
Is fear of airborne smallpox behind
the federal government’s desire for
more health care immunizations?
‘It’s not going to be a couple of infected martyrs coming into JFK airport’

Adding a compelling new twist to the increasingly complex
debate over smallpox immunization, a top bioweapons scien-
tist says the former Soviet Union may have developed a

method to spread a vaccine-resistant strain of the deadly virus
through the air over large areas, Bioterrorism Watch has learned.

Raising the specter of airborne smallpox dashes most current contin-
gency plans for controlling an outbreak, which typically assume the
virus would spread by conventional person-to-person transmission.
The public health response discussed thus far — immunized response
teams, designated smallpox hospitals, and vaccinating a “ring” around
first cases — would prove exceedingly difficult under such a scenario.

“I had long hoped that it couldn’t be done, but now it is clear that
it can,” says Alan P. Zelicoff, MD, senior scientist in the Center for
National Security and Arms Control at Sandia National Laboratories,
a national security and weapons laboratory in Albuquerque, NM.
“We’re talking about [aerosolized] distances of many kilometers, not
a few hundred meters. If you look at Kaplan’s model [Kaplan-Meier
curve: time to event = onset of illness] or any of the other models that
are out there, what this essentially says is that initial volume of
[smallpox] index cases — that is, the first bulge if you will — is not
going to be measured in the tens or twenties; it’s going to measured
in the thousands or tens of thousands.”

While it may be tempting to dismiss such statements as yet
another worst-case bioterrorism scenario, Zelicoff is a high-profile
scientist in a company connected to the government through the
U.S. Depart-ment of Energy. A part of the original Manhattan
atomic bomb project, Sandia National describes Zelicoff on its web
site as “a physician and physicist, a member of the U.S. delegation
to the Biological Weapons Convention, and a vocal authority on
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bioweapons nonproliferation and early detection
of infectious disease outbreaks.”

Though Zelicoff’s analysis of a formerly secret
Soviet report has elements of speculation, he
makes a provocative argument that a 1971 small-
pox outbreak in the city of Aralsk can be traced to
airborne smallpox experiments on the island of

Vozrozhdeniye in the Aral Sea.1 (See report sum-
mary, p. 12-13.) The outbreak was never officially
reported to the outside world by the Soviet gov-
ernment. Though ascribing it to natural causes in
its internal medical report, the former Soviet
Union suppressed reports of the outbreak to pro-
tect the secrecy of its bioweapons research pro-
gram on the island, he notes.

Zelicoff recently reviewed the official Soviet
report and interviewed some of the outbreak sur-
vivors, including the index case. Now 54 years
old, she was a fisheries biologist on a ship that
sailed near the island of Vozrozhdeniye in July
1971 to conduct research on the declining marine
environment in the Aral Sea. Though she had
been immunized against smallpox and the ship
was some 15 km from the island, the biologist
developed smallpox and subsequently spread it 
to nine others on her return to the mainland.

“The index case believes that [the island] is
where she got it,” Zelicoff tells Bioterrorism Watch.
“I think it is credible that she believes that because,
first, she is a biologist. Secondly, she made it clear
that everybody who lived in the area knew there
were funny things going on on the island. I don’t
even think that the [U.S.] stalwarts who didn’t
want to believe that this [airborne smallpox] could
happen, believe that [the Soviet outbreak] was
anything other than bioweapons tests.”

Three of the 10 people who developed smallpox
died. All the fatal infections were in people who
had not been immunized, but the remaining seven
were infected despite a history of smallpox vacci-
nation. Though no vaccine is 100% effective, that
finding suggests the smallpox strain may have
been at least partially vaccine-resistant, he says. 

“I don’t have enough data to give you a 99%
confidence level, [but] I do have enough to give
you a 90% confidence level that this organism may
be vaccine-resistant. That does not mean com-
pletely vaccine resistant, but it means that the
‘reproductive ratio,’ which is so important to
understanding the dynamics of a smallpox out-
break, is probably higher than it otherwise would
be,” Zelicoff explains.

