
Volume 10 – Number 2 October 2006

VACCINATE ADULTS!
A bulletin for adult medicine specialists from the Immunization Action Coalition

Highlighting the latest developments in adult immunization and hepatitis B prevention and screening

What’s Inside?
Ask the Experts  ........................................................ 1
Vaccine Highlights ..................................................... 2
Hepatitis B and the Healthcare Worker ..................... 4
Summary of Recs. for Adult Immunization  ............... 7
Make Sure All Staff Get Influenza Vaccine .............. 10
Influenza Vaccination Resources ............................ 11
Vaccine Administration Resources .......................... 12
Immunization Resources Order Form ..................... 15
Stay Current! Sign Up for Free IAC Materials ......... 16

  Immunization questions

Artwork courtesy of New York State Department of Health

Ask the Experts
IAC extends thanks to our experts: William L. Atkinson, MD, MPH, medical epidemiologist; and An-
drew T. Kroger, MD, MPH, medical officer. Both are with the National Center for Immunization and 
Respiratory Diseases, Centers for Disease Control and Prevention (CDC). Eric E. Mast, MD, MPH, is 
chief, Prevention Branch, CDC’s Division of Viral Hepatitis (DVH); and Linda A. Moyer, RN, who until 
her retirement, was an epidemiologist and chief, Education and Training Team, at DVH. Currently an 
IAC consultant, she maintains close professional ties with CDC.

How common is human papillomavirus (HPV) 
infection?
HPV is the most common sexually transmitted in-
fection in the United States. Currently, more than 
20 million men and women in the United States 
are infected with HPV, and more than 6 million 
are estimated to become infected each year. HPV 
is most common in young women and men in their 
late teens and early 20s. By age 50, at least 80% 
of sexually active women will have acquired HPV 
infection.

How serious is disease caused by HPV?
HPV infection is responsible for nearly 100% of 
cervical cancer in women and contributes to other 
cancers that can affect males or females. Cervical 
cancer is diagnosed in more than 9,700 women in 
the United States each year and results in 3,700 
deaths. Approximately 70% of cervical cancers are 
caused by two of the strains of HPV included in 
the newly licensed HPV vaccine. HPV also causes 
genital warts in men and women.

Please provide more information about the 
new HPV vaccine.
Gardasil™, manufactured by Merck, is the first 
vaccine approved by FDA to prevent cervical can-
cer, precancerous genital lesions, and genital warts 
due to HPV. The vaccine is highly effective against 
the four types of HPV virus included in the vaccine. 
The vaccine has no effect on HPV infection that is 
present at the time of vaccination, or on existing 
cervical cell abnormalities or genital warts. Though 
women already infected with an HPV vaccine virus 
type will not benefit from that part of the vaccine, 

they could still benefit from the other vaccine virus 
types in the vaccine.

What are the recommendations for use of  
HPV vaccine?
In June 2006, ACIP voted to recommend that 
HPV vaccine be routinely given to girls age 11–12 
years, although it can be given to girls as young as 
9 years. ACIP also voted to recommend that girls 
and women ages 13 through 26 years receive the 
vaccine. Ideally vaccine should be administered 
before onset of sexual activity, but sexually active 
females should still be vaccinated. 

Gardasil is licensed as a 3-dose series, with 
dose #2 given 2 months after dose #1, and dose 
#3 given 4 months after dose #2. The minimum 
interval between doses #1 and #2 is 4 weeks, and 
between doses #2 and #3 is 12 weeks. The vac-
cine should be administered IM in the deltoid. 
For more information on the use of HPV vaccine, 
see the provisional ACIP recommendations from 
CDC at www.cdc.gov/nip/recs/provisional_recs/
hpv.pdf. ACIP recommendations do not become 
official until they are published in MMWR, which 
is expected to occur later this year.  

If a woman is diagnosed with HPV, should  
she still be vaccinated? 
Yes. Although the vaccine would not alter the 
clinical course of the current infection, she would 
still benefit from protection against the other virus 
types in the vaccine.

How effective is the new Zostavax® vaccine in 
preventing shingles?
In May 2006, FDA licensed Zostavax by Merck to 
prevent herpes zoster (shingles) as a 1-dose vac-
cination for persons ages 60 years and older. In 
clinical trials, vaccine recipients had a 51% reduc-
tion in shingles, less severe illness when shingles 
did occur, and 66.5% less postherpetic neuralgia, 
compared with placebo recipients. During these 
trials, no significant safety issues were identified.

As of this writing, ACIP has not made recom-
mendations for the use of Zostavax. However, pro-
viders can begin using Zostavax without a specific 
ACIP recommendation. Providers should observe 

(continued on page 13)

Immunization questions?
• Call the CDC-INFO Contact Center at  

(800) 232-4636 or (800) CDC-INFO 
• Email nipinfo@cdc.gov
• Call your state health dept. (phone numbers  

at www.immunize.org/coordinators) 

  One of my friends still has severe  
 pain following his case of shingles.  
How effective is this vaccine anyway?

     In clinical trials, this vaccine  
was 51% effective in preventing    
  shingles. In cases when the 
disease DID occur, it generally 
was less severe, and the chances 
of getting postherpetic neuralgia    
     (the pain that can occur  
       following shingles) was  
        reduced by two-thirds. 
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DISCLAIMER: Vaccinate Adults! is available to all readers free of charge. Some of the information in this issue is supplied to us by the 
Centers for Disease Control and Prevention in Atlanta, Georgia, and some information is supplied by third-party sources. The Immuniza-
tion Action Coalition (IAC) has used its best efforts to accurately publish all of this information, but IAC cannot guarantee that the original 
information as supplied by others is correct or complete, or that it has been accurately published. Some of the information in this issue is 
created or compiled by IAC. All of the information in this issue is of a time-critical nature, and we cannot guarantee that some of the in-
formation is not now outdated, inaccurate, or incomplete. IAC cannot guarantee that reliance on the information in this issue will cause no 
injury. Before you rely on the information in this issue, you should first independently verify its current accuracy and completeness. IAC is 
not licensed to practice medicine or pharmacology, and the providing of the information in this issue does not constitute such practice. Any 
claim against IAC must be submitted to binding arbitration under the auspices of the American Arbitration Association in St. Paul, Minnesota. 
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Vaccine Highlights
Recommendations, schedules, and more
Editor’s note: The information on these pages is current 
as of September 19, 2006.

  ACIP recommendations

The CDC’s Advisory Committee on Immunization 
Practices (ACIP) periodically issues public health 
recommendations on the use of vaccines. Clinicians 
who vaccinate should have a current set for reference. 
Published in the Morbidity and Mortality Weekly Report 
(MMWR), ACIP recommendations are easily available. 
Here are sources:
• Download them from links on IAC’s website: www.

immunize.org/acip.
• Download them from CDC’s website: www.cdc.

gov/nip/publications/acip-list.htm.
• Call the CDC-INFO Contact Center: (800) CDC-

INFO [(800) 232-4636].

  Influenza news

On July 28, CDC published the ACIP recommendation 
“Prevention and Control of Influenza” in MMWR, Vol. 
55 (RR-10). To obtain a copy of the recommendations, 
go to www.cdc.gov/mmwr/PDF/rr/rr5510.pdf.

On Jan. 1, use of a federal Vaccine Information State-
ment (VIS) for influenza vaccines became a require-
ment. The 2006–07 influenza season will be the first 
season that providers will be required to use VISs when 
vaccinating adults and children. To access current VISs 
for trivalent inactivated influenza vaccine (TIV) and 
live attenuated influenza vaccine (LAIV) in a variety 
of languages and formats, go to www.immunize.org/
vis/#influenza.

On June 13, the Joint Commission on Accreditation 
of Healthcare Organizations (JCAHO) approved an 
infection control standard that requires accredited 
healthcare organizations to offer influenza vaccina-
tions to staff, volunteers, and independent practitio-
ners who have close patient contact, effective Jan. 
1, 2007. To view a press release about the stan-
dard, go to www.jointcommission.org/newsroom/ 
newsreleases/nr_06_13_06.htm. 

On May 16, the American Heart Association and the 
American College of Cardiology published guidelines 
for secondary prevention for patients with coronary 
and other atherosclerotic vascular disease. One of the 
intervention recommendations is that patients with car-

diovascular disease receive influenza vaccination. The 
guidelines are available in the journal Circulation at 
circ.ahajournals.org/cgi/content/full/113/19/2363. 

  Human papillomavirus news

On June 8, FDA licensed Gardasil® (Merck), a quadri-
valent human papillomavirus (HPV) recombinant vac-
cine for use in preventing infection with HPV types 6, 
11, 16, and 18 in females ages 9–26 years. To obtain 
the Gardasil package insert, go to www.fda.gov/cber/
label/hpvmer060806LB.pdf. 

On June 29, ACIP voted to recommend HPV vaccina-
tion for girls and women ages 9–26 years as a series 
of three doses. As of this writing the recommendations 
have not been made official by publication in MMWR; 
however, CDC’s provisional recommendations for HPV 
vaccine are available at www.cdc.gov/nip/recs/provi-
sional_recs/hpv.pdf. 

On Sept. 5, CDC released an interim VIS for HPV vac-
cine. To obtain a copy, go to www.cdc.gov/nip/publica-
tions/VIS/vis-hpv.pdf.

  Herpes zoster (shingles) news

On May 25, FDA licensed Zostavax® (Merck), a live 
attenuated vaccine for use in preventing herpes zoster 
(shingles) in persons age 60 years and older.  As of this 
writing, ACIP has not issued recommendations for the 
use of Zostavax. However, providers can begin using 
Zostavax without a specific ACIP recommendation. 
Providers should observe indications and contraindi-
cations as listed in the manufacturer’s package insert. 
See www.fda.gov/cber/label/zosmer052506LB.pdf.

On Sept. 11, CDC released an interim VIS for shingles  
vaccine. To obtain a copy, go to www.cdc.gov/nip/pub-
lications/VIS/vis-shingles.pdf.

  STD vaccination news

On Aug. 4, CDC published “Sexually Transmitted Dis-
eases Treatment Guidelines, 2006.” This document pro-
vides clinical guidance for preventing, diagnosing, and 
treating STDs in a variety of primary-care settings. In-
cluded is guidance for preexposure vaccination against 
hepatitis B virus and hepatitis A virus. There is also ref-
erence to HPV vaccine. The STD guidelines are avail-
able at www.cdc.gov/std/treatment/2006/rr5511.pdf.
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Laminated adult and child immunization schedules 
Order one of each for every exam room
IAC’s versions of the ACIP/AAFP/ACOG-approved adult 
immunization schedule and the ACIP/AAP/AAFP-approved 
childhood/adolescent schedule are laminated for heavy-
duty use, complete with essential footnotes, and printed 
in color for easy reading. The cost is $5 each for the  
4-sided adult schedule and $4 each for the 2-sided 
childhood/adolescent schedule. For five or more copies, contact us for discount pricing. 

	 For	more	information	or	to	order	online,	go	to	www.immunize.org/immschedules.

	 To	order	by	fax	or	mail,	use	the	order	form	on	page	15.

Available in videotape 
(VHS) or DVD format. 
Each comes with  
presenter’s notes and  
a skills checklist. 

“Immunization Techniques: 

Safe, Effective, Caring”

 developed by 
California Dept. of Health Services  

Immunization Branch

Do you vaccinate adults or children?  
                         Then your practice needs this training video!

Cost is $30 for VHS video; $35 for DVD.  For 20 or more copies, contact us for discount  
pricing.  For more information or to order online, visit www.immunize.org/iztech.
       	To	order	by	fax	or	mail,	use	the	order	form	on	page	15.		

									Questions?	Email	admin@immunize.org	or	call	(651)	647-9009.	

To	order,	visit	www.immunize.org/adultizcards,	or	use	the	order	form	on	page	15.

Give your adult patients a permanent vaccination record card. 
Modified to add space for you to record new vaccines—HPV, 
Tdap, zoster, and meningococcal. Printed on rip-proof, 
smudge-proof, waterproof paper, this durable canary-yellow 
card is sized to fit in a wallet. To view the card, visit  
www.immunize.org/adultizcards/adultizcard.pdf.

(To	receive	sample	cards,	email	your	request	to	admin@immunize.org.)

