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Background: Virus-associated respiratory infections are in the spotlight with the emergence of SARS-CoV-2 and
the expanding use of multiplex PCR (mPCR). The impact of molecular testing as a point-of-care test (POCT) in the
emergency department (ED) is still unclear.

Objectives: To compare the impact of a syndromic test performed in the ED as a POCT and in the central
laboratory on length of stay (LOS), antibiotic use and single-room assignment.

Methods: From 19 November 2019 to 9 March 2020, adults with acute respiratory illness seeking care in the ED
of a large hospital were enrolled, with mPCR performed with a weekly alternation in the ED as a POCT (week A) or
in the central laboratory (week B).

Results: 474 patients were analysed: 275 during A weeks and 199 during B weeks. Patient characteristics were
similar. The hospital LOS (median 7 days during week A versus 7 days during week B, P = 0.29), the proportion of
patients with ED-LOS <1 day (63% versus 60%, P = 0.57) and ED antibiotic prescription (59% versus 58%, P = 0.92)
were not significantly different. Patients in the POCT arm were more frequently assigned a single room when
having a positive PCR for influenza, respiratory syncytial virus and metapneumovirus [52/70 (74%) versus 19/38
(50%) in the central testing arm, P = 0.012].

Conclusions: Syndromic testing performed in the ED compared with the central laboratory failed to reduce the
LOS or antibiotic consumption in patients with acute respiratory illness, but was associated with an increased
single-room assignment among patients in whom a significant respiratory pathogen was detected.

Introduction

Worldwide, respiratory tract infections are one of the leading
causes of emergency department (ED) visits1 and also one of the
leading causes of infectious-disease-related deaths.2 Among the
causative pathogens of pneumonia and respiratory infections, the
role of viruses has recently been highlighted by the emergence of
syndromic testing.3 Specifically, the frequency and role of non-
influenza respiratory viruses has been increasingly recognized in
recent years.4–11 Because antibiotic overuse drives antimicrobial
resistance, it is essential to quickly document the pathogen

responsible for lower respiratory tract infections and decide
whether antibiotic treatment is required. The number of rapid
syndromic testing assays (<2 h) has been expanding in the
past few years,12 but they continue to be used primarily in central
laboratories despite their utility as a point-of-care test (POCT).
The guidelines of the Infectious Diseases Society of America
recently included multiplex PCR (mPCR) as one of the diagnostic
tools to manage patients with lower respiratory tract infections
who require hospitalization, whether or not they are
immunosuppressed.13
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Several recent studies have evaluated the benefits of using
rapid syndromic testing assays as POCTs, including decreased anti-
biotic use, decreased need for complementary examinations,
reduced duration of hospitalization and increased antiviral use for
influenza-related infections. Some of the results of these studies
conflict, but two studies have shown substantial reductions in
lengths of hospital stay and either decreases in the use of antibiot-
ics or increases in the numbers of patients receiving a single dose
of antibiotics.14–16 However, a limitation of these two studies was
that they often compared the use of rapid syndromic testing as a
POCT targeting multiple viruses and some atypical bacteria with
the use of a classic central laboratory approach without the use of
rapid syndromic testing (i.e. systematically testing for influenza
but testing for other respiratory viruses only on physician request).
Thus, the observed benefits could be explained both by the delay
of results and by the systematic detection of all respiratory viruses.

Isolation management is becoming an topic of great interest in
the context of the COVID-19 pandemic and may be complexified
by the potential co-circulation of SARS-CoV-2 with other respira-
tory viruses.17,18 POCTs have the potential to contribute substan-
tially in this regard by reducing the duration of probabilistic
isolation precautions in the ED and providing the result in a
timeframe compatible with room assignment. This last point is of
importance as single room availability is limited and can lead
to double room misattribution for influenza-positive patients, as
observed in our previous study for up to 75% of influenza-positive
patients.19

We therefore designed a monocentric, prospective, controlled
clinical trial to measure the impact of using the same rapid
syndromic test as a POCT versus using it in the central laboratory.
The outcomes measured were antibiotic consumption, hospital
and ED lengths of stay and assignment of patients to single rooms.

