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ABSTRACT

OBJECTIVE To promote incorporation of new guidelines on control of respiratory infections into family
physicians’ practices.

SOURCES OF INFORMATION The World Health Organization website on pandemic influenza, the Canadian
Pandemic Influenza Plan, the Ontario guidelines on respiratory infection control, and research on
implementing guidelines into family practice were reviewed. We also researched and calculated what the
costs of implementing the guidelines would be.

MAIN MESSAGE Effective control of respiratory infections in physicians’ offices can be achieved by
displaying signs in the waiting room, having reception staff give masks to patients with cough and

fever, instructing these patients to clean their hands with alcohol gel and to sit at least 1 m from others,
inquiring about patients’ or their close contacts’ recent travel, using disinfectant wipes to clean possibly
contaminated surfaces in waiting rooms and examining areas, and having staff and care providers wear
masks and wash hands or use alcohol gel. The approximate annual cost of incorporating the guidelines is
about $800 per physician.

CONCLUSION Because the outbreak of an influenza pandemic is likely imminent, implementing standard
guidelines for control of respiratory infections in primary care offices seems wise. Following these
guidelines would help prevent patients and staff from contracting serious respiratory illnesses.

RESUME

OBJECTIF Promouvoir I'adoption par les établissements de médecine familiale des nouvelles directives
concernant le contréle des infections respiratoires.

SOURCES DE L'INFORMATION On a consulté le site web de I'Organisation Mondiale de la Santé, le Plan
canadien de lutte contre la pandémie d’'influenza, les directives ontariennes sur le contrdle des infections
respiratoires et les recherches sur la fagon d'incorporer les directives a I'exercice de la médecine
familiale. Nous avons également étudié et calculé ce qu'il en colterait pour adopter ces directives.

PRINCIPAL MESSAGE On peut obtenir un contrdle adéquat des infections respiratoires au bureau du
médecin en disposant des affiches dans la salle d’attente, en demandant au personnel d’accueil de
distribuer des masques aux patients avec toux et fievre, en demandant a ces patients de se laver les
mains avec un gel d’alcool et de s'asseoir a au moins 1 m des autres, en s'informant des récents voyages
du patient ou de ses proches, en utilisant des désinfectants pour nettoyer les surfaces des salles d’attente
et d’examen susceptibles de contamination, et en demandant au personnel de soutien et aux soignants
de porter des masques, de se laver les mains ou d'utiliser le gel d’alcool. On estime qu'il en colterait a
chaque médecin environ 800$ par année pour adopter de telles mesures.

CONCLUSION Parce que I'éclosion d'une pandémie de grippe semble imminente, il parait raisonnable
d’adopter des directives standards pour le contrdle des infections respiratoires dans les établissements de
soins primaires. En se conformant a ces directives, on aiderait a empécher les patients et le personnel de
contracter des maladies respiratoires séveres.
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he emergence of severe acute respiratory syn-
drome (SARS) in 2002-2003 took everyone by sur-

prise. More than half the people infected with
SARS were health care workers, mainly because hygiene
precautions were inadequate.!*® The only doctor to die in
the epidemic was a family physician who was exposed
to SARS in his office. The explosive spread of SARS crys-
tallized the need for aggressive measures to prevent and
control respiratory infections and is often thought of
as a dry run for a larger respiratory infection outbreak,
such as pandemic influenza.

All signs indicate that a pandemic will occur. It is not
a question of if, but when. Today, a highly pathogenic
avian influenza virus (H5N1) is implicated as a global
threat. The H5N1 virus is far more contagious than the
SARS coronavirus.® Even though it has been shown that
avian viruses generally replicate and transmit poorly
in humans,” the virus has killed at least 54 people to
date.'® While the H5N1 virus has not yet achieved the
adaptive changes necessary for effective human-to-
human transmission, the emergence of a viral strain that
can be readily transmitted between humans is probably
imminent. Global health authorities fear that a new viral
species transmissible in humans will emerge through
adaptive mutation or genetic reassortment of human
and avian influenza strains.

Current efforts to prevent a pandemic have com-
prised culling infected birds and attempting to develop a
vaccine for humans. It is too late, however, for efficient
culling, as the H5N1 virus is now endemic in poultry
in some rural areas in Asia'' and has expanded to the
wild-bird population. An ominous recent report of the
death in China of more than 1000 migratory birds from
the H5N1 strain could indicate that the virus has geneti-
cally mutated or reassorted.'? As the virus is now mutat-
ing in tens of millions of wild birds, a human-to-human
transmissible virus seems virtually inevitable. Even if an
effective and safe vaccine is available in time, it is likely
that supply will not meet demand, and an influenza pan-
demic will spread rapidly.

