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Objectives
Explain 3 reasons of the importance of preventative screening and vaccine
recommendations during an annual wellness visit.

Identify 3 resources an NP could utilize to find the most updated and accurate
information regarding preventative screening recommendations and vaccinations.

Compare different communication techniques to discussing the risk/benefits of
preventative screenings and vaccinations with patients that utilize cultural awareness
and specific guidance to vulnerable populations.
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SCREENING
PREVENTION

INVESTIGATING

Risk

Benefit

Risk vs Benefit
Screening tests for diseases conducive to screening should:
●Be easy to perform and interpret
●Measure something directly related to the disease
●Have low risk, morbidity, and cost
●Be highly sensitive and specific

Risk vs Benefit
The following characteristics of a disease render it a good
candidate for screening :
●Substantial morbidity or mortality occurs if the disease is
untreated
●The prevalence warrants testing in an apparently healthy
population
●The existence of a preclinical phase is detectable by the test
●A cost-effective treatment is available
●Preclinical detection of disease provides some benefit (eg,
improved prognosis, ease of treatment, decreased risk of
transmission to others)

Risk vs Benefit

Adverse effects of screening that must be weighed against
the potential benefits include:
●False-positive test results must be followed up
●False-negative test results may delay diagnosis
●The cost of the screening program may compete with the
cost of diagnosis, treatment, or primary prevention efforts

Age-adjusted death rates for the 10 leading causes of death
in 2020: United States, 2019 and 2020
CDC National Center for Health statistics Data Brief #427,
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2021 Deaths

Statin Use for the Primary Prevention of Cardiovascular
Disease in Adults: Preventive Medication
-annual assessment of blood pressure
-smoking status
-measurement of lipid levels every 5 years
Shorter intervals may be useful for persons
whose risk levels are close to those warranting
therapy, and longer intervals are appropriate
for persons who are not at increased risk and
have repeatedly normal levels.

Hypertension in Adults: Screening
Population

Recommendation

Adults 18 years or older The USPSTF recommends screening
without known
for hypertension in adults 18 years or
hypertension
older with office blood pressure
measurement (OBPM). The USPSTF
recommends obtaining blood pressure
measurements outside of the clinical
setting for diagnostic confirmation
before starting treatment.

Grade
A

In 2020, the American Heart Association and the American Medical Association released a joint
statement supporting out-of-office self-measurement of blood pressure using a validated device to
evaluate hypertension.30,31 The American Academy of Family Physicians supports the 2015
USPSTF recommendation statement on screening for high blood pressure.32

Statin Use for the Primary Prevention of Cardiovascular
Disease in Adults: Preventive Medication
Adults 76 years and older with no history of CVD
The USPSTF concludes that the current evidence is insufficient to
assess the balance of benefits and harms of initiating statin use
for the primary prevention of CVD events and mortality in adults
76 years and older without a history of heart attack or stroke.

Statin Use for the Primary Prevention of Cardiovascular
Disease in Adults: Preventive Medication-Adults aged 40 to
75 years with no history of CVD, 1 or more CVD risk factors
C A L C U L AT E D 1 0 - Y E A R C V D E V E N T
R I S K O F 1 0 % O R G R E AT E R

The USPSTF recommends that
adults without a history of
cardiovascular disease (CVD) (ie,
symptomatic coronary artery
disease or ischemic stroke) use a
low- to moderate-dose statin for
the prevention of CVD events and
mortality

C A L C U L AT E D 1 0 - Y E A R C V D
EVENT RISK OF 7.5% TO 10%

the likelihood of benefit is smaller,
because of a lower probability of
disease and uncertainty in
individual risk prediction. Clinicians
may choose to offer a low- to
moderate-dose statin

The ACC and AHA
Recommend statin use in asymptomatic adults aged 40 to 75
years without a history of CVD who have an LDL-C level of 70
to 189 mg/dL if they also have diabetes (use of moderate- to
high-dose statins is recommended, depending on the patient’s
10-year CVD event risk) or an estimated 10-year CVD event
risk of 7.5% or greater, as calculated with the Pooled Cohort
Equations risk calculator (shared decision making is
recommended before initiating use of moderate- to high-dose
statins).