A Russian scientist gave a copy of the official
Soviet report on the outbreak to the Center for
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ACIP recommendations for
smallpox teams and hospitals 
With risk ‘low’, Joe Public is out for now 

On June 20, 2001, the Centers for Disease
Control and Prevention’s Advisory Committee on
Immunization Practices (ACIP) made recommenda-
tions for use of smallpox vaccine to prepare for a
possible bioterrorism attack. At this writing, the fol-
lowing recommendations remained under review by
the U.S. Department of Health and Human Services.
Therefore, these key recommendations, summa-
rized below, may be subject to change. 

SMALLPOX TRANSMISSION AND CONTROL
Smallpox is transmitted from an infected person

once a rash appears. Transmission does not occur
during the prodromal period that precedes the rash.
Infection is transmitted by large droplet nuclei, and
only rarely has airborne transmission been docu-
mented. Epidemiologic studies have shown that
smallpox has a lower rate of transmission than dis-
eases such as measles, pertussis, and influenza.
The greatest risk of infection occurs among house-
hold members and close contacts of people with
smallpox, especially those with prolonged face-to-
face exposure. Vaccination and isolation of contacts
of cases at greatest risk of infection has been shown
to interrupt transmission of smallpox. However, poor
infection control practices resulted in high rates of
transmission in hospitals. 

The primary strategy to control an outbreak of
smallpox and interrupt disease transmission is
surveillance and containment, which includes ring
vaccination and isolation of people at risk of con-
tracting smallpox. 

This strategy involves identification of infected
people through intensive surveillance, isolation of
infected people, vaccination of household contacts
and other close contacts of infected people (i.e., pri-
mary contacts), and vaccination of household con-
tacts of the primary contacts (i.e. secondary
contacts). This strategy was instrumental in the ulti-
mate eradication of smallpox as a naturally occur-
ring disease even in areas that had low vaccination
coverage.

GENERAL POPULATION
Under current circumstances, with no confirmed

smallpox and the risk of an attack assessed as low,
vaccination of the general population is not recom-
mended, as the potential benefits of vaccination do
not outweigh the risks of vaccine complications.
Recommendations regarding pre-outbreak smallpox

vaccination are being made on the basis of an
assessment that considers the risks of disease and
the benefits and risks of vaccination. The live vac-
cinia (cowpox) vaccine virus can be transmitted from
person to person. In addition to sometimes causing
adverse reactions in vaccinated persons, the vac-
cine virus can cause adverse reactions in the con-
tacts of vaccinated persons. 

SMALLPOX RESPONSE TEAMS
Smallpox vaccination is recommended for people

pre-designated by the appropriate bioterrorism and
public health authorities to conduct investigation and
follow-up of initial smallpox cases that would neces-
sitate direct patient contact. To enhance public
health preparedness and response for smallpox con-
trol, specific teams at the federal, state, and local
level should be established to investigate and facili-
tate the diagnostic work-up of the initial suspect
case(s) of smallpox and initiate control measures.
These Smallpox Response Teams might include
people designated as medical team leader, public
health advisor, medical epidemiologists, disease
investigators, diagnostic laboratory scientist, nurses,
personnel who would administer smallpox vaccines,
and security/law enforcement personnel. Such
teams also may include medical personnel who
would assist in the evaluation of suspected smallpox
cases. ACIP recommends that each state and terri-
tory establish and maintain at least one Smallpox
Response Team. Considerations for additional
teams should take into account population and geo-
graphic considerations and should be developed in
accordance with federal, state, and local bioterror-
ism plans.

HEALTH CARE WORKERS AT DESIGNATED
HOSPITALS 

Smallpox vaccination is recommended for
selected personnel in facilities pre-designated to
serve as referral centers to provide care for the initial
cases of smallpox. These facilities would be pre-
designated by the appropriate bioterrorism and pub-
lic health authorities, and personnel within these
facilities would be designated by the hospital. As
outlined in the CDC Interim Smallpox Response
Plan and Guidelines, state bioterrorism response
plans should designate initial smallpox isolation and
care facilities (e.g., type C facilities). In turn, these
facilities should pre-designate individuals who would
care for the initial smallpox cases. To staff aug-
mented medical response capabilities, additional
personnel should be identified and trained to care for
smallpox patients.

