Meningococcal 2019
Welcome to today’s session of the Epidemiology and Prevention of Vaccine Preventable Diseases Webinar Series for 2019.  I’m Dr. Raymond Strikas, a physician and health educator in the Immunization Services Division of CDC’s National Center for Immunization and Respiratory Diseases.  I’ll be the moderator for today’s session.  Here are our learning objectives.  At the conclusion of this session the participant will be able to describe the different forms of immunity, describe the different types of vaccines, for each vaccine preventable disease identify those for whom routine immunization is recommended, for each vaccine preventable disease describe characteristics of the vaccine used to prevent the disease, describe an emerging immunization issue, locate resources relevant to current immunization practice, implement disease detection and prevention healthcare services, for example, smoking cessation, weight reduction, diabetes screening, blood pressure screening, and immunization services to prevent health problems and maintain health.  Today’s webinar will cover meningococcal disease and vaccines.  Our presenter is Dr. Candice Robinson, a physician and health educator in the Immunization Services Division of the National Center for Immunization and Respiratory Diseases.  

Continuing education or CE is available only through the CDC training and continuing education online system.  The web address is shown on your screen.  Once in the system, search for the relevant courses number listed on the screen.  If you are watching this webinar live, CE credit for the session will expire September 9, 2019.  If you are watching the enduring archived version, CE credit expires on June 1, 2020.  When obtaining CE, for today’s live program, you will be required to provide an access code.  I’ll tell you the access code later in this program.  The access code will only be provided during the presentation.  CE requirements prohibit us from sharing this code at any other time.  If you’re not familiar with CDC’s CE system, detailed written instructions on how to get CE are available in the resources pod.  

CDC, our planners, content experts and their spouses/partners wish to disclose they have no financial interests in or other relationships with the manufacturers of commercial products, suppliers of commercial services or commercial supporters.  Planners have reviewed the content of the program to ensure there is no bias. Presentations will not include any discussion of the unlabled use of a product or a product under investigational use, with the exception of Dr. Robinson’s discussion on the meningococcal vaccines.  Dr. Robinson will be discussing some uses of meningococcal vaccines in a manner recommended by the Advisory Committee on Immunization Practices but not approved by the Food and Drug Administration.  CDC does not accept any commercial support.  If you have a question during this presentation, please type your question into the QA pod on your screen.  I will collect questions during the presentation and we will address them during the question and answer period that follows the presentation as much as time will allow.  Let me now turn over today’s session to Dr. Robinson for the presentation.  

Thank you, Dr. Strikas and good afternoon everyone.  We will be discussing meningococcal disease and meningococcal vaccine which is chapter 14 in your Pink Book.  First let’s talk about the disease.  Meningococcal disease is an acute potentially severe illness caused by the bacterium Neisseria meningitidis.  Illness believed to be meningococcal disease was first reported in the 16th century.  The first definitive description of the disease was in 1805.  The bacterium was first identified in the spinal fluids of patients in 1887.  Neisseria meningitidis is an anaerobic gram-negative bacteria.  Meningococci are classified by using serologic methods based on the structure of the polysaccharide capsule.  Thirteen antigenically and chemically distinct polysaccharide capsules have been described.  Almost all invasive disease is caused by serogroup A, B, C, Y and W.  The relative importance of serogroups depends on geographic location and other factors such as age.  Neisseria meningitidis is the leading cause of bacterial meningitis and sepsis in the United States.  It can also cause focal disease such as pneumonia and arthritis.  Neisseria meningitidis is also a cause of epidemics of meningitis and bacteremia and sub Saharan, Africa.  The World Health Organization and the Global Burden of Disease Study estimated that meningococcal disease was the cause of over 73,000 deaths worldwide in 2015.  Meningococci are transmitted by droplet aerosol or secretions from the nasopharynx of colonized persons.  The bacteria attached to and multiply on the mucosal cells of the nasopharynx.  In a small proportion, less than 1%, of colonized persons the organism penetrates the mucosal cells and enters the bloodstream, the bacteria, spread by way of the blood to many organs.  In about 50% of bacteremic persons the organism crosses the blood brain barrier into the cerebral spinal flood and causes purulent meningitis.  An antecedent upper respiratory infection may be a contributing factor.
The incubation period of meningococcal disease is 3 to 4 days with a range of 2 to 10 days.  Symptoms include abrupt onset of fever, meningeal symptoms, hypotension and rash.  The case fatality rate is 10 to 15 percent but up to 40 percent in meningococcemia.

