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c o r r e s p o n d e n c e

T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

Hospital-Associated Middle East Respiratory Syndrome 
Coronavirus Infections

To the Editor: Assiri et al. (Aug. 1 issue)1 pro-
vide valuable information about a hospital out-
break of Middle East respiratory syndrome coro-
navirus (MERS-CoV) infection. However, the 
authors do not describe the infection-control 
measures used in the hospital, and they do not 
discuss the possibility of aerosol transmission of 
MERS-CoV, a coronavirus similar to the severe 
acute respiratory syndrome coronavirus (SARS-
CoV). MERS-CoV can cause severe or fatal dis-
ease, and there is no prophylaxis or specific 
treatment. If the form of transmission is not 
understood, health care professionals should 
adhere to the precautionary principle that reason-
able steps to reduce risk should not await scien-
tific certainty. It is for this reason that the Cen-
ters for Disease Control and Prevention (CDC) 
recommended airborne precautions (the use of 
respirators rather than surgical masks), in addi-
tion to standard and contact precautions, for all 
patients with MERS-CoV. There is evidence that 
SARS-CoV was transmitted by respiratory aero-
sols,2-4 and surgical masks do not provide ade-
quate protection against inhalation of aerosols.5 
Health care workers have already been infected 
with MERS-CoV. It would be prudent for hospi-
tals with the resources to do so to provide a high-
er level of protection (i.e., respirators) for their 
health care workers.
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The Authors Reply: In our article, we indicated 
the infection-control measures that were taken 
in Hospital A. These measures included enhanc-
ing hand hygiene, using droplet and contact pre-
cautions for febrile patients and testing these 
patients for MERS-CoV, putting surgical masks 
on all patients undergoing hemodialysis and par-
ticulate respirators (N95 masks) on any patient 
with confirmed MERS-CoV who was undergoing 
an aerosol-generating procedure, not allowing 
patients with suspected MERS-CoV infection into 
the dialysis and the intensive care units, aug-

this week’s letters

1761 Hospital-Associated Middle East Respiratory 
Syndrome Coronavirus Infections

1762 Treatment for High-Risk Smoldering Myeloma

1765 Herpes Zoster

1767 A Woman with Metformin Toxicity

1770 Retraction: CPAP for the Metabolic Syndrome  
in Patients with Obstructive Sleep Apnea

The New England Journal of Medicine 
Downloaded from nejm.org at NYU WASHINGTON SQUARE CAMPUS on May 30, 2015. For personal use only. No other uses without permission. 

 Copyright © 2013 Massachusetts Medical Society. All rights reserved. 



T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

n engl j med 369;18 nejm.org october 31, 20131762

menting environmental cleaning, and excluding 
nonessential staff as well as visitors. 

The epidemiologic investigation and phyloge-
netic analyses indicate that the most likely form 
of transmission during the outbreak was person-
to-person transmission, either through respiratory 
droplets or through direct or indirect contact. 
The applied infection-control measures appeared 
to have been effective in averting the outbreak.

The CDC continues to recommend the use of 
airborne-infection isolation rooms for patients 
with SARS and MERS-CoV.1,2 Cohorting of pa-
tients in one floor or unit is a viable strategy to 
devote resources and staff to the care of pa-
tients.1 The infection-control measures applied 
in the Al-Hasa outbreak probably contributed to 
the control of the outbreak and were consistent 
with the World Health Organization’s interim 
infection-control guidance, which is based on 
the available scientific evidence.3
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Treatment for High-Risk Smoldering Myeloma

To the Editor: In the study by Mateos et al. 
(Aug. 1 issue)1 involving patients with high-risk 
smoldering multiple myeloma, early treatment 
with lenalidomide plus dexamethasone, as com-

pared with observation, resulted in a delay in 
progression to symptomatic disease and an in-
crease in overall survival. Currently, the standard 
of care for patients with smoldering multiple my-
eloma has been observation until symptomatic 
disease occurs.2 Patients in the trial by Mateos et 
al. met at least one of two sets of inclusion crite-
ria based on a definition of “high-risk” disease. 
The first set included plasma-cell bone marrow 
infiltration of 10% or more and a serum M-pro-
tein level of 3 g per deciliter or more.3 The second 
set included 95% phenotypically aberrant plasma 
cells in the bone marrow plasma-cell compart-
ment detected with the use of flow cytometry as 
well as reductions in one or two uninvolved im-
munoglobulins.4 Since 40% of the patients in the 
trial were included on the basis of flow-cytome-
try criteria, which are not widely available, and 
the results were not stratified according to the 
definition of high-risk status, there are some con-
cerns regarding the generalizability of this study.

We analyzed the incidence and outcome of 
smoldering multiple myeloma using the Swedish 
Myeloma Registry, which is a prospective obser-
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Figure 1. Freedom from Progression to Symptomatic Disease among Patients 
with High-Risk Smoldering Multiple Myeloma in Sweden, 2008–2011.

A Kaplan–Meier estimate of the time to progression to symptomatic disease 
is shown.
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