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The 2003 outbreak of SARS (severe acute respiratory syndrome) revealed how the hospital design and practices at the time were inadequate for protecting health care workers against the risks of infection.  I am currently undertaking a piece of work to provide a more detailed risk assessment on SARS infection for health care workers in the hospital setting. The trip to Hong Kong enabled me to get unpublished information about the SARS outbreak from those who experienced it first hand. 
The Meetings
1. Dr C B Leung, Department of Medicine, Level 9, Prince of Wales Hospital. This provided an opportunity to view the Infectious disease unit at the Hong Kong hospital which experienced the largest nosocomial outbreak of SARS
2. Dr S F Lui, Director of Risk Management Administration Block, Prince of Wales Hospital. To obtain further information on the changes in Risk management since the SARS outbreak
3. Junior Medical Staff in Infectious Disease Prince of Wales Hospital. To hear front line staff experiences. 
4. Professors Tze Wai Wong and Ignatius Yu Department of Public Health and Community Medicine Chinese University of Hong Kong. To hear the Occupational Health physicians view on the SARS outbreak and further background information on the results of work they had performed on factors affecting infection transmission.  
5. Dr Wing-Hong Seto, Consultant Microbiologist Queen Mary’s Hospital, Hong Kong Island. To hear the microbiologist view on infection control. Seto is the author of one of the published case control studies on SARS in healthcare workers in Hong Kong [1].  

In addition to the hospital visits I was able to visit the Amoy Gardens housing estate, location of the largest community outbreak of SARS. The outbreak in this area occurred around March 20th 2003. A cluster of SARS was discovered in block E of the estate. This has been thought to be due to failure of the water traps in the drains under the bathrooms of these flats and that the virus was aerosolised back into the apartments by extract fans. I was staggered by the numbers of people who lived in such a small space. Out of the potential 20,000 residents a total of 321 residents from 15 blocks were infected in March 2003. The outbreak mainly located around block E and has been attributed to a single “super-spreader event” to cause such widespread transmission. [2]
One of my most striking observations during my visit to Hong Kong was how infectious disease awareness is promoted. During my stay the hospitals remained on Yellow Alert for risk of infectious diseases. This had been ongoing since January 7th 2005 due to cases of avian flu case reported from Vietnam. Vigilance is advised in symptomatic patients returning from Vietnam or Thailand. There were large signs at the entrances of the hospitals to advise people of what action to take should they have respiratory symptoms and in the Prince of Wales Hospital they even gave details of where to purchase facemasks to reduce infection transmission. 

The main points of interest I discovered during this trip were:
1. The differences in approach of the Control of Infection doctors and the Occupational Health specialist to infection transmission. As Occupational health physicians we do not always have as much understanding of infection transmission dynamics and how that affects the transmission rate. For SARS we currently do not know what is a minimum infective dose of the virus so environmental standards cannot be set. Environmental monitoring has so far been unsuccessful. 

2. The fact that first hand experience of an epidemic does not result in strict adherence to infection control good practice. Compliance with stringent infection control practices had lapsed since the time of the outbreak. 
3. Face to face tuition in personal protection at the start of the outbreak appeared to reduce transmission such as in St Mary’s Hospital. 

4. Fit testing of masks was performed late in the initial outbreak and found that many staff needed a smaller than standard size. 
5. There was reuse of single use PPE which may have led to increase virus transmission. 

6. The mobile nature of the Hong Kong population and lack of funded primary care makes it difficult to get full epidemiological data. 
7. Still there is an ongoing vigilance for early detection of infectious disease, particularly respiratory pathogens, due to the potential threat of avian influenza. Some of the responsibility to reduce infection transmission is given to patients. If an individual has respiratory symptoms it is requested he/she wears respiratory protection prior to being seen by medical staff. This is not something you currently see in the UK. 
The trip was fascinating and gave me a great insight into the outbreak 2 years ago. It also directed me towards literature that I had not already found through general literature search techniques. 
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