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Bagisiklama

* Asilama programlari, asilanmis bireye dogrudan fayda saglar

* Ayrica toplum ("suri") bagisikhigi yoluyla asilanmamis kisilere de dolayli olarak
fayda saglar



Toplum Bagisikhigi

* Enfeksiyona karsi bagisik olan nuifus oraninin, duyarli kisiler arasinda bulasma
riskini azaltacak kadar buyik olmasi durumunda ortaya cikar

* Nufusun ¢ogunlugunun rutin olarak énerilen asilari almasi onemlidir

» Kapsayiciligin yiiksek oranda siirdiiriilmesi ile dogru orantildir



Ulusal Cocukluk Dénemi Asilama Takvimi (2025)

> BCG: Verem Agisi

.

> KPA: Konjuge Pndmokok Agist
> DaBT-1PA-Hib-HepB: Difter, aseliiler Bogmaca, Tetanos,
inaktif Polio, Hemofilus influenza tip b, Hepatit B Aqisi

> KKK: Kizamik, Kizamikgik, Kabakulak Agist

> Hop-A: Hopatit A Aqs
> Td: Erigkin Tetonos difteri Agisi
» Rapel: Pekigtirme Doz Agisi
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Onerilen Asilar

» Td: Erigkin Tetanos difteri

GEBELER
> Tdab: Erigkin Tetanos, difteri, aselliler bogmaca
> Td: Erigkin Tetancs difteri

> Grip
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L]+l Recommended Child and Adolescent Immunization Schedule for Ages 18 Years or Younger, United States, 2024

Thess recommendations must be read with the notes that follow. For those who fall behind or start late, provide catch-up vaccination at the earliest opportunity as indicated by the green bars.
To detarmine minimum intarvals between doses, see the catch-up schedule I:Tahle 2).
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Onerilen asilama programlarina ve asilama zamanlamasina uyulmasi

yasami tehdit eden hastaliklara karsi savunmada temeldir



Menenjit

* Insan yasamini tehdit eden en ciddi enfeksiyonlardan biridir

* Tedavisiz birakildiginda 6lumcul ve sekellerle seyreder



Asi ile Korunulabilen Bakteriyel Menenjit Etkenleri

* Streptococcus pneumoniae
* Neisseria meningitidis

 Haemophilus influenzae

**Sikhik yasa, altta yatan risk faktorlerine ve cografik bolgeye gore degisir
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Figure 1. Impact of Haemophilus influenzae type b (Hib) vaccines on incidence per 100 000 children <b years old in the United States, 19802012 [29].
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Estimated U.S. incidence of invasive
H. influenzae disease by age group and serotype
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FIG 5 Number of cases of invasive Haemophilus influenzae infection, by serotype, reported to National Institute of Communicable

Diseases (NICD), South Africa, 2006 to 2018 (from GERMS-SA Annual Reports, 2006 to 2018, with permission from Anne von
Gottberg, NICD, Johannesburg, South Africa) (139, 227-237).
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FIG 4 Number of cases of invasive Haemophilus influenzae infections in England, 1990 to 2018, by serotype (unpublished data from Public Health England,
with permission from Shamez Ladhani).



Global, regional, and national burden of meningitis and its
aetiologies, 1990-2019: a systematic analysis for the Global
Burden of Disease Study 2019

GBD 2019 Meningitis and Antimicrobial Resistance Collaborators*

Summary

Background Although meningitis is largely preventable, it still causes hundreds of thousands of deaths globally each
year. WHO set ambitious goals to reduce meningitis cases by 2030, and assessing trends in the global meningitis
burden can help track progress and identify gaps in achieving these goals. Using data from the Global Burden of
Diseases, Injuries, and Risk Factors Study (GBD) 2019, we aimed to assess incident cases and deaths due to acute
infectious meningitis by aetiology and age from 1990 to 2019, for 204 countries and territories.

