
ness, should be aware of the possible
connection to animal-hide drums.
When unknown gram-positive bacilli
are detected in patients with illnesses
consistent with B. anthracis infection,
the health-care provider should be no-
tified immediately, and health-care pro-
viders, laboratorians, and public health
officials should ensure that a defini-
tive diagnosis is reached promptly.
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Addition of
Severe Combined
Immunodeficiency
as a Contraindication
for Administration
of Rotavirus Vaccine

MMWR. 2010;59:687-688

IN RESPONSE TO REPORTED CASES OF

vaccine-acquired rotavirus infection
in infants with severe combined
immunodeficiency (SCID) following
rotavirus vaccine administration, both
Merck & Co. and GlaxoSmithKline
Biologicals have revised the prescrib-
ing information and patient labeling
for their respective rotavirus vaccine
products, pentavalent rotavirus vac-
cine (RV5) and monovalent rotavirus
vaccine (RV1), with approval from
the Food and Drug Administration.1,2

Merck revised the prescr ib ing
information and patient labeling
for RV5 in December 2009, and
GlaxoSmithKline Biologicals did so
for RV1 in February 2010. After the
revision to the RV5 prescribing infor-
mation, CDC sought consultation
from members of the former Rotavi-
rus Vaccine Work Group of the Advi-
sory Committee on Immunization
Practices (ACIP). On the basis of that
consultation and available data, CDC
is updating the list of contraindica-
tions for rotavirus vaccine. Rotavirus
vaccine (both RV5 and RV1) is con-
traindicated in infants diagnosed with
SCID.

SCID includes a group of rare, life-
threatening disorders caused by at least
15 different single gene defects that re-
sult in profound deficiencies in T- and
B- lymphocyte function.3 The esti-

mated annual incidence of SCID is one
case per 40,000-100,000 live births, or
a total of approximately 40-100 new
cases among infants in the United States
each year.3 SCID usually is diagnosed
after an infant has acquired a severe, po-
tentially life-threatening infection
caused by one or more pathogens. In-
fants with SCID commonly experi-
ence chronic diarrhea, failure to thrive,
and early onset of infections. Chronic,
wild-type rotavirus infection has been
reported in infants with SCID, with re-
sulting prolonged diarrhea or shed-
ding of rotavirus.4 Diagnosis and he-
matopoietic stem cell transplantation
before onset of severe infections offer
the best chance for long-term survival
of SCID patients.3,5

The median age at diagnosis of SCID
is 4-7 months, which overlaps with the
ages for rotavirus vaccination recom-
mended by ACIP (ages 2, 4, and 6
months for RV5; ages 2 and 4 months
for RV1). Prenatal diagnosis is pos-
sible for the minority of infants with a
known family history of SCID. New-
born screening for SCID through evalu-
ation of dried blood spots is available
in two states, Massachusetts and Wis-
consin. On January 21, 2010, the Fed-
eral Advisory Committee on Heritable
Disorders in Newborns and Children
recommended that a screening test for
SCID be included in the core panel of
the recommended uniform screening
panel for all newborn infants. On May
21, the U.S. Department of Health and
Human Services approved the addi-
tion of SCID to the uniform screening
panel.

Since introduction of rotavirus
vaccine in the United States in 2006,
five cases (four in the United States
and one in Australia) of vaccine-
acquired rotavirus infection in RV5-
vaccinated infants with SCID have
been reported in the literature.6-8

Two additional U.S. cases of vaccine-
acquired infection in RV5-vaccinated
infants with SCID and one case of
vaccine-acquired infection in an
RV1-vaccinated infant with SCID
from outside the United States have
been reported to the Vaccine Adverse
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Event Reporting System (VAERS).
The eight infants (four males and
four females) were diagnosed with
SCID between ages 3 months and 9
months and had received 1-3 doses
of rotavirus vaccine before the diag-
nosis. All the infants had diarrhea,
and most had additional infections
(e.g., Pneumocystis jirovecii, rhinovi-
rus, adenovirus, Salmonella, Escheri-
chia coli, and Giardia) at the time of
SCID diagnosis. Rotavirus infection
was diagnosed by enzyme immuno-
assay in seven of the eight patients
for whom this information was avail-
able. In all eight cases, vaccine-
acquired rotavirus infection was con-
firmed by reverse transcription–
polymerase chain reaction (RT-PCR)
and nucleotide sequencing. Pro-
longed shedding of vaccine virus
was documented in at least six of
these cases, with duration of up to 11
months.

Rotavirus vaccine (both RV5 and
RV1) is contraindicated in infants
diagnosed with SCID. Consultation
with an immunologist or infectious
disease specialist is advised for
infants with known or suspected
altered immunocompetence before
rotavirus vaccine is administered.9

General guidelines on immunodefi-
ciency and use of live virus vaccines
are available in the 2009 Red Book,
Table 1.14.10
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Notes From
the Field: Pertussis—
California,
January–June 2010
MMWR. 2010;59:817

THE NUMBER OF PERTUSSIS CASES RE-
ported to the California Department of
Public Health (CDPH) has increased
substantially during 2010. The in-
crease in cases was first noted in late
March among patients admitted to a
children’s hospital. During January 1–
June 30, 2010, a total of 1,337 cases
were reported, a 418% increase from the
258 cases reported during the same pe-
riod in 2009. All cases either met the
Council of State and Territorial Epide-
miologists definitions for confirmed or
probable pertussis or had an acute
cough illness and Bordetella pertussis—
specific nucleic acid detected by poly-
merase chain reaction from nasopha-
ryngeal specimens.1

During January—June in Califor-
nia, the incidence of pertussis was 3.4
cases per 100,000 population. County
rates ranged from zero to 76.9 cases per
100,000 (median: 2.0 cases). By age
group, incidence was highest (38.5
cases per 100,000) among infants aged
�1 year; 89% of cases were among in-

fants aged �6 months, who are too
young to be fully immunized. Inci-
dence among children aged 7-9 years
and 10-18 years was 10.1 cases and 9.3
cases per 100,000, respectively.

Of 634 case reports with available
data, 105 (16.6%) patients were hos-
pitalized, of whom 66 (62.9%) were
aged �3 months. Incidence among
Hispanic infants (49.8 cases per
100,000) was higher than among
other racial/ethnic populations. Five
deaths were reported, all in previ-
ously healthy Hispanic infants aged
�2 months at disease onset; none
had received any pertussis-con-
taining vaccines.

The incidence of pertussis is cycli-
cal, with peaks occurring every 3-5
years in the United States.2 The last
peak was in 2005, when approxi-
mately 25,000 cases were reported
nationally and approximately 3,000
cases in California, including eight
deaths in infants aged �3 months. If
the rates from the first half of the
year persist throughout 2010, Cali-
fornia would have its highest annual
rate of pertussis reported since 1963
and the most cases reported since
1958.

CDPH is attempting to prevent trans-
mission of pertussis to vulnerable in-
fants3 by disseminating educational ma-
terials and clinical guidance, raising
community awareness, and offering free
tetanus, diphtheria, and acellular per-
tussis (Tdap) vaccine to birthing
hospitals and local health depart-
ments to support postpartum vaccina-
tion of mothers and close contacts of
newborns.

Reported by K Winter, MPH, K Harriman, PhD, R
Schechter, MD, E Yamada, MD, J Talarico, DO, G
Chavez, MD, California Dept of Public Health.
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