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Mark Your Calendars 

• Jul 18-19 – Wildland 2001. Sign-ups 
are closed for this event. Truck loading 
on July 15th and unloading on July 20th

• Aug 5 – Logistics work day at the 
warehouse. 

, 
both at the warehouse, 10a – 3p. 

• Aug 1-31 – We’re on wildfire medical 
call this month. 

• Sep 9 – Team meeting, Carr 
Auditorium, SF General, 10a – 3p. 

• Sep 1-30 – We’re on call this month, 
once again during the peak of hurricane 
season. This year’s forecast has been 
revised upwards – a 69% chance of a 
major hurricane making mainland U.S. 
landfall this season (the century 
average has been 52%). 

Commander’s Corner 
By David Lipin, Commander 

Tropical Storm Allison, Houston, TX 
Many thanks to Annie Bustin, Darrell 
Lee, and Cheryl Tomlinson for 
responding on short notice to the floods 
in Houston! Annie and Cheryl worked in 
several Houston-area SICUs, ERs and 
Med/Surg wards (at the VA, Park Plaza, 
and LBJ), and Darrell worked 
communications for the MST. The 
deployment lasted about a week for each 
of them. 
I would also like to thank the many 
additional team members who made 
themselves available, but were not 
requested to respond. 

FY2001 EMSA budget submitted 
Each year CA-6 applies to the California 
EMS Authority for funds to help 
administer and run the team. We just 
submitted our FY2001 funding request, 
for the fiscal year starting July 1st

We have received tentative approval on 
our team contract ($45,000). We are 

providing financial administration for 
Rough & Ready again next year, and 
have received tentative approval for that 
separate $35,000 budget as well. 

. 

Team projects 
Several people have volunteered to take 
on specific tasks in support of the team: 
• Le Nai Dohr and Michael Donnellan 

are working on MOUs. 
• Bonnie Atencio is tackling an 

awareness program, and is a 
contributing writer to this issue of the 
newsletter (see below). 

• Ron Lopez continues his work on a 
FOG manual. 

• Arnie Spanjers has been working with 
Kaiser on a possible pharmaceuticals 
agreement. 

If there’s a special project that you’d like 
to take on, please contact me at 
dlipin@pacbell.net, or (650) 207-9154. 
We need your help! 

CDF Project status 
We’ve lined up medical liability and 
worker’s compensation insurance for the 
CDF medical project, and the supplies 
are nearly ready to go. CDF has passed 
on the administration of this project to 
the US Forest Service, and we are 
awaiting final approval (currently 
estimated for mid-July). Expect to 
receive sign-up information soon. 

2002 Olympics 
The NDMS Olympics response will be 4 
weeks long, divided into two two-week 
periods. Each level 1 and level 2 DMAT 
will provide a 5-person team during one 
of the two-week periods. The 5-person 
team will consist of a physician, a nurse, 
a paramedic, an EMT, and one additional 
clinical person.  Each DMAT will select 
its own personnel for its 5-person team. 
There is also the possibility that CA-6 
will send its cache for standby use. If we 

send our cache, we might also send a 
small logistics team to manage the cache. 
OEP has not announced yet whether there 
will be separate call-ups for 
communications, pharmacy or other 
specialties. 
CA-6 will use a lottery to select its 
Olympics team members. Eligibility for 
the lottery will be based on participation 
and attendance at team meetings, 
exercises and work days in 2001. So if 
you want to go the Olympics, make sure 
you attend CA-6 events! 

