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Background

As of 2010, 26% of new HIV 
infections in the United 

States (U.S.) are among individu-
als aged 13-24 years, even though 

this age cohort only comprises 17% 
of the entire U.S. population.1 Of this 

newly HIV-infected age cohort, 77% 
are among young men who have sex 

with other men (YMSM),1 and between 
2008 and 2010, the incidence of new 

HIV infection among YMSM increased 
22%.2 As of 2011, roughly 58% of HIV-in-

fected YMSM in the U.S. identified as Black 
or African American, and 20% identified as 

Latino or Hispanic.3 HIV prevention among 
Black and Latino YMSM needs to be strength-

ened in the U.S., but limited research exists to 
recommend new strategies. We do know that sex-

ual health education, condom availability and use, 
and sexually transmitted infection (STI) screening, di-

agnosis, and treatment are highly effective prevention 
measures. In May 2014, the Centers for Disease Control 

and Prevention (CDC) released Preexposure Prophylaxis 
for the Prevention of HIV Infection in the United States – 

2014 Clinical Practice Guideline.4 In this clinical practice guide-
line, it is recommended that adults (≥18 years) at “substantial 

risk” for new HIV infection be counseled on and given the option 
to take the one pill once/day antiretroviral pre-exposure prophylax-
is (PrEP) regimen. However, due to the inadequacy of data on the 
safety and efficiency of PrEP for adolescent minors (< 18 years), the 
current CDC guideline recommends that use of PrEP be done based 

on careful risk/benefit analysis and local/state ordinances regard-
ing prescription of STI/HIV prophylaxis treatment to adoles-

cent minors. In an analysis of active laws as of December 
31, 2011, no U.S. jurisdiction law explicitly prohibits 

access to PrEP by minors.5 Even though all ju-
risdictions (50 states and D.C.) allow some 

minors to consent for the diagnosis and 
treatment of STIs, this varies based 

on age of minor in 21 states.5 
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Adolescent Minors and PrEP

Eight jurisdictions allow unemancipated minors to consent on 
their own to preventative or prophylactic services regarding STIs 
or HIV, but this too depends on age and what services can be 
provided without parental consent.5 This leaves the health care 
provider to then have to take into account several factors: the 
individual benefit/risk ratio for the adolescent, the state/local 
ordinances regarding treatment of minors, and the institutional 
policy regarding use of antiretroviral medications with minors.6 
With state-to-state differences in prevention treatment for HIV 
(included as an STI in some and not in other jurisdictions) in ad-
olescent minors, individual institutional policy differences, and 
differing levels of maturation of young adolescents, adolescent 
health care providers are often questioning their needed ap-
proach and feel caught between a rock and a hard spot.

However, the evidence is very clear for those ≥18 years, PrEP, 

when taken as directed, significantly reduces the incidence of 
new HIV infection among those at high risk of infection. When 
taken intermittently (the IPERGAY study) or on a daily basis (the 
PROUD study), PrEP has been found to significantly reduce 
new infections by 86% in the most recent studies.7,8 The main 
variable is whether or not the participant took the antiviral regi-
men as directed; without sufficient dosing prior to engaging in 
sexual risk behaviors (unprotected anal intercourse), the risk of 
HIV infection was significantly higher. PrEP is a strong tool that 
is hoped to further limit new HIV infections in those at highest 
risk for HIV, and this includes some adolescent minors. 

Clinical Practice Considerations
Before providing education to adolescents about prevention 
strategies such as condom use and chemoprevention strategies 
such as PrEP and PEP, it is crucially important to take a com-

plete sexual history. The CDC A Guide to Taking 
a Sexual History stresses that sexual histories 
should include five P’s.9 This helps in remem-
bering all topics important in any sexual history. 
The first P is for partners: this refers to number 
of partners, gender, and sexual identity of part-

ners, and whether the adolescent has a current 
main partner, casual partners (one-time or occasional), 

and/or transactional partners. The second P is for practice: ask 
about types of sex (oral, vaginal, anal), and if anal sex is prac-
ticed, whether it is insertive, receptive, or both. The third P is 
for protection: ask information about condom use (whether it 
is consistent, intermittent, or not at all; and whether a condom 
is used from the beginning of sexual contact to the end), spe-
cific condom use with types of partner/partners, and with which 
types of sex (oral, anal, vaginal). Also ask about drug and alcohol 
use, and whether substance use interferes with condom use. 
The fourth P (past STIs) is about taking a STI history, and the 
fifth P (pregnancy) explores family planning strategies when 
appropriate. Once a sexual history has been completed, 
HIV, other STI, and pregnancy risk behaviors are identified 
and the most relevant prevention points should then be 
individualized and emphasized. Moreover, taking sexual 
histories are key for other reasons: this allows discus-
sion of difficult topics (e.g., sexual assault, relation-
ships, relationship violence, sex for trade, substance 
use) with adolescent patients, and to establish a rap-
port. For this, it is essential to ensure confidentiality, 
for example, to assure to the adolescent patient that 
parents will not have access to the information they 
disclose on sexual behaviors and sexual orientation, 
and to have an honest, non-judgmental approach. 
Establishing rapport with adolescent patients cannot 

be emphasized enough. This rapport helps to open 
the conversation and dialogue so that adolescents will 

feel comfortable asking questions and clarifying informa-
tion being given about STI/HIV infection and prevention. 

After taking a sexual history and performing a physical exam, 

continued on next page
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all adolescents should receive extensive 
counseling on HIV/STI transmission, in-
cluding risk of acquisition of STI/HIV in 
relation to the specific sexual risk behav-
iors reported. Effective strategies for STI/
HIV prevention must be individualized 
and include consistent condom use and 
safe sex practices. Most adolescents have 
strategies that they rely on for STI/HIV 
prevention, whether they are effective or 
ineffective, and it is important to explore 
these, dispel myths and discuss bolstering 
these strategies, while focusing on their 
existing strengths. All male adolescents 
who have had or currently have sex with 
other males (MSM), adolescents who 
have MSM partners, multiple partners, 
and practice riskier types of sex, such as 
anal sex and/or having sex when using 
drugs, should also receive specific educa-
tion about HIV chemoprevention strate-
gies such as PrEP and PEP (Post Exposure 
Prophylaxis). Routine clinic visits for STI/
HIV testing are encouraged, especially if 
the adolescent reports high-risk sexual 
practices. Adolescents who report higher-
risk behavior or are thought to be at high 
risk for other reasons should be encour-
aged to visit the clinic every three months 
for STI/HIV testing, or as frequent as they 
feel they need to. When information on 
PEP is provided, this information should 
include: 

1. knowing how to access PEP at any time, 
2. how to access health care services, and 
3. how to ask questions and to request 

PEP services in any emergency room, 
urgent care, or other medical facility 
if they find themselves in a situation 
where they feel they may need it. 

Risk/Benefit ratio of starting 
a person at HIV-risk on PrEP
The medication currently used for daily 
PrEP, emtricitabine/tenofovir disoproxil 
fumarate, TDF/FTC (Truvada®), is U.S. 
Food and Drug Administration (FDA) ap-
proved for those ages 12-17 years only as 
treatment for HIV infection.10 But the use 
of TDF/FTC for PrEP is FDA approved for 
adults ≥18 years old who are HIV-unin-
fected—and that is a problem, according 
to a growing number of public-health re-
searchers and advocates.10,11 On the one 

hand, none of the PrEP trials included 
persons under the age of 18, until now. 
Two studies on PrEP and adolescents 
are currently under way, PrEPARE and 
CHAMPS, and will be discussed in more 
detail in the next section although the re-
sults are not expected until early 2016. 
Currently, using PrEP for chemopreven-
tion in high-risk adolescents <18 year old 
should be considered and a careful risk-
benefit assessment should be done that 
takes into account that HIV is an infection 
that will require lifelong treatment, and if 
untreated is associated with significant 
morbidity and mortality. Clinicians should 
consider the data on safety and toxicity of 
TDF/FTC in treatment regimens for HIV-
infected adolescents as a helpful tool in 
carefully evaluating the need for PrEP 
in HIV-uninfected high-risk adolescents 
(see December 2014 issue of AIDSLine 
on PrEP treatment).

The IPERGAY study was intended to ad-
dress issues of adherence, as well as cost 
and potential side effects of daily antiret-
roviral drugs taken as PrEP.7 This study 
found that PrEP taken before and after 
sex offered an “on-demand” approach, 
that required less pills to be taken and 
conferred similar protection against HIV 
acquisition when compared to daily PrEP 
use. The risks of taking daily TDF/FTC 
may be minimized when taking TDF/FTC 
on demand. A data monitoring board has 
recommended that the placebo arm be 
discontinued and offer treatment to all. 
The study findings were recently present-
ed at the Conference on Retroviruses 
and Opportunistic Infections in Seattle 
(CROI 2015). 

Future data on PrEP use in 
younger adolescents
There are currently two studies evaluat-
ing the use of PrEP as chemoprevention 
in HIV-uninfected adolescents. “Project 
PrEPARE” is a national clinical trial con-
ducted by the Adolescent Trials Network 
and funded by the National Institutes of 
Health. The study follows young gay and 
bisexual men and transgender women, 
and includes adolescents between the 
ages of 15 and 17. Researchers hope the 
results of this trial will persuade the FDA 

to lower its age requirements for the use 
of TDF/FTC for PrEP as HIV prevention.11 

The CHAMPS study (Choices For Ado-
lescent Prevention Methods For South 
Africa) is a demonstration open label 
study to assess the acceptability and use 
of TDF/FTC for PrEP as part of a com-
prehensive HIV prevention package in 
healthy, HIV-uninfected adolescents 15-
19 years of age.12

Summary
When discussing age-related consider-
ations, there are currently two main is-
sues to address: 1) all adolescents who 
are sexually active and/or have a history 
of injection drug use should be encour-
aged to receive HIV screening and test-
ing, whether there is parental/guardian 
involvement or not. Although parental/
guardian involvement is ideal, it may at 
times jeopardize the safety of the ado-
lescent. As outlined by McGuire and 
Bruce (2009), state consent laws allow 
unemancipated minors to consent to 
certain types of medical treatment with-
out parental consent including: diagnosis 
and treatment for STIs, diagnosis and 
treatment for substance abuse and other 
mental health problems, and reproduc-
tive health care.13 

A few states require that the minor reach 
a certain age (i.e. 12-14 years old for STI 
diagnosis and treatment, and 14-16 years 
old for mental health diagnosis and treat-
ment).13 In New Jersey, an unemancipated 
minor must be ≥13 years of age to provide 
consent for STI diagnosis and treatment.13 
Interestingly, there is no explicit discus-
sion, in any state or jurisdiction, on the 
need for parental consent for prevention 
of HIV and STIs, or whether an uneman-
cipated minor can provide consent for STI 
chemoprevention, in this case PrEP. Cur-
rently, one barrier to the widespread provi-
sion of PrEP in adolescents <18 years old 
is related to the lack of data on PrEP use in 
this population. However, existing data on 
the use of TDF/FTC in HIV-infected ado-
lescents <18 years of age is supportive of 
the use of TDF/FTC for PrEP in HIV-unin-
fected adolescents <18 years at greatest 
risk of HIV infection. Familiarity with state 
law, organizational policy, PrEP treatment 
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guidelines, and a thorough risk-benefit analysis for minor adolescents is essential in 
providing PrEP to consenting minors at greatest risk for HIV infection. 

