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Current Issues in Immunization Netconference
Update on 2018 Immunization Schedules and Herpes Zoster Vaccines
MODERATOR:  Welcome to the Current Issues in Immunization Webinar Series.  The title of today’s session is: “Update on 2018 Immunization Schedules and Herpes Zoster Vaccines”. I’m a Medical Officer in the Immunization Services Division of the National Center for Immunization and Respiratory Diseases or NCIRD at the CDC and I’ll be the moderator for today’s session.  This is Andrew Kroger.  The learning objectives of today’s session are one, describe an emerging immunization issue; two, list a recent immunization recommendation made by the Advisory Committee on Immunization Practices; three, locate resources relevant to current immunization practice; and four, implement disease detection and prevention health care services, for example, smoking cessation, weight reduction, diabetes screening, blood pressure screening, immunization services to prevent health problems and maintain health.  For our presentations today first we are going to have, actually at the bottom, Dr. Kathleen Dooling, who is a Medical Officer in the Division of Viral Diseases, will discuss Zoster vaccines.  Then, Dr. Candice Robinson, who is a Medical Officer in the Communications and Education Branch of the Immunization Services Division, will give an update on the 2018 Child/Adolescent Immunization Schedule.  And then Dr. David Kim, Deputy Associate Director for Adult Immunization in the Immunization Services Division will speak on the 2018 Adult Immunization Schedule.   A question and answer session will follow.  We recently updated our Continuing Education Portal; Continuing Education or CE Credit is available only through the Training and Continuing Education Online System at www.cdc.gov/getce.  Today’s course number is WC2661-032118.  CE credit for the session will expire on April 23rd, 2018.   The specific instructions for CE are available in the Resource Pod.  And note, a course access code is now required to complete CE, make note of this code, which will be provided to you during today’s presentation.  We will not give course access codes outside of the course presentation.  In compliance with Continuing Education requirements, all presenters must disclose any financial or other associations with the manufacturers of commercial products, suppliers of commercial services or commercial supporters, as well as any use of unlabeled products or products under investigational use.  CDC, our planners, content experts and their spouses/partners wish to disclose they have no financial interests or other relationships with the manufacturers of commercial products, suppliers of commercials services or commercial supports.  Planners have reviewed content to ensure there is no bias.  Presentations will not include any discussion of the unlabeled use of a product or a product under investigational use with the exception of Dr. Robinson’s discussion of MMR vaccine in a manner recommended by the Advisory Committee on Immunization Practices, but not approved by the Food and Drug Administration.  CDC does not accept any commercial support.  If you have a question during this presentation and related to this presentation, please type your question into the QA Pod.  I will select questions during and after the presentation.  So now I’m going to turn the mic over to Dr. Dooling, you may begin.
DR. KATHLEEN DOOLING:  Thanks very much Andrew and thanks to all of you for tuning in today.  As Andrew said, I’m Dr. Kathleen Dooling and I’m going to speak to you today about the ACIP recommendations for the use of herpes zoster vaccines.  So the recommendations of the Advisory Committee on Immunization Practices for the use of herpes zoster vaccines were recently updated.  They are published online January 25th, 2018 in the MMWR and you can find them if you follow that link.  In brief, what the ACIP voted for in 2017 were the following; first, that recombinant zoster vaccine, abbreviated as RZV and trade name Shingrix, is recommended for the prevention of herpes zoster and related complications for immunocompetent adults age 50 and older.  The second vote was that recombinant zoster vaccine is recommended for the prevention of herpes zoster and related complications for immunocompetent adults who previously received zoster vaccine live or Zostavax.  And third, that recombinant zoster vaccine is preferred over zoster vaccine live for the prevention of herpes zoster and related complications.  Now it should be noted that the policy note published in the MMWR in January is in fact, does serve as a supplement to existing recommendations for the use of zoster vaccine live or Zostavax.  And those can be also found on our ACIP website.  So first I’m going to discuss a brief overview of herpes zoster epidemiology.  So, the number one thing to keep in mind when we’re talking about herpes zoster is that it is common; our lifetime risk is about one in three of developing zoster or shingles and the risk of getting zoster increases as we age.  With the respect to herpes zoster, about 90% of herpes zoster episodes are associated with pain and that’s certainly how usually people recognize it along with the characteristic rash.  It can be treated with antivirals that have been demonstrated to reduce the pain and the duration of the rash.  Postherpetic neuralgia, on the other hand, generally defined as pain that lasts 90 days following the resolution of the herpes zoster rash, has minimal or no efficacious treatment and the treatments that are available generally have side effects, especially in the elderly.  