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INTRODUCTION 

By June 1977 international commissions 
had already visited or were preparing to visit 
all the previously endemic countries and 
countries at special risk. However, as has been 
explained in Chapter 24, 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 in other countries, in several of which 

1195' 

the staff of the WHO Smallpox Eradication 
Programme needed outside advice on how 
best to deal with the situation. In addition, 
advice on whether global eradication could be 
certified needed to be. and to be seen to be. 
independent of the special interests of WHO 
personnel who were intimately involved in 
the global eradication programme. 

These problems could be solved by estab­

lishing a global commission of respected 
scientists which, as one of its functions, would 
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1196 SMALLPOX AND ITS ERADICATION 

advise the staff of the WHO Smallpox Eradi­
cation unit as to what data should be collect­
ed, for clearly this was a matter of judgement. 
Eventually, when these experts were fully 
satisfied that global eradication had been 
achieved, this conclusion would have bttn 
reached, not by WHO itself, or on the basis 
of 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. For this 
reason, the Consultation on the Worldwide 
Ccrtific.ation of Smallpox Eradication was set 
up in October 1977 and subsequently con­
verted into the Global Commission for the 
Certification of Smallpox Eradication. This 
chapter and the next deal with activities 
undertaken at the suggestion of the Consulta­
tion and the Global Commission throughout 
1978 and 1979; it was hoped that these would 
provide data on which the Global Com­
mission could ultimately base its opinion that 
the transmission of smallpox had been inter­
rupted everywhere in the world. 

In this chapter, various operations carried 
out in 29 countries situated in widely separ­
ated parts of Africa and Asia (Fig. 26.1) arc 
described. Not all were certified by formal 
international commissions such as those re­
ferred to in Chapter 25; other procedures-a 
visit by a WHO-designated expert or consul-

[J Certification by International Commissk>n 
O Certification by other mechods 

C, 

fl&. 26.1. The 19 countries of Asia and Africa (in­
dudin1 Lesotho and Swaziland) In which certification 
was carried out In 1978 or 1979 by International 
commlss6ons, by visits by a WHO-4esl,nated expert 
or by the provision of a deuiled country report (see 
Fis. 16.l). 

tant and subsequent report, or the provision 
of a detailed country report-had to be used 
for some countries (Fig. 26.2). 

In Africa, by mid-1977, formal certifica­
tion had been successfully completed in 24 
countries in western and central Africa 
(Chapter 25). At that time, smallpox was still 
occurring in Somalia, so that certification of 
the Horn of Africa lay in the future (Chapter 
27). There remained 14 countries requiring 
certification, extending from the Sudan in the 
north to South Africa in the south, and from 
Angola in the west to Madagascar in the cast. 
The strategy of certification by international 
commissions, as recommended by the 1977 
Consultation, was followed for 10 of them 
(Fig. 26.2, No. 1-10), but for political and 
logistic reasons it was not possible to follow 
the Consultation's recommendations for 
South Africa, Namibia or Southern Rhodesia 
(Fig. 26.2, No. 13-15). Instead, certification 
by the Global Commission was based on 
reports prepared by Global Commission 
members and WHO consultants after visits 
arranged by the Smallpox Eradication unit. 
As recommended by the Consultation, eradi­
cation in Madagascar was certified by the 
Global Commission after receipt of a detailed 
country report, followed up by a visit by a 
WHO staff member. 

For 11 countries in south-western Asia, 
certification by various procedures was rec­
ommended. Democratic Y emcn, Yemen, Inq 
and the Syrian Arab Republic (Fig. 26.2, No. 
11, 12, 18 and 19) were visited by interna­
tional commissions. Iran was visited by ex­
perts and certified by the Global Commission 
on the basis of their reports. The 6 Arab 
countries of the Gulf area (Fig. 26.2, No. 20-
25) were required to submit a country report.
At their request a more searching inquiry was
made; each country carried out an intensive
surveillance programme designed and super­
vised by a WHO epidemiologist.

For 5 countries in eastern Asia, the Consul­
tation had recommended special certification 
activities. China, because of its vast size and 
population and its lack of contact with WHO 
for many years, required the special measures 
described in Chapter 27. There remained 
Thailand and the war-torn countries of 
Democratic Kampuchea, the Lao People's 
Democratic Republic and Viet Nam. The fact 
that there had never been a WHO-sponsored 
smallpox eradication programme in the 3 last­
mentioned countries, and that their health 
systems had been compromised by prolonged 
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Country ust endemic Occurrence of smalloox Strater, Ctrtof,uuon 
,.7t'61� M•ltt7oil '7 I �•71)197) llteommen•d ,,,,,_._,llfd 

I HAI.AWi ,, .. , A A 

2 HOZAl"IIIQUI Ifft I A A 

l UNITTD UPUIUC Of T ANZNM ·-· A A 
29 '1wdl 1971 

4 ZAl1IIA 
WQ!!J • A A 

S UGANDA �- • • • A A J70aohr 1971 
6 SUDAN lk2 • I IDecJ A A 29Uou• • ._ 1971 

7 ANGOLA 1959 A A .. ,._.,197' 
I IOTSWANA 1"4 • -� A A 

9 LESOTHO lk2 A A Jl�l97' 
10 SWAZllAND ltM A A 

II DU1OCMTIC YIJ11N '"° A A 10,...197' 
IJ YEP11N 

I,.,., I A A 11,._ 197' 

ll SOUTHAIUA 1""'1 • A • 17A,rtl97' 
14NA11111A ....... l,SS A • 70.C--1971 
IS SOUTHUN M400(SIA (ZJHIAlwt) --· A • 70.--1971 
16 P1AOAGASCAII ... , .. 1911 C C J9 ,._ 197' 

17 1MN lkl ( 1s;;1 • • 70.-'or 1971 
II MQ 195' c::::IE • A 17A,rt 197' 

SYRIAN AMI IIIEPUIUC ltSO • • A n0c..._. 197t 

20 IAHMIN 1957 C • 
21 KUWAIT 1957 • C • 
J1 O11AN 1'62 C • 70. ..... 1971 ll QATAA "" C • 
l◄ SAUOIAAAIIA lffl • • C • 
25 UNITTD AMI EHMTtS Mt.. • • • • C • 

2, THAil.AND 1'62 • • 

l 70. ....... 1971 27 LAO ,£O1'1.f'S OEP10CMTIC 11£rUSUC l,SJ C C 
21 VIET NAM 1959 C C 
2, DEP10CAA TIC KAHl'UCHEA 1959 C C 90.--197' 

1961 D Endemic smaftpox until year or month Indicated • lmporution

Strate&ies: A • certification by an International commission 
B • visit by WHO-desl1nated expert or consultant and subsequent report 
C • provision of detailed country report 

Fl&. 26.2. Year of the last case of endemic smalpox and of lmporutJons of smalpox, and dates of certification 
of 14 countries In Africa and IS countries In Asia acconlns to die wateales recommended by the ConMtation
on the Woridwide Certification of Smallpox Endicacion, October 1977, and u lmp6emented. 

warfare. made it difficult to collect data or 
arrange visits by WHO consultanu or staff 
members. Thailand was visited by a member 
of the Global Commission; for the other 
countries reliance had to be placed on reports 
compiled from a variety of sources. 

In this chapter, the certification of 14 
countries in Africa is first described, then that 
of the t t countries in south-western Asia and 
finally that of Thailand, Democratic Kampu­
chea, the Lao People's Democratic Republic 
and Viet Nam. All these operations were 
undertaken while, at the same time, the most 
intensive search activities of the whole cradi-

cation programme were being carried out in 
the Horn of Africa. The operations mounted 
to certify eradication in Ethiopia, Somalia, 
Djibouti and Kenya, and in China, arc de­
scribed in Chapter 27. 

SOUTIIERN AFRICA 

The progress of certification in the 12 
countries of southern Africa (Angola, Bot­
swana, Lesotho, Madagascar, Malawi, Mo­
zambique, Namibia, South Africa, Southern 
Rhodesia, Swaziland, the United Republic of 
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Tanzania, and Zambia) is shown in Fig. 26.3. 
No smallpox had been repoMed in any of these 
countries since 1972, except for an outbreak 
of variola minor in Botswana in 1971-1973, 
following an impoMation from South Africa 
late in 1971 (Table 26.1). 

Civil unrest and, indeed, open warfare had 
been occurring in Angola, Mozambique and 
Southern Rhodesia since the mid-1970s. 
South Africa, Namibia (which was conuollcd 
by South Africa) and Southern Rhodesia 
(then regarded by the United Nations as a 
British colony) were not represented at the 

(§§] lncamadonal COIMlillion •-2t H¥dl 1971 
□ lnternaclonll C-llllon 5-2J H¥dl I t7t
mlncet'NCIOIIIICOIMlilliofl s-1,,.,,,.,.,1,n 

m;J s,.cw .-

Fi,. 26.3. Countries of southern Africa certified 
free of smallpox by International commissions or
visited by a member of the Global Commission or 
WHO�pated expert before certification by rhat 
Commission. 

World Health Assembly. This complicated 
the organization of certification by interna­
tional commissions. Eventually such com­
missions were able to visit Angola and 
Mozambique, where they met with no 
difficulties. However, there were political 
difficulties in organizing WHO-sponsored 
international commissions to ceMif y smallpox
eradication in Southern Rhodesia and Nami­
bia, and attempts to arrange for an interna­
tional commission to visit South Africa
(which provided the only route of entry to 
Namibia) were thought unlikely to be suc­
cessful or at best unduly time-consuming, 
owing to political factors. The recommenda­
tion of the Consultation on the Worldwide 
Certification of Smallpox Eradication that an
international commission should visit these 3 
countries (sec Chapter 24) was therefore not 
followed. Instead, arrangements were made to 
obtain country reports and other necessary 
data by organizing visits by a Global Com­
mission member and WHO consultants who 
were acceptable to the respective national 
governments. This proved to be quite 
straightforward in Southern Rhodesia and 
Namibia, but several visits to South Africa
were needed before the requisite data could be 
obtained. 

Logistics 

Experience in western and central Africa 
had shown clearly the difficulties faced by the 
small staff of the Smallpox Eradication unit 
and the relevant personnel in the WHO 
Regional Office for Africa in arranging 
simultaneous precertification activities in 
many countries. Furthermore, it was impossi­
ble to find experts of sufficient experience to 

Table 26.1. Numbers of reported cues of smallpox In 12 counules of southern Africa, 1967-197◄ 

Counuy 1'67 IHI Ifft "70 1971 19n 1973 197◄ 

Mallwt 31 61 ,s Jt 10 0 0 0 
Ho� 10◄ 145 II 0 0 0 0 0 
United Rapubllc of Tanu,u 1629 455 117 32 0 0 0 0 
bmbla ◄7 )J 0 2 0 0 0 0 
louww I 0 0 0 36 I 0St 27 0 
lMocho I 0 0 0 0 0 0 0 

SwullMd 0 0 0 0 0 0 0 0 

Aftcoll 0 0 0 0 0 0 0 0 

NMllbla 0 0 0 0 0 0 0 0 

Soudl Africa 4) II 24' 121 10 I 0 0 

SoudlentlUloclnla JO 10 JJ ' 0 0 0 0 

Hadl1111ar 0 0 0 0 0 0 0 0 
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form the international commiuions if 
members were required to travel too often and 
to too many different countries. To simplify 
certification, 2 groupings were therefore 
made of small numbers of countries, as 
follows: (t) Malawi, Mozambique, the United 
Republic of Tanzania, and Zambia; and (2) 
Botswana, Lesotho and Swaziland. The 
remaining 5 countries were dealt with 
separately. Angola, in particular, was a

large country in which there had been serious 
civil disturbances both before and after 
it achieved independence in 1975 so that 
it was uncertain whether commission mem­
ben would be able to travel extensively 
enough for certification to be possible. For 
this reason, a separate international com­
mission was established for Angola so as not 
to prejudice the certification of any other 
country that might be grouped with iL The 
political problems associated with Namibia, 
South Africa and Southern Rhodesia have 
already been mentioned, while Madagasar, as 
an island, was a special case. 

For the first time since certification in 
South America in 1973, the problem had to 

be faced that the variety of smallpox most 
recently present in some of these countries 
was mainly variola minor. In this situation, 
pockmark surnys, which had proved so 
useful in the countries of western and central 
Africa, were much less likely to reveal recent 
transmission of smallpox, because facial scars 
persisted in less than 10% of patients. To 
supplement such pockmark surveys as were 
performed, intensive surveillance for cases of 
chickenpox was carried out, and specimens 
were collected for laboratory examination--a 
procedure which reached its apogee in certifi­
cation operations in the Horn of Africa (sec 
Chapter 27). Surveillance for cases of chicken­
pox provided a measure of the sensitivity of 
the reporting system and permitted speci­
mens to be collected from cases and outbreaks 
o,•cr a wide area. If cases had mistakenly been 
diagnosed as chickenpox instead of variola 
minor, this would be revealed by labora­
tory studies. Moreover, by obtaining material 
from outbreaks in which a patient had died, 
presumably of chickenpox, the likelihood of 
detecting smallpox, if it were present, was 
increased. 

Time Schedules for Certification 

Since there were so many countries for which certification was required by the end of 
1979, all certification activities had to meet a strict time schedule. Further, if one of a group 
of neighbouring countries failed to achieve certification, none of the countries in that 
group could be certified. Various measures were taken to accelerate certification and 
maintain uniform progrcss-e. g .. countries were requested to send information on the 
progress made in preparations for certification to the WHO Regional Office for Africa by 
cable every month. An example of such a request is reproduced below. Although formal 
communications were with the Regional Office, it was important that the epidemiologists 
in Nairobi and the Smallpox Eradication unit in Geneva should be kept informed of the 
situation; hence a copy of the cable was sent to each of them. 

