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本邦における 
新興再興感染症の診療体制
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特定感染症 
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その他の感染症 
を診療する

感染症指定医療機関の分類

成田赤十字病院 
(成田空港: NRT)

NCGM 
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特定感染症指定医療機関

4つの病院が指定
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第一種感染症指定医療機関
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The Ebola virus disease (EVD) outbreak in North Kivu and Ituri provinces, Democratic Republic of the Congo, 
continues to prove challenging to contain as ongoing security incidents and pockets of community mistrust hamper 
response efforts. Following our last report on 12 February 2019, 24 new EVD cases have been reported, including 20 
confirmed and four probable cases. The four probable cases were all deaths that occurred in November and 
December 2018 in Komanda Health Zone, with a clinical history consistent with EVD but without the opportunity to 
be tested.  

From the beginning of the outbreak to 17 February 2019, a total of 840 EVD cases, including 775 confirmed and 65 
probable cases, were reported from 19 health zones in the North Kivu and Ituri provinces (Table 1). A total of 537 
deaths were reported (overall case fatality ratio 64%), including 472 deaths among confirmed cases. To date, 294 
people have been discharged from Ebola Treatment Centres (ETCs) and enrolled in a dedicated monitoring and 
support programme. Of confirmed and probable cases with reported age and sex, 57% (481/841) were female, and 
30% (253/842) were children aged less than 18 years. No new cases among healthcare workers were reported in 
the last week, leaving the number of healthcare workers infected to 68 with 21 deaths. 

Thirteen (13) of the 19 affected health zones have active virus transmission (Figure 1), reporting at least one 
confirmed case in the last 21 days (28 January to 17 February 2019). Over this period, a total of 88 confirmed cases 
were reported from Katwa (55), Butembo (15), Kyondo (4), Vuhovi (4), Kalunguta (2), Biena (1), Komanda (1), 
Mabalako (1), Manguredjipa (1), Masereka (1), Mutwanga (1), Oicha (1), and Bunia (1) – a newly affected health 
zone1,2. The major urban centres of Katwa and Butembo remain notable areas where most cases were reported, 
with 80% (70/88) of cases reported in the last three weeks. Beni did not report cases in the last three weeks and 
dropped off the list of health zones with active transmission. Overall, cases have been reported from 119 of 309 
(39%) health areas (a subdivision of health zones) across 19 health zones. Thirty-five health areas have reported at 
least one case in the last 21 days. Trends in case incidence (Figure 2) show that the outbreak is continuing, with 
lower transmission intensity across these geographically dispersed areas.  

The Ministry of Health (MoH), WHO and partners continue to monitor and investigate all alerts in affected areas, in 
other provinces in the Democratic Republic of the Congo and in neighbouring countries. To date, all reported alerts 
outside the outbreak affected areas have been investigated or laboratory tested to rule out EVD.   

1Excludes probable cases reported following retrospective re-classification of cases.  

2There is no evidence of virus transmission in Komanda in the last 21 days. The case reported in Komanda developed symptoms in Bunia 
and was intercepted at a point of entry at the border of Komanda. 
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Figure1.Distribution of Confirmed Lassa Fever cases in Nigeria as at 17th February, 2019 

 

 

 

 

 

 

 

 

 

Figure 3.Epicurve of Lassa fever Confirmed (355) Cases in Nigeria - week 01-07, 2019  
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ウイルス性出血熱
• 一類感染症に指定されている 

• エボラウイルス病、ラッサ熱、クリミアコンゴ出血
熱、マールブルグ病、南米出血熱の5つ 

• 疑似症は特定感染症指定医療機関または第一種感染
症指定医療機関に入院する

ウイルス性出血熱とは？
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• RNAウイルス感染症 

• 発熱、出血傾向、臓器不全 
を呈する 

• 動物由来 

• 新興感染症

広義のウイルス性出血熱
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●リフトバレー熱
●腎症候性出血熱
●ハンタウイルス肺

症候群
●SFTS

●ラッサ熱
●南米出血熱

●デング熱
●黄熱

●キャサヌル森林病
●オムスク出血熱

●エボラ出血熱
●マールブルグ病



感染動物の血液・体液接触、排泄物吸入
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節足動物の刺咬（アルボウイルス）
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エボラウイルス病： 
医療従事者の感染事例が多い
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ƟŽŶĂů�ĐĂƚĞŐŽƌŝĞƐ�ĂƌĞ�ƌĞĐŽƌĚĞĚ͘�/Ĩ�Ă�ĐĂƐĞ�ŝĚĞŶƟĮĞƐ�Śŝŵ�Žƌ�
ŚĞƌƐĞůĨ�ĂƐ�Ă�͞ŚĞĂůƚŚͲĐĂƌĞ�ǁŽƌŬĞƌ͕͟ �ĂĚĚŝƟŽŶĂů�ĚĂƚĂ�ŽŶ�ŚŝƐ�
Žƌ�ŚĞƌ�ƉŽƐŝƟŽŶ�ĂŶĚ�ǁŽƌŬƉůĂĐĞ�ĂƌĞ�ĐŽůůĞĐƚĞĚ͘

&Žƌ�ƚŚĞ�ƉƵƌƉŽƐĞ�ŽĨ�ƚŚĞƐĞ�ĂŶĂůǇƐĞƐ͕�ĂŐĞ�ǁĂƐ�ĂƐƐŝŐŶĞĚ�ĂƐ�
ŵŝƐƐŝŶŐ�ĨŽƌ�ƚŚŽƐĞ�ŚĞĂůƚŚ�ǁŽƌŬĞƌƐ�ǁŚŽƐĞ�ĂŐĞ�ǁĂƐ�ƌĞƉŽƌƚĞĚ�
ĂƐ�ůĞƐƐ�ƚŚĂŶ�ϭϱ�;Ŷсϵ�ĐŽŶĮƌŵĞĚ�ĂŶĚ�ƉƌŽďĂďůĞͿ͘��ŝŐŚƚ�ĐĂƐĞƐ�
ǁĞƌĞ�ŝŶĐůƵĚĞĚ�ŝŶ�ƚŚĞ�ĂŶĂůǇƐĞƐ�ǁŚŽ�ǁĞƌĞ�ŶŽƚ�ƌĞĐŽƌĚĞĚ�ŝŶ�
ƚŚĞ�ĚĂƚĂďĂƐĞ�ĂƐ�ŚĞĂůƚŚ�ǁŽƌŬĞƌƐ�ďƵƚ�ǁŚŽ�ŚĞůĚ�ŚĞĂůƚŚ�ǁŽƌŬĞƌ 
ƉŽƐŝƟŽŶƐ͘� dŚĞ� ĮŶĂů� ƐƚĂƚƵƐ� ŽĨ� ϭϰ� ĐĂƐĞƐ� ǁĂƐ� ĐŽƌƌĞĐƚĞĚ͘ 
dŽ�ƚĂŬĞ�ŝŶƚŽ�ĂĐĐŽƵŶƚ�ŶŽƚ�ŽŶůǇ�ŚŽƐƉŝƚĂůŝǌĂƟŽŶ�Ăƚ�ƚŚĞ�ƟŵĞ�
ŽĨ� ƌĞƉŽƌƟŶŐ͕� ďƵƚ� ĂůƐŽ� ƉƌĞǀŝŽƵƐ� ŚŽƐƉŝƚĂůŝǌĂƟŽŶƐ͕� Ă� ŶĞǁ�
ǀĂƌŝĂďůĞ�ƚĞƌŵĞĚ�͞ĞǀĞƌ�ŚŽƐƉŝƚĂůŝǌĞĚ͟�ǁĂƐ�ĐƌĞĂƚĞĚ͘��ŶĚ�Į-
ŶĂůůǇ͕ �ϭϮ�ĚƵƉůŝĐĂƚĞ�ĐĂƐĞƐ�ǁĞƌĞ�ĞǆĐůƵĚĞĚ�ĨƌŽŵ�ƚŚĞ�ĂŶĂůǇƐŝƐ͘��

