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EPIDEMIOLOGY

= Meningococcal disease can occur:
1. Sporadic cases
1-2/100,000
2. ILocalized/Institutional
community-based
Shliarseiepidemic
10A15000/1005000

DEFINITION

a disease caused by Gram negative
aerobic spherical or kidney-shaped
intracellular diplococci called




i Meningitis Belt, 2004

® Areas Outside the
Meningitis Belt With
Epidemics of
Meningococcal
Meningitis. 2000-2004

v EPIDEMIOLOGY

@ 1996-97: largest epidemic
>300,000 cases with 30,000 deaths in Africa in
caused by Serogroup A
& Europe: C & B outbreaks

& 200075 W=135 occurted in Muslim pilgrimage
c to) Meccas Hajj

& 2002 Wel35ioceurred in Africa

= 20045 Afitica

and India

= 20062007 ¢ Afilesl
C oubbreaks off AL BLC,W-135 in Africa

EPIDEMIOLOGY

= Philippines: Meningococcal Disease
Outbreak
1988: Mindanao - 36, cases

1989 Negros Occidental = 10 cases

& San [Lazaro Hospital
2002 = 3(0 cases
2008 = 59 ¢aiges
2= 13P)cases
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PATHOPHYSIOLOGY

i

—bacterial pili important for
attachment to epithelial cells

—exact determinants of
imvasion unknown
o
—antibodies directed against
capsular polysaccharides
and outer membrane
proteins

CONTRIBUTING
FACTORS

& influenzae virus, Mycoplasma hominis,
Mycoplasma priedmoniae
& climates aterwinter, diought, dust storm
& espitatorynicetion: ¢
coldsa1i8
3 clieerneas 177

MENINGOCOCCAL
DISEASE PATHOGENESIS

= organism colonizes nasopharynx

& in some persons organism
myades bloodstream and causes
miectioniat distant site

- antecedent URI'may be a

contributing factor

PATHOPHYSIOLOGY

mucous membrane carriage or infection
(primarily oropharynx)

blood stream invasion
(meningococcemia)

transient chronic invasion of fulminant
bacteremia meningococcemi meninges, meningococcemia
with no a (rare) purulent (rapid spread of
sequelae purpura, vascular
1 collapse)

skin, joints,
pericardium,
heart, eyes,
adrenal glands




PATHOPHYSIOLOGY* Eii LN
® The two common presentations of " MANIFESTATIONS

meningococcal infections are:
— meningococeal meningitis: infection of  pa¥ Signs & Symptoms - fever - fever
. s o - headache - rash: petechiae,
the membranes surrounding the brain & - stiff neck purpura
spinal cord ‘ - Photophobia
- vomiting - low blood pressure
= menngococcenia; miection of the blood IR (alered mental status
children <1 year - seizures
-coma
Appearance of CSF cloudy cloudy or clear
Response to antibiotics  good poor
(30% may die within 12 to
48 hours)

% during epidemic 80-90% of patients 10-20% of patients

CLINICAL Ty [Ow CLINICAL
MANIFESTATIONS - E-% MANIFESTATIONS

Meningococcemia Outbreak, ¥ Profile of Pediatric Patients with
the BGHMC Experience | ; Meningococcal Disease at a Local
— fever: 83% hieadache: 24% y : Tertiary Hospital

12 2 58.9%  body malaise: 20% I, — tever: 98.88%

vomiting; 41%  seizure: 11.5 7(" ) — vomiting: 50%  diarshea: 8.88%

body malaise: 11.11%

= licadache: 32,229 neck pain: 8.88%




CLINICAL CLINICAL =
MANIFESTATIONS % MANIFESTATIONS 7%

7
Clinical Profile of Adult Vienigococcal o B : . - g
Disease Patients'Admitted at BGHVMC - Leervrinshe ale Dlentogueudal

from November 2004 to June 2006 Disease Outbreak, the Philippine
= fever: 100% headache: 72.72% Iixperience