Methods We modelled meningitis mortality using vital registration, verbal autopsy, sample-based vital registration, and
mortality surveillance data. Meningitis morbidity was modelled with a Bayesian compartmental model, using data from
the published literature identified by a systematic review, as well as surveillance data, inpatient hospital admissions,
health insurance claims, and cause-specific meningitis mortality estimates. For aetiology estimation, data from multiple
causes of death, vital registration, hospital discharge, microbial laboratory, and literature studies were analysed by use of
a network analysis model to estimate the proportion of meningitis deaths and cases attributable to the following
aetiologies: Neisseria meningitidis, Streptococcus pneumoniae, Haemophilus influenzae, group B Streptococcus, Escherichia coli,
Klebsiella pneumoniae, Listeria monocytogenes, Staphylococcus aureus, viruses, and a residual other pathogen category.

Findings In 2019, there were an estimated 236000 deaths (95% uncertainty interval [UI] 204 000-277000) and
2-51 million (2-11-2.99) incident cases due to meningitis globally. The burden was greatest in children younger than
5 years, with 112000 deaths (87400-145000) and 1- 28 million incident cases (0-947-1-71) in 2019. Age-standardised
mortality rates decreased from 7-5 (6-6-8-4) per 100000 population in 1990 to 3-3 (2-8-3.9) per 100000 population
in 2019. The highest proportion of total all-age meningitis deaths in 2019 was attributable to S pneumoniae
(18-1% [17-1-19- 2)), followed by N meningitidis (13 -6% [12-7-14 -4]) and K pneumoniae (12-2% [10-2-14-3]). Between
1990 and 2019, H influenzae showed the largest reduction in the number of deaths among children younger than
5 years (76- 5% [69-5-81-8]), followed by N meningitidis (72-3% [64-4-78-5]) and viruses (58-2% [47-1-67 - 3]).

Interpretation Substantial progress has been made in reducing meningitis mortality over the past three decades. However,
more meningitis-related deaths might be prevented by quickly scaling up immunisation and expanding access to health
services. Further reduction in the global meningitis burden should be possible through low-cost multivalent vaccines,
increased access to accurate and rapid diagnostic assays, enhanced surveillance, and early treatment.

(GaD I ®

Lancet Neurol 2023; 22: 685-711
See Comment page 646

*Collaborators am listed at the
end of the Article
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A Global number of meningitis deaths by aetiology and age group in 1990 and 2019
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B Global number of meningitis cases by aetiology and age group in 1990 and 2019
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Global impact of 10- and 13-valent pneumococcal conjugate vaccines on )
pneumococcal meningitis in all ages: The PSERENADE project T



SUMMARY

Background: Pneumococcal conjugate vaccines (PCVs) introduced in childhood national immunization
programs lowered vaccine-type invasive pneumococcal disease (IPD), but replacement with non-vaccine-
types persisted throughout the PCV10/13 follow-up period. We assessed PCV10/13 impact on pneumococcal
meningitis incidence globally.

Methods: The number of cases with serotyped pneumococci detected in cerebrospinal fluid and population
denominators were obtained from surveillance sites globally. Site-specific meningitis incidence rate ratios
(IRRs) comparing pre-PCV incidence to each year post-PCV10/13 were estimated by age (<5, 5-17 and 218
years) using Bayesian multi-level mixed effects Poisson regression, accounting for pre-PCV trends. All-site
weighted average IRRs were estimated using linear mixed-effects regression stratified by age, product
(PCV10 or PCV13) and prior PCV7 impact (none, moderate, or substantial). Changes in pneumococcal me-
ningitis incidence were estimated overall and for product-specific vaccine-types and non-PCV13-types.
Results: Analyses included 10,168 cases < 5y from PCV13 sites and 2849 from PCV10 sites, 3711 and 1549 for
5-17 y and 29,187 and 5653 for 218 y from 42 surveillance sites (30 PCV13, 12 PCV10, 2 PCV10/13) in 30
countries, primarily high-income (84%). Six years after PCV10/PCV13 introduction, pneumococcal me-
ningitis declined 48-74% across products and PCV7 impact strata for children <5y, 35-62% for 5-17 y and
0-36% for 218 y. Impact against PCV10-types at PCV10 sites, and PCV13-types at PCV13 sites was high for all
age groups (<5 y: 96-100%; 5-17 y: 77-85%; 218 y: 73-85%). After switching from PCV7 to PCV10/13,
increases in non-PCV13-types were generally low to none for all age groups.

