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AANP CHILDHOOD VACCINATIONS POSITION PAPER

Adopted by the House of Delegates of the American Association of Naturopathic Physicians at its Annual Meeting, September 1991.

WHEREAS the American Association of Naturopathic Physicians (AANP) is a strong proponent of preventive medicine and of the protection of 
children and adults from the serious consequences of infectious disease;

WHEREAS naturopathic physicians, as primary care providers, are morally obliged and legally mandated to uphold and carry out the public health laws and should be authorized to administer vaccinations in all jurisdictions where naturopathic licensure is available;

WHEREAS all physicians are ethically obliged to give parents accurate and current information on both the benefits and risks of childhood vaccinations, i.e., parental "informed consent", such as required by the public health clinics of the United States Public Health Service; and,

WHEREAS it is well documented that some of the current childhood vaccinations have been associated with significant morbidity and are of variable efficacy and necessity.

THEREFORE BE IT RESOLVED that it is the position of the AANP that:

I. Safer, more effective vaccinations should be developed, and more research should be conducted on possible short-term and long-term adverse effects of vaccines currently in use.

II. All physicians should be attentive to the proper use of vaccines, avoid their administration to individuals with conditions that contraindicate their use, and accurately chart the vaccination, including parental refusal for any vaccines and any adverse effects.

III. All physicians should obtain from parents signed informed consent by providing printed information describing the risks of the infectious diseases, the risks and benefits of childhood vaccinations and other options. Consent forms describing such information should be provided in a form and manner which would allow responsible parents to make informed decisions regarding the vaccination of their children.

IV. All physicians should respect that the parents or guardian have both the responsibility

and freedom to decide within the range of options provided for by state law whether or not their children should receive vaccinations.


As health care providers we are OBLIGATED to give all available information regarding childhood infectious diseases and immunization to our patients. We must then let people make their own decisions without our own personal bias or opinions. We must honor their decision and when we do this we have fulfilled our obligation as a physician.

DECISION MAKING CRITERIA: 
1) What is the risk or probability that the child will get the disease? 
2) What are the health consequences of the natural infection if contracted? 


3) How safe is the vaccine? 
4) Is the immunity provided by the vaccine solid and long-lasting? 
5) Will the vaccine stimulate the appropriate parts of the immune system-is the route of administration compatible with the route of natural infection? 
6) What is the child's health history and present health status? 
7) Are there safe and effective alternatives?

Things to Think About…

· Some diseases are not reported in the Dept of Health newsletter (Hib vaccine in Washington) anymore as not enough cases  are reported.

· Hep B:  is the baby at risk?  Risk is through the parents exposure or from another child who has it (or if the baby receives IV drugs or 


promiscuous sex which is unlikely). 

· Varicella:  we do not know how long it lasts or if it changes the risk for developing shingles

· Economic issue:  can the parents afford to take care of the sick child for the time necessary (chicken pox, whooping cough)?


Vaccines are usually available free from the Dept. of Health.  This is contingent on paperwork the Dr. needs to fill out and a site visit by the dept. and other red tape.  You can charge an administrative fee although if a patient cannot pay, you are required to provide the immunization anyway.  Chart the immunization and the number within the series (i.e. P//  DTaP # 3 ).  The vaccination card is given to a parent (vaccine information sheet)


When administering vaccinations, give in the thigh.  For injections, try to grab the muscle and pull up and away from the bone to avoid hitting the bone.  For sub Q, squeeze the skin up to create a larger sub Q space.

Arms on infants are not a good area to give injections

Contraindications For All Vaccinations



· Anaphylactic reaction 10 a vaccine contraindicates fut1her doses of that vaccine antigen

 
· Anaphylactic reaction to a vaccine constituent contraindicates the use of vaccines containing that substance


· Moderate or severe acute illnesses with or without a fever


· Prematurity (same dosage and indications as for normal full-term infants)
· History of penicillin or other nonspecific allergies or family history of such allergies
Cautions

The events or conditions listed for each vaccination as precautions, although not contraindications, should be carefully reviewed. The benefits and risks of administering a specific vaccine to an individual under the circumstances should be considered. II the risks are believed to outweigh the benefits, the immunization should be withheld; if the benefits are believed to outweigh the risks (e.g., during an outbreak or foreign travel), the immunization should be given. Whether and when to administer DTP to children with proved or suspected underlying neurologic disorders should be decided on an individual basis. Ills prudent on theoretical grounds to avoid vaccinating pregnant women. However, if immediate protection against poliomyelitis is needed, OPV, not lPV, is recommended.

