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Saude Mental nos Cuidados de Saude Primarios: Desafios
e Oportunidades em Contexto de Pandemia

Mental Health in Primary Health Care: Challenges and
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Indicadores basicos de saude nos Cuidados de
Saude Primarios

Com a reforma dos Cuidados de Saude Primarios
(CSP) de 2005, considerou-se prioritaria a introducédo de
um processo de contratualizagdo no Servigo Nacional de
Saude que garantisse equidade e sustentabilidade. Assim,
desenvolveram-se instrumentos de medida e considera-
ram-se rumos de orientagdo, convencionalmente denomi-
nados de indicadores, que devem ter em vista a maximiza-
¢ao dos ganhos em saude de acordo com a mais robusta
evidéncia cientifica. Existem, porém, limitacdes a sua utili-
zagdo. Sendo fundamental que a medicina seja centrada
na pessoa, os indicadores acabam por ndo medir aspetos
primordiais como a relagdo médico-doente." Medem, no en-
tanto, dados do processo e alguns resultados intermédios
(por exemplo, valores de tenséo arterial) em detrimento da
avaliacao final em termos de ganhos em saude.

Para além disso, existem areas onde nao existe evidén-
cia robusta que sustente determinado indicador, como é o
caso daqueles que medem a periodicidade das consultas
(por exemplo o indicador 2013.054.01 «proporgéo de uten-
tes com 14 ou mais anos € com o problema de ‘consu-
mo excessivo de alcool’, a quem foi realizada pelo menos
uma consulta relacionada nos ultimos trés anos») ou do
pedido de meios complementares de diagndstico.? Apesar
das limitagbes, estes séo utilizados para a contratualiza-
¢ao anual interna [entre os agrupamentos de centros de
saude (ACES) e as unidades funcionais] e externa (entre
Administragdo Regional de Saude e os ACES) dos CSP e
séo considerados elementos estruturantes e essenciais no
novo modelo de contratualizagdo dos CSP (2017).2

Saude Mental nos Cuidados de Saude Primarios e con-
texto pandémico
A robustez e evidéncia dos indicadores torna-se parti-

cularmente importante em determinadas situagbes, como
aquela sobre a qual pretendemos refletir. Dada a elevada
prevaléncia das doengas mentais, o Plano Nacional de
Saude destaca a saude mental como um dos principais fo-
cos de atencdo dos CSP,* que correspondem ao primeiro
nivel de resposta para o diagnoéstico e tratamento da doen-
¢a mental. No entanto, as intervengbes em saude mental
nao sao, em geral, consideradas prioritarias nos CSP, ndo
existindo nenhum indicador de contratualizagdo nos CSP
que avalie o impacto do seguimento em doentes com per-
turbagéo de ansiedade ou depresséo.

A pandemia provocada pela COVID-19 representa um
fator de risco acrescido para o desenvolvimento, exacer-
bacdo e recidiva das doengas mentais.® Por este motivo
a Organizagdo Mundial de Saude declara a saude mental
como um componente integrante da resposta a COVID-19.°
Durante este periodo, houve uma necessidade de reorgani-
zacgao dos servigos para atendimento a doentes COVID-19/
nao-COVID-19 levando a mais desafios na prestagdo de
cuidados aos doentes com perturbacdo depressiva ou
ansiedade. Em abril de 2020, a Diregdo Geral da Saude
(DGS) publicou a norma de orientacéo clinica (NOC) — li-
nhas de orientagao clinica de referéncia em Portugal — n°
011/2020 «COVID-19: Fase de mitigagéo - Saude Mental»,
que se refere a reorganizagao dos servigos de salude men-
tal a nivel hospitalar. Ainda que refira superficialmente o
papel nuclear dos CSP na resposta as necessidades dos
doentes com perturbagées mentais ligeiras a moderadas
e a relevancia dos nucleos locais de resposta a catastrofe
nos CSP na articulagdo com os servigos hospitalares de
saude mental, ndo especifica de que forma os doentes
devem ser acompanhados, no ambito dos CSP, durante o
periodo da pandemia.” A clarificagdo do papel dos CSP é
fundamental, ja que aos CSP corresponde o primeiro ni-
vel de resposta a perturbagdes de saude mental, que caso

* Co-primeiros autores
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entrem em faléncia, levardo a sobrecarrega dos cuidados
de saude secundarios (servigos de Psiquiatria), que devem
ter como foco responder as doengas mentais graves. Fica
assim comprometido todo o sistema de saude mental bem
como a acessibilidade, continuidade e prestagcéo de cuida-
dos.

Segundo a referida NOC 011/20207 o encaminhamento
devido dos doentes com perturbagdes mentais deve seguir
a boa pratica clinica e os modelos ja consolidados nas nor-
mas da DGS. Assim sendo, a implementagao das praticas
descritas na NOC n° 034/2012 «Terapéutica Farmacologica
da Depressao Major e da sua Recorréncia no Adulto» de
30/12/2012,% para o tratamento da perturbacdo depressiva
major, pressupde a monitorizagdo com os seguintes indica-
dores:

* Percentagem de pessoas com depressdao major

prescritas com antidepressivo;

» Percentagem de pessoas, de 55 ou mais anos, com
primeiro episédio de depressdo major sob terapéuti-
ca;

* Percentagem de pessoas com depressdao major

com segunda consulta até oito semanas apds inicio
da terapéutica.

Similarmente, a implementagdo da NOC n° 055/2011
«Tratamento Sintomatico da Ansiedade e da Insénia com
Benzodiazepinas e Farmacos Analogos»® pressupde os in-
dicadores:

*  Proporgao de utentes com o diagndstico de ansie-
dade a quem foram prescritos benzodiazepinas ou
farmacos analogos por periodos inferiores a 12 se-
manas;

* Proporgao de utentes com perturbagdes do sono/
insénia medicados com benzodiazepinas hipnoéticas
ou farmacos analogos durante menos de quatro se-
manas; custo médio com benzodiazepinas e farma-
cos analogos prescritos por utente com sintomas de
ansiedade (P01) e insoénia (P06) durante o periodo
em analise.

Tanto as NOC da DGS como outras orientagdes clinicas
enfatizam a importancia de um adequado seguimento dos
doentes com diagnéstico de depresséo ou perturbagao de
ansiedade (Tabela 1), justificando esta necessidade pela

Tabela 1 — Orientagdes clinicas para o acompanhamento de doentes com diagnoéstico de perturbagao depressiva major, ansiedade ou
insonia

Depressao

NOC n° 034/20128 . Na terapéutica farmacologica da pessoa com depress@o major, os antidepressivos
sdo prescritos na sua fase aguda;

. A consulta para avaliagdo da efetividade da terapéutica antidepressiva é realizada
no prazo maximo de oito semanas a partir da data do inicio da terapéutica;

. Se pelas 4 - 8 semanas (em média seis semanas) apos o inicio do tratamento ndo
se tiver observado uma melhoria pelo menos moderada dos sintomas (redugéo de,
pelo menos, 50% da intensidade dos sintomas, sendo considerado critério para
resposta ao tratamento) deve proceder-se a uma reavaliagéo clinica do doente,
com o objetivo de reconsiderar o diagndstico, avaliar efeitos adversos, complica-
¢bes médicas, fatores psicossociais, confirmar a adeséo a medicagéao.

American Psychiatric Association, 20108 . Se seis a oito semanas apds o inicio do tratamento, o doente néo tiver reduzido
pelo menos 50% dos sintomas, deve ser considerada a mudanca de antidepressi-
vo para um outro com mecanismo de acgao diferente, ou a reavaliagdo do diagnés-
tico, bem como a pesquisa de comorbilidades ou fatores psicossociais.

The National Institute for Health and .
Care Excellence, 20171

Se seis a oito semanas apos o inicio do tratamento, o doente néo tiver reduzido
pelo menos 50% dos sintomas, deve ser considerada a adigdo de um segundo
antidepressivo ou de um antipsicotico de segunda geragéo.

Ansiedade
NOC 055/2011° . Utilizacdo de benzodiazepinas ansioliticas e hipnéticas no tratamento da ansieda-
de ou da insoénia apenas a situagdes de perturbagao grave e incapacitante e em
utentes sujeitos a desgaste intenso;
. A duragéao do tratamento com estes medicamentos deve ser curta devido ao risco
elevado de dependéncia e habituagao e consequéncias funcionais psicomotoras;
. Para a indicagéo ansiedade o tratamento ndo devera ultrapassar as oito a 12 se-
manas e para a indicagao insonia quatro semanas, estando incluido nestes perio-
dos, a descontinuagao;
. Quando for necessaria a extensao do tratamento, o utente devera ser reavaliado
em consulta especializada.
The National Institute for Health and . Utilizagao de benzodiazepinas por um maximo de duas a quatro semanas;
Care Excellence, 2011" . Utilizacdo de um inibidor selectivo da recaptagdo de serotonina como primeira

linha de tratamento (alternativamente pregabalina ou inibidor da recaptagédo de
serotonina/noradrenalina); intervengéo psicoldgica baseada na terapia cognitivo-
-comportamental.
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evidéncia cientifica associada ao tempo necessario para a
agao da terapéutica farmacoldgica.

Atendendo ao impacto da pandemia na saude mental
das populagdes, a pressdo aumentada nos CSP para dar
resposta aos varios doentes e a parca referéncia sobre a
melhor forma de seguimento destes doentes no contexto
dos CSP na NOC 011/2020 «COVID-19: Fase de mitigagao
- Saude Mental»,” podemos equacionar que a acessibilida-
de dos doentes com patologia mental possa estar compro-
metida.

Perspetiva para o ano 2021

Consideramos que a pandemia por COVID-19 constitui
um desafio acrescido para os cuidados em saude mental
nos CSP mas também uma oportunidade para que estes
sejam monitorizados. Desta forma, perante a possivel re-
dugdo na acessibilidade dos utentes a consulta propomos
que sejam criados os indicadores relacionados com o pro-
cesso (com base nas linhas orientadoras para o seguimen-
to destes doentes), que apesar de propostos nas NOC n°
034/2012 «Terapéutica Farmacoldgica da Depressao Major
e da sua Recorréncia no Adulto»,® e n® 055/2011 «Trata-
mento Sintomatico da Ansiedade e da Ins6nia com Ben-
zodiazepinas e Farmacos Andlogos»® nunca foram cons-
truidos: indicador ‘Proporgéo de utentes com o diagnéstico
de ansiedade a quem foram prescritos benzodiazepinas ou
farmacos analogos por periodos inferiores a 12 semanas’ e
indicador ‘percentagem de pessoas com depressdo major
com segunda consulta até oito semanas apds inicio da te-
rapéutica’. Também, e em linha de conta com o referido na
NOC n° 011/2020 «COVID-19: Fase de mitigagdo - Saude
Mental»,” salientamos a importancia de que sejam dese-
nhados indicadores relacionados com a estrutura (acessi-
bilidade aos cuidados de saude), nomeadamente através
da criagdo de um indicador que contemple a teleconsul-
ta como instrumento de seguimento dos doentes. Ainda
no que refere a NOC n° 011/2020 «COVID-19: Fase de
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Characteristics of Newborns from Mothers with
SARS-CoV-2 Infection in a Portuguese Hospital
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ABSTRACT
Introduction: Guidance for pregnant women has been particularly problematic since the beginning of the COVID-19 pandemic. The
aim of this study was to describe the characteristics and outcomes of pregnant women with SARS-CoV-2 infection and their newborns.
Material and Methods: Case review of clinical records of pregnant women with SARS-CoV-2 infection admitted for delivery and their
newborns from April to December 2020 at a hospital in the Lisbon metropolitan area.
Results: From 1755 births, 81 (4.6%) were from SARS-CoV-2 positive mothers. Most (83.9%) were term newborns. Almost 16% were
preterm, while there was an overall prematurity rate of 9.9%. Most women (88.6%) were asymptomatic. Rooming-in occurred in 80.8%
cases and 19.2% newborns were admitted to the Neonatal Intensive Care Unit. From the total, 56.7% newborns were breastfed from
birth and 43% had mixed feeding. None of the newborns had symptoms related to COVID-19 infection, and all had negative rt-PCR for
SARS-CoV-2 at birth and at 48 hours of life. The majority (85.2%) was discharged home with their mothers.
Discussion: Pregnant women with COVID-19 have shown immune characteristics resembling healthy pregnancies, and it is not yet
clear if SARS-CoV-2 can be vertically transmitted. Recent updates on neonatal guidance now recommend rooming-in and support the
relative safety of breastfeeding.
Conclusion: This study supports other published articles regarding maternal and neonatal outcomes of SARS-CoV-2 infected pregnant
women, including the absence of short-term adverse outcomes with rooming-in and breastfeeding.
Keywords: Breast Feeding; Infant, Newborn; Pregnancy; Rooming-in Care; SARS-CoV-2

RESUMO
Introdugao: Desde o inicio da pandemia COVID-19, tem sido particularmente dificil obter orientagdes relativas a mulheres gravidas.
Este estudo teve como objetivo descrever as caracteristicas e resultados clinicos das gravidas com SARS-CoV-2 e dos seus recém-
-nascidos.
Material e Métodos: Revisdo de processos clinicos de gravidas com infecgdo por SARS-CoV-2 admitidas para o parto, e dos seus
recém-nascidos, no periodo de abril a dezembro de 2020 num hospital da area metropolitana de Lisboa.
Resultados: De um total de 1755 nascimentos, 81 (4,6%) foram de maes positivas para SARS-CoV-2. A maioria eram recém-nascidos
de termo; 16% eram prematuros, sendo a taxa geral de prematuridade 9,9%. A maioria das gravidas (88,6%) foi assintomatica. O
alojamento conjunto ocorreu em 80,8% dos casos e 19,2% dos recém-nascidos foram admitidos na Unidade de Cuidados Intensivos
Neonatais. A maioria dos recém-nascidos (56,7%) fez leite materno desde o nascimento e 43% fez aleitamento misto. Nenhum recém-
-nascido apresentou sintomas relacionados com a infegdo por COVID-19 e todos foram negativos por rt-PCR para SARS-CoV-2 ao
nascimento e as 48 horas. Do total, 85,2% dos recém-nascidos tiveram alta para o domicilio com a mae.
Discussao: As gravidas com COVID-19 apresentam caracteristicas imunoldgicas semelhantes a gravidas saudaveis e ainda néo é
clara a transmisséo vertical do SARS-CoV-2. Atualizagbes recentes sobre as orientagdes neonatais recomendam o alojamento con-
junto e apoiam a seguranga da amamentagéo.
Conclusao: Este estudo corrobora resultados maternos e neonatais anteriores incluindo a auséncia de resultados adversos a curto
prazo com alojamento conjunto e amamentagéo.
Palavras-chave: Aleitamento Materno; Alojamento Conjunto; Gravidez; SARS-CoV-2; Recém-Nascidos

INTRODUCTION

The novel severe acute respiratory syndrome coro-
navirus 2 (SARS-CoV-2), responsible for the coronavirus
disease 2019 (COVID-19), emerged in China in Decem-
ber 2019. Due to its rapid and massive spread, the World
Health Organization (WHO) declared it a global pandemic
in March 2020.

Coronavirus are single stranded RNA viruses, with a
high rate of genetic mutations and recombinations, which
enables them to escape the immune system causing new
infections. They bond to angiotensin-converting enzyme-2
receptors, present in the epithelial cells of type Il pneumo-

cytes, kidney, intestine and blood vessels.! COVID-19 typi-
cally presents as an acute respiratory disease and pneumo-
nia, although other systems may be affected.? Transmission
occurs mainly via respiratory droplets and aerosols, but oth-
er transmission routes such as perinatal transmission have
been described.? In the latter, it has been unclear whether
it occurs via transplacental, transcervical or environmental
exposure.

Pregnant women are not thought to be more suscep-
tible to the infection than the general population.* How-
ever, according to evidence of similar viral illnesses and
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previous coronavirus infections, severe maternal and neo-
natal morbidity and mortality due to COVID-19 were likely
to be expected in pregnancy. Nevertheless, recent reviews
have shown that pregnant women with COVID-19 have
immune characteristics resembling healthy pregnancies
and show mild or no symptoms compared to non-pregnant
women.*5

The possibility of mother-to-fetus transmission of
SARS-CoV-2 is currently highly debated, and the impact on
the fetus may be different depending if the maternal infec-
tion occurs in the first, second or third trimesters. Miscar-
riage, preterm delivery, low birth weight, congenital infection
and active infection of the newborn are potential adverse
outcomes.®

The aim of this study was to describe the characteris-
tics and outcomes of pregnant women with SARS-CoV-2
infection and their newborns and to analyze the differences
between term and preterm newborns.

MATERIAL AND METHODS

Data was gathered through case review of clinical re-
cords of pregnant women admitted with SARS-CoV-2 infec-
tion at the time of delivery, and their newborns, in a hospital
of the Lisbon metropolitan area, Hospital Professor Dou-
tor Fernando Fonseca, EPE (HFF) from Abril to December
2020. Cases of fetal death were excluded. The study was
approved by the Hospital Ethics Committee.

Since April 1%t all pregnant women admitted to the de-
livery room were tested for SARS-CoV-2 using real time
Phanter Fusion® (Hologic) reverse transcriptase - poly-
merase chain reaction (rt- PCR) tests from both nasopha-
ryngeal and oropharyngeal swabs. If women developed
symptoms or revealed a positive epidemiologic context
while admitted, a second test was performed.

The delivery room was divided into two circuits: one
for admission and delivery of infected women and another
for non-infected women (‘clean’ circuit). Both the maternity
ward and the Neonatal Intensive Care Unit (NICU) were
also divided into two circuits. In the NICU, a separate nega-
tive pressure room with capacity for four admissions was
created, to admit newborns (term and preterm) from posi-
tive mothers who required special care.

The mother’'s medical history was reviewed. Data in-
cluded: demographic and clinical characteristics, epidemi-
ology, comorbidities, gestational age at diagnosis, duration
of infection, presence and progression of symptoms, type
of delivery, rooming-in and breastfeeding. A non-elective
caesarian was considered if either maternal (pre-eclamp-
sia/eclampsia, previous obstetric history, etc.) or fetal (fetal
distress, pelvic presentation, macrosomia, etc.) conditions
were described. At delivery, according to the hospital proto-
col, delayed cord clamping was initially not performed and
skin- to-skin contact was allowed depending on maternal
condition.

Women were considered asymptomatic or pre-symp-
tomatic if they had a positive test for SARS-CoV-2 but no

symptoms. According to the Centers for Disease Control
and Prevention (CDC), maternal disease was classified as
mild, moderate, severe and critical as follows: a) mild: fe-
ver, anosmia, cough, malaise, headache or gastrointestinal
symptoms, without shortness of breath, dyspnea or abnor-
mal chest imaging; b) moderate: evidence of lower respi-
ratory disease by clinical assessment or imaging and an
oxygen saturation (SatO,) 2 94% on room air at sea level
c) severe: polypnea, SatO, < 94% on room air at sea level
or lung infiltrates > 50%; d) critical: respiratory failure, septic
shock and/or multiple organ dysfunction.

Rooming-in and breastfeeding were allowed throughout
the study period if the mother was asymptomatic or mild-
ly symptomatic and able to comply with safety measures
(frequent and careful hand and breast hygiene, use of fa-
cial mask, use of gloves while taking care of the newborn
and keeping the newborn in the crib two meters away from
the mother’s bed). Mother and newborn were allocated in
a COVID-19 postnatal ward in an individual room (without
negative pressure) and instructions for contact, respiratory
and breastfeeding precautions were explained. Medical and
nursing staff did follow-up on compliance. A flyer regard-
ing precautions related to COVID-19 and safety measures
while taking care of the newborn was delivered upon admis-
sion.

The newborn data analyzed included: gestational age
in weeks (WGA), birth weight, rt-PCR results collected from
nasal swabs at birth and 48 hours of life and follow-up at
14 days of life. Birth weight definitions were: extremely low
birth weight < 1000 g, very low birth weight < 1500 g, low
birth weight < 2500 g and macrosomia > 4000 g. Light for
gestational age was considered when weight was below the
10" percentile on Fenton's growth charts. Prematurity was
considered below 37 weeks of gestational age and late pre-
maturity between 34 — 36 + 6 wGA. Newborns born from
positive mothers were admitted to the NICU when in need
of special care, if the mother was non-compliant with safety
measures or in episodic situations when rooming-in was not
available due to hospital management policies. In the NICU,
newborns were admitted to a COVID-19 negative pressure
ward, until two consecutive negative rt- PCR tests were ob-
tained. Since it was not possible to ensure the safety control
measures regarding transport of maternal milk to the NICU,
these newborns were fed with formula while admitted. Af-
ter two negative rt-PCR tests, admission followed the same
procedures as other newborns.

All cases were evaluated by the hospital’s social servic-
es and discharge conditions regarding compliance with so-
cial isolation measures were assessed. Clinical discharge
followed standard policies. A telephone follow-up was per-
formed after 14 days of delivery.

Statistical analysis was performed using SPSS 21.0
(SPSS, INC., Chicago, USA). For numerical variables with
normal distribution, the mean and standard deviation were
calculated. The median, minimum and maximum values
were calculated for non-normal distribution variables.
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RESULTS

During the study period there was a total of 1755 births
and 81 (4.6%) were from SARS-CoV-2 positive mothers.
A total of 68 (84%) were term newborns (group A) and 13
(16%) were preterm (group B), compared with an overall
prematurity rate of 9.9%. The mean gestational age at deliv-
ery was 37.3 weeks. Most newborns were male (64.2%) and
there were two twin pregnancies. Almost a quarter of cases
(22.2%) occurred in June while November was the month
with less cases (2.5%). Mean maternal age was 29.2 years
old (minimum: 18; maximum: 44) and 64.6% were from Afri-
can origin. The remaining were from Portugal (19%), Asian
countries (8.9%) and Brazil (7.5%). A total of 45.6% women
were employed; 43% were either unemployed or staying at
home and in 11.4% there was no available data. The vast
majority of women lived in municipalities served by the hos-
pital while 7.4% lived in other areas, and were mostly in
utero transfers.

Twenty women (25.3%) had comorbidities: sickle-cell
trait (five); gestational diabetes (five); gestational diabetes,
hypertension and obesity (four), chronic hepatitis B (two),
human immunodeficiency virus (two), gestational hyperten-
sion (one) and previous cannabinoid consumption (one).

In sixty-seven women (84.8%), diagnosis of
SARS-CoV-2 infection was made at hospital admission for
delivery. Eight women (10.1%) had a positive result before
delivery as the test was performed either because they had
a positive epidemiological link, had symptoms or were ad-
mitted for pregnancy surveillance. Four women were admit-
ted with a negative SARS-CoV-2 test and were diagnosed
in the maternity ward after delivery. These women repeated
the test either because they developed symptoms (three)
or because a positive close epidemiological link was estab-
lished (one). In only nine women (11.4%) a positive epide-
miological context for COVID-19 was present (mainly family
members) while the vast majority recalled no disease link.

Most women (88.6%) were asymptomatic and only nine
(11.3%) presented SARS-CoV-2 related symptoms: seven
(77.7%) had mild disease (fever, cough, malaise) and two
(22.3%) presented with severe illness: one 32 wGA with re-
spiratory distress, pneumonia and supplementary oxygen
need (delivered by cesarean at 34 wGA due to deterioration
of the mother’s respiratory status) and the other, 34 wGA
twin pregnancy, with simultaneous pre-eclampsia diagno-

Table 1 — Characteristics of SARS-CoV-2 positive pregnant women

sis, that developed respiratory distress with pneumonia and
need of noninvasive mechanical ventilation (delivered im-
mediately). Both women with severe disease were previ-
ously healthy with no identifiable comorbidities.

Most births (69.3%) were dystocic: cesarean (58.2%)
and forceps / vacuum (11.3%). Cesarean was exclusively
due to COVID-19 maternal infection in 18.5% of the cas-
es, and due to lack of progress in labor in 7% cases. The
remainder were due to maternal or fetal illness (10% and
22.7% respectively). Maternal illness included pre-eclamp-
sia (three); human immunodeficiency with high viral load
(two); COVID-pneumonia (two) and previous cesarean
(one). The fetal reasons for cesarean were fetal distress
(ten); fetal growth restriction (three); macrosomia (three);
breech presentation (two). Table 1 describes maternal char-
acteristics.

At delivery, a bath was given to 61.7% newborns while
skin to skin contact was promoted in only 12% cases, all
delivered by eutocic birth. Rooming-in occurred in most
cases (80.8%) and in 16 cases (19.2%) there was direct
admission to the NICU due to prematurity (ten); temporary
absence of rooming-in capacity (four), respiratory distress
(one); intended for adoption (one). Most newborns (56.7%)
were breastfed from birth, and 43% had mixed feeding,
mostly due to NICU admission.

None of the newborns had symptoms related to
COVID-19 infection, and all had negative rt-PCR for
SARS-CoV-2 at birth and 48 hours. There was one death —
an extreme premature of 26 wGA, with Pseudomona aeru-
ginosa associated septic shock, on the 41stday of life.

As for an analysis of newborns by group, in group A
(term newborns; n = 68) the mean gestational age was 39
weeks (minimum 37; maximum 41), and mean birth weight
was 3301 g (minimum: 2360; maximum 4700). Rooming-in
occurred in 76.5% of the cases. Six newborns (8.8%) were
admitted to the NICU until discharge due to: transient tachy-
pnea of the newborn (one); adoption (one) and temporary
absence of rooming-in capacity (four). Eight term newborns
(11.8%) stood partially with their mothers during hospital ad-
mission: three were admitted first to the NICU as mothers
(two) or the newborn (one) needed special immediate care,
being relocated afterwards; and five were first roomed-in
and were later transferred to the NICU due to: mothers
becoming symptomatic (two); mother not complying with

Variable
(n=79)

Yes No

Age

African origin

Presence of comorbidities
Positive epidemiological link
Positive RT- PCR at admission
Symptomatic

Delivery by cesarian

29.2 years (min.:18; max.: 44)

51 (64.6%) 28 (35.4%)
20 (25.3%) 59 (74.7%)
9 (11.4%) 70 (88.6%)
67 (84.8%) 12 (15.2%)
9 (11.3%) 70 (88.6%)
47 (58.2%) 32 (40.5%)

min.: minimum; max.: maximum
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safety procedures (one) and the unavailability of rooming-in
(two). The mean length of hospital stay was 4.4 days (mini-
mum: 2; maximum: 26). The longest stay was due to social
factors (adoption).

There was a total of 13 preterm newborns (group B),
mostly late preterm (84.6%). The mean gestational age was
33 weeks (minimum: 26; maximum: 36) and mean birth
weight 1080 g (minimum: 0.760; maximum: 3000). There
were two low birth weight preterm newborns (16.9%). There
were only three cases of spontaneous prematurity (23%),
one being a twin pregnancy. Two (15.3%) were due to fetal
growth restriction and the other cases (53.8%) were mostly
due to maternal illness: pre-eclampsia (four), COVID-19
pneumonia (two), chorioamnionitis (one); diabetic ketoaci-
dosis (one).

Ten preterms (76.9%) were admitted to the NICU and
the three late preterm newborns (35 and 36 wGA) were
roomed-in with their mothers since birth. The mean hospital
stay in this group was 12.3 days (minimum: 5; maximum:
41). Most newborns (61.5%) received exclusive maternal
breastfeeding during the hospital stay, which was kept on
follow-up at 14 days in 15.4%. Table 2 reflects the charac-
teristics of the newborns.

As for preterm and term newborns, there were signifi-
cantly more SARS-CoV-2 symptomatic women delivering
preterms (30.7% vs 7.3%, p = 0,01) while there were no
differences amongst women with previously diagnosed co-
morbidities (23.1% vs 25%, p = 0.56). Breastfeeding was
also different between groups. The rate of exclusive breast-
feeding during the hospital stay (91.2%) and on 14-day
follow-up (83.9%) was higher in term newborns, and when
comparing newborns (term and preterm) admitted to the
NICU with those with rooming-in during all hospital stay, the
former presented a significantly lower exclusive breastfeed-
ing rate at discharge (62.5% vs 96.4%, p = 0.001).

All SARS-CoV-2 positive mothers were evaluated by the
hospital’s social services regarding income, number of co-
inhabitants and availability of isolation conditions at home
for both mother and newborn. The mean number of co-in-
habitants was three (minimum: 0; maximum: 9), and in two
situations it was considered that there were no conditions of
social isolation at home. Most newborns were discharged
home with their mothers (85.2%) and 9.9% with a desig-
nated family member that previously tested negative for

SARS-CoV-2 (while the mother remained admitted at the
hospital or had been previously discharged home); three
newborns were transferred to the pediatric ward while
awaiting resolution of the social situation. On the 14" day of
life, a follow-up phone call was performed with an 87.6% re-
sponse rate. All newborns contacted remained healthy with
no related SARS-CoV-2 symptoms.

DISCUSSION

Lisbon and Tagus Valley was the second most affected
region with SARS-CoV-2 infection in Portugal with 133 739
cases by the end of December 2020. Amadora, which is
part of the Lisbon and Tagus Valley region, is Portugal’s
most densely populated municipality with 7363 inhabitants/
km? and is served by a single hospital - Hospital Professor
Doutor Fernando Fonseca, EPE. The municipality of Sintra,
even though it is highly populated, it has a lower population
density, with 1184 inh/km?, and is served by two hospitals,
one of which being HFF.

HFF has a level Ill Neonatal Intensive Care Unit (NICU)
and a level Il Obstetrics Department. It has been certified
with the baby friendly hospital initiative since 2010. It serves
a population of more than 600 000 inhabitants in the munici-
palities of Amadora and Sintra and has around 2800 births
per year.

Of the resident population in Amadora, 10% are of for-
eign origin, 3.8% live in low-income neighborhoods, and the
unemployment rate is 15%, all higher than in the rest of the
country.” This is reflected in this study, where the major-
ity of infected women (81.1%) were of foreign origin, and
almost half (43%) unemployed or staying at home. The
mean maternal age was 29.2 years and 64.6% were of Af-
rican origin. All infected pregnant women were evaluated
by the hospital’'s social services after delivery, but only a
residual number was considered not to have conditions
of social isolation at home. Ethnic disparities in incidence
and outcomes of COVID-19 infection have been reported
in pregnant and non-pregnant women worldwide, and pos-
sible reasons suggested for these disparities include social
and health behaviors, co-morbidities and potential genetic
influences.*

Many of the initial cases of SARS-CoV-2 infection re-
ported outside of China were imported or linked to travel-
ers, which was also the case in Portugal. Worldwide, health

Table 2 — Characteristics of newborns from SARS-CoV-2 positive mothers

Variable
(n=181)

Preterms

Term newborns
(n=13) (n=68)

Mean gestational age at diagnosis

Mean birth weight

Admission at NICU

Rooming-in

Feeding on maternal milk until discharge
Feeding on maternal milk at 14" day of life
Mean length of hospital stay

33 wGA (min.:26; max.: 36)
1080 g (min.: 0,76; max.: 3000)

12.3 days (min.: 5; max.: 41

39 wGA (min.: 37; max.: 41)
33019 (min.: 2360; max.: 4700)

10 (77%) 6 (8.8%)
3 (23%) 54 (79.4%)
61.5% 91.2%
38.5% 83.9%

4.4 days (min.: 2; max.: 26)

min.: minimum; max.: maximum; NICU: Neonatal Intensive Care Unit
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officials adopted the ‘Test-Track-Trace’ strategy, through
intensive epidemiological investigations coupled with isola-
tion of cases and quarantine of close contacts. However,
community transmission became widespread, and the as-
certainment of the infection source became difficult to es-
tablish.®® In our report, an epidemiological link could only
be established in 11.4% of the cases, although follow up
and contact tracing was not performed by hospital staff but
rather by public health professionals.