Key Considerations for PrEP Prescribing 
with Adolescent Minors (age <18 years) 

 ¡ Has tried using other prevention methods without success and/or a sexual 
partner is known to be HIV-infected (serodiscordant)

 ¡ Consent issues: state laws and institutional/organizational policies regarding STI 
chemopreventive treatment of minors; emancipation status; cognitive abilities 
of minor to understand risks and benefits

 ¡ Adherence issues: able to take as directed daily; able to keep medication in 
safe place to prevent disclosure issue if giving own consent and able to access 
daily (i.e. family, friends); able to make and keep follow-up appointments with 
provider for HIV testing and follow-up; able to contact provider if problems or 
questions arise before next clinic visit

 ¡ Obtaining PrEP: has insurance/prescription card that will allow obtaining without 
disclosure to parent (if parent not aware); has money to pay co-payment if 
required; is able to get needed refills without difficulty

Key Considerations for PrEP Prescribing14 (NYS DOH AIDS Institute, 2014)

 ¡ PrEP should not be offered as a sole intervention for HIV prevention. PrEP 
should only be prescribed as part of a comprehensive prevention plan.

 ¡ PrEP may help protect the HIV seronegative partner in a serodiscordant 
relationship during attempts to conceive.

 ¡ PrEP is indicated for individuals who have a documented negative HIV 
test result and are at ongoing high risk for HIV infection. A negative HIV 
test result needs to be confirmed as close to initiation of PrEP as possible, 
ideally on the same day the prescription is given. Clinicians should wait to 
prescribe PrEP until confirmation of a negative test result is available.

 ¡ Efficacy of PrEP is dependent on adherence. PrEP should only be prescribed 
to those who are able to adhere to the regimen and express a willingness to 
do so.

 ¡ Although consistent condom use is a critical part of a prevention plan, lack of 
use of barrier protection is not a contraindication to PrEP.

 ¡ PrEP is contraindicated in individuals with documented HIV infection 
or creatinine clearance <60 mL/min, and in those who are not ready to 
adhere to daily PrEP.

 ¡ The first prescription of PrEP (Truvada® 1 tablet PO daily) should only be for 
30 days to allow for a follow-up visit to assess adherence, tolerance, and 
commitment. At the 30-day visit, a prescription for 60 days may be given; the pa-
tient should then return for 3-month HIV testing and other assessments. After that 
visit, prescriptions can be given for 90 days, provided that the patient is adherent.

 ¡ Patients receiving PrEP require regular visits, at least every 3 months, to 
monitor HIV status, adherence, and side effects. Follow-up and monitoring of 
patients receiving PrEP also includes prevention services that are part of a com-
prehensive prevention plan, such as risk-reduction counseling, access to condoms, 
STI screening, and mental health and substance use screening, when indicated.

 ¡ Whenever patients present with symptoms of acute HIV infection, an HIV 
serologic screening test should be used in conjunction with a plasma 
HIV RNA assay.

 ¡ Discontinue PrEP immediately for patients who receive a positive HIV 
test result. Obtain a genotypic assay, and refer and link to HIV care. 
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Provided by François-Xavier Bagnoud Center, School of 
Nursing, Rutgers, The State University of New Jersey and 
the Center for Continuing and Outreach Education at Rutgers 
Biomedical and Health Sciences.

FUNDING
This activity is supported by an educational grant from the 
New Jersey Department of Health (NJDOH)—Division of 
HIV, STD and TB Services, through an MOA titled “Educa-
tion and Training for Physicians and other Healthcare Pro-
fessionals in the Diagnosis and Treatment of HIV/AIDS.”

STATEMENT OF NEED
Over the past 3 years, new recommendations have been 
made for the primary care immunization of persons liv-
ing with HIV (PLWH) by the Infectious Diseases Society of 
America (2013) and the Centers for Disease Control and 
Prevention (2014). Specific immunization recommenda-
tions have been made for children, adolescents, and adults 
with HIV-infection. These recommendations include: use 
of the pneumococcal 13-valent protein conjugate vaccine 
(PCV13) for persons >6 years in addition to the 23-va-
lent pneumococcal polysaccharide vaccine (PPSV23) with 
a booster dose of the PPSV23 five years after the initial 
PPSV23 dose.  Because PLWH are at increased risk of 
pneumococcal pneumonia, it is essential that adequate 
immunization of PLWH occur and that booster vaccina-
tions are given as recommended in national guidelines. 

In addition to pneumococcal vaccinations, influenza vacci-
nations are recommended annually for persons living with 
HIV without contraindications ages >6 months.  In the 
United States, influenza results in significant morbidity and 
mortality which could have been prevented due to vac-
cination. These recommendations are in addition to those 
for other FDA approved vaccinations for infants, children, 
adolescents, and adults.   

This activity will assist health care providers with imple-
mentation of current recommendations for immunizing 
persons of all ages living with HIV against preventable 
diseases.

TARGET AUDIENCE
This activity is designed for physicians, physician assis-
tants, advanced practice nurses, nurses and health educa-
tors, and other health care professionals in New Jersey 
who are involved in the care of people infected with HIV 
and their non-HIV infected partners.

METHOD OF PARTICIPATION
Participants should read the learning objectives, review the 
activity in its entirety, and then complete the self-assess-
ment test, which consists of a series of multiple-choice 
questions. Upon completing this activity as designed and 
achieving a passing score of 70% or more on the self-
assessment test, participants will receive a letter of credit 
and the test answer key four (4) weeks after receipt of the 
self-assessment test, registration, and evaluation materi-
als. This activity may also be completed online at http://
ccoe.rbhs.rutgers.edu/catalog/. 

LEARNING OBJECTIVES
Upon completion of this activity, participants should be 
able to: 

1. Describe recommendations for use of select 
inactivated and live vaccines for the pediatric 
to geriatric HIV-infected population

2. Identify other vaccinations (primary and booster) 
needed by adolescents and adults living with HIV 
who have had their primary childhood vaccinations.

FACULTY
Activity Director/CE Academic Advisor 
Shobha Swaminathan, MD, Assistant Professor, Division 
of Infectious Diseases, Department of Medicine, Rutgers 
New Jersey Medical School

PLANNING COMMITTEE
Connie Calisti-Myers, JD,  Assistant Commissioner, 
NJDOH-Division of HIV, STD and TB Services

John Nelson, PhD, CPNP, Program Director, 
AETC NRC, FXB Center, Rutgers 

Andrea Norberg, MS, RN, Executive Director,  
FXB Center, Rutgers

Michelle Thompson, Program Manager,  
FXB Center, Rutgers

Elizabeth Ward, MSJ, Executive Director, Rutgers CCOE

ACTIVITY AUTHORS
Sima S. Toussi, MD 
Assistant Professor of Pediatrics  
Weill Cornell Medical College

Patricia DeLaMora, MD 
Associate Professor of Pediatrics 
Weill Cornell Medical College

Harjot K. Singh, MD, ScM 
Assistant Professor of Medicine 
Weill Cornell Medical College

ACCREDITATION
CME: Rutgers, The State University of New Jersey is ac-
credited by the Accreditation Council for Continuing Medi-
cal Education to provide continuing medical education for 
physicians. 

Rutgers, The State University of New Jersey designates 
this enduring material for a maximum of .75 AMA PRA 
Category Credit™. Physicians should claim only the credit 
commensurate with the extent of their participation in the 
activity. 

CNE: Rutgers, The State University of New Jersey, Center 
for Continuing and Outreach Education is an approved 
provider of continuing nursing education by the New Jer-
sey State Nurses Association, an accredited approver by 
the American Nurses Credentialing Center’s Commission 
on Accreditation. Provider Number P173-12/12-15. Pro-
vider Approval is valid through December 31, 2015. 

This activity is awarded 1.02 contact hour (60 minute CH). 

CEU: Rutgers Center for Continuing and Outreach Educa-
tion certifies that this continuing education offering meets 
the criteria for up to .1 Continuing Education Units (CEUs), 
provided the activity is completed as designed. One CEU 
equals 10 contact hours of participation in an organized 
continuing education experience under responsible spon-
sorship, capable direction and qualified instruction. Partici-
pants should only claim those contact hours actually spent 
participating in the activity.

PEER REVIEW
In order to help ensure content objectivity, independence, 
and fair balance, and to ensure that the content is aligned 
with the interest of the public, CCOE has resolved all po-
tential and real conflicts of interest through content review 
by a non-conflicted, qualified reviewer. This activity was 
peer-reviewed for relevance, accuracy of content and bal-
ance of presentation by John Nelson, PhD, CPNP.

Field Test: This activity was field tested for time required 
for participation by Noa’a Shimoni, MD, MPH, David Abel, 
DO, Howard A. Grossman, MD, Anna M. Haywood, MSN, 
RN, Juanita Howell, MSN, RN, and Laura Bogert, BSN, RN.

DISCLOSURE DISCLAIMER
In accordance with the disclosure policies of Rutgers Uni-
versity and to conform with ACCME and FDA guidelines, 
individuals in a position to control the content of this ed-
ucational activity are required to disclose to the activity 
participants: 1) the existence of any relevant financial re-
lationship with any entity producing, marketing, re-selling, 
or distributing health care goods or services consumed 
by, or used on, patients, with the exemption of non-profit 
or government organizations and non-health care related 
companies, within the past 12 months; and 2) the identi-
fication of a commercial product/device that is unlabeled 
for use or an investigational use of a product/ device not 
yet approved.

DISCLOSURE DECLARATIONS
Harjot Kaur Singh, MD is a member of the Scientific Advi-
sory Board for Gilead Sciences. 

Shobha Swaminathan, MD receives grant /research sup-
port from Gilead Sciences.

All other authors, planning committee members, peer 
reviewers and field testers have no relevant financial rela-
tionships to disclose. 

OFF-LABEL/INVESTIGATIONAL USAGE DISCLOSURE
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By the end of this activity participants should be able to:

 ¡Describe recommendations for use of select inactivated and live 
vaccines for the pediatric to geriatric HIV-infected population

 ¡ Identify other vaccinations (primary and booster) needed by ado-
lescents and adults living with HIV who have had their primary 
childhood vaccinations.

Introduction: 

Preventive care is an integral part of the management of HIV-infected persons and 
immunizations are the cornerstone to this prevention. Several groups provide immu-

nization guidelines for the HIV-infected person, including the Centers for Disease Con-
trol/Advisory Committee on Immunization Practices (CDC/ACIP, http://www.cdc.gov/
vaccines/acip)1,2, the Department of Health and Human Services (DHHS, aidsinfo.gov)3, 
The Infectious Diseases Society of America/HIV Medical Association (IDSA/HIVMA)4, 
and the American Academy of Pediatrics (AAP) Red Book5. This review will discuss 
general principles for vaccination of all HIV-infected age groups, as well as consid-
eration of host factors that may affect immune response. The age groups include 
infants, children, adolescents, adults, and older adults >age 65 years. The following 
vaccines will be discussed: hepatitis A, hepatitis B, human papillomavirus, influenza, 
pneumococcal, tetanus, diphtheria, pertussis, meningococcal, measles, mumps, ru-
bella, and varicella zoster virus. 
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General Vaccine Principles
Generally, vaccinations should be given 
on or after the exact age requirement; 
vaccines given up to 4 days prior to the 
age requirement should still be consid-
ered valid.6 Recommended minimal 
intervals between doses should be ad-
hered to however, if a dose is delayed, 
the series should be resumed as soon 
as possible.

While immune control in the HIV-infect-
ed person at time of vaccination can 
enhance immediate and long-term im-
munogenicity,7 virologic failure and loss 
of immune control can conversely com-
promise previously acquired immunity. 
For certain vaccines, serostatus should 
be assessed to determine if revaccina-
tion is necessary after immune recovery. 
Co-administration of more than one live 
viral vaccine is not recommended in 
HIV-infected persons, rather, serial live 
vaccines should be separated by a mini-
mum 4 weeks, but often longer in infant 
and children. In order to maximize pre-
vention of vaccine preventable illnesses 
in the HIV-infected patient, household 
members should be similarly encour-
aged to receive age appropriate inacti-
vated vaccines. Vaccines for measles, 
mumps, rubella, varicella zoster, influen-
za and rotavirus can be given to house-
hold members of HIV-infected persons. 
Live oral polio virus, however, should not 

be administered to household members 
of an HIV-infected person. 

