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Universal TB Testing of School-Aged
Children Not Required
Targeted Testing Recommended

Frank Alvarez, MD, MPH

Chhandasi Pamina Bagchi, MPH

Yuwen Yue, MPH, MS

eginning July 1, universal test-
B ing for tuberculosis (TB) will no

longer be required for children
entering grades K-12 in Los Angeles
County, according to a new policy by
the LA County Department of Public
Health. Instead, it will be replaced
with a universal screening and targeted
testing approach for TB. Universal
TB screening, which is a risk-based
assessment, will be incorporated into
the existing California physical
examination requirement for children
entering first grade.

As part of a routine health assess-
ment, health providers will screen
students for TB and test only those who
have one of the risk factors recognized

by the American Academy of Pediatrics:

e Birth in a region of the world with
endemic TB (e.g., Asia, Middle East,
Africa, Latin America, and countries
of the former Soviet Union)

e Travel to a high-incidence country
for an extended period (i.e., at least
one week)

e Exposure to persons with confirmed
or suspected TB disease

¢ Close contact with someone who has
had a positive test for TB infection.

This policy change will not affect Cali-
fornia’s TB screening requirements for
preschool children, teachers, or vol-
unteers, as these requirements are not
subject to local discretionary changes.

Benefits of the Policy Change
Replacing the universal testing approach
with the universal screening and targeted
testing approach offers many benefits, in-
cluding the following: Children at lower
risk will avoid the potential for false
positive tests, exposure to unnecessary
chest X-rays, and lengthy preventive
treatment regimens that may have
harmful side effects.

The new policy promotes efficiency
by folding a universal TB screening and
targeted testing protocol into the exist-

continued on page 2 >

Figure 1. TB Skin Test Results Among New School Entrants (K-12)

in LA County, 1993-2009
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UNIVERSAL TB TESTING OF SCHOOL-AGED CHILDREN NOT REQUIRED from page 1

ing first-grade school entry physical examination. This allows
the Department of Public Health to shift its attention to
populations at higher risk for TB, such as the homeless

and HIV positive, and to interventions better-suited to
finding TB cases, such as contact investigations.

Rationale for the New Policy

School-aged children are a low-risk population for TB; the
infection rates among these children have not changed
significantly during the years of mandated testing (Figure 1).
Only 25 (3.7%) of the 674 TB cases in LA County in 2010
were among children under age 15, a case rate (1.2 per
100,000) that is far below the overall case rate (6.9 per
100,000) for that year. Of the 251 TB cases among children
aged 4-18 from 2003 to 2009, only 21 (8.4%) were identified
through the school mandate and, of those, only 2 were
sputum smear-positive.

Policy Requirements

Health care providers will assess children for risk of exposure
to TB at each annual physical examination (see Pediatric TB
Risk Assessment Questionnaire). Providers will only admin-
ister TB testing for children at increased risk of acquiring TB
infection, which is indicated in the “Health Care Provider
Follow-up” section of the questionnaire.

Providers will continue to complete and sign the “Report
of Health Examination for School Entry” (PM 171 A), and
schools will continue to require this documentation of the
physical exam prior to a child’s enrollment in school. This
form is available at www.publichealth.lacounty.gov/tb.

Testing Methods

A Mantoux tuberculin skin test (TST) or an Interferon
Gamma Release Assay (IGRA) should be used to test those
at increased risk.

TB Skin Test

Read the TST 48-72 hours after placement. Record the results
in millimeters (mm) of induration, not erythema. Measure
the diameter of the induration transversely to the long axis
of the forearm. Trained personnel, not parents, must read

the skin test.

If the child fails to return for the scheduled reading:
1. Remember that only a positive reaction can still be
measured up to one week after the TST.
2. Repeat the TST if no positive reaction can be measured
when the child does return.
For questions about the reading of a TST, call the Department
of Public Health’s TB Control and Prevention Nurse Line at
(213) 744-6160.

Interferon Gamma Release Assay Test

In 2010, the Centers for Disease Control and Prevention made
recommendations for use of IGRAs, such as the QuantiFER-
ON Gold-In Tube and T-Spot. Additionally, Medi-Cal updated
its guidelines and instructions for IGRA testing. IGRAs are
acceptable alternatives to TSTs for targeted testing of latent TB
infection among individuals aged 5 and older.
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IGRAs may be preferred in some settings, as the test
requires only a single patient visit to draw a blood sample
and does not boost responses to subsequent testing, which
can occur with TSTs. Further, test results may be available
within 24 hours, are not subject to the reader bias that can
occur with the TST, and are not affected by prior Bacille
Calmette-Guérin (BCG) vaccination.

The CDC recommends IGRA testing for the following:

e Populations with low return rates to have the TST read.

e Patients who have received BCG as a vaccine or for
cancer therapy.

Check with the reference laboratory about the proper tubes

for blood collection, special handling, and to assure that

results will be available in a timely manner.

Referral, Treatment, and Follow-up of Children with

Positive TB Tests

e All children with positive test results should have a medical
evaluation, including a chest X-ray and laboratory studies
needed for the diagnosis of TB disease.

¢ Report any confirmed or suspected case of TB disease to
the TB Control Program within 1 day of identification.
Call (213) 744-6160.

o If TB disease is not found, treat children and adolescents
with a positive TST or IGRA result with therapy for latent
TB infection.

¢ For management and treatment guidelines for latent TB
infection, refer to www.cdc.gov/tb/publications/LTBI/.

Conclusion
The LA County Department of Public Health’s policy change
from universal TB testing of school-aged children to
risk-based, targeted testing, when indicated, simplifies and
aligns LA County’s recommendations with those of all major
public health and medical associations in the United States.
Overall, the results of this revision create greater efficiencies
and benefits by preventing unnecessary testing and treat-
ment in many low-risk children and allowing the department
to better focus its attention and resources on populations at
elevated risk for TB infection and disease.

More information and resources are available on the
Tuberculosis Control Program website at www.publichealth.
lacounty.gov/tb.

Frank Alvarez, MD, MPH, is director, Chhandasi Pamina Bagchi, MPH,
is a research analyst, and Yuwen Yue, MPH, MS, is an epidemiology
analyst, Tuberculosis Control Program, Los Angeles County Depart-
ment of Public Health.


www.publichealth.lacounty.gov/tb

Pediatric TB Risk Assessment Questionnaire

The following questions are designed to determine whether a TB test is indicated for your pediatric patient.

Name of Child Child's Date of Birth

Date of Screening

Questions for Parent/Guardian

Health Care Provider Follow-up

1. Were you or was your child born outside of
the United States?

Yes[] No []

If Yes: Where were you and/or your child born?

If the parent or child was born in Africa,
Asia, Latin America, or Eastern Europe, a TST
or IGRA should be placed.

2. Has your child traveled outside of the United States?

Yes [ No []
If Yes: Where did your child travel?

How long was your child outside the United States?

If the child has been in Africa, Asia,

Latin America, or Eastern Europe for
1 week cumulatively, a TST or IGRA
should be placed.

3. To your knowledge, has your child been exposed to anyone
with TB disease?

Yes [ No []
If Yes: Did the person have TB disease or latent TB infection?

Yes[ ] No []

When did the exposure occur?

What was the nature of the contact?

If confirmed that the child has been
exposed to an individual with suspected
or known TB disease, a TST or IGRA
should be placed.

4. To your knowledge, has your child had close contact
with a person who has had a positive TB skin test?

Yes [ No []
If Yes: Did the person have TB disease or latent TB infection?

Yes [ ] No []

When did the exposure occur?

What was the nature of the contact?

If confirmed that the child has had close contact
with an individual with a positive skin test, a
TST or IGRA should be placed.

Adapted from the California Child Health and Disability Prevention Program, Risk Assessment
Questionnaire. Distributed 3/21/11, Provider Information Notice No. 11-04.
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New Immunization Schedules and Updates for 2012

A. Nelson EI Amin, MD, MPH

tion Practices (ACIP) published the recommended immu-

nization schedules for children, adolescents, and adults
for 2012."* These schedules were revised to reflect current
recommendations for licensed vaccines used in the United
States. Physicians and other health care providers are encour-
aged to review each schedule, along with the footnotes, to stay
up-to-date with the latest recommendations. These schedules,
which are printed on the following pages, can be accessed at
www.cdc.gov/vaccines/recs/schedules/default.htm.

