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Background

« Measles is a highly infectious, but vaccine-preventable, viral iliness
(1).

* In 1998, measles was declared eliminated in Canada (2, 3).

» QOccasional imported cases related to international travel continue to

occur, and these can lead to secondary transmission and outbreaks
(2-5).

« MMR series completion rates amongst seven year olds have
declined in recent years.

 |In 2019, an increase in the number of measles cases was observed
globally, and several importations occurred to BC.

« An outbreak associated with school-age children led to a province-
wide immunization catch-up campaign.

Objectives

1. Describe the 2019 measles cases in BC by sex, age, immunization
status, and country of acquisition.

2. Summarize the associated clusters by duration, pattern of
transmission, and measles genotype.

3. Describe the results of the MMR / MMRYV immunization campaign
within the context of declines in series completion.

Cases with onset in 2019 were classified according to the provincial
measles case definition (6). Surveillance data were obtained from the
provincial measles case report form (7). Data on vaccine doses
administered and student immunization records were available from two
Immunization registries (PARIS for Vancouver Coastal, Panorama for all
other health authorities).

Descriptive epidemiology was used to summarize cases and clusters.
The measles immunization campaign was assessed using BCCDC data
on vaccine distribution compared to the prior year. Measles vaccine
coverage rates were calculated as the percentage of students with 0, 1,
or 2+ doses documented or no measles-containing vaccine over the
catch-up campaign period.
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There were 31 confirmed cases of measles reported in BC in 2019
(Table 1). Fifteen cases were imported and had acquired measles while
travelling outside Canada (Vietnam 6, Philippines 6, Other 3). Sixteen
cases were locally acquired in BC.

The majority of reported cases were male (61.3%). Cases ranged in age
from 7 months to 49 years with an average of 21.7 years. Most imported
cases were over 40 years of age while most locally acquired cases were
aged 10 to 19 years of age. Half (50%) of locally acquired cases were
fully immunized for their age with documented vaccination records. Only
13% of imported cases were similarly documented as fully immunized,;
however, this may be an artifact associated with age of cases, with
adults generally less likely to have accessible immunization records.

Table 1. Confirmed measles case characteristics by location of disease acquisition

Location of Disease Acquisition

Imported Local Total
Case Characteristic n (%) (%) (%)
Sex
Female 5 (33.3) 7 (43.8) 12 (38.7)
Male 10  (66.7) 9 (56.3) 19  (61.3)
Age Group
<1 year 1 (6.7) 1 (6.2) 2 (6.5)
1-9 years 1 (6.7) 1 (6.2) 2 (6.5)
10-19 years 3 (20.0) 7 (43.8) 10 (32.3)
20-29 years 4 (26.7) 5 (31.2) 9 (29.0)
30-39 years 1 (6.7) 1 (6.2) 2 (6.5)
40+ years 5 (33.3) 1 (6.2) 6 (19.4)

Immunization Status

Fully immunized, 5 (13.3) 8 (50.0) 10 (32.3)

documented

endecumented. 3 @00 2 (125 5 (61

dpgéﬂﬂgri:g?“mzed’ 1 ®7) 1 (62 2 (65

ranaly immunized. 3 (200 0 (00 3 (9.7

Unimmunized 6 (40.0) 5 (31.2) 11 (35.5)
Total 15 (484) 16 (51.6) 31  (100.0)

Results
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Epidemiological Week of Rash Onset
Figure 1. Confirmed measles case count by epidemiological week of rash onset for BC

and by cluster, 2019

There were three clusters of measles cases in 2019 (Figure 1):

1. VCH/FHA cluster — A cluster of 13 measles cases occurred in the
VCH and FHA regions, with cases having illness onset from January
21 to March 9. The cluster began with three co-primary cases
returning to Vancouver following travel to Vietnam. Subsequently,
there were three generations of transmission occurring in a school
setting, a hospital, and amongst household contacts. Measles
genotype D8 was associated with this cluster.

2. IHA cluster — IHA experienced one cluster of measles involving two
cases. The first case, with illness onset of March 7, had exposure
history compatible with acquisition in the United States and a known
source of measles. A single secondary case with illness onset on
March 19 occurred in a household contact. Measles genotype D8
was identified, albeit a different strain to the VCH/FHA cluster.

