
Australia has achieved high rates 
of childhood vaccination, which 
has generally increased over the 
past 20 years.1,2 Much of this 

success can be attributed to the commit-
ment of GPs and the effective strategies 
they have implemented. Adolescent 

vaccination has become increasingly 
important and GPs have a central role in 
delivering recommended vaccines to the 
Australian adolescent population. 
Although vaccination coverage for chil-
dren and adolescents has decreased 
modestly over recent years, reflecting the 
impacts of the COVID-19 pandemic,3 there 
are gaps in vaccination coverage for 
adolescents compared with younger chil-
dren and this age group require specific 
targeted and tailored strategies to achieve 
higher vaccine uptake.   

Vaccines recommended for adoles-
cents include those that are funded 
through the National Immunisation Pro-
gram (NIP) and those that are not. 
Human Papillomavirus (HPV) vaccina-
tion is the most widely recognised vaccine 
for adolescents and has been funded 
through the NIP since 2007.  It has had a 
substantial impact on HPV-related disease. 
Other vaccines available for adolescents 
through the NIP include the pertussis 
booster (diphtheria-tetanus-acellular 

pertussis [dTpa] vaccine) and meningo-
coccal ACWY vaccines. The influenza 
vaccine is recommended for all adolescents 
but is only included in the NIP for 
Aboriginal and Torres Strait Islander 
adolescents and those with specified 
medical risk conditions.4 Similarly, pneu-
mococcal vaccination (both the conjugate 
and polysaccharide vaccines) is recom-
mended and included in the NIP for 
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adolescents with specified medical risk 
conditions. Recommended vaccines not 
included in the NIP, such as meningo
coccal B vaccines, are also important and 
are recommended for all adolescents aged 
15 to 19 years.5 COVID-19 vaccines are 
no longer recommended for children and 
young people under 18 years unless they 
are severely immunocompromised 
(Table 1).6,7

As vaccines available through the NIP 
are primarily given through the school-
based vaccination program,3 GPs may not 
see themselves as playing an important 
role. However, working alongside the 
school program, GPs are crucial, not only 
in achieving the same high coverage that 
is seen in early childhood vaccination 
programs for routine vaccines, but also in 
improving coverage for other vaccines 

such as influenza and meningococcal B. 
Disruption to student attendance at school 
from closures or restrictions during the 
COVID-19 pandemic may have inter-
rupted vaccination.8 Although GPs have 
always had a crucial role in providing 
vaccinations to adolescents with anxiety 
or special needs, as well as those who are 
Aboriginal or Torres Strait Islander, cul-
turally and linguistically diverse, homeless 
or not regularly attending school, review-
ing all adolescents’ vaccination status in 
general practice has never been more 
important.

School-based vaccination and 
vaccination coverage for 
adolescents 
The NIP funds vaccination across 
the lifespan, with vaccines listed in the 

KEY POINTS
•	Australia has high rates of 

vaccination in children, which  
also need to be achieved in 
adolescents.

•	School-based vaccination programs 
include human papillomavirus 
(9vHPV), diphtheria–tetanus–
acellular pertussis (dTpa) and 
meningococcal vaccines, and are  
an effective and cost-efficient 
means to promote relatively high 
vaccination coverage for 
adolescents.

•	Providing catch-up vaccinations to 
low-coverage groups, such as 
Aboriginal and Torres Strait 
Islander adolescents, is important.

•	GPs should actively assess the 
immunisation status of adolescents 
attending their practice for other 
reasons and opportunistically 
vaccinate them if needed.

•	Recommendation from a health
care provider is the most important 
driver to increase vaccination 
uptake; therefore, GPs are in a 
unique position to help promote 
health and vaccine literacy among 
adolescents and parents.
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Adolescent vaccination
 continued 

TABLE 1. RECOMMENDED ADOLESCENT VACCINATIONS IN AUSTRALIA6*

Group Vaccine Number of doses Funded by NIP?

