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Joint Committee on Vaccination and Immunisation
Annual report 2003

Foreword

The Joint Committee on Vaccination and Immunisation (JCVI) is an independent expert
Committee that advises the Secretary of State for Health in England, and the respective
health ministers for Scotland, Wales and Northern Ireland on matters relating to
communicable diseases, preventable and potentially preventable through immunisation.
Vaccination and immunisation have major roles in protecting individual health in
childhood and adult life, and their beneficial effects are very obvious in the marked and
even dramatic reductions that can be induced in disease occurrence or death rates.
The outstanding success of the meningitis C immunisation campaign in 2002 is a recent
and notable example. Immunisation policy and practice are always newsworthy. As is
often the case, it tends to be the alleged negative features rather than the evident
benefits, which are found worthy of press or broadcast comment. Many of these
negative comments give uncritical publicity to non-mainstream science despite the
existence of a substantial body of scientific evidence that indicates that the news items

are unlikely to reflect real problems.

To help redress the balance, the Committee has taken steps to publicise its advice.
The first has been the publication of open minutes where, as deliberate policy, as much
detail as necessary is given to show the Committee’s mode of thinking and its
conclusions derived from the relevant evidence. A second has been the start of the
production of position papers, which consider the broad basis for immunisation policy
and the consequential benefits. A third is the production of this annual report. The
fundamental reasons are to make immunisation policy-making more transparent and to

demonstrate its underlying logic based on sound scientific evidence.

The quality of the work of the Committee derives from scientific expertise of the
members who give their time freely. The secretariat is provided by the Department of
Health, and background material, which informs the recommendations of the
Committee, comes from a variety of sources including the Medicines and Health care

products Regulatory Agency (MHRA) and the Health Protection Agency (HPA). There



is usually a broad degree of common understanding, but the Committee members’

decisions are, nevertheless, their own.

Professor Michael J S Langman
Chairman

Joint Committee on Vaccination and Immunisation



1 Introduction

The full Committee met three times between November 2002 and October 2003, under
the Chairmanship of Professor Langman, with minutes of the meeting placed on the
JCVI website: www.advisorybodies.doh.gov.uk/jcvi/. In addition, sub-groups and panels
of the main Committee were held during this period on a variety of issues such as
influenza immunisation, BCG, hepatitis B, pneumococcal, and Haemophilus influenzae

type b (Hib) immunisation.

1.1 The terms of reference of the Committee

The terms of reference of the JCVI are:

‘To advise the Secretary of State for Health, the Scottish Ministers, the Northern
Ireland Ministers responsible for health and the National Assembly for Wales on
matters relating to communicable diseases, preventable and potentially

preventable through immunisation.’

In fulfilling its remit, the Committee has a responsibility to provide high quality and
considered advice and recommendations on matters of both a 'routine' nature and also
on any specific or special matters that the ministers may from time to time request. In
formulating its advice and recommendations, the Committee must take into account the
need for and impact of vaccines; the quality of individual vaccines and their safety; and
the strategies to ensure that the greatest benefit to individual and the public health can

be obtained from the most appropriate use of vaccines.

1.2 The status of the Committee

The Committee is a non-departmental public body (NDPB). It is a statutory expert
standing advisory Committee established in England and Wales under the NHS Act
1977 and the NHS (Standing Advisory Committees) Order 1981 as the Standing
Advisory Committee on Vaccination and Immunisation. The Committee has no statutory
basis in Scotland or Northern Ireland but, nonetheless, fulfils the same role and has the

same responsibilities in those countries as in England and Wales.



2 Members of the Committee

Members of the Committee are listed at Annex 2

2.1 Responsibilities and obligations
The chair and members of the Committee play a critical role in ensuring the
Committee's continued standing as an internationally recognised leading body in the

field of immunisation. Members of JCVI will:

e be committed to the continued development and improvement of this important
area of public health;

e bring relevant experience to the Committee;

e contribute to the provision of high quality and considered advice to UK ministers
of health;

e be expected to make a full and considered contribution to the work of the
Committee and to contribute fully to the debate and to the decision-making
processes of the Committee;

e provide expert guidance when an issue that falls within their particular area of
expertise is under discussion;

e contribute to the debate in the capacity of a well-informed health professional
where the issue does not fall within their expertise;

e take into account the need for and impact of vaccines, the quality of vaccines and
their safety and the strategies to ensure that the greatest benefit can be obtained
from the most appropriate use of vaccines;

e recommend the best public health advice to ministers;

e be prepared, as requested by the secretariat, to occasionally provide expert
advice on relevant issues outside of Committee meetings;

e be prepared, as requested by the secretariat, to attend and contribute to the
deliberations of one or more of the panels or sub groups of the JCVI which report

to the main Committee.

In exercise of its duties, the Committee and its members, ensure that it continues to
observe the highest standards of propriety including impartiality, integrity and objectivity
in the execution of its role and responsibilities. Members are required to observe the
'Seven principles of public life' and the Code of practice as promulgated in the advice of

the Committee for Public standards, first chaired by Lord Nolan.



In addition, the Committee and its members follow government advice on declarations
of interests. Members are requested to declare an interest at meetings where they may

have a conflict of interest about an issue being considered.

Members must:

e undertake on appointment to comply at all times with the Committee’s Code of
practice

e actin good faith and in the best interests of the Committee;

e not use information gained in the course of their public service for personal
gain or for political purposes, nor seek to use the opportunity of public service
to promote their private interests or those of connected persons, firms,
businesses or other organisations;

e ensure that they comply with the Nolan Committee's rules on the acceptance of
gifts and hospitality.

2.2 Terms of appointment

Appointments to the Committee are the prerogative of the UK health ministers; they are
normally of four years duration. A second term can be served. Appointments may,
however, be terminated, without compensation, in the event of unsatisfactory
attendance at meetings or conduct that renders the member unfit to remain in office, or

at the discretion of the UK health ministers.

Appointments to the Committee are unsalaried and are not pensionable but members
are able to claim reimbursement for travel, subsistence and, if applicable, any childcare

costs that they may incur incidentally in carrying out the duties of the post.



3 Issues considered by the Committee

3.1 Hib immunisation
JCVI advice was sought on the small but consistent rise in cases of Haemophilus
influenzae type b (Hib) infections since 1998 after a six-year sustained and large

reduction.

Laboratory reports of Hib disease in England and Wales (1990 —2002).
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Background
Hib used to be an important cause of morbidity and mortality, especially in younger
children. Hib vaccine was introduced into the UK childhood immunisation programme in

1992, leading to a huge reduction in rates of disease.

The Committee recognised that the introduction of Hib vaccine had been a great
success in cutting the rates of disease in children. Rates fell by 98% following the

introduction of the Hib vaccine.

