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Dear Provider,

Fighting the flu begins with you! The flu vaccine is the most effective prevention measure against influenza disease, and it is 
recommended for anyone six months of age and older1. The flu is a serious disease to which everyone is susceptible every year, 
particularly between the months of October and May2.

The Centers for Disease Control and Prevention (CDC) estimated that the 2018-2019 flu season resulted in upwards of 42.9 
million individuals experiencing flu illnesses, 647,000 flu related hospitalizations, and 61,200 deaths2. 

The flu can be particularly dangerous to young children five years of age and younger due to their developing immune systems1. 
The CDC estimates between 7,000 and 26,000 children are hospitalized each year due to the flu1. During the 2018 – 2019 flu 
season a total of 111 pediatric deaths were reported3. Yet, despite the available information, only 54% of children between 6 
months and 18 years of age in Indiana received the flu vaccine during the 2017-2018 flu season4. Therefore, it is imperative that 
we diligently work to vaccinate children in our communities with the flu vaccine annually to prevent and/or lessen the severity of 
the disease and its accompanying complications if contracted1. 

The Indiana State Department of Health (ISDH) has ordered 50% more Vaccines for Children (VFC) vaccine for the upcoming 
2019-2020 season to ensure VFC-eligible children and VFC providers have access to ample supply. We want to stress the 
importance of the receipt of two (2) consecutive doses this season for children between the ages of 6 months and 8 years that 
have only received one previous flu vaccine dose. This will ensure children are fully protected from influenza before it begins 
to widely circulate within our communities. But, achieving this goal is not possible without the help of our dedicated Hoosier 
immunization providers and parents. 

We recognize there are competing information resources through a variety of media channels, and making informed health 
care decisions requires trustworthy advice. The information contained in this toolkit serves as a consolidated source of 
credible information to further educate providers, parents, and community partners on flu prevention for our most vulnerable 
populations. 

We thank you for all the time and energy you will invest this coming season to protect our communities against the flu. We hope 
you find this resource informative and helpful for your efforts. 

Thank you for helping fight against this serious and potentially deadly disease!

Sincerely, 

David McCormick
Director, Immunization Division
Indiana State Department of Health

References:
1CDC — https://www.cdc.gov/flu/highrisk/children.htm 
2CDC flu link — https://www.cdc.gov/flu/index.htm 
3CDC situation update — https://www.cdc.gov/flu/weekly/summary.htm 
4CDC % — https://www.cdc.gov/flu/fluvaxview/reportshtml/reporti1718/reporti/index.html 

http://www.vaccinateindiana.org
https://www.cdc.gov/flu/highrisk/children.htm
https://www.cdc.gov/flu/index.htm
https://www.cdc.gov/flu/fluvaxview/reportshtml/reporti1718/reporti/index.html
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Prevention and Control of Seasonal Influenza with Vaccines: Recommendations of the 
Advisory Committee on Immunization Practices (ACIP)—United States, 2020-21 

Summary of Recommendations 
For additional information: MMWR Recomm Rep 2020;69(No. RR-8), at https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html. 

This document is available in HTML format at https://www.cdc.gov/flu/professionals/acip/summary/summary-recommendations.htm. 

GROUPS RECOMMENDED FOR VACCINATION 
• Routine annual influenza vaccination is recommended for all 

persons aged ≥6 months who do not have contraindications. 
• A licensed vaccine appropriate for age and health status should be 

used. Consult package information for age indications. 
• Emphasis should be placed on vaccination of high-risk groups and 

their contacts/caregivers. When vaccine supply is limited, 
vaccination efforts should focus on delivering vaccination to (no 
hierarchy is  implied by order of  listing): 
o Children aged 6 through 59 months 
o Adults aged ≥50 years 
o Persons with chronic pulmonary (including asthma), 

cardiovascular (excluding isolated hypertension), renal, 
hepatic, neurologic, hematologic, or metabolic   disorders 
(including diabetes mellitus) 

o Persons who are immunocompromised due to any cause, 
including (but not limited to) medications or HIV infection 

o Women who are or will be pregnant during the influenza season 
o Children and adolescents (aged 6 months through 18 years) 

receiving aspirin- or salicylate-containing medications who 
might be at risk for Reye syndrome associated with influenza 

o Residents of nursing homes and long-term care facilities 
o American Indians/Alaska Natives 
o Persons who are extremely obese (BMI ≥40 for adults) 
o Caregivers and contacts of those at risk: 
 Health care personnel, including all paid and unpaid 

persons working in health-care settings who have 
potential for exposure to patients and/or to infectious 
materials, whether or not directly involved in patient care; 

 Household contacts and caregivers of children aged 
≤59 months (i.e., <5 years), particularly contacts of 
children aged <6 months, and adults aged ≥50 years; 

 Household contacts and caregivers of persons with 
medical conditions associated with increased risk of severe 
complications from influenza. 

TIMING OF VACCINATION 
• Vaccine should be administered by the end of October, but 

vaccination should continue to be offered as long as influenza 
viruses are circulating locally and unexpired vaccine is available. 

• Vaccination too early in the season (e.g., July or August) may lead to 
suboptimal immunity later in the season, particularly among older 
adults. 

• Children aged 6 months through 8 years who require 2 doses (see 
Figure) should receive their first dose as soon as possible after 
vaccine becomes available, and the second dose ≥4 weeks later. 

ADULTS AGED ≥65 YEARS 
• Persons aged ≥65 years may receive any age-appropriate IIV or 

RIV4.  Vaccination should not be delayed to find a particular product 
if an appropriate one is available. 

• There are data supporting greater benefit of HD-IIV3, RIV4, or aIIV3 
relative to standard-dose unadjuvanted IIVs in this age group, but 
comparisons of these three vaccines with one another are limited. 

• HD-IIV3, the most well studied, was more effective than IIV3 in a 
large two-season randomized trial.  However, HD-IIV3 will be 
replaced by HD-IIV4 in 2020-21, and aIIV4 will be also be available.  
Data comparing benefits of the newer HD-IIV4 or aIIV4 to standard-
dose unadjuvanted IIVs are limited. 

VOLUME PER DOSE FOR CHILDREN AND ADULTS 
• Four IIV4s are licensed for ages 6 through 35 months. Dose 

volumes differ for these vaccines for this age group. Children 
aged 6 through 35 months may receive (intramuscularly): 
o 0.25mL of Afluria Quadrivalent, or 
o 0.5mL of Fluarix Quadrivalent, or 
o 0.5mL of FluLaval Quadrivalent,  or 
o Either 0.25mL or 0.5 mL of Fluzone Quadrivalent (note; 

0.25mL prefilled syringes will not be available for 2020-21). 
• Children aged 3 through 17 years may receive 0.5mL of an age- 

appropriate intramuscular IIV formulation. 
• Adults aged ≥18 years may receive an age-appropriate 

intramuscular IIV or RIV4.  The correct adult dose volume is  
0.5mL for RIV4 and all IIVs except HD-IIV4, for which it is 0.7mL. 

• If a 0.25mL intramuscular dose is administered to a person ≥36 
months of age: 
o If the error is discovered immediately, administer the 

remaining additional volume needed to provide a full dose. 
o If the error is discovered later (after the recipient has left the 

vaccination setting), a full dose should be administered as 
soon as the recipient can return. 

• Healthy non-pregnant persons (see LAIV4 Contraindications and 
Precautions, page 4) aged 2 through 49 years may alternatively 
receive 0.2mL of LAIV4 intranasally (0.1mL per nostril, using the 
supplied   sprayer). 

NUMBER OF DOSES NEEDED FOR CHILDREN AGED 
6 MONTHS THROUGH 8 YEARS 
• Determine the number of doses needed based on child’s age at 

time of first dose of 2020–21 influenza vaccine and number of 
doses of influenza vaccine received in previous seasons 
o For children aged 6 months through 8 years, determine the 

number of doses needed as shown below. 
o For children needing two doses, the second dose is 

recommended even if the child turns age 9 years between 
dose 1 and dose 2. 

o Persons aged ≥9 years need only one dose for 2020-21. 
o Children aged <6 months should not receive influenza 

vaccine. 
 

 
 
 
 
 
 
 
 
 

PREGNANT WOMEN 
• All women who are pregnant or who might be pregnant during the 

influenza season should receive influenza vaccine. 
• An age-appropriate IIV or RIV4 may be given at any time during 

pregnancy. 
• LAIV4 should not be used during pregnancy. 

  

Yes No/Don’t know 

1 dose of 
2020-21 influenza vaccine 

2 doses of 
2020-21 influenza vaccine 

(administered ≥4 weeks apart) 

Did the child receive ≥2 doses of 
trivalent or quadrivalent  influenza vaccine  

before July 1, 2020? 
(Doses need not have been received 

during the same or consecutive seasons) 

8-19-2020 
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IMMUNOCOMPROMISED PERSONS 
• Immunocompromised persons should receive an age-appropriate IIV 

or RIV4. 
• LAIV4 should not be used for immunocompromised persons. 
• Immune response to vaccines might be blunted in 

immunocompromised persons, and might be reduced or minimal as 
a result of medications, chemotherapy, or transplant regimens. 

• Timing vaccination during some period either before or after 
interventions which compromise immunity may be appropriate. The 
Infectious Diseases Society of America (IDSA) has published guidance 
concerning the timing of vaccination in relation to such 
interventions (see Further Information, page 2). 

VACCINATION OF PERSONS WITH COVID-19 
• For those who have acute illness with suspected or confirmed 

COVID-19, clinicians can consider delaying vaccination until patients 
are no longer acutely ill. 

• If influenza vaccination is delayed, patients should be reminded to 
return for vaccination once recovered from COVID-19. 

CAREGIVERS AND CONTACTS OF HIGH-RISK PERSONS 
• Caregivers and contacts (including those of immunosuppressed 

persons) may receive any age-appropriate IIV or RIV4. 
• LAIV4 may be given to caregivers and contacts of persons who are 

not severely immunocompromised (i.e., who do not require a 
protected environment). 

• Health care personnel or hospital visitors who receive LAIV4 should 
avoid providing care for severely immunosuppressed persons 
requiring a protected environment for 7 days after vaccination. 

PERSONS WITH CHRONIC MEDICAL CONDITIONS 
• LAIV4 is not recommended for persons with some chronic medical 

conditions (see LAIV4 Contraindications and Precautions, page 4). 
PERSONS WITH EGG ALLERGY 
• Persons who have experienced only hives after exposure to egg 

may receive any licensed, recommended, age-appropriate 
influenza vaccine (i.e., IIV, RIV4, or LAIV4). 

• Persons reporting symptoms other than hives after exposure to egg 
(such as angioedema, respiratory distress, lightheadedness, or 
recurrent emesis; or who required epinephrine or another 
emergency medical intervention) may also receive any licensed and 
recommended influenza vaccine that is otherwise appropriate. 
o If a vaccine other than ccIIV4 or RIV4 is selected for such a 

person, it should be administered in an inpatient or outpatient 
medical setting and supervised by a health care provider who is 
able to recognize and manage severe allergic reactions. 

• A previous severe allergic reaction to influenza vaccine, regardless of 
the component suspected of causing the reaction, is a 
contraindication to future receipt of any influenza vaccine. 

VACCINATION ISSUES FOR TRAVELERS 
• Travelers who wish to reduce the risk for influenza should consider 

influenza vaccination, preferably ≥2 weeks before departure. 
• Persons at high risk for complications of influenza who were not 

vaccinated during the preceding fall or winter should consider 
receiving influenza vaccine before departure, if they plan to travel to 
the tropics, with organized tourist groups or on cruise ships, or to the 
Southern Hemisphere during April–September. 

• Influenza vaccine formulated for the Southern Hemisphere might

VACCINATION AND INFLUENZA ANTIVIRAL MEDICATIONS 
• IIV and RIV4 may be administered to persons receiving influenza 

antiviral medications for treatment or chemoprophylaxis. 
• Influenza antivirals might reduce effectiveness of LAIV4, if given 

before or after LAIV4.  Persons who receive influenza antivirals 
during these periods should be revaccinated with an age-
appropriate IIV or RIV4 (intervals may be longer in conditions where 
medication clearance is delayed, such as renal insufficiency): 
o Oseltamivir or zanamivir: 48 hours before to 2 weeks after LAIV4 
o Peramivir: 5 days before to 2 weeks after LAIV4  
o Baloxavir: 17 days before to 2 weeks after LAIV4 

USING INFLUENZA VACCINES WITH OTHER VACCINES 
• IIIVs and RIV4 may be administered concurrently or sequentially 

with other inactivated or live vaccines.  Injectable vaccines given 
simultaneously should be administered at separate anatomic sites. 

• LAIV4 may be administered simultaneously with other inactivated 
or live vaccines. If not given simultaneously, then ≥4 weeks should 
pass between administration of LAIV4 and another live vaccine. 

• Immunogenicity and safety of simultaneous or sequential 
administration of two vaccines containing non-aluminum 
adjuvants has not yet been evaluated. 

VACCINE ADVERSE EVENT REPORTING SYSTEM (VAERS) 
• VAERS is the national vaccine safety monitoring system that is co- 

managed by CDC and FDA.  VAERS serves as an early warning 
system to detect possible safety problems with U.S. vaccines. 

• Health care providers are required to report any adverse event 
listed by the vaccine manufacturer as a contraindication to further 
doses of the vaccine, and adverse events listed in the table at 
https://vaers.hhs.gov/docs/ 
VAERS_Table_of_Reportable_Events_Following_Vaccination.pdf 

• For information on how to report to VAERS, go the VAERS 
website at https://vaers.hhs.gov 

FURTHER INFORMATION 
CDC Influenza Information 
• General influenza page: www.cdc.gov/flu 
• CDC FluView: www.cdc.gov/flu/weekly 
• Periodic influenza updates: www.cdc.gov/mmwr 
• Influenza Antivirals Guidance: www.cdc.gov/flu/professionals/ 

antivirals/summary/clinicians.htm 
• For more information, call CDC at (800) 232-4636. 
American Academy of Pediatrics (AAP) Guidance 
https://redbook.solutions.aap.org/selfserve/sspage.aspx?selfservecont
entid=influenza-resources 
Infectious Diseases Society of America (IDSA) Guidance for 
vaccination of immunocompromised hosts 
https://academic.oup.com/cid/article/58/3/e44/336537 
Manufacturer package inserts for U.S.-licensed vaccines 
https://www.fda.gov/vaccines-blood-biologics/vaccines/vaccines-
licensed-use-united-states  

differ in viral composition from Northern Hemisphere vaccine. 
• Vaccination with Southern Hemisphere influenza vaccine prior to 

travel to the Southern Hemisphere may be reasonable; however, only 
one Southern Hemisphere formulation is licensed by FDA 
(Fluzone Quadrivalent Southern Hemisphere, Sanofi Pasteur),  
and it is generally not commercially available in the U.S. 

VACCINE ABBREVIATIONS 
• Main influenza vaccine types include:  

o IIV = Inactivated Influenza Vaccine 
o RIV = Recombinant Influenza Vaccine 
o LAIV = Live Attenuated Influenza Vaccine 

• Numerals following letter abbreviations indicate:  
o 4 for quadrivalent vaccines: one A(H1N1), one A(H3N2), and two B 

viruses (one from each lineage) 
o 3 for trivalent vaccines: one A(H1N1), one A(H3N2), and one B virus 

(from one lineage) 
• Prefixes are used when necessary to refer specifically to certain IIVs: 

o a for adjuvanted inactivated influenza vaccine (aIIV4, aIIV3) 
o cc for cell culture-based inactivated influenza vaccine (ccIIV4) 
o HD for high-dose inactivated influenza vaccine (HD-IIV4) 
o SD for standard-dose inactivated influenza vaccine (SD-IIV4) 

8-19-2020 

https://vaers.hhs.gov/docs/VAERS_Table_of_Reportable_Events_Following_Vaccination.pdf
https://vaers.hhs.gov/docs/VAERS_Table_of_Reportable_Events_Following_Vaccination.pdf
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U.S. INFLUENZA VACCINES FOR THE 2020-21 SEASON 
 

INACTIVATED INFLUENZA VACCINES (IIVs) and RECOMBINANT INFLUENZA VACCINE (RIV4) 
 

Trade name 
Manufacturer 

Presentation Age indication HA, µg/dose  
(each virus) 

Thimerosal  
Yes/No 

(If yes, Mercury, 
µg/0.5mL) 

Quadrivalent IIVs (IIV4s)—Standard-dose—Egg-based 
Afluria Quadrivalent 
Seqirus 

0.25 mL prefilled syringe* 
0.5 mL  prefilled syringe 
5.0 mL multidose vial* 

6 through 35 mos 7.5/0.25 mL No 
≥3 yrs 15/0.5 mL 

See note 
for dosing* 

No 

 ≥6 mos (needle/syringe)  
18 through 64 yrs (jet injector) 

Yes (24.5) 

Fluarix Quadrivalent 
GlaxoSmithKline 

0.5 mL prefilled syringe ≥6 mos 15/0.5mL No 

FluLaval Quadrivalent 
GlaxoSmithKline 

0.5 mL prefilled syringe 
 

≥6 mos 15/0.5mL No 
   

Fluzone Quadrivalent  
Sanofi Pasteur 

0.5 mL prefilled syringe† 
0.5 mL single-dose vial 
5.0 mL multidose vial 

≥6 mos 
≥6 mos 
≥6 mos 

15/0.5 mL 
See note 
for dosing† 

No  
No 
Yes (25) 

Quadrivalent IIV (IIV4)—Standard-dose—Cell culture-based (ccIIV4) 
Flucelvax Quadrivalent 
Seqirus 

0.5 mL prefilled syringe 
5.0 mL multidose vial 

≥4 yrs 
≥4 yrs 

15/0.5mL No 
Yes (25) 

Quadrivalent IIV (IIV4)—High-dose—Egg-based (HD-IIV4) 

Fluzone High-Dose Quadrivalent 
   Sanofi Pasteur 

 

0.7 mL prefilled syringe ≥65 yrs 60/0.7mL No 

Quadrivalent IIV (IIV4)—Standard-dose—Adjuvanted—Egg-based (aIIV4) 
 Fluad Quadrivalent 

Seqirus  
0.5 mL prefilled syringe ≥65 yrs 15/0.5mL No 

Trivalent IIV (IIV3)—Standard-dose—Adjuvanted—Egg-based (aIIV3) 
Fluad 
Seqirus 

0.5 mL prefilled syringe ≥65 yrs 15/0.5mL No 

      
Quadrivalent RIV (RIV4)—Recombinant HA 

Flublok Quadrivalent 
Sanofi Pasteur 

0.5 mL prefilled syringe ≥18 yrs 45/0.5mL No 

Abbreviations: IIV=inactivated influenza vaccine; RIV=recombinant influenza vaccine; HA=hemagglutinin; mos=months; yrs=years. 
* For Afluria Quadrivalent, children aged 6 through 35 mos should receive 0.25mL per dose. Persons ≥36 mos (≥3 yrs) should receive 0.5mL per dose.  
† For Fluzone Quadrivalent, persons ≥36 mos (≥3 yrs) should receive 0.5mL per dose.  Children aged 6 through 35 mos may receive either 0.25mL or 0.5mL per dose per 

the package insert. However, the 0.25mL prefilled syringe presentation is not expected to be available for the 2020-21 season.  Note that 0.5mL vials should be 
accessed for only one dose, and multidose vials for only 10 doses, regardless of the volume of the doses taken or any remaining volume in the vial.  Any vaccine 
remaining in a vial after the maximum number of doses has been removed should be discarded.   

 
Administration of IIVs and RIV4 
• IIVs and RIV4 are administered intramuscularly (IM): 

o Adults and older children: the deltoid is the preferred site. 
o Infants and younger children: the anterolateral thigh is the preferred    site. 
o Detailed guidance for administration sites and needle length is available in the Best Practice Guidelines of the Advisory Committee 

on  Immunization      Practices      (ACIP)  at  https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html 
o Afluria Quadrivalent is licensed for IM administration via jet injector (the Pharmajet Stratis), for persons aged 18 through 64 years only. 
o RIV4 is licensed for persons aged ≥18 years and should not be used for children aged <18 years. 

 
IIV and RIV4 Contraindications and Precautions 
Contraindications: 
• History of severe allergic reaction to the vaccine or any of its components. 

o ACIP recommends that persons with egg allergy of any severity receive influenza vaccine (see Persons with Egg Allergy, above). 
o Information about vaccine components is located in package inserts from each manufacturer. 

Precautions: 
• Moderate or severe acute illness with or without fever. 
• Guillain–Barré syndrome within 6 weeks following a previous dose of influenza vaccine. 

8-19-2020 
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LIVE ATTENUATED INFLUENZA VACCINE (LAIV4) 
 

Trade name 
Manufacturer 

Presentation Age indication Virus count per dose  
(each virus) 

Thimerosal 
Yes/No 

(If yes, Mercury, 
µg/0.2mL) 

Quadrivalent LAIV (LAIV4)--Egg-based    
FluMist Quadrivalent 
AstraZeneca 

0.2mL prefilled 
intranasal sprayer 

2 through 49 yrs 10 6.5-7.5 fluorescent focus units/0.2mL  No 

Abbreviations: LAIV=live attenuated influenza vaccines; yrs=years. 
Administration of LAIV4 
• LAIV4 is administered intranasally using the supplied prefilled, single-use sprayer containing 0.2 mL of vaccine. 

o Half of the total sprayer contents is sprayed into the first nostril while the recipient is in the upright position. 
o The attached divider clip is removed and the second half of the dose administered into the other nostril. 

• If the vaccine recipient sneezes immediately after administration, the dose should not be repeated. 
• If nasal congestion is present that might interfere with delivery of the vaccine to the nasopharyngeal mucosa, deferral should be considered, 

or another age-appropriate vaccine should be administered. 

LAIV4 Contraindications and Precautions 
Contraindications: 
• History of severe allergic reaction to any vaccine component or after previous dose of any influenza vaccine; 

o However, ACIP recommends that persons with egg allergy of any severity receive influenza vaccine (see Persons with Egg Allergy, above). 
o Information about vaccine components is located in package inserts from the manufacturer. 

• Concomitant aspirin or salicylate-containing therapy in children and adolescents; 
• Children aged 2 through 4 years who have received a diagnosis of asthma or whose parents or caregivers report that a health care provider has told 

them during the preceding 12 months that their child had wheezing or asthma or whose medical record indicates a wheezing episode has 
occurred during the preceding 12 months; 

• Children and adults who are immunocompromised due to any cause, including but not limited to immunosuppression caused by medications, 
congenital or acquired immunodeficiency states, HIV infection, anatomic asplenia, or functional asplenia (such as that due to sickle-cell anemia); 

• Close contacts and caregivers of severely immunosuppressed persons who require a protected environment; 
• Pregnancy; 
• Persons with active communication between the cerebrospinal fluid (CSF) and the oropharynx, nasopharynx, nose, or ear or any other cranial CSF 

leak; 
• Persons with cochlear implants (due to the potential for CSF leak, which might exist for some period of time after implantation.  Providers might 

consider consulting with a specialist concerning risk of persistent CSF leak if an age-appropriate inactivated or recombinant vaccine cannot be 
used); 

• Receipt of influenza antiviral medication within the previous 48 hours for oseltamivir and zanamivir, 5 days for peramivir, and 17 days for baloxavir, 
due to potential for interference with replication of live vaccine virus.  Influenza antivirals may also interfere with the action of LAIV4 if given 
within 2 weeks after vaccination (see Vaccination and Influenza Antiviral Medications, page 2).  

Precautions: 
• Moderate or severe acute illness with or without fever; 
• Guillain–Barré syndrome within 6 weeks following a previous dose of influenza vaccine; 
• Asthma in persons aged ≥5 years; 
• Other underlying medical conditions that might predispose to complications attributable to severe influenza; e.g., chronic pulmonary, 

cardiovascular (excluding isolated hypertension), renal, hepatic, neurologic, hematologic, or metabolic disorders (including diabetes mellitus). 
 

STORAGE AND HANDLING OF INFLUENZA VACCINES 
• In all cases, manufacturer packaging information should be consulted for authoritative guidance regarding storage and handling of influenza vaccines. 
• For guidance on specific situations not addressed in packaging materials, contact the manufacturer directly. 
• Additional information may also be found in the Vaccine Storage and Handling Toolkit, which is available at: 

https://www.cdc.gov/vaccines/hcp/admin/storage/toolkit/index.html 
• In general: 

o Vaccines should be protected from light and stored at recommended temperatures. 
o Influenza vaccines are recommended to be stored refrigerated between 2° to 8°C (36° to 46°F). 
o Vaccine that has been frozen should be discarded. 
o Single-dose vials should not be accessed for more than one dose. 
o Multidose vials should be returned to recommended storage conditions between uses, and once initially accessed should not be kept 

beyond the recommended period of time. 
o Vaccines should not be used after the expiration date on the label. 
o Multidose vials may have a labeled Beyond Use Date (BUD) in addition to the expiration date. The BUD specifies the number of days the 

vaccine may be used once accessed for the first time. If no BUD is provided, the listed expiration date should be used. 
o Package information may also specify a maximum number of doses contained in multidose vials (regardless of remaining volume).  No 

more than the specified number of doses should be removed, and any remainder discarded. 

8-19-2020 

https://www.cdc.gov/vaccines/hcp/admin/storage/toolkit/index.html
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Summary

This report updates the 2019–20 recommendations of the Advisory Committee on Immunization Practices (ACIP) regarding the 
use of seasonal influenza vaccines in the United States (MMWR Recomm Rep 2019;68[No. RR-3]). Routine annual influenza 
vaccination is recommended for all persons aged ≥6 months who do not have contraindications. For each recipient, a licensed and 
age-appropriate vaccine should be used. Inactivated influenza vaccines (IIVs), recombinant influenza vaccine (RIV4), and live 
attenuated influenza vaccine (LAIV4) are expected to be available. Most influenza vaccines available for the 2020–21 season 
will be quadrivalent, with the exception of MF59-adjuvanted IIV, which is expected to be available in both quadrivalent and 
trivalent formulations.

Updates to the recommendations described in this report reflect discussions during public meetings of ACIP held on October 23, 
2019; February 26, 2020; and June 24, 2020. Primary updates to this report include the following two items. First, the 
composition of 2020–21 U.S. influenza vaccines includes updates to the influenza A(H1N1)pdm09, influenza A(H3N2), and 
influenza B/Victoria lineage components. Second, recent licensures of two new influenza vaccines, Fluzone High-Dose Quadrivalent 
and Fluad Quadrivalent, are discussed. Both new vaccines are licensed for persons aged ≥65 years.  Additional changes include 
updated discussion of contraindications and precautions to influenza vaccination and the accompanying Table, updated discussion 
concerning use of LAIV4 in the setting of influenza antiviral medication use, and updated recommendations concerning vaccination 
of persons with egg allergy who receive either cell culture–based IIV4 (ccIIV4) or RIV4.

The 2020–21 influenza season will coincide with the continued or recurrent circulation of SARS-CoV-2 (the novel coronavirus 
associated with coronavirus disease 2019 [COVID-19]). Influenza vaccination of persons aged ≥6 months to reduce prevalence of 
illness caused by influenza will reduce symptoms that might be confused with those of COVID-19. Prevention of and reduction in 
the severity of influenza illness and reduction of outpatient illnesses, hospitalizations, and intensive care unit admissions through 
influenza vaccination also could alleviate stress on the U.S. health care system. Guidance for vaccine planning during the pandemic 
is available at https://www.cdc.gov/vaccines/pandemic-guidance/index.html.

This report focuses on recommendations for the use of vaccines for the prevention and control of seasonal influenza during 
the 2020–21 season in the United States. A brief summary of the recommendations and a link to the most recent Background 
Document containing additional information are available at https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html. 
These recommendations apply to U.S.-licensed influenza vaccines used within Food and Drug Administration (FDA)–licensed 
indications. Updates and other information are available from CDC’s influenza website (https://www.cdc.gov/flu). Vaccination 
and health care providers should check this site periodically for additional information.

Introduction
Influenza viruses typically circulate in the United States 

annually, most commonly from the late fall through the early 
spring. Most persons who become ill with influenza virus 
infection recover without serious complications or sequelae. 
However, influenza can be associated with serious illnesses, 

hospitalizations, and deaths, particularly among older adults, 
very young children, pregnant women, and persons of all ages 
with certain chronic medical conditions (1–7). Influenza also is 
an important cause of missed work and school (8–10). Routine 
annual influenza vaccination for all persons aged ≥6 months 
who do not have contraindications has been recommended 
by CDC and CDC’s Advisory Committee on Immunization 
Practices (ACIP) since 2010 (11).