We get comments very frequently from the public and this is an excerpt from them, a person let us know that “my PHN is worse than my cancer and chemotherapy.  It has made me depressed and suicidal in the past”.  So that’s all to say that herpes zoster and postherpetic neuralgia are common conditions, their treatment is inadequate or incomplete and the more of this disease we can prevent, the better off our population, especially our elderly, will be.  So, enter an actual effective preventive tool, Zostavax was licensed by the FDA in 2006.  And as you can see, from 2007 to 2016 the year for which we most recently have data, demonstrates a slow and increasing coverage among adults 60 years and older.  But even as of 2016, only about a third of people who are eligible in the U.S. have actually received the vaccine, so more work needs to be done.  Enter Shingrix, the recombinant zoster vaccine.  Shingrix or RZV is an adjuvanted recombinant protein subunit vaccine.  You may have seen previous presentations where it was referred to as a HZ/su or herpes zoster subunit.  It consists of two components, one is the glycoprotein E and the second is a novel adjuvant called ASO1B.  The safety and efficacy have been evaluated in a two-part phase III randomized control trial, which included more than 30,000 subjects and the vaccine was licensed by the FDA on October 20th of 2017.  So now I’ll go through those three ACIP recommendations with rationale as to what’s behind those recommendations.  So number one is that recombinant zoster vaccine is recommended for immunocompetent adults 15 and older.  So the benefits of the vaccine are really the high efficacy against herpes zoster, that was 97% effective in people 50 to 69 and 91% effective in preventing herpes zoster in individuals 70 and older over the course of the clinical trials.  The high vaccine efficacy against postherpetic neuralgia was 91% effective at preventing PHN for individuals 50 and older.  And that efficacy was maintained at, at least 85% for all four years of the clinical trials in people 70 and older.  In terms of potential harms, there were no differences detected between the vaccinated and comparison populations for serious adverse events following immunization; however, grade 3 reactions were more commonly reported in the vaccinated groups, approximately 17% compared to placebo groups in the phase III trial.  So moving on to recommendation number two, recombinant zoster vaccine is recommended for immunocompetent adults who previously received zoster vaccine live or Zostavax.  So, experimental and observational studies indicate significant waning from the protection from zoster vaccine live.  The VE has been demonstrated to drop after the first year following vaccination by anywhere from 15 to 25% depending on the study.  And by six years post vaccination, most studies concur that the VE is less than 35%.  And by ten years out, the protection is negligible.  Recombinant zoster vaccine is more efficacious than zoster vaccine live in all age categories and those differences are larger at older ages.  So this is an illustration of that, of the vaccine efficacy against herpes zoster both for zoster vaccine live, depicted here in the blue and recombinant zoster vaccine depicted in the red by year following vaccination.  As you can see, even in year one there is a significant gap between the protection provided by each vaccine and that is maintained over the first four years.  And this graph also depicts the waning pattern that’s experienced after receipt of zoster vaccine live.  So onto the third recommendation that recombinant zoster vaccine is preferred over zoster vaccine live.  It should be noted that these vaccines have not been studied in a head to head trial.  If we look at efficacy of each of those vaccines individually, recombinant zoster vaccine estimates of efficacy are significantly higher than Zoster Vaccine Live estimates across all age groups.  And if we speak specifically about the randomized control trials done in individuals 60 to 69 years old, that efficacy was 97% for the recombinant zoster vaccine versus 64% for zoster vaccine live.  In 70 to 79 year olds, it was 91% for the recombinant vaccine versus 41% for the live vaccine and in people 80 years and older, 91% for the recombinant vaccine versus 18% for the live vaccine.  In terms of adverse effects, neither vaccine is associated with serious adverse events in the immunocompetent population; however, recombinant zoster vaccine does appear to be more reactogenic than zoster vaccine live.  When economic analyses were completed, recombinant zoster vaccine leads to more disease prevention and decreased overall costs when both the vaccine and the expected cost of treating disease were taken into account. 
So now, moving on to our clinical guidance for the use of Shingrix.  So Shingrix is a refrigerator stable product and requires reconstitution prior to administration.  And as I mentioned previously, there are two components, number one, the adjuvanted suspension and number two, the lyophilized glycoprotein E.  After reconstitution, one should administer the vaccine immediately or it should be stored between 2° and 8° Celsius, you can do this for a maximum of six hours.  It’s important to note and certainly to advise your patients that this vaccine is a series and requires two doses, one given at time zero and the second given two to six months later.  And very importantly, this is an intramuscularly administered vaccine.  All three of the elements that I’ve mentioned so far differ from Zostavax and certainly administration of Shingrix intramuscularly is an important point.  It should be administered in the deltoid region.  

