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s of 2010, 26% of new HIV
infections in the United
States (U.S.) are among individuals 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-infected 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 strengthened in the U.S., but limited research exists to
recommend new strategies. We do know that sexual health education, condom availability and use,
and sexually transmitted infection (STI) screening, diagnosis, 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 guideline, 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 prophylaxis (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 regarding prescription of STI/HIV prophylaxis treatment to adolescent 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 jurisdictions (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 adolescent minors, individual institutional policy differences, and
differing levels of maturation of young adolescents, adolescent
health care providers are often questioning their needed approach and feel caught between a rock and a hard spot.
However, the evidence is very clear for those ≥18 years, PrEP,
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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 regimen 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 complete sexual history. The CDC A Guide to Taking
a Sexual History stresses that sexual histories
should include five P’s.9 This helps in remembering all topics important in any sexual history.
The first P is for partners: this refers to number
of partners, gender, and sexual identity of partners, 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 practiced, 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), specific 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 discussion of difficult topics (e.g., sexual assault, relationships, relationship violence, sex for trade, substance
use) with adolescent patients, and to establish a rapport. 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 information 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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Practice Tips
all adolescents should receive extensive
counseling on HIV/STI transmission, including risk of acquisition of STI/HIV in
relation to the specific sexual risk behaviors 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 education about HIV chemoprevention strategies 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 higherrisk behavior or are thought to be at high
risk for other reasons should be encouraged 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:

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 results are not expected until early 2016.
Currently, using PrEP for chemoprevention in high-risk adolescents <18 year old
should be considered and a careful riskbenefit 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 HIVinfected 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).

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.

The IPERGAY study was intended to address issues of adherence, as well as cost
and potential side effects of daily antiretroviral 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 presented at the Conference on Retroviruses
and Opportunistic Infections in Seattle
(CROI 2015).

Risk/Benefit ratio of starting
a person at HIV-risk on PrEP

Future data on PrEP use in
younger adolescents

The medication currently used for daily
PrEP, emtricitabine/tenofovir disoproxil
fumarate, TDF/FTC (Truvada®), is U.S.
Food and Drug Administration (FDA) approved 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-uninfected—and that is a problem, according
to a growing number of public-health researchers and advocates.10,11 On the one

There are currently two studies evaluating the use of PrEP as chemoprevention
in HIV-uninfected adolescents. “Project
PrEPARE” is a national clinical trial conducted 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
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to lower its age requirements for the use
of TDF/FTC for PrEP as HIV prevention.11
The CHAMPS study (Choices For Adolescent 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 comprehensive HIV prevention package in
healthy, HIV-uninfected adolescents 1519 years of age.12

Summary
When discussing age-related considerations, there are currently two main issues to address: 1) all adolescents who
are sexually active and/or have a history
of injection drug use should be encouraged to receive HIV screening and testing, whether there is parental/guardian
involvement or not. Although parental/
guardian involvement is ideal, it may at
times jeopardize the safety of the adolescent. As outlined by McGuire and
Bruce (2009), state consent laws allow
unemancipated minors to consent to
certain types of medical treatment without parental consent including: diagnosis
and treatment for STIs, diagnosis and
treatment for substance abuse and other
mental health problems, and reproductive 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 treatment).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 discussion, in any state or jurisdiction, on the
need for parental consent for prevention
of HIV and STIs, or whether an unemancipated minor can provide consent for STI
chemoprevention, in this case PrEP. Currently, one barrier to the widespread provision 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 adolescents <18 years of age is supportive of
the use of TDF/FTC for PrEP in HIV-uninfected 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 patient 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 comprehensive 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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STATEMENT OF NEED
Over the past 3 years, new recommendations have been
made for the primary care immunization of persons living with HIV (PLWH) by the Infectious Diseases Society of
America (2013) and the Centers for Disease Control and
Prevention (2014). Specific immunization recommendations 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-valent 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 vaccinations are given as recommended in national guidelines.
In addition to pneumococcal vaccinations, influenza vaccinations 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 vaccination. 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 implementation of current recommendations for immunizing
persons of all ages living with HIV against preventable
diseases.
TARGET AUDIENCE
This activity is designed for physicians, physician assistants, advanced practice nurses, nurses and health educators, 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-assessment 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 selfassessment 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 materials. This activity may also be completed online at http://
ccoe.rbhs.rutgers.edu/catalog/.
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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
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on Accreditation. Provider Number P173-12/12-15. Provider 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 Education 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 sponsorship, capable direction and qualified instruction. Participants 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
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peer-reviewed for relevance, accuracy of content and balance of presentation by John Nelson, PhD, CPNP.
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individuals in a position to control the content of this educational activity are required to disclose to the activity
participants: 1) the existence of any relevant financial relationship 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 identification of a commercial product/device that is unlabeled
for use or an investigational use of a product/ device not
yet approved.
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OFF-LABEL/INVESTIGATIONAL USAGE DISCLOSURE
This activity does not contain information of commercial
products/devices that are unlabeled for use or investigational uses of products not yet approved.
Content Disclaimer: The views expressed in this activity are those of the faculty. It should not be inferred or
assumed that they are expressing the views of NJDOH –
Division of HIV, STD and TB Services, any manufacturer
of pharmaceuticals or devices, or Rutgers University. It
should be noted that the recommendations made herein
with regard to the use of therapeutic agents, varying disease states, and assessments of risk, are based upon a
combination of clinical trials, current guidelines, and the
clinical practice experience of the participating presenters.
The drug selection and dosage information presented in
this activity are believed to be accurate. However, participants are urged to consult all available data on products
and procedures before using them in clinical practice.
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including translation into other languages. No part of this
activity may be reproduced or transmitted in any form or
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Living with HIV: Pediatrics
to Geriatrics
Sima S. Toussi, MD Assistant Professor of Pediatrics; Patricia DeLaMora, MD, Associate Professor of
Pediatrics; and Harjot K. Singh, MD, ScM, Assistant Professor of Medicine, Weill Cornell Medical College
Sima S. Toussi is a pediatric infectious disease physician at NewYork-Presbyterian Hospital/Weill Cornell
Medical College. Patricia DeLaMora is a pediatric infectious disease physician at NewYork-Presbyterian
Hospital/Weill Cornell Medical College. Harjot K. Singh is an infectious disease physician at NewYorkPresbyterian Hospital/Weill Cornell Medical College.

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 adolescents and adults living with HIV who have had their primary
childhood vaccinations.

Introduction:

P

reventive care is an integral part of the management of HIV-infected persons and
immunizations are the cornerstone to this prevention. Several groups provide immunization guidelines for the HIV-infected person, including the Centers for Disease Control/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 consideration 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, rubella, and varicella zoster virus.

Release Date: June 1, 2015 • Expiration Date: May 31, 2017 • Course Code: 17HH03

To receive continuing education (CE) credit, complete
the exam, registration, and evaluation forms on-line at
http://ccoe.rbhs.rutgers.edu/catalog/ or that follow this article.
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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 considered valid.6 Recommended minimal
intervals between doses should be adhered to however, if a dose is delayed,
the series should be resumed as soon
as possible.