= purputictashess 46:460

. 2
=Yy T r ™ oo 1009 .i? *‘-'“'
— 0'. [ i 5 U. 4 4 0’\
myaloio) and/gl anthralgia: 40.40% . e J
- vomiting: 57%

- headache: 42%

TRANSMISSION

BF the causative agent, Neisseria
meningitidis, is spread through:

— person: to) person

— dioplets (infected person sneezing
Of coUghing)




of Patients with X4  Risk Factors for Invasive
Meningococcal Disease 2, 4 Meningococcal Disease

&’ household members

* anyone especially hospital staff % Y -, Slack of bactericidal antibody to
\

exposed to respiratory secretions of . 3 acquired strain
age: < 1 year or 15-24 years of
age

mftected individuals

S hindividualsiwho have sat directly next

: s r ing
toranindexscaseon a prolonged travel housshold crogaidy

cigdrette smoking, active or

offmore than 8 hours A
passive

5-19%
2 endemic disease due to

PROGNOSIS 2/ PROGNOSIS

B 21.2%

"1 - 3 cases per 100,000 population in K 32:5%
developed countries : Meningococcemia: 26.9%
S101= 25 cases|per 100,000 population in ) Meningococcal meningitis:
deyelopimg countiics . }
Menmgococcemla

withmenimgitis: 1.2%

CAENI000iper 100,000/ population




PROGNOSIS

33.33%
Meningococcemias 27 deaths
Menimgoecoccal meningitis: 1

Vienimgococcemia with meningitis:
32%

COMPLICATIONS
& SEQUELAE

% 10-15%

¥ deafness, ataxia, seizures, blindness,
paresis ol cranial nenves 3,4.6,7
hemilon qUadHparesis, obstructive
hydiocephalis

- nhiaitisimyocarditis, pericarditis,
prcumongsendophthalmitis, DIC

PROGNOSIS

25.25%
Meningococcemia: 28.00%
Meningococcal meningitis:

1o death

VIEhmgococcemid
wathismeningitise 72.00%

COMPLICATIONS
& SEQUELAE

® pure musculoskeletal

complication: s 2.22%
& musculoskeletallwith psychotic

complications 1.11%

A=t aa




COMPLICATIONS
& SEQUELAE

#f perioral vesicular lesions: 11.11%
2 UGIB: 4.04%

& pneumonias 42049

& anthntiss4 049

S hematiaas 2027

= ICPIStaxdsH2.02%

= Nl aieraliptosiss 2.027%,

PREVENTION

§ DIAGNOSIS

& culture and sensitivity

= blood, CSF, skin lesions
o CSF analysis

= Gram’s stain
. rapid antigen detection test
." PCR analysis

t// VACCINES

Vaccmes 'l"alIlSt

# serogroup A and C

& serogroup A, C, W135 and Y
< serogroup, C

- iserogroup By based on Outer
membrane proteins (OMP)




VACCINES I & VACCINES

2 Polysaccharide (MPSYV) PR &1 only a single intramuscular or deep

= bivalent : 1 subcutaneous injection of 0.5 ml

& quadrivalent
& unit dose is the same for both
adultsiand children

= Conjugated (MICYV)

= hmonoyalent should be given

- Ibivalcnt
S lapadavalent

VACCINES oy By ANTIBIOTIC
% early vaccination: " PROPHYL AXIS

> 6 months old even 3 months in i . Recommended for of

certain cases (during epidemics) p s patients with meningococeal disease

second dose needed 2-3 months after - -

& household' members

* ranyone especially hospital staff
exposedito respiratory secretions of
mtectedimdividuals

= hindivaduals who have sat directly
next to)animdex case on a
prolongeditrayel of more than 8 hours

& pencentage o individuals who

ticspondedi(@ioui-told or higher
incnedsermthehaemagglutination titre)
WasIOREOYsopolysacchanide A and
Vassyonotherpolysaccharide C




