens from patients with chickenpox and 
with other types of fever with rash, and from 
other patients in whom smallpox was sus­
pected. They were sought over a wide gco· 
graphical area and especially in population 

https://v3.camscanner.com/user/download


24. CEllTIFICATION: CONCEPTS, STI.ATEGY AND TACTICS

.. "'"LY 

•-T 
•- S • I 

,...., __ _ 
.,, ....... ,,_, ...... WITM , IV I• •••c ., 

Te 1 ,,..o __ _,_ ,_, �

1 ..................................................... , .. � .... , 
., -··- -.----, _,. ....,_ ... ---- ... __ 

• 
.. 

, ....... ,.... ... --...:. . 
..... ., .......... _ .............. _.......,_. ..... 
--
............... ....,_,. ......__ �----- .. 
.......... ___ _,...., 

� .. -.. ·---·-�---· CJ"•-· 

�- -

.,_ 

--
--

., __
·­
-.. ,
CJ •

,�ltOI -ir..r-
11:n, :> ... ....,et--•• .. -• ... o-ict-- ...., - _., __ .,.

.... - 0- l,C. ..:c ...... - - � - • � - - .. 
_ _._ • .,..,MC.,..----,_0-..,_ 

A 

O<lraalff OP 1101& 
,1..,1•1 -llpoa r,e,Scalloa 

,...,,era-

wo.i,i, NULTN l)lOA•l?,;-Jrt, 
Ol�'HI S.•llre• , ... 1.u1�,. 

Pro1r• ... 

D I ST R IC T MONTHLY REPORT OF FEVER WITH RASH CASES 

1119 

..imtCT ___________ snn ______ _ IOl'Tll ____ llf HU 110 , ___ TO 10 1 ----

IIPOITIIIO orrtcu, ..... __________ _ POSITIDI _____ •• ··----------• _ 

-.., c llPGansr. 

v11n 
,,.c, ""'"'' .... . 
111 •• , ... ,11 ... , 

•u., 

tor.tJ. ,_ CW IPOITIIO UIITS , ___ ,_ 

j =. 

i! 
.: 
'I 

� . 
ii i:. 

id 
'i; � . 
1:c�- .., - .. 

,,._,Lu•i 
..... , ...

! . . !• : :1 
�-

l i
-·

; ., 

-
°""' .. ' o-.a.,.•. 

..,,., .. fttU,�4 . . 

� i 1.· �
. 

! . . ! ! . : :i :i . :
; 1 i ., � ., I 0 --

. 

---+---+---+--II 
----------+---+--+--�,--�--+-t----t--t---t--t---· --------+-----·-

• ------ •--+--+-4--�---t--+-t----+-----1--+--+--+--t--+-+--+---+---+--11
TOTAL - ___ _;;;_...a_..A_-l_-l __ ...... ___ ...... _�_..__._ ..... __ ...__..__..__. __ ..... _...__..__.._ _ _.__�_ ...... 

liOlft --U• • .._,, &Mh• .. IN ••._• .,., • .,.,,.. •• ,.,.,1111w ... 1 •ll•u&• el 
... .,. (lul .. •f lrtaC ...... •f 1N ,.nw re,cna-. •••Uu). 

lft1•t• ft•c .. ,. •h•r 1N h:t ••1 el 9'ftta., •"'• • .. .., ••Ctr.II,,.-,•• S&ate •u OUI••• 

8 

Plate 24.5. forms (rumour registen) used for reporting cases of fever with rash in India. A: At primary

health centres. B: At district offices: the district reporu were consolidated at the sute level on similar forms.

https://v3.camscanner.com/user/download


https://v3.camscanner.com/user/download


https://v3.camscanner.com/user/download


1122 

sooo 

SMALLPOX AND ITS ERADICATION 

0 Positive for variob virus
4 

4280 

4000 766 

.. 

� 

! )000

§.
-

0 
.. 

1' 2000 
E 
::, 

z 
1300 

1000 77 
496 

0 
1972 1978 1979 

Fig. 2◄.1. Number of specimens collected from 
cases of smallpox, suspected smallpox, chickenpox, 
or suspected monkeypox and tested by WHO col­
laborating centres, 1972-1979. 

groups and regions considered most likely to 
harbour smallpox. Specimens were forwarded 
to Geneva and from there sent either to the 
WHO collaborating centre in Atlanta or to 
that in Moscow. The specimens were shipped 
and tested with the least possible delay and 
those given priority were dealt with immedi­
ately, the results being cabled to the field. 

Table 24.1 shows the national origin of 
specimens tested between 1969 and the end of 
1979. The number tested rose from 288 in 
197 4 to over 4200 in 1978 and 1979 (Fig. 
24.1 ). The percentage of specimens in which 
variola virus was found was relatively large 
during the earlier years, but none was positive 
after October 1977. About three-quarters of 
the specimens collected in 1978 and 1979 
came from Ethiopia, Kenya and Somalia, 
which had reported their last cases (of variola 
minor) in 1976 and 1977 and were preparing 
for certification in 1979. Most specimens 
came from cases of chickenpox, the virus of 
which docs not grow on the chorioallantoic 
membrane of the chick embryo. However, 
electron microscopy showed that many of 
them contained herpesvirus particles (vari­
cella virus). 

Publicity Campaigns and Rewards 

Publicity campaigns aimed at encouraging 
people to report suspected cases and inform-

ing them that they would receive a reward if 
any of the cases turned out to be positive had 
been a feature of the eradication campaigns in 
the Indian subcontinent and the Horn of 
Africa and they continued until formal certi­
fication had occurred. In large urban centres, 
use was made of radio, newspapers, and 
television. In smaller villages and remote 
areas, leaflets and posters showing pictures of 
smallpox patients were more frequently used 
Health unit personnel were encouraged to 
inquire about smallpox and other illnesses 
with fever and rash, and mobile teams repeat­
edly visited schools, markets and other places, 
where they informed the public about the 
disease, either in conversation or by loud 
hailer. In se\'eral countries so many posters 
and signs were fixed to walls that the smallpox 
teams were asked to desist because they were 
defacing the buildings. 

The rewards were initially small but were 
gradually increased until they ultimately 
reached the sum of USSt 000, offered by WHO 
in 1978 (Plates 24.6 and 24.7). In their 
contacts with schoolchildren or other �g­
ments of the population, active search teams 
showed the smallpox recognition card, asked 
people what the disease was, when cases had 
last been seen, and whether there were any 
reports or rumours of smallpox or chickenpox 
in the area. The teams also inquired whether 
people knew where to report if they did know 
of such a case and also whether they knew 
about the reward and its value. Since the nlue 
of the reward was changed at intervals, the 
replies provided an indication of how re­
cently information had been received about 
the campaign. 

The reward system was not readily accepted 
in all countries, since some national health 
authorities feared that it would establish a 
precedent with regard to the reporting of 
other diseases, although in fact no evidence of 
this was subsequently found. In western 
Africa, for example, the offering of rewards 
was discussed at the coordination meeting in 
1975, during preparations for certification, 
but was finally rejected. However, rewards 
became an important method of surveillance, 
especially in Asian countries. 

For smallpox transmission to hne contin­
ued without detection when a large propor­
tion of the population knew about the disease 
and the reward appeared highly unlikely. 
Thus, many countries conducted surveys to 
assess what proportion of the population 
knew about smallpox and where to report a 
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Rewards for Reporting Smallpox 

The idea of offering a reward for information on cases that were proved to be smallpox 
originated in Indonesia, following the discovery that information on known smallpox 
cases had been suppressed by local officials because they feared punishment for failure to 
control the disease. It was taken up in most Asian countries in which smallpox was still 
endemic, and in some African countries. The reward was important in several areas of 
India, in which the reporting of cases by a health officer was taken as prima facie evidence 
that the vaccination campaign for which he was responsible had not been sufficiently 
thorough and he was punished for this by transfer or other means. By announcing that a 
reward would be given for reporting a case, the government made it quite clear that it 
wanted cases to be reported. Moreover, if health officers continued to suppress reports, 
lower-level staff anxious to receive the money bypassed them and reported the cases. 

The size of the reward increased as the likelihood of finding a case of smallpox declined. 
The existence of a reward proved to be most effective in two ways: it increased the 
reporting of suspected cases of smallpox and, during active searches, questions aimed at 
discovering whether people knew of the reward proved an excellent method of assessing 
the effectiveness of search teams. 

