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<http://www.promedmailorg>
ProMED-mail is a program of the
International Society for Infectious Diseases
<http://www.isid.org>
In this update:
{1] Birds - (California)
[2] Surveillance data — (Florida)
[3] Blood donation and transfusion screening 2003 — USA : MMWR update
Folokkok
[1] Birds - (California)
- Date: 3 Apr 2004
From: ProMED-mail <promed@promedmail. org>
Source: The Sacramento Bee, Sat 3 Apr 2004 [edited]
<http://www.sacbee.com/content/news/story/8732331p—9659844¢c.html>
California: West Nile virus positive crow found in south of state .

West Nile virus has been detected in 3 dead birds in Southern California,

the state Department of Health Services has announced. The virus was found
in a dead crow in the San Gabriel Valley on Thu 1 Apr 2004 and in 2 local
house finches in Orange County on Wed 31 Apr 2004 [aiready reported in
previous ProMED~mail posts].

“"West Nile virus has been detected earlier than expected in 2004, probably
due to unseasonably warm weather,” state health director Sandra Shewry said
in a prepared statement. “The state's surveillance system is closely
monitoring for any evidence of the virus across the state.”

The virus has not yet been detected in humans in 2004. During 2003, 3
people, all from Southern California, tested positive for the virus.
California is one of the last states to be affected; in 2003 the virus was
linked to 9389 ilinesses and 246 deaths in 46 states.

[byline: Dorsey Griffith]

selokokok .

[2] Surveillance data - (Florida)

Date: Sun 4 Apr 2004

From: Walter J Tabachnick, PhD <WJT@mail.ifas.ufl.edud

Situation in Florida and a comment on data interpretation

"In a preceding update [see: West Nile virus update 2004 — USA (01)
20040401.0885] the moderator commented that: “It may be indicative of the
characteristics of the impending outbreak in 2004 that the first reports

have originated from the south (Texas) and the west coast (California)”.
These may indeed be the 1st reports sent to ProMED—mail. However, clearly
ProMED~mail reports shouid be used td interpreting (sic) epidemiology with
great caution. Like any passive data collecting system, the information

sent voluntarily to ProMED-mail is likely incomplete. West Nile
virus—positive wild birds and sentinel chickens have continually been
detected in Florida every month since the 1st West Nile virus—infected bird
was detected in Florida on 3 Jul 2001. Florida surveillance information
collected by the Florida Department of Health from throughout the state can
be viewed at <http://www.doh.state flus/Environment/hsee/arbo/surv_info.htm>.
The “1st” reports of positive birds may not provide any useful information
about the characteristics of a presumed 2004 impending outbreak in humans,
if indeed such an outbreak does occur. Florida has continuing evidence of
year—long West Nile virus transmission with relatively few human cases to
date. Of course this could change and is of great concern. Florida

continues to monitor West Nile virus transmission using a sentinel
surveillance system.”

Walter J Tabachnick, PhD

Director, Florida Medical Entomology Laboratory

Professor of Entomology and Nematology

University of Florida — IFAS

200 9th St, SE

Vero Beach, FL 32962

<WJT@mail.ifas.ufl.edu)

[We are very aware of the dangers of over—interpreting reports received by
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ProMED~mail — hence my comment was prefaced by the phrase “....may be
indicative......”. it is only recently, however, that ArboNET -and Health

Canada have compiled and released comprehensive surveillance data for North
America. Even so, trends are difficult to analyse with certainty, because
surveillance data are recorded at state or provincial level, and practice

and commitment are variable. For example some states/provinces ceased to
report data after the first appearance of West Nile virus at county level
(whereas others did not), which makes direct comparison of numerical data
problematic. During 2003, West Nile virus infection appeared to spread
westwards, leaving a much diminished epidemic toward the east. (To what ~
extent reporting fatigue in the east and the novelty of the situation in

the west contributed to this situation is difficult to access.) ~ Mod.CP]
SRk

[3] Blood donation and transfusion screening 2003 — USA : MMWR update
Date: Thu 8 Apr 2004 :

From: ProMED-mail <promed@promedmail.org>

Source: Morb Mortal Wkly Rep 2004; 53(13): 281-4, Fri 9 Apr [edited]
<http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5313al.htm)>

Update: West Nile virus screening of blood donations and
transfusion—associated transmission — United States, 2003 -

In 2002, transfusion—associated transmission (TAT) of West Nile virus (WNV)
infection acquired through blood transfusion marked the emergence of a new
threat to the US blood supply (1). Although mosquitoborne transmission -
remains the predominant mode of WNV transmission (2), identification of TAT
underscored the need for WNV screening of donated blood. In June 2003,
blood—collection agencies.(BCAs) implemented investigational WNV nucleic
acid—amplification tests (NATs) to screen all blood donations and identify
potentially infectious donations for quarantine and retrieval. This

screening was performed on about 6 million units during June to December
2003, resulting in the removal of at least 818 viremic blood donations from
the blood supply. This report summarizes the results of blood~donation
screening tests conducted during 2003 and describes 6 cases of WNV TAT that
occurred because of transfusion of components containing low levels of
virus not detected by the testing algorithm. These data indicate that blood
screening for WNV has improved blood safety. However, a small risk of WNV
transfusion—associated transmission remains. To address this risk, changes
to screening strategies are planned for 2004.

