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The National Strategy for Pandemic Influenza notes that pandemic flu could 

overwhelm the heath and medical capabilities of the United States, cause hundreds of 

thousands of deaths, millions of hospitalizations, and cost hundreds of billions of dollars.  

The consensus within scientific circles is that the nation will likely face one or more 

pandemics in this century, although there is disagreement as to the probable timing of 

such an event. Studying the 1918 pandemic will assist modern day planners in 

mitigating the effects of pandemic flu and the contingency planning will have 

widespread applicability to other events, both natural and manmade, that may 

significantly impact the nation’s health and security.  This paper reviews the 1918 

pandemic, explores concerns about the avian influenza virus H5N1, and considers 

current planning for pandemic flu.  Weaknesses in the current schema are examined 

and recommendations are offered to facilitate both enhanced pandemic planning efforts 

and Homeland Security. 

 



 

 



THE 1918 FLU PANDEMIC: 
IMPLICATIONS FOR HOMELAND SECURITY  

IN THE NEW MILLENNIUM 
 

The 1918 Flu Pandemic caused an estimated 50 million deaths worldwide and 

over 500,000 deaths in the United States alone.1 2  Almost 50,000 U.S. Servicemen 

died from the Spanish flu of 1918, many more than were killed on the battlefields of 

Europe during World War I.3   Experts in infectious disease are troubled by the 

similarities between the 1918 flu virus and a new threat of potentially much greater 

magnitude: the avian influenza strain commonly referred to as bird flu or as it is known 

in scientific circles, H5N1.4  If H5N1 caused a pandemic of proportions similar to those 

of 1918, the estimated death toll for Americans would be 1.7 million people.5  Death 

estimates worldwide ranges from 180-360 million with a disproportionate toll occurring 

in poor and less developed nations.6  A catastrophe of this magnitude would again 

cause humans to wonder, as was the case in 1918, if the end of the world was nigh. 

The repercussions of a modern day pandemic would reverberate throughout U.S. 

society and the world.  The economic cost would be enormous and the potential for civil 

unrest and political destabilization would be significant.  Recognizing the need to 

prepare for such a possibility, the U. S. has developed and published a National 

Strategy for Pandemic Influenza.7  This essay briefly examines the 1918 pandemic; 

considers the pandemic potential of H5N1 in light of the historical context, and assess 

U.S. planning for pandemic influenza.  The potential for a flu pandemic must not be 

underestimated.  Current planning efforts should receive higher priority and preferential 

funding. 

In 1918 the United States was a young and vibrant nation ready to help end the 

war in Europe and usher the world into a new age.  What no one could predict however 

was the coming scourge of pandemic flu.  Stedman’s Medical dictionary notes that an 
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epidemic is, “A disease attacking many in a community simultaneously” or “A temporary 

increase in number of cases…”8  Pandemic is defined by the same source as, 

“Denoting a disease affecting or attacking in the population of an extensive region; 

extensively epidemic.”9  With most all resources noting the usual 50 million figure for 

death estimates of the pandemic, and some noting that the actual toll could well have 

been as high as 100 million, there is no doubt that the term pandemic is an accurate 

description of what happened in the US at home and the world at large in 1918.10

In retrospect there are data suggesting that there might have been some early 

warning to the U.S. and the world with infections noted in some of the military camps of 

World War I and there is general agreement that the pandemic occurred in three 

waves.11  The initial wave of the influenza hit in March of 1918 at Fort Riley, Kansas.12  

The troops there burned tons of manure, so much so that descriptions of the event 

noted that the sky was black.13  Two days later a young and healthy soldier reported to 

the post hospital with a fever.14  By noon that day, March 11, over 100 cases were 

noted and by the week’s end the number had risen to 500.15  Eventually 48 soldiers 

died of the illness that was originally thought to be some kind of pneumonia.16  Many 

believed it came about as a result of the toxic plume from the manure fires, but no one 

expected it to be the first wave of pandemic flu.17  Of particular importance in this event 

is that the victims were young, in the prime of life and in seemingly good health.  Such 

facts were not coincidental and indeed later were learned to be a hallmark of the virulent 