011tgoi11g t11bk: 

"Reference progress SME [smallpox eradication] certification activities from now 
onwards please deliver to AFllO [Regional Office for Africa] a monthly cable to monitor 
status commission preparation including AAA cumulative totals pockmark surveys since 
surveys began aaa total number localities chosen for field surveys CCC total number 
localities visited by teams ooo total number of persons seen in schools or elsewhere EEE 
number of persons with facial pockmarks FFP number of specimens collected for laboratory 
study stop Please begin this cable report thirty October and forward thereafter on day 
thirty of subsequent months to AFllO with copy SME HQ [Smallpox Era�ication. unit) and _1cP 
ES 005 [Epidemiological Surveillance of Diseases Intercountry ProJect] ep1dem1olog1sts 
Nairobi and Maputo." 
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Malawi, Moumbique, United Republic 
of Tanzania, and Zambia 

Prtttrtifi,11tio11 11,tmtits 

These countries had recorded their last 
cases of smallpox between 1969 and 1971 
(Table 26. 1). Dr Ziaul Islam, a WHO epidemi­
ologist based in Nairobi, who had worked on 
both the western and central African certifi­
cation programmes, took the major role in 
preccrtification activities in this group of 
countries. 

The preparation of country reports started 
early in 1977 '1.rhile the certification of cen­
tral Africa was in progress. In July 1977, a 
coordination meeting attended by WHO 
regional and Headquarters staff was held in 
Brazzaville, Congo, to assess progress. It was 
decided at this meeting that, in addition to

pockmark surveys, a programme for the 
surveillance of chickenpox cases, with em­
phasis on the collection of specimens for lab­
oratory examination, should have a high 
priority in the preparations for certification. 
It was proposed that at least 100 specimens 
from chickenpox patients should be collected 
in each country, from outbreaks separ­
ated in both space and time. By October 1977, 
Dr Islam had visited Malawi, the United Re­
public of Tanzania, and Zambia at least 
once to assist with the pockmark surveys and 
chickenpox surveillance. It was estimated 
that by December 1977 all the preparations 
for visits by an international commission 
would be completed. 

Potlt•arlr. ""''!JI· As put of the prepara­
tions for certification, pockmark surveys were 

carried out in each country, covering 3.2°/4 of 
their combined population of 38.2 million 
(Table 26.2). No pockmarked children were 
seen among 70 621 children of preschool age, 
nor had any person with facial pockmarks 
suffered from smallpox later than 1970. 

Chitlrnpox s11n,,i/J111u1. In accordance with 
the decision made at the coordination meet­
ing at Brazzaville in July 1977, all countries 
had collected a number of specimens from 
cases clinically diagnosed as chickenpox 
(Table 26.3). When examined at the WHO 
collaborating centres, no specimens showed 
poxvirus particles by electron microscopy and 
cultures for orthopoxviruscs were uniformly 
negative. Herpcsvirus particles were seen in 
26% of the specimens. 

Co11ti11M1d tra111111is1io11 ;,, Malawi. During 
preparations for certification in Malawi, evi­
dence was obtained which showed that small­
pox transmission had continued for a long 
period of time without being recognized by 
the health services. The last reported case 
occurred in December 1969. In April 1972, 
Dr Islam discovered in a remote part of 
southern Malawi 48 individuals with facial 
pockmarks who had contracted their infec­
tions between April 1970 and February 
1971-i.c., up to 14 months after the last 
reported case (see Chapter 20). Subsequently, 
during the precerti6cation surveys, a joint 
Malawi-WHO team discovered a pock­
marked girl and 2 other possible cases in the 
same area who gave a history of having been 
inf ccted in September 1972. The exact status 
of these cases was never determined, but it was 
eventually concluded that, among the illittt• 
ate rural population, information given as to 

Laboratory Diagnosis o( Chickenpox 

During precerti6cation activities in many countries, large numbers of specimens from 
cases of chickenpox were submitted for laboratory testing to WHO collaborating centres. 
The varicella-1.01ter virus, which causes chickenpox, does not grow on the chorioallantoic 
membrane and grows only slowly in special kinds of cultured cells. However, typical 
enveloped herpes virions can be seen with the electron microscope in preparations made 
with fresh vesicular ftuid (see Chapter 2. Plate 2.16). 

Most reports from WHO collaborating centres showed a rather low percentage of 
sightings of herpes virions �ith the elect!on microscope in m�t�rial that came from_ �ses
of chickenpox, compared with the very high percentage of pos1uve results for pox vmons 
from cases of smallpox. This is explained by the fact that the enveloped herpes virions are 
much more fragile than pox virions and often failed to survive intact during the process of 
,hipment from the field to the laboratory. 
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Table 26.2. Mabwl, Mozambique, United Republic of Tanzania, and Zambia: resulu of facial pockmark 
surveys conducted durlns precertlflcatlon activities, 1977-1978 

Halewt Houmblque' 

'OflUlatioft, 1tn (ffllaona> 5.5 10.6 
� ol ,. .. don - 5.5 1.4 
Number of preadlool cMdrWI eumlNd ., ..... 6 30) 
Number wldl podmarb 0 0 
Number of�� IUIMIM 242068 6t 543 
Number wldl podmarb 737 161 
Numberofadl,la� 42 050 10,oe 

Number wldl poctnwb 17t 52) 

local number IUffllned 303 '62 146 754 
local number wldl pockml,bb '" 614 

Unked�ol 
Tanunla 

17.0 
l.t

151H 
0 

206021 
1 242 

97 051 
657 

311271 
"" 

Zambia 

5.1 
t.o

2t 275 
0 

J6.42t4 
1 261 

65 70 
301 

459 332 
1 5'2 

1 In addition, In uwys carried out durtna the ftltionll ffllll YICCfflltklft campalp � I t76-ht,niary I t71). 35 Sit Pl'IOfll wwe found 
wit, fadal poo.marb lfflOfll 7 37t 265 ,-- eUffllMd. None ol them had concracud undpo11 after '"'· 

Due to amallpo11 contraeted before I t7 I. 

Table 26.3. Malawi, Mozambique, United Republic 
of Tanzania, and Zambia: bboratory 
examl�tlon of specimens from cases 
dlnlcally dla&nosed 
1977-1978 

as chickenpox. 

Number ol Number po&ltlve for. Number Country 
specimens ne11t1ve l'onlrus Herpesvlrus 

M�awl lit 0 n 257 
Moumblque 65 0 20 45 
United Republic 
of Tanunla 51 0 II 40 

Zambia " 0 36 50 

local 521 0 136 3t2 

the year of illness was unreliable, and that the 
last case in Malawi had occurred in an 
outbreak that terminated spontaneously in 
1971 without being detected by health stafl: 

Di.ffendtits ;,, prturljitt1liMI ,u/i,,ifits. WHO­
assisted national smallpox eradication pro­
grammes had operated in Malawi, the United 
Republic of Tanzania, and Zambia. but the 
sensitivity of the surveillance system for 
smallpox had diminished in each of these 
countries since 1974. WHO had not been 
involved in smallpox eradication work in 
Mozambique. The prcccrtification surveys 
just described were made possible only by 
detailing a WHO epidemiologist to work 
with designated national health worken in 
each country. Some logistic problems arosc­
c.g., in Mozambique, in which available re­
sources were insufficient to permit the carry­
ing out of a pockmark survey and extra funds
had therefore to be provided to cover petrol
costs and living allowances. Three new ve-

hides were also needed, but only for 2-3 
months, so that it would have been wasteful to 
purchase them. Furthermore, they could not 
have been obtained in time, since procure­
ment usually took 12 months. This problem 
was solved when the vehicles were made 
available by the WHO Expanded Programme 
on Immunization and money to cover local 
expenses was provided by WHO. 

Visit by the /11t1r11atio11al Commissio11, 6-29 
Mar,h 1978 

An International Commission for the Cer­
tification of Smallpox Eradication met in 
Maputo, Mozambique, from 6 to 9 March 
1978. After reviewing the data from all 4 
countries. the Commission set up 4 teams, one 
for each country, and reassembled for its final 
meeting in Lusaka., Zambia, 27 to 29 March. 

After extensive travel throughout each 
country and examination of the reporting 
networks and of the data provided in the 
country reports, the Commission decided 
that, if smallpox transmission had continued 
after the date of the last known casey it would 
have been detected. The circumstances of the 
missed outbreak in Malawi were carefully 
scrutinized, but the epidemiological evidence 
indicated that the last case had occurred in 
1971. The Commission noted that, even if the 
disease had persisted until September 1972, 
this was over 5 years ago, and the local 
situation had been examined in detail both by 
the joint Malawi-WHO team in prcccrti6ca­
tion activities and by the Commission mem­
ber during his visiL At its final plenary 
meeting in Lusaka the Commission agreed 
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Plate 26. I. Partkipants in the final meetlng of the lntemuional Commission for the Certificuion of Smdpox 
Eradiutlon in Malaiwl. Moumblque, the United Republic of Tanun� and Zambia, held in Lusaka, Zambia. 
29 March 1978. Left to rifht: I.H. Chu (WHO). A.H. Abou-Gareeb (WHO). Z.H. Dlamlnl (Swulland). 
I. Ariu (WHO). J. HoetJ (Botswana), J.A. Espmark (Sweden), H. Davies (Sierra Leone), J.G. Bre�n
(WHO). M. Altmann (WHO). P. Dordevic (WHO), 1.0. udnyi (WHO). F. Fenner (Australia), Z. Islam
(WHO). C. Algan (WHO). The names of the Commission memben are In bold type.

that the 4 countries should be certified to be 
free of smallpoL 

Botswana, Lesotho and Swaziland 

Coordi11alio11 11tttli11g 

During the International Commission's 
visit to Luuka in March 1978, mentioned 
above, a coordination meeting was held to 
discuss strategics for the certification of the 
remaining countries in southern Africa. It 
was attended by Dr Celal Algan and staff from 
the WHO Regional Office for Africa, Dr Joel 
Breman, formerly of the Center for Disease 
Control, Atlanta, USA, who had recently 
joined the Smallpox Eradication unit, and 
Arita. Apart from the Horn of Africa, where 
smallpox remained endemic until 1977, the 
last case in Africa had been reported in 
Botswana in November 1973. The small land­
locked countries of Lesotho and Swaziland 
had experienced their last outbreaks in 1962 
and 1966 rcspcctivdy. 

Although the 6 adjacent countries of Bot­
swana, Lesotho, Namibia, South Africa. 
Southern Rhodesia and Swaziland formed an 
epidemiological unit (sec Fig. 26.3). the 
coordination meeting decided that it would 
be very time-consuming and perhaps politi­
cally difficult to arrange for simultaneous 
prccertification surveys and the certification 
of these countries by one or even several 
international commissions. Botswana was the 
only one of them in which WHO had been 
involved in a smallpox eradication pro­
gramme when, after the outbreak there in 
1971, a WHO team had assisted an augmented 
national programme. It was decided that 
arrangements should be made for the visit o f  
an international commission to Botswana. 
Lesotho and Swaziland in March 1979, and 
that preparations for prccertification activi­
ties in those 3 countries should begin im­
mediately. Other measures were to be taken to 
obtain the information necessary to certify 
smallpox eradication in Namibia, South 
Africa and Southern Rhodesia (sec below). 
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Table 26.◄. Bouwana, Lesotho and Swaziland: resulu of facial pockmark surveys conducted durln& 
precertlflatlon activities, 1978-1979 

P'opulatloft, "71 (malonl) 
� of populatlofl .... 
Number of ptwtlool cMdretl eUffllMd 
Number with podmaru 
Number of ldiool-ap chlldren eumlned 
Number with poclmarb 
� of adulu examined 
Number with podmaru 

Tout number eumlned 
Tout number with poclmarb 

'Due to -"Po•� before 1974. 
I> Due to lffllllpo• concracted before 1971.

Prutrtifi,atio11 ,ulivilits 

The last outbreak of smallpox in the region 
had been due to very mild variola minor in 
Botswana in 1971-1973 (sec Chapter 20). and 
variola minor was the predominant variety of 
smallpox recently prevalent in South Africa, 
by which Lesotho was completely and Swazi­
land almost completely surrounded. How­
ever, outbreaks of variola major had occurred 
in all these countries in the past, and it was 
decided to carry out both pockmark surveys 
and chickenpox surveillance. Dr Moises Alt­
mann, a WHO epidemiologist stationed in 
Maputo, Mozambique, assisted the national 
health authorities in their preparations for 
the commission's visit. Progress was initially 
rather slow, but by January 1979 all 3 
countries had prepared country reports and 
completed pockmark and chickenpox surveys. 

Pode.,,,arle 111rwys. The pockmark surveys 
covered a large proportion of the small 
populations of the 3 countries (Table 26.4). 
No facial pockmarks were seen in 44 985 
children of preschool age and only 6 cases (all 
in Botswana) were found among 291 612 
schoolchildren. Pockmarks were somewhat 
more common in adults, being seen in 0.26% 
in Botswana and a smaller proportion in 
Lesotho and Swaziland, and heavy facial 
scarring was found only in adults, reflecting 
the outbreaks of variola major in the 1950s 
and 1960s. 

Chitlet11pox 111n,ei/la11<1. Specimens were col­
lected from cases of chickenpox during pre­
certification surveillance, care being taken to 
obtain specimens from as many separate 
outbreaks as possible. They were examined at 
WHO collaborating centres. None contained 
poxvirus, but herpcsvirus particles were seen 

loaw.- '--ho Swululd 

0.14 1.21 O.SJ 
19.7 11.S 14.I
IUS4 14 541 ) 7,0

0 0 0 
II 1 1'9 12, )7' S) )J4

,, 0 0 
)1 020 IS t>I ""' 

,,, 551> 2• 

'" 57) 2)6151
. 