Inactivated Vaccines

Hepatitis A Vaccine
Hepatitis A virus (HAV) is spread primarily 
through ingestion of infected fecal matter, 
either through person-to-person contact, 
or ingestion of contaminated food. Be-
havioral risk factors include international 
travel, injection drug use, and men who 
have sex with men (MSM). Symptoms 
include acute onset of fever, malaise, 
anorexia, abdominal pain and jaundice. 
Children under the age of 6 are often as-
ymptomatic. Death from fulminant HAV 
is rare; of the 959 cases reported in the 
U.S. in 2013, 9 patients died (0.9%)8.

HIV immunization guidelines for HAV 
vaccine are age dependent. While ini-
tially only recommended for adminis-
tration to high risk individuals, in 2006 
recommendations were expanded to 
include two doses of HAV vaccine for all 
children under 2 years of age, starting at 
12 months of age. Vaccine recommen-
dations for healthy children over 2 years 
of age, adolescents and adults are de-
termined by the presence of risk factors 
including residence in a state with high 
rates of HAV infection, travel to a country 
where HAV infection is endemic, chron-
ic liver disease or clotting disorders, or 
close contacts of children recently ad-
opted from high risk countries. MSM, 
injection drug users, and adults at risk 
of HAV acquisition due to occupational 
exposure should be immunized for HAV. 

The rate of seroconversion after two dos-
es in HIV-uninfected subjects approach-
es 100%, with protection estimated to 
last at least 20 years.9 Response to HAV 
vaccine in the HIV-infected individual 
can be impaired and depends on age 
and immune status. In one study, immu-
nogenicity in HIV-infected children was 
lower when compared to healthy chil-
dren after one vaccine dose, but com-
parable to healthy children after comple-
tion of a two dose series.10 Other studies 
showed decreased total HAV antibody 
levels in HIV-infected children with CD4 
cell counts <750 cells/µL, or detectable 
HIV viral load.11,12 Adult studies have simi-

larly demonstrated decreased immuno-
genicity to HAV vaccine in patients with 
lower CD4 cell counts, and hepatitis C 
virus co-infection.13-16

A decline in anti-HAV antibody in pa-
tients with initial vaccine response has 
been associated with continued low 
CD4 cell counts and/or detectable viral 
load. In one study of HIV-infected adults, 
only 75.5% of vaccine seroconverters 
were still anti-HAV antibody positive at 
5-year follow up, with hepatitis C virus 
co-infection identified as a risk factor for 
loss of antibody.14 Other studies have 
found retention of anti-HAV antibodies 
in 90% of patients at 3 years post vac-
cine, and 85% at five years post vaccine 
in HIV-infected adults.7,17 Some studies 
have suggested a 3 dose series may be 
effective for increasing antibody titers in 
children or adults with low or non-pro-
tective levels after a standard 2 dose se-
ries,18 but this is not yet standard of care.

HIV-infected infants and children. The 
guidelines for administration of HAV vac-
cine in HIV-infected children are the same 
as for healthy children. A 2 dose series 
should be given between 12-23 months 
of age, separated by 6-12 months. Chil-
dren over 2 years of age should be vac-
cinated if they reside in a state with high 
rates of HAV infection, travel to a country 
where HAV infection is endemic, have 
chronic liver disease or clotting disorders, 
or are in close contact with children re-
cently adopted from high risk countries.

HIV-infected adolescents. The two 
dose series, separated by 6-12 months, 
should be given to adolescents with the 
above risk factors. HAV vaccine should 
also be administered to adolescents who 
are MSM, injection drug users, or may 
have increased risk due to occupational 
exposure.

HIV-infected adults and older adults: 
All HIV-infected adults who do not have 
evidence of serological immunity to HAV 
and either have chronic liver disease, are 
MSM, or injection drug users should re-
ceive the 2 dose vaccine series, sepa-
rated by 6 months. The combined HAV-
HBV vaccine can be administered to 
adults who require both hepatitis A and 
B vaccination. 
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Hepatitis B Vaccine
Hepatitis B virus (HBV) is transmitted 
primarily through exposure to infected 
blood and body fluids, usually via perina-
tal exposure to an HBV-infected mother, 
sexual contact, or percutaneous expo-
sure to infectious body fluids. Prior to 
the implementation of 1) routine hepati-
tis B surface antigen (HBSAg) screening 
in all pregnant women and immunopro-
phylaxis in exposed newborns (in 1988), 
and 2) routine HBV vaccination in infants 
(in 1992), there were 24,000 new cases 
in infants and children annually in the 
U.S.19 These strategies decreased the 
incidence of HBV infection in children 
and adolescents by 89% during 1990-
2002.20 Clinical manifestations of acute 
infection include nausea, vomiting, ab-
dominal pain, arthralgias, and jaundice. 

Acute infection can be 
symptomatic or asymp-
tomatic, especially in in-
fants and young children, 
with either a self-limited 
illness or progression to 
chronic disease. The risk 
of developing chronic HBV infection is 
greatest in the young pediatric popula-
tion and declines with age: 90% in in-
fants, 25-50% in children, and 5-10% in 
adolescents and adults. Complications 
of chronic HBV infection include cirrho-
sis, hepatocellular carcinoma, and pre-
mature death, all of which can be exac-
erbated in patients who are co-infected 
with HIV.21,22

Data on the seroprevalence of HBV co-
infection in HIV-infected adolescents in 

the U.S. is limited, ranging from 2.6% 
to 23.7%; with higher prevalence rates 
described in the sexually infected co-
hort.23,24 Adult HBV-HIV co-infection 
rate in the U.S. is approximately 10%.25 
Thus, it is important to evaluate for HBV 
infection in a newly diagnosed HIV pa-
tient by HBSAg, hepatitis B surface an-
tibody (anti-HBs), and hepatitis B core 
antibody (anti-HBc), in accordance with 
national guidelines.26 

The duration of immunity following 
HBV vaccination in infancy is up to two 

continued on next page

Volunteers gather in Foley Square in New York on World 
Hepatitis Day, Monday, July 28, 2014. The group posed 
for photos with signs referencing the disease in an effort 
to promote awareness of viral hepatitis. The disease kills 
1.5 million people each year and health advocates are 
calling for better prevention programs and improved ac-
cess to treatment. Credit: Richard Levine / age fotostock
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decades in greater than 90% of healthy children and adults, 
even though the anti-HBs titer may become low or undetect-
able.27 The duration of immunity and efficacy of vaccination 
can be compromised in HIV-infected children, adolescents and 
adults.28,29 However, HIV viral suppression, cell counts >350/
mm3, and higher CD4 nadir are associated with enhanced im-
munogenicity in HIV-infected persons.28-30 Immune response 
may also be increased if HBV vaccine is given at a higher dose, 
in combination with HAV, or in a four dose series.31 However, 
there is insufficient data to routinely recommend alternative 
dosing or the combined vaccine. 

HIV-infected infants and children. All HIV-infected infants 
should complete the 3 dose series at birth, at 1-2 months, and 
at 6 months of age.

HIV-infected adolescents, adults, and older adults. HIV-
infected persons in these age groups without chronic HBV 
infection or evidence of immunity to HBV infection should 
be immunized. Serologic response to HBV vaccine should be 
evaluated in HIV-infected individuals 1 month after complet-
ing the 3 dose series. If response is inadequate (anti-Hbs <10 
IU/ml) and HBV infection is not present, the 3 dose primary 
series should be repeated once.3 There is no further guidance 
should the HBs antibody titer remain inadequate. HIV-infected 
patients 18 years or older who require both HAV and HBV vac-
cination can receive the combined vaccine in either the 3 or 4 
dose series.

Human Papillomavirus Vaccine
Human papillomavirus (HPV) causes skin and 
genital warts, pre-cancerous lesions, and geni-
tal and oropharyngeal cancer among men and 
women. It is transmitted via sexual or other in-
timate (oral) contact. Population studies have 
found high rates of HPV among sexually active 
men and women. HIV-infected women have 
2-22 fold increase in HPV disease compared to 
HIV-uninfected persons.32 Higher rates of all HPV 
associated cancers are seen among HIV-infect-
ed persons compared to HIV-uninfected per-
sons.33-37 The majority of HPV associated cancers 
in the U.S. are associated with serotypes 16 and 
18, whereas serotypes 6 and 11 are associated 
with genital warts. Studies have shown reduc-
tions in the incidence of vaccine serotype spe-
cific precancerous lesions,38 although there are 
no long term data yet on the reduction in HPV 
associated cancers. 

There are 3 HPV vaccines: the bivalent vaccine 
HPV2 (serotypes 6, 11), the quadrivalent vaccine 
HPV4 (serotypes 6, 11, 16, 18), and the nanovalent 
HPV9 vaccine (serotypes 6, 11, 16, 18, 31, 33, 45, 52, 58). HPV 
vaccine is routinely recommended in males and females at 11 or 
12 years of age.39 For HIV-infected persons, HPV vaccine is rec-
ommended through age 26 for males, including MSM, and age 

26 for females.40 The HPV vaccines are safe and immunogenic 
in HIV-infected children and adults.32, 41-43

HIV-infected children and adolescents. The 3 dose series 
should be given to males and females at age 11 or 12 at 0, 
1-2, and 6 months. Females can receive HPV9, HPV4, or HPV2. 
Males can receive HPV9 or HPV4. 

HIV-infected adults. Completion of primary vaccine series is 
recommended through age 26 for all HIV-infected individuals.

Influenza Vaccine
Influenza A and B viruses are spread from person to person 
through respiratory droplet transmission during close contact. 
Clinical manifestations include fever, headache, diffuse myal-
gias and cough. Infection can cause upper and lower respi-
ratory tract infections, and can increase the risk of bacterial 
superinfections such as acute otitis media and bacterial pneu-
monia. Influenza illness leads to significant morbidity and mor-
tality, especially in young children less than 2 years of age, the 
elderly, pregnant women, and in specific co-morbidities such as 
HIV infection. HIV- infected children and adults are at increased 
risk of influenza related hospitalization and death.23,44 

HIV-infected patients should be vaccinated with the inactivated 
vaccine annually. The safety of the live attenuated influenza 
vaccine in HIV-infected patients is unknown and should not be 
used. Household members should be encouraged to receive 
the influenza vaccine annually to minimize risk of influenza ill-
ness and transmission. 

The inactivated vaccine is immunogenic in HIV-infected chil-
dren and adults.45,46 However, 
the serological response of HIV-
infected persons to the influenza 
vaccine is diminished when com-
pared to HIV-uninfected children 
and adults.47,48 This is especially 
true in the aging HIV population. 
One study found that immune ac-
tivation associated with HIV infec-
tion was associated with impaired 
response to the influenza vaccine 
in those older than 55 years.49 Im-
munogenicity can be enhanced if 
the influenza vaccine is adminis-
tered to adults receiving antiretro-
viral therapy (ART) and with viral 
load suppression.47,50 

HIV-infected infants and chil-
dren. The inactivated trivalent 
or quadrivalent influenza vaccine 
is recommended annually for all 
children 6 months and older. Chil-

dren between 6 months to 8 years of age receiving influenza 
vaccine for the first time will need 2 doses, at least 4 weeks 
apart. 
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HIV-infected adolescent, adults, and older adults. Inacti-
vated influenza vaccine should be offered annually.