1918 virus.18  

The second wave of flu hit in the fall of 1918 and spread worldwide during 

September, October and November.19 The recurrent outbreak in the U.S. seemed to 

arrive in Boston, found many victims and easily spread though the seaport busy with 
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war shipments.20  Continued mobilization for the Great War encouraged spread of the 

disease and the Armistice Day celebrations allowed the virus to rebound in communities 

that had otherwise noted a reduction in cases.21

Finally, in early 1919, many nations experienced a third wave of flu and experts 

estimated that twenty percent of the world’s population had been infected with 

influenza.22  Death was most common in wave two and three with a fulminate and fatal 

pneumonia being the hallmark of these cases.  Why the flu behaved in a cyclic manner 

with such extreme mortality and over such a short period of time remains unknown 

despite extensive research.23

Physicians, with their ranks decimated by illness and with the number of civilian 

doctors thinned even more by conscription, worked endlessly to aid the ill and dying and 

in trying to find the causative agent of this deadly scourge.24 25  The causative viral 

particles were so small that they could not be seen by the technology of the day and, 

consequently, there were a few bizarre theories as to the causative agent or agents.  

Some suspected that the flu was actually a biological agent used by the Germans and 

one practitioner worried that the Bayer Company may even be spreading the disease 

through oral aspirin tablets.26  Popular remedies included camphor balls hung around 

the neck in a small bag, a few drops of turpentine or kerosene on sugar and even 

physicians often recommended courses of treatment of dubious value.27

The speed with which the illness moved was unprecedented.  Physicians were 

absolutely dumfounded by a disease that caused a patient to present with symptoms 

that were relentlessly progressive resulting in death within twelve hours of first 

presentation.  The death toll for October 1918 in the U.S. was nearly 200,000 dead and 

Dr. Victor Vaughn who was the Acting Surgeon General of the Army estimated that if 
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the disease continued its march at such a pace that the end of civilization was in sight.28  

Caskets were in short supply, graves were being dug with steam shovels, and children 

were left homeless by an illness that took parents.29  Indeed, the end did seem near. 

Then, for unclear reasons, the flu began to moderate and the month of 

November showed a remarkable decline in cases.30   Experts in epidemiology attribute 

at least part of the decline to the fact that those susceptible to the illness had all died 

thereby leaving the bug with few left to infect.31 Other factors included the development 

of immunity in survivors and perhaps some herd immunity was beginning to develop.  

With the Germans defeated, the Armistice signed, and the flu tapering off, many felt the 

worst was over.  Of course the lasting impact of lives lost and a sense of vulnerability 

remained, but surprisingly there would be little institutional memory of such a horrific 

event. 

Flu is known to occur in epidemic cycles and while it remains a deadly infectious 

disease, no flu since 1918 has been any where near as virulent.32  The epidemics of 

1957-58 and 1968-69 did kill thousands of Americans and infected many others.33  In 

comparison with the carnage of 1918, however, experts consider these more recent 

epidemics as “mild.”  Perhaps the experience with the 1957 and 1968 epidemics and 

the near panic over the possible swine flu epidemic of 1976 that was widely predicted, 

but never developed, has led to a level of complacency that has compromised U.S. 

national security.34  Such complacency has recently been disturbed by a new strain of 

influenza that has an unnerving similarity to the plague-like strain of 1918. 

There have been other changes in America and the world since 1918 that would 

likely make a highly contagious and virulent infectious agent even more deadly.  Just as 

computer viruses spread via the connectivity of computers all over the world through the 



 5

internet, the globalization of today’s world would make transmission of a human 

infective agent a given rather than a mere possibility.  And with the interconnected 

needs of the current global economy even if death was not an issue, the crippling of the 

work force for an extended period of time would cause great disruption to economies 

internationally.35  Those who argue that a “cold” would not stop a global workforce have 

never experienced the flu; those who have experienced the flu get the vaccine and get it 

yearly.  The physical illness of influenza is acutely debilitating and contagious as well.  