Moving on, recombinant zoster vaccine may be co-administered with other vaccines such as Fluarix or PNEUMOVAX 23 or Boostrix, all of which have been studied.  In terms of recommended populations, adults with chronic medical conditions, adults taking low-dose immunosuppressive therapy, anticipating or have recovered from immunosuppression are recommended.  In addition, you should give recombinant zoster vaccine irrespective of prior receipt of varicella vaccine, zoster vaccine live or a herpes zoster episode itself.  Herpes zoster vaccines do not require a screening for a history of chickenpox.  And many people have noted that we are specifically, at this time, recommending the vaccine for immunocompetent persons.  Immunocompromised persons were excluded from phase III efficacy studies; thus, ACIP has not made recommendations yet regarding the use of RZV in these populations.  And this topic will be discussed at ACIP meetings coming up and additional data will be discussed at those meetings.  For adults who previously received zoster vaccine live or Zostavax, studies indicate that there was no interference for safety problems when recombinant zoster vaccine was administered at an interval of five years following Zostavax.  So our current policy note guidance indicates that one could consider an interval shorter than five years if your patient is 70 or older because as I’ve just demonstrated, protection for adults 70 and older is much less than that experienced by 60 year olds.  There should be a minimum interval maintained between zoster vaccine live and recombinant zoster vaccine as eight weeks, as per expert opinion.  With regard to contraindications, really, allergy to RZV or any…administered with a history of allergic reaction, such as anaphylaxis to any component of this vaccine is really the only true contraindication.  There are two precautions, one being current episode of herpes zoster, you should wait until the acute symptoms have resolved.  And one should consider delaying vaccination if your patient is currently pregnant or breastfeeding.  Another important point in giving this vaccine is counselling for reactogenicity.  So before vaccination, we’re encouraging all providers to council their patients about expected systemic and local reactogenicity.  In clinical trials, 78% of people receiving RZV experienced pain, 45% experienced myalgia and 45% experienced fatigue.  So, one in six patients may experience reactogenicity that’s actually severe enough to prevent their regular activities.  And reactions to the first dose didn’t strongly predict reactions to the second dose, therefore, vaccine recipients should be encourage to complete the series even if they experienced grade 1 to 3 reaction to the first dose. So that concludes my presentation and I understand we will take questions at the end.
MODERATOR:  Thank you very much Kathleen, next Dr. Candice Robinson will discuss new child/adolescent schedule recommendations.  Candice.

DR. CANDICE ROBINSON:  Thank you Dr. Kroger and good afternoon everyone.  So first, I’ll discuss a couple of updated and new recommendations that are reflected in the 2018 Child/Adolescent Immunization Schedule.  If you tuned in last year, you may remember discussion of two MMWR publications regarding polio vaccination that were released in early 2017.  The January 13th and February 17th, 2017 MMWRs provide additional guidance regarding assessment of polio vaccination status and vaccination of children who receive polio virus vaccine outside of the United States.  Now these changes were not reflected in the 2017 Schedule because the final MMWR was not published until after the release of the schedule.  Specifically, the guidance stated that if both OPV and IPV were administered as part of a series, the total number of doses needed to complete the series is the same as that recommended for the U.S. IPV Schedule, meaning a minimum interval of four weeks should separate doses in this series with the final dose administered on or after the fourth birthday and at least six months after a previous dose.  And the guidance also specifies that only trivalent OPV counts towards the U.S. vaccination requirements.  Additional guidance to assess doses documented as OPV can be found on the CDC website.  The 2018 Schedule has been updated to reflect this guidance and I will discuss those relevant footnote changes later in this presentation.  With regard to influenza vaccine, the ACIP recommendations for the 2017-2018 influenza season were published in the MMWR on August 25th, 2017.  Those recommendations reflected that the annual influenza vaccination continues to be recommended for persons without contraindications or precautions six months of age and older.  They also extended the recommendation that LAIV was not recommended during the 2017-2018 season.  For recommendations for the 2018-2019 influenza season, we will refer to the recommendations, which will be published later this year.  In October of 2017, the ACIP voted to recommend the use of a third dose of mumps virus containing vaccine in persons at increased risk for mumps during an outbreak.  The MMWR on this topic was published in January of this year and the recommendation, specifically, was that persons previously vaccinated with two doses of mumps virus containing vaccine who are identified by public health authorities as being part of a group or a population at increased risk for acquiring the mumps because of an outbreak should receive a third dose of mumps containing vaccine.  And this was to improve protection against mumps disease and related complications and there are changes relevant to this in both the child schedule that I will discuss, as well as the adult schedule that Dr. Kim will discuss here shortly.  There’s one change that impacted multiple portions of the Child and Adolescent Immunization Schedule, manufacturing of the vaccine MenHibrix has been discontinued and all available doses expired in mid-September of 2017.  Thus, mention of MenHibrix has been removed from figure 1, figure 2, and the Hib and Meningococcal footnotes where information regarding this vaccine had previously appeared.  For the cover page, a new table has been added to the cover page that includes the vaccine type, vaccine abbreviation, and vaccine brand names and this is meant to be a reference for providers as they vaccinate patients, they can refer to this for the brand names for certain vaccines and to see what vaccines those brand names reflect.  