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Trio of New Strains Chosen
For 2008-2009 Flu Vaccine

B Y  H E I D I  S P L E T E

Senior Writer

G A I T H E R S B U R G ,  M D .  —  All three
virus strains in the influenza vaccine for
the 2008-2009 season will differ from this
year’s vaccine, based on a majority vote by
an advisory committee to the Food and
Drug Administration.

The Vaccines and Related Biological

Products Advisory Committee members
voted to accept the choices recommend-
ed by the World Health Organization for
next year’s trivalent vaccine: an A/Bris-
bane/59/2007 (H1N1)–like virus, an
A/Brisbane/10/2007 (H3N2)–like virus,
and a B/Florida/4/2006–like virus. 

These choices represent a notable de-
parture from the flu vaccine formulas of
recent years, which have included repeat
appearances by the Solomon Islands strain
of influenza A. 

The change was prompted in part by
the rise of the A/Brisbane/10/2007–like
strain, which accounted for 82% of the in-
fluenza A (H3N2) isolates characterized by
the Centers for Disease Control and Pre-
vention between October 2007 and Janu-
ary 2008. According to the most recent
data available from the CDC, the H3N2
strain of influenza A has become the dom-
inant strain for this year’s flu season.

Although influenza A is causing most of
the illness, the well-publicized mismatch
between the influenza B virus chosen for
this year’s flu vaccine and the currently cir-
culating B virus is drawing extra attention.
But the lengthy process of developing the
flu vaccine and the challenges to produce
it in volume and on schedule remain the
same each year. 

Two types of influenza B circulate every
year, and one committee member com-
pared the choice of B virus for each year’s
vaccine with flipping a coin. 

An influenza B virus from the Victoria
group was chosen for the 2007-2008 vac-
cine, but the strain chosen for 2008-2009 is
of the Yamagata lineage. The most recent
data from the CDC for the 2007-2008 flu
season (as of Feb. 9, 2008) showed that 93%
of the circulating influenza B viruses in the
United States were of the Yamagata lin-
eage, while 7% of the viruses were of the
Victoria lineage. “But we have both groups
[of influenza B virus] circulating world-
wide,” noted Nancy Cox, Ph.D., director of
the influenza division at the CDC. 

The committee members also discussed
the possibility of tailoring future flu vaccines
to different populations. Unlike previously
vaccinated adults who have been exposed to
both types of influenza B over time, chil-
dren would likely benefit from a vaccine
that has strains from both B virus lineages,
noted Dr. Robert Couch, professor of mol-
ecular virology and microbiology at Baylor
College of Medicine, Houston. ■

V E R B A T I M

‘A CT scan is often done as
part of the initial
evaluation of a head injury,
and yields the information
that is needed for acute
management. However, an
MRI will better identify
injury to the brain.’

Dr. James Christensen, p. 44

among 2- to 10-year-olds, of which the
majority (50%) are in children aged 2-4
years. Among 11- to 19-year-olds, ap-
proximately 250 cases occur annually,
she said. 

Cost-effectiveness analyses place the
cost per quality-adjusted life-year
(QALY) of giving MCV4 to all 2-year-
olds at $160,000, compared with
$90,000/QALY for the current adoles-
cent immunization strategy, assuming
the same duration of immunity. On top
of that, there are currently no vac-
cines recommended to be given at the
2-year-old well-child visit, so such a
recommendation would add program-

matic concerns as well, Dr. Cohn
pointed out. 

Dr. Cohn suggested—and several pan-
el members agreed—that it would be
best to wait for the licensure of meningo-
coccal vaccines for infants and/or tod-
dlers, who have the highest meningo-
coccal disease rates in the population
(3.9/100,000). Several companies are
working on this, and data thus far are
positive ( JAMA 2008;299:173-84). 

Meanwhile, for those who still choose
to immunize 2- to 10-year-olds, data do
support the use of MCV4 rather than the
polysaccharide vaccine (Pediatr. Infect.
Dis. J. 2005;24:57-62). ■