Conclusion: Pneumococcal meningitis declined in all age groups following PCV10/PCV13 introduction.
Plateaus in non-PCV13-type meningitis suggest less replacement than for all IPD. Data from meningitis belt
and high-burden settings were limited.
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Pnomokok Asilan

* Pnomokokal menenijit insidansinda <5y %48-74, 5-17 y %35-62, 218 % 0-36
azalma

* Asi serotiplerine bagli menenijit insidansinda belirgin azalma (<5 y %96-100, 5-17
v %77-85, 218 y %73-85) saglamistir

 PCV7’den PCV13’e gecildikten sonra tim yas gruplarinda asi disi serotiplere bagl
menenjit insidansinda hafif dizeyde bir artis olmustur



Invasive Pneuimococcal Disease in

TABLE 2 Sites of IPD for PCV13 Versus Non-PCV13 Serotype Isolates at 8 US Children’s Hospitals,

2014-2017
Site of Infection PCV13 Serotypes”, Non-PCV13 Serotypes,
N =115, n (%) N = 367, n (%)

Bacteremia 20 (21.7) 182 (49.6)
Pneumonia 50 (43.5) 69 (18.8)
Meningitis 12 (10.4) 70 (19.1)
Mastoiditis 22 (19.1) 12 (3.3)

Bone and joint 2 (1.7) 18 (4.9)
Peritonitis 0 (0) 4 (1.1)
Other® 4 (3.5) 12 (3.3)

ABD’de 13 valan asi sonrasi iPH tespit edilen ¢cocuklardan izole edilen sus dagilimi
menenjit vakalarinin halen %10.4’ui asi serotipi, %19.1’i asi disi serotipler olarak bulunmustur

1; QWM Y 1Yol Wkdduiendd 1, ITIWEILI G YYILEE TTILD S5l T ITAl el I Il 0, DT Sl PRIl WALl .

in otherwise healthy children with PCV13 serotype IPD despite feéeiving =2 PCV13 doses did
not identify an immunodeficiency.



Copyrights apply

Host immune defects predisposing to meningitis

Host problem

Absence of opsonizing
antibody

Asplenia: surgical or
functicnal

Complement deficiency

Glucocorticoid excess

HIV infection

Bacteremia/endocarditis

Basilar skull fracture

Organism
favored

Streptococcus
pneumoniae

Haemophilus
influenzae

5. pneumoniae
Neisseria meningitidis
N. meningitidis

Listeria
manocytogenes

Cryptococcus
neoformans

C. neoformans

5. pneumoniae

L. monocytogenes

Staphylococcus
aureus; various gram-
negative rods

5. pneumoniae; other
upper respiratory tract
flora

HIV: human immuncdeficiency virus.

Frequency of
defect actually
leading to
infection

Common in all age
groups

Common in very young
children

Rare
Very rare
Very rare

Rare

Rare

About 5 percent
eventually get
cryptococcal meningitis

Commeon presenting
illness

Rare

Rare

Very rare



(&) Differential effectiveness of the vaccine
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Review
The everchanging epidemiology of meningococcal disease worldwide )
and the potential for prevention through vaccination Sty

Sydel R. Parikh? Helen Campbell?, Julie A. Bettinger®, Lee H. Harrison¢, Helen S Marshall®,
Federico Martinon-Torres®, Marco Aurelio Safadi, MD, PhD! Zhujun Shao®, Bingging Zhué,
Anne von Gottberg” Ray Borrow', Mary E Ramsay? Shamez N Ladhani®"*

Yiiksek fatalite ve sekel oranlari, salgin potansiyeli



Invaziv meningokokal hastaliktan siklikla sorumlu olan serogruplar (A, B, C, W, X, Y)