Patients and methods

Ethics

The research was conducted in accordance with the Declaration of Helsinki
and it was approved by the local ethics committee (CEERB N2019-050). In
accordance with French law and ethics regulations for observational stud-
ies, written consent was not required but patients were informed of the
study to ensure their non-opposition to the research.

Study design and participants
We performed a monocentric, prospective, controlled, clinical trial at the
850 bed Bichat-Claude Bernard university hospital ED in Paris, France. The
hospital has 455 single rooms and 276 double rooms. The study design
comprised two periods: (i) the POCT weeks (A weeks), with mPCR testing
performed in the ED, 24 h per day and 7 days per week; and the (ii) the
central laboratory weeks (B weeks), with mPCR testing performed in the
hospital’s central virology laboratory each weekday between 8 am and
5 pm and each Saturday between 8 am and 1 pm, but not overnight or
between 1 pm on Saturday and Monday 8 am. These two periods were
alternated weekly (i.e. week A, week B, A, B, etc.), the first week was
randomly chosen as a POCT week.

Due to the purpose of monitoring the benefits of the shortened delay in
the POCT arm, the study was designed as an open study and the physicians
were not blinded from which was the ongoing arm.

Patients were included during the 2019–20 winter period, from 19
November 2019 to 9 March 2020. The latter date corresponds to the

emergence of the COVID-19 pandemic and the French national recom-
mendation to perform SARS-CoV-2 systematic testing among patients
seeking care in the ED. Before this date, no patients suspected of having
COVID-19 were admitted to the hospital ED; instead, they were sent to a
dedicated unit in the infectious diseases department.

The included patients were adults (aged >18 years) presenting symp-
toms compatible with a respiratory infection according to the definition of
influenza-like illness (ILI) provided by the European Centre for Disease
Prevention and Control20,21 with an Emergency Severity Index22 (ESI) of
level 1, 2 or 3. Patients were hospitalized for the following reasons: oxygen
therapy or a CRB65 score�1.

Demographic and clinical data were collected at recruitment; outcome
data were collected retrospectively from electronic medical records. We
collected all the data on a standard case report form on a protected server.

Procedures
For respiratory viruses testing, we used the QIAstat-Dx Respiratory Panel V2
(Qiagen, Hilden, Germany). This rapid multiplex PCR assay allows the detec-
tion of 22 viral and bacterial respiratory targets, including: influenza (A and
B); parainfluenza viruses 1 to 4 (PIV); rhinovirus/enteroviruses (HRV); respira-
tory syncytial viruses (RSV) A and B; human metapneumovirus (hMPV);
adenoviruses (ADV); human coronaviruses HKU1, OC43, NL63 and 229E;
bocavirus; Mycoplasma pneumoniae; Legionella pneumophila; and
Bordetella pertussis. Results are provided within about 1 h. The QIAstat-Dx
Respiratory Panel V2 is a closed mPCR system allowing respiratory virus de-
tection from nasopharyngeal swabs with single-use cartridges that can be
filled directly with the dry swab into the swab port for POCT use, or with
300 lL of viral transport medium in the liquid port, for central laboratory
use, as previously described.23 In case of internal control errors, the test
was performed a second time under the same conditions. Internal quality
controls were used by the laboratory technician in both the central labora-
tory and the ED to ensure the results were reproducible between arms.
During the central testing arm (B weeks), the analyser was operated by a la-
boratory technician in the hospital’s central virology laboratory. During the
POCT arm (A weeks), it was operated by trained ED physicians (n = 30) using
the swab port and analyser located in the ED.