dŚĞ�ĚĞŶŽŵŝŶĂƚŽƌ�ĚĂƚĂ�ƵƐĞĚ�ƚŽ�ĐĂůĐƵůĂƚĞ�ƚŚĞ�ĐƵŵƵůĂƟǀĞ�
ŝŶĐŝĚĞŶĐĞ�ƌĂƚĞ�ŝƐ�ďĂƐĞĚ�ŽŶ�ƚŚĞ�ŵŽƐƚ�ƌĞĐĞŶƚ�ŚĞĂůƚŚ�ǁŽƌŬ-
ĨŽƌĐĞ� ĚĂƚĂ� ŽďƚĂŝŶĞĚ� ĨƌŽŵ� ƚŚĞ� ƚŚƌĞĞ� ĐŽƵŶƚƌŝĞƐ� ;'ƵŝŶĞĂ͗�
ϮϬϭϰϭ͕� ^ŝĞƌƌĂ� >ĞŽŶĞ͗� ϮϬϭϰϮ͕� >ŝďĞƌŝĂ͗� ϮϬϭϱ3Ϳ͘� tŽƌŬĨŽƌĐĞ�
ĚĂƚĂ�ĨƌŽŵ�>ŝďĞƌŝĂ�ĂŶĚ�'ƵŝŶĞĂ�ǁĞƌĞ�ĚŝƐĂŐŐƌĞŐĂƚĞĚ�ďǇ�ƐĞǆ�
ĂŶĚ�ĂŐĞ͘�WŽƉƵůĂƟŽŶ�ĮŐƵƌĞƐ�ĨŽƌ�ƚŚĞ�ĐƵŵƵůĂƟǀĞ�ŝŶĐŝĚĞŶĐĞ�
ĂŵŽŶŐ�ƚŚĞ�ŶŽŶͲŚĞĂůƚŚ�ǁŽƌŬĞƌ�ƉŽƉƵůĂƟŽŶ�ш�ϭϱ�ǇĞĂƌƐ�ŽĨ�
ĂŐĞ�ĂƌĞ�ďĂƐĞĚ�ŽŶ�ĞƐƟŵĂƚĞƐ�ĨƌŽŵ�ƚŚĞ�hŶŝƚĞĚ�EĂƟŽŶƐ��Ğ-
ƉĂƌƚŵĞŶƚ�ŽĨ��ĐŽŶŽŵŝĐ�ĂŶĚ�^ŽĐŝĂů��īĂŝƌƐ͕�WŽƉƵůĂƟŽŶ��ŝ-
ǀŝƐŝŽŶϰ͘�

ϭ���'ƵŝŶĞĂ͗�ZĞĐĞŶƐĞŵĞŶƚ�ďŝŽŵĠƚƌŝƋƵĞ�ĚĞƐ�ƉĞƌƐŽŶŶĞůƐ�ĚĞ�ƐĂŶƚĠ� 
ĚƵ�DŝŶŝƐƚğƌĞ�ĚĞ�ůĂ�^ĂŶƚĠ͕�ZĠƉƵďůŝƋƵĞ�ĚĞ�'ƵŝŶĠĞ͕��ĞĐĞŵďĞƌ�ϮϬϭϰ
Ϯ���^ŝĞƌƌĂ�>ĞŽŶĞ͗�DK,^�,ƵŵĂŶ�ZĞƐŽƵƌĐĞƐ�ĨŽƌ�,ĞĂůƚŚ�ĚĂƚĂďĂƐĞ͕� 
EŽǀĞŵďĞƌ�ϮϬϭϰ�;ƉƵďůŝĐ�ƐĞĐƚŽƌ�ŽŶůǇͿ
ϯ��>ŝďĞƌŝĂ͗�DK,�WĞƌƐŽŶŶĞů�hŶŝƚ�ĂŶĚ�DK,�KĸĐĞ�ŽĨ�&ŝŶĂŶĐŝĂů� 
DĂŶĂŐĞŵĞŶƚ͕�&ĞďƌƵĂƌǇ�ϮϬϭϱ�;ƉƵďůŝĐ�ƐĞĐƚŽƌ�ŽŶůǇͿ
ϰ��hŶŝƚĞĚ�EĂƟŽŶƐ��ĞƉĂƌƚŵĞŶƚ�ŽĨ��ĐŽŶŽŵŝĐ�ĂŶĚ�^ŽĐŝĂů��īĂŝƌƐ͕� 
WŽƉƵůĂƟŽŶ��ŝǀŝƐŝŽŶ 

�ĞƐĐƌŝƉƟǀĞ�ĂŶĂůǇƐĞƐ�ǁĞƌĞ�ƉĞƌĨŽƌŵĞĚ�ƵƐŝŶŐ�^d�d��ǀĞƌƐŝŽŶ�
ϭϯ�ĂŶĚ��y��>�ϮϬϭϬ͘��ĞŵŽŐƌĂƉŚŝĐ�ĐŚĂƌĂĐƚĞƌŝƐƟĐƐ�ĂŶĚ�ŽƵƚ-
ĐŽŵĞƐ�ŽĨ�ŚĞĂůƚŚ�ǁŽƌŬĞƌƐ�ǀĞƌƐƵƐ�ŶŽŶͲŚĞĂůƚŚ�ǁŽƌŬĞƌƐ�ǁĞƌĞ�
ĐŽŵƉĂƌĞĚ�ƵƐŝŶŐ�ĐŚŝͲƐƋƵĂƌĞ� ƚĞƐƚƐ͘� �WͲǀĂůƵĞƐ�ф�Ϭ͘Ϭϭ�ǁĞƌĞ�
ĐŽŶƐŝĚĞƌĞĚ�ƐŝŐŶŝĮĐĂŶƚ͘���

