AR

Medical Care and Immunization Policy

It is recommended that prior to placement, adoptive parents should identify a pediatrician
or family physician that has experience with working with infant and child adoptees
adopted via domestic and/or international adoption.

The adoptive parents should receive information directly from the pediatrician regarding
well baby care. The pediatrician should also provide information regarding required
immunizations and will most likely provide the adoptive parents with an “immunization
booklet” to keep track of the child’s vaccinations.

An immunization record is important information to have as a child grows. Day cares
and schools will require this information and Adoption STAR will require that adoptive
parents submit proof of immunization during the post-placement period.

Adoption STAR requires that all children in the home and the child being adopted receive
the recommended immunizations. Adoption STAR must receive proof of immunization
prior to recommending the adoptive family for adoption finalization. Additionally, a
photocopy of a medical insurance card listing the adoptee’s name is required.

A document referred to as “Medical Care Agreement” is signed by the adoptive parents at
time of placement where by they confirm that they will obtain appropriate medical care
and that such medical care shall include, but not be limited to, regular physical
examinations, recommended shots and immunizations, prescribed formulas and
medication, and, when indicated, special diagnostic tests, x-rays, blood transfusions,
surgery, and hospitalization. By signing the document the adoptive parents are also
confirming that they will be contacting their medical insurance company to insure that
the baby’s coverage.
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Letter from Dr Brown

The New McCarthyism

Dangerous vaccines that harm kids. An epidemic of disabled children, hurt by an
uncaring medical establishment.

Sounds like a B-grade Hollywood thriller. But this isn't some screenwriter's
revenge fantasy-it's a "true story" as told by actress and best-selling author Jenny
McCarthy, who was on a nationwide publicity blitz last month for her new book.

When I heard Ms. McCarthy tell Oprah and Larry King that vaccines caused her
son's autism, I had a flashback to a cold winter's night, 13 years ago. I was the
senior pediatric resident on call in the Intensive Care Unit...

Cradled in the arms of her parents, a seven-year old girl was brought to the emergency room at Children's
Hospital Boston.

The girl had come down with chickenpox a couple of days ago - she had a fever and hundreds of itchy skin
lesions. Tonight, she had taken a turn for the worse. Her fever shot up to 106 and she became confused,
lethargic . . . she was unresponsive and limp in her mother’s arms.

The ER doctors suspected that her open sores allowed Strep bacteria to get under her skin and rage through
her bloodstream. And now, she was in "multiple system organ failure" - every square inch of her body was
shutting down all at once.

I'V's were placed into her veins to start fluids, antibiotics, and medications to stabilize her heart and blood
pressure. She was placed on a ventilator machine to breathe. Then she was brought to the Intensive Care
Unit.

By the time I met my patient, she had tubes coming out of every opening and weeping skin lesions all over
her body. I was used to blood and gore, but it was hard to look at her and not cry. Imagine how her parents
felt when they saw their once beautiful little girl in this grotesque state, struggling to survive.

My attending physician told me to grab dinner. This child would need me for the rest of the night.

[ returned to the ICU to find that my patient had gone into cardiac arrest and died.

[ watched, helplessly, as the nurses placed the little girl into a body bag. . .

Fast forward five months: the first chickenpox vaccine was approved. That day, I vowed never to let a child
on my watch suffer from a disease that was preventable by vaccination.

That's a story that doesn't grab headlines or guest shots on Larry King. Vaccines are one of mankind's
greatest scientific achievements. This year alone, vaccines prevented 14 million infections, $40 billion in

medical costs, and most importantly, 33,000 deaths.

Yet vaccines are victims of their own success. Today's parents are unfamiliar with the diseases they
prevent, but these diseases are alive and well in the U.S. - I have personally seen children suffer from them.

It's easy for some to attack vaccines as the "cause" for this or that disorder. Call it the New McCarthyism:
who cares about 100 years of scientific research? Vaccines are evil . . . because the Internet says they are.

When a well-meaning parent like Jenny McCarthy blames vaccines for her child's autism, placing the fear



of God into every parent who has a baby, it's not only irresponsible - it's dangerous. Why? It's simple math:
vaccines are less effective when large numbers of parents opt out. And the more who opt out, the less
protected ALL our children are.

Celebrity books come and go . . . but the anxiety they create lives on in pediatricians' offices across the
country. A small, but growing number of parents are even lying about their religious beliefs to avoid having
their children vaccinated, thanks in part to the media hysteria created by this book.

Why blame vaccines? Parents go through stages of grief when their child is diagnosed with a disorder like
autism. We all want to blame someone for our suffering. It somehow feels better when it is someone else's
fault. Was there "something" we could have done as parents to prevent this? That's understandable.

But, why hasn't the media called out Ms. McCarthy on all the medical inaccuracies of her book? Has
anyone actually read it? I have - cover to cover. Here are two revealing points:

McCarthy told Oprah that her son was a normal toddler, until he received his Measles, Mumps, and Rubella
vaccine (at 15 months of age). Soon after - boom - the soul's gone from his eyes. Yet, she contradicts
herself in her book: "My friends' babies all cracked a smile way before Evan did...he was almost five
menths old." Which is it? Was he normal until his MMR vaccine or were some of the si gns missed before
he got that shot?

McCarthy also contends that mercury in vaccines caused damage to her son's gut and immune system,
leading to autism. Yet the mercury preservative McCarthy assails was removed from the childhood
vaccination series in 2001, Her son, Evan, was born in 2002.

It's hard to trust McCarthy's medical degree from the University of Google - she comments about the
Hepatitis C vaccine that wreaked havoc on a friend's child. An inconvenient truth: there is no Hepatitis C
vaccine.

I'agree with McCarthy on one point. Doctors need to do a better job of guiding families through the maze
of autism treatments. But, it's not an elaborate cover up when doctors don't support certain "alternative"
therapies. Some treatments McCarthy advocates are downright dangerous and unwarranted - like chelation.
That's already claimed one autistic child's life. Doctors worry that families will fall prey to unscrupulous
folks selling snake oil in the hopes of curing their child.

As a pediatrician, I also want to desperately know why autism happens and how to treat it. But, let's put our
energy into funding autism research and treatment . . . and not demonizing our vaccination program,

Ms. McCarthy is in the trenches, fighting for her son. I, too, am fighting. I am on the frontlines everyday,
trying to keep our kids healthy and protected. And, after all I have seen, one thing is certain - I've
vaccinated my own kids and would do it again in a heartbeat.

Ari Brown, MD, FAAP
Pediatrician

This letter was published in the Wall Street Journal on October 27, 2007. Permission to post has been
obtained by the author.

Last Updated: 3/18/2013 by American Academy ﬂ‘?
of Pediatrics 1 }
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Immunizations for Babies

A Guide for Parents

These are the vaccinations your baby needs!

At birth HepB
2 months HepB + DTaP PCV13 Hib  + Polio + RV
1-2 mos’
4 months HepB? + DTaP PCV13 Hib + Polio + RV
6 months HepB + DTaP PCV13 Hib®* + Polio + RV* + Influenzas
618 mos'! 6-18 mos'
12 months MMR + DTaP PCV13 Hib + Chickenpox + HepA® + Influenza®
and older 12-15 mos’ 15-18 mos’ 12~15 mos' 12-15 mos' 12-15 mos’ 12-23 mos!

