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SMALLPOX ERADICATION ERADICATION DE LA VARIOLE 
FIG. 4 

COUNTRIES WHERE SMALLPOX VACCINATION IS NO LONGER OBLIGATORY OR NOT RECOMMENDED 
BY NATIONAL HEALTH ADMINISTRATION 

PAYS OU LA VACCINATION ANTIVARIOLIQUE N'EST PLUS OBLIGATOIRE OU N'EST PLUS RECOMMAND~E 
PAR L'ADMINISTRATION SANITAIRE NATIONALE 

In 1157 BC, Ramses V of the Egyptian dynasty died of an acute 
disease at the age of 40. On examination of the mummified body 
scientists have suspected that he had contracted smallpox. The 
latest examination, m 1979, confirmed that the residual scarring, 
and its distribution on the face, trunk and extremities, resembled 
that of smallpox. Although virologtcal verification has not been 
possible, it is concluded that Ramses V probably died of this disease. 
This may be the earliest scientific evidence of smallpox, suggesting 
that it was present m northern Africa at least 3000 years ago. 

EpldemloloJPcal notes contamed m this number: 

Influenza Surveillance, Poliomyelitis Surveillance, Rubella 
Surveillance, Smallpox Eradication, Smallpox Surveillance, 
Trichinosis Surveillance, Viral Hepatitis Surveillance. 

List of Newly Infected Areas, p. 128. 

En 1157 av. J.-C., Rarnses V, pharaon d'Egypte, mourait d'une 
infection aigue a !'age de 40 ans. L'examen du cadavre momifie a 
conduit les specialistes a supposer que Je defunt avait contracte Ia 
variole. Le dernier examen en date, en 1979, a confirme que les cica­
trices residuelles, avec leur distribution a Ia face, au tronc et aux 
extremites, ressemblaient a celles de Ia variole. Bien qu'il n'ait pas 
ete possible de proceder a une verification virologique, on peut 
conclure que Ramses V est probablement mort de cette maladie. ll 
pourrait s'agtr du premier temotgnage de !'existence de Ia variole, 
suggerant sa presence en Afrique du Nord 1! y a au mains 3000 ans. 

Informations epu:Jenuolol!lquo:s contcnues dans ce numero. 

EradiC'.atioo de Ia variole, surveillance de Ia grippe, surveil­
lance de Ia poliomyelite, surveillance de Ia I'Ubeole, surveil­
lance de Ia trichinose, surveillance de Ia variole, surveillance 
de J'hepatite virale. 
Liste des zones nouvellement infectees, p. 128. 
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In October 1977, a national/WHO team from the Somali smallpox 
eradication programme discovered Ali Maow Maalin, a 23 year 
old male with rash and fever in Merca, a small port situated in 
southern Somalia, the last stronghold of endemic smallpox in the 
world. The clinical diagnosis, later verified by laboratory studies, 
was smallpox. The investigation revealed that the patient had 
shortly before had contact with cases of a known smallpox outbreak. 
Since then, two years and seven months have passed, and epidemio­
logical surveillance has failed to discover any further foci of smallpox 
in Merca town, in Somalia, in the adjacent countries of Djibouti, 
Ethiopia and Kenya, or elsewhere in the world. 

Between the time of Ramses V and the occurrence of the illness of 
Ali Maow Maalin, the last case of endemic smallpox in the world, 
several important events have significantly affected the pattern of 
incidence of the disease. By the 16th century when smallpox was 
introduced into the Americas it had become rampant throughout 
the world and early attempts at its control through variolation had 
little impact. The discovery of smallpox vaccination in the late 
18th century and its subsequent use in many countries was the first 
indication that control of the disease might be possible. However, 
it was the development of heat-stable, freeze-dried vaccine in the 
1950's, and the possibility from that time onwards of extensive and 
effective vaccination programmes, which allowed health authorities 
to think that perhaps smallpox could even be eradicated. 

