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ABSTRACT

Seven state/local immunization program managers were convened to discuss how public health immunization programs
could enhance their efforts to promote adolescent vaccination, with an emphasis on late adolescence (ages 16-18 years).
The Centers for Disease Control and Prevention’s revised childhood immunization schedule for 2017 and a recently pro-
posed preventive care platform at 16 years of age provide a unique opportunity to focus on increasing adolescent immu-
nization rates in this population. Public health officials discussed challenges to immunizing this population and suggested
key strategies for supporting late-adolescent immunization, including partnerships between public health and immunization
providers; nationally supported public information campaigns; and using immunization data specific to this population to
track progress.
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Vaccination rates for several adolescent vac-
cines are below national targets,1 reflecting
challenges for both health care providers and

public health officials. In February 2017, the Centers
for Disease Control and Prevention (CDC) released an
updated childhood/adolescent vaccination schedule.2

The same week, a group of immunization program
managers, representing 7 city/state public health pro-
grams, was convened to discuss how public health im-
munization programs could enhance their efforts to
promote adolescent vaccination, with an emphasis on
late adolescence (ages 16-18 years).

The in-person roundtable was held in February
2017 following the annual leadership conference of
the Association of Immunization Managers (AIM).
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The convenience sample of participants had been
invited by AIM staff and represented a range of ex-
perience as program manager, as well as geographic
diversity. One of the authors (S.J.C.) facilitated the
2-hour discussion, using a general guide of questions
developed prior to the roundtable. All participants
agreed to audiotaping of the discussion to enable ac-
curate reporting. The audiotape was transcribed, and
the authors reviewed the transcript to summarize key
observations.

Clarification of Late-Adolescent Vaccine
Recommendations

One suggestion to promote adolescent vaccination
pertained to ensuring that providers accurately inter-
pret the immunization schedule. Immunization pro-
gram managers offered anecdotes describing provider
confusion about the timing of vaccination in late
adolescence, such as belief among many primary
care providers that the second dose of quadrivalent
(serogroups A, C, W, and Y) meningococcal conju-
gate (MenACWY) vaccine should not be given until
just before college. This interpretation could be con-
sistent with earlier versions of the CDC vaccination
schedule that showed only a combined column for 16
to 18 years, without differentiation of a specific age.3

In contrast, the 2017 schedule includes a separate col-
umn for 16 years, clearly identifying it as the rec-
ommended age for MenACWY vaccine and labeling
it as “2nd dose” rather than the previous “booster”
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terminology. The age-16 column also defines the ini-
tial consideration of meningococcal B vaccine for
non–high-risk persons. Immunization program man-
agers felt that the visual change to the schedule for-
mat would help clarify the recommended timing of
late-adolescent vaccination for providers.

Challenge of Establishing a Late-Adolescent
Platform

With the greater specificity of immunization rec-
ommendations at 16 years of age, some groups are
seeking to establish a late-adolescent preventive care
platform, where the full complement of vaccines
(eg, catchup doses of human papillomavirus [HPV],
varicella, hepatitis A and B, and seasonal influenza
vaccines) would be reviewed and administered, as
needed, along with delivery of other elements of
preventive care and assessment.4,5 This mirrors the
existing platform at 11 to 12 years of age that en-
courages vaccination to be coordinated with routine
well-child visits at middle school entry; this plat-
form was established in 19966 and supported with
subsequent recommendations for tetanus-diphtheria-
acellular pertussis (Tdap), MenACWY, and HPV
vaccines at 11 to 12 years of age.

Immunization program managers noted several
challenges to establishing a late-adolescent plat-
form. Rates of well-child visits are low for older
adolescents,7 and there is not a common experience
that would prompt parents to schedule a health care
visit, as there is with entry into middle school for
the 11 to 12 years of age platform. School require-
ments were described as a double-edged sword. For
example, while many adolescents are required to get
a sports physical, 4 in 10 parents believe that any qual-
ified provider can perform the sports physical.8 Many
families utilize alternate settings (eg, walk-in clinics,
school-organized physical nights) for sports physicals,
but these settings often do not offer a full review of
immunization needs.

Program managers also noted that school im-
munization requirements often lead parents and
providers to a focus solely on the vaccines required
for school, which for adolescents would typically be
Tdap and often the first dose of MenACWY, with lit-
tle or no emphasis on other recommended vaccines
(eg, HPV, meningococcal B).

Immunization program managers described strate-
gies that could serve to even out the demand around
school requirements. These strategies include broad
and early information dissemination about immu-
nization requirements and sending recall notices for
overdue immunizations throughout the year, rather
than only in the springtime, to allow ample time for

parents to schedule a comprehensive well-child visit
for the adolescent. To counter the problem of parents
and providers being too narrowly focused on adoles-
cent vaccines required for school, some immunization
programs send immunization reminder notices that
list all recommended vaccines to establish the expec-
tation that the adolescent should receive the full com-
plement of vaccines.

