Accuracy of WHO case
definition for SARS screening

To the Editor: 1 congratulate Dr. Wong
Wing Nam and his coauthors on their
outstanding work during the Hong
Kong SARS outbreak and on the excel-
lent overview of their experience, pub-
lished in CJEM.' However the authors,
and Dr. Thompson in his accompany-
ing commentary,’ frequently use the
term “screening” with respect to the
World Health Organization (WHO) de-
finition in a vague manner.

The WHO definition is meant to en-
sure we count SARS cases consistently
and correctly in different jurisdictions.
It is a retrospective definition that does
not meet the needs of emergency de-
partments (EDs), where we typically
see patients early in their illness.

We “screen” patients for possible
SARS twice in the ED. The first is at
triage when the patient arrives. The
tool used by triage nurses must be as
close to 100% sensitive as possible,
and applicable in a brief assessment.
The triage tool will vary with the out-
break conditions in the community at
the time. In a community where trans-
mission is occurring outside health
care settings, the tool may include
ALL patients with any SARS-like
signs or symptoms (fever OR cough or
other respiratory symptoms OR diar-
rhea OR malaise, etc.). In Toronto,
where transmission was largely con-
fined to specific settings, we had a dy-
namic list of potential contact sites on
our triage tool. Patients had to have a
contact history AND any one of the
SARS-like symptoms to fail the
screen. Those who failed the screen
were put into full SARS isolation until
complete assessment determined
whether this was necessary.

The second SARS “screen” occurs at
the time of the disposition decision. At
this point, because of potential risk to
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household contacts and the community,
we still target 100% sensitivity but
must be more specific to avoid over-
whelming the wards with non-SARS
admissions. At Mount Sinai Hospital
we developed a tool (later modified for
province-wide use) to support clinical
judgement, which relied on chest imag-
ing (chest x-ray and CT in selected
cases), screening blood work and a
careful contact history. Persons under
investigation were admitted and iso-
lated until further results were avail-
able, while low-risk patients were sent
home on precautions in a process much
like that described by the authors.

The Toronto SARS cohort on aver-
age had fever for 48 hours before de-
veloping chest symptoms;® therefore
we believe the WHO definition is use-
ful only as a guide in developing triage-
and disposition-support tools for ED
decision-making. More sensitive tools
reflecting local outbreak conditions are
necessary and will evolve as outbreak
conditions change. Perhaps the most
important lesson from this experience
is the need for emergency practitioners
who understand our own practice envi-
ronment to work collaboratively with
public health and infection control
practitioners to develop the right tools
for the right job.

Howard Ovens, MD, FCFP

Head

Department of Emergency Medicine
Mount Sinai Hospital

Toronto, Ont.
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To the Editor: In their retrospective re-
view of SARS cases associated with
the Amoy Garden outbreak in Hong
Kong,' Wong Wing Nam and col-
leagues question the diagnostic accu-
racy of the WHO “suspect” case defini-
tion for SARS and suggest that it
requires revision. The authors make the
mistake of confusing a case definition
developed for public health and epi-
demiological purposes with one appro-
priate for clinical diagnosis. This was
not the intent of the WHO or other or-
ganizations that established case defini-
tions for the purposes of reporting and
counting SARS cases.

Diagnostic criteria and public health
case definitions are different and have
different purposes. Case definitions are
meant to monitor disease incidence and
outbreaks in populations and to guide
public health management. The current
WHO case definitions and public health
guidelines for SARS make clear the dis-
tinction between case counting and di-
agnosis.” The WHO notes the range of
symptoms, including atypical presenta-
tions, of SARS patients and provides
clinicians with clues for diagnosis. In
particular, it is noted that SARS patients
may have neither fever nor respiratory
symptoms, and that early signs and
symptoms may be non-specific. While
patients in the early stages of diseases
like SARS may have non-specific
symptoms, this is not a reason to change
case definitions because these patients
will eventually go on to declare them-
selves and get classified appropriately,
as they did in the study by Wong Wing
Nam and colleagues. If established pub-
lic health case definitions and guide-

January e janvier 2004; 6 (1)



Letters

lines had failed to control the spread of
SARS, these would have been altered as
needed. In fact, these guidelines led to
the worldwide interruption of SARS
transmission within 4 months of the
first WHO SARS alert, issued on Mar.
12, 2003.

