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CDC’s Strategy: Empower Healthcare Personnel: Promote confidence among healthcare 
personnel in their decisions to get vaccinated and recommend the vaccination to their patients.

Project Goal: Build and reinforce COVID-19 vaccine confidence among healthcare personnel in the 
safety net sector and, in turn, the patients they serve.

Partnerships: The National Association of Free and Charitable Clinics and 6 State Associations: 
to consult directly with clinic personnel in highly vulnerable areas with low vaccination rates.

How: Provide tailored COVID-19 vaccine information to the free and charitable clinic sector 
through various channels and give the FCC sector a direct line of communication to CDC. 





COVID Continues to Rise, but Experts Remain 
Optimistic
• A steady uptick in cases since July and reports of worrisome new 

variants have fueled concern that the virus is poised to make a 
comeback this fall and winter

• There is no evidence that any of the variants in circulation cause more 
severe disease or evade immunity adroitly enough to render vaccines 
ineffective

• Hospital admissions for Covid increased by about 16 percent in the 
week ending Aug. 26, compared with the previous week. But the 
17,400 new admissions were less than half the number in the same 
period last year, and about one-fifth the number in 2021

https://www.nytimes.com/2023/09/07/health/covid-deaths-hospitalizations-vaccines.html?smid=url-share







Notice the overall heterogeneity in variants 
and the geographic differences:

- FL 1.5.1 is much greater in the NE



What about the New Variant – BA.2.86?
• BA.2.86, nicknamed Pirola, is a highly mutated new omicron variant that was first detected in 

Denmark in July 2023. The World Health Organization announced that, as of Sept. 6, 2023, BA.2.86 
has been detected in 11 countries. It’s an offshoot of earlier BA 2 strain, not XBB

• A preliminary study reported that BA.2.86 features 33 distinct spike mutations when compared to 
its precursor, BA.2, 14 of which are in the RBD (receptor binding domain) suggesting possible 
increased infectivity

• Researchers do not fully understand all these mutations yet:

• A preliminary study found that BA.2.86 can escape the protective defenses of antibodies against the recent XBB 
sublineages. However, in contrast, another new study that has not yet been published found that neutralizing 
antibody responses against BA.2.86 were comparable to or slightly higher against the recent XBB sublineages. 

• Has been discovered in 9 states as of September 8

• Moderna trial data confirmed updated vaccine generates a strong immune response against BA.2.86

• generates an 8.7-fold increase in neutralizing antibodies in humans against BA.2.86 (Pirola)

• previously communicated results showing a similarly effective response against EG.5 and FL.1.5.1 variants

https://theconversation.com/how-evasive-and-transmissible-is-the-newest-omicron-offshoot-ba-2-86-that-causes-covid-19-4-questions-answered-212453
doi: https://doi.org/10.1101/2023.09.01.555815
doi: https://doi.org/10.1101/2023.09.04.556272
https://investors.modernatx.com/news/news-details/2023/Moderna-Clinical-Trial-Data-Confirm-Its-Updated-Covid-19-Vaccine-Generates-Strong-Immune-Response-in-Humans-Against-BA.2.86/default.aspx



Why Update the COVID-19 Vaccine at all?
• SARS-CoV-2 continues to mutate quickly—about 2 times faster than the flu. It’s normal to 

update vaccines when the virus mutates quickly. For example, we update vaccines for flu 
(which changes annually) and we don’t update vaccines for measles (which hasn’t 
mutated in a meaningful way for decades).

• The current Omicron variant (XBB) circulating is meaningfully different than other 
Omicron variants. The map below shows the differences, with XBB pretty distant. This 
suggests an updated vaccine with XBB would help our immune systems recognize the 
change.

• COVID-19 vaccines are waning in protection against hospitalization (62% effectiveness → 
24%) and ICU admission, albeit with a smaller decline (69% → 52%). This is happening 
faster when exposed to XBB virus compared to other Omicron variants. Even though 
vaccine effectiveness is waning, the hospitals aren’t filling up. This is because vaccine 
effectiveness now represents the incremental benefit above and beyond the baseline 
protection in the general population. This is different than when we first introduced 
vaccines and the general population had a very low immunity wall.

• B-cell data showed that our antibody factories are able to adapt and pump out updated 
antibodies. In other words, there is imprinting from initial exposure (as expected) but our 
system is still adaptable. This is good news because it means that updated vaccine 
formulas expand our protection. It’s not all for nothing.

