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Terry, Mark, EMS

From: Jacobsen, Ryan, EMC
Sent: Friday, August 29, 2014 2:04 PM
To: Terry, Mark, EMS; Tausz, Nancy, DHE
Subject: FW: Respiratory Virus

 

From: Jackson, Mary Anne, MD  

Sent: Friday, August 29, 2014 1:46 PM 
To: Schroeder, Lisa (MD) 

Subject: Respiratory Virus 

 

Having trouble viewing this email? Click here to view this email in your browser. 

 

Key Messeages Regarding Care for Patients During 
Children's Mercy High Census 

On Aug. 15, Irene Walsh, MD, one of our emergency department providers at Children's Mercy, 
sent an email to infectious diseases physicians regarding an increase in numbers and severity of 
respiratory exacerbation of asthma that appeared to be triggered by a respiratory virus. A review 
of microbiology records suggested a link to a rhinovirus or enterovirus based on an increase in 
detections by PCR (the PCR does not discriminate between the two groups of viruses nor does it 
allow for specific identification). A review of emergency room visits, hospital admissions and 
pediatric intensive care unit admissions showed an increase in census beyond what would be 
expected for this time of year. On Aug. 20, a communication was sent to community providers to 
alert you to the outbreak. Many of you responded that similar disease was being seen in your 
practice and/or that you had patients who recently required admission for respiratory viral/asthma 
treatment. 

Since then, we established a case definition (any ADMITTED patient with cough, difficulty 
breathing with or without fever or wheezing AND requiring supplemental oxygen or continuous 
albuterol) to facilitate testing and implement isolation precautions for hospitalized children. At the 
same time, we submitted 22 rhinovirus/enterovirus positive samples from children who required 
PICU care, to the Center for Disease Control for typing. On Aug. 26, collaborators at the CDC 
Picornavirus Laboratory confirmed that Enterovirus 68 was identified from 19 out of 22 samples.  

August 4 through 26, we’ve had approximately 300 patients with positive rhinovirus/enterovirus 
PCR detection admitted with respiratory illness; 48 have required PICU care. We’ve not seen 
bacterial superinfection to date. Additional positive samples have been sent to the CDC for 
confirmatory testing. The National Enterovirus Surveillance System identified 79 cases of EV 68 in 
the last five years and we know the virus has been associated with small clusters respiratory 
illness.  Our outbreak appears to be larger than those previously reported, but has yet to be fully 
elucidated. We’ve had communication from colleagues outside of Kansas City regarding 
suspected clusters of similar disease in their locales but specific data regarding the virus type is 
not yet available. 

Key Messages Regarding Care for Patients 

1. Approach to clinical care for children with respiratory viral infection  

a. Whether all of these cases are related to EV68 is unknown as of yet. Because 
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EV68 is a less commonly reported virus, the full scope of disease is unknown. 

b. Based on our ED/UCC visits and reports from community providers, milder URI 
presentations are likely manifestations related to the outbreak; supportive care is 
recommended as one would for other respiratory viruses. 

c. For those with asthma-type manifestations, traditional asthma interventions should 
be utilized, but a slower response to bronchodilator therapy has been noted.  

i. It will be critical for known asthmatic patients to follow their existing 
Asthma Action Plans and stay in communication with their provider 
regarding Yellow and Red Zone instructions 

ii. Observing standard precautions to avoid infection is also important (hand 
hygiene, avoiding sick contacts, etc.) 

iii. For asthma patients who have symptoms, extended duration of therapy 
with oral steroids and bronchodilators has been necessary 

d. Patients with and without a history of asthma have required hospital admission for 
difficulty breathing with hypoxia. Among the first 19 in whom EV 68 was confirmed 
AND who required admission to the PICU, multiple interventions (eg, continuous 
albuterol, corticosteroids, IV magnesium, high flow nasal oxygen, Heliox, non-
invasive ventilation) were utilized. Medically fragile children may be at greater risk 
for serious disease including children with obesity, swallowing dysfunction and 
those with underlying cardiorespiratory or immunocompromising conditions. 

2. Approach to diagnostic testing  

a. Only those with more severe clinical manifestation for which hospitalization is 
required, need testing. 

b. No testing or other change in practice is required for those with mild URI without 
bronchospasm or respiratory distress. 

3. Additional strategies  

a. We implemented the following additional strategies at CMH due to the high 
inpatient census and disease acuity:  

i. Respiratory therapists utilized cohorting for patients on continuous 
albuterol in the ED setting and also mobilized providers to optimize 
coverage in other areas. 

ii. Additional clinician provider coverage was mobilized similar to that 
normally utilized during winter respiratory viral season increased census. 

iii. Infection control precautions in hospitalized patients implemented 
included contact/droplet and standard isolation. Hand hygiene was 
emphasized in inpatient and outpatient settings. 

iv. We activated our winter Sibling Visitor Restriction Policy: -Children 
younger than 12 years of age are not allowed to visit their siblings in the 
hospital. They can be in the inpatient waiting areas if supervised by a 
person 16 years of age or older. 

v. Our daily safety update was utilized to facilitate communication and inform 
all key staff of any procedural changes necessary to optimize care of 
patients during the outbreak.    

We’ll continue to monitor and update you as more information becomes available. It is unclear how 
long the outbreak will last. There are hints that we may have reached a plateau in cases requiring 
hospital admission. We anticipate we’ll see continued disease in the community for the coming weeks. 
If you see unusual manifestations of respiratory infection in children who are rhino/enterovirus positive 
on PCR testing, contact us to facilitate viral typing. Emphasize respiratory etiquette and hand hygiene 
and as you would this time of year, and immunize against influenza (hopefully not coming until the 
typical season, e.g. January!). 

Mary Anne Jackson, MD | Division Director, Infectious Diseases 

Jason Newland, MD | Medical Director of Patient Safety and Systems Reliability 

Christopher Oermann, MD | Division Director, Pulmonology 
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