The authors suggest that many
Amoy Garden patients did not initially
present with findings consistent with
the WHO case definition and therefore
there was the potential for disease
spread if emergency physicians had
released these patients in the commu-
nity without appropriate follow-up.
However, they fail to acknowledge the
ongoing actions of Hong Kong public
health authorities in managing the
Amoy Garden outbreak at the time
these patients presented, which could
have had a significant impact on the
study results. These actions, as de-
scribed in the report of the Hong Kong
SARS Expert Committee,’ included
daily visits to the Amoy Garden by
Hong Kong Department of Health
staff with reports of the first SARS
cases from Amoy Garden, referral of
residents for daily screening at SARS
clinics, and quarantine of residents. In
particular, the referral of residents for
screening daily would have meant
many of those who ultimately devel-
oped SARS would have initially had
few, if any, symptoms on initial as-
sessments. Public health officials rec-
ommended chest x-ray as part of the
screening, which may in part explain
the high rate of x-rays ordered by the
emergency physicians in this study,
despite minimal respiratory symptoms
in these patients. The information and
recommendations of Hong Kong pub-
lic health authorities therefore likely
served to enhance physician judge-
ment in this study and is a major
source of bias that the authors fail to
acknowledge.

Follow-up and quarantine of close
contacts of SARS cases, or those who
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had contact with an identified SARS
transmission setting, like the Amoy
Garden, was a recommendation of the
WHO, and was part of the protocol of
Hong Kong public health authorities
and all public health authorities manag-
ing SARS outbreaks around the world.
Under these protocols, follow-up and
quarantine of contacts did not depend
on a diagnosis of SARS by emergency
doctors, as suggested by the authors,
but was part of routine public health
management.

While emergency physicians may
rightly feel concerned that re-emer-
gence of SARS, if it occurs, may lead
to new outbreaks if initial cases present
with atypical findings and are missed,
the answer is not to establish public
health case definitions that can encom-
pass every possible presentation. The
answer is to establish appropriate infec-
tion control guidelines in acute care set-
tings so that any patient presenting with
a potential communicable disease is ap-
propriately isolated until a diagnosis is
established. Adherence to appropriate
infection control will prevent spread
while allowing time for clinical assess-
ment and laboratory investigation.

Finally, I would like to correct one
error in the Discussion by Wong Wing
Nam and colleagues pertaining to a
July 2003 outbreak of upper respiratory
tract illness in a long-term care facility
in British Columbia, Canada (see
p- 390). The authors suggest that resi-
dents were suspected of having SARS
and that a rapid SARS-CoV (SARS-as-
sociated coronavirus [CoV]) test helped
to identify a virus similar to SARS-
CoV, which may represent a new, less
virulent variant of CoV. In fact, pa-
tients in this outbreak had symptoms
consistent with the common cold and
were not suspected of having SARS.
SARS testing was included in a panel
of tests by a reference laboratory where
specimens were sent to look for other
viruses. SARS PCR (polymerase chain
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reaction) and serological testing was
falsely positive on a few of the patients,
leading to unnecessary anxiety and un-
warranted public health actions. The
virus was subsequently found not to be
related to the SARS-CoV but rather to
be consistent with previously identified
human coronaviruses known to cause
upper respiratory infections. Contrary
to the authors’ conclusions, this episode
highlighted the importance of interpret-
ing newly developed but unvalidated
SARS-CoV rapid tests with caution,
and prompted the WHO to recommend
that all positive SARS-CoV rapid tests
should be confirmed by a second, ex-
ternal laboratory.*

Patricia Daly, MD

Medical Health Officer

and Director of Communicable
Disease Control

Vancouver Coastal Health

Vancouver, BC
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[The lead author responds:]

To the editor: We appreciate the read-
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ers' comments about our recent article.'
Although we concluded that the WHO
case definition criteria are not accurate
when applied as screening criteria in
the ED, our intent not to criticize the
work of the WHO, and we recognize
that diagnostic criteria and public
health case definitions have different
purposes. Nevertheless, the WHO case
definition has been advocated and used
worldwide in EDs and other primary
health care settings as the basis for ED
screening decisions, and to guide pa-
tient disposition and management.
Since the outbreak in the spring of
2003, other authors®® have also identi-
fied this concern and concluded that the
use of these criteria for early screening
will result in over- and under-diagnosis,
which is potentially disastrous for our
patients and our health care system.

