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 The disease of poliomyelitis was one that caused a great deal of panic among 

parents around the world. Children, regardless of nationality, were at risk of becoming 

paralyzed for life or dying from complications due to the disease. Beginning in 1938 in 

America, the National Foundation for Infantile Paralysis raised awareness and mobilized 

the public in the war against polio. After the development of the Salk and Sabin vaccines, 

polio became a common enemy in a global fight, forging alliances between international 

organizations, corporations, and national governments. With the World Health 

Organization serving as the public health leader of this campaign, the partners set a target 

deadline of 2000 to eradicate polio from the world. Social mobilization techniques first 

utilized in America were adapted and expanded to gain the human, financial, and 

physical resources necessary for the fight. 
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CHAPTER I 

THE LONG-FEARED MENACE 

“The battle is far from won. It must continue- in the research laboratory, in the hospital and in 
the home- until this disease is finally wiped from the face of the earth.” President Harry S. 

Truman, 19471 

Poliomyelitis, also known as Infantile Paralysis, long frightened the global 

community. A disease that could not only cripple and maim children, but also potentially 

kill them was a significant force to overcome. Across the globe in industrialized and 

developing countries alike, children faced this looming threat each year. Initially, little 

was known about this disease’s origins and causes. Scientists began performing 

noteworthy research on polio in the early twentieth century, but often came to false 

conclusions. Not until the late 1940s did real answers begin to be found. With the 

development of polio vaccines in America, and the successful implementation of mass 

immunization campaigns around the world, the World Health Organization declared that 

the world would be rid of the scourge of polio by the year 2000. This thesis explores the 

history of the polio vaccine, beginning in the United States in 1894 through the Global 

Polio Eradication Initiative implemented by the WHO in 1988. The focus lies on the 

element of social mobilization and how organizations successfully bridged the gap  

                                                      
1 “President Truman Likens Fight against Polio to those against War, Poverty, Greed, Prejudice,” The 
Florence Times (Florence, AL), Jan. 8, 1947. 
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between science and the public by raising funds, enlisting volunteers, and vaccinating 

entire communities. 

Polio became most notable after a particularly deadly epidemic in America in the 

summer of 1916. Though the disease had been around for centuries, the public began to 

take greater notice of polio- and fear began to rise.2 In the following years, American 

public health officials began issuing pamphlets and strong suggestions for what parents 

should be doing to protect their children. Each year, despite the empty parks and pools, 

the numbers of polio cases increased. Community members began to have hope in a cure 

and began working together to try to make a difference.  

Beginning in the early twentieth century, public organizations existed at the local 

and national levels to support research for a variety of ailments, such as heart disease and 

tuberculosis.3 Not until the 1930s, when a prominent victim of polio became president, 

did the public show enough interest to form an organization to support polio victims and 

learn more about this disease.4 The image of the iron lung used to treat those victims who 

had lost the ability to breathe on their own in addition to the daily interaction with the 

                                                      
2 The polio virus had long been around, but rarely reached recognizably epidemic proportions before 1916. 
The earliest known case was declared by scientists to be in 3700 B.C., according to mummified remains 
found in Egypt, “PolioPlus Portfolio: Profiles of Three Countries,” The Rotarian 168, no. 1 (1996): 28. 
3 One of the more prominent of these national organizations was the American Heart Association founded 
in 1924 after interest in a local heart health association spread- American Heart Association, “History of the 
American Heart Association,” 2015 http://www.heart.org/HEARTORG/General/History-of-the-American-
Heart-Association_UCM_308120_Article.jsp#.ViU9-vmrSUk; The American Lung Association was 
founded in 1904, as an organization to advance the understanding of tuberculosis, American Lung 
Association, “Our History,” 2015 http://www.lung.org/about-us/mission-impact-and-history/our-
history.html. 
4 Bernard Seytre and Mary Shaffer, The Death of a Disease: A History of the Eradication of Poliomyelitis 
(New Brunswick, New Jersey: Rutgers University Press, 2004): 32-33. 
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paralyzed individuals became constant reminders of the tragedy of the disease. Basil 

O’Connor founded the National Foundation for Infantile Paralysis (NFIP) in 1938 

primarily as a means to implement patient care initiatives and to raise funds for polio 

research in America. This organization was also responsible for raising public awareness 

and involvement in the crusade against polio. The NFIP used social mobilization in a way 

that became a model for other organizations to follow.5 Through the use of various media 

outlets, celebrity-endorsement, and vast volunteer efforts, the National Foundation for 

Infantile Paralysis in America, and similar organizations around the world, stirred the 

public at large into actively participating in the development and later distribution of 

vaccines in order to eradicate polio. Thus began the journey to making polio research and 

eradication the largest and most widely publicized public health endeavor in history.6 

The quest for a polio vaccine remained in the public eye in a way that no other 

scientific enterprise ever had before. Scientists across the globe worked tirelessly to 

understand the virus so that they could effectively fight it. Harry Weaver, the NFIP’s 

director of research from 1946-1953, determined that a vaccine would only be found after 

three questions had been answered: how many different types of poliovirus existed, can 

the virus be cultured safely and effectively, and how did the infection physiologically 

occur.7 In order to raise funds to provide much-needed grants to the scientists in order to 

                                                      
5 David M. Oshinsky, “Polio: An American Story” (Oxford: Oxford University Press, 2005): 53 
6 Janice Flood Nichols, Twin Voices: A Memoir of Polio, the Forgotten Killer (New York: iUniverse, Inc., 
2007): 4 
7 Oshinsky, Polio, 115 
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answer these questions, particularly in America, the NFIP, through radio spots and film 

shorts, “turn[ed] a horrific but relatively uncommon disease into the most feared 

affliction of its time.”8 Though the disease seemed ubiquitous, the numbers tell a 

different story. In 1946, for example, there were only 25,698 cases of paralytic polio 

reported. When related to the nation’s overall population of 140,054,000 and the 

incidence of other diseases- scarlet fever (125,511), measles (695,843), and even malaria 

(48,610) - the incidence of polio was quite small.9 The NFIP’s efforts encouraged the 

American public to participate in any possible capacity to find a solution.10 Jonas Salk 

became the leader in polio vaccine development, due in large part to the funding and 

media attention he received from the NFIP. 

By 1953, Salk declared his vaccine ready for wide scale testing. His field trials 

became the “biggest medical gamble in history,” but the gamble paid off- at least 

initially.11 With the declaration of the vaccine’s success, the supply could not keep up 

with the demand. This initial surge of inoculation caused the incidence of polio to visibly 

decrease in the years immediately following the release of the Salk vaccine. By the end of 

the decade, however, the number of individuals who sought to receive the vaccine 

                                                      
8 Oshinsky, Polio, 5 
9 Halbert L. Dunn, “Vital Statistics of the United States 1950: Volume I: Analysis and Summary Tables 
with Supplemental Tables for Alaska, Hawaii, Puerto Rico, and Virgin Islands,” (United States 
Government Printing Office: Washington, D.C., 1954): 63. 
10 Oshinsky, Polio, 5, from the founding of the organization, the easiest way for the lay public to get 
involved was monetarily, and the NFIP made this even easier by emphasizing the significance of donating 
even a single dime to the cause. 
11 Oshinsky, Polio, 189. 
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declined dramatically. As this apathy increased, so, too, did the numbers of polio cases 

being reported.12  

This resurgence of disease did little to reinvigorate public motivation to those 

levels seen prior to the release of the Salk vaccine. Only with the novelty of Albert 

Sabin’s oral polio vaccine (OPV) did a change occur. The S.O.S. (Sabin on Sunday) 

campaigns that swept the nation after the American licensure of Sabin’s vaccine in 1961 

fueled a renewal in the public’s interest in polio vaccine. This new vaccine was pain-free, 

as opposed to the Salk injection, and easily administered by non-medical professionals, 

most often on a sugar cube, making it a more appealing option for individuals, including 

those in the hard-to-reach communities.13 Local health departments organized mass 

vaccination drives on Sunday mornings in order to administer the oral vaccine to their 

communities. Weeks of advertisement encouraged the public to get the vaccine, and 

health officials provided information about polio and its vaccine. The radio and the 

newspapers were filled with advertisements “emphatically” encouraging everyone, 

whether old or young, whether Salk-vaccinated or not, to receive the Sabin vaccine.14 

Though the U.S. became the central focus in historical studies of polio, countries 

throughout the world were fighting the same fight. The vaccines developed by these 

American scientists were used around the world. With the successful steps towards polio 

                                                      
12 “Polio Up,” Time 72, no. 11 (1958). 
13 Jonas Salk had developed a killed-virus vaccine that needed to be injected into the arm, while Sabin had 
developed an inactivated-virus vaccine that needed to be administered orally. 
14 “Wiping out Polio,” Time 80, no. 1 (1962); Donald D. Day, “Enlisting Community Support of a Polio 
Vaccine Program,” Public Health Reports 80, no. 8 (1965); Roger Foil, “Sunday Oral Vaccine Here in 
County,” The Aspermont Star (Aspermont, TX), Sept. 13, 1962. 
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eradication taking place in America and several other nations, the World Health 

Organization began looking into ways to not only spread immunization for all diseases 

across the world, but also implementing plans to eradicate specific diseases from the 

world. The first step was the implementation of the smallpox eradication campaign 

beginning in the 1950s and 1960s. Earlier eradication campaigns against malaria and 

yellow fever had failed, but a renewed determination, and an extended understanding of 

disease, led to the first successful eradication effort.15 The last case of smallpox in the 

world was seen in 1977.16 The expectation of success in smallpox eradication was so 

complete that when the WHO implemented the Expanded Program on Immunization 

(EPI) in 1974 as a means to further global immunization levels and improve the quality 

of primary health care, smallpox was not on the list of targeted diseases.  

The World Health Organization and its partners recognized the need to protect the 

world’s children from devastating and deadly disease. With the establishment of the 

Expanded Program on Immunization, immunization programs were set up to increase 

routine immunization of the top six diseases to infect children: diphtheria, measles, 

pertussis, polio, tuberculosis, and tetanus.17 The desire to completely eradicate these 

diseases was a natural extension of the EPI. National health officials initially worked 

exclusively to achieve the EPI goals of routine immunization and improved health for all. 

                                                      
15 F. Fenner, A.J. Hall, and W.R. Dowdle, “What is Eradication,” in The Eradication of Infectious Diseases 
W.R. Dowdle and D.R. Hopkins, eds. (Chichester: John Wiley & Sons, 1998): 3. 
16 World Health Assembly, Executive Board, Expanded Program on Immunization: Progress and 
Evaluation Report, EB83/4, eighty-third assembly (Geneva: WHO, 1988): 2. 
17 Herbert A. Pigman, Conquering Polio: A Brief History of PolioPlus, Rotary’s Role in a Global Program 
to Eradicate the World’s Greatest Crippling Disease, (Chicago: Rotary International, 2005): 34 
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The WHO and its partners worked in conjunction with national governments, non-

governmental organizations, and corporations in order to raise immunization levels to at 

least 80% around the world. Because many countries in the region of the Americas had 

already achieved or nearly achieved polio eradication, it became the next target disease 

after smallpox.  

The Pan American Health Organization was the branch of the World Health 

Organization (WHO) over the region of the Americas. With the help of international 

partners and an alliance of governmental leaders in the region, in 1985 leaders of the 

PAHO resolved to have the Americas declared polio-free by 1990. The PAHO indicated 

that the greatest obstacles to achieving this goal were raising sufficient social and 

political mobilization and in improving the surveillance networks of the member 

countries.18 Rotary International was one of the international partners. Members of local 

Rotary chapters played a significant role in mobilizing the public and gaining 

participation in mass immunization days. The ability of Rotarians to gain the trust of 

parents and the support of community leaders was unique to these volunteers.19 With the 

work done by Rotary International, PAHO workers, and others, the region of the 

Americas met the target of eradicating polio by 1990. This successful campaign caught 

the attention of the world and led to the resolution of the Global Polio Eradication 

                                                      
18 Pan American Health Organization, Executive Committee of the Directing Council, Expanded Program 
on Immunization in the Americas: Progress Report. CE95/15, Rev.1. 95th mtg. (Washington, D.C.: WHO, 
1985): 31. 
19 Liliana Dufour, “PolioPlus- A Push Forward in Paraguay,” The Rotarian 148, no. 4 (1986): 41 
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Initiative (GPEI) in 1988. The WHO and its partners sought to “free the world of 

polio.”20  

The Eighty-third Session of the World Health Organization’s Executive Board 

organized the plan for the Global Polio Eradication Initiative (GPEI). The plan was 

“based on the work and experiences in the Region of the Americas,” and the success that 

region had enjoyed in the field of polio eradication.21 Beginning in 1988, with the aid of 

Rotary International (RI), UNICEF, the Centers for Disease Control and Prevention 

(CDC), and countless other individual and private organizations, the WHO began the 

tireless journey of global polio eradication. By using many of the same techniques 

implemented in America by the NFIP and Public Health authorities- namely social 

mobilization techniques- the WHO and its partners raised funds, enlisted and trained 

volunteers, garnered government support, increased awareness and public motivation, 

and administered polio vaccine to millions of children.22 

The objective of the GPEI was complete eradication of poliovirus by the twenty-

first century. The usual public health goal of herd immunity was not enough. Because of 

poliovirus’s unique epidemiology, a very large percentage of the population needed to be 

immunized against a disease such as polio in order to prevent transmission from taking 

                                                      
20 UNICEF, “Eradicating Polio: Introduction,” UNICEF. http://www.unicef.org/immunization/polio  
21 WHA, Executive Board, Expanded Program on Immunization: Progress and Evaluation Report, 16; 
“The Americas” will be defined as the areas included in all of North America, Central America, and South 
America. For the purposes of this paper, any reference to the singular “America” will apply solely to the 
United States of America.  
22 WHA, Executive Board, Expanded Program on Immunization: Progress and Evaluation Report, 28-30. 
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place.23 The Centers for Disease Control and Prevention defines this large percentage as a 

“sufficient proportion” of individuals who were vaccinated.24 Unfortunately, polio cases 

were still regularly seen in areas touting vaccine coverage of 90%. Because the most 

vulnerable population was that of children under five years old, the “susceptible” 

population was a never-ending group of infants and toddlers.25 The fluid borders of many 

polio-endemic regions further complicated achieving the goal by threatening to revoke a 

neighboring country’s “polio-free” status at any time.26 Thus, a “piecemeal approach to 

eradication” was not a viable one.27 UNICEF, the world’s leading organization with a 

focus on children’s well-being, made it clear with their slogan: “polio anywhere [was] a 

threat to children everywhere” and vaccine programs would need to continue until the 

last case in the world was seen.28 Global control was not a possibility for polio. In order 

to truly effect change, eradication had to be the primary objective.29 

                                                      
23 Poliovirus can be transmitted undetected because a visible infection rarely occurs, and even more rarely 
as paralysis. See Appendix A; Kurt Link, The Vaccine Controversy: The History, Use, and Safety of 
Vaccinations (West Port, Connecticut: Praeger, 2005): ix.  
24 Centers for Disease Control and Prevention, “Vaccines and Immunizations: Glossary,” CDC, 2015 
http://www.cdc.gov/vaccines/about/terms/glossary.htm#c; F. Fenner, A.J. Hall, W.R. Dowdle, “What is 
Eradication?,” 9, for smallpox, this “sufficient” number was 80% vaccination based on the disease figures 
in Europe and the U.S.S.R. 
25 UNICEF, “Eradicating Polio.” 
26 Hinman and Hopkins, “Lessons from Previous Eradication Programs,” Eradication of Infectious 
Diseases, 22, “failure to involve all affected countries [in eradication efforts] puts whatever is gained at 
great risk of either being lost or requiring expensive measures to prevent reintroduction of the disease from 
other affected areas.” This becomes an “[urgent]” task because of the innate “all-or-nothing” characteristic 
(30). 
27 Pigman, Conquering Polio, 40.  
28 “Fast Facts: Polio and Sub-Saharan Africa- A Region at Risk,” UNICEF West and Central Africa 
Regional Office, 2004. 
29 K.J. Bart, J Foulds, and P. Patriarcha, “Global Eradication of Poliomyelitis: Benefit-Cost Analysis,” 
Bulletin of the World Health Organization 74, no. 1 (1996): 44, the cost benefit alone of eradication versus 
control is significant. Regardless how much is spent in eradication efforts, once a disease has been made 
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The best plan of action, as determined by the WHO, was to strengthen routine 

immunization for all diseases, hold mass vaccination campaigns specifically for polio 

vaccine, improve surveillance of disease incidence, and perform “mopping-up” 

campaigns as necessary.30 The best way to perform the mass vaccine campaigns was by 

using Sabin’s oral polio vaccine. Sabin himself stated that mass immunization campaigns 

would be the most effective way to distribute the vaccine and yield the greatest results in 

the fight against polio.31 In order to meet the EPI suggestion of at least four doses of 

OPV, every child would receive the vaccine during every campaign without bothering 

with the logistical “problems of record-keeping.”32 Other logistical issues such as long-

term refrigeration and full-time staffing of a large number of clinics were similarly 

avoided.33 

The primary role of social mobilization in the Initiative was to organize these 

mass vaccine campaigns, encourage participation in immunization, and gain support in 

the form of financial, human, and physical resources.34 The WHO and its partners 

provided guidebooks to address this topic, specifically, and the critical role it would play 

                                                      
extinct, spending on vaccination and treatment is eternally ended. To control a disease means that 
expenditures for a given disease accrue indefinitely. 
30 World Health Organization. Expanded Programme on Immunization: Field Guide for Supplementary 
Activities Aimed at Achieving Polio Eradication. WHO/EPI/GEN/95.01 REV.1 (Geneva: WHO, 1997): 47-
50. 
31 Albert B. Sabin, “Vaccination against Poliomyelitis in Economically Underdeveloped Countries,” 
Bulletin of World Health Organization, 58, no. 1 (1980): 141. 
32 J.L. Melnick, “Special Article- Poliomyelitis: Eradication in Sight,” Epidemiology and Infection 108 
(1992): 10; there were no negative consequences of being “overly” vaccinated. 
33 Ibid. 
34 World Health Assembly, Committee B, “Provisional Summary Record of the Ninth Meeting,” 
A41/B/SR/9, Forty-First Assembly (Geneva: WHO, 1988): 15 
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in the overall success of the initiative. By using models of strategies utilized in the 

Americas, and developing strategies that would be new to the specific designs of the 

GPEI plan, the WHO launched one of the largest social mobilization movements in 

history.35 

This thesis delves into the mobilization techniques of these organizations and 

answers whether the use of social mobilization was successful in completely eradicating 

polio from the world by the target date. Analysis of public health is always germane, but 

to look at the role of vaccines in the lives of individuals and communities seems to be 

particularly pertinent at this time. The role of the public in medical science and the field 

of Public Health was practically non-existent prior to the NFIP bringing so much 

attention to poliomyelitis. Individuals largely did what physicians recommended, if they 

took the time to seek their services at all. The public began forming opinions on things 

they had once believed were outside of their purview. Science and medicine had never 

before been inside the layman’s scope of influence as it had been with the mass 

campaigns by the NFIP to raise funds for polio research and by the public health officials 

to encourage vaccination. Though there was some dissention to medical treatments such 

as vaccines in the early twentieth century, it was often limited to those who held religious 

objections to scientific intervention. Today apathy and even passionate and outspoken 

resistance and opposition towards vaccination threaten to reverse the progress of 

                                                      
35 Seytre and Shaffer, The Death of a Disease, 121, short of wartime mobilizations, polio has unified more 
individuals across more sectors and across more social, political, and geographical borders. 
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eradication of many diseases.36 Social mobilization taught the public that not only were 

they needed to successfully implement public health endeavors, but also that their 

opinions could dictate what was medically necessary for society. Though the extent of 

this current controversy is a topic for another paper, a brief understanding of public 

sentiment in the late twentieth century does play a part in the success achieved by the 

WHO’s GPEI.  

This subject seemed particularly suited to my combined interest in History and 

Medicine. Over the course of my academic career, I have sought to understand the role of 

health in the lives of the public and how medical advances affected society. The research 

for this thesis required the use of both disciplines, particularly in the analysis of sources. 

Because this is a fairly recent topic, historically, and likely because the GPEI is still an 

active initiative, limited historical study and analysis has been done. As a result, there is 

not a large cache of secondary and tertiary sources for the subject of the GPEI. I was able 

to find some historical analyses of general vaccine use and acceptance, which helped 

shaped my arguments about the link between anthropology and public health. I also used 

quite a few scientific analyses of the WHO, the EPI, and the GPEI published in the latter 

half of the twentieth century and in the early years of the twenty-first. I evaluated these 

analyses with the eye of a historian. They were invaluable to gaining a fuller 

understanding of the period and the Initiative’s success. Because of the limited number of 

evaluative sources available, the bulk of the research was done in primary sources.  

                                                      
36 Allen, Vaccine, 15-16 
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Primary research for this thesis was done largely using digitized archives and 

journals. Because this was a significant subject to the public and was covered by media 

outlets, federal governments, public health agencies, local community organizations, 

global organizations, and many others, the challenge is not in finding sources, but in 

finding valuable sources. I was most particularly interested in those documents that 

discussed the social mobilization efforts on a global scale. The primary sources that were 

the most beneficial to this study included a variety of media: from newspaper and 

magazine articles to articles from scientific and other academic journals; from public 

health reports and surveys to items and documents from organizations’ archives.  

