Program 11. narodniho ockovaciho dne
sobota 28. kvétna 2005

Autoklub CR v Opletalové ulici, Praha 1 od 8.30

Prof. MUDr. Jan Janda, MUDr. Jitka Skovréankva, za Ceskou pediatrickou spolecnost: Uvod

Louise Gare-Leech (Technical Officer, WHO Regional Office for Europe, Copenhagen): Priorities for
advocacy and effective communication

MUDr. Sylva Kvdsova- MZd CR: Soudasna situace vakcinace u déti v CR — novinky 2005

Wolfgang Maurer, MD, Universita Viden: Austrian experience with hexavalent vaccines and aspects of
acellular pertussis booster.

Prof. MUDr. Sv. Dluholucky, Slovenskd pediatr. spol.: Sou¢asna situace vakcinace u déti na Slovensku
MUDr. Hana Cabrnochovad, SPLDD: O¢ekavané zmény ockovaciho schématu z hlediska PLDD
PharmDr. Josef Bakes, CLK: Uchovavani, distribuce a interakce o¢kovacich litek

Prof. MUDr. Karel Krepela, katedra pediatrie IPVZ, FTN Praha: Problematika BCG vakcinace v Ceské
republice

MUDry. Helena Ambrozova, infekcni odd. FN Bulovka: Rotavirové infekce ve svété a u nas - moznosti
vakcinace

Doc. MUDr.Petr Pazdiora, infekéni klinika FN PLzeii: Epidemiologie rotavirovych infekei v CR,
zkuSenosti z plzeniské FN

MUDr. Jan Sixta, GSK Biologicals: MoZnosti vakcinace proti rotavirim
Prestavka, oblerstveni

MUDr. Véra Struncovd, infekcni odd. FN PLzesi: Fatalni priabéh kli§tové meningoencefalitidy

Prof. MUDr. Jan Janda, za Ceskou pediatr. Spol. a Pracovni skupinu ockovani u déti v CR: Zavainé
pneumokokové infekce v détstvi

MUDr. Jitka Skovrankova, ambulance ockovani, FN Motol : Prevenar - nova konjugovana o¢kovaci latka
proti pneumokokim

MUDr. Eva Darikova, imunologicke centrum Imumed: O¢kovani a konzultace na imunoalergologické
ambulanci

Zavérem panelova diskuze - Dr. Skovrankova a Dr. Cabrnochova jako zastupce PLDD.

Prezentace firem

Ptedpokladany konec akce okolo 15. 00 odpoledne
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Program of 11™ National Vaccination Day, Czech Republic
Saturday. 28™ of May 2005, 8.30 a.m.
Place of venue: Autoclub of the Czech Republic, Opletalova ulice, Prague 1

Prof. Jan Janda, MD, Jitka Skovrankova, MD, on behalf of the Czech Pediatric Society:
Introduction

Louise Gare - Leech, Technical Officer, WHO Regional Olffice for Europe, Copenhagen: Priorities for
advocacy and effective communication

Sylvie Kvasova,- Ministry of Health CZ: Vaccination in the Czech Republic (up to date)

Wolfgang Maurer, University Wien: Austrian experience with hexavalent vaccines and aspects of
acellular pertussis booster.

Prof- Sv. Dluholucky, MD, Slovak Pediatric Society: Contemporary vaccination policy in the Slovak
Republic

Hana Cabrnochovda, MD, Pediatric GP's Society: Expected changes in the CZ-vaccination schedule -
point of view of CZ-pediatric practitioners

Bakes Josef , Pharm.Dr, Czech Pharmacist Chambre: Vaccines preservation, distribution, interactions

Prof. Karel Krepela, MD, pediatric dept. IPVZ, FTN Praha: TBC and vaccination in the Czech Republic-
2005

H. Ambrozova, MD, Dept. of Infection, University Hospital Bulovka:
Rotavirus infection in world and in our country — possibilities of vaccination

Assoc. Prof. Petr Pazdiora, Dept. of Infection, Charles University Hospital Pilsen:
Epidemiology of rotavirus infection in CZ - experience from the University Hospital Plzeii/Pilsen,
Czech Republic

Jan Sixta, MD, GSK Bilogicals : Possibilities of vaccination against rotavirus infections

Assoc. Prof. V. Struncovd, MD, Dept. of Infections, Charles University Hospital Pilsen:
Fatal outcome of a FSME (A case report)

Prof. Jan Janda, MD, on behalf of the Czech Pediatric Society and Working Group on Vaccination Children
in the Czech Republic: Severe pneumococcal infection in children

Jitka Skovrdnkovd, MD, vaccination ambulatory, Charles University Hospital Motol:
Prevenar- a new conjugated vaccine against pneumococcal infection

Eva Darnkova, MD, Immunology Centre : Vaccination and consultation in an out-patient department
for immunology and allergology

Panel discussion- panelists:
Jitka Skovrankova, MD a Hana Cabrnochova, MD (on behalf of pediatric GP)
Expected end of the meeting ca 3.00

Coffee breaks, refreshment at noon
exhibition of the vaccines producing pharmaceutical companies
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Vazené kolegyné a kolegové,

schazime se opét pii prilezitosti jiz 11.narodniho ockovaciho dne, v poslednich létech jiz tradicné
v Autoklubu CR.

Smyslem nasich jednani je informovat nasi pediatrickou vefejnost o poslednich novinkach v oblasti
vakcinace u déti a dorostu a také o vyvoji a trendech o¢kovacich programti v zahranici. Proto se naSich akci
pravideln€ ucastni zahrani¢ni hosté.

Ugast ptivodné piislibili i pracovnici evropské centraly pro o¢kovani v Kodani, které zaujala
anglicka verze naSich abstrakt z minulych ro¢nikti Ockovacich dni. Nakonec se nam museli omluvit, Ze se
osobn¢ nemohou zucastnit, v abstraktech ale otiskujeme jejich ptispévek ve formé power-pointové
prezentace. Jsme také zvédavi, jaké zpravy ptinesou nasi slovensti kolegové, organizace ockovani na
Slovensku se zcela zménila (vakciny v ramci pravidelného ockovani jiz nezajistuje stat, ale zdravotni
pojistovny !). Host z Vidn€ nas bude informovat o soucasné situaci polyvalentnich vakcin u déti
v sousednim Rakousku.

Jak jisté vite, naSim pranim je cesta ucinnych a bezpecnych polyvalentnich vakein, které odpovidaji
modernim trendiim a zjednodusuji praci pfedevsim praktickym pediatrim a také omezuji pocet injekci, které
nejsou prili§ oblibenym vykonem v zadné vékové skuping.

O vyhlidkach na zménu ockovaciho kalendatre budou informovat zastupci ministerstva zdravotnictvi
a praktickych 1ékaiti pro déti a dorost. Budete informovani i o poslednim vyvoji jednani o BCG vakcinaci
v CR.

Program naSeho jednani se dnes soustiedi i na zdvaznou problematiku rotavirovych infekci, které se
v poslednich létech stavaji doslova metlou détskych lizkovych oddé€leni a vyznamné komplikuji jejich bézny
rezim.

Dalsim epidemiologickym problémem ve vyspélych zemich se stavaji pneumokokové infekce, predevsim
u déti nizkych vékovych skupin. V dnesni dobé jsou ucinné vakciny proti rotavirim i pneumokokim
komercné dostupné, je tieba ovsem diskutovat za jakych okolnosti je mozno pouzit je i u nas. Neni tieba
zduraziovat, Ze jako obvykle je tfeba vzit v ivahu finan¢ni naklady spojené se zménami ockovaciho
schématu.

Vitame, Ze se jiz podruhé v programu objevuje také prispévek zastupct lékarnické komory, aktivita
této profesni skupiny je v zahrani¢i ve srovnani s nami podstatné vyssi, ale i u nas se rozsah jejich ¢innosti
bude rozsitovat.

Abstrakta letosni akce budou v nejblizsi dob€ opét vyveésena na webové strance
www.ockovanideti.cz.

Doufame, ze dnesni program rozsifi resp. doplni Vase poznatky v dulezité oblasti prevence, kterou je
pravé oCkovani u déti a dorostu.

za organizatory
Prof. MUDr. Jan Janda, CSc.