The effectiveness of influenza vaccination varies depending 
on several factors, such as the age and health of the recipient; 
the type of vaccine administered; the types, subtypes (for 

Corresponding author: Lisa Grohskopf, Influenza Division, National 
Center for Immunization and Respiratory Diseases, CDC. Telephone: 
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influenza A), and lineages (for influenza B) of circulating 
influenza viruses; and the degree of similarity between 
circulating viruses and those included in the vaccine (12). 
However, vaccination provides important protection from 
influenza illness and its potential complications. During 
the six influenza seasons from 2010–11 through 2015–16, 
influenza vaccination prevented an estimated 1.6–6.7 million 
illnesses, 790,000–3.1 million outpatient medical visits, 
39,000–87,000 hospitalizations, and 3,000–10,000 respiratory 
and circulatory deaths each season in the United States (13). 
During the recent severe 2017–18 season, notable for an 
unusually long duration of widespread high influenza activity 
throughout the United States and higher rates of outpatient 
visits and hospitalizations compared with recent seasons, 
vaccination prevented an estimated 7.1 million illnesses, 
3.7 million medical visits, 109,000 hospitalizations, and 8,000 
deaths (14), despite an overall estimated vaccine effectiveness 
of 38% (62% against influenza A[H1N1]pdm09 viruses, 
22% against influenza A[H3N2] viruses, and 50% against 
influenza B viruses).

In late 2019, a novel coronavirus, SARS-CoV-2, emerged as a 
cause of severe respiratory illness (15). In March 2020, the World 
Health Organization (WHO) declared coronavirus disease 2019 
(COVID-19) a global pandemic (16). The common signs and 
symptoms of COVID-19 (e.g., fever, cough, and dyspnea) 
(17) can also occur with influenza illness. As of August 2020, 
SARS-CoV-2 continues to circulate and cause severe illness 
in the United States and worldwide. The extent to which 
SARS-CoV-2 will circulate over the course of the 2020–21 
influenza season is unknown. However, during the continued 
or recurrent circulation of SARS-CoV-2 concurrently with 
influenza viruses during the upcoming fall and winter, influenza 
vaccination of persons aged ≥6 months can reduce prevalence 
of illness caused by influenza, and can also reduce symptoms 
that might be confused with those of COVID-19. Prevention of 
and reduction in the severity of influenza illness and reduction 
of outpatient illnesses, hospitalizations, and intensive care unit 
admissions through influenza vaccination also could alleviate 
stress on the U.S. health care system.  Guidance for vaccine 
planning during the pandemic is available at https://www.cdc.
gov/vaccines/pandemic-guidance/index.html. 

This report updates the 2019–20 ACIP recommendations 
regarding the use of seasonal influenza vaccines (18) and 
provides recommendations and guidance for vaccine providers 
regarding the use of influenza vaccines in the United States for 
the 2020–21 season. Various formulations of influenza vaccines 
are available (Table 1). Contraindications and precautions 
for the use of influenza vaccines are summarized (Table 2). 
Abbreviations are used in this report to denote the various 
types of vaccines (Box).

This report focuses on recommendations and guidance for 
the use of seasonal influenza vaccines for the prevention and 
control of influenza in the United States. A summary of these 
recommendations and a Background Document containing 
additional information on influenza, influenza-associated 
illness, and influenza vaccines are available at https://www.cdc.
gov/vaccines/hcp/acip-recs/vacc-specific/flu.html.

Methods
ACIP provides annual recommendations for the use of 

influenza vaccines for the prevention and control of influenza 
in the United States. The ACIP Influenza Work Group meets 
by teleconference once to twice per month throughout the 
year. Work group membership includes several voting members 
of ACIP, representatives of ACIP Liaison Organizations, and 
consultants. Discussions include topics such as influenza 
surveillance, vaccine effectiveness and safety, vaccination 
coverage, program feasibility, cost-effectiveness, and vaccine 
supply. Presentations are requested from invited experts, and 
published and unpublished data are discussed.

The Background Document that supplements this report is 
updated periodically to reflect recent additions to the literature 
related to recommendations made in previous seasons and 
minor changes in guidance for the use of influenza vaccines (e.g., 
guidance for timing of vaccination and other programmatic 
issues, guidance for dosage in specific populations, guidance 
for selection of vaccines for specific populations that are already 
recommended for vaccination, and changes that reflect use 
that is consistent with indications and prescribing information 
licensed by the Food and Drug Administration [FDA]). The 
summary included in the Background Document for such 
topics is not a systematic review; it is intended to provide an 
overview of current literature, with updated articles being 
identified primarily through a broad search for English-
language articles on influenza and influenza vaccines. In 
general, systematic review and evaluation of evidence using 
the Grading of Recommendations Assessment, Development 
and Evaluation (GRADE) approach (19) is performed 
for new recommendations or substantial changes in the 
recommendations (e.g., expansion of the recommendation 
for influenza vaccination to new populations not previously 
recommended for vaccination or potential preferential 
recommendations for specific vaccines).

Primary updates and changes to the recommendations 
described in this report are of two types: 1) the vaccine virus 
composition for 2020–21 U.S. seasonal influenza vaccines 
and 2) recent regulatory actions, including two new influenza 
vaccine licensures that occurred after the publication of the 

https://www.cdc.gov/vaccines/pandemic-guidance/index.html
https://www.cdc.gov/vaccines/pandemic-guidance/index.html
https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html
https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html
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TABLE 1. Influenza vaccines — United States, 2020–21 influenza season*

Trade name
(Manufacturer) Presentation Age indication

HA (IIVs and RIV4) or  
virus count (LAIV4) for each  

vaccine virus (per dose ) Route

Mercury 
(from 

thimerosal) 
µg/0.5 mL

IIV4
Standard dose, egg based† 

Afluria Quadrivalent (Seqirus) 0.25-mL PFS§ 6 through 35 mos 7.5 µg/0.25 mL
15 µg/0.5 mL

IM¶ —
0.5-mL PFS ≥3 yrs —
5.0-mL MDV§ ≥6 mos

(needle/syringe)
18 through 64 yrs

(jet injector)

24.5

Fluarix Quadrivalent (GlaxoSmithKline) 0.5-mL PFS ≥6 mos 15 µg/0.5 mL IM¶ —
FluLaval Quadrivalent (GlaxoSmithKline) 0.5-mL PFS ≥6 mos 15 µg/0.5 mL IM¶ —
Fluzone Quadrivalent (Sanofi Pasteur) 0.5-mL PFS** ≥6 mos 15 µg/0.5 mL IM¶ —

0.5-mL SDV ≥6 mos —
5.0-mL MDV ≥6 mos 25

Standard dose, cell culture based (ccIIV4)
Flucelvax Quadrivalent (Seqirus) 0.5-mL PFS ≥4 yrs 15 µg/0.5 mL IM¶ —

5.0-mL MDV ≥4 yrs 25
High dose, egg based† (HD-IIV4)

Fluzone High-Dose Quadrivalent (Sanofi Pasteur) 0.7-mL PFS ≥65 yrs 60 µg/0.7 mL IM¶ —
Standard dose, egg based† with MF59 adjuvant (aIIV4)

Fluad Quadrivalent (Seqirus) 0.5-mL PFS ≥65 yrs 15 µg/0.5 mL IM¶ —

IIV3 
Standard dose, egg based† with MF59 adjuvant (aIIV3)

Fluad (Seqirus) 0.5-mL PFS ≥65 yrs 15 µg/0.5 mL IM¶ —

RIV4
Recombinant HA

Flublok Quadrivalent (Sanofi Pasteur) 0.5-mL PFS ≥18 yrs 45 µg/0.5 mL IM¶ —

LAIV4 
Egg based†

FluMist Quadrivalent (AstraZeneca) 0.2-mL prefilled 
single-use 
intranasal sprayer

2 through 49 yrs 106.5-7.5  
fluorescent focus  
units/0.2 mL

NAS —

Abbreviations: ACIP = Advisory Committee on Immunization Practices; FDA = Food and Drug Administration; HA = hemagglutinin; IIV3 = inactivated influenza vaccine, 
trivalent; IIV4 = inactivated influenza vaccine, quadrivalent; IM = intramuscular; LAIV4 = live attenuated influenza vaccine, quadrivalent; MDV = multidose vial; 
NAS = intranasal; PFS = prefilled syringe; RIV4 = recombinant influenza vaccine, quadrivalent; SDV = single-dose vial.
 * Vaccination providers should consult FDA-approved prescribing information for 2020–21 influenza vaccines for the most complete and updated information, 

including (but not limited to) indications, contraindications, warnings, and precautions. Package inserts for U.S.-licensed vaccines are available at https://www.fda.
gov/vaccines-blood-biologics/approved-products/vaccines-licensed-use-united-states. Availability and characteristics of specific products and presentations might 
change and/or differ from what is described in this table and in the text of this report. 

 † History of severe allergic reaction (e.g., anaphylaxis) to egg is a labeled contraindication to the use of most IIVs and LAIV4. However, ACIP recommends that persons 
with a history of egg allergy may receive any licensed, recommended influenza vaccine that is otherwise appropriate for their age and health status. Those who 
report having had reactions to egg involving symptoms other than urticaria (e.g., angioedema or swelling, respiratory distress, lightheadedness, or recurrent emesis) 
or who required epinephrine or another emergency medical intervention should be vaccinated in an inpatient or outpatient medical setting (including, but not 
necessarily limited to, hospitals, clinics, health departments, and physician offices) supervised by a health care provider who is able to recognize and manage severe 
allergic reactions, if a vaccine other than ccIIV4 or RIV4 is used. 

 § The dose volume for Afluria Quadrivalent is 0.25 mL for children aged 6 through 35 months and 0.5 mL for persons aged ≥3 years. 
 ¶ IM-administered influenza vaccines should be given by needle and syringe only, with the exception of the MDV presentation of Afluria Quadrivalent, which may 

alternatively be given by the PharmaJet Stratis jet injector for persons aged 18 through 64 years only.  For adults and older children, the recommended site for 
intramuscular influenza vaccination is the deltoid muscle. The preferred site for infants and young children is the anterolateral aspect of the thigh. Additional 
guidance regarding site selection and needle length for intramuscular administration is available in the ACIP General Best Practice Guidelines for Immunization, 
available at https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/downloads/general-recs.pdf.

 ** Fluzone Quadrivalent is currently licensed for ages 6 through 35 months at either 0.25 mL or 0.5 mL per dose; however, 0.25-mL prefilled syringes are not expected 
to be available for the 2020–21 influenza season.  If a prefilled syringe of Fluzone Quadrivalent is used for a child in this age group, the dose volume will be 
0.5 mL per dose.

https://www.fda.gov/vaccines-blood-biologics/approved-products/vaccines-licensed-use-united-states
https://www.fda.gov/vaccines-blood-biologics/approved-products/vaccines-licensed-use-united-states
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/downloads/general-recs.pdf
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2019–20 ACIP Influenza Vaccine Statement (18). Information 
relevant to these changes includes the following:

1. Recommendations for the composition of Northern 
Hemisphere influenza vaccines are made by WHO, 
which organizes a consultation, generally in February 
of each year. Surveillance data are reviewed, and 
candidate vaccine viruses are discussed. A summary 
of the WHO meeting of February 28, 2020, for 
selection of the 2020–21 Northern Hemisphere vaccine 
viruses is available at https://www.who.int/influenza/
vaccines/virus/recommendations/2020-21_north/en. 
Subsequently, FDA, which has regulatory authority 
over vaccines in the United States, convenes a meeting 
of its Vaccines and Related Biological Products Advisory 
Committee (VRBPAC). This committee considers the 
recommendations of WHO, reviews and discusses 
similar data, and makes a final decision regarding 
vaccine virus composition of influenza vaccines licensed 
and marketed in the United States. Summaries of the 
VRBPAC discussion of March 4, 2020, during which 
the composition of the 2020–21 U.S. influenza vaccines 
was discussed, are available at https://www.fda.gov/
advisory-committees/advisory-committee-calendar/
vaccines-and-related-biological-products-advisory-
committee-march-4-2020-meeting-announcement.

2. Regarding recommendations concerning newly licensed 
influenza vaccines and changes to the licensed indications 
for existing vaccines, ACIP relies on FDA for review of 
safety, immunogenicity, and efficacy and effectiveness 
data pertaining to licensure of influenza vaccines. 
Regulatory information pertinent to the new vaccines 
discussed in this report is available at https://www.
fda.gov/vaccines-blood-biologics/vaccines/fluzone-
quadrivalent for Fluzone High-Dose Quadrivalent 
(HD-IIV4) and at https://www.fda.gov/vaccines-blood-
biologics/fluad-quadrivalent for Fluad Quadrivalent 
(aIIV4).

Primary Changes and Updates 
in the Recommendations

Routine annual influenza vaccination of all persons aged 
≥6 months who do not have contraindications continues to 
be recommended. No preferential recommendation is made 
for one influenza vaccine product over another for persons for 
whom more than one licensed, recommended, and appropriate 
product is available. Updated information in this report 
includes the following:

1. The composition of the 2020–21 U.S. influenza vaccines 
includes updates to the influenza A(H1N1)pdm09, 
influenza A(H3N2), and influenza B/Victoria lineage 
components. These updated components will be included 
in both trivalent and quadrivalent vaccines. Quadrivalent 
vaccines will include an additional influenza B virus 
component from the B/Yamagata lineage, which is 
unchanged from that included in quadrivalent influenza 
vaccines used during the 2019–20 season. For the 2020–
21 season, U.S. egg-based influenza vaccines (i.e., vaccines 
other than ccIIV4 and RIV4) will contain hemagglutinin 
(HA) derived from  an influenza A/Guangdong-
Maonan/SWL1536/2019 (H1N1)pdm09-like virus, an 
influenza A/Hong Kong/2671/2019 (H3N2)-like virus, 
an influenza B/Washington/02/2019 (Victoria lineage)-
like virus, and (for quadrivalent egg-based vaccines) an 
influenza B/Phuket/3073/2013 (Yamagata lineage)-like 
virus. U.S. cell culture–based inactivated (ccIIV4) and 
recombinant (RIV4) influenza vaccines will contain HA 
derived from an influenza A/Hawaii/70/2019 (H1N1)
pdm09-like virus, an influenza A/Hong Kong/45/2019 
(H3N2)-like virus, an influenza B/Washington/02/2019 
(Victoria lineage)-like virus, and an influenza B/
Phuket/3073/2013 (Yamagata lineage)-like virus.

2. Two new influenza vaccine licensures are described:
 ű In November 2019, FDA licensed Fluzone High-
Dose Quadrivalent (HD-IIV4). Fluzone High-Dose 
Quadrivalent is approved for use in persons aged 
≥65 years. For the 2020–21 season, Fluzone High-
Dose Quadrivalent is expected to replace the previously 
available trivalent formulation of Fluzone High-Dose 
(HD-IIV3). The dose volume for Fluzone High-Dose 
Quadrivalent (0.7 mL) is slightly higher than that 
of trivalent Fluzone High-Dose (0.5 mL). Fluzone 
High-Dose Quadrivalent, like Fluzone High-Dose, 
contains 4 times the amount of HA per vaccine virus 
in each dose compared with standard-dose inactivated 
influenza vaccines (60 μg per virus, versus 15 μg in 
standard-dose IIVs).

 ű In February 2020, FDA licensed Fluad Quadrivalent 
(aIIV4). Fluad Quadrivalent is approved for use in 
persons aged ≥65 years. For the 2020–21 season, both 
Fluad Quadrivalent and the previously licensed trivalent 
formulation of Fluad (aIIV3) are expected to be 
available. Fluad Quadrivalent, like Fluad, contains the 
adjuvant MF59.

https://www.who.int/influenza/vaccines/virus/recommendations/2020-21_north/en/
https://www.who.int/influenza/vaccines/virus/recommendations/2020-21_north/en/
https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
https://www.fda.gov/vaccines-blood-biologics/vaccines/fluzone-quadrivalent
https://www.fda.gov/vaccines-blood-biologics/vaccines/fluzone-quadrivalent
https://www.fda.gov/vaccines-blood-biologics/vaccines/fluzone-quadrivalent
https://www.fda.gov/vaccines-blood-biologics/fluad-quadrivalent
https://www.fda.gov/vaccines-blood-biologics/fluad-quadrivalent
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Other changes include the following:
• Anatomic and functional asplenia; active communication 

between the cerebrospinal fluid (CSF) and oropharynx, 
nasopharynx, nose, or ear or any other cranial CSF leak; 
and cochlear implant have been added to the discussion of 
Contraindications and Precautions for the Use of LAIV4 
and to Table 2.

• Discussion of Use of Influenza Antiviral Medications has 
been updated to reflect use of LAIV4 in the setting of use 
of newer influenza antiviral agents.

• Recommendations for Persons with a History of Egg 
Allergy now state that additional measures for those with 
a history of severe allergic reaction to egg  (i.e., vaccination 
in a medical setting supervised by a health care provider 
who is able to recognize and manage severe allergic 
reactions) are needed only if a vaccine other than ccIIV4 
or RIV4 is used. 

TABLE 2. Contraindications and precautions for the use of influenza vaccines — United States, 2020–21 influenza season*

Vaccine type Contraindications Precautions

IIV3 and IIV4 • History of severe allergic reaction to any component of the vaccine,† or to a previous 
dose of any influenza vaccine

• Moderate or severe acute illness with or without fever
• History of Guillain-Barré syndrome within 6 weeks of 

receipt of influenza vaccine

RIV4 • History of severe allergic reaction to any component of the vaccine • Moderate or severe acute illness with or without fever
• History of Guillain-Barré syndrome within 6 weeks of 

receipt of influenza vaccine

LAIV4 • History of severe allergic reaction to any component of the vaccine† or to a previous 
dose of any influenza vaccine§

• Concomitant aspirin- or salicylate-containing therapy in children and adolescents§

• Children aged 2 through 4 years who have received a diagnosis of asthma or whose 
parents or caregivers report that a health care provider has told them during the 
preceding 12 months that their child had wheezing or asthma or whose medical 
record indicates a wheezing episode has occurred during the preceding 12 months

• Children and adults who are immunocompromised due to any cause, including but 
not limited to immunosuppression caused by medications, congenital or acquired 
immunodeficiency states, HIV infection, anatomic asplenia, or functional asplenia 
(e.g., due to sickle-cell anemia) 

• Close contacts and caregivers of severely immunosuppressed persons who require a 
protected environment

• Pregnancy
• Persons with active communication between the CSF and the oropharynx, 

nasopharynx, nose, or ear or any other cranial CSF leak
• Persons with cochlear implants¶

• Receipt of influenza antiviral medication within the previous 48 hours for oseltamivir 
and zanamivir, previous 5 days for peramivir, and previous 17 days for baloxavir**

• Moderate or severe acute illness with or without fever
• History of Guillain-Barré syndrome within 6 weeks of 

receipt of influenza vaccine
• Asthma in persons aged ≥5 years
• Other underlying medical conditions that might 

predispose to complications after wild-type influenza 
infection (e.g., chronic pulmonary, cardiovascular 
[except isolated hypertension], renal, hepatic, 
neurologic, hematologic, or metabolic disorders 
[including diabetes mellitus])

Abbreviations: ACIP  =  Advisory Committee on Immunization Practices; ccIIV4 = cell culture–based inactivated influenza vaccine; CSF = cerebrospinal fluid; 
FDA = Food and Drug Administration; IIV3 = inactivated influenza vaccine, trivalent; IIV4 = inactivated influenza vaccine, quadrivalent; LAIV4 = live-attenuated influenza 
vaccine, quadrivalent; RIV4 = recombinant influenza vaccine, quadrivalent.
 * Vaccination providers should check FDA-approved prescribing information for 2020–21 influenza vaccines for the most complete and updated information, 

including (but not limited to) indications, contraindications, warnings, and precautions. Package inserts for U.S.-licensed vaccines are available at https://www.fda.
gov/vaccines-blood-biologics/approved-products/vaccines-licensed-use-united-states.

 † History of severe allergic reaction (e.g., anaphylaxis) to egg is a labeled contraindication to the use of most IIVs and LAIV4. However, ACIP recommends that persons 
with a history of egg allergy may receive any licensed, recommended influenza vaccine that is otherwise appropriate for their age and health status. Those who 
report having had reactions to egg involving symptoms other than urticaria (e.g., angioedema or swelling, respiratory distress, lightheadedness, or recurrent emesis) 
or who required epinephrine or another emergency medical intervention should be vaccinated in an inpatient or outpatient medical setting (including, but not 
necessarily limited to, hospitals, clinics, health departments, and physician offices), supervised by a health care provider who is able to recognize and manage 
severe allergic reactions, if a vaccine other than ccIIV4 or RIV4 is used. 

 § Labeled contraindication noted in package insert.
 ¶ Age-appropriate injectable vaccines are recommended for persons with cochlear implant due to the potential for CSF leak, which might exist for some period after 

implantation. Providers might consider consultation with a specialist concerning risk for persistent CSF leak if an age-appropriate inactivated or recombinant 
vaccine cannot be used.

 ** Use of LAIV4 in context of influenza antivirals has not been studied; however, interference with activity of LAIV4 is biologically plausible, and this possibility is noted 
in the package insert for LAIV4.  In the absence of data supporting an adequate minimum interval between influenza antiviral use and LAIV4 administration, the 
intervals provided are based on the half-life of each antiviral. The interval between influenza antiviral receipt and LAIV4 for which interference might potentially 
occur might be further prolonged in the presence of medical conditions that delay medication clearance (e.g., renal insufficiency). Influenza antivirals might also 
interfere with LAIV4 if initiated within 2 weeks after vaccination.  Persons who receive antivirals during the period starting with the specified time before receipt 
of LAIV4 through two weeks after receipt of LAIV4 should be revaccinated with an age-appropriate IIV or RIV4.

https://www.fda.gov/vaccines-blood-biologics/approved-products/vaccines-licensed-use-united-states
https://www.fda.gov/vaccines-blood-biologics/approved-products/vaccines-licensed-use-united-states
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Recommendations for the Use of 
Influenza Vaccines, 2020–21

Groups Recommended for Vaccination
Routine annual influenza vaccination is recommended for all 

persons aged ≥6 months who do not have contraindications. 
Recommendations regarding timing of vaccination, 
considerations for specific populations, the use of specific 
vaccines, and contraindications and precautions are summarized 
in the sections that follow.

Timing of Vaccination
Balancing considerations regarding the unpredictability 

of timing of onset of the influenza season and concerns that 
vaccine-induced immunity might wane over the course of 
a season, vaccination is recommended to be offered by the 
end of October. Children aged 6 months through 8 years 
who require 2 doses (see Children Aged 6 Months Through 
8 Years) should receive their first dose as soon as possible 
after the vaccine becomes available to allow the second dose 
(which must be administered ≥4 weeks later) to be received 
by the end of October. For those requiring only 1 dose for 
the season, early vaccination (i.e., in July and August) is 

likely to be associated with suboptimal immunity before the 
end of the influenza season, particularly among older adults. 
Community vaccination programs should balance maximizing 
the likelihood of persistence of vaccine-induced protection 
through the season with avoiding missed opportunities to 
vaccinate or vaccinating after onset of influenza circulation 
occurs. Efforts should be structured to optimize vaccination 
coverage before influenza activity in the community begins. 
Vaccination should continue to be offered as long as influenza 
viruses are circulating and unexpired vaccine is available. 
To avoid missed opportunities for vaccination, providers 
should offer vaccination during routine health care visits and 
hospitalizations. No recommendation is made for revaccination 
(i.e., providing a booster dose) later in the season of persons 
who have already been fully vaccinated.

The extent to which SARS-CoV-2, the novel coronavirus 
that causes COVID-19, will circulate during the 2020–21 
influenza season is unknown. However, it is anticipated that 
SARS-CoV-2 and influenza viruses will both be active in the 
United States during the upcoming 2020–21 influenza season. 
Influenza vaccination programs might need to adapt and 
extend the duration of vaccination campaigns to accommodate 
stay-at-home orders and social distancing strategies aimed at 
slowing the spread of SARS-CoV-2. These circumstances might 
necessitate consideration of starting vaccination campaigns 
earlier (i.e., as soon as vaccine is available, which can be as 
early as July or August) to allow sufficient time to vaccinate 
the population and avoid some persons going unvaccinated 
for influenza. When possible, such considerations should be 
balanced against the potential waning of protection from 
influenza vaccination, particularly for persons aged ≥65 years. 
Additional information on SARS-CoV-2 illness is available on 
the CDC website (https://www.cdc.gov/coronavirus/2019-
nCoV/index.html). Guidance for vaccine planning during 
the pandemic is available at https://www.cdc.gov/vaccines/
pandemic-guidance/index.html. 

Optimally, vaccination should occur before onset of influenza 
activity in the community. However, because timing of the onset, 
peak, and decline of influenza activity varies, the ideal time to 
start vaccinating cannot be predicted each season. Moreover, 
more than one outbreak might occur in a given community 
in a single year. In the United States, localized outbreaks that 
indicate the start of seasonal influenza activity can occur as early 
as October. However, in 27 (75%) of 36 influenza seasons from 
1982–83 through 2017–18, peak influenza activity (which often 
is close to the midpoint of influenza activity for the season) has 
not occurred until January or later, and in 21 (58%) seasons, the 
peak was in February or later (20). Activity peaked in February 
in 15 (42%) of these seasons (20).

BOX. Abbreviation conventions for vaccines discussed in this report

• Main influenza vaccine types include:
 ű IIV = Inactivated Influenza Vaccine
 ű RIV = Recombinant Influenza Vaccine
 ű LAIV = Live Attenuated Influenza Vaccine

• Numerals following letter abbreviations indicate the 
number of influenza virus hemagglutinin (HA) 
antigens represented in the vaccine:

 ű 4 for quadrivalent vaccines: one A(H1N1), 
one A(H3N2), and two B viruses (one from 
each lineage)

 ű 3 for trivalent vaccines: one A(H1N1), 
one A(H3N2), and one B virus (from one lineage)

• Prefixes are used when necessary to refer to some 
specific inactivated vaccine types:

 ű a for adjuvanted inactivated influenza vaccine 
(aIIV3 and aIIV4)

 ű cc for cell culture–based inactivated influenza 
vaccine (ccIIV4)

 ű HD for high-dose inactivated influenza vaccine 
(HD-IIV4)

 ű SD for standard-dose inactivated influenza vaccine 
(SD-IIV4)

https://www.cdc.gov/coronavirus/2019-nCoV/index.html
https://www.cdc.gov/coronavirus/2019-nCoV/index.html
https://www.cdc.gov/vaccines/pandemic-guidance/index.html
https://www.cdc.gov/vaccines/pandemic-guidance/index.html
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Several observational studies (21–29) and a post hoc 
analysis from a randomized controlled trial (30) have reported 
decreases in vaccine effectiveness (VE) with increasing time 
postvaccination within a single influenza season. Waning effects 
have not been observed consistently across age groups, virus 
subtypes, and seasons, and observed decreases in protection 
could be at least in part attributable to bias, unmeasured 
confounding, or the late-season emergence of antigenic drift 
variants that are less well-matched to the vaccine viral strains. 
Some studies suggest waning occurs to a greater degree with 
influenza A(H3N2) viruses than with influenza A(H1N1) or 
influenza B viruses (26,28). This effect also might vary with 
recipient age; in some studies, waning was more pronounced 
among older adults (21,23) and younger children (23). Rates 
of decline in VE have also varied. A multiseason (2011–12 
through 2014–15) analysis from the U.S. Influenza Vaccine 
Effectiveness (U.S. Flu VE) Network found that VE decreased 
by approximately 7% per month for influenza A(H3N2) and 
influenza B and 6%–11% per month for influenza A(H1N1)
pdm09 (25). VE remained greater than zero for at least 
5–6 months after vaccination. An analysis of the 2010–11 
through 2013–14 seasons noted estimated effectiveness ranging 
from 54% to 67% during days 0–180 postvaccination; estimated 
VE was not statistically significant during the period between 
days 181 and 365 (24). A third multiseason analysis (2010–11 
through 2014–15) conducted in Europe noted a decline in 
VE to 0% at 111 days postvaccination for influenza A(H3N2) 
viruses. VE against influenza B viruses decreased more slowly, 
and VE against influenza A(H1N1)pdm09 viruses remained 
roughly stable at 50%–55% through the influenza season (28).

Variable data concerning presence and rate of waning 
immunity after influenza vaccination, coupled with the 
unpredictable timing of the influenza season each year, prevent 
determination of an optimal time to vaccinate. Programmatic 
issues are also a consideration; although delaying vaccination 
might result in greater immunity later in the season, deferral 
also might result in missed opportunities to vaccinate as 
well as difficulties in vaccinating a population within a more 
constrained period. The potential contributions of these 
factors among persons aged ≥65 years have been assessed 
using a simulated mathematical model examining various 
scenarios of vaccination timing, timing of onset of the 
influenza season, rate of waning, and VE (31). In this model, 
assuming a historical average timing of onset of the influenza 
season, delaying vaccination until October resulted in more 
hospitalizations if >11% of persons aged ≥65 years who would 
have been vaccinated in August or September failed to get 
vaccinated. However, these predictions varied considerably 
with assumed timing of season onset, rate of waning immunity, 
and vaccine effectiveness.

