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Summary of comments received through public consultation on zoster recommendations for inclusion in the Australian Immunisation Handbook (AIH) chapter, and proposed ATAGI and Department of Health and Aged Care responses
	
	Organisation
	Comment
	Proposed Action
	Rationale

	1a
	Monash Health
	The change in recommendation for people who have received a varicella vaccine being able to receive a zoster vaccine has particular benefit for high-risk patients. This change is clearer and simpler guidance for providers.

Advising providers that serological testing prior to receiving a zoster vaccine [is not recommended] is practical and welcomed. Now that Zostavax is no longer available, there is no need for serological testing in any potential zoster vaccine recipients, whether immunocompromised or immunocompetent.

I am in complete agreement with the recommendation to remove ‘People aged ≥50 years who are household contacts of a person who is immunocompromised are recommended to receive a zoster vaccine’, as many household contacts are not eligible to receive a zoster vaccine. However, the inclusion of information on indirect protection to the immunocompromised household member from exposure to varicella-zoster virus remains important information to be included in the AIH, for individual decision-making.

I fully support the removal of Zostavax from the Handbook.
	Reviewed. No change in recommendation made.

	Comment noted with thanks.

	1b
	
	Is there any evidence on the need for a booster 10 years following a Shingrix vaccine? 50-year-old people who receive the vaccine are likely to need further protection as they enter their 60s and 70s.
	Reviewed. No change in recommendation made.

	There are currently no immunogenicity or efficacy data beyond 10 years following a dose of Shingrix. Data suggests that even at 10 years following 2 doses of Shingrix, protection remains high. A statement that advice on the need for booster doses will be considered when data becomes available has been added to the text supporting the recommendation.

	2
	Tasmanian Department of Health
	After reading through the proposed changes, I cannot see any unintended consequences.

None identified.
	Reviewed. No change in recommendation made.

	Comment noted with thanks.

	3a
	Individual
	Recommending the vaccine at 50 but saying that the protection may not be optimal when most needed is not helpful. Perhaps recommend it at the age when it will provide most benefit until there is more evidence on how long protection lasts and boosters.
	Reviewed. No change in recommendation made.

	Shingrix vaccine is registered from 50 years of age. The higher age-based recommendation has been considered by ATAGI; however, the broad age recommendation provided alongside considerations for timing gives flexibility to consider an individual’s own perception of risk. 
The current available data suggest that the vaccine provides good long-term protection and a booster is not required. A statement has been added to the text supporting the recommendation to note that advice on the need for booster doses will be considered if data become available that show significant waning of protection and response to a booster dose.

	3b
	
	When guidelines are too complex or unclear vaccines are not given. Clinicians interpret the continual changes as no-one really knows anything.
	Reviewed. No change in recommendation made.

	Comment noted with thanks.

	3c
	
	Please clarify in the Handbook what is meant by a month. A month can be 28 days or 31. Some people are refusing to vaccinate when people present for dose 2 at 8 weeks, believing they must wait 2 months. The same thing is happening with childhood vaccines.
	Reviewed. No change in recommendation made.

	Comment noted with thanks. The definition of a month is variable throughout the Handbook and is related to the intervals used in clinical trials. Providers are encouraged to use their clinical judgement when determining appropriate intervals. 

	4
	Individual
	Even though providers no longer have access to funded Zostavax and it is no longer on the schedule, there is still the small risk of this live vaccine being given to someone with contraindications to it. This could be by script purchase when private purchase of Shingrix is deemed too expensive or by stock that has not been surrendered. Please remove it from the AIH and discontinue its use. It falls into the realm of oral polio vaccines, where there is a safer alternative, so use it.

There would need to be some initial information in regard to the vaccine being removed and why.

No.
	Reviewed. No change in recommendation made.

	Zostavax stopped being supplied to Australia by 2024. At the time of the release of the chapter update, all available stock will be used and/or out of date and the vaccine will have been deregistered by the TGA. 

	5
	North Sydney Public Health Unit
	Zostavax needs to continue to be in the Handbook as to:
1. information for people who have had Zostavax but not varicella vaccines
2. information for people who have already had Zostavax but prefer to have Shingrix.
	Reviewed. No change in recommendation made.

	Most people who have not had varicella vaccine will have had natural varicella infection. This is the recommended population to receive a zoster vaccine. 

