
The advice of ICVI is made with reference to the UK immunisation programme and may not necessarily 
transfer to other epidemiological circumstances 

I. Welcome and Introduction 

1. The Chair welcomed everyone to the meeting and thanked them for attending 
the extraordinary meeting on vaccines for SARS-CoV-2 (COVID-19). The 
Chair reminded attendees of the confidential nature of the discussions, 
presentations and papers for the meeting. None of the information could be 
shared outside of the meeting. The Chair asked Members to indicate any 
additional conflicts of interest over and above those declared at the last 
meeting. None were declared. 

II. Vaccination of those aged 12 to 15 years not in a clinical risk group 

2. The Chair summarised recent discussions and evidence considered. 

3. It was noted that advice had previously been developed for an offer of a first 
dose for those aged 16 and 17 who were not in a clinical risk group. 

4. ONS infection survey data were summarised. It was noted that infections 
were increasing at a greater rate in younger age groups, including children 
and young people. It was noted that testing in children and young people 
would have increased in Scotland with the return of schools. 

5. Yellow card reports for vaccine associated myocarditis were noted. 
Reporting rates for 16 to 17 year olds were low. The latest US data 
indicated a lower reporting rate in 12 to 15 year olds compared with 16 to 17 
year olds. 

6. Short term prognosis for vaccine associated myocarditis appeared good, 
Medium term follow up data were limited, although improvement was seen 
in a proportion of individuals followed up. Longer term sequelae could not 
be discounted based on current data. 

7. It was noted that in data from Canada, the reporting rate for myocarditis was 
higher following receipt of the Moderna vaccine compared with the Pfizer-
BioNTech vaccine. Limitations of adverse event surveillance were noted, 
along with the potential for stimulated reporting. 

8. Data from Canada and the UK indicated that the second dose reporting rate 
for myocarditis might be lower with a longer interval between the first and 
second doses, compared with a shorter interval as used in the US. 

9. Information reviewed at the preceding meeting regarding MRI changes in 
those with vaccine associated myocarditis were considered. The potential 
for underreporting or asymptomatic myocarditis was noted. Myocarditis 
following infection was considered different to vaccine associated 
myocarditis, with a different underlying mechanism being likely. It was 
considered important not to overinterpret data with new clinical phenomena. 
It was agreed that longer term follow up data would be important to consider 
once available. 

10. Early PHE data indicated that prior infection was not correlated with post 
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into account qualitatively. 
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