
VII. Case Definition for Case Classification for Spotted Fever Rickettsiosis	Comment by Nichols Heitman, Kristen M. (CDC/OID/NCEZID): Taken from current position statement and edited: https://c.ymcdn.com/sites/www.cste.org/resource/resmgr/PS/09-ID-16.pdf 
Narrative description of criteria to determine whether a case should be classified as confirmed, probable (presumptive), or suspected (possible) 
Clinical evidence
Any reported fever and one or more of the following: rash, eschar, headache, myalgia, anemia, thrombocytopenia, or any hepatic transaminase elevation.
Epidemiologic evidence
Tick exposure in past two weeks; a tick bite is not required. List occupation if relevant to exposure. Travel in past two weeks; location of travel. 
Laboratory evidence
WILL ADD DESCRIPTION ONCE DECIDED.
For the purposes of surveillance, 
Laboratory confirmed:	Comment by Nichols Heitman, Kristen M. (CDC/OID/NCEZID): The changes made below represent a more conservative approach to changing the current case definition.	Comment by Gaines, David (VDH): A significant portion (> 50%) of the SFR patients we count in Virginia each year have been tested for RMSF by serology on both an acute and a convalescent serum specimen, and these assays have not shown a four-fold rise in titer for SFR exposure.. Therefore, it would seem to me that all of these cases could be discarded from the outset and this would greatly reduce the burden of local epidemiologists investigating SFR cases.  Therefore I recommend that you have a case definition category called “Not a Case” and all patients who have been tested by an appropriately timed (acute and convalescent)  quantitative IFA assay for IgG, without a four-fold rise in titer be discounted as “Not a Case”.  That is unless you can give me a good reason for counting these cases?
· Serological evidence of a fourfold increase in immunoglobulin G (IgG)-specific antibody titer reactive with spotted fever group Rickettsia, including R. rickettsii, antigen by indirect immunofluorescence assay (IFA) between paired serum specimens (one taken in the first week of illness and a second 2–4 weeks later), or 	Comment by Nichols Heitman, Kristen M. (CDC/OID/NCEZID): - Changed “fourfold change” to “fourfold increase”
· Detection of spotted fever group Rickettsia, including R. rickettsii, DNA in a clinical specimen via amplification of a species-specific target by PCR assay, or 
· Demonstration of spotted fever group antigen in a biopsy or autopsy specimen by IHC, or
· Isolation of spotted fever group Rickettsia, including R. rickettsii, from a clinical specimen in cell culture and molecular confirmation (e.g., PCR or sequence).
Laboratory supportive:	Comment by Gaines, David (VDH): Another large percentage of the cases we see every year in Virginia (up to 39% over a period of three consecutive years) had only an acute serum specimen drawn (< 7 days after onset of illness) which tested positive with an appropriate quantitative IFA assay for IgG.  Although these patients were all tested too early in their course of illness to have been able to develop a valid detectable immune response, they were considered by their doctors as potential SFR illnesses.  Therefore, although we may never really know if these were real SFR cases, if these patients had an SFR compatible clinical picture, they might be counted as “Suspect Cases.”.  Otherwise, to be counted as “Probable” cases, their single positive serum sample should have been drawn at least 7 days after their onset of illness.  
· Has serologic evidence of elevated IgG antibody at a titer ≥1:64 reactive with spotted fever group Rickettsia, including R. rickettsii, antigen by IFA.	Comment by Nichols Heitman, Kristen M. (CDC/OID/NCEZID): - Specified cut-off titer of >=1:64 (based on the current cut-off used by CDC Reference Diagnostic Laboratory; this should be discussed in the next working group call)
- Removed IgM, ELISA/EIA, latex agglutination

Exposure
Exposure is defined as having been in potential tick habitats within the past 14 days before onset of symptoms. Occupation should be recorded if relevant to exposure. A history of a tick bite is not required.

Case Classification (current)
Confirmed: A clinically compatible case (meets clinical evidence criteria) that is laboratory confirmed.
Probable: A clinically compatible case (meets clinical evidence criteria) that has supportive laboratory results.
Suspect: A case with laboratory evidence of past or present infection but no clinical information available (e.g. a laboratory report).

Possible alternative case classifications:	Comment by Nichols Heitman, Kristen M. (CDC/OID/NCEZID): The changes made below represent the more aggressive approach to changing the case definition and include the strictest criteria for meeting the case definition.
Confirmed (report only confirmed cases; investigation only after laboratory confirmed evidence received): A clinically compatible case (meets clinical evidence criteria) that is laboratory confirmed.

Possible alternative reporting groups: (if changing from the general “Spotted fever rickettsiosis”)	Comment by Nichols Heitman, Kristen M. (CDC/OID/NCEZID): The following groups are suggestions. We can discuss further whether it makes sense to use all or just one or two based on what is decided on with changing the laboratory criteria.
· Rocky Mountain spotted fever
· Laboratory confirmed: 	Comment by Nichols Heitman, Kristen M. (CDC/OID/NCEZID): Due to recent findings by RZB Reference Diagnostic Laboratory, IFA IgG serology for SFGR cannot definitively speciate due to cross-reactivity between different SFGR antigens and so we have left off seroconversion as a means of meeting the laboratory confirmed criteria for these species-specific reporting groups.
· Detection of R. rickettsii DNA in a clinical specimen via amplification of a species-specific target by PCR assay 
· Isolation of R. rickettsii from a clinical specimen in cell culture and molecular confirmation (e.g., PCR or sequence)
· Rickettsia parkeri rickettsiosis
· Laboratory confirmed criteria: 
· Detection of R. parkeri DNA in a clinical specimen via amplification of a species-specific target by PCR assay 
· Isolation of R. parkeri from a clinical specimen in cell culture and molecular confirmation (e.g., PCR or sequence)
· Undetermined Spotted Fever Rickettsiosis
· Laboratory confirmed criteria:
· Serological evidence of a fourfold increase in immunoglobulin G (IgG)-specific antibody titer reactive with spotted fever group Rickettsia, including R. rickettsii, antigen by indirect immunofluorescence assay (IFA) between paired serum specimens (one taken in the first week of illness and a second 2–4 weeks later), or 
· Detection of Rickettsia DNA in a clinical specimen via amplification of a genus- or group-specific target by PCR assay, or 
· Demonstration of spotted fever group antigen in a biopsy or autopsy specimen by IHC, or
· Isolation of Rickettsia from a clinical specimen in cell culture and molecular confirmation (e.g., PCR or sequence).
· Laboratory supportive criteria:
· Has serologic evidence of elevated IgG antibody at a titer ≥1:64 reactive with R. rickettsii or other spotted fever group antigen by IFA.