74 010 
1051 55 2• 

Table 26.5. Bouwana. Lesotho and Swul�nd: 
laboratory examination of specimens 
from cases dlnlally dla&nosed as 
chickenpox, 1978-1979 

Country 

locswaN 
Lesotho 
Swulllnd 

Toul 

Number of 
spedmefll 

260 
51 
41 

]St 

Number pollthe for. 

0 
0 
0 

0 

75 
17 
' 

IOI 

Number 
nesathe 

115 
41 
J2 

151 

with the electron microscope in 28% of the 
specimens (Table 26.5). 

Visit by tht l11l"1111lio11al C,,.,,,issio11, S-2J 
Mar,h 1979 

The first meeting of the International 
Commission was held in Gaborone, Bot­
swana, from 5 to 7 March 1979. In addition to 
examining the country reports for these 3 
countries, the Commission reviewed the data 
available at that time on smallpox eradication 
in the 3 neighbouring countries, Namibia, 
South Africa and Southern Rhodesia, because 
these 6 countries formed an epidemiological 
unit. The Commission then divided into 3 
groups, which visited Botswana, Lesotho and 
Swaziland respectively, and rcuscmblcd for 
final discussions in Mbabane, Swaziland, 
between 21 and 23 March. 

During their visits, Commission members 
themselves carried out pockmark and vacci­
nation scar surveys, though necessarily on a 
much smaller scale than in the national 
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Plat. 26.2. Partic�u In the bnefw,c meetlnc of the lntern1tion1I Commission for the Certification of Smal­
po• Eradication In Botswana. Lesotho, and Swaziland, held in Gaborone, Bouwana, 7 March 1979. bft to rifl,t.
front row: 1.H. Chu (WHO), M. Altmann (WHO), G. H••lefohn (USA), W. Kolnan1• (Kenya), I. Tapya 
0apan), D. ChJlemba (Halawl), P.E.H. Fine (USA); bocl row: R.A. llbor (WHO), J.P. Siblya (Bouwana).
L.T. Lesetedl (Bouwana), V. Chlnlen (WHO), A. Dena (Somalia), 8.C. Dando (WHO), A. Sunde (Bouwana).
J.G. Breman (WHO). The names of the Commission members are in bold type. 

sun•e)•S (Table 26.6). Theydisconred a higher
proportion of pockmarked schoolchildren 
and adults than had bttn found in the 
national surveys in Botswana and Swaziland, 
but fewer in Lesotho. In any ca1e, even these 
higher frequencies were quite low (0.26% 
and 0.29% in schoolchildren in Botswana and 
Swaziland respectively) and no pockmarked 
children under the age of 6 were (ound, out of 
a total of 2533 examined. 

There wu 50mc doubt among Commission 
members in Botswana whether smallpox 

transmission there had been interrupted in 
1973 or had extended into 1974. Two sus­
pe cted cases of smallpox in children had oc­
curred in 197 4, but it was impossible to 
confirm or disprove the diagnosis. 

The vaccination Kar survey conducted by 
Commission members revealed a high vacci­
nation coverage of the population in all 3 
countries; in the age group under 15 y�rs, for 
example, it was 96% in Botswana, 85% in 
Swaziland and 72% in Lesotho. In Botswana. 
rcfugtt5, bushmen and a religious sect whose 

Table 16.6. Bouwana. lesocho and SwaiJbnd: rtMlfts of fadaJ pockmark surveys curled °"t by memben of 
the lnternatJonal Commfulon In Huch 1979 

IOCIWIN � Swullaftd 

,,.,,...,ofp,'tldlooldlMreft� 1766 211 S4t 
,,.,,...,wtdl,.._.. 0 0 0 
,,.,,..., of ldlool .. dlMreft ........ 2J t71 12 241 12S62 
...,,...,...,.pod,Nrb ,2• 0 ,..

,,.,,..., of ........... 4416 1no 1111 

,.,,..., .... � 22• 1• 11• 

, ............. ,02)0 1su, 1021 
Teul _..., wtdl ,-,.WU ... 2• 47. 

'Out .. __,.,.. CIOIIUICle4 Wore 1974, 
t Out co __.,.. � W.. 1971. 
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members objected to vaccination on principle 
were considered as high-risk groups among 
whom the transmiuion of 1mallpox was more 
likely to continue. However, national vacci­
nation surveys and visits by Commiuion 
members showed satisfactory vaccination 
coverage in each of these groups. 

Because the variety of smallpox most re­
cently prevalent in these 3 countries had been 
variola minor, the absence of pockmarks in 
children was less significant than in the 
majority of other countries, but the absence of 
variola virus in specimens taken from cases 
diagnosed as chickenpox and the high level of 
vaccinial immunity were persuasive. Noting 
that there had bttn no evidence of con fumed 
smallpox since 1973 or of suspected cases 
since 197 4, the Commission certified that 
smallpox had been eradicated from Botswana, 
Lesotho and Swaziland. 

South Africa 

With a population of 22.8 million in 1970, 
South Africa was the most populous country 
in southern Africa. Variola major and variola 
minor had been endemic up to the Second 
World War, but thereafter only variola minor 
had persisted as an endemic disease, and was 
not regarded very seriously by the health 
authorities. Apart from a visit to South Africa 
in 1972 by Henderson (sec Chapter 20), the 
country had had no contact with the WHO 
smallpox eradication campaign and had not 
established a national smallpox eradication 
programme. Smallpox was regarded as one of 
the diseases for which vaccination should be 
provided, but was considered to be of minor 
importance compared with poliomyelitis, 
measles, diphtheria, and other diseases. 

A"1111g,111nl1 far ttrl,t•lio11 

Following the Consultation on the World­
wide Ctttification of Smallpox Eradication in 
October 1977, the Director-General of WHO 
wrote to the South African Minister of Health 
and Welfare to propose that the South Afri­
can government should participate in the 
global certification of smallpox eradication. 
In his letter he suggested that a visit early in 
1978 by Fenner, who had been the chairman 
of the Consultation. would be a usd'ul way to 
begin this activity. Within U> days of the 
dispatch of chis letter, South Afria informed 
WHO by cable of its wiUingncsa t.o participate 

in these certification activities and to provide 
every assistance during Fenncr's visiL 

Visit by Fn1ur, 19 J11111111ry-19 Ftl,r1111ry 
1978. The purpose of the visit wu three­
fold: (1) to advise South African health 
officials on how to prepare a country report 
for submission to the Global Commission; 
(2) to emphasize the importance of chicken­
pox surveillance and make arrangements for
the collection of specimens for laboratory
examination by WHO collaborating centres;
and (3) to obtain an impression of the recent
history of smallpox and rural health services
in South Africa (including some of the ""blac.k
homelands"). Fenner•, itinerary is shown in
Fig. 26.-4. With the help of the South African
government, the trip was extended to include
Namibia (sec below). He was cordially re­
ceived by government and provincial health
officials (sec box) and visited infectious
di�asc hospitals, university medical schools,
diagnostic laboratories in Johannesburg and
Cape Town, and rural health centres in
northern Transvaal and 3 of the ""black
homelands", Bophuthatswana, Lcbowa and
Tramkci.

The laboratory �rviccs were found to be of 
high quality and a network of diagnostic 
laboratories covered most of the country. 
However, their practice of testing for ortho-

__ y rave, by air 
__ Travel by road 

CD Specimens from chickenpox uses 
• Lase smallpox lmporation In Namibia

' Johanne.,,., 
• Pretoria

-

IOO..,._ 

Fis, 26.◄. Itinerary of the visit to South Africa and 
N�a by the chairman of the Global Commialon, 
Of- F� Fenner, 19 January-19 February 1971, and 
numben of specjmens from cases of cNckenpox from 
each cf die provinc.es of South Africa and various paru 
of�bia. 
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Collaboration between South Africa and WHO on Smallpox Eradication 

The following note prepared by Fenner on his return from South Africa illustrates that 
country's willingness to cooperate with WHO's global certification activities: 

"Everywhere I went I was received with great cordiality, and there were frequent 
expressions of satisfaction that WHO had arranged the visit. No effort was spared to enable 
me to sec what I regarded as the 'vulnerable' areas, the more heavily populated parts of  
Namibia near the Angolan border and the northern parts of Transvaal (Lcbowa) and 
Bophuthatswana, near Botswana. 

"I was driven around the countryside and to clinics and hospitals by senior health 
officials, health inspectors or nursing sisters over a distance of more than 3000 km, and a 
chartered plane was made available for 3 days. Such travel afforded opportunities for 
extensive informal discussion of the health conditions and the complex politics of these 

pam of Africa, as well as observation of t he countryside and living conditions in the rural 
areas, and the rural hospitals and clinics." 

poxviruscs by growth in tissue culture rather 
than on the chorioallantoic membrane, and 
reporting positive results as indicating a 
"member of the vaccinia-variola group" was 
confusing (sec Chapter 20). Variola virus 
stocks were held in the National Institute for 
Virology, but the South African Director­
General of Health would not agree to a 
request by Fenner that they should either be 
transferred to a WHO collaborating centre or 
destroyed. In fact, it was not until December 
1983 that they were finally destroyed (sec 
Chapter 28). 

Vaccine was produced in a laboratory in 
Cape Town for use locally and in some 
neighbouring countrics�g .. Southern Rho• 
dcsia. Tests on freeze-dried vaccine carried 
out in t 970 by the WHO Collaborating 
Centre for Smallpox Vaccine in Bilthovcn, 
Netherlands, showed that it met WHO 
standards. 

Prrpt,r11tio,, of th, to1111t,:, report. It was

suggested that South Africa should submit its 
country report by t June 1978 and complete 
the chickenpox survey in October t 978, so 
that the situation could be reviewed at the 
Global Commission meeting in December 

t 978. However, when no material had arrived 
by 12 September, Arita sent a cable to Pretoria 
requesting the submission of a country report 
documenting smallpox eradication u soon u 
possible. To avoid further delay, Fenner 
revisited South Africa briefly in mid-October, 
and Dr Nicole Grassct, formerly the regional 
1mallpo1 adviser in the WHO South-East 
Asia Region, who had lived in South Africa 
in her youth, visited the country in Novem­
ber and brought data and a draft report back 

to Geneva, where it was finalized by staff o f  
the Smallpox Eradication unit. 

The delay in sending the results of the 
chickenpox surveys was due to the seasonal 
character of the disease; outbreaks occur in 
spring and, in the Southern Hemisphere, this 
starts in September, so that, by October, there 
had been too few to enable the stipulated 100 
specimens to be collected. 

&i,;e., of to1111t,:, report by th, Gk,ba/ 
Co111111issio11, Dtft111btr 1978 

The country report and the results of an 
incomplete chickenpox survey were pre­
sented to the Global Commission a t  its 
meeting in Geneva from 4 to 7 December 
t 978. The Commission noted that South 
Afric2 had relatively well developed health 
services, as shown by the overall doctor to

population ratio of 1 :1806 2nd registered 
nurse to population ratio oft :573. In addi­
tion, 5660 health stations were responsible for 
reporting communicable diseases. After the 
last known outbreak in 1971, when special 
efforts were made to achieve high vaccination 
rates in the northern Transvul (sec Chapter 
20), smallpox vaccination was being per­
formed u part of a well-organized immuniza­
tion programme which also provided polio­
myelitis, BCG and diphtheria-pcrtussis­
tetanus vaccination. 

The results of facial pockmark and vaccina­
tion scar surveys carried out in widely sepa­
rated rural and urban areas during t 978 are 
shown in Table 26.7. An additional survey of 
17 064 children under t 5 in Bophuthatswana 
2nd Transkci revealed none with facial pock-
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Table 26.7. South Africa: resulu of facial pockmark and vaccination scar surveys In 1978, by age group and 
type of locality 

Ap l"OU, loalltle 
(yun) 

0-S Urt>&n centres 
Rural (''lllact homelands") 

6-IS Urban cenues 
Rural (promces) 
Rural ("bid: homelands") 

>15 Urban centres 

'Due to smallpox conuacted """Y yean eartler. 

Table 26.8. South Africa: resulu of examination by 
WHO collaborating centres of speci­
mens collected from cues dlnlcally 
diagnosed as chickenpox 

PrOYlnce 

(Ape 
N1ul 
Or1111• frH Sute 
Tr&n&vul 

Tow 

Number of Number posltl•e for. N mberI u spec mens ne11t1ve eumlned l'onlrus Herpesvlrus 

42 0 ' )3 

II 0 5 13 
5 0 3 2 

,2 0 25 37 

127 0 42 IS 

marks and 67.6% with vaccination scars. Four 
adults with facial pockmarks gave histories of 
attacks of variola major many years earlier. 

When the Global Commission met in 
December 1978, no data were available on the 
laboratory examination of specimens from 
cases of chickenpox, and it was therefore 
decided to delay certification pending the 
arrival of the results of this survey. By June 
1979, 127 specimens had been submitted for 
examination, the majority coming from the 
northern Transvaal (sec Fig. 26.4), where the 
last outbreak of smallpox had occurred in 
1971. All were negative for poxvirus, but 
herpcsvirus particles were seen in 33% of the 
specimens (Table 26.8). 

After receipt of the results of the examin­
ation of the first 100 specimens, Arita wrote 
to members of the Global Commission, who, 
on the basis of their review of the situation 
in December 1978 and the results of the 
chickenpox survey, agreed on 17 April 
1979 that smallpox eradication had bttn 
achieved in South Africa. 

