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The chickenpox vaccine should be
given to all susceptible (ie, seronega-

tive) children and adults in whom it is not
otherwise contraindicated.

The vaccine is recommended for routine
administration to children 12 to 18 months of
age who have not had chickenpox.1,2 Older
children can be vaccinated at any time, but
definitely by 11 to 12 years of age because
chickenpox in adolescents and adults has a
higher risk of complications.

Susceptible adults also should be vacci-
nated, particularly those at high risk for expo-
sure or transmission.3 These include:
• People living or working in environments

where transmission of varicella-zoster
virus is likely, such as teachers, day care
employees, and health care workers

• People living or working in environments
where transmission can occur, such as col-
lege students and military personnel

• Nonpregnant women of childbearing age
• Adolescents and adults living in house-

holds with children
• International travelers.

Because most adolescents and adults who
lack a reliable history of chickenpox are actual-
ly immune, serologic testing for the virus should
be performed before vaccination.

The vaccine can also provide protection
against clinical disease when given as postex-
posure prophylaxis (within 72 hours of expo-
sure) in susceptible people.4

■ WHY VACCINATE AGAINST CHICKENPOX?

Varicella (chickenpox) is a highly contagious
disease caused by varicella-zoster virus. Before
the chickenpox vaccine became available, the

Centers for Disease Control and Prevention
estimated that there were 4 million cases of
chickenpox each year in the United States.3

Although chickenpox is a self-limited ill-
ness for most infected children, it accounts for
11,000 hospitalizations and 100 deaths each
year in the United States. Almost half the
deaths occur in children, most of whom were
previously healthy.  Secondary bacterial skin
and soft tissue infections caused by
Staphylococcus aureus and group A streptococ-
ci are the most common complications of
chickenpox in children.

In addition, chickenpox is known to be a
major risk factor for the development of life-
threatening group A streptococcal infections,
such as necrotizing fasciitis and toxic shock
syndrome.5

Chickenpox in adults is associated with a
higher risk of complications than in children,
including pneumonia, hepatitis, and
encephalitis. Although adults make up only
10% of cases, they account for half the deaths.

■ VACCINE SAFETY

The currently available chickenpox vaccine is
a live attenuated viral vaccine that has been
shown to be safe and effective in preventing
chickenpox. It is well tolerated in children
and adults.6

Approximately 5% to 10% of people who
receive the vaccine develop a “varicella-like”
rash. This typically is a mild maculopapular or
vesicular rash consisting of a few lesions, most
commonly occurring at the injection site.
Children who develop this rash are rarely con-
tagious; only three proven cases of transmis-
sion of vaccine virus to susceptible contacts
have been documented.7 In all three of these
cases, disease occurring in the susceptible host
was mild. Thus, children who have close con-
tact with immunocompromised or pregnant
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individuals can and should be vaccinated.
Because the vaccine is a live attenuated

herpesvirus vaccine, it is capable of becoming
latent and reactivating later in life. However,
the risk of zoster (shingles) appears to be lower
in those who have received the vaccine than
in those who have had chickenpox.2 Long-
term epidemiologic data will be required to
confirm this important observation.

■ CONTRAINDICATIONS

Because the chickenpox vaccine is a live virus
vaccine, it is contraindicated in:
• Pregnant women
• Immunocompromised persons, including

all transplant recipients
• Patients receiving corticosteroid therapy

(≥ 2 mg/kg/day or ≥ 20 mg/day).
In addition, the vaccine is contraindicat-

ed in patients with a history of anaphylaxis to
any component of the vaccine, including
gelatin or neomycin.

■ VACCINE EFFICACY

More than 95% of children 12 years of age and
younger seroconvert after a single dose of
chickenpox vaccine.6 In comparison, only
75% of adolescents and adults respond to a

single dose. However, if a second dose is given
4 to 8 weeks after the first dose, 95% of these
persons will seroconvert.8

Thus, children 12 years and younger
should receive one dose of the vaccine, where-
as persons 13 years and older should receive
two doses of vaccine 4 to 8 weeks apart.

Studies that were conducted before and
after the vaccine was approved documented
that the vaccine is about 85% protective
against chickenpox.9 Breakthrough cases,
however, tend to be mild and modified, char-
acterized by few skin lesions, low rates of fever,
and rapid recovery.

The immunity that chickenpox vaccina-
tion confers appears to last a long time; studies
have documented persistence of antibody lev-
els in vaccinated persons for 10 to 20
years.10,11 Whether this long duration of pro-
tection continues as chickenpox becomes less
prevalent (and thus less boosting occurs from
naturally occurring chickenpox) awaits fur-
ther experience.

■ SUMMARY

Chickenpox vaccine is safe and effective and
elicits long-standing immunity. Primary care
physicians caring for children and adults
should be aware of its benefits.
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