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In a report in this month’s issue of the
Journal,1 Wetter et al. discuss a specific as-
pect of preparedness for bioterrorism, a topic
that has received increasing attention in the
medical and public health literature. As they
note, we indeed questioned, in an editorial in
the Journal in 1999, whether “the magnitude
of government support for domestic terrorism
initiatives may be disproportionate to the prob-
ability of terrorist incidents occurring, partic-
ularly in comparison to government support
to initiatives to address existent public health
problems that impact large segments of the
population.”2 They fail to note, however, the to-
tality of our opposition. We argued that vast
public expenditures for bioterrorism pre-
paredness, and failure to recognize the dan-
gers inherent in the preparedness policies that
have been proposed, are misleading those con-
cerned about the health and well-being of the
US population.

The aspect of bioterrorism preparedness
that Wetter et al. analyze—the level of pre-
paredness of hospital emergency departments

Victor W. Sidel, MD, Hillel W. Cohen, DrPH, and Robert M. Gould, MD

ness does not make sense without an estimate
of risk.

Wetter et al. try to establish the risk of
bioterrorism by repeating the same pattern of
“evidence” that appears in virtually every ar-
ticle on the topic. First, there is a reference to
the salmonella attack in Oregon in 1984, with
no fatalities, and sarin gas attacks in Japan in
1994 and 1995, with fewer than 20 fatalities.3,4

These are the only relevant examples that exist,
and, however deplorable, they hardly constitute
a major threat to public health. So, to make a
stronger case, reality is supplemented with a

to deal effectively with terrorist incidents in-
volving chemical or biological weapons, is a
narrow one—but it illustrates the weakness of
the broader arguments for preparations for bio-
terrorism. Their position uses hypothetical sce-
narios, lacks explicit data on the nature of the
risk, and ignores the dangers inherent in the
proposed approaches.

Risk Estimates

What does preparedness mean? Consider
tourists visiting San Jose, Calif. Even warm
locales may on some rare occasion experience
a snow flurry. From this, one can imagine a
hypothetical snowstorm. Conduct a poll of such
travelers to determine if any have packed snow-
shoes and you might determine a woefully low
level of preparedness for a blizzard. A more
reasonable conclusion might be that owing to
the low risk of snow and even much lower risk
of a blizzard, the travelers were best prepared
by leaving the snowshoes at home. Prepared-

Good Intentions and the Road to Bioterrorism Preparedness
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hypothetical scenario. The reader is given a
good scare with a so-called theoretic model
of a catastrophic terrorist attack with 32000
deaths from anthrax. No evidence is given to
support an assumption that the catastrophic
attack is any more likely than an August bliz-
zard in San Jose.

We and others have published elsewhere
some reasons why a catastrophic terrorist attack
can be estimated to have a risk very close to
zero.2,5 Wetter et al. do not seem to take the
scary scenario seriously either. Their study con-
siders a hypothetical model with 50 patients,
not thousands. If the authors had calculated for
their study the amount of medicines and equip-
ment needed to cope with 32000 patients, the
quantities would have been absurdly large. Of
note, Wetter et al. are not even sure that the
programs they advocate would provide effec-
tive preparedness (on basis of their own crite-
ria) even for 50, let alone 32000.

Bioterrorism preparedness programs are
public health interventions that should be ex-
amined with regard to efficacy, safety, and
priorities.

Efficacy

The only effective way to reduce individ-
ual-sponsored and group-sponsored bioterror-
ism, we believe, is to reduce state-sponsored
terrorism and to work for a world character-
ized by social justice and peace. If this goal
is deemed utopian, our response is that it is
no more utopian than the belief that the cur-
rent and proposed US antibioterrorism pro-
grams will provide effective primary or sec-
ondary prevention. Just as the fallacies in
proposals for a national missile defense, pre-
sented as a “defensive program” against nu-
clear weapons, have been purposely con-
cealed by self-interested advocates,6 so too
the questionable efficacy of specific “anti-
bioterrorism initiatives” has been ignored or
suppressed by self-interested proponents.

Safety

A major concern about current propos-
als for antibioterrorism is that they call for
the marriage (or at least the cohabitation) of
public health professionals and agencies with
military, intelligence, and law enforcement
agencies. We believe this will be destructive
to public health efforts. Examples of military
disregard of fundamental public health prin-
ciples abound. The Department of Defense
failed to obtain informed consent for the ex-
perimental use of pyridostigmine bromide for
the prevention of chemical weapons casualties
after being ordered to do so by the Food and

Drug Administration7 and conducted an ill-
considered mandatory immunization program
with the current vaccine against anthrax in
the face of criticism from public health pro-
fessionals8 and from Congress.9,10

It should be noted that the facilities that
Wetter et al. found to be more “prepared” were
those hospitals located near US military chem-
ical warfare facilities. Such facilities are in-
herently risky, and the nearby hospitals have
prudently taken precautions for accidents.
Opening up new Biosafety Level IV facilities
to study biological warfare agents may increase
the risk of accidents.

Such new facilities and other bioterror-
ism preparedness programs may even insti-
gate a new arms race in biological and chem-
ical weaponry. A generation ago, so-called
civil defense and nuclear war preparedness
facilitated the massive proliferation of nuclear
weapons during the Cold War. Remarkably,
the Federal Bureau of Investigation in that pe-
riod used “disinformation” to convince the
Soviet Union that the United States had de-
veloped advanced new chemical weapons,
and it may have spurred Soviet investment in
their chemical weapons program.11 In addi-
tion, US intelligence agencies used double
agents to convince the Soviets that the United
States was planning to develop advanced bi-
ological weapons in circumvention of the
1972 Biological Weapons Convention, an ac-
tion that seems to have prompted the Soviet
Union to develop their own advanced biowar
program—the very program now regularly
cited by US officials as a major source of the
bioterrorist threat.12

Priorities

Allocation of public funds for social well-
being and for public health programs should
not be a “zero-sum game.” In the real world,
however, priority setting for public resource al-
location among many urgent needs is usually
required. The funds so far allocated for bioter-
rorism are small compared with the bloated
military budget of the United States. Yet in-
vestment of these funds in programs to im-
prove education, nutrition, housing, and other
measures for preventing disease among the
world’s people would be far more useful for
public health and could indeed be considered
the most effective primary prevention of ter-
rorism in general.

