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HIV Continuum of Care

Center for Disease Control and Prevention: https://www.aids.gov/federal-resources/policies/care-continuum/
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The HIV care continuum—sometimes also referred to as the HIV treatment cascade—is a model that outlines the sequential steps or stages of HIV medical care that people living with HIV go through from initial diagnosis to achieving the goal of viral suppression (a very low level of HIV in the body), and shows the proportion of individuals living with HIV who are engaged at each stage. Achieving viral suppression is a critical element in ending the epidemic. People with HIV should take medicine to treat HIV as soon as possible. HIV medicine is called antiretroviral therapy, or ART. If taken as prescribed, HIV medicine reduces the amount of HIV in the body (viral load) to a very low level, which keeps the immune system working and prevents illness. This is called viral suppression—defined as having less than 200 copies of HIV per milliliter of blood. HIV medicine can even make the viral load so low that a test can’t detect it. This is called an undetectable viral load. A person with HIV who takes HIV medicine as prescribed and gets and stays virally suppressed or undetectable can stay healthy and has effectively no risk of sexually transmitting HIV to HIV-negative partners. This is known as U=U Undetectable equals Untransmutable. HIV and oral health transcends of steps of the HIV continuum from early diagnosis linking and retaining in care, working with patients on adherence to antiretroviral therapy and achieving viral suppression. 



Learning Objectives

By the end of this module, the learner will be able to: 
 Discuss the current demographics of COVID-19
 Define COVID-19 and describe the most common symptoms
 Describe testing regiments and their significance
 Analyze the relationship between COVID-19 and HIV
 Explain the link between oral health and severity of COVID-

19
 Describe emergency vaccination usages currently approved
 Understand current myths about COVID-19 vaccination

Presenter
Presentation Notes
The following are the learning objectives for the series of presentations on HIV and Oral Health



Objective of Significance
 Each PLWH in care should be linked and retained in oral 

health care
 Comprehensive Oral Exam Yearly
 Six-month follow-ups

This Photo by Unknown Author is licensed under CC BY-SA
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Consistent with the HIV AIDS Bureau (HAB) Oral Health Service Delivery Model each person living with HIV should be linked and retained in oral health care. According to the HAB each patient should receive a yearly oral exam to include a medical dental and social history, risk assessment, periodontal screening or examination, treatment plan, and oral hygiene education. In addition, each patient  should receive a six month follow up what is called in dentistry as a periodic oral examination. 

https://solvibrations.org/7-simple-solutions-to-a-brighter-smile/
https://creativecommons.org/licenses/by-sa/3.0/


What is COVID-19? 

 COVID-19, 'CO' stands for 'corona,' 'VI' for 'virus,' and 'D' 
for disease. 

 A cluster of pneumonia of unknown origin was identified 
in Wuhan, China, in December 2019. On  January 12, 2020, 
Chinese authorities shared the sequence of a novel 
coronavirus termed severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) isolated from some clustered 
cases.

 The first laboratory-confirmed case of COVID-19 in the 
United States was confirmed on January 20, 2020.

 Jan. 27, 2020: The National Microbiology Lab in Winnipeg 
confirms that a man in quarantine in Sunnybrook Hospital 
is Canada’s first documented case of the new coronavirus.



Symptoms of COVID-19
COVID-19 affects different people in different ways. Infected people have had a wide 
range of symptoms reported –from mild symptoms to severe illness.

