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ATALE OF TWO

GLOBAL HEALTH PROGRAMS

Smallpox Eradication's Lessons for the Antipolio Campaign in India

Sanjoy Bhattacharya, PhD, and Rajib Dasgupta, PhD, MBBS, MCH, MIPHA

India provided one of the most challenging chapters of the world-
wide smallpox eradication program. The campaign was converted
from a project in which a handful of officials tried to impose their
ideas on a complex health bureaucracy to one in which its com-
ponents were constantly adapted to the requirements of a variety
of social, political, and economic contexts. This change, achieved
mainly through the active participation of workers drawn from local
communities in the 1970s, proved to be a momentous policy
adaptation that contributed to certification of smallpox eradication
in 1980. However, this lesson appears to have been largely forgot-
ten by those currently managing the Global Polio Eradication Initia-
tive. We hope to show ways in which contemporary efforts to
eliminate polio worldwide might profitably draw on historical infor-
mation, which can indicate meaningful ways in which institutional
adaptability is likely to help counter the political and social chal-
lenges being encountered in India. (Am J Public Health. 2009;
99:1176-1184. do0i:10.2105/AJPH.2008.135624.)

THERE HAS BEEN AN
unexpected upsurge in polio
outbreaks in western Africa and
southern Asia, which has stoked
anxieties within the World
Health Organization (WHO)

headquarters in Geneva, Switzer-

land, and its South East Asia Re-
gional Office in New Delhi, India
(WHO SEARO).! Responses to
the upsurge have been compli-
cated by political and social in-
stability in some regions (such as
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Pakistan’s North West Frontier
Province), as well as continuing
instances of bureaucratic and
civilian hostility to polio vaccina-
tion within regions such as north-
ern and eastern India; increased
financial investment into polio
eradication work has therefore
only brought forth limited
benefits.

As options and new strategies
are being considered by members
of the various United Nations
(UN) organizations, national aid
agencies, global funding bodies,
and committees of experts, how-
ever, one important set of lessons
appear to have been consistently
ignored. These relate to the suc-
cessful worldwide eradication of
smallpox, which was certified in
1980 by the World Health
Assembly (WHA), the interna-
tional forum of WHO member
states. As in the 1970s, the South
Asian subcontinent—in particular,
locations in the Indian states of
Uttar Pradesh and Bihar—is pro-
viding significant hurdles for the
successful completion of a major

global disease eradication pro-
gram involving the WHO.?

It is sometimes said that small-
pox and polio are distinct dis-
eases and that lessons cannot be
carried over from one eradication
program to the other. That is par-
tially true—symptoms of infective
polio and smallpox are quite dif-
ferent and therefore necessitate
distinct means of identification
and reporting; there are also very
specific technological questions of
vaccine production and deploy-
ment to consider when studying
efforts to control the 2 diseases in
a comparative frame. And yet,
diseases and plans to eradicate
them cannot be treated as entities
that are purely defined by medi-
cal science. Significant elements
of both are deeply influenced by
a range of social and political
conditions, as people in different
walks in life often perceive causes
of—and possible cures for—illness
in widely varied ways. Public
health officials are therefore
forced to navigate complex ad-
ministrative and societal terrains,
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where knowledge gleaned from
scientific and medical journals
can only be partially useful. From
this perspective, one can argue
that all immunization campaigns
are deeply social and political
phenomena, whose complexities
require careful study and under-
standing by all stakeholders.

THE GLOBAL SMALLPOX
PROGRAM AND INDIA

Discussions on the potential
eradication of smallpox world-
wide began in the WHA as early
as 1950, and Brock Chisholm,
the WHO’s first director general,
formally proposed global eradica-
tion in 1953. Noticeable progress
on the issue was witnessed at the
11th WHA, which was held in
Minneapolis, Minnesota, in 1958;
there, Viktor Zhdanov, the Soviet
deputy minister of health, argued
that eradication of the variola
virus was both theoretically pos-
sible and important to the world
as a whole, including countries
that had already expunged the
disease within their territories.
The so-called “Zhdanov resolu-
tion” received broad support at
the gathering, leading the WHO’s
Executive Board to meet imme-
diately afterward and announce
preparations for a future small-
pox eradication drive.?