Outcomes
The primary outcome measure was the hospital length of stay (LOS). The
LOS has been calculated as the number of the number of days from entry
to the ED (day 0) to the day of patient departure or death. The follow-up
period was 30 days and no patients were still hospitalized at this point.
Secondary outcomes were the proportion of ED lengths of stay (ED-LOS)
<1 day, antibiotic prescriptions and assignment of patients to a single room
or a double room with a blocked bed (meaning that the second bed could
not be used) in individuals with a recommendation for isolation. The overall
disease severity was also assessed for each patient using the CRB65
score.24 The type of admission (hospital ward or ICU) was also retrieved. Of
note, local recommendation for isolation requires that all patients with a
positive test for an influenza virus, RSV or hMPV be assigned to a single
room. Patients remained in their ED examination single rooms or ED hospi-
talization ward in single rooms until the virological results were made
available.

Statistical analysis
Sample size was calculated based on the primary outcome, with an esti-
mated reduction in LOS of 2 days, an SD of 7 days, with 90% power and a
risk a at 5%. The average LOS of patients was 7 days, in accordance with
the previous studies.14,15,25 The difference of 2 days was chosen by taking
into account the two previous studies showing an overall reduction ranging
from 0.8 to 1.1 days when comparing mPCR POC testing with classical vir-
ology testing in the central laboratory14,15 and a post hoc analysis showing

Point-of-care rapid respiratory mPCR testing JAC

iii21

Deleted Text:  
Deleted Text:  
Deleted Text:  
Deleted Text: <italic>&hx2009;</italic>&hx003D;<italic>&hx2009;</italic>


a reduction of 2.8 days when providing the result in <1.6 h.26 Thus, the num-
ber of required subjects was 518, with 259 patients per arm. Baseline char-
acteristics within each group were summarized using appropriate
descriptive statistics. We used linear regression for the primary outcome
LOS and reported mean difference with 95% CI from univariable analysis
and for a multivariable model including sex, age and CRB 65 score as covari-
ables. Logistic regression was performed for analysis of the impact of POCT
on ED-LOS <1 day and single-room assignment in individuals with a recom-
mendation for isolation. OR and 95% CI are reported using a normal
approximation. Missing data were not replaced in the final dataset. The
P values corresponded to the Wald statistic and a threshold of 0.05 was
used for statistical significance. Statistical analysis and data management
were performed in R version 4.0.3.

Results

Baseline characteristics

A total of 525 patients were included during the study period.
Among them, 48 were excluded because they were discharged
without hospitalization and 3 were excluded because of legal pro-
tection (N = 1) or absence of ILI (N = 2). Of the 474 patients that
were analysed, 275 were analysed for the POCT periods (9 weeks)
and 199 for central laboratory testing periods (8 weeks) (Figure 1).
Patient characteristics in both arms were similar (Table 1). The me-
dian age was 73 years (IQR: 62–85 years), with a majority of men
(56%, n = 266). Between the two arms, patients had no statistically
significant differences in initial clinical presentation (Table 1).

The median turnaround time for mPCR results was 1.1 h (IQR:
1.1–1.1) and 19.6 h (IQR: 12.7–39.2) in the POCT and central testing
arms, respectively (P < 0.001). A total of 186 (39.2%) patients had
a positive PCR for at least one respiratory pathogen, including 13
(3%) cases of pathogen codetection. The identified pathogens
included 55 influenza virus (30%, including 49 influenza A and 6 in-
fluenza B), 54 HRV (30%), 30 RSV (15%), 23 hMPV (12%), 19 human
coronaviruses (10%), 11 parainfluenza (6%), 3 M. pneumoniae
(2%), 1 L. pneumophila (1%) and 1 bocavirus (1%). No statistically
significant differences were observed between the arms in the’
distribution of pathogens (Table 1).

Primary outcomes

For the primary outcome, hospital LOS, we did not observe any
difference between the POCT and the central testing arms. The
mean difference adjusted for sex and age was 0.3 days (95% CI,
#1.2 to 2.8; P = 0.66). The median LOS stay was 7 days (IQR: 3–14)
in the POCT arm and 7 days (IQR: 2–13) in the central testing arm.
The multivariable analysis showed that the severity, as assessed
by CRB65 score, was associated with a longer LOS (OR 1.2 for one
each point; 95% CI, 1.1–2.4; P = 0.04) (Table 2).

