Meningitis Information

By Hilary Butler;  8 July 2004
It was with astonishment this morning that I listened to the Minister of Health, Annette King. Here was I thinking this woman had some medical background, so at least would have a good comprehension of knowing correct facts.
Wrong.
She had the audacity to state, and I recorded it, that every year we have thousands of cases, and 200 deaths from meningitis. These figures are incorrect. Between 1991, and November 2002, there were 4,607 cases, with nearly 200 deaths. 2001 was the worst year with 650 cases, and 26 deaths. 11 Now, there have been 220 deaths. 
So on a population-wide basis, you have about a 0.009% chance of getting meningitis in a give year. And of those 4% might die.
Put another way, 99.991% of people won’t get meningitis in a given year.
Annette King went on to say that if “we” spent our time looking at predisposing factors we’d be waiting forever. Amazing. But not surprising. It seems that once anyone becomes Minister of Health, they actually lose touch with reality. 
Even more, the doctors who treat meningitis also lose touch with reality. They consider the vaccine the only option, and only choice.
Sure, it is devastating to watch babies and children be sick and die from meningitis. 
But that is no excuse to then use that to tell everyone that they should vaccinate their children with a new Meningococcal B vaccine, for a strain that only New Zealand has, because it’s the best (and inferring “the only”) thing to do, and that if they don’t they will be next. Because that is why most parents vaccinate their children. They are scared into doing it.
What parents need is good information, on which to make informed choice. 
What should I, as a parent know, about meningitis?
Plenty. 
What am I being told? Nothing.
So here are some things to think about:
How many people carry the meningitis bacteria at any one time?
“the germ which caused potentially fatal meningococcal disease was carried in the throats of about 30 percent of people at any one time, but did not make most of them ill.” 4
Or, maybe not.
“Scientists may be severely underestimating the proportion of the population which carries the N meningitides bacterium in their noses and throats.
The swabs found evidence of the bacterium in 10% of the samples - the more accurate (tonsil) test found it in 45%.
This means that more than four times as many people may be carrying the bug as previously thought.” 5
More facts on the same.
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=137398
Rates of carriage are estimated to be 10% in the general population when cultured by nasopharyngeal swabbing, and up to 45% when cultured from tonsillar tissue [2]. In contrast, typical annual incidences of meningococcal disease are 5.9 per 100,000 in Ireland, 3.5 per 100,000 in The Netherlands and 0.9–1.5 per 100,000 population in the United States [1,3,4]. Thus, despite a high carriage rate, progression to invasive disease occurs rarely. The clinical picture of patients with meningococcal infections admitted to the hospital varies from mild bacteraemia or chronic meningococcemia to a lethal septic shock syndrome. This raises two questions: Why do some patients die within hours despite intensive treatment? Why is meningococcal bacteraemia in other patients a self-limiting disorder? We propose that this can be explained by variability in host genetic factors. Convincing evidence for the importance of the genetic background in relation to susceptibility to infectious disease was provided by Sørensen et al. [5]. They showed that adult adoptees, of whom a biological parent had died from an infection before the age of 50, had a fivefold higher risk of dying from an infectious cause than control subjects. In general, host genetic factors include gene mutations, resulting in an absent or deficient protein, which predisposes for disease.
Given that the medical literature says that we may be the circulating bacteria several times a year, what are the implications of this? It means that in a city the size of Auckland, all of us, at least once a year, carry this bacteria. And how many of us will get sick? Not… very… many.
According to the medical statistics, which mostly come from years ago, before vaccines were so well marketed, here are the statistics:
“Hedrich has estimated that meningococcal infection during epidemics may be as prevalent as the common cold, but that only one in every 1,000 infections culminates in disease. Niklasson, has calculated that only one of every 5,000 carriers will develop disease.” 6
However, Dr Diana Martin gives these stats:
“Throughout the world the meningococcus causes disease at rates of less than three per 100,000 in industrialised countries and we used to be like that too. Prior to 1991 we had a rate of 1.5 per 100,000, but last year (2001) we had a rate of 17.4 per 100,000. We don’t know why things changed and this is also true of other countries that have had a similar problem.”
She argues that Norway is a great country with good health care, a healthy population, and it too saw an increase. I don’t think it has anything to do with medical care. And I disagree that Norway has a universally healthy population.
And I disagree that the factors aren’t known. I’ve seen a huge increase in junk food consumption in this country, a huge increase in young mothers who DON’T know how to feed their children properly. And worse, don’t seem to mind. Despite an abundance of good food, the reality is that the cupboards in many of the homes where there is meningitis will tell the story.
But there are some who will get meningitis no matter what. For immunological or genetic reasons.
The real questions to be asked is still why most people will never get meningitis.
There are known risks. Why are these “risks” not explained to parents”…???
Other things mentioned in this same Lancet article are:
1. Overcrowding. Yet two pages before, he says “Crowded conditions per se, may be of little importance.” There are many other studies, in very highly populated communities, such as Vietnam, that dispute that overcrowding is a factor. However, New Zealand authors do consider it an issue. 
2. Poor general health. 
3. Poor living conditions. 

