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Lessons from China

Intro: Amoy Gardens outbreak, Hong Kong (HK), Mar 03

         -- unexpected prevalence of diarrheal dz due to poor sewage infrastructure


Lessons Learned:

· Underestimation of Threat

· In retrospect, world index case in Guangdong Province, Nov 02

· Mid-late Jan -3: recognized as new dz; ? source

· Guidelines for prevention/tx sent out to southern China: not HK

· Feb 10: Announced outbreak

· Military health care system didn’t communicate with Civilian

· Poor surveillance/high incidence of “superspreaders” (unlike US)

· Problems with effective Infection Control

· No masks/minimal masks available: health care providers (HCPs) made homemade masks from cloth
· No single rooms in hospitals; 1 sink/ward norm (no handwashing)
· On plus side: drafted college students as observers/helpers

· ensured hygiene techniques/personal protective equipment (PPE) guidelines followed (ratted out non-compliant HCP)
· Drastic Measures Required

· Fired mayor of Beijing/Minister of Health
· Canceled Mayday holiday (equivalent to Xmas in US)

· Schools/theaters closed

· Non-SARS hospitals quarantined

· New 1000 bed SARS hosp built in 7 days

· Migrant workers (100s of thousands) ordered to stay out of Beijing

· Draconian screening and registration at entrances to cities and villages
· Fever screening stations—later in outbreak, mass screening with IR screens

Lessons from Toronto from Infectious Disease M.D. Perspective
City of 3 million at night—5 million during day due to commuters

· Misinformation

· Language issues (Chinese lang. newspapers)

· WHO travel warning (premature( revoked)

· Lack of Communication

· From China

· Between hospitals in Toronto

· No IT system connecting hosp( public health system

· Lack of Personnel
· People worked 14 weeks straight

· Underfunded health care system

· Unions and contracts( overtime?

· Nurses signed to 3 month contracts with 2X pay

· Assumptions
· Public health authorities assumed hospitals had adequate infection control infrastructure/personnel

· Transfers

· Too many patients shuffled between ED( ward ( long term care facility (LTCF)( ED ( other hospitals

· Many HCWs worked at other hospitals – potential spread

· Post-traumatic stress
· Health care workers

· Others (civilians)
· Stigmatization of subsets of populace (e.g., Chinese-Canadians)

· Quarantine

· At hosp vs. at work vs. at home( graded levels proportionate to risk

· no legal definition of quarantine in Canada pre-SARS

· had to issue individual (not group) isolation orders

· not voluntary( police enforced orders on violators

· religious groups resisted avoiding church services

· cable TV services/home delivery of sacrament (host)

· How to determine if people at home (complying with quarantine)

· phone/cell phone/e-mail

· people will cheat & go to work and possibly infect others if you don’t give them leave WITH pay

· No routine rituals associated with death
· wakes/ritual washing of body( caused stress

Lessons from Toronto from ED perspective
1) Inadequate baseline ED facilities due to chronic underfunding

· Crowding

· Admission delays

· 1st SARS case patient stayed 20 hours in ED prior to ICU transfer( treated in open area with nebs, etc. ( likely infected others

2) Precautions taken

· Single entry point for staff separate from patients

· Guard with PPE at public and private entrance to prevent unauthorized entry

· Non-critical ppl (med students/residents) told to stay home

· Strict no visitor policy

· N95 mask + gown + no beards among ED staff for all patients

· change PPE after every high-risk encounter (e.g., respiratory illness pt vs. ankle sprain—inadequate supplies to change after every patient contact)

· Charts outside of rooms with pictures depicting PPE donning/removal techniques

· Care with pens/cell phones/computers/pagers to prevent infection
· No hallway stretchers (unlike usual case)

· No humidified O2, nebs (use MDIs instead), or BiPAP in ED( send to ICU

· Limit staff contacts to minimum req’d for pt care( very difficult to implement when so many sick are your own docs and nurses

3) Diagnosis

· Non-specific criteria( needed “epi-link” (epidemiologic link with known SARS patient, cluster, or high-risk occupation [health care worker])

· Epidemiologic info on Word document( updated daily to educate staff where new outbreaks were occurring to determine epi-link and triage patients

· Admit all high-risk patients (suspicious signs/symptoms + epi link)
· Home isolation for dx of “SOVI” (Some Other Viral Illness) ( recheck by phone daily to make sure they are getting better

