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Further Cases of Anthrax Infection Confirmed In 
Scotland 

 
Five new cases of anthrax infection have been confirmed in heroin users in Scotland, 
bringing the total number of confirmed cases to eleven. This total includes five confirmed 
cases who have died. Six patients are still undergoing treatment. 
 
The eleven confirmed cases occurred in NHS Tayside (one male patient), NHS 
Lanarkshire (three male patients) and NHS Greater Glasgow & Clyde (four male and three 
female patients).  
 
Since the last update, issued on 31st December by NHS Greater Glasgow & Clyde, there 
have been five new confirmed cases, including two patients who have died (one in NHS 
Tayside and one in NHS Greater Glasgow & Clyde). 
 
In addition, one female patient in Fife is currently under investigation and test results are 
awaited.  
 
One avenue which continues to be investigated is that contaminated heroin or a 
contaminated cutting agent mixed with the heroin may be responsible for the infections. 
 
Dr Colin Ramsay, Consultant Epidemiologist at Health Protection Scotland, said: 
 
“Evidence now suggests that potentially contaminated heroin may be in circulation in other 
parts of Scotland, not just the Glasgow area. All heroin users need to be aware of the risks 
– contaminated heroin is potentially dangerous taken by any route, not just injection. I 
would advise heroin users to stop using heroin and seek advice from local harm reduction 
and drug services for support. If any heroin users do notice signs of infection, for example 
marked redness and swelling around an injection site or other signs of serious infection 
such as a high fever, they should seek urgent medical advice.” 
 
“While heroin users do need to be on their guard, the risk to the general public, including 
close family members of the confirmed cases, is very low indeed. It is extremely rare for 
anthrax to be passed from person to person and there is no evidence of a significant risk 
of airborne transmission associated with the current situation”.  
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Notes to the Editor 
Update on confirmed cases: 
 
Total confirmed – 11 
Total deceased – 5 (4 males, 1 female) 
Confirmed cases by board: 

NHS Greater Glasgow & Clyde – 7 (4 male, 3 female. 3 males and 1 female 
deceased) 

 NHS Lanarkshire – 3 (all male) 
 NHS Tayside – 1 (male, deceased) 
 
Further information 
 
Q1. What is anthrax? 
Anthrax is a bacterial infection caused by the organism Bacillus anthracis. The disease occurs 
most often in wild and domestic animals in Asia, Africa and parts of Europe; humans are rarely 
infected. The organism can exist as spores that allow survival in the environment, e.g. in soil, for 
many years. 
 
Q2. How does anthrax affect humans? 
There are three forms of human disease depending on how infection is acquired: cutaneous (skin), 
inhalation and ingestion. In over 95% of cases the infection is cutaneous, generally caught by 
direct contact with the skins or tissues of infected animals. Inhalation anthrax is rare and is caught 
by breathing in anthrax spores. Intestinal anthrax is very rare, and occurs from ingestion of 
contaminated meat. 
 
Q3. How common is anthrax? 
The disease was also known as ‘wool-sorters disease’ and was a recognised occupational hazard 
for some workers, including woollen mill workers, abattoir workers, tanners, and those who 
process hides, hair, bone and bone products. However, anthrax is now uncommon in humans in 
the UK, only a handful of cutaneous cases have been notified over the last decade. Until 2008 
there had been no cases of pulmonary anthrax since 1975 and that case was related to 
unsterilized bonemeal. However, in October 2008 a case of inhalation anthrax  occurred in a man 
who used animal hides to make drums. Human infections are more frequent in countries where the 
disease is common in animals, including countries in South and Central America, southern and 
eastern Europe, Asia and Africa. 
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Q4: Are animal hides a risk for contracting anthrax? 
Anthrax infections associated with the handling of untanned animal hides are extremely rare. In 
countries where anthrax is endemic (for example in Africa and Asia), hides may occasionally be 
contaminated. Anthrax is a very rare disease amongst livestock in the UK; no produce is allowed 
from any animal known to have died of anthrax. The risk of anthrax from locally produced hides is 
therefore be considered to be very very low. 
 
Importations of animal hides are required to undergo a veterinary inspection and must be 
accompanied by the relevant health certification. However these import requirements are not 
aimed at detecting the presence of anthrax. Although the risk is extremely low, personal imports of 
untreated hides may pose a risk for infection. A case of inhalation anthrax occurred in 2006 in 
America in a man who made drums from dried (but otherwise untreated) animal hides brought in 
from Africa. A case in Scotland occurred the same year, followed by a case in London in 2008. 
Cases of cutaneous anthrax have also followed similar exposures.  

  
Q5. How long can you have the infection before developing symptoms? 
This is dependent on the dose and route of exposure and may vary from one day to eight weeks. 
However, symptoms usually develop within 48 hours with inhalation anthrax and 1-7 days with 
cutaneous anthrax. 
 
Q6. What are the symptoms? 
Early identification of anthrax can be difficult as the initial symptoms are similar to other illnesses. 

 
Cutaneous anthrax - Local skin involvement after direct contact. 
• Commonly seen on hands, forearms, head and neck. The lesion is usually single  
• 1-7 days after exposure a raised, itchy, inflamed pimple appears followed by a papule that 

turns vesicular (into a blister). Extensive oedema or swelling accompanies the lesion – the swelling 
tends to be much greater than would normally be expected for the size of the lesion and this is 
usually PAINLESS  

• The blister then ulcerates and then 2-6 days later the classical black eschar develops  
• If left untreated the infection can spread to cause blood poisoning  
 
Inhalation anthrax - symptoms begin with a flu-like illness (fever, headache, muscle aches 

and non-productive cough) followed by severe respiratory difficulties and shock 2-6 days later. 
Untreated disease is usually fatal, and treatment must be given as soon as possible to reduce 
mortality. 

 
Intestinal anthrax is contracted by the ingestion of contaminated carcasses and results in 

severe disease which can be fatal. This is found in some parts of the world where the value of an 
animal dying unexpectedly outweighs any fears of contracting the disease. 
 
Q7. Can anthrax be treated? 
Cutaneous anthrax can be readily treated and cured with antibiotics. Mortality is often high with 
inhalation and gastrointestinal anthrax, since successful treatment depends on early recognition of 
the disease. 
 
Q8. Is a person with anthrax a risk to others? 
Anthrax is not known to be spread from person-to-person. Airborne transmission from one person 
to another does not occur; there have been one or two reports of spread from skin anthrax but this 
is very, very rare. 
 
Q9. How do drug users become infected with anthrax? 
Heroin or the cutting agent mixed with heroin may become contaminated with anthrax 
spores from the environment. This could be a source of infection if injected. 
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