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1. Introduction
Vaccination is one of the most effective actions in preventive medicine, whether 
in collective medicine or even at individual level. There is a  rapid increase in the 
prevention of diseases through vaccination. Health professionals must always be 
up-to-date as immunization schedules are often modifi ed. All health professionals 
must know which vaccines are to be recommended. Even more importantly, a 
vaccine should not be omitted without a sound scientifi c foundation. When 
speaking about prevention of disease, always remember that this is an important 
part of the appointment, and the physician should spend some time talking about 
vaccines, as they are indicated in all age brackets.
The present article will briefl y discuss the most relevant aspects of the vaccination 
schedules of the Brazilian Society of Pediatrics and the Brazilian Society of 
Immunizations to help you when talking to your patients about vaccines.
2. Schedules
The vaccination schedules are general recommendations for the use of vaccines, 
based on the rationale of each vaccine, and there can be variations between 
different institutions and countries. It should be stressed that the schedule can 
be modified according to specific needs, and a specialist can help in establishing 
individualized schedules. Tables 1 and 2 present a summary of the vaccination 
schedules of the Brazilian Society of Immunizations.

Table 1. Vaccination schedule up to 15 years of age.

Brazilian Society of Immunizations

Age Vaccine Observations

Birth HBV + BCGid

2 months DTaP + Hib + HBV + IPV + PnC7V + Rotavirus DTaP or DTP, IPV or OPV Hexavalent

3 months MnCC

4 months DTaP + Hib + IPV + PnC7V + Rotavirus DTaP or DTP; IPV or OPV
Pentavalent

5 months MnCC

6 months DTaP + Hib+ HBV + IPV + PnC7V + Influenza DTaP or DTP; IPV or OPV
Hexavalent

7 months Influenza + MnCC (1)

9 months Yellow fever Booster every 10 years
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12 months SCR (MMR) + Varicella (2) + HAV

15 months DTaP + Hib + IPV + PnC7V + MnC DTaP or DTP; IPV or OPV
Pentavalent

18 months HAV

5 years DTaP + SCR + Varicella (2)

9 years HPV
3 doses with a 2 months interval between 
the 1st and the 2nd dose and 4 months 
between the 2nd and the 3rd dose

15 years DTaP

National 
Immunization 
Day

OPV Start after 6 months of age

Table 2. Vaccine abbreviations 

Abreviation Vaccine Availability

Public vaccination 
clinics

Private vaccination 
clinics 

BCGid Intradermal tuberculosis vaccine Yes Yes

HBV Hepatitis B vaccine Yes Yes

DTP
Triple bacterial vaccine – 
Diphtheria, Tetanus and Pertussis 
whole cell

Yes Yes

DTaP

Triple bacterial vaccine – 
Diphtheria, Tetanus and Pertussis 
acellular (isolated B. pertussis 
antigens)

No
(CRIE) Yes

Hib Conjugate vaccine 
Haemophilus influenzae type b Yes Yes

PnC7V Pneumococcal conjugate vaccine 
with 7 serotypes

No
(CRIE) Yes

McCC Meningococcal group C conjugate 
vaccine 

No
(CRIE) Yes

OPV Attenuated oral polio vaccine Yes Yes

IPV Inactivated injectable polio vaccine No
(CRIE) Yes

MMR Viral triple vaccine – measles, 
mumps, and rubella Yes Yes

HAV Hepatitis A vaccine No
(CRIE) Yes

dtap

Triple bacterial vaccine – 
Diphtheria, Tetanus and Pertussis 
acellular (isolated B. pertussis 
antigens))

No Yes
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Hexavalent Combined hexavalent vaccine – 
DTaP + Hib + IPV + Hepatitis B No Yes

Pentavalent Combined pentavalent vaccine – 
DtaP + Hib + IPV No Yes

Tetravalent Combined vaccine DTP + Hib Yes No

HPV
Tetravalent vaccine against human 
papillomavirus serotypes 6, 11, 16 
and 18 (HPV)

Yes No

Observations
1. DtaP, Hib, IPV and Hepatitis B vaccines should be preferably given in their 
combined form (HEXA) thus eliminating the second dose of Hepatitis B vaccine 
with one month of age, reducing the number of injections.
2. The meningococcal group C conjugate vaccine (Neisseria meningitidis) can be 
given at two months of age. For convenience reasons, however, it is included in 
the vaccination schedule at three months. 
There are three products presently available:

a.  MnCC conjugate vaccine from Wyeth, with mutant diphtheria 
protein (CRM197);

b.  MnCC conjugate vaccine from Novartis, with mutant diphtheria 
protein (CRM197);

c. De-O-Acetylated MnCC conjugate from Baxter, with tetanic 
toxoid.

