Q.
What is the difference between this webinar series and the old Pink Book satellite series from several years ago?

A.
This webinar series is essentially an updated version of the former satellite series.  Technology has evolved so that we can offer the content in a more cost-effective manner, and many providers have told us they can spare an hour during lunch once each week more easily than they can schedule 4 afternoons to view the content.
Q. 
Can I find the webinar slides in the Pink Book?

A. The content of the webinar slides is similar to that of the graphics in the Pink Book.  Because of time constraints, some information in the presentation slides has been consolidated, and some has been added to reinforce the animated videos.  The presentation slides are posted at https://www2.cdc.gov/vaccines/ed/pinkbook/pb1.asp. 
Q.
Can you post the presentation without the colored background? 

A.
No, but you might be able to convert the posted version to black and white for printing.
Q. Why does the Adult Immunization Schedule continue to change?
A.
Like the Childhood/Adolescent Schedule, the Adult Schedule is updated when recommendations for existing vaccines change, when new vaccines are recommended, and/or when a change in wording and/or formatting is made to provide additional clarification of the recommendations.

Reference:  Adult Immunization Schedule website, Changes in the Schedule Effective February 1, 2016 (http://www.cdc.gov/vaccines/schedules/hcp/adult.html) 

Q.
What can I tell patients who do not want vaccinations due to use of stem cells?

A.
Your patients are probably referring to the use of fetal cell tissue in vaccines.  In the 1960s, cells that originated from two legally aborted fetuses were converted to "continuous cell lines" for use in producing vaccines.  Those cells are now reproduced in the laboratory.  No cells from any other fetuses have been, or will ever need to be, used.  These cells are not actual ingredients in certain vaccines, but are used as a growth medium for the viruses used in those vaccines.  

Reference:  Vaccine Ingredients: What you should know (http://media.chop.edu/data/files/pdfs/vaccine-education-center-vaccine-ingredients.pdf)    

Q.
If a mother has chosen not to receive any vaccinations in her lifetime and, therefore, does not have passive immunity to pass to a newborn, is it important to start the schedule early for her baby?

A.
The recommended age is the best time to vaccinate to promote the optimal immune response.  Providers should use their clinical judgment in deciding the best time to vaccinate an individual patient.  However, no vaccines should be administered sooner than 4 days before the minimum age and interval recommended for that specific vaccine dose.
Reference:  ACIP General Recommendations on Immunization (http://www.cdc.gov/mmwr/pdf/rr/rr6002.pdf, p. 5) and Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/appendices/a/age-interval-table.pdf) 
Q. 
If an employee has received the hepatitis B series twice and the titer is still negative, should a third series be given?

A.
ACIP does not recommend a third series.  As stated in the Pink Book, “Fewer than 5% of persons receiving 6 doses of hepatitis B vaccine administered by the appropriate schedule in the deltoid muscle fail to develop detectable antibody to hepatitis B surface antigen (anti-HBs). One reason for persistent nonresponse to hepatitis B vaccine is chronic infection with hepatitis B virus (HBV). Persons who fail to develop detectable anti-HBs after 6 doses should be tested for hepatitis B surface antigen (HBsAg). Persons who are found to be HBsAg-positive should be counseled accordingly. Persons who fail to respond to 2 appropriately-administered 3-dose series, and who are HBsAg-negative, should be considered susceptible to HBV infection and should be counseled regarding precautions to prevent HBV infection and the need to obtain hepatitis B immune globulin (HBIG) prophylaxis for any known or probable parenteral exposure to HBsAg-positive blood.”
Reference:  Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/hepb.pdf, p. 168)

Q.
Why is the rotavirus vaccine not recommended at 9 months of age on the WebIZ site?  Also, if the patient has a feeding tube, can rotavirus vaccine be given through the tube?

A.
WebIZ refers to the Nevada immunization information system website.  WebIZ follows the ACIP recommendation not to administer any doses of rotavirus vaccine after 8 months, 0 days of age due to the potential increased risk for intussusception in older children.  
The manufacturers have not addressed the feeding tube issue, but CDC considers administration of rotavirus vaccine via gastrostomy tube to be acceptable practice. There should be no problem flushing the tube after vaccine has been administered according to your agency protocols. 

Reference:  Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/rota.pdf, p. 318);  2015 Rotavirus Pink Book Webinar transcript (http://www2.cdc.gov/vaccines/ed/epvreg/Downloads/EPV6Transcript.pdf, p. 10); and Immunization Action Coalition (http://www.immunize.org/askexperts/experts_rota.asp) 
Q.
When children are older, the live vaccines need to be either given together or separated by 28 days. Does this 28-day separation period apply with the rotavirus vaccine? 