3. VIHA cluster — Six cases of measles were reported in the VIHA
region with illness onset from March 20 to April 9. The two co-primary
cases had travel history compatible with measles acquisition in
Vietnam. Genotype D8 of the same strain as identified in the
VCH/FHA cluster that also had origins in Vietham was confirmed from
one case. Four secondary cases were reported, none with recent
travel. Both timing of onset and identification of the same D8
genotype in all four secondary cases were compatible with either
acquisition from one of the earlier co-primary cases in VIHA despite
lack of identified common settings of exposure, or from an
unrecognized source.

Conclusion

There were 31 confirmed cases of measles reported in 2019, the largest number of measles cases recorded since the Fraser Valley outbreak in 2014.
Transmission was facilitated by attendance of measles cases at an elementary and high school.

There were three clusters of cases, the largest of which had 13 cases with three generations of transmission. All clusters began with an importation of
measles following international travel, and measles genotype D8 was associated in each. Measles transmission was circumscribed overall, and BC
maintained elimination of this disease as per Pan American Health Organization criteria.

The measles vaccine catch-up campaign was conducted over three months and resulted in a slight increase in the proportion of students who had
documentation of 2+ doses of MMR vaccine received. The proportion of students with unknown measles immunization status in the public health

Immunization registries decreased by 2%.

Despite falling MMR vaccination series completion rates, multiple importations of measles during 2019, including within a school setting, did not result in

large scale outbreaks.

Cases, Clusters, and Catch-Up Campaigns: Measles, British Coelambia 2019

Kyle Noftallt, Monika Naus'#, Samara David*

Provincial MMR completion rates at age seven (documentation of 2
MMR doses) have declined from 90% in 2016 to 78% in 2019 (Figure 2).
The decline coincides with the change in the MMR childhood
immunization schedule in 2012, when the 2"d dose of MMR moved from
18 months to 4-6 years of age. Despite the decline in MMR series
completion rates, the proportion of children who have received at least
one dose of MMR has been stable.
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Figure 2. Percent of seven year olds with two documented doses of MMR by year, BC
2012-2019

A measles vaccine catch-up campaign was conducted in April through
June. Over 25,000 MMR doses were administered to students, not
Including students in VCH, an increase by 14,000 over the same time
period in the previous year. By the end of the campaign, the proportion of
students with documentation of 2+ doses of MMR had increased by
three percentage points to 82% (Figure 3). Likely the greatest contributor
to this increase was submission of vaccination records by students for
whom vaccine history was previously missing, as this group declined by
two percentage points over the course of the campaign.
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Figure 3. Measles immunization status of students by week of MMR immunization
campaign, BC 2019
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A review was conducted of the 2008 birth cohort that were considered non-continuous residents (n=2,983). The analysis looked at date of registration for health

In this seventeen-year-old cohort, Tetanus, diphtheria and pertussis vaccines have higher coverage rates in the non-continuous population than other vaccines.

Childhood immunization rates are low in Manitoba (MB) and do not meet the National Inmunization Coverage Goals. In the course of discussions with services in MB and the presence of a measles vaccine either before or after registration. If dose received before registration, that meant the immunization records

This could be due to being a combined vaccine, Tdap, offered as part of the school immunization program in grade 8 or 9. There would be a greater opportunity

frontline workers for Manitoba’s Childhood Immunization Mapping Project, it was identified that a potential factor influencing coverage rates is the new- from their place of origin was entered into the registry by a public health office. The analysis showed:

comer populations in MB. to have accessed the program come to them through the school and have the immunizations recorded into PHIMS.

This project looked at what impact newcomer populations have on the provincia' immunization coverage rates, what potenﬁa] barriers affect this popula- The analysis of the regional differences (Figure 3) shows that the WRHA has the lowest coverage rates for this non-continuous cohort with the lowest being for
polio at 13.6% (n=444). SH-SS had the highest rate for polio at 67.8% (n=484). Many of the rural RHAs conduct catch-up programs within the school immuniza-

tion program which could contribute to the differences in the coverage for the other four health regions. It is unknown if WRHA was conducting catch-up activi-

26.6% (n=794) had a measles vaccine before registrationin . 11.8% (n=352) were under the age of one when registered, 91.2% (n=321) of those have
Manitoba received a doses of measles vaccine.

