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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen only mode. During the question and answer session today you can press star 1 to ask a question.


Today's conference is being recorded. At this time I'll turn the call over to Mr. Rick Nelson. You may begin sir.

Rick Nelson:
Great thank you. Welcome to Current Issues in Immunization, A CDC Net Conference.


I'm Rick Nelson, a Health Education Specialist in the Education Information of Partnership Branch of the National Center for Immunization and Respiratory Diseases.  I will be your moderator for today's session.


To participate in today's program you will need a telephone connection and a separate Internet connection.


The learning objectives we have for this session are 1, list a recent immunization recommendation made by the Advisory Committee on Immunization Practices, or ACIP. And 2, describe an emerging immunization issue.


Today is September 18, 2008 and we have two parts to this net conference today. Part 1, Dr. Andrew Kroger, a Medical Officer in the Immunization Services Division, will discuss seasonal influenza recommendations for 2008 and 2009.


And Part 2, Alan Janssen, the Health Communications Specialist in the National Center for Immunization and Respiratory Diseases, will discuss the influenza vaccination communication campaign for 2008, 2009.  You will have an opportunity to ask questions of our presenters following Mr. Janssen's presentation. During the Q&A portion of this Net conference, Dr. Anthony Fiore in the Immunization Influenza Division of the National Center for Immunization and Respiratory Diseases, will join us as we take your questions.


Please make note of the following information. If you have technical trouble, please dial star 0 on your telephone. If you'd like to ask a question, please press star 1 on your phone.


Continuing education credit is available only through the CDC-ATSDR Training and Continuing Education online system at www.cdc.govpceonline.


You must have a verification code specific to this program to apply for CE credit. The code will be revealed during the course of this program. CE credit for this activity will expire on October 20, 2008.


CDC, our planners and our presenters wish to disclose that they have no financial interests or other relationships with the manufacturers of commercial products, suppliers of commercial services or commercial supporters.


Presentations will not include any discussion of the unlabeled use of a product or a product under investigational use.


So now we will begin with our first presentation on the 2008, 2009 influenza vaccine recommendations, Dr. Kroger.

Andrew Kroger:
Thank you Rick. Today I'd like to discuss the new influenza vaccine recommendations for the 2008, 2009 influenza season. I'll begin with some background on influenza virus and influenza disease.


Influenza is a highly infectious viral respiratory illness that was first identified as a distinct disease in the Italian Influenza Pandemic of 1580. Influenza has often been associated with pandemics or global spread of severe disease.  There have been four such pandemics since the late 19th Century and the Spanish Influenza Pandemic was an especially notable one with an estimated 21 million deaths world wide in 1918 and 1919.  With all the attention given to pandemics, it's important to realize that influenza disease takes it's toll every year with seasonal epidemics. And addressing seasonal yearly influenza will be the topic of today's net conference.  As far as the influenza virus, it was first isolated in 1933, which lead to the licensure of the first influenza vaccine in 1945.


Influenza virus strains can be categorized into two types. Type A causes moderate to severe illness in all age groups. It affects not only humans, but other animals as well.  In fact, wild birds serve as a reservoir for Type A influenza. Type A also mutates frequently, leading to yearly epidemics.  Type B mutates less rapidly then A and causes milder epidemics. It only affects humans and primarily affects children.


Different sub types of Type A influenza can be described based on two proteins on the surface of the virus, hemagglutinin, which I will call H, and neuraminidase, or N.  These proteins are responsible for the virulence of the microbe. We can get more specific then sub typing and then define a strain of influenza and name it according to the nomenclature on this slide.  We label it first by the type, the geographic origin of the strain, the strain number that corresponds to how many previous strains have been isolated that year, the year in which the strain was isolated, and lastly the virus sub-type.  Circulating in nature are three main types of H protein and two types of N protein. As you can see on this slide, it's an H3 N2 example.


The H and N proteins are not only responsible for the virulence of the microbe, but also determine the specific immune response.  Immunity against subtype specific H and N reduces the likelihood and severity of subsequent infection with these subtypes.  However, the virus has evolved the ability to mutate its H and N proteins. And therefore can evade previously developed immune responses. These mutations or antigenic changes are labeled either drift or shift.


Antigenic drift involves a minor change caused by point mutation in the gene. The subtype remains unchanged.  However, the change may be significant enough to lead to repeat infections among previously immune persons and with sustained transmission can lead to epidemics.  Antigenic shift on the other hand is a major change in the microbe caused by an exchange of gene segments. The new strain is designated as a new sub type. And this type of change can lead to a pandemic.


Now pandemics of course are catastrophic. But seasonal influenza takes an incredible toll on human health. And the remainder of this talk will focus exclusively on seasonal influenza.  First of all, infection is common, 10% to 20% of the population is infected with influenza virus each and every year.  

There are more than 200,000 excess hospitalizations that occur every year. And this typically has a bimodal distribution such that people 65 years old and older and 2 years old and younger have the highest risk of hospitalization.  Mortality is significant as well. From data collected between 1990 and 1999, an average of 36,000 deaths from influenza occur every year. Ninety percent of these deaths occur in persons 65 years old and older.