Meningitis is the most common presentation of invasive meningococcal infection and results from the hematogenous dissemination of the organism.  Meningeal infection is similar to other forms of acute purulent meningitis with sudden onset of fever, headache and stiff neck, often accompanied by other symptoms such as nausea, vomiting, photophobia or eye sensitivity to light, and altered mental status.  Meningococci can be isolated from the blood in up to 75 percent of persons with meningitis.  

Meningococcal sepsis or bloodstream infection or meningococcemia occurs without meningitis in 5 to 20 percent of invasive meningococcal infections.  This condition is characterized by abrupt onset of fever and a petechial or purpuric rash often associated with hypotension, shock, acute adrenal hemorrhage and multi-organ failure.  Less common presentations of meningococcal disease include pneumonia, arthritis, otitis media and epiglottitis. 

This is the hand of a child with meningococcal sepsis.  The child has disseminated intravacuolar coagulation or clotting and is at risk of losing this limb.  This is an adolescent with meningococcal sepsis who will lose the right arm because the tissue is not being well oxygenated secondary to blood clotting.  This process can occur rapidly which is why this is such a scary disease.  A patient can develop mild cold-like symptoms in the morning and by the afternoon need immediate lifesaving intensive care treatment.
There are multiple risk factors for invasive disease.  Risk factors for the development of meningococcal disease include deficiencies in the terminal common complement pathway, functional or anatomic asplenia, and underlying chronic disease.  Certain genetic factors such as polymorphisms in the genes for mannose-binding lectin or tumor necrosis factor may also be risk factors.  Environmental risk factors include household crowding and both active and passive smoking.  Persons with antecedent viral infections are also at increased risk.  Occupationally, microbiologists working with Neisseria meningitidis isolates are at increased risk of infection.  Cases of meningococcal disease including at least 2 fatal cases have been reported among microbiologists.  These persons have worked with N. meningitidis isolates rather than patient specimens.

Studies conducted in the 1990s that focused on quantifying the risk for meningococcal disease among college students demonstrated the overall incidents among college students with similar to or somewhat lower than the observed among persons of approximately the same age in the general population.  However, in a case control study involving 50 cases among college students, multi-variant analysis indicated that first-year college students living in residence halls were at higher risk for meningococcal disease than other students.  Other studies in the 1990s yielded similar results.

Through the National Notifiable Disease Surveillance System, we’ve tracked the incidence of meningococcal disease from 1996 through 2015.  We’ve seen a steady decline in the incidence of meningococcal disease from about 1.3 cases per 100,000 to 0.12 cases per 100,000.  As you can see, this decline in incidence began prior to the introduction of quadrivalent meningococcal vaccine or MenACWY and prior to the availability of serogroup B or MenB vaccines.  
This graph shows incidence by serogroup over time.  You can see that incidence has decreased for all 3 primary disease-causing groups B in blue, C in green, and Y in yellow.  However, the decrease has been less dramatic for serogroup B than for serogroups C and Y.  Incidence of serogroup W and other serogroups including disease due to non-groupable meningococcal bacteria has remained stably low. 

This chart shows the proportion of meningococcal disease cases reported in the U.S. from 2006 through 2015 that were due to each serogroup.  During this period serogroups B, C, and Y each caused roughly 25 to 35 percent of meningococcal disease cases while serogroup W caused 7 percent of cases.  However, as you can see in the previous slide, the proportion of cases due to serogroup B had been increasing a bit in most recent years.