Regarding figure 1, there were no changes for figure 1, the routine immunization schedule.  Moving on to figure 2, the catch-up figure, the maximum ages for the first and last doses of rotavirus vaccine were added to the catch-up table and you will see that in the respective columns here.  Within the inactivated poliovirus rows of the catch-up schedule, they’ve been edited to clarify the catch-up recommendations for children four years of age and older.  So in this column, for children four months through six years of age, the dose two to three column, it was edited to note that minimum interval between doses two and three is four weeks if the current age is less than four years and six months as a final dose if the current age is four years or older.  When looking at the rows under the lower columns for children seven years and older, you will note that in the dose two to three column that the minimum interval is listed as six months and a fourth dose is not necessary if the third dose is administered at age four years or older and at least six months after the previous dose.  The dose three to four column denotes that a fourth dose would be, it’s kind of the opposite of the previous column, a fourth dose would be indicated if all of the previous doses were administered at less than four years or if the third dose was administered at less than six months after the second dose.  Changes for the medical indications figure or figure 3 include the addition of a reference to the HIV column, which now provides additional information regarding HIV laboratory parameters and the use of live vaccines.  And you’ll see the reference there at the bottom, they are web links provided to a couple of different places in the General Best Practice Guidelines for Immunization.  Within the pneumococcal row, stippling was added to the heart disease and chronic lung disease, chronic liver disease and diabetes columns to clarify that in some situations, children with these conditions may be recommended to receive an additional dose of vaccine.  
I will now talk about changes to the footnotes of the Child and Adolescent Schedule.  First, you may notice that there was a major formatting change through the footnote section.  The Child and Adolescent Immunization workgroup worked to simplify the footnotes.  The goal was to remove unnecessary text while preserving all pertinent information and maintaining clarity.  This was accomplished by transitioning from complete sentences to bullet, removing unnecessary or redundant language and there were formatting changes.  So I’ve just put here a couple of examples and so this one shows the hepatitis B footnote from 2017 versus 2018 and you’ll really just notice a lot of formatting changes and the use of bold text in various places throughout the footnote to draw attention to certain aspects of hepatitis B vaccination.  This very colorful chart shows the 2017 HPV footnote versus the 2018 footnote and this really just depicts that all of the  pertinent information that was included in the 2017 footnote remains present in the 2018 footnote, just in a more simplified and streamlined format.  I will now talk about some content edits for the footnotes for 2018.  Within the additional information section, two bullets were added; the first bullet denotes that within a number range, a dash should be read as through.  And this is a byproduct of the simplification process of the footnote; we removed the words through where they appeared in the footnotes and used dashes in their place.  The second bullet that was added states ACIP does not express a preference for any vaccine product where one or more products may be appropriate and considered for use.  And this was added in response to questions we frequently receive about whether there is an ACIP preference for certain brands of vaccines when more than one may be indicated.  Within the hepatitis B footnote, it was revised to clarify information regarding vaccination of infants greater than 2,000 in grams born to hepatitis B surface antigen negative mothers and to include information for infants less than 2,000 grams born to hepatitis B surface antigen negative mothers.  So we really just wanted to clarify that for medically stable infants greater than 2,000 grams born to mothers who are hepatitis B surface antigen negative, now the birth dose should be administered within 24 hours of birth.  However, for infants less than 2,000 grams born to hepatitis B surface antigen negative mothers, it is recommended to administer the birth dose at chronological age one month or hospital discharge.  And of note, the recommendations for infants born to mothers who are hepatitis B surface antigen positive or status unknown are not changed and you can find them in the footnotes as well.  This slide depicts the revised polio vaccine footnote with updated guidance that I discussed earlier in this presentation.  You will note the bullets indicating that the total number of doses needed to complete the series is the same as that recommended for the U.S. IPV schedule and you will also note the bullet that states only trivalent OPV counts towards the U.S. vaccine requirements and web links are provided at both of those bullets for additional information.  Within the influenza footnote, it was updated to include that LAIV should not be used during the 2017-2018 influenza season and a reference link to the 2017-2018 influenza season recommendation was added.  Finally, I’d like to draw your attention to the MMR footnote and you will note there’s a new section entitled mumps outbreak and this section includes the guidance for the use of third dose of mumps containing vaccine.  Now, the footnotes states person greater than or equal to 12 months who previously received less than or equal to two doses of mumps containing vaccine and are identified by public health authorities to be at increased risk during a mumps outbreak should receive a dose of mumps containing vaccine.  This takes into account children in that age group who had previously received 0, 1 or 2 doses.  We have received a couple of questions about this stating does this include the third dose recommendation and it does as children who have previously received two doses are, once again, recommended to receive another dose, which would constitute the third dose of MMR vaccine.  So I will now turn the session over to Dr. David Kim to discuss changes to the Adult Schedule.  Dr. Kim.
