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Notes from the Field
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at a University — California, 2016
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On January 31, 2016, the Santa Clara County Public Health 
Department (SCCPHD) was notified of a suspected case of 
meningococcal disease in a university undergraduate student. 
By February 2, two additional suspected cases had been 
reported in undergraduate students living on the same campus. 
The index patient (patient A) required intensive care, whereas 
patients B and C had milder illness; there were no deaths. All 
three patients were part of overlapping social networks and 
had attended the same events during the week before the onset 
of patient A’s symptoms, but whether they had direct contact 
with one another could not be verified. Serogroup B Neisseria 
meningitidis was identified in cerebrospinal fluid and blood 
from patient A and in blood from patient B. Serogroup B has 
been responsible for all U.S. college outbreaks of meningo-
coccal disease since 2011 (1). Laboratory results for patient C 
were inconclusive.

The university student health center and a local hospital 
began providing ciprofloxacin chemoprophylaxis to students 
in the social networks of patient A on January 31, the day the 
case was reported. Expanded postexposure chemoprophylaxis 
to social network members (e.g., persons sharing social events) 
in addition to close contacts is recommended by the California 
Department of Public Health (CDPH) for single cases in 
crowded environments such as college campuses (2). As a 
result, patients B and C received ciprofloxacin after symptom 
onset but before they received their diagnoses, which might 
have prevented more severe disease. Additional students were 
targeted for chemoprophylaxis after cases in patients B and C 
were reported. A total of 436 students in the social networks 
of the three patients, which included social organizations and 
athletic teams, received ciprofloxacin.

After the second case was confirmed on February 2, 
SCCPHD and CDPH recommended that meningococcal sero-
group B (MenB) vaccine be offered to the university student 
population. Two MenB vaccines are licensed in the United 
States, MenB-4C (Bexsero, GlaxoSmithKline, Middlesex, 

United Kingdom) and MenB-FHbp (Trumenba, Pfizer, 
New York, New York). In 2015, the Advisory Committee on 
Immunization Practices (ACIP) recommended use of MenB 
vaccines during outbreaks and for persons at increased risk 
for meningococcal disease (3). In addition, MenB vaccines 
may be administered to any adolescent or young adult aged 
16–23 years (4).

Federally funded MenB-4C vaccine was provided by CDPH 
at no cost. All 5,232 undergraduate students, as well as gradu-
ate students and faculty and staff members at increased risk for 
meningococcal disease, were advised to receive vaccine. Persons 
at increased risk were defined as persons with underlying health 
conditions as recommended by ACIP (3,5,6) and persons living 
in on-campus housing at the time of the outbreak (208 persons 
other than undergraduate students). During four vaccination 
clinics held February 4–8, a total of 4,921 persons received the 
first vaccine dose. Vaccination clinics for the second vaccine 
dose were held on March 18 and April 6–8, during which 4,731 
persons were vaccinated (some of whom had not received the 
first dose). No additional cases in Santa Clara County were 
identified as of May 23, 2016.

The response to this outbreak was rapid, with the first vac-
cination clinic conducted <48 hours after the second case was 
confirmed. University officials had conducted a serogroup B 
meningococcal disease outbreak tabletop exercise in June 2015, 
and SCCPHD had updated their incident command system 
protocol in January 2016. Factors that might have contributed 
to the rapid response include availability of a licensed vaccine, 
high levels of preparedness and activation of incident com-
mand systems at both the university and SCCPHD, and close 
partnerships among the state and local health department and 
the university.
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