
UCSF
UC San Francisco Electronic Theses and Dissertations

Title
The Emergence of Biological Threats and Public Health Preparedness: Experimental 
Interventions into the Field of Biosecurity

Permalink
https://escholarship.org/uc/item/11w6z4h6

Author
Rose, Dale Aubrey

Publication Date
2007-06-15
 
Peer reviewed|Thesis/dissertation

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/11w6z4h6
https://escholarship.org
http://www.cdlib.org/




ii

THIS PAGE INTENTIONALLY LEFT BLANK



iii

Acknowledgments

A fascinating literary tradition in many Western societies is to preface a

major work such as a dissertation with an “Acknowledgments Section.”  Usually

such sections start out with: “This dissertation would not have been possible

without…” or “A work such as this is really the product of several

individuals…”  They end with: “… of course, any errors are of course my own.”

Somewhere in the middle of all that, a lot of people and organizations are

thanked, and any grants which may have funded the work are duly mentioned.

It is a curious institution in a way, because having an established, if

admittedly somewhat flexible format to my mind actually takes some of the

import and sincerity out of the message that is trying to be conveyed.  That

message, that this work would not have been possible without all of the

interactions, conversations, and relationships that were established, maintain,

and fostered – as well as challenged and broken – is as meaningful to me as any

nicely argued point, paragraph or conclusion reached in this document.  In some

sense, I would say it is even more meaningful, because what is often not

mentioned in these acknowledgment sections (although I’ve seen something

similar once or twice) is that this work has not only profoundly altered me, but it

has impacted and affected people close to me in, let us say, permanent ways.  This

is something I take very seriously.

In addition to my own commitments to the work, my partner and best

friend, Heather Edmunds Rose has sacrificed enormously so that I could

complete this thing.  The sacrifices have been so profound that words are

difficult to find to apply to them.  My message to Heather is simple: Thank you

for your commitment to me and my work.  I am very committed to repaying you

in kind.

My daughter, Sophia Pascale Rose, born while I was (finally) on the cusp

of figuring out what to research and how to research it, has lived her entire life

up to now with a “Papa” who has been daily and weekly and monthly trying to



iv

balance his dissertation with his family with his jobs to pay the bills.  I’m not sure

how good a job I’ve done.  I am sure, however, that our relationship, which will

far outlast this dissertation, has been built on this foundation.  I feel accepting

and grateful, yet exasperated and somewhat worried about this fact, all at the

same time.

I have been a student in a very real sense since 1976.  It is now 2007.  In all

that time, there has been one year, 1995, when I wasn’t in school.  To my parents,

Elayne and David, as well as to Karen and my sister, Missy, let me congratulate

you on your commendable display of patience and acceptance while I’ve been

growing up.  To you, as to my other “parentals,” Janie, Cornelia and Steve, I can

only say “thank you” for supporting me (and my family) through this thing.  I

am deeply grateful.

To all study participants, I can only say with the utmost sincerity: thank

you for putting your trust in me and agreeing to participate.  I hope this work

does justice to your views, to the work you do, and to a shared goal we have to

ensure a safe present and a safe future.

There are still many people and organizations to thank.  A good place to

begin is with my friend-colleagues: Renée Beard, Carlo Caduff, Cassie Crawford,

Chris Ganchoff and Arpita Roy.  All have helped in invaluable ways – perhaps

even in ways they do not know!  Thanks also to Carrie Friese, Katherine

Thomson and Rachel Washburn, who have provided important feedback and

other critical contributions at various times.

To other colleagues at the Anthropology of the Contemporary Research

Collaboratory, my appreciation and gratefulness knows no bounds: Paul

Rabinow, for welcoming me into the fold and for so much more – including

office space (WOW!); Stephen Collier, whose insights and “spark” have

contributed to my enjoyable experiences with ARC; and Lyle Fearnley, superstar

scholar in the making.  Special thanks to Andy Lakoff, whose patience with me

has also been stellar, as has his guidance on my smallpox vaccination work.  I am



v

truly appreciative… and would be remiss not to mention the generousness that

he, Stephen and Paul showed in funding a portion of my work.

That funding, originating with the Defense Advanced Research Projects

Agency (DARPA), was channeled through Prime Grant Award No. HR0011-05-

1-0033 to my home away from home for two-plus years, The Molecular Sciences

Institute in Berkeley, California.  Eternal gratitude, and I do mean eternal (and I

do mean gratitude), goes to Roger Brent and the rest of the MSI crew for not only

tolerating my presence amidst really smart science-types, but for positively

welcoming me into the fold and, unbeknownst to them all perhaps, helping me

to grow up.  To have a private office for two years to work on my dissertation, in

such enjoyable company… I must have done something right in a previous

incarnation.

Other institutions are also very deserving of praise.  Although Appendix

A of this dissertation will detail the trials and tribulations of my grant writing

process – actually, processes, since I had to write several – this should not take

away from the agency with the courage and, humbly, good sense to fund me!

Many thanks to the Agency for Healthcare Research and Quality for ensuring

rent and survival for a very crucial dissertation year.  For those interested:

Grant# R36 HS015549-01A1.  Thanks in equal measure to the Department of

Social and Behavioral Sciences, the Graduate Division, and the School of

Nursing, all at the University of California, San Francisco, for funding and

support of various kinds: the President’s Research Fellowship in the Humanities;

the Graduate Dean’s Health Science Fellowship; the Dean’s Anthony Fellowship

in Sociology; and a really special award for me: Anselm Strauss Dissertation

Research funds, generously awarded for the (co-) best dissertation proposal in

2004.  Once again, without your help… And finally, to the Public Policy and

Biological Threat program at UCSD, housed at a very special place, the Institute

on Global Conflict and Cooperation; and to the Social Science Research Council,

for bringing me out to New York to collaborate with really great people on

aspects of biosecurity.



vi

A place of honor is reserved at the end for my dissertation committee.  To

Professor Nicholas King, ex-oficio member and early interlocutor with me on this

subject matter: I thank you.  Professors Howard Pinderhughes and Daniel

Dohan, my sincere thanks for a) serving on my committee (no easy feat), b)

having patience with me as I “challenged” (crudely: “missed”) my deadlines;

and c) wading through and thinking about this dissertation, which I remind the

reader is an experiment in several regards – and therefore a challenging task.

Lastly I come to Professor Ruth Malone, who – let me be clear on this – made

sure I got this thing done with the right amount of pushing, pulling, cajoling and

caring that any student could hope for.  The balance was perfect and I am deeply,

DEEPLY grateful.  Moreover, her intellectual savvy and phenomenology-

oriented sensibilities led to insights I would never, ever have gleaned on my

own.  Without Ruth, I would not have made it through.

And now, I shall conclude properly: Although this was a labor requiring

the skills and talents and insights of a great many people – therefore benefiting

the dissertation in immeasurable ways – its shortcomings are entirely my own.



vii

Abstract

This dissertation examines the emergence of biological threats and public health

preparedness in the United States.  The principal aims of this research revolved

around tracking the ways in which pathogens and diseases have come to be

understood as dangerous both to populations and to the state, as well as how

responses to these dangers have been rendered thinkable and “actionable.”

There were three research sites, including: 1) the US Congress, where

biological threats were articulated largely within the Congressional committee

hearing setting; 2) the Centers for Disease Control and Prevention and the

Advisory Committee on Immunization Practices, which collectively contributed

to thinking about a specific biological threat, smallpox, around the turn of the

century, feeding into the ill-fated Smallpox Vaccination Program; and 3) public

health departments in five counties in California, where preparedness strategies

and efforts have been put into practice.

Data sources for this study included 30 interviews with experts at federal,

state and local levels; direct- and participant-observation of several preparedness

exercises, meetings, clinics, etc.; and a wide array of documents from the various

research sites and elsewhere.  Several modes of analysis were employed,

including policy narrative analysis, genealogical tracings of specific practices and

logics, and grounded theory techniques.

Three sets of findings are presented.  First, legislators and experts

testifying at committee hearings employed a number of narrative techniques
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which successfully rendered ambiguous information, past and present events,

and other uncertainties into dangers requiring imminent intervention.  Second,

techniques such as the risk- or cost-benefit analysis seem highly ineffective as a

method to organize and structure difficult-to-grasp objects such as extremely

unlikely (low probability) events.  Moreover, the Smallpox Vaccination Program

appears not to have been an instance of an emergent preparedness rationality, but

rather a traditional public health program ill-suited to the demands of a national

or homeland security program.  Third, local public health preparedness efforts

appear to lack structures and mechanisms to help sustain them in the long run,

which in some sense also violates the logic of a preparedness rationality.
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CHAPTER 1 – ORIENTATION TO THE FIELD

Introduction

In broad brushstrokes, this dissertation is about the emergence of public

health preparedness in the United States.  What is public health preparedness?

The term denotes several things.1  First, the term is meant to reflect current

efforts in the United States to plan for and respond to outbreaks of infectious

disease and other public health crises, whether of a “naturally-occurring” variety

(e.g., avian influenza) or intentionally-caused (e.g., smallpox).2  In this sense, the

term is roughly synonymous with the congeries of institutional and professional

domains that have been assembled to carry out these tasks.  Such domains have

come to include: (1) public health and related domains and disciplines, including

a broad spectrum of elements within biomedicine, such as infectious disease,

epidemiology, vaccinology, clinical practitioners and the like; (2) emergency

services and disaster management, which has historically been tasked with

preparing for and responding to natural and technological disasters such as

earthquakes and chemical releases, as well as (in more recent years) terrorist

incidents; and (3) hospitals and emergency medical services, which function to

provide for the immediate medical needs of acutely ill individuals.

                                                  

1 There is no one generally agreed upon definition of the term, a fact owing to its recent
emergence and its “take up” of problems across a spectrum of domains, professions and
competing missions.  Authoritative references on the subject of public health preparedness
include: (GAO 2001d; Firshein 2002; Hamburg 2002; ASTHO 2003; Lurie et al. 2004; Asch et al.
2005; Lurie et al. 2006; Moore et al. 2007).
2 Although there has been a shift in recent years to expand public health preparedness to include
a wider range of hazards (e.g., toxic chemical releases and other environmental dangers) under
its purview, these have been bracketed off from analysis in this dissertation.
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Note that the above usage of the term, public health preparedness,

describes a rather straightforward “map” of the institutional and professional

domains and organizations that have come together to address the problem of an

array of biological threats.  Public health officials, legislators, and front-line

emergency management personnel generally recognize and understand at least

the broad outlines of the problems they are facing: avian flu, smallpox and

anthrax and assorted other pathogens, as well as the associated social, economic

and infrastructural vulnerabilities made relatively clear by the existence of these

threats.  While they may have personal and professional doubts about the extent

to which these are actual or “real” threats, these individuals tend to share an

understanding of the parameters of what constitutes the current set of threats.  For

example, while some officials may have believed that the risk of a smallpox

outbreak in the US in 2002 due to an intentional act of bioterrorism may have

been exceedingly small, they nevertheless shared an understanding that,

whatever the risk, the threat of smallpox had (and should) come under the rubric

of activities meant to counter such a threat, namely, (public health) preparedness.

In this sense, public health preparedness is very much akin to Clarke’s (1991)

notion, building on Strauss (1978b), of a social arena.  It involves a set of shared

commitments and a relatively agreed-upon understanding of the object around

which social activity and organization occurs.

The term public health preparedness has several other connotations

employed in this dissertation as well.  It will be used to illustrate the sense in



3

which many of the disparate elements and domains noted above (public health,

disaster management, etc.), including the knowledges, techniques and practices

that operate within them, have come together not (only) as a way to solve the

“given” problem of biological threats, but as a way to orient thinking toward

what is constituting the problem, or problems, in the first place.  Public health

preparedness in this sense will be referred to as an assemblage, a term with roots

in the work of Deleuze (Deleuze and Guattari 1987), and reworked by Rabinow

(Rabinow 2003) following a close reading of Foucault (esp. Foucault 1977).

Employment of this concept provides three distinct conceptual and

analytical advantages for this dissertation.  First, it reflects an acknowledgment

that problems are produced within specific, identifiable social, cultural and

historical contexts, and that ways in which to know them (or know about them,

or speak about them) are conditioned by the configuration of elements that

emerge to deal with them.  More concretely, the public health preparedness

assemblage in the US (essentially) has produced ways (new and old) to think

about and deal with things like biological threats.  So, for example, within this

assemblage a relatively new mode of thinking has emerged which treats of

dangers in the world not solely through the lens of risk – that is, through

techniques of risk assessment and management, or through conceptualizations

utilizing statistical probabilities – but through frameworks of vulnerability as

well.
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It should be clear from the outset that assemblages are neither logical

extensions of what came before them, nor wholly new configurations of unique

elements.  The public health preparedness assemblage examined in this

dissertation has an empirically observable lineage, one whose practices can be

traced back to prior configurations and prior usages, but which also contains

novel elements and innovations as well.  The notion of the assemblage therefore

provides a second advantage: it offers a kind of flexibility of analysis which

mirrors the flexibility and fluidity of the constellation of elements that constitute

it.  As this dissertation takes some pains to illustrate, there are bits of the old and

the new in this assemblage.  The example given above of the use of risk and

vulnerability frameworks to understand dangers in our world is but one

indication that public health preparedness is neither a natural progression from

earlier “versions” of public health, nor has its emergence taken an entirely new

and unrecognizable form.

A final advantage of the concept of the assemblage, only mentioned in

passing here, is that it captures the sense in which this configuration of elements

is, or may be, provisional, temporary, or even un-stable at times (Rabinow 2003).

Assemblages, in other words, are not permanent structures or institutions, per se.

They come and they go.  Some solidify and crystallize into relatively more stable

configurations; others disappear as quickly as they arose.  It is neither the

intention nor the purpose of this dissertation to prognosticate on the viability of

public health preparedness as an assemblage.  There will, however, be a great
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deal of attention paid to some of the ways in which the actual practices of public

health preparedness, for example, as undertaken as part of the ill-fated Smallpox

Vaccination Program, have or have not aligned well with the ostensible

rationalities of preparedness.  It is to this notion of rationalities that I now turn.

The rationality of preparedness

A further distinction is necessary at this point to allay any potential

confusion over the use of the term preparedness.  Up to this point, I have been

speaking about public health preparedness as a fluid, but relatively coherent set of

people, things, and relations concerned with massive infectious disease

outbreaks of an intentional or natural kind.  I wish to set this usage of the longer

term, public health preparedness, in clear contrast with the notion of

preparedness.  As employed in this dissertation, preparedness refers to its function

as a political and technical rationality, or logic; that is, its operation as a mode of

reason that both defines and prescribes what is, as well as what should be,

thinkable and practice-able with respect to the problems it has taken up.  What

makes preparedness a political rationality is the sense in which it prescribes –

perhaps, proscribes as well – relations of power and the governance of conduct,

both between subjects but also between other edifices and sites of power

(subjects and the state, for example).3  As a technical rationality, preparedness

adheres to a certain logic, around which are innovated (or borrowed) ways of

                                                  

3 See, for example, Gordon (1991) for some conceptual explication of the term.
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thinking, certain procedures, and certain activities that are meant to satisfactorily

address the kinds of problems (“technical” problems, in the broad sense) that

arise as a consequence of its actualization or implementation.4

The defining element of preparedness for the purposes of this dissertation

is its orientation towards uncertain, yet potentially catastrophic futures. Its

concern is with dangerous possibilities that might arise from any number of

quarters, for which calculabilities and likelihoods, utilizing the standard

techniques for making such determinations, are not possible.  We cannot

calculate, for example, with any meaningful precision the likelihood that a

pandemic strain of avian flu will appear this year or next.  Similarly, we cannot

know in general terms who within a population would contract such an illness.

Much the same could be said about Hurricane Katrina, for example, the

appearance of which (and the effects from which) could not be assessed with any

degree of meaningful precision preceding the event, owing to immense uncertainties

and variability across a range of (virtually countless) “factors.”

Preparedness can be productively distinguished from another rationality:

insurance.  Whereas the concern of preparedness is with unknowable future

outcomes, the “technology” of insurance (Ewald 1991) – and the basis for both

actuarial science and the insurance industry itself – is oriented towards

calculable dangers and likely future states.  The central concept through which

                                                  

4 The specific meaning of the term “rationality” as employed in this dissertation is slippery.  Its
use here, for example, should be contrasted with Weber’s concerns with rationalization and its
goal-oriented characteristics: efficiency, calculability, predictability, etc.
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insurance operates is risk, a term which is not synonymous with danger, but

rather describes a mode for understanding danger according to rational

calculation.  Risk is generally assessed by an examination of past occurrences of

an event of interest across a population over time, followed by the introduction

of specific technical procedures to calculate the likelihood that such events will

occur in the future.  As such techniques are applied to events like illness, death,

“accidents” and other outcomes, it becomes possible to track them not only with

great accuracy, but increasingly within an ethical frame whereby rates of

incidence are deemed “normal” (or not).

Techniques to transform danger into risk have been linked to an array of

political aims.  As Ewald (1991) points out, the calculation of future probabilities

facilitated the ability of decision-makers across a spectrum of domains to target a

variety of interventions.  As discussed shortly, populations – and the conduct of

populations – could be arranged and organized in rationally optimal ways,

thereby creating an environment of security: that is, an environment in which

collective risk could be managed and distributed socially beneficial ways for the

purpose of fostering human well-being and health.  (Public) health programs, for

example, could be instituted according the risks that large numbers of people

faced.

The stabilization of these techniques through much of the 20th-century is

reflected in familiar forms.  Risk assessments and risk management emerged as

the dominant techniques through which the rational administration of
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government would be actualized.  But what of events and occurrences,

seemingly chance in nature, which were cropping up with increasing frequency

during this period?  What of the “chance” disaster occasioned by a spill at a

chemical factory?  Or the meltdown of a nuclear reactor?  Or the seeming

unpredictability of a terrorist strike?  What of a host of events which have

become possible (but not calculable) by virtue of the very advances and

characteristics of modernity itself, which have produced these technologies and

the social structures within which they are embedded (Beck 1992, 1999, 2002)?  It

is at this point that something like the limits of risk have been reached (Lakoff

2006).

With the advent of preparedness, a set of critical conceptual advances

seems to be taking place.  The incalculability of danger as risk presents those

who have taken up the problem of danger with a kind of pragmatic acceptance of

this state of affairs.  At its most vulgar, this has been embodied in the oft-

repeated phrase “it is not a question of if, but when.”  Such statements are

typically meant to produce a calculated affective response, which, it is hoped,

will lead to effective regulatory and legislative action.  What is more interesting

sociologically about preparedness’ embrace of pragmatic acceptance of future

events as that it has necessitated that new techniques, new forms of knowledge,

and new focuses of political and technical intervention be devised in order to

deal with those events.  One must realize, after all, that pragmatic acceptance by

no means implies an unmitigated surrender to the future.
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What, then, are these new social, technical and political forms?  Although

insurance and preparedness both make uncertain futures amenable to

intervention in the present, they operate in highly distinct manners.  Since

preparedness does not aim to calculate future (catastrophic) events, per se, and

therefore cannot work to prevent them, it must orient itself rather to an attempt to

mitigate the worst of their effects.  But how?  Generally, through two related

techniques:  through an assessment of weaknesses, termed vulnerabilities,  in

systems and infrastructures which, in the case of a catastrophic event, would

“fail,” thereby precipitating massive harm and damage; and through an

orientation towards various capabilities that can be brought to bear for “any”

contingency.  According to a strict, essentially theoretical reading of this

rationality, preparedness – with its orientation towards vulnerabilities and

capabilities – does not concern itself with the particulars of any given threat.  For

this logic to work, a tsunami, a chemical spill, and smallpox must be treated

similarly: commonalities are, and in some sense must be found amongst them in

order to a) examine how we are vulnerable to disasters and catastrophes, and b)

which capabilities need to be built out to address them.

Categories of understanding

This dissertation is also about a number of categories that help us make

sense of and order our world.  Two of those central to this project are time and

space.  It is about time in two regards: first, this dissertation addresses some of the

ways in which experts, legislators and other officials link the future and its
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dangers, or more appropriately, a set of “imagined” futures (and their dangers)5,

to the present; second, it is about exploring methods of linking the present with

the past by examining the emergence of preparedness as both an assemblage and

a political and technical rationality, each of which can be traced back in time – at

least in part – to previous, occasionally familiar instantiations.

This work is also about space for the central reason that preparedness

emerges and functions, whether in theory or in practice, at different kinds of

sites.  There is, of course, the sense in which sites are roughly akin to research sites

(introduced below).  Expanding the parameters for what can constitute a site,

however, permits one to think of the term in different kinds of ways.  Additional

sites of preparedness then become possible to think about, inquire into and

reflect upon.

For example, preparedness emerges and functions in thought; that is, in

thinking about problems (e.g., smallpox, or bioterrorism more generally) and

their solutions (e.g., a vaccination program, or a surveillance system), and about

the play of forces that permit certain of these to see the light of day (for certain

audiences) while others remain backgrounded, dismissed, or unthought.  A large

portion of this dissertation takes up the ‘problem’ of preparedness by locating it

in thought – in those spaces and discourses and practices where (typically

expert) reasoning is formulated and brought to bear in relatively systematic

ways, under certain empirically identifiable constraints and facilitating factors.

                                                  

5 The terms “imagined futures” and “imagined dangers” should not be taken to mean fictitious.
This is addressed in more detail in subsequent chapters.
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Preparedness also emerges in other, more familiar spaces.  Examples here

include political jurisdictions like counties, or states, or the country.6  In this space

of activity, preparedness acts to shape new linkages between these levels,

reinforcing certain relationships between them while forging others anew.  Over

and above this, however, preparedness has also quite successfully challenged

and remolded some of the very objects that provide a context for and anchor

these relationships, including for example, the state.  This study suggests that, at

least in the American context, the famous admonition of political sociologists to

‘Bring the State Back In’ is a prudent one.

Weber’s dictums on rationalization and bureaucracy find no better set of

exemplars than the organizations tasked with putting preparedness in motion.

Organizations, then, are yet another kind of site with which this dissertation

concerns itself.  It is here where people typically unfamiliar with the demands of

a nascent preparedness rationale operate in a space characterized by bureaucratic

processes, mission statements, professional competencies and norms, competing

budgets and operations manuals, trying somehow to put together preparedness

in practice.  As organizations have sought to shape both the debate and the form

of preparedness, an opportunity has presented itself to examine some of these

                                                  

6 Or, for that matter, the nation, which takes on qualitatively distinct sets of meanings relative to
the term country.  For better or worse, this dissertation has not examined the emergence of public
health preparedness from the angle of the nation (in the sense of national identities, national
memory, ideology, nationalism, etc.).  One has only to think for a moment about the ways in
which public health preparedness fits into a larger, rather ill-defined apparatus of homeland
security -- a point discussed in some detail below -- to see how nuances of nationalism,
patriotism, inclusion and exclusion, and sadly but conceivably, totalitarianism, are inflected in
the term, to realize the possibilities for critical inquiry in this area.
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processes in detail.  This dissertation has taken some preliminary steps in this

direction.

Finally, preparedness has emerged in an ethical space that enjoins subjects

to fashion new ways of thinking and acting about their relations to the body

politic and the multiple other social, political and economic contexts in which

they find themselves: as professionals/employees, as family members, as

experts, as citizens, as freely reasoning subjects, and as risk “accepters” (or non-

accepters, as the case may be).

Interrogating (public health) preparedness

Which bodies of knowledge, which reflections, in sum: which context(s)

might prove useful in an attempt to situate the study of preparedness or the

emergence of biological threats?  Several alternatives present themselves.  One

alternative might be to take up traditional sociological concerns and

problematics, such as inequality or difference, or perhaps social change as a way

to make sense of preparedness, including its operation and its effects.  A number

of pieces, prompted perhaps by the immediacies of September 11, 2001, have

done such work, including those which have enjoined researchers to examine the

dark underbelly of efforts to curtail bioterrorism and biological warfare

(Williams 2001, 2004).  Topics here have included the perpetuation of fear as a

driver of these efforts; increased efforts to institute a form of permanent

surveillance on and in society; and the perpetual state of war, and the
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appropriation of war and combat thinking, into those spaces (such as the body)

where the biological and the social meet.

From the discipline of history several compelling pieces have also

appeared, foregrounding yet another set of methods with which to take up the

problem of public health preparedness.  The critical tone of these pieces stands as

a reminder to readers that the dominant narrative describing “emergent”

infectious diseases – including diseases now posited as threats both to social

order and to regnant forms of government and the state – and the forms of

institutional activity and organization deemed necessary to counter them

provide only a partial picture in understanding their emergence.  Historian Nick

B. King, for example (King 2003, 2004), points out that preoccupations with

bioterrorism must be viewed in the context of a “worldview” and a discourse

which articulates emergent pathogens and diseases in the context of several

longstanding macrosociological processes: imperialism, globalization,

securitization.  He takes pains to track how particular actors and particular

strands of thought have circulated in various institutional contexts, describing,

for example, the “career” of “emergent” viruses and diseases as a collective

object that would blossom and attract allies as its existence diffused through the

mass media and the scientific establishment.  The successful “translation” (in

actor-network terms) of this object from the proverbial lab to the policymakers’

forum required that discrete actors take up the problem of emergent diseases in

such a way as to frame the relative magnitude of the threat as severe.
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Unquestionably, pieces of scholarship such as those briefly mentioned

here can and do provide a welcome contribution to any critical project focused

on public health preparedness or biological threats.  The questions are important,

and as Nick King points out at the end of one of his pieces, they take courage in

asking them (King 2003, p. 441).  Yet for all their worth, these are not the only

questions or critical angles to take on the subject.  Equally compelling inquiry

can, and perhaps must also come from quarters which take up these problems

through a set of methods, investigative techniques, and concepts generated for

the very purpose of examining the governance of life itself.7

Biopower and Security

A close inspection of the corresponding institutions, practices, functions

and aims of preparedness reveals a domain that is concerned with an ordering of

the world in terms of both health and security.  In this section, I wish to provide

some needed specificity to these terms, as their common meanings and

associations are inadequate for the kind of analytic project I have in mind.  To

accomplish this task, I turn to the work of Michel Foucault.  Foucault’s insights

into some of the relationships between health and security open a space for a

particular kind of critical inquiry – one that seeks to explore whether and how

preparedness – that is, its logic, practices, organization and aims – may mesh

                                                  

7 An acknowledgment here to the work of Nikolas Rose is apropos (Rose 2001, 2006).
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with contemporary articulations of biopower.  A corresponding aim is to

interrogate the notion of “security” according to Foucault’s use of the term.

Commentary abounds describing our contemporary moment as one

witnessing a convergence between health and security (Henderson 1999d;

CBACI/CSIS 2000; Tucker 2000; Chyba 2001; Frist 2002; Gorka and Sullivan

2002).  But what do these terms mean?  And what is their relationship

(becoming)?  Michel Foucault provides an attractive, if provisional set of

concepts and analytics which I believe shed important light on these questions.

Two concepts in particular stand out, biopower and security, and it is to these I

now turn.

In 1976, Foucault published La Volonté du Savoir, appearing two years

later in English as The History of Sexuality (Foucault 1978).  Buried within those

pages is a very short section which the author almost certainly did not anticipate

would take on a life of its own, setting the stage for debate and scholarship on an

international scale for decades to come.  In the section, “The Right of Death and

Power Over Life”, Foucault sketches out a formulation for the ways in which life

and death have been governed in Western culture, by whom, and with what

effects.  For centuries, prior to the 17th-century, life and death could be linked to

the privileges of sovereign power (a power that, of course, was present in various

guises across Europe).  At its most basic level, sovereign power, for Foucault,

was based in and perpetuated by the absolute right of the sovereign to decide life

and death.  He writes, “The right which was formulated as the ‘power of life and
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death’ was in reality the right to take life and let live” (ibid., p. 136, emphasis in

original).  Political power – what Foucault has termed the “juridical” form of

sovereign power – was in other words based in a kind of deductive dialectic: The

state, embodied in the form of the sovereign, could exist only by virtue of the

sovereign’s ability to take (deduct) life.  The sovereign’s exercise of the right over

life (as letting live) existed only as a kind of corollary or by-product of the ability

to take of life, or the refraining from the taking of life.

With the dawn of the classical age, Foucault argues that a new type of

power emerges, one that operates in parallel with, or as a complement to the

juridical model.  Rather than seeing the existence of life as the product of the

capacity to remove or eliminate it, life comes to be “governed” according to a

different logic.  Deduction, as the very pillar of sovereign and state power, makes

way for other forms and processes of governance.  “One might say,” Foucault

writes (Foucault 1978, p. 138), “that the ancient right to take life or let live was

replaced by a power to foster life or disallow it…” The key processes here, which

form the basis for Foucault’s notion of discipline, include the control, monitoring,

isolation, fixing, and distribution of individuals.  Individuals are embedded

within matrices of power (and relations with the state) in such a way as to be

ordered along certain lines (through the establishment of “modern” institutions

such as the prison, schools, the military, the family, etc.): their very bodies are

subject to control and optimization, their behaviors monitored (for deviance and

potential corrective action), their existence situated in relation to others.
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The result is the emergence of an enduring form: two poles of power over

life, constituting the foundations of biopower.  At one pole the target of power is

individual bodies, which are examined, scrutinized over, surveilled, pushed and

pulled according to the demands of extant political and economic demands:

order, regulation, efficiency, normality.  At the other end, operating in parallel,

the concept of the population emerges as the target of political intervention.  The

population, which arises as a result of technologies such as statistics and the

census, becomes the site for “species-life,” where biological processes such as

birth and death (rates), longevity, states of health, and the like, become both

problems in/for thought, and targets of governance through additional forms of

regulation.

As the 18th-century unfolds, history becomes characterizable through the

processes just described.  Life and death become increasingly regulated through

forms of power which facilitate their conditions, their enabling, and their

distribution.  Foucault’s eloquent words on these processes are instructive (ibid.,

p. 142-143).

… [T]hrough a circular process, the… development of the eighteenth
century… allowed a measure of relief from [profound] threats: despite
some renewed outbreaks, the period of great ravages from starvation and
plague had come to a close… [D]eath was ceasing to torment life so
directly.  But at the same time, the development of the different fields of
knowledge concerned with life in general, the improvement of
agricultural techniques, and the observations and measures relative to
man’s life and survival contributed to this relaxation: a relative control
over life averted some of the imminent risks of death… In the space for
movement thus conquered, and broadening and organizing that space,
methods of power and knowledge assumed responsibility for the life
processes and undertook to control and modify them.  Western man was
gradually learning what it meant to be a living species in a living world,
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to have a body, conditions of existence, probabilities of life, an individual
and collective welfare, forces that could be modified, and a space in
which they could be distributed in an optimal manner… Power would no
longer be dealing simply with legal subjects over whom the ultimate
dominion was wealth, but with living beings, and the mastery it would
be able to exercise over them would have to be applied at the level of life
itself; it was the taking charge of life, more than the threat of death, that
gave power its access… [O]ne would [therefore] have to speak of bio-
power to designate what brought life and its mechanisms into the realm of
explicit calculations and made knowledge-power an agent of
transformation of human life.

Biopower is, in other words, a field of ostensibly rational activities,

corresponding to emergent (and enduring) forms of knowledge, which attempt

to intervene into the vital characteristics of human life and existence.  But what

specific forms does it take, and how can we relate this to contemporary problems

of preparedness?

A key set of technologies contributing to the establishment of biopower

revolves around methods to know and understand individuals in the context of

collectivities.  I refer here to specific techniques which establish, order and

compare groups of individuals according to various, socially and culturally

meaningful dimensions.  As Ian Hacking and others have shown (Hacking 1975;

Daston 1988; Gigerenzer 1989; Hacking 1990), statistical techniques and related

practices were central in the establishment of populations as an object of inquiry

and intervention.  As one’s gaze is cast to the 18th- and especially 19th- centuries,

it becomes clear that populations are increasingly understood (and acted upon)

according to specific forms of knowledge.  Health itself becomes linked in some

sense to these techniques, as “localized” medicine and medical practices become

enmeshed within larger apparatuses of state- and “social” medicine (Foucault
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1997).  Understood in these terms – and not, for example, as society’s (necessary)

triumph over disease through progresses in science or social movements –

something like public health is born.  Individuals and populations, as two sides

of the same coin (that coin being a political object over which contestations,

struggles and power are exercised), come under a gaze with an eye towards

regulating them in an optimal, normalizing manner.

The specificity of techniques that operate on individuals and on

populations is something that Foucault pursued in greater depth through a

course of lectures at the Collège de France in 1977-1978, a course which saw the

introduction of the now famous concept “governmentality.”  These lectures also,

fortunately, specified a number of other terms with some relevance here,

including most importantly “security.”

It is important to state here at the outset that Foucault’s formulation of

security is not intuitively obvious, and it most certainly does not correspond

manifestly with mainstream discourses invoking the notion of, for example,

national or homeland security.  Foucault’s interest in security derives rather from

his observations of its functions in and on populations: it is specific techniques

and technologies, corresponding to specific political, social and economic

rationalities, which is at the heart of his thinking and writing.  That these

techniques and rationalities of security may (and in fact do) have some

resonances with national and homeland security is fortuitous, but it is not the

central point under discussion here.
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In typical style, Foucault sketched out the concept of security in contrast

with another of his concepts, discipline.  Whereas discipline is an apparatus

entailing the isolation, control and distribution of individuals, security consists in

techniques of observation, regulation and modulation of populations.  The

temporal focus of discipline is on the present: objects and individuals that are

“amenable” to control and reformulation.  Security, on the other hand, works

toward a future not through control, per se, but rather through redirection – that

is, through steering and guiding, or a kind of tugging and pushing on broader

constellations of objects, people and relations for which control is neither a

technically feasible nor politically desirable aim.  Its operation, in

contradistinction to discipline, is made possible according to a logic of

probabilities and likelihoods.  Future states, for example, of populations (their

health, their reproductive rates, their productivity) cannot be known with

certitude – while instituting (oppressive) measures of control in an attempt to

ensure specified outcomes would only act to produce radically new and

generally undesirable subjectivities and resistances.  Therefore techniques to

specify likely outcomes are necessary in order to establish the conditions for

further (security) interventions.  This presupposes a knowledge of people and

things according to their previous configurations, their present state, as well as

their potential futures.

This rather dense reading of Foucault’s work on security (and biopower)

sets the stage for a (necessary) discussion regarding how these concepts and
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analytics might be useful for the purposes of this dissertation.  Foucault, as he

was wont to do, abruptly ended his analysis of biopower and security at the 19th-

century, and provided no clear guideposts for researchers interested in taking up

his problematics.  This was, of course, intentional on his part.  We are therefore

left to wonder how and in what ways biopower operates today, if at all.

Formulated another way, the following problem presents itself: Does the series

“discipline-security” have a corresponding additional element, one that might

map (neatly?) onto our contemporary moment?  Does preparedness, as discussed

above, represent a break from the Foucaultian notion of security?  Are its

elements – its discourses, practices and logics – to be understood in these terms?

Can they be understood in these terms?

As this dissertation unfolds, I will make every attempt to engage with

these questions.  The reason why I will do so is that these questions matter.  If, for

example, something like a new form of biopower operates today, that means that

what it is that constitutes it (such as its truth claims and forms of knowledge) and

what its effects are, are almost certainly not being articulated within those

discourses that present something like preparedness as necessary.

Thesis

This dissertation contains two sets of theses.  The first includes the

following claims:  First, following on the previous discussion of biopower, we

find ourselves at an interesting juncture where previous articulations of and

between the domains of health and security are being challenged by new forms
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and new kinds of relationships.  In some senses, these relationships are

recognizable; that is, they are familiar insofar as the ties between these domains

have manifested themselves historically across several national contexts.  That

preparedness finds the domains of health and security intertwined is not, of

course, a novel or very interesting finding: health and security have been linked

in a variety of historical contexts.  However, the specificities of these

relationships in the present context is quite new and interesting.8  This

dissertation will make some inroads here, presenting data to suggest that

preparedness as a political rationality – let alone as an assemblage, which is quite

obviously new – does in fact reflect a new set of demands, generating, or rather

assembling and deploying, concepts, thinking, technologies, and the like, in

relatively distinct ways.

Second, because the rationality of preparedness exists in the context of a

problematic about uncertain and incalculable futures, one is left to wonder how

some kind of conceptual order can be placed on and around these exigencies and

contingencies.  Stated another way, since the future cannot be known according

to the dominant techniques for knowing (about) danger, a certain kind of work is

necessary to articulate its conditions and effects.  But what are some of the

characteristics of this work?  I argue here that part of what goes into ordering

                                                  

8 The relationships between the two, it should be noted, are not lopsided.  It is doubtful, for
example, whether security (of the homeland or national defense varieties) has trumped or
otherwise co-opted health, or the institution of public health, in this country.  The politics of fear
so easily tossed about as an explanation for current efforts in the US to address terrorist threats is
just one example of the type of analysis that this dissertation challenges.  At the level of both
discourse and (discursive and non-discursive) practices, one finds rather a reconfiguration of the
relationship between health and security that ‘privileges’ neither.
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danger takes place through the use of narrative and what I am calling the

“imaginery.”  The imaginery describes both a space and a strategy to articulate

elements of danger when empirical “facts” about these dangers are not

knowable.  Experts and others engaged in the work of (public health)

preparedness, including the articulation of what constitutes a biological threat,

tend to employ specific types of imagery, rhetoric and discursive content to

convey the elements of threat, but tend to base their claims on new forms of

knowledge as well as familiar tropes that resonate with constituencies and the

public.

My second thesis takes up the issue of method.  Specifically, I wish to

sensitize the reader to the form this dissertation takes, arguing that its somewhat

unconventional style may be construed as a type of “experiment” in social

science.  The thesis is that studies of emergence in our contemporary moment –

that is, the appearance of new and innovative forms of knowledge, and new

dispersions of elements which govern the relationship between people and

things – can be productively pursued through techniques of inquiry which

mirror, in some sense, the provisionality and ephemerality of the very objects of

inquiry themselves.  Although there are perhaps more holes and gaps in this

work than I should care to admit, I am convinced that the heterogeneous sets of

data, research sites, and analytic styles displayed in this work suggest at the very

least the promise of this type of approach in inquiries of this sort.  I ask the

reader’s indulgence as I provide a further set of statements on these issues.
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Experiment in Foucaultian analysis

As noted, this dissertation is an exercise in experimentation.  How?  Why?

The answer to the second question is the more straightforward one, and leads

somewhat circuitously to an answer to the first.  A peculiar, yet consistent

feature of this project may best be described with terms such as fluidity,

ephemerality, provisionality.  These are not terms that normally inspire either

confidence or conviction in readers – not to mention those readers who sit and

render judgment as part of a neophyte researcher’s dissertation committee.  For a

length of time greater than I wish to acknowledge, the thought that this

dissertation was ‘too spread out,’ too ‘all over the place,’ was haunting and

omnipresent.  Not only was the project all over the place, but the subject matter –

that is, the object(s) of inquiry – kept changing.  From bioterrorism preparedness,

to smallpox and the SVP, to public health preparedness, the trajectory of this

research had all the appearances of a runaway train, one able, even willing, to

jump tracks when the opportunity presented itself – no matter how fast the train

was going when critical moments of decision (stay on course vs. try a new track)

came.

By 2006, a transformation of sorts took place.  The transformation was

personal, but linked to this work.  Rather than view the project’s diffusion into

multiple terrains as a problem in the sense of being troublesome (and requiring

fundamental correction), its multiplicities, its lines of divergence, and its

expansiveness came to seen (by me) as a problem in the sense of being a
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“puzzle,” albeit a puzzle with neither clear solutions nor any indication that

solutions were the appropriate nor even possible endpoint.  Yet the existence of

this puzzle, or rather, the determination that the field I wished to examine had all

the appearances of a deeply complex puzzle was not, I recognized, unique to this

project.  That would have been a profoundly disappointing discovery after eight

years in graduate school.  Rather, as a consequence of several intervening

experiences, several of which are detailed in Chapter 2, I came to see – and this

was the central transformative experience – that the puzzles I was facing were

ones that needed to have the right set of questions posed before any possible

attempt could be made at the right solutions.

But what makes this work experimental?  Here I ask the reader to indulge

what will be the first of several seeming ‘digressions’ as an answer to this

question is formulated.  These digressions -- ‘detours’ might be a better word for

it -- are themselves part of the experiment; they require that the reader walk with

the author through the paths, some of which have been productive, others of

which have been dead ends, taken to gain (hopefully) some conceptual clarity on

the issues at stake in this work.

A good starting point to the question posed above comes by way of

referral to the work (again) of both Michel Foucault and Paul Rabinow, both of

whose work (and by chance and good fortune, professional collaboration with

the latter) has deeply informed this project in the sense of equipping it with
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useful concepts and a set of compelling ethical propositions about the conduct of

inquiry.

Foucault took pains to point out to his critics, typically through his

interlocutors, that the point of inquiry is not to have figured out in advance of

actually doing research which questions to answer – let alone what the answers

might be.  The point is rather to immerse oneself fully in the subject matter in

such a way that one might be able, after careful and studious inquiry, to begin to

formulate questions and sketch out what kinds of problems one is looking at

(Foucault 1991).  In so doing, one is able to put into effect a kind of intervention,

an intervention that consists in both engagement and reflection, but also,

returning to a point made above, self-transformation.  Foucault’s words on this

matter, taken from a 1978 interview, have been instructive and are worth

repeating here.

… An experience is something that one comes out of transformed… If I
had to write a book to communicate what I’m already thinking before I
begin to write, I would never have the courage to begin.  I write a book
only because I still don’t exactly know what to think about this thing I
want so much to think about, so the book transforms me and transforms
what I think…  I am an experimenter and not a theorist.  I call a theorist
someone who constructs a general system, either deductive or analytical,
and applies it to different fields in a uniform way.  That isn’t my case.
I’m an experimenter in the sense that I write in order to change myself
and in order not to think the same thing as before. (Foucault 2000, p. 240)

The subject matter of and for experimentation, it should be pointed out, is in a

very literal sense infinite.  Foucault’s archive, as the object of “archaeological

analysis” (Foucault 1966, 1994 [1970]) is a boundless one; as such, it requires,

again in a near-literal sense, boundless inquiry.  It follows, despite the diffusion
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of intensely useful information technology and an overabundance of very

effective caffeinated beverages, that we humans have physical limits on our

ability to access the infinite archive, to open it for critical inspection.  What we

select and how we might understand what we are looking at must, in some sense,

reflect an element of the provisional and the uncertain.  Our educated guesses

and assumptions about useful lines of inquiry – what to look for, where to look

for it, how to look for it – are circumscribed within any number of parameters, all

of which suggest that there exists – there must exist – a built-in tentativeness do

what we do:  Because we cannot examine everything, we must select – hopefully

in a reasonably informed manner – what we do examine.  In so doing, we make

decisions that, by definition, have a degree of arbitrariness and uncertainty built

in to them.  I can be neither positively certain that I am examining the proper

“nodes” of an archive, nor entirely certain that I have observed the nodes I do

select with perfect methodological veracity and acuity.  Foucault’s point,

however, is the more compelling one: nor do I want to.  Rather than reject, or at

the very least continually resist these ‘failings’ in one’s ability to conduct a

textbook research project, it seemed to Foucault that this is precisely what we

should embrace: provisionality, uncertainty, fluidity.  To do anything else, to

write or produce anything else, flirts with disingenuousness.  I have found this

argumentation convincing.
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Foucault produced a very effective set of interventions qua interventions.9

These interventions have had effects; they have caused a sizable number of

individuals in various institutional domains to think differently about our world.

For Foucault, the interventions he devised were to be seen as critical

interrogations of the past, but linked, quite importantly to the present in a certain

innovative sense.  His interventions – his “philosophical fragments in a field of

historical problems” (Rabinow and Rose 2003) – were undertaken with the

understanding that these were not to be ‘standard’ histories according to the

precepts of contemporary historiography.  These investigations were to be

understood neither as elements of a continuously unfolding history, nor as a

series of seemingly random events characterized by their discontinuity (Foucault

1998).  The next chapter addresses this point in more detail; the point here is

highlighted by Foucault’s emphatic claim in Discipline and Punish (Foucault

1977) that what he sought to do, contra the methods just indicated, was a history

of the present.

There is not much in Foucault’s interviews and other pieces which flesh

out the term in any great detail.  Provisionally, one might say that a history of the

present seeks to sketch out conjunctures of elements – thinking, objects, practices,

techniques/technologies, rationalities – which have previously assembled in

                                                  

9 To clarify:  Their effectiveness is impossible to evaluate in terms of whether they successfully
“worked.”  Such an exercise would run afoul of the logic of his interventions, which were never
meant to install a new regime of knowledge, a new theory to which we should adhere, or a set of
prescriptions for contemporary social and political change.  They were effective in the sense of
challenging extant thought in several intellectual domains, that is, by interrogating the limits of
what had and could be said about fields as diverse as madness and reason, medicine and medical
knowledge, sexuality, etc., and eliciting serious discussion about them in a sustained manner.
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such a way as to shape in a roughly stable manner a) knowledges, and the

conditions that allow certain knowledge to assume a certain form and gain a

dominant status vis-à-vis others; b) relations of power between subjects; and c)

relations of the self to the self, including the form that ethical injunctions take

which demand, coerce, cajole, persuade and steer individuals to see themselves

and others in certain ways, and act in certain ways.  For Foucault, this is not to be

seen as a search for the connections which seamlessly link the past to the present:

many of these conjunctures of elements, these “apparatuses” (dispositifs) to

borrow a phrase, the emergence of which Foucault typically located in the 17th

and 18th centuries, no longer exist or indeed exist in a different form today than

they once did.  The history of the present, in other words, is an exploratory, but

methodologically rigorous foray into the past, which seeks to locate elements of

an apparatus, certain remnants of which usually can be found today and which

can be called into question as to their effects.10

The substantive focus of Michel Foucault’s books never took up

contemporary problems explicitly.  As evidence, one might look to the time

periods for the subject matter of his major works, which never went past the

early 19th-century (and only rarely went even that far).  This was intentional.  It

was not Foucault’s intention to engage in an explicit diagnosis of the present’s

problems, although to be sure, he was acutely aware of and disturbed by an

                                                  

10 Rabinow (1999, p. 171), in laying out some preliminaries to his outline of an anthropology of
the contemporary, has made the following remarks on the history of the present:  “Minimally,
one can say that it is (a) diagnostic of a current problem, (b) primarily genealogical in its
elaboration, [and] (c) not focused in its substantive discussions on contemporary instances.”
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assortment of them – and profoundly disappointed with the field of Marxist,

phenomenological and existential diagnoses being foisted on the public as useful

critique.

In contrast, the work of Paul Rabinow has sought to engage precisely with

the contemporary, employing (and innovating) the tools of the critical social

sciences – human sciences in his lexicon – and, for lack of a better term,

“marrying” some of anthropology’s disciplinary concerns, and failures, to those

of Foucault – including the questions made possible by the latter’s work.

Rabinow has taken seriously his friend and colleague’s decision to interrogate

Kant’s reflection on Enlightenment, a reflection that Foucault saw as a sketching

out the limits and possibilities of “the present” by way of seeing the

Enlightenment as an Ausgang, a “way out” of “immaturity” in the use of

autonomous reason.

For Rabinow, Foucault’s restatement of Kant’s central problem in the

latter’s text, “Was ist Aufklärung?” has provided a point of entry into the space

of linkages that connect the present with the past: “What difference does today

make with respect to yesterday?” (Foucault 1984).  That question has allowed for

a critical rethinking of questions about who we are, how we are to understand

ourselves and others, and how we are to act.

Whereas previous inquiry had taken up these kinds of questions, it had

done so typically by positing them in the context of presupposing some greater

or higher truth (God, metaphysics, universal reason, etc.).  Could it not be
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possible to put forward questions like these by distancing oneself from the need

for immediate truths or powerful judgments?  Could it not be possible to

acknowledge that these questions can be posed in the context of their

“singularity”; their emergence at a specific, identifiable historical moment, one

with its own demands, its own conditions of possibility for thinking about the

world and the problems to which human activity is addressed?  And in

achieving this, could it not be possible – indeed, is it not necessary – to inquire

into the history of the present through the employment of what Foucault called

an “ethic of discomfort?” – in other words, an ethos of inquiry which exhorts one

“never to consent to being completely comfortable with one’s own

presuppositions.  Never to let them fall peacefully asleep, but also never to

believe that a new fact will suffice to overturn them; never to imagine that one

can change them like arbitrary axioms, remembering that in order to give them

the necessary mobility one must have a distant view, but also look at what is

nearby and all around oneself” (Foucault 1997, p. 448)

Rabinow’s work (e.g., 1999, 2003; Rabinow and Dan-Cohen 2005) has

largely adhered to this ethos, and has resulted in a form (and formulation) of

inquiry to which this present project owes a great deal.  In the epilogue to French

DNA (Rabinow 1999), Rabinow sketches an outline for an innovative mode of

inquiry, an anthropology of the contemporary, which is both informed by

Foucault’s work, but is in many ways quite distinct from it.  This is a mode of
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inquiry that is, to be sure, informed by history, but which takes as its starting

point the present.  What does this mean?

For Rabinow (as for Foucault), the present is neither an inevitable result of

the past, nor a particularly robust predictor of the future.11  It is, rather,

fascinating in its own right as a moment where “new forms emerge that catalyze

a new mode of existence, a new assemblage, one that makes things work in a

different manner and produces and instantiates new capacities” (Rabinow 1999,

p. 180).  According to Rabinow, resort to the usual catalog of ways of

understanding our present, utilizing such categories as Culture, Society, or even

Theory, is to explain away precisely that which is most remarkable: the very

manner in which these things, these assemblages (“Forms/events”) manage to

operate and function and produce effects.  But proper inquiry is not mere

description; it involves a sophisticated ‘tracing back’ of practices, discursive and

non-discursive, to various rationalities and logics which have emerged in the

past.  As I discuss in the next chapter, a number of theoretical and

methodological tools can be brought to bear on these assemblages with the hope,

to be sure, of casting new light on them.

Overview of chapters

The main outline of the project has now been presented: public health

preparedness has now been contextualized, the theses of this work postulated,

                                                  

11 Think, for example, of the statement that prisons arose as a natural and appropriate response to
threats to the sovereign state by criminals; or that socialism will emerge out of capitalism.
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and elements of a Foucault-inspired experiment laid out.  For this chapter, there

remains only some introductory remarks on what is to be expected in the

remainder of the dissertation.  As just mentioned, the next chapter elucidates a

number of theoretical and methodological concerns that have given shape to this

research.  The chapter, chapter 2, is lengthy.  At the risk of sending the reader far

down a path or paths with no seeming end, I would ask that she or he consider

the following, namely, that any and all attempts to separate out theory and

methods into discrete units have proven futile – a point I will elucidate further a

few pages hence – and that the very core of this work, if it can be described at all,

can only be put into words if the very experiences I myself have undergone are

made part of the story I am trying to tell.  The reader will therefore find a wide

array of theoretical formulations, reflexive accounts, and methodological issues

examined in the next chapter.  I do not know if this “theory/methods” package is

successful as an integrated whole; I leave that for the reader to decide.

This dissertation tracks some of the ways in which public health

preparedness has been thought about and put into practice at diverse sites.  At

these sites, one finds multiple modes of organization, multiple imperatives to act

in certain ways, and an array of strikingly different perspectives on ways to think

about and put into place mechanisms to address the broad set of problems posed

by infectious diseases and other large-scale public health threats.  Chapters three,

four and five correspond with each of the three research sites I studied for this

project.  In line with this project’s aim of producing an experimental work, I ask
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the reader to consider these chapters as “interventions” – experimental ones –

each of which takes up a different problem or object(s) of inquiry and attempts to

work through the data to different ends.

Chapter three focuses on the specific formulations of biological threats at an

oft-understudied site for sociological research: the US Congress.  In particular, I

take up some of the ways in which biological threats have been characterized in a

number of Congressional committee hearings, particularly in the period prior to

9.11, when biological threats were really beginning to crystallize as problems

requiring solutions in the halls of Congress.  Following on Niklas Luhmann’s

notion of first- and second-order observation, outlined in some detail in the next

chapter, I analyze Congressional hearing transcripts in order to sketch out some

of the salient distinctions employed by both legislators and experts as they

communicate the dimensions of an “emergent” threat.

Here I will introduce policy narratives, arguing that these related set of

methods are not only appropriate for the data under consideration

(Congressional hearing transcripts), but in fact necessary for the proper conduct

of this kind of research.  It is through narratives, I will argue, that experts and

policymakers are able to shape a matrix of problems and solutions in such a way

as to provide a compelling vision, or what I will call an “imaginery,” of the

world we live in.  Yet rather than emphasize the performative aspects of expert

advice-giving as such (see, e.g., Hilgartner 2000), or dwell on the communicative

difficulties or intractable differences between expert and lay knowledges in the
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context of public policy debates, I will instead highlight the (method of) mapping

of narratives in the political/policy-making domain.  The hope here is to

underscore the importance of narratives and stories as integral to the formulation

of the imaginery of anthropos, or the human, at the nexus of a select set of health

and security discourses.

Chapter four provides the reader with a concrete example of genealogical

analysis in taking up the case of the ill-fated Smallpox Vaccination Program

(SVP).  The SVP, which by most accounts is considered the second instantiation

of public health preparedness in action (the first being the even more ill-fated

response to the anthrax attacks of 2001), is a curious event, eminently worthy of

study in its own right by virtue of the considerable controversies attending it.

For my purposes, the SVP provides a window onto a set of practices and logics,

including vaccination strategies and especially the formulation of vaccination

strategy recommendations, which need some attending to.  The reasons for this,

and the reason why the SVP is an illustrative case, is that all the debate, all the

controversy, and all the wrangling that accompanied whether or not, and how, to

vaccinate individuals and groups of individuals was undertaken for a disease

that does not “exist.”  As a naturally occurring disease, smallpox was eradicated

from the face of the planet nearly three decades ago.  There are have been exactly

zero cases of (known) smallpox in this period.  However, with the specter of

bioterrorism beginning to loom around the mid- and especially the later 1990s,



36

smallpox was once again viewed as a danger, and eventually a bona fide national

security threat.

Chapter four examines some of the salient issues that experts and

policymakers had to face as they began to grapple with smallpox’s potentialities.

The focus is on the thinking that was brought to bear on smallpox.  This should

not be confused with an examination of individual, or even collective mental

processes; the reader will find no orientation towards the mind or the brain or

the (social) psychology of danger or risk perception.  Rather, the kind of thinking

I have in mind(!) has its roots in Foucault’s notion of problematizations.  My

discussion of these points in Chapter 2 paves the way for a study of smallpox

and smallpox vaccination thinking along these lines.  My analysis of the data will

lead to the formulation of diagnoses about smallpox vaccination thinking and the

SVP, and will lead to some of the stronger claims found in this dissertation,

amongst which include my assertion that the SVP was not a preparedness

program.

In the final chapter, chapter five, I switch gears rather abruptly.  Having

had the good fortune of receiving a federal grant for the study of local

bioterrorism preparedness efforts, I present the results of my study.  If the reader

was just beginning to get comfortable with genealogical analysis by the end of

chapter four, chapter five’s employment of “traditional” social scientific methods

of data collection and analysis (through interviews and grounded theory) might

appear out of place.  I therefore remind the reader that the incongruity between
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these methods opens up a space to experiment with them as part of a larger

project seeking to articulate certain forms of inquiry with others.

Chapter five reports on fieldwork I undertook with public health

(preparedness) officials in five counties in California.  I draw on interview data

and some observational data in presenting findings related, first, to the notion of

“dual-use” public health activities, and second, to aspects of “the public,”

including ways in which the latter is conceptualized by these officials.  The dual-

use logic, which describes activities that can provide both “regular” public health

benefits (e.g., for common infectious diseases) as well as benefits for rare or

potentially devastating public health crises (such as bioterrorism or pandemic

influenza), certainly has quite some political appeal as a cost-effective public

health strategy and logic.  However, its implementation in practice is

conditioned and in some sense heavily constrained by several structural factors,

which in their totality suggest that public health preparedness is “just” another

public health innovation, rather than an element of an emergent (preparedness)

rationality.  As for the public, the chapter takes up the sundry ways in which it is

conceptualized and, to borrow a constructionist phrase, produced.  Here as

elsewhere in the dissertation I hone in on the ways in which public health

officials – first-order observers as I call them, following Luhmann – make

distinctions in their conceptualizations of this public, such as “public-at-large”

versus a population represented by key community leaders.  I endeavor to

illustrate these and related distinctions along several salient dimensions, with an
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orientation towards the ways in which local public health preparedness efforts

construct the very public(s) they are attempting to serve.

I conclude this dissertation with some general remarks that flesh out some

of the theses presented earlier in this chapter.  Ultimately, in reflecting on the

findings in this dissertation as well as its very form as a specific kind of

intellectual project, I argue for continued engagements utilizing experimental

methods in fields marked by fluidity and emergence.
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CHAPTER 2 – THEORY/METHODS

Introduction

Which tools from the sociological toolkit are appropriate to begin an

investigation of biological threats and public health preparedness?  And given

sociology’s heterogeneities and multiple perspectives, which toolkit has the

appropriate tools?  Which theories are germane?  Are these more along the lines

of social or sociological theory?  Which methods are called for?

Whereas much scholarly work tends to make rigid distinctions between

theory and methods, this project has been undertaken with the blurring of these

boundaries in mind – or perhaps more accurately, it has become clear over the

course of these investigations that rigid distinctions between the two cannot be

maintained.  Behind this lies in the inadequacies with which a positivist (social)

science, which demands a firm separation between theory and methods, can be

brought to bear on the kinds of problems and questions this dissertation project

has foregrounded.

As discussed in the last chapter, the study of the contemporary is rigorous

but not rigid; it seeks to play precisely on the messiness of the real human world

without recourse to reductionist or overly simplistic models describing how we

will behave.  Consequently, much of what constitutes “theory” in this

dissertation has more the flavor of social theory than strictly sociological theory –

the latter referring either to propositions deduced from general, universal laws

or inductively derived theory (from which to make generalizable, valid
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predictions of social behavior) based in systematic empirical study.12  Yet even to

cast this chapter as an excursus of relevant contemporary social theory runs the

risk that it comes across as a totalizing statement of our contemporary moment.

Scholars such as Ulrich Beck and Anthony Giddens, who have dared to proclaim

the defining features of the era in which we live, have achieved a level of comfort

with pronouncements of this sort.  I have not.13

Instead, this chapter seeks to engage with statements about our

contemporary moment, our contemporary condition; to bring them forth so as to

unpack them, speak about them, critique them, and challenge them.  To see

where and how they resonate, and where they fall flat.  These are provisional

engagements, what Foucault has called “game openings” (Foucault 1991); they

are meant to explore and prod and produce thinking on topics of contemporary

relevance that move beyond explanatory and predictive models.  The positive

function of such an endeavor is one of relentless questioning, and it is eminently

familiar to critical social scientists: how did what I observe come to be the way it

has, and not some other way?  How did this alignment of objects, materials,

                                                  

12 As I discuss below in some detail, even “grounded theory,” a widely used technique for
qualitative analysis, is employed only selectively in this work (specifically in the analysis of some
interview data).
13  See, for example, Giddens (1990, 1991),  Beck (1992), and Beck et al. (1994).  Barry et al. (1996b)
have commented on this as follows: “The remarkable rebirth of so-called ‘grand theory’ in Britain
and America in recent years has seen the formulation of numerous ambitious theses about our
world, its nature, its pasts and its futures.  In this style of work, the social theorist becomes a kind
of philosopher manqué, retaining the armchair proclivities of the philosopher, yet adding a frisson
of empirical observation, usually of a ‘historical’ order.  Perhaps the key category has been that of
modernity.  Modernity takes on the status of a comprehensive periodization: an epoch…”
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people, institutions, discourse, practices and subjectivities constitute itself in such

way, with such and such effects?

In light of these comments, this chapter is presented as a theory/methods

package.  Writing the chapter in this way allows for a more judicious explication

of the ways in which “theory,” understood here as conceptual schemes and an

“interpretive analytics” (Dreyfus and Rabinow 1982), feeds into but is also

informed by formal techniques of empirical inquiry and investigation

(understood traditionally as “methods”).  It is a calculated move aimed at

producing what Paul Rabinow has termed modern equipment – that is, concepts

and tools to advance our inquiry into “anthropos,” the human (Rabinow 2003).

Theory and theorizing

The basic theoretical question this chapter takes up is: What makes a thing

a problem?  This is a question that is, of course, overly vague in its present

formulation.   As such, an array of theoretical propositions might be put forward

as appropriate starting points to try to tackle it.  To keep the question

manageable, this chapter will hone in on sociology’s varied contributions to the

issue of social problems.  Specifically, the discussion will center on debates within

sociology as to whether the appropriate focus of intellectual inquiry lies in

studying the problems themselves or the ways in which claims are made in

articulating the existence and extent of the social problem at hand.  After

critiquing these positions, I discuss in some depth Dewey’s related concepts of
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thinking and inquiry, shifting subsequently to Foucault’s notion of

problematization.

Having presented the reader with a relatively dense set of theoretical

material related to problems and problematization, I encourage the reader to

peruse Appendix A, which diverges somewhat by way of a detour into

experimental writing.  The section will trace the history of this dissertation

project by examining the ways in which the research and the researcher have co-

evolved in the last several years.  The impetus for this special section lies,

ultimately, in the observation that the project as it has turned out and the project

as initially conceived are two entirely separate endeavors.

Whereas early formulations of this work centered on the organization of

local emergency medical services during times of disaster and crisis – and later

bioterrorism – subsequent iterations would take up the problem of public health

preparedness.  Unfortunately, the proper conduct of science (social or natural)

holds that both the path of the researcher and the trajectory of the research are

subsidiary to reportage of a study’s Findings and Conclusions.  Consequently,

reflections on changes over time in research design, methods, and objects of

inquiry is a task typically left undone in dissertation research, despite a trend in

the last few decades in the critical social sciences to take up “reflexivity” as an

integral component of such work.  Yet because reflexive scholarship has often

remained centered on the autobiographical trajectory of the researcher, there

exist few compelling scholarly accounts that have been able to trace in “real
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time” the complex and changing interrelationships between the researcher, the

research process, and the objects being researched.  This appendix, a kind of first-

person ethnographic account of the multiple trajectories and demands of this

research, will be such an attempt.

In any event, a proper discussion of methods immediately follows the

section on problems and problematizations.  Here I will discuss the work of

Niklas Luhmann.  Specifically, I introduce his notion of first- and second-order

observation, which describes a particular method of engagement with the social

world based on distinctions that observers make.  In particular, I discuss 2nd-order

observation as the principal overarching methodological framework for this

study.  I then turn to an overview of specific methods employed to collect and

analyze data at each of this project’s three research sites.

Problems and problematizations

A central question that this dissertation poses has to do with how a thing

(like smallpox, for example, or infectious diseases more generally) comes to be

understood as a specific kind of problem.  Why is this central to this work?

There are several possible reasons.

At an immediate level, one might look to the issue of smallpox, which

prior to the mid-1990s was virtually absent from public health and national

security discourses, yet which by the late 1990s and especially after 9.11 became a

major concern both within and outside government.  In observing this trend, an

analyst might feasibly wish to pursue an explanation for it.  An expert working
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on issues related to security or terrorism, or public health for that matter, could

begin to address this question by examining various political trends, scientific

and technological developments, intelligence information (presuming one had

access) and the like, in order to come up with a plausible account for why

smallpox has become the problem it is today.

On the other hand, one may choose to focus on the sundry social

processes which have collectively constructed the issue of smallpox as a problem

requiring some kind of response.  So rather than look at political developments

in, for example, Russia or Iraq, such an individual might look at the politics

behind the constitution of an expert committee established to give advice on

issues of bioterrorism here in the United States.  Or perhaps one would focus on

the ways in which various mass media have portrayed infectious diseases like

smallpox, and draw inferences about how this may have fuelled the collective

imagination – and collective fears – about the dangers of the disease (see, e.g.,

Joffe and Haarhoff 2002; Washer 2004; Nerlich and Halliday 2007; Quah 2007).

Taken together, the issue of smallpox is thereby transformed into a question of

how it is formulated and presented as a problem  through empirically observable

social processes, which in the examples just given are seen to occur within the

political machinery of Washington and the institution of the mass media.

Just as one might come to understand the emergence of smallpox (or

bioterrorism or infectious diseases) in the terms just described, one may also take

up the issue of preparedness as a problem.  Certainly for those who have been
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tasked with – or who see themselves as tasked with – responding to infectious

diseases, or terrorism, or security threats more generally, the issue of how to do

so may be formulated as a kind of problem, or set of problems, to be solved.

What operational elements are necessary to ensure that a jurisdiction like a

county, or the nation, or a population, is “prepared” (loosely stated) for whatever

it might encounter?  Which administrative functions and capabilities must be put

into place, modified or enhanced in order to achieve some acceptable level of

preparedness?

And similar to the comparison offered with respect to smallpox, a critical

social scientist, a journalist, or even a curious citizen, might wish to look at

preparedness as a problem by examining the salient “factors” that constitute it.

Such an investigation might reveal that a public health agency, emergency

healthcare providers, public safety personnel and emergency/disaster services

officials all mix together in some peculiar way, or perhaps fail to do so, in trying

to achieve this thing called preparedness.  Finally, another study of this problem

might seek to understand how representatives from each of these domains

constructs the problem at hand through the claims it makes, in this case about

preparedness.

These brief formulations are indicative of a fundamental distinction in

sociology in which what is real about a problem is distinguished from either a)

knowledge about how the thing has come to be perceived as a problem (e.g.,

through identifiable social processes), or b) claims which are made about a
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problem from various quarters.  In the next section, I take up a sizable strand of

thinking and theory within the discipline of sociology in its attempts to grapple

with these issues.

Social problems

The discipline of sociology has taken up the “problem” of social problems,

as it were, with some vigor throughout much of the twentieth century – although

nascent formulations were in works prior to this (Schwartz 1997).  Some degree

of conceptual confusion has accompanied the concept, which is in part the

product of shared terminology in colloquial and academic contexts, and in part

the result of shaky ontological foundations.  So, for example, there exist in the

contemporary world poverty, violence, racism, homelessness, and the like – not

to mention infectious diseases and terrorism – and for very good reasons these

have come to be seen, in the everyday use of the term, as problems akin to what

sociologists call “social problems.”  In other words, they are problematic to

individuals and groups who experience their effects, as well as to those who may

not experience them directly, but their impact is felt by many to some degree.  In

this sense, a social problem takes on a (rightly deserved) negative connotation;

that is, it becomes a problem insofar as it is evaluated (explicitly or not)

according to some set of moral criteria or norms, which thereby opens it up to

some kind of collective intervention.  Sociology has generated some language

and conceptual tools to understand social problems along these lines.  As Joel

Best (2004) has observed, “Typically… sociologists [now] define social problems
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as harmful social conditions that become a focus of concern and an object of

reform efforts.”

