
ADULT IMMUNISATION
The recent COVID-19 pandemic renewed the focus of the role of vaccination in the prevention of infection across all ages and 
in all communities. 

Apart from reducing infectious episodes in individual patients, vaccination is an often-overlooked strategy to also combat the 
emergence and spread of bacterial resistance1, as the burden of antimicrobial usage can be significantly lessened by prevent-
ing specific and secondary bacterial infections. 
   
The CDC offers regularly updated recommendations for the vaccination of healthy adults (>18 years)2. When adapted to add 
to our local childhood vaccination schedule, these recommendations can be summarised as follows: 

• One dose of influenza vaccine annually across all ages
• Re-vaccination against tetanus, diphtheria, and pertussis (DPT) followed by a booster every 10 years 
• Two or three doses of Human Papilloma Virus (HPV) vaccine for males and females (depending on the vaccine product), 

preferably before age 27
• Ensure hepatitis B vaccination was done and completed
• Two doses of varicella vaccine if not previously vaccinated or infected
• One dose of herpes zoster vaccination for patients >60 years
• 1 or 2 doses of Measles, Mumps and Rubella (MMR) for patients between 18 and 65 years of age can be recommended
• For all patients >65 years or earlier, if at risk for serious pneumococcal infection: 1 dose Pneumococcal 15-valent conjugate 

vaccine (PCV15) followed by Pneumococcal 23-valent polysaccharide vaccine (PPSV23) at least one year later, OR 1 dose 
Pneumococcal 20-valent conjugate vaccine (PCV20). 

Some special considerations for pneumococcal vaccination:3

The interval between PCV15 and PPSV23 can be reduced to 8 weeks in adults with an immunocompromising condition,  
cochlear implant, or cerebrospinal fluid leak, to provide protection against infection with invasive strains. 

Adults who have previously received PPSV23 only may receive either PCV20 or PCV15 ≥1 year after their last PPSV23 dose. 
When PCV15 is used in those with history of PPSV23 receipt, it does not need to be followed by another dose of PPSV23. 

In adults who have previously received PCV13, the current recommendation is to complete the previously recommended 
PPSV23 series. One dose of PCV20 may be used if PPSV23 is not available.

Other vaccines to be considered, depending on each patient’s medical, occupational, lifestyle or other risk factors, are:

• Hepatitis A (2 – 3 doses depending on type of vaccine)
• Haemophilus influenza type b (1 or 3 doses)
• One dose of herpes zoster vaccine for individuals > 50 years can be considered under special circumstances
• Asplenic patients, notwithstanding their age, should always be vaccinated against the capsulated bacteria such as  

S. pneumoniae, H. influenzae and N. meningitidis in addition to the standard recommendations for adult patients

More detail regarding each of the vaccines listed can be found on the CDC website2. A schedule of vaccinations specific to 
patients with other special conditions such as pregnancy, various forms of immune deficiencies, chronic heart, lung or kidney 
disease is also provided. 

References:
1. Jansen KU, Knirsch C, Anderson AS. The role of vaccines in preventing bacterial antimicrobial resistance. Nat Med. 2018 Jan 9;24(1):10-19. doi: 10.1038/nm.4465. PMID: 

29315295.
2. Recommended Adult Immunization Schedule for ages 19 years or older 2022.    https://www.cdc.gov/vaccines/schedules/hcp/imz/adult.html
3. Use of 15-Valent Pneumococcal Conjugate Vaccine and 20-Valent Pneumococcal Conjugate Vaccine Among U.S. Adults: Updated Recommendations of the Advisory 

Committee on Immunization Practices — United States, 2022. https://www.cdc.gov/mmwr.volumes/71.wr.mm7104a1.htm 

     November 2022                                clients@pathcare.co.za                                           www.pathcare.co.za

Faecal�Calprotectin
Chronic�abdominal�pain�with�constipation�or�diarrhoea�is�a�common�presenting�complaint.� �It�remains�challenging�for�
the�clinician�to�distinguish�between�inflammatory�bowel�disease�(IBD)�(most�commonly�ulcerative�colitis�and�Crohn's�
disease)�and�irritable�bowel�syndrome�(IBS).��Fortunately,�faecal�calprotectin�(FC)�has�shown�promise�in�recent�research�
that�has�translated�into�daily�practice�thereby�reducing�costs�of�the�diagnostic�work-up�and�subsequent�management�of�
these�patients.

