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Healthcare Personnel—What Immunizations are Advised?
July 12, 2007 NetConference Q&A Transcript
Rick Nelson:
Thank you, Judy.


These issues are follow-up presentations.

We would like to invite our listeners to call in and ask questions. We ask to restrict your questions to the content discussed today. Please tell us your name, first name is fine, and where you’re from.


Our operator will now give directions for the discussion segment of this conference.

Coordinator:
Thank you. We will now begin the question and session. If you would like to ask a question, please press Star-1. Please unmute your phone and record your name clearly when prompted. Your name is required to introduce your question. To withdraw your request, you may press Star-2. Again, press Star-1 to ask a question. And one moment for our first question.

Rick Nelson:
While we’re waiting for our first question, I’d like to provide some continuing education credit information.


For CE credits, go to www.cdc.gov/phtnonline 
The course number is E-V-0378 and the verification code is C-R-197-F. Remember the CE credit expires on August 13, 2007.


Now, Dr. Schmidt has invited her colleague, Dr. Andrew Kroger, to join her in answering your questions.

We are ready for our first question.

(Question 1):
Hi. Good afternoon.


I didn’t hear you mentioned any exceptions for healthcare workers to receive LAIV, like for those workers who routinely work with patients in isolation.
Andrew Kroger:
Absolutely.


This is Dr. Kroger.


Yes, LAIV should not be given to healthcare workers that are in contact with patients that are in a protective environment. That includes bone marrow transplantation. That recommendation does in fact remain even though there is no documented evidence of transmission from a healthcare provider to a patient. It is kind of a precautionary recommendation for patients that do have a severely compromised immune system.


But if you are a healthcare worker and you’re not seeing patients that are severely immunosupressed, if you see patients with HIV, if you see patients with chronic disease, we’re not making a specific preference but LAIV could be good vaccine for you to get if you are a healthcare worker up through 49 years of age, healthy, yourself, not pregnant, especially if there are supply issues with TIV:  again, not if your patients are severely requiring kind of protected environment. Bone marrow transplant patients, they should take TIV, the inactivated vaccine, as an alternate.

If a provider cares for patients in a protective environment and receives LAIV, we do recommend waiting seven days before being in contact with these patients. That recommendation comes from the study data which recovered vaccine virus shed from vaccinees seven days after vaccination.
 (Question 2):
Okay. Hi.


So I got hepatitis vaccine - hepatitis B vaccine series about 20 years ago but I never got the post-testing. And so, should I get the post-testing now?

Andrew Kroger:
Excellent question. Healthcare personnel that have received hepatitis B should be tested one to two months following their third dose of vaccine.


So it does bring up an interesting issue if this did not happen 1-2 months after the 3rd dose.

This is coming up a lot and going to come up because there are people entering the healthcare profession that received the vaccine some time ago. 

The test is going to be negative in many cases because we know that antibody titers wane over time. Well, we know that even though antibody wanes they still have cell-based immunity from hepatitis B we refer to as immune memory.

[Clarification added:  The ACIP Hepatitis B Recommendations state  Health-care and public safety workers who have written documentation of a complete vaccine series but who have never had postvaccination testing do not need serologic testing for anti-HBs unless they have a percutaneous or mucosal exposure to blood or body fluids." The "gold standard" is 3 doses of vaccine.  If testing was not done, you can wait until a known mucosal or percutaneous exposure occurs OR if an institution wants to know and resolve the status of all employees, a dose could be given with follow up testing in 1-2 months.]
Resource: Hepatitis B and the Healthcare Worker at this website: http://www.immunize.org/catg.d/2109hcw.pdf
 (Question 3):
Hi.


I’m new to employee health service. I’m an infection control practitioner. The hepatitis B vaccine I’m familiar with and influenza.


Unfortunately, in the beginning, I was not able to get the slides. I’m wondering - my first question is am - will I be able to download the slides so I could review what I missed in the beginning?

Judy Schmidt:
Give us about two or three days and then we will get the slides posted in the archives on the same web site where you signed up to view today’s session.

You’ll see there’s a section that says “past net conference.” Just click on that and you’ll see the slides. And we’ll also post the script with it so you can read what was said with each slide. That last slide you saw you can get from the Immunization Action Coalition Web site that summarizes the healthcare recommendation. 

(Question 4)
The only comment I had about the hepatitis B vaccine and he - I’m just a little confused. Normally, we have routinely done between one and six months, they have - if they got the full series to see - to test if they have surface antibody.
Judy Schmidt:
Actually, ACIP says one to two months for post vaccination testing.
(audience):
In the majority of cases, that’s what we’ve been doing, one to two months.


And we’ve seen the people react, have a positive test.
Judy Schmidt:
Good.
(Audience):
If their physician say that the number of people are unlikely to develop the antibody so soon, or did I misunderstand the answer?
Judy Schmidt:
No, I think you misunderstood the answer. When people have completed the series, they should be tested within one to two months, and that should show that they are immune at that particular time.