Praha, kvéten 2005



Priorities for advocacy and effective communication

Louise Gare-Leech (Technical Officer, WHO Regional Office for Europe, Copenhagen):

Priorities for
advocacy and effective
communication

Louise Gare-Leech
Technical Officer, WHO Regional Office
for Europe

Background to presentation
1

Enhanced advocacy needed at Regional level
because:

Relatively low disease incidence - results in lack of
attention

- Large, sporadic disease outbreaks

- Decreasing [ unequal vaccination coverage rates
- Vulnerable groups exist the Region

- More partners, more sectors influencing health
agenda

VPI Communication strategy in development

Background to presentation
3

. Enhanced advocacy needed at Community
level because:

- Decreasing attention to immunization (less disease)
- Lack of knowledge of the benefits of vaccination

- Strong influence of media scares / anti vaccination
groups

- Health care providers well respected

- Vulnerable groups with limited access

Purpose of
this presentation

. To understand the significance of advocacy
and communication for Immunization

. To propose Immunization Week 2005 as a
strategic approach to advocacy

. To discuss the next steps for implementing
this approach

gackground to presentation

. Enhanced advocacy needed at National level
because:

- Reorganization of (primary) health care services

Health professionals no longer fear infectious

diseases

Low political commitment to immunization
ources)

Competing health priorities

Unequal access to services particularly for
vulnerable groups

Migration / internally displaced groups

Outline of
this presentation
Why
Immunization
Immunization week?
week 2005 -
A strategic

approach




Priorities for advocacy and effective communication

Louise Gare-Leech (Technical Officer, WHO Regional Office for Europe, Copenhagen):

_ - - The role of advocacy and
Advocacy — a definition communication -

Advocacy is any effort
+ to influence policy and decision makers

. to fight for social change

. to transform public perceptions and attitudes
. to modify behaviours

. to mobilize human and financial resources

Source: "Advocacy for Immunization”, produced for the L‘T by the Bill and
Mialinds Gates Children's Vaccine ﬁwram at PATH, 201

Outline of The elements of the i
this presentation Immunization Week strategy
1. Background — goals of VPI
Why 2. Objective for the Inmunization week
The role of advocacy Immunization 3. Target audience
and communication week? 4. Possible critical barriers
5. Strategies and indicators
Sustained and well 6. Collecting data to implement strategies
Organized advocacy 7. Key messages — overall and sub-key

efforts can lead messages
to meaningful change 8. Fallback strategies
9. Activities
10. Milestones and timeline
11. Budgets

Analyse the barriers and develop

c e strategies - =
The overall objective of
z z ‘:i’ Critical barriers rategies
Immunization Week T N - L —
and tmely imm unizatbon parents/carers and health care providers [
Z) Problems with reaching vulnerable and/or ddficult to reach | B, Implement specific imm unizabion campagns
population groups hard to resch [ wuinersbie growes
3) Some groupd tnd 0 AEume that v accine-graventable €. Streds the theme "fafe mmunizaton”
aseases #e nolonger a threat
. . ;;Auu&-w TS than the
y
To draw attention to and increase awareness o L T

member states a detailed and cperational plan of acticn for
thie national imm LRization programme

of the importance of every child’s need and
right to be immunized. A special focus will be

placed on vulnerable groups.

J Low political commitm ent and under-inm estm ant

stems vary throughout the Regon



Priorities for advocacy and effective communication

Louise Gare-Leech (Technical Officer, WHO Regional Office for Europe, Copenhagen):

Example: Problem - low political
commitment and under — ]
investment (1/4)

. Strategy D: Member States could develop and
implement a detailed and operational plan of action for
the national immunization programme.

Audience for advocacy: Decision makers

Audience influenced by: Experts, National opinion
makers , NGOs , Civil groups, Medical association,
Patient associations, Manufactures, Cross border
collaborations, Media, Facts about Cost-benefits,
Current health situation

Example: Problem - low political
commitment and under ‘:til—l
investment (3/4)

Develop key messages for your decision-
makers

- Immunization is one of the most cost-effective
interventions available and saves the government
XX Euros per year (facts, facts, facts)

. Decreasing vaccination coverage could result in
000’s of new cases / deaths of xxx per year

- Measles is more contagious than SARS

Outline of
this presentation

Immunization
week 20035 strategy

The role of advocacy

VoL A strategic approach
and communication

to organise our
data to develop
Sustained and well The rights messages
Organised advocacy | For the right audience
efforts can lead
to meaningful change

Example: Problem - low political
commitment and under _j
investment (2/4)

Gather your facts/evidence, find out what you
need to know to influence your audience

Cost-effectiveness - To fully immunize a child costs
around US$17 (source: World Bank 2001). How much

in my country?

.

Disease incidence / burden in my country?

Vaccination coverage in my country?

.

.

Equal or under-served communities in my country?

Example: Problem - low
political commitment and
under investment (4/4) -

Plan your activities

Key message: Measles is more contagious than SARS

. Audience: decision maker / policy maker (Ministry of Health,
ministry of education, ministry of finance)

. Activity: Identify national spokespersons (team of top-
level individuals to approach relevant policy makers
and/or the policy maker’s key staff. Lobby and build
relationships. Dialogue becomes constant, policy makers
begin to understand the issues).

Channels to use: letters, telephone, email, networks, meetings,
international representatives in country

Responsible for activity: country communication focal point

Immunization week 2005 is
an opportunity to increase =]
momentum —

. We all recognise the need for increased
advocacy activity

. By planning our activities during the same
week/month, we can achieve greater
impact across the European Region

. We can capitalise on the resources
available

. Immunization week strategy will provide a
platform to build our advocacy efforts year
on year



Priorities for advocacy and effective communication

Louise Gare-Leech (Technical Officer, WHO Regional Office for Europe, Copenhagen):

In summary

Next steps iy

Strategy needed:

to help organise
Data / information to
Develop the right
messages

for the right audience

Role of advocacy:
ongoing and well
organised advocacy
can lead to

Immunization Week:

let's work together

to ensure progressive,
and ongoing advocacy
for Immunization

long-term behavioural
change

Last word...

. I hear, I forget

. I see, I remember

. I experience, I understand

Chinese proverb

. Discussion...

. Programme managers are requested to
complete and return questionnaires to
EURO to help further planning

. National communication focal points to be
identified

. Some countries may wish to pilot certain
advocac?l activities - this will help with
future planning

Let's keep advocating for immunization - to
ensure healthy futures for our children and
grandchildren!

Thank you!




Abstrakt avodniho slova na Narodnim o¢kovacim dni dne 28.5.05

Soucasna situace vakcinace u déti v CR — novinky 2005
Sylva Kvasova MZd CR

V souladu se zavery Poradniho sboru pro preventabilni ndkazy se MZ pokousi vyuzit vSech nastroju, které
by umoznily =ziskat finan¢ni prostiedky na zavedeni hexavakciny obsahujici antigeny proti
DITEPEIPVVHB a Hib. Idealnim feSenim by byla moznost zavést toto ockovani do ockovaciho kalendare
déti jiz od 1.1.2006, nicméné je tfeba povazovat za dulezité, Ze toto ockovani nelze z technickych dtvoda —
zejména piechod z OPV na IPV zahdjit v poloviné roku. Pokud se nepodafi zajistit pro pfisti rok posileni
rozpoétu kapitoly MZ o castku cca 150 milioni K¢ na toto oCkovani bude samoziejmé snaha MZ
pokracovat v jednanich tak, aby bylo mozné toto ockovani zavést od 1.1.07.

Uvedena jednani nejsou jednoduché a casto narazi na jiné predpisy ¢i ustanoveni. Tak napiiklad v bfeznu
letodniho roku bylo pfijato usneseni vlady ¢&islo 338 k analyse mandatornich vydaji statniho rozpoétu CR,
které uklada Elentim vlady a vedoucim ostatnich ustfednich orgdnil statni spravy zajistit , aby navrhy
koncepcnich materiald a legislativnich zmén nemély dopady na zvySovani mandatornich vydaji statniho
rozpo&tu CR s cilem jejich podil na vydajich statniho rozpodtu CR snizovat.

V Praze dne 19.5.2005 MUDr. Sylvie Kvasova






Experience in Austria with Hexavalent Vaccines and Aspects of AcellularPertussis Booster

Wolfgang Maurer, University Wien

Two hexavalent vaccines have been EU-licensed in October 2000. They protect against Tetanus, Diphtheria,
Pertussis, Poliomyelitis I-1II,Haemophilus influenzae b and Hepatitis B. Beginning with 2001 until end of
2004 over one million doses have been distributed in Austria using a vaccination schedule 3, 4, 5 month and
a 4”th shot in the 2”nd yr of life.

The advantage of a hexavalent vaccine results in less injections, less burden of non-active ingredients, an
increase of coverage, convenient application, less visits and the possibility to add new vaccines (i.e.
conjugated pneumococcal vaccine). Calculated from distributed doses the 2004 coverage was 98%.

On a global scale about 16,6 million doses of hexavalent vaccines have been distributed until end 2004.

A switch from OPV to IPV without additional injections is possible with hexavalent vaccines. Vaccination
against Hepatitis B is important in the 1”st year of life since viraemia in saliva is 1/10 of plasma viraemia
making transmissions possible at an age where the disease frequently results in chronic carrier state.

The incidence of pertussis remained low in Austria since 2001 and the mean age of infection of 68month
suggests a necessary booster during childhood due to waning immunity.

Concerns of parents regarding potentially overhelming the immune system is unsubstianted since hexavalent
vaccines contain 22 or 23 antigens compared with 3000 antigens of the classical DTwWPER-vaccine.

One death occurred following vaccination, but in the year prior to introduction of hexavalent vaccination 4
SIDS cases were diagnosed but only 23 SIDS cases in the 17st year of general hexavalent vaccination,
suggesting that a causal link is highly unlikely.