This table looks at morbidity and demonstrates hospitalization rates by various age groups. It also stratifies person by whether or not they are at high risk for complications of influenza.  So you can see the age group on the left and then various rates of hospitalization for persons that are high risk in the middle column and not high risk in the right-hand column.  Take home message here is that when it comes to those at high risk for hospitalization, age is almost more important than risk factors.  For instance, look at the right-hand column. The rate of hospitalization for healthy infants is 274 per 100,000, appreciably higher then in high-risk young adults at a rate of 62 per 100,000.  So when it comes to preventing influenza we are of course concerned about the elderly that have high mortality rates, but pediatric influenza vaccination is very important as well to prevent hospitalization.


Here is a slide on epidemiology of influenza, humans are the primary reservoir, as mentioned earlier. Animals can be a reservoir for Type A. Transmission is by primarily respiratory droplet or contact transmission.  Airborne transmission probably is theoretical and of minor concern really when it comes to influenza.  The peak season for influenza transmission usually occurs between December and March in temperate areas of the Northern Hemisphere. The peak of influenza season of course can occur earlier then this.  We typically think of influenza season as lasting between November and March. Influenza virus can be transmitted before the onset of symptoms, which makes it somewhat of a difficult disease to control.  Communicability of influenza occurs from two days before the onset of illness to four to five days after the onset of illness.


Start by influenza vaccines, there are two categories of influenza vaccine. The trivalent inactivated subunit vaccine, which is abbreviated TIV, and the live attenuated influenza vaccine, abbreviate LAIV.  
TIV is a sub unit vaccine. It's not the entire virus. It's a component of the virus. It's administered via intramuscular injection. It is trivalent containing the three most common circulating strains of influenza. It must be given annually.  LAIV is a live whole-attenuated influenza virus vaccine. It is administered by intra nasal spray. Also trivalent containing the same three influenza strains as TIV. And it also must be given annually.


So these next few slides are going to address TIV, inactivated vaccine. The efficacy or effectiveness of TIV is dependent on the general health of the vaccine recipient and how well the vaccine is matched to the most common circulating strains.  Traditionally the vaccine has been 70% to 90% effective in preventing influenza in healthy recipients younger than 65 years of age.  

What happened last year, the previous year for which we had efficacy data? We know that the vaccine strains did not match the circulating strains, and yet the efficacy was still 54%.  So it's important to know that the vaccine is still effective even though it doesn't perfectly match the circulating strains.  

Also keep in mind that whereas the vaccine might not prevent influenza infection, it can prevent the complications of influenza.  Age group is important. Influenza vaccine is only 30% to 40% effective among frail elderly persons. But it is 50% to 60% effective in preventing hospitalization and 80% effective in preventing death.  And that's really important from a public health perspective as far as our preventing the complications of influenza, which is one of our goals.


So the vaccine as I mentioned was found to be poorly matched against circulating strains, (this is last year's vaccine we're talking about.) And that's not surprising.  The choice of vaccine strains do have to be made months prior to the start of the season. So sometimes there is a poor match. For our purposes today it should be mentioned that what was unique about the past year, which hasn’t happened since 1977 was the observation that all three strains in the vaccine had to be changed.  And that was based on last year's worldwide surveillance and predictions of this year's Northern Hemisphere circulation viruses. So this is a USA Today's headline from last February. So when it says next year, we're talking about the vaccination season which has just begun.


Here are the strains in the season's influenza vaccine. There are two Type A strains and one Type B strain. As far as the Type A strains, one is an H3N2 A/Brisbane/10/2007-like strain.  There's an H1 N1 A/Brisbane/59/2007-like strain. And then the B strain is B/Florida/4/2006-like. (Yamagada) refers to the lineage of the Type B strain. And this does reflect a change in the lineage from last year.


Here's a list of different inactivated influenza vaccines available this year. The different formulations on this slide are listed by vaccine manufacturer, how the vaccine is packaged, the dose of the vaccine, the age for which the formulation is licensed.  And whether or not the vaccine contains thimerosal as a preservative. So there’s a lot of information on this slide. It is very important to use only the formulation of vaccine that is approved for the age of your patient.  Pay attention to a few items here. Only two manufacturers make vaccine for children younger than 18 years. That's the Fluvirin and Fluzone. Only one makes vaccine for children younger then 4 years of age. So again, age is important.  Also many providers are concerned about thimerosal. Notice that there are two formulations of Fluzone on this slide that are thimerosal-free. So there is thimerosal free vaccine available for all age groups.  

As far as live attenuated influenza vaccine, I mentioned it's intranasal. It does contain the live influenza virus from three strains of influenza, the same ones in the inactivated vaccine.  The vaccine is made through re-combination. First of all there are genes from strains that have been engineered to be attenuated, temperature sensitive and cold adapted.  And these genes are combined with the reference circulating strains, the ones that are specific to the types that are circulating.  So what results is a vaccine virus that we hope is well matched to the circulating strains and that are temperature sensitive. They cannot replicate efficiently at 38, 39 degrees Celsius, the temperature of the lower airways and lungs.  But they can replicate efficiently at a temperature of 25 degrees Celsius or the upper airway.  So the vaccine gets sprayed into the nose, replicates, generates an immune response. But it cannot replicate in the lungs and therefore cannot cause serious side effects there.


