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03-ID-08 
 
Committee: Infectious Disease   
 
Title:  Rocky Mountain spotted fever 
 
Statement of the Problem: 
The current case definition for Rocky Mountain spotted fever does not provide for the 
recognition/classification of cases (with clinically compatible illness) that have been identified 
through newer laboratory technologies with respect to diagnostic assays. 
 
Statement of the desired action(s) to be taken: 
We propose to revise/update the case definition to allow for laboratory evidence of infection 
through the use of newer laboratory methods (e.g. PCR). 
 
Goals of Surveillance: 
Identify cases and track incidence of RMSF in the US.  Further define the clinical spectrum of 
disease. 
 
Methods for Surveillance: 
Generally passive, laboratory-based surveillance methods are used to detect cases meeting 
laboratory criteria. 
 
Case Definition: 
Clinical Description: 
Rocky Mountain spotted fever (RMSF) is an illness caused by Rickettsia rickettsii, a bacterial 
pathogen transmitted to humans through contact with ticks.  Dermacentor species of ticks are 
most commonly associated with infection, including Dermacentor variabilis (the American dog 
tick) and Dermacentor andersoni (the Rocky Mountain wood tick).  Disease onset averages one 
week following a tick bite.   Age specific illness is highest for children.  Illness is characterized by 
acute onset of fever, and may be accompanied by headache, malaise, myalgia, nausea/vomiting, 
or neurologic signs; a macular or maculopapular rash is reported in most patients, and a rash is 
often present on the palms and soles.  RMSF is fatal in approximately 20% of untreated cases, 
and severe fulminant disease is possible. 
 
Laboratory criteria for diagnosis: 

•  Serological evidence of a significant change in serum antibody titer reactive with 
Rickettsia rickettsii antigens between paired serum specimens, as measured by a 
standardized assay conducted in a commercial, state, or reference laboratory.  . 

•  Demonstration of R. rickettsii antigen in a clinical specimen by immunohistochemical 
methods. 

•  Detection of R. rickettsii DNA in a clinical specimen by the polymerase chain reaction 
(PCR assay). 

•  Isolation of R. rickettsii from a clinical specimen in cell culture. 
 
Note: For confirmed cases, a significant change in titer must be determined by the testing 
laboratory; examples of commonly used measures of significant change include, but are not 
limited to, a four-fold or greater change in antibody titer as determined by indirect 
immunoflourescent antibody (IFA) assay or an equivalent change in optical density measured by 
enzyme-linked immunosorbent assay (EIA or ELISA). 
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Case Classification: 
Confirmed:  A person with a clinically compatible illness that is laboratory confirmed. 
 
Probable: A person with a clinically compatible illness and serologic evidence of antibody reactive 
with R. rickettsii in a single serum sample at a titer considered indicative of current or past 
infection (cutoff titers are determined by individual laboratories). 
 
Period of Surveillance: 
Continual 
 
Background and Justification: 
The purpose of this position statement is to make the RMSF case definition consistent with that of 
other tickborne disease case definitions (e.g. Ehrlichiosis) and to include the newer lab tests 
which are now used more frequently. 
 
Reference: 

Centers for Disease Control and Prevention. Case definitions for infectious conditions 
under public health surveillance. MMWR 1997;46(No. RR-10). Available at:  
http://www.cdc.gov/mmwr/preview/mmwrhtml/00047449.htm 
 
Agencies for Information:  
(1) Scott Becker      

Executive Director 
Association of Public Health Laboratories 
1211 Connecticut Ave, NW, Suite 608 
Washington, D.C.  20036 
Telephone: (202) 822-5227 
Fax: (202) 887-5098       
E-mail: sbecker@aphl.org 

 
(2) Gail R. Hansen, DVM, MPH  

Secretary-Treasurer of NASPHV 
Kansas Department of Health and Environment  
900 SW Jackson, Suite 1051 
Topeka, KS  66612 
Telephone: (785) 296-1127 
Fax: (785) 291-3775 
Email: ghansen@kdhe.state.ks.us 

 
Agencies for Response:  
(1) James Hughes, MD             

Director 
 National Center for Infectious Diseases      

Centers for Disease Control and Prevention 
 1600 Clifton Road, Mailstop C-12 
 Atlanta, GA 30333 

Telephone: (404) 639-3401 
Fax: (404) 639-3039                  
Email: jmh2@cdc.gov 

 
(2) James LeDuc, MD 
 Director, Division of Viral and Rickettsial Diseases 
 National Center for Infectious Diseases 
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 Centers for Disease Control and Prevention 
 1600 Clifton Road, Mailstop A-30 
 Atlanta, GA 30333 
 Telephone: (404) 639-3574 
 Fax: (404) 639-3163 
 Email: jwl3@cdc.gov 
 
(3) John Krebs      

Epidemiologist 
 Centers for Disease Control and Prevention 
 1600 Clifton Rd 
 VRZB/DVRD/NCID/CDC 
 Atlanta, GA  30333 
 Telephone: (404) 639-1079 
 Fax: (404) 639-2778      

Email: jok2@cdc.gov  
  
(4) Sam Groseclose, DVM    
 Chief, Surveillance Systems Branch 
 Centers for Disease Control and Prevention 
 Epidemiology Program Office 
 MS K-74      
 1600 Clifton Road, NE 
 Atlanta, GA 30333 
 Telephone: (770) 488-8359 
 Fax: (770) 488-8445         
 Email: SGroseclose@cdc.gov 
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Director, Communicable Disease Division 
 Oklahoma State Department of Health  
 Communicable Disease Division 
 1000 NE 10th St 
 Oklahoma City, OK  73117-1299 
 Telephone: (405) 271-4060      

Email: LaurieS@health.state.ok.us  
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Epidemiologist 
 Centers for Disease Control and Prevention 
 1600 Clifton Rd  
 VRZB/DVRD/NCID/CDC 
 Atlanta, GA  30333 
 Telephone: (404) 639-1075      

Email: fzh7@cdc.gov  
           