Not contraindications
· Mild to moderate local reaction (soreness, redness, swelling) following a dose of an injectable
· Mild acute illness with or without low-grade fever

· Current antimicrobial therapy

· Convalescent phase of illnesses

Homeopathic Immunizations


The should be in moderate to good health when giving a dose of the "vaccine", unless you are giving it as a remedy for the specific illness (for example the Influenza Homeopathic during an active flu illness). Start the child on vitamin C the night before and continue for at least three days:  500 mg per 25 pounds of weight per day to be lessened if any diarrhea occurs.

Administer the first vaccine twice daily for three consecutive days.  The following vaccines should be given every the end of the series (unless the child becomes sick in which case use you should definately STOP until full wellness resumes).  Then wait for two months and start with the first one again.  Take in the same order.
Take 1pill each time.  The pills should be administered directly into the child’s mouth, under the tongue, and let dissolve.

Store away from strong smelling odors (like Vicks vapor , perfume, essential oils) and keep dry and cool.
If the parent/ caretaker has any concerns or the child exhibits any sort of reaction (rash, fever, change in bowels, unusual behavior...) instruct them to call the physician.   As that a record of the immunizations be kept, even if interrupted. 
Order and Interpretation of Vaccines

1.  Pertussin:  Pertussis

2.  Rubella:  same


3.  Tetanus:  same


4.  Parotidinum: Mumps


5.  Morbillinum: Measles


6.  Diphtherinum - Diphtheria 

7.  Lathyrus:  Polio

8.  Staphlycoccinum:  Staph


9.  Streptococinum:  Strep
10.  Influenza: Flu

Recommended Childhood Immunization Schedule United States, January - December 2001

Vaccines' are listed under routinely recommended ages.  Bars indicate range of recommended ages for immunization. Any dose not given at the recommended age should be given as a "catch-up" immunization at any subsequent visit when indicated and feasible. Ovals indicate vaccines to be e.ls indicateted and feasib/_n_































































































given if previously recommended doses were missed or given earlier than the recommended minimum age.
	Age
	Birth
	1 mo
	2 mo
	4 mo
	6 mo
	12 mo
	15 mo
	18 mo
	24 mo
	4-6 yrs
	11-12 yrs 
	14-18 yrs

	Hepatitis B2
	Hep B #1
	
	
	
	
	
	
	
	
	

	
	
	Hep B #2
	Hep B #3
	
	
	Hep B
	

	Diphtheria, Tetanus,

Pertussis3
	
	
	DTaP
	DTaP 
	DTaP
	
	DTaP
	
	DTaP
	TD

	H. influenzae

type b 4
	
	
	Hib
	Hib
	Hib
	Hib
	
	
	
	
	

	Inactivated

Polios
	
	
	IPV
	IPV
	IPV
	
	IPV
	
	

	Pneumococcal

Conjugate6
	
	
	PCV
	PCV
	PCV
	PCV
	
	
	
	
	

	Measles, Mumps,

Rubella7
	
	
	
	
	
	MMR
	
	
	MMR
	
MMR
	

	Varicella6
	
	
	
	
	
	Var
	
	
	
Var
	

	Hepatitis A
	
	
	
	
	
	
	
	
	
	Hep A - in selected areas9


Approved by the Advisory Committee on Immunization Practices (ACIP), the American Academy of Pediatrics (AAP), and the American Academy of Family Physicians (AAFP).

	Recommended
Time/Age
	Immunizations
	Comments

	YOUNGER THAN 7 YEARS

	First visit
	DTP, OPV, MMR

Hib, VZV
	MMR if child 15 mo old; VZV if child is 12 mo old; tuberculin testing may be done at same time. For children aged 1S-59 mo. can be given simultaneously with DTP and other vaccines (at separate sites)*

	Interval after first visit

	2mo
	DTP, OPV, (Hib)
	Second and third dose of HbCV is indicated only in children whose first dose was received when younger than 15 mo.

