Appendix B3


Surveillance Instructions for Clinicians


Known Person to Person Transmission of SARS in world


· Screen all patients with fever or lower respiratory symptoms, with or without pneumonia, to determine if, within 10 days of the onset of symptoms, they have had: 
· Close contact with a person suspected of having SARS-CoV disease, or 

· A history of foreign travel (or close contact with an ill person with a history of travel) to a location with documented or suspected SARS-CoV transmission, or
· Exposure to a domestic or occupational location with documented or suspected SARS-CoV (including a laboratory that contains live SARS-CoV), or close contact with an ill person with such an exposure history 

· For persons with a high risk of exposure to SARS-CoV (e.g., persons previously identified through contact tracing or self-identified as close contacts of a laboratory-confirmed case of SARS-CoV disease; persons who are epidemiologically linked to a laboratory-confirmed case of SARS-CoV disease), the clinical criteria should be expanded to include, in addition to fever or respiratory symptoms, the presence of any other early symptoms of SARS-CoV disease (subjective fever, chills, rigors, myalgia, headache, diarrhea, sore throat, rhinorrhea). The more common early symptoms include chills, rigors, myalgia, and headache. In some patients, myalgia and headache may precede the onset of fever by 12-24 hours. However, diarrhea, sore throat, and rhinorrhea may also be early symptoms of SARS-CoV disease. 

· Evaluate persons with an exposure history suggesting possible SARS-CoV disease according to Figure 2 in Clinical Guidance on the Identification and Evaluation of Possible SARS-CoV Disease among Persons Presenting with Community-Acquired Illness,


           www.cdc.gov/ncidod/sars/clinicalguidance.htm
· Patients who require hospitalization for pneumonia and who do not have a known epidemiologic link to a setting in which SARS-CoV has been documented should be screened for additional risk factors using the questions that apply when no SARS-CoV is documented in the world (i.e., employment in an occupation at particular risk for SARS-CoV exposure; part of a cluster of atypical pneumonias without an alternative diagnosis).

· Healthcare workers who are the first points of contact (e.g., triage and reception) should be trained to perform SARS-CoV screening. If screening personnel are not available, healthcare providers should screen symptomatic patients for SARS-CoV disease risk factors before initiating more detailed history and physical examination. If SARS symptoms and risk factors are present, follow the clinical algorithm for patient management at www.cdc.gov/ncidod/sars/clinicalguidance.htm
Outpatient infection control 

· Patients with fever or lower respiratory symptoms, with or without pneumonia, who have been exposed to SARS-CoV or who have SARS risk factors should be suspected of having SARS-CoV disease and isolated as soon as possible. Such patients should be given a surgical mask to wear and immediately placed in a private examination room. 

· Where limited space and examination room capacity preclude these measures, the patient should sit as far away as possible from other patients in the waiting area. Family members or friends who accompany the patient should be considered at risk for SARS-CoV disease and screened for fever and lower respiratory symptoms. If either is present, infection control measures to prevent SARS-CoV transmission should be applied. 

· Healthcare workers should wear gown, gloves, respiratory protection, and eye protection.

 Patient Disposition 

· Hospital admission or discharge of a possible SARS patient should be based on the patient’s clinical condition and healthcare needs. If diagnostic, therapeutic, or supportive regimens do not necessitate hospitalization, patients with possible SARS-CoV disease should not be hospitalized.

· Exceptions include persons for whom no other alternative for providing safe infection control is available. Such persons include travelers, homeless persons, and persons who would be returned to an environment where infection control measures are not feasible or practical (e.g., crowded dormitories, prisons and jails, detention centers, homeless shelters, other multi-person single-room dwellings). These persons should be hospitalized and isolated following CDC recommendations. As soon as appropriate arrangements can be made for out-of-hospital care, the patient can be discharged. Approval from the BCHD must be obtained alternatively; the patient may be admitted to a designated residential facility for isolation of convalescing SARS-CoV disease cases, if one exists.

· During transport between locations, patients should wear a mask. Public transportation (e.g., bus, train) should be avoided.

� CDC Public Health Guidance for Community-Level Preparedness and response to Severe Acute Respiratory Syndrome (p.9 – Objective 2: In the presence of person-to-person transmission of SARS-CoV in the world, Activities).  