In 1958, the World Health Assembly resolved to initiate a pro­
gramme for the global eradication of smallpox by intensifying 
smallpox vaccination efforts in all endemic countries. In 1966, the 
World Health Assembly further resolved that the global smallpox 
eradication programme should be funded from the WHO Regular 
Budget and in the following year the intensified programme was 
initiated in 33 then endemic countries (Fig. 1) and many adjacent 
countries where the risk of importations re-establishing endemic 
smallpox was great. 

The first success of the programme was achieved when smallpox 
transmission was stopped in 20 countries of west and central Africa; 
the_ last case _was reported in 1970. During this period, epidenuo­
log~cal surveillance and the containment of outbreaks became an 
important strategy which was subsequently introduced into all 
smallpox eradication programmes in other regions. The potency 
and heat stability of the freeze-dried vaccine was much improved 
~uring ~e first three years of the global programme. Test­
mg semces were offered by WHO Collaborating Centres and a 
practical manual for vaccine production methodology was prepared. 

En octobre 1977, une equipe nat10nale/OMS du Programme 
somalien d'eradicat1on de la variole a decouvert un cas d'eruption 
avec fievre chez un homme de 23 ans, Ali Maow Maalin, a Merca, 
petit port du sud de Ia Somalie, dernier bastion de Ia variole ende­
mique. L'examen clinique, puis les etudes de laboratoire, ant con­
duit au diagnostic de variole. Les recherches effectuees ont montre 
que le malade avait ete peu avant en contact avec des cas d'une 
poussee connue de variole. Depuis lors, deux ans et sept mois se 
sent ecoules et Ia surveillance epidemiologique n'a revele aucun 
autre foyer de variole, que ce soit a Merca, en Somalie, dans les 
pays limitrophes (Djibouti, Ethiopie et Kenya), ou ailleurs dans le 
monde. 

Entre l'epoque de Ramses Vet Ia maladie d'Ali Maow Maalin, 
dernier cas de variole endemique du monde, plusieurs evenements 
importants ont modifie de facon sensible le tableau de !'incidence 
de la maladie. Vers le 16" siecle, epoque de !'introduction de Ia 
variole dans les Ameriques, la maladie sevissait dans le monde entier 
et les premiers essais de lutte antivario!ique par variolisation 
n'etaient que de peu d'effet. La decouverte de la vaccination anti­
variolique ala fin du IS• siecle, et par la suite son utilisation dans de 
nombreux pays, a pour Ia premiere fois montre qu'il pouvait etre 
possible de juguler Ia maladie. Toutefois, il a fallu attendre Ia mise au 
point d'un vaccin lyophilise thermostable dans les annees 1950, et Ia 
possibilite de realiser de vastes et efficaces programmes de vaccina­
tion, pour que les autorites sanitaires puissent penser que !'eradica­
tion de Ia variole etait realisable. 

En 1958, l'Assemblee mondiale de Ia Sante a dec1de de lancer un 
programme pour !'eradication mondiale de la variole, en intensifiant 
les efforts de vaccination antivariolique dans les pays d'endemicite. 
En 1966, elle a decide en outre de financer le programme mondial 
d'eradication de la variole sur le budget ordinaire de l'OMS, et en 
1967 le programme intensifie a ete mis en reuvre dans 33 pays ou la 
variole etait alors endemique (Fig. 1) et dans de nombreux pays 
limitrophes particulierement exposes au risque d'importation de cas 
retablissant l'endemicite variolique. 

Le programme a obtenu son premier succi:s avec !'arret de Ia 
transmission de la variole dans 20 pays d'Afrique occidentale et 
centrale oille dernier cas a ete notifie en 1970. Pendant cette peri ode, 
Ia surveillance epidenuologique et l'endiguement des flambees sont 
passes au premier plan d'une strategic qui a ete ensuite adoptee par 
tons les programmes d 'eradication de Ia variole dans les autres 
regions. L 'activite et Ia thermostabilite du vaccin lyophilise om 
ete considerablement ameliorees pendant les trois premieres annees 
du programme mondial. Les centres collaborateurs de !'OMS se 
sont charges de tester les lots de vaccin et un manuel pratique 
de methodologie de Ia production du vaccin a ete redige. 