Soon after the beginning of the pandemic, a national
emergency plan was declared with a strict lockdown ap-
plied from 18" of March to the 4" May, and mobility restric-
tions during December. Although there was an increase of
daily cases from March onwards, the monthly number of
cases in pregnant women did not differ significantly in our
study.

Following national guidelines, initial COVID-19 testing
(in the general population) was only performed in symp-
tomatic individuals. In July, and according to recommenda-
tions from the WHO and the European Centre for Disease
Prevention and Control, testing was extended to suspected
cases and close contacts as contact tracing was consid-
ered essential to halt the transmission of COVID-19.°

In hospital settings worldwide, universal screening test
using rRT-PCR tests in nasopharyngeal swabs was adopt-
ed for specific situations, such as for obstetric patients and
healthcare workers, with the CDC recommending universal
screening for all pre-admission patients, depending on test-
ing capacity and disease prevalence. This testing strategy
may result in false-negative test in patients who are tested
during the incubation period, and which later become in-
fectious.'® On the other hand, screening asymptomatic pa-
tients will detect individuals with low viral loads (either at
early or late onset of disease) and therefore with a level
of contagiousness that could be potentially negligible, al-
though clear data on the relationship between virus load
and contagiousness is still missing." These issues were
documented in this study, where four women were admitted
with negative SARS-CoV-2 and were afterwards diagnosed
in the maternity ward: three developed symptoms and
one was re-tested after establishment of an epidemiologi-
cal link. Nevertheless, there are many potential benefits of
universal SARS-CoV-2 screening. In hospitalized patients,
detection of asymptomatic infection can guide hospital iso-
lation policies, bed assignments, and use of personal pro-
tective equipment. For healthcare workers, it might improve
workforce depletion by unnecessary quarantine, reduce
transmission in asymptomatic cases, contain the virus in
healthcare settings, and protect hospital staff from infec-
tion.'2

Worldwide, the incidence of infection in pregnant women
at any gestational age is still unclear, as universal screen-
ing tests are not generally used, except in the presence of
symptoms or at admission for delivery. In our study, of all
pregnant women admitted for delivery, 4.6% were positive,
but most (88.6%) were asymptomatic for SARS-CoV-2 in-
fection. These results concur with other studies where uni-

versal screening is performed prior to delivery.'®

In the symptomatic group (11.3%), seven women had
mild disease and two met criteria for severe disease, re-
quiring non-invasive ventilation. The predominant features
of symptomatic patients were cough, fever and dyspnea,
and did not differ based on gestational age. Similar clini-
cal manifestations have also been described in other co-
hort studies.™ ' In our study there was a significant higher
number of preterm births in symptomatic women (p = 0.01)
suggesting that symptomatic disease could be associated
with prematurity.

Comorbidities considered as risk factors for disease
severity, such as obesity, hypertension, diabetes and im-
munodeficiency, occurred in 25.3% of the cases but none
amongst symptomatic women. Previous studies have also
reported that pregnant women do not appear to be at an in-
creased risk of severe illness compared with non-pregnant
women in the general population.>'® The estimated mortal-
ity rate for pregnant patients is 0.6% - 2%, which is compa-
rable to the general population, with those with critical dis-
ease at the time of presentation accounting for the majority
of deaths.™ In our study there was no significant association
between women with previous comorbidities and prematu-
rity and no maternal deaths were reported.

The impact of COVID-19 infection during pregnancy
depends on the trimester in which occurs, with evidence
suggesting that miscarriage is more common in the first tri-
mester.* The lack of differentiated syncytiotrophoblasts dur-
ing the first and second trimesters predisposes to increased
transplacental infectivity of certain pathogens in early preg-
nancy. Moreover, the histopathological changes (vascular
malperfusion, inflammation and thrombosis) documented in
the placenta of infected women, may contribute to the dis-
ruption of the maternal-placental interface and play a role
in adverse fetal outcomes. Currently, the PRIORITY study
(Pregnancy CoRonavirus Outcomes ReglsTry) is recruiting
pregnant women with known or suspected COVID-19 dis-
ease to understand its clinical course and risks of compli-
cations such as miscarriage, stillbirth, preterm labor, and
neonatal health.™!”

In our study, the mean gestational age at delivery was
37.3 weeks. There was a 16% prematurity rate amongst
COVID-19 pregnant woman, mostly late prematurity
(84.6%) and 16.4% of newborns with low birth weight.
This is higher than the national prematurity rate which is
around 8%. This might be justified by the high number of
iatrogenic prematurity due to maternal disease (38.4%),
mostly hypertension and/or pre-eclampsia. Similar results
have been reported in a systematic review that compared
obstetric outcomes in combined coronavirus infections and
found that SARS-CoV?2 resulted in higher rates of preterm
birth and pre-eclampsia.’® The hormonal profile of nor-
mal gestation is characterized by an early increase of all
components of the renin-angiotensin-aldosterone system,
including angiotensin-converting enzyme 2 (ACE2), which
is responsible for converting angiotensin Ang | to Ang-(1-
9) and Ang Il to Ang-(1-7) (vasodilatory, antithrombotic, and

Revista Cientifica da Ordem dos Médicos 654 www.actamedicaportuguesa.com



Ferreira M, et al. Characteristics of newborns from mothers with SARS-CoV-2, Acta Med Port 2021 Oct;34(10):650-656

anti-inflammatory activities). During pregnancy, low blood
pressure is maintained through a balance between being
refractory to the pressor effect of Ang Il and increased levels
of Ang-(1-7) which exhibit systemic vasodilatory responses.
In pre-eclampsia, this balance is lost, with an over-exagger-
ated Ang Il blood pressure response and decreases Ang-(1-
7) levels. SARS-CoV-2 binds to ACE2 receptors and causes
its down-regulation (increasing Ang Il and decreasing Ang-
(1-7), which might exacerbate pre-existing pre-eclampsia.'®

In pregnant women with SARS-CoV-2 infection, there
is no formal indication for routine cesarean delivery except
for obstetrical reasons, although in many case reports, it
was the preferred mode of delivery, with the aim of minimiz-
ing the chance of cross infection and ensuring staff safety.
The delivery room management should be performed ac-
cording to standard procedures, without changes in the
practice of delayed cord clamping and skin-to-skin contact.
Initial care of the newborn should not be delayed due to
COVID-19, and if needed, neonatal resuscitation should be
performed according to national guidelines." In this study
cesarean delivery occurred in 58.2% of cases (the overall
national cesarean rate is 36%). Most cesarean deliveries
were due to obstetric or fetal reasons (32.7%), but in 18.5%
of cases it was due to COVID infection, where the aim was
to minimize the risk of cross infection between mothers and
healthcare workers. More than half of newborns had a bath
with chlorhexidine and skin-to-sin contact was performed
in only a minority of cases (11%). There was no data avail-
able regarding delayed cord clamping. Although not part of
standard procedures, a bath after delivery may help remove
virus particles that are potentially present on the newborn’s
skin as it is a standard established procedure in other po-
tentially vertically transmitted viral infections.

A recent review has reported that SARS-CoV-2 RNA
was isolated in amniotic fluid, placenta, umbilical cord, and
breast milk.'® Nevertheless, it is not yet clear if SARS-CoV-2
can always be transmitted from mother to infant. Although
viremia is seen in 1% of the cases, suggesting that placen-
tal and fetal seeding might be rare, transplacental trans-
mission has been recently confirmed by comprehensive
virological and pathological investigations.>'® In this study,
all newborns tested negative for COVID-19 at birth and 48
hours after, although routine PCR, histological or immuno-
histochemistry tests were not performed for placenta, amni-
otic fluid, umbilical cord or breast milk.

The benefits of breast milk for neonatal health are uni-
versally recognized, and the WHO recommends that every
neonate should be breastfed for at least six months. These
recommendations apply to SARS-CoV-2 positive mothers
as long as basic hygiene measures are followed.' Despite
this, breastfeeding in these newborns has been a controver-
sial topic and although various guidelines endorse the rela-
tive safety of breastfeeding whilst infected with COVID-19,
more data is needed. SARS-CoV-2 RNA has been isolated
from breast milk samples, but it is still unclear whether it has
a potential infectious capacity. Additionally, SARS-CoV-2
IgG has been identified in breast milk samples from positive

mothers, raising the question of a potential protective role
of breast milk in these situations.'® Combining all this, some
mothers may express concern about breastfeeding.

In the early stages of the pandemic, several medical
organizations recommended the temporary maternal-infant
physical separation, in order to protect newborns from ac-
quiring SARS-CoV-2 infection from mothers with COVID-19
at the time of delivery. This recommendation ran counter
to mother-infant rooming-in practices and to its multiple
advantages, including supporting effective breastfeeding.
Later, multicenter studies from Italy and USA supported the
most recent updates on neonatal guidance, which now rec-
ommend rooming-in unless mothers are too ill to care for
their newborn.?

In our hospital, rooming-in and breastfeeding from
SARS-CoV-2 positive mothers have been allowed since the
beginning of the pandemic, as long as the mother was as-
ymptomatic or mildly symptomatic and considered capable
of following infection control recommendations. As a result,
most newborns (80.8%) were roomed-in with their mothers,
and 56.7% received exclusive breast milk (not extracted)
within the first hour of birth. Most mothers understood the
need for compliance with basic hygiene measures, includ-
ing wearing surgical facemask during breastfeeding and all
of them showed confidence in the staff’'s recommendations
regarding rooming-in and breastfeeding. The success of
breastfeeding, during hospital stay and on follow up, as ex-
pected, was higher amongst newborns roomed-in from birth
and amongst term newborns.

From the beginning of the pandemic, clinicians from all
specialties have been challenged to offer optimal care to
infected patients and provide adequate advice to individu-
als that have been potentially affected by the virus. Profes-
sional societies have also had difficulty in providing clinical
guidance, which was particularly problematic in the initial
stages of the pandemic, given the limited information about
this new disease. Developing guidance for pregnant moth-
ers and their newborns was no exception, and although
national and international guidelines initially recommended
temporary maternal-infant physical separation and absence
of breastfeeding, in this study, baby friendly practices with
rooming-in and direct breastfeeding were allowed since the
beginning of the pandemic. To our knowledge, at the time,
this was an innovative approach in the Portuguese neonatal
setting, which later became the standard of care in neonatal
guidance.

Upon discharge, there was 87.6% adherence to tele-
phone visits. None of the newborns reported to have any
symptoms consistent with COVID-19 and none had emer-
gency department visits or hospital admissions related with
COVID-19. The results regarding the absence of short-term
adverse neonatal outcomes with rooming-in and breast-
feeding concur with other published articles.?' The success
of breastfeeding during hospital stay was significantly high-
er amongst newborns roomed-in compared to newborns
admitted to the NICU (p = 0.001).

Follow-up at 14 days of life was based exclusively on
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clinical criteria and rt-PCR test was not performed, so al-
though none of newborns developed symptoms we could
not formally exclude SARS-CoV-2 infection at this time. This
study has several limitations. Mothers were considered in-
fected with SARS-CoV-2 and contagious if they tested posi-
tive at admission since tests regarding viral load were not
performed at this time, and no other biological product was
analyzed. As previously mentioned, asymptomatic women
identified as having rt-PCR positive test results only by ob-
stetric screening practices rather than by illness have an
uncertain onset of infection and therefore unclear infec-
tiousness. Furthermore, newborns born to mothers who
were infected with SARS-CoV-2 during pregnancy and test-
ed negative at admission were not included in this study.

CONCLUSION

Most pregnant women with COVID-19 in our study were
asymptomatic with few or no adverse outcomes, while the
symptomatic group reported a higher prematurity rate,
and higher newborn NICU admission. Despite this, short-
term infant outcomes were good. Although there is a bet-
ter understanding nowadays of viral dynamics, evidence of
how it affects pregnant women and their newborns is still
poorly understood. Fetal infection, although rare, has been
described, while newborn infection might be associated
mostly with the level of infectiousness (viral shedding) of
the mother, thus emphasizing the importance of following
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RESUMO
Introducgéo: O Centro de Estudos do Bebé e da Crianga do Hospital Dona Estefania desenvolveu um modelo multidisciplinar de atua-
¢ao na suspeita de perturbagdo do espetro do autismo na primeira infancia, aplicando a recente norma da Diregdo Geral da Saude.
Pretende-se descrever a sua apresentagao e casuistica.
Material e Métodos: Estudo retrospetivo descritivo da série de criangas(< 3 anos), observadas por suspeita de perturbagao do espetro
do autismo, entre janeiro de 2018 e setembro de 2019, segundo este modelo e a classificagdo DC:0-5™.
Resultados: Foram observadas 178 criangas. A idade média da primeira consulta foi de 27 meses. Do total de criangas observadas,
116 concluiram as sessées diagnosticas (diagnostico eixo I): perturbagéo do espetro do autismo/ perturbagao do espetro do autismo
atipica precoce (36%), perturbagéo do desenvolvimento da linguagem (18%), outros(19%). Em 26% dos casos, o quadro foi atribuido
a fatores classificados em outros eixos.
Discussao: O diagndstico de perturbagdo do espetro do autismo foi colocado em 36%, demonstrando o desafio diagnostico das
perturbagdes do neurodesenvolvimento na primeira infancia. A casuistica demonstra ainda que as caracteristicas da relagdo com o
cuidador (eixo Il), a presenca de condigdes fisicas (eixo lll), fatores de stress psicossociais (eixo V) e a trajetdéria de desenvolvimento
(eixo V) tém um impacto clinico significativo. E desejavel a antecipagdo da idade de sinalizagéo pelo impacto no prognéstico.
Conclusao: Este modelo é pioneiro em Portugal ao propor uma atuagédo conjunta de duas especialidades na primeira infancia:
pedopsiquiatria e neuropediatria/pediatria desenvolvimento. Este modelo de atuagdo melhora a acuidade diagndstica e permite a
intervengéao terapéutica precoce.
Palavras-chave: Crianga; Lactente; Perturbagdo do Espetro do Autismo/diagnéstico; Perturbagédo do Espetro do Autismo/tratamento;
Portugal

ABSTRACT
Introduction: The Centro de Estudos do Bebé e da Crianga in Hospital Dona Estefania has organized a multidisciplinary model for
children under three with suspected autism spectrum disorder, thus implementing the recent guidelines established by the Directorate
General for Health. The aim of this study is to describe this model and case series.
Material and Methods: A retrospective descriptive study of observed children with suspected ASD. They were observed according to
the model of the Centro de Estudos do Bebé e da Crianca and DC:0-5™ classification, between January 2018 and September 2019.
Results: The study included 178 children. The average age at the initial assessment was 27 months. From the total sample, 116 chil-
dren concluded the diagnostic sessions (axis I): Autism Spectrum Disorder/Early Atypical (36%), Developmental Language Disorder
(18%), Other (19%). Factors of axes II, lll, IV and V of DC:0-5™ were determinant for clinical diagnosis in 26%.
Discussion: Of 116 children, 36% were diagnosed with Autism Spectrum Disorder. This highlights the diagnostic challenge posed by
neurodevelopmental disorders in early infancy. The sample shows that the characteristics of the relationship with the caregiver (axis Il),
presence of physical conditions (axis Ill), psycho-social stressors (axis IV) and developmental trajectory (axis V) have a significant clini-
cal impact. In the future, the initial assessment should take place well before the age of 27 months because of the impact on prognosis.
Conclusion: This model is a pioneering approach in Portugal. It promotes a common approach of Child and Adolescent Psychiatry and
Neuropediatrics/Developmental Pediatrics in early infancy. Moreover, it increases the diagnostic acuity of Autism Spectrum Disorders
and early therapeutic intervention.
Keywords: Autism Spectrum Disorder/diagnosis; Autism Spectrum Disorder/therapy; Child; Infant; Portugal

INTRODUGAO

A perturbagéo do espetro do autismo (PEA) constitui, por um comprometimento da interagdo social e da comu-
na verdade, um grupo heterogéneo de perturbagcdes do nicagéo (verbal e ndo verbal) e pela existéncia de padroes
neurodesenvolvimento que se caracterizam globalmente de comportamentos repetitivos e/ou um leque restrito de
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interesses. De inicio precoce na infancia, a PEA pode con-
dicionar limitagdes importantes no funcionamento emocio-
nal e social da crianga, com dificuldades que podem persis-
tir ao longo do tempo.'?

A intervengao terapéutica precoce tem fortes implica-
¢Oes na evolugdo e no prognostico da PEA.4'® Sabemos
hoje que a adogéo de uma intervengéo terapéutica de base
relacional, que tenha em consideragdo os avangos das
neurociéncias e o reconhecimento da importancia das in-
teragOes entre os genes e o ambiente para a organizagao
neuronal, possibilita evolugdes muito positivas, demons-
trando que nem sempre o curso desta perturbagéo é créni-
co e de mau progndstico.4¢4

Em criangas muito pequenas, o diagnostico de PEA é
um desafio clinico dificil, ndo so6 pelos aspetos relacionados
com o desenvolvimento, mas também pela instabilidade
dos sintomas nesta idade.?*° A compreenséo e a sistema-
tizacdo das especificidades da PEA e de todo o grupo de
doencgas do neurodesenvolvimento e da saude mental na
primeira infancia requer uma classificagdo que proponha
uma abordagem multiaxial destas perturbacdes, e que per-
mita, de facto, estabelecer o diagndstico e discutir os diag-
nosticos diferenciais.>4 151

Este é o motivo principal para a adogéo da classifica-
¢ao diagndstica das perturbagdes da saude mental e do
desenvolvimento da infancia (0-5) DC:0-5™ Diagnostic
Classification of Mental Health and Developmental Disor-
ders of Infancy and Early Childhood” (tradugdo portuguesa)
e nao de outras classificagdes, como a DSM 5 Diagnostic
and Statistical Manual of Mental Disorders e a ICD-10 Inter-
national Statistical Classification of Diseases and Related
Health Problems, que sao usualmente utilizadas para ou-
tras faixas etarias e insuficientes na primeira infancia.'”"

Quanto ao diagndstico de PEA, a classificagdo DC:0-
-5™ inclui a perturbagéo do espetro do autismo tal como a
DSM 5 e a ICD-10, mas contempla também uma nova enti-
dade, a perturbagdo do espetro do autismo atipica precoce
(PEAAP), que permite identificar sinais precoces de PEA
em criangas com idades compreendidas entre os nove e 0s
36 meses de idade.>'”

Para o diagndstico de PEAAP, a crianga devera apre-
sentar pelo menos duas dificuldades ao nivel da comuni-
cagao/socializagédo e pelo menos um critério de comporta-
mento restrito repetitivo com algum nivel de comprometi-
mento funcional. Assim, comparativamente com o proposto
para o diagndstico de PEA, o diagnéstico de PEAAP requer
a presenga de um menor numero de critérios clinicos numa
idade mais precoce, o que permite a identificagdo de difi-
culdades que podem ser alvo de intervengcéo desde muito
cedo na vida."”

Além dos critérios de diagndstico das perturbagdes cli-
nicas descritos no eixo | da DC:0-5™, a abordagem multia-
xial desta classificagdo considera também: no eixo Il, as
questdes referentes ao contexto relacional; no eixo lll, as
condigbes e consideragdes da saude fisica; no eixo IV, os
fatores de stress psicossociais e; no eixo V, as competén-
cias e etapas do desenvolvimento. Em cada um dos eixos,

para além de identificar as perturbagbes e as vulnerabili-
dades, é também possivel encontrar as forgas que podem
potenciar a intervencao. Assim, a caracterizagdo de cada
eixo tem um impacto clinico importante e deve ser especi-
ficamente considerada no diagnéstico, no tratamento e na
compreensao da trajetéria de evolugéo das criangas.

Ao contrario da maioria das doengas para as quais
existe um seguimento e tratamento especifico ja bem es-
tabelecido, apenas recentemente estédo a surgir normas de
orientagdo clinica para a PEA que considerem as diferentes
faixas etarias,?>?> como por exemplo a norma de orienta-
¢ao clinica (NOC) da Diregéo Geral de Saude (DGS) de-
nominada “Abordagem diagndstica e Intervengao na Per-
turbagéo do Espetro do Autismo em Idade Pediatrica e no
Adulto”, publicada em abril de 2019.%

Esta norma propde a uniformizagdo da abordagem da
PEA a nivel nacional, clarificando os aspetos relativos a
identificagdo precoce, avaliagao diagnostica e intervengéo
terapéutica. Especificando um pouco quanto a identificagao
precoce e avaliagdo diagnodstica, a norma prevé que seja
feita a referenciagdo para uma consulta de especialidade
hospitalar em criangas com suspeita de PEA, onde a deci-
sdo diagnostica, a intervencgao terapéutica, e o seguimento,
devem envolver uma equipa multidisciplinar. Esta referen-
ciacao de criangas dos 0 - 3 anos obriga a que a primeira
consulta seja realizada num prazo maximo de 30 dias.?®

A equipa deve ter formagao e experiéncia na PEA e in-
cluir um pediatra com experiéncia na area do neurodesen-
volvimento e/ou neuropediatra e um psiquiatra da infancia e
adolescéncia. Considera ainda necessario o envolvimento
de psicdlogo, enfermeiro, assistente social, terapeuta da
fala e terapeuta ocupacional ou técnico superior de educa-
¢ao especial e reabilitagdo. Devera ser efetuada uma abor-
dagem individualizada de cada crianga, que deve assentar
na terapéutica nao farmacoldgica de base relacional.?®

Para dar resposta a estas diversas dimensdes clinicas,
cumprir a NOC da DGS e os prazos estabelecidos, o Cen-
tro de Estudos do Bebé e da Crianga (CEBC) do Hospital
Dona Estefania - Centro Hospitalar Universitario de Lisboa
Central (CHLC) organizou um modelo multidisciplinar de
avaliagdo diagndstica e intervengado para as criangas dos
0 aos 3 anos com suspeita de perturbacdo do espetro do
autismo.

Inaugurado em 2017, o CEBC congrega a Unidade da
Primeira Infancia da Especialidade de Psiquiatria da Infancia
e da Adolescéncia e a Unidade de Desenvolvimento do Hos-
pital Dona Estefania. Destina-se sobretudo ao atendimento
diferenciado de criangas até aos cinco anos, observando de
forma prioritaria criangas até aos trés anos de idade. Nas
criangas até aos trés anos de idade em que sejam identifi-
cadas preocupagdes quanto ao desenvolvimento e saude
mental, o contacto com o CEBC pode ser direto por parte
dos pais ou por referenciagdo médica.

MATERIAL E METODOS
Estudo retrospetivo descritivo da série de casos de
criangas com suspeita de PEA na primeira infancia (0 - 3
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anos) observadas segundo o modelo de atuagéo do CEBC
de avaliagéo diagnéstica e intervengao terapéutica.

Tratando-se da apresentacdo e descricdo de um mo-
delo de diagnoéstico, ndo foram solicitados consentimentos
informados especificos para este estudo. No entanto consi-
dera-se que pode ser enquadrado na analise de dados de
saude para efeitos de diagnostico e melhoria de cuidados.
Os dados foram recolhidos por consulta do processo clini-
co. Foram incluidas todas as criangas até aos trés anos de
idade sinalizadas por suspeigcdo de PEA entre janeiro de
2018 e setembro de 2019.

Os dados pessoais foram codificados de forma a ga-
rantir a confidencialidade e a privacidade do participante.
O estudo foi aprovado pela Comisséo de Etica do Centro
Hospitalar Universitario Lisboa Central.

A equipa técnica do CEBC ¢é constituida por trés pe-
dopsiquiatras, uma neuropediatra, trés pediatras, duas psi-
coélogas clinicas, duas enfermeiras especialistas em saude
mental e psiquiatria, duas enfermeiras especialistas em
saude infantil e pediatria, uma terapeuta ocupacional, uma
terapeuta da fala, uma assistente social e uma professora
de educacgao especial.

O modelo CEBC de avaliagéo diagndstica e intervencéo
para as criangas dos 0 aos 3 anos com suspeita de pertur-
bagéo do espetro do autismo prevé (Fig. 1):

1. avaliagao inicial em consulta de desenvolvimento e
pedopsiquiatria por médicos especialistas e enfer-
meiras especialistas em saude mental e psiquiatria
e em saude infantil e pediatria;

Suspeita de perturbagao do espetro do autismo

( Registo de interagéo )

( Entrevista clinica )

Avaliacéo inicial conjunta em consulta de
Pedopsiquiatria e de
Desenvolvimento/ Neuropediatria

( Observagao )

Realizagéo de 10 sessdes diagnosticas e
terapéuticas pela Pedopsiquiatra
(regularidade semanal, de acodo com
o modelo D.I.R./Floortime®)

Reunides de orientagcao
multidisciplinar

Definicao do diagndstico
DC:0-5™

102 sessé&o: consulta conjunta
(Desenvolvimento/ Neuropediatria e Pedopsiquiatria)

( D
Estudos complementares
de diagnéstico

~

Avaliagao da trajetoria de
desenvolvimento -Eixo V

Articulagdo com estruturas
comunitarias

( Definigdo de um projeto terapéutico individualizado ]

Intervengao terapéutica

Consultas de vigilancia e
redefinicdo do
projeto terapéutico

J

Figura 1 — O modelo do CEBC de avaliagao diagnostica e intervengao terapéutica nas perturbagdes do espetro do autismo na primeira

infancia
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2. seguimento em 10 sessdes diagnosticas de pedop-
siquiatria com regularidade semanal. Estas sessbes
visam esclarecer o diagndstico diferencial e iniciar
uma intervengéo terapéutica de base relacional, ba-
seada no modelo D.I.R./Floortime® (modelo basea-
do no desenvolvimento, nas diferengas individuais e
na relagdo), adotado como modelo de eleigao para
o tratamento da PEA®°'427: desta forma abordam-se
os eixos I, 11, 1V;

3. a décima sessao diagndstica € uma consulta con-
junta envolvendo pedopsiquiatras e neuropediatra/
pediatras do desenvolvimento; é nesta etapa que
se estabelece o quadro final, considerando os aspe-
tos referentes a evolugéo clinica, diagnostico dife-
rencial, condigdes e consideragdes da saude fisica
(eixo Il da classificagdo DC:0-5™), necessidade de
esclarecimento e investigagdo complementar e as
competéncias do desenvolvimento (eixo V da clas-
sificagdo DC:0-5™);

4. intervengdo da Terapia Ocupacional, Psicologia ou
Terapia da Fala e articulagdo com as estruturas co-
munitarias, como as creches ou jardins infantis e as
equipas locais de intervengao precoce (Sistema Na-
cional de Intervengao Precoce na Infancia);

5. discusséao diagnéstica e orientagdo terapéutica alar-
gada a toda a equipa presente em reunides clinicas
semanais (reunides de observagdo da interagao,
com suporte de registos video da primeira consulta
e reunides de orientagéo clinica);

6. identificagdo de um profissional de referéncia (mé-
dico, enfermeira e/ou psicoéloga, terapeuta ocupa-
cional ou terapeuta da fala), que, apds as sessdes
diagnosticas, passa a ser o elemento de ligagao que
acompanhara cada caso.

RESULTADOS

Neste periodo de tempo foram observadas 178 crian-
¢as com idade inferior a trés anos e com suspeita de PEA,
dos quais 135 (76%) eram do sexo masculino.

Os pedidos de consulta tiveram origem maioritariamen-
te no médico de familia (n = 69; 39%) e no pedido direto
das familias (n = 48; 27%). A referenciagdo a partir de ou-
tras unidades do Hospital Dona Estefania representou 34%
dos casos (n = 61), distribuindo-se pelas especialidades de
Pediatria Médica (13%), Neuropediatria (7%), consulta de
risco de Neurodesenvolvimento (4%), Servigo de Urgéncia
(3%) e os restantes 7% distribuiram-se por outras especia-
lidades.

As preocupacgdes mais frequentemente referidas pelos
médicos assistentes e pelas familias foi o atraso na aqui-
sicdo da linguagem e/ou preocupagdes quanto a compe-
téncias de comunicagao social /interagdo e/ou a indicagao
expressa de suspeita de perturbagdo do espetro do autis-
mo (n total = 160). As restantes preocupagdes prendiam-
-se com perturbagdes do comportamento, como birras ou
hipercinésia, perturbagbes do sono e da alimentagéo, que
no primeiro contacto com o CEBC foram valorizadas num

contexto mais amplo de suspeita de PEA.

A primeira consulta ocorreu entre os nove e os 36 me-
ses, com uma média de 27 meses, observando-se um au-
mento gradual dos casos referenciados a partir dos nove
meses, atingindo um primeiro pico aos 23 meses (n =12) e
um segundo pico aos 35/36 meses (n = 26).

Em 25% dos casos estudados (n = 44), observou-se
que ambos os pais s&o imigrantes provenientes do Nepal
(n=13), Brasil (n = 13), Angola (n = 7), Bangladesh (n = 4),
Ucrania (n = 3), Sao Tomé e Principe (n =2), india (n=1) e
Roménia (n = 1).

Dos 178 casos observados, procedeu-se a discussao
diagnodstica de 116; as restantes criangcas mantém-se ainda
em sessodes diagnosticas.

Foram propostos os seguintes diagndsticos (n = 116):
PEA n = 30 e PEAAP n = 12 (total 36%), perturbacéo do
desenvolvimento da linguagem n = 21(18%), atraso global
do desenvolvimento psicomotor n = 12 (10%), outros n = 11
(9%) (exemplo: perturbacéo poés-stress traumatico, pertur-
bacao do humor, perturbacao da integracéo sensorial).

Ha a referir que, dos 116 casos discutidos, 30 criangas
(26%) nado cumpriram critérios de diagndstico para per-
turbagdes do neurodesenvolvimento (referentes ao eixo |
da classificagdo DC:0-5™), considerando-se assim como
principais determinantes para o quadro os fatores classi-
ficados, respetivamente, nos eixos Il, IV e V da DC:0-5™
(referentes ao contexto relacional; ao stress psicossocial; e
a trajetérias individuais de desenvolvimento).

Apbs a discussao diagndstica multidisciplinar (n = 116),
foi realizado um plano terapéutico que incluiu consultas de
vigilancia e terapéuticas na Unidade da Primeira Infancia
(40%) e na Unidade de Desenvolvimento (42%; destes ul-
timos, 8% em sessbes individuais de promog¢éo do desen-
volvimento). No decorrer do seguimento, 13% (n = 15) dos
casos foram transferidos para unidades da area de resi-
déncia e a totalidade foi referenciada as equipas locais de
intervengéao precoce.

