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Accuracy of WHO case
definition for SARS screening

To the Editor: I congratulate Dr. Wong
Wing Nam and his coauthors on their
outstanding work during the Hong
Kong SARS outbreak and on the excel-
lent overview of their experience, pub-
lished in CJEM.1 However the authors,
and Dr. Thompson in his accompany-
ing commentary,2 frequently use the
term “screening” with respect to the
World Health Organization (WHO) de-
finition in a vague manner.

The WHO definition is meant to en-
sure we count SARS cases consistently
and correctly in different jurisdictions.
It is a retrospective definition that does
not meet the needs of emergency de-
partments (EDs), where we typically
see patients early in their illness.

We “screen” patients for possible
SARS twice in the ED. The first is at
triage when the patient arrives. The
tool used by triage nurses must be as
close to 100% sensitive as possible,
and applicable in a brief assessment.
The triage tool will vary with the out-
break conditions in the community at
the time. In a community where trans-
mission is occurring outside health
care settings, the tool may include
ALL patients with any SARS-like
signs or symptoms (fever OR cough or
other respiratory symptoms OR diar-
rhea OR malaise, etc.). In Toronto,
where transmission was largely con-
fined to specific settings, we had a dy-
namic list of potential contact sites on
our triage tool. Patients had to have a
contact history AND any one of the
SARS-like symptoms to fail the
screen. Those who failed the screen
were put into full SARS isolation until
complete assessment determined
whether this was necessary.

The second SARS “screen” occurs at
the time of the disposition decision. At
this point, because of potential risk to

household contacts and the community,
we still target 100% sensitivity but
must be more specific to avoid over-
whelming the wards with non-SARS
admissions. At Mount Sinai Hospital
we developed a tool (later modified for
province-wide use) to support clinical
judgement, which relied on chest imag-
ing (chest x-ray and CT in selected
cases), screening blood work and a
careful contact history. Persons under
investigation were admitted and iso-
lated until further results were avail-
able, while low-risk patients were sent
home on precautions in a process much
like that described by the authors.

The Toronto SARS cohort on aver-
age had fever for 48 hours before de-
veloping chest symptoms;3 therefore
we believe the WHO definition is use-
ful only as a guide in developing triage-
and disposition-support tools for ED
decision-making. More sensitive tools
reflecting local outbreak conditions are
necessary and will evolve as outbreak
conditions change. Perhaps the most
important lesson from this experience
is the need for emergency practitioners
who understand our own practice envi-
ronment to work collaboratively with
public health and infection control
practitioners to develop the right tools
for the right job.
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To the Editor: In their retrospective re-
view of SARS cases associated with
the Amoy Garden outbreak in Hong
Kong,1 Wong Wing Nam and col-
leagues question the diagnostic accu-
racy of the WHO “suspect” case defini-
tion for SARS and suggest that it
requires revision. The authors make the
mistake of confusing a case definition
developed for public health and epi-
demiological purposes with one appro-
priate for clinical diagnosis. This was
not the intent of the WHO or other or-
ganizations that established case defini-
tions for the purposes of reporting and
counting SARS cases.

Diagnostic criteria and public health
case definitions are different and have
different purposes. Case definitions are
meant to monitor disease incidence and
outbreaks in populations and to guide
public health management. The current
WHO case definitions and public health
guidelines for SARS make clear the dis-
tinction between case counting and di-
agnosis.2 The WHO notes the range of
symptoms, including atypical presenta-
tions, of SARS patients and provides
clinicians with clues for diagnosis. In
particular, it is noted that SARS patients
may have neither fever nor respiratory
symptoms, and that early signs and
symptoms may be non-specific. While
patients in the early stages of diseases
like SARS may have non-specific
symptoms, this is not a reason to change
case definitions because these patients
will eventually go on to declare them-
selves and get classified appropriately,
as they did in the study by Wong Wing
Nam and colleagues. If established pub-
lic health case definitions and guide-
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