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GLOBULIN, HEPATITIS B VACCINE - CURRENT RECOMMENDATIONS FOR USE 

h concern has arisen in recent months concerning the use of Hepatit is B Vaccine, Immune Scr ­
u~ Globulin, and Hepatitis B Immune Globul i n because of evidence linking the transmission of 
the Acquired Immune Deficiency Syndroi'1e (AIDS) to blood products. Although HBV, HBIG and ISG are 
produced from pooled serum, there has been no evidence which shows an increased incidence of AIDS 
in patients receiving these products. 1 

'
2 The method s for production of HBV, HBIG and rsr. are de -­

signed to inactivate any known viruses. For these reasons , there have been no changes i n the 
indications for use of these products. However, since the agent or agents which cause AI DS are 
not known, no absolute guarantees can be made. Based on current knowledge, the use of these 
three agents is dependent on the type of Hepat i ti s virus encountered. 

Viral Hepatitis is divided into three types : Hepatitis A, Hepatitis Band Non-A Non-8 Viral 
Hepatitis. Classification is dependent upon epidemiologic and serologic evidence. Often con­
fusion arises in choosing the most appropriate prophylactic therapy for these di seases. 

Hepatitis A, formerly called infectious Hepatitis, is caused by the Hepatitis A Vi rus (IIAV). 
The incubation for the HAV is 15-50 days with an average of 25-30 days. The most fr equent mode 
of transmission is the fecal-oral route; however, transmission may occur by contaminat ed food 
or water. Onset of symptoms is usually abrupt with fever, malaise, nausea, anorexia, abdominal 
pain and jaundice. Mortality with Hepatitis A is l es s than 1% and there is not a chronic blood 
carrier state identified. 

Hepatitis B, previously called serum Hepatit i s, is caused by the Hepat i ti s B Virus ( HBV) and 
is associated with the Hepatitis B surface antigen or the Australia Antigen. The incubation 
period is 60-180 days with an average of 90 days. HBV may be transmi tted by contaminated serum 

secretion and can enter the host by almost any route. This includes contaminat ed needles , 
ual contacts and transfer of infected serum vi a inanimate object s , such as in hemodialys i s 
ts. Onset of symptoms is slow with anorexia, nausea, vomiting, abdominal pain and jaundi ce 
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on. Hepatitis Bis associated with a chronic carrier state. 

Non-A Non B Hepatitis, also called post-transfusion Hepatitis, is caused by unidentified 
viruses. 

Hepatitis B Vaccine is derived from the plasma of human carriers of the HBV. The surface anti­
gen subunit (Australia Antigen) is formalin inactivated and non-infectious. The vaccine is sup ­
plied as a sterile suspension for IM use in a 3 ml vial. Each milliliter contains 20 mcg of HBV 
surface antigen. Hepatitis B Vaccine is indicated for use in persons with increased risk of 
exposure to Hepatitis B. Individuals in this category include: 

a) Health care personnel in contact with blood and other patient specimens. Included 
are dentists, doctors, nurses and laboratory personnel. Hospital employees who do 
not handle blood or other patient specimens are not at increased risk; 

b) Hemodialysis patients and other patients receiving frequent transfusions; 

c) Patients and staff of institutions for the mentally handicapped; 

d) Household and intimate contacts of chroni c HBV carriers; 

e) Morticians and embalmers; 

f) Homosexually active males and female prostitutes; 

g) Persons from areas with high HBV endemicity; 

h) Prisoners and 

i) Users of illicit injectable drugs. 3 

The normal adult dose is three intramuscular injections of 1 ml (10 mcg) of HBV surface anti­
gen. 3 The injections are given over a six-month period with the second and third injection at 
one and six months after the first injection. The same dosage schedule is followed for chil­
dren and immunocompromised patients. Children between the ages of three months and ten years 
receive 0.5 ml/dose. Children greater than ten years of age receive the normal adult dose. 
Immunocompromised patients and dialysis patients are given 2 ml/dose. Protective antibody for ­
mation is seen in most patients receiving at least two of the three injections. Eighty-five 
(85%) to ninety-five percent (95%) of healthy adults who receive all three doses of the vaccine 
develop antibodies to the HBV. 3

'
4 The vaccine has been shown to be 80-95% effective in prevent­

ing infection. 