BCA testing activities

In June 2003, under the Food and Drug Administration's (FDA)

investigational new drug (IND) mechanism, BCAs began screening donations by
using NATs from 2 test—kit manufacturers. Initial screening protocols ’
included NAT performed on mini—pools (MP NAT) of samples from 6 or 16
donations, depending on the test—kit manufacturer. Donation samples that
were part of reactive mini—pools were tested individually. Any reactive
samples were re~tested by individual donation testing (IDT NAT). In certain
cases, an alternate sample from the same donation or an alternate NAT might
have been used for re—testing. In addition, selected blood banks serving

areas with epidemic activity stopped using this MP NAT screening algorithm
and implemented IDT NAT screening during limited periods of the epidemic
season. Donors of IDT NAT-reactive samples identified by either screening
method were asked to participate in a BCA—directed follow—up study to
confirm WNYV infection and evaluate for the persistence of WNV RNA in blood
samples collected subsequently. Both follow—up samples and the
index—donation samples were tested for WNV-specific IgM antibody. Donations
that were IDT NAT-reactive were not released for transfusion; these donors
were deferred from donating blood again until >28 days after the date of
collection for the last NAT-reactive sample and the documented development
of WNV-specific antibody.

To determine the sensitivity of the MP NAT-screening algorithm, certain
BCAs performed retrospective testing studies in selected areas that
experienced high rates of viremic donations. In these studies, individual
components of archived MP NAT—negative donation samples were re—tested by
IDT NAT.
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Surveillance activities

For surveillance purposes, a donation that was repeatedly reactive on IDT
NAT was considered to be from a presumptive viremic donor (PVD).
Cooperating local blood centers provided reports of PVDs (including donor
age, sex, postal code, and date of donaﬁon) to state health departments,
which provided reports to ArboNET, the national arbovirus surveillance system.
As of 31 Mar 2004, state and local health departments had reported 818 PVDs
to ArboNET; dates of collection ranged from 25 Jun to 2 Dec 2003 [data
presented as a figure in the original text]. Complete information was
available for 811 (99 per cent) of these PVDs; 6 (1 per cent) had West Nile
viral encephalitis or meningitis subsequent to donation (median age: 45
years, range: 28 to 76), 137 (17 per cent) had West Nile fever (median age:
46 years, range: 17 to 76), and 654 (81 per cent) remained asymptomatic. Of
the PVDs reported to ArboNET, 691 (85 per cent) were residents of 9 states
(Colorado, Kansas, Nebraska, New Mexico, North Dakota, Oklahoma, South
Dakota, Texas, and Wyoming). These states experienced WNV epidemics in 2003
" and accounted for 60 per cent of reported cases of West Nile viral
encephalitis or meningitis.
WNV transfusion—associated transmission investigations

Since 2002, public health authorities have been encouraged to investigate
reports of WNV iliness among patients who had received biood transfusions
<4 weeks before illness onset and to. report these suspected TAT cases to
CDC. A probable TAT was defined as transfusion to a recipient who 1) had a
confirmed WNV infection (3) and 2) had received a blood product from a
‘NAT-reactive index donation associated with a donor with WNV=specific IgM
antibody in the index donation or a follow—up collection. A confirmed TAT
case was defined as meeting the criteria for a probable case and having any
one of the following criteria: 1) Unlikely mosquito exposure during the 14
days before recipient iliness onset; 2) testing of remaining diagnostic
samples from the hospitalized transfusion recipient indicating that WNV
infection occurred at the time of transfusion; or 3) transfusion of a
co—component of the infectious donation into another recipient who then had
a confirmed WNV infection. A case was classified as a non—case if WNV
infection could not be confirmed in the recipient <4 weeks after the
implicated transfusions, if WNV RNA was not identified in any implicated
donation, or if all implicated donors were seronegative for WNV. If samples
were not available to satisfy the criteria for probable, confirmed, or
non—case classification, the case was considered inconclusive.

During 2003, a total of 23 suspected cases of WNV TAT were reported to CDC.
Public health authorities reported 15 suspected cases of WNV TAT among
patients who had WNV iliness after receiving transfusions. Another 8
suspected cases were in recipients of components derived from low-level
viremic donations that were identified during special retrospective studies

of MP-negative blood retested with IDT NAT by 2 BCAs. Follow—up of these 8
cases was performed to determine whether WNV infection had resulted from
the implicated transfusions. As a result of these 23 investigations, 6

cases were classified as confirmed or probable WNV TAT, 11 as non—cases,
and 3 as inconclusive. As of 27 Mar 2004, 3 cases remained under investigation.
In each of these 6 confirmed or probable cases, the recipient received
components from multiple donations; however, only one infectious blood
component was found in each case. All 6 of these infectious donations had
been collected during the period 29 Jul to 18 Sep 2003, and were not
identified in MP screening. The median age of the 6 recipients was 63 years
(range: 13 to 82); 4 had WNV encephalitis, one had West Nile fever, and one
critically ill patient did not have discernible WNV-compatible illness

despite confirmed WNV infection. A sufficient index—donation sample was
available to estimate the titer of the implicated donor’s viremia in 4 of 6
cases: the median estimated viremia was 0.11 plaque~forming units per
milliliter (pfu/mL) (range: 0.06 to 0.5 pfu/mL). 2 of these 6 cases were
reported previously (4); a description of a 3rd case follows.

