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INTRODUCTION

METHODS

Neisseria meningitidis capsular group B (Men B) is currently the most frequent
causative organism for meningococcal disease in the UK. The first vaccine against
Men B was licensed in early 2013. The Joint Committee on Vaccine and
Immunisation (JCVI) concluded that the vaccine “is highly unlikely to be cost effective
at any vaccine price based on the accepted threshold for cost effectiveness used in
the UK and could not be recommended”. JCVI also concluded that uncertainty
around cost effectiveness and efficacy could be reduced through further studies 1.

Inclusion criteria were patients aged 15 or under in England who had Men B disease
diagnoses between 1st November 2012 and 31st May 2013 who survived the illness,
and for whom sufficient demographic details had been captured. The GPs of these
patients were contacted to confirm patient details and diagnosis. The parent/guardian
of the children were then contacted with a letter explaining the project and a request
to complete a questionnaire.

Previous work has examined the longer-term quality of life (QoL) impact of Men B
disease. One third of children surviving group B meningococcal disease have one or
more deficits in physical, cognitive or psychological functioning, with one in ten
developing a major disabling defect2.
The key objective of this project was to identify the short term impact of Men B
disease in children in the months following diagnosis using the EQ-5D tool. The EQ5D consists two parts: five questions on different aspects of quality of life, the
answers to which are converted to a health profile using a pre-determined values set,
and a visual analogue scale (VAS), where respondents are asked to mark perceived
health state on a scale from 0 to 100, with 100 representing best possible health3,4.

The questionnaire contained questions on clinical course, pre-existing and
subsequent conditions, and use of health services, as well as the standardised EQ5D for younger people (EQ-5D-Y).
Participants were asked to complete two copies of the EQ-5D-Y on behalf of the
case: one relating to the health state today, and one thinking back to the health state
on the worst day of illness.
The study was conducted as part of Public Health England’s responsibilities for ongoing surveillance and control of communicable disease.

RESULTS
 A total 254 cases met inclusion criteria, with 109 cases responding (response rate
43%). There was no significant difference in response rate gender (p= 0.6) or age
(p=0.85).
 There was a good response rate for the visual analogue scale (97% for worst day,
99% for date of completion of questionnaire).
 Only 62/109 (57.8%) completed all five EQ-5D questions, with a better completion
rate amongst older children, to whom the questions are more applicable.
 The median length of hospital stay was 6 nights (interquartile range [IQR] 4 -6
nights). 48% (53/109) were admitted to intensive care or paediatric intensive care
unit (ICU/PICU). The median length of stay in ICU/PICU was 3 nights (IQR 2-6
nights).

 18% (20/109) were admitted with septicaemia, 8% with meningitis (9/109) and
73% reported both.
 87% (52/60) of cases who attend school or nursery required time off, with a
median time off of 7 days (IQR 3-14 days).
 37% (40/109) respondents stated that the child had developed one or more
complications following the illness. 22 cases had new hearing loss, or were
being tested for hearing loss. Other conditions include seizures (10 cases),
concentration or memory problems (6 cases) and amputations (3 cases).
 The reported health status, as measured by the VAS, on the date the child was
most unwell had a median value of 6.5 (IQR 0-20). On the date of completing the
questionnaire the VAS had a median value of 95 (IQR 90-100).
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Figure 1. Number of cases for whom responses were received compared to
number invited, by age group.

DISCUSSION

Figure 2. Boxplot of health status as measured by VAS, by time since onset.
Black horizontal bar represents median, solid horizontal lines mark upper and lower quartiles, dashed horizontal
lines mark last data point within 1.5 x IQR of upper or lower quartile, dots represent data points outside this
range

CONCLUSIONS

These preliminary results help demonstrate the impact
that Men B has on children. The VAS results represent
perceived health state at a specific time point. Further
analysis will allow estimate of quality of life lost during the
period of illness. This analysis will also asses if there is a
relationship between quality of life loss and indicators of
severity, such as PICU admission or length of stay.

 Meningococcal group B disease causes a large
decrease in quality of life in the first few days of
the acute illness.

Given that 98% of cases are hospitalized and 48% are
admitted to an intensive care facility, there is a substantial
resource burden for the health service, though further
work is needed to quantify that burden.

 Further analysis of these data will quantify the
changes in quality of life associated with Men B
disease following the acute illness.

There are challenges in the use of the EQ-5D instrument
in this age group. Even though EQ-5D-Y is specifically
adapted for children aged 7 to 12, many cases were
younger than this. Some questions are difficult to answer
appropriately for the youngest cases, which may help
explain the poor completion rate for these questions

 Although the health state, as measured using the
VAS, is greatly improved by the date the
questionnaire is completed, there appears to be a
residual reduction in health status in some cases.

 This study will add to the evidence available to
policy-markers and commissioners when
discussing possible strategies for control of
meningococcal group B disease.
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