Although it is believed, that pertussis ia an important childhood disease it is now evident, that pertussis is a
frequent cause of prolonged cough illness in adults and adolescents, for elderly people pertussis is an
important risk, since cough attacks can result in fatal brain bleeding.

With the availability of combined vaccines containing acellular pertussis antigens it is now possible to ovoid
waning pertussis imunity with acellular pertussis booster vaccination. The recommendation of regular
pertusis booster every 10 years was first taken up in the 2002-vaccination plan in Austria. Coverage is slowly
increasing, also due to the nonavailability of monovalent pertussis vaccine.

In order to avoid nosocomial infections pertussis vaccination should be a moraal duty for all health care
workers, the employer must offer thisvaccination free of charge, according to EU directive 54/2000.

Since a serological pertussis protection correlate does not exist, careful pertussis surveillance is necessary. It
may be that pertusis vaccination is an evolutionary pressure for Bordetella pertussis to mutate and so
potentially escape protective immunity.

10



11



Soucasna situace vakcinace u déti na Slovensku
Prof. Sv. Dluholucky, Slovenska pediatricka spole¢nost
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Ocekavané zmény ockovaciho schématu z hlediska PLDD

Hana Cabrnochova
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Distribuce, uchovavani ockovacich latek a jejich interakce s 1é¢ivy
Josef Bakes, Ceska 1ékarnicka komora

Vsechny vakciny, vcetné veterinarnich jsou zajistitelné pies 1ékarny. Prakticky jsou mnohodavkova
baleni uréend pro kolektivni ockovani doddvana pfimo do ordinaci via SZU nebo KHS. Oc¢kovaci latky
podavané na oddé€lenich nemocnic, mohou byt distribuovany pouze prostiednictvim ustavnich
(nemocnic¢nich) Iékaren nebo Iékaren s odbornymi pracovisti, které sméji zasobovat lizkova zatizeni.
Rozviji se distribuce kombinovanych vakcin pfedev$im (hexavakciny DTaP+Hib+HBV+IPV), vyjma
HAYV + HBYV - klesa pocet nezajisténych pacientl spadajicich do v€kového limitu 5-11 let. Stejné tak v
utlumu jsou monovakciny obsazené v kombinovanych (HiB).

Od vyroby az po Iékarnu je kazdy kus léku dohledatelny a evidovan. Stejné€ ptisné pozadavky se vztahuji i na
uchovavani ve vyrobnich a distribu¢nich skladech, na transport a uchovavani v lIékarn¢ az do samotného
vydeje pacientovi nebo zdravotnikovi. Uchovavani termolabilnich 1éCiv je dle Spravné lékarenské praxe
v dvojim teplotnim rozmezi a) 2-7°C; b) 8-15°C. U stabilnich 1é¢iv 16-25°C. Cilem je zachovat posloupnost
spravného teplotniho rezimu Ié¢iva ve vSech stupnich skladovani vcetné uchovavani pacientem — teplotni
fetézec.

Lékarnik je terminalnim ,,bezpecnostnim prvkem* systému zdravotnictvi a jeho role se vlivem narGstajiciho
samoléceni posiluje i v oblasti primarni zdravotni péce. Vzrista pacientska potfeba v jeho schopnosti
relevantni prediagnostiky, terapie a spravnych 1é¢ebnych postupi, prevence a edukace pacienttl. CLK klade
na edukaci pacienti a motivaci vni vyznamny dlraz. Stejné tak umoznuje lékarnikiim pravidelné i
mimotadné skolici a odborné vzdélavaci akce, seminaie a prednasky za ucasti odbornikd vcetné 1ékatskych
autorit z praxe. StéZejni v praci Iékarnika stale zOstdva spoluprace s lékafi pievazné v oblasti
klinickymi farmaceuty nebo specializovanymi nemocni¢nimi lékarniky v oblasti farmakodynamiky a
farmakokinetiky 1é¢iv v ramci konsilii. Naprosto neodmyslitelnou slozkou prace je farmakoekonomické
mysleni v ramci 1ékové politiky konkrétniho lazkového zafizeni. Ve vztahu k pacientim pfichdzejicim z
ordinaci pediatra (PLDD) je role 1ékarnika v pozici nejen ,,diskrétniho farmako-oponenta® 1ékare a soucasn¢
obhajce jeho postupt, ale také trpélivého poradce rodi¢ti obdafeného psychosocialnim povédomim.
Vyznamnym prvkem v pracovni naplni dispenzacni Cinnosti lékarnika je odhalovani farmakointerakei,
sledovani nezadoucich uginki. VCR je postoj odborné veiejnosti k farmakointerakcim nizky.
V zahrani¢nich nemocnicich je iatrogenné negativni vliv na zdravi pacienta z diivodu nevhodné kombinace
l1é¢iv snizovan az eliminovan specializovanym lékarnikem, ktery v pozici vystupni kontroly pfepracuje
lékafem navrZzenou medikaci nebo ji potvrdi. Tento symbioticky mechanismus se nemocnicim vyplaci jako
ochrana ptfed soudnimi spory s pacienty. U ockovacich latek je situace jina. Kontraindikace, nezadouci
ucinky, postvakcinacni reakce prevazné sleduje lékar sam. Stejné tak interakce v ramci vakcina¢niho
programu — odstupy mezi podavanim vakcin. Zde 1ékarnik zajistuje roli ,,monitora na vyzadani“. Lékové
farmakokinetické interakce se déji na urovni: absorbce, distribuce, biotransformace, eliminace. U 1é¢iv jsou
nejcastéji na Urovni distribuce ovlivnény (CYP1A2, CYP2B6, CYP2C8, CYP2C9, CYP2C19, CYP2D6,
CYP2E1, CYP3A4 a P-glykoprotein)  Nezadoucim dé&em je tak nechténé ovlivnéni cinnosti
farmakodynamiky léciva, fyziologické reakce nebo faktoru, ovlivnéni miry a rychlosti biologické
dostupnosti 1é¢iva nebo dalSich 1é¢iv, at’ uz prosttednictvim léciva prvniho nebo prostfednictvim nékteré¢ho
z jeho metabolitli nebo vlivem nasledné biotransformace organismem. U ockovacich latek dochazi ve vztahu
k jinym lé¢iviim minimalné ke dvéma znamo moznym interakcim:

- 1. pfimym vlivem Ié¢iva na imunitni systém muze dojit k neodpovidajicimu navozeni protilatkové
odpovédi podané ockovaci latky, timto se vyznacuji imunosupresiva, glukokortikoidy, néktera
antibiotika, antimykotika, antivirotika, sporny je vliv imunomodulatort.

- 2. ptimym vlivem 1é¢iva nebo skupiny 1éCiv a jejich metabolitd ve volné nebo vazané formé mize
dojit piikladné u adsorbovanych vakcin k vazbé mezi nosi¢em antigenu a lé¢ivem, coz mize
ovlivnit navozeni protilatkové odpovédi.
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Distribution, storage of vaccines and their interactions with medicines
Josef BakesCzech Pharmacist Chambre

All vaccines including veterinary vaccines are supplied through pharmacies. Multidosage packages
determined for group ( collective) vaccination are supplied directly to surgeries via the State Health Institute
or the Regional Health Authority. Vaccines used in wards of hospitals can be delivered only through hospital
pharmacies or pharmacies with professional workplaces, which are allowed to supply inpatient facilities. The
distribution of combined vaccines has developed especially ( hexavaccines DtaP +Hib+HBV-+IPV), HAV +
HBYV excepted ( a number of non - vaccinated patients in age limit of 5 — 11 years has reduced). In the same
way monovaccines included in combined (HiB) are reduced.

It is possible to find and record each medicine starting from production and finishing in a pharmacy.
Suchlike strict requirements are also applied to the storage in the production and distribution stores, to the
transport and storage in a pharmacy and the dispensation to a patient or a health professional. The storage of
thermolabile medicines is according to the Good dispensation practice in two temperature range a) 2 - 7
degrees of Celsius, 8 - 15 degrees of Celsius, as for stable medicines it is 16 - 25 degrees of Celsius. The aim
is to keep sequence of a temperature schedule of a medicine at all stages of storage including storage by a
patient - temperature chain.

A pharmacist is a final ,, safety element* of the health service and its role has been also strengthened in the
field of primary health care, which is caused by increased interest in self-medication.

