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This study extends the known geo-
graphic range of R. africae in A. varie-
gatum ticks in sub-Saharan Africa. The 
number of potentially infective ticks re-
corded in Uganda and Nigeria suggests 
that persons in rural areas of northern 
Uganda and central Nigeria might be at 
risk for African tick-bite fever. Aware-
ness of this rickettsiosis should be 
raised, particularly among persons who 
handle cattle (e.g., herders and paravet-
erinary and veterinary personnel). Phy-
sicians in these areas as well as those  
who care for returning travelers, should 
consider African tick-bite fever in their 
differential diagnosis for patients with 
malaria and influenza-like illnesses.
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Ongoing Measles 
Outbreak in  

Orthodox Jewish 
Community,  
London, UK

To the Editor: Measles out-
breaks have been reported in Or-
thodox and ultra-Orthodox Jewish 
communities across Europe and Is-
rael (1–5). We describe an ongoing 
outbreak within the largest European 
Orthodox Jewish community (includ-
ing a Charedi population of 17,587), 
based in London, focused in Hackney 
(6). Vaccination coverage within this 
community is lower than in the gen-
eral population of London, causing 
low herd immunity and outbreaks of 
vaccine-preventable diseases. Vacci-
nation coverage data within the com-
munities cannot be extrapolated, be-
cause membership is not classified as 
an ethnicity and not collected within 
health electronic recording systems. 
However, general practice surgeries 
in Hackney known to have high pro-
portions of Orthodox Jewish patients 
have considerably lower vaccination 
coverage (55%–75% of patients 24 
months of age had received measles, 
mumps, rubella [MMR] vaccine in 
the 3rd quarter of 2012) compared 
with the London average (87.3%) (7). 
Health beliefs, family size (the aver-
age Charedi household size is 6.3 
persons), and underutilization of im-
munization services contribute to low 
coverage (8,9).

The outbreak clinical case defi-
nition was taken from Public Health 
England’s guidance (10). It also in-
cluded membership in the Orthodox 
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Jewish community; residency in the 
London boroughs of Barnet, Hackney, 
or Haringey; and notification during 
December 20, 2012–March 19, 2013.

After serologic confirmation of 
measles in the index case-patient, 
an unvaccinated Orthodox Jewish 
4-year-old from Hackney, the case 
was reported to the Health Protection 
Team (HPT) on December 20, 2012. 
The family could not recall having 
contact with someone with measles. 
The child attended nursery while in-
fectious; subsequently, cases in 3 sec-
ondary patients in the nursery were re-
ported to the HPT. Transmission was 
observed within households, extended 
family groups, nurseries, schools, and 
a camp for Orthodox Jewish teenag-
ers attended by 80 girls (mainly from 
Hackney) with staff from Italy. Five 
secondary cases from this camp were 
reported (in 3 residents of London, 1 
resident of Sheffield, and 1 resident of 
Hertfordshire).

During December 20, 2012–
March 19, 2013, a total of 62 notifi-
cations of measles cases meeting the 
case definition were received in resi-
dents of Barnet (8 cases), Hackney 
(47), and Haringey (7). Patients’ ages 

ranged from 7 months to 27 years 
(median 7 years). Thirty-four (55%) 
were female. Fifty-four (87%) had 
never received an MMR vaccine, and 
8 (13%) had received only 1. Three 
were admitted to the hospital, and 5 
were clinically assessed in accident 
and emergency departments (patients’ 
ages ranged from 7 months to 4 years).

All case-patients were assessed 
for risk by the local HPT for vulner-
able contacts and source of infection. 
The HPT provided infection control 
guidance and an oral fluid testing kit. 
Sixteen (26%) case-patients could not 
recall any contact with a person with 
measles; the remainder stated various 
epidemiologic links to a case-patient 
(Figure).

Forty-two cases have been con-
firmed (measles IgM detected) by se-
rologic testing (4 cases) or oral fluid 
(38). One notified case-patient did not 
have measles IgM on oral fluid test-
ing but had an epidemiologic link to 
a case-patient and clinical symptoms. 
They are included in this analysis. 
Seventeen IgM-positive oral fluid 
samples were genotyped, and all were 
D8, currently the most common geno-
type in the United Kingdom.