Yet what on the surface appears fairly straightforward, namely, a set of

issues which are generally considered to be socially problematic in one way or

another (like homelessness or terrorism), has in fact proven highly contentious

amongst the discipline’s practitioners.  Critics of this approach to the study of

social problems contend that to understand them in this way is to embrace an

indefensible objectivist position.  Best (2004, p. 15) has noted that an objectivist

stance consists in the assumption that “conditions can be recognized as social

problems through the application of some objective standard for measuring

harm, [and] that they share some identifiable qualities that fit the definition.”  In

other words, such a position presupposes that there is some objective

phenomenon of the real world that, with the right tools and the right conceptual

apparatus is accessible to knowledge; it is or can eventually be made knowable

by virtue of its manifest existence in reality.  Social problems exist independent

of knowledge about them.

As functionalist orientations within sociology waned in the decades after

mid-century, realist and normative assumptions that were built into objectivist

framings of social problems came under increasingly withering attacks.  Whereas

in the early 1960s, the discourse of social problems was one of discrepancies

between “socially shared standards” and actual collective behavior (Merton

1961), by the 1970s the study of social problems, as one element in a larger
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movement calling itself “social constructionism,” had begun radically

transforming itself.14

Constructionist approaches to social problems have come to dominate the

field for the last several decades.  The classic statement was presented by John

Kitsuse and Malcolm Spector in a few seminal pieces (Kitsuse and Spector 1973;

Spector and Kitsuse 1977).  These authors took exception to extant formulations

of social problems as problems real-unto-themselves, insofar as statements about

social problems invariably referred to invariate forms of those problems,

irrespective of the methods used to understand them.

For Kitsuse and Spector, the study of social problems in this fashion was,

despite any personal or professional intention to the contrary, intellectually

dishonest.  Rather than maintain a narrow view of the social contexts in which

and from which social problems arise – whereby objectively identifiable social

conditions can be elucidated as central contributors to, or causes of, already

conceptualized social problems – these scholars proposed to study social

problems as the product, or construct, of knowledge claims made about them.

Central to this new approach, and in line with the emergence of a strong

program of social constructionism, the work of Kitsuse and Spector focused on

the interpretive practices of individuals in society, as they make sense of what

they see as a (social) problem of some kind or another.  One might note in

passing the affinities of this approach with symbolic interactionist thought, and it

                                                  

14 On social constructionism, the locus classicus (at least with respect to its initial formulation) is
Berger and Luckmann (1966).
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should be remarked that Herbert Blumer took up the issue of social problems in

some detail in his work.15

Kitsuse and Spector’s principal argument is that the study of social

problems should entail the study of “putative” (as opposed to “real”) conditions,

which are articulated as such by virtue of salient arguments made about them –

arguments which are themselves the product of empirically delineable social

processes worthy of study.  For these authors, it is these two related aspects of

social problems, namely, that they are constructed through social processes, and

that they are claimed to exist through the employment of a set of rhetorical

practices, which must become the center of further empirical work.  So, for

example, if one was to study terrorism as a social problem, one would zero in on

various groups’ claims about terrorism, and try to delineate out the social,

political and institutional contexts in which these groups are embedded.  In such

a way, one might be able to fashion an account of how discourse around a given

object (in this case, terrorism) has been shaped, thereby illustrating that what

makes the problem real is only accessible to knowledge through a study of who

                                                  

15 Although Blumer’s (1971) work on social problems is often acknowledged in pieces which
review the history of (the study of) social problems, the article is not afforded the status of
“seminal” or “groundbreaking” in the way that the K&S pieces are.  This is curious insofar as it
explicitly argues, some two years prior to the first K&S piece, against the objectivist position in
the understanding of social problems.  As with much of Blumer’s work, it is a beautifully (if now
somewhat outdate) written piece.  Here is an excerpt: “Social problems are not the result of an
intrinsic malfunctioning of a society but are the result of a process of definition in which a given
condition is picked out and identified as a social problem.  A social problem does not exist for a
society unless it is recognized by that society to exist.  In not being aware of a social problem, a
society does not perceive it, address it, discuss it, or do anything about it.  The problem is just not
there.  It is necessary, consequently, to consider the question of how social problems arise.
Despite its crucial importance this question has been essentially ignored by sociologists…” (ibid.,
p. 301-302)
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is making definitional claims – in which institutional contexts – about the

conditions of its existence.

For the last several decades, the vast majority of qualitative work on social

problems has been firmly situated in the constructionist camp.  Such a pattern

might suggest that the discipline of sociology has effectively achieved a kind of

closure or stability with respect to its theoretical approach(es) and methods

employed in the study of social problems.  Yet such an assertion would be

inaccurate.  Although it is now something of a commonplace to assert the utility

and propriety of social constructionist accounts in sociological studies (whether

of social problems or some other area), it is clear that even here, in the study of

social problems, the discipline’s practitioners have not been able to disentangle

themselves from wider, longstanding debates.

Without delving too deeply at this point, one of the more protracted

tensions within sociology, namely, having to do with what is considered the

appropriate mission and methods of the discipline, manifests itself in no small

measure in the field of social problems research.  Succinctly stated, there is still

the issue of whether positivist/objectivist (usually quantitative) or

interpretivist/constructionist (virtually always qualitative) approaches are the

correct ones in the study of social problems – although to be fair the kind of

mudslinging that occasionally makes news within the general profession is not

typically present in the subfield of social problems.
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A glance through several volumes of the principal journal for sociological

studies for social problems (entitled “Social Problems”) illustrates that the

methods and approaches utilized within the subdiscipline are largely generated

within a positivist framework in which robust explanatory and predictive

models are the primary goal.  In contrast to this, many of the field’s major

treatises and books (even textbooks) are qualitative in nature, having been

written by eminent authors such as Joel Best, John Kitsuse, Malcolm Spector,

Donileen Loseke, George Ritzer, and others – all of whom have been central in

the development of the constructionist approach to social problems.16

Exemplars of scholarship

An example may be useful at this point to illustrate some of the

differences in the treatment of social problems accorded by positivist and

constructionist scholars.  I have selected two works that purport to examine a

particular set of threats, and organized responses to those threats.  One work, by

Nella van Dyke and Sarah Soule (Van Dyke and Soule 2002), seeks to account for

variation in the number of patriot/militia organizations across the United States

through an examination of changes in certain structural factors, any of which

may produce “threats” of various kinds (social, economic, political, etc.).  The

other work, by noted disaster studies scholar Robert Stallings (1995), addresses

the seemingly curious paradox by which the threat of devastating, even

                                                  

16 See, for example, Kitsuse and Spector (1973), Ritzer and Stark (1986), Loseke (2003), Loseke and
Best (2003), and Ritzer (2004).
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catastrophic earthquakes in the US tends to receive relatively little attention by

policymakers, government agencies or the public.  To do this, he focuses on

various arenas where the problem of earthquakes is formulated; that is, where

claims about the problem are made, negotiated, debated, and disseminated.

The piece by Van Dyke and Soule is very much in line with familiar

positivist, objectivist social science, which is typically concerned with the

formulation of explanatory or predictive models describing relationships

between a priori given phenomena.  The authors’ aim is to suss out factors that

account for variation in the number of militia organizations in the United States,

thereby providing a form of explanation for this social phenomenon.  These

factors are the product of what the authors call “structural transformations,” and

are related principally to economic restructuring as measured by changes in the

numbers of extant manufacturing jobs as well as gross changes (greater/fewer)

in the number of family farms in a given state.  After considering relevant

structural sociological theories of social change, the authors hypothesized that at

least one form of social process, termed “reactive mobilization,” might be

explainable as a function of three kinds of emergent (structural) threat: political,

economic and demographic.

The authors’ employment of the term threat is based more in colloquial,

everyday usage, as opposed to a rigorously articulated (and therefore defensible)

conceptual construct.  For example, threats in the political sphere are equated or

defined, roughly, as the perception of disagreeable policies.  In other words, a
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reigning government passing a law not to one’s liking produces a political threat.

Similarly, economic trends such as employment possibilities in a given region

are, if considered unfavorable, understood as economic threats.  Finally, changes

in the constitution of a population’s ethnic makeup by virtue of, for example,

immigration are understood as posing a demographic threat.  Across all of these

spheres, it appears that threat acts as a kind of proxy, or even a synonym, for

social change.  For the authors, the focus of the intellectual inquiry is on how

these forms of threat might account for observed differences in a particular

outcome, in this case: numbers of militia organizations (thought to arise in

response to these threats).

It is clear from the article that the presence of patriot and militia

organizations is considered a priori a social problem; it is a thing to be explained,

and presumably to be addressed through subsequent public policymaking.  How

it is to be explained is, of course, very much a function of how it can be explained

according to the constructs employed to do so.  The authors employ quantitative

techniques, which enable sophisticated counting practices and knowledge to be

generated therefrom.  But counting of what?

As mentioned, the underlying thrust of the argument presented by the

authors – that specific structural transformations (presenting “threats”) accounts

for what is observed – is dependent on a related (quantitative, statistical)

methodological concept: variation.  To make sense of how threats operate to

produce a collective social response (i.e., militia formation) requires, in this case,
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that there exist observable differences in numbers of organizations between

states.  All these terms are underlined to reflect how knowledge of threats and

responses (as social problems) is organized, and to sketch out the limits, or

better: the parameters of this knowledge.  Understanding patriot and militia

organizations as a social problem is accomplished by understanding variation in

their numbers by state as a product of “countable” social-structural changes.  The

social problem is thereby explainable, and predictable, and perhaps

“controllable.”

Quantitative techniques employed in the service of positivist knowledge-

production are, of course, commonplace in the social sciences.  In many regards,

both the scope and the utility of the knowledge produced in such endeavors is

impressive; it would be injudicious and probably a gross strategic error to take

up an absolutist stance against any and all quantitatively-oriented social science

on the basis of, say, an ideologically-based objection (or revulsion!) to it.

With respect to the Van Dyke and Soule article, one should be very careful

in dismissing it outright, as many qualitative researchers may be inclined to do

on the basis of its lack of explicit critical focus.  In fact, the article quite clearly

demonstrates powerful linkages between economic structures and opportunity,

with the formation of largely extremist organizations.  Moreover, it provides

some good evidence in support of previously discarded “strain theory”

approaches to understanding individual participation in more radically-oriented

social movements (whereby psychologically-induced stresses compel



55

consideration of and participation in social movements).  This is theory-building

par excellence, whether or not it is compelling intellectually.  It is a reasoned

argument based on solid data and the employment of largely “validated”

analytic techniques.  It is, moreover, critical to the extent that by highlighting

relationships between economic structures and the emergence of radical social

movements, it deemphasizes rhetoric, discourse and ideology (alone) as prime

movers of radical action.

A critique must therefore keep much of this in mind, moving away from

immediate or reactionary positions against quantitative methods or positivist

projects.  One might feasibly wish to inquire, for example, how we would

understand either a) the nature of various threats posed by different structural

transformations; b) the analytic utility of incorporating threats into an

explanatory/predictive model; or c) the emergence of patriot and militia

organizations, if the key outcome of interest, differences in numbers of groups,

showed little variation.  Had the 50 states reported roughly the same numbers,

then the project to understand militia groups as a variable dependent on another

variable would fall apart.  Yet there would still be a need to understand the

emergence of militia groups.  Variation is only one element in a larger set of

emergent processes.  This is neither a trivial critique, nor a straw man argument.

It is precisely in the emphasis on variation of outcome (as a function of variation

in “factors”) that knowledge of a social problem exists in this framework.

Although it is highly unlikely that we could or will live in a world without
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variation, for example, in the numbers of social movements across state lines, it is

a peculiar feature of the conceptual tools employed (and not the empirical world,

per se) that knowledge is generated the way it is.

A second critique, related to the first, takes issue with relentless academic

obsessions with causes and effects, and with their weakly veiled statistical

proxies: associations and correlations.  There is most certainly some utility in

teasing out relationships between economic trends and militia group trends; one

way to go about doing this would be to “test” whether, statistically speaking,

chance could possibly account for differences in outcomes.  But one must not

conclude from this either that by detecting a statistical linkage between variables,

one has generated a rigorous, thorough, and satisfactory account of emergent

processes, or that causes (or their proxies) are necessarily the most useful

information for the study of any given phenomenon.  A convincing argument

can be made that other forms of inquiry may be more appropriate in many cases

– ones that do not reduce the complexity of human existence to numbers, and

then rely on the findings to guide public policy and discourse.  To the extent that

one might wish to explain how a problem becomes a social problem, it seems

more plausible to examine the kinds of thinking, institutions and practices that

literally transform it into such an object.

*     *     *     *     *

In the second of two pieces that I will review, Robert Stallings makes a

respectable effort in precisely the direction just mentioned.  In a work entitled,
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Promoting Risk: Constructing the Earthquake Threat, Stallings (1995) displays

scholarship very much in line with dominant qualitative methodologies and

analyses so prevalent in social problems research.  What the author wishes to

understand is why earthquake threats are not treated as social problems, even

though it is acknowledged that a large-scale temblor centered in a large

metropolitan area could cause massive, catastrophic damage, death and injury.

In contradistinction to the article just reviewed, the Stallings piece rejects the

notion of an a priori threat of earthquake(s), thereby challenging the notion that

these kinds of threats (as well as other forms of “natural” disaster) are given

social problems.  For him, as for many scholars doing qualitative social problems

research, earthquake threats are not at all given; rather, they are accomplished (p.

193).  But how?

The subtitle of Stallings’ book is a signpost to readers indicating that the

earthquake threat – that is, knowledge about the possibility of an earthquake

occurring and causing harm – is an achievement based in specific practices.  For

the author, these practices are largely rooted in the claims-making activities of

various actors, who are able (to one degree or another) to articulate the nature

and extent of a particular set of problems through the employment of specific

rhetorical and performative techniques.

Stallings, utilizing a precise definition of the term, argues that “[c]laims are what

people say about risk in an attempt to increase awareness of a putative condition
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seen as harmful, and to promote action to change that condition in some way”

(ibid., p. 22).

He emphasizes two aspects of particular import.  First, (interesting)

claims-making activity occurs in a public setting, which suggests a performative

component central to its existence (and success).  Knowledge is – or perhaps,

needs to be – shaped and communicated publicly in such a way as to be seen as

more or less convincing, specifically according to socially acceptable, even

preferable, forms, techniques and practices.17  Second, there is an element of cause

or rationale of a putative condition; in other words, the articulation of a problem

simultaneously produces – even requires, in some regards – ways in which to

understand how the problem came to be, thereby opening up a space for the

third aspect: processes by which something can be done about the problem at

hand.

By emphasizing claims-making activity, the author denaturalizes the

given-ness of the object of risk.  This approach opens up the possibility of

studying the social, institutional and political contexts in which claims are

generated.  With respect to earthquake threats, these contexts are several and

varied.  Stallings casts a wide net in mapping the institutional actors engaged in

                                                  

17  Typically, the more credible and accepted claims reflect a greater degree of institutional
authority and credibility, a requirement that often translates into a preferred form of scientific
expertise (see e.g., Epstein 1996), for a wonderful treatment of this issue in the context of
knowledge about HIV/AIDS).  Moreover, credible claims are typically generated according to
Western cultural precepts, loosely stated, of reason and rationality; cogent arguments are
consequently based in a quasi-formulaic system of elements, in which statements are made about
problems and solutions, with “appropriate” evidence or argumentation employed by claims-
makers in a supporting capacity.
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claims-making activities.  These are grouped according to their place in any or all

of various “establishments,” “arenas” and “domains.”

The earthquake establishment, according to Stallings, is comprised largely

of experts engaged in claims-making activity in one of three distinct national

arenas: expert panels, Congressional hearings and the national media.  It is in

these spheres that experts actively promote the earthquake threat; that is, where

the work of “selling” the phenomenon as a threat is most effectively undertaken,

and where claims are in their most effective circulation and distribution.  The

author’s employment of the term “establishment” is intentional, and effectively

connotes an assemblage of experts, not dissimilar in structure to an oligopoly,

capable of governing and shaping the lion’s share of earthquake threat discourse

in the US.  He found, for example, that the bulk of authoritative earthquake-

related claims-making activity between 1964 and 1992 was generated by 22

people – a kind of “Who’s Who?” of earthquake risk promoters, according to the

author (Stallings 1995, p. 58).

The crux of Stallings’ work revolves around the claim that not only is the

earthquake threat socially produced, but its rather lackluster take-up by the

public is also a social accomplishment.  His work calls attention to the enterprise

of earthquake threat production, a congeries of interested actors who, for various

reasons, have a fairly strong hold on how knowledge about earthquakes gets

produced, and an equally strong grip on the shaping of policy alternatives.

*  *  *  *
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It is almost twenty years since the publication of Hilgartner and Bosk’s

seminal piece in the American Journal of Sociology on social problems

(Hilgartner and Bosk 1988).  Entitled “The Rise and Fall of Social Problems: A

Public Arenas Model”, the article took issue with a central tenet of interactionist

(i.e., constructivist) social problems theory, namely, the conceptual imagery

employed in describing social problems as following “careers” or trajectories.

This “natural history” approach to social problems, the authors argued, may

have made sense in the context of qualitative sociology focused on “naturalistic”

methods (e.g., (Schatzman and Strauss 1973)), an approach which developed in

part as a response to dominant East Coast functionalist and quantitative

sociologies of middle and late post-war periods.  For the authors, however, a

rigorous examination of social problems tended to yield social processes to

which the conceptual tools of natural history could only be partially (and

inadequately) applied.

A more judicious approach, they argued, was to be found in an

acknowledgment that competition and struggle characterize the processes by

which social problems crystallize in the public sphere.  In other words, it is by no

means given that social problems can or will adhere to a given trajectory; it is

nowhere codified that the early stages of a social problem (career) have a certain

set of features and characteristics, while later stages are more “advanced” or

“progressed.”  Rather, to the extent that discrete stages do form and can be

identified as such, they tend to appear as the product of contingent conflicts –
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that is, struggles which arise out of an immediate (and not universal) set of

circumstances, and which could go one way or another.

One of the major strengths of the Hilgartner and Bosk article lay in the

authors’ recognition that the sites of contestation and struggle over various

issues range across a number of institutional domains.  The sites in question, as

they put it, were to be understood as “arenas of public discourse and action,” an

intriguing if overly broad concept which, strangely, is introduced somewhat

haphazardly insofar as one gets no clear sense of the kinds of boundaries which

might delimit a given arena.18  Although the authors were not systematic in the

presentation of public arenas, they did provide examples of them, which

included: newspapers, foundations, Congressional committees and non-profit

organizations.

The crux of the authors’ analysis lies in their discussion of how these

domains act to shape public debate and facilitate the very possibility (let alone

success) of social problems.  They noted six processes or themes which

characterize public arenas.  The first two are essentially covered by the notion of

competition (amongst) social problems in specified environments.  This was

briefly mentioned above.  Additional structures and processes to mention

include, for example, the “carrying capacity” of various arenas – that is, that

which is specific to each arena, and which enables only a finite number of social

                                                  

18 There is, in fact, no explicit discussion of public arenas qua arenas; that is, no explication of the
analytic utility of the arena model.  There is, however, an oblique reference to the work of Bucher
and Strauss (1961) towards the end of the article.
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problems to remain in the public domain at a given time.  For the authors,

capacity is understood in a rather literal sense: newspapers have a carrying

capacity to formulate and/or distribute information regarding social problems,

which is directly a function of, for example, the size of the newspaper -- and

indeed, the size of the newspaper’s print columns!  Congressional hearings,

moreover, are sites for the generation and contestation of social problems only

inasmuch as there is time on the schedule to hold hearings for them.19

The extent to which “officially certified ‘facts’” are coupled with “vivid,

emotional rhetoric” – and whether the most effective formulations of social

problems are honed into “slick, little packages” (whatever that might mean) – is

of course an empirical question.  It seems to me the authors are overgeneralizing

by characterizing social problems in this manner; no doubt some social problems

in the US and other national contexts have materialized in this way, but the

preponderance of them?  In any event, the issue of drama and performativity

does seem to have some relevance, as one of the informants of this study

pointedly indicated (Congressional staffer #1).  These concepts will be brought

further into play in the next chapter, in reviewing a number of Congressional

committee hearings related to biological threats.

In addition, Hilgartner and Bosk point to the “principles of selection”

which characterize the processes that govern the emergence of successful social

problems.  In line with one of the authors’ later works (Hilgartner 2000), the

                                                  

19 The authors would certainly acknowledge that what gets on the agenda is equally, if not more a
function of other factors as it is of scheduling availability and capacity.
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article focuses on the elements of drama that are put into practice in the

formulation and negotiation of social problems.  Again, there is an element of

familiarity that resonates in their discussion of drama – something that seems

intuitively to make sense in the contemporary context (and something to which I

shall return in pages to come) – yet it comes across in a rather vague and

generalizing way.  An extended passage conveys this:

Typically, those who present social problems to the public have an
agenda; they are soliciting people to perform some specific action… The
huge number of competing solicitations places a high premium on
drama, encouraging operatives (actors/agents) to cast social problems in
dramatic and persuasive terms.  An appearance of common sense and
plain truth is important in this casting; “cold, hard facts” and an image of
technical expertise become powerful resources for constructing
authoritative presentations.  Thus, in social problem claims, officially
certified “facts” are coupled with vivid, emotional rhetoric…  Operatives
work to fit social problems into slick, little packages that crisply present
issues in authoritative and urgent tones… Simple, dramatic problem
formulations are more likely to survive competition.  Stock explanations
that draw on widely shared, stylized “political myths” are likely to
triumph over sophisticated, subtle analyses. (Hilgartner and Bosk 1988, p.
61-62).

There is much to be recommended with respect to constructionist-oriented social

problems theory.  The general insights it provides regarding the ways in which

problems in this world come to be socially constructed has proved highly useful

in countering the tendencies of overbearing, empirically devoid functionalist

accounts of social problems.  It is of singular importance that scholars have been

able to interpret an array of societal processes, tracking the ways in which these

have morphed – typically through active intervention by, and conflict within

various social groups – into societal problems requiring active solutions.
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Realist critiques, as well as broader criticisms that defy pigeon-holing,

have only been nominally successful in taking on constructionist positions (see,

e.g., Hacking 1999, for a further discussion on this point).  The two camps, of

realist-oriented studies of social problems, and constructionist-oriented studies

of the ways in which problems are framed as such (or come to be defined as

such), seem only rarely to engage in dialogue with each other directly.  This

appears especially to be the case as one looks at realist scholarship on social

problems: in general, there is simply no discussion of the ways in which what is

being analyzed as “the problem,” like for example the rise of militia groups, has

come to be viewed as such.  Constructionist studies at least nominally aim for

such an outcome.  But only nominally.

My general critique of how sociologists have tended to treat social

problems is therefore as follows.  Both realists and constructionists seem to be

caught in a trap which requires that they always address the ontological status of

a problem.  For realists, this is largely a non-issue: problems are real.  But that,

alas, does not address any of several critiques that always accompany such a

statement: How does one know a problem is real?  On what basis can a claim be

made that a problem is real – in other words, that something exists in the world?

Is knowledge not a product of ways in which we produce knowledge about the

world, knowledge which is conditioned by our backgrounds, our resources, our

institutional, social, economic, and cultural contexts?  Is knowledge not
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perspectival?  Maybe militia groups are not a problem to me, or to many people

(perhaps like me).

Social constructionists find themselves in an equally frustrating situation.

Whether or not claims about social problems are linked to “actual” problems, the

logical extension of the constructionist argument is that ultimately it is the claims

(including who is making them and how they are made) which matter.  I do not

find this argument satisfactory.  To state that the focus of inquiry should be on

claims-making alone is to concede, ultimately, that the foundation on which

those claims rest is unimportant.  My sense on this matter is that a deeper type of

sociological inquiry is possible, one that interrogates a) not only the “positive”

content of a claim (i.e., the field it is covering, constructing, articulating), but

what falls outside it (what is excluded, what is unthought, what is impossible);

and b) the convergence of practices and discourse which have made these claims

possible.  Ultimately, my claim (!) is that critical constructivist accounts of what

constitutes social problems are not critical enough: they ask how a problem has

come to be, but only at an immediate level and typically with little reference to

what made them possible.  To push some of these ideas a bit further, I turn again

to Foucault, whose work on the notion of problems provides additional useful

tools.

Thinking and problematizations: Dewey and Foucault

Man is a thinking being. The way he thinks is related to society, politics,
economics, and history and is also related to very general and universal
categories and formal structures. But thought is something other than
societal relations. The way people really think is not adequately analyzed
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by the universal categories of logic.  Between social history and formal
analyses of thought there is a path, a lane - maybe very narrow - which is
the path of the historian of thought.

-- Michel Foucault, giving an interview at the University of Vermont in
1982 (Foucault 1982).

This development of a given into a question, this transformation of a
group of obstacles and difficulties into problems to which diverse
solutions will attempt to produce a response, this is what constitutes the
point of problematization and the specific work of thought.

-- Michel Foucault, interviewed by Paul Rabinow in 1984 (Foucault
1997)

Recall that a central question for this dissertation – perhaps the central question –

asks how preparedness arises both as a set of specific responses to problems

posed by bioterrorism, infectious diseases, and other public health crises, and

how this assemblage, this rationality, helps to shape and formulate the very

problems it seeks to address.

One inroad into the problem of formulating problems is by way of an

inquiry into thinking; that is, the processes by which problems are situated in

thought.  Pragmatist scholars, for example, have taken up this issue with some

rigor.  One of the most compelling writers on this topic is John Dewey, whose

works in philosophy, education, social psychology, art, and politics has rightfully

situated him as one of America’s finest and most erudite scholars.

For Dewey, a problem has its origins in the real world; that is, one filled

with situations that can be characterized as “unsettled,” messy and uncertain.

What Dewey means by this is that our experience in the world often consists in

being faced with situations that have a complexity and “unfinished-ness” (my
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term) about them which falls outside the scope of routine, “un-“thinking habits.

We are often faced with having to figure something out.  In immediately being

presented with, i.e., experiencing such a situation, Dewey argues that we initiate

a process he calls inquiry.20  The process of inquiry is a fascinating one: it is, in

essence, functional.  Situations experienced and perceived as problematic require

a kind of resolution.  Hypotheses are generated for why some situation is the

way it is – in other words, aspects of a situation are formulated as a problem to

be solved – and as inquiry and thinking move forward, potential solutions

present themselves as feasible.

My argument here is that the topics for this dissertation, public health

preparedness and biological threats, can be feasibly and productively engaged

with through the kind of lens that Dewey and other pragmatist have crafted.

The messiness of the real world, one that presents to us people who are ill or who

may become ill, and who may do so by virtue of either an intentional act or a

“natural” cause which causes people to become ill, can be thought of as a

situation, or a series of situations, for which thinking and inquiry become

necessary.  It seems to me that a kind of “sense-making” goes on, in which this

(problematic) situation requires that some order be put to it – some way of

sussing out the “indeterminacies” (Dewey’s term) of a problem in order to make

it more determinate, more controllable (Dewey 1922).

                                                  

20 “Inquiry,” Dewey writes, “is the controlled or directed transformation of an indeterminate
situation into one that is so determinate in its constituent distinctions and relations as to convert
the elements of the original situation into a unified whole” (Dewey 1938, p. 104-105).
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In our present moment, these formulations may not seem all that novel.

What is new or interesting about figuring out problems and controlling them?

Of course, in the first decades of the last century, this formulation was relatively

new as Dewey, but also Charles Peirce and William James, put their minds to the

practical characteristics of how we operate in specifically social contexts.  The

larger point, however, is that critical social scientists have not generally taken up

this view of biological threats and public health preparedness as problems that

have been transformed essentially into outcomes.  In other words, these are the

product of relatively structured processes of thinking and inquiry which have

attempted to give shape to the instabilities and uncertainties of (potential)

disease and (potential) disturbances to national and homeland security.

If the concerns of John Dewey, as of Peirce and James, related to thinking

took individuals as their units of analysis, we are left to make sense of possibilities

for thought beyond that which is accomplished by the knowing, thinking subject.

Although such practices are clearly undertaken by individuals – for example, a

CDC official, a public health expert, or a legislator in Congress – this project does

not seek to uncover any given individual’s thinking process, either as a matter of

one’s subjective experiences, attitudes and beliefs about how things are or how

they should be, or by reference to cognitive or psychological processes, even if

these should eventually manifest as problems to be solved.

While Dewey (similarly) maneuvered away from these concerns, he and

his pragmatist counterparts and colleagues nevertheless focused virtually the
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entirety of their work (in the area of thinking, that is) at the level of the

individual.  In contrast, this dissertation recognizes the individual – in this case,

active, speaking subjects engaged in the work of public health and law-making–

as in some sense a product of the various domains of knowledge(s) and practice

they inhabit and draw upon.  Given this, a question arises: How is thinking

undertaken outside, or beyond, the subject, and how can this be connected to the

formulation of problems and their possible solutions at what might be called the

“extra-individual” level?

As I hope to show in this section, Michel Foucault’s work on

problematization offers one possible way to precisely this.  To arrive at the notion

of problematization, the following section will take some time to trace a number

of tensions which Foucault identified in mid-century social and philosophical

theorizing, which, once articulated cleared a space to create new modes of

thinking.

Despite equivocations and claims to the contrary, Foucault wrote history.

Or perhaps more accurately, Foucault undertook investigations which implicate

history.  Well-known topics which he examined were wide-ranging: madness,

medical knowledge, techniques of discipline across a range of institutional

settings, government, sexuality.  His reasons for taking up these themes varied

over time, and were undoubtedly linked with his personal biography and the

changing social and political contexts, especially in France, of the 1960s, 70s and

early 80s.
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It would be fair to say that a main driving force behind his efforts lay in a

profound sense of dissatisfaction with several strands of intellectual work

dominant in mid-twentieth century Western thought -- work which had its roots

in philosophical thought stretching back centuries further.  That dissatisfaction

revolved around what Foucault saw as related, intellectually dangerous

movements – movements which foreclosed the possibility of critique and

ultimately, freedom.  Foucault’s interlocutors and other expositors of his work

have tended to identify a number of interrelated movements with which his

writings have engaged (Dreyfus and Rabinow 1982; McHoul and Grace 1997).

These include structuralism, the history of ideas, Marxism and subject- or

meaning-oriented phenomenologies.

Although Foucault had been accused of developing a method of inquiry

in his earlier works (Foucault 1988 [1961];  1994 [1963]; Foucault 1994 [1970])

which had several of the signs of the very method he was challenging –

structuralism – serious scholars have acquitted him of any egregious hypocrisy.

Structuralist thinking, which had already begun to fall out of favor in certain

circles prior to Foucault’s interventions, took as its focus the uncovering of the

underlying universal constituents of human thought; that is, the rules or laws

that govern possible configurations of a given world’s “basic elements,” such as

concepts, actions and classes of words (Dreyfus and Rabinow 1982, p. xvi).

Under this schema, structures obviate or preclude the possibility of meaning.
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Human activity is rather guided by pre-figured rules that provide no opening for

meaning-making activity.

Several terms familiar to contemporary relativists and social

constructionists stand out.  The related notions of uncovering and underlying

presuppose that there exist, a priori, objective features or schema which both

correspond and give shape to (in the following sequential order) language,

thought, and practice, and that such structures are hidden; they are neither

readily apparent (to the untrained eye) nor are they possible to discern through

invariably distorting subjective meaning-making and interpretation.  It is in this

latter sense that these rules and laws are understood to be universal – they exist in

an essential, invariate form.  They are beyond interpretation in the sense of a

subjective, and therefore variable rendering of that which constitutes them.

The term, constituents, finally, must be understood in the context of

dominant social scientific practice, which at the time especially demanded a

rigorous adherence to the logic of reductionism.  Such a logic, rooted in an

increasingly dominant natural science discourse, describes a way in which to

define an object in terms of the parts that, in their combination, constitute it.  For

sociologists in the mid-twentieth century, a potent metaphorical image of the

organism was typically employed to describe the functional necessity of these

parts to the whole to which they belong.  Following a long line of thinkers,

stretching from Comte and Spencer to Durkheim and later Parsons and Merton,
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reductionist thinking of this sort proved central to the logic of what sociologists

understand to be structural-functionalism.

Whereas Foucault, especially in his later works, was inclined to distance

himself from his project of theorizing discourse, thereby exonerating himself

from claims that he was a closet structuralist, he was consistent throughout his

career in rejecting utterly structuralism’s theoretical opposite: phenomenology.

One of his major critiques for which he is now well-known was leveled against

Hegel’s phenomenological system, an approach which will be subsumed in

discussion here under the related notions of idealism and the philosophy of

history.  These objections were targeted towards three elements in particular.

The first of these refers to the driving force of human history, which Hegel

located in an ever-present human spirit, or Geist.  It must be emphasized that this

Geist is not extraworldly – Geist does not carry the inflection of meaning of one

of its English translations: Ghost.  Rather, Geist in this sense refers to a shared

spirit based in the mind, which although not realized in its totality (as universal

reason), nevertheless acts to drive human history towards its realization.  In

other words, for Hegel, there has existed a form of universal reason, imbricated

in the Geist, which has wended its way through human history.  As history

unfolds, it must do so both according to the logic, one might say, of human

reason, and in motion towards it.

The manner of history unfolding is very much a structured affair, in two

senses.  First, it is structured according to Hegel’s famous dialectic, which posits
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that history proceeds within a triadic structure of thesis-antithesis-synthesis.  An

oft-cited example of this dialectic progression refers to the French Revolution as

thesis; the “Reign of Terror” immediately thereafter as (the necessary) antithesis;

followed by the establishment of a democratic state.21  Second, this unfolding is,

as a consequence of its perennial dialectic structure, based in the evolution of

sequential stages of history, each of which are increasingly congruent with the

human spirit and the requirements of human reason.  Taken together, these

constitute the “continuist” character of history; i.e., history as a series of relatively

seamless stages, driving towards the apex of human reason.

Related to the continuism of history is its progressive nature.  This, the

third element of Hegelian phenomenology and the philosophy of history to be

presented here, refers not only to continuous stages in history, but to their

existence as marked by an element of qualitative improvement, betterment, and

superiority over previous stages.  The all-too-familiar notion present in extant

scientific and political discourse about working towards the attainment of a final

truth – be it scientific or civic (political) – hinges on this notion of progressivism;

that is, the idea that the human condition is inexorably improving as the progress

of reason (enacted through the development of cutting edge sciences and

technologies, as well as increasingly enlightened political and social policies)

                                                  

21 Marx’s formulation of this same period took as thesis the period of rule under the French
monarch, Louis XVI; antithesis as the French Revolution; and synthesis as the period of imperial
rule under Napoleon.
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replaces less satisfactory, less “true” knowledge and practice with improved

ones.22

This foray into diverse strands of Western philosophy, social theory, and

ultimately method, brings us to a point where Foucault’s concept of

problematization can be most fruitfully discussed, and further, to elaborate the

utility of the concept for this project.

Problematization, as a concept, arises at a particular nexus.  This nexus is

the point where extant modes of inquiry in Western thought reveal untenable

inconsistencies.  For Foucault, neither rule-bound systems determinative of

structures of thought and praxis, nor theories and associated practices

privileging (to a greater or lesser extent exclusively) the subject as the originator

of meaning, lead to an adequate understanding of the peculiarities – the

“singularity” in his terminology – of discrete events and their relations in a social

and historical field.  Moreover, the conduct of inquiry, as Foucault showed, runs

into serious difficulties if it adheres to a method that searches either for

underlying truths just below the surface of what is given (for example, in

discourse), or for explanations that fit into a logically prior schema, in which

                                                  

22 In the context of this dissertation, a Hegelian read of our present moment – and one that has,
incidentally, been uttered quite frequently – would be one in which advances in morally
legitimated life science endeavors find their (necessary) antithesis in the fact that such endeavors
can, and therefore will, be co-opted by those interested in unleashing its powers for nefarious
purposes.  The synthesis of this series, and therefore the logic that guides an understanding of it
and what to do about it, would consist in the inevitable triumph of (again) morally legitimated
right and reason: a new era in which advances in the life sciences would preclude the possibility
that harm or hurt could occur through the misuse of that very knowledge.
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what is observed is a kind of inevitable consequence of the condition(s) which

preceded it.

What then is the task of inquiry?  Foucault’s answer was to carry out lines

of research that he would describe as the study of “systems of thought – even

going so far as to name (and later regret naming) his chair at the Collège de

France as the History of Systems of Thought.  It is here that Foucault presents an

instructive formulation, one with resonances of Dewey and perhaps other

pragmatists, in which he describes a co-constitutive relationship between thought

and we he termed problematizations.  Rather than viewing thought as the

necessary activity that results in the solidifying of a given set of problems –

something akin, perhaps, to constructivist accounts of the emergence of social

problems – Foucault takes the tack that thought is a kind of reflexive distancing

process, one which allows one the very possibility of positing questions (and

possible solutions) about ones own actions, their meaning and their aims

(Foucault 1997).

But if neither structures, nor signs, nor conscious intentions “will”

thought into existence, how does it arise?  It is here that Foucault’s thinking most

closely parallels Dewey.  In an interview with Paul Rabinow shortly before

Foucault’s death, he points to the conditions of its emergence into a field of

problems, conditions which on the whole act to “instigate” – a better word might

be “agitate” – thinking about the obstacles, blockages, irritations and instabilities
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with which one is confronted in the conduct of one’s practice(s).  An excerpt

from this interview is instructive.

Actually, for a domain of action, a behavior, to enter the field of thought,
it is necessary for a certain number of factors to have made it uncertain, to
have made it lose its familiarity, or to have provoked a certain number of
difficulties around it.  These elements result from social, economic, or
political processes.  But here their only role is that of instigation.  They
can exist and perform their action for a very long time, before there is
effective problematization by thought.  And when thought intervenes, it
doesn’t assume a unique form that is the direct result or the necessary
expression of these difficulties; it is an original or specific response – often
taking many forms, sometimes even contradictory in its different aspects
– to these difficulties, which are defined for it by a situation or a context,
and which hold true as a possible question.

Continuing on, Foucault writes:

But the work of a history of thought would be to rediscover at the root of
[diverse] solutions the general form of problematization that has made
them possible – even in their very opposition; or what has made possible
the transformations of the difficulties and obstacles of a practice into a
general problem for which one proposes diverse practical solutions.  It is
problematization that responds to these difficulties… it develops the
conditions in which possible responses can be given; it defines the
elements that will constitute what the different solutions attempt to
respond to.  This development of a given into a question, this
transformation of a group of obstacles and difficulties into problems to
which the diverse solutions will attempt to produce a response, this is
what constitutes the point of problematization and the specific work of
thought. (Foucault 1997, pp. 118-119, emphasis added).

For Foucault, the key elements in this formulation include the specificity, the

“locality” one might say, from which thinking arises and to which it applies

itself; and, equally as important, its contingent character.   Specificity in this

instance refers to that aspect of a problematization which is oriented towards the

immediate demands of a given situation, and not (in other words) the result of

broader historical trends or invisible forces.
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With the concept of problematization now sketched out, the task for the

remainder of this dissertation lies in sketching out the contours of various

problems as they were constituted in thought and in practice across a number of

institutional sites.  The most important element of this analysis therefore

becomes one of problematizing the emergence of biological threats and public

health preparedness.  One aim will be to illustrate the central axes of these

problems, highlighting how key institutional actors and entities gave shape to

these notions by virtue the discursive elements available to them.  Another aim

will be to hone in on “real-time” collective thinking about a particular kind of

problem, in this case for a disease (smallpox) that exists only in the context of its

future potential.  Finally, there is the issue of tracking the problems posed by

preparedness in specifically local contexts.  All of these will be discussed in

greater detail in the next section on specific methods.

Methods

This section presents a detailed account of the methods employed in this

dissertation research.23  In what follows, I have attempted to make choices that

balance relevance with thoroughness, and, additionally, that occupy a space

between the demands for an institutionally acceptable language and format, and

                                                  

23 I encourage the reader to refer to Appendix A while reading the methods section.  It provides
the reader with a detailed account of how contingencies in the trajectory of the research have
informed both theory and method choices.  Through the employment of various experimental
writing techniques, I demonstrate that to speak of this dissertation’s trajectory implies in actuality
three discrete, but highly intertwined trajectories: that of the research, the researcher, and the
problems the research project is seeking to address.
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the necessity (as I see it) to seek after new modes of writing as a way to facilitate

methodological thinking.

The remainder of this chapter proceeds as follows.  I begin by laying out

the case for a method that, in a certain sense, takes up where the notion of

problems and problematizations left off.  If the case has now been made that

these, in fact, are the central objects of this study’s inquiry, there still remains the

task of finding a method that can “capture” (I use the word advisedly) their

formation and formulation.  To this end, I will introduce an important

component of the work of German sociologist, Niklas Luhmann, whose notion of

first- and second-order observation (and observers) was given its sharpest, most

concise form out of his work on risk and danger.

Following this, I present, essentially, the research design of this project in

its “final” form – in other words,  in its latest and in essence stabilized iteration.

Here I discuss in some detail the familiar elements of sociological methods,

including several salient aspects of data collection and, of course, data analysis.

Although some overlap is inevitable, to the extent possible methods for the three

data chapters are discussed separately.

Preliminary remarks

The central theoretical task of this dissertation has been introduced: how

are certain types of problems constituted in thought and acted upon.  How

should this task be undertaken?  Which form(s) of inquiry can access, engage
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with, and speak to the formulation of problematizations that operate in a field of

risk and danger?

There is a temptation, indeed even an intuitive difficulty in not

formulating a set of methods that start with a given set of problems – perhaps

akin to social problems – especially when those problems have a deeply affective

component.  So, for example, if one takes the potential for pandemic influenza to

kill nearly two million individuals in the US alone – a now official “worst case”

scenario (http://www.pandemicflu.gov/plan/pandplan.html) -- this probably

conjures up a substantial degree of concern and a general agreement that this

would be a disaster of unmitigated proportions, both directly and indirectly, in

the lives of most people in this country.  One might very rightly, therefore,

choose to study this, by a) acknowledging that this is, in fact, a (profoundly

dangerous and scary) problem, b) seeking answers that attempt to fix this

problem.  This would, of course, be a worthy undertaking, and those admittedly

few social scientists who have begun working in this area – and operating at this

level of inquiry – have generated some extremely important insights and policy

recommendations (see, e.g., Tierney et al. 2001; Clarke 2003; Clarke 2006; Schoch-

Spana et al. 2006; Schoch-Spana et al. 2007).

In contrast to this type of work, the task of a critical sociology, and at some

level, of the (critical) social sciences more generally, is to take a step back from

the immediacy and given-ness of these problems (and the search for their

solutions).  As noted earlier, sociological investigations of this type take up the
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“problem” of problems, seeking to understand the conditions that give rise to the

emergence of something like avian influenza as a declared Problem that we need

to Worry About.

General methodological orientation: Second-order observation

All of this is a rehash of what has already been stated in several instances

so far in this dissertation, but it is intentional; it is meant to illustrate an

important distinction between first- and second-order observation (Luhmann 1993).

The example provided above regarding the study of pandemic influenza is

typical of the kind of project in which first-order observation is most prevalent;

that is, it is a project conducted from the standpoint of one who operates within a

system – in this case, of public health and related fields – that defines its own

concepts and methods, and who carries out his or her work accordingly.  Stated

another way, one might think of first-order observation as the work of those who

are on the “front lines” in their particular field, or domain.

In the context of this dissertation research, this essentially includes all

those who have been tasked with (or who have tasked themselves with) the work

of handling large-scale public health crises, typically those associated with

infectious disease outbreaks.  I detail below precisely who this entails for this

study, noting here only the more general claim that first-order observation is not,

in principle, limited to what professionals and experts do, and how they do it.

We all, in our various capacities, carry out first-order observations in our daily

lives – whether as students, faculty, members of families, consumers, users of
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technology, etc.  For the purposes of this dissertation, however, first-order observation

should generally be understood to mean: observation that has been conducted by experts

and other professionals in fields related to public health, infectious disease, emergency

management, and national and homeland security.

One step removed from first-order observation is second-order observation –

a method that has some affinities with more established and familiar qualitative

social science methods and analysis.  Put simply, second-order observation may

be thought of as “observing (first-order) observers observing.”  It is an approach

which calls for one to examine empirically how it is that first-order observers are

observing the(ir) world.  I explicate this in more detail shortly.

In what contexts has the concept of observation arisen?  To examine this

question, it is necessary briefly to situate it in the context of the work of Niklas

Luhmann, whose (largely misunderstood) relationship to Parsons and

functionalism has relegated him to a largely peripheral place in American circles

of sociology.24

The crux of Luhmann’s work is to be found in his radical rethinking of

what constitutes “society,” a term which for him had lost virtually all of its

analytical purchase.  Drawing from widely disparate disciplines far afield from

                                                  

24 Although his work is not without its problems, any critique of it must take care to avoid the
kind of knee-jerk response to any theorist who mentions the word “function”, “functional” or, for
that matter, “system.”
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classical sociology, Luhmann posited a distinctly controversial understanding of

society.25

Luhmann held that society consists only and exclusively of functionally

differentiated systems, the salient elements of which are the communications that

constitute and operate within each.  Actors, groups, organizations and

institutions are not analytically pertinent to the study of society under this

schema.  Rather, those elements, too, are kinds of communication as well – not in

the sense that communication originates from those entities, but rather that those

entities are specific instantiations of communication.  What holds society

together for Luhmann, more or less, are patterned communications within each

system that, in their very “utterance” or expression – what Luhmann calls an

“indication” – make a set of distinctions between what is considered relevant

(and actionable) to that system, and what is external to it (in its “environment”,

in Luhmannian terms).

Communications that make distinctions are called “observations.”  All

that observation consists in is “the use of a distinction to indicate the one side

(and not the other), regardless of which empirical reality the operation performs,

so long as it is capable of drawing a distinction (and thus of seeing two sides

simultaneously)” (Luhmann 1993, p. 223).

                                                  

25 Some of the many fields that interested Luhmann included: cybernetics, system and operations
theory, mathematical logic, and neurobiology.  The latter, in particular, formed the core of his
sociological theory through the utilization of such concepts as self-organization and autopoeisis.



83

Observations may be of any type, so long as they employ distinctions.

The reader of this dissertation may think of it as a verbose, overly-long work,

thereby categorizing it in this way as distinct from either a sparsely worded or a

succinct piece of writing.  In such a case, a very successful first-order observation

would have been carried out: several distinctions (verbose, sparse, succinct)

would have been established.  A more pertinent example would be that of a

researcher studying infectious diseases.  She may classify them according to

those that regularly cause injury and death in a population, and those that have

only the potential to do so, thereby indicating a salient distinction – one that, if

indicated by other communications within that system in a repeated and

patterned manner, would illustrate one of the principal distinctions both

operating within that system, and helping to constitute it.26

Second-order observation is no more and no less than observing these

kinds of observations.  According to the method just described, second-order

observation makes distinctions about distinctions; it is a method to articulate

which distinctions are made by distinguishing these from distinctions from

others, including those that are not made.

A brief example from this dissertation should help to illustrate the

operation of second-order observation.  If I am interested in how the Smallpox

Vaccination Program came about, I have a method by which to examine which

                                                  

26 Luhmann’s examples are instructive here: “... there are big things and small ones, black things
and white, my house and other houses, and so on ad libitum.  With such ‘there ares’ we remain
first-order observers” (ibid., p. 223).
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distinctions were made as various options for vaccination were considered.  As

will be shown in chapter 4, one distinction made by first-order observers,

namely, that there could be either targeted or universal vaccination against

smallpox, was skewed almost entirely to the former.  Universal vaccination prior

to either an outbreak of smallpox, or to certain knowledge of an impending,

wide-scale outbreak, was almost immediately dismissed as neither doable nor

desirable.  Second-order observation points analysis precisely to these points,

these critical junctures where, in essence, thinking is produced which creates a

world of identifiable objects and possibilities -- but not others.  In this case,

analysis focuses on the specific point where the world of smallpox vaccination

(itself one side of a distinction!) was seen as of one or another type: targeted or

universal.  I leave to the later chapter to cover this episode in more detail, only to

point out here that a critical examination of thinking, in the sense employed in

this research, is now made possible.  How are these distinctions made?  What

elements are involved that make this distinction tenable, but not another?  This is

the overall gist of the general method of second-order observation.

Research Design and Specific Methods

The general methodological orientation of this dissertation is second-order

observation.  This has been effected through the employment of several specific

methods of data collection and analysis.  In this section, I describe these methods

in detail.
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Research Design

This dissertation is a qualitative research project which examines the

emergence of public health preparedness in the United States.  Its general

methodology is congruent with the study of the contemporary through the

employment of second-order observation.  The specific aims of the project

changed over the course of the entire program of research, beginning roughly in

2002.  Actual aims were largely settled upon in mid-2004, and are reported here

as follows:

Specific Aim #1:  To describe the ways in which infectious disease

pathogens and infectious diseases have been constituted as biological threats to

the health and security of the United States in the national legislative arena

primarily before September 11, 2001, when the early elements of this discourse

began to cohere into a relatively stable form.

Specific Aim #2: To articulate the main elements of (public health)

preparedness as both an assemblage and a rationality, in the context of its co-

emergence with biological threats as examined under Specific Aim #1.

Specific Aim #3: To describe formal (attempted) enactments and

actualizations of preparedness in both national and local contexts – as both a set

of strategies and in practice – through an examination of a specific preparedness

program: the Smallpox Vaccination Program.
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Specific Aim #4: To examine in detail the operation of public health

preparedness at the local county level, with an orientation towards factors that

both facilitate and inhibit effective preparedness activity.

*  *  *  *  *

The project engages with biological threats and preparedness in three

contexts (see Table 1 for an overview of this dissertation’s various contexts, sites,

data sources, and methods of analysis).  These include: (1) legislative debate and

policy-making at the national level; (2) a case study of thinking and activity

around a specific biological threat, namely, through an examination of the

Smallpox Vaccination Program; and (3) state and local public health

preparedness efforts.
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Table 1. Overview of research

Domain Research Site(s) Data Sources Analytic
Methods

Legislative
policymaking
regarding
biological threats

US Congress

 * primarily:
Congressional
committee hearings

* secondarily: Full
House and Senate

1. Transcripts of relevant
committee hearings (n=12)

2. House and Senate floor
debates

3. Interview with
Congressional Staff (n=1)

Policy
narrative
analysis;
grounded
theory*

Smallpox
Vaccination
Program

1. Centers for Disease
Control and
Prevention

2. Advisory
Committee on
Immunization
Practices

1. Interviews with CDC/ACIP
officials, including follow-ups
(n=15)

2. Minutes of ACIP meetings
on smallpox vaccination (n=8)

3. Transcripts of CDC
“telebriefings” (n=9)

4. Third-party reports,
including IOM, GAO, CRS

Overall
method:
genealogy

As
appropriate:
grounded
theory

Local
preparedness

Five California
counties

1. Interviews with officials,
including follow-ups (n=14)

2. Observations of exercises,
meetings, etc. (n=6)

Grounded
theory

* Reference to grounded theory in this table refers to a method employed in this research
loosely based on the grounded theory of Glaser and Strauss (1967).

As indicated previously, selection of these particular contexts was not

without problems, and materialized largely as a function of the exigencies of the

research process itself.  Beyond this, however, the heterogeneity that

characterizes these diverse domains is justified on the grounds that an

appropriate initial foray into the emergent assemblage and rationality of

preparedness requires a certain kind of “casting about” for salient anchor points.

In addition, these selections offer two specific advantages: in their totality, the
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wide scope of these contexts allow for a judicious mapping of the field of

preparedness (across domains, across settings, across jurisdictions, etc.); and

second, it opens up a space for potentially illuminating comparative work -- for

example, between national and local levels.

Site 1: US Congressional committee hearings

Each context or domain consists in a corresponding site or sites where

fieldwork was undertaken.27  US Congressional committee hearings constitute

the first research site.  Such hearings are appropriate for inclusion into this

study for several reasons.  First, at a general level, it is in the halls of Congress

that legislation is ultimately debated and voted upon; and as so much of the very

organization of public health preparedness has been tied to federal legislation

(funding, organization, mandates, etc.), the Congress is de facto an appropriate

venue to elicit such information.

Second, the preliminary fieldwork indicated that much of the discussion

surrounding biological threats took the form of “stories” told about such threats:

how they came about, how the US was vulnerable, and what to do about it.  I

hypothesized that US Congressional committee hearings would prove to be

excellent sites to locate and study the formulation and deployment of these kinds

of narratives.  In other words, these venues offer the possibility to capture data

that incorporates articulate yet succinct statements of first-order observations –

                                                  

27 I employ a broad definition of the term “fieldwork,” describing any research activity that
actively gains “adjacency” to a particular domain.  Stated another way, the term does not denote
direct observation in a physical setting exclusively.
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that is, a laying out of various sets of distinctions which bring into the field of

thought what needs to be acted upon, and what falls outside it.  These hearings

offered the possibility of looking at these distinctions through the lens of

narrative in a highly accessible form.

As a site for data collection and analysis, Congressional hearings present

disadvantages as well.  For example, hearings are staged events: the majority

party, and indeed the Committee chair (and his or her staff, importantly) tend to

have greater input into the selection of witnesses; hearings tend not to foster

much debate; elected officials use the hearings to espouse their own views, and

call witnesses to buttress them; and experts often have to resort to quick

soundbytes – especially in their oral statements – without getting into the

substance of the issues at hand.

Informed observers of legislative hearings understand that the actual

Congressional committee hearing itself is only the “front-stage” – the usually

polished and neat public face – of a process that is governed as much if not more

by backroom dealing and good old fashioned politicking of the I-help-you-you-

help-me variety.  Critics are quick to point out that in many instances, committee

votes are already decided-upon before hearings – often, as we know, along party

lines.  Consequently, research that attempts to look for correlations between the

type and quality of debate in hearings with, for example, voting or other policy

outcomes would be hard pressed to claim a strong link between the two.  While

committee hearings are clearly important as fact-finding exercises for legislators,
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there is certainly a great deal more to the decision-making (and policy-making)

process than high (or low) quality fact-finding and debate in a committee hearing

room.

While these criticisms are valid – I have, in fact, espoused them myself in

other research contexts – they are collectively more of a straw man argument for

this research.  This dissertation does not attempt to “explain” (away) policy

outcomes by resort to the study of who said what, how many times, in which

contexts.  I seek, rather, to understand what distinctions (first-order

observations) are made in discussions about preparedness, and situate these in

the context of an emergent assemblage and rationality.  Moreover, it should be

clear from previous sections in this chapter that this project is concerned with the

mapping of thinking and problematizations.  That there exists an entire

Goffman-esque back stage of Congressional activity, where, perhaps, most of the

“real” decisions are made through occasionally questionable (and certainly not

transparent) means, does not take away from the general observation that

thinking and problematizations related to national/federal policy find a

particularly concrete form in actual hearings.

The principal data source at this site consists in transcripts of selected

Congressional committee and sub-committee hearings between 1998 and 2002;

other sources include floor debates in the House and Senate on topics related to

bioterrorism and public health preparedness, and one interview with a former
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senior Congressional staff member who worked directly on these issues in 2001

and 2002.

Data were collected, beginning in autumn 2004, as follows.  First, in order

to gain some sense of the scope of legislative activity in the House and Senate on

topics related to biological threats and public health preparedness, I searched the

website (database) of the US Government Printing Office for relevant hearings

between 1995 and 2002.28  The following keywords were employed in the search

(Boolean: OR operation): bioterrorism, infectious disease*, public health,

preparedness, WMD (or Weapons of Mass Destruction), biological, smallpox,

anthrax.  Any hearing that returned as a “hit” was examined for relevance to the

study and briefly reviewed to assess in approximate terms the proportion of the

hearing devoted to specific topics of interest.29

The search returned nearly one hundred hearings, with a median page

length ranging between 100-150 pages.  There were virtually no relevant

hearings published by the GPO for the years 1995 through 1997.  To generate a

more feasible sample size, I excluded hearings that focused predominantly on

the broad spectrum of weapons of mass destruction, while specifically looking to

include those hearings that emphasized bioterrorism and preparedness efforts.

                                                  

28 The website is located at: http://www.gpoaccess.gov/chearings/index.html and was accessed
on numerous occasions throughout the fall of 2004 and early 2005. Although the GPO does not
publish all committee hearings, it does publish a majority of them -- typically within a year of the
hearing being held.
29 For example, a hearing returned as a “hit” having to do with public health might contain only
two lines in a one hundred page document relating to bioterrorism, with the rest devoted to
infant health or tuberculosis or Medicaid.  Such hearings were immediately excluded from the
study sample.
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In addition, hearings that focused predominantly on emerging and re-emerging

infectious diseases of the naturally-occurring variety (West Nile Virus, influenza,

monkeypox, SARS, etc.) were also excluded.   The study sample of Congressional

hearings was finalized at 12.

Site 2: The Centers for Disease Control and Prevention, and the Advisory Committee on

Immunization Practices

This study examines a second context of preparedness: the attempted

actualization of preparedness in the form of the Smallpox Vaccination Program

(SVP) of 2002/2003.  To gain some insights into the kind of thinking that

produced the SVP, it proved necessary to focus on organizations tasked with

formulating smallpox preparedness options.  The second site for data collection

therefore includes the Centers for Disease Control and Prevention (CDC) and

the Advisory Committee on Immunization  Practices (ACIP).

A confluence of factors both of a more practical nature and related to the

intellectual thrust (and needs) of the research led me to select the CDC and the

ACIP as a collective research site.  Amongst the practical considerations, four

seem most pertinent.  In Appendix A, I note that the trajectory of this research

took an unexpected turn with the decision by one California county not to

participate in the study.  By 2005, it had become apparent that another research

site was necessary, although which site was less obvious.  The first factor was the

therefore constituted by the need, following on the heels of a rejection by a

previous site for entrée, to seek out a another site for data collection.  Related to
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this, obviously, was the decision to examine the Smallpox Vaccination Program

in some depth.

The second factor reflects my engagement with the then-named

Laboratory for the Anthropology of the Contemporary (LAC), which fostered an

interest on my behalf in sites where practices and rationalities related to

preparedness were being clearly articulated.  Third, initial exploratory

communications with several mid- and senior level officials at the CDC were

warmly (and surprisingly) received; it appeared by late summer 2005 that several

well-placed officials and former officials were willing to grant access to me.  In

addition to these factors, it became clear from additional exploratory research

that there would be no shortage of a paper trail in examining the work of the

ACIP in its deliberations about smallpox vaccination options; similarly, the CDC

had a respectably sized archive of material relating to smallpox upon which to

draw.

Considerations of a more purely intellectual nature also governed the

decision to focus on the SVP and the work of the CDC and ACIP.  With an

orientation towards emergence and the contemporary, it seemed clear by mid-

2005 that a case study of a recent articulation of preparedness would prove the

most intellectually stimulating and promising.

The field of possibilities included a number of intriguing prospects.  The

anthrax attacks, for instance, had the potential to constitute a fascinating case

study – fascinating, that is, until one understands that no one in the federal
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government, including the FBI, which has jurisdiction over the case, would want

to talk about it.  After all, it was and remains the object of a criminal

investigation.

This study’s orientation towards the problem dangerous presents and

futures provided a second impetus to examine the case of smallpox and the SVP.

As various categories of (in most cases) rare pathogens and diseases became the

focus of concern amongst public health and various security officials, there began

to appear attempts to think about these kinds of dangers in new ways.  How

should one think about what are at one and the same time “real” threats to the

United States but extremely unlikely to materialize?  The case of smallpox is, in a

sense, the epitome of this question: What does one do about a disease that no

longer exists in the natural world, but whose causative agent, Variola major, may

exist outside of its approved (and ostensibly secure) locations in the US and

Russia and may in fact be released on US soil?  As if the question is not

complicated enough, what if the vaccine produces known adverse events in

greater numbers than most other presently licensed vaccines?  How does one

think about these questions?  Do the “old” rules of public health thinking apply?

Must a new logic or rationality come into being?  With federal officials having

just had to work through these questions – and willing to talk – it seemed clear

that a focus on the SVP was highly appropriate.

As the SVP, and equally important, the activity leading up to the SVP,

became an increasingly attractive (and likely) domain of inquiry, the issue of a
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relevant data site and its attendant sources took on added importance.  Why turn

to the CDC and the ACIP?  Both organizations have a long-standing history of

involvement with national vaccination efforts.  The former organization, as the

nation’s primary public health agency, has made immunization one of its

cornerstones.  The CDC has been deeply involved in these efforts for several

decades, and through its National Immunization Program offers an array of

services to states and territories for the purpose, essentially, of maintaining high

rates of immunization (and maintaining low rates of immunization-preventable

diseases) for various populations.

More relevant for the purposes of this research, however, is the CDC’s

involvement in planning and preparing for public health emergencies, either as

the result of terrorism or as naturally-occurring phenomena.  Bioterrorism, in

particular, took up much of the CDC’s attention in the waning years of the

previous decade, with a particular emphasis on it emerging around the turn of

the century.  Although much of the early publicity about the possibility of

bioterrorism emanated from outside the agency – as did clinical guidelines and

program recommendations – the agency had not only waded into the field by the

time smallpox materialized as a problem, it had become a central player in

organizing preparedness efforts.

Sources of data at the CDC/ACIP include the following: (1) interviews

with current and former mid- and senior-level CDC officials, and a former ACIP

committee member; (2) transcripts and meeting minutes of all relevant ACIP
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meetings pertaining to smallpox vaccination; (3) transcripts of CDC press

conferences that discuss smallpox vaccination and the SVP; (4) “Letter Reports”

published, at the behest of the CDC, by the Institute of Medicine, which discuss

implementation of the SVP (and the problems thereof); (5) an assortment of other

relevant documents related to smallpox vaccination and the SVP (including, for

example, GAO, Congressional Research Service, and other third-party reports;

journal articles; etc.).

Data collection at the collective CDC/ACIP research site proceeded as

follows.  In the spring and summer of 2005, a variety of written materials related

to the Smallpox Vaccination Program were collected and catalogued, as were

other relevant documents pertaining to smallpox (and possible smallpox

vaccination options) issued prior to the start of the program (in January 2003).

These materials were culled for potential contacts at the CDC and the ACIP.

Nineteen officials either with or formerly employed by the CDC were contacted

by e-mail to request participation in this study.  Twenty-two current and former

ACIP members were also invited to participate.  Inclusion criteria for

participation entailed involvement in smallpox-related work, especially work on

smallpox vaccination options or recommendations, or on the SVP itself.

Twelve CDC officials agreed to participate in the study, of which two

eventually granted both an initial interview and a follow-up.  The other ten

participants granted and subsequently gave one interview.  Only one former

ACIP official granted an interview – a telling figure and a finding unto itself.
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The total number of interviews conducted at the CDC/ACIP site,

including follow-ups, therefore came to fifteen.  Five interviews were conducted

in-person at the CDC in Atlanta, Georgia, in November 2005.  The remaining

interviews were conducted by phone over the course of the next several months,

and included individuals who, at the time, were either working for the CDC, or

who had previously done so while engaged in smallpox-related efforts.30  Nine

interviews at this research site were digitally audio recorded (with permission),

and later transcribed either by myself or a transcription service.  Extensive

fieldnotes were taken to document the remaining interviews.  Although the

caliber of the participants and the information they imparted was in most cases

superb, the number of participants can certainly be called into question.  With

only fifteen interviews, including only one ACIP member, one may rightfully

question the potentially detrimental effects a small sample size might have on

the findings of this research.

I myself would immediately concede that anywhere from a dozen to two

dozen more interviews at this research site would have benefited this research;

and in fact, a total sample of 30-40 interviews was initially intended.  In claiming

this, however, I would also note that an exact sample size for research of this

nature – let alone qualitative research more generally – cannot typically be stated

or justified on scientific or statistical grounds: although there are thresholds of
                                                  

30 Informed consent was obtained from all participants.  In all cases, participation was contingent
on the granting of anonymity.  Therefore, neither the names nor the job titles (or related
information) of these individuals is employed in this dissertation.  Rather, officials are identified
by number (e.g., CDC official #4), and where appropriate, their link(s) to specific smallpox
preparedness duties are indicated in general terms.
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acceptability in terms of sample size, these are generally established on the

grounds of saturation (ala Glaser 1978) and what is attainable, rather than a pre-

established number.

A second data source at the CDC/ACIP consists of complete meeting

minutes of relevant, smallpox-related ACIP meetings held between February

2001 and October 2003 (Table 2).  Inclusion criteria for these data consisted in

substantial discussion of smallpox vaccine and/or smallpox vaccination

strategies.

       Table 2.  Inventory of ACIP meeting minutes (n = 8)

Meeting held Relevant content

February 2001 Smallpox vaccine recommendations for lab workers and
BT event

February 2002 CDC preparedness plans and discussion of current and
future vaccines

June 2002 Entire day devoted to smallpox vaccine and vaccination
strategies

October 2002 Revising vaccination recommendations

February 2003 Discussion of SVP and DOD vaccination programs

June 2003 SVP, vaccine safety and reports of adverse events

October 2003 SVP, vaccine safety and reports of adverse events

February 2004 SVP, vaccine safety and reports of adverse events
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These documents were accessed online from late 2004 to mid-2005 through the

website of the ACIP (www.cdc.gov/nip/acip/minutes.htm).31

Although documents of this sort run the risk of excluding relevant

discussion from a given meeting, three observations support the claim that the

likelihood of this both occurring and biasing the data in any substantial way is

small.  First, meeting minutes are utilized by committee members and the CDC

itself for official purposes: they are consulted in drawing up papers and

recommendations, and they are utilized by committee members to prepare for

subsequent meetings (CDC official #1).  They must therefore be reasonably

accurate.  Second, by law ACIP meetings are open to the public, and their

deliberations must be made available to the public in a timely manner.  Third,

there is no indication in the record that any aspect of smallpox-related ACIP

discussions were held in secret (apart from a briefing between one of the

committee chairs and Administration officials in 2002), or that discussions from

any given meeting were not included in a subsequent publication of the minutes

of that meeting.

A third source of data at the CDC/ACIP research site has proven

extremely informative.  The CDC regularly holds press conferences, called

“telebriefings,” to provide the media with information to be released to the

public.  Recommendations resulting from ACIP deliberations are often the focus

of these events.  For this project, transcripts of telebriefings held between

                                                  

31 These documents are now archived with the CDC and are no longer available online; they may
be requested by contacting the CDC-- see the ACIP website for details).
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November 2001 and March 2003 were downloaded in roughly the same time

period as ACIP meeting data were acquired.  Nine transcripts were included for

analysis, selection criteria being that the transcripts reflected substantial

discussion of smallpox, smallpox vaccine, smallpox vaccination strategies, or the

Smallpox Vaccination Program.  Table 3 provides a breakdown of the

telebriefings analyzed for this study, including the date of the briefing and a brief

description of content.
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            Table 3. Inventory of telebriefings (n = 9)

Date Content

November 21, 2001 Revised ACIP recommendations

June 20, 2002 Revised ACIP recommendations

September 23, 2002 Smallpox Response Plan and Guidelines

October 17, 2002 Additional guidance from ACIP to CDC
regarding smallpox vaccination

December 19, 2002 SVP

January 17, 2003 Update on SVP

February 6, 2003 Update on SVP

February 27, 2003 Adverse events

March 25, 2003 Adverse events

The fourth and final set of data sources at the CDC/ACIP research consists in a

wide array of reports and journal articles that focus on biological threats and/or

public health preparedness.  About half of these focus on smallpox exclusively,

while the remaining documents cover the broader spectrum of biological threats.