Such a combination results in absenteeism of those who are sick as well as those who 

fear sickness. 

Some argue that much of the world’s business can be conducted remotely with 

the aid of computers and therefore, while productivity will be impaired, the potential for 

catastrophic disruption is less likely.  Further, many businesses report they are making 

plans to deal with pandemic flu by allowing just such activity.  The problem here is that 

such arrangements may have to be in place for 12-36 months in the case of a 

worldwide pandemic.36  The current level of planning is not likely to support such an 

extended disruption. 

Experts often look to the past to help predict the future and to the recent past to 

make decisions in the near term.  The closest thing in the recent past that may mimic 

the potential of pandemic flu was the SARS or Severe Acute Respiratory Syndrome 

crisis that occurred in 2003 after the virus appeared in rural China.  Michael Osterholm 

notes that SARS, unlike influenza, had a relatively low transmission rate; nonetheless, 

this agent spread to five nations within one 24 hour period and to 30 nations on six 

separate land masses within a few months.37 All of this transmission occurred despite a 

concerted effort by authorities to limit contagion.  The good news was that only about 
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8000 patients developed SARS; the bad news was a fatality rate of approximately 10 

percent.38

What may be more enlightening to some is the estimated economic impact of the 

SARS episode.  Osterholm quotes research from Korea University and the Australian 

National University estimating the impact of SARS on the Asia-Pacific region at about 

$40 billion.39  Canada had an outbreak attributed to a single infected traveler from Hong 

Kong resulting in over 400 cases, over 40 deaths, with as estimated cost to the nation in 

hundreds of millions of dollars.40  All of these events occurred due to an outbreak of a 

novel infectious agent in an epidemic that lasted six months.  Again, most experts feel 

an influenza epidemic would last 2-3 times as long or longer. 

Interest in infectious disease and a potential flu pandemic in particular, has been 

high among researchers for years as they understand that infectious disease is still the 

number one killer of human beings in the world.41 The Centers for Disease Control and 

Prevention estimate that a normal flu season will hospitalize about 200,000 Americans 

and that nearly 40,000 of them will die.42  While these numbers are staggering, other 

diseases have much higher tolls in the world at large. Nearly 40 million people 

worldwide are infected with the AIDS virus and millions die each year.43  Early this 

century, nearly 9 million were infected with tuberculosis and more that 2 million of those 

patients died; and malaria, a disease that most Americans have little knowledge of killed 

over 1 million.44  These data do not include the other myriad illnesses and diseases that 

are caused by infectious agents that may maim and debilitate, but do not kill.   

Many of these illnesses are readily treatable and patients return to full and 

productive lives.  But, there is still a significant cost associated with these illnesses due 

to decreased and lost worker productivity and the substantial cost of medical and 
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nursing care to treat these illnesses.  Laurie Garrett estimates that the “routine” U.S. flu 

season, like that mentioned in the foregoing paragraph, will cost the U.S. economy an 

estimated $12 billion annually when all of costs are considered.45  It is important to 

remember that the typical victim of the flu these days is characteristically someone who 

is very young, very old, or afflicted with a chronic illness; in other words, the victims are 

not the most productive members of society.  In considering the potential impact of a 

