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ACIP updates recommendations  
for influenza vaccination
Although there are few changes from last year, there is 
a new approach to administering egg-based vaccine to 
those with a history of egg allergy.

When the Advisory Committee on 
Immunization Practices (ACIP) 
met in June and adopted recom-

mendations for influenza vaccines for the 
2023-2024 season, the major discussions fo-
cused on the timing of vaccine administra-
tion, the composition of the vaccine, and what 
(if any) special precautions are needed when 
administering an egg-based vaccine to a per-
son with a history of egg allergy. Here are the 
takeaways.

When should flu vaccine 
be administered?
Influenza activity usually peaks between De-
cember and the end of March; only twice 
between 1982 and 2022 did it peak before 
December. Thus, most people should receive 
the vaccine in September or October, a rec-
ommendation that has not changed from last 
year. This is early enough to provide adequate 
protection in most influenza seasons, but late 
enough to allow protection to persist through 
the entire season. Vaccination should contin-
ue to be offered to those who are unvaccinated 
throughout the influenza season, as long as in-
fluenza viruses are circulating.  

Earlier administration is not recom-
mended for most people and is recommended 
against for those ages 65 years and older (be-
cause their immunity from the vaccine may 
wane faster) and for pregnant people in their 
first or second trimester (because the vaccine 
is more effective in preventing influenza in 

newborns if administered in the third trimes-
ter). Evidence regarding waning immunity 
is inconsistent; however, some studies have 
shown greater loss of immunity in the elderly 
compared to younger age groups, as time from 
vaccination increases.1 

What’s in this year’s vaccines?
The composition of the vaccines used in North 
America was determined by the World Health 
Organization in February, based on the most 
commonly circulating strains. All vaccines 
approved for use in the 2023-2024 season 
are quadrivalent and contain 1 influenza A 
(H1N1) strain, 1 influenza A (H3N2) strain, 
and 2 influenza B strains. The specifics of each 
strain are listed in TABLE 1.2 The 2 influenza A 
strains are slightly different for the egg-based 
and non-egg-based vaccines.2 There is no 
known effectiveness advantage of one antigen 
strain vs the other. 

Should you take special  
precautions with egg allergy?
There is new wording to the recommendations 
on the use of egg-based influenza vaccines for 
those with a history of egg allergy (TABLE 22). 
Previously, the ACIP had recommended that if 
an egg-based vaccine is given to a person with 
a history of egg allergy, it should be adminis-
tered in an inpatient or outpatient medical 
setting (eg, hospital, clinic, health department, 
physician office) and should be supervised by 
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a health care provider who is able to recognize 
and manage severe allergic reactions. These 
added precautions were out of step with other 
organizations, including the American Acad-
emy of Pediatrics and allergy-related specialty 
societies, all of whom recommend no special 
procedures or precautions when administer-
ing any influenza vaccine to those with a his-
tory of egg allergy.3

❚ Why the change? Several factors 
contributed to ACIP’s decision to reword its 

recommendation. One is that the ovalbu-
min content of all current influenza vaccines 
(TABLE 33) is considered too low to trigger an 
allergic reaction. 

Another is the paucity of evidence that 
egg-based vaccines convey increased risk 
beyond that for any other vaccine. Although 
1% to 3% of children are reported to have an 
egg allergy, there is no evidence that they are 
at increased risk for a serious allergic reac-
tion if administered an egg-based vaccine.3 A 

TABLE 1

US influenza vaccine 
composition for 2023-20242

All US-licensed influenza vaccines will include 
hemagglutinin derived from:

– �An influenza A/Victoria/4897/2022 (H1N1)
pdm09-like virus (egg-based vaccines) 

   ��An influenza A/Wisconsin/67/2022 (H1N1)
pdm09-like virus (cell and recombinant 
vaccines)

– �An influenza A/Darwin/9/2021 (H3N2)-like 
virus (egg-based vaccines) 

   �An influenza A/Darwin/6/2021 (H3N2)-like 
virus (cell and recombinant vaccines)

– �An influenza B/Austria/1359417/2021-like virus 
(B/Victoria lineage)

– �An influenza B/Phuket/3073/2013-like virus  
(B/Yamagata lineage)

TABLE 2

Recommendations on the use of egg-based 
influenza vaccines for patients with  
a history of egg allergy2

• �All people ages ≥ 6 months with egg allergy should receive 
influenza vaccine unless a contraindication exists. Any influenza 
vaccine that is otherwise appropriate for the recipient’s age and 
health status can be used (egg based or non-egg based). 