Strategies to Promote Late-Adolescent
Immunization

Immunization program managers articulated several
ideas to promote late-adolescent vaccination. First,
public health immunization programs have strong
ties with child health practices in their jurisdiction
that participate in the Vaccines for Children (VFC)
program,9 as well as frequent collaborations with
state chapters of professional organizations such as
the American Academy of Pediatrics and the Ameri-
can Academy of Family Practice. These relationships
could be leveraged to launch the concept of a compre-
hensive visit at 16 years of age (ie, a late-adolescent
platform). In this type of collaboration, immuniza-
tion programs could offer provider education to
support the late-adolescence platform (eg, scientific
basis for giving the second dose of MenACWY at 16
years of age), as well as practical strategies to help
providers link vaccines with other preventive care
services for late adolescents (eg, HPV and hepatitis
vaccines with risk assessment, prevention, and testing
for sexually transmitted infections). Professional or-
ganizations could provide technical support around
establishing business practices to ease the time crunch
related to sports physicals and school immunization
requirements and spearhead efforts to maximize
reimbursement for a comprehensive immunization
review in late adolescence.

Second, immunization program managers de-
scribed the potential benefit of expanding the cadre of
adolescent immunization providers to address access
problems. Pharmacies, walk-in clinics, school-based
health centers, and local public health departments
can be encouraged to offer vaccines that the primary
care provider does not stock. When families seek
immunization-only services to meet school require-
ments, providers at these sites could be trained to
review the immunization history and offer all recom-
mended vaccines, not just those required for school.
They could also be trained to encourage parents to
schedule a comprehensive primary care visit, although
the vaccine requirement has been met. A necessary
first step would be to convene a meeting with primary
care and alternate-site providers to discuss potential
strategies to improve adolescent vaccination and
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ensure that the perspectives of all constituencies are
represented.

Third, immunization program managers described
a need for promotional campaigns to support late-
adolescent immunization. For example, they noted
that a common reason adolescents do not complete
multidose adolescent vaccine series (eg, HPV, Men-
ACWY) is because parents did not know another dose
was due, which is supported by recent research.10

Immunization officials discussed potential areas for
promoting a late-adolescent platform among parents,
such as through materials linked to driver licensing,
high school activity participation, and initial prepara-
tions for college. Although a limited amount of ado-
lescent vaccine promotion can be found on television
or in other media, it typically has a single-product fo-
cus. There is a need for a national public information
campaign to promote a consistent message around
the late-adolescent platform as a comprehensive well-
ness visit that includes a full review of immunization
needs. Immunization officials emphasized that indi-
vidual city/state public health programs do not have
sufficient funding for extensive media campaigns, so
partnerships will be essential.

Fourth, immunization programs must continue
their efforts to ensure that immunization providers
have access to complete and accurate immunization
history for adolescents. This includes not only main-
taining the public health immunization information
systems (IISs) that exist in many jurisdictions but
also coordinating bidirectional data sharing with elec-
tronic health records (EHRs) at the practice level. As
EHRs occupy an increasingly prominent role in man-
aging clinical care, immunization officials expressed
concern that providers will rely on their practice EHR,
rather than the public health IIS, to determine which
vaccines are due. The potential downsides are that the
EHRs may not have the most up-to-date adolescent
vaccine recommendations programmed into the fore-
casting algorithm and may not include doses given
at other locations. Immunization program managers
emphasized the need to work closely with providers
across settings to support strong immunization data
systems.

Finally, immunization program managers empha-
sized the importance of data being available to track
progress around late-adolescent vaccination and to
measure performance over time. The current meth-
ods of estimating teen vaccination rates through the
CDC’s National Immunization Survey–Teen would
likely need to be modified to differentiate between
vaccines recommended early in adolescence (eg, first
dose of MenACWY at 11-12 years of age) and
those recommended later in adolescence (eg, second
dose of MenACWY at 16 years of age). In addition,

Implications for Policy & Practice

■ A small group of state/city immunization program managers
was convened to discuss ideas for and challenges to pro-
moting adolescent vaccination, particularly for older adoles-
cents.

■ The CDC’s revised childhood immunization schedule for 2017
and a proposed preventive care platform at 16 years of age
provide a unique opportunity to increase adolescent immu-
nization rates.

■ Key strategies discussed for promoting a late-adolescent
platform included:
• Partnerships between public health and immunization

providers, including medical professional organizations,
to educate providers on the new platform and explore
options for expanded vaccination settings;

• National public information campaigns on late-adolescent
immunization; and

• Ensuring the availability of data for tracking progress on
late-adolescent immunization rates.

collaborations with health plans and health systems
could lead to the development of a new quality mea-
sure for primary care providers, potentially incorpo-
rating both the immunization and wellness visit com-
ponents of the late-adolescent platform.

In sum, the CDC’s new immunization schedule
and the proposed late-adolescent platform provide
a unique opportunity to increase adolescent immu-
nization rates in the context of expanded preventive
care. Partnerships between public health and immu-
nization providers across settings, public information
campaigns, and using data to track progress were
described as key strategies for promoting the new
platform.
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