In April 1978, a coordination meeting was held in Nairobi, Kenya, to discuss 
preparations for the certification of the Horn of Africa. At that time 5 months had elapsed 
without a reported case of smallpox despite continuing surveillance in the Horn of Africa, 
as well as elsewhere in the world. One of the proposals discussed during the meeting was 
that a global WHO reward should be established to promote the reporting of smallpox. 
Reporters covering the meeting enthusiastically supported this idea. As a result of a 
recommendation from this meeting, the Thirty-first World Health Assembly in May 1978, 
in its resolution on smallpox (WHA31.54), requested the Director-General 
" ... to establish a reward of USStOOO for the first person who, in the period preceding final 
certification of global eradication, reports an active c� of smallpox resulting from pcrson-to­
person transmission and confirmed by laboratory tests, in the belief that such a reward will 
strengthen worldwide vigilance for smallpox as well as national surveillance in priority countries". 

Thereafter, the reward was widely publicized through radio, newspapers, television, etc . ., 
and a specially designed poster (Plate 24.7) was distributed to all countries. Immediately 
after the announcement of the award, many suspected cases were reported to WHO 
Headquarters, not only from developing but also from developed countries, including 
France and the USA. All proved to be false alarms. The reward was never collected 

case, or had heard about the reward The 
surveys were often combined with active 
searches for cases of unreported smallpox. In 
the more populous and more recently ende­
mic countries these campaigns reached a very 
high proportion of the people. 

Documentation 

Each country expecting to be visited by a 
commission wH asked by WHO to prepare a 
comprehensive report ("country report") 
containing demographic data, information 
on its notification and surveillance system, a 
description of its smallpox eradication pro­
gramme, information about the most recent 

outbreaks and data on precertification sur­
veillance activities. These reports were sub­
mitted to the international commission at the 
beginning of its visit and provided the basic 
information needed for the planning of its 
field trips. 

OPERATION OF INTERNATIONAL 
COMMl�IONS 

The membership of all the international 
commissions is set out in Annex 24.1 and their 
operation is described in Chapters 25-27. 
General features of the method of selecting 
commission members, as de,·eloped after the 
certification of Indonesia, and their usual 
mode of operation, are outlined belou•. 
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lrllurd coopcratlOft the numbrr ol labor11or-."1 n:111n,n1 ,urola 
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, .................. , .................. ..
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collabo<Otcu" de rOMS, Jcu:nant du "'"' »rrol,quc de dttnurc 
kur1 >tocks ou Jc "'" tran,fcrcr � un a-n1rc collaboratcur. Sur au 
n,o,n, 76 l1borar,,rre1 rd<nr,f,n ,,.., roMS commc dtu:nant du 
"'"' uroohquc d.:puo> r,nqU.:tc c..ndu11C de 197' • 1977 iur tou1 In 
rai• rt c,rconsc,,pr,.,M. '7 a,a,cnl ,olon1a,remcn1 tran,fc,t ou 
dttru,1 leur1 '°"'-ho.'\ • II fin de 1977. l:n 1971, c,nq au1re1 labo­
rar,,,.,., ..., IOIII def Jill d.: .... ,, IOU..hc\, 1011: 

ln,111u10 Adl'fr-, Lutt. �o Pa11lo (Dr«1f) 
laborato,n: na11onal J.: la S.ntt pubhquc, Pan, Cfranu) 
M,crobtoloa.cal RHQ,ch urabCahmcnt, Porton Down, S.hs-
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V11us lnstrtutO S.lud Publiu, Luna CNrou) 
Walter Recd Anny ln1111utc o( •norcll, Wa.iunaron (El/A) 
Ac1 ... llemcn1, ,I ••""' au mo,n, i' labou10,re1 qu1 poHcdcnt du 

vtru, �•rtohquc r T,,J,J,..,,. I J. La Clune "ln&k que plu> d·un labo­
raro,rc de a: pay, llctocnt le , ""' en 1111Ntoon. 

Un atcl1Cr ,u, In "''""''" Jc: 1«ur11c • apphquer clln1 In labo­
ra101rn "'""'''""' d.:, 11ock• de "'"' varoohque ro!wn1 par rOMS 
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toutn In ,-a,,., ... II n 'y aura plu, rn 1980 que quatn: labora101ra 
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''"°' .......... -............. ,o. ......... " ...... 
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Plate 24.6. The Weekly tf)idemloloiicol record was used extensively to promote the certification activities by 
publishing pertinent information. The front page of the Issue for 28 July 1978 announced the offer of a reward 
of USS I 000 for reporting an active case of smallpox and recorded that 39 weeks had passed since the last case 
In the world. The front-page article reported on laboratories that had disposed of their stocks of variola virus: 
such stocks were by then considered the only possible remaining source of Infection. 
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Plate l◄.7. Poster produced by WHO in mid-1978, publiciz.ing the reW3rd of 
USS 1000 for finding a confirmed case of smallpox. 
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Membership 

The timing of the visits to the countries by 
international commissions and their member­
ship were decided by WHO in the course of 
discussions with national health authorities. 
Individuals were selected who would be 
critical in their assessments and whose views 
as experts would be respected both nationally 
and internationally. Some of those selected 
were experts in communicable disease con­
trol, others in virology or health manage­
ment. On each commission, one or two 
members were appointed from the countries 
most at risk of importation of smallpox from 
the country or countries to be certified. As 
time passed a deliberate effort was also made 
to include in the international commissions 
experts from as many different countries as 

possible, so that the nature and extent of the 
efforts made to document the interruption of 
transmission would be widely known. Special 
care was taken in the selection of the chair­
man. Apart from the first international com­
mission, in South America, the chairman was 
not a national of any country under review 
and, after the certification of Indonesia, 
officials from the country concerned were, 
with few exceptions, excluded from the 
international commissions. Exceptions were 
made for the single group of experts who, as 
members of separate international commis­
sions, certified Bangladesh and Burma respec­
tively, by including a Burmese member in the 
commission assessing the adjacent country of 
Bangladesh and a Bangladeshi as a member of 
the commission assessing Burma. In addition, 
a senior Indian military medical officer was 
included in the Indian commission, so that 
visits could be made to areas to which 
foreigners did not have access at that time. 

After the appointment of the Global Com­
mission for the Certification of Smallpox 
Eradication early in 1978, its members served 
as chairmen or members of almost all of the 
international commissions. In this way mem­
bers of the Global Commission became 
familiar with the certification process at the 
country and regional levels. In all, 76 experts 
from 48 countries served on international 
commissions (sec Annex 24. l ). 

Mode o( Operation 

The principal aim of a commission's visit to 
a country was to evaluate the reliability of 
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Plate 24.1. Holger B. Lundbeck (b. 192◄). Director 
of the National Bacterlologiul laboratory, Stock­
holm, participated in several international com­
missions for the certification of smallpox eradication 
and was an Influential member of the Global Com­
mission. He is shown here signing the scroN certifying 
eradication which is reproduced as the frontispiece 
of this book. 

that country's report by interviewing health 
personnel and examining records at both 
central and peripheral levels, so as to ascertain 
whether smallpox transmission had been 
interrupted as claimed. It was recognized that 
no commission could expect to examine even 
a small proportion of the population of a 
country in order to confirm that none had 
smallpox. Moreover, if experts of the right 
calibre were to participate, it was appreciated 
that they would be unable to spend more than 
3-4 weeks away from their normal place of 
work. The objective of an international com­
mission was to assess the quality of the local 
surveillance programme and to determine 
whether cases of smallpox would have been 
detected if transmission had occurred during 
the preceding 2 years. In doing so, commis­
sion members themselves usually carried out 
their own, rather limited surveys. 

In most instances preliminary visits by one 
or two of the commission's members (often 
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the chairman) were arranged by WHO so that 
they could examine the state of the documen­
tation and recommend any additional mea­
sures which they thought were indicated. 

After arrival in the country to be certified, 
the commission usually spent 2-3 days in the 
capital reviewing the country report. If 
several countries were involved, the com­
mission selected a conveniently situated 
capital city for its initial meeting, during 
which it scrutinized all the country reports; it 
then divided up into several groups to visit 
individual countries, and finally reassembled 
to assess the findings and prepare a report. In 
each country, in order to visit as many areas as 
possible, the commissions usually divided 
themselves up into teams consisting of one or 
two members, the areas selected being those 
identified as having the least satisfactory 
documentation or a.s being at unusual risk. 
Members of the commission had both the right 
and the responsibility to decide exactly which 
areas, villages and health units they would visit 
each day. The teams travelled extensively in the 
field for 1-3 weeks before reconvening. 