The Committee has carefully monitored the rate of Hib disease in the UK in recent
years. While the rate of Hib disease was very low from 1994 to 1998 following the
introduction of Hib vaccination, there had been a small but sustained increase in the

number of cases since 1998. The reason for the increase was unclear but seemed likely



to reflect a complex of factors, including a reduced Hib response in children receiving a

particular combination vaccine.

JCVI advice
Having considered all the evidence, the JCVI recommended that all children aged six
months to four years inclusive should be offered an additional dose of Hib vaccine. The

rationale was that:

e Children under 12 months of age used to be at greatest risk from Hib disease, and
cases still occur in this age group. An additional dose of Hib vaccine is expected to
boost the antibody levels in these children to ensure adequate protection during this

period;

e The Hib immunisation campaign in 1992—-3 demonstrated the significant and rapid
decline in rates of disease when all children under four were offered Hib vaccine;

e The carriage and therefore transmission of Hib in childhood from and within

immunised groups would be expected to fall.

In order to ensure that the rationale for the Committee’s advice was clear and widely
available, a JCVI statement on Hib was prepared and placed on the JCVI website. A

copy is attached in Annex 6

Further action

Following the advice from the Committee, the health departments implemented a
campaign to offer all children aged six months to four years an additional dose of Hib
vaccine (ref: 2002/CMO letters). The campaign started in May 2003 and ran for four

months.

The Committee also discussed the possibility of cases of Hib disease increasing again
some time in the future after the impact of the current campaign has passed. It was

agreed that they would need to consider whether a fourth dose of Hib vaccine needed
to be added to the routine childhood immunisation schedule. This could be done when

research on the impact of the current campaign had been collected and analysed.



3.2 Pneumococcal vaccine for older people
The Committee considered the evidence regarding the use of pneumococcal vaccine for

older people.

Background

Invasive pneumococcal disease (wild systemic bacteraemia and pneumomnia), is a
major cause of morbidity and mortality in the elderly. It is estimated that the disease is
responsible for 18,000 hospitalised cases of pneumococcal pneumonia infections and
3400 deaths in the over-65-year-old population every year. The Committee
acknowledged that the burden of disease due to pneumococcal infection is high. It also
recognised that the current measures of the rate of infection were likely to be

underestimates, because many pneumococcal infections are not routinely investigated.

A particular difficulty lies in determining the individual and relative value of vaccines
immunising against different numbers of disease serotypes, the likely variation in the
duration of protection with plain and conjugated vaccines, and the possibility that the
prevention of disease due to some serotypes would promote disease due to others.

Furthermore, these problems have to be set against the difficulty in being sure of the

actual burden of disease in the community associated with specific serotypes.

A pneumococcal polysaccharide vaccine is available and licensed in the UK for use in
adults. It is designed to protect against 23 of the strains of pneumococcal bacteria. It is
recommended for individuals in certain high risk groups (ref: CMO letter 2003/6). The
Committee reviewed the evidence of effectiveness of the pneumococcal polysaccharide
vaccine in the general elderly population. The scientific and medical literature on this
topic is varied, and there is considerable uncertainty surrounding estimates of likely
vaccine effectiveness in the community. The Committee concluded that the best
estimate was that the vaccine was 50-70% effective against bacteraemic disease in the

elderly, although there were wide confidence limits.

The duration of protection afforded by the polysaccharide vaccine was not known, and
might vary between the different serotypes against which the vaccine protects. There
was some evidence that the plain polysaccharide vaccine resulted in lower quality
antibodies being produced when compared to alternative conjugate vaccines. However,
it was recognised that the conjugate vaccines appeared to protect against

pneumococcal strains responsible for only about 50% of infections in the elderly.



JCVI advice

Members of JCVI were aware that the evidence was not as robust as they would have
wished. However, given the burden of disease, particularly in the over-65s, and the
safety of the vaccine, the Committee agreed by majority that the vaccination programme

should be extended to include all those aged 65 and over.

The Committee noted that an appropriate surveillance strategy to measure the impact of
a new immunisation programme in the elderly had been developed by the PHLS (now
the HPA).

Further action

The duration of protection afforded by the vaccine is not known with confidence, and the
Committee considered there was not enough information at present to give a definitive
answer regarding the need to give a further vaccination and at what interval. There is
some evidence to suggest that response to a second dose is reduced compared with
the first. Whether this is significant in terms of protection is not known. The Committee

would revisit this issue when further evidence became available.

3.3 Pneumococcal vaccine in children
The Committee also considered the evidence on the benefits of pneumococcal vaccine

in young children.

Background

Pneumococcal disease is a significant cause of illness in young children and can lead to
death. It can cause pneumonia, bacteraemia and meningitis. A pneumococcal
conjugate vaccine for infants is licensed in the UK. It protects against seven strains of

pneumococcal bacteria.

The Committee considered the evidence of the possible impact of offering the vaccine

to children, but found that the evidence contained significant uncertainties. In particular,
it was difficult to measure the burden of pneumococcal disease in young children. It was
also difficult to estimate with any degree of confidence how much of the disease caused

by pneumococci was preventable using the vaccine.



The lack of certainty in the data meant that the outcome of attempts to measure the
benefits of the vaccine, were considerably influenced by the assumptions within the
model. The Committee concluded that more detailed evidence was needed to gain a
better understanding of the potential impact of offering pneumococcal vaccine to
children, although it should continue to be available on the NHS to certain groups of

children with particular conditions, e.g. asplenics.

JCVI advice

The Committee concluded that good evidence of benefit in the community from the
pneumococcal vaccine conjugate was not yet available. The disease burden was
uncertain, the possibility of serotype replacement by non-vaccine strains was
unresolved, the need for repeated doses of vaccine disadvantageous and the cost high.

However, that conclusion could change if:

adequate protection could be achieved from fewer doses;

the burden of disease in the community from which protection could be obtained

was shown to be significantly higher than estimated;

the ‘herd immunity’ benefit effect, suggested by early data from the US, was

confirmed;

there was a significant protection against antibiotic-resistant strains, as well as

reducing antibiotic usage, and

the price of the vaccine was lower

The Committee also noted that serotype replacement in the community (in which the
strains of pneumococci that this vaccine protects against are replaced by other strains
which the vaccine does not protect against) would undermine the benefits of this
vaccine. If this replacement was shown to occur, then the reduction in the overall

burden of pneumococcal disease would not be as great.

Further action
The Committee agreed to keep this subject under close review as new evidence

becomes available.



3.4 Licensed single rubella vaccine
The Committee was asked for its advice on protecting women of childbearing age and
healthcare workers against rubella in view of the difficulties in sourcing supplies of

licensed single rubella vaccine.