On 31 Aug 2003, a boy aged 13 years was admitted to a hospital with
multiple injuries. On | Sep 2003, he received 3 units of packed red blood
cells. On 9 Sep 2003, after hospital discharge, he had a maculopapular
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rash. On 12 Sep 2003, he was readmitted to the hospital with fever,
headache, vomiting, and diarrhea, consistent with West Nile fever; blood
drawn on that day was pasitive for WNV~-specific IgM antibody.

The 3 transfused blood units had been collected during the 2nd week of
August 2003. No donors of this blood reported symptoms of WNV iliness
before or after donation. Samples from these donations were non-reactive
for WNV RNA by MP NAT performed on 6—specimen mini—pools. All other
components derived from these 3 donations were quarantined immediately;
there were no co—component recipients. Recalled plasma samples from the 3
index donations were WNV IgM—negative. One donor seroconverted evidenced by
development of WNV-specific IgM antibody in serum collected 50 days after
donation. Recalled plasma from this donor was reactive when tested by IDT
NAT. CDC confirmed results by using polymerase chain reaction; the
estimated viral load was 0.09 pfu/mL. The recipient recovered without sequelae.
(Reported by: S Kleinman, MD, American Assoc of Blood Banks, Victoria,
British Columbia, Canada. M Busch, MD, Blood Systems Research Institute,
San Francisco, California. S Caglioti, Blood Systems Laboratories, Tempe,
Arizona. SL Stramer, PhD, R Dodd, PhD, American Red Cross, Gaithersburg,
Maryland. DM Strong, PhD, Puget Sound Blood Center, Seattle, Washington. W
Dickey, MD, Belle Bonfils Memorial Blood Center, Denver, Colorado. B
Salvidar, MS, M Giichrist, PhD, Univ of lowa Hygienic Laboratory, lowa -

City; S Brend, MPH, lowa Dept of Public Health. H Nakhasi, PhD, J Epstein,
MD, J Goodman, MD, Center for Biologics Evaluation and Research, Food and
Drug Administration. M Chamberland, MD, M Kuehnert, MD, Div of Viral and
Rickettsial Diseases. L Petersen, MD, N Crall, A Marfin, MD, Div of _
Vector-Borne Infectious Diseases, National Center for Infectious Diseases;

T Boo, MD, S.Montgomery, DVM, EIS officers, CDC.)

'MMWR editoria! note

Previous studies have documented that an estimated 80 per cent of
WNV-infected people remain asymptomatic but are believed to have viremia
lasting a median of 6.5 days (5,6). Asymptomatic WNV—infected people with
viremia probably represent the largest risk group of blood donors. Because
symptom screening at the time of blood donation will not identify most
viremic donors, screening by NAT was implemented rapidly to identify
potentially infectious blood donations by detecting WNV RNA. Use of
blood—donor screening for WNV by NAT under the IND mechanism has enhanced
the safety of the blood supply. Despite this enhanced safety, documentation
of the 6 WNV TAT cases in 2003 indicates that blood components containing
low levels of virus might escape detection and that at least some of these
might be infectious. Virus loads in infectious donations were considerably
lower in 2003 than in 2002 (1). In 2002, the estimated viremia levels in
implicated donations were 0.8 to 75 pfu/mL, compared with 0.06 to 0.5
pfu/mL for TAT cases during 2003. The reasons for this lower range are
unclear, and the lower limit of donor viremia that can lead to
transfusion—associated infection is unknown.

Data collected during 2003 will be considered by the blood supply community
in collaboration with public health authorities when developing screening
strategies for 2004, when widespread seasonal transmission of WNV is
expected to continue. MP screening will continue to identify most persons
who donate during the short viremic period, but prospective IDT might be
implemented in regions with high WNV-infection rates (that is, high
MP-screening——test yields). However, the capacity of laboratory equipment
and personnel for performing IDT and the availability of reagents are

limited, and the higher false—positive rate of IDT (compared with MP
screening) could have a negative short—term impact on the availability of
blood in these regions. -

About 4.5 million people receive blood or blood products annually. Although
people who need blood transfusions should be aware of the limited risk for
WNYV infection, the benefits of receiving needed transfusions outweigh the
potential risk for WNV infection. In addition, blood donation poses no risk

to the donor for acquiring WNV, and the US Public Health Service encourages
blood donation. FDA, CDC, and the blood—collection community will continue
to evaluate WNV-screening strategies to ensure blood safety.
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Update: West Nile Virus Screening of Blood Donations
‘and Transfusion-Associated Transmission — United
States, 2003

In 2002, transfusion-associated transmission (TAT) of West Nile virus (WNV) infection acquired through blood transfusion
marked the emergence of a new threat to the U.S. blood supply (7). Although mosquito-borne transmission remains the
predominant mode of WNV tranismission (2), ldentification of TAT underscored the need for WNV screening of donated
blood. In June 2003, blood-collection agencles (BCAs) implemented Investigational WNV nuclelc a¢id—amplification tests
(NATS) to screen alii blood donations and identify potentially infectious donations for quarantine and retrieval. This screening
was performed on approximately 6 million units during June~December 2003, resulting In the removal of at least 818 viremic
blood donations from the blood supply. This report summarizes the results of blood-donation screening tests conducted
during 2003 and describes six cases of WNV TAT that occurred because of transfusion of components centaining low levels
of virus not detected by the testing algorithm. These data indicate that blood screening for WNV has improved biood safety.
However, a small risk ot WNV transfusion-associated transmission remairis. To address this risk, changes to screening
strategies are planned for 2004,