Namibia 

Although the United Nations had ter�i�­
atcd the South African mandate over Nam1b1a 

'-•umlned 

Toul Number with Perunup with 
number fldal podmarb YKdnatlOn ear 

J 170 0 12.) 
10615 0 , ... 

I 051 0 16.7 
271 ltl 0 IU 

)6 )ti 0 I0.7 
II 011 ... 6'.5 

in 1966 and the South African presence there 
had been declared illegal by the International 
Court of Justice in 1971, the country was in 
fact controlled and administered by South 
Africa, under the name "South West Africa". 
In this sparsely populated country, the high­
est population density being 7.5 persons per 
square kilometre in Ovamboland, adjacent to 
the border with Angola, endemic smallpox 
was said never to have been present, though 
there had been occasional importations from 
Angola, most recently in 1956. Endemic 
smallpox had been eliminated from Angola in 
1959 (sec below) and although cues had 
occurred as recently as 1973 in Botswana, 
these were in the eastern part of that country, 
separated from Namibia by the Kalahari 
desert. The South African Institute for Medi­
cal Research operated a branch laboratory in 
Windhoek, the capital, and small laboratories 
in some other towns in Namibia. 

Vis-it by Ft1111tr, 5-9 Febr1U1r_, 1978

During his trip to South Africa early in 
1978, Fenner also spent 5 days in Namibia (sec 
Fig. 26.4). He met health officers and staff in 
hospitals and laboratories, obtained informa­
tion on health services, especially the surveil­
lance and control of communicable diseases, 
visited schools and conducted a limited vac­
cination scar survey. After his departure, a 
country report was prepared by the South 
African health authorities and sent to the 
Global Commission. 

Rtvit,,, of lht ,011111,y rtporl by 1ht Global Co111-
missio11, Dtttmber 1978

The country report was considered at the 
meeting of the Global Commission in Decem­
ber 1978. It followed the usual lines, de­
scribing the geography and demography, 
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health administration, history of smallpox 
and records of vaccination activities. Between 
t 969 and t 978, 10 specimens had been 
examined for suspected smallpox at the 
National Institute for Virology in Sandring­
ham; all were negative. Pockmark and vacci­
nation scar surveys had been conducted 
throughout the country in April-November 
t 978 (Table 26.9). The 3 pockmarked adults 
found were Angolans who said that they had 
suffered from smallpox in childhood. 

During t 978 and 1979, 18 specimens 
collected from cases clinically diagnosed as 
chickenpox (sec Fig. 26.4) were examined in a 
WHO collaborating centre; none contained 
poxvirus but 9 showed herpcsvirus particles. 

On the basis of the history of smallpox in 
Namibia, the low probability of importations 
from adjacent countries during the previous 
decade, the results of the facial pockmark 
surveys and the high vaccination rate in 
individuals over 5 years of age, the Global 
Commission certified that smallpox had been 
eliminated from Namibia. 

Southern Rhodesia (Zimbabwe) 

Southern Rhodesia was a British colony 
until 1980, when it attained independence 
and was renamed Zimbabwe. In 1965 the 
white colonists had made a unilateral declara­
tion of independence and since then the 
country had been in a state of civil war. 
Legally, in 1978, it remained under the 
jurisdiction of the United Nations Sanctions 
Committee. In order to obtain information on 
the smallpox situation, the Director-General 
of WHO wrote to the Southern Rhodesian 
authorities requesting that 2 WHO consul­
tants should be allowed to visit the country to 
assess whether smallpox had been eliminated. 
A favourable reply having been received, Dr 
Nicole Grassct and Dr Gordon Meiklejohn, 

Table 26.9. Namibia: resulu of facial pockmark and 
vaccination scar surveys In April-No­
vember 1978, by age group 

Acel'°"P 
(years) Toul Number wtdl Pe«MUp wtdl 

number fldal poclmarb vacdNCloll aar 

M 12'0 0 SU 
6-15 27 tlJ 0 tl.S 
>IS 2HJ >' IJ.O 

• All,olw wtio had had lffllllpox In chlldhood.

both highly experienced in smallpox eradica­
tion activities, visited the country in January 
1978. 

Visit by Dr Grasstl a11d Dr Mtilr.lejoh11, 10-J0 
Ja11wry 1978 

Since Southern Rhodesia was a much 
smaller country, the objectives of this visit 
differed from those of Fcnncr's visit, men­
tioned above, to South Africa and Namibia. 
The consultants' aim was to obtain enough 
information, by travel and inquiry, and sup­
ported by subsequent investigations by local 
personnel, to be able to submit to the Global 
Commission a definitive report on the small­
pox situation in Southern Rhodesia. 

The consultants were warmly received by 
the local authorities (sec box) and after initial 
consultations in Salisbury (Harare), thcy·trav­
clled separately around the 5 provinces, carry­
ing out extensive pockmark and vaccination 
scar surveys as well as evaluating the level of 
surveillance of infectious diseases by health 
personnel. Subsequently, national health per­
sonnel carried out further and more extensive 
studies. The consolidated results of all these 
surveys arc shown in Table 26.10. 

In their inquiries, the consultants observed 
that there was a remarkable lack of knowledge 
about smallpox among persons under 25 years 
of age. Almost without exception they failed 
to recognize the smallpox pictures on the 
recognition cards and stated that they had 
never seen or known of the presence of the 
disease. On the other hand, many older 
persons knew about smallpox from their 
childhood, and 0.26% of adults surveyed had 
facial pockmarks, the most recent being said 
to date from an illness in t 966. 

In addition to their field survey, the 
consultants commented on the health ser­
vices, which they described as extensive, well 

Table 16.10. Southern Rhodesia: resulu of facial 
pockmark and vaccination sar sur• 
veys In January-April 1978, by age 
group 

,..,..,,. tlllffllned 

Ace aroup 
(yun) local Numbetwtch Ptreefttqe wfdl 

number faml pockrnarb YICdnadofl ICII' 

o-6 4t <401 0 7t.O 
7-14 )t 135 41 ts.o 
>14 u,n 70' t4.2 

• Dul co lffllllpox concracted before I '67.
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Attitude ol the Southern Rhodesian Authorities to the Visit by WHO Consultants 

Dr Grassct reported as follows: "Dr G. Mciklejohn and myself were everywhere received 
with great cordiality and everything was done to facilitate our work in Rhodesia ... Maps, 
charts and tables concerning the smallpox programme in Rhodesia since 1954 were given 
to us, and the smallpox activities and other health programmes were freely discussed. 

" ... In order to carry out surveys in as many localities as possible, half the country's 
territory was covered by Dr Meilc.lejohn and the other half by myself ... The Chief Health 
Inspector accompanied Dr Mciklejohn throughout his travels, and I was escorted by 
different European and .African provincial health officials. 

"As the majority of localities we had to visit for epidemiological reasons were in areas 
bordering Mozambique, Zambia and Botswana, where few or no civilians travel due to 
civil warfare, special arrangements were made to bring us as near as possible to the villages 
by chartered or government four-seater planes. From the rough air strips, we were usually 
provided with a metal-protected lorry accompanied by armed .African soldiers. In 
particularly dangerous areas, two military jeeps with soldiers escorted us throughout the 
day and soldiers were placed on the airstrips to assure our security at the departure of the 
charter plane. 

"As every day we had to examine a few thousand children in one to four localities, 
advance planning was made by the authorities, i.e.. the population was grouped at 
gathering points, and up to 8 African health assistants were made available to assist us in 
our work. 

"On no occasion was any information requested kept from us." 

planned and supported by excellent commu­
nications. There was a medical school in 
Salisbury; the health personnel included 
many European nurses and physicians, a large 
proportion of whom had undergone training 
in public health and tropical medicine; and an 
extensive network of 83 mission hospitals 
existed. Because of the civil war, health staff 
were working under extremely difficult cir­
cumstances, often at the risk of personal 
injury or death. Although smallpox was at the 
top of the list of notifiable diseases, the 
country had never set up a separate smallpox 
eradication prognmme. Mobile vaccination 
teams sought to vaccinate the entire popula­
tion against smallpox in a 3-year cycle, using 
liquid smallpox vaccine purchased from 
South .Africa. There were no systematic search 
operations and, apart from reporting during 
an outbreak, no routine "nil" reports. Reli­
ance was placed on the extensive and well­
distributed network of health uniu and on 
the alertness of staff in high-risk areas. This 
approach appeared to have been reasonably 
successful in detecting almost all outbreaks, 
and transmission was interrupted in 1970. 
The instability in some border areas raised 
doubts as to the ability of this health structure 
to detect outbreaks rapidly in those areas if 

there should be an importation, but the 
neighbouring countries-Botswana, Mozam­
bique, South Africa and Zambia-had been 
free of smallpox since 1973 or earlier. 

The consultants found no evidence of 
smallpox transmission within Southern Rho­
desia or of importations since the last reported 
outbreak there in 1970. It was their opinion 
that, because the health units were numerous, 
geographically well distributed and staffed 
with well-trained and alert personnel, any 
case of smallpox that might have occurred 
after 1970 would have been detected. Facili­
ties for laboratory diagnos.is, including elec­
tron microscopy, were available in Salisbury 
and many specimens had been tested between 
1970 and 1977, all with negative results. After 
the consultants' visit, a further 23 specimens 
obtained from patients with what was diag­
nosed clinically as chickenpox were examined 
in a WHO collaborating centre. Herpcsvirus 
particles were found in 10 of them but 
poxvirus in none. 

Rt11i1111 by th, Gkbal Co111111isrio11, Dm111btr 19 7 8

.At its meeting in December 1978 the 
Global Commission reviewed the consultants' 
report and the results of the pockmark and 
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vaccination scar survey supplied by the 
government, and certified that Southern 
Rhodesia was free of smallpox. 

Angola 

The only countries remaining for assess­
ment in southern Africa were Angola and the 
island of Madagascar. At the coordination 
meeting held in Lusaka in March t 978, it had 
been decided that the certification of Angola 
should be carried out by an international 
commission in February t 979. 

The last reported cases of smallpox in 
Angola had occurred in 1966. AJthough the 
country had suffered from political instability 
since 1961, there had been a good vaccination 
programme, in which freeze-dried vaccine 
had been used, until 1975. Variola minor was 
endemic up to 1959, and outbreaks of variola 
major had occurred following importations 
from Zaire during the l 960s, the last taking 
place in 1966. Each of these was investigated 
by state epidemiologists and confirmed by 
virus isolation at a laboratory in Luanda. The 
extensive national vaccination campaign ex­
tended through 197 4 but was then sharply 
curtailed because of the civil war, which 
culminated in national inde�ndence int 975. 
By then, more than 3 years had elapsed since 
the last outbreak in Zaire, which had been the 
source of earlier importations. However, in 
1978 many areas were regarded as inaccessible 
and it was thought that it would be difficult 
to carry out pockmark surveys and obtain 
specimens from cases of chickenpox in those 
parts of the country. 

Prmrlifitalion attivilitS 

Dr Joel Breman of the Smallpox Eradica­
tion unit helped to plan the precertification 
programme and Dr Ren� F. M. Collas, a 
WHO epidemiologist, and Mr J� F. Verani, 
a WHO technical officer, who were stationed 
in Angola in connection with other WHO 
projects, assisted the national health officials. 
In August t 978 Dr Clovis H. Tigre, a 
Brazilian epidemiologist, visited Angola to 
review the progress of field surveys and the 
preparation of the country report. He found 
that little had been done. 

In November 1978, at Arita's request, Dr 
Francisco J.C. Cambournac, a former resident 
of Angola who had been Director of the 
WHO Regional Office for Africa but had 

retired to Portugal, provided valuable data on 
smallpox in Angola before t 975, the year of 
independence. The country report was finally 
prepared later that month, by which time 79 
specimens had been collected from chicken­
pox patients. However, the field survey had 
been delayed because of poor communications 
and lack of resources, and it was doubtful 
whether all the data would be available for the 
visit of the International Commission sched­
uled for February 1979. Early in December, 
after a meeting at the Ministry of Health 
between government officials and the WHO 
programme coordinator in the country, the 
survey proceeded more rapidly and by early 
January 1979 all preparations had been 
completed. 

P()(kmar/e JllrtJt_J. The pockmark survey 
carried out by the national health authorities 
covered all the provinces (Fig. 26.5) and 11 % 
of the total population. About 0.8% of the 
adult population and 0.04% of school-age 
children had facial pockmarks, but only l 
pockmarked child was found in the preschool 
age group (Table 26.11), and it was decided 
that the scarring had been caused by 
chickenpox. 

Chickl11pox 111rvtilla11<t. Variola minor had 
virtually replaced variola major in Angola in 

� Nuionil pockmark survey• • nternitional Commission 
0 400 km 

F11. 26.S. Certification activities In An1ola: munlcl­
palltles covered by the natioNI pockmark survey, 
July-December 1978, and those visited by memben 
of the International Commission for the Cenlflcatlon 
of Smalpox Eradication In An1ola, 5-16 February 
1979. 
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Table 26.11. An1ola: resulu of facial pockmark 
survey In July-December 1978, by 
age 1roup 

hnonleumlned 

Ap� Toul 
WlCh facial pocilNlb 

number Number � 

llresdloolchlldrefl II 572 ,, 0 

Scftoot.ap chlldrefl 444401 1nb O.CM 

Adulcs 211454 I I07b 0.13 

1 One chlld had fadal .arrtns whlctl resembled pock1N1b 
aUMd by lffldpox. buc after further examlftatlon It was dedded 
Ulf the aantnc had been aUMd by chldenpox. 