42.2% (n=1258) were between 1 to 3 years of age when registered. 80% (n=1006) have
received a dose of measles vaccine either before or after registration, 45.3% (n=456) of
those received before registration.

tion around immunization, and identify recommendations to improve their coverage rates. ) ) )
. 37.5% (n=1120) had a measles vaccine after registration

MB has the highest per capita rate of immigration in the country. In 2017, 14,700 permanent residents chose MB as their destination, which representing 35.89% (n=1069) had no measles vaccine documented in the

5.1% of total immigration to Canada’. ties for this cohort during the school immunization program. PR T 8 WL el

_ o _ _ . , . _ SISty 46% (n=1373) were between 4 to 7 years of age when registered. 57.2% (n=786) do not
Based on MB’s immunization coverage reports, those who have been in MB from birth are considered continuous residents while those who have not 100.0% hiave:any recorded measies vaccine inthe repistry
been in MB from birth are considered non-continuous residents; this includes those who were born in MB, moved away and then returned again to MB. 90.0%

18000 20.00% so.0% Resuts

16000 — e — 70.0% Immunization rates for all Manitobans are low compared to the national immunization coverage goals regardless of residency status. However, non-continuous chil-
60.0% | dren do have lower immunization rates than continuous children. A couple of the key points from this project based on the data, survey results with the newcomer

s 30.00% 50.0% populations and the cohort analysis showed:

12080 27.50% S TR 25.00% 40.0% . The older a child is at registration, the less likely they are to have all of their required immunizations in the registry;

10000 22.50% 30.0% . Newcomer populations from other countries are typically very accepting of immunizations; and

2000 20.00% 20.0% . Coverage rates may be higher than they appear as many newcomers have immunization records when they arrive in MB but there is no consistent process to

— 15.00% 10.0% lll collect and record them into the registry.

- _ 0.0% An objective of the project team was to identify barriers that could be causing the lower coverage rates in this vulnerable population and develop recommendations
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NSRS EE WRHA SH-SS IERHA PMH NRHA = = = = = Differences in Provider Model between rural | 1. C.reate p(?llCleS a_nd Prowde f)vers;ght t: the RHAs on immunization programs to create consistency between the health re-
. . _ . o Winnipeg RHA Southern Health- Interlake-Eastern RHA Prairie Mountain Northern Health and urban health regions. glonsion immunizahonservices orered:
Conunaons Non:Conkintos nierNassContnoens Papdiation Santeé Sud Health Region Unaware of where to seek health services 2. Look at an insert to be included with the mail out of the health card to identify where to seek health care services in MB.
Figure 1: Percentage of Children Complete for Age by Residency Status — Age 17 - Manitoba * 1 dOSE since age 10 B Pertussis® » Polio B Measles [ Mumps B Men-C-C (] Hepatitis B . :n;l mfoc;‘n;at'o.n pro:':.ed ShOLll(I:l ll:C'l.l:e ':e.fere:;e to :‘h:hhe:lth-regv'cis bFe.mdg free of charge.
. Reduce delays in matching people to physicians through the Family Doctor Finder program.
Theme: Data Gaps
A project team was created consisting of various stakeholders who work with newcomer populations within the health sector. The team looked at the cov- || aAnother aspect analyzed was the contribution that the non-continuous population coverage has on MB’s overall coverage rates (Figure 4). Looking at tetanus, Barrier identified S ———
erage data based on residency status (continuous vs non-continuous), a cohort analysis, the patient journey around seeking health services in MB, and the overall provincial coverage rate is 71.9%, of that 16% of that is from the non-continuous population. If 100% of this non-continuous cohort was immunized Immunization records not added into the 4. Create a process for newcomers to MB to provide their immunization records along with their application forms at MHSAL
frontlines experiences' against tetanus, the overall coverage rate would increase to 83.4%. Immunization Registry. registration services for entry into registry.
Surveys were conducted with newcomer populations, the regional health authorities, and other Canadian jurisdictions. A literature review was also con- = - 5. Once input, a copy of their MB immunization record should be sent to the resident. This record also identifies immuniza-
ducted that looked at immunization coverage rates in newcomer populations, barriers to immunization in this population and any programs or policies to : (‘:"'oni thatmay b‘: m:js(.;:gtas parct’ ofithe: MB : Immum;ahfon Scthec-iutle. e o .-
) _ o - - . Create a process for s to send immunization records for entry into registry, if none appear in system.
Increase Immunization coverage rates. 7. Make PHIMS accessible for providers to be able to add in historical records.
The immunization registry within the Public Health Information Management System (PHIMS) is interfaced to MB’s Insured Benefits registry. This allows | Thame: Initarmation Roowledee Cane
MB to have current population data and immunization coverage information for the entire population or broken down into residency status. ' 5 y
Barrier identified Recommendation
— Lack of Information for newcomer popula- |8. Look at opportunities to provide information on what immunization services are available to various stakeholders and or-
When looking at the immunization coverage rates by residency status for age 17, the coverage rate for the continuous population is higher than the non- tion ganizations such as MANSO, Immigrate Manitoba, ENTRY program (Altered Minds) monthly health information sessions,
continuous population for all immunizations that are part of Manitoba’s Routine Immunization Schedule (Figure 2). Federal orientation sessions and immigrantsetlementEgencies.
9. Develop an immunization website and resources that can be provided to newcomer populations (via agencies or other or-
ganizations) and possible translated services.
10. Develop a process to communicate information to the agencies working with newcomer populations.
Lack of information for HCPs 11. Update MB’s Not Previously Immunized Schedule online to include whom it applies to and when to use it.
12. Develop a tool for HCPs to provide principles around assessing immunizations for newcomer populations.
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In Manitoba, for a variety of reasons, childhood immunization rates at the provincial and regional level disguise local
level variations and lead to some degree of the impression that things are not so bad. We also know that while in gen-
eral people are immunized in Manitoba, there are pockets where there are high rates of under and unimmunized chil-
dren. This is where we could see outbreaks of measles and other vaccine preventable diseases potentially occurring.