Early studies examining the efficacy of LAIV show that this vaccine was 85% effective in preventing laboratory confirmed influenza following experimental challenge.  And while this exceeds the presumed effectiveness of TIV, there weren't direct comparison studies performed until recently. And generally there's not a preference for one vaccine over the other.  There was a recent study in the New England Journal of Medicine that demonstrated that LAIV was 55% more effective in preventing cultured confirmed influenza in children younger then 5 years of age compared to trivalent inactivated vaccine.


I want to talk a little bit about timing of and dosing of influenza vaccine. Why is influenza vaccination recommended every year?  Well first from a program perspective, there is the necessity of ordering new vaccine every year. The viability of vaccine cannot be guaranteed beyond June 30 every year.  And some formulations actually even have shorter expiration dates. Another more important reason probably for yearly influenza vaccination is that the antibodies following vaccination will wane during the year.  Traditionally there has been evidence that there is a strong antibody response that lasts at least nine months. It's really unclear how long antibody levels remain adequate beyond that. So that means yearly vaccination is important.  And then finally there is the fact that, as talked about already, surface antigens on circulating virus mutate on a yearly basis, generally with seasonal influenza  we're talking about drift. But that requires that a new vaccine be produced and used every year.


Most people require one dose of influenza vaccine every year. This table shows for TIV the different volumes and the number of doses needed based on the age of the recipient.  TIV is not approved for children younger then six months of age. Young children six months through 35 months of age require a .25 cc dose, and either one or two doses of vaccine, with a four-week interval between the doses.  Children 36 months through 8 years of age require a .5 cc dose, also with either one or two doses required with the same interval. All persons 9 years old and older require only one dose of vaccine.


Here's the similar information for LAIV. LAIV is not approved for children younger then two years. Children two years through 8 years of age require a .2 cc dose divided equally between the nares.  Both nares equal one dose, keep that in mind. But like with TIV some children will require two doses of this vaccine with a four-week interval between the doses. All persons nine years through 49 years of age require only one dose.


Our current influenza vaccination strategy is to protect those that are at increased risk of the complications of influenza, as well as their close contacts, and all caregivers of persons at increased risk.  Persons recommended to receive influenza vaccine for the 2008, 2009 season include children six months through 18 years of age; this is a new recommendation this year, specifically for children between the ages of five years and 18 years.  

A newly recommended group, it will require a special effort to vaccinate this new group of kids. Also recommended are all adults 50 years old and older, persons 5 through 49 years of age that are at high risk of complications.  

Pregnant women of course are recommended to receive vaccine. Residents of nursing homes, and then all the household contacts of persons at high risk for complication.  And that especially includes household contacts of children from birth through 5 years of age because children from birth through six months of age can't receive the vaccine at all. So this is very important.  Lastly all healthcare workers should be vaccinated.


Keep in mind also the recommendation that has existed previously, and still exists: because we anticipate the supply of vaccine to be adequate, anyone who wishes to reduce the likelihood of becoming ill with influenza or transmitting influenza to others can receive influenza vaccine.  We anticipate an adequate supply of vaccine. Persons two through 49 years of age, including healthcare personnel, can receive either TIV or LAIV.  Remember for persons younger then 2 or older then 49 years, providers should use only TIV.


I talked about high-risk conditions. And I've got them listed on this slide here. Those at high-risk of complications include children birth through 59 months of age at risk of hospitalization or healthcare visits from influenza.  With hospitalization, pneumonia is a concern as a complication. Adults' 50 years old and older are at high risk of generally having a high-risk condition themselves. So as an age group, they are recommended and are considered at high-risk.  
Anyone with chronic lung diseases, including asthma, chronic heart disease, metabolic diseases like diabetes, chronic renal disease, these are all high-risk conditions.  Persons at high-risk of aspiration as well: this would include spinal cord injury or epilepsy. Patients with sickle cell disease are at risk; they tend to infarct their lungs. So they should receive influenza vaccine to prevent influenza.  Immunosuppression is an important condition to keep in mind, whether caused by diseases like HIV or drugs like high dose steroids or cancer treatments. They are considered high-risk.  Pregnancy is a high-risk state. Pregnant women that have no other high-risk conditions have a four-fold risk of complications. Cardiopulmonary complications following influenza infection, so they should be protected with vaccine.  Children 18 years old and younger on chronic aspirin therapy. They are at risk of a condition called Reye's Syndrome if they were to become infected with influenza while on their aspirin therapy. Hence prevention of influenza is a priority and they should receive influenza vaccine.


Now a discussion of vaccine adverse reaction starting with inactivated influenza. Mostly for inactivated, the common adverse reactions are local reactions. TIV has a 15% to 20% risk of a local reaction like pain, swelling or redness.  Systemic reactions like fever and headache are uncommon. Allergic reactions are very rare. Risks for these can be minimized by screening for conditions known as contraindications. Neurologic reactions like Guillain-Barré Syndrome have received some attention with various vaccines.  But these conditions are extremely rare, with a baseline prevalence of 1 in 100,000. So these types of neurologic reactions are though to be very, very rare.


