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Preventing Invasive Pneumococcal Disease in
Children
Richard D. Clover, MD

Streptococcus pneumoniae is a major bacterial cause of
sepsis, meningitis, and otitis media in infants and
young children. In 1999, the Active Bacterial Core
Surveillance Network reported a rate of invasive
pneumococcal disease of 165.7 per 100,000 in chil-
dren younger than 1 year old and a rate of 205.4 per
100,000 for 1-year-old children. These rates were
the highest of any other age group. Invasive pneu-
mococcal disease occurs significantly more in Afri-
can Americans, Native Americans, and Alaskan na-
tives than in whites and in children who have
certain conditions, including sickle cell disease,
asplenism, and human immunodeficiency virus in-
fection.1

In February 2000, a 7-valent pneumococcal con-
jugate vaccine (PCV 7) (Prevnar) was licensed for
use in infants and children. The American Acad-
emy of Family Physicians, the American Academy
of Pediatrics, and the Advisory Committee on Im-
munization Practices of the Centers for Disease
Control and Prevention recommended that this
vaccine be used for all children aged 2 through 23
months and for children aged 24 through 59
months who have an increased risk of pneumococ-
cal disease (eg, children with sickle cell disease,
human immunodeficiency virus infection, other
immunocompromising or chronic medical condi-
tions). The vaccine should also be considered for all
other children aged 24 to 59 months, with priority
given to (1) children age 24 to 35 months, (2)
children who are of native Alaskan, Native Ameri-
can, and African American descent, and (3) children
who attend group day-care centers.2 In this issue of
the Journal of the American Board of Family Practice,

Davis et al3 report a 1-year uptake of the use of this
vaccine and adherence to these recommendations.
The authors report that family physicians’ ad-

herence to these recommendations for their pa-
tients under 2 years old was less than that of pedi-
atricians (68 vs 99, respectively). Family physicians
who followed these recommendations were more
likely to have been in a larger practice, had a larger
number of infants in their practices, and had higher
rates of African American children and Medicaid
beneficiaries in their practices. Even though the
authors noted no differences among family physi-
cians working in states with different vaccine fi-
nancing strategies for pneumococcal conjugate vac-
cine, the cost of purchasing the vaccine may have
influenced their findings, especially because lack of
insurance reimbursement was the most commonly
cited factor among physicians who were not using
PCV 7. When considering the variety of services
that family physicians provide, cost of a service or
procedure may be a predictor in a family physi-
cian’s decision to provide that service. If the family
physician’s practice has a high volume of patients
who will benefit from that service, the physician
may be more likely to provide that service. The
practice characteristics that were identified are con-
sistent with the above assumption. However, a phy-
sician’s decision to provide or not to provide pneu-
mococcal vaccine in his/her office should not
prevent advising the patient of the benefit of im-
munization and an appropriate referral.
The finding that some physicians express con-

cern about administering more than four injections
at one visit has been reported in previous studies.4

With the potential for additional vaccines being
added to the childhood schedule, this concern will
continue. This finding supports the need for com-
bination vaccines to help reduce the number of
injections that need to be administered at any given
visit.
A physician’s lack of knowledge of the true ben-

efit and risk of the vaccine and the at risk groups for
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pneumococcal conjugate vaccine is noteworthy.
Vaccination rates of many of the current license
vaccines that target at-risk groups are lower than
those that have the universal age-based recommen-
dations. Several studies have recently been pub-
lished that demonstrate a physician’s knowledge
deficit as to efficacy of vaccines and appropriate
indications and contraindications.5–9 In addition,
Cohen et al10 recently reported that childhood vac-
cine providers have substantial knowledge deficits
of recommended catch-up schedules for normal
childhood immunizations. Although physician ed-
ucation to improve knowledge deficits is important,
it requires a substantial period of time to reach all
clinicians using standard methods. These findings
argue strongly for the need of electronic immuni-
zation registries with decision support rules that
may be updated rapidly to assist physicians in the
appropriate administration of vaccines. As the
number of vaccines in the routine childhood im-
munization schedule and vaccines targeted for at-
risk groups increases, the argument for electronic
decision support becomes even more persuasive.
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