Editorial

The Middle East Respiratory Syndrome Coronavirus (MERS-CoV) and Singapore
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Asmostofus would know, thenewly emerged coronavirus
which has been named the Middle East Respiratory
Syndrome Coronavirus (MERS-CoV) appeared first in
Jordanin April 2012. It was not diagnosed at the time until a
single case was identified in Saudi Arabia' (and subsequently
confirmed and patented in the Netherlands) and anotherin the
United Kingdom?in a medical tourist from Qatar. The virus
was quickly characterised as a betacoronavirus belonging to
the Coronaviridae family, which was somewhat related to
the severe acute respiratory syndrome (SARS) coronavirus.
That instantly triggered off alarm bells in particular in
countries which were badly affected by the SARS crisis in
2003. The concern was raised higher when human-to-human
transmission of MERS-CoV was documented first in the
United Kingdom,? then in Saudi Arabia* and in France.’
While the initial clusters were small and limited to close
contacts in the family or healthcare setting, the news of a
large nosocomial outbreak in the Kingdom of Saudi Arabia
at the beginning of this year® caused a great deal of concern
internationally. One of us was part of a joint Saudi-World
Health Organization (WHO) mission that was sent to the
Kingdom to help with the containment plans and protocols
for this novel emerging pathogen.

The report of that mission has been published on the
website of the WHO and there are several reassuring
messages.” The first is that the Saudis are testing widely
and have as a result picked up more cases of MERS-CoV
than any other country in the region and beyond. To date,
there are to our knowledge, no published reports of large
scale studies of unexplained respiratory illnesses looking
for the presence of MERS-CoV in patients with severe
pneumonias who were not travellers or contacts of patients
with MERS-CoV. Thetests are based on the widely available
polymerase chain reaction and the WHO reiterated the
recommendation to testindividuals with unexplained severe
respiratory illness and clusters of healthcare workers with
respiratory illness regardless of travel histories. Indeed,
it was the retrospective investigation of such a cluster
in Jordan that yielded the first few cases of MERS-CoV

infection in humans.?

The second major point that emerged from the mission
was the importance of infection control. It does appear that
standard infection control precautions including contact
and droplet precautions were effective in at least limiting
if not containing the spread of MERS-CoV in healthcare
facilities in Eastern Saudi Arabia.® This is an important
message and while controversy continues about the specific
nature of personal protective equipment required to protect
healthcare workers, patients and visitors from MERS-CoV,
basic infection control measures including hand hygiene,
prompt recognition and isolation of cases and droplet
precautions appear to be effective as they were in the SARS
epidemic 10 years ago.

Anotherreassuring point to note is that although there has
been some limited transmission of the virus from infected
patients to their close contacts, such as family members,
fellow patients, or healthcare workers, there has thus far been
no evidence of widespread person-to-person transmission
of MERS-CoV.

Some areas of concern that remain include the fact that
we donot have to date a reliable serologic test which would
allow us to determine the full spectrum and extent of spread
ofthe disease, including the likely presence of asymptomatic
seroconverters. We are also no wiser about the origin of
the virus and its definitive animal host although it has been
found in bats in Africa and Europe’ (but interestingly, not
widely in bats in the Middle East). There have also been
unconfirmed reports of other animal hosts and more data
from animals across the globe would be very helpful in
understanding the animal reservoir without which it would
be difficult to implement definitive source control measures
to prevent repeated reintroductions into vulnerable human
populations.

As a global city with a significant influx of tourists,
including medical tourists, some of whom are from
healthcare facilities in the Middle East, Singapore is certainly
atrisk for the introduction of MERS-CoV within our borders
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and into our healthcare facilities. Another concern is that
the international mass gatherings in Saudi Arabia for the
Hajj and Umrah pilgrimages may potentially increase the
risk of exportation of the virus to all corners of the world,"
although a small joint surveillance programme in Saudi
Arabia and France in 2012 showed no evidence of MERS-
CoV carriage in returning pilgrims in France.!

However, unlike with SARS, we are now far more
prepared. We have a lot more information about the nature
of the virus from published reports from Saudi Arabia and
Europe. We are also well connected to a global network
of health professionals and international public health
organisations, which helps us to keep abreast of rapidly
evolving disease situations.

Our national surveillance for the disease has been
enhanced, and medical practitioners and healthcare
institutions are on the alert for suspect cases. We have a
diagnostic test which would allow us to rule in or rule out
suspect cases rapidly. We have ramped up our isolation and
intensive care unit (ICU) facilities and have backup plans
in place should there be a need to further increase these
capacities. Apart from measures in the healthcare sector,
the Ministry of Health (MOH) has also worked with partner
agenciesto alertincoming and outgoing travellers to MERS-
CoV and the precautionary measures to be undertaken
when travelling to, or after returning from, affected areas.
Additionally, MOH has worked closely with the Islamic
Religious Council of Singapore (MUIS) to provide up-to-
date health advisories to Umrah and Hajj pilgrims, which
are aligned with travel advice issued to pilgrims by the
Saudi government and the WHO.

In a way, our experience with the influenza A (HINI-
2009) pandemic helped a great deal. We rapidly put in
place containment strategies and when it became apparent
that the disease was less severe than initially feared, and
community spread had become established, we stepped
down to mitigation approaches that resulted in minimal
disruption to the normal functioning of our healthcare
system. Fortunately, the HIN1-2009 influenza outbreak was
amild one withno appreciable increase in influenza mortality
or morbidity reported from Singapore.’> Even pregnant
women and immunocompromised patients did relatively
well thanks to prompt recognition and early isolation and
treatment.'> With MERS-CoV, the best treatment remains
unclear. The numbers are too small right now for any
meaningful analysis of the efficacy of the various treatment
regimes that have been used. There are protocols that have
been circulated among various networks for randomised
clinical trials of agents including ribavirin and interferon
which could hopefully get ethics approval before the first
cases of MERS-CoV appear in many countries. Singapore
was involved in one such network which published a
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landmark study of the treatment of severe influenza.'* There
is therefore a high likelihood that we will be ready to run
high quality clinical trials on therapeutics for the virus,
should we ever see MERS-CoV cases here.

One ofthe most important lessons learned from SARS was
the importance of good and effective risk communication
and social mobilisation. The WHO has learned these lessons
too and has made most ofits decisions and recommendations
based on the available evidence rather than on fear which
seemed to be the basis of some of the travel restrictions that
were put in place during SARS. Singapore was very badly
affected by some of these measures during SARS, perhaps
even more than by the actual disease itself. Hopefully the
world has learned its lesson, especially after our experience
withthe HIN1-2009 pandemic, and amore rational approach
to disease control will be in place should MERS-CoV
become widespread in more countries. The science is better
now and global public health has been strengthened by the
WHO’s International Health Regulations and numerous
collaborative networks. We are quietly confident that should
the MERS-CoV reach our shores, we will be able to respond
in a measured and evidence-based manner, balancing the
need to minimise the spread of the disease against the desire
to ensure that there is as little disruption to the lives of the
people of Singapore as possible. The men and women who
gave their lives to SARS did not die in vain.
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