BCA Testing Activities

In June 2003, under the Food and Drug Administration's (FDA) investigational new drug (IND) mechanism, BCAs began
screening donatlons by using NATs from two test-kit manufacturers, initial screening protocols Included NAT performed on
minl-pools (MP NAT) of samples from six or 16 donations, depending on the test~kit manufacturer, Donation samples that

ege part of reactive mini-pools were tested individually. Any reactive samples were retested by individual donation testing

DT NAT). In certain cases, an alternate sampte from the same donation or an altsrnate NAT might have been used for
retesting. In addition, selected blood banks serving areas with epidemic activity stopped using this MP NAT screening
gxilhm and implemented IDT NAT screening during limited periods of the epidemic season. Donors of IDT NAT—reactive
samples identitied by elther screening method were asked to participate in a BCA-directed follow-up study to confirm WNV
infection and evaluate for the persistence of WNV RNA in biood samples collected subsequently. Both follow-up samples
and the index-donation samples were tested for WNV-specific IgM antibody, Donations that were 10T NAT-reactive were
not released tor transfusion; these donors were deferred from donating blood agaln until >28 daya aher the date of
collection for the {ast NAT-reactive sample and the documented development of WNV-spacific antibody.

To determine the sensltivity of the MP NAT-screening algorithm, certain BCAs performed retrospective testing studles In
selected areas that experienced high rates of viremic donations. [n these studies, Individual components of archived MP
NAT-negative donation samples were retested by 10T NAT.

Survelllance Activitles

For survelltance purposes, a donation that was repeatediy reactive on IDT NAT was considered to bs from a presumptive
viremic donor (PVD). Cooperating local blood centers provided reports of PVDs (including donor age, sex, postal code, and
date of donation) to state health departments, which provided reporis to ArboNET, the national arbovirus surveillance
system,

As of March 31, 2004, state and local health departments had reported 818 PVDs to ArboNET; dates of coilection ranged
from June 25 to December 2, 2003 (Figure). Completa information was available for 811 (99%) of these PVDs: six (1%) had
West Nile viral encephalitis or meningitis subsequent to donation {median age: 45 years, range; 28~786 years), 137 (17%)
had West Nile fever (median age: 46 years, range: 17—76 years), and 654 (81%) remained asymptomatic. Of the PVDs
reported to ArboNET, 691 (85%) were residents of nine states (Colorado, Kansas, Nebraska, New Mexico, North Dakota,
Okiahoma, South Dakota, Texas, and Wyoming). These states experienced WNV epldemics In 2003 and accounted for
80% of reported cases of West Nile viral encephalitis or meningitis.

WNV Transfuslon-Associated Transmission Investigations

Since 2002, public health authorities have been encouraged to investigate repons of WNV iliness among patients who had
recelved blood transfusions <4 weeks before iliness onset and to report these suspected TAT cases to CDC., A probable
TAT was deflned as transfusion to a recipient who 1) had a confirmed WNYV infection (3) and 2) had received a blood

. product from a NAT-reactive index donation associated with a donor with WNV-specific igM antibody in the index donation
or a follow-up collection. A confirmed TAT case was defined as meeting the,criterla for a probable case and having any one
of tha following criterla: 1) unfikely mosquito exposure durlng the 14 days before reciplent fiiness onset; 2) testing of
remaining diagnostic samples from the hospitallzed transfusion recipient indicating that WNV infection occurred at the time
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of transfusion; or 3) transfusion of a co-component of the Infactious donation into another recipient who then had a
confirmed WNV Infection, A case was classified as a noncase If WNV Infection could not be confirmed in the reciplent <4
weeks after the implicated transfusions, if WNV RNA was not identifled in any Implicated donation, or if all Implicated donors
were seronegative for WNV. if samples were not available to satisfy the criterla for probable, contirmed, or noncase
classification, the case was considered inconclusive.

During 2003, a total of 23 suspected cases of WNV TAT were reported to CDC, Public health authorities reported 15
suspected cases of WNV TAT among patients who had WNV lliness atter recelving transfusions. Another sight suspected
cases were In reciplents of components derived from low-level viremic donations that wers Identified during special
retrospective studles of MP-negative blood retested with IDT NAT by two BCAs, Follow-up of thess elght cases was
performed to determine-If WNYV infection had resulted from the impticated transfusions. As a result of these 23
Investigations, six cases were classified as confirmed or probable WNV TAT, 11 as noncases, and three as inconclusive, As
of March 27, 2004, three cases remained under investigation. '

In each of these six confirmed or probable cases, the racipient received components from multiple donations; however, only
one Infectious blood component was found In each case. Al six of these Infectious donatlons had been coliected duting July
29-Beptember 18, 2003, and were not identifled in MP screening, The median age of the slx recipients was 63 years
(range: 1382 years); four had WNV encephalitis, one had West Nlie fever, and one critically it patient did not have
discernible WNV-compatible liness despite confirmed WNYV Infection. A sufficlent index-donation sample was avaliable to
estimate the titer of the implicated donor's viremia In four of six cases: the median estimated viremia was 0.11
plague-forming units per millliter (pfu/mL) (range: 0.06~0.5 pfu/mL). Two of these six cases ware reported previously (4); a
description of a third case follows. - '

On August 31, 2003, a male aged 13 years was admitted to a hospital with multiple injuries. On September 1, he recalved
three units of packed red blood cells. On September 9, after hospltat discharge, he had a maculopapular rash, On
September 12, he was readmitted to the hospital with fever, hbadache, vomiting, and diarrhea, consistent with West Nile
fever; blood drawn on that day was positive for WNV-specific IgM antibody.