     Updated! Immunization record cards for adults  
                          

Buy 1 box (250 cards) for $35 (first order of a 250-card box comes  
with a 30-day money-back guarantee)

Discounts for larger orders: 2 boxes (500 cards) $65;  
3 boxes (750 cards) $90; 4 boxes (1000 cards) $110

Congenital
immunodeficiency;leukemia;10

lymphoma;
generalized
malignancy;
cerebrospinal fluidleaks; therapy withalkylating agents,antimetabolites,radiation, or high-dose, long-termcorticosteroids

Recommended Adult Immunization Schedule
United States, October 2005–September 2006

Recommended adult immunization schedule, by vaccine and medical and other indications

Tetanus,
diphtheria (Td)1*

Indication

Vaccine

Measles, mumps, ru-bella (MMR)2*
Varicella3*

Influenza4*

Pneumococcal(polysaccharide)5,6

Hepatitis A7*           

Hepatitis B8

Meningococcal9

Pregnancy

Diabetes; heartdisease; chronicpulmonary disease;chronic liver
disease, includingchronic alcoholism

Asplenia10

(including
elective
splenectomy andterminal
complement
component
deficiencies)

Kidney failure, end-stage renal disease,recipients of
hemodialysis orclotting factorconcentrates

Human
immunodeficiencyvirus (HIV) infec-tion2,10

Healthcare workers
1-dose booster every 10 yrs

1 or 2 doses

2 doses (0, 4–8 wks)

2 doses
1 dose annually

1 dose annually
1 dose annually

1–2 doses

1–2 doses

1–2 doses2 doses (0, 6–12 mos, or 0, 6–18 mos) 
3 doses (0, 1–2, 4–6 mos) 

3 doses (0, 1–2, 4–6 mos) 1 dose 
1 dose 

1 dose 

*Covered by the Vaccine Injury Compensation Program

The recommendations on this page must be read along with the footnotes, which can be found on the next 2 pages of this schedule. 

Recommended if some other risk factor is present (e.g., based on medical, occupational, lifestyle, or other 
indications)

For all persons in this category who meet the age requirements and who lack evidence of immunity (e.g., 
lack documentation of vaccination or have no evidence 
of prior infection)

Contraindicated

*	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 College of Obstetricians and Gynecologists (ACOG), and the American Academy of Family Physicians (AAFP). The Immunization Action Coalition adapted 

the design of this schedule from CDC.

Tetanus,
diphtheria (Td)1*

Vaccine

Measles, mumps, ru-bella (MMR)2*
Varicella3*

Influenza4*

Pneumococcal(polysaccharide)5,6

Hepatitis A7*           

Hepatitis B8

Meningococcal9

Vaccines below broken line are for selected populations

19–49 years
50–64 years

>65 years
1-dose booster every 10 yrs

1 or 2 doses

1 dose2 doses (0, 4–8 wks)

2 doses (0, 4–8 wks)1 dose annually

1 dose annually
1–2 doses

1 dose
2 doses (0, 6–12 mos, or 0, 6–18 mos)

3 doses (0, 1–2, 4–6 mos)

1 or more doses

Recommended adult immunization schedule, by vaccine and age group
Age group

1.	Hepatitis B vaccine (HepB). AT BIRTH: All newborns should receive monovalent 
HepB soon after birth and before hospital discharge. Infants born to mothers who are 
HBsAg-positive should receive HepB and 0.5 mL of hepatitis B immune globulin (HBIG) within 12 
hours of birth. Infants born to mothers whose HBsAg status is unknown should receive HepB 
within 12 hours of birth. The mother should have blood drawn as soon as possible to determine her 
HBsAg status; if HBsAg-positive, the infant should receive HBIG as soon as possible (no later than 
age 1 week). For infants born to HBsAg-negative mothers, the birth dose can be delayed in rare 
circumstances but only if a physician’s order to withhold the vaccine and a copy of the mother’s  original 
HBsAg-negative laboratory report are documented in the infant’s medical record. FOLLOWING THE 

BIRTH DOSE: The HepB series should be completed with either monovalent HepB or a combination 
vaccine containing HepB. The second dose should be administered at age 1–2 months. The final dose 
should be administered at age $24 weeks. It is permissible to administer 4 doses of HepB (e.g., when 
combination vaccines are given after the birth dose); however, if monovalent HepB is used, a dose at 
age 4 months is not needed. Infants born to HBsAg-positive mothers should be tested for HBsAg 
and antibody to HBsAg after completion of the HepB series, at age 9–18 months (generally at the next 
well-child visit after completion of the vaccine series). 2.	D i p h t h e r i a a n d t e t a n u s t o x o i d s a n d a c e l l u l a r p e r t u s s i s		

vaccine (DTaP). The fourth dose of DTaP may be administered as early as age 12 months, provided 
6 months have elapsed since the third dose and the child is unlikely to return at age 15–18 months. 
The final dose in the series should be given at age $4 years. Tetanus and diphtheria toxoids
and acellular pertussis vaccine (Tdap – adolescent preparation) is recommended 
at age 11–12 years for those who have completed the recommended childhood DTP/DTaP vaccination 
series and have not received a Td booster dose. Adolescents 13–18 years who missed the 11–12-year 
Td/Tdap booster dose should receive a single dose of Tdap if they have completed the recommended 
childhood DTP/DTaP vaccination series. Subsequent tetanus and diphtheria toxoids (Td) are 
recommended every 10 years.
3. Haemophilus influenzae type b conjugate vaccine (Hib). Three Hib 
conjugate vaccines are licensed for infant use. If PRP-OMP (PedvaxHIB® or ComVax® [Merck]) is 
administered at ages 2 and 4 months, a dose at age 6 months is not required. DTaP/Hib combination 
products should not be used for primary immunization in infants at ages 2, 4 or 6 months but can be 
used as boosters following any Hib vaccine. The final dose in the series should be administered at 
age $12 months.
4.	Measles, mumps, and rubella vaccine (MMR). The second dose of MMR is 
recommended routinely at age 4–6 years but may be administered during any visit, provided at 
least 4 weeks have elapsed since the first dose and both doses are administered beginning 
at or after age 12 months. Those who have not previously received the second dose should complete 
the schedule by age 11–12 years.

5.	Varicella vaccine. Varicella vaccine is recommended at any visit at or after age 12 months for 
susceptible children (i.e., those who lack a reliable history of chickenpox). Susceptible persons aged 
$13 years should receive 2 doses administered at least 4 weeks apart.6.	Meningococcal vaccine (MCV4). Meningococcal conjugate vaccine (MCV4) should be 
given to all children at the 11–12 year old visit as well as to unvaccinated adolescents at high school 
entry (15 years of age). Other adolescents who wish to decrease their risk for meningococcal disease 
may also be vaccinated. All college freshmen living in dormitories should also be vaccinated, preferably 
with MCV4, although meningococcal polysaccharide vaccine (MPSV4) is an acceptable alternative. 
Vaccination against invasive meningococcal disease is recommended for children and adolescents 
aged $2 years with terminal complement deficiencies or anatomic or functional asplenia and certain 
other high risk groups (see MMWR 2005;54[RR-7]:1-21); use MPSV4 for children aged 2–10 years 
and MCV4 for older children, although MPSV4 is an acceptable alternative. 7.	Pneumococcal vaccine. The heptavalent pneumococcal conjugate
vaccine (PCV) is recommended for all children aged 2–23 months and for certain children aged 
24–59 months. The final dose in the series should be given at age $12 months.  Pneumococcal
polysaccharide vaccine (PPV) is recommended in addition to PCV for certain high-risk groups. 
See MMWR 2000;49(RR-9):1-35. 
8.	Influenza vaccine. Influenza vaccine is recommended annually for children aged $6
months with certain risk factors (including, but not limited to, asthma, cardiac disease, sickle cell disease, 
human immunodeficiency virus [HIV], diabetes, and conditions that can compromise respiratory function 
or handling of respiratory secretions or that can increase the risk for aspiration), healthcare workers, 
and other persons (including household members) in close contact with persons in groups at high risk 
(see MMWR 2005;54[RR-8]:1-55). In addition, healthy children aged 6–23 months and close contacts 
of healthy children aged 0–5 months are recommended to receive influenza vaccine because children 
in this age group are at substantially increased risk for influenza-related hospitalizations. For healthy 
persons aged 5–49 years, the intranasally administered, live, attenuated influenza vaccine (LAIV) is 
an acceptable alternative to the intramuscular trivalent inactivated influenza vaccine (TIV). See MMWR
2005;54(RR-8):1-55. Children receiving TIV should be administered a dosage appropriate for their age 
(0.25 mL if aged 6–35 months or 0.5 mL if aged $3 years). Children aged #8 years who are receiving 
influenza vaccine for the first time should receive 2 doses (separated by at least 4 weeks for TIV and 
at least 6 weeks for LAIV).
9.	Hepatitis A vaccine (HepA). HepA is recommended for all children at 1 year of age (i.e., 
12–23 months). The 2 doses in the series should be administered at least 6 months apart. States, 
counties, and communities with existing HepA vaccination programs for children 2–18 years of age are 
encouraged to maintain these programs. In these areas, new efforts focused on routine vaccination of 
1-year-old children should enhance, not replace, ongoing programs directed at a broader population of 
children. HepA is also recommended for certain high-risk groups (see MMWR 1999;48[RR-12]:1-37). 

This schedule indicates the recommended ages for routine administration of currently licensed childhood 
vaccines, as of December 1, 2005, for children through age 18 years. Any dose not administered at 
the recommended age should be administered at any subsequent visit when indicated and feasible.                            

Indicates age groups that warrant special effort to administer those vaccines not previously 
administered. Additional vaccines may be licensed and recommended during the year. Licensed 
combination vaccines may be used whenever any components of the combination are indicated and 

The Recommended Childhood and Adolescent Immunization Schedule is approved by:

Advisory Committee on Immunization Practices (www.cdc.gov/nip/acip)   •  American Academy of Pediatrics (www.aap.org)   • American Academy of Family Physicians (www.aafp.org)

Recommended Childhood and Adolescent Immunization Schedule, U.S., 2006Hepatitis B1

Age Birth 1 mo 2 mo 4 mo 6 mo 12 mo 15 mo 18 mo 24 mo 4–6 y 11–12 y

DTaP DTaP DTaP
DTaP							

DTaP

HibHib Hib3
Hib

IPV IPV

IPV

MMR

PCV PCV
PCV

PCV

Diphtheria, Tetanus,Pertussis2

Haemophilus
influenzae type b3

Inactivated Poliovirus

Measles, Mumps,Rubella4

Pneumococcal7                          

Hepatitis A9

Influenza8

Meningococcal6

15 y13–14 y

Varicella

Varicella5           

HepB HepB HepB1

HepB Series

HepB

Tdap Tdap

IPV

MMR

MMR

Varicella

MCV4
MPSV4

MCV4

PPV

Influenza (Yearly)

HepA Series

Influenza (Yearly)

16–18 y

MCV4

Vaccines within 
broken line are for 

selected populations

other components of the vaccine are not contraindicated and if approved by the Food and Drug 
Administration for that dose of the series. Providers should consult the respective ACIP statement for 
detailed recommendations. Clinically significant adverse events that follow immunization should be 
reported to the Vaccine Adverse Event Reporting System (VAERS). Guidance about how to obtain 
and complete a VAERS form is available at www.vaers.hhs.gov or by telephone, 800-822-7967.

Range of recommended ages Catch-up immunization 11–12 year old assessment

HepA Series

PCV

Vaccine
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Healthcare workers  
need more vaccinations 

than just hepatitis B!

For information about  
additional vaccines  
you may need, see  

the references at the  
bottom of page 3. 

CDC answers frequently asked questions 
about how to protect healthcare workers

(page 1 of 3)

Hepatitis B and the 
healthcare worker

www.immunize.org/catg.d/2109hcw.pdf • Item #P2109 (8/06)

Which workers in the healthcare setting need 
hepatitis B vaccine?
The Occupational Safety and Health Administra-
tion (OSHA) requires that hepatitis B vaccine be 
offered to healthcare workers (HCWs) who have a 
reasonable expectation of being exposed to blood 
on the job. This requirement does not include 
HCWs who would not be expected to have oc-
cupational risk, such as receptionists, billing staff, 
and general office workers.  

At what anatomic site should hepatitis B  
vaccine be administered to adults? What  
needle size should be used?
The deltoid muscle is recommended for routine 
intramuscular (IM) vaccination among adults.  The 
gluteus muscle should not be used as a site for 
administering hepatitis B vaccine. The suggested 
needle size is 1”–2” depending on the recipi-
ent’s gender and weight (1” for females weigh-
ing less than 70 kg; 1½” for females weighing 
70–100 kg; 1”–1½” for males weighing less than  
120 kg; and 2” for males weighing 120 kg or more 
and females more than 100 kg). A 22- to 25-gauge 
needle should be used. For optimal protection, it 
is crucial that the vaccine be administered IM, not 
subcutaneously.

If a HCW had one dose only of hepatitis B  
vaccine 4 months ago, should the series  
be restarted?
No. The hepatitis B vaccine series should not be 
restarted when doses are delayed; rather, the series 
should be continued from where it stopped. The 
HCW should receive the second dose of vaccine 
now and the third dose at least 8 weeks later.  There 
needs to be at least 16 weeks between the first and 
the third doses and at least 8 weeks between the 
second and third doses of vaccine.

Is it safe for HCWs to be vaccinated during 
pregnancy?
Yes. Limited data indicate no apparent risk for ad-
verse events to developing fetuses. Current hepa-
titis B vaccines contain noninfectious hepatitis B 
surface antigen (HBsAg) and should pose no risk 
to the fetus.  If the mother is being vaccinated be-

cause she is at risk for hepatitis B virus (HBV) 
infection (e.g., a HCW, a person with a sexually 
transmitted disease, an injection drug user, mul-
tiple sex partners), vaccination should be initiated 
as soon as her risk factor is identified during the 
pregnancy. If not vaccinated, a pregnant woman 
may contract an HBV infection, which might result 
in severe disease for the mother and chronic infec-
tion for the newborn. In addition, giving hepatitis 
B vaccine to the mother is not a contraindication 
to breastfeeding.