The most notable reports examined during this project include several

publications from the prestigious Institute of Medicine, as well as additional

material from the Governmental Accountability Office (GAO, formerly the

General Accounting Office) and the Congressional Research Service (CRS).

Owing to the immense amount of material collected for this research, and given

the somewhat blurry boundary between “background material” and primary

data, additional third-party material will be identified as appropriate throughout

the dissertation as belonging in one or the other category.
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Site 3: County-level preparedness in California

The dictum “all disasters are local” is a poignant reminder that the

immediate effects of catastrophic events are first felt in a manner at some remove

from the larger federal and state institutions that will ultimately be mobilized to

respond to them.  The third site for data collection and analysis therefore

consists in the actual operations of preparedness at the local level.

Specifically, this project examines local public health preparedness efforts

across five counties in the State of California.

There was initially to be one setting for this study: a Northern California

county and its public health and emergency services apparatuses.  Data

collection was to occur here, largely at the county’s public health department,

over the course of several months.  A decision was made by some officials to

discontinue participation after several interviews had been conducted, primarily

due to time constraints and several untoward events, including early indications

of a particularly harsh influenza season (eventually borne out) and the enduring

aftermath of Hurricane Katrina, which called for a large-scale effort to render

assistance to hurricane survivors.  It was stated at the time that continued

participation would not be likely for several months, given the exigencies of

these developments.

On the heels of this development, and given earlier difficulties with

another California county (also noted above), it was determined that the study

should be broader in scope than initially anticipated.  This decision was based on
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the notion that it would be more feasible to carry out a small number of interviews with

upper-level officials across several counties, than conduct dozens of interviews in one

county.  This plan was put into effect and successfully carried out.  Consequently,

this study includes interview data from public health and emergency

management officials in five California counties, including two counties (i.e.,

specific agencies within them) which, after a number of interviews, eventually

withdrew from the study.  Individuals in these latter counties granted

permission to have their statements included in this project, but did not

participate further.

Counties were selected through purposive sampling, with contacts

established by or provided to me through various means.  All counties, their

respective public health departments and individual study participants were

granted anonymity as a condition for participation.  There is substantial diversity

between counties along several salient dimensions, including land size, region

(Northern, Southern), urban/rural mix (ranging from highly urban, to highly

rural, to both), population size and diversity (along lines of race, ethnicity, and

social class), and size of public health/emergency services organizations.

Although the study sample (of counties and of participants) is much too small to

make overly broad generalizations, the data elicited did provide a wealth of

information that can best be understood in an exploratory research context.

Qualitative data collection and analysis methods were employed in this

project both to identify general features and commonalities across counties, as
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well as delineate differences.  Secondarily, data were collected to examine

preparedness planning and implementation in the context of the Smallpox

Vaccination Program, thereby providing a rich source of complementary data to

the interviews and other information collected at and about the CDC/ACIP.

There were several data sources and methods of data collection at the

local level, in three main types.  The first type was individuals acting in expert

capacities in fields related to public health or emergency services, primarily at

the local level, but also at the state and federal levels.  Data were elicited from

these individuals through face-to-face and phone interviews (n = 14), including

follow-ups, over a period of nearly 18 months (including several exploratory

interviews prior to the funded portion of this research).  The second source of

data, designed to be collected intermittently and when accessible, included

observations of actual preparedness activities, ranging from small-scale staff

meetings of public health and emergency services officials, to mid-size public

outreach activities, to county-wide disaster preparedness exercises (n = 6).  For

these data, both direct and participant observation methods were employed.

Finally, a large amount of data was elicited from documents and websites across

local, state and national levels.  Documents included local bioterrorism

preparedness manuals and planning documents, state level publications

describing preparedness activities and plans, and an array of books, articles and

short pieces describing preparedness and Smallpox Vaccination Program-related

efforts at the state and local levels.  Additional data were provided by county
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and other government websites.  Although these data were not systematically

analyzed for content, the information elicited provided rich empirical detail and

descriptions of preparedness-related activities and plans.

Inclusion criteria for research participants were as follows.  Individuals

considered for inclusion were required to be present or past officials, program

managers, analysts, policy-makers, professional researchers or scientists, or

front-line personnel who were professionally and/or organizationally situated in

the field of public health or a related field or discipline.  Individuals not engaged

in efforts related to public health preparedness were obviously not considered

for participation.  Age, race, ethnicity and gender-related considerations for

participant inclusion did not apply for this research.  Institutional Review Board

approval was obtained in 2004 and has been renewed twice in subsequent years.

All participants signed approved Informed Consent forms, granting permission

for the PI to conduct interviews and/or observe work practices.  Interviews

lasted from 30 minutes to two hours, and were split equally between in-person

and phone interviews.

Participants were asked three kinds of interview questions, all of which

were semi-structured and open-ended (see Appendix B for a sample interview

guide).  These included: (1) background/factual questions related to personal

biography and professional development; (2) questions about behavior and

organizational activity, as well as information about people, events, places,

technologies, etc., that participants have encountered or experienced; and (3)
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opinion and value questions.  Background questions inquired into participants’

professional backgrounds, careers, employment history, for the purposes of

understanding the (personal) contexts from which their informed views,

opinions, and experiences have emerged.  Behavior and activity questions shed

light on specific interactions and processes, as understood or engaged in by each

participant and, since many participants were senior-level officials, by their

respective staffs.  Finally, opinion and value questions were asked in order to

solicit the views of participants regarding aspects of public health preparedness,

including elements of the Smallpox Vaccination Program where appropriate.

Data Analysis

This dissertation employs two specific methods of data analysis, as well as

(for the SVP chapter) an additional “genealogical” method.  A brief qualifying

remark is necessary before reviewing these in detail.  This project’s concern with

the contemporary through the judicious employment of second-order

observation has guided the use of the aforementioned methods.  The specific

methods of analysis elucidated below are, in some sense, subservient to this

project’s overall analytic orientation.

As noted in Table 1 above, two specific methods are employed, including

policy narrative analysis and a method of analysis loosely based on grounded

theory.  The genealogical accounting of the SVP provided in chapter 4 is by-

passed here in favor of the in-depth discussion it receives there.
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Data analysis occurred as follows.  Data from the legislative domain

(Congressional hearings, etc.) were imported into the qualitative analysis

application, Qualrus.  Given the general focus on the narrative structure of

information exchanged in these hearings, one level of coding proceeded in an a

priori, deductive fashion.  At this level, data were coded to shed light on the ways

in which narratives were employed to make sense of biological threats and

public health preparedness.  Specifically, these data were analyzed to generate a

typology of the kinds of stories employed in debates about these threats and

their possible solutions through an examination of their dominant themes and

structures.  Analysis was informed by the general precepts of grounded theory

(Glaser and Strauss 1967; Strauss and Corbin 1998).

This analysis led to the generation of a “map” of the central tropes and

figures constituting the world (Clarke 1991, 2005)) of the biological threat

“problem,” with a further aim of linking this problem (i.e., how the problem is

articulated) to narratives describing ways in which this problem can and must be

addressed.  Specifically, narratives were analyzed according to the general

framework of policy narrative analysis (Kaplan 1986; Gottweis 1998).  In line with

the overarching method of second-order observation employed in this research,

this analysis sought to illuminate the central (first-order) distinctions employed

in communicating (i.e., narrating) these issues.
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(Problematizing) Grounded theory

The initial methodological impulse of this research was to employ the

method of Grounded Theory as espoused by Glaser and Strauss (1967), and later

Strauss and Corbin (1998).  Several factors fed into this early decision.  Not least

of these was my own position and training as a graduate researcher in a

department renowned world-wide for the development, at least in large part, of

this method.  Although this department has in recent years incorporated research

methods and researchers practicing other forms of qualitative research – in

particular, of the phenomenological variety – the general thrust of the

department has been to train new generations of qualitative medical sociologists

in the ways of grounded theory.32

Although I have rejected the strict aims of grounded theory, I believe the

specific tools for examining data to be quite sound.  Chief amongst these is open

and thematic coding.  This type of coding entails the initial generation of

concepts and categories, as well as properties and dimensions of those concepts

and categories.33

                                                  

32 The astute observer of this dissertation research will note that the explicit employment of
grounded theory runs counter to the overarching method of this project, namely, an examination
of the contemporary ala Foucault, Rabinow and others.  Put simply: as a method, the very raison
d’etre of grounded theory is to generate theory; while this project has taken some pains to reject
the generation of theory as an ultimate aim of the research.
33 Strauss and Corbin (1998) have noted that any number of categories are possible, which may
take certain, general forms including phenomena, conditions, actions/interactions and
consequences.  Glaser (esp. 1992) has strenuously objected to the possibility of preformed
category types, and has argued in essence that it is the data that will ‘tell’ the researcher what is
going on – that is, the researcher will not tell it, or as he has put it, “force” the data.  In some
sense, this debate is academic.  A judicious pragmatist will work with pre-formed categories if in
initial orientations to the research field it seems reasonable that such categories are operating in
practice.  The ‘accuracy’ of these categories is not determinable; readers, however, will be able to
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Several sources of data were amenable to this type of coding and analysis,

including transcripts of every kind (such as hearings, ACIP meeting minutes,

and CDC telebriefings), and interview data.  Data analysis proceeded as follows.

All data were read thoroughly and open coded for themes, categories and

concepts.  These were derived typically from first-order observations of both

study participants and “speaking” individuals in various texts (Congressional

committee members, experts, etc.).  As with the policy narratives described

above, a first reading of the data produced a set of “maps” in which were

positioned not only key actors and their activities, but also the set of objects,

discourses (knowledges), and strategies that began to emerge as both an

assemblage and rationality of preparedness.

As analysis progressed, it became clear that specific elements of the public

health preparedness assemblage and the preparedness rationality in some sense

diverged from each other.  I therefore focused the remainder of my analytic

efforts on the sources of blockage and disarticulation between these units of

analysis, and proceeded from that point to write up this study.  In chapters three

and five of this dissertation, I present the results of these specific analysis.

                                                                                                                                                      

judge for themselves whether an accounting utilizing such categories – supported, for example,
by extensive empirical data – is compelling and reasonable.  In another sense, however, it appears
to me that Glaser was correct: first-order observations in the form of distinctions may not
distinguish amongst categories one would expect.  These observations themselves must form the
core of a matrix of categories employed by second-order observers.  The dissertation committee
will note that I have changed my position on this issue as documented in my dissertation
proposal (where, as more of a strict interpretive constructionist, I sided with Strauss).



110

CHAPTER 3 – U.S. CONGRESSIONAL HEARINGS

The possibility that terrorists might resort to chemical or biological agents
is not a new concern.  People have been writing about this for several
decades.  That it is only a matter of time before terrorists use such
weapons is a relatively new idea which has become kind of a new
orthodoxy.  What has brought about this change from something that was
considered an exotic possibility years ago to the inevitability that we see
it today?

-- Brian M. Jenkins, Senior Advisor to the President, RAND
Corporation, in testimony before the House Subcommittee on National
Security, Veterans Affairs, and International Relations, October 20,
1999.

Introduction

This chapter covers Congressional hearings on the subject of bioterrorism

and other biological threats from the period 1998 to 2002.  Framing the subject

matter in this way may appear obvious to some extent – these subjects are, after

all, the focus of this dissertation.  Yet it should be clear by now that what

constitutes this subject matter can and should itself be subject to scrutiny: it is

only in hindsight, that is, from the vantage point of analysis several years after

these hearings were held, that these categories can be so neatly distinguished.

First-order observers of infectious disease as health and security problems

in the period under examination expended a great deal of energy making,

solidifying, and in some cases challenging distinctions that would prove central

to the formulation of these problems and their solutions.  As the data in this

chapter indicate, the lines demarcating several conceptual boundaries, such as

global and local (threats), risk and threat vs. vulnerability, and various categories
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relating to non-conventional threats/weapons, were very much at the center of

Congressional hearings and debate.

Congressional hearings relating to bioterrorism were sparse throughout

the 1990s.  In some respects, this is not all that surprising: the Congress tends to

hold hearings on matters of national urgency largely after some untoward event

or other – say, the anthrax attacks – occurs.  By definition, then, because few if

any bona fide bioterrorism incidents had occurred in the US during this period,

Congress did not hold hearings on them.34  The more skeptically-minded have

come to a different set of conclusions about the relative disinterest on the part of

Congress to engage with the issue of bioterrorism, or more generally the

increasingly pressing needs of public health, throughout the 1990s.  Criticisms of

this nature, which typically have taken the form of a narrative of neglect – as in:

“Public health has been neglected in this country for the last several decades” –

would eventually turn into powerful ammunition for proponents of increased

attention (and funding) for bioterrorism preparedness.

By 1998, both the presidential administration and the Congress – at least,

certain elements within the Congress – had begun to concern themselves with

the issue of how pathogens and disease might pose dangers both for populations

and for national security.  Strands of thinking along these lines were rooted in

several developments and discourses.  By the mid-1990s, the Clinton

                                                  

34 It did, however, hold hearings on emerging infectious diseases in several committees, as well as
on public health more generally and weapons of mass destruction.  Biological weapons came
increasingly under the purview of this latter category, as discussed in further detail below.
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Administration had issued executive orders revamping – perhaps

“reinvigorating” is also an appropriate descriptor – federal responsibilities for

disasters, including terrorism events (Waugh 2002).  Increasingly, although

certainly without consensus or any one clear “line” on the issue, concerns about

the threats facing the United States were characterized by some mix of

understanding that a) terrorism was likely, and b) non-conventional weaponry,

often placed under the umbrella term “Weapons of Mass Destruction,” was

likely to be used.35  Part of these discussions centered on various global

developments, including most notably a fair amount of concern about Russian

biological weapons activity in the preceding years and decades (in flagrant

violation, as it turns out, of the Biological Weapons Convention of 1972), as well

as incontrovertible proof that Iraq, and perhaps several other countries as well,

had busied themselves pursuing biological weapons.  It was in this context,

coupled with an increasingly vocal public health establishment pointing out the

dangers of emerging and re-emerging infectious diseases (e.g., HIV/AIDS, TB,

malaria, e. coli, food-borne and hospital-borne infections, etc.), that Members of

Congress turned to the issue of bioterrorism.

The years 1998 and 1999 are in some sense critical in order to get an

understanding of “initial” Congressional, and indeed federal engagement with

bioterrorism – including its formulation as a set of technical and policy problems.
                                                  

35 A number of substantially synonymous terms were also employed.  These included: “NBC”,
referring to nuclear, biological and chemical weapons; and CBRN or CBRNE, indicating
chemical, biological, radiological, nuclear, and (high-yielding) explosive weapons.  Distinctions
between these terms, including a tracing of their separate histories and practices, falls outside the
scope of this dissertation, but is a topic ripe for study.
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One piece of evidence in support of this contention comes from a search for the

term “bioterrorism,” which appears for the first time in a hearing name only in

1998.36  Previous to this, the dangers of biological pathogens had been framed

principally through the lens of either emerging and reemerging infectious

diseases or biological warfare.  On these topics a great deal of Congressional

attention had been paid; by the late 1990s, both of these kinds of biological

dangers – i.e., “natural” and intentionally-caused – had been imbricated within

national security discourses.  In any event, the few hearings on bioterrorism in

the waning years of the last century had begun to give shape to some of the

problems experts and policymakers felt they were beginning to face.

Discoursing on danger

Making sense of the vastness of discussion about biological threats is no

easier for the analyst or second-order observer than it is for first-order observers,

such as senators or representatives.  Indeed, in reading through and analyzing

Congressional hearings on the subject, it is striking that a policymaker, whose

attention to biological threats constitutes only a small portion of his or her

Congressional oversight duties, might immerse him- or herself in topics related

to public health, infectious disease, national (and increasingly homeland)

security, weapons of mass destruction, emergency and disaster management,

                                                  

36 Preparedness for Epidemics and Bioterrorism.  June 2, 1998.  Senate Subcommittee on Labor,
Health and Human Services, and Education, and Related Agencies, of the Committee on
Appropriations.  Senate Hearing 105-630.  U.S. Government Printing Office. Document ID:
f:50023.wais.
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healthcare provision, biomedical research activities, intelligence gathering, and

international relations, all of which must somehow be made accessible and

digestible, in order to put in place a coherent set of policies appropriate for the

country and its citizenry.  It is a tall order precisely because the problem space of

biological threats spans all of these areas.  Fortunately, amidst this heterogeneity

of subject matter and discourses, the establishment of some order, conceptual

and analytical, is possible.

Policy narratives

Much of the data on Congressional hearings on biological threats and

public health preparedness consists of statements by legislators and expert

witnesses, in which are elaborated sophisticated chains of occurrences, causes

and their effects, timelines and series of events, and an articulation of

relationships between various actors and entities.  Statements of this sort are at

one and the same time elements of a story or set of stories about where biological

threats came from, their manner of existence in the present, and how the future

might and/or should unfold with respect to them (e.g., through preparedness

efforts).  They are, in other words, narratives.

At a basic level, narrativity is a structured form of communication that

endeavors to bring relative completeness, cohesiveness and coherence to an

event or series of events.  This notion of the event, which must be understood as

separate from Foucault’s use of the term, is central to an understanding of

narrative.  Narratives aim to bring order to times, places and actors; they put
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them in a complex, but essentially coherent articulation with each other (Martin

1986; O'Neill 1994).  In the context of politics and policymaking, narratives seem

to take on an added degree of importance.  For it is here, according to Gottweis

(1998, p. 31-32), that narratives “bring elements of clarity, stability, and order into

what usually tends to be the complicated and contradictory world of politics.”

One of the methods employed in this dissertation revolves around the

analysis of policy narratives.  Policy narratives describe the frames or plots used in

the construction of fields of action for policymaking (Gottweis 1998, p. 34).

Narratives of this sort both make reference to and construct a coherent order out

of a dispersion of events, actors and objects, typically for the purposes of

articulating (or working towards) a position on a policy matter.

Why might narratives be an appropriate analytic tool for US

Congressional committee hearings?  One answer stems from the very structure of

the hearings themselves.  Although not exclusively its purpose, committee

hearings are, by and large, venues for the exchange of information.  In itself, this

is not an entirely satisfactory formulation – does the same not occur in most

public, and even private venues, at least to some extent?  Still, the notion of

information exchange is a useful one, and is made more so when understood in

the context of how committee hearings are structured, and how they operate.37

                                                  

37 Differences in the rules guiding the operation of House and Senate committee hearings will not
be addressed here, as these are neither germane to the theoretical questions at stake in this
research, nor did they seem relevant to this study’s findings.
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Typically, the more senior committee members, in consultation with their

staffs and occasionally less senior members, invite individuals to provide both

oral and usually written statements on a given topic of interest to the committee.

Again, typically, these individuals are selected for their expertise in these areas;

usually, though not always, the kind of expertise drawn upon (and,

correspondingly, the kind of experts asked to testify) is provided in the context

of professional, as opposed to “lay” knowledge, of a subject.38

The exchange of information is accomplished in at least three ways, all of

which are amenable to and in some sense structured by the use of narrative.

First, probably few elected officials would disagree with the assertion that

committee hearings are venues to air their views on matters of public import and

policy; equally few would challenge the assertion that the extent to which such

views can be aired, and the leeway granted any given legislator to discourse on a

subject, is directly proportionate to one’s seniority on a committee and length of

service in the House or Senate.

The hearings reviewed in this research are no exception, having revealed

precisely these kinds of hierarchies in operation.  Committee chairs and ranking

members, for example, were typically allotted (or allotted themselves)

substantial time to put “prefatory” remarks on the record, while junior members

                                                  

38 This distinction refers to the occasional “lay” member of the public called upon, for example, to
provide a first-hand account of a given incident, or, alternatively, a statement about the effect of a
given policy or program in one’s life.  The overwhelming majority of witnesses providing
testimony on biological threats and public health preparedness came from professional experts;
consequently, only experts and expertise understood in this context are referred to in this
chapter.
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offered the same opportunity usually deferred.  Despite this rather common

deference to custom and privilege, all elected officials do, at some point in the

course of a hearing, have an opportunity to lay out their position on a given

issue.  Many choose to capitalize on this privilege.  How they do so typically

follows the dictates and structure of narrative, insofar as they are able to spell out

– often in dramatic detail interspersed with finely tuned political rhetoric – the

trajectory of a policy problem and its solution(s), which is usually provided in

accord with their explicitly stated (or known) values on specific aspects of

governance and political philosophy.  Legislators, in other words, tend to weave

together disparate strands of thinking related to their own understanding of a

subject, the demands of their constituency and the political machinery within

which they operate, and their views on what aspects of public and private life

should (or should not) be governed – and how – into a broader narrative that

(usually) describes a) a policy problem, b) the causes of the problem, and c) the

necessary solution(s) to that problem.39

Second, experts themselves are also crucial in the exchange of information.

The very raison d’etre of the committee hearing itself is arguably the eliciting of

information from these individuals for the purposes of crafting appropriate

public policy.  While most experts surely understand that, as with everything in

                                                  

39 I am not suggesting that in generating policy narratives along such lines, these politicians are
acting in a disingenuous manner, or that they are putting politics above all else.  The views of
elected officials, like the views of subject-matter experts sitting across from them in a committee
hearing room, are partial and perspectival, and are articulated in the context of a social institution
which facilitates and encourages such viewpoints, including their content, the manner in which
they are uttered, the functions they serve, and the demands they meet.
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Washington, the demands of politics might work at cross-purposes or even

undermine appropriate (and even rational) public policymaking, they

nevertheless tend to come to the table quite well prepared and able to project a

persona aligned with the public face of scientific and technical expertise, namely,

one that is objective, rigorous, and beyond the reach of undue political

influence.40  It is through this institutional demand, coupled with an

organizational norm in which witnesses are allotted usually no more than 10

minutes to present their oral statements, which sets the stage, as it were, for

experts to tell “their stories” in narrative form.  Here, too, experts take the time to

construct a relatively circumscribed field of problems, in order ultimately to

diagnose ways in which to solve them.  While there are a host of different ways

in which this is accomplished, as evidenced below, the general narrative

structure tends to hold.

Third, information exchange appears in its most literal form – i.e., as an

exchange – in those crucial moments during hearings when legislators have an

opportunity to put questions to experts.  It is here, after experts (and for that

matter legislators) have offered oral statements, where conditions are most ripe

for the generation of a different form of policy narrative, namely, one that is

produced collectively and through explicitly structured, real-time interaction.  It

is during this time (usually referred to as “Q&A” by committee members) where

                                                  

40 See, for example, Dickson (1984), for a useful discussion of the boundaries between politics and
science.  More recent, pointed critique on the blurring of these boundaries can be found in
Hawthorne (2005) and Agin (2006).
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interlocutors work their hardest in negotiating the content of a narrative in a

collective manner.41  Although oral statements, uttered by one person without

interruption, are of course also produced in a context of structured interaction,

Q&A sessions have more the character of an explicit set of negotiations as

speakers vie to shape narratives according to their own understandings, but also

their own preferences, in the context of an actual conversation.  Although

“agreement” is not always achieved – interlocutors may vehemently disagree on

substantive points, policy prescriptions, and indeed entire world-views – there

typically emerges in these discussions a set of points or issues which, even if

contested, tend to “plot” out a collectively produced narrative trajectory.

The kinds of narratives this chapter takes up revolve around methods of

formulating, knowing, imagining and prescribing solutions for dangerous presents

and futures.  The analytic work presented here describes a range of first-order

observations, categorized as multidimensional themes, which constitute the

principal forms of thinking through dangers, according to both legislators and

experts.  The principal observation guiding narratives of biological threats is

based in the methods by which first-order observers (claim to) know or

characterize both the present and the future.

The principal form first-order observations take achieved through a

method of empirical observation, in which observations of phenomena are

                                                  

41 Negotiation and the collective structuring of a narrative are processes not to be confused with
de facto consensus around such narratives.  The kind of back-and-forthing characterizing Q&A
sessions in Congressional hearings should be understood more along the lines of Strauss’s
(1978a) formulation of the concept.
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mediated through intelligence, security, public health, policy, and other salient

apparatuses, thereby producing “factors” contributing to an expanding

environment of danger for the US and its population(s).  Such phenomena

typically include discrete events, or sets of events, which again according to the

demands of a given apparatus could be linked together, forming a kind of series,

which when interpreted as such would suggest a dangerous pattern or trend.  In

what follows I will present a number of salient themes that characterize

empirical observations by first-order observers.

Categories of danger and threat

Several first-order themes emerged from these hearings, themes that had

already begun to crystallize in the early and especially mid-1990s.  The main

theme refers to the multifaceted and multidimensional notion of danger.  An

analysis of pertinent hearings suggests that there were several dimensions to

danger being articulated in expert and policy circles.  Two salient dimensions

stand out in particular (see Table 4).
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Table 4. First-order distinctions of biological threats (x-axis: locus; y-axis: actor)

The first describes the locus of danger.  Along this dimension, dangers were

typically understood as existing and emanating – the difference between these

terms is important – in a geographical space generally understood as either

“external” or “domestic.”  With few exceptions, external dangers generally refer

                                                  

42 State-sponsored, domestic threats were rarely, if ever discussed during the period under study.
Several reasons stand out which may account for this.  First, there has been a notable, if
unsurprising, hesitancy to characterize any work sponsored by the US government on Category
A agents as a threat, per se, to the United States itself.  Aside from the obvious notion that most
experts, policymakers and the lay public view this activity as essentially benign and necessary
biomedical work for the production of appropriate medical countermeasures, there is also the
issue of intentionality: the matrix presented in Table 4 essentially refers to intentionally produced
threats – i.e., organized activity undertaken with the express purpose of producing biological
weapons which might be employed against the United States or other nations and populations.
Although it is beyond the scope of this dissertation, few individuals or organizations hold the
position that the United States is intentionally engaged in offensive biological weapons work,
and fewer still – none that I have ever personally encountered or met – believe the US
Government is intentionally developing these weapons to employ on its own population.
However, everything just mentioned must be understood separate from the notion that US
sponsored work of this nature poses risks to various populations (as opposed to threats to the state).
Two populations which come immediately to mind are laboratory workers, whose safety is very
much the concern of the public health and occupational health apparatuses (see Chapter 4 for
further discussion on this point), and communities across the nation which house biomedical
laboratories conducting research on dangerous pathogens.  With the push in recent years to build
greater numbers of BSL-3 and 4 laboratories (labs in which the most dangerous pathogens can be
studied), including the highly controversial National Biodefense Analysis and Countermeasures
Center at Fort Detrick, Maryland – home of the also (occasionally) controversial U.S. Army
Medical Research Institute for Infectious Diseases – community concerns about the siting and
safety features of these labs have increased substantially.  This is a fascinating topic worthy of
serious inquiry.

External Domestic

State

USSR/Russia
Iraq
North Korea
Others (Iran, etc.)

USAMRIID
DHS/NIH
(BSL-3/4
laboratories;
new center…)42

Non-state
Usually Islamist
fundamentalists
(e.g., Al-Qaeda);
Aum Shinrikyo

Fringe groups;
disgruntled
individuals
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to patterns of activity amongst individuals, groups, organizations and states

occurring outside the boundaries of the United States.  The locus of domestic

danger, on the other hand, is understood to exist within the United States.  At

one level, dangers along this dimension refer to the willful activity of individuals

and groups, American or foreign, working to develop or release harmful

biological agents, typically within the US.  At another level, domestic dangers

refer to activity, again typically in the United States (such as biomedical research

on anthrax; or improving cloning processes in laboratories; or publishing

genomic information on the internet), which is understood to be both legitimate

and of social and economic importance, yet which can be utilized for ill

purposes.

A second dimension refers to the distinction between state and non-state

actors; that is, entities or subjects engaged in willful and intentional acts related to

the development and/or deployment of biological weapons.  Hearings between

1998 and 2002 indicate little consensus about where, along this particular

dimension, the threat to the United States “truly” lay.  While most experts

focused their attention and concern on the resources that states are able to

employ in the development of bioweapons, there remained a persistent strand of

argument within threat discourses describing the pervasiveness of materials,

objects and knowledge, all of which span national boundaries (and state controls

and regulations) and are ostensibly easily available to virtually anyone savvy

enough to access them.
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A number of examples from the Congress illustrate the form these threats

had taken.43  One example, for instance, provides a striking portrait of the extent

to which activity in the former Soviet Union – activity which was admitted by

former President Boris Yeltsin to have been in contravention of the Biological

Weapons Convention of 1972 – had become a clarion call for those not yet

convinced that certain pathogenic species did, in fact, pose a threat to the United

States.  A floor debate in the Senate in early 1998, for example, includes the

following set of statements by Jon Kyl (R-AZ).

Mr. President, what the Russians had accomplished by 1991 is
frightening. According to [Ken] Alibek [a very senior Soviet bioweapons
scientist and defector to the US], the Soviet Union had warheads for
carrying biological weapons on intercontinental missiles that were aimed
at the United States. These warheads could carry smallpox, plague and
anthrax. The Soviets had apparently weaponized the Marburg virus – a
hemorrhagic virus as gruesome as the Ebola virus – and were ready to
begin large scale manufacture of the weapon as the Soviet Union was
crumbling apart. Alibek is concerned that scientists may have left Russia
with samples of this virus and other deadly bacteria. The possibility that
Russian scientists, know-how and biological materials are available to
rogue states and terrorists underscores the critical importance of
improving our domestic preparedness to respond to BW attacks against
the United States.  We do not know the extent of the Russian biological
weapons program today. There is evidence to suggest that a clandestine
program continues, hidden away in military facilities run by the Ministry
of Defense, which are off-limits to the West.

There are several striking features of this narrative.  Senator Kyl was not the first

public figure to make mention of the work, or “confessions”, of Ken Alibek.
                                                  

43 Examples in this chapter will very often include extended excerpts of hearing transcript data.
Although there are pitfalls attached to presenting data in this manner, I believe the benefits
outweigh the costs.  It is crucially important that statements be presented with some amount of
contextual information, hence the need for longer passages.  Moreover, the distinction between
content and context is in some sense arbitrary, and in any event, one is very rarely able to find
discrete “packets” of sentences that contain within them the whole of a particular argument,
claim or set of points to be made.
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Alibek’s book, Biohazard (Alibek and Handelman 1999), took Washington and

the security establishment by storm upon its appearance in 1999, when it became

public knowledge that the Soviets, under the direction of Alibek and others, had

worked on several of the most virulent organisms known to humankind in an

effort to combine them(!) for offensive biological weapons purposes.  A search of

the Science Citation Index shows that that book has been referenced by other

articles well over 200 hundred times in academic journals, the preponderance of

which a) occurred in the period between 1999 and 2003, and b) took up a topic

directly or indirectly related to biological weapons and bioterrorism.44

Unquestionably, Alibek’s claims were at the time of Senator Kyl’s remarks

circulating rapidly and rampantly amongst both experts and policymakers, and

were used as direct evidence of knowledge of activities external to the United

States – knowledge which could (and would) be interpreted as constituting a

distinct threat to the United States.

There is also in the above statement a solid example of a particular kind of

narrative, including an implicit (and soon to be explicit) type of reasoning, that

would begin to permeate Congressional hearings on biological threats and public

health and domestic preparedness.  I refer here to the related themes of

uncertainty and possibility, and the transformation of possibilities into calls for

immediate action.

                                                  

44 Search conducted on the “Web of Science” database on April 3, 2007 at
“portal.isiknowledge.com” via the UCSF library website.
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Senator Kyl’s remarks about the “possibility that Russian scientists, know-

how, and biological materials are available…” is just one example of a kind of

uncertainty, formulated as a possibility, then circulating in nascent biological

threat discourses.  Specifically, this statement points to a condition of present

uncertainty, understood as inherently dangerous; although it was, according to

Senator Kyl, not certain that any untoward activity had been occurring, what

was certain was that such activity could be occurring.  This statement can

therefore be read as doing a particular kind of transformative work: it is taking

these uncertainties in the present moment and turning them into dangers which

span a timeline, from the past (the dissolution of the USSR; former bioweapons

work) to the present (we don’t know what they are doing or where they are) to

the future (this may very well impact the US adversely down the road).  In this

statement as in so many others, possible (present) dangers are formulated with a

kind of ethical prescription – one which would gain in strength in subsequent

years – in which the very possibility, the very thinkability of a certain set of events

(whether trends now or outcomes later), would positively demand, as a matter of

both national security (i.e., for the state) and public health (i.e., for various

populations), that countermeasures be taken.

Russia was not the only country on the mind of security and preparedness

officials testifying before the Congress.  Other nations were also the object of

intense scrutiny.  The following quotes illustrate how other countries, such as

Iraq, were cited by experts and legislators in arguing both the incontestability of
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claims that biological weapons were (then) being actively developed – thereby

posing a de facto threat to the US, either to its deployed troops or, arguably, to the

domestic population – or that such weapons could conceivably be used.

Representative Peter Deutsch, D-FL: Three years ago, as you are well aware,
less than 3 years ago, was the last time we had inspectors in Iraq and by
the public domain information it appears very convincing that Iraq had
smallpox at that time. The same thing which we are well aware that in the
1990's when the Soviet Union basically disintegrated, it was not just one
location where they were developing smallpox, they were developing it
in many locations and just so that people are aware, to take… a vial
which could have kept a smallpox in a freeze-dried state, could have been
sent, just one vial. We're not talking about a nuclear power plant. We're
not talking about a reactor. We're not talking about a plutonium facility.
We're talking about a vial and a vial potentially with one person could
have the destructive capability of ten hydrogen bombs.45

Senator Tom Harkins, D-IA:  This is not science fiction fantasy. Iraq had a
biological weapons program, although we have no evidence that it was
successful. They had already shown a willingness to use chemical
weapons in combat against their own citizens. I believe we are not far
from the day when a nation or organization will possess both biological
weapons and chemical weapons and the will to use them, so the time for
us to prepare is now.46

In addition to the points noted above, both of these quotes illustrate the central

importance of imagery and imagination in employing these narratives

successfully.  Both speakers begin with statements of fact, namely, that a

particular country or countries had been engaged in biological weapons

development.  For Representative Deutsch, the critical link to his policy position

(unstated in the quote provided) that the US should rapidly fund preparedness

                                                  

45 Bioterrorism and Proposals to Combat Bioterrorism.  November 15, 2001.  Hearing before the
House Committee on Energy and Commerce.  Hearing 107-72.  U.S. Government Printing Office.
Document ID: f:76309.wais.
46 Bioterrorism, 2001.  October 3, 2001.  Hearing before the Senate Subcommittee on Departments
of Labor, Health and Human Services, and Education, and Related Agencies, of the Committee
on Appropriations. Senate Hearing 107-452.  U.S. Government Printing Office.  Document ID:
f:77048.wais.
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programs, is comprised of two central steps – steps that revolve around the

production of imagery in light of substantial factual uncertainties.

The first step is to engage in imaginative speculation.  This is a process

which typically entails the insertion of a variety of imagery and objects into a

narrative in such a way as to substitute available, usually agreed upon facts with

any combination of suppositions, presuppositions, guesses, and presumptions.

In the statement quoted above, Representative Deutsch takes pains to point out

the existence of a vial and then proceeds to ponder the possibility that such a vial

“could have been sent” somewhere, presumably into the wrong hands.

Although these statements have validity especially when placed in context (they

were made on the heels of the anthrax attacks of 2001), they are remarkable for

exhibiting a shift from certitude to contingency: from what was “known” to what

might have been and might still be.

The second step, also common in biological threat narratives, is

employment of an apocalyptic rhetoric.  Although there are many variations off

this theme, the example provided above achieves this heightened degree of

rhetoric in two complementary manners: first, through the use of metaphors of

asymmetry and disproportion – one (little) vial can yield catastrophic results –

and through comparisons with familiar technologies already associated with

apocalyptic potential.  In this case, of course, the speaker makes reference to the

potential cost in human lives – oddly referred to as “destructive capability” –

through the use of fusion nuclear weapons.



128

Occasionally, statements of “fact” were themselves challenged, or

alternatively, misstatements were made, in discussions about activities in given

countries.  The following exchange, for example, gives one pause when realizing

that disparate branches of government tasked with intelligence responsibilities,

or the review of intelligence work, were in fundamental disagreement with each

other over the scope of activities in the country in question.

Christopher Shays, R-CT: Could you please comment on Mr. Hamre's, the
Deputy Secretary of Defense, recent statement before the House Armed
Services Committee that, one, North Korea has weaponized anthrax; and,
two, it is easy to weaponize biological warfare agents.

Henry L. Hinton, Assistant Comptroller General, General Accounting Office:
We haven't seen the evidence to support Mr. Hamre's statement that
North Korea has weaponized. But it is something that we would be
happy to look into for you, Mr. Chairman. Based on the evidence that we
now have, we have a disconnect.

In the next statement, Arlen Specter, Republican senator from Pennsylvania,

enjoins his interlocutor to be as precise as possible, while mischaracterizing

known Iraqi activity on biological weapons (Saddam Hussein has never been

linked to bioterrorism).

Mr. Caruso, it is very important that we be sure about what we say as to
who is spreading the anthrax. We speculate or wonder if there is a
connection between the September 11 attack by Osama bin Laden and Al
Qaeda and the anthrax, and until we know, we should not jump to any
conclusions.  There has also been speculation about what is happening
with Saddam Hussein and Iraq. As we know, we have not been able to
inspect Iraq for many years now, and we know that Saddam Hussein has
been actively engaged in bioterrorism.47

These hearings demonstrated precisely how past events and trends, including

those which at the time were on-going and therefore understood in the context of

                                                  

47 Bioterrorism, 2001. October 3, 2001.  Op. cit., note 46
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the present, could be extrapolated in such a way as to formulate the parameters

of current and future dangers.  For example, countless experts testifying at these

hearings, in a move that is intuitively understandable yet logically questionable,

successfully configured their “read” of certain empirically observable

phenomena so as to imbue biological threats with a “realness” previously absent

from discourse.  The following examples, culled from a number of hearings,

provide a range of nuanced discussions along these lines.

Director, National Center for Infectious Diseases, CDC: The bombings of the
World Trade Center in New York and the Federal Building in Oklahoma
City taught us how vulnerable we are to terrorist attacks. A biological or
chemical attack used to be considered unlikely but now seems entirely
possible, given the availability of information on how to prepare such
weapons and activities by groups such as Aum Shinrikyo which released
nerve gas in Tokyo's subway and experimented with biological
weapons.”48

Once again, the speaker proffered a statement which accomplished a substantial

amount of transformative work.  In this example, as in others provided, the issue

is one of what turns a set of empirically observable phenomena into present

dangers, and therefore future risks.  What, in other words, accomplishes the task

of transforming discrete events into “real” threats?  One strategy is to construct

in an immediate phenomenological sense a system of knowledge of the world in

which present danger is known by past events.  The crucial move, however,

comes by way of shifting the framing of danger to that of vulnerability: the

occurrence of (previous) terrorist incidents, instead of suggesting specific

likelihoods of future events, per se, illustrates rather de facto present dangers

                                                  

48 Preparedness for Epidemics and Bioterrorism.  1998.  Op. cit., note 36.
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rooted in the lack of capabilities and capacities to handle large-scale incidents

along the lines of a WTC or Oklahoma City bombing.  The logic of the argument

is powerful, if not slightly disarticulated:  Because terrorist incidents have

occurred in the past, the US is vulnerable in the present.

Whereas the previous quote provides a speaker’s explicit “jump” or

“leap” from an event in Tokyo to a conclusion about what is now possible, the

following example articulates a global geopolitical situation that, coupled with

events in the former USSR, leads to a conclusion that “asymmetric strategies”

(such as bioterrorism and biological warfare) will increasingly dominate the

spectrum of national security threats.

Nobel Laureate Joshua Lederberg: “The dissolution of the Soviet Empire and
the refinement of our own military technology have vastly altered the
security environment of the United States. Our forces in place have
obliged our potential adversaries to avoid confrontation on discernible
battlefields and to seek asymmetric strategies to avoid defeat upon head-
on collision with us.  Biological weapons, germs, deployed against
symbolic targets, troop barracks, and real valued ones like ports of
assembly and cities, are almost ideally suited for that aim-- post-
modernist warfare.”49

There are several elements of Professor Lederberg’s statement worthy of

discussion.   First and foremost, this statement is a virtual exemplar in the use of

narrative to describe a coherent policy problem.  It is “our” very success in the

Cold War, coupled with continued advances militarily, that have put us in the

problematic position of facing enemies who know they cannot win a politico-

                                                  

49 Bioterrorism -- Domestic Weapons of Mass Destruction.  March 16, 1999.  Joint Hearing before
the Senate Subcommittee on Labor, Health and Human Services, and Education, and Related
Agencies, of the Committee on Appropriations; and the Committee on Veteran Affairs.  Senate
Hearing 106-352.  U.S. Government Printing Office. Document ID: f:57119.wais.
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military conflict in a traditional manner.  The “discernible” battlefield, where

soldiers and politicians and citizens alike knew a fight was to be waged, has

become obsolete – a product of modernity’s successes and subsequent advance

into post-modernity.  The new battlefield is not knowable in the traditional sense

of that term; it has no ready shape or outline.  There are no a priori combatants, or

soldiers, in the traditional sense.  And, building on the norms of previous wars,

fewer and fewer rules will govern the conduct of warfare.

Rather, as the speaker points out, battle will be characterized by its

“asymmetry,” a term which describes a modality of conflict in which one side,

either unable or unwilling to fight in a roughly conventional capacity and/or

employing roughly the same types of military forces against an enemy, chooses

to employ different tactics and weaponry which typically violate traditional

norms of warfare.  In the context of this narrative, the problem is clear: biological

weapons have become attractive technologies for those who wish to wage battle

against the United States, and in some sense have become the ultimate weapons

of our age.  They are indiscriminate, violent, and deadly, and their existence may

be so interwoven into the very fabric of our world, that they may be indiscernible

from that world’s day-to-day (chaotic) post-modern operation.

One extended excerpt provides a concrete example of the manner in

which key observations about past and current trends are employed as evidence

in support of a powerful, ostensibly logical conclusion: Because dangerous

activities have been deemed possible, both as a result of direct observations of
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them and because conditions exist which might facilitate them, the consequence

is that a) a threat has now materialized, and b) something must be done about it.

The speaker in this example, former Senator Sam Nunn of Georgia, made the

following remarks in the context of his testimony on the exercise “Dark Winter,”

a well-known simulated bioterrorism exercise.

Naturally, there are some skeptics anytime you describe a dire threat to
the United States. I want to tell the committee: I am convinced the threat
of a biological weapons attack on the United States is as urgent as it is
real. As Secretary Rumsfeld said in his confirmation hearings: ``I would
rank bioterrorism quite high in terms of threats . . . It does not take a
genius to create agents that are enormously powerful, and they can be
done in mobile facilities, in small facilities.'' An experiment some years
ago showed that a scientist whose specialty was in another field was able
to weaponize anthrax on his first attempt for less than $250,000.

Hundreds of labs and repositories around the world sell biological agents
for legitimate research – and the same substances used in legitimate
research can be turned into weapons research. In addition, the massive
biological weapons program of the former Soviet Union remains a threat,
at least to the extent that materials and know-how could flow to hostile
forces. At its peak, the program employed 70,000 scientists and
technicians and made twenty tons of smallpox. One Russian official was
quoted some years ago in The New Yorker saying: “There were plenty of
opportunities for staff members to walk away with an ampule.”  There
still are.  According to a very prominent press report, former Soviet
biological weapons scientists have been aggressively – and in some cases
successfully – recruited by Iran. And Ambassador Rolf Ekeus, who
headed the United Nations special commission that investigated Iraq's
arsenal after the Gulf War, and who we are lucky to have on the Board of
Directors of NTI, had testified before Congress that in 1991 Iraq had 300
biological bombs.  So the ability of people to acquire or create biological
weapons should be clear beyond any doubt.50

Senator Nunn, a respected player in the world of international affairs and a key

figure in WMD non-proliferation efforts, employs another type of transformative

                                                  

50 The Threat of Bioterrorism and the Spread of Infectious Diseases.  September 5, 2001.  Hearing
before the Senate Committee on Foreign Affairs.  Senate Hearing 107-124.  U.S. Government
Printing Office. Document ID: f:75040.wais.
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narrative as he describes the shift from danger to threat.  In this statement, the

speaker engages in transformative work through what might be called an

interpretive shift.  This is a process that describes how empirically observable

phenomena come to take on new, and in this case more insidious meanings

through a particular kind of interpretive mechanism: one that reconstitutes

observable elements into a series that resonates as a threat greater in scope and of

(more) immediate import.

In the statement above that Senator Nunn cites UNSCOM director Rolf

Ekeus’s testimony regarding “biological bombs” as far back as 1991.  While it is

certainly the case that relations between the United States and Iraq since that

year were strained and even hostile, it is equally certain that despite knowledge

of Iraq’s biological weapons program, the dangers associated with that program

were not articulated within a discourse describing any kind of imminent threat

to the United States.  In other words, knowledge about the Iraqi BW program

was constituted within a discourse the scope and scale of which were far less

threatening than in 2001, when Senator Nunn made his statement.  The point is

that the very same empirical phenomenon – Iraq’s BW program – was imbued

with different meaning depending upon the larger set of elements and discourses

to which it was linked:  In the mid-1990s it was certainly problematic, but was

linked primarily only to other developments with that country (Saddam’s

posturing, UN monitoring, etc.), which in their entirety were formulated only as

a marginal (“direct”) threat to the US.  On the other hand, in 2001 the Iraqi BW
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program was set in relation to several other phenomena (defecting Russian

scientists, Iran, etc.), and cited as evidence of an immediate, or at the very least a

more direct threat to the United States.51

A more compelling example, perhaps, is illustrated by Senator Nunn’s

observations on the proliferation and diffusion of people, knowledge, pathogens

and equipment in the conduct of ostensibly “legitimate” life sciences research.

“Hundreds of labs and repositories around the world,” he notes, “sell biological

agents for legitimate research…”  Indeed.  Of course, prior to 2001 a large

proportion of those same labs also engaged in the sale of biological agents –

including potentially harmful ones – for legitimate research; in fact, labs and

other life sciences enterprises have been developing, manufacturing and

distributing such products for decades.  These substances, the Senator reminds

us, “used in legitimate research can be turned into weapons research.”  Yet such

must surely have been the case in the years, even decades previous.  One is

faced, then, with trying to make sense of the employment of statements like

these, which are true (of course) in the present, but which were also true in the

past, yet not acted upon or made the focus of concern.

How to know danger

Another dimension to the discourse on threats focused less, per se, on the

actual threats themselves; rather, what could only be termed as an intertwined

                                                  

51 This development led to concern not only about biological agents in general, but constituted
one element of reasoning by the US to engage that country in war (Woodward 2004).
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set of methodological and epistemological debates took place as various federal

agencies vied to produce tools and methodologies to assess non-conventional

threats.  The principal axis around which these debates were centered consisted,

broadly, in the ways in which dangers were being assessed across these various

agencies.  The main elements at play here included the actual, specific techniques

to know and understand these dangers through such mechanisms as intelligence

gathering and analysis, as well as threat, risk and vulnerability assessments.

Distinctions between these would prove critical to debates about the nature and

extent of the biological threats facing the US.

By 1998, cabinet-level departments across the spectrum had begun

enacting both federal laws and executive orders that had been passed or issued

in the preceding years relating to weapons of mass destruction.  Chief among

these were the Defense Against Weapons of Mass Destruction Act of 1996, more

commonly known as the Nunn-Lugar-Domenici program, as introduced above.

Also present was Presidential Decision Directive-39; its companion directive,

PDD-62, would be issued in May 1998.  As the Departments of Defense, Justice,

Energy, and Health and Human Services started to work out domestic

preparedness and response issues, each department brought its own set of

techniques to the problem of dangerous biological threats.  Herein lay the

problem.

At the behest of members in three separate committees in the House and

Senate, the GAO undertook a study, finalized in the spring of 1998, indicating
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that the US had begun to move ahead with preparations and planning against

bioterrorism domestically without possessing a firm understanding of the threats

it faced.  More specifically, the GAO drew critical distinctions in the types of

information deemed necessary to understand these dangers.  At the broadest

level, these included intelligence and risk/threat assessment information.  The

GAO argued very strongly both in its report and subsequent testimony before

Congress that efforts oriented towards an understanding of specific domestic

threats was both necessary and had been heretofore lacking.  Intelligence

information, gathered globally and domestically, had not been properly

configured into a form that local jurisdictions could work with.  Related to this,

local officials were, organizationally and institutionally speaking, (kept) at some

remove from intelligence gathering and especially analysis.  The result,

according to the GAO, was that cities – identified as the conceptual,

jurisdictional, and organizational locus for preparedness efforts – did not know

what exactly they were preparing for, or how likely it was thought to be that any

one threat would materialize over any other.

In light of stirrings in Washington that efforts to get an analytic grip on

the problem of biological (and other) threats were proceeding with some

difficulty – coupled with increasingly vocal criticism of implementation of the

Nunn-Lugar-Domenici program – the Senate scheduled a Joint Hearing of two

subcommittees to hear testimony on the threat of bioterrorism.  The GAO, an

increasingly important player in thinking through how thinking about biological
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threats was being undertaken across the federal landscape, was invited to

provide testimony based on their report (and continuing interest in this field).  At

evidence in this hearing is the first articulation (in this type of venue) of a

mismatch between threat assumptions employed by a federal agency – in this

case, HHS – and the preparedness efforts subsequently organized as a result of

this knowledge – with reference here to medicine and vaccine stockpiling.  The

representative from GAO made the following remarks to the Republican-

controlled committee.

... The possibility that terrorists may use biological and chemical materials
may increase over the next decade, according to intelligence agencies.
We have previously reported on the value of using sound threat and risk
assessments performed by a multidisciplinary team of experts for
focusing programs and investments to combat terrorism. Without such
assessments using sound inputs and a team of experts, there is little or no
assurance that the programs and spending are focused in the right areas
and in the right amounts.  As you mentioned, Mr. Chairman, we are
looking into the scientific and practical feasibility of a terrorist or terrorist
group improvising a biological weapon or device outside a state-run
laboratory and program, successfully and effectively disseminating
biological agents, and causing mass casualties. Much of the information
we have obtained is classified and in the early stages of our evaluation.
Overall, our work to date suggests that, for the most part, there are
serious challenges at various stages of the process for a terrorist group or
individual to successfully cause mass casualties with biological agents.
For example, a terrorist group or individual generally would need a
relatively high degree of sophistication to successfully and effectively
process, improvise a device or weapon, and disseminate biological agents
to cause mass casualties.  HHS has not performed a formal, sound threat
and risk assessment with a multidisciplinary team of experts to derive,
prioritize, or rank in accordance with the most likely threats the Nation
would face the specific items it plans to have in its pharmaceutical
stockpile. Also, we note that several of the items HHS plans to procure
seem to be geared toward the worst possible consequences from a public
health perspective and do not match the intelligence agencies' judgments
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on the more likely biological and chemical agents a terrorist group or
individual might use as explained to us.52

These remarks offer a window onto several aspects of federal activity then being

contemplated or undertaken, both at HHS and elsewhere.  Central to the

discussion here is this expert’s advocacy of a not-yet-widely-used (for

bioterrorism preparedness) type of knowledge production: the qualitative threat

and risk assessment.  The central feature of this type of information processing

revolves around the social organization of knowledge production.  Rather than

rely on either quantitative estimates of probabilities -- say, for example, of the

likelihood that smallpox is released in Miami -- or worst-case scenarios, the GAO

was pushing for a way to generate meaningful knowledge that could in turn be

put into a framework for the allocation of scarce resources.

This point is worth reiterating: The GAO’s very raison d’etre in some

respects links up with the powerful political rationality of accountability; that is,

a demand codified as a set of both formal and informal norms which requires

that government expenditures be essentially cost-effective.  The underlying logic

of accountability, reflected in the GAO’s renaming as the Government

Accountability Office in 2004 (formerly the General Accounting Office), is based

on the supposition that specific technical and public policy problems will first be

identified, in order that any given program’s impact can be assessed for

effectiveness.  As the GAO expert noted in later testimony in the hearing cited

                                                  

52 Bioterrorism -- Domestic Weapons of Mass Destruction.  March 16, 1999.  Joint Hearing before
the Senate Subcommittee on Labor, Health and Human Services, and Education, and Related
Agencies, of the Committee on Appropriations; and the Committee on Veteran Affairs.  Senate
Hearing 106-352.  U.S. Government Printing Office. Document ID: f:57119.wais.
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above, “it is unclear from HHS' 1999 operating plan whether and to what extent

the Department has fully considered the long-term costs, benefits, and return on

investment of creating and sustaining the production and inventory

infrastructure for [this] initiative.”

Vulnerability

Put bluntly, the biomedical, public health, and human services
communities are under-equipped, under-informed, and ill prepared for a
biological attack and for infectious disease in general.  Accordingly, our
recommendations on the public health/medical side read like a veritable
“laundry list.”

-- Frank J. Cilluffo, Senior Policy Analyst, Center for Strategic
and International Studies, Washington, D.C., in testimony
before the Senate Committee on Foreign Relations, September 5,
2001

As the previous section illustrates, first-order observers generated a

number of distinctions about elements and factors which, in their totality, were

to constitute a threat or threats to the United States.  One type of distinction

revolved around understandings of external dangers; that is, patterns and trends

ranging from the very large (the dissolution of the Soviet Union; activities in

Iraq) to the very small (questionable activities of a given scientist) which had

been successfully “bracketed off” as occurring outside the US.

At very nearly the same time that these external threats were being

articulated, an additional discourse was wending its way into a larger narrative

about the dangers facing the United States.  These dangers were not the result of

some untoward activity on the part of a bellicose nation or extremist group.  In

this instance, rather, dangers were seen as embedded within the very fabric of



140

the nation’s public health apparatus.   It is here that first-order observers

introduced the arena of public health as both the central element in a network of

“defenses” against dangerous pathogens and infectious diseases, and

simultaneously as the weakest link in these defenses.

These weaknesses, hinted at in the quote introducing this section, were in

many respects long-standing, the result of a complicated political history in

which public health found itself without the clout or the glamorous success

stories which might act to raise the status of its efforts.  Instead, ironically,

whatever successes public health did enjoy, for example from mid-century

through the early 1980s (such as relative successes with tuberculosis, polio and

measles), were triumphs quietly celebrated: Lives saved and diseases prevented

have no embodied correlate or form; neither you nor I know if the polio vaccine

we received “worked” precisely because neither you nor I have had polio.  This

outcome – perhaps characterizable as anticlimactic – has not generally been the

cause for celebration, and in fact “successes” such as these, attributable to public

health interventions, have often been met with literal as well as political and

funding indifference.  So it was that with the onslaught of HIV/AIDS and other

“emerging” infectious diseases in the 80s and into the 1990s, the complacence

characterizing funding and political attention for public health in the preceding

decades bore bitter fruit.

We are therefore presented with a set of questions that form an intriguing

sociological and policy puzzle.  How did it come to pass that the (poor) “state of
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public health” in this country came to be equated with vulnerability, both from a

national security and public health perspective?  What kinds of claims were

employed in illustrating that public health was in a dire state, and in what ways

were these formulated in terms of vulnerability?  What solutions were linked to

these claims?  What form did these narratives take?

Establishing difference: Constructing uniqueness in biological threat discourse

Scholars have speculated, with some conviction and compelling

arguments, that biological threats and the specter of bioterrorism tap into deeply

rooted fears about contagion and “Otherness” (Bashford 2001b; King 2003).

Across cultures, it seems, societies put in a great deal of work generating and

maintaining distinctions between the sacred and the profane, the pure and the

dangerous (Douglas 1966; Durkheim 1995).  In the context of contemporary

biological threats, first-order observers have worked hard to make distinctions of

their own.  One of the central distinctions to emerge in biological threat discourse

has revolved around similarities and differences between biological threats and

other forms of non-conventional threat, such as nuclear and especially chemical

threats.

By 1998, experts were hard at work trying to reverse some of the

“successes” of previous federal efforts to combat terrorism.  The Nunn-Lugar-

Domenici Act of 1996, which established a federal program to fund cities’

capacity to respond to large-scale terrorist attacks, was founded on the basis of a

set of resemblances between various forms of terrorism.  Biological and chemical



142

terrorism were essentially lumped together, treated in some sense as similar in

kind.  Both were seen to affect large populations, requiring a massive response

from “first responders” of various kinds, all at the local level.

As Congressional hearings got underway in the late 1990s to tackle issues

of emerging infectious disease, biological warfare, and eventually bioterrorism,

witnesses called to testify – later to be joined by legislators themselves –

emphasized how it was that biological threats should be considered a special

kind of entity.  Infectious diseases such as those envisioned to appear after an

intentional release of pathogens presented, in essence, a unique set of problems

with very little resemblance to other conceivable forms of terrorist weaponry.

Some experts testifying on the Hill targeted that which was “familiar”

about biological threats as a way to distinguish them from other kinds of danger.

Michael Osterholm, who would become a key figure in bioterrorism

preparedness efforts nationally, noted the following.

Biological weapons for the use [sic] against civilian populations differ in
important respects from other weapons of mass destruction and require a
very different approach for the deterrence, detection, and response.
Understanding these differences is critical.  A key difference is that most
biological weapons cause diseases that exist in nature.  This is even true
for the fictional examples of genetically engineered biological weapons
since the symptoms they cause may not differ significantly from the
infectious diseases that are found in nature.  The investigative steps for
detecting and identifying a biologic agent released into a civilian
population will be the same as that for a naturally occurring agent.
Therefore, the first and most fundamental defense strategy for dealing
with bioterrorism is to develop effective means for combating infectious
diseases and improving our public health infrastructure and biomedical
research capacity.53

                                                  

53 Preparedness for Epidemics and Bioterrorism.  1998.  Op. cit., note 36.
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The narrative the speaker employs will be a familiar one throughout this

dissertation: by constructing the problem as a familiar one, and as one that falls

under the purview of public health, Dr. Osterholm sets the stage for presenting a

solution that would gain a great deal of traction in short order: improving public

health benefits both “regular” public health and contributes to preparedness

against bioterrorism.

Other speakers emphasized different aspects of biological weapons.  In a

prepared statement, noted expert Dr. Tara O’Toole zeroed in on a different

aspect of what sets biological weapons apart.  She wrote:

… [I]t is my belief that in the context of responding to a biological
weapons attack on U.S. civilians, FEMA and CDC are likely to find
themselves called upon to facilitate decisions and actions which are
unfamiliar, unpracticed and highly controversial within decision making
circles.

For this speaker, the dangers of biological weapons must be understood in light

of decisions that will be have to made should they be employed, decisions that

could have profound impacts on a given jurisdiction or, if an attack were large

enough, the nation itself.  Such decisions might entail, for example, acts of

quarantine, which would certainly impinge of individuals’ and communities

ability (or right) to move freely; or decisions requiring that a limited supply of

medicine or vaccine be distributed to certain groups of people, but not others; or,

for that matter, broader decisions that could impact who might live or die during

a massive infectious disease epidemic.  The transformation from danger to threat,

in other words, is in a very explicit Luhmannian sense located in heretofore

unfamiliar decision-making about these dangers.
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The observation most frequently cited by experts in describing the unique

dangers of biological weapons refers to the characteristics of biological

pathogens themselves, and the infectious diseases they cause.  Narratives

utilized to make such distinctions very often entailed “lumping” all such

diseases together, into a kind of generic infectious disease threat.  Moreover,

these distinctions were often made in the context of distinguishing these threats

from other, different types of threats, typically chemical in nature.  Dr. Margaret

Hamburg, a well-known figure in the national public health community,

provides here a statement that epitomizes the unfolding of this generic threat.

[The exercise, Dark Winter,] really demonstrated how a bioterrorist event
would be different from the other kinds of conventional terrorist attacks
that we are more familiar with, sadly; or even an event using another
weapon of mass destruction, that it would really unfold much more
slowly over time as a disease epidemic...54

Or as D.A. Henderson put it in one of several statements before Congress:

The insidious manner by which a biological attack would unfold is itself
alarming. The fact of an attack using an explosive or chemical weapon
would be recognized immediately and resources summoned quickly to
deal with the consequences and to begin to remediate the situation. A
biological agent would, in all probability, be released clandestinely as an
aerosol spray, odorless and invisible, which would drift slowly
throughout a building or across a city. Not until days to weeks later
would people begin to fall ill; new cases would continue to occur over a
period of one to several weeks. Some of those exposed, in all
likelihood, would be hundreds of miles away when they develop
symptoms--in other cities, in other countries. Thus, the consequence of
the attack would extend well beyond the immediate area of release.55

                                                  

54 Combating Terrorism: Federal Response to a Biological Weapons Attack. July 23, 2001.
Hearing before the House Subcommittee on National Security, Veterans Affairs and International
Relations of the Committee on Government Reform. Hearing 107-99. U.S. Government Printing
Office. Document ID: f:81593.wais.
55 The Threat of Bioterrorism and the Spread of Infectious Diseases. September 5, 2001. Op. cit.
Note 50.
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Doctor Henderson not only notes how biological threats would work in contrast

with immediately “obvious” threats, including “chemical weapons” as he

describes above, but he also presents information describing the presumed

course that an intentional release of a pathogen would take.  His description is a

telling one: he provides a narrative of events that are likely to unfold.

Narrative and the imaginery

Data from the hearings indicate that the use of narrative was central for

experts and legislators alike in detailing the presumed course that a biological

attack will take.  Such narratives seem to be key in relaying a specific type of

information, one that opens up the possibility for the expertise and “tools” of

public health to intervene into the problem(s) presented.  Because biological

attacks (in the sense of bona fide bioterrorism) had, prior to the anthrax attacks,

not yet occurred, the content of these narratives contained ostensibly plausible

descriptions of such attacks.  These were based in “reality” to be sure, but a

reality built largely on assumptions (about disease and outbreak characteristics)

and expert judgments, the information for which was drawn from literature on

particular diseases as well as the experiences of public health professionals with

infectious disease outbreaks.

Part of what characterized expert and legislator narratives of biological

threats was the employment of language and descriptions that could “stand in”

for missing facts and empirical observations.  I call this the “imaginery,” a term

which is meant to connote the ways in which objects and their relations are
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articulated (and articulate with each other) through exercises of imaginative,

generally rationally-based speculation, for the purpose of setting order and

coherence to them in socially compelling ways.

In the statement provided by D.A. Henderson, above, the “facts” of

infectious disease – namely that symptoms begin to appear after some length of

incubation in human hosts (“over a period of one to several weeks”) – are

supplemented with some information about the likely method of agent dispersal:

an aerosol spray employed in cities.  Such a spray would be intuitively sensible

from the perspective of a scientist or weapons engineer; after all, most of the

harmful “likely” BT agents (anthrax, plague, etc.) are considered “weaponized”

when they are of a sufficiently small size, highly dense, and relatively sturdier

than when found in nature.  Aerosol dispersion is generally considered the most

rational and effective means to deliver such agents: an individual or group gets

the most bang for the buck, that is, potentially the most harm in the most

effective and efficient manner.

But assumptions such as these, which form in some sense the “glue” that

holds narratives of threat together, are and in fact must be understood as linked

to culturally-specific discourses.  In this case, rational and technically efficient

agent dispersal is embedded within a web of cultural and technical norms and

expectations which guide our understandings of the how and in what manner

threats should, and therefore, will appear to us.  Non-aerosolized anthrax

dispersion, for example, would be almost non-sensical.  Its questionable
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effectiveness effectively eliminates it as a threat.  The larger argument, then, is

that the narrative transformation from danger to threat – what falls under the

category of first-order observation – is accomplished, and must be understood as

being accomplished, in specific cultural and technoscientific contexts.

An extended excerpt of just such a narrative comes from presidential

contender and Senator John Edwards, whose language describing a conceivable

future in which a bioterrorist attack is unleashed is almost lyrical in tone.

Let me start, Mr. Chairman, if I could, by asking you and others to picture
in your mind's eye what a biological attack would look like. First, there
would be no explosion. There would be no plane crash. There would be
no catastrophic event of any type. Instead, it would be a silent attack. It
may not be seen for days, or even weeks, and it would first show up, as
Senator Byrd described, as a case that looked very much like a bad cold or
the flu in a hospital on one side of town. Then you would have another
case with a child on the other side of town, and then you would have a
case out in the county somewhere at a hospital, or seen by a primary care
provider.  The critical question is, how much time passes before we
recognize that there is something more than a cold or the flu going on,
and the only people who can make that determination are your local
emergency room personnel, the local health care providers, primary care
physicians, and local nurses. Those are the people. They are our first line
of defense in any kind of biological attack, and they are the key.  We
could have all the teams in the world with extraordinary expertise
gathered together in Washington, DC, but if these people who are on the
front lines of providing health care across the country are not ready, it is
very difficult for us as a Nation to be ready. Senator Frist talked about
how few, if any, of these people have ever seen a case of anthrax or
smallpox. They do not know what to look for, what the symptoms
are, and they also do not know how to react. That is the reason, Mr.
Chairman, we are not adequately prepared, but all of us are here to say to
the American people, we will be, and we are committed to being
completely prepared. It is not flashy, it is not high tech, but it is the key to
getting us ready to respond to the potential for a serious biological attack
on our country.56

                                                  

56 Bioterrorism, 2001.  October 3, 2001.  Op. cit., note 46.
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Senator Edwards provides here a classic policy narrative, one interwoven with

colorful phrases meant, of course, to convey an affect of deadly seriousness

coupled with a strong call for action.  The peculiar feature of the senator’s

narrative, however, comes not from the grim metaphors (“the silent killer”), but

rather his observation linking “front line” personnel with the Nation.

Specifically, this is a narrative that effectively situates local healthcare providers

as a kind of obligatory passage point (Callon 1986) through which the nation

must pass in order to reach the desired endpoint of preparedness.  Local

healthcare providers become the center of this narrative; they are the very

lynchpin to secure a safer future, and at the same time, the fundamental source

of the nation’s vulnerability to biological threats.

Vulnerability finds expression in a different manner in the words of

Senator Max Cleland, a Georgian Democrat.  Here the speaker draws upon

imagery with powerful cultural resonances, characterizing the very worst types

of biological threats as a function of the ease of their manufacture.  In this case,

the senator links this to an assumption that previous “non-players” on the world

stage – the poor man (or the poor man’s country) – will now want to pursue the

technology for presumably nefarious purposes.