DR. DAVID KIM:  Thank you very much Dr. Robinson.  Let’s go on to the next slide.  So now the Adult Immunization Schedule, before we get started I should mention that the use of trade names for vaccines during my presentation is for identification purposes only.  In the 2018 Adult Immunization Schedule, there are three updates from the 2017 schedule; the first change is the extended ACIP recommendation to not use the live attenuated influenza vaccine, LAIV, during the current influenza season.  As noted earlier by Dr. Robinson, the ACIP did recommend reinstating LAIV for use during the next influenza season, 2018-2019, during the February meeting.  That recommendation was made after the publication of the 2018 schedule and will be reflected in the 2019 schedule.  The second change is the recommended use of the new recombinant zoster vaccine, RZV, as Dr. Dooling mentioned earlier for adults 50 or older.  And the third change is the recommended use of a third dose of MMR in mumps outbreak settings as determined by public health authorities as described by Dr. Robinson.  The updated ACIP language on examples of conditions for which hepatitis B vaccination is recommended is not [31:44-32:38 TECHNICAL DIFFICULTY].  Since the publication of the 2018 Adult Immunization Schedule, the ACIP has recommended additional changes that will be incorporated into the 2019 schedule.  That is, these ACIP recommendations that are or will be active in 2018 are not included in the 2018 schedule.  First, the reinstituted recommendation to include LAIV for the next influenza season does not impact the 2018 schedule.  Next, there are new ACIP recommendations on the use of hepatitis B and hepatitis A vaccines.  Though they are not part of the 2018 Adult Schedule, I will discuss them later in the discussion.  The ACIP recommendations for influenza vaccination for the 2017-2018 season were published in the MMWR in August 2017.  As noted earlier, annual influenza vaccination is recommended for persons six months of age or older who do not have contraindications.  The recommendations to not use the LAIV during the current and last influenza seasons were based on reduced replicative fitness for H1N1 used in 2013-2014 and 2015-2016 LAIV.  Based on the results from a small randomized trial in the United States, a new H1N1 strain, A/Slovenia, was selected for 2018-2019.  H1N1 A/Slovenia induced significantly higher antibody response, similar to the immune response seen with pre-pandemic LAIV/H1N1 strain.  Just as a reminder, LAIV is an option for children and adults under age 50.  You already heard a dedicated zoster vaccination presentation so I will skip this slide, but please note that in past adult immunization schedules, the live herpes zoster vaccine was referred to as HZV.  That nomenclature would of course not work with the addition of RZV so the live zoster vaccine previously called HZV is now referred to as ZVL, zoster vaccine live.  The 2018 Adult Immunization Schedule contains an update on the recommended use of MMR in a mumps outbreak setting.  But before I go into the update, here’s a quick primer on recommended mumps vaccination; children are routinely recommended to receive two doses of mumps containing vaccine at 12 to 15 months and four to six years.  For adults, mumps vaccination recommendations are more complex, adults who do not have evidence of immunity defined as born before 1957, have documentation of receipt of MMR or have laboratory evidence of immunity or disease are recommended to receive one dose of MMR unless they are in the following high risk groups; those include students at post high school educational institutions such as colleges, health care personnel and international travelers.  If at risk, they are recommended to receive two doses of MMR, but since 2015, we’ve seen multiple outbreaks of mumps and high numbers of reported cases of mumps in the United States, even among young adults who received two doses of mumps-containing vaccine.  As mentioned by Dr. Robinson, the ACIP reviewed available data and in October 2017 recommended that a dose of MMR should be administered to adults and children 12 months of age or older, who previously received two or fewer doses of mumps-containing vaccine and identified by a public health authority to be at risk during a mumps outbreak.  The following discussions on hepatitis B and hepatitis A vaccinations are, as mentioned earlier, not in the 2018 Adult Immunization Schedule, but relevant in 2018.  The new hepatitis B vaccine, HEPLISAV-B, manufactured by Dynavax Technologies was licensed by the FDA in November 2017.  It’s a single antigen hepatitis B vaccine for all HBV subtypes for adults 18 or older.  HEPLISAV-B is the fifth inactivated hepatitis B or hepatitis B-containing vaccine licensed for use in the United States along with Engerix-B, Recombivax-HB, Pediarix and Twinrix.  What separates HEPLISAV-B from the other hepatitis B vaccines is that HEPLISAV-B is administered as a two dose series separated by a month.  