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CDC recommendations for the 
2018-2019 influenza season
Vaccines will contain a new A (H3N2) component and  
B antigen. The live attenuated influenza vaccine returns as 
an option for those 2- to 49-years of age.

The 2017-2018 influenza season was one 
of the most severe in this century, ac-
cording to every indicator measured by 

the Centers for Disease Control and Prevention 
(CDC). The proportion of outpatient visits due 
to influenza-like illness (ILI) was elevated na-
tionally above a baseline of 2.2% for 19 straight 
weeks, and for 3 weeks it was over 7%.1 High 
ILI activity was widespread and included all 50 
states in January. 

From October 2017 through April 2018, 
the CDC estimates that the influenza-related 
hospitalization rate was 106.6 per 100,000 
population, with the highest rates among chil-
dren 0 to 4 years (74.3/100,000), adults 50 to 
64 years (115.7/100,000), and adults 65 years 
and older (460.9/100,000). More than 90% of 
adults hospitalized had a chronic condition, 
such as heart or lung disease, diabetes, or obe-
sity, placing them at high risk for influenza 
complications.1

Influenza severity is also measured as 
the proportion of deaths due to pneumonia 
and influenza, which was above the epidemic 
threshold for 16 weeks in 2017-2018 and was 
above 10% for 4 weeks in January.1 Based on 
all of these indicators, the 2017-2018 influenza 
season was classified as high severity over-
all and for all age groups, the first time this 
has happened since the 2003-2004 season. 
There were 171 pediatric deaths attributed to 
influenza, and more than three-quarters of 
vaccine-eligible children who died from influ-
enza this season had not received influenza 
vaccine.1 

The type of influenza predominating last 
season was influenza A from early- through 
mid-season, and was influenza B later in the 
season (see https://stacks.cdc.gov/view/
cdc/54974).1 For the entire season, 71.2% of 
specimens that tested positive for influenza in 
public health labs were Influenza A and 84.9% 
of these were H3N2.1 

z Effectiveness of influenza vaccine 
last season. As measured by preventing re-
spiratory illness needing medical attention, 
vaccine effectiveness was 36% overall: 25% 
against influenza A (H3N2), 67% against influ-
enza A (H1N1), and 42% against influenza B.1  
Effectiveness varied by age, being the highest 
in those 8 years and younger.2 Effectiveness 
was questionable in those older than 65, with 
an estimated effectiveness of 23% but confi-
dence intervals including 0.2 

While the effectiveness of influenza vac-
cines remains suboptimal, the morbidity and 
mortality they prevent is still considerable. 
The CDC estimates that in 2016-2017, more 
than 5 million influenza illnesses, 2.6 mil-
lion medical visits, and 84,700 hospitaliza-
tions were prevented.3 And effectiveness last 
season was similar to, or better than, what 
has been seen in each of the past 10 years  
(FIGURE).4 

Three drugs were recommended for use 
to treat influenza in 2017-1018 (oseltamivir, 
peramivir, and zanamivir), and no resistance 
was found except in 1% of influenza A (H1N1) 
tested.1 No resistance was found in other A or 
any B viruses tested.1
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Safety
The safety of influenza vaccines is studied each 
year by both the CDC and US Food and Drug 
Administration (FDA). This past year, studies 
were conducted using the CDC-supported 
Safety Datalink System, looking for increased 
rates of acute disseminated encephalomy-
elitis, anaphylaxis, Bell’s palsy, encephalitis, 
Guillain-Barré syndrome (GBS), seizures, and 
transverse myelitis.5 No safety signals were 
detected. However, for some of the newer vac-
cines, the numbers of vaccinated individuals 
studied were small. The FDA studied the inci-
dence of GBS using Medicare data and found 
no increased rates in those vaccinated.5

2018-2019 Recommendations
There are only a few changes to the recommen-
dations for the upcoming influenza season. 
The Advisory Committee on Immunization 
Practices (ACIP) still recommends univer-
sal vaccination for anyone age 6 months and 
older who does not have a contraindication  
(TABLE 16). Two of the antigens in the vaccines 
for this coming season are slightly different 
from last season (TABLE 27). 

After 2 years of recommending against 
the use of live attenuated influenza vaccine 

(LAIV) because of its low effectiveness in chil-
dren against influenza A (H1N1), ACIP now 
includes it as an option for the upcoming sea-
son in individuals ages 2 through 49 years.8 
The basis of this revised recommendation was 
2-fold: 1) evidence of LAIV effectiveness com-
parable to that of inactivated products against 
A (H3N2) and B viruses; and 2) evidence that 
a new strain of A (H1N1) now used to pro-
duce the vaccine (A/Slovenia) produces a sig-
nificantly higher antibody response than the 
strain (A/Bolivia) used in the years when the 
vaccine was not effective against A (H1N1). 