Meeting One of Our Own: 
Kathy Burgardt 

Edited by Mary Clare Bennett, PIO 
Name: Kathy Burgardt 
Team position: Administrative Assistant 
Public service: Kathy’s family is very 
interested in public service, but became 
more focused in that area when they lost 
their home and possessions in the 
Oakland Firestorm in 1991. Many of us 
know her son, Chris, also a CA-6 team 
member, who has become a firefighter as 
a result of that experience. At Chris' 
urging, Kathy and her husband, Jim, got 
their ham radio licenses and trained with 
the Oakland Core group. They drive on 
Oakland hills fire patrols during high 
danger holidays like the Fourth of July. 
Work experience: Kathy has been a 
secondary administrator for the past four 
years. In her work as a middle school 
administrator, Kathy developed the 
master schedule, supervised teachers and 
counselors, ensured that discipline was 
fair and equitable, and that classroom 
instruction was appropriate. Kathy has 
recently been promoted from middle 
school vice principal to elementary 
school principal of Ellerhorst School in 
Pinole. She finds that her job demands 
every skill and all the knowledge that she 
has ever acquired. Kathy adds that she 
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also taught middle school math and 
worked at the Lawrence Berkeley Lab as 
a computer technician in “my youth”. 
After that, Kathy says she was fortunate 
enough to be a stay-at-home mom, 
though she did lots of volunteer work and 
attended Cal State Hayward while 
working toward masters in Historical 
Musicology and studying harp. Kathy 
went back to work full time when their 
youngest started school, first as a middle 
school math teacher (“didn't quite get it 
right the first time” she says), and then as 
an administrator. Kathy says she also 
seems to be the chief safety officer 
wherever she works, and is the 
knowledgeable first aid person as well – 
which she says is “somewhat scary”. “I 
was not aware that classmates suffered 
injury when I was a student, but now I 
am very aware of broken limbs and 
injuries in my role as an administrator. 
We also plan for disasters but the biggest 
job is keeping the constant little problems 
in an urban public school from 
developing into big ones”. 
Impressing CA-6’s Chris Burgardt: 
Kathy thanked us for the honor of being 
interviewed for the newsletter and said 
“Chris was very impressed that I would 
be singled out in this way. It isn’t often a 
mother can impress her son”! 
Hometown and family: Kathy grew up 
in Independence, Missouri, and says 
Harry Truman was a large part of their 
lives in Independence. She attended 
Southwest Missouri State (of basketball 
fame) and migrated to California because 
she loved San Francisco. About six 
months later, Kathy met her husband Jim, 
who is from Topeka, Kansas, which is 60 
miles from Independence. He proposed 
on their first date, and they were married 
six months later. Kathy and Jim love the 
bay area because the weather is so nice. 
They live in Oakland, and feel it has been 
a good place to raise their children 
because of the diversity of the 
community. Kathy’s daughter Laura has 
traveled extensively in Latin American 
and Europe, usually alone, and feels that 
living in Oakland has given her the skills 
she needs to understand other cultures. 
Kathy’s youngest just graduated from 
high school and will attend UC Santa 
Cruz. She hopes to be a teacher, but 
Kathy says, “If she's like her older 
siblings and her mother, she may have 
several other careers as well”! Son Chris, 
a CA-6 member, suggested Kathy 

investigate DMAT because he thought 
she could use her administrative skills 
and meet some really dedicated people. 
He was absolutely right. And when she 
showed up for the logistics day prior to 
Rough and Ready 2001, Kathy was the 
person there who knew how to use a 
paper cutter to cut up the labels that went 
in the vest pockets. She observed that 
only teachers and artists seem to know 
how to use a paper cutter in our highly 
specialized society! 
Interests: Kathy is intrigued by learning 
and says she is very disappointed that she 
did not have the insight necessary to 
study medicine in her youth. She enjoys 
playing the harp and reading in the little 
spare time she has these days. Kathy 
finds DMAT a welcome diversion from a 
very hectic and demanding job and looks 
forward to meetings and to logs days. “It 
is wonderful that everyone has welcomed 
me even though I do not have the 
scientific or medical training that most 
people have. I think the work DMAT 
does is vitally important and I am 
delighted to help with its mission”. Kathy 
says that she has learned a great deal 
from her association with DMAT, 
especially how to organize people and 
equipment in a disaster, and how to 
appear to stay calm and collected when 
things are not going as planned. “We 
spend a lot of time in education trying to 
instill the desire for lifelong learning in 
our students” Kathy said, “and it seems to 
me that those of you in the medical 
profession have the zest for continued 
learning. I hope that some junior high 
teacher helped you along the way”. 

NDMS Legislation 
By David Lipin, Commander 
A bill has been introduced into the U.S. 
Congress to assist NDMS and its 
response members. We need your help 
in obtaining passage of this bill. 
The bill is called H.R. 2333, and includes 
the following: 
• Provides official congressional 

recognition of the Office of Emergency 
Preparedness and the National Disaster 
Medical System. 

• Gives OEP protection so that its budget 
cannot be held up during the 
Department of Health and Human 
Services, DHHS budget reviews. 

• Provide recognition for NDMS 
response members (DMAT members) 
as official temporary employees of the 
federal government. 

• Officially provides coverage by the 
Federal Worker's Compensation for 
training time as well as deployment 
time. 