Vaccination efforts should continue throughout the season 
because the duration of the influenza season varies, and influenza 
activity might not occur in certain communities until February 
or March. Providers should offer influenza vaccine routinely, and 
organized vaccination campaigns should continue throughout 
the influenza season, including after influenza activity has begun 
in the community. Although vaccination by the end of October 
is recommended, vaccine administered in December or later, 
even if influenza activity has already begun, might be beneficial 
in most influenza seasons. Providers should still offer influenza 
vaccination to unvaccinated persons who have already become 
ill with influenza during the season because the vaccine might 
protect them against other circulating influenza viruses.

Guidance for Use in 
Specific Populations and Situations

Populations at Higher Risk for Medical 
Complications Attributable to Severe Influenza

All persons aged ≥6 months who do not have contraindications 
should be vaccinated annually. However, vaccination to 
prevent influenza is particularly important for persons who 
are at increased risk for severe illness and complications from 
influenza and for influenza-related outpatient, emergency 
department, or hospital visits. When vaccine supply is limited, 
vaccination efforts should focus on delivering vaccination to 
persons at higher risk for medical complications attributable 
to severe influenza who do not have contraindications. These 
persons include (no hierarchy is implied by order of listing):

• All children aged 6 through 59 months;
• All persons aged ≥50 years;
• Adults and children who have chronic pulmonary 

(including asthma), cardiovascular (excluding isolated 
hypertension), renal, hepatic, neurologic, hematologic, or 
metabolic disorders (including diabetes mellitus);

• Persons who are immunocompromised due to any cause 
(including but not limited to immunosuppression caused 
by medications or human immunodeficiency virus 
[HIV] infection);

• Women who are or will be pregnant during the 
influenza season;

• Children and adolescents (aged 6 months through 
18 years) who are receiving aspirin- or salicylate-containing 
medications and who might be at risk for experiencing 
Reye syndrome after influenza virus infection;

• Residents of nursing homes and other long-term care facilities;
• American Indians/Alaska Natives; and
• Persons who are extremely obese (body mass index ≥40 

for adults).
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An IIV or RIV4 (as appropriate for the recipient’s age) 
is suitable for persons in all risk groups. LAIV4 is not 
recommended for some populations, including some of these 
listed groups. Contraindications and precautions to the use of 
LAIV4 are noted (Table 2).

Persons Who Live with or Care for Persons at 
Higher Risk for Influenza-Related Complications

All persons aged ≥6 months without contraindications 
should be vaccinated annually; however, in addition to persons 
at higher risk for medical complications attributable to severe 
influenza, emphasis also should be placed on vaccination of 
persons who live with or care for those who are at increased 
risk. When vaccine supply is limited, vaccination efforts should 
focus on delivering vaccination to persons at higher risk for 
influenza-related complications as well as persons who live with 
or care for such persons, including the following:

• Health care personnel, including all paid and unpaid 
persons working in health-care settings who have the 
potential for exposure to patients or to infectious materials. 
These personnel might include (but are not limited to) 
physicians, nurses, nursing assistants, nurse practitioners, 
physician assistants, therapists, technicians, emergency 
medical service personnel, dental personnel, pharmacists, 
laboratory personnel, autopsy personnel, students and 
trainees, contractual staff, and other persons not directly 
involved in patient care but who can potentially be exposed 
to infectious agents (e.g., clerical, dietary, housekeeping, 
laundry, security, maintenance, administrative, and billing 
staff  and volunteers). ACIP guidance for vaccination of 
health care personnel has been published previously (32);

• Household contacts (including children aged ≥6 months) 
and caregivers of children aged ≤59 months (i.e., aged 
<5 years) and adults aged ≥50 years, particularly contacts 
of children aged <6 months; and

• Household contacts (including children aged ≥6 months) 
and caregivers of persons with medical conditions that put 
them at higher risk for severe complications from influenza.

Health care personnel and persons who are contacts of 
persons in these groups (with the exception of those of severely 
immunocompromised persons who require a protected 
environment) may receive any influenza vaccine that is otherwise 
indicated. Persons who care for severely immunocompromised 
persons requiring a protected environment should receive either 
IIV or RIV4. ACIP and the Healthcare Infection Control Practices 
Advisory Committee (HICPAC) have previously recommended 
that health care personnel who receive LAIV should avoid 
providing care for severely immunosuppressed patients requiring 
a protected environment for 7 days after vaccination and that 
hospital visitors who have received LAIV should avoid contact 

with such persons for 7 days after vaccination (33). However, 
such persons need not be restricted from caring for or visiting less 
severely immunosuppressed patients.

Influenza Vaccination of Persons with SARS-CoV-2 
Infection (COVID-19)

Because SARS-CoV-2 is a novel coronavirus, clinical 
experience with influenza vaccination of persons with 
COVID-19 is limited. For those who have acute illness with 
suspected or laboratory-confirmed COVID-19, clinicians can 
consider delaying influenza vaccination until the patients are no 
longer acutely ill. If influenza vaccination is delayed, patients 
should be reminded to return for influenza vaccination once 
they have recovered from their acute illness.

Children Aged 6 Months through 8 Years
Vaccines and dose volumes for children aged 6 through 

35 months: Children aged 6 through 35 months may receive 
any one of the four IIV4s licensed for this age group. The 
appropriate dose volumes for these vaccines differ for this age 
group (Table 3). For these vaccines, children aged 6 through 
35 months may receive:

• 0.25 mL per dose of Afluria Quadrivalent (containing 7.5 μg 
of HA per vaccine virus); or

• 0.5 mL per dose of Fluarix Quadrivalent (containing 15 μg 
of HA per vaccine virus); or

• 0.5 mL per dose of FluLaval Quadrivalent (containing 15 μg 
of HA per vaccine virus); or

• Either 0.25 mL per dose (containing 7.5 μg of HA per 
vaccine virus) or 0.5 mL per dose (containing 15 μg of 
HA per vaccine virus) of Fluzone Quadrivalent.

Alternatively, healthy children aged ≥2 years may receive 
LAIV4, 0.2 mL intranasally (0.1 mL in each nostril) (see 
Contraindications and Precautions for the Use of LAIV4; 
Table 2). LAIV4 is not licensed for children aged <2 years.

Care should be taken to administer an age-appropriate 
vaccine at the appropriate volume for each dose. For IIV4, 
the needed volume may be administered from a prefilled 
syringe containing the appropriate volume (as supplied by the 
manufacturer), a single-dose vial, or a multidose vial. Fluzone 
Quadrivalent is licensed for children aged 6 through 35 months 
at either 0.25 mL or 0.5 mL per dose. However, the 0.25-mL 
prefilled syringes are not anticipated to be available for the 
2020–21 season.  If a prefilled syringe of Fluzone Quadrivalent 
is used for a child in this age group, the dose volume will be 
0.5 mL per dose. Single-dose, 0.5-mL vials should be accessed 
for only 1 dose, and multidose vials for only 10 doses, regardless 
of the volume of the doses taken or any remaining volume in 
the vial. Any vaccine remaining in a vial after the maximum 
number of doses has been removed should be discarded.



Recommendations and Reports

MMWR / August 21, 2020 / Vol. 69 / No. 8 9US Department of Health and Human Services/Centers for Disease Control and Prevention

Number of doses for children aged 6 months through 
8 years: Children aged 6 months through 8 years require 
2 doses of influenza vaccine administered a minimum of 
4 weeks apart during their first season of vaccination for 
optimal protection (34–37). Determination of the number of 
doses needed is based on 1) the child’s age at the time of the first 
dose of 2020–21 influenza vaccine and 2) the number of doses 
of influenza vaccine received in previous influenza seasons:

• For those aged 6 months through 8 years, the number 
of doses of influenza vaccine needed for the 2020–21 
influenza season is determined as follows (Figure):

 ű Those who have previously received ≥2 total doses of 
trivalent or quadrivalent influenza vaccine ≥4 weeks 
apart before July 1, 2020, require only 1 dose for the 
2020–21 season. The 2 previous doses of influenza 
vaccine do not need to have been administered in the 
same season or consecutive seasons.

 ű Those who have not previously received ≥2 doses of 
trivalent or quadrivalent influenza vaccine ≥4 weeks 
apart before July 1, 2020, or whose previous influenza 
vaccination history is unknown, require 2 doses for the 
2020–21 season. The interval between the 2 doses 
should be ≥4 weeks. Two doses are recommended even 
if the child turns age 9 years between receipt of dose 1 
and dose 2.

• Adults and children aged ≥9 years need only 1 dose of 
influenza vaccine for the 2020–21 season.

Pregnant Women
Pregnant and postpartum women have been observed to be at 

higher risk for severe illness and complications from influenza, 

particularly during the second and third trimesters. ACIP 
and the American College of Obstetricians and Gynecologists  
recommend that all women who are pregnant or who might 
be pregnant or postpartum during the influenza season receive 
influenza vaccine (38,39). Any licensed, recommended, and age-
appropriate IIV or RIV4 may be used. LAIV4 should not be used 
during pregnancy. Influenza vaccine can be administered at any 
time during pregnancy, before and during the influenza season.

Although experience with the use of IIVs during pregnancy 
is substantial, data specifically reflecting administration of 
influenza vaccines during the first trimester are relatively 
limited (see Safety of Influenza Vaccines: Pregnant Women 
and Neonates in the supplementary Background Document). 
Most studies have not noted an association between influenza 
vaccination and adverse pregnancy outcomes, including 
spontaneous abortion (40–50). One observational Vaccine 
Safety Datalink (VSD) study conducted during the 2010–11 
and 2011–12 seasons noted an association between receipt 
of IIV containing influenza A(H1N1)pdm09 and risk for 
spontaneous abortion (miscarriage) in the 28 days after IIV, 
when an H1N1pdm09-containing vaccine had also been 
received the previous season (51). However, in a larger VSD 
follow-up study, IIV was not associated with an increased risk 
for spontaneous abortion during the 2012–13, 2013–14, and 
2014–15 seasons, regardless of previous season vaccination (52).

Substantially less experience exists with more recently licensed 
IIV products (e.g., quadrivalent and cell culture–based vaccines) 

TABLE 3. Dose volumes for inactivated influenza vaccines licensed 
for children aged 6 through 35 months* — United States, 2020–21 
influenza season

Trade name (Manufacturer)

Dose volume for children  
aged 6 through 35 mos 

(μg HA per vaccine virus)

Afluria Quadrivalent (Seqirus) 0.25 mL (7.5 μg)
Fluarix Quadrivalent (GlaxoSmithKline) 0.5 mL (15 μg)
FluLaval Quadrivalent (GlaxoSmithKline) 0.5 mL (15 μg)
Fluzone Quadrivalent (Sanofi Pasteur) 0.25 mL (7.5 μg)

or 0.5 mL (15 μg)†

Abbreviation: HA = hemagglutinin.
* For persons aged ≥36 months (≥3 years), the dose volume is 0.5 mL for all 

inactivated influenza vaccines with the exception of Fluzone High-Dose 
Quadrivalent (HD-IIV4), which is licensed for persons aged ≥65 years and for 
which the volume is 0.7 mL per dose.

† Fluzone Quadrivalent is currently licensed for this age group at either the 
0.25-mL or 0.5-mL dose; however, 0.25-mL prefilled syringes are not expected 
to be available for 2020–21. If a prefilled syringe of Fluzone Quadrivalent is 
used for a child in this age group, the dose volume will be 0.5 mL per dose.  
Note that 0.5-mL vials should be accessed for only one dose, and multidose 
vials for only 10 doses, regardless of the volume of the doses taken or any 
remaining volume in the vial. Any vaccine remaining in a vial after the 
maximum number of doses has been removed should be discarded.

FIGURE. Influenza vaccine dosing algorithm for children aged 
6 months through 8 years* — Advisory Committee on Immunization 
Practices, United States, 2020–21 influenza season

* For children aged 8 years who require 2 doses of vaccine, both doses should be 
administered even if the child turns age 9 years between receipt of dose 1 and 
dose 2.

Yes No/Don’t know

2 doses of 
2020–21 

in�uenza vaccine
(administered 

≥4 weeks apart)

Did the child receive ≥2 doses of 
trivalent or quadrivalent in�uenza vaccine

 before July 1, 2020?
(Doses need not have been received during

same or consecutive seasons)

1 dose of 
2020–21 

in�uenza vaccine
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during pregnancy as compared with previously available 
products. For RIV (available as RIV3 from 2013–14 through 
2017–18 and as RIV4 since 2017–18), data are limited to 
reports of pregnancies occurring incidentally during clinical 
trials, Vaccine Adverse Event Reporting System (VAERS) 
reports, and pregnancy registries. Pregnancy registries and 
surveillance studies exist for some products; information can be 
found in package inserts at https://www.fda.gov/vaccines-blood-
biologics/vaccines/influenza-virus-vaccine-trivalent-types-and-b 
for trivalent vaccines and at https://www.fda.gov/vaccines-
blood-biologics/approved-products/influenza-virus-vaccine-
quadrivalent-types-and-types-b for quadrivalent vaccines.

Older Adults
Because of the vulnerability of older adults to severe 

influenza illness, hospitalization, and death, efficacy and 
effectiveness of influenza vaccines in this population is an 
area of active research (see Immunogenicity, Efficacy, and 
Effectiveness of Influenza Vaccines: HD-IIV3, aIIV3, and 
RIV4 for Older Adults in the Background Document). Recent 
comparative studies of vaccine efficacy and effectiveness against 
laboratory-confirmed influenza outcomes among older adults 
have focused on Fluzone High-Dose (HD-IIV3) (53–55), 
Flublok Quadrivalent (RIV4) (56), and Fluad (aIIV3) (57) 
(see Table in Background Document). These studies have 
evaluated each of these three vaccines compared with standard-
dose, nonadjuvanted IIV (SD-IIV3). To date, HD-IIV3 has 
been the most extensively studied in this regard, and evidence 
has accumulated for its superior efficacy and effectiveness 
compared with SD-IIV3 in this population. For the 2020–21 
season, newly licensed quadrivalent formulations of high-dose 
(HD-IIV4) and adjuvanted (aIIV4) influenza vaccines are 
expected to be available. Data summarizing comparisons of 
these newer quadrivalent formulations relative to standard-dose 
nonadjuvanted IIV4 against laboratory-confirmed influenza 
outcomes are not yet available. Moreover, data from studies 
comparing the efficacy or effectiveness of HD-IIVs, aIIVs, and 
RIV4 directly with one another against laboratory-confirmed 
influenza outcomes among older adults are limited, which 
prevents recommending one of these three vaccines over another 
for this population. In comparative safety studies, some injection 
site and systemic reactions were observed more frequently in 
older persons vaccinated with HD-IIV3 and aIIV3 compared 
with nonadjuvanted SD-IIV3 (58,59).

Fluzone High-Dose (HD-IIV3) met prespecified criteria 
for superior efficacy against laboratory-confirmed influenza 
compared with that of standard-dose Fluzone (SD-IIV3) in a 
randomized trial conducted over two seasons (2011–12 and 
2012–13) among 31,989 persons aged ≥65 years (53,60,61). 
For the primary outcome (prevention of laboratory-confirmed 

influenza caused by any viral type or subtype and associated 
with protocol-defined influenza-like illness [ILI]), the relative 
efficacy of Fluzone HD-IIV3 compared with Fluzone SD-IIV3 
was 24.2% (95% confidence interval [CI]: 9.7%–36.5%). These 
findings are further supported by results from retrospective 
studies of Centers for Medicare and Medicaid Services and 
Veterans Administration data, as well as a cluster-randomized 
trial of HD-IIV3 compared with SD-IIV among older adults 
in nursing homes (62–66). A meta-analysis reported that 
HD-IIV3 provided better protection than SD-IIV3 against 
ILI (relative VE = 19.5%; 95% CI: 8.6%–29.0%); all-cause 
hospitalizations (relative VE = 9.1%; 95% CI: 2.4%–15.3%); 
and hospitalizations due to influenza (relative VE = 17.8%; 
95% CI: 8.1%–26.5%), pneumonia (relative VE = 24.3%; 
95% CI: 13.9%–33.4%), and cardiorespiratory events 
(relative VE = 18.2%; 95% CI: 6.8%–28.1%) (67). For the 
2020–21 season, HD-IIV3 is expected to be replaced by 
Fluzone High-Dose Quadrivalent (HD-IIV4). HD-IIV4 
exhibited noninferior immunogenicity to HD-IIV3 in a two-
season randomized trial (68); estimates of relative efficacy or 
effectiveness compared with standard-dose nonadjuvanted 
IIV4 are not available.

In an exploratory analysis of data from a single-season 
(2014–15) randomized trial conducted among 8,604 adults 
aged ≥50 years, Flublok Quadrivalent (RIV4) was more 
efficacious than SD-IIV4 (56,69); however, no claim of 
superiority was approved for the package insert (69). For 
the primary outcome (protocol-defined ILI, caused by any 
influenza virus type or subtype, and confirmed by reverse 
transcription–polymerase chain reaction), the relative VE of 
RIV4 compared with SD-IIV4 was 30% (95% CI: 10%–47%). 
When restricted to persons aged ≥65 years, the relative VE of 
RIV4 was 17% (95% CI: -20% to 43%).

No data from randomized controlled trials are available 
concerning efficacy of Fluad (aIIV3) compared with nonadjuvanted 
IIV3 against laboratory-confirmed influenza outcomes in older 
adults. In an observational study from a single season (2011–12), 
aIIV3 was more effective against laboratory-confirmed influenza 
than nonadjuvanted SD-IIV3 among adults aged ≥65 years 
(N = 227, 165 of whom received aIIV3 and 62 SD-IIV3) (57). 
The relative effectiveness of aIIV3 compared with nonadjuvanted 
SD-IIV3 was 63% (95% CI: 4%–86%). aIIV3 was associated 
with reduced risk for hospitalization for pneumonia and influenza 
diagnoses (70) and pneumonia, cerebrovascular, or cardiovascular 
diagnoses relative to nonadjuvanted IIV3 in studies of medical 
record data (71). For the 2020–21 season, Fluad Quadrivalent 
(aIIV4) is expected to be available. This new quadrivalent 
formulation met prespecified immunogenicity criteria relative 
to a noninfluenza control vaccine in a randomized trial (72). 
Data comparing the efficacy or effectiveness of aIIV4 with that 

https://www.fda.gov/vaccines-blood-biologics/vaccines/influenza-virus-vaccine-trivalent-types-and-b
https://www.fda.gov/vaccines-blood-biologics/vaccines/influenza-virus-vaccine-trivalent-types-and-b
https://www.fda.gov/vaccines-blood-biologics/approved-products/influenza-virus-vaccine-quadrivalent-types-and-types-b
https://www.fda.gov/vaccines-blood-biologics/approved-products/influenza-virus-vaccine-quadrivalent-types-and-types-b
https://www.fda.gov/vaccines-blood-biologics/approved-products/influenza-virus-vaccine-quadrivalent-types-and-types-b
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of nonadjuvanted IIV4 against laboratory-confirmed influenza 
outcomes are not yet available.

ACIP will continue to review data on the efficacy and 
effectiveness of these vaccines as more information emerges. No 
preference is expressed for any one vaccine type. Vaccination 
should not be delayed if a specific product is not readily available. 
For persons aged ≥65 years, any age-appropriate IIV formulation 
(standard dose or high dose, trivalent or quadrivalent, 
nonadjuvanted or adjuvanted) or RIV4 is an acceptable option.

Immunocompromised Persons
ACIP recommends that persons with immunocompromising 

conditions (including but not limited to persons with 
congenital and acquired immunodeficiency states, persons 
who are immunocompromised due to medications, and 
persons with anatomic and functional asplenia) should receive 
an age-appropriate IIV or RIV4. ACIP recommends that 
LAIV4 not be used for these groups because of the uncertain 
but biologically plausible risk for disease attributable to the 
live vaccine virus. Use of LAIV4 in persons with these and 
other conditions is discussed in more detail (see Dosage, 
Administration, Contraindications, and Precautions) (Table 2).

Immunocompromised states comprise a heterogeneous range 
of conditions with varying risks for severe infections. In many 
instances, limited data are available regarding the use of influenza 
vaccines in the setting of specific immunocompromised 
states. Timing of vaccination might be a consideration (e.g., 
vaccinating during some period either before or after an 
immunocompromising intervention). The Infectious Diseases 
Society of America (IDSA) has published detailed guidance 
for the selection and timing of vaccines for persons with 
specific immunocompromising conditions (see Additional 
Resources). Immune response to influenza vaccines might be 
blunted in persons with some conditions, such as persons with 
congenital immune deficiencies, and persons receiving cancer 
chemotherapy or immunosuppressive medications.

Persons with a History of Guillain-Barré Syndrome 
After Influenza Vaccination

A history of Guillain-Barré syndrome (GBS) within 6 weeks 
of a previous dose of any type of influenza vaccine is considered a 
precaution to vaccination (Table 2). Persons who are not at higher 
risk for severe influenza complications (see Populations at Higher 
Risk for Medical Complications Attributable to Severe Influenza) 
and who are known to have experienced GBS within 6 weeks of a 
previous influenza vaccination generally should not be vaccinated. 
As an alternative to vaccination, providers might consider using 
influenza antiviral chemoprophylaxis for these persons (73). 
However, the benefits of influenza vaccination might outweigh 
the possible risks for certain persons who have a history of GBS 

within 6 weeks after receipt of influenza vaccine and who also are 
at higher risk for severe complications from influenza.

Persons with a History of Egg Allergy
As is the case for all vaccines, influenza vaccines contain various 

components that might cause allergic and anaphylactic reactions. 
Not all such reactions are related to egg proteins; however, the 
possibility of reactions to influenza vaccines in egg-allergic persons 
might be of concern to these persons and vaccine providers. 
Currently available influenza vaccines, with the exceptions of RIV4 
(Flublok Quadrivalent, licensed for those aged ≥18 years) and 
ccIIV4 (Flucelvax Quadrivalent, licensed for those aged ≥4 years), 
are prepared by propagation of virus in embryonated eggs and 
might contain trace amounts of egg proteins, such as ovalbumin.

Severe allergic reactions to vaccines, although rare, can 
occur at any time, even in the absence of a history of previous 
allergic reaction. Therefore, all vaccine providers should be 
familiar with the office emergency plan and be certified in 
cardiopulmonary resuscitation (74). For persons who report a 
history of egg allergy, ACIP recommends the following:

• Persons with a history of egg allergy who have experienced 
only urticaria (hives) after exposure to egg should receive 
influenza vaccine. Any licensed, recommended influenza 
vaccine (i.e., any IIV, RIV4, or LAIV4) that is otherwise 
appropriate for the recipient’s age and health status 
may be used.

• Persons who report having had reactions to egg involving 
symptoms other than urticaria (e.g., angioedema or 
swelling, respiratory distress, lightheadedness, or recurrent 
vomiting) or who required epinephrine or another 
emergency medical intervention may similarly receive any 
licensed, recommended influenza vaccine (i.e., any IIV, 
RIV4, or LAIV4) that is otherwise appropriate for their age 
and health status. If a vaccine other than ccIIV4 or RIV4 
is used, the selected vaccine should be administered in an 
inpatient or outpatient medical setting (including but not 
necessarily limited to hospitals, clinics, health departments, 
and physician offices). Vaccine administration should 
be supervised by a health care provider who is able to 
recognize and manage severe allergic reactions.

• A previous severe allergic reaction to influenza vaccine, 
regardless of the component suspected of being responsible 
for the reaction, is a contraindication to future receipt of 
the vaccine.

No postvaccination observation period is recommended 
specifically for egg-allergic persons. However, ACIP 
recommends that vaccine providers consider observing 
patients (seated or supine) for 15 minutes after administration 
of any vaccine to decrease the risk for injury should syncope 
occur (74).
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Vaccination Issues for Travelers
In temperate climate regions of the Northern and Southern 

hemispheres, influenza activity is seasonal, occurring 
approximately from October–May in the Northern Hemisphere 
and April–September in the Southern Hemisphere. In the 
tropics, influenza might occur throughout the year. Travelers 
can be exposed to influenza when traveling to an area where 
influenza is circulating or when traveling as part of large tourist 
groups (e.g., on cruise ships) that include persons from areas 
of the world where influenza viruses are circulating (75–78).

Travelers who want to reduce the risk for influenza should 
consider influenza vaccination, preferably at least 2 weeks before 
departure. In particular, persons who live in the United States 
and are at higher risk for complications of influenza and who 
were not vaccinated with influenza vaccine during the previous 
Northern Hemisphere fall or winter should consider receiving 
influenza vaccine before departure if they plan to travel to the 
tropics, to the Southern Hemisphere during the Southern 
Hemisphere influenza season (April–September), or with 
organized tourist groups or on cruise ships to any location. 
Persons at higher risk who received the previous season’s vaccine 
before travel should consult with their health care provider to 
discuss the risk for influenza or other travel-related diseases 
before embarking on travel during the summer. All persons 
(regardless of risk status) vaccinated before travel should receive 
the current vaccine the following fall or winter.

Influenza vaccine formulated for the Southern Hemisphere 
might differ in viral composition from the Northern 
Hemisphere vaccine. For persons traveling to the Southern 
Hemisphere during the Southern Hemisphere influenza 
season, receipt of a current U.S.-licensed Southern Hemisphere 
formulation influenza vaccine before departure might be 
reasonable but might not be feasible because of limited access 
to or unavailability of this vaccine in the United States. With 
the exception of the Southern Hemisphere formulation 
of Fluzone Quadrivalent (IIV4), Southern Hemisphere 
formulation seasonal influenza vaccines are not licensed in the 
United States and generally are not commercially available in 
the United States. More information on influenza vaccines and 
travel is available at https://wwwnc.cdc.gov/travel/diseases/
influenza-seasonal-zoonotic-and-pandemic.

Use of Influenza Antiviral Medications
Administration of IIV or RIV4 to persons receiving influenza 

antiviral medications for treatment or chemoprophylaxis is 
acceptable. Data concerning vaccination with LAIV4 in the 
setting of influenza antiviral use are not available. However, 
influenza antiviral medications might interfere with the action 
of LAIV4 because it contains live virus.

The package insert for LAIV4 notes that antiviral agents 
might reduce the effectiveness of the vaccine if given within 
the interval from 48 hours before to 14 days after vaccination 
(79). However, the newer influenza antivirals peramivir and 
baloxavir have longer half-lives than oseltamivir and zanamivir 
(approximately 20 hours for peramivir [80] and 79 hours 
for baloxavir [81]) and could conceivably interfere with 
the replication of LAIV4 if administered >48 hours before 
vaccination. Potential interactions between influenza antivirals 
and LAIV4 have not been studied, and the ideal intervals 
between administration of these medications and LAIV4 is not 
known. Assuming a period of at least 5 half-lives for substantial 
decline in drug levels (82), it is reasonable to assume that 
peramivir might interfere with the mechanism of LAIV4 if 
given from 5 days before through 2 weeks after vaccination, and 
baloxavir might interfere if given from 17 days before through 
2 weeks after vaccination. The interval between influenza 
antiviral receipt and LAIV4 for which interference might 
potentially occur might be further prolonged in the presence 
of medical conditions that delay medication clearance (e.g., 
renal insufficiency). Persons who receive these medications 
during these periods before or after receipt of LAIV4 should 
be revaccinated with another appropriate influenza vaccine 
(e.g., IIV or RIV4). 

Administration of Influenza Vaccines 
with Other Vaccines

IIVs and RIV4 may be administered concomitantly or 
sequentially with other inactivated vaccines or live vaccines. 
Injectable vaccines that are given concomitantly should 
be administered at separate anatomic sites. LAIV4 may be 
administered simultaneously with other live or inactivated 
vaccines. However, if two live vaccines are not given 
simultaneously, then after administration of one live vaccine 
(such as LAIV4), at least 4 weeks should pass before another 
live vaccine is administered (74).

Relatively limited data are available on the concomitant 
administration of influenza vaccines with other vaccines. 
Studies of live attenuated zoster vaccine and IIV3 (83) or IIV4 
(84) among persons aged ≥50 years noted similar antibody 
responses whether the two vaccines were administered 
concomitantly or 4 weeks apart. In some studies, reduced 
responses have been noted to 13-valent pneumococcal 
conjugate vaccine (PCV13) (85,86), tetanus antigens (87), 
and pertussis antigens (87) when co-administered with IIV3 
to adults; in most instances, the clinical significance of this is 
uncertain. Simultaneous administration of IIV4 and 23-valent 
pneumococcal polysaccharide vaccine (PPSV23) to persons 
aged ≥65 years was associated with lower seroprotection rates 
to one influenza B antigen at 4–6 weeks postvaccination 

https://wwwnc.cdc.gov/travel/diseases/influenza-seasonal-zoonotic-and-pandemic
https://wwwnc.cdc.gov/travel/diseases/influenza-seasonal-zoonotic-and-pandemic
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as compared with sequential administration 2 weeks apart; 
seroprotection was not significantly different between the 
two groups for any of the four influenza antigens at 6 months 
postvaccination (88). Reassuring safety profiles have been 
noted for simultaneous administration of IIVs with live 
attenuated zoster vaccine (83,84), PCV13 (85,86), PPSV23 
(88,89), and tetanus toxoid, reduced diphtheria toxoid, and 
acellular pertussis (Tdap) vaccine among adults (87) and 
of Tdap among pregnant women (90). Although increased 
prevalence of injection site or systemic adverse reactions has 
been noted with concurrent administration in some of these 
studies, these symptoms have generally been reported to be 
mild or moderate.