Recommendations for the use of Shingrix for those who have previously received Zostavax are currently included and will remain in the Handbook. 

	6a
	Individual 
	There are complexities for individuals undergoing evaluation prior to solid organ transplantation. The Handbook section ‘Vaccination for people who are immunocompromised’ (subsection ‘Solid organ transplant recipients’ table) recommends Shingrix vaccination before transplantation. However, the ‘Zoster (herpes zoster)’ section under ‘Vaccine preventable diseases’ suggests vaccination is best deferred until after transplantation (‘for people anticipating a solid organ transplant, the preference is to wait until post-transplant and cessation of antiviral prophylaxis before vaccinating’). Clarity is needed regarding the specific stage in the pre- or post-transplant phase when patients should receive vaccination. Deferring Shingrix vaccination to post-transplant, when it could be completed before the introduction of immunosuppression, complicates matters.


	Reviewed. Change in recommendation made.

	The chapter on vaccination for people who are immunocompromised is undergoing extensive review. When released, it will provide more detailed guidance including the suggested timing of vaccination. 

Wording in the zoster chapter has been updated to remove specific references to timing for certain immunocompromising conditions and to refer readers to the chapter on vaccination for people who are immunocompromised.


	6b
	
	Further complexity arises in the interpretation of the funding criteria for Shingrix. It does not specify that younger individuals that are soon to be immunosuppressed can access funded Shingrix. Consequently, many GPs are uncomfortable administering Shingrix as part of vaccination programs prior to solid organ transplantation. If there is an opportunity via the Handbook, ATAGI representation, or directly with the PBS [Pharmaceutical Benefits Scheme] to modify these criteria (e.g. add ‘or soon to be’ before ‘immunosuppressed’), it would be incredibly helpful.

It has been argued that the inclusion of stage 5 chronic kidney disease and/or dialysis will help to partially address these funding challenges. While this is relevant for kidney transplantation, many individuals preparing for kidney and other solid organ transplantation have earlier stages of chronic kidney disease.

In my opinion, both funding and guideline recommendations should support Shingrix vaccination prior to solid organ transplantation as part of a comprehensive pre-transplant evaluation and planning pathway. This ensures individuals enter a period of relatively heavy immunosuppression with some pre-existing protection. Post-transplant vaccination may be less effective and more likely to be neglected.
	Reviewed. No change in recommendation made.

	In September 2024 there was an expansion of the population funded under the National Immunisation Program (NIP) to receive Shingrix to include a greater number of people who are immunocompromised, including stage 5 chronic kidney disease or dialysis, and those about to undergo a solid organ transplant. 

	7a
	Individual
	See below re implementation and uptake and plain-language summary for health consumers. It did not fit within the character constraint here.
	Reviewed. No change in recommendation made.

	Comment noted with thanks.


	7b
	
	The plain-language summary does not contain key information which may affect uptake. It does not state that whereas Zostavax was a live vaccine, Shingrix is not. For people who previously eschewed the Zostavax either on medical advice or because of their own concerns about it being live, they may not be aware that even though previously it was advisable for them not to be vaccinated, now they may choose to do so. I have heard multiple consumers being confused about the difference and thinking that having previously considered it and not done it because it was live that they still should not have it. This means some of the information in the summary of revised recommendations needs to be added to the plain-language summary. At present, the plain-language summary is just written as if people are interested in the changes to the Handbook – what they actually are interested in is what it means for them. Try and rewrite the summary from the perspective of the consumer. Even if consumers themselves are not reading the plain-language summary, their GPs may be using it as the basis for discussions with them.
	Reviewed. No change in recommendation made.


	The primary purpose of the plain-language summary is for individuals and organisations interested in providing feedback on the proposed changes to the Handbook.

The comment on what changes mean to consumers is noted with thanks, and communication of these changes to a broader audience will be managed by the Australian Government Department of Health and Aged Care.


	8

	Individual 
	Yes – see below:
· what to do if patients miss their second RZV [recombinant zoster vaccine] dose within the 6-month interval
· what to do if a patient has recently had herpes zoster (HZ), i.e. how soon after a recent HZ episode
· when clinicians should consider a 1-month dosing interval versus the standard 2- to 6-month interval
· when to give vaccination prior to anticipated immunosuppression.
	Reviewed. No change in recommendation made.