The most significant primary sources for this project came directly from the 

World Health Organization. Their archives have been completely digitized, and I was 

able to easily access the archives through the organization’s website.37 I was able to 

access all of the reports and meetings minutes of the last forty years through the digital 

database. The minutes from the original meeting in which the Global Polio Eradication 

Initiative was implemented shaped the specific focus of this thesis.38 Subsequent 

meetings minutes and reports showed the progress and continued efforts and plans of the 

Initiative and goals to reaching success. Because one of the declared goals of the 

Initiative was increased social mobilization, the WHO assessed this element with each 

annual progress report. The World Health Organization also began publishing Polio News 

                                                      
37 WHO, Institutional Repository of Information Sharing (IRIS) database, http://apps.who.int/iris/. 
38 WHA, Executive Board, Expanded Program on Immunization: Progress and Evaluation Report, EB83/4, 
25-41. 
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in 1998- of which the journal archivist generously supplied me with a personal digital 

copy of each issue. Archivists from Rotary International were kind enough to supplement 

my research by providing elements of the PolioPlus Archives. Rotary International 

previously made the monthly publication, The Rotarian, available online for general 

access through Google Books.39 The CDC has posted in the database, JSTOR, all 

Morbidity and Mortality Weekly Reports published in the past several decades. Many of 

these weekly reports focus on the progress of the Initiative, generally, and in specific 

areas.40 The bulk of the sources come from the WHO directly and Rotary International’s 

PolioPlus archives, as these were the most significant members of the GPEI partnership 

as related to social mobilization. One of the benefits of studying this topic and the parties 

involved is that the resources are available digitally. Not only is this a study of a modern 

topic that extends into the digital age, but it is also a popular topic that encouraged 

international involvement. In the future, I intend to do further research using the CDC 

and UNICEF archives to provide a more overall picture of the GPEI campaign efforts.  

There were several sources available that discussed various elements that helped 

to support my own argument and conclusion. Each of these sources stemmed from a 

different discipline, but they contained valuable information, assertions, and assessments, 

as well as references to beneficial primary sources. Also noteworthy of these sources was 

the inclusion of original images and charts from the periods each author discussed. Each 

                                                      
39 The Rotarian, https://books.google.com/books/serial/ZtluwEMYoc8C?rview=1. 
40 Centers for Disease Control and Prevention, Morbidity and Mortality Weekly Report, 
http://ezproxy.twu.edu:2069/journal/morbmortweekrepo. 
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of these sources offered not only useful analyses, but also a wealth of information and 

references to primary sources which were beneficial to forming my own analyses and 

drawing my own conclusions for this project.41 Many journal articles, primary and 

secondary, analyzing the period were also beneficial in forming conclusions.42 

Perhaps the most useful text on the subject, Herbert A. Pigman’s Conquering 

Polio: A Brief History of PolioPlus, Rotary’s Role in a Global Program to Eradicate the 

World’s Greatest Crippling Disease, provided a look specifically at Rotary 

International’s role in the Global Polio Initiative. Pigman was the director of the 

Immunization Task Force for PolioPlus, so there was a clear bias in favor of the program. 

His text provided little analysis, but focused more on the details concerning what was 

done to raise funds, volunteers, and awareness. Included were images of advertisements 

                                                      
41 Robert A. Hahn and Marcia C. Inhorn, eds., Anthropology and Public Health: Bridging Differences in 
Culture and Society. 2nd ed. (Oxford: Oxford University Press, 2009); Paul F. Basch, Vaccines and World 
Health: Science, Policy, and Practice (New York: Oxford University Press, 1994); Seytre and Shaffer, The 
Death of a Disease; Allen, Vaccine; James Colgrove, State of Immunity: The Politics of Vaccination in 
Twentieth Century America (Berkeley: University of California Press, 2006). 
42 “Evaluation of 1954 Field Trials of Poliomyelitis Vaccine: Summary Report,” American Journal of 
Public Health and the Nation’s Health 45 no. 5 pt. 2 (1955); “Hemisphere Working to Eradicate Polio by 
1990,” The PolioPlus Reporter 1, no. 1 (1988); Polio News; The Rotarian; Stephen L. Cochi, Harry F. 
Hull, Roland W. Sutter, Catherine M. Wilfert, and Samuel L. Katz, eds., “Global Poliomyelitis Eradication 
Initiative: Status Report,” The Journal of Infectious Diseases 175, Supplement 1 (1997); Dowdle and 
Hopkins, The Eradication of Infectious Diseases; Ciro A. de Quadros, “A Template for the World,” World 
Health 48, no. 1 (1955); Sabin, “Vaccination against Poliomyelitis in Economically Underdeveloped 
Countries;” Pieter Streefland, A.M.R. Chowdhury, and Pilar Ramos-Jimenez, “Patterns of Vaccination 
Acceptance,” Social Science and Medicine 49 (1999; Isao Arita, Miyuki Nakane, and Frank Fenner, “Is 
Polio Eradication Realistic?” Science, New Series 312, no. 5775 (2006); R. Bruce Aylward and Jennifer 
Linkins, “Polio Eradication: Mobilizing and Managing the Human Resources,” Bulletin of the World 
Health Organization 83, no. 4 (2005); K.J. Bart, J. Foulds, and P. Patriarcha, “Global Eradication of 
Poliomyelitis: Benefit-Cost Analysis,” Bulletin of the World Health Organization 74, no. 1 (1996). 
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and volunteers in action. This work served almost as a compilation of primary sources, 

which further directed my own research.43  

State of Immunity: The Politics of Vaccination in Twentieth-Century America by 

James Colgrove focused on the social context through which vaccination and public 

health took shape in America. Colgrove emphasized the social history of vaccination. 

This added to my research by evaluating the social element of the Global Polio 

Eradication Initiative’s success. My work supports Colgrove’s assertion that without the 

influence and support of the public, great change would have been much more difficult to 

implement.44 

In Polio: An American Story, David Oshinsky described, in detail, the 

development of the Salk vaccine and the role of the NFIP and the public. Oshinsky 

focused on the role of an organization raising awareness and support from the public. His 

text was useful to demonstrate the role of the American public in that aspect of my 

research. I argue that the World Health Organization’s model was patterned after the plan 

implemented by the NFIP in America. Oshinsky’s text helped illustrate what that original 

plan was and the steps taken to meet the end goal.45 

Vaccine: The Controversial Story of Medicine’s Greatest Lifesaver, by Arthur 

Allen, evaluated what made vaccination so popular in America. I related the results of his 

analysis of the cooperation of the public and the government to the efforts used in the 

                                                      
43 Pigman, Conquering Polio. 
44 Colgrove, State of Immunity 
45 Oshinsky, Polio. 
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Global Polio Eradication Initiative. By using America as a model, I showed the 

significant role governments needed to play in order for the GPEI to be successful, with 

the help of Allen’s connection between public health and government. Though Allen 

showed a bias against vaccine usage, the historical data presented was sound. Many of his 

arguments though, were too polarized to truly fit into this paper, in which I have tried to 

remain objective.46 

Paul F. Basch’s Vaccines and World Health: Science, Policy, and Practice, 

provided the general policies of vaccine use on the global scale. The most pertinent parts 

of this text focused on eradication efforts across the world, particularly by the World 

Health Organization and its affiliates in the Global Polio Eradication Initiative. This text 

provided context of the larger picture of public health, ethics, and efficacy in developing 

countries. By understanding the role of public health outside of the United States, I was 

able to better formulate conclusions on vaccination programs and social mobilization 

campaigns on a global level. This work also touched on the role of anthropology in 

implementing public health in diverse cultures.47 

Robert A. Hahn and Marcia C. Inhorn compiled a series of works in, 

Anthropology and Public Health: Bridging Differences in Culture and Society. In this 

text I was able to gain a fuller understanding of the cultural limitations of generic public 

health strategies. There has never been a “one size fits all” when it comes to global 

                                                      
46 Allen, Vaccine 
47 Basch, Vaccines and World Health 



 
 

18 
 

initiatives. The various authors of these papers discussed case studies in which 

generalities did not apply, and what should have been done to avoid program failures due 

to limited understanding of local traditions and ideals. This work played a significant part 

in supporting my analysis of the GPEI’s failure to achieve complete eradication by the 

target date.48 

Each of these sources provides a link between the American success and the 

World Health Organization’s goals. The focus on social mobilization is what has set polio 

campaigns apart from other public health endeavors. The NFIP set the stage in the United 

States and showed what the public could do to advance the field of medicine. Each of 

these sources discussed elements that served as a model for what was later done by the 

WHO. Though polio eradication in America is not the main focus of this research, the 

background is necessary in order to analyze the extent of American influence on the 

Global Polio Eradication Initiative and early examples of how to mobilize the people and 

the government. 

In Chapter 2, I discuss the initial response to polio outbreaks in the United States 

and the National Foundation for Infantile Paralysis’ work to gain public support. The 

founding of the NFIP and the advances made in science due, in large part, to the funding 

provided by the National Foundation, became an all-American story about a grassroots 

movement that became an international success. The NFIP’s use of social mobilization to 

effectively bring about the greatest alliance between the public and science in history- the 

                                                      
48 Hahn and Inhorn, Anthropology and Public Health 
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development and distribution of the polio vaccines- became a model for the world to 

follow.  

 In Chapter 3, I explore the global setting and what was done that paved the way 

for global polio eradication. The founding of national and international organizations 

with similar goals of health and well-being for the world was essential to effecting the 

greatest change to global health systems. The World Health Organization and its regional 

branches, the United Nations Children’s Fund, Rotary International, and the Centers for 

Disease Control and Prevention along with various governments and organizations 

worked together on several health projects prior to the resolution to eradicate polio 

globally. In 1983, the first goal to eradicate polio was made by Rotary International and 

followed closely by the Pan American region’s declaration of regional eradication in 

1985. The same international partners worked together to achieve this regional success as 

would eventually organize the Global Polio Eradication Initiative. The national 

immunization days, social mobilization, fundraising efforts, and public health 

infrastructure utilized by the Pan American Health Organization in the regional 

eradication initiative shaped the model followed by the World Health Organization in its 

Global Polio Eradication Initiative. 

In Chapter 4, I analyze the successful social mobilization strategies utilized in the 

Global Polio Eradication Initiative and the cultural limitations of the initial, expanded 

PAHO strategies of the 1980s and 1990s. I briefly asses the importance of anthropology 

as an element of public health strategy and the role it played in bringing about successes 
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in the late 1990s, though a significant amount of time needed to achieve the target date 

had already been lost. While the WHO and its partners agreed that social mobilization 

was a key to achieving the goal of complete polio eradication, the ways in which the 

public would be mobilized varied across cultures. By following the same strategies of 

social mobilization developed in the Americas, the World Health Organization was able 

to achieve some regional successes. In 1988, polio was endemic in more than 125 

countries; by 2000, this number had decreased to twenty.49 Ultimately, though, because 

of various cultural differences, the end goal of complete global eradication by 2000 was 

not achieved. 

Of particular interest to me in each of these chapters is the public response to the 

vaccines. The mass media played a significant role in garnering funds and support for the 

initial Salk vaccine and field trials. After the vaccine was developed, organizations used 

similar campaigns to ensure immunization in America and in other countries where polio 

posed a threat. The World Health Organization saw these achievements and worked to 

execute comparable, though considerably larger, campaigns on the global scale. This 

thesis in its entirety demonstrates that the American social mobilization campaigns 

against polio greatly influenced those utilized by the World Health Organization and its 

partners, but the same techniques used in America and neighboring countries to raise 

awareness and gain participation did not work in every region of the world. Thus, the 

                                                      
49 Centers for Disease Control and Prevention, “Poliomyelitis,” In Epidemiology and Prevention of 
Vaccine-Preventable Diseases, 13th ed., edited by Jennifer Hamborsky, Andrew Kroger, and Skip Wolfe 
(Washington D.C.: Public Health Foundation, 2015): 309; Pigman, Conquering Polio, vi. 
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WHO was not successful in reaching the goal of universal polio eradication by the year 

2000. 
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CHAPTER II 

THE ALL-AMERICAN DISEASE 

“The problem of infantile paralysis…is with us every one of the three hundred and sixty-five days 
of the year. It is an insidious and perfidious foe. It lurks in unexpected places and its special prey 

is little children.” President Franklin D. Roosevelt, 19301 

A vaccine is a solution that contains either live, weakened, virus or chemically 

killed virus or bacteria.2 It works by introducing the specific antigen, or foreign body, 

into the immune system in a non-virulent capacity so that the body can naturally build 

antibodies to oppose that specific virus or bacteria.3 Edward Jenner developed the first 

vaccine in the eighteenth century by isolating the virus responsible for smallpox.4 This 

vaccine was modified only slightly over the course of nearly 150 years, when a more 

significant change was made to improve the transportability and efficacy.5  

                                                        
1 Franklin D. Roosevelt, “Radio Address on the Fourth Birthday Ball for Crippled Children,” January 30, 
1937, The American Presidency Project Gerhard Peters and John T. Woolley eds., 2015 
http://www.presidency.ucsb.edu/ws/index.php?pid=15355. 
2 Vaccines against bacterial antigens must be killed because there is no weakening process that would 
effectively leave the bacterial antigens intact. Salk understood the concept of the bacterial vaccine 
production and applied this understanding to his attempts to produce a polio vaccine, David M. Oshinsky, 
Polio: An American Story (New York: Oxford University Press, 2005): 104. 
3 All foreign bodies have features that are recognized by the body as being “non-self.” Viruses have 
specific features on their shell that are present whether the virus is active (virulent) or not. It is this property 
that is exploited in vaccine production. Antibodies are developed by the body to look specifically for those 
features so that when the true virus is introduced into the immune system, the body can fight it before 
infection takes place. 
4 Arthur Allen, Vaccine: The Controversial Story of Medicine’s Greatest Lifesaver (New York: W.W. 
Norton & Company, 2007): 54, Jenner did not realize the disease was caused by a virus- or even what a 
virus was- nor that he was isolating that virus and administering a weakened version of it to others. 
5 Ibid., 12. 
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The early twentieth century introduced a time of great scientific advances in many 

fields. The medical field had come a long way in the form of cures for and preventative 

measures against many of the greatest killers of the previous centuries. Vaccines became 

more reliable and available; states even went so far as to pass laws making vaccination 

mandatory for school-aged children.6 When the devastation of polio began to take its toll, 

many scientists tried to turn to vaccination as a quick answer before a cure could be 

found. 

This chapter tells the story of the National Foundation for Infantile Paralysis 

(NFIP) and how the lay public in the United States got involved in efforts to combat 

polio. The raising of necessary funds, volunteer efforts, and individual acceptance of the 

resulting vaccines set the National Foundation apart from other organizations. The 

NFIP’s use of social mobilization to successfully bring about the greatest alliance 

between the public and science in history- the development and distribution of the polio 

vaccines- became a model for the world to follow. 

President Franklin D. Roosevelt and Basil O’Connor founded the National 

Foundation for Infantile Paralysis in 1938 primarily as a means to raise funds to 

implement patient care initiatives and secondarily to research polio. This organization not 

only raised funds, but also public awareness and involvement. Despite the dread this 

disease evoked among the mass public, the NFIP was able to inspire hope. The desire for 

                                                        
6 James Colgrove, State of Immunity: The Politics of Vaccination in Twentieth Century America (Berkeley: 
University of California Press, 2006): 25.  
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and the belief in a cure led to increased public involvement. Through the use of media, 

celebrity-endorsement, and volunteer efforts, the National Foundation for Infantile 

Paralysis stirred the public at large into actively participating in combating polio. With 

the founding of the National Foundation of Infantile Paralysis in the 1930s, the use of 

social mobilization of the non-scientific community significantly influenced the funding 

of scientists who were researching the disease in the United States and made their 

discoveries and developments the most widely publicized scientific discoveries in 

history.  

The first major epidemic in the United States was in Vermont in 1894. Though 

polio had been seen before, this was the first time the disease reached epidemic 

proportions.7 America’s attention was again turned to polio in the summer of 1916. This 

year saw 27,363 cases of polio and 7,179 deaths, both caused directly and indirectly from 

the initial polio infection.8 As the years went on, the numbers of victims rose, along with 

the fear and stigma associated with the disease. Families of victims were ostracized by 

members of their communities. Whole towns even practiced isolation at the height of 

polio season.9 In addition to the NFIP drawing attention to all aspects of the disease 

                                                        
7 Jason Beaubien, “Wiping Out Polio: How the U.S. Snuffed out a Killer,” NPR. 
http://www.npr.org/sections/health-shots/2012/10/16/162670836/wiping-out-polio-how-the-u-s-snuffed-
out-a-killer.  
8 Richard Carter, Breakthrough: The Saga of Jonas Salk (New York: Trident Press, 1966): 10, these 
numbers reflect the nationwide totals for 1916. The city struck the hardest this year was New York City, 
with 9,023 cases and 2,448 deaths; 7000 is clearly no small fraction of 27,000. It is important to remember, 
however that immunocompromization occurs with most viral infections, which makes the infected 
individual more susceptible to other illnesses, Centers for Disease Control and Prevention, “Polio Disease 
In-Short,” Atlanta, 2011.  
9 Oshinsky, Polio, 150; see Appendix B. 
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through their efforts, local public health authorities instituted “polio summers” during the 

summer months when polio disease was most rampant. Towns closed public areas such 

as theatres and swimming pools to limit close contact between individuals.10 Parents 

restricted their children’s outdoor playtime and often prohibited interaction with other 

children; Appendix C shows an example of the extent of the measures encouraged by the 

NFIP.11 Though polio was seen as a disease that exclusively struck children, adults were 

also prone to the infection. One individual who did not fall victim to this stigmatization, 

however, was the young Franklin D. Roosevelt.  

Roosevelt contracted the disease in the summer of 1921. Rather than letting this 

end his career, he became a great influence in the lives of other victims as he went on to 

become Governor of New York and, later, President of the United States. He sought to 

provide comfort to those who had become the outcasts of their communities. With his 

law partner Basil O’Connor, Roosevelt purchased a resort in Warm Springs, Georgia, and 

founded a center for polio victims to strengthen themselves physically and emotionally 

through various activities. In his work, Vaccine: The Controversial Story of Medicine’s 

Greatest Lifesaver, Arthur Allen states that despite the NFIP funding towards finding a 

                                                        
10 Oshinsky, Polio, 285. 
11 Oshinsky, Polio, 85; This stigma continued into the 1950s. The Rotarian included different notes for 
parents to protect their children. One of these was entitled the “Polio Pledge,” as follows “I will not allow 
my children to mix with new groups…let my children become fatigued or chilled…take my children out of 
camp or playground where there is good health supervision. I will let my children play with their usual 
companions…see that they keep clean…be watchful for signs of polio- headache, fever, sore throat, upset 
stomach, tenderness and stiffness of neck and back…call my local March of Dimes chapter if polio strikes 
for whatever assistance or financial help I may need,” The Rotarian 81, no. 2 (1952): 4; See Appendix C. 
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cure, at that time, the only relief that Warm Springs could offer was in comfort and 

companionship with fellow victims.12  

 Initially, there were few treatments for polio, mostly various physical therapies. 

The most notorious of these treatments was the iron lung, developed in 1929. For those 

victims who had become paralyzed from the neck down, including the diaphragm and 

chest muscles, breathing became nearly impossible. The iron lung operated by alternating 

the pressure around a paralyzed individual’s abdomen in order to stimulate inhalation and 

exhalation.13 It became a common image of the era to see entire hospital wards lined with 

rows of patients in iron lungs, rather than in beds. The macabre image of an individual in 

an iron lung “intensified public fears,” and the stigma of the paralyzed individuals 

became “constant reminder[s]” of the tragedy of the disease.14 Philip Drinker and Louis 

A. Shaw initially invented these machines with the intent for them to be temporary. No 

one believed, at this time, that individuals would live the rest of their lives in an iron 

lung, nor were they meant “to keep hopelessly damaged bodies alive.”15 For some, the 

iron lungs were temporary, as they eventually regained some functioning, but others lived 

for decades in the artificial respirators. As the years went on, occupational therapists 

became available to teach the “polios” to adjust their lifestyles around their disability 

because there was no cure.16  

                                                        
12 Allen, Vaccine, 164. 
13 Jo Nugent, “Stalking a Killer,” The Rotarian 150, no. 4 (1987): 25. 
14 Allen, Vaccine, 170. 
15 Oshinsky, Polio, 62. 
16 Allen, Vaccine, 171. These individuals later began the disability movement in America 
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There was no known way of preventing the infection, either. There was only fear 

of this potential killer.17 Other diseases that struck each year, such as tuberculosis, 

pneumonia, and flu, could be avoided by “follow[ing] medical advice.”18 Allen indicates 

that even though these other diseases killed ten to fifteen times more people annually, the 

public treated polio as though it posed more of a threat. The unpredictable nature of this 

infection- when and where it would strike, how many would be infected, or whether the 

infection would lead to paralysis or death- greatly influenced the perception of threat.19 

Allen offers the example of 1952, the year with the highest incidence of polio in the 

United States. In this year alone, there were 57,000 confirmed cases of polio: 

approximately 20,000 cases of paralysis and approximately 3,000 deaths. In the same 

year, tuberculosis killed 24,000, while pneumonia and flu killed 46,000.20 Not only were 

the number of deaths caused by polio drastically smaller than that for other diseases, but 

even the number of paralytic cases was smaller than that of the deaths caused by other 

diseases. Regardless of the actual incidence numbers, the NFIP used “modern marketing 

techniques” to “play on a range of emotions” to stir the people to action.21 One of those 

techniques was keeping polio in the collective conscience. Because the mass media gave 

                                                        
17 Treatment of Acute Poliomyelitis. Ed. William A. Spencer. (Springfield, Illinois: Charles C. Thomas, 
1954). 
18 Allen, Vaccine, 169. 
19 David L. Sills, The Volunteers: Means and Ends in a National Organization (Glencoe, Illinois: The Free 
Press, 1957): 123. 
20 Ibid.  
21 Colgrove, State of Immunity, 11. 