Which HCWs need serologic testing after  
receiving 3 doses of hepatitis B vaccine?
All HCWs who have a reasonable risk of expo-
sure to blood or body fluids containing blood (e.g., 
HCWs with direct patient contact, HCWs who have 
the risk of needlestick or sharps injury, laborato-
ry workers who draw or test blood) should have 
postvaccination testing for antibody to hepatitis B 
surface antigen (anti-HBs). Postvaccination test-
ing should be done 1–2 months after the last dose  
of vaccine.  

What should be done if a HCW’s postvaccina-
tion anti-HBs test is negative 1–2 months after 
the last dose of vaccine?
Repeat the 3-dose series and test for anti-HBs 1–2 
months after the last dose of vaccine. If the HCW 
is still negative after a second vaccine series, the 
HCW is considered a non-responder to hepatitis 
B vaccination. HCWs who do not respond to vac-
cination should be tested for HBsAg to determine 
if they have chronic HBV infection.  If the HBsAg 
test is positive, the person should receive appropri-
ate counseling and medical management. Persons 
who test negative for HBsAg should be considered 
susceptible to HBV infection and should be coun-
seled about precautions to prevent HBV infection 
and the need to obtain hepatitis B immune globulin 
(HBIG) prophylaxis for any known or likely expo-
sure to HBsAg-positive blood. 

How often should I test HCWs after they’ve  
received the hepatitis B vaccine series to 
make sure they’re protected?
For immune competent HCWs, periodic testing or 

periodic boosting is not needed. Postvaccination 
testing (anti-HBs) should be done 1–2 months after 
the last dose of hepatitis B vaccine. If adequate 
anti-HBs (at least 10 mIU/mL) is present, nothing 
more needs to be done. If postvaccination testing 
is less than 10 mIU/mL, the vaccine series should 
be repeated and anti-HBs testing done, 1–2 months 
after the last dose of the second series. This infor-
mation should be recorded in the HCW’s employee 
health record.

Should a HCW who performs invasive proce-
dures and who once had a positive anti-HBs 
result be revaccinated if the anti-HBs titer is 
rechecked and is less than 10 mIU/mL?    
No. Immune competent persons known to have re-
sponded to hepatitis B vaccination do not require 
additional passive or active immunization. Postvac-
cination testing should be done 1–2 months after 
the original vaccine series is completed. In this 
scenario, the initial postvaccination testing showed 
that the HCW was protected. Substantial evidence 
suggests that adults who respond to hepatitis B 
vaccination (anti-HBs of at least 10 mIU/mL) are 
protected from chronic HBV infection for as long 
as 23 years, even if there is no detectable anti-HBs 
currently. Only immunocompromised persons (e.g., 
hemodialysis patients, some HIV-positive persons) 
need to have anti-HBs testing and booster doses 
of vaccine to maintain their protective anti-HBs 
concentrations of at least 10 mIU/mL.

Before reading the recommendations of CDC’s 
Advisory Committee on Immunization Prac-
tices (ACIP) that say not to do this, we tested 
our employees for anti-HBs several years after 
they were vaccinated and some people had 
inadequate results, even though they had all 
completed a 3-dose series. What should we  
do now?
ACIP does not recommend periodic testing of vac-
cinated HCWs because anti-HBs concentrations de-
cline over time, and HCWs remain protected even  
if their anti-HBs concentration declines to below 
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10  mIU/mL. For HCWs who have been vaccinated 
in the past and who do not have a documented re-
sponse to vaccination of at least 10 mIU/mL, ACIP 
recommends testing for anti-HBs at the time of an 
exposure and providing appropriate management 
based on the results of testing. (See postexposure 
guidelines in Table 1.) If cost is not a great concern 
or if an employee or employer wants documented 
assurance of immunity, a revaccination series can 
be undertaken followed by testing 1–2 months after 
the 3rd dose of hepatitis B vaccine. 

How often should anti-HBs testing be done on 
HCWs who perform invasive procedures?
For persons whose immune status is normal, pe-
riodic serologic testing to assess anti-HBs con-
centrations is not necessary. Persons who perform 
invasive procedures should be treated no differently 
from other HCWs with respect to anti-HBs testing. 
If a HCW has an exposure (e.g., needlestick), s/he 
should be evaluated for their need for immuno-
prophylaxis according to postexposure guidelines 
in Table 1.

If HCWs received hepatitis B vaccination in the 
past and were not tested for immunity, should 

they be tested now?
No. In this scenario, a HCW does not need to be 
tested unless s/he has an exposure. If an exposure 
occurs, refer to the postexposure guidelines in 
Table 1. 

How should a vaccinated HCW with an  
unknown anti-HBs response be managed  
if they have a percutaneous or mucosal  
exposure to blood or body fluids from an  
HBsAg-positive source?  
This person should be tested for anti-HBs as soon 
as possible after exposure. If the anti-HBs concen-
tration is at least 10 mIU/mL, no further treatment 
is needed. If the anti-HBs concentration is less than 
10 mIU/mL, HBIG and one dose of hepatitis B vac-
cine should be administered. Prior to administering 
the HBIG and vaccine, blood should be drawn for a 
baseline HBsAg test. Subsequently, in 3–6 months, 
an additional anti-HBs and an HBsAg test should 
be performed. If the HBsAg is positive, the person 
is infected and should be referred for medical evalu-
ation. If the anti-HBs result is at least 10 mIU/mL, 
the person is seroprotected. It is necessary to do 
postvaccination testing later than the usual recom-
mended time frame because anti-HBs from HBIG 

might be detected if testing is done any earlier. The 
postvaccination test result should be recorded in the 
person’s health record.  

For a pre-employment physical, a HCW  
states she received all three hepatitis B  
vaccine doses as an adolescent. Would  
you test for anti-HBs?
If the HCW has written documentation of a full 
hepatitis B vaccine series, testing for anti-HBs 
at this point is not necessary. If the HCW has a 
subsequent exposure to HBV, hepatitis B immu-
noprophylaxis should be administered following 
guidelines for a person who has been vaccinated, 
but the immune response is not known (Table 1). 
This information should be documented in the 
HCW’s employee health record. This approach 
should be sufficient to meet the needs of the em-
ployer and the requirements of OSHA. If there is no 
written documentation of hepatitis B vaccination, 
see the next question.

Table 1: Recommendations for postexposure prophylaxis after percutaneous or mucosal  
exposure to HBV in an occupational setting

Vaccination and  
antibody response  
status of exposed  
persons1

Unvaccinated

Known responder3

Nonresponder3

Antibody response 
unknown

Treatment

Source is  
HBsAg positive

Source is 
HBsAg negative

Source is unknown or not tested

HBIG2 (1 dose) and begin 
a hepatitis B vaccine series

Begin a hepatitis B vaccine  
series

Not revaccinated4

   High risk        Low risk

HBIG (1 dose) and begin a 
revaccination series

After revaccination4 No treatment

No treatment No treatment No treatment

Begin a hepatitis B  
vaccine series

Begin a hepatitis B  
vaccine series

No treatment

HBIG (2 doses)5 

Test for anti-HBs6 

If adequate3, no treatment

If inadequate, HBIG x 1 
and vaccine booster

No treatment

Begin a revaccination series HBIG (1 dose) and begin  
a revaccination series

HBIG (2 doses)5 

Test for anti-HBs6 

If adequate,3 no treatment

If inadequate, give vaccine booster and 
check anti-HBs in 1–2 months

Begin a revaccination 
series

No treatment

1. Persons known to have had HBV infection in the past or who are chronically infected do not require HBIG or vaccine.
2. Hepatitis B immune globulin (0.06 mL/kg) administered IM.
3. Adequate response is anti-HBs of at least 10 mIU/mL after vaccination.
4. Revaccination = additional 3-dose series of hepatitis B vaccine administered after the primary series.
5. First dose as soon as possible after exposure and the second dose 1 month later.
6. Testing should be done as soon as possible after exposure.

(continued on next page)

Source: This table was adapted from “Updated U.S. PHS Guidelines for the Management of Occupational Exposures  
to HBV, HCV, and HIV and Recommendations for Postexposure Prophylaxis,”  MMWR, 6/29/01, Vol. 50 (RR-11)

(page 2 of 3)

Hepatitis B and the healthcare worker . . . continued from page 4
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If the HBsAg test is positive, the person should 
receive appropriate counseling and medical man-
agement. Persons who test negative for HBsAg 
should be considered susceptible to HBV infection 
and should be counseled about precautions to pre-
vent HBV infection and the need to obtain HBIG 
prophylaxis for any known or likely exposure to 
HBsAg-positive blood (see Table 1).

Can a person with chronic HBV infection  
become a HCW?
Yes. All HCWs should practice standard precau-
tions, which are designed to prevent HBV transmis-
sion, both from patients to HCW and from HCW to 
patient. There is, however, one caveat concerning 
HBV-infected HCWs. Those who are HBsAg posi-
tive and HBeAg (hepatitis B e antigen) positive 
should not perform exposure-prone procedures 
(e.g., gynecologic, cardiothoracic surgery) unless 
they have sought counsel from an expert review 
panel and been advised under what circumstances, 
if any, they may continue to perform these proce-
dures. Such circumstances might include notifying 
prospective patients of the HCW’s seropositivity 
before they undergo exposure-prone invasive pro-
cedures. For more information on this issue, see the 
Mortality and Morbidity Weekly Report, “Recom-
mendations for Preventing Transmission of Human 
Immunodeficiency Virus and Hepatitis B Virus to 
Patients During Exposure-Prone Invasive Proce-
dures,” MMWR, 7/12/91, Vol. 40(RR-8);1–9. This 
document is available at www.cdc.gov/mmwr/pre-
view/mmwrhtml/00014845.htm.

intact indefinitely following immunization. Persons 
with anti-HBs concentrations that decline to less 
than 10 mIU/mL are still protected against HBV 
infection. For HCWs with normal immune status 
who have demonstrated adequate anti-HBs (at least 
10 mIU/mL) following vaccination, booster doses 
of vaccine or periodic anti-HBs testing is not rec-
ommended.

A person who is a known non-responder to 
hepatitis B vaccine has a percutaneous expo-
sure to HBsAg-positive blood. According to 
older ACIP recommendations, I have the  
option to give HBIG x 2 or HBIG x 1 and initiate 
revaccination. How do I decide which to do?   
Current recommendations have been revised. The 
recommended postexposure prophylaxis for per-
sons who are non-responders to hepatitis B vac-
cine (i.e., have not responded to an initial 3-dose 
series and revaccination with a 3-dose series) is 
to give HBIG as soon as possible after exposure 
and a second dose of HBIG one month later (see 
Table 1). Exposed persons, who are known not to 
have responded to a primary vaccine series, but 
have not been revaccinated with a second 3-dose 
series, should receive a single dose of HBIG and 
reinitiate the hepatitis B vaccine series with the 
first dose of hepatitis B vaccine as soon as possible 
after exposure.  

If an employee does not respond to hepatitis B 
vaccination (employee has had two full series 
of hepatitis B vaccine), does s/he need to be 
removed from activities that expose her/him 
to bloodborne pathogens? Does the employer 
have a responsibility in this area beyond  
providing the vaccine?    
There are no regulations that require removal from 
job situations where exposure to bloodborne patho-
gens could occur; this is an individual policy deci-
sion within the organization. OSHA regulations 
require that employees in jobs where there is a 
reasonable risk of exposure to blood be offered 
hepatitis B vaccine. In addition, the regulation 
states that adequate personal protective equip-
ment be provided and that standard precautions 
be followed. Check your state OSHA regulations 
regarding  additional requirements. If there are no 
state OSHA regulations, federal OSHA regula-
tions should be followed. Adequate documentation 
should be placed in the employee record regarding 
non-response to vaccination. HCWs who do not 
respond to vaccination should be tested for HBsAg 
to determine if they have chronic HBV infection.  

Keep your own  
vaccination history! 
Record the dates you received 

hepatitis B vaccine, as well as the 
results of your postvaccination  

serologic testing (anti-HBs).

Remember to save records of any 
vaccinations you receive so you 

don’t have to repeat them.
To order adult immunization record cards, visit 

www.immunize.org/adultizcards.

Several physicians in our group have no  
documentation showing they received  
hepatitis B vaccine. They are relatively sure, 
however, that they received the doses many 
years ago. What do we do now?
Because there is no documentation of vaccina-
tion, the 3-dose vaccination series should be ad-
ministered and postvaccination testing should be 
performed 1–2 months after the third dose of vac-
cine. There is no harm in receiving extra doses of 
vaccine. Care should always be taken to document 
vaccine lot, date, manufacturer, route, and vaccine 
dosages. Postvaccination testing results should also 
be documented, including the date testing was per-
formed. All organizations (e.g., hospitals, clinics) 
should develop policies or guidelines to assure 
valid hepatitis B immunization.  

