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3 Public Health
Preparedness
Donald A. Henderson
Terrorism poses a set of unique problems in the civilian sector, problems we have not faced before. But these problems also offer a
number of opportunities. I see both the problems and the opportunities in my role as director of the new Office of Public Health Preparedness in the U.S. Department of Health and Human Services.
This office did not even exist six months ago. Yet we are charged
with addressing some of the most critical challenges we have ever
faced as a nation. Perhaps the most serious problem we must confront is the threat of biological weapons. In 1993, now Secretary of
State Colin Powell said, “Of all the weapons of mass destruction, it’s
the biological weapons that worry me the most.” As recently as
March 28, 2002, U.S. Department of Defense Secretary Donald
Rumsfeld said, “Terrorists and terrorist organizations want to acquire
weapons of mass destruction, but I am primarily concerned about
them getting and using biological weapons.” In post-September 11
America, when we have already seen an outbreak of anthrax in our
mail, these words carry even more weight.
We have long lived with the threat of nuclear war. But nuclear
weapons are more difficult to handle, manage, transport, and detonate than are chemical or biological weapons. The latter offer new
opportunities to terrorist groups and smaller nations. These weapons
can be made in relatively small places, with dual-use equipment, and
at a relatively low cost. And they have a variety of delivery mechanisms. Despite knowing this, we have done very little about dealing
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with the threat of biological weapons until less than a year ago. We
need to understand why we have not acted, because this delay has set
in place our research agenda.
This chapter describes some previous incidents that have heightened our awareness, discusses the steps we are taking and where we
are right now, and gives a brief overview of the problems ahead, particularly in the research area.

Previous Incidents and Response
We were not all that concerned about terrorism until 1995. During
that year, three events happened that put the threat of biological and
chemical weapons into sharp focus. The first was Aum Shinrikyo’s
attack in the Tokyo subway with sarin gas. In March, members of
this group carried six packages onto the subway and then pierced
them with umbrella tips. This released the deadly sarin gas, killing 12
and injuring 5,000. It was later discovered that they had tried on eight
different occasions to aerosolize anthrax throughout Tokyo.
The second event was the defection of two of Saddam Hussein’s
sons-in-law in August. They brought with them chilling information
about Iraq’s advances in developing weapons of mass destruction.
We found out that the sophistication and extent of the weapons in
Iraq were far greater than we had thought, even though we had considerable intelligence in the area. We had to wonder what else was
going on in the world, particularly in places where we had virtually no
intelligence. We became concerned that there might be much more
going on out there than we had imagined.
The third event actually happened in 1992, the information provided was not widely circulated until 1995. In December 1992, Ken
Alibek defected from the Soviet Union. He was the number two
man in their bioweapons program. He brought with him a fantastic
tale of an enterprise then involving as many as 60,000 people in more
than 50 different laboratories, dealing explicitly with biological weapons. This enterprise was equivalent to, and maybe slightly larger
than, their nuclear enterprise. This information was regarded as being so outlandish that Abilek was kept under deep cover for quite a
while. The information did not begin to be widely known until 1995,
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when a Presidential directive to all departments mandated them to
prepare to deal with terrorism.
In 1996, the Nunn-Lugar-Domenici Domestic Preparedness Initiative was proposed. It began a program that developed metropolitan
medical strike teams, as they were called, in 120 cities in the United
States. Police, fire, and emergency management personnel were
trained, primarily through a program largely run by the Department
of Defense.
During the course of this training, the term “chembio” arose because it was thought that if we have trained the first responders to
deal with a chemical incident, they will also be able to deal with a biological incident. This idea has been surprisingly widely held throughout Congress and in the executive branch for quite a while, and it still
revives regularly. In a chemical event or an explosive event, police,
fire, and emergency rescue people are indeed needed to stabilize,
evacuate, and decontaminate the area. But a biologic event is most
likely going to be a silent, odorless, tasteless, undetectable release of
an aerosol over an area. No one will know that anything has happened. Only after a couple of days to a couple of weeks do cases begin to show up in emergency rooms. The police, fire, and emergency
rescue people are totally irrelevant to this problem. We would need
trained medical personnel to counter a bioterrorism event through
detection, patient treatment and perhaps isolation and the distribution of drugs or vaccines.
Are we addressing this need? In 1998, I spoke at a national conference on urban bioterrorism. There were probably 500 people in the
audience. I asked if there were any physicians. Not one hand went
up. Likewise, there was no one from public health, no one from a
hospital, no one who had ever dealt with an epidemic. Attendees
were police, fire, and emergency medical people, arms control people,
physicists, mathematicians, and computer specialists. There was no
one who had a clue as to what we were talking about when we discussed the use of biological weapons and the aftermath. It was not
until 1999, that the budget for the Department of Health and Human
Services, which has dealt with epidemics, was increased from $2 million to a $343 million. This increase allowed at least a beginning to
do something to address this problem.

36

D ONALD A. HENDERSON

Historically, in the schools of medicine and public health, doing
anything with biological or chemical weapons was virtually a taboo.
When I was the dean at Johns Hopkins University for 14 years, we
regularly turned down non-classified contracts from Aberdeen Proving Grounds that addressed physiologic behavior of various chemical
agents related to nerve toxins. Indeed, anyone who had attended
classified conferences was generally regarded with suspicion. It was a
carryover, in part, from the Vietnam era. But there was also a feeling
that those engaged in the healing arts should not have anything to do
with chemical or biological weapons. This was not true in all universities, but it certainly was true in a lot.
Because of these attitudes, our research base is now very limited.
We have identified many organisms of concern, but have very few
people working on them. In fact, during an outbreak of plague in
Surat, India, we hoped we would be able to contribute diagnostic capability. But so I was told, only one person (who was about to retire)
was working in the United States on the laboratory diagnosis of
plague.

Steps We Are Now Taking
We are in the early stages of thinking about what it is that we might
do with regard to bioterrorism. We are oriented toward taking immediate steps to harden the civilian setting.
Our academic and research base is very small, indeed. This has to
change. The Centers for Disease Control and Prevention identified
six diseases to go on the Group A list. These are the diseases on
which we want to focus to see what we can do in an immediate sense
to cope with an attack. We are not concerned with a list of 30 or 50
diseases. We are concerned with a comparatively short list of diseases that would be catastrophic and potentially destabilizing. They
are smallpox, anthrax, plague, tularemia, botulinum toxin, and the
group of diseases that manifest themselves as hemorrhagic fevers.
Of these, smallpox and anthrax are the most important.
How do we expect these to be released? We considered all of the
possible mechanisms and identified the aerosol spread as the one we
are most concerned about. Contaminating food or water is possible
but unlikely to result in a potentially destabilizing epidemic of a