Symptoms may appear 2-14 days after exposure to the virus. 
 COMMON
 ASYMPTOMATIC
 Fever or chills
 Cough
 Shortness of breath or difficulty 

breathing
 Fatigue
 Muscle or body aches
 Headache
 New loss of taste or smell
 Sore throat
 Congestion or runny nose

 LESS COMMON
 Nausea or vomiting
 Diarrhea
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Asymptomatic coronavirus carriers, or those who do not experience any symptoms, unknowingly contribute to the spread of COVID-19, infectious disease experts say. Now the U.S. Centers for Disease Control and Prevention (CDC) has issued new guidance that raises the estimate of asymptomatic carriers to 40 percent of people who have COVID-19.Previously, the CDC estimated asymptomatic carriers at 35 percent, a figure reported in late May. The agency concedes that “asymptomatic cases are difficult to identify and transmission is difficult to observe and quantify.”The CDC had estimated that the chance of transmission of COVID-19 from asymptomatic people was 100 percent. But that figure has been revised downward this month to 75 percent. That means that the CDC now says asymptomatic individuals are less likely to transmit infection, compared to symptomatic individuals who have a 100 percent chance of transmission.Children have been identified as having a lower risk of suffering serious illness and death from COVID-19, the CDC says. But they can function as asymptomatic carriers of the virus and can pose risks to vulnerable, older adults, the agency says.Fatigue, Shortness of Breath Lead List of Lingering Symptoms, Researchers SayThere are increasing reports of long-lasting effects, or lingering symptoms, in some recovered COVID-19 patients who have been discharged from acute care, a new study indicates.In a research paper published in the Journal of the American Medical Association, Angelo Carfi, M.D., and colleagues in Rome, Italy found that 87 percent of 143 previously hospitalized patients had at least one lingering symptom — particularly fatigue and shortness of breath — after more than a month following discharge from a hospital.Post-discharge testing was conducted from April 21 to May 29. Among the results:Just 12.6 percent of the 143 patients were completely free of any COVID-19 symptoms32 percent of patients had one or two symptoms and 55% had three or moreNone had fever or other signs and symptoms of acute illness53 percent of patients still had fatigue, 43 percent had dyspnea (shortness of breath), 27 percent had joint pain, and 22 percent suffered chest pain44 percent reported a worse quality of life following discharge, compared to life before COVID-19.The researchers concluded: “Clinicians and researchers have focused on the acute phase of COVID-19, but continued monitoring after discharge for long-lasting effects is needed.”



Recovery/death rates 
 Most people (about 80%) recover 

from the disease without needing 
special treatment, and for the 
majority – especially for children 
and young adults – illness due to 
COVID-19 is generally minor. 
However, for some people it can 
cause serious illness.
Around 1 in every 5 people who 
are infected with COVID-19 
develop difficulty in breathing 
and require hospital care. People 
who are aged over 60 years, and 
people who have underlying 
medical conditions such as 
diabetes, heart disease, 
respiratory disease or 
hypertension are among those 
who are at greater risk.

 Two new peer-reviewed studies are 
showing a sharp drop in mortality 
among hospitalized COVID-19 patients. 
The drop is seen in all groups, including 
older patients and those with 
underlying conditions, suggesting that 
physicians are getting better at helping 
patients survive their illness.

 The study, finds that mortality has 
dropped among hospitalized patients by 
18 percentage points since the 
pandemic began. Patients in the study 
had a 25.6% chance of dying at the start 
of the pandemic; they now have a 7.6% 
chance.
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The studies reveal that age is by far the strongest predictor of an infected person’s risk of dying — a metric known as the infection fatality ratio (IFR), which is the proportion of people infected with the virus, including those who didn’t get tested or show symptoms, who will die as a result.“COVID-19 is not just hazardous for elderly people, it is extremely dangerous for people in their mid-fifties, sixties and seventies,” says Andrew Levin, an economist at Dartmouth College in Hanover, New Hampshire, who has estimated that getting COVID-19 is more than 50 times more likely to be fatal for a 60-year-old than is driving a car.But “age cannot explain everything”, says Henrik Salje, an infectious-disease epidemiologist at the University of Cambridge, UK. Gender is also a strong risk factor, with men almost twice more likely to die from the coronavirus than women. And differences between countries in the fatality estimates for older age groups suggest that the risk of dying from coronavirus is also linked to underlying health conditions, the capacity of health-care systems, and whether the virus has spread among people living in elderly-care facilities.Older men more at riskTo estimate the mortality risk by age, researchers used data from antibody-prevalence studies.In June and July, thousands of people across England received a pinprick antibody test in the post. Of the 109,000 randomly selected teenagers and adults who took the test, some 6% harbored antibodies against SARS-CoV-2. This result was used to calculate an overall IFR for England of 0.9% — or 9 deaths in every 1,000 cases. The IFR was close to zero for people between the ages of 15 and 44, increasing to 3.1% for 65–74-year-olds and to 11.6% for anyone older. The results of the study have been posted to the medRxiv preprint server1.�“Men face twice the risk of women,” says Beatriz Pérez-Gómez, an epidemiologist at the Carlos III Institute of Health in Madrid, who was involved in the Spanish study. The results have also been posted to the medRxiv server2. The study in England also compared results from different ethnic groups. Mortality and morbidity statistics suggest that Black and South Asian people in England are more likely to die or to be hospitalized.