(audience):
And that my understanding is that means that you have lifetime immunity even, down the road if you test…
Judy Schmidt:
What we know at this time is that additional boosters of hepatitis B vaccine are not recommended. It is one of those vaccines that, as time goes on into the future, when the cohort or study is observed, the time of immunity keeps extending.  When we first had the vaccine, I think they said it was five years to seven years and then it was expanded to ten and it goes and on and on.


So, just keep watching.


Right now, there’s no need for boosters right now. But just remember that, if you test five years from now, the people who responded to the series could have antibodies that would probably wane, even though they still have immune memory and they are still protected. So you don’t want to keep testing those people every time they change jobs.

 (Question 5):
I noticed on one of the slides about measles and rubella that there it says equivocal results (equal) non-immune status.

My question is, is there a protocol to follow for those who have equivocal results after receiving the full immunization series?
Judy Schmidt:
The ACIP recommendations say to consider those who test equivocal as non-immune.

Audience:
Should they be reimmunized?

Judy Schmidt:
Yes, they should.

Audience:
With the full series?

Judy Schmidt:
No, no, wait a minute. Let me go back and say that - remember the slide I showed you, it was just “OR”?
Audience:
Yes.

Judy Schmidt:
If you gave them two doses, consider them immune and do not test.

When you don’t know what their disease history is and they have not had the vaccine, then you test them and they’re equivocal, yes, immunize those people but then don’t test them again.

(Audience):
Okay. I guess my question is we have nursing students that we need to test and we know that they’ve received these full series. And they come back…
Judy Schmidt:
Wait, wait. If you have documented a full series, you really don’t need to test them.
Andrew Kroger:
That’s the CDC recommendation. This is Dr. Kroger.

Unfortunately, that’s been one that’s been very hard to translate into practice. So we are dealing with this all the time -- people that have a record of two doses which are ACIP CDC criteria of immunity for measles, mumps and rubella and that they still get the test and the test is not perfectly sensitive for detecting adequate immunity to these diseases so you get negative results and that puts you into the situation you can’t get out of, where, you give them another dose and then you might test them again and it has to be negative the next time as well, it’s a function of the test.


So that’s why we’ve been saying is, you know, if this happens, give another dose but don’t test after that dose.
(audience):
Okay. Thank you.

(question 6):
      I have a serology of the MMR and let’s say that one of them, the rubella, is 


      non-immune, the others are fine. 
Is it okay to just get one rubella vaccination
 instead of the full MMR? 
Dr. Kroger:
Yes, it would be. It’s very hard to actually obtain these vaccines now -- the monovalent single antigen vaccines like you described.


So, we haven’t really been recommending this, just because of feasibility issue and practice, these vaccines are available and distributed as MMR, I mean the monovalents do exist, but they’re expensive because they’re not demanded in large quantities to begin with and they’re really not necessary.

                  You can give an extra dose of the other antigen even if you know that you 
                              Have immunity already. It just stimulates the immune response that’s already 
      there. So  there’s no problem with doing that.  It makes more sense just to give 
      the trivalent  MMR.  But if you have documented immunity to the other 
antigens through the criteria, then I guess you wouldn’t necessarily need it. But 
remember that because of the 2006 mumps outbreak, we recommend two doses of 
vaccine to meet measles and mumps criteria. So keep that in mind.
(audience):
Thank you.

 (question 7):
Hi.
Can elaborate a little further as to why there are decreased respiratory infections after influenza vaccine because I run a flu clinic every year at our hospital and, you know, clearly, say, these three strains of influenza are what we’re being vaccinated for.


And I, in the past, have always been very clear as to what to expect, you know, that this doesn’t mean you can’t get sick over the winter because a lot of people think that’s the case, but, now, maybe I’m not so sure.


So is there some cross-immunity to the common cold or - can you elaborate on that?
Kroger:
Sure. Not that I - no, I mean, we wouldn’t expect any kind of cross-immunity to other respiratory microbes. I mean what we have data for is that the vaccine prevents infection by the specific strains that are in the vaccine.

And that’s great that that’s happening in your hospital. I mean there are complications from influenza infections that include pneumonia. So if you prevent the cases of influenza, you’ll prevent the case of the bacterial pneumonia, additionally, so that’s one example where you would see kind of cross or secondary protection.  But as far as other like microbes that cause respiratory illness, we don’t expect that to happen, but it’s great that you’re seeing it happen.

(audience):
Okay. Thank you.

 (question 8):
Hi. I am the director of employee health in our community hospital, and being very proactive, we initiated a flu vaccine declination statement last - and it was not very well received. We actually put some pretty strong language into it regarding placing your patients and your co-workers at risk.


Do you have a recommended flu vaccine declination statement that we can copy?