PROCEDURES FOR GLOBAL 
CERTIFICATION 

By June 1977, international commissions 
had already visited or were preparing to visit 
all the previously endemic countries and 
countries at special risk. However, there were 
other countries in which there was a need to 
determine what measures should be taken in 
order to certify that the transmission of 
smallpox had been interrupted for at least 2 
years. Furthermore, there were several coun­
tries-China, Democratic Kampuchea, Iran, 
Iraq, Madagascar, Namibia, South Africa, 
Southern Rhodesia (Zimbabwe), the Syrian 
Arab Republic, Thailand and Viet Nam-for 
which the staff of the Smallpox Eradication 
unit needed outside advice on how best to deal 
with the situation. Clearly, countries such as 
Madagascar and Thailand would not be 
expected to undertake the same kind of 
preccrtification activities as had been carried 
out in the countries of western Africa, yet 
they could not be ignored. Others, such as 
Democratic Kampuchea, Namibia, South 
Africa and Southern Rhodesia (Zimbabwe), 
were not readily accessible to WHO staff. 

Another important matter was the inter­
national credibility of a claim that smallpox 

had been eradicated throughout the world. 
The problem was that, if the staff of the 
Smallpox Eradication unit themselves were to 
decide as to the data to be provided in 
confirmation of eradication, such a decision 
was open to criticism by government officials 
and health professionals around the world, 
since those responsible for a programme 
obviously have a stake in its success. However 
objective their judgements might be, other 
scientists would be justified in questioning 
that objectivity. 

As has already been pointed out, the 
practical implications of the global eradica­
tion of smallpox were substantial. If the 
World Health Assembly were to accept that 
smallpox had been eradicated, this would 
mean that all preventive measures against the 
disease, including routine vaccination and 
international certificates of smallpox vacci­
nation, could be abandoned. However, it was 
clear that these changes in well-established 
public health practices and the consequent 
financial savings would materialize only if the 
international community confidently ac­
cepted the assertion that smallpox had indeed 
been eradicated, first from countries, regions 
and continents and, finally, from the world. 
To gain such acceptance would not be a 
simple matter, for disbelief in the feasibility of 
smallpox eradication was common through­
out the duration of the Intensified Smallpox 
Eradication Programme. 

Consultation on the Worldwide Certifica­
tion of Smallpox Eradication 

The practical solution to the problems 
described above was to set up a global 
commission of respected scientists which, as 
one of its functions, could advise WHO as to 
what data should be collected, for clearly this 
was a matter of judgement. Eventually, when 
such outside experts were fully satisfied that 
global eradication had been achieved, this 
conclusion would have been reached, not by 
WHO itself or by putting together the reports 
of a series of international commissions each 
dealing with one or  a few countries, but by an 
international group of senior scientists and 
administrators capable of taking a global view 
of the problem. 

To obtain advice on how best to achieve 
the certification of global eradication, the 
Director-General of WHO convened a con­
sultation which was held in Geneva on 11-13 
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- Category I - Formal certification by International commissions of experts visiting the
countries concerned and assessing their smallpox-free status by examining records 
and making field visits to determine whether surveillance activities would have been 
adequate to detect a case of smallpox if one had occurred during the previous 
2 years. 

� Category 2 - Certification by the visit of selected experts to verify and document the 
smallpox incidence since 1960, the last known outbreak and control measures 
employed, and procedures for handling suspected cases. 

D Cate1ory l - Certification throu1h submission of detailed country reports.

D Category 4 - Official statements by countries declaring their smaNpox-free status durin& 
the previous 2 years and signed by government health authorities. 

Fig. H.2. Methodologies used for the certification of smallpox eradication in various categories of countries. 

Octolxr 1977. The participants (Annex 24.2) 
included 17 experts on epidemiology, virol­
ogy and public health administration from 15 
countries: 3 from Africa, 3 from the Ameri­
cas, 4 from Asia, 6 from Europe and 1 from 
Oceania. During the succeeding 2 years, 
most of the participants in the consultation 
served on the Global Commission for the 
Certification of Smallpox Eradication. Docu­
mentation for the meeting had been prepared 
by the staff of the Smallpox Eradication unit, 
and the consultation made important recom­
mendations (WHO/SE/77.98) as to how cer­
tification should proceed so that the stage 
could be reached, as quickly as possible, at 
which it could be certified that smallpox had 
been eradicstcd globally. For this purpose, the 
countries of the world were divided into three 
categories; a fourth was subsequently added 

by the Global Commission (Fig. 24.2). The 
\'arious categories arc discussed below. 

Caltgory I-Formal ttrlifttalio11 by i11/tr11alioNJI 
tommissio11s 

The most stringent assessment was re­
quired in countries in which smallpox was 
endemic at the inception of the Intensified 
Smallpox Eradication Programme in 1967,or 
had become endemic since then. For such 
countries, the consultation recommended 
that the established procedure of formal 
certification by designated international 
commissions should be carried out. In Oct­
ober t 977, when the consultation met, this 
formal certification had already been per­
formed in South America (1973), Indonesia 
(1974), t 5 countries in western Africa (t 976), 
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Afghanistan and Pakistan (1976), 5 countries 
in south�astern Asia (1977) and 9 countries 
in central Africa (1977) (sec Plate 24.11). The 
additional countries scheduled for formal 
certification from November 1977 onwards 
were: 

SoMlh-tasltnt Asia: Bangladesh and Burma 
(scheduled for November-December 1977). 

SoMJh-tasJern Afrita: Malawi, Mozambique, 
the United Republic of Tanzania and Zambia 
(scheduled for March 1978). 

Easltrn-ttnlral Africa: Sudan and Uganda. 
SoMJhern Afrita, groMp I: Angola, Botswana, 

Lesotho and Swaziland. 
SoMJhern Afrita, groMp II: Namibia, South 

Africa and Southern Rhodesia (Zimbabwe). 
Because of political complexities (sec Chapter 
26) it was apparent by 1978 that it would be
both difficult and time-consuming to organ­
ize the certification of these countries by
inurnational commissions. Instead they were
investigued as set out for Category 2 coun­
tries (sec below) and certjfied by the Global
Commission.

The Horn of Afrita and neighbouring tountriu: 
Democratic Yemen, Djibouti, Ethiopia, 
Kenya, Somalia and Y cmen. 

Category 2 - Ctrtifitation by the visit of st/uJtd 
rxperts 

The consultation considered that some 
countries in which smallpox was not endemic 
in 1967 required special consideration, short 
of a visit by an international commission, 
bcc.ausc of the inadequacy of surveillance 
and/or their proximity to areas in which 
smallpox had recently been endemic. For such 
countries, it was suggested that visits by inter­
national experts (subsequently Global Com­
mission members or WHO consultants) 
and/or WHO epidemiologists should be 
arranged during 1978 in order to verif )' and 
document their smallpox eradication status. 
The countries in this category arc discus.\Cd 
below. 

China. Although it was widdy bdicved that 
smallpox transmission had been interrupted 
in China in about 1960, the country did not 
become a member of WHO until 1972. Even 
as late as 1977, little information was available 
to WHO as to what had been achieved, or 
how, or when, except that smallpox had been 
eradicated in China in 1960 or thereabouts. 
Sin« it was the most populous country on 
earth, and one in which smallpox had been 
widespread for over 1800 ye.ars. the consulta-

tion belie,·ed that special investigations were 
needed to assure the international community 
that smallpox was no longer endemic there. 

Iran, Iraq 1111d 11N Syri411 Arab Rtp11blit. 
Although endemic smallpox had bttn eljmin­
ated from these countries in 1963, 1959 and 
1957 rcspccti\'cly. variola major had become 
established again in all of them between 1970 
and 1972. Smallpox was first reintroduced 
into lr�n from Afghanistan_ and subsequently
spread mto Iraq and the Synan Arab Republic 
(sec Chapter 23). Bcausc of the extent and 
duration of the outbreak, the consultation 
suggested that e.ach of these countries should 
be asked to submit a detailed report of its 
surveillance programme and smallpox eradi­
cation activities during at least the past 5 
ye2rs, after which members of the consulta­
tion or its successor, the Global Commission, 
would visit each country to review the 
situation. 

Thailand. Although smallpox had ceased to 
be endemic in Thailand in t 962, the good 
communications with Bangladesh and India 
indicated the need for special evaluation, 
particularly in the border area of Thailand, 
Burma and the Lao People's Democratic 
Republic, which was notoriously inacces.sibk 

Cattgory J-Ctrlrjitalion lhrough S1'b111iuio11 of 
dtlailtd ,01t11lry rt/N)rls 

WHO was requested. by the consultation to
ask certain countries to provide detailed 
reports, including but not limited to data on 
the incidence of smallpox since 1960, an 
account of the last known outbreak and the 
control measures employed, and the method 
of approach to be adopted should a ,uspected 
case of smallpox be found Several countries 
about which detailed information was not 
available to the Global Commission fell into 
this category and are discussed below. 