Source: Centers for Disease Control and Prevention; Advisory
Committee on Immunization Practices, Atlanta. 
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Super-strain of smallpox suspected
in unreported 1971 Soviet outbreak 
Marine researcher starts pox outbreak

(Editor’s note: The following is a summarized
excerpt from an epidemiological analysis of the 1971
smallpox outbreak in Aralsk, Kazakhstan, in the for-
mer Soviet Union by Alan Zelicoff, MD.1 The com-
plete analysis and the official Soviet report of the
incident can be found at http://cns.miis.edu/pubs/
opapers/op9/index.htm.)

During the summer of 1971, a previously unreported
outbreak of smallpox occurred in Aralsk, a city of

approximately 50,000 people on the northern shore of
the Aral Sea in the Soviet republic of Kazakhstan. It is
now clear that senior Soviet leaders, starting with KGB
chief Yuri Andropov, suppressed the reporting of this
outbreak, possibly to protect the top-secret Soviet bio-
logical warfare program. 

Bakyt B. Atshabar, director of the Mosgut Aikim-
baev Kazakh, a Scientific Center of Quarantine and
Zoonotic Infections in Almaty, Kazakhstan, gave a
copy of a previously secret Soviet medical report
describing the 1971 smallpox outbreak to Center for
Nonproliferation Studies of the Monterey (CA) Institute
of International Studies. The official report states that
on or about July 15, 1971, a biological research 
vessel called the Lev Berg set sail from Aralsk on an
extended voyage to assess the ecological damage 
to the Aral Sea. On board the Lev Berg was a young
fisheries expert, Patient 1, who was responsible for,
among other things, casting nets and collecting vari-
ous species of fish and plants for archiving. The official
report states that on Aug. 6, as the research vessel
headed back to Aralsk at the northern end of the Aral
Sea, Patient 1 became ill with fever, headache, and
muscle aches. Shortly thereafter, a rash appeared on
her back, face, and scalp and her fever broke. She
recovered quickly. On Aug. 27, however, her 9-year-
old brother, Patient 2, came down with a fever and a
skin rash. Over the ensuing weeks eight additional
cases of smallpox appeared in six adults and two chil-
dren. Overall, seven of the 10 cases — including the
index case and her brother — had been immunized for
smallpox. The three people who were not immunized
developed the rare and highly lethal hemorrhagic form
of smallpox and died. Nearly 50,000 residents of
Aralsk were vaccinated in less than two weeks, and
hundreds of people were quarantined in a facility on
the outskirts of town. Transportation into and out of
Aralsk was almost completely halted. 

The data suggest that the variola virus strain
involved in the epidemic may have been somewhat
vaccine-resistant. This hypothesis is strengthened 

by a statistical comparison of the transmissivity of
smallpox in the Aralsk outbreak with that in other well-
documented outbreaks. In addition, the household
quarantining, the halting of all transportation into and
out of the city, and the isolation of infected or exposed
individuals in a separate observation hospital for as
long as three to four weeks may have been as impor-
tant as mass vaccination in preventing further spread.

How did the index case in the 1971 Aralsk out-
break become infected with smallpox? The official
report does not offer a conclusive explanation but
one of the suggested hypotheses is that the patient
contracted smallpox when she went ashore at one of
the ports of call to do some shopping. According to
this scenario, On May 25, 2002, the author (Zelicoff)
contacted the index case, Patient 1, by telephone
and conducted an extensive interview. Patient 1 is
currently living in Kazakhstan, is married, and con-
sistent with the official report, is now 54 years of
age. She insists that she did not disembark from the
Lev Berg at any of the ports of call along its route.
Official policy allowed only the male members of the
crew to leave the ship, and that this rule was strictly
enforced. She noted in the interview that, as the
youngest member of the crew, she was the one
working most frequently on deck. She spent most of
her time casting nets to catch fish. 