Check with your doctor or nurse to make sure your baby is receiving all vaccinations on schedule. Many
times vaccines are combined to reduce the number of injections. Be sure you ask for a record card with the
dates of your baby’s vaccinations; bring this with you to every visit.

Here’s a list of the diseases your baby will be protected against:

HepB: hepatitis B, a serious liver disease

DTaP: diphtheria, tetanus (lockjaw), and pertussis

(whooping cough)

PCV13: pneumococcal conjugate vaccine protects
against a serious blood, lung, and brain infection

Hib: Haemophilus influenzae type b, a serious brain,
throat, and blood infection

Footnotes to above chart:

[= NS I N A R R

. This is the age range in which this vaccine should be given.

. Your baby may not need a dose of Hep B vaccine at age 4 months, depending on the vaccine used. Check with your doctor or nurse.
- Your baby may not need a dose of Hib vaccine at age 6 months, depending on the vaccine used. Check with your doctor or nurse.

- Your baby may not need a dose of RV vaccine at age 6 months, depending on the vaccine used. Check with your doctor or nurse.

- All children age 6 months and older should be vaccinated against influenza in the fall or winter of each year.

Your child will need 2 doses of HepA vaccine, given at least 6 months apart.

Technical corttent re.ie«ed by the Cevers o Disaie Covin 2l and Prevertion

Polio: polio, a serious paralyzing disease

RV: rotavirus infection, a serious diarrheal disease

Influenza: a serious lung infection

MMR: measles, mumps, and rubella

HepA: hepatitis A, a serious liver disease

Chickenpox: also called varicella

weewdmmunize.org ‘catg.d/p4010.pdf * ltem #P4010 (4/13)
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New York State Immunization Requirements for School Entrance/Attendance!

Diphtheria Toxoid-Containing Vaccine

Tetanus Toxoid-Containing Vaccine and Pertussis
Vaccine (DTaP, DTP)4

Tetanus, Diphtheria, and Pertussis Booster (Tdap)

Polio {IPV or OPV)

Measles, Mumps and Rubella (MMR)6

Hepatitis B

Haemophilus influenzae type b (Hib)

Pneumococcal Conjugate Vaccine (PCV)

Varicella (Chickenpox)6

Pre-kindergarten
(Day Care, Nursery, Head Start, or Pre-K)?2

3 doses (New York City Schools — 4 doses)3
3 doses if born on or after 1/1/2005
Not applicable

3 doses3

1 dose

3 doses

3 doses if less than 15 months of age or 1 dose
administered on or after 15 months of age8

Born on or after 1/1/2008
4 doses by 15 months of age,
given at age-appropriate times and intervals?

1 dose

School (k-12)

3 doses
(New York City schools — 4 doses — required for
kindergarten only)

3 doses if born on or after 1/1/2005 or 1 dose of
Tdap for previously unvaccinated students 7 years
of age or older*

Born on or after 1/1/1994 and enrolling in grades
6 through 12 for the 2013-2014 school year
1 dose

3 doses

2 doses of measles-containing vaccine and
1 dose each of mumps and rubella
(preferably as MMR)

3 doses?

Not applicable

Not applicable

1 dose™

Revised 2/13



1 Demonstrated serologic evidence of either measles, mumps, rubella, hepatitis B or varicella antibodies is acceptable proof of immunity to these diseases.
Diagnosis by a physician, physician assistant or nurse practitioner that a child/student has had measles, mumps, or varicella diseases is acceptable proof of
immunity to those diseases.

2 Children in a Pre-kindergarten setting should be age appropriately immunized. The number of doses depends on the schedule recommended by the Advisory
Committee on Immunization Practices (ACIP).

3 Please note at this time that New York State requires 3 doses of diphtheria toxoid-containing vaccine (New York City requires 4 doses for pre-kindergarten
and kindergarten only) and three doses of polio vaccine for entry into kindergarten and for any student entering a school in New York State for the first time.
However, ACIP recommends 4 doses of diphtheria toxoid-containing vaccine by age 18 months and 5 doses by age 4-6 years of age. Children 4-6 years of age
should receive 4 doses of polio vaccine unless the 3rd dose is given after 4 years of age.

% DTaP is the vaccine currently recommended for diphtheria, tetanus and pertussis. Three doses of pertussis-containing vaccine are required for students 6 years of
age or younger. One dose of Tdap is required for students 7 years of age or older who have not previously received 3 doses of DTaP.

5 Students enrolling in grades 6 through 12 includes students who are entering, repeating or transferring into grades 6 through 12 and students who are enrolling
in gradeless classes and are the age equivalent of grades 6 through 12. Children ages 7-10 who have not been adequately vaccinated with DTP/DTaP, and for
whom no contraindications exist, should receive a single dose of Tdap.

6 The New York State Department of Health’s Bureau of Immunization concurs with the ACIP which recommends that vaccine doses administered up to 4 days
before the minimum interval or 12 months of age for measles, mumps, rubella and varicella be counted as valid.

7 Hepatitis B — For students in grades 7-12, 3 doses of Recombivax HB or Engerix-B are required, except for those students who received 2 doses of adult hepatitis
B vaccine (Recombivax) which are recommended for children 11-15 years old.

8 Four doses of Haemophilus influenzae type b (Hib) are recommended by 15 months or more of age, however only 3 doses are required for day-care entry.If a
child enters a day care on or after 15 months of age, and has not received 3 doses of Hib vaccine, only one dose on or after 15 months of age is required.

9 Unvaccinated children 7-11 months of age should receive 2 doses, at least 4 weeks apart, followed by a 3rd dose at age 12-15 months. Unvaccinated children
12-23 months of age should receive 2 doses of vaccine at least 8 weeks apart. Previously unvaccinated children 24-59 months of age should receive only 1
dose. PCV13 is the preferred vaccine for use in healthy unvaccinated/partially vaccinated children 2-71 months of age. A single supplemental dose of PCV13 is
recommended for children 14-59 months who have already completed the age appropriate series of PCV7,

10 Two (2) doses of varicella vaccine are recommended for all students, but not required for school entry.

For further information contact: ~ New York State Department of Health, Bureau of Immunization,
Room 649, Corning Tower ESP, Albany, NY 12237, (518) 473-4437.

New York City Department of Health and Mental Hygiene, Program Support Unit, Bureau of Immunization,
42-09 28th Street, 5th floor, Long Island City, NY 11101, (347) 396-2433, fax (347) 396-2559.

New York State Department of Health/Bureau of Immunization
2370 health.ny.gov/immunization Revised 2/13



Figure 1. Recommended immunization schedule for persons aged 0 through 18 years - 2013.
(FORTHOSE WHO FALL BEHIND OR START LATE, SEE THE CATCH-UP SCHEDULE [FIGURE 2]).

These recommendations must be read with the footnotes that follow. For those who fall behind or start late, provide catch-up vaccination at the earliest opportunity as indicated by the green bars in Figure 1. To determine
minimum intervals between doses, see the catch-up schedule (Figure 2). School entry and adolescent vaccine age groups are in bold.