4. Acute respiratory disease. 

5. Meningococcemia is often preceded by symptoms of upper respiratory tract infection. 

6. Chronic severe alcoholism. 

7. Gonorrheae 8 and gonorrheae carriage. 9 

8. Abnormal immunological function i.e. antibodies made in Ig A, or a deficiency of IgG2, specific for meningo 2 
9. susceptibility of Blood Group B to meningitis 8 
Obviously, not everyone will have all this going on in their lives. And many who do, will still not get meningococcal meningitis. Why is that?
Why else might those, who DO GET SICK, get sick?
“N. Meningitides is a gram negative encapsulated diplodocus that is carried in the human nasopharynx by 10% of adults, but the organism rarely colonizes the proximal airways of healthy young children” 1
Ah, so we need to have healthy young children.
What might make children unhealthy?
Diet, for a start. How might this affect children with regard to meningitis?
“ Iron anemia, with a low ph (6.6) increases the virulence factor of meningitis bacteria, 1,200 fold, from a 50% lethal dose of 3,600 organisms, to one of 4 organisms.” 2
We know from newspaper articles, that the average diet in this country is worse than appalling. That iron anaemia in Auckland is a silent epidemic, running at appallingly high levels. And that most parents don’t have a clue that their children are anaemic unless they go so severely ill that they are white, listless and no energy.
Isn’t it about time, instead of pretty much compulsory vaccination, that children had annual blood tests for iron deficiency?
Why is iron so important? Because it is the key in both meningococcal meningitis, and also diphtheria. If you have plenty of iron, neither bacteria can switch on the genes that cause toxin to be released. Iron keeps these, and probably other bacteria that make toxin, silent.
But first, a bacteria has not only to be carried by most of us, but it has to adhere, and start to multiply. Are there factors that are a key to that?
Yes there are.
Passive cigarette smoke.
“the surface charge and hydrophobicity of the nasal mucosa has a bearing on bacterial adhesion and changes in charge and thus adhesion may result from exposure to tobacco smoke, which is associated with an increased risk of invasive disease.” 1
And it’s no coincidence, that in the high risk groups smoking is rampant.
A New Zealand study also found that the use of analgesics were associated with disease in Auckland. 11
“Analgesic use was defined as analgesics taken in the past 2 weeks, excluding for cases, those taken for identified early symptoms of meningococcal disease. These analgesics were predominantly acetaminophen products… Because analgesics showed a stronger relationship with meningococcal disease, the use of analgesics may be a better measure of more severe illness than reported individual symptoms.”
I disagree with this finding. There is so much in the medical literature which shows that analgesics suppress the immune system and make meningitis in animals much worse, that the use of analgesics FOR meningococcal symptoms should NOT have been disregarded. It should be considered to be part of the problem.
I believe the use of paracetamol in meningococcal meningitis, or any infectious disease, should be forbidden.
But even so, this is a finding which should greatly disturb most parents, but it doesn’t. 
And the reason it doesn’t, is that the medical profession continues to advise parents to give paracetamol for all fevers of whatever origin. This advice is criminal in the face of a huge volume of medical literature which clearly shows that the use of paracetamol makes meningitis worse, and makes viral infections of all kids worse. The reason for this is that paracetamol suppresses the immune system allowing viruses and bacteria to get a much stronger grip. Fever is there for very good proven immunological reasons, and for medical people to advocate its use, is extremely bad practice. There is now so much information about the risks to young children when anti-pyretics are used in infectious diseases, you would think this advice would have been stopped long ago. 
That, combined with the fact, that :
“Dr Allotey told the Public Health Association of Australia annual conference in Caberra that nearly all the mothers used paracetamol to “settle” their children, not necessarily for pain relief” 
That doesn’t just apply in Australia. I see it all the time here, and it horrifies me. Paracetamol is regularly used in this country as “mother’s little baby sitters”. I believe over the counter parental abuse of paracetamol in this country, is shored up with the advice so many nurses give parents to use paracetamol for fevers, teething, pain, or whatever the problem, no matter their origin. 