• T-cell data also showed clear 2-fold increases after an updated booster. This was the case 
regardless of prior infection.

https://yourlocalepidemiologist.substack.com/p/fdas-fall-2023-vaccine-plan?utm_source=substack&utm_medium=email



Why Monovalent and no Bivalent?

• Wasn’t Bivalent better last year?

• WHO is not seeing any evidence that the 
earliest variant is still circulating. 

• Including it could hurt as we keep teaching 
our immune system to recognize the old 
version of the virus rather than the new one.

• There really isn’t anything else popping up 
except XBB variants. 

• Novavax found that a monovalent vaccine 
may be more advantageous to mice’s 
immune systems than a bivalent vaccine. 
Moderna found the same thing.

https://yourlocalepidemiologist.substack.com/p/fdas-fall-2023-vaccine-plan?utm_source=substack&utm_medium=email



FDA Approves New Monovalent Booster

• The fall Covid-19 vaccine has an updated formula targeting XBB.1.5, 
which should be a good match to the currently circulating Omicron 
subvariant. Moderna, Pfizer, and Novavax all will have these available 
this week

• Plan is for one shot now for primary or booster dose:
• Moderna: 6 months and older

• Pfizer: 6 months and older

• Novavax: 18 years and older ( likely coming soon)



CDC ACIP Met Tuesday and… 

• Voted 13-1 to recommend updated Covid-19 vaccines for all Americans 6 
months of age and older
• There was some pre-meeting debate if the recommendation would be only for those 

at increased risk of serious disease (the NHS was more selective)

• The endorsement from the committee means the vaccines will be covered 
by public and private insurance plans.

• Also made recommendations for people who are moderately or severely 
immunocompromised. To be up-to-date, those with low immune function 
should have had at least three doses of Covid-19 vaccine, with at least one 
of those doses being an updated shot. They also have the option to get an 
additional updated vaccine later in the year.



Further Vaccine Questions…
• Timing:

• Minimum wait: 2-3 months. A Covid-19 vaccine doesn’t add much benefit within 2-3 months of infection. 
We don’t have to wait 2-3 months after infection—we won’t “exhaust” or “overwhelm” our immune system. 
But waiting will ensure we broaden B cells (our second line of defense; our antibody factory that stores some 
long-term-memory). With an updated vaccine formula, we want our factory updated.

• Maximum wait 8-12 months: The longer we wait, the more we get out of the vaccine. One study found 
that waiting 8 months increased neutralizing antibodies 11 times more than waiting 3 months after infection. 
Another study found a 12-month interval improved vaccine effectiveness against hospitalization. 

BUT waiting is a gamble. Even if a vaccine sooner is not as good as it could be, it’s better than waiting too long 
and catching Covid with limited protection, especially for high-risk people. 

• Wait for Novovax?

• Some evidence that mixing is better, but is not worth the wait

• Reasons people may want to wait on Novavax: 

• Side effects. The mRNA vaccines are the most reactogenic vaccines leading to more myalgias, fever, etc.

• Hesitant about mRNA biotechnology. 



CDC



Should I Get Influenza and COVID Vaccine Together?

• Prospective Cohort Study Israeli Health Care workers receiving both 
Influenza Vaccine and Omicron BA.4/BA.5–adapted bivalent 
(Pfizer/BioNTech) vaccine

• Coadministration was not associated with substantially inferior immune 
response or to more frequent adverse events compared with COVID-19 
vaccine administration alone, supporting the coadministration of these 
vaccines.

JAMA Netw Open. 2023;6(9):e2332813. doi:10.1001/jamanetworkopen.2023.32813

CDC data







Resources & recording of the session

https://www.echo-chicago.org/resources/covid19/

This project was funded in whole by a cooperative agreement with the Centers for Disease Control and Prevention grant number 5 NU50CK000588-

03-00. The Centers for Disease Control and Prevention is an agency within the Department of Health and Human Services (HHS). The contents of 

this resource center do not necessarily represent the policy of CDC or HHS and should not be considered an endorsement by the Federal 

Government.

Thank you!



QUESTIONS & CONTACT

Project Team Email: vaccinate@americares.org

Scott Rasmussen, Project Director: SRasmussen@americares.org

Kelley Matney, Administrative Support: KMatney@americares.org

mailto:vaccinate@americares.org
mailto:SRasmussen@americares.org
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