Notes from the Field: Response to Serogroup B
Meningococcal Disease Among Military

Trainees — Texas, April 2021
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On April 4, 2021, a 21 year old military special warfare trainee who was in the pre-dive school
component of training presented to sick call with headache, neck stiffness, myalgia, vomiting, and

purpura on his trunk, extremities, and his soft palate. He had a lumbar puncture performed with a



neutrophilic pleocytosis (5,348 WBC/microliter, 85% polymorphonuclear leukocytes), hypoglycorrhachia
(<2 mg/dL), elevated protein (312 mg/dL), Gram stain with gram-negative diplococci, and a polymerase
chain reaction positivity for Neisseria meningitidis. He was isolated from his training unit and started on
intravenous ceftriaxone. The patient’s sample from his spinal fluid grew N. meningitidis which whole
genome sequencing classified as serogroup B. The patient was treated with intravenous ceftriaxone and

returned to training after completion of therapy.

Special warfare training is a technical school in the United States Air Force with unique demands
including underwater training. All trainees are vaccinated with a quadrivalent meningococcal vaccine
against serotypes A, C, W, and Y. All trainees live in double occupancy rooms. At the time of this
patient’s presentation, his training group of 70 students was in an underwater component of training,
which involved repeated episodes of “buddy breathing,” where trainees simulate limited resources in an

operational environment by sharing a common air supply between multiple divers.

At the time of diagnosis, public health, preventive medicine, trainee health, and infectious diseases
responses were coordinated, and exposed trainees were quarantined. As there was significant sharing of
breathing equipment between the trainees, all 70 individuals who were in diving school received
prophylaxis with ciprofloxacin, except for the patient’s roommate who received ceftriaxone. The patient’s
training group underwent daily screening for symptoms of headache, neck pain, fever, or purpura. Five
trainees including the patient’s roommate had one or more of these symptoms,underwent lumbar
puncture, and showed no evidence of bacterial meningitis. As there were no additional cases in the 3
month period following the single source patient, this event did not meet criteria for an organization-

based outbreak (1), and the decision was made not to vaccinate against meningitis B.

Meningococcal disease has historically caused significant morbidity and mortality in congregate settings,



but has significantly decreased with the introduction of the quadrivalent meningococcal vaccine (2).
Despite quadrivalent meningococcal vaccine requirements, serogroup B outbreaks have occurred amongst
university students, where nasal carriage is more commonly seen than in the general population (3). As
serogroup B vaccination has not been associated with decreased nasal carriage of N. meningitidis, there is

unknown benefit of vaccination outside of an outbreak setting (4).

This report describes a successful response to a case of serogroup B meningococcal disease in special
warfare trainees who were utilizing diver “buddy breathing,” a possible route of transmission in this case.
With post exposure prophylaxis, isolation of source patient, and surveillance for other trainees, there

were no additional cases of meningococcal disease following this high-risk exposure.
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