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Preparing for the flu season

Adapted from the “Statement on influenza vaccination for the
1998–1999 season,” prepared by the National Advisory Com-
mittee on Immunization and published in Canada Communica-
ble Disease Report 1998;24(ACS-2).

Annual vaccination of people at high risk for in-
fluenza is the most effective way to reduce the im-

pact of this disease. Vaccination must be carried out an-
nually both because immunity wanes and because the
vaccine is changed each year to incorporate the antigens
of current and emerging influenza strains.

The recommended trivalent vaccine for the 1998/99
influenza season contains an A/Beijing/262/95 (H1N1)-
like strain, an A/Sydney/5/97 (H3N2)-like strain and (for
influenza B) a B/Harbin/7/94-like strain. The vaccine is
available as a split-virus (chemically disrupted) prepara-
tion. This type of preparation is usually associated with
fewer side effects than whole-virus preparations.

Public health vaccination programs should focus on 
3 groups, the first consisting of people at high risk for in-
fluenza-related complications (see box).1–5 People who
could transmit influenza to those at high risk should also
be vaccinated annually. This group includes physicians
and health care workers in hospitals, outpatient clinics
and other institutions, as well as other employees in these
workplaces who have contact with patients. A second cat-
egory within this group is household contacts (including
children) of people at high risk who either cannot be vac-

cinated or may respond inadequately to vaccination. The
third group for whom influenza vaccination may be con-
sidered is people providing essential community services.
Protection against influenza would minimize the disrup-
tion of routine activities during epidemics.

Influenza vaccine confers protection from about 
2 weeks after vaccination; this protection lasts for 
6 months or longer. However, in elderly people anti-
body levels fall below protective levels in 4 months or
less; thus, November is the preferred time for vaccinat-
ing people in this age group. Vaccination programs for
residents of chronic care facilities should begin as soon
as the vaccine is available (in September or early Octo-
ber) to ensure comprehensive coverage before signifi-
cant quantities of the virus are circulating.

During the 1998/99 influenza season no inactivated
whole-virus vaccine will be available in Canada. People 
9 years of age or older should be given a single dose 
(0.5 mL) of the split-virus vaccine. Children younger than
9 years of age who have never been vaccinated for in-
fluenza before should be given a second dose 4 weeks af-
ter the first. Within this younger group the dose is
0.5 mL for children 3–8 years old and 0.25 mL for those 
6 to 35 months old. Intramuscular administration is pre-
ferred for all age groups. The vaccines currently available
are not very effective for infants under 6 months of age,
and vaccination is therefore not recommended for this
age group.

Influenza vaccines are safe and associated with only
minimal side effects. Soreness at the injection site for a
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Identifying groups at high risk for influenza-related complications

Place of residence
Residents (any age) of nursing homes and other chronic care facilities (institutional envi-
ronments facilitate the spread of influenza).

Age
People 65 years of age or older.1,2

Medical conditions
Adults and children with chronic cardiac or pulmonary disorders severe enough to re-
quire regular medical follow-up or hospital care (by far the most important risk factors
for influenza-related death).3

Adults and children with other chronic conditions, such as diabetes mellitus and other
metabolic diseases, cancer, immunodeficiency, immunosuppression (due to underlying
disease or therapy), renal disease, hemoglobinopathies or any anemia.
Children and adolescents (aged 6 months to 18 years) with conditions treated for long pe-
riods with ASA, a therapy that increases the risk of Reye’s syndrome after influenza.
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few days is common but minor; fever and malaise are less
common and are usually associated with administration of
the whole-virus vaccine. Allergic responses are rare. Vac-
cine should not be given to people who have had an ana-
phylactic reaction to a previous vaccine or who have
shown anaphylactic hypersensitivity to eggs. Vaccination
should be postponed for those with an acute febrile ill-
ness. Pregnant women may be given the vaccine at any
stage of pregnancy, and for those in the high-risk groups
vaccination is recommended.

Improved global surveillance activities for influenza have
resulted in vaccine strains that are closely matched with cir-
culating strains. With a good match, influenza vaccination
can prevent illness in about 70% of healthy children and
adults.6 Vaccination among elderly people residing in nurs-
ing homes is 50% to 60% effective in preventing admission
to hospital and pneumonia and up to 80% effective in pre-
venting death, although the efficacy in preventing influenza
may only be in the range of 30% to 40%.7 Because the ad-
vice of a health care provider is often an important factor in
a person’s decision to undergo vaccination, physicians
should remember that autumn visits by patients in high-
risk groups provide an opportunity to offer the vaccine and
address any concerns about its effectiveness and side effects.

Moreover, the target groups for influenza and pneumococ-
cal vaccination overlap considerably, and the 2 vaccines can
be given at the same time (at different sites) without any in-
crease in the risk of side effects.8
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Pour la version française de cet article, consulter AMC En directe,
au www.cma.ca/cmaj/vol-159/issue-8/0981-f.htm
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