This graph from CDC Active Bacterial Core Surveillance System shows the rate of meningococcal serogroups C and Y, C in blue and Y in green, by year of age through age 25 years.  Note the increase in rates for both serogroups at ages 17 through 21 years of age. 

In the United States meningococcal outbreaks account for 2 to 3 percent of reported cases.  98 percent of cases are sporadic.  However, outbreaks of meningococcal disease continue to occur.  Since 2010, serogroups C and B outbreaks have been reported to CDC.  The onset of an outbreak is unpredictable and the outcomes can be emotionally devastating to affected communities and organizations.  In certain outbreaks vaccination against meningococcal disease is recommended to help stop the disease from spreading.
One of the primary considerations for the use of meningococcal vaccines whether conjugated or MenB vaccines are outbreaks and we are seeing an increasing number of serogroup B meningococcal disease cases in college students age population.  During 2014 through 2016, 31.7 percent of serogroup B cases in college students were outbreak related.

Next we’ll talk about the available meningococcal vaccines.  This table has the available meningococcal ACWY vaccines and MenB vaccines.  For MenACWY, there is Menactra or MenACWY-D which is FDA approved for use in ages 9 months through 55 years.  Menveo or MenACWY-CRM which is approved for use in persons 2 months through 55 years.  And for Men-B vaccines, there’s Trumemba or MenB-FHbp and Bexsero or MenB-4C both of which are FDA approved in 10 through 25 years of age.

Meningococcal conjugate vaccines are composed of meningococcal polysaccharide conjugated to a protein carrier.  They elicit both T and B cell immunity.  Two meningococcal conjugate vaccines are licensed in the United States.  That is MenACWY-D or Menactra and MenACWY-CRM or Menveo.  We’ll talk about each of them now.  Menactra was licensed in 2005.  Each dose of vaccine is formulated to contain each of meningococcal A, C, W, and Y polysaccharides conjugated to a diphtheria toxoid protein carrier.  MenACWY-D is approved for use in persons 9 through 55 years of age.  It is administered by intramuscular injection and is supplied as a liquid in a single dose vial.  It does not contain a preservative or an adjuvant.  
Menveo or MenACWY-CRM was licensed in 2010.  The vaccine consists of a lyophilized serogroup A vaccine that is reconstituted with a liquid containing the serogroups C, Y, and W components.  It may be used for persons age 2 through 55 for whom MenACWY is indicated including revaccination.  It is also an intramuscular injection and is supplied in single dose vials.

Limited data suggest that different conjugate MenACWY vaccine products can be used interchangeably.  Whenever feasible, the same brand of vaccine should be used for all doses of the vaccination series.  If vaccination providers don’t know or have the available type of vaccine product previously administered, then any product should be used to continue or complete the series.
Let’s now discuss some clinical considerations.  These are the MenACWY rows from table one of the child adolescent and adult immunization schedules.  Note the purple on the adult schedule and on the child and adolescent schedule for those 2 months through 10 years of age which indicate recommendations for those at increased risk.  Also note, the routine adolescent recommendations beginning at 11 to 12 years of age.  We’ll talk about those next.
ACIP recommends routine vaccination with either MenACWY vaccine at 11 or 12 years of age with a booster dose at 16 years of age.  For adolescents who receive the first dose at 13 through 15 years of age, a one-time booster dose should be administered preferably at age 16 through 18 years.  Although doses of MenACWY separated by 8 weeks can both be counted as valid, it is preferable to use a longer interval between doses, 3 to 5 years if possible.

Here are some other caveats about the adolescent booster.  Healthy persons who receive their first routine dose of meningococcal conjugate vaccine at or after age 16 do not need a booster dose unless they become at increased risk for meningococcal disease.  Routine vaccination of healthy persons who are not at increased risk for exposure to Neisseria meningitidis is not recommended after age 21 years.  A booster dose is not recommended for healthy persons 22 years of age or older even if the first dose was administered at 11 through 15 years of age.  