	The disease-specific chapters in the Handbook do not address the question of what to do if the interval between doses is greater than the recommended interval. However, a broad principle in the Handbook around catch-up vaccination is to not start the schedule again, regardless of the interval since the last dose.
 
The zoster chapter provides a recommendation for an interval of 12 months between an episode of herpes zoster and vaccination. This can be shortened to 3 months for people who are immunocompromised. 

Immunocompromised people can receive their second dose at 1 month following dose 1 to allow full protection from the vaccine earlier. This is on the basis that the clinical trials were permissive of Shingrix from 1 month.

The chapter on vaccination for people who are immunocompromised is undergoing extensive review. When released, it will provide more detailed guidance, including the suggested timing of vaccination prior to anticipated immunosuppression.

	9
	Queensland Health Immunisation Program, Communicable Diseases, Queensland Public Health and Scientific Services
	There are no additional concerns, risks or unintended consequences identified relating to the proposed changes other than those already listed in the consultation paper.

Nil.
	Reviewed. No change in recommendation made.

	Comment noted with thanks.

	10a
	Individual
	The recommendation to remove all information regarding Zostavax is welcome.


	Reviewed. No change in recommendation made.

	Comment noted with thanks.

	10b
	
	The following point may cause concern with vaccination providers: ‘Household contacts who are immunocompromised – people aged ≥50 years who are household contacts of a person who is immunocompromised or shortly expected to become immunocompromised.’ The list of immunocompromising conditions is exceptionally narrow. A greater proportion of people who are immunocompromised include those who:
· are receiving high-dose systemic immunosuppressive therapy, such as chemotherapy, radiation therapy or oral corticosteroids (≥20 mg per day of prednisolone or equivalent dose)
· are receiving biologic or targeted synthetic disease-modifying antirheumatic drugs (bDMARDs or tsDMARDs)
· have malignant conditions of the reticuloendothelial system (such as lymphoma, leukaemia or Hodgkin disease, even if they are not receiving active treatment)
· have AIDS or symptomatic HIV infection
· have similar immunocompromising conditions due to a disease or treatment.

These individuals may or may not be healthy enough to be in the workforce and will likely remain unvaccinated due to the vaccine’s cost and its exclusion from the NIP.
Some of these individuals may be less than 18 years old and not able to receive zoster vaccine.

Because of this, the recommendation should remain that household contacts ‘are recommended to receive zoster vaccine’; alternatively, ‘household contacts of immunocompromised individuals less than 18 years of age are recommended to receive zoster vaccine’.

In my opinion the NIP should be expanded to include these conditions, or the vaccine should be available at lower cost on an 'Authority Script' or be PBS-listed so it is more affordable for those on a health care card at the very least.

	Reviewed. No change in recommendation made.

	In September 2024, there was an expansion of the population funded under the NIP to receive Shingrix to include a greater number of people who are immunocompromised. 

It is recommended that people who are immunocompromised be vaccinated directly. The specific recommendation for household contacts to now be a consideration reflects the preference for immunocompromised people themselves to receive the vaccine.

Household contacts aged ≥50 years who wish to receive the vaccine can still consider the presence of immunocompromised household contacts as one of the factors in their decision to be vaccinated. The previous separate recommendation for household contacts overlapped with the general age-based recommendation, as both were referring to populations aged 50 years and over. For simplicity, ‘household contacts of immunocompromised people’ now sits with other considerations regarding the optimal timing for zoster vaccination. 

	10c
	
	Re ‘Serological testing is not recommended before zoster vaccination in people who are immunocompetent’: Although it is estimated that 97% of individuals are likely to be seropositive to VZV [varicella-zoster virus] by 30 years of age, providers report finding seronegative adults. Concern may arise that providers are administering a zoster vaccine to a seronegative individual unknowingly. As part of the risks and benefits process, providers will need clarification regarding any degree of protection from zoster vaccine against primary varicella infection should they be seronegative. If there is no protective effect against VZV from zoster vaccine, providers should discuss this with patients and explain the risk of varicella infection.
	Reviewed. No change in recommendation made.

	There are no safety concerns regarding the administration of Shingrix to VZV-negative individuals. 

