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Korea’s immigrant population has been rapidly increasing
because of economic growth, government policies designed
to attract foreigners, and a decline in industrial populations
resulting from changing national attitudes. In 2013, the num-
ber of foreigners in Korea, including ex-patriots, was approxi-
mately 1,576,000, exceeding 3% of the total population for the
first time [1]. The majority of foreign-born individuals living in
Korea were from Asia, primarily China (49.4%), followed by
the United States (8.5%), Vietnam (7.6%), Japan (3.6%), and
the Philippines (3.0%). However, the domiciles of foreign-born
individuals are expanding to include Africa and other parts of
the world [1]. At the same time, the number of overseas stu-
dents attending Korean universities increased from 49,000 in
2007 to 86,000 in 2013, with students entering the country
from various regions, including China (58.6%), Japan (5.1%),
Mongolia (4.5%), Vietnam (3.5%), the United States (3.1%),
and Taiwan (2.0%) [2]. These changes are closely related to the
spread of infectious diseases. In 2014, a measles outbreak in
Asian countries such as the Philippines and Vietnam spread
primarily to schools in Korea, a country that had previously
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eradicated measles [3]. Vaccination of the immigrant popula-
tion is therefore an important issue for the health of both for-
eigners living in this country and Korean people. Infectious
diseases, vaccination rates, and mandatory childhood vacci-
nation schedules vary by country. Difference in the seroprev-
alence of vaccine preventable diseases and the nationality of
foreigners residing domestically must be considered when
developing vaccination recommendation. Some Western
countries have developed vaccination programs and recom-
mendations for their immigrant population. However, Korea
had not yet developed such vaccination recommendations,
which has caused difficulties for front-line organizations re-
sponsible for vaccinations.

The Committee of Adult Immunization of the Korean Soci-
ety of Infectious Diseases (KSID) recognized the necessity of
vaccination recommendations for adult immigrants to re-
spond to the changing domestic environment. After forming a
team of experts and gathering data through a literature review,
we developed vaccination recommendations based on the
current situation in Korea. Unlike developed countries with
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sufficient statistical data to inform public health policies and
mandatory childhood vaccination programs, less developed
and developing countries have little or no data regarding dis-
ease statistics, childhood vaccination policies, or population
immunity. We emphasize the difficulties in developing accu-
rate and objective recommendations because of these data
limitations. Our recommendations were developed by select-
ing infectious diseases with high morbidity in immigrant pop-
ulations living in Korea for at least 3 months (depending on
the vaccine, these recommendations may be applied for stays

of less than 2 months).

Selection of target diseases for vaccination and
development of a vaccine administration check list

We reviewed target diseases for vaccination listed in the
adult vaccination recommendation from the KSID, including
tetanus, diphtheria, pertussis, influenza, hepatitis A, hepatitis
B, measles, mumps, rubella, varicella, human papillomavirus
(HPV), meningococcus, pneumococcus, and herpes zoster;
we also included Japanese encephalitis [4]. Among these dis-
eases, we developed recommendations for tetanus, diphthe-
ria, pertussis, hepatitis A, measles, mumps, rubella, varicella,
and Japanese encephalitis, which exhibit regional differences
in disease epidemiology and current vaccine regimes, thus re-
quiring additional consideration for the immigrant popula-
tion. For the remaining diseases, we followed the current
KSID adult vaccination recommendations. We also developed
a vaccination confirmation form for use by clinics treating for-
eign patients (Appendix 1).

1. Tetanus-diphtheria-pertussis (Tdap) vaccine

¢. Women with no history of Tdap vaccination should be
vaccinated once before pregnancy or immediately after
giving birth. However, if pertussis is prevalent in Korea,
vaccinations are recommended for women at 27-36
week of pregnancy to prevent pertussis in their new-
borns.

Post-exposure vaccination

a. Administration of Tdap or Td vaccines to prevent teta-
nus should be based on the previous DTP or Td vaccina-

tion history and wound cleanliness (Table).