Each of the manufacturers vaccines can be used in two-dose schedules in the first 
year of age, followed by one booster dose after 12 months of age. If vaccination 
is started after the child is one year old, all vaccines can be given as a single dose, 
according to Table 3 presented below. Each of the manufacturers vaccines can be 
used in two-dose schedules in the first year of age, followed by one booster dose 
after 12 months of age. If vaccination is started after the child is one year old, 
vaccines can be given as a single dose, according to Table 3 presented below.

Table 3. Vaccination schedule according to the manufacturer:

Vaccine Age Doses Starting at Route
Wyeth and Novartis 0 to 11 months 2 + 1 booster 3 months of age IM
Baxter 0 to 11 months 2 + 1 booster 2 months of age IM
Any manufacturer > 1 year 1 Single dose IM

The booster of a pneumococcal conjugate vaccine given after one year of age is 
essential to ensure a prolonged protection. This recommendation was included in 
the vaccination schedule this year, as the consolidation of this vaccine results in 
the United Kingdom showed a decreased efficacy in children after four years of 
age when they received only three doses of the vaccine in the first year of life. 
It is not recommended to delay the vaccination after the first year of life, as the 
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incidence of meningococcal disease in Brazil is high during this period.
3. The whole-cell (DTP) and acellular (DtaP) Bordetella pertussis vaccines are 
presently available. They have a similar efficacy, but DtaP is associated with less 
reactivity and is available in the combined vaccines.
4. The oral polio vaccine (OPV) with live attenuated virus has a risk of paralysis 
of 1 per 750,000 to 1.5 million administered doses, but this does not occur with the 
inactivated vaccine (IPV). Besides this important advantage, IPV also requires a 
lower number of doses and waste is reduced. With IPV being combined with other 
vaccines, this option becomes more advantageous and is therefore recommended. 
OPV should be maintained in the National Immunization Days and can be given 
to all children who received IPV.
5. The influenza vaccine (“flu vaccine”) is recommended for all healthy children 
from six to 59 months of age, as this is the age group with highest risk for more 
severe infections by this virus. It is recommended for other age groups to avoid 
an infection by this agent. The recommendation is maintained in the presence 
of comorbidity for those older than six months of age. A two-dose vaccination 
schedule is used in the first year of vaccination and then in a single yearly dose, 
according to Table 4 presented below.

Table 4. Vaccination schedule for Influenza Virus

Age Vaccine No. doses Interval Route

6 to 35 months 0.25 ml 1 - 2* 1 month IM

3 to 8 years 0.5 ml 1 - 2* 1 month IM

> 9 years 0.5 ml 1 - IM

(*) only in the first year of influenza vaccination.

6. The yellow fever vaccine indication depends on the epidemiological situation 
of the municipality/state. It can be given from nine months of age on in areas 
where the disease has a higher risk of urbanization.
7. All children receiving the combined DtaP + Hib vaccine should receive a Hib 
booster at 15 months, and then will continue to receive the combined vaccine.
8. The minimum vaccination schedule against poliomyelitis, using IPV, should 
include 4 doses of this vaccine, and at least one of them after a year of age. In 
this way, at 15 months of age the children should receive a pentavalent vaccine 
including DtaP + Hib + IPV. The use of OPV at 15 months of age is acceptable, 
but the combined vaccine is preferred. All children can receive the OPV booster 
doses in the vaccination campaigns.
9. The second dose of BCGid was recently discontinued as there is no evidence 
that this second dose decreases the incidence of pulmonary tuberculosis.
10. The triple acellular vaccine for adults should be used to replace the double 
vaccine for adults, as it has the advantage of protecting adolescents and adults 
against pertussis.
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3. Respiratory Syncytial Virus (RSV)
The prevention of severe RSV infections with immunoglobulin formed by 
humanized monoclonal antibodies (palivizumab) is recommended for high risk 
children, such as the preterm infants, chronic pulmonary disease (bronchopulmonary 
dysplasia) patients and children with hemodynamically signifi cant congenital 
cardiomyopathy. The main objective of this prophylaxis is to reduce the morbidity 
of RSV infection as evaluated by the reduction of hospitalization rates by up to 70%. 
The use of palivizumab is limited to RSV season, and should be given monthly 
by IM administration, 5 doses schedule, during the epidemic period (April/May 
through August/September). The present recommendation of the Brazilian Society 
of Pediatrics and the Brazilian Society of Immunizations follows the Table 5 
presented below.