C11lf S111tt1: Bahr11i11, K1111111il, o,,,an, Qatar, 
S1111di Arabia and tht Uniltd Arab Elllir11tts. 
These countries had been fr« of endemic 
smallpox since 1963 but had experi­
enced sporadic importations up to 1971. The 
Secretariat-Genc-ral for the Ministers of 
Health of the Arab States of the Gulf was 
asked to coordinate the prc-paration of special 
country reports from these Statc-s. 

S011/h-tasl Asi.111 ro11nlriu. Bccau� fighting 
had been going on for so long, detailed 
information was lacking from Democratic 
Kampuchea, the Lao People's Democratic 
Republic and Viet Nam. A special report was 
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also requested from China (Province of 
Taiwan). 

Madagauar. Although the last reported case 
of smallpox in Madagascar occurred in 1934, 
rumours had reached the consultation of 
outbreaks of a disease that might have been 
smallpox. A special report was therefore 
requested. 

Category 4-0.ffidal s/alt1fftll/J by to1111trit1 

In addition to these more stringent require­
ments, it was decided that every country and 
area should provide WHO with a signed 
statement that smallpox had not been present 
in that country or area during at least the 
preceding 2 years. Certification of freedom 
from smallpox by an international commis­
sion was considered to constitute such a 
statement. 

Establishment and Responsibilities of the 
Global Commission 

Finally, the consultation recommended 
that, since smallpox eradication was an unpre­
cedented achievement, it should be promptly 
certified and appropriately recognized. For 
that reason," ... To assist in this effort and to 
provide authoritative endorsement, a for­
mally constituted International Commission 
for the Global Certification of Smallpox 
Eradication (Global Commission) should be 
established by WHO to provide consultative 
assistance and verification of this event" 
(WHO/SE/77.98). Early in 1978 most of the 
participants in the consultation were desig­
nated by the Director-General of WHO as 
constituting the Global Commission for the 
Certification of Smallpox Eradication and at 
the same time a few new members were 
introduced (Annex 24.2; Plate 24.10). 

Fenner, who had been Chairman of the 
consultation, was elected Chairman of the 
Global Commission,and acted in this capacity 
at the meetings in 1978 and 1979 (sec below). 
Dr W. Koinange of Kenya was the Vice­
Chairman at the 1977 consultation and Dr Jan 
Kostrzewskj of Poland was Vice-Chairman at 
both meetings of the Global Commission. 
Arita, as Chief of the Smallpox Eradication 
unit, served as secretary both of the consulta­
tion and of the Global Commission. As lus 
already bttn mentioned, Global Commission 
members were included in almost all of the 11 
international commissions which met in 1978 

DECLARATION 

OF SMALLPOX-FREE STATUS 

TM Cottn,mmt 91 

1 !LA1D 

IKrrty tlrcbrtt t/w M aJr M UJUll,,.11 /w 
«curtttl ill io trrrltorf tlJlria111K pr� twe ,art 

Tllll wt a,r � in __ 1 _·,-:---:-:---­-•-
IN WlTNE.SS THEUOF I lvrr tipd tJw ll«bn· 
don f.r 111llmission to tllll W.rM Ha/tit OrpnizadM 

D-,• R!TIJ.·,·a 
,_ 

, __ ,,... 

/ 

--J.:....=..�-=�,c-.· � � 

Plate 14.t. Officiil nuemenu. like this one from 
keland, were received from 121 countries and terri­
tories declarin& they had not had a cue of snullpox 
for at least 2 years. They were accepted by the 
Global Commission for al countries other than the 
79 where special measures were deemed necessary. 

and t 979 to deal with specific geographical 
areas, an experience which further strength­
ened the assessment by the Global Commis­
sion of the progress of eradication as a whole. 

The Global Commission met in Geneva in 
December t 978 and again in December 1979 
to review certification activities in various 
countries in the four categories defined by the 
consultation and to consider other issues 
relevant to global certification. At the 1979 
meeting, the Global Commission debated and 
approved its final report (World Health 
Organization, 1980), which was submitted to 
the Thirty-third World Health Assembly. 

CHRONOLOGY OF CERTIFICATION 

As has previously been noted, special mea­
sures had to be taken in 79 countries before 
the declaration of global smallpox eradication 
could be made. lktween 1973 and 1979, 
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Plate 24.10. Participants at the meeting of the Global Commission for the Certification of Smallpox Eradi­
cation, 6-9 December 1979. Left to rifht, front row: Yemane Tekeste (Ethiopia), Z. Jeiek (WHO), I. D. Ladnyi 
(WHO). I. Arita (WHO), Z. Islam (WHO), S. E. Woolnough (WHO), C. I. Sands (WHO); second row: 
S. S. Marennlkova (USSR), J. Azurln (Philippines), P. N. Bur1asov (USSR), F. Fenner (Australia), 
J. Kostrzewskl (Poland), D. A. Henderson (USA), W. Kolnan1e (Kenya), Jiang Yutu (China); third row: 
A. I. Gromyko (WHO), R. N. Basu (India), J. M. Aashl (Saudi Arabia), B. A. Rodrl1ues (Brull),
R. Netter (France), J. S. Hoed (Botswana), Kallsa Rud (Zaire), P. N. Shrestha (Nepal), B. C. Duo
(WHO), M. C. de Sou:u (WHO), Zhan1 Ylhao (China), J. Magee (WHO); bode row: G. Meiklejohn (USA),
P. F. Wehrle (USA), J. G. Breman (USA), H.B. Lundbeck (Sweden), K. ·R. Dumbell (United Klncdom),
I. Ta1aya Oapan), A. Derla (Somalia), J. L. Tulloch (WHO), R. N. Evans (WHO), J. F. Wickett (WHO).
The names of the Commission members are In bold type. '

therefore, the status of smallpox in these 
countries was assessed by WHO and by 
independent groups convened by the WHO 
Secretariat (Fig. 24.3). The eradication of 
smallpox in 63 of these countries was certified 
by international commissions; the situation 
in the other 16 (No. 53-64, 66-67 and 78-79) 
was evaluated by other means. 

Of the 79 countries concerned, 3 t had been 
certified by international commissions be­
tween 1973 and t 976 (sec Plate 24.t t ), but 
from t 977 onwards certification activities 
were much accelerated in view of the fact that 
global eradication was imminent. The t 977 
Consultation on the Worldwide Certification 
of Smallpox Eradication and the establish­
ment of a Global Commission substantially 
promoted the prompt completion of these 
activities, since these bodies were a source of 
advice and recommendations. 

In May t 978, when 49 of the 79 countries 
had already been certified, a document en­
titled Mtthodologyfor Preparation of Approprialt 
Dala far lhe [ JO) Co1mlrit1 Remaining lo bt 
Certified Frtt of Smallpox (SME/78.6) was 
prepared by the staff of the Smallpox Eradica­
tion uniL On the basis of experience gained 
with previous certifications, the document set 
out the minimum requirements for the 
countr}' reports, guidelines and standard 
forms for field activities such as pockmark 
surveys and chickenpox surveillance, and 
procedures for the collection and dispatch of 
laboratory specimens. It was distributed to all 
countries still to be certified and proved to be 
extremely useful for both health planners and 
field workers in their preparations for 
certification. 

Despite the existence of many politically 
insecure areas in the late 1970s and the large 

https://v3.camscanner.com/user/download


1132 SMALLPOX AND ITS ERADICATION 

Year of certification by International or Global Commission ( - ::�!
Official sutement of freedom from smallpox received c::J 1978-1979

-1976
- 1977

1978 

1979 

Plate 14.11. Chronological progress of certification in the 79 countries where special measures 
were necessary. All other countries provided an official statement that smallpox had not occurred 
in their country during the preceding 2 years. 

1972 ( I 761 300 refusees)
t) 

Plate 1-1.12. Smallpox eradication, and its certification between 1973 and 1979, were conducted 
when the numbers of refugees in the world were growing constantly. This map shows the country 
of origin of refugees assisted by the Office of the United Nations High Commissioner for 
Refugees in 1972 and in 1982 (the purple shading indicates countries common to both years). 
Although it clearly depicts the magnitude of this distressing problem, it does not show some areas 
in which, before or between those years, the conditions that caused people to become refugees 
also made eradication work particularly difficult - e.g., Nigeria ( 1967-1968), Bangladesh 
(1970 -1971), and the Hom of Africa (1�7◄ -1978). 
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Fig. 2◄.3. Countries requiring special procedures for the ce"ification of snulpox eradication. The year 
when the country ceased to be endemic, the year of the last known cue. and the year and method of certifi­
cation are also shown.
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number of refugees, of whom there were ten 
times more in 1982 than in 1972 (sec Plate 
24.12), certification activities, including field 
visits by outside experts where necessary, 
proceeded surprisingly well, perhaps owing 
to the interest of the international com­
munity in this unprecedented event in the 
history of medicine. 

