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BACKGROUND: Herpes zoster vaccination rates remain
low despite longstanding national recommendations to
vaccinate immunocompetent adults aged ≥ 50 years.
The Advisory Committee on Immunization Practice
(ACIP) updated its recommendations for recombinant
zoster vaccine (RZV) in October 2021 to include immuno-
compromised adults aged ≥19 years.
OBJECTIVE: To assess practices, attitudes, and knowl-
edge about RZV, barriers to recommending RZV, and like-
lihood of recommending RZV to patients with various
immunocompromising conditions.
DESIGN:Mail and internet-based survey conducted from
May through July 2020.
PARTICIPANTS:General internists and family physicians
throughout the USA.
MAIN MEASURES: Survey responses.
KEY RESULTS: The response rate was 66% (632/955).
Many physicians were already recommending RZV to im-
munocompromised populations, including adults ≥50
years with HIV (67% of respondents) and on recombinant
human immune modulator therapy (56%). Forty-seven
percent of respondents both stocked/administered RZV
and referred patients elsewhere, frequently a pharmacy,
for vaccination; 42% did not stock RZV and only referred
patients. The majority agreed pharmacies do not inform
them when RZV has been given (64%). Physicians were
generally knowledgeable about RZV; however, 25% incor-
rectly thought experiencing side effects from the first dose
of RZV that interferewithnormal activitieswas a reason to
not receive the second dose. The top reported barrier to
recommending RZV was experience with patients declin-
ing RZV due to cost concerns (67%). Most physicians
reported they would be likely to recommend RZV to im-
munocompromised patients.
CONCLUSION: Most primary care physicians welcome
updated ACIP RZV recommendations for immunocom-
promised adults. Knowledge gaps, communication
issues, and financial barriers need to be addressed to
optimize vaccination delivery.
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INTRODUCTION

Nearly all middle aged and older adults in the USA had
chickenpox in childhood, putting them at risk for herpes zoster
(HZ) later in life.1 Immunocompromised people, regardless of
age, are also at increased risk for HZ compared to immuno-
competent people.2–4 Further contributing to the scope of the
problem, HZ incidence in the USA appears to be increasing
amongmiddle-aged adults.5,6 HZ is a costly medical condition
resulting in approximately $1.3 billion in medical costs and
$1.7 billion in indirect costs in the USA annually.7

Pain is the cardinal symptom of both the dermatomal blis-
tering rash of HZ and its most common complication, post-
herpetic neuralgia, defined as pain in the area of the rash
persisting for 3 months or greater after the rash resolves.
Effective management of these pain conditions is often elu-
sive, making prevention even more compelling.8

Zoster vaccine live (ZVL) was the only vaccine available in
the USA for the prevention of HZ from 2006 to 2017; how-
ever, ZVL was contraindicated in immunocompromised indi-
viduals, including those on moderate- to high-dose immuno-
suppressive medications, with HIV CD4 counts <200, or
undergoing cancer treatment. Recombinant zoster vaccine
(RZV), licensed in 2017, demonstrated greater (>90% vs.
53%) and longer-lasting efficacy than ZVL.9–11 Therefore, in
2017, the Advisory Committee on Immunization Practices
(ACIP) recommended that 1) all immunocompetent adults
aged ≥50 years receive the newer two-dose RZV, 2) all adults
who had received ZVL receive RZV, and 3) RZV should be
given preferentially over ZVL.12 An initially constrained
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supply of RZV limited implementation of the ACIP recom-
mendation through 2019 and then the COVID-19 pandemic
curtailed demand for RZV through 2020.13,14 Although RZV
is a non-live recombinant vaccine and is therefore potentially
safe to use in immunocompromised people, these individuals
were excluded from pivotal efficacy studies9,11 and initial
ACIP recommendations included only immunocompetent
adults ≥50 years.
Since 2017, various studies have evaluated RZV use in

immunocompromised populations. RZV was found to be
immunogenic and safe in patients with HIV,15 with hema-
tologic malignancies,16 with solid tumors,17 after renal
transplant,18 and after autologous hematopoietic cell trans-
plant.19 A single-institution chart review study among
patients with rheumatoid arthritis or other systemic rheu-
matic disease, most of whom were on immunosuppressants
(78%), did not find RZV to trigger rheumatic disease flares.20