I

Aspirin Use to Prevent Cardiovascular Disease and
Colorectal Cancer:
THE AHA AND THE AMERICAN
S T R O K E A S S O C I AT I O N

Recommend the use of low-dose
aspirin for cardiovascular
(including but not specific to
stroke) prophylaxis in adults
whose risk is sufficiently high for
the benefits to outweigh the risks
associated with treatment; they
suggest that a 10-year CVD risk of
6% to 10% is sufficient.

THE AMERICAN DIABETES
A S S O C I AT I O N

suggests low-dose aspirin therapy for
primary prevention in patients with type 1
or 2 diabetes who have an increased
CVD risk (>10% 10-year CVD risk) and
are not at increased risk for bleeding. It
does not recommend aspirin therapy in
men younger than 50 years or most
women younger than 60 years who have
low CVD risk because the risk for
bleeding outweighs the potential benefits
of aspirin treatment

Aspirin Use to Prevent Cardiovascular Disease and
Colorectal Cancer:
No organizations recommend aspirin use for the primary prevention
of CRC in average-risk adults.
The U.S. Food and Drug Administration recently denied a
manufacturer’s request to add primary prevention of MI as an
indication for aspirin use in any risk group. In a consumer bulletin, it
noted the risks for GI and intracranial bleeding and suggested that
the benefits of primary prevention have not been well-established

Asymptomatic Carotid Artery Stenosis: Screening
Population

Recommendation

Asymptomatic adults

The USPSTF recommends against
screening for asymptomatic carotid
artery stenosis in the general adult
population.
The American Heart Association and
the American Stroke Association
jointly recommend against routine
screening for carotid artery stenosis
in asymptomatic patients

Grade
D

Abdominal Aortic Aneurysm: Screening-USPSTF

Abdominal Aortic Aneurysm: ScreeningThe American College of Cardiology and the American Heart
Association

1-time screening for AAA with physical examination
and ultrasonography in men aged 65 to 75 years who
have ever smoked or in men 60 years or older who are
the sibling or offspring of a person with AAA.
These organizations do not recommend screening for
AAA in men who have never smoked or in women.

Abdominal Aortic Aneurysm: ScreeningT H E S O C I E T Y F O R VA S C U L A R
SURGERY

Recommends 1-time
ultrasonography screening for
AAA in all men and women aged
65 to 75 years with a history of
tobacco use, men 55 years or
older with a family history of AAA,
and
women 65 years or older who
have smoked or have a family
history of AAA.

THE AMERICAN COLLEGE OF
PREVENTIVE MEDICINE

Recommends 1-time
screening in men aged 65 to
75 years who have ever
smoked;
it does not recommend
routine screening in women

Peripheral Artery Disease and Cardiovascular Disease:
Screening and Risk Assessment With the Ankle-Brachial
Index-USPSTF and AAFP
Population

Recommendation

Adults

The USPSTF concludes that the
current evidence is insufficient to
assess the balance of benefits and
harms of screening for peripheral
artery disease (PAD) and
cardiovascular disease (CVD) risk
with the ankle-brachial index (ABI)
in asymptomatic adults.

Grade
I

Peripheral Artery Disease and Cardiovascular Disease:
Screening and Risk Assessment With the Ankle-Brachial
Index
THE AMERICAN COLLEGE OF
CARDIOLOGY AND THE AMERICAN
H E A R T A S S O C I AT I O N

T H E S O C I E T Y F O R VA S C U L A R
SURGERY

released joint practice guidelines
recommending screening with the
ABI in patients at increased risk,
including adults 65 years or older,
adults 50 years or older with risk
factors for atherosclerosis or a
family history of PAD, and adults
younger than 50 years with
diabetes and 1 other risk factor for
atherosclerosis

recommended against screening
with the ABI in adults in the absence
of risk factors, history, signs, or
symptoms of PAD; however,
screening is considered reasonable
in adults at higher risk (defined as
age older than 70 years, current
smoking, or diabetes; abnormal
pulse examination; or other
established CVD

Cardiovascular Disease Risk: Screening With
Electrocardiography-USPSTF/ACP/AAFP/American College
of Preventative Medicine
Population
Adults at low risk of CVD
events

Recommendation
The USPSTF recommends against
screening with resting or exercise
electrocardiography (ECG) to prevent
cardiovascular disease (CVD) events in
asymptomatic adults at low risk of CVD
events.