We agree with Dr. Daly that public
health officials play a crucial role in
containing and limiting the spread of
SARS, but this does not reduce the
need for emergency physicians to make
difficult decisions based on inadequate
information. We also agree with Dr.
Ovens that the WHO criteria are not
appropriate for ED screening decisions
and that ED physicians need to develop
the rights tools for the right job. In our
follow-up study (see page 12),* we
identified clinical and laboratory para-
meters, present during the initial ED
visit, which will help emergency physi-
cians make better screening decisions.

Our suggestion that the WHO case
definition requires revision is supported
by the fact that virology testing has be-
come the gold standard for SARS diag-
nosis and has been incorporated as a
component of the US Centers for Dis-
ease Control and Prevention (CDC)
SARS case definition since July 2003.°
It is particularly important to develop a
rapid SARS-CoV virological assay and
deploy this in EDs to facilitate early
confirmation. The costs of the SARS
outbreak, both in terms of lives and in

dollars, demonstrate the need to ur-
gently upgrade the ED response and to
develop comprehensive national stan-
dards as recommended in the recent
Canadian Association of Emergency
Physicians position statement.®

Finally, in response to Dr. Daly's
comments, I want to clarify that only
the Amoy Garden residents in Block E
where the index case lived were quar-
antined, and only those with definite
close contact were monitored daily by
our colleagues in the Hong Kong De-
partment of Health, as described in the
Report of the Hong Kong SARS Expert
Committee.” Unlike the confined out-
breaks in Canada and Singapore, SARS
spread widely in our Hong Kong com-
munity, and we could not afford to ap-
ply intensive public health measures to
ALL potential contacts and low-risk
suspected cases. This left primary care
providers and emergency physicians to
make critical early disposition and
management decisions that undoubt-
edly had a major impact on the subse-
quent course of the outbreak.

Wong Wing Nam,

MBBS, MRCSEd, MFSEM(RCSI)
Medical Officer
Accident & Emergency Department
United Christian Hospital
Hong Kong
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Case definition versus
screening tool for SARS

To the Editor: In the November issue
of CJEM, Wong Wing Nam and col-
leagues published an excellent study in
which they compared physician judge-
ment to the WHO case definition and
concluded that the latter is an ineffec-
tive screening tool for SARS.' Other re-
searchers*® have made similar criti-
cisms, which may be unfair. The WHO
criteria were not meant to be a triage
screening tool. Rather, they were in-
tended to “describe the epidemiology
of SARS and to monitor the magnitude
and spread of this disease, in order to
provide advice on spread and control.”™
It may therefore be inappropriate to ap-
ply these criteria in the ED.

In a subsequent study (see page 12),
which was also published as an early
online release, these authors identified
clinical predictors helpful in the diagno-
sis of SARS.”Not surprisingly, chest ra-
diography was the strongest of these.
Given that emergency physicians were
able to use chest radiography in their di-
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agnostic decisions, and that the WHO
“suspect case” definition does not in-
clude radiographic findings, it is no
wonder that physician judgement was
more accurate. It would have been fairer
to compare physician judgement with
the WHO “probable case” definition,
which includes radiographic evidence.*

Finally, the WHO criteria had poor
sensitivity for ED screening because
fever and respiratory symptoms are of-
ten delayed, in some cases appearing af-
ter radiographic changes.” In the Wong
Wing Nam study, a patient who pre-
sented with a fever of 37.8°C, a positive
contact history and radiographic
changes would most likely have been
correctly admitted as a suspected SARS
case according to physician judgement,
but would be considered a “miss” by the
WHO criteria, even if the patient later
progressed to develop a higher tempera-
ture (>38°C) and respiratory symptoms.
In such a case, the ED physician was ac-
curate, and the WHO criteria fulfilled its
surveillance function. It is important to
recognize the distinction between
“screening tool” and “case definition.”
Misunderstanding may lead to unneces-
sary discredit to the WHO.