In the univariable analysis, the proportions of patients with
ED-LOS <1 day were not significantly different between the two
arms (OR 1.1; 95% CI, 0.8–1.6) (Table 3). No statistically significant
differences were observed between the POCT testing arm and the
central testing arm regarding the duration of antibiotic treatment.
We observed no statistically significant difference regarding anti-
biotic prescription or ward of admission between the two arms
(Table 1). The median durations of treatment were similar in both
arms: 2 days for third-generation cephalosporin (P = 0.14), 2 days
for macrolides (P = 0.43) and 5 days for amoxicillin (P = 0.77).

Overall, 207 and 7 patients were admitted to a single room or a
double room with a blocked bed, respectively. For clarity purposes,
these two populations are referred to as single-room admission in
the rest of the manuscript. Patients in the POCT arm were more fre-
quently assigned to a single room after admission when having a
positive PCR for influenza, RSV and metapneumovirus pathogens
[52/70 (74%) in the POCT arm versus 19/38 (50%) in the central
testing arm, P = 0.019, OR, 2.9; 95% CI, 1.3–6.7; P = 0.012].
Multivariable analysis confirmed these associations between POCT
testing and single-room assignment in patients with a recommen-
dation for single room assignment (OR, 2.9; 95% CI, 1.3–6.8;
P = 0.014) (Table 4). No statistically significant differences
were observed for patients admitted to single rooms with either a
negative PCR or a positive PCR for any other virus between the
POCT and central testing arm [66/161 patients (34%) in the POCT
arm versus 70/205 patients (40%) in the central testing arm,
P = 0.36] (Table 5).

Discussion

This large, pragmatic, quasi-randomized prospective controlled
trial compared the impact of a uniform mPCR respiratory pathogen
testing approach performed as a POCT in the ED with testing per-
formed in a central virology laboratory. The median delay to result
decreased from 19.6 h in the central laboratory arm to 1.1 h in the
POCT arm. POCT mPCR did not shorten hospital LOS or reduce
prescription of antibiotic treatment. However, a higher rate of com-
pliance with local isolation recommendations in terms of assigning
patients to single rooms was observed. Thus, POCT increased the
proportion of patients isolated due to a positive PCR for influenza,
RSV, or metapneumovirus, from 50% in the central laboratory arm
to 74% in the POCT arm (P = 0.019).

Our results regarding LOS and antibiotic use are inconsistent
with the findings of two previous studies14,15 that assessed the
benefits of both quicker results and detection of a wider range of
pathogens. We expected a decrease in antibiotic use in the POCT
arm owing to the rapid diagnosis of viral respiratory infections.
However, a viral infection does not exclude a bacterial

Patients included
(n= 525)

Patients included
during POCT period

(n= 303)

25 patients not admitted
1 patient under legal protection
2 patients without confirmed ILI

23 patients not admitted

Patients analysed
(n= 275)

265 analysed for the primary
outcome

Patients analysed
(n= 199)

190 analysed for the primary
outcome

Patients included
during central lab

testing period
(n= 222)

Figure 1. Study flow chart. ED, emergency department; ILI, influenza-
like illness.
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coinfection7,27 and viro-bacterial coinfections may be associated
with more severe prognoses.8,10

To our knowledge, very few studies have assessed the impact
of rapid molecular testing on patient isolation for respiratory

viruses.14,28 However our study showed a positive impact on com-
pliance with preventive measures by increasing single-room
assignment in the downstream unit among patients with a viral
infection that requires isolation. These measures are critical for

Table 1. Comparison of patients’ baseline characteristics and prognosis

Variables

All Point-of-care testing Central testing

P valuea(n = 474) (n = 275) (n = 199)

Patient characteristics

Male, n (%) 266 (56) 154 (56) 112 (56) 1

Age (years), median (IQR) 73 (62–85) 73 (62–84) 72 (60–85) 0.41

Temperature (�C), median (IQR) 37 (37–38) 37 (37–38) 37 (36–38) 0.48

Systolic blood pressure (mmHg), median (IQR) 131 (113–149) 131 (114–151) 129 (112–145) 0.11