Table. Preventive measures against tetanus

VEEEgien Small, clean wound Other wounds®
history Td® TIG* Td® TIG
None or less than . Not . )
three doses Required required Required Required
More than three doses
>}O years since last Required N(?t Required N(?t
inoculation required required
5-9 years since the Not Not . Not
. . . . Required .
last inoculation required required required
<5 years since the Not Not Not Not
last inoculation required required required required

“Wounds, piercings, burns, frosthite, or bullet wounds infected by soil, feces,
dirt, saliva, etc.

"The Tdap vaccine should be administered if the patient had not previously
received this vaccine.

“TIG, tetanus Immune Globulin.

<Recommendation for Tdap vaccination>

Pre-exposure vaccination

a. Adults who completed their primary series of vaccina-
tion but who did not receive the Tdap vaccine or are un-
aware of their Tdap vaccine status should be adminis-
tered the Tdap vaccine and a tetanus-diphtheria (Td)
booster every 10 years.

b. Adults who may or may not have received three doses of
primary vaccination should be administered the Tdap
vaccine, followed by a Td booster 4-6 weeks later, a Td
booster 6-12 months later, and a Td booster every 10

years thereafter.

A. Evidence for recommendations

The importance of adult pertussis vaccination was empha-
sized in countries with high primary childhood vaccination
rates after pertussis outbreaks in adults since the 1990s. The
source of infections in infants less than 1 year of age with in-
sufficient vaccine-induced immunity was determined to be
adults. The US Advisory Committee on Immunization Practic-
es emphasized the need for adult Tdap vaccinations for preg-
nant women in particular and recommended Tdap vaccina-
tion at 27-36 weeks of pregnancy regardless of the previous
Td/Tdap vaccination history [5]. Whereas approximately 20
cases of pertussis have been reported in Korea each year since
2001, this number increased to 66 in 2009 and 97 in 2011 [6],
followed by a 2012 outbreak of 230 cases reported especially
in middle and high schools in the Jeollanam-do region [7].
Nevertheless, the Tdap vaccination rate in Korea is extremely
low in both adults and women of fertile age, and awareness of
the Tdap vaccine is also low [8]. Vaccination history should be
used to determine whether citizens of countries with active
childhood and adult vaccination programs such as the US and
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developed countries in Europe should be vaccinated. Howev-
er, proactive Tdap vaccination could be considered for adults
with uncertain primary vaccination history in countries with-
out active childhood vaccination programs. In particular, in
countries with large numbers of citizens residing in Korea, in-
cluding China, Indonesia, Uzbekistan, and Mongolia, the DTP
booster administered at 4-6 years of age does not contain
pertussis [9]. The KSID recently revised its recommendations
that pregnant women can be vaccinated with the Tdap vac-
cine [10]. However, the current incidence in Korea does not
meet the level of evidence necessary for required vaccination
with every pregnancy, as recommended by the Advisory
Committee on Immunization Practices. Based on the benefits
and safety of vaccination during pregnancy, a single vaccina-
tion is recommended before pregnancy for women planning
a pregnancy; meanwhile, for those not vaccinated prior to
pregnancy, the recommendation is to vaccinate at 27-36
weeks of pregnancy, identical to recommendations for the im-
migrant population.

2. Hepatitis A vaccine

<Recommendations for hepatitis A vaccination>

a. Vaccination is recommended for adults with no history
of hepatitis A infection or vaccination.

b. Because hepatitis A antibody seroprevalence differs
among different age groups and countries, antibody lev-
els should be confirmed before vaccination.

c. The vaccine should be administered twice (second dose
delivered 6-12 months after the first dose).

A. Evidence for recommendations

Approximately 1,400,000 individuals are infected with the
hepatitis A virus annually, and the incidence is closely related
to socioeconomic, health, and sanitation levels [11]. The dis-
ease mostly occurs in children in less developed countries,
but the overall prevalence is low in countries with good sani-
tation. Because the rate of naturally acquired immunity in
adults is low, sporadic outbreaks occur mostly in adults. The
sanitary level in Korea improved considerably after the 1970s;
after introduction of the vaccine in 1997, Korea has progressed
toward becoming an epidemiologically low-risk region. Al-
though there were 105 cases in 2001, the number increased
significantly in 2006 to 1937. Most of the infected patients
were in their 20s and 30s [11]. With active vaccination cam-
paigns, the number of new patients reported each year is