Background

Rubella is usually a mild infection. However, it can have a devastating impact on the
unborn child if the mother catches the disease during the early part of the pregnancy.
Multiple birth defects are common: This is known as Congenital Rubella Syndrome
(CRS).

Rubella is controlled in the UK through:

o offering rubella vaccine (in the MMR vaccine) to young children. This reduces
the circulation of the disease and reduces the risk of children passing the disease to

their mothers and their mother’s contacts;

o offering single rubella vaccine to those health care workers who are not already
protected against the disease. This reduces the risk of rubella being caught by a

healthcare worker and passed on to others; and

o offering single rubella vaccine to unprotected women of childbearing age, in

order to protect those at most risk.

However, supplies of licensed single rubella vaccine were becoming difficult to source.
In light of this, advice was needed from the Committee on how unprotected women of
childbearing age and healthcare workers should be protected against rubella should

licensed single rubella vaccine no longer be available.

JCVI advice
The Committee concluded that:

¢ rubella infection in pregnant women, particularly at the beginning of pregnancy,

can have extremely serious consequences on the unborn child;



e the policy of offering MMR vaccine to children, and rubella vaccine to women of
childbearing age, has proved very effective in preventing the transmission of

rubella and reducing the incidence of CRS in the UK;

e this policy has also reduced the number of terminations of pregnancies
associated with rubella infection;

e the policy in the UK is consistent with the World Health Organization (WHO)

recommendation for the elimination of rubella and CRS;

e women of childbearing age who are unprotected against rubella continue to need

to be offered a rubella-containing vaccine, and

e MMR is an appropriate and safe alternative to single rubella to protect such
individuals, which can give additional benefit through simultaneous protection

against measles and mumps.

3.5 Meningococcal immunisation for people going abroad
Advice was sought from the Committee on the appropriate travel vaccine to protect

against meningococcal infection when abroad.

Background

The largest meningitis epidemics occur across a belt in Africa from Senegal to Ethiopia,
and have traditionally been caused by meningococcal A infection. However, accurate
determination of the strain of meningitis is challenging in parts of Africa. Currently, the
combined meningococcal polysaccharide A and C vaccine is the recommended vaccine

for travellers.

Meningitis outbreaks have been clearly documented following the annual pilgrimages to
Mecca (the Hajj). After a large outbreak of meningococcal A infection in 1977, Saudi
authorities required all pilgrims attending the Hajj to be immunised against at least

meningitis A.

An outbreak of meningitis W135 among pilgrims in 2000 resulted in cases in many

countries, including 45 cases and eight deaths in the UK. Since then, the Department of



Health recommends, and the Saudi authorities require, that all pilgrims receive the
quadravalent meningococcal ACWY vaccine. Outbreaks of W135 infections have been
reported in Burkina Faso in 2001 and 2002, and cases of W135 infection have been

reported to the WHO from Benin, Ghana, Mali, Niger and Nigeria.

JCVI advice
The Committee considered this evidence and recommended that people in the
recognised risk groups intending to visit high risk areas be offered the meningitis ACWY

vaccine, which gives protection against meningitis strains A, C, Wand Y.

The Committee was also asked to advise on whether meningococcal vaccine should

still be recommended to people travelling to Bhutan, Brazil, Mongolia and Nepal.

Background

The risk to travellers (apart from the pilgrimages) was considered very low, except for
certain travellers to the African meningitis endemic zones during the dry season (when
the risk is greatest), specifically those on longer trips and/or backpacking or working

with the local population.

There have been no recent outbreaks or documented cases in travellers to non-African
countries. Most European and the American and Canadian authorities have removed all
non-African countries from the list of countries where vaccination is recommended for

visitors. This change in advice has resulted in no increase in cases among travellers.

JCVI advice
In light of this evidence, the Committee recommended that Bhutan, Brazil, Mongolia and
Nepal should be removed from the list of countries for which meningitis vaccine is

recommended.

3.6 The use of palivizumab
The National Institute for Clinical Excellence (NICE) requested that JCVI consider use
of the monoclonal antibody, palivizumab, in protecting at-risk groups against

Respiratory Syncytial Virus (RSV).

Background



RSV is a leading cause of lower respiratory tract infections in infants and young
children. Most of these RSV infections cause minor upper respiratory illness. However,
in certain high-risk paediatric patients, RSV infection may cause serious lower

respiratory tract disease.

In order to make an overall impact on the rates of disease, a vaccine against RSV was

required. However, the Committee recognised that there was not one available.

Following advice from an expert consultation, the Committee considered that the at-risk

groups were:

Group 1.
Babies under two years of age with severe chronic lung disease, on home oxygen
during the RSV season (around 500 babies each year).

Group 2.
Babies under two years with chronic lung disease not on home oxygen (around 1000
babies a year, about a quarter of whom are likely to have been on oxygen in the last
6 months).

Group 3.
Babies with rare conditions such as severe multiple congenital abnormalities or
severe immuno-deficiency; this would include severe congenital cardiac disease.

Group 4.

Babies born at less than 32 weeks’ gestation.

While these were recognised as the at-risk groups, it was agreed that these groups

represented only a small proportion of the burden of RSV illness.

JCVI advice
Until an effective vaccine against RSV becomes available, the Committee

recommended that:

e palivizumab should be offered to babies in Group 1. These babies had a two-fold
risk of re-admission with RSV. Palivizumab was likely to reduce admissions by about
40%.



3.7

palivizumab was not used for babies in Group 2 because the treatment did not
appear to reduce the number of babies requiring ventilation or of deaths. The
recommendation was accompanied by recognition of the need for further evidence
upon which to reassess this issue. It was recognised that further data may be
produced by the five year follow-up study by Greenough following the retrospective

study of RSV hospitalisations in infants with chronic lung disease.

treatment for children in Group 3 with palivizumab should be recommended on a
case-by-case basis following advice from a specialist. It was recognised that Group
3 consisted of children with a variety of disorders, often multiple, including severe
congenital heart disease and severe immuno-deficiency. The small numbers meant
that evidence was unlikely to be obtained to underpin a recommendation. The
decision to offer palivizumab may depend on the likelihood of a child being admitted
to hospital during the RSV season because this was likely to increase their risk of

acquiring infection.

treating all Group 4 babies could not be recommended at this time, based on the

available evidence.

Core principles

The Committee considered the need to develop ‘Core principles’ in order to improve the

transparency of its decision-making process.

Background
The report by the MMR Expert Group to the Scottish Executive (ref) published in 2001,

included among its recommendations the following:

‘The Joint Committee on Vaccination and Immunisation should develop and publish

core principles for immunisation policy in order to provide all interested parties with a

clear framework against which future policy options might be assessed in an open and

transparent manner.’