A healthcare worker (HCW) thinks she had  
3 doses of hepatitis B vaccine in the past 
but has no documentation of receiving those 
doses. Before reading the recommendations 
to revaccinate her, we obtained an anti-HBs 
titer and the result was greater than  
10 mIU/mL. With this lab result, can’t we  
assume she is immune? 
A positive anti-HBs indicates that the vaccinated 
person is immune at the time the HCW was tested, 
but does not necessarily assure that the HCW has 
long-term immunity. Long-term immunity has been 
shown only for persons attaining an adequate anti-
HBs result of at least 10 mIU/mL after a 3-dose 
vaccination series. The most direct way to deal with 
this is to vaccinate the HCW with the 3-dose series 
of hepatitis B vaccine; test for anti-HBs in 1–2 
months and document the result in the HCW’s em-
ployee health record. An adequate anti-HBs result 
from a documented 3-dose vaccine series would 
assure not only seroprotection, but long-term pro-
tection, as well.  
   Of course, it is possible that the HCW has an anti-
HBs result of greater than 10 mIU/mL because of 
an HBV infection in the past. If this is of concern, 
a total anti-HBc test could be performed to discern 
this (a positive result indicates a history of HBV 
infection at some undefined period in time).

I’m a nurse who received the hepatitis B  
vaccine series more than 10 years ago and 
had a positive follow-up titer (at least  
10 mIU/mL). At present, my titer is negative 
(less than 10 mIU/mL). What should I do now?
Nothing. Data show that vaccine-induced anti-HBs 
levels might decline over time; however, immune 
memory (anamnestic anti-HBs response) remains 

For more information on vaccination recommendations for healthcare workers, see the following:
1.  “Immunization of Health-Care Workers,” MMWR, 12/26/97, Vol. 46 (RR-18), www.cdc.gov/mmwr/PDF/rr/rr4618.pdf
2. “Influenza Vaccination of Health-Care Personnel,” MMWR, 2/24/06, Vol. 55 (RR-2), www.cdc.gov/mmwr/PDF/rr/rr5502.pdf
3. “Healthcare Worker Vaccination Recommendations,” Immunization Action Coalition, www.immunize.org/catg.d/p2017.pdf

(page 3 of 3)

Hepatitis B and the healthcare worker . . . continued from page 5
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Summary of Recommendations for Adult Immunization     (Page 1 of 3)
Adapted from the recommendations of the Advisory Committee on Immunization Practices (ACIP)* by the Immunization Action Coalition, September 2006

Contraindication
Previous anaphylactic reaction to this vaccine,
to any of its components, or to eggs.

Precautions
• Moderate or severe acute illness.
• History of Guillain-Barré syndrome within

6wks of previous TIV.

• Persons age 50yrs and older.
• Persons with medical problems (e.g., heart disease, lung disease, diabetes, renal

dysfunction, hemoglobinopathy, immunosuppression) and/or people living in
chronic-care facilities.

• Persons with any condition that compromises respiratory function or the handling of
respiratory secretions or that can increase the risk of aspiration (e.g., cognitive dysfunc-
tion, spinal cord injury, seizure disorder, or other neuromuscular disorder).

• Persons working or living with at-risk people.
• Women who will be pregnant during the influenza season (December–March).
• All healthcare workers and other persons who provide direct care to at-risk people.
• Household contacts and out-of-home caregivers of children ages 0–59m.
• Travelers at risk for complications of influenza who go to areas where influenza

activity exists or who may be among people from areas of the world where there is
current influenza activity (e.g., on organized tours).

• Persons who provide essential community services.
• Students or other persons in institutional settings (e.g., dormitory residents).
• Anyone wishing to reduce the likelihood of becoming ill with influenza.

• Healthy, non-pregnant persons age 49yrs and younger who meet any of the conditions
listed below.
- Working or living with at-risk people as listed in the section above.
- Healthcare workers or other persons who provide direct care to at-risk people (except

persons in close contact with severely immunosuppressed persons).
- Household contacts and out-of-home caregivers of children ages 0–59m.
- Travelers who may be among people from areas of the world where there is current

influenza activity (e.g., on organized tours).
- Persons who provide essential community services.
- Students or other persons in institutional settings (e.g., dormitory residents).
- Anyone wishing to reduce the likelihood of becoming ill with influenza.

• Given every year in the fall or winter.
• October and November are the ideal

months to give TIV.
• LAIV may be given as early as

August.
• Continue to give TIV and LAIV

through the influenza season from
December through March (including
when influenza activity is present in
the community) and at other times
when the risk of influenza exists.

Contraindications and precautions
(mild illness is not a contraindication)

For whom vaccination is recommended Schedule for vaccine administration
(any vaccine can be given with another)

Contraindication
Previous anaphylactic reaction to this vaccine
or to any of its components.

Precaution
Moderate or severe acute illness.

• Persons age 65yrs and older.
• Persons who have chronic illness or other risk factors, including chronic cardiac or pul-

monary disease, chronic liver disease, alcoholism, diabetes, CSF leak, as well as people
living in special environments or social settings (including Alaska Natives and certain
American Indian populations). Those at highest risk of fatal pneumococcal infection are
persons with anatomic asplenia, functional asplenia, or sickle cell disease; immunocom-
promised persons including those with HIV infection, leukemia, lymphoma, Hodgkin’s
disease, multiple myeloma, generalized malignancy, chronic renal failure, or nephrotic
syndrome; persons receiving immunosuppressive chemotherapy (including corticoster-
oids); those who received an organ or bone marrow transplant; and candidates for or
recipients of cochlear implants.

• Routinely given as a one-time dose;
administer if previous vaccination
history is unknown.

• One-time revaccination is recommend-
ed 5yrs later for persons at highest
risk of fatal pneumococcal infection
or rapid antibody loss (e.g., renal
disease) and for persons age 65yrs
and older if the 1st dose was given
prior to age 65 and 5yrs or more have
elapsed since the previous dose.

Contraindications
• Previous anaphylactic reaction to this vaccine,

to any of its components, or to eggs.
• Pregnancy, asthma, reactive airway disease or

other chronic disorder of the pulmonary or
cardiovascular system; an underlying medical
condition, including metabolic disease such as
diabetes, renal dysfunction, and hemoglobin-
opathy; a known or suspected immune defi-
ciency disease or receiving immunosuppressive
therapy; history of Guillain-Barré syndrome.

Precaution
Moderate or severe acute illness.

Influenza
Live

attenuated
influenza
vaccine
(LAIV)

Give
intranasally

Influenza
Trivalent

inactivated
influenza
vaccine
(TIV)

Give IM

Vaccine name
and route

Pneumococcal
poly-

saccharide
(PPV)

Give IM or SC

*For specific ACIP recommendations, refer to the official ACIP statements published in MMWR. To obtain
copies of these statements, call the CDC-INFO Contact Center at (800) 232-4636; visit CDC’s website at
www.cdc.gov/nip/publications/ACIP-list.htm; or visit the Immunization Action Coalition (IAC) website at
www.immunize.org/acip.

This table is revised periodically. Visit IAC’s website at www.immunize.org/adultrules to make sure you
have the most current version. IAC thanks William Atkinson, MD, MPH, from CDC’s National Center for
Immunization and Respiratory Diseases for his assistance. For more information, contact IAC at 1573
Selby Avenue, St. Paul, MN 55104, (651) 647-9009, or email admin@immunize.org.



Not routinely recommended for persons age 18yrs and older.
Note: Adults living in the U.S. who never received or completed a primary series
of polio vaccine need not be vaccinated unless they intend to travel to areas
where exposure to wild-type virus is likely (i.e., India, Pakistan, Afghanistan, and
certain countries in Africa). Previously vaccinated adults can receive one booster
dose if traveling to polio endemic areas.

• Persons who travel or work anywhere except the U.S., Western Europe, New
Zealand, Australia, Canada, and Japan.

• Persons with chronic liver disease, including persons with hepatitis B and C;
injecting and non-injecting drug users; men who have sex with men; people with
clotting-factor disorders; persons who work with hepatitis A virus in experimental
lab settings (not routine medical laboratories); and food handlers when health au-
thorities or private employers determine vaccination to be cost effective.

• Anyone wishing to obtain immunity to hepatitis A.
Note: Prevaccination testing is likely to be cost effective for persons older than age
40yrs, as well as for younger persons in certain groups with a high prevalence of
hepatitis A virus infection.

• Two doses are needed.
• The minimum interval between doses #1

and #2 is 6m.
• If dose #2 is delayed, do not repeat dose

#1. Just give dose #2.

Contraindication
Previous anaphylactic reaction to this
vaccine or to any of its components.

Precautions
• Moderate or severe acute illness.
• Safety during pregnancy has not been

determined, so benefits must be weighed
against potential risk.

• All adults who lack a history of a primary series consisting of at least 3 doses of
tetanus- and diphtheria-containing vaccine.

• A booster dose of tetanus- and diphtheria-containing toxoid may be needed for
wound management as early as 5yrs after receiving a previous dose, so consult
ACIP recommendations.*

• Using tetanus toxoid (TT) instead of Td or Tdap is not recommended.
• In pregnancy, when indicated, give Td or Tdap in 2nd or 3rd trimester. If not

administered during pregnancy, give Tdap in immediate postpartum period.
For Tdap (tetanus- and diphtheria-toxoids with acellular pertussis vaccine) only:
• All adults younger than age 65yrs who have not received Tdap.
• Healthcare workers who work in hospitals or ambulatory care settings and have

direct patient contact and who have not received Tdap.
• Adults in contact with infants younger than age 12m (e.g., parents, grandparents

younger than age 65yrs, childcare providers, healthcare workers) who have not
received a dose of Tdap.

• For persons who are unvaccinated or behind,
complete the primary series with Td (spaced
at 0, 1–2m, 6–12m intervals). One dose of
Tdap may be used for any dose if ages
19–64yrs.

• Give Td booster every 10yrs after the pri-
mary series has been completed. For adults
ages 19–64yrs, a 1-time dose of Tdap is
recommended to replace the next Td.

• Intervals of 2yrs or less between Td and
Tdap may be used if needed.

Note: The 2 Tdap products are licensed for
different age groups: Adacel (sanofi) for use
in persons ages 11–64yrs and Boostrix
(GSK) for use in persons ages 10–18yrs.

Contraindications
• Previous anaphylactic reaction to this

vaccine or to any of its components.
• For Tdap only, history of encephalopathy

within 7 days following DTP/DTaP.
Precautions
• Moderate or severe acute illness.
• Guillain-Barré syndrome within 6wks of

receiving a previous dose of tetanus
toxoid-containing vaccine.

• Unstable neurologic condition.
Note: Use of Td or Tdap is not contraindi-
cated in pregnancy. At the provider’s
discretion, either vaccine may be adminis-
tered during the 2nd or 3rd trimester.

• Refer to ACIP recommendations* regard-
ing unique situations, schedules, and dos-
ing information.

Contraindication
Previous anaphylactic or neurologic reaction
to this vaccine or to any of its components.

Precautions
• Moderate or severe acute illness.
• Pregnancy.

• All adolescents; any adult wishing to obtain immunity.
• High-risk persons, including household contacts and sex partners of HBsAg-posi-

tive persons; injecting drug users; heterosexuals with more than one sex partner
in 6 months; men who have sex with men; persons with recently diagnosed
STDs; patients receiving hemodialysis and patients with renal disease that may
result in dialysis; recipients of certain blood products; healthcare workers and
public safety workers who are exposed to blood; clients and staff of institutions
for the developmentally disabled; inmates of long-term correctional facilities; and
certain international travelers.

• Persons with chronic liver disease.
Note: Provide serologic screening for immigrants from endemic areas. When
HBsAg-positive persons are identified, offer appropriate disease management. In
addition, screen their sex partners and household members, and give the first dose
of vaccine at the same visit. If found susceptible, complete the vaccine series.

• Three doses are needed on a 0, 1, 6m sched-
ule.

• Alternative timing options for vaccination
include 0, 2, 4m and 0, 1, 4m.

• There must be 4wks between doses
#1 and #2, and 8wks between doses
#2 and #3. Overall, there must be at least
16wks between doses #1 and #3.

• Schedule for those who have fallen behind:
If the series is delayed between doses, DO
NOT start the series over. Continue from
where you left off.

For Twinrix® (hepatitis A and B combi-
nation vaccine [GSK]), three doses are
needed on a 0, 1, 6m schedule. Recipi-
ents must be age 18yrs or older.

Contraindication
Previous anaphylactic reaction to this vac-
cine or to any of its components.

Precaution
Moderate or severe acute illness.

Summary of Recommendations for Adult Immunization (continued)   (Page 2 of 3)

For whom vaccination is recommended
Schedule for vaccine administration

(any vaccine can be given with another)
Contraindications and precautions
(mild illness is not a contraindication)

Hepatitis A
(Hep A)

Give IM

Brands may
be used

interchangeably.