One confirmed case was detected 
in an unvaccinated child from Haring-
ey who was not Orthodox Jewish but 
was known to have had contact with 
a case-patient from the community. 
The child’s illness did not meet the 
case definition and is not included in  
this analysis.

In response to the outbreak, ac-
tive case finding and awareness-rais-
ing have been undertaken by the HPT, 
National Health Service (NHS) public 
health departments, and community 
NHS services focused on health and 
education services and Orthodox Jew-
ish communities. Information letters 
were sent to the 38 Orthodox Jew-
ish schools and nurseries in Hackney 
and to attendees of the youth camp. 
Community NHS vaccination clin-
ics have been maintained to comple-
ment standard immunization services 
offered in general practice surgeries. 
This includes a Sunday vaccination 
clinic. Furthermore, community NHS 
staff provided a vaccination clinic in 
a secondary school that had an attack 
rate of 7% (9 cases) at which 9 pupils 
received 1 MMR vaccine after paren-
tal consent. This was the only on-site 
school vaccination clinic offered; thus, 
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Figure. Reported measles cases 
by week of rash onset and 
likely source of infection, United 
Kingdom, 2012–2013.
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no comparative uptake data are avail-
able to supplement our evaluation of 
the intervention.

Information relating to the out-
break was placed in 2 Orthodox 
Jewish newspapers and targeted in-
formation for families (in English, 
Yiddish, and Hebrew) has been dis-
seminated. Finally, all 25 HPTs were 
alerted to this outbreak and the na-
tional Public Health England database  
(HPZone) has been enhanced to cap-
ture notifications from Orthodox Jew-
ish communities.

This ongoing outbreak highlights 
continued health risks in communities 
with low vaccination coverage. The 
outbreak has been largely contained 
within London’s Orthodox Jewish 
communities, with limited spread 
outside of the city and to just 1 local 
non–Orthodox Jewish child. Given 
the mobility of members, the risk for 
transmission outside of London is rela-
tively high. The outbreak underscores 
the need for ongoing evidence-based 
and culturally appropriate health inter-
ventions that seek to improve vaccina-
tion coverage.
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Human Infection 
with Eurasian  

Avian-like Influenza 
A(H1N1) Virus,  

 China
To the Editor: We report a hu-

man infection with avian-like swine 
A(H1N1) influenza virus first iden-
tified through a surveillance system 
for influenza like illness (ILI) in 
mainland China. An influenza vi-
rus, isolated from a patient with ILI, 
was originally subtyped as influenza 
A(H1N1)pdm09 virus with a hemag-
glutination inhibition (HI) test, but it 
was identified as a Eurasian avian-like 
influenza A(H1N1) virus (EA-H1N1) 
by full genome sequencing on Janu-
ary 30, 2013. The virus was named 
A/Hebei-Yuhua/SWL1250/2012 
(H1N1v) (HB/1250/12), according 
to the definition of the World Health 
Organization (1).

The case-patient was a 3-year-
old boy who had symptoms of fever 
and sore throat; his highest body 
temperature was 38°C on December 
9, 2012. He was brought for medi-
cal treatment to an influenza sentinel 
hospital in the city of Shijiazhuang 
in Hebei Province, China, on De-
cember 12. He recovered within a 
week without hospitalization and 
oseltamivir treatment. A throat swab 
specimen was collected and sent to 
the local Chinese Center for Disease 
Control and Prevention for virus iso-
lation and characterization, accord-
ing to the Guidelines of the Chinese 
National Influenza Surveillance Net-
work. A retrospective investigation 
was conducted to identify the poten-
tial infection source and any other 
possible cases. The case-patient was 
previously healthy and had no history 
of close contact with animals (live or 
dead wild birds, poultry, and swine) 
within 2 weeks before the onset of 
symptoms, nor a history of travel. 
He lived with his sister and parents; 
all other family members did not  
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