Vaccine Birth 1mo _ 2mos _ 4mos 6mos _ 9mos 12 mos 15 mos _ 18 mos _ 19-23mos 2-3yrs 4-6yrs _ 7-10yrs 11-12yrs | 13-15yrs | 16-18yrs
Hepatitis B' (HepB) -1%dose- T-...--..Msn. dose------- v__l “ﬂ 39 dose V“ —
Rotavirus? (RV) _ M w _ _ M o w— _wmm aoSoﬂm_
-1%, - |Nﬂ

RV-1 (2-dose series); RV-5 (3-dose series) L 2 |

; i 3
Diphtheria, tetanus, & acellular pertussis T e o Y_ o ﬂ_E@Y__ L o n_amm...--.:'_ | ]
(DTaP: <7 yrs) o _ < | I
Tetanus, diphtheria, & acellular pertussis*
(Tdap: >7 yrs)

Haemophilus influenzae type bs (Hib) _H.#‘qam.w_—T.manﬂm.W_ _mnmﬁo%sam_ i ! Eotatosl
Pneumococcal conjugate®< (PCV13) T._naRm.V___H.uunS?Y_ _A.w.- o.omm.v_ !

Pneumococcal polysaccharide® (PPSV23)
inactivated Poliovirus’ (IPV) _A.1 J sm.ﬂ___A o aSm.V_ |5 1 e
(<18years) | o

Influenza® (IIV; LAIV) _
2 doses for some : see footnote 8

4" dose-

T T I
T T I

Annual vaccination (IIV only)

_ r Annual vaccination (IIV or LAIV) _

Measles, mumps, rubella®

do
(MMR) -2 dose-

Varicella™ (VAR)

Hepatitis A'' (HepA)

Human papillomavirus'?
(HPV2: females only; HPV4: males and

series
females) )

| _M unaﬁm.m |

=] Range of recommended ages during which _H— Not routinely recommended

Meningococcal™ (HibMenCY > 6 weeks;
MCV4-D>9 mos; MCV4-CRM > 2 yrs)

Range of recommended 5 = | Rangeofrecommendedages [T ] Range of recommended ages for
ages for all children | for catch-up immunization | certain high-risk groups
= — Sra—iiaad

This schedule includes recommendations in effect as of January 1, 2013. Any dose not administered at the recommended age should be administered at a subsequent visit, when indicated and feasible. The use of a com-
bination vaccine generally is preferred over separate injections of its equivalent component vaccines. Vaccination providers should consult the relevant Advisory Committee on Immunization Practices (ACIP) statement
for detailed recommendations, available online at http://www.cdc.gov/vaccines/pubs/acip-listhtm. Clinically significant adverse events that follow vaccination should be reported to the Vaccine Adverse Event Reporting
System (VAERS) online (http://www.vaers.hhs.gov) or by telephone (800-822-7967).Suspected cases of vaccine-preventable diseases should be reported to the state or local health department. Additional information,
including precautions and contraindications for vaccination, is available from CDC online (http://www.cdc.gov/vaccines) or by telephone (800-CDC-INFO [800-232-4636)).

catch-up is encouraged and for certain
high-risk groups

This schedule is approved by the Advisory Committee on Immunization Practices (http://www.cdc.gov/vaccines/acip/index.html), the American Academy of Pediatrics (http://www.
aap.org), the American Academy of Family Physicians (http://www.aafp.org), and the American College of Obstetricians and Gynecologists (http://www.acog.org).

NOTE: The above recommendations must be read along with the footnotes of this schedule.



Footnotes — Recommended immunization schedule for persons aged 0 through 18 years—United States, 2013
For further guidance on the use of the vaccines mentioned below, see: http://www.cdc.gov/vaccines/pubs/ACIP-list.htm.,

1.

Hepatitis B (HepB) vaccine. (Minimum age: birth)

Routine vaccination:

At birth

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

+ Forinfants born to hepatitis B surface antigen (HBsAg)-positive mothers, admin-
ister HepB vaccine and 0.5 mL of hepatitis B immune globulin (HBIG) within 12
hours of birth, These infants should be tested for HBsAg and antibody to HBsAg
(anti-HBs) 1 to 2 months after completion of the HepB series, at age 9 through 18
months (preferably at the next well-child visit).

+ If mother’s HBsAg status is unknown, within 12 hours of birth administer HepB
vaccine toallinfants regardless of birth weight. Forinfants weighing <2,000 grams,
administer HBIG in addition to HepB within 12 hours of birth. Determine mother’s
HBsAg status as soon as possible and, if she is HBsAg-positive, also administer HBIG
for infants weighing 22,000 grams {no later than age 1 week).

Doses following the birth dose

+ The second dose should be administered at age 1 or 2 months. Monovalent HepB
vaccine should be used for doses administered before age 6 weeks,

+ Infants who did not receive a birth dose should receive 3 doses of a HepB-
containing vaccine on a schedule of 0, 1 to 2 months, and 6 months starting as
soon as feasible. See Figure 2.

+ The minimum interval between dose 1 and dose 2 is 4 weeks and between dose 2
and 3 is 8 weeks, The final {third or fourth) dose in the HepB vaccine series should
be administered no earlier than age 24 weeks, and at least 16 weeks after the first
dose.

- Administration of a total of 4 doses of HepB vaccine is recommended when a
combination vaccine containing HepB is administered after the birth dose.

Catch-up vaccination:

- Unvaccinated persons should complete a 3-dose series,

= A 2-dose series (doses separated by at least 4 months) of adult formulation
Recombivax HB is licensed for use in children aged 11 through 15 years.

+ For other catch-up issues, see Figure 2.

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

RV-5 [RotaTeq]).

Routine vaccination:

+ Administer a series of RV vaccine to all infants as follows:
1. If RV-1 is used, administer a 2-dose series at 2 and 4 months of age.
2. If RV-5 is used, administer a 3-dose series at ages 2, 4, and 6 months.
3.Ifany dosein series was RV-5 or vaccine product is unknown for any dose in the
series, a total of 3 doses of RV vaccine should be administered.

Catch-up vaccination:

+ The maximum age for the first dose in the series is 14 weeks, 6 days.

+ Vaccination should not be initiated for infants aged 15 weeks 0 days or older.

+ The maximum age for the final dose in the series is 8 months, 0 days.

« If RV-1(Rotarix) is administered for the first and second doses, a third dose is not
indicated.

« For other catch-up issues, see Figure 2.

. Diphtheria and tetanus toxoids and acellular pertussis (DTaP) vaccine. (Mini-

mum age: 6 weeks)

Routine vaccination:

- Administer a 5-dose series of DTaP vaccine at ages 2, 4, 6, 15-18 months, and 4
through 6 years, The fourth dose may be administered as early as age 12 months,
provided at least 6 months have elapsed since the third dose.

Catch-up vaccination:

- The fifth (booster) dose of DTaP vaccine is not necessary if the fourth dose was
administered at age 4 years or older.

- For other catch-up issues, see Figure 2.

. Tetanus and diphtheria toxoids and acellular pertussis (Tdap) vaccine. (Mini-

mum age: 10 years for Boostrix, 11 years for Adacel).

Routine vaccination:

+ Administer 1 dose of Tdap vaccine to all adolescents aged 11 through 12 years.

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

» Administer one dose of Tdap vaccine to pregnant adolescents during each preg-
nancy (preferred during 27 through 36 weeks gestation) regardless of number of
years from prior Td or Tdap vaccination.

