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Coronaviruses are a large family of viruses including
the common cold and severe acute respiratory syndrome
(SARS) viruses that are known to cause disease in humans and animals. Middle Eastern respiratory syndrome
coronavirus (MERS-CoV) is a new strain that had not previously been observed in animals and humans and it
seems that camels are a reservoir for this infection (1-4).
It is genetically distinct from the severe acute respiratory
syndrome coronavirus (SARS-CoV), which has emerged as
a pandemic in the last decade and appears to behave differently (1). The MERS-CoV was reported to cause human
infection during September 2012. Since March 2014, the
number of cases with MERS-CoV has increased. In May
2014, 536 laboratory confirmed cases were reported by
the World Health Organization (WHO), and this included
145 deaths. All reported cases had a history of travel to or
residence in the following seven countries: Saudi Arabia,
United Arab Emirates (UAE), Qatar, Oman, Jordan, Kuwait
and Yemen, and the most recent cases were reported from
Saudi Arabia and the UAE (1, 2). Furthermore, MERS cases
have also been reported by the WHO, from countries outside the Arabian Peninsula, such as the United Kingdom,
France, Tunisia and Italy, during 2013; and Greece, Egypt,
Malaysia, and the United States in 2014 (2). The Iranian
Center for Disease Control (CDC) has reported two cases
from Iran, (city of Kerman) with one death (5). The MRESCoV is a notifiable and quarantinable disease and any suspected cases should immediately be reported to the local
CDC. The use of standard precautions in conjunction with
airborne precautions and contact are recommended for
any suspected, probable or confirmed cases (1, 6, 7). It is
important to mention that suspected case is considered
as a person with fever and pneumonia or acute respiratory distress syndrome (ARDS) with clinical, radiological,
and histopathological evidence of pulmonary parenchymal disease and one of the following items;
A history of residence in, or travel to, the Arabian Peninsula or neighboring countries within 14 days before the onset of illness, or at least one item from the below options:

1- Close contact with a probable or confirmed case within 14 days before onset of disease
2- Being a member of a cluster of patients with ARDS of
unknown etiology.
Probable case is considered as a person with an acute
febrile respiratory illness with clinical, radiological, and
histopathological evidence of pulmonary parenchymal
disease, without the possibility of laboratory confirmation for MERS-CoV and a history of close contact with a
laboratory-confirmed case. A confirmed case is a patient
with laboratory confirmation (RT-PCR) of infection with
MERS-CoV.
To increase the likelihood of confirmation of MERS-CoV
infection, CDC recommends multiple specimens to be
collected from various sites and at different times after
symptoms begin. Health-care personnel should collect a
nasopharyngeal swab, or pharyngeal swab, sputum, bronchoalveolar lavage, serum, and stool sample or rectal swab
(1, 2, 6). Health care workers who collect specimens should
wear gloves, gowns, and use eye and mouth protection
during patient care activities that are likely to generate
splashes of body fluids, blood and other secretions. Hand
washing has an important role in prevention of infection
(2, 6-9). People who enter the patients room should wear
disposable gowns and gloves and use of a particulate respirator (N95). Also, strict adherence to hand hygiene is
very important. People who should be considered as having MERS-CoV and should be tested are (1, 6, 7):
1- Individuals with pneumonia and history of residence
in, or travel to, the Arabian Peninsula or neighboring
countries within 14 days before onset of illness.
2- Individuals with acute respiratory infection and history of contact with those in option 1, or contact with a
probable or confirmed case, during the last 14 days.
3- Health care staff with pneumonia, who have been caring for patients with severe acute respiratory infections,
particularly patients requiring intensive care, regardless
of the place of residence or history of travel, where other
causes have not been confirmed.
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There is no vaccine or specific treatment for MERS. The
patients should be treated as for other severe acute respiratory illnesses. The CDC recommends that all travelers to
countries in or near the Arabian Peninsula must protect
themselves from respiratory diseases including MERSCoV by hand washing often and avoiding contact with
people who have an acute respiratory illness. If travelers
to countries with MERS, have onset of fever with cough
or shortness of breath during their trip or within 14 days
of returning to their country, they should seek specific
medical care (6-8).
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