Uma vez terminadas as sessdes diagnosticas, foi
obtido apoio terapéutico regular de Terapia da Fala para
40 criancas (34%), Terapia Ocupacional para 17 criangas
(15%), e Psicologia para trés criangas, tendo-se mantido o
acompanhamento regular pelo CEBC. Cinco criangas ini-
ciaram planos terapéuticos intensivos como por exemplo
o da Associacao de Apoio a Unidade da Primeira Infancia
(AAUPI). (Tabela 1)

O estudo complementar para investigacéo etiolégica e/
ou aconselhamento genético ao casal foi realizado em 25%
dos casos (n = 45), incluindo referenciagéo a consulta de
genética, estudo metabdlico, estudo por neuroimagem e
eletroencefalograma quando considerado adequado.

DISCUSSAO

O diagnéstico diferencial da PEA nesta idade precoce
implica o afastamento de outras perturbagdes de saude
mental e neurodesenvolvimento, para os quais é necessa-
ria a experiéncia técnica, a adogao de critérios e a consi-
deracao de eixos que nao estéo previstos na classificagao
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Tabela 1 — Caracterizagao da populagdo quanto ao diagndstico e plano terapéutico

Sexo n=178
Feminino 43 (24%)
Masculino 135 (76%)

Origem do pedido de consulta n=178
Médico de familia 69 (39%)
Pedido direto das familias 48 (27%)
Outros servigos do hospital 61 (34%)

Diagnésticos atribuidos (nas criangas que concluiram as 10 sessoes) n=116
Perturbagéo do espetro do autismo 30 (26%)
Perturbagéo do espetro do autismo atipica precoce 12 (10%)
Perturbagéo do desenvolvimento da linguagem 21 (18%)
Atraso global do desenvolvimento psicomotor 12 (10%)
Outros diagnosticos 11 (9%)
Sem diagndstico de Eixo | 30 (26%)

Plano terapéutico (nas criangas que concluiram as 10 sessées) n=116
Consultas na Unidade da Primeira Infancia 46 (40%)
Consultas na Unidade de Desenvolvimento 48 (42%)
Transferéncias para as Unidades da area de residéncia 15 (13%)
Intervencao pelas equipas locais de intervengéo precoce 116 (100%)
Terapia da Fala 40 (34%)
Terapia Ocupacional 17 (15%)
Psicologia 3 (3%)
Intervencao multidisciplinar na Associagao de Apoio a Unidade da Primeira Infancia 5 (4%)

DSM 5 e que constituem o cerne da abordagem do CEBC.

A nossa casuistica documenta que das 116 criangas
que completaram a avaliagcdo diagndstica por suspeita de
PEA, apenas 36% cumprem critérios diagnosticos de PEA/
PEAAP (eixo | DC:0-5™), o que nos alerta para a dificulda-
de diagnéstica desta perturbacéo.

Por outro lado, em cerca de 26% dos casos de criangas
sinalizadas por suspeita de PEA nao atribuimos nenhum
diagnostico quanto a perturbagdes do neurodesenvolvi-
mento (eixo | DC:0-5™). Este dado é relevante, pois alerta
para o impacto dos elementos considerados nos outros ei-
xos da classificagdo, nomeadamente as caracteristicas da
relacdo com o cuidador (eixo Il), a presenga de condi¢des
fisicas (eixo lll), os fatores de stress psicossociais (eixo 1V)
e a propria trajetéria de desenvolvimento da crianga, que
pode apresentar desvios transitérios de rotas.

No decorrer das sessdes diagndsticas iniciais e, mais
tarde, no seguimento pelo CEBC, a analise da evolugcéo
de cada crianga, apoiada pela avaliacdo da trajetéria de
desenvolvimento (eixo V DC:0-5™), é importante na pon-
deragcado e racionalizagdo dos exames complementares
de diagndstico pedidos. A investigacdo complementar foi
realizada em cerca de 25% dos casos, considerando a
presenca de regressado do desenvolvimento, alteracdes ao
exame somatico ou sinais neuroldgicos focais, irritabilidade
ou apatia extrema, auséncia de evolugao clinica favoravel
ou estagnacao durante as sessdes, condigdes co-modrbidas

como epilepsia, o envolvimento global das varias compe-
téncias de desenvolvimento ou o desejo do casal de acon-
selhamento genético.?6-28.29

De referir que o plano de seguimento no CEBC passa
por uma orientagao pelo médico e técnico de referéncia e,
consoante a evolugdo clinica, este seguimento pode ser re-
formulado para que inclua diferentes valéncias do CEBC.
A intervencgao terapéutica nos casos de PEA passou pela
manutengao de sessdes baseadas no modelo D.I.R/Floor-
time® e na progressiva articulagdo com a comunidade. Nos
casos restantes, as intervengbes foram discutidas caso a
caso, dependendo das especificidades, das necessidades
da familia e dos recursos disponiveis na comunidade. Nal-
guns casos envolveram o apoio por enfermeiro especialis-
ta, psicoélogo, terapeuta ocupacional e/ou terapeuta da fala.
Globalmente, a distribuicdo do seguimento entre as unida-
des do CEBC (Unidade da Primeira Infancia e a Unidade de
Desenvolvimento) foi idéntica. Esta dindmica flexivel evita
a sobreposicao de atuagdes e de consultas e favorece a
adesao das familias, ao diminuir a sobrecarga familiar e o
absentismo dos pais ao trabalho.

Consideramos, assim, que este modelo oferece uma
resposta flexivel e que se tem mostrado eficaz e eficiente.
Nesta amostra de conveniéncia respondemos a um nimero
muito significativo de pedidos (n = 178), recebidos num cur-
to espaco de tempo (21 meses); a pedido das familias, per-
mitimos o acesso direto a cuidados muito especializados;
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e foram globalmente respeitados os prazos previstos na
NOC da DGS para uma primeira consulta (menos de 30
dias).

Este modelo visa também privilegiar uma intervencéo
terapéutica precoce nas criangcas com suspeita de PEA e
o esperado impacto na melhoria do seu prognéstico. A pre-
cocidade da intervencédo depende da idade média de ob-
servagao na primeira consulta, que nesta amostra € de 27
meses. Pensamos que esta idade pode ainda ser antecipa-
da, pois neste estudo foi identificado um pico de referencia-
¢ao aos 23 meses, apods um crescimento gradual desde os
nove meses.

Esperamos que se acentue a tendéncia para uma refe-
renciagdo ainda mais precoce que os 23 meses, uma vez
que, por um lado, é possivel reconhecer importantes sinais
clinicos de suspeicao de PEA no primeiro ano de vida e, por
outro lado, o rastreio universal desta condicao esté previsto
no Programa Nacional de Saude Infantil e Juvenil da DGS
para os 18 meses (através da aplicacdo do questionario
M-CHAT / M-CHAT R/T).?%-%2 Neste sentido, justifica-se o re-
forco de sensibilizagcao dos pediatras, médicos de medicina
geral e familiar, enfermeiros das equipas de cuidados de
saude primarios e enfermeiros especialistas em pediatria e
saude infantil e saude mental e pedopsiquiatria para uma
referenciagéo mais atempada.

Sinalizamos também nesta casuistica a presenca de
criangas cujos pais tém nacionalidade estrangeira, de
origens muito diversas, multiculturais, representando um
quarto dos casos observados. Este numero espelha o
facto do Hospital Dona Estefania servir as freguesias do
pais com maior presenga de multiculturalidade.®® Destas
criangas, nove foram diagnosticadas com PEA/PEA atipi-
ca precoce. Nao temos elementos no estudo que nos per-
mitam, neste curto espago de tempo, discutir a influéncia
da imigragcao/multiculturalidade no surgimento de sinais de
suspeita de PEA, nem a sua influéncia na evolugao clinica
das criangas. Contudo, a nossa reflexdo é que a imigragao
e a multiculturalidade podem acentuar uma vulnerabilidade
social, familiar e econdmica com reflexo nas caracteristicas
das relagbes estabelecidas e na presenca de fatores de
stress adicionais (eixos Il e IV DC:0-5™).

A intervencao terapéutica na PEA passa pelo acesso
a intervencédo direta e frequente em sessbes de Terapia
Ocupacional, Terapia da Fala e Psicologia, muitas vezes
necessitando de duas ou trés destas valéncias em simul-
taneo.'*?" Neste aspeto, pela escassez de recursos hu-
manos conforme referido nos nossos resultados, ha uma
limitag&o nos cuidados publicos de Terapia da Fala, Ocupa-
cional ou Psicologia, documentada no numero de criangas
na casuistica que obtiveram estas intervengbdes de forma
direta e regular, que consideramos baixo.

CONCLUSAO

O modelo de atuagdo do CEBC de avaliagdo diagndés-
tica e intervengdo terapéutica em criangas com suspei-
ta de PEA na primeira infancia (0 - 3 anos) é pioneiro e,
tanto quanto sabemos, unico em Portugal, ao promover

a atuacgdo conjunta, e muitas vezes simultanea, da equi-
pa da Unidade da Primeira Infancia da Especialidade de
Psiquiatria da Infancia e da Adolescéncia e da Unidade de
Desenvolvimento. Pensamos que a atuagéo conjunta entre
as especialidades e as competéncias previstas no modelo
CEBC, o seguimento e a intervengdo em sessdes diagnos-
ticas semanais e a discussao regular em equipa (incluindo
a observagao em registos gravados) contribuem para o ri-
gor diagnostico da PEA na primeira infancia.

Na discussdo diagndstica, a adogdo da DC:0-5™, uma
classificagdo diagnostica multiaxial das perturbagbes de
saude mental e do desenvolvimento da primeira infancia,
permite considerar as especificidades deste grupo etario,
discutir o diagndstico diferencial e identificar areas de in-
tervencdo nas forgas e nas vulnerabilidades do funciona-
mento de cada crianga e das relacdes estabelecidas. Além
dos aspetos relacionados com a acuidade diagndstica, este
modelo de atuagéo do CEBC propde ainda o acesso direto
aos cuidados de saude muito especializados, a pedido da
familia, o que: aumenta a acessibilidade e a equidade; per-
mite a racionalizacdo da investigagdo complementar; e pro-
move desde logo a intervencao terapéutica precoce, ja que
cada uma das 10 sessdes de pedopsiquiatria tem também
um intuito terapéutico, ao ser pensada segundo o modelo
D.I.R.

Este modelo favorece a organizagdo dos recursos hu-
manos da equipa: ndo duplica consultas, possibilita a com-
plementaridade entre técnicos, e promove a articulagéo de
cuidados com as estruturas comunitarias, aspeto este que
se mostra muito relevante para o seguimento destas crian-
¢as a médio e longo prazo.

A inovagéo trazida pela criagéo recente desta estrutura
Unica do Servigo Nacional de Saude, o Centro de Estudos
do Bebé e da Crianga, e deste modelo de seguimento de
criangas com idades entre os 0 e os 3 anos com suspeita
de PEA, é o principal motivo desta reflexdo. Este modelo,
que integra a experiéncia de unidades com histéria e mé-
rito reconhecidos, pode trazer importantes ganhos a curto
e a médio prazo, ajudando também a repensar as estrutu-
ras locais necessarias para acompanhar estas criangas.
Acreditamos que se tornard um modelo comprovadamente
vélido e possivel de ser adotado por varias outras unidades
com supervisao técnica inicial.
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ABSTRACT
Introduction: Human parechovirus type 3 has been recognized as a cause of pediatric infection, occasionally associated with seri-
ous illness, including sepsis and meningitis, particularly among young infants. The aim of this study is to report the first known human
parechovirus type 3 outbreak in Portugal.
Material and Methods: Descriptive study of an outbreak that occurred from the 8" June to the 12" August 2016. Laboratory diagnosis
was made by reverse transcription - polymerase chain reaction in the cerebrospinal fluid and/or in stools. Genotyping was made by
reverse transcription - polymerase chain reaction and sequencing in stool samples from infants and family members.
Results: Human parechovirus type 3 infection was detected in seven infants, of which six were male. Median age was 23 days (5 - 52).
One had seizures, with a magnetic resonance imaging scan showing white matter diffusion restriction. The mean duration of admission
was 5.6 days (3 - 11), with favourable outcome in all. In three cases there were symptomatic close family members. Human parecho-
virus type 3 was identified in the stools of three mothers.
Discussion: Even though human parechovirus type 3 infection has been well described in the presented age group, most Portuguese
hospitals do not have this laboratory diagnosis. Our results are comparable to those obtained in other countries. Besides detection of
the virus in the cerebrospinal fluid, there were no raised local or systemic inflammatory markers.
Conclusion: This study reports the first known outbreak, in infants, of human parechovirus type 3 in Portugal. Although there is no
specific treatment, this diagnosis can avoid unnecessary empirical antibiotic treatment and prolonged admissions.
Keywords: Communicable Diseases, Emerging; Infant; Parechovirus; Picornaviridae Infections; Portugal

RESUMO
Introdugao: O parechovirus humano tipo 3 tem sido reconhecido como causa de infegédo em idade pediatrica, ocasionalmente asso-
ciado a doenca grave, incluindo sépsis e meningite, particularmente em pequenos lactentes. Foi objectivo deste estudo descrever o
primeiro surto conhecido de infegao por parechovirus humano tipo 3 em Portugal.
Material e Métodos: Estudo descritivo de um surto ocorrido entre 8 de junho a 12 de agosto de 2016. O diagndstico laboratorial foi
realizado por transcriptase reversa - reagdo em cadeia da polimerase no liquido cefalorraquidiano e/ou nas fezes. A genotipagem foi
efetuada no Instituto Nacional de Saude Doutor Ricardo Jorge, por transcriptase reversa - reagdo em cadeia da polimerase e sequen-
ciagéo, em amostras de fezes dos lactentes e seus familiares.
Resultados: Foi detetada infegdo por parechovirus humano tipo 3 em sete lactentes, seis dos quais do sexo masculino, mediana de
idade de 23 dias (5 - 52). Uma lactente apresentou convulsdes, com multiplas lesdes da substancia branca na ressonancia magnética
nuclear. A duragcdo média de internamento foi de 5,6 dias (3 - 11), com evolugéo favoravel em todos. Em trés casos havia familiares
proximos sintomaticos. Em trés maes foi identificado parechovirus humano tipo 3 nas fezes.
Discussao: Embora a infegédo por parechovirus humano tipo 3 esteja bem descrita neste grupo etario, a maior parte dos hospitais por-
tugueses nao dispde deste diagndstico laboratorial. Os resultados obtidos foram semelhantes aos verificados noutros paises. Apesar
da detecgédo do virus no liquido cefalorraquidiano, destaca-se a auséncia de resposta inflamatoéria local ou sistémica.
Concluséao: Este estudo reporta o primeiro surto conhecido de infegdo por parechovirus humano tipo 3 ocorrido em Portugal em
pequenos lactentes. Apesar de nao existir tratamento especifico, este diagndstico podera evitar podera evitar antibioterapia e interna-
mentos prolongados.
Palavras-chave: Doengas Transmissiveis Emergentes; Infecgdes por Picornaviridae; Lactentes; Parechovirus; Portugal

INTRODUCTION

The human parechoviruses (HPeVs) are non-envel-
oped single stranded RNA viruses within the Picornaviridae
family. Currently, HPeVs are classified into 19 genotypes
based on genetic variation." HPeVs have been recognized
as a cause of infection in children, usually characterized
by mild gastrointestinal and respiratory symptoms. How-
ever, severe conditions such as sepsis-like syndrome, and/

or central nervous system (CNS) involvement have been
associated with genotype 3 infection in young infants and
neonates.??

Human parechovirus type 3 (HPeV-3) infections have
been described as single cases, small series of sporadic
unrelated infections and outbreaks.*® Identifying HPeVs as
the causative agent of infection may be helpful in guiding
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treatment decisions and follow-up. The incidence of HPeV
infections in Portugal is unknown, since it is not a notifiable
disease.

We report the first known outbreak in Portugal of HPeV-
3 in infants.

MATERIAL AND METHODS
Study design

Ethics committee approval was not considered nec-
essary since this was a retrospective, non-interventional
study, and all data was anonymised. All the procedures
were done according to the regulations established by the
National Ethics Committee for Clinical Research and to the
principles established by the Helsinki Declaration of the
World Medical Association updated in 2013.

Outbreak investigation

Infant patients were admitted to the Emergency Depart-
ment of a tertiary children’s hospital - Hospital Pediatrico in
Coimbra - from June to August 2016, with a clinical diagno-
sis of fever without a source. Demographic, clinical and lab-
oratory data were collected based on the patient records.

Laboratory diagnosis

Molecular HPeV detection was performed in patient’s
cerebrospinal fluid (CSF) specimens using a real-time mul-
tiplex polymerase chain reaction (PCR) commercial kit (Bio-
fire® Filmarray® Meningitis/Encephalitis Panel) according to
the manufacturer’s instructions. Stool samples were sent to
the reference laboratory at the National Institute of Health
Dr. Ricardo Jorge, where characterization of the HPeV
type was performed. RNA was extracted from both infant
and maternal stools using automatic extraction Nuclisens
EasyMag system (bioMérieux), according to the manufac-
turer’s instructions. Genotyping was performed by conven-
tional one-step reverse transcription PCR (Rt-PCR) based
on sequencing partial fragments of the capsid viral protein 1
(VP1) gene, as previously described by Benschop et al.®

Epidemiological investigation

An epidemiological survey, including information regard-
ing the presence of respiratory, gastrointestinal and cutane-
ous symptoms in any member of the household in the past
14 days, was applied in all the cases. Maternal stool sam-
ples were obtained. The hospital’'s infection control team
and the Public Health Unit of the Regional Health Adminis-
tration of the Central region of Portugal analyzed, through
an epidemiological survey, if transmission could have oc-
curred within the hospital.

Follow-up
Post-discharge assessments were carried out accord-
ing to clinical presentation and severity of the condition.

RESULTS
Between the 8" June and 12" August 2016, HPeV infec-
tion was confirmed in seven young infants hospitalized in

Table 1 — Demographic, clinical and laboratory data of a parechovirus genotype 3 (Hpev3) outbreak among infants in Portugal

HPeV + (PCR)

CSF
Cells (/mmd)/
Glucose (mmol/L)/

AST/

PCT
(ng/mL)

CRP
(mg/dL)

Leukocytes/
Neutrophils

Duration of

Clinical Presentation

Gender

ALT
(UIL)

admission

Epidemiological link

Proteins

(/L)

(days)

Fever and

Age (days)

Mother

Infant

Other

(mg/dL)

irritability

<1/2.3/72.6 CSF stools

<05 105/66

<0.03

3.400/830

M/32

CSF, stools Stools

<1/2.7/46.5

<05 40/25

1.24

2.640/1.240

M/43

Revista Cientifica da Ordem dos Médicos 665 www.actamedicaportuguesa.com

Stools

<0.5

<0.03

4.600/1.340

Diarrhea
Rash

M/23

Stools

< 1/57/37

<05

<0,03

7.290/1.350

11

Mother: rash

Seizures
Rash

F/5

< 1/3.4/53.8 CSF, stools

<0.5 117/48

<0.03

5.890/3.820

Mother: cough
Sister (4y): diarrhea

M/13

2/2.6/82.1 CSF stools Stools

<05 156/29

<0.03

3.870/2.290

Diarrhea

M/15

Stools

1/3.1/21.8 CSF stools

<05 49/50

<0.03

3.500/1.260

Brother (14m): fever

M/52

M: male; F: female; y: years; m: months; CRP: C-reactive protein; PCT: Procalcitonin; AST: aspartate aminotransferase; ALT: alanine aminotransferase; CSF: cerebrospinal fluid; PCR: polymerase chain reaction
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Hospital Pediatrico, in Coimbra.

Demographic, clinical and laboratory characteristics are
shown in Table 1.

Median age was 23 days (5 - 52), six were boys. All
of them presented with fever (axillary temperature = 38°C)
and irritability, two with gastrointestinal symptoms, and two
with a rash with involvement of the distal extremities. The
only girl developed fever on the fifth day of life and seizures
the following day, with magnetic resonance imaging (MRI)
showing white matter diffusion restriction. All children un-
derwent head ultrasound, that showed no abnormalities.
Three cases had symptomatic close family members with
fever, rash, respiratory and/or gastrointestinal symptoms,
one week before or at the same time as the cases.

Regarding hospital laboratory investigation at admis-
sion, leukopenia was identified in five infants, and none had
significant elevation of C-reactive protein (CRP) or procal-
citonin (PCT). There was elevation of liver enzymes (AST
and/or ALT) in three cases. Lumbar puncture (LP) was per-
formed in six cases: there was no pleocytosis, and glucose
and protein levels were within normal limits. LP was not per-
formed in one case due to the benign clinical presentation
and progression. Blood and CSF cultures were all nega-
tive. In the six CSF specimens tested by multiplex PCR,
five were positive for HPeV. The stools of the negative case
were nevertheless tested as there was suspicion of a pos-
sible outbreak. Molecular characterization, done in stool
samples, identified genotype 3 in all the cases, and in three
asymptomatic mothers.

Empirical intravenous antibiotics were started in six in-
fants, until negative culture results were obtained. Fever
persisted between two and four days. Mean duration of
hospital stay was 5.6 days, with favorable outcome in all.

All children were born in the same maternity hospital,
but the epidemiological survey applied by the hospital infec-
tion control team and the Public Health Unit of the Regional
Health Administration of the Central region of Portugal con-
cluded there was no known evidence of nosocomial trans-
mission. No other epidemiological link was found, with all
families living in different geographical areas and with no
contact between them.

Regular follow-up in the neurology clinic (every six
months) occurred only in the case with CNS involvement,
until three years of age. In the remaining cases, follow-up
was done in the infectious disease’s clinic during the first
two months and subsequently by their family physicians.
None of the infants developed apparent neurodevelopmen-
tal complications, including the female infant with encepha-
litis, who, at the age of three, had an appropriate psycho-
motor development, including a MRI showing no abnormali-
ties.

In our hospital, after this outbreak, only two more cases
were diagnosed, in August 2018 and in October 2019.

DISCUSSION
Despite several outbreaks reported worldwide,*® the in-
cidence of HPeV infection is not well known and is likely

underestimated.® This study reports the first outbreak in
Portugal of HPeV-3 In infants.

As in our case series, others have reported increased
detection of HPeV-3 infections in late spring and summer.*7
Despite this, and similar to enterovirus infections, HPeV
can cause illness at any time, highlighting the importance of
testing for these viruses throughout the year.367

In our study, most patients were male, which is similar
to other previous reports.*58 All infants were aged under
three months and four were neonates, as in other studies.*8
Seropositivity for HPeV type 1 (HPeV-1) is almost univer-
sal in adults, whereas in a Dutch study only 10% of adults
carried HPeV-3 antibodies.” This low seroprevalence can
explain this age distribution by low maternal-derived anti-
bodies against HPeV-3,2'%!"" which can also justify infection
in mothers. On the other hand, LPs are more frequently per-
formed in younger infants with fever without a source, and
therefore interpretation can be biased. A longitudinal study
of 102 Norwegian infants, in which stool samples were test-
ed, detected HPeV at least once in 43% of children before
12 months of age and in 86% before 24 months of age:
HPeV-1 was detected most frequently, but types three and
six were also found."?

The most likely reported source of infection is usu-
ally an older, asymptomatic sibling." Close contact with
the siblings, combined with a lack of maternal antibodies
against HPeV-3, might increase the susceptibility to infec-
tion in small infants. In this series, there were two symp-
tomatic siblings as well as two mothers. Transmission can
occur through the fecal-oral route from both asymptomatic
and symptomatic infected individuals, in whom viral loads
have been shown to be similar. The estimated median du-
ration of shedding in stool is over 50 days.'>' There is not
much data available regarding transmission through the
respiratory tract, which has been suggested to be a pos-
sible acquisition route in children with CNS symptoms.™
Respiratory shedding is estimated to have a duration of one
to three weeks." Little is known about other epidemiologi-
cal links, but according to some authors, HPeV in surface
waters could also pose a risk for children and other vulner-
able populations.' In the present outbreak, no water source
was analyzed. Although the incubation period for HPeV is
difficult to determine, the observed intervals between infec-
tion and appearance of symptoms seem to be between one
to 12 days.® In our study, most cases became symptomatic
after 12 days of life, showing that, although all were born in
the same maternity hospital, the infection may have been
acquired outside the hospital, which is in agreement with
the results of the epidemiological survey that was applied.

All cases presented with fever without a source and ir-
ritability, similar to previous reports.*® In a large Australian
series of HPeV-3 infection,* more than 93% of 118 infants
presented with fever and irritability. Additionally, most in-
fants presented a widespread macular, and often eryth-
rodermic, rash. These ‘red, hot, angry babies’ allowed for
rapid and accurate identification of infected infants dur-
ing this outbreak. In our case series, two cases had a
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maculo-papular rash with involvement of the distal extremi-
ties, including palms and soles. Our description is similar
to that of another study where the appearance of a ‘gloves
and socks’ rash was reported in 80% of infants infected with
HPeV-3, with onset between the first and the fifth day of
fever and with an average duration of three days.®

Despite the presence of fever, we did not find raised in-
flammatory markers, which is in line with other studies,*®
with all cases having CRP levels below 1.5 mg/dL and neg-
ative procalcitonin levels. Leukopenia was present in most
cases. The absence of CSF pleocytosis, as well as normal
CSF glucose and protein levels, has also been consistently
demonstrated.*5"8 Although neonatal sepsis did not occur
in our case series, it is the most common severe clinical
manifestation of HPeV-3 infection, and is known to be as-
sociated with increased vascular permeability and reduced
blood-brain barrier function. Viremia and increased blood-
brain-barrier permeability may allow passive virus leakage
into the CNS."” Therefore, detection of HPeV-3 RNA in CSF
samples may not be a sign of active virus replication in the
CNS but rather a consequence of a systemic inflammatory
response. However, it has also been shown that HPeV-3 is
capable of infecting neuronal cell lines, suggesting neural
tropism,'® which could potentially lead to meningitis and en-
cephalitis, as seen in the female infant.

Molecular detection by PCR is considered the diagnos-
tic test of choice for viral detection.?® Currently, only a limit-
ed number of Portuguese hospitals have this test available.
In our study, HPeV-3 was detected in five of the six CSF
specimens tested and in all stool samples. In the Australian
outbreak,* up to 36% of cases were diagnosed from non-
invasive samples, such as stool, nasopharyngeal aspirate,
rectal or throat swab.

To date, no antiviral drugs have been approved for the
treatment of picornavirus infections and treatment is lim-
ited to supportive care.2® A study from The Netherlands'®
showed that intravenous immunoglobulin (IVIG) and spe-
cific antibodies efficiently neutralized HPeV-1 in vitro, while
most HPeV-3 strains could not be neutralized. Consider-
able variability in the levels of HPeV-neutralizing antibod-
ies present in different IVIG preparations may explain this
finding, as this study found extremely low neutralizing anti-
body titers in IVIG preparations and in the serum of HPeV-
3-infected donors. However, a study from Japan reported
high HPeV-3-neutralizing antibody titers in six different IVIG
preparations,’® probably related to a much higher HPeV-3
seroprevalence in Japanese adults.?® Further clinical trials
would be needed before IVIG could be recommended for
routine treatment of HPeV infections. In our case series,
intravenous antibiotic therapy was started and maintained
until exclusion of bacterial infection by culture, despite the
PCR result. This might be due to the fact that these were
the first cases in which HPeV was detected in our hospital,
and there was insufficient confidence in the predicted value
of the test to discontinue antibiotics.

A favorable outcome was observed in all infants, and no
intensive life-support was required. The female infant aged

five days at admission was the only case that presented
with encephalitis, with white matter and diffusion changes in
the MRI. In a prospective study carried out in five Australian
tertiary hospitals,?' nine cases of HPeV-3 encephalitis were
confirmed between May 2013 and December 2014, with a
mean age of 13 days and a majority of female infants; this
suggests early age as a risk factor for encephalitis, as well
as greater susceptibility for females All cases identified in
the Australian study showed changes in the white matter
in the MRI. However, no changes in the cranial ultrasound
were found, suggesting that the latter examination is not
very sensitive and does not exclude encephalitis. In the
same study, neurological sequelae were identified in five
cases: two with cerebral palsy, one with central vision im-
pairment and the remaining two with delayed motor devel-
opment. In our series, all cranial ultrasounds were normal
and no sequelae were detected in post-discharge assess-
ments. Further studies are needed to define the risk and
severity of long-term complications.

CONCLUSION

This study reports the first outbreak in Portugal of HPeV-
3 in infants and the first cases diagnosed in this hospital,
where molecular diagnosis is available since 2014. Despite
the detection of the virus in the CSF, there were no raised
local or systemic inflammatory markers. All children were
born in the same maternity hospital, but no common source
of infection was identified. Although there is no specific
treatment, diagnosis helped to reduce antimicrobial use
and shorten hospital stay.
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Burden and Trends of Severe Rotavirus Infections and All-
cause Acute Gastroenteritis Hospital Episodes in Children
Under Five Years Old in Mainland Portugal
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Carga e Tendéncias dos Episodios Hospitalares de
Infecoes Graves por Rotavirus e Gastroenterite Aguda
Grave em Criancas com Menos de Cinco Anos, em
Portugal Continental
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ABSTRACT
Introduction: Rotavirus infections are a leading cause of severe acute gastroenteritis in children under five years old. In December
2019, Portugal announced the inclusion of the rotavirus vaccine, already available for private purchase, in the National Immunization
Program. We present the first nationwide analysis of the burden and trends of rotavirus and acute gastroenteritis hospital episodes in
children under five years old in mainland Portugal (2014 - 2017).
Material and Methods: We used the hospital morbidity database and the Death Certificate Information System to identify hospital
episodes and deaths of rotavirus and acute gastroenteritis based on the codes of the International Classification of Diseases. We
described the number and rates of hospital episodes disaggregated by age group, sex, geographical units, and the seasonality and
trends over the study period.
Results: On average, during the study period, there were 1985 annual hospital episodes among children under five years old. The
annual rate was 48.0/10 000 children (95% CI 46.9 - 49.0). Rates were consistently higher in younger children, and 67.8% episodes
occurred in children under 24 months. We found a seasonal pattern with a major peak in the early spring.
Discussion: Our results were consistent with the current knowledge on rotavirus and acute gastroenteritis hospital episodes in Europe.
Additional studies are needed to identify the risk factors and high-risk groups for hospital attendance.
Conclusion: Rotavirus and acute gastroenteritis hospital episodes in children under five years old in mainland Portugal represent an
important health and economic burden. In the future, monitoring this burden and these trends in relation with rotavirus vaccine coverage
could be useful in order to assess the impact of the vaccination programme on the change in hospital episodes.
Keywords: Child; Gastroenteritis; Hospitalization; Portugal; Rotavirus Infections; Rotavirus Vaccines

RESUMO
Introducao: As infegdes por rotavirus sdo uma das principais causas de gastroenterite aguda grave em criangas com menos de cinco
anos. Em dezembro de 2019, foi anunciada a inclusdo da vacina contra rotavirus, ja disponivel no mercado privado, no Programa Na-
cional de Vacinagao. Esta é a primeira analise nacional da carga e tendéncia dos episédios hospitalares de rotavirus e gastroenterite
aguda grave em criangas com menos de cinco anos em Portugal continental (2014 - 2017).
Material e Métodos: Utilizou-se a base de dados de morbilidade hospitalar e o sistema de informagao de certificados de 6bito para
identificar episddios hospitalares e mortes por rotavirus e gastroenterite aguda grave, a partir de codigos da classificagao internacional
de doengas. Descreveu-se o nimero e as taxas de episddios hospitalares, desagregadas por grupo etério, sexo, geografia, e a sazo-
nalidade e tendéncias ao longo do periodo em estudo.
Resultados: Em média, houve 1985 episodios hospitalares anuais em criangas com menos de cinco anos. A taxa anual foi de 48,0/
10 000 criangas (95% IC 46,9 - 49,0). A taxa de hospitalizagéo foi consistentemente mais elevada em criangas mais jovens, e 67,8%
dos episddios ocorreram em criangas com menos de 24 meses. Relativamente a sazonalidade, encontramos um pico no inicio da
Primavera.
Discussao: Os resultados foram consistentes com os conhecimentos atuais sobre rotavirus e episddios hospitalares de gastroenterite
aguda grave na Europa. Sdo necessarios estudos adicionais para identificar os fatores e grupos de risco de infegbes graves.
Conclusao: Em Portugal Continental, os episédios hospitalares de rotavirus e gastroenterite aguda grave em criangas de idade
inferior a cinco anos tém um impacto negativo relevante na salide e na economia. No futuro, e na perspetiva da introdugéo da vaci-
nacao para o rotavirus, estes indicadores serdo relevantes para monitorizar o impacto do programa de vacinagao na diminuigdo dos
episodios hospitalares.
Palavras-chave: Gastroenterite; Hospitalizacéo; Infecgdes por Rotavirus; Portugal; Vacinas contra Rotavirus

INTRODUCTION

Rotavirus is a leading cause of severe acute gastro- are rare in high-income countries. By the age of five, most
enteritis worldwide, specifically among children under five children have been infected and developed some immu-
years old. Rotavirus infections are usually mild and deaths nity, such that subsequent infections rarely cause severe

1. Division of Epidemiology and Statistics. Diregdo-Geral da Saude. Lisboa. Portugal.

2. European Program for Intervention Epidemiology Training. European Centre for Disease Prevention and Control. Stockholm. Sweden.