Year 7
(12 to 13 years)

Human papillomavirus 
(9vHPV)

•	 One dose (for adolescents and young adults aged 9–25 years). Not 
required if previously received. If dose was missed and not previously 
received, a catch-up is available up to and including 25 years of age

•	 People with immunocompromising conditions need three doses of HPV 
vaccine, regardless of their age

Yes

Diphtheria–tetanus–
acellular pertussis (dTpa)

•	 One dose Yes

Year 10
(14 to 16 years)

Meningococcal ACWY •	 One dose (for healthy adolescents aged 15–19 years) Yes

Healthy 
adolescents aged 
15 to 19 years

Meningococcal B •	 This group can receive either meningococcal B vaccine:
	– two doses of recombinant multicomponent meningococcal serogroup 
B vaccine (MenB-MC; Bexsero) with 8 weeks between doses,‡ or 

	– two doses of recombinant lipidated factor H binding protein 
meningococcal serogroup B vaccine (MenB-fHBP; Trumenba) with  
6 months between doses

•	 There is no preference for either MenB-MC or MenB-fHBP for  
people aged ≥10 years who wish to receive a meningococcal B vaccine

•	 MenB-MC and MenB-fHBP are not interchangeable; the same  
vaccine should be used for both doses

No§

Additional vaccines for Aboriginal and Torres Strait Islander and medically at-risk adolescents

All Aboriginal and 
Torres Strait Islander 
adolescents

Influenza •	 One dose annually Yes

Aboriginal and 
Torres Strait 
Islander 
adolescents aged 
10 to 19 years

Meningococcal B •	 A course of meningococcal B vaccine is strongly recommended for this group
•	 The dose schedule depends on the specific meningococcal B vaccine 

and the person’s age when starting the vaccine course
•	 People aged ≥10 years can receive either meningococcal B vaccine:

	– two doses of MenB-MC, with 8 weeks between doses,‡ or
	– two doses of MenB-fHBP, with 6 months between doses

•	 There is no preference for either MenB-MC or MenB-fHBP for people 
aged ≥10 years

•	 MenB-MC and MenB-fHBP are not interchangeable; the same vaccine 
should be used for both doses 

No

Adolescents with a 
medical risk factor

Influenza •	 Annual influenza vaccination is strongly recommended for adolescents 
with medical conditions associated with an increased risk of influenza 
disease and severe outcomes†

Yes

Adolescents who 
are severely 
immunocompromised

COVID-19 •	 Vaccination is recommended for children aged 6 months to 18 years 
who are severe immunocompromised or have other medical conditions 
that may increase their risk of severe disease from COVID-19

•	 Individuals who are severely immunocompromised aged 5 to 17 years 
can consider a dose every 12 months. Individuals who are not severely 
immunocompromised aged 5 to 17 years are not recommended to 
receive further doses

No 
(government 
funded)

Adolescents with 
specified medical 
risk conditions

Pneumococcal •	 For people with specified medical risk conditions administer a dose of 
13vPCV at diagnosis followed by two doses of 23vPPV

Yes

Abbreviations: COVID-19 = coronavirus disease 2019; NIP = National Immunisation Program.
* Recommendations are taken from the Australian Immunisation Handbook.6 State and territory immunisation programs may vary and should also be checked. 
† See: List. Specified medical conditions associated with increased risk of influenza disease and severe outcomes, https://immunisationhandbook.health.gov.au/resources/handbook-
tables/list-specified-medical-conditions-associated-with-increased-risk-of-0.6