HEPLISAV-B contains yeast-derived recombinant hepatitis B surface antigen with Cytosine-phosphate Guanine or CPG adjuvant, a synthetic immunostimulatory DNA sequence.  The sequence binds [37:58 to two alike receptors to stimulate direct immune response].  Given that the genetic abbreviation hep B can no longer separate the adjuvanted and conjugated hepatitis B vaccines with different dosing regimen, the following revision in hepatitis B vaccine nomenclature will be used, hep B will refer to hepatitis B vaccine in general, HEPLISAV-B, the Cytosine-phosphate Guanine adjuvanted hep B will be called HepB-CpG and the other hepatitis B vaccines that are aluminum adjuvanted will be called HepB-alum.  A little background on HepB-CpG, studies on its seroprotectiveness showed higher immunogenicity when compared to Engerix.  And its duration of protection was maintained.  HepB-CpG’s duration of protection was particularly noteworthy among adults with type 2 diabetes and in addition, three doses of HepB-CpG rendered higher protection compared to four double doses of Engerix for adults with chronic kidney disease or kidney failure.  Regarding HepB-CpG safety profile when compared to Engerix, frequencies of mild and serious adverse events and potentially immune-mediated adverse events were similar.  However, it should be noted that given HepB-CpG superior immunogenicity that allows a two dose series instead of three, the localized reaction to HepB-CpG, though still considered mild, was more significant than Engerix.  So patients receiving HepB-CpG should be advised of pain or other local reaction that may be more severe or last longer compared to HepB-alum.  HepB-CpG did have a higher cardiovascular event rates than the comparison group, but the difference was not statistically significant.  And potentially immune-mediated adverse event profiles were similar between the two vaccines.  To recap, HepB-CpG is recommended for use among adults age 18 or older.  It is administered as a two dose series separated by a month.  There is no preferential recommendation for HepB-CpG over HepB-alum.  HepB-CpG can be used interchangeably with HepB-alum; however, unless two doses of HepB-CpG administered one month apart is used, three doses of hep B are needed to complete the vaccination series.  
Moving on to hepatitis A vaccination updates, post-exposure prophylaxis recommendation for hepatitis A is described as healthy adults through age 40 who have recently been exposed to hepatitis A virus should receive hep A.  Adults older than age 40 may receive hep A if hepatitis A immunoglobulin cannot be obtained.  The new ACIP recommendation on post-exposure prophylaxis for hepatitis reads, hep A should be administered for post-exposure prophylaxis for all persons 12 months of age or older.  In addition to hep A, immunoglobulin may be administered to persons aged older than 40 years, depending on provider’s risk assessment.  Well, that’s a lot of text to compare, so here’s the abbreviated version.  On the left column is a 2018 Adult Immunization Schedule, what’s in the 2018 schedule and it states that for persons age 40 or younger they should get hepatitis A vaccine.  For persons older than age 40, then the preference is for the immunoglobulin to be administered, but if immunoglobulin is not available, then hepatitis A vaccine may be administered.  On the right side of this table is an updated current ACIP recommendation that will show up in the 2019 schedule.  For hepatitis A post-exposure prophylaxis all adults should receive hepatitis A vaccine and those older than 40 may receive immunoglobulin in addition to hepatitis A vaccine.  So we’ll now take a look at the changes that have actually been made to the Adult Immunization Schedule for 2018.  This is the cover page of the 2018 Adult Immunization Schedule; it contains some general vaccination principles, a list of abbreviations used in the schedule, resource references for healthcare providers and instructions for providers to report vaccine-preventable diseases and vaccine adverse events.  In the 2018 Adult Immunization Schedule, common details have been removed from the footnotes on special populations, such as, pregnant women and persons with immunocompromising conditions or asplenia and they were consolidated onto the cover page as you see here.  This is figure 1 of the 2018 Adult Schedule recommended immunization schedule for adults by age, it contains two changes.  The big change is the addition of RZV in the schedule.  As you can see, a row for RZV has been added and it’s separated from the row for the renamed ZVL by a dashed line to indicate that both vaccines are indicated for the same purpose.  In the row for serogroup ACW and Y meningococcal vaccine, MPSV4, the four valent meningococcal polysaccharide vaccine has been removed because it is no longer on the market.  So the row now represents only the conjugate vaccine MenACWY.  Though not in the 2018 schedule, a note for figure 1, the hep B row now contains the text three doses, which does not reflect the use of HepB-CpG recommended by the ACIP in February.  