Moreover, national and provincial/territorial coverage surveys or data reports are not designed to accurately reflect
“‘pockets” of unimmunized or under-immunized individuals at the provincial, regional or local level (Figure 1). The infor-
mation is therefore of limited utility in identifying areas of need and for appropriately targeting resources.?
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Figure 1. Variability of Measles Uptake Rates between Region and Districts

The Manitoba Childhood Immunization Rates Mapping Project mapped immunization coverage rates for pertussis, hu-

man papillomavirus (HPV), measles, and rotavirus at select ages by geographic district in the five Manitoba health re-
gions. This also allowed:

. Assessment of immunization rates in four different age groups, based on Manitoba’s Routine Immunization
Schedule for these vaccines.

. Assessment of two recent changes to Manitoba’s publicly funded immunization program- the addition of rota-
virus vaccine in 2014, and HPV vaccine for boys September 2016.

OVERALL GOAL:

To tailor local intervention strategies to increase vaccine uptake among individuals living in unimmunized and under-
Immunized areas of Manitoba.

Manitoba Health, Seniors and Active Living (MHSAL) hosted Knowledge Exchange Forums in each health region with a The principles, tools/data maps, and methods used in the project were effective in communicating the under immunized communities to the health regions in Manitoba.

various types of health care providers and managers in order to broadly share the data maps and analysis, identify the dis-  \yhjje the tools are effective, the process by which the data and tools were shared and conversations initiated to leverage local level knowledge and expertise to identify local level factors impact-
trict specific causes of low vaccine uptake, and brainstorm potential local intervention strategies to increase immunization  |ing rates and generate ideas for potential interventions was just as valuable (if not more so) as the tools.
coverage rates in these areas.

Through the Knowledge Exchange Forums, various local level factors affecting immunization rates in specific districts were
identified and several pOtent'aI intervention ideas to address these were generated. Usmg an Intervention/Barrier Matrix, Rotavirus Vaccination Rate: Difference in Rate of Birth N HPV Vaccination Rate: Percentage of 1997 Birth Cohortf: N HPV Vaccination Rate: Percentage of 1997 Birth Cohort{ N

each region and MHSAL selected three to four interventions that were developed, tailored and implemented_ The imple- Cohort Receiving 2 of 2 Doses in the Prairie Mountain Receiving 0 of 3 Doses in the Winnipeg Regional (}} Receiving Less Than 3 Doses in the /’B’
mentation of the interventions continues and evaluation is underway as part of the final phase of the project. Regional Healtn Authontyl 2014 102015 Bifth Cohdfis) magitIACTY Winnipeg Regional Health Authority  _ #