Stewart S. Chan, MBBS(Syd),
FRCSEd, FHKAM (EM)

Honorary Clinical Assistant Professor

The Chinese University of Hong Kong

Emergency Physician

Accident & Emergency Medicine
Academic Unit

Prince of Wales Hospital

30-32 Ngan Shing St.

Shatin, New Territories, Hong Kong
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Correct way to wear
respirator head harnesses

To the Editor: The cover photo of
CJEM’s July 2003 issue showed 3
physicians who had intubated a patient
at the North York General Hospital in
Toronto.

My training in occupational hygiene
at Mount Royal College and with the
Canadian Navy gave me familiarity
with respirators, and I noticed the 3
were wearing full face respirators with
the head harnesses outside the hoods of
their protective suits. One worker was
wearing a hair net under his mask,
which was visible through the visor.

Wearing respirators in this manner
reduces the protection afforded. The
correct way to wear the respirator head
harness is under the hood of the protec-
tive suit. Hair nets are not to be worn
under the respirator.

Protective equipment gives a false
sense of security when worn incor-
rectly. The 3 workers in the picture
were doing just that.

SARS is a very serious disease, and
full protection is a must.

Heather Dawn Green
Peter Lougheed Centre
Calgary, Alta.
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Medical myth:
The usefulness of pelvic exam

To the Editor: When 1 first read the ar-
ticle by Brown and Herbert' in CJEM, 1
thought it was amusing. However, its
conclusion was illogical and not sup-
ported by the studies cited. I believed
that this was not a critical review of the
literature and was not a threat to the
time-honoured practice of pelvic exam-
ination used to guide ancillary investi-
gations. It was not going to change my
practice.

I have since discovered that some of
my less experienced colleagues have
misinterpreted this article and have
stopped doing pelvic exams — instead,
they are arranging outpatient ultra-
sounds for the next day, since our hos-
pital does not provide 24-hour avail-
ability. My colleagues no longer
perform speculum examinations to as-
sess bleeding, discharge, foreign bod-
ies, traumatic or other lesions; and they
do not remove products of conception
from the cervical os. Nor do they per-
form bimanual pelvic examination for
the rapid and helpful information it pro-
vides. They have accepted Brown and
Herbert’s “evidence-based” statements
questioning the usefulness of this pro-
cedure. Their change in practice com-
pels me to address the quality of this ar-
ticle and its recommendations.

A key problem is the authors'
premise that an investigation is useless
unless it has the sensitivity and speci-
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ficity to rule out or rule in pelvic dis-
ease. But emergency medicine is not so
simple, and we use many tests that are
not definitive. If only it were true that
we could ignore clinical findings and
just order a test to make every diagno-
sis — perhaps run all patients through a
universal scanner! In reality, we must
weigh information from the history and
physical examination, formulate a dif-
ferential diagnosis and use clinical fea-
tures to guide further investigations.
For the pelvic exam to be discarded, it
would have to be more misleading than
helpful, and even the studies cited do
not suggest this.

Let's look at the studies presented as
evidence.