It is clear that Patient 2 became ill as a result of
contact with his sister, Patient 1, the index case.
Because it is certain that Patient 2’s illness began dur-
ing the last week of August 1971, it is most likely that
his sister, Patient 1, became ill on or about Aug. 11,
roughly 13 days earlier. This is precisely in line with
her oral history and at variance with the official report,
where the date of onset of her illness is given as Aug.
6. It is extremely unusual for patients with smallpox to
transmit the disease after the first week of clinical ill-
ness, further discrediting the official report. It is there-
fore most likely that she became infected with small-
pox during the last days of July 1971.

It is now known that beginning in 1936, the Soviet
Ministry of Defense used Vozrozhdeniye Island in
the Aral Sea as a site for bioweapons field testing.
The island offered a number of advantages: it was
isolated and surrounded by water, making security
relatively easy. The wind blew predictably from north
to south, providing an upwind “safe haven” on the
northern end of the island that was used for housing
troops. Reportedly, it was used for the offensive and
defensive testing of aerosols of various biological
agents, including the pathogens that cause anthrax,
tularemia, and Q-fever. Some sources have also
claimed that smallpox virus strains were stored and
tested on the island. The Lev Berg was probably
south of Vozrozhdeniye Island on or about July 30.

(Continued on page 13)



Nonproliferation Studies at the Monterey (CA)
Institute of International Studies. Zelicoff was then
asked to do an analysis of the report, says Jonathan
B. Tucker, PhD, director of the institute’s Chemical
and Biological Weapons Nonproliferation Program
in Washington, DC. “Because he is an expert on
biological warfare and epidemiology, we commis-
sioned him to do an analysis of the Soviet report,”
he says. “He came up with some interesting find-
ings, but we do not necessarily endorse everything
he says. The main implication from the analysis, 
if true, is that smallpox was weaponized by the
Soviet Union in such a form that it could survive in
the air over an extended distance of at least nine
miles downwind. That indicates that smallpox, at
least in the formulation that the Soviet’s developed,
would pose a long-range aerosol threat.”

Though many factors are at play, the threat may
reflect in part the government’s reported interest in
immunizing many more people than recently rec-
ommended by an advisory committee to the Cen-
ters for Disease Control and Prevention (CDC). The
CDC’s Advisory Committee for Immunization

Practices (ACIP) recently recommended immuniz-
ing some first responders, health care workers, and
other key personnel against smallpox for state-
based response teams. (See box, p. 11.) 

Though the number to be immunized was not
firmly established, somewhere in the range of
15,000 people was the recurrent figure in the dis-
cussions, says William Schaffner, MD, a liaison
member of the ACIP panel and chairman of the
department of preventive medicine at Vanderbilt
University in Nashville, TN. That number dramati-
cally — and somewhat inexplicably — increased to
500,000 people in press reports as the recommenda-
tion was forwarded along to top public health and
bioterrorism officials in Washington, DC.2

“It was impressive to some of us who were at
the [ACIP] meeting that the first-order antici-
pated number was about 15,000, and then all of a
sudden, estimates of about a half-million began
to appear in the newspapers,” Schaffner says.
“That sounds much larger than anything the
ACIP anticipated.”

ACIP was not given any specific risk 
assessments about smallpox threats, he says,
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Could an open-air test or a laboratory accident
involving a virulent strain of variola virus have
resulted in the inadvertent contamination of the
research vessel? 