In addition to the new immunization recommendations,
this article also discusses other important vaccination-related
information, including the new CDC storage and handling
guide, hepatitis B revisions to the list of reportable diseases,
and the new law regarding human papillomavirus vaccination
consent for minors.

| n February, the U.S. Advisory Committee on Immuniza-

2012 Immunization Schedule Updates and Changes
Child and Adolescent Immunization Schedule Changes
The following updates were made to the child and adolescent
schedule to provide additional guidance and clarification.

* Hepatitis B (HepB): Recommendations have been clarified
for post-exposure prophylaxis for infants born to women
whose HepB surface antigen (HBsAg) status is unknown.

- Infants weighing <2,000 gm should receive HepB vaccine
and HepB immune globulin (HBIG) within 12 hours
of birth.

- Infants weighing >2,000 gm should receive HepB vac-
cine within 12 hours of birth. If it is determined that the
mother is HBsAg-positive, administer HBIG no later than
7 days after birth. Details of perinatal management of
HBsAg-positive women and their infants can be found at
www.cdc.gov/vaccines/pubs/ACIP-list.htm.

e Haemophilus influenza type B (Hib): Hiberix should be
used only as the booster (final) dose for children aged
12 months-4 years. In addition, Hib vaccination is now
recommended for persons aged >5 years who have sickle
cell disease, leukemia, human immunodeficiency virus
(HIV) infection, or anatomic/functional asplenia.

¢ Measles, mumps, rubella (MMR): Recommendations for
infants aged 6-11 months who are traveling internationally
have been added:

- One dose of MMR prior to travel.

- Revaccination with 2 doses of MMR beginning at age
12-15 months (at least 4 weeks after the previous travel
dose). The second and final dose should be given at age
4-6 years.

Adult Immunization Schedule Changes

Many footnotes have been updated to further define or clarify

adult immunization recommendations.

¢ Tetanus, diphtheria, and acellular pertussis (Tdap): Tdap
vaccination is recommended for persons aged =65 years if
they have close contact with an infant <12 months of age.
Those aged 265 years who do not have contact with infants
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may receive either Tdap or Td. Note: In March 2012, ACIP

released a provisional recommendation to vaccinate all

adults aged >65 years, with Tdap rather than Td, regardless
of whether they have close contact with an infant (www.cdc.
gov/vaccines/recs/provisional/Tdap-feb2012.htm).

e Meningococcal conjugate vaccine, quadrivalent (MCV4):

New vaccination recommendations for certain populations

have been added.

- A single dose of MCV4 should be given to military recruits
who have not been previously vaccinated.

- A single dose of MCV4 should be given to first-year
college students through age 21 years who are living in
residence halls and did not receive a dose on or after
their 16th birthday.

Zoster: While zoster vaccine is not specifically recommend-

ed for health care personnel (HCP), ACIP recommends that

HCP be vaccinated if they are age 60 years and older.

e Pneumococcal polysaccharide vaccine (PPSV):

- Vaccinate persons with functional/anatomic asplenia
(sickle cell disease and other hemoglobinopathies,
congenital or acquired asplenia, splenic dysfunction,
or splenectomy [if elective splenectomy is planned,
vaccinate at least 2 weeks before surgeryl).

- All persons diagnosed with HIV should be vaccinated
with PPSV.

- Persons who received one previous dose of PPSV before
age 65 and it has been at least 5 years since that dose
should receive an additional dose at age 65 years or later.

Certain Populations

HPV Vaccinations for Males

In December 2011, ACIP published new recommendations

for HPV4 (Gardasil)® vaccine for use in males:

* Routine vaccination for males aged 11-12 years, and catch-up
vaccination for males aged 13-21 years not previously
vaccinated or who did not complete the series. The 3-dose
series can be started as early as 9 years of age.

e HPV4 vaccine is also indicated for men who have sex with
men (MSM) or who have HIV through 26 years of age. How-
ever, men who do not fall in either of these categories should
be vaccinated through 21 years of age.

e Gardasil is the only HPV vaccine licensed for use in males.

Hepatitis B Vaccine for Diabetics

The new ACIP recommendation, released in December 2011,

includes people with diabetes as one of the high-risk groups

requiring hepatitis B vaccination.*

 Hepatitis B vaccine should be given to unvaccinated adult
diabetics aged 19-59 years.

e Hepatitis B vaccine may be administered to unvaccinated
adult diabetics aged 260 years at the discretion of
the physician.

e The 3-dose series should be administered at 0, 1, and 6
months, depending on the type of vaccine used. Either for-
mulation—single-antigen hepatitis B vaccine or combination
hepatitis B and hepatitis A vaccine—may be used.


www.cdc.gov/vaccines/recs/provisional/Tdap-feb2012.htm

Recommendations for Health Care Personnel

In November 2011, ACIP released the following new

immunization recommendations for health care personnel.

e HepB: HCP and trainees born in areas with high rates
of hepatitis B should be tested for HBsAg and hepatitis B
core antibody/hepatitis B surface antibody to determine
infection status.

e Influenza: Influenza vaccine should be administered
to all HCP, including those who do not have direct
patient contact.

* MMR: History of disease is no longer adequate as
presumptive evidence of immunity for measles or mumps;
laboratory confirmation of immunity or documentation of
2 doses is required.

e Tdap: All HCP regardless of age should receive a dose
of Tdap if they have not been previously vaccinated.

e Varicella: Evidence of immunity should include one
of the following:

- Written documentation of 2 doses of varicella vaccine
- Laboratory evidence of immunity or confirmation
of disease
- Previous diagnosis of varicella or herpes zoster by a
health care provider.

e MCV4: HCP with anatomic/functional asplenia, HIV,
or complement deficiencies should receive a 2-dose series.
HCP who remain at high risk should be revaccinated
every 5 years.

ACIP statements regarding recommendations for health care

personnel and specific vaccines can be found at www.cdc.gov/

vaccines/pubs/ACIP-list.htm.

New CDC Storage and Handling Guidelines

The Centers for Disease Control and Prevention recently

released new vaccine storage and handling guidelines.

A few important changes have been made to these guidelines:

e Varicella. Varicella should be stored at -58°F through +5°F
(-50°C through -15°C). Do not store below -58°F (-50°C), as
recent studies by Merck & Co., Inc. suggest that the potency
of the vaccine may be damaged below that temperature.

e Transporting varicella. Merck & Co., Inc., issued new

guidelines for transporting varicella vaccine. When

transporting varicella vaccine, the vaccine should be

placed on frozen or refrigerated gel packs and not dry ice

as previously recommended.

Storage bins. Uncovered storage bins with solid sides can

now be used to store vaccine. This is a change from the

previous recommendation to use uncovered storage bins

with slotted or open sides. Recent studies by the National

Institute of Standards and Technology demonstrated that

uncovered bins with solid sides are also effective.

The complete storage and handling guidelines can be accessed

at www.cdc.gov/vaccines/recs/storage/guide/default.htm.

Physicians are encouraged to maintain a copy of these

guidelines in their office and to review them with staff.

Hepatitis B Revisions to the List of Reportable Diseases
In July 2011, the California Department of Public Health
revised its list of reportable diseases. The new regulations
satisfy the most recent communicable disease surveillance
case definitions established by the CDC.
Laboratory criteria for the diagnosis of chronic hepatitis B
now include
* A negative result for IgM antibodies to hepatitis B core an-
tigen (IgM anti-HBc) and a positive result on one of the fol-
lowing tests: hepatitis B surface antigen (HBsAg), hepatitis
B e antigen (HBeAg) or hepatitis B virus (HBV) DNA, or
* HBsAg-positive or HBV DNA-positive or HBeAg-positive two
times at least 6 months apart. (Any combination of these
tests performed 6 months apart is acceptable).
For more information on hepatitis B testing requirements,
go to www.cdc.gov/osels/ph_surveillance/nndss/phs/
infdis2011.htm.