However, the new formulation’s clinical 
effectiveness against A (H1N1) has not been 
demonstrated, leading the American Acad-
emy of Pediatrics to recommend that LAIV 
should be used in children only if other op-
tions are not available or if injectable vaccine is 
refused.9 Contraindications to the use of LAIV 
remain the same as the previous version of the 
vaccine (TABLE 16). 

Individuals with non-severe egg allergies 
can receive any licensed, recommended age-
appropriate influenza vaccine and no longer 
have to be monitored for 30 minutes after re-
ceiving the vaccine. People who have severe 
egg allergies should be vaccinated with an 

FIGURE

Annual flu vaccine effectiveness, 2004-20184
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egg-free product or in a medical setting and 
be supervised by a health care provider who is 
able to recognize and manage severe allergic 
conditions.

Children 6 months through 8 years who 
have previously received an influenza vaccine, 
either trivalent or quadrivalent, need only 1 
dose; those who have not received vaccination 
need 2 doses separated by at least 4 weeks. 

Available vaccine products 
A table found on the CDC influenza Web site 
lists the vaccine products available in the 
United States and the ages for which they 
are approved.6 The options now include 2 

standard-dose trivalent inactivated influenza 
vaccines (IIV3), 4 standard-dose quadriva-
lent inactivated influenza vaccines (IIV4), one 
cell culture-based IIV4 (ccIIV4), one standard 
dose IIV4 intradermal option, a trivalent and 
a quadrivalent recombinant influenza vaccine 
(RIV3, RIV4), one LAIV, and 2 products for 
those 65 years and older—an adjuvanted IIV3 
(aIIV3) and a high dose IIV3. Three of these 
products do not depend on egg-based tech-
nology: RIV3, RIV4, and ccIIV4. 

Comparative effectiveness studies of 
these vaccine options, including those avail-
able for the elderly, are being conducted. Stud-
ies presented at the June 2018 ACIP meeting 

TABLE 1

Contraindications and precautions to using influenza vaccines
in the 2018-2019 season6

Vaccine type Contraindications Precautions

IIV History of severe allergic reaction to any component 
of the vaccine, or after previous dose of any influenza 
vaccine

Moderate-to-severe acute illness with or without 
fever

History of Guillain-Barré syndrome within 6 weeks of 
receipt of influenza vaccine

RIV History of severe allergic reaction to any component 
of the vaccine

Moderate-to-severe acute illness with or without 
fever

History of Guillain-Barré syndrome within 6 weeks of 
receipt of influenza vaccine

LAIV

ACIP this year  
approves the use 
of LAIV for  
individuals  
2-49 years.

History of severe allergic reaction to any component 
of the vaccine, or after a previous dose of any  
influenza vaccine

Concomitant aspirin or salicylate-containing therapy 
in children and adolescents

Children 2-4 years old 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 
for any reason (including immunosuppression due to 
medications or HIV infection)

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

Pregnancy

Receipt of influenza antiviral medication within the 
previous 48 hours

Moderate-to-severe acute illness with or without 
fever

History of Guillain-Barré syndrome within 6 weeks of 
receipt of influenza vaccine

Asthma in individuals ages ≥5 years

Other underlying medical conditions that might 
predispose to complications after wild-type influenza 
infection (eg, chronic pulmonary, cardiovascular 
[except isolated hypertension], renal, hepatic,  
neurologic, hematologic, or metabolic disorders 
[including diabetes mellitus])

ACIP, Advisory Committee on Immunization Practices; HIV, human immunodeficiency virus; IIV, inactivated influenza vaccine; LAIV, live-attenuated influenza vac-
cine; RIV, recombinant influenza vaccine.



show comparable effectiveness of egg-based 
and non–egg-based products.6 At this time, 
ACIP does not make a preferential recommen-
dation for any influenza vaccine product for 
any age group.                   JFP
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TABLE 2

Composition of 2018-2019 
influenza vaccines7

Trivalent vaccine

• Influenza A/Michigan/45/2015  
(H1N1)pdm09-like virus

• Influenza A/Singapore/INFIMH-16-0019/2016 
(H3N2)-like virus* 

• Influenza B/Colorado/06/2017-like virus  
(B/Victoria/2/87 lineage)† 

Quadrivalent vaccine addition

• Influenza B/Phuket/3073/2013-like virus  
(B/Yamagata/16/88 lineage)

*Replaces A/Hong Kong/4801/2014 (H3N2)-like virus from the 
2017-2018 influenza vaccine.
†Replaces B/Brisbane/60/2008-like virus from the 2017-2018 
influenza vaccine.
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