gradually decreasing, with 5,521, 1,197, and 867 in cases re-
ported in 2011, 2012, and 2013, respectively [12]. However,
vaccination is recommended in adults without immunity to
reduce the risk of sporadic transmission in these individuals.
The seroprevalence of hepatitis A antibody in adult foreigners
differs according to country or origin and age group (Table 1).
Generally, the seroprevalence of citizens of developed coun-
tries such as the US, Australia, and Western European coun-
tries is low, whereas that of citizens of less developed coun-
tries is high because of natural infection [13]. Therefore, the
history of hepatitis A infection should be considered before
vaccination. In some countries, the hepatitis A vaccine is in-
cluded in the childhood vaccination schedule. For example, in
China, which accounts for half of all foreigners residing in Ko-
rea, all children are vaccinated once at 18 months of age.
However, countries such as the US, Japan, and Vietnam do not
include the hepatitis A vaccine in their childhood vaccination
schedules [14]. Because the situation is different for each
country, it is recommended that IgG seropositivity against
hepatitis A be assessed prior to vaccination, when possible.

3. Measles-mumps-rubella (MMR) vaccine

<Recommendations for MMR vaccination>

a. Adults for whom it is unclear whether two doses of the
MMR vaccine were administered after the age of 12
months are targets for vaccination. In particular, vacci-
nation is recommended for immigrant populations from
less developed and developing countries in Africa, the
Middle East, and Asia.

b. One dose of the MMR vaccine is recommended. How-
ever, healthcare providers should be vaccinated twice,
with an interval of at least 1 month between vaccina-
tions.

c. Although antibody levels could be checked prior to vac-
cination, it is not recommended from a standpoint of
cost-effectiveness.

d. When vaccination is considered to prevent rubella in
women of fertile age, it is recommended to check for ru-
bella antibody levels. If seronegative, one dose of the
MMR vaccine should be administered (contraception
should be used for 4 weeks following vaccination).

A. Evidence for recommendations
Since 2001, children entering school in Korea have been re-
quired to submit a vaccination certificate confirming adminis-
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Table 1. Seropositivity of hepatitis A by region and age group (%) [13]

Region Age (years)

1-4 5-9 10-14 15-19 20-24 25-34 35-44 45-54 55-64 65-74 75-84 85+
High-income Asia Pacific* 0 2 10 17 25 36 51 66 81 98 100 97
Central Asia 42 60 68 72 76 81 85 89 91 94 96 100
East Asia 24 44 56 63 69 75 82 87 91 94 97 100
South Asia 61 75 82 87 91 96 100 100 100 100 100 100
Southeast Asia 16 30 43 52 60 72 85 94 98 99 100 86
Australasia 3 7 11 15 18 22 30 39 49 60 72 100
Caribbean 14 31 42 50 57 65 76 86 95 100 100 96
Central Europe 21 85) 41 46 51 58 67 75 82 87 92 100
Eastern Europe 20 33 10 47 54 64 76 86 95 100 100 94
Western Europe 1 6 18 28 85 45 56 66 75 82 88 100
Andean Latin America 54 69 78 85 91 97 100 100 100 100 100 100
Central Latin America 59 73 80 85 89 93 97 100 100 100 100 98
Southern Latin America 36 53 62 68 73 78 83 87 91 94 96 100
Tropical Latin America 28 51 64 72 79 86 93 99 100 100 100 100
North Africa/Middle East 37 58 70 77 83 89 96 100 100 100 100 100
High-income North America” 0 2 6 9 13 20 30 41 54 69 83 100
Oceania 17 45 61 71 78 87 96 100 100 100 100 100
Central sub-Saharan Africa 40 90 98 99 100 100 100 100 100 100 100 100
East sub-Saharan Africa 73 86 91 95 98 100 100 100 100 100 100 100
South sub-Saharan Africa 67 84 94 100 100 100 100 100 100 100 100 100
West sub-Saharan Africa 59 75 84 95 95 100 100 100 100 100 100 100