HPV Vaccination Consent for Minors
In January 2012, a new California law (AB 499) went into
effect allowing minors 12 years and older to consent to confi-
dential medical services for the prevention of sexually trans-
mitted diseases (STDs) without permission or consent from
their parents. Although the law previously allowed minors 12
years and older to consent for diagnosis and treatment of STD
services (i.e., hepatitis B and HIV), the law has been updated
to include other preventive services, such as HPV vaccination.
More information on the new law can be found at www.
cdph.ca.gov/programs/std/Pages/default.aspx.

For additional information on the immunization schedules
or topics covered in this article, visit the Immunization
Program website at www.publichealth.lacounty.gov/ip,

or call (213) 351-7800.

A. Nelson El Amin, MD, MPH, is medical director, Immunization
Program, Los Angeles County Department of Public Health.
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Immunization Schedules from the Centers for Disease Control and Prevention

Recommended Immunization Schedule for Persons Aged 0 Through 6 Years — United States ¢ 2012
For those who fall behind or start late, see the catch-up schedule

: : o1 o 2 Y 4 : 6 19 12 ¢ 15 1 18 119-23: 2-3 : 4-6
Vaccine V : Aged : Birth : month : months : months : months : months : months : months : months : months : years : years [ g,
recommended

Hepatitis B’ * HepB : HepB : : HepB : : : g foral

. 2 :
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: : : : : . DTaP : : . DTaP -
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Varicella : : : : Seefootnote VAR ages for all
................................... children and
HepatitisAm certain high-risk

: ; / groups
: MCV4 — See footnote !

This schedule includes recommendations in effect as of December 23, 2011. Any dose not administered at the recommended age should be administered at a subsequent visit, when indi-
cated and feasible. The use of a combination vaccine generally is preferred over separate injections of its equivalent component vaccines. Vaccination providers should consult the relevant
Advisory Committee on Immunization Practices (ACIP) statement for detailed recommendations, available online at http://www.cdc.gov/vaccines/pubs/acip-list.htm. Clinically significant
adverse events that follow vaccination should be reported to the Vaccine Adverse Event Reporting System (VAERS) online (http://www.vaers.hhs.gov) or by telephone (800-822-7967).

children

. 11
Meningococcal

1. Hepatitis B (HepB) vaccine. (Minimum age: birth) 7. Influenza vaccines. (Minimum age: 6 months for trivalent inactivated influenza vaccine

At birth:

+ Administer monovalent HepB vaccine to all newborns before hospital discharge.

« For infants born to hepatitis B surface antigen (HBsAg)-positive mothers, administer
HepB vaccine and 0.5 mL of hepatitis B immune globulin (HBIG) within 12 hours of
birth. These infants should be tested for HBsAg and antibody to HBsAg (anti-HBs) 1
to 2 months after receiving the last dose of the series.

« Ifmother’s HBsAg status is unknown, within 12 hours of birth administer HepB vaccine for
infants weighing >2,000 grams, and HepB vaccine plus HBIG for infants weighing <2,000
grams. Determine mother’s HBsAg status as soon as possible and, if she is HBsAg-positive,
administer HBIG for infants weighing >2,000 grams (no later than age 1 week).

Doses after the birth dose:

+ The second dose should be administered at age 1 to 2 months. Monovalent HepB

vaccine should be used for doses administered before age 6 weeks.

Administration of a total of 4 doses of HepB vaccine is permissible when a combination

vaccine containing HepB is administered after the birth dose.

Infants who did not receive a birth dose should receive 3 doses of a HepB-containing

vaccine starting as soon as feasible.

The minimum interval between dose 1 and dose 2 is 4 weeks, and between dose 2

and 3 is 8 weeks. The final (third or fourth) dose in the HepB vaccine series should be

administered no earlier than age 24 weeks and at least 16 weeks after the first dose.

2. Rotavirus (RV) vaccines. (Minimum age: 6 weeks for both RV-1 [Rotarix] and RV-5

[Rota Teq])

» The maximum age for the first dose in the series is 14 weeks, 6 days; and 8 months,
0 days for the final dose in the series. Vaccination should not be initiated for infants
aged 15 weeks, 0 days or older.

« IfRV-1 (Rotarix) is administered at ages 2 and 4 months, a dose at 6 monthsis notindicated.

3. Diphtheria and tetanus toxoids and acellular pertussis (DTaP) vaccine.

(Minimum age: 6 weeks)

« The fourth dose may be administered as early as age 12 months, provided at least 6
months have elapsed since the third dose.

4. Haemophilus influenzae type b (Hib) conjugate vaccine. (Minimum age: 6 weeks)

+ If PRP-OMP (PedvaxHIB or Comvax [HepB-Hib]) is administered at ages 2 and 4 months,
a dose at age 6 months is not indicated.

« Hiberix should only be used for the booster (final) dose in children aged 12 months
through 4 years.

. Pneumococcal vaccines. (Minimum age: 6 weeks for pneumococcal conjugate
vaccine [PCV]; 2 years for pneumococcal polysaccharide vaccine [PPSV])

+ Administer 1 dose of PCV to all healthy children aged 24 through 59 months who are
not completely vaccinated for their age.

« For children who have received an age-appropriate series of 7-valent PCV (PCV7), a
single supplemental dose of 13-valent PCV (PCV13) is recommended for:

— All children aged 14 through 59 months
— Children aged 60 through 71 months with underlying medical conditions.

+ Administer PPSV at least 8 weeks after last dose of PCV to children aged 2 years or
older with certain underlying medical conditions, including a cochlear implant. See
MMWR 2010:59(No. RR-11), available at http://www.cdc.gov/mmwr/pdf/rr/rr5911.pdf.

6. Inactivated poliovirus vaccine (IPV). (Minimum age: 6 weeks)

« If 4 or more doses are administered before age 4 years, an additional dose should be
administered at age 4 through 6 years.

« The final dose in the series should be administered on or after the fourth birthday and
at least 6 months after the previous dose.

v

[TIV]; 2 years for live, attenuated influenza vaccine [LAIV])

+ For most healthy children aged 2 years and older, either LAIV or TIV may be used.
However, LAIV should not be administered to some children, including 1) children
with asthma, 2) children 2 through 4 years who had wheezing in the past 12 months,
or 3) children who have any other underlying medical conditions that predispose them
to influenza complications. For all other contraindications to use of LAIV, see MMWR
2010;59(No. RR-8), available at http://www.cdc.gov/mmwr/pdf/rr/rr5908.pdf.

« For children aged 6 months through 8 years:

— Forthe 2011-12 season, administer 2 doses (separated by at least 4 weeks) to those
who did not receive at least 1 dose of the 2010-11 vaccine. Those who received at
least 1 dose of the 2010-11 vaccine require 1 dose for the 2011-12 season.

— For the 2012-13 season, follow dosing guidelines in the 2012 ACIP influenza
vaccine recommendations.

8. Measles, mumps, and rubella (MMR) vaccine. (Minimum age: 12 months)

+ The second dose may be administered before age 4 years, provided at least 4 weeks
have elapsed since the first dose.

+ Administer MMR vaccine to infants aged 6 through 11 months who are traveling
internationally. These children should be revaccinated with 2 doses of MMR vaccine,
the first at ages 12 through 15 months and at least 4 weeks after the previous dose,
and the second at ages 4 through 6 years.

9. Varicella (VAR) vaccine. (Minimum age: 12 months)

+ The second dose may be administered before age 4 years, provided at least 3 months
have elapsed since the first dose.

« For children aged 12 months through 12 years, the recommended minimum interval
between doses is 3 months. However, if the second dose was administered at least 4
weeks after the first dose, it can be accepted as valid.

10. Hepatitis A (HepA) vaccine. (Minimum age: 12 months)

+ Administer the second (final) dose 6 to18 months after the first.

+ Unvaccinated children 24 months and older at high risk should be vaccinated. See
MMWR 2006;55(No. RR-7), available at http://www.cdc.gov/mmwr/pdf/rr/rr5507.pdf.