Modes of transmission
Direct Contact Transmission
 Direct contact transmission 

may occur through direct 
contact with virus-
contaminated objects or 
surfaces and infecting people 
through the mouth, nose, or 
eyes. Healthcare providers 
attending COVID-19 patients 
are especially at risk of being 
infected via this mode of 
disease transmission  one 
reason there are numerous 
nosocomial infections. 

Aerosol Transmission
 The aerosols from expired air 

coughs, and sneezes that 
contaminate the immediate 
environment  are among media for 
virus spread. Aerosol transmission 
is not just from people with 
symptoms of the disease, even 
asymptomatic COVID-19-positive 
people can be the source of 
infection. In close environments, 
the virus-containing aerosol may 
persist in the air for long periods 
and at high concentrations, further 
increasing the rate of transmission. 
The virus remains viable for at least 
3 h in aerosols and 48–72 h on 
stainless steel and plastic surfaces.
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In direct contact transmission, the fomites are suspected to be the main source of infectious particles [90,91]. The transmission of COVID-19 can be minimized by frequent washing of hands with an alcohol-based hand rub or soap and water and avoiding touching eyes, nose, and mouth with contaminated hands [92].Nosocomial transmission of the COVID-19 [99] is a serious threat to healthcare providers. Nosocomial infections through aerosols can occur when they perform procedures on the respiratory pathway, perform dental care [94] and hemodialysis [100], and manage of intensive care unit (ICU) [101]. Management of respiratory diseases and disorders often requires the use of high-flow nasal oxygen or endoscopy, procedures that may generate COVID-19 virus-laden aerosols into the environment, and infecting inadequately protected people. To minimize the risk of infection among healthcare providers, the CDC had formulated recommendations on the use of PPE including gowns, gloves, N95 respirators, face-shield, or goggles. In extreme cases, a powered, air-purifying respirator (PAPR) should be used to aid respiration healthcare providers. These precautions should be concurrent with the practice of social distancing [[102], [103], [104]].



Modes of transmission
Droplet Transmission
 Respiratory air normally 

contains an abundance of 
droplets of sizes less than 
5 μm in diameter. Coughing 
and sneezing cause 
increased expulsion of 
droplets from the oral cavity 
and respiratory tract. In 
COVID-19 patients these 
droplets contain a virus that 
if inhaled or ingested or 
landing on the mucous 
membranes will cause 
disease in people.

Fecal-oral transmission
• The role of feces in the 

transmission of COVID-19 is 
unclear. There have been 
suggestions that the 
gastrointestinal system is a 
critical route for the spread of 
this virus. It seems, that using 
immunofluorescent staining, 
the ACE2-positive cells are 
rarely detected in esophageal 
mucosa. This is probably of the 
predominance of esophageal 
squamous epithelial cells that 
express less ACE2 than 
glandular epithelial cells.
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This mode transmission is the most dangerous form of COVID-19 spread among healthcare providers [106]. The use of PPE with efficient barriers to the droplets and maintenance of personal and environmental hygiene will limit the rate of infections [107].COVID-19 viral transmission may also occur via feces, tears, and conjunctival secretions The COVID-19 virus infects cells via the surface angiotensin-converting enzyme 2 (ACE2). Incidentally, it was shown that there are high expressions of ACE2 in gastric glandular, colon and ileum absorptive enterocytes, duodenal and rectal cells suggesting the virus spread via the fecal-oral route [97,107,113]. 