While immune control in the HIV-infected person at time of vaccination can
enhance immediate and long-term immunogenicity,7 virologic failure and loss
of immune control can conversely compromise previously acquired immunity.
For certain vaccines, serostatus should
be assessed to determine if revaccination 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 minimum 4 weeks, but often longer in infant
and children. In order to maximize prevention of vaccine preventable illnesses
in the HIV-infected patient, household
members should be similarly encouraged to receive age appropriate inactivated vaccines. Vaccines for measles,
mumps, rubella, varicella zoster, influenza and rotavirus can be given to household members of HIV-infected persons.
Live oral polio virus, however, should not
Page 8 / New Jersey AIDSLine, Summer 2015

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. Behavioral 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 asymptomatic. 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 initially only recommended for administration 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 recommendations for healthy children over 2 years
of age, adolescents and adults are determined 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, chronic liver disease or clotting disorders, or
close contacts of children recently adopted 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 doses in HIV-uninfected subjects approaches 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, immunogenicity in HIV-infected children was
lower when compared to healthy children after one vaccine dose, but comparable to healthy children after completion 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 immunogenicity 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 patients 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 vaccine, 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-protective levels after a standard 2 dose series,18 but this is not yet standard of care.
HIV-infected infants and children. The
guidelines for administration of HAV vaccine 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. Children over 2 years of age should be vaccinated 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 recently 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 receive the 2 dose vaccine series, separated by 6 months. The combined HAVHBV 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 perinatal exposure to an HBV-infected mother,
sexual contact, or percutaneous exposure to infectious body fluids. Prior to
the implementation of 1) routine hepatitis B surface antigen (HBSAg) screening
in all pregnant women and immunoprophylaxis 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 19902002.20 Clinical manifestations of acute
infection include nausea, vomiting, abdominal pain, arthralgias, and jaundice.
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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 access to treatment. Credit: Richard Levine / age fotostock

Acute infection can be
symptomatic or asymptomatic, especially in infants 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 population and declines with age: 90% in infants, 25-50% in children, and 5-10% in
adolescents and adults. Complications
of chronic HBV infection include cirrhosis, hepatocellular carcinoma, and premature death, all of which can be exacerbated in patients who are co-infected
with HIV.21,22

the U.S. is limited, ranging from 2.6%
to 23.7%; with higher prevalence rates
described in the sexually infected cohort.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 patient by HBSAg, hepatitis B surface antibody (anti-HBs), and hepatitis B core
antibody (anti-HBc), in accordance with
national guidelines.26

Data on the seroprevalence of HBV coinfection in HIV-infected adolescents in

The duration of immunity following
HBV vaccination in infancy is up to two
continued on next page
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decades in greater than 90% of healthy children and adults,
even though the anti-HBs titer may become low or undetectable.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 immunogenicity 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. HIVinfected 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 completing 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 vaccination 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 genital and oropharyngeal cancer among men and
women. It is transmitted via sexual or other intimate (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-infected persons compared to HIV-uninfected persons.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 reductions in the incidence of vaccine serotype specific 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 recommended through age 26 for males, including MSM, and age
Page 10 / New Jersey AIDSLine, Summer 2015

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 myalgias and cough. Infection can cause upper and lower respiratory tract infections, and can increase the risk of bacterial
superinfections such as acute otitis media and bacterial pneumonia. Influenza illness leads to significant morbidity and mortality, 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 illness and transmission.
The inactivated vaccine is immunogenic in HIV-infected children and adults.45,46 However,
the serological response of HIVinfected persons to the influenza
vaccine is diminished when compared to HIV-uninfected children
and adults.47,48 This is especially
true in the aging HIV population.
One study found that immune activation associated with HIV infection was associated with impaired
response to the influenza vaccine
in those older than 55 years.49 Immunogenicity can be enhanced if
the influenza vaccine is administered to adults receiving antiretroviral therapy (ART) and with viral
load suppression.47,50
HIV-infected infants and children. The inactivated trivalent
or quadrivalent influenza vaccine
is recommended annually for all
children 6 months and older. Children 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. Inactivated influenza vaccine should be offered annually.

Meningococcal vaccine
Meningococcal vaccine protects against meningitis caused by
Neisseria meningitides. Meningococcal disease is a bacterial infection 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 reduction in incidence in the U.S., case fatality frequency is approximately 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 serotypes.51
Routine vaccination of HIV-infected persons is not recommended for all groups, but is recommended for those with
additional risk factors. A New York City (NYC) study from 20002011 found that HIV-infected persons were 10 times more likely 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 meningococcal vaccines are currently available, all containing serogroups A,
C, W, and Y. The polysaccharide vaccine (MPSV4) has a minimum 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 percentage <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, separated 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.
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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 recommend that HIV-infected MSM as well as men who reside
outside NYC but engage in regular close or intimate sexual contact with men meet through an online website, digital applications, 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 colonizes the upper respiratory tract, with carriage rates ranging
from 21% to 90% in young children.5 Risk factors for pneumococcal 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, pneumonia, meningitis and bacteremia in the pediatric and adult
populations. Less common manifestations include endocarditis, 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 decline in the incidence of hospitalizations for invasive pneumococcal 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 administered 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 evaluated children with perinatally acquired HIV infection found that
they had robust responses to most serotypes, and this was associated 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 viral 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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Tetanus, Diphtheria, and Pertussis Vaccine

Dirty white pseudomembrane classically seen in diphtheria

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 completing 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 received 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 between 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 previously not received in adulthood, at least 1 year after PPSV23.

Vaccination against tetanus, diphtheria and pertussis is recommended 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 infection 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 incidence in patients >65 years of age.69 Diphtheria is a bacterial 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 complications 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 indicated 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 HIVuninfected 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 recommended 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 adulthood. They should continue to receive decennial Td boosters
as well.70
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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 illnesses 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 pneumonia, 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 routinely 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 This thin-section transmission electron micrograph
of immunity, and birth (TEM) reveals a single virus particle, or virion, of
after 1957.80 For HIV- measles virus. Photo Credit: Cynthia Goldsmith,
Centers for Disease Control and Prevention
infected persons with
loss of viral control and
decline in CD4 cell count since vaccination was completed, repeat 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 HIVinfected children and adults have shown safety and immunogenicity, although less immunogenicity than among HIV uninfected persons.82-85
HIV-infected infants. Infants >6 months of age with CD4 percentages ≥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 administered after the first birthday.
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HIV-infected children. Two doses of MMR vaccine are recommended 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 nonimmune to any component of the the MMR vaccine and
CD4≥200 cells/mm³, 1-2 doses of MMR vaccine are recommended, separated by 4 weeks.

Varicella Vaccine
Varicella zoster virus (VZV) usually causes a self-limited viral illness 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 disease or herpes zoster, laboratory confirmation of disease, laboratory 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 guideline 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 defined 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 recommendations 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 HIVinfected persons and have led to significant reductions in infectious 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 agespecific review of vaccines should help providers become increasingly comfortable with recommended vaccinations among
HIV-infected persons of all ages.