Among children aged 6 through 23 months, co-administration 
of IIV and PCV13 was associated with increased risk 
for fever on the day of vaccination and the day after 
(i.e., days 0–1 postvaccination) in an observational study 
conducted during the 2011–12 season (91). A randomized 
clinical trial during the 2017–18 influenza season suggested 
that delaying IIV4 administration by 2 weeks in children 
receiving DTaP and PCV13 did not reduce fever prevalence after 
vaccination (92). Increased risk for febrile seizures in this age 
group has been noted within days 0–1 after co-administration of 
IIV with PCV7, PCV13, or diphtheria and tetanus toxoids and 
acellular pertussis (DTaP) vaccines during the 2006–07 through 
2010–11 seasons (93) and with PCV13 during the 2014–15 
season (94). Although of concern to parents, most febrile seizures 
are brief and have a good prognosis (95). After considering 
the risks and benefits, no changes in the recommendations for 
administration of these vaccines were made, and these vaccines 
can be given concomitantly. Surveillance of febrile seizures is 
ongoing through VAERS, and the VSD annual influenza safety 
surveillance includes monitoring for seizures after vaccinations.

Studies of concomitant administration of LAIV with other 
vaccines are limited. Concurrent administration of LAIV3 with 
measles, mumps, and rubella (MMR) and varicella vaccine to 
children was not associated with diminished immunogenicity 
to antigens in any of the vaccines in one study (96); diminished 
response to rubella was observed in another study examining 
co-administration of LAIV3 and MMR (97). No safety 
concerns were noted in these studies.

In recent years, several vaccines containing nonaluminum 
adjuvants have been licensed for use in the United States for the 
prevention of various infectious diseases. These include AS01B 
(in Shingrix, recombinant zoster subunit vaccine) (98); MF59 
(in Fluad [aIIV3] and Fluad Quadrivalent [aIIV4]) (72,99); 
and cytosine phosphoguanine oligodeoxynucleotide (in 
Heplisav-B, recombinant hepatitis B surface antigen vaccine) 
(100). Data are limited regarding co-administration of these 
vaccines with other adjuvanted or nonadjuvanted vaccines. 

Co-administration of Shingrix with nonadjuvanted IIV4 has 
been studied; no evidence of decreased immunogenicity or 
safety concerns was noted (101). The immunogenicity and 
safety of simultaneous or sequential administration of two 
nonaluminum-adjuvant–containing vaccines has not been 
evaluated, and the ideal interval between such vaccines when 
given sequentially is not known. In the study of Shingrix 
and IIV4 (101), most reactogenicity symptoms resolved 
within 4 days. Because of the limited data on the safety 
of simultaneous administration of two or more vaccines 
containing nonaluminum adjuvants and the availability 
of nonadjuvanted influenza vaccine options, selection of 
a nonadjuvanted influenza vaccine may be considered in 
situations in which influenza vaccine and another vaccine 
containing a nonaluminum adjuvant are to be administered 
concomitantly. However, vaccination should not be delayed 
if a specific product is not available. As recommended for all 
vaccines, vaccines with nonaluminum adjuvants should be 
administered at separate anatomic sites from other vaccines 
that are given concomitantly (74).

Influenza Vaccine Composition and 
Available Vaccines

Influenza Vaccine Composition for the 
2020–21 Season

All influenza vaccines licensed in the United States 
will contain components derived from influenza viruses 
antigenically similar to those recommended by FDA (https://
www.fda.gov/advisory-committees/advisory-committee-
calendar/vaccines-and-related-biological-products-advisory-
committee-march-4-2020-meeting-announcement). Most 
influenza vaccines available in the United States for the 
2020–21 season will be quadrivalent vaccines, with the 
exception of MF59-adjuvanted IIV (aIIV), which is expected 
to be available in both trivalent (aIIV3, Fluad) and quadrivalent 
(aIIV4, Fluad Quadrivalent) formulations.

For the 2020–21 season, U.S. egg-based influenza vaccines 
(i.e., vaccines other than ccIIV4 and RIV4) will contain HA 
derived from

• an influenza A/Guangdong-Maonan/SWL1536/2019 
(H1N1)pdm09-like virus;

• an influenza A/Hong Kong/2671/2019 (H3N2)-like virus;
• an influenza B/Washington/02/2019 (Victoria lineage)-

like virus; and
• for quadrivalent vaccines only, an influenza B/

Phuket/3073/2013 (Yamagata lineage)-like virus.

https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
https://www.fda.gov/advisory-committees/advisory-committee-calendar/vaccines-and-related-biological-products-advisory-committee-march-4-2020-meeting-announcement
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For the 2020–21 season, U.S. cell culture–based inactivated 
(ccIIV4) and recombinant (RIV4) influenza vaccines will 
contain HA derived from

• an influenza A/Hawaii/70/2019 (H1N1)pdm09-like 
virus;

• an influenza A/Hong Kong/45/2019 (H3N2)-like virus;
• an influenza B/Washington/02/2019 (Victoria lineage)-

like virus; and
• an influenza B/Phuket/3073/2013 (Yamagata lineage)-

like virus.
The 2020–21 composition reflects updates in the 

influenza A(H1N1)pdm09, influenza A(H3N2), and 
influenza B (Victoria lineage) components.

Vaccines Available for the 2020–21 Season
Various influenza vaccines will be available for the 2020–21 

season (Table 1). For many vaccine recipients, more than 
one type or brand of vaccine might be appropriate within 
approved indications and ACIP recommendations. A licensed 
influenza vaccine that is appropriate for the recipient’s age 
and health status should be used. Specific age indications 
for licensed influenza vaccines are summarized (Table 1); 
current prescribing information should be consulted for 
authoritative, up-to-date information. Contraindications and 
precautions for the different types of influenza vaccines are 
summarized (Table 2).

Not all influenza vaccines are likely to be uniformly available 
in any given practice setting or geographic locality. Vaccination 
should not be delayed to obtain a specific product when an 
appropriate one is already available. Within these guidelines 
and approved indications, when more than one type of vaccine 
is available and appropriate, no preferential recommendation 
is made for the use of any one influenza vaccine over another.

Since the publication of the previous season’s guidance, two 
new influenza vaccines have been licensed. These include the 
licensure of Fluzone High-Dose Quadrivalent in November 
2019 and of Fluad Quadrivalent in February 2020. Both of 
these influenza vaccines are expected to be available in the 
United States during the 2020–21 season. New licensures and 
changes to FDA-approved labeling might occur after publication 
of this report. As these changes occur and new vaccines become 
available, they will be reflected in the online version of Table 1, 
available at https://www.cdc.gov/flu/professionals/acip/2020-
2021/acip-table.htm.

Dosage, Administration, 
Contraindications, and Precautions

Inactivated Influenza Vaccines (IIVs)
Available vaccines: As in recent seasons, various inactivated 

influenza vaccines (IIVs) are expected to be available for 
2020–21 (Table 1). Certain IIVs are licensed for persons as 
young as age 6 months. However, licensed age indications 
differ for different products. Moreover, for some IIVs, the dose 
volume for children aged 6 through 35 months differs from 
that for older children and adults (Table 3). Care should be 
taken to administer the appropriate dose volume of an age-
appropriate product to each recipient.

Standard-dose, nonadjuvanted IIVs contain 15 μg of HA per 
vaccine virus in a 0.5-mL dose (7.5 μg of HA per vaccine virus 
in a 0.25-mL dose). For 2020–21, this category is expected to 
include five different products, all of which will be quadrivalent 
(IIV4s) (Table 1). Four of these vaccines are egg based, and one 
is cell culture based. Egg-based and cell culture–based vaccines 
differ in the substrate in which reference vaccine viruses 
supplied to the manufacturer are propagated in quantities 
sufficient to produce the needed number of doses of vaccine. 
The egg-based IIV4s, Afluria Quadrivalent (102), Fluarix 
Quadrivalent (103), FluLaval Quadrivalent (104), and Fluzone 
Quadrivalent (105), are licensed for persons aged ≥6 months. 
The cell culture–based IIV4, Flucelvax Quadrivalent (ccIIV4), 
is licensed for persons aged ≥4 years. For the manufacture of 
ccIIV4, the influenza vaccine viruses are propagated in Madin-
Darby canine kidney cells instead of eggs (106).

Three additional IIVs that will be available for the 2020–21 
season are licensed for persons aged ≥65 years. These vaccines 
are egg based. Fluzone High-Dose Quadrivalent contains 60 μg 
of HA per vaccine virus (240 μg total) in a 0.7-mL dose (68). 
For 2020–21, this quadrivalent formulation of the high-dose 
IIV is expected to replace the previous trivalent formulation. 
Adjuvanted inactivated influenza vaccine (aIIV), which 
contains MF59 adjuvant, is expected to be available in both 
trivalent (Fluad, aIIV3) and quadrivalent (Fluad Quadrivalent, 
aIIV4) formulations for 2020–21. Both contain 15 μg of HA 
per vaccine virus in each 0.5-mL dose (45 μg total for Fluad 
and 60 μg total for Fluad Quadrivalent) (72,99).

Dosage and administration: For children aged 6 through 
35 months, four IIV4s are expected to be available for the 
2020–21 season: Afluria Quadrivalent, Fluarix Quadrivalent, 
FluLaval Quadrivalent, and Fluzone Quadrivalent. The 
approved dose volumes for these vaccines differ for this age 
group (Table 3). For each of these IIV4s, a 0.5-mL dose 
contains 15 μg of HA per vaccine virus, whereas a 0.25-mL dose 
contains 7.5 μg of HA per vaccine virus. Care should be taken 

https://www.cdc.gov/flu/professionals/acip/2020-2021/acip-table.htm
https://www.cdc.gov/flu/professionals/acip/2020-2021/acip-table.htm
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to administer the appropriate dose volume for the particular 
product. If prefilled syringes are not available, the appropriate 
volume may be administered from a single-dose or multidose 
vial. If a 0.5-mL single-dose vial is used for a 0.25-mL dose for a 
child aged 6 through 35 months, only half the vial volume should 
be administered, and the remaining half should be discarded. Of 
note, dose volume is distinct from the number of doses. Children 
in this age group who require 2 doses for 2020–21 (see Children 
Aged 6 Months through 8 Years; Figure) need 2 separate doses 
administered ≥4 weeks apart, regardless of the specific IIV4 used 
and volume given for each dose.

For children aged 36 months (3 years) through 17 years and 
adults aged ≥18 years, the dose volume for IIVs is 0.5 mL per 
dose, with the exception of Fluzone High-Dose Quadrivalent 
(HD-IIV4, licensed for persons aged ≥65 years), for which 
the correct volume is 0.7 mL per dose. If a smaller vaccine 
dose (e.g., 0.25 mL) is inadvertently administered to a person 
aged ≥36 months, the remaining volume needed to make a 
full dose should be administered during the same vaccination 
visit. If the error is discovered later (after the recipient has left 
the vaccination setting), a full dose should be administered 
as soon as the recipient can return (i.e., 0.7 mL for HD-IIV4 
and 0.5 mL for all other IIVs). Vaccination with a formulation 
approved for adult use should be counted as a single dose if 
inadvertently administered to a child.

IIVs are administered intramuscularly (IM). For adults and 
older children, the deltoid is the preferred site. Infants and 
younger children should be vaccinated in the anterolateral 
thigh. Additional specific guidance regarding site selection and 
needle length for IM injection is provided in the ACIP General 
Best Practice Guidelines for Immunization (74).

One IIV4, Afluria Quadrivalent, is licensed for IM injection 
via the PharmaJet Stratis jet injector for persons aged 18 
through 64 years (102). Persons in this age group may receive 
Afluria Quadrivalent via either needle and syringe or this 
specific jet injection device. Children aged 6 months through 
17 years and adults aged ≥65 years should receive this vaccine 
by needle and syringe only. No other IIVs are licensed for 
administration by jet injector.

Trivalent versus quadrivalent IIVs: For the 2020–21 
influenza season, all IIVs will be quadrivalent, with the 
exception of adjuvanted IIV (aIIV), which is expected to be 
available in both trivalent (aIIV3) and quadrivalent (aIIV4) 
formulations. Quadrivalent and trivalent vaccines are alike in 
that they contain two influenza A viruses (an A[H1N1] virus 
and an A[H3N2] virus). They differ with regard to the number 
of influenza B viruses. Quadrivalent vaccines (IIV4s) contain 
one virus from each of the two influenza B virus lineages 
(Yamagata and Victoria), whereas trivalent vaccines (IIV3s) 
contain one influenza B virus from one lineage (for 2020–21, 

a Victoria lineage virus). IIV4s are thus designed to provide 
broader protection against circulating influenza B virus strains. 
However, no preference is expressed for either quadrivalent or 
trivalent vaccines.

Contraindications and precautions for the use of 
IIVs: Manufacturer package inserts and updated CDC and 
ACIP guidance should be consulted for information on 
contraindications and precautions for individual influenza 
vaccines. A history of a severe allergic reaction to the vaccine or 
any of its components (which include egg for all IIVs except for 
Flucelvax Quadrivalent [ccIIV4]) is a labeled contraindication 
to the receipt of IIVs (Table 2). However, ACIP makes specific 
recommendations for the use of influenza vaccine for persons 
with egg allergy (see Persons with a History of Egg Allergy). 
Influenza vaccine is not recommended for persons with a history 
of severe allergic reaction to the vaccine or to components 
other than egg. Information about vaccine components can 
be found in the package inserts for each vaccine. Prophylactic 
use of antiviral agents is an option that can be considered 
for preventing influenza among persons who cannot receive 
vaccine, particularly for those who are at higher risk for medical 
complications attributable to severe influenza (73).

Moderate or severe acute illness with or without fever is 
a general precaution for vaccination (74). A history of GBS 
within 6 weeks after receipt of a previous dose of influenza 
vaccine is considered a precaution for the use of all influenza 
vaccines (Table 2).

Recombinant Influenza Vaccine (RIV4)
Available vaccines: One recombinant influenza vaccine, 

Flublok Quadrivalent (RIV4), is expected to be available 
during the 2020–21 influenza season. RIV4 is indicated for 
persons aged ≥18 years. This vaccine contains recombinant HA 
produced in an insect cell line using genetic sequences from 
cell-derived influenza viruses and is manufactured without 
the use of influenza viruses or eggs (69). No preference is 
expressed for RIV4 versus other influenza vaccines used within 
specified indications.

Dosage and administration: RIV4 is administered by IM 
injection via needle and syringe. A 0.5-mL dose contains 45 μg 
of HA derived from each vaccine virus (180 μg total).

Contraindications and precautions for the use of RIV4: 
RIV4 is contraindicated in persons who have had a severe 
allergic reaction to any component of the vaccine. Moderate or 
severe acute illness with or without fever is a general precaution 
for vaccination (74). A history of GBS within 6 weeks after 
receipt of a previous dose of influenza vaccine is considered a 
precaution for the use of all influenza vaccines (Table 2). RIV4 
is not licensed for children aged <18 years.
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Live Attenuated Influenza Vaccine (LAIV4)
Available vaccines: One live attenuated influenza vaccine, 

FluMist Quadrivalent (LAIV4), is expected to be available 
during the 2020–21 influenza season. LAIV4 is licensed for 
persons aged 2 through 49 years.

Dosage and administration: LAIV4 is administered 
intranasally using the supplied prefilled, single-use sprayer 
containing 0.2 mL of vaccine. Approximately 0.1 mL (i.e., half 
the total sprayer contents) is sprayed into the first nostril while 
the recipient is in the upright position. An attached dose-divider 
clip is removed from the sprayer to permit administration of the 
second half of the dose into the other nostril. If the recipient 
sneezes immediately after administration, the dose should 
not be repeated. However, if nasal congestion is present that 
might impede delivery of the vaccine to the nasopharyngeal 
mucosa, deferral of administration should be considered until 
resolution of the illness, or another appropriate vaccine should 
be administered instead.

Contraindications and precautions for the use of LAIV4: 
Conditions considered by ACIP to be contraindications and 
precautions to the use of LAIV4 are summarized (Table 2). 
These include two labeled contraindications that appear in 
the package insert (79) and other conditions for which there 
is uncertain but biologically plausible potential risk associated 
with live viruses or limited data for use of LAIV.

Contraindications to use of LAIV4 include the following:
• Severe allergic reaction to any component of the vaccine 

or to a previous dose of any influenza vaccine (a labeled 
contraindication noted in the package insert). However, 
ACIP makes an exception for allergy to egg (see Persons 
with a History of Egg Allergy)

• Children and adolescents receiving concomitant aspirin- 
or salicylate-containing medications (Table 2), because 
of the potential risk for Reye syndrome (a labeled 
contraindication noted in the package insert)

• Children aged 2 through 4 years who have received a 
diagnosis of asthma or whose parents or caregivers report 
that a health care provider has told them during the past 
12 months that their child had wheezing or asthma or 
whose medical record indicates a wheezing episode has 
occurred during the preceding 12 months

• Children and adults who are immunocompromised 
due to any cause, including but not limited to 
immunosuppression caused by medications, congenital 
or acquired immunodeficiency states, HIV infection, 
anatomic asplenia, or functional asplenia (such as that 
due to sickle cell anemia)

• Close contacts and caregivers of severely immunosuppressed 
persons who require a protected environment

• Pregnancy

• Persons with active communication between the 
cerebrospinal fluid (CSF) and the oropharynx, 
nasopharynx, nose, or ear or any other cranial CSF leak 

• Persons with cochlear implants, because of the potential 
for CSF leak, which might exist for some period after 
implantation (providers might consider consulting with 
a specialist concerning the risk for persistent CSF leak if 
an age-appropriate inactivated or recombinant vaccine 
cannot be used)

• Receipt of influenza antiviral medication within the previous 
48 hours for oseltamivir and zanamivir, previous 5 days for 
peramivir, and previous 17 days for baloxavir. The interval 
between influenza antiviral receipt and LAIV4 for which 
interference might potentially occur might be further 
prolonged in the presence of medical conditions that delay 
medication clearance (e.g., renal insufficiency) 

Precautions for use of LAIV4 include the following:
• Moderate or severe acute illness with or without fever
• History of GBS within 6 weeks of receipt of any 

influenza vaccine
• Asthma in persons aged ≥5 years
• Other underlying medical condition (other than those 

listed under contraindications) that might predispose to 
complications after wild-type influenza virus infection 
(e.g., chronic pulmonary, cardiovascular [except isolated 
hypertension], renal, hepatic, neurologic, hematologic, or 
metabolic disorders [including diabetes mellitus])

Recent Influenza Vaccine Licensures
Since the publication of the 2019–20 ACIP influenza vaccine 

statement, two new influenza vaccines have been licensed: 
Fluzone High-Dose Quadrivalent (HD-IIV4) and Fluad 
Quadrivalent (aIIV4). Both new vaccines are expected to be 
available for the 2020–21 influenza season.

Fluzone High-Dose Quadrivalent (HD-IIV4)
In November 2019, FDA licensed Fluzone High-Dose 

Quadrivalent (HD-IIV4) for persons aged ≥65 years. Like 
the previously licensed trivalent formulation of Fluzone High-
Dose, Fluzone High-Dose Quadrivalent contains 60 μg of 
HA per vaccine virus, compared with 15 μg per vaccine virus 
in SD-IIVs (68). The dose volume of Fluzone High-Dose 
Quadrivalent, 0.7 mL per dose, is slightly higher than that 
for trivalent Fluzone High-Dose (0.5 mL per dose). For the 
2020–21 season, Fluzone High-Dose Quadrivalent is expected 
to replace the trivalent formulation of Fluzone High-Dose.

Immunogenicity and safety of Fluzone High-Dose 
Quadrivalent were compared with two trivalent formulations 
of Fluzone High-Dose (each containing one of the two 
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influenza B viruses present in the quadrivalent vaccine) in a 
randomized trial conducted among 2,670 adults aged ≥65 years. 
For immunogenicity, Fluzone High-Dose Quadrivalent met 
prespecified noninferiority criteria compared with trivalent 
Fluzone High-Dose, with noninferior HA inhibition geometric 
mean titer ratios and seroconversion rates for all four viruses. 
For the influenza B viruses, Fluzone High-Dose Quadrivalent 
met criteria for superior immunogenicity compared with 
trivalent Fluzone High-Dose that did not contain the same 
influenza B lineage strain (68, 107). The safety profile of 
Fluzone High-Dose Quadrivalent was generally similar to 
that of trivalent Fluzone High-Dose. The prevalence of 
solicited injection site and some systemic adverse reactions was 
slightly greater among those who received Fluzone High-Dose 
Quadrivalent; however, most were mild or moderate, and most 
resolved within 3 days. Prevalence of serious adverse events 
(SAEs) was similar among the groups (68,107).

Fluad Quadrivalent (aIIV4)
In February 2020, FDA licensed Fluad Quadrivalent 

(aIIV4) for persons aged ≥65 years. Like the previously 
licensed trivalent formulation of Fluad, Fluad Quadrivalent 
contains the oil-in-water emulsion adjuvant MF59 (72). For 
the 2020–21 season, both Fluad and Fluad Quadrivalent are 
expected to be available.

Immunogenicity, efficacy, and safety of Fluad Quadrivalent 
were evaluated in a multicenter randomized controlled trial 
including 6,790 adults aged ≥65 years who received either 
Fluad Quadrivalent or a noninfluenza control vaccine (tetanus-
diphtheria-acellular pertussis) (108). For immunogenicity, 
Fluad Quadrivalent met prespecified criteria for the proportion 
of participants achieving serconversion and an HA inhibition 
titer of 1:40 for all four viruses. Prespecified criteria for efficacy 
were not met, with an absolute vaccine efficacy of 19.8% 
(95% CI: −5.27%–38.91%) against influenza confirmed by 
reverse transcriptase–polymerase chain reaction (RT-PCR). 
Only seven of the 58 total cases of culture-confirmed influenza 
that occurred in the Fluad Quadrivalent arm were reported to 
be due to matched influenza viral strains, making it difficult 
to draw conclusions concerning efficacy from these data. The 
prevalence of solicited injection site and systemic adverse 
reactions was slightly higher among those who received Fluad 
Quadrivalent than control vaccine; however, most reactions 
were mild or moderate. Prevalence of SAEs was similar. In a 
separate immunogenicity and safety study including 1,778 
adults aged ≥65 years, Fluad Quadrivalent was compared with 
two trivalent formulations of Fluad (each containing one of the 
two influenza B viruses present in the quadrivalent vaccine). 
For immunogenicity, Fluad Quadrivalent met prespecified 
noninferiority criteria compared with trivalent Fluad, with 

noninferior HA inhibition geometric mean titer ratios and 
seroconversion rates for all four viruses. When considered 
individually, Fluad Quadrivalent and trivalent Fluad each 
met criteria for seroconversion and proportion of participants 
achieving an HA titer of 1:40 for the influenza A(H1N1)pdm09 
and A(H3N2) viruses; however, neither the quadrivalent nor 
trivalent vaccines met these criteria for the influenza B viruses. 
This might have been related to lower likelihood of generating 
this response in highly vaccinated population (108,109). The 
safety profile of Fluad Quadrivalent was generally similar to 
that of trivalent Fluad. Solicited injection site adverse reactions 
were slightly more prevalent among those who received Fluad 
Quadrivalent; however, most were mild or moderate and 
resolved within 2–4 days. No differences were noted in the 
occurrence of systemic adverse reactions or SAEs.

Storage and Handling of 
Influenza Vaccines

In all instances, approved manufacturer packaging 
information should be consulted for authoritative guidance 
concerning storage and handling of specific influenza vaccines. 
In general, influenza vaccines should be protected from 
light and stored at temperatures that are recommended on 
the package insert. Recommended storage temperatures are 
generally 36°F–46°F (2°C–8°C) and should be maintained 
at all times with adequate refrigeration and temperature 
monitoring. Vaccine that has frozen should be discarded. 
Specific recommendations for appropriate refrigerators and 
temperature monitoring equipment can be found in the 
Vaccine Storage and Handling Toolkit, available at https://
www.cdc.gov/vaccines/hcp/admin/storage/toolkit/index.html.

Vaccines should not be used beyond the expiration date on 
the label. In addition to the expiration date, multidose vials 
also might have a Beyond Use Date (BUD), which specifies 
the number of days the vaccine can be kept once first accessed. 
Once accessed for the first dose, multidose vials should not 
be used after the BUD. If no BUD is provided, then the 
listed expiration date is to be used. Multidose vials should be 
returned to recommended storage conditions between uses. 
Package information might also specify a maximum number 
of doses contained in multidose vials (regardless of remaining 
volume). No more than the specified number of doses 
should be removed, and any remainder should be discarded. 
Single-dose vials should not be accessed for more than 1 dose. 
For information on permissible temperature excursions and 
other departures from recommended storage and handling 
conditions that are not discussed in the package labeling, 
contact the manufacturer.

https://www.cdc.gov/vaccines/hcp/admin/storage/toolkit/index.html
https://www.cdc.gov/vaccines/hcp/admin/storage/toolkit/index.html
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Additional Sources of Information 
Regarding Influenza and 

Influenza Vaccines
Influenza Surveillance, Prevention, 

and Control
Updated information regarding influenza surveillance, 

detection, prevention, and control is available at https://www.cdc.
gov/flu. U.S. surveillance data are updated weekly throughout the 
year on FluView (https://www.cdc.gov/flu/weekly) and FluView 
Interactive (https://www.cdc.gov/flu/weekly/fluviewinteractive.
htm). In addition, periodic updates regarding influenza are 
published in MMWR (https://www.cdc.gov/mmwr/index.html). 
Additional information regarding influenza and influenza vaccines 
can be obtained from CDC-INFO by calling 1-800-232-4636. 
State and local health departments should be consulted about 
availability of influenza vaccines, access to vaccination programs, 
information related to state or local influenza activity, reporting 
of influenza outbreaks and influenza-related pediatric deaths, and 
advice concerning outbreak control.

Vaccine Adverse  
Event Reporting System

The National Childhood Vaccine Injury Act of 1986 requires 
health care providers to report any adverse event listed by the 
vaccine manufacturer as a contraindication to future doses of 
the vaccine or any adverse event listed in the VAERS Table of 
Reportable Events Following Vaccination (https://vaers.hhs.
gov/docs/VAERS_Table_of_Reportable_Events_Following_
Vaccination.pdf) that occurs within the specified period after 
vaccination. In addition to mandated reporting, health care 
providers are encouraged to report any clinically significant 
adverse event after vaccination to VAERS. Information on how 
to report a vaccine adverse event is available at https://vaers.hhs.
gov/index.html.

National Vaccine 
Injury Compensation Program

The National Vaccine Injury Compensation Program (VICP), 
established by the National Childhood Vaccine Injury Act of 1986, 
as amended, provides a mechanism through which compensation 
can be paid on behalf of a person determined to have been injured 
or to have died as a result of receiving a vaccine covered by VICP. 
The Vaccine Injury Table (https://www.hrsa.gov/sites/default/files/
vaccinecompensation/vaccineinjurytable.pdf) lists the vaccines 
covered by VICP and the associated injuries and conditions 
(including death) that might receive a legal presumption of 

causation. If the injury or condition is not in the Table or does 
not occur within the specified period in the Table, persons must 
prove that the vaccine caused the injury or condition. Eligibility 
for compensation is not affected by whether a covered vaccine is 
used off-label or inconsistently with recommendations.

To be eligible for compensation under VICP, a claim must be 
filed within 3 years after the first symptom of the vaccine injury. 
Death claims must be filed within 2 years of the vaccine-related 
death and not more than 4 years after the start of the first symptom 
of the vaccine-related injury from which the death occurred. When 
a new vaccine or a new injury/condition is added to the Table, 
claims that do not meet the general filing guidelines must be 
filed within 2 years from the date the vaccine or injury/condition 
is added to the Table for injuries or deaths that occurred up to 
8 years before the Table change (110). Persons of all ages who 
receive a VICP-covered vaccine might be eligible to file a claim. 
Additional information is available at https://www.hrsa.gov/
vaccine-compensation/index.html or by calling 1-800-338-2382.