SUMMARY

Neisseria meningitidis is a major cause of bacterial meningitis and septicaemia worldwide and is associ-
ated with high case fatality rates and serious life-long complications among survivors. Twelve serogroups
are recognised, of which six (A, B, C, W, X and Y) are responsible for nearly all cases of invasive meningo-
coccal disease (IMD). The incidence of IMD and responsible serogroups vary widely both geographi-
cally and over time. For the first time, effective vaccines against all these serogroups are available or
nearing licensure, Over the past two decades, IMD incidence has been declining across most parts of
the world through a combination of successful meningococcal immunisation programmes and secular
trends. The introduction of meningococcal C conjugate vaccines in the early 2000s was associated with
rapid declines in meningococcal C disease, whilst implementation of a meningococcal A conjugate vac-
cine across the African meningitis belt led to near-elimination of meningococcal A disease. Consequently,
other serogroups have become more important causes of IMD. In particular, the emergence of a hypervir-
ulent meningococcal group W clone has led many countries to shift from monovalent meningococcal C to
quadrivalent ACWY conjugate vaccines in their national immunisation programmes. Additionally, the re-
cent licensure of two protein-based, broad-spectrum meningococcal B vaccines finally provides protection
against the most common group responsible for childhood IMD across Europe and Australia. This review
describes global IMD epidemiology across each continent and trends over time, the serogroups responsi-
ble for IMD, the impact of meningococcal immunisation programmes and future needs to eliminate this
devastating disease.



Asi secenekleri/uygulamalari ve serotip dagilimi lilkeden iilkeye ve bolgeden bolgeye farkli

S.R. Parikh, H. Campbell and J.A. Bettinger et al./Journal of Infection 81 (2020) 483-498

Table 1

Currently licensed and available polysaccharide-conjugate and broad-spectrum meningococcal vaccines
Vaccine Coverage (N. meningitidis serogroup) Manufacturer Protein conjugate
Protein conjugate vaccines
Meningitec® C Nuron Biotech Inc., Exton, PA, USA CRM197
Menjugate® C GlaxoSmithKline Biologicals SA, Rixensart Belgium CRM197
NeisVac-C® C Pfizer Inc., New York, NY, USA Tetanus toxoid
MenAfriVac® A Serum Institute of India Ltd., Pune, India Tetanus toxoid
Menactra® A,CW Y Sanofi Pasteur SA, Lyon, France Diphtheria toxoid
Menveo® ALCW Y GlaxoSmithKline Biologicals SA, Rixensart Belgium Diphtheria cross
Nimenrix® A, CCW Y Pfizer Inc., New York, NY, USA Tetanus toxoid
Combination conjugate vaccines
Menitorix® C+Haemophilus influenzae type b GlaxoSmithKline Biologicals SA, Rixensart Belgium Tetanus toxoid
Subcapsular meningococcal antigen vaccines
Bexsero® B GlaxoSmithKline Biologicals SA, Rixensart Belgium -
Trumenba® B Wyeth Pharmaceuticals Inc., Philadelphia, PA, USA* -

*a subsidiary of Pfizer Inc.



Meningokokal Menenijit

* Rutin asilama yapan ulkelerde vaka sayisinda dramatik azalma var
* Ancak asi disi serogruplar onem kazanmaya devam ediyor

* Son yillarda hicbir asida olmayan Men X serogrubu dikkat cekiyor
e Multivalan ucuz asilara ihtiyac var

* Asilar pahali, epidemiyolojik veri eksik
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The impact of protein-conjugate
polysaccharide vaccines: an endgame
for meningitis?