The patient’s need of relevant prediagnostics, therapy and right methods of treatment, the prevention and
education of patients has increased. The Czech Chamber of Pharmacists put great emphasis on the education
of patients and their motivation. It arranges for pharmacists regular and special training activities, seminars
and lectures. Professionals including physicians (experts) from practice give lectures and manage workshops
here. A pharmacist concentrates its work mainly at cooperation with physicians especially in the field of
pharmaco - counselling. Moreover, the level of counselling is more specific in hospitals. It is performed by
clinical pharmacists or specialized hospital pharmacies in the fields of pharmacodynamics and
pharmacokinetics within consultations. Pharmacoeconomic thinking within the medicine policy of a concrete
inpatient facility forms an integral part of work. In relation to patients coming from surgeries of
paediatricians a pharmacist is not only a ,,discreet pharmaco - opponent™ of a physician and a defender of its
procedures, but also is a patient adviser of parrents, who has psychosocial skills. An important element of
working description of dispensing activity of a pharmacist is identification of pharmacointeractions and
following of adverse effects. In the Czech Republic we can not speak about good attitude of professional
public to pharmacointeractions. In foreign hospitals a specialized pharmacist reduces or eliminates negative
effect on health of a patient resulting from an incorrect combination of medicines. This pharmacist revises
medication proposed by a physician or confirms it from a position of final control. This symbiotic
mechanism is beneficial for hospitals in the case of legal disputes with patients. As for vaccines that’s a
different matter. Contraindications, adverse effects, postvaccination reactions are followed by a physician
like interactions within a vaccination programme - intervals between vaccines use. Here a pharmacist plays a
role of ,, monitor on request“. Drug pharmacokinetics interactions occur on the level: absorption,
distribution, biotransformation, elimination. As for medicines there are most often influenced on the level of
distribution : (CYP1A2, CYP2B6,CYP2C8, CYP2C9, CYP2C19, CYP2D6,CYP2E1,CYP3A4 and P —
glycoprotein). Undesirable influence of activity of pharmacodynamics of medicine, physiological reaction or
factor, the influence of degree and speed ( rate) of biological availability of medicine or other medicines
either through first medicine or some of its metabolites or under influence of subsequent biotransformation
by organism are unwelcome actions. As for vaccines a minimum of 2 possible known interactions occur in
relation to other medicines:

- Under a first direct influence of medicine on an immune system there can happen unsuitable
antibody answer of a supplied vaccine ( immunosuppresives, glucocortikoids, some antibiotics,
antimycotics, antivirals, the effect of immunomodulators is controversial.

- Under a second direct influence of medicine or group of medicines and their metabolites in a free or
fixed form as for adsorbed vaccines there can create a bond between a holder of antigen and
medicine, which can influence the creation of antibody answer.
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PROBLEMATIKA BCG VAKCINACE V CESKE REPUBLICE
Karel K#epela, P. Nykodymova, E. Sejdova, J. Baly, E. Vitkova

Klinika pediatrie IPVZ a 1. LF UK, FTN Praha, Plicni odd¢leni Riéany a Kutna Hora,
Kalmetizaéni odd. Praha 4., SUKL, Praha

Od roku 2001 pretrvava stale zvySeny vyskyt komplikaci po BCG vakcinaci, které souviseji s témito faktory:
s druhem a davkou vakciny, s technikou aplikace, s vékem ockovaného, s jinym ockovanim.

Druh a davka vakciny: Dnes uzivana danska vakcina SSI Copenhagen je z danského kmene 1331 stejné
jako do té doby uzivana vakcina Behring. Také davka je srovnatelna. Zvyseny vyskyt komplikaci nesouvisi
se zménou vakciny.

Technika aplikace: Oc¢kovani v porodnicich davkou vakciny 0,05 ml s pfisnou intradermalni aplikaci musi
provadét k tomu uréeny erudovany 1ékar s dostate¢nou praxi. Mnohde se tak nedéje, ockujici se stiidaji podle
toho, kdo ma sluzbu.

Vék ockovaného: Nejvétsi vyskyt komplikaci je u déti kalmetizovanych po porodu. Déti, které se po
porodu ockuji proti hepatitidé B a BCG vakcinace se provadi az mezi 7.-12. mésicem véku maji BCG
komplikace v minimalnim poc¢tu. Kostni komplikace po BCG vakcinaci se vyskytuji jen u déti oc¢kovanych
po porodu. U déti s vrozenym defektem imunity, které jsou kalmetizovany po porodu, kdy defekt neni dosud
zjistén, hrozi generalizace infekce s letalnim pribéhem.

Vliv jiného ofkovani: Vyznamny vzestup lokalnich komplikaci nastal po zavedeni tetravakciny DiTePeHib
spole s vakcinou proti hepatitidé B vroce 2001. Tyto komplikace se objevuji i po aplikaci Infanrixu,
poliovakciny, pentavakciny a hexavakciny. Rozbor piipadi osetfenych s BCG komplikacemi na vyse
uvedenych pracovistich prokazal, ze vyskyt téchto druhotnych komplikaci ¢ini az polovinu vSech
komplikaci. Ukazuje se, ze nezalezi na druhu vakciny, ale na ptili§ kratkém intervalu mezi BCG vakcinaci a
dalsim ockovanim. Dalsi ockovani se mize podat az po zhojené jizv€é po BCG vakcinaci, coz byva nejdiive
ve véku 3 mésicti, ale mnohdy i1 pozdé&ji. Pfesto komplikace vznikaji i pfi téchto intervalech. Idedlni interval
by byl alespon 6 mésicil.

Zavér: Ke snizeni poctu BCG komplikaci je tfeba zkvalitnit techniku ockovani v porodnicich. Druhotné
komplikace po dal$im ockovani by se podafilo sniZit prodlouzenim intervalu mezi BCG vakcinaci a dal§im
ockovanim alesponi na 6 mésicii. Prodlouzeni doporu¢ené MZ od 1.9.05 na 12 tydnt situaci nefesi, vétSina
deti je jiz dnes ockovana v tomto terminu nebo dokonce pozdé;i.

Vyznamny pokles komplikaci je mozno dosahnout zménou okovaciho kalendate, kterou doporuéila Ceska
pneumologicka a ftiseologicka spolecnost, kdy by se primovakcinace proti tbc posunula mezi 7.-12. mésic
ditéte jako je tomu u déti ockovanych po narozeni proti hepatitidé B. Tento navrh ma fadu vyhod:

Vymizi problém s dodrzenim spravné techniky ockovani v porodnicich.

Vymizi riziko ockovani déti s vrozenym defektem imunity.

Vymizi kostni komplikace, které vznikaji jen u déti ockovanych po porodu.

Vymizi zcela druhotné komplikace a nedojde k naruseni ockovaciho kalendafe jejich protrahovanym
hojenim.

Ockovani budou zajistovat kalmetizacni oddéleni, kde pracuji kvalifikované sestry s dostatecnou erudici.

PROBLEMS OF BCG VACCINATION IN THE CZECH REPUBLIC
Karel Ktepela, P. Nykodymova, E. Sejdova, J. Baly, E. Vitkova

For BCG vaccination a live vaccine prepared from a Mycobacterium bovis strain is used. After this
vaccination we observe during several last years increase of postvaccinal complications, who depend on:

e The type and dose of used vaccine: nowadays we use a danish vaccine Copenhagen,

which is prepared from a danish strain 1331. The Behring vaccine used before was prepared from the same
strain. The dose of these two vaccines is comparable . The change of used vaccines was not reason for the
increase of postvaccinal complications.

e Technical skill of persons, who vaccinate newborns, is necessary, otherwise more

postvaccinal complications must be expected.

e The age of vaccinated children: most local postvaccinal complication are observed in

20



newborns vaccinated after birth. Osteoarticular BCG complications are found only in these children. A
vaccination of a newborn with a congenital defect of immunity, which is not yet diagnosed, can lead to a
letal BCG dissemination.

e Coincidence with other vaccination: A significant increase of local complications after

BCG vaccination is observed after introduction of tetravaccine DiTePeHiB together with the hepatitis B
vaccine in the year 2001. These vaccines are applicated from the third month of life and duringe several next
weeks reactivation already healed scars after BCG vaccination or enlargement of lymhnodes in the left
axillary reagon with colliquation are observed. It is evident, that the interval between BCG vaccination and
next vaccination is short, it should be minimal 6 month.

e Summary: A proposal to change the vaccination schedule was given: to shift the BCG

vaccination from the newborn’s period to the age between the 7. and 12. month of life. This system will
evidently lower the number of all kindes of BCG complications mentioned above.
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Rotavirové infekce ve svété a u nas - moznosti vakcinace
Helena AmbroZova, Infekéni klinika FN Bulovka

Vv

v vy

mortalita vyrazné niz$i, ale rotavirové infekce predstavuji zejména ekonomicky problém. Pocet onemocnéni
ve svété se odhaduje na vice nez 140 milioni rocné€ a pocet imrti u déti do 5 let na 440 000 - 1 milion rocne.
Rotaviry postihuji nejvice kojence a batolata a prakticky kazdé dit€¢ se jimi infikuje do 5 let véku. V
rozvojovych zemich je nejvyssi vyskyt mezi 6 - 11 mésici, ve vyspélych zemich kolem 2 let, onemocnét ale
mohou 1 star$i déti a dospéli. Rotavirové infekce jsou Casté i v rozvinutych zemich, v USA je ro¢né kolem
3,5 miliént ptipadt, 500000 vySetieni lékatem, 50 -100000 hospitalizaci a az 125 amrti u déti do 5 let.
Néklady se odhaduji na 100 - 400 milionti dolarti ro¢né, v Irsku stoji jedno onemocnéni 728 eur.