Due to lfflallpox conuacted before 1974. 

the 1950s and had been present together with 
variola major in neighbouring countries 
(birc and umbia) until the late 1960s. A 
total of 122 specimens collected from out­
breaks of chickenpox occurring in various 
provinces (Fig. 26.6) were examined in a 
WHO collaborating centre; none contained 
poxvirus but 12 were found to contain 
herpcsvirus particles. This unusually small 
proportion of hcrpcsvirus-positive specimens 
was due to a breakdown of the electron 
microscope during the period concerned, so 
that much of the material had only been 
cultured. 

NAHIIIA 

Fi,. 26.6. Numbers of specimens colected from 
chickenpox cases In various provinces of Anpa 
becweenJuly 1978 and February 197�. 

Visit of IIH l11lt'114lio1111J Co,,,111i11io11, J-16 
F,brury 1979 

After reviewing the data supplied by the 
Angolan authorities in Luanda, the Com­
mission formed 5 teams, which travelled 
widely throughout the country (sec Fig. 26.5) 
before meeting again in Luanda on 15 and 16 
Febru�r� to rcvie� _the situation. Contrary to
the opinion prcva1hng earlier, members were 
able to visit m�t parts of Angola, except the 
south-cast, which bordered on Namibia, a 
country that had been free of smallpox for 
decades. During their visits they conducted a 
facial pockmark survey that covered 28 167 
persons, of whom 495 had pockmarks; these 
were all persons of school age or older and all 
had contracted the illness causing the pock­
marks prior to 1966. 

Between 1966 and 1974 there had been a 
good vaccination programme, 1.5-28 million 
people out of a population (in 1974) of about 
6-? million ha':ing been_ vaccinated annually
with freeze-dried vaccine of good quality 
purchased from a number of European coun­
tries. There were 144 reporting units in the 16 
provinces and, on average, one-third of them 
were sending in monthly epidemiological 
reports. Taking into consideration the ab­
sence of smallpox from Angola since 1966 and 
from neighbouring countries since the late 
1960s, the field investigations carried out by 
the Angolan authorities, and the results of the 
chickenpox survey, the International Com­
mission certified Angola to be free of 
smallpoL 

Madagascar 

Because Madagascar was an island with a 
relatively small population, it had been poss­
ible to interrupt smallpox transmission there 
during the First World War, and to control 
effectively the few importations that oc­
curred between 1925 and 1931 (sec Chapter 
8). The Consultation on the Worldwide Certi­
fication of Smallpox Eradication, meeting 
in October 1977, decided that all that was 
needed from Madagascar was a country re­
port, which was presented by the government 
to WHO in December 1977. 

An unusual feature of this report was the 
large number of recorded deaths from chick­
enpox (Table 26.12). The data for 1972-1975 
were supplied in the country report, the other 
figures by correspondence. These data could 
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Table 16.12. Hada&uar: number of reported cases 
of and deaths from chickenpox. 1972-
1978 

Number ol dudw 

Yur 

1972 
197) 
1974 
1975 
1976 
i,n 
1971 

Numberol 
caa 

II O" 
1940I 
27 J22 
lJ 076 
22 213 
II 557 
20 204 

7 
2' 

117 
IOI 
,1 

6 
20 

, ftoffl the Hlnlsuy ol Health of l"ladapsca,. 
b AftM llweltlpClonl by Dr Z. Wam In t'brdl I 979. 

7 
2' 
I 
5 

II 
6 

20 

have been interpreted as the result of an 
unrecognized importation of variola major 
into Madagascar in 1974 and its subsequent 
spread and misdiagnosis as chickenpox dur­
ing 1975 and 1976. The likelihood that this 
was so was increased when the data by 
province for 1976 showed that the case­
fatality rate for "chickenpox" in the province 
of Antananarivo was almost 1 % (8572 cases; 
83 deaths). Correspondence between the 
Smallpox Eradication unit and health offi­
cials and the WHO programme coordinator 
in Madagascar failed to elicit a satisfactory 
explanation for the reported high death rates 
from chickenpox, and in December 1978 the 
Global Commission deferred certification 
pending the provision of further information. 

It was arranged that Dr Ziaul Islam should 
visit Madagascar and investigate the situa• 
tion. Working there from 26 February to 9 
March 1979, he checked the original records 
for 1972-1978 and discovered that measles 
deaths had sometimes been attributed to 
chickenpox, typing errors had been made, and 
confusion had resulted from using reporting 
forms for mortality when those intended for 
reporting morbidity had run out; sometimes 
no explanation for the figure reported could 
be found. His final USCl$mcnt of the numben 
of deaths from chickenpox, also shown in 
Table 26.12, is consistent with the occurrence 
of chickenpox only. 

Dr Islam's report, which also provided 
10me additional information on the health 
structure and vaccination programme in 
Madagascar, was distributed to members of 
the Global Commission on 10 May 1979. 
They accepted the explanation that the high 
mortality attributed to chickenpox was due to 
reporting and/or recording errors and eradi-

cation in Madagascar was certified by corre­
spondence on 29 June 1979. Had the Global 
Commission not made such a decision, ar­
rangements between the Smallpox Eradica­
tion unit and the government of Madagascar 
were in hand to carry out an intensive 
pockmark survey in the areas in which large 
numben of chickenpox deaths had been 
originally reported, but this did not prove 
necessary. 

UGANDA AND THE SUDAN 

In parallel with the certific.ation activities 
in the countries of southern Africa, arrange­
ments were made for international com­
missions to visit the 2 African countries 
(other than those of the Horn of Africa) 
for which certification was still rcquired­
namcly, Uganda and the Sudan. Uganda Jud 
reported its last endemic case of smallpox in 

LIBYAN 
AAA8 

EGYPT 
( 1948) 

JAHAHIIUYA 1.-------..J

(1948) 

CHAO 
(1965) 

ZAl"E 
(1'71) 

q 

Northern 

ETHIOl'IA 
(1976) 

l(fNYA 
( , .. ,,

Fis. 16.7. Sudan and U1anda, thowtn1 the provinces 
of the Sudan at the time of the precertiflcation ac� 
Ides and the yun In which smallpox ceased to be

endemic In neiJhbourin& countries. Upnda was 
visited by an International commission from II to 
17 October 1978 and the Sudan by another lnter'­
national commission from IS to 19 November 1978. 
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1968, but imported cases had occurred each 
year between 1969 and 1972, origiruting 
from the neighbouring Equatoria Province of 
the southern Sudan (Fig. 26.7), in which there 
had been civil disturbances until 1972. The 
certification of cradication in Uganda wu 
therefore dependent on that in the Sudan. 
Howenr, certification could not be under­
taken in the Sudan until 1978 because of the 
risk of importations from Ethiopia, in which 
smallpox remained endemic until August 
1976. Plans were therefore made for the 
certification of the Sudan and Uganda in 
October-November 1978, by separate inter­
national commissions. 

Uganda 

Pruertificalio11 actillitits 

Preparations for certification in Uganda 
followed the pattern that had been developed 
in western Africa, where a similar long 

interval had occurred between the lut re­
ported case and certification (sec Chapter 25). 
Dr Chu In Ho, a WHO epidemiologist 
stationed in Kampala, assisted the Ugandan 
health authorities in the preparation of the 
country report and in conducting pockmark 
surveys and chickenpox surveillance. For the 
pockmark survey (Table 26.13), 622 localitics 
widely dispersed over Uganda's 10 provinces 
were selected and ovcr 1.5 million persons, 
representing 12.2% of the total population of 
Uganda, were examined. Most of the more 
recent outbreaks of smallpox in Uganda 
had been due to variola minor (sec Chapters 8 
and 19), so it was not surprising that facial 
pockmarks were rare, being found in only 
0.005 % of persons of school age or older. 
None was ascribed to smallpox infection 
contracted after 1970. 

A WHO-supported virus laboratory in 
Entebbe had confirmed diagnoses of smallpox 
in 1970 and 1972, but thereafter had gradu­
ally ceased to function. In preparation for 

!ti 
0111 TH[ OCCASION or T"[ ClOSING or Tl'[ INTEIIHATION� COMMISSION 

fOlt�AU,01 [HOICATIOIII IN IIG.AND! 

J/u P,rma11,11l £.cnla
"J

, m11iJl
"1 

o/ ...J.l.aftl
(DR. ERIABU G. N. MUZIRA) 
"f""'' ,,. ,t ....... ./ ti.. _,,.,., ./ 

DR. A. I. GIOMTICO 

al llr LrrrlllDII') lo L. pr,/urmrJ L, 

.J./,·, C.a/l,.c'J tl11 ofl/. P"Jde11/ o/ ti., RrrJlc o/ U,a,."4 
(AL-HAJJI FIELD MARSHAL DR. IDf AMIN DADA. v.c.. o.s.o◄ M.C.

°" J,.-Jn'). 2711 Q1Jx,. 1978 

al ,1,, u,a,.lt, J,,/rrualio11al Co.,/.n-11a G .. trr, ..Kampala 

II a._v.�. •••••ST•••'-"• 
Ttc ............... Scc•n••"· ........ ,.,.., HEM.TN.. 

..-.o. •o• •• E .. TSeH.. 
TSl.&PMON&, E,.ft ... 20201. 

Plate 26.J. The President of U1anda took a personal Interest In the certification of smalpox eradication-;. his

country. The eradication pro1ramme transcended personal and political barriers In a ilobal effort towar s a

convnoncoal. 
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Table 16.13. U1anda: results of fadal pockmark 
surveys by national authorities, Aprll­
September 1978, and by International 
Commission memben. October 
1978, by ap 1roup 

Aae srou, 

'"9diool 

cMclreft Nadonal 
lntemadonal 

COIMllalon 

Sdw-ap 
chldren NatloNI 

lnwNdoNI 
(--'On 

� National 

lntemadoNI 
Commillloll 

Number of penoN 
eUffllnlcl 

Total With fadal 

podmarb 

15 504 0 

031 0 

900 115 471 

2592' 11• 

572266 It' 

2''29 2• 

• Due co ll'lllllpox contracted before I 971.

certifie2tion, 118 specimens were collected 
from cases of chickenpox occurring in all 
provinces during the period April-September 
1978. On examination at WHO collaborating 
centres, none was found to contain poxvirus 
particles. 

Visit of tht /11/trtllllioMI CoM111is1io11, 11-27 
O,tobtr 1978 

After an initial 3-day meeting in Kampala, 
the Commission was divided into J teams, 
which between them visited all the provinces. 
As well as inspecting health units and the 
reporting system, they carried out facial 
pockmark surveys (sec Table 26.13) which 
confirmed the results of the larger national 
survey. 

Before certifying that smallpox trans­
mission had been interrupted in Uganda, 
members of the Commission made a special 
visit to the Virus Research Institute in 
Entebbc and confirmed that all stocks of 
variola virus previously held there had been 
destroyed on 27 July t 976, after receipt of the 
letter dispatched from the Smallpox Eradica­
tion unit earlier that month (see Chapter 30). 

Sudan 

A WHO-assisted smallpox eradication pro­
gramme had been carried out in the Sudan, 
geographically the largest country in Africa, 
from 1969 onwards but was not very effective 

until 1972 ( see Chapter 18). The last endemic 
case of smallpox had occurred in Bahr El 
Ghazal Province in December 1972. The 
requisite 2-year surveillance period after the 
last known case had been completed by the 
end of 1974, but the eradication of smallpox 
was not certified in the Sudan by an interna­
tional commission until November 1978. 

Certification was delayed because the 
Sudan was at the crossroads of movements by 
seasonal ag1'icultural workers and pilgrims, 
some of whom came from western Africa on 
their way to Mecca, and some from Ethiopia, 
in which smallpox had been endemic until 
1976 (sec Chapter 18, Fig. 18.6). The move­

ment of refugees from Ethiopia into the 
southern Sudan also caused problems. The 
certification of smallpox eradication in the 
Sudan could be undertaken with confidence 
only after transmission had been interrupted 
in Ethiopia. 

The delay in certification caused consider­
able problems for the Sudanese health auth­
orities, since they had to maintain surveil­
lance for a further 5 years after the Jast case. 
However, the fact that they had done so 
meant that smallpox eradication in the central 
and eastern parts of the African continent 
could be certified with much greater confi­
dence. In addition to Ethiopia, the Sudan had 
borders with the Central African R epublic. 
Chad, Kenya, Uganda and Zaire, from which 
cases had regularly been imported in the 
1950s anJ 1960s. The absence of importations 
from these countries into the Sudan between 
1972 and t 978 provided additional assurance 
that transmission had ceased in these coun­
tries as well. 

Prtttrlifitalio11 atli11itiu 

After the Jast case occurred in December 
1972, surveillance continued in the Sudan. 
more than 600 staff being employed for the 
purpose, including 48 supervisors, 18 as­
sessors and 369 vaccinators, who were distrib­
uted throughout the 13 provinces. During 
this period 1 or 2 WHO epidemiologists or 
consultants assisted in developing and imple­
menting surveillance. The smallpox eradica­
tion staff who contributed in this way includ­
ed Dr Abdel Hamid cl Sayed, as the national 
director of the programme, and the WHO 
epidemiologists Mr David Bassett, Dr Donald 
P. Francis and Dr Satnam Singh.

While the reporting system was being
strengthened. programme staff conducted a 
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syst�matic �arch for hidden foci of smallpox,
particularly m the southern provinces and the 
areas bordering on Ethiopia. Active searches 
were conducted in villages, health establish­
ments, schools, police stations and markets to 
seek information on cases of diseases with a 
rash, and a reward was offered. The vaccina­
tion programme was also maintained. 