Plotter Burgos, a former chief sanitary physician of
the Soviet Union, was interviewed in the Russian press
in November 2001. He was quoted as having said:

“On Vozrozhdeniye Island in the Aral Sea, the
strongest formulations of smallpox were tested.
Suddenly, I was informed that there were mysterious
cases of disease in Aralsk. A research ship of the
Aral fleet came 15 km away from the island. (It was
forbidden to come any closer than 40 km.) The labo-
ratory technician of this ship took samples of plank-
ton twice a day from the top deck. The smallpox
formulation — 400 g of which was exploded on the
island — ‘got her,’ and she became infected. . . . I
called Andropov, who at that time was chief of the
KGB, and informed him of the exclusive recipe of
smallpox in use on Vozrozhdeniye Island. He
ordered that not another word be said about it. This
is a real biological weapon! The minimum radius of
contamination was 15 km. One could imagine what
would have happened if instead of one laboratory
technician, there had been 100 to 200 people.”3

For the first time, there is clear circumstantial 
evidence that the Soviets not only “weaponized”
smallpox but also succeeded in aerosolizing it and, it
appears, “hardening” the virus so that it maintained
its infectivity as it traveled downwind over a distance

of at least 15 km. What strain of variola virus was
tested on Vozrozhdeniye Island? Does the appar-
ently high prevalence in the Aralsk smallpox out-
break of hemorrhagic manifestations and, perhaps,
of vaccine resistance indicate that Soviet military sci-
entists chose an especially virulent strain of variola
as a candidate biological weapon? Are clinical or
laboratory samples of the weaponized strain still
stored in one or more Russian laboratories? 

The answers to these and many other questions
will almost certainly have a profound effect on civil-
ian and military biodefense efforts in the United
States and elsewhere. In the immediate term, our
complete reliance on a single vaccine (unmodified
vaccinia) represents a serious potential vulnerability. 

References 
1. Zelicoff AP. “An Epidemiological Analysis of the 1971
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adding that it was even noted in discussions that
this was the only time in the committee’s history
it made a recommendation to vaccinate people
when the risk of disease was unknown. 

“They were basically groping in the dark,”
Tucker says. “In the absence of compelling evi-
dence for the proliferation of the virus and an
immediate threat of bioterrorism with smallpox, 
I think they reasonably took a conservative posi-
tion, given the very significant risks associated
with vaccinia vaccine.” 

That said, Tucker doubts the government has
any firm evidence of any imminent threat of small-
pox attack, airborne or otherwise. “I think if the
administration had compelling intelligence that 
the virus was in the hands of terrorists it would
have conveyed that information to ACIP, ” he says.
“That suggests to me that they do not have very
solid information and this is just a hypothetical
threat at the moment. Given that it is a hypothetical
threat, I think we should err on the side of caution
with respect to [pre-attack] vaccination.”

Regardless, top government bioterrorism offi-
cials want to prepare for an attack on a much larger
scale than was apparently envisioned by ACIP,
Zelicoff argues. “The more people you can vacci-
nate ahead of time, the less likely that the ring vac-
cination strategy will fail. The office of Homeland
Security is trying mightily, and for good reason, to
maximize the number of people who are being vac-
cinated the first time around. I have to talked to
[Homeland Security Chief Tom Ridge’s] advisors,
and they are very concerned that if there is going to
be a smallpox attack, it’s not going to be a couple of
infected martyrs coming into JFK airport.”

If Zelicoff is right about a threat of aerosolized
smallpox, the next big question is whether terror-
ist groups or a nation such as Iraq — openly tar-
geted in U.S. invasion plans — could possess the
smallpox technology developed by the Soviet
Union’s bioweapons program.

“I think that the administration is probably more
concerned with Iraq than al-Qa’ida at this point,”
says Tucker, a former United Nations biological
weapons inspector in Iraq. “If the Bush administra-
tion is planning to invade Iraq, it might be con-
cerned that if the Iraqis do have smallpox virus —
and there is some circumstantial evidence for that
— that Saddam might conceivably no longer be
deterred if we were intent on overthrowing him.
Under those conditions, he might resort to his
weapons of mass destruction. I think that this is the
scenario that has Bush administration people con-
cerned and perhaps [wanting] more rather than

fewer vaccinated. But we need to weigh that risk
against the very significant risks of the vaccine.”

The author of Scourge: The Once and Future
Threat of Smallpox (Atlantic Monthly Press; 2001),
Tucker argues against large-scale vaccination
absent a clearer terrorist threat. 