Vaccines for HIV-infected adult ages 19-64 years

Summary Tables

MMRc

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

MMR
VZVc

c

2 doses if no evidence of immunity
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.
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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

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.

AIDSLine

IMMUNIZATION NEEDS OF PERSONS LIVING WITH HIV:
PEDIATRICS TO GERIATRICS

References:
1.

2.

Kim DK, Bridges CB, Harriman
KH, Centers for Disease Control
and Prevention (CDC), Advisory
Committee on Immunization
Practices (ACIP), ACIP Adult Immunization Work Group. “Advisory committee on immunization practices recommended
immunization schedule for
adults aged 19 years or older—
United States, 2015.” MMWR
Morb Mortal Wkly Rep. 6 Feb
2015;64(4):91-2.
Strikas RA, Centers for Disease
Control and Prevention (CDC),
Advisory Committee on Immunization Practices (ACIP),
ACIP Child/Adolescent Immunization Work Group. “Advisory
committee on immunization
practices recommended immunization schedules for persons
aged 0 through 18 years—
United States, 2015.” MMWR
Morb Mortal Wkly Rep. 6 Feb
2015;64(4):93-4.

3. Guidelines for the Prevention and
Treatment of Opportunistic Infections Among HIV-Exposed
and HIV-Infected Children [Internet].; November 6, 2013
[Last accessed 5/5/15]. Available from: http://aidsinfo.nih.
gov/contentfiles/lvguidelines/
oi_guidelines_pediatrics.pdf.

4.

5.

6.

Rubin LG, Levin MJ, Ljungman
P, Davies EG, Avery R, Tomblyn M, et al. “2013 IDSA clinical
practice guideline for vaccination of the immunocompromised host.” Clin Infect Dis.
2014 Feb;58(3):309-18.
AAP Committee on Infectious
Diseases. Red Book, 29th Edition (2012). Larry K. Pickering,
MD, FAAP, Carol J. Baker, MD,
FAAP, and David W. Kimberlin,
MD, FAAP, editor.
Kroger AT, Atkinson WL, Marcuse EK, Pickering LK, Advisory
Committee on Immunization
Practices (ACIP) Centers for
Disease Control and Prevention
(CDC). “General recommendations on immunization: recommendations of the Advisory
Committee on Immunization
Practices (ACIP).” MMWR Recomm Rep. 1 Dec 2006;55(RR15):1-48.

7.

Kerneis S, Launay O, Turbelin C,
Batteux F, Hanslik T, Boelle PY.
“Long-term immune responses
to vaccination in HIV-infected
patients: a systematic review and
meta-analysis.” Clin Infect Dis.
2014 Apr;58(8):1130-9.

8.

Surveillance for Viral Hepatitis –
United States, 2012 [Internet].;
January 2015 [Last accessed
5/5/2015]. Available from:
http://www.cdc.gov/hepatitis/
Statistic s/2012Sur veillance/
Commentary.htm#summary.

9.

Clemens R, Safary A, Hepburn
A, Roche C, Stanbury WJ, Andre
FE. “Clinical experience with an
inactivated hepatitis A vaccine.”
J Infect Dis. 1995 Mar;171 Suppl 1:S44-9.

10. Belderok SM, Sonder GJ, van
Rossum M, van Dijk-Hummelman A, Hartwig N, Scherpbier H, et al. “Evaluation of immune responses to combined
hepatitis A and B vaccine in
HIV-infected children and children on immunosuppressive
medication.” Vaccine. 2013 Aug
28;31(38):4156-63.
11. Crisinel PA, Posfay-Barbe KM, Aebi
C, Cheseaux JJ, Kahlert C, Rudin
C, et al. “Determinants of hepatitis A vaccine immunity in a cohort of human immunodeficiency virus-infected children living in
Switzerland.” Clin Vaccine Immunol. 2012 Nov;19(11):1751-7.
12. Siberry GK, Coller RJ, Henkle E,
Kiefner C, Joyner M, Rogers
J, et al. “Antibody response to
hepatitis A immunization among
human immunodeficiency virusinfected children and adolescents.” Pediatr Infect Dis J. 2008
May;27(5):465-8.
13. Kourkounti S, Mavrianou N, Paparizos VA, Kyriakis K, Hatzivassiliou M, Kordosis T, et al. “Immune response to hepatitis A
vaccination in HIV-infected men
in Greece.” Int J STD AIDS. 2012
Jul;23(7):464-7.
14. Jablonowska E, Kuydowicz J.
“Durability of response to vaccination against viral hepatitis A
in HIV-infected patients: a 5-year
observation.” Int J STD AIDS.
2014 Sep;25(10):745-50.

Summer 2015

HIV, TB and STD news and information for health professionals

15. Mena G, Garcia-Basteiro AL, Llupia A, Diez C, Costa J, Gatell JM,
et al. “Factors associated with the
immune response to hepatitis A
vaccination in HIV-infected patients in the era of highly active
antiretroviral therapy.” Vaccine.
2013 Aug 12;31(36):3668-74.
16. Jimenez HR, Hallit RR, Debari
VA, Slim J. “Hepatitis A vaccine
response in HIV-infected patients: are TWINRIX and HAVRIX
interchangeable?” Vaccine. 18
Feb 2013:31(9):1328-33.
17. Crum-Cianflone NF, Wilkins K,
Lee AW, Grosso A, Landrum ML,
Weintrob A, et al. “Long-term durability of immune responses after hepatitis A vaccination among
HIV-infected adults.” J Infect Dis.
15 Jun 2011;203(12):1815-23.
18. Launay O, Grabar S, Gordien E,
Desaint C, Jegou D, Abad S, et
al. “Immunological efficacy of a
three-dose schedule of hepatitis
A vaccine in HIV-infected adults:
HEPAVAC study.” J Acquir Immune Defic Syndr. 2008 Nov
1;49(3):272-5.
19. Shepard CW, Finelli L, Fiore
AE, Bell BP. “Epidemiology of
hepatitis B and hepatitis B virus
infection in United States children.” Pediatr Infect Dis J. 2005
Sep;24(9):755-60.
20. Centers for Disease Control and
Prevention (CDC). “Acute hepatitis B among children and adolescents—United States, 19902002.” MMWR Morb Mortal Wkly
Rep. 2004 Nov 5;53(43):1015-8.
21. Sheng WH, Chen MY, Hsieh SM,
Hsiao CF, Wang JT, Hung CC, et
al. “Impact of chronic hepatitis
B virus (HBV) infection on outcomes of patients infected with
HIV in an area where HBV infection is hyperendemic.” Clin Infect
Dis. 15 May 2004;38(10):1471-7.
22. Chun HM, Roediger MP, Hullsiek
KH, Thio CL, Agan BK, Bradley WP, et al. Hepatitis B virus
coinfection negatively impacts
HIV outcomes in HIV seroconverters. J Infect Dis. 2012 Jan
15;205(2):185-93.