A.
All doses of rotavirus vaccine should be administered by 8 months, 0 days of age, and there are no other routinely recommended live virus vaccines recommended before 12 months of age.  However, it is possible that a child who will travel internationally would need a dose of MMR as early as 6 months of age.  In this circumstance, the two live vaccines do NOT need to be separated by 4 weeks because the rotavirus vaccine is an oral—not injectable or intranasal— live vaccine.  Parenteral live vaccines and LAIV are not believed to affect live vaccines given by the oral route.  
Reference:  Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/genrec.pdf, p. 13)
Q.
Since immunity to Tdap will decrease, why don’t we recommend that adults working with infants receive a Tdap booster after 10 years rather than a Td dose?  Why is it recommended that women receive a dose in each pregnancy?
A.
The primary objective of the Tdap dose in each pregnancy is to provide maternal antibodies and passive immunity to infants who are at greatest risk for complications and death from pertussis until they can be vaccinated and develop their own antibodies (active immunity).  There currently are not sufficient efficacy and cost-effectiveness data to support ongoing booster doses of Tdap for anyone other than pregnant women.   
Q.
Should women receive a dose of Tdap after every pregnancy?
A.
No.  The recommendation is for a woman to receive a dose of Tdap during each pregnancy.  Tdap may be administered at any time during pregnancy, but optimal timing is between 27 and 36 weeks’ gestation.  Vaccination during the third trimester will provide the highest concentration of maternal antibodies to be transferred closer to birth.  If a woman has previously received a dose of Tdap and does not receive a dose during pregnancy, there is no recommendation to administer a dose after pregnancy.
References:  Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/pert.pdf, pp. 270-271); ACIP Updated Recommendations for Use of Tetanus Toxoid, Reduced Diphtheria Toxoid, and Acellular Pertussis Vaccine (Tdap) in Pregnant Women (http://www.cdc.gov/mmwr/pdf/wk/mm6207.pdf, pp. 131-135)
Q.
Why does protection provided by acellular pertussis vaccine wane so rapidly?
A.
There is concern that by using only certain antigens from the bacteria that, in some persons, the acellular vaccine may protect against symptoms of whooping cough, but those people are still infected and can transmit the disease to others.  There is also concern that the organism itself may be mutating such that the vaccine is not as effective.
References: Pertussis Frequently Asked Questions (http://www.cdc.gov/pertussis/about/faqs.html);  FDA Researchers Advance Science for Vaccines to Prevent Mumps and Whooping Cough (http://www.fda.gov/ForConsumers/ConsumerUpdates/ucm488978.htm#Whooping);  Prevalence and Molecular Characterization of Pertactin-Deficient Bordetella pertussis in the United States (http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3910938/);  Epidemic Pertussis in 2012— The Resurgence of a Vaccine-Preventable Disease (http://www.nejm.org/doi/full/10.1056/NEJMp1209051#t=article) 
Q.
What can I tell parents who want to know if FluMist (LAIV) can cause their child to become ill with the flu?

A.
LAIV does contain attenuated (weakened) live virus so, as part of the immune response, a vaccinated person may experience nonspecific systemic symptoms such as a runny nose and headache.  The weakened viruses are cold-adapted, which means they are designed to only cause infection at the cooler temperatures found within the nose. The viruses cannot infect the lungs or other areas where there are warmer temperatures.
Reference:  Key Facts about Seasonal Flu Vaccine (http://www.cdc.gov/flu/protect/keyfacts.htm#give-me-flu)
Q. 
If someone has a mild breakout after receiving varicella vaccine, how contagious are they?

A.
 The answer to this question can be found in the Pink Book:  “Available data suggest that transmission of varicella vaccine virus is a rare event. Instances of suspected secondary transmission of vaccine virus have been reported, but in few instances has the secondary clinical illness been shown to be caused by vaccine virus. Several cases of suspected secondary transmission have been determined to have been caused by wild varicella virus. In studies of household contacts, several instances of asymptomatic seroconversion have been observed. It appears that transmission occurs mainly when the vaccinee develops a rash. If a vaccinated person develops a rash, it is recommended that close contact with persons who do not have evidence of varicella immunity and who are at high risk of complications of varicella, such as immunocompromised persons, be avoided until the rash has resolved.” 

Reference:  Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/varicella.pdf, p. 373)
Q.
Our department has recently given two Varivax and the employees have had moderate reactions.  We have noticed more reaction with Varivax than MMR.  Do you find that as well?

