

Adjuvanted Hepatitis B (HepB-CpG) Vaccine 
Protocol for Adults Age 18 and Older
1. Condition for protocol: To reduce incidence of morbidity and mortality of hepatitis B virus disease.
2. Policy of protocol: The nurse will implement this protocol for hepatitis B vaccination using HepB-CpG (Heplisav-B).
3. Condition-specific criteria and prescribed actions:
Instructions for persons adopting these protocols: The table below lists indication, contraindication, and precaution criteria and suggested prescribed actions that are necessary to implement the vaccine protocol. The prescribed actions include examples shown in [ ] but may not suit your institution’s clinical situation and may not include all possible actions. A licensed prescriber must review the criteria and actions and determine the appropriate prescribing action. 
(Delete this paragraph before signing protocol.)
	
	Criteria
	Prescribed Action

	Indication
	Currently healthy person age 18 years or older.
	Proceed to vaccinate if meets remaining criteria.

	
	Person is younger than age 18 years.
	Follow Hepatitis B (Hep B) Vaccine Protocol for Catch-Up Vaccination of Children through Age 19 Years.

	
	Person started the hepatitis B schedule using a non-adjuvanted product.
	Proceed to vaccinate if meets remaining criteria using the schedule found in the Table 1, Interval scenarios with interchanged adult Hepatitis B vaccines.

	Contra-indication
	Person had a life-threatening allergic reaction 
(e.g., anaphylaxis) to a previous dose of hepatitis B vaccine.
	Do not vaccinate; _____________________

	
	Person had a life-threatening allergic reaction 
(e.g., anaphylaxis) to a component of hepatitis B vaccine, including yeast.
	Do not vaccinate; _____________________

	Precaution
	Person is pregnant.
	Do not give the adjuvanted hepatitis B vaccine; 
Give either Engerix-B or RecombivaxHB, if available, using the age-appropriate hepatitis B vaccine protocol, or refer to clinic where these products are available. 

	
	Person has a mild illness defined as temperature less than ____°F/°C with symptoms such as: {to be determined by medical prescriber}
	Proceed to vaccinate.

	
	Person has a moderate to severe illness defined as temperature  ____°F/°C or higher with symptoms such as: {to be determined by medical prescriber}
	Defer vaccination and {to be determined by medical prescriber}


	Table 1.
	Interval scenarios with interchanged adult Hepatitis B vaccines

	Intervals
	Dose 1
	Dose 2
	Dose 3

	
	
	
	

	0, 1, 4-6 months
	Heplisav-B
	Engerix-B or RecombivaxHB
	Engerix-B or RecombivaxHB

	
	Engerix-B or RecombivaxHB
	Engerix-B or RecombivaxHB
	Heplisav-B

	
	Engerix-B or RecombivaxHB
	Heplisav-B
	Engerix-B or RecombivaxHB

	
	
	
	

	0, 1, 1 months*
	Heplisav-B
	Engerix-B or RecombivaxHB
	Heplisav-B

	
	Engerix-B or RecombivaxHB
	Heplisav-B
	Heplisav-B


4. Prescription: Give Heplisav-B 20 mcg (0.5 ml) IM, at 0 and 1 month intervals. 
Use the Table 1 schedule when interchanging hepatitis B vaccine products.
 *A series containing two doses of HepB-CpG administered at least 4 weeks apart is valid, even if the patient received a single earlier dose from another manufacturer. The routine schedule for Engerix-B or RecombivaxHB is 0, 1, 6 months, with a minimum interval of 4 weeks between doses one and two; 2 months between doses two and three as long as there is at least 4 months between dose 1 and dose 3.
5. Medical emergency or anaphylaxis: [Depending on clinic staffing, include one of the two options below.]
	In the event of a medical emergency related to the administration of a vaccine. RN will apply protocols as described in ____________________________________________________________________________________________.

	

	In the event of an onset of symptoms of anaphylaxis including: 

	· rash

	· itchiness of throat
	· swollen tongue or throat

	· difficulty breathing
	· bodily collapse
	

	LPN or unlicensed assistive personnel (MA) will immediately contact the RN in order to implement the

____________________________________________________________________________________________.


6. Questions or concerns:

In the event of questions or concerns, call Dr. ____________________________at _____________________________.

This protocol shall remain in effect for all patients of ______________________________until rescinded or until _____________________________________.
Name of prescriber:   

Signature:

Date:
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