23. Toussi SS, Abadi J, Rosenberg
M, Levanon D. “Prevalence of
hepatitis B and C virus infections in children infected with
HIV.” Clin Infect Dis. 15 Sep
2007;45(6):795-8.
24. Holland CA, Ma Y, Moscicki B,
Durako SJ, Levin L, Wilson CM.
“Seroprevalence and risk factors
of hepatitis B, hepatitis C, and
human cytomegalovirus among
HIV-infected and high-risk uninfected adolescents: findings of
the REACH Study. Adolescent
Medicine HIV/AIDS Research
Network.” Sex Transm Dis. 2000
May;27(5):296-303.
25. HIV and Viral Hepatitis [Internet].; March 2014 [Last accessed
5/5/2015].
Available
from:
ht tp://w w w.cdc.gov/hiv/pdf/
library_factsheets_HIV_and_viral_Hepatitis.pdf.
26. Kaplan JE, Benson C, Holmes KK,
Brooks JT, Pau A, Masur H, et al.
“Guidelines for prevention and
treatment of opportunistic infections in HIV-infected adults and
adolescents: recommendations
from CDC, the National Institutes
of Health, and the HIV Medicine
Association of the Infectious
Diseases Society of America.”
MMWR Recomm Rep. 2009 Apr
10;58(RR-4):1,207; quiz CE1-4.
27. Middleman AB, Baker CJ, Kozinetz CA, Kamili S, Nguyen C,
Hu DJ, et al. “Duration of protection after infant hepatitis B vaccination series.” Pediatrics. 2014
Jun;133(6):e1500-7.
28. Irungu E, Mugo N, Ngure K,
Njuguna R, Celum C, Farquhar C,
et al. “Immune response to hepatitis B virus vaccination among
HIV-1 infected and uninfected
adults in Kenya”. J Infect Dis. 1
Feb 2013;207(3):402-10.
29. Abzug MJ, Warshaw M, Rosenblatt HM, Levin MJ, Nachman SA,
Pelton SI, et al. Immunogenicity
and immunologic memory after
hepatitis B virus booster vaccination in HIV-infected children receiving highly active antiretroviral
therapy. J Infect Dis. 2009 Sep
15;200(6):935-46.

continued on next page
New Jersey AIDSLine, Summer 2015 / Page 15

CE

Continuing
Education

30. Mutwa PR, Boer KR, Rusine JB,
Muganga N, Tuyishimire D, Reiss
P, et al. “Hepatitis B virus prevalence and vaccine response in
HIV-infected children and adolescents on combination antiretroviral therapy in Kigali, Rwanda.” Pediatr Infect Dis J. 2013
Mar;32(3):246-51.
31. Flynn PM, Cunningham CK, Rudy
B, Wilson CM, Kapogiannis B,
Worrell C, et al. “Hepatitis B vaccination in HIV-infected youth:
a randomized trial of three regimens.” J Acquir Immune Defic
Syndr. 2011 Apr;56(4):325-32.
32. Denny LA, Franceschi S, de Sanjose S, Heard I, Moscicki AB,
Palefsky J. “Human papillomavirus, human immunodeficiency
virus and immunosuppression.”
Vaccine. 2012 Nov 20;30 Suppl
5:F168-74.
33. Mbulawa ZZ, Marais DJ, Johnson
LF, Coetzee D, Williamson AL.
“Impact of human immunodeficiency virus on the natural history of human papillomavirus
genital infection in South African
men and women.” J Infect Dis. 1
Jul 2012;206(1):15-27.
34. Mbulawa ZZ, Coetzee D, Marais
DJ, Kamupira M, Zwane E, Allan B, et al. “Genital human
papillomavirus prevalence and
human papillomavirus concordance in heterosexual couples
are positively associated with
human immunodeficiency virus
coinfection.” J Infect Dis. 15 May
2009;199(10):1514-24.
35. Machalek DA, Poynten M, Jin F,
Fairley CK, Farnsworth A, Garland SM, et al. “Anal human
papillomavirus infection and
associated neoplastic lesions in
men who have sex with men:
a systematic review and metaanalysis.” Lancet Oncol. 2012
May;13(5):487-500.
36. Blitz S, Baxter J, Raboud J,
Walmsley S, Rachlis A, Smaill
F, et al. “Evaluation of HIV and
highly active antiretroviral therapy on the natural history of
human papillomavirus infection
and cervical cytopathologic findings in HIV-positive and high-risk
HIV-negative women.” J Infect
Dis. 1 Aug 2013;208(3):454-62.

37. Singh A, Datta P, Jain SK, Bhatla N,
Dutta Gupta S, Dey B, et al. “Human papilloma virus genotyping,
variants and viral load in tumors,
squamous intraepithelial lesions,
and controls in a north Indian
population subset.” Int J Gynecol
Cancer. 2009 Dec;19(9):1642-8.
38. Palefsky JM, Giuliano AR, Goldstone S, Moreira ED,Jr, Aranda
C, Jessen H, et al. “HPV vaccine against anal HPV infection
and anal intraepithelial neoplasia.” N Engl J Med. 27 Oct
2011;365(17):1576-85.
39. U.S. Vaccine Names [Internet].;
October 8,2014 [Last accessed
5/5/2015].
Available
from:
http://www.cdc.gov/vaccines/
about/terms/USVaccines.html.
40. Petrosky E, Bocchini JA,Jr, Hariri
S, Chesson H, Curtis CR, Saraiya M, et al. “Use of 9-Valent
Human Papillomavirus (HPV)
Vaccine: Updated HPV Vaccination Recommendations of the
Advisory Committee on Immunization Practices.” MMWR
Morb Mortal Wkly Rep. 27 Mar
2015;64(11):300-4.
41. Levin MJ, Moscicki AB, Song LY,
Fenton T, Meyer WA,3rd, Read
JS, et al. “Safety and immunogenicity of a quadrivalent human papillomavirus (types 6,
11, 16, and 18) vaccine in HIVinfected children 7 to 12 years
old”. J Acquir Immune Defic
Syndr. 2010 Oct;55(2):197204.
42. Weinberg A, Song LY, Saah A,
Brown M, Moscicki AB, Meyer
WA,3rd, et al. “Humoral, mucosal, and cell-mediated immunity
against vaccine and nonvaccine
genotypes after administration
of quadrivalent human papillomavirus vaccine to HIV-infected
children.” J Infect Dis. 2012
Oct;206(8):1309-18.
43. Wilkin T, Lee JY, Lensing SY, Stier
EA, Goldstone SE, Berry JM, et
al. “Safety and immunogenicity of the quadrivalent human
papillomavirus vaccine in HIV1-infected men.” J Infect Dis. 15
Oct 2010;202(8):1246-53.

