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Vaccinology is a growing and expand-
ing field. Increasing antimicrobial re-
sistance and an enlarged perception of
the needs of the world’s children are
some of the factors encouraging ex-
pansion of the world’s vaccine capac-
ity. In New Zealand as in many other
places an inefficient delivery system
limits access to vaccines already avail-
able. Expanding the access of both de-
veloped and developing countries to
important new vaccines such as the
more expensive pneumococcal and
Haemophilus conjugate vaccines re-
quires innovative thinking. Currently
the former vaccine is only licensed and
funded in the childhood schedule in
the US and very soon to be imple-
mented in Australia and Canada (though
earlier it was funded for very high risk
children). The overwhelming burden
of pneumococcal disease and espe-
cially meningitis and pneumonia is
carried by the developing world.

Some new developments, contro-
versies, successes and failures are
outlined below:

New Zealand’s Strain Specific
Meningococcal B Epidemic:
As a vaccine was commercially una-
vailable, a unique public-private part-
nership (industry and government)

and a consortium between the Minis-
try of Health, Chiron Vaccines and the
University of Auckland have led to
the production, trialling and deliv-
ery of vaccine to control this out-
break. The reader is referred to the
New Zealand Ministry of Health
website and two articles in press in
the NZ Medical Journal1,2 outlining
the project in detail. At the time of
writing the licensure of the vaccine
by Medsafe was pending. Immuno-
genicity trials in the age groups to
be immunised (six months to 19
years of age) have shown the vaccine
to be safe and capable of inducing an
immune response. Eighty per cent of
the disease burden is carried by un-
der twenty year olds and fifty per cent
by under five year olds with an ex-
cess burden of disease carried by
young Maori and
Pacific children
though all children
are at increased risk.
The vaccine is un-
likely to have a herd
immunity effect and
therefore protection
relies on individual
immunisation with
the three recom-
mended doses. Trials
in very young in-
fants six to 10 weeks of age in con-
junction with routine vaccines have
yet to be completed. Delivery of vac-
cine will occur region by region, com-
mencing in Counties Manukau DHB
(and adjacent so-called ‘Eastern Cor-
ridor’ of Auckland DHB) in late July.
Primary care will administer vaccine
to children less than five years of age.

Pneumococcal Conjugate
Vaccines
A pivotal randomised controlled effi-
cacy trial in Northern California3 led
to the licensure of this vaccine and
the availability in the US childhood
schedule. General introduction has had
a dramatic effect on invasive pneumo-
coccal disease not only in the vacci-
nated age group but also in adult age
groups presumably through its effect
on throat carriage. The effect has been
sustained despite supply issues lead-
ing to children receiving fewer doses
than the recommended schedule (a
priming series of three doses followed
by a booster). The latter has implica-
tions for the design of the priming
schedule and the need for a booster
for other countries. In addition, evi-
dence is accruing for the use of the 23

valent polysaccha-
ride booster4 which is
considerably cheaper
to enhance the cov-
erage of this vaccine.
The seven valent vac-
cine would cover
about seventy per
cent of invasive
pneumococcal dis-
ease in under two
year olds in New Zea-
land.5 Enhanced sur-

veillance of pneumococcal meningi-
tis in under two year olds in New Zea-
land is underway to further support
the case for the introduction of this
vaccine in the near future. From ESR
national passive isolate referral, men-
ingitis in under two year olds at 13.5
per 100 000 (1996–1999) is similar to
Australia and the US. However the
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With many studies
demonstrating pertussis
to be a common cause of
protracted cough illness

in adolescents and adults,
the need for ongoing

boosters into adult life is
under active discussion,
especially for those in
contact with babies

culture-positive meningitis rates in
Auckland (2000–2001) in a similar age
group were 30 per 100 000 suggest-
ing under referral for at least north-
ern New Zealand. Vaccination of high
risk children with known immune com-
promising conditions e.g. haemato-
logic conditions, asplenia etc. should
be strongly considered, using the con-
jugate vaccine for priming and the
polysaccharide vaccine to increase
coverage in the meantime, through hos-
pitals. An economic analysis to sup-
port vaccine introduction into the
universal childhood schedule will in-
form further decision making. The vac-
cine has been recommended for the
schedule for 2006 by the Immunisa-
tion Technical Working Group (Min-
istry of Health).

Meningococcal Disease Group C
The total population rate of group C
disease is currently approximately 2.5
per 100 000. This has fluctuated over
the last ten years. It is difficult at
present to justify universal childhood
vaccination against Group C disease
given the substantially higher burden
of Group B disease. However the inci-
dence of Group C disease must be kept
under surveillance as our rates of dis-
ease are similar to those at which other
countries have chosen to introduce
universal childhood vaccination pro-
grammes (e.g. Australia, UK). Review
of the literature reveals an increased
risk for adolescents first entering hos-
tel accommodation e.g. first year uni-
versity students.6,7 For this group pro-
phylactic use of the quadrivalent
polysaccharide meningococcal vaccine
could be considered. Offering the
Group C conjugate vaccine has obvi-
ous advantages with longer term pro-
tection assured though it is currently
not funded for this purpose. Outbreak
control with vaccination as in the high
school outbreak in Otago in 2002 is
an important public health measure.