FIG. 1 

COUNTRIES flEPORTING SMALLPOX CASES IN 1967 
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Milestones in the progress of the programme included the last 
cases of smallpox in various countries and regions: in Brazil in 1971, 
ill Indonesia ill 1972, in Africa (except for the Hom of Africa) in 
1973, and in Asia in 1975 (Fig. 2 and 3). The world's last 
endemic smallpox case occurred in southern Somalia; the date of 
onset of rash was 26 October 1977. 

Although national programmes were confident that smallpox 
transmission bad been interrupted, WHO requested verification of 
this in each country by teams of independent experts. International 

Les derruers cas de vanole dans divers pays et regions marquent 
autant de jalons dans Ia realisation du programme: au Bresil en 
1971, en lndonesie en 1972, en Afnque (a !'exception de 1a Corne de 
!'Afrique) en 1973,et en Asie en 1975 (Fig. 2 et 3). Le demiercas 
mondial de variole endemique s'est produit dans le sud de la 
Somalie; !'eruption a debute le 26 octobre 1977. 

Bien que les responsables des programmes nationaux scient 
convaincus de !'arret de Ia transmission de la variole, !'OMS a 
demande que ce fait soit verifie pays par pays par des eqwpes 

FIG. 2 

COUNTRIES REPORTING SMALLPOX CASES IN 1973 

PAYS NOTIFIANT DES CAS DE VARIOLE EN 1973 

FIG. 3 

COUNTRIES REPORTING SMALLPOX CASES IN 1976 

PAYS NOTIFIANT DES CAS OE 1/ARIOLE EN 1976 

.· 
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commiss1ons were convened to review all the available data as well as 
visiting the countries concerned. These VlSlts were organized when, 
in each individual country, at least two years of intensive surveillance 
had passed since the discovery of the last case. 

In October 1977, when the global eradication of smallpox was 
imminent, WHO brought together a group of experts to consult on 
how this achievement was to be certified. This consultation group 
formed the basis of the Global Commission for the Certification of 
Smallpox Eradication. By examining all available data on past 
smallpox incidence, existing surveillance systems and the relative 
risk of smallpox being reintroduced, the group identified 79 coun­
tries that required special certification procedures including full 
documentation and visits by international commissions or WHO 
consultants. These 79 countries included some countries where 
international commissions had already certified the eradication of the 
disease before October 1977. In addition, the remaining 121 
countries or areas from which smallpox had not been reported 
during the last decade, and where surveillance was considered to be 
adequate, had to submit a statement confirming freedom from the 
disease. The Global Commission for the Certification of Smallpox 
Eradication held its first meeting in December 1978 and its final 
meeting in December 1979, at which time it was concluded that 
smallpox eradication had been achieved. A second conclusion stated 
that there was no evidence that smallpox would return as an endemic 
disease. These conclusions were based on a meticulous review of 
all relevant data on national eradication programmes, and a review 
of the status of research on orthopoxvirus epidemiology and viro· 
logy. More than 9 000 specimens from suspect cases of smallpox 
had been collected throughout the world in 1978 and 1979 and tested 
by WHO Collaborating Centres; none of them yielded smallpox 
virus. 