Martin C. J. Maiden

Department of Zoology, University of Oxford, South Parks Road, Oxford 0X1 3PS, UK

The development and implementation of conjugate polysaccharide vaccines
against invasive bacterial diseases, specifically those caused by the encapsu-
lated bacteria Neisseria meningitidis, Haemophilus influenzae and Streptococcus
pneumoniae, has been one of the most effective public health innovations of
the last 25 years. These vaccines have resulted in significant reductions in
childhood morbidity and mortality worldwide, with their effectiveness due
in large part to their ability to induce long-lasting immunity in a range
of age groups. At the population level this immunity reduces carriage and
interrupts transmission resulting in herd immunity; however, these benefi-
cial effects can be counterbalanced by the selection pressures that immunity
against carriage can impose, potentially promoting the emergence and
spread of virulent vaccine escape variants. Studies following the implemen-
tation of meningococcal serogroup C vaccines improved our understanding
of these effects in relation to the biology of accidental pathogens such as
the meningococcus. This understanding has enabled the refinement of the
implementation of conjugate polysaccharide vaccines against meningitis-
associated bacteria, and will be crucial in maintaining and improving vaccine
control of these infections. To date there is little evidence for the spread of viru-
lent vaccine escape variants of the meningococcus and H. influenzae, although
this has been reported in pneumococci.
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Fig.4 | Clinical presentations of diphtheria. a| Characteristic bull neck caused

by enlarged lymph nodes. b | Thick pseudomembrane in the posterior pharynx.

The pseudomembrane is a layer of bacteria and debris from necrosis of the surrounding
tissues due to diphtheria toxin. ¢ | Cutaneous lesion caused by Corynebacterium
diphtheriae.



Difteri

Ilk olarak MO 5. yizyilda Hipokrat tarafindan tanimlanmistir

Ust solunum yolu veya deri enfeksiyonu olarak ortaya cikar

Enfeksiyon genellikle ilkbahar veya kis aylarinda goraltr

Antibiyotik tedavisi olmaksizin 2-6 hafta boyunca bulasicidir

* Asilanmamis veya dusiik antikor diizeyi olanlar risk altindadir



Difteri Asilari

e 1930 ve 1940'larda baslanan rutin cocukluk asilamasi sayesinde neredeyse
tamamen ortadan kalkmisken son yillarda vaka artislari bildirilmektedir

* Ulkemizde son vaka 2011 yilinda bildirilmisir



Rutin Asilama Sonrasi Difteri Salginlari

e Asi programlarinin yaygin olarak uygulanmasindan bu yana kaydedilen en buyuk
salgin, 1990-1995 yillari arasinda Rusya Federasyonu'nda ortaya cikti

 DSO raporlarina gore bu salgin 157.000'den fazla vakaya ve 5.000 6liime neden
oldu

* 40 yas ustu bireylerde orantisiz derecede yuksek oliim oranlarn gozlemlendi

* Bu salgin, o donemde diinya capinda bildirilen vakalarin %80'ini olusturuyordu



Rutin Asilama Sonrasi Difteri Salginlari

* 1993-2003 yillari arasinda Letonya’da 10 yil siiren bir salgin, 1359 difteri vakasi ve
101 6limle sonuclandi

e 1995-2002 yillari arasinda Birlesik Krallik'ta toksijenik suslardan kaynaklanan 17
kutandz difteri vakasi bildirildi

e 2011-2015 yillari arasinda Hindistan, bes yilda toplam 18.350 vaka bildirimi ile
her yil en fazla vaka bildiren ulke olmustur



Iran: 148

Haiti: 105

Mepal: 232

Venezuela: 775

“\

Myanmar: 127

FE.? ‘ Philippines: 183
India: 8,788
Migeria: 1,870 —

DTP-3 coverage in 2018 (%)
H <50 Indonesia: 1,026

50-79

60-89 Pakistan: 413

=90

Mo data
[ Cases of diphtheria in 2018 Yemen: 2,609

Fig. 2 | Global DTP vaccine coverage and number of cases of diphtheria. The map shows the coverage of the third dose
of thevaccine for diphtheria, tetanus and pertussis (DTP-3) in 2018. The number of cases of diphtheria reported in the same
year is shown for countries with >100 reported cases. DTF, diphtheria, tetanus and pertussis. Data from WHO Reported
estimates of DTP-3 coverage and Diphtheria reported cases.
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Rutin Asilama Sonrasi Difteri Salginlari