“Japan, South Korea, Singapore, Brunei.
®United States, Canada

tration of the second dose of the MMR vaccine. Since 2006,
measles has been managed at an eradication level [15], and in
2014, the World Health Organization recognized that Korea
had eradicated measles. However, a measles outbreak in East
Asian countries such as the Philippines and Vietnam in 2014
resulted in an increased number of imported measles cases in
Korea as a result of secondary spread in schools. Several
countries are currently conducting vaccination projects to
eradicate measles, aiming for a completion rate exceeding
95% for the two-dose MMR vaccination. However, actual vac-
cination rates vary significantly among different regions. In
daveloped countries in Europe, Asia, and the Americas, two
doses of the MMR vaccine are recommended, and the vacci-
nation rate is relatively high [16]. However, although MMR
vaccination is performed in less developed and developing
countries in the Middle East and Asia, administration of two
doses of the MMR vaccine is uncommon. The majority of
countries in Africa use a measles vaccine instead of the MMR
to vaccinate children once at 9 months of age, and the vacci-

nation rate is considered low [17, 18]. Accordingly, the num-
ber of doses of the MMR vaccine should be checked; when it
is not clear whether individuals have received two doses of
the vaccine, an additional dose of the MMR vaccine is be-
lieved to be effective, with reference to the circumstances in
each country and region. It is important to test for rubella an-
tibody before pregnancy in women of reproductive age; if the
woman is seronegative, a single dose of the MMR vaccine
should be given to prevent rubella.

4. Varicella vaccine

<Recommendations for varicella vaccination>

a. Excluding individuals with a vaccination certificate that
confirms vaccination against varicella, individuals with a
history of varicella infection, and individuals seroposi-
tive for varicella antibodies, all others are assumed to

have no immunity against varicella.
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b. Vaccination candidates should be selected according to
criteria from the KSID adult vaccination recommenda-
tion.

c. Because many individuals have varicella antibodies,
even in the absence of a known history of varicella infec-
tion, vaccination can be performed after performing an
antibody test to identify seropositive individuals. The
vaccine is given in two doses with a 4-8-weeks interval.

A. Evidence for recommendations

Compared to other vaccines, few countries worldwide regu-
larly administer the varicella vaccine, likely because varicella
infections at a young age are not generally accompanied by
major complications. Nevertheless, in countries in which vac-
cination is not performed, varicella can become an additional
burden on society and families because outbreaks at day-care
facilities can require home treatment of infected children and
temporary closure of facilities to control outbreaks. For this
reason, approximately 15 countries worldwide, including Ko-
rea, recommend varicella vaccination as part of their national
vaccination programs (Table 2). Currently, in countries in
North America and Germany, administration of the second
dose at 4-6 years of age is mandatory because of varicella out-
breaks in school-aged children because of breakthrough in-
fections. In Australia, the decision to administer a second dose

Table 2. Countries with national varicella vaccination projects (as of

December 2013)
]

Country Vaccination schedule
United States 12-15 months, 4-6 years
Canada 12-15 months, 4-6 years
Australia 18 months, 4-6 years (optional)
New Zealand 18 months, 4-6 years (optional)
Germany 11-14 months (MMRV), 4-6 years
South Korea 12-15 months

Greece 12-15 months

Lithuania (optional) 12-15 months

Brazil 12-15 months
Cyprus (optional) 12-15 months
Uruguay 12-15 months
Qatar 12-15 months
Spain (Madrid) 12-15 months
Taiwan 12-15 months

Japan (optional) 12-15 months

MMRV, Measles-mumps-rubella-varicella.

to children is left up to parents, and there is an ongoing debate
regarding whether the second dose should become mandato-
ry in the future [19]. In Japan, vaccines included in the nation-
al vaccination programs are divided into required and option-
al. Because the varicella vaccine is classified as optional, the
cost of vaccination is not supported by the government. The
varicella vaccination rate in Japan is an estimated to be 20-
40% based on vaccine shipment data [20].

It is recommended that foreigners residing in Korea should
also be vaccinated based on their age and immunity at the
time of immigration. It is appropriate for foreigners in Korea
to follow the same schedule as Korean children and receive
vaccinations at 12-15 months of age, whereas older individu-
als should receive catch-up vaccinations. Because childhood
varicella vaccination rates and seroprevalence differ by coun-
try, it is recommended that foreigners residing domestically
be tested for varicella antibodies prior to vaccination.