Certification activities were strongly sup­
ported by a vigorous information campaign. 
From March 1978 to August 1980 a special 
information officer, Mr James Magee, was 
recruited to ensure good communications 
with major media agencies as well as medical 
periodicals. The goal of the information 
campaign was to reach beyond the scientific 
community with the news that: 

(1) the world's last naturally occurring case
of endemic smallpox had been found in 
Somalia on 26 October 1977; 

(2) this was being confirmed globally by
certification procedures involving an inten­
sive search for cases; and 

(3) it was expected that, if all went well, the
target date for the declaration of global 
eradication, 26 October 1979-i.c., 2 years 
after the case in Somalia-would be met. 

The benefits of eradication to the inter­
national community were stressed, including 
the end of the misery caused by this di�sc 
throughout human history and the enormous 
financial savings to the public health sector 
with the universal discontinuation of small­
pox vaccination and associated control 
measures. Those with doubts were 
encouraged to speak out well in advance of 
the final global certification and countries 
were urged to change their legislation on 
smallpox vaccination at an early date. 

The last certification activities by inter­
national commissions took place in October 
t 979 in the Horn of Africa-Djibouti, Ethio­
pia, Kenya, and Somalia, where, as has just 
been mentioned, the world's last case of 
endemic smallpox was discovered in October 
1977. The 4 commissions that visited the 
countries of the Horn of Africa in October 
1979 subsequently met in combined session in 
Nairobi, where they considered the region as a 
whole. On 26 October 1979, exactly 2 years 
af ttr the onset of rash in the last case of 
endemic smallpox in the world, smallpox 
eradication was certified for Africa at a

ceremony in which the Director-General of 
WHO and the directors of the Regional Offices 

Ill 

Plate 24.13. Gordon Meiklejohn (b. 1911 ). Pro­
fessor of Medicine at the University of Colorado, 
Denver, USA. Worked with Dr A. R. Rao in Madras 
in the early 1960s and served as a WHO consulunt 
on smaHpox almost every year from the mid-1960s, 
and for a ful year In 1968-1969. He was a member of 
several lntematlonal commissions for the certification 
of smallpox eradication and was responsible for the 
prepantion of the fint draft of the Final Report of 
the Global Commission. 

for Africa and the Eastern Mediterranean 
participated. 

Certification of the Horn of Africa left only 
2 countries uncertified, China and Demo­
cratic Kampuchea. However, in November 
1979, a report prepared after the visit of a 
WHO team to China became available and the 
smallpox situation in Democratic Kampu­
chea was clarified. On 9 December 1979, at its 
last meeting in Geneva, the Global Commis­
sion agreed to certify smallpox eradication in 
these 2 countries. 

By the end of 1979 all other countries-i.c., 
excluding those visited by the inter­
national commissions or certified by the 
Global Commission on the basis of other 
evidence-had submitted to WHO their 
signed declarations that no cases of smallpox 
had occurred during at least 2 years. The 
requirements for global certification recom­
mended by the 1977 Consultation on the 
Worldwide Certification of Smallpox Eradi­
cation had thus been met. 

DECLARATION OF THE GLOBAL 

ERADICATION OF SMALLPOX 

The ultimate responsibility of the Global 
Commission, once it was satisfied that world-
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,,.. Tblrty•thlrtl World Realth Aa••-ly, OD thlo the Ith tlay or May 1980; 

Mntea co1,oltlued the tlenlo,-nu anti rt1Ylt1 or the alobal prop-­
" •-llpo" netllcatlon lnlthtotl � 11110 in 1'�1 end hteml fled 1lnu 1967; 

1. • IXCUlU SOU:Hm.Y THAT Tll!! IIOlU> AA"D ALL ITS ft:Ol'IZS IIA\'E WOii 
FJUDOM fl� SMALLPOX, 11111CM IIAS A !CST OCYASTATIIIC DlstA.SI Sll[[PIIIC Ill 
lPJlltHlC fOIIH ntaOUQI tlAHT COLl!lnllS Sll'la t.U.U!ST TDC, UAVIIIC DUTIi, 
IUICDMESS Alm DlSFJCl/m'.ll'.11"1' U ITS VIJZ AJilll WK1C11 OIILY A JJl:CA!lt ACX> WAS 
a»IPAJff Ill AfllCA, ASIA MID SO\;'Tll �llCA; 

2. EXPRESSES lTS PUP cunnu TO AU IIATlOSS Al,"D INDIVIDUALS W!10 
COl'lTUBITnD TO na: succrss or nns IIOaL[ Al«) RISTOllC t�AVO\llt; 

3, CAl.U ms lJlll'UC[!lEll"l'[D ACJ!I[V[)l'.1,"T IN TIE HlSTOaY OF P\JJLIC MEALTII 
TO TIit ATTl?ln'IOlf C6' ALL IV,TlONS, WHICH BT 1111:Il COLUCTIYE ACTIOll RAVI 
naD M.t._>l](IND or nns ANC1£1'"T SCOL'lC[ Mm, 1" so DOlNC, IIAYE DEKl!CSnAnD 
IJQI NATIOSS WORltlliC TOGETl«:l lli A CO!ff)!I CAUSZ: MAT n'ltTIIEl KUH>J'I n.ocuss. 

Plate 24.14. Resolution WHA33.3, the formal declaration or the eradication or smallpox, based on 
the report or the Global Commission to the Director-General or WHO. was adopted unanimously 
by the Thirty-third World Health Assembly on 8 May 1980. 
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Pr•• ldtr.t d� t.a ))0:N A.u�ltt­

"'11olc d• I• �aatf 

Oirecte�r rc�ir•l d� 1'0Tg•�1�a:{cft 

eo•.!t•I• t• 11 S1nt6 

Plate 24.15. As the President of the Thirty-third Worid Health Assembly. Dr A-R. A. AI-Awadi, 
and the Oirector-Genenl of WHO, Dr Halfdan Mahler, slcned resolution WHA33.3, the President 
remarked: "While doctors slcn the death certificates of people, today we are ,1,ning the death 
nrt1f1eate of a dlwase". 
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Plate 24.16. The ceremony of the declaration of global eradication of smallpox. on 8 M.ay 1980. during the 
eighth plen.ary meeting of the Thirty-third World Hulth Assembly. A: Dr Frank Fenner (inset). Ch.airman of 
the Glob.al Commission . .addressed the Assembly .and handed to the President the scroll th.at h.ad been signed by 
the members of the Commission (see frontispiece). 8: The President of the Assembly, Dr A-R. A. AI-Aw.adi, 
signing resolution WHA)).), with the Director-General of WHO, Dr H.alfd.an M.ahler. looking on 
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Plata 24.17. Slcnatures of the dele1ates of Member States. from Afghani5tan to Malaysia, appended to resol-ution WHAH.3. 
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wide eradication of smallpox had bttn 
achieved. was to document the reasons for its 
decision in a way that would allow the World 
Health Assembly to declare that smallpox had 
been eradicated. In addition, it was important 
that a post-eradication strategy should be 
planned and machinery developed to imple­
ment it. 

which all members of the Global Commission 
signed a document proclaiming the global 
eradication of smallpox (sec frontispiece). It 
also contained 19 recommendations covering 
all aspects of a post-eradication strategy (sec 
Chapter 28) designed to ensure that all the 
countries of the world could remain confident 
that smallpox had indeed bttn eradicated. 

During 1979, with the help of Dr Gordon 
Meiklcjohn. a WHO consultant, the Smallpox 
Eradication unit drafted a report for consi­
deration by the Global Commission. This was 
re\"iewed in detail by the 12 members of the 
Global Commission present in Nairobi in 
October 1979 (sec Chapter 27), and the 
revised report was the main subject of discus­
sion at the 4-day final meeting of the 
Global Commission in December 1979. The 
final report (World Health Organization, 
1980) outlines the criteria on the basis of 

On 8 May 1980 the Thirty-third World 
Health Assembly reviewed the Global Com­
mission's report and declared that smallpox 
had been eradicated throughout the world. 
There were two resolutions: resolution 
WHA33.3 (sec Plates 24.14-24.16) declared 
that the global eradication of smallpox had 
been achieved and resolution WHA33.4 en­
dorsed the Global Commission's recommen­
dations on policy for the post-eradication era 
(sec Chapter 28). 

ANNEX 24.1. MEMBERSHIP OF INTERNATIONAL COMM1s.5lONS FOR THE 
CERTIFICATION OF SMALLPOX ERADICATION 

The positions held by members at the time of the international commissions give some 
indication of their standing and expertise. Members of the Global Commission who were also 
members of inurnational commissions both before and after the establishment of the Global 
Commission arc indicated by the letters GC in parentheses after their names. 