Furthermore, the use of paracetamol has been linked with asthma (European Respiratory Journal, September 2001), which is not to be surprised at, since as said before, it suppresses the immune system. And its use is also linked to Necrotising Fasciitis, or flesh eating disease. 
Parents need to realize that anti-pyretics are extremely dangerous compounds.
Immune system problems in the innate system:
“Since carriage of meningococci is low in childhood, immunity to N. Meningitides is probably acquired through intermittent nasal carriage of other neisseriae and antigenically cross-reacting enteric flora during the first two decades of life. For example, the E. Coli K1 capsule cross-reacts antigenically with serogroup B meningococci and the K92 E. coli capsular polysaccharide with serogroup C polysaccharide. 1
Carriage of N. Lactamica, a non-pathogenic species of Neisseria, occurs especially during early childhood and is associated with a rise in antibody titers to pathogenic meningococci.” 1
“Deficiency of mannan-binding lectin (MBL) is associated with an increased susceptibility to infection inducing meningococcal infection... MBL binds to carbohydrate surface structures on bacteria, yeasts, parasitic protozoa and viruses.... thus complement and MBL have an important role in innate immunity through bot opsonization of meningococci and alternative complement pathway activation.” 1
“More recently the central role of complement in preventing meningococcal infection in vivo has become apparent from study of individuals with complement deficiency providing important insight into the role of complement in immunity to N. Meningitides. Over half the individuals with a later complement component deficiency (C5 - C9) will develop meningococcal disease and half of these will have recurrent attacks.... (this data) also suggest other factors are important in immunity to the common serogroups of the organism B and C. Of note there is a relative deficiency of late complement components in infancy, which may add to the susceptibility of meningococcal infections in this age group. 
In contrast to those with terminal complement component deficiency, individuals with either properdin or factor D deficiency have a case fatality of over 50% and recurrence is rare in survivors. clearly the alternative complement pathway, which does not use antibody is crucial in protection from meningococcal disease. It is not clear how important alternative pathway activation is in resisting group B infection in vivo...” 1
So obviously, the innate immune system, and its correct functioning plays a part. And we know that key vitamins such as selenium and zinc are vital for correct immune functioning. Which goes hand in hand with diet. It children do not get enough vitamins and minerals their innate immune system simply isn’t going to be up to scratch.
What else might be relevant? Some newer research is looking at gene mutation:
http://www.eurekalert.org/pub_releases/2003-04/sri-tss042403.php
A group of researchers from The Scripps Research Institute (TSRI) have discovered rare genetic mutations in a subset of people who come down with a particular kind of severe sepsis, an acute and often deadly disease. 
These rare mutations in a human gene called TLR4 lend susceptibility to meningococcal sepsis, which strikes over 2,500 people a year in the United States. About half of those who contract meningococcal sepsis are younger than the age of two, and the disease has an overall case fatality rate of 12 percent. 
"It's a very fast-moving, dramatic, and often fatal disease," says TSRI Immunology Professor Bruce Beutler, who led the research, which will be published in an upcoming issue of the journal Proceedings of the National Academy of Sciences. 
"We took a large number of people with meningococcal sepsis and compared them to normal controls who were ethnically and geographically matched," says Beutler. "We found that the TLR4 gene had more mutations in the sepsis populations." 
Besides demonstrating that the risk of severe sepsis increases with these mutations, which can be passed from parent to child, the study also suggests that it may be possible to protect people who are at risk. While not practical at the moment, eventually patients with mutations to their TLR4 genes might be given prophylactic treatment, for instance, before they undergo surgery or travel somewhere they are likely to be exposed to meningococcal bacteria. 
Blinding the Immune System 
Scientists had suspected that genetic factors determine who gets the severe form of the disease and who does not. Evidence for this was seen during outbreaks of this disease, when the severe and deadly form of sepsis was more likely to strike related individuals. 