Officials based in India, a
major reservoir of smallpox cases,
were brought into discussions
soon after the passage of the
1958 resolution. These negotia-
tions, which involved senior
members of the WHO, the WHO
SEARO, and the Indian federal
government, did not go smoothly;
there was disagreement about
even the most basic issues, such
as the exact definition of small-
pox eradication. It did not help
matters that Geneva-based WHO
officials attempted to impose a
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fixed set of ideas and policies on
national governments. Conse-
quently, calls for smallpox eradi-
cation in the late 1950s and
early 1960s received a frosty re-
ception across the Indian political
spectrum.* Indian lack of interest
began to change only in the mid-
1960s, after reorganization of the
WHO. Significantly, this reorgani-
zation placed an emphasis on
employing people who were
more willing than were their pre-
decessors to engage with national
politicians and public health offi-
cials in developing common
ground.’ The results were im-
pressive at one level in particular:
India’s federal authorities agreed
to organize district-level pilot
projects within each state; on
paper at least, these projects
would include large numbers of
local health staff.®

Almost immediately, however,
insurmountable problems arose.
To the frustration of several offi-
cials in Geneva, most pilot projects
started late, failed to meet agreed
timetables, and often produced
defective data.” The experience
also brought home to them that
they could not hope to microman-
age the program from the top-
down and from a great distance.
Splits within the WHO followed. It
was reported that senior WHO
SEARO officials, including the re-
gional director, openly expressed
doubts about the possibility of
ever eradicating smallpox; critics
within the Indian federal and state
governments, including members
of the Office of the Indian Direc-
tor General of Health Services,
harbored doubts as well. By 1967,
the problem deteriorated to the
point that people within the
WHO’s Smallpox Eradication
Unit, headed by Donald A.
Henderson (an official with the US
Centers for Disease Control and
Prevention who had moved to
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...One can argue that all immunization
campaigns are deeply social and political
phenomena, whose complexities require careful
study and understanding by all stakeholders.

Poster advertising the dangers from smallpox and the benefits of
vaccination, distributed by the government of Maharashtra state,
India, 1970.

Source. Sanjoy Bhattacharya.
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One of millions of children
vaccinated for polio in India.
Source. Rajib Dasgupta.

Geneva to direct this body), feared
that the Indian government would
withdraw from the program.®

The situation was finally res-
cued by a series of time-consum-
ing and placatory diplomatic ini-
tiatives managed by Henderson.
Through these efforts, Indian
federal authorities agreed to keep
the country in the global pro-
gram; they also agreed to stream-
line the national health depart-
ment, create a more dynamic
smallpox unit within it, and
commit greater resources to
state-level smallpox eradication
efforts from 1968 onwards.”

The WHO’s Smallpox Eradica-
tion Units in Geneva and New
Delhi began to work closely with
the body set up by the Indian
government.

Nicole Grasset, a French public
health official employed by the
WHO SEARO, was charged with
coordinating work carried out by
the 3 bodies, which met on a
regular basis, collected informa-
tion from the states and their dis-
tricts, and developed policies to-
gether. The units set up mixed
teams of international and Indian
workers, which were given the
responsibility of going into the
states, searching for smallpox
cases, and putting containment
and vaccination schemes into
place. Henderson and Grasset ex-
pected these workers to spend

1178 | Public Health Then and Now | Peer Reviewed | Bhattacharya and Dasgupta

most of their time in India in the
field, but they also arranged
some time for relaxation in city-
based residences and hotels."

Those unwilling or unable to
put up with the rigors of the
posting were quietly relocated—
to other government depart-
ments if they were Indian and
out of the country if they were
not. The policy was quite ruth-
lessly enforced such that, be-
tween 1971 and 1975, the In-
dian smallpox eradication
program was managed by groups
of well-organized workers who
generally respected each other’s
abilities. The workers were also
consistently encouraged to adapt
policies to social, political, and
economic conditions encoun-
tered in the field, and team man-
agers were reminded to enlist the
help of staff drawn from local
communities. Crucially, they
were provided access to the fi-
nancial means to offer generous
short-term employment contracts,
and local workers were usually
accorded the role of valued part-
ners. Indeed, they helped the de-
velopment of a raft of socially
and politically acceptable—and
thus effective—policies, most no-
tably in states like Rajasthan,
Uttar Pradesh, Bihar, Madhya
Pradesh, and Bengal, where
smallpox outbreaks occurred reg-
ularly and bureaucratic and civil-
ian antagonism toward vaccina-
tion continued to be a problem
in the early 1970s."