1918 pandemic version of the flu, groups most affected by that contagion were those in 

their most productive years.46

Scientists have continued to study the 1918 virus in an effort to identify the 

unique characteristics that made it so lethal.  In order to better understand the virus, the 

bug has been returned to life using careful laboratory control techniques and archival 

autopsy tissues.  Jeffery K. Taubenberger and colleagues have recently sequenced the 

entire genome of the deadly 1918 virus completing research that started with the 1995 

identification of autopsy material from lungs that had been originally collected in the fall 

of 1918.47  One of the early findings revealed that essentially all flu viruses in circulation 

today represent genetic offspring of the1918 virus, but it seems clear that the 

appearance of the virus in 1918 represented a novel event.  That is, this particular virus 

had never before been seen by the human immune system and, therefore, there was no 

immunity present in the population.  Further the research reveals that the 1918 killer 

was an avian-like influenza from an unknown source and experts believe that the virus 

was formed by spontaneous mutations.48

The process by which influenza reinvents itself each year and that allows it to 

cross species is called reassortment.49  Reassortment occurs when two different 

viruses, say a human virus and a bird virus, infect the same cell of an animal host.  
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While these two bugs are growing in the infected cell, they can exchange particles and 

take on the characteristics of each other and cross species; this process is exactly what 

started the flu epidemics of 1957 and 1968.50 51  There is, however, another method of 

change that is called adaptation.  Adaptation is a process where spontaneous mutations 

occur at random in a virus resulting in a new bug with potentially more serious 

consequences.52  Adaptation is what Taubenberger’s work suggests happened in 1918.  

Adaptation is the most troubling evolutionary process of a virus because the resultant 

product may be quite novel and contagious.  Since potential victims would not have had 

an opportunity to be exposed before, there would be little or no immunity in the 

population.  Such a scenario is a set up for widespread disease. 

The usual approach to influenza is to make a vaccine using the current strain as 

soon as it is isolated early in the influenza season.  Some help can be obtained from the 

prior year’s bug, but due to the genetic shifts that are a normal part of the evolutionary 

change of the influenza virus, the previously vaccine will have little, if any, potency for 

the new strain.  Current technology requires the use of eggs to produce vaccine and the 

process is long, labor intensive, and expensive.53 54  The manufacturing process is 

essentially the same one that has been used for nearly 50 years.55  Another problem 

with flu vaccine production is the relatively low profit margin and potential huge liability 

costs associated with production.56  Further compounding the production problem is the 

inability to predict the need for the product.  In some years, there is not enough to 

respond to the demand and in other years thousands of doses are wasted at the end of 

the season.  Again, the shelf life of the vaccine is essentially one season due to the 

genetic shift that occurs annually in the virus.  Finally, the numbers of manufactures that 

make the vaccine are indeed small and they are frequently located outside the 



 9

boundaries of the U.S.57  The lack of factories on American soil could pose a serious 

security issue if nations suddenly nationalized their ability to produce vaccine in the 

threat of a pandemic.58

The U.S. Food and Drug Administration approved the first U.S. vaccine for 

humans against H5N1 on 17 April 2007 and the avian influenza virus and that vaccine 

will be manufactured in the U.S.59  The bad news is that the vaccine was only tested on 

400 healthy volunteers and less than half of those who got the highest dose had a level 

of antibody against the flu that would, “…reduce the risk of getting influenza.”60  While 

this certainly represents progress it does not approximate the needed effective 

treatment.  The vaccine, however, is not widely available and is not for sale.  It is being 

made only for the U.S. government and distribution will occur only if public health 

officials determine it is needed.  The rationale, spelled out in an accompanying question 

and answer pamphlet, candidly notes that the U.S. does not have the production 

capacity to make enough vaccine quickly enough for the population.  The pamphlet 

continues that the vaccine will be available when needed for “…those who are 

designated as priority recipients…”61  There is no information on who those “priority 

recipients” will be or on how they will be chosen.  And finally, the vaccine is only to be 

used in patients 18-64 years of age.  Again, progress, but not nearly enough in the 

process of preparing for potential pandemic. 