To date, there are two published efficacy trials in the immuno-
compromised population: a trial of 1,846 autologous hemato-
poietic cell transplant patients ≥18 years who received the RZV
vaccine series found an efficacy of 68%,21 and a post hoc
analysis of 569 patients ≥18 years with hematologic malignan-
cies found an efficacy of 87%.16 Based on data from these
trials,16,21 FDA expanded the indication for RZV to immuno-
compromised adults aged ≥18 years in July 2021.22 In October
2021, ACIP recommended RZV use in immunocompromised
adults aged ≥ 19 years.23

Given the established influence of provider recommenda-
tion on patient receipt of vaccination,24–27 in anticipation of
ACIP guidance on RZV use in immunocompromised adults,
and in the context of only 34.5% of adults aged ≥60 years
having received a zoster vaccine as of 2018 despite longstand-
ing national recommendations,28 we sought to assess among
primary care physicians for adults (1) practices, attitudes, and
knowledge about RZV, (2) barriers to recommending RZV,
and (3) likelihood of recommending RZV to patients with
various immunocompromising conditions when the new
guidelines are released.

METHODS

Study Setting

From May through July 2020, a survey was administered to a
national network of physicians who spent at least 50% of their
time practicing primary care. The human subjects review
board at the University of Colorado Anschutz Medical Cam-
pus approved this study as exempt research.

Study Population

The Vaccine Policy Collaborative Initiative,29,30 a survey
mechanism to assess physician attitudes toward vaccine issues
in collaboration with the Centers for Disease Control and
Prevention (CDC), conducted the survey. We developed two

sentinel networks of primary care physicians by recruiting
family physicians (FP) in 2019 from the American Academy
of Family Physicians (AAFP) and general internists (GIM) in
2018 from the American College of Physicians (ACP). We
conducted quota sampling29 to ensure that sentinel networks
of physicians were representative of ACP and AAFPmember-
ships by region, by location (urban vs. rural), and by practice
setting. Network physicians have been shown to be similar to
physicians randomly sampled from the American Medical
Association Masterfile with respect to demographics and atti-
tudes regarding vaccines.29

Study Design

The survey is provided as an online appendix. It asked about
recommending RZV to certain patient groups including vari-
ous immunocompromised populations, and if so, whether
certain patients were prioritized when they had a limited
supply. Additional questions asked about use of reminder/
recall, patient barriers, and their likelihood of recommending
the vaccine for immunocompromised patients upon ACIP
approval. The survey was pretested in 8 primary care physi-
cians and pilot-tested with 63 prior to finalizations for national
distribution.

Survey Administration

Per individual physician preference reported at network en-
rollment, the survey was sent by e-mail or USmail. The e-mail
group was sent an initial e-mail and up to 8 e-mail reminders,
and the US mail group was sent an initial mailing and up to 2
additional reminders. Non-respondents in the e-mail group
were also sent up to 2 surveys by US mail. The mail protocol
was patterned on Dillman’s Tailored Design Method.31

Statistical Analysis

Results were largely similar by specialty so are presented
together, with any significant differences between specialties
noted. Respondents and non-respondents were compared on
available characteristics using t-tests, chi-squared tests, and
Wilcoxon rank sum tests, as appropriate. FP and GIM
respondents were compared using Fisher’s exact and chi-
squared tests as appropriate. All analyses were performed
using SAS, version 9.4 (SAS Institute, Cary, NC).