Meningococcal vaccine
Meningococcal vaccine protects against meningitis caused by 
Neisseria meningitides. Meningococcal disease is a bacterial in-
fection that results in meningitis, bacteremia, and pneumonia. 
It is easily spread by respiratory droplets and occurs most often 
in children less than 5 years old, adolescents age 16-21 years 
old, and adults >65 years old. While there has been a reduc-
tion in incidence in the U.S., case fatality frequency is approxi-
mately 10%, as is the long-term complication. The majority of 
meningococcal disease occurs spontaneously, but outbreaks 
do occur. Serogroups B, C, and Y account for nearly 90% of 
all infections, with specific age group differences among sero-
types.51 

Routine vaccination of HIV-infected persons is not recom-
mended for all groups, but is recommended for those with 
additional risk factors. A New York City (NYC) study from 2000-
2011 found that HIV-infected persons were 10 times more like-
ly to develop invasive meningococcal disease.52 Outbreaks of 
invasive meningococcal disease amongst MSM have recently 
been reported in NYC and Los Angeles.53-55 Three meningococ-
cal vaccines are currently available, all containing serogroups A, 
C, W, and Y. The polysaccharide vaccine (MPSV4) has a mini-
mum age of 2 years, with no upper age limit; the 2 conjugate 
vaccines (MenACWY-ACM) are approved for ages 2-55 years. 
The conjugate vaccine is preferred for HIV-infected adolescents 
and adults, but only the polysaccharide is licensed for ages ≥56 
years.56 

The immunogenicity and safety of 2 doses of MenACWY-ACM 
has recently been documented among HIV-infected children, 
adolescents, and young adults to age 20, but has not been 
studied in older adults. Data in adolescents suggest insufficient 
response to single vaccination, therefore in this group 2 doses 
are recommended, at least 8 weeks apart.51, 57, 58 In addition, 
vaccine response was noted to be inferior with CD4 percent-
age <15% or high viral loads.58-61 

HIV-infected infants and children: Consideration should be 
given to immunizing HIV-infected children with the conjugate 
vaccine. Children 2 years and older can receive the 2 dose 
primary series, 8 weeks apart. 

HIV-infected adolescents. The 2 dose primary series with the 
conjugate vaccine is recommended at age 11-12 years, sepa-
rated by 8 weeks. The series can be completed between the 
ages of 11 to 18 years, but if completed by age 12, a booster is 
recommended at age 16 years.

HIV-infected adults and older adults. HIV-infected persons 
who have any of these additional risk factors should receive 
meningococcal vaccination: persistent complement component 
deficiencies, anatomic or functional asplenia, microbiologists 
who routinely are exposed to isolates of N. meningitidis, military 
recruits, and persons who travel to or reside in areas in which 
meningococcal disease is hyperendemic or epidemic. Because 
of the NYC outbreaks among MSM, NYC DOH guidelines rec-
ommend that HIV-infected MSM as well as men who reside 
outside NYC but engage in regular close or intimate sexual con-
tact with men meet through an online website, digital applica-
tions, or at a bar or party also be immunized. Two doses of the 
conjugative vaccine are recommended, separated by 8 weeks. 
Only the polysaccharide vaccine is recommended for ages ≥56 
years. 

Pneumococcal Vaccine
Streptococcal pneumoniae is a ubiquitous pathogen that col-
onizes the upper respiratory tract, with carriage rates ranging 
from 21% to 90% in young children.5 Risk factors for pneumo-
coccal disease includes high colonization density, colonization 
with a new strain, viral upper respiratory tract infection, and 
HIV infection.62 S. pneumoniae can cause a wide spectrum of 
disease including acute otitis media, mastoiditis, sinusitis, pneu-
monia, meningitis and bacteremia in the pediatric and adult 
populations. Less common manifestations include endocardi-
tis, pericarditis and musculoskeletal infections. 

Both polysaccharide and conjugate pneumococcal vaccines are 
available. The polysaccharide vaccine contains 23 serotypes 
(PPSV23), and the conjugate vaccine (PCV13) is composed 
of 13 capsular polysaccharide serotypes. PCV13 replaced the 
7-valent pneumococcal conjugate vaccine (PCV7) in 2010. 
Most studies in the U.S. and Africa have demonstrated a de-
cline in the incidence of hospitalizations for invasive pneumo-
coccal disease in HIV-infected children, adolescents and adults 
with introduction of PCV7.63 The immunogenicity of PCV13 in 
HIV-infected infants, children and adults is improved if adminis-
tered while on ART, at higher CD4 cell counts, and at lower viral 
loads.64, 65 There is limited knowledge about vaccine response 
to PCV13 in HIV-infected individuals. A single study that evalu-
ated children with perinatally acquired HIV infection found that 
they had robust responses to most serotypes, and this was as-
sociated with viral load suppression while on ART.66 PCV13 was 
similarly immunogenic in 2 studies of HIV-infected adults, which 
included only patients with CD4 cell counts ≥200/mm³ and vi-
ral load <50,000 copies.67, 68 Studies have also described more 
robust responses to the conjugate vaccine in HIV-infected adults 
when compared to the polysaccharide vaccine.64 

continued on next page
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HIV-infected infants. HIV-infected infants should receive the 
4 dose series of PCV13 as recommended by the ACIP. 

HIV-infected children and adolescents. HIV-infected children 
ages 14-71 months who completed the 4 dose series with 
PCV7 should receive a single supplemental dose of PCV13. 
Children and adolescents between the ages of 6 to 18 years 
who have never received PCV13 should receive one dose. 

HIV-infected children and adolescents between the ages of 
2-18 years should receive PPSV23 8 weeks after the last dose 
of PCV13. In younger children this should be given after com-
pleting the primary PCV13 series. A one-time booster dose of 
PPSV23 can be given 5 years later. 

HIV-infected adults. HIV-infected adults who have never re-
ceived any pneumococcal vaccine should receive one dose of 
PCV13. If CD4 cell counts are >200 cells/mm³, PCV13 should 
be followed by PPSV23 at least 8 weeks later. If CD4 cell 
counts <200 cells/mm³, then PPSV23 can be offered at least 
8 weeks following receipt of PCV13. If PPSV23 is given first, 
PCV13 should be given once at least one year after receipt of 
PPSV23.3 A total of 2 doses of PPSV23 should be given be-
tween the ages of 2-64. 

HIV-infected older adults. All HIV-infected adults >65 years 
should receive one dose of PPSV23, at least 5 years after their 
previous dose. They should also receive a dose of PCV13 if pre-
viously not received in adulthood, at least 1 year after PPSV23.

Tetanus, Diphtheria, and Pertussis Vaccine
Vaccination against tetanus, diphtheria and pertussis is recom-
mended for all persons and the guidelines are no different 
among HIV-infected persons. Generalized tetanus (or lockjaw) 
caused by Clostridium tetani, is a serious, sometimes fatal in-
fection that is completely preventable with vaccination. It is 
transmitted via spores that enter non intact skin. The vaccine 
has been available since 1924.69 Reported cases have declined 
over the decades, but a study from 2001-2008 found 233 
cases with a case fatality rate of 13.2%, with an increased in-
cidence in patients >65 years of age.69 Diphtheria is a bacte-
rial infection of the nasopharynx caused by Corynebacterium 
diphtheria. While outbreaks can occur, the incidence in the U.S. 
has been low since the vaccine became widely used in the 
1930s.69 Pertussis, or whooping cough, is an acute contagious 
respiratory disease caused by Bordatella pertussis. It primarily 
manifests as paroxysmal cough and can spread through the air 
by sneezing or coughing. Infants are more likely to experience 
pertussis-related deaths, while adults can experience compli-
cations such as pneumonia.69 The pertussis vaccine has been 
available since the 1940s, but in 2010 and 2014, there were 2 
large outbreaks in the US. Although not fully understood, there 
has been a decline in pertussis immunity, leading to guidelines 
for additional pertussis vaccination beyond childhood.39

The abbreviations for the various tetanus vaccines can be 
confusing: Td, DTaP, and Tdap. Pediatric formulations have full 
strength diphtheria and pertussis doses and thus have capital 
“D” and “P” to indicate this. Formulations for children over age 
7 years have reduced diphtheria and pertussis content as indi-
cated by lower case “d” and “p”. For children under the age of 7 
years, a single vaccine is recommended: diphtheria and tetanus 
toxoids and acellular pertussis vaccine adsorbed (DTaP). For 
children over the age of 7 years, adolescents and adults, either 
Td or Tdap may be used as clinically indicated.70

There are few studies of tetanus, diphtheria, pertussis vaccines 
in HIV-infected persons but they have been shown to be safe 
and immunogenic, albeit with lower antibody levels than HIV-
uninfected persons.7,46 Adults in particular show lower antibody 
levels response to diphtheria, especially those with lower CD4 
cell counts.71-73 

HIV-infected infants, children, adolescents. For all persons, 
including HIV-infected children, 5 doses of DTaP are recom-
mended at 2, 4, 6, 15-18 months, and 4-6 years of age. For 
adolescents, including HIV-infected adolescents, a one-time 
booster dose of Tdap is recommended between the ages of 
11–18 years for those who have completed their childhood 
series.69

HIV-infected adults. Adults between 19–64 years old should 
receive decennial Td boosters. Once during this time period Td 
should be replaced with Tdap to boost immunity to pertussis.74

HIV-infected older adults. All persons aged >65 years should 
receive Tdap if they have not received it once during adult-
hood. They should continue to receive decennial Td boosters 
as well.70

Dirty white pseudomembrane classically seen in diphtheria
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(TEM) reveals a single virus particle, or virion, of 
measles virus. Photo Credit: Cynthia Goldsmith, 
Centers for Disease Control and Prevention
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LIVE VACCINES

Measles, Mumps, Rubella Vaccine
Despite the availability of measles, mumps, and rubella (MMR) 
vaccine, outbreaks continue to occur in the U.S., often via 
importation or local unvaccinated persons.75, 76 These viral ill-
nesses tend to be more severe among HIV-infected children 
and adults.77-79 Measles is an extremely contagious respiratory 
illness that presents with fever, rhinorrhea, and cough, followed 
by macular rash that starts on the head, and then spreads 
down the rest of the body. It can be complicated by pneu-
monia, diarrheal illness, and encephalitis. Mumps is spread via 
respiratory droplets, and may manifest as parotitis, a respiratory 
tract infection, orchitis, or non specific flu-like illness. Rubella is 
a contagious viral illness that presents as a fever and rash, and 
sometimes arthalgias. Among pregnant women, it can lead to 
significant infant and maternal morbidity. 

MMR is indicated rou-
tinely for persons aged 
≥12 months and can 
be given to infants as 
young as 6 months 
who are traveling.2 The 
combination vaccine 
containing both MMR 
and varicella (MMRV) 
should not be used in 
HIV-infected persons. 
MMR vaccination is 
recommended for any 
HIV-infected persons 
without documentation 
of MMR, prior evidence 
of immunity, and birth 
after 1957.80 For HIV-
infected persons with 
loss of viral control and 
decline in CD4 cell count since vaccination was completed, re-
peat seroassessment should be considered. If an HIV-infected 
individual is non-immune to any of the 3 viruses, MMR should 
only be administered if he/she has adequate CD4 cell counts.

While measles and its complications have been reported 
among severely immunocompromised HIV-infected persons 
receiving MMR, this live vaccine has been proven to be safe 
among more than 1200 HIV-infected children who have CD4 
cell counts greater than 15% at any age or ≥200 cells/mm3 at 
age >5 years in a recent systematic review.81 Studies of HIV-
infected children and adults have shown safety and immuno-
genicity, although less immunogenicity than among HIV unin-
fected persons.82-85

HIV-infected infants. Infants >6 months of age with CD4 per-
centages ≥15% for ≥ 6 months can be given one dose of MMR 
prior to international travel, but it is not considered valid and 2 
doses, separated by 4 weeks, will still be need to be adminis-
tered after the first birthday. 

HIV-infected children. Two doses of MMR vaccine are recom-
mended at ages 12-15 months, and 4-6 years. Prior to receipt 
of vaccine, immune function must be assessed. Children ≤5 
years must have CD4≥15% for ≥6 months, and children >5 
years must have CD4 percentages ≥15% and CD4 cell counts 
≥200 ≥6 months. 