‡ This is the most up-to-date advice from the Australian Immunisation Handbook (updated 2022). The Product Information for Bexsero states that adolescents from the age of 11 years 
at the start of the vaccine course should receive two doses, with an interval of at least one month between doses (https://www.ebs.tga.gov.au/ebs/picmi/picmirepository.nsf/
pdf?OpenAgent&id=CP-2013-PI-02131-1&d=202103111016933).
§ Meningococcal B vaccine is state-funded in South Australia for Year 10 students.
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schedule provided free for target groups. 
Unlike other populations, adolescents 
are primarily vaccinated en masse at 
school after parental consent is obtained.9 
School-based vaccination has proven an 
effective and cost-efficient means to pro-
mote relatively high vaccination coverage 
for adolescents.10-13 In 2022, when the 
nonavalent HPV vaccine schedule 
required two doses, 85.3% of girls aged 
15 years and 83.1% of boys aged 15 years 
had received the first dose of the vaccine.2 
Of Aboriginal and Torres Strait Islander 
girls and boys aged 15 years, 83.0% and 
78.1%. received the first dose, respec-
tively.2 In 2022, coverage for a dose of dTpa 
vaccine during adolescence was 73.0% for 
those turning 13 years of age, 83.8% for 
those turning 14 years, and 86.9% for those 
turning 15 years.2 In the same year, cov-
erage in Aboriginal and Torres Strait 
Islander girls and boys turning 13 years 
was 12 percentage points lower. This 
disparity decreased with increasing age, 
reaching less than a percentage point lower 
than the general population turning 
18 and 19 years of age.2  

Coverage for a dose of meningococcal 
ACWY vaccination for adolescents in 
2022 was 75.9% for those turning 
17 years, 79.1% for those turning 18 years, 
and 78.8% for those turning 19 years of 
age.2  Coverage in Aboriginal and Torres 
Strait Islander adolescents was several 
percentage points higher than their 
non-Indigenous peers in those turning 
15 years, but lower in older age cohorts, 
ranging from 12.5 percentage points 
lower at 16 years to 6.4 percentage points 
lower at 19 years.2  Coverage for influenza 
vaccination in adolescents aged 10 to 
14 years and 15 to 20 years increased by 
9 and 7.2 percentage points, respectively, 
between 2021 and 2022, to 22.3% in both 
age groups. For Aboriginal and Torres 
Strait Islander adolescents aged both 
10 to 15 years and 15 to 20 years, coverage 
increased by 3.6 percentage points, 
between 2021 and 2022, to 19% and 
20.1%, respectively.2  By January 2023, 
79.5% of adolescents aged 12 to 15 years 

had received a first dose of COVID-19 
vaccine and 74.5% had received a second 
dose.2   

It is important to provide catch-up 
vaccinations, particularly to priority 
groups such as Aboriginal and Torres 
Strait Islander adolescents, given their 
higher risk of many vaccine-preventable 
diseases,14 lower vaccination completion 
rates and longer time to completion across 
most adolescent vaccines.2,15 As Aboriginal 
and Torres Strait Islander women have 
twice the incidence and four times the 
mortality rate of cervical cancer as other 
Australian women, recommending HPV 
vaccination to Aboriginal and Torres 
Strait Islander adolescents represents 
an  opportunity to reduce this health 
disparity.2,16,17 

Although school programs aimed at 
adolescents generally result in relatively 
high vaccination uptake, coverage for 
adolescent vaccinations remains more 
than 10 percentage points lower than that 
achieved for childhood vaccinations.1 
Ideally, vaccination coverage rates in 
adolescents should be higher; for exam-
ple, the World Health Organization 
(WHO) has called for coverage of 90% 
to eliminate cervical cancer.18 GPs are an 
essential part of the solution for achieving 
this goal (Box). 

Role of GPs in adolescent 
vaccination
Addressing missed opportunities for 
vaccination in general practice 
Missed vaccination opportunities during 
consultations in healthcare settings are 
common during childhood and adoles-
cence. Adolescents who have missed 
vaccinations offered in the school pro-
gram because of school absences or other 
reasons are usually provided with a letter 
and recommendation to visit a GP or 
council clinic to catch up on the vaccine 
doses missed. Given the decline in the 
frequency of visits to GPs in adolescence 
compared with childhood, this often does 
not eventuate.19 Young people aged 15 to 
25 years have the lowest proportion of 