Oral anti-viral agents like Tamiflu (oseltamivir) and Relenza (rimantadine) are 

approved by the FDA for prevention of influenza A and B in individuals who have been 

exposed.62   The good news is that these agents, at least experimentally, are thought to 

have some effect on a potential pandemic flu virus.  The bad news is that these drugs 

must be taken early, within 24-48 hours of exposure, have significant side effects 
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including the possibility of “self injury” and they are expensive.63 64  Current orders for 

Tamiflu have exceeded the manufacturers’ ability to supply the agent and current supply 

lines are back ordered for national strategic stockpiles.65  The drug is available, but it is 

costly and in short supply.66  Further, the usual dose regimen is for short term treatment 

of only a few days as the expectation is that an individual will not be re-exposed to the 

virus on any continuing basis.  In a pandemic, the need for continued use of these 

agents would further complicate efforts to use them for the public at large and the longer 

the agents are used, the more potential there would be for intolerable side effects and 

development of resistance.  Finally, the use of these agents does not provide immunity; 

only a vaccine causes the human to produce antibodies that then offer protection 

against infection. 

The threat of pandemic flu is quite real.  Many experts argue that the question is 

not “if,” but “when” the next pandemic will occur.67  The rub, of course, is trying to 

predict the unpredictable.  Just such a scenario has occurred before and that episode 

may be one of the many reasons why the U.S. has not moved further along the road to 

have a more robust pandemic plan in place. 

Early in 1976 an 18 year old Army Private collapsed at Fort Dix, New Jersey, 

after a basic training exercise that involved a forced march in a hard New England 

winter.  An autopsy on Private David Lewis revealed that this young soldier died of 

something the researchers called swine flu.68  Laurie Garrett quotes then Secretary of 

Health, Education and Welfare David Matthews as saying, “There is evidence there will 

be a major flu epidemic this coming fall.  The indication is that we will see a return of the 

1918 flu virus that is the most virulent form of flu.”69  He continued, “The projections are 

that this virus will kill one million Americans in 1976.”70  Then, as now, many experts 
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believed that the world was ripe for a flu pandemic.  Garrett describes the divergence of 

professional opinion and the differing international views.  In the end, President Ford 

made a national address in March of 1976 concluding that the threat was real and 

asking Congress for a large appropriation to finance enough vaccine production to 

inoculate all U.S. citizens.  The cry from industry was that they would need special 

liability protection, which Congress provided, and indeed there were over $3 billion 

dollars in claims against the government over side-effects.71  And, after all that, the 

swine flu just fizzled out. 

Regardless of divergent opinions, there is general consensus that a pandemic is 

a very real threat.72 73  There is general consensus that the numbers of people who 

could become infected may be enormous, that regardless of the final effect of the 

pandemic in terms of lives lost, the effect on worker productivity and the global economy 

will be devastating, that the current ability to produce adequate vaccine does not exist, 

that anti-viral medications will probably be helpful but are in short supply, and that 

international relations will be strained as nations restrict travel, imports, and 

international commerce.74 75 76 77  And finally, there is general consensus that the 

world’s medical system will be overwhelmed.78 79 80 81

One major problem for medical facilities will be the numbers of patients.  

Currently in the U.S. there has been a wave of consolidation of health care providers 

into large centralized systems, very much like that in countries that have national health 

care.  The idea behind such moves is that big hospitals can provide more efficient and 

sophisticated care at a lower cost.  In some cases the idea has worked, but the trade off 

is an often a backlog of cases and procedures which tends to impose limits on patient’s 

choice of facility.  In a pandemic, such centralization could be problematic due to the 
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lack of availability of care in small communities and potential problems associated with 

quarantine of active cases. 

In a national emergency such as pandemic, it is presumed by most planners that 

healthcare personnel will receive vaccine if available on a priority basis.  Given current 

production capability, however, it is unlikely than any community would be able to 

vaccinate all the doctors, nurses, and ancillary personnel needed to keep the 

community health care centers open and operating with peak efficiency.  Most envision 

the need for emergency wards or hospitals being set up and staffed by locals at 

gymnasiums, sports arenas, and even parking lots.  Due to the projected 12-36 month 

length of a pandemic, the availably of health care providers will be, without question, 

inadequate. 

