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Know the risk 
Younger adolescents are also at increased risk 
for meningococcal disease1

Recommend vaccination 
to reduce the risk 

● Menactra vaccine is highly immunogenic following a 
single 0.5mL intramuscular injection1,2

● Produces a strong booster response in adolescents 
previously vaccinated against meningococcal disease2

Protect them as if they were your own—
Talk with patients today about 
meningococcal disease and the 
benefits of vaccination 

Safety Information 
Menactra vaccine is indicated for active immunization against invasive meningococcal disease caused by N meningitidis
serogroups A, C, Y, and W-135 in persons 11 through 55 years of age. Menactra vaccine will not stimulate protection against
infection caused by N meningitidis other than serogroups A, C, Y, and W-135. As with any vaccine, vaccination with 
Menactra vaccine may not protect 100% of individuals.
There are risks associated with all vaccines. The most common adverse reactions to Menactra vaccine include pain,
redness, and induration at the site of injection, headache, fatigue, and malaise. Menactra vaccine is contraindicated in 
persons with known hypersensitivity to any component of the vaccine or to latex,which is used in the vial stopper.Guillain-
Barré Syndrome (GBS) has been reported in temporal relationship following administration of Menactra vaccine. Persons
previously diagnosed with GBS should not receive Menactra vaccine. Because any intramuscular injection can cause injec-
tion site hematoma, Menactra vaccine should not be given to persons with any bleeding disorder, such as hemophilia or
thrombocytopenia, or to persons on anticoagulant therapy unless the potential benefits clearly outweigh the risk of
administration. If the decision is made to administer Menactra vaccine to such persons, it should be given with caution,
with steps taken to avoid the risk of hematoma formation following injection. Before administering Menactra vaccine,
please see brief summary of full Prescribing Information on adjacent page.
References: 1. Sanofi Pasteur Inc. Data on file (Study MTA02). September 2003. MKT9271-1. 2. Keyserling H, Papa T, Koranyi K, et al. Safety, immunogenicity, and immune memory of
a novel meningococcal (groups A, C, Y, and W-135) polysaccharide diphtheria toxoid conjugate vaccine (MCV-4) in healthy adolescents. Arch Pediatr Adolesc Med. 2005;159: 907-913.
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Local Prevalence Is Key for Rapid Flu Test Use
B Y  PAT R I C E  W E N D L I N G

Chicago Bureau

Rapid influenza antigen detection
tests are helpful during the peak of
an epidemic but are of limited use

when prevalence is less than 10%, Dr.
Carlos G. Grijalva and associates reported.

“Unfortunately, the prevalence of in-
fluenza among children presenting with
fever or respiratory symptoms is usually
not known at the time of testing; therefore
it is often difficult to derive appropriate in-
terpretations of rapid-test results,” the au-
thors wrote (Pediatrics 2007;119:6-11).

Using data collected by the New Vaccine
Surveillance Network in three U.S. counties
over 4 consecutive years, the investigators
compared provider-ordered rapid influen-
za test results with viral culture and reverse-
transcription polymerase chain reaction
(RT-PCR) results obtained from children
older than 5 years who were hospitalized
with respiratory symptoms or fever from

October 2000
through Sep-
tember 2004.
Outpatient sur-
veillance data,
also collected by
the network,
was used to es-
timate the
weekly preva-
lence of in-
fluenza.

Several types
of rapid in-
fluenza tests,
with relatively

similar reported sensitivities and speci-
ficities, were used, including Directigen
A+B, Directigen A, Quick Vue A/B, and
NOW Flu A/B.

Overall, 2,797 children were hospital-
ized during the 4 consecutive years of in-
patient surveillance, and influenza infec-
tion was confirmed in 160 (6%). Only 270
of the 2,797 (10%) children had a rapid flu
test ordered by the treating physician.

Of 41 children with influenza detected
by standard methods, 26 were influenza-
positive by a rapid test (sensitivity 63%).
Among 229 children who tested negative
for influenza by standard methods, 223
had a negative rapid-test result (specifici-
ty 97%), Dr. Grijalva of the Department
of Preventive Medicine, Vanderbilt Uni-
versity School of Medicine, Nashville,
Tenn., reported.

Then the investigators used the sensi-
tivity and specificity of rapid tests from the
inpatient surveillance and the weekly
prevalence of influenza in outpatient set-
tings to determine times when the rapid
tests were most predictive of influenza.

During the 2002-2003 flu season, the
weekly prevalence of influenza virus in-
fection peaked at 21% (range 0%-21%) in
the 767 children tested in the outpatient
setting. In contrast, the weekly prevalence
of influenza peaked at about 60% and re-
mained above 30% for 5 consecutive
weeks among 975 children tested during
the 2003-2004 flu season.

At the beginning of the mild 2002-2003
season, when the prevalence of influenza

was 5%, the predictive value of the rapid
tests was about 50%, meaning that a pos-
itive result was equally likely to represent
a true influenza infection or a false-posi-
tive result. But, a negative rapid-test result
represented a true negative about 98% of
the time.

At the peak prevalence of 21%, the pos-
itive predictive value (PPV) was 85%.
Throughout the entire season, the PPV of
the rapid tests was 70% or greater for only
4 weeks, the authors wrote.

During the moderately severe 2003-2004
season, nearly 97% of positive rapid tests
were true positives. In contrast, about
37% of children with a negative rapid-test
result were false negatives. During the 7
weeks when the influenza prevalence was
15% or more, the PPV of the rapid tests
was 80% or higher.

“As our study shows, the knowledge of
influenza circulation in the community is
fundamental for the interpretation of rapid
influenza test results,” wrote the authors,

whose work was funded by a Centers for
Disease Control and Prevention New Vac-
cine Surveillance Network cooperative
agreement. Co-author Dr Katherine A.
Poehling of the Department of Pediatrics,
Vanderbilt University School of Medicine,
received support from the Robert Wood
Johnson Foundation Generalist Physician
Faculty Scholar Program and from a K23
grant from the National Institutes of
Health and the National Institute of Al-
lergy and Infectious Diseases. ■

When influenza
prevalence was
5%, the positive
predictive value
of the rapid tests
was about 50%;
at the peak
prevalence of
21%, the PPV
was 85%.