• Provides employment protection for 
NDMS response members for training 
time and deployment time, similar to 
the job protection afforded to the 
military reserve and the national guard. 

You can track the bill’s progress at 
http://thomas.loc.gov. The full text of the 
bill will appear on this site soon, and is 
already on the FL-5 website 
(http://www.fl5dmat.com). Additional 
information can be found at the web site 
for the National Association of Disaster 
Medical Assistance Teams (NADMAT): 
http://mediccom.org/public/nadmat/defau
lt.html.  

Write your representative!!! 
We need as many people as possible to 
let their congressional representative 
know how important this bill is to us. 
Here’s what you can do: 
1. Find out who your representative is by 

checking the web site 
http://www.house.gov/house/Member
WWW.html.  

2. Write a brief letter explaining DMAT 
and why you think that this bill is 
important. The letter doesn’t have to be 
long – a couple of paragraphs will do. 

3. Mail this letter to your representative. 
Regular mail is better than e-mail, but 
e-mail is better than nothing! You can 
also call your representative’s office. 

4. Mail the same letter to the chairman of 
the House Committee on Energy and 
Commerce: 
Billy Tauzin 
Member of Congress 
Chairman, Committee on Energy and 
Commerce 
2125 Rayburn House Office Building 
Washington, D.C. 20515 

It is very important that we let them 
know how important DMAT is and how 
much this bill will help us in our efforts! 

Safety First! 
By Walt Sanders, Safety Officer 
Although we were lucky last year (it was 
cool), be sure to plan your hydration for 
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Wildland, it may be seasonably hot! We 
will have potable water and other fluids 
on hand, but when deploying for a 
disaster, we must be individually self-
sufficient for 72 hours. Since we can only 
reasonably carry 4 quarts of water when 
deploying, that means some water 
treatment capability (more on this 
another time). This exercise is only about 
36 hours, and we don't really want to 
break out water treatment items for this 
event, so you can supplement with team-
supplied fluids if needed. 

Smallpox as a Terrorist 
Weapon 

Bonnie Atencio, RN, BSN 
The fact that bioterrorism has become a 
very real concern is a sad commentary on 
the time in which we live. Many factors 
exist which make biological weapons 
attractive to terrorists. 
A primary factor is the reality that a 
biological weapon may be dispersed up 
to two weeks before they are recognized. 
This allows terrorists ample time to 
deploy their weapon and to escape 
capture. 
Another appealing aspect of biological 
weapons is the destruction of the 
“enemy” with the retention of the 
resources and wealth previously 
possessed by the victims. 
One final attractive element of 
bioterrorism is the relatively small 
amounts of biological agent needed to 
affect large populations. 
One effective biological weapon would 
be smallpox. A current misperception is 
that smallpox would not be a threat 
“because it no longer exists as a disease.” 

History of smallpox 
The first clinical description of smallpox 
was by Rhazes, an Arabian physician, in 
the tenth century. It was known in China 
eleven centuries before the birth of 
Christ. 
Smallpox was brought to the New World 
hundreds of years ago by infected 
invading armies. These soldiers 
developed symptoms on the trip overseas.  
Smallpox first appeared in Hispaniola in 
1518 and moved to Mexico in 1520, 
killing most of the Aztecs. Guatemala 
and the territories of the Incas were 
infected next. In 1525 and 1526 most of 
the Incas, including their king, were 

killed by smallpox. European soldiers 
used smallpox as a bio-weapon by 
catapulting diseased bodies into 
fortresses. Then the invaders would wait 
two to three weeks and take over the city. 
With the addition of influenza, the 
populations of Peru and Mexico were 
decimated. In the sixteenth century the 
populations of those countries fell from 
60 million to 2 million. By the end of the 
eighteenth century, 400,000 Europeans 
per year died of smallpox. It was 
responsible for 1/3 of all cases of 
blindness. 