Recommendations for persons at increased risk for meningococcal disease begin before adolescence and I’ll go through these recommendations of the basis of the age of the patient.  The first group at increased risk and for whom vaccination is recommended are those with functional or anatomic asplenia or HIV infection.  For those starting the series at younger than 19 months of age, the recommendation is for an infant series at 2, 4, 6 and 12-15 months with using MenACWY-CRM or Menveo.  For those beginning the series between 19 and 23 months, 2 doses are recommended separated by 12 weeks although the doses can be considered valid if separated by at least 8 weeks.  The vaccine that should be used is Menveo or MenACWY-CRM.  For those 24 months or older who have not received a complete series, 2 dose primary series of either MenACWY vaccine should be administered at least 8 to 12 weeks apart.  MenACWY-D or Menactra is not recommended for use in this age group for persons less than 2 years of age this is due to the potential for interference with response to the pneumococcal vaccine series.  
The next group are persons with persistent complement component deficiency including those taking the medication Eculizumab or Soliris®.  For children 2 through 18 months, an infant series at 2, 4, 6 and 12-15 months with MenACWY-CRM or a 2-dose primary series of MenACWY-D starting at 9 months of age may be administered.  I should note, one can use either MenACWY conjugate vaccine for those in this category because these children do not appear to be at increased risk of pneumococcal infection.  Therefore, the effects of Menactra on pneumococcal vaccination response are outweighed by preventing meningococcal disease in this population.  Children with complement component deficiency either from disease or medication use are at very high risk of meningococcal invasive disease, perhaps 10,000 fold higher than those with normal complement function.  For those who begin the series at 19 through 23 months, 2 doses of either MenACWY vaccine may be administered at least 12 weeks apart, and for those 24 months of age or older, 2-dose primary series of either MenACWY vaccine may be administered at least 12 weeks apart.  Again, as long as those 2 doses are at least 8 weeks apart the second dose may be counted as valid.


Persons who are first-year college students age less than 21 years living in residential housing, persons who travel to or are residents of countries where meningococcal disease is hyperendemic or endemic, microbiologists routinely exposed to isolates of Neisseria meningitidis, or military recruits are recommended to receive 1 dose of either Men-ACWY vaccine.  I should clarify for the first bullet, it should be those less than or equal to—instead of just less than 21 years of age.

For meningococcal ACWY vaccine booster doses, persons who receive primary immunization and remain at increased risk should receive booster doses.  If primary immunization was completed before 7 years of age, then the first booster dose should be administered 3 years after the primary immunization series, and every 5 years thereafter if at continued risk.  If primary immunization was completed on or after 7 years of age, the first booster dose should be administered 5 years after primary immunization and every 5 years thereafter if at continued risk.

ACIP also recommended in 2009 routine revaccination of certain persons at high risk of exposure.  These groups include microbiologists with prolonged exposure to Neisseria meningitidis and frequent travelers to or persons living in areas with high rates of meningococcal disease such as Sub Saharan, Africa or traveling to the Hajj in Saudi Arabia.  These persons should be revaccinated every 5 years as long as they remain at increased risk.  Meningococcal conjugate vaccine should be administered for persons 2 through 55 years of age, and for persons now 56 years of age and older, they should also receive MenACWY which we will discuss in a couple of slides.
Again, international travelers should receive boosters of MenACWY if the last dose was administered 5 years or more previously.  However, you want to make sure when you have a traveler that you check the requirements for that country.  Vaccinations in the 3 years before the date of travel is required by the government of Saudi Arabia for all travelers to Mecca during the annual Hajj.  Be sure that you are aware of the requirements for the country where your patient is traveling.