Many are concerned that inactivated influenza vaccine will somehow cause the flu. Keep in mind that for inactivated influenza vaccine it contains only non-infectious fragments of the virus.  It cannot cause influenza disease. And I'll mention also that the attenuated live vaccine virus is attenuated. So that also may cause mild side effects similar to influenza but cannot cause influenza disease.


Now talking about live attenuated influenza vaccine, here is what has been noticed as far as adverse reactions. For children, there has been no significant increase in upper respiratory symptoms, fever or other systemic symptoms.  

However it was observed that there was an increased risk of asthma or reactive airways disease in children 12 through 59 months of age.  Adults receiving LAIV did have increased rates of URI systems like cough, runny nose, nasal congestion, sore throat and chills. But again these were mild side effects. There was no increase in occurrence of fever. And no serious adverse reactions were identified.


Many providers who administer LAIV are concerned about transmission of vaccine virus. LAIV, the vaccine virus does replicate in the nasopharyngeal mucosa.  Studies have been done to recover vaccine virus from the doses of vaccinees. This is known as shedding. And the virus can be recovered on an average of 7.6 days following vaccination.  Duration of shedding was longer in children out to three weeks. Shedding is distinct from transmission. Transmission is when you can recover vaccine virus from the nose of someone that did not receive the vaccine.  So transmission from a vaccinee to a non-vaccinee, and this was observed once prior to licensure of LAIV. One episode of transmission occurred in a daycare setting in Denmark.  But fortunately, and this was not a surprise, the transmitted virus did retain the attenuated cold adapted, temperature sensitive characteristics. So a transmitted attenuated vaccine virus is unlikely to cause typical influenza symptoms.


There has been no instance of transmission reported in the US or among healthcare personnel. ACIP recommends LAIV can be given to eligible healthcare providers. Many healthcare providers will be eligible if they don't have contraindications, more about that later.  Except for those that care for the severely immunosuppressed persons, (these are people that are hospitalized and in isolated, protected environments.)  Bone marrow transplant patients for instance, for providers that round on bone marrow transplant patients, we would prefer the inactivated vaccine.  But for other patients, patients with diabetes, patients with chronic heart disease, chronic lung disease, their providers can receive TIV or LAIV.  We have heard of reports of hospitals closing because their healthcare workers have received LAIV. This is not necessary. There are no special precautions required for healthcare workers that receive LAIV.


Storage and handling recommendations have changed since last year with respect to LAIV. Providers will be happy to know that LAIV should be stored similar to TIV at 35 to 45 degrees Fahrenheit, which is refrigerator temperature.  If the vaccine is inadvertently frozen, it can be returned - it should be returned to the refrigerator and can be used thereafter.


Providers need to screen their patients for contraindications to avoid adverse reactions. So let's go through some of these contraindications and precautions.  First of all contraindications, conditions in which you should withhold the dose of vaccine, for the inactivated vaccine it includes a severe allergic reaction to a vaccine component.  And this vaccine is grown in eggs. So egg anaphylactic allergy is an allergy worth screening for. Or any anaphylactic reaction following a prior dose of vaccine is a contraindication for the inactivated vaccine.  When a precaution is present you have to weigh the risk of giving a dose of the vaccine against the benefits the vaccine provides in preventing disease.  Precautions for influenza vaccine include moderate or severe acute illness. The vaccine can be given when the patient has recovered.  

Another precaution is a history of Guillain-Barré Syndrome within six weeks of a dose of influenza vaccine. And of course, this exists because persons with Guillain Barre Syndrome are more likely to have subsequent episodes of Guillain Barre. It's a precaution made independent of any presumed effect from the vaccine. Therefore, the benefit of protecting someone against influenza disease if they are at high-risk outweighs really the risk of Guillain-Barré or anything happening in a patient that has had a previous episode of Guillain-Barré.


Live attenuated influenza vaccine has a longer list of contraindications. It includes, like with TIV, a severe allergic reaction to a vaccine component including eggs, or following a prior dose.  There are some age specific issues you should keep in mind. Again, it shouldn't be given to children younger then 2 or older then 49 years.  Pregnancy is a contraindication. Any condition that puts one at risk of the complications of influenza is a contraindication, so there are a lot of people for whom influenza is recommended that should receive TIV only.  And of these conditions, its important  to make the point that aspirin of course is a contraindication for LAIV for children two through 5 years of age. You'll want to ascertain a history of wheezing or reactive airways disease, because sometimes they might not have full-blown histories of asthma disease. And that would be a contraindication as well.  Immunosuppression as well is a contraindication for live vaccine. Precautions include moderate or severe acute illness as with the inactivated, and and history of Guillain-Barré Syndrome within six weeks of a previous dose of influenza vaccine.


I'm going to conclude with a discussion of timing of influenza vaccine programs. Basically we recommend that you should begin offering vaccine as soon as it become available, meaning now.  And I think vaccine is getting out to clinics now. So you should be giving the vaccine.  Providers, to avoid missed opportunities for a vaccination, offer it during not only routine healthcare visits, but during hospitalizations as well.


