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FROM OCTOBER 30 THROUGH DECEMBER

23, 1998, CDC received reports of a se-
ries of bioterroristic threats of anthrax* ex-
posure. Letters alleged to contain an-
thraxwere sent tohealthclinicsonOctober
30, 1998, in Indiana, Kentucky, and Ten-
nessee. During December 17-23 in Cali-
fornia, a letter alleged to contain anthrax
was sent to a private business, and three
telephone threats of anthrax contamina-
tion of ventilation systems were made to
private and public buildings. All threats
were hoaxes and are under investigation
by the Federal Bureau of Investigation
(FBI) and local law enforcement officials.
The public health implications of these
threats were investigated to assist in de-
veloping national public health guide-
lines for responding to bioterrorism. This
report summarizes the findings of these in-
vestigations and provides interim guid-
ance for public health authorities on bio-
terrorism related to anthrax.

Indiana
The threatening letter was opened by an
administrative assistant, who called 911;
police, fire, emergency medical services
(EMS), and hazardous materials units
(HAZMAT) (i.e., first responders) were
sent to the clinic, and the local FBI office
was contacted. The letter was sealed in a
plastic bag and collected by FBI. All 31
adults who were in the building when the
letter was opened were considered possi-
bly exposed to Bacillus anthracis spores and
were detained for approximately 3 hours.

First responders in consultation with
public health officials in the Marion
County Health Department (MCHD) de-
contaminated the potentially exposed
persons in a temporary shelter con-
structed on the scene. HAZMAT person-
nel used full protective gear with self-
contained respirators (level A protection).
The 31 occupants placed their clothing
and personal effects in plastic bags and
showered using soap and water plus a
dilute bleach solution. The desktop
where the letter was opened was washed
with a 5% hypochlorite solution (i.e.,
standard household bleach). All 31 per-
sons were transported to local emer-
gency departments (EDs) to receive oral
chemoprophylaxis with ciprofloxacin
(500 mg twice daily); some underwent
additional decontamination (i.e., show-
ered again with soap and water) as re-
quired by hospital policy.

Public health officials from the MCHD
collected contact information from all
persons and informed them they would
be notified when results from labora-
tory testing were available; arrange-
ments also were made for counseling. The
letter was taken by FBI to the Indiana
State Department of Health Laboratory,
where cultures for B. anthracis were nega-
tive. The next day, FBI transported the
letter to the United States Army Medi-
cal Research Institute for Infectious Dis-
eases (USAMRIID), U.S. Department of
Defense, in Ft. Detrick, Maryland, where
direct fluorescent antibody testing and
culture were negative.

Kentucky
The letter was opened by an adminis-
trative assistant; the assistant called the
postal inspector and was advised to put
the letter in a plastic bag. The postal in-
spector contacted the local FBI office and
went to the clinic. FBI contacted the as-
sistant fire chief who sent police, fire,
EMS, and a HAZMAT unit to the clinic.

Jefferson County Health Department
personnel recommended that the staff
member and the postal inspector shower

withsoapandwaterat theclinicandobtain
oral chemoprophylaxis (ciprofloxacin500
mg twice daily) at a local ED. The Ken-
tucky State Department for Public Health,
FBI’sWeaponsofMassDestructionOffice,
and USAMRIID advised that decontami-
nation and oral chemoprophylaxis were
not necessary for five other adults in the
center who may have been exposed to the
letter.Thedesktopwhere theenvelopehad
been opened was decontaminated with a
hypochlorite solution.

The letter was taken by FBI to a bio-
safety level 3 facility at the University of
Louisville Hospital Clinical Microbiol-
ogy Laboratory, where phase micros-
copy revealed no spores consistent with
B. anthracis, and cultures were negative.
The next day, FBI transported the letter
to USAMRIID, where direct fluorescent an-
tibody testing and culture were negative.