Of note, meningococcal vaccines that are licensed for use in persons age 56 years of age or older are not currently available in the United States.  Therefore, in February of 2017 at the ACIP meeting, the meningococcal workgroup provided the following updated guidance.  Persons age 56 years of age or older who are recommended to receive meningococcal vaccination because they are at increased risk for meningococcal disease should receive MenACWY conjugate vaccine.  This includes meningococcal vaccine-naïve persons who anticipate requiring only a single dose such as travelers or persons at risk because of a community outbreak and persons who were previously vaccinated with MenACWY conjugate vaccines who are recommended for revaccination or for whom multiple doses are anticipated including persons with asplenia, HIV and microbiologists.  This is an off-label recommendation.
Post licensure data from the Vaccine Adverse Events Reporting System or VAERS demonstrate the most frequently reported adverse events for MenACWY vaccines include local reactions in 11 through 59 percent and low grade fevers in about 5 to 17 percent.  Systemic reactions such as headaches, malaise and fatigue have been reported in 4 to 54 percent of vaccine recipients.  
We will now discuss the meningococcal B vaccine recommendations.  Two recombinant serogroup meningococcal B or Men-B vaccines are licensed in the United States.  MenB-FHbp or Trumemba was licensed by the FDA in October of 2014 and MenB-4C or Bexsero was licensed by the FDA in January of 2015.  Both are licensed for persons age 10 through 25 years of age.  Trumemba is recommended to be used as a 3-dose series administered at 0, 1 to 2, and 6 months, or a 2-dose series administered at 0 and 6 months.  We will discuss the considerations for determining which schedule to use later.  Bexsero is recommended as a 2-dose series at 0 and 1 to 6 months.  There are two recommendations for meningococcal B vaccine use.  A recommendation for use in individuals 10 years of age and older at increased risk of disease and a recommendation for use in adolescents and young adults not at increased risk for disease.  We’ll talk about each recommendation separately.
First, certain persons age 10 years of age and older who are at increased risk for meningococcal disease should receive MenB vaccine.  These persons include persons with persistent complement component deficiencies, including those taking the medication eculizumab or Soliris, persons with anatomic or functional asplenia including sickle cell disease, microbiologists routinely exposed to isolates of Neisseria meningitidis and persons identified as being at increased risk because of a serogroup B meningococcal disease outbreak.  Use in persons over age 25 years is an off-label ACIP recommendation.  This is considered a routine recommendation or also a category A recommendation meaning this recommendation applies to all persons with one of the listed conditions that puts them at increased risk.  Also note, again, there is no upper age limited on this recommendation.

Now of note, certain other groups included in the meningococcal ACWY conjugate recommendations for persons at increased risk are not included in this recommendation.  MenB vaccination is not recommended for children age 2 months through 9 years of age, persons who travel to or reside in countries where meningococcal disease is hyperendemic or endemic, and that’s because outbreaks in these regions are generally not caused by serogroup B disease.  And it is not recommended for routine use in first-year college students living in residence hall, military recruits or all adolescents.

We briefly mentioned earlier that Trumemba has both a 2 and 3 dose schedule.  Regarding Trumemba where a 2 or 3 dose series should be administered depends on the indication for vaccination.  For persons at increased risk of meningococcal disease and for use during serogroup B outbreaks, 3 doses of MenB-FHbp should be administered at 0, 1 to 2, and 6 months.  When given to healthy adolescents who are not at increased risk for meningococcal disease, 2 doses of MenB-FHbp should be administered at 0 and 6 months.

If a patient is recommended for 3 doses of Trumemba but the 2nd dose is delayed beyond a 6-month interval, a 3rd dose is not necessary.  If a patient is recommended for 2 doses of Trumemba and the 2nd dose is given less than 6 months after the 1st dose, then a repeat 3rd dose must be administered 4 months after the 2nd dose.  

In June 2019, the ACIP voted on recommendations for booster doses of Men-B vaccine for persons 10 years of age or older who should be vaccinated due to increased risk of disease including those with anatomic or functional asplenia, complement component deficiency, microbiologists and those at risk due to outbreak.  These recommendations have been adopted by the CDC Director and will become official policy once they are published in the MMWR.  Sign up for alerts on the ACIP recommendations webpage to receive notification of the publication of these recommendations.