RESULTS

The overall response rate was 66% (632/955), 69% (327/477)
for FP and 63% (305/484) for GIM. Respondents and non-
respondents did not differ by location, region of the country, or
whether decisions regarding purchasing and handling of vac-
cines by the practice were made independently or at a larger
system level (Table 1). Male physicians, GIM physicians, and
physicians from smaller practices were less likely to respond
than their counterparts.
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Physician Practices Regarding RZV

Physician recommendations for RZV in various patient groups
are presented in Fig. 1. For patient groups covered by 2017
guidelines, 70% or more currently were recommending the
vaccine. For patient groups not under the 2017 guidelines,
depending on the group, 32–67% recommended the vaccine.
Forty-seven percent of physicians currently both stocked/

administered RZV and referred patients elsewhere for vacci-
nation, 42% did not stock RZV and only referred patients
elsewhere, 7% percent stocked and administered and did not
refer patients elsewhere for vaccination, and 4% did not stock/
administer or refer patients to receive RZV. Physicians from
smaller practices (median: 5 providers), private practices, and
practices in the South were less likely to stock RZV than larger
practices, HMOs or hospital-based clinics, or practices in other
regions of the country (p<0.001). Of the 89% who referred
patients to receive RZV outside of the practice, the majority
referred patients to a pharmacy (80% “often/always,” 19%
“sometimes”) and a few reported referring to the public health
department (6% “often/always,” 18% “sometimes”).
Among physicians who currently stocked RZV (n=350),

the following methods were used to bring patients back for
their second dose: giving patients an appointment for the
second dose (76%), conducting a reminder/recall for patients
to come back for the second dose (51%), relying on the patient
to remember to come back to receive the second dose (41%),
generating a list of patients who are due for the second dose

and giving it to the provider (22%), and referring patients to
the vaccine manufacturer for their reminder/recall system
(1%). Thirty-three percent reported using one method, 46%
percent reported two methods, 19% reported three methods,
and 2% reported using four or more of these methods. Eleven
percent exclusively relied on the patient to remember to come
back to receive the second RZV dose.
Of 350 physicians who stocked RZV, 81% reported their

practice had experienced a limited supply or run out of RZV
in the 12 months prior to the survey; 48% estimated their
practice had been out of RZV for greater than 3 months.
Among those physicians who had experienced a shortage of
RZV (n=283), the majority prioritized available vaccine for
patients receiving their second dose (72%), for patients
anticipating immunosuppression in the future (54%), and
for patients ≥60 years (52%); 45% prioritized it for immu-
nocompromised patients. GIM prioritized patients getting
their second dose (80% GIM vs. 65% FP, p=0.005) and
vaccinating immunocompromised patients (52% GIM vs.
38% FP, p= 0.02) more than FP.
Among physicians not stocking RZV (n=267), the most

common reasons for not stocking included the practice decid-
ing it was easier to refer patients to receive it (72%), the up-
front costs to the practice to purchase the vaccine (70%),
inadequate reimbursement to the practice for the vaccination
(59%), and the practice not being set up to bill Medicare Part D
(42%). Seventeen percent had not stocked RZV because their
practice had been unable to secure a steady supply.

Table 1 Demographic and Practice Characteristics of RZV Survey Physician Respondents, USA, 2020 (n=955)

Characteristic Respondents
(N=632)

Non-respondents
(N=323)

P-value

Mean (sd) provider age in years 56.0 (9.2) 57.0 (9.4) 0.11*

Female, % 49 39 <0.002
Specialty, %
Family physicians 52 45 0.04
General internists 48 55
Region, %
Midwest 26 24 0.51
Northeast 19 20
South 33 37
West 23 20
Location of practice, %
Urban 51 54 0.42
Suburban/rural 49 46
Practice setting, %†

Private practice 62 67 0.22
Hospital or clinic 35 29
Health maintenance organization 3 4
Median (IQR) number of providers in practice 6 (3-12) 5 (2-11) 0.03‡