D Autor correspondente: Héloise Lucaccioni. heloiselucaccioni@dgs.min-saude.pt

Recebido: 12 de janeiro de 2021 - Aceite: 02 de marco de 2021 - First published: 25 de marco de 2021 - Online issue published: 01 de outubro de 2021
Copyright © Ordem dos Médicos 2021

Revista Cientifica da Ordem dos Médicos 69 www.actamedicaportuguesa.com




b
A
d
[}
o
e}
2
e
=
>
2

Lucaccioni H, et al. Burden and trends of rotavirus infections and all-cause gastroenteritis hospital episode, Acta Med Port 2021 Oct;34(10):669-676

disease." Yet, severe cases can lead to rapid dehydration
requiring medical care, and in some cases, hospitalization.

In Europe, hospitalization rates vary around 30 — 60 per
10 000 children under 5 years old, while two to four times
more children are estimated to seek medical care in outpa-
tient settings.? As such, rotavirus infections still represent a
significant burden with high social and economic costs for
the healthcare systems and the households (e.g., health-
care cost and resource utilization, workdays lost).>-®

Proper hand hygiene and sanitation are essential meas-
ures to prevent the faecal-oral transmission, but the high
transmissivity and environmental persistence of rotavirus
limit the impact of such measures. Therefore, vaccination
plays an important role in reducing the disease burden.f In
2009, the World Health Organization (WHO) recommended
the inclusion of the rotavirus vaccine in the National Immu-
nization Programs (NIP).” To date, 107 countries worldwide,
of which 18 European countries, have adopted that recom-
mendation.®® In Europe, two orally administered vaccines
are available, both with evidence of a high preventive effi-
cacy, a limited safety risk of intussusception, and a positive
impact in reducing hospitalizations and medical attendance
during the rotavirus season, as well as some evidence of
herd immunity.'®'"* According to Parez et al,'® the main bar-
riers to rotavirus vaccination in Europe are the perception of
a low disease burden, the lack of awareness around cost-
effectiveness, and further safety concerns.

In Portugal, the two vaccines are available for private
purchase since 2006. According to the Portuguese Society
of Paediatrics, the vaccine coverage has progressively in-
creased and reached a moderate level of 45% in 2016.%
In 2009, the same institution formulated recommendations
for the universal vaccination of children,'® and, in Decem-
ber 2019, Portugal announced the inclusion of the rotavi-
rus vaccine in the national immunization program, for risk
groups in need to be defined."”

In Portugal, few nationwide data exist on the burden
and epidemiology of severe rotavirus infections and acute
gastroenteritis (AGE) in children. In 2007, regional stud-
ies estimated the proportion of rotavirus infections among
children with AGE in hospital short-stay units or emergency
departments, with results ranging from 40.0% to 55.2%.'%1°
A national multicentre observational study conducted in
2008 - 2009 found that around a third of children under five
years old attending paediatric emergency departments with
AGE were infected by rotavirus, with the highest propor-
tion during spring and among children 7 - 24 months.? In
2013, Rodrigues et al' further investigated the evolution of
the proportion of rotavirus-associated AGE among children
under five years old in emergency departments, over six
surveillance seasons. The authors found fluctuating inter-
annual proportions (from 25% to 49%), with no clear trends
or seasonal shift, and concluded that higher levels of vac-
cine coverage may be necessary to obtain significant im-
pact on the rotavirus burden.

Although laboratory diagnosis is not routinely performed
by clinicians, it is estimated that rotavirus infections repre-

sent 30% - 50% of AGE hospital episodes in children, such
that rotavirus vaccination programmes are expected to lead
to a visible reduction in AGE hospitalization.?>

This study aims to examine national data on severe ro-
tavirus infections and AGE hospital episodes in children un-
der five years old in mainland Portugal between 2014 and
2017, in order to describe the burden and trends before the
introduction of the rotavirus vaccine in the NIP.

MATERIAL AND METHODS

We conducted a retrospective observational study using
data on hospital morbidity and mortality surveillance cod-
ed for rotavirus and AGE diagnoses in children under five
years old in mainland Portugal between 2014 and 2017.

Hospital morbidity data

Hospital morbidity data were obtained from the Hospital
Morbidity Database (BDMH) published by the Central Ad-
ministration of the Health System (ACSS, IP) on the 11t
November 2019. The database contains clinical and admin-
istrative information concerning all inpatient and outpatient
hospital episodes within the National Health Service (NHS)
in Portugal. A hospital episode designates the period of time
between admission and discharge, during which a patient
receives care. Each record of the database represents one
clinical diagnosis from a single hospital episode from one
patient.

Clinical diagnoses are coded in a systematic manner in
accordance with the International Classification of Diseases,
Clinical Modification (ICD-CM) 9t edition (until 31t Decem-
ber 2016) or 10" edition (from 2016 for pilot hospitals, and
2017 for all hospitals). We extracted any first to fourth diag-
nosis of rotavirus infections and all-cause AGE in children
under five years old in mainland Portugal between 2014
and 2017.2* The ICD codes of interest included diarrhoea
of undetermined aetiology presumed infectious (AQ09), diar-
rhoea of determined aetiology of bacterial (A00.0 - A05.9),
parasitic (A06 - A07.9), and viral origin (A08.0 - A08), includ-
ing rotavirus (A08.0). Diarrhoea of undetermined aetiology
presumed non-infectious was excluded.?® Whenever need-
ed, we used concordance tables to account for changes in
different versions of the ICD-CM classification system (see
Appendix 1: https://www.actamedicaportuguesa.com/revis-
ta/index.php/amp/article/view/15706/Appendix_01.pdf).

A single patient could appear multiple times in the da-
tabase because several diagnoses of all-cause AGE could
be recorded as any first to fourth diagnosis for the same
hospital episode. Similarly, a single patient could have mul-
tiple consecutive admissions for all-cause AGE, at different
dates. In case of multiple diagnoses of AGE related to the
same hospital episode, we ensured that only one record
was kept, avoiding double counting the episode. We kept
the record of the rotavirus diagnosis where existent and in-
dependently of the diagnosis order, but otherwise we kept
the record of the first AGE diagnosis in order. Consecutive
hospital admissions for all-cause AGE were considered dis-
tinct episodes if 14 days or more elapsed between the first
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discharge and the subsequent admission.?* If less than 14
days elapsed, they were considered a single hospital epi-
sode and only the relevant record of the earliest admission
was kept. We used the unique identifier of hospital episodes
and the unique identifier of patients to identify single hospi-
tal episodes with several diagnoses of all-cause AGE, and
consecutive hospital episodes of the same patient. A very
limited number of records (n = 104) did not have any unique
patient identifier; therefore, we used date of birth, sex, and
borough of residence as proxies to distinguish unique pa-
tients.

Mortality data

Mortality data were obtained from the Death Certificate
Information System (SICO). We extracted deaths due to ro-
tavirus and all-cause AGE in children under five years old
in mainland Portugal for the period 2014 - 2017. Causes of
deaths were identified based on the same list of ICD codes
considered for the hospital episodes.

Denominators for rates calculation

We calculated rates of all-cause AGE hospital episodes
in children under five (per 10 000), using the annual resi-
dent population of children under five in mainland Portugal,
published by Statistics Portugal (Instituto Nacional de Es-
tatistica, INE),?® as the denominators. As such, we divided
the number of hospital episodes with relevant ICD codes
by the number of children under five for each given year
(annual rate) or week (weekly rate), and we calculated the
associated 95% Poisson confidence interval (95% CI).

Similarly, we calculated age and sex-specific rates us-
ing disaggregated data and denominators by age group or
gender, for each given year.

Finally, to compare rates between geographical units
(NUTS2), we calculated age and sex-adjusted rates apply-
ing a direct standardization method using the annual age
and sex distribution of the resident population of children
under five years old in mainland Portugal as a reference
(see Appendix 2: https://www.actamedicaportuguesa.com/
revista/index.php/amp/article/view/15706/Appendix_02.
pdf).

Data analysis

We conducted a descriptive analysis of the mortality,
number, and annual rates of rotavirus and all-cause AGE
hospital episodes by age group, sex, and geographical
units (districts and NUTS2), as well as the duration of hos-
pital episodes. We excluded 110 records (5.7%) with miss-
ing information on NUTS2 from the calculation of rates by
NUTS2, but they were included in other analyses.

Finally, we plotted and described the weekly number
and the weekly rates of hospital episodes over the four-year
study period to assess the seasonality and trends.

Data used in this study were secondary data available
under public health surveillance and monitoring activities.
They were anonymized prior to collection and analysis, thus
preserving the confidentiality of individuals, and requiring

no supplementary ethical clearance.

Data cleaning and analyses were performed in R Statis-
tical Software v4.0.0.%"
Table 1 — Number and proportion of all-cause acute gastroenteritis

hospital episodes by diagnosis code sequence, age groups, sex,
and geographical units, mainland Portugal (2014 - 2017)

n (%)
Episodes of all-cause AGE 7936 -
Rotavirus 2540 32.0
Other AGE 5396 68.0
Diagnosis code sequence
Principal 6552 82.6
Secondary 856 10.8
Third 391 4.9
Fourth 137 1.7
Sex
Girl 3528 44.5
Boy 4408 55.5
Age groups (in months)
<6 1458 18.4
6-11 1625 20.5
12-17 1297 16.3
18-23 998 12.6
24 -29 707 8.9
30-35 500 6.3
36 - 41 418 5.3
42 -47 339 4.3
48 -53 298 3.8
54+ 296 3.7
Geographical units (Districts)
Lisbon 1869 23.6
Porto 1543 19.4
Braga 819 10.3
Aveiro 539 6.8
Setubal 493 6.2
Santarém 388 4.9
Vila Real 293 3.7
Castelo Branco 280 3.5
Coimbra 261 3.3
Leiria 244 3.1
Faro 223 2.8
Braganca 219 2.8
Evora 168 2.1
Beja 141 1.8
Viana Do Castelo 123 1.5
Viseu 104 1.3
Guarda 96 1.2
Portalegre 86 1.1
Unknown 47 0.6

AGE: all-cause acute gastroenteritis
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RESULTS
Burden of rotavirus infections and all-cause AGE hos-
pital episodes

Table 1 presents the number and proportion of rotavi-
rus and all-cause AGE hospital episodes by diagnosis code
sequence, age group, sex, and geographical unit. Between
2014 and 2017, a total of 7936 all-cause AGE hospital
episodes were recorded in children under five years old
in mainland Portugal, for an annual average of 1984 epi-
sodes/year. Of these episodes, 2540 (32.0%) were coded
as rotavirus infections. The proportion of hospital episodes
coded as rotavirus ranged from 20.6% to 27.0% during the
four-year study period. All-cause AGE was the main diagno-
sis in 82.6% (6552) of these hospital episodes.

More than two thirds of the hospital episodes (67.8%,
5378) occurred in children under 24 months, of which
57.3% (3083) in the first year of life. The proportion of all-
cause AGE hospital episodes then decreased as age in-
creased. AGE hospital episodes represented 15.2% (1207)
among those aged 24 - 35 months, 9.5% (757) among chil-
dren aged 36 - 47 months, 3.8% (298) among the 48 - 53
months age group, and 3.7% (296) among those 54 months
and older. Boys were slightly more represented than girls,
with 55.5% (4408) of all AGE hospital episodes.

Overall, AGE hospital episodes represented a total of 29
224 days of hospital attendance during the four-year study
period, which is an annual average of 7306 days/year. The
mean duration of hospital episodes was 3.7 days (interquar-
tile range: 2.0 - 4.0 days). Moreover, the median duration of
hospital episodes was consistently higher in younger age
groups, i.e., 3.0 days for children under 36 months versus
2.0 days for those aged 36 months and older. Finally, the
duration of hospital episodes was longer for those with a
rotavirus diagnosis compared to other AGE diagnoses (4.4
days versus 3.4 days, on average).

Deaths from all-cause AGE

During the four-year study period, two deaths due to all-
cause AGE, of which one was rotavirus, were reported in
children of 15 months and 37 months, respectively.

Rates of all-cause AGE hospital episodes

During the four-year study period, the annual rate of
all-cause AGE hospital episodes in children under five was
48.0 episodes per 10 000 children/year (95% C146.9 - 49.1)
(Table 2). In other words, 1 in 208 children was likely to
have attended hospital for all-cause AGE by the age of five.

The annual rates varied between age groups from 17.0
(48 months and older) (95% CI 15.6 - 18.3) to 95.1 (under
12 months old) (95% CI1 91.8 - 98.5) per 10 000, with a clear
trend of decreasing rates as age increased. More specifi-
cally, rates were higher in the younger age groups (under
24 months old), but systematically below the overall esti-
mate for all the subsequent older groups.

Furthermore, rates were consistently higher in boys, on
average 52.0 (95% CI 50.5 - 53.5) vs 43.8 per 10 000 in

girls (95% Cl142.3 - 45.2). However, this difference was less
marked as age increased. Indeed, among children under 12
months, boys had a 32.5% higher rate of hospital episodes
compared to girls, whereas among children of 12 months
and older, this estimate was 17.9% higher.

Seasonal pattern of all-cause AGE hospital episodes

AGE hospital episodes occurred all year-round with a
major seasonal peak in spring, between March and May
(epiweek 16), and a smaller increase in winter between De-
cember and January (Figs. 1 and 2).

Spatial distribution of all-cause AGE hospital episodes

In terms of spatial distribution, the three main urban
districts of Portugal accounted together for more than half
(53.3%, 4231) of all the AGE hospital episodes. Lisbon was
the most represented with 23.6% (1869), followed by Porto
(19.4%, 1543), and Braga (10.3%, 819) (Table 1).

The comparison of age and sex-adjusted rates by
NUTS2 suggested systematic differences between geo-
graphical units over the four-year study period (Table 2).
The North and Alentejo regions presented annual rates that
were higher compared to the national rate, 58.32 (95% ClI
58.31 - 58.33) and 57.30 per 10 000 children/year (95% CI
57.28 - 57.31), respectively. On the contrary, the Algarve
region and the Metropolitan Area of Lisbon (AM Lisbon) had
lower rates compared to the national rate, 27.45 (95% CI
27.44 - 27.46) and 37.86 per 10 000 children/year (95% CI
37.85 - 37.87), respectively.

Likewise, regions presented different dynamics over
time. From 2014 to 2017, the rates of all-cause AGE hos-
pital episodes decreased in the Algarve region and Lisbon

Table 2 — Rates (per 10 000 children < 5 years old/year) of all-
cause acute gastroenteritis hospital episodes by age group, sex,
and NUTS2, mainland Portugal (2014 - 2017)

Rates (95% ClI)
(/10 000 children < 5 years old/year)
Overall 48.0 (46.9 - 49.0)

Sex

Girl 43.8 (42.3-45.2)

Boy 52.0 (50.5 - 53.5)
Age groups (in months)

<12 95.1 (91.8 - 98.5)

12-23 71.4 (68.5-74.3)

24 -35 37.1(35.0-39.2)

36 - 47 22.7 (21.1 - 24.3)

48+ 17.0 (15.6 - 18.3)
NUTS2*

Norte 58.32 (58.31 - 58.33)

Centre 47.05 (47.04 - 47.06)

Alentejo 57.30 (57.28 - 57.31)

Lisbon Metropolitan Area 37.86 (37.85 - 37.87)
Algarve 27.45 (27.44 - 27 .46)

*age-sex adjusted rates
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Figure 1 — Weekly number of rotavirus and all-cause acute gastroenteritis hospital episodes in children < 5 years old, mainland Portugal

(2014 - 2017)
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Figure 2 — Weekly rate of rotavirus and all-cause acute gastroenteritis hospital episodes in children < 5 years old, mainland Portugal

(2014 - 2017)

AGE: all-cause acute gastroenteritis

Metropolitan Area, from 36.05 (95% CIl 36.04 - 36.07) in
2014 to 22.58 per 10 000 children/year (95% CIl 22.57 —
22.59) in 2017 for Algarve, and from 39.20 (95% CI 39.19
- 39.22) in 2014 to 30.18 per 10 000 children/year (95% CI
30.16 — 30.19) in 2017 for Lisbon Metropolitan Area. How-
ever, in the North region, the rate continuously increased
during the four-year study period, from 53.92 (95% CI 53.90
- 53.94) in 2014 to 64.09 per 10 000 children/year (95% CI
64.06 - 64.11)in 2017. Finally, in the Centre and Alentejo re-
gions, the rates first increased until 2016, before a marked
decrease in 2017 (Fig. 3).

DISCUSSION

In this study, we described the burden and trends of
severe rotavirus infections and all-cause AGE hospital epi-
sodes in children under five years old in mainland Portugal,
between 2014 and 2017. To the best of our knowledge, this
is the first study providing nationwide analysis of such data
in Portugal.

Our main findings are that, on average, there were 1985
hospital episodes of all-cause AGE per year among children
under five years old in mainland Portugal during the study
period. The average annual rate of all-cause AGE hospital
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episodes was 48.0 per 10 000 children under five years old,
such that 1 in 208 children was likely to attend hospital for
all-cause AGE by the age of five. Furthermore, 67.8% of
those episodes occurred in children under 24 months old,
and 57.3% in the first year of life. All-cause AGE hospital
episodes presented a clear seasonality with a major peak
in early spring, around March to May, and a smaller winter
peak around December/January.

Our findings were consistent with the current knowledge
on all-cause AGE and rotavirus epidemiology in Portugal
and in Europe. First, the national rate in Portugal falls within
the range of national estimates for European countries, i.e.
30 — 60 per 10 000 children under five.22®* Secondly, young-
er age groups have been consistently found at higher risk
of hospital admission for all-cause AGE in the literature.?®
Specifically, the highest incidence of rotavirus is generally
reported in children between six and 24 months, as younger
infants are thought to be protected by maternal antibodies,*
although a higher incidence in very young children in some
other contexts has been noted.*® Moreover, the seasonality
concurs with previous observations in Portugal?®® and Eu-
rope.2 Finally, mortality due to AGE in children is known to
be very low in high-income countries, and Portuguese data
did not contradict this.'%®

We also found spatial disparities between geographical
units at the NUTS2 level. In fact, despite secular trends,
all-cause AGE are known to vary widely in location and time
with both demographic and environmental factors.' Never-
theless, spatial disparities between NUTS2 should also be
interpreted with caution, as they are likely to reflect differ-

ences in healthcare-seeking behaviour, access to primary
care and hospitals, hospital productivity, local hospital clini-
cal guidelines for the management of acute gastroenteritis,
and capacities and delays in coding of hospital episodes.
Alternatively, these disparities might be further investigated
in the light of differences in rotavirus vaccine coverage, and
possibly, in the different strains in circulation.®233

Because this study focuses on hospital morbidity, it pri-
marily reflects rotavirus infections and severe acute gas-
troenteritis that require hospital attendance. Various stud-
ies suggest that the burden of all-cause AGE at the primary
care level and the household level (i.e., home-based care)
is much higher. According to the ECDC,? two to four times
more children than those hospitalized are estimated to seek
medical care in outpatient settings. Other studies estimated
that for each child hospitalized with rotavirus infection, five
to ten children require a primary care visit, and for each
child requiring medical care, three to five symptomatic chil-
dren would receive home-based care.'343¢ In Portugal, the
healthcare system provides universal health coverage and
is organized in a pyramidal structure in which primary health
care centres are the first point of contact for individuals
seeking care. Thus, it seems reasonable to extrapolate the
burden of all-cause AGE at the primary care and household
levels from our findings about the hospital episodes burden,
as suggested by the literature. Additional studies would be
needed to further analyse the burden of all-cause AGE from
primary care records.

Our study has some limitations. The hospital morbid-
ity database is subject to delays in the coding of hospital
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episodes, which could lead to an under-estimation in the
number of hospital episodes. We expect this to have a very
limited impact, because the database used in this study
was published in 2019, i.e. two years after the end of the
study period. Additionally, the database only refers to public
hospitals. Nonetheless, the NHS provides universal cover-
age while the private sector tends to offer complementary
services. Only a small proportion (10%) of the population
benefits from private insurance coverage,®” and most insti-
tutions with emergency paediatric departments belong to
the NHS.*® Moreover, minor misclassifications of diagnoses
could have occurred at the hospital level with the shift from
the 9t to the 10" Edition of the ICD-CM classification, in
2017. We limited further impact on the data by systemati-
cally referring to concordance tables between the two ver-
sions.

Furthermore, it is worth highlighting that this study did
not investigate the factors associated with hospital at-
tendance. For instance, it was not possible to link the an-
onymised hospital records with vaccination records of the
individuals. Further studies should be conducted to assess
the relevance of risk factors for severe cases of AGE re-
quiring hospital attendance to the Portuguese context, as
described in the literature (e.g., premature birth, low birth
weight).%

CONCLUSION

Our study provides the first national analysis of the bur-
den and trends of severe rotavirus infections and all-cause
AGE hospital episodes in children under five years old in
mainland Portugal, before the introduction of the rotavirus
vaccine in the National Immunization Programme.

We showed that, during the study period, rotavirus and
all-cause AGE represented 1985 hospital episodes/year,
7306 days of hospital attendance/year, and an average rate
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ABSTRACT
Introduction: Toscana virus (TOSV) is an emerging sandfly-borne virus within the Phlebovirus genus. Although most infections caused
by this virus present as asymptomatic or with minimal symptomatology, TOSV may emerge as a febrile disease or sporadic cases of
neurological disease such as meningitis or meningoencephalitis. This pathogen is distributed throughout the Mediterranean basin,
along with the spatial distribution of its recognized sandfly vector, Phlebotomus perniciosus. Portugal, after Italy, was the second
country considered endemic for this virus, with the first case of acquired infection published in 1985. Although little is known about the
circulation of this virus in Portugal, the laboratory diagnosis of TOSV is available at the Centre for Vectors and Infectious Diseases
Research of the National Institute of Health Dr. Ricardo Jorge (CEVDI/INSA), since 2007. The aim of this study is to report the results
of the diagnosis of TOSV at the CEVDI/INSA, between 2009 and 2018.
Material and Methods: The diagnosis of TOSV in the CEVDI/INSA is included in the arboviruses and vector-borne neurotropic viruses
panels or can be performed, when specified, for TOSV only. Direct detection is made in cerebrospinal fluid samples and is available
for TOSV by specific real-time reverse transcription polymerase chain reaction followed by conventional real-time reverse transcription
polymerase chain reaction for sequencing purposes, if positive. For indirect diagnosis, performed in serum samples, an in-house im-
munofluorescence assay for the detection of IgM and IgG antibodies against TOSV is used. A commercial immunofluorescence assay
consisting in a mosaic of four phleboviruses is also available, in which, in addition to TOSV, antibody detection for sandfly fever Naples
virus, sandfly fever Sicilian virus and sandfly fever Cyprus virus can be done. All diagnostic tests requested by clinicians to the CEVDI/
INSA for arboviruses, neurotropic viruses and/or TOSV between January 2009 and December 2018, were included in this study.
Results: During the study period, the CEVDI/INSA received samples from 608 patients with diagnostic requests for TOSV. Five acute
TOSV infections and one acute sandfly fever Sicilian virus infection were confirmed in serum samples. Three other patients had sero-
logical evidence of previous contact with the virus. Two of the six patients with acute infection developed febrile syndrome, and the other
four presented with neurological disease: meningitis (n = 2), meningoencephalitis (n = 1) and severe depression of consciousness (n =
1). These infections were most likely acquired in the districts of Faro (3), Lisbon (2) and Setubal (1).
Discussion: In Portugal, the number of laboratory diagnostic requests for TOSV is low when compared to the number of requests for
other less prevalent vector-borne viruses. The Faro district presented the highest number of TOSV-specific diagnostic requests which
seems to indicate a higher level of recognition by clinicians in that region. Febrile syndrome and neurological disease were the clinical
manifestations that were present in acute cases. In this study, in addition to the Faro district, recent infections were also detected in the
districts of Lisbon and Setubal. It is probable that TOSV may be distributed throughout the mainland territory since its main vector is
present from north to south. In 2017, the sandfly fever Sicilian virus was associated for the first time with human disease in our country,
thus alerting to the circulation of this phlebovirus.
Conclusion: Even though the number of identified cases in Portugal is low, TOSV circulates and causes disease in our country. The
diagnosis of this and other phleboviruses should not be neglected in the differential diagnosis of febrile syndrome and viral meningitis
and meningoencephalitis, especially during the warmer months, when the vector’s activity is higher.
Keywords: Phlebovirus; Portugal

RESUMO

Introdugao: O virus Toscana (TOSV) é um virus emergente, transmitido por fleb6tomos, que pertence ao género Phlebovirus. Apesar
de a maioria das infe¢cbes causadas por este virus serem assintomaticas ou apresentarem uma sintomatologia ligeira, o TOSV pode
causar sindrome febril ou casos esporadicos de doenga neurolégica tais como meningite ou meningoencefalite. Este agente pato-
génico encontra-se distribuido por toda a bacia do Mediterraneo, de acordo com as areas de distribuicdo do seu vetor reconhecido,
Phlebotomus perniciosus. Depois de Italia, Portugal foi o segundo pais considerado endémico para este virus apos a publicagao, em
1985, do primeiro caso de infe¢do adquirida no nosso territorio. Apesar do pouco conhecimento acerca da circulagédo deste virus, no
nosso pais, o diagnostico laboratorial de TOSV esta disponivel em Portugal, desde 2007, no Centro de Estudos de Vetores e Doengas
Infeciosas do Instituto Nacional de Saude Dr. Ricardo Jorge (CEVDI/INSA). O objetivo deste trabalho é dar a conhecer os resultados
do diagnéstico de TOSV em Portugal, de 2009 a 2018, no CEVDI/INSA.

Material e Métodos: O diagndstico de TOSV no CEVDI/INSA esta inserido nos painéis ‘arbovirus’ e ‘virus neurotrépicos transmitidos
por vetores’ ou pode ser realizado, quando especificado, s6 para TOSV. O diagndstico direto é realizado em amostras de liquido
cefalorraquidiano e encontra-se disponivel no CEVDI/INSA por RT-PCR em tempo real, especifico para TOSV, seguido de RT-PCR
convencional, no caso de a amostra ser positiva na primeira técnica, para confirmagao por sequenciagédo. Para o diagndstico indireto,
realizado em amostras de soro, € utilizado uma técnica de imunofluorescéncia in-house, para a detegcao de anticorpos IgM e IgG
anti-TOSV. Também esta disponivel uma imunofluorescéncia comercial, com um mosaico de quatro flebovirus, onde para além do
TOSV, sao testados anticorpos contra trés virus da febre por flebétomos, nomeadamente Napoles, Sicilia e Chipre. Neste trabalho
foram considerados os pedidos de diagnostico ao CEVDI/INSA para arbovirus, virus neurotrépicos e/ou TOSV, de janeiro de 2009 a

1. Centro de Estudos de Vectores e Doencas Infecciosas Dr. Francisco Cambournac. Instituto Nacional de Satde Dr. Ricardo Jorge. Aguas de Moura. Portugal.
D Autor correspondente: Fatima Amaro. fatima.amaro@insa.min-saude.pt

Recebido: 20 dezembro de 2019 - Aceite: 18 de novembro de 2020 - First published: 28 de maio de 2021 - Online issue published: 01 de outubro de 2021
Copyright © Ordem dos Médicos 2021

Revista Cientifica da Ordem dos Médicos 677 www.actamedicaportuguesa.com




b
A
d
[}
o
e}
2
e
=
>
2

Amaro F, et al. Toscana virus: ten years of diagnostics in Portugal, Acta Med Port 2021 Oct;34(10):677-681

dezembro de 2018.

Resultados: No periodo em estudo, foram enviadas ao CEVDI/INSA, amostras de 608 individuos com pedido de diagnostico de
TOSV. Foram confirmadas cinco infegdes agudas por TOSV e uma infecdo aguda por virus Sicilia em amostras de soro. Trés outros
doentes apresentaram prova seroldgica de contacto prévio com o TOSV. Dois dos doentes com infegdo aguda apresentaram sindrome
febril, mas quatro evidenciaram quadros neurolégicos: meningite (n = 2), meningoencefalite (n = 1) e alteragdes graves do estado de
consciéncia (n = 1). Estas infe¢des foram, muito provavelmente, adquiridas nos distritos de Faro (3), Lisboa (2) e Setubal (1).
Discussao: Em Portugal, o nimero de pedidos de diagnostico laboratorial para TOSV é baixo quando comparado com o nimero de
pedidos para outros virus transmitidos por vetores. O distrito de Faro foi o que apresentou o nUmero mais alto de pedidos de diagnds-
tico especificos para TOSV, o que parece demonstrar que existe um maior reconhecimento pelos clinicos daquela regido. Sindrome
febril e doencga neuroldgica foram as manifesta¢des clinicas nos casos agudos. Neste estudo, além do distrito de Faro, foram também
detetadas infecdes recentes nos distritos de Lisboa e Settibal. E provavel que o TOSV se encontre distribuido por todo o territrio
continental, uma vez que o seu principal vetor esta presente de norte a sul. Em 2017, o virus Sicilia foi associado, pela primeira vez,
a doenca humana no nosso pais, alertando para a circulagéo deste flebovirus.