1. SouTH AMElllCA: 12-25 August 1973 (PAHO document CD22/19)

Dr A. N. Bica 

Dr F. J. C. Cambournac 

Dr E. Echezurla 

Dr J. D. Millar 

Dr R. J. W.ilson 

Secretary of Public Health, Ministry of Health, Rio de 
Janeiro, Brazil (Chair1,1t111) 

Director, Institute of Hygiene and Tropical Medicine, 
Lisbon, Portugal 

Chief, Department of Demography and Epidemiology, 
Ministry of Health, Caracas, Venezuela (Rllpporlt11r) 

Director, State and Community Services Division, Center 
for Disease Control, Atlanta, GA, USA 

Chairman, Connaught Medical Research Laboratories Ltd, 
University of Toronto, Canada 

2. INDONESIA: 15-25 April 1974 (WHO/SE/74.68)

Dr N. Mel(. Bennett 

Dr J. J. Dizon 

Dr J. S. Gill 

Dr S. Kumarapithy 

Specialist Physician and Deputy Superintendent, Fairfield 
Hospital, Melbourne, Australia 

Chief of Disease Intelligence, Disease Intelligence Centre, 
Dcpirtment of Health, Manila, Philippines 

Assistant Director, Health and Epidemiology, Ministry of 
Health, Kuala Lumpur, Malaysia ( Rapporlt11r) 

Senior Registrar, Quarantine and Epidemiology, Environ-· 
mental Public Health Division, Ministry of Environ­
ment, Singapore 
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Dr J. Sulianti Saroso 

Dr I. Tagaya (cc) 

Dr P. F. Wehrle (cc) 

Director-General for the Control and Prevention of Com­
municable Diseases, Ministry of Health, Jakarta, 
Indonesia 

Director, Department of Enteroviruscs, National Institute 
of Health, Tokyo, Japan 

Hastings Professor of Pediatrics, Los Angeles County­
University of Southern California Medical Center, Los
Angeles, CA, USA (Chair111a11) 

3. WESTERN AFRICA: 23 March-IS April 1976 (AFR/Smallpox/SO)
Countries included: Benin, Cote d'Ivoire, Gambia, Ghana, Guinea-Bisuu, Liberia, Mali,
.Mauritania, Niger, Nigeria, Senegal, Sierra Leone, Togo and Upper Volta (Burkina Faso).

Dr S. Bedaya-Ngaro Inspector General of Health Services, Bangui, Central 
African Republic 

Dr W. Koinange (cc) Director, Division of Communicable Disease Control, 
Ministry of Health, Nairobi, Kenya (Chair111a11, Abidjan) 

Dr I. D. Ladnyi Chief, Central Board of Quarantinable Diseases, Ministry of 
Health, Moscow, USSR 

Dr Lekie Botee Director-General, Department of Public Health, Kinshasa, 
Zaire (Chairma11, Brazzaville) 

Dr R. etter (cc) Director-General, ational Health Laboratory, Paris, 
France 

Dr M. I. D. Sharma Director (retired), ational Institute of Communicable 
Diseases, New Delhi, India 

Dr P. F. Wehrle (cc) Hastings Professor of Pediatrics, Los Angeles County-
University of Southern California Medical Center, Los 
Angeles, CA, USA ( Rapporlt11r) 

4. AFGHANISTAN: 22-29 No,,ember t 976 (WHO/SE/77.89)
and 

5. PAKISTAN: 6-18 December 1976 (WHO/SE/77.90)

Dr H. S. Bedson 

Dr N. Mel<. Bennett 

Dr A. I. Idris 

Dr G. Meiklejohn 

Dr N. Kumara Rai 

Dr P. N. Shrcstha (cc) 

Professor of Medical Microbiology, University of Bir­
mingham, Mrdical School, Birmingham, England 

Specialist Physician and Deputy Superintendent, Fairfield 
Hospital, Melbourne, Australia 

Director-General, Epidemiology, Ministry of Health, Khar­
toum, Sudan (Chair111a11, Pakistan) 

Professor of Medicine, University of Colorado Medical 
Center, Denver, CO, USA ( Rapporlt11r, Afghanistan and 
Pakistan) 

Director, Planning Department, Directorate General for 
Communicable Disease Control, Ministry of Health, 
Jakarta, Indonesia 

Chief, Smallpox Eradication Project, Dcpartment of Health 
Scn•iccs, Kathmandu, Nepal (Chair111a11, Afghanistan) 

6. CENTRAL AFRICA: 6-30 June 1977 (AFR/Smallpox/86)
Countries included: Burundi, Cameroon, Central African Republic, Chad, Congo,
Equatorial Guinea, Gabon, Rwanda and Zaire.

Dr P. Agbodjan Chief, Major Endemic Diseases Service, General Directorate 
for Health, Lome, Togo 

Dr J. G. Breman Epidemic Intelligence Officer (Michigan Dcpartment of 
Public Health), Bureau of Epidemiology, Center for 
Disease Control, Atlanta, GA, USA 
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Dr E. Coffi 

Dr F. Dckking 

Dr A. K. M'Baye 

Dr R. Netter (cc) 

Dr M. Yckpc 

SMALLPOX AND ITS EllADICATION 

Director, Institute of Hygiene, Ministry of Public Health, 
Abidjan, Cote d'Ivoire 

Health Science Laboratory, University of Amsterdam, 
Netherlands 

Chief Medical Officer, Major Endemic Diseases Service, and 
Deputy Director of Public Health, Dakar, Senegal 
( Ch"i,1111111) 

Director-General, National Health Laboratory, Paris, 
France ( R.4pporlt11r) 

Chief, Communicable Discases Service, Ministry of Public 
Health, Cotonou, lknin 

7. INDIA: 4-23 April 1977 (SEA/Smallpox/78)
NEPAL: 4-13 April 1977 (SEA/Smallpox/80)
BHUTAN: 28 March-1 April 1977; 22 April 1977 (SEA/Smallpox/80)

India and Bh11tan
Dr J. lervenka 

Dr W. A. B. de Silva 

Dr F. Fenner (Ge) 

Dr H. Flamm 
Lt.-Gen. R. S. Hoon 

Dr T. Kitamura 

Dr W. Koinange (cc) 

Dr J. Kostrzewski (cc) 

Dr H.B. Lundbeck (cc) 

Dr A. M. Mustaqul Huq 

Dr D. M. Mackay 

Dr M. F. Polak 

Dr R. Roashan 

Dr D. J. Scncer 
Dr U Thein Nyunt 

Dr V. M. Zhdanov 

Ntpal 
Dr T. Ki,amura 

Dr J. Kostrzew,ki (cc)

Dr D. M. Mackay 

Chief (Epidemiology), Institute of Epidemiology and Micro­
biology, Bratislava, Czechoslovakia 

Deputy Director (Planning), Ministry of Health, Colombo, 
Sri Lanka 

Director, Centre for Resource and Environmental Studies, 
The Australian National University, Can�rra, Australia 
( R.4ppor/e11r) 

Institute of Hygiene, University of Vienna, Austria 
Director-General, Armed Forces Medical Services, New 

Delhi, India 
Chief, Division of Poxviruses, National Institute of Health, 

Tokyo, Japan 
Director, Division of Communicable Disease Control, 

Ministry of Health, Nairobi, Kenya 
Secretary, Medical Section, Polish Academy of Sciences, 

Warsaw, Poland (Ch11ir111'111) 
Director, National Bacteriological Laboratory, Stockholm, 

Sweden 
Director of Health Services (Preventive), Ministry of 

Health, Dhaka, Bangladesh 
Ross Institute of Tropical Hygiene, London School of 

Hygiene and Tropical Medicine, London, England 
Scientific Officer, Faculty of Medicine, Catholic University, 

Nijmegen, Netherlands 
President, Foreign Relations Department, Ministry of 

Public Health, Kabul, Afghanistan 
Director, Center for Disease Control, Atlanta, GA, USA 
Director, Disease Control, Ministry of Health, Rangoon, 

Burma 
Director, Institute of Virology, Academy of Medical 

Sciences, Moscow, USSR 

Chief, Division of Pox viruses, National Institute of Health, 
Tokyo, Japan 

Secretary, Medical Section, Polish Academy of Sciences, 
Wanaw, Poland (Chairmafl) 

Ross Institute of Tropical Hygit"ne, London School o f  
Hygiene and Tropical Medicine, London, England 
( Rllppor/t11r) 
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8. Buuu: 21-30 November 1977 (SEA/Smallpox/83)