 

28 
 

polio “a great deal of publicity” at the insistence of the NFIP, it was “discussed a great 

deal by Americans.”22  

As one of the first steps taken to increase the discussion among Americans, 

O’Connor instituted Birthday Balls for Roosevelt after he had become president, with the 

first on January 30, 1934. Advertisements for the Balls included phrases such as “‘Dance 

so that others may Walk,’” and the money raised from the variable attendance fees was 

used for polio research and patient care programs.23 These events were very successful. 

By 1938, the Birthday Balls had developed into the National Foundation for Infantile 

Paralysis (NFIP) with chapters across the nation working together to raise funds for polio 

victims.  

The March of Dimes became the main program the NFIP utilized to rouse the 

public.24 This initiative began as a way of lessening the expectation often placed on 

potential contributors. Anyone could donate as little as a dime for the cause; and many 

people did. In 1938, “A Little Drama” starring Judy Garland and Mickey Rooney 

encouraged “every good American” to send their dimes to President Roosevelt.25 This 

first request for dimes led to “the most stupendous fiasco in…history.”26 Following the 

advertisement, “mail trucks and mail sacks [were] all over the place” at the White 

                                                        
22 Sills, The Volunteers, 118. 
23 Carter, Breakthrough, 14. Each community that organized a birthday ball decided their own attendance 
fees based on the extent of what the coordinators wanted to spend on decorations and festivities, and how 
much they wished to donate to the cause. 
24 David Rose, “A History of the March of Dimes,” March of Dimes, 2010, 
http://www.marchofdimes.org/mission/a-history-of-the-march-of-dimes.aspx. 
25 March of Dimes, “A Little Drama with Mickey and Judy,” 1938. Accessed from YouTube.com, 
MarchofDimes channel. 
26 Carter, Breakthrough, 17. 
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House.27 After five months of sorting through the letters, cakes, and wads of tape, it was 

determined that more than 2.5 million dimes had been sent, through post, to the White 

House. There were so many dimes sent in that the Treasury department had to weigh 

them, rather than count them. The Foundation earned $1,823,045 in 1938. This feat was 

all the more impressive considering the nation was still in the midst of the Great 

Depression.28 The money raised went to fund treatment for polio patients, research in the 

science of polio, and education of health professionals.29    

 The NFIP ensured that polio coverage was “a staple in the media.”30 The 

onslaught of information regarding the disease and those who had fallen victim to the 

most severe cases of polio encouraged great numbers of people to participate in any 

possible capacity to work for a cure. With the help of celebrity endorsements and media 

spots, the National Foundation was successful in organizing volunteers to serve in their 

local chapters to meet the needs of polio patients and to participate in fundraising. The 

American people came to “feel they were all in [it] together;” that everyone was needed 

to win this fight.31 The NFIP provided a channel through which individuals could do their 

part.  

With the increasing number of polio victims reported in the papers each year, the 

public was growing more concerned. Though the scientific research for a cure for polio 

                                                        
27 Ibid. 
28 Carter, Breakthrough, 17-8. This amount increased each year and by 1955, the Foundation earned $67 
million in that year alone. 
29 Bernard Seytre and Mary Shaffer, The Death of a Disease: A History of the Eradication of Poliomyelitis 
(New Brunswick, New Jersey: Rutgers University Press, 2004): 37. 
30 Colgrove, State of Immunity, 117. 
31 Allen, Vaccine, 165. 
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was a major goal of the Foundation, limited funds were available to distribute to 

scientists due to the great expenditures in maintaining the resort in Warm Springs and in 

caring for patients, which was the primary objective. More money was needed- the way 

to earn it was through more publicity. The Foundation used the natural increase in the 

number of cases each year and the media’s natural inclination to report on “unpredicted 

and dramatic events” to further publicize the threat of the disease.32 The Foundation 

began using “poster children” in 1946 to add real faces to a real disease in efforts to 

increase the number of contributions and to continue to raise awareness of the disease and 

garner sympathy from the public. These children, in a single image, seemed to personify 

the idea that even though polio was a tragic disease, the donations from the public were 

being used to help children who were determined to survive.33 

Members of the public ran and supported the organization and public opinion 

shaped the organization’s programs. The Foundation became “an integral part of the 

fabric of American life.”34 Between 1941 and 1955, NFIP had approximately 90,000 

standing volunteers in 3,000 local chapters with a reserve of over two million volunteers 

for the large fundraising campaigns in the early part of the year.35 In 1951, after 

experiencing high success at local levels, the NFIP began the nationwide Mothers March 

on Polio event each year. This fundraiser personalized the donation process, with women 

going door-to-door collecting any amount an individual was willing to give; this often 
                                                        
32 Allen, Vaccine, 165; The Volunteers, 123; Allen, Vaccine, 170. 
33 Stephen E. Mawdsley, “‘Dancing on Eggs’: Charles Bynum, Racial Politics, and the National Foundation 
for Infantile Paralysis, 1938-1954,” Bulletin of the History of Medicine 84, no. 2 (2010). See Appendix D.  
34 Sills, The Volunteers, 13. 
35 Seytre and Shaffer, Death of a Disease, 34. 
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ranged from a single quarter to a dollar bill.36 During the month of February, the NFIP 

used radio slots, movie reels, newspaper advertisements, and many other public outlets to 

reach out and encourage donations for a cure. The National Foundation asked anyone 

willing to donate to leave their porch lights so their donation could be personally 

collected by this army of mothers.37 This campaign was “widely regarded as the single 

most effective technique for obtaining mass support” performed by the NFIP.38 Through 

the Mother’s March and other events each year, the public at large played a significant 

part in the foundation’s success.39 Meanwhile, scientists around the world were 

performing experiments, seeking answers so that they could better understand and defeat 

polio. 

 The scientific community first recognized infantile paralysis by the mid-

nineteenth century and scientists named the infection “poliomyelitis.”40 As cities 

improved their sanitation measures the threat of polio increased. The cycle of immunity 

that had been generated before this time was interrupted. Before wide scale sanitation, a 

mother would pass immunity onto her child in utero. Inevitably, the child was exposed to 

the virus in infancy, while the mother’s shared immunity still protected him. With the 

aide of the mother’s immunity, the infant was able to generate his own lifelong immunity 

to the disease. For centuries this cycle had kept polio nearly harmless. When the public 

                                                        
36 Sills, The Volunteers, 160. 
37 Sills, The Volunteers, 158-162; Oshinsky, Polio, 89. 
38 Sills, The Volunteers, 158. The door-to-door nature of this campaign would be used in future GPEI 
campaigns. 
39 Ibid., 13. 
40  Carter, Breakthrough, 8. “Polio”-gray for the gray matter of the spinal cord, “myelo”- spinal cord, “itis”- 
disease.  
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and the ubiquitous poliovirus no longer came into frequent contact, immunity was no 

longer assuredly developed in early childhood. Without definite exposure in childhood, 

future mothers no longer had the immunity to pass to their own children. Not many 

generations passed before polio became epidemic.41 By the time the disease first became 

prominent in the late 1800s, it became a target in the “war on filth.”42 The epidemiology 

of the disease was not understood, and so initial efforts to fight it were rarely productive- 

and in some ways was counterproductive. It was not until the twentieth century that 

scientists understood that a virus caused polio, and fighting dirt would do little prevent 

infection.43 This piece of knowledge was the first required in a series of discoveries that 

would make fighting the disease possible.  

By the 1940s, it was understood that poliovirus entered the body through the nose 

and mouth via a variety of vectors- primarily contaminated water and close contact with 

those who were infected. The virus then moved through the intestines to the blood 

stream. The majority of symptomatic cases of polio presented with flu-like symptoms 

that “[resolved] without complication.”44 When the virus attacked the nervous system, the 

victim developed paralysis as the virus inhibited communication between the brain and 
                                                        
41 Carter, Breakthrough, 10; “Epidemic” by definition is “an increase, often sudden, in the number of cases 
of a disease above what is normally expected in that population in that area,” Centers for Disease Control 
and Prevention, “Principles of Epidemiology in Public Health Practice, Third Edition: An Introduction to 
Applied Epidemiology and Biostatistics,” Atlanta, 2011. 
42 Allen, Vaccine, 168. 
43  Ibid. Initial research in the early part of the century made the disease that much more of a mystery. The 
virus was too small to be seen under a microscope, so the disease was said to be one of “‘filth’” and 
poverty.  
44  Colgrove, State of Immunity, 115. In tropical regions, the symptoms closely resembled those of a more 
prevalent disease, malaria, and were termed as “malaria-like” rather than “flu-like,” Bernard Seytre and 
Mary Shaffer, Death of a Disease: A History of the Eradication of Poliomyelitis,(New Brunswick: Rutgers 
University Press, 2005): 6. 
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the muscles.45 Today’s science has shown that the disease was rarer than it may have 

seemed in the mid-twentieth century. Everyone seemed to know someone who was 

affected by polio.46 In reality, of the individuals who may have been infected by the virus, 

only 1% showed symptoms of paralysis; of this 1%, however, paralysis alone rarely led 

to death.47 Of course this is the science that is known now. At the time, to the frightened 

public, as illustrated by David Oshinsky, the threat of disease was real and great. As 

compared to diseases such as cancer and heart disease where death was often just a 

matter of time, presumably the lack of death associated with polio made it all the more 

menacing. Not only did individuals become paralyzed, but they lived as disabled 

individuals and served as a constant reminder of what polio could do.48 

 Scientists in the 1920s and 1930s began work on vaccines, but not enough was 

known about the virus. False assumptions and primitive science led to tragic results in the 

children who underwent the tests for these vaccines. Children fell victim to allergic 

encephalitis, vaccine-induced paralytic polio, and other side effects. Several even died 

from these complications.49 A significant area of interest was in the development of 

vaccines and treatments for diseases encountered by the soldiers in Europe and the 

                                                        
45 Carter, Breakthrough, 10.  
46 Sills, The Volunteers, 128. 
47 Colgrove, State of Immunity, 115; “Infected” is used loosely here. Modern science has found that 95% of 
the people who become infected with the virus show no symptoms (flu-like or otherwise), and are therefore 
not reported as polio cases. They are only discovered after environmental testing shows the virus in 
seemingly healthy individuals’ stool samples. This makes the numbers of those who contract paralytic 
strains of the virus only 1-2% of the total population of those who contract polio at all, Centers for Disease 
Control and Prevention, “Polio Disease In-Short,” Atlanta, 2011. 
48 Oshinsky, Polio, 5; Sills, The Volunteers, 118.  
49 Allen, Vaccine, 173. 
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Pacific.50 A prominent focus was on Influenza; through research on this disease, a better 

understanding of viruses and vaccination, in general, was gained, particularly on 

differences between live-virus vaccine and killed-virus vaccines.51 By the end of the War, 

these scientists would be ready and willing to expand their wartime research to peacetime 

advances on the home front.52 

The years following the end of World War II were marked by significant changes 

in seemingly all aspects of society in the United States. With the return of men from the 

front lines came the advent of the “nuclear” family and the prescribed roles therein. 

Unfortunately, the façade of peace was short lived. The fear of the rising Cold War with 

the Soviets led to a nationwide encouragement of countless public activities that would, 

in theory, advance American superiority. A great emphasis was placed on the 

advancement of America’s “democratic science,” which would set the American people 

above the communist enemy.  The soldiers in the military had benefited from such 

advances during the War, and many of those discoveries could be repurposed to improve 

the lives of the people at home. One area in particular where this repurposing was seen 

most prominently was in medical science.  

During the War, scientists perfected treatment and vaccination against foreign 

infections for the soldiers. As a result, these scientists also gained an increased 

understanding of infectious agents and the appropriate means of combating the associated 

                                                        
50 Ibid., 174. 
51 Oshinksy, Polio, 104-6. 
52 Allen, Vaccine, 159.  
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diseases. After the War, these scientists began applying their newly obtained knowledge 

to those most prevalent diseases that plagued Americans at home- at the forefront was 

polio. Scientists had long viewed polio as a unique challenge. No disease like it had 

before been seen. Seemingly, each attempt to understand the disease made polio an even 

greater enigma.   

 By 1949, several significant discoveries had been made that would greatly affect 

the development of a polio vaccine.53 The mass media, particularly TIME magazine and 

the Saturday Evening Post, was constantly publishing articles about polio and reporting 

the scientific advances to their lay audiences. The media served not only as a public 

informer, but also as a mediator between the scientific community and the lay public, 

translating science terminology and techniques into common language. Through their 

publications, the polio “heroes” of the period were named and brought into the public eye 

like never before- or after. TIME reported such topics as the use of gamma globulin, a 

serum containing polio-specific antibodies drawn from the blood of horses or oxen and 

injected into those who were known to have contracted polio in an attempt to help their 

immune systems fight the infection.54 Unfortunately, immune gamma globulin was only 

                                                        
53 Colgrove, State of Immunity, 116. In 1946, it was discovered that infantile paralysis could be caused by 
one of three types of poliovirus, each causing a unique disease. John Enders discovered that virus could be 
cultured in fetal cells in 1949; for which he won a Nobel Prize.  
54 “Polio,” Time 60, no. 1 (1952). This article also advised parents to avoid rushing children to the hospital 
at the first sign of illness, because polio first took on the appearance of a common cold. This would prevent 
the over-filling of hospitals and unnecessary panic. 
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effective if the individual was given the serum before the virus had spread to the nervous 

system.55 The public saw these advances in science and fear began to change to hope. 

 As the NFIP increased fundraising campaigns the public desire and expectations 

for a scientific intervention likewise increased.56 By the 1950s, the number of “polios” in 

America became a significant reminder of the limitations of science in relation to this 

terrifying disease.57 But through the setbacks and disproven hypotheses, the scientific 

community better understood what steps needed to be taken before work on a vaccine 

could be started.58 In 1941, Howard Howe and David Bodian learned that the virus was 

introduced to the body via the gastrointestinal tract where the virus multiplied. In 1943, 

Dorothy Horstmann discovered that the virus spread, via the bloodstream, from the 

alimentary tract to the nervous system.59 Under the direction of Harry Weaver, in a large, 

Foundation sponsored effort, scientists discovered that there were three types of 

poliovirus found in nature in 1949. Perhaps the most significant discovery was made 

almost as a fluke. In 1948, John Enders and his team discovered how to grow the virus in 

tissues other than the dangerous nervous tissues that had proved so detrimental in the 

                                                        
55 Allen, Vaccine, 177-178. 
56 Sills, The Volunteers, 233; describes the rising numbers of volunteers for the National Foundation. 
Oshinsky, Polio, 239, shows that $66.9 million were raised in 1954 alone.    
57 Oshinsky, Polio, 171.  Individuals who became paralyzed for life called themselves “polios,” implying 
their independence despite any disabilities caused by the disease. 
58 Ibid., 115. Remember Harry Weaver’s three points that had to be understood before a vaccine could be 
made: how many different types of poliovirus existed, can the virus be cultured safely and effectively, and 
how did the infection physiologically occur. 
59 Oshinsky, Polio, 125-126. 
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past.60 Once these issues were solved, vaccine development was renewed in earnest. Basil 

O’Connor found a promising scientist in Jonas Salk.  

Salk had worked on the development of vaccinations for influenza while serving 

in the U.S. Army Medical Corps during WWII.61 He had worked on a new approach of 

using dead-virus, instead of live, weakened virus, in flu vaccines and expected to use this 

same process with poliovirus.62 He began by isolating and culturing the virus, followed 

by a heat treatment at 98° F, and a treatment with the chemical formalin in order to 

deactivate the virus. It seemed as though Salk had mastered production of the vaccine by 

the early 1950s, and was soon ready for a wide-scale test for safety and efficiency. He 

was sure that his process yielded a successful final product, with no live, virulent, virus 

remaining in the solution, and had performed a limited test on his and his co-workers 

families, as well as on children in a small clinic in Pittsburg. These results had been 

promising, with no adverse reactions from the administration of vaccine, but he needed a 

larger sample.63 The public health officials hesitated due to the earlier failed attempts in 

the 1930s; when would it be acceptable to put hundreds of thousands of children at 

risk?64 

                                                        
60 Ibid., 123; the use of nervous tissue in vaccines led to allergic encephalitis, a defect in which the body’s 
immune system attacks and breaks down its own nervous system; Enders and his colleagues were awarded 
the Nobel Prize in 1954 for making possible several great advances in scientific research, “Three 
University Scientists Awarded Nobel Prize for Polio Virus Research,” The Harvard Crimson, 1954. 
61 Allen, Vaccine, 174. 
62 Ibid., 20, almost all vaccines followed the Jenner approach to vaccine production by using live, 
weakened vaccine.  
63 Carter, Breakthrough, 139; Allen, Vaccine, 186-7.  
64 Oshinsky, Polio, 56-58. 
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 Even before receiving approval, the NFIP began negotiating with pharmaceutical 

companies across the nation to develop Salk’s vaccine on a large scale for the eventual 

clinical trials. Salk had prepared fifty-five pages of protocol for ensuring the vaccine 

produced was safe and effective. Despite not knowing if the trials would be successful or 

if there would even be a future market for the vaccine, several companies signed on, 

including Eli Lilly. Once the Public Health Service (PHS) was convinced of the vaccine’s 

safety, the advertisement process began.65  

The National Foundation sponsored the field trials, making NFIP leaders 

responsible for organizing the logistics. These leaders selected American counties that 

had recorded the highest polio incidence numbers for the previous five years. In these 

counties, newspaper and local media spread the word in the communities. Schools 

handed out forms and information packets for the potential participants to take home to 

their parents. The forms passed to the school children were carefully worded as parental 

requests for their children to be selected to be “‘polio pioneers’” rather than parental 

permission granting the researchers permission to test a potentially dangerous vaccine on 

their children.66 The Foundation went so far as to claim that the trial was merely “‘to 

determine whether the vaccine, already proved safe, [would] give adequate protection 

                                                        
65 Emphasis on the word advertisement; vaccines were not as ubiquitous in the 1950s as they are today. 
Though there was much less distrust of the vaccine then than there is now, public health officials used the 
foundation of the NFIP’s shaping of public opinion to “convince” parents to include their children in this 
trial, Allen, Vaccine, 15.  
66 Ibid., 190; See Appendix E; “Evaluation of 1954 Field Trials of Poliomyelitis Vaccine: Summary 
Report,” American Journal of Public Health and the Nation’s Health 45, no. 5 (1955); Oshinsky, Polio, 
191; Allen, Vaccine, 190. 



 

39 
 

against paralytic polio.’”67 Modern public health protocols would call this a violation of 

the “informed consent” clauses of clinical trials.68 Lucille Ball and Desi Arnaz recorded a 

television clip with their children stating that those who allowed their children to 

participate in these trials would be doing a great service for the rest of the parents who 

wanted a vaccine for their own children.69 Parents understood that their children’s 

participation in the trials would benefit the “community as a whole” and that “[t]he 

country needed [them].”70   

  Two different sets of trials were performed. The scientific coordinator and 

evaluator, Thomas Francis, Jr., established the first set with a focus purely on science. He 

requested a placebo control group in addition to a truly vaccinated group. The whole trial 

was intended to be set up in a “double-blind” fashion, meaning that only the scientists in 

the Evaluation Center knew which participant received the vaccination and which 

received the placebo. Francis, Jr. devised a system of numbers and codes, which neither 

the doctors and nurses nor observers and participants could decode, as this would be the 

only identification on the inoculation vials.  

The first conflict between scientific inquiry and public appeasement arose before 

the clinical trials even began. Francis, Jr. pushed for this double-blind type of trial. The 

NFIP, however, predicted that the public would reject this first type on the grounds of 

ethical concerns of risk for the children. How was it ethical for a person to give children 
                                                        
67 Oshinsky, Polio, 191. 
68 Ibid.; Allen, Vaccine, 190. 
69 March of Dimes, “Lucille Ball and Desi Arnaz for the March of Dimes,” 1954, Accessed from 
YouTube.com, MarchofDimes channel. 
70 Allen, Vaccine, 161. 
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and their parents false hope of protection when they had really only been given a 

placebo? The other, more parent-friendly, set would consist of a group of control, or 

observed, individuals who were not given vaccine or placebo, and a group that was 

injected with actual vaccine. Basil believed that the public would more readily support 

this trial type and its lower level of human detachment. As such, this was the type used in 

most of the counties that participated in the trials- though it would be a much less 

empirical trial in the eyes of the scientific community who were already skeptical of the 

vaccine.71  

While in the process of receiving approval to begin the massive field trial, rumors 

began circulating about the risks of Salk’s vaccine. Letters from across the nation were 

sent to Francis and the National Foundation from scientists, public health and other local 

government officials, and parents to ask about whether the rumors were true, and whether 

the risk was worth the gain. Salk and other National Foundation scientist continued to run 

further tests in the lab to be able to alleviate these concerns.72  

However, there was one incident in particular that could not be easily overlooked. 