It struck me--I shall never forget what [one expert told me]. We were
discussing nuclear weapons and the scientific challenge that produced.
You had to have some skill, you had to have some talented people, and
you had to have a delivery system, probably a missile system. But Jim
Schlesinger said that, in terms of biological and chemical weapons, he
said you can make a biological weapon if you can brew beer and you can
make a chemical weapon if you can make fertilizer.  That really shocked
me. It put me on notice that, in many ways, for terrorists particularly,
working off of a low-tech agenda, that the biological and chemical attack
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was in many ways the poor man's atom bomb, the poor man's weapon of
mass destruction. And so I became concerned that the country was not
quite adequately prepared to deal with this, in a sense, stealth or under-
the-radar attack.57

The imagery provided describes a world with a seeming untenable paradox:

Biological weapons can be manufactured, potentially, by anyone – the poor man

can be found in an American basement or, for that matter, a cave in Afghanistan.

Because of this, that is, because of the ease with which agents can be produced as

well as the ubiquity of such activity, this very activity will go undetected.  The

threat is now everywhere, yet paradoxically, because of the constituent features

of the threat, it cannot be observed.  It is and must remain under the radar.

Senator Cleland’s statement is a near-perfect exemplar of the concept of

vulnerability.  The logical clarity of the argument – a threat exists in perpetuity

and we cannot know its specificities in either time or space – feeds into a

powerful narrative demanding that a particular course of action be taken.

Concluding remarks

The excerpts presented above provide a preliminary sketch of the salient

dimensions of an emergent biological threat discourse beginning to take shape in

earnest in the US legislative domain.  Although policy narratives have a history

long preceding the hearings analyze here, the concept is a useful one to make

sense of the ways in which speakers ordered specific elements of empirically

                                                  

57 The State of Public Health Preparedness for Terrorism Involving Weapons of Mass Destruction:
A Six-Month Report Card.  April 18, 2002.  Senate Hearing before the Committee on
Governmental Affairs.  Senate Hearing 107-507.  U.S. Government Printing Office. Document ID:
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observable phenomena as well as observations (in the Luhmannian sense) on US

vulnerabilities.  These narratives proved generally effective in linking up

elements along a temporal dimension.  Past events, as we have seen, could be

translated into present vulnerabilities (and therefore, future catastrophes).

Future states, such as “worst cases,” could also work to inform present

vulnerabilities.

Central to the effective deployment of these types of policy narratives is
the “imaginery,” a term with resonances with the imagination and that which is
imaginary (as well as the notion of imagery), but which moves beyond the
former terms’ fictive connotations.  The imaginery operates as a mechanism to
hold together these narratives, to enhance their shape as a structured
communication.  This “enhancement” – an admittedly unsociological term –
derives its generative “power” through a number of additional mechanisms
described in the chapter as imaginative speculation, apocalyptic rhetoric and
interpretive shifts.  Through these processes and an effective tapping into
powerful cultural imagery, biological threat narratives formed a foundation for
the specific elements of the public health preparedness assemblage, and
stabilized a nascent preparedness rationality.  It is to these objects I that devote
the next two chapters.
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CHAPTER 4 – THE SMALLPOX VACCINATION PROGRAM: TRACING
THE EMERGENCE OF RECENT SMALLPOX VACCCINATION THINKING

“Please answer me quite frankly.  Are you absolutely convinced its
plague?”

“You’re stating the problem wrongly.  It’s not a question of the term I use;
it’s a question of time.”

“Your view, I take it,” the Prefect put in, “is this.  Even if it isn’t plague,
the prophylactic measures enjoined by law for coping with a state of
plague should be put into force immediately?”

“If you insist on having a ‘view,’ that conveys it accurately enough.”

-- Albert Camus, The Plague (1948)

Introduction

On the heels of the anthrax attacks of 2001, concern about the broader

spectrum of biological threats – particularly bioterrorism – intensified.  Already

at the national level an ensemble of elements had been coming together to

articulate the kinds of threats to worry about, and the range of feasible responses

to counter those threats.  The Congressional hearings of the previous chapter is

one such set of elements.  After 9/11 and the anthrax attacks, new sites of

activity, already clearly in their formative stages, solidified and became integral

to emerging preparedness assemblages.

In this chapter I discuss in some detail the nation’s first post-anthrax

attempt to put elements of a specific kind of preparedness assemblage to the test

in the real world.  Prior to this point, the majority of what was known about

preparedness – that is, how it was thought to function, how well it would work,

what would be the stumbling blocks, what was thought to still be needed, etc. –

at the national level had been worked out through planning, exercises, scenario
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and simulation-making, evaluations, and the like (O'Toole et al. 2002; Schoch-

Spana 2004; Barrett 2006; Lakoff 2006).  Outside of anthrax, actual cases involving

the most dangerous BT agents had, in the context of an intentional release, not

occurred (cf. Tucker 1999).

So it was that in late 2001, members of the presidential administration, in

concert with officials at the Department of Health and Human Services (HHS)

and the Centers for Disease Control and Prevention (CDC), put together a

proposal to deal with smallpox.  Already members of the nation’s public health

establishment had aired concerns about this particular agent.  As described

below, eminent infectious disease and public health experts had been writing

and publishing and making the rounds in Washington; national exercises had

been held highlighting the utter lack of an effective capacity to respond to BT

agents; and, particularly salient for the purposes of the present study, the very

fact of smallpox – that is, the very possibilities ascribed to it: its use, its

devastation, its susceptibility to vaccination – came to be understood in such a

way as to make a large-scale program aimed at protecting individuals and the

country itself indispensable.

This chapter focuses on the events, the discussions, and the key

participants tasked with thinking through and articulating the principal public

health response to smallpox, with a particular emphasis on select activities

related to vaccination.  Consequently, discussion around the actual

implementation of the SVP, including what was understood to be the program’s
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primary barriers to its success, will be largely bracketed here, in order to focus on

the ways in which specific public health and other experts, situated in an

advisory capacity to the CDC, as well as officials at the CDC and other

organizations, came both to problematize smallpox, and to put forward sets of

solutions based on an emergent and altogether messy preparedness rationality.

Section 1 of this chapter discusses the SVP itself, and briefly introduces the

vaccine(s) in question as well as various strategies associated with smallpox

vaccination.  The section proceeds with relevant information regarding the

program’s implementation, and concludes with a detailed look at the multiple

contexts in which smallpox arose as a problem to be dealt with, followed by an

overview of preparedness and its chief variants.  Section 2 describes several of

the principal chronologies, actors and debates swirling around smallpox, with a

particular emphasis on discussions by a special committee sponsored by the

CDC, which effectively makes de facto immunization policy in the United States:

the Advisory Committee on Immunization Practices.

After writing this slice of the field, the analytic task is to make sense of the

ways in which certain practices, like various kinds of vaccination strategies, have

come to be aligned with sometimes convergent, sometimes divergent logics, such

as preventing disease in whole populations (public health) and “protecting”

populations, including members of the military, on the basis of articulated

defense or security needs.  Section 3 is therefore focused on “genealogies” of
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various sorts.  Section 4 concludes the chapter with provisional diagnoses of the

problematizations articulated here.

The Smallpox Vaccination Program and its contexts

In December 2002 the President of the United States, in light of persistent

advocacy and a gathering consensus within the public health and national

security communities about imminent biological threats such as smallpox,

announced the enactment of the Smallpox Vaccination Program (SVP).  The

announcement represented both the initiation and the culmination of certain sets

of processes.  On the one hand, a program was about to be put into place which,

in terms of its scope and the dominant logic(s) guiding it, had no parallels in the

long histories of infectious diseases, public health, and immunization.  It was, in

many respects, the start of a very novel program.

The stated purposes of the program, articulated at various points by an

assortment of usually senior officials, were varied and occasionally

contradictory.  Some of the discernable purposes were: 1) to enable the US to

respond effectively to an outbreak of smallpox in the US, the theoretical

possibility of which had become an increasing source of concern; 2) to protect the

public; 3) to strengthen the public health system; 4) to contribute toward a

general system of bioterrorism preparedness; 5) to foster material readiness related,

specifically, to smallpox preparedness; 6) to facilitate a general push towards

domestic and public health preparedness; and 7) to reap the benefit of the program’s
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deterrent effect on state or non-state actors considering developing or deploying

smallpox against the US.

On the other hand, the SVP was also an outcome – one that, to be sure,

was by no means certain.  It was the product of a long, occasionally arduous

process, characterized in no small measure by attempts to articulate new

relationships and rationalities for public health, national defense and an

embryonic homeland security apparatus.  The program was to bring together

elements of the nation’s vast, if only loosely coordinated, public health

infrastructure with additional elements historically at some distance from the

field of public health, including: the US national security and defense

apparatuses, assorted public safety communities, “first responders,” the

health/medical care communities, and disaster/emergency management

agencies.

Under the aegis of a nascent technical and political rationality of

preparedness, the SVP was meant ostensibly to reflect new thinking about the

ways in which existing elements of the public health and national security

apparatuses could and should map onto emerging strategic demands.  The logic

and rationality of preparedness deemphasized orientations towards specific

threats, for example emanating from specific sources or actors, which had

calculable probabilities.  Instead, it constituted a shift towards vague or uncertain

future threats, which in some respects eluded calculability (Collier and Lakoff

2006; Lakoff 2006).  To know these threats, for example, whether a “dirty bomb”
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or a virulent engineered pathogen would be released (not to mention when or

where), therefore required knowledge not about likelihoods – those could not be

meaningfully known, per se – but about the extent to which their possible

realization would impact the critical infrastructure of the US, including the

ability of various assets, populations and jurisdictions to respond and recover

from a potentially catastrophic event.  Thus, preparedness came to orient itself

towards vulnerabilities, and the capabilities or capacities needed to act

effectively in light of uncertain future situations.58

The planned structure of the SVP

The SVP was to consist of a number of elements, with both military and

civilian components.  On the military side, over 600,000 members of the military,

ultimately, were to be inoculated with smallpox vaccine.  According to the

statement issued by the president, servicemen and women in “high-risk parts of

the world… who could be on the front lines of a biological attack” were to be

protected (White House 2002).  Within the civilian sphere, a multi-stage/multi-

tier program involving personnel across all levels of government and various

medical, public health and public safety institutions were to be brought into the

program in various ways.  Although the CDC, which had nominal responsibility

for the oversight of the program, would not officially sanction use of the terms

(at least through mid- to late-2003, when the program was “paused”), most

                                                  

58 A growing body of work has begun to explore preparedness in some depth.  See Collier et al.
(2004), Collier and Lakoff (2006), and Lakoff (2006).



157

commentators understood the program to be comprised of at least two, or

possibly three, stages or phases.

Stage 1 would consist in the voluntary vaccination of approximately

500,000 healthcare providers throughout the United States, to be accomplished –

although this was later deemphasized by CDC officials, as was the target number

itself – in a 30 day time period.  Vaccinations were to be administered under the

auspices of state and local public health departments.  Specifically, individual

states were tasked with requesting and receiving vaccine from the CDC, as well

as distributing it to local agencies; they were further tasked with identifying

which personnel were eligible to receive the vaccination.  Local jurisdictions

were, in turn, placed in charge of administering vaccine to individuals.

Specifically, these public health departments were tasked with educating,

training and vaccinating their own (appropriate) staff, as well as certain hospital

personnel in their respective jurisdictions.  They were further assigned the

responsibility, as called for in earlier CDC guidance on the subject ((CDC 2001a)),

of putting together plans for mass vaccination of the entire local population.

Ultimately, these half million individuals were to constitute one of two

types of Smallpox Response Teams (SRTs).  Public health department officials

occupying various specialties and professions, including medical

epidemiologists, infectious disease specialists, public health nurses, fieldworkers,

vaccinators, etc., were to constitute discrete units based in specific geographic

locales and local jurisdictions.  These were to be known as Public Health SRTs,
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and their purpose was to exist as a ready “force” capable of responding to any

possible smallpox outbreak within their respective jurisdictions.  A second type

of team, Health Care SRTs, consisting of a subset of an area’s, or region’s,

hospital personnel (principally acute care, emergency care, and other relevant

specialties), was to be established throughout the United States.  Health care

SRTs were to provide local hospitals with a cadre of personnel capable of

handling possible smallpox cases in their respective locations.  Both types of

team were to have the capacity to vaccinate additional individuals, whether

healthcare personnel or members of the community.

Stage 2 of the SVP was to consist in the wide-scale expansion of the

voluntary program to include up to 10 million individuals situated throughout

the public health, medical, and public safety establishments.  Specifically,

vaccines were to be offered to “first responders”; that is, those working in fields

such as firefighting, emergency medical services (including emergency/disaster

services), and law enforcement, whose professional duties include responding to

everyday emergencies and crises throughout their respective communities and

regions.  The principal argument for bringing this population into the fold -- an

argument that was to morph over time as the SVP got underway -- initially

revolved around the notion that such individuals would likely be involved in

some organized response effort to a possible biological incident/attack,

presumably of smallpox.
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Stage 3 of the SVP was of a different mold than the stages preceding it.

Stage 3 efforts were to consist in vaccinating members of the general public who

specifically requested receiving smallpox vaccine.  Yet whereas the product

employed in the first two stages of the program was the decades-old, calf lymph-

derived Dryvax vaccine, vaccine for the envisioned third stage was to be a “2nd

generation” (ostensibly safer, cell-cultured) vaccine.  Although this latter vaccine

was nearing the final stages in the development pipeline (of pharmaceutical firm,

Acambis), it was not yet licensed as of the President’s announcement.

Although a relatively minor point in the overall “story” of the SVP – the

third stage was never formally implemented – its surfacing is indicative of

deeper tensions at the intersection of health and security.  The push to include

much of the remainder of the American population into the program

underscored what would later be characterized as a perception of possible

political interference into what was essentially passed down as a public health

program.  Even at the height of activity surrounding the envisioned expansion of

the program (discussed below), most public health officials, including the ACIP,

were wary of offering vaccine to the general public (ACIP member #1; CDC

official #8).  There was, after all, no disease, and the expected new vaccine had

not yet been licensed.  Such conditions are, of course, normally considered

absolutely necessary in virtually all other infectious disease-public health

contexts.
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Variola and vaccination

The programmatic elements of the program’s first two stages were

designed to effect a strategy with a proven track record against smallpox on the

world stage.  The third stage, on the other hand, fit with no known public health

strategy; its benefit from a public health standpoint was therefore considered

largely dubious.  According to most experts, the most effective strategy to

counter a verifiable outbreak of smallpox (even if only one case), would be ring

vaccination, also known as “trace vaccination” or surveillance and containment

(Henderson et al. 1999b; Kretzschmar et al. 2004).59  Such a strategy had been

utilized effectively, more often than not, not only to control outbreaks of

smallpox when the disease was endemic to many areas of the world (primarily

before 1970), but to eradicate worldwide the disease itself (Fenner et al. 1988).

The principal features of ring vaccination include: surveillance for first

signs & symptoms of smallpox-related illness, which by 1975, when smallpox

was receding, meant surveillance for rashes; if unknown initially, identification

and isolation of “index” (first) cases, a task usually carried out by field

epidemiologists, infectious disease specialists, public health personnel, or

healthcare providers with similar or related credentials; contact tracing of the

index case (i.e., investigating who the index case came in contact with; often this

would include family members, friends, and other community members); pre-

and post-exposure vaccination to all such individuals (whether given pre- or

                                                  

59 There is no official name or label for this strategy.  It is alternately called “ring vaccination and
containment”, “surveillance and containment” or other such combinations.
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post-exposure is often a matter of speculation; in the case of smallpox, post-

exposure vaccination does provide some protective benefit if given within a

specific window of time); additional vaccination for individuals who may have

come in contact with the previous group of presumably exposed individuals

(and so on, and so on), thereby creating a “ring” of protected individuals around

individuals known to be exposed to the pathogen; if deemed necessary,

vaccinations of yet additional rings; and finally, continued surveillance of all said

individuals (and/or specific signs/symptoms within specified geographic areas,

up to and including entire countries) to monitor for additional outbreaks (with a

new round of ring vaccinations should it be called for).

Fundamental to this strategy, as with all vaccination strategies, are the

characteristics of both the agent and the disease, as well as the vaccine itself.

Variola major, the principal disease-causing agent for smallpox, is highly

contagious in humans and typically spreads from person-to-person via

aerosolized droplets inhaled into the respiratory tract (Fenner et al. 1988;

Henderson 1999).  Histories highlighting the British Army’s successful efforts to

infect Native Americans in the 18th century by distributing “infected” blankets

suggest, along with other documentation, that infectious material other than

respiratory droplets can cause disease – including scabs and other pockmark

material.  This is apparently a rather inefficient method of disease transmission

for this particular disease, and its incidence is low in modern history.
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The onset of symptoms generally begins about two weeks after infection

(ranging from 7 to 17 days); there is typically nothing evident during the

subclinical phase to suggest infection.60  Prodromal symptoms can include any or

all of the following: fever, lethargy and prostration, along with severe head- and

backaches.  The characteristic vesicles and pustules associated with smallpox,

highly prevalent in popular imagery of the disease, are actually late

manifestations.  Typically, and importantly, the first “visible” signs of the disease

(in the sense of physical markings) consist of macular (discolored, non-elevated)

or papular (elevated, non-pustular) lesions, or rashes.  Recognition and

identification of these rashes is the central element of the “surveillance”

component of an effective surveillance and containment, or ring, strategy.  Rash

surveillance, in other words, has become a pivotal practice in contemporary

smallpox control efforts.

Individuals infected with smallpox tend to develop rashes and lesions first

on oral mucosa (as well as the face and forearms), greatly enhancing the

likelihood of spreading live virus, which erupts from the lesions, directly from an

individuals’ airway.  Individuals are most contagious during the first week of the

rash, when the most virus sheds.  As scabbing occurs, and the scabs fall off (some

3-4 weeks after initial appearance of the rash), an infected individual becomes

increasingly less contagious.  Person-to-person infection, it should be noted,

typically requires quite close proximity; individuals beyond about two feet from

                                                  

60 This section is based on the following sources: Shurkin (1979), Hopkins (1983), Fenner et al.
(1988), Henderson (1999), and Koplow (2003).
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one another are, generally speaking, relatively safe from harm.61  Historically, a

stricken individual infected, on average, between two and ten additional

individuals, suggesting a great deal of variability in terms of the agent’s

pathogenic qualities, a given population’s immunologic state, and a host of other

factors.  Mortality for the most common type of smallpox (“ordinary smallpox”)

averaged around 30%, according to historical data, although other figures have

been given.  “Flat” and “hemorrhagic” variants of the disease are almost

invariably lethal, regardless of one’s vaccination status.

Amongst other things, it is by virtue of smallpox’s various characteristics

that a strategy of ring vaccination has proven most successful historically.  In the

context of the SVP, stages 1 and 2 – and contemporaneous efforts to dilute extant

vaccine to increase the number of available doses – were to be implemented as a

way to make a strategy of ring vaccination possible.  In previous decades,

smallpox campaigns were conducted not only with already-immunized

vaccinators, but with some semblance of an infrastructure either planned for or

in place (trained personnel, a secure supply chain, planning activities, a funding

stream, etc.), as well as a global population with a fair degree of native immunity

and prior exposure to the pathogen.62  These conditions proved necessary to

allow for the development of the ring vaccination strategy, which otherwise

                                                  

61 This is in contradistinction to SARS, for example, the contagiousness of which is rarely seen
amongst acute infectious diseases.
62 Public health experts suspect that immunologically “naïve” populations – that is, populations
with little or no prior exposure to smallpox – would be particularly susceptible to the disease,
both in terms of acquiring it and its severity.
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would likely have been ineffective and rather dangerous for ostensibly

unprotected vaccinators.

Because the situation in 2002, when these strategies were debated once

again, looked much different than thirty years earlier, public health experts

found that to incorporate the proven ring vaccination approach would require a

kind of preliminary step-- that is, the development of an initial “pre-” strategy so

that the “actual” strategy, the desired, primary strategy of ring vaccination, could

be carried out if needed.  This pre-strategy was to be actualized – at least in part

– with the implementation of the first stage of the SVP.

Program Implementation

The CDC began shipping vaccine to the states – that is, to states that

specifically requested it -- in late January 2003, about one month after the

president’s announcement.  Although, as mentioned, the timetable for the

program called for half a million doses of vaccine to be given within 30 days,

official records indicate that at nearly the one month mark, only 7,000 doses had

been administered (ASTHO 2003a).  Within a few weeks of this point, that is, by

early- to mid-March 2003, the Administration in conjunction with the CDC

announced that the “so-called” stage 2 of the SVP would commence immediately

– despite the fact that stage 1 had missed its target, in terms of sheer numbers of

individuals vaccinated, by greater than one order of magnitude.  With the

commencement of the next stage, vaccinations were to be opened up to a whole
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range of first responders across the health and public safety domains, including

firefighters, EMTs, police officers, additional hospital personnel.

In February, reports began to surface that the civilian program was being

hampered by concerns about the lack of an effective compensation plan in cases

of vaccine-related injury.  The initial thinking at the Department of Health and

Human Services, the cabinet-level agency in charge of the program, was that

compensation-related issues for (inevitable) claims of injury would be handled

by State Worker’s Compensation programs.  Such thinking solidified the

program’s orientation towards specific occupational groups (healthcare

providers), effectively framing a hybrid national security-public health policy –

or at least a substantial component of it – as an occupational health issue in

practice.  As no additional bioterrorism monies were initially appropriated for

the program at the federal level either for compensation or implementation, it

also effectively took on the contentious status, from the perspective of the states,

of an unfunded mandate.

By March 2003, reports began to surface at CDC that a range of cardiac

conditions were appearing amongst some vaccinees (CDC 2003d).  Despite

expert pronouncements regarding the doubtfulness of a link between the vaccine

and the cardiac events, the ACIP revised its recommendations.  Its updated

recommendations accounted for cardiac risk factors in substantially more depth.

Exclusion criteria for the program continued to grow.
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Already in February, a few “adverse events” had been registered, but the

numbers compounded the following month in both the civilian and military

programs.  Initial cardiac-related “adverse events” included myocardial

infarction (heart attack) and acute angina, although officials would emphasize

that pre-existing risk factors (for heart disease) were in evidence for the

individuals in question.  Such statements, articulated as a kind of “the-vaccine-

had-nothing-to-do-with-it” message so often found in immunization debates, did

not help their cause.63  Wary healthcare providers, who had through their unions

and professional associations voiced some concern early on in deliberations

about smallpox vaccination, were to become full-fledged skeptics -- essentially

vaccination opponents -- within the span of a few months.64

That such developments may not have been foreseen is an important

finding, especially as a number of these groups had telescoped the issue in

preceding months.  Subsequent (unexpected) events, which would ultimately

garner more scrutiny amongst medical experts, chiefly included

myo/pericarditis – most simply understood as inflammation of the heart muscle

(CDC 2003d).  Although by this time (March-June 2003), the number (measured

as a rate) of vaccine recipients appeared to be on the downswing, the

                                                  

63 The most notable example of this debate in recent years revolves around use of
Measles/Mumps/Rubella (MMR) vaccine.  Although clinicians and researchers have come out
with strong statements, backed by large and thorough studies, indicating that specific adverse
events (including the development of autism) are not linked to the vaccine, doubt still remains
steady amongst a small group of parents, especially in the UK (Petts and Niemeyer 2004; Burgess
et al. 2006; Cassell et al. 2006).
64 The California Nurses Association and the Service Employees International Union actively
sought to discourage their respective memberships from agreeing to vaccination.
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announcements by the CDC, coupled with well-publicized expert articles and

reports, as well as a flurry of media activity, presaged at the very least a virtual,

if not the official, end of the program by the end of the year.

By April, a growing number of states had begun a “programmatic pause”

in order to take stock of the reported (and continuing) adverse events (ASTHO

2003a); six months later almost twenty states would report this status (ASTHO

2003b).  Also in April, a military reservist was reported to have died following

vaccination with both smallpox and anthrax vaccines.  At year’s end, roughly

39000 individuals had been vaccinated.  Distributions, at least by mid-year, were

heavily skewed: about half of all vaccinations occurred in eight states, and

almost half of the hospitals which had begun vaccinations were located in only

seven states (GAO 2003).  The program has essentially remained at a standstill

since that time.65

Depending on which accounts one reads, the SVP was either successful in

achieving its goals, or it was a near-total fiasco, conjuring up uncomfortable

images of the ill-fated Swine Flu Immunization Program of 1976 (cf. GAO 1977;

Neustadt and Fineberg 1978, 1983).  By the CDC’s reckoning, the program

essentially produced a sufficient number of immunized healthcare workers to

mount a credible response to a smallpox outbreak in the United States, despite

the fact that the target number of immunized individuals was not reached.

                                                  

65  It is notable that the program technically still exists, although between mid-2003 and mid-2005,
when the latest round of numbers were reported by the states, there was little if any change in the
number of individuals vaccinated (data available at www.cdc.gov/od/oc/media/spvaccin.htm)
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According to the same officials, it also successfully fed into a larger, if different,

orientation towards preparedness in the sense that many of the professional

skills, organizational capacities, written protocols, organized exercises and the

like, particularly at state and local levels, were seen to have some crossover

potential for other, non-smallpox related public health crises.  The specifics of

these crossovers -- what had begun to be known as “dual use” within the public

health community, had a powerful political appeal; after all, who would not

want to support programs and infrastructure for public health aimed at both

naturally-occurring and intentionally-caused disease outbreaks?  Still, as the

Institute of Medicine (IOM 2005) would repeatedly point out both during and

after the SVP, the devil was in the details, and in instituting the program some

details proved tricky to discern.

Contexts

As discussed in the previous chapter, by the early-, and no later than the

mid-1990s, specific concerns about the overt and covert use of biological

weapons, and related worries about the more general category of weapons of

mass destruction (WMDs, of which biological weapons are usually considered a

part), had been aired in the both legislative and executive branches of the

government.  Similarly, the issue of terrorism, independent of the problem of

WMDs, per se, had been on the radar screen for a number of years.

Congressional hearings had been held, high-level meetings put together (Miller

et al. 2002), and executive orders issued (e.g., PDD-39 and 62) – all with a focus
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on addressing a confluence of events and trends increasingly viewed as

constituting specific threats to the United States.

The histories of these early events and trends is well-documented, and has

generally been tracked along four major lines.66  This includes: various

international geopolitical developments and their effects (e.g., developments in

Russia, including the revelation of a massive illegal bioweapons development

and production program, displacement/migration of bioweapons scientists and

the uncertain disposition of biological agent stockpiles; and increasing

international suspicion, borne out, regarding bioweapons development in Iraq),

terrorist activities (e.g., the 1993 World Trade Center bombing; the 1995 Federal

Building bombing in Oklahoma City; the 1995 Aum Shinrikyo attack on the

Tokyo subway using chemical weapons -- and the subsequent discovery that the

same group had attempted to release anthrax in various population centers on a

few occasions; and suspected Islamist fundamentalist activities aimed at

acquiring biological weapons); increasing morbidity and mortality due to

emerging and reemerging infectious diseases, including food-borne diseases,

antibiotic-resistant bacteria, and the possibility of pandemic influenza; and

finally, ongoing concerns about laboratory safety and later on, the transfer of

dangerous pathogens.

                                                  

66 A sample of the large body of work documenting these events and trends, which are often
discussed together, includes: Henderson (1998), Alibek and Handelman (1999), Lederberg (1999),
Tucker (1999),  Henderson (1999a), Henderson et al. (1999b), Smithson and Levy (2000), Chyba
(2001), O'Toole (2001), Miller et al. (2002), IOM (2002b), Guillemin (2005), and Wright (2007).
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During the latter half of the 1990s, many of these concerns solidified,

particularly as notable experts in fields such as public health and infectious

diseases began to speak up publicly and forcefully not only about the risks posed

by certain organisms or diseases, but in particular about how vulnerable the US

was should any number of these appear in an immunologically-naïve and

infrastructurally weak society (Henderson 1998, 1999a; Tucker 1999; Osterholm

and Schwartz 2000).67  As larger-than-life figures such as D.A. Henderson and

Joshua Lederberg made the rounds in Washington, government officials in

agencies with health, security, and emergency/disaster-related functions began

to think about the problem(s) of infectious disease and bioterrorism as

constituting two sides of the same coin.  So too did legislators (and importantly,

their staffers68) sitting on Congressional committees with oversight in these

areas.69

In the years approaching the millennium, discussions in expert and policy

forums about the future of infectious diseases explicitly began incorporating

language covering both “natural” diseases and agents, and their intentionally-

released (and perhaps genetically engineered) counterparts.  “Bioterrorism” thus

gained substantial currency as a concept within an increasingly congruent set of

                                                  

67 By this latter term, I refer to what has typically been called the “public health infrastructure” of
the US.  For years, public health officials and certain legislators have decried the state of this
infrastructure, characterizing it as a complex and inefficient “patchwork” of loosely coordinated
federal, state and local programs, and pointing to various indicators of its decline over a period of
decades.
68 Interview with Congressional staffer #1.
69 Importantly, there is little evidence to suggest that practitioners on the front-lines of medical
care felt the same way.  This would have powerful ramifications when the SVP was
implemented.
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(previously disparate) discourses, located principally in the infectious disease,

public health, and increasingly, security communities.  The term also came

increasingly to be seen as more insidious, and more likely, than its (nation-)state-

centered analogue, biological warfare (cf. Lederberg 1999).

This increased emphasis on the multiplicity of “threats” posed by

infectious diseases was accompanied by a relatively new strategy within public

health circles.  Under this strategy, public health would begin to concern itself

with both the routine, everyday public health matters and the exceptional

problems of conceivable, but largely uncommon public health emergencies.  The

core of the “dual use” philosophy, as such a strategy came to be known, was

based in an understanding that the threats posed by diverse infectious diseases

presented, from a preparedness and response standpoint, similar kinds of

problems requiring similar kinds of programs, infrastructure(s) and solutions.

So, for example, although the diseases are distinctly different, a similar kind of

infrastructure, requiring similar kinds of planning, community involvement,

personnel training, etc., would be required for both large-scale (yearly) influenza

immunization campaigns, and for smallpox (Local official #1).70  Or: the kind of

work an epidemiologist does tracking and monitoring disease, noting any

unusual spikes in incidence for diseases or sequelae, would have rough parallels

for a range of infectious diseases, thereby qualifying that position for dual use (or

bioterrorism-related) funding.

                                                  

70 This claim was strongly challenged by one participant in this study, a former senior CDC
official (CDC official #8).
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The “dual use” list goes on; it has proven controversial in some places,

less so in others.  As with all things in Washington, it also served a number of

political functions.  Most notably, it served as an effective rallying cry for

proponents of public health, who had for decades decried the state of the

country’s public health “system” and who now found a set of programs and

policies that were not only acceptable (and therefore fundable), but positively in

demand by even the staunchest of indifferent, even hostile (towards public

health) legislators.  This orientation towards “dual use” would emerge as a

lynchpin of public health programs and funding as relatively stable programs of

biodefense and domestic/public health preparedness came on line before, and

especially after 9/11.

The point to emphasize here has more to do with the general sense that

public health was finding itself with new orientations and missions, ostensibly

linked with traditional public health practices and programs, to be sure, but

nevertheless in the bizarre position of requesting and justifying an assortment of

programs and FTEs while its non-infectious disease-related activities remained

relatively low-interest, low-status pursuits.  Amongst other things, this would act

to ensure continued fiscal difficulties for those efforts, and foster divisions within

the broad and heterogeneous public health “community” throughout the US.

In addition, under the rubric of “preparedness” (integrally linked to dual

use in the public health context), discussed below, state and local public health

officials were eventually to find themselves both flush with dual-use and
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bioterrorism monies, and increasingly frustrated that such monies – dual use in

principle – were largely temporary earmarks (with perhaps a five-year timeline),

with little in the way of addressing structural gaps (funding, infrastructure,

personnel, equipment, etc.) in the systems of public health operating throughout

the country, and less still in the way of empirical evidence that dual use would

improve overall public health goals.

Interestingly, dissent amongst public health officials and specialists was,

circa the millennium marker, a relatively rare thing: the critics of bioterrorism-

related public health efforts were politely listened to, and quickly dismissed (cf.

Cohen et al. 1999; Cohen et al. 2000a; Cohen et al. 2000b; Sidel et al. 2001; Sidel

2002; Cohen et al. 2004).71  Within a year, officials around the country began to

openly question specific elements of bioterrorism-related public health activities,

as the Smallpox Vaccination Program got underway and quickly unraveled.

Preparedness

The SVP was, in certain regards, at the vanguard (and in other respects, a

by-product) of an evolving concept-in-practice, preparedness, which had begun

working its way in earnest through various institutional and professional

domains, such as emergency management/disaster preparedness, national

                                                  

71 After all, by the end of 2001 anthrax had made its mark in American minds (figuratively) and
Congressional offices (literally), and in any event, it was exceedingly difficult for public health
authorities to resist the windfall of monies heading their way.
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security, and public health, over the preceding several years.72  These

articulations, in turn, may be linked to practices and rationalities stemming back

several decades -- most notably through efforts to establish what Collier and

Lakoff (2006, in press) have described as “Distributed Preparedness”, principally

through the emergence of a coherent set of institutional relationships under the

rubric of US Civil Defense.

By the mid-1990s (and in some respects, much earlier than that), the logic

of civil defense had begun to be reworked to address newly articulated threats.

No longer was the principal issue one of (total) nuclear war in the context of

(nation-)state-centered threats; rather, an orientation towards newer sets of

threats such as the employment of weapons of mass destruction (WMDs),

including nuclear, biological, chemical and radiological weapons by non-state

actors, came to the fore.  Preparedness thus came to be constituted as “domestic

preparedness,” signifying the necessity to orient scarce resources and activities

towards internal safeguarding, protection and flexible response through a

somewhat awkward articulation of counterterrorism efforts and the US disaster

management system (Falkenrath 2001, p. 149).

It is beyond the scope of this chapter to present a history of domestic

preparedness; substantial work on this end has already been accomplished by

numerous authors (Falkenrath 2000; Koblentz 2001a; Strongin 2001; Smithson
                                                  

72 This is not to be confused with preparedness as a distinct stage of activity in dominant disaster
management schemas (Perry 2003).  Within such frameworks, preparedness describes a discrete
set of organized work consisting of planning activities, exercises and evaluations; additional
stages – sometimes called stages of the disaster (management) cycle – include prevention,
mitigation, response and recovery.
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and Levy 2000).  Genealogical work tracing specific sets of practices and

mapping them to corresponding rationales and logics is being undertaken

elsewhere (e.g., Fearnley 2005b; Collier and Lakoff 2006; Lakoff 2006).  Of note

for the purposes of this chapter is the notion that the push towards domestic

preparedness entailed not-so-much an orientation towards specific threats, for

example emanating from specific sources or actors and which had calculable

probabilities, but rather towards vague or uncertain future threats, couched

under the broad rubric of WMDs (or occasionally, “chem-bio”) which eluded

calculability.  To know these threats therefore required knowledge not about

likelihoods – those could not be meaningfully known – but about the extent to

which their possible realization would impact the critical infrastructure of the

US, including the ability of various assets, populations and jurisdictions to

respond and recover (i.e., make manageable) from a potentially catastrophic

event.  Thus, preparedness came to orient itself towards vulnerabilities, and the

capabilities needed to act effectively in uncertain future situations.

On Capitol Hill, where Congressional staff and a select few legislators

began to ponder these developments in earnest, these early articulations of

(domestic) preparedness would translate into substantial (yet modest by present-

day standards) increases in funding for specifically earmarked programs

between 1997 and 2000 (Koblentz 2001b).  That this was undertaken without the

benefit of a strategic plan has been a point of some concern in certain quarters

(Falkenrath 2001).
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Early articulations of bioterrorism (BT) preparedness, ever attuned to the

political attractiveness of a dual use (i.e., cost-efficient) strategy, gained some

traction at the tail end of the 1990s.  In 1998, the CDC had put together a

document describing the agency’s overall strategic plan to address emerging

infectious diseases “for the 21st century” (CDC 1998).  Although the plan

mentioned bioterrorism (three times in a 74 page report), it was, with the benefit

of hindsight, relatively scarcely addressed.  At that point, the lion’s share of the

agency’s efforts were oriented towards the still-prevalent problematization of

infectious diseases in the context of global, naturally-occurring emergent and re-

emergent infectious diseases and their potential impacts on the US population.  If

the document was to be interpreted as a proxy for CDC’s estimation of the

relative threat of bioterrorism -- or more accurately, a marker for the agency’s

own views on federal/national public health priorities -- bioterrorism would

have ranked near the bottom.73

By 1999-2000, CDC had begun organizing itself to provide some

supplemental grant monies to States for planning and other BT efforts (CDC

official #5).  Concurrent work at the agency had also been undertaken to

generate categories of the most dangerous biological agents in order to prioritize

how broad preparedness efforts should proceed (Rotz et al. 2002).  As most of the

agents under consideration existed only rarely in nature (thereby degrading the

                                                  

73 In other quarters, bioterrorism and bioterrorism preparedness had begun to gain serious
traction.  This is well-illustrated by the work of the Johns Hopkins group, including D.A.
Henderson and Tara O’Toole, discussed below.
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utility of traditional epidemiological and other risk assessment methods), some

manner of expert consensus around yet-to-be-developed criteria was considered

necessary in order to produce authoritative, credible, and workable calculations

of risk and, ultimately, policy and funding priorities.

The criteria by which agents/organisms were evaluated for risk makes for

fascinating reading, and very much reflects a kind of thinking oriented towards

both population and infrastructural/public health system vulnerabilities.74  Of

the six “Category A” agents (i.e., those deemed to pose the most serious threat),

two would be the focus of the most intense federal efforts within three years

time; one by virtue of its actual release in the population (anthrax), and the other,

of course, being smallpox.

A variety of sources document the forms of social organization, the

objects, the activities, and the interventions which were to constitute early BT

preparedness efforts (O'Toole 1999; Strongin 1999; Henderson 1999d; Lillibridge

2000; Osterholm and Schwartz 2000; Smithson and Levy 2000; Lane et al. 2001;

O'Toole 2001; Strongin 2001; Koblentz 2001a; Niemeyer 2002; Perkins 2002;

Salinsky 2002a, 2002b; Bicknell and Bloem 2003; Crupi 2003; Lister 2005).  The

lists generated in these documents are nearly identical, and read like a laundry

list of requirements to improve the invariably characterized “fractured,”

“deteriorated” or “neglected” US public health system.
                                                  

74 Four criteria were established by which to evaluate select biological agents.  These included: (1)
the extent to which and ease with which an agent can be disseminated or transmitted person-to-
person; (2) the potential for (high) morbidity and mortality, including the potential for major
public health impact; (3) the potential for public panic and social disruption; and (4) the extent to
which an agent may require special action for “public health preparedness” (Rotz et al. 2002).
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Areas of focus have usually included some combination of: (1) detection,

surveillance and epidemiological capacity; (2) laboratory capacity and

diagnostics; (3) training and education for public health officials, clinicians,

laboratorians and other healthcare providers; (4) a fully-staffed workforce; (5)

information and communication systems; (6) vaccine and medicinal stockpiling;

and (7) (preparedness) planning, exercises and evaluations (O'Toole 1999; Khan

et al. 2000; Strongin 2001; Hamburg 2002; Nunn 2002; Salinsky 2002a; Moore et

al. 2007).  Tying bioterrorism preparedness together would be the politically

necessary and intuitively rational push for a “dual use” approach, thereby

making such efforts attractive to all stakeholders. As smallpox began to make its

way to the surface of political and public health discourse as a problem in need

of a solution, these efforts would be severely put to the test, although not,

ironically, against actual cases of disease.

Chronologies, actors, debates

Vaccination policy in the United States is messy and not easily defined.

One would not be entirely inaccurate to state that a coherent national vaccination

policy does not exist now, nor has it in the past.  Rather, much of what

constitutes vaccination policy in effect is a set of regularly issued

recommendations by the ACIP, a committee convened by the CDC every three

years.  The ACIP consists of 15 members specializing in public health, infectious

diseases and related fields, who convene about three times a year to consider

revisions or new proposals for the administration of vaccines to the public.
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Deliberations tend to focus on both routine, childhood vaccinations and adult

and other at-risk vaccinations.  It is not insignificant that the ACIP issues only

advisory recommendations, or that, as an independent body of experts, it is

linked organizationally to the agency to which it provides its advice: the CDC.

The year 2001 marked the publication, in June, of the first revision to the

official recommendations for smallpox vaccination in ten years (ACIP 2001).  The

stated reason for taking up the issue of smallpox vaccination, according to the

ACIP, is curiously vague, having been afforded two sentences in a 25-page

recommendation.   The committee noted:

Currently, international concern is heightened regarding the potential use
of smallpox (variola) virus as a bioterrorism agent.  Because of these
concerns, ACIP has developed recommendations for vaccinia (smallpox)
vaccine regarding the potential use of smallpox virus as a biological
weapon.

The June 2001 recommendations expanded the scope of vaccination as compared

with its recommendations from 1991 (ACIP 1991).  Those earlier

recommendations called for a select subset of healthcare workers to consider

vaccination in light of recently begun clinical trials with certain strains of vaccinia

(smallpox) vaccine; it also continued to recommend vaccination for laboratory

workers handling viral cultures.  This latter recommendation had been in place

essentially since smallpox eradication in 1980.  The 2001 recommendations, as

noted, emerged in a completely different context.  Importantly, the

recommendations covered new strains of vaccinia then being studied, and

incorporated updated science related to the genus Orthopox since 1991.  More
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notable, certainly, was the recommendation’s treatment of smallpox vaccine as

an element of bioterrorism preparedness (ACIP 2001).

The committee began by remarking that an intentional smallpox release

was unlikely; other biological weapons were considered more likely to be

utilized -- it is not clear by whom – owing to their availability.  Such a statement

was a remarkable anticipation of the use of anthrax only four months later,

although it is debatable whether, at the time, smallpox was considered by experts

outside ACIP to be less likely to be employed for nefarious purposes than other

agents.  In any event, the ACIP did indicate a certain sense of unease regarding

this small likelihood of the appearance of smallpox.  It was uneasy in part

because quantifiable estimates were unavailable in the public domain, although

the language used by the committee to describe this lack of needed information

was open to a variety of interpretations.  The committee wrote: “The risk of

smallpox occurring as a result of a deliberate release by terrorists is considered

low, and the population at risk for such an exposure cannot be determined”

(ACIP 2001).  This statement is telling: it is not clear whether the committee could

not, through the scientific and technical means available to it, come up with such

estimates on its own -- or whether such information could not be provided to

them by others with such information at their disposal.75

                                                  

75 For that matter, the statement may have been a rather insightful remark on the possibility that
the overarching architecture of risk assessment which constitute fields of knowledge such as
epidemiology, demography and public health, are simply incapable of formulating risks of this
type in any meaningful way.
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The resulting recommendations were understandably cautious, especially

in the context of a deliberate release.  Having virtually no quantifiable

information regarding risks of outbreak or exposure, the committee

recommended a no-vaccination policy (other than laboratorians) during the pre-

release/pre-exposure stage.  Such a “stage,” of course, described (in the context

of smallpox incidence) the state of world at that point, as it does today.  In other

words, a pre-event stage obtains by default and in perpetuity, unless the disease

is actually known to occur (which, in the case of smallpox as with most

bioterrorism agents, it has not).

Holding to the view that a positive recommendation for vaccination could

only follow from identifiable increases in (quantifiable) risks or (qualitative)

threats, the ACIP did indicate its willingness to reconsider its position.

However, the language indicating this contingency was vague and imprecise: “If

the potential for an intentional release of smallpox virus increases later,

preexposure vaccination might become indicated for selected groups (e.g.,

medical and public health personnel or laboratorians) who would have an

identified higher risk for exposure because of work-related contact with

smallpox patients or infectious materials” (ACIP 2001).

In the event of a presumably confirmed intentional release – in other

words, shifting now to a post-event/post-exposure context – the ACIP essentially

laid out two recommendations.  On the one hand, it provided its first indication

to the public that the vaccination strategy most appropriate in such an instance
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would be the tried-and-true ring, or trace, approach.76  Taken in the context of

debates then starting to swirl around appropriate vaccination strategies, it is

important to note that the recommendation for this approach was unequivocal.

Such a strategy had, of course, proven extremely successful on a worldwide basis

some thirty-plus years earlier, when the world’s smallpox eradication campaign

was in full swing.

On the other hand, the committee recognized that, in addition to

vaccinating the contacts around infected individuals, a whole host of people in

all sorts of occupational groups related to and supporting healthcare and

emergency response functions would probably have to be vaccinated as well.

“Probably” because the committee only equivocally indicated vaccination for

certain groups, including “law enforcement, emergency response, or military

personnel” (ACIP 2001).  In thinking through this latter recommendation, the

committee indicated that in the event of an outbreak, an immunologically-naïve

population – which of course includes the very people who will be drawn upon

to handle the healthcare and emergency efforts needed to fight it – would be

much more susceptible, or vulnerable, to infection than a similar, but relatively

more immune population in years past.  Consequently, a kind of “crash”

vaccination effort would likely be called for.

These early recommendations are notable for a few points.  First, absent

from them is any mention (yet) of a strategy, or the conditions necessitating a

                                                  

76 These terms are essentially synonymous.
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strategy, for universal vaccination.  This may largely be explained by the

availability of vaccine at the time (approximately 15 million doses), which

precluded the possibility of physically vaccinating the entire vaccine-eligible

population of the United States.  In fact, the available supply of vaccine heavily

proscribed the kinds of options the ACIP and other government officials were

initially to consider.  However, because production of additional vaccine was

already underway, and pressure to produce even more was reaching the higher

echelons of HHS, it is still reasonable to ask how it came to be that universal

vaccination received very little serious discussion – let alone an actual

recommendation – in ACIP meetings between 2001 and 2002.

Second, although a discourse specifically rooted in the concept of

bioterrorism preparedness had already begun to circulate through public health

and emergency response circles both inside and outside government, references

to a rationale for preparedness – of any type: bioterrorism, smallpox, public

health – were not drawn upon by the committee in its June 2001

recommendations.  Rather, its cautious approach reflected a set of problems and

solutions formulated through a traditional public health lens; that is, one that

formulated the parameters of a health problem (and its solution) on the basis of

calculable risks of various kinds, with known applicability to members of certain

social groups.  In the context of smallpox, the committee had little information on

the former, and felt no great compulsion -- in terms of the needs of public health

-- to stretch the boundaries of the latter.  To the extent that a preparedness
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rationale was being introduced into the domain of public health, it seems not to

have been taken up here.

There is no small irony in the fact that the June 2001 recommendations

seem to have been considered insufficient by the Administration, particularly as

the aftershocks of 9/11 rumbled through Washington and anthrax spread

through the post.  Although the recommendations explicitly referred to the need

to protect various personnel “if the potential for an intentional release of

smallpox virus increases,” the specific details of what a vaccination program

should look like in just such an instance were deferred in favor of general

indications regarding populations who might need to be vaccinated.  Clearly the

ACIP was not itself sure of the specifics of such a plan, and there is some

indication that members of the committee were hesitant to put forward any more

detailed recommendations, especially for what would eventually be termed a

“pre-event phase” (ACIP official #1). The ACIP would get a chance to reconsider

their recommendations within one year’s time.

In October 2001, anthrax spores were dispersed through the US postal

system.  According to public sources, the perpetrator(s) remain unknown, but it

is well within the bounds of likelihood likely that these crimes were perpetrated

in a “domestic” context -- i.e., by someone, probably American, with access at

some point in the last 10-20 years to weapons-grade anthrax grown and
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processed at Fort Dietrich, Maryland.77  A number of commentators were quick

to heap scorn on HHS and the CDC both for failing to respond to the threat in an

appropriate manner, and for ensuring that local public health officials and the

public-at-large walked away from their press conferences bewildered and

confused.  It was a rough time at CDC, by the Director’s own admission

(Gerberding 2003).

Undoubtedly, the anthrax attacks, occurring in the context of various

domestic and global developments, constituted a catalyst for immediate action

on the part of federal health authorities and the legislature.  The vastness of the

effort and the speed with which changes occurred were extraordinary by

virtually any measure, and unique in modern US history.78  Unfortunately, there

is little documentary evidence describing how the White House and HHS came

to the conclusion that the CDC, and ultimately ACIP, should reexamine smallpox

                                                  

77 That the anthrax attacks were crimes is an important point.  The perpetration of an act of
terrorism on domestic soil, utilizing biological agents or through other means (unconventional or
conventional) is a criminal act.  Under two Presidential Decision Directives (PDD-39 and 62)
issued by the Clinton administration, the domain of law enforcement was, at the time of the
anthrax attacks, technically responsible both for the prevention of terrorism and for the
“resolution” of specific incidents -- that is, securing a scene, investigating the incident as a crime,
etc.  These responsibilities were referred to as “crisis management.”  Under these directives, the
FBI was assigned as the lead agency for crisis management.  The directives distinguished crisis
from “consequence management,” the latter encompassing measures to protect public health and
safety, restore essential government services, and provide emergency relief to governments,
businesses, and individuals affected by the consequences of terrorism.  The Federal Emergency
Management Agency (FEMA) -- pre-Department of Homeland Security -- took the lead for these
tasks.  These definitions were taken from the Department of Justice website at the following
address: (http://www.ojp.usdoj.gov/odp/docs/pdd39.htm).
78 One important measure of this activity is, of course, funding.  Overall spending for civilian
biodefense in HHS jumped greater than one order of magnitude in the span of one year (2001-
2002), from $271 million to nearly $3 billion.  With a few programmatic and line-item exceptions,
this level of funding has not only be sustained through the 2005 fiscal year, but has been
supplemented.  Current federal spending on civilian biodefense efforts across all agencies and
departments (not just HHS) now runs about $7.5 billion per year, although this amount is slated
to be substantially reduced beginning with this (2006) fiscal year (Schuler 2005).
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and possible vaccination options... again.  For most healthcare practitioners and

public health experts, it was not obvious that, by virtue of the release of anthrax

through the mail, the risk of smallpox (i.e., through an intentional release) had

increased, necessitating updated recommendations.

Even at the tail end of the anthrax events in November 2001, the CDC saw

no pressing need to consider vaccinating local public health officials, front-line

medical personnel or first-responders; the agency’s senior advisor for smallpox

preparedness, Dr. Harold Margolis, noted when asked by a journalist that such

thinking – what would eventually constitute “Stages 1 and 2” of the SVP 15

months later – was at the time “not part of the [current] strategy” (CDC 2001b).

The major document produced by the CDC at this time, the Interim Smallpox

Response Plan and Guidelines, provided further indication that the CDC was

disinclined to vaccinate either local public health, hospital or first-responder

personnel to any significant extent.  Rather, the agency, in concert with most

public health officials favored the dominant, historically proven strategy of

smallpox response, which was oriented much more towards a logic of control,

namely, ring vaccination and containment.  The agency’s hesitancy towards

vaccination grew exponentially in considering other vaccination strategy

alternatives; numerous factors fed into its decision not even to consider a mass

vaccination campaign, even at a local or regional level.  These included the

historical effectiveness of the ring strategy, limited supplies of vaccine and

vaccinia immune globulin (VIG, to treat serious reactions to the vaccination), and
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the numbers of individuals expected to become ill or die following such a

campaign.

Importantly, that document, in concert with initial formulations by the

ACIP only a few months earlier, laid the foundation for a crucial distinction in

smallpox preparedness planning efforts, namely, “pre-event” and “post-event”

conditions.  Specifically, it honed in on vaccination in the event of a smallpox

release; in other words, its focus lay on “post-event” planning.  The presumption

at the time, as indicated above, was that vaccination would occur only once an

outbreak of smallpox had occurred.  The working assumption was that teams

could be vaccinated as they headed “out the door” to hotspots around the

country, and still be afforded virtually full protection (CDC 2001b).

Consequently, preparedness efforts prior to a smallpox release (a “pre-event”

condition) were not aimed at vaccination; rather they were oriented towards

other, complementary public health measures deemed necessary in the larger

scheme of smallpox response planning.  These pre-event efforts emphasized

primarily surveillance and communications (CDC 2001a).  Nevertheless, the

CDC did feel it was prudent to begin vaccinating its own personnel; in the same

month it chose not to invite the ACIP to reconsider smallpox vaccinations for

local public health teams, hospital personnel and the public, 140 members of its

own staff, constituting a number of mobile smallpox response teams, received

the vaccine (CIDRAP 2001).
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Few public health personnel and hospital officials found any problem in

not being asked to be vaccinated; fewer still actively solicited the CDC to

reconsider its approach.  But the CDC did reconsider its approach at the behest of

the Department of Health and Human Services, whose chief, Secretary Tommy

Thompson, had just emerged from the anthrax episodes with a number of battle

scars, and on whose shoulders was borne Cabinet-level responsibility for all

incidents involving biological threats, including the one that had just occurred.

No doubt Secretary Thompson keenly felt the weight of that responsibility in

November 2001.

As for Cabinet-level deliberations on the matter of biological threats, there is

little in the public record documenting the ways in which smallpox or other

biological agents were considered by the Administration during this time.  No

doubt these were considered as matters of national and homeland security –

despite their clear public health implications – and must therefore have been

discussed in confidential settings, without the benefit of public scrutiny.

Interviews with public health officials at CDC and ACIP suggest quite strongly

that, within the executive branch, concerns about smallpox were problematized

in the context of concerns about Iraq: respondents consistently reported that the

threat of smallpox, in a general sense, was linked to specific information about

the possibility that Iraq might have or use biological weapons in what was

beginning to look like a likely war in the fairly near term (CDC officials #5, #6,

#7).
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In February 2002, DHHS, at the behest of senior CDC officials, formally

requested that the ACIP take up the issue of smallpox vaccination once again

(IOM 2002a, p. 11).79  According to a senior CDC official, the administration had

already decided to institute some kind of smallpox vaccination program, and

apparently had some sense about the scope of it; the idea, then, seemed to be to

involve ACIP as a conduit for public input into the already-decided-upon

program – without, however, indicating to the public that such a program was

definitively in the works and essentially inevitable.  The following extended

statement from a senior CDC official is informative about this process.

When the committee was engaged around smallpox in terms of a
smallpox program, I mean there’s I don’t think any secret about the fact
that that was brought before the committee by [HHS] on behalf of the
Administration.  I mean, you know, a decision had been made at the
highest levels of government that we were going to have a smallpox
vaccination program [in early 2002].  So, at that point, the parameters
became pretty clear, and the committee handled it as well as they could.
They recognized that there was a determination by the Commander-in-
Chief, the President of the United States, and his closest advisors, that
they wanted to have a smallpox vaccination program based on whatever
intelligence they had.  And consequently, what we advised, and the
Administration followed it, was “okay, maybe you want to have a
program and maybe it should be as large as you’re talking about, but
how about going ahead and using your standard immunization advisory
committee to consider the issues, and put it through the regular channels
with public meetings and opportunities for public discussion… (CDC
official #1)

A cynical read of this statement would be that the ACIP was asked to

rubberstamp a public health intervention, desired by the White House on the

basis of national security considerations, that was going to go into effect one way

                                                  

79 Recall that the ACIP had just issued a revised set of recommendations the previous year, the
focus of which was primarily laboratory personnel and others working with non-highly
attenuated Orthopox strains.
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or another.  Such a conclusion would, of course, be speculative.  Still, as one

former ACIP official noted in an interview, to some extent ACIP is constituted

precisely to validate the overseeing agency’s (i.e., CDC’s) “agenda”, suggesting,

in the context of smallpox, that this occurred to some degree (ACIP official #1).

The campaign by which ACIP undertook to solicit public input on the

issues surrounding smallpox vaccination was unusual.  The committee, in

concert with the CDC, held four meetings throughout the country between June

6 and 11.  Also unusual was CDC’s invitation to the National Academy of

Science’s Institute of Medicine (IOM) to convene an additional meeting, on June

15, focusing on the “scientific, clinical, procedural and administrative aspects of

various immunization strategies” (IOM 2002a).  The information gleaned from

this meeting, which included detailed models of hypothetical smallpox

outbreaks and various vaccination options, was to be presented to the ACIP’s

special session on smallpox vaccination options five days later.  The IOM’s early

involvement in the vaccination recommendation process portended difficult

times ahead; its presence as an “outside” agency monitoring implementation of

the SVP (a task it would be asked to do) proved uncomfortable for some CDC

officials (despite official proclamations to the contrary), who strongly disagreed

with its early conclusions about SVP implementation.

The meeting transcripts of the ACIP meeting, held June 19-20, 2002, in

Atlanta, provide two sets of rationale for revisiting the smallpox issue.  The

document notes that “[t]here is no indication the threat has increased since the
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September 11 attacks, but the perception of risk has [increased], and it is known

that the U.S. is vulnerable to enemies with such an attack capability” (ACIP

2002b).  The committee’s remark about increased perceptions of risk is curious, in

part because the committee does not articulate who these perceivers of risk are.

At the time of the committee meeting, few published polls of Americans’

concerns regarding bioterrorism had appeared.  The poll presented at the ACIP

meeting was a Harvard Public Opinion Survey, which revealed that 43% of the

respondents surveyed were either “somewhat” or “very worried” about the

prospects of bioterrorism – clearly a substantial amount.  Still, it is unlikely that

one of the two principal rationales for considering the weighty topic of smallpox

would be based on one poll alone.  It is therefore worth at least remarking that

the ACIP was probably also speaking to perceived risks either in the Executive

branch of government, or amongst (its) respected advisors (inside or outside

government), or both.

What those risks were including precise quantifiable estimates of disease

probabilities (so crucial to public health practice) and the source(s) of such

information, were not shared with the committee according to the public

transcript.  The transcript minutes note, for example, the following:

To make… decisions, the A.C.I.P. needs data.  Those on vaccine efficacy
and safety are in hand, but not for the risk of disease.  Does anyone have
more information on this that they can share?  Without it, should the
A.C.I.P. even make this decision without that information [sic]?  Doctor
Modlin stated, according to the best information published, presented at
meetings, and discussed by Doctor [D.A.] Henderson and others, that
A.C.I.P. was unlikely to have better estimates of risk than it now had.  A
higher-level briefing arranged for Committee members may be possible,
but he thought that such would be unlikely to alter any decision reached
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on this day…  Some information inappropriate to share in a public forum
could be provided, but the bottom line would be the same as the message
being received here today.  The C.D.C. Director would not place on this
Committee the burden of making a risk assessment.  The members were
informed as best as possible under the circumstances that the risk is not
zero but is perceived to be low (ACIP 2002b, p. 38-39).

The second rationale indicated by the committee is equally as telling.  For some

years, experts had begun formulating the dangers of bioterrorism and other

“non-conventional” threats utilizing a conceptual schematic other than risk.

Utilizing techniques such as scenarios and exercises, the dangers of these agents

were linked, conceptually, to the capacities and capabilities of the very public

health infrastructure expected to detect, track and respond to them.

In June 2001, a key exercise called “Dark Winter” called attention to

precisely these capacities and capabilities – or the lack thereof.  Sponsored by a

central player in bioterrorism preparedness circles, the Center for Civilian

Biodefense Strategies at Johns Hopkins University, the scenario was intentionally

grim: a smallpox epidemic caused by release of the agent in three shopping malls

across the country (O'Toole et al. 2002).  The fictitious outcome of the exercise

was disastrous: the US faced utter catastrophe given its (then-)present public

health infrastructure.80  The real result of the exercise, however, was that public

                                                  

80 Substantial controversy around Dark Winter would eventually circulate in professional
quarters.  Two critiques were leveled.  First, critics were quick to show that the organization
which put the exercise together was also advising the US government on bioterrorism and public
health preparedness policy, thereby calling into question the integrity of the relationship between
the two (and questioning the findings of the exercise itself).  Second, a recent article has
demonstrated that the exercise’s assumption of essentially an “equal” chance of contracting the
disease amongst an ostensibly homogeneous population was false.  That assumption, based on
studies of the natural progression of disease in a 1972 Yugoslavia outbreak, was shown to be
tenuous at best due to disparities in social, political and economic circumstances amongst that
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health vulnerabilities became widely publicized, both amongst national security

types and throughout the public health establishment. As the ACIP came to

consider the next round of smallpox vaccination options, the stage had therefore

been set to construct a problematic of bioterrorism in which vulnerability had

guided the logic of response as much as any specific, identifiable threats.

The ACIP’s June 2002 deliberations were oriented around three main

questions: (1) Should the general population be vaccinated? (2) Which

occupational groups should be vaccinated? and (3) Is ring vaccination the most

desirable post-event strategy?  The committee meeting minutes provide an

excellent window onto the major areas of deliberation.  From the outset, debates

about appropriate vaccination strategies were centered on a precarious policy

equation: what is the appropriate balance between the benefit derived from

vaccination and the risks of vaccination?  “Equation” is the precise terminology

here, as the committee’s decisions were largely oriented around what was

ultimately a cost-benefit analysis.

Under such a structured calculus of decision-making, a number of

assumptions had first to be determined in order to generate any kind of

workable policy model.81  These included: initial attack size (how many

individuals initially infected); the “reproductive rate” (how many additional

persons infected from the initially infected case; additional rates possible for later

                                                                                                                                                      

country’s inhabitants of the Kosovo region, where material inequalities of the highest order
prevailed (Guillemin 2004; Barrett 2006).
81 The fewer assumptions “plugged in” to any given model, the less that model’s utility as a
policy tool due to the resultant increase in uncertainties.
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“generations” of infected individuals); vaccine efficacy rate; vaccine-induced

mortality rate; and various probabilities of release and of exposure (for certain

models).  Once the models were in place, the committee had a concrete set of

options with which to work.

The IOM meeting five days earlier provided the stage for some degree of

debate regarding both specific vaccination options, and the assumptions upon

which they were based.  Specifically, three models were presented.  Two models

focused specifically on the utility of pre-event vaccination in various

circumstances, and for various populations.  In the third model, the issue under

consideration was not “pre-“ or “post” but rather, focusing exclusively on

response to an outbreak, ring or mass vaccination.  What is most fascinating

about the model is that its developer, Edward Kaplan of Yale University, chose

to challenge many of the assumptions held dear by both seasoned smallpox

experts and their allies.

Kaplan challenged two main assumptions, basing these challenges in a

review he conducted of previous publications and models on smallpox

transmission and vaccination efficacy.  First, his model was strictly oriented to

determining the appropriate vaccination strategy once individuals were infected;

he did not work through which strategies to pursue in a pre-event state.  Second,

he assumed that far more people were initially going to be infected with

smallpox than most experts found feasible.  He began with an “initial attack size”

of 1000 individuals, infected (in his example) at Pennsylvania Station in New
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York City.  As it turns out, this assumption was central to his conclusion that

mass vaccination is likely the best strategy to recommend.

The other half of the equation was the reproductive rate, which had two

elements to consider.  On the one hand, Kaplan was working from an

assumption that the rate would hover around 3 (i.e., three individuals

additionally infected for every initial case).  This number was established from

the literature, although this assumption, like others, was open to debate.  A

second aspect of the reproductive rate to consider was the effectiveness of efforts

aimed at reducing it, namely, ring vaccination itself.  Kaplan presented his

findings under the assumption that a) ring vaccination would probably not be as

effective as most experts were assuming at the time, and b) that even under

perfect surveillance and containment conditions, mass vaccination would still be

the favored policy if the initial reproductive rate was greater 3.6, a number not

outside the realm of possibility.

Kaplan’s findings and his conclusions garnered heavy criticism both

within and outside CDC.  D.A. Henderson is purported to have said that Kaplan

“doesn’t understand what he is talking about” while Jeffrey Koplan, former CDC

director noted that Kaplan’s work was “very simplistic,” referring to it as

“Epidemiology Lite” (Enserink 2003).  One senior CDC official interviewed for

this project aimed his harshest criticism at Dr. Kaplan and his recommendations

(CDC official #8).  Despite this, Kaplan would continue to weigh in on the
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unfolding smallpox vaccination debates, especially after the ACIP began

considering the issue in earnest.

The meeting transcripts of the June 2002 ACIP meetings also indicate,

along with the IOM report just mentioned, that a strategy of universal or mass

vaccination was never seriously entertained as a possibility by a critical mass of

decision-makers in either a pre- or post-event context.  More accurately, the

former was ruled out entirely (it was not even an option to the question about

whether to vaccinate the general population, pre-event), while the latter was

understood to be conceivable as an option only in the direst of circumstances.

In contrast to its recommendations of a year earlier, the committee’s

demonstrably conservative approach was held in check somewhat by a push to

vaccinate members of certain occupational and professional groups in addition

to laboratory workers already handling orthopox viruses.  Which groups was a

matter of some debate.  Some argued that “pre-designated” healthcare providers

in relevant occupational and professional groups should be considered for

vaccination; it would be such individuals, after all, who would respond and

therefore be exposed in an outbreak.  Others suggested that a variety of

“responders” of all stripes and sizes should be given consideration, beyond an

emphasis on designated smallpox response teams specifically, or (specified)

healthcare providers more generally.  Cogent arguments were made all around,

and debate was apparently passionate (CDC official #1).  Ultimately, the ACIP

honed in on members of outbreak response teams at federal, state and local
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levels, as well as some hospital healthcare providers (at predesignated smallpox

receiving hospitals), to receive the vaccine (ACIP 2002a).

The numbers game

Around this time, the first salvos in a war of numbers erupted, specifically

over how many individuals were to make up the two broad groups of

professionals for whom the vaccine was recommended.  In a press conference

announcing the ACIP’s recommendations, the chairperson of the committee, Dr.

John Modlin, noted that somewhere between ten and twenty-thousand

individuals would be vaccinated.  A few weeks later, two Administration

officials made estimates well over an order of magnitude higher than that.

Respected smallpox expert D.A. Henderson, and Jerome Hauer, both senior

officials working in the area of public health preparedness at DHHS, mentioned

a number – five hundred thousand – around which an inordinate amount of

debate would subsequently revolve.  It seems clear from this alone that the

advisory committee and the Administration had two very different views about

what a smallpox vaccination program should look like.  Information elicited

from a number of officials supports this interpretation.  The administration made

no secret over its disappointment with the ACIP’s June recommendations, at

least in private.  In public there was simply respectful disagreement, but no one

involved had any illusions about the extent of ACIP’s reach: it was an advisory

committee only, and its recommendations went to the CDC, not to the Cabinet.
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The main source of disagreement voiced publicly had less to do with

envisioned smallpox response teams – there was generally agreement on that

account – and more to do with which hospital healthcare providers should be

vaccinated.  The ACIP had based its recommendations on the notion that

infected individuals or suspected cases would report to hospitals designated by

state officials in their respective, and in some cases not-yet-formulated

bioterrorism response plans.  In effect, only a small percentage of hospitals in any

given region were expected to be so designated; consequently, a figure averaging

around 15,000 in total was aired as the number of individuals likely to be called

upon to be vaccinated (voluntarily, of course).  Importantly, such assumptions

were based upon projected vaccination rates vastly higher than what would

ultimately be the case.

