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L E T T E R  T O  T H E  E D I T O R

Zero health-care-associated respiratory viral infections 
among solid organ transplant recipients: Infection prevention 
outcomes during COVID-19 pandemic

To the Editor:
We read with interest the paper by Coll et al that reported a 

mortality rate of 27% in a large series of transplant recipients with 
concurrent coronavirus disease 2019 (COVID-19); with nosocomial 
acquisition in 13% of cases.1 Outside the pandemic setting, however, 
solid organ transplant (SOT) recipients are more likely to experience 
prolonged and severe illness from common respiratory viral infec-
tions (RVIs),2 and health-care-associated RVI (HA-RVI) is a significant 
issue. The impetus for implementation of aggressive infection-
prevention measures against COVID-19 on transplant units may re-
duce HA-RVI as a positive consequence.

From February 2020, a COVID-19 containment strategy was 
implemented at the Singapore General Hospital (SGH), the larg-
est tertiary hospital in Singapore with an active transplant service. 
Prepandemic, SOT recipients on follow-up at SGH were advised to 
practice social distancing, hand hygiene, and don masks in public; 
these behaviors were reinforced during the pandemic. Prepandemic, 
upon admission, SOT recipients were nursed in multi-bedded co-
horted cubicles, with single rooms prioritized for patients in the 
immediate posttransplant phase. A universal masking policy was 
instituted in areas designated for transplant patients, prepandemic. 
During the pandemic, universal masking was extended hospital-wide 
and additional infection-prevention measures were introduced, in-
cluding visitor screening and improved segregation of patients with 
respiratory symptoms.3 All symptomatic inpatients were tested for 
SARS-CoV-2 and 16 common RVIs via multiplex PCR. Cases were 
categorized as HA-RVI if identified beyond the maximum incubation 
period from admission.

During the pandemic, while there was a substantial decrease in ad-
missions with community-onset RVI in the general population,4 there 
was no significant decrease in community-onset RVI among SOT re-
cipients (28.9 cases per 1000 SOT admissions during the pandemic 
vs. 34.7 cases per 1000 SOT admissions prepandemic; incidence-rate 
ratio = 0.43, 95% CI = 0.50–1.32, p < .001). These differences could 
potentially be attributed to preexisting emphasis on social distanc-
ing, hand hygiene, and mask usage in this immunosuppressed popu-
lation, prepandemic. However, despite similar driving pressure from 
community-onset RVI among SOT admissions during the pandemic, 
we demonstrated a significant and sustained reduction in HA-RVI 

among SOT recipients admitted in the pandemic period (Figure 1A). 
The incidence of HA-RVI was 5.0 cases per 1000 SOT admissions 
(four cases, 797 admissions) during the pandemic, compared with 37.5 
cases per 1000 SOT admissions (108 cases, 2883 admissions) prepan-
demic (incidence rate ratio  =  0.13, 95% CI  =  0.04–0.35 p  <  .001). 
Notably, zero episodes of HA-RVI were recorded among SOT recip-
ients admitted over a 7-month period from May to November 2020. 
Continuous surveillance for common RVIs was maintained during 
the pandemic; there was no significant difference in the propor-
tion of SOT recipients tested for common RVIs in the pandemic and 
prepandemic periods (16.2%, 129/797 admissions tested during the 
pandemic vs. 17.8%, 514/2883 admissions tested prepandemic; odds 
ratio, OR = 0.89, 95% CI = 0.72–1.10, p = .30) (Figure 1B).

During the pandemic, despite managing ≥1600 cases of 
COVID-19 in our institution, no SOT recipients on follow-up in 
SGH developed COVID-19.3 The additive impact of visitor screen-
ing and improved patient segregation (Figure 1C) to a preexisting 
universal masking policy not only mitigated the risk of SARS-CoV-2 
transmission to staff and patients,5 but also helped reduce HA-RVI 
rates among SOT recipients to zero. Infection-prevention measures 
originally meant for COVID-19 containment have value in mitigat-
ing HA-RVI among SOT recipients and should be continued even 
postpandemic.
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F I G U R E  1  Rates of health-care-associated respiratory viral infections among hospitalized solid-organ-transplant (SOT) recipients at a 
transplant centre in Singapore, before and during COVID-19 pandemic [Color figure can be viewed at wileyonlinelibrary.com]
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The standard multiplex PCR assay for common RVIs 
included: influenza A and B, human parainfluenza virus 
(HPIV) 1/2/3/4, respiratory syncytial virus (RSV) 
subtypes A and B, human metapneumovirus (hMPV), 
human coronavirus (HCoV) (229E/NL63/OC43), 
rhinovirus A/B/C, enterovirus, adenovirus and human 
bocavirus (HboV) 1/2/3/4 

(A)
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