Catch-up vaccination:

+ Personsaged 7 through 10 years who are not fully immunized with the childhood
DTaP vaccine series, should receive Tdap vaccine as the first dose in the catch-up
series; if additional doses are needed, use Td vaccine, For these children, an ado-
lescent Tdap vaccine should not be given.

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

+ Aninadvertent dose of DTaP vaccine administered to children aged 7 through 10
years can count as part of the catch-up series. This dose can count as the adolescent
Tdap dose, or the child can later receive a Tdap booster dose at age 11-12 years.

« For other catch-up issues, see Figure 2.

5.

6a.

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

weeks)

Routine vaccination:

+ Administer a Hib vaccine primary series and a booster dose to all infants. The pri-
mary series doses should be administered at 2, 4, and 6 months of age; however,
if PRP-OMP (PedvaxHib or Comvax) is administered at 2 and 4 months of age, a
dose at age 6 months is not indicated. One booster dose should be administered
atage 12 through15 months.

+ Hiberix (PRP-T) should only be used for the booster (final) dose in children aged 12
moniths through 4 years, who have received at least 1 dose of Hib.

Catch-up vaccination:

« Ifdose 1 was administered at ages 12-14 months, administer booster (as final dose)
at least 8 weeks after dose 1.

« If the first 2 doses were PRP-OMP (PedvaxHIB or Comvax), and were administered
atage 11 months or younger, the third (and final) dose should be administered at
age 12 through 15 months and at least 8 weeks after the second dose.

+ Ifthefirstdose was administered atage 7 through 11 months, administer the second
dose atleast 4 weeks later and a final dose at age 12 through 15 months, regardiess
of Hib vaccine {PRP-T or PRP-OMP) used for first dose.

« For unvaccinated children aged 15 months or older, administer only 1 dose.

- For other catch-up issues, see Figure 2.

Vaccination of persons with high-risk conditions:

+ Hib vaccine is not routinely recommended for patients older than 5 years of age.
However one dose of Hib vaccine should be administered to unvaccinated or
partially vaccinated persons aged 5 years or older who have leukemia, malig-
nant neoplasms, anatomic or functional asplenia (including sickle cell disease),
human immunodeficiency virus (HIV) infection, or other immunocompromising
conditions.

Pneumococcal conjugate vaccine (PCV). (Minimum age: 6 weeks)

Routine vaccination:

+ Administer a series of PCV13 vaccine at ages 2, 4, 6 months with a booster at age
12 through 15 months.

- For children aged 14 through 59 months who have received an age-appropriate
series of 7-valent PCV (PCV7), administer a single supplemental dose of 13-valent
PCV (PCV13).

Catch-up vaccination:

+ Administer 1 dose of PCV13 to all healthy children aged 24 through 59 months
who are not completely vaccinated for their age.

+ For other catch-up issues, see Figure 2.

Vaccination of persons with high-risk conditions:

« For children aged 24 through 71 months with certain underlying medical condi-
tions (see footnote 6¢), administer 1 dose of PCV13 if 3 doses of PCV were received
previously, or administer 2 doses of PCV13 at least 8 weeks apart if fewer than 3
doses of PCV were received previously.

+ Asingle dose of PCV13 may be administered to previously unvaccinated children
aged 6 through 18 years who have anatomic or functional asplenia (including
sickle cell disease), HIV infection or an immunocompromising condition, cochlear
implant or cerebrospinal fluid leak. See MMWR 2010;59 (No. RR-11), available at
http://www.cdc.gov/mmwr/pdf/rr/rr5911.pdf,

+ Administer PPSV23 at least 8 weeks after the last dose of PCV to children aged 2
years or older with certain underlying medical conditions (see footnotes 6b and
6¢).

6b. Pneumococcal polysaccharide vaccine (PPSV23). (Minimum age: 2 years)

Vaccination of persons with high-risk conditions:

+ Administer PPSV23 at least 8 weeks after the last dose of PCV to children aged
2 years or older with certain underlying medical conditions (see footnote 6c}. A
single revaccination with PPSV should be administered after 5 years to children
with anatomic or functional asplenia {including sickle cell disease) or an immu-
nocompromising condition.

6¢. Medical conditions for which PPSV23 is indicated in children aged 2 years and

older and for which use of PCV13 is indicated in children aged 24 through 71

months:

+ Immunocompetent children with chronic heart disease (particularly cyanotic
congenital heart disease and cardiac failure); chronic lung disease (including
asthma if treated with high-dose oral corticosteroid therapy), diabetes mellitus;
cerebrospinal fluid leaks; or cochlear implant.

« Children with anatomic or functional asplenia {including sickle cell disease
and other hemoglobinopathies, congenital or acquired asplenia, or splenic
dysfunction);

» Children with immunocompromising conditions: HIVinfection, chronic renal failure
and nephrotic syndrome, diseases associated with treatment with immunosup-
pressive drugs or radiation therapy, including malignant neoplasms, leukemias,
lymphomas and Hodgkin disease; or solid organ transplantation, congenital
immunodeficiency.



Early Release

6b. Pneumococcal polysaccharide vaccine (PPSV23). (Minimum age: 2 years)

6c.

Vaccination of persons with high-risk conditions:

« Administer PPSV23 at least 8 weeks after the last dose of PCV to children
aged 2 years or older with certain underlying medical conditions (see
footnote 6¢). A single revaccination with PPSV should be administered
after 5 years to children with anatomic or functional asplenia (including
sickle cell disease) or an immunocompromising condition.

Medical conditions for which PPSV23 is indicated in children aged 2

years and older and for which use of PCV13 is indicated in children

aged 24 through 71 months:

- Immunocompetent children with chronic heart disease {particularly cya-
notic congenital heart disease and cardiac failure); chronic lung disease
(including asthma if treated with high-dose oral corticosteroid therapy),
diabetes mellitus; cerebrospinal fluid leaks; or cochlear implant.

« Children with anatomic or functional asplenia (including sickle cell disease
and other hemoglobinopathies, congenital or acquired asplenia, or splenic
dysfunction);

« Children with immunocompromising conditions: HIV infection, chronic
renal failure and nephrotic syndrome, diseases associated with treatment
with immunosuppressive drugs or radiation therapy, including malignant
neoplasms, leukemias, lymphomas and Hodgkin disease; or solid organ
transplantation, congenital immunodeficiency.

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

Routine vaccination:

- Administer a series of IPV at ages 2, 4, 6-18 months, with a booster at age
4-6 years. The final dose in the series should be administered on or after
the fourth birthday and at least 6 months after the previous dose.

Catch-up vaccination:

» In the first 6 months of life, minimum age and minimum intervals are only
recommended if the person is at risk for imminent exposure to circulating
poliovirus (i.e., travel to a polio-endemic region or during an outbreak).

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

« Afourth dose is not necessary if the third dose was administered at age 4
years or older and at least 6 months after the previous dose.

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

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

« For other catch-up issues, see Figure 2.

. Influenza vaccines. (Minimum age: 6 months for inactivated influenza

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

Routine vaccination:

+ Administer influenza vaccine annually to all children beginning at age 6
months. For most healthy, nonpregnant persons aged 2 through 49 years,
either LAIV or IIV may be used. However, LAIV should NOT be administered
to some persons, including 1) those with asthma, 2) children 2 through 4
years who had wheezing in the past 12 months, or 3) those who have any
other underlying medical conditions that predispose them to influenza
complications. For all other contraindications to use of LAIV see MMWR 2010;
59 (No. RR-8), available at http://www.cdc.gov/mmwr/pdf/rr/rr5908.pdf.