+ A 2-dose HepA vaccine series is recommended for anyone aged 24 months and older,
previously unvaccinated, for whom immunity against hepatitis A virus infection is
desired.

11. Meningococcal conjugate vaccines, quadrivalent (MCV4). (Minimum age: 9 months

for Menactra [MCV4-D], 2 years for Menveo [MCV4-CRM])

« For children aged 9 through 23 months 1) with persistent complement component
deficiency; 2) who are residents of or travelers to countries with hyperendemic or epi-
demic disease; or 3) who are present during outbreaks caused by a vaccine serogroup,
administer 2 primary doses of MCV4-D, ideally at ages 9 months and 12 months or at
least 8 weeks apart.

For children aged 24 months and older with 1) persistent complement component
deficiency who have not been previously vaccinated; or 2) anatomic/functional
asplenia, administer 2 primary doses of either MCV4 at least 8 weeks apart.

For children with anatomic/functional asplenia, if MCV4-D (Menactra) is used, adminis-
ter ata minimum age of 2 years and at least 4 weeks after completion of all PCV doses.
See MMWR 2011;60:72-6, available at http://www.cdc.gov/mmwr/pdf/wk/mmé6003.
pdf, and Vaccines for Children Program resolution No. 6/11-1, available at http://www.
cdc.gov/vaccines/programs/vfc/downloads/resolutions/06-11mening-mcv.pdf, and
MMWR 2011;60:1391-2, available at http://www.cdc.gov/mmwr/pdf/wk/mm6040.
pdf, for further guidance, including revaccination guidelines.

This schedule is approved by the Advisory Committee on Immunization Practices (http://www.cdc.gov/vaccines/recs/acip), the American Academy of Pediatrics
(http://www.aap.org), and the American Academy of Family Physicians (http://www.aafp.org).
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Immunization Schedules from the Centers for Disease Control and Prevention

Recommended Immunization Schedule for Persons Aged 7 Through 18 Years — United States ¢ 2012
For those who fall behind or start late, see the schedule below and the catch-up schedule

Vaccine V Ageb : 7-10 years 11-12years 13-18 years
Tetanus, diphtheria, pertussis' _ : 1dose f:c"ogrﬁffended
Human papillomavirus® See footnote? 3 doses iﬁﬁf,f;’;a"

Range of
recomended
ages for catch-up
immunization

Range of
recommended
ages for certain
high-risk groups

Varicella™

This schedule includes recommendations in effect as of December 23, 2011. Any dose not administered at the recommended age should be administered at a subsequent visit, when indi-
cated and feasible. The use of a combination vaccine generally is preferred over separate injections of its equivalent component vaccines. Vaccination providers should consult the relevant
Advisory Committee on Immunization Practices (ACIP) statement for detailed recommendations, available online at http://www.cdc.gov/vaccines/pubs/acip-list.ntm. Clinically significant
adverse events that follow vaccination should be reported to the Vaccine Adverse Event Reporting System (VAERS) online (http://www.vaers.hhs.gov) or by telephone (800-822-7967).

5. Pneumococcal vaccines (pneumococcal conjugate vaccine [PCV] and pneumococ-
cal polysaccharide vaccine [PPSV]).

« A single dose of PCV may be administered to children aged 6 through 18 years who
have anatomic/functional asplenia, HIV infection or other immunocompromising
condition, cochlear implant, or cerebral spinal fluid leak. See MMWR 2010:59(No.
RR-11), available at http://www.cdc.gov/mmwr/pdf/rr/rr5911.pdf.

« Administer PPSV at least 8 weeks after the last dose of PCV to children aged 2 years
or older with certain underlying medical conditions, including a cochlear implant. A
single revaccination should be administered after 5 years to children with anatomic/
functional asplenia or an immunocompromising condition.

6. Hepatitis A (HepA) vaccine.

« HepA vaccine is recommended for children older than 23 months who live in areas

where vaccination programs target older children, who are at increased risk for infec-

1. Tetanus and diphtheria toxoids and acellular pertussis (Tdap) vaccine. (Minimum
age: 10 years for Boostrix and 11 years for Adacel)

« Personsaged 11 through 18 years who have not received Tdap vaccine should receive
a dose followed by tetanus and diphtheria toxoids (Td) booster doses every 10 years
thereafter.

« Tdap vaccine should be substituted for a single dose of Td in the catch-up series for
children aged 7 through 10 years. Refer to the catch-up schedule if additional doses
of tetanus and diphtheria toxoid-containing vaccine are needed.

« Tdap vaccine can be administered regardless of the interval since the last tetanus and
diphtheria toxoid-containing vaccine.

2. Human papillomavirus (HPV) vaccines (HPV4 [Gardasil] and HPV2 [Cervarix]).

(Minimum age: 9 years)

« Either HPV4 or HPV2 is recommended in a 3-dose series for females aged 11 or 12

years. HPV4 is recommended in a 3-dose series for males aged 11 or 12 years.
« The vaccine series can be started beginning at age 9 years.
« Administer the second dose 1 to 2 months after the first dose and the third dose 6

tion, or for whom immunity against hepatitis A virus infection is desired. See MMWR
2006;55(No. RR-7), available at http://www.cdc.gov/mmwr/pdf/rr/rr5507.pdf.
« Administer 2 doses at least 6 months apart to unvaccinated persons.

7. Hepatitis B (HepB) vaccine.

« Administer the 3-dose series to those not previously vaccinated.

« For those with incomplete vaccination, follow the catch-up recommendations.

« A2-dose series (doses separated by at least 4 months) of adult formulation Recombivax
HB is licensed for use in children aged 11 through 15 years.

8. Inactivated poliovirus vaccine (IPV).

+ Thefinal dose in the series should be administered at least 6 months after the
previous dose.

« If both OPV and IPV were administered as part of a series, a total of 4 doses should be
administered, regardless of the child’s current age.

« IPVis not routinely recommended for U.S. residents aged 18 years or older.

9. Measles, mumps, and rubella (MMR) vaccine.
+ The minimum interval between the 2 doses of MMR vaccine is 4 weeks.
10. Varicella (VAR) vaccine.

« For persons without evidence of immunity (see MMWR 2007;56[No. RR-4], available
at http://www.cdc.gov/mmwr/pdf/rr/rr5604.pdf), administer 2 doses if not previously
vaccinated or the second dose if only 1 dose has been administered.

« For persons aged 7 through 12 years, the recommended minimum interval between
doses is 3 months. However, if the second dose was administered at least 4 weeks after
the first dose, it can be accepted as valid.

- For persons aged 13 years and older, the minimum interval between doses is 4 weeks.

months after the first dose (at least 24 weeks after the first dose).
« See MMWR 2010;59:626-32, available at http://www.cdc.gov/mmwr/pdf/wk/
mm5920.pdf.

3. Meningococcal conjugate vaccines, quadrivalent (MCV4).

« Administer MCV4 at age 11 through 12 years with a booster dose at age 16 years.

« Administer MCV4 at age 13 through 18 years if patient is not previously vaccinated.
If the first dose is administered at age 13 through 15 years, a booster dose should be
administered at age 16 through 18 years with a minimum interval of at least 8 weeks
after the preceding dose.
If the first dose is administered at age 16 years or older, a booster dose is not needed.
Administer 2 primary doses at least 8 weeks apart to previously unvaccinated persons
with persistent complement component deficiency or anatomic/functional asplenia,
and 1 dose every 5 years thereafter.
Adolescents aged 11 through 18 years with human immunodeficiency virus (HIV)
infection should receive a 2-dose primary series of MCV4, at least 8 weeks apart.
See MMWR 2011;60:72-76, available at http://www.cdc.gov/mmwr/pdf/wk/mm6003.
pdf, and Vaccines for Children Program resolution No.6/11-1, available at http://www.
cdc.gov/vaccines/programs/vfc/downloads/resolutions/06-11mening-mcv.pdf, for
further guidelines.
4. Influenza vaccines (trivalent inactivated influenza vaccine [TIV] and live, attenu-

ated influenza vaccine [LAIV]).