Now for providers that are involved in large scale vaccination campaigns, we make the recommendation that you may want to begin these campaigns at least, after at least mid October just to ensure that you do have a large supply of vaccine to conduct your campaign.  We're looking good this year with vaccine supply. We expect at least 140 million doses of vaccine. But we make this recommendation because things always can be unpredictable.  But things seem to be okay right now. Continue to offer your vaccine in December and throughout influenza season. So with that I will turn the mic back over to Rick. Thank you very much.

Rick Nelson:
Thank you Andrew. And now I'd like to bring in Alan Janssen who will describe the influenza vaccination communication campaign for the 2008, 2009 seasonal flu season, Alan.

Alan Janssen:
Rick thank you very much. It's always a pleasure to be on the call with Public Health and talk a little bit about influenza.


Well I've got some good news this year. We have influenza vaccine and that influenza vaccine is in the process of going out.


We have a roughly this year, based on our estimates of what we were told by the manufacturers early in May, between 143 and 146 million doses of influenza vaccine out there this year.


I've been reading a lot of the newspapers across the country. There are a number of you that have already received vaccine. I have seen a few places that have already begun started their clinics this year early.


So it's a good sign for us. We have the vaccine out. We have five manufacturers producing six types of vaccine, or six vaccines this year.


And of which between 40 and 50 million doses will be thimerosal free and we'll talk about that in just a little bit.


One of the things that goes along with our increased availability of vaccine this year is that our size of folks that are recommended to get influenza vaccine have increased I think dramatically since I've been here for over the last 10 years.


Right now we're right around 261 million people in the country are recommended to get vaccine. That’s about 84% of the population to get influenza vaccines.


So our, not only has our supply grown greatly, but also our demand or our, those folks that are recommended to get vaccine have increased.


One of the things we're going to be emphasizing this year as we move into our program for communications and about influenza vaccine is that we're going to continue to stress strongly the folks that are recommended for vaccine, those folks that are at high-risk, we're going to emphasize having people that are caring for high-risk folks and or those that are a high-risk of complications get the vaccine.


Again we have kind of moving towards some type of universal recommendation recommend vaccine for anyone who wants to decrease their risk of influenza.


A couple of things we're going to focus on in our communications from CDC is we're going to be looking at those folks who get vaccinated on an infrequent basis. In other words, those folks that make it back maybe one or two times in every five years.


And then also this year we're going to emphasize employee based vaccination programs. And that includes healthcare programs.


Some of our key messages this year, I think one of the things as we continue to do our long-term research on folks about what they believe influenza is. We have a significant number of people out there that believe influenza is not a serious disease.


Unfortunately as we know, it is a serious disease. We have about 36,000 deaths each year and more than 200,000 in hospitalizations. And as Andrew has mentioned, hosptilizations have a bimodal distribution.


We're also going to recommend that the influenza vaccine is the best and most important step in protecting against this disease. A flu vaccination every year is the best way to protect people and the ones they care for from influenza.


And the time to start getting influenza starts in September. And earlier if you can get it, it extends into winter. This year we're also going to emphasize again National Influenza Vaccination Week.


I’ll talk about extending the flu vaccination period beyond Thanksgiving into December and January.


This year, with the changes in the ACIP recommendations, we're also going to be making more folks aware that school aged children can receive the flu vaccine, not only to protect themselves, but we're going to be introducing the concept that they can also protect vulnerable people around them.


The other thing to bring up too is that in light of last year, while the influenza vaccine is not perfect, it is the best way to prevent influenza.


And then this year also we are aware that a number of folks have concern about vaccine safety. And so this year, as we mentioned before, we have a very adequate supply of thimerosal free vaccine.


So parents of young children or perhaps those individuals that are concerned about receiving thimerosal, can receive thimerosal-free vaccine.


Okay, now our annual supply of influenza vaccine, and one of the things we wanted to talk about too is that every year it seems like this year we've got a lot of vaccine.


Most people seem to be getting the vaccine. I had a call yesterday with the influenza summit members. There was no one indicating that they hadn't received vaccine.


We know that some folks in the VFC program haven't received their vaccine yet. We know that we starting receiving vaccine here at CDC in August and we'll continue to receive that through this month and on into October.


We believe that about half of our vaccine that has been ordered through VFC will go out by the end of September. So, you know, there may be this kind of supply issue as we get the vaccine out there.


But it is in the community and you should be receiving it shortly if you haven't.


The other thing to emphasize again in terms of communications messages is that providers should routinely offer influenza vaccine throughout the season, even after influenza activity has begun in their community.


And then the US seasonal influenza activity begins to increase in early October. However, as we've seen in a number of years, it tends to peak in January and February or later in about 60% of the flu seasons since 1976.


And the timing of influenza activity can vary by region. So, you know, administering beyond that time point is fine into November and afterwards.


Immunization providers should administer a vaccine to anyone who wants the vaccine to reduce the likelihood of becoming ill.


And one major emphasis we're going to have this year and also at the Department of Health and Human Services and for those of you that may be involved with Joint Commission activities, is there's a very strong emphasis on increasing vaccination among physicians and healthcare workers to help protect their vulnerable patients.