Concluséao: Apesar do nimero de casos identificados em Portugal ser baixo, o TOSV circula e causa doenga no nosso pais. Este e
outros flebovirus ndo deveriam ser negligenciados no diagnéstico diferencial de sindrome febril e de meningites e meningoencefalites

virais, em especial nos meses mais quentes, quando é maior a atividade dos seus vetores.

Palavras-chave: Phlebovirus; Portugal

INTRODUCTION

Phleboviruses (genus Phlebovirus, family Phenuiviri-
dae) are arboviruses which can be transmitted by mosqui-
toes, ixodids or sandflies. The taxonomy of phleboviruses
is quite complex. However, it is accepted that there are two
species [sandfly fever Naples virus (SFNV) and Salehabad
virus (SALV)], and two tentative species [sandfly fever Si-
cilian virus (SFSV) and Corfu virus (CFUV)] transmitted
by sandflies (Diptera, Psychodidae) recognized in the Old
World.

Within each species there are related viruses, some of
which are well-known to be pathogenic. To date, Adria is the
only virus in the SALV group that has been recognized as
pathogenic to humans. It was primarily isolated from sand-
flies collected in Albania and whose RNA was recovered
from a child with febrile syndrome in Greece."? The SFNV
and SFSV are pathogens of historical importance. They
were isolated for the first time from samples collected from
sick soldiers in World War Il, causing high morbidity among
troops due to the so-called three-day fever, also known as
sandfly fever or pappataci fever.® More recently, the Cyprus
virus, which belongs to the SFSV species, was isolated
from a blood sample during a major outbreak of febrile syn-
drome, in 2002, among the Greek armed forces in Cyprus.*
Sandfly fever is clinically characterized by an incubation
period ranging from three to six days, followed by high fe-
ver (39°C - 40°C), which persists from six to 74 hours. The
most common symptoms include headache, anorexia, my-
algia, photophobia, and retroorbital pain. Although persis-
tent weakness or depression have been reported for one
or more weeks after the acute phase of the disease, most
patients recover within one to two weeks.®

Toscana virus (TOSV), (within the SFNV species) was
isolated in 1971 in the region of Tuscany, Italy, in speci-
mens of Phlebotomus perniciosus and P. perfiliewi sandflies
(Diptera, Psychodidae). Twelve years later, in 1983, it was
isolated from a patient with meningitis admitted to a hospi-
tal in the same region,® and in the same year in Sweden,
from another patient presenting with encephalitis who had
acquired the infection in the Algarve.” As a result, Portugal
was considered an endemic country for this phlebovirus.

TOSV is recognized as a major pathogen not only

because it may be responsible for febrile syndromes like
SFNV and SFSV, but mainly for its neurotropism and ability
to cause central nervous system disease. The incubation
period can range from three to seven days, with a maximum
of two weeks, and viremia lasting only two or three days.®
The most common clinical manifestations due to TOSV in-
fections are fever, headache, nausea and vomiting, fatigue,
photophobia, muscle weakness, febrile episodes, rash and
stiff neck. It is currently the most important sandfly-borne
virus in public health and is recognized as one of the three
major causes of aseptic meningitis in countries around the
Mediterranean Basin. It has a higher incidence in summer
months, in parallel with the life cycle of its vector.® However,
it remains a poorly known pathogen in Portugal. Despite
the benign course of most infections, fatal encephalitis, as
well as some severe and permanent neurological seque-
lae in affected patients, have been reported.’”® Among the
atypical clinical manifestations are cases of Guillain-Barré
syndrome,™ hydrocephalus,'?'® hearing loss,™ speech
problems,' paresias,’ myositis and fasciitis.'® Testicular
manifestations are also documented.'2'”

Neurological symptomatology resulting from TOSV in-
fections is clinically indistinguishable from other viral infec-
tions. Hence, laboratory diagnosis, based on direct or indi-
rect methods, is the only way to identify infections caused
by this pathogen. The laboratory diagnosis of phleboviruses
in Portugal has been carried out at the national reference
laboratory for the diagnosis of arboviruses, Centre for Vec-
tors and Infectious Diseases Research from the National
Institute of Health Dr. Ricardo Jorge (CEVDI/INSA) since
2007.

The aim of this study is to describe an updated case
series of TOSV infection in Portugal and highlight the impor-
tance of its diagnosis, as well as that of other phleboviruses.

MATERIAL AND METHODS

Currently, direct detection of TOSV at CEVDI/INSA in-
cludes TOSV-specific real-time reverse transcription poly-
merase chain reaction (RT-PCR)'@ followed by conventional
RT-PCR and sequencing if the sample resulted positive.'
In the first days of viremia the sample of choice for direct

Revista Cientifica da Ordem dos Médicos 678 www.actamedicaportuguesa.com



Amaro F, et al. Toscana virus: ten years of diagnostics in Portugal, Acta Med Port 2021 Oct;34(10):677-681

detection and isolation of TOSV is the cerebrospinal fluid
(CSF). However, the data suggests that urine may also be
used as a valid clinical sample for detection of TOSV RNA
in suspected cases, particularly in individuals whose speci-
mens for viral diagnosis could not be collected during the
early stages of infection.?°

Most of the time, only serum samples are available
and indirect diagnosis is the only option. In this case, the
samples are tested for the presence of IgM and IgG anti-
bodies by immunofluorescence assays (IFA). CEVDI/INSA
has two types of IFA available: one is an in-house assay
for the detection of antibodies anti-TOSV?! and the other is
a commercial one (Euroimmun, Libeck, Germany), which
consists in a mosaic of viruses which allows us to detect an-
tibodies against four different phleboviruses: SFNV, TOSV,
SFSV and sandfly fever Cyprus virus. Screening for TOSV
is performed when diagnosis is required for arboviruses or
vector-borne neurotropic viruses, or specifically for TOSV.
In this study, diagnostic requests for the last 10 years (2009-
2018) were analyzed.

The diagnostic samples studied at CEVDI/INSA were
collected in accordance with ethical regulations from the
National Institute of Health, Portugal, in a codified database
preserving the confidentiality of personal data, therefore, it
was not necessary to request approval by the ethics com-
mittee.

RESULTS

TOSYV diagnostics was performed for 608 patients from
January 2009 to December 2018. Five recent (acute) TOSV
infections were confirmed by IgM and IgG positive samples

Table 1 — Diagnostic requests for TOSV, 2009-2018

as well as an acute SFSV infection (Table 1). Three other
patients had serological evidence of previous contact with
TOSV (lgG antibodies only). Four of the patients with acute
infection presented with neurological involvement and the
other two, including the child infected with SFSV, presented
with febrile syndrome (Table 2).

Three of the acute cases were confirmed in specific
TOSV serology requests and the remaining three in arbovi-
ruses serology requests. Recent infections were most likely
acquired in the districts of Faro (3), Lisbon (2) and Setubal
(1).

Most specific requests for serological diagnosis for
TOSV were sent by clinicians from hospitals located at the
districts of Faro (77%), Lisbon (12%) and Oporto (2%).

DISCUSSION

In the scientific literature there is a contrast between
the number of acute infections and seroprevalence data of
TOSV infections, suggesting that a significant proportion of
infections caused by this phlebovirus is asymptomatic, or
causes mild symptoms that do not warrant a visit to health-
care facilities. This leads to an underestimation of the num-
ber of non-neuroinvasive infections caused by TOSV,? and
thereby increased concerns about the risk of virus transmis-
sion through blood transfusions and organ transplantation
to vulnerable individuals.?®

The number of laboratory diagnosis requests for TOSV
is low in Portugal, when compared to other less prevalent
vector-borne viruses circulating in the Mediterranean basin,
indicating that this virus is still not sufficiently recognized as
an etiological agent by clinicians. In some regions of Spain,

Diagnostic request 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 Total
n/+ n/+ n/+ n/+ n/+ n/+ n/+ n/+ n/+ n/+

TOSYV (serology) 5/0 13/2 15/0  15/1 7/0 11/0 6/0 8/0 4/0 6/0 90/3

TOSV (RNA detection) 0/0 0/0 0/0 0/0 4/0 2/0 10/0 8/0 6/0 10/0 40/0

Arbovirus (serology) 29/0  46/0 54/2 39/0  40/0 26/0  45/0 71/0  65/1*  58/0 473/3

Neurotropic viruses (RNA detection)  0/0 0/0 0/0

0/0 1/0 2/0 0/0 0/0 0/0 2/0 5/0

Total 36/0 59/2 69/2 54/1 52/0  41/0 61/0 87/0 75/1 76/0 608/6

n/+: patients/confirmed cases; *: infection by SFSV

Table 2 — Clinical manifestations and results of the immunofluorescence assay (IFA) in patients with recent or past infections by TOSV

and SFSV

Year Patient number Living area and probable place of infection Clinical manifestations Ilga :gé
2009 1 Portalegre Und - +
2010 2% Faro Meningoencephalitis + +
2010 S Faro Lymphocytic meningitis + +
2010 4 Faro Lymphocytic meningitis - +
2011 5 Setubal Severe depression of consciousness + Nr
2011 6* Lisbon Febrile syndrome and rash + +
2012 T Faro Meningitis + Nr
2014 8 Faro Und Nr +
2017 9* Lisbon Febrile syndrome, anorexia, asthenia T T

* recent infection; Und: data not available; Nr: not requested; +: positive; -: negative
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TOSV is considered as the third cause of aseptic meningitis
in the summer months.

The fact that the largest number of TOSV-specific diag-
nostic requests originated in Faro district seems to indicate
a higher level of recognition by clinicians in that region. In
a retrospective study published in 2011, cases were report-
ed in the districts of Faro, Coimbra and Aveiro, and sero-
prevalence was detected in other districts such as Evora
and Santarém.? The acute infections described in the pre-
sent study originated from the districts of Faro, Lisbon and
Setubal. Phlebotomus perniciosus, the recognized vector of
TOSYV, is the most ubiquitous sandfly species in Portugal,
which reinforces the fact that this virus may be distributed
throughout the mainland territory.

In Portugal, SFSV was previously described in a human
seroprevalence study in 1974,% but has now been associ-
ated with disease, for the first time in 2017,% alerting to the
circulation of this phlebovirus in the country. In the last dec-
ade new phleboviruses have been associated with human
infection and there is molecular and serological evidence
of Sicilian virus-related outbreaks in the Mediterranean and
Middle East. Detection of anti-SFSV antibodies in studies
performed on dogs and cats in Portugal®<° corroborates
once again the circulation of this virus in our country.

To date, two new phleboviruses have been isolated
whose genome has been fully sequenced in Portugal: Ar-
rabida virus® (SFNV group) and Alcube virus®? (SALV
group). Massilia virus (SFNV group), isolated for the first
time in France,® was also detected in our country and fully
sequenced.*® Given that TOSV was isolated from its vector
in 1971, and only 12 years later proved to be a relevant
pathogen, the importance of these phleboviruses in public
health should be clarified.

The diagnosis of phleboviruses should be considered in,
the warmer months, in cases of neurological disease or fe-
brile syndrome of unknown origin. It is known that treatment
often only serves to reduce symptoms; however, as Veater
and colleagues have shown (2017),34 the usefulness of a cor-
rect diagnosis of TOSV is that it can reduce and/or prevent
the unnecessary use of antibiotics. Furthermore, both patient
and family can be reassured that in general, this illness is
self-limiting with full recovery expected within a few weeks.

This work summarizes ten years of TOSV diagnostics
in Portugal and its ultimate purpose is to raise awareness
about the presence of sandfly-borne phleboviruses in our
country. Six acute infections were reported, which demon-
strates that this group of viruses is causing disease in main-
land Portugal. The increasing number of newly described
phleboviruses, especially in the Mediterranean basin, raises
concerns. Portugal is no exception, since there are, at least,
five phleboviruses in circulation, namely, TOSV, SFSV, Ar-
rabida, Alcube and Massilia and the implications of the latter
three in human or veterinary health are unknown.

The number of TOSV diagnostic requests to the CEVDI/

INSA is very low. Furthermore, we believe that some of the
few CSF samples arriving to the lab may have not been
properly stored. Since phleboviruses are RNA viruses, their
genetic material can degrade. This fact makes the detection
of these pathogens during the viremic phase (only up to
three days) even more difficult. In brief, as in other countries
the number of phlebovirus infections in Portugal is clearly
underestimated because asymptomatic or mild cases may
never end up being diagnosed, some samples are inad-
equately stored, and finally, there is a generalized lack of
awareness, in our country, about the implications of phlebo-
viruses in human health.

CONCLUSION

Even though the number of identified TOSV cases in
Portugal is low, it circulates and causes disease in our
country. The diagnosis of this and of other phleboviruses
should not be neglected in the differential diagnosis of fe-
brile syndromes, viral meningitis and meningoencephalitis,
especially during the warmer months, when their vector’s
activity is higher.
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Abordagem do Doente com Psoriase pela Medicina
Geral e Familiar: Algoritmo de Referenciacao e Gestao
Partilhada com a Dermatologia

Management of Psoriasis by Family Physicians: Referral

Algorithm and Shared Management with Dermatology

Tiago TORRESI"23, Martinha HENRIQUE?®, Hugo OLIVEIRA®, Madalena RODRIGUES®, Paulo FERREIRAY,
Paulo MORAIS?, Sérgio ALVES?®, Tiago Castro LOPES™, Rui CERNADAS"
Acta Med Port 2021 Oct;34(10):682-689 - https://doi.org/10.20344/amp.13159

RESUMO

Introdugao: A implementagdo de modelos capazes de melhorar a referenciagéo, por forma a garantir a qualidade e precocidade do
diagndstico, o melhor tratamento e seguimento do doente psoriatico € fundamental.

Material e Métodos: Um painel de médicos de Medicina Geral e Familiar e Dermatologia discutiu e criou um algoritmo de referencia-
¢éo simples, eficaz e célere de doentes com psoriase.

Resultados: O algoritmo proposto inicia-se quando o clinico de Medicina Geral e Familiar suspeita de psoriase. Caso haja duvidas
no diagnostico, o doente deve ser referenciado para a dermatologia. No caso de um diagndstico confirmado, compete ao clinico de
Medicina Geral e Familiar avaliar a gravidade e perfil de respondedor do doente, rastrear comorbilidades e a possibilidade de artrite
psoriatica. Se a psoriase for ligeira, deverao ser iniciados tratamentos tépicos, sendo que, se ndo houver melhoria clinica ou ocorrer
agravamento da doenca, o doente devera ser referenciado para a dermatologia. Se a psoriase for considerada moderada a grave, em
localizagbes de elevado impacto, ou em idade pediatrica, o doente devera ser referenciado para a dermatologia. Para que o segui-
mento e tratamento destes doentes seja partilhado, é fundamental que o médico de Medicina Geral e Familiar tenha o conhecimento
necessario sobre os tratamentos sistémicos que o doente esta a fazer e os seus efeitos adversos.

Discussao e Conclusdo: Apenas uma gestéo partilhada do doente psoriatico podera tornar possivel o melhor tratamento e segui-
mento destes doentes, a utilizagdo mais racional dos recursos médicos disponiveis, proporcionando ao doente a melhor qualidade de
vida possivel.

Palavras-chave: Dermatologia; Encaminhamento e Consulta; Medicina Geral e Familiar; Psoriase/tratamento

ABSTRACT

Introduction: The implementation of models capable of improving referral quality, limiting the growth of waiting lists in hospitals, and
ensuring the best possible treatment and follow-up of the psoriatic patient is of the utmost importance.

Material and Methods: A panel of Family Physicians and Dermatologists discussed and created a simple and effective algorithm of
referral for patients with psoriasis.

Results: The proposed algorithm starts when the Family Physician suspects of psoriasis. In case of diagnostic doubt, the patient should
be referred to Dermatology. In case of a confirmed diagnosis, the Family Physician should assess the patient’s severity and responder
profile, evaluate comorbidities and assess the presence of psoriatic arthritis. If psoriasis is mild, topical treatments should be initiated,
and if there is no clinical improvement or worsening of the disease, the patient should be referred to Dermatology. If psoriasis is moder-
ate to severe, is located in high impact locations, or in pediatric age, the patient should be referred to Dermatology. In order to enable
shared management in terms of follow-up and treatment of these patients, it is critical that the Family Physician has the necessary
knowledge regarding the systemic treatments used in psoriasis and their side effects.

Discussion and Conclusion: Only a shared management of the psoriatic patient can allow for the best treatment and follow-up of
these patients, a more rational use of available medical resources, thus giving the patient the best possible quality of life.

Keywords: Dermatology; Family Medicine; General Practice; Psoriasis/therapy; Referral and Consultation

INTRODUGAO

A psoriase é uma doenga croénica, sistémica, imuno- ao de outras patologias consideradas mais graves, como

-mediada, com elevado impacto fisico e psicoldgico.* O a insuficiéncia cardiaca e a diabetes, sendo também ele-
seu impacto na qualidade de vida dos doentes é superior vado o impacto na qualidade de vida dos conviventes.>®
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Estima-se que a psoriase afete 2% - 3% da populagéo? e
que em Portugal existam 250 000 doentes.® Nos doentes
com psoriase grave,” devido a elevada morbilidade, no-
meadamente cardiovascular, estima-se que a esperanca
média de vida esteja diminuida em cerca de cinco anos.*%8

A gestéo partilhada do doente psoriatico pelo clinico de
Medicina Geral e Familiar (MGF) e o dermatologista & fun-
damental para a eficacia na gestdo da doenga. Contudo,
apesar do crescente conhecimento sobre a doenga e o au-
mento das opgdes terapéuticas, continuam a existir lacunas
relativamente ao diagnédstico e a otimizagéo do tratamento,
pelo que ainda existe uma elevada taxa de subdiagnostico
e sub-tratamento e subdiagndstico nos doentes com pso-
riase.®

A auséncia de componente obrigatério de dermatologia
na formacao especifica de MGF podera contribuir para esta
situagdo uma vez que os cuidados de saude primarios tém
um papel preponderante na abordagem e referenciagédo
destes doentes.

O clinico MGF pode desempenhar um papel importante
no diagnéstico da doenga, no tratamento das formas ligei-
ras, na referenciagédo para o dermatologista dos casos mais
graves'® e na gestdo das comorbilidades e complicagdes
relacionadas com terapéutica sistémica. Para que esta re-
ferenciagdo seja apropriada torna-se fundamental a criagéo
de um algoritmo de referenciagéo, simples, informativo e
eficaz, que possa ser utilizado pelo clinico de MGF na sua
pratica clinica de rotina. Nos casos mais graves, cabe ao
dermatologista informar o médico de familia acerca dos tra-
tamentos sistémicos aplicados ao doente, para que este
possa ser corretamente co-monitorizado nos cuidados de
saude primarios. Assim, a partilha da gestdo do doente
sera o mais eficaz possivel por forma a diminuir o impacto
da psoriase na morbilidade e mortalidade dos doentes.

MATERIAL E METODOS

Em marco de 2019 reuniu-se um painel de peritos
em Medicina Geral e Familiar e dermatologistas com ex-
periéncia clinica no tratamento de doentes com psoriase.
Foi discutida a gestéo partilhada do doente psoriatico e foi
elaborado um algoritmo inicial sobre a referenciagéo, ges-
tdo e tratamento deste tipo de doente. O texto e algoritmo
consensual final foram acordados quando o painel se reu-
niu novamente em maio de 2019. Todos os autores contri-
buiram e estiveram ativamente envolvidos na preparagéo
deste consenso e respetivo algoritmo.

ALGORITMO DE REFERENCIAGAO DO DOENTE PSO-
RIATICO

Na Fig. 1 é apresentado um algoritmo de referenciagcao
do doente psoriatico, partindo da suspeita de psoriase por
parte do clinico de MGF.

Diagnéstico de psoriase

O diagnéstico de psoriase é essencialmente clinico. As-
sim, torna-se fundamental conhecer bem as caracteristicas
das diferentes formas de psoriase, por forma a fazer um
diagndstico correto." Existem diversos fenoétipos clinicos
que incluem psoriase em placas, gutata, pustulosa, eritro-
dérmica, palmo-plantar, inversa e ungueal.'? A psoriase em
placas é a mais comum, com cerca de 90% dos casos."®

Apesar do diagnéstico de psoriase na maioria dos ca-
s0s nao suscitar duvidas pelas manifestagdes clinicas ca-
racteristicas, € necessario que o médico de familia esteja
atento a possiveis diagndsticos diferenciais para cada um
dos tipos de psoriase. Na Tabela 1 estdo resumidas as
principais manifestagdes clinicas de cada tipo de psoria-
se assim como os possiveis diagnosticos diferenciais. No
caso de duvidas no diagnostico sugere-se que o doente

Referenciar

= Dermatologia

Ligeira: |, | Tratamento Referenciar
/ BSA < 5; DLQI <10 topico

Auséncia de melhoria/ agravamento ©

Duvidas no
diagnéstico
Avaliagédo da
gravidade e perfil
respondedor \
Suspeita de
psoriase ?

Moderada a grave:
BSA > 5; DLQI > 10 e /ou
Localizagdes de elevado impacto ©

Referenciar

Rastreio de comorbilidades ©

/

L Psoriase

T Rastreio de AP ¢ —» | Suspeita de AP —»

Reumatologia

Figura 1 — Algoritmo de referenciagéo do doente psoriatico pela Medicina Geral e Familiar para a Dermatologia
2 Em caso de doente pediatrico, devera ser sempre referenciado para a dermatologia; ® Localizagdes de elevado impacto: couro cabeludo, palmo-plantar, unhas, genital; Em caso de
comorbilidade grave, consultar secgéo sobre comorbilidades do presente artigo; ¢ Consultar secgéo sobre artrite psoriatica do presente artigo; ¢ Excluindo falta de adeséo a terapéutica.

BSA: body surface area; DLQI: Dermatology Life Quality Index; AP: artrite psoriatica
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seja referenciado para a dermatologia. No caso do doente
pediatrico, apds suspeita ou confirmagao do diagndstico,
independente da gravidade da doenca, devera ser sempre
referenciado para a consulta de dermatologia.

doenca pode ser avaliada pelo Psoriasis Area and Severity
Index (PASI). No entanto, e para além de ser muitas vezes
utilizado apenas em contexto de investigacdo, apresenta
também varias desvantagens, sendo muito extenso, com-
plexo, com falta de sensibilidade e reduzida precis&o. As-
sim, opta-se por utilizar o indice Body Surface Area (BSA),
mais facil de utilizar, baseado na percentagem de superficie
corporal afetada, na localizagdo das lesdes e no impacto na

Avaliagao da gravidade e perfil respondedor
Apos confirmagéao do diagnéstico pelo clinico de MGF é
necessario avaliar a gravidade da doenca. A gravidade da
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Tabela 1 — Manifestacdes clinicas e diagnodstico diferencial dos diferentes tipos de psoriase

Tipo de psoriase Manifestagoes clinicas Diagnéstico diferencial

Em placas Papulas e placas eritematosas, bem definidas, recobertas por ~ Micose fungoide;
escamas brancas prateadas aderentes; Dermatofitia;
Distribuigao habitualmente simétrica, no couro cabeludo, Dermatite seborreica.®
cotovelos, joelhos e regido lombar, podendo localizar-se em
qualquer parte do corpo;
Prurido que pode resultar no desenvolvimento de
escoriagbes.3%

Gutata Aparecimento subito de lesdes caracteristicas de psoriase, Pitiriase liquendide cronica;
arredondadas com < 1 cm no tronco e extremidades; Sifilis secundaria;
Lesdes psoriaticas semelhantes a gotas, pequenas, dispersas, Papulose linfomatoide;
monomorficas e no mesmo estado de evolugao; Pitiriase résea de Gilbert.*®
Afeta frequentemente criangas e adolescentes apds uma
infecao por estreptococos ou do trato respiratério superior;
progride para psoriase em placas em alguns individuos.3%4!

Pustulosa Multiplas pustulas estéreis, dolorosas, com base subjacente Pustulose exantematica aguda generalizada;

eritematosa; Doenca de Sneddon-Wilkinson;

Eritrodérmica

Palmo-plantar

Inversa

Ungueal

Genital

A forma generalizada é rara e requer hospitalizagéo;
A forma palmo-plantar é caracterizada por pustulas estéreis,
amarelas-castanhas nos pés e nas maos.*4

Eritema generalizado envolvendo > 80% da superficie corporal;
Pode ocorrer devido a suspenséao repentina de medicacao

(p. ex. corticosterodides), reagdo medicamentosa ou infegéo
sistémica.447

Eritema, escamas finas e fissuras nas palmas das maos e nas
plantas dos pés.*%0

Placas eritematosas, pouco descamativas, localizadas nas
superficies flexoras e nas pregas da pele como zona perianal,
infra mamaria, axilas, inguinal e infra gluteos.""*'

Afeta 80% dos doentes com psoriase;

Onicolise, picotado ungueal, “gotas de 6leo” de descoloragéo
amarela ou salmao, hiperqueratose ungueal, hemorragias
punctiformes, eritema da lunula;

Distrofia.31:3253

Todos os grupos etarios;

Cerca de 1/3 dos doentes com psoriase sofre de psoriase
genital;

Placas eritematosas bem demarcadas, brilhantes, finas, sem
descamagdo.%

Doenca de Reiter;
Foliculite;
Foliculite eosinofilica.*

Toxicodermia;
Dermatite atdpica;
Dermatite de contacto;
Sindrome de Sezary;
Pitiriase rubra pilar."

Eczema disidrético;

Dermatite de contacto;

Pitiriase rubra pilar;

Queratodermia palmo-plantar adquirida;
Dermatofitia.*®

Intertrigo bacteriano;

Intertrigo causado por Candida;
Dermatite seborreica;
Eritrasma;

Infegdo fungica;

Dermatite de contacto.:%2

Onicomicoses;
Distrofia ungueal;

Sindrome ungueal de marcha assimétrica.®'%

Doencas sexualmente transmissiveis;*
Intertrigo bacteriano;

Intertrigo causado por Candida spp;
Dermatite seborreica;

Eritrasma;

Infegao fungica;

Dermatite de contacto.:%2
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qualidade de vida. Para este ultimo devera ser utilizado o
questionario Dermatology Quality of Life Index (DLQI).

O BSA ¢ estimado com base na percentagem de area
do corpo afetada, sendo que 1% corresponde a area da
palma do doente.™ Desta forma, se BSA < 3% a psoriase é
considerada ligeira, entre 3% - 10% moderada e superior a
10% é considerada grave.'®

No doente adulto, o DLQI é o mais conhecido entre os
questionarios de qualidade de vida associado a patologias
dermatoldgicas, estando validado para a populagao portu-
guesa.’® O DLQI demonstra elevada validade, fiabilidade e
consisténcia interna. Para além disso, tem a vantagem de
ser um questionario curto, contém apenas 10 itens, e é facil
de preencher pelos doentes. A escala varia entre 0 e 30, em
que o valor minimo 0 - 1 corresponde a nenhum impacto na
qualidade de vida e o valor maximo entre 21 - 30 corres-
ponde a um extremo impacto na qualidade de vida'

Assim, por opinido do painel de peritos, ficou preconi-
zado que a gravidade da doenca seja avaliada pelo mé-
dico de familia com base nos indices BSA e DLQI e que a
psoriase deve ser considerada moderada a grave se BSA
> 5 e/ou DLQI > 10." Nos doentes em que os valores dos
indices sejam inferiores, a psoriase devera ser classificada
como ligeira.

Nos casos em que a psoriase for categorizada como
ligeira (BSA < 5; DLQI < 10), devem ser iniciados tratamen-
tos topicos pelo clinico de MGF, sendo a primeira avaliagéo
feita entre 4 - 6 semanas apds o inicio da terapéutica para
verificar adeséo e resposta inicial a terapéutica. A segunda
visita devera ser feita apos trés meses, seguida de visitas
anuais.’® O doente deve ser alertado para, caso haja agra-
vamento, agendar nova consulta.'® Se ocorrer auséncia de
melhoria, apds confirmagdo de adesdo a terapéutica, ou
agravamento dos sintomas por um periodo de 2 - 3 meses,
o doente deve ser referenciado para a dermatologia.®

Tabela 2 — Tratamento tépico da psoriase no adulto®-58

Os doentes com psoriase moderada a grave devem ser
referenciados para a dermatologia por forma a iniciar foto-
terapia ou terapéutica sistémica.

Se as lesdes psoriaticas surgirem em localizagdes de
elevado impacto, como face, palmo-plantar, unhas, couro
cabeludo ou genitais, a psoriase deve ser considerada mo-
derada a grave mesmo que a area afetada seja pequena.
Estas lesGes tém marcada repercussao na atividade fisica,
saude emocional e capacidade para efetuar as atividades
do quotidiano do doente." Desta forma estes doentes de-
vem ser referenciados para a dermatologia.

A estratégia terapéutica devera passar pela resolugéo
das lesdes evitando recidivas ou agravamento.’® E impor-
tante referir que com os recentes avangos nas opgdes te-
rapéuticas é possivel, de forma realistica, ter como objetivo
terapéutico a resolugdo completa ou quase completa das
lesdes.?°

Terapéutica tépica

E opinido do painel que a terapéutica tépica deve ser
utilizada em doentes com psoriase ligeira. Na psoriase mo-
derada a grave os agentes topicos sdo muitas vezes uti-
lizados como adjuvantes da terapéutica sistémica.'® Con-
tudo, a satisfacdo e adesado a terapéutica topica € muitas
vezes baixa devido a dificuldade e tempo de aplicagéo, em
parte devido a sua cosmeticidade.?"?* Assim, as diferentes
opgoes terapéuticas, sumarizadas na Tabela 2, devem ser
discutidas entre o médico de MGF e o doente por forma a
otimizar a terapéutica.?*

GESTAO PARTILHADA DO DOENTE PSORIATICO
Terapéutica sistémica

Os tratamentos topicos incluidos na Tabela 2 s&o, na
maioria dos casos, insuficientes para controlar a psoriase
moderada a grave pelo que, uma vez referenciado para a

Localizagao Tratamento

Formulagao

Couro cabeludo Corticosterdide de poténcia alta

Logao, creme, champd

Queratoliticos + corticosterdide de poténcia alta Logéao

Calcipotriol + betametasona

Face Corticosteréide de poténcia baixa/ média
Inibidores da calcineurina (off label)

Pregas Corticosterdide de poténcia média
Inibidores da calcineurina (off label)*

Tronco e membros Calcipotriol + betametasona**

Derivados da Vitamina D (calcitriol, tacalcitol)

Palmas e plantas Corticosteréide de poténcia alta
Queratoliticos

Calcipotriol + betametasona

Genital Corticosteréide de poténcia baixa/ média
Inibidores da calcineurina (off label)

Gel

Creme
Creme, pomada

Creme
Creme, pomada

Espuma***, gel, pomada

Pomada
Pomada
Pomada, espuma***

Creme
Creme, pomada

*Nao utilizar em areas extensas, nem a longo prazo; ** Fase de indugéo: 1 x dia, maximo 4 semanas, maximo 15 g/dia; apos fase de indugéo 2 — 3 x semana; *** melhores resultados
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dermatologia, € necessario que o doente inicie fototerapia
ou terapéutica sistémica, sendo os agentes topicos utiliza-
dos como adjuvantes em lesdes localizadas.'®

A partir deste momento inicia-se uma gestéo partilhada
do doente psoriatico pelos médicos de familia e dermato-
logistas que deve ser traduzida numa estreita e continua-
da comunicagao para que a terapéutica da psoriase seja o
mais eficaz possivel.