Now let’s talk about the second group for whom Men-B vaccine may be used.  A Men-B vaccine series may be administered to adolescents and young adults age 16 through 23 years of age to provide short term protection against most strains of serogroup B meningococcal disease.  The preferred age for Men-B vaccination is 16 through 18 years.  The vaccine provider should discuss the benefits and risks of administering the vaccine with the patient and family to determine if the vaccine should be administered.  This used to be referred to as a permissive recommendation or a category B recommendation.  We now use the terminology that vaccination may be provided based on shared clinical decision-making between the patient and the provider.

MenB should be administered as either a 2 dose series of MenB-4C or a 2 or 3 dose series of MenB-FHbp.  These 2 vaccine products are not interchangeable.  The same vaccine product should be used for all doses.  Based on expert opinion and available data, MenB-4C or Bexsero and MenB-FHbp Trumemba may be administered at the same time with other vaccines indicated for this age but at a different anatomic site if feasible.  The ACIP has not stated a preference for the use of one MenB vaccine over the other.

If a dose of MenB vaccine is administered and found to be a different brand from a dose previously administered, pick the brand with which you want to continue the series invalidate the dose of the other brand and continue the series.  A 4-week minimum interval is needed from any invalid doses.  And then you will need to follow the minimum intervals between doses of the chosen MenB vaccine brand.
While local and systemic reactions are very common following MenB vaccination, the large majority of these were reported as mild.  Common adverse reactions observed in clinical trials of Bexsero included pain at the injection site in 83 percent or more of recipients, myalgia in 48 percent or more, erythema in 45 percent or more, fatigue in 35 percent or more, headache in 33 percent or more, induration in 28 percent or more, nausea in 18 percent or more, and arthralgia in 13 percent.  For Trumemba, common adverse reactions were pain at the injection site in 85 percent or more of recipients, fatigue in 60 percent or more, and headache in 55 percent or more and muscles pain in 35 percent or more.  
Vaccination with MenACWY or MenB vaccines is contraindicated for persons known to have had a severe allergic (i.e. anaphylactic reaction) to a vaccine component or a previous dose of the vaccine including diphtheria toxoid for MenACWY-D or Menactra.  Recommended vaccinations can be administered to persons with minor acute illnesses; however, vaccination should be deferred for persons with moderate or severe acute illness until the condition has improved.

Both MenACWY and MenB vaccines are recommended for use in control of meningococcal outbreaks caused by serogroups MenA, C, B, W, or Y.  The outbreak definition is listed here on the slide.  What is most important to note is if you suspect an outbreak in your community, you should be in touch with your state or local health department who can help you determine whether an outbreak is occurring and who may be at risk in this outbreak and determine who should be vaccinated.

Numerous resources are available if you see the resource list in your resources pod in the upper right portion of your screen.  However, I’ve highlighted some resources here on the slide including the ACIP meningococcal recommendations webpage, the CDC’s meningococcal infection webpage, CDC’s meningococcal vaccination webpage, the Immunization Action Coalition meningococcal webpage, and the Children’s Hospital of Philadelphia Vaccine Education Center meningococcal webpage.  With that, I will turn the session back over to Dr. Strikas.

Thank you very much, Dr. Robinson, for a very informative presentation.  On the screen you will now see continuing education credit information, including the access code for today’s webinar.  The access code is 19-Mening.  Not the capital M.  The access code is case sensitive.  The access code applies to the live program only.  Things to remember about these access codes, please write this code down now.  The access code cannot be given out at any time other than during this presentation, not by email request or any other means.  As I said, the access code is case sensitive.  There is no access code for the enduring archive program.  Let me repeat the access code again.  It’s 19-Mening.  As a reminder, the resources pod on your screen contains the continuing education or CE instructions for download if you wish.  

Now let’s take some time to review some of the questions we received during the program and you can keep sending them and we’ll get to as many as we can.  One of the questions was about what does CDC do in case there is a meningococcal outbreak and how is an outbreak defined, how does one decide about processes for control?