Potlr.mark s11rvty. Between 1975 and 1977 
smallpox eradication programme staff exam­

ined a total of nearly 2 million persons, out of 
a total population of 14 million, for facial 
pockmarks (Table 26.14). The few people 
found with them (0.04% of those examined, 
all of school age or older) had contracted 
smallpox before 1972 

Chitktnpox s11rveilla11ce. Because of possible 
diagnostic confusion between variola minor 
and chickenpox, the latter was made a notifia­
ble disease and, wherever possible, outbreaks 
were investigated by smallpox eradication 
programme staff. Between 1973 and 1977, 
17 690 cases, including 10 deaths, were re­
ported (Table 26.15). Each year, specimens for 
laboratory investigation were taken from a 
number of cases, usually those with un­
usual f eaturcs. Of 7 4 specimens examined in 
WHO collaborating centres none contained 
poxvirus. 

SJHdal starches in the 1011/hern provinm. Be­
cause of the difficulties of access before 1972, 
special searches were conducted in Upper 
Nile and Equatoria Provinces. During two 

Table 26.1 ◄. Sudan: resulu of facial pockmark 
surveys conducted by smallpox eradi­

cation programme suff between 
1975 and 1977, and by memben of 
the International Commission In No­
vember 1978, In all provinces, by age 
group 

Apsroup Sun� 

Preschool 

children National 
lnternadonal 

Commlulon 
Schoof-ap 

children National 
lncematJonal 

Commlulon 
Adults National 

lncernadonal 
Commlulon 

Number cl perlOIII 
eUffllMd 

Total Wkh fldll 
pod.marts'

271 197 0 

3 139 0 

2142'7 31 

26 665 II 

I 451 125b 650 

14 307 94 

• Due to amallpo• contracted before 1972.
b bamlned at ched-,olnu; -"Y adulu.

Table 26.1 S. Sudan: number of reported cases of 
and deaths from chickenpox between 
1973 and 1977 and number of speci­
mens tested 

Yur 
Number of Number of Number of 

ases ctuchl spedmenl tested' 

,,n S 123 0 II 
1974 18'S 0 20 
1975 llll I II 

197' 1 012 2 " 

19n 751 0 " 

Total 17',0 10 74 

• None conulned poulrus.

searches in Upper Nile, in 1972 and 197 4, 
718 000 out of 798 000 inhabitants of the 
province were vaccinated. A vaccination scar 
survey revealed a coverage of 85% in the age 
group 0-4 years and 98% in the age group 
5-14 years.

In Equatoria Province, the special surveil­
lance team operating in January 1974 dis-

Plate 26.4. The coftection and testin1 of rNterial 
from skin lesions In cues of fever with rash, especially 
In countries where varlob minor had recently been 
endemic, provided assurance thlt the survdlance 
system would have detected smallpox If It had 
occurred. 

,, 
... 
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covered evidence of possible smallpox trans­
mission as late as November 1973. The last 
confirmed case in the province had occurred 
in November 1972, in the most densely 

populated part of Kapocta District, some 
80-100 kilometres from the Lafit mountafos,
where evidence of possible continued trans­
mission was discovered. Intensive investiga­
tions suggested that there had been a number
of cases, the last in a 15-month-old boy with
facial pockmarks. However, it was impossible
to determine precisely the date of onset of the
disease. The surveillance team revisited the
Lafit mountains 3 times in 1974, and repeat­
edly thereafter, but failed to find any further
evidence of smallpox. During a visit to the
area in 1976 evidence was obtained suggest­
ing that the supposed last case in the focus had
been infected late in 1972, not late in 1973.

Spuial 111rvtillanct in artaJ on the Ethiopian 
border. In September 1973, an interregional 
WHO smallpox eradication programme 
seminar was held in Addis Abcda. Border 
surveillance was discussed, and the Ethiopian 

and Sudanese governments made arrange­
ments after the seminar for surveillance teams 
from each country to investigate rumours of 
smallpox on the other side of the border (sec 
Chapter 21). For example, at the request of 
Ethiopia in November 1973 and February 
1974, a Sudanese team investigated smallpox 
rumours and vaccinated the inhabitants in the 
Gabba and Metabcl areas of Gojam Province 
in Ethiopia, which were not easily accessible 
from the Ethiopian side of the border. 

Viii/ by a WHO con111Jtanl. In August­
September 1977, Dr Gordon Meiklejohn, 
a WHO consultant, visited Khartoum and 
assisted in documenting the work of the 
smallpox eradication programme and subse­
quent surveillance activities. In May 1978, a 
further stimulus was given to the discovery of 
cases of smallpox by the announcement by the 
World Health Assembly that a reward of 
USSt 000 would be offered to any person who 
reported a smallpox case which was con­
firmed by laboratory investigations in a 
WHO collaborating centre. 

Plate 26.S. Some of the partlclpanu at the meedn& of the International Commluion for the Certification of
Smalpox Eradlcadon In the Sudan, 29 November 1978. left to rirht: R.A. Khan (WHO). C. Lerche (Norway),
W. Kolnan1• (Kenya), Yemane Tekeste (Ethiopia). A.H. El Sayed (Sucbn), J.G. Breman (WHO). The
names of the Commission memben are In bold type.
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Fig. 26.8. locaUties in the Sudan visited by members 
of the International Commission for the Certification 
of Smallpox Eradication, 15-29 November 1978. 

Visit of the l11tm111tio11a/ Co,,,111is1io111 15-29

Novtmber 1978 

After a brief meeting in Khartoum. field 
visits were made by 9 separate teams over a 
period of 12 days. Because of the large size of 
the Sudan, an aeroplane was made available 
by the United Nations Development Pro­
gramme to help to cover critical areas in the 
northern and eastern provinces (Fig. 26.8). 
During their visits, Commission members 
carried out facial pockmark (sec Table 26.14) 
and vaccination scar surveys. 

The International Commission found 
nothing to cause them to doubt the claim that 
smallpox transmission had been interrupted 
in the Sudan at least 5 ycan earlier, and 
certified the country to be free of smallpox. 

SOUTH-WF.sTERN ASIA 

Several countries in south-western Asia 
required certification by international com­
missions or other special measures (Fig. 26.9). 
They fell into 3 groups. 

Y cmcn and Democratic Yemen were geo­
graphically close to the last remaining ende­
mic countries in the world, Ethiopia and 
Somalia, and certification activities were de­
layed there until nearer the time when the 

Horn of Africa would itself be visited by 
international commissions. Because of politi­
cal differences between the two countries, 
they were visited by separate international 
commissions in June 1979. 

To the north-cast lay Saudi Arabia and the 
Gulf states of Bahrain, Kuwait, Oman, Qatar 
and the United Arab Emirates. Because of the 
intensity of the traffic between these coun­
tries and the Indian subcontinent and the 
vast annual pilgrimages to Mecca, the 
Consultation on the Worldwide Certification 
of Smallpox Eradication had recommended 
in October 1977 that WHO should obtain 
special country reports from each of them 
for review by the Global Commission in 
December 1978. 

Iran. Iraq and the Syrian Arab Republic 
were not included in the Intensified Smallpox 
Eradication Programme in 1967 because they 
had eliminated endemic smallpox in 1963, 
1959 and 1950, respectively. However, it was 
known that a major epidemic of variola major 
had spread through these countries in 1970-
1972, after an importation from Afghanistan 
(sec Chapter 23). Few of the many cases which 
occurred had been reported to WHO-29 
from Iran in 1971 and 2 in 1972, 37 from Iraq, 
all in 1972, and 54 from the Syrian Arab 
Republic in 1972 (Fig. 26.10). Unofficial 

Q._ _ __..qo km 

0 Speci�I visits 
� Visited by lnternulonal Commisslon 

Fig_ 26.9. Countries of south-westem Asia and the 
Arabian Peninsul� and the methods by which they 
were certified-
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1970 1971 1972 Country J f HAMJ J ASONDJ f l'1 A t1 J JA>ONDJ f MA M J J A> v N 0

AFGHANISTAN ,·11 '3 31 .0 l6 3� � rtJ &J � 79 ,� :io 1�5 !3 6: .•a •1 62 2• 62 n .. 15 '6 2• :.>I \8 30 51 9 • ,. 9 •

IP.AN I ' 20·. ·2 
• :.. .. 'I

IRAQ I. 26 6 • IJ

SYRIAN A.R. I Zl 31 I 

YUGOSLAVIA � 

D Presumed period of continued tnnsmlSSion 

Fie. 26.10. Smalpox in Afchanistan, 1970-1977, and the 1970-1972 outbreak of smallpox in Iran, folowinc 
an importation from Arcf\anistan. The disease spread to lnq and the Syrian Anb Republic, and from Iraq to 
Yugoslavia. Numbers indicate the cases off,cidy reported to WHO by month. In both Iran and Iraq, the 
numbers of cases which actually occurred and were known to the respective govemmenu were far larger (see 
Chapter 23). 

reports suggested that there was good reason 
to believe that transmission had persisted for 
almost 2 years in Iran, 8 months in Iraq and 4 
months in the Syrian Arab Republic. with 
many more cases than had been reported. 

The last cases of smallpox in these countries 
were believed to have occurred in 1972, some 
5 years earlier but the C.Onsultation believed 
that it was important to confirm with greater 
certainty that smallpox was not persisting in 
any of them and had not been present for at 
least the last 2 years. It therefore recommend­
ed that visiu should be made to Iran, Iraq and 
the Syrian Arab Republic by Global C.Ommis­
sion members, consultants and/or WHO staff', 
to verify and document smallpox eradication 
and present their findings to the meeting of 
the Global C.Ommission in December 1978. 

Certification did not proceed exactly as 
suggested by the C.Onsultation. Iraq and the 
Syrian Arab Republic were visited and certi­
fied in succcuion by an international com­
mission, of which the chairman, Dr Robert 
Netter, was a member of the Global C.Om­
mission. In Iran, however, although extensive 
prccettification activities were conducted, 
political events made it impossible to arrange 
the planned visit of an international com­
mission to that country. 

Yemen 

A WHO-assisted smallpox eradication pro­
gramme had been initiated in Yemen in 1969 
in the course of which the primary nccina-

tion of 0.7 million children and the revaccina­
tion oft million persons, out of a population 
of 4.8 million, were carried out. Surveillance 
activities had discovered 23 possible smallpox 
cases between 1970 and 1977, but when 
specimens from these cases were examined in 
WHO collaborating centres no poxvirus par­
ticles were found. 

In 1978 and 1979, a special search was 
conducted with the assistance of Mr Robert C. 
Steinglass, a WHO operations officer. This 
included the investigation of suspected cases 
of smallpox, the collection of specimens from 
every chickenpox outbreak discovered in the 
country, and facial pockmark and vaccination 
scar surveys in a large number of selected 
localities. Altogether 920 localities were 
visited in 146 of the 162 districts. The WHO 
reward of USSl 000 for information on new 
smallpox cases that could be confirmed was 
widely publicized to stimulate the reporting 
of suspected cases. In contrast to African 
countries, in which variola minor had been 
most recently endemic, variola major had 
been the prevalent form in Y emcn, and a 
facial pockmark survey covering some 20% 
of the total population revealed 1920 pock­
marked persons, all of whom were over t 0 
years of age (Table 26.16� None of them had 
had smallpox more recently than 1967. None 
of the 42 specimens collected from cases of 
fever with rash was found by WHO collabor­
ating centres to contain poxvirus. 

A vaccination scar survey revealed that 
only 229% of children aged 0--4 years had 
vaccination scars, a proportion that rose to 
65.6% among those aged 5-9 years. 
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Table 26.16. Yemen: results of faclal pockmark survey during active searches, 1978-1979 

Vlllaca searched 

Governor ate Tout Number where penons 
number with fadal pockmarks 

were found 

Beldha 13 12 
Dhamar 129 113 
HaJlah 110 15 
Harlb 4 2 
Hodeldah 48 2 
lbb 199 165 
Mahweet 76 50 
Sa'ada 52 22 

Sana'a 148 14 

Talz 141 17 

Toul 920 622 

Visit of the International Commission, 2-10 June 
1979 

After preliminary discussions in Sana'a, the 
Commission members formed 3 teams and 
travelled widely throughout the country, 
except in the sparsely populated eastern desert 
area of the Marib, which was closed for 
political reasons. The results of the surveys 
confirmed those presented in the country 
report, and the Commission concluded that 
there was no evidence that there had been any 
endemic cases of smallpox since the last 
recorded cases in 1969. Accordingly, Yemen 
was certified to be smallpox-free. 

Democratic Yemen 

Although Democratic Yemen had not 
reported a confirmed case of smallpox since 
1961, the government undertook a smallpox 
eradication programme, beginning in 1970. 
In a mass vaccination campaign combining 
smallpox and BCG vaccinations, 4 mobile 
vaccination teams had performed 1.7 million 
smallpox vaccinations between 1970 and 
1977, among a population of 1.7 million; 
578 000 were primary vaccinations, and the 
take rate was over 90°/4. 

Prettrlifttation atlivities 

Special search operations were carried out 
between February 1978 and February 1979, 
with the assistance of a WHO epidemiologist, 
Dr Mohamed El Naggar. The offer of a 
reward of 50 Yemeni dinars (approximately 
USSt 50) for the notification of a case of 

Number of pe,10nl with Population 
facial podunarks apd: Year of the 

of vlllaca most recent 
searched 0-9 yun .-10 years Infection 

21 376 0 36 1951 
II 360 0 390 1964 
72 6-47 0 229 1967 
2 026 0 10 1953 

135441 0 300 1963 
113 797 0 "°4 1965 
32 266 0 93 1964 
27 102 0 59 1959 

127 973 0 205 1966 
206 500 0 194 1965 

897 481 0 1920 

smallpox was publicized by newspapers, radio 
and television. During a year-long operation, 
active searches were conducted in 55 of the 
83 subdistricts in the country, including 2 
subdistricts on the island of Socotra. Dr R.N. 
Basu and Dr Holger Lundbeck, members of 
the Global Commission, visited the country 
in November 1978 to study and advise on 
preparations for certification. 