Dr S. Jatanascn Director, Division of Epidemiology, Ministry of Public 
Health, Bangkok, Thailand 

Dr A. D. Langmuir 

Dr C. Lcrche 
Dr H. von Magnus 

Dr A. M. Mustaqul Huq 

Dr I. F. Setiady 

Dr M. I. D. Sharma 
Dr P. N. Shrcstha (cc) 

Dr U Thein Nyunt 

Professor, Harvard University Medical School, Department 
of Preventive and Social Medicine, Boston, MA, USA 
(Surtl11ry) 

Director, National Institute of Public Health, Oslo, Norway 
Head, Department of Epidemiology, State Serum Institute, 

Copenhagen, Denmark ( Rllpporlt11r) 
Director of Health Services (Preventive), Ministry of 

Health, Dhaka, Bangladesh 
Director, Epidemiology and Quarantine, .Ministry of 

Health, Jakarta, Indonesia (Chair,,,1111) 
Emeritus Medical Scientist, New Delhi, India 
Chief, Smallpox Eradication Project, Department of Health 

Services, Kathmandu, Nepal 
Director, Disease Control, Ministry of Health, Rangoon, 

Burma 

9. BANGLADESH: 1-14 December 1977 (SEA/Smallpox/84)

Dr S. Jatanascn 

Dr A. D. Langmuir 

Dr C. Lcrche 
Dr H. von Magnus 

Dr A. M. Mustaqul Huq 

Dr I. F. Setiady 

Dr M. I. D. Sharma 
Dr P. N. Shrestha (cc) 

Dr U Thein Nyunt 

Director, Division of Epidemiology, Ministry of Public 
Health, Bangkok, Thailand 

Professor, Harvard University Medical School, Department 
of Preventive and Social Medicine, Boston, MA, USA 
( Chllir"'"") 

Director, National Institute of Public Health, Oslo, Norway 
Head, Department of Epidemiology, State Serum Institute, 

Copenhagen, Denmark ( Rllpporlt11r) 
Director of Health Services (Preventive), Ministry of 

Health, Dhaka, Bangladesh 
Director, Epidemiology and Quarantine, Ministry of 

Health, Jakarta, Indonesia 
Emeritus Medical Scientist, New Delhi, India 
Chief, Smallpox Eradication Project, Department of Health 

Services, Kathmandu, Nepal 
Director, Disease Control, Ministry of Health, Rangoon, 

Burma 

10. MALAWI, MozA).fBIQUE, UNITED REPUBLIC OP TANZANIA and ZAMBIA: 6-29 March 1978
(AFR/Smallpox/87)

Dr M. Davies 

Dr Z. M. Dlamini 

Dr J. A. Espmark 

Dr F. Fenner {cc) 

Dr J. S. Mocti (cc) 

Chief Medical Officer, Ministry of Health, Freetown, Sierra 
Leone 

Senior Medical Officer of Health, Ministry of Health, 
Mbabane, Swaziland 

Department of Virology, State Laboratory of Biology, 
Stockholm, Sweden 

Director, C.Cntre for Resource and Environmental Studies, 
The Austnlian Nadonal University, Canberra, Australia 
( Rllpportntr) 

Director of Medical Services, Ministry of Health, Gaborone, 
Bouwana (Ch11ir1111111) 

https://v3.camscanner.com/user/download


11-44 
SMALLPOX AND ITS ERADICATION 

tt. luQ: 5-15 October 1978 (WHO/SE/78.127) 
and 

12. SYRIAN ARAB REPUBLIC: 15-22 October 1978 (WHO/SE/78.126)

Dr R. Netter ( cc) 

Dr M. Chamsa 

Director-General, National Health Laboratory, Paris, 
France (Chair111afl) 

Assistant Director, Organization of Medical Services, Red

Lion and Sun Society of Iran, Teheran, Iran 

13. UGANDA: 11-27 October t 978 (AFR/Smallpox/88)

Dr A. Deria (cc) 

Dr Kalisa Ruti (cc) 

Dr Y. P. Rikushin 

Director, Department of Public Health, Ministry of Health, 
Mogadishu, Somalia (Chairman) 

Medical Director, Expanded Programme on Immuniza­
tion, Department of Public Health, Kinshasa, Zaire

( Rapporle11r) 
Chief, Department of Epidemiology, Pasteur Institute, 

Leningrad, USSR 

14. SuDAN: 15-29 ovember 1978 (WHO/SE/79.134)

Dr A. M. Fergany 
Dr W. Koinange (cc) 

Dr C. Lerche 

Dr S.S. Marennikova (cc) 

Dr G. Meiklejohn 

Dr D. A. Robinson 

Ato Yemane Tekeste 

Adviser, Ministry of Health, Oman (Chairman) 
Chief Deputy Director of Medical Services, Ministry of

Health, Nairobi, Kenya 
Director, National Institute of Public Health, Oslo, Norway 

( Vice-Chairman) 
Chief, Laboratory of Smallpox Prophylaxis, Moscow Re­

search Institute for Viral Preparations, Moscow, USSR

Professor of Medicine, University of Colorado Medical

Center, Denver, CO, USA ( &pporle11r) 
Community Physician, Communicable Disease Surveillance 

Centre, London, England 
Project Manager, Smallpox Eradication Programme, 

Addis Abeba, Ethiopia 

t 5. ANGOLA: 5-16 February 1979 (AFR/Smallpox/89) 

Dr Kalisa Ruti (cc) Medical Director, Expanded Programme on Immunization, 
Department of Public Health, Kinshasa, Zaire ( Co­

Rapporlt11r) 
Dr Bichat A. Rodrigues (cc) Regional Coordinator for the South-East Region, Ministry 

of Health, Brasilia, Brazil (Chairman) 
Dr Cabral A. J. Rodrigues National Director of Preventive Medicine, Secretariat for 

International Cooperation, Maputo, Mozambique ( Co­

Rapporlt11r) 

16. BoTSWANA, LESOTHO AND SWAZILAND: 5-23 March 1979 (AFR/Smallpox/90)

Dr D. Chilemba Chief Medical Officer, Ministry of Health, Lilongwe, 
Malawi 

Dr A. Deria (cc) Director, Department of Public Health, Ministry of Health,
Mogadishu, Somalia 

Dr P. E. M. Fine Ross Institute of Tropical Hygiene, London School of

Hygiene and Tropical Medicine, London, England 
Dr W. Koinange (cc) Chief Deputy Director of Medical Services, Ministry of

Health, Nairobi, Kenya (Chairman) 
Dr G. Meiklejohn Professor of Medicine, University of Colorado Medical

Center, Denver, CO, USA ( Rapporle11r) 
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Dr E. A. Smith 

Dr I. Tagaya (cc) 

Director of Medical Services, Federal Ministry of Health, 
Lagos, Nigeria 

Director, Department of Enteroviruses, ational Institute 
of Health, Tokyo, Japan 

17. DEMOCRATIC YEMEN: 3-11 June 1979 (WHO/SE/79.140)

Dr F. Jurji 

Dr T. Kitamura 

Dr V. Sery 

Director of Epidemiology and Quarantine, Directorate 
General of Preventive Medicine, .Ministry of Health, 
Baghdad, Iraq 

Chief, Division of Poxviruses, National Institute of Health, 
Tokyo, Japan (Chairman) 

Chief, Department of Tropical Diseases, Postgraduate 
School of Medicine, Prague, Czechoslovakia 

18. YEMEN: 2-10 June 1979 (WHO/SE/79.139)

Dr J. M. Aashi (cc) 

Dr T. J. Geffen 

Dr R. etter (cc) 

Assistant Director-General of Preventive Medicine, Minis­
try of Health, Riyadh, Saudi Arabia (Co-Chairman) 

Director, Communicable Diseases Division, Department 
of Health and Social Security, London, England 
( Rapporlt11r) 

Director-General, ational Health Laboratory, Paris, 
France (Co-Chairman) 

19. DJIBOUTI: 9-18 October 1979 (WHO/SE/79.147)

Dr . C. Grasser Epidemiologist, Douvaine, France; formerly Regional Ad-
viser for Smallpox Eradication in the WHO Regional 
Office for South-East Asia, ew Delhi, India 
( &pporlt11r) 

Dr T. acef Director, Department of Preventive and Social Medicine, 
Ministry of Public Heahh, Tunis, Tunisia 

Dr R. etter (cc) Director-General, National Health Laboratory, Paris, 
France (Chairman) 

20. ETHIOPIA: Preliminary visit: 3-18 April 1979; final vim: 1-19 October 1979
(WHO/SE/79.148)

Dr R. N. Basu (cc) 

Dr Z. M. Dlamini 

Dr K. R. Dumbell (cc) 