(% P W ; o
\’-- -_ <7

The project has also generated collaborations, pilot projects, and interventions with other service delivery organizations, - €l
MHSAL branches and provincial departments. ;

Table 1: MHSAL Interventions

MHSAL will look at the potential of scaling up and scaling out of interventions that demonstrated positive outcomes in the evaluation phase. (Figures 8,9)
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MHSAL Customized Consents Pilot Rotavirus Vaccine Ordering School Immunization Vaccine Hesitancy Newcomer Immunization 'CCMB Collaboration-
Interventions Review Program Letter Cascade tool Record collection process Target HPV immuniza-
project tion rates

Table 2: Selected Regional /District Interventions

Region 1 Interventions Publication of GIS Map and  Enhanced Data Surveillance |Public consultation [ -5% or Lower 3
article on WRHA measles [R] -4.9% - 0% 40% d_l
coverage rates. | | 0.1% - 5% -

Region 2 Interventions South Central District Focus- | Sub-Intervention: Medical clin- Sub-Intervention: Boundary 5.1% - 10% e
Outreach and interventions  ic - adding child Immunization Trails Health Center Child- - 10.1% - 20% = s

services hood Immunization Rates KT ; I Grester than 20%
Region 3 Interventions Immunization Outreach Increase HPV Vaccine uptake |Targeted Intervention Thru A 2
thru Teen Clinics Health Equity Lens B’ e

Region 4 Interventions Walk-in alternative clinics. (All |Parent Reminders. (HPV, Education of parents and Engaging Community Lead- I o - 10%

antigens) RVV, Pertussis) school personnel to improve  ers. (All antigens) | | | S Badedl 00— L B 0.1%- 20% I 10.1% - 20%
HPV uptake. Education Dept 3% 20.1% - 30% 20.1% - 30%

(letter to parents) Presenta- ’ [ ] 30.1% - 40% [ ] 20.1% - 20%

tion to school boards o . "

[ 40.1% - 50% [ 40.1% - 50%

Region 5 Interventions 18 month vaccine catch up | Sending “no show” letters af- | To review immunization rec- |Ensure 2 month old infants I Greater than 50% I Greater than 50%

program ter each missed child immun- |ords of prenatal and postpar- |are attending appointment pri- 2 Indicates Sample 1] Indicates Sample
ization appointment tum families. or to 15 weeks for Rota vac- & 7 Size Less Than 30 ““~ Size Less Than 30
cine. (S I 00 KM I 10 KM :;? I 10 KM
Project evaluation will include quantitative and qualitative components. Analysis of a second set of data maps will look at Figure 8: Changes in uptake of Rotavirus Vaccine in Prairie Mountain Health Figure 9: Unimmunized and Under immunized of HPV Vaccine in Winnipeg Health Region

the impact of interventions that have been implemented on immunization rates - a quantitative perspective. Evaluation will

examine knowledge translation strategies used during the initial consultations, effectiveness of engaging stakeholders, un- | The project data maps can serve as a base for comparing immunization rates in future years using data mapping to analyse year over year changes and express that analysis visually.
derstanding the current context processes used to develop, tailor and implement local intervention strategies. Project eval-

uation will also look at the successes and limitations of the project. " Active Living, Population and Public Health Branch, Manitoba Health, Seniors and Active Living, Winnipeg, Manitoba, Canada;
2 Report of the Vaccine Acceptance and Uptake Task Group

The approach used was to present immunization coverage data in a different way and to use this data to initiate dia-
logue with providers who have an understanding of the local population, to challenge providers to rethink their ap-
proaches of immunizing their populations, and put the focus on the children who are NOT fully immunized.

Using ArcGIS and data from Manitoba’s immunization registry, maps were created (Figure 2) that could be used for the
identification of areas with unimmunized and under immunized children at selected ages for the 4 antigens in 5 RHAs.
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Artificial geographical areas
known as Districts for the rural
Health Regions or Neighborhood
Clusters (NCs) in the Winnipeg
Health Region were used.
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Figure 2. Example of the Provincial ArcGIS Maps

* Note: Community names on data maps are geographical markers and not related to the district immunization rates.