Critics of the recommendations pointed to what were felt to be flawed

assumptions about how potentially infected individuals were expected to behave

in an emergent crisis.  Specifically, it was noted, with supporting evidence

provided by the events of 9/11, that sick individuals tended to go to the nearest

hospital.  The implication was that every hospital was vulnerable precisely

because the entire population was, in effect, vulnerable as well (both in the sense

of being immunologically naïve and because smallpox could appear anywhere in

the country).  The ensuing logic is not difficult to follow: because of this, select

healthcare workers at every hospital in the United States should be vaccinated.

Hence, the 500,000 number.
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Throughout the summer and into the fall of 2002, the ACIP continued to

work on the smallpox problem.  According to one member of the committee,

when word got to the ACIP that the Administration was honing in on 500,000

vaccinees, a number of individuals on the expert panel became very nervous

(ACIP interview #1).  The Dryvax vaccine had, of course, known side effects, and

estimates of illness and injury associated with the vaccine had been well-

documented in the medical literature for several decades (Goldstein et al. 1975).

One source of unease on the part of some ACIP members and CDC officials had

to do with what was seen as the inevitability of injury from the vaccine alone –

without a single case of smallpox in the population (CDC official #8).  Although

few, if any, explicitly invoked the language of medical ethics in working through

such a vaccination strategy, it is clear that the risk/benefit calculus adhered to by

members of the public health and health policy communities was governed by

an ethics which tolerated vaccine-induced illness only in certain contexts, none of

which included zero-incidence of disease in the population – let alone the

world.82

The stark distinction so powerfully pushed for between “pre-event” and

“post-event” smallpox preparedness efforts was probably muddled by CDC’s

publication of the “Smallpox Vaccination Clinic Guide”, a supplement to its

                                                  

82 Oral polio vaccine (OPV) had been taken off the list of recommended pediatric vaccines
according to just such a logic; it was estimated to cause “only” about 5-10 cases of vaccine-
associated paralytic polio a year, more or less.  Yet with very few, if any, cases of “wild” polio
documented in the Western hemisphere of the world (outside of importations), the risk
(translated as 5-10 guaranteed cases vs. around “0” without the vaccine) was seen to outweigh
the benefit.
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Smallpox Response Plan and Guidelines, in September 2002.  The confusion was

multifaceted.  For over a year, both CDC and ACIP had vocally asserted –

despite occasional disagreements amongst some experts – that if anything was

certain about the appropriate strategy to be incorporated into smallpox planning,

it was that a “surveillance and containment”, or ring approach, should be used.

Former smallpox “hunters” – the old guard of worldwide eradication efforts

including J. Michael Lane, D.A. Henderson, and others, were consulted for

advice.  Edward Kaplan’s input notwithstanding (discussed above), the message

was relatively coherent and united:  Should an outbreak occur, the tried-and-true

method used successfully in previous worldwide smallpox campaigns was

deemed by almost all involved to be the appropriate response.

For healthcare providers trying to get a handle on whether they were

going to be asked to receive a vaccine (and whether they would agree to do so), it

surely must have appeared strange, then, that the first news about smallpox

planning in months (since the ACIP recommendations) entailed a discussion of

how to vaccinate entire communities, regions and states.  Compounded with

CDC requests (in November 2002) that all states and territories have in place

mass smallpox vaccination plans by December – well before any official

Smallpox Vaccination Program had been announced – the only message that

seemed to be emanating from Washington, through Atlanta, was that states

should be prepared rather quickly to vaccinate their entire populations.  For

CDC officials and state and local health planners who were working through the
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problem, mass vaccination had nothing, per se, to do with pre-event decisions

involving which healthcare or other professionals should be asked to receive a

vaccination; for the broader public, such distinctions may have been far less

obvious.

Debate about who was to be vaccinated, and when, took another turn

when Administration officials let it be known that, at an appropriate future time,

vaccine might be made available to members of the general public who

requested it.  This would be the so-called Stage 3 of the SVP.  One of those

indicating her qualified support for such a program included Julie Gerberding,

Director of the CDC.  Constituting a vaccination program along these lines had

as yet not been heavily pursued, and in fact for some, this option looked more

like the penultimate step to universal, nationwide vaccination than anything else

(Pilch 2003).  Indeed, according to Jerome Hauer at HHS (Altman and Stolberg

2002), a new number – 10 million – had been floated as the desired number of

healthcare workers (close to the entire population of healthcare workers) to be

vaccinated, after which the remainder of the medically-eligible population could

feasibly receive newer, safer, probably-soon-to-be-licensed Acambis vaccine.83

It was in light of these debates that in October 2002 the ACIP, in an

unusual move, amended the smallpox vaccination recommendations it had made

stemming from its previously held (June) meeting.  Recall that the latter meeting

                                                  

83 The principal argument put forth in favor of making vaccine available to the general public was
cast largely as an issue of individual rights -- both in the positive sense of being able to take steps
towards protecting oneself and one’s family after balancing the risks and benefits oneself; and in
the negative sense of being free from government intrusion into such decisions.
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produced a general recommendation regarding the vaccination of select

healthcare providers at a small number of hospitals envisioned to receive

smallpox patients.  By October, the committee had decided that all hospitals were

at some risk of smallpox exposure (because all individuals were at some risk), and

therefore up to two “teams” of healthcare personnel at each hospital should

receive the vaccine.  Other modifications to the recommendations focused on

which occupational groups should constitute a hospital response team; a

determination of contraindications for individuals with skin problems, as well as

immunocompromised states; and various other clinical and procedural issues.

The October recommendations provided the first clear indication that the

ACIP had begun to align its thinking towards some kind of “preparedness”

rationale, a rationale which it should be noted was already getting some airtime

in the halls of Congress and in select quarters of the public health and

emergency/disaster management communities.  In the context of smallpox

specifically, it is not altogether clear, but it is unlikely that such a rationale had

been substantively circulated as the principle logic guiding public health

authorities, nor was it ACIP’s job to adhere to it.  Or was it?

The kind of preparedness the committee seemed to have in mind shifted

away from the “off-the-cuff,” out the door response approach that the CDC had

planned for a year earlier, and which reflected the modus operandi practiced by

the agency’s well-known Epidemic Intelligence Service.  Instead, the committee

focused on building out capacity to respond to any number of contingencies at a
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national level; that is, on laying a foundation across the nation, irrespective of

greater or lesser risks (understood as threats) to any one region or city, aimed at

establishing an in-place infrastructure of trained, already-vaccinated personnel.

Chairman Modlin noted in an October press briefing the following.

In order to minimize the clinical impact of inadvertent inoculation,
should it occur, the ACIP recommends that all persons who administer
smallpox vaccine be vaccinated beforehand. Vaccination of this group
will also contribute to preparedness for smallpox response. Should
smallpox release occur, the development of a cadre of vaccinated,
experienced vaccinators who could immediately be deployed for
outbreak response (CDC 2002)

This early formulation of what should constitute “smallpox preparedness” (as

opposed, importantly, to bioterrorism or general public health preparedness) did

not, notably, hone in on specific numbers of individuals envisioned or expected

to be vaccinated.  More to the point, the by-then-famous 500,000 number had

been deemphasized as a standard to be met by state and local officials.  Rather,

the number was viewed as something of a best case, should a certain number of

healthcare providers, say 100 per acute-care hospital in the US, be vaccinated.

The following comments by the ACIP Chair and by the Director of the CDC’s

National Immunization Program (NIP), Dr. Walt Orenstein, illustrate these

tensions in a telebriefing to the press.

DR. MODLIN:  First of all, I'd like to point out that the objective of our
recommendations is to assure that there are an adequate number of
health care workers to provide care for the first wave of smallpox victims
and that we are not focusing on a specific number, a target number of
individuals to be immunized, but rather the objective is to identify and to
suggest that there be a sufficient number of health care workers in
different categories that we've just talked about to provide care in many,
if not most, of the acute-care hospitals in this country.  It turns out there,
there are approximately 5,100 acute-care hospitals in the United States,
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and if--a big if--all of them were to take part in this program, we would
estimate that there might be roughly, and I want to emphasize very
roughly approximately 100 health care workers into those hospitals that
might be needed to be vaccinated in order to meet that objective, and so if
you do the math, that number comes up to about 500,000 health care
workers.  However, we fully intend that there will be considerable
differences between, and different needs, and different assessments of
needs of numbers of health care workers from hospital to hospital and
from location to location, and we intend that there be some flexibility. It
may very well be that it's far better to leave the decision, in terms of the
actual number of health care workers in any one hospital left up to not
only the local public health authorities, but the people who are ultimately
making the decisions in those hospitals themselves. They know their staff
far better than we do.  Walt, did you want to add?

DR. ORENSTEIN: I just want to emphasize, again, the goal is a cadre of
people who could care for the first several patients in the first seven to ten
days on a 24-hour basis. Hospitals have a lot of experience with figuring
out what staff they need to care for patients who would be in isolation
rooms with negative pressure, and so that's why we're a little
uncomfortable with trying to name an actual number for you; that, in fact,
the number will come from the hospitals if they decide what staff are
needed to cover these patients.  What the ACIP did is give, in a sense, the
kinds of staff that will be needed to care of several patients over that
period, as we would vaccinate other staff as soon as a case hit the
hospital, so that we would be able to have many more staff caring for
patients as time went on. (CDC 2002)

Officials at HHS, who only a few weeks previously had floated a number on the

order of 10 million or so,  must not have been all that pleased with a joint

announcement (by the ACIP Chairman and the NIP director) that numbers were

not important in putting together a smallpox vaccination/preparedness program.

Clearly, the basic question of what should constitute preparedness had not been

resolved at the level of senior policy-makers; too many divergences still existed

between those espousing a conservative, incremental approach based on a

limited vaccination program, and those pushing for something much bigger.

Despite claims to the contrary, the fight over preparedness was, at this stage at
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least, a fight over numbers.  How else, after all, could preparedness be

measured?84

Additional conflicts and ambiguities arose in other areas as well.  A

number of CDC and ACIP officials interviewed for this project have suggested in

more or less unambiguous terms that deterrence – what one official described as

taking the disease “off the table” (CDC official #8) – lay at the heart of the

Administration’s push to get smallpox vaccination up and running.  With

anthrax already “out there,” a war with Iraq in the works (Woodward 2004), and

a dawning realization that smallpox was one of the few Category A agents about

which federal and public health authorities could actually do anything in an

organized, concerted way, the line coming from the White House was that a

vaccination program was not only prudent as a protective measure, but as a

strategic deterrent as well.  A few respondents have commented that the Office

of the Vice President was particularly keen on such an approach, a finding that

jibes with publicly-available reporting on the Administration’s various positions

with respect to war (CDC official #8).

For public health officials tasked with building out some kind of smallpox

vaccination program, this orientation towards deterrence was wholly unfamiliar

as a programmatic aim.  In no way, according to respondents, did it look

conceptually analogous to disease prevention, owing to the crucial difference

that smallpox vaccination – and hence a logic of deterrence – was sure to harm a

                                                  

84 This is precisely the question public health officials were grappling with; answers were, in fact,
soon to be forthcoming (see, e.g., Asch et al. 2005).
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small number of people while providing no quantifiable benefit recognizable as

such by officials traditionally tasked with public health interventions.  This

outcome was unpalatable for a few senior and other CDC officials, who quietly

resigned or were otherwise reassigned to non-smallpox-related tasks.

As October and November came and went, there was a good deal of

anxiety about what the executive branch – read: the President – would decide

with respect to the scope of a smallpox vaccination program.  The Dryvax

vaccine had been relicensed by the FDA, allowing for more flexibility in its

administration, and in addition the vaccine was licensed for dilution if necessary.

Coupled with Aventis-Pasteur’s (A-P) offer, accepted by the US, of additional

(very old) stocks of vaccine, the country had substantially greater quantities of

vaccine compared even with one year earlier.  With dilution, there were enough

doses of smallpox vaccine for everyone in the United States, with substantial

room to spare.  Acambis’s vaccine, ostensibly a measurable improvement over

both Dryvax and the A-P vaccine, had not yet even been included in the

equation, although it, too, was beginning to be available in very large quantities.

With doses in these quantities coming “on line,” the parameters for what (could)

constitute an effective response as articulated in official discourse might have

been expected to (actually) change the nature of the discussion, although as

events were to unfold, it seems the initial orientation towards a limited pre-event

vaccination program remained firmly in place.
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December 2002 was a busy month for federal, state and local officials

anticipating the announcement of some kind of smallpox vaccination program.

It was in this month that the CDC requested, and received, virtually all of the

United States’ 62 public health jurisdictions’ (states, territories and stand-alone

urban areas) plans, first for mass vaccination programs for their respective

populations, and then for what their pre-event programs would look like.  There

is some irony to the fact that pre-event plans were due to the CDC before any

official announcement was made regarding the scope of the pre-event

vaccination program being considered.  As indicated earlier, however, the

Administration’s thinking on the matter, and its decision to press ahead, was not

really a secret at HHS or CDC.

States submitted plans that looked vastly different from one another.  An

online article in the highly informative CIDRAP News (Roos 2002) cited an

Associated Press report indicating, for example, that Louisiana had plans to

vaccinate upwards of 20,000 people, while Georgia submitted a figure two orders

of magnitude lower.  Georgia, however, had a population roughly twice the size

of Louisiana, and arguably possessed a metropolitan target (Atlanta) equally as

attractive as Louisiana’s Big Easy, New Orleans.

The very existence of disparities in numbers, types of personnel, which

hospitals, etc., between states, provides a window onto an interesting tension in

preparedness efforts – although by this I do not mean to suggest that the tension

is limited to preparedness alone.  The tension is this: does the constitution of a
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preparedness program require a kind of uniformity and standardization across

spaces of activity (such as states), or can a logic of preparedness entail a kind of

flexibility that transcends, in this case, state boundaries and the political need to

keep such states “equally” prepared?

In a way, this tension does not, exactly, match the empirical case: there

were no calls, per se, for states to meet some type of equal or proportionate level

of preparedness; the discourse of public health was quite clearly demarcated by a

devolution to states in matters pertaining to public health – and at this point, the

vaccination program was very clearly kept within the machinery of the

traditional public health apparatus.  Consequently, the CDC deferred to states

(and extreme variations in planning between them), approving or conditionally

approving virtually every pre-event plan that came through its doors.

Despite all this, the point remains: Could an emergent rationale of

preparedness “map” onto pre-existing divisions, or units, where the activities

and practices constituting it were to take place?  That is, could there be a

workable arrangement between the kind of preparedness rationale that was

getting articulated, and practices based in traditional political-jurisdictional

spaces (i.e., states, counties, etc.), where traditional public health was

accomplished?

On a related note, one might ask whether at this point in the planning

process, “preparedness” as it was being put into practice actually matched the

nascent articulation of a necessary strategy to counter perceived vulnerabilities in



209

the United States’ public health apparatus(es).  In other words, one might

conclude that something of a disjuncture had begun to form between the notion

of preparedness as an orientation towards an uncertain future (involving

uncertain threats of uncertain magnitude and probability, but with various

identifiable vulnerabilities to critical infrastructures already known), and the

notion of preparedness as a kind of ramped-up public health strategy.  In short,

preparedness as articulated (whether BT or smallpox or under some other name)

looked increasingly less like a newly emergent normative and technical

rationality (which would guide practices and strategies such as vaccination,

surveillance, etc.), and more like a beefed-up public health intervention.85

On December 13, speculation came to an end as President Bush

announced the SVP.  As indicated at the beginning of this chapter, the program

had both a military and a civilian component, each of which was envisioned, at

least initially, to consist of about 500,000 vaccinees.  Yet whereas the military

vaccination program, like any military endeavor, had at its disposal the force of

coercion backed by US law and the Uniform Code of Military Justice, the civilian

program, of course, did not.86  The envisioned 500,000 individuals, consisting

entirely of various healthcare workers, were expected to volunteer for the

program and receive their vaccinations within 30 days of the commencement

date of their respective states’ programs.  Stage 2 of the program, involving up to

                                                  

85 See Collier and Lakoff (2006) for a discussion of preparedness in this context.
86 Conscientious objectors to vaccines in the military have a fascinating history...  With respect to
vaccines against potential biological warfare threats, like anthrax and smallpox, cases and
subsequent case law have evolved only recently.
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an additional 10 million volunteers, would be put in effect after the successful

completion of initial vaccinations.

Genealogies

Tracing vaccination policy in the US: Early configurations

As a practice, vaccination recommendations emerged at the interstices of a

number of developments, aspects of which have evolved in parallel, others of

which are discontiguous.  First, as most vaccines have been developed to reduce

disease in populations (through not entirely congruous rationales of control,

prevention and eradication), immunization emerged in the United States, not

without substantial controversy, as a practice involving, on the one hand, mass

vaccinations of individuals, and on the other as a practice employed in certain

geographic areas to control epidemic disease, often in the context of military or

colonization objectives.  One might say that a sometimes uneasy balance of

political rationalities and logics have guided the practice.87

Our present-day use of the term “mass vaccination” refers typically to

entire cohorts of individuals, such as entire populations of newborns, or in some

contexts, to large-scale immunization campaigns; mass vaccination in this case

refers to substantial to near-total coverage of all individuals in this population.

In the context of the United States, mass vaccination rarely, if ever, has referred

                                                  

87 The historical literature on vaccination is typically presented in the context of specific diseases,
or general histories of public health.  Much of this section has been compiled with the help of the
following sources: Duffy (1978), Huerkamp (1985), Porter and Porter (1988), Duffy (1990), Moulin
(1992), Rosen (1993), Hennock (1998), Porter (1999), Stern and Markel (2005), and Blume and
Zanders (2006).
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to vaccination (planned, attempted or actualized) of the entire population of the

country in the context of a single vaccination campaign.  Notable exceptions to

this have included the Swine Flu immunization campaign of 1976, and the

possibility – never actualized – of universal smallpox vaccination in the context

of the SVP.

Early efforts at mass vaccination (ca. 1900) were aimed primarily at

children, and coincided with well-known scientific, technical and public health-

related developments.  Children were found both to suffer an inordinate

proportion of communicable disease, and were, as it turns out, amenable as

“objects” of vaccination by virtue of their multiple statuses in society as members

of both a vulnerable and symbolically meaningful group:  it was especially hard

to watch children slowly suffocate from diphtheria, for example.  Moreover,

children constituted a group with little leverage to object to a set of practices and

technologies, which outside of smallpox vaccination, were generally unproven,

occasionally harmful, and by definition experimental.88  A framework was

established, therefore, for immunizations increasingly to be utilized in routine

medical practice.  This framework – an emerging architecture of specific practices

related to mass vaccination of children – would solidify by mid-century, as polio

and then measles became the target of prevention and elimination.

                                                  

88 The example of diphtheria, it should be noted, is not to be understated: a host of specific
practices were developed at the time, including various laboratory and manufacturing practices,
as well as a reconfiguration of the social organization of (public) health provision, which acted,
over a substantial amount of time, to solidify control of public health through various boards of
health at state and local levels (Rose 1998).  Other “childhood” diseases also became amenable to
intervention after a time, especially pertussis, for which a killed whole-cell vaccine was
developed and increasingly used beginning in the mid-1920s, and to some extent, tetanus.
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A brief tracing of smallpox vaccination practices and logics

What of protection against smallpox in history?  One might look first to

certain experiences with smallpox inoculation.  Efforts at reducing the disease in

some Western countries and territories, especially after the mid-19th century

when the production and availability of vaccinia largely stabilized, were in many

respects efforts at mass vaccination.  Variations in this practice, between and

within national territories was, of course, enormous.  In England and Wales, for

example, free vaccination clinics were established at various points in the 19th

century, but as one would expect in hindsight, the poor and destitute were left to

their own means to find out about and then make their way to clinics (Porter and

Porter 1988; Durbach 2000, 2002; Clark 2004).  Compulsory vaccination, at first

eschewed in all parts of Britain, was later accepted, with remarkable results in

terms of smallpox incidence.  In contrast, in some German-speaking territories,

compulsory vaccination was instituted just as the 19th century got under way; in

others, such practices were not put into place until later in the century, after

pandemics of disease had hit them hard (Hennock 1998).

In the United States, early 19th-century attempts to provide for universal

smallpox vaccination proved too difficult to handle as a matter of

implementation; according to Chase (1982, p. 69), “[i]nadequate funding, the lack

of state and local health departments, and the absence of communications and

transportation networks equal to the task of serving every citizen of the rural and

frontier settlements of the new republic, turned [what was a] Congressional
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initiative into a dead letter on the law books.”  State and local boards of health,

themselves new formations in the social organization of health, had varying

degrees of success.  In New York City, for example, compulsory vaccination

proved unworkable as the ill effects of the vaccine then in use eroded both the

confidence and the willingness of individuals to subject themselves or their

children to it.  That was in 1867.  A few years later, New York would try again by

assembling personnel to go out and vaccinate (and revaccinate) the populace.

Such a practice bears a striking resemblance, if only in part, to elements of the

SVP.  These personnel “visited schools, orphanages, neighborhood dispensaries,

and hospitals, as well as factories, banks, stores, and horse-car railroads where

people in need of primary and secondary revaccinations worked” (ibid., p. 75).

The “scourge” of smallpox – the term is employed now almost as a

necessary adjective (see, e.g., Koplow 2003; Tucker 2002; Shurkin 1979) –

continued into the twentieth century largely unchecked, despite wide-scale

vaccination efforts across a number of especially higher-income countries

(Fenner et al. 1988).  As with many “traditional” scourges, disease incidence

tended to drop heavily in richer nations, while staying level or even rising in the

poorer areas of the world.  From the early inoculation campaigns through the

extensive vaccination efforts of the mid-20th century, the principal guiding logic

was, for smallpox as increasingly for other infectious diseases, one of control, a

term which later came to be understood roughly synonymously with containment

and management.
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The idea of (infectious) disease control gained a fair degree of momentum

and scientific credence as a relatively new “grid of intelligibility” ((Dreyfus and

Rabinow 1982)) presented itself, first in the 18th century, but later with increasing

force and effect, by which techniques and interventions – of control, of

regulation, of distribution – were aimed at a new kind of object: populations

(Foucault 1978, 2003).  Control thus came to entail techniques by which not only

to understand and mitigate the immediate impact of smallpox amongst

individuals and small aggregates of people, for example in any given locale or

other local area or region, but further provided the possibility for arresting the

progression of disease amongst much larger groups dispersed across larger

spaces and territories.

Specific techniques of disease control in the arsenal of government and

health authorities have included widely known (and employed) practices of

isolation and quarantine.  Such interventions have had notoriously mixed results,

and have often been undertaken in the service of additional political aims and

logics outside of a strict orientation to population-level health. Bashford (2001b),

for example, has written of the logic of contagion, which describes the intentional

introduction of “foreign” material into the social body, thereby muddying up

distinctions between a healthy/clean self, and an ill/dirty “other” – all in the

service of state need.  Others have focused on the inflections of race embedded in

public health discourse, as well as the establishment and maintenance of racial

boundaries and populations, as a principle orientation of disease control and
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hygiene-related activities (Anderson 1996; Craddock 2000; Durbach 2002; Chase

2003; Brimnes 2004; Anderson 2007).

With respect to vaccination specifically, disease control had come

specifically to be seen largely as a response, as opposed strictly to a preventive,

measure.89  In other words, given the occurrence of disease, an increasingly

mobilized public health apparatus (of national and eventually international

variants) found itself in the position of articulating specific ways of acting, post-

event.  An outbreak might occur, but it could be stopped, it’s spread hindered or

in the best of cases, halted.  In the case of smallpox, the characteristics of the

virus and the disease made it amenable to such intervention, ultimately

solidifying in the form of a particular type of disease control approach, namely,

the ring and surveillance vaccination strategy.  This tactic, however, did not

emerge en masse until the late-1960s and especially the 1970s (Tucker 2001, p. 71).

Up to, and even coinciding with this development, another disease control

technique, mapping also to a nascent logic of (smallpox) eradication, focused on

large-scale, population-wide vaccination efforts -- a kind of brutish, all-out

frontal assault ostensibly constituted as a response proportionate to the extreme

prevalence of the disease throughout certain parts of the world.

The medical and epidemiological reports tracking smallpox control efforts

through the mid-20th century suggested that both ad hoc and universal

vaccination campaign efforts were occasionally ineffectual in stamping out the

                                                  

89 A discourse of disease prevention had not yet stabilized as the guiding rationality of public
health efforts, per se.
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more entrenched pockets of the disease, especially in some of the world’s poorest

regions (Fenner et al. 1988); in India and other parts of South Asia (as in

numerous other parts of the world) the virus appeared to have safe harbor in

human reservoirs despite attempts to raise various regions’ herd immunity levels

to a sufficient, protective degree.  Such a strategy undergirded much public

health wisdom and practice with respect to contagious infectious diseases at least

through the 1960s, particularly with respect to smallpox.90  In other parts of the

world, including for example most of Central and South America, most of

Europe, and the USSR, universal vaccination and yearly vaccination of the

newborn cohort produced excellent results (ibid.; Tucker 2001).

There is something of an irony to the observation that eradication – the

wholesale elimination of disease coinciding with the elimination of the existence

of the pathogen itself – found its realization with respect to smallpox not in even

greater, bigger or better universal vaccination programs, but in the development

of a vaccination strategy heretofore discussed as the ring and surveillance

approach.  Such a logic required that the disease be detectable – and therefore

that it continue to exist – for its eradication eventually to be possible.  It was a

strategy that, in concert with parallel efforts at mass vaccination, produced

astounding, even surprising results.  And with few exceptions it succeeded in

reducing disease incidence, usually to zero, in fairly short order.
                                                  

90 Herd immunity is still central to public health vaccination efforts for contagious infectious
diseases, including, for example, measles.  The threshold for effective herd immunity is often
exceedingly high; it is estimated that even 80% (plus or minus) coverage will still leave a
community relatively highly vulnerable to a measles outbreak (Fine 1993; Jansen et al. 2003;
Walllinga et al. 2005).
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Vaccination and warfighting

The strategy of mass vaccination was an essential component of early

efforts to control harmful diseases such as diphtheria and pertussis in children.

But the overarching logic of disease reduction and control in the early years of

mass vaccination was not the only rationale guiding vaccination practices – and

children were not the only targets of vaccination.  The 19th-century was a period

of extensive territorial encroachment on the part of the Western nation-states.

The coinciding (Western) logics of warfighting and imperialism required forces

capable of sustaining a fight, and sustaining a presence, in parts of the world

quite distant from their home lands.

The realities of war, ever present in recorded history, ensured superb

conditions for many infectious diseases and their sequelae (McNeill 1998 [1976]).

Afflictions such as typhus, certain forms of dysentery, yellow fever, cholera,

influenza, tetanus, malaria – even smallpox itself – arose in force, killing and

incapacitating far more troops (and civilians) than any amount of bullets, blades

or cannon shot could ever accomplish at the time (Chase 1982).  Sanitation

practices and efforts at alleviating overcrowding in barracks, in trenches and

elsewhere had substantial impacts on some disease rates.  Vaccination, however,

had only been taken up by various militaries in a limited fashion, and not

surprisingly only in certain Western nations.  Of course this is almost entirely

due to the fact that very few vaccines existed in the 19th-century; and of the ones

available, few were all that effective.  Fewer still had utility for warfighting
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purposes.91  Moreover, the “networks” of vaccine discovery, production and

distribution were such that what might be known or available in one country

might not make its way to another country – say across the Atlantic Ocean -- for

years, if not decades.

In any event, the demands of war at the turn of the century coincided with

nascent work in the area of vaccine development and the emergence of

bacteriology.  Seemingly every infectious disease came under the lens of the

microscope, with the putative causative agents (all “bacteria”) ostensibly found

in most cases.92  Much of what was produced was actually quite harmful to those

who received vaccinations, as numerous accounts have documented.  Chase

(1982, p. 192) notes that vaccines were made available for “gonorrhea, scarlet

fever, cholera, pneumonia, meningitis, syphilis, streptococcal infections,

tuberculosis, and nearly every other infectious disease.”  Of these, vaccines for

cholera, typhoid fever and tuberculosis (BCG, Bacillus Calmette-Guerin, still in use

today in certain countries with endemic disease) reduced disease incidence

and/or severity to a degree; virtually all others were ineffective.

                                                  

91 Some of the first vaccines with proven effectiveness and military utility were for smallpox and
anthrax -- a point of historical fact with no small amount of irony today.  A famous legend points
out that a certain General George Washington himself had his troops inoculated with variola
virus (variolation was outlawed in the colonies in 1790); some years later, Mr. Thomas Jefferson
actively promoted vaccination in the new United States.  See Shurkin (1979, p. 172) and
Henderson et al. (2003), on these points, respectively.  Other vaccines, such as Pasteur’s rabies
vaccines, as well as vaccines for typhoid, cholera and plague, had marginal to mixed
effectiveness, and/or little utility for warfighting.
92 The number of “bacteria” discovered as the putative causative agents of virally-induced
diseases was striking; the case of influenza is perhaps the best-known example.  Of course,
viruses had not yet been discovered.
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Of the few vaccines available for military use, experiences with one in

particular anticipated some of the problems which authorities and decision-

makers would have to face in weighing not only whether to institute a mass

vaccination program, but whether the individuals under their charge would

agree to be vaccinated in practice.  Anti-vaccination movements had

accompanied many campaigns to mass vaccinate individuals (Durbach 2000,

2002; Brimnes 2004; Blume 2005), but not everyone disinclined to be vaccinated

could trace their acts of “resistance” to collectively organized efforts.

At the turn of the century, for example, a vaccine with some degree of

effectiveness had just been developed for typhoid fever on the European

continent and in England.  Such a development should have proven fortuitous

for the British Army, which had begun an unexpectedly protracted and terrible

engagement in South Africa leading to the Boer War.  British Army officials,

however, were opposed to ordering compulsory vaccination despite early

indications that their armies’ warfighting capabilities would have been

considerably enhanced, or at least not degraded by this disease.  Moreover, and

probably just as important, individuals who had been vaccinated as volunteers

did little to encourage additional vaccinations amongst their fighting

companions: the “devastating word-of-mouth reports of the adverse side effects

of [the vaccine] spread from vaccinated volunteers through the ranks, [keeping]

the numbers of vaccinated soldiers down to a minimal total” (Chase 1982, p.

193).  Typhoid ended up decimating the British Army, with nearly 60,000 troops
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incapacitated, including 8,000 killed (De Villiers 1984; but see also Hardy 2000;

Linton 2000).   Although there have not been too many repeats of this episode –

of this magnitude, in any event – in the hundred years since this campaign,  it

might nevertheless be pointed out here that the employment of such technologies

in the context of strategic military objectives and geopolitical maneuverings has

been both common and often marked by some degree of controversy, regardless

of the extensiveness of a vaccine’s perceived safety and efficacy (or lack

thereof).93

Critical scholars would, of course, point out that warfighting and military

campaigning (and their attendant vaccination practices) have mapped quite

conveniently to the logic of colonial expansion .94  While such developments are

beyond the scope of this paper, it is worth noting here that military vaccinations,

whether for typhoid 100 years ago or anthrax and smallpox today, are conducted

principally to facilitate what is called “force protection” and “readiness,” and are

also employed strategically to deter the use of specific agents on the battlefield.

                                                  

93 One might note, for example, the more recent cases of US soldiers’ refusals of anthrax vaccine
(which, it should be added, have led to protracted legal battles in federal, and not military,
courts).  Although the anthrax vaccine has been licensed again (after having been revoked), the
US military now sees fit neither to court-martial nor discharge servicemembers who refuse
anthrax vaccinations; in fact, such individuals are (now) considered deployable.  Compared with
the Department of Defense’s position on the matter only two years ago, this shift is striking, and
calls into question the military’s ability to coerce vaccination at present and in the future.  The
consequences of this development are probably much more far-reaching than currently
acknowledged.  See the following website (p. 3, Section 2, Subsection 5)) for what is otherwise a
difficult observation to document with empirical evidence, namely, that vaccinations are a
technique employed in accordance with a logic of force protection, and ultimately, military-
strategic goals: “http://www.anthrax.mil/documents/877ALARACT%20014_2006.pdf”
94 See the following for discussions tracing some of the linkages between health (and specific
health practices, such as vaccination) and imperialistic/colonial aims (Anderson 1996; Bashford
and Hooker 2001a; Bashford 2001b).
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The language here is contemporary, but the logic informing these practices has

remained relatively constant, regardless of the larger rationales and political

purposes guiding military deployments.

It is in this context that one should understand two of the rationales

undergirding the contemporary smallpox vaccination campaign.  The first, just

mentioned, refers to the strategy of vaccinating a cadre of professional public

health and healthcare workers for the purpose of enabling their rapid

“deployment” as responders.  The ever-present label attached to these

professionals as “front line troops” (Henretig 2001) is more than symbolic: one

must also consider the very literal sense in which this initial group of vaccinees,

not to mention the additional 10 million personnel envisioned to receive the

vaccine, are required to be “force ready” in the exact same manner as soldiers in

uniform must be ready to deploy in areas of the world where they may be

susceptible to disease.  Degree of success notwithstanding, such individuals have

been enrolled to carry out a mission with very explicit links to the national and

homeland security apparatuses.

The second rationale also has substantial resonances with strategic

military aims.  I refer here to the notion of deterrence.  For public health officials

tasked with building out some kind of smallpox vaccination program, this

orientation towards deterrence was wholly unfamiliar as a programmatic aim.

In no way, according to respondents, did it look conceptually analogous to

disease prevention, owing to the crucial difference that smallpox
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vaccination—and hence a logic of deterrence – was sure to harm a small number

of people while providing no quantifiable benefit recognizable as such by

officials traditionally tasked with public health interventions.  This outcome was

unpalatable for a few senior and other CDC officials, who quietly resigned or

were otherwise reassigned to non-smallpox-related tasks.95

Vaccination recommendations, the ACIP and the risk/benefit balance

Although its multiple histories are too complex to delve into here, the

nascent federal public health apparatus in the United States, having oriented

itself towards communicable disease for much of its early history, found itself in

a good strategic position by the early- to mid- 20th century to incorporate mass

immunization as a technique appropriate to its charge.  Taken together, the

emergence of routine childhood immunization opened up a space for those

properly positioned to adjudicate its benefits, leading ultimately to a form of

deliberation which would produce recommendations about which vaccines

should be given, utilizing which kinds of techniques and practices, and under

which kind of schedule(s).

The initial use of  vaccine in the United States was accompanied from the

start by perceived needs to survey the extent to which certain communicable

diseases were an “actual” problem, for example in a geographic area such as a

municipality or a State, as well as the extent to which immunization would play

                                                  

95 Many officials interviewed for this project commented, somewhat unsurprisingly, on the
“political” nature of the smallpox problem; in other words, politics was seen to cloud (or hype
up) the issue of smallpox -- thereby obfuscating true assessments or declarations of the threat.
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a role in altering observable disease incidence in such areas.96  These specific

issues were raised in the context of intense controversies within the scientific and

medical communities regarding the utility of incorporating statistical measures

into public health practice – itself a nascent field balancing the “old” and the

“new” public health (Rosen 1993) – as well as a divisive skepticism regarding the

increasingly popular, and related, field of bacteriology with the germ theory of

disease.

As regards early vaccination efforts, most were assessed empirically

through a kind of trial-and-error method, or through the reported observations

of private physicians administering vaccines who, especially in the early mass

vaccination campaigns of the 20th-century (for example, utilizing diphtheria

antitoxin), were relatively few in number and largely suspicious of public health

and state medicine on the one hand (Starr 1982), and rather revolutionary

technologies (including the science and knowledge upon which they would be

based) on the other (see, e.g., Hammonds 1999).  As statistical methods and the

specialty of epidemiology gained a foothold in public health practice in the early

20th century, studies of the effects of immunization grew amenable to analyses

incorporating these practices.  While this did little to alter the likelihood that

controversy or debate would accompany any given vaccine – the legacy of

antivaccination movements still resonated amongst some parents, and physician-

                                                  

96 “Initial use” as discussed here does not include colonial or early American efforts at
immunizing against smallpox through the practice of variolation.  Unless indicated otherwise,
“early” practices refer to practices subsequent to the emergence of bacteriology and the initial
configurations of the “New Public Health” circa the turn of the century.
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skeptics of vaccination were still vocal – it did change the character and the

setting of these debates.  Most notably, debates had begun to be cast as issues of

efficacy.97

More importantly, perhaps, by the mid-20th century, the issue of safety had

become an object of intense scrutiny as a matter of public health and

immunization practice.  Specifically, although childhood disease incidence by

this time had begun to wane substantially, just after mid-century newer vaccines

– in particular the Sabin oral polio vaccine (OPV) – generated intense

controversy.  Experts, clinicians, policy-makers and the public began to wonder

whether (the risk of) actively inducing disease in individuals due to administration

of a live vaccine such as OPV was worth the price of reducing or eliminating that

disease, especially as compared with proven safer vaccines.98, 99

                                                  

97 I use this term to indicate scientists’ and practitioners’ concerns about the effectiveness of drugs
and vaccines; contemporary associations with the term (the FDA’s mission and such) is not
implied here.
98 This is not to suggest that such a concept was novel; Bashford (2001) argues convincingly that
early Western efforts oriented towards smallpox prevention (involving vaccinia variolation and
inoculation) were contested practices precisely because they were recognized as introducing
“foreign/Other” -- and therefore, dangerous -- material into the body.  Nevertheless, one might
argue that the contexts in which this occurred were dissimilar to contemporary efforts geared
towards safety as such, principally because the orientation towards safety for populations under
the rubric of a coherent biopolitics had not yet been devised.  Rather, the object under scrutiny
and to which interventions were oriented was, in these early years of vaccination, certain sets of
largely “unconnected” individuals.
99 For socially disadvantaged and marginalized groups, angst over such decisions was
considerably less apparent; prisoners and other institutionalized individuals had, of course, been
routinely subjected to medical and pharmaceutical experimentation of all kinds, including
intentional exposure to pathogenic agents and non-treatment.  Nevertheless, as a matter
implicating a much larger, and more socially accepted population (qua a statistically and socially
defined population), the risk-benefit calculus starting to take shape en masse in the area of public
health took on a specific form, namely, one built on an explicit acknowledgement that mass
vaccination of the nation’s yearly cohort of children could constitute a perpetually iatrogenic
practice, sanctioned by a state- or quasi-state apparatus such as the CDC or the soon-to-be-
formed ACIP.
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Perhaps no one combination of disease and vaccine(s) illustrates the

tensions inherent in vaccinating large numbers of individuals better than polio.

Mid-century debates around polio were contentious, ugly and political, and

lasted for years.  At the center of these debates lay two relatively efficacious

vaccines. The apex of the debates, which followed years of public barbs between

two giants of medicine, Albert Sabin and Jonas Salk, was precipitated by a

particularly disturbing development, in which one of the manufacturers (of

OPV) distributed a particularly virulent product; consequently, a large number

of children receiving the vaccine contracted polio, many becoming paralyzed.

Although arguments about the pros and cons of both the live and inactive

vaccines had been going back and forth for some time – largely in the public’s

view – it was only at this point that the Surgeon General’s office pressed hard for

the creation of an “independent” body to adjudicate issues of safety and,

eventually, recommend schedules for immunization.  The Advisory Committee

on Immunization Practices was formed in 1964, notably after the polio vaccine

“crisis” was resolved amongst officials in Atlanta and Washington (Etheridge

1992).

The relevance of this genealogical excursion becomes more apparent in

light of subsequent debates, some forty or so years later, around the exact same

vaccines.  Whereas at mid-century, polio was endemic in much of the world,

including, technically, the United States, by the last quarter of the century disease

incidence had declined dramatically.  As very few cases of “wild” polio (as the
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naturally-occurring disease was known) appeared each year, the case was once

again being put forward that recommending continued use of OPV was poor

medical practice and, in fact, unethical.  The chief tension in the decision calculus

was: should a vaccine be recommended to continue preventing disease, when a)

the disease in question was extremely rare; b) the vaccine being used

unquestionably caused not just illness, but, in this case, actual paralytic polio in

more individuals than those acquiring the “wild” type; and c) a safer vaccine

existed, which did not cause the disease.  Adding to the mix of what was already

a complicated set of factors to consider, OPV was considered by a majority of

practitioners and experts to be more efficacious in preventing polio than its

competition, the Inactive Polio Vaccine developed by Salk.

The main point in illustrating this tension is to highlight precisely the

kinds of thinking and the kinds of problems to which the ACIP would orient

itself in the coming years and decades.  The committee’s “take up” of vaccine-

related issues has hinged largely on the extent of disease in a population – and,

crucially, the extent of disease projected for a population without vaccination

(Etheridge 1992).  In other words, a fundamental variable, disease incidence, in

the form of concrete numbers or ranges thereof formed the basis for generating

calculations which experts then compared with alternative future possibilities, or

scenarios: disease incidence without vaccine, numbers of likely side-effects, etc.

Knowledge about disease incidence, potential disease incidence with and

without vaccination, and likely side-effects, formed a yet another type of “grid of
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intelligibility”, which tended to boil down to a numbers game: the most

favorable numbers usually dictated the policy.  The experts, in other words, were

convened to produce (or solicit the production of), and then scrutinize, the

numbers.

It is a matter of the utmost importance, then, in doubling back on this

genealogical tracing – back to “the” problem of smallpox in 2002/2003 – that by

virtually every account in the public record, there was no meaningful numeric

estimate of the possibility of a smallpox release.  To state it a different way,

within the framework of understanding to which both health and security experts

were accustomed, namely, various forms of risk (including threat) assessment,

making sense of this specific danger through the meaningful production of

(knowledge about) risk was impossible.  “The risk is low, but not zero”

constituted a novel and challenging presentation of risk, with which public

health officials had little familiarity and virtually no expertise.

Diagnoses

The task of this chapter has been to present a select overview of the ways

in which certain vaccination options became “thinkable,” “knowable” and

“doable” in the context of the emergence of smallpox as a contemporary

biological threat, culminating in the Smallpox Vaccination Program.  What

remains is to make some sense of the observations presented, although not as

matter of adding yet another pronouncement, or judgment, on top of the

impressively large list of previous pronouncements (GAO 2003; Kuhles and
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Ackman 2003; IOM 2005; Wilson 2005), which, as far as they go, consisted of

reasonably plausible explanations of the barriers to the SVP as conceived.  What

follows, then, are a set of provisional diagnoses out of which additional,

explicitly policy-relevant interventions might be generated.  These diagnoses are

formulated along two general lines.

Diagnosis #1

Far from being a kind of inevitable outcome of new and dangerous threats

in the world, this chapter has shown that specific practices related to vaccination,

including recommendation practices grounded in specific techniques of

calculation, lay at the center of experts’ capacities to formulate a workable

problematization of smallpox.  Within the domains of public health and national

security, similar kinds of techniques, including risk assessments and risk/cost-

benefit evaluations, are employed in such a manner as to estimate the likelihood

and magnitude of future outcomes, as well as the extent to which proposed

interventions would be favorable relative to their costs.  This orientation towards

what Lee Clarke (2006) has called “probabilistic thinking” has served a clear

function in these and many other domains, namely, as a mechanism by which

(ostensibly) to allocate scarce resources “rationally” to a variety of competing

needs.

Much of what constitutes public health is built on this model, particularly

as regards infectious diseases.  As the risk of disease increases for a given

population, various interventions are increasingly considered (possible), their
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costs and benefits weighed.  If the likelihood of disease incidence, including an

outbreak, rises, so too does the risk (in Luhmannian terms) of not doing

anything, according to the logic of the model just presented.  In just such a case,

benefits will tend to outweigh risks.  Conversely, as potentially dangerous

objects are transformed by these mechanisms of calculability and understood to

be increasingly less likely, the costs associated with interventions tend to go up,

often dramatically, while benefits – understood as averted, mitigated or treated

cases of illness, or death – are either few and/or appear less likely.

For a host of reasons, the formulation of smallpox as a biological threat

constituted a problematization of a particularly challenging type.  It was, after

all, a disease that had been eradicated some twenty years earlier.  Its ontological

basis – that is, the conditions which facilitated its constitution through thought as

a real object, let alone a real threat – was therefore grounded in a variety of

elements apart from its actual observation.  It came to exist as real by virtue of

sets of (other kinds of) observations from which could be deduced its very

possibility, not only as an object, but as a dangerous one at that.

A crucial step in this process, it seems, lay in its transformation from a

thinkable (dangerous) object, to one in which something like a “knowable” risk

was attached.  By knowable, I am referring to that which understands a thing by

virtue of its potential to be, typically in terms of its quantifiable/quantified

likelihood or probability.  In this case, of course, the extent to which the risk of

smallpox was quantified posed particular problems.  “Low, but not zero” – the
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official public estimate of risk – came to take on a peculiar significance, and

required a level of interpretation not typically found in most other systemic

public health assessments.  Such a risk was open to a number of interpretations.

What is one to do – what is one supposed to do – with that kind of information?

These are very separate questions, and the latter in particular, as a kind of

reflexive ethical inquiry, seems not to have been central to vaccination

deliberations.  One might therefore feasibly hypothesize the utility of

incorporating such a question into early decision-making activities.

A cottage industry of risk analysts, disaster preparedness experts,

psychologists, and others have produced an array of theoretical work and

conceptual grids around the issue of low probability-high consequence events

(see, e.g., Kunreuther 1992, for an excellent primer on the topic).  The concept did

not appear with smallpox.  Nevertheless, it appears that part of what came to

constitute smallpox as a threat to be dealt with had very precisely to do with its

formulation in these conceptual terms.  Since the risk of smallpox given was

extraordinarily, even unquantifiably, low, the conditions for producing any

meaningful understanding of the benefits of a public health intervention (i.e.,

vaccination) became uncomfortably narrow.  How, in the context of the public

health “system” (again in the Luhmannian sense), could there be any meaningful

conceptual grasp of the benefit of vaccination, when, according to the very

techniques of that system, there existed, by definition, virtually no risk?
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At its most extreme, and to be fair it was not articulated as such, pre-event

vaccination could be construed as all cost and no benefit.100  As strategizing

about smallpox vaccination options got underway, all that was certain was that,

given the implementation of any pre-event vaccination program, some (probably

small) number of individuals was going to get sick from the vaccine, and

possibly die, without the benefit of related information about how many cases of

smallpox would be averted or rendered less severe.  Clearly, how benefits were

to be gauged would become central to the smallpox vaccination process,

although articulated answers (to this question) were sparse.

This analysis begs the question: if it was logically difficult to gauge the

benefit of a vaccination program according to the standard calculus of

cost/benefit techniques (other than through an understanding of “benefits” as

derived via plausible, but hypothetical models and scenarios), then by what

criteria could experts decide that a certain strategy of vaccination was

appropriate?  And for whom?  The first diagnosis begins with the observation

that risk assessment and risk/cost-benefit practices – even when exercised

according to internally consistent and sound models and scenarios about likely

future events – are conducted according to a calculus within which what is

                                                  

100 By virtue of the lack of any meaningful risk estimates, experts had to rely on an additional set
of techniques with which to orient their thinking.  As discussed above, this included the
generation of possible scenarios and models of smallpox attacks.  These models were based on a
wide variety of assumptions – too great to list here (but see IOM 2002a) – as well as widely
varying ranges of risk estimates.  With these models and those of the CDC, the ACIP and other
experts were provided with necessary information to evaluate cost/benefit analyses.  By
“necessary” I refer to the form that the information took, namely, quantified (albeit guesstimated)
data.
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thought (literally) to be actionable is based in a rational-choice logic, whereby

costs and benefits are known according to specific counts of disease or injury.

The strong claim here is that knowing a thing in such a manner, and acting

according to the most favorable numbers, seems to operate in an uneasy

relationship with the normative and technical rationalities of preparedness,

which by their very logic, work outside such calculative practices.  Such practices

are employed for different purposes, to different ends; they do not seem to

articulate with(in) the rationality of preparedness.

Such a diagnosis would be at odds with some respondents’ claims that

had the “true” risk of smallpox been known (or properly communicated),

unadulterated by political interference or hindered by the requirements of secret

intelligence compartmentalization, then the public health system would have

been able to carry out its functions in a more judicious, effective manner.  Such a

claim sidesteps the point that even in this instance, the decision reached, while

certainly appearing more acceptable within a logic of population-level health,

would nevertheless have been incongruous with a preparedness rationality.

Another implication of this claim challenges the notion that “public

health” was fundamentally ill-equipped to tackle what came to be framed as an

issue of “national security.”  Which other than the system of public health can

speak to the nuances of a classic public health intervention such as a vaccination

program?  Recourse to an explanation holding that public health adheres to a

different set of values than those of national security, and therefore is ethically
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beholden to “do no harm” (unlike national security, which is not proscribed by

such an orientation), would seem to obfuscate the issue.  Public health officials

would have had no hesitations about recommending a pre-event, universal

vaccination program, had information been presented suggesting that a smallpox

release was even modestly, say ten percent, likely (CDC official #8) – let alone

imminent.  Such a decision would have entailed accepting the risk of substantial

adverse events, including a number of deaths, across the entire population.

Rather, it appears that the emergence and increased employment of the

risk/cost-benefit model in adjudicating immunization decisions has built into its

very operation an emphasis on risk aversion.  That is, after all, the chief

reasoning behind its development and use.

As risk estimates and risk/benefit calculations increasingly work with

relatively low magnitude risks for many infectious diseases – often 1 case in ten

or one hundred thousand, even occasionally into the millions – every adverse

event, every case of induced morbidity or mortality takes on a new meaning:

lower numbers of these cases are increasingly unacceptable, owing to lower

counts of disease incidence.  As officials, in thinking through various ways of

understanding what should constitute an appropriate response, worked to

categorize the state of zero incidence smallpox as “pre-event,” so too did they

describe a world in which an immunization program would produce, in essence,

only risk(s).  The benefits would have to be understood according to some other

logic, some other mode of understanding – but that was not forthcoming.
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Diagnosis #2

In a number of reports issued both during and after the SVP’s

implementation, the Institute of Medicine noted that the program had somewhat

ineffectually linked up actual vaccination efforts with its articulated aims of, at

various points, either general bioterrorism preparedness, smallpox preparedness,

or both (IOM 2005).  Had such aims been clearly articulated, the reports went on,

the program stood a better chance of benefiting from more effective

implementation.  Moreover (again according to the IOM), had vaccination

activities been undertaken in the context of a preparedness program oriented

towards the augmentation of capabilities to handle a public health emergency – as

opposed to specific threats – the overall program may have fared better than it

did.  Perhaps.

The evidence is fairly convincing that there was a good deal of room for

improvement in implementing the Smallpox Vaccination Program.  Issues like

compensation for vaccine-induced injury (variable between states, but generally

low) and program funding (there was no special appropriation for several

months), were, according to most published accounts and study participants,

grossly underestimated by senior officials in HHS and the Administration, and

perhaps CDC as well.  Moreover, issues of liability and adverse events seemed to

plague program officials since nearly the start of the program.  This issue takes

on added importance when considered in the context of previous experiences

with vaccination programs and campaigns:  A glance at the historical record
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shows evidence of very similar problems accompanying the introduction and use

of several vaccines (Galambos and Sewell 1995).  Improvements in all these areas

would almost certainly have boosted the numbers of individuals vaccinated,

although it should be clear that a push for higher numbers in all likelihood

would not have correlated with a “greater” state of preparedness in practice.

Two related points can be made in light of this, constituting the second

and final diagnosis.  These points can be summed up in a phrase: “There is

preparedness, and there is preparedness.”  Officials, experts and policymakers

have for several years decried the fact that however preparedness has been

defined in principal, it has not been satisfactorily operationalized (Asch et al.

2005).  The various frameworks and metrics meant to give some definition, some

measurability, some sense of knowing what preparedness is and whether one

(jurisdiction, state, etc.) is prepared, have met with a fair degree of controversy.

This case study has illustrated just one of several debates in public health and

disaster management circles regarding how to put preparedness into practice.  In

this case, one issue (amongst many) was the issue of numbers: should the

numbers of individuals vaccinated count as preparedness, or not?  How about

the number of vaccines?  The number of hospitals with vaccinated staff?  Or

plans?  Whatever the metric, the point is that all of these kinds of “preparedness”

(oriented to specific risks and threats) seem to be partially if not wholly

disarticulated from the rationality of preparedness, which is oriented towards

uncertain futures and the unknown.  This is not, of course, to say that none of
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these activities are not important or necessary: Naturally, putting (vaccinated)

people and infrastructure in place is central to the preparedness enterprise.

Still, in developing smallpox vaccination options and in implementing the

SVP, a relatively narrow view governed understandings of both vulnerabilities to

be addressed and capabilities to be enhanced.  Vulnerability was understood in a

strict sense to mean an immunologically-naïve population’s vulnerability to

(acquire) smallpox, or in relation to this, a jurisdiction’s vulnerability (according

to degraded or absent capabilities) in responding to a smallpox outbreak.

Capabilities were understood in a strict sense to mean, amongst other things, the

capability to conduct ring or mass vaccination operations; or to surveil a

particular population, or run diagnostic tests, etc.  All of these needs were

framed largely as a function of whether an adequate number of smallpox

vaccinations had been or could be given to appropriate individuals.  In other

words, vaccination was the preliminary step necessary by which to facilitate

necessary (additional) public health measures.  While all these are clearly

important operational questions germane to the issue of smallpox, it seems that

they are not fully congruent with the preparedness rationality.  How so?

To orient towards an unknown future, even if that future is understood

with respect to a specific infectious disease like smallpox, is not only to provide,

pre-event, for the possibility of a massive organized response (ala stages 1 and 2

of the SVP) through vaccination (and surveillance, detection, laboratory work,

communication infrastructure, etc.); rather, the logic of preparedness would
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demand that all of the elements and nodes in a preparedness assemblage be

rigorously examined for vulnerabilities, with apparent “blockages” remedied or

mitigated as part of configuring the assemblage itself.  As experts from CDC and

ACIP (very understandably) adjudicated vaccination options, the mold of

preparedness, whatever the type (bioterrorism, smallpox, public health), had

already been cast:  Preparedness would articulate according to a logic with roots

deeply entrenched in previous public health campaigns and long-standing

practices.  Risks and benefits would be weighed, contraindications would be

determined, dosages would be settled upon, and eligible populations would be

established.  Other elements and practices having to do with, for example,

hospital and clinic staffing, compensation for injury or illness, family issues, or

liability were, in the early planning stages, only ancillary to “proper”

considerations about smallpox vaccination and preparedness.  Many of these

became issues to consider or redress largely only after they emerged as

operationally problematic.

According to a preparedness rationale, however, these should not be

understood as “barriers” to an effective program; they are not objects external to

preparedness that simply get in the way of its successful implementation.  Rather

these issues, and the relationships they reflect between different groups, different

levels of government, and different centers of activity, are fundamentally just as

central to a preparedness assemblage (such as the SVP) as more traditional

measures and public health interventions.  It is therefore not unreasonable to
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conclude that the “social organization of preparedness” – since it is ostensibly

“aimed” at vulnerabilities – should seek to reconceptualize what constitutes a

vulnerability and to treat all vulnerabilities (e.g., Worker’s Compensation issues,

staffing, family concerns) with equal concern and effective prevention and

mitigation techniques.

The second half of this diagnosis reiterates the point that the SVP was not,

strictly speaking, an exercise in (the logic and rationale of) preparedness, through

the presentation of an analogy.  To some extent, vaccination strategies have

historically mirrored military thinking and strategies (Martin 1994).  A threat is

identified and its movements tracked.  Where it appears to be making headway,

defenses are erected to blunt the attack or, in best case scenarios, to prevent it or

neutralize it altogether.  Where a threat appears, the walls go up.  In some

respects, the logic of traditional vaccination reflects our understandings of

biology, immunology and pathophysiology.  If individuals or a population are

immunologically naïve (in other words, vulnerable), they are, in some intuitively

logical sense, “defenseless” unless the body’s (or populations’) defenses are

somehow augmented.

Despite its unusual circumstances and risk profile(s), and in addition

despite the demand for new forms of understanding and response to this and

other threats, the SVP was an entirely familiar and recognizable public health

intervention.  Familiar institutional apparatuses were employed, utilizing

familiar techniques to understand a specific threat and specific risks, and familiar
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interventions were designed to respond to those threats.  A strict interpretation

of the preparedness logic would suggest that such an undertaking, while

perhaps necessary in the short-term given the emergence of smallpox as an

immediate threat requiring an urgent solution, tends to focus efforts away from

broader sets of vulnerabilities and capabilities which are not, per se, agent

specific.  For all the emphasis in recent years on “dual use” public health

activities and “all hazards” approaches, the SVP was very much an agent-specific

program.  The infrastructure built around it, the program itself, and its residual

elements in the public health and healthcare communities seem not to have

generated much in the way of new forms of organizing for, or understanding, the

known (let alone the unknown) spectrum of biological threats or future

catastrophic health emergencies involving biological organisms.
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CHAPTER 5 - LOCAL PUBLIC HEALTH PREPAREDNESS

Introduction

Up to this point, this dissertation has been concerned with biological

threats and public health preparedness in two specific contexts, or domains:

legislative policymaking in the US Congress and at the level of a specific

program, the Smallpox Vaccination Program.  The previous two chapters have

entailed two distinct forms of intervention into these fields.  The first of these

focused on the production of related biological threat and preparedness

discourses at a specific kind of site, namely, Congressional committee hearings.

The second employed a critical genealogical approach to tease out some of the

techniques and rationalities associated with the formulation of vaccination

strategies.

This chapter examines a third type of domain and corresponding site,

focusing on public health preparedness activities in health departments at the

local county level.  In so doing it takes up yet another form of intervention, one

that in many respects departs from the kind of analyses previously employed.

The intervention employed here, based in an analysis akin to grounded theory, is

what I term “critical sociological evaluation.”

By this term, I refer to two specific aims for this type of intervention.  First,

as one element in a broader set of experimental interventions into the field of

biological threats and public health preparedness, this chapter takes a more
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applied approach to the problem of public health preparedness, specifically in the

sense that a) I have engaged in an explicit first-order assessment of local

preparedness activities, and b) the findings presented here are framed to inform

programmatic and policy recommendations in the area of preparedness.  Second,

whereas standard program assessments must often bracket the soundness of the

policy from which a particular program emanates (e.g., a piece of legislation or

an executive order), this chapter explicitly incorporates these aspects of program

as an experiment in formulating first-order analysis and recommendations.101

This chapter is organized as follows.  In the first section, I introduce some

of the salient operational features of public health preparedness, with a

particular emphasis on the ways in which it has been actualized in local, county-

level contexts.  In the section thereafter, I introduce two elements of public health

preparedness deemed vital to its operation: the notion of “dual-use” public

health and the concept of “the public.”  This section will lay the groundwork for

the subsequent section, in which I present data elicited from local public health

officials in five California counties.  These data highlight some of the ways in

which the concepts of dual-use and the public are employed and actualized in

practice, illustrating in addition some of their problems and pitfalls vis-à-vis the

effective operationalization of public health preparedness.  I conclude the

                                                  

101 The Institute of Medicine, for example, in evaluating the Smallpox Vaccination Program, was
expressly prohibited from commenting on the soundness of the policy of carrying out a vaccination
program.  See, for example, (IOM 2005).  Although in that case the IOM strove to meet that
demand, the committee tasked with writing the program’s evaluations felt they had no choice but
to comment on aspects of the policy, given that the policy could not be cleanly separated from the
science upon which the program was built.
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chapter with a discussion of the ways in which local public health preparedness

efforts might more closely align themselves with the broader rationale of

preparedness.

 Local Public Health Preparedness – An Overview

Recall from the first chapter that this dissertation employs a crucial

distinction between public health preparedness activities, and the technical and

political rationalities to which these activities are linked.  In the former sense,

public health preparedness refers chiefly to efforts within a social arena

comprised of various public health, emergency management and

hospital/emergency medical services entities which, in their totality, have come

together to prepare for and respond to large-scale public health disasters.  From a

first-order perspective, public health preparedness has come to be largely

oriented towards (massive) outbreaks of both “natural” and intentionally-caused

infectious disease.

The principal institutional component of public health preparedness, in

terms of its health and medical aspects (as opposed to its security or intelligence

elements, for example), lies unsurprisingly in the domain of public health.  The

chief reason for this lies in the fact that it is the knowledge and techniques that

public health can bring to bear against infectious diseases that are critical to the

detection of and response to a bioterrorism incident (Henderson 1998;

Henderson 1999a; Lillibridge 2000; O'Toole 2001) or to diseases with a “natural”

origin (Smolinski et al. 2003).
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By virtue of the institutional dominance of public health in the area of

public health preparedness, its core activities generally reflect – with occasional

variation, depending on the source one consults – familiar public health

responsibilities (Khan et al. 2000; Strongin 2001; Hamburg 2002; Salinsky 2002a;

Lister 2005).  There are, generally speaking, eight core tasks.  These include: (1)

Surveillance, (outbreak) detection and general epidemiological capacity; (2)

Laboratory capacity and diagnostic capability; (3) Training, education for, and

the staffing of, public health and healthcare providers; (4) Workforce staffing

(especially of ‘essential’ occupations and professions); (5) Information technology

and communication systems; (6) Vaccine, medicine, and equipment stockpiling;

(7) Surge capacity; (8) Planning, exercises and evaluation.

The first element of local public health preparedness refers to a locality’s

ability to surveil, detect, and undertake epidemiological studies of disease

outbreaks.  Surveillance is ostensibly the principal tool in the public health

arsenal to get a handle on the extent of disease in a population – what some have

referred to as the “true scope” of the disease (GAO 1999, p. 3) – as well as a tool

to monitor the effectiveness of a given public health intervention.  In addition,

surveillance is a technology of government, broadly construed: surveillance data

are utilized for the purpose of allocating resources (generally staff and funds) in

an appropriate and proportionate manner; in other words, the greater the burden

of disease in a given locality, the greater the amount of resources dedicated to it.
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Typically, surveillance is accomplished through a mix of active, passive

and sentinel mechanisms.102  Active surveillance is highly labor-intensive, and

usually disease-specific.  Surveillance of this type is typically initiated by local,

state and/or federal public health authorities, and involves pro-active efforts on

the part of these officials to contact healthcare providers, hospitals and

laboratories in order to ascertain information on new and ongoing cases of

disease (i.e., incidence and prevalence data) and other pathogen-related trends.

For example, a local public health agency might request that laboratories in a

county report positive results for certain drug resistant bacteria.

Passive surveillance systems, on the other hand, rely on laboratory and

hospital staff, physicians, and other relevant sources to provide data on illnesses

to the health department, where officials analyze and interpret the information as

it arrives.  Often, passive surveillance information is generated at the request of a

state or local jurisdiction; however, because the reporting of this information is

voluntary (i.e., non-mandatory), it is often underreported and/or biased due to

differences in reporting.

Sentinel surveillance, finally, refers to the reporting of either disease or

pathogenic activity (e.g., pathogen resistance to drugs) by a select subset of

                                                  

102 Responsibility for population health is constitutionally devolved to the states by virtue of the
10th Amendment.  Consequently, it is the states that decide which diseases healthcare personnel
should surveil and ultimately report to the state health department – as well as which
information will be submitted to the CDC.  At a bare minimum, most states monitor and report
information on a select set of diseases (updated annually), commonly known as the ‘nationally
notifiable’ list of diseases.  Currently there about 60 categories of disease on the list, including a
number of diseases caused by Category A, B, and C pathogens.  This information is obtainable at
the following URL: http://www.cdc.gov/epo/dphsi/phs/infdis.htm
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healthcare entities, such as particular laboratories, hospitals or physicians.  It is,

in essence, a hybrid active-passive surveillance system, insofar as it is typically

established and administered by public health officials, but reliant on the

submission of reports by members of the healthcare community.  Sentinel

systems are usually smaller in scope than population-wide passive monitoring,

and generally neither provide a) a workable estimate of disease incidence, nor b)

the ability to generalize to a geographic population.103

Concerns about bioterrorism in the 1990s provided an important push

forward to a new and innovative surveillance system – “syndromic surveillance”

– already in development for naturally-occurring emergent diseases.  The

impetus for syndromic surveillance’s incorporation into bioterrorism

preparedness lies primarily in the claim, first introduced in Chapter 3 as a key

narrative of BT discourse, that disease outbreaks as a result of a bioterrorism

incident will be difficult if not impossible to detect in their early stages.104  To

address this gap in detection capability, technologists and public health officials

have developed systems of surveillance that track not disease, per se, but rather

“non-specific health indicator data”; that is, anything that provides information

about health, including certain health-related behaviors, without the specificity of

                                                  

103 Local public health authorities have also gleaned sentinel information in a different context,
namely, through the monitoring of wildlife mortality.  A notable example comes from the
northeast US, where public health officials have been keeping tabs on trends in crow deaths.
Such information has been postulated to be (epidemiologically) sensitive in detecting West Nile
Virus (Eidson et al. 1999).
104 Consider, for example, scenario in which, as a worst case, hundreds if not thousands of people
will have been exposed to a BT pathogen (with some percentage of those exhibiting signs and
symptoms) before the healthcare system realizes the problem.
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a clinical or laboratory diagnosis (Fearnley 2006).  Examples of information that

might be collected vary widely, but usually include: emergency department chief

complaint information (e.g., respiratory distress, rashes, fever/malaise, etc.); 911

call logs; over-the-counter and prescription medication purchases; school and

work absenteeism, etc.105

Laboratory capacity and diagnostic capabilities describe a second

component of bioterrorism and public health preparedness.  Central to the

organization of local public health activities, typically, is the operation of a

laboratory or laboratories with the capacity to process tissue specimens for a

variety of purposes.  Very high up on the list of priorities for laboratory work at

the local level are processes and technologies that permit testing for both certain

infectious diseases as well as a variety of dangerous pathogens, including

mutated, drug-resistant organisms.  The disintegration of public health in the

years and decades preceding the late 1990s, when funding began increasing

significantly, was harshly felt in the laboratories.  Not only did workloads

increase for limited staff – capacity was limited, in other words – but the

possibility for public health laboratories to expand their capabilities was similarly

affected.  With the infusion of funding for local public health laboratories came

both additional staff, and increased functional capabilities of the laboratories

themselves.  Most notably, this was eventually to entail the establishment of a

                                                  

105 Information on syndromic surveillance has been drawn primarily from the following sources:
Buehler et al. (2003), Fleischauer et al. (2004), Heffernan et al. (2004), Mandl et al. (2004), Lawson
et al. (2005), Nordin et al. (2005), and Stoto (2005).
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network of laboratories with the ability to test for a variety of pathogens of

concern to both public health and national/homeland security officials, all under

the rubric of the now operational Laboratory Response Network.