Tennessee
The letter was opened by an administra-
tive assistant, who called the local police
department; officers took custody of the
letter and placed it in a plastic bag. A clinic
administrator contacted CDC seeking ad-
vice about preventive health measures.
CDC notified the local FBI field office and
the Tennessee Department of Health re-
garding the threat. FBI took the letter from
the local police department to USAM-
RIID, where tests were negative for B. an-
thracis. The administrative assistant and
the responding police officer, both of
whom had direct contact with the letter,
received chemoprophylaxis.

California
During December 17-23, 1998, four
threats alleging use of anthrax were re-
ported in greater metropolitan Los An-
geles. The response to all four threats in-
volved the police and fire departments,
EMS, HAZMAT, FBI, the County of Los
Angeles Department of Health Services
(CLADHS), the California Department of
Health Services, and CDC.

The first threat was a letter mailed to
a private business; all 28 adults consid-
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ered at risk for exposure to B. anthracis
were decontaminated at the scene and
given chemoprophylaxis. The letter was
transported by FBI to a CLADHS bio-
safety level 3 laboratory and cultured for
B. anthracis; all cultures were negative.

In the second threat, a telephone caller
to a government building claimed to have
contaminated the building’s air-handling
system. Approximately 95 adults re-
ceived chemoprophylaxis. First respond-
ers, FBI, and CLADHS jointly decided not
to decontaminate involved persons.

In the third threat, a telephone caller to
911 claimed to have contaminated the air-
handling system of a federal building with
B. anthracis; 1200-1500 persons (at least
one of whom was pregnant) and two chil-
dren potentially were exposed. Contact in-
formation for potentially exposed per-
sons was collected for follow-up. No one
wasdecontaminatedon the scene, andche-
moprophylaxis was not recommended; all
potentially exposed persons were asked to
go home, wipe down the interiors of their
potentially contaminated vehicles with a
solution of one part bleach to 10 parts wa-
ter, place their clothing in a plastic bag un-
til results from laboratory testing were
known, and then shower. Environmental
samples taken from the air ducts of the
building were cultured for B. anthracis at
CLADHS; all cultures were negative.

In the fourth incident, an anonymous
telephone caller to 911 claimed to have
contaminated the air-handling system of
an office building occupied by approxi-
mately 200 persons. FBI was contacted;
the threat was deemed to have low cred-
ibility. FBI in conjunction with CLADHS
decided that neither decontamination nor
chemoprophylaxis was warranted. Envi-
ronmental samples tested at CLADHS
were negative for B. anthracis.

Reported by: Marion County Health Dept, Indianapo-
lis; Indiana State Dept of Health. Jefferson County
Health Dept, Louisville; Kentucky Dept for Public
Health. Knox County Health Dept, Knoxville; Tennes-
see Dept of Health. County of Los Angeles Dept of
Health Svcs, Los Angeles; California Dept of Health
Svcs. Council of State and Territorial Epidemiologists,
Atlanta, Georgia. Federal Bur of Investigation, Wash-
ington, DC. US Army Medical Research Institute for
Infectious Diseases, US Dept of Defense, Ft. Detrick,
Maryland. Office of Emergency Preparedness, US Dept
of Health and Human Svcs. Emergency Response Co-
ordinating Group, National Center for Environmen-
tal Health; Meningitis and Special Pathogens Br, Div

of Bacterial and Mycotic Diseases, National Center for
Infectious Diseases; and an EIS Officer, CDC.

CDC Editorial Note: Anthrax is an acute
infectious disease caused by the spore-
forming bacterium B. anthracis. It oc-
curs most frequently as an epizootic or
enzootic disease of herbivores (e.g., cattle,
goats, and sheep), which acquire spores
from direct contact with contaminated
soil. Humans usually become infected
through contact with or ingestion or in-
halation of B. anthracis spores from in-
fected animals or their products (e.g., goat
hair). Human-to-human transmission has
not been documented.

Although all the threats alleging use
of anthrax described in this report were
hoaxes, they demonstrate settings where
bioterrorism can occur and the poten-
tial public health impact. These threats
required prompt action by health, law en-
forcement, and laboratory personnel. Co-
ordination and communication across
agencies are necessary to protect the pub-
lic and first responders from credible bio-
logic warfare and bioterrorism agents
such as anthrax.