Viral load and shedding

The pathophysiological characteristics of COVID-19 have not been 
determined and there is much uncertainty regarding the mechanism of 
shedding and spread of the virus. Recent estimates suggested that COVID-19 
has a median incubation period of 3 days (range: 0–24 days) with potential 
asymptomatic transmission. Epidemiological evidence showed the virus can 
be transmitted during the incubation period , especially during the late 
stages. 
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Interestingly, the viral could not be detected early in diseased patients from the tertiary transmission, thus, it could be speculated that the infectivity of COVID-19 will gradually decrease with the level of transmission [143]. The highest viral load in COVID-19 patients are in the sputum, saliva, and upper airway secretions [144], although the virus may also be found in blood, pharynx, and anus [145].The most critical characteristics of a COVID-19 virus are their high capacity for shedding, transmission, and spread [146,147]. The median period of COVID-19 viral release from the time patients nasopharyngeal swab tested positive, is 12 days, although some patients shed virus after one weekThe nasopharyngeal viral load of patients with COVID-19 peaks within the first few days of onset of symptoms and viral shedding in nasopharyngeal secretions will persist for at least another 24 days [150]. Most COVID-19 patients show a high prevalence of the virus in saliva. 



COVID testing



COVID testing
Diagnostic tests/Molecular Test
 Nasopharyngeal (the part of the 

throat behind the nose), nasal 
or throat swab (most tests)

 Saliva (a few tests)
 Same day (some locations) or 

up to a week (longer in some 
locations with many tests)

 This test is typically highly 
accurate and usually does not 
need to be repeated.

 Diagnoses active coronavirus 
infection

Diagnostic tests/Antigen/Rapid Test
 Nasal or nasopharyngeal swab (most 

tests)
 Some may be very fast (15 - 30 

minutes), depending on the test
 Positive results are usually highly 

accurate, but false positives can 
happen, especially in areas where 
very few people have the virus. 
Negative results may need to be 
confirmed with a molecular test.

 Antigen tests are more likely to miss 
an active COVID-19 infection 
compared to molecular tests. Your 
health care provider may order a 
molecular test if your antigen test 
shows a negative result, but you have 
symptoms of COVID-19.



COVID testing
Antibody Test
 Serological test, serology, blood 

test, serology test.
 Finger stick or blood draw.
 Same day (many locations) or 1-3 

days
 Sometimes a second antibody test 

is needed for accurate results.
 Shows if you’ve been infected by 

coronavirus in the past.
 Does not diagnose COVID-19 at 

the time of the test or show that 
you do not have COVID-19

We do not know how long 
antibodies stay in the body 
following infection with the virus 
that causes COVID-19. We do not 
know if antibodies give you 
protective immunity against the 
virus, so results from a serology 
test should not be used to find out if 
you have immunity from the virus. 
The FDA cautions patients against 
using the results from any serology 
test as an indication that they can 
stop taking steps to protect 
themselves and others, such as 
stopping social distancing or 
discontinuing wearing masks.



How to prevent the spread of COVID-19 
in the community 
 Wash your hands often
• Wash your hands often with soap and water for at least 20 seconds especially after you 

have been in a public place, or after blowing your nose, coughing, or sneezing.
• If soap and water are not readily available, use a hand sanitizer that contains at least 60% 

alcohol. Cover all surfaces of your hands and rub them together until they feel dry.
• Avoid touching your eyes, nose, and mouth with unwashed hands.
 Avoid close contact
• Inside your home: Avoid close contact with people who are sick.