Training and staffing constitute the third and fourth elements of

bioterrorism and public health preparedness.  Although training would

intuitively seem to be an essential component for any vocational or professional

group (Bucher and Stelling 1977; Freidson 1986, 1994), the focus in recent years

on emergent pathogens and infectious diseases in general, and biological threats

in particular, has necessitated a strong push to familiarize public health officials

with the characteristics of such agents, as well as the establishment of proper

protocols and procedures to ensure their safe handling (and necessary

channeling to law enforcement and homeland security personnel).  At the same

time, public health officials in concert with emergency and disaster management

personnel have been the focus of additional training efforts, primarily in the

areas of outbreak response, mass prophylaxis, and more generally with the

integration of the ‘Incident Command System’ into public health emergency

drills.  Naturally, such training extends to clinical medicine as well, as agencies

such as the CDC and others have worked to get “basic” information about BT

agents out to the nation’s clinics, hospitals, and emergency departments (CDC

official #2) as a way to sensitize staff to the recognizable features of diseases such

as smallpox.
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Dual-use and the public

Two concepts in particular stand at the center of the organization and

thinking behind public health preparedness: dual-use and the notion of “the

public.”106  Dual-use refers to a strategy in which public health technologies,

activities, programs and policies can be designed and implemented for both

traditional, everyday public health needs, as well as for exceptional needs arising

from a range of emergent biological threats, including bioterrorism and large-

scale natural disease outbreaks (Khan et al. 2000; Sidel et al. 2001; Strongin 2001;

Firshein 2002; Hamburg 2002; Bashir et al. 2004; Lister 2005).  In other words,

technologies and interventions that can be used for “natural” kinds of common

and emerging infectious diseases, such as influenza, SARS or West Nile Virus,

can also be deployed, to a greater or lesser extent, in the fight against

bioterrorism.

The dual-use rationale has garnered substantial support within influential

public health policy circles in the last several years.  A substantial degree of

support has also been cultivated within the federal policymaking and funding

establishment, which has been keen to spend large, but finite, federal dollars on

                                                  

106 One strand of grounded theory holds that concepts of this kind can only “emerge” from the
data itself (see, for example, Glaser 1978); in other words, the judicious and correct employment
of this form of data analysis would, in some respects, limit the ability of the researcher to begin
with these concepts as a starting point.  I acknowledge that, according to Glaser’s reading of
grounded theory, there are some serious difficulties associated with the methodological position I
have taken (namely that it is analytically both permissible and sound to employ concepts a priori
as the primary objects of inquiry).  Nevertheless, as indicated in my dissertation proposal, I have
found Strauss’s looser reading of grounded theory more compelling, largely because his
formulations of grounded theory facilitate directed and informed research, as opposed to the
admonition, espoused by Glaser, to begin research entirely with a ‘blank slate.’
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systems and technologies that have applicability for both everyday and

exceptional public health needs.  Despite their overall appeal, the strong rhetoric

in favor of these approaches has only been partially matched by evidence from

the field that these are effective as bioterrorism preparedness strategies. For

example, in an oft-cited piece, Reingold (2003) has argued that syndromic

surveillance, as a dual-use technology, has important drawbacks that have not

been sufficiently considered by authorities eager to develop such systems.

Scholars working within the critical social sciences have also begun finding

problems with syndromic surveillance, problems that relate to tensions between

the needs of local officials with expertise in local health surveillance, and federal

officials who are concerned to ensure that syndromic surveillance is effectively

incorporated into ongoing homeland security efforts (Fearnley 2005a).

The second concept under examination focuses, broadly speaking, on the

ways in which various “publics” such as specific populations, communities, etc.,

are both conceptualized, and materially engaged with by public health officials

in the context of including them in preparedness activities.  The premise for this

line of inquiry stems from the notion that rational planning for unknown future

events requires that organizations undertaking preparedness efforts “construct”

the objects of risk under their charge.  Recall from Chapter 3, for example, that

not only must potential threats, such as a specific biological agent released in a

specific way, be envisioned, but the ways in which that threat puts specific

populations at risk, and the ways in which specific populations might react or
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respond, must also be envisaged.  This kind of activity applies both to

bioterrorism and to certain kinds of naturally-occurring, yet often (hitherto)

unencountered emerging infectious diseases.  Here as in the halls of US

Congressional committees, populations of individuals are (necessarily) produced

or imagined in the course of designing ways to protect them.

These efforts are complicated by the fact that preparedness activities must

take into account differences within a population.  For example, disabled

individuals and the elderly, amongst others, clearly have special needs with

respect to access to public health services – although how to characterize these

needs is an empirical question.  Public health emergencies will present these

individuals (and public health departments) with particular kinds of problems,

such as obtaining (or providing) necessary vaccinations or medicines without

recourse to the usual methods of transportation.  Unfortunately, inadequate

research has gone into understanding how agencies account for these differences

in their policies and practices.  More specifically, studies of preparedness at the

local level tend not to discuss at any great length the kinds of policies that would

be necessary to address differences across communities or the needs of “special

populations.”  There is a compelling body of excellent research that examines

various populations, including special populations, during times of disaster, yet

these studies do not focus on the ways in which – and to what end –

professionals and experts construct (i.e., “imagine” or “produce” using the

terminology above) the populations they are tasked to protect (e.g., Perry and
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Lindell 1997; Weiss et al. 2002; Zakour and Harrell 2003).  This chapter examines

this question in some depth.

The second component of examining engagements with the public has to

do with the ways in which experts materially engage with various publics

(populations, communities, neighborhoods, voluntary associations, etc.) in public

health and bioterrorism preparedness activities.  This addresses a need identified

by leading scholars and experts in the field who have argued convincingly that

the public must be a willing and equal partner in public health preparedness

(and response) activities (WGGDBR 2004).  This need is based on the observation

that relating to the public in any way other than as an active, intelligent, willing

partner has historically proven a poor choice by public health authorities (Leavitt

2003).  The findings in this chapter approach the question of engagement with

the public by looking specifically at the ways in which public health officials do

or do not accomplish this.

Findings

Dual-use

Findings here reflect certain shared characteristics and features of dual-

use across county public health departments, as well as some notable differences.

Respondents in all five counties and at the federal level reported a qualified

interest in, and to some extent implementation of, a dual-use public health

strategy in their efforts to address both routine, everyday public health needs as

well as particularly serious threats posed by bioterrorism and other large-scale
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public health crises.  Data from the counties suggest several elements of dual-use

organization and practice, grouped here into two categories.  These include: (1)

syndromic surveillance and related data information systems; and (2) several

interrelated components of public health infrastructure, including staffing

(“cross-over” positions), training, laboratory capacity and risk communication.

These are addressed in turn.

Syndromic surveillance

All five counties reported utilization of, or interest in, “syndromic

surveillance” as a technology useful in surveilling naturally-occurring and

intentionally-caused disease outbreaks.  However, the extent to which this

technology is either being deployed or planned for varies.  Generally three

factors contributed to differences in observed levels of syndromic surveillance

implementation and interest.

The first factor refers to the amount of resources available to a jurisdiction.

Larger counties with large urban (but also large rural) areas tended to have

either some type of operational syndromic surveillance program, or expressed

interest in such a program.  Public health officials in less populous, largely rural

counties expressed interest in syndromic surveillance in principle, but indicated

that no such program(s) had as yet been implemented in their jurisdictions.

Follow-up interviews with several officials who work or have worked in smaller

(in terms of population) rural counties indicated that perpetual resource

constraints and funding problems for public health – despite the infusion of
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bioterrorism preparedness funds over the last few years – precluded making

syndromic surveillance either a high priority item in programmatic, line item

budgeting, or the focus of attention for extremely small public health staffs. The

following statements reflect these concerns, and reveal a significant skepticism

with respect to the main selling points for syndromic surveillance.

Local official #4: I have a lot of interest in things like syndromics.  But a
county of this size has certain priorities.  With the number of people
[staff] we’ve got here, and the kinds of things we see in this county every
day, the thought of putting together a syndromics project worth a damn
is daunting.  But the bigger... you know, the bigger issue for me is what
kind of “bang-for-the-buck” am I... is this county going to get?

Local official #1: The way I look at that technology [syndromic
surveillance] is the way I’ve looked at other technologies and other
advances in medicine and public health:  It sounds really great, and I’m
sure some really smart people have put a lot of brainpower into
developing this thing.  But... and I’ve read some arguments that this can
be relatively inexpensive... but you know I’ve been in this game a long
time and I can tell you that every time someone says that a new program
is going to be inexpensive, I cringe, because to me that is code for: “In our
models and pilots, this thing is cheap, so that’s what we’re going to tell
you – that’s what we’re going to base our estimates on.”  But when it
comes time for the rubber to hit the road, I have seen very few projects in
my career that turned out not to be substantially, if not inordinately more
expensive than I was initially understood to believe [sic]...  I am just not
convinced that syndromic surveillance is going to be any different.

The second factor describes both the state of relations between a given public

health department and the Centers for Disease Control and Prevention (CDC),

and more generally the degree of concern about “outside” (federal or otherwise)

involvement in local syndromics efforts.  One public health department in

particular expressed concern about a possible move by the CDC to shift certain

syndromic surveillance responsibilities to it (the CDC) under the BioSense

program.  Other officials in other counties, while not registering this precise
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concern, did voice some skepticism about where the locus of staff expertise either

was, or was projected to be, for the purposes of maintaining and analyzing the

data routinely collected through the employment of syndromics technologies.

In general, public health departments tended to have greater interest in

deploying syndromic surveillance technologies in circumstances of greater

certainty – or perhaps more accurately, less uncertainty – regarding both their

relationships with outside experts and officials and in a context of secure(d)

funding and county-wide support.  This issue of certainty, and seemingly of

trust, is reflected in the following statements.

Local official #4: … I think the CDC does some really outstanding work,
and our department and I know the state (of California) have worked
closely on a number of different things.  My concern is: who is going to be
analyzing this data?  I mean, we are the ones who would be collecting it,
and of course we’ve got some folks who can run those numbers, but is
that data also getting looked at in Atlanta?  If they are, then are they
going to share that information with us, and are they going to do that in
an appropriate timeframe?  And then the other thing is: What’s that guy’s
name [in Atlanta who is looking at the data]?  Can I get ahold of him if I
need to?  Can he get ahold of me if he needs to?  Does he know anything
about [this county?]

Local official #2: As soon as I know this isn’t a program that’s gonna fizzle,
my interest in it is going to skyrocket.

Local official #6: Well, I think the thing you gotta realize is that I work with
a Board (of Supervisors) very closely.  I’ve got a good, tight relationship
with many of the members.  And when I go to them every year, I have to
put together a pretty solid case for why my department needs this or that.
We don’t… So, it gets a little tricky when I say to them, ‘Board: there’s
this new, cutting-edge technology out there that will allow us to monitor
certain syndromes, which may tell us if flu or a bioterrorism attack has
occurred.’  But the thing is, I haven’t really seen the data that says this
thing is either sensitive enough to pick up on what we need it to pick up
on, or specific enough to separate the wheat from the chaff.  So if it’s
between asking the Board to get me another public health nurse, and
asking them to appropriate funds for this thing that still seems kind of
iffy, then it’s pretty clear to me what I’m going to do.
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The third factor that contributes to observed differences in syndromic

surveillance implementation or interest refers to the inclinations and interests of

a given public health department’s preparedness coordinator (or equivalent

official, such as its director), as well as the ability of that individual to establish

necessary linkages and networks with relevant participants in a syndromic

surveillance program.  In two of the larger counties in this study, officials

reported being able successfully to sell syndromic surveillance (as a compelling

idea) both to hospitals and to the political machinery of the county – typically a

Board of Supervisors, which generally funds county public health efforts in

California.  In one county, for example, the public health director indicated that

all prospective sentinel hospitals had agreed in principle to participate in a

syndromic surveillance program, yet in practice were reluctant to do so until a

firm (funding) commitment had been made to the public health department by

the county Board of Supervisors indicating the likelihood of sustained fiscal

support.  In recognizing interest at least in principle by hospitals, the Board

agreed to such support by developing a programmatic line item (“hard money”)

for these efforts.  Although data were not available to answer questions about the

actual cost-effectiveness of this particular program (either on behalf of the county

or the hospitals in question), the official in question strongly affirmed a belief

that the technology would pay for itself, at least indirectly, in the future.

Officials from other (generally rural) counties voiced a guarded optimism

about syndromic surveillance efforts.  In these cases, only very preliminary
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efforts had been undertaken (or not at all, in one county) to explore the feasibility

of this dual-use technology.  These findings suggest that the successful

implementation of syndromic surveillance may hinge as much on directed,

focused efforts aimed at enrolling hospitals, pharmacies, 911 call centers, school

districts and private companies (the latter two for absentee information) as on

efforts geared towards convincing a given county that it should examine the

feasibility of the technology.

It would be too large a claim to assert that leadership style or inclinations

to embrace cutting-edge technologies such as syndromic surveillance operated

entirely independent of the type or size of public health department (or county)

in which those officials found themselves.  In other words, it could be the case

that larger counties with greater public health resources provided a setting and a

context for senior officials to be more amenable to technologies of this sort.

Nevertheless, certain directors and other senior public health officials did express

strong inclinations towards incorporating syndromic surveillance – if not now,

then in the near future – by virtue of their views about the need, according to one

official, for new technologies to “detect signals from rare or unknown biological

threats” (Local official #3) irrespective of county or agency constraints.  This

finding does not suggest that skeptical officials lack some kind of understanding

about syndromic surveillance; the responses of these officials suggest at least a

general understanding of the technology.  Rather, it indicates that a certain level

of “buy-in” and early familiarization with this technology are essential in order
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to lay the groundwork for appropriate networks to develop between county

public health officials, technical staff, and various private healthcare providers.

One county in particular sheds light on structural and programmatic

constraints of dual-use staffing requirements as laid out in federal grant

guidelines.  In this county, the health director voiced concern that the monies

being allocated were “barely enough to pay for ‘cross-over’ positions” – that is,

positions that could be employed in a dual-use manner.  Consequently, this

official chose not to use federal preparedness funds because “I didn’t feel I could

attract people who were going to make a career at the Ph.D. [or] Master’s level in

public health on soft money” (Local official #2).  For this official the infusion of

federal pass-through funds, which in this county was substantial, acted ironically

as a disincentive to build out staff capacity.  An effect of this, certainly unforeseen

but ultimately positive, was the development of local support to allocate local

funds (hard money) for increased public health staffing.

In two additional counties, officials expressed substantial concern that,

given the vagaries of the federal grant cycle, including as one official put it, the

“flavor-of-the-month” approach to funding by federal granting agencies (Local

official #5), it remained unclear as to whether the very staff hired for dual-use

preparedness purposes would have a job in two years time.  One senior

preparedness official, whose anonymity must be protected here, stated that the

position s/he held (essentially a county preparedness coordinator), was slated
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for elimination barring receipt either of supplementary funds or hard money

from the county (Local official #7).

Public Health Infrastructure

A second component of the dual-use rationale in public health

organization and practice refers to specific elements of departments’ public

health infrastructure.  Four elements were elucidated from the data.  These

include: (1) staffing, (2) training, (3) laboratory capacity, and (4) risk

communication.

Staffing

Four out of five counties reported modest net increases in public health

staffing between 2002 and 2005, with some fluctuation in any given year.  This

was independently verified in two of these cases.  This is a notable finding

inasmuch as national trends suggest that public health staffing is in danger of

losing personnel at a precipitous rate (ASTHO 2004), despite efforts to scale up

public health preparedness infrastructure, including staffing.

Senior officials in these counties attributed these increases to a general

interest at local, state and national levels to pay greater attention to local public

health needs; only in some cases did these officials indicate that federal

bioterrorism preparedness monies, channeled through the state, had led to

tangible staff increases.  Only three counties reported that additional staff had

been or would be employed in a dual-use capacity.  Two examples, cited by all of
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the larger or urban/rural county public health officials, included the hiring of

epidemiologists for the purposes of supplementing disease surveillance and

tracking activities, and the hiring of additional laboratory personnel to manage

both everyday county public health needs as well as public health crises of

various sorts.

The hiring of additional epidemiologists in these counties provides a

window onto how senior officials differ in their understanding of the meaning of

dual-use.  Their differing interpretations of the concept help to explain, at least at

some level, how the term has come to be contentious in some quarters.  In one

county, for example, a senior official made the following remarks in this

exchange with me during our first interview:

Interviewer: My understanding is that some of this BT [bioterrorism]
money is going to go for things like staff and lab capacity.  Have you been
able to use some of these funds?

Local official #2: Yeah, actually.  I know our disease surveillance section
has hired some epi folks [epidemiologists] in the last few years.  One
recently, actually, but maybe that was just a replacement.  Anyway, yeah.

Interviewer: And do those epi folks work on BT and naturally-occurring
disease?

Local official #2: They do.  But when I say that I mean… I mean you can’t
track diseases that don’t exist, right?  So it’s not like there’s someone in an
office waiting for smallpox to appear.  So when you say ‘Are they
working on both’ and I say ‘yeah’, I mean that they are basically working
on emerging infections and outbreaks in this county...  So we had some
meningitis in the last year that we were following very closely, and we
were concerned, and of course we would follow that pretty closely
anyway, but I think with our new hire we’re able to follow things more
closely than we might have been able to do otherwise.

Interviewer: Um, and so…
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Local official #2: But I mean meningitis we have every year… But, ahh, but
with that disease, it’s not like we see cases of bacterial meningitis every
day, so when it pops up we need to be careful and vigilant.  But, um, so
what I wanted to say was that we also have STDs – sexually transmitted
diseases – of all kinds, and I mean this county is pretty large, and there’s
a lot of activity, and I mean… So for me, I mean, the additional
epidemiological help as far as I’m concerned really needs to go towards
those things that we are seeing every day.

In this instance the respondent clearly intends that additional epidemiologists

brought in to the department with federal funds should focus their work on

existing local level concerns routinely affecting the county.  For this official, dual-

use personnel are seen as supplemental personnel, to be used to plug holes in

staffing and address unmet extant departmental demands.

In contradistinction to this view, other officials focused on the hiring of

additional epidemiologists for the purpose of working on new problems in

addition to existing demands.  As one official noted, “I fully expect that the

additional staffing we’ve got [sic] will allow us to put in place mechanisms and

procedures for things like avian flu, and so...  and, I mean I already feel

somewhat confident about our ability to track things like smallpox, which

clinicians in our county have been trained to detect and report, I think the added

help will expand our capabilities in these areas” (Local official #1).

In some county public health departments, officials have taken a broad

approach in defining that which can and cannot be applied to both everyday and

exceptional public health needs.  Several counties reported that staff hired on

federal pass-through bioterrorism preparedness funds – in other words, soft

money – had to “get creative” (Local official #5) in order to write job descriptions
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and responsibilities that would meet both federal grant requirements and local

needs.  A few counties also reported that with the enactment of the Smallpox

Vaccination Program in 2003, the push towards dual-use public health in local

departments was impeded in many instances by a diversion of funds towards that

program’s early implementation.

More precisely, although staff normally tasked with everyday public

health activities were called upon to carry out the SVP – thereby creating a dual-

use context in principle – the end result in some counties was that everyday tasks

got put on hold, thereby precluding the effective implementation of this

ostensibly dual-use program.  This finding also suggests a double edge to dual-

use: while public health staff and the organization as a whole will in fact acquire

preparedness-related skills in carrying out a preparedness program (like the

SVP), the flipside is that skill acquisition might occur at the expense of routine

public health activities.  Rather than dual-use being built out from within public

health, a more accurate, yet troubling characterization would be to say that

elements of dual-use public health activities are actually layered on top of

routine work and responsibilities – a finding which challenges the very rationale

of dual-use itself.

An additional finding refers to concerns about staff reliability in the face

of unknown contingencies.  Specifically, several officials indicated that, even

given increases in current and projected public health staffing levels (for

preparedness-related activities), and given the assignment of preparedness-
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related responsibilities to “regular” (i.e., non-preparedness) staff, it remained

unclear to them if staff would carry out their assignments – or for that matter,

even report to work – in the event of a massive infectious disease outbreak.  One

official illustrated the problem in the following way: “... [T]he tough part is in

realizing that all the plans that we put forward are only as good as their

execution.  And the people who I count on to execute them [will have] their own

concerns [during a massive disease outbreak.]  So a lot of this is just doing the

best we can, and realizing that if and when that time comes, we’re going to have

to put out a lot of fires on the home front before we can put out fires in the

community” (Local official #7).  Although other study participants either did not

explicitly mention this concern, or were disinclined to agree with this possibility,

the issue of whether public health agencies will be sufficiently staffed in times of

extreme crisis must certainly be considered more systematically in future

preparedness efforts.

Finally, the data suggest that in some respects staffing for public health

preparedness must be understood as distinct from staffing for disaster response.

This is best illustrated by referring to the concerns of one county preparedness

coordinator – concerns which were reiterated in one other county as well.  An

extended quote, abridged for clarity, reveals the most salient issues under review

here.  When asked about whether new forms of organization were being put into

place to meet the needs of public health preparedness, this official responded as

follows:
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Local official #3: Well, I’ve got four [personnel] in my unit, but I’m
coordinating probably thirty.  [In the event of a public health crisis,] I
have nine registered dieticians and twenty aides.  If we have an outbreak
or a disaster, the people are going to be disaster service workers.  But
where can we best use them?  And how do we prepare them to do that?
And how do we have them integrate in with, let’s say, the TB staff?  We
had an all public health staff meeting, [a few hundred people were there.]
We had a 45-minute section on emergency preparedness and what does it
mean to you as an individual within this department.  [In one scenario I
gave them, I assigned responsibilities to whole groups of employees.]
‘Nurses, doctors, medical assistants, stand up.  You’re going to be
assigned medical oversight.  All clerks stand up.  You’re going to be
doing enrollment and tracking.  All people working in finance, you’re
going to be our records people, and doing logistics.  Everybody else stand
up: you’re going to be working in food service! All health educators and
social workers, you’re going to be working mental health.

The official quoted here made these remarks in the context of a larger discussion

describing the difficulties involved in staffing for public health emergencies.  As

the quote suggests, the very same personnel who work in an “everyday” public

health capacity – dieticians, aides, clerks, etc. – will be the same ones drawn

upon to carry out (additional) duties should a massive public health crisis

materialize.  At some level, this is of course an instance of the dual-use rationale

in practice.  Yet while this may meet bureaucratic, regulatory (or, for that matter,

statutory) requirements for how personnel should be employed in a dual-use

capacity, it is questionable whether such steps adhere to a dual-use logic.

According to such a logic, all the assorted elements of public health preparedness

are not only labeled (pre-event) as resources to be drawn upon post-event, but their

actual duties and work are, on a routine basis, incorporated into the agency’s

(pre-event) planning and preparedness efforts.
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Training

Another component of public health infrastructure refers to the training of

public health staff.  Across the board, there was a general sense in all counties

that, at least to some extent, this orientation led to some degree of effective staff

training in naturally-occurring and bioterrorism-related public health

emergencies.  All five county health departments acknowledged that some kind

of training had been implemented to address a range of new and emerging

biological threats.

The type and degree of training across these counties varied, sometimes

substantially.  Much training was accomplished through the utilization of federal

and state resources and programs established for this purpose.  Several public

health officials noted that guidance from the CDC on various elements of public

health preparedness had been central to their respective agency’s training efforts.

These officials noted that local level expertise addressing, for example, Category

A biological pathogens (e.g., smallpox, anthrax, etc.) was virtually non-existent

prior to the release of CDC (and other) publications, videos, and webcast

trainings.  One official, for example, responded in a telephone interview that

“neither we nor [the surrounding counties] had all that much capacity or know-

how, in terms of bioterrorism agents, prior to 9.11” (Local official #1).  These

same officials indicated that although early publications and training materials

seemed oriented more towards bioterrorist threats specifically, in recent years
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the push to prepare for pandemic influenza and other naturally-occurring

diseases has “rounded out” training for large-scale disease outbreaks.

Officials in several counties also noted that yearly state-wide exercises had

contributed substantially in the training of staff across an array of state and local

agencies.  One of the most consistent findings in this research reflects the view

(by virtually all senior officials interviewed) that public health had been

effectively incorporated – at least preliminarily – into a larger emergency

management/disaster preparedness framework.  The example these officials

cited most often was the use of the Incident Command System (ICS), which

refers to a framework developed by disaster management specialists several

decades ago to organize all of the disparate elements of a response apparatus

into a coherent, yet flexible “organization.”107

It is beyond the scope of this report to provide a detailed review of ICS.

Suffice it to say here that, to a person, county health directors, their immediate

subordinates, and public health/bioterrorism preparedness chiefs all reported

substantial familiarity with the ICS, and reported by way of anecdotal evidence

that traditional disaster response agencies had increasingly come to see public

health as an “equal partner” for the entire spectrum of potential catastrophic

events.  Although preparedness has typically not been conceptualized or

                                                  

107 The ICS is generally understood as a framework adhered to by all participating public and
private organizations that may be tasked with emergency response responsibilities, which lays
out precise chains of command (across department boundaries), and can be scaled up or down
according to the size of the incident in question.  Through the ICS, public health officials and
organizations are assigned functional tasks, which fit within a larger schema of functional
responsibilities assigned to an assortment of agencies (Bigley and Roberts 2001; Buck et al. 2006).
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measured according to the degree to which public health representatives have

been “accepted into” a larger disaster preparedness/emergency management

apparatus, the findings from this study suggest that much of what constitutes

public health preparedness relates quite strongly to these kinds of intangibles.

An important, related finding here is that public health staff, by

participating in yearly exercises and state and local tabletops, have become

increasingly familiar with the tenets of coordinated, multi-agency response for a

range of potentially catastrophic events.  Several officials noted, for example, that

pandemic influenza tabletop exercises had worked to “iron out some glaring

deficiencies” (Local official #3) in disaster planning according to one senior

preparedness official, as well as “reveal how a focus on all-hazards preparedness

can actually be put into practice in a way that is... meaningful...” according to

another (Local official #4).

On a slightly different note, other officials pointed to recent (seasonal)

influenza vaccine shortages as providing an opportunity for their staffs to learn –

in other words, train – how to handle real-life crises and potential crises similar

to those that might be experienced on the heels of more severe massive infectious

disease outbreaks.  In these and other instances, officials indicated that specific

public health and emergency management capacities such as vaccine and

medication stockpile management, hospital surge capacity and quite
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importantly, risk communication (both with the public-at-large and with

ancillary public health staff), were all “improved” or “enhanced.”108

Interviews with officials, as well as observations of some exercises,

revealed several additional themes related to preparedness training.  First,

officials in three public health agencies indicated that the training of staff – either

new hires or already-employed personnel – and the concomitant development of

bioterrorism and public health preparedness programs, was in some sense a

precarious endeavor by virtue of the inexperience and unfamiliarity at the

organizational and institutional levels with the problems – let alone possible

solutions – posed by biological weapons, bioterrorism agents, and (although to a

lesser extent) emerging, naturally-occurring infectious diseases.  Specifically,

these officials reported that training efforts were hampered by the lack of either

direct experience with catastrophic public health crises (let alone specific BT

agents) or the establishment of best practices, especially at the local level.  One

official, for example, likened difficulties associated with training a new cadre of
                                                  

108 Although of note, officials expressed almost uniform puzzlement, and not a small degree of
frustration, related to the issue of surge capacity.  In part these concerns revolved around the
organizational and structural separation of hospitals (the envisioned space for the take-up, or
surge, in patients resulting from a massive health emergency) from the apparatus of public health,
and the near perpetual state of hospitals running at full capacity (i.e., occupancy of patient beds).
One official (Local official #4), for example, remarked that “there’s some wiggle room if we need
to fill a hundred, maybe a hundred fifty beds relatively quickly,” going on to point out that a
more burdensome surge would create “nightmare problems” for the county in question and, of
course, for hospitals.  An official in a different county commented on the difficulty in establishing
a clear line of authority between hospitals and the county public health department, qualifying
the statement by noting that hospitals and public health agencies “are in business for different
reasons” (Local official #5). Obviously, this official is pointing to a central tension between the
needs of the state (to ensure population-level health and security) and those of (typically) private
entities (required to operate in a “rational” and “efficient” manner).  Whereas the former relies on
the latter for many healthcare needs, its reliance on the former for large amounts of additional
beds and additional capacity violate the latter’s need to maintain streamlined, efficient
operations.
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preparedness officials to “building a car going down the freeway” (Local official

#6).

Officials in several counties also pointed to the SVP as a case in which

smallpox and smallpox vaccine had required that personnel receive intensive

training, but only typically as a kind of “one-off” educational effort – and in

some cases a quite sparsely attended one (Local official #5).  This finding reflects

a more pervasive pattern of activity in which training programs for certain

categories of large-scale public health crises were instituted without the benefit

of a mechanism ensuring further implementation – for example, to train new

hires – in subsequent months and years.  In conversation with public health

officials on this topic, three factors emerged which contributed to this outcome,

including (1) a relative lack of organizational capacity to carry out sustained

smallpox vaccination (or other BT) preparedness training; (2) rather little interest

in doing so, especially with respect to smallpox vaccination; and (3) a belief that

federal, and consequently state, funding and attention in certain BT

preparedness areas would shift to other areas in the future.

The data indicate that local public health officials have found it

challenging to staff and train for preparedness-related activities precisely

because guidance on preparedness has changed, sometimes quite often.  Officials

in several counties and at the federal level, for example, noted that

implementation of the Smallpox Vaccination Program was hampered in part by

continually changing parameters of, and definitions for, preparedness.  This
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finding jibes with the conclusions laid out by the Institute of Medicine in its

examination of SVP implementation (IOM 2005).  Although there were minor

disagreements amongst these participants regarding certain details, there was

general agreement that early efforts to define the parameters of preparedness

presented too much of a “moving target” for local officials to effectively

implement the program.  An oft repeated example by respondents –

corroborated by evidence presented in the previous chapter – included a

perceived shift in the orientation of the SVP.  Although officials’ usage of the

terms was not entirely consistent, the general concern they aired reflected

puzzlement about whether the SVP was meant to be a smallpox-specific

program, or whether it was to fit within a larger strategy of bioterrorism

preparedness.  As officials noted a shift in the type of preparedness being

articulated by federal officials, this necessitated re-thinking through strategies to

implement the program appropriately, all while keeping a focus on newly

detailed, or in some cases implied dual-use requirements.

Laboratory capacity and risk communication

Owing to substantially less emphasis by respondents, the final two

elements of local public health infrastructure with dual-use capacity are only

briefly summarized here.  These include issues relating to laboratory capacity

and to risk communication.  Data with respect to laboratory capacity are drawn

from four, not five, counties, and refer both to “in-house” public health

laboratory capabilities as well as the activities of “sentinel” laboratories located
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in a given county’s hospitals and commercial labs.  All four county public health

agencies indicated that laboratory capacity in their respective counties had been

improved, in some cases substantially, in recent years.  All attributed these

improvements to the distribution of federal bioterrorism and public health

preparedness funds, although officials in a few counties pointed out that some

degree of improvement had already been attained prior to 2001, particularly with

respect to involvement with CDC’s Laboratory Response Network.

Improvements in laboratory capacity across the counties have generally

entailed three or more of the following: (1) increased staffing of technicians and

laboratorians; (2) additional training on the handling, processing and recognition

of select biological pathogens; (3) diagnostic testing improvements; (4) physical

plant and equipment purchases, upgrades and improvements; and (5) safety and

security improvements.  Health officials in most counties indicated that, at a

general (but tangible) level, these improvements were consonant with an

emphasis on dual-use in public health.  Some noted, for example, that special

handling procedures had been established for several sets of dangerous

pathogens, and that such procedures had substantial applicability across a range

of threats.109  In two counties, officials made explicit mention that recent federal

(and state) efforts geared towards pandemic influenza had translated into the

establishment of early protocols for such an event.  Two other counties noted that

work was currently in progress to achieve this goal.

                                                  

109 Although, to be clear, county-level labs are generally not equipped to handle the most
dangerous organisms in any kind of systematic way.
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In the area of risk communication, there was substantial variation in the

scope and extent of county-wide activities.  The larger counties in this study

reported substantially more difficulty than smaller counties in establishing or

upgrading risk communication programs in the face of an array of public health

threats.  Two counties, for example, noted that shifting emphases on which

threats to concern oneself with led to difficulties in building out a consistent

program of communication.  Officials in both these counties cited the examples

of West Nile Virus, anthrax, smallpox, SARS, monkeypox and avian flu as

instances in which, although ostensibly fitting within an emergent dual-use

framework, it became difficult to craft a consistent message both to the public-at-

large and to healthcare providers concerned about their own safety and well-

being.  Take, for example, the following statement.

Local official #7: Well I’m not convinced that for all those things we’re
going to be putting the same kind of information out there.  I mean if you
look at avian flu, that’s con... that’s pretty highly contagious.  But anthrax
isn’t.  West Nile is carried by mosquitoes.  So at one level it isn’t really
clear to me that these diseases will require the same precautions
necessarily...

Interviewer:  Okay, but you’ll be posting... you’ll be... How should I put
this?  So whether it’s avian flu or anthrax or West Nile, you’re still going
to have... you’ve still got a person or some people who know to go out
there in the community to the right places and say, ‘Hey, we think we’re
tracking this thing, so we need to get the word out...’

Local official #7:  That’s right.  Yeah, that basic protocol is in place.

Officials across counties have utilized an array of outlets to disseminate

information to various publics.  Smaller counties have tended to resort to “low-

tech” solutions to the problems posed by communicating with the public in the
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context of public health preparedness.  For example, an official in one of the rural

counties indicated that a great deal of information gets passed to the public

through the printing and distribution of flyers and posters (in English and

Spanish) for distribution to county and municipal agencies, and at “key

locations” throughout the county where county residents and workers

congregate and flyer visibility is high.  The health director of another county

revealed that the public health agency there posted public health announcements

in that area’s main (once-weekly) newspaper (Local official #1).  A recent

exercise in which a mass vaccination clinic was set up as part of a countywide

bioterrorism scenario was advertised to the public as such through the print

media, with the added benefit of operating as a seasonal flu vaccine clinic.

According to the official in charge of the exercise, it met with great success, with

nearly two hundred members of the public receiving flu vaccine while effectively

role-playing as members of a public just involved in a bioterrorist incident.

The three larger counties in this study have instituted a variety of

measures to communicate with the public before, during and after a public

health crisis.  All counties disseminate information about public health

preparedness (although it may be called something different) on various county

websites.  These websites provide information on a range of biological threats,

from West Nile Virus to smallpox to seasonal and pandemic flu; moreover all

provide some degree of information – or list links to other websites – to the

public regarding the steps it can take to lessen the risk of exposure to various
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pathogens, prepare for untoward events, and appropriate actions to take during

a crisis.  Moreover, officials in these counties report having capacity to institute a

high-volume telephone hotline in the event of a public health emergency.  All

have similarly indicated that their counties have had prior experience in setting

up hotlines (e.g., for West Nile Virus), although they readily conceded that the

size and scale of these previous experiences would likely be exceeded in the

event of a bioterrorist incident or pandemic flu outbreak.

Finally, county officials have reported having the ability to communicate

about public health preparedness via various media outlets, including print and

television media, and through radio broadcasting.  Yet as one official

commented, the relationship between public health and the media is, in effect,

episodic, which runs counter to the demands of preparedness.  “It

[preparedness] is about getting resources and plans and information in place

before something happens.  The media is happy to cover us if there is something

newsworthy out there, and I’d say that in my experience they have been really

quite helpful.  But I won’t be fielding calls from reporters on a daily basis just to

ask me if I’ve got any messages for John Q. Public, and they won’t be attending

daily press conferences where we keep saying ‘here’s how communities need to

be prepared’” (Local official #2, emphasis added).

The SVP presented counties with a variety of challenges related to risk

communication.  Although all counties immunized both public health workers

and healthcare providers, the effectiveness of information dissemination
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strategies to these populations varied.  Various facets of risk communication

were reported, including (1) communicating (internally) to public health staff

about the need to vaccinate volunteers, (2) communicating risks associated with

smallpox vaccine, (3) communicating details of program implementation,

including where and how to receive vaccine, who is eligible, who should not

receive vaccine, and information related to surveillance, follow-up and adverse

events, and (4) communicating where and when appropriate to various other

populations and members of the public about the availability and risks of

smallpox vaccine.

Several officials reported challenges in one or several of these areas, often

attributing problems in implementation to problems emanating at the federal

and state levels, including issues around funding, liability, worker’s

compensation, the “lack of a credible threat,” the perception of continually

changing guidelines, and in some cases, problems with vaccine supply and

distribution.  Officials generally took the position that had these issues been

addressed in the early stages of the SVP, communication along the lines

mentioned would have proceeded more smoothly.

It is not clear from these officials’ statements, however, how this might

have occurred.  For example, several counties reported deep-seated resistance on

the part of either senior health officials or members of the healthcare community

in administering smallpox vaccine, especially in large quantities.  Some, for

example, described a decision not to actively “push” smallpox vaccine either
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within their agencies, or in their communities’ hospitals.  As one official put it,

“I’m not going to tell my nurses, most of who[m] have kids and families, to run

out and get the vaccine” (Local official #5).  Although this official understood

that with proper precautions, the risk of transmission of vaccinia virus to family

members was extremely low, his concern had as much to do with the adverse

consequences on his professional relations with staff, as with asking staff to put

themselves and their families at (admittedly low) risk.  One must therefore

understand issues of risk communication at the local level in this context.  More

specifically, most county public health agencies were able effectively to

disseminate some amount of information to various populations (healthcare

workers, public health workers and the public-at-large), and in the larger

counties especially were able to engage in dialogue with key healthcare

representatives, such as hospitals and labor unions.  Despite these efforts, in

several instances communication between these groups and, for example, county

public health agencies became tense owing to the conflicting demands made on

each group and the occasional (very) active opposition to vaccination by some.

Publics and populations

A brief historical excursus

The notion of “the public” has been the subject of rigorous philosophical,

political  and sociological analysis for several centuries, a length of time dwarfed

by the nearly two millennia in which it has operated as a fundamental “political”

principle in the ordering of social life (Bailey 2002).  Hannah Arendt’s famous
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treatment of the origins of the distinction between public and private (Arendt

1958) showed that in ancient Greece, the latter term typically characterized the

pattern of activities, relationships and “roles” (I am using the term loosely)

within the oikos, or household.  In this emergent space, entailing the family, the

home, and its domestic life and economy (Bailey 2002, p. 17), one would find in

operation that which was understood as zoë, or life itself.110  This notion, which in

some sense connotes basic “essentials” of life, such as survival, reproduction and

arguably intimate relations, is situated in opposition to bios, which describes

forms of life functioning in larger social and political contexts.  In ancient Greece,

bios emerged in a kind of public space termed the polis, and consisted in

reasoned deliberations (by the privileged class, of course) relating, generally

speaking, in the affairs and governance of the larger political collective.

As Arendt turned her attention to ancient Rome, she identified a

fundamental shift in that which constituted the public and private spheres.

Under a new form of political rule, the public came increasingly to be seen as

operating within the space (and the reach) of the absolute sovereign; bios

therefore consisted in the emergence of the political subject – that is, one who is

completely and wholly the object of the increasingly formalized techniques,

practices, and rationalities of sovereign rule.111  The private domain, in contrast,

                                                  

110 What Giorgio Agamben calls “bare life” and Nikolas Rose casts as the “vital.”  See Agamben
(1998) and Rose (2001, 2006).
111 Recall from Chapter 1 Foucault’s reformulation of this in his discussion of biopower.
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morphed into the space of individuals and, importantly, their individual (not

collective) interests.

The vast span of time between ancient Greece and Rome and emergence

of the modern period, at least within Western cultures, saw the boundaries of the

public and the private blur – in some cases drastically.  By the 1700s, new forms

and rationalities of public and private spheres of life took shape.  German

theorist Jürgen Habermas (1989), writing on the structural transformation of the

public sphere, took a different tack in understanding these developments.

Habermas, working within a critical tradition with roots in the Frankfurt School,

brought forth an unabashedly normative stance in his analysis of the emergence

of a “new” public sphere, one located in the classical Enlightenment institutions

of the educated and propertied (read: bourgeois) citizenry: the lecture halls, the

coffeehouses and the salons.  It was in these sites that, for Habermas, a

refreshingly new and progressive discourse arose.

The hallmarks of this discourse, and the foundation for (desirable) public

engagement with civic society, entailed an emphasis on the rational and the

critical.  Such concepts were of course central to the projects of Enlightenment

philosophers such as Locke and Smith.  Here too, revealing some similarity of

analysis with Arendt, Habermas located the private sphere at the level of the

family.  Yet whereas for the former writer, the private sphere was in several

respects distinct from the public – the elite ruling class(es) did not much concern

themselves with the transformation of zoë into bios – for Habermas, the desirable
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state of affairs for an ordered, civilized and essentially functional society was to

place the private domain in a functional relationship with the public.  As Bailey

notes, “the private, in Habermas’s work, is very shadowy indeed and seems,

essentially, to be the family as a place for the preparation of individuals as

rational and autonomous actors for the public sphere” (Bailey 2002, p. 19).

Although there has been a great deal of additional social theoretical work

on the public (and the public sphere), especially in the years since Habermas’s

original (1962) publication of Strukturwandel der Öffentlichkeit, the work of both

he and Arendt are sufficient for the purposes of this chapter to illustrate the

following points and problematics.

First, both authors have provided a critical relational perspective in their

writings on the public, principally by conceptually linking the public domain

with the private.  Although Arendt has been less explicit about this, I believe this

statement accurately represents her position, as it does that of Habermas.  I have

admittedly and quite intentionally presented only the most cursory of

discussions about the private sphere and private life in the preceding

paragraphs.112  The chief justification for this lies in the specific subject matter of

this dissertation, which has veered away from the manner in which the emergent

rationality of preparedness has both constituted and been constituted by a

                                                  

112 The following partial set of references covers aspects of the public and private spheres in
substantial depth: Ariès (1987-1991), Calhoun (1992, 1993), Cohen and Arato (1994), Somers
(1995a, 1995b), and Weintraub and Kumar (1997).
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shifting private sphere.  The focus, as the preceding chapters as well as the data

presented (below) show, lies firmly in the shifting terrains of the public.

This leads to the second point, which is that neither of these domains exist

to us in reality as essential, a priori constructs.  They are cultural (as well as

structural and institutional) formations through and through, and are as a

consequence only known to us through an empirical engagement with objects

that locate and constitute them in a particular time and place.  But what type of

objects are amenable to such engagement?

The answer to this question forms the third and final point to mention

from a social theoretical standpoint:  Habermas, like Luhmann in some sense

(although the two strongly disagreed on many points), took pains to focus on the

related elements of communication and language as the principal media by

which the domain of the public is constituted (Leydesdorff 2000).  Any

“effective” public sphere would have to have in place a system of

communication that could facilitate the generation of (socially desirable) rational,

critical discourse.  The goal of such an arrangement was nothing less than to

ensure effective public participation in the affairs of the state and civil society.

Therefore, to return to the question just posed, one set of objects amenable to

empirical investigation include those elements of social and political life that

facilitate communication in such a way as to constitute an effective public sphere.

In linking this point to the overall method of data analysis, namely,

second-order analysis, the task at hand is clear: locate and analyze first-order
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distinctions within both discourse and non-discursive practices that create the

conditions of possibility for the boundaries of a public sphere.  In what follow

below, I introduce a number of these elements, highlighting the principal

assumptions through which the object of the public has been constituted.

Distinguishing various publics

Data from this project indicate that officials make a number of conceptual

distinctions in understanding the public and the risks they face, distinctions

which have had important effects in practice.  One distinction divides “the

public” into two categories: the public-at-large, and the public as represented by

key individuals who, by virtue of their position in civic life, are seen to represent

blocs within the wider community.  In two counties, both relatively small, public

health officials oriented their preparedness activities around understandings of

the public as a relatively unified whole.  In these settings, preparedness planning

generally entailed an understanding of the public as rather homogenous: who

constitutes it, presumed behavioral patterns during and after a disaster, and

methods by which to effectively communicate with and aid members of the

public all tended to vary relatively little.

This finding was cogently illustrated by one senior public health official,

who characterized the county’s preparedness efforts, and the county itself, in

contrast with larger, more populous regions in the state.

Local official #1… This isn’t like San Francisco or Los Angeles… Up here
what we do is we farm.  Our county is built on farming or related
industry.  And so what you see is… and so the folks here are generally
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involved in that…  So the population stays pretty steady.  I mean we have
migrant workers, and from season to season, year-to-year, there are some
new folks arriving.  But… um, I mean we know who’s here, and we have
a pretty good grasp on what folks need [in terms of public health
services].

Although there are clearly numerous discrete communities in these smaller

counties, officials’ accounts of preparedness activities (and the publics they

serve) tended not to distinguish between community or population differences

as such.  Similarities between these counties – largely rural, largely white with

relatively sizable non-white immigrant populations, and largely working class –

coupled with relatively few preparedness resources at the county level, tended to

correlate both with officials’ conceptualizations of the public, and with

preparedness activities themselves.  One important exception here refers to non-

English speaking migrant workers and other “special populations,” which are

discussed shortly.

In contrast, officials in mid-size and larger counties engaged with and

conceptualized the public by focusing precisely on heterogeneity within and

between communities, as well as on individuals identified as key members and

leaders within these communities.  Communities were viewed in a number of

ways, and key individuals were seen to “represent” a number of different

“constituencies.”  For example, some officials focused on church and other

religious leaders as critical “points of entry” for engaging with the public in

matters related to public health crises.  One official (Local official #3) commented

that religious groups tended to be “tight knit,” which facilitated both the

dissemination of messages to these larger audiences, and the presumption that in
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such communities greater adherence to directives issued by health authorities (in

times of crisis, for example) would be observed.

Other officials confirmed the notion that social- and civic-minded groups

of engaged citizens either had or could prove useful in preparing for possible

public health crises.  One official noted, for example, that he was preparing to

give a talk to a large Rotary Club gathering on pandemic influenza, commenting

that attendees were those precisely inclined both to actively seek out and be

receptive to critical health information (Local official #5).  Taken together, these

findings suggest that conceptualizations of “the public” can be parsed along

dimensions such as (perceived) degree of social solidarity, community

orientation, and active involvement in local affairs.  They further suggest that

possible interventions in reaching out to the public might follow along two

tracks: one which capitalizes on the existence of discrete, socially engaged groups

and communities, and another which focuses on reaching out to those who fall

outside these boundaries.

Civic leaders along the lines just mentioned were only one class of persons

seen to represent the public; key individuals were also found in other spheres of

social life.  For example, in the three mid-size and larger counties included in this

study, public health and emergency management officials responsible for

preparedness and disaster mitigation have all put in place pilot projects to reach

out to key members of the business community in their respective jurisdictions.

During their interviews, these officials pointed out that they have become
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increasingly aware of the importance of engaging with the private sector by

virtue of, in one official’s words, a “slow in coming” recognition that businesses

and employers are “not only vulnerable to disasters, but should be seen [by

preparedness planners] as potential resources for employees and for the

community, [all of which can be facilitated] given the right set of incentives and

structures” (Local official #6).  Another official, making his remarks in the

aftermath of Hurricane Katrina, took up a relatively similar position, but from a

different angle.

Local official #7: ... [W]hen I think of all the things that we need to do to get
ready for something like [massive infectious disease outbreaks]... Let me
just put it this way: When we first started getting interested in
bioterrorism and the possibility that really awful bugs could get
unleashed… the big question was: ‘What can public health do about it?’
And when it... over time, I think it became pretty clear that public health,
and especially local public health was in over its head when it came to
these really awful scenarios.  So that meant moving up the ladder to the
state and the feds [for help]... But in the last year or so, my sense is even
they are saying, ‘Well, actually, we should probably be looking to draw
on other folks and other resources because we are going to have a hard
time handling a really major event’... And so, for me, the question now is:
which people, which resources, which organizations can help us in these
things?  And one answer to that question is that you look to the private
sector...

In two counties, the public health agencies have begun a dialogue with larger

companies to work out appropriate strategies for employees (such as whether to

come to work, how families would be impacted, etc.) in the event of various

public health crises.  Officials here reported that in many instances, companies

had done substantially more work in thinking through contingency plans for

disasters than had the county agencies themselves, suggesting at least in part

that the private sector has been taking recent bioterrorism and especially
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pandemic flu warnings fairly seriously.113  Although officials in both counties

expressed optimism with these early efforts, they also emphasized that present

efforts to interface with the private sector are, according to one, “only just the tip

of the iceberg” (Local official #5).

What are some of the resistances and institutional and structural barriers

to further interfacing efforts?  In many respects resistances lie in the economics of

preparedness, and in the work on the part of public health officials to “sell”

businesses on the very idea.  For example, officials expressed underlying

concerns about the willingness of companies to expend significant resources

either for preparedness-related activities (in a pre-event phase), or to absorb the

costs associated with response and recovery efforts, broadly speaking, in a post-

event phase.

Local official #3: How do I explain to the CEO or VP [of any given larger
company] that their employees should have disaster readiness kits,
disaster awareness days, get flu shots, have plans in place, have call-
down lists, have training, and institute a kind of change in the
organizational culture so that [every employee] does not immediately do
stupid things, like go to work during a massive flu outbreak – all while
asking them to foot the tab?  I mean, some [companies] do, but they’re in
the minority.  I can’t just say, ‘trust me, this is good for you.’  The
business culture is not interested in what’s good for them from a public
health point of view unless it can be shown not to have negative
consequences on the balance sheet.

This official’s comments highlight an important tension.  The statement above

suggests a view of business as operating outside a context in which it takes on

social and societal responsibilities (in the present) for untoward future events,

                                                  

113 See, for example, Skelton (2006) for an interesting discussion on preparedness planning in the
business community.
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such as large-scale public health crises.  A crucial oppositional distinction is

maintained: business, and perhaps the private sector more generally, is

concerned with conducting its work according to neo-liberal and capitalist

rationalities – that is, functioning without government “interference” into its

affairs, and according to the demand for profit (in which preparedness efforts are

seen as producing little return on investment).

For public health officials engaged in preparedness efforts, maintaining

traditional boundaries between the public and the private in this way can only

ever lead to viewing the business community – or indeed even business

“culture” – as a kind of object bracketed off from the public domain.  This is

consonant with the statement made by Local official #7, above, that the private

sector is seen as a resource – and only a potential one at that.

Other officials explicitly emphasized the need to engage with the public

through established NGOs and other service providers, such as the Red Cross, in

order to reach out to disenfranchised members of the community.  An analysis of

these data suggests that in these instances, certain subsets of the public were seen

to be both “represented” by, and accessible through, these agencies owing to the

fact that the needs of individuals in these groups were often articulated and met

by these groups.  In addition to this, organizations like the Red Cross were seen

to possess both necessary disaster-related expertise, and quite crucial to

preparedness-efforts, an organizational infrastructure already in place with the

capacity to respond at least to smaller disasters.  Although data from larger
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counties is sparse with respect to Red Cross and other NGO involvement, an

official from one of the smaller, rural counties reported substantial engagement,

bordering on reliance, with the Red Cross for disaster assistance and disaster

registry work.

A second theme to emerge from the interview data reveals another

distinction relating to the public.  Although there has been a modest emphasis in

recent years to incorporate the needs of “special” or “vulnerable” populations

into public health planning, few studies have examined if and how local public

health agencies conceptualize which individuals may have such needs (Glass

and Schoch-Spana 2002).  All five counties included in this study confirmed that

special or vulnerable populations were explicitly being incorporated into

preparedness planning efforts.  There was, however, substantial variation both in

identifying these populations and in how these populations came to be identified

as such.

For complex social, cultural, political and economic reasons, larger

counties tended to consist of more diverse, heterogeneous populations along a

number of the following lines: age, race & ethnicity, housing status, ability-status

and English-speaking status.  Although it is generally understood that in many

instances these dimensions are markers of both cultural difference and social

inequality, it is also the case that certain groupings are at greater risk for a variety

of adverse health outcomes during a public health crisis (Eldar 1992; Fothergill et

al. 1999; Fothergill and Peek 2004; Marsella and Christopher 2004; Laska and
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Morrow 2006).  Accordingly, while existing in all counties, special and

vulnerable populations tended to be the focus of more intensive preparedness

efforts in larger jurisdictions.

This finding was coupled to a related observation, namely, that despite

the existence of heterogeneous groupings within these counties along the

dimensions just indicated, public health agencies were nevertheless actively

involved in the “construction” of special and vulnerable populations for

planning purposes.  Several counties, for example, identified children and the

elderly, the disabled and infirm, immunocompromised individuals and non-

English speakers as requiring special needs before, during and after times of

emergency, yet came to identify these groups and their needs in different ways.

For some officials, special populations were given and rather obvious; that

is, preparedness efforts started from the assumption that any number of these

constituted the vulnerable groups on which to focus.  When asked how they

knew which groups were particularly at-risk, responses varied substantially.

Some officials indicated that their personal experiences in the area of public

health led them to understand that subpopulations vulnerable to adverse health

outcomes (including issues of access, utilization and quality) would likely be

predisposed to (similar) risks, perhaps amplified, during times of crisis.  One

official, for example, cited nursing home residents as “at risk for everything”

(Local official #6), remarking that this observation would certainly not change in

an emergency.  Several others reflected on prior experiences during natural
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disasters, to which California is especially prone, commenting on problems

encountered during, for example, the Northridge and Loma Prieta earthquakes,

several conflagrations, and multiple incidents of severe flooding.  As one official

noted, “Getting old people and isolated individuals the information and help

they need is a problem no matter what the emergency…” (Local official #5).

Despite the convincing assertions of these officials, few were able to

provide detailed accounts of the specific risks facing members in any given group

in times of crisis, suggesting that efforts to identify in a rigorous and systematic

manner the processes by which vulnerable groups are in fact vulnerable, and in

what ways, is called for.  Vulnerability, and concrete conceptualizations of who is

vulnerable, and especially how, remained largely vague and unexamined.

Notable exceptions, evidenced only occasionally in this study, were as

follows:  Officials in three counties commented on the identification of the special

needs of non-English speakers, which entailed not only language-appropriate

information for these individuals, but culturally and politically sensitive

approaches in reaching out to hard-to-locate individuals with questionable

immigration status.  An additional exception, also mentioned by officials in two

counties, referred to ways in which young children, school students and daycare

attendees were particularly vulnerable to certain disease outbreaks by virtue of

the setting and social interactions to which they were daily exposed (close

proximity and daily physical contact coupled with non-mature immune

systems).  As Local official #4 pointed out, “… the obvious examples are colds
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and flus: when a kid gets a cold in daycare, everyone gets it.  Now ratchet that up

to some of the more harmful viruses and suddenly a big chunk of the population

is in trouble.”

Finally, officials at the federal and state levels cited the Smallpox

Vaccination Program as an instance where a good amount of data had been

gathered on complications presented by (non-vaccinated) immunocompromised

individuals, including for example transplant patients, those receiving multiple-

course chemotherapy for malignant neoplasms, and persons infected with HIV

(CDC official #3).  These officials were able to articulate quite clearly specific

mechanisms by which immunocompromised individuals were at increased risk

of adverse health outcomes should they be administered vaccine.  All officials

commenting on this aspect of the SVP and smallpox vaccination more generally

were firm in their belief that only a confirmed outbreak of disease (i.e., in a post-

event context, not in a pre-emptive pre-event situation) should warrant

consideration of the administration of vaccine to these individuals, suggesting

that exposing such individuals to medical interventions and prophylaxis in a

pre-event context (whatever the agent in question) has been and will remain

problematic.

Public health officials came to identify special populations in different

ways as well.  For some, the very issue of special populations was problematic in

the sense that it was not obvious who was vulnerable, to what, and under what

circumstances.  One county contracted with the University of California to
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conduct a study of precisely this question.  The county official in charge of the

project indicated that “it is utterly impossible to do this [job] without first having

a sense of who it is I need to focus on – and in the case of [vulnerable groups] the

best way to go about it is to conduct a validated study by an institution with

clout to say, ‘these folks here need your help, and those folks there were never

even on your radar screen, but they should be’” (Local official #6).

The results of the study identified nearly two dozen vulnerable

populations, including all of those mentioned above, but also a disparate mix of

individuals with their own specialized needs, such as pet and livestock owners,

tourists, pregnant women, individuals in ICUs (presenting a variety of deeply

penetrating ethical issues) and individuals with narrowly defined disabilities or

other medical conditions not generally included in standard definitions of special

populations.  Although this official noted that it would be ideal to have separate

(but coordinated) plans to deal with members of every vulnerable population, it

was clear that present fiscal and organizational demands precluded achieving

this goal in the near term.  Nevertheless, the official noted, having this

information available provided a kind of roadmap towards which future efforts

could be directed.

A further distinction was noted in examining data related to the public.

Despite a plethora of empirical studies demonstrating otherwise, public health

and emergency management officials in this study still tended to presume that

members-at-large in their communities will display ignorance and panic in a
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massive public health emergency.  Especially in the larger counties, officials

understood the public-at-large in their jurisdictions as predominantly incapable

of handling the contingencies of particularly massive public health crises in a

calm, orderly fashion; generally their narratives were inflected with a sense of

inevitable social disruption and panic.  The following examples illustrate this

point in several different ways.

Local official #6, emphasis added:  [How about a scenario in which] one
hundred thousand people are on the highway, looking to get the hell out
of Dodge?  I mean the issue of public order and public safety is enormous.

Local official #5: … A pandemic will not discriminate among victims.  And
the big thing that it will do is it’ll shut [this county] down.  Even with the
best risk communication, some people will go to work, others will try to
load up on food.  Some people will leave, others will stay.  Who’s going
to run the businesses?  What if we have to isolate people, or quarantine
[others?]  If it’s really bad, I think you might see people who are going to
do really bad things…

Consequently, preparedness efforts related to risk communication, for example,

were (as previously noted) complicated by the presumption that the public being

given information would verge on disarray and lack any capacity to comply with

the directives of authorities.  Although this point was not pursued in-depth in

this study, these findings diverge with scholarly opinion on the behavior of the

public during periods of disaster (cf. Stallings 1997; Clarke 2003; Perry 2003;

Schoch-Spana et al. 2006), suggesting that additional attention be paid to this

topic.
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Public participation in preparedness efforts

One of this study’s areas of inquiry refers to the ways in which the public

has been incorporated into preparedness planning efforts at the local level.  This

process is of considerable importance given calls in recent years to view the

public as an entity that can and should be actively invested in disaster

preparedness activities, and whose insights and feedback can prove valuable in a)

generating robust data both before and after large-scale disasters have occurred,

and b) developing effective programs and interventions tailored to the needs of

local communities (Glass and Schoch-Spana 2002; Schoch-Spana et al. 2006;

Schoch-Spana et al. 2007).  An additional element describes the importance of

public involvement in preparedness planning as a way to more effectively foster

public participation in political processes and other processes of civic

governance.

Data from this study revealed a wide degree of variation in the frequency

and scope of public involvement, as measured by officials’ responses to

interview questions on this topic, as well as observations of preparedness-related

activities such as municipal disaster readiness exercises.  Not surprisingly, public

involvement in preparedness planning was less frequently reported or observed

in the two smaller, more rural counties participating in this study.  Although

officials occasionally did undertake outreach and educational efforts which had

preparedness components to them (e.g., related to West Nile Virus), very little

was undertaken by way of active solicitation of feedback by the public on topics
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related to public health preparedness.  Once again, population sparsity coupled

with relatively scarce public health resources shaped officials’ decisions not to

engage in these kinds of activities.  As one official put it, “we have [very few]

residents per square mile, so dedicating resources to public involvement on those

kinds of things [public participation in preparedness efforts] has to take a back

seat to the things we’re dealing with on a daily basis…” (Local official #1).

Although officials did actively solicit the input of select members of the public,

namely, in the medical and healthcare communities, efforts to establish linkages

with the wider public in this context were not apparent.

In contradistinction with this finding, larger counties exhibited relatively

greater participation on the part of the public in public health preparedness

planning efforts, although in absolute (albeit qualitative) terms, the frequency

and extent of this participation has not been large.  Participation has taken a

number of forms.  As discussed earlier, a number of officials have begun putting

together active outreach agendas, making time to meet with key constituents,

organizations and in some cases, businesses, in various communities both to

provide information, but also to solicit it.  In the context of public health

preparedness, the preponderance of effort has been oriented unquestionably

towards pandemic flu in the last two years, although the implementation of the

SVP provided counties with ample opportunity to hear from their residents –

typically healthcare workers, and typically quite vocal – about their opinions

regarding smallpox vaccine.  In any event, several officials have used their
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speaking and outreach activities as opportunities to invite community leaders

and members of the public to provide input and voice concerns.

Other forms of participation were also in evidence.  With the

(re)appearance of smallpox as a threat, and increasing attention paid to

pandemic influenza, the last several years have seen the emergence of an

increase in the number of state and countywide exercises involving larger and

larger numbers of the public-at-large.  In one county, for example, a mock

smallpox vaccination clinic attracted several hundred participants, providing not

only healthcare workers and public health staff with valuable hands-on training

with live “patients,” but an opportunity for participants from the community to

receive important information and instruction related to public health

preparedness.  In another county, the public health director reported that a mass

vaccination clinic exercise implemented with bioterrorism preparedness funds

had been used as an opportunity to vaccinate members of the community with

influenza vaccine, thereby demonstrating a solid fulfillment of the promise of

dual-use.  Such instances involving the public were, however, only infrequently

observed or reported across counties.

 Concluding remarks and first-order interventions

The findings from this research suggest several points for discussion, and

pave the way for a set of first-order interventions in the form of specific policy

recommendations related to local level public health preparedness efforts.  First,

it is undoubtedly the case that efforts oriented towards preparedness – whether
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of the bioterrorism or public health variant – have been substantially ramped up

in the last five years (Bashir et al. 2004; Schuler 2005).  Officials in all counties

made explicit mention, despite acknowledging a host of problems and

drawbacks, of their belief that their counties had achieved substantially greater

preparedness for public health crises involving infectious diseases in this time.

This chapter attempted to track some of the ways in which preparedness has

been put into practice in these jurisdictions by examining two aspects of

preparedness that have received relatively little attention in the scholarly

literature: elements of the dual-use rationale and conceptualizations of, and

interfacings with, the public.

A major finding of this chapter is that the dual-use rationale has only been

modestly successful in guiding public health preparedness organization and

practice, whether in the context of broad preparedness efforts or the SVP.  This

jibes with the relatively few evaluative studies that have looked into this issue

(TFAH 2003; Bashir et al. 2004; Clements and Evans 2004; Cohen et al. 2004;

Gazmararian et al. 2005; TFAH 2005).  In most counties, officials have

successfully incorporated one or another – or several – specific programs and

practices that can be applied to the range of biological threats.  Examples cited in

this report have included syndromic surveillance and similar programs and

technologies, as well as the expansion and improvements in several elements of

local public health infrastructure.
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However, the data also suggest that implementation of these dual-use

programs has not been satisfactorily integrated into existing public health

programs (by definition, a rationale for dual-use); rather, a number of these

programs, or the support and, broadly construed, the infrastructure necessary to

sustain these programs has been largely layered or stacked on top of current

public health efforts.  Moreover, these programs are still generally peripheral in

the context of the broader organization of public health.  In part, this may be seen

as a product of decades of scarce public health funding at local levels, which has

left county agencies with a legacy of extreme workloads and understaffing,

coupled to the demands of categorical, or “siloed” (Local official #6) programs

and funding.  In all of this, public health preparedness efforts, even while

bringing in new funding and resources, are being instituted within agencies

whose focus and activities continue to be largely oriented elsewhere.

One conclusion to be drawn from this is that at a very fundamental level,

the social organization of public health preparedness is currently in a state of

uncomfortable flux.  By virtue of the evidence introduced in this chapter, it

seems clear that the ostensible transition towards dual-use-oriented public health

preparedness efforts can be more accurately described as a transition towards

two tracks in public health, one of which is public health preparedness and the

other traditional public health activities.  The integration of the former into the

latter seems only nominally in evidence in the California counties included in

this study.  Such a finding has more than nominal resonances with other studies
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which have examined public health, especially in California, and especially with

respect to public health preparedness (Lurie et al. 2004; Lurie et al. 2006).

One recommendation would therefore be that future public health

preparedness efforts incorporate an orientation towards deep integration.  This

term describes efforts aimed not only at making the mission and rationale of

public health preparedness visible, but that local public health agencies

undertake to re-think and reconfigure their very organization such that

preparedness efforts are more fully integrated into the structures and institutions

of local public health, rather than as additional elements of it.

Related to this are issues of both sustainability and contingency, which have

come up in several contexts in this chapter.  Most notably, public health agencies

have found it difficult to generate a critical mass of preparedness-related

activities by virtue of a number of uncertainties surrounding their future

viability.  The evidence suggests that part of what hinders the effective

implementation of dual-use-oriented public health preparedness efforts are the

administrative and bureaucratic requirements of federal grants, coupled with

uncertainties in federal and indeed local support.

Although it is beyond the scope of this chapter to examine the federal

grant-making process, a judicious sociological examination must nevertheless

take relevant aspects of this into account, especially those with a direct impact on

local public health organization and practice.  In stipulating certain

requirements, and making funding contingent on meeting these requirements,
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local officials have often had to “get creative” in order to meet grant

requirements and local needs.  Moreover, by virtue of uncertainties in the grant

cycle – including the emphases (and budgets) of future grant cycles – officials

have met with some troubling resistance in their attempts to build up activities

and programs.

This analysis suggests that there are certain institutional and structural

features of federal grants that work to shape local public health efforts in

counter-intuitive, unintended ways.  Several counties in this study reported that

uncertainties in the grant cycle itself, compounded with shifting emphases on the

strategies being developed to address biological threats, had the effect of creating

short-term solutions (e.g. hiring a preparedness coordinator, instituting public

outreach and education, etc.), while creating difficult conditions for ensuring the

long-term, enduring success of these efforts (Will the preparedness coordinator

have a job in two years?  Will other demands require that educators focus on

different threats?).

This finding must be understood in the context of the modestly successful

immediate implementation of several (dual-use) preparedness programs.  While

several counties demonstrated substantial progress in developing short-term

dual-use modalities and programs, relatively few have been designed to endure

beyond the immediate future.  On paper, it therefore appears that local public

health departments have begun making inroads in these areas; however, the

findings from this research suggest that many of these advances are tenuous and
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provisional.  This can be understood as a process shaped by structural,

institutional and organizational factors which influence local departments to

generate near-term solutions and immediate needs, with little consideration for

ways in which to ensure that they continue to exist in perpetuity.  In short:

uncertainties about sustained commitments to preparedness efforts have resulted

in hesitancies and guarded postures with respect to committing resources at the

local level.

To the extent that these activities and programs have been put into place,

it is by no means clear to most officials if and how many of them will continue to

exist ten, five, or even two years hence.  Therefore a second recommendation

would be to focus on ways in which to make public health preparedness

efforts at the local level self-sustaining.  Data from this study suggest that

successful implementation efforts require deep-seated commitments to funding

at federal but also the level of local jurisdictions.  Efforts aimed at enrolling the

political apparatuses of California counties – what one might call “buy-in” –

have boded well for preparedness efforts, particularly when their dual-use

aspects are emphasized.  By demonstrating commitment to its continued existence,

let alone success, orientations towards public health preparedness in local public

health departments may gain further traction, and therefore sustainability over

the long run.  The social and political dimensions of public health preparedness

at the local level are, in other words, critical to effective implementation and

should be accorded further attention by officials at all levels.
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The second focal area for this research revolves around the notion of “the

public.”  This project began with a call to examine which publics are incorporated

into preparedness planning, and how.  Data drawn from interviews regarding

the ways in which the public is both conceptualized and engaged by local public

health officials reveals substantial differences in the ways in which, and if, these

activities are accomplished.  This report identified several dimensions or

assumptions along which the public is conceptualized in practice.