ANTIBIOTIC “¥ [ ANTIBIOTIC
PROPHYLAXIS X X PROPHYLAXIS

& personnel who have had intensive

5-10'mg/kg/day gl2H x 2 days,

Sl maximum of 600mg/day
) with a

patientwithimeningococeal disease
beloreadmimisiation off antibiotics

; A 1252250img/day M SD
WALHOURNENISEIo L propet precautions

Cluiggor) [B
500G enally: SID

Indication for Standard and Isolation ST AND ARD

Precautions

Standard All patients PRE CAUTIONS

hemorrhagic fever such as Ebola, croup —
. A et ® ALL PATIENTS
Contact |bronchiolitis, skin infections, cutaneous )
infiections, Eerpes simpex Virus, zoster: & apply when contact is possible with
meningitis with Haemop/ilus, influenza type B or ruptured skin or mugous meml?ranes,
, diphtheria, M. blood &z all body fluids; secretions, or
priehioyides pentissis, influenza, adenovirus, Excretions except sweat
TIPSV B9, tubella, streptococcal . > p .
- ; 4 = Ipensonal protective equipment
phatyngitisypneumonia, scarlet fever. '
: ; (TStEle)
prlmoenaryserlaryngeal (suspected) tuberculosis,
ANrberne megsiesivaricella, disseminated zoster




DROPLET i HOSPITAL-BASED
PRECAUTIONS oK PREVENTIVE MEASURES

particles >5Smicrons

travels <lmeter/3fcet

mask i wonn it within I meter or 3 feet,
limit patient ansport J #* isolation procedures

* meningitis: Hemoplzilz,ls i.anMenzae type B, o cohorting

Nemenigidissdiphtheria, M. pneumoniae, - i
Perussisniiuenzae, adenovirus, parvovirus - antibiotic prophylaxis
BHOBSTTEptococeal phatyngitis, pneumonia, . L ation
Scatlet fever

" health education, re-orientation

= standard and droplet precautions

- post-mortem care

POSTMORTEM CARE

POSTMORTEM CARE

¢ use of protective clothing

whether dealing with old burials or with the
recently dead, and regardless of which
infectious agent may be present, the i
acquining infection can bel greatly reduced by: 3 : = ViSor/ Tespiratory protective masks
= coyening cuts olesions with! waterproo — Apror

dressings i S IbDEE VLS

— examination gloves

— filter masky/' s cal mask

= carctulicleansing of any injuries sustained = gowns/coats/overall with hood

duEngprocedures S ohcEpotective equipment: safety helmets, safety
S eopdpelisondlihysienc Ll i elassespwonke gloyes| to) protect against mechanical

SHENISCIotsapproplidiciprotective clothing dnljuiics




POSTMORTEM CARE

= While a person is alive, invading

pathogens can multiply and are readily
transmitted, for example by coughing or
sneezing.  The patient is' a continuing
sournces ot infection.

o particulanlys as.  decomposition
prioceedsiand S dispension  of infectious
micropesyisiunlikely

OTHER
MEASURES

& avoid crowded places

= strengthen your immune system/resistance
& practice
(Covernose and/or mouth when
Sticezinglorcoughing: wash hands

frecueiiihy)

OTHER
MEASURES

£ maintain a ; proper
sleep, proper diet and good nutrition,
enough rest, regular exercise

& individuglsSwathissignsiand Symptoms
andhaverarpositive history of exposure
wranrmiceiedimdividualishould




N TREATMENT

250,000-400,000 u/kg/day every 4-6
hours, maximum of 12 million u/day

s Chloramphenicol 100mg/kg/day q 6H
S Cetotaxime 100-200mg/kg/day q 6H
MCEltriaxone 100mg/kg/day q 12H

TREATMENT

fluids
Tyvolume expanders
“firesh frozen plasm
packed RBC
sieronds

Cother medications for concomitant
cormonbid illnesses
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Care for a Lifetime
INFECTIDN CONIMROIL




Care for u Lifetime : S
INFECTION CONTROL ‘ [ emr—

R———

Just say NOsocomia

MINIMIZATION OF HEALTH-CARE
ACQUIRED INFECTIONS

Hands That Heal | Hands That Kill

Which hands are yours?

Patient Safety