The three transfused blood units had been collected during the second week of August 2003. No donors of this blood
reported symptoms of WNYV lliness before or after donation. Samples from these donations were nonreactive for WNV RNA
by MP NAT performed on six-specimen minl-pools. All other components derlvad from these three donations were
quarantined immediately; there were no co-component recipients. Recalied plasma samples from the thrée index denations
were WNV igM negative. One donor seroconverted evidenced by development of WNV-specitic igM antibedy in serum
collected 50 days after donation. Recalied. plasma from this donor was reactive when tested by IDT NAT. CDC confirmad
results by using polymerase chain reaction; the estimated viral load was 0.09 pfu/mL. The recipiant recovered without
sequelae,

Reported by: S Klelnman, MD, Americen Assoc of Blood Banks, Victorla, British Columbla, Canada, M Busch, MD, Blood
Systems Research Instituts, San Francisco, Callfornla, S Cagliot, Blood Systems Laboratorles, Tempe, Arfzona, SL
Stramer, PhD, R Dadd, PhD, American Red Cross, Galthersburg, Maryland. DM Strong, PhD, Puget Sound Blood Center,

.Seattla, Washington. W Dickey, MD, Belle Bontils Memorlal Blood Center, Denver, Colorado. B Salvidar, MS, M Gilchrist,

PhD, Univ of lowa Hyglenlc Laboratory, lowa Clty; S Brend, MPH, lowa Dept of Publlc Hesith, H Nakhasl, PhD, J Epstain,
MD, J Goodman, MD, Center for Blologics Evaluation and Research, Food and Drug Administration. M Chamberland, MD,
M Kuehnert, MD, Div of Viral and Rickettsial Dissases, L Patersen, MD, N Crall, A Martin, MD, Div of Vector-Borne
Infectious Diseases, Natlonal Center for Infectious Diseases; T Boo, MD, S Montgomery, DVM, EIS officers, CDC.

Editorial Note:

Previous studles have documented that an estimated 80% of WNV-infected persons remain asymptomatic but are beileved
to have viramia iasting a median of 8.5 days (5,5). Asymptomatic WNV-infected persons with viremia likely represent the
largest risk group of biood donors, Because symptom screening at the time of blood donation wii not identity most viremic
donors, screening by NAT was Implemented rapidly to identity potentlally Infectious blood donations by detacting WNV RNA,

Use of blood-donor screening for WNV by NAT under the IND mechanism has enhanced the safety of the blood supply.
Despite this enhanced safety, documentation of the six WNV TAT cases in 2003 indlcates that blood components contalning
low levels ot virus might escape detection and that at least some of these might be infectious, Virus foads In Infectious
donations were considerably lower in 2003 than In 2002 (7). In 2002, the estimated viremia levels n implicated donations
were 0.8-75 pfu/mL, compared with 0.08-0.8 pfu/mL for TAT cases during 2003. The reasons for this lower range are
unclear, and the lower limit of donor viremia that can lead to transfusion-associated infection Is unknown.

Data collected during 2003 will be considered by the blood supply community in collaboration with public health authorities
when developing screening strategles for 2004, when widespread seasonat transmission of WNV Is expected to continue,
MP screening will continue to Identity most persons who donate during the short viremic period, but prospective IDT might
be implemented n regions with high WNV-infection rates (l.e., high MP-screening—test ylelds). However, the capacity of
laboratory equipment and personnel for performing IDT and the avallabillty of reagents are limited, and the higher -
false-posltivle rate of IDT (compared with MP screening) could have a negative short-term Impact on the avallability of biood
In these regions.

Approximately 4.5 million persons receive blood or blood products annually. Although persons needing blood transfusions
should be aware of the limited risk for WNV infection, the benefits of recelving needed transfusions outweigh the potential
risk for WNV Irifection. In addition, blood donation poses no risk to the donor for acquiring WNV, and the U.S. Public Health
Service encourages blood donation. FDA, CDC, and the blood-collaction community will continue to evaluate
WNV-screening strategies to ensure bload safety, . .