A meningococcal disease outbreak occurs when multiple cases of the same serogroup or type happen in a population over a short period of time.  Now, outbreaks can occur in communities, schools, colleges, prisons and other populations and depending on the population size and specific circumstances, health officials may declare an outbreak after just two cases.  In general, state and local health departments lead outbreak investigations and implement the control measures to reduce the spread of disease.  Now, they often work closely with CDC which has guidance in the form of the Vaccine Preventable Disease Surveillance Manual.  In the setting of an outbreak, such recommendations often include vaccinating people identified as being at increased risk and making sure all close contacts of a patient receive antibiotics to prevent them from getting the disease or in other words they get antibiotic prophylaxis.  If you are a community provider and you see a case or you are concerned about an outbreak, you should be in touch with your state of local health department and then state and local health departments also have CDC as a resource to assist them in any outbreak response.

Thank you very much, Dr. Robinson.  Another question we received, we’ve got a client who came to us, was vaccinated outside the United States and it simply says meningococcal, it doesn’t identify which type of meningococcal vaccine the patient received.  What would you recommend we do with the patient?
Typically doses from other countries may not contain protection against all the serogroups that we have protection for here.  Sometimes they may only have serogroup A coverage or only have CY coverage.  If you don’t know what was included, we would recommend that you repeat the dose if the vaccine would be otherwise indicated.  For instance, if this is an adolescent who needs the dose to attend school, then we would recommend that they be revaccinated with Men-ACWY here in the U.S. to ensure they have coverage for all of those.

Thank you.  You said there’s short term protection after meningococcal B vaccination.  What is meant by short term?  What’s the period of time that is being thought about for booster doses?
The first thing is, of course, for those at increased risk there have been some recent recommendations for booster doses and this is based off of data that they’ve been continuing to collect based on how long the response lasts.  I didn’t go into detail regarding the timing for those booster doses because that is not yet published and has not yet been official policy, but you will see the recommendations when they are published, will be depending upon their condition, sometimes one year out they are recommending revaccination, it may be sooner, but for the details associated with that I would direct everybody to those recommendations when they are published as that’s when they will become official policy.

Thank you.  So you said meningococcal B vaccines are not routinely recommended, they’re for decision making between the client and the practitioner.  So does that mean if the client comes to me as a practitioner and wants the vaccine, I would administer it?
You can certainly have that discussion with the patient when they come to you.  If they come to you and they want it because they’re attending college or there’s been an outbreak at a university and they’re concerned, you can certainly administer the vaccine as long as the patient has no other contraindication or precaution to vaccination.

Okay, and maybe I missed this in the presentation.  The person writes to us can meningococcal vaccines and Tdap be given together at the adolescent visit, and I would add one can throw in HPV vaccines, can they be administered at the same time?
Yes, absolutely.  All those vaccines, meningococcal, HPV, and Tdap may be administered at the same visit.  In addition, if this is let’s say a 16-year-old who Men-B and Men-ACWY can also be administered at the same visit, so there’s no recommendation to separate any of those vaccines and they can all be administered at the same time or at any time before or after.
A listener writes in saying you recommended meningococcal ACWY vaccines are apparently recommended for college students, an Meningococcal B is a decision making process and is not dependent on college attendance or not.  Is that correct?
Yes, that’s correct.  It is a decision making process and based on the discussion between the provider and the parent or patient and the ACIP has not really outlined any additional guidance with regard to use of MenB in this population other than to say that it should be a shared decision between the provider and patient.

Another listener wrote in and said why is meningococcal vaccination, particularly MenB which you described as being a more common type in infants in a relatively higher rate in infants than older children and perhaps even adolescents depending on the part of that incidence graph I look at, why are we not routinely offering Men-B vaccines to infants?
There are low rates of disease compared to years ago and to date the ACIP has not made that recommendation.  Even though there’s higher incidents, there’s still low disease rates overall and particularly compared to years ago and so to date the ACIP has not made that recommendation based on that and other data including potential cost effectiveness, etc.