Adverse reactions to the Hepatitis B Vaccine are mi nor and are generally limited to soreness, 
erythema, swelling, warmth or induration at the site of injections. 3

'
5 Low grade fever may occur 

any time up to 48 hours post vaccination. The period of protection provided by the vaccine is 
stated to be at least five years. 3 There is no evidence at this time to support the use of Hepa­
titis B Vaccine in chronic carriers of Hepatitis B Virus . 

Hepatitis B Immune Globulin (HBIG) is derived from human plasma from i ndividuals with high titers 
to Hepatitis B surface anti~en. 6 HBIG provides passive immunity to HBV for periods up to two 

ths post administration. HBIG is indicated for post exposure prophylaxis following either 
enteral or direct mucous membrane contact with materials positive for Hepatitis B surface anti ­

gen. Treatment should begin as soon as possible, preferably within 7 days. HBIG should be given 
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only by IM injection in a dose of 0.06 ml/kg. The dose should be repeated in 28-30 days. 6 Ad­
verse r eactions include pain and tenderness at the site of injection. 6 Urticaria, angioedema -
anaphylactic reactions have been reported. 6 Live virus vaccines should be avoided near the time 
of HBIG administration since antibodies from the HBIG may interfere with the response to the vac ­
cination. At this time there is no evidence to support the use of HBIG for the chronic carrier 
state or i n pre-exposure prophylaxis. 

Immune Serum Globulin (ISG) is prepared by cold alcohol fraction of pooled human plasma and is 
pr imarily IgG 7 ISG is indicated for pre-exposure prophylaxis for individuals traveling to areas 
i n which Hepatitis A is common. If the length of stay is less than three months, then the dose 
is 0.02 ml/kg and should be repeated every 4-6 months. ISG may be used for post-exposure prophy­
l axis of Hepatitis B if Hepatitis B Immune Globulin is not available. In this case, the dose is 
0.06 ml/kg and should be repeated in 30 days. Non-A Non-B Hepatitis post-exposure prophylaxis i s 
performed as for Hepatitis A. 7 

One area of Hepatitis prophylaxis which frequently causes confusion involves the treatment of pa­
t ient s post needle stick exposures. The following algorithm was developed by Dr. Tim Lane for 
use her e at Moses Cone Hospital and outlines the proper procedures to fo l low for Hepatitis prophy ­
l axis post needle stick exposure. 

Exposure 

The Moses II. Cone Memor ia l Hosp ital 

Exposure Algor i thm fo r Hepati t is Prophylaxis 

-.j., No 
Was the needle used?~No therapy; c lean wound, updat e te tanus prophyl axis i f las t boo s t er was more 

l than 10 years ago 

Yes 

w/~ 
No 

Conventiona l gamma globul in 
(Immune Serum Globul i n) 

Yes 

Does pati ent have ev i dence of hepat i tis ? 

0.06 ml/kg body we ight No/ - ~ ~ s No 

/ Type kn01,m?~ Tes t pat ient for Hepat it is A. and B 
and employee for evi dence o f Hcpat 1t 1s Not i fy Nurse Epidem iologi s t 

of pat ient name and room 
number for ver ification t hat 
pat ient i s not at-ri sk for 
Hepatiti s 

Yes ~~~ : _:~lo~ - : pp-rop, i ,< o me" "'°' 

~ --- - ---~ 
Patient Posi t i ve - - - Hepat i tis 8 
exposed person k----- -- 'I!, 
negative l T0 sr cmp lc r ec fo r 

IIB s Ag and Ant i II Bs 
} 

llyper immune gamma s lohu l in : Exposed pc-r son 
(llcpa t i t i s B !1mmnc r. 1obu l 1n ) pos 1t1 vcl 
0. 06 ml / kg body we i ght : { 
r epeat in 30 days Nn therapy 

Hepat i ti s A. Non A - \ en b 

No i ,e rap y ·com·cl i ona I 
gamma gl ob ul 1n 
( Immune Sl' r um 
Gl obul i nJ 
0 . 06 ml / hg 
boJy ,, e i ght 
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following table swnmarizes the above text: 

Products 

Ilcpatitis B1 

Vaccine 

Hepatitis B4 

Immune Globulin 

Immune Serum 5 

References 

Use 

Pre-exposure prophylaxis 
(HBV) of persons at high 
risk for contracting HBV 

Post -exposure prophylaxis 
(HBV) includes: needle 
sticks, mucous membrance 
contact with contaminated 
serum or secretions, sex­
ual contact. 