There is no reason to conduct serological testing prior to vaccination, as the likelihood of varicella infection will be even higher than 97% in those currently with an age-based recommendation for zoster vaccine (≥50 years). There is some evidence suggesting Shingrix may potentially offer protection against primary varicella in VZV antibody negative patients, although more definitive evidence is awaited. 

	10d
	
	Clear communication for providers so they may provide risks and benefits with confidence and address questions from patients appropriately.
	Reviewed. No change in recommendation made.

	Communications will be managed by the Australian Government Department of Health and Aged Care. The National Centre for Immunisation Research and Surveillance (NCIRS) also provides resources, such as FAQs for providers and the public. 

	10e
	
	Checking the Zostavax checklist is also still mentioned in the pre-vaccination screening tool and should be removed. 


	Reviewed. No change in recommendation made.

	This resource will be deleted. 

	10f
	
	Dot point 4 on page 9 currently reads:
· ‘Household contacts who are immunocompromised – people aged ≥50 years who are household contacts of a person who is immunocompromised or shortly expected to become immunocompromised may factor this in to their decision making. Vaccination will provide some indirect protection to the immunocompromised household member from exposure to varicella-zoster virus, particularly if the household member cannot be vaccinated themselves.’

Should it read:
· ‘Household contacts of individuals who are immunocompromised – people aged ≥50 years who are household contacts of a person who is immunocompromised or shortly expected to become immunocompromised may factor this in to their decision making. Vaccination will provide some indirect protection to the immunocompromised household member from exposure to varicella-zoster virus, particularly if the household member cannot be vaccinated themselves.’?
	Reviewed. Change made to recommendation.

	Correct. This should be ‘Household contacts of individuals who are immunocompromised’. This update will be reflected in the chapter. 


	11
	Department of Health, Victoria
	Catch-up immunisation section (table) in the Handbook to align with recommended changes. 

We recommend removing the reference to ’18–49 years’ for immunocompromised people in the catch-up table to align with recommended changes for immunocompromised (‘≥18 years’).
	Reviewed. No change in recommendation made.

	This statement was to clarify that Shingrix was the only approved vaccine for immunocompromised people aged 18–49 years. For people aged over 50 years, Shingrix was preferred, but those with mild immunocompromise could consider Zostavax as it was the funded vaccine. As Zostavax is being removed, this statement will also be removed, as Shingrix will be the only option for all. 

	12
	Gastroenterological Society of Australia (GESA)
	Dear ATAGI,

On behalf of the Inflammatory Bowel Disease faculty of Gastroenterological Society of Australia (GESA), we appreciate the opportunity to provide feedback on the ‘Changes to the recommended use of herpes zoster vaccinations’ (May 2024) document. 

Overall, the revised guidelines provide an excellent overview of Shingrix usage. However, we suggest that several key areas related to the clinical management of immunosuppressed patients be addressed more explicitly: 

Timing of Shingrix administration in the context of immunosuppression:
· Should Shingrix be administered (if possible) prior to the initiation of immunosuppressive therapy? 
· Is it advisable to temporarily hold immunosuppressive therapy, if feasible, to enhance the humoral response to Shingrix? 
· What is the recommended dosing interval for Shingrix in patients receiving immunosuppressive therapy?

Thank you for considering our feedback.

Kind regards

Associate Professor Robert Bryant 

On behalf of the GESA Inflammatory Bowel Disease faculty
	Reviewed. No change in recommendation made.

	The chapter on vaccination for people who are immunocompromised is undergoing extensive review. When released, it will provide more detailed guidance, including the suggested timing of vaccination in relation to immunosuppressive therapy. Where possible, vaccination with Shingrix prior to immunosuppressive therapy is recommended.

The recommended interval between doses of Shingrix for immunocompromised people is 1–2 months and is stated in the zoster Handbook chapter.




	13
	The Society of Hospital Pharmacists of Australia (SHPA)
	SHPA have consulted our Leadership Committee members in varying specialty practice groups, including Emergency Medicine, Paediatrics and Neonatology, Medication Safety, Oncology and Haematology, and Infectious Diseases, to inform our response. Overall, there were no additional comments or concerns raised with the draft changes to the recommended use of the herpes zoster vaccines in the Australian Immunisation Handbook. 

