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survive suffering with permanent sequelae such as deafness
or paralysis and 40% who may not survive at all.1,2,5 Further,
the costs associated with managing an IMD case, let alone
the costs associated with the long-term management of
sequelae are immense.1,2

Invasive meningococcal disease (IMD) is an aggressive
bacterial infection caused by the species Neisseria
meningitidis.1 The bacteria are covered by a polysaccharide
capsule which assists in deflecting the host’s immune cells
allowing the bacteria to spread rapidly within the host,
undetected.1 N. meningitidis consists of 13 serogroups of
which serogroups A, C, Y and W have historically accounted
for more than 60% of all infections in humans.1-4 Whilst
serogroup B is fast becoming dominant in some parts of
the world, bacterial circulatory patterns fluctuate constantly
with serogroups A, C, Y and W continuing to account for the
majority of infections.1,2,4,5 N. meningitidis infection rates are
currently < 0.2 per 100 000 in South Africa; however, due
to the elusive nature and ambiguity of early symptoms, a
degree of underestimation of cases is possible.2,4,5

N. meningitidis is known to spread more prolifically within the
autumn and winter months with the highest infection rates
in children under two years of age since they are ‘immune
naïve’.1,5 Considering the challenges of providing an accurate
diagnosis and effective treatment, the only tool to secure
our patients and communities is vaccination.1,2 Fortunately,
there is a broad-spectrum vaccine available in the country
which protects against four of the strains that are commonly
associated with IMD, i.e. A, C, Y and W.1,2 The meningococcal
conjugate vaccine 4 (MCV4) should be administered as two
0.5 ml doses in children between nine and twenty-three
months of age, with the two doses administered ‘at least’
three months apart.3 Individuals between two and fiftyfive years of age require a single 0.5 ml dose.3 MCV4 is a
sophisticated technology. It is a conjugate vaccine providing
a more immunogenic response whilst also being safely
co-administered with all other vaccines on the expanded
programme on immunisation (EPI)* programme.3

N. meningitidis are transmitted by means of respiratory
droplets and saliva through such activities as coughing,
kissing, sharing the same eating utensils, and other means.1
The bacteria then enter the host’s body and reproduces at an
exponential rate.1,2 The bacteria will then spread to various
organ systems such as the lungs causing pneumonia, the
bloodstream resulting in meningococcaemia and/or the
meninges causing a severe meningitis.1,2 A patient may
die within 24 hours of onset of symptoms; hence, a timely
and accurate diagnosis is critical for effective treatment.2,5
However, the early symptoms of meningococcal disease
are often ambiguous with a respiratory infection and often
patients are misdiagnosed.1,2,5 It is only when the patient
presents with the more typical signs and symptoms such
as photophobia, confusion, or a purpuric rash would the
clinician suspect meningococcal disease; however, at this
stage, it is often too late to treat.1,5 As such, as many as 50% of
patients diagnosed with IMD do not respond to treatment.5
The elusive nature of the disease in the early period of infection as well as the ensuing challenges associated with
timely, effective treatment results in 20% of patients who

By improving the vaccination coverage rates (VCR) of the
MCV4 vaccine, we would be able to prevent many cases of
IMD in the country and save many of our patients from the
devastation of disability and death.4 Studies have found that
patients are more likely to respond positively to healthcare
advice when counselled by a healthcare professional; hence,
nurses have a critical role in stemming the tide against IMD.6
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*Kindly note in cases where vaccines produced by alternate vaccine manufacturers do not allow for co-administration, such as the measles vaccine which
is administered at 12 months of age, then the second dose of MCV4 recommended for toddlers under two years of age may be delayed to 15 months as
per the Paediatric Management Group (PMG) vaccination schedule.⁷
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