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Frequently Asked Questions about Influenza and Pneumococcal Vaccinations, 2004-2005
The answers to the following questions are from recommendations issued by the Advisory Committee on Immunization Practices (ACIP), an expert group that advises CDC on immunization policy.

What are the current recommendations for giving flu shots to pregnant women?

The CDC changed their stance this year to include, for the first time, women in the first trimester of pregnancy. They previously recommended flu shots only for women in the 2nd and 3rd trimesters, but they now recommend that all pregnant women get it. Specifically the inactivated influenza vaccine (the "flu shot"), not the live attenuated influenza vaccine given by nasal spray, is recommended, since the inactivated vaccine cannot transmit active influenza infection.

Our facility plans to order 5/8" length needles to use with the flu vaccine - is that the right length?

CDC guidelines recommend that 1-1.5" needles are generally to be used for intramuscular (IM) injections.  Individual decisions on needle size and length should be made for each person but keep in mind that inactivated influenza vaccine is to be given IM and, for many people, a 5/8" needle won't get deep enough into the deltoid to be intramuscular. The consequence is that patients may not effectively receive the full dose of the vaccine and so don't build up the immunity that's needed. Additionally, the possibility of a local reaction to the vaccine is higher with a subcutaneous injection than it is with an intramuscular injection. For a reference on this, look at: http://bmj.bmjjournals.com/cgi/content/full/321/7271/1237. 
Is there an expected shortage of flu vaccine this fall?

No. On August 27, 2004, one of the two manufacturers announced a delay in delivery of some doses of influenza vaccine because of production problems, but the company expects to produce and deliver the full number of vaccine doses it had planned on. So CDC expects that there will be sufficient supply of vaccine (more than 100 million doses) but some of it may come later than anticipated. Check the CDC National Immunization Program’s website (www.cdc.gov/nip) for updated information. 

Should inpatients be vaccinated for influenza prior to discharge?

Yes, they should. There are no special contraindications to vaccinating hospitalized patients. The CDC recommends that “Persons of all ages (including children) with high-risk conditions and persons aged >50 years who are hospitalized at any time during September-March should be offered and strongly encouraged to receive influenza vaccine before they are discharged.” For more information, refer to: www.cdc.gov/mmwr/pdf/rr/rr53e430.pdf. 
Should standing orders be used to increase the number of patients receiving immunizations?

Yes, a standing orders program is recommended for hospitals, clinics, and outpatient facilities to ensure the administration of vaccinations for adults. Refer to the “Sample Protocols” and “Sample Policies” sections of the toolkit for examples of documents that can be modified and implemented in your facility. For a sample policy on standing orders for administering influenza vaccine, see http://www.immunize.org/catg.d/p3074.pdf. 
Do you have any advice for what to include in our clinical reminders for influenza and pneumococcal vaccination?

Each patient should be given the most up-to-date version of the Vaccine Information Statement (VIS) about the vaccine they are to receive. The Influenza VIS is updated each year and can be found in the Flu/Pneumo Toolkit from the VA National Center for Prevention (www.vaprevention.com) or on the Immunization Action Coalition website (www.immunize.org/vis/2flu.pdf). It is a good idea to record the date the VIS was published in the patient’s medical record along with the lot number, manufacturer, and site of administration of the vaccine. You may want to ask your clinical reminders administrative team to make pull-down menus or fields for this information in the clinical reminder for each vaccine. Also remember that influenza clinical reminders should be set to recur every September, regardless of when the last flu vaccine was given.

Are there state-level requirements about giving residents of long-term facilities influenza or pneumococcal vaccinations?

Yes, some states have mandates requiring that residents of long-term care facilities be given influenza and pneumococcal vaccinations and other states require facilities to offer the vaccines to their residents. For a list of state mandates, see http://www.immunize.org/laws/ltc.htm. 
When should persons get influenza vaccine?

The optimal time to vaccinate is usually during October-November. ACIP recommends that vaccine providers focus their vaccination efforts in October and earlier primarily on persons aged >50 years, persons aged <50 years at increased risk for influenza-related complications, household contacts of persons at high risk, and health-care workers. Efforts to vaccinate other persons who wish to decrease their risk for influenza infection should begin in November; however, if such persons request vaccination in October, vaccination should not be deferred.

What if vaccine is available in September?

To avoid missed opportunities for vaccination of persons at high risk for serious complications, such persons should be offered vaccine beginning in September during routine healthcare visits or during hospitalizations, if vaccine is available.

What about patients in long-term care facilities?

In facilities housing older persons (e.g., nursing homes), vaccination before October typically should be avoided because antibody levels in such persons can begin to decline within a limited time after vaccination. 