Hepatitis B
(Hep B)

Give IM

Brands may
be used

interchangeably.

Td, Tdap
(Tetanus,

diphtheria,
pertussis)

Give IM

Polio
(IPV)

Give IM or SC

Vaccine name
and route



• One dose is needed.
• If previous vaccine was MPSV4, re-

vaccinate after 5yrs if risk continues.
• Revaccination after MCV4 is not rec-

ommended.
• MCV4 is preferred over MPSV4 for

persons age 55yrs and younger, although
MPSV4 is an acceptable alternative.

Summary of Recommendations for Adult Immunization (continued)    (Page 3 of 3)

All adults without evidence of immunity. Immunity is
defined as any one of the following:
• a history of two doses of Var
• born in the U.S. before 1980
• history of varicella disease or herpes zoster based

on healthcare provider diagnosis
• laboratory evidence of immunity or laboratory

confirmation of disease

• Two doses are needed.
• Dose #2 is given 4–8wks after

dose #1.
• If Var and either MMR, LAIV, and/or

yellow fever vaccine are not given on
the same day, space them at least 28d
apart.

• If the second dose is delayed, do not
repeat dose #1. Just give dose #2.

Contraindications
• Previous anaphylactic reaction to this vaccine or to any of its components.
• Pregnancy or possibility of pregnancy within 4wks.
• Persons immunocompromised because of malignancies and primary or

acquired cellular immunodeficiency including HIV/AIDS. (See MMWR
1999, Vol. 48, No. RR-6.) Note: For those on high-dose immunosup-
pressive therapy, consult ACIP recommendations regarding delay time.*

Precautions
• If blood, plasma, and/or immune globulin (IG or VZIG) were given in

past 11m, see ACIP statement General Recommendations on Immuniza-
tion* regarding time to wait before vaccinating.

• Moderate or severe acute illness.

Varicella
(Var)

(Chickenpox)

Give SC

• Persons born in 1957 or later (especially those born out-
side the U.S.) should receive at least one dose of MMR
if there is no serologic proof of immunity or documenta-
tion of a dose given on or after the first birthday.

• Persons in high-risk groups, such as healthcare workers,
students entering college and other post–high school
educational institutions, and international travelers,
should receive a total of two doses.

• Persons born before 1957 are usually considered im-
mune, but proof of immunity (serology or vaccination)
may be desirable for healthcare workers.

• Women of childbearing age who do not have acceptable
evidence of rubella immunity or vaccination.

• One or two doses are needed.
• If dose #2 is recommended, give it

no sooner than 4wks after dose #1.
• If MMR and either Var, LAIV, and/

or yellow fever vaccine are not
given on the same day, space them
at least 28d apart.

• If a pregnant woman is found to be
rubella susceptible, administer
MMR postpartum.

Contraindications
• Previous anaphylactic reaction to this vaccine or to any of its components.
• Pregnancy or possibility of pregnancy within 4wks.
• Persons immunocompromised because of cancer, leukemia, lymphoma,

immunosuppressive drug therapy, including high-dose steroids or radiation
therapy. Note: HIV positivity is NOT a contraindication to MMR except
for those who are severely immunocompromised.

Precautions
• If blood, plasma, and/or immune globulin were given in past 11m, see

ACIP statement General Recommendations on Immunization* regarding
time to wait before vaccinating.

• Moderate or severe acute illness.
• History of thrombocytopenia or thrombocytopenic purpura.
Note: If PPD (tuberculosis skin test) and MMR are both needed but not
given on same day, delay PPD for 4–6wks after MMR.

MMR
(Measles,
mumps,
rubella)

Give SC

For whom vaccination is recommendedVaccine name
and route

• College freshmen living in dormitories.
• Adolescents and adults with anatomic or functional asplen-

ia or with terminal complement component deficiencies.
• Persons who travel to or reside in countries in which men-

ingococcal disease is hyperendemic or epidemic (e.g., the
“meningitis belt” of Sub-Saharan Africa).

• Microbiologists who are routinely exposed to isolates of
N. meningitidis.

Contraindication
Previous anaphylactic or neurologic reaction to this vaccine or to any
of its components, including diphtheria toxoid (for MCV4).

Precautions
• Moderate or severe acute illness.
• For MCV4 only, history of Guillain-Barré syndrome.

Meningo-
coccal

Conjugate vaccine
(MCV4)
Give IM

Polysaccharide
vaccine

(MPSV4)
Give SC

Schedule for vaccine administration
(any vaccine can be given with another)

Contraindications and precautions
(mild illness is not a contraindication)

All previously unvaccinated women through age 26yrs. • Three doses are needed.
• Dose #2 is given 4–8wks after

dose #1, and dose #3 is given 6m
after dose #1 (at least 12wks after
dose #2).

Contraindication
Previous anaphylactic reaction to this vaccine or to any of its components.

Precaution
Data on vaccination in pregnancy are limited; therefore, vaccination during
pregnancy should be delayed until after completion of the pregnancy.

Human-
papillomavirus

(HPV)
Give IM

Zoster (shingles)
(Zos)

Give SC

A herpes zoster (shingles) vaccine was licensed in May 2006 for use in persons age 60yrs and older. ACIP recommendations for its use are pending. Refer to the package
insert for details on its use.
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First do no harm 
Protect patients by making sure all staff  
receive yearly influenza vaccine!

Big changes are taking place in influenza vaccina-
tion of healthcare personnel (HCP): The respon-
sibility for increasing the rates of HCP influenza 
vaccination is rapidly shifting from the employee 
to the employer. 

What’s happening?
At CDC: In February 2006, CDC published “In-
fluenza Vaccination of Health-Care Personnel.” 
These recommendations “apply to HCP in acute 
care hospitals, nursing homes, skilled nursing 
facilities, physician offices, urgent care centers, 
and outpatient clinics, and to persons who pro-
vide home healthcare and emergency medical 
services” and were issued jointly by HICPAC (the 
Healthcare Infection Control Practices Advisory 
Committee) and ACIP (the Advisory Committee 
on Immunization Practices). The summary box in 
the right column presents an overview, including 
the recommendation that employers vaccinate 
employees at the work site at no cost. To obtain 
a copy of the complete recommendations, go to:  
www.cdc.gov/mmwr/PDF/rr/rr5502.pdf.

At JCAHO: In June, JCAHO (the Joint Com-
mission on Accreditation of Healthcare Organi-
zations) approved an infection control standard 
that requires accredited organizations to offer 

influenza vaccinations to staff, volunteers, and 
independent practitioners who have close patient 
contact. According to a JCAHO press release, the 
standard “will become an accreditation require-
ment beginning January 1, 2007, for the Critical 
Access Hospital, Hospital, and Long-Term Care 
accreditation programs.” To read the press release, 
go to: www.jointcommission.org/newsroom/ 
newsreleases/nr_06_13_06.htm.

Why is it happening? 
The short answer is because HCP influenza vac-
cination rates remain appallingly low, and unvac-
cinated HCP are infecting vulnerable patients with 
influenza. Fewer than 45% of HCP are immunized 
against influenza each year, even though ACIP 
has urged annual influenza vaccination for HCP 
since 1981. Further, influenza transmission has 
been documented among patients in a variety of 
clinical settings, and infections have been linked 
to unvaccinated HCP. Clearly, we are doing our 
patients harm.

What should your healthcare  
facility do to comply?
In the box below are practical online resources 
healthcare organizations will find valuable in creat-
ing influenza vaccination programs for employees. 

Centers for Disease Control and Prevention  
Read “Influenza Vaccination of Health-Care Per-
sonnel”: www.cdc.gov/mmwr/PDF/rr/rr5502.pdf

Access CDC’s Influenza web page: www.cdc.
gov/flu

National Influenza Vaccine Summit (NIVS)  
(Co-sponsored by the American Medical As-
sociation and CDC). See the NIVS Health Care 
Worker Home Page: www.ama-assn.org/go/ 
hcwfluimmunization

Massachusetts Medical Society  
See the “2006 Employee Flu Immunization 
Campaign Kit”: www.massmed.org/flu_kit

Immunization Action Coalition  
Get these IAC print materials online: 

“Standing Orders for Administering Influenza 
Vaccine to Adults”: 
www.immunize.org/catg.d/p3074.pdf 

“Screening Questionnaire for Injectable Influenza 
Vaccination”: 
www.immunize.org/catg.d/p4066.pdf 

“Screening Questionnaire for Intranasal Influenza 
Vaccination”: 
www.immunize.org/catg.d/p4067.pdf 

“Declination of Influenza Vaccination” form: 
www.immunize.org/catg.d/p4068.pdf

Summary of CDC’s 
HICPAC / ACIP  

Recommendations
The committees that developed and en-
dorsed these recommendations included 
persons with expertise in infectious diseases, 
infection control, pediatrics, vaccinology, 
internal medicine, and public health. The 
recommendations are as follows: 

• Educate HCP regarding the benefits of 
influenza vaccination and the potential 
health consequences of influenza illness 
for themselves and their patients, the 
epidemiology and modes of transmission, 
diagnosis, treatment, and nonvaccine in-
fection control strategies, in accordance 
with their level of responsibility in prevent-
ing health-care-associated influenza. 

• Offer influenza vaccine annually to all 
eligible HCP to protect staff, patients, 
and family members and to decrease 
HCP absenteeism. Use of either avail-
able vaccine (inactivated [TIV] or live 
attenuated influenza vaccine [LAIV]) is 
recommended for eligible persons. During 
periods when TIV is in short supply, use 
of LAIV is especially encouraged when 
feasible for eligible HCP. 

• Provide influenza vaccination to HCP at 
the work site and at no cost as one com-
ponent of employee health programs. Use 
strategies that have been demonstrated to 
increase influenza vaccine acceptance, in-
cluding vaccination clinics, mobile carts, 
vaccination access during all work shifts, 
and modeling and support by institutional 
leaders. 

• Obtain a signed declination from HCP 
who decline influenza vaccination for 
reasons other than medical contraindica-
tions. 

• Monitor HCP influenza vaccination 
coverage and declination at regular inter-
vals during influenza season and provide 
feedback of ward-, unit-, and specialty-
specific rates to staff and administration. 

• Use the level of HCP influenza vac-
cination coverage as one measure of a 
patient-safety quality program.

Practical resources for vaccinating HCP against influenza

Right now, healthcare employers are strongly encouraged to increase their employees’ 
influenza immunization rates. But in 2007, a healthcare organization’s accreditation 
may depend on it! The Centers for Disease Control and Prevention (CDC) recently 
published new recommendations for healthcare settings, and the Joint Commission on 
Accreditation of Healthcare Organizations (JCAHO) will soon establish new influenza 
infection control standards.

www.immunize.org/catg.d/p2014.pdf  •  Item #P2014 (9/06)
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Declination of Influenza Vaccination

My employer or affiliated health facility, ___________________________, has recommended

that I receive influenza vaccination in order to protect the patients I serve.

I acknowledge that I am aware of the following facts:

• Influenza is a serious respiratory disease that kills an average of 36,000 persons and hospi-

talizes more than 200,000 persons in the United States each year.

• Influenza vaccination is recommended for me and all other healthcare workers to prevent

influenza disease and its complications, including death.

• If I contract influenza, I will shed the virus for 24–48 hours before influenza symptoms

appear. My shedding the virus can spread influenza infection to patients in this facility.

• If I become infected with influenza, even when my symptoms are mild, I can spread severe

illness to others.
• I understand that the strains of virus that cause influenza infection change almost every year,

which is why a different influenza vaccine is recommended each year.

• I cannot get the influenza disease from the influenza vaccine.

• The consequences of my refusing to be vaccinated could endanger my health and the health

of those with whom I have contact, including

• patients in this healthcare setting

• my coworkers• my family• my communityDespite these facts, I am choosing to decline influenza vaccination right now.

I understand that I may change my mind at any time and accept influenza vaccination, if

vaccine is available.
I have read and fully understand the information on this declination form.

Signature: ____________________________________________  Date: ___________________

Name (print): _________________________________________

Department: __________________________________________

 www.immunize.org/catg.d/p4068.pdf  • Item #P4068  (8/06)

Immunization Action Coalition • 1573 Selby Ave. • St. Paul, MN 55104 • (651) 647-9009 • www.immunize.org • www.vaccineinformation.org

Purpose: To reduce morbidity and mortality from influenza by vaccinating all adults who meet the criteria established

by the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices.

Policy:  Under these standing orders, eligible nurses may vaccinate patients who meet any of the criteria below.