Judy Schmidt:
Actually, yes. You know, the slide where I have the Immunization Action Coalition Web site at www.immunize.org, they have an excellent declination form on their Web site that you could copy and use.  It’s educational, it lists the risks, and it still has the strong language that you’re e concerned about, but it’s realistic.  I think the important thing is that as we talk to people and when you start talking to them, it’s about, “We want you to be immunized to protect the patients that you care for.” I say to people “it’s not just about you, it’s also about your responsibility as a healthcare person who can potentially expose patients to diseases they don’t need to be exposed to.” And I think some people haven’t really stopped to consider that. Maybe that’s some of the reaction that you’re hearing.

(audience):
Fabulous. Thank you very much.

(question 9):
Hi. It’s (Mary Jane) from Massachusetts. I have a couple of questions.


First, I want to know if we’re going to be able to copy the slides.
Judy Schmidt:
Yes. Oh, to copy. They’ll be posted. 
 (comment 10):
Anecdotally, I wanted to mention from a past question that my son has asthma, and when he was young, he would get a lot of infections, and then he started getting the flu shot, he did get much healthier including colds and strep throat and all those secondary infections. 
Schmidt:
Thank you.
 (question 11):
Do you have any incentives to all healthcare employees to get flu shots other than educating them about, you know, the benefits to the sites and their patients? Have been there been any kind of programs or incentives offered to encourage us?
Judy Schmidt:
Yes. You know what? I’m glad you asked that question because we really didn’t get into strategies today. There are articles and information on all kinds of strategies that different people used, sometimes different institutions, sometimes they have competition between units, and sometimes it’s just something simple like a pizza party that your unit might win or your division might win. Some people give gas coupons; there are all kinds of strategies; they are written; they are documented.
(audience):
Will I get an example of that? Would it be on immunize.org or…
Judy Schmidt:
I think immunize.org does have some of those examples - you know, what I will do is I will find that web site, and when I post the slides, we’ll post that Web site as well.

(audience):
Thank you very much. 
 (Comment 12):
Hi. ’m calling from Virginia.  A couple of things, in reference to declination form, I understand that you ladies are hesitant in using that. But I put that into place last year too and I just raised a few eyebrows but, hey, it made an impact and got them talking.


Actually, immunization rates on healthcare workers in our entire community has gone from under 50% before I started this program to over 80%, and I’m very proud of that.
Schmidt:
Good for you. That’s one of the higher ones we’ve heard. That’s wonderful.

(question 13):        Going back to the hepatitis B, with someone who was previously immunized and not tested one or two months after completion of the first series. I’m one of those people too.  I’m looking right at the recommendation the page that references healthcare personnel vaccination recommendation and it says specifically boosters are not recommended routinely for previously vaccinated healthcare providers who were not tested one to two months after their original series. That’s what I’ve been processing here. I don’t test them if they have not already been tested before here or somewhere else.


I have this here each year when we do the annual TB screening and I consult with them and say, “You know, if you’ve already had it, there is no real reason to repeat it.”

[Clarification added:  The ACIP Hepatitis B Recommendations state  Health-care and public safety workers who have written documentation of a complete vaccine series but who have never had postvaccination testing do not need serologic testing for anti-HBs unless they have a percutaneous or mucosal exposure to blood or body fluids." The "gold standard" is 3 doses of vaccine.  If testing was not done, you can wait until a known mucosal or percutaneous exposure occurs OR if an institution wants to know and resolve the status of all employees, a dose could be given with follow up testing in 1-2 months.]
Resource: Hepatitis B and the Healthcare Worker at this website: http://www.immunize.org/catg.d/2109hcw.pdf
Judy Schmidt:
You’re right as well.  Different institutions have different policies and I know exactly what you’re talking about.  In some institutions, that’s fine, other institutions have said, “We don’t want to wait for a known exposure to happen.  We want to know upfront.

Rick Nelson:
Well, unfortunately, we have run out of time. I’d like to give you some information here before we close.


For CE credits, please go to www.cdc.gov/phtnonline. The course number is E-V-0378 and the verification code is C-R-197-F. Remember the CE credit expires on August 13, 2007 next month.

The online system is very easy to use and it’s a good way to keep track of all of all of your CE credits that you learned from CDC training programs. If you’re having any difficulty or are new to the system, you can get assistance by calling 1-800-41-TRAIN, that’s 4-4-6-3-9-1-2-9-2, during business hours from 8 am to 4:30 pm eastern time.


To get help by way of email, you can contact them at CE at cdc.gov. If you’re unable to ask your question today and I know there were some in the queue or if you have other questions, you can contact us at our email question and answer service at this email address, nipinfo@cdc.gov. If a question’s related to today’s net conference, please write the word “net conference” in the subject line.


You can ask also questions by calling CDC’s hotline at 1-800-CDC-INFO. This is a general hotline service that receives all public health related questions including immunizations. The hotline is staffed 24 hours a day, 7 days a week.


I’d like to thank you for joining us today, and I want to thank our experts, Dr. Judy Schmidt and her colleague, Dr. Andrew Kroger. Speaking from my colleagues, we look forward to joining us again for a future program.


Goodbye.

Coordinator:
Thank you. And that does conclude today’s conference. We thank you for your participation. At this time, you may disconnect your lines.

END