In the United States alone, there are an
estimated 76 million cases of food-borne illness
each year, with 325000 hospitalizations and
5000 deaths,13 and approximately 60000 chem-
ical spills, leaks, and explosions, of which about
8000 are considered “serious,” with more than
300 deaths.14 In India during 1999, there were

2 million new cases of tuberculosis, causing
about 450000 deaths. Effective treatment for
tuberculosis in India costs about US$15 per
person treated. An investment of $30 million
annually for a few years, compared with the
current US contribution to India of $1 million
for this purpose, could virtually wipe out the
disease and—by saving the lives of young peo-
ple, who are frequent victims of the disease—
could also be effective in combating poverty
in India.15

The militarization of public health may
hamper priority efforts at preventing disease
among those who are poorly served by the
US medical system. For example, racial pro-
filing, police brutality, and persecution of im-
migrants by federal, state, and municipal law
enforcement agencies have engendered deep
suspicion among the poor, immigrant, and
non-White populations. In June 2000, the Na-
tional Commission on Terrorism, created by
Congress in 1998, recommended that the US
military rather than civilian agencies lead the
response in the event of a terrorist attack in the
United States and that the US government
begin surveillance of foreign students in the
United States.16 Such developments can only
serve to further alienate populations at risk
for disease who might otherwise be reached
by creative, civilian-directed outreach pro-
grams that are more sensitive to their prob-
lems and needs.

With regard to the specifics of the Wet-
ter et al. proposals to strengthen emergency
departments by augmenting their preparation
for bioterrorist incidents, we are led to wonder
why the authors did not choose to survey emer-
gency departments for their ability to respond
to common complaints about long waits or to
respond to increasing demands for primary
care and continuing care. Both seem to us to
be much more prevalent public health needs
than preparation for a bioterrorist attack. To
their credit, Wetter et al. acknowledge the con-
cern that government support for bioterrorism
initiatives is disproportionate to the probabil-
ity of bioterrorism incidents occurring. In sup-
porting more funding and efforts for bioter-
rorism preparedness, they caution that such
funding should not compromise financial sup-
port “for other important health care and pub-
lic health efforts.” 

But should we be guided by a perspective
that focuses on hypothetical bioterrorism as a
main concern while relegating to the back-
ground as “other” the monumental issues of
infectious disease, food-borne illness, and
chemical accidents, not to mention the daily
problems that are inadequately attended? The
road to bioterrorism preparedness may be
paved with good intentions, but traveling down
that road may be a disastrous detour for pub-
lic health.
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Since 1996, the United States has em-
barked on an ambitious counterterrorism pro-
gram, fueled by bombings in the 1990s at
New York’s World Trade Center and the fed-
eral building in Oklahoma City and by the
Aum Shinrikyo sarin attack in Tokyo. En-
hanced emergency medical services and the
strengthening of hospital disaster-response
capability for victims of unconventional
weapons are featured components of the do-
mestic preparedness plan,1 although they rep-
resent a very small fraction of its overall
budget.2 In this issue of the Journal, Wetter
et al. have provided us with the results of their
survey of the preparedness of hospital emer-
gency departments for terrorist incidents in-
volving chemical or biological weapons.3

They found that, in general, the survey re-
spondents were far less prepared than might
be optimal if such an incident were actually to
occur. This study replicates the findings of
several others that addressed emergency de-
partment preparedness for hazardous materi-
als incidents,4,5 and it adds new data to sup-
port the widely held opinion that a biological
weapons incident would overwhelm emer-
gency departments (and the rest of our health
care system) without specific educational ef-
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new or reemerging natural infectious disease
outbreaks, even if, as we all devoutly hope, no
such terrorist incident ever occurs. In my view,
partnering with the federal mandate to com-
bat terrorism offers enormous potential for ad-
vances in the public health infrastructure at a
time when funding for public health is other-
wise diminishing.

Mitigating Risk

The actual risk of an attack is hard to
quantify and is probably very low. There is
evidence of recent biological weapons stock-
piling, particularly in Iraq12 and the former
Soviet Union.13 A bioterrorism incident in-
volving the widespread dissemination of a
highly lethal agent such as anthrax over a large

forts, management plans, and therapeutic in-
ventories targeted to this threat.6–8

Recent commentaries on bioterrorism and
public health have challenged the wisdom of a
robust government-funded bioterrorism de-
fense strategy and, in particular, the partnering
of civilian and military medical experts in co-
ordinating domestic preparedness.9–11 The low
probability of a bioterrorist attack, and the high
cost of establishing and maintaining readiness,
are among the cited concerns, along with the
observation, by analogy with the nuclear holo-
caust scenario, that there really may not be an
effective response anyway. In contrast, I be-
lieve that terrorism with chemical or biologi-
cal weapons does indeed pose a serious public
health and security threat to our nation, and
that with foresight and preparation it will be
possible to mitigate the ensuing disaster if such
an attack occurs. Further, it strikes me that co-
operation among a broad array of government
agencies, both military and civilian, as well as
with concerned academic and professional or-
ganizations, is precisely the correct approach
for addressing this potential national catastro-
phe. Perhaps most important, this strategy will
also enhance our public health capabilities to
address unintentional toxicologic disasters and