Evidence has shown that areas with lower vaccine uptake, which were not evident at the regional health authority level, could be identified by analyzing data at the geographic district (10,000 population unit) level. The following maps demonstrate how the ArcGIS data maps are useful visual tools to communicate the un-
der immmunized and unimmunized populations at the local geographic level. Immunization rates for Manitoba children at select ages for HPV, Measles, Pertussis and Rotavirus (Figures 3-7)
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The Quadrivalent HPV Vaccine Evaluation Study (QUEST):
interim analysis and future perspective
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Introduction

* Based on non-inferior immunogenicity compared to
3D in adult women, a 2D schedule <15 years of age
was licensed.

 Aim: To monitor the long-term effectiveness of 2D

F

compared to 3D of the quadrivalent HPV (QHPV)
vaccine against persistent HPV infections.

Methods

g o
' :::f

* Eligibility: Girls vaccinated with QHPV who have
received 2D or 3D

!
? o E ® o o
é

* |nterim analyses:

- Logistic regression to compare the characteristics of
narticipants with 2D and 3D at inclusion.

- Immunogenicity after 2D or 3D of QHPV vaccine up
to 10 years post first dose by competitive Luminex
l/mmunoassay.

QUEST w
A " \y Global Control of

(/
P HpVRelated Diseases

0

'''
25009

and Cancer
Quadrivalent HPV Vaccine
Evaluation Study

* 5861 girls were enrolled in the study.
* Compared to 3D, 2D participants were

vounger. After adjustment for age,

e GMTs after 2D were non-inferior to after
3D, except for HPV18.

2D

10000 10000

. . . HPVG6 HPV11
participants were more likely to be born in = 1000 N S 1000
Canada (OR 1.49, 95%Cl 1.20-1.85) or - - S -
having a First Nations background (OR 1.43, "t [l o0 B
95%Cl 1.09-1.87). R o
2§ 3 7 OR adjusted for " HPV16 L wevis
1580 (40.6%) 2309 (59.4%)  age(+95%Cl) "IN . \

Had menarche (n=3798) z . z 100 —3
YES 1516 (98.2%) 2227 (98_8%) 1.13 (0.65-1.96) - 10 GMT ratio at 120 months: - 10 GMT ratio at 120 months:
NG 27 (18%) 78 (12%) 1(;7. 1.2.241 (0.77-1.92) 12.0 1(;; 0.2?42 (0.38-1.34) 12_0

Ever had sex (n=3820) Months Months
Yes 291 (18.7%) 623 (27.6%) 0.87 (0.73-1.03)

No 1269 (81.4%) 1637 (72.4%)

Ever had sexual intercourse (n=908) . | . .

Yes 276 (96.2%) 60 (97.8%) 0.61(0.27-1.41) * Anincrease in antibody titres (>assay
No 11(3.8%) 14 (2.3%) variability) was seen among 17/73

Sexual debut <15 years of age o 0
Yes 90 (33.1%) 142 (23.9%)  1.22 (0.88-1.70) participants (23%).

No 182 (66.9%) 453 (76.1%)

Condom use during last sexual intercourse (n=545)
0.92 (0.67-1.26)

Yes 171 (64.8%) 374 (63.8%)

No 93 (35.2%) 212 (36.2%)
Ever had an STI (n=3862)

Yes 3 (0.2%) 16 (0.7%)

No 1567 (99.8%) 2276 (99.3%)
Ever had a PAP smear (n=3785)

Yes 26 (1.7%) 71 (3.2%)

No 1513 (98.3%) 2175 (96.8%)

* Lharacteristics or Zb and sb particl

0.34 (0.10-1.21)

0.90 (0.56-1.45)

10000

1000

100

10

cLIA titre (mMU/m)

1 ] I I ]
7 24 60 120

Months

Conclusion
DaNnts seem comparable.

e Study demonstrates long-term imm

unogenicity of the 2D QHPV vaccine schedule.

* The final results of QUEST can be expected in 2023.
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Introduction

Vaccine hesitancy has been defined by the World Health Organization
(WHO) as "the reluctance or refusal to vaccinate despite the
availability of vaccines" and has been identified as one of the top ten
threats to global health in 2019 by the WHO!. Although vaccinations
are one of the most successful health interventions that have
contributed significantly to the decline in morbidity and mortality
globally, concerns about vaccines are on the rise. Vaccine hesitancy
has been linked to the decline in vaccine coverage globally and has
contributed to recent measles outbreaks which the WHO has reported
there has been a 30% increase in cases worldwide. Although all
measles cases are not due to vaccine hesitancy, there has been a
resurgence of measles in countries that were close to eliminating the
disease. Unfortunately, due to this recent resurgence of measles, four
European countries lost their measles eradication status in 2019.

