Clinic Name
PROTOCOL FOR ADULT IMMUNIZATIONS

GENERAL CONSIDERATIONS:

1. Although many immunizations are recommended for adults, this agency will provide Td (see criteria in #2 below), influenza (see criteria #4 below), and pneumococcal polysaccharide (see criteria in # 5 below) immunizations to clients 19 years of age and older.  

2. All adults (19 years of age and older) who enter care at NMHSI shall be asked when the last tetanus immunization was received and that date shall be entered on the Initial Client Visit (ICV) sheet.  If a primary series has NOT been completed or if the last dose was administered more than 10 years ago, administer this vaccine according to the Recommended Adult Immunization Schedule.

3. Michigan law requires that every prenatal care provider test all pregnant women, during every pregnancy, for Hepatitis B.  If prenatal lab studies are initiated through NMHSI, Hepatitis B (HBsAg) testing is to be included in the prenatal profile.  If prenatal care began at another location and evidence of HbsAg testing is NOT available, be sure to order the test.

4. Influenza vaccine shall be offered to those with chronic diseases (diabetes, asthma,COPD,CHF) and those persons 50 years of age and over depending upon the availability of vaccine.  Influenza vaccine can be given to pregnant women (after the 1st trimester) who will be greater than 14 weeks of gestation during the influenza season or who have medical conditions that increase their risk for complications from influenza regardless of the stage of pregnancy.  This vaccine is can be given to anyone who wishes to be vaccinated as long as the supply of vaccine is available.

5. Pneumococcal polysaccharide vaccine shall be given to persons (65) years of age or older and to persons (35) years of age and older who have documented chronic cardiovascular disease, chronic pulmonary disease, diabetes mellitus, chronic liver disease, cerebrospinal fluid leaks functional or anatomic asplenia or immunocompromising conditions.  Revaccination is also appropriate for those who received the initial vaccination before 65 years of age provided 5 years have passed since the initial vaccination.  Those 2-64 years of age with functional or anatomic asplenia may also require vaccination/revaccination.  Consult the clinic physician re: need. Please refer to the CDC VIS sheet: Pneumococcal vaccine Who needs it and who needs it again?  and Pneumoccal Revaccination .

6. Please refer to the attached information sheets re: adult immunizations and Guidelines for Vaccinating Pregnant Women. 

ASSESSMENT: 

1. Discuss any recent illness

2. Note any allergies and question previous reactions to immunizations.

3. Have client complete the Screening Questionnaire for Adult Immunization.

4. Review contraindications to immunizations included on the Summary of Recommendations for Adult Immunization. 

5. Determine through gathered data if the client is eligible for immunization at this time.

PROCEDURE GUIDELINES:

1. Provide client with appropriate Vaccination Information Sheet (VIS).

2. Review the VIS and answer all questions.

3. For information regarding correct needle size, route of administration and injection site for specific immunizations, please refer to the Injectable Vaccine Administration for Adults sheet.

4. The client should remain in the clinic for at least (15) minutes AFTER the immunization is administered.

5. Record the immunization(s) on the Adult Vaccine Administration Record. 

POST IMMUNIZATION EDUCATION:

1. Provide client with immunization record.

2. Advise that the injection site may be reddened, warm to touch and/or slightly painful.  Cool compresses may help.  Tylenol may be taken according to package instructions.

3. Give the client the NMHSI clinic telephone number in case any  

      questions/concerns arise after leaving the clinic.
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