Dle nasich zkusenosti jsou rotaviry nejéastéjsimi vyvolavateli gastroenteritid u déti i v Ceské republice, ale
pro nedostate¢nou diagnostiku a hlaseni pfevazuji v EPIDATu stile bakteridlni infekce, zejména
salmoneldzy a kampylobakteriozy. Virovych gastroenteritid bylo v r. 2005 jen 5,43 % z vice nez 66000
hlasenych prijmd. Na nasem oddéleni byva nejvyssi vyskyt v dubnu, nejpostizengjsi vékovou skupinou jsou
déti mezi 1- 4 lety, rehydrataci i.v. ¢i nasogastrickou sondou vyzaduji az 75 % déti, primérna délka
hospitalizace je 5,27 dne.

Rotaviry maji typickou sezonnost. V oblastech mirného pasma je nejvyssi vyskyt v chladnych obdobich
roku, v tropech je endemicky vyskyt béhem celého roku. Lidskd onemocnéni jsou vyvolana rotaviry ze
skupin A - C, nejvice piipadil pak skupinou A, sérotypy G1 - G4, v poslednich letech ptibyva celosvétove i
sérotypu GS5.

Rotaviry jsou vysoce kontagiozni, k pienosu staci 10 virovych ¢Castic, a proto jsou i vyznamnym
nozokomidlnim patogenem. Onemocnéni probiha jako febrilni gastroenteritida se zvracenim, Cetnymi
vodnatymi stolicemi, vyraznym meteorismem , bolestmi bficha a mnohdy rychlou dehydrataci. Nékdy byva
provéazeno respiracnimi piiznaky, febrilnimi kieCemi a lehkou hepatopathii. VyluCovani viru stolice mize
trvat 4 - 57 dni. V diagnostice je u nas k prukazu rotaviri ve stolici nejdostupnéjsi latexova aglutinace, méné
ELISA ¢i pfima elektronova mikroskopie. Moderni molekularné - genetické metody (RT - PCR) u nas zatim
nejsou k dispozici.

Specificka lécba neexistuje, dilezita je zejména prevence. Cilem je vyvoj bezpecné vakciny. S nim se
zacCalo brzy po objevu rotavirit ( Bishop 1973). Byly zkouseny vakciny pfipravené z rotavirti zvitecich (
bovinni a opi¢i), kombinovanych rotavirt zvitecich a lidskych a konecné jen z kmenti lidskych. Nejucinnéjsi
vakcinou byla reassortantni tetravalentni vakcina RRV-TV ( RotaShield, Wyeth - Lederle), pouzivana
plosné v USA od r. 1998. Pro zvySeny vyskyt intususcepci byla staZzena z trhu v r.1999. Nyni neni ve svéte
Siroce pouzivana vakcina, ale slibnymi kandidaty jsou monovalentni vakcina z kmene RIX 4414 (Rotarix),
kterd byla jiz schvalena v n¢kolika zemich, a pentavalentni vakcina pfipravena z lidského kmene W 179 a
bovinniho kmene WC3 ( Rota - Teq).

ROTAVIRAL INFECTIONS IN THE WORLD AND IN OUR COUNTRY - POSSIBILITIES OF
VACCINATION

Helena Ambrozova, Department of Infectious Diseases, Faculty Hospital Bulovka

Rotaviruses are one of the most frequent and the weightiest causative agents of abacterial gastroenteritis in
children in the whole world. The most severe courses of rotaviral infections are observed in developing
countries; mortality in developed countries is much lower, but rotaviral infections represent particularly
economic problem. The number of rotaviral infections is estimated for more than 140 millions per year in
the world and the number of deaths in children under 5 years is estimated for 440 000 - 1 million per year.
Infants and toddlers are affected most frequently and almost every child is infected by rotaviruses up to 5
year of age. The highest occurrence in children is between 6 - 11 months in developing countries and about 2
years in developed countries, but older children and adults can become ill too. Rotaviral infections are
frequent in developed countries too. In the USA 3,5 million of cases occur per year, 500000 physician visits,
50 - 100000 hospitalizations are necessary and about 125 children under 5 years die every year. The costs
are estimated for 100 - 400 millions dollars per year, in Ireland one case costs 728 euro.
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According to our experience rotaviruses are the most frequent causative agents of gastroenteritis in children
in the Czech Republic, but due to their insufficient detection and reporting bacterial infections (esp.
salmonellas and campylobacters) represent in EPIDAT system prevailing group of causative agents. Only
5,43% from more than 66000 diarrheal diseases reported in the Czech Republic in 2005 were of viral origin.
In our department the highest occurrence is usually in April, children between 1- 4 years are the most
affected age group, dehydration is very frequent and in about 75% of children i.v. rehydration or rehydration
by nasogastric tube is necessary. An average duration of hospitalization is 5,27 days.

Rotaviruses have typical seasonality, the highest occurrence is observed in cold months of the year in
temperate climates, endemic occurrence during the whole year is observed in tropical areas. Human
infections are caused by rotaviruses from groups A - C, majority of them by rotaviruses A, serotypes G1 -
G4, in recent years the occurrence of serotype G 5 has increased.

Rotaviruses are highly contagious, infectious dose is very low, only about 10 viral particles and therefore
they are the important nosocomial pathogen. Transmission is usually by fecal-oral route but sometimes can
be airborne. Rotaviral infection manifests as febrile gastroenteritis with vomiting, frequent watery stools,
bloating, abdominal pains and fast dehydration in many cases. Sometimes respiratory signs, febrile
convulsions and mild hepatopathy can be observed. Duration of rotaviral excretion from stool can last
between 4 - 57 days. For diagnostic latex agglutination is usually available in our country, ELISA or direct
electron microscopy is less used. Molecular methods as PCR are still not available in the Czech Republic.

Specific treatment doesn’t exist and therefore prevention has the key role. The goal is the development of
safe rotaviral vaccine. The development began soon after the discovery of rotavirus (Bishop, 1973). The
different types of vaccines were tested. Vaccines were prepared from animal rotaviruses (bovine and rhesus),
combined animal and human rotaviruses and human rotaviruses. The most effective vaccine was rhesus -
based tetravalent human reassortant vaccine RRV-TV (RotaShield) used in the USA since the year 1998, but
in 1999 it had to be withdrawn from the market due to side effects - higher occurrence of intussusceptions.
At present broadly used vaccine doesn’t exist, but promising vaccine candidates are monovalent vaccine
prepared from human strain RIX 4414 (Rotarix), which was licensed in some countries, and pentavalent
reassortant vaccine prepared from human strain W179 and bovine strain WC3 (Rota-Teq).
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Epidemiologie rotavirovych infekei v CR, zkuSenosti z Plzeiiské FN

Petr Pazdiora, infekéni odd€leni FN Plzen

Epidemiologie rotavirovych infekci v CR, zkusenosti z plzeiiské FN

Rotaviry podle udajt z informacniho systému hygienické sluzby EPIDAT za r. 2004 zptsobuji pouze 4 %
gastrointestindlnich infekci. Tento Udaj je vyznamné zkreslen malo Castym vyuzivanim virologické
diagnostiky nejen u ambulantnich, ale i u hospitalizovanych pacientil. V r. 2004 bylo v 59 laboratofich v CR
vySetfeno 19 034 stolic, u 20 % vySetfenych se potvrdila rotavirova infekce. Zachytnost by byla jeste vetsi
pfi pouzivani citlivéjsich diagnostickych postupl. VétSina laboratofi pouziva rychlé, ale méné citlivé
laboratorni postupy (latexova aglutinace, imunochromatografie). Zajem o diagnostiku je navic znacné
rozdilny v jednotlivych ¢astech republiky. Béhem roku bylo nahlaSeno 2564 rotavirovych infekci, 2 z nich
skoncily imrtim. Incidence téchto infekci u déti mladsich 3 let byla 675/100 000 a rok. Bylo zaznamenano
17 epidemii vyvolanych rotaviry. Podle plzeiiskych zkuSenosti jsou rotaviry nejcastéjSim ptivodcem
gastrointestindlnich infekci u hospitalizovanych mladsich déti, uplatiiuji se u 26,1 % pacientt. Tyto viry jsou
1 nejcastéjSim ptivodcem nozokomialnich gastrointestindlnich ndkaz. Odhad finan¢nich nédkladd na 1écbu
komunitnich a symptomatickych nozokomialnich infekci se pohybuje mezi 18-70 miliont K¢.