“My personal opinion is that it would be pre-
mature to vaccinate that many people (500,000)
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CE/CMEquestions
Save your monthly issues with the CE questions in
order to take the two semester tests in the June and
December issues. A Scantron sheet will be inserted in
those issues, but the questions will not be repeated.

5. Alan P. Zelicoff, MD, says a 1971 smallpox out-
break suggests that which country may have
developed a method to spread a vaccine-resis-
tant stain of the deadly virus through the air?
A. North Korea
B. Iraq
C. United States
D. former Soviet Union

6. William Schaffner, MD, described which of the
following symptoms in recent smallpox vaccinees
at his hospital? 
A swollen arms
B. swollen lymph nodes 
C. satellite lesions in other parts of the body
D all of the above

7. Jonathan B. Tucker, PhD, doubts the government
has any firm evidence of any imminent threat of
smallpox attack. If the administration had com-
pelling intelligence that the virus was in the hands
of terrorists, Tucker said it would have conveyed
that information to which of the following?
A. Advisory Council on Immunization Practices
B. American Armed Forces
C. Association for Professionals in Infection

Control and epidemiology
D. all of the above 

8. Beyond the big questions of who and how many
health care workers and first responders are to be
eventually vaccinated for smallpox, some nagging
smaller questions remain. Fortunately, the federal
government announced it will cover medical care
and appropriate compensation for all adverse
events under funds earmarked for bioterrorism. 
A. true
B. false



because of the very significant risks associated
with the vaccine itself,” he says. “I think we
should be conservative at this point unless we
have much better evidence that the virus is in the
hands of terrorists.” 

Indeed, rather than a reflection of secret intel-
ligence, the reports of government interest in
immunizing many more people than ACIP rec-
ommended may have more to do with the real-
ization that the CDC plan of ring containment
and designated smallpox hospitals is just not a
very good one, says William Bicknell, MD,
PhD, professor of international health at Boston
University. Bicknell argues that the ring contain-
ment strategy will not contain an attack, and
attempts to direct patients to designated small-
pox hospitals will dissolve into chaos.

“I believe they are moving in the direction of
immunizing a very substantial number of first
responders,” he says. “There is growing recogni-
tion that designating a smallpox hospital per state
is absurd. I think they have figured that one out.”

Bicknell recommends immunizing at least
100,000 first responders and health care personnel,
and then doing later increments as adverse reac-
tions are assessed and need is warranted. 

Though risk groups would have to be screened
out, Bicknell — who has been immunized twice for
smallpox — feels the number of immunized could
be steadily increased because the adverse reactions
will not be as bad as some have predicted. “I think
the vaccine complications have been, not so much
overstated, as misrepresented,” he says. “There
are three types of complications: the really severe,
which are encephalisitis, vaccinia necroses, and
death. These things are bad, but they are really
rare. Then you have scary and unpleasant gener-
alized vaccinia, but nobody [immune-competent]
dies from that.” 

On the contrary, Schaffner warns that that
those who haven’t seen a smallpox vaccination
“take” in a while — which would include the
majority of health professionals — will be sur-
prised at how dramatically the vaccinee is
affected. Schaffner favors holding to the ACIP
recommendation of about 15,000 people. 

“This is no tetanus shot,” says Schaffner, who
had been observing medical staff volunteers at
Vanderbilt being immunized. They are participat-
ing in a study of some of the old smallpox vaccine
donated this year to the government by Aventis
Pasteur in Swiftwater, PA. “It is impressive how
much local reactivity there is and even systemic
illness in these vaccinations,” he says. “These are

primary takes in people who have never been
vaccinated before. I have seen arms quite swollen,
swollen lymph nodes, satellite lesions in other
parts of their body, people who have awakened 
in the morning with fever and chills, and people
who have had to take time off work.”

Given that level of debilitation in a highly
motivated, educated group — whose take sites
are carefully re-bandaged twice daily by study
personnel — the impact of mass vaccinations
may be considerable, Schaffner warns. Indeed, it
is well documented that the live virus vaccina
(cowpox) vaccine used to protect against variola
(smallpox) can spread from inoculation site to the
contacts of the vaccinee. Meticulous care and
bandaging of the take site will be necessary for
several days to prevent transmission. 