The spore form of B. anthracis is du-
rable and can be delivered as an aerosol.1

The incubation period for anthrax is 2-60
days. Inhalation causes the most serious
form of human anthrax, and although con-
temporary experience in humans is lim-
ited, mortality may be high even with ap-
propriate therapy (T.V. Inglesby, D.A.
Henderson, J.G. Bartlett, et al., Working
Group for Civilian Biodefense, personal com-
munication, 1998). The likelihood of de-
veloping cutaneous disease is low after ex-
posure of B. anthracis spores to intact skin.
The risk for “secondary” anthrax through
reaerosolization appears to be low in set-
tings where B. anthracis spores were re-
leased unintentionally or were present at
low levels.2 In situations where the threat
for transmission of B. anthracis spores is
deemed credible, decontamination of skin
and potential fomites (e.g., clothing or
desks) may be considered to reduce the
risk for cutaneous and gastrointestinal
forms of disease.

Planning for Response to Threats
The public health response to bioterror-
ism requires communication and coor-

dination with first responders and law
enforcement officials. State and local
health departments should work with
these groups to ensure that local disas-
ter preparedness plans address bioter-
rorism; define the roles of each agency,
including protection of first respond-
ers; and are tested through simulations.
FBI has jurisdiction for bioterrorism re-
sponse but recognizes the need to con-
duct epidemiologic investigations, de-
f ine at-r isk groups, and rapidly
implement potentially life-saving medi-
cal and public health responses. When
bioterrorism alleging use of anthrax or
other agents occurs, the local emer-
gency response system should be acti-
vated by dialing 911 in most communi-
ties; in communities without 911
systems, local law enforcement authori-
ties should be notified. The local FBI field
office and local and state public health
authorities also should be notified.

FBI will coordinate the collection of
evidence (e.g., letters, packages, or air-
handling system samples) and deliver
materials to an FBI or US Department of
Defense laboratory for testing. To guide
decision-making, test results identify-
ing B. anthracis should be available as
soon as possible, at least within 24-48
hours. Efforts are under way to assess and
enhance the capabilities of state and lo-
cal health department laboratories to ful-
fill the need for rapid analysis. Planning
for laboratory testing should be part of
bioterrorism preparedness by state and
local public health, law enforcement, and
first responder authorities in consulta-
tion with federal officials.

Public health officials, working with law
enforcement and first response person-
nel, should determine the need for de-
contamination and postexposure prophy-
laxis. In most of the recent hoaxes
purporting anthrax exposure, immediate
postexposure decontamination and pro-
phylaxis have not been indicated be-
cause of the lack of credibility of the threat.
Public health officials should collect con-
tact information for potentially exposed
persons for notification of laboratory re-
sults or other follow-up. Potentially ex-
posed persons should be given informa-
tion about the signs and symptoms of
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illnesses associated with the biologic agent
and about whom to contact and where to
go should they develop illness.

Recommendations for
Postexposure Prophylaxis
Postexposure prophylaxis for exposure to
B. anthracis consists of chemoprophy-
laxis and vaccination. Oral fluoroquino-
lones are the drugs of choice for adults,
including pregnant women (T.V. Inglesby,
D.A. Henderson, J.G. Bartlett, et al., Work-
ing Group for Civilian Biodefense, personal
communication, 1998 3). If fluoroquino-
lones are not available or are contraindi-
cated, doxycycline is acceptable. Chil-
dren should receive prophylaxis with oral
ciprofloxacin or oral doxycycline (T.V.
Inglesby, D.A. Henderson, J.G. Bartlett, et
al., Working Group for Civilian Biodefense,
personal communication, 1998 3). Pro-
phylaxis should continue until B. anthra-
cis exposure has been excluded.