JCVI advice



The Committee agreed that core principles could be a useful aid to transparency
regarding its working practices and its independence. Following a detailed discussion,

the following core principles for the Committee were agreed:

e the Committee is independent of UK government and the devolved

administrations.

o the Committee comprises members whose expertise and experience cover the

broad area covered by the terms of reference.

e the Committee aims to provide rigorous, evidence-based advice about matters
relating to communicable disease that are preventable or potentially preventable

through immunisation.

e the Committee provides, and regularly reviews, advice based on the most up-to-

date scientific and medical evidence about:

the diseases against which vaccines are targeted;

e the impact of those diseases in terms of mortality and morbidity for the

individual and for the population;

¢ the incidence of preventable and potentially preventable disease by

immunisation and prediction of future trends;

e the mode and frequency of carriage of the infection;

e the safety, quality and efficacy of vaccines, taking particular account of the

Committee on Safety of Medicines' responsibilities and advice;

¢ the impact that the vaccine will have on the individual, and

e the development of new vaccines; and new disease threats.

o the Committee provides advice that reflects current expert opinion.



o the Committee seeks advice and information from appropriate individuals and

bodies on issues outside its remit.

e the Committee is committed to the seven ‘Nolan’ principles of public life.

The Committee aimed to ensure that its information and advice are made public in a

clear, understandable manner.

3.8  Working practices

Background

In light of the general thrust towards greater openness and transparency in decision-
making and advice provided to government, the Committee reviewed its working
practices and procedures. The minutes of meetings are already placed on the JCVI

website.

JCVI advice
The Committee confirmed that:

it needed to maintain its horizon-scanning activities, particularly on new and
emerging diseases, including changing epidemiology; new vaccines in

development, and new approaches for stimulating immune responses.

e it should review the range of its balance and expertise annually. A template
giving the range of expertise currently covered by the Committee should be

published on the website.

e it would review its workload annually, and that a forward work plan would be
prepared on a regular basis. It was recognised that the reactive nature of much
of the Committee’s work meant that any forward planning would not necessarily

be comprehensive.

e new members of the Committee should meet with the Chair, in addition to the
Secretariat, before their first meeting. This would provide opportunity to discuss
fully what is expected as members of the Committee, and cover other relevant

issues such as the rules about conflicts of interest, advice on media issues, etc.



e the Chair would continue to represent the Committee to the media, although
there might be times when the chair called upon individual members to assist
with this task.

e members were free to discuss issues with the media on a personal basis.

e minutes would be agreed by correspondence and published on the website
within six weeks of the meeting where possible, and notes of JCVI sub-groups

and panel meetings should be provided on the website.

e an annual report on its activities would be published.

In addition, the Committee discussed the issue of openness. The Committee recognised
and accepted the benefits of openness. There would be great benefit if the Committee
could explain clearly for the public the basis of its decisions. However, there was also
concern that any moves to greater openness must not adversely affect the quality of the
decision-making of the Committee. In addition, it was recognised that much of the

information considered by the Committee was confidential.

JCVI advice
The Committee agreed that:

e it was in favour of being open about its work;

e agendas of meetings would be published;

¢ it would produce expanded minutes, appendices, and statements, where
appropriate, to help ensure that the basis of its scientific decision-making was made

clear. Much of this work was under way; and

e it would review its procedures regarding openness on an annual basis.



It was agreed that the following information would be maintained as confidential and

therefore would not be published:

¢ information whose disclosure could harm national security or defence;

¢ information relating to commercial confidences, trade secrets or intellectual
property — it is very unlikely that commercially sensitive information would be
made available to the Committee if it was going to be made public. However, it is
important for the Committee to have the option of seeing such information
because it allows the Committee to make decisions on the best evidence that it is

available to it.

¢ information that compromises the privacy of an individual or identifiable group —
the Committee recognises that the right to privacy of individuals or groups cannot

be compromised in the pursuit of openness;

¢ information supplied in confidence, and for which no consent for its disclosure
has been given. From time to time, the Committees seek advice and opinion
from experts not on the Committee. This is an important way in which the
Committee ensures that it has access to the most appropriate advice and
expertise. If that advice is given on a confidential basis, the Committee will

honour that request for confidentiality.

e pre-publication research results — scientific research papers must include original
research that has not been published elsewhere. If the Committee were to
publish pre-publication research results, the results would no longer be original
and hence not appropriate for publication in leading scientific journals. The
Committee therefore recognised that it should only use pre-publication research
results if they were not disclosed publicly, but recognised that the research would

be published at a later date.

The Committee discussed holding its meetings in public. The Committee concluded that
routine meetings of JCVI should not be open to the public. The Committee was
concerned that this would inhibit detailed and frank discussion and debate, and thereby

risk adversely affecting the quality of the advice put forward by the Committee to health



departments. The Committee did note, however, that the annual report could present

the opportunity for its work to be presented to the public.

39 MMR
JCVI regularly reviewed evidence purporting to link MMR and autism, and other

conditions.

The Committee is very aware of the continued high level of media interest in MMR and
the alleged link with autism. The Committee reviewed new scientific evidence on MMR
as it became available. A list of the papers considered by the Committee is attached in

Annex 1.

The Committee was reassured that a large body of high quality published evidence
continued to find no link between MMR and autism. The body of work finding no link
was substantial, came from many different scientific workers, and employed a variety of

robust methods.

3.10 Single vaccines
The Committee was updated on the importation of single mumps vaccine — Pavivac -
from the Czech Republic that was claimed to contain the Jeryl Lynn strain being used in

private clinics in the UK.

Background

Pavivac was claimed to be based on the Jeryl Lyn strain of mumps virus and was
unlicensed in the UK. It was grown in primary dog kidney cells and there appeared to
be limited data on safety and efficacy. It was also noted that the vaccine had unusual

storage requirements (between —20° and —10° C).

The Committee on Safety of Medicines had reviewed the data and remained concerned
about lack of evidence on the safety and efficacy of this vaccine, and it had advised that
this vaccine should not be imported into the UK. Similar safety concerns had been
expressed over a measles vaccine from the same source, though none of the measles

vaccine was thought to have been used in the UK.



JCVI advice
JCVI endorsed the concerns about the safety and efficacy of the vaccines used by

these clinics.

The Committee was updated on a recent concern raised by the Director of Public Health
for Hertfordshire, where a local private clinic had been providing single measles, mumps
and rubella vaccines. There were serious concerns about the procedures used by the
clinic for transporting vaccines; reconstituting the vaccine with the correct amount of
diluent; using bottles that had been repeatedly sterilised for vaccine storage; and using
disinfectant to treat bottle stoppers. These practices might have affected the safety and

the efficacy of the vaccines used.