5. Japanese encephalitis vaccine

<Recommendations for Japanese encephalitis
vaccination>

a. Among foreigners without immunity, vaccination is rec-
ommended in the peak season (August-November) for
the following groups:

- Individuals expecting to stay in the country longer than
1 month

- Individuals expecting to stay in the country less than 1
month but who are planning a trip to high-risk areas
b. Vaccination methods
- Inactivated mouse brain-derived vaccine: three doses
of subcutaneous injections at 0, 7, and 30 days; a boost-
er after 2-3 years should be considered for cases of
continuous exposure

- Inactivated cell culture vaccine: administer two doses
at 0 and 28 days and a booster after 1 year

- Attenuated live vaccine: not recommended as there are
no studies in adults

A. Evidence for recommendations

The risk of Japanese encephalitis is generally low when peo-
ple residing in non-endemic regions travel to endemic areas;
the risk of infection for travelers to Asia is less than 1 in
1,000,000. Between 1973 and 2008, a total of 55 patients re-
portedly contracted Japanese encephalitis while travelling [21,
22]. The main countries in which infection occurred were
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Thailand, Indonesia, China, and the Philippines, and there are
no cases of infection in foreigners in Korea after travel. How-
ever, between 2000 and 2012, 82 cases of Japanese encephali-
tis were reported in Korea [23]. As foreigners travelling to en-
demic regions have a similar risk as Korean residents,
vaccination is recommended. Among patients who contract
Japanese encephalitis after visiting an endemic area, 65%
stayed for more than 1 month; when the duration of travel was
short, 80% were infected outside of urban regions [24]. Based
on this finding, the recommendations state that individuals
staying in Korea longer than 1 month, as well as those staying
for less than 1 month but who are planning a trip outside of
urban areas, should undergo vaccination. The majority of cas-
es of Japanese encephalitis occur between August and No-
vember in Korea, and it is recommended to undergo vaccina-
tion during this period [24].

Japanese encephalitis vaccination is mandatory among the
following countries with Japanese encephalitis: South Korea,
Japan, China, Taiwan, Hong Kong, and Thailand [9, 24]. Vacci-
nation is recommended for foreigners entering Korea from
countries without Japanese encephalitis and for citizens of
countries with mandatory vaccination policies without vac-
cine immunity who satisfy the criteria of the recommenda-

tions.
B. Consideration prior to vaccination

Only inactivated vaccines may be administered to adults,
and there are three types of inactivated vaccines used globally

Table 3. Vaccination recommendations and considerations by continent

(mouse brain-derived, hamster kidney-derived, and Vero
cell-derived). Two inactivated vaccines are currently used in
Korea: the mouse brain-derived Nakayama strain and the
Vero cell-derived Beijing strain. However, in Western coun-
tries, including the US, only the inactivated Vero cell-derived
SA 14-14-2 strain vaccine is used. Therefore, for foreigners
with vaccine-based immunity to Japanese encephalitis who
want a booster vaccination, the type of vaccine previously ad-
ministered must be confirmed. An experimental study illus-
trated that a single booster dose with the inactivated Vero
cell-derived SA 14-14-2 strain can increase immunity to Japa-
nese encephalitis in adults who have completed primary vac-
cination with the inactivated mouse brain-derived Nakayama
strain [25]. However, because there is no data on immunologi-
cal reactions or adverse effects between other Japanese en-
cephalitis vaccines, further studies are necessary.