Decision are made about purchasing or handling vaccines, %
Independently 53 59 0.06
At a larger system level 47 41
≥ 25% of patients uninsured, % 4 - N/A
≥ 25% of patients with Medicare, % 71 - N/A
≥ 25% of patients with Medicaid, % 18 - N/A
≥ 25% of patients with private insurance (including Medicare supplemental),
%

82 - N/A

≥ 25% Black patients 21 - N/A

*T-test used
†Some percentages do not add up to 100% because of rounding
‡Wilcoxon test used
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Physician Experience with Patients Declining
RZV

Of physicians who recommended RZV (n=607), 28%
reported patients decline it after it is recommended >25% of
the time, 45% reported patients decline it 5-25% of the time
after it is recommended, and 19% reported patients decline it
less than 5% of the time after it is recommended. Physicians
reported patients most frequently decline RZV due to insur-
ance not covering the cost of the vaccine (38% “Often/al-
ways,” 42% “Sometimes”), being unable to afford the vaccine
(29% “Often/always,” 44% “Sometimes”), fears of immediate
side effects (15% “Often/always,” 54% “Sometimes”), and
previous frustration with being unable receive RZV at a retail
pharmacy (7% “Often/always,” 42% “Sometimes”).

Physician Attitudes Regarding RZV Delivery

Figure 2 shows physician attitudes regarding RZV delivery.
Sixty-four percent agreed pharmacists do not inform them
when patients get Shingrix at a pharmacy and 40% agreed
pharmacists do not put Shingrix doses they administer in the
state IIS.

Physician Knowledge of RZV

Physician responses to various knowledge questions related
to RZV are presented in Table 2. Physicians were generally
knowledgeable about RZV; however, 25% thought that
experiencing side effects from the first dose of RZV that
interfere with normal activities was a reason to not receive
the second dose. Over 20% were unsure about giving RZV
to patients on low-dose methotrexate or immune
modulators.

Physician Reported Barriers to Recommending
RZV

The most common reported barriers to recommending RZV
included the limited supply of RZV (35% “Major,” 32%
“Moderate” barrier), experience with patients declining RZV
due to cost concerns (29% “Major,” 38% “Moderate” barrier),
more pressing medical issues taking precedence (7% “Major,”
27% “Moderate” barrier), and patients having a severe reac-
tion to the first dose (5% “Major,” 15% “Moderate” barrier).

Likelihood of Recommending RZV to
Immunosuppressed Patients

As shown in Fig. 3, 12 to 24% reported they would be
somewhat or very unlikely to recommend RZV to various
types of immunocompromised patients even if it were li-
censed, recommended, and covered by insurance.

DISCUSSION

To our knowledge, this represents the first assessment of the
physician perspective of RZV post-licensure and of initial
ACIP recommendations for immunocompetent adults ≥50
years. Despite a lack of recommendation from ACIP at the
time of the survey, many physicians were already recommend-
ing RZV to some patients with immunocompromising con-
ditions, and most indicated needing more direction on which
immunocompromised patients should optimally receive RZV.
A sizeable minority were not recommending RZV to adults
eligible for the vaccine according to initial recommendations,
like adults aged ≥50 years anticipating a transplant or on low-
dose methotrexate. Physicians were generally knowledgeable
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67%
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96%

44%

35%
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3%

4%

50%

18%

9%

6%

4%

2%

1%

1%

1%

15%

42%

40%

34%

27%

23%

17%

17%

0% 20% 40% 60% 80% 100%

Strongly recommend OR recommend, but not strongly Don’t recommend for or against Recommend against Defer to subspecialist

Adults 18-49 years old with an immunocompromising 
condition (n=596)

Adults ≥ 50 years old receiving immunosuppressive 
therapy for a bone marrow or solid organ transplant 
(n= 557)

Adults ≥ 50 years old on a recombinant human immune 
mediator or immune modulator (e.g. Remicade) (n=591)

Adults ≥ 50 years old on chemotherapy (n=599)

