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 Meningococcal bacteria can cause invasive meningococcal disease 
resulting in meningitis and septicaemia, both serious and potentially 
life-threatening conditions1,2 

 Meningococcal disease is a rare, but swift-moving infection that can 
result in death or disability within 24 hours of symptom onset3,4 

 Neisseria meningitidis serogroup B has become one of the most 
prevalent groups that cause meningococcal disease in the US, 
accounting for an estimated 33 percent of all reported cases in 20135 

 Adolescents and young adults are at risk of contracting 
meningococcal disease due to common factors, such as living in close 
quarters and sharing utensils or drinking glasses6,7 

 Vaccines are currently available to help protect against the five 
groups of meningococcal bacteria (A, B, C, W-135, and Y) that cause 
the majority of meningococcal disease cases worldwide6  
 

 

 

 

 

 

 

Signs and Symptoms  
 
The initial symptoms of meningococcal disease are often unspecific, and can 
be difficult for even a healthcare professional to diagnose the disease in the 
early stages. More apparent symptoms, such as neck stiffness and petechial 
(small purplish) rash, may not appear until relatively late in the illness, which 
can delay lifesaving treatment3,8. 

Meningococcal Disease Symptoms3,8 

– Fever 

– Diarrhea  

– Poor eating and drinking 

– Vomiting & nausea 

– Headache 

– Painfully stiff neck 

– Sensitivity to light 

– Inactivity, sluggishness 

– Sleepiness 

– Confusion 

– Rash (not present in all cases) 

– Seizures 

 

 

 

Meningococcal disease can be 

difficult to diagnose and result 

in life-threatening 

consequences1,2 

 

 
 

 

Transmission  
 
Meningococcal bacteria can be easily spread to others through direct contact 
with respiratory droplets7.  
 
Adolescents and young adults are at risk of contracting meningococcal disease 
because of common social factors, such as convening in groups and sharing 
food utensils and drinks6,7. These age groups have a 10 percent fatality rate 
from meningococcal disease compared to other age groups9. 
 
Recently, outbreaks of meningococcal group B disease occurred on the 
campuses of Princeton University and the University of California-Santa 
Barbara (UCSB), resulting in the initiation of more than 15,000 vaccination 
regimens as part of a US Centers for Disease Control and Prevention (CDC)-
sponsored protocol, under an Investigational New Drug (IND) application10.  
 
 
Protection Against Meningococcal Disease 
 
Meningococcal disease can be treated with antibiotics, though it is important 
that treatment be started quickly7. Despite appropriate medical treatment, there 
remains a 10 percent fatality rate, typically within 24 hours after the onset of 
symptoms3,4,6,9.  
 

 
 
 
 
At any given time, it is believed 
that up to 20% of people 
worldwide are carrying 
meningococcal bacteria in the 
back of their nose and throat 
without showing any 
symptoms7,11,12 
 
 
 
 
 
 
 
 
 
 
Even with appropriate medical 
treatment, as many as 10% of 
people infected with 
meningococcal disease will die 
and almost 1 in 5 survivors will 
suffer long-term disability 9,13,14 

 



 

 

  

342823 January 2015 – Page 2 of 2 © Novartis AG 2015 www.novartis.com 

 

Of those who survive meningococcal disease, up to 20 percent will suffer with 
long term consequences such as brain damage, loss of a limb and loss of 
hearing7,13,14. 
 
Vaccines are currently available to help protect against five groups of 
meningococcal bacteria (A, B, C, W-135, and Y) that cause the majority of 
cases around the world. In the US, the most prevalent groups are B, C and Y6. 
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