BIS/BTS SARS Guideline July 2003


Hospital Management of adults with suspected or probable Severe Acute Respiratory Syndrome (SARS)

These guidelines refer to adults who present to hospital and are identified as having suspected or probable SARS.  They are meant only as a brief handy summary for clinicians faced with a possible case. 

Guidelines for the management of paediatrics cases have not yet been developed.
As more information about this illness becomes available, guidance will be appropriately updated.  Please consult latest guidance in each instance.

These guidelines were produced as a joint initiative between the British Thoracic Society and the British Infection Society.
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Figure 1: Navigating the Guidelines
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Case Definitions (updated 24 June 2003) 

A.  Suspected SARS (LOW category)
A person presenting after 1 Feb 2003 with sudden onset of:
· high fever (>38°C) 


and
· cough or difficulty breathing 

and 
· travelled in the 10 days before onset of illness to an area in which there is more than 'limited' local transmission of SARS during the travel period. As of 24 June 2003, the Health Protection Agency (HPA) considers these areas to be:  Toronto in Canada and Taiwan. 
** The list of affected areas is constantly updated.  Please refer to the HPA website at www.phls.co.uk/topics_az/SARS/case_definition.htm for the latest Case Definitions.

B.  Suspected SARS (HIGH category)
A person presenting after 1 Feb 2003 with sudden onset of:
· high fever (>38°C) 


and
· cough or difficulty breathing 

and 
· had close contact with a probable SARS case from an affected area in the 10 days before onset of symptoms 

C. Probable case


Either: 
A suspect (Low or High) case with:
· chest x-ray findings of pneumonia and no response to standard antimicrobial treatment 





or
· respiratory distress syndrome (RDS) 

or
· who tests positive for SARS coronavirus 

or
Death due to an unexplained respiratory illness with autopsy findings of RDS without identifiable cause in a person who travelled to an affected SARS area within 10 days of illness.
1.  Adult presenting with suspected (Low and High category) SARS

1.1 Infection control issues:

· Give patient a N95 (or equivalent) mask to wear continuously (unless requiring face mask for oxygen).

· Conduct consultation in a pre-identified area away from other patients.

· Ensure health care workers adhere to local SARS infection control measures: minimum requirement – gown, gloves, masks and strict hand-washing.  Please refer to the HPA website for guidance - http://www.phls.org.uk/topics_az/SARS/health_professional_page.htm
· Ensure other infection control procedures are in place.

· Inform hospital infection control representative and CCDC.

1.2 Clinical issues:

· Patients generally have initial symptoms of fever, myalgia, and other features of a flu-like illness. Some patients have experienced diarrhoea. Respiratory symptoms begin approximately 3 days after the onset of these symptoms, mainly cough and dyspnoea. For a full description of the clinical features of large series of patients, consult Peiris et al (HK), Lee et al (HK) and Booth et al (Toronto). 
· Confirm travel history/ history of contact with patient with SARS.

· Obtain history of close/ household contacts.

· Explore other possible causes of pneumonia 

· Determine whether patient has any medical history of illness associated with severe outcome of SARS ie diabetes and cardiopulmonary disease.

· Assess disease severity – see BTS guidelines on CAP in adults (www.brit-thoracic.org.uk/guide/guidelines.html).

· Obtain investigations as listed below (observe high risk infection control measures for all samples):

1.3 Laboratory testing for SARS.  

Please see HPA website at www.phls.co.uk/topics_az/SARS/Clinical_guidance.htm and contact the Respiratory Division of CDSC (tel: 020 8200 6868).  

1.3.1. Microbiology

· Sputum (if available – observe strict infection control procedures)
· Urine (20-30ml)
· Stool
· EDTA blood (5ml) 
· Acute serology
Do not obtain a nasopharyngeal aspirate as this is likely to generate aerosolisation.

1.3.2  Other tests

· Chest x-ray

· Pulse oximetry 

· Blood gases if oxygen saturation  < 92% on air

· FBC, U & Es, LFTs, CK and CRP

· Other samples for diagnostic testing as appropriate (remember there are much commoner causes of CAP than SARS)

1.4.1 If chest x-ray normal and non-severe illness, consider management at home.

· Institute appropriate infection control measures at home – see HPA website at www.phls.co.uk/topics_az/SARS/home_isolation.htm
· Instruct patient to record temperature twice daily.

· Arrange daily medical review of patient eg. by phone until patient clearly improving.  If the patient is not improving, the local CCDC/HPA needs to be involved in directing further care.

· Paracetamol for fever.

· Advise plenty of fluids and bed rest as appropriate.

1.4.2  If chest x-ray normal but severe illness, admit to hospital.  

Patients with suspected or probable SARS may deteriorate rapidly, and may deteriorate after a period of apparent improvement.

· Admit patient to a negative pressure isolation room.  If negative pressure facilities not available, use a side-room and contact regional centre.  (Each region should identify appropriate isolation facilities which will take patients from the community  with suspected or probable SARS.  These will usually be linked to regional Infectious Diseases units.)

· Give fluids and oxygen (see section 2.3.2 regarding oxygen therapy)

· Paracetamol for fever.

· Treat with antibiotics as for severe community acquired pneumonia ie. intravenous cefuroxime 1.5g tds plus erythromycin 500 mg qds iv or clarithromycin 500mg bd iv.  (See BTS guidelines for alternative recommended regimens.)

· Review possible alternative diagnoses

· Observe closely for change in clinical status.

· CT of the thorax is not required unless there are other appropriate clinical indications. 