face-to-face time spent with GPs in 
Australia.20 

Unlike in some countries, such as the 
United States, where reimbursements are 
provided for preventive primary care 
visits in adolescence, during which 
HEEADSSS (home environment, educa-
tion/employment, eating habits, activities, 
drugs, sex/sexuality, suicide/depression 
and safety) screening and vaccinations 
routinely take place, there is no Medicare 
rebate for GP preventive health care visits 
for adolescents and young adults in Aus-
tralia.21,22 This means that GPs need to 
actively consider assessing the immuni-
sation status of adolescents attending 
their practice for other reasons and 
opportunistically vaccinate them when 
it is clear they have missed a vaccine dose 
in the school program (Table 2). Adoles-
cence is also an opportune time to ensure 
catch-up of missed doses of childhood 
vaccines.6,23 

Providing a strong recommendation 
GPs also play a key role in facilitating 
adolescent vaccination through the 

PRACTICE POINTS FOR GPS ON 
ADOLESCENT VACCINATION 

•	 GPs have an important role in 
recommending and providing all 
vaccines recommended for 
adolescents. They also have a key 
partnership role in supporting school-
based vaccination of adolescents, 
especially missed doses.

•	 Catch-up vaccination should be 
opportunistically undertaken when 
adolescents present for any routine 
health issue. 

•	 Catch-up vaccination should also be 
achieved through auditing patient 
records and issuing reminders,  
as is routine practice for childhood 
vaccination.

•	 A tailored approach is required when 
vaccinating adolescents in primary 
care.

•	 Parental vaccine decision-making  
for adolescents is most strongly 
influenced by doctor recommendation.
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school program, with multiple studies 
showing that a recommendation from a 
healthcare provider is the most impor-
tant driver to increase vaccination 
uptake.24,25 Parental vaccination decision- 
making on behalf of  adolescents is 
influenced by physician recommenda-
tion, government recommendation, 
perceived benefits of the vaccine, and 
concerns about side effects and vaccine 
safety.24,26-28 Social determinants of 
health, including socioeconomic status 

and ethnicity, and factors relating to 
patient engagement have also been 
found to influence vaccination uptake, 
although to a lesser extent in school-
based programs.29,30 Parental barriers 
to adolescent vaccination include 
not receiving a provider’s recommen-
dation, lack of information about 
vaccination, concerns about timing of 
vaccination (e.g. adolescent’s age for 
HPV vaccination) and misconceptions 
about efficacy and safety.31

Offering vaccines as a package
It is important to present adolescent 
vaccinations that may have been missed 
as a ‘package’.32,33 If more than one 
vaccination has been missed, more than 
one should be offered at the same time. 
If an appointment is made to complete 
the course on another day, there is an 
increased risk of noncompletion. For 
example, emphasising cancer prevention 
benefits and discussing HPV vaccination 
at the same time as recommending dTpa 

TABLE 2. RECOMMENDING ADOLESCENT VACCINATIONS IN A CLINICAL SETTING

Barrier or facilitator Recommended practice

Cost •	 Bulk bill to reduce cost

Youth-friendly environment •	 Have opening hours after school and on weekends
•	 Make plain language vaccination resources available
•	 Display age-appropriate posters
•	 Have signs of diversity (e.g. gender, sexuality, ethnic/cultural background, different abilities) visible
•	 Make practice accessible to those with diverse abilities
•	 Have friendly reception staff

Opportunistic recommendation •	 Recommend missed vaccinations for adolescents when they present for any routine health issue
•	 Integrate vaccination recommendation into HEEADSSS screening
•	 Check for missed childhood vaccinations and implement catch-up plan if required

Strength of recommendation •	 Equally emphasise the importance of each vaccination

Urgency of recommendation •	 Recommend same-day vaccination

Timeliness of recommendation •	 Deliver recommendation for HPV and dTpa vaccinations by age of 12 to 13 years 
•	 Deliver recommendation for meningococcal ACWY vaccination by age of 14 to 16 years 
•	 Deliver recommendations for appropriate vaccinations for vulnerable groups