This text will be revised to two or three doses in the 2019 Adult Immunization Schedule.  This is figure 2 of the 2018 Adult Immunization Schedule recommended immunization schedule for adults by medical condition and other indications.  Figure 2 contains the same changes as in figure 1, an added row for RZV and the removal of MPSV4.  In general, the footnotes in the 2018 Adult Schedule have been simplified and reformatted for better readability.  Additionally, the footnotes in the adult immunization schedule now align better with the footnotes in the adult and adolescent schedule.  We are continuing our effort to harmonize future iterations of the two immunization schedules.  Besides the formatting changes, there are three content changes in the 2018 schedule.  The first change is in the footnotes for MMR vaccination; it contains an added bullet on the recommendation to administer a dose of MMR to adults who previously received two or fewer doses of mumps containing vaccine and are identified to be at risk for mumps in an outbreak setting by a public health authority.  The second change is on the use of RZV for adults 50 or older; the details for which have already been described by Dr. Dooling.  The third change is the removal of the bullet associated with MPSV4 in the meningococcal vaccination footnote.  The 2018 Adult Immunization Schedule and the Child and Adolescent Immunization Schedule state that LAIV is not recommended for use during the current 2017-2018 influenza season.  So for the next influenza season, that’s 2018-2019, LAIV can be used by age appropriate persons and will be reflected in this section.  The ACIP recommendation on the use of hepatitis A vaccine for post-exposure prophylaxis and the new HepB-CpG will be reflected in the 2019 Adult Immunization Schedule.  Lastly, this is a table of contraindications and precautions in the adult schedule.  This table contains no significant changes.  And that concludes the updates in the 2018 Adult Immunization Schedule, back to you Dr. Kroger.  
MODERATOR:  Thank you David.  I’d now like to share some Continuing Education information.  The course number is WC2661-032118.  Continuing Education Credit availability expires April 23rd, 2018.  Instructions for how to register for CE and obtain CE is available in the Resource Pod.  The course access code that you need is SCHEDULES; please make a note of this code.  Course access codes will not be given outside of the course presentation.  And so now I would like to take some questions from our Q&A Pod and the first question I have is for Dr. Dooling, should providers receive two doses of RZV or Shingrix, even if they’ve received ZVL or Zostavax?  
DR. KATHLEEN DOOLING:  Thank you and the answer to that question is yes, even if a person received a previous dose of zoster vaccine live, Zostavax, they are still recommended to receive two doses of recombinant zoster vaccine or Shingrix.  And that goes if they have previously received varicella vaccine also.  

MODERATOR:  Okay, thank you.  We have another question about zoster vaccines; can Shingrix be given at the same visit as FLUAD?
DR. KATHLEEN DOOLING:  Thanks and I noticed a number of questions alluding to that.  Shingrix can be given with any of the recommended vaccines.  It’s not a live vaccine, therefore, it’s a same visit, people can be co-administered with any other vaccine that they are eligible for.  Now, somebody astutely pointed out that FLUAD is in fact an adjuvanted vaccine and so is Shingrix and you’re right.  Simultaneous administration of two adjuvanted vaccines has not been thoroughly studied so it really is up to the comfort level and clinical judgment of the person administering.  There are other options in terms of influenza that have been studied, such as Fluarix co-administered with recombinant zoster vaccine, but ultimately, any can be co-administered and some have more evidence than others.  

MODERATOR:  Great, thank you very much.  Another zoster question for Dr. Dooling, what is the best practice for spacing between Zostavax and Shingrix?

DR. KATHLEEN DOOLING:  Okay, great question, we had a number of variations of that question come through.  Once again, this really relies heavily on the clinical judgment of the vaccinator as well as the desire to get vaccinated of the patient.  You can think of the eight weeks between Zostavax and Shingrix as an absolute minimum, don’t go below that.  However, the studies that we have are primarily done around the interval of five years.  So that’s what we’re using as kind of a benchmark cornerstone.  Now we know the people who are 70 and over when they got vaccinated with Zostavax likely have very diminished protection so we’re saying consider an interval of less than five years if your patient is 70 or older.  But again, there’s a lot of room to make individual clinical decisions in that guidance.

MODERATOR:  Okay, thank you very much.  Here’s a question for Dr. Robinson, for immunocompromised children who complete a series of PCV13, do they need additional doses?