One category of dimensions describes the public in terms of populations

and subpopulations, ranging from a jurisdiction’s entire population, to “special”

or “vulnerable” populations.  Another dimensional category describes a

distinction between the public-at-large – a kind of uniform mass of the residents

of a county – and key members of the community who are effectively seen as

representatives of various social groups and communities, as well as critical

conduits of information to their “constituencies.”  Finally, this study identified a

third dimension to the notion of the public.  This refers to the ways in which

members of the public are or are not seen as players in a social and political

process requiring (or not) their participation both in the formulation of workable

preparedness procedures as well as their “buy-in” into greater awareness of, and

participation in, public health and disaster preparedness activities.

It was shown that personal experience and jurisdictions’ vulnerabilities to

specific kinds of natural disasters (historically and at present) played a large role

in shaping officials’ views about who is at risk in a massive public health crisis
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involving biological threats, and what they are at risk for.  Although some

officials provided compelling and detailed accounts of the ways in which certain

populations were (in the case of the SVP) or could be (e.g., in the case of

pandemic flu) at risk, most provided rather more general descriptions of the

characteristics of these populations and specific features of risk associated with

them.  Taken together, these findings tend to support recent studies which have

identified gaps and inconsistencies in identifying which publics are at risk, and

the ways in which various populations and publics have a stake in various

preparedness efforts.

A third recommendation would therefore be to build into preparedness

efforts a requirement that a) local jurisdictions undertake rigorous, systematic

efforts to identify various publics along the dimensions indicated in this study

(including the development of specific plans and protocols for each before,

during and after public health crises), and b) the public, through key

community representatives, be actively incorporated into preparedness work

at the level of planning and through efforts to solicit community-wide

feedback on county-level preparedness work.  In this way, a two-way dynamic

is created which moves beyond traditional views of the public as simply an

object in need of a set of interventions; rather the public – indeed, multiple

publics – can be positioned in such a way as to be invested in the work of

preparedness through active involvement at the local level, both in the sense of

fostering social, political and civic commitments to local communities, and in the
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sense of providing valuable and important guidance, and indeed data, to local

officials.
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CONCLUDING REMARKS

In 1998, then-President Bill Clinton read a book entitled The Cobra Event

by Richard Preston.  The book describes the terrifying results of the release of a

smallpox-derived virus on an unsuspecting public.  The imagery is stark and

gory; the effect palpable.  The message of the book was clear: should an

engineered virus be released into the population, the potential for destruction

and carnage of epic proportions would be very real.  The US was unprepared for

such an event.  Clinton, an apparently voracious reader, got the message.  The

tale goes that he became immediately concerned about bioterrorism and the

potential for biological agents to wreak havoc on unsuspecting and

immunologically-naïve populations.  Of particular note, the President put into

motion a series of inquiries and orders, including the issuance of Presidential

Decision Directive-62, which reorganized the executive branch’s structure with

respect to combating terrorism.  Around the same time, the Department of

Health and Human Services increased its spending on bioterrorism preparedness

so that by 2000, it was spending nearly $200 million to get the US prepared.  The

train was in motion.

Of course, there is no doubt that the president’s leadership on the matter,

as well as George W. Bush’s in subsequent years, can help to explain how it is

that the apparatuses of the state (at whatever level: federal, state, local) began to

get engaged with and work through what were perceived as increasingly serious
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threats.  This fits with a narrative familiar perhaps to the wider public: that the

state’s apparatuses for the protection of that public – both with respect to health

and security – found themselves heading inexorably towards that place where

the products of the life sciences, coupled with the “inevitable” clash of

civilizations, would lead to a world with new kinds of threats.  Smallpox, once

eradicated, could now appear again.  Not only that, but it could rear its head in a

different guise: it could be engineered to bypass any protections, such as a

decades-old vaccine once effective against the “natural” variant of the disease.

Under such conditions, how could state intervention into the problem not

proceed at a rapid clip?  How could public health possibly not situate itself into

the apparatuses of national and homeland security?  How could we not focus on

just how terribly vulnerable we are to an array of these increasingly awful

threats?

Well-known sociologist Howard Becker wrote somewhere that a

productive way to ask questions with sociological relevance is to ask precisely

these kinds of questions.  But for him, as for me, the emphasis is placed on the

wrong word in the sentences above.  The issue, really, is an issue of “how.”  How

could we not focus on vulnerability?  How could public health not link itself to

homeland security.  These types of counterfactuals capture with some precision

the thrust of this dissertation research.  For critically-minded social scientists, as

for Foucault, who obviously inspired a great deal of the work to be found in
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these pages, the principal focus of inquiry was an engagement with this question:

How – under what conditions – did this come to be, and with what effects?

This dissertation took a perhaps atypical approach to its subject matter.

For one, the subject matter consists in a field or set of fields that have crystallized

as such – as an assemblage – only relatively recently.  These fields, of biological

threats and public health preparedness, certainly looked different in 1998 than in

2004 (when I began this research in earnest) – let alone in comparison with how

they look today.  While change is perhaps inevitable, the transformation of these

fields in recent years is more than just the product of a natural progression.  The

key element, it seems, is not just transformation, but emergence.

The kind of emergence I have captured in this dissertation describes a set

of problems that have been formulated in different ways across several “sites.”

What are some of the characteristics of these problems?  In the Congressional

hearings chapter, chapter 3, I endeavored to illustrate some of the processes by

which problems were made manifest through articulations of biological threats.

These threats were interpreted through a series of observations which took

narrative form.

As these narratives unfolded, they revealed a familiar pattern: potential

dangers in the world were transformed into real threats through a specific kind

of interpretive work which ordered (and re-ordered) empirically observed

phenomena.  Trends in Russia, for example, made sense as a threat as they were

linked to other phenomena, such as observed activities in Iraq.  Biological threat
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narratives relied on this kind of transformative work to produce a particularly

potent effect.

The central conceptual formulation in chapter three, the imaginery, was

generated as a way to characterize how these and related observations were

produced and presented in policy narratives.  I argued that the imaginery

operates as a mechanism to “hold” narratives together, configuring them

through strategies such as imaginative speculation and apocalyptic rhetoric in

such a way as to present culturally feasible, even desirable solutions to

articulated problems.

Chapter four described a different set of problems.  In this chapter, I

examined thinking about the problem of smallpox through an inquiry into

specific practices and their correlative logics.  Specifically, I showed that the

problem of smallpox was largely structured within the context of vaccination

recommendation practices and a dominant risk- (or cost-)benefit calculus.

Officials evidenced a palpable difficulty in understanding, and therefore

adjudicating on vaccination strategies for a disease that quite literally did not

exist.  The nascent logic of preparedness, espoused as necessary to meet the ever-

present threat of potentially catastrophic disasters like massive infectious disease

outbreaks, found no outlet – no correlate – in the kind of (public health)

preparedness then being articulated in expert circles.

The last data chapter on local public health preparedness was of a

different sort altogether.  Whereas the previous chapter teased apart thinking in
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the formulation of possible preparedness strategies, this chapter presented an up

close view of particular problematics in specific local contexts.  Local public

health officials were presented with, and had to work their way through, specific

kinds of problems embedded in the emergent public health preparedness

assemblage.

The logic of dual-use, for example, offered itself as an attractive strategy

both for the purpose of enrolling local officials into preparedness efforts, and as a

way to make what was “new” about emergent biological threats familiar and

amenable to rational and efficient intervention.  In practice, however, these

officials found that putting the strategy to work has been constrained by

demands not accounted for – and in some sense, running counter to – the very

principles upon which the logic of preparedness operates.

Data from this chapter also suggested that “the public” is a thoroughly

heterogeneous category.  The dimensions of heterogeneity have important

implications for further public health preparedness efforts.  Whereas public

health preparedness tends to operate within a familiar public health paradigm

which identifies and focuses on “at-risk” populations, the rationality of

preparedness operates according to a different logic.  Under this logic, traditional

forms for conceptualizing and engaging with the public (these publics) must

make way for new modes of understanding and activity.  In some sense, “new”

publics must be produced, ones not conceptualized according to pre-conceived

notions of who is at risk.  The data indicated that within the emergent public
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health preparedness assemblage, new and innovative interventions are, in fact,

being instituted, as evidenced by an orientation towards preparedness in the

business community.  Still, if contingency and uncertainty are what guides

thinking about preparedness, it follows that even these types of interventions are

only partially aligned with the rationality of preparedness.  The extent of activity

in the business community, for example, still follows a relatively set script and,

moreover, still faces the typical constraints found in public-private interactions,

including what amounts to unfunded mandates and directives from

public/political authorities that can be only nominally implemented in practice.

The principal second-order observation to obtain across the research sites

revolves around a kind of disarticulation between preparedness, as a rationality

guided by unknowable, potentially catastrophic future events, and public health

preparedness, as an assemblage consisting in familiar institutional and

organizational formations with their own set of demands and practices.

Borrowing from a concept I first employed in sketching out the trajectory of this

research (see Appendix A), my argument is that the rationality of preparedness

requires a relentless reflexivity – a perennial take up of the limits of its

implementation across institutional and professional domains.

How might this work?  In Congress as in other policymaking venues, an

effective preparedness assemblage would be embedded within a discourse that

recognizes its first-order distinctions from the vantage of a second-order

observer.  The formulation of Policy X, meant to address Problem Y, must be
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explicitly formulated with its limits at the forefront of its construction.  Moreover,

these limits must be the target of the most thorough scrutiny and interrogation in

the very course of this formulation.  In formulating what Problem Y is, what am I

saying it is not?  Am I prepared to accept this? How will the distinctions I employ

in Policy X be translated in terms of implementation?  With what effects? Since

the future is perpetually dangerous, what elements are in place to respond to a

catastrophe that may render this policy useless, or even harmful?

The same could certainly apply with respect to specific (national)

preparedness programs, or local level implementation.  While hindsight is

always 20/20, the case of the SVP reveals some patterns that could usefully be

applied in future endeavors.  For example, should smallpox again percolate to

the surface as a threat with some likelihood of occurring, it would be helpful in

discussing possible vaccination strategies to highlight, rather than dismiss, why

and how universal vaccination finds itself on the “losing end” of the distinction

characterizing “feasible” – and therefore infeasible – vaccination options.  An

explicit, reflexive focus on precisely this kind of limit may generate the type of

discussion which can actually highlight not only the tensions between the

demands of public health (for which such a strategy is totally unacceptable) and

national/homeland security, but open up much needed debate about the

assumptions and practices guiding each.

Endings
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I began this dissertation positing two sets of theses.  The first calls to mind

a famous saying attributed to Paul Valéry.  “The trouble with our times,” he

remarked wryly, “is that the future is not what it used to be.”  Indeed.  I noted in

Chapter 1 that the relationship between the present and the future can be

accessed through domains of knowledge and practice concerned with dangers of

various types.  The strong claim I made is that our contemporary moment seems

to be characterized by a new kind of relationship, in which the future is being

brought into the present through innovative techniques linked to relatively novel

rationalities.  We are ordering our world in new ways, situating ourselves

through, for example, specific forms of narrative characterized by new modes of

understanding present dangers and future courses of action.  Consequently, it

seems clear that the relationship between health and security – two domains very

much concerned with present and future states – is also novel.  I believe chapters

three through five have illustrated a number of mechanisms and pathways

which have facilitated this (ongoing) process.

In concluding this dissertation, I wish to remind the reader of the second

thesis, in which I suggested that this dissertation, as a kind of experiment, could

provide its own set of mechanisms and pathways for thinking about complex

problems of emergence.  I will never be able to gauge with any degree of

precision the truth content of this claim.  Nevertheless, I will hold to it if for no

other reason than that the complexities of modern life demand an unmitigated

passion to the kinds of novel thinking and novel solutions which can parallel
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them.  A relentless push to challenge extent wisdom through innovative

techniques is surely a worthy goal, even if its implementation, like preparedness

itself, runs slightly askew... as it must.



312

Appendix A – The Emergence of a Research Project: A Reflexive Accounting of
Contingency and Connectedness

A central finding in this dissertation research, one with both theoretical

and practical import, is that the “objects” of study – for example, biological

threats and biopreparedness – have been very much tied to the path of the

researcher as well as to the twists and turns of the research process itself.  None

of these elements has been given or obvious, whatever those terms might mean

(either to me or to experts, practitioners and policymakers).  On the contrary: as

noted above, the objects under study are unstable and problematic, and this is

precisely how they have to be as a necessary condition to think about them in a

reflective, critical manner (Dewey 1938, [1916]).  In spite of this, or perhaps

because of it, there remains the question of how to relay these co-constitutive and

co-emergent processes (of objects, research, research process) through writing.

Which techniques, which modes of writing can do justice to the complex

relationships and linkages between these elements?  As I shall argue in this

section of the chapter, some attempt at reflexive inquiry and writing can provide

at the very least an opening onto these intricate linkages.

*     *     *     *     *

The critical social sciences have taken welcome strides in foregrounding

and problematizing “objects” of research as entities that can or should be wholly

separated from the researcher or the research enterprise (see, e.g., Clifford et al.

1986; Gupta and Ferguson 1997a; Marcus 1999; Fischer 2003).  A critical
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awareness of how the researcher and research subject(s) actively position

themselves vis-à-vis one another, coupled with an awareness that the production

of knowledge about that latter entails a thoroughly reflexive examination of the

former, has proven key to lightening the burden and consequences of traditional

ethnographic work.  Or so it seems (cf. Lynch 2000)).  Much of that (early

ethnographic) work, based in mimicry of positivist natural sciences or even more

“progressive” naturalistic inquiry (Schatzman and Strauss 1973), has

presupposed the existence of (pre-formed) objects of inquiry to be elucidated

according to the precepts of Scientific Method.  Without question, such an

approach has yielded a range of insights, and has formed some important

building blocks for present-day social scientific inquiry and theorizing.  But the

emphasis on the word “scientific” in “social scientific” has proven problematic in

several regards.

Hammersley and Atkinson (1995), for example, have suggested that the

positivist streak running through much social scientific work is ill-equipped to

handle (simultaneously) the nuance and “messiness” of the social world.114  They

note three aspects in particular which map poorly onto social research: the logic

of (natural science) experiment, including the generation and manipulation of

“variables” as proxies for aspects of the social world; the deducing of

explanations of social phenomena based on universal laws; and the maintenance

of a division between (an objectively reporting) subject and (an objectively

                                                  

114 This point has been taken up with some rigor in recent years by Adele Clarke (2005).
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reported) object through the employment of “neutral observation language,”

which distills away the bias (inhibiting outcome replication and verifiability) of

subjective interpretation.  A general sense seems to have arisen within the

domain of critical, qualitative research, which takes to task all of these premises

as outmoded and largely inadequate for the proper conduct of much social

inquiry.

The malaise of the social sciences has been vigorously diagnosed and

debated elsewhere for decades (Gouldner 1970; Clifford et al. 1986; Collins 1987;

Denzin 1987; Horowitz 1995; Lemert 1995; Paget 1995; Fuchs 1996; Giddens 1996;

Lynch and Bogen 1997; Hollander 1999; Marcus and Fischer 1999; McLain 2002;

Smith 2002; Steinmetz and Chae 2002; Best 2003; Rabinow 2003; Antonio 2005); I

will therefore not further undertake that endeavor here.  The issue of reflexivity,

however, which is in large measure embedded in larger debates about the

conduct of social scientific work, deserves a few remarks.

There are several strands of thinking about reflexivity in social scientific

practice (Gouldner 1970; Woolgar 1988; Ashmore 1989; Bourdieu and Wacquant

1992; Pels 2000).  Most germane for the purposes of this brief discussion revolve

around the tensions that arise in the quest to represent objects in the world in a

judicious – some might say “true” – manner, coupled with the now commonly

perceived need to lay bare that which accounts for a researcher’s statements

regarding such objects.  Such an overly simplified description has been given

substantial analytical nuance in several notable pieces.
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Within sociology, early calls for a renewal of the discipline’s practices

based in a reflexive awareness of the researcher’s assumptions and social

position (Bourdieu and Wacquant 1992) are usually located under the rubric of

Alvin Gouldner’s seminal and highly controversial work, The Coming Crisis of

Western Sociology (Gouldner 1970).  Gouldner’s identification of a kind of

convergence between functionalism and Marxism led him to propose a way out

of the institutionally-driven numbing that he saw guiding the discipline through

its weddedness to outmoded theories and methods, to utter irrelevance.  To

counter this alarming trend, he introduced the practice of Reflexive Sociology as

a necessary step forward in the process of invigorating, but more accurately

revamping sociology.  His statement on what should constitute a reflexive

sociology is worth quoting at length, in part because it sets out what so many

authors subsequent to him have tried to grapple with, yet also because of its

peculiar affinity with Foucault’s (1966, 1994 [1970]) work around the same time.

Gouldner (1970, p. 493) writes:

[With the rise of relatively newer formulations of social science] both the
inquiring subject and the studied object are seen not only as mutually
interrelated but also as mutually constituted…  The social world,
therefore, is to be known not simply by “discovery” of some external fact,
not only by looking outward, but also by opening oneself inward.
Awareness of the self is seen as an indispensable avenue to awareness of
the social world.  For there is no knowledge of the world that is not a
knowledge of our own experience with it and our relation to it… The
knower’s knowing of himself – of who, what, and where he is – on the
one hand, and of others and their social worlds, on the other, are two
sides of the same coin.

Critiques of Gouldner’s position as elaborated here and elsewhere abound

(Hammersley 1999).  Suffice it to say here that much of this critique has centered
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on questioning whether Gouldner engaged in sufficient reflexivity in

adumbrating his own reflexive thesis.

Other scholars have taken a more radical tack.  Steve Woolgar and

Malcolm Ashmore (Woolgar 1988; Ashmore 1989) have proposed a radical

reflexivity in social science research and reportage as a solution to a putative

dilemma posed by social constructionism.  For these scholars, the ontological

underpinnings of the social constructionist/constructivist approach, in large

measure a product of efforts to develop a Sociology of Scientific Knowledge

(Barnes 1974; Bloor 1976; Barnes et al. 1996), are suspect.  Although social

constructionism took an appropriate first step in de-objectifying and de-

naturalizing “nature’s objects,” it could do so only through an implicit reification

of these very objects.  In other words, whereas previously science – that is, natural

science – held a monopoly on the representation of objects in the world,

constructivism has effectively pulled a sleight-of-hand by substituting

sociological representations for those of science.  Despite ascertaining valuable

information about the social processes that work to “produce” the object, the

objects themselves remain ontologically objective; they are still the ultimate

referent to which processes of social construction refer.

If social constructivist approaches leave objects untouched in the real

world, a more radical approach would seem to extricate social science from its

ontological trap.  Under such a guise, representations (of representations) are,

through a relentlessly reflexive process, themselves acknowledged, played with,
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challenged, and questioned.  Traditional writing and reporting practices,

including the monologic voice and the unearthing of the salient “factors” which

explain outcomes of interest, give way to a relentless back-and-forthing between

the researcher and the field.  If the researcher is able adequately to stave off the

demand to report (social) science in weak mimicry of natural science’s demands

for positivist accounts, scholarly accounts of the world will have moved one step

closer to embracing the radical, yet necessary position that the “real” world –

Kant’s noumena, the thing-in-itself – does not as such exist, thereby freeing up a

space for critical reflection and thought without any pretension to accessing (the

one and only) true knowledge of a given thing.115

Just as Gouldner’s call for a Reflexive Sociology (he also used the term

“radical”) yielded a strong backlash, so too did Woolgar’s and Ashmore’s works

elicit a fair degree of vitriol.  Bracketing realists’ mean-spirited claims ala Sokal,

Gross and Leavitt, the main thrust of critique has centered on the dangers of a

reflexive account slipping into an infinite regress of reflexivity, thereby

obfuscating, even abandoning the initial object of inquiry.116  Pels (2000),

amongst many others, has more than adequately addressed this logical obstacle

by making an important distinction between this kind of “vicious reflexivity”

and a kind of “weak” reflexivity that not only acknowledges but positively

embraces the structured circularity of knowledge and knowledge-claims.  “[T]his

                                                  

115 The irony of this statement should not go unnoticed.
116 The authors mentioned here are best known as the proximate cause for the “Science Wars.”
See: Gross and Levitt (1994), Sokal and Bricmont (1998, 2003).
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circularity,” he writes, “is not debilitating or self-detonating, as anti-relativists

presume when deploying their logical puzzles, but is on the other hand

liberating, precisely because it installs a constitutive weakness in the heart of all

our accounts of the empirical world…”  This, I would argue, is precisely the

point.  Pels’s “weakness” is in fact a strength (as he himself argues), and

dovetails nicely with the stance I have taken to present a partial, provisional

piece of work engaging with fluid, shifting subject matter for the purposes of

being able to think about it critically and productively.

What follows provides a reflexive account of the emergence of this

research project.117  It is also a personal account of the emergence of a researcher

– a kind of reflection on the transformation of self which has and continues to

unfold, of course, as this research project got off the ground, faltered, restarted,

faltered again, and eventually perhaps, found some kind of equilibrium.  It is one

of several variants of reflexive writing, akin to what Maton (2003) has termed

“autobiographical reflexivity.”  Yet whereas such writing tends to focus largely

on the personal trajectory of the researcher – thereby creating a space from which

to reflect on the researcher’s assumptions at a given stage in the work – the

account that follows incorporates several additional trajectories, writing styles

and areas of focus.  As a piece of experimental writing positioned amidst more

traditional writing, the reader should be warned, or at least made aware of,

                                                  

117 There are a number of precedents of more overtly reflexive sociological accounts, although
what follows does not engage with the kind of radical reflexivity such accounts have typically
demanded (see, e.g., Woolgar 1988 and Ashmore 1989).
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various modes of prose employed below.  I have inserted selections from various

memos, fieldnotes, and other documents as “evidence” of various claims not

only with respect to the research, per se, but also as evidence of how I myself

have been shaped and transformed by this (shifting) research endeavor and the

set of social relations and structural conditions in which I have been and am

currently embedded.118

The point, which should be made clear from the outset, is that the

emergence of a relatively stable form of this research can only be understood in

the context of the various structural, professional and personal demands made

upon me as the process of researching and writing this dissertation has unfolded.

This “unfolding,” retrospectively undertaken in this account, will consist in

numerous branchings and detours owing to the demands of critical reflexive

work, as well as in challenging extant norms requiring a linear narrative of

events along a stable trajectory.  Contingency characterizes this research as it

characterizes the field itself and the emergence of preparedness; consequently

new modes of writing are called for which highlight the non-linearity of the

                                                  

118 A dissertation committee member suggested the following during the dissertation proposal
defense: “… I had two concerns that I shared with Dale on the methods.  One of them was,
basically, I sort of had a sense that he wasn’t saying a lot of stuff that he knew.  That there was
sort of-- I mean, there’s a lot of -- I mean you worked as an EMT for awhile and all this stuff.  I
mean you have a lot of knowledge about this stuff that you’re not letting on here, and you’re
giving us this real ‘blank slate-- I’m going to go into this and see what I see’ -- and I’m not sure
that that’s the most productive way to go about it.”  In fact, it is precisely this blank slate
approach that I’m attempting now to challenge.  Thanks to Professor Daniel Dohan, the
committee member who made these remarks, for seeing a few years ago what I have only begun
to see for myself rather more recently.
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project, and which set both the writer and the researcher on one of many possible

paths of critical thinking.

*     *     *     *     *     *     *     *     *     *     *     *     *     *     *     *     *     *     *     *     *

This research “began” in 2000, but that is an unfair statement.  The research

began in the context of a graduate program in sociology, and I “began” that in

1998.  But I was interested in critical sociologies of vaccines and public health

starting around 1996/7, and before that had quite a bit of interest in international

relations and security-related issues from my high school years, not to mention

during my undergraduate university career.

It may be tiring or annoying to see quotation marks around the word

“began” in the first sentence.  A project begins when it begins; nevermind the

superfluous details about what happened prior to the beginning: after all, that

doesn’t matter.  So did this project begin in 2000, or did it begin when I was in

high school?  Did it maybe begin when I was a child growing up in San Diego,

tuning into the nightly news and watching the Cold War unfold while I gathered

my thoughts about how great it would be to become a naval aviator?  Maybe it

began before I was born, when, as it turns out, biological weapons were being

developed by the Soviets and the very idea – the very word “bioterrorism” did

not even exist…  Smallpox, in fact, was still killing people quite effectively, but it

did so not after release by some nefarious, darker-skinned “Other” (King 2002);

rather it ruined lives and continued its ravaging destruction on its own terms:

living in human reservoirs and infecting others under the right “ecological” and

pathogenic conditions.  It is perhaps absurd to continue this line of thought – this

extension of the timeline of the research project back to a period prior to my own

birth.  Gratuitous ramblings, totally unproductive.  How could this be in a

dissertation?  How could Dale dare to submit this as part of serious work on the

issue of biological threats and preparedness in our contemporary moment?
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If, as I have previously discussed, Foucault was right and the questioning

of origins is legitimate – in other words, if the claim that origins are dangerous

and totalizing is defensible – then how could the very same question not be

applied to the research endeavor in equal measure to its application to the

research object?  In a very practical sense, this research did begin in the year 2000,

and that is important, but I would be remiss not to reject any notion that this

project was somehow “meant to be” or otherwise manifestly called for.  It would

be similarly problematic to obfuscate the range of personal and professional

factors that coincided with ostensibly more important geopolitical,

technoscientific and policy-related developments in this country and abroad.

In the year 2000, discussions around bioterrorism had only in the previous

few years gained any traction in the hallways and committee rooms of Congress.

Charismatic leaders were able to successfully articulate a problem space in which

biological pathogens of assorted kinds were to be seen not only as dangerous,

but as (potentially) catastrophically so.  Also in 2000, I had settled on a topic

related to trauma and emergency medicine as my area of focus for my Third

Area Examination.  I had no idea about bioterrorism concerns.  My choosing

these related topics came about not by chance, per se, but very much as a result

of who I was at that point and how my thinking about various topics and been

shaped over the preceding years.  As mentioned, I already had some interest in

critical studies of public health, and had noted with equal degrees of excitedness

as well as puzzlement that very few scholars had gone down that path.  Deborah

Lupton and others, respectfully characterized, of Foucaultian ilk had done some

work, but I was not all that familiar with it, and Foucault’s works were at the

time intellectually inaccessible to me.  My graduate student career in the late

1990s provides some evidence that I wished to seek out “sexy” and extreme

topics, for reasons that are, for lack of a better term, largely psychological.

Already in 1999 I had undertaken a study of pathologists at work at a large

university medical center.  That meant – as I well knew – observing countless

autopsies and interviewing faculty, fellows and medical students about some
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pretty gruesome things.  I recall that I was intrigued by the subject matter, but

often wondering (to myself) why I had chosen to do that bit of research.  Who

was I trying to impress?  Was it working?

In the fall of 2000, I put together a panel for a conference in Vienna,

Austria, mysteriously called “Technoscience and the agency of the dead.”  I was

to chair it and present a paper.  I decided rather last-minute not to present a

paper, and unceremoniously announced to one of the panelists that I had backed

out.  A day later, my advisor at the time called me over in between one of her

many sessions, to express some disappointment in my behavior and chided me

for being unprofessional.  After profuse apologies – and a sudden realization that

I probably shouldn’t have done what I did(!) – I went about thinking about Third

Area Examination and dissertation topics.

I recall that at the time I was struggling with the decision whether my area

of focus should be either (a) the product of a theory-driven problematic (and if

so, what theory/ies?), (b) an issue of practical importance or a social problem; or

(c) simply an area of “intrinsic” interest which could use a good deal of

Geertzian-like “thick description” and elucidation.  I’m not sure whether funding

considerations cropped up at that point.  Gupta and Ferguson (1997b, p. 18) have

commented on precisely this bizarre (to a naïve graduate student) tension in

writing that “the notion that field sites should be selected solely for disinterested

scholarly reasons continues to be highly influential.  Although it is widely

recognized that this is not how most of us choose our field sites, the vocabulary

of justification employed in grant proposals, books, and research reports requires

that such choices be cast in terms of the theoretical problems that the research

site was especially suited to think about.”  These authors very explicitly link the

problem of site selection to wider structural and institutional demands, and

effectively tap into larger debates about the extent to which positivist-oriented

research based in prescribed methodologies (and, for that matter, writing

formats) with origins in the natural sciences could comfortably mesh with other

varieties of human inquiry.  Of course, I thought about none of this.
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There was, as I recall, a profound moment of clarity to strike me during

my extended stay in Vienna.  I became aware, as if it was obvious the whole

time, that the study of emergency medicine was a perfect topic for me.  Perhaps

if I did some project related to trauma, I could carry out direct or participant

observation at a place like San Francisco General Hospital – the City’s only Level

1 trauma center.  Without a doubt, I considered emergency medicine a sexy topic

– although I didn’t really come to grips with why that was important.  Only later

was I able to employ useful language which effectively transformed a topic

which I had a fair amount of personal and intellectual interest (and therefore

impressive to others, friends and potential employers alike) into one with

institutional purchase.  I would eventually be able to recast my work, variously

describing it in my dissertation proposal and assorted grant proposals as

“timely” or of “obvious import for social and public policy.”

The questions driving any kind of potential research project were

nowhere near formulated in Vienna.  Ultimately, I was unable to satisfactorily

address the tension described above.  I was pretty sure, however, that my

background in science and technology studies and my recent training in medical

sociology contained some elements of a problematic in emergency medicine.

Unfortunately, I never could find what that was.

As 2000 turned to 2001, I enrolled in an EMT course at the City College of

San Francisco.  CCSF had, apparently, a widely respected program teaching

aspiring emergency medical technicians the ropes.  That I had quickly become an

aspiring EMT was not in doubt; even in Vienna, during my spurt of intense

thinking on what to do, I had considered that becoming an EMT might lead to

something productive.  What that something was, however, was unclear.

Although funding for me was somewhat secure, I suffered the pangs and

angst of associated with being a poor graduate student.  How was I to pay the

rent and live somewhat comfortably?  Clearly a job of some kind was necessary,

and as my GSR position with one of the SBS faculty members was coming to a

close (on mutually fine terms), there was (for me) the issue of what was to come
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next job-wise, and therefore money-wise.  Taking EMT coursework became

coupled to the prospect of working as an EMT in the field.

The class – a night class – came and went.  I did well.  One of my future

EMT partners at the ambulance company I eventually worked at was also

enrolled in the class.  I couldn’t stand him when we first met in class.  Eventually,

he became a close friend, and would become my favorite partner on “the rig.”

During one particularly trying call, we saved a life together. We would end up

doing that a few times.  He also came to my wedding.  We have since lost touch.

In the summer of 2001, I passed my EMT exam, and became a genuine,

bona fide EMT.  Certificate number 6219 (since expired), registered with the EMS

Agency of the City and County of San Francisco.  I was good to go.  My

understanding of what it would be like to be an EMT out in the working world

was, in retrospect, ridiculous and without basis in reality.  Having passed ranked

#1 or #2 in my class, I could get hired anywhere.  Right?  As it turns out, the long

hair and four piercings in my face were held against me, understandably I

suppose, by the fine folks at King-American Ambulance in San Francisco

(“Serving the People of San Francisco Since 1906”).  The righteousness of my

beliefs, I should add, should not be understated.  There was a bizarre irony to the

fact that an intelligent Ph.D. student with good skills, lots of drive, and a

growing passion for emergency medicine was categorically denied a job at an

ambulance company around since “The Big One” a hundred years ago.  I recall

the job interview, which in no small measure consisted in looks in my direction

of utter revulsion, produced in me a sense of wonderment that, should there be

Another Big One, I would be systematically excluded from active participation

unless I had part of my very self, my own bodily extensions – my beautiful

piercings, earned over several years, not to mention the long hair –

unceremoniously detached from my person.  To be a part of this new world was

to step down from the “be who I want to be, do whatever I want to do” pedestal

of privilege, as accorded to graduate students and a renowned institution.

Accessing the world of emergency medicine clearly meant undergoing a
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profound transformation of self.  It was a rude, disturbing awakening.  But I did

it.

I eventually applied and got hired on at (let’s call it) Peninsula

Ambulance.  I was just about to move to Berkeley from the City, and the prospect

of commuting from the East Bay to the Peninsula was daunting, but not

exceedingly so.  The pay was terrible: $9 an hour, with a further recollection that

such an amount of money was obscenely low given the loftiness and sheer social

import of the work… right?  I mean, saving lives should be worth something.

The world of the working class, clearly, was beyond my immediate (past)

experience; the notion of Everett C. Hughes’s “dirty work” was something I had

read about but never knew first-hand.

The terms of my at-will employment (another shock) included the

opportunity to work either 12 or 24 hour shifts (24 times nine bucks an hour

wasn’t so bad, right?), a prospect which I found exciting.  A couple days a week,

say Tuesdays and Thursdays, work all day and part of the night, get some sleep.

No problem.  I’d still be able to do academic work, easy.  The initial idea,

pursued with virtually no vigor, entailed an ethnographic account of EMT work.

I knew informed consent and other human subjects issues were going to be a

problem, or at least labor-intensive, and I had no desire to undertake the work

necessary to see even that aspect of the “project” (there was no project) through.

The idea of wrestling with UCSF’s IRB over how to ensure anonymity for all my

patients was so overwhelming in fact, that the dishonorable solution of foregoing

IRB entirely but doing the project anyway was entertained with fewer and fewer

reservations.

Lest there be any misunderstanding, all of these considerations were

ultimately moot.  The demands of a 12, let alone a 24 hour shift ensured that my

motivated efforts to scribble some kind of fieldnotes every shift evaporated

within a few months of working steadily.  I should be clear here.  There is a book,

probably a kind of memoir, waiting to be written about my experiences with

Peninsula Ambulance, and later with “East Bay Hospital.”  I may even write it.
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But as for any kind of academic study involving life on the frontlines as an EMT,

I discovered very quickly that: (a) my energy level waxed and waned drastically

every day and every week, precluding any kind of planned writing approach;

and (b) my dislike of writing up fieldnotes grew proportionate with my time as

an EMT.  The more I got into the work, the less I could care about an academic

study of that work involving intense, traditionally documented ethnographic

activity.  Doubts which had followed me for years in my graduate student career

– about being capable enough, smart enough, committed enough – all intensified

as I realized with certain level of palpable uneasiness that I had narrowed the

scope of possible qualitative research tracks (and potential career opportunities)

by deciding/realizing, rather unceremoniously, that one of the few qualitative

research methods available to me – participant observation – was absolutely out

of the question.

September 11, 2001, is probably going to be one of those days akin to the

day JFK was killed.  Most people will remember where they were.  I was

working as an EMT, stocking up my rig.  I happened to be at headquarters with

my partner, when we were told by our 19 year-old dispatcher to come inside the

office and check out CNN.  It was a profound moment.  I can say with absolute

certainty that it instantly occurred to me that terrorists had attacked the World

Trade Center.  There was no way what I was viewing was an accident.

Commentators on the television were speculating madly about causes; providing

wildly varying accounts of what was going on in New York, and then the

Pentagon and Pennsylvania.  I watched live as the second plane hit the other

tower of the WTC, and it was at that point that I ran out to the supply shed and

grabbed every last bit of equipment I could to shove into the ambulance.  I was

convinced of the possibility of an attack on San Francisco, and I wanted to have the

ambulance ready.  I was new on the job, relatively speaking, but old enough and

savvy enough to have garnered the respect of most of the other EMTs by that

point.  Many of them were 5-10 years younger than me.  They listened and

agreed, as did our supervisors, that the other ambulances should be similarly
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loaded out with gear.  We reviewed our mass casualty protocols.  The prospect of

being the “on scene commander” as the first EMT to arrive at a mass casualty

incident made me laugh.  EMS protocol technically granted such authority to any

first arriving EMT at the scene of such an incident (of course, no one would

adhere to such a protocol, but that was beside the point).

In any event, it was in the days and months following 9/11 that I began to

crank up my thinking once again about a dissertation project.  Clearly it should

have something to do with emergency medicine and trauma, but perhaps now

terrorism could also be thrown into the mix.  What were the issues, what were

the problematics involved?  How did the EMS world work with respect to Big

Events?  Let us call such events, “disasters.”  Was there some kind of shift going

on from an orientation towards trauma systems, to one involving mass

traumas… mass injuries…. mass casualties?  A lot of thinking, no time for actual

progress.  Perhaps the then-recent anthrax attacks, which effectively made a

mockery of government efforts to respond to a bioterrorism attack, would

somehow play into things.

In mid to later 2002, I submitted a tentative dissertation project to my

advisor.  Several days later, I was called into my advisor’s office and told in

unequivocal language that this person was not interested in advising me on such

a project; that it had nothing to do with my ostensible area of academic interest;

and that this person was, for lack of a better term, dropping me as an advisee.

My world imploded.  The effect of this event on my life and my work was

extensive.  I was lost.  I was doubting myself again.

I was also, of course, looking for a new chair for my dissertation, whatever

the project was going to be.  At the time, my researches into EMS had yielded

some fascinating insights regarding its relationship to public health.  It struck me

as odd that much of EMS had a tense relationship with other agencies and other

institutional and professional domains.  In some contexts, EMS and public health

were merged, but the latter didn’t like the former.  Sometimes the fire service

was merged with EMS, and wanted nothing to do with public health.  Sometimes
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public health ran the show.  It all seemed to depend on which county one was

looking at: what relationships was one to find in each?  To what extent were

these important services “public” – as in, public sector – and which were private

– as in, privately owned ambulance companies (or hospitals, for that matter)?

What was interesting about all this?  It seemed that this fundamental

infrastructure built up around the saving of human life in dire need was a mish-

mash, a complete hodgepodge of various service providers, institutions and

policies.

Included here is a copy of some notes I drafted in November 2002.  I

present these here as a written record of how the problems I wanted to address

were beginning to take shape.  They are also useful as a kind of marker for my

thinking at the time, especially as set against later formulations of this

dissertation project.  The reader will note a brief, almost hidden mention of

bioterrorism as an “object” with “ontological” properties.  As I write this in 2006,

I have no idea what I meant at the time.

*   *   *   *   *   *   *   *   *   *   *   *   *   *

First thoughts on dissertation topic

11/13/2002

In keeping with stream of consciousness writing, I’ll present here in no

particular order ideas relating to my proposed dissertation.  Included

should (hopefully) be (a) questions I’d like to raise; (b) facts and

observations about the topic; (c) potential hypotheses to be tested; (d)

methodological issues; and (e) just about anything else relevant here.

! relevance to larger issues and questions

! theoretical questions, challenges, contributions and roadblocks

! conceptual issues, like use of Hughes’ technical networks, etc.
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trauma/medicine divide

EMS/emergency medicine divide—characterizing and delineating their

organization(s) and practices

Essentially I’d like to examine the following, which may or may not

constitute one or more dissertations….

First:  Is it feasible to assert that emergency medical services as

currently organized in this country (primarily at the State and local

levels) has undergone a shift away from its more traditional focus and

origins as a set of services and personnel organized to respond to trauma,

to one geared more towards ‘new’ concerns like terrorism and

bioterrorism?  In other words, is there an empirical basis to this shift?

Indeed, is this a proper characterization to begin with?  What sorts of

broader questions can be elicited from this? (relating, for example, to the

role of the ‘state’ and ontological differences between an object such as

‘trauma’ to one such as ‘bioterrorism.’)

If all of this is feasible, then there are a large number of issues and

questions that come to mind (discussed shortly).  If not, then the question

becomes how one can characterize the evolution of emergency medical

services over time.

In light of recent discussions with Nick King, who stimulated me to think

about these questions in terms of changing technoscientific

infrastructures, and Professor Smith (a pseudonym), who wants nothing

to do with this project, I am compelled to examine emergency medical

services through STS lenses.  In any event, I think it’s useful and

beneficial to look at the organization of EMS and the practices of health
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care providers in terms of technoscientific networks, systems,

infrastructures, assemblages or whatever you want to call them, precisely

because EMS services and practices have been built around definable and

essential techniques (practices and skills), technologies and scientific

knowledges, all of which have come to characterize what EMS personnel

and healthcare providers do and know.

What is intriguing to me about this is the wide and heterogeneous cast of

characters and social worlds that constitute the ‘universe’ of EMS and

emergency medicine.  Taking just a moment to look at the dramatis

personae, it might look like this:

Firefighters, including EMTs and First Responders on engines;

Fire/medics, who may or may not respond on an FD ambulance;

Private ambulance company EMTs and paramedics, dispatched as a

transport unit;

DPH/EMS responders on their own ambulance, who may or may not be

associated with a municipality’s Fire Department (New York City does,

and SF did, fall into this category);

(Other first responder types, including police, lifeguards, park rangers,

etc.);

hospital personnel within an EMS system typically are located at hospital

emergency departments—as a point of clarification: while hospitals

themselves may technically belong to an EMS system, it is their respective

emergency departments that currently engage with and intersect the social

world of EMS in practice.  Such organizations, of course, employ a wide

variety of personnel, most of whom for the purposes of my analysis include

EMTs, RNs, LVN/LPNs, and physicians.
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All personnel discussed so far point quite clearly to my focus on

occupational/professional distinctions.  Indeed, what is most intriguing to

me here is the strange mish-mash of personnel, and the cross-over and

interlap of various occupations, all of which culminates somehow to form

systems of EMS across the country.   Perhaps the single strangest example

of this is the fire-paramedic.  While not so new as a profession (having

originated, I believe, in Los Angeles in the late 1960s), it is still in its

infancy relative to most other professions and occupations.  It is here that

the attributes associated with healthcare providers clash most strongly

with those associated with firefighters.  You will find few if any fire

departments across the country, I’d wager, who have incorporated fire-

medics and whose traditional (old guard?) firefighters have at best a

resigned indifference and at worst a painfully obvious contempt and scorn

for their medic counterparts.  Firefighters shouldn’t have to go racing to

grandma’s house at 2 in the morning (or 2 in the afternoon, for that

matter) because she doesn’t feel good.  Yet in many urban centers, they

now do.  Fiscal realities for many municipalities have forced them to

merge their FDs with their ambulance divisions (or whatever the

equivalent is) as a way to justify the continued existence of a department

that responds to far fewer fires nowadays than in the past.  Currently fully

70-80 percent of calls to SFFD are medical in nature.

*   *   *   *   *   *   *   *   *   *   *   *   *   *

But where was public health in all this?  I have had a fascination with public

health going back to my Amsterdam days (1996-1998).  It was there that I

undertook a research project exploring vaccination policy in the US, and where I

found a real academic interest in the subject of how the public’s health is

constituted and, ostensibly, protected.  If part of EMS was to serve/service the

public, not only at the level of any given individual’s immediate (emergency)
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medical needs, but also at the level of the community and the county, then how

did public health fit into the EMS model?  Or was it vice versa?  I didn’t know,

but I felt that a possible dissertation project was in the making.

As I had been honing more and more on EMS and its relationship with

public health, I felt that a public health expert would be appropriate.  A

particular faculty member at UCSF, but outside SBS, had substantial expertise in

the study of public health – in fact this person had an international reputation –

and so attracted my immediate attention.  One meeting produced the desired

result: I found a chair for my dissertation.

But not really.  My department had a policy that the chair of a student’s

dissertation committee was required to be a core faculty member of the

department.  The only way around that, according to a student guidebook and

other written policies suggested that alternative arrangements, such as co-chairs,

was feasible if the proper petition was submitted.  I immediately went about

finding a co-chair.

The co-chair I had in mind – and the present chair of this dissertation –

was Associate Professor Ruth Malone.  Although not yet a core faculty member

of SBS, the paperwork for her appointment in such a capacity was already in the

works when I approached her in late 2002.  She agreed to be co-chair under the

condition that the other co-chair approve and that a workable division of labor

be worked out between them.  This latter point I believe I brought up myself,

trying to do everything I could to ensure that everyone associated with this

project would find themselves on the same page.  Eventually, it would come to

pass that my department would disavow their stated policy of permitting co-

chairs, doing so in response to the procedural issues and implications which

arose as a consequence of various petitions I submitted to form my committee.

The individual taking up the position of co-chair would have to settle for a

position as a regular committee member.

In the spring of 2002, I decided that I had had enough of the ambulance

life.  A certain hospital, let us call it “East Bay Hospital,” had some open
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positions for Emergency Department Technicians, and were actively recruiting.

On one of my runs to that hospital, I stopped by Human Resources and asked

about a job.  I got put in touch with the Emergency Department manager there

some days later – one of the busiest individuals I have ever met – who told me in

no uncertain terms that I could have a job if I wanted, but I needed to decide fast.

She had an ED to run, and no time to waste on my inbuilt anxieties and constant

stresses over whether any and every move I made was the right one.  She needed

bodies, period.  So hurry up; you have two days to decide.  I decided.  I put in my

notice at the ambulance company, and within a few weeks, I found myself in the

utter chaos that is a busy hospital’s emergency department.  How I was possibly

supposed to find the time to figure out a research project was beyond me, but at

that point it didn’t really matter because the job very quickly became all-

consuming.

Somewhere in 2003, I began thinking in earnest about bioterrorism

preparedness.  It seemed to me at the time that in thinking about bioterrorism,

experts and policymakers were constituting the conditions for thinking about

solutions to bioterrorism.  In other words, the discourse of bioterrorism contained

ways to prepare for and respond to it.  Bioterrorism and (bioterrorism)

preparedness were discursively related.  But what did that mean?  Didn’t

Foucault talk about discourse somewhere?  I was coming up with good stuff, but

did not have the tools to think about it adequately.  That would come much later.

My thinking about bioterrorism preparedness was specifically oriented at

the “local” level.  But what did that mean?  In the EMS world, “local” typically

refers to a jurisdiction such as a county.  The same went for disaster and

emergency management-related activities.  Sort of.  There was also a broader

component, or set of components actually, to disaster readiness that I was just

beginning to get a sense of.  Although all disasters, we are repeatedly and

dogmatically told, are “local first,” they involve an array of elements beyond

local jurisdictions.  There is, for example, some kind of hierarchical organization

that runs the gamut of government levels: local, state, regional, federal.
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Interesting.  Of course, at every level, a whole new set of literature and whole

new range of possible data sources (let alone study sites) became evident.  I

would later come to learn that what I was undertaking at the time, before any

proposal had been written and before any participants signed their Informed

Consent forms, was a legitimate and very informative orientation to the field.

A more accurate description of what I was doing, following Gupta and

Ferguson (1997b), is that I was constructing the field through a processes of

active orientation and reflection.  I had at this point my first taste in

understanding that the field I was studying – that object “out there” – was no

more pre-given, no more a manifest, obvious thing around which swirled

universally-shared meaning(s) than the event of 9/11 itself (see, e.g., J. Derrida in

Borradori 2003, Part 2).  The field, especially one quite obviously (in some

respects) in nascent stages of development, was formative, as was my thinking

about that field.  We were, in a manner of speaking, a good fit.  Only now, with

the benefit of hindsight and a substantial amount of stumbling around – coupled

with the occasional (personal) intellectual breakthrough – am I able to say this.

As something like a problem space began to emerge from the swirl of

data, literature, conversations with colleagues, and other inputs, I felt re-

energized.  I was excited by the possibilities afforded by some kind of research

project looking at local bioterrorism preparedness.  I began sketching out what a

possible project might look like.  My interest in EMS remained, although in

hindsight I’m not entirely sure why.  Somehow EMS was involved in

preparedness, was it not?  And if not, shouldn’t it be?  Weren’t first responders

going to have to respond to a bioterrorism event? (The little voice in the back of

my head telling me that looking at how firefighters in San Francisco respond to

an anthrax attack would not be a very compelling project was not listened to

very carefully).  Such a project should perhaps look at the intersection of EMS,

public health, and a field becoming increasingly more intriguing: disaster and

emergency management.  This field, it seemed, with its origins in civil defense

during and just after WWII, had become a voice in the field of bioterrorism and
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other forms of terrorism preparedness.  But what was the link?  What did those

folks do?

In the fall of 2003, another conference was coming down the pike: the 4S

conference in Atlanta, GA.  I put together an abstract in spring, not having the

slightest idea what I would actually present many months later, but sure that I

should present something.  My ties to science studies were deep, going back once

again to my Master’s program at the University of Amsterdam.  Leaving science

studies was unthinkable: I had a real passion for that field (and some important

relationships with a number of STS practitioners), and felt that I was at home in

that interdisciplinary field.  I was aware, too, that my productivity record was

not all that stellar.  By 2003, I only had two publications to my name, both book

chapters (and only one peer-reviewed).  Such a record applies to this day.  To the

extent that I had any name recognition in STS, if only by virtue of my previous

department and Amsterdam associations, I was certainly by this time a forgotten

face, with few prospects for getting known in any reasonable timeframe.  It was

time, I felt, to put my name out there again.  A presentation at 4S on the (hot!)

topic of terrorism would surely draw a crowd.  I could not wait for Atlanta.

As the conference approached, I began to get a rather unsettling feeling

(one I would get a number of times over the course of the years).  The feeling

emanated from an awareness that despite knowing with utter certainty that I was

onto something interesting and important, I did not know how to put it into

words – how to write about it.  How to present it.  What could I present, after all,

in fall 2003 when I had not yet even undertaken formal dissertation research?

Were all my preliminary investigations all for naught?  Could I not pull together

something from this mish-mash of “data” I kept coming across?  Were there not

patterns to discern, social processes to elucidate, theoretical formulations or new

concepts to articulate?  I was hitting the wall hard, and it hurt.  Atlanta was

approaching fast and I had nothing to offer, and I was not about to bow out once

again.
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Once in Atlanta, I frantically began putting together something, anything

to present for the panel.  I stayed up late.  I made overhead slides.  I drove

around Atlanta looking for a Kinko’s (which I found).  I stayed up even later.  A

quick check of my e-mail indicated that one of my committee members was no

longer inclined to participate in this capacity.  This person had just been

promoted.  She had other students, other responsibilities.  She was very busy.  I

was devastated… again.

The stage was set, following this terrible bit of news, for an utter disaster

the next day.  At least in this expectation, I did not disappoint.  I bombed.  I had

all fluff and no substance, and after five minutes, the audience in the room was

thoroughly aware of this.  Fortunately, the hall in which this panel was held,

capable of seating perhaps 200 people, contained exactly seven people, including

four panelists.  The unmitigated catastrophe that was my “presentation” was

witnessed by hardly anyone at all.  I escaped the session – it seemed like hours –

feeling dead inside.  I was not cut out for this.  Here was this great topic, no one

was touching it, rather sticking to studies of genetics, nanotechnologies, and

other cutting edge science studies topics, and I could not even formulate basic

statements about the field.  I couldn’t say what my data was.  There were no

findings.  There were no conclusions.

I resolved within the hour to quit graduate school.  I informed a colleague

and close friend of mine of my intentions.  I wasn’t taking my studies seriously

enough, I recall telling him.  Even when I did, I could not figure out what to say.

What should one say at academic conferences?  Should one go by the book,

presenting data, findings and conclusions?  Or should one get a little cutesy and

try the clever approach?  Wouldn’t the latter approach get me noticed? (The

irony of this question does not escape me now, as it did then)

A serious discussion with my wife, who accompanied me in all her

pregnant glory on the Atlanta trip, proved my salvation.  I would stick with

graduate school, but this time I had to get serious.  No more last minute papers.

No more procrastination.  Work hard, get results.  That’s the ethic in the modern
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era, isn’t it?  Curse Max Weber for bringing the kernel of this dual-edged truth

into the light.  I came back to the Bay Area and settled, happily, on one

chairperson for my dissertation.  At least I got that part right.  The

procrastination part has still proven tricky.

*   *   *   *   *   *   *   *   *   *   *

Already by mid to later-2003, I had ingratiated myself with a UCSF staffer

involved with disaster preparedness.  She was in every sense of the word a “key

informant.”  Let’s call her Charlotte.  Charlotte had taken an interest in my

project earlier that year, after we had a chance to speak together informally and

chat about my nascent project.  I do not recall how that early meeting came

about.  The early meeting was productive, but it was at that point that I got my

first real understanding of the nuances “participation” in a research project.

Charlotte took up a position as a kind of background informant – not technically

signed on to what I was doing, and certainly not a study participant in the formal

sense of the term.  She expressed a good deal of enthusiasm for the project (“This

project is coming along at just the right time, it’s really important!”), but I

suspected at the time, as I do now, that Charlotte also had, if not an ax to grind,

then at least she had sought a venue or outlet to vent what were obviously

substantial frustrations about the pace of UCSF and San Francisco disaster

preparedness activities.  San Francisco, she reported, was a total mess.  A grand

jury was investigating the City and County’s disaster efforts, and it seemed that

the folks at the EMS Agency were only barely on the same page with healthcare

providers and hospitals around town.  Grant monies were being fought over.

People didn’t like each other.  Calls were not being returned.  And no one,

Charlotte told me, was doing much about it.  Getting anyone to move on issues

related to disaster readiness was like pushing a car out of the mud: a little

progress here, a lot of slippage there.  Interesting.

______________________________________________________________________
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Reflecting on the information presented in the last paragraph highlights a

number of important issues.  The present climate in research institutions,

spurred on of course by questionable research practices in years past,

requires that participants in research understand the risks facing them if

they choose to actively involve themselves in that research.  They must

sign an Informed Consent form, which indicates that they are voluntarily

choosing to participate.  Charlotte has never signed an Informed Consent

form.  I have never asked her to.  Am I skirting a tricky issue by reporting

her discussions with me, discussions which were undertaken in private

and not formally in a research (data collection) context?  As I began this

research in earnest, I very quickly recognized some practical distinctions.

There was, it seemed, informal research and data collection, which fell

outside the boundaries of a more formal, institutionally approved type of

research.  The latter would be constituted through traditional research

mechanisms and practices.  The checklist is familiar: (1) survey a field or

topic of interest and with theoretical and/or practical relevance; (2)

elucidate a problem or problems; (3) design a study by identifying

appropriate sources of data and methods of collection and analysis, in

order to answer said questions; (4) etcetera, etcetera, etcetera.  Informal

research, however, which would in some respects prove more interesting

and “flow” better, was especially important in the early stages – when the

field, let alone questions, were not at all clear.  Some comments on this

process, and on some tensions I encountered, are in order.

Orientation to a field, and the concurrent task of constructing that field,

puts researchers in a bizarre, even a precarious situation.  The practices

considered most, or even solely acceptable in scientific research

endeavors related to the generation of a research project require that the

research by driven by extant problems.  How are such problems
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identified?  Again, the research apparatus has put in place ways to get at

these problems – problems which under this schema are presumed to be

knowable, already existing features of the real world.  One “starting point”

for research lies in the words, passages, graphs, tables and charts of

scientific publications.  It is there that, with the right set of eyes and the

right way of thinking about science, a savvy researcher can glean what

needs to be further studied.  Of course, this is usually accomplished in the

context of actual experience with the scientific objects under scrutiny.  A

researcher having no experience with prostate cancer cannot simply read

journals alone and decide from there what an appropriate future research

project would be.  Or is that not entirely true?

Certain of the social sciences present a bit more of a challenge.

Practically speaking, there is little utility in saying that sociologists should

have some familiarity with society before they study some aspect of it.

Although not, perhaps, a vacuous truth in the formal sense, the statement

is not useful.  Should a sociologist (or anthropologist, etc.) have, then,

some other kind of expertise, whether tacit or formal?  Should a

sociologist who wants to study disaster preparedness be familiar with

disasters?  Should that person have been – or rather, must that person

first be a disaster readiness specialist before choosing to study

sociological aspects of disaster readiness?  All of these questions tap into

larger ones.  The familiar debates amongst ethnographers include

questions about the utility and appropriateness of authentic participant

observation, the emphasis of course being on the term “participant.”  What

kind of participation counts as real participation (and would therefore count

as authentic)?  Epistemological questions have also been foregrounded.

If knowledges are situated (Haraway 1989), which qualifications are

necessary to get access to them?
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However these questions are answered, there is a temporal dimension to

the research process which deserves consideration.  This reflection

should itself begin as a question, touched upon above: How does

research start?  There is a requirement for some orientation to the field,

and an acknowledgement that such a field is co-constituted with the

research process.  This has already been discussed.  But how might all

this intersect with my experiences with Charlotte?  As this research

“began,” my experiences revolved around vocational work as an EMT and

an academic interest in emergency medical services.  I knew some people

around the Bay Area in the field of EMS.  I had read some academic

literature on EMS and (bio)terrorism, both clinically- and systems-oriented,

and a few small critical social scientific pieces.  Was this data or

background?  In beginning to speak with actual people involved in a

preparedness endeavor, it became clear that this was not a trivial

question.  It was, in fact, a central aspect to the inquiry I was undertaking.

The research, in some sense, began well before my discussions with

Charlotte, and well before any reading of any literature.  But wherever and

whenever the research had begun, how was I to understand whether my

speaking with individuals about their work and specific issues and aspects

related to preparedness necessitated a (positive) institutional sanction in

the form of Human Subjects approval?  But what was the cut-off line for

who was to be considered a (potential) subject, and who wasn!t?  Did

speaking with Charlotte about specifics of her work and of problems with

preparedness in San Francisco violate some kind of institutional norm

because Informed Consent had not been given (or asked for), and a

Human Subjects protocol had not even been drafted?  If it did, then how

was I supposed to undertake an orientation to the field?  By reading

books?
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Many colleagues I have spoken with have mentioned a kind of blurry

boundary between the formal and informal research endeavors I

mentioned earlier.  With a wink and a nod, a number of researchers have

made clear that while Human Subjects issues and Informed Consent are

(of course!) important – and, of course (they add), no ethical or legal

violations should be considered in the conduct of research – the demands

and the very characteristics of immersion in a field necessitate a lot of

informal talk in informal settings about the very things the researcher (and

the potential informant, presumably) is interested in.  Sometimes

conversations are had that are, for all intents and purposes, an interview,

and yet are undertaken without the requisite papers signed first.  While in

such cases Informed Consent should be solicited, the very real demands

of inquiry – as opposed to institutionally sanctioned research – necessitate

the occasional foregoing of  these requirements.  How can I possibly stop

the conversation at this point to mention Informed Consent, when this

person is providing such interesting information?  Or: how can I suss out

“the field” in order to develop a project (worthy of funding, worthy of a

dissertation) if I am technically, ethically and institutionally disallowed from

holding a meaningful discussion with potential participants/informants?

Although I never audiotaped any conversation in which Informed Consent

was not obtained, the sense of unease I felt during some of these

conversations was palpable.  I was visibly and physically uncomfortable.

Embodied habitus.

All of this leads back to where I started this reflection: on whether the

information I am now presenting – information from Charlotte about the

state of preparedness efforts in San Francisco – is valid, reportable

knowledge.  Does it count?  Have I transgressed extant norms of research

or report writing by presenting information (only a few short paragraphs

ago) which was, at the time, not institutionally sanctioned?  Does this
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funnel the information I elicited, and which I am now presenting, into the

category of “context” or “data”?

These very real issues are typically not reflected upon in the writing up of

research.  They remain comfortably hidden in fieldnotes, almost never to

be presented as part of the “real” research.  In real research, after all,

such questions and issues are ostensibly settled.  The extent to which

they matter, or not, is separated from the matter of whether they should be

included (written about, reflected upon) in the research itself.  This is a

question of ethics, a question of what is appropriate conduct.  Yet there

are ethics, and there are (professional, legal and institutional) Ethics.  This

dissertation incorporates – or more accurately is productive of – a set of

related and explicit ethical stances.  At an immediate level, the proposition

that inquiry simultaneously constitutes the researcher and the research

(object) necessitates that questions such as those raised here are

reported and discussed.  Failing to do so initiates an injudicious reporting

and reflection on the research.  It (intentionally?) obfuscates precisely

what matters about the field and the research process itself.

____________________________________________________________________

Charlotte’s enthusiasm for speaking with me opened a few doors, and

closed others.  She was able to pass off “tips” of various kinds – about upcoming

events, wranglings at City Hall or DPH, drama at her place of work.  One of the

more helpful tips alerted me to an all-day seminar sponsored by San Francisco

General Hospital on disaster preparedness.  The seminar was to be held in the

City, of course, and (hopefully) well attended by representatives of hospitals,

EMS, DPH and others.  Charlotte felt it conceivable that my attendance might net

a few contacts.  I was of the opinion, since I did not have a project formally
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proposed yet, that my attendance would generate ideas about what to study and

whom to speak with.  In other words, Charlotte and I were on the same page.

The seminar/workshop was informative and powerful.  A variety of

presentation were given, by the new Fire Chief, by experts in disaster

preparedness, and memorably, by a FEMA/DHS official with a very powerful

message.  The workshop worked not only as a vehicle to communicate to an

audience of practitioners the importance of disaster preparedness, it also served

as a powerful device to illustrate the ugly realities of terrorism.  A few of the

presentations were graphic and disturbing.  They were very effective.

Lunchtime provided the first real opportunity to mingle amongst the

audience and make introductions.  I could not bring myself to speak to a single

individual except for Charlotte.  When we were eventually seated for lunch itself,

I sat anxiously next to Charlotte and looked forward to getting out of there.  I

was extremely nervous to meet anybody.

I’ve begun seeing only recently how much confidence plays into issues of

access and entrée.  Being confident translates into looking confident, and that

translates into results.  By the end of the workshop, I had only managed to

muster up a small reserve of confidence, enough to approach several people with

Charlotte’s help.  Potential participants, especially very busy ones doing very

serious work related to healthcare, emergencies and disasters, are not a forgiving

audience, nor should they be.  I recall thinking at the time (with the aid of some

fieldnotes of that day) that I had one of two choices when introducing myself to

these individuals.  Either I could present some halfway accurate description of

my project – importantly leaving out any missing details about what I was

studying or what I expected to find – and sussing out whether they had interest

in eventually participating in it, or I could take the more tentative approach: “I’m

trying to figure out the interesting problems in the area of disaster preparedness

and terrorism, and I’d like to set aside a little time to discuss this with you.”  I

chose the former approach.  The results are memorable and significant.  In

broaching the topic of doing sociological research into disaster preparedness, I
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drew my first reactions of tentativeness and resistance.  This would be the first in

a long line of such reactions.  One person in particular did agree to speak with

me down the road; all the others politely nodded and indicated that they would

need to get approval from higher ups before speaking with me.  It was pretty

clear from the tone of many of these conversations that there was little interest in

participating.  There were more than a few blank stares.  Sociology research

project? So you want to know what, exactly?

What I wanted to know, exactly, was beginning to become a bit clearer in

my mind (although I would not be able to employ satisfactory language for it for

another half year or more).  I was especially reaching clarity on the idea that I

was not interested in the immediate, tangible, measurable elements of

preparedness activities: how many vaccines there are; how San Francisco EMS

officials obtain their intelligence information, or which sites in the City were to

be considered likely targets of an attack; whether San Francisco has sensors

deployed to detect anthrax in the air, and the like.  Rather, I was getting

interested in how various officials, across EMS, public health and emergency

management were coming to understand the problems they faced.  How were

they formulating these problems?  What practices went into producing

knowledge about these problems?

I have not yet reached a firm decision on whether these distinctions are

articulatable to potential informants.  Now that I am a great deal more

comfortable with this research project and what I am doing, I am leaning

towards the idea that such distinctions can and should be discerned and

described (to participants) from the outset.

The downside to such an approach is sizable.  First, there is no inherent

value in describing to potential participants that, basically, the research is

oriented around how participants come to understand and make sense of their

“work objects.”  For them, their work objects, whether that be risk analyses,

terrorism preparedness, vaccination schedules, tabletop exercises, or whatever,

are given.  They are manifestly what they are.  What is there to question about
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them, and why on earth would someone want to study that?  A colleague of

mine pointed out to me in 2004 that asking participants what they understood

“biological threats” to mean was a pointless exercise.  To them, biological threats

are obvious; there are not fine phenomenological details to suss out.  One does

not question what is meant by them, or (literally) ask how they came about as an

object of knowledge; one questions how to deal with them.  In other words, it

seemed, certain inquiries were going to be considered acceptable, and certain

other were not.  There was a politics to all this that I was only very slowly getting

acquainted with.

The degree with which I wrestled with all of this was directly

proportional to the extent to which my explanations (to potential study

participants at the SFGH disaster workshop about my research) were garbled

and confused.  I believed at the time that I could not say that I wanted to study

preparedness in the sense that I wanted to know what the City and County were

up to: which plans were in place, what would an organized response look like,

who’s involved, etc.119  If I said that, I’d look too nosy.  Who would want to talk

to someone who was in their eyes basically going to pry around?  On the other

hand, how useful would an esoteric recital of my one-quarter formed sociology

of knowledge project sound to these professionals, 100% of whom had better

things to do than listen to me fumble around for words describing things I

wasn’t too sure of myself?  I was in a bind.

As mentioned, I chose a more straight-forward approach.  I observed that

mentions of terrorism, and especially bioterrorism preparedness, elicited

immediate looks of suspicion from a number of individuals.  They did not know

me; I did not know them; and I was asking about bioterrorism preparedness

activities.  The reception was chilly; I got very few business cards.  I went into

2004 with a degree of hesitation about this project.  What was the big deal, after

all, talking to me about one’s job and its fit with preparedness activities?  I had

                                                  

119 I have a different take on the matter now, as I discuss below.
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no idea the weight of that question.  Nevertheless, I was excited to press on.  I

had “only” to worry about writing up my dissertation proposal and seeing if any

grant monies were out there to fund the work.

*   *   *   *   *   *   *   *   *

In 2003-2004 I felt compelled to seek out additional funds, although “compelled”

is perhaps an inaccurate term.  Internal funding from UCSF had run out in 2002-

2003.  After several successful funding years, largely with Departmental and

university funds, the well had run dry.  I was surviving on EMT wages, typically

by working 36-48 hours per week.  When I moved to East Bay Hospital, I cut

down to 24 hours a week, but still had some university funds to support me.

After 2003, however, that all came to an end.  I sought out and found a UCSF job

as a graduate student researcher.  The pay was average, but the skills I was to

learn (in an area largely unrelated to my dissertation) were invaluable: I would

learn to code transcripts of legislative hearings on issues related to health policy.

It was around then, as 2003 turned into 2004, that I began honing in on

transcripts and legislative hearings as possible sources of data for some kind of

bioterrorism preparedness project.  I had started thinking about why this kind of

data might be pertinent or useful; it was not at all obvious at the time.  I have

already provided a broad overview of the utility of multi-site research, as well as

the arguments, found largely within the field of anthropology, advocating a

broader range of sites to study as part of contemporary ethnographic fieldwork.

As this relates to my thinking on bioterrorism preparedness, it had

become increasingly clear throughout my early researches that the formulation

of bioterrorism as a problem in need of a solution had been largely accomplished

on Capitol Hill.  As elements of a national apparatus – preparedness or some

other kind – came into closer proximity with one another, it looked more and

more like the driving force behind much of this movement could be found in

Washington.  But how to “capture” this as data… that was the question.  It was
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feasible, of course, at least in theory, that discussions with Congressional staffers

or, conceivably, members of Congress, could provide the requisite information.