A radio personality who claimed to have significant evidence against the safety of the 

vaccine, Walter Winchell, warned parents against participating in the nationwide field 

trials. His warning was enough for an entire county in Michigan and Washington D.C., as 

                                                        
71 Marcia Meldrum, “‘A Calculated Risk’: the Salk Polio Vaccine Field Trials of 1954” British Medical 
Journal 317 (1998).  
72 The extension of laboratory testing before gaining approval for the field trial caused the trials to begin 
later than anticipated. As a result, counties in the southern United States were already experiencing their 
“polio seasons” and were removed from the trial roster. Districts in Canada and Finland were added to 
make up for this loss and maintain the desired sample size, Seytre and Shaffer, Death of a Disease, 67. 
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well as several thousand other children from Minnesota to New York to withdraw from 

the trial.73 These withdrawals amounted to an estimated 10% decrease in the pool for the 

trial.74 

 In 1954, the Salk Polio Vaccine field trials became the “biggest medical gamble 

in history.”75 Over one million children participants, 20,000 physicians, 40,000 nurses, 

and 220,000 volunteers took part in this trial.76 The participants represented children from 

forty-four American States, two areas in Finland, and forty-six districts in Canada.77 No 

one- except Salk, who was always sure of his own vaccine- knew what to expect. 

Throughout the whole course of the trial, the national media watched closely, waiting for 

anything newsworthy. Unfortunately, they did not have to wait long.  

Children who were participating in the trial contracted paralytic polio- though by 

the end of the trial it was revealed that most of these cases were in children who had not 

actually received the vaccine. As shown in the table in Appendix F, over 300 of the 

participants who contracted paralytic polio were part of the observed set of children and 

had received no injection at all, placebo or otherwise. Just over 100 of the children who 

had received the placebo injection contracted the paralytic strain of the disease. In both 

the double-blind and the control sets, only about seventy of the nearly 400,000 children 

                                                        
73 Allen, Vaccine, 192-193. 
74 As estimated by the National Foundation, Oshinsky, Polio, 197. 
75 Oshinsky, Polio, 189. 
76 Allen, Vaccine, 191. 
77 Seytre and Shaffer, Death of a Disease, 65, 67. 
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who had received at least one dose of the actual vaccine contracted paralytic polio.78 

There were also several deaths among the participants, though from accidents and other 

illnesses, not from polio. The trial planners had accounted for this in their listed variables 

for the trial. By looking at national annual figures of mortality for the age group of 

interest, those between seven and nine years old, they determined that the rates of death 

for these individuals annually ranged from causes such as accident, heart disease, cancer, 

and polio. The scientists predicted similar percentages of death to occur in their trial 

sample. Francis, Jr. personally investigated all deaths that occurred over the course of the 

trial to find relationships to the vaccine, but almost all of the deaths and illnesses that 

occurred among the participants were independent from the vaccine administration.79 

   Because of the number of deaths that had occurred during the trials, by the time 

Thomas Francis Jr. presented the results to the press on April 12, 1955, the public was 

unsure what the results would show. Francis informed the public that the vaccine trials 

had proven the Salk vaccine to be 80-90% effective against the three types of 

poliovirus.80 “[T]hanks to the largest civilian mobilization in the history of the world” the 

people finally had a surefire weapon to fight polio.81 The head of the Department of 

Health, Education and Welfare (HEW), Oveta Culp Hobby, assigned a committee to 

                                                        
78 Some of these children had received the placebo injection, but the majority of infected children belonged 
to the control groups of children, Oshinsky, Polio, 204. See Appendix F. 
79 “Evaluation of 1954 Field Trials of Poliomyelitis Vaccine: Summary Report,” American Journal of 
Public Health and the Nation’s Health 45, no. 5 pt. 2 (1955). 
80 “Evaluation of 1954 Field Trials of Poliomyelitis Vaccine: Summary Report,” (1955); Of course, TIME 
was there to report the announcement to their audience as well, though it was not reported until April 25, 
“It Works,” Time 65, no. 17 (1955). 
81 Allen, Vaccine, 162. 
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determine licensure of the vaccine. She allocated only two and a half hours to plan out 

the details of production and distribution. Like all earlier decisions related to finding a 

polio vaccine, speed was of the essence; the public wanted results and the elected 

officials wanted to give them something, even if it was not perfect.82  

The HEW committee drafted a five-page instructional sheet listing the 

“‘minimum requirements’” for preparing the vaccine, rather than distributing Salk’s fifty-

five-page protocol, in order to more quickly manufacture and distribute the vaccine.83 

There were also additional companies approved for manufacturing that had not been used 

during the clinical trials. With the demand for the vaccine anticipated to overwhelm the 

supply, it seemed as though many officials who were part of this vaccination-approval 

process felt that it was more important to meet the demand than to ensure the product’s 

safety.84  

 Salk and his vaccine became an even greater “media sensation.”85  Reports show 

that as many as “97% of the population [of the United States] had either read or heard 

about the vaccine.”86 Beginning only shortly after the announcement of success was 

made in April 1955, the great demands by the public were as high as they were expected 

to be. The stocks of vaccine were distributed and expended more quickly than they could 

                                                        
82 Allen, Vaccine, 194-6, 189. 
83 Allen, Vaccine, 196. 
84 Ibid., Six vaccines were approved, each manufactured by a different company, and each manufactured in 
a different way than the vaccine that was actually proven effective in the trials; Oshinsky, Polio, 207. 
85 Colgrove, State of Immunity, 15. 
86 Ibid., 117. 
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be replenished.87 This was the first and only time in history that “meeting public demand 

for a vaccination was a greater challenge than persuading” the public to be immunized.88 

This peculiarity was short-lived. On April 25, 1955, these demands began to dwindle. 

Barely two weeks after the trials were declared a success, and HEW had licensed the 

vaccine, physicians reported paralytic polio in individuals who had been immunized. 

The nationwide vaccination campaign that was destined to be a great success 

came to an abrupt halt.89 Reports stated that family members and peers of those recently 

inoculated were contracting the disease also. These reports were followed by reports of 

death due to complications caused by polio. The public grew concerned and confused. 

None of the participants of the field trials had gotten vaccine-induced paralytic polio. 

HEW officials investigated the vaccine lots used to vaccinate these affected individuals. 

The vaccine batches erroneously contained live virus in large enough quantities to cause 

infection. The original Salk formula was meant to contain only killed virus. The majority 

of these batches came from Cutter Laboratories.90 It was later found that Cutter 

Laboratories were not filtering potentially un-inactivated cellular debris from their main 

cultures before proceeding with the next steps of the vaccine-making process. Skipping 

this “crucial” step led to the deaths of ten people and permanent paralysis of 164.91  

                                                        
87 Colgrove, State of Immunity, 117, The NFIP purchased $9 million worth of vaccine to distribute before 
the trial had been evaluated, but this was distributed and exhausted well before the vast demand was met. 
88 Colgrove, State of Immunity, 15. 
89 Allen, Vaccine, 198-202. 
90 Ibid., 198.  
91 Ibid., 201. 
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 The Cutter Incident, as it came to be known, could have likely ended the polio 

vaccination program. Instead, surprisingly, parents of many of those children who had 

died as a result of vaccine-induced infection continued to support the Salk vaccine, and 

found fault only with the preparation method employed by the pharmaceutical 

company.92 Two families filed lawsuits against Cutter Laboratories on charges of neglect 

and responsibility for the deaths of their children. The jury found Cutter guilty on the 

count of warranty, but not on negligence. They cited the abridged preparation method as 

the leading cause of live-virus presence in the vaccine. Still, Cutter Laboratories were to 

pay damages to the affected families.93 The government and media seemed to have a 

mutual desire to uphold public morale despite this incident.94 At each phase of the Cutter 

investigation and trial, the public received accounts in the media assuring them that the 

Salk vaccine was still effective, and to not let the incident stop their getting vaccinated. 

The American people did, in fact, continue participating in the new vaccine program.95 

As Allen quoted, “‘the idea of a manufacturer producing a defective product is hardly a 

new idea.”96 The people saw no reason to believe that anyone other than Cutter had made 

                                                        
92 Colgrove, State of Immunity, 120; Allen, Vaccine, 199. 
93 “Cutter in Court,” Time 71, no. 4. (1958). 
94 A second pharmaceutical company, Wyeth, was found to have released virulent batches of the Salk 
vaccine, also, at this time, but the government tried to not make these as public as the Cutter batches, for 
fear of further investigation potentially determining that the Vaccine itself was at fault, not the 
manufacturers. (Allen, Vaccine, 204); President Eisenhower, himself, “touted” the Salk vaccine and offered 
the formula to any country who may ask for it (Allen, Vaccine, 203).  
95 At this time, the public generally trusted the government, but more importantly, they trusted the National 
Foundation and the promise they made that polio would be defeated. With the court ruling against Cutter 
Laboratories, the public was reassured that the manufacturer had made a mistake, not the vaccine that had 
been the result of their donations and collective efforts. 
96 Allen, Vaccine, 200. 
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a mistake, however tragic the result, and so once they had been assured that this company 

was no longer releasing the flawed vaccine, there was no reason to stop being vaccinated.  

As the years after the approval of the Salk vaccine advanced, the public’s 

immediate demand for vaccine was met. The remainder of the population who had not 

yet been vaccinated seemed to have no interest in receiving the Salk vaccine. The NFIP 

and PHS began to perform studies asking what factors may have been causing this 

decrease. They found several results. Primarily, the “public apathy” towards vaccination 

was seen predominantly among teens and adults who rarely became infected by polio.97 

One such study showed that the number one reason to not be vaccinated was related to 

age and the belief that polio struck only children.98 Other factors included socio-

economic status, perspective of peers, and a general lack of education about the vaccine 

program or about the disease.99 Yet even by 1957, with this waning attention on the 

disease, “[64 per cent] of the public reported having heard more about polio in the past 

                                                        
97 “Polio Decline,” Time 70, no. 17 (1957). HEW secretary gave a statement in this article naming public 
apathy as a “tragedy” that might prevent the “knockout” of paralytic polio; “Will Public Apathy Lead to 
Another Polio Epidemic?” Saturday Evening Post (May 1959). The fact that polio had long been called 
“infantile paralysis” further led to the belief that only young children were affected. 
98 “Age, Social, and Demographic Factors in Acceptance of Polio Vaccination,” Public Health Reports 75, 
no. 6 (1960). 
99 Irwin M. Rosenstock et al, “Why People Fail to Seek Poliomyelitis Vaccination.” Public Health Reports 
74, no. 2 (1959); Francis A. J. Ianni et al, “Age, Social, and Demographic Factors in Acceptance of Polio 
Vaccination,” Public Health Reports 75, no. 6 (1960); Leo Morris, “Further Analysis of National 
Participation in the inactivated Poliomyelitis Vaccination Program, 1955-61,” Public Health Reports 79, 
no. 6 (1964); Melvin A. Glasser, “A Study of the Public’s Acceptance of the Salk Vaccine Program,” 
American Journal of Public Health 48 (1958); Warren Winklestein and Saxon Graham, “Factors in 
Participation in the 1954 Poliomyelitis Vaccine Field Trials, Erie County, New York,” American Journal of 
Public Health 49, no. 11 (1959); John A. Clausen et al, “Parent Attitudes Toward Participation of Their 
Children in Polio Vaccine Trials,” American Journal of Public Health 44 (1954).  
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year than about any other disease.”100 As seen in Appendix G, the numbers of individuals 

receiving vaccination remained fairly steady each year. The reader must remember, 

however, that baby boomers were being born at this time. With over three million births 

each year since 1948, and with a target population of school aged children, these numbers 

could easily represent a new group of children each year.101  

                                                        
100 Sills, The Volunteers, 118. 
101 “United States Vital Statistics, 1953-54,” Public Health Reports 70, no. 2 (1955): 240; see Appendix G.  
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As apathy increased, so, too, did the numbers of polio cases reported each year, as 

seen in Appendix H.102 Despite the dramatic drop in the number of cases- from over 

38,000 in 1954 to just over 5,000 in 1957- in the years immediately following the release 

of Salk’s vaccine, the numbers spiked at over 8,000 in 1959. The data troubled public 

health officials, however, because an entirely new population became the primary target 

of the disease.  

When the demographic shift occurred, new campaigns offering free polio shots 

took place across the nation to reach the new susceptible population. Before the Salk 

vaccine, Type I poliovirus had struck the middle and upper class children most frequently 

in polio outbreaks. After the Salk vaccine, Type III poliovirus became the most prevalent, 

and struck most often in the urban, minority, lower classes.103 While the three rounds of 

Salk vaccine should have protected against each of the three types of virus, the 

effectiveness of the Type III vaccine was difficult to determine, due to the limited 

number of individuals who contracted this strain of polio.104 Salk and the NFIP continued 

to make efforts to vaccinate everyone with all three rounds of the vaccine. Efforts to 

vaccinate the teenagers were marked by photos of Elvis Presley receiving the shot.105 

Efforts to vaccinate the adult men included cartoons featuring “John Jones: a 

breadwinner” who contracted polio and became “a former breadwinner.”106 In New York 

                                                        
102 “Polio Up,” Time 72, no. 11 (1958) ; See Appendix H. 
103 Colgrove, State of Immunity, 131-133.  
104 Ibid., 140. Similar issues were experienced with the Sabin Type III vaccine. 
105 Colgrove, State of Immunity, 126. See Appendix I.  
106 Ibid., 130. See Appendix J.  
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City, local NFIP chapters “literally [brought] a vaccine clinic to [an individual’s] door” to 

ensure vaccination.107 

The primary goal of all vaccination programs was for all members of a 

community to be vaccinated so that herd immunity was obtained. Herd immunity is a 

state of immunity within a specific geographical sphere in which a sufficient number of 

individuals had been vaccinated to ensure that all members of a community were equally 

immune to a specific disease; if the geographic region of the immunity became large 

enough, the threat of the disease was removed.108 James Colgrove, a public health 

scholar, calls this a “unique social benefit” of vaccination.109 In order for a vaccination 

program to be effective, individuals needed to make “an altruistic decision” to be 

immunized, and thus increase the herd immunity to benefit their peers.110 By 1958, 

Surgeon General Burney reported that “40 million Americans… [had yet to be 

vaccinated]” against polio. Had this trend continued, polio would have continued to 

paralyze thousands of people each year.111 

Despite apathy towards the Salk’s vaccine, another type of polio vaccine began to 

receive media attention. Three American scientists were testing the Oral Polio Vaccine 

on an international level. Because of his successful trials in the USSR in the late 1950s, 

                                                        
107 Olgrove, State of Immunity, 137. 
108 Robert H. Friis and Thomas A. Sellers, Epidemiology for Public Health Practice (Boston: Jones and 
Bartlett Publishers, 2009): 657; Colgrove, State of Immunity, 2.  
109 Colgrove, State of Immunity, 2.  
110 Ibid., 4; it was considered altruistic because there were some members of the population who could not 
be vaccinated for different medical reasons. This altruism was expected in future immunization campaigns 
in other countries, but officials began to find that in different cultures, individuals are motivated differently. 
111 “Polio Up,” Time 72, no. 11 (1958). 
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Albert Sabin became the most well-known and most successful of these scientists. His 

work was focused on developing a weakened live-virus, oral polio vaccine. He worked 

cooperatively with Soviet scientists who used his vaccine on millions of individuals in 

the U.S.S.R. before he was able to obtain licensing in the United States.112 This 

cooperation fueled public concerns over the “vaccine gap” between Soviets and 

Americans and whether communism would defeat polio before democracy.113  

 Jonas Salk would continue to claim that his vaccine was safer and already proven 

effective in the years since its public release in 1955.114 Sabin insisted that his live-virus 

vaccine induced intestinal immunity in addition to serological immunity, which was more 

effective against a virus that first entered the body’s alimentary tract.115 Further, this 

weakened vaccine-virus was propagated in the intestines and passed in the stool 

encouraging secondary immunization in other members of the community, more rapidly 

creating the desired herd immunity.116 After data from use of Oral Polio Vaccine (OPV) 

in other countries was made available, and once President Kennedy was convinced of the 

cost- and political-effectiveness of the OPV, the PHS began to slowly begin the licensure 

                                                        
112 Dorothy M. Horstmann, “The Sabin Live Poliovirus Vaccination Trials in the USSR, 1959,” The Yale 
Journal of Biology and Medicine 64 (1991): 499; Vadim I. Agol and Sergei G. Drozdov, “Russian 
Contribution to OPV,” Biologicals 21 (1993): 321, the success of the vaccine trials in the U.S.S.R. was an 
important step leading to the widespread use of the oral vaccine around the world; David Magrath and Peter 
Reeve, “On the Role of the World Health Organization in the Development of Sabin Vaccines,” Biologicals 
21 (1993): 345, the WHO’s expert committee on polio set criteria for and sponsored testing of live oral 
polio vaccines in 1957, the largest of these field trials was that in the U.S.S.R in 1959. 
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process for Sabin’s vaccine.117 The vaccine against type I was licensed August 17, 1961; 

type II was licensed October 10, 1961. Type III continued to fail safety tests, that were 

already, in Sabin’s opinion, overly stringent, but was finally licensed March 27, 1962.118  

 The public’s approval of the new vaccine and its pain-free administering was 

immediately apparent as S.O.S. (Sabin on Sunday) campaigns swept the nation. Local 

health departments organized mass vaccination drives on Sunday mornings in order to 

administer the oral vaccine to their communities. Weeks of advertisement encouraged the 

public to get the vaccine and provided information about polio and the new vaccine. 

Local students participated in poster contests to inform the parents of school-aged 

children and their parents. These posters were then distributed across the town with 

informational pamphlets and registration sheets. The radio and the newspapers were also 

filled with advertisements.119 The newspaper from Aspermont, Texas included a question 

and answer section “emphatically” encouraging everyone, whether old or young, whether 

Salk-vaccinated or not, to receive the Sabin vaccine.120 Public health officials performed 

popularity studies of the Sabin vaccine and found that age still played a significant role, 

but socialization was also an aspect associated with receiving this vaccine. Mothers relied 

                                                        
117 “O.K. for Live Vaccine,” Time 76, no. 10 (1960); “Too Many Polio Vaccines?” Time 75, no. 18 (1960). 
118 Carter, Breakthrough, 380. 
119 “Wiping out Polio,” Time 80, no. 1 (1962); Donald D. Day, “Enlisting Community Support of a Polio 
Vaccine Program,” Public Health Reports 80, no. 8 (1965). 
120 Roger Foil, “Sunday Oral Vaccine Here in County,” The Aspermont Star (Aspermont, TX), Sept. 13, 
1962. Accessed via The Portal to Texas History.  
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on their own perceptions of what others expected them to do as a major factor in whether 

they vaccinated their children or not.121  

 Because of the cost effectiveness and simplicity of administration, the limitations 

and resistance to polio vaccination began to dissipate. Mass immunization campaigns 

continued in school gyms and cafeterias, churches, civic centers, and even mobile units. 

The number of cases of polio reported each year decreased considerably. Success with 

polio immunization led to the increase in other immunization programs, and other wide-

spread health efforts.122 By 1979, there were no longer any cases of polio caused by wild 

poliovirus in the United States.123 The long-dreaded virus had officially been eradicated 

from the nation which had worked so hard to fight it. 

The public had never had direct involvement in the world of science before this 

time, nor has involvement been so high since. The desire to combat and defeat polio was 

such that the non-scientific community became a reckoning force in the quest to develop 

a vaccine for this tragic disease. Scientists were dependent upon the lay opinion, as it 

determined grant-funding and governmental approval. The National Foundation for 

Infantile Paralysis was the link between the public and scientists. Through the public they 

raised funds and support for efforts to fight polio. The scientists studied the disease and 

worked to develop treatments for those already infected and vaccines to prevent future 

                                                        
121 Edward M. Cohart et al, “Factors Influencing the Acceptance of the Oral Poliovirus Vaccine,” Yale 
Journal of Biology and Medicine 34 (1962); Robert M. Gray et al, “The Effects of Social Class and 
Friends’ Expectations on Oral Polio Vaccination Participation,” American Journal of Public Health 56, no. 
12 (1966). 
122 Colgrove, State of Immunity, 144. 
123 “Polio Disease: Questions and Answers,” Centers for Disease Control and Prevention, 2014, 
http://www.cdc.gov/vaccines/vpd-vac/polio/dis-faqs.htm. 
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infections. The clinical trials of 1954 are, to this date, one of the largest scientific trials in 

history, particularly with children participants. The fact that such a vast number of 

individuals allowed, even requested, their children’s participation in this trial for a 

vaccine with unknown risks is a testament to the fear generated by the paralyzing disease 

and the faith in the vaccine that promised to combat it. This was a disease that affected 

societies and left a lasting memory of the terror in the form of those paralyzed individuals 

who had fallen victim. Eradication has in fact taken place in the American community 

because of the steps taken by the National Foundation for Infantile Paralysis and Public 

Health Services encouraging public participation. The NFIP’s use of social mobilization 

to successfully bring about the greatest alliance between the public and science in 

history- the development and distribution of the polio vaccines- later became a model for 

the world to follow. 