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

For children aged 6 months through 8 years:

« For the 2012-13 season, administer 2 doses (separated by at least 4 weeks)
to children who are receiving influenza vaccine for the first time. For
additional guidance, follow dosing guidelines in the 2012 ACIP influenza
vaccine recommendations, MMWR 2012; 61: 613-618, available at http://
www.cdc.gov/mmwr/pdf/wk/mm6132.pdf.

» For the 2013-14 season, follow dosing guidelines in the 2013 ACIP influenza
vaccine recommendations.

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

for routine vaccination)

Routine vaccination:

« Administer the first dose of MMR vaccine at age 12 through 15 months,
and the second dose at age 4 through 6 years. The second dose may be
administered before age 4 years, provided at least 4 weeks have elapsed
since the first dose.

+ Administer 1 dose of MMR vaccine to infants aged 6 through 11 months
before departure from the United States for international travel. These
children should be revaccinated with 2 doses of MMR vaccine, the first
at age 12 through 15 months (12 months if the child remains in an area
where disease risk is high), and the second dose at least 4 weeks later.

+ Administer 2 doses of MMR vaccine to children aged 12 months and older,
before departure from the United States for international travel. The first
dose should be administered on or after age 12 months and the second
dose at least 4 weeks later.

Catch-up vaccination:

« Ensure that all school-aged children and adolescents have had 2 doses of
MMR vaccine; the minimum interval between the 2 doses is 4 weeks.

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

-
—_

12

13.

Routine vaccination:

« Administer the first dose of VAR vaccine at age 12 through 15 months,
and the second dose at age 4 through 6 years. The second dose may be
administered before age 4 years, provided at least 3 months have elapsed
since the first dose. If the second dose was administered at least 4 weeks
after the first dose, it can be accepted as valid.

Catch-up vaccination:

+ Ensure that all persons aged 7 through 18 years without evidence of
immunity (see MMWR 2007;56 [No. RR-4], available at http://www.cdc.gov/
mmwr/pdf/rr/ir5604.pdf) have 2 doses of varicella vaccine. For children
aged 7 through 12 years the recommended minimum interval between
doses is 3 months (if the second dose was administered at least 4 weeks
after the first dose, it can be accepted as valid); for persons aged 13 years
and older, the minimum interval between doses is 4 weeks,

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

Routine vaccination:

- Initiate the 2-dose HepA vaccine series for children aged 12 through 23
months; separate the 2 doses by 6 to 18 months.

+ Children who have received 1 dose of HepA vaccine before age 24 months,
should receive a second dose 6 to 18 months after the first dose.

« For any person aged 2 years and older who has not already received the HepA
vaccine series, 2 doses of HepA vaccine separated by 6 to 18 months may
be administered if immunity against hepatitis A virus infection is desired.

Catch-up vaccination:

« The minimum interval between the two doses is 6 months.

Special populations:

« Administer 2 doses of Hep A vaccine at least 6 months apart to previously
unvaccinated persons who live in areas where vaccination programs target
older children, or who are at increased risk for infection.

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

[Cervarix]). (Minimum age: 9 years)

Routine vaccination:

« Administer a 3-dose series of HPV vaccine on a schedule of 0, 1-2, and 6
months to all adolescents aged 11-12 years. Either HPV4 or HPV2 may be
used for females, and only HPV4 may be used for males.

« The vaccine series can be started beginning at age 9 years.

- Administer the second dose 1 to 2 months after the first dose and the third
dose 6 months after the first dose (at least 24 weeks after the first dose).

Catch-up vaccination:

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

+ Use recommended routine dosing intervals (see above) for vaccine series
catch-up.

Meningococcal conjugate vaccines (MCV). (Minimum age: 6 weeks

for Hib-MenCY, 9 months for Menactra [MCV4-D], 2 years for Menveo

[MCV4-CRM]).

Routine vaccination:

- Administer MCV4 vaccine at age 11-12 years, with a booster dose at age
16 years.

- Adolescents aged 11 through 18 years with human immunodeficiency
virus (HIV) infection should receive a 2-dose primary series of MCV4, with
atleast 8 weeks between doses. See MMWR 2011;60:1018-1019 available
at: http://www.cdc.gov/mmwr/pdf/wk/mm6030.pdf.

« For children aged 2 months through 10 years with high-risk conditions,
see below.

Catch-up vaccination:

+ Administer MCV4 vaccine at age 13 through 18 years if not previously
vaccinated.

« If the first dose is administered at age 13 through 15 years, a booster dose
should be administered atage 16 through 18 years with a minimum interval
of at least 8 weeks between doses.

« If the first dose is administered at age 16 years or older, a booster dose is
not needed.

- For other catch-up issues, see Figure 2,
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Vaccination of persons with high-risk conditions:

« For children younger than 19 months of age with anatomic or functional
asplenia (including sickle cell disease), administer an infant series of Hib-
MenCY at 2, 4, 6, and 12-15 months.

« For children aged 2 through 18 months with persistent complement
component deficiency, administer either an infant series of Hib-MenCY at
2,4, 6,and 12 through 15 months or a 2-dose primary series of MCV4-D
starting at 9 months, with at least 8 weeks between doses. For children
aged 19 through 23 months with persistent complement component
deficiency who have not received a complete series of Hib-MenCY or
MCV4-D, administer 2 primary doses of MCV4-D at least 8 weeks apart.

+ For children aged 24 months and older with persistent complement
compenent deficiency or anatomic or functional asplenia (including sickle
cell disease), who have not received a complete series of Hib-MenCY or
MCV4-D, administer 2 primary doses of either MCV4-D or MCV4-CRM. If

MCV4-D (Menactra) is administered to a child with asplenia (including sickle
cell disease), do not administer MCV4-D until 2 years of age and at least 4
weeks after the completion of all PCV13 doses. See MMWR 2011;60:1391-2,
available at http://www.cdc.gov/mmwr/pdf/wk/mmé040.pdf.

+ For children aged 9 months and older who are residents of or travelers to
countries in the African meningitis belt or to the Hajj, administer an age
appropriate formulation and series of MCV4 for protection against sero-
groups Aand W-135, Prior receipt of Hib-MenCY is not sufficient for children
traveling to the meningitis belt or the Hajj. See MMWR 2011;60:1391-2,
available at http://www.cdc.gov/mmwr/pdf/wk/mm6040.pdf.

« For children who are present during outbreaks caused by a vaccine sero-
group, administer or complete an age and formulation-appropriate series
of Hib-MenCY or MCV4,

+ For booster doses among persons with high-risk conditions refer to http:/
www.cdc.gov/vaccines/pubs/acip-listhtm#mening.

Additional Vaccine Information

« For contraindications and precautions to use of a vaccine and for additional
information regarding that vaccine, vaccination providers should consult
the relevant ACIP statement available online at http://www.cdc.gov/
vaccines/pubs/acip-list.htm.