Developing the smallpox vaccine 
Edward Jenner discovered the smallpox 
vaccine in 1796. He inoculated his son 
with cowpox virus and was able to 
subsequently inoculate him with the 
smallpox virus, on multiple occasions, 
with no emergence of the disease. 
Later experiments produced the 
attenuated vaccine created by 
scarification of calves. This method of 
producing the vaccine was eventually 
replaced by in-vitro methods. The 
vaccine had complications of vaccinal 
encephalitis of about 3 per million with a 
mortality rate of 40%. 
Other complications included progressive 
vaccina, treated by Vaccina Immune 
Globulin (VIG). People vaccinated at 
birth have a declining immunity over 5 to 
10 years. In one study, people vaccinated 
at birth, age 8 and age 18 had stable 
antibodies for up to 30 years. 
Vaccine production and routine 
inoculation ceased in the United States in 
1972. In 1980 the United States 
announced it would no longer be 
producing the vaccine. Current estimates 
of available vaccine are about 6 to 7 
million doses. This would cover about 
15% of the population. It would require 
about 36 months to create enough 
vaccine to inoculate the entire population 
of the United States. In the event of 
outbreak there are contingency plans for 
and emergency vaccine program that 
would reduce the production timetable to 
24 months. The program would include 
the inoculation of all health care workers 
in clinics or hospitals, essential disaster 
rescue personnel and mortuary staff. 

Smallpox today 
The last known case of smallpox 
occurred in Somalia in 1979. In 1980, the 

World Health Organization (WHO) 
declared the disease eradicated. 
However, in 1998 an international team 
of experts on bioterrorism declared 
smallpox to head the list of agents most 
likely to be used in a biological terrorist 
attack. 
At the time, there were only two known 
smallpox storage sites: the CDC in 
Atlanta and the Russian State Centre for 
Research on Virology and 
Biotechnology. Both facilities stored 
smallpox for research purposes, and in 
case of an unexpected re-emergence. 
But we recently learned that in 1980 the 
Soviets began to produce large quantities 
of smallpox and adapt it for use in 
weapons. They also succeeded in 
increasing the virulence of the disease.  
The industrial capacity currently exists to 
produce tons of smallpox virus. During 
the Gulf War in 1991, stocks of camel 
virus (similar to smallpox) intended for 
warfare were discovered in Iraq. 

Transmission 
Smallpox is not enzootic. Although there 
are animal vectors for other orthopoxes, 
there are none known for smallpox. It is 
spread from human to human by 
inhalation as an aerosol or droplet, and by 
contact, skin inoculation and fomite 
exposure. The virus is very stable, and 
takes two to three days to die when 
exposed to the environment.  
The frequency of introduction of the 
disease is directly related to the 
population size and the presence of 
medical facilities. In third world 
countries, trips between areas with 
infected individuals were rare. Those 
trips that were made happened during the 
incubation, or symptom free, period. This 
is also the period in which the patient is 
the most infectious.  
The unvaccinated are at highest risk of 
introducing the virus to the population. In 
the past this was usually children under 
the age of five years, the unschooled and 
those who were not native to the area. 

Epidemiology 
The initial infection usually begins in the 
oropharynx, nasopharynx, or lower 
respiratory tract. There are no symptoms 
for 12 to 14 days after exposure. 
However it is highly contagious during 
this time, with rapidly growing virus in 
respiratory mucosa and regional lymph 
tissue. 



Page 4 

Secondary viremia starts the prodromal 
(early) spread of the disease to many 
organs and tissues, primarily the skin. 
Also, the patient may present with 
apprehension, sudden prostrating fever, 
severe headache, vomiting, back pain and 
malaise. Abdominal pain and delirium 
sometimes occur. 
A maculopapular rash appears two to 
three days after the incubation period. 
This starts on the face and distributes in a 
“swimming trunk” pattern to the arms 
and legs, and then to the trunk and 
abdomen. 

The rash during this time is frequently 
confused with chickenpox. Chickenpox 
develops in crops, is dense on the trunk, 
has no rash on the palms or soles of the 
feet, and is seen with the rash in various 
simultaneous stages: rash, pox, scabs and 
scars. 

Smallpox develops at the same pace, is 
dense on the face, appears on the palms 
and soles of the feet, is identical on any 
body part, and the lesions frequently 
become confluent. 

In one to two days the rash becomes 
vesicular, and later pustular. The lesions 
are round, tense and deeply imbedded in 
the dermis, often 1 to 2 mm deep. The 

patient is febrile throughout the evolution 
of the rash. There is considerable pain as 
the pustules grow and expand. The skin 
can slough and denude pigmentation. 
Complications include pneumonia, 
dehydration and septicemia (due to 
sloughing of denuded skin), 
conjunctivitis, corneal ulceration, 
blepharitis (leading to blindness), and 
encephalitis. Osteomyelitis is a rare joint 
complication that primarily afflicts 
elbows. It produces deformities in 
children. 