What about pregnant women?  If they’re at risk, can they receive meningococcal vaccines?
Sure.  Men-ACWY on both the child adolescent and the adult schedule the pregnancy column is purple and that means that if the pregnant woman is at increased risk for disease due to serogroup A, C, W or Y meningococcal disease, then you want to vaccinate them.  For Men-B on both schedules it is orange indicating a precaution which means you want to give it to the patient at increased risk for serogroup meningococcal B only if the provider and the patient deem that the benefit of vaccination outweighs any potential risk.
Okay.  You mentioned the recommendation for meningococcal ACWY conjugate vaccines is if the adolescent is at 11, 12 years of age.  Some of the kids we have entering 7th grade are 10 years of age and we’ve made it a 7th grade requirement.  Can kids at 10 years of age receive that dose and have it count towards the adolescent visit?
Yes.  A dose of Men-ACWY given at 10 years of age or older can count as that adolescent dose for those 11 to 12.  However, I will note that if the vaccine was for some reason administered at age 9 years or younger for healthy persons, then that dose would not count and they should receive another dose at 11.

Do travelers say they need meningococcal ACWY, as you explained in some detail, why is it they don’t need Men-B vaccines to travel?
That’s because  serogroup B meningococcal disease is not often a cause of hyperendemic or endemic disease in these other places where travelers may be traveling.  For example, in Sub Saharan, Africa, it’s MenA that is the cause of hyperendemic or endemic disease.  MenB is not often the cause of such disease and hence why the recommendation has not been made for this vaccine for travel.

Another question we commonly get, I heard that Guillain-Barre Syndrome can follow meningococcal vaccination, I think the meningococcal ACWY conjugate.  Does that happen or is that a contraindication to subsequent doses of that vaccine or other vaccines in that patient?
A history of Guillain-Barre Syndrome is not a contraindication to meningococcal vaccination of that patient and there’s been no association of Guillain-Barre Syndrome with meningococcal vaccines and this is after several studies were performed that evaluated this and they reported that there was no adverse event association with Guillain-Barre Syndrome after vaccination with MenACWY conjugate vaccine.
Thank you very much for those questions.  That’s all the time we have now for questions.  Those we did not answer, we’ll get them answered for you and put answers on our website for you.  If you need the question answered rapidly, please write to NIPINFO@cdc.gov and we’ll get to that question as quickly as we can.  So let me review continuing education information one more time.  Please go to the webpage shown on the screen to obtain credit.  You see it up there and you can search for today’s live event course number which is WC2645-080719.  Again, that is WC2645-080719, those last six digits are today’s date.  That date differentiates this presentation from others in the series because they all have the same series #WC2645.  CE credit for the live course will expire on September 9, 2019.  The access code one more time is 19-Mening and remember that code is case sensitive, you need the capital M there.  If you’re watching the archived version of this webinar, search for the course #WD2645-080719 which is slightly different by that one letter, the D instead of the C and the webinar of course number.  CE for the enduring archive program lasts until June 1, 2020 and no access code is needed.

If you need help with the online system, you can dial 1-800-41-TRAIN or 1-800-418-7246 from 8am to 4pm Eastern time, or you can email our CE unit at ce@cdc.gov.  If you have additional questions about the content presented today that you think of later on or any time if you have immunization questions, please email us at NIPINFO@cdc.gov and we’ll try to respond to those as quickly as possible.  If it’s a question about today’s webinar in particular, please put webinar in the subject line.

A comprehensive list of resources for all of the Pink Book webinars in this series are pictured here on the slide.  They can be found in the resources pod and on the webpage for this session.  Additional resources with links are outlined on this slide including the Pink Book.  It’s available online or you can purchase a hardcopy at the link for the Public Health Foundation Learning Resource Center.  Our CDC vaccines and immunizations home page is highlighted along with resources for patient education.  

This concludes today’s program and I want to thank Dr. Robinson for the presentation today and for answering your questions.  Please join us for the next session in our series.  Next we will be discussing measles, mumps and rubella diseases and vaccines.  Thank you very much for joining us today and have a great day.
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