The Global Commission also made reco=endations designed to 
assure permanent freedom from the disease. These were endorsed 
by the sixty-fifth session of the Executive Board in January 1980. 
It was reco=ended that, in every country, smallpox vaccination 
should be discontinued except for investigators at risk. As of 
10 April, 64 countries have already stopped routine smallpox vaccin· 
ation progra=es or made vaccination no longer obligatory 
(Fig. 4). Twelve countries are still demanding vaccination 
certificates from all travellers (Table 1). Assuming that each year 
100 million people in the world might be vaccinated for the first 
time, a conservative estimate of the number of severe complications 
of this procedure would be 100 deaths and 1 500 severe illnesses. 
These complications include post-vaccinal encephalitis, vaccinia 
necrosum and eczema vaccinatum. In this post-eradication era, the 
hazards of smallpox vaCCination are absolutely unjustified. 

d'experts mdependants. Des commissions intematwnales ont ete 
constituees afin d'exammer toutes les donnees disponibles et de 
~iter les pays concemes. Ces visites ont ete organisees lorsque ~ 
le pays une surveillance intensive a ete pratiquee pendant au moms 
deux ans depuis 1a decouverte du dernier cas. 

En octobre 1977, alors que !'eradication mondiale de la variole 
etait imminente, l'OMS a reuni un groupe d'experts charge d'exa· 
miner les modalites de sa certification. Ce groupe d'experts a consti· 
tue la base de la Commission mondiale pour 1a Certification de 
!'Eradication de Ia Variole. En examinant toutes les donnees dispo­
nibles sur !'incidence passee de 1a maladie, les systemes de sur­
veillance existants et le risque relatif de reintroduction de Ia maladie, 
i1 a releve 79 pays exigeant des procedures speciales de certification, 
avec etude exhaustive des donnees et visites par des commissions 
internationales ou des consultants de l'OMS. Pour quelques-uns 
de ces 79 pays, des commissions internationales a valent deja certifie 
!'eradication de Ia maladie avant octobre 1977. Les 121 pays ou 
zones restants, dans lesquels aucun cas de variole n'a ete notifie 
pendant Ia derniere decennie, et oil la surveillance a ete jugee suffi­
sante, ont du produire une declaration confirmant qu 'ils soot 
exempts de Ia maladie. La Commission mondiale pour la Certifi­
cation de !'Eradication de la Variole a tenu sa premiere reunion en 
decembre 1978 et sa reunion finale en decembre 1979, date a laquelle 
elle a conclu que !'eradication de la variole avait ete realisee, et que 
rien n'indiquait que Ia variole puisse reapparaitre sous forme 
endemique. Ces conclusions s'appuyaient sur un exarnen meticuleux 
de toutes les donnees appropriees fournies par les programmes 
nationaux d'eradication, et sur un examen de l'etat de Ia recherche 
en epiderniologie et virologie des orthopoxvirus. Plus de 9 000 echan­
tillons preleves sur des cas suspects de variole ont ett! recue1llis 
dans le monde en 1978 et 1979 et examines par les centres collabo­
rateurs de !'OMS; aucun ne contenait de virus variolique. 

La Commission mondiale a egalement formule des recomrnanda­
tious destinees a assurer que le monde restera exempt de variole. Ces 
recommandations ont ete approuvees par le Conseil executif lors 
de sa soixante-cinquieme session en janvier 1980. ll a ete recom­
mande que, dans tous les pays, Ia vaccination antivariolique soit 
abandonnee, sauf pour les chercheurs exposes. Au 10 avril, 64 pays 
avaient deja abandonne les programmes de vaccination antivario­
lique systematique ou avaient leve !'obligation de Ia vaccination 
(Fig. 4). Douze pays exigent encore des certificats de vaccina­
tion de tousles voyageurs (Tableau I). Si chaque annee 100 millions 
de personnes dans le monde sont vaccinees pour la premiere fois, on 
peut evaluer a 100 deces et a 1 500 maladies graves le nombre de 
complications serieuses de la primovaccination (encephalite post­
vaccinale, vaccine necrosante et eczema vaccinatum). A !'ere post­
variolique, Jes risques de la vaccination antivariolique ne se justi­
fient absolument plus. 