However, SHPA believes that the deletion of the previous recommendation that people aged ≥50 years who are household contacts of a person who is immunocompromised are recommended to receive a zoster vaccine requires further consideration in the revisions. Despite the new recommendation capturing this cohort, it is not as clear for them to consider receiving the zoster vaccine. This recommendation is an important consideration, especially for household contacts of immunocompromised children, who are not eligible to receive a zoster vaccine and can be indirectly protected. Therefore, SHPA believes it is imperative to mediate awareness and educate people aged ≥50 years who are household contacts of a person who is immunocompromised to receive the zoster vaccine in a timely manner given the revised recommendations.
	Reviewed. No change in recommendation made.

	The specific recommendation for household contacts to now be a consideration reflects the preference for immunocompromised people to themselves receive the vaccine.

Only in rare circumstances would a person aged less than 18 years experience herpes zoster, given: 1) most children will have been vaccinated with varicella; and 2) age is the greatest risk factor for developing HZ.

Household contacts aged ≥50 years who wish to receive the vaccine can still consider the presence of immunocompromised household contacts as one of the factors in their decision to be vaccinated. The previous separate recommendation for household contacts overlapped with the general age-based recommendation, as both were referring to populations aged 50 years and over. For simplicity, ‘household contacts of immunocompromised people’ now sits with other considerations regarding the optimal timing for zoster vaccination.

	14a
	GlaxoSmithKline Australia Pty Ltd
	We see this update as a welcome simplification of the zoster page of the AIH.
There is a risk that some updates could be interpreted differently to our assumption of ATAGI’s intent – we have flagged these below. We have also identified opportunities to provide further clarity with the provision of extra detail on how to vaccinate immunocompromised patient populations, particularly with regards to timing of zoster vaccination and immunosuppressive treatments. More details are provided under the ‘further comments’ section.

During our review, we have assumed that the only new text on the zoster page is that within the boxes labelled ‘Revised Recommendation’. We would value clarification if this were not the case. 

In the following comments, ‘RECO’ = proposed/current ATAGI recommendation.

RECO: ‘People who have previously received varicella vaccine when it was indicated can receive zoster vaccine.’ Paragraph 4 states: ‘Studies have not specifically investigated whether Shingrix vaccination provides protection following breakthrough varicella infection, or against vaccine-type herpes zoster.’ A reader could infer that there is a theoretical concern that Shingrix may not provide protection against HZ in people who have received varicella vaccination (either breakthrough ‘wild-type’ varicella or vaccine-strain). Whilst there is no direct evidence of vaccine efficacy in this population, an additional statement of ATAGI’s expert opinion regarding any theoretical concerns, or lack thereof, could be useful to ensure ATAGI’s intent is clear.

Paragraph 5 states: ‘Data suggest that the risk of herpes zoster following varicella vaccination is greater in people who are immunocompromised than in immunocompetent people (11).’ We understand this conclusion but would recommend checking the cited reference (Weinmann S et al., Journal of Infectious Diseases 2013; 208:1859–68), as it may not support this statement. 

	Reviewed. Change in recommendation made.

	Comment noted with thanks. An additional clarifying statement has been added to the rationale for the recommendation. 

In an evidence review for ATAGI it was found that risk of HZ following varicella vaccination was greater in people who are immunocompromised. The provided reference abstract does not indicate otherwise. 


	14b
	
	RECO: ‘Serological testing is not recommended before zoster vaccination.’ The topic of varicella serology has been a source of significant uncertainty amongst some specialties. Based on the discussion, we respectfully suggest 2 additions to the wording of this title recommendation:
a) Include ‘or after’; this is aligned with previous advice in the AIH for Zostavax, and we believe including it would help to remove any doubt for Shingrix. 
b) To the effect of ‘in any patients, including immunocompromised patients’ OR ‘in immunocompetent or immunocompromised patients’ at the end of the title recommendation. This would align with ATAGI’s commentary provided under ‘Key differences’ and we believe it would be a valuable inclusion, given it is a significant change to practice versus the advice provided when only a live zoster vaccine was available/reimbursed.
	Reviewed. Change in recommendation made.
	Comment noted with thanks. With removal of the recommendation regarding serological testing ‘after Zostavax’, it is considered appropriate to add this to the recommendation. We will add a clarifying sentence on population.