1.4.3  
If chest x-ray abnormal (regardless of disease severity), proceed to management as for adult with probable SARS.

2.  Adult with probable SARS

2.1 Infection control issues:

· Give patient N95 (or equivalent) mask to wear continuously (unless requiring face mask for oxygen).

· Admit patient to a negative pressure isolation room.  If none available, use a side-room.  Arrange for transfer to regional centre with negative pressure facilities as appropriate. (Each region should identify appropriate isolation facilities which will take patients with suspected or probable SARS.  These will usually be linked to regional Infectious Diseases units.)  

· Ensure health care workers adhere to local SARS infection control measures: minimum requirement – gown, gloves, masks and strict hand-washing.  Please refer to the HPA website at http://www.phls.org.uk/topics_az/SARS/hospital_guidance.htm .

· Ensure other infection control procedures are in place.

· Inform CCDC & regional designated SARS Infectious Diseases unit.

2.2 Clinical issues:

· Obtain history and investigations as outlined for patients with suspected SARS (see above). 

· Assess disease severity – see BTS guidelines on CAP in adults.

2.3.1 If non-severe illness, manage as for hospital-treated non-severe CAP according to BTS guidelines.

· Fluids and oxygen as appropriate.

· Oral amoxicillin 500mg tds plus macrolide eg. erythromycin, clarithromycin (See BTS guidelines for alternative recommended regimen).

· Observe closely for change in clinical status (eg. increasing oxygen requirements, tachynoea, chest radiograph infiltrates).
2.3.2 If severe illness, manage as for severe CAP according to BTS guidelines.

· Fluids as required.

· Intravenous co-amoxiclav 1.2g tds or cefuroxime 1.5g tds plus erythromycin 500 mg qds iv or clarithromycin 500mg bd iv  (See BTS guidelines for alternative recommended regimens).

· Oxygen therapy

Oxygen supplementation should be administered according to standard/ local guidelines.  However, in order to reduce the risk of aerolisation and hence spread of infection, high flow oxygen is not recommended ie avoid oxygen flow rates of > 6 L/minute.  It should be possible to provide 30 – 40% oxygen supplementation using a standard low flow oxygen system and an air-entrainer together with a Ventimask.

· Respiratory support and procedures
Procedures and practices that promote aerolisation should be avoided wherever possible to reduce the risk of infection to health care workers. (Li, Buckley et al. 2003; Tomlinson and Cockram 2003)
Procedures that might promote aerolisation include (non-exhaustive list):
a) Use of high flow oxygen (> 6 L/min)

a) Use of nebulisers

b) Chest physiotherapy

c) CPAP

d) NIV 

e) Bronchoscopy

f) Tracheal intubation

g) Suctioning

h) Humidification

If such procedures need to be performed eg. tracheal intubation, it is advised that experienced operators only should undertake procedures. These should, where possible, be planned and controlled. Patients who are likely to require intubation for example, should be identified early and the procedure should be undertaken electively.  In order to avoid the use of CPAP or NIV, early intubation and IPPV may be required in some patients with impending respiratory failure.  

· Critical care
Preplanning and early consultation with local critical care providers is encouraged.  The following issues need to be considered:

a) Early intubation of patients with impending respiratory failure.

b) Adequacy of infection control policies (including training).

c) Intubation and subsequent IPPV should ideally be conducted in a negative pressure isolation room. Transfer to Regional centres with appropriate facilities may be necessary.

Further guidance for the management of critically ill patients is being developed.  

· Steroids
Although there is no evidence of any effect on mortality, use of high-dose steroids has been reported to contribute to decrease in fever and need for oxygen supplementation.(So, Lau et al. 2003) The latter may help avoid the need for assisted ventilation. These findings are not based on controlled data and there remain concerns regarding the use of high-dose steroids. 

 Current recommendation is to consider moderate doses of steroid (prednisolone 30 – 40mg/day) in severely ill patients with SARS with increasing oxygen requirements and have a PaO2 < 10kPa or O2 sats < 90% on air.  High dose pulsed methylprednisolone intravenously as per Peiris et al is not recommended routinely.
· Ribavirin

Currently there is no convincing evidence that ribavirin alters clinical outcome.  In laboratory studies, no in vitro activity against SARS-associated coronavirus (SAR-CoV) has been demonstrated either.  Use of ribavirin is associated with significant toxicity including haemolysis (in ~76%) and decrease in Hb of 2 g/dl (in ~49%).(Booth, Matukas et al. 2003)  Routine use of ribavirin in patients with SARS is therefore not currently recommended.

3.  Discharge from hospital and follow up
3.1  Guidelines for the safe discharge of patients recovering from SARS have been published by WHO.  Please refer to the WHO website at www.who.int/csr/sars/discharge/en/.  

· Briefly, the following criteria should be considered before discharge:

· Afebrile for 48 hours

· Resolving cough

· Laboratory tests, if previously abnormal, returning to normal

· Chest x-ray improved, if previously abnormal.

3.2  On discharge:

1. Patients should monitor and record their temperature twice daily. If they have an elevated temperature of 38 degrees Celsius or above on two consecutive occasions they should report to the health care facility from which they were discharged.

2. Patients should remain at home for 7 days after discharge, keeping contact with others at a minimum.  (This is to reduce the risk of transmission until more is known regarding the potential for continued carriage in convalescent cases). 
3. Follow-up at 1 week minimum.  This should ideally be done out of the hospital environment. Additional home confinement to be considered.  Recommended in patients who are immunosuppressed.

4. Obtain convalescent serology at 21 days after the date of disease onset.  
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