TABLE 1. COUNTRIES WHERE INTERNATIONAL CERTIFICATES OF SMALLPOX VACCINATION ARE REQUIRED FROM ALL TRAVELLERS 
TABLEAU 1. PAYS DANS LESQUELS LE CERTIFICAT INTERNATIONAL DE VACCINATION ANTIVARIOLIQUE 

EST EXIGE POUR TOUSLES VOYAGEURS 

Benin - Benin 
Brunei - Brunei 
Chad-Tchad 
Democratic Kampuchea - Kampuchea democratique 
Djibouti 
Ivory Coast- COte d'Ivoire 
Lesotho 

The Global Commission recommended that surveillance for 
suspected cases of smallpox, as well as research on orthopoxviruses, 
including monkeypox, should continue. Since January 1979, 
69 smallpox rumours have been reported to WHO from medical 
personnel and the public. All have been investigated either by 
WHO or national health authorities or through combined efforts 
and in no instance was smallpox discovered (Table 2). In 1979, 
seven cases of human monkeypox were reported and thiS brings to 
48 the total number of monkeypox cases reported since 1970. The 
cases occurred in the United Republic of cameroon (I), Ivory Coast 
(1), Liberia (4), Nigeria (3), Sierra Leone (1) and Zaire (38). Of 
these, four appeared to have transmitted the disease to other persons, 
but there has been no third generation case. The Global Com­
mission indicated that "monkeypox virus does not constitute a 
threat to the permanence of smallpox eradication", but recom­
mended that surveillance should continue. In mid-1979, a WHO 
team of zoologists, epidemiologists and VIrologists visited Zatre for 
two months and working with national teams collected information 
aimed at determining the natural reservoir of monkeypox. 
Although monkeypox specific antibodies have been found in the sera 
of some non-human pnmates captured during this study, the 

Madagascar 
Mali 
Sao Tome and Principe- Sao Tome-et-Principe 
Uruted Republic of Cameroon- Republique-Unie du 

Cameroon 
Upper Volta- Haute-Volta 

La Commission mondiale a recommande de poursuivre Ia 
surveillance des cas suspects de variole, ainsi que Ia recherche sur 
les orthopoxvirus, y compris le monkeypox. Depws janvier 1979, 
69 rumeurs de vanole ont ete notlfiees a !'OMS par le personnel 
medical et le public. Toutes ces rumeurs ont ete controlees par 
!'OMS, par les autorites sanitaires nationales ou par Jes deux, et 
dans aucun cas Ia variole n'a ete diagnostiquee (Tableau 2). En 
1979, sept cas de monkeypox humain ont ete notifies, portant a 
48 le nombre total de cas de monkeypox notifies depuis 1970. Ces 
cas sont apparus dans les pays suivants: COte d'Ivoire (1), Liberia 
(4), Nigeria (3), Sierra Leone (1), Republique-Unie du Cameroun 
(1) et Zaire (38). Parm1 ces cas, quatre semblent avoir transmis 1a 
maladle a d'autres personnes, mais il n'y a eu aucun cas de troi­
sJeme generatiOn. La Commission mondiale a md1que que « Ie 
virus du monkeypox ne saurait menacer 1a permanence de !'eradi­
cation de 1a variole », mais elle a recommande de poursulVre Ia sur­
veillance. A Ia rni-1979, une equ1pe OMS de zoologistes, d 'epidemio­
logistes et de virologistes a visite Je Zaire pendant deux mois et 
avec I 'a1de d'equipes nationales a recueilli des informations desti­
nees a decouvrir le reservOir nature! du monkeypox. BleD que des 
anticorps specifiques du monkeypox alent ete trouves dans le serum 
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natural reservoir of the virus remains unknown. This research is 
continuing. A workshop to develop a surveillance system for 
monkeypox and haemorrhagic fevers is currently bemg conducted 
by WHO in Brazzaville (28 April-3 May 1980). Scientists from 
13 countries in West, Central and Southern Africa are participat­
ing in this workshop. 

de certains pnmates non humams captures au cours de cette etude, 
Je reservoir nature! du virus reste inconnu. Cette recherche se pour­
suit actuellement. Un atelier destine a mettre au point un systeme de 
surveillance du monkeypox et des fievres hemorragiques est actuelle­
men! reuni par l'OMS a Brazzaville (28 avril-3 mal 1980). Des 
specialistes de 13 pays d'Afrique occidentale, centrale et meridio­
nale y participent. 