« For the purposes of calculating intervals between doses, 4 weeks = 28 days.
Intervals of 4 months or greater are determined by calendar months,

+ Information on travel vaccine requirements and recommendations is
available at http://wwwnc.cdc.gov/travel/page/vaccinations.htm.,

MMWR / January 28,2013 / Vol.62

+ Forvaccination of personswith primary and secondaryimmunodeficiencies,
see Table 13, “Vaccination of persons with primary and secondary
immunodeficiencies,” in General Recommendations on Immunization
(ACIP), available at http://www.cdc.gov/mmwr/preview/mmwrhtml/
rr6002a1.htm; and American Academy of Pediatrics. Passive immunization.
In: Pickering LK, Baker CJ, Kimberlin DW, Long SS eds. Red book: 2012
report of the Committee on Infectious Diseases. 29th ed. Elk Grove Village,
IL: American Academy of Pediatrics.



FIGURE 2. Catch-up immunization schedule for persons aged 4 months through 18 years who start late or who are more than 1

month behind —United States - 2013

The figure below provides catch-up schedules and minimum intervals between doses for children whose vaccinations have been delayed. A vaccine series does not need to
be restarted, regardless of the time that has elapsed between doses. Use the section appropriate for the child’s age. Always use this table in conjunction with Figure 1 and the
footnotes that follow.

Persons aged 4 months through 6 years

Minimum Interval Between Doses

Minimum
Vaccine gge fo1r Dose Dose Dose Dose
T 1to dose 2 2 to dose 3 3to dose 4 4todose 5
8 weeks
Hepatitis B Birth 4 weeks and at least 16 weeks after first dose;
minimum age for the final dose is 24 weeks
Rotavirus? 6 weeks 4 weeks 4 weeks?
Diphther ;a, AErant3: 6 weeks 4 weeks 4 weeks 6 months 6 months?®
pertussis
4 weeks®
4 weeks if current age is younger than 12 months 8 We%kgs(:)s final
if first dose administered at younger than 8 weeks (as final dose)® This d Al
age 12 months if current age is 12 months or older and first neces(;;? ofm}'
Haemophilus influenzae sk 8 weeks (as final dose) dose administered at younger than age 12 children s ye 412
type b* if first dose administered at age 12-14 months months and second dose administered at N Sgemnths
No further doses needed younger than 15 months wh% received
if first dose administered at age 15 months No further doses needed 3 doses beforga 5
or older if previous dose administered at age 15 months g
12 menths
orolder
8 weeks (as final
dose)
4 weeks ;
if first dose administered at younger than ; , TR This dose only
if current age is younger than 12 months necessary for
age 12 months ; 8 weeks (as final dose for healthy children) children aged 12
8 weeks (as final dose for healthy children) if ;
g ; : o if current age is 12 months or older through 59 months
Pneumococcal G weeks if first dose administered at age 12 months or N furthar doses neadad WH recrhed
oldjen-orcurtontage 2 gl 5J months for healthy children if previous dose 3 doses before age
No further doses needed administered at 12 months or for
for healthy children if first dose administered at age 24 months or older children at high
age 24 months or older ) ;
risk who received
3 doses at any age
6 months”
Inactivated poliovirus’ 6 weeks 4 weeks 4 weeks minimum age 4
years for final dose
Meningococcal®® 6 weeks 8 weeks® see footnote 13 see footnote 13
Measles, mumps, rubella® 12 months 4 weeks
Varicella™ 12 months 3 months
Hepatitis A™ 12 months 6 months

Persons aged 7 through 18 years

i 6 months
if first dose administered at younger than if first doge
Tetanus, diphtheria; teta- s Avicaks 208 | 2monihy administered at
nus, diphtheria, pertussis* Y 6 months cilaer thars
if first dose administered at 12 months Y ug h
or older agelamanths
Human papillomavirus'? 9 years Routine dosing intervals are recommended'?
Hepatitis A" 12 months 6 months
8 weeks
i o s y
Hepatits B Bkt ks (and at least 16 weeks after first dose)
Inactivated poliovirus’ 6 weeks 4 weeks 4 weeks’ 6 months’
Meningococcal 6 weeks 8 weeks™
Measles, mumps, rubella® 12 months 4 weeks
3 months
O if person is younger than age 13 years
Varicella 12 meonths i weeks

if person is aged 13 years or older

NOTE: The above recommendations must be read along with the footnotes on pages 4-5 of this schedule.



Footnotes — Recommended immunization schedule for persons aged 0 through 18 years—United States, 2013
For further guidance on the use of the vaccines mentioned below, see: http://www.cdc.gov/vaccines/pubs/ACIP-list.htm.

1.

Hepatitis B (HepB) vaccine. (Minimum age: birth)

Routine vaccination:

At birth

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

« For infants born to hepatitis B surface antigen (HBsAg)-positive mothers, admin-
ister HepB vaccine and 0.5 mL of hepatitis B immune globulin (HBIG) within 12
hours of birth, These infants should be tested for HBsAg and antibody to HBsAg
(anti-HBs) 1 to 2 months after completion of the HepB series, at age 9 through 18
months (preferably at the next well-child visit).

« If mother’s HBsAg status is unknown, within 12 hours of birth administer HepB
vaccine to all infants regardless of birth weight. For infants weighing <2,000 grams,
administer HBIG in addition to HepB within 12 hours of birth. Determine mother's
HBsAg status as soon as possible and, if she is HBsAg-positive, also administer HBIG
for infants weighing 22,000 grams (no later than age 1 week).

Doses following the birth dose

+ The second dose should be administered atage 1 or 2 months. Monovalent HepB
vaccine should be used for doses administered before age 6 weeks,

+ Infants who did not receive a birth dose should receive 3 doses of a HepB-
containing vaccine on a schedule of 0, 1 to 2 months, and 6 months starting as
soon as feasible. See Figure 2.

+ The minimum interval between dose 1 and dose 2 is 4 weeks and between dose 2
and 3 is 8 weeks. The final (third or fourth) dose in the HepB vaccine series should
be administered no earlier than age 24 weeks, and at least 16 weeks after the first
dose.

- Administration of a total of 4 doses of HepB vaccine is recommended when a
combination vaccine containing HepB is administered after the birth dose.

Catch-up vaccination:

+ Unvaccinated persons should complete a 3-dose series.

-« A 2-dose series (doses separated by at least 4 months) of adult formulation
Recombivax HB is licensed for use in children aged 11 through 15 years.

- For other catch-up issues, see Figure 2.

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

RV-5 [RotaTeq]).

Routine vaccination:

« Administer a series of RV vaccine to all infants as follows:
1.1f RV-1 is used, administer a 2-dose series at 2 and 4 months of age.

2. If RV-5 is used, administer a 3-dose series at ages 2, 4, and 6 months,
3.If any dose in series was RV-5 or vaccine product is unknown for any dose in the
series, a total of 3 doses of RV vaccine should be administered.

Catch-up vaccination:

- The maximum age for the first dose in the series is 14 weeks, 6 days.

« Vaccination should not be initiated for infants aged 15 weeks 0 days or older.

- The maximum age for the final dose in the series is 8 months, 0 days.

« If RV-1(Rotarix) is administered for the first and second doses, a third dose is not
indicated.

« For other catch-up issues, see Figure 2.

Diphtheria and tetanus toxoids and acellular pertussis (DTaP) vaccine. (Mini-

mum age: 6 weeks)

Routine vaccination:

+ Administer a 5-dose series of DTaP vaccine at ages 2, 4, 6, 15-18 months, and 4
through 6 years, The fourth dose may be administered as early as age 12 months,
provided at least 6 months have elapsed since the third dose.