�ŚĂƌĂĐƚĞƌŝƐƟĐƐ� ĂŶĚ� ĐĂƐĞͲĨĂƚĂůŝƚǇ� ƌĂƟŽƐ� ǁĞƌĞ� ĐŽŵƉĂƌĞĚ�
ďĞƚǁĞĞŶ� ŚĞĂůƚŚ� ǁŽƌŬĞƌƐ� ĂŶĚ� ŶŽŶͲŚĞĂůƚŚ� ǁŽƌŬĞƌƐ� ш� ϭϱ�
ǇĞĂƌƐ�ŽĨ�ĂŐĞ͘��ƵŵƵůĂƟǀĞ�ŝŶĐŝĚĞŶĐĞ�ǁĂƐ�ĐĂůĐƵůĂƚĞĚ�ƵƐŝŶŐ�
ĐŽŶĮƌŵĞĚ�ĂŶĚ�ƉƌŽďĂďůĞ�ĐĂƐĞƐ�ĨƌŽŵ�ƚŚĞ�ďĞŐŝŶŶŝŶŐ�ŽĨ�ƚŚĞ�
ŽƵƚďƌĞĂŬ�ƚŽ�ϯϭ�DĂƌĐŚ�ϮϬϭϱ͘�^ŝŶĐĞ�ƚŚĞ�,ƵŵĂŶ�ZĞƐŽƵƌĐĞ�
ĚĂƚĂďĂƐĞƐ�ŽĨ�ƚŚĞ�ĐŽƵŶƚƌŝĞƐ�ĂƌĞ�ŝŶ�ƚŚĞ�ƉƌŽĐĞƐƐ�ŽĨ�ďĞŝŶŐ�ƵƉ-
ĚĂƚĞĚ͕�ĐƵŵƵůĂƟǀĞ�ŝŶĐŝĚĞŶĐĞ�ƌĂƚĞƐ�ǁĞƌĞ�ĐĂůĐƵůĂƚĞĚ�ĨŽƌ�ƐĞ-
ůĞĐƚĞĚ�ƉƌŽĨĞƐƐŝŽŶƐ�ŽŶůǇ͕ �ǁŚĞƌĞ�ĚĂƚĂ�ǁĞƌĞ�ŵŽƌĞ�ĐŽŵƉůĞƚĞ͘�

&ŝŐƵƌĞ�ϭ͘�EƵŵďĞƌ�ŽĨ�ĐŽŶĮƌŵĞĚ�ĂŶĚ�ƉƌŽďĂďůĞ�ŚĞĂůƚŚ�ǁŽƌŬĞƌ��s��ĐĂƐĞƐ�ŽǀĞƌ�ƟŵĞ�;ĂŶĚ�ƉƌŽƉŽƌƟŽŶ�ŽĨ�ŚĞĂůƚŚ�ǁŽƌŬĞƌ�ĐĂƐĞƐ�ĂŵŽŶŐ�
Ăůů�ĐĂƐĞƐΎ�ƌĞƉŽƌƚĞĚͿ�ŝŶ�ƚŚĞ�ƚŚƌĞĞ�ĐŽƵŶƚƌŝĞƐ�ĐŽŵďŝŶĞĚ�;'ƵŝŶĞĂ͕�>ŝďĞƌŝĂ�ĂŶĚ�^ŝĞƌƌĂ�>ĞŽŶĞͿ͕�ϭ�:ĂŶƵĂƌǇ�ϮϬϭϰ�Ͳ�ϯϭ�DĂƌĐŚ�ϮϬϭϱ

Ύ�ůů�ĐĂƐĞƐ�ŝŶĐůƵĚĞ�ŚĞĂůƚŚ�ǁŽƌŬĞƌ�ĂŶĚ�ŶŽŶͲŚĞĂůƚŚ�ǁŽƌŬĞƌ�ĐŽŶĮƌŵĞĚ�ĂŶĚ�ƉƌŽďĂďůĞ�ĐĂƐĞƐ͘

,ĞĂůƚŚ�ǁŽƌŬĞƌ�ƉƌŽďĂďůĞ�ĐĂƐĞƐ
,ĞĂůƚŚ�ǁŽƌŬĞƌ�ĐŽŶĮƌŵĞĚ�ĐĂƐĞƐ
й�ŽĨ�ŚĞĂůƚŚ�ǁŽƌŬĞƌ�ŽǀĞƌ�Ăůů�ĐĂƐĞƐ

WHO. Health worker Ebola infections in Guinea, Liberia and Sierra Leone

国籍 職種 暴露した国 入院した国
アメリカ 医師 リベリア アメリカ
アメリカ 看護師 リベリア アメリカ
アメリカ 産科医 リベリア アメリカ
イギリス 看護師 シエラレオネ イギリス
スペイン N/A シエラレオネ スペイン
スペイン N/A シエラレオネ スペイン
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先進国で入院したエボラウイルス病患者
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Since March 10, 2014, Guinea, Liberia, and Sierra Leone 
have experienced the largest known Ebola virus disease (Ebola) 
epidemic with approximately 13,000 persons infected as of 
October 28, 2014 (1,2). Before September 25, 2014, only 
four patients with Ebola had been treated in the United States; 
all of these patients had been diagnosed in West Africa and 
medically evacuated to the United States for care.

On September 25, a man aged 45 years (patient 1), who had 
arrived in the United States from Liberia 5 days earlier, went 
to a Dallas County, Texas, emergency department with fever, 
initially 100.1°F (38.4°C) but increased to 102.9°F (39.4°C), 
abdominal pain, and headache (Figure). He was treated for 
possible sinusitis and discharged. On September 28, the 
man returned to the hospital by ambulance with persistent 
fever (101.4°F [38.6°C]), abdominal pain, and new onset 
diarrhea; he was placed in a private room under standard, 
droplet and contact precautions and was tested for Ebola. On 
September 30, real-time polymerase chain reaction (PCR) test-
ing at the Texas Department of State Health Services and CDC 
confirmed that patient 1 was positive for Ebola virus, and this 
represented the first imported Ebola virus infection diagnosed 
in the United States. A CDC team arrived in Dallas later that 
night by invitation from the Texas Department of State Health 
Services to assist with its investigation. The objectives were to 
1) identify potentially exposed contacts of the Ebola patient, 
2) initiate monitoring of contacts, 3) review plans for triaging 
and testing suspected Ebola patients, and 4) review infection 
control practices. 