Hemorrhagic forms of smallpox result 
from a decrease in serum platelets 
leading to profound coagulation disorder, 
similar to DIC, leading to extensive 
hemorrhage, and death. There are two 
hemorrhagic forms. In one form, called 
the “Black Death,” the hemorrhage may 
occur into lesions and is usually fatal 
within eight to twelve days. In the other, 
death may occur before the appearance of 
skin lesions, usually within the first week 
after exposure. 
This is very 
difficult to 
diagnose. 
Overall smallpox 
mortality is 25 to 
30%. Those with 
confluent disease 
(e.g., flu, 
meningitis) are at 
highest risk for mortality. Death usually 
occurs during the second week of illness. 
Fulminant disease and hemorrhagic 
forms are usually fatal. 
After the scabs fall off, pockmarks are 
left, and are about 1 mm deep. These 
scabs result from fibrosis of the dermis 
layer and sebacious glands. They are 
most extensive on the face. 
There are occasional deformities due to 
osteomyelitis and occasional blindness 
due to corneal opacity. 

Smallpox prevention and treatment 
There are several levels of smallpox 
prevention and treatment. 

Primary prevention and treatment 
Before the disease appears, all 
susceptible individuals should be 
vaccinated. 

Secondary prevention and treatment 
Exposed individuals need to be isolated 
to prevent the spread of disease. 
There is no effective specific treatment 
for smallpox. It cannot be cured. It must 
run its natural course. Critical 
symptomatic treatment is good nursing 
care with attention to preventing 
secondary bacterial infection. 
Appropriate anti-microbial therapy for 
bacterial complications is indicated. 
Other treatment includes maintaining 
good nutrition, fluid replacement and 
electrolyte balance. Home care is a 
reasonable response after quarantine is 
initiated. 

Tertiary prevention and treatment 
This treatment is mostly concerned with 
treating the victims of complications. 
This would include those with 
osteomyelitis-induced deformities, and 
blindness. 
After diagnosis, all those in contact with 
the infected patient are to be isolated and 
vaccinated. People who had been 
vaccinated in childhood and who are 
vaccinated within one to four days of 
exposure may have an ameliorated course 
of disease or may not contract the illness. 
These people may also exhibit an 
accelerated immune response. 

Conclusion 
There is no question that smallpox is a 
terrible disease. The prospect of it being 
used as a terrorist’s weapon is chilling. 
The only way to protect our loved ones 
and ourselves is to be aware of the signs 
and symptoms and pray for early 
detection if it is released. 
The conception that “smallpox no longer 
exists as a disease” needs to be re-
thought. While it’s true that the active 
disease no longer exists, the potential for 
it to present is a real and serious threat. 
In the past, when teaching differential 
diagnoses, medical and nursing students 
were taught that “when you hear hoof 
beats, looks for horses, not zebras.” This 
was to encourage energy to be spent in 
the direction of diagnosing the most 
common and obvious disease states, and 
to not spending unnecessary time looking 
for exotic rare diseases. Now, however, 
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one author states that from now on we 
have to go against what we were taught 
in nursing and medical schools. From 
now on, when we hear hoof beats, we 
need to look for zebras, in addition to 
horses. 

VMATs Respond to UK for 
Hoof and Mouth Disease 

By Lorna Lanman, DVM, VMAT-4 
Administrative Officer 
Hi, all. At the request of Dr. Hoyle, the 
following is a synopsis of two of our 
VMAT team members who traveled to 
the UK to assist with the Foot And 
Mouth Disease that has plagued the UK 
since Feb. 21, 2001. Terry Paik, a 
veterinarian from San Diego, and myself, 
Lorna Lanman, from Phoenix, joined the 
USDA and flew to London on April 25, 
2001. I left from the NDMS Conference 
and met up with Dr. Paik in Heathrow, as 
our planes landed at the same time. We 
were in London just over 24 hours, were 
briefed at the Ministry of Animals, 
Fisheries, and Food (MAFF) Emergency 
Control Center at Page St., and then were 
sent to our respective Disease Emergency 
Control Centers. 
Dr. Paik was sent to Dumfries, Scotland, 
very near Lockerbie, the sight of the Pan 
Am plane crash. I was sent to Newcastle, 
in the beautiful Northumberland, 
England. Many castles and stone fences 
landscaped the picturesque countryside. 
A little background: It was suspected that 
a farmer in Heddon-on-the-Wall, licensed 
to feed swill to pigs, fed some scraps 
from a Chinese restaurant that contained 
the FMD virus.  
The subsequent spread of infection is 
traceable to some extent. Virus from the 
source farm spread to seven other farms 
near Newcastle. Sheep from one of these 
farms were sent to Hexham market on 13 
February. Sheep from the 13 February 
market at Hexham were sent to markets 
at Longtown, Cumbria and further 
dispersed from there over the period 14-
24 February. So within days, at a time 
when they were still unaware of the 
disease, infected sheep were criss-
crossing the country in hundreds of 
separate movements, putting them into 
contact with other livestock. 
From Longtown market, sheep were sent 
to markets at Carlisle, Welshpool, to 
dealers at Highampton in Devon, 