• If possible, maintain 6 feet between the person who is sick and other household 
members.

• Outside your home: Put 6 feet of distance between yourself and people who don’t live in 
your household.

• Remember that some people without symptoms may be able to spread virus.
• Stay at least 6 feet (about 2 arms’ length) from other people.

• Everyone should wear a mask in public settings and when around people who don’t 
live in your household, especially when other social distancing measures are difficult 
to maintain.

• Continue to keep about 6 feet between yourself and others. The mask is not a 
substitute for social distancing.
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HOME GATHERINGS ACCOUNT FOR 74% OF THE SPREAD OF Covid-19

https://www.cdc.gov/handwashing/when-how-handwashing.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html


HIV and COVID-19

 We are still learning about COVID-19 and how it affects people with HIV. 
Based on limited data, we believe people with HIV who are on effective 
HIV treatment have the same risk for COVID-19 as people who do not 
have HIV.

 Older adults and people of any age who have serious underlying 
medical conditions might be at increased risk for severe illness. This 
includes people who have weakened immune systems. The risk for 
people with HIV getting very sick is greatest in

• People with a low CD4 cell count, and
• People not on effective HIV treatment (antiretroviral therapy or ART).

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-increased-risk.html


HIV and COVID-19
 Nearly half of people in the United States with diagnosed HIV are aged 50 

years and older. People with HIV also have higher rates of certain 
underlying health conditions. Older age and these conditions can increase 
their risk for more severe illness if people with HIV get COVID-19, especially 
people with advanced HIV.

 Steps that people with HIV can take to prepare in addition to what is 
recommended for everybody:

• Make sure you have at least a 30- to 90-day supply of your HIV medicine 
and any other medications or medical supplies you need for managing HIV. 
Ask your health care provider about receiving your medicine by mail.

• Talk to your health care provider and make sure all your vaccinations are 
up-to-date, including vaccinations against seasonal influenza (flu) and 
bacterial pneumonia. These vaccine-preventable diseases disproportionally 
affect people with HIV.

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhigh-risk%2Fhigh-risk-complications.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/index.html
https://www.cdc.gov/flu/highrisk/hiv-flu.htm


HIV and COVID-19
• Establish and maintain a plan for remote clinical care. Try to establish a 

telemedicine link through your HIV care provider’s online portal. If 
telemedicine is not available to you, make sure you can communicate with 
your provider by phone or text. You can update your remote clinical care 
plan every year, or any time you have a change in your health or HIV 
treatment.

• If your HIV is undetectable (or virally suppressed), talk to your health care 
provider about delaying your routine medical and lab visits.

• Make sure you can maintain a social network remotely, such as online, by 
phone, or by video chat. This can help you stay socially connected and 
mentally healthy, which is especially important for people with HIV.

• People with HIV can sometimes be more likely than others to need extra 
help from friends, family, neighbors, community health workers, and others. 
If you become sick, make sure you stay in touch by phone or email with 
people who can help you.



