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Q-Net is a technology-assessment 
network of questions and answers.  
Its newsletter is ��� ������������	�

       Q-Net’s main goal is to encour-
age the infection control and endo-
scopy communities to not only ask 
good questions but to also demand 
succinct and well referenced         
responses. 
       Q-Net addresses the needs of 
both the health care provider whose 
goal is to provide the best care possi-
ble, and the patient who deserves 
affordable quality health care.  
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The articles published in this news-
letter are written by: Lawrence F 
Muscarella, PhD, Chief, Infection 
Control at Custom Ultrasonics, Inc. 
Ivyland, PA  18974. 

For IC Practitioners, OR, Endoscopy and Reprocessing Staff, Risk Managers, et al. 

B ackground:  This past August, more 
than two dozen healthcare workers 

and patients at a hospital in Washington, 
DC, contracted a mysterious respiratory     
illness. Almost all of these cases were 
linked to the hospital’s gastrointestinal 
(GI) endoscopy suite. Symptoms of this 
illness included a low-grade fever, nasal 
congestion, and a dry cough. Hospital 
officials believe the index case is a nurse 
who recently traveled to the Philippines.1 
       Although reports indicate that this 
hospital’s outbreak was not caused by the 
virus responsible for SARS—or severe 
acute respiratory syndrome—such inci-
dents of healthcare workers displaying 
symptoms of a respiratory illness rouse 
concern and fear. Too familiar are the 
past year’s reports that document the high 
rate of transmission of SARS to health-
care workers.2-5 
       Wreaking havoc around the world 
from North America to Southeast Asia, 
SARS is a potentially fatal atypical pneu-
monia etiologically linked to the novel 
SARS-associated coronavirus, or SARS-
CoV.5 Named so because they appear 
under a microscope to have a halo or 
crown-like structure,6 coronaviruses, in 

addition to being linked to SARS, are a 
major cause of the common cold.6,7 

       SARS reportedly first appeared last     
November (2002) in China’s Guangdong 
Province.2,7-10 During the past year, SARS 
has spread to more than two dozen   
countries, including Canada, Hong Kong, 
Indonesia, Philippines, Singapore, and 
Vietnam. To date, more than 8500 cases 
of SARS have been reported, resulting in 
more than 900 deaths.10 Hopes that the 
worldwide spread of SARS had ended in 
July were challenged when this past Sep-
tember a new probable case of SARS was 
reported in Singapore, raising concern of 
this disease’s potential re-emergence.11 
 
Symptoms and therapy:   Symptoms of 
SARS include a fever (greater than 
100.4°F), dry cough, tiredness, body 
aches, and shortness of breath with or 
without abnormal chest radiographic 
findings.2,5,7,12 There is no specific     
therapy for SARS, although a cocktail of 
drugs that includes antibiotics, steroids, 
and antiviral medications may help to        
improve the patient’s prognosis and    
control the virus’s spread.5-7,13 
 
Transmission:   SARS Co-V appears to 
be highly infectious.13 Many infected 
with this virus during the past year were 
healthcare workers who cared for SARS-
infected patients.2-5,14 SARS is primarily 
spread from person-to-person via large 
respiratory droplets and typically requires 
for transmission direct and close (3 feet 
or less) contact with an infected          
person.3,14-16  Contact with a contaminated 
environmental surface or fomite (i.e., an 
inanimate object) may also result in the 
transmission of SARS,9 as suggested by 
reports that healthcare workers who had 

(Continued on page 20) 

This month’s newsletter discusses 
SARS and its potential re-
emergence. Several recommenda-
tions are provided. Although these 
recommendations are written specifi-
cally for SARS, some may also be 
applicable to preventing nosocomial 
transmission of other diseases. Note 
that as more information about 
SARS and its cause, epidemiology, 
modes of transmission, and treatment 
becomes available, these recommen-
dations may be changed, modified or 
updated as warranted. 