Initial tracing of potentially exposed contacts (i.e., “contact 
tracing”) identified 48 close, unprotected contacts (i.e., had 
exposure to the patient, a potentially contaminated environ-
ment, or patient specimens without minimum recommended 
personal protective equipment [PPE]). Of the 48 contacts, 
17 were persons within the community with exposure to the 
patient before he was admitted to the hospital and while he 
was symptomatic, 10 were persons who had been transported 
in the same ambulance that had transported the patient before 
it was completely cleaned and disinfected, and 21 were health 
care workers (HCWs) with potential exposures to body fluid 
without the protection of complete PPE. Beginning October 1, 

all 48 contacts underwent direct active monitoring (one in-
person and one telephone follow-up per day to check for fever 
or symptoms of Ebola) for 21 days (the upper limit of the 
Ebola incubation period) from their last exposure date; six 
close community contacts were quarantined. Patient 1 died 
on October 8. 

On October 11, a nurse (patient 2) previously involved in 
direct care of patient 1 developed fever (100.6°F [38.1°C]) 
and sore throat; she was confirmed to have Ebola by real-time 
PCR later that day. On October 14, a second nurse (patient 3) 
with similar exposure had a fever (100.5°F [38.1°C]) and 
rash and was confirmed to have Ebola by real-time PCR on 
October 15.  Before her diagnosis, patient 3 had visited Ohio 
during October 10–13 (3). Contact tracing of patients 2 and 
3 identified three household contacts of the two patients. 
Additional community contacts of patient 3 were identified 
from the Ohio visit and have been described (3).

Because patients 2 and 3 had used PPE during their care 
of patient 1 without reported exposures, all HCWs with any 
contact with any of the three Ebola patients, their laboratory 
specimens, or potentially contaminated environmental surfaces 
were interviewed beginning on the morning of October 12. 
All 147 HCW contacts of any of the patients, irrespective 
of PPE use, were actively monitored from October 12 until 
21 days from their last exposure to an Ebola patient; those 
HCWs who had ever been in any of the three patients’ rooms 
were instructed not to use any long-distance and local public 
conveyances, and those who had ever been in patient 1’s room 
were additionally instructed not to attend mass gatherings 
(e.g., religious services). A subset of 20 HCWs volunteered to 
quarantine themselves.

In addition to contact tracing and monitoring, the Dallas 
Ebola investigation team 1) conducted technical consultations 
with five Dallas area hospitals to assist them in planning for 
providing care for confirmed Ebola patients; 2) established 
an emergency medical services transportation plan for known 
or suspected Ebola patients; 3) developed a plan for safely 
handling Ebola patient remains; 4) established capacity for 
PCR Ebola testing to be conducted at the Dallas County 
public health laboratory; 5) trained 160 HCWs on PPE use 
(e.g., proper selection and supervised donning and doffing) 
and infection control practices appropriate for caring for Ebola 
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FIGURE. Timeline of events for Ebola patients 1, 2, and 3 — Dallas, Texas, September 20–November 7, 2014
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patients; and 6) helped establish a triage unit for evaluating 
contacts with symptoms compatible with Ebola. During this 
investigation, CDC developed new infection control guidance* 
and new guidance for assessing the risk of potential Ebola 
exposure.† By November 7, all 177 contacts of patients 1, 2, 
and 3 (some persons were contacts of more than one patient) 
completed 21 days of monitoring. In addition to patients 2 
and 3, 12 persons who had contact with one or more of the 
Ebola patients were tested for Ebola after they developed fever 
or other symptoms potentially compatible with the disease dur-
ing their monitoring period. Active monitoring aided in the 
prompt identification and evaluation of these contacts. None 
of those evaluated were found to have Ebola. 

The Dallas Ebola cluster highlights many important issues 
that might be encountered by other jurisdictions in which 
an Ebola diagnosis is made locally, and for which jurisdic-
tions should plan, including the need to 1) identify patients 
with Ebola at presentation to minimize potential exposures, 
2) rapidly identify contacts of Ebola patients and evaluate their 
level of exposure risk, 3) monitor potentially large numbers of 
community and health care contacts, 4) assess infection control 

practices and conduct large-scale training sessions, 5) develop 
protocols to safely transport suspected Ebola patients to hos-
pitals and safely evaluate these patients within a hospital, and 
6) designate facilities to care for patients with confirmed Ebola.§ 
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October 28, 2014 (1,2). Before September 25, 2014, only 
four patients with Ebola had been treated in the United States; 
all of these patients had been diagnosed in West Africa and 
medically evacuated to the United States for care.
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and testing suspected Ebola patients, and 4) review infection 
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was symptomatic, 10 were persons who had been transported 
in the same ambulance that had transported the patient before 
it was completely cleaned and disinfected, and 21 were health 
care workers (HCWs) with potential exposures to body fluid 
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close community contacts were quarantined. Patient 1 died 
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or suspected Ebola patients; 3) developed a plan for safely 
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Summ a r y

Crimean–Congo hemorrhagic fever (CCHF) is a widely distributed, viral, tickborne 
disease. In Europe, cases have been reported only in the southeastern part of the 
continent. We report two autochthonous cases in Spain. The index patient ac-
quired the disease through a tick bite in the province of Ávila — 300 km away 
from the province of Cáceres, where viral RNA from ticks was amplified in 2010. 
The second patient was a nurse who became infected while caring for the index 
patient. Both were infected with the African 3 lineage of this virus. (Funded by 
Red de Investigación Cooperativa en Enfermedades Tropicales [RICET] and Effi-
cient Response to Highly Dangerous and Emerging Pathogens at EU [European 
Union] Level [EMERGE].)

CCHF is a severe viral disease caused by a nairovirus of the bunya-
viridae family. Humans become infected through tick bites or contact with 
viremic patients or animals. Clinically, CCHF is characterized by fever, 

coagulopathy, and hepatitis.1 The disease is widespread geographically and has 
been identified in more than 30 countries in Africa, Asia, the Middle East, and 
Europe. In Europe, CCHF has been reported only in countries located in the south-
eastern part of the continent: Russia, Georgia, Ukraine, Bulgaria, Albania, Kosovo, 
Greece, and Turkey.2 Here we report the epidemiologic and clinical course of two 
patients who contracted the disease autochthonously in Spain.