Much of the World Health Organization’s social mobilization efforts for the 

Global Polio Eradication Initiative were modeled after these successful vaccination 

campaigns. Cuba attributes complete success of their eradication in the 1960s to mass 

immunization campaigns. The Pan American Health Organization (PAHO) recognized 

the successes of polio eradication in many of the nations in the region and implemented a 

regional eradication initiative in 1985. During this campaign strategies for polio 
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eradication were fine-tuned and the world saw the possibility and hope of a world free 

from polio.124 

 

                                                        
124 Herbert A. Pigman, Conquering Polio: A Brief History of PolioPlus, Rotary’s Role in a Global Program 
to Eradicate the World’s Greatest Crippling Disease, (Chicago: Rotary International, 2005): 48. 
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CHAPTER III 

A HEMISPHERE FREE FROM THIS PLAGUE 

“[Polio eradication] can only be achieved by ‘tapping the voluntary organizations in every 
country, inviting participation by mass media, mobilizing individual families and communities, 

and promoting a nationwide effort.” –Dr. Carlyle Guerra de Macedo, the director of PAHO, 1987 

Polio was a global disease. Though the main focus in histories of this disease is on 

the vaccine race in America, there were scientists around the world working to combat 

polio as well. The fact that John Enders and his colleagues received the Nobel Prize for 

their discovery testified to the international nature of this threat. Though their discovery 

of the ability to grow poliovirus in practically any kind of animal tissue had wider 

implications than solely to the development of a polio vaccine, poliovirus had long been a 

challenge for science, and Enders and his team made a significant breakthrough that 

deserved the recognition and praise of the worldwide scientific community.1 

Once this and other advances in science led to medically proven vaccines, the 

world incidence of polio began to decrease. Many countries first used Jonas Salk’s 

injectable vaccine, but soon shifted to the easier to administer and less expensive Sabin 

oral vaccine.2 On several occasions, Sabin stated that mass campaigns proved the most  

                                                           
1“Three University Scientists Awarded Nobel Prize for Polio Virus Research,” The Harvard Crimson, 
1954. This was the only Nobel Prize to be awarded for polio research. The Nobel Prize is awarded to 
individuals who have made “discoveries that have changed the scientific paradigm and are of great benefit 
for mankind,” “Nomination and Selection of Medicine Laureates,” Nobel Media AB, 2015 
http://www.nobelprize.org/nomination/medicine/index.html.  
2 Jason Beaubien, “Wiping Out Polio: How the U.S. Snuffed out a Killer,” NPR. 
http://www.npr.org/sections/health-shots/2012/10/16/162670836/wiping-out-polio-how-the-u-s-snuffed-
out-a-killer. 
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effective way to distribute the vaccinations, i.e. Sabin on Sundays.3 Cuba became the first 

country in the world to be certified polio-free with the last reported case of wild virus-

transmitted polio in 1967. Success in Cuba and other countries of the Western 

Hemisphere led to the Pan American Health Organization’s (PAHO) decision, in 1985, to 

begin a regional polio eradication initiative. The last reported case of disease caused by 

wild poliovirus in the Americas was in Peru in 1991. This chapter will demonstrate how 

the national immunization days, social mobilization, fundraising efforts, and public 

health infrastructure utilized by the Pan American Health Organization in the regional 

eradication initiative shaped the model followed by the World Health Organization in its 

Global Polio Eradication Initiative in 1988.4 The triumph enjoyed in the Americas was 

evidence that poliovirus could in fact be made extinct by utilizing the proper resources. 

The hope for success encouraged a vast partnership between several prominent 

international organizations.  

The World Health Organization (WHO) was founded, officially, in 1948 in 

response to the after effects of World War II. The United Nations (UN) organized world 

leaders and health officials from across the globe to meet and discuss what needed to be 

done in the wake of the extreme devastation left after the gruesome conflicts.  In 1946, 

these leaders decided that such an endeavor need not assemble only after war, but rather 

should become a permanent fixture to provide equitable health for the global population. 

                                                           
3 Albert B. Sabin, “Vaccination against Poliomyelitis in Economically Underdeveloped Countries,” 
Bulletin of World Health Organization, 58, no. 1(1980): 141. 
4 World Health Assembly, Executive Board, Expanded Program on Immunization: Progress and 
Evaluation Report, EB83/4, eighty-third sess. (Geneva: WHO, 1988): 25. 
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The original Constitution for the World Health Organization defined health as “a state of 

physical fitness and of mental and social well-being.” The organization focused on not 

only physical health and medicine, but also on sanitation and similar aspects that improve 

the quality of life. It further stated that “[t]he right to health is one of the fundamental 

rights to which every human being is entitled.”5 The WHO would provide truly equitable 

services to anyone in need. Of the aims and objectives to achieving health for all global 

citizens, the WHO emphasized the importance of “informed opinion and active co-

operation on the part of the public.”6 Between 1948 and 1974, the aims and objectives of 

the WHO were implemented and significant strides were made in the improvement of the 

world’s overall health; but there was still much to be done.  

UNICEF likewise was founded by the UN immediately following World War II. 

The United Nations International Children’s Emergency Fund (UNICEF) declared the 

goal of ensuring the world’s children would be protected from dangers related to political 

unrest, poverty, hunger, and health.7 By the 1950s, UNICEF became a permanent 

organization as an advocate for children in need across the globe. The official name was 

then shortened to the United Nations Children’s Fund, but the original acronym remained 

in use. Though children were always the intended benefactors, it soon became apparent 

that the issues faced by children also affected their families- there would be no real, self-

                                                           
5 Minutes of the Technical Preparatory Committee for the International Health Conference (New York: UN, 
1947): 69. 
6 Minutes of the Technical Preparatory Committee for the International Health Conference (New York: 
UN, 1947): 70. 
7 UNICEF, 1946-2006: Sixty Years for Children, 3. 
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sustaining way to help the children in some of life’s most difficult circumstances without 

also helping to provide for the needs of whole communities.8 The original focus of 

UNICEF was to provide emergency support to children in developing nations, but the 

mission shifted to apply to all children, regardless of circumstances and to focus on long-

term solutions, particularly in the area of “preventive health.”9  

In the 1950s, UNICEF recognized the strong need for donor support and began 

annual fund raising drives and campaigns to raise awareness for the advocacy of children. 

The organization recognized the benefit of celebrity endorsement and Danny Kaye was 

willing to fill the first position of “Goodwill Ambassador.” His film, Assignment 

Children, made from live footage of a nutrition project in Asia, became the world’s 

introduction to all that UNICEF was doing. Along with Kaye, several celebrities- from 

athletes to actors- have joined the cause. Not only do these ambassadors pose for 

photographers, but they gain firsthand experience and make “direct appeals” to world 

leaders and to the public to assist in the efforts to improve the lives of children.10 From 

the beginning, UNICEF and the WHO worked closely together to ensure that health was 

equitably available for all children. 

The Centers for Disease Control and Prevention (CDC), while not officially an 

international organization, partnered with the others because of its ability to provide 

trained epidemiologists to the cause. The CDC also has origins relating to World War II. 

                                                           
8 UNICEF, 1946-2006: Sixty Years for Children, 6. 
9 Ibid., 7. 
10 Ibid., 8. 
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It began in 1942 as the Malaria Control in War Areas. The initial goal was to ensure the 

safety of America’s troops in their basecamps, predominantly in the southern United 

States. By 1946, this level of concentration on troops specifically was not necessary, so 

the name was changed to the Communicable Disease Center (CDC). While much 

research and prevention was still performed for malaria, the CDC broadened its focus to 

all communicable diseases across America. The goal was to improve public health in the 

nation and assist the states as needed. The CDC continued to expand, and became one of 

the world leaders in public health and gained expertise on all diseases, communicable and 

otherwise, injury, and environmental and occupational health.11 The name changed 

several times, but like UNICEF, the acronym remained CDC. 

Rotary International (RI) arose from quite a different background. Rotary was 

founded in 1905 as a single club in Chicago, IL. With a focus on service in various 

capacities in its home city, and a membership roster composed of the city’s foremost 

business men and civic leaders, this single club quickly became a nationwide, and 

eventually, an international organization.12 By 1985, Rotary International was comprised 

of 21,425 clubs with a total of 976,874 members in 159 countries and regions.13 With 

such a wide-ranging and diverse membership, the organization wrote into its by-laws that 

it would avoid any measures that would make Rotary International seem like a 

                                                           
11 Centers for Disease Control and Prevention, “Our History- Our Story,” CDC, 2015 
http://www.cdc.gov/about/history/ourstory.htm. 
12 Bernard Seytre and Mary Shaffer, The Death of a Disease: A History of the Eradication of Poliomyelitis 
(New Brunswick: Rutgers University Press, 2005): 106. 
13 “This Rotary World,” The Rotarian 147, no. 1 (1985): 37, additionally, RI sponsored 93,820 Rotaracts 
(ages 18-30) and 105,204 Interacts (ages 12-18); “Rotary at a Glance,” Rotary International 2014.  
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corporation. Each chapter would be independent and self-sustaining. This resolution held 

firm, until the late 1960s. The leaders of the organization began to question the 

effectiveness of an international service organization that limited cooperative efforts 

between chapters, and recognized an international need that was not being met.14  

Rotary’s first collective mission in 1978 was titled “Health, Hunger and 

Humanity,” and the first project was “to buy and deliver vaccine to six million children in 

the Philippines.”15 In 1983, RI opened the PolioPlus fund, with the strategy to partner 

with global health agencies and governments, raise funds to purchase vaccines, and enlist 

each Rotarian to deliver vaccines to children each year. The focus was on polio, but the 

hope was to raise immunization against other diseases as well.16 By 1985, international 

fundraising began in earnest, with the set goal of $120 million by 1988. This first 

fundraising drive placed the predominance of the weight on the members of Rotary 

International, but public announcements, such as a live broadcast from a float in the Rose 

Parade in 1986, inspired “[t]he dream of a polio-free world” in countless individuals.17 

Each chapter was expected to perform their own fundraising events and donate a 

minimum amount to the home office by 1988. Each chapter was given its own target 

amount based on membership and previous experience. For example, one club of forty-

six members was assigned a minimum target of $15,000.18  

                                                           
14 Herbert A. Pigman, Conquering Polio: A Brief History of PolioPlus, Rotary’s Role in a Global Program 
to Eradicate the World’s Greatest Crippling Disease, (Chicago: Rotary International, 2005): 18-21. 
15 Ibid., v.    
16 Ibid. 
17 Ibid., 3. 
18 Paige Carlin, “A Game Plan for Success: Tackling Polio,” The Rotarian 150, no. 4 (1987): 20. 



61 
 

Each of these partners played a significant role in achieving the goals of expanded 

health for all. The idea of disease eradication had long been a topic of discussion at the 

WHO meetings. Despite previous failures, with a better understanding of what was 

required for successful eradication plans, there remained hope in the possibility of ridding 

the world of disease.19 Global smallpox eradication was first adopted by the WHO in 

1958, but did not immediately gain remarkable ground.20 Public health infrastructures 

across the world were weak- particularly in areas where smallpox was endemic.  Though 

commitment was reintroduced in 1967, not until the revitalizing push from the 

development of the Expanded Program on Immunization (EPI) in 1974 were gains truly 

seen.  

In 1974, the WHO convened for its annual meeting in Geneva, Switzerland. Dr. 

Halfdan Mahler, recently elected director of WHO, was ready to make substantial 

changes in the world’s health.21 Under his direction, some of the most influential and 

long-lasting initiatives were set in motion.22 With the growing global population came the 

growing need for more effectual public health measures. Members of the WHO proposed 

that increasing immunization rates among children, the most susceptible to vaccine-

preventable diseases, would be a feasible way to work towards improvements in all 

                                                           
19 W.R. Dowdle, and D.R. Hopkins, eds., The Eradication of Infectious Diseases: Report of the Dahlem 
Workshop on The Eradication of Infectious Diseases, Berlin, March 16-22, 1997 (Chichester: John Wiley 
& Sons, 1998). 
20 World Health Assembly, Resolution of the World Health Assembly: Global Smallpox Eradication, 
WHA33.4, thirty-third mtg. (Geneva: WHO, 1980): 1. 
21 “Dr. Halfdan Mahler,” World Health Organization, 2015. 
22 World Health Assembly, Verbatim Records of Plenary Meetings: Reports of Committees, 
WHA41/1988/REC/2, Forty-first mtg. (Geneva: WHO, 1988): 238. 
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aspects of primary health. In 1978, the WHO defined “primary health care (PHC)” as 

“essential health care based” on the needs and capabilities of the community in which the 

care was provided. Elements of PHC generally included “immunization,” “maternal and 

child health care,” “prevention and control of locally endemic diseases,” “the provision of 

essential drugs,” “education concerning prevailing health problems,” “the promotion of 

food supply and proper nutrition,” and “an adequate supply of safe water and 

sanitation.”23 Thanks to the advances in medicine over the last decades, ministries of 

health already had a cache of “weapons” to deploy against many of the world’s worst 

diseases.24 International standards of ideal immunization programs had already been 

developed and implemented in almost every country. Still, immunization rates were very 

low. The WHO and partner organizations created the Expanded Program of 

Immunization (EPI) to increase immunization rates and primary health around the world. 

The goals of the expanded vaccine program were two-fold. First, the morbidity 

and mortality rates for immunizable diseases needed to decrease considerably. Second, 

infrastructures would be subsequently developed in order to implement the EPI and 

greatly improve the ability of public health officials to adequately perform their 

responsibilities as primary health providers.25 In less than two decades, childhood 

immunization rates soared to 90% for most vaccines. Yet still, by 1988, the statistics 

                                                           
23 Paul F. Basch, Vaccines and World Health: Science, Policy, and Practice (New York: Oxford University 
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showed a large number of children dying from vaccine-preventable diseases each year; 

annually, three million children died, 200,000 were paralyzed, and 150,000 were 

blinded.26 As shown in Appendix K, the EPI was a success in both of its original goals, 

but it was clear that there was still room for improvement.27 This led to a more concerted 

effort to eradicate rather than merely control disease. 

Smallpox was the first successfully eradicated disease, with the last case of 

smallpox recorded in Somalia in 1977.28 With a total investment of $300 million in the 

endeavor, the world reaped significant return. Since smallpox was officially declared 

eradicated in 1980, immunization for this disease is no longer routine- in fact it is all but 

non-existent.29 Because the smallpox eradication campaign came to be seen as “a 

spectacular example of what can be achieved when all the nations of the world join 

forces,” the world community began to look for the next target disease to eradicate.30 In 

order to preserve the “momentum” world health leaders began to evaluate what would be 

required in a good candidate.31 

In order to determine eradicability of a disease, a group of epidemiologists created 

a list of criteria to apply to any given disease. Among other things, the questions to first 

                                                           
26 WHA, Executive Board, Expanded Programme on Immunization: Progress and Evaluation Report 
EB83/4 (1988): 2. 
27 World Health Organization, Expanded Programme on Immunization: Eradication of Poliomyelitis, 
Report of the Third Consultation, WHO/EPI/POLIO90.3 (Geneva: WHO, 1990): 4; See Appendix K. 
28 WHA, Smallpox Certification, A33/3 (1980). 
29 Except for those scientists who perform research on the virus, Ibid., 1. 
30 WHA, Verbatim Records of Plenary Meetings, Reports on Committees World Health Organization, 
WHA41/1988/REC/2 (1988): 62. 
31 Seytre and Shaffer, The Death of the Disease, 121. 
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ask were whether it was a scientific possibility to eradicate the disease: what was the 

epidemiology of the disease; was there a realistic and effective preventative; had the 

disease ever been eliminated regionally? The next question, perhaps the most important, 

to ask was whether there would be sufficient social and political stimulus to begin and 

follow through with such a campaign.32 In the early 1980s, there were a few choices that 

fit these criteria, but the most widespread regional success, primarily because of the 

success of the Sabin vaccine, had been seen with poliomyelitis.33 

Though Sabin was an American scientists who also benefitted from funding 

through the National Foundation, the field trial for his vaccine took place in the U.S.S.R. 

in 1959. With the success of this trial, the Soviets began distributing the OPV to its 

European bloc. In 1961, the Sabin oral polio vaccine (OPV) was licensed in the United 

States and began to be used almost exclusively over the Salk vaccine. With the U.S. and 

the U.S.S.R. both using the OPV, it did not take long before it was the preferred polio 

vaccine around the world. Particularly in Central and South America, great success was 

seen against “the crippler” by using the OPV, but nowhere more so than in Cuba.34 With 

the first mass immunization drive in 1962, Cuba worked diligently to provide the full 

OPV regimen to all Cuban children.35 With this first campaign alone, 87.5% of children 

                                                           
32 A.R. Hinman and D.R. Hopkins, “Lessons from Previous Eradication Programs,” in The Eradication of 
Infectious Diseases, ed. W.R. Dowdle and D.R. Hopkins, The Eradication of Infectious Diseases: Report of 
the Dahlem Workshop on The Eradication of Infectious Diseases, Berlin, March 16-22, 1997 (Chichester: 
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33 Ibid. 
34 “Hemisphere Working to Eradicate Polio by 1990,” The PolioPlus Reporter 1, no. 1 (1988). 
35 Though President Kennedy had given Cuba a large amount of Salk vaccine as a gift to help the Cubans 
fight a growing epidemic in March 1961, the OPV was the only vaccine that was truly effective against “an 
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under fifteen years old received two of the recommended four doses of OPV. State and 

community leaders worked together to achieve these exceptional results. The 

mobilization of the community was a result of this strong partnership forged for the OPV 

national campaigns. This success was translated into a strong relationship between the 

Cuban people and overall health promotion.36 

Other countries in the Americas witnessed these same successes as a result of the 

increased efforts of the EPI and national immunization days (NIDs). As early as 1967, the 

Pan American Health Organization began specifically monitoring polio cases in the 

Americas. As shown in Appendix M, in fifteen years, overall incidence in the region 

dropped from 34,975 to 3,049.37 With these figures, the PAHO implemented a regional 

polio eradication initiative. The plan was to use the same mass immunization campaigns, 

but on a more wide spread, regional level.  

Leaders of PAHO recruited Dr. Ciro de Quadros, who had worked on the 

smallpox eradication program, to spearhead the polio initiative in the region. According 

to de Quadros, there were two significant differences between these two campaigns. The 

                                                           
ongoing epidemic.” The U.S.S.R. supplied Cuba with the Sabin vaccine, which was much more effective. It 
was this supply of OPV that began the Cuban mass immunization campaigns. Though the fight for polio 
had previously been an American one, the development of the OPV made the fight a global fight. The 
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in the U.S. Debbie Bookchin and Jim Schumacher, The Virus and the Vaccine: Contaminated Vaccine, 
Deadly Cancers, and Government Neglect, (New York: St. Martin’s Griffin, 2004): 87-88; Arthur Allen, 
Vaccine: The Controversial Story of Medicine’s Greatest Lifesaver (New York: W.W. Norton and 
Company, 2007): 208. 
36 P. Mas Lago, “Eradication of Poliomyelitis in Cuba: A Historical Perspective,” Bulletin of the World 
Health Organization 77, no. 8 (1999); Pan American Health Organization, Directing Council, Poliomyelitis 
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37 Pan American Health Organization, Directing Council, Poliomyelitis in the Americas, 1951-1966, 
CD17/29, seventeenth mtg., (Port-of-Spain, Trinidad and Tobago: WHO, 1967): 1-2; See Appendix M. 
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first was that the polio vaccine had to be refrigerated at all times, while the smallpox 

vaccine was heat stable. This meant that more planning and funding would be required to 

transport and house the OPV in order to maintain its efficacy. The second, and most 

problematic, was that smallpox was easily identifiable by looking at the victim. Polio was 

able to spread from victim to victim with no indication of symptoms. This meant that 

efforts would be expended on building an adequate laboratory network and training 

health workers in order to adequately test for poliovirus.38 The quality of national health 

surveillance among individuals and the environment would need to increase along with 

the rates of immunization. 