HIV-infected adolescents, adults, and older adults. If non-
immune to any component of the the MMR vaccine and 
CD4≥200 cells/mm³, 1-2 doses of MMR vaccine are recom-
mended, separated by 4 weeks.

Varicella Vaccine
Varicella zoster virus (VZV) usually causes a self-limited viral ill-
ness in infants and children characterized by vesicular rash and 
fever. It is highly contagious and transmitted person to person 
by respiratory droplets. Among HIV-infected persons, illness 
can be much more severe with dissemination and multiorgan 
involvement.

Vaccination against varicella is recommended for persons born 
after 1980 who do not have evidence of immunity. Evidence of 
immunity includes health care provider diagnosis of varicella dis-
ease or herpes zoster, laboratory confirmation of disease, labo-
ratory evidence of disease, or documentation of having received 
vaccine. Similar to the MMR vaccine, immune status should be 
assessed prior to VZV vaccine administration. However, waning 
immunity can occur especially in the setting of decline of CD4 
cell count, so repeat seroassessment should be considered if 
this happens. VZV vaccination of HIV-infected children under 
8 years of age has been shown to be safe and immunogenic, 
but it has not been systematically studied in HIV-infected adults 
or children over 8 years of age.86-88 For optimal response, the 
2 doses should be separated by ≥3 months.46,89 There is only 
1 varicella vaccine available for children approved for ages >12 
months. It can be given to adults but is not routinely done.90

HIV-infected infants and children. If CD4 percentages ≥15% 
at any age or ≥200 cells/mm³, 2 doses of VZV vaccine are 
recommended at least 3 months apart, starting at age 12-15 
months of age, and then at 4-6 years of age. The DHHS guide-
line advises that the first dose be given soon after the first 
birthday and the second dose 3 months later. 

HIV-infected adolescents. If no evidence of immunity as de-
fined above, 2 doses of VZV vaccine should be given, 3 months 
apart to adolescents 13 years and older with adequate CD4 
counts and percentages as above.

HIV-infected adults and older adults. If not immune, 2 doses 
of VZV vaccine can be given to HIV-infected adults with CD4 
cell counts ≥200/ mm³, separated by at least 8 weeks. 

continued on next page
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Conclusion
In this article, we have summarized vaccination recommenda-
tions for HIV-infected infants, children, adults, and adults >65 
years of age. Immunization with attenuated and live vaccines 
are an integral part of the health care maintenance of all HIV-
infected persons and have led to significant reductions in in-
fectious disease morbidity and mortality. However, coverage 
has not reached the 90% goals as outlined in the Center for 
Disease Control’s Healthy People 2020 initiative.91 This age-
specific review of vaccines should help providers become in-
creasingly comfortable with recommended vaccinations among 
HIV-infected persons of all ages.

Summary Tables

Vaccines for HIV-infected infants and children ages 0-6 years
HAV 2 dose series in second year of life

HBVa,b 3 dose series in first year of life

Influenza Inactivated Vaccinec 1 dose annually

Pneumococcal Conjugate 
Vaccine (PCV13)d

4 dose series in infants

Pneumococcal Polysaccharide 
Vaccine (PPSV23)

1 dose age ≥2 years, 8 weeks after PCV13

DTaP 5 dose series

MMRe 2 dose series in second year of life

VZVe 2 dose series in second year of life

NOTES.
 a Can use Engerix-B or RecombivaxHB, vaccines are interchangeable.
 b  If non-immune 1 month after completion of series, repeat 3 dose 

primary series once.
 c  Children 6 months to 8 years of age who were previously not immunized 

against influenza, should receive 2 doses at least 4 weeks apart. 
 d If 14-71 months old and completed series with PCV 7, give one 

supplemental dose of PCV 13.
 e  If meets CD4 % and/or cell count as outlined in text.

Vaccines for HIV-infected children and 
adolescents ages 7-18 years
HAV 2 dose series if not vaccinated

HBVa,b 3 dose series if not vaccinated

HPV 3 dose series 

Influenza Inactivated Vaccine 1 dose annually

Pneumococcal Conjugate 
Vaccine (PCV13)

1dose

Pneumococcal Polysaccharide 
Vaccine (PPSV23)

2 doses max, 5 years apart

Tdap 1 dose TdaP age 11-12

MMRc 2 doses if no evidence of immunity

VZVc 2 doses if no evidence of immunity

NOTES. 
 a Can use Engerix-B or RecombivaxHB, vaccines are interchangeable. 
 b If non-immune repeat 3 dose primary series once. 
 c If meets CD4 % and/or cell count as outlined in text.

Vaccines for HIV-infected adult ages 19-64 years
Hepatitis Aa

Hepatitis Bb

Td every 10 years

Tdap once in adulthood as substitute for Td

Inactivated Influenza annually

Pneumococcal Polysaccharide 
Vaccine (PPSV23) 

1-2 doses, 5 years apart

Pneumococcal Conjugate 
Vaccine (PCV13) 

once in adulthood

MMRc

Human Papillomavirusd

NOTES. 
 a 2 dose series if no evidence of immunity. 
 b 3 dose series if no evidence of immunity. 
 c If meets CD4 % and cell count as outlined in text. 
 d Recommended through age 26.

Vaccines for HIV-infected Adults Age >65 years
Hepatitis Aa

Hepatitis Bb

Td every 10 years

Tdap once if not done 19-64 years

Inactivated Influenza annually

Pneumococcal Polysaccharide 
Vaccine (PPSV23) 

once

Pneumococcal Conjugate 
Vaccine (PCV13) 

once if not done 19-64 years

MMRc

NOTES. 
 a 2 dose series if no evidence of immunity. 
 b 3 dose series if no evidence of immunity. 
 c If meets CD4 % and cell count as outlined in text.
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1. A 24 year old healthy man with well 
controlled HIV infection arrives for 
his routine follow up in July 2015. 
He has had no interval illnesses and 
is fully adherent to his regimen. His 
last tetanus vaccine was Td at age 14. 
Which of the following vaccinations 
would be appropriate?

a Tdap every 10 years
b Dtap every 10 years
c Tdap once, then Td every 10 years
d only Td every 10 years

2. A 47 year old woman with well 
controlled HIV infection is transferring 
her care to you. She has never had 
pneumonia or been hospitalized. She 
recalls getting a pneumonia vaccine 
(PPSV23) at age 45 when she was 
diagnosed with HIV infection. What 
vaccine should you administer now?

a PCV13 now, and PPSV23 at age 50
b PPSV23 now and PCV13 in 1 year
c PCV13 at age 50
d PPSV23 at age 50

3. A 37 year old woman is newly 
diagnosed with HIV and hepatitis C 
virus co-infection. She is not immune 
to hepatitis A or B. She begins 
antiretroviral therapy and quickly 
becomes undetectable with CD4 cell 
counts of 450 cells/mm³. What is the 
best approach to hepatitis vaccination?

a Start Hepatitis A series first, then 
after completing it, start Hepatitis 
B series

b Start Hepatitis B series first, then 
after completing it, start hepatitis 
A series

c Start Hepatitis A and B series 
together

d Start Hepatitis B series first, 
then after the first vaccine, start 
hepatitis A series.

4. A 19 year old male is diagnosed with 
acute HIV infection in December 2014. 
He has had no medical care for a few 
years but has felt healthy and been 
able to work full time in a technology 
firm. His viral load is 100,000 copies 
and his CD4 cell count is 55 cells/
mm³. Which is the most appropriate 
strategy?

a Varicella vaccine
b Influenza vaccine
c Hepatitis B vaccine
d Human papillomavirus vaccine 

(HPV)

5. An 18 year old female with well 
controlled perinatal HIV infection is 
establishing care at your hospital based 
clinic. She is immune and up-to-date 
with HAV, HBV, MMR, Varicella, Td and 
annual influenza vaccinations. She 
seeks guidance on anything else she 
needs before going to college and living 
on campus. She has also been dating 
and is ready to start a sexual relationship 
with her boyfriend. In addition to 
counseling about condoms and 
contraception, which of the following 
would you recommend? 

a Meningococcal and HPV 
vaccines, co-administered

b Only Meningococcal vaccine
c Only HPV vaccine
d Meningitis and HPV vaccines, but 

separated by 4 weeks

6. A 5 year old girl with perinatal HIV 
infection recently emigrated to the 
U.S. Parents state she received all 
age appropriate vaccines in India. You 
review her records and cannot find 
documentation for pneumococcal 
vaccination. What pneumococcal 
vaccine(s) would you recommend?

a PCV13, then PPSV23 8 weeks 
later

b PPSV23 

c PPSV23, followed by PCV13
d PCV7, followed by PPSV23 8 

weeks later

7. For that same child in question 6, 
what viral serologies would you 
consider checking?

a HBV
b Measles
c Rubella
d All of the above

8. Which of the following is not a risk 
factor for HAV infection?

a Injection drug use
b HIV infection
c Travel to an HAV endemic 

country
d MSM

9. A newly diagnosed 15 year old HIV-
infected male comes for his first visit. 
You want to evaluate for possible 
HBV co-infection and evidence of 
immunity. The specific tests that 
should be ordered in accordance with 
the DHHS guidelines include:

a HbsAg, HBV viral load PCR
b Anti-HBs antibody, HBeAg
c HbsAg, anti-HBs antibody, and 

anti-HBc antibody
d Anti-HBs antibody

10. The combination vaccine containing 
both MMR and Varicella (MMRV) 
should be used in HIV-infected 
persons.

a True
b False

Pediatrics to Geriatrics  POST TEST — Page 1 of 1

IMMUNIZATION NEEDS OF PERSONS LIVING WITH HIV: 

http://ccoe.rbhs.rutgers.edu/catalog/


Page 20 / New Jersey AIDSLine, Summer 2015 CE Activity Code: 17HH03 — This form may be photocopied.

Continuing
EducationCE

In order to obtain continuing education credit, participants are required to:

(1)  Read the learning objectives, review the activity, and complete the post-test.

(2)  Complete this registration form and the activity evaluation form on the next page. Record your test answers below.

(3)  Send the registration and evaluation forms to: Rutgers Center for Continuing & Outreach Education 
• VIA MAIL: 30 Bergen St., ADMC 7, Newark, NJ 07103 • VIA FAX: (973) 972-7128

(4)  Retain a copy of your test answers. Your answer sheet will be graded and if you achieve a passing score of 70% 
or more, a credit letter and the test answer key will be mailed to you within four (4) weeks. Individuals who 
fail to attain a passing score will be notified and offered the opportunity to complete the activity again. 

Online option: This activity will be posted at http://ccoe.rbhs.rutgers.edu/catalog/ where you may obtain a credit letter upon 
successful completion of the online post-test and evaluation. Please note: CE credit letters and will only be issued upon 
receipt of completed evaluation form.

SELF-ASSESSMENT TEST 
Circle the best answer for each question.

1. A  B  C D 2. A B C D 3. A B C D  4.  A B C D 5. A B C D 

6. A  B  C D  7. A B C D 8. A B C D 9.  A B C D 10. A B 

– PLEASE PRINT –

First Name      M.I.    Last Name     Degree  

Profession       Specialty      

Company/Affiliation          

Preferred Mailing Address:  Home  Business

Address            

City        State    Zip Code    Country  

Phone      Email

Indicate the type of continuing education credit you wish to obtain as a result of your participation in this activity.

 Nurses: 1.02 CNE Contact Hour. Contact Hours Claimed: —  

 Physicians: 0.75 AMA PRA Category 1 Credit™ : Credits Claimed: —

 General: Continuing Education Units (CEUs) (up to 0.1) Claimed: —

One credit/contact hour for each hour of participation. Continuing Education Units: one unit per ten hours of participation. 