Healthy adults ≥ 50 years old
(n=615)
Adults ≥ 50 years old anticipating having a bone 
marrow or solid organ transplant who are not yet on 
immunosuppressive therapy (n=559)

Adults ≥ 50 years old on low dose methotrexate (<0.4mg/kg)
(n=596)

Adults ≥ 50 years old with HIV (CD4 count >200)§(n=503)

Recommendations Consistent with ACIP Recommendations‡

Recommendations Among Populations without an ACIP recommendation‡

Healthy adults 18-49 years old (n=610)

Fig. 1 Physician strength of recommendation for RZV in different types of patients, USA, 2020 (n=632; some percentages do not add up to
100% because of rounding; removed respondents who reported not seeing a particular type of patient for this analysis). ‡, Advisory Committee
on Immunization Practices RZV recommendation at the time of the survey. §, p<0.05 for differences between GIM and FP (Fisher's exact chi-

squared test or chi-squared test, as appropriate) with GIM more likely to recommend to patients with HIV.\
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about RZV, although less so in relation to using it in immu-
nocompromised patients. A substantial minority reported be-
ing unlikely to recommend it to various immunocompromised
patients even if it were licensed, recommended, and covered
by insurance. As observed previously,32 RZV vaccination
continues to be complicated by delivery inside and outside
the medical home. The limited supply of vaccine (now re-
solved) and cost concerns for patients were the major barriers
to recommending RZV.
Like a prior study, which found physicians were recom-

mending ZVL in the immunocompromised,32 we found
physicians were very interested in using RZV in immuno-
compromised patients and, when faced with short supply,
often prioritized second doses for immunocompromised
patients. This is understandable as immunocompromised
patients are at greater risk not only for HZ, but also for
disseminated HZ, a life-threatening disease. At the time of
the survey, “Guidelines for the Prevention and Treatment of
Opportunistic Infections in Adults and Adolescents with

HIV” recommended RZV use in adults with HIV ≥50 years,
regardless of CD4 count,33 possibly explaining the high
proportion of physicians who reported already recommend-
ing RZV to patients with HIV.
Most physicians agreed they needed more direction about

which immunocompromised patients are eligible for RZV and
preferred for a subspecialist to decide if an immunocompro-
mised patient should get RZV even though vaccinations are
often under primary care’s purview. Admittedly, the popula-
tion that comprises the immunocompromised is heterogenous.
To date, not all categories of immunocompromised patients
have been included in RZV clinical trials or effectiveness
studies. In addition to clinical trials evaluating RZV efficacy
in autologous transplant patients and patients with hematolog-
ic malignancies,16,21 a post hoc analysis of the pivotal clinical
trials evaluated efficacy in participants with at least one po-
tential immune-mediated disease but not taking immunosup-
pressive medication, and found an efficacy against HZ of
90.5% and no difference in serious adverse events between
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16%
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15%
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10%

10%

7%

8%

2%

0% 20% 40% 60% 80% 100%

Strongly Agree Somewhat Agree Somewhat disagree Strongly disagree

I am comfortable deciding which of my 
immunocompromised should receive 

Pharmacists do not have adequate vaccination 
history information to determine if an adult needs 
SHINGRIX†

My patients report retail pharmacies have run out 
of their SHINGRIX supply and therefore they 
were unable to receive the vaccine†

I need more direction on which of my 
immunocompromised patients are eligible for 
SHINGRIX vaccine

Pharmacists have adequate training to 
administer SHINGRIX to healthy adults ≥ 50 
years old

Most pharmacists do not put SHINGRIX doses 
they administer into the state IIS

My patients find it more convenient to get 
SHINGRIX at a pharmacy/retail store than in my 
practice
Due to side effects of the first dose of 
SHINGRIX, I find it difficult to convince patients 
to receive the second dose
As a result of the vaccine shortage, I have had 
very little experience with patients receiving 
SHINGRIX

My patients prefer to receive SHINGRIX at my 
practice rather than at a pharmacy/retail store