“That is not a realistic expectation if you vacci-
nate 500,000 people,” Schaffner says. “We will get
transmission to people who didn’t want to be
vaccinated, who didn’t volunteer to be vacci-
nated, are not in the target group for vaccination
and — because of underlying illness — shouldn’t
be vaccinated. That will happen, and the more
people you vaccinate the more likely it is that this
sort of transmission will occur.”
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Consent issues, other
cans of worms await
After big decisions, the devil in the details

Beyond the big questions of who and how
many health care workers and first respon-

ders are going to be eventually vaccinated for
smallpox, there are some nagging smaller ques-
tions that may actually be harder to answer. 

For example, are missed days of work due to
vaccine reactions going to be covered under
workers’ compensation programs? Who is going
to be liable for serious adverse reactions and/or
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transmission to people contraindicated for the
vaccine?

“All of these issues have to be addressed,” says
Audrey Crouch, RN, BSN, a first responder with
the San Jose (CA) Fire Department. “Whatever
entity decides that it si going to give [the vac-
cine], it is going to have to take the responsibility.
Because if something happens, you know how
people are. They want someone to blame. Even 
if you sign [consent] papers.”

The consent process itself will be laborious, but
tools must be developed for screening out those
contraindicated for the vaccine, such as people
with eczema or HIV. 

“I’ve worked on consent forms, and I mean
you can spend as long on a consent form as you
have years to live,” says William Bicknell, MD,
PhD, professor of international health at Boston
University. “You want to do that in advance and
say here is the [pre-exposure] form for hospital
workers, here is the form for the man in the
street. Post-exposure, were not going to be quite
so careful, but this all has to be thought through
in advance. Thus far I have no evidence that
[public health officials] are doing that.”

In that regard, the Association for Professionals
in Infection Control and Epidemiology (ACIP) and
several other major infectious disease groups
signed off on a letter to ACIP emphasizing that
many issues will have to be considered, including: 

• Indemnity
—  Who will pay for complications?
—  Should this be federal, state, local, or the

responsibility of those accepting the vaccination
via their usual health care resources addressed in
their consent?

—  Companies, governmental agencies, and indi-
viduals involved in providing and administering
smallpox vaccine must not be subject to lawsuits
due to reactions/ complications from vaccination
unless recognized standards were not met.

— Would personnel administering smallpox
vaccine be individually liable for adverse out-
comes relevant to the vaccination? If so, up to
what level? Will the Good Samaritan law be
applied here? Liability should be worked out in
advance and this information should be part of
the written informed consent.

• Informed consent 
— Acceptance of vaccination must be volun-

tary. Health care workers who decline vaccina-
tion must be required to sign a declination form.

— The document must be carefully worded to
include description of the vaccination, care of the

injection site, and complications, and define “at
your own risk.” The document must include iden-
tification of who will pay for potential adverse
effects. Acknowledge that the form will vary
based on the situation: pre-emergency or crisis.

• Screening/vaccine-related issues
— Health care provider’s occupational health

function should include documentation of his-
tory of smallpox vaccination, history of any con-
traindications for vaccine, as well as a history of
varicella immunization or disease.

— Simple, effective screening tool for high-risk
indicators is necessary, if mass-vaccination pro-
grams are to occur.

— Will vaccine used be new stock or reserved
stock that must be diluted? Who will be responsi-
ble for the dilution?

— What personal protective equipment is
required for dilution and/or administration of
smallpox vaccine?  ■
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CE objectives

After reading each issue of Bioterrorism Watch,
the infection control professional will be able to

do the following:
• identify the particular clinical, legal or educa-

tional issue related to bioterrorism;
• describe how the issue affects health care

providers, hospitals, or the health care industry in
general; 

• cite solutions to the problems associated with
bioterrorism, based on guidelines from the federal
Centers for Disease Control and Prevention or other
authorities, and/or based on independent recommen-
dations from clinicians and bioterrorism experts.  ■
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