	4mo
	DTP (Hib)
	Third dose of OPV Is not Indicated in the United Stales but is desirable in other geographic areas where polio is endemic.

	10-16 mo
	OTP, (DTaP)**, OPV
	OPV is not necessary If third dose was given earlier.

	4-6 y (at or before school

entry)
	DTP, (DTaP)**, OPV (MMR)***
	DTP is not necessary if the fourth dose was given alter the fourth birthday; OPV is not necessary if the third dose was given after The fourth birthday.

	11-12 y
	MMR
	At entry to middle school or junior high.

	10 Y later
	TD
	Repeal every 10 y throughout life.

	7 YEARS ANO OLDER

	First visit
	TD, OPV, MMR
	

	Interval after first visit

	2mo
	TD, OPV
	

	8-14 mo
	TD, OPV
	

	11-12 Y
	MMR
	AI entry to middle school or junior high

	10 Y later
	TD
	Repeal every 10 y throughout life.


*The initial three doses of OTP can be given at 1 to 2-month intervals: hence, for the child in whom immunization is initiated at age 15 mo or older, one visit could be eliminated by giving DTP, OPV, and MMR and HBV at the first visit; DTP and Hib at the second visit (1 mo later); and OTP, HBV, and OPV al the third visit (2 mo after the first visit). Subsequent doses of DTP and OPV 10-16 mo after the first visit are still Indicated. HbCV, MMR. DTP, and HBV can be given simultaneously at separate sites failure of the patient 10 return for future immunizations is a concern.
**DTaP is recommended only If three prior doses of DTP have been administered.
***The ACIP recommends MMR al this time.

Diphtheria

Acute infection of upper respiratory tract or skin caused by toxin-producing Corynebaclerium diptheriae. 

Signs & Sx: gray adherent pseudomembrane over pharynx and nasopharynx, sore throat, sero​sanguinous nasal discharge, hoarseness, fever. Attempts to wipe away membrane produces bleeding, membrane has erythematous border. Cultures unreliable, WBC can be normal, Hemolytic anemia & thrombocytopenia frequent
Complications include myocarditis(toxic injury),neuritis=paralysis of soft palate, eye muscles, extremeties, bronchopneumonia, respiratory obstruction. Diphtheria IS VERY RARE.
Incubation: 1-6 days

Treatment: Antitoxin if less than 48 hours duration, IV antibiotics (penicillin), bed rest, isolation

ONE OF THE DISEASES WHICH REQUIRES REFERAL FOR HOSPITALIZATION

Naturopathic support: 

Vit C: up to 1,000 mg/hr, Adrenal support, Diphtherinum 30X given at 30 day intervals

Post dz paralysis Gelsemium: Phytolacca (1:1) tine.. 20gtts in 4-6 oz water give I tsp every 2-4 hours

Prognosis: Mortality up to 25%, high when myocarditis present. Neuritis reversible Fatal only if intact airway and ventilation cannot be maintained. Do not withhold treatment pending cultures.
DTP/DTaP vaccination
Contraindication:  Encephalopathy within 7 days of administration of the previous dose of DTP

Precautions
· Fever of 0.5 °C (105(F) or high-pitched cry within 48 h after vaccination with a prior dose of DTP

· Collapse or shock-like stale (hypotonic-hyporesponsive episode) within 48 h after receiving a prior dose of OTP
· Seizures within 3 d of receiving a prior dose of OTP (see second point below)
· Progressive seizure disorder or encephalopathy

· Persistent, inconsolable crying lasting _3 h within 48h of receiving a prior dose of DTP

Not contraindications
· Temperature <40.5 °C (105 OF) following the previous dose of OTP

· Family history of convulsions:  Acetaminophen given prior to administering DTP and thereafter every 4 h for 24 h should be considered for children with a per​sonal or family history of convulsions in siblings or parents. 
· Family history of sudden infant death syndrome