The Committee also noted that the case had been taken to the General Medical Council
(GMC)

The Committee recommended that private vaccine clinics should be better controlled in
order to ensure the safety of patients, and requested that this recommendation be

bought to the attention of the National Care Standards Commission.

3.11 Thiomersal

The Committee was informed that the Committee on Safety of Medicines (CSM) had
recently considered further evidence that supports the safety of thiomersal (which
contains ethylmercury and not methylmercury ) in vaccines. A statement by the CSM
had been published and is available at

medicines.mhra.gov.uk/whatsnew/thiomersalstatement 210203.pdf.

There had been two recent independently-conducted UK epidemiological studies that
investigated the safety of thiomersal-containing vaccines for infants. These studies
showed no evidence of adverse developmental effects from levels of thiomersal at the
amounts used in existing UK vaccines, which are, in any case, low. A further study had
shown that ethylymercury is rapidly excreted from the body following administration of
thiomersal-containing vaccines, and provides good evidence that it does not accumulate

in the body.

A paper by Geier and Geier (Journal of American Physicians Surgeons (2003) 8:6-11)

was considered by the Committee. JCVI commissioned an independent review of this



paper from a group of scientists working in this area and their critique highlighted that it
was difficult to work out from the paper its general robustness, and specifically what
methods had been employed; what data was used; and what the results really meant.
The study relied on analysis of a US system through which parents and healthcare
workers can report adverse events, which they believe to be linked to a vaccine. These
adverse events were suspected rather than confirmed events. Overall, the paper was

considered to be of poor quality.

JCVI advice

JCVI concluded that it agrees with the CSM statement on the issue, which supported
unequivocally the safety of current UK vaccines containing mercurial preservatives. On
general principle, but not because of demonstrated risk, JCVI also supports the removal
of mercurial substances from vaccines when practicable, as a precautionary measure to

reduce the level of avoidable exposure of mercury.

3.12 Rabies
The Committee was updated about the first indigenous human case of rabies in the UK

for 100 years.

Background
A suspected case of rabies was admitted to Ninewells Hospital, Dundee in November
2002, and the clinical diagnosis was subsequently confirmed. The case occurred in

Tayside and unfortunately the patient died.

In the light of this incident, the Committee was asked to consider the advice in the
current edition of Immunisation against infectious disease 1996 (the ‘Green Book’) as it
applied to immunisation of the healthcare workers caring for the case. In particular, they
were asked to advise on the use of the intradermal route for pre- and post-exposure

prophylaxis.

The intradermal route in four sites was considered to be effective for routine pre-
exposure prophylaxis. Following a detailed discussion, the Committee agreed that the
advice for post-exposure treatment (paras 27.4.8 - 27.4.11) was very clear, and did not
require modification. Use of the intradermal schedule may result in a speedier response,
but there was no evidence of greater efficacy and there must be greater uncertainty

over the full dose being administered as the technique is more difficult.



JCVI advice

It was agreed that the wording in the current edition of the Green Book was appropriate
(see Chapter 27, paras 27.4.1 to 27.4.19), and needed no amendment. This advice
would be kept under review. The Committee recommended that all bat handlers,

whether volunteers or employed people received immunisation against rabies.

4. Issues brought to JCVI’'s attention for information

41 Vaccine uptake data

The Committee reviewed the latest childhood vaccine uptake data at each meeting.
Quarterly data on uptake collected through the COVER programme for England, Wales
and Northern Ireland for April to June 2002 to April to June 2003 were provided to JCVI

for information. In Scotland the equivalent information is collected through SIRS.



During the above period, the percentage of infants by 24 months of age completing their
primary courses of diphtheria, tetanus, pertussis, meningitis C and polio vaccinations

remained stable at around 92-94%.

The Committee noted a decline in MMR uptake at aged two years from 84 to 80%
during this period. However, it was encouraging that a figure of about 90% of children
aged five years having received at least one dose of MMR had remained stable during

this period, suggesting that parents were delaying rather than cancelling immunisation.

It was noted that the immunisation data for MMR at 24 months would have included
data collected during July 2001 to January 2002 during which time there had been

significant adverse publicity surrounding MMR.

The Committee had been, and remained, concerned at the low uptake of MMR,
particularly in London. The Committee continued to support unequivocally the value and
safety of MMR.

In general, immunisation rates in Northern Ireland and Scotland were consistently

higher than those in England and Wales, particularly for MMR.

It was noted that vaccination uptake rates in London were consistently lower for all

vaccines compared to other parts of the UK.

The Committee noted that the reorganisation of primary care services from health
authorities to primary care trusts in England was leading to short-term difficulty in
collecting reliable vaccination uptake data. PCTs were recognised as having a key role
in immunisation, but the Committee was concerned that childhood immunisation was
not covered in this year's PCT performance indicators. The Committee considered that
this omission was unfortunate as it sent out the wrong message regarding the

importance of childhood immunisation.
The Committee agreed that it was important to have clearly defined immunisation
targets, and supported strongly the inclusion of childhood immunisation targets in PCT

performance indicators.

4.2 Poliomyelitis elimination



The Committee was kept regularly updated on the global strategy to eradicate polio.
The European region of the World Health Organization (WHO) was certified polio-free
on 21 June 2002.

4.3 EMEA reviews hexavalent vaccines: Hexavac and Infanrix Hexa

The MHRA informed the Committee that the European Agency for the Evaluation of
Medicinal Products (EMEA) through its scientific Committee (Committee for Proprietary
Medicinal Products (CPMP)) had reviewed the safety of two vaccines, Hexavac and
Infanrix Hexa. This review followed five reports of unexplained deaths in children in
Germany and Austria occurring within 24 hours of receiving these vaccines. Neither of

these vaccines is used in the UK immunisation programme.

The overall conclusions were that, apart from the temporal association, there was no
evidence to link the vaccines to the events and possible alternative explanations
existed. Nonetheless, on the basis of the available evidence, a causal relationship could
not be established or excluded. CPMP concluded that there was no change in the
benefit/risk profile of these vaccines and did not recommend any change to their use.

JCVI endorsed this recommendation.

4.4 Influenza immunisation

The Committee was informed that the target coverage for flu vaccine in those aged
65 years and over had increased from 65 to 70% in the winter of 2002/03. A mean
uptake (median 70%) had been achieved, with 241 individual PCTs in England and
Wales exceeding the 70% target.

4.5 Mumps outbreak in Sheffield

Between 1 January 2003 and 28 April 2003 there had been 175 suspected and
confirmed cases of mumps in Sheffield. Over 100 cases were among students at the
University of Sheffield, with some cases also reported at Sheffield Hallam University.
The rate of complications and hospitalisation rate was about 10%, with three cases of
meningitis, two of pancreatitis, one of oophritis and pancreatitis, and one of orchitis. In
light of the large numbers of cases and the high rate of complications, the Committee
was informed that MMR had been offered to students aged 18 to 25 years old, as

people born before 1984 would not have been offered MMR previously.