« For most healthy, nonpregnant persons, either LAIV or TIV may be used, except LAIV
should not be used for some persons, including those with asthma or any other
underlying medical conditions that predispose them to influenza complications. For
all other contraindications to use of LAIV, see MMWR 2010;59(No.RR-8), available at
http://www.cdc.gov/mmwr/pdf/rr/rr5908.pdf.

« Administer 1 dose to persons aged 9 years and older.

« For children aged 6 months through 8 years:

— Forthe 2011-12 season, administer 2 doses (separated by at least 4 weeks) to those
who did not receive at least 1 dose of the 2010-11 vaccine. Those who received at
least 1 dose of the 2010-11 vaccine require 1 dose for the 2011-12 season.

— For the 2012-13 season, follow dosing guidelines in the 2012 ACIP influenza
vaccine recommendations.

This schedule is approved by the Advisory Committee on Immunization Practices (http://www.cdc.gov/vaccines/recs/acip), the American Academy of Pediatrics
(http://www.aap.org), and the American Academy of Family Physicians (http://www.aafp.org).
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Immunization Schedules from the Centers for Disease Control and Prevention

Catch-up Immunization Schedule for Persons Aged 4 Months Through 18 Years Who Start Late or Who Are More Than 1 Month Behind —United States 2012
The figure below provides catch-up schedules and minimum intervals between doses for children whose vaccinations have been delayed. A vaccine series does

not need to be restarted, regardless of the time that has elapsed between doses. Use the section appropriate for the child’s age. Always use this table
in conjunction with the accompanying childhood and adolescent immunization schedules and their respective footnotes.

Persons aged 4 months through 6 years

Minimum Age

Minimum Interval Between Doses

Vaccine S
Oeose Dose 1 to dose 2 Dose 2 to dose 3 Dose 3 to dose 4 Dose 4 to dose 5
. 8 weeks
Hepatitis B Birth 4 weeks and at least 16 weeks after first dose; minimum age for
the final dose is 24 weeks
Rotavirus’ 6 weeks 4 weeks 4 weeks'
Diphtheria, tetanus, pertussis? 6 weeks 4 weeks 4 weeks 6 months 6 months?
4 weeks®
4 weeks if current age is younger than 12 months 8 weeks (as final dose)
o iffirst dose administered at younger than age 12 months 8 weeks (as final dose)? This dose only necessary
Haemophilus influenzae 6 weeks 8 weeks (as final dose if current age is 12 months or older and first dose for children aged 12
type b? if first dose administered at age 12—14 months administered at younger than age 12 months and second months through 59 months
No further doses needed dose administered at younger than 15 months who received 3 doses
if first dose administered at age 15 months or older No further doses needed before age 12 months
if previous dose administered at age 15 months or older
» » 4 weeks 4 weeks _?hwef?ks (asI final dose)
if ﬂrs;dos:eigT;:Sft.i:d dzgséo?g?ﬁ;;ﬁn aé;: I;fer:v;nths if current age is younger than 12 months Iff)r Sﬁﬁd?é\nyar;eecde ?szary
) weexs (as Tl y chi 8 weeks (as final dose for healthy children) months through 59 months
Pneumococcal® 6 weeks iffirst dose admln;st:rgg tah‘rigerj ggmrggg;i;r older or current if current age is 12 months or older who received 3 doses
9 9 No further d ded before age 12 months or
No furth o further doses neede ; onhe
o further doses needed for healthy children if previous dose administered at for children at high risk
for healthy children if first dose administered at age 24 months or older who received 3 doses at
age 24 months or older any age
) o 6 months®
Inactivated poliovirus® 6 weeks 4 weeks 4 weeks minimum age 4 years for
final dose
Meningococcal® 9 months 8 weeks®
Measles, mumps, rubella’ 12 months 4 weeks
Varicella® 12 months 3 months
Hepatitis A 12 months 6 months

Persons aged 7 through 18 years

Tetanus, diphtheria/ tetanus. if first dose administered av‘v scijknsger than age 12 months if first d 6 mgnth$t d at
diPhther}a, pertussis® Y 7 years® 4 weeks 9 e ;ssnzeﬂﬂl:nere e
if first dose administered at 12 months or older age 12 months
Human papillomavirus'® 9 years Routine dosing intervals are recommended®
Hepatitis A 12 months 6 months
Hepatitis B Birth 4 weeks (and at least 1gv\\%ee?<};saﬂer first dose)
Inactivated poliovirus® 6 weeks 4 weeks 4 weeks® 6 months®
Meningococcal® 9 months 8 weeks®
Measles, mumps, rubella” 12 months 4 weeks
3 months
Varicella® 12 months if person is younger than age 13 years
if person is aged 13 years or older
1. Rotavirus (RV) vaccines (RV-1 [Rotarix] and RV-5 [Rota Teq]). 5. Inactivated poliovirus vaccine (IPV).
« The maximum age for the first dose in the series is 14 weeks, 6 days; and < Afourth dose is not necessary if the third dose was administered at age 4
8 months, 0 days for the final dose in the series. Vaccination should not be years or older and at least 6 months after the previous dose.
initiated for infants aged 15 weeks, 0 days or older. « In the first 6 months of life, minimum age and minimum intervals are only
« If RV-1 was administered for the first and second doses, a third dose is not recommended if the person is at risk for imminent exposure to circulating
indicated. poliovirus (i.e., travel to a polio-endemic region or during an outbreak).
2. Diphtheria and tetanus toxoids and acellular pertussis (DTaP) vaccine. « |PV is not routinely recommended for U.S. residents aged 18 years or older.
< The fifth dose is not necessary if the fourth dose was administered atage4 6. Meningococcal conjugate vaccines, quadrivalent (MCV4). (Minimum age:
years or older. 9 months for Menactra [MCV4-D]; 2 years for Menveo [MCV4-CRM])
3. Haemophllus influenzae type b (Hib) conjugate vaccine. « See “Recommended immunization schedule for persons aged 0
Hib vaccine should be considered for unvaccinated persons aged 5 years or through 6 years” and “Recommended immunization schedule for
older who have sickle cell disease, leukemia, human immunodeficiency virus persons aged 7 through 18 years” for further guidance.
(HIV) infection, or anatomic/functional asplenia. 7. Measles, mumps, and rubella (MMR) vaccine.
« Ifthe first 2 doses were PRP-OMP (PedvaxHIB or Comvax) and were < Administer the second dose routinely at age 4 through 6 years.
administered at age 11 months or younger, the third (and final) dose should 8.  Varicella (VAR) vaccine.
be administered at age 12 through 15 months and at least 8 weeks after the < Administer the second dose routinely at age 4 through 6 years. If the
second dose. second dose was administered at least 4 weeks after the first dose, it can be
« |f the first dose was administered at age 7 through 11 months, administer accepted as valid.
the second dose at least 4 weeks later and a final dose at age 12 through 15 9.  Tetanus and diphtheria toxoids (Td) and tetanus and diphtheria toxoids
months. and acellular pertussis (Tdap) vaccines.
4. Pneumococcal vaccines. (Minimum age: 6 weeks for pneumococcal conjugate « For children aged 7 through 10 years who are not fully immunized with the
vaccine [PCV]; 2 years for pneumococcal polysaccharide vaccine [PPSV]) childhood DTaP vaccine series, Tdap vaccine should be substituted for
« For children aged 24 through 71 months with underlying medical conditions, a single dose of Td vaccine in the catch-up series; if additional doses are
administer 1 dose of PCV if 3 doses of PCV were received previously, or needed, use Td vaccine. For these children, an adolescent Tdap vaccine
administer 2 doses of PCV at least 8 weeks apart if fewer than 3 doses of dose should not be given.
PCV were received previously. « An inadvertent dose of DTaP vaccine administered to children aged 7
« Asingle dose of PCV may be administered to certain children aged 6 through 18 through 10 years can count as part of the catch-up series. This dose can
years with underlying medical conditions. See age-specific schedules for details. count as the adolescent Tdap dose, or the child can later receive a Tdap
« Administer PPSV to children aged 2 years or older with certain underlying booster dose at age 11—12 years.
medical conditions. See MMWR 2010:59(No. RR-11), available at http:/ 10. Human papillomavirus (HPV) vaccines (HPV4 [Gardasil] and HPV2 [Cervarix]).

www.cdc.gov/mmwr/pdf/rr/rr5911.pdf.