These new arrangements were
not always easily implemented.
WHO SEARO retained a great
degree of autonomy, and its di-
rector continued to harbor reser-
vations about the smallpox eradi-
cation program. Over time,
however, Henderson and his sup-
porters within the WHO were
able to counter this opposition
through a variety of measures.

For example, the team was able
to negotiate the creation of a spe-
cial fund with significant Swedish
assistance, which the WHO’s
Smallpox Eradication Units were
able to draw upon without time-
consuming clearances from gov-
ernment officials. Henderson,
Grasset, and Larry Brillian (an
American official attached to
WHO SEARO on a short-term
contract) also worked hard to de-
velop good working relations
with parliamentary representa-
tives, other politicians, and their
financial backers.

Some of these connections
proved invaluable at crucial junc-
tures. The significant economic,
material, and political support
provided during the 1974 epi-
demic outbreaks in Bihar by
J.R.D. Tata, head of India’s pow-
erful Tata industrial conglomer-
ate and a funder of the ruling In-
dian National Congress party, is
perhaps the best example of the
fruits of these labors. Policy suc-
cesses were fortified further
through efforts to keep donors
abreast of the true epidemiologi-
cal situation and administrative
problems in South Asia; such op-
erational transparency was cru-
cial to winning the trust of such
organizations as the Swedish In-
ternational Development
Agency.”

Viewed from this perspective,
the question of eradicating small-
pox in India was never purely a
medical or biological matter, and
it was not presented as such by
those responsible for its eradi-
cation. It was, by necessity, a
substantially more intricate
phenomenon, requiring careful
preparation and implementation.
The widespread adoptions of
freeze-dried vaccine and the
bifurcated needle were crucial
because they made vaccination
more reliable and less painful
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and enabled greater economy in
vaccine usage. The adoption of
new operational strategies, how-
ever, was equally important in
the long run. International work- Vaceine,
ers, for instance, often assumed
the important role of accessing
information from South Asian
health workers of all ranks; this
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employed by WHO in the field.
The relationship between inter-
national personnel and Indian
and Bangladeshi workers was a
strikingly symbiotic one, espe-
cially in situations where the par-
ties involved were open-minded
and willing to listen to each oth-
er’s ideas. The more democratic
elements of WHO, of which
there were many in the field in
India in the 1970s, were able to
ensure that the insightful views
of junior and midlevel South
Asian health and paramedical of-
ficials were not rejected outright
by state- and federal-level admin-
istrators and their collaborators
within the UN framework."

This exchange of ideas be-
tween international health per-
sonnel and local workers, and the
many ways in which they
strengthened smallpox eradica-
tion work, are frequently down-
played in retellings of the history
of the smallpox eradication pro-
gram. A number of factors ap-
pear to have contributed to the
diminution of this version of
events, and some of these go
back several years. Although the
certification of smallpox eradica-
tion was celebrated by WHO and
its regional offices in 1980, these
festivities, in hindsight, appear to
have been perfunctory and hur-
ried in nature. From a historian’s
perspective, there are links be-
tween these hurried celebrations
and WHO's efforts at that time
to advocate for a worldwide
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The widespread adoptions of freeze-dried
vaccine and the bifurcated needle were crucial
because they made vaccination more
reliable and less painful and enabled greater
economy in vaccine usage.

program of primary health care.
Reportedly, festivities commemo-
rating smallpox eradication, and
colloquia intended to draw les-
sons from the campaign, were re-
garded as unnecessary distrac-
tions for the new programmatic
mantra of primary health care.
National-level jealousies di-
rected at personnel associated
with the successful smallpox erad-
ication work were also a problem,
leading to a situation in which the
complex factors that had led to
the success of the program were
downplayed. Senior government
administrators who had continu-
ally insisted that smallpox was
not eradicable also ensured that
teams were quickly disbanded
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Handbook distributed in 1969
by the Indian government
describing the use of
bifurcated needles and freeze-
dried smallpox vaccine for
immunization.