It is clear that we are vulnerable to the threat of a
pandemic, but also that we are still poorly prepared.
Experts seem sure that an influenza pandemic will be
transmitted by droplet infection. During coughing or
sneezing, respiratory viruses in droplets can be propelled
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about 1 m through the air and settle on nearby surfaces
where they can survive long enough to be picked up by
other people. An important place to stop the spread of
respiratory infections is in the waiting rooms and offices
of family practices where patients with infectious dis-
eases collect.

Threat of infection

A patient visibly ill with a cough comes to your office
and sits in a busy waiting room. A few days later,
several patients who were in that waiting room report
being ill and ask whether they became sick as a result
of sitting next to your sick patient. Growing public
anxiety about the risk of an influenza pandemic make
these complaints difficult to ignore. Guidelines have
come out recently that recommend screening for
cough and fever, and when it is found, using masks,
alcohol-based hand sanitizers, and spaced seating.
You ask yourself if it is time to incorporate these
guidelines and change your office practice, and you
wonder how you are going to do this and how much
it will cost.

Why protection is important

As critical front-line workers, physicians have compel-
ling reasons to implement and follow stringent respi-
ratory infection-control measures in their offices. Many
respiratory infections are serious, and some are lethal.
When a pandemic happens, family physicians will be
needed to care for sick people, and they have a moral
obligation to prevent these people from infecting each
other while they are under a physician’s care. Physicians
also have the incentive of protecting their families and
friends by not bringing infection home. Another concern
is keeping staff healthy, and simply put, it makes good
business sense not to have employees off sick. Finally,
patients might question the lack of proper precautions,
precautions that are gradually being implemented in
other care settings. The recent release by the College
of Physicians and Surgeons of Ontario'® of guidelines
to prevent the spread of infections in the office might
increase the risk of lawsuits if proper precautions are
not taken.

Sources of information

We consulted the World Health Organization plan and the
Canadian Pandemic Influenza Plan. 1t is possible, based on
a United States Centers for Disease Control model' and
calculations set out in the Canadian Pandemic Influenza
Plan,'s to predict the effect of a pandemic on any
Canadian city or region. Using Ottawa with its population
of 850000 as an example, experts predict the effect of a
pandemic to be about 21000 new cases of influenza each
week for 9 weeks, assuming an average attack rate and
duration of outbreak. The capacity of health services will
be strained by a sudden sharp increase in the need for
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medical care. Despite canceling all elective surgery, hos-
pitals will be overwhelmed (eg, 175% of current intensive
care beds will be needed just for the influenza outbreak)
and be more aggressive than usual in sending people
home early. This will greatly increase the responsibility
and workload of family physicians. While not every per-
son with influenza will seek medical help, most of the
9700 people who are predicted to seek medical help will
likely go to family physicians, many of them 2 or 3 times
during the course of the illness.

Media coverage of the pandemic will result in fam-
ily physicians’ seeing many people with fever and minor
unrelated illnesses who do not usually come to see
them. Each of the 486 full-time-equivalent family phy-
sicians in Ottawa would need to see an additional 12
patients each day for 9 weeks, assuming all these phy-
sicians remain healthy and are able to work a regular
schedule. Expert opinion has it, however, that at any
given time, 25% of health care workers will be off sick.
The epidemic is expected to strike quickly, giving little
time to prepare. Family physicians should adopt precau-
tions now and maintain them as standard practice on a
permanent basis.

Ontario was not the only province affected by
SARS,'¢!7 but it was the one hit hardest, so it is not
surprising that in its aftermath Ontario developed new
respiratory infection-control guidelines. The Ministry of
Health and Long-Term Care released guidelines on respi-
ratory infection control in the community in 2004.'® The
College of Physicians and Surgeons of Ontario released
guidelines on infection control in physicians’ offices in
2005.1

These guidelines need not be limited to Ontario
alone, as they are based on evidence that applies to pri-
mary care in general. In a recent study,'” an expert advi-
sory committee developed respiratory infection-control
guidelines for primary care. The committee, comprised
of an infection-control specialist, an Associate Medical
Officer of Health, 2 family physicians, and a librarian,
selected and reviewed the most current, most reliable,
and best-quality evidence found through a search of the
Cochrane Library database, medical literature databases,
and Canadian and international government-sponsored
public health websites. Based on this review, the commit-
tee reached similar conclusions to the above-mentioned
guidelines. These conclusions are consistent with the
main messages below. 31820

Main messages

Masks, alcohol gel, seating, “kleening,” and signage
(MASKS). Stopping the spread of respiratory infections
in the office should begin with placing signs in or near
the waiting room, having reception staff give masks to
patients with cough and fever, and instructing patients
with cough and fever to clean their hands with alcohol
gel and to sit at least 1 m from others. Other activities
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are important as well. Chairs and tables patients might
have contaminated in waiting rooms and examin-
ing rooms should be cleaned with disinfectant wipes.
Care providers and staff should protect themselves
by wearing masks and washing their hands or clean-
ing them with alcohol gel. Physicians seeing patients
with respiratory infections should inquire about recent
travel that they or any of their close contacts might
have done.

