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On June 2, 2015, CDC was notified that a male airline
passenger, aged 41 years, with a fever of 105.4°F, head-
ache, nausea, photophobia, diarrhea, and vomiting, which
began approximately 3 hours after departure, was arriving
to San Francisco, California, on a flight from Frankfurt,
Germany. His symptoms reportedly started with neck stiff-
ness 1 day earlier. Upon arrival, the patient was immedi-
ately transported to a local hospital, where he was in septic
shock, which was followed by multisystem organ failure.
Cerebrospinal fluid, obtained approximately 12 hours after
initiation of treatment, was Gram stain- and culture-negative.
Blood cultures, which were drawn before antibiotic treatment,
were positive for Neisseria meningitides of indeterminate sero-
group. A review of the patient’s medical records revealed a
history of paroxysmal nocturnal hemoglobinuria and current
biweekly eculizumab (Soliris) therapy.

In 2007, eculizumab became the first Food and Drug
Administration (FDA)-approved therapy for paroxysmal
nocturnal hemoglobinuria, a rare type of autoimmune
hemolytic anemia (7). Eculizumab is a monoclonal antibody
that inhibits activation of the complement system, thus
rendering patients vulnerable to infection with encapsulated
organisms such as V. meningitidis (1,2). Eculizumab carries
a FDA black box warning about meningococcal infections,
with the recommendation that patients receive quadrivalent
meningococcal conjugate vaccine at least 2 weeks before
starting eculizumab therapy and a booster dose every 5
years thereafter (3,4). This patient received quadrivalent
meningococcal polysaccharide vaccine in 2012, before
beginning therapy.

On the basis of the patient’s history of eculizumab therapy,
CDC initiated an aviation contact investigation for sus-
pected meningococcal disease before receiving laboratory
confirmation. Current CDC guidelines for meningoccal
disease recommend that on flights of =8 hours duration,
passengers seated on either side of the patient and any crew
with close contact to the patient receive postexposure pro-
phylaxis (3). To identify passenger contacts, CDC obtained

the airline passenger manifest and customs declaration
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forms for the flight. Interviews with responding paramed-
ics and cabin crew also identified two unnamed medical
volunteers on the flight: a nurse and a paramedic. Using
the limited information provided (physical description,
professions, and traveling companions) CDC was able to
identify the medical volunteers through crossreferencing
manifest information with the California Department of
Consumer Affairs License Verification page and photos
associated with electronic customs declarations forms. Six
conveyance contacts were identified (one passenger, two
medical volunteers, and three flight crew); five received
postexposure prophylaxis within 48 hours of the flight
and one declined. In addition, two responding paramedics
who were initially not wearing masks and two laboratory
technicians at the treating hospital received postexposure
prophylaxis. After intravenous antibiotic treatment, the
patient recovered fully.

Although evidence is limited for the risk for in-flight
N. meningitidis transmission, there are at least two docu-
mented instances of probable transmission, including a case
on a commercial flight from Los Angeles to Sydney, Australia
in 2003 (5) and a cluster associated with a charter flight
in 2005 (6). When meningococcal disease is suspected in
an air traveler, close coordination with federal, state, local,
and private sector partners is critical to obtain contact
information for persons with potential exposure to the
patient to ensure their rapid postexposure prophylaxis and,
thus, prevent additional cases. This case also highlights the
importance of heightened clinical suspicion for meningo-
coccal disease in patients on eculizumab therapy, regardless
of vaccination history.
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