In the past, virulence has been suggested as a factor:
“While meningococcal disease has been attributed to the virulence of the organism, this premise alone is not consistent with the data presented here and by others. These data suggest that virulence does not appear to be the “decisive” factor, but the host may be.” 7
Stress is a major determinant of immune dysfunction shown by the fact that new military recruits are prone to meningococcal infections in their first two months of basic training, whereas it is hardly seen in other military personnel. And there are so many references to that, that they aren’t worth putting.
Is there anything else of relevance to be thought about?
Yes. In Professor C. A. Clemetson’s three volume text on Vitamin C, he talks about the importance of Vitamin C, in all diseases which result in haemorrhagic disorders. Meningitis is one of those. The red blood marks on the skin, which spread and become large, are initiated by the action of a toxin. If the liver is able to degrade the toxin and keep on top of it, it will not get through into the blood stream to start causing necrosis, or get into the brain. But once the liver is pushed too hard, and no longer able to degrade that toxin, disseminated intravascular coagulation will occur. The integrity of the veins will break down, blood will no longer clot and it will leak out of the veins into cells causing the characterics hemorrhages.
In my opinion, this need never happen.
Vitamin C is a key part of that process. Professor Clemetson’s textbooks showed clearly that meningitis sufferers, who were the worst off, had the lowest levels of vitamin C. Vitamin C is crucial for liver enzyme functions relating to both endotoxin degradation, vascular integrity, and clotting factors, and is of itself a detoxifier. 
There are many doctors worldwide, who routinely use Intravenous Vitamin C for all toxin mediated disease, but you would be hard pressed to find any in this country, such is the distain for this practice amongst the medical profession.
It is my opinion, that all children should be on vitamin supplements at all times, but especially in the winter. And if my child ever showed any signs of fever, whatever the cause, vitamin C would be one of the first things that I would be giving.
For more information on Vitamin C, search the net. Also a book called “Vitamin C, Infectious Diseases, & Toxins. Curing the incurable” by Thomas E. Levy, MD, JD is an invaluable recent resource. There are many other books on vitamin C, but most are older than this book.
And in case anyone thinks that vitamin C isn’t an issue this day and age, they are wrong. In 1987, in the midst of the last meningitis epidemic there was a prominent newspaper article which I still have, which pointed out that sub clinical scurvy was rampant in Auckland. Judging by the amount of cellulites, gum problems, and infectious diseases in Auckland it is doubtful if the situation has changed in any way.
What about the new Meningococcal B vaccine?
It was very interesting on Linda Clark’s programme 8 July, to hear Dr Dianna Lennon say that one shot was of no use, two of little use, and that children will need at least three, possibly with at least one booster, six months afterwards.
The simple explanation for this is that of all the meningitis vaccines, the B vaccine is the worst one in terms of immunity. Antibody levels decay very fast, and protection is very short lived even with boosters.
What do we know about the vaccine to be used in this country so far?
Not very much. This is a start:
NZ Doctor, 17th July, 20002
GP buy in needed.
The Ministry of health needs GP buy-in to the meningococcal vaccine strategy if it is to be successful.
One of the difficulties of implementing the strategy is that it involves three immunisations six weeks apart. The ministry will need to maximise coverage if it is to be successful in the project and is aiming at a 90 percent immunisation rate across the population, director of the strategy Jane O'Hallahan says.
The vaccine is likely to cause a lot of local side effects including sore arms, inflammation and induration. The incident rate could be as high as 80 per cent and Dr O'Hallahan says this will have to be managed carefully by health professionals.
Currently the first phase trial in Auckland is progressing well, she says, and the second phase is scheduled to begin towards the end of the year.
Because the meningitis epidemic is considered a public health emergency, roll out of the vaccine will be carried out urgently, Dr O'Hallahan says. It is likely to begin in the highest risk area - South Auckland - in the middle of next year under provisional licensure before all trials are complete. However, the vaccine won't be available in the rest of the country until 2004 or 2005. Dr O'Hallahan agrees there would be concern if people outside the initial vaccination area contracted the disease when others had been vaccinated but insists there is not enough vaccine yet to cover greater areas.
It is likely primary care providers will be involved in immunising children aged under five years, while other people will be cared for via public health services. LTK
We also know that:‘ Medsafe principal adviser Dr Stewart Jessamine said evaluation of the vaccine was being treated as a priority but a recommendation would be made to Health Minister Annette King only after the authority was satisfied that “all outstanding safety, quality and efficacy issues are resolved.” ‘ 10 
So what might these unresolved issues be? We don’t know, because no information after the New Zealand Doctor has been forthcoming. Dr Dianna Lennon said that she didn’t believe there were any issues with serious side-effect issues, based on two overseas studies with a similar vaccine.
It is my opinion, that parents need a lot more information than is currently available, in order to make an informed choice as to whether or not to accept the use of this vaccine in their children.
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