A fototerapia com radiagdo UVB ou psoraleno com ra-
diagdo UVA (PUVA) pode ser utilizada como alternativa a
terapia topica ou como adjuvante desta. Apesar de a foto-
terapia ser realizada em unidades de fototerapia e reque-
rer, por parte do doente, tempo disponivel para as sessoes,
esta é temporariamente eficaz para alguns doentes e nédo
estd associada aos comprovados efeitos adversos dos
imunossupressores sistémicos. Contudo, algumas modali-
dades de fototerapia tém sido associadas ao aumento de
neoplasias malignas cutaneas, sendo contra-indicadas em
doentes de elevado risco.®

As terapéuticas sistémicas convencionais (metotrexato,
ciclosporina e acitretina) estdo associadas a toxicidade em
diferentes érgdos, especialmente a longo prazo, necessi-
tando de monitorizagao clinica e analitica periddica. Adicio-
nalmente s&o varias as contra-indicagdes e interagées me-
dicamentosas a ter em conta quando se inicia o tratamento.

No ultimos anos, decorrente dos avangos no conheci-
mento acerca dos mecanismos fisiopatolégicos da psoria-
se, foram desenvolvidas novas terapéuticas denominadas
de agentes bioldgicos,'® que mostraram ser mais eficazes
e seguras do que terapéuticas sistémicas convencionais,
além de permitirem tratamentos a longo prazo e nao terem
interacdes medicamentosas. Na Tabela 3 estao incluidos
os tratamentos sistémicos disponiveis para a psoriase as-
sim como os efeitos adversos mais frequentes. Embora a

monitorizagdo destes efeitos adversos deva ser feita pelo
dermatologista, & importante que o especialista em MGF
os conhega, no caso de observacao do doente ou do se-
guimento longitudinal do mesmo. Em relagéo aos farmacos
biolégicos ha alguns pontos comuns a todos que devem ser
tidos em conta pelo médico de familia'®2:

* Infegbes

- rastreio de tuberculose e vigilancia nos doentes com
provadetuberculinanegativaetesteIGRAnegativoou
indeterminado;

* Vacinagao

- as vacinas vivas estdo contraindicadas em doentes
sob terapéutica biolégica. No caso de necessidade,
é fundamental a discussdo com o dermatologista.

- as vacinas da gripe e pneumocodcica devem ser re-
comendadas, assim como a atualizagdo do Plano
Nacional de Vacinagao.

* Gravidez
- a terapia bioldgica esta contraindicada.
Neoplasias
- devem ser incentivados os programas de ras-
treios, conforme preconizado para a populagéo
em geral;
- aterapia bioldgica esta contraindicada em doen-
tes com neoplasia ha menos de 5 anos;
- deve ser avaliado o risco de cancro cuténeo
nao-melanoma.
« Cirurgias

- a terapia bioldgica deve ser suspendida em cirur-
gias programadas tipo Ill (cirurgias contaminadas,
ou seja as realizadas em tecidos colonizados por
flora microbiana abundante, de dificil descontamina-
¢ao, na auséncia de processo infecioso local. Con-
sideram-se contaminadas as cirurgias realizadas no

Tabela 3 — Tratamentos sistémicos utilizados na psoriase e seus efeitos adversos

Farmaco

Efeitos adversos comuns

Agentes sistémicos orais

Metotrexato®
fungao hepatica

Ciclosporina®

Acitretina®

Estomatite, dispepsia, nausea, perda de apetite, dor abdominal, alteragdes da

Hiperlipidémia, tremor, cefaleias, hipertensao, hirsutismo, disfungéo renal.

Secura da mucosa ocular, (conjuntivite, xeroftalmia), viséo turva, diminuigdo de

visdo noturna, queratite ulcerativa, epistaxis, rinite, xerostomia, sede, queilite,
prurido, alopecia, esfoliagéo da pele, alteragdes da funcdo hepatica, hiperlipidémia.

Agentes biolégicos

Efeitos adversos mais comuns a ter em atengao

Anti-TNF-a

Etanercept,®? Adalimumab,® Infliximab%
Anti IL-12/23

Ustecinumab®

Anti IL-17

Secucinumab,® Ixecizumab,?” Brodalumab®
Anti IL-23

Guselcumab,®® Tildracizumab,
Risancizumab

Reativacéo de tuberculose—risco superior com anti TNF-a
Sintomas de doenga desmielinizante — essencialmente com anti TNF-a
Candidiase — essencialmente com anti IL-17

Infegbes — apresentagdo menos tipica e potencialmente mais grave
Reacéo no local da injeccao
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colon, reto e anus; em tecido com lesdes cruentas e
cirurgias de traumatismo cranio encefalicos abertos)
ou |V (cirurgias infetadas, ou seja, as realizadas em
qualquer tecido, na presenca de processo infecioso
local).

Comorbilidades

O doente com psoriase tem um risco aumentado para
diversas comorbilidades e o risco aumenta com a gravida-
de da doenga.? A gestdo e abordagem das comorbilidades
deverédo ser partilhadas entre o clinico de MGF e o derma-
tologista. Assim, a gestao destes doentes passa por tratar
a doenga como um todo e ndo apenas focada nas manifes-
tagdes dermatoldgicas.’? As comorbilidades mais comuns
associadas a psoriase sdo%:

» Doencgas cardiometabdlicas: diabetes, obesidade,

dislipidémia, hipertenséo;

» Doenca cardiovascular: acidente vascular cerebral,

enfarte do miocardio;

* Doenga inflamatéria intestinal;

» Esteatose hepatica ndo-alcodlica;

* Ansiedade e depressao.

A avaliagdo do doente psoriatico pelo médico de fami-
lia deve incluir a histéria clinica completa e deve ser feito
um exame fisico objetivo por forma a rastrear as comorbi-
lidades mais comuns. Todos os doentes psoriaticos, inde-
pendentemente da gravidade, tém um risco elevado de de-
presséao, pelo que é recomendavel o rastreio regular desta
patologia. Para isso, uma questéo simples como “Quanto &
que a psoriase o afeta?” é o suficiente para iniciar o dialo-
go e avaliar o impacto psicolégico causado pela psoriase.'®
E opinido do painel que o rastreio das comorbilidades as-
sociadas a psoriase deve ser semestral para doentes em
tratamento sistémico e anual para doentes em tratamento
topico.?728

Para além das comorbilidades é importante referir al-
guns habitos de consumo, como o tabaco, que tem um
efeito negativo na psoriase e na sindrome metabdlica, e
o alcool, cujo consumo é mais comum em doentes com
psoriase.?®%

Artrite psoriatica

A artrite psoriatica € uma artropatia inflamatdria cronica
de envolvimento articular periférico e/ou axial, bem como
de tecidos moles.*!

A associagao entre o envolvimento ungueal e o desen-
volvimento de artrite psoriatica é elevada, sendo que cerca
de 70% dos doentes com artrite psoriatica apresentam pso-
riase ungueal.®? Desta forma, o envolvimento ungueal deve
ser considerado como preditor para o desenvolvimento fu-
turo de artrite psoriatica.

O diagnostico da artrite psoriatica é, na maioria dos ca-
sos, um desafio, e atrasos no diagnéstico podem conduzir
a um pior prognéstico. Cerca de 80% dos casos desenvol-
ve-se apos o0 aparecimento das lesbes cutaneas de pso-
riase,? pelo que o clinico de MGF e o dermatologista tém
ambos um papel crucial na identificacdo precoce de artrite

psoriatica. Em 2015 foi desenvolvido um questionario para
dermatologistas mas que pode ser aplicado a MGF, que
pode ajudar a identificar os doentes com queixas articula-
res que devem ser referenciados a reumatologia®*3* e, nas
unidades hospitalares sem esta valéncia, a medicina inter-
na:

* Acorda durante a noite por dor nas articulagbes?

» Sofre de rigidez matinal nas articulagbes?

» Alguma vez teve alguma articulagao inchada?

» Alguma vez teve dor e inchago da totalidade de al-

gum dedo (dedo em forma de salsicha)?

Este simples questionario, juntamente com a avaliagéo
ungueal, apresenta elevada sensibilidade na detegéo de
artrite psoriatica: se trés ou mais respostas forem positi-
vas e se houver envolvimento ungueal, a sensibilidade é de
86,9% e a especificidade de 71,3% para o diagnostico de
artrite psoriatica, nos doentes com psoriase da pele.®

E opinido do painel que a avaliagdo das unhas e o ras-
treio de artrite psoriatica seja feito anualmente pelo médi-
co de familia e, em caso de positividade para as questdes
acima, o doente seja referenciado para a consulta de reu-
matologia. Nas unidades hospitalares sem esta valéncia, o
doente deve ser referenciado para a consulta de medicina
interna.

DISCUSSAO E CONCLUSAO

O papel do especialista em MGF é fundamental na
abordagem do doente com psoriase, por forma a diminuir
0 sub-diagnostico, o sub-tratamento e a sub-referenciacao.
E também fundamental o seu papel no tratamento correcto
dos casos ligeiros, mitigando a referenciagéo desnecessa-
ria para o dermatologista, mantendo os cuidados no médi-
co de familia. Cabe também ao clinico de MGF referenciar
ao dermatologista os casos suspeitos de psoriase em ida-
de pediatrica, assim como, em estreita colaboragcdo com a
dermatologia, diagnosticar precocemente a artrite psoriati-
ca.

No inicio do tratamento da psoriase & importante co-
municar ao doente os objetivos do tratamento e o nivel de
compromisso necessario para a obtencdo de uma reso-
lucdo completa ou quase completa das lesées cutaneas.
Apesar de a terapéutica sistémica ser iniciada pelo der-
matologista, € importante que o médico de familia tenha
conhecimento da mesma para que possa acompanhar e
vigiar o doente da melhor forma. Assim, para além de em
todas as visitas o clinico de MGF dever questionar o doen-
te acerca da evolugéo da doenca e terapéutica, também o
dermatologista tem o dever de informar o clinico de MGF
do plano terapéutico para que este possa monitorizar os
possiveis efeitos adversos.

Igualmente importante é a promogéo de estilos de vida
saudaveis que permitirdo um melhor controlo das comor-
bilidades, assim como o melhor controlo da doenga. Mais
uma vez, o papel do médico de familia revela-se fundamen-
tal na gestéo partilhada das comorbilidades.

Em concluséao, a relagcédo e a comunicacao entre as duas
especialidades, MGF e dermatologia, permitira a colocagao
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do doente no centro dos cuidados e uma visao partilhada e
interdisciplinar do doente e da doenca.
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Animal-Assisted Therapy in Palliative Care

Terapia Assistida com Animais nos Cuidados Paliativos

Vanessa QUINTAL', Paulo REIS-PINA><?3
Acta Med Port 2021 Oct;34(10):690-692 - https://doi.org/10.20344/amp.13164

ABSTRACT
There are still many cases where traditional medical care does not provide a realistic solution for patients with devastating diseases
so other interventions should be adopted. We present a case report of a 76 year-old woman admitted to a Palliative Care unit due
to stage IV colon adenocarcinoma, and we describe the contribution of a six-year-old Yorkshire terrier in her symptom management.
Animal-assisted therapy can be of great use in palliative care, contributing to the patients’ pain management, relief from suffering and
improvement of quality of life.
Keywords: Animal-Assisted Therapy; Complementary Therapies; Holistic Health; Palliative Care

RESUMO
Existem casos em que os objetivos tradicionais dos cuidados médicos ndo apresentam solugdes realistas para curar os doentes que
enfrentam doencgas devastadoras; devendo outros métodos ser aplicados. Os autores apresentam o caso clinico de uma mulher de 76
anos admitida numa unidade de Cuidados Paliativos devido a um adenocarcinoma do célon estadio IV, e descrevem o papel que um
Yorkshire terrier, de seis anos, teve no controlo sintomatico desta doente. A terapia assistida por animais pode ser de grande utilidade
quando usada com um objetivo terapéutico em cuidados paliativos, ajudando a reduzir a dor e o sofrimento dos doentes, aumentando
a qualidade de vida. A terapéutica assistida por animais pode ser de grande utilidade nos cuidados paliativos, contribuindo para a

gestéo da dor dos doentes, alivio do sofrimento e melhoria da qualidade de vida.
Palavras-chave: Cuidados Paliativos; Saude Holistica; Terapia Assistida com Animais; Terapias Complementares

INTRODUCTION

The American Medical Association described palliative
care as a “therapy focused on decreasing pain and suffer-
ing by providing symptom-relieving treatments, along with
comfort and support for patients of all ages”." In a time when
medical treatment strategies are in profound and continu-
ous development, there are still many cases where tradi-
tional medical care does not provide a realistic solution for
patients with devastating health problems. For those cases
alternative methods must be adopted.?

There has been a greater interest in the impact that the
animal company can have on patients and their physical,
emotional and spiritual well-being.*# Animal-assisted thera-
py (AAT) is a group of interventions involving the incorpora-
tion of trained animals in a healthcare setting to achieve a
specific therapeutic outcome.' Trained animals can be of
great benefit in palliative care when used for therapeutic
purposes in pain control, suffering management and better
quality of life.' These benefits have been observed particu-
larly among the elderly.5 Although some studies have con-
sidered the physical and psychological benefits of AAT, the
overall results are inconclusive.®®In conventional medicine,
the use of animals is rare because the health system barely
addresses the real needs of the patients and is often not
centered on the healing process of a vulnerable human be-
ing.

The authors describe a clinical case which originality lies

in the use of an animal at the service of the human person,
with full respect for the patient’s self-determination. This re-
port reinforces the importance of the non-pharmacological
approach in the holistic treatment of patients in palliative
care.

CLINICAL CASE

76-year-old woman, former maid, recently active as a
volunteer at the Parish Council and attending a senior uni-
versity. She had been a widow since 2012, and her fam-
ily support system included her daughter, son-in-law and
granddaughter. She was diagnosed with stage IV colorectal
cancer in 2012 with bone and liver metastasis. Due to can-
cer, she suffered pulmonary thromboembolism in 2016 and
portal system thrombosis in 2017.

As the disease progressed, she had to be admitted in a
Palliative Care unit for symptomatic control. On admission,
her palliative performance scale was 50%.7 It was found that
the patient’s main companion since her husband’s death
and diagnosis, was a six year-old Yorkshire terrier named
Cookie, a gift from her daughter, with whom the dog was
currently staying. According to the unit's philosophy, the
patient was informed that she could be visited by her pet,
which made her visibly pleased. Considering the distance
between the unit and the daughter’s residence, the family
and the pet could only visit the patient during the weekends.
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Healthcare providers noticed a change in the patterns
of rescue therapy prescribed, both for pain and dyspnea,
during the pet’s visits. She only needed two rescue drugs
or less, on average, these days. Similarly, the Edmonton
Symptom Assessment System had, on average, lower
scores in some symptoms,® — namely pain, dyspnea, anxi-
ety, depression, tiredness and drowsiness, — when daily
weekday assessments were compared with weekend eval-
uations.

As mentioned by the patient, these moments, “although
scarce, were revitalizing and make the environment more
familiar”.

DISCUSSION

The use of animals in the ‘healing’ process is rare and
goes beyond the ‘treatment’ measurements of conventional
medicine. The originality of this case-report lies in an animal
being put at the service of the terminally ill person, and thus
respecting the self-determination of the human being and
her value system.

Studies about the relationship between positive impact
of animals in human health and well-being started be-
ing documented in the 18" century.® In 2007, Orlandi et al
found that including therapy dog visits during chemotherapy
reduced anxiety and depression.'® Later on, Moretti et al
showed that pet therapy improved depressive symptoms
in residents in a long-term care facility.> Moreover, she es-
tablished that self-perceived quality of life was also greatly
improved.® Engelman, surprisingly, noticed that staff stress
levels appeared to decrease as a result of interactions with
the therapy dog.' In 2015, White et al suggested that AAT
acts as a facilitator of the therapeutic alliance.® AAT can
significantly reduce pain, anxiety, depression and fatigue in
cancer patients as revealed in several recent studies.?

Most healthcare institutions restrict the entry of animals
due to hospital infection control standards. In this case re-
port, the dog entered the patient’'s room through a window
that gave access to a courtyard.

The beneficial effect of pet therapy has different pos-
sible explanations.® Studies of the effect of AAT in patients
show reduced heart and respiratory rates, decreased blood
pressure and pupillary constriction and increased periph-
eral skin temperature.! Other studies report reduction of
loneliness, entertainment and better sleep.* According to
the affective-emotional mechanism hypothesis, a relaxing
human-animal bond acts on adrenal and other corticos-
teroid hormones.® Reports of reduced pain in patients are
sustained by studies that detected decreased catechola-
mine and increased endorphin levels in humans receiving
friendly dog visits.? Thus, it appears that pet therapy may
facilitate relaxation which, in turn, may reduce the affective
and sensory components of some types of pain, resulting in
a sort of ‘hypnoalgesia’.

In the description of this clinical case there are several
limitations.

In this report, the pet was not trained for therapeutic

purposes. However, given the relative scarcity of higher
quality studies on the subject, the authors decided to do
a review on ‘pet or animal assisted therapy’. The Medical
Subject Headings states that ‘animal facilitated therapy’ or
‘pet facilitated therapy’ is “the use of live animal as a means
of therapy”."

Assessments were performed by several profession-
als and not at regular time intervals. It was not possible to
control for all factors that could influence the clinical results
showed in this report. It was not possible to have the family
and the pet visit separately. However, it was possible to ob-
serve gains in symptomatic control when the family would
bring the companion animal along as opposed to visiting
without it.

Even though there is a strong tendency in the literature
to assume that human-animal companion interactions are
beneficial, there is a lack of unequivocal hard evidence.®
The main limitations of studies in this field still remain: poor
research designs and difficulties in associating the use of
animals with health outcomes.® The role of AAT as a com-
plementary therapy in palliative care is still being investi-
gated. Therefore, larger clinical trials are needed in order to
acknowledge their importance.

In the 21st century, medicine needs not only to find new
ways to ‘diagnose and treat’ diseases, but to ascertain new
ways of ‘caring’ for sick human beings.'? The innovation of
Medicine lives in the humanization of the medical act by
putting the patient at the heart of the health system. There-
fore, it seems appropriate to say that animals can poten-
tially provide benefits to patients in palliative care.'
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Clinical Challenges in Pedophilia-Themed
Obsessive-Compulsive Disorder

Desafios Clinicos na Perturbagao Obsessivo-Compulsiva
com Obsessoes Pedofilicas
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ABSTRACT

In obsessive-compulsive disorder, pedophilia-themed obsessions-distressing intrusive thoughts about being sexually attracted to, or
sexually abusing, children-are the most distressing for patients and the most misdiagnosed among healthcare professionals. Our aim is
to present a case report highlighting the role stigma plays in delaying treatment, the clinical challenges in the diagnosis, and in the treat-
ment of pedophilia-themed obsessive-compulsive disorder, in order to address the lack of literature on the subject. The case concerns
a 33-year-old man with suicidal thoughts associated with the unbearable suffering caused by pedophilia-themed obsessions he had
been having over the previous decade, without ever asking for help. This situation was highly disabling, leaving him mostly isolated in
his bedroom. After the differential diagnosis was made, a treatment plan combining pharmacological and cognitive-behavioural therapy
was implemented. After 18 months he showed a degree of remission that made it possible for him to apply for a job.

Keywords: Obsessive-Compulsive Disorder/diagnosis; Obsessive-Compulsive Disorder/therapy; Pedophilia; Social Stigma

RESUMO

Na perturbagao obsessivo-compulsiva as obsessdes pedofilicas - pensamentos intrusivos sobre ser sexualmente excitado, ou abusar
sexualmente, de criangas - estdo entre os mais angustiantes para os doentes e os mais incorretamente diagnosticados pelos profissio-
nais de saude. O nosso objetivo é apresentar um caso clinico destacando o papel que o estigma tem no atraso do inicio do tratamento
e os desafios clinicos que se verificam em relagdo ao diagnostico e ao tratamento desta perturbacdo, de modo a colmatar a falta de
literatura sobre o assunto. O caso é relativo a um homem de 33 anos, com ideacao suicida associada ao sofrimento insuportavel cau-
sado pelas obsessdes sexuais pedofilicas que tinha desde ha uma década, sem nunca ter recorrido a um profissional de saude. Esta
situagao teve muito impacto no seu funcionamento deixando-o maioritariamente isolado no seu quarto. Apés o diagnéstico diferencial,
implementou-se o projeto terapéutico combinando tratamento farmacoldgico e psicoterapia cognitivo-comportamental. Apds 18 meses
o doente apresentou uma melhoria significativa permitindo-o concorrer a um emprego.

Palavras-chave: Estigma Social; Pedofilia; Perturbagdo Obsessivo-Compulsiva/diagnéstico; Perturbagdo Obsessivo-Compulsiva
tratamento; Terapia Cognitivo Comportamental

INTRODUCTION

Patients with obsessive-compulsive disorders (OCD) related themes such as pedophilic thoughts.? Within sexual

are generally reluctant to seek treatment’ particularly if they  obsessions, pedophilia-themed obsessions, defined as ex-
suffer from obsessive contents involving sexually repugnant  cessive worries and distressing intrusive thoughts about
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being sexually attracted to, or sexually abusing children, are
amongst the most distressing given the morally repulsive
contents, shame and the fear of being misinterpreted®'° or
imprisoned.®

Although there are effective pharmacological and psy-
chotherapeutic treatments to treat OCD,®'° pedophilia-
themed obsessive compulsive disorder (P-OCD) requires
additional clinical attention because current treatment
guides tend to be written in more general terms and do not
address some specific and taboo examples of OCD.? In-
dividuals with sexual obsessions may be considered more
treatment-resistant,? in part because P-OCD seems to be
the most misunderstood and misdiagnosed symptom di-
mension in OCD amongst healthcare professionals, which
indicates that the mental healthcare system is not providing
adequate care to these patients.>8

CASE REPORT

The case concerns a 33-year-old male, unemployed for
three years and living with his father and brother, and in a
12-year relationship with his girlfriend.

When he was 29, the patient was brought to the emer-
gency department presenting with suicidal ideation: he
couldn’t cope with the pedophilia-themed obsessions that
he had been having for the previous 10 years which had
become worse over the previous three years, and progres-
sively more so over the last couple of months.

He started by stating that he felt that if he stared too
long at his young nephews’ photos it would mean that he
was a pedophile and that he could ‘lose control’ and act on
it: he would immediately scan his body looking for bodily
sensations or signs of sexual arousal, with a focus on his
genital region, many times misinterpreting them, mistaking
vegetative signs of anxiety (such as sweating). This took
him to progressively avoid all triggering factors, such as di-
rect contact with underage children, including his nephews,
or contact through photos/tv programmes featuring children
— especially when nude or wearing few clothes.

Table 1 — Pharmacological treatment

He kept mentally replaying past interactions with chil-
dren and doubting whether he had become aroused or not,
or acted inappropriately, when touching them or seeing
them.

He frequently felt the urge to seek reassurance, from
his girlfriend, that he had not written, in public places or on
social media, that he was a pedophile. In recent times, he
would not leave his house alone, use the computer or the
telephone, leaving him secluded in his bedroom. This avoid-
ance kept him from finishing secondary school, finding a
job or socialising, ultimately leading to hopelessness and
suicidal thoughts.

After the differential diagnosis was made (see the sec-
tion Discussion) a combination of cognitive behavioural
therapy and pharmacological treatment was implemented,
in accordance with the treatment guidelines for OCD with
severe functional impairment.®

The psychoeducation focused on the differentiation of
pedophilia and pedophilic obsessions in OCD. The pharma-
cological treatment (Table 1) included a selective serotonin
reuptake inhibitor, a tricyclic antidepressant, and an atypi-
cal antipsychotic; a betablocker was also added (to reduce
somatic manifestations of anxiety). The cognitive restructur-
ing focused on thought-action fusion. In exposure and re-
sponse prevention, he was exposed to pictures of children,
after hierarchisation of the feared situations was stated
(Table 2), thus preventing him from avoiding the situation
and becoming aware of the compulsions. The patient also
benefited from exposure immediately after masturbation in
order to confront the belief that the sensations the patient
felt were not of arousal but signs of anxiety.

Despite presenting a strongly embedded stigma toward
psychiatric and psychological treatment, and low insight for
the disease, the patient adhered to the treatment. After 20
months of treatment, and several relapses, he was in remis-
sion: he completed a course and applied for a job. He plans
to complete his secondary education soon and move in with
his girlfriend.

Class Substance Dosis

Selective serotonin reuptake inhibitor

Tricyclic antidepressant

Fluvoxamine

Clomipramine

Titrated up to 350 mg/day
Titrated up to 225 mg/day

Atypical antipsychotic Risperidone Titrated up to 6 mg/day
Beta-blocker Propranolol Titrated up to 80 mg/day
Benzodiazepine Diazepam Titrated up to 10 mg/day

Table 2 — Hierarchisation of the feared situations in a case of P-COD, prior exposure and response prevention

Children appearing to be older 10 years of age
Children between 5 — 10 years of age

Children appearing to be younger than 5 years of age
Children in swimsuits or undressed of all ages
Children appearing to be younger than 1 year of age

The underage cousins of the patients

Less anxiogenic

More anxiogenic
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DISCUSSION

A differential diagnosis should be primarily made with
pedophilia: the sexual arousal derived from recurrent fan-
tasies, sexual urges or behaviours involving prepubescent
children, that could, or not, involve the sexual abuse of chil-
dren.?

There are clinical distinctions between these entities-'*:
the first is the ego-dystonic and marked suffering in patients
with P-OCD, contrary to most pedophiles that present pleas-
ure when imagining sexual acts with children. Besides, they
enjoy being near children and experience sexual gratifica-
tion when engaging in grooming activities.” The opposite
happens in OCD patients given that they avoid all contact
with children.?

For some individuals this attraction towards children is
experienced with suffering and they decide not to act on it,
motivated by moral values: in these cases it might be harder
to differentiate? making it essential to investigate the degree
of sexual arousal experienced, the sexual fantasies, or if the
individual masturbates with the mental images of children
or child pornography in mind.? In this patient none of the
criteria for pedophilia were present and the diagnosis was
P-OCD.

This case brings to light that sexual obsessions are
likely to be under-reported and under-treated, and it is clear
that the treatment was delayed for so many years, impairing
the patient’s social, professional and personal functioning,
due to the shame of having a psychiatric iliness and fear of
being judged, by the healthcare professional, with prejudice
or ridicule.

Moreover, there is evidence that the risk of suicidal be-
haviour must be explored, particularly in those with symp-
toms in the sexual/religious dimension.™

Likewise, individuals with obsessive thoughts from dif-
ferent symptom dimensions might avoid the disclosure of
sexual obsessions, even after disclosing other types of in-
trusive thoughts, because they are perceived as less ac-
ceptable: Cathey (2013) found that the disclosure of an in-
trusive thought relating to a sexual theme was associated
with more social rejection than the disclosure of a contami-
nation-related intrusive thought.®

Thus, it is important that healthcare providers normalise
these types of concerns when interviewing OCD patients:
Steinberg,™ in a study about stigmatising attitudes in clini-
cians, found that, when engaging with professionals with
cognitive-behavioural backgrounds, participants were more
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Doenca de Hansen: Uma Forma de Eritema Figurado

Hansen Disease: A Type of Figurate Erythema
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Acta Med Port 2021 Oct;34(10):696-697 = https://doi.org/10.20344/amp.13348

Palavras-chave: Lepra Multibacilar; Mycobacterium leprae
Keywords: Leprosy, Multibacillary; Mycobacterium leprae

Figura 1 — Numerosas placas anulares ou policiclicas eritemato-
sas, de bordos edematosos, bem definidos internamente e mal de-
finidos externamente e com clareamento central, com distribuigao
assimétrica, com aspeto em ‘queijo suico’

Doente do sexo masculino, de 42 anos, apresentava
a observacdo placas eritematoedematosas policiclicas
com hipostesia central, distribuidas assimetricamente pelo
tronco e membros, desde ha cinco anos (Fig. 1). Apre-
sentava perda da sensibilidade algica, tactil e térmica em
‘meia-luva’, na auséncia de nervos periféricos palpaveis. A
bidpsia cuténea revelou infiltrado dérmico com histiécitos
espumosos com tropismo perineural (Fig. 2). A coloragao
Ziehl-Nielsen evidenciou numerosos bacilos acido-alcool
resistentes intracelulares. Estabeleceu-se o diagndstico de
lepra (doenca de Hansen) multibacilar e iniciou-se terapéu-
tica tripla — rifampicina, clofazimina, dapsona — durante 12
meses, com melhoria progressiva do quadro cutaneo e es-
tabilizacdo das queixas neurolégicas. A lepra € uma infecao
cronica da pele e nervos periféricos, por Mycobacterium
leprae, que pode afetar olhos, mucosas, 0ssos e testicu-
los."?A clinica reflete o estado imune do hospedeiro — lepra
lepromatosa, com multiplas lesdes cuténeas e resposta hu-
moral (células Th2); lepra tuberculéide, com envolvimento

Figura 2 — Infiltrado predominantemente histiocitario na derme su-
perificial e profunda, com padrao mais difuso em superficie, aspeto
granulomatoso em profundidade e marcado tropismo perineural,
periécrino e perifolicular. Fina zona de Grenz separando epiderme
do infiltrado. (Hematoxilina-Eosina; x40).

neuroldgico predominante, cutaneo paucilesional e respos-
ta predominantemente celular (Th1); e lepra borderline, se
sobreposicado de carateristicas anteriores, como no presen-
te caso.?
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RESUMO

A pandemia pelo virus SARS-CoV-2 expds e agravou muitas fragilidades dos sistemas de saude, algumas ja identificadas por organi-
zagdes internacionais, nomeadamente as caréncias de meios materiais e humanos ou o insuficiente envolvimento da sociedade civil
nos processos de decisdo. A medida que as consequéncias socioeconémicas da pandemia se agravam e a fadiga pandémica se insta-
la, outra fragilidade é posta a descoberto no espaco publico e mediatico: a falta de uma massa critica de comunicagéo em saude, com
consequéncias diretas na gestdo da pandemia. Comunicar neste contexto de crise e incerteza exige identificar os factos importantes
a comunicar a diferentes segmentos da populagao, clarificar mitos e informagdes falsas, caracterizar as incertezas relevantes, ouvir
e envolver os stakeholders e os cidadaos, desenvolver e testar as mensagens e monitorizar e avaliar as estratégias implementadas.
A utilizacdo da comunicagéo enquanto estratégia de apoio a gestao torna as organizagdes mais capazes de construir confianga, criar
reputagao, gerir relagdes com stakeholders internos e externos e de se prepararem para as incertezas do futuro, competéncias funda-
mentais para gerir uma crise sanitaria. Dada a escassez de evidéncia cientifica sobre a comunicagéo em saude realizada em Portugal,
parte significativa da analise e diagnédstico é baseada no conhecimento empirico das autoras, adquirido através da experiéncia pro-
fissional, na area da comunicagéo, em diversas instituicdes de saude. No final do artigo, as autoras propdem linhas orientadoras para
pensar, desenvolver e implementar a comunicacdo em saude em Portugal, nomeadamente numa crise sanitaria, sustentadas numa
cultura de lideranga, colaboragéo e confianga.

