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o Subsequent additions and modifications to the meningococcal o Age-specific carriage prevalence for serogroups B and C was derived from Trotter et al, 2002 and 20065
vaccination programmes in the UK have been made in response to o Carriage-to-incidence ratio from these studies was applied to UK-specific incidence data to obtain carriage
evolving knowledge of vaccine effectiveness and disease pre\{alence for serogroups B and C
epidemiology such that vaccines against all 5 meningococcal o Carriage for other serogroups was assumed to be same as for serogroup C.
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SU Vaccination Scenarios
Base Case Results e Current UK recommended vaccination schedule and four alternative hypothetical scenarios were evaluated by
e Based on current UK disease epidemiology and vaccination program, varying vaccine administered and administration age (Table 4)
the model estimated that 16,498 IMD cases and 1,135 deaths would e Alternative meningococcal epidemiology was considered for scenario analysis with the same vaccine inputs
occur over 30 years ® School-based immunization uptake in 14-year-olds for the MenACWY vaccine was 77.2%-84.1% through August
o Adding MenB routine adolescent vaccination program with 80% 2016;7 at age 17, it is assumed that vaccine uptake would be somewhat lower?
uptake alongside the existing MenACWY at age 14 could prevent an o Apublished cost-effectiveness analysis assumed uptake of approximately 95% for infant MenB vaccination®
additional 2,367 cases and 84 deaths (Figure 3) ® Base case inputs for vaccine administration were used for scenario analysis of alternate epidemiology
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uptake hypothetical scenarios evaluated in the model
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o Determining vaccination policies and recommendations for meningococcal disease prevention can be a dynamic and
Alternative Epidemiology Scenario Analysis Results complex decision process
® Scenario ordering in terms of cases or deaths avoided did not change o Inthe UK setting, implementation of a routine adolescent MenB vaccination program in either younger or older
with use of either historical high or historical average incidence rates adolescents could improve disease prevention and have a substantial public health impact
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