Page 16 / New Jersey AIDSLine, Summer 2015

44. Tempia S, Walaza S, Viboud C,
Cohen AL, Madhi SA, Venter M,
et al. “Mortality associated with
seasonal and pandemic influenza and respiratory syncytial
virus among children <5 years
of age in a high HIV prevalence
setting—South Africa, 19982009.” Clin Infect Dis. 2014
May;58(9):1241-9.
45. Vigano A, Zuccotti GV, Pacei M,
Erba P, Castelletti E, Giacomet
V, et al. “Humoral and cellular
response to influenza vaccine
in HIV-infected children with
full viroimmunologic response
to antiretroviral therapy.” J Acquir Immune Defic Syndr. 1 Jul
2008;48(3):289-96.
46. Rubin LG, Levin MJ, Ljungman P,
Davies EG, Avery R, Tomblyn M,
et al. “2013 IDSA clinical practice
guideline for vaccination of the
immunocompromised host.” Clin
Infect Dis. 2014 Feb;58(3):30918.
47. Crum-Cianflone NF, Collins G,
Defang G, Iverson E, Eberly
LE, Duplessis C, et al. “Immunoglobulin G subclass levels
and antibody responses to the
2009 influenza A (H1N1) monovalent vaccine among human
immunodeficiency virus (HIV)infected and HIV-uninfected
adults.” Clin Exp Immunol. 2012
Apr;168(1):135-41.
48. Madhi SA, Dittmer S, Kuwanda
L, Venter M, Cassim H, Lazarus
E, et al. “Efficacy and immunogenicity of influenza vaccine
in HIV-infected children: a randomized, double-blind, placebo
controlled trial.” AIDS. 28 Jan
2013;27(3):369-79.
49. George VK, Pallikkuth S, Parmigiani A, Alcaide M, Fischl M,
Arheart KL, et al. “HIV infection
Worsens Age-Associated Defects in Antibody Responses to
Influenza Vaccine.” J Infect Dis.
2 Jan 2015.

50. Maruszak H, Jeganathan S,
Smith DE, Robertson P, Barnes
T, Furner V. “Improved serological response to H1N1 monovalent vaccine associated with viral
suppression among HIV-1-infected patients during the 2009
influenza (H1N1) pandemic in
the Southern Hemisphere.” HIV
Med. 2012 Jul;13(6):352-7.
51. Cohn AC, MacNeil JR, Clark TA,
Ortega-Sanchez IR, Briere EZ,
Meissner HC, et al. “Prevention
and control of meningococcal
disease: recommendations of
the Advisory Committee on Immunization Practices (ACIP).”
MMWR Recomm Rep. 2013 Mar
22;62(RR-2):1-28.
52. Miller L, Arakaki L, Ramautar
A, Bodach S, Braunstein SL,
Kennedy J, et al. “Elevated risk
for invasive meningococcal
disease among persons with
HIV.” Ann Intern Med. 7 Jan
2014;160(1):30-7.
53. Simon MS, Weiss D, Gulick RM.
“Invasive meningococcal disease in men who have sex with
men.” Ann Intern Med. 2013
Aug 20;159(4):300-1.
54. New York State Department of
Health. “New York State Department of Health explands
vaccination recommendation in
resonase to the meningococcal
disase outbreak among high risk
HIV positive men in New York
City.”; October 2012.
55. Department of Public Health
LA County. “Public healthissues
new vaccinaiton recommendations for men who have sex with
men (MSM) at-risk for invasive
meningococcoal disease.” April
2, 2014; 2014.
56. Cohn AC, MacNeil JR, Clark TA,
Ortega-Sanchez IR, Briere EZ,
Meissner HC, et al. “Prevention
and control of meningococcal
disease: recommendations of
the Advisory Committee on Immunization Practices (ACIP).”
MMWR Recomm Rep. 22 Mar
2013:62(RR-2):1-28.

AIDSLine

IMMUNIZATION NEEDS OF PERSONS LIVING WITH HIV:
PEDIATRICS TO GERIATRICS

57. Lujan-Zilbermann J, Warshaw
MG, Williams PL, Spector SA,
Decker MD, Abzug MJ, et al. “Immunogenicity and safety of 1 vs
2 doses of quadrivalent meningococcal conjugate vaccine in
youth infected with human immunodeficiency virus.” J Pediatr.
2012 Oct;161(4):676,81.e2.

63. French N, Gordon SB, Mwalukomo T, White SA, Mwafulirwa
G, Longwe H, et al. “A trial of
a 7-valent pneumococcal conjugate vaccine in HIV-infected
adults.” N Engl J Med. 4 Mar
2010;362(9):812-22.

58. Siberry GK, Williams PL, LujanZilbermann J, Warshaw MG,
Spector SA, Decker MD, et al.
“Phase I/II, open-label trial of
safety and immunogenicity of
meningococcal (groups A, C,
Y, and W-135) polysaccharide
diphtheria toxoid conjugate
vaccine in human immunodeficiency virus-infected adolescents.” Pediatr Infect Dis J. 2010
May;29(5):391-6.

64. Lu CL, Chang SY, Chuang YC, Liu
WC, Su CT, Su YC, et al. “Revaccination with 7-valent pneumococcal conjugate vaccine elicits
better serologic response than
23-valent pneumococcal polysaccharide vaccine in HIV-infected adult patients who have
undergone primary vaccination
with 23-valent pneumococcal
polysaccharide vaccine in the
era of combination antiretroviral therapy. Vaccine. 19 Feb
2014;32(9):1031-5.

59. Siberry GK, Warshaw MG, Williams PL, Spector SA, Decker MD,
Jean-Philippe P, et al. “Safety and
immunogenicity of quadrivalent
meningococcal conjugate vaccine in 2- to 10-year-old human
immunodeficiency virus-infected
children.” Pediatr Infect Dis J.
2012 Jan;31(1):47-52.

65. Madhi SA, Adrian P, Cotton MF,
McIntyre JA, Jean-Philippe P,
Meadows S, et al. “Effect of HIV
infection status and anti-retroviral treatment on quantitative and
qualitative antibody responses
to pneumococcal conjugate vaccine in infants.” J Infect Dis. 15
Aug 2010;202(3):355-61.

60. Lujan-Zilbermann J, Warshaw
MG, Williams PL, Spector SA,
Decker MD, Abzug MJ, et al. “Immunogenicity and safety of 1 vs
2 doses of quadrivalent meningococcal conjugate vaccine in
youth infected with human immunodeficiency virus.” J Pediatr.
2012 Oct;161(4):676,81.e2.

66. Bamford A, Kelleher P, Lyall H,
Haston M, Zancolli M, Goldblatt
D, et al. “Serological response to
13-valent pneumococcal conjugate vaccine in children and
adolescents with perinatally acquired HIV infection.” AIDS. 10
Sep 2014;28(14):2033-43.

61. Bertolini DV, Costa LS, van der
Heijden IM, Sato HK, Marques
HH. “Immunogenicity of a meningococcal serogroup C conjugate vaccine in HIV-infected
children,
adolescents,
and
young adults.” Vaccine. 2012
Aug 10;30(37):5482-6.
62. Wolter N, Tempia S, Cohen C,
Madhi SA, Venter M, Moyes J, et
al. “High nasopharyngeal pneumococcal density, increased by
viral coinfection, is associated
with invasive pneumococcal
pneumonia.” J Infect Dis. 15 Nov
2014;210(10):1649-57.

