
SMALLPOX CLINICAL PATHWAY (Updated 06/03/02)
(CONFIRMED SMALLPOX CASE(S) PREVIOUSLY REPORTED)

SUMC Bioterrorism & Emergency Preparedness Task Force
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omplete triage using Smallpox Screening Questions and Examination
llpox  or  fever/malaise  or new rash/oral lesions?
IN THE SETTING OF ANY CONFIRMED SMALLPOX CASE, THE FOLLOWING WILL HAVE BEEN SET-UP:
ave been converted into a Dedicated Type C Facility with an Assessment Area and Ward with a Triage Area adjacent to G1/H1

ted health care workers will be staffing the G1/H1 Ward, Assessment Area, and Triage Area and each will have been given smallpox vaccine from CDC; each
ing a fitted N-95 mask (call EH&S 723-8143 if you have not been fit tested) or Powered Air Purified Respirator (PAPR), disposable yellow gown or Tyvek
oves, goggles, hair cover, and shoe covers (See Infection Control Precautions for Suspected Bioterrorism Agent Disease)
ntry into the hospital buildings will have been implemented including signs directing all patients who have any rash or known exposure to smallpox to the
 adjacent toG1/H1
l tracking for smallpox cases by the SUMC Infection Control Department using Guide A:  Form 7 – Smallpox Hospital Surveillance Daily Tracking from the
 Smallpox Response Plan and Guidelines
ce Announcements will have been made directing persons with suspected smallpox to designated smallpox sites within the Santa Clara County
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Early smallpox sx without rash in pt with
known/credible exposure?

• Fever, chills, malaise, prostration, headache,
backache, abdominal pain, vomiting, delirium

   YES       NO
 Consult Dermatology Resident & Attending STAT  Call Operator 723-6661
 Consult ID Fellow & Attending STAT  Call Operator 723-6661

Smallpox Ruled Out by Dermatology and Infectious Diseases Teams?
   YES     YES     NO
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Petechiae, hemorrhage (hemorrhagic smallpox)
Persistently flat lesions (malignant smallpox)
Confluent lesions
Other reasons based on clinical judgment
 and notify Infection Control  Page 16167 (adult) or18503 (peds)
 to pt

vide each with it within a few days if exposure deemed significant
a negative pressure room (if one is not available, then admit to a
on as possible); if admission is not warranted, treat and arrange

Reassure;
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judgment

           YES   NOntine if mandated by the SCCPHD)

. Poutanen, MD, MPH (SCCPHD = Santa Clara County Public Health Dept.)

infectioncontrolprecautions.pdf
http://www.bt.cdc.gov/DocumentsApp/Smallpox/RPG/guideA/guide-a-form-7.pdf
http://www.bt.cdc.gov/DocumentsApp/Smallpox/RPG/index.asp
btexposepidemtrackform.pdf
smallpoxhomecare.pdf
specimencollectionsuspectedbt.pdf
smallpoxfaq.pdf
btexposepidemtrackform.pdf
smallpoxpossibleinfosheet.pdf
btexposepidemtrackform.pdf
screeningCardRevised.pdf


Examples of Early Smallpox Rashes and Enanthems

A. Erythematous prodromal rash*on the upper arm, near the sites of vaccination performed 8 days earlier but sparing
the skin immediately adjacent to the vaccination lesions.
(Reprinted from: Fenner F, DA Henderson, I Arita, et al. Smallpox and its Eradication. Geneva: WHO, 1988.)

B. Measles-like prodromal rash* on the lateral side of the trunk on the 4th day of illness.
(Reprinted from: Fenner F, DA Henderson, I Arita, et al. Smallpox and its Eradication. Geneva: WHO, 1988.)

C. The enanthem.  Lesions occur throughout the oropharynx and in the nasal cavity, as well as on the tongue.  The
lesions on the palate are usually smaller than those on the posterior pharyngeal wall and tonsil.
(Reprinted from: Uchida M. Atlas of the Acute Infectious Diseases. Volume 2. Smallpox. Tokyo: Kanchara Shuppan, 1955 [Japanese].)

   * The prodromal rashes are best seen in fair-skinned persons and are more common in those previously vaccinated.

              A          B                     C

Appearance and Distribution of Established Smallpox Rash

APPEARANCE

Typical established smallpox rash at days 3, 5, and 7 of
evolution.  Smallpox lesions are denser on the face and
extremities than on the trunk; they appear on the palms of the
hand; and they are similar in appearance to each other. They
progress from macules to papules to pustules to scabs.
(Reprinted from: http://jama.ama-assn.org/issues/v281n22/fig_tab/jst90000_f2.html)

     Day 3         Day 5 Day 7
DISTRIBUTION
Typical centrifugal distribution of
established smallpox rash

http://jama.ama-assn.org/issues/v281n22/fig_tab/jst90000_f2.html


Comparison of Smallpox to Chickenpox
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nlike chickenpox lesions, smallpox lesions are denser on the face and extremities
an on the trunk; they appear on the palms of the hand and soles of the feet; and they
e similar in appearance to each other. In chickenpox, one would expect to see, in
y area, macules, papules, pustules, and lesions with scabs.

B: Children vaccinated for chickenpox may still develop chickenpox although it
 usually only a mild infection with minimal number of lesions.