C a se R eport s

Index Patient
A 62-year-old man who had a history of hypertension and obstructive sleep apnea 
and had been living in Madrid presented to the Infanta Leonor University Hospital 
with a 2-day history of high fever, abdominal pain, malaise, nausea, and diarrhea. 
During the ensuing hours, purpuric lesions and hematomas developed at veni-
puncture sites. The next day, the patient was transferred to the intensive care unit 
(ICU) because of severe coagulopathy, with macroscopic hematuria, purpuric skin 
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Figure 1. Clinical Events and Locations.

Panel A shows a timeline of events related to the two patients and their contacts. The color blue denotes the day of infection for each 
patient. Panel B shows the geographic location of Crimean–Congo hemorrhagic fever (CCHF) worldwide and in Spain, according to the 
World Health Organization. Circle 1 marks the geographic area (39.63° north and 7.33° west), where hyalomma ticks infected with the 
CCHF virus have previously been identified.3 Circle 2 marks San Juan del Molinillo (Ávila), where the index patient became infected. 
 Circle 3 marks Madrid, where the first and second cases were detected and where the patients received the diagnosis and were treated. 
DOI denotes day of illness, GMUGH Gregorio Marañón University General Hospital, HLIU high-level isolation unit, ICU intensive care 
unit, ILUH Infanta Leonor University Hospital, and RT-PCR reverse-transcriptase–polymerase chain reaction.
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スペイン国内でのCCHF事例
2例目は1例目をケアした
看護師（カテーテル挿入・血

液曝露あり）

先進国における 
ウイルス性出血熱の職業暴露

• アメリカの2例：PPEを装着しており明らかな暴露なし 

• スペインのエボラ事例：汚染した手袋で顔を触った 

• スペインのCCHF事例：患者がCCHFと診断されていない
状態で看護を行った

エボラウイルス病疑似症 
＠NCGM

Cases 入院日 渡航国 ebola 
PCR 隔離期間 最終診断

40s M 2014/10/27 非公開 - 3日 非公開

60s M 2014/11/7 リベリア - 2日 溶連菌性咽頭炎

30s M 2014/12/29 シエラレオネ - 2日 副鼻腔炎

70s F 2015/1/18 シエラレオネ - 3日 インフルエンザA
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Summ a r y

Ebola virus disease (EVD) developed in a patient who contracted the disease in 
 Sierra Leone and was airlifted to an isolation facility in Hamburg, Germany, for treat-
ment. During the course of the illness, he had numerous complications, including 
septicemia, respiratory failure, and encephalopathy. Intensive supportive treatment 
consisting of high-volume fluid resuscitation (approximately 10 liters per day in the 
first 72 hours), broad-spectrum antibiotic therapy, and ventilatory support resulted 
in full recovery without the use of experimental therapies. Discharge was delayed 
owing to the detection of viral RNA in urine (day 30) and sweat (at the last assess-
ment on day 40) by means of polymerase-chain-reaction (PCR) assay, but the last 
positive culture was identified in plasma on day 14 and in urine on day 26. This case 
shows the challenges in the management of EVD and suggests that even severe EVD 
can be treated effectively with routine intensive care.

Since December 2013, a Zaire ebolavirus (EBOV) epidemic of unprece-
dented scale has ravaged West Africa, with a focus on Guinea, Sierra Leone, 
and Liberia.1-4 The current epidemic has led to a public health emergency in 

the region, exacerbated by high rates of infection among health care personnel. A 
substantial number of fatal cases are among health care workers.2 Several interna-
tional health care workers have been evacuated to specialized centers in Europe and 
the United States. The patient transferred to our isolation unit worked for the World 
Health Organization (WHO) as an epidemiologist in Sierra Leone and was airlifted 
at the request of the WHO. Brief descriptions of the unit for the treatment of 
highly contagious infections (UTHCI) and the measures of infection control, which 
were similar to those used in biosafety level 4 laboratories, are included in the 
Supplementary Appendix, available with the full text of this article at NEJM.org.

HIS T OR Y A ND FINDINGS ON A DMISSION

The 36-year-old male patient had malaise, headache, myalgias, and arthralgias on 
day 1 of the illness (August 18, 2014). Fever developed on day 2, and the patient was 
treated empirically for malaria. On days 2 through 6, he also received empirical 
antimicrobial therapy with ceftazidime. On day 6, he tested positive for EBOV on 
real-time reverse-transcriptase–PCR (RT-PCR) assay. Nausea, vomiting, abdominal 
pain, and nonbloody diarrhea developed on day 7, prompting his admission to a 
treatment center in Sierra Leone. Single doses of ciprofloxacin and metronidazole 
were administered on day 8, and supportive therapy with intravenous fluids was 
initiated and maintained until day 10, when he was transferred to Hamburg.
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vated C-reactive protein level (43 mg per liter). 
These findings were interpreted as suggestive of 
concomitant secondary peritonitis and sepsis 

due to the loss of mucosal integrity and bacterial 
translocation.

Antimicrobial therapy with ceftriaxone was 

Table 1. Clinical Variables, Fluid Management, and Laboratory Values during the Course of Illness.*

Variable Day of Illness

10 11 12 13 14 15 16 17

Clinical variables†

Temperature (°C) 38.4 39.3 38.8 40.0 40.0 39.8 38.8 38.8

Respiratory rate (breaths/min) ND ND ND ND 40 40 39 35

Oxygen saturation (%) 97 93 95 88 89 90 92 93

Heart rate (beats/min) 96 92 80 140 170 160 140 150

Oxygen (liters/min) — — — — 1 5 6 6

Noninvasive ventilation (hr) — — — — — — — —

Fluid measurements (ml)