67. Bhorat AE, Madhi SA, Laudat F,
Sundaraiyer V, Gurtman A, Jansen KU, et al. “Immunogenicity and safety of the 13-valent
pneumococcal conjugate vaccine in HIV-infected individuals
naive to pneumococcal vaccination.” AIDS. 17 Apr 2015.
68. Glesby MJ, Watson W, Brinson
C, Greenberg RN, Lalezari JP,
Skiest D, et al. “Immunogenicity
and Safety of 13-Valent Pneumococcal Conjugate Vaccine in
HIV-Infected Adults Previously
Vaccinated With Pneumococcal
Polysaccharide Vaccine.” J Infect
Dis. 13 Nov 2014.

Summer 2015

HIV, TB and STD news and information for health professionals

69. Kretsinger K, Broder KR, Cortese
MM, Joyce MP, Ortega-Sanchez
I, Lee GM, et al. “Preventing
tetanus, diphtheria, and pertussis among adults: use of tetanus toxoid, reduced diphtheria
toxoid and acellular pertussis
vaccine recommendations of
the Advisory Committee on Immunization Practices (ACIP) and
recommendation of ACIP, supported by the Healthcare Infection Control Practices Advisory
Committee (HICPAC), for use
of Tdap among health-care personnel.” MMWR Recomm Rep.
2006 Dec 15;55(RR-17):1-37.
70. Centers for Disease Control and
Prevention (CDC). “Updated
recommendations for use of
tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis (Tdap) vaccine in adults
aged 65 years and older - Advisory Committee on Immunization Practices (ACIP), 2012.”
MMWR Morb Mortal Wkly Rep.
29 Jun 2012;61(25):468-70.
71. Kroon FP, van Dissel JT, de Jong
JC, van Furth R. “Antibody response to influenza, tetanus
and pneumococcal vaccines
in HIV-seropositive individuals in relation to the number of
CD4+ lymphocytes.” AIDS. 1994
Apr;8(4):469-76.
72. Kurtzhals JA, Kjeldsen K, Heron
I, Skinhoj P. “Immunity against
diphtheria and tetanus in human
immunodeficiency virus-infected Danish men born 1950-59.”
APMIS. 1992 Sep;100(9):803-8.
73. Kroon FP, van Dissel JT, Labadie J, van Loon AM, van Furth
R. “Antibody response to diphtheria, tetanus, and poliomyelitis vaccines in relation to the
number of CD4+ T lymphocytes
in adults infected with human
immunodeficiency virus.” Clin
Infect Dis. 1995 Nov;21(5):1197203.
74. Centers for Disease Control and
Prevention (CDC). “FDA approval of expanded age indication
for a tetanus toxoid, reduced
diphtheria toxoid and acellular
pertussis vaccine.” MMWR Morb
Mortal Wkly Rep. 2011 Sep
23;60(37):1279-80.

75. Zipprich J, Winter K, Hacker J,
Xia D, Watt J, Harriman K, et
al. “Measles outbreak—California, December 2014-February
2015.” MMWR Morb Mortal Wkly
Rep. 2015 Feb 20;64(6):153-4.
76. Majumder MS, Cohn EL, Mekaru
SR, Huston JE, Brownstein JS.
“Substandard Vaccination Compliance and the 2015 Measles
Outbreak.” JAMA Pediatr. 16 Mar
2015.
77. Coetzee S, Morrow BM, Argent
AC. “Measles in a South African
paediatric intensive care unit:
again!” J Paediatr Child Health.
2014 May;50(5):379-85.
78. Rafat C, Klouche K, Ricard JD,
Messika J, Roch A, Machado S,
et al. “Severe Measles Infection:
The Spectrum of Disease in 36
Critically Ill Adult Patients.” Medicine (Baltimore). 26 Aug 2013.
79. Kaplan LJ, Daum RS, Smaron
M, McCarthy CA. “Severe measles in immunocompromised
patients.” JAMA. 1992 Mar
4;267(9):1237-41.
80. McLean HQ, Fiebelkorn AP,
Temte JL, Wallace GS, Centers
for Disease Control and Prevention. Prevention of measles,
rubella, congenital rubella syndrome, and mumps, 2013:
summary
recommendations
of the Advisory Committee on
Immunization Practices (ACIP).
MMWR Recomm Rep. 2013 Jun
14;62(RR-04):1-34.
81. Scott P, Moss WJ, Gilani Z, Low
N. “Measles vaccination in HIVinfected children: systematic
review and meta-analysis of
safety and immunogenicity.” J
Infect Dis. 2011 Jul;204 Suppl
1:S164-78.
82. Wallace MR, Hooper DG, Graves
SJ, Malone JL. Measles seroprevalence and vaccine response
in HIV-infected adults. Vaccine.
1994 Oct;12(13):1222-4.
83. Stermole BM, Grandits GA,
Roediger MP, Clark BM, Ganesan A, Weintrob AC, et al.
Long-term safety and serologic
response to measles, mumps,
and rubella vaccination in HIV-1
infected adults. Vaccine. 2011
Apr 5;29(16):2874-80.

continued on next page
New Jersey AIDSLine, Summer 2015 / Page 17

CE

Continuing
Education

84. Sprauer MA, Markowitz LE, Nicholson JK, Holman RC, Deforest
A, Dales LG, et al. Response of
human immunodeficiency virusinfected adults to measles-rubella
vaccination. J Acquir Immune Defic Syndr. 1993 Sep;6(9):1013-6.

86. Bekker V, Westerlaken GH,
Scherpbier H, Alders S, Zaaijer
H, van Baarle D, et al. Varicella
vaccination in HIV-1-infected
children after immune reconstitution. AIDS. 2006 Nov
28;20(18):2321-9.

85. Scott P, Moss WJ, Gilani Z, Low
N. Measles vaccination in HIVinfected children: systematic review and meta-analysis of safety
and immunogenicity. J Infect Dis.
2011 Jul;204 Suppl 1:S164-78.

87. Levin MJ, Gershon AA, Weinberg A, Blanchard S, Nowak B,
Palumbo P, et al. Immunization
of HIV-infected children with
varicella vaccine. J Pediatr. 2001
Aug;139(2):305-10.
88. American Academy of Pediatrics. Committee on Infectious
Diseases. Varicella vaccine update. Pediatrics. 2000 Jan;105(1
Pt 1):136-41.

Page 18 / New Jersey AIDSLine, Summer 2015

89. Aberg JA, Gallant JE, Ghanem
KG, Emmanuel P, Zingman
BS, Horberg MA, et al. Primary
care guidelines for the management of persons infected with
HIV: 2013 update by the HIV
medicine association of the
Infectious Diseases Society of
America. Clin Infect Dis. 2014
Jan;58(1):e1-34.
90. Advisory Committee on Immunization Practices. Recommended
adult immunization schedule:
United States, 2010. Ann Intern
Med. 2010 Jan 5;152(1):36-9.

