
COVID-19/PUI units. We also determined our N95 use rate,
which informed future planning to optimize our inventory.
Based on sampled data, the calculator can estimate N95 burn rates
for simulated provider and patient volumes (Fig. 1).

We have demonstrated a novel sampling methodology that can
be easily implemented to aggregate PPE use data. We also devel-
oped a Microsoft Excel tool that can allow administrators to rea-
sonably prognosticate future supply and demand for PPE. Thoughwe
only sampled one unit, this tool also can allow users to sample more
units and generate tighter confidence intervals on burn and use
rates. At our institution, PSOs were already stationed on units
performing other tasks, which aided data collection.

By examining provider use patterns, we can implement educa-
tion initiatives that target specific provider roles. Our sampling
method will benefit from validation, and we intend to continue
to feedback our findings in other units to refine the output. We
hope that our findings can assist other hospitals in easily determin-
ing their PPE burn rates and prolong their current supplies of PPE.
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A coronavirus disease 2019 (COVID-19) outbreak in
a hospital and hospital closure: A note
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To the Editor—The coronavirus disease 2019 (COVID-19) out-
break is a global public health problem. After its occurrence in
the Republic of China in December, 2019, the disease spread

worldwide, occurring in >160 countries.1 The virus is highly
contagious, and close contact in crowded places is an important
contributing factor to SARS-CoV-2 transmission.Medical personal
are an important at-risk population that can get COVID-19 due to
close contact with patients in daily practice.2,3 Sporadic case reports
about COVID-19 from many countries have been published.4,5

Hospital-acquired infection is possible, as are hospital outbreaks.
Here, we present data from Thailand, the second country where
the disease occurred in early January 2020.6

Fig. 1. The personal protective equipment (PPE)
burn rate calculator provides PPE usage rater
based on healthcare provider role.
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The setting is a rural district hospital in Yala province, the south-
ernmost province of Thailand that shares an international border
with Malaysia, another country where COVID-19 outbreaks occur.
This small, 30-bed hospital serves local people in that rural district.
The outbreak occurred onMarch 22, 2020, when 3medical person-
nel (2 nurses and 1 physician) developed fever and COVID-19 was
confirmed after they had provided regular care to local people with
a history of COVID-19 contact. All 3 medical personnel are pres-
ently under respiratory isolation, but none has had lung complica-
tions. All of the other 21 medical personnel of the hospital,
including 7 physicians, are under quarantine. The hospital had
to be closed and no longer provides any service. According to
our best knowledge, this is the first report of COVID-19 outbreak
in a hospital that resulted in total disruption of hospital function.

The COVID-19 outbreak in hospitals is serious because it can
result in abrupt cessation of local medical care and especially man-
agement of COVID-19 during the outbreak. Hospitals usually have
protective systems in place, but a high-volume load might result in
unsuccessful disease control. A good hospital infection control
program during COVID-19 should be simple but strict, with
aggressive procedures that might differ from routine clinical
practice. Strategic planning to reduce unnecessary physical exami-
nations, to implement universal drug distribution, or to postpone
unnecessary procedures during the crisis period, is necessary.
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Electronic screening through community engagement:
A national strategic plan to find COVID-19 patients and reduce
clinical intervention delays
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To the Editor—Coronavirus disease 2019 (COVID-19) began
circulating in Wuhan, Hubei Province, China, in December
2019. Evidence of human-to-human transmission has been
reported in both communities and hospitals1; COVID-19 is a
highly contagious disease that can spread rapidly through respi-
ratory droplets of infected individuals.2 According to one of the
first published COVID-19 studies, the most common symptoms
at onset are fever, cough, myalgia, and/or fatigue, and less
common symptoms include sputum, headache, hemoptysis,
and diarrhea.3 However, these symptoms may be more severe
in the elderly, the immunosuppressed, and those with chronic
diseases including diabetes, cardiovascular diseases, cancer, and
pulmonary dysfunction.4,5

The global pandemic is evolving dynamically. On January 30,
2020, the World Health Organization (WHO) declared that
COVID-19 is a “Public Health Emergency of International
Concern (PHEIC)” during its second meeting of the Emergency
Committee.6 As of February 27, 2020, there were 1,610,909 accu-
mulative confirmed cases and 99,690 cumulative deaths globally.7

Iranian health authorities confirmed the first COVID-19 cases on
February 19, 2020, in Qom. As of February 27, 2020, there had been
>66,220 confirmed cases of COVID-19 and 4,110 deaths in Iran.8

Notably, however, Iran has had the highest improvement in
COVID-19; it ranks second in the world after China. Recently,
although the number of new cases reported in China has been
steadily decreasing, epidemics in other countries are still a major
concern. Prevention and identification of the disease have become
the most important tasks in Iran, and the government has invested
many material and human resources to manage the epidemic.9

Currently, no licensed preventative vaccine or specific antiviral
therapy is available for COVID-19, and according to the basic
theory of controlling infectious diseases, the most effective
measures include eliminating the source of infection, disrupting
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