* Literatirdeki pek cok vaka raporunda Sahra Alti Afrika, Dogu Akdeniz, Gineydogu
Asya, Fransa, Hindistan ve Amerika Birlesik Devletleri'ndeki salginlar bildirilmistir

- Yemen’de 2015-2020'de 5701 vaka 330 6lUm

- Banglades’te 2017°de 9321 vaka ve 50 6lum

- Veneziiella’da 2016-2019'da 1612 vaka ve 280 o6lim (fatalite %6)
- Haiti’de 2014-2021’de 406 vaka 80 6lim
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Country / Region Disease 2024 2023 2022 2021 2020 2018 2018

Global Diphtheria 25.149 24.782 10.027 8.609 10.137 22.989 16.911
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Difteri

 Difteri salginlari gelismekte olan Ulkelerde bir saglik tehdidi olmaya devam ediyor

* Bagisikhgin strddridlmesi icin cocukluk cagindan sonra glincellenmis bir hatirlatma
asist onemli (en az 10 yilda bir Tdap veya Td asisi)



Difteri

* Asemptomatik enfeksiyon, difterinin hem bulasmasinda hem de kontrolinde
kritik bir rol oynar

* Asilama semptomatik hastaligi onlemede oldukca etkili ancak asemptomatik
enfeksiyonu onlemede etkisiz

* Yalnizca asilama yoluyla salginlarin kontrol altina alinmasi zor



Difteri

 Asemptomatik bulasma nedeniyle, etkili salgin mtdahalesi icin asilamanin diger
mudahalelerle birlikte yaruttlmesi gerekir

* Tam asilama kapsami, salgin bélgelerinin yalnizca %27'sinde bulasmay!
durdurmaya yeterli olmustur

 Semptomatik vakalarin %90'inin antibiyotikle hizli tedavisiyle bu oran %70'e
ctkmaktadir



Bogmaca

* Tarihte cok sayida salginlara neden olmus 6nemli bir enfeksiyon hastaligi
* Asi oncesi donemde bildirilen vakalarin >%90’1 <10 yasta

e 1990’lardan sonra vakalarin yarisi ergen ve yetiskinler



Hastalik Neden Onemli

Oldukca bulasici

Uzun bir hastalik periodu var (6-10 hafta-100 gtin hastaligi)

Belirtiler eriskinde genellikle bebek ve cocuklara gore daha az siddetli
Taninamayan bogmacali ergenler ve yetiskinler bebekler icin rezervuar

Bebekler ve kiuclik cocuklar hastaligi asemptomatik enfeksiyonu olan buyulklerden
alabilirler



Reported pertussis incidence by age group: 1990-2021
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Bogmaca Epidemiyoloji
* Global bir halk sagligi problemi
e 2-5yilda bir siklik epidemiler var

e Hastaligl gecirmek de asilanmak da 6mur boyu koruculuk saglamiyor



* Pandemi ile birlikte bircok Glkede asi kapsayiciliginin azalmasi
sonucunda bogmaca vakalari 2023-2024’te 6nemli 6lclide artt

e 2024’te Amerika’da >35 bin (2023’te 7 bin)
Birlesik Krallik’ta 14.894
Global 941.565 vaka bildirimi
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Figure 2. Annual US incidence of reported pertussis by age group, 2000-2016. *P< .05.

Hastalik her yasi etkilese de hastaneye yatis ve 6liimlerin ¢cogu kiicuk bebeklerde
Giiniimiizde en yiiksek insidans <2ay bebeklerde (200/100.000), 6liim orani 6.8/1000



Cases reported through the National Notifiable Diseases Surveillance System between 1 January 2000 and 31 December 2016.
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Figure 1. Overall annual US incidence of reported pertussis, 2000-2016. Abbreviation: Tdap, tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis.

Epidemiology of Pertussis in the United States « CID 2019:68 (15 May) « 1637

339 420 pertussis cases



Ulusal Cocukluk Dénemi Asilama Takvimi (2025)

> BCG: Verem Agisi

.