Universal recommendation •	 Deliver recommendations to all adolescents, not just those perceived to be at risk

Adolescent groups vulnerable to 
underimmunisation  
(e.g. Aboriginal and Torres Strait 
Islander people, refugees, those 
with additional needs)

•	 Routinely ask patients whether they are Aboriginal and/or Torres Strait Islander, as there are 
additional vaccinations recommended and freely available for these patients

•	 Ensure availability of appropriate resources (e.g. culturally appropriate, plain language, in a diverse 
range of languages) to assist with patient vaccination decision-making 

•	 Be aware that certain groups may have different vaccination requirements based on risk status

Prevention message •	 Emphasise disease prevention for each vaccination (e.g. cancer prevention for HPV vaccination)

Adolescent experience •	 Gain assent of adolescent (and consent from parent/guardian)
•	 Ensure the adolescent understands the importance of being vaccinated
•	 Manage needle-related anxiety using distraction

Multiple vaccinations due •	 Recommend administration of vaccinations as a ‘package’ at the same time and in the  
same way. 

Systematic reporting practices •	 Ensure vaccinations are reported to the AIR to reduce the impact of lag on vaccination status

Monitoring adverse events after 
consultation

•	 Undertake 15-minute observation directly after vaccination
•	 Check for adverse events via text message within 24 hours after vaccination

Abbreviations: AIR = Australian Immunisation Register; COVID-19 = coronavirus disease 2019; dTpa = diphtheria-tetanus-acellular pertussis; HEEADSSS = home environment, 
education/employment, eating habits, activities, drugs, sex/sexuality, suicide/depression and safety; HPV = human papillomavirus.

Adolescent vaccination
 continued 
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vaccination is more likely to result in 
higher uptake of both vaccinations. 

Promoting vaccine health literacy 
among adolescents and their 
parents 
GPs have a unique opportunity to over-
come health and vaccine literacy deficits 
among adolescents and parents. Parents’ 
health literacy is positively correlated 
with adolescent health literacy and 
health.34,35 Providing recommendations 
and education to parents and adoles-
cents about vaccination as a prevention 
strategy to reduce disease burden and 
promote health and wellbeing is crucial. 
Challenges may include specific cultural 
and religious beliefs, low literacy gen-
erally, misinformation and inequities, 
such as reduced access to health services 
and diminished ability to seek help with 
the vaccine decision-making process.29 
These factors should be considered when 
dealing with  parent and adolescent 
queries and concerns about vaccines; 
well-designed resources, such as the 
Sharing Knowledge About Immuni
sation ‘Is the HPV vaccine really 
safe?’ factsheet, can be used to support 
conversations.36 

Providers face challenges in discussing 
vaccination with adolescents and their 
parents. These include discomfort with 
talking about sexual behaviour (e.g. 
with HPV vaccination), lack of time or 
incentive for patient education, and lack of 
a system that issues reminders about 
vaccine status and whether multiple doses 
are needed.37,38 Overcoming these barriers, 
such as by using automated systems for 
reminders, can directly affect adolescent 
vaccination uptake. 

Overcoming incomplete 
vaccination of adolescents
Assessing the vaccination history of 
all adolescents in the practice
Young people aged 10 to 19 years require 
an assessment of their immunisation 
history to ascertain any missing childhood 
or adolescent vaccinations and to develop 

a catch-up schedule. The vaccination 
records of all adolescent patients in the 
practice can be reviewed by checking their 
records in the Australian Immunisation 
Register (AIR), including checking that 
any previous vaccines were administered 
in the recommended dosing intervals and 
at the correct age.23 Appointments should 
be scheduled to complete vaccinations for 
patients who are clearly behind on the 
schedule.