Additional Resources
ACIP Statements

• General Best Practice Guidelines for Immunization: 
Best Practices Guidance of the Advisory Committee on 
Immunization Practices (ACIP): https://www.cdc.gov/
vaccines/hcp/acip-recs/general-recs/index.html

• I m m u n i z a t i o n  o f  He a l t h - C a r e  Pe r s o n n e l : 
Recommendations of the Advisory Committee on 
Immunization Practices (ACIP), 2011. MMWR Recomm 
Rep 2011;60(No. RR-7): https://www.cdc.gov/mmwr/
preview/mmwrhtml/rr6007a1.htm

• Recommended Adult Immunization Schedule for Ages 
19 Years or Older, United States: https://www.cdc.gov/
vaccines/schedules/hcp/adult.html

• Recommended Child and Adolescent Immunization 
Schedule for Ages 18 Years or Younger, United States: 
https://www.cdc.gov/vaccines/schedules/hcp/child-
adolescent.html

Vaccine Information Sheets (VISs)
• VIS for IIV and RIV4: https://www.cdc.gov/vaccines/hcp/

vis/vis-statements/flu.pdf
• VIS for LAIV4: https://www.cdc.gov/vaccines/hcp/vis/

vis-statements/flulive.pdf

Influenza Vaccine Package Inserts
• Tr i v a l e n t  Va c c i n e s :  h t t p s : / / w w w. f d a . g o v /

vacc ines -b lood-b io log ic s /approved-product s /
influenza-virus-vaccine-trivalent-types-and-b

https://www.cdc.gov/flu
https://www.cdc.gov/flu
https://www.cdc.gov/flu/weekly
https://www.cdc.gov/flu/weekly/fluviewinteractive.htm
https://www.cdc.gov/flu/weekly/fluviewinteractive.htm
https://www.cdc.gov/mmwr/index.html
https://vaers.hhs.gov/docs/VAERS_Table_of_Reportable_Events_Following_Vaccination.pdf
https://vaers.hhs.gov/docs/VAERS_Table_of_Reportable_Events_Following_Vaccination.pdf
https://vaers.hhs.gov/docs/VAERS_Table_of_Reportable_Events_Following_Vaccination.pdf
https://vaers.hhs.gov/index.html
https://vaers.hhs.gov/index.html
https://www.hrsa.gov/sites/default/files/vaccinecompensation/vaccineinjurytable.pdf
https://www.hrsa.gov/sites/default/files/vaccinecompensation/vaccineinjurytable.pdf
https://www.hrsa.gov/vaccine-compensation/index.html
https://www.hrsa.gov/vaccine-compensation/index.html
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6007a1.htm
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6007a1.htm
https://www.cdc.gov/vaccines/schedules/hcp/adult.html
https://www.cdc.gov/vaccines/schedules/hcp/adult.html
https://www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html
https://www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html
https://www.cdc.gov/vaccines/hcp/vis/vis-statements/flu.pdf
https://www.cdc.gov/vaccines/hcp/vis/vis-statements/flu.pdf
https://www.cdc.gov/vaccines/hcp/vis/vis-statements/flulive.pdf
https://www.cdc.gov/vaccines/hcp/vis/vis-statements/flulive.pdf
https://www.fda.gov/vaccines-blood-biologics/approved-products/influenza-virus-vaccine-trivalent-types-and-b
https://www.fda.gov/vaccines-blood-biologics/approved-products/influenza-virus-vaccine-trivalent-types-and-b
https://www.fda.gov/vaccines-blood-biologics/approved-products/influenza-virus-vaccine-trivalent-types-and-b
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• Quadriva lent  Vaccines :  https : / /www.fda.gov/
vacc ines -b lood-b io log ic s /approved-product s /
influenza-virus-vaccine-quadrivalent-types-and-types-b

CDC Influenza Antiviral Guidance
• Influenza Antiviral Medications: Summary for Clinicians: 

https://www.cdc.gov/flu/professionals/antivirals/
summary-clinicians.htm

Infectious Diseases Society of America (IDSA) 
Influenza Antiviral Guidance

• Clinical Practice Guidelines by the Infectious Diseases 
Society of America: 2018 Update on Diagnosis, 
Treatment, Chemoprophylaxis, and Institutional Outbreak 
Management of Seasonal Influenza: https://academic.oup.
com/cid/article/68/6/e1/5251935

American Academy of Pediatrics (AAP) Guidance
• AAP Recommendations for Prevention and Control 

of Influenza in Children (Red Book Online): https://
redbook.solutions.aap.org/ss/influenza-resources.aspx

IDSA Guidance for Vaccination of 
Immunocompromised Hosts

• 2013 IDSA Clinical Practice Guideline for Vaccination 
of the Immunocompromised Host: https://academic.oup.
com/cid/article/58/3/e44/336537

American College of Obstetricians and 
Gynecologists (ACOG)

• Influenza Vaccination During Pregnancy, ACOG 
Committee Opinion No. 732: https://www.acog.
org/Clinical-Guidance-and-Publications/Committee-
Opin ions /Commit tee -on-Obste t r i c -Prac t i ce /
Influenza-Vaccination-During-Pregnancy
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This report includes discussion of the unlabeled use of influenza vaccines in the instance of influenza vaccination of persons 
with a history of egg allergy. A history of severe allergic reaction (e.g., anaphylaxis) to the vaccine or any of its components (which 
include egg for some vaccines) is a labeled contraindication to receipt of IIVs and LAIV4. However, ACIP and CDC recommend 
that persons with a history of allergic reaction of any severity to egg should receive any licensed, recommended influenza vaccine 
that is appropriate for their age and health status. Persons with a history of severe allergic reaction to egg who receive egg-based 
vaccines (i.e., vaccines other than cell culture–based inactivated influenza vaccine [ccIIV4] or recombinant influenza vaccine 
[RIV4]) should be vaccinated in an inpatient or outpatient medical setting (including, but not necessarily limited to, hospitals, 
clinics, health departments, and physician offices); vaccine administration should be supervised by a health care provider who is 
able to recognize and manage severe allergic reactions. No postvaccination waiting period is recommended specifically for egg-
allergic persons. However, ACIP recommends that vaccine providers consider observing patients seated or supine for 15 minutes 
following administration (regardless of allergy history) of any vaccine to decrease the risk for injury should syncope occur.
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Manufacturer Trade Name
(vaccine abbreviation)1 How Supplied

Mercury
Content
(mcg Hg/0.5mL)

Age Range CVX 
Code

Vaccine Product  
Billing Code2

CPT

AstraZeneca FluMist  (LAIV4) 0.2 mL (single-use nasal spray) 0 2 through 49 years 149 90672

GlaxoSmithKline
Fluarix (IIV4) 0.5 mL (single-dose syringe) 0 6 months & older3 150 90686

FluLaval (IIV4) 0.5 mL (single-dose syringe) 0 6 months & older3 150 90686

Sanofi Pasteur

Flublok (RIV4) 0.5 mL (single-dose syringe) 0 18 years & older 185 90682

Fluzone (IIV4)

0.25 mL (single-dose syringe) 0 6 through 35 months3 161 90685

0.5 mL (single-dose syringe) 0 6 months & older3 150 90686

0.5 mL (single-dose vial) 0 6 months & older3 150 90686

5.0 mL (multi-dose vial) 25 6 through 35 months3 158 90687

5.0 mL (multi-dose vial) 25 3 years & older 158 90688 

Fluzone High-Dose (IIV4-HD) 0.7 mL (single-dose syringe) 0 65 years & older 197 90662

Seqirus

Afluria (IIV4)

0.25 mL (single-dose syringe) 0 6 through 35 months3 161 90685

0.5 mL (single-dose syringe) 0 3 years & older 150 90686

5.0 mL (multi-dose vial) 24.5 6 through 35 months3 158 90687

5.0 mL (multi-dose vial) 24.5 3 years & older4 158 90688

Fluad (aIIV3) 0.5 mL (single-dose syringe) 0 65 years & older 168 90653

Fluad (aIIV4) 0.5 mL (single-dose syringe) 0 65 years & older 205 90694

Flucelvax (ccIIV4)
0.5 mL (single-dose syringe) 0 4 years & older 171 90674

5.0 mL (multi-dose vial) 25 4 years & older 186 90756

notes
1.  IIV3/IIV4 = egg-based trivalent/quadrivalent 

inactivated influenza vaccine (injectable); 
where necessary to refer to cell culture-based 
vaccine, the prefix “cc” is used (e.g., ccIIV4); 
RIV4 = quadrivalent recombinant hemag-
glutinin influenza vaccine (injectable); aIIV3/
aIIV4 = adjuvanted trivalent/quadrivalent 
inactivated influenza vaccine.

2.  An administration code should always be 
reported in addition to the vaccine product 
code. Note: Third party payers may have 
specific policies and guidelines that might 
require providing additional information  
on their claim forms.

3.  Dosing for infants and children age 6 through 
35 months:
• Afluria 0.25 mL
• Fluarix 0.5 mL
• FluLaval 0.5 mL
• Fluzone 0.25 mL or 0.5 mL

4.  Afluria is approved by the Food and Drug 
Administration for intramuscular administration 
with the PharmaJet Stratis Needle-Free 
Injection System for persons age 18 through 
64 years.

Influenza Vaccine Products for the 2020–2021 Influenza Season

Immunization Action Coalition    Saint Paul, Minnesota • 651-647-9009 • www.immunize.org • www.vaccineinformation.org www.immunize.org/catg.d/p4072.pdf • Item #P4072 (8/20)

http://www.immunize.org
http://www.vaccineinformation.org
http://www.immunize.org/catg.d/p4072.pdf
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*Young adults aged 16 through 23 years (preferred age range is 16 through 18 years) may be vaccinated at clinician discretion.
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Purpose
To reduce morbidity and mortality from influenza by vaccinating all children and adolescents who meet the criteria 
established by the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices (ACIP).

Policy
Where allowed by state law, standing orders enable eligible nurses and other healthcare professionals (e.g., pharma-
cists) to assess the need for vaccination and to vaccinate children and adolescents who meet any of the criteria below.

Procedure
1  Assess Children and Adolescents for Need of Vaccination against influenza

• All children and teens 6 months of age and older are recommended to receive influenza vaccination each year.
•  A second dose of influenza vaccine is recommended 4 weeks or more after the first dose for children age 6 months 

through 8 years if they have not received 2 doses in previous years (not necessarily in the same season). 

2 Screen for Contraindications and Precautions

Contraindications for use of all influenza vaccines 
Do not give influenza vaccine to a child or adolescent who has experienced a serious systemic or anaphylactic 
reaction to a prior dose of any influenza vaccine or or to any of its components (except egg). For a list of vaccine 
components, refer to the manufacturer’s package insert (www.immunize.org/packageinserts) or go to www.cdc.
gov/vaccines/pubs/pinkbook/downloads/appendices/B/excipient-table-2.pdf.  

Contraindications only for use of live attenuated influenza vaccine (LAIV; FluMist, nasal spray)  
Do not give live attenuated influenza vaccine (LAIV; nasal spray) to a child or adolescent who:

• is pregnant
•  is age 2 through 4 years who has received a diagnosis of asthma or who has experienced wheezing or asthma 

within the past 12 months, based on a healthcare provider’s statement or medical record
• is immunocompromised due to any cause (including immunosuppression caused by medications or HIV  
   infection)
• is age 2 through 17 years and is on long-term aspirin or salicylate-containing therapy 
•  received influenza antivirals (e.g., amantadine, rimantadine, zanamivir, oseltamivir, or peramivir) within the 

previous 48 hours
• is a close contact of or who provides care for a severely immunosuppressed person who requires a protective     
   environment

Precautions for use of all influenza vaccines
• Moderate or severe acute illness with or without fever
• History of Guillain-Barré syndrome within 6 weeks of a previous influenza vaccination

Precautions for use of LAIV only 
•  Age 5 years or older with asthma 
•  Other chronic medical conditions that might predispose the person to complications of influenza infection 

(e.g., other chronic pulmonary, cardiovascular [excluding isolated hypertension], renal, hepatic, neurologic, 
hematologic, or metabolic disorders [including diabetes mellitus])

note regarding patients with eggs allergy: People with egg allergy of any severity can receive any recom-
mended and age-appropriate influenza vaccine (i.e., inactivated influenza vaccine [IIV], recombinant influenza 
vaccine [RIV], or LAIV]) that is otherwise appropriate for their health status. For people with a history of severe 
allergic reaction to egg involving any symptom other than hives (e.g., angioedema, respiratory distress, light-
headedness, or recurrent emesis), or who required epinephrine or another emergency medical intervention, the 

standing orders for  
Administering Influenza Vaccine to Children and Teens

Standing orders for other vaccines are available at www.immunize.org/standing-orders.
note: This standing orders template may be adapted per a practice’s discretion without 
obtaining permission from IAC. As a courtesy, please acknowledge IAC as its source. 
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selected vaccine should be administered in a medical setting (e.g., health department or physician office). Vaccine 
administration should be supervised by a healthcare provider who is able to recognize and manage severe allergic 
conditions.

3 Provide Vaccine Information Statements

Provide all patients (or, in the case of minors, their parent, or legal representative) with a copy of the most current 
federal Vaccine Information Statement (VIS). Provide non-English speaking patients with a copy of the VIS in their 
native language, if one is available and desired; these can be found at www.immunize.org/vis. (For information 
about how to document that the VIS was given, see section 6 titled “Document Vaccination.”) 

4 Prepare to Administer Vaccine

For vaccine that is to be administered intramuscularly, choose the needle gauge, needle length, and injection site 
according to the following chart:

For vaccine that is to be administered intranasally, prepare the vaccine according to directions in the package  
insert.

5	 	Administer	Influenza	Vaccine according to the age of patient and desired route of vaccination 
described below:

note: For children age 6 months through 8 years who are receiving influenza vaccine for the first time or who have had  
a total of only one influenza vaccine dose in all previous years, administer two doses separated by at least 4 weeks.

*  For complete instructions on how to administer influenza vaccine, see “How to Administer Intramuscular and Intranasal  
Influenza Vaccines” at www.immunize.org/catg.d/p2024.pdf. 
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Standing Orders for Administering Influenza Vaccine to Children and Teens (continued)                                             page 2 of 3

type of vaccine age group dose route instructions*

Inactivated influenza 
vaccine (IIV)

6–35 months Fluzone: 0.25 mL
FluLaval: 0.5 mL
Fluarix: 0.5 mL

Intramuscular (IM) Administer vaccine in anterolateral thigh 
muscle; alternatively, children age 12 
through 35 months may receive injection 
in deltoid muscle.

Inactivated influenza 
vaccine (IIV)

3 years and older 0.5 mL Intramuscular (IM) Administer vaccine in deltoid muscle or, 
alternatively, in anterolateral thigh muscle.

Cell culture-based 
IIV (ccIIV)

4 years and older 0.5 mL Intramuscular (IM) Administer vaccine in deltoid muscle.

Recombinant influ-
enza vaccine (RIV)

18 years and 
older

0.5 mL Intramuscular (IM) Administer vaccine in deltoid muscle.

Live attenuated influ-
enza vaccine (LAIV)

Healthy, age 2 
years and older

0.2 mL (0.1 mL 
into each nostril)

Intranasal spray 
(NAS)

Spray half of vaccine into each nostril 
while the patient is in an upright position.

continued on the next page  �

*   Preferred site.

**  A 5⁄8" needle may be used in patients weighing less than 130 lbs (<60 kg) for IM injection in the deltoid muscle only if the  
skin is stretched tight, the subcutaneous tissue is not bunched, and the injection is made at a 90-degree angle to the skin.

age of child needle gauge needle length injection site

Infants age 6 through 11 months 22–25 1" Anterolateral thigh muscle

Age 1 through 2 years 22–25 1–1¼" Anterolateral thigh muscle*

   5⁄8**–1" Deltoid muscle of arm

Age 3 through 10 years 22–25 5⁄8**–1" Deltoid muscle of arm*

   1–1¼" Anterolateral thigh muscle

Age 11 years and older 22–25 5⁄8**–1" Deltoid muscle of arm*

   1–1½" Anterolateral thigh muscle
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6  Document Vaccination

Document each patient’s vaccine administration information and follow up in the following places: 

Medical record: Record the date the vaccine was administered, the manufacturer and lot number, the vaccination 
site and route, and the name and address and, if appropriate, the title of the person administering the vaccine. 
You must also document, in the patient’s medical record or office log, the publication date of the VIS and the date 
it was given to the patient (parent/legal representative). Note that medical records/charts should be documented 
and retained in accordance with applicable state laws and regulations. If vaccine was not administered, record the 
reason(s) for non-receipt of the vaccine (e.g., medical contraindication, patient refusal). Offer the vaccine to the 
patient at the next visit.

Personal immunization record card: Record the date of vaccination and the name/location of the administering clinic.

Immunization Information System (IIS) or “registry”: Report the vaccination to the appropriate state/local IIS,  
if available.

7 Be Prepared to Manage Medical Emergencies

Be prepared for management of a medical emergency related to the administration of vaccine by having a written 
emergency medical protocol available, as well as equipment and medications. For IAC’s “Medical Management of 
Vaccine Reactions in Children and Teens,” go to www.immunize.org/catg.d/p3082a.pdf. To prevent syncope in 
older children, vaccinate patients while they are seated or lying down and consider observing them for 15 minutes 
after receipt of the vaccine.

8 Report All Adverse Events to VAERS
Report all adverse events following the administration of influenza vaccine to the federal Vaccine Adverse Event 
Reporting System (VAERS). To submit a VAERS report online (preferred) or to download a writable PDF form, go 
to https://vaers.hhs.gov/reportevent.html. Further assistance is available at (800) 822-7967. 

Standing Orders Authorization

Immunization Action Coalition • Saint Paul, Minnesota • 651-647-9009 • www.immunize.org • www.vaccineinformation.org
www.immunize.org/catg.d/p3074a.pdf • Item #P3074a (9/19/18)
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This policy and procedure shall remain in effect for all patients of the         
name of practice or clinic                               

effective       
date

              until rescinded or until      
date

              .  

Medical Director         
print name

                                             /       
signature

                                                      
date



Make a Strong  
Flu Vaccine Recommendation

Information for Health Care Professionals

CDC recommends everyone 6 months and older get an influenza (flu) vaccine every year. Flu vaccine 
has been shown to prevent millions of illnesses, tens of thousands of hospitalizations and thousands 
of deaths each year.  

Your Vaccine Recommendation is Critical 
As a health care professional (HCP), your strong 
recommendation is a critical factor in whether your 
patients get an influenza vaccine. Research indicates  
that adults are more likely to get their flu vaccine if  
their doctor or health care professional recommends  
it to them. Most adults believe vaccines are important,  
but they need a reminder from you to get vaccinated. 

When to Vaccinate 
• CDC recommends that vaccination should be offered  

in September or October. However, vaccination  
should continue throughout flu season as long as 
influenza viruses are circulating, even into January  
or later.

• If you do not offer vaccine at your facility, make a flu 
vaccine referral, and then follow up with each patient during subsequent appointments to ensure they 
got vaccinated. If the patient remains unvaccinated, repeat the recommendation/referral and try to 
identify and address any questions or concerns.

How to Make a Strong Flu Vaccine Recommendation 
Based on years of research into vaccine motivators, CDC has developed a mnemonic device to help HCPs 
make a strong vaccine recommendation. This method known as “SHARE” can help you to make a strong 
vaccine recommendation and provide important information to help patients make informed decisions 
about vaccinations.
S- SHARE the reasons why an influenza vaccine is right for the patient given his or her age, health status, 
lifestyle, occupation, or other risk factors CDC recommends annual vaccination for everyone 6 months and 
older with any licensed, age-appropriate flu vaccine with no preference expressed for one vaccine over 
another.

“This vaccine can protect you and your family from getting sick from flu. By getting the vaccine today, 
you’ll be protecting yourself and the people around you who may be more vulnerable to serious flu illness, 
like your children and parents.”

H- HIGHLIGHTpositive experiences with influenza vaccines (personal or in your practice), as appropriate, to 
reinforce the benefits and strengthen confidence in flu vaccination.

“The CDC recommends to tell your patients that CDC and you recommend they get an influenza 
vaccine each year.”  
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Vaccine type Vaccine description Recommended for*

Quadrivalent 
(4-component) Inactivated 
Influenza Vaccine (IIV4)

Injectable inactivated vaccine containing the 
influenza A(H1N1), (H3N2) and two influenza B 
lineage viruses predicted to be most common

People 6 months and older

Live Attenuated Influenza 
Vaccine (LAIV)

Intranasal live attenuated vaccine containing the 
influenza A(H1N1), (H3N2) and two influenza B 
lineage viruses predicted to be most common 

Healthy non-pregnant people 2 
through 49 years of age

Quadrivalent Cell Culture-
Based Inactivated Influenza 
Vaccine (ccIIV4)

Injectable inactivated influenza vaccine 
manufactured using cell culture rather than eggs, 
containing the influenza A(H1N1), (H3N2) and two 
influenza B lineage viruses predicted to be most 
common

People 4 years and older

Quadrivalent Recombinant 
influenza Vaccine (RIV4)

Injectable influenza vaccine produced without 
the use of influenza viruses or eggs; Contains the 
influenza A(H1N1), (H3N2) and two influenza B 
lineage viruses predicted to be most common

Adults 18 years and older

Trivalent and Quadrivalent 
Adjuvanted Inactivated 
Influenza Vaccine (aIIV3 and 
aIIV4)

Injectable inactivated influenza vaccine containing 
MF59 adjuvant, designed to help promote a stronger 
immune response in older adults; Contains the 
influenza A(H1N1), (H3N2) and one or two influenza B 
viruses predicted to be most common

Adults 65 years and older

Quadrivalent  High-Dose 
Inactivated Influenza 
Vaccine (HD-IIV4)

Injectable inactivated influenza vaccine containing 
four times the antigen of a standard-dose influenza 
vaccine, designed to help promote a stronger 
immune response in older adults;  Contains the 
influenza A(H1N1), (H3N2) and two influenza B 
viruses predicted to be most common

Adults 65 years and older

* Licensed ages vary for different brands; consult package insert for appropriate ages for specific vaccines 

A- ADDRESS patient questions and any concerns about influenza vaccines, including for example, side effects, 
safety, and vaccine effectiveness, in plain and understandable language.

“A flu vaccine cannot cause flu infection. The most common side effects of an influenza vaccine are mild, like 
redness, swelling, soreness, or a low-grade fever for a flu shot. This should go away within a few days.”

R- REMIND patients that influenza vaccines protect them and their loves ones from serious flu illness and flu-
related complications.

“Flu activity is going to start to pick up, and CDC says to expect more cases in the coming months. That is why 
I want to make sure I help protect you and your loved ones.”

E- EXPLAIN the potential costs of getting the flu, including serious health effects and time lost (such 
as missing work or family obligations).

“It’s important to get vaccinated this season because flu vaccination can reduce potential flu illnesses,doctor 
visits, and missed work and school due to flu.”

Types of Vaccines Available
For the 2020-2021 flu season, providers may choose to administer any licensed, age-appropriate flu vaccine — 
inactivated influenza vaccine (IIV3 or IIV4), recombinant influenza vaccine (RIV4) or live attenuated influenza 
vaccine (LAIV4):

For more information, visit: www.cdc.gov/flu
or call 1-800-CDC-INFO

https://www.cdc.gov/flu/
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How to Make a Strong Flu 
Vaccine Recommendation
Based on years of research into vaccine 
motivators, CDC has developed a mnemonic 
device to help HCPs make a strong vaccine 
recommendation. This method known as 
“SHARE” can help you to make a strong 
vaccine recommendation and provide important 
information to help patients make informed 
decisions about vaccinations.

S - SHARE the reasons why an influenza vaccine is right for the patient given his or 

her age, health status, lifestyle, occupation, or other risk factors CDC recommends annual 

vaccination for everyone 6 months and older with any licensed, age-appropriate flu vaccine with 

no preference expressed for one vaccine over another.

“ This vaccine can protect you and your family from getting sick from flu. By getting the vaccine 
today, you’ll be protecting yourself and the people around you who may be more vulnerable to 
serious flu illness, like your children and parents.”

H - HIGHLIGHT positive experiences with influenza vaccines (personal or in your 

practice), as appropriate, to reinforce the benefits and strengthen confidence in flu vaccination.

Tell your patients that CDC and you recommend they get an influenza vaccine each year.

A - ADDRESS patient questions and any concerns about influenza vaccines, including 

for example, side effects, safety, and vaccine effectiveness, in plain and understandable language.

“ A flu vaccine cannot cause flu infection. The most common side effects of an influenza vaccine 
are mild, like redness, swelling, soreness, or a low-grade fever for a flu shot. This should go away 
within a few days.”

R - REMIND patients that influenza vaccines protect them and their loves ones from 

serious flu illness and flu-related complications.

“ Flu activity is going to start to pick up, and CDC says to expect more cases in the coming 
months. That is why I want to make sure I help protect you and your loved ones.”

E - EXPLAIN the potential costs of getting the flu, including serious health effects and 

time lost (such as missing work or family obligations).

“ It’s important to get vaccinated this season because flu vaccination can reduce potential flu 
illnesses,doctor visits, and missed work and school due to flu.”
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During the 2017–2018 influenza season, the Centers for Disease  
Control and Prevention (CDC) shared early estimates that influenza  
(flu) accounted for more than 79,400 deaths. Of these, 185 were  
pediatric deaths, and 80% of these children had not received a flu  
vaccinationi. To help patients understand the importance of protecting  
themselves and their loved ones, public health officials and providers  
should communicate the benefits of flu vaccination in helping to 
reduce disease outcomes, including hospitalization and death.  

What are the Benefits of Seasonal Flu Vaccine?

Research has shown that flu vaccination:

▶ Reduces Hospitalization and Death

✔  Reduction of pediatric deaths  
from flu by 51% for children with  
underlying high-risk medical conditions  
and 65% for healthy childrenii 

✔  Reduction of hospitalizations for vaccinated adults  
and seniors by 22% for all adults and 24% for those 65+ years of ageiii

✔  Reduction of hospitalizations among people with chronic health condi-
tions, including diabetes (79%)iv and chronic lung disease (52%)v

▶  Reduces Severity of Illness in Hospitalized Individuals 

✔  Reduction of intensive care unit (ICU) admission by 59% in hospitalized 
adults associated with vaccination against flu compared to the 
non-vaccinatedvi

✔   Reduction of children’s risk of flu-related pediatric intensive care unit 
(PICU) admission by 74%vii  

▶ Reduces Risks for Major Cardiac Events 

✔   Reduction of heart attack risk (29%) and major cardiac events (36%) 
demonstrated in people with existing cardiovascular diseaseviii

✔   Flu vaccine is as effective as a statin in preventing heart attacks (statin 
19–30% effective vs. flu vaccine 15–45% effective)ix

▶ Reduces Loss of Independence in Adults  

✔   15% of older adults hospitalized with influenza were shown to experience 
catastrophic disabilityx (defined as a loss of independence in ≥3 basic 
Activities of Daily Living)xi

▶ Protects Pregnant Women and Their Babies

✔   Reduction of risk of flu-associated acute respiratory infection in pregnant 
women by 50%xii

Communicating the Benefits of Seasonal Influenza Vaccine

Tips
How to Discuss  
Vaccine Effectiveness 

•  Keep it simple: “Flu vaccine helps reduce 
risk of hospitalization and death.”

•  Use a presumptive approach: “Today we 
are giving you your annual flu vaccination.”

•  Communicate why we vaccinate:  
“Vaccination prevents the severe outcomes 
of flu.” 

 •  Communicate the variability and  
unpredictability of flu: “This is why it is 
best to get an annual flu vaccination.”

•  Acknowledge that flu vaccination is not 
always a perfect match with the circulating 
virus types, but it is the best way to protect 
against flu infection and its outcomes; 
any flu vaccination is better than none.

  footnotes

 i.  CDC. Summary of the 2017–2018 Influenza Season. 
 ii.   Flannery B, et al. Pediatrics. 2017 May; 139(5):1–11. 
 iii. ACIP Meeting, Atlanta, GA. June 20, 2018.
 iv.  Colquhoun AJ, et al. Epidemiol Infect. 1997 Dec; 

119(3):335–341.
 v.  Nichol KL, et al. Ann Intern Med. 1999 Mar; 

130(5)397–403.
 vi.  Thompson MG, et al. Vaccine. 2018 Sept; 36(39): 

5916–5925.
 vii.  Ferdinands J, et al. The Journal of Infectious Diseases. 

2014 Sept; 210(5): 674–683.

 viii.  Barnes M, et al. Heart. 2015 August; 101:1738–1747.
 ix.  MacIntyre CR, et al. Heart. 2016 Dec; 102(24): 

1953–1956.
 x.  Andrews MK, et al. Canadian Immunization  

Conference. Dec 7, 2016.
 xi.  Ferrucci et al. JAMA. 1997; 277:728–734.
 xii.  Thompson, et al. Clin Infect Dis. 2014 Feb; 58(4): 

449–457.
 xiii.  FluVaxView. www.cdc.gov/flu/fluvaxview/index.htm

      During the 2017–18 flu  
season, 8 of 10 children who 
died from influenza were   
    unvaccinated, and half were  
           otherwise healthyi.