Varicella Vaccination
The introduction of this vaccine into
the New Zealand childhood schedule
is on hold for two reasons. Introduc-

tion of this vaccine has slipped down
the list of priorities in the face of dis-
cussions as above. In addition, from
economic analyses carried out else-
where, the morbidity and mortality
caused by this dis-
ease does not place
this vaccine high
up in priorities.
Time off work for
parents was an im-
portant factor in an
economic analysis
in the US. In eco-
nomic analyses with
currently funded
vaccines, the more
severe mortality
and morbidity of
diseases associated
with meningitis are
important factors with their added
burden of cost. However given the
importance of chicken pox exposure
for the immune compromised, ‘ring
fence’ vaccination of close contacts
is an important consideration. New
Zealand is likely to seriously consider
introducing this vaccine once the
combination vaccine MMRV becomes
available. This is proving a technical
challenge but looks likely in the near
future. Vaccination of health care
workers not already immune to vari-
cella is also an important considera-
tion. The overall goal of varicella
vaccination is to prevent severe ill-
ness and death resulting from vari-
cella. The effect that this vaccine may
have on the incidence of herpes zoster
is poorly understood. Because Vari-
cella Zoster Virus (VZV) is able to
establish latency and because break-
through varicella occurs it is not ex-
pected that a universal immunisation
programme with a live attenuated
VZV vaccine will completely elimi-
nate circulation of the virus.

Rubella Vaccine
A recent outbreak in the Pacific, well
documented in Samoa, has high-
lighted that our near neighbours, fol-
lowing the Extended Programme of
Immunisation (EPI) schedule, as ad-

vised and subsidised by the World
Health Organization, do not offer ru-
bella vaccine routinely. Thus, in a
highly vaccinated population such
as Samoa, a rash illness such as ru-

bella with similari-
ties to measles is
likely to be no-
ticed. In this out-
break a number of
severe cases of en-
cephalopathy oc-
curred and there
were calls to in-
crease the vacci-
nation programme
to include rubella.
MMR vaccine is
considerably more
expensive than
measles alone and

is currently not recommended in
most developing countries. The situ-
ation is being reviewed.

Haemophilus Influenzae Type b
Vaccination
The control of Hib invasive disease
in New Zealand is a vaccine triumph.
Introduction of vaccine in 1994 has
led to more than ninety per cent
elimination of disease making, for
practitioners and hospitals alike, the
care of Haemophilus meningitis or
epiglottitis an extremely rare event.
Fine tuning of the vaccination pro-
gramme was precipitated by a sup-
ply crisis of Tetrammune (DTP-H), the
combination vaccine which included
DTPw (whole cell pertussis) and the
Haemophilus vaccine PRP-HbOC. A
student project revealed that cases
were persisting in under six month
olds who had not yet received their
three dose priming schedule.9 It was
therefore elected to switch to a vac-
cine combination including PRP-
OMP which provides protective an-
tibody levels following the first dose
of vaccine.8 This has had the desired
effect with a reduction of cases in
children under six months of age.
Disease has not yet been completely
eliminated although this seems pos-
sible particularly with improved im-
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“When Ivan Illich wrote Limits to Medicine in 1976 he called for a shift away from a focus on disease, and Thomas

McKeown reinforced this call. Nearly 20 years later the limits to health promotion are being defined by those who see

the hollow rhetoric of an approach that focuses too much on the individual and too little on the context. People need

individual care when they are frightened or ill; they will often support sensible legislation for environmental improve-

ment; but their willingness to change cultural and social habits comes in small steps in response to external opportu-

nities for change. The challenge to the government and health professionals is how to meet the need at the time it arises

and also create the practical opportunities for change while becoming more skilful and less impatient about people’s

inner readiness to change.”

Stott NCH, Kinnersley P, Rollnick S. The limits to health promotion. BMJ 1994; 309:971–972.

munisation coverage as expected
with the National Immunisation Reg-
ister. The herd immunity effect with
a reduction in throat carriage by the
Haemophilus conjugate vaccine is
presumed to be an important factor
in reducing disease with routine vac-
cine coverage currently known to be
poor in high risk areas.

Pertussis Immunisation
On time and improved coverage, par-
ticularly in the first year of life, re-
mains an issue.10 Pertussis deaths and
intensive care admissions continue to

occur in small babies. The introduc-
tion of acellular pertussis vaccines has
improved acceptability. With many
studies demonstrating pertussis to be
a common cause of protracted cough
illness in adolescents and adults, the
need for ongoing boosters into adult
life is under active discussion, espe-
cially for those in contact with ba-
bies.11 Numerous acellular pertussis
vaccines have been evaluated in adults.

Miscellany
The reader is directed to the WHO
website cited12 for up-to-date infor-

mation of interest from the recent
Global Vaccine Research Forum in
Montreux, Switzerland in June 2004.
Topical vaccines and diseases dis-
cussed were HIV/AIDS, Asian influ-
enza, rotavirus, a staphylococcal vac-
cine for nosocomial infections,
SARS, new tuberculosis vaccines,
the New Zealand group B vaccine
initiative and others of interest. The
effect of universal childhood vacci-
nation in the USA with pneumococ-
cal conjugate vaccine on disease in
adults is of particular potential in-
terest for this country.
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