Postexposure vaccination with an inac-
tivated, cell-free anthrax vaccine (Bio-
port Corporation, formerly Michigan Bio-
logic Products Institute†) is indicated in
conjunction with chemoprophylaxis fol-
lowing a proven biologic incident (T.V.
Inglesby, D.A. Henderson, J.G. Bartlett, et
al., Working Group for Civilian Biodefense,
personal communication, 1998 4). Post-
exposure vaccination consists of three in-
jections: as soon as possible after expo-
sure and at 2 and 4 weeks after exposure.
Anthrax vaccine can be requested through
CDC. Although this vaccine is now being
administered routinely to US military per-
sonnel, routine vaccination of civilian
populations is not recommended. This
vaccine has not been evaluated for safety
and efficacy in children aged ,18 years
or adults aged .60 years.

If decontamination is appropriate, per-
sons should remove their clothing and
personal effects, place all items in plastic
bags, and shower using copious quanti-
ties of soap and water.5 Plastic bags with
personal effects should be labeled clearly
with the owner’s name, contact tele-
phone number, and inventory of the bag’s
contents. Personal items may be kept as
evidence in a criminal trial or returned to
the owner if the threat is unsubstanti-
ated. For incidents involving possibly con-

taminated letters, the environment in di-
rect contact with the letter or its contents
should be decontaminated with a 0.5%
hypochlorite solution (i.e., one part house-
hold bleach to 10 parts water) following
a crime scene investigation. Personal ef-
fects may be decontaminated similarly.

CDC and other offices in the US De-
partment of Health and Human Ser-
vices are working with state and local
health departments, federal agencies, and
nongovernmental organizations to im-
prove the public health capacity to ad-
dress bioterrorism and develop locality-
specific response plans. CDC also can
assist public health officials with decision-
making if a threat occurs alleging the use
of a biologic agent.
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Surveillance of
Morbidity During
Wildfires—Central
Florida, 1998
MMWR. 1999;48:78-79

1 table omitted

SEVERAL LARGE WILDFIRES OCCURRED IN

Florida during June-July 1998, many in-
volving both rural and urban areas in Bre-
vard, Flagler, Orange, Putnam, Semi-
nole, and Volusia counties.1,2 By July 22,
a total of 2277 fires had burned 499,477

acres throughout the state (Florida De-
partment of Community Affairs, unpub-
lished data, 1998). On June 22, after re-
ceiving numerous phone calls from
persons complaining of respiratory prob-
lems attributable to smoke, the Volusia
County Health Department issued a pub-
lic health alert2 advising persons with pre-
existing pulmonary or cardiovascular
conditions to avoid outdoor air in the vi-
cinity of the fires. To determine whether
certain medical conditions increased in
frequency during the wildfires, the Volu-
sia County Health Department and the
Florida Department of Health initiated
surveillance of selected conditions. This
report summarizes the results of this in-
vestigation.

The surveillance system monitored the
frequency of patient visits associated with
selected conditions at seven hospitals in
Volusia County and one hospital in Fla-
gler County. The medical records de-
partments of these eight hospitals fur-
nished data about persons seen in the
emergency departments (EDs) and/or ad-
mitted for the selected conditions dur-
ing June 1-July 6, 1998. For compari-
son, the hospitals also provided the same
information for June 1-July 6, 1997. Data
from the eight hospitals were combined
for analysis.

From 1997 to 1998, ED visits in-
creased substantially for asthma (91%),
bronchitis with acute exacerbation
(132%), and chest pain (37%). ED vis-
its for painful respiration decreased
(27%). Changes in the number of ad-
missions were minimal.

Reported by: B Sorensen, MD, M Fuss, Volusia County
Health Dept; Z Mulla, MSPH, W Bigler, PhD, S
Wiersma, MD, R Hopkins, MD, State Epidemiologist,
Florida Dept of Health.

CDC Editorial Note: In response to the
wildfires in Florida, infection-control
practitioners and public relations pro-
fessionals at these local hospitals were
used as liaisons between the medical re-
cords staff at their respective hospitals
and the health department. The data were
used to quantify the extent of morbid-
ity possibly related to the wildfires.