The epidemiology of rotaviral infections in Czech Republic, the experience from the Faculty hospital in
Pilsen

Rotaviruses caused in 2004 4 % of all gastrointestinal infections reported to Epidat database. These data
is influenced by infrequent use of virological diagnostics not only amongst outpatients, but also amongst
inpatients. 59 labs examined in 2004 all over the Czech Republic, 19,034 stools, of which 20 % were
positive for rotaviruses. The effectiveness could be higher with the use of more sensitive diagnostic
methods. Most labs use quick, but less sensitive methods (latex agglutination, immunochromatography). The
interest in a diagnostics varies in different regions of Czech Republic. During 2004 2,564 rotaviral
infections were reported, there were 2 terminal cases. The incidence of rotaviral infections among children
under 3 years of age was 675/100,000 and year. There were 17 reported epidemics. On the base of Pilsen
experience are rotaviruses the most frequent agent among younger inpatients, they cause 26.1 % of
gastrointestinal infections. These viruses are the most frequent as the cause of nosocomial gastrointestinal
infections. The estimated costs associated with the therapy of community-acquired and symptomatic
rotaviral nosocomial infections are 18-70 million Czech crowns per year.
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MozZnosti vakcinace proti rotavirim

Jan Sixta
Medical Affairs Manager
GSK Biologicals

Rotaviry jsou jednim z nejéastéj$ich ptvodct détskych prijmd po celém svété. Témér kazdé dité — bez
ohledu na socialni status — prodéla RV gastroenteritidu do 5. roku svého zivota. V rozvojovych zemich je
onemocnéni pfi¢inou vysoké mortality, v zemich vyspélych pak ptredstavuje zejména vyznamnou socio-
ekonomickou zatéz. Protoze protiepidemicka zdravotni opatieni nevedou k dostate¢né kontrole nemoci, bude
ockovani patrné jedinou efektivni metodou prevence.

Vyvoj rotavirovych vakcin zacal v sedmdesatych letech minulého stoleti. Prvni registrovana vakcina,
RotaShield, byla reasortovana opici/lidska tetravalentni ockovaci latka. V r. 1999, rok po svém uvedeni na
trh, musela byt z trhu stazena kvili pfi¢inné souvislosti s vyskytem intususcepci. Nyni, po 6 letech, jsou ve
vyvojovych planech farmaceutickych firem nejméné 2 jiné kandidatni vakciny. Atenuovana lidska
monovalentni vakcina RIX 4414 ziskala jiz licenci v Mexiku a v Kuvajtu pod nazvém Rotarix™ .
BezpecCnostni a Uc¢innostni data této kandidatni vakciny jsou slibnd, zejména rozsahla evidence, ktera
nesved¢i pro vztah mezi ockovaci latkou a event. pfipady intususcepce. Nicméné, vysledky rozsahlych
randomizovanych klinickych studii bude tfeba pritbézné dopliiovat postmarketingovou surveillance.

V Ceské republice nejsou jesté vakciny proti rotavirim dostupné. A¢koliv registraéni proces jesté probiha, je
Cas zalit uvaZovat o vakcinaéni strategii: o cilovych skupinach, o optimalnim schématu, o zptsobu hrazeni
apod.

Rotavirus is one of the most common diarrheal pathogens in children worldwide. Nearly every child
irrespective of his or her social status experiences RV gastroeneteritis up to 5 years of age. The disease is
cause of high mortality in developing countries and it represents substantial socio-economic burden in
developed countries. Since sanitary measures fail to control the disease, vaccination seems to be only
effective way of prevention in future.

Development of RV vaccines began in 1970s. The first licenced vaccine was RotaShield, rhesus-based
tetravalent human reassortant vaccine. In 1999, 1 year after its launch, this product had to be withdrawn
from the market due to casual link with intusussception.

Now, 6 years after, at least 2 other candidate vaccines are in research pipelines of pharmaceutical companies.
A live attenuated human candidate vaccine RIX 4414 has already been licenced in Mexico and Kuweit as a
brand Rotarix"™. Safety and efficacy data seems to be very promising, especially concerning strong evidence
of no link between vaccination and intusussception. However, results of large randomised clinical trials have
to be completed with postmarketing surveillance on ongoing base.

RV vaccines are not available in Czech Republic yet. Although registration procedure is still running, there
is time to start think about vaccination strategy: defined target groups, optimal vaccination scheme or
reimbrushment, etc.
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FATALNI PRUBEH KLISTOVE ENCEFALOMYELITIDY

V. Struncova!, D. Sedlagek', M. Svecova®, J. Kastner®, K. Pizingerové4, V. Amblerovéa’,
Infekéni klinika', Mikrobiologicky tstav?, Radiodiagnosticka klinika®, Détska klinika®,
Neurologicka klinika® FN a LF UK Plzeit

Letalni priib¢hy klistové encefalitidy se u dospélych vyskytuji pfiblizné v jednom procentu.

U déti jsou mnohem vzacnéjsi.

Autofti prezentuji smrtelny pribéh klistové encefalomyelitidy u patnactiletého chlapce s rychlym rozvojem
komatu, kmenovou symptomatologii, kvadruplegii a akutni respira¢ni insuficienci.

V anamnéze byly tyto pozoruhodné udaje: Marfaniv syndrom, psoriaza, sportovni zatéz a koufeni
marihuany. Oc¢kovan proti klistové encefalitidé nebyl, tyden pred piijetim mél prisaté kliste.

Onemocnéni mélo jednofazovy pribéh s teplotami trvajicimi pouze jeden den, st€Zoval si na bolesti hlavy a

v krku a opakované¢ zvracel.
Pii ptijeti byl febrilni, somnolentni, byly pfitomny pozitivni meningealni pfiznaky, chaba paréza levé horni
koncetiny, slabost §ijovych svalli, anizokorie, $patné polykal. Indikovano CT vySetfeni mozku s nalezem
postkontrastni hyperémie Sedé hmoty parietalné a occipitdlné. Po vySetfeni pro rychly rozvoj bulbarni
symptomatologie a dechové nedostate¢nosti zaintubovan a ptedan na JIP détské kliniky.

V laboratornich nalezech byla zjisténa leukocyt6éza s neutrofilii, lehkd hemokoagulacni porucha,
mozkomisni mok s nalezem ser6zniho zanétu, pozitivni nadlez kanabinoidii v mo¢i, MR mozku s nalezem
postiZeni spinothalamickych trakt a obou thalami - obraz pfipominal
toxické postizeni typu myelinolyzy. Nalez pii EEG vySetfeni svédcil pro delta koma, vySetieni evokovanych
potencialt prokézalo patologicky nalez se zpomalenym vedenim v centradlnim tseku drahy.

Diagnédza byla potvrzena sérologickym vysetienim protilatek ELISA testem
(EUROIMMUN TBE) s priikazem IgM a IgG protilatek v séru a likvoru.

Od 2. dne byl nemocny v areaktivnim koématu s kvadruplegii, zavisly na podpofe vitalnich funkei.
Opakované byly pozorovany parcialni kolapsy plic (genetickd dispozice), vegetativni projevy s ob¢hovymi
poruchami, postupné se rozvinulo multiorganové selhani. 22. den hospitalizace doslo k zastavé srde¢ni bez
odpovédi na farmakologickou resuscitaci. Lécba byla nespecifickd, komplexni, vcetné fizené ventilace,
prechodné byla nutné hrudni drendz s hrudnim odsavanim.

Pro tézky prubeh KE je typicka jednofazova kratka anamnéza, porucha védomi, objevuji se chabé parézy,
ne¢kdy byva nutna fizena ventilace. Typické jsou abnormalni nalezy na MR mozku, lymfocytarni pleocytoza
maji vzdy nejistou prognozu s vysokym rizikem nasledkd az smrti i pfes intenzivni 1é¢bu. V détském veéku
byva pribéh onemocnéni mirny bez nasledku, tmrti je u ditéte vzacné.

Vzhledem k tomu, Ze neexistuje specificka antivirova lécba je dilezita prevence ockovanim.

FATAL COURSE OF TICK- BORNE ENCEPHALOMYELITIS

V. Struncové', D. Sedlacek', M. Svecova?, J. Kastner’, K. Pizingerova®, V. Amblerova’,

Dept.of Infectious Diseases ', Microbiology”, Dept. of Radiodiagnostics °, Dept. Of Pediatrics®, Dept.of
Neurology’, Charles University Hospital, Plzei

The authors present a fatal course of tick-borne encephalomyelitis in 15 years-old boy with rapid
development of coma, spinal paralysis, bulbar symptomatology, and acute respiratory.

failure.

In the anamnesis there were Marfan’s syndrome, psoriasis, some sport activity, smoking of marihuana. He
was not vaccinated against tick- borne encephalitis (TBE). A history of tick bite was noted in one week
before admission. This severe course was demonstrated an absence of prodromal phase. He suferred from
fever, headache, sore throat and vomiting only one day. In admission he had fever, headache, meningeal
signs, altered consciousness, anisocoria, flaccid paresis of left upper extremity, weakness of neck muscles,
dysphagia were present. CT scan of the brain was performed with the postcontrast hyperaemia of grey
matter of brain in parietal
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and occipital lobes. After investigation due to development of bulbar symptoms and accute respiratory
failure the intubation was made and patient was transported to the intensive unit care(ICU) on the
Department of Pediatrics.

In laboratory results there were leukocytosis with neutrophilia, cannabinoids were positive in the urine,
cerebrospinal fluid ( CSF) with the signs of aseptic inflammation.

MRI of the brain, proved brainstem and bithalamic hyperintensities like toxic myelinolysis.

EEG investigation showed the signs of delta coma, and the results of evocated potencials were with
pathological signs in central part of the tract.