Lockerbie in Dumfries and Galloway, 
Dearham in Cumbria and Nantwich in 
Cheshire, Hereford, etc. 
Shortly after the outbreak was confirmed, 
our USDA arranged with MAFF to send 
US veterinarians over to assist with the 
outbreak as Temporary Veterinary 
Inspectors (TVI). As part of the 
agreement, we were granted a temporary 
membership in the Royal College of 
Veterinary Surgeons (REVS), allowing 
us to practice veterinary medicine in the 
UK. 
Our jobs as Temporary Veterinary 
Inspectors were to travel to farms, and 
enter onto a farm after following 
complete biosecurity measures (in other 
words, we disinfected ourselves from 
head to toe). We wore tyvek suits, with 
waterproof rubber suits over the tyvek, 
rubber gloves, rubber boots (Wellies) and 
carried our cell phones, GPS units, all our 
surgical supplies, our waterproof 
notebooks and pencils in zip lock bags. 
We left our cars on the road and walked 
the ½ to 2-mile lanes to the farm 
buildings. If we were lucky the farmer 
had a 4 wheeler and a great sheep 
dog…if we were lucky! Otherwise, 
examining the sheep and cattle on the 
farm involved walking many miles, and 
chasing those little nitwits up and down 
the hills got old in a hurry. We spent 
many long hours, sometimes 15 hours a 
day, examining the flocks and herds for 
lesions of FMD. 
After about 10 days of this, I decided I 
was going to find an easier job, so I made 
a few connections and I was soon in the 
Disease Control Center working in 
licensing and then to all the other 
departments, which included allocations 
of all the jobs to farms, epidemiology, 
mapping, tracings, and phoning the 
farmers. We interviewed the Director of 
the DECC and all the Divisional 
Veterinary Managers, the Cleansing and 
Disinfection people, and the Farmers 
Union representative who was assisting 
MAFF. I even talked them into having 
the Army majors take me to two of the 
large burial sites where thousands of 
carcasses had been buried and were still 
being brought in. I interviewed each of 
the site managers and took digital 
pictures of the sites. 
I was allowed to travel to Carlisle, in 
Cumbria, the area of the worst of the 
outbreak, where I interviewed and 
collected information from the DECC 

Director and all of the department heads. 
I attended a number of department head 
meetings and briefings at both DECCs, to 
learn of the day-to-day problems in 
fighting this disease. 
I traveled to 3 different farms to assist in 
the killing of farm animals, and to 
document the events with my digital 
camera, observe the effects on the 
farmers, and to interview them if at all 
possible. It's not an easy task watching 
and participating in the killing of 1000 
lambs, 700 ewes, and 400 head of cattle. 
The licensed slaughtermen culled the 
cattle and ewes with stun guns followed 
by pithing. We euthanized the lambs by 
intracardiac injection of a euthanasia 
solution. There were 3 veterinarians and 
2 vet students euthanizing the lambs and 
it took us over 4 hours. The emotional 
impact on the farm families was 
monumental. This was not only their 
livelihood, but also their life's work and 
their future that were being destroyed. 
Many would not survive the losses, even 
with the indemnity payments. 
As I left England, I purchased a 
newspaper to read a final story that 
summed up the stressful impact of this 
disease on these hard working country 
people. The article told of a farmer's son 
who thought that he had brought the virus 
onto their farm, causing the slaughter of 
all their animals. He was so distraught 
that he committed suicide. There were so 
many stories and so many tragedies. Just 
imagine how many families are affected 
when there are nearly 4 million animals 
slaughtered, and most farms have 20 to 
1000 animals. 
Our objectives were certainly to assist the 
UK veterinarians in eliminating this virus 
from their country, but also to gain as 
much knowledge as possible, both what 
to do and what not to do, should our 
VMAT be called upon to assist our 
country in responding to such a 
devastating disaster. 