Vaccination rates xiii remained well 
below optimal levels during  
the 2017–2018 influenza season: 

47%* for all people 6+ months

58%    for children ages 6 months  
through 17 years (one dose) 

37%    for adults 18+ years

60%    for adults 65+ years 

68%* for healthcare personnel 

36%* for pregnant women

*Early-season data available only (as of November 2017) 

www.immunize.org/catg.d/p3115.pdf • Item #P3115 (11/18) 
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•  People with a history of egg allergy who have expe-
rienced only urticaria (hives) after exposure to egg 
should receive influenza vaccine. Any recom-
mended and age-appropriate influenza vaccine 
(i.e., any IIV, RIV, or LAIV) that is otherwise appro-
priate for their health status may be used.

•  People who report having had reactions to egg 
involving symptoms other than urticaria (hives), 
such as angioedema, respiratory distress, light-
headedness, or recurrent emesis, or who required 
epinephrine or another emergency medical inter-
vention, may similarly receive any recommended, 
and age-appropriate influenza vaccine (i.e., any IIV, 
RIV, or LAIV) that is otherwise appropriate for their 
health status. The selected vaccine should be 
administered in a medical setting (e.g., clinic, health 
department, physician office). Vaccine administra-
tion should be supervised by a healthcare provider 
who is able to recognize and manage severe aller-
gic conditions.

•  A previous severe allergic reaction to influenza  
vaccine, regardless of the component suspected of 
being responsible for the reaction, is a contraindi-
cation to future receipt of the vaccine.

•  Regardless of allergy history, all vaccines should  
be administered in settings in which personnel and 
equipment for rapid recognition and treatment of 
anaphylaxis are available.*

references

*  CDC. Best practices guidance of the Advisory Committee on Immu-
nization Practices Committee (ACIP). Access at www.cdc.gov/vac-
cines/hcp/acip-recs/general-recs/downloads/general-recs.pdf 

Adapted from CDC. “Prevention and Control of Seasonal Influenza  
with Vaccines: Recommendations of the Advisory Committee on Immu-
nization Practices – United States,  . . .  Access links to current recom-
mendations at www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html.

abbreviations

IIV = Inactivated Influenza Vaccine

RIV = Recombivant Influenza Vaccine

LAIV = Live Attenuated Influenza Vaccine

Recommendations regarding influenza vaccination  
of persons who report allergy to eggs – Advisory 
Committee on Immunization Practices, United States, 
2018–19 influenza season

After eating eggs or  
egg-containing foods, 
does the person  
experience only hives?

Administer any recom-
mended, and age-appro-
priate IIV, RIV, or LAIV 
that is otherwise appro-
priate for the persons’s 
health status

Administer any IIV, RIV, 
or LAIV that is otherwise 
appropriate for the per-
son’s age and health sta-
tus in a medical setting 
(e.g., health department, 
physician office). Vaccine 
administration should be 
supervised  
by a healthcare provider 
with experience in the 
recognition and manage-
ment of severe allergic 
conditions. 

After eating eggs or  
egg-containing foods, 
does the person experi-
ence other symptoms 
such as

• Angioedema?

•  Respiratory distress 
(e.g., wheezing)?

• Lightheadedness?

•  Recurrent emesis  
(e.g., nausea/vomit-
ing)?

•  Reaction requiring  
epinephrine?

•  Reaction requiring 
emergency medical 
attention?

yes

no

Influenza Vaccination of People
with a History of Egg Allergy

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota • 651-647-9009 • www.immunize.org • www.vaccineinformation.org
www.immunize.org/catg.d/p3094.pdf • Item #P3094 (9/18)
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ACOG COMMITTEE OPINION
Number 772 (Replaces Committee Opinion Number 661, April 2016)

Immunization, Infectious Disease, and Public Health Preparedness Expert Work Group
This Committee Opinion was developed by the American College of Obstetricians and Gynecologists’ Immunization, Infectious Disease, and Public
Health Preparedness Expert Work Group, in collaboration with members Howard Minkoff, MD and J. Martin Tucker, MD.

Immunization Implementation Strategies for
Obstetrician–Gynecologists

ABSTRACT: Immunization against vaccine-preventable diseases is an essential component of women’s
primary and preventive health care. Many studies have shown that a recommendation from an obstetrician–
gynecologist or other health care provider for a vaccine is one of the strongest influences on patient accep-
tance. Obstetrician–gynecologists and other health care providers should develop a standard process for assessing
and documenting the vaccination status of patients and for recommending and administering vaccines. If allowed
by state law, obstetrician–gynecologists and other health care providers are encouraged to institute standing or-
ders for indicated immunizations. Obstetrician–gynecologists and other health care providers are encouraged to
stock and, ideally, administer commonly recommended vaccines in their offices. Studies show that immunization
rates are higher when a health care provider can offer and administer the vaccine during the same visit, as opposed
to recommending vaccination and referring the patient elsewhere to receive the vaccine. Given the demonstrated
efficacy and safety of vaccines and the large potential for prevention of many infectious diseases that affect
adolescents, adults, pregnant women, and newborns, obstetrician–gynecologists should include immunizations as
an integral part of their practice. This Committee Opinion has been revised to incorporate additional strategies for
obstetrician–gynecologists to consider implementing to enhance their immunization programs.

Recommendations
The American College of Obstetricians and Gynecolo-
gists offers the following recommendations:

c Given the demonstrated efficacy and safety of vac-
cines and the large potential for prevention of many
infectious diseases that affect adolescents, adults,
pregnant women, and newborns, obstetrician–
gynecologists should include immunizations as an
integral part of their practice.

c Obstetrician–gynecologists and other health care
providers should talk with each patient directly and
strongly recommend indicated immunizations.

c Obstetrician–gynecologists and other health care
providers should routinely discuss and, ideally,
administer recommended vaccines, which at
a minimum include influenza; tetanus toxoid,

reduced diphtheria toxoid, and acellular pertussis
(Tdap); and human papillomavirus (HPV).

c After educating the patient and recommending a vac-
cine, the obstetrician–gynecologist or other health care
provider should document that the vaccine has been
offered and that the patient accepted, declined, or
obtained her immunization at an outside facility.

c Obstetrician–gynecologists and other health care pro-
viders should develop a standard process for assessing
and documenting the vaccination status of patients
and for recommending and administering vaccines.

c The obstetrician–gynecologist or other health care
provider should document when a patient declines
an immunization, including the discussion and her
decision. The obstetrician–gynecologist or other

e254 VOL. 133, NO. 3, MARCH 2019 OBSTETRICS & GYNECOLOGY
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health care provider should inquire about her rea-
sons for declining and reintroduce the discussion
and offer the immunization at the next office visit.

c Obstetrician–gynecologists and other health care
providers are encouraged to create a culture of
immunization by educating and involving all staff in
immunization processes. Delegate the responsibili-
ties of maintaining and championing an immuni-
zation program to a team of staff, as appropriate for
your practice structure.

c Obstetrician–gynecologists and other health care
providers are encouraged to use existing systems
and resources to conduct periodic assessments of
immunization rates among patients to determine if
and where progress is needed.

Introduction
Immunization against vaccine-preventable diseases is
an essential component of women’s primary and pre-
ventive health care. Despite the importance of vaccina-
tion and clear guidance from public health agencies,
adult vaccination rates lag behind national goals (1).
Obstetrician–gynecologists can play a major role in
improving vaccination coverage and reducing morbid-
ity and mortality from vaccine-preventable diseases,
including pertussis, influenza, HPV, and hepatitis.
Given the demonstrated efficacy and safety of vaccines
and the large potential for prevention of many infec-
tious diseases that affect adolescents, adults, pregnant
women, and newborns, obstetrician–gynecologists
should include immunizations as an integral part of
their practice.

The annual health assessment should include immu-
nization assessment and recommendations based on age
and risk factors (2). This document will outline how
immunization advocacy and provision can be integrated
into office practice. Immunization recommendations,
safety and efficacy data, as well as talking points for
health care providers for specific vaccines and popula-
tions are addressed in separate ACOG Committee Opin-
ions (3–6). This Committee Opinion has been revised to
incorporate additional strategies for obstetrician–
gynecologists to consider implementing to enhance their
immunization programs.

Tips for Office Immunization
Program Success
Many reports have addressed successful implementa-
tion strategies that are relevant to immunizations
indicated for obstetric patients and gynecologic pa-
tients (7–9). The techniques discussed in the following
sections have been successful in promoting immuniza-
tion in office settings.

Integrate Immunizations and Practice
Management Strategies
Advocate
Obstetrician–gynecologists and other health care providers
should talk with each patient directly and strongly recom-
mend indicated immunizations. Obstetrician–gynecologists
and other health care providers should routinely discuss
and, ideally, administer recommended vaccines, which at
a minimum include influenza, Tdap, and HPV. Many
studies have shown that a recommendation from an
obstetrician–gynecologist or other health care provider for
a vaccine is one of the strongest influences on patient
acceptance (10, 11). Obstetrician–gynecologists and other
health care providers should counsel their pregnant and
nonpregnant patients about immunizations in an evidence-
based manner that allows patients to make an informed
decision (12). Obstetrician–gynecologists and other health
care providers can share tailored reasons why immuniza-
tions are beneficial for a patient’s family, highlight the risks
of not immunizing, address patient questions and concerns,
and remind patients that immunizations are the best pro-
tection against many common and serious diseases.

After educating the patient and recommending a vac-
cine, the obstetrician–gynecologist or other health care
provider should document that the vaccine has been
offered and that the patient accepted, declined, or
obtained her immunization at an outside facility. The
obstetrician–gynecologist or other health care provider
should document when a patient declines an immunization,
including the discussion and her decision. The obstetrician–
gynecologist or other health care provider should inquire
about her reasons for declining and reintroduce the dis-
cussion and offer the immunization at the next office visit.

Immunization Culture
Obstetrician–gynecologists and other health care pro-
viders are encouraged to create a culture of immuniza-
tion by educating and involving all staff in immunization
processes. Delegate the responsibilities of maintaining
and championing an immunization program to a team of
staff, as appropriate for your practice structure. If feasible
within your practice setting, designate an immunization
champion or team in the office. If you have a single
champion, identify and train a backup person in case the
designated champion is absent. Among other duties, the
immunization champion or team orders the vaccines,
receives vaccine deliveries, ensures the vaccines are
stored properly, and serves as a resource for clinicians
and staff in the practice. All state health departments
have an immunization department with an immuniza-
tion program manager who is able to help practices.
Someone on your staff should know whom to contact at
the local, regional, or national level for answers to clinical
or logistical immunization questions (see the For More
Information section to access a complete list of state
immunization program managers).
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Assess
A key component of a successful immunization program
is the ability to routinely assess every patient’s immuni-
zation status at each visit. Obstetrician–gynecologists and
other health care providers should develop a standard
process for assessing and documenting the vaccination
status of patients and for recommending and adminis-
tering vaccines. The Centers for Disease Control and
Prevention and the American College of Obstetricians
and Gynecologists recommend the use of prompts—
paper or electronic—to remind physicians and staff
which patients need to be immunized. Many electronic
medical record systems have these prompts available.
Electronic medical records that use reminder systems can
highlight opportunities to immunize when patients are in
the office for regularly scheduled appointments (9).
Immunization Information Systems are also useful tools
to assess and document a patient’s immunization history.
All states have an existing immunization registry or
a registry in development. Each state has unique func-
tionality, age requirements, and limitations (13, 14). The
obstetrician–gynecologist or other health care provider
should document vaccine administration in the patient’s
chart. To further ensure complete documentation,
obstetrician–gynecologists or other health care providers
are encouraged to document vaccination in their state’s
immunization registry when feasible (see the For More
Information section for information on how to access
your state’s registry).

Finally, obstetrician–gynecologists and other health
care providers are encouraged to use existing systems
and resources to conduct periodic assessments of
immunization rates among patients to determine if and
where progress is needed.

Standing Orders
As mentioned previously, obstetrician–gynecologists and
other health care providers should develop a standard
immunization process for assessing and documenting the
vaccination status of patients and recommending and
administering vaccines. If allowed by state law,
obstetrician–gynecologists and other health care providers
are encouraged to institute standing orders for indicated
immunizations. Standing orders allow administration of
vaccines to appropriate patients without an individual
physician order (see the For More Information section for
additional resources on standing orders). However,
obstetrician–gynecologists and other health care providers
should familiarize themselves with local statutory require-
ments before standing order protocols are established.
Standing orders can be an effective way to integrate im-
munizations into practice flow (15, 16).

Vaccine Reactions and
Emergency Management
Side effects from vaccines are usually mild (eg,
injection site reactions [pain, swelling, and redness],

mild fever, shivering, fatigue, headache, and muscle
and joint pain) and serious adverse events are rare (eg,
anaphylaxis rates are approximately 1 per million) (17).
Mild side effects usually respond to simple interven-
tions such as ice packs and antiinflammatories.
Obstetrician–gynecologists and other health care pro-
viders should be able to identify the signs of immediate
allergic reactions, have supplies on hand to address
these events, and be prepared to call emergency med-
ical services in the event of a severe reaction (18). For
more information on the management and reporting of
adverse events after vaccine administration, see the
Centers for Disease Control and Prevention’s General
Best Practice Guidelines for Immunization (18).

Educate
Educate office staff about the recommendations, safety,
and efficacy of immunizations. Office personnel may
express their own uncertainty or lack of knowledge to
patients. This can have a detrimental effect on a patient’s
willingness to receive an immunization. In contrast, edu-
cational efforts for all office staff can markedly increase
patient immunization rates (19, 20).

Immunize office health care providers and staff as
recommended. Maintaining expectations for the vacci-
nation of office health care providers and staff serves to
meet quality criteria for practices. Additionally, clinicians
have ethical obligations to decrease vaccine-preventable
diseases for health care providers and staff, provide
leadership through example, develop an immunization
culture in the office, and, importantly, avoid being the
source of infection among their patients (12).

Legal Considerations
Federal law (National Childhood Vaccine Injury Act of
1986) mandates that all health care providers who
administer vaccines must give patients or their parents
or legal representatives the appropriate vaccine informa-
tion statement before administration of each dose of
a vaccine. Vaccine information statements are official
documents and are not the same as vaccine fact sheets.
The appropriate vaccine information statement can be
used to educate patients about the vaccine an obstetrician–
gynecologist administers or recommends (see the For
More Information section for additional resources on
vaccine information statements and patient education
materials). Additionally, obstetrician–gynecologists and
other health care providers should be aware of the
National Vaccine Injury Compensation Program. The
National Vaccine Injury Compensation Program is a no-
fault system for resolving vaccine injury claims. If a patient
believes that she or her fetus has been harmed by a vaccine
covered by this program, she can file a claim with the U.S.
Court of Federal Claims (21) (see the For More Informa-
tion section for additional information on the National
Vaccine Injury Compensation Program).
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Vaccine Purchasing
Obstetrician–gynecologists and other health care pro-
viders are encouraged to stock and, ideally, administer
commonly recommended vaccines in their offices.
Studies show that immunization rates are higher when
a health care provider can offer and administer the
vaccine during the same visit, as opposed to recom-
mending vaccination and referring the patient elsewhere
to receive the vaccine (11).

Obstetrician–gynecologists and other health care
providers may wish to research vaccine manufacturers
for available special pricing offers to ensure the practice
is securing the best price per vaccine. The purchase
price of a given vaccine may vary by the vendor, and
certain discounts may be available based on when and
how the practice orders and pays (eg, discounts for
advanced ordering and large quantities). Obstetrician–
gynecologists and other health care providers also can
explore group purchasing organizations or develop
partnerships with nearby clinics and pharmacies to
collectively make larger orders that result in discounted
purchase rates (see the For More Information section
for additional resources on vaccine purchasing). These
responsibilities can be delegated to the immunization
champion or team in the practice. Health care providers
should consult their legal counsel regarding discounts
and group purchasing organizations because certain
restrictions may apply.

Coding and Reimbursement
Many obstetrician–gynecologists perceive a lack of reim-
bursement as a major barrier to including immunization
services in their practices (22). However, with proper
documentation and coding, these services can be reported
to third-party payers and reimbursement can be received.

The practice should adhere to basic coding princi-
ples when billing for immunization services. In general,
the appropriate vaccine product code should always be
reported along with the appropriate Current Procedural
Terminology (CPT) vaccine administration code. These
codes should be linked to the appropriate International
Classification of Diseases, 10th Revision, Clinical Modi-
fication code to support the medical necessity for the
service(s). The inherent components of a vaccine admin-
istration code include making an appointment for the
patient, pulling the chart or accessing the electronic
record, and billing the service. Clinical services such as
greeting the patient, taking vital signs, reviewing the
immunization history and allergies, and charting the
immunization administration also are considered inher-
ent components of this service.

The CPT guidelines state that vaccination services
should be reported separately from a standard preventive
medicine service or wellness visit. In addition, immuniza-
tion services are not part of the global obstetric package
and should be reported separately as well. If a significant,
separately identifiable, problem-oriented evaluation and

management service is performed, the appropriate CPT
Evaluation and Management code should be reported in
addition to the immunization codes.

It is important for a practice to track reimbursement
for immunization services. Explanation of benefits
should be examined at periodic intervals to ensure that
reimbursement covers the costs of the vaccine product.
With diligent oversight, immunization services will be
sustainable for most practices.

The American College of Obstetricians and Gyne-
cologists provides several resources to help physicians
and their staff with coding, purchasing, and reimburse-
ment issues related to immunization services. See the For
More Information section for additional resources about
the implementation of an immunization program in
your office, including vaccine purchasing, storage and
handling, and safety.

Conclusion
Obstetrician–gynecologists have a unique opportunity to
reduce the frequency of vaccine-preventable diseases. To
accomplish that goal, obstetrician–gynecologists must be
aware of current vaccine recommendations, educate pa-
tients about vaccination, encourage patients to be vac-
cinated, and institute systems in the office to integrate
vaccination into the routine running of their practice.

For More Information
The American College of Obstetricians and Gynecologists
has identified additional resources on topics related to this
document that may be helpful for ob-gyns, other health
care providers, and patients. You may view these resources
at www.acog.org/More-Info/ImmunizationsinPractice.

These resources are for information only and are not
meant to be comprehensive. Referral to these resources
does not imply the American College of Obstetricians
and Gynecologists’ endorsement of the organization, the
organization’s website, or the content of the resource.
The resources may change without notice.
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This information is designed as an educational resource to aid clinicians in providing obstetric and gynecologic care, and use of this information is
voluntary. This information should not be considered as inclusive of all proper treatments or methods of care or as a statement of the standard of care. It
is not intended to substitute for the independent professional judgment of the treating clinician. Variations in practice may be warranted when, in the
reasonable judgment of the treating clinician, such course of action is indicated by the condition of the patient, limitations of available resources, or
advances in knowledge or technology. The American College of Obstetricians and Gynecologists reviews its publications regularly; however, its
publications may not reflect the most recent evidence. Any updates to this document can be found on www.acog.org or by calling the ACOG
Resource Center.

While ACOG makes every effort to present accurate and reliable information, this publication is provided “as is” without any warranty of accuracy,
reliability, or otherwise, either express or implied. ACOG does not guarantee, warrant, or endorse the products or services of any firm, organization, or
person. Neither ACOG nor its officers, directors, members, employees, or agents will be liable for any loss, damage, or claim with respect to any liabilities,
including direct, special, indirect, or consequential damages, incurred in connection with this publication or reliance on the information presented.

All ACOG committee members and authors have submitted a conflict of interest disclosure statement related to this published product. Any potential
conflicts have been considered and managed in accordance with ACOG’s Conflict of Interest Disclosure Policy. The ACOG policies can be found on acog.
org. For products jointly developed with other organizations, conflict of interest disclosures by representatives of the other organizations are addressed by
those organizations. The American College of Obstetricians and Gynecologists has neither solicited nor accepted any commercial involvement in the
development of the content of this published product.
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Keep it simple: “Flu vaccine helps 
reduce risk of hospitalization and death.”

Use a presumptive approach: 
“Today we are giving you your annual  
flu vaccination.”

Communicate why we vaccinate: 
“Vaccination prevents the severe outcomes of flu.”

Communication the variability and unpredictability  
of flu: “This is why it is best to get an annuall flu vaccination.”

Acknowledge that flu vaccination is not always a perfect 
match with the circulation virus types, but it is the best way 
to protect against flu infection and its outcomes; any flu 
vaccination is better than none.1

• Establish a culture of prevention in your organization with the following ideas 

– Publicize a “vaccine day” in combination with education to offer influenza vaccinations

– Emphasize that flu vaccination protects the employees, their loved ones and those they work with

– Encourage employees to set an example; remind them that their action and recommendation carries a lot of weight 
in others’ decisions to get vaccinated

– Encourage employees via e-mail, posters, an employee newsletter, and any other communication tools used in your 
workplace to get the vaccine

– Track and report vaccination rates to staff and supervisors

– Remind unvaccinated employees with e-mail, letters, encouragement from supervisors, and telephone calls

– Provide contests or incentives to get vaccinated (small gift cards, raffles, pizza party, etc.)

– Vaccinate the medical director and all managers in front of the staff

– Foster team building to increase trust and cooperation 

• Team building may lead to increased compliance with organizational goals including immunization

• Provide free vaccine at the workplace

• Offer vaccine at multiple times and locations convenient to all workers on all shifts during the flu season

• Use a mobile vaccination cart to take influenza vaccinations to staff

• Provide staff with a voucher for vaccination at a drugstore or clinic

• Partner with a larger health care organization (e.g., hospital) to provide vaccinations

• Work with pharmacy consultants to offer influenza vaccinations for facility staff

• Work with visiting nurses associations or other community immunizers to provide vaccination on-site

• Offer influenza vaccine at mandatory trainings, departmental conferences, and other meetings2

Strategies for Vaccination 
Tips on how to discuss the flu vaccine and its 
effectiveness to patients and parents:

Tips on how to counteract the barriers and lack of 
enthusiasm about influenza vaccination in a provider office:
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Strategies for increasing vaccine coverage  
in children:

• Improve access to your immunization services

– provide vaccination services during some evening 
and/or weekend hours. 

– implement standing orders to allow appropriate 
professional staff to independently screen patients 
and administer recommended vaccines. 

– allow patients to walk in during office hours for a 
“nurse only” visit and get vaccinated. 

– If patients miss visits and can’t be rescheduled 
quickly, we reschedule them in one to two weeks for 
a “shots only” visit.

– Open an “express lane” that offers little or no waiting time for patients seeking vaccinations only3 

• Maintain and protect your vaccine supply.

• Help your patients anticipate their need for vaccinations.

• Avoid “missed opportunities” to vaccinate.

• Hold influenza school-located vaccination clinics4 

Strategies for Vaccination 

1 Reference: http://www.immunize.org/catg.d/p3115.pdf
2 Reference: https://www.cdc.gov/flu/toolkit/long-term-care/strategies.htm 
3 Reference: http://www.immunize.org/catg.d/p2050.pdf 
4 Reference: https://www.cdc.gov/flu/pdf/school/SLV_information.pdf and http://www.astho.org/Programs/Preparedness/Public-Health-Emergency-Law/Public-Health-and-Schools-
Toolkit/Vaccination-Clinics-in-Schools/
Reference for all information that doesn’t have a reference directly next to it: http://www.immunize.org/catg.d/p2045.pdf
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Our guidelines and goals for vaccinating

1) Prevention: We want to educate, facilitate, and 
vaccinate the public and prevent diseases by acting 
as a vaccine advocate.

2) Partnership: We aim to keep our communities 
healthy by partnering with different local 
organizations to increase vaccination rates for all.

3) Quality: In accordance to Indiana state law, we  
are trained on vaccine administration, which  
includes screening patients and treating in cases  
of emergency.

4) Documentation: We record all vaccines 
administered, send all data to Children and Hoosier 
Immunization Registry Program (CHIRP) and report 
any clinically significant events to providers and the 
Vaccine Adverse Event Reporting System (VAERS).

5) Empowerment: We counsel our patients on 
the benefits of vaccination and dispel any false 
perceptions our patients may have.

How Can Pharmacists  
Help Hoosiers  
Stay Healthy?

These materials were created by the Indiana Immunization 
Coalition, Inc. and were funded by the Indiana State 
Department of Health through a grant from the Centers for 
Disease Control and Prevention (Award No: 5H231IP000723).

www.vaccinateindiana.org

Bottom line: Pharmacists can help 
Hoosiers stay healthy by providing 
vaccinations to the public.

Vaccines pharmacists can  
provide WITHOUT a prescription:

For patients 11 years and older:

• Haemophilus influenzae (Hib) 

• Hepatitis A

• Hepatitis B

• Human papillomavirus 

• Influenza

• Measles, Mumps, Rubella 

• Meningococcal

• Tetanus, diphtheria, and acellular 
pertussis

• Varicella (chickenpox)

Additionally, for patients 50 years and older:

• Pneumococcal

• Shingles

All vaccinations* can be provided by a pharmacist to any 
patient of any age with a prescription order.**

*Yellow fever vaccine can be provided by a pharmacist 
with a prescription as long as the pharmacist has a stamp 
of approval from the public health department.

**Some restrictions apply; see your local pharmacy  
for details.
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Documenting Parental Refusal to Have Their Children Vaccinated

All parents and patients should be informed about the risks and benefits of preventive and 
therapeutic procedures, including vaccination. In the case of vaccination, the American Academy 
of Pediatrics (AAP) strongly recommends and federal law mandates that this discussion include the 
provision of the Vaccine Information Statements (VISs). Despite our best efforts to educate parents
about the effectiveness of vaccines and the realistic chances of vaccine-associated adverse events, 
some will decline to have their children vaccinated. This often results from families 
misinterpreting or misunderstanding information presented by the media and on unmonitored and 
biased Web sites, causing substantial and often unrealistic fears.

Within a 12-month period, 74% of pediatricians report encountering a parent who refused or 
delayed one or more vaccines. A 2011 survey of children six months to six years of age reported 
that 13% of parents followed an alternative vaccination schedule. Of these, 53% refused certain 
vaccines and 55% delayed some vaccines until the child was older. Seventeen percent reported 
refusing all vaccines. In a 2009 survey, 11.5% of parents of children 17 years and younger reported
refusing at least one vaccine. The use of this or a similar form in concert with direct and non-
condescending discussion can demonstrate the importance you place on appropriate immunizations,
focuses parents’ attention on the unnecessary risk for which they are accepting responsibility, and 
may in some instances induce a wavering parent to accept your recommendations.  

Providing parents (or guardians) with an opportunity to ask questions about their concerns 
regarding recommended childhood immunizations, attempting to understand parents’ reasons for 
refusing one or more vaccines, and maintaining a supportive relationship with the family are all
part of a good risk management strategy. The AAP encourages documentation of the health care 
provider’s discussion with parents about the serious risks of what could happen to an
unimmunized or under-immunized child. Provide parents with the appropriate VIS for each
vaccine at each immunization visit and answer their questions. For parents who refuse one or 
more recommended immunizations, document your conversation and the provision of the VIS(s), 
have a parent sign the Refusal to Vaccinate form, and keep the form in the patient’s medical
record. The AAP also recommends that you revisit the immunization discussion at each subsequent 
appointment and carefully document the discussion, including the benefits to each immunization 
and the risk of not being age-appropriately immunized. For unimmunized or partially immunized
children, some physicians may want to flag the chart to be reminded to revisit the immunization 
discussion, as well as to alert the provider about missed immunizations when considering the 
evaluation of future illness, especially young children with fevers of unknown origin.

This form may be used as a template to document that the health care provider had a discussion 
with the parent signing the form about the risks of failing to immunize the child. It is not intended 
as a substitute for legal advice from a qualified attorney as differing state laws and factual 
circumstances will impact the outcome. While it may be modified to reflect the particular 
circumstances of a patient, family, or medical practice, practices may want to consider obtaining
advice from a qualified attorney. If a parent refuses to sign the refusal form such refusal along with 
the name of a witness to the refusal should be documented in the medical record. 

The AAP Section on Infectious Diseases and other contributing sections and committees hope 
this form will be helpful to you as you deal with parents who refuse immunizations. It is
available on the AAP Web site on the Section on Infectious Diseases Web site 
(http://www2.aap.org/sections/infectdis/resources.cfm), and the Web site for the AAP
Childhood Immunization Support Program 
(http://www2.aap.org/immunization/pediatricians/refusaltovaccinate.html). 

Sincerely, 
/s/ /s/ 
Tina Tan, MD, FAAP  Ed Rothstein, MD, FAAP 
Chairperson AAP Section on Infectious Diseases
AAP Section on Infectious Diseases
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Refusal to Vaccinate

Child’s Name    Child’s ID# 

Parent’s/Guardian’s Name 

Parent/Guardian Signature:    Date: 

Witness:  Date: 

I have had the opportunity to rediscuss my decision not to vaccinate my child and still decline the recommended immunizations.