Source. Sanjoy Bhattacharya.

and that individual officials were
isolated and frequently forced
into unimportant jobs; in this
manner, they were able to de-
value the lessons that could have
been drawn from the program.

Therefore, despite the creation
of a WHO Expanded Program
on Immunization post—smallpox
eradication, significant elements
within WHO offices and the In-
dian government remained hos-
tile to the initiation of other
large-scale “vertical” disease
eradication efforts. This often
translated into simplistic descrip-
tions of how variola had been
wiped out, creating an almost
self-perpetuating official narrative
of negativity that sometimes
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denigrates the efforts of the
many people who worked in col-
laboration to eradicate smallpox.
This version of events is at times
unquestioningly transmitted in
some academic writing and pol-
icy documents, and it appears to
have contributed to a situation
where people responsible for de-
signing new public health pro-
grams consider it unnecessary to
study historical materials dealing
with the global and national anti-
smallpox campaigns.™*

What can the Global Polio
Eradication Initiative (GPEI)
learn from the history of the
worldwide eradication of small-
pox? Might some of the strate-
gies that proved useful in India
in the 1970s also pay dividends
for the managers of the troubled
antipolio campaigns in that

A much wider range of official and civilian
positions need careful examination, especially
because they reflect significant individual
variations; historical materials relating to the
smallpox program can provide insights into
political and social relations in India,ca
country of subcontinental proportions.

country? Success with polio
eradication in India would, after
all, make global polio eradication
a more viable possibility. Al-
though there have been some
changes in political conditions,
both internationally and nation-
ally, we must be careful not to
overstate the distinctions be-
tween the situation in the 1970s
and today. We might otherwise
be in danger of presenting over-
simplified analyses based on a
mistaken assumption that it is
enough to study the attitudes
and calculations of a handful of
new players in international
health before developing plans
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for a national campaign. A much
wider range of official and civil-
ian positions need careful exami-
nation, especially because they
reflect significant individual vari-
ations; historical materials relat-
ing to the smallpox program can
provide insights into political and
social relations in India, a coun-
try of subcontinental propor-
tions.

The relative lack of super-
power rivalry, the strategic and
economic dominance of the
United States, and the World
Bank’s role in the restructuring
of national health care structures
have all influenced political de-
bate at one level; this mix has
been further complicated by the
entry of private funding bodies
such as the Bill and Melinda
Gates Foundation with a global
remit, as well as new collabora-
tive aid arrangements involving
private and public agencies, such
as the GAVI Alliance (formerly
the Global Alliance for Vaccines
and Immunization) and the
Global Fund to Fight Aids, Tu-
berculosis and Malaria. There
have also been changes in the In-
dian political landscape. The in-
creased incidence of relatively
unstable coalition governments
at federal and state levels; the
greater confidence of political
formations based on region,
caste, or religion; and the radical-
ization of sections of Muslim and
Hindu society have changed the
terms of many debates locally.

Nevertheless, broad similari-
ties remain at many levels. Na-
tional governments continue to
try to play a dominant role in
proceedings within agencies such
as the WHO, federal govern-
ments still enter into bilateral
agreements independently of UN
involvement, international and
national agencies seek to raise
funds for their activities from a

variety of external and internal
sources, different national politi-
cal and community organizations
tend to respond to international
health programs in distinctive
ways, and field workers continue
to negotiate with elected govern-
ments and their representatives,
as well as the members of the
political opposition, as they seek
to implement policies.

As in the 1970s, there are
variations in attitude and ability
within international, national,
and local health programs; this,
as in the past, stokes differences
in opinion and results in different
understandings of project goals
and outcomes. In the GPEI, such
disagreements are particularly
noticeable in relation to the dis-
cussions about the involvement
of “outside” agencies and the
choice, efficacy, and safety of
vaccines. These issues are consid-
ered in greater detail in the fol-
lowing section.