Catch-up vaccination:

+ The fifth (booster) dose of DTaP vaccine is not necessary if the fourth dose was
administered at age 4 years or older.

« For other catch-up issues, see Figure 2.

Tetanus and diphtheria toxoids and acellular pertussis (Tdap) vaccine. (Mini-

mum age: 10 years for Boostrix, 11 years for Adacel).

Routine vaccination:

- Administer 1 dose of Tdap vaccine to all adolescents aged 11 through 12 years,

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

+ Administer one dose of Tdap vaccine to pregnant adolescents during each preg-
nancy (preferred during 27 through 36 weeks gestation) regardless of number of
years from prior Td or Tdap vaccination.

Catch-up vaccination:

+ Persons aged 7 through 10 years who are not fully immunized with the childhood
DTaP vaccine series, should receive Tdap vaccine as the first dose in the catch-up
series; if additional doses are needed, use Td vaccine. For these children, an ado-
lescent Tdap vaccine should not be given.

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

- Aninadvertent dose of DTaP vaccine administered to children aged 7 through 10
years can count as part of the catch-up series. This dose can count as the adolescent
Tdap dose, or the child can later receive a Tdap booster dose at age 11-12 years.

+ For other catch-up issues, see Figure 2.

5;

6a.

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

weeks)

Routine vaccination:

- Administer a Hib vaccine primary series and a booster dose to all infants. The pri-
mary series doses should be administered at 2, 4, and 6 months of age; however,
if PRP-OMP (PedvaxHib or Comvax) is administered at 2 and 4 months of age, a
dose at age 6 months is not indicated. One booster dose should be administered
at age 12 through15 months,

+ Hiberix {PRP-T) should only be used for the booster (final) dose in children aged 12
months through 4 years, who have received at least 1 dose of Hib.

Catch-up vaccination:

- If dose 1 was administered at ages 12-14 months, administer booster (as final dose)
at least 8 weeks after dose 1.

- If the first 2 doses were PRP-OMP (PedvaxHIB or Comvax), and were administered
atage 11 months or younger, the third (and final) dose should be administered at
age 12 through 15 months and at least 8 weeks after the second dose.

« Ifthe first dose was administered at age 7 through 11 months, administer the second
dose at least 4 weeks later and a final dose at age 12 through 15 months, regardless
of Hib vaccine (PRP-T or PRP-OMP) used for first dose.

+ For unvaccinated children aged 15 months or older, administer only 1 dose.

- For other catch-up issues, see Figure 2.

Vaccination of persons with high-risk conditions:

+ Hib vaccine is not routinely recommended for patients older than 5 years of age.
However one dose of Hib vaccine should be administered to unvaccinated or
partially vaccinated persons aged 5 years or older who have leukemia, malig-
nant neoplasms, anatomic or functional asplenia {including sickle cell disease),
human immunodeficiency virus (HIV) infection, or other immunocompromising
conditions.

Pneumococcal conjugate vaccine (PCV). (Minimum age: 6 weeks)

Routine vaccination:

- Administer a series of PCV13 vaccine at ages 2, 4, 6 months with a booster at age
12 through 15 months.

- For children aged 14 through 59 months who have received an age-appropriate
series of 7-valent PCV (PCV7), administer a single supplemental dose of 13-valent
PCV (PCV13).

Catch-up vaccination:

+ Administer 1 dose of PCV13 to all healthy children aged 24 through 59 months
who are not completely vaccinated for their age.

« For other catch-up issues, see Figure 2.

Vaccination of persons with high-risk conditions:

« For children aged 24 through 71 months with certain underlying medical condi-
tions (see footnote 6¢), administer 1 dose of PCV13 if 3 doses of PCV were received
previously, or administer 2 doses of PCV13 at least 8 weeks apart if fewer than 3
doses of PCV were received previously.

+ A single dose of PCV13 may be administered to previously unvaccinated children
aged 6 through 18 years who have anatomic or functional asplenia (including
sickle cell disease), HIV infection or an immunocompromising condition, cochlear
implant or cerebrospinal fluid leak. See MMWR 2010;59 (No. RR-11), available at
http://www.cdc.gov/mmwr/pdf/rr/rr5911.pdf.

« Administer PPSV23 at least 8 weeks after the last dose of PCV to children aged 2
years or older with certain underlying medical conditions (see footnotes 6b and
6c).

6b. Pneumococcal polysaccharide vaccine (PPSV23). (Minimum age: 2 years)

6c.

Vaccination of persons with high-risk conditions:

+ Administer PPSV23 at least 8 weeks after the last dose of PCV to children aged
2 years or older with certain underlying medical conditions (see footnote 6¢). A
single revaccination with PPSV should be administered after 5 years to children
with anatomic or functional asplenia (including sickle cell disease) or an immu-
nocompromising condition.

Medical conditions for which PPSV23 is indicated in children aged 2 years and

older and for which use of PCV13 is indicated in children aged 24 through 71

months:

+ Immunocompetent children with chronic heart disease (particularly cyanotic
congenital heart disease and cardiac failure); chrenic lung disease (including
asthma if treated with high-dose oral corticosteroid therapy), diabetes mellitus;
cerebrospinal fluid leaks; or cochlear implant.

» Children with anatomic or functional asplenia (including sickle cell disease
and other hemoglobinopathies, congenital or acquired asplenia, or splenic
dysfunction);

+ Children withimmunocompromising conditions: HIV infection, chronic renal failure
and nephrotic syndrome, diseases associated with treatment with immunosup-
pressive drugs or radiation therapy, including malignant neoplasms, leukemias,
lymphomas and Hodgkin disease; or solid organ transplantation, congenital
immunodeficiency.



For further guidance on the use of the vaccines mentioned below, see: http://www.cdc.gov/vaccines/pubs/ACIP-list.htm.
7.

1

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

Routine vaccination:

- Administer a series of IPV at ages 2, 4, 6-18 months, with a booster at age 4-6
years, The final dose in the series should be administered on or after the fourth
birthday and at least 6 months after the previous dose.

Catch-up vaccination:

« In the first 6 months of life, minimum age and minimum intervals are only recom-
mended if the person is at risk forimminent exposure to circulating poliovirus (i.e.,
travel to a polio-endemic region or during an outbreak).

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

- Afourth dose is not necessary if the third dose was administered at age 4 years
or older and at least 6 months after the previous dose.

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

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

« For other catch-up issues, see Figure 2.

. Influenza vaccines. (Minimum age: 6 months for inactivated influenza vaccine

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

Routine vaccination:

+ Administer influenza vaccine annually to all children beginning at age 6 months.
For most healthy, nonpregnant persons aged 2 through 49 years, either LAV or IV
may be used. However, LAIV should NOT be administered to some persons, includ-
ing 1) those with asthma, 2) children 2 through 4 years who had wheezing in the
past 12 months, or 3) those who have any other underlying medical conditions that
predispose them to influenza complications. For all other contraindications to use
of LAIV see MMWR 2010; 59 (No. RR-8), available at http://www.cdc.gov/mmwr/pdf/
rr/rr5908.pdf.

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

For children aged 6 months through 8 years:

» For the 2012-13 season, administer 2 doses (separated by at least 4 weeks) to
children who are receiving influenza vaccine for the first time. For additional
guidance, follow dosing guidelines in the 2012 ACIP influenza vaccine recom-
mendations, MMWR 2012; 61: 613-618, available at http://www.cdc.gov/mmwr/
pdf/wk/mmé6132.pdf.