We'll be kicking off our influenza campaign. It starts Wednesday. It's going to be at the National Press Club. Dr. Gerberding will be doing the usual keynote address at that time.


We're going to talk a little bit about issues that are involved in terms of childhood vaccination and those folks who should receive a vaccination.


One of the major event that we're going to be having during our campaign will be National Influenza Vaccination Week. This week, we've move the week back a little bit to help us get into shopping malls and those areas where folks may be shopping.


We're looking at December 8 through the 14 for our influenza vaccination week. We're going to try and do three days in this week. December 9 is the Children's Influenza Day, the 11th is Senior Vaccination Day and the 12th is Healthcare Vaccination Day.


This will be our third year of  promoting vaccination in December and beyond. And we're going to have several events planned throughout the United States to promote influenza vaccination.


As we talk about influenza vaccine, it's always a challenge to do that. And one of the things I'd like to present to you is some data that was done here with our National Heath Interview Survey.


When we talk about National Influenza Vaccination Week, we do these things and does it really make a difference? Well one of the things you can do is if you look at the 2005, 2006 season, that's represented by the dotted line in front of you.


You can see that in December and January and February influenza vaccination just dropped off. If you look at the 2006, 2000 season, which is the latest data we have available, you can see that our campaign efforts have made a difference.


We can see a trend moving up. And we're hoping to build on that trend and actually have more communications and messaging out there about late vaccination and how important it can be for you.


For those of you that have been to our Web site, it's www.cdc.gov/flu. We are pretty much through the updating process. We will continue to update as the season goes on.


We have a number of things that are available at the site. And so if you go to that site you'll be able to pick up campaign materials.


One of the things we're rolling out this year is that we have a video that was done with a group of parents that are called Families Fighting Flu.


And these are parents that have either lost a child to influenza or had a child seriously ill from influenza and wanted to share their stories about the importance of obtaining an influenza vaccination.


At the press club we will be rolling out making folks aware that the new video exists. And after Wednesday, if you'd like to obtain a DVD copy of this, you could see there's an address at  (dviscan@aed), along with the phone number.


So feel free to call that number or email them and they will be sending you a copy of the video.


We also will have that video available on our Internet, but for those of you that don't have high-speed connections, I would encourage you to obtain it through the DVD.


A couple of other things, we have some childhood vaccination PSAs that are in production along with our “Why Flu Matters” video this year.


We're planning on rolling them out after the election when we stand a better chance of getting them on the air.


Our new posters are up on the Web site. Again, we're emphasizing the importance of vaccinations at the workplace with the posters.


The other thing is, not only do young children need flu vaccine, but older children can also benefit from it.


And then you can also see that we have one for healthcare workers in terms of running influenza vaccine there.


And that kind of wraps it up. We are able to do many things because we have wonderful partners like you out there, along with friends at the VA, Health and Human Services, CMS, the American Medical Association, Flu Summit b and then the FDA.


And again thank you very much. Rick?
Rick Nelson:
Great thank you Alan. We now would like to invite our listeners to call in and ask your questions.


To do so please dial star 1 on your telephone. Be sure to restrict your questions to the contents discussed today. And please tell us your name and where you're calling from.


I'm going to temporarily turn the mic over to our operator now.

Coordinator:
Thank you.

Rick Nelson:
And while we're waiting for our first question I'd like to provide some continuing education credit information.


CE Credit: for credit go to the www.cdc/tceonline. The course number for our net conference today is EC1268. And the verification code is CR258F. Remember that's CE credit expires on October 20, 2008.


Now I'm happy to take our first question.

Coordinator:
Thank you and again just press star 1 and record your name if you have a question.

Question 1.
I've had several providers calling, nervous about going ahead and starting the flu shots now since immunity tends to wane towards the end. But everything I'm see now is saying that they should go ahead and start giving them now in September. Do you guys have any advice there?

Answer 1.
Influenza vaccination antibody levels will wane eventually. However, we know that from previous studies that demonstrate that in the majority of the influenza vaccinees there are definitely high enough levels out nine months following initial vaccination.


And that is long enough to get you through the influenza vaccination season. So hence our recommendation that most individuals only need one dose. We are not recommending a second dose later in the season.

Question 2. 
Hi. In, certainly, I feel like you've glossed over a little bit the issue about the way VFC vaccine I mean from the provider and providers, I'm speaking from what I'm hearing in Pennsylvania, definitely have turning away, have been immunizing their non-VFC patients and turning away VFC patients for flu vaccine.


And somehow, you know, having (McKessen) do it does not seem to be addressing the problem. In fact, just seems to be another sort of time delay in the chain here.


And I'm wondering is there any prospect for the future of really trying to get the VFC flu vaccine out so that providers are not faced with this situation? Thank you.

Answer 2. 
I became aware of this issue yesterday. And since then have taken it as high as I can take it right now.


In and terms of answer to your question, I honestly don't know except I think we're endeavoring to get as much out of as soon as what we can. And we'll continue to do that.


And I will continue to share your concerns. And I'm, you know, I'm sorry if I don't have a better answer for you right now. But that's kind of where we're at right now.


We're, you know, we've identified this yesterday and we'll see what we can do here.

