
primarily use subjective degrees of be-
lief in diagnostic reasoning. Indeed,
even objective observations are ex-
pressed with confidence intervals, not
just as point estimates. However, a 100-
interval ratio scale seems preferable to a
system of only 4 grades that do not fit
either the Bayesian type of reasoning
used in clinical practice or the clinical
decision analysis that is increasingly
recommended for use in complex clini-
cal and policy problems.7

Gerald J.M. Tevaarwerk
Professor Emeritus
University of Western Ontario
Zutphen, the Netherlands
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[The authors respond:]

We agree with Gerald Tevaarwerk
that 100-interval scales are use-

ful for many purposes. However, for
several reasons (some of which Tevaar-
werk has listed and some we discussed1),
we disagree that such scales would be
useful in the setting of guidelines and
recommendations for grading evidence.

First, interval scales suggest a de-
gree of precision that does not exist in
the evaluation of quality of evidence;
the types of study designs that can be
used to determine quality of evidence
are limited, which results in few cate-
gories. Second, an interval scale for
quality of evidence would suggest that
we can express quality of evidence in
terms of multiples (e.g., “twice as
much quality”), but we do not believe
that this interpretation is justified.
Third, with regard to presentation and

practicality, an interval scale would
present challenges in the production
and dissemination of guidelines.
Fourth, with regard to Bayesian rea-
soning in clinical practice or clinical
decision analysis, guideline panels pro-
vide guidance to clinicans when they
make their recommendations and as-
sign letters, numbers or symbols to
those recommendations. Ideally,
guideline developers consider clinical
decision analysis before they make
their recommendations, and we see no
use for interval scales that describe the
quality of evidence in decision analysis. 

Holger J. Schünemann
Department of Clinical Epidemiology
and Biostatistics
McMaster University
Hamilton, Ont.
Dana Best
Division of General Pediatrics
Children’s National Medical Center
Washington, DC
Gunn Vist
Andrew D. Oxman
Department of Health Services Research
Norwegian Directorate for Health
and Social Welfare
Oslo, Norway
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SARS and the removal 
of personal protective
equipment

In a reported cluster of cases of SARS
among Canadian health care work-

ers,1 infections occurred despite appar-
ent compliance with recommended
infection control precautions. In the re-
port it was noted that contact with a pa-
tient or with a contaminated environ-
ment might have led to health care
workers infecting themselves as they re-
moved their personal protective equip-
ment (PPE). Many health care workers
apparently lacked a clear understanding
of how best to remove PPE without
contaminating themselves. However,
the correct order of removal as pre-
sented in the report was extremely con-
densed (gloves first, followed by mask
and goggles).1

In fact, little information about the
appropriate sequence of removing PPE
is available, and what is available often
contains contrasting recommendations
(Table 1).2–6 Moreover, for several of
these sets of recommendations, hands
potentially contaminated through con-

tact with patients’ droplets and secre-
tions present on the PPE could contact
the nose, mouth or eyes while the
health care worker is removing his or
her mask and eye protection.

Careful hand hygiene plays a pivotal
role in reducing the risk of transmis-
sion of SARS. Accordingly, the Na-
tional Institute for Infectious Diseases
in Italy has developed a procedure
whereby the health care worker re-
moves most PPE while wearing mask
and eye protection and carefully de-
contaminates the hands before remov-
ing protection of the mucous mem-
branes of the face. This procedure
must be carried out in the health care
worker’s change area, outside the pa-
tient’s isolation room.

Vincenzo Puro
Emanuele Nicastri
National Institute for Infectious
Diseases

IRCCS Lazzaro Spallanzani
Rome, Italy
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Rehabilitation in developing
countries

As Mohan Radhakrishna and Lalith
Satkunam point out in their in-

troduction to the recent CMAJ series
on rehabilitation,1 this important topic
is not covered appropriately in med-
ical schools. Furthermore, rehabilita-
tion of those affected by physical and
mental disability is neglected in de-
veloping countries, often as a result of
corruption, poor management of fi-
nancial resources and lack of natural
resources.

Almost 10% of the global popula-
tion is disabled in some way,2 and most
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Table 1: Procedures for removing personal protective equipment worn while caring for patients with SARS

Order

Ontario Ministry
of Health and

Long-Term Care2
WHO, Western Pacific

Regional Office3

Australian
Government

Department of
Health and Ageing4

Department of
Diagnostic Imaging,

Prince of Wales
Hospital, Hong Kong5

Tertiary neonatal
centre, Prince of
Wales Hospital,

Hong Kong6

National Institute for
Infectious Diseases,

Rome, Italy

1 Gloves* Wash gloved hands Gloves Gloves Hair and shoe
covers, gown

Hair and shoe
covers, gown

2 Hand hygiene† Aprons, gowns and
shoe covers

Eye protection Hair cover Gloves Gloves

3 Eye protection Gloves Gown Eye protection Hand hygiene Hand hygiene
4 Mask Goggles Mask Gown Eye protection Eye protection
5 Hair cover Hair cover and mask Hand hygiene Mask Mask Hand hygiene
6 Hand hygiene Hand hygiene Hand hygiene Hand hygiene Mask
7 – – – – – Hand hygiene

Note: WHO = World Health Organization.
*Second pair. First pair and gown to be removed soon after providing direct patient care, while still inside the patient’s room.
†Hand-washing or hand-rubbing, or both, with alcohol or other antiseptic agents.