91. Immunization and Infectious
Diseases [Internet].; 4/29/15
[Last
accessed
5/5/2015].
Available from: (http://www.
healthypeople.gov/2020/topics-objectives/topic/immunization-and-infectious-diseases).

AIDSLine

IMMUNIZATION
NEEDS OF PERSONS LIVING WITH HIV:
headline
headline
here
here
headlinehere
headline
here

Summer 2015

Pediatrics to Geriatrics

CE

HIV, TB and STD news and information for health professionals

POST TEST — Page 1 of 1

Continuing
Education

Questions refer to article content. To receive CME/CNE/CEU credit, complete the post test, registration and evaluation
forms on-line at http://ccoe.rbhs.rutgers.edu/catalog/ or fill in the forms below and on the following pages and mail
or fax to CCOE at the address on the registration form.
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
b
c
d

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

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

Varicella vaccine
Influenza vaccine
Hepatitis B vaccine
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?

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
b
c
d

HBV
Measles
Rubella
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 HIVinfected 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

a PCV13, then PPSV23 8 weeks
later
b PPSV23
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(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.

Profession 				

Last Name 			

Degree

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
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IMMUNIZATION NEEDS OF PERSONS LIVING WITH HIV:

CE

Pediatrics to Geriatrics
EVALUATION FORM

Continuing
Education

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
activity and to make recommendations for future educational offerings, please take a few moments
to complete this evaluation form. Your response will help ensure that future programs are informative and meet the educational needs of all participants.
Please note: CE credit letters will only be issued upon receipt of completed evaluation form.
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.
 Not applicable. I do not see patients in my current position.
If you anticipate changing one or more aspects of your practice as a result of your participation in this activity,
please provide us with a brief description of how you plan to do so.
If you are not able to effectively implement what you learned at this activity, please tell us what the system barriers are
(e.g., reimbursement issues, managed care rules, formulary decisions, countervailing practice guidelines, etc).

Please list any topics that you would like addressed in future educational activities.

CE Activity Code: 17HH03 — This form may be photocopied.
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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

T

he 2015 Conference on Retroviruses and Opportunistic Infections (CROI) took place in Seattle
at the end of February. Among
the 4,000 scientists and clinicians in attendance, those of us from the Northeast 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 prevent acquisition of HIV infection was a
major focus of the meeting. In the eagerly anticipated French Ipergay study,
400 high risk HIV uninfected men who
have sex with men (MSM) were randomly 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 prior 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 efficacy 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 minimum, these results suggest that use of
PrEP only during high risk periods of
time might be an effective strategy for
some individuals.
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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, however, participants did not
know if they were taking
active drugs or placebo and
thus may not have felt protected. The PROUD study
evaluated the effectiveness of PrEP with TDF/FTC
in a real world setting of
13 sexual health clinics in
England.2 Over 500 MSM
who reported condomless 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 participants 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% efficacy. 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 Education and Training Center (AETC) Program. In a study led by Wafaa El-Sadr of
Harlem Hospital in New York City, investigators 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 suppression 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. Overall, providing $70 gift cards to individual
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on renal function and bone mineral density, the two major longer
term toxicities of concern with
the current TDF formulation.4,5
The expectation is that the TAFcontaining combination pill studied here will be approved by the
FDA sometime this year and that
co-formulations of TAF with emtricitabine and emtricitabine plus
rilpivirine will follow.

patients every quarter that they had a
suppressed viral load did not improve
rates of suppression though the strategy 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 suppression rates, though this strategy would
require further study.
The pipeline of investigational antiretroviral drugs appears more promising
in 2015 than it has the past few years.
Two oral presentations on tenofovir alafenamide (TAF), a novel tenofovir prodrug, garnered considerable attention at
CROI. Compared with the FDA-approved
formulation of tenofovir, tenofovir disoproxil 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 pharmacologic properties resulted in fewer adverse effects with comparable virologic
efficacy. The pooled results of two phase
III double-blinded trials comparing single
tablet regimens of cobicistat/elvitegravir/emtricitabine with either TAF or TDF
confirmed the earlier data. From the virologic perspective, the combination pill
with TAF performed as well as TDF at
week 48 and had less adverse effects

While virologic failure rates of contemporary 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 Bristol-Myers Squibb presented data from
a phase I trial of varying doses of BMS955176, an investigational second generation 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 inhibitors 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 early stage of development.
Investigators also presented additional follow-up data on an investigational HIV attachment inhibitor,
BMS-663068, in a phase II trial of treatment-experienced patients. This oral
drug is converted in the body to BMS626529, which targets the outer envelope of HIV (gp120), preventing it from
binding to the target CD4 T-cells. Used
in combination with TDF and raltegravir,

the investigational drug performed similarly to atazanavir/ritonavir.7
New clinical trials data on direct acting
antivirals for hepatitis C virus (HCV) in
patients with HIV infection have confirmed that this population also responds
extremely well to the newer regimens.
Specifically, the overall rate of sustained
virologic response (SVR12)–that is having 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 similar among those who were treatment
naïve, experienced, or cirrhotic.8 The
ALLY-2 trial demonstrated excellent efficacy with 12 weeks of therapy with sofosbuvir plus daclatasvir (97% and 98%
in treatment naïve and experienced patients, respectively), though a shortened
8-week course did not perform as well.9
Of note, drug-drug interactions with antiretrovirals limit antiretroviral options with
ledipasvir and may necessitate dose adjustments of daclatasvir. John Faragon,
Pharm.D., has developed clinician support 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 demonstrated favorable effects on high risk
atherosclerotic plaque (lesions in the
continued on next page
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coronary arteries that are prone to rupture and cause heart attacks) and thickness of carotid arteries measured by ultrasound, which is a proxy for coronary
atherosclerosis.10,11 These studies support the rationale for an upcoming NIHfunded 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 subcutaneous fat beneath the skin) is much less
common since use of stavudine and zidovudine 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-controlled 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 neuropsychiatric symptoms. The quit rate,
while disappointingly low, is in the same
range of studies in the general population.
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While CROI is always filled with high
quality research, this year’s conference
in particular had an abundance of important studies, many of which will
impact clinical care in the near future.
The next major HIV conference–the
8th International AIDS Society Conference 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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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