Adults at intermediate or
high risk of CVD events

The USPSTF concludes that the current
evidence is insufficient to assess the
balance of benefits and harms of screening
with resting or exercise ECG to prevent
CVD events in asymptomatic adults at
intermediate or high risk of CVD events.

Grade
D

I

Cardiovascular Disease Risk: Screening With
Electrocardiography-The American College of Cardiology

Exercise ECG is rarely appropriate in
asymptomatic adults at low global risk of
CVD events, may be an appropriate option
for adults at intermediate risk, and is
appropriate for adults at high risk

John Hopkins University in Nature cardiovascular Research, 4-20

Number of deaths by leading cancer types and sex,
United States, 2020
(CDC)

Deaths from cancer are expected to increase over the next
decade as a result of screening deficits due to the COVID-19
pandemic
(CANCER, J American Cancer Society, Wiley, March 21, 2022)

Percentages reporting deficits (Screening)
Colorectal 80.6%
Cervical

69.0%

Breast

55.3%

Lung

44.6%

Lung Cancer Screening-Low Dose CT
USPSTF

A C S / T H E A M E R I C A N A S S O C I AT I O N F O R
THORACIC SURGERY/ THE AMERICAN
COLLEGE OF CHEST PHYSICIANS

The USPSTF recommends annual
screening for lung cancer with low-dose
computed tomography (LDCT) in adults
aged 50 to 80 years who have a 20 packyear smoking history and currently smoke
or have quit within the past 15 years.

Current or former smokers aged 55-74 y in good
health with at least a 30–pack-y history of smoking

Screening should be discontinued once a
person has not smoked for 15 years or
develops a health problem that
substantially limits life expectancy or the
ability or willingness to have curative lung
surgery.

Have at least a 30–pack-y smoking history; and

Annual screening in adults who:
Currently smoke or have quit within the past 15 y;
and
Receive evidence-based smoking cessation
counseling, if they are current smokers; and
Have undergone a process of informed/shared
decision making that included information about the
potential benefits, limitations, and harms of
screening with low-dose CT; and
Have access to a high-volume, high-quality lung
cancer screening and treatment center

Colon CA Screening-Men and Women age 45-75
USPSTF

ACS

Screen all adults aged 45 to 75 years for colorectal
cancer. Several recommended screening tests are
available. Clinicians and patients may consider a
variety of factors in deciding which test may be best
for each person.

Fecal immunochemical test (annual), or
high-sensitivity guaiac-based fecal occult
blood test (annual),

High-sensitivity guaiac fecal occult blood test
(HSgFOBT) or fecal immunochemical test (FIT) every
year

or CT colonography (every 5 y),

or multitarget stool DNA test (every 3 y,
per manufacturer's recommendation),
or flexible sigmoidoscopy (every 5 y)

Stool DNA-FIT every 1 to 3 years
Computed tomography colonography every 5 years
Flexible sigmoidoscopy every 5 years
Flexible sigmoidoscopy every 10 years + annual FIT
Colonoscopy screening every 10 years

Colonoscopy (every 10 y)

Pancreatic Cancer: Screening
Population

Recommendation

Adults

The USPSTF recommends
against screening for pancreatic
cancer in asymptomatic adults.