Palavras-chave: Colaboragéao Intersetorial; Comunicagdo em Saude; Lideranga; Portugal

ABSTRACT

Sudden The SARS-CoV-2 pandemic has laid out and deepened several weaknesses of health systems, some of which have already
been identified by international organizations, such as the lack of human and material resources or civil society’s insufficient involve-
ment in decision-making processes. As the pandemic’s socioeconomic consequences worsen and pandemic fatigue settles in, another
frailty is unveiled to the public and media space: the lack of a critical mass of health communicators, which has direct consequences on
how the pandemic is managed. Communicating in such a context of crisis and uncertainty requires identifying what are the important
facts to communicate to different population segments, clarifying myths and fake information, responding to ongoing uncertainties,
listening to and involving stakeholders, developing and testing messages, and monitoring and evaluating implemented strategies. The
use of communication as a management support strategy allows organizations to build confidence and reputation, manage relation-
ships with internal and external stakeholders, and prepare for future uncertainties, which are crucial competencies in managing a health
crisis. Given the lack of scientific evidence about health communication practiced in Portugal, a significant part of the analysis and
diagnosis is based on the authors’ empirical knowledge, obtained through professional experience in communications at several health
institutions. At the end of the article, the authors propose guiding principles to think through, develop and implement health communica-
tion in Portugal, particularly during a health crisis, supported by a culture of leadership, collaboration, and confidence.

Keywords: Health Communication; Intersectoral Collaboration; Leadership; Portugal

O DESAFIO

Comunicar em tempo de crise sanitaria

A pandemia pelo virus SARS-CoV-2 veio exigir dos go-
vernos e das instituicdes de saude o desenvolvimento de
estratégias de comunicagao complexas, que visam infor-
mar de forma clara e eficaz, minimizar o medo excessivo,
gerir a infodemia' e contribuir para aumentar a ades&o dos
cidadaos as medidas preventivas recomendadas.

O desafio em si ja era extremamente exigente, mas a
dificuldade foi potenciada por se tratar de um novo corona-
virus, cujo comportamento e impacto na saude a longo pra-
Zo permanece por esclarecer, o que aumentou o nivel de
incerteza e colocou obstaculos adicionais a comunicagéo
precisa dos riscos associados e das medidas adequadas.

Comunicar em contexto de pandemia, nesta conjuntura,
exige uma mudanga urgente de estratégia e a adogéo de
uma cultura de lideranga colaborativa, que implica envol-
ver, de forma inclusiva, equipas alargadas de stakeholders,
recorrendo a inteligéncia coletiva, para encontrar as melho-
res solugdes.? Mais do que nunca, é prioritario o trabalho
em rede para se encontrarem respostas partilhadas, arti-
culando diferentes areas do conhecimento especializado,
mas também aqueles que sdo diretamente impactados
pela pandemia, trabalhando de forma préxima com as po-
pulagdes e comunidades.

O desenvolvimento das estratégias de comunicacéo
mais adequadas exige a constituicdo de uma massa critica
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de comunicagéo, dotada de competéncias especificas em
comunicagao, mas também de outras, nomeadamente a
capacidade de mobilizar e trabalhar em equipas alargadas,
que facilitem a ativagéo de respostas céleres, informadas e
inovadoras.

O ECOSSISTEMA DA COMUNICAGAO EM SAUDE EM
PORTUGAL: ALGUMAS CONSIDERAGOES

Lideranga e comunicagado nas organizagées: duas fa-
ces da mesma moeda

Existe uma forte relagédo entre lideranga e comunica-
¢a0.3 A comunicacgdo é considerada uma competéncia fun-
damental para uma lideranga eficaz. As organizagdes mais
eficazes utilizam a comunicagdo como estratégia de apoio
a gestao.

Compete as equipas de comunicagdo das organiza-
¢Oes de saude o apoio de comunicagao nas suas diferentes
vertentes (institucional, em saude, de crise e de risco, em
emergéncias de saude publica), sendo esta fungéo trans-
versal a todas as atividades, nas suas diversas fases (pla-
neamento, desenvolvimento, implementagéo e avaliagio).

Da experiéncia das autoras, a lideranga nas organiza-
¢Oes de saude em Portugal segue por vezes um modelo
muito hierarquizado e que nao privilegia verdadeiramente
a comunicagao, encarando-a apenas como uma atividade
técnica de suporte, sem reconhecer a sua fungéo estra-
tégica de apoio & gestdo. E frequente os profissionais de
comunicagao nao estarem envolvidos desde o inicio dos
processos, sendo habitualmente chamados ‘a mesa’ ape-
nas no momento em que & necessario comunicar para o
exterior.

No contexto da pandemia de COVID-19, apenas dois
dos 68 membros da task-force de resposta criada pela Di-
recdo-Geral da Saude (DGS), sdo especialistas na area da
comunicagdo.*

Este € um problema antigo e cultural na lideranga das
organizagdes. Apesar do aparente crescimento do reco-
nhecimento da comunicagdo nas instituicdes de saude
em Portugal, evidenciado pelas recentes contratacdes de
profissionais desta area ou pela criagdo, pela primeira vez
em 2018, de uma Divisdo de Comunicagao e Relagdes Pu-
blicas na Diregdo-Geral da Saude,® continua a existir um
desconhecimento acerca do seu potencial estratégico.

Falta sistémica de investimento na comunicagdao em
saude

Ao longo dos ultimos 15 anos, as autoras observaram,
no ambito do seu percurso profissional, uma caréncia sis-
témica de investimento nas fungdes de comunicagdo em
muitas organizagdes de saude em Portugal. As equipas de
comunicagédo encontram-se muitas vezes subdimensiona-
das, desprovidas de orgamento préprio e dedicado para as
suas atividades, e nem sempre dispdem de tecnologias de
comunicagao sofisticadas.

As restricbes na contratagéo de recursos humanos na
administragdo publica constituem uma limitagdo ao recru-
tamento de especialistas em comunicagao. Apesar de ser

cada vez menos comum, existem ainda casos em que as
fungbes da comunicagdo sdo exercidas por técnicos sem
competéncias nesta area.

Adicionalmente, ndo existe, na administragdo publica,
um investimento consistente na atualizagdo dos conheci-
mentos em comunicagao dos profissionais. A Diregdo-Geral
da Qualificacdo dos Trabalhadores em Fun¢des Publicas
(INA) oferece um maddulo transversal de contetdos gene-
ralistas em ‘Comunicagao e Marketing’, adequado a profis-
sionais de outras areas, mas que nao serve o proposito de
uma atualizagao adequada nesta area de especialidade em
constante mutagao.

Equipas de comunicagdo em saude

Nos ultimos anos houve um aumento de contratacdes
de jornalistas para fungdes nas equipas de comunicagao
das instituicdes de saude, no setor publico. Estes profissio-
nais aliam o conhecimento sobre o funcionamento dos 6r-
gaos de comunicagdo social a compreensao tedrica e téc-
nica sobre o setor da saude, area onde se especializaram a
fazer jornalismo e estao aptos a descodificar o vocabulario,
conceitos e jargao técnico dos especialistas.

A assessoria de imprensa € um instrumento que medeia
a relagao entre as instituicdes e os 6rgaos de comunicagao
social, canais privilegiados para a comunicagdo massifica-
da com as suas audiéncias. Contudo, as fungdes de co-
municagado das instituigbes de saude tém de responder a
desafios mais amplos.

E necessario garantir que as equipas de comunicacdo
detém um conjunto de competéncias adequadas para de-
sempenhar eficazmente as suas fungbes. Com base no
acima exposto, no final do artigo é sugerida uma propos-
ta com as aptiddes que consideramos necessarias para a
constituicdo de uma massa critica para a comunicagédo em
saude (Tabela 1).

Estratégias de comunicagcdo em saude baseadas em
evidéncia

Autoridades governamentais e de saude de todo o mun-
do tém utilizado estratégias de comunicagdo com o objetivo
de informar, motivar e mobilizar a populagdo no combate a
pandemia. Portugal ndo foi excegédo. As autoridades tém
promovido, nas diferentes fases da pandemia, campanhas
de comunicagdo com o objetivo de informar e influenciar
comportamentos, que abrangem diversos temas, desde a
promoc¢ao da lavagem das méos e outros comportamentos
preventivos, a mobilizagdo da populagéo para a adeséo a
vacinagao.

Campanhas de mass media bem desenhadas, com
mensagens consistentes e implementadas com intensi-
dade suficiente, durante periodos de tempo sustentados,
podem contribuir para o aumento da literacia em saude,
influenciar atitudes e crengas e contribuir para a mudanga
de comportamentos,®” nomeadamente quando integradas
num conjunto mais vasto de intervengdes (disponibiliza-
¢ao de alcool-gel, apoios econdémicos para quem presta
assisténcia a familiares com COVID-19, ou a aplicagdo de
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Tabela 1 — Proposta de perfil para a massa critica de Comunicagdo em Saude

Atividade profissional

Assessor/ Consultor/ Técnico/ Diretor de Comunicagéo

Fungodes

Apoio de comunicagéo nas diferentes vertentes (institucional, em saude, de crise e de risco

em emergéncias de saude publica). Aconselhamento estratégico aos decisores.
Social listening, andlise e antecipacgdo de tendéncias.

Produgéo de conteudos.

Caracteristicas

Visédo de 360 graus das organizagbes com as quais colabora.

Elo de ligagao entre diferentes departamentos e stakeholders (internos e externos).
Capacidade para mobilizar (n&o influenciar) a participagao. Diplomacia.

Competéncias de comunicagao
e lideranca

Transparéncia e honestidade a comunicar.
Capacidade para gerir a incerteza e a complexidade.

Trabalhar em redes alargadas e colaborativas de stakeholders.
Autonomia para a tomada de deciséo.

Orientagao para resultados.
Storytelling.

Dominio de técnicas de monitorizagéo e avaliagdo.

Aptidoes pessoais
Etica e honestidade.
Agilidade de aprendizagem.
Aptiddes colaborativas.

Coragem, assertividade e resiliéncia.

Capacidade de resolugéo de problemas complexos de forma rapida e agil.

sangdes no caso de incumprimento em situagdes de alerta,
contingéncia ou calamidade decretadas pelo governo).

Apesar de estarem disponiveis meta analises e estudos
sobre a eficacia de intervengbes de comunicagdo em sau-
de, nomeadamente campanhas de mass media,® grande
parte das campanhas de comunicagédo em saude em Por-
tugal ndo sédo baseadas em evidéncia.

A utilizacao de estratégias de apelo ao medo, através
de imagens chocantes, por exemplo, ou a culpabilizagéo,
onde a mensagem é passada num tom acusatério, séo re-
gularmente adotadas por publicitarios nas campanhas de
saude publica, em especial rodoviarias e antitabagicas,
tendo sido igualmente utilizadas no ambito da COVID-19.°

No entanto, os efeitos destas estratégias estédo estuda-
dos e ha evidéncia que demonstra que a sua utilizagdo nao
€ a mais indicada no contexto da pandemia.'® Estratégias
de comunicagdo que promovem mecanismos cognitivos
e comportamentais para lidar com situagdes adversas, e
que estimulam a auto-eficacia - como a campanha da DGS
“Seja um agente de Saude Publica”- sdo consideradas mais
eficazes para a alteragdo de comportamentos em saude."

Adicionalmente, a utilizacdo de estratégias de inducéo
de medo e de culpabilizagao, além de eticamente questio-
navel,' cria resisténcias na relacdo entre as instituicdes e
os cidadaos, quando é especialmente importante reforcar a
confianca, com vista a colaboragao.'*'®

Finalmente, a implementacéo de intervengbes em sau-
de precisa de ser acompanhada de modelos de avaliagao
e monitorizagao. A auséncia de uma cultura de avaliagao
adequada, com métricas e indicadores, néo permite conhe-
cer a eficacia das agdes e campanhas de comunicagao.
Tal representa um problema adicional para a tomada de
decisdo baseada em dados (data-driven).

BOAS PRATICAS DE COMUNICAGAO EM SAUDE, SO-
BRETUDO EM TEMPOS DE PANDEMIA
Trabalho em rede

A comunicagédo em saude nao se faz apenas com pro-
fissionais de comunicacgéo. A definicdo de estratégias de
comunicagcao em saude eficazes compreende ndo s o
dominio de areas do conhecimento como a assessoria de
imprensa, comunicagao de crise, de risco, comunicagéo cli-
nica, de ciéncia, marketing social, literacia em saude,'® mas
pressupde também a articulagdo com outras disciplinas e
setores e o trabalho em rede com diferentes stakeholders,
0 que exige a negociagdo de diferentes pontos de vista.!”

Os stakeholders contribuem com capital intelectual, re-
cursos materiais, humanos e financeiros e ligagbes a redes
de contactos mais alargadas. Trabalhar em redes colabo-
rativas permite incluir maior diversidade de ideias e pers-
petivas nos processos de tomada de deciséo e contribui
para uma operacionalizagao mais eficiente das estratégias
de comunicagéo, ja que os stakeholders serao aliados na
execucao das agdes que eles proprios ajudaram a definir.

As autoridades responsaveis pela gestdo da pandemia
compete a lideranga deste processo, mas a qualidade des-
sa lideranca é determinada pela capacidade de trabalhar
em rede e comunicar, de forma eficaz, neste “ecossistema”
de diferentes atores, no ambito do qual é também funda-
mental envolver as populagdes e as comunidades.®

Assim sendo, a comunicagao, nestes processos, tem
de reunir alguns requisitos fundamentais: partir de um exer-
cicio de escuta, ser honesta, clara, igualitaria, diplomatica
e ndo-autoritaria ou ndo-coerciva. Follet definiu o conceito
da partilha de poder ndo-coerciva, defendendo que os lide-
res tém “poder com”, isto €, um poder que & desenvolvido
em conjuncgéo, e ndo “poder sobre” as equipas com quem
trabalham.'® Neste tipo de lideranca, os diferentes atores
criticos recrutados para uma determinada missdo sentam-
-se a mesa e debatem ideias, co-construindo solugbes em
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fungdo de objetivos e resultados partilhados.

A confianga no centro da comunicagao com o cidadao

Planear a comunicagdo, de forma estratégica, durante
uma pandemia envolve auscultar todos os envolvidos, defi-
nir objetivos, implementar de forma coordenada e participa-
da as intervengdes direcionadas para diferentes segmentos
e monitorizar e avaliar as atividades, procurando melhorar
a sensibilizagédo publica e influenciar os comportamentos,
antes, durante e depois da pandemia. ldealmente, este
planeamento devera comecar a ser estruturado, de forma
proativa, antes ainda da ocorréncia de uma emergéncia de
saude publica.

Contudo, a confianga dos cidadados nas organizagdes
de saude é o primeiro requisito para assegurar o0 suces-
so da comunicagao e, consequentemente, o cumprimento
das medidas de prevengao. Sem confianga, o planeamento
sera insuficiente. Segundo a Organizagdo Mundial da Sau-
de (OMS), ha trés pilares fundamentais para construir esta
relagdo de confianga com a populagdo numa emergéncia
de saude publica: comunicar o risco eficazmente, reconhe-
cer a incerteza e envolver as pessoas e as comunidades.?

Comunicar o risco e a incerteza

E necessario que as populagdes conhegam os riscos e
os comportamentos que devem adotar para se protegerem
e as suas familias, em contexto de pandemia. A comunica-
¢ao de risco consiste na troca de informagéo, recomenda-
cOes e opinides em tempo real entre especialistas, lideres
comunitarios ou autoridades e as pessoas em risco. Deve
ser precedida por uma auscultacdo das preocupacgdes e
necessidades dos cidadaos e procurar manter sempre ca-
nais de dialogo abertos.

As autoridades de salde devem reconhecer, de forma
transparente e honesta, a existéncia de incerteza associa-
da aos riscos (incluindo quando é necessario reportar in-
formagéo negativa, como o nimero de mortes) e assumir
0 que se sabe e ndo se sabe nas diferentes fases da pan-
demia. Esta comunicagéo dos riscos e da incerteza deve
ocorrer 0 mais precocemente possivel e ser realizada de
forma explicita, ndo contraditéria e clara, sem recorrer a
termos técnicos.?®

A literatura mostra que o recurso a narrativas (storyte-
lling) para explicar a incerteza cientifica melhora a com-
preensao, o interesse e o envolvimento dos publicos ndo
especializados.?'?> Muitos profissionais de saude e cientis-
tas resistem ao uso destas técnicas para comunicar resulta-
dos em ciéncia, pois acreditam que estao associadas a per-
da de rigor, sendo dificil traduzir a complexidade inerente a
ciéncia experimental para formatos narrativos.?®> Contudo,
as narrativas sado fundamentais para estabelecer ligagdes
entre conceitos cientificos, muitas vezes incompreensiveis
para as audiéncias, e as suas experiéncias de vida quoti-
diana.?' O recurso a metaforas, analogias ou comparacgdes
com riscos que sejam percetiveis para a populagdo pode
ser particularmente util para comunicar situagdes de risco
e incerteza, melhorando a compreenséo das mensagens e

proporcionando uma ligagdo emocional. A emogao funcio-
na como um atalho que facilita o processamento e a reten-
¢ao da informagao, bem como a melhor compreenséao dos
riscos envolvidos, motivando as pessoas para a agao de
forma mais efetiva.

O recurso a técnicas narrativas é ainda util para a apre-
sentacao de informagado numérica e estatistica complexa,
em particular junto de audiéncias com baixa literacia numé-
rica e em saude, que sdo significativas em Portugal.?"2224

Adicionalmente, na comunicagao de risco € essencial
assegurar a coordenagédo das mensagens a disseminar.
Para isso, as parcerias com os stakeholders, incluindo os
media, sdo fundamentais, possibilitando veicular mensa-
gens uniformes em canais diversos. Sé assim sera pos-
sivel minimizar a disseminagéo de informagao conflituante
entre diferentes porta-vozes.

Envolver as populagdes e as comunidades

Promover a participagdo das populagbes e as comu-
nidades nos processos de comunicagédo € essencial para
assegurar a sua colaboragao e a adequagao das medidas
aos seus diferentes contextos de vida. Para isso, é ne-
cessario identificar os parceiros e lideres comunitarios em
quem estas confiam, mobilizando-os e envolvendo-os nas
tomadas de decisdo."®

O envolvimento dos parceiros locais na definigdo das
medidas e mensagens a comunicar assegura o fluxo de in-
formagéao entre diversos setores e a diferentes niveis, bem
como a consisténcia da informagéo e a articulagéo entre os
porta-vozes, desde os primeiros momentos da pandemia.
Adicionalmente, promove uma cultura de co-responsabili-
zacgao entre todos os intervenientes e, caso seja necessa-
rio adotar mecanismos de corregao ou adicionar elementos
novos a comunicagéo, a resposta a essas necessidades
tendera a ser bastante mais rapida e conforme.

As mensagens tém de ser co-construidas com as co-
munidades, adaptadas aos seus contextos culturais e as
suas necessidades de informagao, e pré-testadas com au-
diéncias selecionadas. Devem igualmente ser revistas e al-
teradas sempre que necessario no decurso da evolugao da
pandemia. A informagéo deve ser veiculada com recurso
aos canais de comunicagao mais adequados, indo ter com
as pessoas onde estas se encontram e consomem infor-
magao.

O exemplo da infodemia em tempo de COVID-19

A Organizagdo Mundial de Saude afirmou, em feve-
reiro de 2020, que ndo estamos a combater apenas uma
pandemia mas também uma infodemia.?® A infodemia é a
superabundancia de informagao, online e offline, que pode
incluir desinformacgéo, ma informacgao, informacao falsa, ru-
mores e teorias da conspiragao, entre outros. Uma infode-
mia inclui tentativas deliberadas de disseminar informagao
incorreta para enfraquecer a resposta de saude publica e
promover agendas alternativas de determinados grupos ou
individuos. Em ultima analise, pode prejudicar a saude fi-
sica e mental e aumentar o estigma sobre determinados

Revista Cientifica da Ordem dos Médicos 701 www.actamedicaportuguesa.com

o
<L
<
=
z
i
14
o
(2]
<
=
14
o
4




1}

4
o
P
=
>
(2]
o
2L
m
3
>
(Y
>
o

Miranda D, et al. Linhas orientadoras para pensar, desenvolver e implementar a comunicagdo em saude em Portugal, Acta Med Port 2021 Oct;34(10):689-706

grupos.2®

A infodemia ndo € um fendomeno novo mas, na era di-
gital em que vivemos, dissemina-se em tempo real e abre
terreno para incertezas, impedindo os cidadaos de digerir
e analisar de forma critica a informagdo que consomem.
Além disso, episddios associados a COVID-19, como por
exemplo declaragbes oficiais utilizadas fora de contex-
to, podem comprometer a confianga nas autoridades de
saude.?” Ora, sendo a confianga o primeiro requisito para
assegurar o sucesso da comunicagao, a falta dela pode
refletir-se numa ndo adesdo das pessoas as medidas de
prevencado. Gerir a infodemia atual requer, portanto, uma
recuperacgao da confianga nas autoridades de saude (como
ministérios da saude) e nos seus lideres, mensagens e ca-
nais de informag&o.%

Por exemplo, as popula¢des jovens tém, historicamen-
te, baixos niveis de confianca nas autoridades.?® E, apesar
do seu menor risco de letalidade por COVID-19, tém um
elevado risco de propagar o virus. A sua motivacao para
adotar um comportamento preventivo dependera da con-
fiangca que depositam no canal ou no mensageiro que lhes
faca esse pedido.

O desafio de comunicar durante uma crise sanitaria e,
simultaneamente, de infodemia passa por conjugar a ver-
dade com a oportunidade. Por um lado, comunicar a evi-
déncia cientifica correta e promover a adogédo de compor-
tamentos preventivos. Por outro, reconhecer que aqueles
que propagam rumores e informagdes falsas ndo sentem a
necessidade de aceder a dados e rigor cientifico antes de o
fazer. Para preencher o vazio de respostas que as pessoas
legitimamente procuram, as autoridades de saude publica
tém de comunicar mais depressa.*® Caso contrario, o vazio
sera preenchido por desinformagéo.

Como vimos, o uso de estilos narrativos (storytelling)
e outras técnicas persuasivas podem ajudar a explicar o
risco e a incerteza cientifica, que sdo conceitos complexos,
pouco imaginativos e do ambito cognitivo. No caso da info-
demia, os rumores, o estigma e as teorias da conspiragéo

Tabela 2 — Proposta de perfil do Gestor de Infodemia

sdo também narrativas, de ambito emocional, que muitas
vezes se sobrepdem aos factos cientificos. Além disso, re-
ferir uma informacgao falsa, mesmo que seja para corrigi-la,
pode ter o efeito perverso de reforga-la.

Também na infodemia, a chave para a sua gestdo — e
aquilo que tem escasseado e levado a desinformagéo a
bom porto — é a cultura colaborativa. Ndo é suficiente co-
municar uma mensagem; € necessario desenvolver inter-
vengdes multidisciplinares e multisetoriais que envolvam
politica, sociedade civil, comunidades locais, individuos,
sistemas de saude, comunicagao social, empresas de tec-
nologia, ciéncias sociais, entre outros, que permitam equili-
brar a esperanca e a preocupacao.®! Por sua vez, este pro-
blema global sem precedentes exige solu¢des locais que
possam ser alavancadas por lideres comunitarios como
professores, padres, figuras publicas, cientistas, etc.

O reconhecimento de que a infodemia em contexto di-
gital € um fendmeno novo levou a OMS a liderar uma for-
magao a escala global®? que pretende justamente fomentar
a colaboragdo multidisciplinar nesta area, permitindo que
agentes de diversos setores e culturas tenham uma rede
internacional onde partilhar as suas experiéncias, conheci-
mento e solugdes locais.

Assume-se que é o0 acesso a informagéo que leva as
pessoas a adotar comportamentos saudaveis. Mas gerir
uma infodemia exige compreender, mais do que como a
informacao flui, os pensamentos e comportamentos das
pessoas. Também neste contexto, o cidadado deve estar no
centro de todas as intervengdes de gestdo de uma infode-
mia. Embora as redes sociais deem, muitas vezes, eco as
vozes mais ruidosas, estas ndo representam necessaria-
mente a maioria. Para compreendermos a diversidade de
percecgdes de risco e encontrarmos solugdes direcionadas,
é necessario auscultar a sociedade (social listening).*

Uma vez compreendidas as perceg¢des sociais, deve-
mos entdo levar a cabo a boa pratica de envolvimento das
populagdes no desenvolvimento das mensagens, chaman-
do a mesa da discussdo os seus destinatarios. Também

Atividade profissional

Gestor (ou equipa de gestao) de Infodemia

Fungoes

Promogao (ou recuperagao) de confianga nas autoridades de saude.

Envolvimento dos stakeholders dos diversos setores relevantes, sobretudo da sociedade civil.
Inoculacao, isto é, tornar as populagées resilientes a informacéao falsa.

Monitorizagéo de informagédo e de impacto das intervengdes.

Desconstrugao de desinformagéo em caso de perigo para a saude.

Caracteristicas Atitude democratica.

Capacidade para digerir evidéncia de multiplas disciplinas.
Capacidade para identificar oportunidades e agir proativamente num curtoespago de tempo.
Equilibrio entre a ciéncia e a agao.

Coeréncia.
Espirito colaborativo.
Gestao de projeto.

Competéncias de comunicagéao
e lideranga

Compromisso pela ciéncia e pelo bem comum.

Aptidoes pessoais Calma e proatividade.

Influéncia, acessibilidade e confianga.
Respeito por diferentes culturas.

Sentido civico.
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aqui encontramos boas praticas de lideranga, que passam
por uma escuta empatica das preocupagdes e duvidas
das pessoas e nao por uma abordagem normativa. Neste
contexto, é proposta no final do artigo a simula das carac-
teristicas especificas da pessoa ou equipa que gere uma
infodemia (Tabela 2).

RECOMENDAGOES PRATICAS

Face ao exposto, propomo-nos apresentar linhas orien-
tadoras para pensar, desenvolver e implementar a comuni-
cagdo em saude em Portugal, nomeadamente numa crise
sanitaria, sustentadas em principios de lideranga, cultura
colaborativa e confianga.

As recomendacdes que se seguem decorrem das boas
praticas e evidéncia existente em comunicagao, bem como
da experiéncia profissional das autoras.

e Quais sdo as aptidoes necessarias a constituicao
de uma massa critica de comunicagdao em saude?
Estas poderdo ser caracteristicas reunidas numa so6
pessoa - tipicamente na fungéo de diretor de comunicagéo
- ou de uma equipa interna ou alargada, no caso em que se
potenciam esforgos sinérgicos em rede com parceiros.

e Como constituir e gerir uma rede colaborativa de
stakeholders?

Implica adotar uma filosofia colaborativa e instituir pro-
cessos sistematicos para a resolugédo agil de problemas,
definindo objetivos, metas e responsabilidades. Neste mo-
delo, é necessario desagregar problemas complexos em
etapas criticas (por exemplo: cuidados intensivos, vacina-
¢ao, doentes crénicos, campanha de comunicagao, etc.),
para dar resposta aos varios desafios.

» Envolver stakeholders: |dentificar, 0 mais precoce-
mente possivel, os atores relevantes de varios seto-
res e disciplinas para, em conjunto com as autorida-
des de saude, co-criarem as solugdes necessarias.

* Acordar um ‘contrato social’: As normas e com-
portamentos esperados que devem nortear o pro-
cesso colaborativo (como a comunicagdo transpa-
rente, a integridade, a confidencialidade, a confian-
¢a, diferentes niveis de responsabilidade, etc.).

* Reunir stakeholders por etapa: Cada reunido tera
uma agenda concreta, com questdes especificas
para as quais se procuram solugdes. A documenta-
¢ao deve ser remetida com antecedéncia para per-
mitir refletir e envolver antecipadamente as redes
colaborativas.

* Dinamizar grupos de discussao: As reunides de-
vem iniciar-se em grande grupo, harmonizando em
conjunto os objetivos de trabalho e responsabilida-
des. Divide-se depois em sub-grupos de cinco par-
ticipantes, de modo a assegurar a efetiva participa-
¢ao. De regresso ao grande grupo, cada sub-grupo
apresenta os seus resultados para a obtengao de
feedback.

* Delinear projeto: Finalizadas as reunides, as pro-

postas tomam a forma de projeto, com tarefas e
responsabilidades bem definidas. Ao fim de cada
periodo de anadlise, a pessoa responsavel por cada
etapa deve reportar as respetivas equipas o que foi
alcangado, dificuldades sentidas, apoios a solicitar
e, se necessario, redefinir os compromissos para a
fase seguinte.

e Como fomentar a confianga na comunidade cienti-
fica, nos profissionais de saude e nas instituicoes de
saude?

A adogdo de comportamentos dependera da credibili-
dade percecionada das autoridades de saude que os de-
fendem. Para isso, € necessario promover (ou recuperar) a
confianga dessas autoridades, por sua vez alicergada por
uma estratégia de comunicagdo que cumpra os seguintes
requisitos:

* Falar com honestidade: Os cidaddos ndo cum-
prem normas ditadas por pessoas/instituicdes em
quem nao confiam e, por sua vez, ndo confiam em
pessoas que percecionam como sendo desonestas.

* Comunicar a incerteza: Quando um facto néo
é conhecido, deve assumir-se que ndo se sabe e
porqué; a literacia cientifica passa por explicar as
pessoas que a ciéncia € um processo e nao uma
verdade absoluta.

*  Comunicar atempadamente: Nao deixar pergun-
tas por responder, sob pena de essas lacunas se-
rem preenchidas por informacgao falsa.

¢ Melhorar as competéncias de comunicagao: In-
vestir nos curriculos de comunicagéo (clinica, media
training e ndo so6). Investir em equipas de comunica-
¢ao, e suas adequadas competéncias, nas institui-
coes.