< Administer the vaccine series to females (either HPV2 or HPV4) and males
(HPV4) at age 13 through 18 years if patient is not previously vaccinated.

« Use recommended routine dosing intervals for vaccine series catch-up; see
“Recommended immunization schedule for persons aged 7 through 18 years”.

Clinically significant adverse events that follow vaccination should be reported to the Vaccine Adverse Event Reporting System (VAERS) online (http://www.vaers.hhs.gov) or by telephone
(800-822-7967). Suspected cases of vaccine-preventable diseases should be reported to the state or local health department. Additional information, including precautions andcontraindications
for vaccination, is available from CDC online (http://www.cdc.gov/vaccines) or by telephone (800-CDC-INFO [800-232-4636)).
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Immunization Schedules from the Centers for Disease Control and Prevention

Recommended Adult Immunization Schedule—United States - 2012

Note: These recommendations must be read with the footnotes that follow
containing number of doses, intervals between doses, and other important information.

Recommended adult immunization schedule, by vaccine and age group’

VACCINE V¥ AGE GROUP » 19-21 years 22-26 years 27-49 years 50-59 years 60-64 years = 65 years

Influenza 2

‘ 1 dose annually ‘
I I I I

1 1 1 1
Tetanus, diphtheria, pertussis (Td/Tdap) ** ‘ Substitute 1-time dose of Tdap for Td booster; then boost with Td every 10 yrs ‘ ‘ Td/Tdap?® ‘
I I I I

Varicella **

1 1 1 1
‘ 2 Doses ‘

Human papillomavirus (HPV) Female 5* ‘ 3 doses ‘

Human papillomavirus (HPV) Male * ‘ 3 doses ‘

Zoster ©

1 dose ‘

Measles, mumps, rubella (MMR) 7-* ‘ 1 or 2 doses ‘ ‘ 1 dose ‘

Pneumococcal (polysaccharide) &° ‘ 1 or 2 doses

1 dose ‘

Meningococcal 1°*

‘ 1 or more doses ‘
I I I I I

Hepatitis A '"*

‘ 2 doses ‘
1 1 1 1 1

Hepatitis B '2*

‘ 3 doses ‘
I I I I I

*Covered by the Vaccine Injury Compensation Program

l:l For all persons in this category who l:l Recommended if some other risk l:l Tdap recommended for 265 if contact :] No recommendation
meet the age requirements and who factor is present (e.g., on the basis with <12 month old child. Either Td or

lack documentation of vaccination of medical, occupational, lifestyle, or Tdap can be used if no infant contact
or have no evidence of previous other indications)
infection

Report all clinically significant postvaccination reactions to the Vaccine Adverse Event Reporting System (VAERS). Reporting forms and instructions on filing a VAERS report are available at www.
vaers.hhs.gov or by telephone, 800-822-7967.

Information on how to file a Vaccine Injury Compensation Program claim is available at www.hrsa.gov/vaccinecompensation or by telephone, 800-338-2382. To file a claim for vaccine injury, contact the
U.S. Court of Federal Claims, 717 Madison Place, N.W., Washington, D.C. 20005; telephone, 202-357-6400.

Additional information about the vaccines in this schedule, extent of available data, and contraindications for vaccination is also available at www.cdc.gov/vaccines or from the CDC-INFO Contact
Center at 800-CDC-INFO (800-232-4636) in English and Spanish, 8:00 a.m. - 8:00 p.m. Eastern Time, Monday - Friday, excluding holidays.

Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services.

Vaccines that might be indicated for adults based on medical and other indications’

AV Asplenia’® Diabetes,
Immunocompromising infection®” 1314 Heart disease, (including Kidne fa\luyre
conditions CD4+Tlymphocyte | Men who chronic elective Chronic en dYsta o
(excluding human count have . splenectomy 9 Health-care
VACCINE v INDICATION » Pregnancy . lung disease, N liver renal
immunodeficiency sex with men . and persistent " . personnel
: <200 chronic disease disease,
virus >200 (MSM) complement
467,14 cells/ alcoholism receipt of
[HIV]) cells/iL component hemodialysis
HL deficiencies)
1 dose TIV or 1 dose TIV or
2
Influenza ‘ I1 dose TIV annulally ‘ ‘ LAIV annually ‘ I1 dose TIV IannuallyI ‘ ‘ LAIV annually
T

Tetanus, diphtheria, pertussis (Td/Tdap) **

Substitute 1-time dose of Tdap for Td booster; then boost with Td every 10 yrs ‘

Varicella ** Contraindicated ‘ . 2 doses . . . ‘
Human papillomavirus (HPV) Female 5* ‘ 3 doses throusi;h age 26 yrs ‘ ‘ . 3 doses tlirough a:ge 26 yrs . ‘
Human papillomavirus (HPV) Male %* ‘ 3 doses t:hrough age 26 yrs ‘ ‘ . 3 doses tlirough a:ge 21 yrs . ‘
T
Measles, mumps, rubella (MMR) 7* ‘ . : :1 or2 dose:s : :
Pneumococcal (polysaccharide) &° ‘ I I I 1or 2:doses I I I |

Meningococcal '**

‘ 1 or more doses

Hepatitis A "'

‘ 2 doses

Hepatitis B 2*

‘ 3 dc:ses ‘

*Covered by the Vaccine Injury Compensation Program

The recommendations in this
schedule were approved by the
Centers for Disease Control and
Prevention’s (CDC) Advisory
Committee on Immunization
Practices (ACIP), the American
Academy of Family Physicians
(AAFP), the American College of
Physicians (ACP), American College
of Obstetricians and Gynecologists
(ACOG) and American College of
Nurse-Midwives (ACNM).

For all persons in this category who Recommended if some other risk Contraindicated No recommendation
meet the age requirements and who factor is present (e.g., on the basis

lack documentation of vaccination of medical, occupational, lifestyle,
or have no evidence of previous or other indications)
infection

These schedules indicate the recommended age groups and medical indications for which administration of currently licensed vaccines is commonly
indicated for adults ages 19 years and older, as of January 1, 2012. For all vaccines being recommended on the Adult Immunization Schedule: a vaccine
series does not need to be restarted, regardless of the time that has elapsed between doses. Licensed combination vaccines may be used whenever

any components of the combination are indicated and when the vaccine’s other components are not contraindicated. For detailed recommendations on

all vaccines, including those used primarily for travelers or that are issued during the year, consult the manufacturers’ package inserts and the complete
statements from the Advisory Committee on Immunization Practices (www.cdc.gov/vaccines/pubs/acip-list.ntm). Use of trade names and commercial sources
is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services.
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Footnotes
Recommended Adult Immunization Schedule—United States ¢ 2012

1. Additional information
+ Advisory Committee on Immunization Practices (ACIP) vaccine recommendations
and additional information are available at: http://www.cdc.gov/vaccines/pubs/
acip-list.htm.
+ Information on travel vaccine requirements and recommendations (e.g., for hepatitis A
and B, meningococcal, and other vaccines) available at http:/wwwnc.cdc.gov/travel/
page/vaccinations.htm.

2. Influenza vaccination

+ Annual vaccination against influenza is recommended for all persons 6 months
of age and older.

+ Persons 6 months of age and older, including pregnant women, can receive the
trivalent inactivated vaccine (TIV).

+ Healthy, nonpregnant adults younger than age 50 years without high-risk medical
conditions can receive either intranasally administered live, attenuated influenza
vaccine (LAIV) (FluMist), or TIV. Health-care personnel who care for severely im-
munocompromised persons (i.e., those who require care in a protected environment)
should receive TIV rather than LAIV. Other persons should receive TIV.

+ The intramuscular or intradermal administered TIV are options for adults aged
18—64 years.

+ Adults aged 65 years and older can receive the standard dose TIV or the high-dose
TIV (Fluzone High-Dose).