Question 3. 
I'm a flu health educator here. And we've been really trying to push the message of extending the vaccination season, you know, on both ends.


Throughout the winter months and that it's still okay to get your flu shot or flu vaccine, you know, into the holiday season. But then in a recent Detroit Free Press we had a CDC spokesperson talking about that it's urgent for people to get their flu vaccine right now.


And the ideal thing is to get it as soon as possible. And if you wait until October or November, Doctor's offices are going to run out of supply.


And so I know that something might have been lost in translation between the media and the spokesperson. But it's just really an inconsistent message from what we've been saying.


So I didn't know if you had any...

Answer 3. 
It's a challenging situation. We do draw a distinction between provider offices and clinics and hospitals and those planning large-scale vaccination campaigns.


So we like to give the message that if you have influenza vaccine, you can begin using it because we would like to make sure people are vaccinated before the season begins.


And we really never know when influenza season is going to begin. Hence, now is the start of the influenza vaccination season. But from a supply perspective, yes if you're going to plan a large-scale vaccination campaign, you should schedule these campaigns after mid October just to ensure that you will have an ample supply of vaccines. So you can carry out your large-scale campaign.


It can be tough. But currently we feel that we do have an adequate supply of influenza vaccines so you can begin vaccinating. Now groups that especially should be receiving the vaccine now are the providers themselves, as well as those that require two doses.


They should get their first of the two doses right now, again to ensure that they receive vaccination before influenza season begins.

And one other thing, keep in mind we're really changing human behavior here. I mean when we were out doing the focus groups and when we get in the kind of northern part of the United States, I mean people tell us when do you get.


You know, when we ask them when do they get their flu shot, it's generally when the temperature starts getting cool is when they start looking for it.


And they generally wrap it up by Thanksgiving. So, you know, we're kind of looking into stages of change, theoretical model in this in terms of putting the information out there over and over and over again.


In terms of presenting the message that it's okay to get vaccinated later and later. And it will continue to be a communications challenge.

Question 3.            And this is something that we have been talking about that the children with two doses need to get in right away and that those fairly larger clinics should wait.


But this was really a different, someone saying I really think that the general public would get from this message that if you don't get it absolutely right now, you can't get it, even in October or November.


It was really, so I don't know how we're, I mean that was kind of a different message that.

Answer 3.
Yes I would just continue to stress what you have and stay on your message. And what you're talking about is a one-time event. And I think the more that you're there and the more you stress, the more effective you're going to be on that.


And again, it's always great to get on the calls and talk to folks. It gives us something to take a look into. And we'll see if we can prevent that in the future.

Question 4. 
Yes this question was kind of answered a few minutes ago, but I would like a little more detail on it. I know we were talking about the vaccine for children, vaccines getting out very slowly.


Another problem that we had last year that was really just awful and very wasteful was the live attenuated, the flu mist has such a short shelf life compared to the other flu vaccine that we ended up with a lot of providers who couldn't administer it.

Answer 4.              Yes, it's important to keep in mind the expiration date of the vaccine. We say that you should definitely kind of switch over by June 30. But there are formulations that have shorter expiration dates then this.


And I guess what I might say is try to identify, you know, persons that are eligible just to make sure that the message gets out that LAIV is available.


And I imagine you would have a lot of takers since it doesn't require needles. And so a lot of people like that.


And the message of course about providers that can receive it themselves. Many are concerned about either transmitting the vaccine virus to their patients.


And as mentioned in the presentation today, that's really not a problem unless a provider is rounding on a bone marrow transplant patient. And if it happens that a provider receive LAIV and then rounds on such patients, what we recommend is a seven day period.


So that might be workable. It is a very good vaccine for healthcare providers, many of whom don't like the needles.


Another concern that comes up a lot is the issue of providers actually being able to give the vaccine. And again, just to provide reassurance that providers that may have contraindications themselves and that cannot receive LAIV, they can still give it. They can still give LAIV.


So try to just maximize I guess the usage and, but it can be a challenging situation.

Question 4. 
Well especially with the vaccine for children program because last year, by the time our providers got their vaccines, some of them had less then 30 days left on their flu mist to administer.


A lot of them had it expire before the end of Decem - or, you know, at the end of December. And they were kind of left holding the bag.


So, I just - I would just like to see flu mist used more. But it would really help if we could get it for vaccine for children a lot quicker then we got it last year.

Answer 4.
Great, thanks for bringing it up. Let me see what we can do and I'll add that to the list and see if there's anything we can do here. I appreciate that.

Question 5. 
I have a question about the LAIV. There, the contraindication for under 5 years for the history of wheezing and asthma, but is there any concern for children over 5 years of age with history of asthma?

Answer 5. :
Yes, asthma is a contraindication for LAIV for all age groups. The reason I drew that cut off point is because sometimes for kids younger than that it can be hard to know whether a child has asthma.


They may not have been given that diagnosis yet. So it's kind of just an additional thing. Beyond asthma, which is a contraindication for the LAIV vaccine, you should screen out for reactive airways disease or any history of wheezing.