The Committee noted that the 1996 edition of Immunisation against infectious disease’
(the Green Book) stated that students who have not received MR or MMR vaccine
should be offered MMR at or before entry to college or university, and noted that the
Department of Health had updated the advice in 2001 when advising immunisation co-
ordinators that students who had either received no or one dose of MMR should be
offered another dose of the vaccine. This outbreak of mumps demonstrates the

importance of this advice.
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they should declare an interest in the pharmaceutical products (or other) industries.
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between one company and another, for example where a company with which a



member is connected has an interest in another company of which the member is not

aware and could not reasonably be expected to be aware.

Personal interests
A personal interest involves payment to a member personally. The main examples are:
e consultancies - any consultancy, directorship, position in or work for the
industry which attracts regular or occasional payments in cash or kind.
o fee-paid work - any work commissioned by the industry for which the member
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Non-personal interests

A non-personal interest involves payment which benefits a department for which a
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examples are:

o fellowships - the holding of a fellowship endowed by the industry;
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industry which does not convey any pecuniary or material benefit to the
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example:
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staff who work in a unit for which the member is responsible.
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of the industry within departments for which they are responsible if they would not

normally expect to be informed.

Declaration of interests to the Department
Members of the Committee should inform the Department in writing when they are

appointed of their current personal and non-personal interests. Only the name of the



company and the nature of the interest are required; the amount of any salary, fee,
shareholding, grant, etc. need not be disclosed to the Department. An interest is current
if the member has an on-going financial involvement with the industry, for example if
they hold shares in a relevant company, if they have a consultancy contract with the
industry, or if they or the department for which they are responsible is in the process of
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less than £1000 from a particular company in the previous year need not be declared.)

Declaration of interests at meetings

Members are required to declare relevant interests at Committee meetings, and to state
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payment from the company concerned which does not relate specifically to

the matter or product under discussion.

The examples of ‘personal’, ‘non-personal’, and ‘current’ interests given in the previous
paragraph should be read in the context of paragraphs ‘Declaring interests at meetings’
(A-D). A member who is in any doubt as to whether they have an interest that should be
declared, or whether they should take part in the proceedings, should ask the chairman
for guidance. The secretary of state and/or the Committee has the power to determine

whether or not a member with an interest shall take part in the proceedings.



If a member is aware that a product under consideration is or may become a competitor
of a product manufactured, sold or supplied by a company in which the member has a
current personal interest, they should declare their interest in the company marketing

the rival product.

Declaring interests at meetings

Members are required to declare possible personal or non-personal interests, which
could result in conflicts as agenda item arise. In applying Committee guidance the
chairman is advised by the secretariat on proper procedure. The practice of the

Committee follows the Code of practice as generally applied.

A Non-personal interests where there is also no specific interest in the material or

product under consideration. Full participation on discussion is allowed.

B Non-personal interests with a specific interest in the material or products under
consideration. Generally members may take part in discussion but would not

participate in any decision.

C Personal interests but without a specific interest in the product or material under
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which may conflict with their responsibilities as a member. Such interests should be
declared in any particular matter to be considered by the JCVI and the member should
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guided by the secretariat, rules the interest does not preclude the member participating.
When a member refrains from participation in the consideration of any particular matter,
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particularly in regard to the work of the Committee. Members are free to maintain
associations with trade unions, co-operative societies, trade associations etc. to the

extent that such associations do not conflict directly with the interests of the Committee.



If members have any doubt about any of these matters, advice should be sought from

the secretariat.

Any legal proceedings initiated by a third party are likely to be brought against the
Committee as a whole, although in exceptional cases proceedings (civil or, in certain
cases, criminal) may be brought against the chairman or other individual Committee
members. The Committee as a whole or individual Committee members who have
acted honestly, reasonably, in good faith and without negligence will not have to meet
out of their own personal resources any personal civil liability which is incurred in
execution or purported execution of their responsibilities as a member of the
Committee. Committee members who misuse information gained by virtue of their
position may be liable for breach of confidence under common law or may commit a

criminal offence under insider dealing legislation.

The JCVI provides advice to the UK health ministers. Any legal challenge to any action
taken on the advice or recommendations of the Committee will be the responsibility of
the UK health ministers rather than the JCVI.

The membership of the JCVI is in the public domain. Members of JCVI are often
approached by members of the media for views, comments and statements on
particular matters of public health concern; they are sometimes asked to state the
Committee's views or recommendations on particular matters. Members are advised to

refer all such enquiries to the secretariat.
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Consultant to Centre for Applied Microbiology and |None. None None
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NON-PERSONAL INTERESTS:

Fellowships Industrial support |Other
None None

Professor Keith Cartwright
PROFESSION/TITLE:

MICROBIOLOGIST/BACTERIOLOGIST GROUP DIRECTOR, PUBLIC HEALTH LABORATORY

SERVICE, SOUTH WEST

PERSONAL INTERESTS:

Consultancies Fee-paid work Shareholdings |Other
Consultancy work for None. Celltech None

Wyeth Lederle

NON-PERSONAL INTERESTS:

Fellowships Industrial support Other

None. Vaccine trials including products of |Medical Consultancy to New Zealand

RIVM, Aventis Pasteur

Wyeth Lederle, Chiron, Baxter,

vaccine.
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Professor Jonathan Cohen
PROFESSION/TITLE:
DEAN, BRIGHTON & SUSSEX MEDICAL SCHOOL AND PROFESSOR OF INFECTIOUS DISEASES

PERSONAL INTERESTS:

Consultancies Fee-paid work Shareholdings Other

GlaxoSmithKline; Lilly; ICOS (Data Safety Cambridge Antibody Zen VC (Scientific
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member of the Scientific [share entitlement.
Advisory Board) Company involved in

NON-PERSONAL INTERESTS:

Fellowships Industrial support Other

None. Baxter None
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PROFESSION/TITLE:
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NON-PERSONAL INTERESTS:

Fellowships Industrial support Other
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PERSONAL INTERESTS:

Consultancies Fee-paid work Shareholdings | Other
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GlaxoSmithKline and Chairman, Aventis Pasteur

Wyeth Lederle Vaccines |pneumococcal protein vaccine
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NON-PERSONAL INTERESTS:

Fellowships Industrial support Other

None. Produced expert report on MMR up to March 2003 None

Chairman, Aventis Pasteur pneumococcal protein vaccine project
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Professor Paul Griffiths
PROFESSION/TITLE:

PROFESSOR OF VIROLOGY, ROYAL FREE AND UNIVERSITY COLLEGE MEDICAL SCHOOL

PERSONAL INTERESTS:

Consultancies Fee-paid work Shareholdings Other
Ad hoc consultancies for Bayer and Lilly. None. None None
Both concern the development of antiviral
drugs; neither concerns vaccines
NON-PERSONAL INTERESTS:
Fellowships Industrial Other
support
None. None Work in Professor Griffiths' Department has led to the

submission of a patent application in the name of the Medical

School concerning the possible prevention of cytomegalovirus

infection by means of vaccine.
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PROFESSION/TITLE:

PROFESSOR OF EPIDEMIOLOGY, LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE

PERSONAL INTERESTS:

Consultancies Fee-paid work Shareholdings Other

None. None. None None
NON-PERSONAL INTERESTS:

Fellowships Industrial support Other
None. 1998 SUPPORT FROM Merck Sharp & Dohme to fund research - follow |None
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PROFESSION/TITLE:
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PERSONAL INTERESTS: Baxter Fenwal: Occasional media traiining sessions outside Britain for the blood

products division of the company.
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NON-PERSONAL INTERESTS:

Fellowships Industrial support Other

None. None None




Professor Lewis Ritchie

PROFESSION/TITLE:

GENERAL PRACTITIONER.HEAD OF DEPARTMENT OF GENERAL PRACTICE AND PRIMARY
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None. None. None None

NON-PERSONAL INTERESTS:

Fellowships Industrial support Other
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Department of
Health grant to fund
epidemiological
study of children with
progressive
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neurological
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Consultancies Fee-paid work Shareholdings |Other

None None None None

NON-PERSONAL INTERESTS:
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DIRECTOR OF PUBLIC HEALTH LABORATORY SERVICE
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Professor George Griffin
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BTG Ltd Interleukin 1 Derived Peptides, Influenza Vaccines
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DIRECTOR OF COMMUNICABLE DISEASE SURVEILLANCE CENTRE

PERSONAL INTERESTS:

Consultancies Fee-paid work Shareholdings | Other

None. None. None None
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Annex 5

10. The seven principles of public life

Selflessness
Holders of public office should take decisions solely in terms of the public interest. They
should not do so in order to gain financial or other material benefits for themselves, their

family, or their friends.

Integrity
Holders of public office should not place themselves under any financial or other
obligation to outside individuals or organisations that might influence them in the

performance of their official duties.



Objectivity
In carrying out public business, including making public appointments, awarding
contracts, or recommending individuals for rewards and benefits, holders of public office

should make choices on merit.

Accountability
Holders of public office are accountable for their decisions and actions to the public and

must submit themselves to whatever scrutiny is appropriate to their office.

Openness
Holders of public office should be as open as possible about all the decisions and
actions that they take. They should give reasons for their decisions and restrict

information only when the wider public interest clearly demands.

Honesty
Holders of public office have a duty to declare any private interests relating to their
public duties and to take steps to resolve any conflicts arising in a way that protects the

public interest.
Leadership

Holders of public office should promote and support these principles by leadership and

example.

Annex 6

11. Statement from the expert group convened to discuss
Hib rates, September 2002

Having reviewed the evidence base on the increase in Hib infections and vaccine

failures, the expert group concluded that:

e the UK’s three-dose primary course without a booster still provides excellent control

of Hib incidence when compared with pre vaccine figures;



o efficacy of routine infant immunisation is less than that observed in the catch-up
campaign in older children;

¢ rates of invasive Hib infections (vaccine failures) have been increasing since 1998,
principally in those aged one to four years;

e there had been a further rise in Hib cases in 2001, including young infants. The age
at which Hib disease presents after vaccination has fallen progressively and
declined markedly in children born during 2000 and 2001;

e other countries do not appear to be affected by this sudden increase in Hib
incidence. Social trends such as changes in daycare for young children may play a
role in the UK;

¢ limited studies of carriage provide no evidence of a re-emergence of Hib carriage.
However, further studies will be necessary to investigate the source of Hib
transmission to children;

e an unpublished study suggests a five-fold increased risk of Hib disease in infants
immunised with three doses of one specific DTaP/Hib vaccine compared to those
who receive one or more doses of a DTwP/Hib combination;

e published evidence suggests that the Hib antibody is lower in those children
receiving the DTaP/Hib vaccine than in those receiving DTP/Hib. This effect is most
marked in accelerated schedules and is strongly related to the number of doses
received. The biological significance of this observation has not been clear, since
despite the lower primary responses, this vaccine has been shown to prime

adequately for memory.

The expert group advises JCVI that::

e DTP/Hib should be the recommended vaccine for use in the UK childhood
immunisation programme at present and this is the only vaccine being

issued;

e any remaining DTaP/Hib should be recalled from GPs; and

e children who have completed their primary immunisations with three

doses of Infanrix-Hib at least one month previously should be offered a

booster dose of single Hib vaccine as soon as possible. For practical



reasons, any children in the target age range where receipt of at least one
dose of DTP/Hib cannot be easily documented should be re-called and

offered a Hib booster.

18 October 2002

Annex 7

12. Glossary

Acellular vaccine
Without whole cells. An acellular vaccine contains only parts of
cells which can produce immunity in the person receiving the

vaccine (see DTaP).

Adverse reaction
The occurrence of an adverse event following exposure to treatment or vaccine. This

may be coincidental rather than causal.



Allergic reactions
A specific immunologically-based sensitivity to certain substances that can lead to

conditions such as asthma, eczema and hay fever

Anaphylaxis

An immediate and severe allergic reaction.

Antibodies
Proteins produced by the body which neutralise or destroy toxins and

disease-carrying organisms.

Antigen
A substance which, under appropriate conditions, triggers an

immune response. Vaccines are specially prepared antigens.

Bacteraemia

Where the bacteria have entered the bloodstream.

Bacterium/bacteria
Single cell micro-organisms. There are many different types or
strains of bacteria, some of which cause disease. Others are

essential for our bodies to work properly.

BCG
Stands for Bacillus Calmette-Guérin after the two scientists who

developed the vaccine that protects against TB.

Conjugate vaccine

These vaccines are made with part of the germ which is combined
(conjugated) with a protein (such as tetanus or diphtheria) which
makes it work better and gives better protection over a long period
of time. The conjugate vaccines in the childhood immunisation

schedule are Hib and MenC.

Contraindication

A reason why a vaccine or other substance should not be given.



Convulsions

Uncontrolled, irregular movements of the limbs and body caused

by rapid contractions and relaxations of the muscles, often

accompanied by unconsciousness and caused by abnormal electrical activity in the

brian.