The WHQO'’s Strategic Advisory Group of Experts on Immunization
(SAGE) stated that the reasons for choosing not to vaccinate are
complex and identified complacency, inconvenience in accessing
vaccines, and lack of confidence as key reasons underlying

hesitancy?. According to the WHO, “Health workers, especially those in

communities, remain the most trusted advisor and influencer of
vaccination decisions, and they must be supported to provide trusted,
credible information on vaccines’. Research has shown that the

recommendation to vaccinate by a health care provider is an important

step in moving clients from vaccine hesitancy to vaccine acceptance.

In British Columbia (BC), the Immunization Communication Tool for
Immunizers (ICT) is available to support health care providers (HCPs)
address common immunization questions and concerns from the
public. The ICT was first developed in 2008 by the Professional
Education Working Group (PEWG) and was last updated in 2014.
Since the update, more literature has become available that
emphasizes how HCPs communicate about vaccines can significantly
impact an individual’s decision to vaccinate.

With the aim of better supporting HCPs in BC with a current evidence-
based resource on effective immunization communication, the PEWG
developed and distributed a survey to gain a greater understanding of
the HCPs needs.

Objectives

The objectives of the Immunization Communication Tool for
Immunizers survey were to:

1) Determine the needs of HCPs in addressing vaccine hesitancy.
2) Obtain feedback to assist the improvement of the current ICT.
3) ldentify additional content to be included.

Methods

The ICT survey was conducted using RedCap®, an online survey tool.
The survey was held from July 26 to September 13, 2019 (7 weeks).
Participation in the online survey was voluntary, and 219 participants
completed the survey. 6 of the participants failed to complete all of the
guestions in the survey. The online survey consisted of 11 questions,
with a combination of open/closed-ended questions as well as
guestions using a Likert-type scale. Feedback was also sought on
suggested improvements to the ICT- The survey was distributed though
the Provincial CD Nurses group and through the PEWG members
which include: public health nurses, physicians, medical health officers,
nurse practitioners, pharmacists, naturopathic physicians and
midwives.

Evaluation of an Immunization Communication Tool
for Health Care Providers

Chilton, K., Haines, C., Roy, N., The Professional Education Working Group

Survey Results

The survey findings supported the relevance of the ICT which was reinforced by 93% of the respondents
reporting that the ICT is used in their practice. The survey findings also indicated the overall content in the ICT is
good, however further comments emphasized the need for more current content. Comments from respondents
suggested that updated research, current immunization guidelines, figures and more images/graphics would be
helpful to support HCPs to address immunization questions and concerns from the public. Survey results also
Indicated that HCPs wanted content on how to address concerns and questions specifically related to HPV
vaccine. Another theme which emerged from the survey was the need to provide an up-to-date communication
framework to support immunizers in responding to questions from vaccine hesitant clients.

With whom do you use this resource?
(select all that apply)

What is your profession?

. 100% -
Pharmacist 93.1%

2%

Naturopathic
Doctor 80% -
3%
Other
1%
Public Health 60% -
Nurse
94%

Respondents

40% -

M Public Health Nurse B Pharmacist @ Naturopathic Doctor B Other

20% -

How long have you worked in your profession?

0% -

Clients/Patients Immunizers Other HCPs Other

3-5 years Other (7.8%):

10% + Self-learning
* Family and friends
+ Students

>5 years
72%

—1-3 years
8%

How has this resource been used in your practice?
(select all that apply)

<1year
10% 100% -

88.9%

m >5years M 3-5years

1-3years m<1year 80% -

Is this a resource you use in your office? 60% -

Respondents

40% -

20% -
Yes
93%

0% -

Respond to public Educate new hcps Review clinical info Other

Other (7.4%):

» Competency exam

* Resource for immunization certificate

» Educate high-school, nursing and medical students

HYes HNo
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Discussion

While most Canadian parents ensure their children receive all routine

Immunizations, a recent Canadian study showed 19% of parents consider

themselves to be vaccine-hesitant3. Traditionally, it was thought that a
person’s reason for vaccine hesitancy was simply that they lacked the

knowledge to make informed decisions about vaccines. However, it has been
found that just providing facts is not enough and that this approach does not
eliminate hesitancy and, in some cases, can actually generate hesitancy?.