When my patients get SHINGRIX at a 
pharmacy, the pharmacy usually does not 
inform me
For my immunocompromised patients, I prefer 
for a subspecialist to decide if they should 
receive SHINGRIX

Pharmacists have adequate training to decide 
which immunocompromised adults ≥ 50 years 
old should get SHINGRIX
Pharmacists do not have access to medical 
information to determine if a patient should 
receive SHINGRIX

Fig. 2 Physician attitudes regarding the delivery of RZV to adult patients, USA, 2020 (n=632; some percentages do not add up to 100% because
of rounding. †, p<0.05 for differences between GIM and FP (Fisher's exact chi-squared test or chi-squared test as appropriate) with more GIM
agreeing that that patients report retail pharmacies have run out of their RZV supply and therefore they were unable to receive it, that they are
comfortable deciding which immunocompromised patients should receive RZV, and that pharmacists do not have adequate vaccination history

information to determine if an adult needs RZV.
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vaccinated and unvaccinated groups.34 A post-licensure co-
hort study35 among Medicare beneficiaries with a wide range
of immunocompromising conditions found a vaccine efficacy
of 64.1%. These latter studies provide aggregate data and lack
specificity regarding RZV performance in patients with par-
ticular immunocompromising conditions; such research could
inform future guidance for RZV use in these populations.
While it is reassuring that physicians were generally very

knowledgeable about RZV, 25% incorrectly thought experi-
encing side effects from the first dose of RZV that interfere
with normal activities was a reason to not receive the second
dose. In pooled data from the pivotal clinical trials, 16.5% of
RZV recipients experienced such reactions.36 In addition to an
initial limited vaccine supply that has since recovered,37 this
knowledge gap might contribute to the 26% and 22% incom-
plete vaccine series within 6 months observed by the Kaiser
Family Foundation38 and in a Medicare beneficiary cohort
study, respectively.35 Forty percent of physicians expressed
difficulty convincing patients to get the second dose after

experiencing side effects from the first dose. Relying on
patients to remember to come back for the second dose of
RZV, as a substantial minority of physicians reported, might
also factor into the notable proportion of RZV recipients who
have an incomplete vaccination series within 6 months of the
first dose. Broader use of evidence-based approaches like
reminder/recall, which half of respondents reported using,
would likely help. The rates of incomplete vaccination series
are concerning because the efficacy of one dose of RZV was
found to be considerably less than two doses in an observa-
tional study (56.9% for 1 dose vs. 70.1% for 2 doses).35

Administration of RZV continues to be complicated by
frequent delivery outside the medical home. More physicians
reported not stocking HZ vaccine (46%) than on a comparable
previous survey (37%)32 in 2016, thereby relying on outside
sources, most often a pharmacy, to provide HZ vaccination. A
majority of physicians report that pharmacists do not inform
them when they give RZV to one of their patients. Immuni-
zation information systems (IISs) are confidential, population-

Table 2 Physician Knowledge of Shingrix Vaccination, USA, 2020 (n= 632)*

Knowledge concept—true or false? Answer Correct
(%)

Incorrect
(%)

Don’t know
(%)

The two doses of RZV should be 2–6 months apart True 97 2 1
A patient should get RZV, even if he/she has already had shingles True 97 2 1
Before administering RZV, the provider should ensure a history of chickenpox or positive
VZV serology

False 86 9 4

If the recommended interval between RZV doses is exceeded, then the series should be
restarted†

False 79 6 14

A patient must wait 5 years after getting ZVL to have RZV False 77 7 16
A patient on low dose methotrexate should not receive RZV† False 71 4 25
It is contraindicated for patients on immune modulators to receive RZV False 69 9 21
If a patient experiences side effects from the first dose of RZV that prevents normal
activities, then that person should not receive the second dose of RZV

False 59 25 17

*Some percentages do not add up to 100% because of rounding
†p<0.05 for differences between GIM and FP (Fisher’s exact chi-squared test or chi-squared test, as appropriate). FP physicians were more
knowledgeable about not needing to restart the series if the interval between doses was exceeded and GIM physicians were more knowledgeable that
patients on low-dose methotrexate can receive RZV