- Forthe 2013-14 season, follow dosing guidelines in the 2013 ACIP influenza vac-
cine recommendaticns.

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

==

routine vaccination)

Routine vaccination:

+ Administer the first dose of MMR vaccine at age 12 through 15 months, and the
second dose at age 4 through 6 years. The second dose may be administered
before age 4 years, provided at least 4 weeks have elapsed since the first dose.

+ Administer 1 dose of MMR vaccine to infants aged 6 through 11 months before
departure from the United States for international travel. These children should be
revaccinated with 2 doses of MMR vaccine, the first at age 12 through 15 months
(12 months if the child remains in an area where disease risk is high), and the
second dose at least 4 weeks later.

» Administer 2 doses of MMR vaccine to children aged 12 months and older, before
departure from the United States for international travel. The first dose should be
administered on or after age 12 months and the second dose at least 4 weeks later.

Catch-up vaccination:

« Ensure that all school-aged children and adolescents have had 2 doses of MMR
vaccine; the minimum interval between the 2 doses is 4 weeks.

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

Routine vaccination:

- Administer the first dose of VAR vaccine at age 12 through 15 months, and the
second dose at age 4 through 6 years. The second dose may be administered
before age 4 years, provided at least 3 months have elapsed since the first dose.
If the second dose was administered at least 4 weeks after the first dose, it can be
accepted as valid.

Catch-up vaccination:
Ensure that all persons aged 7 through 18 years without evidence of immunity
(see MMWR 2007;56 [No. RR-4], available at http://www.cdc.gov/mmwr/pdf/rr/
rr5604.pdf) have 2 doses of varicella vaccine. For children aged 7 through 12 years
the recommended minimum interval between doses is 3 months (if the second
dose was administered at least 4 weeks after the first dose, it can be accepted as
valid); for persons aged 13 years and older, the minimum interval between doses
is 4 weeks.

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

Routine vaccination:

Additional information

+ Initiate the 2-dose HepA vaccine series for children aged 12 through 23 months;
separate the 2 doses by 6 to 18 months.

+ Children who have received 1 dose of HepA vaccine before age 24 months, should
receive a second dose 6 to 18 months after the first dose.

+ Forany person aged 2 years and olderwho has not already received the HepA vaccine
series, 2 doses of HepA vaccine separated by 6 to 18 months may be administered
if immunity against hepatitis A virus infection is desired.

Catch-up vaccination:

+ The minimum interval between the two doses is 6 months.

Special populations:

+ Administer 2 doses of Hep A vaccine at least 6 months apart to previously unvac-
cinated persons who live in areas where vaccination programs target older children,
orwho are at increased risk for infection.

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

(Minimum age: 9 years)

Routine vaccination:

- Administer a 3-dose series of HPV vaccine on a schedule of 0, 1-2, and 6 months
toalladolescents aged 11-12 years, Either HPV4 or HPV2 may be used for females,
and only HPV4 may be used for males.

+ The vaccine series can be started beginning at age 9 years.

- Administer the second dose 1 to 2 months after the first dose and the third dose
6 months after the first dose (at least 24 weeks after the first dose).

Catch-up vaccination:

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

+ Use recommended routine dosing intervals (see above) for vaccine series catch-up.

-Meningococcal conjugate vaccines (MCV). (Minimum age: 6 weeks for Hib-

MenCY, 9 months for Menactra [MCV4-D], 2 years for Menveo [MCV4-CRM]).

Routine vaccination:

+ Administer MCV4 vaccine at age 11-12 years, with a booster dose at age 16 years.

+ Adolescents aged 11 through 18 years with human immunodeficiency virus (HIV)
infection should receive a 2-dose primary series of MCV4, with at least 8 weeks
between doses. See MMWR 2011;60:1018-1019 available at: http//www.cdc.gov/
mmwr/pdf/wk/mm6030.pdf,

- Forchildren aged 2 months through 10 years with high-risk conditions, see below.

Catch-up vaccination:

- Administer MCV4 vaccine at age 13 through 18 years if not previously vaccinated,

+ If the first dose is administered at age 13 through 15 years, a booster dose should
be administered at age 16 through 18 years with a minimum interval of at least 8
weeks between doses.

« If the first dose is administered at age 16 years or older, a booster dose is not
needed.

« For other catch-up issues, see Figure 2.

Vaccination of persons with high-risk conditions:

« For children younger than 19 months of age with anatomic or functional asplenia

(including sickle cell disease), administer an infant series of Hib-MenCY at 2, 4,6,

and 12-15 monthes.

For children aged 2 through 18 months with persistent complement component

deficiency, administer either an infant series of Hib-MenCY at 2,4,6,and 12 through

15 months or a 2-dose primary series of MCV4-D starting at 9 months, with at least

8 weeks between doses. For children aged 19 through 23 months with persistent

complement component deficiency who have not received a complete series of

Hib-MenCY or MCV4-D, administer 2 primary doses of MCV4-D at least 8 weeks

apart.

For children aged 24 months and older with persistent complement component

deficiency or anatomic or functional asplenia (including sickle cell disease), who

have not received a complete series of Hib-MenCY or MCV4-D, administer 2 primary

doses of either MCV4-D or MCV4-CRM. If MCV4-D (Menactra) is administered to a

child with asplenia (including sickle cell disease), do not administer MCV4-D until 2

years of age and at least 4 weeks after the completion of all PCV13 doses, See MMWR

2011;60:1391-2, available at http//www.cdc.gov/mmwr/pdf/wk/mm6040.pdf,

For children aged 9 months and older who are residents of or travelers to countries

in the African meningitis belt or to the Hajj, administer an age appropriate formu-

lation and series of MCV4 for protection against serogroups A and W-135, Prior

receipt of Hib-MenCY is not sufficient for children traveling to the meningitis belt

or the Hajj. See MMWR 2011;60:1391-2, available at http: www.cdc.gov/mmwr/

pdf/wk/mm6040.pdf.

For children who are present during outbreaks caused by a vaccine serogroup,

administer or complete an age and formulation-appropriate series of Hib-MenCY

or MCV4,

- For booster doses among persons with high-risk conditions refer to http://wvew.
cdc.gov/vaccines/pubs/acip-list.hntm#mening.

.

« For contraindications and precautions to use of a vaccine and for additional information regarding that vaccine, vaccination providers should consult the relevant ACIP

statement available online at http://www.cdc.gov/vaccines/pubs/acip-list.htm.

- For the purposes of calculating intervals between doses, 4 weeks = 28 days. Intervals of 4 months or greater are determined by calendar months.

« Information on travel vaccine requirements and recommendations is available at http://wwwnc.cdc.gov/travel/page/vaccinations.htm.

« For vaccination of persons with primary and secondary immunodeficiencies, see Table 13, “Vaccination of persons with primary and secondary immunodeficiencies;” in
General Recommendations on Immunization (ACIP), available at http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6002a1.htm; and American Academy of Pediatrics.
Passive immunization. In: Pickering LK, Baker CJ, Kimberlin DW, Long 55 eds. Red book: 2012 report of the Committee on Infectious Diseases. 29th ed. Elk Grove Village, IL:

American Academy of Pediatrics.