Grade

D

No organization currently recommends screening for pancreatic cancer in
the general population of asymptomatic adults.
The American College of Gastroenterology conditionally recommends
surveillance for pancreatic cancer in certain high-risk persons (eg, those
with known genetic syndromes associated with pancreatic cancer and
those from familial pancreatic cancer kindreds who have an affected firstdegree relative) and suggests that surveillance should be performed in
experienced centers, ideally under research conditions

Breast Cancer: Screening-USPSTF
Population

Recommendation

Grade

Women aged 50 to 74 years

The USPSTF recommends biennial screening mammography for
women aged 50 to 74 years.
Grade B

Women aged 40 to 49 years

The decision to start screening mammography in women
prior to age 50 years should be an individual one. Women
who place a higher value on the potential benefit than the
potential harms may choose to begin biennial screening
between the ages of 40 and 49 years.
Grade C

Breast Cancer: Screening-American Cancer Society
These guidelines are for women at average risk for breast cancer. For screening purposes, a woman is
considered to be at average risk if she doesn’t have a personal history of breast cancer, a strong family history
of breast cancer, or a genetic mutation known to increase risk of breast cancer (such as in a BRCA gene), and
has not had chest radiation therapy before the age of 30. (See below for guidelines for women at high risk.)
•Women between 40 and 44 have the option to start screening with a mammogram every year.
every year.
•Women 45 to 54 should get mammograms every year.
•Women 55 and older can switch to a mammogram every other year, or they can choose to continue yearly
choose to continue yearly mammograms. Screening should continue as long as a woman is in good health and is
expected to live at least 10 more years.
•All women should understand what to expect when getting a mammogram for breast cancer screening – what
cancer screening – what the test can and cannot do.
Clinical breast exams are not recommended for breast cancer screening among average-risk women at any age.

Self-Breast Exam
USPSTF

The USPSTF recommends against
teaching breast self-examination (BSE).
This is a D recommendation. The
USPSTF concludes that the current
evidence is in- sufficient to assess the
additional benefits and harms of clinical
breast examination (CBE) beyond
screening mammography in women 40
years or older.

AMERICAN CANCER SOCIETY

Research has not shown a clear benefit of
regular physical breast exams done by either a
health professional (clinical breast exams) or by
women themselves (breast self-exams). There is
very little evidence that these tests help find
breast cancer early when women also get
screening mammograms. Most often when
breast cancer is detected because of symptoms
(such as a lump in the breast), a woman
discovers the symptom during usual activities
such as bathing or dressing. Women should be
familiar with how their breasts normally look and
feel and should report any changes to a health
care provider right away.

Prostate Cancer-PSA test with or without digital exam
USPSTF

Grade “C”
For men aged 55 to 69 years, the decision
to undergo periodic prostate-specific
antigen (PSA)-based screening for prostate
cancer should be an individual one. Before
deciding whether to be screened, men
should have an opportunity to discuss the
potential benefits and harms of screening
with their clinician and to incorporate their
values and preferences in the decision.
The USPSTF recommends against PSAbased screening for prostate cancer in men
70 years and older. “D” Recommendation

ACS/AMERICAN COLLEGE OF
PHYSICIANS

Men who have at least a 10-y life
expectancy should have an opportunity to
make an informed decision with their
health care provider about whether to be
screened for prostate cancer,
after receiving information about the
potential benefits, risks, and uncertainties
associated with prostate cancer
screening; prostate cancer screening
should not occur without an informed
decision-making process

Prostate Cancer Screening
The American Urological Association recommends that men aged 55 to
69 years with a life expectancy of more than 10 to 15 years be informed
of the benefits and harms of screening and engage in shared decision
making with their clinicians, taking into account each man’s values and
preferences. It notes that to reduce the harms of screening, the screening
interval should be 2 or more years.
The American Urological Association also notes that decisions about
screening, including potentially starting screening before age 55 years,
should be individual ones for African American men and men with a
family history of prostate cancer
The Canadian Task Force on Preventive Health Care recommend against
PSA-based screening for prostate cancer

Osteoporosis to Prevent Fractures: Screening-Women
Population

Recommendation

Grade

Women 65 years and older The USPSTF recommends screening for
osteoporosis with bone measurement testing
to prevent osteoporotic fractures in women
65 years and older.

B

Postmenopausal women
younger than 65 years at
increased risk of
osteoporosis

B

The USPSTF recommends screening for
osteoporosis with bone measurement testing
to prevent osteoporotic fractures in
postmenopausal women younger than 65
years who are at increased risk of
osteoporosis, as determined by a formal
clinical risk assessment tool. See the Clinical
Considerations section for information on
risk assessment.