In the event of a pandemic, health care services will not be the only community 

service affected.  Fire, police, local governmental personnel, the mail services, the 

grocer, butcher, and even the gas station owner will be at risk. Consequently,  it is 

rather probable that many essential community services will be seriously degraded and 

in some cases will simply be absent. 

There is some good news among all the gloom and doom however. Nations all 

over the world, private industry, and the U. S. government have started planning for a 

potential pandemic.82 83 84 85  The World Health Organization web site provides a 

template for pandemic planning.86  The Centers for Disease Control and Prevention, 

National Institutes of Health, the Department of Health and Human Services, and the 

White House all have web sites with details on pandemic potential, pandemic 

prevention, and pandemic planning.87 88 89 90 91  These plans are detailed, available 

freely, and have been widely disseminated among government leaders at the federal, 
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state, and local levels.  The CDC even has a detailed check list for business planning to 

prepare for possible pandemic flu.92

Good news is present in the pandemic story.  But, like all coins, there are two 

sides and side two is best represented by the comments of Professor Bert Tussing at 

the Army War College when he discusses strategies for Homeland Security.93  After all 

the forgoing discussion it must be imminently clear that pandemic flu represents a clear 

risk to homeland security and when a strategy is being developed to protect the 

homeland, pandemic planning must be addressed.  Professor Tussing notes that 

strategy is not as intuitive as it may seem; that strategy remains elusive to some, that 

some would rather not have a strategy and that finally strategy is needed by all.  

Tussing’s guiding principles for a homeland security strategy include protection of rights 

and values, an all hazard approach, risk management, accountability, utilization of new 

technology, teamwork, flexibility, and development of trust through collaboration and 

partnerships.  Tussing’s focus on unity of effort and emphasis on exercises at multiple 

levels will be key factors in helping the U.S. develop and mature plans for pandemic 

response. 

The concept of unity of effort will clearly extend across the spectrum to include 

local, state, and national players and must include the private sector as well. Planners 

typically think of including governmental officials, law enforcement, and the military.  

Often however, business is left to fend on its own and usually wants to be left alone. 

But, it is paramount to realize that much of the critical infrastructure of this nation is 

provided not by the government, but by private business.94  The list is almost endless, 

but includes transportation, telecommunications, manufacturing, and healthcare among 

others.  It is even more sobering to realize that even the government often depends on 
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private business.  So, business may be one of the players that Tussing would describe 

as not wanting strategy, but they clearly need it and so does the nation at large. 

The National Strategy for Pandemic Influenza is an impressive document and 

presents a reasoned and well designed national strategy for dealing with the potential of 

a flu pandemic.95  The document is well written and presents the three pillars of national 

strategy as preparedness and communication, surveillance and detection, and finally 

response and containment.  The major weaknesses in the plan seem to be in dealing 

with production and stockpiling of vaccines, antivirals and medical material, establishing 

priorities of use for limited agents, and a huge reliance on state and local governments, 

business, and the population at large to effectively cooperate with and implement 

national plans and strategy in the event of pandemic.   

The pandemic strategy purposefully does not attempt to catalogue and assign all 

federal responsibilities and it does not offer strict formulae for implementation.  Some 

may consider these to be weaknesses, but on the contrary they represent strengths. For 

any plan to adequately deal with a complex and potentially catastrophic event that 

cannot be researched in a controlled environment, flexibility and resilience are key 

components necessary to increase the probability of success. 

While the basic plans in place and the early planning and continued work are 

clear positives, much more needs to be done. Of the many agenda items that will move 

pandemic planning forward, the following elements should be addressed initially. First, 

the U.S. must invest in more modern techniques of vaccine production that are safer, 

faster, and less expensive than the 50 year old technology currently in place today.  The 

ability to produce such vaccine, and oral antiviral agents, within the contiguous U.S. 

should be considered a critical capability for national security and nationwide 
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vaccination for preventable illnesses should be reemphasized.  As a follow on to the 

vaccine research and development, delivery methods such as skin patches, inhaled and 

oral forms of drug should be pursued as technology allows.  Such delivery systems 

make lay administration of life saving medicine much easier and effective. 

