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For Further Debate
Vaccination has been the subject of more controversy than
any other procedure used by the medical profession. As
a result of opposition on the part of many influential
persons the Vaccination Acts were progressively weakened,
and when compulsory vaccination was finally abandoned
in 1948 it made little difference to the number of infants
being presented for primary vaccination. Nevertheless, in
the latter decades of the nineteenth century relatively many
infants were still being vaccinated and this factor con-
tributed to the rapid fall in the incidence of endemic
smallpox in Britain.

Since 1935, when smallpox ceased to be endemic in
Britain, many changes have occurred which make a review
of our present attitudes and policies necessary. In an article
at p. 163 of this week's issue Professor George Dick sets
out the arguments for discontinuing smallpox vaccination
in early childhood. Some of these arguments are not new
and were put forward as long ago as 1893 by J. H. C.
Dalton of Cambridge, and they were later energetically
expounded by C. Killick Millard.' Millard argued that
infant vaccination rendered subsequent smallpox infection
so mild as to be unrecognizable and thus maintained the
infection in the community as a menace to the unvaccinated.
Millard was convinced of the efficiency of recent successful
vaccination in rendering the individual immune against
smallpox. But he emphasized that infant vaccination gives
a steadily waning immunity and unless regular revaccination
is performed then protection is not maintained. This point
is also made by Dick and by the Department of Health
and Social Security in a recent circular,2 that infant vaccina-
tion is the first in a series of vaccinations to be given
through childhood to adult life. Nevertheless, today re-
vaccination is rare in childhood and the first occasion on
which it is usually requested is when the young adult
starts travelling abroad. As Dick states, the policy of
repeated vaccinations should be for children living in en-
demic areas. In a non-endemic country the policy of early
isolation of cases combined with thorough contact tracing
and their vaccination has much evidence to support it as an
effective means of smallpox control.

Dick has now produced new supporting evidence for
changing course. The world smallpox situation is rapidly
changing and the Director General of the World Health
Organization recently reported3 that cases of smallpox had
been notified by only 13 countries in 1970-one-third of
the number which recorded cases during 1967, which was
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the first year of the W.H.O. smallpox eradication pro-
gramme in countries where the disease is endemic.

In recent years the spread of smallpox in Britain has
been controlled by the isolation of cases and the tracing,
vaccination, and surveillance of contacts. There is no evi-
dence that infant vaccination played any part in the success
of these measures, and mass vaccination in the face of
a smallpox episode is to be completely condemned. While
occasional complications after vaccination must be accepted,
they can be minimized by taking a full and unhurried
history, which is quite impossible in the rush and panic
of mass vaccination.

Nevertheless, it is still essential that high risk groups in
the population should be vaccinated and revaccinated at
regular intervals. These include doctors, nurses, public
health workers, and many others who may be the first
contacts of a patient with smallpox. Another important
group are air crews, members of the armed Forces, and
many civilians who are required to visit endemic areas.
It should be recognized that vaccination is a procedure
which carries a certain amount of morbidity and should
not be left to a relatively inexperienced ancillary who
is not fully aware of the need for taking a history and
using the correct technique.
Hence clearly there is a case for considering a change

of policy from vaccination in infancy to selective routine
vaccination. This would be supported with efficient contact
tracing-a task which requires local knowledge and must
rest with the medical officer of health, in whatever guise
he emerges in the new Service. Seaport and airport health
controls must continue, but with the speed of air travel
today the patient with smallpox will almost certainly appear
first in the family doctor's surgery and thus the diagnosis
should always be borne in mind when any patient has
recently been abroad.

Finally the arguments for dropping vaccination out of
the immunization schedules apply solely to this procedure
and must not be allowed to affect immunization against
other diseases. In fact, having eliminated vaccination, which
arouses deep rooted opposition and has a small but worrying
morbidity and mortality, it shou[d be possible to boost the
other protection measures in areas where the proportion of
immunized children is unsatisfactorily low.
1 Millard, C. K., Lancet, 1924, 1, 301.
Department of Health and Social Security, Immunization Against Infectious

Disease, London, 1968.
3World Health Organization, 24th World Health Assembly, Agenda item,

2.7. May 1971.
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