Parent’s Initials:    Date:    Parent’s Initials:  Date: 

Recommended  Declined

n Hepatitis B vaccine n

n	 Diphtheria, tetanus, acellular pertussis n
(DTaP or Tdap) vaccine 

n Diphtheria tetanus (DT or Td) vaccine n

n	 Haemophilus influenzae type b (Hib) vaccine n

n	 Pneumococcal conjugate or polysaccharide vaccine n

n	 Inactivated poliovirus (IPV) vaccine n

n	 Measles-mumps-rubella (MMR) vaccine n

n	 Varicella (chickenpox) vaccine n

n	 Influenza (flu) vaccine n

n	 Meningococcal conjugate or polysaccharide vaccine n

n	 Hepatitis A vaccine n

n	 Rotavirus vaccine n

n	 Human papillomavirus (HPV) vaccine n

n	 Other n

I have been provided with and given the opportunity to read each 
Vaccine Information Statement from the Centers for Disease Control 
and Prevention explaining the vaccine(s) and the disease(s) it pre-
vents for each of the vaccine(s) checked as recommended and which 
I have declined, as indicated above. I have had the opportunity to 
discuss the recommendation and my refusal with my child’s doctor 
or nurse, who has answered all of my questions about the recom-
mended vaccine(s). A list of reasons for vaccinating, possible health 
consequences of non-vaccination, and possible side effects of each 
vaccine is available at www.cdc.gov/vaccines/pubs/vis/default.htm. 
I understand the following:

n The purpose of and the need for the recommended vaccine(s).

n The risks and benefits of the recommended vaccine(s).

n That some vaccine-preventable diseases are common in other
countries and that my unvaccinated child could easily get one
of these diseases while traveling or from a traveler.

n If my child does not receive the vaccine(s) according to the
medically accepted schedule, the consequences may include
– Contracting the illness the vaccine is designed to prevent

(the outcomes of these illnesses may include one or more
of the following: certain types of cancer, pneumonia, illness
requiring hospitalization, death, brain damage, paralysis,
meningitis, seizures, and deafness; other severe and
permanent effects from these vaccine-preventable
diseases are possible as well).

– Transmitting the disease to others (including those too
young to be vaccinated or those with immune problems),
possibly requiring my child to stay out of child care or school
and requiring someone to miss work to stay home with my
child during disease outbreaks.

n My child’s doctor and the American Academy of Pediatrics,
the American Academy of Family Physicians, and the Centers
for Disease Control and Prevention all strongly recommend
that the vaccine(s) be given according to recommendations.

Nevertheless, I have decided at this time to decline or defer the 
vaccine(s) recommended for my child, as indicated above, by check-
ing the appropriate box under the column titled “Declined.” I know 
that failure to follow the recommendations about vaccination may 
endanger the health or life of my child and others with whom my 
child might come into contact. I therefore agree to tell all health care 
professionals in all settings what vaccines my child has not received 
because he or she may need to be isolated or may require immediate 
medical evaluation and tests that might not be necessary if my child 
had been vaccinated.

I know that I may readdress this issue with my child’s doctor or 
nurse at any time and that I may change my mind and accept   
vaccination for my child any time in the future.

I acknowledge that I have read this document in its entirety and 
fully understand it.

My child’s doctor/nurse, , 
has advised me that my child (named above) should receive the 
following vaccines:
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Parental Refusal to Accept Vaccination: Resources for Pediatricians
The following are some of the resources available to help pediatricians  
develop a productive dialogue with vaccine-hesitant parents and answer 
questions about vaccine risks and benefits:

Web Sites
1. AAP Childhood Immunization Support Program (CISP) 

Information for providers and parents.
www.aap.org/immunization
www2.aap.org/immunization/pediatricians/refusaltovaccinate.html

2. Immunization Action Coalition (IAC) 
The IAC works to increase immunization rates by creating and distrib-
uting educational materials for health professionals and the public that 
enhance the delivery of safe and effective immunization services. The
IAC “Unprotected People Reports” are case reports, personal testimonies,
and newspaper and journal articles about people who have suffered or 
died from vaccine-preventable diseases. 
www.immunize.org/reports

3. Centers for Disease Control and Prevention (CDC) National 
Immunization Program
Information about vaccine safety. 
www.cdc.gov/vaccines/hcp.htm

4. National Network for Immunization Information (NNii) 
Includes information to help answer patients’ questions and provide 
the facts about immunizations. 
http://www.immunizationinfo.org/professionals

5. Vaccine Education Center at Children’s Hospital of Philadelphia 
Information for parents includes “Vaccine Safety FAQs” and 
“A Look at Each Vaccine.” 
www.vaccine.chop.edu

6. Institute for Vaccine Safety, Johns Hopkins Bloomberg School of 
Public Health
Provides an independent assessment of vaccines and vaccine safety 
to help guide decision-makers and educate physicians, the public, 
and the media about key issues surrounding the safety of vaccines. 
www.vaccinesafety.edu

7. Immunize Canada
Immunize Canada aims to meet the goal of eliminating vaccine-
preventable disease through education, promotion, advocacy, and 
media relations. It includes resources for parents and providers.
www.immunize.cpha.ca/en/default.aspx

8. Sample office policy/letter to parents about refusal to vaccinate

Journal Articles
1. Offit PA, Jew RK. Addressing parents’ concerns: do vaccines contain 

harmful preservatives, adjuvants, additives, or residuals? Pediatrics.
2003;112(6 Pt 1):1394–1397

2. Offit PA, Quarles J, Gerber MA, et al. Addressing parents’ concerns: do 
multiple vaccines overwhelm or weaken the infant’s immune system? 
Pediatrics. 2002;109(1):124–129

3. Diekema DS, American Academy of Pediatrics Committee on Bioethics. 
Responding to parental refusals of immunization of children. Pediatrics.
2005;115(5):1428–1431

Books
1. American Academy of Pediatrics. Red Book: 2012 Report of the

Committee on Infectious Diseases. Pickering LK, Baker CJ, Long SS,
Kimberlin DW, eds. 29th ed. Elk Grove Village, IL: American Academy 
of Pediatrics; 2012

2. Marshall GS. The Vaccine Handbook: A Practical Guide for Clinicians.
5th ed. West Islip, NY: Professional Communications, Inc; 2015

Handout
1. Immunization Action Coalition. Reliable sources of immunization 

information: where to go to find answers! http://www.immunize.org/
catg.d/p4012.pdf. Accessed October 17, 2012

Reliable Immunization Resources for Parents

Web Sites
1. Centers for Disease Control and Prevention (CDC) Vaccine 

Information Statements
Provide possible health consequences of non-vaccination and possible 
side effects of each vaccine. 
www.cdc.gov/vaccines/pubs/vis/default.htm

2. AAP Childhood Immunization Support Program (CISP) 
Information for providers and parents. 
www.aap.org/immunization

3. Why Immunize?
A description of the individual diseases and the benefits expected from
vaccination.
www2.aap.org/immunization/families/faq/whyimmunize.pdf

4. Pennsylvania Immunization Education Program of Pennsylvania 
Chapter, AAP
Includes answers to common vaccine questions and topics, such as 
addressing vaccine safety concerns; evaluating anti-vaccine claims; 
sources of accurate immunization information on the Web; and 
talking with parents about vaccine safety. 
www.paiep.org

5. CDC For Parents: Vaccines for Your Children 
Information about vaccine safety. 
www.cdc.gov/vaccines/parents/index.html

6. National Network for Immunization Information (NNii) 
Includes information to help answer patients’ questions and provide 
the facts about immunizations.
www.immunizationinfo.org/parents

7. Vaccine Education Center at Children’s Hospital of Philadelphia 
Information for parents includes “Vaccine Safety FAQs” and 
“A Look at Each Vaccine.” 
www.vaccine.chop.edu

8. Institute for Vaccine Safety, Johns Hopkins Bloomberg School 
of Public Health
Provides an independent assessment of vaccines and vaccine safety 
to help guide decision-makers and educate physicians, the public, 
and the media about key issues surrounding the safety of vaccines. 
www.vaccinesafety.edu

9. Immunize Canada
Immunize Canada aims to meet the goal of eliminating vaccine-
preventable disease through education, promotion, advocacy, and 
media relations. It includes resources for parents and providers. 
http://immunize.cpha.ca/en/default.aspx

10. Vaccinate Your Baby
This Every Child By Two site serves as a central resource of vaccine 
information for parents. The site links to the latest research and studies
about vaccines, an interactive timeline on the benefits of vaccines,
information about vaccine safety and ingredients, and the importance 
of adhering to the recommended schedule. 
www.vaccinateyourbaby.org

Books
1. American Academy of Pediatrics. Immunizations and Infectious Diseases:

An Informed Parent’s Guide. Fisher MC, ed. Elk Grove Village, IL: 
American Academy of Pediatrics; 2006

2. Myers MG, Pineda D. Do Vaccines Cause That?! A Guide for Evaluating
Vaccine Safety Concerns. Galveston, TX: Immunizations for Public 
Health; 2008

3. Offit PA. Autism’s False Prophets: Bad Science, Risky Medicine, and the
Search for a Cure. New York, NY: Columbia University Press; 2008

4. Offit PA. Deadly Choices: How the Anti-Vaccine Movement Threatens 
Us All. New York, NY: Basic Books; 2011

5. Mnookin S. The Panic Virus: A True Story of Medicine, Science, 
and Fear. New York, NY: Simon and Schuster; 2011

6. Offit PA, Moser CA. Vaccines and Your Child: Separating Fact 
from Fiction. New York, NY: Columbia University Press; 2011
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Additional Resources for Providers

About Flu

https://www.cdc.gov/flu/about/index.html 

Seasonal Influenza Vaccination Resources for Health Professionals 

https://www.cdc.gov/flu/professionals/vaccination/index.htm 

Information for Health Professionals 

https://www.cdc.gov/flu/professionals/index.htm 

Frequently Asked Flu Questions: 2019-2020 Influenza Season 

https://www.cdc.gov/flu/season/flu-season-2019-2020.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.

gov%2Fflu%2Fabout%2Fseason%2Fflu-season-2019-2020.htm 

Immunization Action Coalition: Influenza  

http://www.immunize.org/acip/acip_vax.asp#inf 



PEDIATRIC 
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Resources for Parents
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Fast Flu Facts – 
Increase Your Flu IQ

Question 1 of 10:

A flu vaccine can’t give you the flu.   True   False

Question 2 of 10:

The “stomach flu” and influenza are the same thing.   True   False

Question 3 of 10:

Gettin a flu vaccine in December or later is not too late.   True   False

Question 4 of 10:

Flu viruses change constantly which requires a new    True   False 
flu vaccine to be produced each year.

Question 5 of 10:

Washing your hands is the best thing you can do to    True   False 
protect against the flu.

Question 6 of 10:

The flu vaccine protects against three strains of flu.   True   False

Question 7 of 10:

The flu is typically spread through coughs and/or sneezes.   True   False

Question 8 of 10:

The flu is not a serious illness.   True   False

Question 9 of 10:

The flu vaccine is available as a shot or a nasal spray.   True   False

Question 10 of 10:

You can spread the flu to others before you have symptoms.   True   False
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Answer 1 of 10: True.
The flu vaccine cannot cause flu illness. The viruses in the vaccine are either killed (flu shot) or 
weakened (nasal spray vaccine), which means they cannot cause infection.
____________________________________________________________________________________

Answer 2 of 10: False.
The flu is a respiratory (lung) disease, not a stomach or intestinal disease. The main symptoms 
of the flu are fever (usually high), headache, extreme tiredness, dry cough, sore throat and 
muscle aches. Stomach symptoms, such as nausea, vomiting, and diarrhea, also can occur 
but are more common in children than adults.
____________________________________________________________________________________

Answer 3 of 10: True.
CDC recommends that people get vaccinated as soon as vaccine becomes available and that 
vaccination continue into December, January and beyond. Influenza activity usually peaks in 
February most years, but disease can occur as late as May.
____________________________________________________________________________________

Answer 4 of 10: True.
The viruses in the vaccine change each year based on worldwide monitoring of influenza viruses.
____________________________________________________________________________________

Answer 5 of 10: False.
CDC recommends a flu vaccine as the first and most important step in protecting against the 
flu. However, preventitive actions like covering your cough and washing your hands often are 
important everyday steps that can help stop the spread of germs.
____________________________________________________________________________________

Answer 6 of 10: True.
While there are many different flu viruses, the flu vaccine protects against the three main flu 
strains that research indicates will cause the most illness during the flu season.
____________________________________________________________________________________

Answer 7 of 10: True.
Flu virus is mainly spread through droplets from coughs and sneezes.
____________________________________________________________________________________

Answer 8 of 10: False.
Flu is a serious contagious disease. Each year in the United States, on average, more than 
200,000 people are hospitalized from flu complications and 36,000 people die from flu.
____________________________________________________________________________________

Answer 9 of 10: True.
Flu vaccine is also available as a nasal spray (brand name FluMist®). The nasal spray flu 
vaccine is an option for healthy* people 2-49 years of age who are not pregnant.* “Healthy” 
indicates persons who do not have an underlying medical condition that predisposes them to 
influenza complications.
____________________________________________________________________________________

Answer 10 of 10: True.
Most healthy adults may be able to infect others beginning 1 day before symptoms develop 
and up to 5 days after becoming sick. That means that you may be able to pass on the flu to 
someone else before you know you are sick, as well as while you are sick.

Reference: http://www.nfid.org/idinfo/influenza/test-your-flu-iq.html
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Do you know the difference between 
stomach flu and influenza? 
“Stomach flu” is a popular term but not the true medical diagnosis. The 

proper medical term for stomach flu is gastroenteritis. Sometimes people 

mistake symptoms of stomach flu or gastroenteritis for the viral infection 

we commonly call “flu,” which has symptoms of fever, congestion, 

muscle aches, and fatigue. Learn more about stomach flu and influenza 

so you can recognize flu symptoms and seek proper treatment.

Influenza vs. 

Common Cold vs.  

Stomach “Flu”

Seasonal Influenza Common Cold Stomach “Flu”

Caused by Influenza A or 
Influenza B viruses

Many different kinds of 
viruses such as rhinovirus, 
coronavirus, adenovirus, 
etc. NOT CAUSED BY 
INFLUENZA VIRUS

Norovirus (or Norwalk-
like viruses) is the most 
common; however, there are 
many causes of stomach 
upset. NOT CAUSED BY 
INFLUENZA VIRUS

Prevention Annual influenza 
immunization protects 
against the strains of 
influenza virus circulating 
that season

Cannot be prevented by 
immunization

Cannot be prevented by 
immunization

Involves whole body Usually Never Never

Symptoms appear 
quickly

Yes No. Symptoms appear 
gradually

Yes

Headache Yes, and can be severe Rarely Sometimes

Chills, aches, pain Yes, and often severe Rarely Common

Extreme tiredness Yes, and may last two to 
three weeks or more

Rarely Sometimes

Fever Yes. High fever, beginning 
suddenly and lasting three to 
four days, is common

Sometimes Rarely

Cough Usually Sometimes Rarely

These materials were created by the Indiana Immunization Coalition, Inc. and were 
funded by the Indiana State Department of Health through a grant from the Centers 
for Disease Control and Prevention (Award No: 5H231IP000723).

vaccinateindiana.org
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Influenza is a  
Serious Disease...
Make sure your child 
is protected!

What is influenza?
Influenza (flu) is a serious disease caused 
by a virus. Influenza can make your child 
feel miserable. Fever, cough, shaking chills, 
body aches, and extreme weakness are 
common symptoms.

How do you catch influenza?
Your child can catch influenza from people who cough, sneeze, or even just talk around him or her. It is 
very contagious.

Is influenza serious?
Yes. Tragically, every year infants, children, teens, and adults die from influenza. 

Influenza is dangerous for children as well as for people of all ages. Children 
younger than 2 years of age are at particularly high risk for hospitalization  
due to complications of influenza.

Influenza is not only serious for your child, but it can be  serious for others, 
such as babies and grandparents, if your child passes the virus on to them.

Is my child at risk?
Yes. Anyone can become seriously sick from influenza − even healthy children.

How can I protect my child from influenza?
Vaccination is the best way to protect your child from getting 
influenza.

Everyone 6 months of age and older should get vaccinated 
against influenza every year.

Vaccination not only protects people who get immunized,  
it also protects others who are around them.

For more information, visit www.vaccineinformation.org

For other vaccine handouts in this series, visit www.immunize.org/vaccine-summaries
Technical content reviewed by the Centers for Disease Control and Prevention
Saint Paul, Minnesota • www.immunize.org
www.immunize.org/catg.d/p4312.pdf • Item #P4312 (6/13)

Ask your child’s 
healthcare 

provider if your 
child is up to date 
for all vaccines!
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Misconceptions about  
the Effectiveness of  
the Flu Vaccine

There are many reasons to get a flu vaccine each 

year. Below is a summary of the benefits of flu 

vaccination, and selected scientific studies that 

support these benefits.

• Flu vaccination can keep you from getting 
sick with flu. 

– Flu vaccine prevents millions of illnesses and flu-related doctor’s visits each year. For example, 
during 2016-2017, flu vaccination prevented an estimated 5.3 million influenza illnesses, 2.6 million 
influenza-associated medical visits, and 85,000 influenza-associated hospitalizations.

– In seasons when the vaccine viruses matched circulating strains, flu vaccine has been shown to 
reduce the risk of having to go to the doctor with flu by 40 percent to 60 percent.

• Flu vaccination can reduce the risk of flu-associated hospitalization for children, working age 
adults, and older adults. 

– Flu vaccine prevents tens of thousands of hospitalizations each year. For example, during 2016-2017, 
flu vaccination prevented an estimated 85,000 flu-related hospitalizations.

– A 2014 study showed that flu vaccine reduced children’s risk of flu-related pediatric intensive care 
unit (PICU) admission by 74% during flu seasons from 2010-2012.

– In recent years, flu vaccine have reduced the risk of flu associated hospitalizations among adults  
on average by about 40%.

• Vaccination helps protect women during and after pregnancy. 

– Vaccination reduces the risk of flu-associated acute respiratory infection in pregnant women by  
up to one half. 

– Getting vaccinated can also protect a baby after birth from flu. (Mom passes antibodies onto the 
developing baby during her pregnancy.) 

• a flu vaccine given during pregnancy helps protect the baby from flu infection for several months 
after birth, when he or she is not old enough to be vaccinated.

• Flu vaccine can be life-saving in children. 

– A 2017 study was the first of its kind to show that flu vaccination can significantly reduce a child’s 
risk of dying from influenza.

• Flu vaccination has been shown in several studies to reduce severity of illness in people who  
get vaccinated but still get sick. 

– A 2017 study showed that flu vaccination reduced deaths, intensive care unit (ICU) admissions,  
ICU length of stay, and overall duration of hospitalization among hospitalized flu patients.

• Getting vaccinated yourself may also protect people around you, including those who are more 
vulnerable to serious flu illness, like babies and young children, older people, and people with certain 
chronic health conditions.

Reference: https://www.cdc.gov/flu/prevent/misconceptions.htm
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What is considered an egg allergy? What are the signs 
and symptoms of an egg allergic reaction?  

Egg allergy can be confirmed by a consistent medical 

history of adverse reactions to eggs and egg-

containing foods, plus skin and/or blood testing for 

immunoglobulin E antibodies to egg proteins. Persons 

who are able to eat lightly cooked egg (e.g., scrambled 

egg) without reaction are unlikely to be allergic. Egg-

allergic persons might tolerate egg in baked products 

(e.g., bread or cake). Therefore, tolerance to egg-

containing foods does not exclude the possibility of egg 

allergy. Egg allergies can range in severity.

How common is egg allergy in children and adults?

Egg allergy affects about 1.3% of all children and 0.2% 

of all adults.

What vaccine should I get if I am egg allergic, but I can 
eat lightly cooked eggs?

If you are able to eat lightly cooked egg (e.g., scrambled 

egg) without reaction, you are unlikely to be allergic and 

can get any licensed flu vaccine (i.e., any form of IIV, 

LAIV, or RIV) that is otherwise appropriate for your age 

and health status.

What flu vaccine should I get if I get hives after eating 
egg-containing foods?

If you are someone with a history of egg allergy, who 

has experienced only hives after exposure to egg, you 

can get any licensed flu vaccine (i.e., any form of IIV, 

LAIV, or RIV) that is otherwise appropriate for your age 

and health.

What kind of flu vaccine should I get if I have more 
serious reactions to eating eggs or egg-containing 
foods like cardiovascular changes or a reaction 
requiring epinephrine?

If you are someone who has more serious reactions to 
eating eggs or egg-containing foods, like angioedema, 
respiratory distress, lightheadedness, or recurrent 
emesis; or who required epinephrine or another 
emergency medical intervention, you can get any 
licensed flu vaccine (i.e., any form of IIV, LAIV, or RIV) 
that is otherwise appropriate for your age and health 
status, but the vaccine should be given by a health care 
provider who can recognize and respond to a severe 
allergic response.

Are there still people with egg allergies who should 
not get flu vaccine?

People with egg allergy can receive flu vaccines 
according to the recommendations above. A person 
who has previously experienced a severe allergic 
reaction to flu vaccine, regardless of the component 
suspected of being responsible for the reaction should 
not get a flu vaccine again.

Why do flu vaccines 
contain egg protein?

Most flu vaccines 
today are produced 
using an egg-based 
manufacturing process 
and thus contain a small 
amount of egg protein 
called ovalbumin.

Flu Vaccine  
and Egg Allergies
Questions &  
Answers
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How much egg protein is in flu vaccine?

While not all manufacturers disclose the amount of 
ovalbumin in their vaccines, those that did from 2011–
12 through 2014–15 reported maximum amounts of ≤1 
µg/0.5 mL dose for flu shots and 0.24 µg/0.2 mL dose 
for the nasal spray vaccine. Cell-based flu vaccine 
(Flucelvax) likely has a much smaller amount of egg 
protein since the original vaccine virus is grown in eggs, 
but mass production of that vaccine does not occur in 
eggs. Recombinant vaccine (Flublok) is the only vaccine 
currently available that is completely egg free.

Can egg protein in flu vaccine cause allergic reactions 
in persons with a history of egg allergy?

Yes, allergic reactions can happen, but they occur 
very rarely with the flu vaccines available in the United 
States today. Occasional cases of anaphylaxis, a 
severe life-threatening reaction that involves multiple 
organ systems and can progress rapidly, in egg-allergic 
persons have been reported to the Vaccine Adverse 
Event Reporting System (VAERS) after administration of 
flu vaccine. Flu vaccines contain various components 
that may cause allergic reactions, including anaphylaxis. 
In a Vaccine Safety Datalink study, there were 10 cases 
of anaphylaxis after more than 7.4 million doses of 
inactivated flu vaccine, trivalent (IIV3) given without 
other vaccines, (rate of 1.35 per one million doses). 
Most of these cases of anaphylaxis were not related 
to the egg protein present in the vaccine. CDC and 
the Advisory Committee on Immunization Practices 
continue to review available data regarding anaphylaxis 
cases following flu vaccines.

How long after flu vaccination does a reaction occur 
in persons with a history of egg allergy?

Allergic reactions can begin very soon after vaccination. 
However, the onset of symptoms is sometimes delayed. 
In a Vaccine Safety Datalink study of more than 25.1 
million doses of vaccines of various types given to 
children and adults over 3 years, only 33 people had 
anaphylaxis. Of patients with a documented time to 
onset of symptoms, eight cases had onset within 30 
minutes of vaccination, while in another 21 cases, 
symptoms were delayed more than 30 minutes following 
vaccination, including one case with symptom onset on 
the following day.

Reference: https://www.cdc.gov/flu/prevent/egg-allergies.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fflu%2Fprotect%2Fvaccine%2Fegg-allergies.htm

Flu Vaccine  
and Egg Allergies
Questions &  
Answers
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Flu Information

The Flu: 
A Guide for Parents 

Influenza (also known as flu) is a contagious respiratory 
illness caused by influenza viruses that infect the nose, throat 
and lungs. Flu is different from a cold, and usually comes on 
suddenly. Each year flu viruses cause millions of illnesses, 
hundreds of thousands of hospital stays and thousands or 
tens of thousands of deaths in the United States. 

Flu can be very dangerous for children. CDC estimates that 
between 6,000 and 26,000 children younger than 5 years 
have been hospitalized each year in the United States 
because of influenza. The flu vaccine is safe and helps 
protect children from flu.

What parents should know
How serious is flu? 
While flu illness can vary from mild to severe, children 
often need medical care because of flu. Children younger 
than 5 years and children of any age with certain long-term 
health problems are at high risk of flu complications like 
pneumonia, bronchitis, sinus and ear infections. Some 
health problems that are known to make children more 
vulnerable to flu include asthma, diabetes and disorders  
of the brain or nervous system. 

How does flu spread?
Flu viruses are thought to spread mainly by droplets made 
when someone with flu coughs, sneezes or talks. These 
droplets can land in the mouths or noses of people nearby. 
A person also can get flu by touching something that has flu 
virus on it and then touching their mouth, eyes, or nose.

What are flu symptoms? 
Flu symptoms can include fever, cough, 
sore throat, runny or stuffy nose, 
body aches, headache, chills, 
feeling tired and sometimes 
vomiting and diarrhea (more 
common in children than adults). 
Some people with the flu will not 
have a fever.

Protect your child
How can I protect my child from flu?
The first and best way to protect against flu is to get a yearly 
flu vaccine for yourself and your child. 

 § Flu vaccination is recommended for everyone 6 months 
and older every year. Flu shots and nasal spray flu 
vaccines are both options for vaccination.

 § It’s especially important that young children and children 
with certain long-term health problems get vaccinated. 

 § Caregivers of children at high risk of flu complications 
should get a flu vaccine. (Babies younger than 6 months  
are at high risk for serious flu complications, but too young 
to get a flu vaccine.)

 § Pregnant women should get a flu vaccine to protect 
themselves and their baby from flu. Research shows that 
flu vaccination protects the baby from flu for several 
months after birth. 

 § Flu viruses are constantly changing and so flu vaccines 
are updated often to protect against the flu viruses that 
research indicates are most likely to cause illness during 
the upcoming flu season. 

Is flu vaccine safe?
Flu vaccines are made using strict safety and production 
measures. Millions of people have safely received flu 
vaccines for decades. Flu shots and nasal spray flu vaccines 
are both options for vaccination. Different types of flu 
vaccines are licensed for different ages. Each person should 
get one that is appropriate for their age. CDC and the 
American Academy of Pediatrics recommend an annual flu 
vaccine for all children 6 months and older.

What are the benefits of getting a flu vaccine?
 § A flu vaccine can keep you and your child from getting 
sick. When vaccine viruses and circulating viruses are 
matched, flu vaccination has been shown to reduce the risk 
of getting sick with flu by about half.

 § Flu vaccines can keep your child from being hospitalized 
from flu. One recent study showed that flu vaccine 
reduced children’s risk of flu-related pediatric intensive 
care unit admission by 74%.
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 § Flu vaccine can prevent your child from dying from flu.  
A study using data from recent flu seasons found that  
flu vaccine reduced the risk of flu-associated death by 
half among children with high risk medical conditions 
and by nearly two-thirds among children without medical 
conditions.

 § Flu vaccination also may make your illness milder if you 
do get sick.

 § Getting yourself and your child vaccinated also can 
protect others who may be more vulnerable to serious  
flu illness, like babies and young children, older people, 
and people with certain long-term health problems.

What are some other ways I can protect my 
child against flu? 
In addition to getting a flu vaccine, you and your child 
should take everyday actions to help prevent the spread  
of germs.

Stay away from people who are sick as much as possible to 
keep from getting sick yourself. If you or your child are sick, 
avoid others as much as possible to keep from infecting 
them. Also, remember to regularly cover your coughs 
and sneezes, wash your hands often, avoid touching your 
eyes, nose and mouth, and clean surfaces that may be 
contaminated with flu viruses. These everyday actions can 
help reduce your chances of getting sick and prevent the 
spread of germs to others if you are sick. However, a yearly 
flu vaccine is the best way to prevent flu illness.

If your child is sick
What can I do if my child gets sick? 
Talk to your doctor early if you are worried about your 
child’s illness. 

Make sure your child gets plenty of rest and drinks  
enough fluids.

If your child is 5 years or older and does not have a long-
term health problems and gets flu symptoms, including a 
fever and/or cough, consult your doctor as needed. 

Children younger than 5 years of age – especially those 
younger than 2 years – and children with certain long-term 
health problems (including asthma, diabetes and disorders 
of the brain or nervous system), are at high risk of serious 
flu complications. Call your doctor or take your child to the 
doctor right away if they develop flu symptoms. 

What if my child seems very sick? 
Even healthy children can get very sick from flu. If your child 
is experiencing the following emergency warning signs, you 
should go to the emergency room:

 § Fast breathing or trouble breathing 
 § Bluish lips or face 

 § Ribs pulling in with  
each breath

 § Chest pain
 § Severe muscle pain (child 
refuses to walk)

 § Dehydration (no urine for 
8 hours, dry mouth, no 
tears when crying)

 § Not alert or interacting 
when awake

 § Seizures
 § Fever above 104°F
 § In children less than 12 
weeks, any fever

 § Fever or cough that improve but then return or worsen
 § Worsening of chronic medical conditions

This list is not all inclusive. Please consult your medical 
provider for any other symptom that is severe or concerning.