P AMENG 1L WY S AR ) M RS P EBRNelY B e e om m s was o8

Jdate: Wast INHQ VIFUS DCreening Of DI00Q ONUUULNG . JULP ./ / WHW LUUBUY/ LWL/ 10 8 Y I8 W/ LWL 500007 N wa s,

Morbidity and Mortallty Weekly Report

Acknowledgments

This report is based in part on contributions by L Pletrelll, Roche Molecular Systems, Alameda, Californle. T Gahan, L
DesJardin PhD, Univ of lowa Hyglenic Laboratory, lowa City, lowa, RS Lanclotti, PhD, A Lambent, A Noga, R Hochbein, Div
of Vector-Borne Infectious Diseases, CDC,

References

1. Pealer LN, Mariln AA, Petersen LR, et al. Transmission of West Nlle virus through blood transfusion~United States,
2002. N Engl J Med 2003;349:1236-45,

2. CDC. West Nile virug activity-——tnited States, November 20-25, 2003. MMWR 2003:52:1160.

3. CDC. Epidemic/Epizootic West Nile virus in the United States: guidelines for survelllance, prevention, and control.

Third revision, 2003, Available at http:/jwww.cde.govincldod/dvbld/westnile/resources/wny-uidelines-auq-2003.pdf

4, CDC. Update: Detection of West Nile virus In blood donations—{inited States, 2003, MMWR 2003:52:916~0,
5. Mostashari £, Bunning ML, Kitsutani PT, et al, Epidemic West Nile encephalitis, New York, 1999: resuits of a

housshold-basad seroepidamiolagical survey. Lancet 2001;358:261—4.
6. Goldblum N, Stark VV, Jaslsnka-Klingberg W. The naturat history of West Nlle fever. Il. Virological findings and the
development of homologous and heterologous antibodies In West Nile infections in man. Am J Hyg 1957,66:363-80.

Flgure

FIGURE.Number* of d West Nite-viremic blood donors, '
.

by waek of danation — United States. 2003

(2]
ot o
H tunalsrnai2 e en S 13202152 11 28|t 4 L 226 D20
'l Avg S et o
‘flesh and menth
"M =818,
Return 1o top.

Use of trade namaes and commerclal sources Is for Identlfication only and does not imply endorsement by the U.S. Department of Health
and Human Services,

Referances to non-CDC sltas on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of
these arganizations ot their programa by COC or the U.S. Depariment of Health and Human Services. CDC ls riot responsible for the
content of pages found at these sites. URL addresses listed In MMWR were cutrent as of the date of publication.

Disclaimer Al MMWR HTML versians of articles are electronic conversions from ASCII text Into HTML. This converslon may have
rasulted In character translation or format errors In the HTML version. Users should not rely on this HTML decument, but are referred to
the electronic POF version and/for the original MMWA paper copy for the official text, figures, and tables. An ariginat paper copy of this
issue can be obtained from the Superintendent of Documents, U.S. Government Printing Otfice (GPQ), Washington, DC 20402-9371;

telephone: (202) 512-1800. Contact GPO for current prices.
**Questions or messages regarding errors In formatting should be addressed to mmwra@cdc.gov.

Page converted: 4/8/2004

Print Help
MMWA Home | MMWR Search | Help | Contact Us
€OC Home | Search | Health Topics A-Z

This page last reviewed 4/8/2004

Centers for Disease Contro! and Prevention

v f
.
[} 4



DA 2 — 1 | o
| EXR HEHE BESLE

#HEn E—H/AER HFEEXSSORES L 2 55180 48 AT AR

Z1T

WAUBE MEEN
—fREY R R - _ NRE
. |
5’?2’3;;’ AABB Weekly Report 2004 : 10 (26) 12,
RER (DKL) | - BEA ¥E
REOFL 23075y RU—FARRMaEOEF 1L 71 LA N eds sREEHELR. chOCEiED. XE| BRALOTELRBRR
RIidHF I ~DORITF U R —DREE L TWAN, LA 68 1 B~11 B 30 BORITH F ¥ £z REERL TR ZDHBERIES
Bl EIFHEICR 5% 08 BRMBE I TV, ZOsIRImES hx. :
% .
"
&=
)
5
=

HELCKOER FHROM
AERicBVTIE, ERMFE 0713001 & (FK 16 | TR ED IV ICHT 2 HEFRZFCONT, HFHRRBIIHHTVL,
£7H 13 8)ICT, \BALSOREER 4 ERM '
ORmMBLHMEZRITLENBMINTNS,
EREICLDIFEDOLEI R NEERD,




113



AABB WEEKLY REPORT ) ) . . July 16, 2004

stem cells, which form neurons and glial cells, in the same culture dishes with human endothelial cells,
which form the lining of blood vessels. Over time, about 6 percent of the mouse neural stem cells
began to show signs that they had developed into cells similar io endothelial cells. The new cells
expressed CD146, Flk-1 and VE Cadherin, protein markers that are associated with endothelial cells.
They also retained a single nucleus and had only mouse chromosomes, suggesting they had
converted into a different type of cell rather than merged with an existing human endothelial cell.
Similar results were seen when these same neural stem cells were transplanted into the brains of mice
early in development. Reference: Nature 2004; 430:350 — 356, doi:10.1038/nature02604

Health Care

The number of new HIV infections among men who have sex with men (MSM) at public HIV-
testing sites in San Francisco and Los Angeles did not increase during 1999-2002, a period
when syphilis cases among MSM increased substantially in both cities, according to the Center
_ for Disease Control and Prevention (CDC). The stability of HIV infection rates may be due to the -
number of new syphilis cases being small compared with the numbers of MSM at risk for HIV infection,
according fo CDC's Morbidity and Mortality Weekly Report. The report also suggested that cases may
not be increasing because MSM with primary or secondary syphilis had longstanding HIV infection
before they acquired syphilis. "However, if the outbreaks of syphilis continue unabated, HIV incidence
among MSM at public HIV-testing sites and in the larger MSM community might increase," CDC
reported. "Recommendations include behavioral risk assessment, frequent sexually transmitted
disease screening, and prompt treatment of syphilis in HIV-infected persons and their partners to
control syphilis outbreaks and prevent a potential increase in HIV infections.