3. Tetanus, diphtheria, and acellular pertussis (Td/Tdap) vaccination

+ Administer a one-time dose of Tdap to adults younger than age 65 years who have
not received Tdap previously or for whom vaccine status is unknown to replace one
of the 10-year Td boosters.

+ Tdap is specifically recommended for the following persons:

— pregnant women more than 20 weeks’ gestation,

— adults, regardless of age, who are close contacts of infants younger than age

12 months (e.g., parents, grandparents, or child care providers), and

— health-care personnel.

+ Tdap can be administered regardless of interval since the most recent tetanus or
diphtheria-containing vaccine.

+ Pregnant women not vaccinated during pregnancy should receive Tdap immediately
postpartum.

+ Adults 65 years and older may receive Tdap.

+ Adults with unknown or incomplete history of completing a 3-dose primary vaccination
series with Td-containing vaccines should begin or complete a primary vaccination
series. Tdap should be substituted for a single dose of Td in the vaccination series
with Tdap preferred as the first dose.

* For unvaccinated adults, administer the first 2 doses at least 4 weeks apart and the
third dose 6-12 months after the second.

« Ifincompletely vaccinated (i.e., less than 3 doses), administer remaining doses. Refer
to the ACIP statement for recommendations for administering Td/Tdap as prophylaxis
in wound management (See footnote 1).

4, Varicella vaccination

+ All adults without evidence of immunity to varicella (as defined below) should receive
2 doses of single-antigen varicella vaccine or a second dose if they have received
only 1 dose.

+ Special consideration for vaccination should be given to those who
— have close contact with persons at high risk for severe disease (e.g., health-care
personnel and family contacts of persons with immunocompromising conditions) or
— are at high risk for exposure or transmission (e.g., teachers; child care employees;
residents and staff members of institutional settings, including correctional institutions;
college students; military personnel; adolescents and adults living in households with
children; nonpregnant women of childbearing age; and international travelers).

+ Pregnant women should be assessed for evidence of varicella immunity. Women
who do not have evidence of immunity should receive the first dose of varicella
vaccine upon completion or termination of pregnancy and before discharge from
the health-care facility. The second dose
should be administered 4-8 weeks after the first dose.

+ Evidence of immunity to varicella in adults includes any of the following:

— documentation of 2 doses of varicella vaccine at least 4 weeks apart;

— U.S.-born before 1980 (although for health-care personnel and pregnant women,

birth before 1980 should not be considered evidence of immunity);

— history of varicella based on diagnosis or verification of varicella by a health-care

provider (for a patient reporting a history of or having an atypical case, a mild case,

or both, healthcare providers should seek either an epidemiologic link to a typical

varicella case orto a

— laboratory-confirmed case or evidence of laboratory confirmation, if it was performed
at the time of acute disease);
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— history of herpes zoster based on diagnosis or verification of herpes zoster by
a health-care provider; or
— laboratory evidence of immunity or laboratory confirmation of disease.

5. Human papillomavirus (HPV) vaccination

+ Two vaccines are licensed for use in females, bivalent HPV vaccine (HPV2) and
quadrivalent HPV vaccine (HPV4), and one HPV vaccine for use in males (HPV4).

+ For females, either HPV4 or HPV2 is recommended in a 3-dose series for routine
vaccination at 11 or 12 years of age, and for those 13 through 26 years of age, if not
previously vaccinated.

+ For males, HPV4 is recommended in a 3-dose series for routine vaccination at
11 or 12 years of age, and for those 13 through 21 years of age, if not previously
vaccinated. Males 22 through 26 years of age may be vaccinated.

+ HPV vaccines are not live vaccines and can be administered to persons who are
immunocompromised as a result of infection (including HIV infection), disease, or
medications.Vaccine is recommended for immunocompromised persons through
age 26 years who did not get any or all doses when they were younger. The immune
response and vaccine efficacy might be less than that in inmunocompetent persons.

+ Men who have sex with men (MSM) might especially benefit from vaccination to
prevent condyloma and anal cancer. HPV4 is recommended for MSM through age
26 years who did not get any or all doses when they were younger.

+ |deally, vaccine should be administered before potential exposure to HPV through
sexual activity; however, persons who are sexually active should still be vaccinated
consistent with age-based recommendations. HPV vaccine can be administered to
persons with a history of genital warts, abnormal Papanicolaou test, or positive HPV
DNA test.

+ A complete series for either HPV4 or HPV2 consists of 3 doses. The second dose
should be administered 1-2 months after the first dose; the third dose should be
administered 6 months after the first dose (at least 24 weeks after the first dose).

+ Although HPV vaccination is not specifically recommended for health-care personnel
(HCP) based on their occupation, HCP should receive the HPV vaccine if they are in
the recommended age group.

6. Zoster vaccination

+ A single dose of zoster vaccine is recommended for adults 60 years of age and older
regardless of whether they report a prior episode of herpes zoster. Although the
vaccine is licensed by the Food and Drug Administration (FDA) for use among and
can be administered topersons 50 years and older, ACIP recommends that vaccina-
tion begins at 60 years of age.

+ Persons with chronic medical conditions may be vaccinated unless their condition
constitutes a contraindication, such as pregnancy or severe immunodeficiency.

+ Although zoster vaccination is not specifically recommended for health-care
personnel (HCP), HCP should receive the vaccine if they are in the recommended
age group.

7. Measles, mumps, rubella (MMR) vaccination

+ Adults born before 1957 generally are considered immune to measles and mumps.
All adults born in 1957 or later should have documentation of 1 or more doses
of MMR vaccine unless they have a medical contraindication to the vaccine,
laboratory evidence of immunity to each of the three diseases, or documentation
of provider-diagnosed measles or mumps disease. Forrubella, documentation of
provider-diagnosed disease is not considered acceptable evidence of immunity.

Measles component:
+ A routine second dose of MMR vaccine, administered a minimum of 28 days after the
first dose, is recommended for adults who
— are students in postsecondary educational institutions;
— work in a health-care facility; or
— plan to travel internationally.

+ Persons who received inactivated (killed) measles vaccine or measles vaccine of un-
known type from 1963 to 1967 should be revaccinated with 2 doses of MMR vaccine.

Mumps component:
+ A routine second dose of MMR vaccine, administered a minimum of 28 days after the
first dose, is recommended for adults who
— are students in postsecondary educational institutions;
— work in a health-care facility; or
— plan to travel internationally.

+ Persons vaccinated before 1979 with either killed mumps vaccine or mumps vaccine
of unknown type who are at high risk for mumps infection (e.g., persons who are
working in a health-care facility) should be considered for revaccination with 2 doses
of MMR vaccine.



Rubella component:

+ For women of childbearing age, regardless of birth year, rubella immunity should be
determined. If there is no evidence of immunity, women who are not pregnant should
be vaccinated. Pregnant women who do not have evidence of immunity should receive
MMR vaccine upon completion or termination of pregnancy and before discharge from
the healthcare facility.

Health-care personnel born before 1957:

+ For unvaccinated health-care personnel born before 1957 who lack laboratory
evidence of measles, mumps, and/or rubella immunity or laboratory confirmation of
disease, health-care facilities should consider routinely vaccinating personnel with 2
doses of MMR vaccine at the appropriate interval for measles and mumps or 1 dose
of MMR vaccine for rubella.

8. Pneumococcal polysaccharide (PPSV) vaccination

+ Vaccinate all persons with the following indications:

— age 65 years and older without a history of PPSV vaccination;

— adults younger than 65 years with chronic lung disease (including chronic
obstructive pulmonary disease, emphysema, and asthmay); chronic cardiovascular
diseases; diabetes mellitus; chronic liver disease (including cirrhosis); alcoholism;
cochlear implants; cerebrospinal fluid leaks; immunocompromising conditions;
and functional or anatomic asplenia (e.g., sickle cell disease and other
hemoglobinopathies, congenital or acquired asplenia, splenic dysfunction, or
splenectomy [if elective splenectomy is planned, vaccinate at least 2 weeks
before surgery]);

— residents of nursing homes or long-term care facilities; and

— adults who smoke cigarettes.

+ Persons with asymptomatic or symptomatic HIV infection should be vaccinated as
soon as possible after their diagnosis.