Assessing the vaccination history  
of adolescents presenting as new 
patients
An adolescent presenting to the practice 
as a new patient for any reason should 
be asked about vaccination, ideally when 
undertaking a HEEADSSS assessment, 
but any time is appropriate. As parents 
and adolescents may not have accurate 
records or knowledge of vaccination 
status, GPs can identify whether vacci-
nations are up to date using Health 
Professional Online Services (https://
www.servicesaustralia.gov.au/hpos) or 
by calling the AIR enquiries line (1800 
653 809).6

If a vaccination may have been 
administered but is not recorded on the 
AIR, the relevant immunisation pro-
vider for that vaccine should be con-
tacted.6 If doses cannot be confirmed 
because of incomplete documentation, 
it should be assumed that they have not 
been administered. Serological testing 
is not routinely recommended.23 There 
are no risks associated with giving 
additional doses of most vaccines when 
they may have already been received, 
apart from a possible increase in local 
adverse events with frequent doses of 
some vaccines.23 All vaccine doses 
administered should be reported to the 
AIR, and data will need to be entered 
directly if the general practice software 
does not automatically report 
vaccinations. 

Missing out or being late for vaccina-
tions listed in the NIP may have financial 
ramifications for families who will be 

unable to receive their appropriate child-
care and Family Tax Benefit payments on 
time.

SARS-CoV-2 and COVID-19 
vaccination for adolescents
Most adolescents with COVID-19 have 
mild symptoms, including fever, cough, 
sore throat, blocked or runny nose, 
sneezing, muscle aches and fatigue, or no 
symptoms at all.39 Less common symp-
toms include changes in smell or taste and 
diarrhoea or vomiting.39 Severe COVID-19 
symptoms such as pneumonia with 
respiratory distress may require admission 
to hospital or intensive care, although 
these are uncommon in children and 
adolescents and very rarely cause 
death.39-41 

GPs should keep up to date with 
emerging evidence on COVID-19 vac-
cines. The COVID-19 primary course 
advice was updated in February 2024.42,43 
Children and adolescents aged under 
18 years are not routinely recommended 
a primary dose.42 All people aged 18 years 
and over are recommended a single-dose 
primary course. People with severe 
immunocompromising conditions over 
6 months of age are recommended two 
primary doses and are eligible for a third 
primary dose based on an individual 
risk–benefit assessment.7 Comirnaty 
Omicron XBB.1.5 (tozinameran; dark 
grey cap) and Spikevax Omicron XBB.1.5 
(andusomeran; as a pre-filled syringe) 
vaccinations are preferred for adoles-
cents and adults aged 12 years and over. 
Comirnaty original/Omicron bivalent 
BA.4-5 (tozinameran/famtozinameran) 
can also be used in this age group but is 
not preferred.44,7

All currently available COVID-19 
vaccines are anticipated to benefit 
eligible people. However, the monovalent 
Omicron XBB.1.5 (raxtozinameran) 
vaccines are preferred over other 
vaccines for use in children aged 5 to 
11 years.7 COVID-19 vaccines can be 
co-administered with other vaccines in 
people aged 5 years or over.7
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Vaccine side effects 
SARS-CoV-2 infection is associated 
with an increased risk of myocarditis, 
pericarditis and cardiac arrhythmia.45 

Messenger RNA vaccines have also been 
associated with a small increased risk 
of pericarditis and myocarditis, mostly 
in  young men. Cases have also been 
reported in male and female adults of all 
ages and after any dose of a COVID-19 
vaccine.7,46,47 Myocarditis and pericarditis 
are rare conditions that occur more often 
in young men, and most commonly after 
the second vaccine dose.48,49 The cause of 
myocarditis in the absence of a vaccine is 
often unknown, but can be an immune 
response to an infectious agent, toxin or 
autoimmune disorder. 

