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PLAVIX—The only prescription 
antiplatelet with proven effi cacy and 
a well-established safety profi le in a 
broad range of patients
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Indications
Plavix® (clopidogrel bisulfate) is indicated for the reduction of atherothrombotic events as follows:

† Use PLAVIX plus aspirin for patients with non–ST-segment elevation acute coronary syndrome 
 (UA/non–Q-wave MI), including patients to be managed medically and those to be managed with   
 percutaneous coronary intervention (with or without stent) or CABG, to decrease the rate of a combined 
 end point of CV death, MI, or stroke as well as the rate of a combined end point of CV death, MI, stroke, 
 or refractory ischemia.
‡ Use PLAVIX plus aspirin for patients with ST-segment elevation acute myocardial infarction to reduce 
 the rate of death from any cause and the rate of a combined end point of death, reinfarction, or stroke. 
 This benefi t is not known to pertain to patients who receive primary angioplasty.
 * Use PLAVIX alone for patients with a history of recent ischemic stroke, recent MI, or established PAD to   
 reduce the rate of a combined end point of new ischemic stroke (fatal or not), new MI (fatal or not), and 
 other vascular death.
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H1N1 Vaccination Guidance Available From CDC
B Y  H E I D I  S P L E T E

The Centers for Disease Control
and Prevention has posted on its
Web site guidance on novel in-

fluenza A(H1N1) vaccination of interest
to clinicians, as well as to state and local
governments.

The CDC’s vaccination planning Q&A
page addresses issues including vaccine
administration and cost. When adminis-
tering the vaccine, physicians and other
health care planners should assume that
two doses will be needed. This will not
be confirmed “until the late summer-
early fall, once clinical trials are com-
pleted,” the site says.

Among other points from the Q&A:
� Dosage. Physicians should assume
21-28 days between the first and second
vaccinations, but at this time there will
be no federal requirement to recall indi-

viduals for a second dose if necessary.
The first and second doses may not be
the same product, although ideally they
will be. 
� Formula. An adjuvanted H1N1 vac-
cine is unlikely, but the exact formula-
tion of the vaccine will vary by provider,
and the CDC will provide more infor-
mation about adjuvants, storage re-
quirements, and mixing procedures
once data from the vaccine’s clinical tri-
als are available. 
� Logistics. Clinical trials are ongoing,
but the CDC expects that the H1N1 vac-
cine may be given at the same visit as the
seasonal flu vaccine. 
� Priorities. The CDC’s Advisory Com-
mittee on Immunization Practices has
recommended that initial H1N1 vacci-
nations be prioritized for five target
groups: emergency medical personnel,
pregnant women, children and adults
aged 6 months to 24 years, caregivers and
cohabitants of children younger than 6
months, and adults aged 25-64 years who
are immunocompromised or who have
chronic health conditions that may in-
crease their flu risk.
� Pneumococcal vaccine. Although
there is potential for increased risk of
pneumococcal disease associated with
influenza, the CDC has no new recom-
mendations for administering the pneu-
mococcal vaccine to groups other than
those for whom it is currently recom-
mended. But this could change as sum-
mer flu epidemiologic data become
available.

In response to a CDC query regard-
ing cost, America’s Health Insurance
Plans (AHIP) said in a statement: “Pub-
lic health planners can make the as-
sumption that health plans will pro-

vide reimbursement for the adminis-
tration of a novel (A) H1N1 vaccine to
their members by private sector
providers in both traditional settings,
e.g., doctor’s offices, ambulatory clinics,
health care facilities, and in nontradi-
tional settings, where contracts with
insurers have been established.” AHIP
is an organization representing more
than 1,000 health insurance companies
in the United States.

The CDC’s guidance for other issues
related to the cost of H1N1 vaccination
covers these points:
� The uninsured. Private providers
will be able to charge uninsured pa-
tients up to the allowable Medicare
charge for their region for the vaccina-
tion, as long as the provider has signed
an H1N1 influenza vaccine Provider
Agreement.
� Public health clinics. Public health

clinics will receive “implementation
funds to support H1N1 vaccination clin-
ics,” according to the Web site. “Public
health departments can bill. . . for an
H1N1 vaccine administration fee, but
cannot turn anyone away due to inabili-
ty to pay.” ■

For the CDC’s complete Q&A on H1N1
vaccination planning, visit www.cdc.gov/
h1n1flu/vaccination/statelocal/qa.htm.
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that the H1N1 vaccine 
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same visit as the seasonal flu
vaccine.