> KPA: Konjuge Pndmokok Agist
> DaBT-1PA-Hib-HepB: Difter, aseliiler Bogmaca, Tetanos,
inaktif Polio, Hemofilus influenza tip b, Hepatit B Aqisi

> KKK: Kizamik, Kizamikgik, Kabakulak Agist

> Hop-A: Hopatit A Aqs
> Td: Erigkin Tetonos difteri Agisi
» Rapel: Pekigtirme Doz Agisi
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Adolesan ve gebe asilamasi ulkemizde rutin olarak uygulanmiyor
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Figure 1. Overall annual US incidence of reported pertussis, 2000-2016. Abbreviation: Tdap, tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis.
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Last updated: 2025-07-14

Indicator Pertussis - number of reporied cases

Location 2024 2023 2022 2021 ‘2{}2{} ‘2019 2018 2017 2016 2015 2014 2013 2012 2011
Suriname 0 0 33 0 | 4 1 ] 0 13 3 1 0
Sweden 2545 138 13 1 269 782 739 805 679 603 703 237 289 177
Switzerland | 3850 8833 8276 6970 93449 10 094 4700
Syrian Arab Republic 135 121 343 197 224 302 101 0 20 298 35 4 80
Turkiye 512 8 6 | 22 60 207 85 22 322 68 33 13 242
Tajikistan 665 R85 T4 0 13 112 0 36 ] 6 2 5 56
Thailand 2477 FET 10 | a0 99 79 b5 34 b1 14 24 14 12
Timor-Leste 0 0 0 0 5 7 0 1 G 5 0 0 0 4
Togo 0 209 | 3 55 27 11 23 33 30 32 34
Tokelau 0 0 0 0 0
Tonga 0 0 | 0 0 0 0 4 0
Trinidad and Tobago 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Tunisia 252 1438 5 2 | 11 125 143 14 7 4 145 88 0 0
Turkmenistan 0 0 0 0 0 8 0 0 2 0 0 0 0 0
Turks and Caicos Islands 0 0 0 0 | 0 0 0 0

Tuvalu ] ]
Uganda 0 382 |

Ukraine 7545 o7 32 81 1041 2314 2214 2480 3132 2426 2286 2937
United Arab Emirates 7 91 0 40 | 24 12 29 18 61

United Kingdom of Great Britain and Morthern Ireland 26 277 942 78 54 1226 4613 3423 5087 7085 5207 4046 6090 11 980 1243
United Republic of Tanzania | i L] ]
United States of America 3044 2115 18 15 609 18975 17 972 20679 32971 28639 48 277 18 718
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Bogmaca Epidemiyoloji

* Bogmaca insidansi klinik olarak rapor edilen insidanstan onemli dl¢lide daha
yuksek

e 21 hafta oksuriigl olan ergen ve yetiskinlerin %13 ila 20’sinde bogmaca oldugu
saptanmis (cogu vakada >3 hafta oksuruk)



Bogmaca Asilarinin Koruyuculugu

* Primat verileri, aseluler bogmaca asilarinin klinik hastaliktan korudugu, ancak
asemptomatik veya subklinik enfeksiyonunasiya ragmen gelisebilecegini ve
duyarl bireylere yayilmasiyla sonug¢lanabilecegini gostermektedir

* Aseltler bogmaca asilarinin uygulamaya konulmasina ragmen, son on yilda
dliinyanin ¢ogu yerinde bogmaca vakalari artiyor

e Vakalarin kiiglik cocuklardan ergenlere ve yetiskinlere dogru kaymasinin esas
nedeni kalici bagisikhgin olmamasi



Bogmaca Asilarinin Koruyuculugu

Table 3. Efficacy Studies of the Tetanus Toxoid—Reduced Diphtheria Toxoid—Acellular Pertussis, Adsorbed (Tdap)
Vaccine.