The findings in this report are sub-
ject to at least two limitations. First, the
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increase in the frequency of the condi-
tions observed for this report did not nec-
essarily result from the wildfires. Cer-
tain persons who suffered from these
conditions may have never presented at
a hospital because they chose not to seek
medical care or were seen by their pri-
vate physician. Second, coding prac-
tices differ slightly between hospitals and
may change over time within the same
hospital.

This report illustrates that rapid sur-
veillance of nonreportable diseases and
conditions is possible during a public
health disaster. The surveillance strat-
egy included (1) identifying key staff in
local hospitals well in advance of a di-
saster, (2) developing connections with
these persons to ensure rapid access to
critical information, and (3) providing
simple data collection instruments that
minimize confusion.
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Update:
Recommendations
to Prevent
Hepatitis B Virus
Transmission—
United States
MMWR. 1999;48:33-34

IN OCTOBER 1997, THE ADVISORY COM-
mittee on Immunization Practices (ACIP)
expanded its hepatitis B vaccination rec-
ommendations to include all unvacci-
nated children aged 0-18 years and made
hepatitis B vaccine available through the
Vaccines for Children program (VFC) for
persons aged 0-18 years who are eli-
gible for VFC. ACIP priorities for hepa-
titis B vaccination of children remain un-
changed and include all infants; children

in populations at high risk for hepatitis
B virus (HBV) infection (e.g., Alaska Na-
tives, Pacific Islanders, and children who
reside in households of first-generation
immigrants from countries where HBV
infection is moderately or highly en-
demic); previously unvaccinated chil-
dren aged 11-12 years; and older ado-
lescents and adults in defined risk groups.

In 1991, the ACIP recommended a
comprehensive hepatitis B vaccination
strategy to eliminate HBV transmission
in the United States.1 Critical elements
of this strategy include preventing peri-
natal HBV transmission by identifying
and providing immunoprophylaxis to in-
fants of hepatitis B surface antigen-
positive mothers and universal hepati-
tis B vaccination of infants to interrupt
transmission. In 1994, the ACIP ex-
panded the recommendations to in-
clude previously unvaccinated children
aged 11-12 years.2 The percentage of chil-
dren aged 19-35 months who have re-
ceived three doses of hepatitis B vac-
cine has increased substantially from
,10% in 1991 to 84% in 1997.3 No na-
tionwide vaccine coverage data are avail-
able to assess vaccine coverage among
children aged 11-12 years; however, vac-
cine coverage in this group is expected
to increase in states that have imple-
mented middle school entry require-
ments for hepatitis B vaccination.4

To increase access to hepatitis B vac-
cine, the new recommendations encour-
age vaccination of previously unvacci-
nated children and adolescents aged 0-18
years whenever they are seen for rou-
tine medical visits. This expansion of the
recommended age group for vaccina-
tion and for VFC eligibility simplifies pre-
vious recommendations and the eligi-
bility criteria for VFC vaccine. Providers
should ensure that vaccination records
of children and adolescents presenting
for vaccination are checked for receipt
of previous doses.

Universal vaccination of infants and
children aged 11-12 years will result in
a highly immune population and is ex-
pected to eliminate HBV transmission in

the United States. However, high rates
of HBV infection continue to occur
among Alaska Native and Pacific Is-
lander children and among children re-
siding in households of first-generation
immigrants from countries where HBV
infection is endemic.5,6 As a result, tar-
geted programs are needed to achieve
high vaccination coverage among these
children. In addition, because most HBV
infections in the United States occur
among adults, vaccinating infants and
adolescents aged 11-12 years alone will
not substantially lower disease inci-
dence for several years. Most HBV in-
fections in adults occur among persons
who have defined risk factors for HBV
infection, including persons with mul-
tiple sex partners (more than one part-
ner during the preceding 6 months); men
who have sex with men; and injecting-
drug users.7 The primary means to pre-
vent these infections is to identify set-
tings where adolescents and adults with
high-risk drug and sexual practices can
be routinely accessed and vaccinated
(e.g., sexually transmitted disease clin-
ics, family-planning clinics, drug-
treatment clinics, community-based hu-
man immunodeficiency virus prevention
sites, and correctional facilities).
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