· Family history of an adverse event following DTP administration. 
Vaccine:  DTP 4 may be administered at 12 months of age, H at least 6 months have elapsed since DTP3. DTaP (diphtheria and tetanus toxoids and acellular Pertussis vaccine is licensed for the 4th  and/or 5th vaccine dose(s) for children aged >15 months and may be pre​ferred for these doses In this age group. TD (tetanus and diphtheria toxoids, absorbed, for adult use) is recommended at 11-12 years of age if at least 5 years have elapsed since the last close of DTP, DTaP, or DT.
Adverse effects of vaccine:

Haemophillus influenza (HIB)

The “day care” disease, highly contagious
Incidence:  HIB infections are most common in age group from 4 months to 4 years (epiglottitis:2-5 years). There has been a rapid reduction in incidence across the US (95%) in many parts. Disease due to encapsulated types A,C,D,E, or F uncommon.

Treatment:  All Bacteremic or potentially bacteremic HIB diseases require hospitalization for treatment due to the potential for serious invasive pathogenicity = meningitis, bacteremia, epiglottitis, septic arthritis, periorbital and facial cellulitis, pneumonia and pericarditis=make these infections important. 25-40% HIB strains resistant to ampicillin, chloramphenicol resistance uncommon. When meningitis is a possibility THIRD GENERATION CEPHALOSPORINS are the drugs of choice because they reach the cerebrospinal fluid in concentrations high enough for reliable sterilization.
Vaccine:  Three H. influenzae type b (Hib) conjugate vaccines (HbCV) are licensed 'or Infant use. If PRP-OMP (PedvaxHIB(Merck)) is adminis​tered al 2 and 4 months of age, a dose at 6 months is not required. Alter completing the primary series, any Hib conjugate vaccine may be used as a booster.
Contraindications:  None identified
Adverse effects of vaccine:
Hepatitis B (see HepNet)

The HBV is a DNA virus that produces the Type B hepatitis. 

Incidence:  Newborns are at almost no risk for contracting this disease.  Immunization at birth is an attempt to wipe out the disease globally.  However, in endemic areas, transmission is vertical and horizontal:  the most common source of infection being an infected mother. Maternal-infant transmission occurs primarily at the time of delivery through ingestion of contaminated vaginal contents and maternal-fetal transfusion. Transplacental transmission is RARE. Postpartum transmission may occur through saliva, stool, urine, or breast milk. To avoid postpartum transmission women are advised NOT to breast feed and to follow hand-washing precautions when handling the baby. In addition they should be advised about transmissibility via blood, saliva, urine and stool.  INFREQUENTLY, newborns infected with HBV may develop acute Type B hepatitis.  The younger you are when contracting Hep B, the greater likelihood of a chronic condition being developed.  

Sn/Sx: This dz is usually mild and self-limited with jaundice, lethargy, failure to thrive, abdominal distention and clay colored stools. Fulminate Type B hepatitis is seen more frequently in infants born to chronic carriers. Most commonly neonates infected with HBV develop a chronic, subclinical hepatitis characterized by persistent hepatitis B antigenemia and variably elevated transaminase activity in an a clinically "normal" infant.

Treatment: 

· symptomatic care 

· STEROIDS are of NO value

· Infants need to be followed carefully with periodic liver function tests

Vaccine:  
· Currently the regime is HBIG given within 24 hours of birth and repeated twice in the first 6 months of life:  Infants born to HBsAg-negative mothers should receive 2.5 (g of Merck vaccine (Recombivax HB) or 10 (g of SmithKline Becham (SB) vaccine (Engerix-B). The 2nd dose should be administered 1 months after the 1st dose. 

· Vaccination is highly recommended in ALL infants born to women with Acute Type B hepatitis in the 3rd trimester. In addition it should be given to infants born to women who are both HBsAg and e-antigen ​POSITIVE and have transmitted HBV to newborns of previous pregnancies.  Infants born to HBsAg-positive mothers should receive 0.5 ml hepatitis B immune globulin (HBIG) within 12 hrs of birth, and ei​ther 5 (g of Merck vaccine (Recombivax HB) or 10 (g of SB vaccine (Engerix-B) at a separate site. The 2nd dose is recommended al 1-2 months of age and the 3rd dose at 6 months of age.
· Infants born to mothers whose HBsAg status is unknown should receive either 5 (g of Merck vaccine (Recombivax HB) or 10 (g of 5B vaccine (Engerix-B) within 12 hrs of birth. The 2nd dose of the vaccine is recommended at 1 month of age and the 3rd dose at 6 months of age.
· Adolescents who have not previously received 3 doses of hepatitis B vaccine should initiate or complete the series at the 11-12 year-old visit. The 2nd  dose should be administered at least 1 mo after the 1st  dose.  The 3rd dose should be administered at least 4 months after the 1st  dose and at least 2 months alter the 2nd  dose.