Call to Action
Cumberland County ranks 21 out of 21 coun2008-2013 Reported Chlamydia and Gonorrhea Cases
ties in New Jersey in overall health factors
in Cumberland, Gloucester and Salem Counties
and health outcomes. It is one of the poorest
1400
Salem
counties in the state with more residents livGloucester
ing in poverty, more persons uninsured and
1200
a higher unemployment rate than the state
Cumberland
1000
overall.1 The county has Chlamydia and Gonorrhea rates that are significantly higher than
800
the state as a whole and is second only to Essex
County which contains large urban areas such as Newark, East
600
Orange and Irvington and has seen a 43% increase in reported
400
chlamydia cases and a 64% increase in reported gonorrhea
cases in the 5 years between 2008 and 2013.2 This spread
200
of STDs is directly affected by social, economic, and behavioral factors which influence social and sexual networks, access
0
2008
2009
2010
2011
2012
2013
to and provision of care, willingness to seek care, and social
norms regarding sex and sexuality.3
ventative health practices, as well as access to preventative
The surrounding counties of Gloucester and Salem share simihealth care, is difficult for these farmworkers due to financial,
lar barriers to STD prevention and treatment. Salem county
transportation and language barriers. Thus, this community
ranks 20 out of 21 New Jersey Counties in overall health facrelies largely on emergency services, which are much more
tors and health behaviors, and Gloucester ranks 17 in clinical
costly than preventative medicine.5
care.1 Gloucester has seen a 43% increase in reported chlaCommunity-Based Approach to STD Prevention
mydia cases and a 144% increase in reported gonorrhea cases
between 2008 and 2013. Salem has seen an increase of 20%
In response to the STD health disparities in these counties, the
in reported cases of chlamydia in this same time frame.2
Division of HIV, STD and TB Services, STD Program (DHSTS, STD
Program) began collaboration with the New Jersey Family Planning 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 objectives as well as overlaps in social networks and service agencies
among Cumberland, Gloucester and Salem Counties, the inclusion 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.

U.S. Department of Agriculture Photo by Lance Cheung

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-

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, County School districts, FamCare, Robins’ Nest Inc. and the lnspira
Health Network. This initial group of multifaceted representacontinued on next page
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in Cumberland, Gloucester

and Salem Counties by Age
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Community Project to Reduce STDs
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tives was brought together as a first step in
identifying resources and developing strategies 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 meeting in October 2014. To date the following
accomplishments have occurred:
¡¡ Expansion of CAB membership to include
the Cumberland, Salem, Gloucester
Health and Wellness Alliance, CompleteCare (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 schoolbased STD screening programs to present,
by invitation, to upcoming Cumberland
and Salem County superintendent round
table meetings.
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in Cumberland, Gloucester and Salem Counties by Race/Ethnicity
* Hispanic includes all races

¡¡ 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 revision of the current sexual health
curriculum to include sexual risk
reduction strategies.
¡¡ Development of formal collaborative
agreements between health departments 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 subsequent STD rates.

Future Implications
If successful, the CGS-CAB model
could be replicated in other New Jersey communities with high STD rates.
Rooting efforts within a community
empowers community leaders and
agencies to identify community needs,
leverage resources, and develop strategies 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 STDrates and health outcomes in affected
areas. v
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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

G

arden 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, physician assistants, advanced
practice nurses, nurses,
pharmacists, dentists, social
workers and other health
care professionals attended
this year’s annual conference; the state’s largest and
longest running HIV/AIDS
conference.

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

Landmark anniversary
This was a landmark anniversary 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 important 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
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

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 Treatment 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 diagnosis and treatment of HIV in
New Jersey.
The Teddy DePrince Community 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 children were met, and a place to
call home. Today Dooley House
is shifting focus to provide temporary housing for homeless
veterans and those suffering
from military related issues including HIV/AIDS.

The 26th Annual HIV
Medical Update
The 26th Annual HIV Medical Update is scheduled for
Wednesday, December 9, 2015,
at the Crowne Plaza in Cherry
Hill, NJ. v
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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 important part of everyone’s overall
health care yet it is often neglected, considered less of a
priority or simply not accessible by many. Dental diseases,
if left unattended can manifest
themselves into other larger
health problems. Because of
compromised immune systems, 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 diagnosis. The Surgeon General of
the U.S. Public Health Service stated, “Inadequate oral
health care can undermine
HIV treatment and diminish
quality of life, yet many individuals living with HIV are not
receiving the necessary oral
health care that would optimize their treatment.”1
The New Jersey Department of Health
(NJDOH), Division of HIV, STD and TB
Services (DHSTS), engaged the François-Xavier Bagnoud Center (FXB Center) of Rutgers, The State University of
New Jersey, to conduct Quality Management (QM) reviews of Ryan White
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Part B grant funded sites in 2012. The
Oral Evaluation, Dental and Medical Hispurpose of this quality improvement
tory, Dental Treatment Plan, Oral Health
initiative is to enhance the quality of
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QM Review

Figure 1. QUALITY MANAGEMENT DENTAL DATA COLLECTION TOOL
ORAL HEALTH SERVICES

ORAL HEALTH EDUCATION

1.

2.

Did the patient have a Clinical Oral Evaluation at least
once in the measurement year?
q Yes

q No

Did the patient receive Oral Health Education at least
once in the measurement year?
q Yes

q Not Applicable, Specify:___________________

3.

Did the patient use tobacco products anytime during
the measurement year?
q Yes

_________________________________________
3a.

q Not Documented

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.

If YES:

Did the patient have a Periodontal Screen or Examination at least once in the measurement year?
q Yes

1b.

q No

_________________________________________

_________________________________________

1a.

q No

q No

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

PHASE 1 TREATMENT PLAN

q Yes q No

5.

Did the patient also have a Dental Treatment Plan
developed and or updated at least once in the measurement year?
q Yes

q No

Data is collected using the HQ sampling methodology for determining
sample size and is based on the number 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-
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Did the patient have a Phase 1 treatment plan established in the year prior to the measurement year?
q Yes

5a.

q No

If YES: Was the Phase 1 treatment plan completed
within 12 months of its establishment?
q Yes

q No

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 establish a benchmark across agencies and
to determine performance goals going
forward. Quarterly steering committee
meetings with the purpose of collaborating around quality improvement activities are also held. During the December 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-
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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%

Patients using
Tobacco

6

104

5.7%

50%

All

193

297

65.0%

85%

Phase 1
Treatment Plan

105

117

89.7%

90-95%

Smoking Cessation
Counseling
Periodontal Screening or
Examination
Phase 1 Treatment Plan
Completed within 12 months

sistently found to need improvement
across all sites. The audit unintentionally 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 committee meeting (See Figure 2). Based
upon the results of these reviews, oral
health education and
the harmful effects of
smoking will be the focus 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 population. Quality management 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 relationships between Part B funded medical
and dental clinics. So far the program is
very well received by participating clinics and is seen as a tremendous opportunity to improve care for the individuals served by these programs. v
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Reported
TB Cases

24%

Medical illustration of Tuberculosis.
Centers for Disease Control and Prevention
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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

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
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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
TB Cases
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During the project period (2010‒2014), TB case rates in New
Jersey declined in all race/ethnicity groups. Based on the latest 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.

White
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*Cases per 100,000 population per year
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New Jersey TB Cases
US-born versus Foreign-born 1993—2014
TB Cases

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.
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HIV Negative

HIV Positive
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In 2010, New Jersey reported 7.1 percent of cases presenting
with TB/HIV co-infection. At the end of 2014, the proportion 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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We’re changing our name in December 2015 to New Jersey HIVLinks.

save the dates

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.
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.

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

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

¡¡ 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

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/

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 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

Keep up to date via email.

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

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.