Osteoporosis to Prevent Fractures: Screening-Men
Men

The USPSTF concludes that the
current evidence is insufficient to
assess the balance of benefits and
harms of screening for osteoporosis
to prevent osteoporotic fractures in
men. See the Clinical
Considerations section for
suggestions for practice regarding
the I statement.

I

National Osteoporosis Foundation recommendations
BMD testing in all women 65 years and older and all men 70
years and older.38 It also recommended BMD testing in
postmenopausal women younger than 65 years and men aged
50 to 69 years based on their risk factor profile, including if
they had a fracture as an adult

Osteoporosis screening
T H E I N T E R N AT I O N A L S O C I E T Y
FOR CLINICAL DENSITOMETRY

AMERICAN COLLEGE OF
OBSTETRICIANS AND
GYNECOLOGISTS

recommends BMD testing in all
women 65 years and older and all
men 70 years and older. It also
recommends BMD testing in
postmenopausal women younger
than 65 years and men younger
than 70 years who have risk
factors for low bone mass.

recommended BMD testing with
DXA beginning at age 65 years in
all women and selective screening
in postmenopausal women
younger than 65 years who have
osteoporosis risk factors or an
adult fracture

Osteoporosis Screening
American Academy of Family Physicians
recommends against DXA screening in women younger than
65 years and men younger than 70 years with no risk factors.

Ovarian Cancer: Screening
Population

Recommendation

Asymptomatic women

The USPSTF recommends
against screening for ovarian
cancer in asymptomatic women.
This recommendation applies to
asymptomatic women who are
not known to have a high-risk
hereditary cancer syndrome.

Grade
D

Osteoporosis Screening
SCREENING TESTS

S C R E E N I N G I N T E R VA L S

Some observational and modeling
studies have suggested screening
intervals based on age, baseline
BMD, and calculated projected time
to transition to osteoporosis.
However, limited evidence from 2
good-quality studies found no
benefit in predicting fractures from
repeating bone measurement
testing 4 to 8 years after initial
screening
Viswanathan M, Reddy S, Berkman N, et al. Screening to Prevent Osteoporotic Fractures: An Evidence Review for the US Preventive Services
Task Force: Evidence Synthesis No. 162. Rockville, MD: Agency for Healthcare Research and Quality; 2018. AHRQ publication 15-05226-EF-1

Cervical CA
USPSTF

The USPSTF recommends screening for
cervical cancer every 3 years with
cervical cytology alone in women aged
21 to 29 years.
For women aged 30 to 65 years, the
USPSTF recommends screening every 3
years with cervical cytology alone, every
5 years with high-risk human
papillomavirus (hrHPV) testing alone, or
every 5 years with hrHPV testing in
combination with cytology (cotesting).

ACS

Women aged 21-29 -Cervical cancer screening
should begin at age 21 y; for women aged 2129 y, screening should be done every 3 y with
conventional or liquid-based Pap tests
Women aged 30-65 -Pap test and HPV DNA
test screening should be done every 5 y with
both the HPV test and the Pap test (preferred)
or every 3 y with the Pap test alone
Women aged >65 y who have had ≥3
consecutive negative Pap tests or ≥2
consecutive negative HPV and Pap tests within
the last 10 y, with the most recent test
occurring in the last 5 y, should stop cervical
cancer screening
Women who have had a total hysterectomy
should stop cervical cancer screening

Vitamin D Screening
Asymptomatic, community-dwelling, The USPSTF concludes that the
nonpregnant adults
current evidence is insufficient to
assess the balance of benefits and
harms of screening for vitamin D
deficiency in asymptomatic adults.
No organization recommends
population-based screening for
vitamin D deficiency, and the
American Society for Clinical
Pathology recommends against it.