Pockmark survey. Facial pockmarks were 
seen only in persons over 14 years of age 
(Table 26.17). From the replies to questions 
put to those with pockmarks, it emerged that 
the most recent infection among them in 
Democratic Yemen had occurred in 1958. A 
vaccination scar survey recorded 59.8% with 
scars in the age group 0-4 years, the corre­
sponding proportion reaching 96.9% in the 
age group 5-14 years. Of 36 specimens 
collected from cases of fever with rash during 
1978-1979 and examined by WHO collabor­
ating centres, 8 showed herpcsvirus particles 
and none poxvirus. 

Visit by the International Co111111issio11, 3-11 ]1111e 
1979 

After a briefing meeting in Aden, 3 teams, 
each including a Commission member, a 
WHO consultant and a national representa­
tive, visited 18 districts and carried out 
limited surveys for facial pockmarks (Table 
26.17) and vaccination scars. The results ob­
tained corroborated the evidence presented in 
the country report. 

The Commission concluded that there was 
no evidence that the endemic transmission or 
importation of smallpox had occurred in 
Democratic Yemen since the smallpox eradi-
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Table 16.17. Democratic Yemen: resulu of f adal 
pockrmrk surveys by natlonal teams, 
February 1978-February 1979, and 
by memben of the International 
Commlsslon,June 1979, by ase sroup 

� .. l'OU, 
Number of penonl tumlned 

SurYfY (ytan) Toul Wldl fadll 
pockmarb 

� NatloNI 2J 6JJ 0 
lntematloNI 

Commllllon ,22 0 
S-14 Natlonll J7'21 0 

lnttmatloNI 
Commllllon J 4JI 0 

;a.IS Natlonll 51343 194' 
lnttmatloNI 

Commllllon •sn '4' 

• Out to smallpo• contracted btfort 1959.

cation programme had begun there in 1970. It 
certified the country to be free of smallpox. 

Arab Countries of the Gulf Area: 
Bahrain, Kuwait, Oman, Qatar, 

Saudi Arabia, United Arab Emirates 

The health services of these 6 countries had 
been greatly strengthened since the increase 
in income from oil production in the early 
1970s. Indigenous transmission of smallpox 
was thought to have ceased in all of them in 
the 1960s, but there were numerous oppor­
tunities for importations to occur (sec 
Chapter 23, Table 23.10) and the inadequacy 
of the surveillance system at that time meant 
that a report of zero incidence of smallpox 
could not be regarded as completely reliable. 

The 1977 Consultation on the Worldwide 
Certification of Smallpox Eradication had 
therefore requested that detailed country 
reports should be supplied to the Global 
Commission (sec Chapter 24). 

• One of the members of the Consult2tion,
Dr Jalal M. Aashi, who was at the time 
Secretary-General of the Secretariat-General 
of Health for the Arab Countries of the Gulf 
Area, arranged for a member of the Smallpox 
Eradication unit, Dr Ehsan Shafa, to attend 
the meeting of the Secretariat-General in 
Riyadh, Saudi Arabia, from 30 October to 2 
November 1977. Dr Aashi and Dr Shafa had 
drawn up a plan of action for the Gulf 
states, to be implemented during 1978, and 
this was approved by the assembled ministers 
of health. In fact the plan was more thorough 
than the Consultation's suggestions had indi­
cated. Under its terms each country was 
requested: (1) to carry out chickenpox sur­
veillance and collect specimens from selected 
cases; (2) to establish and maintain rumour 
registers of suspected cases of smallpox; (3) to 
carry out facial pockmark surveys; and ( 4) to  
prepare a country report. Specimen collection 
kits and forms for each section of the plan of  
action were provided. 

Dr Arcot G. Rangaraj, a veteran of the 
smallpox eradication campaign in Afghani­
stan, was appointed as a WHO consultant for 
6 months (1 March-31 August 1978) to help 
to implement the plan of action. He visited 
each country 3 times, contacting public 
health laboratories, hospitals, health centres 
and clinics, medical officers of oil companies, 
missionary and other private institutions, and 
private practitioners. 

Table 16.18. Arab countries of the Gulf area: resulu of precertlflatlon Investigations, January-July 1978 

Facial pockmark aurvey In Labontory 
Numbtt of lmestlptlonl' Esclmattd chlldrtft < 10 ye,n old History of chlldrtn CINI of with fact,I populatloll dildtenpo• Number of Number 

(1977) Number Number with pockmarks reported sptclmtnl poeltlvt for tumlnld pockma,b ttsttd hetptsvtrul 

twain 270000 2S'23 I Concract.d In Paklsun 3 154 50 " 

Kuwait I 130000 I07'1 0 1 766 71 JS 
Oman 110000 '7060 I t-yar-dd chfld. air.In 480 Jt 10 

Infection In Infancy
Qaur 1,0000 15142 0 566 35 I 
5-,dl Arabia 7 630000 , 151075 0 IJI 10S 46 
Unlced Arab Emlnea 670000 IS ff◄ 4 J, each Infected 7 yun 1 171 52 J2 

tarlllr In lanpdtlh. 
lncfla and Pakllun; 

I, I 9-yar-old boy, 
lnfea.d In 1971 
oudlruk 

• Spedmtl• tlllffllMd ac WHO colaboratl"I cencres; al _.. ntpCIYI for poutrus.
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The results of the special investigations arc 
shown in Table 26. t 8. There was no evidence 
that smallpox had been present in any of the 6 
countries since t 971. 

After reviewing the excellent data pro­
vided in the reports of these countries, the 
Global Commission, meeting in December 
1978, had no hesitation in certifying all of 
them to be free of smallpox. 

Iran 

Preparations for ftrlificalion 

Shortly after the Consultation in October 
t 977, Dr Shafa visited Iran from 2 to 14 
December 1977, during which time, in col­
laboration with the health authorities, a plan 
of operations for the confirmation of small­
pox eradication was prepared. In view of the 
large epidemic of smallpox in Iran in t 970-
1972 (sec Chapter 23), government health 
officials agreed to carry out a comprehensive 
programme. This was to Jast for 6 months, 
starting on 21 March 1978 (the Iranian New 
Year), and include: (1) chickenpox surveil­
lance with the compulsory reporting of cases, 
and epidemiological and laboratory investiga­
tion of chickenpox outbreaks associated with 
deaths; (2) the maintenance of a rumour 
register and reports on the investigation of 
suspected cases of smallpox; (3) facial pock­
mark surveys; and (4) the preparation of a 
comprehensive country report. 

Dr Parviz Rezai, Deputy Director-General 
of Communicable Diseases Control and 
Malaria Eradication, was put in charge of the 
programme, and by the end of February t 978 
sanitary inspectors from every· province in 
Iran, who were responsible for specimen 
collection, had attended a seminar in Tchcran 
and been issued with specimen collection kits. 
A seminar was also held, attended by the 
chiefs of the communicable disease depart­
ments of all the provinces, to discuss the plan 
of action and their role in its execution. 

Activities went on until 23 September. Dr 
Shafa continued to follow their progress 
closely and visited Iran again in August t 978. 
In October, he and Dr Lawrence Brilliant, 
who had worked as a WHO staff member in 
the smallpox eradication programme in India, 
visited Iran to assist in the analysis of the data 
and the preparation of the final report for the 
Global Commission. They also paid brief 
visits to the /rovinces of 11am, Fars and
Isfahan. It ha been planned that Dr Aashi 

and Henderson, members of the Global Com­
mission, would visit Iran between 1 and t 5 
November, during which time they would be 
provided with a supplementary report giv­
ing epidemiological details of the 1970-t 972 
outbreak. However, their visit had to be 
cancelled owing to increasing civil unrest, 
which culminated in the deposition of the 
Shah and the proclamation of an Islamic 
Republic on t April t 979. 

Podr.marlr. SllrtleJ. The object of the facial 
pockmark survey was to confirm the absence 
of smallpox during the previous 5 years 
(t 973-1978); hence only children under 5 
years of age were examined. The areas to be 
surveyed were selected in the following order 
of priority: (t) the environs of the last known 
smallpox outbreaks; (2) districts in which 
deaths from chickenpox had been reported; 
(3) districts in which suspected cases of
smallpox had been reported; and (4) border
territories and remote areas.

Of 72 337 children examined (1.2% of all 
those under the age of 5 years), 15 were 
reported to have apparent pockmarks. On 
investigation, the scarring was found to be 
due to chickenpox in 1 t cases, to boils in 3 
cases, and to the secondary infection of 
chickenpox vesicles in 1 case. The survey was 
conducted in 160 of the 162 districts, in all 23 
provinces. Dr Brilliant visited the provinces 
of Fars and Isfahan during October t 978 and 
confirmed that the facial pockmark survey 
was well designed, the sampling frame was 
carefully chosen, and the survey procedures 
were understood by the health workers. 

Chiclr.tnpox 111mil/a11c1. Weekly reporting of 
chickenpox from each district by telegram 
was made compulsory for the 6-month period 
21 March-23 September 1978. In all, 4076 
cases were reported, giving an incidence of 
12.2 per 100 000 population over a 6-month 
period, which was similar to incidence rates in 
other countries in which extensive chicken­
pox surveillance programmes had been 
undertaken. Of these reported cases, 88% 
were verified by senior health officials and 
epidemiologically analysed; 85% of the per­
sons in question had vaccination scars. Labor­
atory specimens were taken from 46% of the 
459 cases in unvaccinatcd subjects and from 
140 chickenpox cases which, although the 
persons concerned had been vaccinated, were 
either severe or atypical or had occurred in an 
adult. Specimens were collected from every 
province except Boyer Ahmadi-ye Sardsir va 
Kohkiluyeh, Kerman, 11am, and Lorestan. 

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


,222 SMALLPOX AND ITS ERADICATION 

11am Province, which had reported the poor· 
est chickenpox surveillance, was visited and 
checked by Dr Shaf a in October 1978. All 
349 specimens tested by WHO collaborating 
centres proved negative for poxvirus. 

Spt,ial i11vtsligalio11 of JMSJ>t<ltd s111allpox ,asts. 
Four unusual cases of skin disease were in­
vestigated by physicians from the Communi­
cable Disease Unit in Teheran. Two were 
found to be cases of molluscum contagiosum 
and the other 2 were severe chickenpox. 
Routinely, all cases of fever with rash were 
regarded as suspected cases of smallpox until 
proved otherwise by clinical, epidemiological 
and laboratory findings. Between 1973 and 
mid-1978, 309 such cases were investigated. 
All proved negative for variola virus on 
laboratory examination by the Pasteur Insti­
tute in Teheran, an establishment which had 
demonstrated a good laboratory capability for 
smallpox diagnosis in 1971-1972. 

Revit111bythtGloba/Co,n111ission, 7 Duember 1978 

Dr Rezai presented a detailed country 
report entitled S111allpox Eradiratio11 i11 Ira11, 
and Dr Brilliant an additional document, Tht 
SJ>tfial Progra111•t lo Co,,fir111 S1t1allpox Eradira­
lio11 ;,, lra11. In addition, 2 confidential re­
ports-511111/lpox ;,, /ra111970-72, prepared by 
the Iranian government, and S1t1allpox i11 Fars 
Pro11i11tt, lra11, 1970-71, prepared by Dr Bril­
liant-were made available to a special group 
of Commission members. These 4 reports 
provided very comprehensive data on the 
smallpox situation in Iran. The confidential 
government report gave details of 1996 cases 
of smallpox that had occurred in 400 out­
breaks between November 1970 and Sep­
tember 1972 (sec Chapter 23, Fig. 23.4), 
of which 1349 had been confirmed as pos· 
itive for variola virus in the laboratory in 
Teheran. 

The epidemic had originated from an im­
portation from Afghanistan and was eventu­
ally controlled by mass vaccination. Its long 
duration (23 months) was due to the use of 
poor-quality liquid vaccine, and it was rapid­
ly controlled as soon as potent freeze-dried 
vaccine became available (see Chapter 23� 
The political decision not to report the actual 
number of cases to WHO did not prevent the 
health services from being fully operational 
within the country and from bdng commit­
ted to eliminating the disease. There was no 
rcaaon to believe chat any caSf'S had occurred 
aftn �ptcmbt-r 1972. 

As has been mentioned above, political 
circumstances had led to the cancellation of 
the planned visit to Iran in November 1978 
by members of the Global Commission, as 
recommended by the October 1977 Consulta­
tion, but on the detailed evidence before it 
the Global Commission had no hesitation in 
certifying that Iran was free of smallpox. 

Iraq 

Smallpox had been eliminated from Iraq i n  
1959, so that there had been no WHO-assisted 
smallpox eradication programme in the 
country. Vaccination, and subsequently cer­
tification activities, were undertaken by the 
regular health services. Late in l 971, smallpox 
had spread from Iran to Iraq (see Fig. 26.10) 
but, as in Iran, the authorities had been 
reluctant to report it. Evidence obtained 
subsequently suggested that there had been at 
least 800 cases (see Chapter 23), but that the 
outbreak had been finally contained by June 
1972. 

Preparalio11s for rtrtifi,atio11 

In May l 978 Dr James Tulloch, a consul­
tant with the Smallpox Eradication unit, 
visited Iraq to assist with the preparation of a 
country report and the organization of a facial 
pockmark survey. The basic report was pre­
pared in collaboration with Dr Felix Jurji, the 

. national Director of Epidemiology and Quar­
antine. In June, the Director-General of  the 
Public Health Administration sent forms to 
all departments in the school health admin­
istration with a request that all schoolchildren 
should be examined for pockmarks and that 
the forms should be returned by mid-Sep­
tember for presentation to members of the 
International Commission. which planned to 
visit Iraq in October. 