TABLE. 2. SUMMARY OF RUMOURS OF SMALLPOX INVESTIGATED FROM JANUARY 1979 TO 1 APRIL 1980 
TABLEAU 2. RUMEURS DE VARIOLE CONTR0L£ES DE JANVIER 1979 AU 1" AVRIL 1980 

Final Diagnosis - Dlllgnostic final I Number Investigated 
Rumours controlees 

Smallpox - Variole 0 
Monkey pox • • • • ••• 0 •••• 0 
Chickenpox or Measles- Varicelle ou rougeole 27 
Other Skin Diseases - Autres maladies de la peau 11 
False Report a - Notification erronee a 

Total b. 

a lru:ludcs reports of previous smallpox cases wbii;h occurred before the last 
known case in the country concerned. 

b DIStribution of rumours by WHO regioDli as follows: AFRO· 18, AMRO: 8• 
EMRO: 10, EURO: 5, SEARO: 24, WPRO: 4. 

The Global Commission also recommended that no more than 
four WHO Collaborating Centres should be approved as suitable to 
hold and handle stocks of variola virus. In 1976, there were 76 
laboratories retaining variola virus. Such virus stocks constitute 
a potential source of smallpox infection, as shown by the laboratory­
associated outbreak in the United Kingdom in 1978. The number 
of laboratories has been markedly reduced, and currently there are 
six facilities retaining variola virus stocks: one each in China, the 
Netherlands, South Africa, the USSR, the United Kingdom and 
the United States of America. Adequate safety measures in these 
laboratories are ensured by the laboratocy staff and the national 
control authorities concerned. All were visited during the last 
18 months by WHO inspection teams composed of biosafety 
specialists, epidemiologists and virologists. The teams investigated 
each laboratocy using a standard check list with regard to contain­
ment facilities and operational and personnel requirements. A 
further reduction in the number of laboratories with variola virus 
stocks can be foreseen in the future. 

The Global Commission also recommended that vaccine reserves 
beestablished and accordingly a total of 46.3 million doses have now 
been accumulated in Geneva and New Delhi. Further donations 
of vaccine have been pledged by India and the USSR. 

TRICHINOSIS SURVEILLANCE 

UNITED STATES OF AMERicA. - In 1977 and 1978 there were 
respectively 142 and 91 cases of trichinosis reported to the Center 
for Disease Control. The clinical course of infection in these cases 
ranged from mild to severe but there were no deaths. 

Trichinosis became a reportable disease in 1947 when the mean 
annual incidence was well above 300 cases. The number of cases 
reported annually decl.med from 1950 until1966 when the number of 
cases recorded appeared to reach a plateau. During the last 
decade an annual mean of less than 150 cases was reported. Years 
of high incidence such as 1969 and 1975 were associated with the 
occurrence of an unusually high number of common-source out­
breaks. Fourteen common-source outbreaks involving at least two 
cases each accounted for SO% of all cases in 1977 and 11 such out­
breaks accounted for 63% of all cases in 1978. The general decline 
in the incidence of trichinosis infection in humans is also reflected 
in a decline in the prevalence of the disease. A comparison of the 
results of two surveys in which human diaphragm samples obtained 
at autopsy were examined showed that an estimated 12% of the 
American population was infected with trichinae in 1940 compared 
with 2.2% in 1970. Siffillarly obtained estimates of the prevalence 
of live Trichine!Ja spiralis indicated that 7.3% of Americans had Jive 
organisms in their diaphragms in 1940 compared with 0.7% in 1970. 
The decline in the prevalence of triclnnosis in humans paralleled 
a similar decrease 1n swine. The prevalence ofT. spiralis infection in 
farm-raised hogs which comprised about 90% of marketed hogs, 

25 

I 69 

a Y compris notifu:a,tions de cas antertcurs de variolc survcnus avant le dcrmcr 
cas connu daos le pays concerne. 

b Repartitiondcsrumeurs par RCgioDli del'OMS: AFRO: 18;AMRO S;EMRO: 
10; EURO: 5; SEARO: 24; WPRO: 4. 