» When cancer chemotherapy or other immunosuppressive therapy is being consid-
ered, the interval between vaccination and initiation of immunosuppressive therapy
should be at least 2 weeks. Vaccination during chemotherapy or radiation therapy
should be avoided.

+ Routine use of PPSV is not recommended for American Indians/Alaska Natives or other
persons younger than 65 years of age unless they have underlying medical conditions
that are PPSV indications. However, public health authorities may consider recommend-
ing PPSV for American Indians/Alaska Natives who are living in areas where the risk for
invasive pneumococcal disease is increased.

9. Revaccination with PPSV

+ One-time revaccination 5 years after the first dose is recommended for persons 19
through 64 years of age with chronic renal failure or nephrotic syndrome; functional
or anatomicasplenia (e.g., sickle cell disease or splenectomy); and for persons with
immunocompromising conditions.

+ Persons who received PPSV before age 65 years for any indication should receive
another dose of the vaccine at age 65 years or later if at least 5 years have passed
since their previous dose.

+ No further doses are needed for persons vaccinated with PPSV at or after age
65 years.

10. Meningococcal vaccination

+ Administer 2 doses of meningococcal conjugate vaccine quadrivalent (MCV4) at
least 2 months apart to adults with functional asplenia or persistent complement
component deficiencies.

+ HIV-infected persons who are vaccinated should also receive 2 doses.

+ Administer a single dose of meningococcal vaccine to microbiologists routinely
exposed to isolates of Neisseria meningitidis, military recruits, and persons who travel
to or live in countries in which meningococcal disease is hyperendemic or epidemic.

« First-year college students up through age 21 years who are living in residence halls
should be vaccinated if they have not received a dose on or after their 16th birthday.

+ MCV4 is preferred for adults with any of the preceding indications who are 55 years
old and younger; meningococcal polysaccharide vaccine (MPSV4) is preferred for
adults 56 years and older.

* Revaccination with MCV4 every 5 years is recommended for adults previously
vaccinated with MCV4 or MPSV4 who remain at increased risk for infection (e.g.,
adults with anatomic or functional asplenia or persistent complement component
deficiencies).

11. Hepatitis A vaccination
+ Vaccinate any person seeking protection from hepatitis A virus (HAV) infection
and persons with any of the following indications:

— men who have sex with men and persons who use injection drugs;

— persons working with HAV-infected primates or with HAV in a research
laboratory setting;
— persons with chronic liver disease and persons who receive clotting
factor concentrates;
— persons traveling to or working in countries that have high or intermediate endemic-
ity of hepatitis A; and
— unvaccinated persons who anticipate close personal contact (e.g., household or
regular babysitting) with an international adoptee during the first 60 days after arrival
in the United States from a country with high or intermediate endemicity. (See foot-
note 1 for more information on travel recommendations). The first dose of the 2-dose
hepatitis A vaccine series should be administered as soon as adoption is planned,
ideally 2 or more weeks before the arrival of the adoptee.
Single-antigen vaccine formulations should be administered in a 2-dose schedule at
either 0 and 6-12 months (Havrix), or 0 and 6-18 months (Vagta). If the combined
hepatitis A and hepatitis B vaccine (Twinrix) is used, administer 3 doses at 0, 1, and 6
months; alternatively, a 4-dose schedule may be used, administered on days 0, 7, and
21-30 followed by a booster dose at month 12.

-

12. Hepatitis B vaccination

+ Vaccinate persons with any of the following indications and any person seeking protec-

tion from hepatitis B virus (HBV) infection:

— sexually active persons who are not in a long-term, mutually monogamous relation-
ship (e.g., persons with more than one sex partner during the previous 6 months);
persons seeking evaluation or treatment for a sexually transmitted disease (STD);
current or recent injection-drug users; and men who have sex with men;

— health-care personnel and public-safety workers who are exposed to blood or other
potentially infectious body fluids;

— persons with diabetes younger than 60 years as soon as feasible after diagnosis;
persons with diabetes who are 60 years or older at the discretion of the treating
clinician based on increased need for assisted blood glucose monitoring in long-
term care facilities, likelihood of acquiring hepatitis B infection, its complications or
chronic sequelae, and likelihood of immune response to vaccination;

— persons with end-stage renal disease, including patients receiving hemodialysis;
persons with HIV infection; and persons with chronic liver disease;

— household contacts and sex partners of persons with chronic HBV infection; clients
and staff members of institutions for persons with developmental disabilities; and
international travelers to countries with high or intermediate prevalence of chronic
HBV infection; and

— all adults in the following settings: STD treatment facilities; HIV testing and treatment
facilities; facilities providing drug-abuse treatment and prevention services;
healthcare settings targeting services to injection-drug users or men who have sex
with men; correctional facilities; end-stage renal disease programs and facilities for
chronic hemodialysis patients; and institutions and nonresidential daycare facilities
for persons with developmental disabilities.

Administer missing doses to complete a 3-dose series of hepatitis B vaccine to those

persons not vaccinated or not completely vaccinated. The second dose should be ad-

ministered 1 month after the first dose; the third dose should be given at least 2 months
after the second dose (and at least 4 months after the first dose). If the combined
hepatitis A and hepatitis B vaccine (Twinrix) is used, give 3 doses at 0, 1, and 6 months;
alternatively, a 4-dose Twinrix schedule, administered on days 0, 7, and 21-30 followed
by a booster dose at month 12 may be used.

Adult patients receiving hemodialysis or with other immunocompromising conditions

should receive 1 dose of 40 pg/mL (Recombivax HB) administered on a 3-dose schedule

or 2 doses of 20 pg/mL (Engerix-B) administered simultaneously on a 4-dose schedule
at0,1,2,and 6 months.

13. Selected conditions for which Haemophilus influenzae type b (Hib) vaccine
may be used
+ 1 dose of Hib vaccine should be considered for persons who have sickle cell disease,
leukemia, or HIV infection, or who have anatomic or functional asplenia if they have
not previously received Hib vaccine.

-

-

14. Inmunocompromising conditions
+ Inactivated vaccines generally are acceptable (e.g., pneumococcal, meningococcal,
and influenza [inactivated influenza vaccine]), and live vaccines generally are avoided
in persons with immune deficiencies or immunocompromising conditions. Information
on specific conditions is available at http://www.cdc.gov/vaccines/pubs/acip-list.htm.
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Save the Date
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medicalaffairs@ph.lacounty.gov
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Index of Disease Reporting Forms

All case reporting forms from the LA County Department of Public Health are

available by telephone or Internet.

Reportable Diseases & Conditions
Confidential Morbidity Report
Morbidity Unit (888) 397-3993
Acute Communicable Disease Control
(213) 240-7941
www.publichealth.lacounty.gov/acd/
reports/CMR-H-794.pdf

Sexually Transmitted Disease
Confidential Morbidity Report
(213) 744-3070
www.publichealth.lacounty.gov/std/
providers.htm (web page)
www.publichealth.lacounty.gov/std/
docs/STD_CMR.pdf (form)

Adult HIV/AIDS Case Report Form
For patients over 13 years of age

at time of diagnosis

HIV Epidemiology Program

(213) 351-8196
www.publichealth.lacounty.gov/HIV/
hivreporting.htm

Pediatric HIV/AIDS Case Report Form
For patients less than 13 years of age
at time of diagnosis

Pediatric AIDS Surveillance Program
(213) 351-8153

Must first call program before reporting
www.publichealth.lacounty.gov/HIV/
hivreporting.htm

Tuberculosis Suspects & Cases
Confidential Morbidity Report
Tuberculosis Control (213) 744-6160
www.publichealth.lacounty.gov/tb/forms/
cmr.pdf

Lead Reporting

No reporting form. Reports are
taken over the phone.

Lead Program (323) 869-7195

Animal Bite Report Form

Veterinary Public Health (877) 747-2243
www.publichealth.lacounty.gov/vet/
biteintro.htm

Animal Diseases and Syndrome

Report Form

Veterinary Public Health (877) 747-2243
www.publichealth.lacounty.gov/vet/
disintro.htm
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