Diphtheria
Diphtheria is a disease which usually begins with a sore throat and
which can quickly cause problems with breathing. It can damage the

heart and nervous system and, in severe cases, it can Kill.

DTaP/Hib

Combined vaccine that protects against four different diseases —
diphtheria, tetanus, pertussis (or whooping cough) and
Haemophilus influenzae type b (Hib). Contains acellular pertussis

vaccine.

dTaP/IPV and DTaP/IPV

Combined vaccines that protect against diphtheria, tetanus,
pertussis (whooping cough) and polio. Diphtheria vaccines are
produced in two strengths, abbreviated to ‘D’ for high strength

and ‘d’ for the low strength.

DTaP/IPV/Hib
Combined vaccine that protects against diphtheria, tetanus,
pertussis (whooping cough), polio and Haemophilus influenzae

type b (Hib) disease.

DTwP-Hib

Combined vaccine that protects against four different diseases —
diphtheria, tetanus, pertussis (or whooping cough) and
Haemophilus influenzae type b (Hib). Contains whole-cell pertussis

vaccine.



Efficacy

The measure of a vaccine’s effectiveness. It is measured by the
proportion of those who are immunised and who don’t get a
disease when exposed to it, or by the number of antibodies

produced by the immune system.

Encephalitis

Inflammation of the brain.

Encephalopathy

Any disease or disorder affecting the brain.

Endemic

A disease occurring in a place, region or population.

Febrile convulsion/seizure

Convulsion brought on by a high temperature or fever.

Genetic

Inherited from a parent.

Haemophilus influenzae

The bacterium that causes Hib disease. It occurs in two forms —

those with capsules (encapsulated) and those without (nonencapsulated).

Serious disease is usually caused by the encapsulated

organisms of which there are six types (a to f). Type b caused the

majority of Hib disease before the vaccine was introduced. Nonencapsulated

strains are associated mainly with ear and chest

infections.

Herd immunity
The protection conferred on individuals who have not been
immunised because sufficient numbers of the rest of the

population have been immunised.

Hib



Haemophilus influenzae type b — known as Hib - is an infection that can cause a
number of major illnesses such
as meningitis, blood poisoning and pneumonia. All of these

illnesses can Kkill if they are not treated quickly.

Invasive disease
Serious disease in which the bacteria have spread through the

body, because they have entered the bloodstream.

Immune response

The body’s response to an immunisation or infection.

Immunisation

The priming of the body’s immune system with a vaccine.

Immunodeficient

Lacking in complete immunity.

Immunogenicity

The ability to produce an immune response.
Immunoglobulins

Antibodies.

Immunosuppressive
Something that reduces the body’s ability to fight infection by

suppressing the immune system.

Measles
A disease typically of childhood caused by a very infectious virus that can lead to chest

infections, fits, brain damage and even death as well as skin rash.

MenC
Abbreviation referring to meningococcal C infection.

Meningitis

Meningitis is an inflammation of the lining of the brain. Hib can



be a cause of meningitis and can also cause septicaemia (blood
poisoning). Hib septicaemia differs from that caused by
meningococcal bacteria in that there is only very rarely an
accompanying rash. Babies and children under four years of age

are at most risk from Hib meningitis or septicaemia.

Mercury

A heavy fluid metal which, with its salts, has been used in medicine
for many years. Thiomersal, which contains ethyl mercury has been
used as a preservative in vaccines but is gradually being
discontinued even though there has been no evidence of adverse

effects from its use.

MMR

The combined vaccine that protects against measles, mumps and rubella.

Morbidity
The state of being diseased. A country’s morbidity ratio is the

proportion of diseased individuals to healthy ones.

Mortality
The death rate of a population or a group within it. Often

expressed as so many deaths per 100,000 of the population.

Mumps
A disease caused by a virus that causes painful, swollen glands in
the face, neck and jaw, fever and headache. It can lead to

deafness, meningitis and encephalitis.

Neomycin
A preservative used in vaccines to prevent them from being
contaminated. It might lead to an allergic reaction in some people

who have been vaccinated.

Neurological



Relating to or affecting the nervous system/nerves.

Neurological condition

A disorder of the nervous system.

Pertussis (whooping cough)

Whooping cough is a disease that can cause long bouts of
coughing and choking which can make it hard to breathe. It can
last for up to ten weeks. It is not usually serious in older children,

but it can be very serious in babies under one year of age.

Pneumonia

Inflammation of the lung.

Poliomyelitis/polio
A disease caused by a virus that attacks the nervous system leading

to paralysis of the muscles. If it affects the chest muscles it can Kkill.

Polysaccharide vaccine
Polysaccharide vaccines are manufactured from parts of the sugar (polysaccharide)

coat of bacterium, eg. Pneumococcus, Hib and meningococcus

Rubella
A mild disease, also known as German measles, caused by a virus.
If caught during pregnancy, it can affect unborn babies leading to

blindness and deafness.

Septic
Describing tissue destroyed by disease-causing bacteria or their

toxins.

Septicaemia

Septicaemia is a form of blood poisoning, which can be caused by
the same germs that cause meningitis. Septicaemia caused by Hib
differs from that caused by meningococcal bacteria in that there is

only very rarely an accompanying rash.



Strain

Different types of the same bacteria or viruses.

Surveillance
The routine monitoring of disease levels, and also of how many people are
being immunised against the disease and of the impact of

immunisation programmes.

Td/IPV
Tetanus, low dose diphtheria and inactivated polio vaccine. It is
given to young people aged 13 to 18 years to top up their levels of

protection against these diseases.

Thiomersal
An ethyl mercury-based preservative used in some vaccines. It is gradually
being phased out on the recommendation of several health

organisations.

Thrombocytopenia
A reduction in the number of platelets in the blood, tending to lead to

internal bleeding.

Toxin
A poison. Some diseases are caused by the toxins produced by

bacteria.

Toxoid
An inactivated bacterial toxin that stimulates an immune response

when used in a vaccine.
Tuberculosis
A serious disease mainly affecting the lungs which can also affect

the glands, brain and bones.

Vaccines



Vaccines are manufactured in different ways using part of the
germ or virus which causes the disease. Except very rarely (oral
polio vaccine only) they cannot cause the disease for which they

give protection.

Vaccine associated poliomyelitis paralysis (VAPP)

Extremely rare condition of paralysis caused by the oral polio vaccine.

Virus
An organism that needs to live inside a cell to grow and
reproduce. Viruses cause many types of disease, including the

common cold.

Whole-cell vaccine

A vaccine that is manufactured using the killed, whole cell of a
bacterium. The pertussis (whooping cough) part of the DTwP
vaccine uses killed, whole cells of the pertussis bacterium. It works
well for babies but it causes a higher rate of mild reactions in

older children (see DTwP).



