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Figure 15.3 Flow chart for encephalitis or encephalopathy occurring'\'/vithin
seven days of immunisation

Neurological abnormalities following immunisation

If a child experiences encephalopathy or encephalitis within seven days of
immunisation, the advice in the flow chart in Figure 15.3 should be followed.
It is unlikely that these conditions will have been caused by the vaccine, and
they should be investigated by a specialist. Immunisation should be deferred
until the condition has stabilised in children where no underlying cause was
found, and the child did not recover completely within seven days. If a cause
is identified or the child recovers within seven days, immunisation should
proceed as recommended.
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If a seizure associated with a fever occurs within 72 hours of an immunisation,
further immunisation should be deferred if no underlying cause has been found
and the child did not recover completely within 24 hours, until the condition
is stable. If a cause is identified or the child recovers within 24 hours,
immunisation should continue as recommended.

Deferral of immunisation

There will be very few occasions when deferral of immunisation is required
(see above). Deferral leaves the child unprotected; the period of deferral
should be minimised so that immunisation can commence as soon as possible.
If a specialist recommends deferral, this should be clearly communicated to
the general practitioner and he or she must be informed as soon as the child is
fit for immunisation.

Pain, swelling or redness at the injection site are common and may occur more
frequently following subsequent doses. A small, painless nodule may form at
the injection site; this usually disappears and is of no consequence. The
incidence of local reactions is lower with diphtheria vaccines combined with
acellular pertussis vaccines than with whole-cell pertussis vaccines, and
similar to that after DT vaccine (Miller, 1999; Tozzi and Olin, 1997).

Fever, convulsions, high-pitched screaming, and episodes of pallor, cyanosis
and limpness (HHE) occur rarely but with equal frequency after both DTaP
and DT vaccines (Tozzi and Olin, 1997).

Confirmed anaphylaxis occurs extremely rarely. Data from the UK, Canada
and the US point to rates of 0.65 to 3 anaphylaxis events per million
doses of vaccine given (Bohlke et al., 2003; Canadian Medical Association,
2002). Other allergic conditions may occur more commonly and are not
contraindications to further immunisation.

All suspected adverse reactions to vaccines occurring in children, or in
individuals of any age after vaccines labelled with a black triangle (V¥), should
be reported to the Commission on Human Medicines using the Yellow Card
scheme. Serious suspected adverse reactions to vaccines in adults should also
be reported through the Yellow Card scheme.
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As diphtheria is a notifiable disease in the UK, for public health management
of cases, contacts and outbreaks, all suspected cases should be notified to the
local health protection unit immediately.

Management of cases

Diphtheria antitoxin is only used in suspected cases of diphtheria in a hospital
setting. Tests to exclude hypersensitivity to horse serum should be carried out.
Diphtheria antitoxin should be given without waiting for bacteriological
confirmation. It should be given according to the manufacturer’s instructions,
the dosage depending on the clinical condition of the patient.

Diphtheria antitoxin is based on horse serum and therefore severe, immediate
anaphylaxis occurs more commonly than with human immunoglobulin
products. If anaphylaxis occurs, adrenaline (0.5ml or 1ml aliquots) should be
administered immediately by either intramuscular (0.5ml of 1:1000 solution)
or intravenous (lml of 1:10,000 solution) injection. This advice
differs from that for treatment of anaphylaxis after immunisation because the
antitoxin is being administered in the hospital setting.

In most cutaneous infections, large-scale toxin absorption is unlikely and
therefore the risk of giving antitoxin is usually considered substantially greater
than any benefit. Nevertheless, if the ulcer in cutaneous diphtheria infection
were sufficiently large (i.e. more than 2cm?) and especially if it were
membranous, then larger doses of antitoxin would be justified.

Antibiotic treatment is needed to eliminate the organism and to prevent spread.
:The antibiotics of choice are erythromycin, azithromycin, clarithromycin or
penicillin (Bonnet and Begg, 1999).

The immunisation history of cases of toxigenic diphtheria should be
established. Partially or unimmunised individuals should complete immunisation
according to the UK schedule. Completely immunised individuals should
receive a single reinforcing dose of a diphtheria-containing vaccine according
to their age.
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Management of contacts

Contacts of a case or carrier of toxigenic diphtheria should be promptly
investigated, kept under surveillance and given antibiotic prophylaxis and
vaccine. The immunisation history of all individuals exposed to toxigenic
diphtheria should be established. Partially immunised or unimmunised
individuals should complete immunisation according to the UK schedule (see
above). Completely immunised individuals should receive a single reinforcing
dose of a diphtheria-containing vaccine according to their age.

Contacts of a case or carrier of toxigenic diphtheria should be given a
prophylactic course of erythromycin or penicillin. Contacts of cases of
toxigenic C. ulcerans do require prophylaxis as, although it is rare, person-to-
person transmission cannot be ruled out (Bonnet and Begg, 1999).

Vaccines

#  Pediacel (diphtheria/tetanus/5-component acellular pertussis/inactivated
polio vaccine/Haemophilus influenzae type b (DTaP/IPV/Hib) —
manufactured by Sanofi Pasteur MSD.

@& Repevax (diphtheria/tetanus/5-component acellular pertussis/inactivated
polio vaccine (dTaP/IPV)) — manufactured by Sanofi Pasteur MSD.

¢ Infanrix IPV (diphtheria/tetanus/3-component acellular pertussis/
inactivated polio vaccine (DTaP/IPV)) — manufactured by
GlaxoSmithKline.

@ Revaxis (tetanus/diphtheria/inactivated polio vaccine (Td/IPV)) —
manufactured by Sanofi Pasteur MSD.

These vaccines are supplied by Healthcare Logistics (Tel: 0870 871 1890) as
part of the national childhood immunisation programme.

In Scotland, supplies should be obtained from local childhood vaccine holding
centres. Details of these are available from Scottish Healthcare Supplies
(Tel: 0141 282 2240).

Diphtheria antitoxin is supplied by the Butantan Institute, in 10ml vials

containing 10,000IU. It is distributed in the UK by the Health Protection Agency,
Centre for Infections, Immunisation Department (Tel: 020 8200 6868).
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