Intravenous fluids‡ 7850 13,175 11,675 9200 7510 13,734 7574 4418

Oral fluids§ — — — — — — — 80

Diarrhea¶ 4400 8400 6850 4030 2230 950 500 —

Vomiting∥ — — 1200 1550 — — 100 200

Urine 1330 1050 400 ND ND 1760 4940 6870

Balance 2120 3725 3225 3620 5280 11,024 2034 −2572

Laboratory values

Hemoglobin (g/dl) 18.0 15.8 15.4 16.0 14.1 13.4 13.2 11.1

Hematocrit (%) 55.2 48.4 42.9 49.4 43.3 44.1 39.4 33.6

White cells (×10−3/mm3) 6.8 6.4 7.3 14.1 21.8 28.7 19.7 13.0

Platelets (×10−3/mm3) 103 116 152 135 101 81 83 46

d-dimer (mg/liter) 33 38 38 37 35 28 24 11

AST (U/liter) 1054 942 924 950 834 592 321 205

CRP (mg/liter) 11 13 23 43 59 123 127 65

Lactate (mmol/liter) 1.8 2.7 1.5 2.8 6.5 9.3 1.7 1.1

Creatinine (mg/dl)** 1.9 1.3 1.0 1.0 1.1 1.2 1.0 1.3

Sodium (mmol/liter) 135 135 138 141 144 147 144 148

Potassium (mmol/liter) 3.4 3.5 3.5 3.6 3.3 3.9 4.4 3.9

Chloride (mmol/liter) 102 103 109 110 116 119 117 118

pH 7.45 7.38 7.45 7.44 7.45 7.37 7.47 7.43

Bicarbonate (mmol/liter) 20.5 24.1 22.9 21.9 15.5 14.2 24.7 27.6

* Data are for the period starting with the patient’s arrival in Hamburg, Germany, and ending on the day before transfer of the patient to the 
infectious disease ward. AST denotes aspartate aminotransferase, CRP C-reactive protein, and ND not determined.

† Temperature was measured tympanically until the insertion of a urinary catheter on day 15. The maximum respiratory rate, minimum oxy-
gen saturation (as measured with the use of pulse oximetry), and maximum heart rate were assessed by means of continuous measure-
ment on a medical monitor. The inspired oxygen concentration was not measured, but the patient was receiving oxygen with the use of a 
nasal cannula. Data on noninvasive ventilation are the number of hours of noninvasive ventilation delivered by means of the Evita 2 dura 
(Dräger) in 24 hours.

‡ Intravenous fluids included 5% glucose solution, Sterofundin ISO (B. Braun Medical Supplies), and intravenous nutrition.
§  Oral fluids included water, tea, and oral nutrition (low-fiber standard formula providing 1 kcal per milliliter).
¶ A fecal collector was inserted on day 16.
∥ A nasogastric tube was inserted on day 16.
** To convert values for creatinine to micromoles per liter, multiply by 88.4.
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下痢が10L/日を超える日も。ウイルス性出血熱の治療は集中治療が重要。

先進国での治療成績

• 西アフリカにおける2014-2015年のエボラウイルス病の
アウトブレイクでは致死率が39.5%であったのに対し、
MedEvacで搬送され先進国で集中治療を行うことで致死
率は18.5%まで低下することが示された。 

• このUyekiらの報告では、85%の症例で何らかの研究段階
の治療薬が投与されていた。

N Engl J Med. 2016 Feb 18;374(7):636-46.

先進国ではウイルス性出血熱の患者は 
隔離するだけでなく救命が求められる時代へ

MERS/新型インフル
エンザ

MERS 中東呼吸器症候群
• MERS-CoVというコロナウイルスによる呼吸器感
染症 

• 2012年に初めて報告され、その後も中東で流行が
続いている 

• コウモリやラクダがリザーバーと考えられている 

• 2～14日の潜伏期の後に発症し、発熱、咳嗽などの
症状を呈する
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Epidemiological characteristics of MERS cases reported globally
between Jan-Jun 2013 and Jan-Jun 2018

Characteristic

Number

Median age in years

Gender (% male)

% of primary cases

% of secondary cases

(%) of unknown contact history

% of HCW

% of Fatal

Jan-Jun 13

69

51

62

25

68

7

12

59

Jan-Jun 14

656

47

63

19

42

32

28

37

Jan-Jun 15

420

55

68

10

27

19

6

32

Jan-Jun 16

160

54

71

26

31

7

18

31

Jan-Jun 17

154

51

73

30

46

5

24

22

Jan-Jun 18

94

54

80

32

27

0

5

28

Characteristics of MERS cases reported from
Kingdom of Saudi Arabia, June 2012-June 2018

At the end of June 2018, a total of 2229 laboratory-confirmed cases of Middle East 
respiratory syndrome (MERS), including 791 associated deaths (case–fatality rate: 
35.5%) were reported globally; the majority of these cases were reported from 
Saudi Arabia (1853 cases, including 717 related deaths with a case–fatality rate of 
38.7%).

During the month of June, a total of 4 laboratory-confirmed cases of MERS were 
reported in Saudi Arabia including 1 associated death (case-fatality rate: 25%). No 
healthcare associated transmission or hospital outbreak was reported during this 
month.

The demographic and epidemiological characteristics of reported cases, when 
compared during the same corresponding period of 2013 to 2018, do not show 
any significant di!erence or change. Owing to improved infection prevention and 
control practices in hospitals, the number of hospital-acquired cases of MERS has 
dropped significantly since 2015.

The age group 50–59 years continues to be at highest risk for acquiring infection 
of primary cases. The age group 30–39 years is most at risk for secondary cases. 
The number of deaths is higher in the age group 50–59 years for primary cases 
and 70–79 years for secondary cases.

MERS cases reported from the Kingdom of Saudi Arabia by
week of symptoms onset, June 2012-June 2018

Laboratory-confirmed cases of MERS reported in
Eastern Mediterranean Region, April 2012-June 2018 SUMMARY

2229

791

27

12

Laboratory-confirmed Cases Reported
Since April 2012

countries reported cases since April 2012
in the Eastern Mediterranean Region

deaths reported since April 2012

countries reported cases globally

Community versus hospital acquired (symptomatic) MERS
cases in Eastern Mediterranean Region, Jan 2014-June 2018

Age and fatality distribution of Primary and Secondary cases
of MERS reported from Saudi Arabia, 2012-June 2018

Type of case

Primary

Secondary

Missing

Unknown

Total

2012

3

2

5

2013

36

93

1

28

158

2014

164

264

15

219

662

2015

52

222

102

78

454

2016

74

60

103

11

248

2017

71

90

68

5

234

2018

29

25

38

92

Grand Total

429

756

327

341

1853

Survived Died

MERS in Saudi Arabia (January-June  2018)

January 2018

February 2018

March 2018

April 2018

May 2018

June 2018

Total since January 2018

14

16

14

5

16

3

68

9

8

3

4

1

1

26
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Reported cases of MERS in healthcare workers,
January 2013- June 2018
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2018年10月の時点で
2229人の感染者が報告され

791人が死亡している
（死亡率35.4%）

韓国でのMERSアウトブレイク
186例の感染者
38人の死亡者
（致死率20.4％）

ECDC. Epidemiological update: Middle East respiratory syndrome coronavirus (MERS-CoV) . 22 Jul 2015