Calculated Efficacy

Study Study Type Study Participants (95% Confidence Interval)

Ward et al.* Randomized, controlled 2781 participants 15-65 yr 92% (32 to 99)
of age

Rank et al.* Cohort 167 participants 12-19yr  78.0% (60.7 to 87.6) for clinically diag-
of age nosed or laboratory-diagnosed cases

of pertussis; 85.4% (83.0 to 87.5) for
only laboratory-diagnosed cases of

pertussis
Wei et al.** Cohort 266 grade-school students 65.6% (-38.8 to 91.3) for confirmed or
=11 yr of age probable cases of pertussis; 70.5%

(-110.3 to 95.9) for only confirmed
cases of pertussis




Reported DTaP Vaccine Status of Children with
Pertussis, Ages 6 months through 6 years

Completed Primary

Vaccine History . Undervaccinated :
Age Uaknown Unvaccinated (1-2 doses) DTaP Series Total
(3+ doses)

No. (%) No. (%) No. (%) No. (%) No.

6-11 mo 36 (39.6) 4 (4.4) 8 (8.8) 43 (47.3) 91
1-4 yrs 153 (41.2) 11(3.0) 21(5.7) 186 (50.1) 371
5-6 yrs 28 (33.7) 5(6.0) 3(3.6) 47 (56.6) 83
Total 217 (39.8) 20(3.7) 32(5.9) 276 (50.6) 545

Footnote: CDC recommends all children receive at least 3 doses of DTaP by age 6 months. DTaP coverage in the United States is
very high. Over 95% of all children 19-35 months of age have received at least 3 doses of DTaP. This table illustrates a similar trend
among the pertussis cases reported during 2022—the majority have received at least 3 doses of DTaP. Because protection from
DTaP wanes over time, even children who are up to date with their pertussis vaccines may contract pertussis. Unvaccinated
children are more likely to contract pertussis and have more severe disease than those who are fully vaccinated. These data cannot
be used to interpret vaccine effectiveness or to assess risk, as the data are incomplete and thereis no healthy comparison group.



Asilama ile Asamadiklarimiz-Bogmaca

* Gecmisteki asiya ragmen ortaya cikan salgin deneyimleri

e Halen etkenin dolasimda olmasi (asiya ragmen)

e Zaman icinde azalan koruyuculuk (dogal enfeksiyon ya da asiya bagh)

* ilave pekistirme dozlar ve koza stratejisinin tam olarak uygulanmamasi
e Kapsayiciliktaki durum?
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* Kelebek etkisi bir sistemin baslangic verilerindeki kuictik degisikliklerin
buyuk ve 6ngorulemez sonuclar dogurabilmesine verilen addir



Reported pertussis cases, United States, 1922 to 2016
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DTP: diphtheria, tetanus toxoids, and pertussis vaccine; DTaP: diphtheria, tetanus toxcids,
and acellular pertussis vaccine; Tdap: tetanus toxoid, reduced diphtheria toxoid, and
acellular pertussis vaccine.

Reproduced from: Centers for Disease Controf and Prevention. Pertussis (Whooping Cough): Surveillance &
Reporting. National Notifiable Diseases Surveillance System and Supplemental Pertussis Surveillance
System and 1922-1949, passive reports to the Public Health Service. Available at:

http:fwww. cde. gov/pertussis/surv-reporting. htm! (Accessed on November 27, 2018).

Copyrights apply



A Meningitis mortality rate per 100 000 population, both sexes, <Syears, 2019
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B Meningitis incidence rate per 100000 population, both sexes, <5 years, 2019

-

Global decile interval
Il <380 [ 286-9 and <100-0
Ml >380and <470 B 21000 and <1250
Bl >470and<57-7 M >1250and <2730
B 2577and <691 Hl>273.0and <3610
CJ:691and <869 MM >361.0

Eastern
Caribbean and central America Persian Gulf Balkan Peninsula Southeast Asia West Africa Mediterranean

‘J’
\'i\_.
® - ~ =
- J}Q.-:

K5

Northem Europe

3

Figure 1: Meningitis mortality (A) and incidence (B) rates per 100 000 population among children younger than 5 yearsin2019
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