Hepatitis B-USPSTF-Grade B
Adolescents and adults at increased The USPSTF recommends
risk for infection
screening for hepatitis B virus (HBV)
infection in adolescents and adults
at increased risk for infection.
The CDC, the American College of
Physicians, and the American
Association for the Study of Liver
Diseases recommend screening for
HBV infection in asymptomatic,
high-risk persons

High Risk for HBV
Countries with an HBsAg prevalence of 2% or greater regardless of vaccination
history
-US-born persons not vaccinated as infants whose parents were born in regions with
an HBsAg prevalence of 8% or greater
-persons who inject drugs
-men who have sex with men
-HIV infection/hepatitis C virus infection
-Inmates of correctional facilities
-household contacts and sexual partners of HBsAg-positive persons
-

Both the CDC and the American Association for the Study of Liver Diseases also
recommend screening patients with conditions requiring immunosuppressive therapy,
predialysis, hemodialysis, peritoneal dialysis, or home dialysis; patients who have
elevated ALT levels of unknown etiology; or developmentally disabled persons and
staff in residential facilities.

Hepatitis C-Grade B
Adults aged 18 to 79 years

The USPSTF recommends screening for hepatitis C
virus (HCV) infection in adults aged 18 to 79 years.
The American Association for the Study of Liver
Diseases and the Infectious Diseases Society of
America recommends 1-time routine, opt-out HCV
screening for all persons 18 years and older and 1time testing for all persons younger than 18 years at
increased risk of HCV exposure:
persons with HIV, prior recipients of blood
transfusions, persons who ever injected drugs and
shared needles, and persons who are born to an
HCV-infected mother

Screening for
Screening for Cervical
Gynecologic Conditions
Cancer
With Pelvic Examination

Screening for
Chlamydia

Screening for
Gonorrhea

I Statement

A Grade

B Grade

B Grade

The USPSTF concludes
that the current
evidence is insufficient
to assess the balance of
benefits and harms of
performing screening
pelvic examinations in
asymptomatic,
nonpregnant adult
women.
(Does not apply to
screening for cervical
cancer, gonorrhea, and
chlamydia)

The USPSTF
recommends screening
in women aged 21 to 65
years with cytology (Pap
smear) every 3 years or,
for women aged 30 to
65 years who want to
lengthen the screening
interval, screening with
a combination of
cytology and human
papillomavirus (HPV)
testing every 5 years.

The USPSTF
recommends screening
in sexually active
women 24 years and
younger and in older
women who are at
increased risk for
infection.

The USPSTF
recommends screening
in sexually active
women 24 years and
younger and in older
women who are at
increased risk for
infection.
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Periodic Screening With the Pelvic Examination
Population

Recommendation

Asymptomatic,
nonpregnant adult
women who are not at
increased risk for any
specific gynecologic
condition

The USPSTF concludes that the
current evidence is insufficient to
assess the balance of benefits and
harms of performing screening
pelvic examinations in
asymptomatic women for the early
detection and treatment of a range
of gynecologic conditions.

Grade

Periodic Screening With the Pelvic Examination
RECOMMENDS AGAINST
PERFORMING SCREENING
P E LV I C E X A M I N AT I O N S I N
A S Y M P T O M AT I C ,
N O N P R E G N A N T A D U LT W O M E N

The American College of
Physicians
The American Academy of Family
Physicians

RECOMMENDS PERFORMING
P E LV I C E X A M I N AT I O N S
A N N U A L LY I N A L L PAT I E N T S
21 YEARS AND OLDER

The American College of
Obstetricians and Gynecologists

Skin Cancer Screening
Asymptomatic adults

The USPSTF concludes that the
current evidence is insufficient to
assess the balance of benefits and
harms of visual skin examination
by a clinician to screen for skin
cancer in adults.
The American College of Physicians
American College of Preventive Medicine
The American Academy of Family Physicians
The American Academy of Dermatology

I

In 2015, the American Cancer Society withdrew its recommendation
for a general cancer-related checkup, which included examination
of the skin, on the occasion of a periodic health
examination. At this time, the American Cancer Society does not
recommend skin cancer screening for average-risk adults.

Resources to use

Health Care Equity/Racial Justice-Preventative Screenings

The ABCs of the Annual Wellness Visit (AWV)

DEI in Preventative Screenings

Screening Guidelines for
Transgender and Gender Nonbinary People

https://prevention.ucsf.edu/transhealth

Vaccines

Risk

Benefit

Influenza
Why?