韓国でのアウトブレイクは
全ての症例が病院で患者に

曝露している

Euro Surveill. 2015;20(25):pii=21163.
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韓国における中東呼吸器症候群䠄MERS䠅確定患者に関する現況䠄䠎䠅

感染タイ䝥別確定患者の現況

医師 看護師
放射線

技師
搬送要員 救急隊 看病人

警備/

安全要員
電算業体

186 82 65 39 8 15 2 1 2 8 2 1
䠄䠂䠅 44.1% 34.9% 21.0% 4.3% 8.1% 1.1% 0.5% 1.1% 4.3% 1.1% 0.5%

死亡者(n=36)の現況

男 女 0䡚9 10䡚19 20䡚29 30䡚39 40䡚49 50䡚59 60䡚69 70䡚79 80䡚89 90䡚99

36 24 12 䠉 䠉 䠉 䠉 1 6 11 11 7 -
䠄䠂䠅 66.7% 33.3% - - - - 2.8% 16.7% 30.6% 30.6% 19.4% -

※死亡者36名のうち、基礎疾患䠄癌、心臓䞉肺䞉腎疾患、糖尿病、免疫不全など䠅
　がある者や高齢者など、高危険群が33人䠄91.7䠂)になっている。

計
性別 年齢

計 患者
患者の家族

/保護者/

訪問者

医療機関に関連する従事者

確定患者䠄N䠙186䠅のタイ䝥及び死亡者の年齢分布 䠄7月13日時点䠅

https://www.asahi.com/articles/ASL9B3TVVL9BUHBI013.html

鳥インフルエンザ
• 鳥類に対して感染性を示すA型インフルエンザウイルスの鳥類やヒ
トへの感染症を、鳥インフルエンザと呼ぶ。 

• 一般に鳥インフルエンザウイルスはヒトへの感染は起こしにくいと
考えられているが、濃厚な曝露があった場合など例外的にヒトに感
染する場合もある。 

• 鳥インフルエンザウイルスが遺伝子変異によってヒトからヒトへと
効率よく感染する能力を獲得した場合、新型インフルエンザになり
得ると考えられる。 

• 抗インフルエンザ薬はヒトの鳥インフルエンザ感染症でも有効であ
ると考えられており、ときに高用量のオセルタミビルが投与される。



The eight genes of the H7N9 virus are closely related to avian in!uenza viruses found in domestic ducks, wild birds and domestic poultry in 
Asia. The virus likely emerged from “reassortment,” a process in which two or more in!uenza viruses co-infect a single host and exchange genes. 
This can result in the creation of a new in!uenza virus. Experts think multiple reassortment events led to the creation of the H7N9 virus. These 
events may have occurred in habitats shared by wild and domestic birds and/or in live bird/poultry markets, where di"erent species of birds are 
bought and sold for food. As the above diagram shows, the H7N9 virus likely obtained its HA (hemagglutinin) gene from domestic ducks, its NA 
(neuraminidase) gene from wild birds, and its six remaining genes from multiple related H9N2 in!uenza viruses in domestic poultry.

Genetic Evolution of H7N9 Virus in China, 2013

Domestic Ducks

Wild Birds

Domestic Poultry

Setting: Habitats shared by wild and domestic birds 
and/or live bird/poultry markets

Multiple Reassortment Events

H7N3 virus

H7N9 virus

H7N9 Virus

Multiple H9N2 viruses

https://www.cdc.gov/flu/avianflu/h7n9-virus.htm

鳥インフルエンザ 
H5N1

䠄WHO䞉OIEの正式な公表に基づく䠅 

《 䜰䝣䝸䜹 》 
䝆䝤䝏 
人の発症者1人 
䠄うち死亡者0人䠅 
䝘䜲䝆䜵䝸䜰 
人の発症者1人 
䠄うち死亡者1人䠅 

発症者数計860人(うち死亡454人)  

WHO2017年9月27日発表に基づく 

 2017年10月11日 厚生労働省健康局結核感染症課作成 

《䜰䝆䜰 》 
䜲䞁䝗䝛䝅䜰 
人の発症者200人 
䠄うち死亡者168人䠅 
䜹䞁䝪䝆䜰 
人の発症者56人 
䠄うち死亡者37人䠅 
䝍䜲 
人の発症者25人 
䠄うち死亡者17人䠅 
中国 
人の発症者53人 
䠄うち死亡者31人䠅 
䝟䜻䝇䝍䞁 
人の発症者3人 
䠄うち死亡者1人䠅 

䢆䢚䢙䡴䢚䢓䡿䢚䡸䡩 
人の発症者8人 
䠄うち死亡者1人䠅 
䝧䝖䝘䝮 
人の発症者127人 
䠄うち死亡者64人䠅 
䝭䝱䞁䝬䞊 
人の発症者1人 
䠄うち死亡者0人䠅 
䝷䜸䝇 
人の発症者2人 
䠄うち死亡者2人䠅 

《 中東 》 
䡭䡺䢚䢕䢆䢚䡮䡸䢚䡨䢙 
人の発症者8人 
䠄うち死亡者5人䠅 
䜲䝷䜽 
人の発症者3人 
䠄うち死亡者2人䠅 
䜶䝆䝥䝖 
人の発症者359人 
䠄うち死亡者120人䠅 
䝖䝹䝁 
人の発症者12人 
䠄うち死亡者4人䠅 

  䠖家き䜣等での高病原性鳥䜲䞁䝣䝹䜶䞁䝄H5N1が認䜑䜙䜜た国 

  䠖人でのH5N1発症が認䜑䜙䜜た国 

鳥䜲䞁䝣䝹䜶䞁䝄䠄H5N1䠅発生国及び人での確定症例䠄2003年11月以降䠅  

《 北米 》 
䜹䝘䝎 
人の発症者1人 
䠄うち死亡者1人䠅 

WHO Avian Flu Risk Assessment - March 2017

東南アジアの症例は減少傾向
近年はエジプトからの報告が

大半を占める

鳥インフルエンザ 
H7N9

 
 
 
RAPID RISK ASSESSMENT Human infection with a novel avian influenza A(H7N9) virus, China – 3 July 2017 
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Event information 
Update on human cases infected in China 
In March 2013, Chinese authorities announced the identification of a reassortant A(H7N9) influenza virus in 
patients in eastern China. As of 27 June 2017, 1 548 laboratory-confirmed cases were reported as infected in 
China, including two cases reported from Canada in 2015 and one case from Malaysia in 2014 (Figure 1, 
Table 1) [3,4]. 

