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TABLE 1. REPORTED SMALLPOX CASES BY CONTINENT, 1959-1968 

Continent 1959 1960 1961 1962 1963 1964 1965 1966 1967 1968* 

AFRICA 
North 41 7 8 1 - - - - - -

West-Central 9 536 10 893 17 609 17 034 6 700 3 565 6 258 7 568 10 813 5 276 
South-East 6 730 5 860 8 095 7 542 10 236 8 920 10 713 6 849 4 450 5 377 

AMERICA 
North and 

Central 
South 6 974 8 534 9 065 9 868 7 351 3 621 3 514 3 578 4 376 3 155 

ASIA 71 310 39 844 53 960 63 692 108 086 58 642 80 902 63 648 102 454 50 564 
EUROPE 15 47 24 136 129 - 1 62 5 2 
OCEANIA - 1 - - - - - - - -

Total 94 606 65 186 88 761 98 274 132 502 74 748 101 388 81 705 122 098 64 374 
* Reports received as of 16 January 1969. 

TABLE 2. REPORTED SMALLPOX CASES BY WHO REGION, 1965-1968 

WHO Region 1965 1966 1967 1968* 

Africa 16 844 14 135 14 788 10 195 
Americas 3 514 3 578 4 376 3 155 
Eastern Mediterranean 1 728 6 425 11 724 11 017 
South-East Asia 79 301 57 500 91 205 40 005 
Europe 1 62 5 2 
Western Pacific - 5 — — 

World total 101 388 81 705 122 098 64 374 
* Reports received as of 16 January 1969. 

Substantial decreases in incidence were recorded in western and central Africa and in Asia. 
In western and central Africa, active eradication programmes are in progress and fewer cases 
were recorded by all countries except Togo and Upper Volta. In Asia, the marked decrease in 
cases is accounted for by a sharp decline in incidence in India which recorded 77 974 cases in 
1967 and less than 25 000 cases in 1968. Other countries in Asia showed little change in 
incidence. In the Americas and in southern and eastern Africa, recorded smallpox incidence 
was not appreciably different from that observed in 1967. 

Countries definitely or probably experiencing endemic disease, apart from sporadic intro-
ductions, include five in Asia, 21 in Africa and one in South America. During 1968, 12 
additional countries experienced 414 cases of smallpox due to importations of the disease. 
With the exceptions of single cases in the United Kingdom of Great Britain and Northern Ireland 
and in Belgium, all infected areas were geographically contiguous with endemic countries. 
Infections in the non-endemic countries derived from seven sources : Brazil, Democratic Republic 
of the Congo, Ethiopia, Mozambique, Nigeria, Pakistan and Togo. 
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FIG. 3 

SMALLPOX CASES PER 100000 POPULATION - 1967 

FIG. 4 

SMALLPOX CASES PER 100000 POPULATION - 1968 
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The possible use of food subsidies as additional support for field personnel is being 
evaluated in several countries in co-operation with the World Food Programme. 

IV. Methodology of Eradication 

The experience of the past two years has indicated a need to modify the strategy of 
eradication programmes from that originally described two years ago. At the inception of 
the global programme, a principal emphasis was placed upon the development in each endemic 
country of a systematic vaccination programme. As immunity levels increased, smallpox 
incidence was expected to decrease to the point where case investigation and containment 
activities could be undertaken for each reported case and outbreak. In brief, a two^phase 
approach was envisioned; a primary phase in which the systematic vaccination effort would 
constitute the major activity and a secondary phase in which the surveillance—containment 
component would assume the principal focus of attention. In advocating this approach, it 
was assumed that in most endemic countries the incidence of smallpox was far higher than 
reported and that it was widely prevalent throughout the country. These assumptions led to 
the conclusion that case investigation and containment activities could not exert a significant 
effect on the endemic reservoir of disease until smallpox incidence had been markedly reduced 
through the systematic vaccination programme. 

During the past two years, special studies and intensified surveillance programmes have 
revealed that although smallpox is underreported in all endemic countries, the estimated 
incidence is much lower than was anticipated. In 1968, only three countries recorded rates 
exceeding 20 cases per 100 000. Even where reporting had been considered to be. very poor, 
smallpox scar surveys have revealed that at least 10 per cent, of cases have been recorded. 
Surveys of immunity based on vaccination scars have revealed a generally higher level of 
vaccination coverage than had been anticipated. In brief, population immunity at the 
commencement of programmes has been better than had been anticipated and, undoubtedly in 
consequence, the reservoir of infection lower. 

It was also found that even in areas where the incidence was high, smallpox occurred 
predominantly as focal outbreaks rather than as widely dispersed, scattered cases. At any 
given time, comparatively few villages or districts in an area were infected. 

Studies conducted during outbreaks in different parts of the world also revealed that 
transmission of the disease occurred principally as a result of close contact between cases 
and susceptible persons. Most cases resulted from contact in the home, school or hospital. 
Only a comparatively small percentage resulted from more casual contact in markets and public 
places. Tracing of the chain of transmission of disease was generally more feasible than 
had been appreciated and it was realized that containment measures were more likely to be 
successful. 

These observations led to the realization that case investigation and containment 
activities were feasible and could be effective from the inception of eradication programmes. 
While the systematic vaccination effort is important and necessary to introduce barriers to 
impede the spread of disease, interruption of transmission can be accelerated if a comparatively 
few surveillance-containment teams can be added to attack selectively individual foci of 
infection to interrupt transmission wherever the disease occurs. 

Pilot projects to test these assumptions are in progress on a major scale in the countries 
of western and central Africa and, on a more limited scale, in other areas. While none of 
these areas are yet smallpox-free, the strategy appears to be effective. 

These pilot projects have also indicated that the few specially trained teams which are 
operative, working under the direction of state and national smallpox eradication authorities, 
have served to stimulate local health units to report more promptly and regularly because of 
their immediate response when cases are reported. It has been found that a team of three to 
four persons can investigate a case or outbreak and take effective containment measures in a 
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period of two to five days. A single team can thus deal with eight to 10 outbreaks per month. 

Depending on disease incidence, one team is able to cover a population area of from two to 

30 million persons. Thus, the number of teams required for this component of the programme 

is not large and the additional costs to establish this activity are not great compared to the 

over—all cost of the programme. 

In addition to the programmes in western and central Africa, pilot projects employing 

such teams are being conducted in India, Afghanistan and Indonesia and plans have been made 

for similar teams in Brazil and Pakistan. 

A manual of operations for surveillance containment teams has been developed by WHO and 

assistance in establishing this component of the programme will be provided to other countries 

during 1969 and 1970. 


	I. Introduction
	II. Smallpox Incidence and Programme Development
	1. Africa - Western and Central
	2. Africa - Eastern and Southern
	3. South America
	4. Asia

	III. General Programme Development
	IV. Methodology of Eradication