I attest that I have completed this activity as designed. I will report the number of credits/contact hours claimed during my filing 
of continuing education credit with professional organizations, licensing boards, or other agencies.

Signature         Date   

Release date: June 1, 2015 • Expiration date: Credit for this activity will be provided through May 31, 2017. 
A CE credit letter will be mailed to you in approximately 4 weeks.

Rutgers Center for Continuing & Outreach Education 
30 Bergen St . ADMC 7 • Newark, New Jersey 07103 • Phone: 973-972-4267 or 1-800-227-4852 • Fax: 973-972-7128

Pediatrics to Geriatrics
REGISTRATION FORM

IMMUNIZATION NEEDS OF PERSONS LIVING WITH HIV:  

http://ccoe.rbhs.rutgers.edu/catalog/


New Jersey AIDSLine, Summer 2015 / Page 21CE Activity Code: 17HH03 — This form may be photocopied.

Continuing
EducationCE

The planning and execution of useful and educationally sound continuing education activities are 
guided in large part by input from participants. To assist us in evaluating the effectiveness of this 
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PROGRAM OBJECTIVES: Having completed this activity, you are better able to: 
 Strongly Agree Strongly Disagree

Objective 1: Describe recommendations for use of select inactivated and live vaccines 
for the pediatric to geriatric HIV-infected population. 5 4 3 2 1

Objective 2: Identify other vaccinations (primary and booster) needed by adolescents  
and adults living with HIV who have had their primary childhood vaccinations. 5 4 3 2 1

OVERALL EVALUATION: Strongly Agree Strongly Disagree

The information presented increased my awareness/understanding of the subject. 5 4 3 2 1

The information presented will influence how I practice. 5 4 3 2 1

The information presented will help me improve patient care. 5 4 3 2 1

The authors demonstrated current knowledge of the subject. 5 4 3 2 1

The program was educationally sound and scientifically balanced. 5 4 3 2 1

The program avoided commercial bias or influence. 5 4 3 2 1

The self-assessment was appropriate and helpful. 5 4 3 2 1

Overall, the program met my expectations. 5 4 3 2 1

I would recommend this program to my colleagues. 5 4 3 2 1

Based on the content of the activity, what will you do differently in the care of your patients? (check one)

 Implement a change in my practice.  Do nothing differently as the content was not convincing.

 Seek additional information on this topic.  Do nothing differently. System barriers prevent change. 

 Do nothing differently. Current practice reflects activity recommendations. 
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CROI 2015 Update
Marshall J. Glesby, MD, PhD

Regional Clinical Director, New York-New Jersey AETC, Professor of Medicine, Weill Cornell Medical College

The 2015 Conference on Retro-
viruses and Opportunistic Infec-
tions (CROI) took place in Seattle 
at the end of February. Among 

the 4,000 scientists and clinicians in at-
tendance, those of us from the North-
east had both a respite from the cold, 
ice, and snow and an exciting four days 
focusing on the latest developments 
in the field of HIV. I have summarized 
some of the clinically relevant highlights 
in this review.

Pre-exposure prophylaxis (PrEP) to pre-
vent acquisition of HIV infection was a 
major focus of the meeting. In the ea-
gerly anticipated French Ipergay study, 
400 high risk HIV uninfected men who 
have sex with men (MSM) were ran-
domly assigned to PrEP with tenofovir/
emtricitabine (TDF/FTC) or matching 
placebo.1 The study tested the novel 
strategy of “on demand” rather than 
continuous dosing of the PrEP regimen. 
Participants were instructed to take two 
doses of TDF/FTC within 2-24 hours pri-
or to having sex and single doses 24 and 
48 hours later. With a median follow-up 
of 13 months, 16 participants acquired 
HIV infection—14 in the placebo arm 
and 2 in the TDF/FTC arm–for an ef-
ficacy of 86%. The two participants in 
the active arm who were newly infected 
with HIV actually had stopped PrEP at 
least two months before, despite being 
sexually active, and had undetectable 
drug levels. As expected, TDF/FTC was 
well tolerated with mild gastrointestinal 
side-effects predominating. Participants 
took a median of 14 pills per month 
and one-quarter took 20 pills or more 
per month, suggesting that dosing was 
closer to continuous for some. At a mini-
mum, these results suggest that use of 
PrEP only during high risk periods of 
time might be an effective strategy for 
some individuals. 

A theoretical concern about 
PrEP is that persons taking 
it may engage in higher risk 
sexual behaviors–so called 
“risk compensation”–because 
they may feel protected. This 
phenomenon has not been 
observed to date in several 
blinded, placebo-controlled 
trials of PrEP regimens. In 
these research studies, how-
ever, participants did not 
know if they were taking 
active drugs or placebo and 
thus may not have felt pro-
tected. The PROUD study 
evaluated the effective-
ness of PrEP with TDF/FTC 
in a real world setting of 
13 sexual health clinics in 
England.2 Over 500 MSM 
who reported condom-
less anal sex in the past 
90 days were randomly 
assigned to immediate 
PrEP versus deferral for 
12 months; this was not 
a blinded study and par-
ticipants knew their group assignments. 
The HIV infection rate was quite high in 
the men assigned to deferred PrEP (8.9 
per 100 men per year) compared with 
1.3 per 100 per year in the immediate 
PrEP group, corresponding to 86% effi-
cacy. Thus, PrEP performed well in this 
real world setting and risk compensation 
seemingly did not have a major impact 
on its efficacy.

The HIV care continuum or treatment 
cascade is a major focus of the National 
HIV/AIDS Strategy and the AIDS Educa-
tion and Training Center (AETC) Pro-
gram. In a study led by Wafaa El-Sadr of 
Harlem Hospital in New York City, inves-
tigators from the HIV Prevention Trials 
Network evaluated whether providing 
financial incentives to patients in the 
Bronx, NY and Washington, D.C. would 
increase linkage to care and viral sup-
pression rates.3 While the details of the 
study design and results are complex, 
the bottom line is that providing gift 
cards valued at $125 for attending an 
initial clinic visit after testing positive did 
not improve linkage to care rates. Over-
all, providing $70 gift cards to individual 
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patients every quarter that they had a 
suppressed viral load did not improve 
rates of suppression though the strat-
egy did seem to help in the subset of 
hospital-based clinics, sites with fewer 
patients, sites with lower suppression 
rates at baseline, and during the peak 
of the intervention. While disappointing 
as a whole, perhaps there are subsets 
of clinics where provision of financial 
incentives might improve viral suppres-
sion rates, though this strategy would 
require further study.

The pipeline of investigational antiret-
roviral drugs appears more promising 
in 2015 than it has the past few years. 
Two oral presentations on tenofovir alaf-
enamide (TAF), a novel tenofovir pro-
drug, garnered considerable attention at 
CROI. Compared with the FDA-approved 
formulation of tenofovir, tenofovir diso-
proxil fumarate (TDF), TAF yields over 
four times greater intracellular levels of 
the active tenofovir metabolite and over 
90% lower plasma levels. Earlier studies 
suggested that these unique pharma-
cologic properties resulted in fewer ad-
verse effects with comparable virologic 
efficacy. The pooled results of two phase 
III double-blinded trials comparing single 
tablet regimens of cobicistat/elvitegra-
vir/emtricitabine with either TAF or TDF 
confirmed the earlier data. From the vi-
rologic perspective, the combination pill 
with TAF performed as well as TDF at 
week 48 and had less adverse effects 

on renal function and bone min-
eral density, the two major longer 
term toxicities of concern with 
the current TDF formulation.4,5 
The expectation is that the TAF-
containing combination pill stud-
ied here will be approved by the 
FDA sometime this year and that 
co-formulations of TAF with em-
tricitabine and emtricitabine plus 
rilpivirine will follow. 

While virologic failure rates of con-
temporary first-line antiretroviral 
regimens are low, a minority of 
patients, most of whom initiated 
therapy with older regimens, have 
exhausted many of the available 
drugs due to resistance and/or 
toxicity issues. Promising data at 

CROI on investigational drugs in two 
novel classes provides some hope for 
these patients. Researchers from Bris-
tol-Myers Squibb presented data from 
a phase I trial of varying doses of BMS-
955176, an investigational second gen-
eration HIV maturation inhibitor, showing 
potent reduction of viral load (maximum 
reduction of 1.70 logs) and favorable 
short-term safety with 10 days of 
monotherapy.6 Maturation inhibi-
tors act at a late stage of the viral 
life cycle to prevent cleavage of the 
HIV gag protein by HIV protease. 
Some readers may recall that the 
first generation drug in this class, 
bevirimat, was plagued with lack 
of efficacy in about half of patients 
due to naturally occurring genetic 
differences (polymorphisms) in 
HIV gag. The 955176 drug retains 
activity against viral strains that are 
intrinsically resistant to bevirimat 
and appears promising at this ear-
ly stage of development. 

Investigators also presented ad-
ditional follow-up data on an in-
vestigational HIV attachment inhibitor, 
BMS-663068, in a phase II trial of treat-
ment-experienced patients. This oral 
drug is converted in the body to BMS-
626529, which targets the outer enve-
lope of HIV (gp120), preventing it from 
binding to the target CD4 T-cells. Used 
in combination with TDF and raltegravir, 

the investigational drug performed simi-
larly to atazanavir/ritonavir.7

New clinical trials data on direct acting 
antivirals for hepatitis C virus (HCV) in 
patients with HIV infection have con-
firmed that this population also responds 
extremely well to the newer regimens. 
Specifically, the overall rate of sustained 
virologic response (SVR12)–that is hav-
ing undetectable HCV virus in the blood 
12 weeks after stopping therapy–in the 
ION-4 study of 12 weeks of therapy with 
sofosbuvir/ledipasvir was 96% and simi-
lar among those who were treatment 
naïve, experienced, or cirrhotic.8 The 
ALLY-2 trial demonstrated excellent ef-
ficacy with 12 weeks of therapy with so-
fosbuvir plus daclatasvir (97% and 98% 
in treatment naïve and experienced pa-
tients, respectively), though a shortened 
8-week course did not perform as well.9 
Of note, drug-drug interactions with anti-
retrovirals limit antiretroviral options with 
ledipasvir and may necessitate dose ad-
justments of daclatasvir. John Faragon, 
Pharm.D., has developed clinician sup-
port tools focused on HCV drug-drug 
interactions that are available on the NY/

NJ AETC website (http://www.nynjaetc.
org/clinical_support.html).

In the area of HIV-related complications, 
two clinical trials of statin drugs dem-
onstrated favorable effects on high risk 
atherosclerotic plaque (lesions in the 
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coronary arteries that are prone to rup-
ture and cause heart attacks) and thick-
ness of carotid arteries measured by ul-
trasound, which is a proxy for coronary 
atherosclerosis.10,11 These studies sup-
port the rationale for an upcoming NIH-
funded 6500 patient placebo-controlled, 
clinical endpoint trial of pitavastatin, the 
Randomized Trial to Prevent Vascular 
Events in HIV (REPRIEVE) study, which 
is opening at multiple sites across the 
country, including the New Jersey region 
(www.reprievetrial.org). 

While lipoatrophy (loss of subcutane-
ous fat beneath the skin) is much less 
common since use of stavudine and zi-
dovudine have fallen out of favor, gain 
of central (deep visceral) fat remains a 
vexing, poorly understood problem for 
some patients. The AIDS Clinical Trials 
Group 5260s study presented at CROI 
clarified that gains in visceral fat were 
similar in patients randomly assigned to 
atazanavir/ritonavir, darunavir/ritonavir, 
or raltegravir, all in combination with 
TDF/FTC.12 

Lastly, smoking remains an important 
concern among HIV-infected patients 
in diverse settings. A French group 
conducted a randomized, placebo-con-
trolled trial of varenicline as a smoking 
cessation aid in HIV-infected patients 
who were motivated to quit and without 
psychiatric co-morbidity or concurrent 
illicit drug use. The study demonstrated 
that 18% of varenicline recipients were 
abstinent from smoking from weeks 
9-48 compared with 7% on placebo.13 
As expected, side effects were greater 
in the varenicline arm, especially neu-
ropsychiatric symptoms. The quit rate, 
while disappointingly low, is in the same 
range of studies in the general popula-
tion. 