While SARS was first reported last 
November (2002), became an       
epidemic in March, and then           
appeared to have been contained in 
July, recent reports raise concern of 
its potential re-emergence. 
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Thank you for your interest in this newsletter. I have         
addressed each issue to the best of my ability. Respectfully, 
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no direct contact with SARS-infected patients, but who had 
cleaned a pneumonia triage ward, became infected.5,6 Data 
suggest that SARS-CoV can survive on hard surfaces for   
several hours, if not days.9,12  Airborne transmission of SARS 
cannot be ruled out.12,17      
 
Risk of infection during endoscopy:  In addition to respira-
tory secretions and other body fluids, SARS-CoV has been 
identified in human feces.6 As a result, contaminated       
bronchoscopes and GI endoscopes could pose a risk of trans-
mitting SARS, both to other patients and healthcare workers. 
Of particular concern are procedures, such as bronchoscopy, 
that could induce coughing and expose healthcare workers to   
potentially infected aerosolized respiratory droplets.13 Despite 
the risk, to date no reports of transmission of SARS via a 
flexible endoscope have been confirmed.  
 
Recommendations: Healthcare workers are at risk for       
exposure to SARS.2-5,14  To be clear, most reports of transmis-
sion of SARS in the healthcare setting occurred in facilities 
where infection control precautions were either lax or not 
practiced.14  Strict adherence to infection control guidelines is 
therefore recommended to prevent disease transmission.18 
Routine monitoring of infection control practices is also     
recommended. While some may also apply to other diseases, 
such as hepatitis C (refer to the July 2001 issue of this     
newsletter), the following additional recommendations are 
provided to prevent transmission of SARS in the healthcare 
setting: 
 
1. Establish a program that can promptly identify and      

isolate suspect and probable SARS-infected patients.5,17 

Screening and evaluating patients for SARS should be 
based on the most recent case definition for SARS (see 
box, below). During a SARS outbreak, a high index of 
suspicion for infection may be warranted.5 

2. Educate healthcare workers in the principles of Standard 
Precautions and Transmission-Based Precautions, which 
include Contact Precautions, Droplet Precautions, and 
Airborne Precautions. 

3. In addition to Standard Precautions, practice Contact 
Precautions and Airborne Precautions for both suspect 
and probable SARS-infected patients.3,6,17-21  

• In addition to eye protection, use personal protective 
equipment, such as gloves, gowns, and head covers, as 
prescribed by Standard and Contact precautions.13,22,23 

Case definition for SARS: For a description of the 
CDC’s most recent definition of a suspect case and a 
probable case of SARS, refer to the following link: 
http://www.cdc.gov/ncidod/sars/casedefinition.htm  

• In addition to placing the patient in an isolated room with 
negative air pressure, Airborne Precautions require 
healthcare workers be fitted with NIOSH-certified, N95 
(or better) disposable respirators,14 which, unlike surgical 
masks,5,24 appear to prevent the transmission of SARS. 

• Proper hand hygiene and frequent hand washing with 
soap and water (or an alcohol-based hand rub) before and 
after each patient contact is important.13,14,17,24-26   

4. Bronchoscopy, airway suctioning, and other types of  
procedures that may result in coughing and aerosolization 
of respiratory secretions should be performed on SARS-
infected patients only when absolutely necessary.7,18,19 

5. Ensure flexible endoscopes and associated equipment are 
thoroughly cleaned and either high-level disinfected or 
sterilized as required. High-level disinfection destroys 
virtually all known pathogenic microorganisms and    
viruses. Current endoscope reprocessing guidelines are 
therefore adequate to prevent transmission of SARS via 
both a bronchoscope and GI endoscope. 

6. Routine and terminal cleaning/disinfection of all neces-
sary bedside equipment, furniture, and environmental 
surfaces are recommended.13,17,27 Use EPA-registered 
hospital grade detergent-disinfectants shown to be effec-
tive against coronaviruses.27 These include quaternary 
ammonium-based and phenol-based products.6
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