Contraindications: None identified


Not a contraindication:  Pregnancy
Adverse effects of vaccine:

Mumps

Incubation: 14-21 days

Sn/Sx:  up to 40 % cases subclinical, get lifelong immunity. Tender swelling of salivary glands, variable fever, parotid involvement most common. Ear displaced upward and outward. Stimulation with sour foods painful. 

Complications: include nerve deafness usually unilateral and transient, but loss of high tones common. Permanent damage in less than 0.1%. Other rare complications include myocarditis, transverse myelitis and facial paralysis. 

Treatment is supportive. 

· Homeopathy includes Mercurius, Pulsatilla, Rhus tox.

· Bed rest
· carrot poultice and ice packs for pain

· Vitamin C, Vitamin A, Immune support.

Vaccine:  see MMR vaccine
Pertussis

Sn/Sx:
Onset appears like mild UR! (slight fever, rhinitis, sneezing) cough begins after 2 weeks becomes paroxysmal 10-30 coughs, 
accompanied by sweating, cyanosis, prostration, exhaustion, vomiting and often loud inspiratory "whoop". This lasts 2-4 weeks with 
gradual improvement over another 2-4 weeks where the cough suggestive of chronic bronchitis. In Chinese medicine this is the" 1 00 day cough"

Labs:  get culture media from public health=nasopharyngeal swab. WBC 20,000-30,000 with 70-80% lymphocytes. 

Complications: Bronchopneumonia, Otitis media, atelectasis, apnea and sudden death.  

Treatment:  Antibiotics ameliorate early infections but not  effective in the paroxysmal stage.

· Erythromycin drug of choice! Administer  in 4 doses (40-50mglkg/24h). EES needs higher dose and causes GI disturbances.

· Amoxicillin for erythromycin intolerant patients (1O0mglkg/24h)

Naturopathic: 
· Cell salts Kali M1.ir chief remedy, Ferrum Phos is catarrh stage. 
· HOMEOP. Pertussin 30X tid for exposure or q 4 hr with contact, or daily as treatment

· Drosera 30 c for night cough 
· other remedies might include Arnica, Mephitis putor, Ipecac Cuprum metallicum, Allium cepa, Sulfur 
· Sedative-Expectorants: Tinctures of Licorice (saponin has central anti-tussive effect similar to codeine) Drosera, Trifolium pratense, Verbascum, Capsicum 

· Nutrition: Avoid mucus forming foods, lots warm liquids, vegetables small frequent feedings
· Thyme baths: dried herb in cheesecloth in bath. Bach Rescue Remedy to remain calm (in water at bedside)

Vaccine: see DTaP
Polio 
Few cases in US usually in immune compromised immunized patient. Disease worse in adults and pregnant women than children. Death in 5-10%, permanent paralysis in.15%, mild paralysis in about 30%. 

Sn/Sx:  Initial symptoms are fever, myalgia, sore throat, headache for 2-6 days. Several well days follow then recurrent fever, and signs of aseptic meningitis-stiff neck, spinal rigidity, headache, nausea progressing to high fever severe myalgia, asymmetric flaccid paralysis.

Labs: Cerebrospinal fluid in patients with meningeal Sx= elevated WBC (lymphocytes mostly) Can culture throat, stool or CSF for virus.

Treatment is supportive.

OPV
Contraindications

· Infection with HIV or a household contact with HIV


· Known immunodeficiency (hematologic and solid tumors. congenital immunodeficiency, long-Ierm immunosuppressive therapy)

· Immunodeficient household contact

Precaution:  
· pregnancy.
· There is a theoretical risk that \he administration of multiple live virus vaccines (OPV, MMR) within 30 days of one another if not n on the same day will result in a suboptimal Immune response. There are no data to substantiate this.