Where better than from the horse’s mouth to find out about the horse?  This

indeed was the question.

I had begun at the time to think more about “discourse” as germane to my

study, but wasn’t sure how this would or should play out.  Did discourse

represent, truly and accurately, specific subject positions?  Did utterances reflect

the viewpoints of the people doing the uttering?  Surely statements uttered by

members of Congress in committee hearings, for example, were not “pure”

reflections of their positions on various policy matters; it seemed inconceivable

that the politics behind any policy could be either (a) laid bare, or (b) bracketed

off from the study of Congressional hearing discourse(s).  But was that what I

was after?  I didn’t know; and I certainly had not read enough Foucault at that

point to understand that issues of “representation” and “subject positions” were

effectively what he took issue with in focusing his early work on discourse.  It

probably goes without saying that I had at that time incorporated exactly none of

the works of Luhmann, and so the possibility of mapping discourse onto

(Luhmannian) systems of communication, was outside (my) thought.  What I did

know was that as policies were put forward and debated, the principle site of

activity was in Congressional hearing rooms, where various committees took up

various issues related to biological threats and preparedness efforts.  The

hearings, I felt, were pivotal, if not as a site of “pure” debate, then at least as a

stage where knowledge about biological threats and biopreparedness was

formally articulated for the purposes of establishing and accomplishing

particular aims.  More attention to the matter was clearly called for, but I had

more immediate considerations to address, largely revolving around funding for

the upcoming year.  Whatever the dissertation was going to look like, it seemed

clear by 2004 that it was going to be tied to the kind of funding I would apply for

and ultimately obtain.
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*    *    *    *    *

Grant-writing has proven both a blessing and a curse.  It has in any event

been interesting, personally and sociologically.  In 2003 and especially 2004, a

number of possible grant possibilities had been made aware to me.  One such

possibility existed at UC Irvine, home to the UC Humanities Research Institute

(UCHRI).  Another possibility, since National Science Foundation dissertation

funds were for bureaucratic reasons beyond my reach, lay in another federal

agency: the Agency for Healthcare Research and Quality (AHRQ).  For readers

unfamiliar with either of these two organizations, a fair characterization would

be that they occupy virtual opposite ends of the research mission/funding

spectrum.  UCHRI is concerned with dissertations oriented towards “the

humanities AND medicine or the theoretical social sciences AND medicine”

(UCHRI 2006); and consequently involves intensive, critical, theoretical work.

Grants awarded by AHRQ, an agency within the US Department of Health and

Human Services, are geared towards work with an immediate application to

healthcare access, delivery or quality.  Grants are awarded to projects that

contribute to an “evidence base” to be used to establish best practices in these

healthcare areas.  Critical, theoretical work – in the critical social scientific sense

of these terms – is utterly anathema to AHRQ funded research.

So it was that the stage was set for an interesting period of writing.  The

writing I set out to do in early 2004 ran along parallel tracks.  On the one hand

there was a dissertation proposal to write, one meant for “consumption” within

my department.  The proposal had a set of guidelines to be followed, at least

nominally.  Ideally, the dissertation proposal was to be an elaboration of the

graduate student’s Third Area Examination, the major addition being inclusion

of a research protocol.  Outside of some marginal similarities between emergency

medicine and bioterrorism preparedness, my Third Area Examination had little

to offer the dissertation proposal: little that I discussed substantively or

theoretically in that hundred twenty page glorified literature review could be
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brought to bear on the problems of bioterrorism and biopreparedness.  I had to

start from scratch.

Before I could do so, however, I had to keep sight of AHRQ’s

requirements and grant application.  Those unaccustomed to federal grant

application procedures are quickly made aware of the skill set necessary to

submit an application, let alone a successful one.  It is a process of survival,

nothing less.  More than the extensive bureaucratic requirements, however, are

the demands of concise scientific writing – a skill with which I had very little

familiarity.  My writing style, a reflection of how I think, is verbose, even a little

winded.  I cover my bases.  I qualify everything.  I employ too many clauses,

utilize too many commas, and generally speaking, take five lines of prose to say

what more concise thinkers and writers can say in one or two reasonably sized

sentences.  If I could, I would write in painfully laborious German.

One should correctly surmise that I was not initially in the most

advantageous grant-writing position.  How was I possibly to wrap my head

around something like “Research Aims”?  Is it even possible to concisely state

research aims?  Do they not require lengthy exposition and context?  Are there

not problems to address, which address the problems facing the researcher in

constructing the problems to study?  How could any word I write be taken at

face value when much of what I want to say about bioterrorism preparedness

was new, provisional and contingent?  The more immediate problem I faced was

therefore to employ language with which I was wholly unfamiliar: research aims;

how to justify qualitative research and show that it was appropriate to the

questions I was asking; research implications for policy; budgets.  It was a

daunting task.  The process itself was, for lack of a better term, brutal.  I felt like I

had been beaten up.  I must have false started every substantive section of my

grant application fifteen or more times.  Literally.  Every sentence I wrote needed

a sentence before it… and then, upon doing this, another two qualifiers or an

explanation was required.  My thinking and writing had become circular.
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I had difficulty decoupling grantwriting from dissertation proposal

writing.  AHRQ, of course, was not going to be interested in the analysis of

Congressional hearing transcripts.  Even I was clear on this point.  But what

then?  I suspected that the local angle would prove the most fundable, and my

dissertation advisor agreed.  We aimed to study local bioterrorism preparedness,

and to do so in the one county I thought I had a chance to gain access to: San

Francisco.120

_____________________________________________________________________

Any good dissertation advisor, like mine, will tell her students that securing

entrée to a research site is never guaranteed.  Even if a researcher is assured with

metaphysical certainty that access is granted, that is usually only the first (and by

NO means the last) step in gaining entrée.  Such statements, when made, should

be greeted with the utmost skepticism.  A healthy, if modest dose of distrust is

not entirely uncalled for in these situations.  By early to mid-2004, a number of

discussions with members of a Bay Area public health department had produced

verbal agreements that I could speak with them, and pursue further contacts

with staff.  One contact in particular, Karen, seemed promising.  I carried the

promise of (possible) contacts with the public health agency as a de facto

agreement that entrée had been achieved.  I never bothered to get a written note

                                                  

120 The research aims eventually were distilled down, but the project was not funded.  These were
the aims: 1) To describe and compare the sets of practices and social organization that constitute
local bioterrorism preparedness in three institutional and professional domains, including public
health, disaster and emergency management, and emergency medical services, in an urban
setting;  2) to describe the effectiveness of “dual-use” and “all-hazards” preparedness
frameworks according to appropriate professional staff and select personnel in the domains of
public health and disaster and emergency management, respectively; 3) to discern a) how specific
risks and threats associated with bioterrorism are identified at the local level across the domains
under study, and b) what, precisely, those risks and threats are, including how risks are
understood to differ for various subpopulations and communities across the domains under
study; and 4) to provide direction and a basis for future research and policy development in the
area of bioterrorism preparedness by establishing a point of comparison for other urban settings,
and by highlighting where organizational and domain-level barriers exist to impede the
development and implementation of effective preparedness policies and practices.
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securing entrée before I had drafted either my AHRQ grant proposal or my

department dissertation proposal.  I assumed I was in.  I was wrong.

A memo I wrote in May 2004 outlined my “initial strategies for access and

entrée into study sites.”  Included in the memo (at the behest of Professor Dohan)

were “plausible contingencies”; in other words, I put down on paper likely

barriers and obstacles, as well as other branching-off points where new strategies

might need to come into play.  Charlotte had contacted Karen and asked if she’d

be willing to meet me -- again, as it turns out, since we had met a few years

before.  My notes reflect a kind of shotgun approach to early access efforts: speak

with as many people as possible, from as many different sites as possible, and see

who would take the bait.  In addition to speaking with Karen (and Charlotte), I

set out to speak with a State official -- a friend of a colleague -- as well as others

around the City.  Excerpts from the memo reflect my sense that these initial

discussions would parlay into hordes of Important People clamoring to speak

with me:

My initial plan is to contact these two individuals and set up interviews on fairly

short notice. [I have not contacted any individuals yet, pending CHR approval of

the project.]  From these interviews I’d like to get the lay of the land,

organizationally, in addition to the substantive data that the interviews are meant

to elicit.  This should provide the names and contact information for a number of

potential study participants who are not yet on my initial contact lists.  This is

especially the case with respect to Karen, who is centrally situated to provide this

kind of information.

In addition to generating new contact information from these individuals, I will

also contact three other individuals whose names were given to me by Charlotte…

Still another strategy will be to contact the Paramedic Association…
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Valuable data can and should be gleaned from regional organizations that are

implicated in disaster response.  To this end, I may join Disaster Medical

Assistance Team-Six, based in the Bay Area, as an EMT.  I’ll have to speak with

Ruth about this but I’ve been giving it more thought lately. [DMAT-6 expressed

strong reservations to my project, but ultimately agreed that if I was a qualified

EMT, I would be allowed to join the unit.  I would in all likelihood not, however,

be granted permission to collect data – at least in any formal manner – as part of

my participation.]

Finally, there are the remainder of the individuals on the initial contact lists who

will be selectively contacted, if and when appropriate, and asked to participate in

the study.  This includes [Oakland officials], and individuals from FEMA’s

Region IX office here in SF.

It is possible that representatives from one or more agencies will decline to

participate in the study; in fact, it is possible that entire agencies will not permit

entrée.  If SF DPH and/or SF EMSA are amongst those agencies that are

unwilling to permit entrée or grant interviews. Then serious modification of this

research project will be necessary.  This could include any number of the

following options:

1) Pursue other locales, such as Alameda County…;

2) Shift the focus of this project to state level bioterrorism preparedness…;

3) Shift the emphasis of this study to “biodefense” and “biosecurity”…

Little did I know that two of these three contingencies would come about.

Eventually I would target Alameda AND I would orient the research towards the

problematization of biosecurity.

The dissertation proposal was a labor of love, although the former

probably outweighed the latter when glanced upon in hindsight.  I had already
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begun formulating a critical sociological study of the “problem” of biological

threats and preparedness for several months.  I would only later come to see,

after joining with the Berkeley LAC/ARC group, that the project was very much

congruent with Foucault’s and Rabinow’s collective understandings of

problematizations.  The proposal was long and thorough.  It came out polished.

The process of writing was immensely productive; it was during the several

months of writing it that I began putting down on paper in a systematic and

somewhat formalized manner how I saw EMS, public health and disaster and

emergency management assembling around the problem of biological threats.  In

generating understandings about those threats were sown the seeds of their

solutions, most notably through an emergent form called preparedness.  I had

not yet made the jump to the broader category of public health preparedness; the

project’s orientation was bioterrorism preparedness.  Only later did I come to

realize that this was an overly narrow focus, one with implications both

conceptual and methodological.

I knew for some time that the “theory” section of the dissertation proposal

was shaky.  For all my theoretical inclinations, which manifest more as interest

than ability, I had a good deal of difficulty figuring out which theory or theories

would be appropriate for the project.  As a critical social science researcher, the

preceding sentence has a certain irony.  “We” do not look for the right theory to

“fit” to a project!  Certain conceptual and theoretical formulations have

resonance and may be appropriate as a guide and analytic anchor for some kinds

of research and not others; but this is a far cry from picking and choosing

theories like items on a discount clothing rack.  At the time I was aware that I

had some interest in the concept of risk.  It seemed relatively clear to me that risk

was at play in formulations about biological threats, and informed at least some

preparedness practices.  I deduced from this that risk should appropriately be

included as a theoretical anchor for the study.  But where was I supposed to

start?
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The dissertation proposal speaks for itself.  I gave a very cursory overview

of select risk discourses.  I included some and pretended others did not exist.

Cultural approaches to risk -- what a terrible phrase -- ala Mary Douglas made

the cut; so too did Ulrich Beck and Deborah Lupton.  A certain strand of

sociological research focused on risk, coming from the Perrow, Vaughan, Short,

Clarke cluster were deemed relevant; the work of Krimsky, Slovic and others

engaged in first-order risk research (perceptions of risk; risk communication;

uptake of risk; amplification, etc.) and immediate theorizing, not to mention most

science studies scholars (Jasanoff, Wynne, a hundred others), were given short

shrift. This and a few other problems were rightfully brought up at my

dissertation proposal defense in September 2004.  The following excerpt of the

proposal defense transcript highlights these issues.

Professor Pinderhughes: “… You touched on the risk stuff, but there’s a

whole lot more on risk… I think that within that literature of risk, there’s

a whole range of different things from risk management, construction of

risk… and certainly, within the context of the policy piece, that risk

management is huge.  In terms of how the process of preparation would be

outlined, for example.  And it will probably come out when you get to that

question of ‘what are we preparing for and what are we deciding not to

prepare for?’  A lot of that will come out of that process of risk assessment,

differential risk, likelihood, all that sort of stuff that’s a part of that…”

(Hindsight would show that Professor Pinderhughes thoughts on

this matter were prescient.  Chapter four is largely oriented to these

sorts of issues.)

There was also the very literal question of where I was supposed to start in terms

of the actual writing of the proposal.  For several months in early 2004, I had

been false starting on the proposal repeatedly.  No amount of writing and

rewriting could get my “narrative” in any kind of shape.  Whereas narratives
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have beginnings, middles, and ends, whatever it is that I wrote -- it certainly was

not a narrative -- would have what looked like a beginning for a little while, after

which it would become clear that my beginning was hardly a beginning at all.  I

was back to circular thinking, which parlayed into circular writing, and from

there back to circular thinking.  The same problem I was encountering with the

AHRQ grant application was rearing its ugly head on the dissertation proposal.

I could not catch a break.  But then I read Marilyn Thompson’s “The Killer

Strain,” and the bottleneck without end finally was cleared.

____________________________________________________________________

Writing is a peculiar and wonderful and difficult activity for me.  By 2004,

my written output was not extensive.  A number of individuals have rightly

observed that much of my thinking about sociology and sociological

problems remains firmly lodged in my head; it receives an outlet primarily

in conversation and the occasional e-mail.  As the dissertation proposal

got underway, I only very slowly began to view writing as a form of

thinking.  I was aware that when I actually did dare to write -- and I do

mean dare literally, because an assortment of fears remain my chief

barriers to writing -- I usually produced something decent and interesting.

The process, however, was often a painful one.  I had been poorly trained

to write, and never knew the joys of daily writing; of viewing writing as a

necessary activity, a perpetual driving force in my intellectual pursuits.

Because I have had a complex relationship with my intellectual endeavors

(a reasonable characterization would be a love/hate relationship), my

passion towards research and writing activities has historically waxed and

waned, often dramatically.  As I was writing the dissertation proposal in

spring 2004 -- or trying to, at least -- I very successfully reached a low

point in the cycle.  I could not find an “in” into the writing or the substance

of the work.  The endless false starts had emotional repercussions, and
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with deadlines looming and other commitments to meet, my relationship to

my writing and my work became precarious.

Experienced writers will say that the most random event can

alleviate a bottleneck in writing.  Something, anything, can provide a

catalyst to write when the writing is going poorly.  The pivotal moment for

me, Thompson!s book on anthrax, provided both a specific case and a

style of writing that worked to clear the extant blockage.  Prior to that

point, I had been thinking largely in abstractions: Preparedness, Threats,

Government (or The State), and the like.  I had been largely unsuccessful

in grounding these abstractions in empirically observable phenomena.

Reading about the anthrax attacks provided a way in which to “hook” into

specifics (actors, practices, institutions, objects, policies, etc.), while

linking them up to broader structures, patterns and discourses.  Moreover,

the narrative style was gripping: it told a compelling story.  The

dissertation proposal took off from that point.  A “mini-case study,”

detailing the anthrax episode, was initially positioned at the beginning of

the proposal; it was later moved a few pages in.  In writing the narrative of

anthrax, I had finally found a way to ask pertinent sociological questions,

and to do so in such a way so as not to get caught in the circular trap

overshadowing much of my previous work.121

____________________________________________________________________

With the dissertation proposal defense having come and gone, I was in a good

position to begin my research in earnest.  I had received approval from UCSF’s

                                                  

121 The transcript of my dissertation proposal defense includes the following statement: “… In
that [anthrax] mini-story, that’s where I really hit those concepts [risk and threat] and
problematized those concepts very hard… [Up till then,] I had a hell of a time wrestling with
what gets placed in empirical literature review, and what gets placed in theory… I’m not entirely
sure of the distinction in a lot of these studies about what is sort of presented as empirical
evidence [-- of what?--], and what is formulated as theoretical propositions and conceptual
frameworks…”
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Institutional Review Board to conduct my research; apparently, my institution

agreed with me that I wasn’t going to subject the study participants to an

unreasonable degree of risk.  The Institutional Review Board was not aware that

a great deal of effort had gone into the drafting -- crafting, really -- of a research

protocol which would have to clearly indicate that, despite the “sensitive” nature

of the topics interviewees would be asked to talk about (e.g., biosecurity), there

was really no appreciable risk to them or to others.  It was in the drafting of the

dissertation protocol that I started to understand some of the tensions between

the internally consistent and rational demands of the institution in which I was

embedded (protection of human subjects, liability concerns), and the practice of

unfettered social scientific inquiry.

I will never know if the expedited committee which reviewed my protocol

application was at all concerned with the conduct of research on topics of a

“sensitive” nature.  Must IRBs concern themselves over such issues?  Are they

legally culpable if an informant reveals a national security secret?  I felt that the

best way to handle such a question was to pay as little attention to it (in the

protocol) as possible.  In other words, the tactic I chose to handle this delicate,

and ultimately pretty important issue, could fairly be described as “nominalist.”

Others might have called it “avoidance.”  In a few sentences, I laid out the

contingency (the interview may turn to sensitive topics), and the easy-out

solution (if so, the participant may choose not to answer or stop the interview).

In retrospect, the tactic was both successful and appropriate.  The technical

solution (stopping the interview, not answering the question) was what the IRB

needed to hear.  They desired neither to hear nor adjudicate the larger issue of

sensitive national security topics.

The more important point to come out of this process was my

sensitization to the idea that this research was engaging with two “spheres” or

domains of knowledge.  One kind of knowledge is to be found in the public

domain.  There are few normative proscriptions against engagement with it.  It is

knowledge that can be produced, disseminated, discussed, challenged,
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dismissed, modified, laughed at, mocked, glorified… whatever, all ostensibly in

a public forum.  Obviously there will be tacit rules of engagement with it but the

point is that it is generally accessible.

My sense was that there was a hidden knowledge as well -- something

which commentators like Leigh Star and Donna Haraway have noted.  But

unlike these forms of knowledge and their accompanying modes of

representation, the knowledge I was beginning to think about was masked (from

the public, I suppose) by virtue of inhabiting an institutional and discursive

space increasingly closed off from the public and public discourse: namely,

public health and emergency/disaster management.  The irony I saw at the time

was that overworked, underpaid public health officials, used to fighting in the

trenches against the likes of sexually transmitted diseases, tuberculosis, and

obesity, found themselves at the vanguard of a secretive national/homeland

security apparatus.  I include here an e-mail illustrating, at an immediate level,

the gatekeeping function that public health has taken on as protector of a special

kind of knowledge produced at the intersection of health and security.

As you probably know, this Department has worked long and hard in drafting

plans to respond to a bioterrorism event.! We have worked within our own

Department as well as with all other City agencies that would provide services to

the residents of The City in the event of an emergency.!! However, at this time, we

are not in a position to release our plans or details of our planning process to any

entity except that of the Mayor's Office of Emergency Services who oversee the

City's emergency response operations. While I understand your wish to interview

my staff regarding our BT planning process, I am sure you can appreciate the

confidential nature of the work this City has done and the vulnerable position we

would be in if we release information related to this critical planning process.!!

You may wish to consult with their office to determine the current level of public

access to the City's bioterrorism plans.! Good luck with your endeavor.
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Two years has provided sufficient time to get over my initial shock of out-and-

out rejection.  But more interesting than my conscious hostility towards this

position is its sociological relevance and utterly perfect internal, logical

consistency.  But what is the logic to which this position is attached?  Which

political demands, rationalities and practices have coalesced in such a way that

the “I-can’t-tell-you-how-we-are-going-to-protect-you” line becomes acceptable,

as I would come to find out, in matters related to public health?  I have come to

understand the reluctance of public health officials to speak about “matters of

security” as an issue demanding critical inquiry.  What conditions, what factors,

what relations of power and knowledge have crystallized, or at least stabilized to

some degree, by which specific matters of (public) health have been removed

from the public, so to speak?  What are the effects of this new formation, this new

articulation of health and security?122  Gradually this level of inquiry would

come to characterize the dissertation research.

*   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *

In summer 2004, I heard about a new program being put on at the University of

California, San Diego, called Public Policy and Biological Threats.  The program was

advertised as a two-week seminar which was to bring together experts and

scholars from across a variety of disciplines.  The purpose was to give

participants a flavor of the various issues surrounding natural and engineered

biological threats through discussions ranging from international

nonproliferation regimes, to simulations of biological attacks, to primers on the

                                                  

122 Later my colleague Paul Rabinow would point out to me the additional irony characterizing
the continued recalcitrance, bordering on arrogance, of local public health officials to speak with
members of the public about how their health was being protected specifically.  As civil servants,
these officials are ostensibly accountable to the public; the idea that public inquiry (research,
journalism, citizen requests) into health should be discouraged or ignored, if not banned outright,
is prima facie ludicrous. The counter argument that health has become a security concern and
therefore should incorporate appropriate security measures (against leaks of sensitive
information, for example) opens a window onto a discussion that needs to take place in the
public sphere.



360

pathophysiology of various biological agents.  Other subjects were also to be

touched upon.

I was intrigued but wary.  I was intrigued because I felt the timing of such

a program was perfect: I was about to undertake research in earnest and felt that

the program matched up with my interests almost perfectly.  I say “almost”

because I had cause for pause: the birth of my first child was pending in April,

around when the application for the program was due.  Two weeks was a long

time to be away.  I was more wary, however, about the emphasis, or more

accurately, the “method” of the program.  The program billed itself as a “boot

camp” – that is, as an intensive program, filled with classroom work everyday,

lodging in dormitories, and cafeteria food.  It had a summer camp flavor to it.

Moreover, it looked from the announcement as if communication would

essentially be one way: from assorted “experts” to us, the students.  This sat

uneasily with me.  I had been looking into the topic for at least two years at that

point, and felt I probably had as much familiarity – expertise, if you will – in the

subject area as most of the speakers scheduled to lecture.  I wasn’t sure how well

I was going to take sitting and soaking up what I already knew, for two weeks.

Surely, the program would be interactive to some extent…?  Surely this would be

an opportunity to do some intense collective work in the area of biological

threats, perhaps with intensive writing sessions, collective research,

opportunities to think about publishing a volume… something, just not a boot

camp.  My imagination got the best of me; I began to see the event as what I

wanted it to be, and not what it clearly stated it was.  I signed up and was

accepted right away.

___________________________________________________________________

In reviewing the application for the UCSD training program, I noticed the

wide array of disciplines represented.  Economists, political scientists,

infectious disease specialists, laboratorians, intellectual property lawyers,
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physicists, nuclear specialists, former senior government officials, and

others.  Notably, there were no sociologists, anthropologists or historians

– a point I discovered quickly.  Just around this time, I was trying to work

out a number of intertwined issues related to my research aims, career

goals and personal interests.  The most difficult issue was whether I was

training to become an expert in biological threats and preparedness – let!s

say from a critical social science angle – or whether I was aiming to be a

practitioner of preparedness in the immediate sense: as a policy wonk or,

gulp, an emergency management official.  The distinction was relatively

clear already; my leanings were not.  All of this has played out in at least

two ways.  First, during the program, I could not decide if I was more of a

participant or an observer, collecting data.  Was this program not part of

the field?  Was it not a node in an overall emergent assemblage of some

kind?  What kind of notes should I be scribbling during lecture: what the

lecturer is saying, or fieldnotes of the lecture “field” and critical questions

to spark discussion and debate (either in class or elsewhere)?  Second, I

was beginning to think more about expertise.  Clearly the lecturers had

expertise, but it seemed to me that the technical expertise they

demonstrated in their lectures was missing something; but what was it?

The broader picture?  A critical angle?  All of these, I felt.  Simultaneous to

this, I was contemplating my expertise.  Was I becoming an expert?  In

what, exactly?  Here again there was that distinction between being

knowledgeable, or an expert, in preparedness; and then there was

expertise on preparedness.  The distinction is eminently familiar in medical

sociology, which grew out of distinctions between sociology in and of

medicine (the latter being analogous to my use of the preposition “on”).

Although I did not have a more formal language to think through all these

distinctions, in hindsight it is clear that I had been wrestling with something

akin to Luhmann!s 1st and 2nd-order observation schema.
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____________________________________________________________________

For all its shortcomings, the PPBT seminar proved unequivocally to be a turning

point in the trajectory of the research, and the researcher’s personal and

professional “path.”  It was there that I met two individuals who would open up

new directions in my work and professional associations.  One of the

participants, Shauna, had begun working with Paul Rabinow at UC Berkeley on

a new and exciting project in “biosecurity.”  She felt strongly that I should meet

him.  Having of course heard of him and having read a few of his major works, I

was anxious to do so.

Also in attendance at the seminar, and the only faculty member to attend,

was Andy Lakoff, a recent addition to the sociology faculty at UCSD.  He, too,

was interested in this thing called preparedness, and as it turned out, he was

collaborating with Rabinow on the biosecurity project.  We decided we should

meet outside of lecture to suss out our common ground and see if there were

collaborative possibilities.  There were.  The meeting with Andy was remarkable

for a number of reasons.  Foremost amongst these was the very exciting

realization that I was speaking with someone who was very interested in critical

inquiry into preparedness and biosecurity.  Not to practice it, but to study how it

is practiced.  Here was someone who put into terms that I was both familiar with

(sort of, as I will show) and interested in, a way to think about preparedness

from a critical social scientific standpoint.  Until then, I had been groping for the

right language and the right conceptual tools to think about these things.  In

meeting with Andy, I realized I had found a person who was so equipped.  It

was an exciting time.

The meeting was also important because I came across for the first time (in

this area) someone who was studying largely the same thing I was.  We were

both interested in the same thing: preparedness, how it has come about, how it is

articulated, how it is practiced, its effects, etc.  On this score, I was as worried as I

was excited.  Were we not doing the same thing?  Even though he was interested
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in scenarios and simulations and I was honing in on local preparedness efforts,

we were asking a lot of the same questions.  But he was a junior faculty member,

bright, intelligent, motivated, serious, and beginning to publish.  Anxiety rose.

What if I was scooped?  What if my efforts were for naught because Andy was

going to publish preparedness pieces first?  Suddenly, there was an additional

motivation to collaborate.  Not only were there immense benefits to collaboration

with a core of serious, intelligent Berkeley folks (Andy, Rabinow, and another

scholar, Stephen Collier, all had connections with Cal), in which I could learn a

great deal; but it seemed tactically prudent to get close to this group so I

wouldn’t be left in the dust intellectually or publication-wise.  I returned to the

Bay Area to think about all this, and get reacquainted with the new family

addition, born three months earlier: my daughter, Sophia.

*     *     *     *     *

The 2004 meeting of the American Sociological Association was held in San

Francisco in August.  I was excited to attend, although after the brutal experience

in Atlanta the year before, I was not yet ready to put myself out there with

another empty presentation.  I had little data, and was still formulating the field.

I was not about to embarrass myself again.  I attended without presenting.  On

the schedule were a few events related to terrorism; fewer than I had hoped for

or expected.  Still, they looked interesting.  One was a panel of esteemed

sociologists and experts to discuss terrorism generally; the other, a roundtable

put together by Steven Crouch, a well-published scholar on disasters whose

work I had some familiarity with.  I looked forward to both.

The main terrorism panel was abysmal.  Outside of one utterly compelling

presentation in which was discussed Chechnya, the presentations were duds.

One presentation picked apart how to count terrorist events as data; which

sources were appropriate, which databases were accurate, etc.  It had utility of

some kind or another, I suppose, but the information was not all that interesting.
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Certainly, there was no critical component to it.  The more memorable

presentation was worse.  A sociologist of some repute, whose work had spanned

decades and who built his reputation as a sociological theorist, presented what

amounted to anecdotes and conjecture in support of his musings on terrorism.

For 30 minutes, I sat in utter amazement as this ivory tower scholar pontificated

about a subject for which he was able to present only the sparsest of data, and

whose utterances amounted to the worst kind of innuendo, speculation and

guess-work.  My notes from the conference reveal my recognition of the

institutional power of the academy, and the dangerous ties linking power to

knowledge.  Observations of the audience showed people buying

wholeheartedly into what this scholar was saying, and it was at this point I

realized the danger of the academy in a way I had not fully appreciated.  This

stuff was passing as scholarship!  As critical inquiry!  As theorizing!  People were

nodding their heads.  I was disturbed.  Was this the best the academy had to

offer the field of terrorism: banal conjecture bordering on inanity? Insanity?  I

was beginning to wonder what I had gotten myself into, studying bioterrorism.

Just who was studying these important issues, anyway?

The answer to that question had begun to present itself in Atlanta a year

earlier.  In a hall that could hold at least 200 people, I counted seven during my

presentation.  A roundtable scheduled at the 2004 ASA meeting would surely

draw scholars to talk about their work, right?  Not right.  In addition to a scholar

(of disasters) of some note, there was myself and an undergraduate student.  We

twiddled our thumbs for half an hour; I think no one was brave enough to just

leave.  We exchanged pleasantries and that was that.  Strike two.

A third event, a roundtable on risk, was more interesting.  A number of

well-known scholars attended.  One was mean and pompous; I made sure to

keep my mouth shut, as I was just sitting in.  Another scholar gave a brief

presentation, and the mean one threw daggers at him.  The gentleman who gave

the presentation announced at some point that he was editing a special edition of

a journal on terrorism.  I approached him after the roundtable.  After describing
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my work, he invited me to submit something to him, but a deadline was fast

approaching.  I had about a month, in which I produced one-quarter of a paper.

That quarter sounded quite promising, but once again I didn’t know what I

wanted to say.  I had no message (I thought).  Again: no data, no findings, just

putting this field together.  I did not yet understand that writing produces the

field; it produces thought; it pokes and prods, and offers a way to think about

how to think a problem.  It doesn’t have to have The Answers to A Problem.  But

I didn’t know any of this yet.

*     *     *     *     *

In August 2004, I met Paul Rabinow for the first time.  I felt it important to come

across impressively.  I wasn’t sure where the meeting was going to lead, but

knew that meeting a high-powered scholar required my “A” game.  I came

prepared.

Professor Rabinow described an exciting new project for which he, Lakoff

and Collier were the Principal Investigators.  They had found out some funding

from the government – from the National Science Foundation and DARPA – was

likely in the works.  Their intention was to set up a kind of fluid social science

research “laboratory,” which would involve the participation of several

individuals and institutions.  Faculty and graduate students from a number of

places, but for starters primarily out of Berkeley, would be the core of the group.

Although all our substantive research interests were different, they were tied

together at an immediate level by an interest in “biosecurity,” and by a broader

collective aim to study anthropos – the human.

Aside from the more immediate gratifications that were to accompany

being part of a concrete intellectual group – real people to speak with, real

meetings, real e-mails exchanging ideas – based in the Bay Area, I was also

excited by the prospect of intellectual collaboration.  Up to that point, I had been

largely on my own; whatever stumbling blocks and other forks in the road I had



366

to traverse, as well as the occasional (personal) intellectual breakthrough, were

largely my own doing.  My interest in science studies and medical sociology had

been cultivated with coursework, reading and my participation in a writing

group.  My interest in social theory, critical inquiry and other related endeavors

had found no outlet and no opportunity for practice.  Finally I had found a

venue.

_____________________________________________________________________

But what of collaborative work?  Why is it important?  Scholars have had

surprisingly little to say on the topic of collaborative work amongst

researchers, despite compelling demonstrations of the utility of such an

approach (see, e.g., Strauss 1987; Burawoy 1991).  A perusal of the

literature on (reflexive analyses of) collaborative research yields work

predominantly oriented towards collaborations between researchers and

research subjects, typically under the rubric of social justice and scholar-

activist frameworks (Hill 2004).  This approach, sometimes referred to as

“action research” is laudable for its attempts to integrate theory and

practice at immediately observable levels, such as communities, or within

specific organizations, like elementary schools.  In these contexts,

collaborative work has been developed as a way to empower and give

voice to individuals in their efforts to improve their situation, through the

establishment of linkages with an institution previously at arms length from

their objects of study, the academy.

Collaborative work constitutes a normative stance in scientific

practice.  Within the critical social sciences, the norm at work is based in

the notion that the “lone researcher” model of empirical inquiry is an

inadequate mechanism for scientific discovery, and that multiple subject

positions, methods of data collection and analysis, and research sites are

more suitable to the demands and complexities of the present-day world

(and present-day research).  A fundamental critique, generally accepted
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amongst ethnographers in both sociology and anthropology, is that the

lone researcher model is anachronistic; it hearkens back to a time of

relentless study of the “Other” in the service of imperialistic and

colonialistic imperatives.  The lone researcher, typically white and typically

male, cast about amongst the primitives as a way to document difference,

the effect of which was to reify extant relations of power in the form of

domination and subjugation.  The critique continues in this vein.

Ethnography!s continuing project at renewing itself has led to new

modes of inquiry and understanding.  Outside of postcolonial critiques of

ethnography lie a different set of needs identified as necessary for the

furtherance of productive social scientific inquiry.  Calls for “multi-sited

ethnography” (Marcus 1995), a greater attention to heterogeneous texts

and diverse modes of knowledge production, have been coupled with

active advocacy to bring collaborative work and collaborative thinking to

the table (Rabinow 1999; Rabinow and Dan-Cohen 2005).  Why?  The

LAC website, now known as ARC (Anthropology of the Contemporary

Research Collaboratory) provides one answer.  It reads:

ARC is a collaboratory in the human sciences. The
term “collaboratory” gained currency in the early
1990s, particularly in areas such as the natural
sciences and computing. There is a narrow
meaning of collaboratory, namely “a distributed
research network articulated by means of
information technology.” We prefer to think of our
collaboratory as a network concerned with more
than information: it is a dynamic and emergent
form for inquiry and exchange that seeks to re-
imagine and remediate many of the things that, in
the social sciences, might normally be included
within a discipline, such as the norms, standards,
and mechanisms of critical rectification that make
it possible to conduct inquiry and contribute to the
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production of knowledge, tools for thought, and
modes of collaborative work and care.123

_______________________________________________________________________

As 2005 rolled around, I found myself embarking on something intellectually

exciting.  By joining LAC, I had found an intellectual home.  I had also honed in

on what would be the “final” iteration of my dissertation research.  With San

Francisco refusing me entrée, I had some hard choices to make about research

sites.  How could I study preparedness if I did not have a locale in which to

study it?  Professor Pinderhughes indicated that he had routine dealings with

Alameda County’s Director of Public Health, and that he would be happy to

pursue discussions with him to secure me entrée.  I agreed; as San Francisco did

not pan out, perhaps its neighbor would.

There were other sites to consider as well.  I had had an abiding interest in

Congressional hearings for some time.  My training as a researcher of health

policy through an analysis of legislative transcripts had me well positioned to

continue this line of work in my own substantive area.  As mentioned above, I

felt that transcripts offered a view onto an understudied aspect not of public

policy, per se, but of policy relevant discourse(s) related to biological threat and

biopreparedness.  Why not therefore make relevant Congressional hearings one

of my research sites?  I did just that.  The task at hand, however, was daunting.

There were quite a few Congressional hearings with some relevance to biological

threats, including many on issues related to Weapons of Mass Destruction

(WMDs).  Many of these documents were over two hundred pages long, and

consisted in both oral presentations by experts as well as written statements

(some of which converged with their associated testimony, others of which

veered off).  I was troubled by the prospect of wading through an endless sea of

hearings; exclusion criteria were not immediately obvious.

                                                  

123 This text can be found at: http://anthropos-lab.net/about
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The question of research sites was very much coupled to the object of

inquiry: preparedness.  But a number of factors necessitated thinking about that

object in a different manner.  In fall 2004, AHRQ denied funding for my

dissertation.  Although the application scored fairly well (it was “borderline”), it

did not make the final cut.  The reviewers comments were excellent, and correct.

The project – that is to say, the AHRQ “version” of my dissertation project,

focused on local preparedness efforts in San Francisco – was considered by most

of the reviewers to be too broad and too unfocused.  Studying EMS, public health

and disaster management was too ambitious. Yes, indeed.  My methods were not

explicit.  Perhaps.  There were too many research aims, covering too broad a

field.  Not really.

This was my first experience with extensive peer review.  Prior to the

AHRQ grant application, I had only one “formal” experience with (blind)

peer review, that being for a book chapter in Oudshoorn and Pinch!s The

Co-construction of Users and Technology.  In that case, there was only

one reviewer and, respectfully, the person missed or chose to bypass a lot

of fundamental problems with the work.  I suspected that the bar would be

raised with the AHRQ reviewers, part of an NIH peer-review study group.

There were a reasons for this.  First, the statistics on the matter were

clear.  Some 5-20% of grants get funded.  I was also a bit concerned that

the peer reviewers would, at best, be from disciplines outside of sociology,

and at worst would frown on anything approaching a “critical” angle of

study.  As I was later to learn from both Professors Malone and Rabinow,

one cannot possibly know in advance how a study is going to turn out; it

may follow the protocol, but more likely it will veer off, sometimes

substantially.  Despite this, it is necessary to go through some steps –

some very important ones, granted, but also in some measure perfunctory

– in order to secure funds.  Those on the receiving end of the grant

application were, I suspected, looking for clear language that would lay
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everything out for them.  But how does one lay out what one cannot know

because the requisite exploratory research has not yet been undertaken?

The question is not trivial.

______________________________________________________________________

I was sad not to have had the application meet with greater praise or an

affirmative funding recommendation, but appreciative that most of the reviewers

had a number of kind things to say.  I was more concerned about where I would

get money for the academic year.  Already I had been informed by

administrators at UCSF that my petition to waive limits on the amount of hours I

worked there would be denied; I was therefore unclear how I was going to pay

the bills, do dissertation research, and raise a daughter.

With San Francisco rejecting my request for entrée to their site, and

Alameda only a possibility, I began to think about how to whittle down the

broad topic of preparedness to something more manageable.  A case study

perhaps.  Already in 2004, I had begun looking into smallpox and the failed

smallpox vaccination program as a possible topic for my dissertation.  Little in

the way of critical social science research had been written on the subject.

Moreover, it was an extremely interesting event, one with which I had some

personal involvement.

As an EMT at East Bay Hospital, I had been offered the option to receive

the smallpox vaccination in early 2003, as had all my colleagues working in the

emergency department.  I recall briefly considering it.  I more clearly recall a

notice posted on the board of the employee staff room, which with strongly

worded language implored staff not to get the vaccine.  The notice was posted by

Service Employees International Union, Local 250.  My union.  It had joined with

the California Nurses Association in a campaign to reject the smallpox

vaccination program on the grounds that the risks of side-effects were too high

(for staff and their families), while the risks of getting smallpox were unclearly

articulated by the CDC or the current presidential administration.  I was
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intrigued.  How could the country possibly put together a coherent and

organized effort to counter the “threat” of smallpox if the individuals on the

front lines not only refused vaccination, but refused to buy into the risks being

communicated to them.  What was it about how society? the US? the

government? public health? something else? was organized that facilitated this

kind of unfolding?  Surely the wariness and disinclination on the part of

healthcare providers to be vaccinated could not be ascribed to identifiable

“faults,” such as a lack of understanding the “true” risk of a smallpox outbreak

or the vaccine itself.  Smallpox suddenly became very interesting.

It also became interesting, of course, because to study it would entail the

study of a different set of research sites than the ones I had hitherto intended to

look at.  As those sites (San Francisco and perhaps Alameda) were closed off to

me, the prospect of engaging with a different set of participants, perhaps more

amenable to participation, was quite appealing.  But which sites would those be?

As I began to focus my efforts on smallpox, I looked for neat divisions in

the event, discrete units if you will, from which data could be collected.  One

became immediately apparent.  The Congressional hearings data set, which

seemed so daunting at first, afforded me the opportunity to study how biological

threats were being formulated.  I would worry about preparedness at other sites.

Consequently, the sample of hearings data could be sharply reduced in size.

This part of the project became doable.  There were still, however, the other sites

to consider.

By spring/summer 2005, it became clear that the CDC was a central

player in the SVP.  Its agents and officials had undertaken a variety of activities

in articulating smallpox as a threat, facilitating meetings with experts and the

public, and devising and implementing the SVP itself.  Surely there must be

some number of officials who would speak with me on the matter.

In addition to these methodological concerns, I had also begun to do some

serious thinking about the ways in which the vaccination program had been

debated.  In what (public?) forum were various vaccination options presented?
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Which discourses crystallized as dominant ones, and with what effects?  How

were various risks weighed?  How were experts supposed to decide upon the

matter when the official government stance was that the risk of acquiring

smallpox, presumably through (bio)terrorism, was not quantifiable?  In what

venues did these experts operate?

All of these questions led me to the Advisory Committee on

Immunization Practices, the ACIP, and its interactions and interfacing with the

CDC.  With Congressional hearings and the CDC/ACIP as two sites for research,

I felt, since the local preparedness piece of the research had not (yet) panned out,

that one more was necessary.  I noted with some interest that the Institute of

Medicine had submitted a number of “letter reports” to the CDC during the

implementation phase of the SVP.  The CDC had requested the IOM’s input on

issues around implementation of the program as a way to observe where

improvements might be made.  In hindsight, this request was not unlike the

practice businesses employ in hiring consulting firms to observe their own

practices.  On the surface, anyway, it looked like the IOM was engaged in 2nd

order observation.  Although perhaps untraditional, it seemed feasible that the

IOM might serve as a third and final study site.  By studying the letter reports as

texts, I felt there might be some way to analyze the entire research field in terms

of various discursive modalities.  Finally, a more doable project was shaping up.

Complementing these developments, I had begun to immerse myself in a

setting where I hoped I would gain some of the skills necessary for the kind of

conceptual and analytic thinking I felt was crucial for the project.  Professor

Rabinow’s seminar on biosecurity, offered at UC Berkeley in 2005, provided an

excellent opportunity to participate with peers in orienting to biosecurity.  It

came along at just the right time.

The seminar was my first opportunity to read Niklas Luhmann (and

several other authors) in depth.  I had some familiarity with his work, having

been exposed to his thinking on autopoeisis several years earlier by a professor at

the University of Amsterdam.  It was in the seminar, however, that I was



373

exposed to Luhmann’s work on risk and distinctions between 1st- and 2nd-order

observation.  Suddenly I had language with which to describe the distinction

between (1st-order) problem-solving, and (2nd-order) critical observation of

problem-solving.  I sensed the possibility of constructing a solid intellectual

underpinning for my own work.  What assumptions were practitioners, experts

and policymakers bringing to bear in their formulations of what threatening our

communities, our country?  What were the effects of articulating a thing one

way, but not the other?  How, in select spaces of discourse, are certain elements

foregrounded?  What allows them to be foregrounded in such a manner?  What

kinds of distinctions could be made between specific, subject-centered discourse

(which institutional actors say what), and the more elusive discursive field, and

why was this important?

Owing to peculiar circumstances (for which I consider myself extremely

lucky) which revolve around Professor Rabinow’s friendship with Michel

Foucault, and of course, his intensive engagement with the latter’s work, I also

had access to some of Foucault’s provocative work on security (Security,

Territories, Populations), work which has only been published in English as of

April 2007.  It was through these texts, summarized by Professor Rabinow and

Carlo Caduff that I could think through whether our contemporary moment

could be characterized in terms other than (Foucaultian) discipline or security.

What else was at work?  Which technologies were developed and brought to

bear on the problems of the day?  Onto which logics, which rationalities, were

these techniques being mapped?

___________________________________________________________________

Exposure to the Berkeley seminar on biosecurity was coupled with a

parallel set of interactions with the Rabinow/Lakoff/Collier Laboratory for

the Anthropology of the Contemporary (LAC).  The laboratory setting, its

mission, and its orientation worked to provide a home for my own

intellectual production.  We were a complementary fit.  In addition to an
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informal arrangement to “be a part of” LAC, I also entered into a formal

relationship with it.  As I had settled on a dissertation topic related to the

Smallpox Vaccination Program, I contracted with LAC to write a Working

Paper on it.

My training to that point consisted largely in following the UCSF curriculum

for medical sociology and science studies.  In working with LAC, I came

quickly to see that an additional set of tools was necessary a) if I was to

keep abreast of my peers in LAC and the biosecurity seminar, and b) if I

was to produce a Working Paper which contributed the kind of work LAC

was looking (and paying me) for.  Although my studies at UCSF had

provided some interaction with anthropological and Foucaultian work, my

exposure was limited.  It was certainly limited relative to my new peers,

most of whom practiced within the discipline of anthropology.  But what

kind of anthropology, and more broadly, what kind of conceptual tools,

was I supposed to equip myself with?  How and especially why was I

supposed to employ this “equipment” (Rabinow 2003)?  Was this

supposed to supplant my own training, or complement it?  Early

discussions with Professors Rabinow and Lakoff indicated that the

approaches I was used to taking could be handsomely augmented by an

additional orientation, namely, how to study the configuration of elements

(discourses, practices, technologies, rationales) which had started to

come together as biosecurity and preparedness.  Yet this language was

still foreign to me.  Rationalities?  Logics?  What are those?

It is useful to examine how these approaches are, in fact, complementary

to the sociological perspectives I employ.  My early sociological

formulations of the problems I wished to study provide a fascinating view

onto my early thinking.  The following are excerpted from my dissertation

proposal.
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The principal sociological task of this project is to interrogate the technical and

social underpinnings of a type of (presumptively) rational, organized set of

activities and behavior collectively referred to as preparedness.  Specifically, this

dissertation research is concerned with examining the salient social processes that

constitute municipal preparedness for the medical and health consequences of

bioterrorism in a local context.  One of the more important motivations for

carrying out a study of this kind is that it is through an examination of social

processes of preparation and preparedness that useful and sociologically

interesting things can be said about what is being prepared for: in this case

bioterrorism.  This dialectic of preparedness and that which is being prepared for

form a central axis around which the thrust of this research is centered.

This dissertation research examines the ‘problems’ of bioterrorism and

bioterrorism preparedness by problematizing them (cf. Gusfield 1981, Best 1989,

Stallings 1995). It begins from that premise that what bioterrorism “is,” that is,

what constitutes it (as a threat, or a risk, or a hazard, or something else) is largely

dependent on who constitutes it, and in which social, institutional and

professional settings those actors situate themselves (Short 1992; Clarke and

Short 1993).  A corollary to this premise, which also acts as a starting point for

this research, is that the production of bioterrorism preparedness (as

representational practices, modes of knowing, or cultural formations), is a set of

continually emergent, negotiated processes (Strauss 1993) accomplished through

work of various kinds (Strauss et al. 1985; Strauss 1993; Clarke 1991; Clarke and

Gerson 1990; Star 1991, 1995).

In coupling [the domains of knowledge and practice], this project asks rather

straightforward sociological questions.  Who does the preparing, how is it done,

and in what social contexts are knowledges, techniques, objects, and sets of social

relations mobilized, resisted, negotiated, modified or employed?  What sort of
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collective commitments have to be made in order to go about accomplishing

bioterrorism preparedness, and where do tensions lie?

The reader will note the early emphasis on the problem-solution dialectic,

and the (sociological) emphasis on the social construction of a

social/policy problem.  A critical interrogation of the field was very clearly

articulated.  Nevertheless, one might fairly critique the emphasis on actors

and meso-level structures and objects as too prominent.  The more

pertinent questions, it seems, revolve around the conditions which brought

these actors and meso-level structures into their specific relationships with

each other, and how such a configuration became the prominent one.  In

other words, that which constitutes the present (how things hang together

now; what the relations are now; which groups, discourses and practices

are observable now; what are the elements of preparedness now), had

somehow to be linked to the historical activities which produced it.

My work with the Berkeley group, both in the seminar and in LAC/ARC,

sensitized me to Foucault!s, and later Rabinow!s, explicit formulations of

problematizations, which I have discussed in some detail above.  I was

heartened in the fact that my orientation towards “problematizing the

problem,” as I stated in my dissertation proposal, seemed to fit -- at least

at some basic level -- with Foucault!s notion of problematization.  I knew I

had asked the right questions, and that I had begun to do so,

independently, at a fairly early stage in my own work.

___________________________________________________________________

As the project began to cohere, there was still the matter of funding to deal with.

One grant proposal, to AHRQ, had already been nixed the previous year.

Another grant application, to UCSD’s Institute on Global Cooperation and

Conflict, in 2005, was apparently narrowly rejected.  I had gambled a bit on that

one.  The IGCC typically funds dissertation research emphasizing more
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traditional security concerns and methodologies.  My focus on biosecurity

obviously fit under the broader rubric of “security,” but the methods and

research sites I proposed to study were risky:  I chose to try to sell the IGCC on

the idea that how security problems are articulated and negotiated, for example

in US Congressional hearings, was an important “first” step in the study of

security problems.

Instead of building into a research project a given set of problems

revolving around biosecurity or biological threats (“given” in the sense that they

are the received wisdom within expert circles or popular discourse, for example),

I had proposed a critical interrogation of the conditions under which such

problems come to be understood as such.  The proposal was very difficult to

write: applicants were asked to write a three-page prose application describing

the research, various problems it was meant to address, extant literature,

methods, relevance, and implications.  Again, I was being asked to do what

seemed nearly impossible.  How could I distill the incredible and beautiful

messiness of the field into this kind of format?  Which five things would have to

be excluded for every one thing I was to mention in the application?  How could

a $14000 decision (the amount of the award, plus fees) be decided on this basis?  I

was very pleased with the application I ultimately produced.  After several false

starts and far more hours spent on it than should have been the case, a

reasonable product emerged.  It was not funded.

Rather at the last minute, I decided that the time was ripe to aim for the

AHRQ dissertation grant once again.  The task was daunting.  I already had

some familiarity with the application process, of course; still, the prospect of

undertaking it once again was not appealing.  I had too much work to do

already, and I was stretched thin in a number of areas.  Plus it was a federal

grant, which is daunting in and of itself.  Still, the AHRQ was on a funding cycle

which specifically included an emphasis on “bioterrorism” – and so, therefore,

presumably (since it was AHRQ) on preparedness.  Much of the work had

naturally already been done when I worked on the previous iteration of the
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grant.  The issue, a very substantial one, was to incorporate the reviewers’

suggestions from that submission in such a way as to keep the project I wanted

to do, whilst adjusting where needed to meet their demands.

I did just that, addressing each of their critiques one by one.  Most notable

among the changes in the application was a substantial reduction in the scope of

the study.  Rather than focus on EMS, public health and disaster management, I

focused exclusively on public health.  Moreover, instead of utilizing a

participant-observation approach in tandem with interviews, I proposed

exclusively to interview public health officials.  The modifications were guided

as much by practical considerations as by methodological necessity; the

opportunity to reduce the size of the project by two-thirds, thereby making it

more as opposed to less methodologically (and intellectually?) compelling was

one I could not pass up.  Unfortunately, my accurate read on the reviewers’

critiques was not accompanied by a correct approach with respect to my

advisor’s involvement in the process.  For better and worse, I essentially wrote

this resubmission solo (with very important help in its pre-submission stage).

My thinking at the time -- if it could be characterized as that -- had mostly to do

with a desire not to bog my advisor down with more paperwork and requests to

review (more) work that did not take the form of field write-ups, or even

chapters.  Applying for more grants when I should have been forging ahead on

the actual project itself weighed heavy on me.  In hindsight, I clearly had to

apply for the grant: there was simply no way viably to remain in graduate school

whilst unfunded for entire year.  Somehow that got translated into taking on all

the responsibility myself.  It paid off, of course, in some sense (the grant was

funded), but in the meanwhile my relationship with my advisor was strained.

Next time around, whatever the issue was, I was clear that I needed to maintain

more open lines of communication with my advisor and the rest of my

colleagues.

The year 2005 also saw the second act of an ongoing drama involving local

public health personnel.  At the urging of Professor Pinderhughes, I established
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contact with Alameda County’s bioterrorism preparedness “office.”  I sent out an

initial e-mail to the person heading the unit describing the project, very

noticeably indicating that the county’s health director had given his permission

for my study of Alameda’s bioterrorism preparedness efforts.  My first response

back was positive and encouraging.  It read: “Let me know what you need.! I would

be happy to participate.”

From this response, I took to understand that I had secured access to the

site.  I went to my initial meeting with this person, let’s call her Mary, and

proceeded (to my surprise) to conduct an impromptu interview.  The meeting

went well.  She learned about my project, and I learned a great deal about

Alameda’s smallpox vaccination experiences.  As the meeting wound down, we

made arrangements to speak again.  She was to run my study by her staff, and

get back to me on whether they would be willing to participate.  But wait a

minute:  I thought I had secured entrée.  What’s this about asking her staff?

Surely, that was not part of the deal, was it?

It was, and they said no.  Four weeks after thinking I finally found a local

preparedness site, I found out once again that the very site which had initially

said yes, had in fact said no.  Such a result would be more tolerable if I hadn’t

indicated on my federal grant application that I had already secured access to a

local site.  That was the second time in a row that had happened.  I began to

worry seriously about the repercussions of that, especially if it turned out my

project was going to be funded -- which is precisely what happened.

*     *     *     *     *

I had begun to get a sense as far back as mid-2004 that the project’s early

orientation towards bioterrorism and bioterrorism preparedness was somehow

incomplete, or perhaps unstable.  I could not satisfactorily answer the question I

repeatedly posed to myself: why bioterrorism preparedness?  Was this not the

kind of pre-packaged object I was precisely trying to problematize?  If I took it as

a given, was I not logically excluding the possibility of its critical interrogation as
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a given?  The SFDPH official whose e-mail I provided above indicated that BT

and BT preparedness were sensitive topics, seemingly not open to public or

scholarly inquiry.  If BT preparedness was being put off-limits to me, what about

a more innocuous term?  How about public health preparedness?

There were several compelling reasons to make public health

preparedness the focus of study.  I have already mentioned one: site entrée under

the auspices of a bioterrorism preparedness project was not materializing.  An

additional reason also presented itself, although it took me two years to see it.

Early formulations of my project included an explicit focus on disaster and

emergency management as one element in broader preparedness efforts.  Part of

the canon of contemporary emergency management was an increasingly adopted

strategy or principle by which all hazards, whether natural, technological or

intentionally-caused, were to be prepared for in largely the same manner.  The

“all-hazards” approach, as this strategy has been called, has been characterized

as a necessary (next) step in preparing for and mitigating the consequences of

various disasters, for reasons that have largely been discussed.

By 2005, I had begun to see that the all-hazards “logic,” by which

distinctions between natural and non-natural hazards/disasters were challenged

and largely removed had been increasingly applied to the biological domain.

Just as disasters in general were to be prepared for regardless of any natural or

non-natural origins, so too were infectious diseases, constituted as biological

threats, to be countered in roughly the same manner whether naturally occurring

or intentionally-caused.  To focus on bioterrorism and bioterrorism preparedness

was to do a disservice to a much broader assemblage of elements falling in place

for a range of threats and responses.  Still, to study preparedness in all its forms

was to invite the kind of criticism analogous to one that the first AHRQ

reviewers had astutely brought up, namely, how does one study, how does one

map Preparedness?

The short answer, which owes its existence as much to practical concerns

(again) as to intellectual rigor, is that one does not engage in this effort – or at



381

least, according to my sense of the matter, I should not engage in this effort for

this dissertation project.  However, an overview of preparedness, brief but

judicious, drawing out the essential linkages between various elements of what

can be thought of as a preparedness assemblage, would probably be necessary.

Substantively, though, a shift in focus was necessary, one that would circumvent

the problem of the narrowness of bioterrorism (preparedness), yet not be too all-

encompassing as to require a detailed study of Preparedness writ large.  Public

health preparedness, which focuses on the health aspects of disasters (typically

in the context of biological threats), came into view as the appropriate object of

study.

With the general object of inquiry materializing quickly, coupled with

some initial soundings in the area of smallpox and the SVP, the present project

began shaping up.  Some two to three years after embarking on some kind of

project, I had finally settled on one.  But all the work that had gone into the

project, all the thinking, all the writing – all the scrambling and running around –

all of it was but a set of initial soundings into the field of (public health)

preparedness; what in institutional research language would be called

“preliminary” or “background” information.  In an immediate sense, none of it

counted.  There was still, after all, “real” data to collect.  The several interviews I

had had with state and SF officials in 2004 were interesting, and to be sure they

have been incorporated into this work, but the heart of the data collection

(outside of Congressional hearing transcript downloads, accomplished in spring

2005) had yet to be carried out.  I needed to do interviews.

The CDC and the ACIP proved an attractive source of potential interview

data.  I had already collected a number of ACIP meeting transcripts discussing

various smallpox vaccination options, and fortunately many of those documents

contained lists of individuals associated with both organizations.  Let the form

letter and mail merge commence!  I was fairly certain that members of the ACIP

would be amenable to a chit-chat with me, at least by phone.  Most had already

served their time on the committee and were no longer members; surely a half
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hour chat would be possible.  One month and zero replies later, I began to

wonder once again about my assumptions regarding potential study

participants.  What was holding all these people back?  Why was no one

forthcoming?  A parsimonious answer, which only moderately tested my pride

but substantially tested my patience, was offered by advisor, Professor Malone:

these people are too busy.

I have never been one for parsimony, especially in human affairs.  My

previous research experiences with data collection and interviews had proceeded

far more smoothly than anything I was encountering on this project.  Although it

was, and is, plausible that members of the ACIP were in fact (too) busy to answer

yet another letter or e-mail, I sensed that something more complicated was it

work.  Was it the nature of the topic itself?  Was it too sensitive a topic?  Was I

representing myself and my project in such a way as to generate disinclination in

participation?  The letters and e-mails I sent were very formal – letterhead,

mention of federal funding, mention of LAC and social science.  I just did not

know.

To my great surprise, CDC officials began responding to my solicitations

in droves.  A closer look at who was responding had me especially intrigued.

Senior officials, some at the very highest levels, had expressed interest in

participation.  What would a parsimonious explanation of this development say?

Everyone had time on their hands?  Not likely.  More likely was that a lot of

people in CDC had a lot to say about the now infamous Smallpox Vaccination

Program.  Panning for gold – an interesting metaphor for the research endeavor –

had until this point had yielded nothing but pyrite.  Finally, I hit pay dirt.

If the SVP was going to be a substantive focus of the research, a few things

needed to happen.  First was to reconcile research on the SVP with research on

local preparedness efforts.  The impetus for the former was driven largely by

practical considerations (many CDC officials wanted to speak on the matter), but

also by the need for a build out of empirical studies at LAC (which I was heavily

committed to being a part of) and a realization that the SVP would be a decent
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anchor, somehow, for much of the rest of the dissertation itself (narrowing to

smallpox gave the project a concrete case and made it more doable).  The focus

on locals seemed to be a holdover from my initial project, which had been

developed precisely to examine local preparedness efforts.  This development

was made all the more complicated by virtue of the funding I was now tied to:

AHRQ expected a project oriented towards the local level, despite the fact that

the research in its totality was largely geared towards the SVP and, to a lesser

extent, the Congressional hearings.  The inherent messiness of multi-sited

ethnography was clearly becoming just that: messy.  I began to see that the extant

structures and institutions set up to facilitate research had few useful

mechanisms for doing this kind of work in any kind of coherent, integrated way.

What then was the thread running through all these disparate sites?  Were

there common themes or practices, common techniques or concerns shared

across these sites, which could link them together in something like a coherent

way?  I believe there are.  One of the main concepts employed across each of

these sites is risk.  In Congress, risk is evoked, if you will, in the context of a

structured set of interactions between legislative policy-makers and experts of

various sorts.  Performance is essential.  Positions on issues must be recorded for

the public record (for a variety of reasons).  In this context, I understood risk to

be structured around narratives, i.e., relatively coherent “stories” containing a

beginning, middle, and end, which describe problems – or potential problems

(and for whom they are a problem) – and their potential solutions (as well as the

risks involved enacting or not enacting such solutions).  With respect to the SVP,

it seemed that the emphasis was on how to technically assess and manage risks

with virtually incalculable probabilities.

At the local level, I was getting a sense from informal discussions with a

number of officials that the risks they felt they were facing did not exactly map to

the risks articulated in Atlanta or Washington, D.C.  To say risks are “local”

(similar to the oft-stated phrase, “all disasters are local”), however, does not do

justice to how risk was operating at the local level.  A familiarity with immediate
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jurisdictional and community needs – that is, understandings of “local risks” and

what to do about them was in some sense in tension with the production of risk

(knowledge) at the national level.  How to tease out these observations and

distinctions became the empirical issue.

An additional element running through all the sites revolved around the

already-discussed “all hazards” approach to preparedness.  There was

something of a political expediency, it seemed, in lumping a variety of disparate

possible catastrophes under one framework.  More than that, however, there

were in the strictest sociological sense, empirically observable conditions and

consequences of such a tactic.  But what were these?  What is it that allowed

pandemic flu and smallpox to occupy the same space – the same sentence, even –

in planning documents, expert testimony, and professional activity?  What were

to be the broadly conceived effects of this?  How was the social world being

“imagined” in light of this broad array of biological threats?  How was it being

reconstituted in discourse and practice?  All of these questions had salience

across the research sites.

*     *     *     *     *

As these questions crystallized into what appeared at first glance to be an

eminently doable, and moreover a very interesting project, the opportunity arose

to try my hand at yet another local site.  By virtue of a fortuitous encounter with

some UCSF researchers working on the problem of emergency preparedness and

response for “special populations” in a Bay Area county, I was put in touch with

officials in that county responsible for public health preparedness.  Surely this

third attempt at a local county would yield some dividends; would entrée not

automatically ensue by virtue of the hard work put into networking with these

and other officials?  The initial indication was that I was successful in securing a

research site.  I had proposed, and ultimately conducted, interviews with officials

in this county over several weeks in mid 2006, and there was every indication
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that this was the beginning rather than the end of this facet of the dissertation

research.  These hopes were not borne out.

Unlike previous encounters with other local officials, these interviews

suggested all the makings of an enduring relationship.  One interview in

particular suggested to me that my presence was not only welcome, but

positively desired.  Nearly two hours of intense conversation produced a

collective sense that we (myself and the participant) were “getting somewhere,”

as our discussion tapped into both the immediate issues my informant was

facing and “larger” intellectual issues being generated as a result of our collective

reflections on his work and the research I was conducting.  We were finding

ourselves in general agreement on a range of issues, and what I can only describe

as collective excitement was beginning to permeate our talk.  We were both in

agreement that his work and mine could enter into a productive relationship –

that each could inform the other in welcome and productive ways.  Things

looked up; they seemed quite promising.

It is all the more surprising, therefore, as I sit writing these reflections

some two months later, that this official’s enforced silence – he has not returned

any of my phone calls or e-mails since I conducted a group interview with two of

his officials – has become the prominent feature of my reportage of my encounter

with him and his unit’s work.  What had looked so promising only a few short

months ago, namely the possibility of engaging in truly collective work between

researcher and subject, insider and outsider, first and second order observer, has

been usurped by a feeling of utter exasperation in the knowledge that once again

my work at the local level has come to naught.

Maintaining this stance, however, is problematic.  Of course, my work

with the locals has not been entirely unproductive: chapter five, for example,

draws substantially on the interviews with local officials I have been able to

conduct over the preceding two years.  Moreover, there is the inescapable

finding to be (further) teased out, which describes the reticence of local officials

to permit access to their sites and their work, and, in linking this to broader
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forces at work, the structured boundary construction and maintenance being

quite effectively accomplished between certain sets of practitioners engaged in

work related to health and security.

The pattern of inaccessibility described above is also a pattern of how

knowledge and practice are shaped (and confined) according to institutional

demands and procedures; and moreover, perhaps, reflective of the ways in

which knowledge at the intersection of health and security (in the form of

preparedness) is being shaped into a set of expert discourses and practices which

are being formed and maintained at some distance from the people whose health

and security ostensibly is being safeguarded.  Although this dissertation has

never been conceived as an empirical project to examine tensions between

security and freedom, or secrecy versus openness, it would seem in some regards

that it has produced findings precisely on these issues.

The irony of this observation should not be overlooked.  Although there is

perhaps no surprise in observing that yet another area of knowledge and practice

under the rubric of security has been cordoned off from inquiring individuals, a

distinctively discordant note continues to ring as major efforts oriented towards

the safeguarding of health at the population level – especially in the event of a

catastrophe – remain hidden from public view.  In a democracy.  This argument,

overtones of which are to be found in the “democratic deficit” discourse of policy

and administrative analysts and political scientists, takes on added weight when

coupled with the bizarre observation that, as federal agencies (like AHRQ) seek

to fund research into “best practices” for preparedness, the very individuals who

hold the keys to access for researchers – also federally funded, I should add – are

refusing at every step to let them in.  Is this not precisely the antithesis of

preparedness?  Surely this is as salient and useful a finding as, for example, a

perceived barrier to effective risk communication or a deficiency in an

organization’s hierarchical structure – i.e., problems that mainstream health

services research would tend to focus on.
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*    *    *     *     *     *    *     *     *

Reflection

This extended section has been written as a mechanism to illustrate in

detail the process of co-emergence – of the research,  the researcher, and the

research project – over the course of the last several years.  It is meant to offer a

window onto the process by which the salient aspects of the project in its current,

relatively stable configuration have come to be both salient and stable.  I have

employed an experimental writing style in this section as a technique by which

to engage with and represent the complexity of the field I wished to describe.

Traditional prose and resort exclusively to a linear narrative seemed inadequate

to this task.  Fieldnotes, reflections, documents pertaining to my dissertation

proposal and defense – all of these, I would submit, have been central to this

research in its various iterations.  They are not context, they are data.

Although there is nothing obvious about how a topic of research is settled

upon, or which conceptual frameworks are employed, or what the results are

likely to be, the fact remains that these are precisely the aspects of research which

are often presented as obvious, or given.  Why biological threats, smallpox, and

public health preparedness?  Why Foucault, Rabinow, and Luhmann?  Why not

Jasanoff or Wynne?  Why not Douglas and Wildavsky, or perhaps Lupton?

Where’s Beck and Giddens?  Why not Krimsky?  Has the reader ever heard of

Sheldon Krimsky?  Why a critical study of the constitution of public health

preparedness, and not an exclusive examination of the barriers that effectively

inhibit “proper” preparedness practices at the local level?  I believe these

questions have been answered satisfactorily here.

I ask the reader now to return to the text, keeping in mind that what is

presented in Chapter 2 should be understood in light of the trajectories and paths

just discussed.
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