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What is meningococcal disease?
Meningococcal disease is caused by the bacterium Neis-

seria meningitidis. The bacteria are transmitted from

person to person through nasopharyngeal secretions. Close

and prolonged contact is usually required for transmission.

Most people carry the bacteria asymptomatically in the

nose and throat. Disease occurs very rarely when bacteria

invade the bloodstream. Meningococcal disease usually

presents as meningitis, septicaemia, or a combination of

the two, and is fatal in approximately 3% of cases.1

N. meningitidis can be classified into serogroups. Most

meningococcal disease in Australia is caused by serogroup

B; less common serogroups are C, A, W135 and Y.

Is there a vaccine for meningococcal?
There are two types of vaccine available for meningococcal

disease. The meningococcal C conjugate vaccine protects

against serogroup C disease, and since 2003 has been

included in free routine vaccination of all children at

12 months of age. The meningococcal polysaccharide vac-

cine protects against serogroups A, C, W135 and Y. This

vaccine is recommended for people travelling to parts of the

world where epidemics of group A, W135 or Y disease are

frequent (e.g. sub-Saharan Africa); and for the control of

outbreaks caused by serogroup A, W135 or Y. There is no

licensed vaccine for serogroup B, although one is currently

under licensing review in the European Union.2

Epidemiology of meningococcal disease in NSW
In New South Wales (NSW) in 2010 there were 74

notifications of meningococcal disease and five deaths.

Eighty percent of these notifications were for serogroup B

disease.3 Notifications of meningococcal disease in Aus-

tralia have decreased steadily since 2002.1 This reduction

in notifications over the past 8 years occurred for both

serogroup B and C, but much more in serogroup C, the

decline of which coincided closely with the introduction of

the meningococcal C vaccination program. The reason for

the decline in serogroup B disease is probably due to

natural variations in the epidemiology of meningococcal

disease over time, as the community develops natural

immunity to prevalent strains in the absence of new

virulent strains that are yet to emerge.4

Public health response
Under the NSW Public Health Act 1991, hospitals and

laboratories are required to notify cases of meningococcal

disease to public health units. The public health response to

a case ofmeningococcal disease aims to prevent secondary

cases of disease. Public health actions include providing

information about meningococcal disease, and provid-

ing antibiotics to people who have had close contact with

a case. Known as clearance antibiotics, these drugs are used

to eliminate the bacteria from the throat and prevent its

transmission to others. Vaccination is also offered if the

disease was caused by a vaccine-preventable serogroup.

National guidelines recommend that the public health

response to a case of meningococcal disease begins as soon

as possible. In recent years, technological advances have

made it possible to respond more rapidly. For example,

polymerase chain reaction (PCR) testing allows rapid

laboratory confirmation of the diagnosis, and SMS technol-

ogy (text messaging) has been used to send information to

contacts aboutmeningococcal disease and antibiotic clinics.

Long-term health outcomes
Survivors of meningococcal disease can experience severe

long-term health problems. For example, a study in the UK

of adolescent survivors ofmeningococcal disease found that

57% had ongoing physical problems including skin scar-

ring, mobility difficulties, and speech and hearing pro-

blems.5 These problems were more severe with serogroup

C than serogroup B disease. Survivors also reported more

psychosocial problems, including more fatigue and depres-

sion, lower quality of life, and less social support compared

to controls. These findings indicate that people with menin-

gococcal disease need long-term follow-up that encom-

passes both physical and psychosocial aspects of health.
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