SpO2 (%), median (IQR) 95 (92–97) 95 (91–97) 95 (93–98) 0.51

Heart rate (bpm), median (IQR) 94 (81–110) 95 (81–110) 92 (82–107) 0.18

Respiratory rate (min), median (IQR) 19 (16–24) 20 (17–25) 18 (16–22) 0.09

Duration of symptoms before ED visit (days), median (IQR) 2 (1–4) 2 (1–4) 2 (1–4) 0.65

CRB-65 score, median (IQR) 1 (1–1) 1 (1–2) 1 (1–1) 0.14

Charlson Score, median (IQR) 4 (3–6) 5 (3–6) 4 (3–6) 0.12

PCR turnaround times (h), median (IQR) 1.1 (1.1–1.1) 19.6 (12.7–39.2)

Virological results

Negative PCR, n (%) 288 (61) 155 (56) 133 (67) 0.02

Positive PCR, n (%) 186 (39) 120 (44) 66 (33) 0.02

Coinfections, n (%) 13 (3) 7 (3) 6 (3) 0.78

Identified pathogens 0.25

Influenza A 49 (25) 35 (28) 14 (20)

Influenza B 6 (3) 4 (3) 2 (3)

Entero/rhinovirus 54 (27) 32 (25) 22 (31)

Metapneumovirus 23 (12) 16 (13) 7 (10)

RSV 30 (15) 15 (12) 15 (21)

Parainfluenza 11 (6) 8 (6) 3 (4)

Coronavirus 19 (10) 15 (12) 4 (6)

M. pneumoniae 3 (2) 1 (1) 2 (3)

L. pneumophila 1 (1) 0 (0) 1 (1)

Bocavirus 1 (1) 1 (1) 0 (0)

Patient management

Isolation

Single room or double room with blocked bed, n (%) 207 (44) 122(44) 85 (43) 0.61

Double room, n (%) 267 (56) 153 (56) 114 (57)

Orientation

Medical ward 206 (43) 117 (43) 89 (45) 0.39

ICU 29 (6) 18 (7) 11 (6)

Transfer to another hospital 171 (36) 103 (38) 68 (35)

ED ward 118 (25) 63 (23) 55 (28)

Antibiotics before ED visit (n = 471) 62 (13) 38 (14) 24 (12) 0.81

Antibiotics at the ED (n = 472) 275 (58) 160 (59) 115 (58) 0.92

Oseltamivir 44 (9) 30 (11) 14 (7) 0.15

Patient outcomes (n = 455)

LOSb (days) 7 (3–14) 7 (3–14) 7 (2–13) 0.29

ED-LOS <1 day 291 (61) 172 (63) 119 (60) 0.57

Patients still hospitalized at day 30 41 (9) 26 (9) 15 (8) 0.51

Patient death during hospitalization 37 (8) 25 (9) 12 (6) 0.3

Values shown are n (%) or median (IQR). ED, emergency department; LOS, length of stay; RSV, respiratory syncytial virus.
aP value of the Fisher test for categorical variables, or Wilcoxon test for quantitative variables.
bNineteen patients are missing due to an unknown length of stay; the length of stay for patients still hospitalized on D30 was set at 30 days.
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reducing nosocomial transmission and outbreaks. This is particu-
larly relevant because nosocomial acquisition of influenza is asso-
ciated with more severe cases and substantially increases hospital
LOS.29,30 The same impact should also be expected for other
viruses, but very few data are available aside from data related to
influenza.10,11

The emergence of SARS-CoV-2 has highlighted the need for
more efficient respiratory infection control measures. In this con-
text, our results are in line with a study18 that demonstrated that
rapid POCT for SARS-CoV-2 decreased the time to availability of
results compared with laboratory PCR (1.7 versus 21.3 h); this re-
duction was associated with improved infection control measures
and reduced patient time in the ED before hospitalization. It is likely
that SARS-CoV-2 will continue to circulate and burden health sys-
tems for years to come. Thus, forthcoming testing strategies will
be impacted by the potential co-circulation of SARS-CoV-2 with the
other major respiratory pathogens, such as influenza, coupled
with uncertainty about the duration of protection after infection or
potential vaccination. In those strategies, it will be critical to be
able to accurately detect pathogens of concern and isolate
patients appropriately.