Procedure:

1. Identify adults in need of influenza vaccination based on meeting any of the following criteria:

a. Age 50 years or older

b. Having any of the following conditions:

• chronic disorder of the pulmonary or cardiovascular system, including asthma

• chronic metabolic disease (e.g., diabetes), renal dysfunction, hemoglobinopathy, or immunosuppression (e.g., caused by

medications, HIV) that has required regular medical follow-up or hospitalization during the preceding year)

• any condition that compromises respiratory function or the handling of respiratory secretions or that can increase the

risk of aspiration (e.g., cognitive dysfunction, spinal cord injury, seizure disorder or other neuromuscular disorder)

• will be pregnant during the influenza season

c. Residence in a nursing home or other chronic-care facility that houses persons of any age who have chronic medical conditions

d. In an occupation or living situation that puts one in proximity to persons at high risk, including

• a healthcare worker, caregiver, or household member in contact with person(s) at high risk of developing complications

from influenza

• a household contact or out-of-home caretaker of a child age 0–59 months

e. Wish to reduce the likelihood of becoming ill with influenza

2. Screen all patients for contraindications and precautions to influenza vaccine:

a. Contraindications: serious reaction (e.g., anaphylaxis) after ingesting eggs or after receiving a previous dose of influenza

vaccine or an influenza vaccine component. For a list of vaccine components, go to www.cdc.gov/nip/publications/pink/

appendices/b/excipient-table-2.pdf. Do not give live attenuated influenza vaccine (LAIV) to pregnant women, immuno-

suppressed persons, or persons who have a history of Guillain-Barré syndrome. Use of inactivated influenza vaccine is preferred

over LAIV for close contacts of severely immunosuppressed persons during periods when the immunocompromised person

requires a protective environment.

b. Precautions: moderate or severe acute illness with or without fever

3. Provide all patients with a copy of the most current federal Vaccine Information Statement (VIS).  You must

document in the patient’s medical record or office log, the publication date of the VIS and the date it was given

to the patient. Provide non-English speaking patients with a copy of the VIS in their native language, if available;

these can be found at www.immunize.org/vis.

4. Administer 0.5 mL of injectable trivalent inactivated influenza vaccine (TIV) IM (22–25g, 1–1½" needle) in

the deltoid muscle. Alternatively, healthy persons ages 5–49 years without contraindications may be given

0.5 mL of intranasal LAIV; 0.25 mL is sprayed into each nostril w
hile the patient is in an upright position.

5. Document each patient’s vaccine administration information and follow up in the following places:

a. Medical chart: Record the date the vaccine was administered, the manufacturer and lot number, the vaccination site and

route, and the name and title of the person administering the vaccine. If vaccine was not given, record the reason(s) for non-

receipt of the vaccine (e.g., medical contraindication, patient refusal).

b. Personal immunization record card: Record the date of vaccination and the name/location of the administering clinic.

6. Be prepared for management of a medical emergency related to the administration of vaccine by having a

written emergency medical protocol available, as well as equipment and medications.

7. Report all adverse reactions to influenza vaccine to the federal Vaccine Adverse Event Reporting System (VAERS)

at www.vaers.hhs.gov or (800) 822-7967. VAERS report forms are available at www.vaers.hhs.gov.

Standing Orders for Administering Influenza Vaccine to Adults

www.immunize.org/catg.d/p3074.pdf  •  Item #P3074 (8/06)
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This policy and procedure shall remain in effect for all patients of the         
         

         
         

         
         

        u
ntil

rescinded or until      
         

         
         

      (d
ate).

Medical Director’s signature:        
         

         
         

         
         

       E
ffective date:

(name of practice or clinic)

Influenza Vaccination Standing Orders 
and Screening Questionnaires
Free and CDC-reviewed, they’re ready for you to download, copy, and use!

1. Is the person to be vaccinated sick today?

2. Does the person to be vaccinated have an allergy to eggs or

to a component of the vaccine?

3. Has the person to be vaccinated ever had a serious reaction to

influenza vaccine in the past?

 www.immunize.org/catg.d/p4066.pdf  • Item#P4066 (8/06)

For adult patients as well as parents of children to be vaccinated: The following questions

will help us determine if there is any reason we should not give you or your child injectable influenza

vaccination today. If you answer “yes” to any question, it does not necessarily mean you (or your

child) should not be vaccinated. It ju
st means additional questions must be asked. If a question is

not clear, please ask your healthcare provider to explain it.

No

Yes

Don’t

KnowScreening Questionnaire for

Injectable Influenza Vaccination

Form completed by: ___________________________________________  Date:______________

Form reviewed by: ____________________________________________  Date:______________

Patient name:

   Date of birth:
(mo.) (day)

(yr.)

Immunization Action Coalition  •  1573 Selby Ave.  •  St. Paul, MN 55104  •  (651) 647-9009  •  www.immunize.org  •  www.vaccineinformation.orgImmunization Action Coalition • 1573 Selby Ave. • St. Paul, MN 55104 • (651) 647-9009  • www.immunize.org • www.vaccineinformation.org

1. Is the person to be vaccinated sick today?

2. Does the person to be vaccinated have an allergy to eggs or

to a component of the influenza vaccine?

3. Has the person to be vaccinated ever had a serious reaction

to intranasal influenza vaccine (FluMist ®) in the past?

4. Is the person to be vaccinated younger than age 5 years or older than age 49 years?

5. Does the person to be vaccinated have a long-term health problem with

 

heart disease, lung disease, asthma, kidney disease, metabolic disease

(e.g., diabetes), anemia, or other blood disorders?

6. Does the person to be vaccinated have a weakened immune system because of

HIV/AIDS or another disease that affects the immune system, long-term treatment

with drugs such as steroids, or cancer treatment with x-rays or drugs?

7. Is the person to be vaccinated between the ages of 5 and 17 years and receiving

aspirin therapy or aspirin-containing therapy?

8. Is the person to be vaccinated pregnant or could she become pregnant

within the next month?
9. Has the person to be vaccinated ever had Guillain-Barré syndrome?

10. Does the person to be vaccinated live with or expect to have close contact with

a person whose immune system is severely compromised and who must be in

a protective environment (such as in a hospital room with reverse air flow)?

11. Has the person to be vaccinated received any other vaccinations in the past 4 weeks?

www.immunize.org/catg.d/p4067.pdf  • Item #P4067 (8/06)

For adult patients as well as parents of children to be vaccinated: The following questions will help us

determine if there is any reason we should not give you or your child intranasal influenza vaccine (FluMist ®)

today. If you answer “yes” to any question, it does not necessarily mean you (or your child) should not be

vaccinated. It just means additional questions must be asked. If a question is not clear,

please ask your healthcare provider to explain it.

No

Yes
Don’tKnow

Screening Questionnaire for

Intranasal Influenza Vaccination

Form completed by: ___________________________________________  Date:______________

Form reviewed by: ____________________________________________  Date:______________

Patient name:

   Date of birth:
(mo.) (day)

(yr.)

Give these people influenza vaccine!
WHY?  This year, influenza is again expected to kill more than 36,000 people in the United States.

The Centers for Disease Control and Prevention (CDC) recommends that persons in the following groups receive
influenza vaccine.  Check the list below and make sure you offer influenza vaccine to all who need or want it.

ALL persons age 50 years and older

ALL children age 6–59 months

Household contacts of all children age 0–59 months
and their out-of-home caregivers

Healthcare workers
Healthcare workers and others in close contact with
persons in high-risk groups should be vaccinated to
decrease the risk of transmitting infection to persons for
whom influenza could be a serious, life-threatening disease.
Those who should be vaccinated include the following:

physicians, nurses, receptionists, and other personnel
who have contact with patients in hospital or outpatient
settings, including medical emergency response workers

employees of nursing homes and chronic-care facilities
who have contact with patients or residents

employees of assisted living and other residences for
persons in high-risk groups

persons who provide home care to people in high-risk
groups

ANY person who wishes to reduce the likelihood of
becoming ill with influenza (if the person is at least
6 months of age)

Other groups to consider
travelers at high risk for influenza complications who
were not vaccinated in the previous fall or winter and
who plan to travel to the Southern Hemisphere be-
tween April and September, to the tropics, or with a
large tourist group at any time of year

persons who provide essential community services
(e.g., firefighters, police)

students or other persons in institutional settings
(e.g., those who reside in dormitories)

www.immunize.org/catg.d/2013flu.pdf   •   Item #P2013 (8/06)

Source: “Prevention and Control of Influenza—Recommendations of ACIP”
at www.cdc.gov/flu/professionals/vaccination
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Persons who should not be vaccinated
Consult the current recommendations from CDC (see
source information below) for guidance on contraindications
and precautions for use of trivalent inactivated influenza vac-
cine and live attenuated intranasal influenza vaccine.
Note: The live attenuated intranasal influenza vaccine
(FluMist™) should only be used in healthy, nonpregnant
persons age 5–49 years.

Persons with certain high-risk medical conditions
Any person (age 6 months or older) who is at increased
risk for complications from influenza because of underlying
medical conditions, including

residents of nursing homes and other chronic-care
facilities that house persons of any age who have
chronic medical conditions

adults and children who have chronic disorders of the
pulmonary or cardiovascular systems, including asthma

adults and children who have required regular medical
follow-up or hospitalization during the past year
because of chronic metabolic diseases (including
diabetes), renal dysfunction, hemoglobinopathies, or
immunosuppression (including HIV)

adults and children who have a condition that
compromises respiratory function or the handling
of respiratory secretions or can increase the risk
of aspiration

children and adolescents (age 6 months to 18 years)
who are receiving long-term aspirin therapy and
therefore might be at risk for developing Reye’s
syndrome after influenza illness

all women who will be pregnant during the influenza
season

Household contacts of all high-risk persons listed
above

For a ready-to-copy 8-1/2” x 11” version  
of declination of influenza vaccine (for healthcare 

workers who refuse vaccination), go to  
www. immunize.org/catg.d/p4068.pdf.

For a ready-to-copy 8-1/2” x 11” version  
of standing orders for adult influenza, go to  

www. immunize.org/catg.d/p3074.pdf.

For a ready-to-copy  
8-1/2” x 11” version of this  

screening questionnaire, go to  
www. immunize.org/catg.d/p4066.pdf.

For a ready-to-copy  
8-1/2” x 11” version of this  

screening questionnaire, go to  
www. immunize.org/catg.d/p4067.pdf.For a ready-to-copy 8-1/2” x 11” version  

of this piece,  
go to www. immunize.org/catg.d/2013flu.pdf.
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If you administer vaccines, you need these materials!
Free and CDC-reviewed, they’re ready for you to download, copy, and use!

Here’s the link: www.immunize.org/catg.d/4036need.pdf

Here’s the link: www.immunize.org/catg.d/p4065scr.pdf Here’s the link: www.immunize.org/catg.d/p2023b.pdf

Here’s the link: www.immunize.org/catg.d/p2020a.pdf

Patient name:    Date of birth:
(mo.) (day) (yr.)

1. Are you sick today?

2. Do you have allergies to medications, food, or any vaccine?

3. Have you ever had a serious reaction after receiving a vaccination?

4. Do you have cancer, leukemia, AIDS, or any other immune
system problem?

5. Do you take cortisone, prednisone, other steroids, or anticancer drugs,
or have you had x-ray treatments?

6. Do you have a seizure, brain, or nerve problem?

7. During the past year, have you received a transfusion of blood or blood
products, or been given a medicine called immune (gamma) globulin?

8. For women: Are you pregnant or is there a chance you could become
pregnant during the next month?

9. Have you received any vaccinations in the past 4 weeks?

 www.immunize.org/catg.d/p4065scr.pdf  • Item#P4065  (9/06)

For patients: The following questions will help us determine which vaccines you may be given today.
If you answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just
means additional questions must be asked. If a question is not clear, please ask your healthcare provider
to explain it.

NoYes
Don’t
Know

Screening Questionnaire
for Adult Immunization

Did you bring your immunization record card with you? yes no
It is important for you to have a personal record of your vaccinations.  If you don’t have a record
card, ask your healthcare provider to give you one!  Bring this record with you every time you seek
medical care.  Make sure your healthcare provider records all your vaccinations on it.

Form completed by: ___________________________________________  Date:______________

Form reviewed by: ____________________________________________  Date:______________
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Influenza vaccination
I am age 50 years or older.

I am younger than age 50 years, and one or more of the following conditions or situations applies to me:

Your name: ____________________________________ Date of birth:____/____/____Today’s date: ____/____/____
(mo.) (day) (yr.)(mo.) (day) (yr.)

Many adults are behind on their vaccinations.  These checklists will help you and your healthcare
provider determine if you need any vaccinations.  Please check the boxes that apply to you.

  Do I Need Any Vaccinations Today?

www.immunize.org/catg.d/4036need.pdf • Item #P4036 (7/06)

Tetanus-, diphtheria-, and pertussis-containing vaccination (e.g., DTP, DTaP, Tdap, or Td)

I am younger than age 65 years and have not had a pertussis-containing vaccine as an adult.

I have or will have close contact with a child younger than 12 months and have not had a pertussis-containing vaccine as an adult.

I have not yet had at least 3 tetanus- and diphtheria-containing shots.

I have had at least 3 tetanus- and diphtheria-containing shots in my lifetime, but I believe it’s been 10 years or more
since I received my last shot.

I have no idea if I ever received any tetanus- and diphtheria-containing shots in school, the military, or elsewhere.