While CROI is always filled with high 
quality research, this year’s conference 
in particular had an abundance of im-
portant studies, many of which will 
impact clinical care in the near future. 
The next major HIV conference–the 
8th International AIDS Society Confer-
ence on HIV Pathogenesis, Treatment, 
and Prevention–will also be held in the 
Pacific Northwest in Vancouver, British 
Columbia in July. v
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Call to Action
Cumberland County ranks 21 out of 21 coun-
ties in New Jersey in overall health factors 
and health outcomes. It is one of the poorest 
counties in the state with more residents liv-
ing in poverty, more persons uninsured and 
a higher unemployment rate than the state 
overall.1 The county has Chlamydia and Gon-
orrhea rates that are significantly higher than 
the state as a whole and is second only to Essex 
County which contains large urban areas such as Newark, East 
Orange and Irvington and has seen a 43% increase in reported 
chlamydia cases and a 64% increase in reported gonorrhea 
cases in the 5 years between 2008 and 2013.2 This spread 
of STDs is directly affected by social, economic, and behav-
ioral factors which influence social and sexual networks, access 
to and provision of care, willingness to seek care, and social 
norms regarding sex and sexuality.3

The surrounding counties of Gloucester and Salem share simi-
lar barriers to STD prevention and treatment. Salem county 
ranks 20 out of 21 New Jersey Counties in overall health fac-
tors and health behaviors, and Gloucester ranks 17 in clinical 
care.1 Gloucester has seen a 43% increase in reported chla-
mydia cases and a 144% increase in reported gonorrhea cases 
between 2008 and 2013. Salem has seen an increase of 20% 
in reported cases of chlamydia in this same time frame.2

Agricultural production is high in these southern New Jersey 
Counties, drawing an estimated 20,000 migrant farm workers 
to southern New Jersey each spring.4 Knowledge about pre-

ventative health practices, as well as access to preventative 
health care, is difficult for these farmworkers due to financial, 
transportation and language barriers. Thus, this community 
relies largely on emergency services, which are much more 
costly than preventative medicine.5

Community-Based Approach to STD Prevention
In response to the STD health disparities in these counties, the 
Division of HIV, STD and TB Services, STD Program (DHSTS, STD 
Program) began collaboration with the New Jersey Family Plan-
ning League (NJFPL) to devise a community-based approach 
modeled on the Centers for Disease Control and Prevention’s 
Community Approaches to Reduce STDs (CARs). This approach 
seeks to use community engagement and partnerships to build 
local STD prevention capacity.6 Given the shared health objec-
tives as well as overlaps in social networks and service agencies 
among Cumberland, Gloucester and Salem Counties, the inclu-
sion of all three counties in a community-based approach was 
determined the most efficient use of existing resources and the 
best means to avoid duplication of services.

The Cumberland-Gloucester-Salem Community Advisory Board 
(CGS-CAB) was established in October 2014. The initial board 
was comprised of community groups including the County 
Health Departments, Vineland City Health Department, Coun-
ty School districts, FamCare, Robins’ Nest Inc. and the lnspira 
Health Network. This initial group of multifaceted representa-

Cumberland-Gloucester-Salem 
Community Project to Reduce STDs
Amelia M. Hamarman, MS, MS Ed, STD Training Manager, NJDOH-Division of HIV STD and TB Services;
Paula Gordy, MSPH, CHES, Program Manager–New Jersey Family Planning League; and  
Deborah Polacek, RN, Director of Program Services–New Jersey Family Planning League 
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tives was brought together as a first step in 
identifying resources and developing strat-
egies to address the social and healthcare 
needs of three identified target populations 
that impact rising rates of STDs in these 
three counties: adolescents, displaced young 
adults, and migrant farm workers.

CGS-CAB Successes to Date
The CGS-CAB has made significant steps in 
its first six months since the inaugural meet-
ing in October 2014. To date the following 
accomplishments have occurred:

 ¡ Expansion of CAB membership to include 
the Cumberland, Salem, Gloucester 
Health and Wellness Alliance, CompleteC-
are (FQHC) and the Center for Family 
Services.

 ¡ Hiring of a full-time program manager 
(Paula Gordy, MSPH, CHES).

 ¡ Hiring of an evaluation team (CAI Global) 
and development of an initial evaluation 
plan to assess program effectiveness.

 ¡ Development of proposals for school-
based STD screening programs to present, 
by invitation, to upcoming Cumberland 
and Salem County superintendent round 
table meetings.
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 ¡ Facilitation and analysis of 2 out of 6 
planned focus groups amongst the 
three target populations.

 ¡ Capacity building training for Millville 
Public schools to assist in the revi-
sion of the current sexual health 
curriculum to include sexual risk 
reduction strategies.

 ¡ Development of formal collaborative 
agreements between health depart-
ments and health service agencies 
to provide mobile testing units in 
areas identified by focus groups.

Given the progress made in the initial 
six months of this project, the DHSTS, 
STD Program and NJFPL are optimistic 
that improvements will be seen in target 
populations’ access to care and subse-
quent STD rates.

Future Implications
If successful, the CGS-CAB model 
could be replicated in other New Jer-
sey communities with high STD rates. 
Rooting efforts within a community 
empowers community leaders and 
agencies to identify community needs, 
leverage resources, and develop strat-
egies appropriate to target populations. 
This level of community ownership 

may have significant potential for the 
establishment of long-term sustained 
partnerships and collaborations which, 
in turn, may positively impact STD-
rates and health outcomes in affected 
areas. v
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Garden State Infectious 
Disease Associates, 
the Rutgers School 

of Nursing, François-Xavier 
Bagnoud (FXB) Center and 
the Rutgers Biomedical and 
Health Sciences Center for 
Continuing and Outreach 
Education hosted the 25th 
Annual HIV Medical Update 
conference at the Crowne 
Plaza Hotel in Cherry Hill, 
New Jersey.

On December 10, 2014, 
over 180 physicians, physi-
cian assistants, advanced 
practice nurses, nurses, 
pharmacists, dentists, social 
workers and other health 
care professionals attended 
this year’s annual confer-
ence; the state’s largest and 
longest running HIV/AIDS 
conference. 

Landmark anniversary
This was a landmark anniver-
sary for the conference and was 
extremely special. The spotlight 
was on some of New Jersey’s 
best, most knowledgeable and 
dedicated clinicians from around 
the state who have been an im-
portant part of the fight against 
HIV/AIDS in New Jersey from 
the beginning of the epidemic. 
Dr. David Condoluci, Dr. Ann D. 
Bagchi, Dr. Anat Feingold, Dr. 
John Santoro, Dr. Nina Regevik, 
Dr. Henry Fraimow, Dr. Kathleen 

Casey and Dr. Ronald Nahass 
were the featured speakers. 

The conference topics included 
presentations on Hepatitis C 
and HIV Co-Infection, TB and 
HIV Co-Infection, HIV Related 
Stigma, Evidence Based Treat-
ment of HIV Exposed Infants, 
HIV Pre-Exposure Prophylaxis 
(PrEP), Anal Dysplasia, Cardio 
and Metabolic Conditions in 
HIV Patients and a look back 
over the last 25 years of diag-
nosis and treatment of HIV in 
New Jersey.

The Teddy DePrince Communi-
ty Award was presented to Mr. 
Emery Troy for his continued 
commitment and compassion 
in addressing the needs of the 
HIV/AIDS community. Mr. Troy 

co-founded Dooley House—
a home that provided care for 
those infected by and affected 
by HIV. Established in 1988, 
Dooley House was a place 
where the medical needs of 
AIDS infected babies and chil-
dren were met, and a place to 
call home. Today Dooley House 
is shifting focus to provide tem-
porary housing for homeless 
veterans and those suffering 
from military related issues in-
cluding HIV/AIDS.

The 26th Annual HIV 
Medical Update
The 26th Annual HIV Medi-
cal Update is scheduled for 
Wednesday, December 9, 2015, 
at the Crowne Plaza in Cherry 
Hill, NJ. v

25th Annual HIV Medical 
Update: The Many Faces of HIV

Michelle Thompson, Program Manager 
François Xavier Bagnoud Center, School of Nursing, Rutgers The State University of New Jersey

Pictured top from left to right: David Condoluci, DO, FACOI and John Santoro, DO, FACG, FACOI, 
AGAF. Inset photo: Mr. Emery Troy, recipient of The Teddy DePrince Community Award.  
Photo credit: Karen A. Forgash

Pictured far left from top to bottom, 
featured speakers: Dr. David Condoluci, 
Dr. Ann D. Bagchi, Dr. Anat Feingold, 
Dr. John Santoro, Dr. Nina Regevik, Dr. 
Henry Fraimow, Dr. Kathleen Casey 
and Dr. Ronald Nahass

Photo credit: Karen A. Forgash
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HIV/AIDS Quality Management Review 

Oral Health Care
Eileen Fenton, BS, RN, Clinical Coordinator; Heidi Haiken, MSW, MPH, LCSW, Program Manager; Laura Bogert, BSN, RN, 
Clinical Coordinator — François-Xavier Bagnoud Center, School of Nursing, Rutgers, The State University of New Jersey

Oral health care is an impor-
tant part of everyone’s overall 
health care yet it is often ne-
glected, considered less of a 
priority or simply not accessi-
ble by many. Dental diseases, 
if left unattended can manifest 
themselves into other larger 
health problems. Because of 
compromised immune sys-
tems, people living with HIV/
AIDS (PLWHA) are especially 
at risk for dental diseases. In 
addition, many signs of HIV 
infection can be found during 
routine oral health screening 
providing an opportunity for 
early HIV testing and diagno-
sis. The Surgeon General of 
the U.S. Public Health Ser-
vice stated, “Inadequate oral 
health care can undermine 
HIV treatment and diminish 
quality of life, yet many indi-
viduals living with HIV are not 
receiving the necessary oral 
health care that would opti-
mize their treatment.”1

The New Jersey Department of Health 
(NJDOH), Division of HIV, STD and TB 
Services (DHSTS), engaged the Fran-
çois-Xavier Bagnoud Center (FXB Cen-
ter) of Rutgers, The State University of 
New Jersey, to conduct Quality Man-
agement (QM) reviews of Ryan White 

Part B grant funded sites in 2012. The 
purpose of this quality improvement 
initiative is to enhance the quality of 
HIV care and services 
provided to individu-
als through this pro-
gram. The FXB Center 
quality management 
team follows the 
guidelines set forth 
in the Ryan White 
HIV/AIDS Treatment 
Modernization Act of 
2006 by using the 
Health Resources and 
Services Administra-
tion (HRSA) HIV/AIDS 
Bureau (HAB) perfor-
mance measures and 
the HIVQUAL (HQ)2 
sampling methodol-
ogy to guide its overall 
quality improvement 
assessment approach 
with 10 agencies an-
nually. In addition, the 
FXB Center provides 
technical assistance to 
these sites as they develop their qual-
ity improvement strategies. Oral health 
screenings performed by a dentist, one 
of the HRSA/HAB performance mea-
sures assessed, has consistently fallen 
below the performance goal. In re-
sponse to this and with the goal of im-
proving this measure, 5 Ryan White Part 
B funded dental agencies throughout 
New Jersey were added to the overall 
cohort of agencies receiving QM sup-
port in 2014. 