Influenza
When?
Annually
-Clinical trials underway for Covid/Flu
vaccine combo

Pneumonia
Why?
For US adults, pneumonia is the most common cause of hospital admissions other than
women giving birth. About 1 million adults in the US seek care in a hospital due to pneumonia
every year, and 50,000 die from this disease
Who?
The risk for pneumococcal disease rises with age, with the highest risk among those aged 65
or older and younger adults with chronic medical or immunocompromised conditions. These
groups carry more than 90% of the burden of invasive pneumococcal disease in adults.

Updated recommendations for pneumococcal vaccination in adults (April 2022)

In early 2022, the Advisory Committee on Immunization
Practices (ACIP) updated guidance on pneumococcal
vaccination to recommend either pneumococcal conjugate
vaccinate 20 (PCV20) alone or the combination of PCV15
followed by 23-valent pneumococcal polysaccharide vaccine
(PPSV23) for all adults with indications for vaccination.

Pneumococcal Vaccine-New Recommendations
2 VA C C I N E S

1 VA C C I N E

-PCV15 (brand name Vaxneuvance),

A single dose of the new PCV20 vaccine
(brand name Prevnar 20)

-Wait 1 year
However, for those with
immunocompromising conditions,
cochlear implants, or cerebrospinal fluid
leaks, a minimum of 8 weeks can be
considered.
-PPSV23, (brand name Pneumovax 23)

Pneumococcal Re-Vaccination with PPSV23
●For individuals with impaired splenic function, cerebrospinal fluid leaks, and cochlear
implants, or other head, neck, or spinal defects that may result in communication with
the subarachnoid space, we revaccinate with PPSV23 every 5 to 7 years because they
are at particularly high risk for severe pneumococcal infection.
●For individuals with immunocompromising conditions (apart from impaired splenic
function), we revaccinate every 5 to 10 years.
●For all other at-risk individuals (eg, those with chronic conditions that predispose to
pneumococcal infection, those with a history of invasive pneumococcal disease, those
≥65 years old), we revaccinate every 10 years.

Varicella (Shingles)
Why?
Fewer than 100 deaths/year
Post-herpetic neuralgia-up to 20% of all patients with Shingles: Depression,
Fatigue, Difficulty sleeping, Lack of appetite, Difficulty concentrating-no cure
Who?
50 or older: 2 vaccines (2nd=2-6 months after the 1st)
The CDC says two doses of Shingrix is more than 90 percent effective in
preventing shingles and postherpetic neuralgia. Shingrix is preferred over
Zostavax.

Varicella (Shingles)
Medicare doesn’t pay for most Shingrix vaccines-can cost up to $170 per
dose

It is not necessary to determine whether patients have a history of prior
varicella (chickenpox) or herpes zoster or to check antibodies prior to
vaccination

Tdap
Every 10 years

Tdap
Pertussis complications in babies and children:
1 out of 4 (23%) get pneumonia (lung infection)
1 out of 100 (1.1%) will have convulsions (violent, uncontrolled shaking)
3 out of 5 (61%) will have apnea (slowed or stopped breathing)
1 out of 300 (0.3%) will have encephalopathy (disease of the brain)
1 out of 100 (1%) will die

Before pertussis vaccines became widely available in the 1940s,
about 200,000 children got sick with it each year in the United
States and about 9,000 died as a result of the infection. Now we
see about 10,000 to 40,000 cases reported each year and
unfortunately some deaths.

Hepatitis B Vaccine
Who?
All infants and adults who are at riskIn March 2022, the Advisory Committee on Immunization Practices (ACIP) updated its
guidelines to recommend hepatitis B vaccination for all adults <60 years of age, in
addition to prior recommendations to vaccinate adults of any age who are at high risk for
acquiring hepatitis B virus (HBV) infection

Why?
It is the most common blood-borne infectious disease and continues to be a global public
health concern, WHO says can be eradicated via immunization.