Not contraindications
· Breast-feeding

· Current antimicrobial therapy

· Diarrhea
Vaccine:  Oral poliovirus vaccine (OPV) Is recommended for routine infant vaccination. If  person is _ 18 Y old, routine poIio virus vaccination is not indicated In the United Stales.
Adverse effects of vaccine:
IPV

Contraindication:  Anaphylactic reaction to neomycin or streptomycin
Precaution:  Pregnancy

Vaccine: Inactivated poliovirus vaccine (IPV) is recom​mended for persons with a congenital or acquired immune deficiency disease or an 
altered immune status as a result of disease or immunosuppressive therapy, as well as their household contacts, and is an acceptable alternative for other persons. The pri​mary 3-dose series for IPV should be given with a minimum interval of 4 wks between the 1st  and 2nd  doses and 6 months be​tween the 2nd  and 3rd  doses.

Adverse effects of vaccine:
Rubeola (German measles)

If Rubeola were not teratogenic, rubella would be of little clinical importance 

Incubation: 14-21 days. Young children may only have a rash. 

Sn/Sx:  Clinical diagnosis is difficult because of variable expression of the disease. As many as 80% of infections are sub-clinical! Older children may have prodrome of fever, ocular pain, sore throat, myalgia. Post auricular and suboccipital lymphadenopathy characteristic. Rash begins on face has a "slapped cheek" appearance quickly spreads to trunk and extremities after it fades from face and gone by 4th day. 

Labs: 4 fold increase in antibody titers drawn 1-2 weeks apart diagnostic. Can isolate virus in throat or urine 1 week prior to 2 weeks post rash. Draw serum at onset, hold draw 1-2 weeks later send both simultaneously for best result. 

Treatment: Supportive therapy same as Rubeola

Vaccine: see MMR vaccine
Rubeola (measles)

Incidence:  A sustained decline in measles incidence occurred in the United States beginning in 1993, when 312 confirmed measles cases 

were0020reported. The reported number of cases increased to 963 in 1994; outbreaks among members of groups that oppose vaccination 

were largely responsible for the increase. In 1995, a total of 309 cases was reported, the fewest since national surveillance began. 

In addition to the decline in reported cases, epidemiologic evidence suggests that indigenous measles transmission has been interrupted.

Incubation:  9-14 days. 

Mechanism of spread:  respiratory droplets

Prodrome: high fever, lethargy, sneezing, cough, coryza, photophobia. Pathognomonic Koplik's spots on buccal mucosa(small white papules on 

red base) last for 1-2 days but CAN BE ABSENT.

Sn/Sx:  Rash begins within a day of appearance of Koplik’s spots:  first on head, then trunk and extremities.  Maculopapular rash spreading from face and hairline to trunk and extremities as it fades on face and gone in 6 days. Fever usually gone 2-3 days after onset of rash. 

Labs: Leukopenia, lymphopenia. Multi​ nucleated giant cells in oral mucosal scrapping or nasal secretions. IgM antibody in serum 2 days after onset of rash. 

Complications: Bacterial super-infections (5-15% of cases) of lung, middle ear, sinus common. Bronchospasm, severe croup, viral pneumonia or bronchiolitis especially in infants. Encephalitis in 1/2000 cases; onset one week from rash. Subacute sclerosing panencephalitis (1/100,00 cases)

Treatment: Supportive, fever control. 

· Antivirals:  Glycyrrhyza Echinacea(w/ vit C)

· Homeopathy: Aconite in early stage for restlessness, eye and nose irritation, light sensitivity. Euphrasia for photophobia, red swollen eyes with streaming tears, throbbing headache. Pulsatilla for weepy child in need of comfort, catarrhal Sx predominate, thick yellow d/c from nose or eyes.