THE INDIAN POLIO
ERADICATION PROGRAM

A 1983 meeting of public
health experts in Bellagio, Italy,
considered, for the first time, the
idea of polio eradication as a
component of the Expanded Pro-
gram on Immunization.”® The fol-
lowing year, Rotary International
formed a consultative committee
to consider the goal’s potential;
the result was a declaration that
efforts would be made to eradi-
cate polio by 2005. This was
followed by the 1985 Pan
American Health Organization
resolution to eradicate polio from
the Western Hemisphere by
1990. In 1988, 166 member
countries of the WHA signed up
to the goal of global polio eradi-
cation by 2000. The initiative
was projected as an “appropriate
gift, together with the eradication
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of smallpox, from the twentieth to
the twenty-first century.”'®

The GPEI was thus born. Yet
the unanimity characterizing the
WHA 1988 resolution about the
meaning of—and the strategies
required for—polio eradication
turned out to be illusory. At this
assembly, eradication had been
defined as the complete absence
of the disease following con-
certed public health interven-
tions; however, discussions and
declarations from within and out-
side the confines of the WHO
subsequently displayed a far less
clear-cut approach to the issue."”
The Global Commission for the
Certification of the Eradication of
Poliomyelitis has defined “eradi-
cation” as the absence of circula-
tion of all indigenous wild polio-
viruses for at least a three-year
period during which surveillance
activities have been maintained."®
Alternative assessments about
the form and possibilities of polio
eradication have persisted side
by side since the launch of the
GPEIL At one level, the 1988
WHA decision to recommend
the oral polio vaccine (OPV) for
widespread use increased the
level of debate about how eradi-
cation could be best achieved.
Vaccine-derived polio, field expe-
rience showed, was one of the
adverse outcomes of OPV de-
ployment. People therefore won-
dered if the elimination of wild
polioviruses was a sufficient con-
dition for the certification of
eradication or whether the re-
moval of cases of vaccine-derived
disease was crucial as well."®

In India, OPV-based work was
included in the national Ex-
panded Program on Immuniza-
tion in 1978 and 1979, which
was subsequently upgraded to a
Universal Immunization Program
in 1985. The “Polio Plus” pro-
gram was initiated in Tamil Nadu
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state in 1986 with a grant of
US$2.6 million from Rotary In-
ternational; this was followed by
another US$20 million grant
from the same source for financ-
ing the procurement of OPV,
cold chain support (for transport-
ing and storing vaccinations), sur-
veillance activities, and social
mobilization across the country.
A staged approach to eradicate
polio followed in 11 other states,
with the stated aim of extending
the program to other parts of the
country after that.*°

The expanded project took the
shape of the so-called “Pulse
Polio” initiative, which was
started in Tamil Nadu, Kerala,
and Delhi states in 1994. Also
referred to as the “Supplemen-
tary Immunization Activities,” the
strategy involved the mass immu-
nization of a target population of
children, aged up to 5 years, on
prearranged immunization days
irrespective of their earlier vacci-
nation status. A countrywide
Pulse Polio initiative was put into
place in July 1995, after the state
governments responded to con-
certed calls from federal authori-
ties for its extension across the
board. Unfortunately, the dead-
lines proposed at that time—for
polio eradication by 2000 and
certification of eradication by
2005—have joined the list of
missed opportunities in
the history of public health in
India*'

What were the factors respon-
sible for these targets being
missed when in 1995 they ap-
peared to have broad-based local
political and scientific support?
Most significantly, perhaps, the
main tenet of eradication—the
strengthening of ongoing routine
immunization programs as part
of the country’s participation in
the WHO-supported Expanded
Program on Immunization
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project—was only partially fol-
lowed. Instead, routine immuni-
zation coverage appears to have
been weakened after the intro-
duction of the Pulse Polio strat-
egy, as has been noted by the
country’s Planning Commission;
this influential federal body has
recorded these adverse trends in
its Tenth Five Year Plan docu-
ment, after drawing on data gath-
ered under the aegis of the Na-
tional Family Health Survey.**
This situation is attributed to the
deployment of the Pulse Polio
initiative, which, it has been
claimed, has caused official and

civilian “fatigue” and created vast
pools of unimmunized children.?®
The complex causes of such
difficulties was indicated in a
study carried out recently in
2 endemic districts in Uttar
Pradesh—Moradabad and Jyotiba
Phule Nagar. This investigation
found district-level program man-
agers and medical officers com-
plaining of lack of flexibility in lo-
cal-level decision making; they
reported that field workers were
working under great pressure
and that outbreaks of wild polio-
virus had brought on the threat
or imposition of penalties from
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Oral polio vaccines in use in India.
Source. Rajib Dasgupta.