Our study has several limitations. Firstly, it is a monocentric
study conducted in a centre with prior experience in systematic
mPCR testing. During the previous winter, POCT had already been
introduced for a more restricted population,25 so the ED physicians

Table 2. Factors associated with length of stay (univariable and multivariable linear regression)

Univariable analysis (n = 455) Multivariable analysis (n = 440)

Variables Median (IQR) Estimation (95% CI) P valuea Estimation (95% CI) P valueb

Study arm

Central testing 7 (2–13) 0 (ref) 0.34 0 (ref)

POCT 7 (3–14) 0.8 (#0.9 to 2.6) 0.3 (#1.2 to 1.8) 0.66

Sex

M 7 (2–13) 0 (ref) 0.59 0 (ref)

F 8 (3–15) 0.5 (#1.2 to 2.2) 0.9 (#0.6 to 2.4) 0.24

Age (/10 years) 0.7 (0.2 to 1.2) 0.003 0.3 (#0.2 to 0.9) 0.23

Symptom duration before ED visit (days) 0.1 (#0.1 to 0.3) 0.22

CRB65 score 2.6 (1.5 to 3.7) <0.001 1.2 (0.1 to 2.4) 0.041

Charlson’s score 0.5 (0.2 to 0.9) 0.005

Antibiotics before ED 8 (2–18) 1.6 (#0.9 to 4.1) 0.21

Administered antibiotics in ED 7 (3–14) 0.9 (#0.8 to 2.6) 0.31

Oseltamivir 6 (1–13) #0.2 (#3.1 to 2.7) 0.88

Medical ward 9 (5–15) 0 (ref) <0.001 0 (ref)

ICU 25 (11–30) 9 (6 to 12.1) 8.9 (5.8 to #12.1) <0.001

Transfer 9 (6–15) 0.9 (#1.0 to 2.8) 0.4 (#1.6 to 2.3) 0.72

ED ward 1 (1–2) #8.3 (#10.1 to #6.5) #8 (#9.8 to #6.1) <0.001

Isolation

Single room 8 (4–15) 0 (ref) 0.39

Double room with blocked bed 6 (2–13) #1.2 (#2.9 to 0.5)

Double room 10 (8–10) 0.3 (#7.2 to 7.7)

ED, emergency department; POCT, point-of-care testing.
aP value of the Likelihood Ratio Test.
bP value of the Wald test.

Table 3. Factors associated with ED-LOS <1 day (univariable logistic
regression)

Univariable analysis

Variables OR (95% CI) P valuea

Study arm

Central testing 1 (ref) 0.54

POCT 1.1 (0.8–1.6)

Sex

M 1 (ref) 0.89

F 1.0 (0.7–1.4)

Age (years) 1.0 (1.0–1.0) 0.92

Symptom duration before ED visit (days) 1.1 (0.9–1.4) 0.44

CRB65 score 1.0 (0.9–1.1) 0.76

Charlson’s score 1.3 (0.7–2.3) 0.4

Antibiotics before ED 1.0 (0.7–1.4) 0.92

Oseltamivir 1.4 (0.7–2.8) 0.3

Isolation

Single room 1 (ref) 0.3

Double room with a blocked bed 0.8 (0.5–1.1)

Double room 1.3 (0.3–9.6)

ED, emergency department; POCT, point-of-care testing.
aP value of the Wald test.
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were already trained in clinical use of those results. Our findings
should be replicated in further studies in other centres because
some results may be dependent on the specific health care system
and local setting. Secondly, due to the study’s objective, it was not
possible to blind physicians from the POCT or central laboratory
randomization group. Thirdly, the use of randomized weekly peri-
ods may not be ideal, as the epidemiological situation can change
from one week to another. This resulted in an imbalanced number
of patients between the POCT and central laboratory arms, which
is explained by the odd number of weeks between the two arms as
well as the study stopping early due to the COVID-19 pandemic.