Dr J. Kosuzewski (cc) 

Dr H. B. Lundbeck (cc) 

Dr T. Olakowski 

Dr N. A. Ward 

Final vis ii : 1-19 Otlobtr 
Dr K. R. Dumbell (cc) 

1979 

Dr D. A. Henderson (cc) 

Assistant Director-General of Health Services, Directorate 
General of Health Services, New Delhi, India 

Director of Medical Services, Ministry of Health, Mbabane, 
Swaziland 

Head, Department of Virology, The Wright-Fleming 
Institute of Microbiology, St Mary's Hospital Medical 
School, London, England 

Secretary, Medical Section, Polish Academy of Sciences, 
Warsaw, Poland 

Director, National Bacteriological Laboratory, Stockholm, 
Sweden 

Deputy Director, National Tuberculosis Institute, Warsaw, 
Poland 

Save the Children Fund, London, England 

Head, Department of Virology, The Wright-Fleming 
Institute of Microbiology, St Mary's Hospital Medical 
School, London, England ( Rapporlt11r) 

Dean, School of Hygiene and Public Health, The Johns 
Hopkins University, Baltimore, MD, USA (RapporltNr) 
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Dr J. Koscrzcwsk1 (cc) 

Dr I. 1oormahommed 

Dr D. A. Robinson 

Dr A. A. Stroganov 

SMALLPOX A 'D ITS ERADICATIO, 

Secretary, Medical Sectton, Polish Academy of Sciences, 
Warsaw, Poland 

Deputy ational Director of Preventive Medicine, Ministry 
of Health, Maputo, Mozambique 

Epidemiologist, Communicable Disease Surveillance 
Centre, London, England 

Assistant Professor, Central Institute for Advanced Medical 
Training, Communicable Disease Department, Moscow, 
USSR 

21. KE YA: 1-19 October 1979 (WHO/SE/79.149)

Dr R. . Basu (cc) Assistant Director-General of Health Services, Directorate 
General of Health Services, ew Delhi, India ( Coair.11Ta11) 

Dr Kalisa Ruti (cc} Medical Director, Expanded Programme on Immunization, 
Department of Public Health, Kinshasa, Zaire 

Dr S.S. farennikova (cc) Chief, Laboratory of Smallpox Prophylaxis, Moscow Re-
search Institute for Viral Preparations, Moscow, USSR 

Dr G. Me1klejohn Professor of Medicine, University of Colorado Medical 
Center, Denver, CO, USA ( Rdpporlt11r) 

Dr J. S. Moett (cc) Senior Medical Officer of Health, Ministry of Health, 
Gaborone, Botswana 

22. OMALJA: 1-21 October 1979 (WHO/SE/79.146)

Dr J. L Aashi (cc) 

Dr Z. 1'1. Dlam1n1 

Dr T. J. Geffen 

Dr H. 8. Lundbeck (cc) 

Dr J. D. Millar 

Dr P. . Shrestha (cc) 

Assistant Director-General of Preventive i'vledicine, Minis­
try of Health, Riyadh, Saudi Arabia 

Director of Medical Services, Ministry of Health, Mbabane, 
Swaziland 

Director, Communicable Diseases Division, Department o f  
Health and Social Security, London, England 
( Rapporlt11r) 

Director, National Bacteriological Laboratory, Stockholm, 
Sweden (Chairman) 

Assistant Director for Public Health Practice, Center for 
Disease Control, Atlanta, GA, USA 

Chief, Planning Division, Tribhuvan University Institute o f  
Medicine, Kathmandu, Nepal 

ANNEX 24.2. PARTICIPANTS IN THE CONSULTATION ON 
WORLDWIDE CERTIFICATION OF SMALLPOX ERADICATION 

MEMBERS OF THE GLOBAL COMMISSION 

THE 
AND 

The numbers in parentheses have the following significance: 
(1) participated in the 1977 Consultation;
(2) a1tended the 1978 meeting of the Global Commission;
(3) attended the 1979 meeting of the Global Commission.

Participants in the Consultation and Members of the Global Commission 

Dr J. M. Aashi (1, 2, 3) 

Dr J. Azurin (1, 2, 3) 

Dr R. N. Basu (1, 2, 3) 

Assistant Director-General of Preventive Medicine, Minis­
try of Health, Riyadh, Saudi Arabia 

Under-Secretary of Health, Department of Health, Manila, 
Philippines 

Assistant Director-General of Health Services, Directorate 
General of Health Services, New Delhi, India 
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Dr P. N. Burgasov (2, 3) 
Dr H. Corral (1) 
Dr A. Deria (1, 2, 3) 

Or K. R. Oumbcll (1, 2, 3) 

Dr F. Fenner (1, 2, 3; Chairman: 
1, 2, 3) 

Dr D. A. Henderson (1, 2, 3) 

Dr Kalisa Ruti (3) 

Dr J. Kilgour ( 1) 

Dr W. Koinange (1, 2, 3; Vice• 
Chairman: 1) 

Dr J. Kostrzcwski (1, 2, 3; Vice-
Chairman: 2, 3) 

Dr H.B. Lundbeck (1, 2, 3) 

Dr S.S. Marennikova (1, 2, 3) 

Dr J. S. Mocti (1, 2, 3) 

Dr C .Mofidi (1, 2) 
Dr R. Netter (1, 2, 3) 

Dr Bichat A. Rodrigues (3) 

Dr P. N. Shrcstha (2, 3) 

Dr I. Tagaya (2, 3) 

Dr P. F. Wehrle (t, 2, 3; 
Rapporteur: 1, 2, 3) 

Dr Zhang Yihao (3) 

Dr H.,Corral (1) 
Dr W. H. Focge (2) 
Dr T. J. Gcffen (2) 

Dr N. C Grassct (2) 
Dr Jiang Yu-tu (3) 
Dr G. Mciklejohn (2, 3) 

Dr W. Nicol (2) 
Dr A. G. Rangaraj (2) 
Dr Parviz Rezai (2) 

Ato Yemane Tekesrc (2, 3) 

Deputy .Minister of Health, Moscow, USSR 
Dircctor-General, Ministry of Health, Quito, Ecuador 
Director, Dcpartment of Public Health, Ministry of Public 

I lealth, Mogadishu, Somalia 
Head, Department of Virology, The Wright-Fleming 

Institute of Microbiology, St Mary's Hospital Medical 
School, London, England 

Director, Centre for Resource and Environmental Studies, 
The Australian National University, Canberra, Australia 

Dean, School of Hygiene and Public Health, The Johns 
Hopkins UniHrsity, Baltimore, MD, USA 

Medical Director, Expanded Programme on Immunization, 
Kinshasa, Zaire 

I lead, International Health Division, Department of Health 
and Social Security, London, England 

Director, Division of Communicable Disease Control, 
Ministry of Health, Nairobi, Kenya 

Secretary, Medical Section, Polish Academy of Sciences, 
Warsaw, Poland 

Director, National Bacteriological Laboratory, Stockholm, 
Sweden 

Chief, Laboratory of Smallpox Prophylaxis, Moscow Re­
search Institute for Viral Preparations, Moscow, USSR 

Senior Medical Officer of Health, Ministry of Health, 
Gaborone, Botswana 

Minister of Higher Education and Science, Tehcran, Iran 
Director-General, National Health Laboratory, Paris, 

France 
Executive Secretary, ational Council of Health, Brasilia, 

Brazil 
Chief, Planning Division, Tribhuvan University Institute of 

Medicine, Kathmandu, Nepal 
Director, Department of Enteroviruses, National Institute 

of Health, Tokyo, Japan 
Hastings Professor of Pediatrics, Los Angeles County­

University of Southern California Medical Center, Los 
Angeles, CA, USA 

Deputy Director, National Scrum and Vaccine Institute, 
Beijing, China 

WHO Advisers 

Director-General, Ministry of Health, Quito, Ecuador 
Director, Center for Disease Control, Atlanta, GA, USA 
Director, Communicable Diseases Division, Department of 

Health and Social Security, London, England 
Epidemiologist, Douvaine, France 
Military Academy of Medical Sciences, Beijing, China 
Professor of Medicine, University of Colorado Medical 

Center, Denver, CO, USA 
Area Medical Officer, Birmingham, England 
Epidemiologist, Nilgiris District, Madras, India 
Deputy Director-General, Communicable Diseases Control 

and Malaria Eradication, Ministry of Health and Welfare, 
Teheran, Iran 

Programme Manager, Smallpox Eradication Programme, 
Addis Abeba, Ethiopia 
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WHO Regional Office Staff 

Ajrita: 
Dr A. H. Abou-Gareeb (3), Director, Disease Prevention and Control, Brazzaville, Congo 
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