6. Summary

In Western countries, imported infectious diseases occur
more frequently among foreigners visiting friends or relatives
than in general travelers [26]. Therefore, vaccination of the im-
migrant population is important for individual health, as well
as for the national management of infectious diseases. The
number of foreigners entering and staying in Korea has been
continually increasing, and the nationalities of immigrants are
also becoming more diverse. Because their immunity to vari-
ous infectious diseases may differ from that of the general Ko-
rean population, separate vaccination recommendations

Asia North America Europe South America Africa

Tdap Check for historyof ~ Check for historyof =~ Check for historyof =~ Check for history of ~ Check for history of
vaccination and vaccination and vaccination and vaccination and vaccination and
consider Tdapor Td  consider Tdapor Td  consider Tdap or Td  consider Tdapor Td  consider Tdap or Td
vaccination vaccination vaccination vaccination vaccination

Hepatitis A Seroprevalence is high Consider vaccination Consider vaccination Seroprevalence is high Seroprevalence is high
because of natural because of natural because of natural
infection (excluding infection (excluding  infection (excluding
Japan) Japan) Japan)

MMR Consider vaccination if Consider vaccinationif Consider vaccinationif Consider vaccinationif Consider vaccination if
there is no evidence of  there is no evidence of  thereis no evidence of thereis no evidence of there is no evidence of
immunity Immunity immunity immunity Immunity

Varicella Selective vaccination  Selective vaccination — Selective vaccination ~ Selective vaccination  Selective vaccination
after antibody testing  after antibody testing after antibody testing after antibody testing after antibody testing

Japanese Excluding Japan, Consider vaccination Consider vaccination Consider vaccination Consider vaccination

encephalitis  China, Taiwan, Hong

Kong, and Thailand
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need to be developed on the basis of their age, nationality, and
medical history. To develop applicable vaccination recom-
mendations for individual countries or regions, data on dis-
ease statistics, childhood vaccination policies, vaccination
rates, and vaccine-related seroprevalence in each country are
required. However, apart from advanced countries, these data
are available for extremely few countries. Nevertheless, be-
cause there were similarities between vaccination policies
and population seroprevalence for various pathogenic organ-
isms according to national economic status and country or re-
gion, vaccination recommendations were categorized at the
continent level (Table 3). In the future, to develop more pre-
cise vaccination recommendations, there is a need for epide-
miological studies and public health statistical data on for-
eigners residing in Korea as well as analysis of data from
additional foreign countries.

Acknowledgement

The Committee of Adult Immunization, The Korean Society
of Infectious Diseases:

Chair
Hee Jin Cheong, Department of Internal Medicine, Korea Uni-
versity College of Medicine, Seoul, Korea

Members

Eu Suk Kim, Department of Internal Medicine, Seoul National
University, Seoul, Korea

Sang Hoon Han, Department of Internal Medicine, Yonsei
University College of Medicine, Seoul, Korea

Won Suk Choi, Department of Internal Medicine, Korea Uni-
versity College of Medicine, Seoul, Korea

Jung-Hyun Choi, Department of Internal Medicine, College
of Medicine, The Catholic University of Korea, Seoul, Korea

Ki Tae Kwon, Department of Internal Medicine, Daegu Fati-
ma Hospital, Daegu, Korea

Jin-Soo Lee, Department of Internal Medicine, Inha Universi-
ty College of Medicine, Incheon, Korea

Joon Young Song, Department of Internal Medicine, Korea
University College of Medicine, Seoul, Korea

Hee-Jung Choi, Department of Internal Medicine, Ewha
Woman's University School of Medicine, Seoul, Korea

Young-Hwa Choi, Department of Internal Medicine, Ajou
University College of Medicine, Suwon, Korea

Dong-Gun Lee, Department of Internal Medicine, College of
Medicine, The Catholic University of Korea, Seoul, Korea

Supplementary material

Guideline Korean version.
Supplementary material can be found with this article on-
line http://www.icjournal.org/src/sm/ic-47-145-s001.pdf.

ORCID

Joon-Sup Yeom hitp:/orcid.org/0000-0007-8940-7170
Ki Tae Kwon hito.//orcid.org/0000-0003-4666-0672
Hee Jin Cheong hitp:/7orcid.org/0000-0002-2532-1463
References

1. Korea immigraion service, ministry of justice. Korea im-
migration service statistics 2013. KEWAD; 2014.

2. Ministry of Education. Statistics of foreign students in Korea
2013. Available at: http://www.moe.go.kr/web/100099/ko/
board/view.do?bbsId=350&boardSeq=50887&mode=view.
Accessed 1 November 2014.