The updates to the ICT include a focus on key messages about current
vaccine concerns. The updated ICT will include:

1. Evidenced-based strategies to address vaccine hesitancy.
2. An updated immunization communication framework.

3. A brief introduction to Motivational Interviewing with examples of how this

approach can be applied.

A 5-step approach to discussing vaccines and addressing vaccine hesitancy

- STEP1-

Assume person will immunize - use a
presumptive statement

Person consents
with no further GEE—— _—
— questions , -

] 'Q"
Person is | A
hesitant ; )

STEP ] -~~~

o

_____________________

|
Person consents __ i ——,,
i g T
with no further ™ .
questions ; b

Person is
still hesitant | Jpeat L g TR S

.....................................................

~ STEP 3o

Explore the person's concerns about immunization

« Listen to what the
person says
- Use motivational | \
interviewing to \
understand concerns X
e STEP4---—---~--------—---~: oo et

ey 1 | e R S 4
Ask again if you can immunize | V4

Person consents f 4

questions
Leave the door

open for future
discussion

Person is
hesitant

Conclusion

Vaccine hesitancy continues to be an ongoing threat to global health. The
Importance of effective immunization communication by a HCP is crucial in

supporting individuals who are vaccine hesitant to move to vaccine

acceptance. All immunization providers should be fully supported with easily
accessible up-to-date resources to be able to provide their clients with clear

evidence-based information about vaccines. Promoting credible

Immunization communication resources to immunization providers continues

to be an important step in addressing vaccine hesitancy.
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Background Methods (cont’d)
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“* Neurological events are typically most
concerning for the public and health care
professionals; ‘other’ events may include serious
events and cannot be readily identified.

recommendations in each report. assessment for serious events. Part 5 - Adverse Events Following
Immunization.

% Serious events are AEFI that are life Results
threatening or result in death, require
hospitalization, result in a residual disability, or
are associated with congenital malformation?.

Y Reported Events (n = 229)

Causality Assessment and Health Authorities
Goals 0%

“ Use surveillance data to assess quality of 0% |
reporting and make recommendations for |
surveillance improvement such as identification 40% B FHA
of new categorical event codes. = IHA L

i 30% Severe Vomiting e
*+ Evaluate whether routine processes at NHA ' |
regional levels include causality assessment and 20% m VCHA | g 150
whether these can be strengthened using = VIHA Aenesle)
standardized tools and assessment results. 10%
<« Enhance BC’s vaccine adverse event 0% v e = B

monitoring system to improve reporting of Likely Possible Unlikely Pending NAR Severe Diarrhea  |Nausea |Headache it .
potentially serious events. Figure 1: Causality assessment results for BC stratified by health authorities. NAR: No Assessment Reported.

Figure 3: Frequency of reported 'other' AEFI classified into
MEDRA codes (January 2017 — December 2018).

Methods Public Health Recommendation and Health Authorities Reported Events (n = 113)

< Review the events reported in BC in the ‘other’ 100%

fields of both “Neurologic events” and “Other Chills

defined events of interest” categories, and 80% Mild

assess their reportability. Consider whether these c0% = FHA Diarrhea  [CS0iEne

can be re-categorized using existing events H [HA

codes, or if they warrant the creation of new 20% NHA
0]
event codes based on the frequency and B VCHA
seriousness of the events. 20% = VIHA
% Review select AEFI reports that meet l I-_-_[
B C D

. . . . 0
seriousness criteria for causality assessment and 0%
categorize the public health recommendation(s) A Pending NRR
made (both categorical and text responses) to Figure 2: Public health recommendation quality in BC stratified by health authorities. (A) Gold standard; (B) Public health Lethargy e (Conun, | e [
determine whether a conclusion about the causal recommendation described in detail; (C) Minimal amount of information; (D) No information is given; (NRR) No Recommendation Figure 4: Frequency of the same reported 'other’ AEFI
: : : L. Reported. once 61% of these events were classified into event
relationship of the event to immunization or codes available in Panorama 3.2

vaccine was made.