Diagnosis TBE was confirmed serologically with ELISA test (EUROIMMUN TBE) in

blood and cerebrospinal fluid.

Since 2 days the patient was in arreactive coma with tetraparesis on assisted ventilation

depending on support of vital functions. Partial collapses of lungs (genetic disposition), vegetative attacks
with circulation disorders and multiorgan failures has appeared.

22 days after admission, heart failure became without any response on pharmacological resuscitation.

The treatment was non specific, full treatment with assisted ventilation and drainage of the chest.

The severe courses of TBE correlated to absence of prodromal phase, impaired consciousness, paralysis,
assisted ventilation, abnormal findings on MRI, pleocytosis in CSF, impairment of the blood-CSF barier and
low early CSF IgM response.

These courses have uncertain prognosis with high risk of sequelae or death, although patiens are treated in
ICU. The course of TBE in childhood is milder than in adults, very often without sequalae, the death is rare.
Because the specific treatment of TBE does not exist, our recommendations are directed at preventive
measure by vaccination. Do not let us become ill.
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Zavazné pneumokokové infekce v détstvi (Invasive Pneumococcus Diseases=IPD)
Jan Janda (za Ceskou pediatrickou spolec¢nost a Pracovni skupinu pro o¢kovani u déti )

Kmeny Streptococcus pneumoniae (pneumokoky) vyvolavaji Siroké spektrum nemoci, z nichz
nejcastéjsi jsou vétsinou banalni otitidy, ale bohuZel i Zivot ohroZujici pneumonie, meningitidy a sepse.V
rozvojovych zemich zemfe rocné vice nez 1 milion déti na pneumokokové infekce (vetSinou jsou to déti
mladsi 5 let, pfi¢inou smrti je pneumonie). Pneumokokové infekce se ale stavaji problémem i v zemich
vyspélych, jsou zde dnes napf. nejcastéjsi pfic¢inou hnisavé meningitidy. Rizikovou skupinou pro vznik
IPD jsou déti s vrozenou poruchou imunity, ale jeSté castéji déti 1éené imunosupresivy nebo
cytostatiky (malignity, stavy po transplantacich, systémovd onemocnéni), déti s asplenii resp. po
splenektomii, s HIV infekci, atd. USA napft. hlasi ro¢n€ 1400 ptipadi meningitidy a 16.000 ptipadl sepse na
podklad¢é pneumokokové infekce s vysokou mortalitou. Dulezity je fakt, Zze prezivsi déti maji ¢asto trvalé
nasledky (neurologické poruchy, poruchy sluchu, poruchy uleni).. Epidemiologicka situace v Ceské
republice byla mapovana mikrobiologickou surveillance provadénou v létech 1996-2003, kdy testovano
1533 kmenid pneumokoka izolovaného od pacientd s IPD.. Nejcastéji izolované sérotypy byly 3, 19F, 9V,
23F, 1, 14. U kojenct a batolat pievladal typ 6B, u déti mezi 2-5 lety pak typy 4, 6B, 7F, 18 C a u starSich
pacientt 4, 7F, 8, 90N, 10A, 11A (Motlova J- Epid.Mikrob.Imunol., 54, 2005, 3-10). Ve studii provedené
v CR u dé&ti s otitis media prokazali autofi nejCastéji kmeny 3, 19F, 23 F, 14, 9V, 1, 6B,11A, a 28F.
Nalezené kmeny byly pokryty 7-valentni vakcinou v 52.1%, 9-valentni vakcinou v 57.8% a 11-valentni
vakcinou v 75.7%. U 108 pacientl s IPD bylo pokryti vyssi- 62%- 66.4% a 77.5%. (Prymula R et al: Ind J
Med Res, 2004 May, 119 Suppl., 168-70). Otitidy piedstavuji sice vétSinou bandlni onemocnéni, ale néklady
spojené s jejich 1é¢bou a kontrolami jsou ve vyspélych statech enormni. Rezistence kmeni pneumokoki
viuci ATB a chemoterapeutikiim byla u nas testovana u 483 pacientd v létech 2001-2003. Vuci PNC byla
prokézana jen u 5.2% kment, ale byla vice nez dvojnasobna u malych déti (12.7%). Kmeny byly rezistentni
vuci cotrimoxazolu (90.9%), tetracyklinu (8.9%), chloramfenikolu (4.6%), erytromycinu (2.3%). Mezi
invazivnimi rezistentnimi sérotypy byl nejcastéjsi kmen 9V. Autoii upozoriiuji ovSem na fakt, ze pocet
testovanych kmenti byl podstatné niz§i nez v jinych vyspélych zemich (pfepocteno na jejich populaci). To je
dalezita zprava pro pediatry i ostatni kliniky- u nas se bohuZel stale pomérné zridka odebira krev na
hemokulturu u déti s rozsahlejSimi pneumoniemi, otitidami a nejasnou horeckou septického typu
(Urbagkova P et al: CLC, 2004, 143, 178-183).

Vakcinace proti pneumokokovym infekcim: polyvalentni polysacharidova vakcina kryje sice 23
sérotypill, ale neni pouZitelna u kojencii a batolat, kde je riziko IPD nejvyssi (nevytvari se dostatecny titr
protilatek). Heptavalentni vakcina byla zavedena jako celoplosné ockovani v USA uz pied nékolika léty a
dosavadni zpravy presveédciveé ukazuji u déti vyznamny pokles nejen IPD, ale i otitid. M4 pfiznivy dopad i u
star$i populace. Nevyhodou vakciny je zatim jeji vysoka cena.

Soucasna situace v CR: mezi epidemiology a pediatry v CR je shoda v tom, Ze by se méla co
nejdiive zah4jit vakcinace rizikovych skupin. Probihd jednani na urovni resortu a zdravotnich pojistoven,
jak tuto urgentni situaci fesit. Vakcina dlouho nebyla v CR k dispozici (vzhledem k jeji vysoké efektivité
prokazané v poslednich 1étech v USA byl zajem tak velky, ze vyrobce nestacil kryt poZzadavky a dodavky
smeéfovaly pfednostné do USA).

Podrobnosti o heptavalentni pneumokokové vakciné jsou prezentovany v nasledujicim sdéleni
MUDr. Jitky Skovrankové, kde jsou uvedeny i rizikové skupiny, kde by se piednostné mélo
ockovat.

Pneumococcus diseases in children

Jan Janda: on behalf of the Czech Pediatric Society and Working Group on Vaccination of Children in the
Czech Republic

Pneumococcus strain are responsible for a broad spectrum of illnesses, the most common of
which is otitis media, pneumonia, meningitis and systemic multiorgan infections. Worldwide,
pneumococcal pneumonia causes approximately 1.2 million deaths each year (mostly due pneumonia in
children under five years of age). Pneumococcus is now the primary cause of meningitis in children.
Conditions associated with increased risk of serious pneumococcal disease include immuncompromised
patients (malignancies, organ transplantation, systemic illnesses), asplenia, HIV infection, sickle cell
anaemia etc. E.g. surveillance from USA reported incidence of 1400 cases of meningitis and 16000 sepsis
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in children aged under 5/per year resulting in death rate of 10 to 30 percent. Important fact is that up 30
percent of survivors reveal serious neurological problems, including deafness and learning disabilities (due
to partial hear loss).

The situation in the Czech Republic (CZ): mapping the epidemiological situation in the Czech
Republic 1996-2003 (1553 strains isolated from pneumococcus invasive diseases -IPD) revealed as most
often Pneumococcus type 3, 19F, 9V, 23F, 1, 14. Among infants and toddlers the strain 6B prevailed.
The most common finding in children aged 2-5 years were strains 4, 6B, 7F, 18C. In older individuals
strains 4, 7F, 8, 90N, 10A, 11A have been found. (

Motlova J et al: Epid.Mikrob. Imunol., 54, 2005, 3-10)

A microbiological survey in children with acute otitis media performed in CZ showed most frequent
pneumococcus strains 3, 19F, 23F, 14, 9V, 1, 6B, 11A and 28F. Vaccine coverage for the identified
serotypes in acute otitis media patients was 52.1 per cent for the 7-valent vaccine, 57.8 per cent for the 9-
valent vaccine and 75.7 per cent for the 11-valent form of the vaccine. In 108 patients with invasive
pneumococcal disease, the most frequent serotypes were 6B, 9V, 14, 19F, 3 and 23F. Vaccine coverage for
the identified serotypes in patients with invasive pneumococcal disease was 62 per cent for the 7-valent
vaccine, 66.4 per cent for the 9-valent vaccine and 77.5 per cent for the 11-valent form of the vaccine
(Prymula Ret al: Indian J Med Res. 2004 May;119 Suppl:168-70).