International

The United Kingdom's National Blood Service has begun testing donated blood for West Nile
virus (WNV). As a result, the service will no longer defer donors for travel to the United States or
Canada. Previously, blood donors who had visited any part of Canada or the United States between -
June 1 and Nov. 30 were deferred from donating for 28 days after returning to the UK. These
restrictions have been lifted.

Industry

Immucor, Inc. announced that Galileo has been cleared in Canada and Japan. Galileo is Immucor's
second generation, bidirectional, fully automated walk-away instrument for the hospital blood bank

transfusion laboratory, donor centers and reference laboratories. It is already cleared for use in the United
States. .

Philadelphia-based CorCell, Inc. and German based VITA 34, both cord blood banks, merged to
form VITA 34 INTERNATIONAL AG, a new holding company headquartered in Leipzig,

- Germany. CorCell and VITA 34 will continue to operate under their established brand names in their
respective markets. Both companies are wholly owned subsidiaries of VITA 34 INTERNATIONAL AG.
American operations will continue to be directed from the Philadelphia headquarters of CorCeli. ’

People

President George Bush has nominated General Services Administration's inspector general, Daniel
Levinson, as the new HHS inspector general, the White House announced. Levinson previously
served as chairman of the Merit Systems Protection Board, an agency that protects federal employees
from partisan political practices and management abuses, and as general counsel to the Consumer
Product Safety Commission and deputy counsel to the Office of Personnel Management. A certified
fraud examiner, he also served as chief of staff for former Rep. Bob Barr (R-Ga). If confirmed by the
Senate, Levinson will replace Dara Corrigan, who has served as acting chief deputy inspector general
since the resignation of her predecessor, Janet Rehnquist, just over a year ago. §8

12 ' AABB Copyright © 2004
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Secondary and Tertiary Transfer of Vaccinia Virus Among U.S.
Military Personnel --- United States and Worldwide, 2002--2004

In December 2002, the Department of Defense (DoD) began vaccinating military personnel as part of the pre-event vaccination program
(J). Because vaccinia virus is present on the skin at the site of vaccination, it can spread to other parts of the body (i.c., autoinoculation)
or to contacts of vaccinees (i.e., contact transfer). To prevent autoinoculation and contact transfer, DoD gave vaccinees printed
information that focused on hand washing, covering the vaccination site, and limiting contact with infants (J, 2). This report describes
cases of contact transfer of vaccinia virus among vaccinated military personnel since December 2002; findings indicate that contact
‘ansfer of vaccinia virus is rare. Continued efforts are needed to educate vaccinees about the importance of proper vaccination-site care
"1 preventing contact transmission, especially in household settings.

DoD conducts surveillance for vaccine-associated adverse events by using automated immunization registries, military communication
channels, and the Vaccine Adverse Events Reporting System (VAERS). Contact transfer cases are defined as those in which vaccinia
virus is confirmed by viral culture or polymerase chain reaction (PCR) assays. Other cases are classified as suspected on the basis of
lesion description and reported linkage to a vaccinated person 3--9 days before lesion development. :

During December 2002--January 2004, a total of 578,286 military personnel were vaccinated; 508,546 (88%) were male, and 407,923
(71%) were primary vaccinees (i.e., received smallpox vaccination for the first time). The median age of vaccinees was 29 years (range:
17--76 years). Among vaccinees, cases of suspected contact transfer of vaccinia were identified among 30 persons: 12 spouses, eight
adult intimate contacts, eight adult friends, and two children in the same household. These cases were reported from Colorado (four),
North Carolina (four), Texas (four), Alaska (two), California (two), Connecticut (one), Kansas (one), New Jersey (one), Ohio (one),
South Carolina (one), Washington state (one), West Virginia (one), and overseas (seven). The sources of suspected contact transfer were
all male service members who were primary vaccinees. Except for six male sports partners, all infected contacts were female.

Vaccinia virus was confirmed in 18 (60%) of the 30 cases by viral culture or PCR. Sixteen (89%) of the 18 confirmed cases involved
uncomplicated infections of the skin; two (11%) involved the eye (3). None resulted in eczema vaccinatum or progressive vaccinia.
Twelve (67%) of the 18 confirmed cases were among spouses or adult intimate contacts. The observed rate of contact transfer was 5.2

. ver 100,000 vaccinees overall or 7.4 per 100,000 primary vaccinees. Among 27,700 smallpox-vaccinated DoD health-care workers, no

. -ansmission of vaccinia from a vaccinated health-care worker to an unvaccinated patient or from a vaccinated patient to an unvaccinated

" nealth-care worker has been identified.

Two (11%) of the 18 confirmed cases of transfer of vaccinia virus resulted from tertiary transfer. One involved a service member, his
wife, and their breastfed infant; the other involved serial transmission among male sports partners.