Calprotectin� is�a�cytosolic�protein�present� in�neutrophils.� � In�an� individual�with�normal�bowel� function,� there� is�no�
generalised�bowel�inflammation,�and�therefore�very�few�neutrophils�are�present.� �In�cases�of�inflammation,�there�is�a�
consequent�increase�in�neutrophils�attracted�to�the�bowel,�resulting�in�increased�levels�of�calprotectin�being�shed�into�
the�faeces.��This�basic�hypothesis�makes�calprotectin�a�valuable�marker�for�distinguishing�between�IBD�and�IBS.��FC�has�a�
high�negative�predictive�value,�and�is�therefore�a�good�“rule-out”�test.� �Hence,�when�the�FC�is�below�the�cut-point,�50�
µg/g�stool�usually,�IBD�is�unlikely.��This�reduces�the�need�for�colonoscopy�and�further�investigations�in�patients�with�IBS,�
who�can�be�managed�more�appropriately.� �It�must�be�noted�that�elevated�FC�levels�may�also�be�caused�by�conditions�
other�than�IBD,�such�as�infective�gastro-enteritis�and�certain�colorectal�cancers.

FC�can�also�be�used�as�a�marker�of�the�response�to�treatment.��A�FC�value�that�normalises�during�treatment�is�an�excellent�
surrogate�marker�of� successful� treatment�outcome� in�patients�with� IBD.�Failure�of�FC� levels� to� reduce�or�normalise�
indicates�that�the�treatment�and�compliance�therewith�needs�to�be�reviewed.� �In�addition,�FC�can�predict�relapse�in�
patients�with�established� IBD.� �Values�have�been� shown� to� rise�prior� to�patients�becoming� symptomatic� therefore�
allowing�for�an�early�modification�or�reintroduction�of�treatment�and�the�consequent�modification�and�attenuation�of�
the�relapse�period.��Finally,�there�is�also�evidence�that�FC�levels�correlate�with�the�disease�severity�in�IBD.

FC�can�be�measured�on�any�random�stool�sample�with�no�requirement�for�a�24�hour�stool�collection.� �If�a�delay�of�>�24�
hours�is�anticipated�in�the�sample�reaching�the�laboratory,�the�stool�sample�should�be�frozen.��Results�are�reported�in�µg�
calprotectin�per�gram�of�stool.

FC�can�be�used�in�both�adult�and�paediatric�populations.��Levels�in�active�IBD�in�children�can�be�very�high,�exceeding�the�
measurement�range.��Generally,�these�results�are�reported�as�greater�than�the�measuring�range,�since�the�FC�test�is�not�
reliably�linear�in�dilution.�

Summary

Ÿ FC�assists�clinicians�in�distinguishing�between�IBD�and�IBS
Ÿ A�random�stool�sample�is�required
Ÿ Cut-points�depend�on�the�assay�used�and�are�indicated�on�the�laboratory�report
Ÿ Serial�results�need�to�be�measured�using�the�same�instrument�since�the�test�is�not�standardised
Ÿ FC�levels�may�be�elevated�in�other�conditions�e.g.��infective�gastroenteritis�and�certain�colorectal�cancers

References:

1.��������NICE�diagnostics�guidance�11.�Faecal�calprotectin�diagnostic�tests�for�inflammatory�diseases�of�the�bowel.

2.���J��oshi�S,�Lewis�SJ,�Creanor�S�et�al.�Age-related�faecal�calprotectin,� lactoferrin�and�tumour�M2-PK�concentrations�in��������������
healthy�volunteers.��������������������� �
A����������������������nn�Clin�Bioc�2010:47:259-263

Compiled�by:�Dr�John�C�Stanfliet,�Chemical�Pathologist,�PathCare

Tel:�021�596�3400

“Pathology that Adds Value ” 

THE PATHCARE NEWS 

September 2015 clients@pathcare.co.za www.pathcare.co.za