The acronym MASKS was developed to help people
remember the precautions:

M—masks for patients with cough and fever,

A—alcohol hand gel for sanitation,

S—seating of potentially infectious patients

apart from others,

K—"kleening” (disinfecting) hard surfaces, and

S—signs to guide patients and staff.

Signs outlining precautions should be posted in wait-
ing areas, and reception staff should be trained to screen
patients for cough or fever, provide masks and alcohol
gel, and direct potentially infected patients to segregated
seating. Regular surgical masks afford sufficient pro-
tection. Alcohol gel should be available to patients as
they enter the waiting room and again at the reception
desk, and should be available in every examining room
and throughout the office. Alcohol gel works on contact
and is superior to soap and water against droplet infec-
tion. Using an amount the size of a quarter and rub-
bing hands together until the alcohol has evaporated is
enough to kill viruses. Disinfectant wipes should be used
to clean hard surfaces in waiting rooms and offices.
Calculating the costs of implementing guidelines.
In community family practice, about 3.2% of patients
present with cough and 1.4% present with fever.2! If
half these patients have both cough and fever, alco-
hol gel and masks will need to be used by patients at
2.3% of office visits. We assumed physicians would also
use masks when seeing patients with cough and fever
and would use alcohol gel before or after seeing each
patient. We also assumed that reception staff would
use the gel 4 times a day and that offices did not have
nurses. In 2005 in Ottawa, a 1-L alcohol gel dispenser
cost $6.53 and would provide 250 uses at 3¢ per use. A
container of 160 disinfectant wipes cost $11.08 (7¢ per
use). A box of 50 masks cost $33.51 (67¢ each).

A physician working 230 days yearly (46 weeks) and
seeing 30 patients a day would have to spend an esti-
mated $782 a year to adopt the protocol. Distributors of
alcohol gel, masks, and wipes can be found by search-
ing the Internet or inquiring at local hospitals or long-
term care facilities. Signs can be obtained through the
Internet.?? Signs can be printed in colour and lami-
nated at local print shops. The cost for 2 “STOP” signs
and 3 “Disinfecting with Alcohol Sanitizer” signs in
both French and English would add a one-time cost of
approximately $32.00.
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Conclusion

We cannot change the source of an influenza pandemic
nor predict the timing. What we can do is learn from
the SARS dress rehearsal and prepare ourselves for an
outbreak that is considered imminent. Implementing
and following the MASKS protocol in primary care
offices would go a long way toward preventing patients
and practice staff from contracting serious respiratory
illnesses. Family physicians have a vital role in caring
for patients with droplet-transmitted viruses and need to
adopt proper respiratory infection-control measures as
standard practice. [’4
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EDITOR'S KEY POINTS

e Experts seem sure that an influenza pandemic will
be brought about by droplet-transmitted infection.
It is not a question of if, but when.

 Family physicians should adopt precautions now and
maintain them permanently as standard practice.

* Stopping the spread of respiratory infections in the
office should begin with having signs in or around
the waiting room, having reception staff give
masks to patients with cough and fever, instructing
patients with cough and fever to clean their hands
with alcohol gel, and having patients with cough
and fever sit at least 1 m from others.

 The authors estimate it would cost each physician
$782 a year to adopt this protocol.

POINTS DE REPERE DU REDACTEUR

» D'apres les experts, il est presque siir qu'il y aura une
pandémie de grippe transmise par les gouttelettes
de salive. La question n'est pas de savoir si elle aura
lieu, mais quand.

Il importe que les médecins de famille adoptent
maintenant dés certaines précautions et qu'ils en
fassent des habitudes permanentes.

* Les moyens d'enrayer la propagation des infections
respiratoires au bureau consistent d'abord a installer
des affiches prés ou dans la salle d'attente, faire dis-
tribuer des masques aux patients souffrant de toux
ou de fiévre, et demander & ces dernier de se laver
les mains avec un gel d'alcool et de s'asseoir a au
moins 1 m des autres patients.

 Les auteurs estiment qu'il en colterait 782% a
chaque médecin annuellement pour adopter un tel
protocole.
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