La Commission mondiale a egalement recommande de ne pas 
approuver plus de quatre centres collaborateurs de !'OMS pour 
detenir et manipuler des stocks de virus variolique. En 1976, 76 
laboratoires detenaient du virus vario!ique. De tels stocks de virus 
constituent une source potentielle d'infection variolique, comme l'a 
montre Ia fiambee bee a l'activite d'un laboratoire survenue au 
Royaume-Uni en 1978. Le nombre de laboratoires detenant Ie virus 
a ete considerablement reduit, et il ne reste que six centres conser­
vant des stocks de virus variolique: un en Chine, un aux Pays-Bas, 
un en Afrique du Sud, un en URSS, un au Royaume-Uni et un aux 
Etats-Unis d'Amerique. Dans ces laboratoires, des mesures de 
securite appropriee sont appliquees tant par le personnel que par Ies 
autorites nationales concernees. Tous ces laboratoires ont ete 
visites au cours des 18 derniers mois par des equipes OMS d'inspec­
tion composees de spe.cialistes de Ia securite biologique, d'epidemio­
logistes et de virologistes. Ces equipes ont examine chaque labo­
ratoire en se servant d'une liste-type portant sur les installations de 
confinement, les normes de fonctionnement du laboratoire et les 
normes relatives au personnel. Une nouvelle reduction du nombre 
de laboratoires detenant des stocks de virus variolique pourra etre 
envisagee a l'avenir. 

La Commission mondiale a egalement recommande que des 
reserves de vaccin scient constituees, et a cet effet un total de 
46,3 millions de doses soot actuellement conservees a Geneve et a 
New Delhi. L'URSS et I'Inde se sont engagees a faire don de 
nouvelles quantites de vaccin. 

SURVEILLANCE DE LA TRICHINOSE 

ETATS-UNIS o'AMERIQUE.- En 1977 et 1978, le nombre des cas 
de trichinose notifies au Center for Disease Control s'est respective­
men! eleve a 142 et 91. L'evolution clinique de !'infection est allee 
des formes benignes aux formes graves mais il n'y a pas eu de deces. 

La trichinose est devenue une maladie a notification obligatoire 
en 1947, epoque a laquelle !'incidence annuelle moyenne etait 
nettement superieure it 300 cas. A partir de 1950, le nombre de cas 
signales annuellement a regresse jusqu'a atteindre, semble-t-il, un 
plateau en 1966. Pendant Ia derniere decennie, Ia moyenne annuelle 
s 'est situee en-dessous de 150 notifications. Les annees de forte inci­
dences telles que 1969 et 1975 ont ete associees a !'apparition d'un 
nombre anormalement eleve de poussees d'origine courante. 
Quatorze poussees de ce genre comportant au moins deux cas ont 
represente SO% de !'ensemble des cas en 1977 et 11 poussees ana­
logues sont intervenues pour 63% de !'ensemble des cas en 1978. Le 
recul general de !'incidence de la trichinose chez l'homme se traduit 
egalement par un recul de Ia prevalence de Ia maladie. Une compa­
raison des resultats de deux enquetes reposant sur l'examen de pre­
levements autopsiques de d.laphragme humain a montre que si une 
proportion estimee a 12% de la population americaine etalt infectee 
par des trichinines en 1940, elle n'etait plus que de 2,2% en 1970. 
Des estimations obtenues de facon analogue de Ia prevalence de 
Trichinella spiralis vivants ont revele Ia presence de ffilcro-organismes 
vivants dans le diaphragme de 7,3% des Americains en 1940 contre 
0,7% en 1970. La diminution de Ia prevalence de Ia trichinose chez 
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