I am not in one of the groups listed above, but I’d like to be vaccinated to avoid getting influenza this season.
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 I have one of the following health problems and I (  have ) (  have not) had a previous dose of pneumococcal vaccine:
___ lung disease (not asthma)
___ heart disease
___ diabetes
___ alcoholism
___ cochlear implant
___ kidney disease

___ liver disease
___ HIV/AIDS
___ Hodgkin’s disease
___ leukemia
___ multiple myeloma
___ lymphoma

___ organ or bone marrow transplant
___ generalized malignancy
___ cerebrospinal fluid leak
___ sickle cell disease
___ had my spleen removed
___ on medication or receiving x-ray treatment

that affects my immune system

Pneumococcal vaccination
I am age 65 years or older, and I have never had a dose of pneumococcal vaccine.

I am age 65 years or older and had one dose of pneumococcal vaccine when I was younger than 65; it has been at least 5 years
 since that dose.

___ lung disease
___ heart disease
___ kidney disease
___ diabetes
___ HIV/AIDS
___ a disease that affects my immune system
___ a condition that may cause me to choke when I swallow

(e.g., neuromuscular disorder, spinal cord injury, seizure
disorder)

___ I live in a nursing home or chronic care facility.
___ I will be pregnant during the influenza season

(December–March).
___ I provide essential community services.
___ I am a healthcare worker.
___ I am a household contact or caregiver of a person

who has one of the illnesses listed at the left, is
age 65 years or older, or is age 0–59 months.

(continued on page 2)

Administer these vaccines via IM route:
Tetanus, diphtheria (Td) with pertussis (Tdap); hepatitis A;
hepatitis B; inactivated influenza; and meningococcal
conjugate (MCV4). Administer inactivated polio (IPV)
and pneumococcal polysaccharide (PPV23) either IM or SC.

Injection site:
Give in the thickest and central portion of the
deltoid—above the level of the armpit and below
the acromion (see the diagram).

Needle size:

Administer these vaccines via SC route:
MMR, varicella, and meningococcal polysaccha-
ride (MPSV4). Administer inactivated polio (IPV)
and pneumococcal polysaccharide (PPV23) either
SC or IM.

Injection site:
Posterolateral aspect of upper arm

Needle size:
23–25 gauge, 5/8" needle

Needle insertion:
• Pinch up on the tissue to prevent injection

into muscle.  Insert the needle at a 45° angle
to the skin.

• Two injections given in the same area of
fatty tissue should be given a minimum
of 1" apart.

Adapted by the Immunization Action Coalition, courtesy of the Minnesota Department of Health

For Intramuscular (IM) Injections

For Subcutaneous (SC) Injections

deltoid muscle
(shaded area)

IM injection site

acromion

level of axilla

skin

80°–90° angle

subcutaneous tissue

muscle

elbow

acromion

SC injection site
(shaded area)

elbow

45° angle

skin

subcutaneous tissue

muscle

How to Administer IM and SC Injections to Adults

22–25 gauge, 1" to 1-1/2" needle

Needle insertion:
• Use a needle long enough to reach deep into

the muscle.
• Insert the needle at an 80°–90° angle to the skin

with a quick thrust.
• Two injections given in the same deltoid muscle should

be separated by a minimum of 1", if possible.
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www.immunize.org/catg.d/p2020A.pdf  • Item #P2020A (9/05)

Before administering any vaccines, give the patient copies of all pertinent Vaccine Information Statements (VISs) and make sure he/she understands
the risks and benefits of the vaccine(s). Update the patient’s personal record card or provide a new one whenever you administer vaccine.

Vaccine Administration Record
for Adults

www.immunize.org/catg.d/p2023b.pdf  •  Item #P2023 (9/06)

Vaccine
Type of

Vaccine1

(generic abbreviation)

Date given
(mo/day/yr)

Site3Source
(F,S,P)2

Vaccine

Lot # Mfr.

Signature/
 initials of
vaccinatorDate on VIS4 Date given4

Vaccine Information
Statement

Tetanus,
Diphtheria, (Pertussis)
(e.g., Td, Tdap)
Give IM.

Hepatitis A5

(e.g., HepA, HepA-HepB)
Give IM.

Hepatitis B5

(e.g., HepB, HepA-HepB)
Give IM.

Measles, Mumps,
Rubella
(MMR) Give SC.

Varicella
(Var) Give SC.

Pneumococcal,
polysaccharide (PPV)
Give SC or IM.

Influenza
(e.g., TIV, inactivated;
LAIV, live, attenuated)
Give TIV IM.
Give LAIV IN.

Meningococcal
(e.g., MCV4, conjugate;
MPSV4, polysaccharide)
Give MCV4 IM.
Give MPSV4 SC.

Zoster (Zos) Give SC.

Patient name: ______________________________

Birthdate: _________________________________

Chart number: ______________________________

1. Record the generic abbreviation for the type of vaccine given (e.g.,
PPV, HepA-HepB), not the trade name.

2. Record the source of the vaccine given as either F (Federally-supported),
S (State-supported), or P (supported by Private insurance or other
Private funds).

3. Record the site where vaccine was administered as either RA (Right Arm),
LA (Left Arm), RT (Right Thigh), LT (Left Thigh), IN (Intranasal).

4. Record the publication date of each VIS as well as the date it is given to the
patient.

5. For combination vaccines, fill in a row for each separate antigen in the
combination.

Human Papillomavirus
(HPV)
Give IM.

Distributed by the Immunization Action Coalition  •  (651) 647-9009  •  www.immunize.org  •  www.vaccineinformation.org

Other

Other

http://www.immunize.org/catg.d/p4065scr.pdf
http://www.immunize.org/catg.d/p2023b.pdf
http://www.immunize.org/catg.d/4036need.pdf
http://www.immunize.org/catg.d/p2020A.pdf
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Ask the Experts . . . continued from page 1

(continued on page 14)

The Immunization Action Coalition works tirelessly 
to ensure the accuracy of the information we make 
available. If you find an error, please notify us im-
mediately. We publish notification of significant 
errors in Vaccinate Adults and on our email an-
nouncement service IAC Express. Be sure you’re 
signed up for this service. Visit www.immunize.
org/express to sign up, or subscribe by sending an 
email message to express@immunize.org. Enter the 
word SUBSCRIBE in the “Subject:” field. No mes-
sage is needed.

Vaccinate Adults correction policy

indications and contraindications as listed in the 
manufacturer’s package insert. 

How should Zostavax be stored?
Zostavax must be stored like varicella vaccine, fro-
zen at an average temperature of 5°F (-15°C) or 
colder until it is reconstituted. Any freezer that has a 
separate sealed freezer door and reliably maintains 
an average temperature of 5°F or colder is accept-
able for storage. The diluent should be stored sepa-
rately at room temperature or in the refrigerator. 

How is Zostavax administered?
The vaccine is administered subcutaneously. Re-
constitute using the diluent provided and administer 
it immediately after reconstitution to minimize loss 
of potency. If the vaccine is not administered within 
30 minutes, it must be discarded.

Which adolescents and adults should receive 
routine Tdap vaccine?
All adolescents and adults who meet the age criteria 
should receive a one-time dose of Tdap. It is rou-
tinely recommended for all persons at age 11–12 
years. In addition, it should be given as a one-time 
dose to older adolescents and to all adults younger 
than age 65 years. If Td has recently been given, in 
general, an interval of 5 years should separate the 
Tdap dose and the previous dose of Td. However, 
certain adolescents and adults should get Tdap with 
an interval of 2 years or less following their previ-
ous Td dose if they are a parent or caregiver of a 
child younger than age 12 months, a healthcare 
worker having direct patient contact, or at risk for 
pertussis because of increased pertussis in the com-
munity or during outbreaks.

Which Tdap products can be used in adoles-
cents and which can be used in adults?
Adacel™ (sanofi pasteur) is approved for use in per-
sons ages 11 through 64 years. Boostrix® (Glaxo- 
SmithKline) is approved for use in persons ages 10 
through 18 years. Neither product is licensed for 
persons ages 65 years and older nor for children 
ages 7 through 9 years; Td should be used in these 
age groups whenever protection from tetanus and/
or diphtheria is needed. 

Can Tdap be given as part of wound  
management?
Yes, as long as the person has not received Tdap 
previously and falls within the approved age range 
for receiving the Tdap vaccine brand (10 through 

18 years for Boostrix, 11 through 64 years for 
Adacel).

Can we give Tdap at the same visit as  
other vaccines?
Yes. Tdap can be given with all other vaccines. Each 
vaccine dose should be administered using a sepa-
rate syringe.

Who needs to be vaccinated against influenza 
this year?
Annual vaccination is recommended for all persons 
who meet any of the following criteria:
• Age 50 years or older
• Ages 6 through 59 months
• Ages 5 years and older having any of the follow-

ing conditions:
- a chronic disorder of the pulmonary or cardio-

vascular system, including asthma
- a chronic disease of the blood or kidneys, im-

munosuppression (e.g., caused by medications, 
HIV), or diabetes that has required medical 
follow-up or hospitalization in the preceding 
year

- compromised ability to handle respiratory 
secretions or an increased risk for aspiration 
(e.g., cognitive dysfunction, spinal cord injury, 
seizure disorder, or other neuromuscular dis-
order)

- pregnancy during the influenza season
- current receipt of long-term aspirin therapy as 

a child or teen
• Residence in a nursing home or other chronic-

care facility
• Likely to transmit influenza to persons at high 

risk, including
- healthcare workers, caregivers, or household 

members in contact with persons having high-
risk conditions

- household contacts or out-of-home caretakers 
of children age 0 through 59 months.

In addition, anyone who wants to protect them-
selves or their children from influenza can be vac-
cinated.

Which healthcare workers need influenza  
vaccine?
All healthcare personnel should receive annual in-
fluenza vaccination. It is important to vaccinate all 
outpatient and hospital personnel, as well as those 
who provide home care. In short, any person who 
has contact with patients should be vaccinated.

What are the new CDC recommendations for 
influenza vaccination of healthcare personnel?
The recommendations for influenza vaccination of 
healthcare personnel (HCP) are not new, but influ-
enza vaccination coverage among HCP remains 
low. Because HCP provide care to patients at high 
risk for complications of influenza, HCP should 
be considered a high-priority group for receiving 
vaccination. Achieving high rates of vaccination 
among HCP will protect staff and their patients, and 
reduce disease burden and healthcare costs. 

On Feb. 24, 2006, CDC devoted an entire MMWR 

Recommendations and Reports to influenza vac-
cination of HCP. These new recommendations are 
summarized in the following points:
• All HCP should be educated regarding the ben-

efits of influenza vaccination.
• Influenza vaccine should be offered annually to 

all eligible HCP.
• Provide influenza vaccination to HCP at the work 

site and at no cost.
• Obtain a signed declination from HCP who de-

cline influenza vaccination. 
• Monitor HCP influenza vaccination coverage and 

declination at regular intervals.
• Use the level of HCP vaccination coverage as one 

measure of a patient-safety quality program.
To obtain a copy of these CDC recommendations 
for healthcare personnel, go to www.cdc.gov/
mmwr/pdf/rr/rr5502.pdf.

Who can receive FluMist®?
FluMist, the live attenuated influenza vaccine 
(LAIV), is approved for use in healthy nonpreg-
nant persons ages 5 years through 49 years. Many 
of these persons are among the groups that are 
targeted for vaccination, including healthcare per-
sonnel (excluding those in close contact with se-
verely immunosuppressed persons during periods 
when the immunocompromised person requires a 
protective environment) and other persons in close 
contact with high-risk groups, including household 
contacts of high-risk persons and contacts of chil-
dren from birth through age 59 months. In addition, 
any healthy, nonpregnant person ages 5 through 49 
years who wants to reduce their risk of influenza 
can be vaccinated with FluMist.

What are the special requirements for storage 
and handling of FluMist?
It must be stored in a freezer with a separate door 
that can reliably maintain 5°F (-15°C) or colder. 
Once thawed, LAIV cannot be refrozen. LAIV may 
be stored at refrigerator temperature but must be 
discarded if not used within 60 hours. Use of the 
manufacturer-supplied “freezebox” is no longer 
required to store LAIV, and the vaccine can now 
be stored in a conventional frost-free freezer. 

How late in the season can I vaccinate my 
patients with influenza vaccine?
Although peak influenza activity often occurs in 
mid-winter months, transmission of illness may 

Please visit the  
Immunization Action Coalition’s  

websites:
www.immunize.org

www.vaccineinformation.org 
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Ask the Experts . . . continued from page 13

*Postvaccination testing, when it is recommended, should be performed         
  1–2 months after the last dose of vaccine. Infants born to HBsAg-posi- 
 tive mothers should be tested 3–9 months after the last dose.  
 †1. May be recovering from acute HBV infection
  2.  May be distantly immune, but the test may not be sensitive enough  
  to detect a very low level of anti-HBs in serum
  3.  May be susceptible with a false positive anti-HBc
  4.  May be chronically infected and have an undetectable level of  
  HBsAg present in the serum

 Tests Results Interpretation Vaccinate?