The study by Close and coworkers,
which was used as evidence that bi-
manual exam is unreliable, was de-
signed to fail. If one physician was un-
sure about a finding and the second
physician thought the finding was ab-
sent, the authors considered this a dis-
crepancy (error). Yet the data still
showed 82% agreement on cervical
motion tenderness, 72% agreement on
adenexal and uterine tenderness and
84% on the presence of adenexal mass.
The study by Padilla anc cohorts® con-
cluded that the pelvic exam is
79%-92% specific and only 15%-36%
sensitive for adnexal masses. But this
study® looked at anesthetized patients,
a very different group than the awake
patients emergency physicians exam-
ine — patients who are capable of in-
dicating the location of tenderness,
therefore helping to guide us to the lo-
cation of the mass. Two studies,** pub-
lished before the availability of sensi-
tive beta-hCG tests, were cited to show
the unreliability of pelvic exam in
pelvic inflammatory disease (PID).
Given that the authors at this time were
not even able to reliably detect preg-
nancy, it is not surprising they had dif-
ficulty making a correct diagnosis us-
ing physical exam alone. Today, the
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first decision point — pregnant/not
pregnant — is easy; then we use the
pelvic exam to guide ancillary investi-
gations such as cervical cultures, ultra-
sound, and even CT. A study by Houry
and Abbott® was cited as evidence that
pelvic exam is unreliable in detecting
ovarian torsion, but this was a retro-
spective chart review where, if the
physician failed to adequately docu-
ment pelvic exam findings, the find-
ings were considered to be absent. It is
inappropriate to make conclusions
about the value of the physical exam
using this retrospective methodology.

Of note, a well-designed study by
Dart and colleagues’ identified several
pelvic exam findings, including cervi-
cal motion tenderness, lateral pelvic
tenderness and uterine size less than 8
weeks, that are thought to be useful in
diagnosing ectopic pregnancy. Al-
though these authors did not identify a
combination of findings highly accu-
rate for ectopic pregnancy, they con-
cluded that history and physical exami-
nation will continue to play an
important role in determining the need
for emergent ultrasound.

Two papers®® were cited to show
that ultrasound is superior to clinical
examination. But both reported re-
markable specificity (and reasonable
sensitivity) for bimanual examina-
tion, and neither groups suggested
that the pelvic exam was useless. In
fact, Andolf and Joergensen® con-
cluded that ultrasound was a useful
complement to pelvic exam, but that
neither modality reliably detected
tubal anomalies, while Frederick and
cohorts’ concluded that vaginal ul-
trasound is an effective routine ad-
junct to physical examination in the
preoperative evaluation of surgical
patients.

Brown and Herbert conclude that
clinical examination of the female
pelvis is not an adequate, reliable or re-
producible method for evaluating sig-

CJEM « JCMU

nificant pelvic pathology, but does their
article make a compelling and evi-
dence-based case supporting this con-
clusion? I for one would want better
evidence before abandoning pelvic ex-
aminations.

Paul Rosenberg, MD
Toronto, Ont.
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Pneumatosis intestinalis

To the Editor: 1 would like to commend
Dr. Liu and colleagues on their excel-
lent case report,’ “Benign pneumatosis
intestinalis: a cause of massive pneu-
moperitoneum in the adult.” The Cana-
dian Journal of Emergency Medicine
arrived at my house on Wednesday,
and by Friday I was able to put the arti-
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cle and its excellent photoradiographs
to good use. In doing so I noted that
this syndrome is not discussed in
Rosen's Emergency Medicine textbook.

My interest in your case report
arose when a 90-year-old woman was
transferred from another institution to
us via our imaging department. She
had suffered the onset of abdominal
pain and bloating that morning, and
the CT revealed massive pneumoperi-
toneum. The attending surgeon re-
quested that preparations be made for
immediate laparotomy pending his ar-
rival. As emergency physicians gener-

ally attempt to do with all patients
passing through their department,
I quickly reviewed the patient, noting
how benign her belly felt, and noting
the presence of normal laboratory val-
ues. At this point I reviewed the CT
report, which read: “massive pneu-
moperitoneum suggestive of air-filled
cystic structures.”

Following discussion with the attend-
ing surgeon and CT radiologist, it was
agreed that the patient did not warrant
immediate laparotomy. By the follow-
ing day the patient was able to start eat-
ing again. No ischemia, inflammation

nor increased intraluminal pressure
effect was identified.

I thank you for this excellent Case
Report.

George Pugh, MD, MHSc
Attending Emergency Physican
Mount Saint Joseph Hospital
Providence Health Care Society
Vancouver, BC
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