SAMPLE VHA PNEUMOCOCCAL VACCINE INFORMATION AND PROTOCOL

(This sample document will need facility review and approval.  The samples may be modified based on VHA and facility policy and professional scopes of practice.  Since the sample document has not been through a VACO concurrence process, it does not necessarily constitute the views of the DVA or national VA policy/procedure/practice.)
INTRODUCTION:  Pneumococcal Vaccination may be administered by nurses (i.e., RNs, LPNs, etc.) according to protocol to adults who meet the criteria below at any time of year.

Any person age 65 or older


HIGHEST RISK PATIENTS

Those with:

   HIV infection or AIDS



  Absent or malfunctioning spleen


   Sickle cell disease



  Organ or bone marrow transplant patient

Immunosuppressive treatment with x-ray, 
  Nephrotic syndrome or renal failure

      cancer drugs, or long-term steroids
HIGH RISK PATIENTS

Adults of any age at risk due to chronic illness such as:


    Heart disease



    Alcoholism

    Lung disease




    Cancer, including leukemia, lymphoma,


    Cirrhosis




       multiple lymphoma 


    

    Diabetes mellitus



  Spinal cord injury or disease

    CSF leaks

   Persons living in special environments or social situations (such as Native Americans, residents of long term care facilities)

Candidate for or recipient of a cochlear implant

Adults will need a second and final dose of PPV if five or more years have elapsed since the previous vaccination and the patient is:


Age 65 or older and received prior PPV vaccination when less than 65 years old


At highest risk for serious pneumococcal infection and/or likely to have a rapid decline in pneumococcal antibody levels (see highest risk patients, above)

CONTRAINDICATIONS:  
A history of a serious reaction (e.g., anaphylaxis) after a previous dose of PPV or to a vaccine component (e.g., phenol allergy)
PRECAUTIONS: A moderate or severe acute illness with or without fever

REFERRAL TO HEALTH CARE PROVIDER: 

Initial vaccination of lymphoma patients recently treated or about to receive treatment with chemotherapy or radiation should be undertaken only with provider evaluation and separate written provider order.


Pregnant women may be considered for vaccination, but should only be done with provider evaluation and separate written order.

OTHER INFORMATION:

If individual meets indications for vaccine and past vaccine status is unknown, the patient should be vaccinated.


Vaccine may be administered to patients with mild infections such as URI without fever.


Pneumococcal vaccine can be given at same time as other vaccines but in a different site.

VACCINE PROTOCOL:

1.
Ask if the patient is feeling sick.  If so, and they are febrile, or answer yes to any contraindications or provider referral questions on the protocol checklist, do NOT administer vaccine via protocol.  

2.
Give patient vaccine information statement, answer any questions, and ensure the patient understands.

3.
If the patient is afebrile, and answers no to ALL contraindications or provider referral questions on the protocol checklist, then: 
       give 0.5 cc Pneumococcal vaccine IM (1”-2” 22-25 g needle) or SC (5/8”-3/4” 23-25 g needle) in deltoid.

4.
Document each patient’s vaccine administration information in CPRS and on the patient’s personal immunization record card.

5.
Be prepared for management of a medical emergency related to the administration of the vaccine by having a written emergency medical protocol available, as well as equipment and medications.

6.
Report all adverse reactions to the pneumococcal vaccine to the federal Vaccine Adverse Reporting System (VAERS) at www.vaers.org or (800)822-7967. VAERS report forms are available at www.vaers.org.
___________________________  
__________
_______________________________ 
__________  

Chief of Staff or MD designee 
      Date

Chief Nurse Executive or designee       
      Date 


SAMPLE VHA PNEUMOCOCCAL VACCINE PROTOCOL CHECKLIST

(This sample document will need facility review and approval.  The samples may be modified based on VHA and facility policy and professional scopes of practice.  Since the sample document has not been through a VACO concurrence process, it does not necessarily constitute the views of the DVA or national VA policy/procedure/practice.)


1.  Does individual meet recommendations for vaccine?

 Yes

No

(age> 65 or chronic illness, i.e. heart disease; lung disease; alcoholism; diabetes mellitus; cirrhosis; immunosuppressive treatment with x-ray, cancer drugs, or long term steroids; nephrotic syndrome or renal failure; absent or malfunctioning spleen; organ or bone marrow transplant patients; HIV infection or AIDS; cancer; sickle cell disease; cochlear implant; spinal cord injury and disease; person living in special environments or social situations, i.e., Native Americans, or residents of long term care facilities)
· IF YES, proceed to #2

· IF NO, stop and do not give vaccine

2.  Does individual report past Pneumococcal vaccine immunization?
 Yes

No

· IF YES, ask if patient was first vaccinated  5 years ago. 

· IF YES, and > 5 YEARS have passed since initial vaccination,

       and patient is in the highest-risk group for

       pneumococcal infection (see categories in bold

       in #1), proceed to #3

· If 5 years have passed since initial vaccination, 

       and patient is  > 65 years old, proceed to #3.

· If patient has already received 2 doses of vaccine, stop

and do not give vaccine.

· IF NO, proceed to #3

3.  Do you feel sick today?





 Yes

No
· IF YES, take temperature.  If temp is above

       ______, stop and do not give

       vaccine.  If temp is below _________,

       proceed to #4.

4.  Contraindications or indication for provider referral: 

 Yes

No


Phenol allergy


Pregnant 


Initial vaccination of lymphoma patients




· IF YES to any of these questions, stop

      and do not give vaccine.

· IF NO to all questions, proceed to #5.

5.
 Individual has received a vaccine information statement, 

indicates understanding and had questions answered?

 Yes

No

· IF YES, proceed to #6.

· IF NO, stop and do not give vaccine.

Deltoid Site:  Right__________    Left___________

Manufacturer/Lot#__________________________

Date given: ______________Time given:________

________________________________________


       Signature of clinician administering vaccine
                   


____________________________________________________

    Printed Name of Clinician Administering Vaccine
