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definition of Marburg virus disease. Evidence on 
the efficacy and safety of therapeutics for the 
disease, including remdesivir, should be gath-
ered through well-designed trials during future 
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Sudan Virus Disease among Health Care Workers, Uganda, 2022

To the Editor: Infections among health care 
workers represented a high proportion of cases 
during the first weeks of the 2022 Ebola outbreak 
in Uganda.1 This Ebola outbreak, which was 
caused by Sudan virus, resulted in 19 infections in 
health care workers among 142 confirmed cases.1 
Not only are health care workers vulnerable to 
infection, but cases that occur early after detection 
of an Ebola outbreak carry an increased risk of 
death2 as health systems scramble to set up well-
functioning Ebola treatment units. Ethical priority 
for immediate and quality care of infected health 
care workers is buttressed by the need to mini-
mize fear, burnout, and strikes among these 
workers, since such complications could ultimate-
ly lead to deaths among patients with or without 
Ebola disease.3

On September 20, 2022, Uganda declared an 
Ebola outbreak due to Sudan virus in the 
Mubende district. We report on seven health 
care workers who contracted Sudan virus dis-
ease, most likely through two nosocomial trans-
mission events that occurred before the identifi-
cation of the outbreak. On September 15, 2022, 
an exposure event occurred during an emergency 
exploratory laparotomy that was performed in a 
patient who was thought to have a perforated 
bowel (Figs. S1 through S3 in the Supplementary 
Appendix, available with the full text of this let-
ter at NEJM.org). Unfortunately, this patient died 
during the procedure and is considered to have 
had a probable case of Sudan virus disease. The 

patient was found to be a member of the same 
household as the patient with the first con-
firmed case of Sudan virus disease in this out-
break. All five of the providers in the operating 
room were infected (Patients A1 through A5 in 
Table 1) and were subsequently admitted to the 
Fort Portal Regional Referral Hospital (FPRRH) 
Isolation Unit in western Uganda.

The FPRRH Isolation Unit was established in 
2017 to support therapeutic trials against filovi-
ruses and continues to be used for clinical re-
search focused on sepsis.4 The symptoms and 
complications among the health care workers 
with Sudan virus disease were similar to those 
described for Ebola virus disease (Table 1 and 
Figs. S4 and S5). Influenza-like illness was fol-
lowed by severe diarrheal disease and multior-
gan failure among the patients with severe cas-
es. Lung and cardiac ultrasonography informed 
the choice of fluid resuscitation volumes among 
the patients with respiratory failure (Fig. S6). Six 
of the seven infected health care workers re-
ceived remdesivir on a compassionate-use basis 
at 5 to 13 days after symptom onset. One of the 
infected health care workers received a combina-
tion of the investigational antibody product 
MBP1345 with remdesivir at 5 days after symptom 
onset, had abatement of symptoms and improve-
ment in laboratory measures, and survived. No 
cases of secondary transmission occurred at the 
FPRRH Isolation Unit. Five of the seven infected 
health care workers survived to discharge.
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FFR-Guided Complete or Culprit-Only PCI in 
Patients with Myocardial Infarction

To the Editor: Böhm et al. (April 25 issue)1 ex-
plored the effectiveness of fractional flow reserve 
(FFR)–guided complete revascularization as com-
pared with culprit-only percutaneous coronary 
intervention (PCI) in patients with ST-segment 
myocardial infarction (STEMI) or very-high-risk 
non-STEMI with multivessel disease. Their trial, 
FULL REVASC (FFR-Guidance for Complete Non-
culprit Revascularization), showed that the use of 
FFR for complete revascularization did not lead 
to a lower risk of unplanned revascularization pro-
cedures than culprit-only PCI. However, this find-
ing is in contrast with results from the COMPLETE 
(Complete versus Culprit-Only Revascularization 
Strategies to Treat Multivessel Disease after Early 
PCI for STEMI) and FIRE (Functional Assess-
ment in Elderly MI Patients with Multivessel Dis-
ease) trials.2,3 In addition, a meta-analysis showed 
lower risks of major adverse cardiac events and 
unplanned revascularization procedures with both 
FFR-guided and angiography-guided complete re-
vascularization than with culprit-only PCI.4

The discrepant findings may stem from the 
differences in how unplanned revascularization 
was defined in the trials. The definition of un-
planned revascularization in the FULL REVASC 
trial — any revascularization not scheduled at 
discharge — may underestimate actual events as 
compared with the broader definitions that were 
used in other trials, which considered any isch-

emia-driven revascularization as being un-
planned.5 The definition that was used in this 
trial could skew results. Revisiting the data set 
of this trial with the definition used in other 
trials could clarify the outcomes, potentially en-
hancing insights into the real-world effectiveness 
of FFR-guided coronary interventions.
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The authors reply: We agree with Li that the 
definition of unplanned revascularization that 
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