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Short Communication

Bioterrorism has a long and illustrious history. Infectious disease
terrorism requires a different approach than nuclear or chemical
bioterrorism. Assyrians used rye ergot to contaminate the drinking
water of their opponents in 600 BC. Tartar armies tossed plague-
infected dead bodies into enemy cities throughout the middle Ages,
causing epidemics. In 1710, Russian soldiers repeated it against
Swedish forces. In the 18th century AD, British forces in America used
blankets tainted with smallpox viruses on native Indians and French
forces. During World War I, the German Army produced bioweapons
such as anthrax, glanders, and cholera. Japanese and American soldiers
produced botulinum and anthrax during WWIL. In 1942, the British
tested anthrax bombs. Anthrax spores were accidentally released into
the environment in 1979 [1]. At least 68 people died in the Union of
Soviet Socialist Republics. Iraq stored anthrax, botulinum, and aflatoxin
bioweapons during the Persian Gulf War. Bhagwan Rajneesh infected
salad bars in Oregon, USA, with Salmonella spp. in 1984, causing food
illness. In 2001, anthrax spores were mailed to a select group of people
in the United States, resulting in 22 cases of cutaneous, inhalation, and
meningeal anthrax and five deaths. Agents employed as bioweapons
have few distinguishing characteristics.

Dosage, community transmissibility, and environmental
stabilityment, high mortality, challenging diagnosis and treatment, and
a paucity of effective treatments vaccinations, as well as the potential
for terror and economic upheaval [2]. The Centers for Disease Control
and Prevention (CDC) has released a report. These agents were divided
into three groups. Anthrax, botulinum, plague, smallpox, tularemia
are all in category A. Virus-induced hemorrhagic fevers Brucellosis,
Clostridium perfringens, Category B Threats from cholera, Shigella,
and Salmonella in water and food Nipah virus, coronavirus, and
Hantavirus are all in category C. A gram-positive capsulated spore-
forming Bacillus causes anthrax, a life-threatening disease. It secretes
a powerful exotoxin [3].

Spores can live for years or decades in the soil. These require one
day activating in the host, but some can take up to 60 days or even
longer. Herbivorous animals such as cattle, sheep, goats, and horses
are susceptible to anthrax. Only one spore is required for infection.
Infection can be acquired by the respiratory, gastrointestinal, or
cutaneous routes. The most serious form of anthrax is inhalation
anthrax, which frequently causes septicemia and meningitis,
with significant mortality and the highest chance of man-made
dissemination. Gastrointestinal anthrax is caused by consuming poorly
cooked meat. In Europe, injection abscesses in drug addicts have been
recorded. Humans are unwittingly serving as dead-end hosts [4]. In
this human-livestock interaction to rule out anthrax, any unexpected
abrupt mortality in cattle and humans who prepare or consume animal
products must be thoroughly scrutinized. Because all forms can cause
septicemia and mortality, quick laboratory confirmation, medical
intervention, and containment are required. Monotherapy can be
used to treat uncomplicated cutaneous anthrax: ciprofloxacin 500 mg
twice daily (BD), doxycycline 100 mg BD, levofloxacin 750 mg once
daily (OD), moxifloxacin 400 mg OD, or clindamycin 600 mg three
times a day. If the strain is penicillin-resistant, amoxicillin 1g three

times a day or penicillin V 500 mg six times a day are recommended.
During terrorism, treatment lasts 60 days; otherwise, it lasts 7-10
days. Antitoxin is added if systemic illness is suspected. It's possible to
employ human anthrax immunoglobulin or a monoclonal antibody.

Meningitis: A three-antibiotic combination, at least one of
which is bactericidal, and one protein synthesis inhibitor, should be
administered for 60 days. Preexposure prophylaxis should include
five intramuscular vaccination shots spread out over many weeks. 18
months with annual boosters after that. Post exposure prophylaxis
should include three vaccine doses spaced four weeks apart, as well as
antibiotic medication for 60 days. In numerous animals and human
cases, anthrax immunoglobulin administered intravenously has been
tested as a passive vaccination. However, a meta-analysis of nine such
trials found no statistically significant findings. Antibiotic medication
administered in a timely and proper manner has been shown to
result in significant improvement. Bacillus anthracis from naturally
occurring cases is always susceptible to penicillin. Aminoglycosides,
macrolides, quinolones, chloramphenicol, tetracyclines, imipenem,
and linezolid are also toxic to it. All isolates, however, must be
evaluated in the laboratory [5]. Antibiotics that can act on spores
growing within macrophages, prevent the formation of protein toxin,
and penetrate the blood-brain barrier must also be used. Supportive
care, such as mechanical ventilation, should be provided. There are
anthrax vaccinations for livestock made from live spores of attenuated
strains. For veterinarians, laboratory workers, and others who are likely
to be exposed to anthrax, live spore vaccines for human use and cell-
free vaccinations containing protective antigens are available in many
countries (anthrax vaccine adsorbed).
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