Table 5.Recommendation of the Brazilian Society of Pediatrics and 
              The Brazilian  Society of Immunizations

Highly recommended 

Preterm infants born with < 28 weeks GA, up to one year of age during the 
RSV season
Children with congenital cardiomyopathy up to 2 years of age who need 
treatment for CHF
Infants with BPD up to 2 years of age who required treatment in the 6 
months preceeding RSV season

Recommended Preterm infants born with 28 to 32 weeks GA who are up to 6 months of 
age during the RSV season

Indicated
Preterm infants born with 33 to 35 weeks GA who are up to 6 months of 
age during the RSV season and have 2 or more risk factors for severe RSV 
infection

GA: gestational age
CHF: congestive heart failure
BPD: bronchopulmonary dysplasia

4. HPV Vaccine 
The tetravalent vaccine against the human papillomavirus serotypes 6, 11, 16 and 
18 (HPV) was licensed in Brazil in 2006, and its objective is to prevent infection 
by this virus as the main cause of uterine cervix carcinoma (16 and 18) and of 
condiloma acuminata (6 and 8). It is approved and indicated for all women from 
9 to 26 years of age that have not been previously infected by the virus. The 
vaccination schedule is three doses with a minimum interval of 2 months between 
the fi rst and the second dose and 4 months between the second and the third.
5. Availability of vaccines and other immunobiological products
Vaccines can presently be found in vaccination clinics, in the Public Health units 
of Brazil and in the Special Immunobiological Centers (CRIE). The latter are 
responsible for the availability of several immunobiologicals that are not included 
in the national immunizations program (NIP) and will be administered to special 
populations, according to the ruling available in the website of the Ministry of 
Health.
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Annex:
Infl uenza Test
The specifi c etiological diagnosis of the Acute Respiratory Infections (ARIs) 
based only on the clinical presentation is very diffi cult, as the clinical syndromes 
are very similar and are not characteristic for a single specifi c agent. In the fi rst 
evaluation of a patient with ARI, the health professional can base his decision 
only on the clinical aspects and some non-specifi c laboratory tests, as a chest 
radiography, leucogram and C-reactive protein. However, rapid tests are desirable 
for the specifi c etiological diagnosis, and will be able to help health agents in 
their decisions, avoiding the misuse of antimicrobials and helping to use antiviral 
agents correctly. This will help the patient to improve more rapidly and also to 
decrease the emergence of resistant organisms as a result of the incorrect use of 
antibiotics.
Rapid Tests for Infl uenza* are very useful and are manufactured by several 
companies. These tests are based on membrane enzyme linked assays (ELA) and 
the result is available after 10 to 20 minutes. The sensitivity and specifi city are 
higher than 95%, and they are more reliable during epidemic periods. Other rapid 
tests as immunofl uorescence are very time consuming and require trained staff and 
laboratories equipped with fl uorescence microscope. The rapid membrane ELA 
test can be performed at the patient’s bedside and it is easy to read. There are many 
reports demonstrating that the Rapid Tests for Infl uenza and other Rapid Tests for 
bacterial agents are associated with cost reduction, as the hospitalization period is 
shorter, laboratory requirements are smaller and patient care is improved.

* There is a commercial kit available - QuickVue+® Influenza for viral antigens types A and B 
   (Quidel Corporation, San Diego, California, USA)



40 VI IAPO MANUAL OF PEDIATRIC OTORHINOLARYNGOLOGY�

Recommended readings

1.    Department of Neonatology, Brazilian Society of Pediatrics. Recommendations 
to prevent severe infection by Syncitial respiratory virus (SRV). www.sbp.
com.br accessed June 26, 2007.

2. Brazilian Society of Immunizations, Vaccination Schedules. www.sbim.org.br 
accessed June 26, 2007. 

3.    Ministry of Health – Brazil. Vaccination schedules, Special Immunobiological 
Centers (CRIE) www.saude.gov.br http://dtr2001.saude.gov.br/svs/imu/
imu00.htm accessed June 26, 2007.

4. American Academy of Pediatrics. Vaccination Schedules. www.aap.org
5. Centers for Disease Control and Prevention. Vaccination Schedules. www.cdc.

gov
6. World Health Organization (WHO). Vaccination Schedules. www.who.int
7. Poehling KA, Zhu Y, Tang YW, Edwards K. Accuracy and impact of a point-

of-care rapid infl uenza test in young children with respiratory illnesses. Arch 
Pediatr Adolesc Med. 2006;160:713-8.

8. Bonner AB, Monroe KW, Talley LI, Klasner AE, Kimberlin DW. Impact of 
the rapid diagnosis of infl uenza on physician decision-making and patient 
management in the pediatric emergency department: results of a randomized, 
prospective, controlled trial. Pediatrics. 2003;112:363-7. 

9. Pregliasco F, Puzelli S, Mensi C, Anselmi G, Marinello R, Tanzi ML, Affi nito 
C, Zambon MC, Donatelli I; The Collaborative Group Infl uchild. Infl uenza 
virological surveillance in children: the use of the QuickVue rapid diagnostic 
test. J Med Virol. 2004;73:269-73. 

10. Poehling KA, Edwards KM, Weinberg G et al. The Underrecognized Burden 
of Infl uenza in Young Children. N Engl J Med 2006;235:31-40.