DR. CANDICE ROBINSON:  Yeah thanks, we get questions about this often.  So the question is for children who are on that high risk schedule where they say they may need additional doses, which children are those?  If they have completed the PCV13 schedule on time, then they do not need additional doses of PCV13 vaccine.  However, where they may need additional doses is when you are catching up those children, so let’s say they’ve gotten behind on vaccination and you’re trying to do a catch-up series, in those cases, they may need additional doses of vaccine when they are being caught up in their vaccine series.  And so for additional details with regard to schedules that are considered complete schedules for PCV13, you should refer to the ACIP recommendations document for pneumococcal vaccination of children or, of course, you can also use the figure 2 catch-up figure.  But for additional details, you should refer to the ACIP recommendations document online.

MODERATOR:  Okay, thank you.  Here’s a question for Dr. Kim, it’s a hepatitis A question.  If an adult completed the hepatitis A series, do they still need another dose if they are exposed to hepatitis A?

Dr. DAVID KIM:  That’s a great question, thank you very much.  Once an adult completes hepatitis A vaccine series then he or she is good to go so there is no need for a booster dose, if you will, subsequent to that.
MODERATOR:  Okay, thank you.  Here’s another question, I guess I could ask either Dr. Robinson or Dr. Kim, I’ll go with Dr. Robinson first.  Is there a recommendation to give a booster dose of hepatitis B if the first series was completed 10 to 15 years ago?

DR. CANDICE ROBINSON:  Thanks.  That can be a complicated question in that it depends upon what population you’re dealing with.  If you’re dealing with health care providers then they may need doses.  For health care providers, evidence of immunity for healthcare providers is documented receipt of a complete series of hepatitis B vaccine as well as documented titers, positive titers.  And so if you have a health care provider, let’s say, this is a common question we get frequently, you have a health care provider who got the three doses, but you don’t have titers documented, positive titers documented for that health care provider, if you draw titers on that provider and they have negative titers, then there is a recommendation for a booster dose followed-up by a repeat titer in that population.  And there’s details about this in an ACIP document on the ACIP website for vaccination of health care personnel.  So health care personnel is a separate category in which they may require a booster depending upon their titer status or whether or not they have documented titers.  However, for your routine general population, there’s currently no recommendation for additional booster doses, let’s say for a kid who finished their series as an infant and now they’re 20, but they’re not a health care provider, there’s no routine recommendation for that.  And so if you are dealing with the health care provider population, you should really seek out the ACIP recommendations documents that specifically deal with hepatitis B vaccination and assessment in health care provider population, as well as post-exposure management for that population.

MODERATOR:  Okay, thank you very much.  Here’s another question, I guess this is kind of a clarification, when was the MenHibrix discontinued and a question, if the child has received this vaccine, do we need to give an additional dose of Hib vaccine?
DR. CANDICE ROBINSON:  So, MenHibrix vaccines were discontinued, the last doses as I mentioned on the slide, sometime in mid-September of 2017.  So of course, if they received a dose after that vaccine had expired, then that dose would be considered invalid.  Administration of an expired dose of vaccine is considered to be an invalid dose.  In that case, if that dose was part of their immunization series, then depending upon their age,  if they are still recommended to be vaccinated, then you should repeat that dose.  So, if you gave a dose that was expired, it is invalid and depending on the child’s age, they may or may not require revaccination.  You should assess that with use of the catch-up figure, figure 2.

MODERATOR:  Okay, thank you very much.  Well, that’s all the time that we have for questions today so now I’m going to conclude with some more Continuing Education Credit information.  Please go to the webpage, www.cdc.gov/GetCe.  Today’s CE event course number is WC2661-032118.  I will repeat that, WC2661-032118.  The CE Credit will expire on April 23rd, 2018.  The course access code is SCHEDULES, please make note of this code; we do not give out access codes outside of the course presentation.  
For help with the online system, which is available from 8:00 a.m. to 4:00 p.m. Eastern Time, please dial 1-800-41-TRAIN, that’s 1-800-418-7246 or you can email ce@cdc.gov.   If you have additional questions that you didn’t a chance to ask on today’s program, you can email us at nipinfo@cdc.gov and we’ll try to respond to those as quickly as possible.  You can also call in your immunization questions to 1-800-CDC-INFO or 1-800-232-4636.  Specify that your question is related to immunizations because this service deals with all CDC issues.  That’s available 8:00 a.m. to 8:00 p.m. Eastern Time, Monday through Friday.  Additional resources that we’d like to tell you about include the Pink Book Epidemiology and Prevention of Vaccine-Preventable Diseases; our 13th Edition is available at the webpage you see here.  Also, CDC’s Vaccines and Immunization homepage, which is the second webpage that you see here.  And finally, CDC’s Immunization Resources for You & Your Patients is the third webpage that you on the slide.  So that concludes our program.  I really want to thank our subject matter experts, Dr. Kathleen Dooling, Dr. Candice Robinson and Dr. David Kim for their presentations and for answering your questions.  Thank you very much and have a great day from Atlanta.
END.
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