Pneumococcus resistence to ATB and chemotherapeutics in Czech Republic has been tested by
Urbaskova P. al. As many as 5.2% strains from blood or cerebrospinal fluid of 483 patients 2001 up 2003
were penicillin-non-susceptible. Incidence of penicillin-resistent S. pneumoniae strains was highest in
children of the youngest age group (12.7%). Pneumococci tested were resistant to cotrimoxazol (9.9%),
tetracycline (8.9%), chloramphenicol (4.6%), erythromycin (2.3%), none of the strains was resistant to
linezolid. Comparison of the results from 1996-1999 shows a permanent occurrence of invasive resistive
strains ranging about 5%, the most frequent was serotype 9V. Collecting the material of invasive
pneumococcal strains, the figures are five times smaller than that of any other European country with
comparable populations over the same period of time. This result may reflect low number of patient, where
blood culture for microbiological examination has been provided (Urbaskova P et al: Cas Lek Cesk.
2004;143:178-83.) This report should be an important message for clinical pediatricians to take more often
blood culture in children with symptoms of pneumonia, meningitis, otitis and unclear fever.

Vaccination: there is a common consent among pediatricians in Czech Republic, the new heptavalent
vaccine should be available for children in this country. As the first step, the children at risk should be
vaccinated as soon as possible. The list of these disorders has been already prepared by pediatricians. Before
the Czech Ministry of Health will provide the financial coverage of this task, there are attempts to negotiate
with the Czech Health Insurance Companies to bridge this gap. The price of the vaccine is to high to expect a
private initiative of parents. (See also the next abstract from J.Skovrankova, MD)

jan.janda@Ilfmotol.cuni.cz
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KONJUGOVANA PNEUMOKOKOVA VAKCINA PREVENAR (Wyeth)

Skovrankova Jitka, ambulance o¢kovani FN Motol

polysacharidy serotypt pneumokoki 4, 9V, 14, 18C, 19F, 23F po2uga 6B 5 ug
polysacharidy navazané na nosi¢ protein CRM 197 odvozeny z difterického toxinu
déti pod 6 més veku — 3 davky vakciny v odstupu min. 1 mésice, booster 2. rok zivota
déti star$i 7 — 11 mes — 2 davky po min. 1 mésici, booster 2. rok Zivota

déti ve véku 1 - 2 let- 2 davky davky po min. 1 mésici

déti starsi 2 let (specificka indikace) — 1 davka

ZAVAZNE PNEUMOKOKOVE INFEKCE U DETI

Meningitidy (1-24 més véku) — pneumokok ve 45% pripadi
Pneumonie - pneumokok v 63% piipadi
Bakteriemie/sepse - pneumokok v 97% pripadi

Otitis media - pneumokok ve 40% piipadu

INDIKACE OCKOVANI KONJ. PNEUMOKOKOVOU VAKCINOU U DETI
(déti od 2 més véku)

e Primarni defekty imunity s klinickym projevem : poruchy tvorby imunoglobulini, T
lymfocyti, fagocytozy a komplementu *

e Zavazné sekundarni imunodeficity (hemato-onkologicka a onkologicka onemocnéni po CHT,
transplantace organi, HIV) *

e Asplenie funk¢ni i anatomické (déti mladsi 2 let) **

¢ Transplantace kmenovych hemopoetickych bunék *

e Chronicka plicni onemocnéni ( vrozené vady a porucha respiracniho traktu,
bronchopulmonalni dysplazie) *

e Recidivujici (pneumokokové) otitidy (4 ataky a vice/ rok) *

e Pacienti s kochleArnimi implantaty a likvoreou *

* nasledna aplikace polysacharidové pneumokok. vakciny (starsi 2 let)
** nasledna aplikace polysacharidové pneumokok. vakciny v 5 letych intervalech
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Ockovani a konsultace na alergo — imunologické ambulanci

Dankova E., Honzova S.

Imunologické centrum, Imumed s.r.o., Praha

dankova@imumed.cz

Alergolog a klinicky imunolog je ze zédkona jednim ze specialisti zodpovédnych za trvalou kontraindikaci
oc¢kovani. M¢El by vylou¢it mozny vyvoj zavazné alergické reakce u rizikovych osob nebo pfitomnost
imunodeficitu pfed podanim zivé vakciny. Pfitomnost alergického onemocnéni jako bronchialni astma,
polindza ¢i atopicky ekzém neni kontraindikaci aktivni imunizace zddnou oCkovaci latkou, je vSak tieba
dodrzovat preventivni opatieni. Pfechodné zhorSeni pribéhu alergického onemocnéni nelze zcela vyloudit,
proto je vhodné ockovat atopiky pod clonou antihistaminika, naptiklad zacit 1 den pied ockovanim a
pokracovat 3 az 10 dni po aplikaci ockovaci latky, pokud neni antihistminikum podavano dlouhodobe.
Jednou z trvalych kontraindikaci o¢kovani je aplikace vakciny, po které se jiz v minulosti objevila zavazna
alergicka reakce, nesmi se aplikovat ani vakcina, ktera obsahuje slozku po které se zavazna reakce jiz
vyskytla. Jednd se predevSim o té€Zkou celkovou anafylaktickou resp. anafylaktoidni reakci. Tyto reakce
jsou vzacné, vyskytuji se po riznych latkach ve frekvenci asi 1 ptipad na 500 000 az 1 000 000 o¢kovanych.
Mezi alergeny, které jsou pokladany za mozné vyvolavatele anafylaktické reakce v oCkovacich latkach patti
Zelatina, vajecny protein, antibiotika- neomycin, kanamycin ,streptomycin, polymyxin B, alergeny kvasinek
i samotny tetanicky anatoxin.

Dle ,,Position Papers WHO* pro jednotlivé ockovaci latky se ziva vakcina nesmi podat osobé s t€zkym
primarnim nebo sekundarnim imunodeficitnim stavem. Zivé vakciny jsou viechny o&kovaci latky proti
spalnickam, piiuSnicim, zardénkam, varicelle, zluté zimnici a TBC. Vakciny proti poliomyelitidé maji zivou
i nezivou variantu. Zakladni testy, které nas mohou upozornit na pfitomnost vétSiny tézkych primarnich
imunodeficitnich stavt je krevni obraz s diferencialnim rozpoctem a hladiny imunoglobulint IgG, IgA, IgM
a IgE. Pokud je u pacienta podezieni na defekt fagocytézy (chronické a opakované pyodermie, purulentni
infekce, Casto lymfadenitidy a hepatosplenomegalie), je nezbytné pfed BCG ovéfit schopnost oxidativniho
vzplanuti fagocytujicich bunék.

Specifické protilatky po aplikaci vétSiny ockovacich latek jsou rutinnim ukazatele trovné protektivni
imunity. Ockovani pti vysokych titrech specifickych protilatek , at’ jiz vznikly po imunizaci ¢i infekci se
vSeobecné poklada za bezpe¢né. Existuje vSak hypotéza, ze pfi aktivni imunizaci geneticky
predisponovanych osob pii vysokém titru specifickych protilatek proti tetanu mohou vzniknout nezadouci
imunokomplexové reakce.

Vaccination and Consultation in the Outpatient Clinic of Allergy and Clinical Immunology

Dankova E., Honzova S.

Imunologické centrum, Imumed s.r.o., Praha

dankova@imumed.cz

Allergologists and clinical immunologists are responsible by the law for permanent contraindications of
immunizations. Before applying live vaccines they should exclude the possibility of developing a serious
allergic reaction or the presence of serious immunodeficiency Allergic diseases such as asthma, pollinosis,
and eczema are not contraindications to vaccination; however, it is necessary to adopt preventive measures.
Temporary exacerbation of an allergic disease could not be excluded and it is reasonable to immunize under
the cover of antihistamines. For instance, we can start one day before vaccination and continue for 3-10 days
thereafter, if antihistamines are not taken regularly. Administration of a vaccine after which a serious allergic
reaction has developed in the past is one of the permanent contraindications; it is also not allowed to use a
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vaccine containing a compound after which a serious allergic reaction (severe anaphylactic or anaphylactic-
like reactions in particular) has developed. These reactions are very rare with an incidence of
1 : 500000 — 1000000 cases after different vaccines. Gelatine, egg protein, antibiotics (neomycin,
kanamycin, streptomycin, polymyxin B), yeasts allergens and tetanus anatoxin alone are considered to be
most likely responsible for anaphylactic reactions.
36. strana

According to “The Position Papers WHO” for individual vaccines a live vaccine must not be given to a
person with severe primary or secondary immunodeficiency. There is nearly no risk to administer a live
vaccine to an adult with primary immunodeficiency, which has manifested itself in infancy. Live vaccines
are all measles, mumps, rubella, varicella, yellow fewer and BCG vaccines. . Poliomyelitis vaccines may be
live or inactivated. Most of serious primary immunodeficiencies are identified by blood count with
differential and by determining the levels of immunoglobulins G,
35. strana
A, M and E. It is critical to examine the oxidative burst of leukocytes if there is a suspicion of a defect of
phagocytosis (chronic pyodermy, purulent infections, often lymphadenopathy and hepatosplenomegaly)
before BCG administration.

Specific antibodies are routine markers of protective immunity. Vaccination in the presence

of a high titer of specific antibodies is generally considered to be safe. However a hypothesis has been
put forth under which adverse immune complex reactions may develop after tetanus immunization in
genetically predisposed persons in the presence of a high titre of specific antibodies.

dankova@imumed.cz
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