The regional eradication initiative was set forth in the 1985 PAHO report of the 

Expanded Program on Immunization in the Americas, stating that:  

[t]he epidemiological situation of poliomyelitis is particularly promising 
and deserves special attention, as a striking reduction in incidence 
already has been observed…the number is sufficiently small to 
encourage the belief that with concerted effort and a well coordinated 
commitment by all countries, the number could soon reach zero.39 
 

The polio incidence figures reported for the previous ten years illustrated that, in fact, 

cases had dropped considerably in each country of the region due to the successful 

running of mass vaccination campaigns in individual countries.40 By 1984, only 525 

cases were reported in the region of the Americas; many countries in the region had 

already successfully achieved national eradication. The challenges PAHO expected to 
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on Immunization in the Americas: Progress Report, CE95/15, Rev.1, Ninety-fifth mtg. (Washington, D.C.: 
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face lay primarily in improving surveillance systems which were, admittedly, 

“inadequate.”41 The Organization further added that, even though the incidence was 

steadily decreasing, with the technology available, it was “unacceptable” that any child 

was suffering because of polio.42 The region was so close to completely eradicating the 

disease that a combined, concerted effort was expected to push the polio incidence to 

zero. The objectives set forth were to further achieve the goals of the EPI, to “eradicate 

indigenous transmission of wild poliovirus” by 1990, and set up a well-run surveillance 

system.43 The plan foresaw the requirements of the regional eradication as being 

primarily a necessity of cooperation and “political commitment” among all nations of the 

region. PAHO also needed an additional $30 million over the five years from 1986 to 

1990.44 PAHO took the major role of coordinating resources, but left member states 

responsible for the “mobilization of national resources, including communities.”45 Ciro 

de Quadros was sure that “with the necessary sufficient political will, polio could be 

eradicated.”46   

 Each country in the region prepared and implemented “five-year plans” within 

their respective health ministries and shared them with the PAHO main office. These 

plans indicated what activities would be done in order to ensure polio eradication, how 

                                                           
41 PAHO, Expanded Program on Immunization in the Americas: Progress Report, CE95/15, Rev.1 (1985): 
31. 
42 Ibid., 32. 
43 Ibid. 
44 Ibid. 
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68 
 

much the overall program would cost, and from where the country’s funding would be 

coming.47 According to the PAHO’s five-year plan, regional governments and 

organizations such as USAID, UNICEF, Rotary International, and Inter-American 

Development Bank had committed $90 million to the cause.48 The majority of the 

resources went towards implementation of National Immunization Days (NIDs). Though 

the main focus was on polio immunization, most of the countries in the region 

immunized against multiple diseases at the same time- furthering the success of the EPI.49   

In an effort to help with the EPI, Rotary International launched the more focused 

fundraising efforts for the PolioPlus project in 1986 with a goal of raising $120 million 

for the cause. Rotary chose to focus on a single disease from the full vaccination program 

in order to create a definitive target. A variety of fundraising techniques were used, from 

raffles to wine-tasting, from chicken-plucking contests to standard, street appeals.50 

Rotarians worldwide sought opportunities to raise awareness and funds in support of 

global polio immunization. Not only did the public at large and the club members 

themselves provide to this fund, but also celebrities, governments, and corporations. The 

fight against polio was not only a global one, but also a collective one. People from all 

areas- public and private, locally and internationally- held some interest in the eradication 

                                                           
47 Pan American Health Organization, Directing Council. Resolution: Plan of Action for the Eradication of 
Indigenous Transmission of Wild Poliovirus, CD33.R14, thirty-third mtg. (Washington, D.C.: WHO, 
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48 WHA, Expanded Program on Immunization: Progress and Evaluation Report, EB83/4 (1988): 8. 
49 Ibid. 
50 Pigman, Conquering Polio, 42-43. 
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of polio, and the vast sources of contributions reflect that.51 By 1988, the target of $120 

million was far exceeded. Rotary International had raised $247 million in just under three 

years.52 

In addition to raising funds, Rotary volunteers were enlisted from all areas of the 

Pan American region to serve with PAHO in the regional polio eradication plan. The 

Americas became a “proving ground” for Rotary. 53 Despite their lack of experience in 

the health sector, the Rotarians demonstrated their worth and “developed and refined 

their role” along the way.54 

One of the first campaigns with which Rotary assisted was in Paraguay where 

Rotarians had actively sought the support of “government officials, religious leaders, 

businessmen, housewives, teachers, [and] students” in a “common cause.”55 The first 

lady of Paraguay and Albert Sabin himself inaugurated the mass immunization campaign. 

Taking place in 1985, the Paraguay national days of immunization “would serve as the 

model for other countries in designing their own anti-polio campaigns,” and Rotary 

organized, funded, and mobilized the entire country to make this campaign a success.56 

Before the NID, Rotarians went door-to-door to invite all children to be vaccinated 

during the immunization days. Teams of thousands of volunteers worked to administer 

                                                           
51 Pigman, Conquering Polio, 42-43; World Health Assembly, Committee B. Provisional Summary Record 
of the Ninth Meeting, A41/B/SR/9, Forty-first mtg. (Geneva: WHO, 1988): 18. 
52 Pigman, Conquering Polio, 44. 
53 Pigman, Conquering Polio, 48. 
54 Ibid. 
55 Liliana Dufour, “PolioPlus- A Push Forward in Paraguay,” The Rotarian, 148, no. 4(1986): 41. 
56 Dufour, “PolioPlus- A Push Forward in Paraguay,” 40; Pigman, Conquering Polio, 49. 
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the vaccine at various posts throughout the country. Because they were already active 

members of their communities, local Rotarians successfully gained the trust of parents 

and cooperation with other civic leaders to encourage participation. Because of these 

efforts, 468,473 children were vaccinated in a single day.57 Similar success was seen in 

Peru in 1986. Local Rotarians organized a mass immunization campaign to vaccinate 

nearly two million children against five of the six EPI diseases over the course of three 

weekends.58   

Social mobilization was an “essential element” of the success of the regional 

eradication plan.59 The role of the governments, PAHO, and international partners 

provided the necessary funding and encouragement for communities to actively 

participate in eradication efforts.60 The influence of local celebrities on public action was 

again demonstrated by PAHO and its partners, particularly among the hard to reach 

segments of the population.61 The prime example of these mobilization efforts was 

Rotary International. Their work, particularly as volunteers from local chapters, provided 

the communal element to social action- because they were already well known by 
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members of the community; it was not difficult to garner trust and support from parents 

bringing their children to be immunized.62   

The last case of polio transmitted by the wild virus in the Americas was recorded 

in 1991 in Peru. PAHO and national surveillance teams performed even more exhaustive 

searches for more cases over the next three years; a reward of $100, later $1,000, for each 

confirmed case was offered as incentive to the public in helping ensure each potential 

polio case was reported and investigated.63 Each week, the surveillance teams in the 

Americas were required to report at least “one [acute flaccid paralysis (AFP)] case per 

100,000 children under age 15” to guarantee the reporting system was working efficiently 

and accurately.64 By 1994, there were no cases of polio, nor any finding of wild 

poliovirus in the environment.65 The Western Hemisphere had officially eradicated polio. 

The PAHO urged other regions to “intensify their efforts” for polio eradication not only 

“to protect [those] populations,” but also to “reduce the risk of importation…into the 

Americas” where certification of eradication was on the verge of being met.66 The 

national immunization days, social mobilization, fundraising efforts, and public health 

infrastructure utilized by the Pan American Health Organization to successfully eradicate 

                                                           
62 Dufour, “PolioPlus- A Push Forward in Paraguay,” 41. 
63 Pigman, Conquering Polio, 52. 
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polio from the Americas shaped the model followed by the World Health Organization in 

its Global Polio Eradication Initiative. 

Even by 1988, the WHO recognized the great achievements in the PAHO regional 

eradication efforts. Because of the visible success of polio eradication campaigns in the 

Americas, “poliomyelitis [was] the target disease most amenable to global eradication.”67 

To the western world, there was still a considerable amount of dread directed towards 

polio, which further supported the eradicability of this disease. This universal fear created 

a united front against a common enemy with a promise of commitment from all areas of 

the international sphere.68 The WHO member states unanimously approved the 

recommendation for the Global Polio Eradication Initiative (GPEI), with UNICEF, 

Rotary International, CDC, and many other governmental, non-governmental, local and 

international organizations signing on as partners.69 The first plans of action were drafted 

with a focus on “swift and large-scale action,” modeled almost entirely on what had been 

done in the Pan American region.70  

The benefits of the program were to include: the reduced expenditures on 

rehabilitation and polio immunization annually, the development of a global laboratory 

network, an increased awareness of preventative health, the precedence of political and 

social mobilization, an increased number of trained public health workers, as well as an 
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increase in public health equipment and infrastructure, development of disease 

surveillance systems, and an expansion of primary health care.71 Once again, polio had 

inspired the largest public health endeavor in history, this time, globally.72 The processes 

of mass immunization and surveillance, the interactive role of governments, agencies, 

and other organizations, and the successful mobilization of resources were all replicated 

to fit a global scale.73 The “legacy” of polio eradication in the Americas came to include 

the permanent fixture of volunteers in public health movements, “a cadre of trained 

epidemiologists,” “a network of virology laboratories,” a proficient health surveillance 

system, and improved national awareness and funding for long-term public health.74  
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CHAPTER IV 

THE GLOBAL WAR AGAINST POLIO 

“The world should not accept the deaths of 3.5 million children each year as something 
that can’t be changed- not when vaccines to stop the carnage are readily available.” – Paige 

Carlin, Journalist, 19871 

Beginning in the 1930s in America, the fight against polio was successful because 

of the contributions and actions made by the lay individuals who had been motivated by 

the threat of the disease. Through fear tactics and playing on human sympathy the 

National Foundation for Infantile Paralysis (NFIP) and others elicited a strong response. 

The NFIP became one of the organizations with the highest annual earnings, and was 

able to enlist one of the largest volunteer armies ever seen.2 A third-party analysis of the 

success of this organization became a handbook designed to be used by all organizations 

in order to help them achieve the same levels of success. The techniques utilized by the 

NFIP were extremely effective, and were duplicated across the world.  

The neighboring countries to the north and south followed the American example, 

and in many cases were more successful. The regional efforts by the Pan American 

Health Organization fine-tuned the social mobilization strategies used to stir a single  
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nation to action, and extended the reach to mobilize international partners. This expansive 

social mobilization and public health initiative successfully garnered support of 

volunteers, financial donations, improved public health infrastructure, and wide spread 

participation by the public. The success in the Americas inspired the World Health 

Organization to seek for global eradication of polio.  

Unfortunately, some elements of social mobilization were not achievable using 

the same models as in the Americas. What was not taken into account, until later in the 

initiative, were the diverse cultural and socioeconomic struggles that faced the wide 

scope of individuals involved in this global project. Each nation of the world was at a 

different level in health care and public health. This meant that going into a 

predominantly rural community with the same strategies used in a largely urban 

community was not effective. Understanding aspects of anthropology was eventually 

necessary to more fully overcome the extent of these differences. By the late 1990s, when 

this shift in recognition was realized, it was too late to meet the initial target end date.3 

The “gift…from the twentieth to the twenty-first century” of global eradication of polio 

would have to wait.4 The World Health Organization and its partners did enjoy some 

regional successes as a result of effectively “adapt[ing]” mobilization models and 

garnering public support amongst the native peoples, but without polio’s universal 

                                                           
3 S.O. Foster, “Overcoming Political and Cultural Barriers,” in The Eradication of Infectious Diseases 
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4 World Health Assembly, Executive Board, Expanded Program on Immunization: Progress and 
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eradication, the disease remained a threat.5 This chapter will analyze the successes and 

failures of the WHO’s Global Polio Eradication Initiative. By following the same 

strategies of social mobilization developed in the Americas, the World Health 

Organization was able to achieve some regional victories, but because of various cultural 

differences, the end goal of global eradication by 2000 was not achieved. 

The ability to mobilize the people was the only way to successfully bring about 

expansive change in the public sphere. Without the full “cooperation and solidarity with 

all peoples” in implementing such a massive public health plan, the task became 

increasingly more difficult- in some instances, impossible.6 The World Health 

Organization recognized the significance of social mobilization and made it one of the 

key tactics of the Global Polio Eradication Initiative Plan. The WHO understood that 

despite the most diligent planning and scientific study, a public health program required 

the participation of the people for whom the program was designed. Likewise, mass 

campaign programs required substantial resources- the tools of the program, the finances 

to obtain those tools, the individuals to distribute those tools, educational materials, etc.- 

which, in such large quantities, could only be obtained through social mobilization of 

potential sponsors and volunteers. With this understanding in mind, the WHO followed 

the model used in the United States and other areas of the Americas with hopes of 
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6 World Health Assembly. Verbatim Records of Plenary Meetings: Reports of Committees. 
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rousing the same response in a global audience and achieving the same level of results.7 

The same training materials and field guides developed for the PAHO initiative were 

used for the global program.8  

At the 1988 annual World Health Organization meeting, member states 

unanimously approved the implementation of the “grandiose and ennobling project,” 

Global Polio Eradication Initiative (GPEI).9 All member states pledged their support and 

expertise, particularly those who had already been enjoying “polio-free” status.10 

UNICEF, Rotary International, and the CDC pledged their support and partnership. 

UNICEF agreed to supply the negotiated low cost of the vaccine from pharmaceutical 

companies, continue their efforts to “[mobilize] political will and material resources,” 

raise awareness through the media, and provide volunteers for “transportation, [and] 

monitoring and follow up” of immunization.11 Rotary provided its fundraising and 

“volunteer muscle,” and became “an advocate” with “leaders at global, national, and 

local levels” to advocate “the benefits of the eradication of polio by the year 2000.”12 The 

                                                           
7 WHA, Executive Board, Expanded Programme on Immunization: Progress and Evaluation Report, 
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CDC provided public health and epidemiology experts, surveillance training, and 

laboratory tools and skills.13 Other partners offered their various skills and resources, as 

well. The WHO determined that each nation needed to be responsible for bearing the 

principal burden for their own citizens- both financially and in regards to providing 

volunteers and workers to execute the program in their own countries. This initiative was 

to be a natural expansion of the Expanded Program of Immunization, so all infrastructure 

required for the undertaking should have already been developed or at least in the process 

of completion. The most difficult part of the program was to get the children to the 

vaccine distribution centers.  

The WHO adopted the strategies that PAHO had developed and implemented in 

the Americas for the global polio eradication plan.14 Members of the Initiative’s 

coordinating board believed that because the Americas had successfully eradicated polio 

using these strategies that all “technical issues [had] been solved.”15 Not until the 

coordinators witnessed entire countries rejecting the initiative and opting to not 

participate did they realize that other issues still needed to be resolved. The WHO came 

to understand that while the strategies may have been effective, they only worked when 

they were “thoroughly implemented,” which required social and political will in each 

                                                           
Conquering Polio, 85-6; WHA, Executive Board, Expanded Programme on Immunization: Progress and 
Evaluation Report, EB83/4 (1988): 4-5. 
13 Pigman, Conquering Polio, 81. 
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nation so that the strategies would, and could, be carried out.16 The nations which chose 

not to participate cited various reasons: some wanted to focus spending on other 

endeavors, others were politically unstable and had no centralized government to enforce 

the Initiative, still others considered polio the least significant of their health threats.17 

Despite this resistance, the WHO and its partners continued to work towards their goal.  

The generalized strategy designed by the WHO was comprised of four steps. The 

first step of the WHO’s plan was an increase in routine immunization. As an extension of 

the EPI, the goal was always to improve immunization coverage overall. It was this 

program that had made significant strides towards bettering the global health atmosphere 

and made the Polio Eradication Initiative possible. But, simultaneously fighting six 

diseases was an overwhelming obstacle for many nations that struggled to have a high 

enough physician-to-patient ratio- let alone funding for preventative health care when 

treatment for all of those who may already be infected with some disease or another was 

not even available. For some, the emphasis on a single target disease gave an increased 

motivation for governments and communities to participate in national programs by 

providing a real, seemingly tangible goal.18  

The second step was supplemental National Immunization Days (NIDs). NIDs 

were the national extension of Sabin’s mass immunization days. Cuban officials first 

                                                           
16 World Health Organization, Expanded Programme on Immunization: Report of the First Meeting of the 
Global Commission for the Certification of the Eradication of Poliomyelitis, WHO/EPI/GEN/95.6 
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used these techniques in the 1960s.19 The goal was to immunize every child in the nation 

on a single day. This required careful planning, implementation, advertising, and 

mobilization.20 Across the world, the WHO and its partners encouraged countries to 

“deliver a knockout blow” to the “old and feared nemesis: polio.”21 Various tools were 

used to make these NIDs a success.  

For NIDs to be effective, the WHO suggested that planners focus on “good social 

mobilization,” one of the “cornerstones for successful NIDs.”22 The best ways to achieve 

this were to: 

x Seek advice first from those with experience (e.g. UNICEF, Rotary) 
x Develop a plan for social mobilization 
x Develop simple key messages 
x Plan the opening ceremony well (high level officials and media 

present) 
x Seek participation of public figures in advance to ensure their 

availability 
x During NIDs, provide regular feedback to the press whole role is to 

mobilize the population and motivate the workers/volunteers 
x Develop motivational materials (e.g. banners, posters, brochures, t-

shirts, letter from schools to parents) 
x Develop media/press messages  
x Develop broadcaster’s guide 
x Coordinate social mobilization committees at different levels (who 

is responsible for what) 
x Remember to include social mobilization materials in the 

distribution plan 
x Implement local social mobilization activities (i.e. local level should 

not rely solely on the national level for social mobilization) 

                                                           
19 Pan American Health Organization, Directing Council, Poliomyelitis in Cuba, CD17/34, seventeenth 
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x Concentrate social mobilization more in urban areas because urban 
populations are more difficult to motivate to attend immunization 
campaigns.23 

 
There was no point in carrying out an NID if no one was going to attend. The goal was to 

immunize every child in a given area in a single day; in order to achieve this, parents had 

to be motivated and able to participate. The WHO gave campaign coordinators field 

guides, updated every couple of years, on how to best perform NIDs, including specific 

timelines for action, and at what level (national, regional, or local) each action should be 

performed. In each aspect of developing these mass campaigns, the guides emphasized 

social mobilization. The field guides encouraged GPEI coordinators to form social 

mobilization committees at these various levels and to begin working as early as eight 

months before the NID was scheduled to be held.24 

India became a leader in successful NIDs. On the day of the immunizations, 

volunteers with megaphones would go through villages “urging people…to take their 

children to the [immunization] booths.”25 Additionally, 1.3 million teams of volunteers 

traveled house-to-house inviting parents to take their children to the vaccination booths. 

Other volunteers used “nearly every form of communication” and advertisement- from 

drumbeating to street plays to radio and television announcements by local icons to 

encourage participation.26 Rotary International provided a “video van” to attract children 
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with film clips of the UNICEF ambassador, Amitabh Bachchan.27 Bachchan, the Indian 

“film superstar,” was chosen to advertise in favor of vaccination. A survey done among 

parents “[showed] that 92 percent of mothers put great faith in [his] appeal.”28 The 

overall resource tally for one NID in India included: 650,000 volunteer-run vaccination 

booths, 225 million doses of OPV, thousands of coolers to carry vaccines, and hundreds 

of tons of ice to keep the vaccines stable.29 Trainers prepared immunizers to vaccinate 

“6000 children every second” in the single-day campaigns. With each NID, nearly 150 

million children were vaccinated.30 

Conversely, in Nigeria, efforts to implement NIDs were interrupted by 

community resistance. Few members of the public saw polio as a significant threat, and 

questioned whether this disease should be targeted over others, which were seen as a 

more serious risk, such as measles and tuberculosis.31 According to public health experts 

A.R. Hinman and D.R. Hopkins, this was a typical response to wide scale public health 

efforts. Though polio was a global threat and occurred everywhere, members of 

communities where polio was either not as prevalent or not as widely feared, saw little 
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reason to participate in fund raising and immunization days.32 One of the cultural barriers 

to eradication plans was the community feeling like “participants” when they should be 

involved as “partners,” actively working with professionals and volunteers to achieve a 

mutual good.33 As seen in many African communities, “polio ‘fatigue’” and “widespread 

resentment” were common characteristics observed.34 In places where “community 

participation [was] a weak link,” health care services, overall, were poor making progress 

towards specific eradication efforts limited.35  

The third step of WHO’s strategy was intensive surveillance. This step was 

characterized by improving the quality of public health laboratories so that scientists had 

the necessary tools to analyze samples and make accurate reports of disease. This was 

further characterized by increased investigative and control measures to limit outbreaks. 

While the target was specifically polio, these techniques were to be easily shifted to more 

general public health needs once eradication was achieved.36 While the science of this 

aspect had to be done by trained professionals, the PAHO regional eradication plans 

showed that, with a little education and motivation, the members of the communities 

could help identify and report AFP cases to be tested and investigated.   
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The fourth and final step was performing “mopping-up” campaigns. The WHO 

defined “mopping-up” as focusing on those locations with a high risk of polio 

transmission by performing house-to-house immunizations.37 Mopping-up campaigns 

were most effective when a large area was no longer endemic and cases were limited to 

single districts. It was to be the final step of an eradication campaign.38 Social 

mobilization for this stage was most needed in the form of volunteer teams to administer 

the vaccine, modes of transportation to reach the target district, an adequate cold-chain 

(refrigeration or adequate coolers) to securely transport the vaccine at the required cold 

temperature, and, most importantly, advanced advertisement to ensure that families were 

home and that vaccinators would be allowed inside the home to administer the vaccine.39  

In each of these separate stages, “public awareness” and “political will” were 

essential, particularly during NIDs and “mop-up operations.”40 The WHO knew that 

without the “investment of adequate human and financial resources,” the program would 

not have the necessary tools to achieve complete global eradication.41 Social mobilization 

became the key to achieving the goals of the GPEI by the target date of 2000. The 

initiative was given such a high chance of success because of the “tremendous 
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mobilization” that occurred almost instantly upon the GPEI’s acceptance.42 Analysts have 

placed estimations for the number of active volunteers at ten million people annually.43 

Public awareness was necessary to ensure that not only was there enough support in the 

form of funding for the vast undertaking, but also that national leaders supported the 

initiative through policy making, and that individuals of the many global communities 

actively participated.44  

The WHO primarily raised awareness through “appropriate media messages and 

lay education materials” developed and distributed by the WHO and its partners. Once 

again public health used the media to rally the public around a common goal: to fight 

polio.45 The GPEI committee also suggested that regular progress on the initiative be 

reported through the media and through regular progress reports published by the 

WHO.46 By the end of the 1990s, the World Health Organization had begun publishing a 

monthly journal, and using its website to educate the public. Through this constant 

outreach, the number of interested and involved individuals increased. 