A.  
For Varivax, the most common reactions reported in prelicensure trials were injection site complaints in 24% of adults receiving the first dose and in 33% after the second dose.  Fever greater than or equal to 100° F (37.8° C) was reported in 10% of adults after the first or second dose.

The Advisory Committee on Immunization Practices (ACIP) statement on MMR vaccine (2013) stated the following commonly reported adverse events: arthralgia in 25% of post-pubertal females; transient lymphadenopathy in 20% of adults; fever (7-12 days after vaccination) in less than 15% of vaccine recipients.
Reference:  Vaccine Adverse Event Reporting System (VAERS) data and ACIP MMR recommendations (http://www.cdc.gov/mmwr/pdf/rr/rr6204.pdf) 
Q.
Can you receive zoster vaccine if you are taking methotrexate for rheumatoid arthritis?

A.
Therapy with low doses of methotrexate (less than or equal to 0.4 mg/kg/week) for treatment of rheumatoid arthritis are not considered sufficiently immunosuppressive to create vaccine safety concerns and are not contraindications for administration of zoster vaccine.
Reference:  ACIP Recommendations for Prevention of Herpes Zoster (http://www.cdc.gov/mmwr/PDF/rr/rr5705.pdf, p. 20)

Q.
Regarding polysaccharide vaccines, is the antigen, in fact, the polysaccharide capsule of the pathogen?

A.
Yes.  Pneumococcal polysaccharide vaccine (PPSV23) consists of a mixture of purified capsular polysaccharides from Streptococcus pneumoniae types (1, 2, 3, 4, 5, 6B, 7F, 8, 9N, 9V, 10A, 11A, 12F, 14, 15B, 17F, 18C, 19F, 19A, 20, 22F, 23F, and 33F).
Reference:  Pneumovax 23 package insert (Merck)(http://www.merck.com/product/usa/pi_circulars/p/pneumovax_23/pneumovax_pi.pdf) 

Q.
What is the point of giving booster doses of pneumococcal polysaccharide vaccine if it doesn't result in an additional response? 

A.
Polysaccharide vaccines do not boost as well as the conjugated vaccine, but antibodies decline more quickly in persons with certain underlying illnesses, so additional vaccine doses are recommended for those at greatest risk.  However, a maximum of 3 doses is recommended in a lifetime.  

Reference:  Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/pneumo.pdf, pp. 286, 289-290)
Q.
Does an MMR dose given 5 days before the first birthday count as a valid dose?

A.
No.  Doses of any vaccine administered 5 or more days earlier than the minimum interval or age should not be counted as valid doses and should be repeated as age-appropriate. The repeat dose should be spaced after the invalid dose by the recommended minimum interval, which is 4 weeks (28 days) for MMR. 
Reference:  ACIP General Recommendations on Immunization (http://www.cdc.gov/mmwr/pdf/rr/rr6002.pdf, p. 5) and Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/appendices/a/age-interval-table.pdf) 

Q.
How long does the rabies vaccine provide immunity?

A.  The purpose of rabies vaccination prior to exposure in persons at increased risk of rabies is to simplify post-exposure prophylaxis, and, for those at high or frequent risk of rabies, to simplify vaccine booster protocols.  However, all likely exposed persons should usually receive vaccine and possibly human rabies immune globulin.  For more details, please see our recommendations at http://www.cdc.gov/mmwr/PDF/rr/rr5703.pdf and http://www.cdc.gov/mmwr/pdf/rr/rr5902.pdf. 
Q.
Are there any additional precautions one should use other than wearing gloves when administering a live vaccine to a patient?
A.
No. Occupational Safety and Health Administration (OSHA) regulations do not require gloves to be worn when adminis​tering vaccines unless the person administering the vaccine is likely to come into contact with potentially infectious body fluids or has open lesions on the hands. If gloves are worn, they should be changed and hand hygiene performed between patients. Gloves will not prevent needlestick injuries.  No specific personal protective equipment (PPE) is recommended when administering routinely recommended vaccines.  Health care personnel, including those who will vaccinate others, should have received all of the vaccines routinely recommended for them if they do not have other evidence of immunity.

Note:  Persons administering smallpox vaccine should be vaccinated.

References:  Pink Book (http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/vac-admin.pdf, p. 87), ACIP Recommendations for Immunization of Health Care Personnel (http://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf),  and ACIP Recommendations for Using Smallpox Vaccine in a Pre-event Vaccination Program (http://www.cdc.gov/mmwr/PDF/rr/rr5207.pdf, p. 1)