the top, all of which was leading
to demoralization and discontent
among personnel of all ranks.**

These trends are by no means
isolated; they appear also to exist
in western Uttar Pradesh and
some districts of Bihar, which are
widely regarded as major
hotspots of endemic polio.?® This
situation has been variously at-
tributed to such biological deter-
minants as the “peculiar environ-
mental and socio-demographic
milieu of western UP [Uttar
Pradesh] (high population den-
sity, high birth rate, poor sanita-
tion, etc.) coupled with poor SIA
[Supplementary Immunization
Activities] performance with con-
sequent low coverage,” as well as
to such programmatic and social
determinants as the “falsification
of data and fierce resistance by
the minority community.”**®5)
But other explanations have
been suggested. It has been
claimed that outpatient services
provided by primary health care
centers and other public health
programs have been disrupted by
polio-related activities, and these
perceptions are widespread
among government and civil so-
ciety groupings. For this reason,
“Why only polio?” is a question
often posed by both local com-
munities and junior public health
officials.”®

COUNTERMEASURES OF
DOUBTFUL EFFICACY

The persistence of these prob-
lems has sometimes caused GPEI
workers to adopt initiatives of
doubtful long-term viability, such
as encouraging local-level politi-
cal and civilian leaders to distrib-
ute cash as an inducement to im-
prove OPV uptake. There have
also been reports of cases where
polio vaccination was carried out
forcibly by health administrators,
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with the support of the local
police. Apart from creating hostil-
ity within affected communities,
this policy has caused nervous-
ness about the aims of the GPEI
in territories where news of the
use of compulsion has spread
through word of mouth and the
press. Indeed, the local media, es-
pecially Hindi and Urdu ele-
ments, have spread reports of
vaccinal side effects, stoking con-
cern among parents. This situa-
tion is at least partly attributable
to the GPEI management’s in-
ability to develop a consistent
media engagement policy within
Indian states and their districts.
The 17th India Expert Advisory
Group, an interagency monitor-
ing body, has called for develop-
ment, implementation, and moni-
toring of a proactive editorial
media strategy.*’

This, perhaps, explains the
continued suspicion toward GPEI
programs within certain territo-
rial pockets, most notably among
economically and socially disad-
vantaged communities of all reli-
gious backgrounds. Indeed, the
nature of the opposition is highly
complex and cannot be ex-
plained by religious affiliation
alone, as is sometimes done in
discussions about supposedly un-
differentiated “Muslim resis-
tance.”*® Interviews conducted
recently by R.D. among village
headmen and primary health
care officers in the East Khasi
and Ri Bhoi districts of Megha-
laya state in northeastern India
indicate a complex interplay be-
tween rumors about GPEI work
and resistance to OPV-based im-
munization; these trends appear
to have been fueled partly by
the Christian clergy and local
media, whose members have
drawn on larger socioeconomic
concerns and raised objections
to components of the antipolio

campaign.?? Community groups
have used the vaccination of chil-
dren as an important bargaining
point for obtaining local develop-
ment projects; significantly, resis-
tance to the Pulse Polio initiative
is often most present in areas
where civilian demands for
roads, bridges, and public food
distribution systems have not
been met.*

All these problems have been
accentuated by the inflexible ver-
ticality of the GPEIL Apparently
demanded by a relatively small
number of senior officials, this
verticality has left relatively little
space for community involve-
ment. The current program is
based largely on a top-down ap-
proach that does not adequately
address local social, political, and
economic conditions, or the vari-
ations that exist within Indian
states and districts. A variety of
analysts, including constituencies
within the Indian medical com-
munity that had initially been
supportive of the GPEI’s aims,
have therefore been recommend-
ing the introduction of far-ranging
reforms; these include the identi-
fication of key people or groups
at different levels of the civilian
administration and society as well
as consideration of needs based
on age, gender, class, caste, reli-
gion, and education.

Some commentators have rec-
ommended the introduction of
an injectable polio vaccine, argu-
ing that the OPV is an inferior
and dangerous product.®! The re-
sulting debates have not been
entirely straightforward. The sup-
porters of OPV usage, for in-
stance, highlight the relative
economy of this form of immuni-
zation as well as national techno-
logical independence (because
India mass produces OPV); there
is the added “advantage” that
children immunized with OPV

can cross-infect, via the fecal—
oral route, others with the vac-
cine virus and thus naturally im-
munize peers and family
members.’