The WHO did not distinguish between the private and the public sectors when 

recruiting volunteers. Whether individuals had prior public health training or not, they 

became assets and “potential ‘vaccinators.’”47 Other elements of the WHO recruitment 
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approach included political advocacy and community outreach, non-monetary incentives, 

and a team of trained supervisors and epidemiologists in each country to direct the 

volunteers.48 Rotary International was perhaps the most successful in raising volunteers. 

Because of the international nature of the organization, chapters had been founded 

throughout the world, including in and around polio-endemic regions. These volunteers 

were already active members of the communities and already familiar with cultural 

practices. Additionally, through PolioPlus, those Rotarians who donated significant 

amounts became sponsors of specific regions and were sent to the front lines of GPEI 

activities to offer any assistance they could.49 

Though the world seemed to be in consensus with how to achieve polio 

eradication, the necessary, global action required to meet such a close deadline of 2000 

was not achieved. Nations had their own agendas, and often, health programs, 

particularly ones aimed at a crippling disease rather than a deadly one, were not the main 

priority. In the 1990 EPI report of the progress of GPEI, it was lamented that a 

“demonstrable political commitment” from all countries of the world was “not yet 

apparent.”50 Rotary International and other organizations worked specifically with 

governments around the world to gain their support. Rotarians met with world leaders to 

advocate for the cause. They proved that, “the private sector plays a key role in terms of 
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advocacy and in the maintenance of the political and social will” as Ciro de Quadros had 

indicated.51  

Each nation’s government was expected to work towards and support eradication 

in their own country, but also to help other countries, primarily financially.52 Eradication 

became a “global responsibility” because polio spread so easily across national borders, it 

behooved all nations to aid in the eradication efforts.53 Only by protecting all children 

from the infection could the disease itself be truly eradicated. This need was seen on 

several occasions when a country believed they were polio-free, a large outbreak would 

occur after the disease was imported by a person traveling from an endemic country. 

Taiwan and the Netherlands were the first significant example of this, but a later, perhaps 

more serious, incident occurred in Nigeria and surrounding countries.54  

In 1982, after almost ten years of being nearly polio-free, vaccination coverage 

became lax. It was not clear where the original case began, but by the end of September 

1982, the number of polio cases in Taiwan had jumped from an annual average of nine to 

1,031, almost entirely in the unvaccinated population.55 Similarly, in 1992, a strain of 

poliovirus originally from India was found in a susceptible population in the Netherlands. 

After fourteen years of being polio-free, the Netherlands served as an example to the 
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world that even though poliovirus was no longer transmitted indigenously, it could still 

be imported and cause severe harm.56 

In Nigeria, political and religious leaders began rumors of a western conspiracy 

concerning the polio vaccine used in NIDs. These leaders claimed that the vaccine 

contained HIV and anti-fertility agents in a western attempt to sterilize the Muslim 

population. They advised the population to not be immunized with this vaccine and to 

boycott all NIDs. The WHO responded by suspending the scheduled NIDs until a 

resolution could be found. Nigeria became the focal point of epidemic polio, even 

exporting the virus to surrounding countries that had previously been polio-free. In 2003, 

when hope of successful eradication was already beginning to dwindle, this stumbling 

block further induced doubt in the potential success of the Initiative.57 The situation was 

finally resolved when the WHO commissioned a pharmaceutical company in Indonesia, a 

predominantly Muslim country, to provide all vaccines for Nigeria.58 

These types of incidences led the WHO to develop the Global Technical 

Consultative Group (TCG) on Polio Eradication in 1992 to re-analyze how to address 

suspected instances of poliovirus importation in addition revising overall eradication 

strategies.59 The TCG recommended that any case of polio identified should be treated as 

indigenous unless virological analysis clearly matched that of cases elsewhere. As such, 
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“mop-up” campaigns should be initiated immediately upon verification of the presence of 

poliovirus.60  

In order to meet the financial demands of reaching the most difficult populations, 

the WHO encouraged governments to pay the bulk of the expense of the program and 

allow for improvements in their own health ministries to strengthen the primary health 

care of the country as defined in the original goals of the EPI.61 Other partners sought 

donations from non-governmental and private sector groups. These requests ranged from 

financial donations to requests for the means to meet the physical demands of this “mop-

up” phase. The Initiative needed volunteers and in-kind donations, such as time, 

individuals, vehicles, advertisement, food, fuel, and more. In countries were civil war was 

rampant, the UN was able to negotiate “‘days of tranquility.’”62 These “temporary 

ceasefire[s]” allowed all children to receive the polio vaccine.63  

With the large span of the GPEI, the WHO and its partners had to find “new 

structures for mobilizing” the global community.64 The World Health Organization raised 

global awareness through advertisement in the form of educational pamphlets, radio and 

television spots, posters, celebrity endorsement, and many others. World political leaders, 

celebrities, and athletes played a significant role in encouraging the public to act- whether 
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by actually receiving immunization or by donating even the smallest funds to continue 

the eradication efforts. Bill Clinton traveled to India to “‘celebrate [the] success story’” of 

India’s vaccination progress.65 Tennis Player, Martina Hingis, launched the “‘Match 

Point against Polio’” campaign, personally donating $75,000 to WHO.66 FIFA launched 

the “Kick Polio out of Africa” campaign and “[urged]… all football clubs and players 

[to] actively promote polio eradication.”67 NBA star Dikembe Mutombo became a public 

face against polio, particularly in his native DR Congo. 68  

By mobilizing support, most local public health offices were able to gain free, 

local advertisement for various elements of their own implementation of the initiative. 

Social mobilization committees observed that mothers most often trusted celebrities’ 

opinions over those of the biased health officials.69 This was seen often in the United 

States with the NFIP using countless celebrities in short films, radio shorts, and posters. 

On the global level, this was most often done on a country by country basis. UNICEF, in 

particular, made sure to choose Goodwill Ambassadors from around the world to raise 

awareness in diverse groups. Parents preferred to see their own celebrities endorsing the 

vaccine that they were being encouraged to take by nameless enforcers, especially in 
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those communities where suspicions arose concerning the role the west played in 

advocating for the vaccine campaigns.70  

Public participation varied for each country and within each town and city. For 

some cities, dense populations were favored for the limited amount of resources required 

to travel far distances; in others, the population density was so high that it was difficult to 

gage who had received the vaccine and who had not. This was especially problematic in 

the “mop-up” phases of campaigns when house-to-house immunizations were utilized. 

Other factors related to participation included the role of community leaders in 

advocating for the vaccine, as was seen in the beginning of the EPI.71 The 

“[enthusiastic]” support of “political, religious, and community leaders” was essential to 

“increase and sustain immunization coverage levels and…community surveillance 

activities.”72 If a cleric or another individual with significant influence in the community 

advocated for or against the campaign, a large number of community members followed 

that guidance.73 According to a study by Bruce Aylward, a WHO polio expert, in the 

regional polio eradication initiative in the Americas, social mobilization, community 

organization, and leadership involvement showed the greatest impact on not only the 

eradication plan, but on overall health programs.74 In other words, when public health 
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coordinators failed to include members of the community in their campaigns, they were 

less likely to be successful. 

The role of non-governmental community leaders is one that, while perceived as 

important, was not initially part of planning social mobilization programs. The role of 

religious leaders was left largely overlooked, considering the great influence they have 

over their congregants. Though acknowledged in the original Plan of Action drafted in 

1988, the actual practices used by immunization organizers did not always show this.75 

Organizers failed to anticipate the number of religious leaders who vocally opposed the 

vaccine- not for doctrinal purposes, but for reasons of distrust and suspicion. The GPEI 

programs routinely brought outsiders into cities and towns to help with the vaccination 

campaigns, only to have the community question their authority and motive. It was naïve 

of the WHO and its partners to assume that offering immunization free of cost would 

make the population “recognize it as an absolute good and desire it.”76 Often the opposite 

occurred. 

While the WHO had acknowledged that each country would require individual 

adaptation of the strategies to fit its situation, there was a set formula to follow, and it 

was not based on cultural variation. Each country was identified as belonging to one of 

four groups. The group designation determined which of the four steps would be the 

major focus for that nation’s eradication plan. Group A were those countries that were 
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“polio-free” at the onset of the GPEI. Group B were those countries that had fewer than 

ten cases of polio each year and immunization rates were already over 50%. Group C 

were those countries that reported ten or more cases of polio annually, but also had 

immunization coverage rates over 50%. Group D were those countries that had ten or 

more cases of polio each year and had immunization rates of lower than 50%, or those 

countries for which neither of these statistics was known.77 In 1988, the majority of the 

earth’s population resided in Group C countries. These statistics further engendered hope 

for success because a good amount of the work in overall vaccination had already been 

done. Unfortunately, this was not sufficient differentiation.78 The reasons for each nation 

belonging to a certain group were never considered. Paul Basch, an international health 

expert, states that, “[c]ultures differ in their ideas about the varieties, categories, and 

nature of illnesses, how and why they occur, and what can be done to prevent or cure 

them.”79 These differences should have been understood and addressed when seeking to 

apply a foreign, “western” health program in a community that was distinctly not 

western.80  

Further, members of these communities expected that foreign volunteers would 

“follow local practices,” and when they did not, greater distrust among the community 
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members set in.81 One example this insensitivity to culture was female volunteers not 

following traditions of veiling in Muslim communities.82 When campaign leaders saw 

this resistance as a result of cultural clashes, the role of anthropology began to play a 

large role in the eradication initiative. Anthropologists trained the campaign leaders on 

the culture of the area and the best ways to alleviate doubts and encourage participation 

based on cultural understanding.83  

Not only was it difficult to reach every person because of differences in culture, 

but there was also the socioeconomic factor. There were some individuals who 

misunderstood why they were now receiving free treatments for a disease that none of 

their children even had when they had always previously been required to pay for any 

treatment received in a hospital.84 There was confusion and concern regarding this shift in 

the focus of healthcare. There was also the issue of reaching every member of the 

population, both physically and philosophically.  

Particularly with the temperature-sensitive nature of the OPV,85 it became 

increasingly difficult for immunizers to reach those individuals who lived on small 

islands, in mountain villages, or even long distances from major towns. Through the help 

of various modes of transportation- from jets to donkeys, from trucks to canoes, from 
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rickshaws to refrigerated trucks- immunizers were better able to reach those in the most 

difficult to reach locations.86 Unfortunately, this was a cost that had to be added to the 

overall expense of the program, even with volunteers providing these resources and 

necessary fuel, nothing was ever free. The vaccine had to be kept cold with the use of 

generators, tens of thousands of tons of ice, and other cold-chain equipment.87 These 

same issues became problems for surveillance as well, even if vaccine was able to reach 

these hard to reach locations, the stool samples required to test for poliovirus also had to 

remain viable in transport to laboratories. If the potential infections were not able to be 

properly analyzed, it could not be adequately determined whether a nation was polio-free.  

Philosophically, the most successful ways to reach the most hesitant populations 

was through volunteers who were specifically trained in the role of local tradition and 

interpersonal communication. These volunteers needed to understand the importance of 

religious and political leaders and form cooperative relationships with those leaders. 

Those who understood tradition were best suited to be “deployed” house to house and 

have close interaction with the local population, which played a significantly greater role 

in motivating the individuals than advertisement campaigns.88 It was difficult to convince 

parents that the vaccine was safe and needed, particularly after negative media coverage 
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disparaged the vaccinators and the contents of the vaccine.89 A sensitive group of 

individuals was required to repair relations with the public. In several communities, the 

focus shifted more to training female health workers to have specific messages for 

mothers. As this interpersonal communication increased, so too did the participation in 

vaccination programs.90 Other challenges existed simply because of cultural differences 

in how to treat illness. 

Basch presented a list of common misperceptions towards vaccines that stemmed 

from these cultural differences. Included in the list were beliefs such as healthy children 

did not need vaccines, because vaccines were curative. Most tribal cultures failed to 

recognize a need for preventative measures. Few parents wished to put their children at 

risk by getting a vaccine against a disease that they would probably never have. Many of 

the major cultural hesitations lay in the suspicion of western motivation: the belief that 

vaccination actually affected fertility had been perpetuated for decades. This belief likely 

relates to the misunderstanding of preventative measures against disease. Why would 

organizations push so aggressively for individuals to accept injections and oral drops that 

seemed to have no affect?91  Additional factors such as “mobility and isolation” of 

families, influence of key members of society, previous tendencies to use clinical 

medicine versus home remedies, perceived risk of disease and the personal opinion of the 
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severity of the symptoms of that disease also affected participation in immunization 

programs; Appendix Q contains the complete list of factors as determined by Basch.92 

These factors greatly affected the level of success seen each year, and even in 

many cases what was considered “a success.” In some countries, it was a success to see 

any improvement in immunization coverage; in other countries, significant decreases in 

the number of cases reported each year was a triumph; in still others, where surveillance 

systems were very poor, to see any reports of polio cases held promise. As shown in 

Appendix R, by the end of 1991, global reported cases of polio had dropped 60% from 

1988.93 By 1998, a meaningful difference in the world’s incidence numbers encouraged 

the WHO and its partners, strengthening their belief that the goal to eradicate polio 

globally could be reached by the end of 2000 if just a little bit more could be done.94 

Some of the achievements that fueled this hope included great successes in China, India, 

and Iran.  

China set a country-wide eradication goal of 1995; polio was on the decline, until 

1989 when an outbreak of over 4,000 cases of polio indicated a need for renewed efforts. 

These efforts focused on county and prefecture immunization campaigns with an 

emphasis on wide immunization coverage and “early investigation and containment” of 

                                                           
92 Basch, Vaccines and World Health, 53, See Appendix Q. 
93 WHA, Expanded Program on Immunization: Eradication of Poliomyelitis, A46/12 (1993): 1; See 
Appendix R. 
94 U.S. Congress, Senate, Committee on Appropriations, Global Eradication of Polio and Measles, 105th 
Cong., 2nd sess., (September 23, 1999): 2; see Appendix S.  



98 
 

suspected cases.95 The greatest number of polio cases seen in China occurred in the 

1960s, with 20-43,000 cases being reported each year.96  China began immunizing 

against polio at this time. After manufacturing live-attenuated vaccine in China, reducing 

expenditures on imported vaccine, and distributing the vaccine across the nation, the 

incidence decreased regularly each year. “The People’s Republic of China Epidemic 

Disease Prevention and Treatment Law” was the first law for epidemic disease 

prevention in China and was passed in 1989. This law listed the governmental 

requirements for fighting diseases that could potentially become epidemic. In 1994, the 

last “indigenous” cases of polio were seen in China. China was declared polio-free in 

2000.97  

 India, though not certified polio-free before 2000, made significant gains in polio 

eradication. In the years between 1985 and 1990, the number of districts receiving routine 

OPV immunization jumped from thirty to 435. The greatest challenges of this country 

included cold-chain efficiency and high population density. Because of the diverse nature 

of each of the states within the nation, “area-specific strategies” had to be developed.98 

Because of India’s high population density, mass immunization campaigns were either 
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extremely successful or complete failures. Campaigns were much more successful when 

volunteer groups from the target communities worked with immunizers to encourage the 

parents to vaccinate their children. 

 Iran successfully achieved OPV immunization coverage of over 80% prior to 

1990. Unfortunately, there were significant differences between rural and urban areas. 

The country modified its national plan to include specific focus on the hard-to-reach 

populations. The greatest success in Iran occurred in 1974 when national laboratories 

began to produce Sabin’s OPV, making the nation self-sufficient in obtaining vaccine. 

Anti-polio campaigns were further influenced by the passing of the Compulsory 

Notification Act, of which polio was a notifiable disease. Surveillance in this nation was 

also prompt and accurate, because the nation had an extensive laboratory network.99  

Hiroshi Nakajima, the Director-General of WHO, organized the eradication 

certification committee in 1995 to develop the criteria for a region to be declared 

“Certified polio-free.” Again, the criteria implemented in the Americas became the guide 

for the WHO: a significant amount of time must have passed between the last case of 

polio and the seeking of certification (the WHO later applied a specified time frame), the 

intensity of surveillance must be sufficiently high, the national certification committee 

must be competent and diligent, and an adequate amount of political support for and 

compliance with certification must be present. The WHO committee defined the time 
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limit required as a three-year absence of virologically confirmed cases of polio, and 

further added the criteria that wild poliovirus be absent from the environment, a national 

certification committee submit an evaluation, and the nation must have established 

measures to combat imported cases of polio.100  

By the year 2000, only two regions of the WHO were certified polio-free: the Pan 

American Region, and the Western Pacific Region. 101 The European region had 

witnessed its last case of indigenous polio, but the three year lapse had not yet been met. 

The certification committee resolved that only entire regions could be certified polio-free 

because of the great risk of re-importation of the virus.102 This did not, however, stop the 

WHO from celebrating and advertising each country’s last case of polio. In twelve years, 

polio had gone from being endemic in more than 125 countries to twenty.103 Though 

unknown at the time, the last case of Type II poliovirus occurred in 1999. The Initiative 

had successfully made one of the three strains of poliovirus extinct.104 

Despite the successes seen in the Americas, modifications had to be made to the 

original PAHO models of eradication.105 Though the regional success provided 

reasonable stimulus to governments and corporations around the world, the most 

important people to motivate were more interested in their own daily lives than how the 

                                                           
100 WHO, Report of the First Meeting of the Global Commission for the Certification of the Eradication of 
Poliomyelitis, WHO/EPI/GEN/95.6 (1995): 9. 
101 Global Polio Eradication Initiative, “Certification,” GPEI 
http://www.polioeradication.org/Posteradication/Certification.aspx. 
102 Ibid. 
103 WHO, “Poliomyelitis,” WHO, 2015 http://www.who.int/mediacentre/factsheets/fs114/en/. 
104 Ibid. 
105 WHA, Expanded Programme on Immunization: Progress and Evaluation Report, EB83/4 (1988): 25. 



101 
 

polio vaccine would affect them and their children. The tool of social mobilization was 

an effective one that provided for many of the necessary elements of organizing a 

successful public health program. Those countries that recognized polio-free status by the 

end of the millennium did so as a direct result of the “active involvement of the 

community.”106 By following the same strategies of social mobilization developed in the 

Americas, the World Health Organization was able to achieve some regional successes, 

but because of various cultural differences, the end goal of global eradication by 2000 

was not achieved. 
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CHAPTER V 

“POLIO ISN’T LICKED YET” 

 The Global Polio Eradication Initiative saw many successes in the last decade of 

the twentieth century. The goals of the WHO to achieve health for all by 2000 were 

noble, but efforts fell short. Due to a series of uncontrollable events, namely human 

nature, polio has yet to be eradicated, and primary health care systems have yet to be 

perfected. But efforts continue. Since the turn of the century, the GPEI has gained new 

supporters, and even more nations have been declared polio-free. A greater shift has 

taken place to include more of the EPI vaccines in the mass immunization campaigns. 

The NIDs became successful public health outlets for communities to learn more about 

preventative health.  

Polio is still present, however the incidence is miniscule compared to the mid-

twentieth century. As of September, only thirty-nine cases of paralysis caused by wild 

poliovirus had been reported for 2015. The disease is only endemic to two countries, 

Pakistan and Afghanistan, at this point.1 Apathy and resistance to vaccination have come 

as a result of the vaccines’ success. Vaccines almost always have an associated risk, but 

this is usually overlooked because the threat of the disease against which the vaccine  
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protects is greater than the risk associated with immunization. Once the polio vaccine 

began to successfully quell the number of cases of disease, the risk of vaccine-induced 

paralytic polio, though unchanged, began to pose a greater risk than the dwindling 

disease.2 In this way, all “‘effective vaccines [become] self-defeating.’”3 The OPV has a 

much greater risk of reverting to virulence and causing vaccine-induced paralytic polio 

than an individual has to contract paralytic polio from wild poliovirus. For this purpose, 

an updated version of Salk’s IPV is the vaccine of choice in polio-free regions.  

OPV is still the best way to eliminate endemic polio, however, and reinvigorated 

campaigns towards global eradication continue to seek financial and volunteer support. 

