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tion against the same serogroups (A, C, Y,
and W-135) as the older polysaccharide
vaccine (Menomune). However, whereas
immunity from the polysaccharide vac-
cine wanes after about 3 to 5 years, the
newer vaccine is expected to provide
much longer immunity (though experi-
ence with the conjugate product has not
accumulated).

■ Who should receive 
the vaccine?

Until the cohort of current 11- to 12-year-
olds being vaccinated reaches high school
and college, the CDC recommends 
universal administration of the vaccine to
those entering high school and to college
freshmen living in dormitories. Those for
whom the vaccine is recommended who
have received the polysaccharide vaccine
more than 3 years previously should be
revaccinated with conjugate vaccine.

Meningococcal vaccine has also been
recommended for those in high-risk
groups: those with anatomical or function-
al asplenia, those with terminal comple-
ment component deficiency, laboratory and
research personnel with potential exposure
to meningococci, and travelers to areas
with endemic meningococcal disease.2

Meningococcal vaccine is also used in
the military and to control outbreaks,
defined as 3 or more cases resulting in a
case rate of 10/100,000 in a 3-month 
period. College freshmen who live in 
dormitories are at higher risk for meningo-
coccal infection and the recommendation
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T
he Centers for Disease Control and
Prevention (CDC) now recom-
mends that all adolescents aged 11

to 12 years receive a quadrivalent, conju-
gate meningococcal vaccine (MCV-4).
With time, universal administration of
meningococcal vaccine for this age group
will make moot the question of whether
entering college freshmen should receive
meningococcal vaccine. It should lead to a
marked reduction in a potentially cata-
strophic disease and contribute to the con-
tinued decline in morbidity and mortality
from bacterial meningitis in the United
States, which has largely been due to
advances in vaccine technology.

Some 1400 to 2800 cases of meningo-
coccal infection occur in the US each year.1

The infection has a 10% to 14% fatality
rate,1 and 11% to 19% of survivors are left
with serious sequelae such as hearing loss,
neurological problems, and mental deficits.

Risk of infection varies by age
(FIGURE). At highest risk are those under 1
year, with rates of between 5–15/100,000.

Five serogroups of the bacteria are
important causes of disease: A, B, C, Y,
and W-135.  In the US, most disease is
caused by groups B, C, and Y; about a
third by each.

■ New vaccine lasts longer
Fortunately, some meningococcal infec-
tions are vaccine-preventable. The new
quadrivalent conjugate vaccine
(Menactra) has been approved for per-
sons aged 11–55 years. It offers protec-
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has been to discuss the risks and benefits of
vaccine with those in this category.

Caveats

The new vaccine is contraindicated for
those with allergy to latex since that sub-
stance is used in the vial stopper. Adverse
reactions have been mild; redness, pain
and swelling at the injection site, headache,
and malaise. As with all new products,
physicians should be alert for previously
unreported adverse reactions and report
suspected reactions to the Vaccine Adverse
Event Reporting System (www.vaers.org/).

■ Unresolved issues
These new meningococcal vaccine recom-
mendations leave several issues to be
resolved with time.

Will there be enough vaccine? Since
new vaccine recommendations for vaccina-
tion take time to become universal in actu-
al practice,  it is expected that the supply of
the vaccine will keep up with demand.

What will be the fate of the old poly-

saccharide vaccine? The manufacturer
intends for the new conjugate vaccine to
replace the polysaccharide vaccine, espe-
cially if the license can be expanded to
include other age groups. Until that
occurs, the polysaccharide vaccine is the
only product available for those at risk
who are aged 2 to 10 years or aged more
than 55 years. 

Will a booster dose be needed? The
full duration of protection from the new
vaccine is not currently known but is
expected to be at least 10 years. This will
protect adolescents and young adults
through the highest-risk periods. Whether
a booster will eventually be recommended
will depend on information gathered in the
next several years.  

Will the license for the new vaccine be

extended to a larger age group? It is antic-
ipated that with time the license for the
conjugate vaccine will be expanded to
include other age groups, particularly chil-
dren under age 11.

Meningococcal vaccine ▲

It is unknown
whether close
contacts who
have already been
vaccinated will
benefit from
chemoprophylaxis
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Meningococcal disease rates by age and 
burden of disease (United States, 1992–2002)
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What about children under age 2?

There is currently no meningococcal vac-
cine proven effective for children in this
age group. More than 50% of invasive
meningococcal disease in this age group is
caused by serogroup B. Neither meningo-
coccal vaccine offers protection against
this serogroup. 

■ Chemoprophylaxis 
of contacts 

The universal use of conjugate meningo-
coccal vaccine should lead to a marked
decrease in the number of meningococcal
infections. However, physicians should
keep in mind that close contacts of patients
with meningococcal infections should be
given one of the antibiotic regimens
described in the TABLE within 24 hours of
confirming the disease. Close contacts
include household members, daycare cen-
ter cohorts, and those directly exposed to
the patients’ oral secretions through kiss-
ing, mouth-to-mouth resuscitation, and
intubations.

Patients treated for meningococcemia
with other than a third-generation
cephalosporin should also be treated with

one of the regimens in the TABLE since
other antibiotics have not been shown to
eradicate nasopharyngeal carriage.

An expected result of conjugate 
vaccine is to decrease the nasopharyngeal
carriage of Neisseria meningitidis. It is
unknown if close contacts who have been
vaccinated will benefit from chemo-
prophylaxis.
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More than half of
invasive 
meningococcal
disease in 
children under 2 
is caused by
serogroup B, for
which neither
vaccine offers
protection

T A B L E

DURATION/ROUTE 

DRUG AGE GROUP DOSAGE OF ADMINISTRATION*

Rifampin† Children <1 mo 5 mg/kg  every 12 h 2 days
Children ≥1 mo 10 mg/kg every 12 h 2 days
Adults 600 mg every 12 h 2 days

Ciprofloxacin§ Adults 500 mg Single dose

Ceftriaxone Children <15 yrs 125 mg Single intramuscular dose

Ceftriaxone Adults 250 mg Single intramuscular dose

*Oral administration unless indicated otherwise.
†Rifampin is not recommended for pregnant women because the drug is teratogenic in laboratory animals. 
Because the reliability of oral contraceptives may be affected by rifampin therapy, consideration should be given 
to using alternative contraceptive measures while rifampin is being administered.

§Ciprofloxacin is not generally recommended for persons aged <18 years or for pregnant and lactating women
because the drug causes cartilage damage for immature laboratory animals. However, ciprofloxacin can be used
for chemoprophylaxis of children when no acceptable alternative therapy is available.  

Schedule for administering chemoprophylaxis 
against meningococcal disease