	14c
	
	Regarding the first paragraph of explanatory text, this statement from the AIH varicella chapter could be included to strengthen the recommendation: ‘...immunity following vaccination is often not detectable using currently available blood tests’. We believe the text ‘For people known to be VZV-seronegative, varicella vaccine is preferred over a zoster vaccine’ will likely introduce confusion and potentially water down the recommendation that testing is not required. In addition, please consider bringing the text from ‘Key differences’ up to be included in the new recommendation’s explanatory text box. 

Where the varicella vaccine is mentioned, we suggest noting that it’s a live vaccine.
	Reviewed. Change in recommendation made.
	The chapter has been updated to remove reference to VZV-negative people, as serology before and after zoster vaccination is no longer recommended.

	14d
	
	RECO: ‘People aged ≥50 years who are immunocompetent are recommended to receive zoster vaccine.’ Please correct the referencing error within the following text: ‘Duration of protection – Shingrix has demonstrated high vaccine efficacy for at least 7 years after vaccination in people without immunocompromise (19) and immunogenicity data suggest that protection may persist for at least 10 years (19).’ The reference for this data is: Boutry C et al., The adjuvanted recombinant zoster vaccine confers long-term protection against herpes zoster: interim results of an extension study of the pivotal phase 2 clinical trials ZOE-50 and ZOE-70. Clin Infect Dis 2022; 74: 459–67.

Regarding the statement ‘A person vaccinated at a younger age (such as 50 years) may have reduced protection from vaccination as they age, when the risk of zoster is higher’: this may be interpreted as a reason to postpone vaccination in people closer to age 50 years and conflicts with the primary recommendation in this age group. Please be aware that the end-of-study results of a long-term follow-up study from the Shingrix pivotal trials demonstrated 80% vaccine efficacy over the 6-year extension period (primary end point) and 88% over the 11-year study period (secondary end point). These results were presented at the ECCMID [European Congress of Clinical Microbiology and Infectious Diseases] conference this year (Strezova A et al., ECCMID 2024. Abstract number 09154) and the full manuscript will be shared with ATAGI once published. 

	Reviewed. No change in recommendation made.
	The chapter will be updated with more recent references.

ATAGI recommends vaccination from 50 years of age and provides guidance on the considerations for optimal vaccination to be determined by the individual and their healthcare provider.


	14e
	
	RECO: ‘People aged ≥50 years who are household contacts of a person who is immunocompromised are recommended to receive a zoster vaccine.’ (deletion)
A reworded version of this recommendation might still be relevant to parents of children aged under 18 years who are immunocompromised and cannot be directly protected from contracting VZV by varicella vaccination (contraindicated to received live vaccines) and are at risk of VZV from an adult with symptomatic HZ.

	Reviewed. No change in recommendation made.
	The specific recommendation for household contacts to now be a consideration reflects the preference for immunocompromised people to themselves receive the vaccine.

Household contacts aged ≥50 years who wish to receive the vaccine can still consider the presence of immunocompromised household contacts as one of the factors in their decision to be vaccinated. The previous separate recommendation for household contacts overlapped with general age-based recommendation, as both were referring to populations aged 50 years and over. For simplicity, ‘household contacts of immunocompromised people’ now sits with other considerations regarding the optimal timing for zoster vaccination.

	14f
	
	RECO: ‘People who have had a previous episode of herpes zoster (no change).’
With the change from Zostavax to Shingrix, has the risk:benefit profile for waiting 12 months post-herpes zoster episode in immunocompetent patients (3 months in immunocompromised) before administering a zoster vaccine (Shingrix) been reassessed?
	Reviewed. No change in recommendation made.
	Comment noted with thanks. The references provided for this recommendation remain current. These recommendations are also supported by first principles of cellular and humoral immunity and therefore do not change, irrespective of the vaccine available. 

	14g
	
	The ‘Vaccination for people who are immunocompromised’ chapter is frequently used in conjunction with the zoster page and is of heightened relevance given the proposed expansion of the Shingrix NIP to include a broader group of immunocompromised patients. We suggest reviewing this chapter.
	Reviewed. No change in recommendation made.
	The chapter on vaccination for people who are immunocompromised is currently undergoing extensive review.

	14h
	
	In this section, we expand further on recommended changes to the Handbook’s information on zoster vaccination in immunocompromised patients. This is within both the current zoster chapter and the separate chapter on vaccination for people who are immunocompromised.

