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 In March 2003, the son of the index case of SARS 
arriving from Hong Kong came to the emergency 
department of a Toronto hospital. 

 With fever and dyspnea of an undetermined illness, he 
stayed in the hallway for more than 24 hours.  

 While there, 2 patients and one technician became ill. 
Because one of those 2 patients went home before 
returning with SARS, he infected the 2 EMS personnel 
bringing him back to the hospital. 

 And so it began…. 



The Emergency Department – a first line of defense 

 Ebola. MERS. H1N1. SARS. 
Since the turn of the century 
global public health experts 
have responded to no less than 
four large-scale public health 
crises.  

 

 Each has served as a reminder 
of the importance of the 
Emergency Department as one 
of the first lines of defense in 
responding to many infectious 
threats 

 



It does not have to be a special illness or 

epidemic 

 Every year there are 250,000-

500,000 deaths worldwide that can 

be attributed to influenza, as per 

WHO data  

 How can an Emergency 

Department be a line of defense if 

its working environment 

guarantees spread of the disease? 

 



Lessons from SARS: ED construction and standards  

McGill University Health Centre ED 

 - standard patient room (Health Canada requirements) Hong Kong 

 



Treatment cannot be based on final diagnosis 

 Diagnosis always made after ED care completed 

 Rapid contact – and isolation – of all staff and patients 

exposed, in collaboration with public health 

 Most of these illnesses have no specific treatment – 

prevention, prevention, prevention 



We have to avoid panic and inappropriate reactions 

Ebola reaction in Canada Clothing mandated vs. needed 

 NO cases in Canada 

 

 Biolevel 5 Hazards suits required 

yet, Health Canada mandated all 

nurses at triage to wear low level 

gowns and masks (not N95)  

 They knew the steps were inadequate, 

but felt ‘something’ had to be done 

 Wanted to show the public they were 

being responsible 

 



What have we learned? 

 Simple steps go a long way 

 Wash hands 

 Have dispensers everywhere 

 Monitor usage 



What have we learned? 

 Respiratory illnesses spread within the ED 

 Separate waiting rooms for patients with respiratory symptoms 

should be the norm 

 Masks mandatory for patients with respiratory symptoms 

 Each treatment room for stretcher patients requires universal 

precautions 

 HEPA filters, air circulated minimum of 6 times per hour when room 

closed 

 Wear appropriate mask – fit testing 



What have we learned? 

 Isolation rooms must be 

adjacent to ambulance 

entrance and immediately 

proximal to ambulatory triage 

area 

 



Quality Assurance 

 All serology and cultures must have standardized follow 

up 

 Daily dedicated time by an ED staff member 

 Interaction steps with Public Health pre-determined 

 

 Regular training of staff  

 Proper gowning and removal of clothing practice sessions 

 Fit testing 

 Education of types of spread (airborne, droplet) 



1 month before I arrived in Hong Kong 

 A 36 year old male came to my Toronto Emergency 

Department with 5 days fever and cough 

 Had returned from Mecca 4 days ago and had developed rigors, 

fever and cough while in transit in Heathrow. He was allowed to 

board the plane without any screening 

 Hypoxic, in mild respiratory distress, T 39.2 C 

 

 Serology positive for Influenza B 

 But what if it had been MERS-CoV? 



Ebola 

 Deaths in 4 countries outside Africa 

 

 Hundreds of millions of dollars spent outside of Africa to 

prevent patients arriving infected 

 In USA a physician who worked in Africa caring for Ebola 

returned home. He was supposed to remain in isolation for 21 

days, but became ‘bored’ and went shopping at the grocery 

store 

 He developed Ebola symptoms within days 



Risk for respiratory spread is always present 

 Prevention is the only answer 

 

 Trained staff, hand hygiene, proper clothing and masks 

 

 Standardized rooms and ventilation 

 

 Distinct waiting areas 



Failure to do so 

 Places physicians and staff at risk 

 

 Ensures another episode as seen with SARS 

 

 Guarantees spread of disease between patients and to 

family members 



One last call for universal precautions 

 A 48 year old male presents with 
severe epistaxis 
 ENT and the Emergency Physician 

at bedside unable to control 
bleeding 

 CXR done demonstrates cavitating 
lesion – the blood is coming from 
his lungs, not his nose 

 

 Both physicians converted, had 
to be treated for Multi-drug 
resistant TB for 12 months 

 



Thank you very much for your attention! 