Relationship between Oral Health and 
COVID-19
 32-46% of PLWH will 

have at least one 
major HIV-related oral 
health problem
 58-68% PLWH do not 

receive regular health 
care
 The relationship 

between oral health 
and overall health is 
well established
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With over 30 years of data, it is well established that between 32-46 percent of people living with HIV will face at least one major HIV oral health problem that could include candidiasis, Kaposi's Sarcoma, HPV related squamous cell carcinoma, among others. Because people living with HIV experience many barriers in receiving oral health care including lack of insurance, limited incomes, lack of providers, stigma, and limited  knowledge among patients and providers of the important of  oral  health care 58-68 percent of people living  with HIV do not receive regular oral  health care. It is evident  that poor oral health can impede nutritional intake leading to poor absorption of HIV and other medication leaving patients more susceptible to progression of their disease and issues with control of other comorbidities The relationship between oral infection, inflammation and systemic health is well documented. There are two types of inflammation: acute and chronic. Acute inflammation is characterized by a rapid onset and short duration. It manifests with exudation of fluid and plasma proteins, and emigration of leukocytes, most notably neutrophils. Chronic inflammation is of prolonged duration and manifests histologically by the presence of lymphocytes and macrophages and results in fibrosis and tissue necrosis. When inflammation continues for prolonged periods of time, it can be thought of as the healing process in overdrive, and deleterious changes can occur to localized tissues as well as the entire body. In appreciating the inflammatory process, it is important to understand the role of chemical mediators. These are the substances that tend to direct the inflammatory response. These inflammatory mediators come from plasma proteins or cells including mast cells, platelets, neutrophils and monocytes/macrophages. They are triggered by bacterial products or host proteins. Chemical mediators bind to specific receptors on target cells and can increase vascular permeability and neutrophil chemotaxis, stimulate smooth muscle contraction, have direct enzymatic activity, induce pain or mediate oxidative damage



Relationship between Oral Health and 
COVID-19
 There is a potential link between SARS-

CoV-2 and bacterial load, questioning 
whether bacteria may play a role in 
bacterial superinfections and 
complications such as pneumonia, acute 
respiratory distress syndrome and 
sepsis. 

 Bacteria that colonize the mouth are 
shed into the saliva. The pathogenic 
bacteria within the saliva can then be 
aspirated into the lower respiratory tract 
and cause or aggravate an infection.

 Comorbidities at highest risk of COVID-
19 complications also cause imbalances 
in the oral microbiome and increase the 
risk of periodontal disease. 

 In addition, high bacterial load in the 
mouth and post-viral complications, and 
how improving oral health may reduce 
the risk of complications from COVID-19.
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The risk factors already identified for developing complications from a COVID-19 infection are age, gender and comorbidities such as diabetes, hypertension, obesity and cardiovascular disease. These risk factors, however, do not account for the other 52% of deaths arising from COVID-19 in often seemingly healthy individuals. While COVID-19 can affect multiple organs in the body, including the kidneys and liver [4,5], the main cause of mortality is due to the ability of SARS-CoV-2 to infect the respiratory tract, leading to severe pneumonia. Patients with COVID-19 display symptoms of fever, cough, dyspnea, and other complications associated with acute respiratory distress syndromeFurthermore, the oral cavity is a significant reservoir for respiratory pathogens, including Chlamydia pneumoniae; and patients with periodontal disease are more likely to develop hospital-acquired pneumonia as a complication [[18], [19], [20]]. Several mechanisms may explain the ability of oral pathogens to exacerbate lung infection, including aspiration of oral pathogens into the lower respiratory tract, especially in high-risk individuals; modification of mucosal surfaces along the respiratory tract by salivary enzymes, which thereby facilitate colonization by pathogens; and secretion of pro-inflammatory cytokines during periodontitis, which can promote adhesion to lung epithelium and lung colonization by respiratory pathogens [21,22]. Improving oral hygiene may thus reduce oropharyngeal colonization and the risk of respiratory complications.



COVID-19 Vaccines
 On December 11, 2020, the U.S. Food and 

Drug Administration issued the first 
emergency use authorization (EUA) for a 
vaccine for the prevention of coronavirus 
disease 2019 (COVID-19) caused by 
severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) in 
individuals 16 years of age and older. The 
emergency use authorization allows the 
Pfizer-BioNTech COVID-19 Vaccine to be 
distributed in the U.S.

 The most commonly reported side 
effects, which typically lasted several 
days, were pain at the injection site, 
tiredness, headache, muscle pain, chills, 
joint pain, and fever. Of note, more 
people experienced these side effects 
after the second dose than after the first 
dose, so it is important for vaccination 
providers and recipients to expect that 
there may be some side effects after 
either dose, but even more so after the 
second dose.