Moreover, the winter epidemic started during a POCT week, increas-
ing the number of inclusions in the POCT arm at the beginning of the
study. We did not observe significantly different distributions of
patients or pathogens between the two time periods, but there was
a higher proportion of positive cases in the POCT arm (44% versus
33% in the central laboratory arm). Additionally, individual random-
ization would have blurred the potential effects of ED length
duration and room assignments. Only half of the patients each day
would have benefited from the shorter time to results. The other
half would have been placed blindly, thus potentially depriving
some patients of a more appropriate room assignment.

Table 4. Factors associated with the prescription of suitable single-room assignment in patients with a recommendation for single-room assignment
(univariable and multivariable logistic regression)

Univariable analysis (n = 108) Multivariable analysis

Variables OR (95% CI) P valuea OR (95% CI) P valueb

Study arm

Central testing 1 (ref) 0.012 1 (ref)

POCT 2.9 (1.3–6.7) 2.9 (1.3–6.8) 0.014

Sex

M 1 (ref) 0.62 1 (ref)

F 0.8 (0.4–1.8) 0.9 (0.4–2.2) 0.86

Age (years) 1.0 (1.0–1.0) 0.95 1.0 (1.0–1.0) 0.79

Symptoms duration before ED visit (days) 1.0 (0.9–1.2) 0.89

CRB65 score 1.0 (0.6–1.8) 1

Charlson’s score 1.0 (0.8–1.2) 0.89

Antibiotics before ED 0.9 (0.3–2.5) 0.84

ED antibiotics administration 0.6 (0.2–1.3) 0.18

Oseltamivir 1.0 (0.4–2.3) 0.93

ED, emergency department; POCT, point-of-care-testing.
aP value of the Likelihood Ratio Test.
bP value of the Wald test.

Table 5. Multiplex PCR result and single room assignment of patients isolated by pathogen

Characteristic
Single room assignment,

POCT period, n/N (%)
Single room assignment,

central testing period, n/N (%) P valuea

Overall single room assignment 122/275 (44) 85/199 (43) 0.72

Pathogen with local recommendation

for single room assignmentb

52/70 (74) 19/38 (50) 0.019

Influenza A 27/35 (77) 8/14 (57) 0.18

Influenza B 4/4 (100) 1/2 (50) 0.33

Metapneumovirus 11/16 (69) 1/7 (14) 0.027

RSV 10/15 (67) 9/15 (60) 1

Unrequired single room assignment 70/205 (34) 66/161 (40) 0.36

Rhinovirus 7/28 (25) 8/19 (42) 0.34

Parainfluenza 2/8 (25) 2/3 (67) 0.49

Coronavirus 8/13 (62) 2/3 (67) 1

Negative PCR 53/155 (34) 53/133 (40) 0.33

POCT, point-of-care testing; RSV, respiratory syncytial virus.
aP value of the Fisher test.
bThere was a footnote marker but no corresponding footnote.
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In conclusion, the use of an mPCR POCT for adults with acute
respiratory illness seeking care in the ED failed to reduce the LOS
or antibiotic consumption. On the other hand, the mPCR POCT
approach was associated with an increased single-room as-
signment among patients positive for a significant respiratory
pathogen. Routine mPCR POCT for respiratory viruses should be
more widely introduced into diagnostic pathways for adults
presenting to hospitals with acute respiratory infections to
improve compliance with preventive measures and reduce
nosocomial outbreaks.

Acknowledgements

ED influenza management study group
Luisa COLOSI, Romain HELLMANN, Thomas PAVLOVLSKY, Daniel Aiham
GHAZALI, Maéva RENOUX, Laure FALQUE-PIERROTIN, Élise DUPEYRAT,
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