Zoster chapter RECO: ‘People aged ≥18 years who are immunocompromised or shortly expected to be immunocompromised are recommended to receive zoster vaccine.’ 
With the PBAC [Pharmaceutical Benefits Advisory Committee] recommendation (Nov 2023) for Shingrix to be NIP-funded for a complex list of moderately to severely immunocompromised adults, there is scope for ATAGI to provide more advice on how to vaccinate moderately to severely immunocompromised adults. Feedback from clinical advisers within relevant specialties indicated that the following additions would be most valuable:
i) The timing of Shingrix vaccination with immunosuppressive therapy and the factors contributing to this decision. Including a comment on the safety of administering Shingrix to a patient currently on immunosuppressive medication would be beneficial.  
a. We note that the Australian Rheumatology Association has separately provided their own guidance on this topic.  However, consistent advice for patients on similar medications, managed by different specialties, would be most valuable. Feedback from relevant specialty groups is that the trusted source for this information is ATAGI. The importance of this guidance is further underscored by the proposed updates to the Determination from Nov 2023, which includes patients who are currently receiving certain immunosuppressive treatments, and those that have received them within the last 6/24 months (depending on therapy).    
ii) How to manage a patient’s concurrent immunosuppressive medication if administering Shingrix.
iii) Since the dosing interval can be shortened to 1 month for immunocompromised patients or those likely to become immunocompromised, a recommendation on the appropriate dosing interval, and the factors contributing to this decision, for immunocompromised patients.

Other notes regarding this section:
· Please hyperlink the text ‘See Vaccination for people who are immunocompromised’ to the chapter of the same name, as it looks like this was the intent.
· At the bottom of this section is the statement ‘Other immunocompromised people... inclusion of additional immunocompromised people through the NIP is currently being considered.’ This text may need to be addressed before the zoster chapter is updated.


	Reviewed. No change in recommendation made.
	The chapter on vaccination for people who are immunocompromised is undergoing extensive review. When released, it will provide more detailed guidance, including the suggested timing of vaccination. 

A clarifying statement has been added regarding the shorter interval for immunocompromised people. 

	14i
	
	Regarding the ‘Vaccination for people who are immunocompromised’ chapter: 
Removal of Zostavax-focused information, particularly under subheading ‘Use of specific live vaccines […]: Varicella and zoster vaccines’. And ensuring that any recommendations regarding zoster and vaccination for household contacts of people who are immunocompromised are aligned with the zoster chapter.

Subheading: ‘When should people on immunosuppressive therapy receive vaccines?’
Only live vaccines are discussed here. Suggest including a statement or paragraph within the body text on non-live vaccines to highlight ATAGI’s position on the timing and use of non-live vaccines in patients on immunosuppressive therapy. This section is likely to be referred to for Shingrix following the PBAC-recommended expansion of the current NIP into this patient population.

Improve clarity on this page for when varicella serology is and is not required in different patient populations in the context of zoster vaccination. 

Regarding the text: ‘However, certain people on DMARDs may receive live vaccines in consultation with a specialist, and with careful consideration of their immune function and current and future disease risk. (87) For example, people on low-dose conventional synthetic DMARDs (csDMARDs) may receive zoster vaccine (see Herpes zoster).’ Given the focus of the surrounding text on live vaccines, it is not clear whether the above ATAGI advice ‘may receive zoster vaccine’ is in reference to Zostavax, or if this advice also applies to Shingrix.

Subheading: ‘People with autoimmune diseases and other chronic conditions’. This section provides common examples of autoimmune diseases where patients are at risk of vaccine preventable diseases (IBD [inflammatory bowel disease], RA [rheumatoid arthritis], SLE [systemic lupus erythematosus] and MS [multiple sclerosis]) and notes the additive effect of their common treatments (DMARDs and corticosteroids). It may be pertinent to define immunocompromised versus ‘increased risk’ in general and where it relates to HZ risk, acknowledging the proposed expanded cohort of NIP-eligible immunocompromised patients for Shingrix.

There may be the potential for confusion in the following paragraph: ‘People with autoimmune diseases […] the underlying disease. (82–84) Extra vaccine doses, such as for pneumococcal vaccine, may be needed.’ Given that there is no recommendation for extra doses of Shingrix in these populations, we suggest including a statement to that effect to differentiate from the noted recommendation that is specific for pneumococcal vaccines (underlined).