Covid-19

Age-Adjusted Rates of COVID-19-Associated Hospitalizations by Vaccination Status in Adults Ages
≥18 Years, January 2021–February 2022

COVID-19: Vaccine-induced immune thrombotic
thrombocytopenia (VITT)
There is no role for aspirin in the prevention of VITT
No studies have demonstrated an increased likelihood of VITT (or other thrombotic
complications) following vaccination of individuals with prior thrombosis or increased
thrombotic risk such as due to factor V Leiden (FVL), other inherited thrombophilia, high
body mass index, recent surgery, or others. A prior history of VTE, or predisposition to
VTE, is therefore not a contraindication to vaccination with any type of vaccine
the evidence does not support any screening laboratory or imaging evaluations in
asymptomatic individuals before or after vaccination
Follow up with an mRNA vaccine may be safe

The risk of life-threatening thrombosis from COVID-19
greatly exceeds the risk of VITT
VITT

COVID-19 ILLNESS

The incidence of VITT is unknown but it
appears to be exceedingly rare. Most
reports have described a small number
of cases among tens of millions of
vaccinated individuals

The rate of thrombosis (including fatal
thrombosis) estimated from one metaanalysis was 8 percent in individuals
hospitalized for COVID-19 and 23 percent
in individuals in the intensive care unit
(ICU)

1 BOOSTER

2 BOOSTER

Everyone ages 12 years and older can
get 1 booster after completing their
COVID-19 vaccine primary series.

Adults ages 50 years and older
People ages 12 years and older who are
moderately or severely
immunocompromised
People who got 2 doses (1 primary dose
and 1 booster) of Johnson & Johnson’s
Janssen vaccine

Age-Adjusted Rates of COVID-19-Associated Hospitalizations by Vaccination Status in Adults Ages
≥18 Years, October 2021–February 2022

Health Care Equity/Racial Justice-Vaccinations

Resources/References
https://www.immunize.org/(formerly Immunization Action Coalition (IAC))
https://www.wpath.org/ World Professional Association for Transgender Health
https://prevention.ucsf.edu/transhealth UCSF Center of excellence for Transgender Health
https://www.cdc.gov/ CDC
https://www.uspreventiveservicestaskforce.org/uspstf/ USPSTF
https://www.cancer.org/ American Cancer Society
https://www.who.int/ World Health Organization
https://aawellnessproject.org/ African American Wellness Project
https://www.minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlID=26 US Dept HHS Office
of Minority Health
http://www.aspiringuide.com/ ASA app
https://www.cms.gov/ DHHS/CMS/AWV

References
Musher, D. Pneumococcal vaccination in adults. Uptodate. March 2022.
Smith, R. Cancer Screening in the United States, 2019: A Review of Current American Cancer Society Guidelines
and Current Issues in Cancer Screening. CA CANCER J CLIN 2019;69:184–210
Wiley. Study identifies and addresses US cancer screening deficits due to the COVID-19 pandemic. CANCER.
March 21, 2022 (online).
Rienzi, G. Unscrambling our memories in the wake of Covid-19. John Hopkins University. 4-6-22 (online)
Ghaswala, P. Health Care Provider’s knowledge, practices, and barriers, to Hepatitis Vaccination Guidelines. The
Journal for Nurse Practitioners 18 (2022) 403-410.
Otto, M. A. As Predicted: Jump in Metastatic Prostate Cancer Diagnoses. JAMA. 3-14-22( online)
Link, D. What’s your STD IQ? The Journal for Nurse Practitioners 18 (2022) 347-348.
Deutsch, M. Guidelines for the Primary and Gender-Affirming Care of Transgender and Gender
Nonbinary People. UCSF. 2nd Edition – Published June 17, 2016.
Diaz, Desiree. Discovery of Methods to Enhance the Care of the LGBTQ Community. The Journal for Nurse
Practitioners 17 (2021) 1085-1090.
Zeng, Dan-Yi. Global burden of acute viral hepatitis and its association with socioeconomic development status,
1990-2019. Journal of Hepatology 2021 vol. 75 j 547–556.
Aspirin Use to Prevent Cardiovascular Disease US Preventive Services Task Force Recommendation Statement.
JAMA. April 26, 2022, Volume 327, Number 16, 1577-1584.

Contact
information
mjoy3636@cox.net
602-751-9086