And that can be done just through interviewing the patient's parents or provid - or, you know, caregivers. So it's an additional point to be made for the children 2 through 5 that might otherwise be candidates for LAIV.


But yes, asthma is a contraindication for LAIV for all age groups.

Question 6.
Yes, we consider children who are on continuous aspirin therapy to be high-risk (bout) continuous ibuprofen therapy. Just wonder if these children are also considered at high-risk?

Answer 6.
This is - children on, not that I - on ibuprofen, not that I know of. I think the contraindication is limited to children on aspirin. And it's younger then age - it's younger then 18 on aspirin therapy.


These are kids that have conditions, inflammatory conditions like Kawasaki's Disease, that because of their inflammatory disease they require asthma.


Of course aspirin - require aspirin I should say. Of course aspirin is typic - is not recommended for children generally because of the risk of Reye's Syndrome.


And so what we say is since Reye's Syndrome occurs in association with influenza disease, children that have to take aspirin, we want to prevent influenza disease. And they are recommended to receive influenza vaccine.


I don't believe - ibuprofen is added into that.  It is  the association that it has to do with the situation of flu and aspirin with Reye's Syndrome.


And there has not been a similar association seen with ibuprofen that I'm aware of. So it strictly refers to aspirin. But here's kids who are on chronic ibuprofen therapy, I mean you might expect them to have - potentially have other indications that they have a chronic illness requiring that.

Question 7. 
I work with Department of Health. We were going to start doing large pilot studies in schools. And most of it we're giving as the flu mist. That's what's been given to us.


And a lot of the nurses had questions as far as that aerosol, you know, you're sitting there having, you know, 20 nurses giving the flu mist to 20 different kids and trying to, you know, basically hold these preschool to 18 year olds.


Is that aerosol going to be an issue as far as live vaccine if there is somebody that's immune suppressed in there as far as - or is it only once it hit's their nostrils that it replicates that it can be an issue for someone that is high-risk?

Answer 7.
The contraindication really is limited to those receiving the vaccine when it comes to immunosuppression. If someone is a potential vaccine recipient, they should be screened for these contraindications.


Again as mentioned, transmission has only been observed once. And it has never been observed in any healthcare setting. And is really not thought to be a concern at all.


And so both from the perspective of risk of transmission from a vaccinee to another child that may be coming in the clinic later, or to the person administering the vaccine, it is not thought to be a concern. It is not a contraindication.

Question 7.
Okay I was just talking about like using a cafeteria where we might have kids standing line where there's going to be 200 kids in that room. And some of them may be getting the TIV because they're wheezers or whatever.


Is it, all that aerosol hitting at one time, would that be a risk is what I was asking?

Answer 7.
It's - not that, no. I mean it's really not, like I said, low level contamination is probably unavoidable. But really the way it's administered you insert the tip into the nares and you spray the vaccine. I think that the mist created when you administer flu mist is going to be more on the order of droplet type mist, and not the sort of mist that becomes a true aerosol like the kind of aerosol that could transmit measles or something like that.


And so it doesn't, it's not going to fly through the air for any distance enough to be concerned.

Question 8.
My question deals with LAIV. If we are administering it to a child or even an adult who has severe nasal congestion, is that an issue?

Answer 8.
What we've said in the past is that, I mean we would prefer in the case where there's severe nasal congestion it might make more sense to use TIV.


If someone actually sneezes a do - you give a dose and they sneeze. We don't recommend giving another dose. You prob - you can get that dose in even if they're sneezing.


And so we make that, we make the recommendation that there's no indication for a second dose if that were to happen.


But if there was someone with severe nasal congestion it might make more sense to use the inactivated vaccine.


But someone that has minor symptoms probably can still receive the vaccine.

Rick Nelson:
Thank you very much. Due to time constraints, I must end the questions. And I'll move onto the closing information.


I want to review some of the housekeeping information that we want to provide you.


For continuing education credit, please go to www.cdc.gov/tceonline. The course number for our net conference today is EC1268. And the verification code for this course is CR258F.


And I'll repeat that, that's CR258F. And keep in mind that CDC credit for this net conference will expire next month on October 20, 2008.


Once you become familiar with the online system you will find it easy to use and a great way to keep track of your CE credit earned from CDC training programs.


If you're having any difficulty or are new to the system you can get assistance by phoning 1-800-41-train, that's T R A I N. Or another number is 404-639-1292.


And both numbers are available during business hours from 8 to 4:30 Eastern Time.


To get help by way of email you can contact their office at ce@cdc.gov. If you were unable to ask your question today or if you have other questions related to this net conference or in general, you can contact us at our email question and answer service at the address nipinfo that's N I P I N F O, @cdc.gov.


If the question is related to the net conference please write the word "Net Conference" in the subject line. We also look forward to receiving any feedback you would like to provide us.


Another way you can get questions answered is to call the CDC hotline. And that's at 1-800-CDC-INFO. This is a general hotline service that handles immunization related questions in addition to other public health related questions. The hotline is staffed 24 hours a day, 7 days a week.


I really want to thank everyone for joining us today. And like to thank Alan and Andrew and (Tony) for joining us. And with spec - for special thanks. Thank you very much from Atlanta and have a great day. Good bye.

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

END