3. Centers for Disease Control and Prevention, Department
of Vaccine Control. Measles, strengthening of measures to
prevent transmission and spread in schools. 27 May 2014
press release.

4. Korean Society of Infectious Diseases. Adult vaccination,
2nd ed. Seoul: Koonja Publishing; 2012.

5. Centers for Disease Control and Prevention (CDC). Up-
dated recommendations for use of tetanus toxoid, re-
duced diphtheria toxoid, and acellular pertussis vaccine
(Tdap) in pregnant women--Advisory Committee on Im-
munization Practices (ACIP), 2012. MMWR Morb Mortal
Wkly Rep 2013;62:131-5.

6. Korea Center for Disease Control and Prevention (KCDC).
Disease web statistics system 2014. Available at: http://
is.cdc.go.kr/nstat/jsp/observation/stat/tot/STATTOT-
0402List.jsp. Accessed 12 June 2014.

7. Kwon HJ, Yum SK, Choi UY, Lee SY, Kim JH, Kang JH. In-
fant pertussis and household transmission in Korea. ] Ko-
rean Med Sci 2012;27:154-51.

8. Kim IS, Seo YB, Hong KW, Noh JY, Choi WS, Song JY, Cho
GJ, Oh MJ, Kim HJ, Hong SC, Sohn JW, Kim W], Cheong
H]J. Perceptions of Tetanus-diphtheria-acellular pertussis
(Tdap) vaccination among Korean women of childbearing
age. Infect Chemother 2013;45:217-24.

9. World Health Organization (WHO). WHO vaccine-pre-
ventable diseases: monitoring system. 2014 global sum-
mary. Available at: http://apps.who.int/immunization_



152 Yeom JS, et al. e Vaccination guideline for Immigrant in Korea by Korean Society of Infectious Diseases

www.icjournal.org

10.

11.

12.

13.

14.

15.

16.

17.

monitoring/globalsummary/schedules. Accessed 26
March 2015.

Choi WS, Choi JH, Kwon KT, Seo K, Kim MA, Lee SO, Hong
Y], Lee JS, Song JY, Bang JH, Choi HJ, Choi YH, Lee DG,
Cheong HJ; Committee of Adult Immunization; Korean
Society of Infectious Diseases. Revised adult immunization
guideline recommended by the korean society of infec-
tious diseases, 2014. Infect Chemother 2015;47:68-79.
Centers for Disease Control and Prevention (CDC). Hepa-
titis A. Available at: http://cdc.go.kr/CDC/contents/CdcK-
rContentView.jsp?menulds=HOMEO001-MNUO0001-
MNU0746-MNU0750&cid=18008. Accessed 2 November
2014.

Centers for Disease Control and Prevention (CDC). Infec-
tious Diseases Web-Statistics System. Accessed at http://
stat.cdc.go.kr. Accessed 3 November 2014.

Jacobsen KH. The global prevalence of hepatitis A virus
infection and susceptibility: systematic review. Geneva,
Switzerland: WHO; 2009.

World Health Organization (WHO). Vaccine-preventable
diseases: monitoring system. 2014 global summary. Avail-
able at: http://apps.who.int/immunization_monitoring/
globalsummary/schedules. Accessed 2 November 2014.
Centers for Disease Control and Prevention (CDC). Elimi-
nation of measles--South Korea, 2001-2006. MMWR Morb
Mortal Wkly Rep 2007;56:304-7.

Centers for Disease Control and Prevention (CDC). Prog-
ress toward measles elimination--Western Pacific Region,
2009-2012. MMWR Morb Mortal Wkly Rep 201;62:443-7.
Martin R, Wassilak S, Emiroglu N, Uzicanin A, Deshesvoi S,
Jankovic D, Goel A, Khetsuriani N. What will it take to
achieve measles elimination in the World Health Organi-
zation European Region: progress from 2003-2009 and es-
sential accelerated actions. J Infect Dis 2011;204 (Suppl
1):S325-34.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Centers for Disease Control and Prevention (CDC). Prog-
ress toward measles control - African region, 2001-2008.
MMWR Morb Mortal Wkly Rep 2009;58:1036-41.
Sadzot-Delvaux C, Rentier B, Wutzler P, Asano Y, Suga S,
Yoshikawa T, Plotkin SA. Varicella vaccination in Japan,
South Korea, and Europe. J Infect Dis 2008;197 (Suppl
2):9185-90.