• �Egg allergy in and of itself necessitates no additional safety 
measures for influenza vaccination beyond those recommended 
for any recipient of any vaccine, regardless of severity of previous 
reaction to egg. 

• �Severe and life-threatening reactions to vaccines can occur (albeit 
rarely) with any vaccine and in any vaccine recipient, regardless of 
allergy history. Providers are reminded that all vaccines should be 
administered in settings in which personnel and equipment needed 
for rapid recognition and treatment of acute hypersensitivity 
reactions are available. All vaccination providers should be 
familiar with their office emergency plan and be certified in 
cardiopulmonary resuscitation.

TABLE 3

Ovalbumin content of US influenza vaccines, 2022-20233

Vaccine (manufacturer) Approved age  
indication

Ovalbumin, mcg/dosea,b 

Egg-based

Afluria Quadrivalent (Seqirus) ≥ 6 mo < 1

Fluarix Quadrivalent (GSK) ≥ 6 mo ≤ 0.05

FluLaval Quadrivalent (GSK) ≥ 6 mo ≤ 0.3

Fluzone Quadrivalent (Sanofi Pasteur) ≥ 6 mo Not stated

FluMist Quadrivalent (AstraZeneca) 2 through 49 y < 0.024

FluadQuadrivalent (Seqirus) ≥ 65 y ≤ 1

Fluzone High-Dose Quadrivalent (Sanofi Pasteur) ≥ 65 y Not stated

Egg-free

Flucelvax Quadrivalent (Seqirus) ≥ 6 mo Egg-free

Flublok Quadrivalent (Sanofi Pasteur) ≥ 18 y Egg-free
a Data derived from each product’s package insert.
b Dose is 0.5 mL for injectable vaccines and 0.2 mL for live attenuated influenza vaccine.
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is beneficial—especially given the volume of 
distrust and misinformation associated with 
COVID-19 vaccination. 	                                JFP
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systematic review of 31 studies (mostly low-
quality observational studies and case series) 
conducted by the ACIP Influenza Work Group 
found no risk for severe anaphylaxis, hospital-
ization, or death, even in those with a history 
of an anaphylactic reaction to eggs.2 A review 
of Vaccine Adverse Events Reporting System 
(VAERS) data identified 18 cases of reported 
anaphylaxis after receipt of an inactivated in-
fluenza vaccine over a 5-year period, but clini-
cal review confirmed only 7.2 

And finally, appropriate precautions al-
ready are recommended for administration of 
any vaccine. The CDC guidance for best practic-
es for administering vaccines states: “Although 
allergic reactions are a common concern for 
vaccine providers, these reactions are uncom-
mon and anaphylaxis following vaccines is rare, 
occurring at a rate of approximately one per mil-
lion doses for many vaccines. Epinephrine and 
equipment for managing an airway should be 
available for immediate use.”4

❚ What does this mean in practice? 
Family physicians who administer influenza 
vaccines do not need to use special precau-
tions for any influenza vaccine, or use non- 

egg-based vaccines, for those who have a his-
tory of egg allergy. However, they should be 
prepared to respond to a severe allergic reac-
tion just as they would for any other vaccine. 
Any vestigial practices pertaining to egg allergy 
and influenza vaccines—such as vaccine skin 
testing prior to vaccination (with dilution of 
vaccine if positive), vaccination deferral or ad-
ministration via alternative dosing protocols, 
and split dosing of vaccine—are unnecessary 
and should be abandoned.	                                     JFP 
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