Social media has completely changed social mobilization. Gone are the days of public 

service announcements on the radio and television. The most successful campaigns, for 

raising funds, at least, are done using hash tags and Facebook pages. Rotary has launched 

the End Polio Now website with its “This Close” campaign.4 Gavi, the Global Vaccine 

Alliance, is a private organization that has taken on the goals of the WHO and UNICEF 

in providing vaccines around the world. Gavi launched the #VaccinesWork campaign in 

an effort to get a wider audience talking about vaccines in order to raise support through 

funding and volunteer efforts.5  

                                                           
2 Kurt Link, The Vaccine Controversy: The History, Use, and Safety of Vaccinations (West Port, 
Connecticut: Praeger, 2005): xi. 
3 James Colgrove, State of Immunity: The Politics of Vaccination in Twentieth Century America (Berkeley: 
University of California Press, 2006): 8-9. 
4 http://www.endpolio.org/; see Appendix U. 
5 http://www.vaccineswork.org/about. 
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Only two of six of the WHO’s regions have yet to be certified polio-free, but the 

African region has reached its first year mark with no reported cases of polio. Still, as has 

been illustrated in the last fourteen years since the target deadline, “‘it is far less difficult 

to induce the first thousand of a population to cooperate in a public health movement than 

the last stubborn indifferent hundred.’”6 It is estimated that since 2001, $100 to $150 

million has been added to the overall cost of eradication for each additional year.7 

According to Aylward, “‘polio is no longer a health issue; it is a political issue.’”8 Polio, 

specifically was chosen because eradication was possible. All of the necessary “tools” 

were available: “an effective vaccine, a proven strategy, good surveillance, money, and 

manpower.” The level of success was determined by the national leaders and whether 

they prioritized the Initiative and deployed their national support and resources.9 

The Global Polio Eradication Initiative was initially successful because, to many,  

polio was the most dreaded of all diseases. The death of a child from any 
infectious disease brought grief, yes. But a child paralyzed by polio- a son reduced 
to a lifetime of begging, a daughter unmarriageable- could be a crushing burden 
on a family already in marginal circumstances.10  

For this reason, social mobilization was generally easy- almost everyone agreed in the 

cause. Polio was a common enemy that unified the global population. Even after the 

                                                           
6 Colgrove, State of Immunity, 11; A.R. Hinman and D.R. Hopkins, “Lessons from Previous Eradication 
Programs,” in The Eradication of Infectious Diseases, ed. W.R. Dowdle and D.R. Hopkins, The 
Eradication of Infectious Diseases: Report of the Dahlem Workshop on The Eradication of Infectious 
Diseases, Berlin, March 16-22, 1997 (Chichester: John Wiley & Sons, 1998): 28, the last few cases of 
disease will also be “the hardest and the costliest to prevent.” 
7 Estimation as of 2005, Herbert A. Pigman, Conquering Polio: A Brief History of PolioPlus, Rotary’s Role 
in a Global Program to Eradicate the World’s Greatest Crippling Disease, (Chicago: Rotary International, 
2005): 74. 
8 Herbert A. Pigman, “PolioPlus- Racing the Clock against Disease,” The Rotarian, 150, no. 4 (1987): 74. 
9 Pigman, Conquering Polio, 74. 
10 Ibid., 78. 
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initial target date was missed, the efforts to eradicate the disease remained fairly strong. 

In 2000, at the Global Polio Summit, the World Bank agreed to loan polio-endemic 

countries the necessary funds for purchase of vaccine, and donor organizations agreed to 

raise money to pay the remainder of those loans that the countries could not cover.11 

Rotary International launched a new “one-year campaign” in 2002 called “Fulfilling Our 

Promise: Eradicate Polio.” The initial target was $80 million. By 2004 “the total [had] 

surpassed $130 million.”12 

The strategies had been proven in the Americas and the Western Pacific Region 

(WPR). Certification of polio eradication in the WPR “confirmed that the four-part 

strategy pioneered in the Americas could [even] be successfully applied to a region of 

highly diverse cultures, economies, and health infrastructures.”13 The resources were 

available for those countries who wished to use them. But there were other factors that 

had to be considered.  

There would always be pockets of susceptibles who refused vaccination for 

various reasons. These individuals put themselves, and those in close contact with them 

at risk. Because of the re-introduction of poliovirus in the Netherlands, Canada, and U.S. 

as result of non-vaccinated pocket of religious objectors in 1979, controlling imported 

virus became a primary focus for polio-free countries.14 The rumors in Nigeria which led 

                                                           
11 Pigman, Conquering Polio, 90 
12 Ibid., 92 
13 Ibid., 69 
14Pan American Health Organization, Executive Committee of the Directing Council, Expanded Program 
on Immunization in the Americas: Progress Report, CE95/15, Rev.1, Ninety-fifth mtg. (Washington, D.C.: 
WHO, 1985): 30. 
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to the Nigerian boycott of vaccination in 2003 because of the fear of “the United 

States…using polio vaccine for the purpose of genocide” was “only mollified when 

WHO agreed to import vaccine made in Indonesia.” But the damage had already been 

done and previously polio-free countries became polio-endemic countries almost 

overnight.15 

Critics have argued that eradication efforts detract from other health services.16 

However, proponents argue that the focus on a specific disease inevitably strengthens all 

health systems while effectively removing a health risk.17 As a result of smallpox 

eradication, public health officials learned how to plan and implement different health 

programs, introduced a number of trained professionals into the field of public health, 

and served as a model of success for all future eradication efforts. As a result of the 

successful regional polio eradication plans, a global laboratory network was established, 

                                                           
15 Arthur Allen, Vaccine: The Controversial Story of Medicine’s Greatest Lifesaver (New York: W.W. 
Norton & Company, 2007): 440. 
16 Elisha P. Renne, “Anthropological and Public Health Perspectives on the Global Polio Eradication 
Initiative in Northern Nigeria,” in Anthropology and Public Health: Bridging Differences in Culture and 
Society, ed. Robert A. Hahn and Marcia C. Inhorn, 517 and 532; Hinman and Hopkins, “Lessons from 
Previous Eradication Programs,” 26; R,B. Aylward, J.M. Olive, H.F. Hull, C.A. de Quadros, and B. 
Melgaard, “Disease Eradication Initiatives and General Health Services: Ensuring Common Principles 
Lead to Mutual Benefits,” in The Eradication of Infectious Diseases, 62; S.L. Cochi, C.A. de Quadros, D. 
Dittman, S.O. Foster, J.Z. Galvez Tan, F.C. Grant, J.M. Olive, H.A. Pigman, C.E. Taylor, and K. Wang,  
“Group Report: What are the Societal and Political Criteria for Disease Eradication?” in The Eradication of 
Infectious Diseases, 167. 
17 Hinman and Hopkins, “Lessons from Previous Eradication Programs,” 24; Aylward et al., “Disease 
Eradication Initiatives and General Health Services: Ensuring Common Principles Lead to Mutual 
Benefits,” 62; Cochi et al, “Group Report: What are the Societal and Political Criteria for Disease 
Eradication?” 166. 
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developed a model for mobilization and cooperation, and demonstrated the feasible 

success of global polio eradication.18 

Epidemiology of this disease is such that eradication is difficult, but all the more 

necessary. No virus can survive indefinitely without a host and poliovirus is no 

exception. The challenge with poliovirus, however, is that is can survive for several 

weeks outside of a host in sewage, water, or food, as shown in Appendix V.19 This is long 

enough to pass the virus through the environment, rather than just from person to 

person.20 The WHO recognized this unique challenge, but still chose polio as the next 

target to eradicate. In an effort to defeat polio, the WHO, UNICEF, Rotary International, 

the CDC, and health ministries in each country worked together to “[mobilize] thousands 

of volunteers to recruit, educate, transport, and vaccinate children in a mass campaign 

strategy.”21 Locally, nationally, regionally, and globally any efforts taken against polio 

became lauded as the biggest and greatest of their kind in history.22 

Beginning in the Americas, the story of the fight against polio was one of public 

cooperation and national unification. The National Foundation for Infantile Paralysis 

garnered the support of the people through various means and successfully raised funds 

to support polio victims and fund scientists in their research to understand and fight the 

                                                           
18 Aylward et al., “Disease Eradication Initiatives and General Health Services: Ensuring Common 
Principles Lead to Mutual Benefits,” 62-63. 
19 WHO, Global Eradication of Poliomyelitis: Report of the Technical Consultation (Geneva: World Health 
Organization, 1997): 20; See Appendix V. 
20 Centers for Control and Prevention, “Polio and the Vaccine (Shot) to Prevent it: Fact Sheet for Parents,” 
CDC, 2015.  
21 U.S. Congress, Senate, Committee on Appropriations, Global Eradication of Polio and Measles, 105th 
Cong., 2nd sess., (September 23, 1999): 2. 
22 Pigman, Conquering Polio, 16 states that the GPEI was the “greatest public health adventure in history.” 
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disease. With the development of the vaccines, the NFIP partnered with the national 

government to ensure the immunization was given to the people. Campaigns shifted from 

requesting funds to encouraging vaccination. The NFIP’s use of social mobilization to 

effectively bring about the greatest alliance between the public and science in history- the 

development and distribution of the polio vaccines- became a model for the world to 

follow. 

With the success in the U.S., countries around the world began to implement the 

same programs to vaccinate their people. The greatest success was seen in the region of 

the Americas. Because of the gains made by the countries individually, the Pan American 

Health Organization implemented a combined effort to eradicate the disease from the 

entire region. In order to achieve this, leaders used various strategies to bring about 

international social mobilization. The national immunization days, social mobilization, 

fundraising efforts, and public health infrastructure utilized by the Pan American Health 

Organization in the regional eradication initiative shaped the model followed by the 

World Health Organization in its Global Polio Eradication Initiative. 

Once it became clear that regional eradication could be achieved, efforts to 

achieve global eradication began. The World Health Organization partnered with 

UNICEF, Rotary International, the CDC and others to implement the Global Polio 

Eradication Initiative. The WHO and its partners mobilized individuals from around the 

world and enlisted local leaders to execute the strategies that had proven so successful in 

the Americas. Government officials, religious leaders, and celebrities helped to 



109 
 

encourage the parents to vaccinate their children. Unfortunately, the same strategies did 

not work universally. Cultural misperceptions limited the success of the Initiative. By 

following the same strategies of social mobilization developed in the Americas, the 

World Health Organization was able to achieve some regional successes, but because of 

various cultural differences, the end goal of global eradication by 2000 was not achieved. 

Through each of these chapters, I have shown the varying steps taken to eradicate 

polio from the world and analyzed the successes and failures. Despite the international 

cooperation the Initiative encouraged, it was not possible to reach every individual. 

Different aspects of locale and culture posed greater challenges than the coordinators 

could overcome. While the American social mobilization campaigns against polio greatly 

influenced those utilized by the World Health Organization and its partners, the same 

techniques used in America and neighboring countries to raise awareness and gain 

participation did not work in every region of the world. Thus, the WHO was not 

successful in reaching the goal of universal polio eradication by the year 2000. 

The National Foundation for Infantile Paralysis initiated some of the greatest 

social mobilization strategies used in history. The efforts of the Foundation led to the 

development of the two vaccines against polio, without which millions of children would 

still be paralyzed each year. The vaccines were used around the world to protect against 

polio. Due to significant cooperation, the Americas were able to eradicate the disease 

from forty-seven countries. The results of the Pan American regional eradication efforts 

were promising, and gave the WHO a model to follow, but the global community had 
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more challenges to overcome. The world was willing to take the risk because “the 

benefits of eradication are eternal.”23 Still, the challenge remains. Despite great 

successes, “‘polio isn’t licked yet.’”24  

                                                           
23 Hinman and Hopkins, “Lessons from Previous Eradication Programs,” 30. 
24 David M. Oshinsky, “Polio: An American Story” (Oxford: Oxford University Press, 2005): 255, 1956 
NFIP slogan to encourage Salk vaccination. 
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APPENDIX A 

Percentage of Individuals who Show Various Poliomyelitis Symptoms 
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72% asymptomatic, 24% “flu-like” symptoms, 1-5% non-paralytic stiffness of neck, 
back, or legs (aseptic meningitis), less than 1% result in flaccid paralysis. 
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First poster child, Donald Anderson,  
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APPENDIX F 

Raw Data Reported for Salk Vaccine Field Trial 
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Vaccine and Birth Figures in the United States 
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Leo Morris, John J. Witte, Pierce Gardner, George Miller, and Donald Henderson, 
“Surveillance of Poliomyelitis in the United States, 1962-65,” Public Health Reports 82, 
no. 5 (1967): 424 

This table shows numbers in the thousands of doses, so each tabulated figure is 
multiplied by 1000. 

It is important to remember that three doses of the Salk vaccine were required, so one 
individual is potentially counted three times in this table. 

Below are the Annual Birth Figures and Age Distribution from 1950. The children who 
were primarily getting vaccinated, (ages 5-9) were born in the years documented in the 
tables. 
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Age Distribution by decade (the column of 1960 shows projected figures based on 
current statistics.) 
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APPENDIX H 

Total Reported Polio Cases in America, Annually, 1946-1965 
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Year Total Cases of 
Polio 

Paralytic 
Cases Deaths 

1946 25698 DNF 1845 
1947 10827 DNF 580 
1948 27726 DNF 1805 
1949 42033 DNF 2720 
1950 33303 DNF DNF 
1951 28386 DNF DNF 
1952 57879 21269 DNF 
1953 35592 15648 DNF 
1954 38476 18308 DNF 
1955 28985 13850 DNF 
1956 15140 7911 DNF 
1957 5484 2499 DNF 
1958 5787 3697 DNF 
1959 8425 6289 DNF 
1960 3190 2525 DNF 
1961 1312 988 DNF 
1962 910 707 DNF 
1963 449 396 DNF 
1964 122 106 DNF 
1965 72 61 DNF 

 

After 1965, specific polio reports were no longer published because incidence rates had 
decreased so dramatically. By 1979, wild poliovirus was no longer indigenous to the 
United States. The 162 total cases reported in the period between 1980 and 1999 were 
traced to imported poliovirus or derived from oral vaccine strains. 

Centers for Disease Control and Prevention, “Polio Disease- Questions and Answers,” 
CDC, 2015 http://www.cdc.gov/vaccines/vpd-vac/polio/dis-faqs.htm  

College of Physicians of Philadelphia, “The History of Vaccines,” 2015 
http://www.historyofvaccines.org/content/us-polio-cases-1952-1962 
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Celebrity Endorsement for Teenagers 
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Elvis Presley getting the Salk vaccine to encourage the teenaged population.  

James Colgrove, State of Immunity: The Politics of Vaccination in Twentieth Century 
America (Berkeley: University of California Press, 2006): 126   
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Arthur Allen, Vaccine: The Controversial Story of Medicine’s Greatest Lifesaver (New 
York: W.W. Norton & Company, 2007) 

Though not specified for polio, this poster represents one of the many ways public health 
officials used pop culture to attempt to influence the actions of the public. The CDC 
released this poster in 1977. 
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APPENDIX J 

John Jones Cartoon 
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John Jones, “ex-Breadwinner,”  

James Colgrove, State of Immunity: The Politics of Vaccination in Twentieth Century 
America (Berkeley: University of California Press, 2006): 130. 
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APPENDIX K 

Polio Cases in the Americas Before and After EPI Implementation 

  



 

153 
 

 

World Health Organization, Expanded Programme on Immunization: Eradication of 
Poliomyelitis, Report of the Third Consultation, WHO/EPI/POLIO90.3 (Geneva: WHO, 
1990): 4 

*“Middle America” is now known as Central America  
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APPENDIX L 

Criteria for Assessing Eradicability of Diseases 

  



 

155 
 

 

W.R. Dowdle and D.R. Hopkins, eds., “What is Eradication?” The Eradication of 
Infectious Diseases: Report of the Dahlem Workshop on The Eradication of Infectious 
Diseases, Berlin, March 16-22, 1997 (Chichester: John Wiley & Sons, 1998): 20 
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APPENDIX M 

Reported Cases of Polio in the Americas, Regionally, 1951-1966 
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Year Northern 
America 

Middle 
America 

South America Total 

1951 31,006 2239 1730 34,975 

1961 1501 1532 2950 5983 

1966 102 1267 1680 3049 

 

Derived from Pan American Health Organization, Directing Council, Poliomyelitis in the 
Americas, 1951-1966, CD17/29. 17th mtg. (Port-of-Spain, Trinidad and Tobago: 
WHO, 1967): 1-2 
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APPENDIX N 

Number of Polio Cases in the Americas by Country (wild poliovirus and vaccine derived 
virus) 1975-1984 
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Country 

19
75

 

19
81

 

19
84

 

   

19
75

 

19
81

 

19
84

 

 Bermuda - - -   Costa Rica - - - 

Canada 1 - 1   El Salvador 38 52 19 
U.S.A. 13 7 7   Guatemala 39 42 17 
Anguilla - - -   Honduras 78 18 76 
Antigua and Barbuda - - -   Mexico 710 186 137 
Bahamas - - -   Nicaragua 26 46 - 
Barbados - - -   Panama - - - 
British Virgin Islands - - -   Bolivia 138 15 - 
Cayman Islands - - -   Brazil 2807 122 82 
Cuba - - -   Columbia 525 576 18 
Dominica - - -   Ecuador 45 11 - 
Dominican Republic 63 72 -  Guyana 2 - - 
French Guyana - - -  Paraguay 74 60 3 
Grenada - - -  Peru 136 149 102 
Haiti 25 35 63  Suriname - - - 
Jamaica - - -  Venezuela 44 68 - 
Montserrat - - -  Argentina 2 5 - 
Saint Lucia - - -  Chile - - - 
St. Kitts/Nevis - - -  Uruguay 6 - - 
St. Vincent - - -      
Trinidad and Tobago - - -  Total 4772 1464 525 
Turks and Caicos 
Islands 

- - -  

Belize - - -  
Derived from Expanded Program on Immunization in the Americas: Progress Report, 
PAHO, July 1985, Table A 
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APPENDIX O 

World Health Organization’s Suggested National Immunization Days Schedule for Social 
Mobilization 
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World Health Organization, Expanded Programme on Immunization: Field Guide for 
Supplementary Activities Aimed at Achieving Polio Eradication, WHO/EPI/GEN/95.1 
REV.1 (Geneva: WHO, 1997): 25-30. 
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APPENDIX P 

WHO Polio-Endemic Countries Group Classification System and Population Distribution 
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Derived from World Health Organization, Expanded Programme on Immunization: 
Global Poliomyelitis Eradication by the Year 2000: Plan of Action, EPI/POLIO/88-1, 
(Geneva: WHO, 1988). 

Group A: Polio-free countries 

x Focus on maintaining immunization coverage 
x Continue high level of surveillance 

Group B: Fewer than 10 cases of polio each year; immunization coverage over 50% 

x Improve Surveillance 
x Identify “common risk factors” and carry out immunization programs that focus 

on eliminating those risk factors 

Group C: More than 10 cases of polio each year; immunization coverage over 50% 

x Improve immunization coverage through NIDs 
x Improve surveillance 

Group D: More than 10 cases of polio each year; immunization coverage lower than 
50%; or statistics unknown 

x Focus on increasing routine immunization coverage 
x Perform NIDs 
x Improve coverage for all EPI antigens 
x Develop strong surveillance systems 
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World Health Organization, Expanded Programme on Immunization: Global 
Poliomyelitis Eradication by the Year 2000: Plan of Action, EPI/POLIO/88-1, (Geneva: 
WHO, 1988): 13. 
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APPENDIX Q 

Factors that Affect Acceptance of Immunizations 
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x Parental age and education 
x Mobility and isolation of populations 
x Lack of information on the part of the parents (a function both of the parents 

themselves, and of the information disseminated) 
x Degree of faith in “science” 
x Previous frustrating experiences with immunization 
x Support (or lack of support) by influential members of the community 
x Involvement of the mother in local social and self-help organizations 
x Family tendency to take children to clinics 
x Favorable concept of injections as preventative and curative 
x Familiarity with the disease and knowledge of its causality 
x Perceived susceptibility to the disease by oneself or one’s child 
x The severity or consequences of having the disease 
x Perceived hazards, drawbacks, and disadvantages of immunization 

Paul F. Basch Vaccines and World Health: Science, Policy, and Practice. (New York: 
Oxford University Press, 1994): 53 
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APPENDIX R 

Number of Countries Reporting Zero Polio Cases, Annually, 1985-1992 

  



 

173 
 

 

World Health Assembly, Director-General. Expanded Program on Immunization: 
Eradication of Poliomyelitis. A46/12. 46th mtg. (Geneva: WHO, 1993): 2 
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APPENDIX S 

Polio Distribution by Country, 1988 vs. 1998 

  



 

175 
 

 

 

“So Near, yet So Far,” Polio News, no.1 (1998): 1 
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APPENDIX T 

Current Polio Distribution, Globally (2015) 
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Global Polio Eradication, “Data and Monitoring,” GPEI 
http://www.polioeradication.org/Dataandmonitoring.aspx 
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APPENDIX U 

Celebrities of Rotary’s “This Close” Campaign 
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http://www.elcentrorotary.com/about/ 

 

 http://www.lillingtonrotary.org/polio-plus/wearethisclose/ 
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APPENDIX V 

Survival of Wild Poliovirus in the Environment 
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WHO, Global Eradication of Poliomyelitis: Report of the Technical Consultation (Geneva: World Health 
Organization, 1997): 20. 

 