MMR vaccine:  The 2nd dose of MMR is routinely recommended at 4-6 yrs of age or at 11-12 yrs of age, but may be administered at any visit, provided at least 1 month has elapsed since receipt of the 1st dose.
Contraindications

· Anaphylactic reactions to egg ingestion and to neomycin:  Persons with a history of anaphylactic reactions following egg Ingestion should be vaccinated only with extreme caution. Proto​cols have been developed for vaccinating such persons and should be consulted.
,

· Pregnancy


· Known immunodeficiency except HIV (hematologic and solid  tumors, congenital immunodeficiency, long-tem immunosuppressive therapy)


Precaution:  
· Recent (within 3 mo) immune globulin administration
· There is a theoretical risk that \he administration of multiple live virus vaccines (OPV, MMR) within 30 days of one another if not on the same day will result in a suboptimal Immune response. There are no data to substantiate this.

Not contraindications
· Tuberculosis or positive skin test
· Simultaneous TB skin testing:  Measles vaccinations may temporarily suppress tuberculin reactivity. If testing cannot be done the day of MMR vaccination, the test should be postponed for 4-6 wk.

· Breast-feeding
· Pregnancy of mother of recipient

· Immunodeficient family member or household contact

· Inflection with HIV (including children)

· Nonanaphylactic reactions to eggs or neomycin

Vaccine:  Attenuated live virus, injectable, sub Q (not IM!)

Age of administration:   13-15 months of age (Sherris)

Adverse effects of vaccine:  Suppression of delayed hypersensitivity and cell-mediated immunity up to several weeks which may exacerbate chronic granulomatous infections such as TB.  Fever, rash, encephalitis

Tetanus

In the US there are100 cases annually with 40% - 65% fatality. 

Diagnosis:  Un-immunized or partially immunized patient, history of skin wound (4-14 days), stiffness/spasm of jaw, facial distortion (grimace), 

increasing dysphagia & stiffness of neck, back, and abdominal muscle spasms (opisthotonos), hyperirritability and hyperreflexia episodic, 

generalized muscle contractions. Diagnosis made on clinical findings and immunization history. C. tetani difficult to grow in culture. 

Labs: mild A in PMN's, serum muscle enzymes may be elevated. Complications: sepsis, pneumonia, atelectasis, fractures of the spine, 

decubitus ulcers, malnutrition.

Treatment: Human Tetanus Immune Globulin given 1M, concurrent with tetanus toxoid to unimmunized person with soil-contaminated wound. 

Prophylactic Antibiotic (penicillin) helpful. In advanced disease Diazepam for control of spasms, perhaps mechanical ventilation and muscle paralysis

Vaccine:  The toxoid is a formaldehyde-detoxified preparation of tetanus toxin. Immunity achieved after 3rd dose.  Newborns are immune if mother properly immunized. see DTaP
Varicella

Incidence: Humans are the only reservoir.  90% Native born Americans IMMUNE with no awareness of having the disease

Incubation:  Exposure to Varicella or Herpes Zoster 10-20 days previously

Sn/Sx:  Widely scattered macules, papules which break open with clear to serous exudate and crust over.  ALL STAGES ARE PRESENT AT ONE TIME.  VARIABLE FEVER AND NONSPECIFIC SYSTEMIC SYMPTOMS

Sequellae:  encephalitis (see Merck), serous otitis media.  If mom has an outbreak within 3 days of delivery, the risk of severe complication if infant catches it.  Also, if early in pregnancy there is risk for Varicella syndrome.
Treatment

· HOM: Aconitum is the early remedy; Belladonna, Rhus tox, Antim Tart

· SODA Baths to relieve itching 1/2 box baking soda in tub; OATS also works very well

· Infusions to apply to skin for itching:

Catnip and peppermint

Pleurisy root and Catnip

Red Raspberry Leaf


Yarrow

· If severe pruritis occurs, resort to Caladryl or Benadryl (Good nighttime remedy so child and parent can sleep) Vitamins A & C
Vaccine:  Varicella zoster virus vaccine (Var) can be administered to susceptible children any time after 12 months of age (0.5 ml Sub Q, live; likely shed virus). Unvaccinated children who lack a reliable history of chickenpox should be vaccinated at the 11-12 year-old visit.
Contraindications
· Same as for OPV


· Neomycin allergy


Not contraindications
· Steroids <2 mg/kg/d of prednisone
· Salicylates
Adverse effects of vaccine:
� J Pediatr 1983;102:196 


� J Pediatr 1988;t 13:504