4) Airway Management Guidelines (see British Medical Journal, 90[6], June 03 Editorial: Anaesthesia and SARS)

· In Toronto, widespread impression (considered true) that standard PPE NOT effective to prevent transmission with SARS patient during high risk procedures:

· laryngoscopy

· intubation

· airway suctioning

· neb treatment

· bronchoscopy (including FOB intubation)

· bagging

· emesis care

· anything that causes pt to cough

· Conflicts among staff to AVOID being the one intubating high-risk patients

· 5 out of 50 intubations ( SARS transmitted ( 20 HCWs infected
· However, lapses noted in most with technique/PPE utilization

· Guidelines for intubation for SARS pts:

· ARDS due to SARS gradual onset( should NOT be stat intubation

· SpO2 < 92 ( will likely need intubation

· Takes 5 minutes minimum to don PPE correctly

· Best room (neg pressure)/Best staff (experienced laryngoscopist)

· Careful attention to PPE especially with correct removal( need assistant ideally to disinfect helmet; use PAPR if available (space suit air purifier)( limits vision, ? proven benefit; place over N95 mask if available (↑ cost)
· Avoid bagging/CPAP/BiPAP/airway suction
· Minimize cough/aerosolization from pt
· Recommend neuromuscular paralysis/RSI

· What of difficult airway pt?  Emphasis on HCW safety in Canada and Hong Kong > patient safety (Dr. Ovens/Dr. Yuen, personal communication)( will need to address dialectic in USA given ASA DAA and legal ramifications (? FastTrach LMA with NMB vs. FOB)
Conclusions from ED M.D. Perspective

1) Underfunded public health system in Canada( significant cost to public

2) Emergency Depts = fertile ground for SARS transmission

· 24 hours of care of SARS pt (unprotected) ( 10 people infected

      3)   Policies/Procedures/Training/Education/Communication

· Need to arrange prior to catastrophe such as SARS outbreak

· Communication is key!

· Disaster recovery plan( what if everyone at HQ needed to be quarantined
SARS: Specific Clinical Features/Lessons Learned (see nl diagnostic criteria)
-- 3 week illness( starts to resolve after 2 weeks if you don’t die

-- hyperglycemia, extreme anxiety ( unexpected clinical features

-- transmission through PPE during intubation (proportional to time in room)

-- if SpO2 < 92( strongly predicts need for intubation

-- Chest CT more sensitive for infiltrates than CXR

-- implement staff symptom monitoring at least q 12 hours

-- ICU beds + personnel limiting factors

· 22 ICU beds at Toronto’s North York hosp seen as borderline given need to isolate/treat critically ill, infectious SARS pts

· “MRP” model: Most Responsible Physician( drafted surgeon, anesthesiologists, family physicians to act as ward attendings for SARS patients, with ID specialists as consultants

· Education and Training!  PPE donning/removal video, communication, rumor quashing, moral support (given high attack rate among health care workers), communication, communication…

Afternoon Program:  Surge capacity for NCR
D.C., MD, VA: time between 12(48-72 hours in mass casualty situation key( need surge capacity locally until federal help arrives; planning underway; coordination/education programs being developed
Surge capacity vs. capability
Surge Capacity: “The ability to provide adequate medical evaluation and care in events that exceed the limits of the normal medical community infrastructure”

Surge Capability: “The ability to manage patients requiring unusual or special medical evaluation and intervention, often for uncommon medical conditions”

Related to systems and processes rather than concrete numbers of assets;

based at local and regional level
Summary:  Lessons learned from China/Toronto

· Always be prepared

· Interoperability—various independent jurisdictions
· Legal issues: Canada had no definition of quarantine

· New problems—new ideas (draconian measures/quarantine)

· Be flexible & wise

· May not be scalable—larger numbers, unique problems

· Cooperation and communication—single message/single messenger
· Leadership

· Cultural awareness

· HCP protection

· Long term consequences—practical, economic, psychological

· Family support—patients and providers

· “New Normal”—maintain business as best as you can

· Quarantince vs. Isolation—who and when?

· Compensation for lost income

· Importance of infection control

· IT platform all can use for epidemiology/information
· Reality in planning process (looting, excessive cell phone use)

· Baseline day-to-day operations must be good (handwashing, PPE)