The main point, however, is
that the Indian chapters of the
GPEI are being censured from
several perspectives and by a va-
riety of potential stakeholders in
the country.®* WHO offices are
not completely oblivious to the
dangers of this situation, even if
some troublesome issues, such as
the actual epidemiological situa-
tion, are not as frequently dis-
cussed as some observers would
like. Indeed, deep-seated reforms
were urged at the WHA meeting
in 2007 (held May 14-23 in Ge-
neva), especially regarding the
establishment of mechanisms
that would enhance political
commitment and civilian partici-
pation in poliomyelitis eradica-
tion activities at all levels.3* It is
incumbent on the GPEI manag-
ers, in India and elsewhere, to re-
spond in meaningful ways to this
call for operational openness.

CONCLUSIONS

We have presented a tale of
2 global eradication programs as
they have unfolded in complex
forms in India. We have offered
comparisons in the hope that the
smallpox story can prove useful
to the managers of the polio cam-
paign as it struggles to cope with
fresh disease outbreaks, a resur-
gence of the wild poliovirus 3
strain, social opposition to report-
ing and vaccination, and, not
least, operational disunity in the
field. Although the biological na-
tures of the diseases targeted by
the 2 programs are quite distinct,
we have tried to show that there
is much more to consider
in the design and the implemen-
tation of a global eradication
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effort. Lessons provided by the
antismallpox campaign about the
means of countering social, politi-
cal, and economic challenges can
be invaluable to GPEI managers
and workers. These messages are
of relevance to officials located at
all levels of national and local
government, the WHO and
UNICEF administration, and
agencies funding mass polio im-
munization campaigns. We also
seek to underline the dangers of
assuming that the problems cur-
rently facing the GPEI are merely
technological and therefore capa-
ble of redress through laboratory-
based solutions and new infu-
sions of money.

There is another global disease
eradication program whose his-
tory offers worrying insights into
the long-term damage wreaked
by the failure of a well-funded
campaign—the unsuccessful effort
to rid the world of malaria. Con-
sistently dogged by technical diffi-
culties, problems related to the
use of DDT, and societal opposi-
tion, this program was also ham-
strung by deep-seated administra-
tive problems; these resulted
mainly from the inflexible atti-
tudes of a relatively small group
of people in Geneva and New
York who appeared to believe
that they could ensure the devel-
opment of a unitary strategy that
could then be implemented
worldwide. The plan proved di-
sastrous, as federal and local gov-
ernments within sovereign na-
tions reacted badly to the dictates
from distant locations; the disinte-
gration of the malaria eradication
program resulted. Some years
ago, well-informed commentators
warned of the pitfalls of ignoring
the lessons provided by the failed
malaria program and the success-
ful smallpox campaign. Unfortu-
nately, such warnings appear to
have been ignored, to the great
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detriment of the global polio
initiative.*®

One can only hope that the
global polio eradication program
does not fail, even though some
well-informed commentators
have raised serious doubts about
its chances of success. It is clear
that the great challenges facing
the national chapters of the
GPE] in India and elsewhere,
will have to be tackled with
greater sensitivity and care.>
The final phases of the smallpox
program showed that careful
preparation, operational flexibil-
ity, and the deployment of inter-
national staff willing to spend
long stints in the field and work
in close association with local
health personnel are of great im-
portance. In India specifically,
broad-based support from the
political and administrative estab-
lishment—in New Delhi, state and
district capitals, and subdivisions
and villages—would help increase
the morale of local workers.

Once introduced, these re-
forms would have long-term ben-
efits, even if polio was never
eradicated and the long-term
goal was converted to one of
eliminating and controlling the
spread of the disease. Indeed, op-
erational clarity in the field
would help in the development
and running of a regularized
polio vaccination program, as
well as a host of immunization
projects, which would help the
long-term survival of valuable
national and global Expanded
Program on Immunization proj-
ects. This, in turn, would help re-
duce childhood mortality and in-
crease the quality of children’s
lives worldwide.*” B
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