Case Reports

Case 1. In early May 2003, a service member received his primary smallpox vaccination. Approximately 6--8 days after vaccination, he
experienced a major reaction (i.e., an event that indicates a successful take; is characterized by a papule, vesicle, ulcer, or crusted lesion,
swrrounded by an area of induration; and usually results in a scar) (4). The vaccinee reported no substantial pruritus. He slept in the same
bed as his wife and kept the vaccination site covered with bandages. After bathing, he reportedly dried the vaccination site with tissue,
which he discarded into a trash receptacle. He also used separate towels to dry himself, rolled them so the area that dried his arm was
inside, and placed them in a laundry container. His wife handled bed linen, soiled clothing, and towels; she reported that she did not see
any obvious drainage on clothing or linen and had no direct contact with the vaccination site.

In mid-May, the wife had vesicular skin lesions on each breast near the areola but continued to breastfeed. Approximately 2 weeks later,
she was examined at a local hospital, treated for mastitis, and continued to breastfeed. The same day, the infant had a vesicular lesion on
the upper lip, followed by another lesion on the left cheek (3). Three days later, the infant was examined by a pediatrician, when anoth.er
lesion was noted on her tongue. Because of possible early atopic dermatitis lesions on the infant's cheeks, contact vaccinia infection with
increased risk for eczema vaccinatum was considered. The infant was transferred to a military referral medical center for further

evaluation. On examination, the infant had seborrheic dermatitis and no ocular involvement. Skin lesion specimens from the mother and
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infant tested positive for vaccxma by viral culture: and PCR at the Alaska Health Depa:tment Laboratory and at Madxgan Axmy Medical
Center. Because both patients were stable clinically and the lesions were healing without risk for more serious comphcanons vaccmla
immune globulin was not administered. Neither patient had systemlc complications. from the infection.

Case 2. In July 2003, a service member who had been vaccinated was wrestling with an unvaccinated service member at a military
recreational function when the bandages covering the vaccination site fell off. The unvaccinated service member subsequently wrestled
with another unvaccinated service member. Six days later, both unvaccinated service members had lesions on their forearms, neck, and:
face. Skin lesion specimens from both men tested positive for vaccinia virus by PCR and viral culture at Tripler Armmy Medical Center's
microbiology laboratory.

Reported by: TW Barkdoll, MD, Okinawa, Japan. RB Cabiad, Fort Richardson; MS Tankersley, MD, JL Adkins, MD, Elmendorf Air
Force Base; B Jilly, PhD, G Herriford, Alaska Public Health Laboratory. AC Whelen, PhD, CA Bell, PhD, Tripler Army Medical Center,
Honolulu, Hawaii. MP Fairchok, MD, LC Raynor, MD, VA Garde, MD, VM Rothmeyer, SD Mahlen, PhD, Madigan Army Medical
Center, Fort Lewis, Washington. RJ Engler, MD, LC Collins, MD, LL Duran, Vaccine Healthcare Center Network, Walter Reed Army
Medical Center; MT Huynh; MD, RD Bradshaw, MD, Bolling Air Force Base, Washington, DC. JD Grabenstein, PhD, Military Vaccine
Agency, U.S. Dept of Defense.

Editorial Note:

The findings in this report indicate that the primary risk for secondary transfer of vaccinia was among persons who shared a bed; 12 of
the 18 confirmed cases were spouses or adult intimate contacts. However, the majority of vaccinated DoD personnel who shared a be *
did not transfer vaccinia virus to their contacts. The frequency of contact transfer in the mlhtary vaccination program is comparable 1.

rates observed during the 1960s, although persons are less likely to be immune to vaccinia today and thus are more susceptlble to contact
tmnsfer . ’

The first case of tertiary transfer described in this report underscores the need for breastfeeding mothers with household contact with
vaccinees to take precautions to prevent inadvertent transmission of vaccinia to their infants. Direct contact is presumed to be the major
mode of transmission, but clothing and bed linen might act as vectors for secondary transmission. Tertiary transmission, although rare, is
facilitated when the secondary infection is not recognized.

Programs that educate health-care workers, vaccinees, and contacts should note that new vesicles or pustules that appear <15 days after
the vaccinia scab falls off from the vaccination site might be vaccinia infections. Although an infant living in the home is not a
contraindication to vaccination of a family member in a nonoutbreak setting, measures to prevent transmission include having vaccinees
launder their own linens and towels and change their bandages away from other household members.

During the 1960s, the rate of unintentional infection with vaccinia in secondary contacts was two to six cases per 100,000 primary
vaccinees (4,6, 7). During that period, two thirds of reported contact infections occurred among children, typically siblings. Such spread
could manifest as an inadvertent infection or, in more severe fashion, as eczema vaccinatum or progressive vaccinia. Infections of the
skin predominated, with rarer ocular involvement posing a risk for scarring or keratitis. In the current DoD smallpox vaccination
program, no cases of eczema vaccinatum have oecurred, although the population of atopic dermatitis patients might have increased
substantially since the 1960s (8). During the 1960s, eczema vaccinatum resulied in deaths, and two thirds ef such cases were related *
contact transfer of vaccinia virus (6). In the current DoD smallpox vaccination program, careful screening of DoD vaccinees and thei
household contacts for skin diseases along with targeted education likely contributed to both screening out vaccine candidates with
personal or close-contact contraindications and educating vaccinees about proper infection-control measures.

Health-care workers and the public should report suspected cases of contact transfer of vaccinia virus to their state or local health
departments and to VAERS at http://www.vaers.org, or by telephone 800-822-7967. Viral culture or PCR assays, important for
confirming vaccinia virus, are available from the majority of state public health laboratories.
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