Visit b;J IIN /11t,ntalio11al CoM1t1issio111 J-1 J 
O,tobtr 1978 

Because of the reluctance of the govern· 
ment to discuss the t 971-1972 t-pidemic, 
members of the Commission concentrated on 
determining whether Iraq had bttn frtt of 
smallpox for at least the previous 2 )'NrS. 
After a briefing meeting in Baghdad, Com­
mission members and their collcague-s formed 
2 teams, which tra,·ellcd widely through the 
country. They checked the quality of the 
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Plate 26.6. James Tulloch (b. 1949), an Australian 
epidemiologist who served u a consultant to the 
smallpox eradication programme from 1976 to 1980. 
He participated In the final stages of the eradication 
programme in Bangladesh and played an active role in 
preparations for certification In many countries. 

reporting system, and visited hospitals, health 
units and the diagnostic laboratory in Bagh­
dad. The general impression everywhere was 
one of competence. In the laboratory, 162 
specimens collected between 1972 and 1978 
from patienu with a ruh had been tested ; all 
had proved negative for variola virus. Of 
these, 27 collected in January 1978 and 11 
collected in March-June 1978 were tested in 
WHO collaborating centres, all with negative 
results. 

Four out of 3825 children aged between -4 
and 12 years who were examined had pock­
marks, all due to smallpox contracted before 
or during 1972 Vaccination coverage wu 
between 75% and 100% in primary-school 
children, depending on the area, and between 
SO% and 80% in preschool children. 

The Commission concluded that there was 
no evidence that smallpox had occurred in 
Iraq since 1972 and that the health services 
were sufficiently reliable from the point of 
view of detecting, recording and reporting 
communicable discucs to ensure that, if a asc 
of smallpox had occurred, it would have come 
to the notice of the central public health 
authorities. However, between their visit in 
October and t.be meeting of the Global 
C.Ommission in December, the results of the 
facial poclumrk survey had been received; 

these showed that 17 out of 195 665 school­
children had "facial pockmarks". No details 
were provided of the children's ages or of the 
dates on which they had suffered from 
smallpoL Certification was therefore delayed 
pending clarification of the situation. Subse­
quently, it was reported that, of these 17 
children with "facial pockmarks", 16 had 
good primary vaccination scars, l 5 cases were 
of chickenpox, 1 had had boils, and 1 had had 
another kind of skin infection. This informa­
tion was sent to all Global Commission 
memben in March 1979 and Iraq was certi­
fied to be smallpox-free by correspondence on 
17 April 1979. 

Syrian Arab Republic 

Because endemic smallpox had been elim­
inated from the Syrian Arab Republic in 
1950, there had never been a smallpox eradi­
cation programme in the country. All vacci­
nations were carried out by the regular health 
services. The Iran-Iraq epidemic had spread 
to the Syrian Arab Re-public in February 1972, 
but appeared to have been contained by Msy 
of that year (sec Oupter 23). 

Prtj>dr11lio111 far ttrtifi,11tio11 

After his visit to Iraq, Dr Tulloch pro­
ceeded to the Syrian Arab Republic in May 
1978 to help to arrange the preparation of a 
country report, a facial pockmark survey and 
the collection of specimens for laboratory 
tcst.ing. Dr Nouri Ramzi, Vice-Minister of 
Health, arranged for Dr Tulloch to visit the 
area of the last outbreak. in which there were 
S-4 reported cases around Meyadin in the 
south-eastern part of the country, along the 
Euphrates river, and on the main road from 
Baghdad (sec Chapter 23, Fig. 235). A survey 
of 507 Khoolchildrcn in this area found 15 
with facial pockmarks due to smallpox, which 
made it clear that more cases had occurred 
than were notified in 1972, as well u reveal­
ing an unreported outbreak in the period 
1966-196 7. For -the purposes of certification 
it wu not considered worth while to make a 
major effort to clarify evcnu which had taken 
place over 6 years before, but the government 
wu asked to undertake a facial pockmark 
survey of the 6-ycar-old children entering 
school in September. If no pockmarks were 
found among them, that would be considered 
good evidence tha.t no cases had occurred 
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since 1972 Surveys carried out on 28 072 
6-year-old children in 197 schools in Damas­
cus and 11 320 children in 207 schools in 
Dcir-ez-Zor failed to find any pockmarks.
The vaccination coverage was good in school­
children in the higher grades-namely, 80-
95%--and 50-60% among those in the first
grade.

Since t 972, when 3 specimens taken from 
cases were found to contain variola virus by 
the WHO collaborating centre in Atlanta, 
USA, 1 specimen tested in t 97 4 had proved 
negative, as had 6 specimens tested by WHO 
collaborating centres between August and 
October 1978. 

Vuit by tht lnttrnational CommiJJion, fJ-22 
Octobtr 1978 

After reviewing data with the health auth­
orities in Damascus, Commission members 
visited health centres and primary schools. Of 
3873 children then examined, one had facial 
scarring reportedly due to smallpox contrac­
ted in Hatfe in 1971. Four other persons with 
pockmarks were adults who had suffered from 
smallpox some 30 years previously. Com· 
mission members reviewed the reports and 
concluded that the detecting, recording and 
reporting of communicable diseases in the 
country were sufficiently reliable to ensure 
that, if an outbreak of smallpox had occurred 
since t 972, it would have come to the notice 
of the central public health authorities. Their 
recommendation that the Syrian Arab Re­
public should be certified to be free of 
smalJpox was accepted by the Global Com• 
mission in December t 978. 

SOUTH-EASTERN ASIA 

At the other side of the Asian land mass 
were several countries in which WHO­
assisted smallpox eradication programmes 
had never been operative because the disease 
had been eliminated in 1962 or earlier. The 
largest country, China, is the subject of 
detailed consideration in Chapter 27. Malay· 
sia had eliminated endemic smallpox by the 
end of 1949 and effectively controlled a large 
outbreak that had occurred after an importa• 
tion in 1959 and continued into 1960. Singa­
pore had reported no cases since ·a small 
outbreak folJowing an importation in 1959. 
Both countries had had stable governments 
since 1960 and the Consultation did not 

Table 26.19. Thailand, Democratic Kampuchea, Lao 
People's Democratic Repubtlc and 
Viet Nam: numbers of reported cues 
of smallpox, 19S2-1963 

Lao P'tople's 

Ytar Thailand 
Otmocntk Democratic 

Vitt NMII 
Kampuchta '-epubflc 

1952 43 1 740 33 2 251 
1953 so I 711 15 I 582 
1954 20 443 0 3564 

1955 117 483 0 I ,07 
i,s, 4 523 0 I 001 
1957 3 125 0 472 
1958 21 II 0 35 
195t 1 548 • 0 13 
"'° 32 0 0 0 

"" 33 0 0 0 

1'62 2 0 0 I 
1'63 0 0 0 0 

recommend that any special investigation 
should be undertaken. The remaining 4 
countries were Democratic Kampuchea, the 
Lao People's Democratic Republic, Thailand 
and Viet Nam; the numbers of reported cases 
of smallpox in these countries during the 
period 1952-1963 are shown in Table 26.19. 

The October 1977 Consultation had rec­
ommended that, because of the prolonged 
hostilities and the possibility of breakdowns 
in the public health services, country reports 
should� obtained for Democratic Kampu­
chea, the Lao People's Democratic Republic 
and Viet Nam. The authorities of each of the 
countries concerned were to be asked to 
endorse these reports and, in so doing, to 
certify that no cases of smallpox had occurred 
in their country for the past 2 years. In view 
of the intense traffic between Thailand and 
India and Bangladesh, it was recommended 
that a member of the Global Commission or a 
WHO consultant should visit Thailand. 

Lao People's Democratic Republic and 
Viet Nam 

In recommending that country reports 
should be obtained from Democratic Kampu­
chea, the Lao People's Democratic Republic 
and Viet Nam, the Consultation had taken a 
cautious attitude, for there had been only 1 
reported case (in Viet Nam in 1962) since 
1959. Because of the fighting there during the 
1960s and 1970s, large numbers of foreign 
soldiers had been present in these countries, 
but no reports of the occurrence of smallpox 
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had been received. Furthermore, smallpox 
had been absent from neighbouring countries 
for many years, and over the past decade 
there had been little communication with 
the endemic countries of the Indian 
subcontinent. 

Much of the available information on 
Democratic Kampuchea, the Lao People's 
Democratic Republic and Viet Nam was in 
the files of the WHO Regional Office for the 
Western Pacific in Manila, which requested 
these countries in March 1978 to provide 
additional information. However, by August 
of that year no reports had been received at 
WHO Headquarters in Geneva. To accelerate 
matters, Dr Bert van Ramshorst, a medical 
officer in the Smallpox Eradication unit, was 
sent to Manila on 4 October 1978 to prepare 
country reports, based on the data available in 
the regional office, for the Global Commis­
sion meeting early in December. These were 
sent to the respective governments for en­
dorsement, which was eventually received in 
Geneva from Viet Nam on 28 November and 
from the Lao People's Democratic Republic 
on 29 November. Thus the Lao People's 
Democratic Republic and Viet Nam were 
certified by the Global Commission on the 
basis of the reports prepared from the docu­
mentation available in the regional office 
and the official statements by their respective 
governments that the countries were small­
pox-free. However, the certification of De­
mocratic Kampuchea had to be deferred, 
because government endorsement of the 
country report had not been received. 

Democratic Kampuchea 

Formal endorsement by the government of 
Democratic Kampuchea of the country re­
port prepared by the Smallpox Eradication 
unit proved to be very difficult to obtain 
because of the political turmoil in that 
country. Briefly, the situation was that, after 
a prolonged civil war, the Karnpuchcan 
National United Front for National Salvation 
took power in January 1979, overturning the 
Khmer Rouge government under Pol Pot and 
calling the country the People's Democratic 
Republic of Kampuchea. The Khmer Rouge 
fled, but continued to fight a guerrilla war 
against the new government, at the same time 
setting up, together with other groups, a rival 
coalition government. The latter was rccog-

nized by the United Nations, so that official 
contact with the authorities who were actual­
ly running the country, necessary in order to 
obtain endorsement of the country report, 
was not possible. 

In accordance with the decision that offi­
cial government endorsement of the report 
was essential, the Global Commission, meet­
ing in December 1978, def erred certification. 
During the succeeding months WHO took a 
number of steps designed to break the dead­
lock. These included attempting to make 
contact with the Ambassador of Democratic 
Kampuchea in Beijing and approaches via Dr 
Robert Netter, a member of the Global 
Commission resident in Paris, since at that 
time two French groups were working in 
Democratic Kampuchea, as were UNICEF 
and the International Committee of the Red 
Cross. 

In early autumn news came that Dr My 
Samody from Phnom Penh was attending a 
meeting at the International Committee of 
the Red Cross in Geneva. He was contacted 
and given a copy of the report. At the same 
time an urgent request for the endorsement of 
the report was addressed to the government 
recognized by the United Nations through its 
mission in Geneva, but no reply was received. 

On 8 November, a letter dated 25 October 
1979 was received from Dr Nu Bcng, Minis­
ter of Health of the People's Democratic 
Republic of Kampuchea in Phnom Penh, 
endorsing the country report and containing 
a declaration of the smallpox-free status of the 
country. This was accepted by the Global 
Commission, and together with China (sec 
Chapter 27), Democratic Kampuchea was the 
last country in the world to be certified, on 9 
December 1979. 

Thailand 

In accordance with the recommendation of 
the October 1977 Consultation, Dr R. N. 
Basu, then Assistant Director-General of 
Health Services in India and a member of the 
Global Commission, visited Thailand from 8 
to 27 May 1978 for an initial appraisal, field 
visits and the preparation of documentation. 
He visited Bangkok and 4 provinces, where 
he interviewed personnel in health offices, 
hospitals, clinics and schools, and also visited 
2 refugee camps on the Laotian border. In the 
camps, he examined people for vaccination 
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scars, and by questioning them found that 
none had ever seen a case of smallpox either in 
the camp or in their country of origin. Dr 
Basu observed the way in which the com­
municable disease surveillance system oper­
ated in hospitals, in the 4 regional epidemio­
logical offices, in the regional communicable 
disease control offices, and in remote areas, 
where mobile units were used for this pur­
pose; he also evaluated the performance of the 
health volunteers scheme for providing pri­
mary health care at village level. 

Documentation provided for the Global 
Commission included a comprehensive 
country report prepared by the government 
of Thailand and a paper presented by the 
government at the 1967 interregional sem­
inar on smallpox eradication, which gave 
epidemiological details of the eradication of 
the disease in Thailand. The last case occurred 
in 1962-an importation from Calcutta, 
which did not give rise to any secondary cases. 

On the basis of the country report and the 
evidence presented by Dr Basu, the Global 

Commission in December 1978 certified that 
smallpox had been eliminated from Thailand. 

CONCLUSIONS 

This complex series of operations, involv­
ing 29 countries in Africa and Asia over the 
brief period of 24 months, completed the 
certification of smallpox eradication in all the 
countries of the world in which the disease 
had been endemic in 1967, or countries 
otherwise regarded as at high risk, except for 
China and the countries of the Horn of Africa. 
Many different procedures were adopted, 
depending mainly on the prior history of 
smallpox and a variety of political consider­
ations. There remained only the certification 
of China, the Horn of Africa and the adjacent 
country, Kenya, and the receipt from other 
Member States of WHO of certificates denot­
ing freedom from smallpox for at least the 
preceding 2 years. These matters arc discussed 
in the next chapter. 
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