* Envolver as comunidades: Ouvir as preocupacoes
e medos das pessoas com empatia, afinal, sdo os
seus comportamentos que queremos influenciar.
No caso do virus do Ebola, as equipas de controlo
da epidemia adaptaram os seus procedimentos de
segurancga € higiene de acordo com a cultura e cos-
tumes locais de pratica do luto.®®* As comunidades
que se sentem ouvidas confiardo mais facilmente
em quem as ouve.

e Como criar intervengdes de comunicagao em sautde
publica eficazes e adequadas a populagao?

* Escutar com empatia: Se conseguirmos colocar-
-nos no papel das pessoas com quem queremos co-
municar, desde o inicio do processo, conseguiremos
dar respostas mais adequadas as suas necessida-
des.

» Colocar as questdes certas: Se direcionarmos a
pergunta para respostas que pensamos saber de
antemao, arriscamo-nos a perder a oportunidade de
chegar as verdadeiras motivagbes das pessoas. Por
exemplo, antes de perguntar as pessoas se que-
rem tomar a vacina contra a COVID-19, devemos
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perguntar o que as preocupa e se ja tiveram
COVID-19.

Explicar os factos: Investir tempo em esclarecer
as comunidades pode resolver mal-entendidos.
Por exemplo, tal como foi imprescindivel treinar as
equipas de vacinacdo contra o Ebola a comunicar
risco, respeitar as crengas locais e responder as
duvidas das populagdes, no caso da vacina para a
COVID-19 devemos também ouvir as preocupagdes
das pessoas, explicar em que estado de desenvol-
vimento ou de distribuigdo € que se encontra, quem
lidera o processo, 0 seu grau de seguranca, etc.
Incluir técnicas narrativas: Formatos de comuni-
cagao informativos e estatisticos séo insuficientes
para transmitir informagao a populagéo e, em par-
ticular, influenciar comportamentos. Por exemplo,
0 recurso a técnicas narrativas permite explicar a
incerteza cientifica e melhorar a compreenséo e o
interesse dos publicos nao especializados.

Testar mensagens e materiais de comunicagao:
No desenvolvimento de mensagens e formatos des-
tinados aos cidadaos, é imprescindivel recrutar um
segmento dessa populagdo, ainda que pequeno,
ouvir a sua opinido e implementar melhorias em
conformidade.

e Como contribuir para o combate a infodemia

Em vez de ambicionarmos travar por completo uma in-
fodemia, devemos procurar “achatar a curva infodémica”,
desacelerando a propagag¢do de informagéo incorreta e
perigosa. O objetivo ndo é produzir mais informagéo, mas
abordar os fatores ambientais e sociais que facilitam a pro-
pagacgao de informagéo falsa. Algumas técnicas a adotar

sao:

Agregar stakeholders: Nao é possivel gerir uma
infodemia sem envolver todos os atores e setores
intervenientes, desde as entidades governamentais
as comunidades locais, passando por empresas de
tecnologia, cientistas de dados, epidemiologistas,
jornalistas, etc.

Desmistificar informagao falsa: Apenas quan-
do ela compromete a saude publica (por exemplo,
quando o entao Presidente dos Estados Unidos su-
geriu a injegdo intravenosa de desinfetante), se a
fonte de informagao é potencialmente credivel e se
se difunde muito depressa. Caso contrario, muitas
vezes a referéncia a mensagens falsas pode refor-
¢a-las, chegando a pessoas que, de outra forma,
nunca as teriam confrontado.

Adotar a ‘truth sandwich’. Ao desmistificar uma
informacao falsa, comegar e terminar com os factos
cientificos, de modo a reforga-los perante a mentira.
Inocular: Ao difundir a evidéncia cientifica e explicar
0s mecanismos por detras da infodemia, consegui-
mos tornar as comunidades mais resilientes peran-
te futuras ameagas informativas.

Atuar onde as pessoas estao: Os esforgos de de-

saceleracao da informagéo falsa devem ser feitos
nos mesmos canais onde ela é propagada e nao
necessariamente em canais “oficiais” que nao tém
a audiéncia mais relevante.

Preencher o vazio: Esclarecer as duvidas que
as pessoas tém antes que sejam respondidas por
fontes néo crediveis. Ao mesmo tempo, devemos
sensibilizar os meios de comunicagao social a que,
muitas vezes, se antecipam a evidéncia em prol do
interesse publico.

No seguimento da proposta de perfil para a massa cri-
tica de comunicagdo em saude (Tabela 1), apresentamos
um conjunto de aptiddes adicionais especificas dos profis-
sionais responsaveis pela gestédo de infodemia.

e Como avaliar o impacto da comunicagao?

Planear: Assegurar que cada intervengdo tem um
enquadramento de avaliagdo das agbes de comu-
nicagao, para garantir a recolha de informagéo que
permita monitorizar e analisar outcomes (resulta-
dos) e outputs (atividades desenvolvidas para atin-
gir os resultados).

Ver o que ja foi feito (benchmark): Para definir
0 sucesso das agdes de comunicagao, ha que ter
pontos de comparagéo. A ndo ser que se esteja a
implementar algo totalmente inovador e ndo haja
comparagao possivel, € sempre viavel consultar re-
sultados de ag¢des semelhantes no passado. Saber
0 que outros fizeram e como fizeram pode também
ser muito util para saber o que melhor resulta e/ou
evitar cometer os mesmos erros.

Ter dados baseline: Para saber se a comunicagao
teve impacto, é necessario saber como era o con-
texto antes da intervencgao. E impossivel avaliar sem
ter dados baseline.

Definir objetivos de comunicagao: “De que forma
pode a comunicagado contribuir para os objetivos
estratégicos?” é a pergunta a fazer para definir os
objetivos de comunicacdo. E importante definir ob-
jetivos SMART (specific, measurable, achievable,
relevant, timebound) e, para cada objetivo de comu-
nicacao, encontrar indicadores apropriados.

Saber o que medir: Os indicadores de comunica-
¢ao sao estabelecidos na fase de planeamento das
intervengbes e devem refletir os diferentes niveis da
acdo de comunicagéo (atividades planeadas, ou-
tputs e outcomes expectaveis), o publico-alvo, a sua
dimensao e os canais de comunicagao.

Ser pragmatico: Devera procurar-se um equilibrio
entre o que é ideal medir e ajustar e o0 que é exequi-
vel. Por outro lado, deve evitar-se avaliar somente o
que é facil e conveniente.

CONCLUSAO

A pandemia de COVID-19 é, em muitos aspetos, um fe-
némeno sem precedentes em todo o mundo. Assistimos a
uma aprendizagem continua em contexto de incerteza para
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governos, comunidade cientifica e cidaddos. No entanto,
existe ja muita evidéncia sobre o que € e nio é eficaz e o
que é necessario para implementar solugdes com impacto.
Langamos assim uma last call to collaboration, uma ulti-
ma chamada para que colaboremos verdadeiramente, com
confianga e sob uma lideranga eficaz. Pretendemos acima
de tudo apontar passos concretos para implementar solu-
¢Oes, capacitar instituicdes e profissionais, colocar a evi-
déncia em pratica e aprender com 0s SUCESSOS € 0S erros
para estarmos melhor equipados para futuros desafios.

CONTRIBUTO DOS AUTORES

DM: Contribuigéo intelectual direta no desenho, reda-
¢ao e revisao do artigo, com especial enfoque no desenvol-
vimento do exemplo da tematica da infodemia em tempos
de COVID-19. Apreciacao final e selecao das principais
mensagens para a conclusao.
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Scientific Production on Suicide by Ibero-American
Authors During the COVID-19 Pandemic

Producao Cientifica Sobre Suicidio por Autores Ibero-
Americanos Durante a Pandemia por COVID-19

Keywords: COVID-19; Pandemics; Publishing; South America;
Suicide; West Indies
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Pandemia; Publicagéo; Suicidio

Dear Editor,

We read with interest the article “The Impact of the CO-
VID-19 Pandemic on Children’s Health in Portugal: The
Parental Perspective”, by Poppe M. et al, which aimed to
describe the impact of the pandemic on the health, well-
being, and access to medical care of children in Portugal.
In this article, parents reported being concerned about the
psychological, social and physical consequences that the
pandemic could have on their children.” Knowing the con-
sequences of confinement during the pandemic is essential
in order to be able to adopt countermeasures,? consider-
ing that confinement has caused mental health problems
in children and adolescents, such as the risk of suicide.®
Therefore, developing research in this area contributes to
the promotion of coping, resilience and increased access to
mental health services in children and adolescents* as well
as in the general population.

We conducted a retrospective study where we ex-
amined published articles on suicide during the covid-19
pandemic that were indexed in the Scopus database and
whose authors were affiliated with Ibero-American institu-
tions. The search included all articles published and in-
dexed from January 2020 to April 2021 in the fields Article
Title, Abstract, Keywords, using the following words as
search terms: “suicide” OR “suicide ideation” OR “suicide
attempts” OR “suicide epidemiology” OR “suicide risk fac-
tor” OR “suicide assessment” OR “suicide treatment” and its
relation with the terms “2019-nCoV” OR “SARS-CoV-2” OR

“2019 novel coronavirus” OR “COVID-19” OR “Coronavirus
disease 2019”. We found 44 articles, including four types
of articles: Research papers (63.64%), Reviews (27.27%),
Letters to the Editor (4.55%), and Editorials (4.55%). The
Ibero-American scientific production on suicide continues to
increase; Spain is the country that contributes with the high-
est production, representing 29.55% of the Ibero-American
production, followed by Mexico, Brazil and Portugal. Coun-
tries such as Puerto Rico, Dominican Republic, Argentina,
and Chile have only one publication (Table 1).

In conclusion, there is lack of research on suicide dur-
ing the covid-19 pandemic in Ibero-America, with most of it
focused on a few Latin-American countries such as Brazil
and Mexico, or in European countries such as Spain and
Portugal. These countries could contribute to the reduction
of the research gap on suicide if they provide research train-
ing to other countries in Ibero-America and are committed
to developing collaborative projects.
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of the final version of the paper.
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Table 1 — Percentage of distribution of scientific production on suicide during the COVID-19 pandemic in Ibero-American countries

2021
%

Spain 6 13.64
Mexico 2 4.55
Brazil 2 4.55
Portugal 4 9.09
Colombia 2 4.55
Ecuador 1 2.27
Peru 1 2.27
Puerto Rico 0 0.00
Dominican Republic 1 2.27
Argentina 1 2.27
Chile 0 0.00

n

7 15.91 13 29.55
6 13.64 8 18.18
5 11.36 7 15.91
0 0.00 4 9.09
1 2.27 3 6.82
2 4.55 3 6.82
1 2.27 2 4.55
1 2.27 1 2.27
0 0.00 1 2.27
0 0.00 1 2.27
1 2.27 1 2.27
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Cancellation on the Day of Surgery in an Ambulatory
Setting Due to Patient Factors: A Preliminary Study

Cancelamento no Préprio Dia em Cirurgia de
Ambulatério Devido a Fatores Relacionados com o
Doente: Um Estudo Preliminar

Keywords: Ambulatory Surgical Procedures; Appointments and
Schedules; Health Management

Palavras-chave: Agendamento de Consultas; Gestao em Saulde;
Procedimentos Cirurgicos Ambulatérios

Cancellations on the day of surgery cause a heavy bur-
den for patients and pose a significant setback to health-
care systems."? Just like for inpatient care, the cancella-
tions in ambulatory surgery also contribute negatively for
patients and healthcare systems. The literature is, however,
quite scarce concerning the parameters that are associated
with missing a surgery in the ambulatory setting."? Some of
these cancellations are due to patient factors and frequently
limit the enrolment of a new patient due to logistic and clini-
cal constraints. Available surgical periods are thus lost."?

We carried out a preliminary study at our hospital. We
analysed a total of 19781 patients enrolled for elective day-
case surgery in 2018, from which 1253 (6.33%) made a
cancellation on their intended day of surgery (due to patient
factors, the most prevalent being ‘change in patient status’
(33.04%; n = 414), ‘missing surgery with a plausible reason’
(28.01%; n = 351) and ‘missing surgery without a plausible
reason’ (20.67%; n = 259). These numbers are in agree-
ment with data from the literature.®

Patients residing closer to the hospital (under 10 km)
were more likely to have cancellations than those residing
more than 10 km away (36.7% vs 3.7% X2, p < 0.05). This

could be because patients residing closer to the hospital
have easier access to the hospital and may therefore be
less reluctant in cancelling/postponing a surgical procedure.

Moreover, patients aged 65 years old and over had a
higher cancellation rate (7.5% vs 5.3% ¥, p < 0.05). Pa-
tients of older age groups commonly have more comorbidi-
ties, increased limitations, and constraints in individual mo-
bility. These factors may hinder the adequate completion of
the process towards surgical treatment.

Finally, patients without a prior pre-operative medi-
cal appointment might have a higher likelihood of same
day cancellation (those who cancelled were less likely to
have had aa pre-operative medical appointment (5.8% vs
14.01% X2, p < 0.05). This suggests that, apart from what we
already know, namely that attending the preoperative medi-
cal appointment is associated with a reduced likelihood of
cancellation, patients without a prior pre-operative medical
appointment regardless of the reason, might have a higher
likelihood of same day cancellation in ambulatory surgery.*5

These initial results of our study are valuable as a pre-
liminary assessment that could lead to the possible devel-
opment of algorithms aimed at anticipating the cancellation
of a given patient. A risk prediction tool aimed at identifying
with a high degree of accuracy those with a higher likeli-
hood of cancellation on the same day could be developed,
which would enable the enrolment of a replacement in case
of effective cancellation. Such an approach could allow fast-
er treatment for patients while also optimizing healthcare
resources.
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Benzodiazepine Use in Portugal: Revisiting the Stars
of Liege Model

Uso de Benzodiazepinas em Portugal: Revisitando o
Modelo das Estrelas de Liege
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Dear Editor,

We read a recent article in your journal regarding the
use of benzodiazepines in Portugal.” According to the au-
thors, only eleven different benzodiazepine types were pre-
scribed to patients.

We were surprised that not a single patient was being
prescribed with any of the other nine types of benzodiaz-
epines which are still commercially available in Portugal.?
We also wondered about the other five types of benzodi-
azepines which have been withdrawn from the market
in Portugal.® It is not clear how the authors excluded the
present and past abuse of these particular substances. We
were also surprised to see that patients had not carried out
urine or blood tests to confirm the drug use. What a patient
tells us in a questionnaire is always some kind of subjec-

tive information that should, whenever possible, be cross-
checked with objective information.

The article discussion missed the important issue of the
LOT benzodiazepines: lorazepam, oxazepam and temaze-
pam. Another useful mnemonic for these molecules would
be OTL: other than liver. These three drugs have no active
metabolites after hepatic conjugation, and therefore present
minimally affected half-lives in patients with liver disease,*
e.g., hepatic cirrhosis due to alcohol and/or chronic viral in-
fection.

Last, but not least, we would like to remind the stars of
Lieége model,® which has been used for decades for the pur-
poses of psychopharmacological comparison among the
different types of benzodiazepines. We recently adapted
this classic visual model where each of the five arms of a
pentagram star corresponds to a different psychopharma-
cological characteristic, e.g., somatic anxiolytic, psychic
anxiolytic, antiepileptic, myorelaxant and hypnotic (Fig. 1).
With this zero (null) to five (very powerful) scale, clinical re-
searchers are thus able to classify any benzodiazepine with
an intrinsically unique signature. Although we were quite
disappointed for not finding a citation of this model in the
aforementioned article, we would like to share it with the
readers, hoping that it will help them in their clinical practice.
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Stars of Liege model
(a psychopharmacological signature for every benzodiazepine)

somatic anxiolytic

hypnotic

myorelaxant

0 = null effect... 5 = very powerfull effect

psychic anxiolytic

antiepileptic

Figure 1 — Stars of Liége model: a psychopharmacological signature for every benzodiazepine

(adapted from Cloos and Bocquet, 2013)
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To How Much Noise Are We Exposing Hospitalized
Elderly Patients During Sleep?

A Quanto Ruido Expomos os Idosos Hospitalizados
Durante o Sono?
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Dear Editor,

Insomnia is a frequent problem in hospitalized patients,
particularly in the elderly. This is due to several factors and
some of which are potentially changeable, such as night-
time noise." The World Health Organization recommends
that nighttime noise levels in a ward should not exceed 30

A Nighttime recording (1 am to 7 am)

<
o
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]
2
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z

dB LAEq (average levels) and 40 dB LAmax (maximum
levels) at night.?2 However, several studies show that hos-
pitalized patients are exposed to higher noise levels than
recommended,** which leads to worse sleep quality and,
consequently, an increasing number of health complications
- greater use of hypnotic / sedative medication, prolonged
hospital length of stay, less ability for rehabilitation or re-
covery from acute illness.? Some studies suggest that staff
noise is the major source of noise, and that many staff and
machine noise events could be mitigated or eliminated.*
We performed an exploratory study in order to evalu-
ate the effect of nighttime noise using a smartphone app
(Apple iOS, Decibel X)? in the ward hallway. After six hours
of recording (from 1am to 7am) we found Leq 51.8 dB

B 24-hour recording (day and night)

Figure 1 — (A): Average nighttime noise (from 1 am to 7 am); (B): Average 24-hour noise (from 9 am to 9 am of the next day).
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(LAmin 27 dB and LAmax 85.4 dB) — Fig. 1A. The 24-hour
recording (from 9 am to 9 am of the next day) found a Leq
60.6 dB (LA min 27.2 dB and LAmax 102.0 dB) — Fig. 1B.
Ethics approval was not required for this study, since no
personal information was collected.

The recording of 24-hour noise shows a substantial
reduction from daytime to nighttime noise; however, this
also highlights that there is substantial daytime noise in the
ward, which is potentially uncomfortable and inadequate to
an elderly patient with acute medical iliness. As for daytime
noise, the World Health Organization recommends that the
LAeq level should not exceed 35 dB in most rooms in which
patients are being treated.

Although these results are exploratory and preliminary,
they do suggest that daytime and nighttime noise and its
consequences in patient health should be further studied,
and awareness should be raised to this potential problem.

We consider that educational sessions could reduce
daytime and nighttime noise and improve sleep quality
among hospitalized patients. Therefore, we intend to evalu-
ate the effectiveness of a protocol for non-pharmacological
treatment of insomnia, which includes nighttime noise re-
duction.

The present project expects to have immediate effects
in terms of improving health care provided to hospitalized
patients, mostly elderly, where the improvement in sleep
quality has multiple benefits. This could be the first step of a
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larger project focused on an ‘elder-friendly hospital’, where
it is essential to raise awareness to this and other geriatric
problems among healthcare professionals.
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Stigma among Physicians Towards Patients with
Mental Health Disorders

Estigma em Relagdo aos Doentes Mentais pelos
Médicos
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Dear Editor,
Recently, an interesting study regarding stigma towards mental

health in medical students' raised an important question that should
be the subject of extended discussion within the medical commu-
nity — Psychiatric stigma in healthcare providers and, particularly,
medical professionals. A study led by the Canadian Psychiatric As-
sociation showed that 79% of medical providers reported a first-
hand experience of discrimination against psychiatric patients and
53% reported that they observed other medical collegues discrimi-
nating these patients.? These numbers demonstrate the magnitude
of this problem. Stigmatization, defined as a “process wherein a
condition or an aspect of a person is linked to some pervasive di-
mension of the target person’s identity” or “a mark of disgrace or
discredit that sets a person aside from other™ leads to prejudice
and discrimination and inevitable negative attitudes or behaviors
towards mental health patients. These negative tendencies worsen
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their global prognosis.

Although stigma towards mental health is a common problem
across society, it should not be seen as a minor issue or even be
tolerated as far as healthcare professionals are concerned be-
cause it increases barriers to accessing care and recovery, leads
to delays in help-seeking, unsatisfactory therapeutic relationships,
treatment abandonment and decreases the quality of mental and
physical care of these patients.? Moreover, stigmatization within the
medical profession may affect not only patients but also colleagues
who have some mental disorder which ends up undermining the
work environment and productivity,? and, ultimately, affects patient
care.

Previous literature addressing mental health stigma in medical
students has shown disparities regarding the effect of Psychiatric
education in stigma, either reducing* or increasing it.> However,
medical training could be an important opportunity to put in place
specific interventions to reduce stigma in those who will have such
direct contact with people suffering from mental disorders or ex-
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periencing vulnerable periods of their lives. Other strategies have
also been suggested as being effective in reducing stigma such
as teaching skills to deal with psychiatric patients, listening to tes-
timonies of patients and their healthcare experiences, specific in-
terventions to address unconscious biases and false beliefs, or by
reinforcing how all healthcare providers may contribute to recovery
from a mental disorder.?

More studies are needed to allow us to draw a clear picture
concerning the dimension of this problem. However, evidence
points to an imperative need of implementing specific strategies to
reduce stigma in healthcare settings.
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Gestdo de um Banco de Sangue Portugués Durante a
Pandemia COVID-19

Management of a Portuguese Blood Bank During the
COVID-19 Pandemic
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Caro Editor,

A pandemia de COVID-19 colocou desafios na gestao
das reservas nos bancos de sangue a nivel global.! Em
Portugal, o maior banco de sangue hospitalar portugués, o
Banco de Sangue Sao Jodo (BSSJ),? sofreu, em margo de
2020, uma reducado em 30% do numero total de dadivas,
provocando um risco iminente de escassez de componen-
tes sanguineos.

Perante esta reducao abrupta de dadivas, foi colocado
em marcha um plano de contingéncia, que incluiu medidas
como o apelo a dadiva através das plataformas digitais;
o estimulo para o trabalho em equipa; o reforgo do con-

tacto com os médicos responsaveis pelos pedidos trans-
fusionais e o incentivo a utilizagdo de medidas incluidas
no Patient Blood Management (PBM - conjunto de inter-
vengdes médicas e cirurgicas com o objetivo de conser-
var e otimizar o proprio sangue dos doentes, corrigindo os
principais fatores causais para a utilizagéo de transfuséo).
A gestdo dos componentes plaquetarios, mais pereciveis,
constituiu um enorme desafio em termos de autossuficién-
cia do BSSJ. Assim, reforgou-se o contacto com os dadores
de plaquetas, que receberam um telefonema do BSSJ na
semana anterior & dadiva agendada, em que eram escla-
recidos eventuais receios relacionados com a deslocacao
ao hospital. Esta medida permitiu um aumento de 16,8%
do nimero de dadivas de plaquetas por aférese em 2020,
contrariamente ao numero de dadivas de sangue total, que
sofreu uma redugdo de 10,3%. Na Tabela 1, encontram-
-se descritas todas as medidas implementadas pelo BSSJ
no periodo pandémico, em consonancia com a evidéncia
relativa a importancia da utilizagdo de equipamento de
protegdo individual® e ao risco de transmissdo do virus
SARS-CoV-2 por transfusdo.*

Apesar da diminuicdo de dadivas, as necessidades
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Tabela 1 — Resumo das medidas implementadas pelo Banco de Sangue Sao Jodo (BSSJ), com o objetivo de manter reservas de
componentes sanguineas adequadas durante a pandemia por COVID-19.

Objetivo

Recomendacgodes gerais

Plano de agao

Protecao dos
profissionais de

saude e dos dadores

Seguranca dos
componentes
sanguineos
produzidos

Recrutamento de
dadores

Manutencgao

do stock dos
componentes
sanguineos mais
pereciveis

Otimizacao da
gestao do stock
de componentes
sanguineos

Utilizacao de equipamento de protegéo individual
pelos dadores de sangue e profissionais de
saude; manutengao do distanciamento social;
monitorizagdo de sinais e sintomas relacionados
com COVID-19 nos dadores e profissionais de
saude; desinfecao de superficies com solugdes
adequadas.

Atualmente, ndo existe qualquer caso reportado
de transmissdo do virus SARS-CoV-2 por
transfusao; as recomendagdes a nivel nacional e
internacional indicam a suspensao temporaria de
dadores com sintomas compativeis com infecdo
por SARS-CoV-2, com teste positivo para SARS-
CoV-2 ou com contacto proximo com um caso
confirmado de COVID-19.

A informacéo do dador sobre a ocorréncia

de infecdo por COVID-19 confirmada ou
provavel nos 14 dias apds a dadiva de sangue
deve desencadear o processo de retirada

dos componentes sanguineos. Caso tenham
sido transfundidos, deve ser investigada

a possibilidade de transmissao através da
transfusao.

Os dadores de sangue habitualmente respondem
a apelos difundidos pelos meios de comunicagéo
social ou através de mensagens individuais de
incentivo a dadiva.

Os componentes plaquetarios tém um prazo de
validade curto e os cancelamentos das dadivas
agendadas traduzem-se na flutuagéo dos niveis
de stock destes componentes.

As necessidades transfusionais de um hospital
central sao dificeis de prever e dependem das
diferentes fases da pandemia COVID-19.

Criagao de uma equipa médica dedicada em
exclusivo a consulta pré-dadiva

Implementacao de medidas higiénico-sanitarias
de prevencao do contagio nas instalacées do BSSJ
Monitorizagado de temperatura corporal de
dadores de sangue e profissionais de saude a
entrada das instalagdes do BSSJ.

Divulgacao do plano de agao em caso de
detecéo de individuo com sintomas compativeis
com a infecdo por SARS-CoV-2.

Intensificagdo de procedimentos na consulta
pré-dadiva, incluindo questdes sobre sintomas
relacionados com a infegéo, tais como febre, tosse,
diarreia, rinorreia, mialgias, anosmia, contacto
proximo com doentes SARS-CoV-2 positivo.
Reforgo da informagéo sobre a importancia

da comunicagao pés-dadiva e realizacdo do
processo de look-back aos recetores das dadivas
provenientes de dadores que informaram teste
positivo ou infegéo confirmada ou provavel dentro
de 14 dias apos dadiva.

Desenvolvimento de um plano de comunicagao
dirigida aos dadores de sangue- através das redes
sociais, meios de comunicagao social, mensagens
escritas telefénicas (SMS), carta e correio
eletronico.

Contacto do médico ao dador na semana
anterior ao agendamento previsto para
tranquilizagéo do dador e breve questionario sobre
sinais/sintomas relacionados com COVID-19 de
forma a evitar/substituir os cancelamentos.
Criagao de outros periodos de agendamento
para a realizagéo de dadivas de plaquetas por
aférese.

Desenvolvimento de ferramentas informaticas
para monitorizacao diaria e dindmica do numero de
unidades de componentes sanguineos em reserva
e consumos transfusionais.

Reforgo do cumprimento da politica restritiva
nos critérios de transfusao, com recurso ao
Patient Blood Management e a intensificagcdo do
contacto com os médicos responsaveis pelos
pedidos transfusionais.

transfusionais do Centro Hospitalar Universitario de Sao
Jodo (CHUSJ) foram satisfeitas. O consumo de compo-
nentes sanguineos foi reduzido, principalmente pela sus-
pensdo da atividade cirdrgica programada no segundo tri-
mestre de 2020 e pela diminuigdo do afluxo ao Servigo de
Urgéncia. De facto, segundo o Portal da Transparéncia do
Servigo Nacional de Saude e comparando com o ano de
2019, em 2020, o total de episddios de urgéncia no CHUSJ
reduziu-se em 19,4%. Por outro lado, foi necessario aten-

der a um maior consumo, especialmente de concentrados
eritrocitarios, pelos doentes internados nos cuidados in-
tensivos e com tratamento com técnica de oxigenagéo por
membrana extracorporal e ainda assegurar as necessida-
des transfusionais diarias dos doentes oncolégicos.
Contrariar o receio dos dadores de sangue de serem
infetados na deslocagdo ao BSSJ, revelou-se o maior de-
safio na gestdo das reservas de sangue. Os profissionais
de saude envolvidos em todo o processo da dadiva foram
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os responsaveis pelo éxito da tranquilizagao dos dadores e
compreensao de que a sua dadiva, naquele momento mais
do que nunca, salvava vidas.
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DCL: Aquisigdo e analise dos dados, concegéo inicial
do artigo, aprovagao e responsabilizagao pela versao final.
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dados, revisao critica do trabalho, aprovagao e responsabi-
lizagdo pela versao final.
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Profilaxia do Tromboembolismo Venoso nos Doentes
Psiquiatricos Internados

Prophylaxis of Venous Thromboembolism in
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Keywords: Primary Prevention; Pulmonary Embolism; Psychiatric
Department Hospital; Venous Thromboembolism

Caro editor,

Em 2016 foi publicado nesta revista o artigo “Causas
de Morte numa Unidade de Internamento de Agudos de
Psiquiatria de um Hospital Geral Portugués”, que concluiu
que o tromboembolismo pulmonar foi a principal causa de
morte no internamento psiquiatrico do Hospital Fernando
Fonseca no periodo analisado de 1998 a 2013."

Este estudo alertou-nos para a problematica do trom-
boembolismo venoso (TEV) nos doentes psiquiatricos in-
ternados, sobre a qual gostariamos de tecer algumas con-
sideragdes.

De facto, estes resultados vém de encontro com a evi-
déncia existente de que o TEV, nas suas principais formas

de apresentagdo: trombose venosa profunda (TVP) e o
tromboembolismo pulmonar (TEP), constitui uma das com-
plicagdes mais frequentes no internamento hospitalar.?

Simultaneamente, apesar de os pacientes psiquiatri-
cos internados manterem geralmente bons niveis de mo-
bilidade, esta pode ser facilmente condicionada, dado que
0s pacientes apresentam frequentemente fatores de risco
que os tornam particularmente vulneraveis a ocorréncia
do TEV, tais como a idade avangada, elevada prevaléncia
de comorbilidades médicas, necessidade frequente de se-
dagdo ou de recurso a contencgéo fisica, catatonia, uso de
antipsicoticos, dificuldades de comunicagao e/ou atribuicao
comum dos sintomas fisicos a causas psicossomaticas.>*

No entanto, a tromboprofilaxia farmacoldgica (uso de
anticoagulantes como a enoxaparina) e/ou mecanica (ex.
meias elasticas compressivas), abordagem comprovada-
mente segura e custo-efetiva, nem sempre é efetuada de
forma adequada nos internamentos psiquiatricos, com pre-
juizos para os doentes e hospitais.?

Atentos a pertinéncia desta problematica, os autores
das guidelines do National Institute for Health and Care
Excellence (NICE), publicadas em 2018, incluem uma sec-
¢ao especifica para os doentes psiquiatricos internados e
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recomendam que todos sejam submetidos a uma avaliacao
de risco para o TEV na admisséo e ao longo do internamen-
to sempre que a sua situagao clinica se alterar.®

Menos clara é a forma como esta avaliagdo de risco
deve ser realizada.?* De facto, alguns autores tém tentado
desenvolver ferramentas de avaliagdo de risco adaptadas
para este subgrupo de doentes.* Contudo, ainda nio exis-
te nenhuma que esteja formalmente validada nesta popu-
lagdo, pelo que destacamos a necessidade de seguir as
ferramentas de avaliagdo de risco e as diretrizes médicas
gerais atualmente disponiveis, tais como as do NICE,® ten-
do em consideragao as suas potenciais limitagdes para que
possam ser previstas e devidamente acauteladas.?*

Perante o exposto, alertamos para necessidade de os
servicos de psiquiatria desenvolverem e implementarem
programas de tromboprofilaxia locais, com vista a garantir
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