Ozaki T. Varicella vaccination in Japan: necessity of imple-
menting a routine vaccination program. J Infect Chemoth-
er 2013;19:188-95.

Fischer M, Lindsey N, Staples JE, Hills S; Centers for Dis-
ease Control and Prevention (CDC). Japanese encephali-
tis vaccines: recommendations of the Advisory Commit-
tee on Immunization Practices (ACIP). MMWR Recomm
Rep 2010;59(RR-1):1-27.

Erlanger TE, Weiss S, Keiser ], Utzinger ], Wiedenmayer K.
Past, present, and future of Japanese encephalitis. Emerg
Infect Dis 2009;15:1-7.

Centers for Disease Control and Prevention (CDC). 2012
Annual Report on Infectious Disease Monitoring. Avail-
able at: http://www.cdc.go.kr. Accessed 28 June 2013.
World Health Organization (WHO). Japanese encephalitis
vaccine. Available at: http://www.who.int/ith/vaccines/
japanese_encephalitis/en/. Accessed 25 May 2015.

Erra EO, Hervius Askling H, Rombo L, Riutta J, Vene §,
Yoksan S, Lindquist L, Pakkanen SH, Huhtamo E, Vapala-
hti O, Kantele A. A single dose of Vero cell-derived Japa-
nese encephalitis (JE) vaccine (Ixiaro) effectively boosts
immunity in travelers primed with mouse brain-derived
JE vaccines. Clin Infect Dis 2012;55:825-34.

Leder K, Tong S, Weld L, Kain KC, Wilder-Smith A, von
Sonnenburg F, Black J, Brown GV, Torresi J; GeoSentinel
Surveillance Network. Illness in travelers visiting friends
and relatives: a review of the GeoSentinel Surveillance
Network. Clin Infect Dis 2006;43:1185-93.



www.icjournal.org

http://dx.doi.org/10.3947/ic.2015.47.2.145 e Infect Chemother 2015;47(2):145-153 153

Appendix 1. Vaccine Administration Checklist

Part 1. General Information

Name (Last) (First) (Middle)
Date of Birth mm / dd / yy Age
Gender OMale ©Female Height cm Weight kg
Birthplace Nationality
Purpose of the Stay/Visit
Expected Date of the Stay/Visit mm / dd /yy ~mm / dd / yy
City of the Stay/Visit
Part 2. Vaccination Status
Vaccine Vaccination History Vaccine Type Last Date Received Vaccination not required
Tetanus-Diphtheria-Pertussis o Yes oTd mm/dd/yy
o No o DTwP/DTaP
o0 Unknown o Tdap
o Unknown
Influenza o Yes mm/dd/yy
o No
o Unknown
Hepatitis A O Yes o HepAHepB mm/dd/yy O History of hepatitis A infection
o No o HepA o Positive for hepatitis A antibodies
0 Unknown o Unknown
Hepatitis B o Yes o HepAHepB mm/dd/yy 0 HBV carrier or chronic hepatitis B state
(BE 14D o No o HepB o Positive for hepatitis B surface antibody
o Unknown o Unknown (HBsAb (+))
Measles-Mumps-Rubella | o Yes o Monovalent mm/dd/yy o Positive for MMR Ab
(MMR) Series Times:____ oMM o Two doses of MMR vaccine
o No o MR
o Unknown o MMR
o MMRV
o Unknown
Varicella O Yes mm/dd/yy o History of varicella infection
o No o Positive for varicella antibodies
o Unknown
Meningococcus o Yes o MenA mm/dd/yy
o No o MenAC
o Unknown 0 MenACW
0 MenACWY
o MenBC
o0 MenC-conj
o Unknown
Japanese encephalitis® o Yes 0 2™ dose mm/dd /yy
o No o 3" dose
o Unknown o Unknown

“Boosted dose will be administrated on all 2" dose series vaccinated person if potential for JE virus exposure continues (1 year after primary series).