Is there a medicine to treat flu? 
Yes. Antiviral drugs are prescription medicines that can be 
used to treat flu illness. They can shorten your illness and 
make it milder, and they can prevent serious complications 
that could result in a hospital stay. Antivirals work best when 
started during the first 2 days of illness. Antiviral drugs are 
recommended to treat flu in people who are very sick (for 
example, people who are in the hospital) or people who are 
at high risk of serious flu complications who get flu symptoms. 
Antivirals can be given to children and pregnant women. 

How long can a sick person spread flu to others?
People with flu may be able to infect others from 1 day before 
getting sick to up to 5 to 7 days after. Severely ill people or 
young children may be able to spread the flu longer, especially if 
they still have symptoms. 

Can my child go to school, day care, or camp if 
he or she is sick? 
No. Your child should stay home to rest and to avoid spreading 
flu to other children or caregivers. 

When can my child go back to school after 
having flu? 
Keep your child home from school, day care, or camp for at 
least 24 hours after their fever is gone. (The fever should be 
gone without the use of a fever-reducing medicine.) A fever  
is defined as 100°F (37.8°C)* or higher.
*Many authorities use either 100 (37.8 degrees Celsius) or 100.4 F (38.0 degrees Celsius)  
 as a cut-off for fever, but this number can vary depending on factors such as the method  
 of measurement and the age of the person. 

For more information, visit www.cdc.gov/flu/protect/children.htm or call 800-CDC-INFOM
ar
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Pregnant? You Need a Flu Shot!
Information for pregnant women

The flu is a serious illness, especially when you  
are pregnant.
Getting the flu can cause serious problems when you are pregnant. Even 
if you are generally healthy, changes in immune, heart, and lung functions 
during pregnancy make you more likely to get severely ill from flu. Pregnant 
women who get flu are at high risk of developing serious illness, including 
being hospitalized.

Flu shots are the best available protection for you – and 
your baby.
When you get your flu shot, your body starts to make antibodies that 
help protect you against the flu. Antibodies also can be passed on to your 
developing baby, and help protect them for several months after birth. This 
is important because babies younger than 6 months of age are too young 
to get a flu vaccine. If you breastfeed your infant, antibodies also can be 
passed through breast milk. It takes about two weeks for your body to make 
antibodies after getting a flu vaccine. Talk to your doctor, nurse, or clinic 
about getting vaccinated by the end of October, if possible.

The flu shot is safe for pregnant and breastfeeding  
women and their infants.
You can get a flu shot at any time, during any trimester, while you are 
pregnant.  Millions of pregnant women have gotten flu shots.  
Flu shots have a good safety record. There is a lot of  
evidence that flu vaccines can be given safely during  
pregnancy, though these data are limited for  
the first trimester.  

If you deliver your baby before getting your flu 
shot, you still need to get vaccinated. The flu is 
spread from person to person. You, or others  
who care for your baby, may get the flu, and 
spread it to your baby. It is important that 
everyone who cares for your baby get a flu 
vaccine, including other household  
members, relatives, and babysitters. 

Common side effects of a flu  
vaccine are mild.
After getting your flu shot, you may  
experience some mild side effects.  
The most common side effects include  
soreness, tenderness, redness and/or  
swelling where the shot was given.  
Sometimes you might have a  
headache, muscle aches, fever,  
and nausea or feel tired. 

Because you are 
pregnant, CDC and 
your ob-gyn or midwife 
recommend you get 
a flu shot to protect 
yourself and your baby 
from flu.

You should get 
vaccinated by the end 
of October, if possible. 
This timing can help 
ensure that you are 
protected before flu 
activity begins to 
increase. Talk to your 
ob-gyn or midwife 
about getting a flu shot.

Last Updated 12/27/2017
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If you have flu symptoms, call your doctor immediately. 
If you get flu symptoms (e.g., fever, cough, body aches headache, etc.) – even if you have already had a flu shot – 
call your doctor, nurse, or clinic right away. Doctors can prescribe influenza antiviral medicine to treat flu. Antiviral 
drugs can shorten your illness, make it milder and lessen the chance of developing serious complications. Because 
pregnant women are at high risk of serious flu complications, CDC recommends that they be treated quickly with 
antiviral drugs if they get flu symptoms. Oral oseltamivir is the preferred treatment for pregnant women because 
it has the most studies available to suggest that it is safe and beneficial. These medicines work best when started 
early.

Fever is often a symptom of flu. Having a fever early in pregnancy increases the chances of having a baby with 
birth defects or other problems. Tylenol® (acetaminophen) can reduce a fever, but you should still call your doctor 
or nurse and tell them about your illness.

If you have any of the following  
signs, call 911 and seek emergency 
medical care right away:

•   Problems breathing or  
     shortness of breath

•   Pain or pressure in the chest  
     or abdomen

•   Sudden dizziness or confusion

•   Severe or constant vomiting

•   Decreased or no movement  
     of your baby

•   High fever that is not  
     responding to Tylenol® or  
     other acetaminophen

For more information about  
the flu or the vaccine, call:  

1-800-CDC-INFO  
or visit:   
www.cdc.gov/flu/

 CS HCVG15-MAT-106    12/27/2017
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Frequently 
Asked 
Questions 
and Answers

What causes influenza? 
Viruses cause influenza. There are two basic 
types, A and B, which can cause illness in 
humans. Their genetic material differentiates 
them. Influenza A can cause moderate to severe 
illness in all age groups and infects humans and 
other animals. Influenza B causes milder disease 
and affects only humans, primarily children.

How does influenza spread? 
Influenza is transmitted through the air from 
the respiratory tract of an infected person. It 
can also be transmitted by direct contact with 
respiratory droplets. 

How long does it take to develop 
symptoms of influenza after being 
exposed? 
The incubation period of influenza is usually two 
days but can range from one to four days. 

What are the symptoms of influenza? 
Typical influenza disease is characterized by 
abrupt onset of fever, aching muscles, sore 
throat, and non-productive cough. Additional 
symptoms may include runny nose, headache, a 
burning sensation in the chest, and eye pain and 
sensitivity to light. Typical influenza disease does 
not occur in every infected person. Someone 
who has been previously exposed to similar virus 
strains (through natural infection or vaccination) 
is less likely to develop serious clinical illness. 

How serious is influenza? 
Although many people think of influenza as 
just a common cold, it is really a specific and 
serious respiratory infection that can result in 
hospitalization and death

What are possible complications from 
influenza? 
The most frequent complication of influenza is 
bacterial pneumonia. Viral pneumonia is a less 
common com-plication but has a high fatality 
rate. Other complications include inflammation 
of the heart and worsening of pulmonary 
diseases (e.g., bronchitis). 

Reye syndrome is a complication that occurs 
almost exclusively in children – patients suffer 
from severe vomiting and confusion, which may 
progress to coma because of swelling of the 
brain. To decrease the chance of developing 
Reye syndrome, infants, children, and teenagers 
should not be given aspirin for fever reduction or 
pain relief. 

Who is at highest risk for flu related 
complications? 
• Populations at highest risk for flu-related 

complications include1:

– Children under age 5 years, especially those 
younger than 2 years old.

– Adults ages 65 and older

– Pregnant women

– People with chronic health conditions, 
including asthma, diabetes, and heart disease
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What is the best way to prevent influenza? 
The best way to prevent influenza is with annual 
vaccination.

Can you get influenza more than once? 
Yes. Influenza viruses change frequently and 
infection with one strain does not provide 
protection against all strains.

What kind of vaccine is it? 
The most common influenza vaccine is made 
from inactivated (killed) viruses. One type of 
vaccine (recombinant influenza vaccine or RIV) is 
made without the use of influenza viruses or eggs. 
A vaccine containing live viruses that have been 
weakened (attenuated) is also available. Influenza 
vaccine in the United States contains either 3 or 
4 strains of influenza virus. There is no preference 
for one type of vaccine over another for people 
for whom more than one recommended and age-
appropriate vaccine is available.

How is the vaccine given? 
The inactivated and recombinant vaccines are 
given as an intramuscular injection. The live 
attenuated vaccine is sprayed into the nose.

How often should this vaccine be given? 

Influenza vaccine is given each year because 
immunity decreases after a year and because 
each year’s vaccine is formulated to prevent only 
that year’s anticipated influenza viruses.

Do I really need a flu vaccine every year? 
Yes. CDC recommends a yearly flu vaccine for 
just about everyone 6 months and older, even 
when the viruses the vaccine protects against 
have not changed from the previous season. 
The reason for this is that a person’s immune 
protection from vaccination declines over time, 
so an annual vaccination is needed to get the 
“optimal” or best protection against the flu.2

Who should get influenza vaccine? 
Annual influenza vaccination is recommended for 
all people ages 6 months and older who do not 
have a contraindication to the vaccine.

What are the unique features of giving 
influenza vaccine to children compared 
with adults? 
Children ages 6 months through 8 years 
should receive two doses of influenza vaccine, 
separated by at least 4 weeks, the first time they 
receive this vaccine. Children who received 2 or 
more total doses of influenza vaccine before the 
most recent July 1 need only one dose for the 
current season. Your doctor or other healthcare 
professional should be able to tell you if your 
child needs a second dose.

Who recommends the influenza vaccine? 
The Centers for Disease Control and Prevention 
(CDC), the American Academy of Pediatrics 
(AAP), the American Academy of Family 
Physicians (AAFP), the American College of 
Physicians (ACP), and the American College 
of Obstetricians and Gynecologists (ACOG) all 
recommend this vaccine.

When should people be vaccinated? 
Health experts recommend that patients 
should be vaccinated by the end of October. 
Vaccination should continue into the winter and 
spring, even until April or May.
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Is it too late to get vaccinated after 
Thanksgiving (or the end of November)?  
No. Vaccination can still be beneficial as long 
as flu viruses are circulating. If you have not 
been vaccinated by Thanksgiving (or the 
end of November), it can still be protective 
to get vaccinated in December or later. Flu is 
unpredictable and seasons can vary. Seasonal 
flu disease usually peaks between December 
and March most years, but disease can occur  
as late as May.2

Should siblings of a healthy child who is 
younger than age 6 months  
be vaccinated? 
Yes, it is especially important that all household 
contacts of children too young to be vaccinated 
against influenza (i.e., younger than age 6 
months) receive annual influenza vaccination to 
protect the infant from serious infection. This 
is very important because these infants are too 
young to be vaccinated and are most vulnerable 
to complications from influenza.

Is it safe for pregnant women to get 
influenza vaccine? 
Yes. In fact, vaccination with the inactivated 
vaccine is recommended for women who will be 
pregnant during the influenza season. Pregnant 
women are at increased risk for serious medical 
complications from influenza. One recent 
study found that the risk of influenza-related 
hospitalization was four times higher in healthy 
pregnant women in the fourteenth week of 
pregnancy or later than in nonpregnant women. 
An increased risk of severe influenza infections 
was also observed in postpartum women (those 
who delivered within the previous 2 weeks) 
during the 2009–10 H1N1 pandemic. In addition, 
vaccination of the mother will provide protection 
for her newborn infant.

How safe is this vaccine? 
Influenza vaccine is very safe. The most 
common side effects of the injectable 
(inactivated) influenza vaccine include soreness, 

redness, or swelling at the site of the injection. 
These reactions are temporary and occur 
in 15%–20% of recipients. Less than 1% of 
vaccine recipients develop symptoms such as 
fever, chills, and muscle aches for 1 to 2 days 
following the vaccination. Experiencing these 
non-specific side effects does not mean that you 
are getting influenza.

Can the vaccine cause influenza? 
No. Neither the injectable (inactivated) vaccine 
nor the live attenuated (nasal spray) vaccine can 
cause influenza. The injectable influenza vaccine 
contains only killed virus fragments and cannot 
cause influenza disease. Fewer than 1% of 
people develop influenza-like symptoms, such as 
mild fever and muscle aches, after vaccination. 
These side effects are not the same as having the 
actual disease. The nasal spray influenza vaccine 
contains live attenuated (weakened) viruses that 
can produce mild symptoms similar to a cold. 
While the viruses are able to grow in the nose and 
throat tissue and produce protective immunity, 
they are weakened and do not grow effectively 
in the lung. Consequently, they cannot produce 
influenza disease.

Is it better to get the flu than the flu 
vaccine? 
No. Flu can be a serious disease, particularly 
among young children, older adults, and 
people with certain chronic health conditions, 
such as asthma, heart disease or diabetes. 
Any flu infection can carry a risk of serious 
complications, hospitalization or death, even 
among otherwise healthy children and adults. 
Therefore, getting vaccinated is a safer choice 
than risking illness to obtain immune protection.2

1 Reference: https://www.cdc.gov/flu/highrisk/index.htm 
2 Reference: https://www.cdc.gov/flu/prevent/misconceptions.htm 
Reference for all questions that do not have a specific reference in the question title: http://www.immunize.org/catg.d/p4208.pdf 
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Children at greatest risk of serious flu-related 
complications include the following: 

1. Children younger than 6 months old

These children are too young to be vaccinated. 
The best way to protect them is to make sure 
people around them are vaccinated.

2.  Children aged 6 months up to their 5th 
birthday

Since 2010, CDC estimates that flu-related 
hospitalizations among children younger than 5 
years ranged from 7,000 to 26,000 in the United 
States. Even children in this age group who are 
otherwise healthy are at risk simply because of 
their age. Additionally, children 2 years of age up 
to their 5thbirthday are more likely than healthy 
older children to be taken to a doctor, an urgent 
care center, or the emergency room because 
of flu1,2,3. To protect their health, all children 6 
months and older should be vaccinated against 
flu each year. Vaccinating young children, their 
families, and other caregivers can also help 
protect them from getting sick.

3.  American Indian and Alaskan Native children

These children are more likely to have severe flu 
illness that results in hospitalization or death.4,5

4.  Children aged 6 months old through 18 years 
old with chronic health problems, including: 

• Asthma

• Neurologic and neurodevelopment 
conditions [including disorders of the brain, 

spinal cord, peripheral nerve, and muscle 
such as cerebral palsy, epilepsy (seizure 
disorders), stroke, intellectual disability 
(mental retardation), moderate to severe 
developmental delay, muscular dystrophy, or 
spinal cord injury]

• Chronic lung disease (such as chronic 
obstructive pulmonary disease [COPD] and 
cystic fibrosis)

• Heart disease (such as congenital heart 
disease, congestive heart failure and coronary 
artery disease)

• Blood disorders (such as sickle cell disease)

• Endocrine disorders (such as diabetes 
mellitus)

• Kidney disorders

• Liver disorders

• Metabolic disorders (such as inherited 
metabolic disorders and mitochondrial 
disorders)

• Weakened immune system due to disease or 
medication (such as people with HIV or AIDS, 
or cancer, or those on chronic steroids)

• Children who are taking aspirin or salicylate-
containing medicines

• Extreme obesity, which has been associated 
with severe influenza illness in some studies 
of adults, may also be a risk factor for 
children. Childhood obesity is defined as a 
body mass index (BMI) at or above the 95th 
percentile, for age and sex.

Is Your Child at High 
Risk for the Flu? 
Some children are at  
especially high risk

Reference: https://www.cdc.gov/flu/highrisk/children.htm



INDIANA IMMUNIZATION COALITION  |  PEDIATRIC FLU TOOLKIT  |  vaccinateindiana.org 74

Additional Resources for Parents 

The Flu: A Guide for Parents

https://www.cdc.gov/flu/pdf/freeresources/family/flu-guide-for-parents-2018.pdf

Flu Information for Parents with Young Children

https://www.cdc.gov/flu/highrisk/parents.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.

gov%2Fflu%2Fparents%2Findex.htm 

Preventing the Flu: Resources for parents and Child Care Providers

https://www.healthychildren.org/English/safety-prevention/immunizations/Pages/Preventing-the-Flu-

Resources-for-Parents-Child-Care-Providers.aspx 

The Flu: A Guide for Parents Kids

https://www.cdc.gov/flu/pdf/freeresources/family/flu-information-for-parents-activity-sheet.pdf 

The Flu Guide for Parents of Children or Adolescents with Chronic Health Conditions

https://www.cdc.gov/flu/pdf/freeresources/updated/chronichealth_fluguide_brochure-update.pdf 
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Cleaning and disinfecting are part of a broad approach to preventing infectious diseases in schools. To 
help slow the spread of influenza (flu), the first line of defense is getting vaccinated. Other measures 
include staying home when sick, covering coughs and sneezes, and washing hands often. Below are tips 
on how to slow the spread of flu specifically through cleaning and disinfecting.

1. Know the difference between cleaning, disinfecting, and sanitizing

Cleaning removes germs, dirt, and impurities from surfaces or objects. Cleaning works by using soap (or detergent) and 
water to physically remove germs from surfaces. This process does not necessarily kill germs, but by removing them, it 
lowers their numbers and the risk of spreading infection.

Disinfecting kills germs on surfaces or objects. Disinfecting works by using chemicals to kill germs on surfaces or 
objects. This process does not necessarily clean dirty surfaces or remove germs, but by killing germs on a surface after 
cleaning, it can further lower the risk of spreading infection.

Sanitizing lowers the number of germs on surfaces or objects to a safe level, as judged by public health standards or 
requirements. This process works by either cleaning or disinfecting surfaces or objects to lower the risk of spreading 
infection.

2. Clean and disinfect surfaces and objects that are touched often

Follow your school’s standard procedures for routine cleaning and disinfecting. Typically, this means daily sanitizing 
surfaces and objects that are touched often, such as desks, countertops, doorknobs, computer keyboards, hands-on 
learning items, faucet handles, phones, and toys. Some schools may also require daily disinfecting these items. Standard 
procedures often call for disinfecting specific areas of the school, like bathrooms.

Immediately clean surfaces and objects that are visibly soiled. If surfaces or objects are soiled with body fluids or blood, 
use gloves and other standard precautions to avoid coming into contact with the fluid. Remove the spill, and then clean 
and disinfect the surface.

3. Simply do routine cleaning and disinfecting

It is important to match your cleaning and disinfecting activities to the types of germs you want to remove or kill. Most 
studies have shown that the flu virus can live and potentially infect a person for up to 48 hours after being deposited 
on a surface. However, it is not necessary to close schools to clean or disinfect every surface in the building to slow 
the spread of flu. Also, if students and staff are dismissed because the school cannot function normally (e.g., high 
absenteeism during a flu outbreak), it is not necessary to do extra cleaning and disinfecting.

Flu viruses are relatively fragile, so standard cleaning and disinfecting practices are sufficient to remove or kill them. 
Special cleaning and disinfecting processes, including wiping down walls and ceilings, frequently using room air 
deodorizers, and fumigating, are not necessary or recommended. These processes can irritate eyes, noses, throats, and 
skin; aggravate asthma; and cause other serious side effects.

How To Clean and 
Disinfect Schools 
To Help Slow the 
Spread of Flu
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4. Clean and disinfect correctly

Always follow label directions on cleaning products 
and disinfectants. Wash surfaces with a general 
household cleaner to remove germs. Rinse 
with water, and follow with an EPA-registered 
disinfectant to kill germs. Read the label to make 
sure it states that EPA has approved the product 
for effectiveness against influenza A virus.

If a surface is not visibly dirty, you can clean it 
with an EPA-registered product that both cleans 
(removes germs) and disinfects (kills germs) 
instead. Be sure to read the label directions 
carefully, as there may be a separate procedure for 
using the product as a cleaner or as a disinfectant. 
Disinfection usually requires the product to remain on the surface for a certain period of time (e.g., letting it stand for 3  
to 5 minutes).

Use disinfecting wipes on electronic items that are touched often, such as phones and computers. Pay close attention 
to the directions for using disinfecting wipes. It may be necessary to use more than one wipe to keep the surface wet 
for the stated length of contact time. Make sure that the electronics can withstand the use of liquids for cleaning and 
disinfecting.

5. Use products safely

Pay close attention to hazard warnings and directions on product labels. Cleaning products and disinfectants often call 
for the use of gloves or eye protection. For example, gloves should always be worn to protect your hands when working 
with bleach solutions.

Do not mix cleaners and disinfectants unless the labels indicate it is safe to do so. Combining certain products (such as 
chlorine bleach and ammonia cleaners) can result in serious injury or death.

Ensure that custodial staff, teachers, and others who use cleaners and disinfectants read and understand all instruction 
labels and understand safe and appropriate use. This might require that instructional materials and training be provided 
in other languages.

6. Handle waste properly

Follow your school’s standard procedures for handling waste, which may include wearing gloves. Place no-touch waste 
baskets where they are easy to use. Throw disposable items used to clean surfaces and items in the trash immediately 
after use. Avoid touching used tissues and other waste when emptying waste baskets. Wash your hands with soap and 
water after emptying waste baskets and touching used tissues and similar waste.

Reference: https://www.cdc.gov/flu/school/cleaning.htm
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Children younger than 6 months are at high risk of serious flu complications, but are too young to get a flu vaccine. 
Children younger than 6 months have the highest risk for being hospitalized from flu compared to children of other ages. 
Because influenza vaccines are not approved for children younger than 6 months old, protecting them from influenza is 
especially important. The advice below can help caregivers (for example, parents, teachers, babysitters, nannies) protect 
children younger than 6 months old from the flu.

Advice on How to Prevent Flu for Caregivers of Children Younger than 5 Years

1. Take Time to Get a Vaccine 

• A yearly flu vaccine is the first and best way to protect against the flu.

• Flu vaccine has been shown to reduce the risk of flu illness, hospitalization and death in children.

• If the child you care for is 6 months or older, they should get a flu vaccine each year.

• Infants younger than 6 months are at high risk for serious flu-related complications, but are not approved for 
influenza vaccination.

• As a caregiver to a young child, you should get a flu vaccine, and make sure that other caregivers and all household 
members aged 6 months and older also get vaccinated each year. By getting vaccinated, you will be less likely to 
get the flu and therefore less likely to spread the flu to the child.

2. Take Everyday Preventive Actions 

• Keep yourself and the child in your care away from people who are sick as much as you can.

• If you get flu symptoms, avoid contact with other people when possible, including the child in your care. Consider 
arranging for another caregiver to care for the child if possible, so that you don’t make them sick.

• Cover your nose and mouth with a tissue when you cough or sneeze—throw the tissue away after you use it, and 
wash your hands.

• Wash your hands often with soap and water, especially after you cough or sneeze. If you are not near water, use an 
alcohol-based hand cleaner.

• Try not to touch your eyes, nose or mouth. Germs often spread this way.

• Clean and disinfect frequently touched surfaces, especially when someone is ill.

3. Antiviral Drugs Can Treat Flu Illness 

• Antiviral drugs are available to treat flu in children and adults.

• Antiviral drugs can make your illness milder and shorten the time you are sick. They also may prevent serious  
flu complications.

• Antiviral drugs are different from antibiotics that treat bacterial infections. They are prescription medicines  
(pills, liquid or an inhaled powder) that are for treatment of the flu.

Protect Against Flu: 
Caregivers of Infants 
and Young Children
Children Younger Than  
6 Months at Highest Risk
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• Antiviral drugs work best when treatment is 
started within 2 days of becoming sick with 
flu, but starting them later can still be helpful, 
especially if the sick person is very sick with flu or 
is at high risk of serious flu complications. Follow 
your doctor’s instructions for taking these drugs.

• Treating people who are very sick with flu or who 
are at high risk of complications from the flu with 
antiviral drugs can mean the difference between 
having a milder illness versus a very serious 
illness that could result in a hospital stay.

• CDC recommends that people at high risk of 
serious flu complications, including children 
younger than 2 years, should be treated with flu 
antiviral drugs as soon as possible if they get sick 
with flu.

Advice for Caregivers of Children Younger than 5 Years Who Get the Flu
Flu may cause fever, cough, sore throat, runny or stuffy nose, body aches, headache, chills and fatigue. Young children 
also may have vomiting or diarrhea with flu symptoms. Some persons with flu may not have a fever. If you live with or 
care for a young child and you get flu symptoms, follow the precautions below to help prevent the spread of illness to the 
child in your care.

1. Remember How the Flu Spreads 

• Flu viruses spread mainly by droplets made when people with flu cough, sneeze or talk. These droplets can land in 
the mouths or noses of people who are nearby. People with flu can spread it to others up to about 6 feet away. Less 
often, a person might get flu by touching a surface or object that has flu virus on it and then touching his or her own 
mouth, nose, or possibly their eyes.

2. Follow These Steps 

• Call your health care professional if you develop flu symptoms; they may prescribe antiviral drugs for flu, 
depending on factors including your age and overall health and the age and overall health of your young child.

• Try to minimize contact with the child in your care as much as possible, especially if the child in your care is younger 
than 2 years old or is an older child with chronic medical conditions. They are very vulnerable to flu.

• Cover your nose and mouth with a tissue when sneezing or coughing, and put your used tissue in a wastebasket, 
and wash your hands.

• Before engaging in any activity within about 6 feet of the child in your care (including feeding, changing, rocking, 
reading to your child) thoroughly wash and dry your hands. See more information about preventing the spread of 
seasonal flu.

3. Be Watchful 

• Observe the child in your care closely for signs and symptoms of respiratory illness. If your child develops a fever*, 
has shallow, slow, or rapid breathing, or is less responsive than normal, contact your child’s doctor. If your child 
does become ill with flu, flu antiviral drugs can be used to treat children with influenza of all ages, and are most 
beneficial when antiviral treatment is started as soon as possible after the illness starts.

Reference: https://www.cdc.gov/flu/highrisk/infantcare.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fflu%2Fprotect%2Finfantcare.htm
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Resources for Schools and Childcare Providers

Information for Schools and Childcare Providers:

https://www.cdc.gov/flu/school/index.htm 

Guidance for School Administrators: 

https://www.cdc.gov/flu/school/guidance.htm 

Cleaning and Disinfecting Schools:

https://www.cdc.gov/flu/school/cleaning.htm 

School-Located Vaccination Clinics: 

https://www.cdc.gov/flu/school/slv/support.htm 

Preventing the Flu: Resources for Parents and Child Care Providers

https://www.healthychildren.org/English/safety-prevention/immunizations/Pages/

Preventing-the-Flu-Resources-for-Parents-Child-Care-Providers.aspx 

Flu Coloring Book for Children: 

http://nfid.org/coloring-book.pdf 

Children’s Activity Book

https://www.cdc.gov/flu/pdf/freeresources/family/ready_wrigley_flu.pdf 
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Resources for Providers Offices, Schools, and Childcare Offices

Posters and Media links: 
National Influenza Vaccination Week: Materials/Posters

https://www.cdc.gov/flu/resource-center/nivw/materials.htm 

National Influenza Vaccination Week: Sharable Images

https://www.cdc.gov/flu/resource-center/nivw/webtools-images.htm 

Flu Coloring Book for Children: 

http://nfid.org/coloring-book.pdf 

Children’s Activity Book

https://www.cdc.gov/flu/pdf/freeresources/family/ready_wrigley_flu.pdf 

Cover your Cough Posters:

https://www.cdc.gov/flu/pdf/protect/cdc_cough.pdf 

https://www.health.state.mn.us/people/cyc/cycphceng.pdf 

https://www.health.state.mn.us/people/cyc/cycpgeneng.pdf 

CDC: Take 3 Actions to Fight the Flu Poster 

https://www.cdc.gov/flu/pdf/freeresources/flu_poster_final.pdf 

Spread Fun, Not Flu

https://www.cdc.gov/flu/pdf/freeresources/family/spread-fun-18x24.pdf 

Influenza (flu): Family and Children 

https://www.cdc.gov/flu/resource-center/freeresources/print/print-family.htm#Vaccination
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Social Media

Social Media has become a large part of our daily lives. Sharing factual content plays an 
important role in combatting vaccine misinformation. Below are a few sample social media posts. 

For best practices and tips to make sure what you’re consuming and sharing is accurate and 
helpful, visit https://vaccinateindiana.org/social-media-vaccine-misinformation/
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Additional Resources 

Flu Activity and surveillance 

https://www.cdc.gov/flu/weekly/fluactivitysurv.htm 

https://www.cdc.gov/flu/season/flu-season-2019-2020.htm?CDC_AA_

refVal=https%3A%2F%2Fwww.cdc.gov%2Fflu%2Fabout%2Fseason%2Fflu-season-2019-2020.htm 

Prevent Seasonal Flu

https://www.cdc.gov/flu/prevent/index.html 

National Influenza Vaccination Week 

https://www.cdc.gov/flu/resource-center/nivw/index.htm 

Why Flu Vaccination Matters: Personal Stories from Families 

https://www.youtube.com/watch?v=ZVwi38LVXqI 

Children’s Activity Book

https://www.cdc.gov/flu/pdf/freeresources/family/ready_wrigley_flu.pdf 
Flu Coloring Book for Children: 

http://nfid.org/coloring-book.pdf 