Post-exposure prophylaxis 
(HAV). Pre-exposure pro­
phylaxis (HAV) for trave­
lers 

Post-exposure prophylaxis 
(HBV) 
Post-exposure prophylaxis 

Bill Silta, R.Ph . 

Dose 

Schedule -day O, day 30 , 
day 180 
Children 3 months - 10 
yrs 0.5 ml 
Children> 10 yrs and 
adults 1. 0 ml 
Immunocompromised and 
dialysis patients 2 ml 

0.06 ml/kg repeat in 
28-30 days 

0.02 ml/kg 

Stay< 3 months 0 . 02 ml / kg 
Stay > 3 months 0 . 05 ml / kg 
Repeat in 4-6 months 

0 . 06 ml/kg 
Repeat in 28 - 30 days 
0.02 ml/kg 
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4. Krugman, S., Holley, H.P., Jr., Davidson, M. et al: Immunogenic Effect of Inactivated Hepa­
titis B Vaccine Comparison of 20 mcg and 40 mcg doses . J. Med. Virol. 1981; 8: 119- 121 . 

5. Szmuness, W., Stevens, C.E., Harley E.J., et al: Hepatitis B Vaccine: Demonstration of 
Efficacy in a Controlled Clinical Trial in a High-Risk Population in the United States. 
N. Eng. J. Med. 1980; 303:833-841 . 

6. Package Insert, Hyper Hep, Cutter Laboratories, July 1977. 

7. Package Insert, Gamimune, Cutter Laboratories, Aprj:l 1981. 
\, 
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GUIDELINES FOR I. V. POTASSIUM ADMINISTRATION 

As a result of discrepancies encountered in the administration of I.V. potassium chloride, it was 
felt that a revision in the guidelines should be made. The guidelines adopted in 1979 have been 
revjsed as follows: 

1. A pharmacist will verify orders to admix more than 80 mEq/1 or 40 mEq/500 ml with the phy­
sician. 

2. Potassium should be diluted to a maximum concentration of 0.08 mEq/ml (10 mEq/hr = 125 ml) 
for administration through a peripheral vein. If the patient is fluid restricted with a serum 
K+ of 2.5 mEq or less, the concentration could be increased to a maximum of 0.2 mEq/ml (10 . .rnEq 
per 50 ml) . After 3 hourly doses the need for this concentrated administration should be re­
assessed. 

3. Potassium should be diluted to a maximum concentration of 0.2 mEq/ml (10 mEq/50 ml) for admin­
istration through a central line. 

4. Nursing administration guidelines for I.V. potassium are as follows: 

A. Administration of potassium at a rate of 10-40 mEq/hr should always be done using a mini-· 
drip I.V . set and volume control device (Buretrol or Volutrol). 

B. If the patient is on a general medicine nursing division (non-critical care bed), an 
IVAC should also be used when possible. 

C. Administration of more than 40 mEq/hr of potassium should follow the above criteria s 
it is advisable for the patient to be monitored utilizing a telemetry bed or life-pak 
while receiving the potassium. 

Jackie Roh, R.Ph. 

FORMULARY REVISIONS 

Non Steroidal Anti-Inflammatory Drugs 

Diflunisal (Dolobid® - MSD) - admitted to Forrnulary 
Piroxicam (Feldene® - Pfizer) - admitted to Formulary 

Pediatric Multivitamin Preparations 

Vitamins Previously Stocked 

Tri-Vi -Sol® Drops 
Poly-Vi-Sol® Drops 
Fer-In-Sol® Drops 
Luride@ Drops 

Vitamins to be Added or Retained 

Tri-Vi-Flor® 0.25 mg with Iron Drops 
Poly-Vi-Sol® Drops 
Fer-In-Sol® Drops 
Poly-Vi-Flor<•/ 0. 25 mg with Iron Drops 

OSTOMY .SERVICES 

Effective June 15, Kathy Propst, R.N., Nursing Department Enterstomal Therapist, will provide 
ostomy, large wound drain and skin care services. Central Supply will be responsible for main­
taining the supplies for this service . Pharmacy will no longer provide ostomy care. 
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