Myocarditis and pericarditis are seen 
much less often after vaccination than as 
a result of SARS-CoV-2 infection.50 Most 
people who have developed myocarditis 
or pericarditis after vaccination have made 
a complete recovery within a short time, 
although no data exists as yet on long-term 
follow up.48,49 The Australian Technical 
Advisory Group on Immunisation 
(ATAGI) advises that pre-existing cardiac 
conditions are not a contraindication to 
mRNA COVID-19 vaccination.48 It is 
recommended that all COVID-19 vaccine 
recipients be made aware of the potential 
signs and symptoms of myocarditis or 
pericarditis and be counselled about 
when to seek medical attention.7 For 
more information, including reporting 
rates for individual vaccines, refer to the 
Australian Technical Advisory Group 
on Immunisation  Guidance on myocar-
ditis and pericarditis after COVID-19 
vaccines and Therapeutic Goods Admin-
istration COVID-19 vaccine safety 
reports.46,47

Communicating with 
adolescents and parents about 
vaccination 
Trust can be built with adolescents and 
parents through open and respectful 
communication, underpinned by evidence- 
based information on vaccination risks 

and benefits. At the same time, it is 
important that clear recommendations 
to vaccinate are provided and that 
opportunities to vaccinate are not 
missed. Regardless of the reason for a 
consultation, when vaccinations are 
outstanding, using language such as  
‘I recommend you receive these vacci-
nations today’, rather than ‘What would 
you like to do about these vaccinations?’, 
can influence parent and adolescent 
decision-making.32 

Given that policies in the education 
environment mean that parents usually 
consent to vaccinating adolescents under 
18 years of age in the school vaccination 
program, there are ethical considerations 
in balancing emerging adolescent auto
nomy and their desire to also be involved 
in vaccine decision-making.51 All states 
and territories have medical consent 
policies that recognise the competency 
of mature minors. This means that 
adolescents under the age of 18 years can 
provide their consent to vaccination if 
they are assessed as Gillick competent 
by the practitioner. Generally, healthy 
adolescents aged at least 14 years have 
the capacity to consent to a low-risk 
intervention, such as vaccination.52 

Adolescents do not always make 
connections between their behaviour 
(e.g. sexual activity or smoking) and 
their current or future health outcomes, 
and they can experience difficulty 
assessing the quality of health informa-
tion, which they most frequently access 
online. Nuanced messaging targeted at 
specific age groups may be needed, 
recognising that different barriers may 
exist to receiving HPV vaccination for 
a younger adolescent compared with 
barriers to receiving meningococcal 
ACWY vaccination for an older 
adolescent. 

Younger adolescents are less able to 
moderate their needle-related fear and 
anxiety because of incomplete cognitive 
maturation.53 Vasovagal syncope is the 
most common severe adverse event 
experienced with vaccination in 

adolescence.54 Needle-related anxiety can 
affect an adolescent’s choice of whether 
to have a vaccine, despite parental con-
sent. Using youth-friendly language and 
resources to explain vaccination benefits 
and side effects can promote adolescent 
vaccination literacy, facilitate discussion 
with parents and involvement in vacci-
nation decision-making, as well as help 
mitigate needle-related anxiety.53,55 The 
WHO has produced an excellent resource 
to assist vaccination providers in man-
aging this anxiety.56,53 Explanations of 
exactly what will happen and what the 
needle will feel like, along with appro-
priate distraction methods, can also assist 
younger adolescents in coping with 
needle-related anxiety.57 Communicating 
successes achieved through vaccination 
programs can assist in counteracting 
concerns about vaccine efficacy and 
safety and mitigate vaccine hesitancy.

Conclusion
GPs are key players in parents’ and 
adolescents’ decisions to have vaccina-
tions. They can opportunistically prior-
itise vaccination during routine 
consultations and ensure the adolescent 
is up to date with recommended vacci-
nations. The partnership between GPs 
and the school-based vaccination pro-
gram is essential for achieving a high 
uptake of NIP vaccines for adolescents. 
It is vital that we increase adolescent 
vaccine coverage to similar levels for 
young children, addressing health 
inequities amongst priority population 
groups. GPs are also crucial to improv-
ing uptake in marginalised adolescent 
populations with persisting low vacci-
nation coverage. 	�    MT 
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