An interactive ECDC map that shows the number of human cases due to A(H7N9) over time is available from: 
http://gis.ecdc.europa.eu/influenza/H7N9/ 

Figure 1. Distribution of confirmed A(H7N9) human cases by place of reporting in China or with 
recent travel history to China, week 7/2013 to week 25/2017 (N=1 548) 

 
Numbers according to Hong Kong report dated 27 June 2017 [5,8]. 

Figure 2 shows the five epidemic waves, defined as the period between week 41 of a year until week 40 of the 
subsequent year, that have been recorded since 2013.The fifth wave started in October 2016 [4], with 750 cases 
reported as of 27 June 2017. The current wave has the highest number of cases ever reported (Figure 2, Table 1). 
Compared with earlier waves, which were characterised by only a few sporadic cases, new cases are reported 
every week. During the first four epidemic waves, the epidemic curve showed a seasonal pattern with a clear peak 
in January, whereas only a few sporadic cases were reported between weeks 20 and 40. This temporary halt in 
transmission to humans was assumed to be related to temperatures above 18 °C [6] and solar radiation [7] during 
the summer months. By contrast, the fifth wave shows continued transmission beyond week 20, although on a 
lower level, which might reflect a change in the epidemiologic situation in poultry and/or adaptation processes in 
the virus which could now be more temperature resistant and more stable at higher temperatures. 

The fifth wave shows an extended geographical spread, with nine new provinces having reported human cases 
since the ECDC rapid risk assessment published on 9 March 2017 [2] (Figure 1, Table 1). However, most human 

ECDC. Influenza A(H7N9) virus in china: Implications for public health. 7th update, 3 July 2017

第5波の97例中、87例（90%）で鳥への接
触歴があり、そのうち72例（83%）が生鳥

市場への訪問歴があった。
東シナ海、南シナ海に面した地域での報告

が大半を占める。



内閣官房内閣官房新型インフルエンザ等対策室. 鳥インフルエンザＡ（Ｈ７Ｎ９）への対応について

患者の発生は、中国での冬季にピー
クを示し、2013年から現在までで5

つのピークを認めている。2017年
の第5波が過去最大であった。
これまでの感染者1,557名、死亡
者：605名（致死率38.9%）

感染対策 WHOの推奨
• 疑い例または確定例が入院を要する場合、十分に換気され
た個室または陰圧室への入室が望ましいとしている。 

• 医療従事者は標準予防策を徹底し（手指衛生、患者の血液・
体液・分泌物との接触を避けるPPEを着用）、接触予防策お
よび飛沫予防策（医療用マスク、ゴーグルまたはフェイスシー
ルド、ガウン、手袋）を行う。 

• 気管内挿管、BAL、用手換気などエアロゾルが発生する手
技を行う際には、空気予防策が推奨される。手技は十分に
換気された部屋で最小限の人数で行う。

World Health Organization. Middle East respiratory syndrome coronavirus (MERS-CoV) summary and literature update ‒ as of 9 May 2014.  
http://www.who.int/csr/disease/coronavirus_infections/MERS_CoV_Update_09_May_2014.pdf?ua=1

感染対策 CDCの推奨
ゴーグル

N95マスク 
（常に空気感染対策として着用）

ガウン

手袋

Interim Home Care and Isolation Guidance for MERS-CoV: 
http://www.cdc.gov/coronavirus/mers/infection-prevention-control.html

NCGMでの職業暴露対策

http://news.tbs.co.jp/newseye/tbs_newseye3479398.html



PPE着脱訓練@NCGM

・毎週PPE着脱訓練を開催 
・参加部署：診療アドバイザーとなる各診療科の医師、ME、放射線技師、 
　　検査技師、国際協力局など 
・インストラクターは2名/日

PPEライセンスの要件： 
インストラクターの指導の元、5回の訓練を完遂 

半年に1回 ブースター訓練

コミュニケーション



コミュニケーション

時間 2/11 2/12 2/13 2/14 2/15 2/16 2/17
リーダー 大曲 大曲
シフト作成

医師チームリーダー 忽那 忽那

新感染症病棟
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0600-
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-
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忽那・森岡
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齋藤

新感染症病棟
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0000-
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1800
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2400

-
-
-

中村・守山

中村
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野本

中村
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野本

新感染症病棟開棟時のシフト 2019年2月13日～

2/11 2/12 2/13 2/14 2/15 2/16 2/17
リーダー 大曲 大曲
シフト作成

医師チームリーダー 忽那 忽那

新感染症病棟
アテンド

忽那
森岡

忽那
森岡
山元
齋藤

新感染症病棟
フェロー

中村
守山

守山
中村
野本
太田

病棟/コンサルト
早川
中本
脇本
鈴木

保険外来 木下
井手

トラベルクリニック 氏家

不在者 石金・氏家 石金

オンコール 中村・大曲 太田・森岡

備考

新感染症病棟開棟時のシフト 2019年2月13日～

診断機器の整備

病棟訓練

• 年3回開催 

• 国際感染症センター、集中治療科、看護部、放射線部、
検査部、MEなどが参加 

• 例：重症患者対応訓練、災害訓練、保健所との合同訓練
（受け入れ訓練）、ご遺体の処置訓練　など

重症患者対応訓練



重症患者対応訓練 ご遺体の処置訓練

ご遺体の処置訓練 ご遺体の処置訓練
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オペレーションチェックリスト
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指揮者 
オペレーションチェックリスト 机上訓練

ウイルス性出血熱の 
職業暴露対策

• いかにミスをなくすか： 
シフトや人数の工夫、脱着手順のポスター作成、コミュニ
ケーション方法の改善、PPE脱着をとにかく繰り返す、様々
な状況を想定した訓練 

• チームビルディング： 
数値化でもないもののなんだかんだ「チーム感」「リーダー
への信頼感」は重要 
命を預けられるチームづくり

ウイルス性出血熱の職業暴露 
今後の課題

• 暴露した際の対応について：暴露時の抗ウイルス剤の使用
の可否について定まった見解がない。臨床研究という枠組
みが必要かもしれない。 

• ワクチン接種について：特に患者を診療する可能性が高い
医療従事者については優先的にワクチン接種を行うべきで
は？国にワクチンの入手について要望を出していく必要が
ある。

Take Home Message
• 医療従事者はウイルス性出血熱に感染するリスクが高い 
集団である。 

• 今日のウイルス性出血熱診療では重症患者への対応が求め
られている。必要な診療行為による暴露が増加する可能性
がある。 

• 些細なミスが感染につながる可能性があり、日頃からの
訓練や、ミスをしないためのシステム作りが重要である
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