An initial dental data collection tool 
encompassing the HRSA/HAB perfor-
mance measures was developed in 
2014. These measures include: Clinical 

Oral Evaluation, Dental and Medical His-
tory, Dental Treatment Plan, Oral Health 
Education, Tobacco Use, Smoking Ces-

sation, Periodontal Screening or Ex-
amination, and Phase 1 Treatment Plan 
Completion3 (See Figure 1). The data 
collection tool is intended to be fluid 
and to change as HRSA/HAB measures 
change. It also allows customization that 
reflects the goals of the specific agency 
and/or identified client needs. Techni-
cal assistance is provided to improve 
any one of these measures and more 
generally to improve barriers to care that 
are found. The relationship between the 
QM team, Part B network providers and 
the NJDOH is cohesive, working collab-
oratively to ensure that expectations and 
needs are met. 
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Figure 1. QUALITY MANAGEMENT DENTAL DATA COLLECTION TOOL 

Data is collected using the HQ sam-
pling methodology for determining 
sample size and is based on the num-
ber of clients currently in care within 
that agency. The HQ model supported 
by HRSA began in 1992, and is used 
in many HIV clinics throughout the U.S. 
and internationally.2 All agencies are 
given an agency code, and Information 
obtained is completely anonymous. A 
comprehensive review of charts from all 
5 agencies was conducted from 2013-

2014. Following each review, a written 
report was sent to each agency and 
to the NJDOH DHSTS. Baseline data 
from these audits was used to estab-
lish a benchmark across agencies and 
to determine performance goals going 
forward. Quarterly steering committee 
meetings with the purpose of collabo-
rating around quality improvement ac-
tivities are also held. During the Decem-
ber 2014 steering committee meeting, 
the aggregate data collected from all 

5 dental agencies was presented by 
Dr. Steven S. Toth, DMD. Evaluation 
of the aggregate data at the 5 dental 
sites showed that oral health education 
was being completed during a patient’s 
annual or semi-annual checkup and 
cleaning. If a patient’s only appointment 
was to complete part of their dental 
treatment plan, such is the case with 
emergency visits, oral health education 
was not being completed. Counseling 
related to smoking cessation was con-

ORAL HEALTH SERVICES 
1. Did the patient have a Clinical Oral Evaluation at least 

once in the measurement year? 

q Yes q No 

q Not Applicable, Specify: __________________
 

 ________________________________________

 ________________________________________

 ________________________________________

 ________________________________________  

If YES:

1a. Did the patient have a Dental and Medical Health 
History (initial or updated) in the measurement year? 

 q Yes q No

1b. Did the patient also have a Dental Treatment Plan 
developed and or updated at least once in the mea-
surement year? 

q Yes q No

ORAL HEALTH EDUCATION
2. Did the patient receive Oral Health Education at least 

once in the measurement year? 

q Yes q No

3. Did the patient use tobacco products anytime during 
the measurement year? 

q Yes q No q Not Documented

3a. If YES:

Did the patient receive Smoking Cessation 
Counseling as part of the Oral Health Education? 

q Yes q No q Not Documented 

PERIODONTAL SCREENING OR EXAMINATION
4. Did the patient have a Periodontal Screen or Exami-

nation at least once in the measurement year? 

q Yes q No

PHASE 1 TREATMENT PLAN
5. Did the patient have a Phase 1 treatment plan estab-

lished in the year prior to the measurement year? 

q Yes q No

5a. If YES: Was the Phase 1 treatment plan completed 
within 12 months of its establishment? 

q Yes q No
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sistently found to need improvement 
across all sites. The audit unintention-
ally did not take into account those 
patients who are edentulous. Patients 
who have full dentures typically do not 
require periodontal screening or an 
examination. This negatively impacted 

the overall performance percentage 
for periodontal screening/examination 
as these patients were counted when 
they shouldn’t have been. This will 

be corrected in future reviews of this 
measure. Performance goals for 2015 
were then developed and agreed upon 
by those attending the steering com-
mittee meeting (See Figure 2). Based 
upon the results of these reviews, oral 

health education and 
the harmful effects of 
smoking will be the fo-
cus areas for year 2. In 
addition, retention of 
patients in dental care 
will also be assessed. 

In conclusion, access to 
dental care is vital for 
PLWHA and is often a 
neglected component 
of care for this popula-
tion. Quality manage-

ment projects offer insight into areas 
of needed performance improvement. 
Before the development of this project, 
there was little data on the dental care 

provided in these clinics. Adding the 
dental clinics to the Part B QM project 
provides an opportunity to improve this 
care and to further develop relation-
ships between Part B funded medical 
and dental clinics. So far the program is 
very well received by participating clin-
ics and is seen as a tremendous oppor-
tunity to improve care for the individu-
als served by these programs. v
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Figure 2.

Indicator Required For Numerator Denominator Percentage Part B Goals

Clinical Oral Evaluation All 290 297 97.6% 95%

Dental or Medical Health 
History

All 251 297 84.5% 90%

Dental Treatment Plan All 252 297 84.8% 90%

Oral Health Education All 211 297 71.0% 90%

Smoking Cessation 
Counseling

Patients using 
Tobacco

6 104 5.7% 50%

Periodontal Screening or 
Examination

All 193 297 65.0% 85%

Phase 1 Treatment Plan 
Completed within 12 months

Phase 1 
Treatment Plan

105 117 89.7% 90-95%
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Tuberculosis Continues to Decline in New Jersey

Tuberculosis Continues to 
Decline in New Jersey
Frank Romano, MPH, Senior Public Health Advisor, Division of HIV, STD and TB Services, New Jersey Department of Health 

There has been a 24 percent decrease in 
reported tuberculosis (TB) cases in New 
Jersey since 2010. Over the same time 
period, the incidence rate of TB in New 
Jersey decreased from 4.6 to 3.5/100,000 
population. The national average is 
3.0/100,000 population.

TB Cases/Case Rates* New Jersey, 2010–2014

Year No. Rate*

2010 405 4.6

2011 331 3.7

2012 302 3.4

2013 320 3.6

2014 308 3.5
*Cases per 100,000 population per year

During the project period (2010‒2014), TB case rates in New 
Jersey declined in all race/ethnicity groups. Based on the lat-
est population estimates, the highest rate occurred in the 
Asian population with 17.2 cases per 100,000; followed by 
Hispanics (6.1), Black or African American (3.8), and White 
(<1) in 2013.

NJ TB Case Rates 2004–2014
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New Jersey TB Cases 
US-born versus Foreign-born 1993—2014

During the project period, New Jersey saw a 43.1 percent 
decrease in US born TB cases and a 17.5 percent decrease 
in foreign-born cases.

New Jersey TB Cases 
HIV Negative versus HIV Positive

In 2010, New Jersey reported 7.1 percent of cases presenting 
with TB/HIV co-infection. At the end of 2014, the propor-
tion of co-infected cases decreased to 4.8 percent. Between 
2010 and 2014, New Jersey saw a 48.1 percent decrease 
in case-patients presenting with TB/HIV co-infection. There 
were 27 co-infected cases in 2010 and only 14 in 2014. v
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HIV/AIDS Training & Information Resources

Perinatal Update: HIV Case Study Day • October 6, 2015

26th Annual HIV Medical Update
Wednesday, December 9, 2015 • Crowne Plaza Hotel, Cherry Hill, NJ 
For more information contact: Michelle Thompson at ccthomps@sn.rutgers.edu or (973) 972-1293.

FranÇois-Xavier Bagnoud Center, School of Nursing, 
Rutgers, The State University of New Jersey 
65 Bergen Street, 8th floor
Newark, NJ 07101-1709

Keep up to date via email.
If you would like to be added to our electronic mailing list, visit our website at www.fxbcenter.org. To confirm your email address, or be deleted 
from the mailing list, please contact FXBCenter@sn.rutgers.edu. You will receive an e-mail when New Jersey HIVLinks is posted on the website.

New Jersey Department of Health–Division of 
HIV, STD, and TB Services (NJDOH-DHSTS) 
(609) 984-5874 • www.state.nj.us/health/aids

 ¡ NJ HIV/AIDS statistical reports, regulations, 
forms, and links to HIV care, prevention 
programs, and training 

 ¡ New Jersey rapid testing site: www.state.nj.us/
health/aids/rapidtesting

 ¡ New Jersey AIDS/STD Hotline: 
(800) 624-2377 

François-Xavier Bagnoud (FXB) Center, School 
of Nursing, Rutgers, The State University of New 
Jersey (973) 972-5644 • Fax: (973) 972-0397 • 
http://www.fxbcenter.org/about.html

 ¡ HIV/AIDS conferences, training 

 ¡ Free online continuing education (CE) credits 
for healthcare professionals 

 ¡ HIV/AIDS MEDICAL UPDATE SERIES: 
with funding from NJDHSS 

 ¡ Free on-site HIV medical education for healthcare 
sites. Contact Michelle Thompson at  
(973) 972-1293 or ccthomps@sn.rutgers.edu

AIDS Education and Training Center (AETC) 
National Resource Center: www.aidsetc.org
 ¡ NY/NJ AETC: www.nynjaetc.org 

AIDSinfo: a service of the U.S. Department of 
Health and Human Services, offers access to 
the latest, federally approved HIV/AIDS medical 
practice guidelines, HIV treatment and prevention 
clinical trials, and other research information. 
http://www.aidsinfo.nih.gov/

AIDS InfoNet: HIV treatment fact sheets in English 
and 10 other languages.  
www.aidsinfonet.org

U.S. National Institutes of Health: a registry 
and results database of publicly and privately 
supported clinical studies conducted around the 
world. http://clinicaltrials.gov

Centers for Disease Control and Prevention 
(CDC): http://www.cdc.gov/hiv/default.html

Health Resources and Services Administration 
(HRSA): http://www.hrsa.gov

FDA MedWatch: (800) FDA-1088; Subscribe to 
e-bulletin: www.fda.gov/medwatch/elist.htm 

HealthHIV: Advances effective prevention, care 
and support for people living with, or at risk for, 
HIV by providing education, capacity building, 
health services research, and advocacy.   
http://www.healthhiv.org/index.php

Clinician Consultation Center: 
http://www.nccc.ucsf.edu/ 

 ¡ Warmline: (800) 933-3413 

 ¡ Post-Exposure Prophylaxis Hotline/PEPline: 
(888) 448-4911 

 ¡ Perinatal HIV Hotline: (888) 448-8765 

National Quality Center: no-cost, technical 
assistance for Ryan White funded grantees to 
improve the quality of HIV care nationwide.  
www.nationalqualitycenter.org 

TARGET Center: technical assistance and training 
resources for the Ryan White community.  
www.careacttarget.org

NJDOH-DHSTS The New Jersey AIDS Drug Distribution Program (ADDP) and Social Media for 
Agencies, Centers and Academic Institutions http://hpcpsdi.rutgers.edu/training/main.php

NY/NJ AETC Cervical Pap Test Training Program for Clinical Providers  
http://www.nynjaetc.org/on-demand/cervicalpapprogram.html or (212) 304-5530  

NY/NJ AETC Online training and education for healthcare professionals providing care and 
services for people living with HIV, the first online learning module is Hepatitis C Medications and 
Special Considerations for People Living with HIV. https://learn.nynjaetc.org/accounts/login/?next=/

The NY/NJ AETC disseminates clinical support tools developed by our faculty experts. These 
products are designed to provide quick and easy references for providers.  Our newest tools 
include Timelines for Expected Hormonal Changes in Trans Women & Trans Men, HIV and HCV 
Drug Interactions: A Quick Guide for Clinicians and The role of Integrase Strand Transfer Inhibitors 
in HIV Care. Our website offers continuing education accredited videos and monographs. Courses 
are available for physicians, physician assistants, nurse practitioners, nurses, pharmacists, and 
oral health providers. All activities are free of charge. Please visit www.nynjaetc.org today.

We’re changing our name in December 2015 to New Jersey HIVLinks.
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