Second, the U.S. should educate health professionals and the lay public in the 

best methods for prevention, early detection, containment, and treatment of infectious 

disease.  The Public Health services of this nation, medical schools, and local 

communities should be given the assets needed to teach and treat as needed, much as 

was the case in previous threats such as polio and smallpox.  Relatively few physicians, 

nurses, and physician assistants have had any experience with a highly contagious and 

deadly infections disease occurring in pandemic proportions in an environment where 

many of the usual medical support systems are failing or non-existent.  Learning to 

practice in such an environment would greatly benefit the national health workforce and 

their patients.  Teaching potential patients how to provide care at home would reduce 

the burden on what will be an overtaxed medical system and will have the added 

positive effect of reducing disease spread by keeping many patients at home. 

Third, the U.S. must partner with other nations and international organizations to 

help implement a global approach to pandemic.  Infectious disease does not recognize 

borders, race, religion, or ethnicity.  To think that any nation could combat a global 

pandemic alone is to fail to understand the potential scope of such an event.  

International stockpiles of drugs and vaccines, mobile medical units, disease 

surveillance, and cooperation in limiting contagion will be of enormous benefit and could 

potentially prevent an epidemic from becoming a pandemic.  Planning for continued 

international commerce and addressing issues of limiting population movements and 
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possible quarantine must be discussed in pre-event planning.  Planning for civil-military 

cooperation on an international scope is essential. 

Finally, this nation must practice dealing with a national healthcare emergency.  

All of the planning to date will be for naught if there has been no attempt to put the 

options into play.  War gamming a pandemic will help develop and modify plans to 

better assist this nation in protecting its citizens should the unthinkable occur.  The 

potential complexities of command and control, communications, logistics, and 

constitutional issues are best considered in the planning environment and the benefits 

will be great.  Dealing with the “turf battles” now will enhance the effectiveness of 

response in a true emergency.   And finally, remembering the usual threats from human 

aggressors and maintaining an effective fighting force to deter and if needed defeat an 

aggressor is paramount. Any After Action Review of such an event will not look kindly 

on those who spent time talking while citizens were suffering and the nation’s security 

was put at further risk. 

Some will say that such planning and effort will be wasted because a pandemic 

like the 1918 flu will never occur again.  Those naysayers may be correct, but such 

thinking is not prudent.  Even so, if the planning for pandemic flu is flexible and resilient, 

the template can be expanded to cover almost any contingency.  For a localized 

emergency such as a terrorist attack or a natural disaster like a hurricane, the planning 

and practice is designed to provide assistance and security wherever needed in the 

homeland.  Such planning could even help when providing assistance to others 

internationally as a token of good will from the people of the U.S. 

At the end of the PBS program on the 1918 influenza there is a poignant 

segment with an elderly gentlemen who was just a boy during the event.  The camera 
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angle shows him slightly from the side as he speaks to an interviewer out of view.  He 

tells the story of learning of his mother’s death from the flu and of his life afterwards.  

The old fellow notes that after her death, “The shine went out of everything.”96  

Suddenly, the reality of the 1918 pandemic becomes clear as the elderly gentleman 

notes that his most profound realization after the flu was, “We were not safe.”97

Just as in 1918, the U.S. is not safe.  There are many warning sighs afoot that 

the potential for pandemic flu is real and the consequences could be devastating.  While 

this great nation has taken many positive steps to mitigate the risk of such an event, 

much more needs to be done and it needs to be done promptly.  Even if the threat 

never comes to fruition, the efforts expended in planning and practice will have wide 

applicability to other threats and the net effect will be an enhanced homeland security 

strategy and a safer America. 
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