56%

23%

26%
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29%
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26%
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16%

12%

11%

0% 20% 40% 60% 80% 100%

Very Likely Somewhat Likely Somewhat Unlikely Very Unlikely

Adults 18-49 years with HIV (CD4 count >200) (n=484) 

Adults 18-49 years on a recombinant human immune mediator 
or immune modulator (e.g. Remicade) (n=524)

Adults 18-49 years receiving immunosuppressive therapy for 
a bone marrow or solid organ transplant (n=484)

Adults ≥ 50 years with HIV (CD4 count >200) (n=501)

Adults ≥ 50 years on a recombinant human immune mediator 
or immune modulator (e.g. Remicade) (n=541)

Adults ≥ 50 years receiving immunosuppressive therapy for a 
bone marrow or solid organ transplant (n=502) 58%

59%

66%

47%

47%

Fig. 3 Likelihood of recommending RZV to different types of immunocompromised patients if licensed and approved for these populations.
Survey was conducted prior to recent ACIP RZV recommendations in the immunocompromised. Some percentages do not add up to 100%
because of rounding. Removed respondents who reported not seeing a particular type of patient or who responded they did not know what they

would do for this analysis.
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based, computerized systems that collect and consolidate vac-
cination data for people living in a given geopolitical area and
have the potential to facilitate communication about vaccina-
tion delivery.39 During this survey in the summer of 2020,
several physicians reported that pharmacists do not upload
vaccination information to IISs; however, pharmacies have
been integral to the US COVID-19 vaccination program
which requires providers to upload vaccination information
to an IIS. Therefore, pharmacies may be uploading more
vaccination information to IISs now compared to prior to the
COVID-19 vaccination program.40 A previous study found
significant knowledge gaps regarding IISs among primary
care physicians, particularly among general internists.41

With supply issues resolved, the most important barriers to
overcome for physicians to recommend RZV are financial. RZV
costs $162 per dose in the private sector.42 Physicians reported
up-front vaccine purchase costs impacted their willingness to
stock and recommend RZV and that out-of-pocket costs were a
primary factor in patients declining the vaccine. Under the Af-
fordable Care Act, all non-grandfathered private insurance plans
are required to cover the vaccine with no copay or coinsurance
when administered by an in-network provider; for patients en-
rolled in grandfathered private insurance plans, costs may be
incurred with vaccination. For the 23% ofMedicare beneficiaries
with Medicare Part B alone,43 RZV vaccination is not covered.
For the 77% who are enrolled in a Medicare Part D plan through
a prescription drug plan or aMedicare Advantage plan,43 benefits
coverage can be variable. Previous studies demonstrate cost-
sharing requirements for zoster vaccination are high forMedicare
Part D beneficiaries44 and higher than for younger, non-Medicare
patients.45 Medicaid coverage is also variable.46,47 Our study
suggests addressing these voids in coverage will be important
to improving national RZV vaccination rates.
Although this survey includes nationally representative

samples of primary care physicians for adults in the USA
and the response rate was high, the findings are subject to
some limitations. Results are self-reported; actual practice was
not observed. Males, general internists, and physicians from
smaller practices are slightly underrepresented in these find-
ings. From our results, we cannot distinguish whether some
physicians truly do not support using the vaccine in the im-
munocompromised or whether they would prefer to defer the
decision to a subspecialist.
This study indicates the updated ACIP recommendations

for RZV use in immunocompromised adults aged ≥ 19 years23

will be welcomed by many primary care physicians and are
congruent with what many are already doing. However,
knowledge gaps, communication issues, and financial barriers
need to be addressed to optimize vaccination delivery and
improve national RZV vaccination rates.

Supplementary Information The online version contains supple-
mentarymaterial available at https://doi.org/10.1007/s11606-022-
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