Multiple subheadings: We note the zoster and varicella recommendations in this chapter for HSCT [haematopoietic stem cell transplantation] and cancer patients are to receive zoster vaccine (Shingrix) before varicella vaccine and this order is counterintuitive. Please consider adding more rationale for these recommendations to assist the reader’s interpretation.
	Reviewed. No change in recommendation made.

	Comments are outside the scope of this review. However, the chapter on vaccination for people who are immunocompromised is undergoing extensive review. When released, it will provide more detailed guidance, including the suggested timing of vaccination.

	15a
	The Royal Australian College of General Practitioners Ltd
	Revised recommendation: People who have previously received varicella vaccine when it was indicated can consider zoster vaccine​​​​​.

There may be confusion between the varicella vaccine and the zoster vaccine. To avoid this, consider adding the trade names in brackets when referring to shingles-preventing vaccines. 
	Reviewed. Change made to recommendation.

	Comment noted with thanks. Brand names have been added to the introductory sentence for this recommendation. 


	15b
	
	Revised recommendation: People who have received varicella vaccine when it was indicated (such as in childhood or as a catch-up vaccine) and are indicated to receive zoster vaccine (that is, are aged ≥50 years, or ≥18 years with severe immunocompromise) can consider zoster vaccine, regardless of their history of varicella infection. 

A sentence should be added to clarify that the vaccination is free under the NIP from 65 years of age, even though it is recommended from age 50. Ideally, age-related vaccine recommendations should align with NIP to avoid confusion. 
	Reviewed. Change made to recommendation.

	Comment noted with thanks. A statement regarding funding has been added to this recommendation. 

	15c
	
	Revised recommendation: Studies of the safety and immunogenicity of Shingrix in people who have received varicella vaccine are limited. 

It may be beneficial to clarify that administering Shingrix to this group is not associated with increased danger, but rather it is less likely to be beneficial. 
	Reviewed. Change made to recommendation.

	Comment noted with thanks. An additional clarifying statement has been added to the rationale for the recommendation. 


	15d
	
	Revised recommendation: Duration of protection – There is no recommendation for a booster dose of zoster vaccine. 

This appears to be inconsistent with the previous statement. We suggest rephrasing this sentence to ‘There is no recommendation at this time for a booster…’ 
	Reviewed. Change in recommendation made.

	There is currently no immunogenicity or efficacy data beyond 10 years following a dose of Shingrix. Data suggest that even at 10 years following 2 doses of Shingrix, protection remains high. A statement that advice on the need for booster doses will be considered when data becomes available has been added.

	15e
	
	Revised recommendation: Household contacts who are immunocompromised – people aged ≥50 years who are household contacts of a person who is immunocompromised or shortly expected to become immunocompromised may factor this in to their decision making. Vaccination will provide some indirect protection to the immunocompromised household member from exposure to VZV, particularly if the household member cannot be vaccinated themselves.

The current text suggests that some immunocompromised individuals are unable to receive vaccinations. However, Shingrix is not contraindicated for immunocompromised individuals. The reason for vaccinating household members is that Shingrix might not be as effective for immunocompromised individuals, so protecting those around them helps prevent herpes zoster in the household.
 
We suggest rewording this statement to make it clearer that it is about reducing the risk of exposure. 
	Reviewed. No change in recommendation made.

	The specific recommendation for household contacts to now be a consideration reflects the preference for immunocompromised people to themselves receive the vaccine.

The proposed wording indicates that household contacts aged ≥50 years who wish to receive the vaccine can consider reducing the potential exposure of immunocompromised household contacts to varicella as one of the factors in their decision to be vaccinated. The previous separate recommendation for household contacts overlapped with general age-based recommendation, as both were referring to populations aged 50 years and over. For simplicity, ‘household contacts of immunocompromised people’ now sits with other considerations regarding the optimal timing for zoster vaccination.

	15f
	
	Recommendations that are not changing: ​People who have previously received Zostavax can receive Shingrix.

It would be helpful to include the duration following clinical shingles, clinical chickenpox or previous Zostavax. 
	Reviewed. No change in recommendation made.

	There are currently recommendations in the zoster chapter for people who have had a previous episode of herpes zoster and people who have previously received Zostavax. Both recommend an interval of 12 months before receiving Shingrix. 
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