What about giving a second dose of vaccine to those patients?

The ACIP does NOT recommend a second dose of influenza vaccine in the same season for anyone (except children <9 years being vaccinated for the first time).

Can influenza vaccine be given later than November? 

Yes, vaccine should be offered to persons not yet vaccinated as long as vaccine supplies are available, even after influenza activity has been documented in the community. In most recent years, peak influenza activity has occurred from late December to early March, so vaccination in December would still allow time to build up immunity. Adults develop peak antibody protection against influenza infection 2 weeks after vaccination.
Is taking patients’ or staff members’ temperatures routinely before giving flu vaccine recommended?

No. The ACIP’s influenza recommendations say, “Persons with acute febrile illnesses usually should not be vaccinated until their symptoms have abated. However, minor illnesses with or without fever do not contraindicate use of influenza vaccine.” Thus, if someone is clinically well or has only a minor illness (mild URI or allergic rhinitis, for example), there would be no reason not to give the vaccine, even if the person has a slight fever. Persons with acute febrile illnesses are usually recognizable clinically, so there is no reason to take everyone’s temperature.

What is meant by “allergic to eggs” as a contraindication to the flu vaccine?

Persons known to have anaphylactic hypersensitivity to eggs or other components of the influenza vaccine should not receive it without first consulting a physician. Symptoms of anaphylactic hypersensitivity to eggs may include hives or swelling of the lips or tongue or acute respiratory distress or collapse after eating eggs. Such persons may be able to undergo desensitization and subsequently receive the vaccine.

Can influenza and pneumonia vaccines be administered at the same time? If an adverse reaction occurs, how would you know which vaccine caused it?

Yes, these two vaccines can and should be administered at the same time (in different arms), if both are indicated. Giving the two vaccines simultaneously elicits a satisfactory antibody response without increasing the incidence or severity of adverse reactions. Serious adverse reactions to either vaccine are rare. People who have safely had influenza vaccination in the past are very unlikely to have a serious reaction subsequently. Separating the two vaccines over two visits would probably significantly reduce the chance that the patient would actually get them both. The benefit of being sure the patient who needs both vaccines gets them far outweighs the very small risk of having a serious adverse event and not knowing which vaccine caused it. 

When should organized flu vaccination campaigns be held? 

Persons planning substantial organized vaccination campaigns should consider scheduling these events after mid-October because the availability of vaccine in any location cannot be ensured consistently in early fall. Scheduling campaigns after mid-October will minimize the need for cancellations because vaccine is unavailable. Campaigns conducted before November should focus efforts on vaccination of persons aged >50 years, persons aged <50 years at increased risk for influenza-related complications, health-care workers, and household contacts of persons at high risk to the extent feasible.

Can staff have pre-filled syringes with influenza and pneumococcal vaccine out, ready for use in the same geographic area? 

According to JCAHO, there are no restrictions against having syringes with both vaccines in the same area, as long as all syringes are properly labeled.

 The National Immunization Program of CDC strongly discourages prefilling a large number of syringes because of concerns about: 

· Increased risk for administration errors

· Increased vaccine waste

· Risk of inappropriate vaccine storage conditions

· Bacterial overgrowth in vaccines that do not contain a preservative

· Reduced vaccine potency.

In preparing for a mass clinic, they recommend:

· Administer only one type of vaccine in one place

· Separate vaccine administration stations by vaccine type

· Transport the vaccine to the clinic in the manufacturer-supplied packaging at the recommended temperatures

· Use an insulated barrier (such as bubble wrap) between the vaccine and the cold or frozen packs. A single layer of towel over ice is NOT adequate protection.

In regard to prefilling syringes at a mass clinic, they recommend:

· Draw up no more than 1 vial or 10 doses at a time

· Replenish supply throughout the day as needed

· Monitor patient flow to avoid drawing up unnecessary doses

· Discard any syringes other than those filled by the manufacturer at the end of the clinic day.

Do patients need to be monitored for 15 minutes after receiving influenza vaccine? 

No. Immediate – presumably allergic – reactions (e.g., hives, angioedema, allergic asthma, and systemic anaphylaxis) rarely occur after influenza vaccination. The most frequent side effect of vaccination is soreness at the vaccination site that lasts <2 days. Fever, malaise, myalgia, and other systemic symptoms most often affect persons who have had no prior exposure to the influenza virus antigens in the vaccine, begin 6-12 hours after vaccination and can persist for 1-2 days.

Can VA medical facilities give flu vaccine to non-enrolled patients, other than employees (for example, spouses)? 

No, VA does not have authority to provide flu vaccine to non-veterans. Some facilities have teamed up with local public health officials to offer a joint flu clinic.
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