Invasive Meningococcal Disease Investigation Overview

Immediate recognition, treatment and re porting of invasive meningococcal disease is critical for prevention of secondary cases. Meningococcal
diseaseis caused by Neisseria meningitidis, a Gram-negative diplococcus. Five to twenty percent of adults are asymptomatic nasopharyngeal carriers
of N. meningitidis. Invasive meningococcal disease (i.e. isolation from a normally sterile site) can cause clinical syndromes such as meningitis,
bacteremia, sepsis, septic arthritis and bacteremic pneumonia, and is reportable in North Carolina.There are multiple serogroups of N. meningitidis.
Serogroups B, C,and Y cause most ofthe diseaseinthe United Stateswhile serogroup W-135 causesa small portion of disease. Serogroup Ais
exceedinglyrareinthe United Statesbutis commonin Africa and Asia. Signs and symptoms of meningococcal meningitis are | ke those associated
with acute meningitis caused by other pathogens.Death can occur within hours despite treatment. The meningococcal disease case fatalityrate is 10-
15% even with treatment. Up to 20% of survivors can have some disability afterinfectionincluding neurological deficits, limb a mputation

and scarring. Transmission occurs through direct contact with a patient’s oral secretions. Cl ose contacts re quire immediate post-exposure prophylaxis
(PEP). Cipro-and PCN-resistant serogroup Y cases have beenreportedin the Charlotte metropolitanareaand providersinthis region should prescribe
alternate PEP medications. Clinical decisions for treatment and PEP should be guided by antibiotic susceptibility testing. Vaccines are available that
protectagainstserogroups A, C,Y, W-135and B. Ifthree or more cases have occurredin eitheran organization ora community-based setting within 3
months, additional control measures are recommended. Consult the NCCommunicable Disease Branchat (919) 733-3419.

Basic Steps of a Meningococcal Disease Investigation

* Reviewimmune status (history of prior disease andimmunization)

* Clinical description: high fever, neck stiffness, confusion, nausea, vomiting, | ethargy, and/or petechial
orpurpuricrash, relevant lab results, antibiotic susceptibility te sting, antibiotic use prior to testing

* Epidemiologiclinkages to similarlyill persons and other risk factors. The incubation period is usually

1. Determine immune status, lessthan4days (range 1-10days). Persons atincreased disease riskinclude:
clinical presentationand * College freshmanliving in dormitories
epidemiological factors * Militaryrecruits

* Microbiologists who are routinely exposed to isolates of N. meningitidis

* Personswhotravel to orresidein countries in which meningococcal disease is hyperendemic
orepidemic, particularly with prolonged contact with local populations

* Persons with conditions such as persistent complement component deficiencies, asplenia

* The patientisinfectious from7 days before symptom onset until 24 hours after effective antibiotic

2. Determine infectious period therapyhas been initiated.

* Immediate recognition and treatmentis critical. Persons with suspected meningococcal disease should
be treated promptly without waitingfor laboratory confirmation. Verify that the patient hasbeen
appropriately tested (PCR or culture ofa specimenfrom a normallysterile bodysite, i.e., blood, CSF, or
synovial, pleural, or pericardial fluid) and treated based on antibiotic susceptibility te sting results.

3. Manage the case

4. ldentify all contacts of case * Postexposure prophylaxis (PEP), based on antibiotic susceptibility testing, should be initiated within 24
duringinfectious period hours aftertheindexcase is identified, regardless of immunization status, after close exposure.

* Collectnecessaryinformation fromcontacts including:
5. Gather information about QO Date, locationandtype of exposure to case patient while infectious

contacts U Symptoms (highfever, neck stiffness, confusion, nausea, vomiting, | ethargy, rash)
U Vaccination status or history of past disease, age and weight (if less than 15 years)

6. Manage contacts

* Referto healthcare provider with priorarrangement for screening and clinical management, including

> Symptomatic contacts A S )
antibiotic susceptibility testing.

* Postexposure prophylaxis (PEP) should be initiated within 24 hours for persons with high-risk
exposures whichinclude
* Household contacts, s pouses, and significant others especially childrenyoungerthan 2 years
* Childareorpreschool contacts at anytime during 7 days before illnessonset
* Directexposure to case patient’s secretions (kissing, sharingtoothbrushes, utensils, drinking
cups)atanytime during 7 days before illnessonset
* Mouth to mouth resuscitation, endotrachealintubation without personal protective
equipment (PPE) atanytime during 7 days before illnessonset
*  Frequentlysleepinginthe same home as the case patientatanytime during 7 days before
illness onset
* Inoutbreaksettings whenthe serogroup is known and canbe prevented by vaccine, post exposure
immunization should be discussed with the CD Branch at(919) 733-3419.

> Asymptomatic close
contacts

> Asymptomatic airline * Passengers seated directlynextto case patient during airline flights lasting more than 8 hours are
contacts considered close contacts and should receive PEP. Alert the CD Branchat (919) 733-3419 to initiate CDC
DGMQ notification.

> Resources - https://www.cdc.gov/vaccines/pubs/surv-manual/index.html, and AAP Red Book 31st Edition, pg. 555
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https://epi.dph.ncdhhs.gov/cd/docs/MeningitisProphylaxisMemoFeb2024.pdf
https://www.cdc.gov/vaccines/pubs/surv-manual/index.html
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