• You should receive a vaccination card or 
printout that tells you what COVID-19 vaccine 
you received, the date you received it, and 
where you received it.

• You should receive a paper or electronic 
version of a fact sheet that tells you more 
about the specific COVID-19 vaccine you are 
being offered. Each authorized COVID-19 
vaccine has its own fact sheet that contains 
information to help you understand the risks 
and benefits of receiving that specific vaccine.

 With most COVID-19 vaccines, you will need 
two shots in order for them to work. Get the 
second shot even if you have side effects after 
the first one, unless a vaccination provider or 
your doctor tells you not to get a second shot.



Myths about the COVID-19 Vaccine

 Myth #1: If you've had COVID-19 
already, you don't need to get 
vaccinated.

The verdict is still out when it comes to how 
long you are protected from COVID-19 after 
a previous infection — what's referred to as 
natural immunity. In fact, “early evidence 
suggests natural immunity from COVID-19 
may not last very long,” the Centers for 
Disease Control and Prevention (CDC) 
explains. Because of this, “people may be 
advised to get a COVID-19 vaccine even if 
they have been sick with COVID-19 before,” 
the agency states.
 Myth #2: Once you receive the 

coronavirus vaccine, you're immune 
for life.

It's also unknown how long immunity from 
a coronavirus vaccine will last and whether 
it will need to be administered more than 
once, or even on a regular basis, like the flu 
shot.

 Myth #3: You can ditch your mask after you 
get vaccinated.

The vaccine is one tool that can help slow the spread 
of the coronavirus, but others will be needed to bring 
the pandemic to an end. These include mask 
wearing, social distancing, handwashing and testing.

It will l take  months to get the majority of Americans 
who want a coronavirus vaccine vaccinated, health 
officials predict. And until a substantial portion of 
the population develops resistance to COVID-19 and 
so-called herd immunity is reached, the virus will 
continue to spread and sicken people.

Protection isn't instantaneous. “It typically takes a 
few weeks” for the body to develop memory cells for 
the virus after vaccination, which means “it is 
possible that a person could be infected” with the 
coronavirus just after receiving the vaccine and then 
get sick with COVID-19 “because the vaccine did not 
have enough time to provide protection,”. In this case, 
face masks, social distancing and other 
recommended efforts can help prevent an infection 
while the body builds up immunity.

While the leading vaccines have proven effective at 
preventing COVID-19, it’s not yet clear whether they 
can block virus transmission. Masks, however, have 
demonstrated their effectiveness at stopping virus 
particles from infecting others.

https://www.aarp.org/health/conditions-treatments/info-2020/herd-immunity-covid19.html


Myths about the COVID-19 Vaccine

 Myth #4 You don't need both doses of 
the two-dose vaccines.

All but one of the vaccines in late-stage 
development require two doses that are 
given a few weeks apart. And because 
health experts are not sure whether one 
dose will be effective enough to prevent 
COVID-19 or a severe case of the illness, 
skipping the second shot is not a good 
idea. As the CDC explains: The first shot 
starts building protection; the second shot 
boosts that protection and “is needed to get 
the most protection the vaccine has to offer.”

 "Myth #5: If you got the flu shot this 
year, you don't need a coronavirus 
vaccine.

While the flu and COVID-19 share a similar 
list of symptoms, they are two different 
illnesses, caused by two different viruses. 

 Myth #6 The vaccines use a live version of 
the coronavirus.

None of the vaccines in late-stage development 
in the U.S. use the live virus that causes COVID-
19, the CDC confirms. Instead, the leading 
vaccine candidates use scientific techniques to 
train the human body to recognize and fight the 
coronavirus by either introducing a harmless 
piece of the virus (not the entire germ) to the 
body or by giving the body instructions to make 
its own coronavirus-like protein. The body then 
recognizes these proteins shouldn't be there and 
produces antibodies to fight them off. Then, the 
immune system establishes memory to protect 
against future infections.
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