HBsAg
anti-HBc
anti-HBs

HBsAg
anti-HBc
anti-HBs 

HBsAg
anti-HBc
anti-HBs

HBsAg
anti-HBc
IgM anti-HBc
anti-HBs 

HBsAg
anti-HBc
IgM anti-HBc
anti-HBs

HBsAg
anti-HBc
anti-HBs

negative
negative
negative 

negative
negative
positive with
>10mIU/mL* 

positive
positive
positive
negative

positive
positive
negative
negative

negative
positive
negative

susceptible

immune due 
to vaccination 

immune due  
to natural 
infection

acutely  
infected

chronically  
infected

four 
interpretations 
possible†

vaccinate
if indicated 

no  
vaccination 
necessary 

no 
vaccination 
necessary 

no 
vaccination 
necessary 
(may need 
treatment)

use clinical 
judgment

negative 
positive 
positive

no  
vaccination 
necessary 

How do I interpret some of the common hepatitis B  
panel results?



Hepatitis A lab nomenclature
anti-HAV: Antibody to hepatitis A virus. This 
diagnostic test detects total antibody of both 
IgG and IgM subclasses of HAV. Its presence 
indicates either acute or resolved infection.

IgM anti-HAV: IgM antibody subclass of 
anti-HAV. Its presence indicates a recent in-
fection with HAV (6 mos or less).  It is used 
to diagnose acute hepatitis A. 

Hepatitis B lab nomenclature
HBsAg: Hepatitis B surface antigen is a 
marker of infectivity. Its presence indicates 
either acute or chronic HBV infection.

anti-HBs: Antibody to hepatitis B surface 
antigen is a marker of immunity. Its presence 
indicates an immune response to HBV infec-
tion, an immune response to vaccination, or 
the presence of passively acquired antibody. 
(It is also known as HBsAb, but this abbrevia-
tion is best avoided since it is often confused 
with abbreviations such as HBsAg.)

anti-HBc (total): Antibody to hepatitis B 
core antigen is a nonspecific marker of acute, 
chronic, or resolved HBV infection. It is not a 
marker of vaccine-induced immunity. It may 
be used in prevaccination testing to determine 
previous exposure to HBV infection. (It is 
also known as HBcAb, but this abbreviation 
is best avoided since it is often confused with 
other abbreviations.)

IgM anti-HBc: IgM antibody subclass of 
anti-HBc. Positivity indicates recent infec-
tion with HBV (within the past 6 mos). Its 
presence indicates acute infection.

HBeAg: Hepatitis B “e” antigen is a marker 
of a high degree of HBV infectivity, and it 
correlates with a high level of HBV replica-
tion. It is primarily used to help determine the 
clinical management of patients with chronic 
HBV infection.

Anti-HBe: Antibody to hepatitis B “e” anti-
gen may be present in an infected or immune 
person. In persons with chronic HBV infec-
tion, its presence suggests a low viral titer and 
a low degree of infectivity.

HBV-DNA: HBV Deoxyribonucleic acid is 
a marker of viral replication. It correlates 
well with infectivity. It is used to assess and 
monitor the treatment of patients with chronic 
HBV infection.

Hepatitis A and B lab tests
continue well into the spring. Providers are encour-
aged to continue vaccinating patients throughout 
the fall and winter including into March, as long 
as vaccine is available.

  Hepatitis A and B

Editor’s note: Three pages of Q&As titled “Hepati-
tis B and the Healthcare Worker” are answered by 
CDC experts on page 4 of Vaccinate Adults.

What is the best way to prevent hepatitis A 
virus (HAV) infection?                                                  
Hepatitis A vaccination with the 2-dose series is the 
best way to prevent HAV infection. The first dose 
confers protection approximately 30 days follow-
ing vaccination.  If protection from HAV is needed 
sooner, immune globulin (IG) can be used for im-
mediate protection. Protection from IG use lasts 
3–5 months, depending upon the dosage used. 

For whom is hepatitis A vaccine  
recommended?
Hepatitis A vaccine is recommended routinely for 
all children at ages 12–23 months and for all other 
persons at risk of hepatitis A virus infection or its 

consequences, including
• Persons traveling to or working in countries that 

have high or intermediate endemicity of infection
• Men who have sex with men (MSM)
• Users of illegal injection and non-injection 

drugs
• Certain STD clients with risk factors such as those 

who are MSM or who use illegal drugs
• Persons who work with infected primates or with 

live hepatitis A virus
• Persons with clotting-factor disorders
• Persons with chronic liver disease 
Hepatitis A vaccine is also recommended for any 
person wishing to obtain immunity. To obtain a 
copy of the ACIP recommendations on hepatitis A, 
go to www.cdc.gov/mmwr/pdf/rr/rr5507.pdf 

Should persons who were tested for HBsAg in 
other countries be retested in the U.S.?
Regardless of where the original test was obtained, 
it is important to repeat a previous positive HBsAg 
test result to confirm acute or chronic HBV infec-
tion. Chronic infection can have lifelong ramifica-
tions for both the person and his family. 

One of my foreign-born patients 
is HBsAg positive. How will this 
affect his application for legal 
status in the U.S.?
HBsAg-positive persons should 
be considered eligible for migra-
tion and adjustment-of-visa sta-
tus. They should be counseled to 
receive recommended follow-up 
medical evaluation and ongoing 
disease monitoring in the U.S. 
Their family members should be 
evaluated as well.

What treatment is available for 
persons with HBV infection?
While no specific treatment exists 
for persons with acute hepatitis B, 
persons who have chronic HBV in-
fection require medical evaluation 
and regular monitoring. Therapeu-
tic agents approved by the FDA for 
treatment of chronic hepatitis B 
can achieve sustained suppression 
of HBV replication and remission 
of liver disease in certain persons. 
Periodic screening with alfa feto-
protein or imaging studies has been 
demonstrated to enhance early 
detection of hepatocellular carci-
noma (HCC). Chronically infected 
persons who have HCC have been 
reported to have experienced long-
term survival after resection or ab-
lation of small HCCs, and persons 
who were screened for HCC had 
a substantial survival advantage 
compared with historic controls.
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Method of payment:  ❏ Check enclosed  ❏ Purchase order # _______ 
Exp. date    _________ ❏ Visa   ❏ Mastercard   ❏ Am. Express   ❏ Discover    

Name/Title

Organization

Shipping address (Check one: This is my   ❏ organization address     ❏ home address)

City/State/Zip 

(Telephone)

Email address                                                                                                                           

Card #

Ready to order? Please read this first!
1. Whether you order by check, credit card, or purchase order,  

complete both parts of this form (the ordering information to the 
left and the payment and shipping information below). Our federal ID#  
is 41-1768237. 

2. To order by check (in U.S. dollars only), make your check payable to 
Immunization Action Coalition. Mail it with this order form in the enclosed 
envelope addressed to Immunization Action Coalition, 1573 Selby Avenue, 
Suite 234, St. Paul, MN 55104.

3. To order by purchase order, include your purchase order number in the 
Method of Payment section below. Mail this form to the address above or 
fax it to (651) 647-9131.

4. To order by credit card, include your credit card information in the Method 
of Payment section below. Mail this form to the address above or fax it to 
(651) 647-9131.

5. International orders, contact us for shipping charges.

Here is my contribution: (I will receive 2 issues of Vaccinate Adults,  
plus a set of IAC’s 15 most popular print pieces, such as the “Summary  
of Recommendations for Adult Immunization.”)

          ❏$25        ❏$50       ❏$75       ❏$100       ❏$125  
          ❏$150       ❏$200      ❏$250      other: $_________

❏  I’m supporting IAC at a $75 level or higher. Please send me a CD of  
 all IAC print materials in English and available Spanish translations, as  
 well as Vaccine Information Statements (VISs) in English and Spanish.

  ❏ I don’t need a CD, thanks!

Your contribution is tax deductible to the fullest extent of the law. 

I Want to Support IAC! 

     Contribution: $______ 

FREE with a contribution of $75 or more (see above). The CD contains 
all IAC’s ready-to-print materials in English and any translations available 
in Spanish. Includes VISs in English and Spanish.

          
          

Videos, CD, and DVD  
(discounts on bulk orders)   

____ V2010 Videotape: How to Protect Your Vaccine Supply  ............................. $15 _______
____ C2012 CD: Vaccine Storage and Handling Toolkit  ...................................... $15 _______
____ V2020 Videotape: Immunization Techniques: Safe, Effective, Caring  ......... $30 _______
____ D2020 DVD: Immunization Techniques: Safe, Effective, Caring  .................. $35 _______

Adult immunization record cards  
(first box comes with a 30-day, 

money-back guarantee; discounts on bulk orders)   
____ R2005 Adult immunization record cards: 250 cards/box; 1 box—$35; 
             2 boxes—$65; 3 boxes—$90; 4 boxes—$110  ................................. $ _______

Laminated immunization schedules  
(discounts on bulk orders)

____ R2008 Childhood/adolescent immunization schedule: 1–4 copies—$4 each  
5–19 copies—$3 each  ...................................................................... $ _______

____ R2009 Adult immunization schedule: 1–4 copies—$5 each;  
5–19 copies—$4 each  ...................................................................... $ _______

Grand Total $

Qty.	 		Amt.	

Essential Immunization Resources

CD-ROM of IAC print materials 

Essential Immunization Resources from IAC

To access IAC print materials (and VISs in more than 30 languages), visit www.immunize.org/free.

I am a   ❏ new   ❏ renewing contributor. 

To access IAC print materials, and VISs in more than 30 languages, visit www.immunize.org/free.

IAC’s website (www.immunize.org/free) provides you with 
hundreds of free print materials for health professionals 
and/or patients. All IAC print materials are CDC reviewed, 
periodically updated, ready to copy, and available for your 
immediate use. Please use them or adapt them to meet your 
practice’s needs. In addition to using our print materials, we 
hope you’ll send a donation if you can.

When you make a donation of $75 or more, we’ll send 
you a CD containing all IAC’s ready-to-print materials in 
English as well as any translations available in Spanish. 
The CD also includes VISs in English and Spanish. 

You can also receive the CD when you contribute $75 or 
more online at www.immunize.org/join.

Essential Immunization Resources Order Form
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Deborah L. Wexler, MD
IAC Executive Director

Immunization protects patients, so stay current! 
Sign up for IAC’s free premier publications at www.immunize.org/subscribe. 

Dear health professional,

No matter what role you play in providing health-
care, the demands of our increasingly complex 
system make it more important than ever to have 
a way to keep up with the latest immunization 
resources and patient education materials.

One of the best ways to do that is to sign up for 
the Immunization Action Coalition’s (IAC’s) free 
weekly email news service, IAC Express, and our 
free semiannual publication Vaccinate Adults.

These publications, supported by grants from CDC, are jam-packed 
with concise and practical information, as well as patient and staff 
education materials, many of which are ready to copy.

IAC Express – Our one-of-a-kind, highly praised, free weekly email 
news service covers the latest information about U.S. vaccine recom-
mendations, policies, and resources.

Vaccinate Adults – Our 16-page free print publication written specifi-
cally for adult medicine specialists, includes the exceptionally popular 
“Ask the Experts,” featuring CDC’s widely acclaimed experts on immu-
nization. All content is technically reviewed by CDC for accuracy.

You might also consider subscribing to Needle Tips, our flagship  
24-page print publication covering immunization topics across the 
lifespan; Vaccinate Women, our 12-page print publication for obstet-
rics/gynecology practitioners; or Hep Express, our monthly email 

news service focusing on recommendations, information, and re-
sources about viral hepatitis. 

All you need to do is take one simple step: go online to www.immunize.
org/subscribe and select the free publications you would like to start 
receiving now!

Even if this issue of Vaccinate Adults was mailed directly to you, you 
should still go online and subscribe to the publications you need.

These print and email publications bring the following benefits to you 
and your patients:

• Better disease protection for patients
• Time savings for staff
• Improved staff training
• Improved vaccination screening 
• Improved patient understanding

Please go online today and subscribe. I believe that doing so is one 
of the easiest and most powerful steps you can take to provide better 
disease protection for the patients your organization serves.  

                    Deborah L. Wexler, MD

 Deborah L. Wexler, MD  
 Executive Director

P.S. Also, please ask your co-workers to go online and subscribe at 
www.immunize.org/subscribe.

Thank you to CDC, our primary supporter!
CDC’s National Center for Immunization and 
Respiratory Diseases and CDC’s National Cen-
ter for HIV, Hepatitis, STD, and Tuberculosis 
Prevention provide invaluable technical and fi-
nancial support.

Thank you, readers!
We greatly appreciate your financial support 
and your comments and suggestions. 

A special thank you to the Mark and Muriel 
Wexler Foundation.

Thank you to our major supporters! 
We deeply appreciate your generosity.
• Merck & Co., Inc.
• sanofi pasteur
• Wyeth Pharmaceuticals
• GlaxoSmithKline
• Novartis Vaccines
• Chiron Foundation
• MedImmune, Inc.
• Baxter Healthcare Corp.
• American Pharmacists Association
• Anonymous

IAC receives funding from a variety of sources, both public and private, and maintains strict editorial independence.                  October 2006 

To contribute  
to IAC, use the enclosed 

envelope or go to  
www.immunize/join.




